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GiRls

Dudak damak yariklari (DDY) en sik gort-
len konjenital anomalilerdendir (1,2). Dudak
damak vyarikli bebekler dogumdan hemen
sonra kontrol altina alinmakta ve preoperatif
ortopedik uygulamalardan sonra ameliyatlari
yapilmaktadir. Dogumla baslayip hastanin
buytime gelisiminin bitimine kadar devam
eden tedavi stirecinde dudak damak yarikli
hastalar, dudak damak yarig ekibi olarak ad-
landirilan, ¢cocuk doktoru, plastik cerrah, od-
yolog, ortodontist, kulak burun bogaz uzma-
ni, pedodontist, dil ve konusma terapisti/pa-
tologu, cocuk psikologu ve protez uzmanin-
dan olusan bir ekip tarafindan kontrol altinda
tutulmalidir (3,4). Maalesef tilkemizde cesitli
nedenlerden dolayr ¢cogu zaman dudak da-
mak vyangi ekibi olusturulamamakta, yarik
kapatilarak tablo diizeltilse de, hastalarda ce-
sitli estetik ve fonksiyonel problemler devam
etmektedir.

Konusma, insanda isitme ve ses yolu kul-
lanilarak cesitli organlar yardimiyla distince-
lerin sesli kodlar halinde kodlanmasidir (5).
insanin cevresiyle dogrudan iletisim kurmasi-
nin en etkili yolu stiphesiz konusmadir. Ko-
nusmanin tretilebilmesi icin ise solunum, fo-
nasyon, rezonans, artikiilasyon, tonlama ge-
rekmektedir. Bu 6gelerden birinin eksikligi ya
da yetersizligi, cesitli konusma kusurlarina
yol acar. Konusmanin yapitasi olan ses, du-
daklar, disler, sert damak, yumusak damak ve
dil gibi vokal organlarda son seklini alir (6).

Tim sesli harfler ile “p”, “t”, “k”, “s” gibi
sert tinstiz harfler ¢ikartilirken, yumusak da-
magin elevasyonu ve farengeal duvarlarin
mesial hareketi sonucunda velofarengeal
actkhk tama yakin olarak kapanarak hava
oral kaviteye yonlendirilir, boylece havanin
nazal kaviteye kacisi onlenmis olur. “m” ve
“n” gibi nazal sessizler cikartilirken ise yu-
musak damak istirahat haline gelir, hava yolu
nazal kaviteye dogru acilir

Dudak damak yarikli bireylerde gozlenen
fonksiyonel problemlerin en énemlilerinden
biri de ciddi konusma bozukluklaridir. Aras-
tirmacilar bunun sebebinin yanlis ameliyat
metodu ve konusma egitiminin yetersizligi
oldugunu iddia etmislerdir (7). Bu bozukluk-
lar; nazal emisyon, nazal yiiz gorinimi,
yanlis yerlestirme, telafi edici sesletim, zayif
artikiilasyon, nazal emisyon ve tirbilans ile
karakterize olabilmektedir (8-12). Yillar icin-

o

Nalgaci, Topbas, Orhan, Doruk

INTRODUCTION

Cleft lip and palate (CLP) is one of the
most common congenital defects (1,2). The
treatment of these children begins soon after
birth and after preoperative orthopedic appli-
cations surgical operations performs. In the
treatment period which starts at birth and go-
es on to the end of the growth, these patients
keep under control by the cleft plate team
which include orthodontists, pediatricians,
plastic surgeons, audiologists, otolaryngolo-
gists, pedodontists, speech therapists, child
psychiatrist, and prosthodontists (3,4). Unfor-
tunately in our country the CLP team mostly
could not be performed and after repairing
and closing the cleft, mostly functional and
aesthetic problems persists.

Speech is coding of sentiments as vocal
codes by hearing and voice with the assistan-
ce of various organs (5). Certainly speech is
the most affective method of the communica-
tions of the people directly with his environ-
ment. To produce speech we need breathing,
phonation, articulation, resonance and into-
nation. Various speech disorders can arise
when these forces come out of balance. So-
und which is the base of the speech takes re-
cent fashion by passing through the vocal or-
gans such as the lips, teeth, palate, soft pala-
te and tongue (6).

