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 One of the most prevalent structural birth malformations is cleft lip and 

palate, which is a common congenital anomaly. Feeding, facial 

development, swallowing, speaking, as well as psychosocial issues that 

have an effect on the infant and parent, are just a few of the systems and 

functions that are impacted by its effects. Standard feeding methods 

could not provide the baby the right nourishment. If the problem is 

significant enough obturators for feeding will assist the baby get suction 

and will make it easier for the baby to eat properly. Also obturators can 

facilitate weight gain, and proper nourishment of the infant with the cleft 

lip and/or palate before having repair surgery. For this reason the 

purpose of this study was to give the reader, caregivers, and health 

centers concerned with the care of infants with cleft lip and palate the 

necessary information about the feeding obturators, indications of their 

use, types, and benefits. 
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1. Introduction 

Infants with cleft lip and palate (CLP) make up one in every six hundreds of living births. CLP can be 

unilateral or bilateral, with the left side clefts showing more occurrence in 70% of unilateral cases. 

Hereditary factors, old age mothers, viral infections, dietary and metabolic deficiencies, in addition to 

alcohol addiction and heavy smoking habits are the main factors which can increase the incidence of CLP 

worldwide [1- 3]. Infants with CLP have many functional problems in the oral and nasal cavities that could 

affect the early food intake. Patients are unable to produce sufficient negative pressure in the oral cavity and 

this complication can lead to milk regurgitation to the nasal cavity which, may cause otitis media and 

nasopharyngeal infections [4], [5]. Surgery is the treatment option for most of CLP cases unfortunately the 

surgical repair can be only conducted from 6-24 months, before this period surgical intervention can result 

in severe scarring which would compromise the growth of the maxilla [6- 10]. Nasogastric and orogastric 

tubes can be used to facilitate the feeding process in CLP infants but not for long period of time because 

their use may increase the risk of developing many problems like nasal alar ulcer or even necrosis, 

increased incidence of oesophagitis or gastritis, internal oesophageal wall perforation and pulmonary 

complications [11- 13]. Endoscope with gastrostomy have been used but with little value due to its 

complications like perforation, inflammation of lung, peritoneum, gastric or colon fistula, and 

gastrointestinal infections, bleeding, or even ulceration [14- 16]. Feeding obturators (feeding plate) have 
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been used to solve the feeding problems associated with the CLP infants immediately after birth. The 

feeding obturator restores the palatal vault integrity, and isolates the nasal cavity from the oral cavity 

leading to creation of intraoral negative pressure that facilitate the feeding process [17], [18]. Feeding 

obturators also help in development of the palatal bones and maxilla thereby preventing the tongue from 

entering the defect area and keeps the tongue in proper position in the oral cavity, and decreasing the 

choking incidence and nasal regurgitation, and plays as a positive factor in the growth and development of 

the oral and perioral musculature [17], [19], [20]. 

 

2. Feeding mechanism 

The mechanism of feeding process in the infants starts with introducing the feeding bottle with its soft 

nipple inside the infant's mouth, the infant starts to compress the nipple to expel the milk followed by 

suction to create a negative pressure to maintain the flow of the milk. In this process the infant's tongue with 

the oral and perioral muscles together with the hard and soft palate work simultaneously to prepare and 

control the food for swallowing process [21]. 

 

3. Feeding position 

Many studies have emphasized on the role of the positioning of the infant during the feeding process, 

suggesting that the position of the infants during feeding process may be an essential factor in facilitating 

the feeding in CLP infants [22], [23]. Optimal position of the CLP infant during the feeding process plays a 

key role in successful feeding process [23], [24]. Generally the recommended position includes good head 

support with the arms forward and the trunk situated in the midline, while the hips are flexed, with at least 

60 degrees upright position to influence the gravity role in posterior flow of the fluid and swallowing [24- 

28]. 

 

4. Problems associated with CLP 

One of the most important issues facing caregivers for CLP infants is that they do not have the ability to 

create negative pressure inside the oral cavity during the feeding process due to defective palatal integrity, 

leading to milk regurgitation to the nasal cavity and/or respiratory system [6], [21], [29]. Another problem 

associated with CLP infants is the position of the tongue that could be situated inside the palatal defect and 

that they often unable to compress the nipple between the palate and the tongue [4], [30], [31]. 

 

5. Palatal obturators 

Palatal obturator is a prosthetic appliance that is fabricated in an attempt to seal the palatal defect in CLP 

infants, separating the oro-nasal cavities apart from each other, to enhance the ability of the CLP infants to 

initiate intraoral negative pressure during the feeding process and to reduce food regurgitation into the 

respiratory system [32]. 

 

Indication of Infant Feeding Obturators 

The failure of the cleft infant to obtain nutrition from breast or bottle feeding is an indication for an infant 

feeding obturator appliance. There aren't any limitations. Infants with larger palatal defects are unable to 

produce the same amount of suction as those with smaller size defects [31]. feeding obturators will increase 

the infant's capacity for suction and aid in providing appropriate nutrition, which is a necessity before 

having surgery to repair the cleft lip and/or palate, the baby must gain weight consistently [1], [33]. 

 

The obturator's goal is to block out the palatal deformity. This enables the baby's tongue to exert the proper 

force on the bottle's nipple in order to express the liquid. Even if the palatal cleft needs to be sealed off, 

there needs to be room left behind for the newborn to breathe while eating. Sealing of the palatal defect 
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allow for proper sucking and prevents the tongue from sticking out into the defect [21], [34], [35]. 

 

6. Types of feeding obturators 

Feeding obturators are generally made of auto-or heat-polymerized acrylic resin, and, the undercut parts of 

the palate are frequently lined with soft, elastic material, which is then molded to the defect area [36- 39]. 

