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INTRODUCTION

Relevance of theme

According to the figures of the Ministry of Health of the Republic of Lithuania and of the
Lithuanian Health Information Centre, congenital facial clefts are in the sixth and seventh place by
incidence among congenital anomalies. Congenital unilateral total cleft lip, alveolus and palate
(CUTCLAP) is the most prevalent form of facial clefts. News that the baby was born different from
others or from what was expected is very surprising and painful for every family. The first objective
in addressing this problem is providing timely information to the parents about the opportunities,
progress and prognoses of treating the child (1-6). The characteristic features of patients with
CUTCLAP include altered facial aesthetics, speech disorders, altered tooth eruption sequence (7-9),
shape of the dental arch and number of teeth (10-13). For this reason full-rate rehabilitation of
patients requires an integrated treatment process that involves different types of professionals such
as maxillo-facial surgeons, orthodontists, speech therapists, geneticists, paediatric dentists and
prosthodontists (14-18). This type of treatment is complicated and lasts until the patient reaches the
age of majority. Good treatment outcomes are possible only when physicians, patients and their
family join forces.

At present, cleft teams use a great number of CUTCLAP treatment protocols, which differ
in terms of selecting the time of operations and orthodontic treatment and of applied methodologies.
Standard clinical examinations are used to assess the outcomes of treatment according to different
protocols. Cleft treatment centres provide treatment data of their patients. Although many trials
have been conducted, to date not a single treatment protocol for congenital clefts has been
recognised as the best. Even when the same treatment protocol is used, the outcomes of treatment
vary. Researchers have not still found the answer to the question why treatment according to the
same treatment protocol results in different maxillary growth in children. Maxilla grows sufficiently
in some patients while others face maxillary growth disorders and have to undergo surgery and
occlusal correction (19-22).

Factors which are relevant for maxillary growth in patients with CUTCLAP from birth till 5
years of age include congenital clefts, maxillary growth features, surgeries and early presurgical

orthopedic treatment, where applied.



Scientific papers provide a broad analysis of preparatory presurgical orthopedic treatment,
surgery methodologies and time of operations, but there has been no exhaustive research on overall
maxillary development after surgeries to date. This type of research is important because regardless
of how surgeries will be assessed, in children with CUTCLAP postponement of operations is
impossible for aesthetic, functional and social reasons. At present, special focus is on defining
factors which could affect the outcomes of treatment. If components of those factors that could help
forecast the said outcomes are identified, it should be possible to adjust the treatment protocols and
thus develop an optimal treatment protocol for each child which promises good outcomes and is the
least time- and cost-consuming.

Although CUTCLAP is noted for diversity of cleft width, there has still been no
comprehensive research on the influence of cleft width on maxillary measurements and on the
outcomes of treatment. Primary cleft severity is not associated with the application of treatment
methods, the final outcomes of treatment and prognosis. Findings collected by the Zalgiris Clinic of
Vilnius University Hospital and lasting observation of patients with CUTCLAP allow examining
overall maxillary development after surgeries and the potential relationship between cleft width and

maxillary measurements.

Aim of research

To examine maxillary development in children with CUTCLAP who did not undergo
presurgical orthopedic treatment from birth till 5 years of age and to identify the impact of

congenital cleft width on maxillary measurements after performing lip and palate surgeries.

Objectives of research

1. To evaluate changes in maxillary measurements and shape in patients with CUTCLAP from 3 till
18 months of age after lip surgery at 3 months.
2. To evaluate changes in maxillary measurements and shape in patients with CUTCLAP from 3

months till 5 years of age after lip surgery at 3 months and palate surgery at 18 months.



3. To compare maxillary measurements and shape in patients with CUTCLAP at 5 years of age with
maxillary measurements and shape in healthy five-year-olds.

4. To assess the anatomic variety of primary CUTCLAP.

5. To identify the relationship between primary cleft width and maxillary measurements and shape
in patients with CUTCLAP at 3, 18 months and 5 years of age.

6. To identify the relationship between cleft width and occlusion in five-year-olds.

Defended statements

1. Maxillary measurements and shape change after lip and palate surgeries.

2. There also exists a great variety of cleft width.

3. Cleft severity in the different maxillary anatomic zones varies.

4. Primary cleft width has a relationship with maxillary measurements in patients at 3, 18 months
and 5 years.

5. Primary cleft width has a relationship with occlusion in five-year-old patients on the transversal

and sagittal plane.

Innovativeness and practical significance of research

1. Linear and angular maxillary measurements in children with CUTCLAP at 3, 18 months and 5
years of age were taken, and a study on maxillary development in children with CUTCLAP from
3 months till 5 years of age was conducted.

2. The variety of cleft width in infants at 3 months with CUTCLAP was described.

3. A new methodology to assess maxillary cleft was recommended.

4. A statistically reliable classification of cleft severity was suggested.

5. A relationship between primary cleft severity and maxillary measurements and occlusion in five-
year-olds was identified.

6. It was recommended to take into account primary cleft gravity in assessing maxillary

development and treatment outcomes in patients with CUTCLAP.



MATERIALS AND METHODOLOGY

Selection of subjects

The study examined patients with CUTCLAP treated at the Zalgiris Clinic of Vilnius
University Hospital (VULZK) in the period of 2000-2009. The inclusion criteria were as follows:
Patients born with congenital unilateral total cleft lip, alveolus and palate.

Patients born in January 2000 and afterwards.

Congenital unilateral total cleft lip, alveolus and palate was the only congenital pathology.
Patients born from week 38 to week 41 of pregnancy.

Patients without Simonart’s band.

Patients with lip surgery performed at 3 months of age.

Patients with palate surgery performed at 18 months of age.

® N kD=

Patients who came for a follow-up visit to the orthodontist at 5 years of age.

Patients with CUTCLAP born in the period of 2000-2004 who came for an initial consultation
to the congenital facial cleft treatment division at VULZK and met study criteria 1, 2, 3, 4, 5,
totalled 48: 29 boys and 19 girls. All these patients came for the treatment of congenital unilateral
total cleft lip, alveolus and palate according to the protocol of the congenital facial cleft treatment
division at VULZK (meeting criteria 6 and 7) and for a follow-up visit to the orthodontist at 5 years

of age (meeting criterion 8).

Analysis of maxillary measurements

The study employed maxillary dental casts at 3 and 18 months of age and upper jaw and
lower jaw dental casts at 5 years of age in the same patients. Impressions for maxillary dental casts
in patients at 3 and 18 months were taken at the operating-room under general anaesthesia (Figure
1). Upper jaw and lower jaw impressions in the same patients were taken during their visit to the
orthodontist after they turned 5 years of age. Impressions in patients at 3 and 18 months of age were
taken using special perforated plastic dental trays designed for newborns. Impressions in five-year-
old patients were taken using plastic perforated dental trays matching the size of jaws. A-silicone

base and corrective impression materials Panasil (Kettenbach, Germany) were used for impressions.



