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ABSTRACT

The purpose of this paper is to ighlight the importance of multidisciplinary assistance to treat patients with
cleft lip and/or 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 medical litevature vegarding congenital malformation was reviewed. A treatment protocol question-
naire was elabovated and sent to all plastic surgery centers in Brazil that are recognized by the Brazilian
Plastic Surgery Society and to other centers known as active in the treatment of cleft lip and/or palate. The
data about cleft lip and/or palate surgeries performed in the last 5 years weve 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 surgical techniques, the best age group to perform the surgeries, and the necessity of a multidisciplinary
team. The number of surgeries increased from 9,696 in 1995 to 21,022 in 1999. Eighty-three percent of the
surgeries performed in 1999 were made in the State of Sdo Paulo.

There is no consensus about treatment protocols for cleft patients in Brazil. However, the best results came
from centers that adopt a treatment protocol, have well-trained surgeons and perform long-term follow-up.
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INTRODUCTION vided by the centers, the professionals that com-
pose the teams, the preferred surgical techniques,
The purpose of this study is to highlight the impor- and the treatment plan for cleft patients in Brazil.

tance of a health multidisciplinary team to treat con-

genital cleft malformation. The treatment protocols HEALTH MINISTRY DATA
used in Brazil were evaluated and compared to those

proposed in the medical literature. Government data The data were obtained from the Health ;\'Iil‘li.‘s‘l’l'_\'

regarding hospital admissions for cleft lip and/or pal- hospital admission and surgery files and analyzed

ate surgcries were also pfescnted and discussed. L’LL‘C()I‘diIlg to diseases and States between 1995 and
1999,

MATERIAL AND METHODS
RESULTS

LITERATURE REVIEW

NATIONAL RESEARCH
The literature review allowed us to evaluate the

treatment protocols for cleft patients used in differ- Among the 73 contacted centers, 45 (61.6%) re-
ent parts of the world and to compare them to the turned the form.

Brazilian centers’ resources and results. : ; ;
The main conclusions about the plastic surgery cen-
ters in Brazil are:

NATIONAL RESEARCH

_ 1. 89% assist patients with cleft lips and/or pal-
A cleft lip and/or palate treatment protocol ques-

tionnaire was elaborated and sent to all centers rec- ahs
ognized by the Brazilian Plastic Surgery Society. It 2. In 75% ar least three other specialties assist
was also sent to fifteen non-recognized centers, but cleft patients, including dentistry and speech
active in assisting cleft patients. The purpose of these therapist.
questionnaires was to evaluate the assistance pro- _
3. In 80% the plastic surgery team co-
e SRS T theensis
Sie Mne Femwle Tokat 4, 62.5% make less than 5 primary sur-
Sdo Paulo 3.631 2832 6.463 (66,65%) gCl'iCS per month.
Piaui 255 248 503 (5,18%)
Rio Grande do Sul 198 133 331 (341%) 5. 25% make more than 10 primary
Tonal 9.696 (100%) su l'gt'I'iCS PL'I' [Tl()ﬂ['h .
Number of surgeries to cleft lip andfor palate repair in 1995, by gender and Union State.
6. Most of the surgeries in Brazil are
performed in the age groups recom-
“ mended by the main reference cen-
e o Bomdte = ters in the world.
Sio Paulo 4329 3.395 7.724 (73,32%)
Parand 234 157 391 (3.71%) 7. Surgical techniques are uniform
Rio Grande do Sul 185 154 339 (3.21%) among the centers, except for cleft
Total 10.534 (100%) lip bilateral correction.
Number of surgeries to cleft lip and/or palate repair in 1996, by gender and Union State.

HEALTH MINISTRY DATA

The statistic data in Brazil regarding the in-

State Male Female Total i = S

= 7 —— T qclcncc of. cl(_:ft lip and‘;’or Pn.lnrc are not pre-
== o i NG cise. ~l?h:: 111c3dc11cc (J.\t cleft l}p -.155;1.)c1;1tcd or
St = — o0 not \\'1F]1 cleft pa]n[c in the (,;mf;asmn popu-
o S Tion lation is 1 out of 1.000 born alive (between

Number of surgeries to cleft lip and/or palate repair in 1997, by gender and Union State. 0.7and 1.3 ). C()I]Sldt‘l'lﬂg the data from the
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last 2 years, there are approximately 3,100,000 live-
born infants per vear in Brazil. It means approxi-

mately 3,100 new cleft lip cases per year.

