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Summary

B ilateral alveolar process fissure causes important
functional and aesthetical limitations and thus difficulties in
terms of social and family integration and interaction for these
patients. Aim: (A) to assess motivations and expectations
Treatment-wise and (B) to assess social inclusion and
integration brought about by the surgery. Materials and
Methods: retrospective observational study involving 50
participants recruited among the patients submitted to the pre-
maxilla repositioning procedure from January of 2003 to July
of 2005 at the Centro de Atendimento Integral ao Fissurado
Labio-Palatal in Curitiba (CAIF), Parani, and an assessment
questionnaire was used. Results: as far as the care protocol
is concerned, results show a 90% success rate of surgeries.
As to surgical and personal satisfaction rates are concerned,
76% sought treatment for personal satisfaction reasons and
86% reported having had more self-confidence after the
surgery. Conclusions: Most of the patients submitted to the
maxilla repositioning saw surgery as a continuation of the
care previously given, with the expectation of better looks
and self-confidence and, 96% of them were pleased with the
results attained, which facilitated their social inclusion and
re-integration.
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INTRODUCTION

Patients with bilateral fissure in their alveolar
process and pre-maxillary overprojection are victims of
prejudice and have relationship difficulties in their social
groups. Therefore, the benefits achieved with maxillary
defect reconstruction not only help with a better cosmetic
appearance, but also give these children back their biolo-
gical, psychological and socio-cultural identity.

Reconstruction of the maxillary defect with auto-
genous bone graft has benefited patients with lip-palatal
cleft, especially those with unilateral alveolar clefts™. In
order to treat the premaxilla in patients with bilateral cleft
there are two options: complete removal of the premaxilla
(causing better lip closure®) and premaxillary repositioning
with autogenous bone graft®’.

Surgical treatment of patients with bilateral clefts can
have severe implications since premaxilla manipulation
can impair regional bone growth. There are controversies
whether or not the surgical intervention in the premaxilla
can be carried out before or after complete facial growth.

Besides the technical aspect, one must take into
account the expectations of patient and family regarding
the results of the procedure performed, since this severe
facial deformity can impact the patient’s inclusion and
integration in his/her social environment.

After the importance of oral health was established,
there has been great interest in the use of instruments to
measure health-related life quality issues, with the goal of

assessing the impact of oral disease or deformity on the
individual’s life®?.

Thus, we tried to assess the motivations and ex-
pectations as far as treatment is concerned, as well as the
individual’s perception of social inclusion and integration
after the procedure.

MATERIALS AND METHODS

Our study involved a sample with 50 patients, 33
(66%) males and 17 (34.4%) females, all with bilateral
transforaminal clefts; operated between January of 2003
and July of 2005 (this study was approved by our Ethics
in Research Committee under protocol # 552).

The procedure was complex and the patient’s social
inclusion, especially in this age range, was the major be-
nefit achieved. The present investigation aimed at studying
and assessing the social consequences and the impact on
the patients’ quality of life, through a questionnaire which
replaced the CAIF protocol. (Chart 1)

The patients were educated about the study and
signed a free and informed consent form, authorizing
the staff to perform the treatment proposed, as well as to
disclose the results achieved. Full privacy was given to the
children and their guardians (without time constraints) in
order to answer the questions in the questionnaire, and
the answers were submitted to a joint evaluation com-
mittee by the institution’s head of pedagogy in order to
assess its true social benefit. The surgical technique used
is described below.

Chart 1. Questionnaire used to assess the expectations of patients with labio-palatine clefts.

1- Why did you look for treatment?

a) Because | wanted to chew, speak and eat better.

b) Because you were concerned with your physical appearance and wanted to look handsome (pretty).

c) Because the physician or dentist said it was necessary.

d) You looked for treatment yourself because you were concerned and embarrassed because of the problems in your mouth.

2- What did you expect to improve with surgery?

a) To make more friends, to lighten up and to talk more at home and at school.

b) To look better.

c) Your school grades would improve.

d) Would feel better with yourself.

