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ABSTRACT
The purpose of this paper is to highlight the importance of multidisciplinary assistance to treat patients with
cleft lip andjor palate, to evaluate the treatment protocols used by the main centers in Brazil, and to compare
them to the ones used by the main centers in other countries.
The medicai literature regarding congenital malformation was reviewed. A treatment protocol questionnaire was elaborated and sent to all plastic sU1lJerycenters in Brazil that are recognized by the Brazilian
Plastic SU1lJerySociety and to other centers known as active in the treatment of cleft lip andjor palate. The
data about cleft lip andjor palate sU1lJeriespeiformed in the last 5 years were obtained .from the Brazilian
Health Ministry files.
Different treatment protocols have been used in the various centers. There is a consensus about the most
applied sU1lJicaltecbniques, the best agegroup topeiform the sU1lJeries)and the necessity of a multidisciplinary
team. The number ofsu1lJeries increased .from 9)696 in 1995 to 21)022 in 1999. Eighty-three percent ofthe
sU1lJeriesperformcd in 1999 were made in the State of São Paulo.
There is no consensus about treatment protocolsfor cleft patients in Brazil. However; the best results came
from centers that adopt a treatment protocol, have well-trained sU1lJeonsand peiform long-term follow-up.
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INTRODUCTION
The purpose of this study is to highlight me importance of a health multidisciplinary team to treat congenital cleft malformation. The treatment protocols
used in Brazil were evaluated and compared to those
proposed in me medicalliterature.
Government data
regarding hospital admissions for cleft lip and/or palate surgeries were also presented and discussed.

vided by me centers, me prafessionals that compose me teams, me preferred surgical technigues,
and me treatment plan for cleft patients in Brazil.

HEALTH MINISTRY DATA
The data were obtained fram me Health Ministry
hospital admission and surge1)' files and analyzed
according to diseases and States between 1995 and

1999.

MATERIAL AND METHODS
RESULTS
LITERATURE REVIEW
NATIONAL RESEARCH
The literature review allowed us to evaluate me
treatrnent protocols for cleft patients used in different parts of me world and to compare thern to me
Brazilian centers' resources and results.

NATIONAL RESEARCH

Among the 73 contacted
turned me formo

The main conclusions about me plastic surgery centers in Brazil are:
1.

A cleft lip and/or palate treatment

protocol ques-

tionnaire was elaborated and sent to ali centers recognized by me Brazilian Plastic Surgery Society It
was also sent to fifteen non-recognized centers, but
active in assisting cleft patients. The purpose of these
questionnaires was to evaluate me assistance pra-

centers, 45 (61.6%) re-

89% assist patients with cleft lips and/or palate.

2.

In 75% at least three other specialties assist
cleft patients, including dentistry and speech
therapist,
3.

In 80% the plastic surgery team coordinate me treatrnent.

4.

62.5% make less than 5 primary surgeries per rnonth.

5.

25% make more than 10 primary
surgeries per month.

6.

Most of me surgeries in Brazil are
performed in me age graups recommended by the main reference centers in me world.

7.

Surgical techniques are uniform
among me centers, except for cleft
lip bilateral correction.

HEALTH MINISTRY DATA
The statistic data in Brazil regarding me incidence of cleft lip and/or palate are not precise. The incidence of cleft lip associated or
not with cleft palate in me Caucasian population is 1 out of 1.000 bom alive (between
0.7 and 1.3). Considering the data fram me
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last 2 years, there are approximately 3,100,000 livebom infants per year in Brazil. It means approximately 3,100 new cleft lip cases per year.
The Health Ministry data from the last 5 years provided the number of surgeries made for cleft lip
and or palate, the patient gender, the age group,
and the State where the procedures were performed
(Tables I to VI).

