The Cleft Palate~Craniofscial Jouraal 51(2) pp. 000-000 Month 2014
©Copyright 2014 Amesican Cleft Palate Craniofacls} Association

LETTER TO THE EDITOR

The Present State of Treatment in Cleft Palate: What Still Needs to Be Done

In my persons! review, cleft palate treatment has entered
a new era of evidence-based practics, and society is
demanding that clinisians deliver treatment that has been
proven to be cost-effective. Althongh randomized clinical
trials in cleft palate have never besn performed, thereis still
excellent evidence from serial studics starting at birth that
can be translated into clinical practice. This information
will provide evidencs for establishing public health policy
and treptment planning to meximize good long-term
ouicome at reduced siaie and parent costs,

The following information describes the essance of how
team ecare should be given by trained and knowledgeable
spegialists who come iogether to supply appropriate cary in
all physical and emotional areas.

Trz TeaM APPROACH

With the institution of a team approach to the care of
children with craniofacial anomalics, the level of care
mproved as each of the specialists, having gained a
better undsrsianding of the problems involved, became
more prepared to pool their efforts to solve rehabilita-
tive problems that lend themselves to a multidisciplinary
approach, Team members not only are to be well-trained
in their specialty but alto must be expericnced. It
demonstrates that records consisting of serial lateral
ceohalometric radiographs, dental casts, photographs,

+speech and audiclogic reports must be taken for
quality assurance. A family-centered approach to
treatment, team qualifications and responsibilitics, and
an operationsl guide for meeting their goals are
reviewed in detail. .

CoNCERN FOR THE Wiois Clip

A cleft of the lip and/or pelate and other craniofacial
anomalies are structural defects that vsually affect func-
tional areas (such as those involving spesch, hearing, and
chewing) depending on the extent of the skeletal defict.
Complex problems with feeding, facial appearance, speech
and hearing function, and psychosocial development may
arise. All of these problems can be mavaged best by
bringing many specialists in related disciplines together to
review the physical and psychological changes arising from
the defect and to coondinate all trestment to the best
advantags of the patient and parents.
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QuairmcaTions of TeaM Mrvisers; To Be Tramep anp
ExpremmmcED

The paramonnt interest of both the Burean of Matemal

- and Child Heslth and the American Cleft Palate Cranio-

facial Association is the quality of care for patieuts, It is
essential that all teavs members be trained and experieaced
in the care of patients with craniofacial anomalies. The
education and experiential requiroments for the specialists
represented on teams are . determined by their
specialty boards, professional associations, state licensing
boards, and ¢o forth. Ths requirsments are continually
subject to change. Each team must take responsibility for

. cnsuring that team members not only posssss appropriate

and current ¢redentiale bt also have requisite experience in
evaluation and treatment of patients with craniofacial
anomalies, Teams should assist members in keeping current
with their specialties by wsupporting and encouraging
participation in continning education activities and atten-
dance at professional mestings.

SureERY AN DRTHODONTCS

The past 50 years demonstrates the excellent progress

that has been schieved toward a better wnderstanding of gll
. aspects of the cleft defect and its rehabilitation. Not only
. has the ontlock for a newborn child with a facial defect

been substantially improved, but the cost of treatment in
dollars, timg. and heartache has also been recuced,

Anvmcss N SURGICAL THEATMENT

Bach team should monitor both short-term and long-
term outcomes. Follow-up of patients, using appropri-
ate documentation and record keeping, is essential
Following the birth of a child with a cleft lip, palate, or
craniofacial anomaly, the attending obstetrician, pedi-
atrician, mozse, or social worker may—if he or she is
involved with a cleft palate team—be sufficiently well-
informed to ouiline the general probl-ms to the parents

' and to provide guidance.

Puespnr State oF TheaTMeNT

The clinical outcome papers given at recent cloft palate
sssociation meetings clearly show strong differences in
treatment concepts betwesn cleft palate ceniers. In the
mair, these differences are reflected at the newborn period.
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others use protocols that have never been supported by
published outcome studies.

William Shaw and Gunvor Semb (2013) reported the
results of » muiticenter {veatment outcome study in
Europe (borocleft). They concluded that this lack of
association between treatment outcome apd intensity
rmay represent a8 key lesson for the development of
future protocols. It justifies an emphasis on simplicity,
¢conomy, and minimized burden for the patient rather
than erence to demanding profocols with nnsub-
stantiated promise. Professionals entrusted with the
provision of health care have an obligation to review
the success of their practices and where shortcomings
are revealed, to take remedial action. Such efforts
should constitute a continucus cycle, sometimes
known as clinical audit. This has besn defined as
“the systomatic critical analysis of the quality of care
including procedures for diagnosis and treatment, the
nse of resources and the resulting outcome and quality
of life for the patient.” Often, efforts in clinical audit
are divided into evaluating the process of care (the way
in which it it delivered) and the ouigomes of care

(what is achieved). Cycles of outcome audit are more

ceasily established when the intervention is common

and the comsequences are clear-cut and quickly
observable. Cleft audit, therefore, involves a consider-
able chellenge becauss of the lengthy follow-up
required; the complexity, subtiety, and number of
relevant outcomes; and, above all, the relatively low
number of cases. However, intercenter collaboration
still offers significant advantages by providing insights
into the processes and outcomes on trestinent of
comparable services elsewhere, the establishment of
future goals, and the exchange of evidently successful
practices.

A strategy to improve cars would be to sssemble an
archive of relevant climical records that are considered to be
representative of good practice, perhaps drawn from the
consecutive cases of respected centers. Provided other
centers collect equivelent records, matching of cases on
relevant characteristics would enable comparisons fo be
made. This could be performed by the cemier in question
“behind closed doors™ o, if preferred, with more transpar-
ency. For example, the center's cases could be mixed with
the archive cases and independently rated or rated by s
blind panel involving the canter’s own personnel.

Tue Nzep ror Sreciavsts o Be Kvowiznceabis: WHAT

10 Do anp Ween 10 Do Fr
(2018

Bcrkow%was very interested in solving the problems
associated with reaching residents in all specialties involved
in cleft palate care. He strongly believed that all specialists
on a cleft palate team should know and uaderstand sl the
functional problems and treatments involved in zach
specialty. To accomplish this goal, he wreated a 7-hour
andio visual lecture online. As stated in the description of
what constitutes a Imowledgeabic cleft palate team
member, each spocialist must understand all the possibilities
that can oconr over tme as the child grows, For example, an
dnterior maxillary crosshite can negatively affect develop-
ing speech. This presentation emphasizes the role of the
team orthodontist as 2 monitor of the effects of the surgical
protocol on fadal growth and devalopment. It emphasizes
the nesd to recognize that differential diagnosis in treatment
planning is required since all clefis, although similacly
classified, are different in bone deficiency as well as
variations in facial growth patterns.

A Core Curricuhem outline for cleft palate team members
has been created by the Education Committes of the
American Cleft Palats-Craniofacial Association (ACPA)
to be used as a guide for educators in these various
disciplines in planning the essential parts of thefr curriculum
related to cleft and craniofacial anomalies. It was created
after a survey by ACPA, of educators in these d:suplme_s., :
showed a nesd for such an outline.

In the current confext of limiting heslth dollars and
resourees, it is predictabls that some rationing decisions will
occur. The deciding principle to be applied is “no child will
go untreated,” but it is contingent om all specislis
maximizing the outcome even with limited financial
resources.
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