3 - Which were the changes you noticed after surgery?
a) | looked better.

b) Felt it became harder to say some words.

c) Felt that life, in general, got better after correcting the problems in my mouth.

d) Did not notice.

4 - Are you pleased with treatment?
a) Yes.

b) No.
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With the patient under general anesthesia, the rhino-
pharynx was blocked by sterile gauze in order to protect
the upper airways. The surgical technique used involves
the injection of 2% lidocaine with 1:200.000 adrenalin in the
region to be operated, in order to cause vasoconstriction
and analgesia. With a 15 blade we make a vertical incision
in the cleft borders, extending it posteriorly with an intra-
sulcus incision - 1 to 2 teeth away from the cleft. In this
region we make a relief incision towards the vestibular
fundus, and we raise a mucoperiosteal flap.

On the border of the premaxilla cleft we make a
vertical incision and raise it only far enough to expose
the remaining alveolar bone. In the palatine portion we
expose the bone which supports the premaxilla. Using
a reciprocating saw we make an osteotomy posteriorly
to the premaxilla. Following that we incise the palatine
mucosa on the palatine cleft site, keeping about 1.5cm of
palatine mucosa attached to the premaxilla. The prema-
xilla was pushed anteriorly and, following that, the nasal
mucosa is separated from the oral, and the nasal floor
and is bilaterally closed with resorbable suturing wire. As
soon as the nasal floor is sealed, we suture the palatine
mucosa with what was left from the premaxilla palatine
mucosa. The surgical guide is placed in and the premaxilla
is repositioned.

In the donor area, when the mandibular symphysis
is used, we make an incision in the labial mucosa, 1.5cm
below the lower lip red area, cutting through mucosa and
muscles, and then we push the scalpel towards the man-
dibular bone. After raising the periosteum with a rotating
burr, we make an osteotomy with an adequate design in
order to fit it to the cleft defects.

The bone graft blocks are fitted to the clefts and
fixed with straight miniplates and screws. The miniplates
are fitted in order to stabilize the grafts and the prema-
xilla to the remaining maxilla. The surgical guide, besides
providing for a new premaxilla placement, it also helps
supporting and fixing it, and must remain for at least two
months fixed to the upper teeth arch. The graft is covered
with the mucoperiosteal flap, shifted through periosteum
relief incisions on the flap base. The cleft closing is done
with a tension-free flap and the suture is carried out with
nylon wire.

Post-op follow up was in an outpatient basis and
the suture was removed in two weeks. The surgical guide
was removed two months after the procedure. After such
period, the patient was then referred back to his/her or-
thodontist in order to continue treatment.

RESULTS

As far as treatment protocol is concerned, it involved
orthodontic assessment, with the placement of brackets
in the maxilla to correct the maxillary atresia and to try

to better position the premaxilla. The age for surgery was
established based on the position of the upper and lower
canine teeth - between 8 and 12 years, and the lower ones
- depending on the stage of dental eruption, graft removal
from the mandibular symphysis region is done to create
space for the osteotomy without damaging the teeth roots
with the cutting burr (Photograph 1). Despite all of this, in
most of the patients (24) the graft was removed from the
mandibular symphysis region and in 26 of them we used
iliac crest bone graft - for those more severely affected.

Photograph 1. Pre-operative aspect of the labio-palatal cleft.

After the patient was considered fit for surgery, a
pre-op consultation is carried out and the following tests
are ordered: facial radiographs, panoramic radiograph,
side-view teleradiography and upper occlusal and periapi-
cal intrabuccal radiographs of the upper incisive teeth. In
the same preoperative consultation the upper and lower
dental arches are molded with alginate and, by means of
a simulated surgery in the gypsum casts, the premaxilla
is cut and replaced in a more satisfactory position, which
allows for a more satisfactory arch shape, reducing the
premacxilla projection and the spaces corresponding to the
cleft. At this stage an auto curing acrylic surgical guide is
made in order to be used during surgery and to help po-
sition the premaxilla. The orthodontist is asked to glue the
orthodontic brackets to the upper molar and incisive teeth
to help fix the surgical guide using 0 steel suturing wires.

