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Abstract
Introduction. Cleft lip with or without cleft palate (CLP) is associated with hypodontia, supernumerary teeth, dysmorphology 
of the crown or root shape, teeth impaction and malposition. The prevalence of anomalies is higher than in general 
population. �  
Objective. The aim of the review is description of dental anomalies affecting children with cleft lip or without cleft palate. 
Abbreviated description of the state of knowledge. The most common anomaly is teeth agenesis with prevalence of 
28% – 66% of patients with CLP. Permanent dentition is more often affected (52.7%) than primary (16.2%), the cleft-side 
lateral incisor is most often missing. Hypodontia increases with severity of the cleft. Supernumeraries were found in 17.7% 
of the subjects with cleft lip and/or palate for primary maxillary dentition, and in 5.7% for permanent maxillary dentition. 
Supernumerary teeth are mostly maxillary laterals, both inside and outside the cleft, and have different variations in 
morphology and size. The anterior maxilla is a main area for supernumeraries occurrence. Lateral incisor in the cleft area is 
often peg-shaped, its microdontia was revealed in 5.6%; they can also have enamel hypoplasia – 8.9% of cases. Macrodontia 
was found in 12.5% and taurodontism in 15.2%. Canine impaction prevalence is different in studies from various cleft centres 
and ranged from 0% – 58%. Rotations of central incisors was found in the area of cleft in 86.7%. Transposition of maxillary 
canine and first premolars was found in 5.5% of bilateral, 8% of right, and 3.3% of left unilateral clefts in the study. �  
Summary. Multiple teeth anomalies affect the population of children with cleft lip with or without palate. The most common 
problem is hypodontia. Treatment process of these patients demands experienced specialists in different fields of dentistry 
and complex, rigorous dental care.
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INTRODUCTION

Cleft lip with or without cleft palate (CLP) is the most common 
congenital face anomaly worldwide with the frequency 1:700 
live births [1]. Over 80% of cases are non-syndromic clefts 
without congenital deformations. Cleft is associated with dental 
anomalies hypodontia, supernumerary teeth, dysmorphology 
of the crown or root shape, teeth impaction and tooth 
malposition. These anomalies are more frequent in permanent 
teeth, although they canalso occur in primary dentition.

The etiology of dental anomalies in cleft patients was not 
fully recognized, but for some investigation it is believed that 
a genetic factor plays the main role. Among others, the gene 
candidates underlying the occurrence of clefts and congenital 
defects are MSX1, PAX9, IRF6 [2]. Howe et  al. correlate 
the incidence of dental anomalies with local mechanical 
circumstances at the time of the cleft formation [3]. Absence 
of fusion between the maxillary and medial nasal processes 
that results in the CL/P, explains the problems affecting the 
lateral incisor and the presence of supernumerary teeth [4]. 
The influence of medical procedures is also emphasized.

Frequency of dental anomalies is higher in cleft patients 
than in the general population [5, 6], and the incidence of 
relative risk (IRR) of anomalies was highest in patients with 
bilateral CLP, followed by those with LCLP [7].

It is must be highlighted that children with oral 
clefts require interdisciplinary longitudinal treatment. 
Orthodontics is a main part of the process and is extremely 
difficult. Patients with CLP suffer from multiform skeletal 
malocclusions, usually class III with maxillary hypoplasia, 
class II, asymmetry and different types of vertical defects. 
Co-occurrence with dental anomalies impede treatment 
process because it is complicated, time-consuming and 
expensive. This indicates that the cleft anomaly is both a 
severe individual and social problem.

The review was carried out based on frequently cited 
studies from the PubMed and ScienceDirect databases.

OBJECTIVE

The aim of the review is a summarized description of dental 
anomalies affecting children with cleft lip with or without 
cleft palate.

