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ABSTRACT

Background: Referring cleft patients to a specialized
medical center at the earliest possible time after birth provides
the best outcome and minimizes possible complications. For
diversity of economic and social factors, some patients may
not receive the adequate care and surgical repair at the proper
time and present late in adulthood with totally or partially
unrepaired clefts.

Patients and Methods: Patients with untreated primary
cleft deformity older than 16 years, who were treated at The
Department of Plastic Surgery, Sohag University, in the period
between 2009 and 2019, were retrospectively reviewed. The
assessment included evaluation of demographic data (age at
first consultation and sex distribution), type and laterality of
cleft, patients' social and educational status, and previous
cleft surgeries. Patients' satisfaction following surgery was
also assessed.

Results: All adult patients with untreated primary cleft
deformity in this study were males, unilateral cleft lip and
palate was the commonest deformity. Mgjority of patients had
no education. Marriage was the main motive for having surgery
done. All patients were moderately to highly satisfied with
surgical outcomes.

Conclusions: Although uncommon nowadays, unrepaired
primary cleft deformity in adults can still be seldom reported
in some patients especially in lower socioeconomic classes.
Surgical repair is more challenging and need more radical
solutions, but it achieves good satisfaction in all patients.

Key Words: Cleft lip and palate — Adults, Late presentation
— Unrepaired — Untreated cleft.

INTRODUCTION

Cleft lip and/or palate is one of the most com-
mon congenital deformities that have cosmetic,
psychosocial and functional impacts especially on
speech, hearing, feeding and dental development
[1]. Average incidence of cleft deformity is1in
600to 1in 1,000 live-births[2,3]. One of the most
critical aspectsfor achieving best resultsisto select
the best time for repair; too early surgical interven-
tion may affect facial growth while late intervention
may compromise speech [4]. Referring cleft patients
to a specialized medical center with a multidisci-
plinary team service at the earliest possible time
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after birth would provide the best outcome and
minimize possible complications[5]. Variable socia
and financial factor may affect timing of patient's
access to medical service and cleft care, some
patients may not receive the adequate care and
surgical repair at the proper time and present late
in adulthood with totally or partially unrepaired
clefts. Late presentation of adult patients with
untreated clefts has been published in different
reports that discussed facial growth or dental ab-
normalities, surgical procedures and compared
outcomes to early cleft repair [6-12].

This study aimed at discussing the epidemio-
logical, morphological, and social characteristics
of an adult patient population with unrepaired cleft
lip and/or palate, their motivation for having cleft
repaired, and surveying their satisfaction following
surgeries.

PATIENTSAND METHODS

This retrospective study was conducted to iden-
tify all adult patients with untreated cleft lip and/or
palate who were presented and treated at The
Department of Plastic and Reconstructive Surgery
in Sohag University between July 2009 and No-
vember 2019. The study was approved by the
Research Ethical Committee of the author's insti-
tution. All the charts for cleft patients were re-
viewed. Patients 16 years old or morepresented
with untreated primary cleft lip and/or cleft palate
deformity who had complete records were included
in this study. All cleft patients were seen and
followed by amultidisciplinary cleft team consisted
of aplastic surgeon, dentist, orthodontist, speech
therapist, and audiologist. The assessment included
evaluation of demographic data (age at first con-
sultation and sex distribution), type and laterality
of cleft, patients' social and educational status, and
previous cleft surgeries. We used a simple five-
point Likert scale to assess patients' satisfaction
following surgery with 1 (highly dissatisfied) and
5 (highly satisfied) [13].



170 Vol. 45, No. 3/ Primary Cleft Repair in Adults with Untreated Cleft Lip

Surgical technique:

Cleft palate surgeries were done under general
anesthesia while cleft lip repair was done under
general or local anesthesia according to severity
of the deformity and patient's preference. Cleft lip
deformities were treated by Mohler [14], while
bilateral clefts were treated with one stage Mulliken
repair [15]. Vomerine osteotomy and setback of
severe prominent premaxilla helped tension free
lip repair. Palatoplasty was performed using von
Langenbeck (straight line closure of the palate with
lateral palatal releases), and Sommerlad [16] (radical
muscle dissection) techniques. Whenever feasible,
simultaneous cleft lip and palate repair was done
in one stage. If not feasible, we prefer to do palatal
repair first to get the patient back to do lip repair.
Nasal deformity was managed according to severity.
Severe nasal deformity was aggressively handled
to dissect and reposition alar cartilage, elongate
short columellaand fix the deviated septum. Speech
assessment is part of routine protocol and speech
therapy is decided according to each patient's need.
Patients with dental deformities were advised to
follow with our orthodontist.