The Health Ministry data from the last 5 years pro-
vided 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

The multidisciplinary assistance to cleft patients intends
to provide easy access to the specialties involved in the
treatment. It also provides information to the patient’s
relatives, thus, they can participate in the treatment.
The main spu.laitn,q are: plastic surgery, dentistry, and
speech therapy. Other important specmltlcs involved
in the treatment of cleft patients are: pediatrics,
maxilofacial surgery, psychology, genetics, otorhino-
laryngology, social center, and nursing. The participa-

tion of any other specialties might also be nec-
essary. The patient should always be assisted
by the same professionals, in order to make
the treatment consistent. Even when a highly-
integrated team performs the treatment, it may
need complementation 2%

The most used surgical technique nowadays
for unilateral cleft lip correction was proposed
by Millard, in 1955. There have been varia-
tions in this technique so as to overcome dif-
ficulties, but the basic technique still is to
make two flaps, advance one, and rotate the
other one.

Millard technique is also the choice for bilat-
eral cleft lip correction. It can be made in one
or two surgeries. However, among the plas-
tic surgery centers in Brasil, the most used
technique was described by Spina (1963).

There is no consensus about the best age
group and technique to perform the palato-
plasty. It is believed that the sooner the sur-
gery is performed the better the speech is,
but carly surgeries compromise facial devel-
opment. On the other hand, the longer the
surgery is delayed the lesser facial develop-
ment abnormalities occur, but late surgeries
compromise the speech® 7%,

Part of the treatment protocols in the refer-

ence centers is to evaluate the need for complemen-
tary procedures to correct velopharyngeal insufficiency.
The most used surgical techniques to correct
velopharyngeal insufficiency are: secondary palato-
plasty, 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 technique. In Brazil,
mends pharyngoplasty associated or not with second-

ary palatoplasty, Zanini (1997) makes secondary
palatoplasty using Furlow technique in cases of
velopharyngeal occlusion failure of up to 1.5 cm, and
Collares (1999) prefers surgical revision by the Veau
or Wardill-Kilner technique associated with intravelar

veloplasty.

Lessa (1996) recom-

Treatment protocols for orthodontics and maxillary
growth are very conflicting. The exact mechanism that
affects maxillary growth on the cleft side has not been
identified yet' 13,13,14,15) . Differences between the two

State Male Female Total

Sio Paulo 8.393 6.907 15.300 (82.80%)
Parand 187 125 312(1,68%)
Ceard 191 115 306 (1.65%)
Total 18.478 (100%)
Number of surgeries to cleft lip and/or palate repair in 1998, by gender and Union State,

Rev. Soc. Bras. Cir. Plast. S3o Paulo v.15 n.3

State Male Female Total
Sio Paulo 5.612 4.739 10.351 (81,98%)
Ceard 260 150 410 (3.24%)
Rio de Janeiro 133 99 232 (1.83%)
Total 21.022 (100%5)
Number of surgenies to cleft lip and/or palate repair in 1999, by gender and Union State.
Age / Year 1995 1996 1997 1998 1999
<lyo 936 (9,65%) 729 (6,92%) 871 (7.73%) 953 (5.15%) 1.082 (5,14%)
1-4yv.0 2181 (22,49%) | 2.064 (19,59%) | 1.927 (17.10%) | 1.867 (10.10%) | 2.282 (10.85%)
5-9y.0 L146 (11.81%) | 1344 (12,75%) | L350 (11,99%) | 2.076 (11.23%) | 2471 (11.75%)
1014y 0. 1.944 (20.04%) | 2.278 (21,62%) | 2.788 (24.74%) | 5406 (29,25%) | 6.210 (29,54%)
15-19v. 0. 1.919 (19,79%) | 2.349 (22,29%) | 2.646 (23 48%) | 5.394 (29,19%) | 5.947 (28,28%)
20- 39y. 0. 1.421 (14.6%) | 1.636 (15.33%) | 1.584 (14,05%) | 2.641 (14.29%) | 2.898 (13,78%)
40 - 59 y. 0. 113 (1.16%) 108 (1.02%) 78 10,69%) 102 (0.55%) 102 (0.48%)
60 - 79 v. 0. 27 (0,27%) 25 (0.23%) 19 (0. 16%) 33 (0.17%) 25 (0.11%)
=80y o 9 (0,09%) 1 (0,01%) 3 (0,03%) 6 (0,03%) 5(0.02%)
Total 9.696 10.534 11.267 18.478 21.022
Number of surgeries to cleft lip and/or palate repair during the last 5 years, by age group.
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sides can be visualized during the examination or by
tests. Several factors have already been considered re-
sponsible for this difference: palatal detachment'®;
lip surgery without palatoplastv"" lip surgery asso-
ciated with palate surgery!'®); primary bone grafting'?;