When producing all voiced and unvoiced
sounds like “p”, “t”, “k”, “s”, velopharyngeal
closure occurs with elevation of soft palate
and mesial movement of pharyngeal wall.
This mechanism directs air to oral cavity and
suppresses air flight to nasal cavity. But pro-
ducing of nasal unvoiced sounds like “m”
and “n”, the soft palate comes to rest position
and air way opens to nasal cavity. Adequacy
of velopharyngeal closure is very important
for articulation. Inadequate closure may re-
sult in nasalized speech or the inability to im-
pound air pressure within the oral cavity.

One of the most important functional
problems seen on CLP patients is speech di-
sorders. Causes of functional disorders such
as nasal face appearance, nasal resonance,
articulator errors in place and manner, nasal
emission and turbulence are mostly surgery
methods and inadequate speech therapies (7-
12). Correction of speech disorders which re-
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de yerlesmis olan bu tip kazanilmis konusma
bozukluklari ise ancak “dogru bir konusma
terapisi” ile basarili bir sekilde duzeltilebil-
mektedir.

Bu calismadaki amacimiz, dudak damak
yarikli bireylerde gozlenen konusma bozuk-
luklarinin 6nlenebilmesi ve/veya diizeltilebil-
mesi icin ameliyat sirasinda ve sonrasinda
dikkat edilmesi gerekenleri ortaya koymak ve
konusma terapisinin 6nemini vurgulamaktir.

VAKA RAPORU

Vaka 1

Birinci vakamiz, 22 yasinda, yumusak da-
mak yarigi gec opere edilmis, sadece konus-
ma problemlerinden sikdyetci olarak Anado-
lu Universitesi Dil ve Konusma Bozukluklari
Egitim Merkezine tedavi amaciyla bagsvurmus
bir bayan hastadir. Uzman bir konusma tera-
pisti tarafindan yapilan klinik inceleme ve ar-
tikiilasyon testinde, konusma probleminin
“fonksiyonel oldugu,” aliskanhk haline gel-
mis artikiilasyon bozuklugu”nun yumusak
damagin gec opere edilmesinden dolay: ha-
len devam etmekte oldugu saptanmistir.

Hastaya Anadolu Universitesi Dil ve Ko-
nusma Bozukluklari Egitim Merkezinde 8 ay-
lik konusma terapisi uygulanmis, hastanin
“konusma hatalari”nda belirgin bir azalma
oldugu ve konusma anlagilabilirliginin arttig
gozlenmistir.

Vaka 2

ikinci vakamiz 17 yasinda, bilateral dudak
damak yargi olan, konusma, fonksiyon ve
estetik problemlerinden sikayetci olarak kli-
nigimize basvurmus bir bayan hastadir. Yapi-
lan intraoral ve radyografik incelemede, has-
tamizin 18, 14, 12, 22, 24, 28, 35, 45 no’lu
dislerinin eksik, 75 ve 85 no’lu dislerinin ise
persiste oldugu izlenmistir. Erken yaslarda
cerrahi onarim yapilmasina ragmen oronazal
fistil hala devam ettigi saptanmistir. Bunlara
ilaveten maksiller darhk, maksiller retrognat-
hi ve anterior gapraz kapanis mevcuttu (Re-
sim 1). Fonksiyonel muayenede ise hafif sey-
reden velofarengeal yetersizlik oldugu goz-
lenmistir. Mevcut problemlerin tedavisi icin
maksillanin ikinci premolarlarin 6éniinde yer
alan bolimiintn distraksiyon osteogenezi ile
segmental olarak 10 mm 6ne alinmasi, daha
sonra sabit ortodontik tedavi uygulanmasi ve
ortodontik tedavinin ardindan hastanin prote-
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sident in years is only possible with “correct
speech therapies”.

The aim of this study is to spotlight on;
what should we take into consideration du-
ring and after surgery to prevent and/or to
correct speech pathologies of the CLP pati-
ents, insufficiency of the treatment without
speech therapy, and remarkable changes ac-
hieved with the speech therapy.

CASE REPORTS

Case 1

Our first case was a 21 years old female
referred to Anadolu University Center for
Speech and Language Disorders suffering
from only her speech problems with late ope-
rated soft palate cleft. A specialist speech the-
rapist made clinical examination and articu-
lation test and diagnosed speech problem as
functional. Late operation of soft palate cau-
sed habitual articulation disorder. After eight
months of rehabilitation, it is observed that
articulation errors of the patient were redu-
ced and speech comprehensibility was im-
proved.