Before the procedure, trays were coated in a thin layer of adhesive Universal Adhesive (Heraeus
Kulzer, Germany). Within five minutes after coating with adhesive, the base and corrective
impression materials were mixed and, following the manufacturer’s recommendations, instant
double-layer impressions were taken. The same doctor (Laura Linkeviciené) took all the
impressions. Removed from mouth, the impression was disinfected with Solarsept (Borer Chemie,
Switzerland) solution and sent to the laboratory, where dental casts were produced from white super
plaster Fuji Rock (GC, Tokyo, Japan) in 2 hours. After one hour dental casts were separated from
impressions, polished and prepared for scanning. Dental casts were produced by the same dental

technician.

Figure 1. Taking the impression under general anaesthesia in a three-month-old infant

After taking impressions in five-year-old patients, they were given to clench a 1.5 mm-thick
wax roller to assess the upper jaw and lower jaw relation.

The same researcher (Laura Linkevicien¢) assessed all the dental casts. On plaster maxillary
dental casts points were marked with a 0.5 mm-thick pencil. The anatomical points chosen to assess
anterior and posterior maxillary parameters of dental casts in toothless infants and of deciduous
occlusion have also been described and used by other authors (59, 68, 155, 156). On maxillary
dental casts in a three-month-old infant (Figure 2) the following points were marked:

I — incisor point located on the alveolar crest, on the line connecting the frenulum and os
incisivum (Lat.);

C — canine point, the intersection of the lateral sulcus and the alveolar crest on the non-cleft

side;



C — canine point, the intersection of the lateral sulcus and the alveolar crest on the cleft side;
T — Stillman’s point, the posterior point of the alveolar crest on the non-cleft side;

T — Stillman’s point, the posterior point of the alveolar crest on the cleft side;

A- marginal point on the alveolus of the major cleft segment;

A- marginal point on the alveolus of the minor cleft segment;

W- point on the widest spot of cleft hard palate on the major segment side;

W- point on the widest spot of cleft hard palate on the minor segment side;

2

The boundaries of the hard palate were marked.

Figure 2. Maxillary dental cast in a three-month-old infant with points marked for analysis

On maxillary dental casts in eighteen-month-old infants (Figure 3) the following points were

marked:

side;

I — incisor point located between the contact surfaces of central incisors;

C — canine point, the intersection of the lateral sulcus and the alveolar crest on the non-cleft

C — canine point, the intersection of the lateral sulcus and the alveolar crest on the cleft side;
T — Stillman’s point, the posterior point of the alveolar crest on the non-cleft side;

T — Stillman’s point, the posterior point of the alveolar crest on the cleft side;

A- marginal point on the alveolus of the major cleft segment;

A- marginal point on the alveolus of the minor cleft segment;

W- point on the widest spot of cleft hard palate on the major segment side;

W- point on the widest spot of cleft hard palate on the minor segment side;

2
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Figure 3. Maxillary dental cast in an eighteen-month-old child with points marked for analysis

On maxillary dental casts in five-year-olds (Figure 4) the following points were marked:
I — incisor point located between the contact surfaces of central incisors;

C — canine point, the top of deciduous canine on the non-cleft side;

C — canine point, the top of deciduous canine on the cleft side;

T — Stillman’s point, the posterior point of the alveolar crest on the non-cleft side;

T — Stillman’s point, the posterior point of the alveolar crest on the cleft side;

Figure 4. Maxillary dental cast in a five-year-old patient with points marked for analysis

Dental casts in patients from all age groups with marked points were scanned and ported to
the digital system for analysing diagnostic casts, ”Concret” (Germany). During computer-aided
analysis of dental casts, points previously marked with the pencil were replicated. After points have
been marked, the computer application computed distances between points, took angular
measurements and provided maxillary graphic imaging and computed measurements. The anatomic
maxillary measurements selected for assessment in our study are shown in Figure 5 whereas their

definitions are provided in Table 1. Maxillary shape was measured and analysed in a graphic image
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of maxilla generated by a standard computer application. Angles selected for assessment are shown

in Figure 6 while their definitions are provided in Table 2.

Table 1. Maxillary measurements and their definitions

Maxillary measurements Definition

Macxillary length distance from incisor point to point M located in

the centre of line TT®

Maxillary anterior length distance from incisor point directed to point M
down to the intersection with the line connecting

canine points

Maxillary anterior lateral length on the | distance from incisor point to canine point on the

cleft side cleft side

Macxillary anterior lateral length on the | distance from incisor point to canine point on the

non-cleft side non-cleft side

Maxillary posterior lateral length on | distance from canine to Stillman’s point on the

the cleft side cleft side

Macxillary posterior lateral length on | distance from canine to Stillman’s point on the

the non-cleft side non-cleft side

Intercanine width distance from canine points on the non-cleft and

cleft sides

Maxillary posterior width distance between Stillman’s points on the non-

cleft and cleft sides

Alveolar cleft width distance between the posterior point on the
alveolus of the major cleft segment and the
posterior point on the alveolus of the minor cleft

segment

Maximum palatal cleft width distance on the widest spot of cleft hard palate
between the most remote points on the non-cleft

and cleft sides

12



3 months 18 months 5 years

Figure 5. Scheme of maxillary measurements in patients at 3, 18 months and 5 years of age.

Table 2. Angular maxillary measurements and their definitions

Angular maxillary measurements Definition

ICT angle angle between lines of anterior lateral length and

posterior lateral length on the non-cleft side

IC T angle angle between lines of anterior lateral length and

posterior lateral length on the cleft side

CTT angle angle between posterior lateral length and the line

of posterior maxillary width on the non-cleft side

C'T'T angle angle between posterior lateral length and the line

of posterior maxillary width on the cleft side

CIC angle angle between lines of anterior lateral lengths on

the non-cleft and cleft sides

IMT angle angle between IM line and the posterior maxillary

width line on the cleft side

13
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Figure 6. Scheme of angular maxillary measurements in patients at 3, 18 months and 5

years of age.

Occlusion analysis in five-year-old patients

Occlusion was evaluated in five-year-old patients by adjusting their dental casts according

to impressions on the clenched wax roller (Figure 7).

Figure 7. Dental casts in five-year-old patients adjusted according to impressions on the
clenched wax roller

Occlusion on the sagittal and transversal plane was evaluated separately. Analysis of
occlusion in the sagittal direction revealed horizontal incisal overlap: the distance between the
incisal ridge of the maxillary central incisor to the vestibular surface of the maxillary central incisor
is measured in parallel with the occlusal plane. Incisor relation was assessed according to the
Huddart scoring system. It is a five-point scale from (-3) to (+1). Incisor relation (-3), (-2) is
assessed as very poor and poor respectively and is attributed to group 3. Incisor relation (-1) is
assessed as satisfactory and is attributed to group 2. Incisor relation 0, (+1) is assessed as good and

perfect respectively and is attributed to group 1 (Figure 8).
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The incisor scoring

: Labial side
Palatal side

Figure 8. Incisor scoring according to the Huddart scale.