Among the 50 operated patients, 45 (90%) cases
were successfully operated, there was proper graft take and
the bucco-nasal clefts were closed. In the five remaining
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patients (10%) treatment failed or there was only partial
success (one patient had bilateral graft loss; two patients
had unilateral graft loss and there were two cases of prema-
xilla necrosis) after the first procedure. In the three cases of
graft loss, the patients were submitted to a new successful
intervention. In the two cases of premaxilla loss because
of necrosis, new grafting procedures were carried out in
order to recover the premaxilla, with satisfactory results.

The parameters used to conclude for treatment
success were based on occlusal and periapical radiogra-
phs, carried out 06 months after surgery. Clinical exam
showed cleft bone filling and no premaxilla movement.
New periapical and occlusal radiographs were carried
out 12 months after surgery in order to check for upper
canine irruption and orthodontic movement of those teeth
adjacent to the cleft. (Photograph 2).

As to the reason for surgery, 84% of the patients
came because of a professional referral and only 16% came
seeking improvement of aesthetics and function (Table 1).

Photograph 2. Post-operative aspect of the labio-palatal cleft.

Table 1. Frequency distribution of reason-to-seek-treatment variable,
in the total sample.

Frequencies
Absolute (n) Relative (%)

Reason for seeking

Functional improvement 3 6%
Cosmetic improvement 5 10%
Professional indication 42 84%
Your own initiative 0 0%
Total 50 100%

As to the results regarding expectations after treat-
ment, 76% came for surgery for personal satisfaction rea-
sons (aesthetics). 18% of the interviewed patients expected
improvements in their social and affective relationships,
and 6% were interested in better professional conditions
(Table 2).

Table 2. Frequency distribution of the expectation-of-improvement-
with-treatment variable, in the total sample.

Frequencies
Absolute (n) Relative (%)

Seeking reason

Social/affective 9 18%
Physical/cosmetic 0 0%
Professional/school 3 6%
Personal satisfaction 38 76%
Total 50 100%

The changes seen were significant, 86% reported
better self-confidence and 14% reported changes in their
physical appearance (Table 3).

Table 3. Frequency distribution of the changes-perceived-after-treat-
ment variable, in the total sample.

Frequencies
Absolute (n) Relative (%)

Reason for seeking

Physical appearance 7 14%
Voice difficulties 0 0%
More confident 43 86%
Not noticed 0 0%
Total 50 100%

As far as result satisfaction goes, 96% were pleased
(Table 4).

Table 4. Frequency distribution of the satisfaction-with-treatment-
results variable, total sample.

Frequencies

Gender
Absolute (n) Relative (%)
Satisfied 48 96%
Unsatisfied 2 4%
Total 50 100%
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DISCUSSION

Surgical intervention in patients with bilateral clefts
cause great repercussion, especially regarding a procedure
done to the premaxilla, considering impact on maxillary
growth. Nonetheless, the age recommended for secondary
bone graft is between 8 and 12 years', and the damage
to growth in such region may have been already caused
during primary lip and/or palate closure''. This concept
is also supported by other authors, who suggest that the
pre-maxilla can be repositioned even before the end of
facial growth without impairing the patient’s growth ou-
tcome. They also suggest that a later class IIT development
can be attributed to a mandibular prognathism and not a
maxillary hypoplasia'?. Other groups of researchers agree
that the premaxilla osteotomy allows for a proper upper
arch alignment and creates a better tilt of upper incisive
teeth13. As to the type of graft used, there are many do-
nor areas that can be used; the mandible is the best one
because it bears similar embryonary origin'*!7.

