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INTRODUCTION: Tessier cleft 3 is a very rare congenital anomaly,(2) especially the bilateral form. 

Very few cases have been reported worldwide.(1,2) I report a case of bilateral Tessier cleft 3 

presenting at the age of three months with clefts extending from philtral regions, undermining the 

nasal alar bases to the medial canthal areas bilaterally. There were bilateral complete alveolar clefts 

with mild protrusion of the pre-maxilla, but the rest of the maxilla including the palate was not 

involved. Surgical correction was started at the age of three months and completed at the age of one 

and half years in three stages. There was no intra-operative or postoperative complications and the 

final result was satisfactory. 

 

CASE HISTORY: A three months old female baby presented with bilateral facial clefts. The clefts were 

extending from philtral regions upwards undermining the alar bases to the medial canthal areas 

bilaterally, medial to the punctums. There were bilateral alveolar clefts with mild protrusion of the 

pre-maxilla. The prolabium was very small. Rest of the maxilla including the palate and orbital floor 

was intact. The distance between the medial canthus and the nasal ala was grossly reduced 

bilaterally. The naso-lacrimal duct systems were disrupted and both the punctums were blocked. 

There was downwards and lateral displacement of the punctums with mild ectropion of the lower 

eye lids, more in the left side with exposure of the cornea. There were no other congenital anomalies 

clinically and the general health of the baby was satisfactory. There was no suggestive maternal or 

family history. 

 The repair (3,4) was planned in multiple stages and the left side was operated first. An incision 

was made along the junction of the lower eyelid and the cheek with a small back cut to raise the lower 

eyelid with the punctum to the medial canthal region.(5). A triangular flap(5) raised from the medial 

side of upper eyelid and lateral wall of nose was transposed to cover the defect thus produced. The 

soft tissue of the cheek and malar area was undermined and advanced medially. The nasal ala was 

released and pulled downwards with a back cut and the fibrotic lacrimal(2,6) duct system was excised. 

A tension free repair was achieved. A vermillion turn-down flap from the lateral lip element was used 

to form the prolabial vermillion.(5) 

 A similar procedure was performed in the right side after three months. However, there was 

complete dehiscence of the lip repair in the right side with partial dehiscence of the canthopexies. 

Corneal exposure was not present. The baby was operated again at the age of one and half years for 

repair of the lower eyelids and the lip. There were no other post-operative complications and the 

facial appearance at the age of two years was satisfactory. 

 

DISCUSSION: Tessier cleft No. 3 is a well-known entity.(1,2,5) It is also defined as naso- ocular cleft, 

nasomaxillary dysplasia and Oblique facial(2) cleft by various authors. The cleft lies along the region of 

the union of medial and lateral nasal processes with the maxillary process. Failure of fusion of the 

processes, failure of mesodermal penetration, failure of naso-optic groove formation are various 
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explanations of the deformity.(2) The upper lip cleft is located at the same region as commonly seen 

cleft lip and the alveolar cleft lies between the lateral incisor and the canine tooth.(2) However, as the 

cleft travels north bound, it undermines the nasal alar base to the medial canthus and produce 

coloboma of the lower eyelid medial to the punctum.(2) The vertical distance between the base of the 

ala and the medial canthus is reduced.(2) The medial canthus is displaced inferiorly and the naso-

lacrimal duct system is disrupted.(6)  

In mild form there may be coloboma of the nasal ala only.(4) However, encephalocele,(7,8) 

complete absence of frontal process of maxilla, orbital floor and confluence of the orbit, maxillary 

sinus and oral cavity can be seen in severe forms.(4) The present case had bilateral clefts. The upper 

lip cleft was bilateral with bilateral alveolar clefts and mildly protruded pre-maxilla. The clefts 

extended upwards along the alar grooves to the medial canthi bilaterally with coloboma of the lower 

eyelids. The rest of the maxilla including the palate, frontal bone, orbits was not involved. 

Like any facial cleft surgery, correction of soft tissue defects (3,4) is the primary goal of 

treatment. Cleft 3 represents one of the most challenging malformations for reconstruction. The ‘split 

approach’ proposed by R. K. Misra et al(5) is very useful in planning the repair. Accordingly, the repair 

can be divided into lid component, lip component and naso-malar component. The lower eye lid 

along with the punctum is released by making an incision along the junction of the lower eyelid and 

the cheek and attached to the medial canthal area.  

The defect produced is closed by a triangular flap from the lateral nasal wall after the 

canthopexy. The vertical distance between the ala and the medial canthus can be corrected by a well-

planned z-plasty.(3,4,5) Wide undermining of soft tissue over maxilla and zygomatic arch should be 

done to achieve tension free closure. Bony defects are corrected by bone grafting.(2) The lip repair can 

be done in the same stage or in another stage. A back cut in the nasolabial crease is required to rotate 

the lateral segment downward and Veau-3 type of repair (5) for bilateral cleft lip can be followed. 
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PHOTOGRAPH 2:   EARLY  POST 
OPERATIVE  PHOTOGRAPH  AFTER 

REPAIR  OF  THE  LEFT  SIDE 

 

PHOTOGRAPH 1:  BILATERAL TESSIER 
CLEFT  3 AT PRESENTATION 

 

PHOTOGRAPH 3:  REPAIR  OF  THE  RIGHT 
SIDE  WAS  DONE  SIMILARLY 

 

PHOTOGRAPH 4:  DIAGRAMMATIC 
REPRESENTATION OF THE RIGHT 

SIDED REPAIR 
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PHOTOGRAPH 5:  REPAIR  OF  THE  LIP 
AND  LOWER EYELID  DEFECTS 

 


