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Super Specialization Craniofacial and Oncology

Core Specialization Advanced Maxillofacial Surgery

Basic Specialization Maxillofacial Surgery

Basic Skills Oral Surgery
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Is It possible?
Is It tough?

Who will help me?
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| have 10 principles that | use In life

1. Honesty and ethics
2. Health

3. Family’s well being
4. Career goals

5. Professional skills
6

7

8

Q.

1

Business plan

Patient care

Financial prudence

Networking and Friends
0. Giving back to society
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1. Honesty and Ethics

You don’t need to read about or listen to people speak about
ethics and honesty

Simple principle

Have a set of principles Follow them at all times Through all
difficulties

GSR Hospital
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2. Health

eHealth 1s Wealth

- Everyday you are sick and unable to attend work you lose
money

Improve your quality of life

- Watch what you eat, where you eat and with whom you eat more
Importantly watch what you drink and/or smoke

- Keeping yourself fit in mind and body always helps

GSR Hospital
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3. Family’s well being

*As important as your health
*L_et your family know of the work you do

*They will celebrate your triumphs and understand your
hardships

«Stress Is usually built up due to friction in the family

*Take regular holidays along with your family

GSR Hospital
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4. Career goals

Developing your personal

Institutional umbrella Revenue generation

or

Private enterprise - Keep up with
= innovations in
- your field

Academic

excellence \\

GSR Hospital @ www.craniofacialinstitute.org



http://www.craniofacialinstitute.org/

5. Professional skills

/ Unconscious
/ Competence
/[

Right Intuition

» So much practice with a skill that it has become "second

nature” and can be performed easily.

» The skill can be performed while executing another task.
» May be able to teach it to others

/

/ Conscious
// Competence

/ Conscious

\

\
\ Right Analysis

» Understands or knows how to do something.
» Demonstrating the skill or knowledge requires

concentration.

» May be broken down into steps, and there isheavy

conscious involvement in executing the new skill

\

+ Does not understand or know how to dosomething,
» Does recognize the deficit, as well as the value of anew skill

/ \%\\ in addressing the deficit.
/ |ncom etence . + Making of mistakes can be integral to the learning process at
/ P \\ Wrong Analysis this stage
/ \\ » Does not understand or know how to dosomething
A » Does not recognize the deficit or usefulness of theskill.

( Unconscious
/ Incompetence

\, Wrong Intuition

» Recognize their own incompetence and value of thenew skill
» Length of time an individual spends in this stage depends on

the strength of the stimulus to learn

Hierarchy of Competence

Source:

Competence Hierarchy adapted from Noel Burch by Igor Kokcharov. Licensed under CC BY-SA 4.0 via Commons

GSR Hospital
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Knowledge 1

How much | think |
know (%)

How much more | realise
there s 0 know

—

How much | actually know

.

The The

“1 know nothing™ “I"'m an expert™
phase phase

Beginner

GSR Hospital gx

Expertise
The
“I know nothing™
phase

Expert
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Knowledge

o

Experience
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Creativity
o™ E
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6. Business plan

Realistic goals
- Service providers
- Not a high profit generating field

Charging for your services. Factor in
- Infrastructure costs
- Material costs
- Human resources cost
- Price for your skill

Build or be a part of team
- Income generation does not stop

GSR Hospital
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.
FEASIBILITY OF A CRANIO-MAXILLOFACIAL CENTER IN INDIA

G

s L
SERVICES SRR R MAI%EE.ETT%:{EA ASSUMPTIONS
DENTISTRY INCLUDING IMPLANTOLOGY s B0 gt PR 12,000 5Q. FT. LEASED FACILITY
CRANIO-MAXILLOFACIAL SURGERY B Al  PELLMUMBR, KT}EQHQ{;:_ENNAI' BANGALORE | FORECASTS (GSR INSTITUTE FINANCIAL DATA)
REALMA WANAGE VENT 30 e HYDERABAD, AHMEDABAD, RAIPUR, BHOPAL gk e
COSMETIC SURGERY 2 ‘;“ W TS ’ FIXED RENT - 2 YEARS
=% et i —= 9 ANNUAL INCREASE - 15%

—_ ) | BANK INTEREST RATE - 15%
COMPETITORS EXTERNAL OPPORTUNITIES | EXTERNAL THREATS | [sivluigpispnsis ’

HOSPITALS PRIVATE CLINICS 0 (T CAPITAL, RENT, MAINTENANCE, SALARIES
COSMETIC SURGERY  PLASTIC SURGEONS + Cost effective business model * Dental colleges & VARIABLE COSTS - CONSUMABLES
DENTISTRY MAX-FAC SURGEONS available hospitals
TRAUMA DENTISTS ) _— Limited specialized centers * Private clinics OPERATIONS STAFFING