and preoperative orthodormc treatment??, Intcrcst—
ingly, it was also observed that non-treated cleft pa-
tients usually have a normal maxillary growth?! 22,

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

Approximately 62% of the centers evaluated perform
less than 5 primary surgeries per month and 55% ex-
ecute less than 5 secondary surgeries. Only 25% per-
form more than 10 primary surgeries per month and
10% make more than 10 secondary surgeries. These
data show that cleft patients can be assisted through-
out the country, but 25% of the centers that perform
a high number of surgeries per month are in the fol-
lowing States: Sao Paulo, Rio de Janeiro, Rio Grande
do Sul, Parani, Minas Gerais, Bahia, Goias,
Pernambuco and Piaui. At least 80% of the surgeries
are executed in the State of Sao Paulo, whose area
comprises approximately 3% of the national territory.

Sixty-two 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 treatment protocols
may not exist. 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 dem-
onstrates that these centers are interested in improv-
ing their assistance.

Most of the centers that perform a high number of

surgeries do not belong to the Brazilian Plastic Sur-
gery Society. The reason for this may be that cleft pa-
tients treatment is a subspecialty, and most of the rec-
ognized 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 cen-
ters in the world:cleft lip - from 3 months old; cleft

palate - around 18 months old; alveolar bone graft-
ing - after 8 years old. The best age group to perform
surgeries has not been defined by the medical litera-
ture. Chiloplasty and/or palatopla‘;t\’ have been de-
scribed as early as the first week of life and as late as
12 months old for chiloplasty and 2 vears old for
palatoplasty. Secondary surgeries are more frequent
after the age of 15, but can be done after the age of 2.

Millard’s technique is the most used for unilateral cleft
lip. For bilateral cleft lip, Spina’s or Millard’s tech-
niques 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 coun-
tries. Sixty-five percent choose a technique for palato-
plasty according to the cleft feature.

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 oth-
ers. 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 world-
wide, 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 ad-
missions mean reduced costs. A large number of cen-
ters 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 im-
pressively 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 admis-
sions in the State of Sao Paulo, that were 6,463 in
1995 and 17,636 in 1999,

There was also an increased number of primary treat-
ment performed in patients older than the recom-
mended age group, and secondary treatment per-
formed between the age of 10 and 19. The first may
reflect a delay in beginning the treatment, and the lat-
ter an increased search for good functional and es-
thetic 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 re-
finement, bone grafting, maxillary expansion, pharyn-
geal flaps, etc.

The data also suggest that there has been an improve-
ment in cleft patients treatment performed in Brazil,
and a higher number of patients have been assisted.
This happened mainly in the State of S3ao Paulo, be-
cause its large reference centers attract funds. Never-
theless, several other cities throughout the country with
competent profcss;onals and a good volume of patients
should also receive equivalent funds from government.
This would result in a better assistance to cleft lip and/
or palate patients in the whole country.

Concentrating the centers in one region makes the
treatment 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 cam-
paigns and facilitate low-income population access to
treatment. In order to achieve this, it would be neces-
sary to overcome initial difficulties and local interests,
but the results would be saving money, improving
treatment quality, and assisting more patients. The
whole treatment for cleft patients can last for decades
and it is better done in a center close to where they
live.

Campaigns to treat cleft patients take the profession-
als to the patients. The health care providers give in-
formation 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 treat-
ment provided by a multidisciplinary team.

CONCLUSIONS

1) Being assisted by a multidisciplinary team is
fundamental for cleft lip and/or palate treat-
ment.

2) There is no consensus about treatment pro-
tocols.

3) The best results are obtained by centers that
adopt a protocol, have a well-trained surgi-
cal team, and perform long-term follow-up.

4)

5)

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

There 1s an evident concentration of centers
in Sao Paulo.
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