When analysing occlusion in the transversal direction, the relationship between the first and
second deciduous molars and canines was assessed. The relation of upper and lower teeth was
scored according to the Huddart scale. Scoring of maxillary and mandibular first and second
deciduous molars and canines in the same patients was summed up, score (-9), (-8), (-7), (-6), (-5)
was assessed as very poor and attributed to group 3, score (-4), (-3), (-2), (-1) was assessed as
satisfactory and attributed to group 2, score 0, 1, 2, 3 was assessed as good and perfect attributed to
group 1 (Figure 9).

To compare the jaw measurements in five-year-old patients, a control group of thirty
healthy five-year-olds was included. The dental arches of patients in the control group matched the
described regular features of dental arches and occlusion in five-year-olds (136, 157, 158). The
same maxillary measurements were taken in patients of the control group as in patients with
CUTCLAP.

In our study we also found in what way linear and angular maxillary measurements and
occlusion in five-year-old patients depend on groups of cleft width identified in two anatomic
zones: narrow, medium and wide. It was assessed whether there existed statistically significant
differences between the different cleft width groups and maxillary anatomical measurements and

occlusion.

15



The canine scoring

Palatal side ‘ 5 .. Labial side

The molar scoring

Palatal side | \ ' i P4 Labial side

Figure 9. Canine and molar relation scoring according to the Huddart scale

Statistical analysis

Collected data were ported to the computer and analysed. Statistical analysis was carried out
using the statistic package (SPSS 15.0 for Windows). Prior to statistical analysis, we found that the
obtained parameters of measurements were distributed symmetrically and conformed to the normal
law of distribution.

Descriptive statistics methods were used for classification and graphic imaging of findings.
Using the SPSS procedure Frequencies for continuous values, key indicators of the central trend
(mean, mode and median) and their dispersion characteristics (rank and standard deviation) were
computed. Mean variance between groups was assessed using the multifactor dispersive analysis
(ANOVA). Variance at not more than 0.05 significance level was considered as statistically
reliable. Using the variance line analysis method, cleft widths at alveolus and at hard palate were
divided into three groups: narrow, medium and wide. The relationship between cleft width group

and maxillary measurements was assessed along with its nature and strength. Since comparative

16



groups were small and classified according to the ordinal scale, we applied the ranking correlation

technique by adapting Spearman nonparametrical correlation.

RESULTS

Maxillary development from 3 months till 5 years of age

During the study, changes in maxillary measurements in patients with CUTCLAP from 3
months till 5 years of age were analysed. In examined patients lip surgery was performed at 3
months and palate surgery at 18 months of age. Changes in mean maxillary linear measurements
(intercanine width, maxillary posterior width, maxillary anterior lateral length on the non-cleft and
cleft sides, maxillary posterior lateral length on the non-cleft and cleft sides, maxillary anterior
length and total maxillary length measurements) by measurement period are provided in Diagram 1.
The obtained changes in mean maxillary angular measurements by measurement period are

provided in Diagram 2. The variation scheme of maxillary size and shape is provided in Figure 10.

Diagram 1. Changes in maxillary linear measurements (mm) in patients with CUTCLAP from 3

months till 5 years of age.

45,0 Bl S TR R
maxillary intercanine width
40,0 382 38,3 39,5
* ™ maxillary posterior width
35,0 4
maxillary anterior length
30,0
2,01 total maxillary length
20,0
—*  maxillary lateral length on cleft
side
15,0 |
—e- maxillary lateral length on non-
10,0 - cleft side
95 _, maxillary anterior lateral on non-
5,0 72 73 cleft side
00 maxillary anterior lateral on cleft
3 months 18 months 5 years side
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Diagram 2. Changes in maxillary angular measurements (in degrees) in patients with CUTCLAP
from 3 months till 5 years of age.

160,0
—— - .
140,0 ICT angle on non-cleft side
120,0 —&— |C'T angle on cleft side
100,0 CTT angle on non-cleft side
80,0
——>¢- C'T'T angle on cleft side
60,0
—x CIC' angle
40,0
20’0 —— IMT" angle
0,0
3 months 18 months 5 years
I
c C
®- 3 months
®- 18 months
S years
T M T

Figure 10. Variation scheme of maxillary size and shape

18



Comparison of maxillary measurements in five-year-old patients with

CUTCLAP with those in the control group

Maxillary measurements in five-year-old patients with CUTCLAP were compared with
those in the control group. The control group included healthy children whose shape of dental arch
and deciduous occlusion met the normal occlusion criteria (157, 158). Obtained findings show that
there exist statistically reliable differences in maxillary intercanine width, maxillary posterior width,
maxillary anterior length and maxillary anterior lateral length on the non-cleft and cleft sides
measurements in five-year-old patients with CUTCLAP and in children in the control group. No
statistically significant difference between maxillary posterior lateral length on the non-cleft and
cleft sides and total maxillary length measurements in patients with CUTCLAP and in the control
group was found. A comparison scheme of maxillary size and shape in patients with CUTCLAP

and in healthy children is provided in Figure 11.

C “ - Patients with CUTCLAP
®- Healthy children

Figure 11. A comparison scheme of maxillary size and shape in patients with CUTCLAP

and in healthy children.

Cleft width distribution

Cleft width was measured in two maxillary zones: at alveolus and maximum cleft width at

hard palate in patients at 3 months and at 18 months of age. After applying the variation line
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analysis, cleft width measurements in both anatomical zones in three-month-old infants were
divided into narrow, medium and wide cleft groups. We identified narrow clefts alveolus as those
with measurement up to 6.2 mm, medium from 6.3 mm to 9.2 mm and wide from 9.3 mm. We
broke down clefts hard palate by width into narrow with measurement up to 8.7 mm, medium from
8.8 to 10.5 mm and wide from 10.6 mm. Combinations of alveolar and palatal cleft width groups
are provided in Table 3. A statistically reliable difference between these two measurements was

found, i.e. palatal and alveolar cleft width groups mismatched (x*=13,125, 11=4, p=0.011).

Table 3. Combinations of alveolar and palatal cleft width groups

Palatal cleft width groups
Alveolar cleft width groups
Narrow Medium Wide Total

Narrow 8 7 1 16
50.0% 43.8% 6.3% 33.3%

Medium 7 3 6 16
43.8% 18.8% 37.5% 33.3%

Wide 1 6 9 16
6.3% 37.5% 56.3% 33.3%

Total 16 16 16 48
100.0% 100.0% 100.0% 100.0%

Correlation between maxillary measurements and cleft width

In our research we looked for the relationship between maxillary linear and angular
measurements in patients at 3, 18 months and 5 years of age and occlusion and cleft width in
patients at 5 years in two anatomical zones. It was assessed whether there existed statistically
significant differences between the different cleft width groups and maxillary anatomical
measurements and occlusion.