TEETH ANOMOLIES

Teeth agenesia. The main dental anomaly co-occurring 
with CLP is teeth agenesia, with a frequency higher than 
in the general population [8]. Congenital lack of teeth can 
be divided into three groups: 1) hypodontia – when one to 
five teeth are missing, 2) oligodontia – six or more teeth 
missing, and 3) anodontia – total lack of teeth. Hypodontia 
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was revealed in 28% -66% of the patients with CLP [3, 4, 9, 
10]. Permanent dentition is more often affected (52.7%) than 
primary (16.2%). Hypodontia increased with the severity of 
the type of cleft [11]. Multiple hypodontia was found more 
frequently in the subjects with bilateral cleft lip and palate, 
and those with unilateral cleft lip and palate.[11]

It is interesting that the higher prevalence of agenesi, 
compared with non-affected subjects, exits even in the non-
cleft area [12]. Jamilian et al. in their study did not reveal any 
significant difference between the genders in the prevalence 
of hypodontia, which differs from the healthy population 
because the female gender is prone to hypodontia [9].

Etiology analysis emphasis the importance of the genetical 
factor. The molecular pathways, cellular functions, and 
tissue-specific expression of IRF6, explains the responsibility 
of this gene for 12% of genetic-influenced non-syndromic 
CLP, as well as proving IRF6 as candidate gene for dental 
agenesis [13, 14, 15]. IRF6 is responsible for the embryological 
formation of facial structures, including the teeth and tongue 
[16, 17, 18, 19]. This gene influences both epithelial adhesion 
during palate closing and odontogenetical oral epithelium 
differentiating [18, 20, 21].

An example of the co-incidence of the CLP and teeth agenesia 
caused by the genetic factor is the Van der Woude syndrome 
(VWS; OMIM #119300) which, in 68 % of cases, is caused by 
IRF6 mutations or deletions [16]. VWS is characterized by 
paramedian lip pits and sinuses, conical elevations of the lower 
lip, cleft lip and/or cleft palate, and hypodontia with frequent 
absence of second premolars. There is a tendency towards 
greater maxillary hypoplasia, particularly in the most severe 
cleft type (bilateral CLP); the highest incidence of missing 
teeth is also seen in VWS with the more severe cleft type [22].

The tooth most often affected is lateral incisor on the cleft 
side, which was observed in 40% of the examined patients 
[23]. Location of hypodontia can be inside and outside the 
cleft region. When agenesia is found outside, this can suggest 
a genetic background, and usually affects the contralateral 
incisor, or less often, the second premolar in the maxilla or 
in the mandible. Other findings have revealed the second 
premolars as the most often affected. Studies concerning 
tooth agenesis have indicated that outside the cleft region, 
the prevalence of hypodontia is also increased in relation 
to healthy subjects [12, 24]. Mangione et  al. describe the 
distribution in a large sample of individuals as being the 
same – inside (45.3%) and outside the cleft region (54.7%, of 
which 14.1% were in the mandible) [25]. The large amount of 
outside agenesis could result from the significant influence 
of MSX1 and TGFB3 genes in both hypodontia and orofacial 
clefting [26]. It is interesting that even in isolated soft tissue 
cleft, the agenesia and other dental abnormalities were more 
frequent on the affected side [27].

Korolenkova et  al. found primary periosteoplasty and 
reduced blood supply associated with palatal defects as a 
reason of agenesia of maxillary central and lateral incisors 
[28]. On the contrary, the results of Tortora et al. indicated 
that early secondary gingivoalveoloplasty has no influence 
on subsequent dental development [29].

Hypodontia in the cleft area is difficult clinically to solve. In 
growing patients, removable prosthetic devices or Maryland 
bridges are used, but they must be systematically adjusted 
to the growth changes. When fixed restoration is planned 
in adults, the lack of bone volume often enables implant 
placement, and the final result is often compromise.