RESULTS

Patients' records of 1767 cleft patients who
were treated at The Department of Plastic Surgery,
Sohag University were reviewed; 17 patients with
minimum age 16 years and unrepaired clefts (all
of them are males) who had complete medical
records were identified and included in the study.
The age at the initial assessment ranged from 16
to 33 years (mean, 19.2 years). Bilateral cleft lip
and palate (BCLP) was demonstrated in 2 patients,
unilateral cleft lip and palate (UCLP) in 11 patients,
whereas isolated cleft lip affected 3 patients, and
isolated palatal cleft wasfoundin 1 patient. Table
(1) summarizes the cleft side. Local anesthesia

Fig. (1): Twenty-seven years old man with left
incomplete cleft lip; pre-operative
(A) and two month post-operative
(B) frontal views.

was used in 4 patients undergoing unilateral cleft
lip repair. Of the 17 patients, 3 had previous lip
repair surgeries (2 unilateral and 1 bilateral) with
the palate left unrepaired. The type of education
included vocational school in 3 patients, primary
school in 5 patients while 9 patients had no educa-
tion. The motive for doing surgery at that age was
marriage in 11 patients, getting ajob in 4 patients
and avoiding bullying in 2 patients. Reviewing
patients' satisfaction on 5-point Likert scale showed
satisfaction score ranged from 4 to 5 (mean 4.4).
Three patients started postoperative speech therapy
with subjective reasonable improvement document-
ed by patients, one of them also started orthodontic
management while most patients (14) did not follow
with other team members especially orthodontist
and speech pathologist and expressed no need for
further work after surgery.

Table (1): Cleft type and laterality.

Unilateral Bilateral Total
CLP 11 2 13
CL 3 - 3
CP - 1 1

CL: Cleft liponly. CLP: Cleft lip and palate. CP: Cleft palate only.

Case Presentation:
Case 1:

Twenty-seven years old man with left incom-
plete CL (Fig. 1), from arural residence who had
no treatment during childhood, as family could not
afford treatment, and as he grew as afarmer in a
rural area without going to school, he paid alittle
attention to the deformity. He sought medical
advice regarding deformity at this age after being
rejected from marriage due to this deformity. He
had his lip repaired completed utilizing Mohler
repair. The patient was very satisfied about the
result of the surgery.




Egypt, J. Plast. Reconstr. Surg., July 2021

Case 2:

Eighteen years old male presented with an
unrepaired bilateral complete cleft lip and palate
(Fig. 2). He came from a poor countryside where
he received not early treatment because of complex
financial and social issues. He had no education
and no permanent job, he sought for different jobs

(A)
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and was rejected primarily for hisfacial appearance,
and his primary motivation for surgery wasto have
a job. He had poor speech, but this was not his
primary concern. He underwent palatal repair of
the cleft palate, using von Langenbeck technique.
We planned his palatal repair first to make sure he
will come back but he did not return for lip repair
at our department.

Fig. (2): Eighteen years old male with bilateral complete cleft lip and palate; pre-operative frontal (A), lateral (B) and
intraoral (C) views, and intraoperative view following palatal repair (D).

Case 3:

Twenty years old man who was born with left
complete cleft lip and palate (Fig. 3). He came
from a rural residence and he had only primary
school education. He had lip repair during child-
hood, but family could not afford further treatment.
His main concern was poor speech and limited
communication with people, and his motivation

for surgery was the planning for marriage. With
the availability of cleft team in Upper Egypt and
increased public awareness, he cameto us looking
for palatal repair and speech improvement. He had
his palatal cleft repaired using Summerland radical
muscle dissection technique. The palatal repair
outcome 7 days postoperatively is shown in Fig.

).
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Fig. (3): Twenty years old man with left complete cleft lip and palate who had lip repair during childhood, but had no palatal

kit

cleft repair; frontal (A) and intraoral (B) views before palatal repair, and one week postoperative intraoral view (C).

DISCUSSION

The objectives of treatment of cleft lip and
palate patients include improving cosmetic appear-
ance, removing cleft stigma to improve quality of
life and social interaction, obtaining normal speech
and facial growth, and normal dentition [17]. Opti-
mal timing of cleft lip and palate surgery is still
controversial, [18,19] and argument continue mainly
regarding the effect of early repair on facial growth
and effect of late repair on speech. Literature
reported primary cleft lip repair done from age of
2 days to as late as 1 year, but the commonest
protocols perform lip repair between 3 and 6 months
of age [18-20]. Most cleft palate protocols perform
repair before the age of 24 months, with traditional
timeline being around 9 to 12 months of age in
most cleft centers [21,22].