It was found that intercanine width, maxillary posterior width, total maxillary length,
maxillary posterior lateral length on the non-cleft side and on the cleft side as well as maxillary

anterior lateral length on the non-cleft side did not depend on alveolar cleft width. This means that
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in all cleft width groups (narrow, medium and wide) these measurements did not show statistically
significant differences.

Whereas maxillary anterior length in different alveolar cleft width groups was statistically
significantly different. Maxillary anterior length was approximately 8.5 mm in three-month-old
infants with narrow cleft, 9.4 mm with medium cleft and 10.1 mm with wide cleft. There was a
statistically significant difference between narrow and wide cleft groups. Fifteen months after lip
surgery, when the effects of surgery are very distinct, differences between cleft groups decreased to
statistically unreliable ones. In five-year-olds, however, statistically reliably different maxillary
anterior lengths were observed in different cleft width groups. Mean maxillary anterior length was
6.7 mm in the narrow cleft group, 7.3 mm in the medium cleft group and 7.9 mm in the wide cleft
group.

Maxillary anterior lateral length on the cleft side in different alveolar cleft width groups was
at variance, too. In three-month-old infants it was 18.8 mm in the narrow cleft group, 20.7 mm in
the medium cleft group and 22.5 mm in the wide cleft group. A statistically significant difference
was found between narrow and wide cleft groups. After lip surgery at 18 months of age differences
between these groups became statistically unreliable, but re-emerged after the patients turned five.
Meanwhile maxillary anterior lateral length on the cleft side was 13.4 mm in the narrow cleft group,
14.5 mm in the medium cleft group and 15.7 mm in the wide cleft group.

Examination of the relationship between palatal cleft width and maxillary measurements
revealed that intercanine width in different cleft width groups was statistically reliably different. In
three-month-old infants mean intercanine width was 30.7 mm in the narrow cleft group, 29.2 mm in
the medium cleft group and 34.5 mm in the wide cleft group. In eighteen-month-olds mean
intercanine width was 29 mm in the narrow cleft group, 27.5 mm in the medium cleft group and
30.3 mm in the wide cleft group. In five-year-olds, mean intercanine width was 28.6 mm in the
narrow cleft group, 26.2 mm in the medium cleft group and 27.3 mm in the wide cleft group. In
three-month-old infants, maxillary posterior width was statistically reliably different in all palatal
cleft width groups. It was 38 mm in the narrow cleft group, 36.9 mm in the medium cleft group and
39.6 mm in the wide cleft group. In eighteen-month-olds and five-year-olds this measurement,
however, was not statistically reliable in the different cleft groups.

Maxillary anterior lateral length on the cleft side in three-month-old infants statistically
reliably differs between the different palatal cleft width groups. It was 19.7 mm in the narrow cleft

group, 18.8 mm in the medium cleft group and 23.4 mm in the wide cleft group. In eighteen-month-
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olds this measure was 16.5 mm in the narrow cleft group, 15.1 mm in the medium cleft group and
17.3 mm in the wide cleft group. At 5 years, however, no statistically reliable difference between
the different groups persisted.

Maxillary anterior length, total maxillary length, maxillary posterior lateral length on the
non-cleft and cleft sides and maxillary anterior lateral length on the non-cleft side measurements do
not differ in the different palatal cleft width groups.

In assessing the relationship between maxillary shape and alveolar cleft width, a difference
was observed only in three-month-old patients. Whereas ICT angle and IMT" angle statistically
reliably differed between narrow, medium and wide clefts alveolus. In patients at 18 months and 5
years of age the measurements of ICT angle and IMT" angle did not differ in the different alveolar
cleft groups.

Assessment of the relationship between maximum palatal cleft and maxillary shape revealed that in
three-month-old infants IC'T" angle and IMT" angle differed statistically reliably in the different
cleft width groups. In patients at 18 months and 5 years of age IC'T" angle and IMT" angle did not
differ in the different cleft groups. Maxillary measurements which differ in patients at 3, 18 months

and 5 years with different cleft widths are provided in Table 4.
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Table 4. Maxillary measurements which differ in patients at 3, 18 months and 5 years with

different cleft widths
Age of patient Alveolar cleft width Maximum palatal cleft width
3 months Maxillary anterior length Maxillary intercanine width
Anterior side on the cleft side Maxillary posterior width
ICT angle Maxillary anterior side on the cleft side
IMT angle IC T angle
IMT angle
18 months Maxillary intercanine width
Maxillary anterior side on the cleft side
5 years Maxillary anterior length Maxillary intercanine width
Maxillary anterior side on the cleft
side

Assessment of occlusion in five-year-old patients and its relationship with
primary cleft measurements

After applying the correlation line analysis, alveolar cleft width and maximum palatal cleft
width in patients with CUTCLAP were broken down into three cleft width groups: narrow, medium
and wide cleft. Deciduous occlusion in patients with CUTCLAP was assessed according to the
Huddart and Bohenheim scoring system and was also divided into 3 groups: 1 — perfect and good, 2
— satisfactory and 3 — poor and very poor. After applying Pearson correlation of nonparametric
analysis, a relationship between different cleft and occlusion groups was identified. According to
Spearman correlation of nonparametric analysis for nonparametric values the strength of

relationship was assessed. A very strong relationship was found between deciduous occlusion on
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the transversal or sagittal planes in primary cleft width groups (at 3 months) and at 5 years. There is
a relationship between alveolar cleft width and occlusion on the sagittal plane, and statistically
reliable differences between groups were found (x*=13,873, 11=4, p=0.008). Meanwhile no
relationship was identified between occlusion on the transversal plane and alveolar cleft width
(1*=1,894, 11=4, p=0.755). There was no relationship between palatal cleft width and occlusion on
the sagittal plane, and the differences between groups were not found to be statistically significant
(x°=5,763, 11=4, p=0.218). There is a relationship between palatal cleft width and occlusion on the
transversal plane, and statistically reliable differences between groups were found (3°=13,306, 11=4,
p=0.01).

After applying Spearman correlation, it was found that there existed a statistically reliable
(p= 0.001) medium-strength (rho=-0,478) relationship between alveolar cleft width and occlusion
on the sagittal plane, i.e. the wider the cleft alveolus, the better the occlusion on the sagittal plane.
Using the same technique it was found that there existed a statistically reliable (p= 0.001) above
average strength (rho=0,520) direct relationship between palatal cleft width and occlusion on the

transversal plane, i.e. the wider the cleft palate, the poorer the occlusion on the transversal plane.

Conclusions

1. After lip surgery performed at 3 months of age, until 18 months maxillary intercanine width
decreases, maxillary anterior part and anterior side on the cleft side shorten whereas maxillary
posterior part widens and the posterior lateral lengths on the cleft and non-cleft sides and
anterior lateral length on the non-cleft side lengthen. After lip surgery, maxillary anterior shape

changes whereas posterior maxillary shape remains unaltered.