Supernumerary teeth. Supernumerary teeth are defined 
as the presence of more teeth than the normal dental 
status [30]. They can be normal in shape or smaller in 
size, have an abnormal crown or root morphology; their 
developmental stage can also differ from the rest of the teeth. 
Supernumeraries were found in 17.7% of the subjects with 
cleft lip and/or palate for primary maxillary dentition, and in 
5.7% for permanent maxillary dentition [11]. Pradhan et al. 
(2020, in an Iranian population of cleft children, revealed 
a 15% prevalence[31]. This is much more frequent than in 
the general population with a prevalence of 0.1% – 3.8% 
in permanent and 0.35%–0.6% in deciduous dentition. 
Supernumerary teeth may cause many clinical complications, 
such as in alveolar bone grafting.

Etiology of the anomaly has not been fully recognized. 
Fragmentation of the dental lamina during cleft formation 
as the cause of hyperdontia has been described [32]. Another 
hypothesis was lengthening of the precanine section of the 
oral epithelium caused by cleft, and thus an extension of 
the dental lamina which can develop into a supernumerary 
tooth. The division of the bud of the lateral incisor tooth 
d, situated across the clefted nasopalatal sulcus, could also 
probably lead to the formation of an extra tooth [33]. Non-
fusion of the nasal and maxillary fields, or a potential post-
fusion rupture of the cleft in the lateral incisor region, could 
produce the splitting of the tooth germ [25]. In the research 
by Scancleft on unilateral cleft lip and palate in children, 
the most commonly affected tooth was the cleft lateral [34]. 
In the study of Pradhan et al. (2020), supernumerary teeth 
were mostly the maxillary laterals, both inside and outside 
the cleft [31].

Variations in the morphology of supernumerary teeth 
involve normal shape and size, normal shape and reduced 
size, and conical shape. Single or multiple supernumerary 
teeth can be unilateral or bilateral, and can be located in 
the anterior maxilla and mandibular premolar regions. 
The clinical solution is usually extraction of the additional 
tooth, but sometimes there are difficulties in differentiating 
the normal tooth from an additional tooth. Cone-Beam 
Computed Tomography (CBCT) examination is obligatory 
for good clinical assessment and treatment planning in the 
case of supernumerary teeth. A limitation of the examination 
that must be considered is the lack of possible colour 
assessment of non-erupted teeth.

Tooth shape and size anomalies. In children with CLP, 
the upper incisors are often affected with shape anomalies. 
The lateral incisor in the cleft area is often peg-shaped or 
hypoplastic [23, 35, 36, 37]. Upper lateral incisor microdontia 
was revealed in 5.6% of the examined individuals with oral 
cleft [23]. Microformed lateral incisors were not found in 
primary dentition [11]. Lateral incisors can also have enamel 
hypoplasia which was detected in 18.9% of cases [23]. The 
etiology of this defect was described by Korolenkova as 
connected with primary periosteoplasty surgery and reduced 
blood supply [28].

In the study by Tan et  al., 12.5% of examined patients 
had macrodonti, and all the cleft-sided permanent lateral 
incisors had associated anomalies [38]. An interesting 
finding is that posterior teeth can be bigger in size than in 
the healthy population [35], which suggests a multiple teeth 
size disorder in patients with cleft. Akcam et al. reported 
asymmetries in teeth dimensions comparing cleft and non-
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cleft side[39]. Maxillary central and lateral incisors were 
larger on the non-cleft side in the mesio-distal dimension 
compared, with  the cleft side. Upper central incisors and 
first molars  are  significantly larger mesiodistally on the 
non‑cleft side [9].

Taurodontism was found in 15.2%. of patients with CLP 
[40].This is a molar tooth anomaly with a enlarged vertically 
crown at the expense of the roots, and apically moved 
furcation. The probable mechanism of taurodontism is the 
failure or late invagination of Hertwig’s epithelial root sheath, 
and lack of shift of the root furcation.

Tooth shape and size anomalies cause asymmetry in 
the dental arch and poor esthetic appearance. It demands 
orthodontic alignment followed by prosthetic restoration 
of hypoplastic or deformed teeth.