Case 2

The second case was a 21 years old fema-
le patient with bilateral CLP operated in early
ages. She consulted to Cumhuriyet University
Faculty of Dentistry Department of Ortho-
dontics suffering from her speech, aesthetic
and functional problems. In the clinic and ra-
diographic examination we observe that te-
eth number 18, 14, 12, 22, 24, 28, 35, 45
were absent and 75, 85 were persistent. Alt-
hough surgery operations inserted in early
ages, oronasal fistula remained. Functional
examination revealed mild velopharyngeal
insufficiency. Additional to these problems
she had narrowed and retrognathic maxilla
with anterior cross bite (Fig 1).

In the second case we planned to advance
the maxillary segment between second pre-
molars 10 mm forwardly with “Posterior Ma-
xillary Segmental Sagittal Distraction”. After
distraction period we intend to perform fixed
orthodontic therapy and prosthetic rehabilita-
tion.

For fragmentation of left, right and middle
segments before surgery, a fiber splint (Super-

o
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Sekil 1: ikinci vakanin tedavi
oncesi agiz ici ve agiz dis

fotograflari.

Figure 1: Pretreatment
extraoral and intraoral
photographs of the second

case.

Sekil 2: Distraksiyon apareyi
ve siplintin okluzal

gOrinimii.
Figure 2: Occlusal view of

the distraction appliance and

the splint.

48

tik olarak rehabilitasyonu 6ngorilmiustdr.
Distraksiyon apareyi olarak 13 mm lik Hyrax
vidasi (Leone, A0620—13, Firenze, italya) kul-
lanilmis, vidanin maksiller segmente sagittal
hareket yaptiracak sekilde konumlandiriima-
sina dikkat edilmis, vida kollari birinci molar
ve ikinci premolar dislere yerlestirilen bantla-
ra lehimlenmistir. On kollarin premolarlar-
dan asan uclari keser dislerin arkasina uzatil-
mig, ameliyat oncesinde sag, sol ve orta seg-
mentleri birlestirecek fiber splintin hemen
lizerinde yer alacak bicimde bukalmustur.
Distraksiyon ameliyati dncesinde maksillanin
sag, sol ve orta 6n segmentleri birbirine
splintlenmistir. Splint olarak kompozitle des-

Splint De Luxe, Hager Werken, Duisburg,
Germany) supported with composite placed
between left and right second premolars.
Distraction appliance we used was a 13
mm Hyrax screw (Leone, A0620-13, Firenze,
Italy) placed accurately to move maxillary
segment sagittally, and soldered to molar and
premolar bands. Anterior ends of screw arms
exceeding premolars extended to palatine
surface of central incisors and bended to pla-
ce over the fiber splint. Under general anest-
hesia we made osteotomies between first mo-
lar and second premolar. After disengage-
ment of anterior part of the maxilla, distracti-
on appliance inserted with cementation of

bands and anterior ends of screw arms bon-
ded over the fiber splint (Fig 2).

After latent period of 10 days, screw tur-
ned 2x1/4 (0.4 mm) tours daily first week and
1x1/4 (0.2 mm) tours daily second week. The
distraction period was 48 days. With distrac-
tion we obtained 10.3 mm distraction space
on the right side and 9.2 mm distraction spa-
ce on the left side. These changes reflected to
the patients profile positively (Fig 3).

On the panoramic radiograph taken after 4
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teklenen fiber splint (Super-Splint De Luxe,
Hager Werken, Duisburg, Almanya) kullanil-
mistir. Ameliyat ile 6n parca ayrildiktan son-
ra distraksiyon apareyi bantlarin dislere si-
mantasyonu yolu ile yerlestirilmis ve apare-
yin 6n kollariin uclari 6n segmenti birlesti-
ren splint tzerindeki yerlerine kompozit ile
yapistirilmistir (Resim?2).

On giinlik latent periyodun ardindan vida
ilk hafta gtinde 2x1/4 tur (0.2 mm), daha son-
ra ise gtinde 1x1/4 (0.1 mm) tur cevrilmistir.
48 gtin sonra distraksiyon periyodu tamam-
lanmis, sagda 10,3 mm solda 9,2 mm distrak-
siyon araligi olusmus ve degisiklikler hasta-
nin yiz profiline olumlu olarak yansimistir
(Resim 3). Dort aylik konsalidasyon periyo-
dundan sonra alinan panaromik rontgende
(Resim 4) yeterli kemik yapimi oldugu izlen-
mistir. Aparey sokilmis ve retansiyon ama-
ciyla 0.80" lik essix plaklari takilmistir.