2. From 18 months till 5 years of age, after performing lip surgery at 3 months and palate surgery
at 18 months, all maxillary measurements increase except for intercanine width and anterior
lateral length on the cleft side. After lip and palate surgeries, changes to maxillary shape remain

the same as after lip surgery.

3. Statistically reliable differences in measurements of maxillary intercanine width, maxillary

posterior width, maxillary anterior length and maxillary anterior lateral length on the non-cleft
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and cleft sides in five-year-old patients with CUTCLAP and in children in the control group

were found.

4. There exists a great variety of primary cleft width. We identified narrow alveolar clefts as those
with measurement up to 6.2 mm, average from 6.3 mm to 9.2 mm and wide from 9.3 mm. We
broke down palatal clefts by width into narrow with measurement up to 8.7 mm, average from
8.8 mm to 10.5 mm and wide from 10.6 mm. Palatal cleft and alveolar cleft width groups not

always coincide.

5. A statistically reliable correlation was found between maximum primary alveolar and palatal
cleft width and maxillary shape and measurement in children at 3, 18 months and 5 years of age.
6. A very strong correlation was found between deciduous occlusion on the transversal or sagittal
planes in primary cleft width groups (at 3 months) and at 5 years. The wider the cleft alveolus at
3 months, the better the occlusion scoring on the sagittal plane. The narrower the cleft palate,

the better the occlusion scores on the transversal plane.

Practical recommendations

1. Cleft width in patients with CUTCLAP should be measured in two different maxillary
anatomical zones: at alveolus and at hard palate.

2. It is recommended to break down cleft width into three groups: narrow, medium and wide
cleft.

3. Patients with a narrow cleft alveolus and a broad cleft palate at 3 months of age fall into the
group of the worst treatment prognosis until 5 years of age and should therefore come for an
orthodontist’s consultation before they turn 5. Findings from our study show that patients
with a wide cleft alveolus and a narrow cleft hard palate at three months of age have the
most favourable outcomes of maxillary development after surgeries until 5 years of age.

4. Maxillary anterior shape undergoes most substantial changes after lip and palate surgeries
and is at most variance from that in children of the control group, therefore special focus

should be placed on the restoration of its shape.

5. In assessing the treatment outcomes in patients with CUTCLAP one needs to take account

of primary cleft severity, which has a relationship with maxillary measurements and may
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condition different treatment outcomes in patients treated according to the same treatment

protocol.
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Santrauka

[VADAS

Temos aktualumas

Lietuvos Respublikos sveikatos apsaugos ministerijos ir Lietuvos sveikatos informacijos
centro duomenimis, {gimti veido nesuaugimai tarp igimty anomalijy Lietuvoje pagal daznuma
uzima 6-7 vieta. [gimtas vienpusis visiSkas lupos, alveolinés ataugos ir gomurio nesuaugimas
(IVVLAGN) yra daZniausiai pasitaikanti veido nesuaugimo forma. Zinia, kad kadikis gimé ne toks
kaip visi ar ne toks, kokio buvo laukta, yra labai netikéta ir skaudi kiekvienai Seimai. Pirmas
uzdavinys sprendziant Sig problema - laiku suteikti informacija tévams apie vaiko gydymo
galimybes, eiga ir prognozes (1-6). Pacientams, turintiems [VVLAGN, biidinga pakitusi veido
estetika, sutrikusi kalba, pakitusi danty dygimo seka (7-9), danty lanko forma bei danty skaicius
(10-13). Todé¢l pilnavertei pacienty reabilitacijai reikia kompleksinio gydymo, kuriame dalyvauty
tvairiy sri¢iy specialistai: veido ir Zandikauliy chirurgai, ortodontai, logopedai, genetikai, vaiky
odontologai bei odontologai ortopedai (14-18). Toks gydymas yra sudétingas ir uZtrunka iki
paciento pilnametystés. Geri gydymo rezultatai galimi tik suvienijus gydytoju, paciento bei jo
Seimos nariy pastangas.

Siuo metu taikoma daugybé IVVLAGN gydymo protokolu, kurie skiriasi operaciju bei
tyrimais vertinami gydymo pagal skirtingus protokolus rezultatai. Veido nesuaugimy gydymo
centrai pateikia savo pacienty gydymo duomenis. Nors tyrimy atlikta daug, iki §iol néra geriausiu
pripazinto igimty nesuaugimy gydymo protokolo. Net taikant ta pati gydymo protokola gydymo
rezultatai skiriasi. Iki Siol tyréjai neranda atsakymo 1 klausima, kodél gydant pagal ta pati protokola
vaiky virSutinis Zandikaulis auga skirtingai. Dalies pacienty virSutinis Zandikaulis auga pakankamai,
o kitiems dél augimo sutrikimo tenka Zandikaulj operuoti ir koreguoti sakandj (19-22).

Pacienty, turin¢iu [VVLAGN, virSutinio Zandikaulio augimui nuo gimimo iki 5-eriy mety
yra svarbiis Sie veiksniai: jgimtas nesuaugimas, zandikaulio augimo ypatumai, chirurginés
operacijos bei ankstyvas ikichirurginis ortopedinis gydymas, jeigu toks yra taikomas.

Mokslinéje literatliroje placiai nagrinéjamas paruoSiamasis ikioperacinis ortopedinis
gydymas, chirurginio gydymo metodikos, operaciju laikas, bet iki Siol néra atlikty virSutinio
zandikaulio kompleksinés raidos po chirurginiy operacijy iSsamiy tyrimy. Tokie tyrimai yra

svarbils, nes nepaisant to, kaip bus vertinamos chirurginés operacijos, gydant vaikus, turincius
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IVVLAGN, dél estetiniy, funkciniy ir socialiniy priezaséiy operacijy atidéjimas negalimas. Siuo
metu ypa¢ daug démesio skiriama numatyti veiksniams, kurie galéty paveikti gydymo rezultatus.
Nustacius veiksniy sudedamasias, galinCias padéti prognozuoti gydymo rezultatus, galima koreguoti
gydymo protokolus ir taip sudaryti kiekvienam vaikui optimaly, zadanti gerus rezultatus ir
maziausiai laiko bei finansiniy sanaudy pareikalausiantj gydymo protokola.

Nors [VVLAGN biidinga nesuaugimo plocio ivairove, iki Siol néra iSsamiy tyrimuy, koki
ry$§] pirminis nesuaugimo plotis (pamatuotas kidikiui, kol dar néra atliktos jokios gydomosios
procediiros) daro virSutinio Zandikaulio matmenims ir gydymo rezultatams. Pirminio nesuaugimo
sunkis nesiejamas su gydymo metody taikymu, galutiniais gydymo rezultatais ir prognoze.
Vilniaus universiteto ligoninés Zalgirio klinikoje sukaupti duomenys bei ilgalaikis pacienty,
turin¢iuy [VVLAGN, steb¢jimas leidzia nagrinéti kompleksing virSutinio zZandikaulio raida po

chirurginiy operacijy ir galima nesuaugimo plocio ry$j su virSutinio Zandikaulio matmenimis.