Teeth impaction. Impaction of teeth is the lack of eruption 
after a time. Tooth impaction in patients with cleft can affect 
different teeth: upper incisors, canines and premolars. In the 
literature, canines impaction is described most often. The 
frequency of the anomaly is highly different in studies from 
varied cleft centres and ranges from 0% – 58%. An interesting 
finding is the higher incidence in small samples regarding 
bigger multicentre studies. An increased frequency of upper 
canines impaction in relation to the healthy population was 
described by Westerlund [41].

The etiological factor can be disturbed anatomy or genetic 
predispositions. The hypothesis is that the movement of 
tooth germs at the time of eruption leads to a disturbed 
position of those teeth in the dental arch, or to their complete 
impaction. Narrowed clefted maxilla and lack of space can 
also enable proper eruption. In the cleft are, a secondary 
bone grafting should improve eruption of an upper lateral 
incisor and canine; therefore, lack of exact treatment can be 
the reasonoorf upper canines impaction. A Polish study by 
Pastuszak et al. did not confirm any relationship between 
single medical procedures: secondary bone grafting, maxillary 
expansion or extraction of non-resorbed primary canine, and 
prevalence of upper canine impaction [42]. The conclusion of 
the study was the importance of complex orthodontic care 
in improving of normal upper canine eruption in patients 
with CLP, emphasizing that initial position in bone of upper 
canine germ in most of cases is unfavourable.

In the general population there is a positive correlation 
between the occurrence of dental anomalies, such as 
hypodontia or reduced size of maxillary lateral incisors, 
and canines impaction, but this was not confirmed in the 
population with CLP [42].

Patients who suffer from tooth impaction demand surgical 
and orthodontic interdisciplinary procedure to achieve the 
tooth and align the dental arch.

Teeth malposition. In children with CLP, the maxillary 
teeth are more frequently in an abnormal position. A narrow 
and short upper arch means lack of space and consecutive 
crowding. Rotations, ectopic eruptions, transpositions are 
very common if the orthodontic treatment is not begun early. 
Early expansion and arch formation allows the avoidance of 
later complications. Unfortunately, some germs displacement 
are so severe that it is not possible to prevent malposition 
of erupting teeth. Rotations of central incisors is common 
problem in the area of the cleft with a prevalence of 86.7% [38]. 
A significantly greater frequency of rotations was found in the 

female gender [43]. Orthodontic derotation can be conducted 
if a sufficient amount of bone had been previously grafted. 
In cases with poor bone support, excessive movability of the 
central incisor can occur during orthodontic alignment. The 
initial CBCT examination allows assessment of the bone-
root relation, planning of safe orthodontic treatment, or 
additional bone grafting before derotation.

Transposition of maxillary canine and first premolars 
was found in 5.5% of bilateral, 8% of right, and 3.3% of left 
unilateral clefts in the study of Eslami et al. [43]. Management 
depends on the level of transposition; in cases of total 
change of teeth position, a possible solution is leaving teeth 
transposed without intervention.

Common teeth malposition in CLP is palatal eruption of 
upper lateral incisors and upper second premolars due to 
lack of space and class III tendency.

All described teeth displacement demands comprehensive 
orthodontic fixed appliance therapy.

CONCLUSIONS

Multiple teeth anomalies affect the population of children 
with cleft lip with or without cleft palate. Congenital 
agenesis is the most common problem. It should be take 
into consideration that the treatment process of these 
patients demands experienced specialists in different fields 
of dentistry, and complex, rigorous dental care.

REFERENCES

1.	Dixon MJ, Marazita ML, Beaty TH, et  al. Cleft lip and palate: 
understanding genetic and environmental influences. Nat Rev Genet. 
2011; 12: 167–178.