Obturators are held in position by complex extraoral devices or by soft material that engage the undercuts, 

which holds the obturator in position, for this reason it requires multiple complicated steps for fabrication 

[29], [36], [39]. Many authors have adopted the concept of fabricating the feeding appliance can be 

constructed from vacuum formed materials that is composed of ethylene-vinyl soft materials commonly 

used for fabrication of mouth guards for athletic persons, aiming to make the fabrication process easier, less 

expensive, and more efficient [1], [21], [31], [36]. This procedure may be carried out swiftly, safely, and 

without endangering the baby. Additionally, the delivery of the obturator can occur concurrently with the 

session during which the impression is created, typically within 45 minutes of the patient's attendance at the 

dental office [1], [40], [41]. 

 

7. Benefits of feeding obturator 

It has been proven that feeding obturators work efficiently. Obturators can reduce choking, nasal discharge, 

and time needed to finish the feeding session. Particularly noteworthy was the parent's observed decrease in 

anxiety while feeding [34], [42], [43]. Enhanced volume intake, decreased feeding time, and was linked to 

the infant's healthy development. Greater milk volume intake and less baby weariness were seen in 

breastfeeding women who choose to utilize an obturator [34], [35], [43]. Palatal obturators offers many 

advantages for the infants with cleft lip and palate, one of them is that the obturator provides sound and 

rigid palatal vault on which the infant can compress the nipple and express the milk [1], [44]. With the 

presence of the obturators during feeding process the baby have a greater chance to create negative pressure 

which is necessary to maintain flow of the liquid [36], [45]. Obturators may be an essential factor in the 

palatal development and growth, jaws, and related musculature by preventing the tongue from entering the 

defect area, keeping the tongue in its normal position, which are principle factors in normal stimulation of 

the muscles and jaw bones for growth, besides that the normal feeding process that provides the infant's 

body with the essential nutrition and elements for normal growth and development [45- 47]. Also the palatal 

obturators plays an important role in decreasing the time required for feeding session, increasing the amount 

of milk intake, and decreasing nasal cavity and respiratory tract infections, reducing the incidence of otitis 

media, by preventing choking and milk regurgitation into the nasal cavity [3], [47- 49]. 

 

8. Treatment Strategies for Clefts 

A team of experts including pediatrics, otolaryngology, psychiatry, social service, linguistic therapy, 

maxillofacial surgery, audiopathology, orthodontics, preventive, prosthodontics dentistry and other 

disciplines of dentistry as required to treat infants born with cleft lip and palate. The infant's treatment plan 

will be extensive and go far into his or her teenage years and beyond. The requirements of the infant change 

as they grow and develop, changing the demands on the support team [50], [51]. The next step in treating 

newborns with CLP is to first use a prosthodontics molding appliance to shape the defect, after which 

surgery will be needed to close the clefts. According to the Rule of Tens, lip repair surgery is performed 

initially on infants that weigh 10 pounds, have hemoglobin levels of 10 mg/dl, and are at least 10 weeks old. 

To encourage healthy speech development, palatal surgical reconstruction is performed later, typically from 

nine to eighteen months after birth. Infant feeding is a significant challenge until the palatal cleft can be 

reconstructed by surgery [29], [52]. Newborns with clefts often weigh and measure the same at birth as 

infants without involvement. Cleft newborns that have trouble eating may have issues gaining weight, 

which slows down their growth [51], [52]. Infants with cleft lip/palate may also experience slower weight 
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gain and development due to persistent respiratory infections, metabolic conditions, and repeated 

hospitalizations. To maintain weight gain and appropriate growth, it is crucial to make sure newborns with 

cleft lip/palate can be fed properly [23], [46], [47]. 

 

9. Problems associated with use of obturators 

There are many problems that could be associated with the fabrication and usage of the feeding appliances 

in CLP infants, one of them is the regular examinations of the oral mucosa are necessary due to its fragility 

and susceptibility to damage from the obturator; growth necessitates constant modifications and 

replacement [53], [54]. Also they might be coupled with bad oral hygiene, which might result in fungus 

overgrowth on the palate if the appropriate cleansing instructions for the prosthesis are not fulfilled [41], 

[54], [55]. Associated with risks faced during impression making for the obturator, likewise difficulties 

retrieving the impression materials engaging the undercuts, and, due to breakdown of the impression 

material as it is taken out from the oral cavity with a consequent airway blockage and cyanotic events [53]. 

In addition the obturator insertion might be difficult and increase the maintenance efforts [54], [55]. 

 

10. Conclusions 

For newborns with severe clefts, feeding issues can be a serious problem. Until reconstructive surgery can 

be performed, obturators have been found to be efficient and useful nursing assistance for CLP infants; 

however, conventional acrylic obturator construction is challenging, taking a lot of time, and money.  A 

more promising method is to impress and fabricate feeding obturators using durable, vacuum-formed 

ethylene-vinyl materials in a safe and reliable manner. The feeding appliance usage and acceptance are 

made easier by the material's resilience, which easily conforms to the curves of the child's mouth. The 

device is also secure and very well retained regardless the pressures applied to it during the feeding session. 

The objectives of feeding a baby with a CLP are identical to those of feeding any baby: ensuring optimal 

nutrition is the first concern, followed by developing a method as similar to normal as feasible. Eating 

therapies should ease the stress that the newborn and family are under while also fostering growth and 

development and facilitating a regular feeding schedule. The demands of both mother and child may be 

successfully met by the utilization of a feeding appliance, with (Haberman's bottle), or breastfeeding and 

proper lactation awareness. A practical approach, driven by a deeper comprehension of the problem and 

concurrent measures to address the feeding issues, would provide remarkable results immediately. 
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