Distraksiyonun bitiminden sonra ameliyat
oncesinde var olan velofarengeal yetmezligi-
nin artmadigi velofarengeal muayene ile ko-
nusma terapisti tarafindan izlenmistir. Video
konusma kayitlari karsilastinldiginda; distrak-
siyonun ozellikle konusma mimiklerine
olumlu katkida bulundugu gorialmustir. Ayri-
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months of consolidation period, adequate

bone formation determined. After then con-
solidation appliance removed and 0.80" Essix
retainers inserted for retention.

On the velopharyngeal examination we
see that existing velopharyngeal insufficiency
before surgery didn’t increased. When the
speaking video records before and after sur-

o

Sekil 3: fkinci vakanin

distraksiyon sonrasi ag1z ici

ve agiz disi fotograflari.

Figure 3: Extraoral and
intraoral photographs of the

second case after distraction.

Sekil 4: Ikinci vakanin
distraksiyon éncesi (a) ve
sonrast (b) panaromik

radyografi.

Figure 4: Panoramic
radiographs of the second
case before (a) and after (b)

distraction.
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(a) ve sonrasi (b) oranazal
fistul.

Figure 5: Oranasal fistula
before (a) and after (b)

distraction.
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ca onceden ongorilmeyen bir bulgu olarak
yan segmentlerin ileri hareketi sonrasi orta
segmentin bir miktar relapsi ile oranazal fis-
talin kapandigr da izlenmektedir (Resim 5).

TARTISMA

Dudak, damak yarikli hastalar, fonksiyonel
ve estetik problemlerinden dolayi sosyal ha-
yatlarinda bircok problemle yiiz yize gel-
mektedir (13-15). Yasanan estetik problemle-
rin yani sira konusmada yasanan gtclikler
de sosyal iliskilerde ve okul yasaminda cesit-
li olumsuzluklara neden olmaktadir. (16,17).
Schonweiler ve ark dudak damak yarikli ¢o-
cuklarin %49’unda dil ve konusma terapisine
ihtiyac duyuldugunu belirtmistir(18). Broder
ve ark yaptiklari calismada dudak damak ya-
rikli okul ¢agi cocuklarinin yalnizca %62’si-
nin konusmalarindan memnun oldugunu
gostermistir (19).

Birinci vakamizin ameliyati gtizel yapildi-
g1 ve fiziksel bir engel bulunmadigi halde,
yumusak damak yarigr gec kapatilmis oldu-
gundan aliskanlik haline gelmis olan konus-
ma bozukluklari diizelmemistir. Hasta profes-
yonel yardima ihtiyac duymus, baska bir te-
davi yapilmaksizin sadece 8 aylik geleneksel
konusma terapisi ile konusmasindaki hatalar
belirgin derecede azalmis ve konusma anla-
stlabilirligi artmistir.

Ulkemizde tedavi edilen dudak damak ya-
rikli hastalarin buytk bir kismina konusma
terapisi uygulanmadigindan kazanilmig arti-
kiilasyon bozukluklari maalesef kalici hale
donmektedir. Konusma terapisi uygulanma-
masinin en énemli nedenlerinde biri de has-
talarin bulundugu sehirde konusma terapisti-
nin olmamasi ve hastalarin cesitli nedenler-
den dolayr bu merkezlere uzun sire tedavi
icin gidip gelememeleridir. Karsilagilan bu tip
problemlerin 6niine gegebilmek igin konus-
ma terapisinin nasil olmasi gerektigi konu-
sunda calismalar yapan Pamplona ve ark ar-
tiktilasyon bozuklugu olan DDY’li hastalar

o

gery compared we observed that there were
particularly positive affect of distraction on
the speech mimics. The Figure 4 shows posi-
tive changes of the patients face on the in-
traoral and extra oral photographs. Also with
the forward movement of the right and left
maxillary segments and relapse of the middle
segment, the oronasal fistula slightly closed
(Fig 5).

DISCUSSION

CLP patients already confront with diffi-
culties in social lives because of their functio-
nal and aesthetic problems (13-15). Beyond
aesthetic appearance of these patients, troub-
les in speaking, leads to difficulties in social
interaction and school live (16, 17). Schon-
weiler et al stated that speech or language
therapy was necessary in 49% of the children
with CLP (18). Broder et al displayed that
only 62 percent of the school-aged children
with CLP were pleased with their speech
(19).