2.	Phan M, Conte F, Khandelwal KD, et al. Tooth agenesis and orofacial 
clefting: genetic brothers in arms? Hum Genet. 2016; 135(12): 1299–1327. 
doi: 10.1007/s00439-016-1733-z

3.	Howe BJ, Cooper ME, Vieira AR, et al. Spectrum of Dental Phenotypes 
in Nonsyndromic Orofacial Clefting. J Dent Res. 2015; 94(7): 905–12. 
doi: 10.1177/0022034515588281

4.	Al Jamal GA, Hazza’a AM, Rawashdeh MA. Prevalence of dental 
anomalies in a population of cleft lip and palate patients. Cleft Palate 
Craniofac J. 2010; 47(4): 413–20. doi: 10.1597/08-275.1

5.	Marzouk T, Alves IL, Wong CL, et  al. Association between Dental 
Anomalies and Orofacial Clefts: A Meta-analysis. JDR Clin Trans 
Res. 2020 Oct; 8: 2380084420964795. doi: 10.1177/2380084420964795

6.	Eslami N, Majidi MR, Aliakbarian M, Hasanzadeh N. Prevalence of 
dental anomalies in patients with cleft lip and palate. J Craniofac Surg. 
2013; 24(5): 1695-8. doi: 10.1097/SCS.0b013e3182801bc8

7.	Salomón Yezioro-Rubinsky, Javier H Eslava-Schmalbach, Liliana Otero 
et al. Observational Study Am J Orthod Dentofacial Orthop 2015; 147(2): 
221–5. doi: 10.1016/j.ajodo.2014.10.024

8.	Germec Cakan D, Nur Yilmaz RB, Bulut FN, et al. Dental Anomalies in 
Different Types of Cleft Lip and Palate: Is There Any Relation? J Craniofac 
Surg. 2018; 29(5): 1316–1321. doi: 10.1097/SCS.0000000000004359

9.	Jamilian A, Jamilian M, Darnahal A, et  al. Hypodontia and 
supernumerary and impacted teeth in children with various types of 
clefts. Am J Orthod Dentofacial Orthop. 2015 Feb; 147(2): 221–5. doi: 
10.1016/j.ajodo.2014.10.024

10.	Sá J, Araújo L, Guimarães L, Maranhão S, et  al. Dental anomalies 
inside the cleft region in individuals with nonsyndromic cleft lip with 
or without cleft palate. Med Oral Patol Oral Cir Bucal. 2016; 21: 48–52.

11.	Suzuki A, Nakano M, Yoshizaki K, et al. A Longitudinal Study of the 
Presence of Dental Anomalies in the Primary and Permanent Dentitions 
of Cleft Lip and/or Palate Patients. Cleft Palate Craniofac J. 2017; 54(3): 
309–320. doi: 10.1597/15-186

12.	Bartzela TN, Carels CE, Bronkhorst EM, Kuijpers-Jagtman AM. Tooth 
agenesis patterns in unilateral cleft lip and palate in humans. Arch Oral 
Biol. 2013; 58: 596–602.

48 Journal of Pre-Clinical and Clinical Research 2021, Vol 15, No 1



Agnieszka Lasota﻿﻿﻿﻿﻿﻿﻿﻿. Dental abnormalities in children with cleft lip with or without cleft palate

13.	Khandelwal KD, Ishorst N, Zhou H, et al. Novel IRF6 Mutations Detected 
in Orofacial Cleft Patients by Targeted Massively Parallel Sequencing. 
J Dent Res. 2017; 96(2): 179–185. doi: 10.1177/0022034516678829

14.	Leslie EJ, Carlson JC, Shaffer JR, et al. A multi-ethnic genome-wide 
association study identifies novel loci for non-syndromic cleft lip with 
or without cleft palate on 2p24.2, 17q23 and 19q13. Hum Mol Genet. 
2016; 25(13): 2862–2872. doi: 10.1093/hmg/ddw104

15.	Zucchero TM, Cooper ME, Maher BS, et al. Interferon regulatory factor 
6 (IRF6) gene variants and the risk of isolated cleft lip or palate. N Engl 
J Med. 2004; 351(8): 769–780. [PubMed] [Google Scholar]

