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Tessier no. 7 unilateral cleft: two case reports
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Abstract. Congenital macrostomia (transverse facial cleft) is a rare congenital anomaly. It is most commonly
associated with anomalies of the first and second branchial arches. We present two patients with Tessier number 7

unilateral cleft and their treatment.
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1. Introduction

Macrostomia, also called a transverse facial
cleft, is an uncommon congenital deformity when
compared to the cleft lip and the palate. The exact
incidence of Tessier no 7 cleft is unknown (1, 2).
The etiology of facial cleft is multifactorial (1,
2). Poswillo postulated that this cleft occurs due
to injury or disruption of the stapedial artery
early in embryogenesis. (3) The etiopathogenesis
behind the formation of atypical facial clefts
remains unknown. It is seen more commonly in
men than in women. Clinically, it can be seen in a
variety of presentations, ranging from a small
excess of skin in front of the ear to serious
deformities including the soft tissue and the
skeletal framework (4). Unilateral facial cleft
cases have been encountered 6 times as frequent
as bilateral facial clefts. Bilateral facial clefts
generally present as symmetrical anomalies, but
they can rarely be seen asymmetrically (5).
Tessier no 7 cleft does not affect the patient, but
nevertheless causes an  abnormal facial
appearance and disordered daily life functions. In
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this report, we present two patients with Tessier
no 7 cleft, aged 7 months and 9 years old.

2. Case presentations

2.1.Case l

A 7-month-old baby had macrostomia on the
right side of the face and skin tags in front of the
right ear, adjacent to the right oral commissure
(Figure 1). The distance from the left philtrum to
the left oral commissure was 25 mm, and that
from the right philtrum to the right oral
commissure was 45 mm. Hypoplasia of the right
ear was not prominent, but there was
cartilaginous excess in the skin tag at the
preauricular area. The systemic examination of
the patient revealed no other pathology. There
was no congenital malformation in family
history. The baby had been delivered via
caesarean section at term. Blood and wurine
analyses were all within normal limits.

2.2.Case 2

An 8 —year-old girl was admitted with skin
excess in front of her left ear and a wide corner of
the mouth on the left (Figure 2). Her systemic
examination revealed no pathology. The history
obtained from the patient and her parents was
unremarkable. Local examination revealed an
excess skin in front of the ear which was solid
and palpable. The distance from the left philtrum
to the left oral commissure was 50 mm, and that
from the right philtrum to the right oral
commissure was 27 mm.
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Fig. 1. (Case 1) (a) Preoperative display of a tessier number 7 cleft, (b) Early postoperative lateral photography, (c)

Postoperative anterior view.

Fig. 2. (Case 2) (a) Preoperative anterior appearance showing the macrostomia corresponding to Tessier number
cleft 7, (b) Preoperative lateral view, (c) Early postoperative appearance.

Dental occlusion was normal, but articulation was
not normal.

Hypoplasia was evident in the left parotido-
masseteric area causing facial asymmetry. There
was a prominent deformity of the left ear without
hypoplasia. The bony framework of the Maxilla
and the zygomatic bone was normal. Mild
hypoplasia at the left side of the mandible was
observed in inspection.

2. 3. Treatment

Cases 1 and 2 underwent operative intervention
according to the protocol of New York University
(6). According to this protocol, excision of
excessive soft tissue and repair of oral
commissure was planned first. Both cases were
operated under general anaesthesia at the supine
position. This procedure was performed in the
following order.

The philtral dimple was marked using a
surgical pen. The distance between the philtrum
and the oral commissure was measured on the
normal side and the same distance was measured
and marked on the cleft side. Thereby the point of
the commissure was determined on the upper lip
of the cleft side. Opposite point of this
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commissure point was marked on the lower lip. A
horizontal incision on the border of the skin and
the vermillion was made between the commissure
point and the end of the cleft. The vermilions on
the upper and the lower lip were dissected from
the orbicularis oris muscles and sutured each
other for creating the inside mucosa of the
commissure. Congenitally interrupted orbicularis
oris muscles were exposed.