DISCUSSION
Themultidisciplinary assistance to cleft patients intends
to provide easy access to the specialties involved in the
rreatment. It also provides information to the patient's
relatives, thus, they can participate in the treatment.
The main specialties are: plastic surgery, dentistry, and
speech therapy. Other important specialties involved
in the treatment of cleft patients are: pediatrics,
maxilofacial surgery, psychology, genetics, otorhinolaryngology,social center, and nursing. The participation of any other specialties rnight also be necessary.The patient should always be assisted
by the same professionals, in order to make
thetreatment consistent. Even when a highlyintegratedteam performs the treatment, it may
need complementation (1,2,3).

ence centers is to evaluate the need for complementary procedures to correct velopharyngeal insufficiency.
The most used surgical technigues to correct
velopharyngeal insufficiency are: secondary palatoplasty, with maximum muscular retroposition;
pharyngoplasty, to enlarge the pharynx posterior wall;
and pharyngeal flaps to unite the pharynx posterior
wall to the soft palate. There is no consensus about
the best technigue. In Brazil, Lessa (1996) recommends pharyngoplasty associated or not with secondary palatoplasty, Zanini (1997) makes secondary
palatoplasty using Furlow technigue in cases of
velopharyngeal occlusion failure ofup to 1.5 cm, and
Collares (1999) prefers surgical revision by the Veau
or Wardill-Kilner technigue associated with intravelar
veloplasty.
Treatment protocols for orthodontics and maxillary
growth are very conflicting. The exact rnechanism that
affects maxillary growth on the cleft side has not been
identified yet(l2,13,14,15).
Differences berween the two

The most used surgical technigue nowadays
forunilateral cleft lip correction was proposed
by Millard, in 1955. There have been variations in this technigue so as to overcome difficulties, but the basic technigue still is to
mak:etwo flaps, advance one, and rotate the
other one.
Millardtechnigue is also the choice for bilateralcleft lip correction. It can be made in one
ar two surgeries. However, among the plastic surgery centers in Brasil, the most used
technigue was described by Spina (1963).
There is no consensus about the best age
group and technigue to perform the palatoplasty.It is believed that the sooner the surgery is performed the better the speech is,
but early surgeries compromise facial development. On the other hand, the longer the
surgery is delayed the lesser facial development abnormalities occur, but late surgeries
comprornise the speeché- 6, 7, 8).
Part of the treatment protocols in the refer-
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sides can be visualized during the examination or by
tests. Several factors have already been considered responsible for this difference: palatal detachment't'";
lip surgery without palatoplasry'!"; lip surgery associated with palate surgery'l'"; primary bone grafting(19);
and preoperative orthodontic treatment'ê'". Interestingly, it was also observed that non-treated cleft patients usually have a normal maxillary growth{21,22).

palate - around 18 months old; alveolar bone grafting - after 8 years old. The best age group to perform
surgeries has not been defined by the medical literature. Chiloplasty and/or palatoplasry have been described as early as the first week of life and as late as
12 months old for chiloplasty and 2 years old for
palatoplasty. Secondary surgeries are more frequent
after the age of 15, but can be done after the age of 2.

The information apprehended from the questionnaires
shows that 89% of the plastic surgery centers in Brazil assist patients with cleft lip and/or palate. In 75%
of these centers, at least three other specialties can assist cleft patients, including dentistry and speech
therapy. In conclusion, cleft patients can be assisted
by multidisciplinary team with specialized professionals in most of the centers evaluated.

Millard's technique is the most used for unilateral cleft
lip. For bilateral cleft lip, Spina's or Millard's techniques are equally used. Veau's, von Langenbeck's,
Wardill-Kilner's or Furlow's techniques are applied
to perform palatoplasty in Brazil and in other countries. Sixry-five percent choose a technique for palatoplasty according to the cleft feature.