16.	Kondo S, Schutte BC, Richardson RJ, et al. 2002. Mutations in IRF6 
cause Van der Woude and popliteal pterygium syndromes. Nat Genet. 
32(2): 285–289. [PMC free article] [PubMed] [Google Scholar]

17.	Blackburn J, Ohazama A, Kawasaki K, et al. The role of Irf6 in tooth 
epithelial invagination. Dev Biol. 2012; 365(1): 61–70. [PMC free article] 
[PubMed] [Google Scholar]

18.	Chu EY, Tamasas B, Fong H, et al. Full Spectrum of Postnatal Tooth 
Phenotypes in a Novel Irf6 Cleft Lip Model. J Dent Res. 2016 Oct; 95(11): 
1265–73. doi: 10.1177/0022034516656787

19.	Goudy S, Angel P, Jacobs B, Hill C, et al. Cell-autonomous and non-
cell-autonomous roles for IRF6 during development of the tongue. PLoS 
One. 2013; 8(2): e56270. doi: 10.1371/journal.pone.0056270

20.	Ke CY, Xiao WL, Chen CM, Lo LJ, Wong FH. IRF6 is the mediator of 
TGFβ3 during regulation of the epithelial mesenchymal transition and 
palatal fusion. Sci Rep. 2015 Aug 4; 5: 12791. doi: 10.1038/srep12791. 
PMID: 26240017; PMCID: PMC4523936

21.	Kurosaka H, Iulianella A, Williams T, et al. Disrupting hedgehog and 
WNT signaling interactions promotes cleft lip pathogenesis. J Clin 
Invest. 2014; 124(4): 1660–71. doi: 10.1172/JCI72688

22.	Oberoi S, Vargervik K. Hypoplasia and hypodontia in Van der Woude 
syndrome. Cleft Palate Craniofac J. 2005; 42(5): 459–66. doi: 10.1597/04-
028.1

23.	Rullo R, Festa VM, Rullo R, et al. Prevalence of dental anomalies in 
children with cleft lip and unilateral and bilateral cleft lip and palate. 
Eur J Paediatr Dent. 2015; 16(3): 229–32.

24.	Mikulewicz M, Ogiński T, Gedrange T, et  al. Prevalence of second 
premolar hypodontia in the Polish cleft lip and palate population. Med 
Sci Monit. 2014; 3; 20: 355–60. doi: 10.12659/MSM.890386

25.	Mangione F, Nguyen L, Foumou N, et al. Cleft palate with/without cleft 
lip in French children: radiographic evaluation of prevalence, location 
and coexistence of dental anomalies inside and outside cleft region. 
Clin Oral Investig. 2018; 22(2): 689–695. doi: 10.1007/s00784-017-2141-z

26.	Riis LC, Kjær I, Mølsted K. Dental anomalies in different cleft 
groups related to neural crest developmental fields contributes to the 
understanding of cleft aetiology. J Plast Surg Hand Surg 2014; 48: 
126–131.

27.	Aizenbud D, Coval M, Hazan-Molina H, et al. Isolated soft tissue cleft 
lip: epidemiology and associated dental anomalies. Oral Dis. 2011; 17: 
221–231.

28.	Korolenkova MV, Starikova NV, Udalova NV. The role of external 
aetiological factors in dental anomalies in non-syndromic cleft lip 
and palate patients. Eur Arch Paediatr Dent. 2019; 20(2): 105–111. doi: 
10.1007/s40368-018-0397-x

29.	Tortora C, Meazzini MC, Garattini G, et al. Prevalence of abnormalities 
in dental structure, position, and eruption pattern in a population 
of unilateral and bilateral cleft lip and palate patients. Cleft Palate 
Craniofac J. 2008; 45(2): 154–62. doi: 10.1597/06-218.1