Fig. 3. Schematic view of the orbicularis oris muscle
in cases of Tessier number 7.
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Fig. 4. Operative procedures: (a) Oral mucosa
correction, (b) Formation of oral sphincter continuity,
(¢) Z-plasty and skin closure planning, (d) Appearance
of the final scar.

One side of the orbicularis oris muscle was
placed over the other side and sutured for oral
sphincter continuity. A minor Z-plasty was
performed on the skin of the oral commissure
(Figures 3, 4). Then, the skin tags and their
cartilaginous excess at the cheek and the
preauricular area were excised and the defect was
sutured primarily. In order to restrict the opening
of the mouth, fluid food was only given for the
first 5 postoperative days.

On the 6th postoperative day, the skin sutures
were removed. No complications were observed
in the post-operative period. Case 2 and her
parents did not accept any intervention for the
hypoplastic bone.

3. Discussion

Tessier no 7 clefts are more rarely encountered
than cleft lip and palate deformities. Physical
restricting forces such as amniotic bands my lead
to the formation of these unusual clefts (7, 8).
This hypothesis is supported by an experimental
study by Stelnicki et al. (7, 8). There are several
classification systems, such as that of the
American  Association of  Cleft Palate
Rehabilitation, Karfik, Boo-Chia, Demeyer, and
Van der Meulen (1, 2, 4, 9). However, the best-
known classification system of facial clefts is that
devised by Paul Tessier (4). The clefts are
numbered 0 to 14 with cleft number 8 forming the
equator. Hence, clefts numbered 0 to 7 of the
lower hemisphere represent the facial clefts and
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the clefts of the upper hemisphere numbered 9 to
14 are their cranial prolongation. According to
Tessier, cleft number 7 is a lateral cleft. The side
of involvement is not significant. The incidence
of Tessier number 7 cleft has been determined to
be 1/3000 to 1/5642 (2). The clinical expression
of number 7 cleft is highly variable. In addition
to the facial findings, hypoplasia of the zygoma,
temporal bone, maxilla and mandible, parotid
gland and parotid duct, and hypoplasia of the
innervation area of the fifth and seventh cranial
nerves, palate and tongue have been seen (10).
The  severity of the  deformity, the
pathophysiology of the disorder with regard to
growth potential and the psychological aspect of
the deformity all contribute to the decision
regarding the surgical intervention. Treatment
involves the reconstruction of soft tissue followed
by reconstruction of the bony frame. Soft tissue
reconstruction should be performed in the pre-
school period. In this period, excision of skin
tags, and the correction of macrostomia and
prominent ear are appropriate (10). When
unnecessary, the bone frame is not reconstructed
in the early ages. Bone grafting and augmentation
must be applied at older ages. At 5 years of age,
cranio-orbito-zygomatic development is at 85%
of adults. For this reason, skin and bone
reconstruction of the middle face have to be done
after age 6, and that of maxilla and mandibular
interventions must be performed in the adolescent
period. Since case 2 did not agree with correction
of prominent ear and minimal mandibular
hypoplasia, we only performed macrostomia
repair. Osteotomy of the maxilla, mandible and
zygoma, distraction osteogenesis constitute the
alternatives in treatment. Soft tissue
augmentation must be planned after the bone and
the face development.

Treacher Collins syndrome and hemifacial
microsomia exist in the differential diagnosis.
Former, Treacher Collins syndrome characterized
by hypoplasia / aplasia of the body and arch of
the zygoma, a significantly increased facial
convexity, mandibular hypoplasia, a retrusive
chin with increased vertical height, and external
and middle-ear anomalies. An important
distinguish feature of this anomaly is that it is
bilateral and symmetrical (11). Latter, hemifacial
microsomia (HFM) is a variable and asymmetric
malformation involving first and second
pharyngeal arch derivatives. HFM primarily
affects the orbit, maxilla, mandible, ear, cranial
nerves, and facial soft tissues (12).

As a conclusion, neither Treacher Collins
syndrome nor hemifacial microsomia should be
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eliminated in the differential diagnosis for an
uncomplicated surgical procedure and
improvement of the patients’ daily life functions
at the result of the surgery. On the other hand,
applications of the some surgical steps such as
overlapping of the orbicularis oris muscle and z-
plasty of the skin to break the straight scar are
important manoeuvres for improving of the
surgical result.
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