Darbo tikslas

IStirti vaiky, turin€iy [VVLAGN, kuriems nebuvo taikytas ikichirurginis ortopedinis
gydymas, virSutinio Zandikaulio raida nuo gimimo iki penkeriy mety amziaus ir nustatyti igimto
nesuaugimo plocio rysi su virSutinio zandikaulio matmenimis ir sakandziu, atlikus lGpos ir gomurio

plastines operacijas.

Darbo uzdaviniai

1. Ivertinti pacienty, turin¢iy [VVLAGN, virSutinio zandikaulio matmeny ir formos pokyc¢ius nuo 3
ménesiy iki 18 ménesiu amziaus, atlikus lipos plasting operacija 3 ménesiy amziaus.

2. Ivertinti pacienty, turin¢iy [VVLAGN, virSutinio zandikaulio matmeny ir formos poky¢ius nuo
18 meénesiy iki 5-eriy mety amziaus, atlikus liipos plasting operacija 3 ménesiy ir gomurio plasting

operacija 18 ménesiy amziaus.
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3. Palyginti 5-eriy mety pacienty, turinc¢iy [VVLAGN, virSutinio zandikaulio matmenis ir forma su
sveiky 5-eriy mety vaiky virSutinio zandikaulio matmenimis ir forma.

4. Nustatyti pirminio [VVLAGN anatoming jvairove.

5. Nustatyti pirminio nesuaugimo plocio ir virSutinio Zandikaulio matmeny ir formos rysi 3, 18
ménesiy ir 5-eriy mety pacientams, turintiems [VVLAGN.

6. Nustatyti pirminio nesuaugimo plocio ry$i su penkiameciuy pacienty, turin¢iy [VVLAGN,

sakandziu.

Ginamieji teiginiai

1. Po liipos ir gomurio plastiniy operacijy keiciasi virSutinio Zandikaulio matmenys ir forma.

2. Egzistuoja didelé nesuaugimo plocio jvairove.

3. Skirtingose virSutinio Zandikaulio anatominése zonose nesuaugimo sunkis skirtingas.

4. Pirminis nesuaugimo plotis turi ry$i su 3, 18 ménesiy ir 5-eriy mety pacienty virSutinio
zandikaulio matmenimis.

5. Pirminis nesuaugimo plotis turi rySi su 5-eriy mety pacienty sakandziu skersinéje ir iSilgingje

plokStumose.

Darbo mokslinis naujumas ir praktiné reik§mé

1. ISmatuoti 3, 18 ménesiy ir 5-eriy mety vaiky, turin¢iy [IVVLAGN, virSutinio zandikaulio linijiniai
ir kampiniai matmenys, atliktas vaiky, turin¢iy IVVLAGN, virSutinio Zandikaulio raidos tyrimas
nuo 3 ménesiy iki 5-eriy mety amziaus.

2. ApraSyta 3 ménesiy kudikiy, turin¢iy [VVLAGN, virSutinio Zandikaulio nesuaugimo plocio
[vairove.

3. Rekomenduota nauja metodika virSutinio Zandikaulio nesuaugimui jvertinti.

4. Pasitlyta statistiSkai patikima nesuaugimo sunkio klasifikacija.

5. Nustatytas rySys tarp pirminio nesuaugimo sunkio ir 5-eriy mety vaiky virSutinio zandikaulio

matmeny ir sagkandzio.
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6. Rekomenduota atsizvelgti i pirmini nesuaugimo sunkj vertinant pacienty, turin¢iy [VVLAGN,

virSutinio zandikaulio raida ir gydymo rezultatus.

MEDZIAGA IR METODAI

Tiriamyjy atrinkimas

Darbe tirti Vilniaus universiteto ligoninés Zalgirio klinikoje (VULZK) 2000-2009 metais
gydyti pacientai, turintys [VVLAGN. Pacientai { tyrima jtraukti pagal Siuos kriterijus:
9. Pacientai, gimg su jgimtu vienpusiu visiSku liipos, alveolinés ataugos ir gomurio nesuaugimu.
10. Pacientai, gimg 2000 sausio ménesi ir véliau.
11. Vienpusis visiSkas lipos, alveolinés ataugos ir gomurio nesuaugimas buvo vienintelé igimta
patologija.
12. Pacientai, gimg¢ nuo 38 iki 41 néStumo savaités.
13. Pacientai, neturintys Simonarto jungties.
14. Pacientams liipos plastin¢ operacija atlikta 3 ménesiy amziaus.
15. Gomurio plastiné operacija atlikta 18 ménesiy amziaus.
16. Pacientai atvyko kontrolinio vizito pas ortodonta 5-eriy mety amziaus.

2000-2004 metais gimusiy pacienty, turin¢iy [VVLAGN, atvykusiy pirminei konsultacijai i
VULZK jigimty veido nesuaugimy gydymo poskyri ir atitikusiy tyrimui nustatytus 1,2,3,4,5
kriterijus, buvo 48: 29 berniukai ir 19 mergaiciy. Visi Sie pacientai atvyko gydytis igimto lipos ir
gomurio nesuaugimo pagal VULZK igimty veido nesuaugimy gydymo centro protokola (atitiko 6 ir

7 kriterijus) ir kontrolinio vizito pas ortodonta 5-eriy mety amziaus (atitiko 8 kriterijy).

VirSutinio Zandikaulio matmeny analizé

Tyrimui naudoti ty paciy pacienty 3 bei 18 ménesiy amziaus virSutinio zandikaulio
modeliai ir 5-eriy mety amziaus virSutinio ir apatinio Zandikauliy modeliai. Atspaudai virSutinio
zandikaulio modeliams 3 ir 18 ménesiy pacientams buvo nuimti operacinéje, taikant bendraja

nejautra. Tu paciy pacienty virSutinio ir apatinio Zandikauliy atspaudai buvo nuimti vizito pas
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ortodonta metu, kai jiems su¢jo 5-eri metai. Penkeriy mety pacientams nuémus atspaudus, duota
sukasti 1,5 mm storio vaskini voleli santykiui tarp virSutinio ir apatinio zandikaulio uzfiksuoti.
Modelius vertino tas pats tyr¢jas (Laura LinkeviCiené). Ant gipsiniy virSutinio zandikaulio modeliy
0,5 mm storio pieStuku pazyméti taskai. Pasirinkti anatominiai taskai, skirti jvertinti bedanciy
naujagimiy ir pieninio sagkandzio modeliy priekinius ir galinius virSutinio Zandikaulio duomenis, yra
aprasyti bei naudoti ir kity autoriy (46, 57, 152, 171). Visu amzZiaus grupiy pacienty modeliai su
pazymeétais taSkais buvo nuskenuoti ir perkelti | skaitmening diagnostiniy modeliy analizés sistema
,Concret” (Vokietija). Modeliy kompiuterinés analizés metu atkartoti prie§ tai pieStuku pazymeti
taskai. Pazyméjus tasSkus, kompiuteriné programa apskaiCiuoja atstumus tarp taSky, iSmatuoja
kampinius matmenis, pateikia virSutinio Zandikaulio grafini vaizda ir apskaiciuotus matmenis.
Misy tyrime vertinimui pasirinkti virSutinio Zandikaulio anatominiai matmenys pavaizduoti 1
paveiksle, o juy apibrézimai pateikti 1 lenteléje. VirSutinio Zandikaulio forma iSmatuota ir
iSanalizuota standartinés kompiuterinés programos sudarytame virSutinio Zandikaulio grafiniame
vaizde. VirSutinio Zandikaulio linijiniai matmenys matuoti milimetrais, o kampiniai matmenys
laipsniais.  Vertinimui pasirinkti kampai pavaizduoti 2 paveiksle, o ju apibréZimai pateikti 2

lenteléje.
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1 lentelé. Virsutinio Zandikaulio linijiniai matmenys ir ju abibrézimai