30.	Syriac G, Joseph E, Rupesh S, et al. Prevalence, Characteristics, and 
Complications of Supernumerary Teeth in Nonsyndromic Pediatric 
Population of South India: A Clinical and Radiographic Study. J Pharm 
Bioallied Sci. 2017; 9(Suppl 1): S231-S236. doi: 10.4103/jpbs.JPBS_154_17

31.	Pradhan L, Shakya P, Thapa S, et al. Prevalence of Dental Anomalies in 
the Patient with Cleft Lip and Palate Visiting a Tertiary Care Hospital. 
JNMA J Nepal Med Assoc. 2020; 31; 58(228): 591–596. doi: 10.31729/
jnma.5149

32.	Watted N, Abdulgani Azz, Abu-Hussein M. Supernumerary teeth in 
permanent dentition in patients with cleft lip and palate. Int J Dent 
Health Sci. 2014; 1(3): 410–418.

33.	Kim NY, Baek SH. Cleft sidedness and congenitally missing or 
malformed permanent maxillary lateral incisors in Korean patients 
with unilateral cleft lip and alveolus or unilateral cleft lip and palate. 
Am J Orthod Dentofacial Orthop. 2006; 130(6): 752–758.

34.	Rizell S, Bellardie H, Karsten A, et al. Scandcleft randomized trials of 
primary surgery for unilateral cleft lip and palate: dental anomalies 
in 8-year olds. Eur J Orthod. 2020; 42(1): 8–14. doi: 10.1093/ejo/cjz07

35.	Antonarakis GS, Tsiouli K, Christou P. Mesiodistal tooth size in non-
syndromic unilateral cleft lip and palate patients: a meta-analysis. Clin 
Oral Investig. 2013; 17(2): 365–77. https://doi.org/10.1007/s00784-012-
0819-9

36.	Rawashdeh MA, Abu Sirdaneh EO. Crown morphological abnormalities 
in the permanent dentition of patients with cleft lip and palate. J 
Craniofac Surg 2009; 20: 465–470.

37.	Walker SC, Mattick CR, Hobson RS, Steen IN (2009) Abnormal tooth 
size and morphology in subjects with cleft lip and/or palate in the north 
of England. Eur J Orthod 2009; 31: 68–75.

38.	Tan ELY, Kuek MC, Wong HC, et al. Secondary Dentition Characteristics 
in Children With Nonsyndromic Unilateral Cleft Lip and Palate: A 
Retrospective Study. Cleft Palate Craniofac J. 2018; 55(4): 582–589. doi: 
10.1177/1055665617750489

39.	Akcam MO, Evirgen S, Uslu O, et al. Dental anomalies in individuals 
with cleft lip and/or palate. Eur J Orthod. 2010 Apr; 32(2): 207–13. doi: 
10.1093/ejo/cjp156

40.	Küchler EC, da Motta LG, Vieira AR, et al. Side of dental anomalies and 
taurodontism as potential clinical markers for cleft subphenotypes. Cleft 
Palate Craniofac J. 2011; 48(1): 103–8. doi: 10.1597/09-159

41.	Westerlund A, Sjöström M, Björnström L, Ransjö M. What factors are 
associated with impacted canines in cleft patients? J Oral Maxillofac 
Surg. 2014; 72(11): 2109–14.

42.	Pastuszak P, Dunin-Wilczyńska I, Lasota A. Frequency of Additional 
Congenital Dental Anomalies in Children with Cleft Lip, Alveolar 
and Palate. J Clin Med. 2020; 25; 9(12): 3813. doi: 10.3390/jcm9123813

43.	Eslami N, Majidi MR, Aliakbarian M, et  al. Prevalence of dental 
anomalies in patients with cleft lip and palate. J Craniofac Surg. 2013; 
24(5): 1695–8. doi: 10.1097/SCS.0b013e3182801bc8

49Journal of Pre-Clinical and Clinical Research 2021, Vol 15, No 1