On the other hand, many studies have analyzed the
psychosocial aspects and the benefits reached with the sur-
gical treatment of patients with bilateral cleft. They believe
and assign a great importance to the maxillo-facial complex
in establishing the looks of human beings, especially after
analyzing those with congenital labio-palatal malforma-
tion*'. Children with labio-palatine clefts at school age
usually face a very negative social experience regarding
the reaction of children and other people when looking
at them. The initial difficulties tend to minimize with time
and rehabilitation, which must start as soon as possible’.

One aspect to be stressed is the repercussion of
the treatment proposed bringing about a raise in the self-
esteem of these patients. Satisfaction leads the individual
to feel confident, useful and necessary to the world. Dis-
satisfaction causes a feeling of inferiority, weakness and
powerlessness in their lives or varied disease processes'.
A person with chronic low self-esteem may develop health
problems#.

In the present investigation, we associated the im-
provements reached in home life and school performance
with an increase in the self-esteem of these children. This
correlation could be based on the fact that it is at school
that children have to face new relationships and peer judg-
ment, and their facial looks play a very important role in
this judgement’. Adding to this idea, there are authors who
advocate the existence of a personal identity that others
assign among themselves based on their physical appea-
rance. The person the individual becomes is a historical
construction which includes self-representation and the
representation that others make of them. The body gathers
a number of fears and fantasies which establish the degree
of satisfaction the individual has with him/herself**. The
concept of self-esteem has been studied and considered an

important mental health indicator?*?, Criticism, in general,
establishes the need to employ accurate tools to assess the
self-esteem needs of each individual, especially in children.
For this reason, it is worth to perform this study assessing
the levels of self-esteem in children with bilateral clefts of
their alveolar processes.

The analysis of life quality assessment questionnai-
res in children shows the lack of consensus regarding the
use of an assessment tool. Whenever the child is skilled
at providing reliable and valid data, its direct application
in these patients is the ideal strategy because if matches
the very definition of quality of life which emphasizes the
patient’s subjectiveness”.

An assessment tool like this one, employed by
means of an interview may be more expensive than the
questionnaire employed. For very young children or those
severely impaired, those in charge can provide information
which could not be gathered otherwise. The perspective of
the guardians is to assess the impact of health on children
and decide whether or not this child should be treated
based on the determining variables of family dynamics,
which is an integral part of the child’s quality of life®.

There are numerous disadvantages in using parents
as respondents. First, a report by a representative does
not match a concept of quality of life, which is defined
according to the patient’s subjective opinion®. Second, the
report from fathers and mothers may not match®*, it is
recommended that the parents be assessed and then the
information be crossed, in order to find possible errors®.
Third, the report of guardians on the impact of the dise-
ase on their children is based on knowledge about how
there are affected themselves. Finally, it is not totally clear
whether the parents would be the best adults to answer
the questionnaire®, since some children can spend more
time with teachers and care givers or other family mem-
bers than parents, and thus another adult would have
better knowledge regarding the social and psychological
functioning of the child®. Because of this lack of consen-
sus, some researchers have suggested the need to obtain
information from guardians and children®. This approach
may provide more complete information of how either
the disease or the treatment impacts the lives of children
and their families®. Nonetheless, authors® state that it is
clear that we are yet very short of a uniform and univer-
sal conception of quality of life in childhood, and also
regarding the means to assess this concept adapted to the
pediatric universe. It is a priority to have it very clear the
need to instate definitions which translate the interests of
children and adolescents, and not the adults who assess
them, and that assessment methods be installed to capture
the individuals’ perceptions to be assessed, and not the
expectations and perceptions of the caregiver, being him
a parent or a health-care professional.

Thus, the self-assessment of oral health and global
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satisfaction with life gives children and their guardians the
opportunity to express their own personal understanding
of reality and health. The results found in the present study
regarded the sample studied and cannot be generalized for
the entire population of people with bilateral clefts from
the Centro de Atendimento Integral ao Fissurado Labio-
Palatal, and the size of this sample is the very limiting
factor of this study. After analyzing the data seen on the
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