Approximately 62% ofthe centers evaluated perform
less than 5 primary surgeries per month and 55% execute less than 5 secondary surgeries. Only 25% perform more than 10 primary surgeries per month and
10% make more than 10 secondary surgeries. These
data show that cleft patients can be assisted throughout the country, but 25% of the centers that perform
a high number of surgeries per month are in the following States: São Paulo, Rio de Janeiro, Rio Grande
do Sul, Paraná, Minas Gerais, Bahia, Goiás,
Pernambuco and Piauí. At least 80% of the surgeries
are executed in the State of São Paulo, whose area
comprises approximately 3% of the national territory.
Sixty-rwo percent of the centers perform less than 5
surgeries per month and do not receive any special
funds to assist cleft patients. Consequently, surgeons
may not be highly trained and treatrnent protocols
may not existo According to the abovementioned,
60% of the centers consider their team incomplete
to assist cleft patients and 75% would like to have
some other specialty working together. This dernonstrates that these centers are interested in improving their assistance.
Most of the centers that perform a high number of
surgeries do not belong to the Brazilian Plastic Surgery Society. The reason for this may be that cleft patients treatrnent is a subspecialty, and most of the recognized centers are school hospitals that have to train
surgeons and treat different diseases.
Most of the surgeries in Brazil are performed in the
age groups recommended by the main reference centers in the world:cleft lip - from 3 months old; cleft
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Questions
related
to bone grafting
and
velopharyingeal insufficiency were not answered by
several centers. There are many possible reasons for
that: the techniques were not familiar, the indication
and results were not known, the auxiliary tests were
not performed, there were difficulties in contacting
the specialist that would make the procedure, and others. Velopharyngeal insufficiency was reported in less
than 20% of the cases in the centers that answered
the questions, the same percentage reported by Witt
et al. (1998). In addition, the techniques utilized to
correct this abnormality are the same as applied worldwide, such as pharyngeal flaps and pharyngoplasty.
Patients admission lasted less than 3 days in most of
the centers. This is a positive fact, because short admissions mean reduced costs. A large number of centers assist patients from other States, and usually do
not offer the patient and his companion any facilities,
such as transportation or lodging.
According to the Health Ministry data, the number
of hospital admissions for cleft lip and/or palate impressively increased in the last 5 years. There were
9,696 admissions in 1995 and 21,022 in 1999. This
difference basically reflects the variation in the admissions in the State of São Paulo, that were 6,463 in
1995 and 17,636 in 1999.
There was also an increased number of primary treatment performed in patients older than the recommended age group, and secondary treatment performed between the age of 10 and 19. The first may
reflect a delay in beginning the treatrnent, and the latter an increased search for good functional and esthetic results due to social and cultural pressures. In
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addition, technological developments allow different
surgical techniques and complex procedures, with less
risks. Consequently, there are more surgeries for refinement, bone grafting, maxillary expansion, pharyngeal flaps, etc.
The data also suggest that there has been an improvement in deft patients treatment performed in Brazil,
and a higher number of patients have been assisted.
This happened mainly in the State of São Paulo, because its large reference centers attract funds. Nevertheless, several other cities throughout the country with
competent professionals and a good volume of patients
should also receive equivalent funds from governrnent.
This would result in a better assistance to deft lip and/
ar palate patients in the whole country.
Concentrating the centers in one region makes the
treatrnent very expensive or even impracticable in a
large country. It would be better to have the regional
centers developed, well equipped, and relying on a
multidisciplinary team. This could also improve campaigns and facilitate low-income population access to
treatrnent. In order to achieve this, it would be necessary to overcome initial difticulties and local interests,
but the results would be saving money, improving
treatrnent quality, and assisting more patients. The
whole treatment for deft patients can last for decades
and it is better done in a center dose to where they
tive.
Campaigns to treat deft patients take the professionais to the patients. The health care providers give inforrnation about the disease, and perform significant
number of surgeries. The surgeries can improve the
function and esthetic in patients who otherwise would
never receive any treatment. But, campaigns can also
be considered palliative and far from the ideal treatment provided by a multidisciplinary team.

4)

There are several centers that could provide
a multidisciplinary assistance to deft patients.

5)

There is an evident concentration
in São Paulo.
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