Although surgery of our first case was well
done and there were no physical enclosure,
because of the closure of the soft palate was
done late, speech disorders persisted as a re-
sult of the patient habits. The patient needed
professional speech therapy and only with an
8 month of traditional speech therapy articu-
lation errors of the patient were clearly redu-
ced and speech comprehensibility was im-
proved.

Unfortunately in our country, habitual spe-
ech disorders of most of the CLP patients per-
sist because they don’t receive speech the-
rapy. The reason of this is mostly speech the-
rapist shortage in the city which these pati-
ents live. So these patients encounter acces-
sing and oscillation problems for lengthy the-
rapy processes. To overcome these problems
Pamplona et al made studies to achieve easi-
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iki gruba ayirmis; birinci gruba bir yil boyun-
ca haftada iki gtin birer saat “geleneksel tera-
pi”, ikinci gruba ise 3 hafta boyunca haftada
bes gtin gtinde dort saat “yogunlastiriimis ko-
nusma terapisi” uygulamislardir. Yogunlasti-
rilmis konusma terapisi ile geleneksel terapi
arasinda etkinlik acisindan fark olmadigini
gostermislerdir (20). Konusma terapisine
uzun siire devam edemeyecek hastalarin ko-
nusma terapistlerinin bulundugu merkezlere
yonlendirilerek zaman avantaji olan yogun-
lastirilmis terapilerle profesyonel destek al-
malarinin saglanmasinin ¢cok 6nemli oldugu-
nu distintyoruz.

ikinci vakamizda maksillanin 10 mm 6ne
alinmasi 6ngortlmusti. Ancak maksillanin
10 mm 6ne alinmasi mevcut velofarengeal
yetmezligi daha da arttirabilecegi icin bu do-
kularin etkilenmemesi icin maksillanin total
olarak 6ne alinmasi yerine birinci molarlar
ile ikinci premolarlarin kokleri arasindan ya-
pilan osteotomi ile segmental olarak 6ne uza-
tilmasi tercih edilmistir Nitekim ameliyat son-
rasi konusma terapisti tarafindan yapilan ve-
lofarengeal incelemede hastamizin velofa-
rengeal yetmezliginin artmadig, tedavi 6nce-
si ve tedavi sonrasi gorintilt konusma “vide-
o” kayitlart karsilastirildiginda maksiller uzat-
manin ozellikle konusma mimiklerine olum-
lu katkisinin oldugu gorilmiustar.

Geleneksel metotlarla yapilan Le FORT |
maksiller ilerletme ameliyatlari sirasinda st
cene ile birlikte velofarengeal dokular da 6ne
tasinmaktadir (Resim 6). “Velofarengeal ka-
panmasi” iyi olan hastalar her zaman bu du-
rumdan etkilenmese de ozellikle velofaren-
geal kapanmasi sinirda veya riskli olan hasta-
larda durumun daha da kottlesmesi ihtimali
vardir.

Mason ve ark (21), Watzke ve ark (22),
Witzel ve Munro (23), DDY hastalarinda Le
Forte | ameliyati sonrasinda velofarengeal
yetmezligin arttigini bildirmislerdir. Guyette
ve ark (24), ise DDY hastalarinda “Rijit Eks-

e \felofarengeal dokular
Valopharyngeal tissues
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er speech therapy processes. In a study they
arranged CLP patients with articulation errors
in two groups. The patients included in the
first group attended a consistent therapy for 3
weeks and received speech intervention for 4
hour a day from Monday to Friday. In the se-
cond group patients received traditional spe-
ech therapy twice per-week in 1 hour session
and they found no difference between the
two groups (20). We consider that it is cruci-
al orientation of the patients who could not
continue their speech therapy long time to
the speech therapy centers and obtain them
professional support with applying intensive
speech therapy.

In the second case we intend to advance
the maxilla 10 mm. However, total move-
ment of the maxilla could have increased the
existing velopharyngeal insufficiency so we
preferred Posterior Maxillary Segmental Sa-
gittal Distraction with osteotomies between
first and second premolars. Just as on the ve-
lopharyngeal examination after surgery, spe-
ech therapist found out that velopharyngeal
insufficiency did not increase and when the
“video records” before and after surgery
compared, there were positive affect of the
maxillary protraction particularly to the spe-
ech mimics.

With conventional Le FORT | surgery ve-
lopharyngeal structures moves forwardly
with maxillary protraction. Although this situ-
ation doesn’t affect the patients with good
“velopharyngeal closure”, status mostly co-
uld be worsening in the patients with border
or dicey velopharyngeal closure (Fig 6).