Treatment delay has been reported in literature
and explained by a variety of socioeconomic rea-
sons [10-12]. In a Nigerian study of 43 untreated
cleft patients, with age range of 6-37 years, the
most common reasons for delayed presentation
were lack of money (56.7%), followed by lack of
health care services nearby (18.4%) and lack of
awareness of treatment availability (13.3%) [23].
Withincreased public awareness, rising legislations
that provided health insurance for al children, and
governmental hospitals that provide free surgeries
for those kids in Egypt including centers with
multi-specialty cleft treating teams, it is not com-
mon now to find an adult patient with untreated
cleft deformity. Out of 1767 cleft patients who
were treated at our department, only 17 patients
(0.001%) were presented late after age of 16 years
for primary cleft surgery.

Itisinteresting that all our patients were males,
which may reflect the fact that our community
gives more attention to cosmetic appearance asso-
ciated with cleft lip and speech problems associated
with cleft palate in female individuals more than
male individuals, mainly for fear of being unmar-
ried.

It is well known that early assessment and
management of cleft patients improve the cosmetic
appearance, speech performance and the overall
psychological aspects of these patients, [17,24]
while patients with delayed treatment of their cleft
are more prone to poorer outcome of speech, im-
paired social relationships and potential long term
psychological impacts [24]. On the other hand,
evaluating of the oral and profile examination of
our patients revealed that no obvious regression
in the antero-posterior and transverse maxillary
dimensions, which can be explained by absence
of the impact of previous palatal surgical interven-
tion on the maxillary growth. The impaired maxil-
lary development frequently encountered following
surgery has been attributed to multiple factors
including scar tissue contraction, disruption of
blood supply, affection of the growth centers, [25]
in addition to the possible decreased growth poten-
tial associated with the cleft itself [26].

Surgical repair of the cleft in the adult patient
poses some challenges which include arelatively
wider cleft gap, [27] necessitating more aggressive
soft tissue dissection. Thisis more obviousin the
bilateral complete cleft deformity, where the more
protruded and/or twisted premaxilla makes the
surgery more difficult and can create tension on
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the repair. It iswell agreed now that reconstructed
oral muscular sling in lip repair during early child-
hood plays an important role in preventing the
protrusion of the premaxilla, frequently seen in
the unrepaired cleft in adult patients [25]. Addition-
ally, cleft surgery in adults produces more blood
loss, especially during cleft palate repair, than in
infants [23]. More postoperative edema, resulting
from the more aggressive soft tissue dissection,
has been also reported in cleft surgery for adult
patients [27]. On the other hand, operating on the
adult patient with more bulky tissue with more
distinguishable anatomic landmarks makes it is
relatively easier to identify and dissect than in
infant patients. Additionally, definite rhinoplasty
for the cleft nasal deformity can be combined in
the same session of lip repair, as complete growth
of nasal cartilages has been attained. Moreover, it
is possible to use local anesthesiafor lip repair in
adult patient obviating the need for general an-
esthesia in these patients [2g].

Speech problems associated with untreated cleft
lip and/or palate in the elderly population have
associated life-long impacts on the quality of life
for these patients. Surgical repair can improve
speech in these elderly patients [29]. Facial appear-
ance was the main concern in most of our patients
in this study including those with palatal cleft,
while speech defects were not significantly affect-
ing their life or communication with othersin their
communities considering their socioeconomic,
educational and residency backgrounds. Out team
recommended speech therapy and follow-up for
all patients after cleft palate repair, three patients
started post-operative speech therapy and showed
reasonable improvement, two of them did not
complete all needed sessions.

Post-operative satisfaction in our patient popu-
lation ranged from moderate to high satisfaction
with their results with regard aesthetic outcomes
and social interaction, which confirms the overall
improvement in the quality of life appreciated in
previous reports [30,31].

Conclusion:

Although uncommon nowadays, unrepaired
primary cleft deformity in adults can still be seldom
reported in some patients especially in lower soci-
oeconomic classes and lower educational levels.
While it is well known that the postoperative
improvement isfar better during infancy, especially
in speech outcome, cleft surgery for adult patients
with unrepaired cleft, although more challenging
and needs more radical solutions, can give satis-
factory results.
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