Virsutinio zandikaulio matmenys

Apibrézimas

VirSutinio Zandikaulio ilgis

atstumas nuo kandziy tasko iki taSko M, esancio

viduryje linjjos TT"

Zandikaulio priekinés dalies ilgis

atstumas nuo kandziy tasko, iSvesto | taSka M, iki

susikirtimo su linija, jungiancia iltinius taskus.

Zandikaulio priekinés dalies Soninis

ilgis nesuaugusioje puséje

atstumas nuo kandziy taSko iki iltinio taSko

nesuaugusioje puséje

Zandikaulio priekinés dalies Soninis

ilgis suaugusioje puséje

atstumas nuo kandziy taSko iki iltinio taSko

suaugusioje puséje

Zandikaulio galinés dalies $oninis ilgis | atstumas nuo iltinio iki Stilmano tasko
nesuaugusioje puséje nesuaugusioje puséje

Zandikaulio galinés dalies Soninis ilgis | atstumas nuo iltinio iki Stilmano tasko
suaugusioje puséje suaugusioje puséje

Tarpiltinis plotis atstumas tarp iltiniy taSky suaugusioje ir

nesuaugusioje pusese

Zandikaulio galinis plotis

atstumas tarp Stilmano tasky suaugusioje ir

nesuaugusioje pusese

Alveolinés ataugos nesuaugimo plotis

atstumas tarp krastinio taSko didZiojo nesuaugimo

fragmento alveolin¢je ataugoje ir krastinio taSko

mazojo nesuaugimo fragmento alveolinéje
ataugoje
Kietojo gomurio didZiausias atstumas placiausioje kietojo gomurio

nesuaugimo plotis

nesuaugimo vietoje tarp labiausiai nutolusiy tasky

suaugusioje ir nesuaugusioje pusése
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3 ménesiy 18 ménesiy 5 mety
1 paveikslas. Virsutinio Zandikaulio linijiniy matmeny schema 3, 18 ménesiy ir 5-eriy mety
amziaus pacientams.

2 lentelé. VirSutinio Zandikaulio kampiniai matmenys ir jy apibréZimai

VirSutinio zandikaulio kampiniai ApibréZzimas
matmenys
Kampas ICT kampas tarp priekinés dalies Soninio ilgio ir

galinés dalies Soninio ilgio linijy suaugusioje

puséje

Kampas IC'T" kampas tarp priekinés dalies Soninio ilgio ir
galinés dalies Soninio ilgio linijy nesuaugusioje

puséje

Kampas CTT" kampas tarp galinés dalies Soninio ilgio ir
zandikaulio galinio plocio linijos suaugusioje

pus¢je

Kampas CT'T kampas tarp galinés dalies Soninio ilgio ir
zandikaulio galinio plocio linijos nesuaugusioje

pus¢je

Kampas CIC kampas tarp priekinés dalies Soniniy ilgiy liniju

suaugusioje ir nesuaugusioje pusése

Kampas IMT kampas tarp linijos IM ir Zandikaulio galinio

plocio linijos nesuaugusioje puséje
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3 ménesiy 18 ménesiy

2 paveikslas. VirSutinio Zandikaulio kampiniy matmeny schema 3, 18 ménesiy ir 5-eriy

mety amziaus pacientams

Penkiameciy pacienty sagkandZio analizé

Sakandis vertintas 5-eriy mety pacienty, ju modelius uzfiksavus pagal sukasto vaskinio volelio
1spaudus. Atskirai vertintas sagkandis iSilginéje ir skersin¢je plokStumose. Analizuojant sakandi
18ilgine kryptimi, nustatytas horizontalus kandZiy persidengimas: nuotolis tarp virSutinio
zandikaulio centrinio kandzio kandamojo krasto iki apatinio zandikaulio centrinio kandZio
prieanginio pavirSiaus matuojamas lygiagreciai su okliuzine plokStuma. Kandziy santykis {vertintas
pagal Huddart skale. Tai penkiabalé skalé¢ nuo (—3) iki (+1). Kandziy santykis (-3), (-2) vertinamas
atitinkamai kaip labai blogas ir blogas ir priskirtas 3 grupei. Kandziy santykis (-1), vertinamas kaip
patenkinamas ir priskirtas 2 grupei. Kandziy santykis 0, (+1) vertinamas atitinkamai kaip geras ir
puikus ir priskirtas 1 grupei. Analizuojant sakandj skersine kryptimi, vertintas pirmyjy ir antryjy
pieniniy kriiminiy danty ir 1l¢iy santykis. VirSutiniy ir apatiniy danty santykis vertintas pagal
Huddart skale. VirSutinio ir apatinio Zandikauliy pirmyju ir antryjy pieniniy kriminiy danty ir il¢iy
santykio to paties paciento vertinimai buvo susumuoti, santykis (-9), (-8), (-7), (-6), (-5) ivertintas
kaip labai blogas ir blogas ir priskirtas 3 grupei, santykis (-4), (-3), (-2), (-1) jvertintas kaip
patenkinamas ir priskirtas 2 grupei, santykis 0, 1, 2, 3 jvertintas kaip geras ir puikus ir priskirtas 1

grupei.
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Norint palyginti penkiameciy pacienty ir sveiky vaiky zandikaulio matmenis buvo surinkta
kontrolin¢ trisdeSimties sveiky penkiameciy vaiky grupé. Kontrolinés grupés pacienty danty lankai
atitiko aprasSytus taisyklingus penkiameciy danty lanky pozymius ir sakandi (154, 172, 173).
Kontrolinés grupés pacienty iSmatuoti tie patys virSutinio Zandikaulio matmenys, kaip ir pacienty,
turin¢iy [VVLAGN.