Mason et al (21), Watzke et al. (22), Witzel
and Munro (23), reported velopharyngeal in-
sufficiency increase of the CLP patients after
Le FORT I surgery. Guyette et al (24) investi-
gated affect of the “rigid external distractor”
appliance on velopharyngeal insufficiency
and speech on the CLP patients and find out

2\ = =y
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Sekil 6: Lefort I cerrahisinin

velofarengeal dokulara etkisi,

a: ameliyat dncesi,
b: ameliyat sonrast,

c: velofarengeal yetmezlik

Figure 6: Effect of the Lefort I

surgery to the
velopharyngeal structures,
a: before surgery,

b: after surgery,

c: velopharyngeal

insufficiency.
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Sekil 7: Segmental

distraksiyonun velofarengeal
dokulara etkisi, a: ameliyat
oncesi, b: ameliyat sonrasi, c:

velofarengeal kapanma.

Figure 7: Effect of the
segmental distraction to the
velopharyngeal structures, a:
before surgery, b: after
surgery, ¢: velopharyngeal

closure.
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ternal Distraktor” apereyinin velofarengeal
yetmezlik ve konusmaya etkilerini incelemis,
distraksiyon ve geleneksel Le Forte | cerrahi-
sinin velofarengeal yetmezlik ve konusmaya
olan etkilerinin benzer oldugunu bulmuslar-
dir. Burada Guyette nin yontemininde mak-
sillanin LE FORT I cerrahisi sonrasi “distraksi-
yonla” “total” olarak 6ne alindigina dikkat
edilmelidir. Bizim yontemimiz ise “segmen-
tal” olup posterior maksiler bolgedeki kemik
ve yumusak dokular yerinde kalmakta, birin-
ci molar disin hemen ontinden ilerletme ya-
pilabilmekte boylece velofarengeal dokular
etkilenmemektedir (Resim?7).

"o

SONUC

Yeni tedavi seceneklerinden olan distraksi-
yon osteogenezi dudak damak yarikli birey-
lerde yeni bir umut kapisidir. Segmental oste-
otomilerle yapilan distraksiyon osteogenezi
ile dental arkta yeni yerler kazanilirken velo-
farengeal yetmezligin artmasi veya olusmasi
da engellenebilmektedir. Dudak damak ya-
rikli bireylerin okliizyonlarinin ve estetiginin
dizeltilmesi ortodontik agidan yeterli gibi
gorulebilir. Ancak konusma terapisi olmadik-
¢a konusmanin kendiliginden dizelmesi bek-
lenmemelidir. Yillar icinde yerlesmis olan ka-
zanilmis konusma bozukluklarinin ancak
dogru bir konusma terapisi ile basarili bir se-
kilde duzeltilmesi mimkiin olabilmektedir.
Bu konuda 6ncti olan calismamiz tek bir va-
kayi icerdiginden, segmental distraksiyonun
konusmaya etkisi tizerinde daha objektif ve
daha cok vakayi iceren ¢alismalar yapilmasi-
nin faydali olacagini distinmekteyiz.

2\ *\

affect of the distraction and conventional Le
FORT I surgery on velopharyngeal insuffici-
ency and speech similar. We should note that
in the method Guyette use maxilla protracted
forwardly “totally” with “distraction” after Le
FORT | surgery. But the method we used
was “segmental” and posterior structures re-
mained in their place (Fig 7).

CONCLUSION

One of the new treatment methods “dis-
traction osteogenesis” is a sign of hope for in-
dividuals with cleft lip and palate. Beside we
gain space on the dental arc with distraction
osteogenesis also with this method increasing
or formation of the velopharyngeal insuffici-
ency could be counteracted. Correction of
the occlusion and aesthetic of the CLP pati-
ents could be accepted on the part of the ort-
hodontics but without speech therapy we
should not hope correction of the speech it-
self. Acquired speech disorders established in
years, can only corrected with speech the-
rapy efficiently. As our study which is pione-
er on this site includes only one case, we
think that more objective studies which inc-
lude more cases that investigate affect of seg-
mental distraction on the speech will be be-
neficial.

Tiirk Ortodonti Dergisi 2009;22:45-53
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Dudak damak yarikli bireylerde konusma terapisi ve distraksiyon.
Distraction and speech therapies in cleft lip and palate patients.
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