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CASE REPORTS

Tooth and foreign object in the nasal fossa

of a child with a cleft: case report

Dennis N. Ranalli, DDS, MDS Betty Jane McWilliams, PhD

William S. Garrett, Jr., MD

Abstract

A report is presented of a male patient, 5 years, 10 months
old, with a palatal cleft complicated by both a tooth and a
foreign object in the nasal cavity. The presence of these
concurrent conditions contributed to nasal obstruction with
associated speech problems, accretions, and chronic rhinor-
rhea. The importance of a thorough diagnostic work-up and
interdisciplinary treatment planning is emphasized.

Literature Review

The occurrence of dental anomalies such as congeni-
tally missing, malformed, and supernumerary teeth in
children with clefts has been documented to be more
frequent than in the noncleft population (Jordan et al.
1966; Fishman 1970; Jacobson and Rosenstein 1970;
Ranta 1982). Furthermore, the treatment of these abnor-
malities has been shown to contribute to the total health
care of children with clefts (Fishman 1970).

Inaddition to morphologic variability, children with
clefts exhibit numerous abnormal conditions related to
tooth position and occlusal development. Conditions
have been reported such as posterior crossbite
(Schwartz et al. 1984), ectopic eruption of the maxillary
permanent first molars (Carr and Mink 1965; Ranalli et
al. 1986), and eruption of teeth into the nasal cavity
(King and Lee 1987). However, teeth in the nasal cavity
arerare. King and Lee (1987) recommended early diag-
nosis and treatment to prevent secondary infection and
to improve patency of the nasal airway.

The presence of foreign objects in the oral and nasal
structures of children has been reported often. In many
of these instances, such objects have been discovered
during pretreatment diagnostic dental radiographic
examinations (Goldstein and Gottlieb 1973; Hunter
1973; Grimes and Ranalli 1983). Some of the foreign
bodies found were lost dental instruments (Nazif 1971;
Bump and Roche 1973; Beernster 1978), and some were
objects lodged into the nose by the children themselves
(Goldstein and Gottlieb 1973; Hunter 1976).

Objects in the nose decrease nasal air flow, thereby
increasing nasal resistance. These objects may result in
detectable alterations in the resonance of speech in the
form of nasal turbulence, cul-de-sac resonance and
hyponasality (McWilliams et al. 1984).

The purpose of this paper is toreport an unusual case
in which both a tooth and a foreign object were discov-
ered in the right nasal fossa of a child patient with a cleft.

Case Report

A 5-year, 10-month-old white male was referred by
his plastic surgeon from another state for team evalu-
ation at the University of Pittsburgh Cleft
Palate-Craniofacial Center. The referring physician
was concerned that the patient’s speech problems were
not responding to speech therapy. The patient was well-
nourished and well-developed, with a history of hospi-
talizations for surgical repair of a complete cleft of the
right lip, alveolar process, and palate, as well as for
several tympanostomies with tubes for the manage-
ment of middle-ear ailments.

Upon visual examination, the repaired palate ap-
peared to be short, and an asymptomatic fistula on the
labial surface of theright alveolar process was noted. An
expansion appliance was in place in the maxillary arch
to correct a bilateral crossbite secondary to maxillary
arch collapse. The patient’s oral hygiene and gingival
status were normal and the dentition was in good re-
pair.

The patient’s hearing was in the borderline range,
with losses averaging 23dB for the left ear and 22dB for
the right ear. The examining speech pathologist found
language development to be excellent, articulation
marked by a nasal snort for /s/ and /z/, reduced
pressure on sibilants, mild hoarseness, a facial grimace,
very slight nasal escape on the left side and none on the
right, as well as mild hypernasality combined with cul-
de-sac resonance. These combined observations sug-
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gested velopharyngeal
incompetence compli-
cated by obstruction of
the nasal airway, and
indicated exploration of
the nasalairway (McWil-
liams et al. 1984).

During headlamp
speculum examination,
complete occlusion of
the right nostril was ob-
served as a result of a
tilted alveolar process.
Posterior to that, a super-
numerary tooth had
erupted nasally — the Fig 1.
probable cause of the
patient’s chronic rhinor-
rhea on theright side. An
extraoral lateral radio-
graph of the nasal area
confirmed the presence
of the nasal tooth butalso
revealed an irregularly
shaped radiopaque
shadow superior and
posterior to the tooth (Fig 1). Videofluoroscopic exami-
nation confirmed the presence of the tooth in the nasal
airway and of the radiopaque shadow. The nasal ob-
struction on the right precluded placement of contrast
medium. Velopharyngeal incompetence also was
noted. There was poor motion in the soft palate and
inconsistency of movement. However, movement of the
lateral pharyngeal walls was excellent. The patient
never achieved velopharyngeal closure, and reflux was
present during swallowing.

The following recommendations were made to the
patient’s referring plastic surgeon:

lateral
radiograph of nasal area of a
five-year, 10-month-old white
male with unilateral complete
cleft of the lip, alveolar process
and palate on the right side.

Extraoral

Arrow (a) — irregular
radiopaque area containing
accretions surrounding small
pieces of aluminum foil. Arrow
(b) — supernumerary tooth in
right nasal fossa.

1. Discontinue ongoing speech therapy pending re-
moval of nasal obstructions

2. Continue otological surveillance

3. Arrange for preferential seating in school to pro-
vide the best possible auditory environment

4. Perform pharyngeal flap surgery with removal of
nasal obstructions

5. Reassess speech three months postoperatively
and before reinstituting speech therapy.

The nasal tooth was removed, and exploration of the
mass revealed significant accretions surrounding small
pieces of aluminum foil, which the child apparently had
lodged into his nose. The pharyngeal flap was delayed
because the nasal surgery had been traumatic, and time
was required for recovery and healing before proceed-
ing with further surgery.

Discussion

This case demonstrates the need for thorough diag-
nostic evaluations of children who present complex
speech problems, before undertaking speech therapy.
Since speech problems resulting from increased nasal
resistance cannot be modified by speech therapy alone,
such intervention has little chance of success.

This case also points to the value of close diagnostic
and treatment collaboration among surgeons, dentists,
and speech pathologists. Without this kind of close
interaction, this child’s problem might never have been
identified.
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