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The craniofacial cleft is a rare congenital anomaly with a 
reported incidence of only 1.5 to 5 per 100,000 births1. One 
of the methods for classification of the facial cleft is by the 
Tessier classification. This method was first described by 
Paul Tessier in 1976 and is still widely used today. It is based 
on 15 different anatomical positions of the cleft in relation to 
the orbit2. They are numbered from 0 to 14, whereby clefts 0 
to 7 are facial defects from the lower hemisphere, clefts 9 to 
14 are from the upper hemisphere and cleft eight forms the 
equator. 

A multidisciplinary approach is essential in the management 
of these cases as the facial cleft involves defects of not only the 
skin and muscles, but also all the other structures surrounding 
it. Multiple surgical procedures need to be performed, one 
at a time as the child grows. It is important to distinguish 
between functional issues and cosmetic or aesthetic issues to 
decide which procedure to perform first. 

The aim of this presentation is to report the multidisciplinary 
sequence of procedures to manage Tessier Number 4 Facial 
Cleft. 

THE CASE 

A male infant presented with facial anomalies at day one of 
life. He was born at term gestation with a birth weight of 2.88 
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kilograms. The plastic and reconstructive surgery team found 
that the baby had right Tessier number 4 cleft and termed 
it oro-ocular cleft. It begins laterally to the cupid bow and 
skirts around the nose to end in the lower eyelid medial to 
the punctum. Pediatric surgery, otorhinolaryngology (ORL), 
ophthalmology, neurosurgery as well as oral and maxillofacial 
surgery (OMFS) were consulted. 

The right facial cleft was noted to be extending intra-orally 
to the right pre-maxillary region and orbital floor. The right 
lower eyelid was missing. No anomaly was seen within the 
nasal cavity. Left macrostomia was also noted. A computed 
tomography of the orbit revealed a unilateral right paramedian 
cleft lip and palate extending to the inferior-medial part of the 
right orbital floor. The feeding was established initially via 
nasogastric tube and later bottle-feeding and breastfeeding.

The patient was discharged from the neonatal ward at day 7 
of life. Six months later the patient was admitted for the first 
stage of craniofacial reconstruction, the patient’s weight was 
6.8 kilograms see figure 1. Intraoperatively, a large coloboma 
of the right lower eyelid with orbital dystopia was found. 
The lower eyelid lacrimal apparatus was missing. The right 
upper eyelid was missing and the orbital floor was defective. 
Also, a complete right cleft lip and alveolus was found. His 
soft and hard palate were intact. The edges of the cleft were 
excised and the lower eyelid margin was reconstructed by 