Atlikdami savo tyrima, mes taip pat nustatéme ry$] tarp S-eriy mety pacienty virSutinio
zandikaulio linijiniy bei kampiniy matmeny bei sakandZio ir nustatyty dviejose anatominése vietose
nesuaugimo plocio grupiu: siaury, vidutiniy ir plac¢iy. Buvo vertinama, ar yra statistiskai reikSmingy
skirtumy tarp skirtinga nesuaugimo ploti turin¢iy pacienty virSutinio zandikaulio anatominiy

matmeny bei sakandzio.

Statistiné duomeny analizé

Surinkti duomenys buvo perkelti i kompiuterj ir analizuojami. Statistiné duomenuy analizé
atlikta naudojant statistini paketa (SPSS 15.0 for Windows). Prie§ atlikdami statisting analizg,
nustatéme, kad miisy gauti matavimy parametrai yra simetriskai pasiskirste ir jie atitinka normaly
pasiskirstymo désnj.

Duomeny susisteminimui ir grafiniam vaizdavimui naudoti apraSomosios statistikos
metodai. Panaudojus SPSS procedira "Dazniai" (angl. Frequencies) tolydiems dydziams, buvo
apskaiCiuoti pagrindiniai centrinés tendencijos rodikliai (vidurkis, moda, mediana) ir ju
i§sibarstymo charakteristikos (rangas ir standartinis nuokrypis). Vidurkiy skirtumui tarp grupiy
tvertinti taikyta dviejuy faktoriy dispersiné analizé (ANOVA). Statistiskai patikimu buvo laikomas
ne didesnio nei 0,05 reikSmingumo lygmens skirtumas. Naudojant variacinés eilutés analizés
metoda nesuaugimo plociai alveoling€s ataugos srityje ir kietojo gomurio srityje buvo suskirstyti 1
tris grupes: siauri, vidutiniai ir platis. [vertintas nesuaugimo plocio grupés ir virSutinio Zandikaulio
matmeny rySys, jo pobidis ir stiprumas. Kadangi lyginamosios grupés buvo nedidelés ir buvo
sugrupuotos pagal ordinalia skalg, taikéme ranginés koreliacijos metoda, tam pritaikydami

Spirmeno (angl. Spearmen) neparametring koreliacija.
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ISvados

1. Po lupos plastinés operacijos atliktos 3 ménesiuy amziaus, iki 18 ménesiy amziaus mazéja
virSutinio zandikaulio tarpiltinis plotis, zandikaulio priekinés dalies ilgis ir zandikaulio
priekinés dalies Soninis ilgis nesuaugimo puséje, o Zandikaulio galinis plotis, galinés dalies
Soninis ilgis nesuaugusioje ir suaugusioje pusése ir priekinés dalies Soninis ilgis suaugusioje
pus¢je didéja. Po liipos plastinés operacijos keiciasi priekinés zandikaulio dalies forma,

galinés zandikaulio dalies forma nepakinta.

2. Nuo 18 ménesiy iki 5-eriy mety amziaus, atlikus liipos plasting operacija 3 meénesiy ir
gomurio plasting operacija 18 ménesiy amziaus, did¢ja visi virSutinio zandikaulio
matmenys, iSskyrus tarpiltini ploti ir Zandikaulio priekinés dalies Soninj ilgi nesuaugusioje
puse¢je. Po lupos ir gomurio plastiniy operacijy virSutinio zandikaulio formos poky¢iai

iSlieka tokie patys, kaip po liipos plastinés operacijos.

3. Nustatyti statistiSkai patikimi 5-eriy mety amziaus pacienty, turinc¢iy [VVLAGN, ir
kontrolinés grupés vaiky tarpiltinio plocio, zandikaulio galinio ploCio, zandikaulio priekinés

dalies Soninio ilgio nesuaugusioje ir suaugusioje pusése ilgio matmeny skirtumai.

4. Egzistuoja didelé pirminio nesuaugimo plocio jvairové. Alveolinés ataugos siaurais
nesuaugimais jvardijome tuos, kuriy matmuo yra iki 6,2 mm, vidutiniais — nuo 6,3 mm iki
9,2 mm, placiais nuo 9,3 mm. Kietojo gomurio nesuaugimus pagal ploti suskirstéme 1
siaurus, kuriy matmuo iki 8,7 mm, vidutinius - nuo 8,8 iki 10,5 mm, ir placius — nuo 10,6
mm. Kietojo gomurio ir alveolinés ataugos nesuaugimo plo¢io grupés tam paciam pacientui

ne visada sutampa.

5. Nustatytas statistiSkai patikimas rySys tarp pirminio alveolinés ataugos bei kietojo gomurio
didziausio nesuaugimo plocio ir virSutinio Zandikaulio matmeny ir formos 3, 18 ménesiy ir

5 mety amziaus vaikams.
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6. Nustatyta, kad egzistuoja labai stiprus rySys tarp pirminio nesuaugimo plocio grupiy ir 5-
eriy mety pieninio sakandzio iSilgingje ar skersingje plokStumoje. Kuo platesnis alveolinés
ataugos nesuaugimas 3 ménesiy amziaus tuo geresnis sakandzio iSilginéje plokStumoje
vertinimas. Kuo siauresnis kietojo gomurio nesuaugimas tuo geresni sakandzio skersinéje

plokstumoje rezultatai.

Praktinés rekomendacijos

1. Pacienty, turin¢iy IVVLAGN, nesuaugimo plotis turéty biiti matuojamas dviejose
skirtingose anatominése virSutinio zandikaulio vietose: alveolinés ataugos srityje ir kietojo

gomurio srityje.

2. Rekomenduojama skirstyti nesuaugimo ploti tris grupes: siauro, vidutinio, plataus
nesuaugimo.

3. Pacientai, kurie 3 ménesiy amziaus tur¢jo siaura alveolinés ataugos nesuaugima ir platy
kietojo gomurio nesuaugima priskiriami blogiausios gydymo prognozés iki 5-eriy mety
amziaus grupei, todél turéty atvykti gydytojo ortodonto konsultacijai anksciau nei sukaks 5-
eriy mety. Miisy tyrimo duomenimis, palankiausius virSutinio zandikaulio raidos po
chirurginiy operacijuy rezultatus iki penkeriy mety turi pacientai, kurie bidami 3 ménesiy

amziaus turéjo platy alveolinés ataugos nesuaugima ir siaurg kietojo gomurio nesuaugima.

4. Priekinés virSutinio Zandikaulio dalies forma labiausiai pakinta po liipos ir gomurio plastiniy
operacijy ir labiausiai skiriasi nuo kontrolinés grupés vaiky, todel jos formai atkurti turéty

biiti skiriamas ypatingas démesys.

5. Vertinant pacienty, turin¢iy [VVLAGN, gydymo rezultatus reikia atsizvelgti 1 pirming
nesuaugimo sunkuma, kuris turi ry$i su virSutinio Zandikaulio matmenimis ir gali lemti

pagal ta pati gydymo protokola gydomu pacienty skirtingus gydymo rezultatus.
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“Neigaliyjy ir pacienty su specialiomis reikmémis
odontologiné priezitra”.
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