INTERNAL STRENGTHS MAXI-MAXI STRATEGY | MAXI-MINI STRATEGY
e e = = - CLINICAL STAFF
REGULATORY CONCERNS ) + Employ cost shifting + “Reach & catch” patients I?SII:EI':IIE)CI:‘:-\‘I\.I?)T1 SURGEONS — 1+1
DISTRICT MEDICAL & HEALTH OFFICE * Central location * Provide comprehensivecare |+ Capture transfer-outs oy 2 DENTIST - 1
. i . i >1->
SPECIFICATION OF SERVICES Access to proven business Expand patient base ANAESTHETIST - 1
model * Increase revenue SURGEONS
PERMISSION TO RUN FACILITY . 1->15->2 ANAESTHESIA TECH - 1
STATE NURSING HOME ASSOCIATION BUUEEEEEOI GO « Emerge as market leader SUPPOR'I.' e NURSES - 345
FACILITY SIZE & OUTFITTING IWVEALSUW RN 0] - MINI-MAXISTRATEGY | MINL-MINISTRATEGY § oo o+ o7 increasell ©TBOYs-5
STAFFING REQUIREMENTS (W) * Gradual staff ramp-up * Market the concept i NON-CLINICAL STAFF
STERILIZATION & INFECTION CONTROL * Perception about OMFS * Enhance patient experience + DO NOT offer incentives to 2% ADMINISTRATOR - 2
SAFETY REGULATIONS » Staff burn-out + Offer discounts & incentives referring doctors FRONT OFFICE - 3
FIRE SAFETY MEASURES  Limited patient base ACCOUNTS, IT-2 +2
WASTE MANAGEMENT * Patient paying capacity HOUSEKEEPING - 15

TIERI CITIES
OPERATING MARGIN

TIERII CITIES
OPERATING MARGIN

TIER III CITIES
OPERATING MARGIN

14%

12%

13%

) 6%  10%

2% 9% 8%

Year3 Year4 Year5 Yearb6

Year1l Year2 far 3 Year4 Year5 Year6 Year 1 Year 2 f ear 3 Year 4 Year 5 Year 6 Yearl Year

INITIAL INVESTMENT - RS 7 CR INITIAL INVESTMENT - RS 5 CR

PRICE OF SURGERY - RS 35,000 PRICE OF SURGERY - RS 27,000
-28%

-10% INITIAL INVESTMENT - RS 3 CR
PRICE OF SURGERY - RS 22,000

-37%

-35% ) -29%
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Growth

40-45 45-50 50-55 55-60

70-75

PROFESSIONAL AND FINANCIALGROWTH

0-25 25-30 30-35 3540 40-45 45-50 50-55 55-60 60-65 65-70 70-75
AGE GROUP
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My Growth

Before |

40-45 45-50 50-55 55-60 kick the
bucket

70-75

PROFESSIONAL AND FINANCIALGROWTH

0-25 25-30 30-35 35-40 40-45 45-50 50-55 55-60 60-65 65-70 70-75
AGE GROUP
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Time Management

TIME FOR PRIMARY INCOME GENERATION m TIME FOR SECONDARY INCOME GENERATION
TIME FOR PERSONAL NEEDS TIME FOR PASTIME

60-75 _ 112 F
(ol
3 4560 =
X
O
g .
< 3545 i
25-35 a
0 20 40 60 80 100 120 140 160 180

HOURS IN AWEEK =168
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Income Generation

/ INCOME FROM PROFESSION INCOME FROM INVESTMENT
60-75
S 4560
o
x
o
LLl
< 3545
25.35
0 20 40 60 80 100
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{. Patient care

- Accurate Diagnosis

-Explain Treatment procedure and process

-Consenting

-Explain Benefits
-Explain Risks
-Explain Cost

- Explain risk benefit ratio

- Explain cost benefit ratio
GSR Hospital
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{. Patient care

The best marketing tool is
Word of Mouth Marketing

Above everything
Make the quality of your
work speak for your practice

GSR Hospital
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8. Financial Prudence

All Take Home

Professional Cash
Expenses, 20%
20%

Take Home
Cash
20%

Take Home
Cash
20%

Take Home
Cash
20%

GSR Hospital

Take Home
Profit,
20%

Pension
Fund,
20%

Recurring
Expenses,
20%

Capital
Expenses,
20%
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9. Networking and Friends

Improve networking by making contacts in

Corporations
Small and Medium Businesses
Politics NGO’s
Alumni Associations

GSR Hospital
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10. Giving Back to Society

We are In the business of Healing

Find ways to Increase that
power of healing

By Philanthropy In Surgery
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Philanthropy In Surgery

How | Did It ??
By Synergies of Ideas

RURAL EFFECTIVE AFFORDABLE COMPREHENSIVE HEALTH CARE

GSR Hospital
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The project is a working model of Proactive health care delivery system that offers promotive, preventive and primary healthcare to rural population.
One of SHARE remarkable programs REACH (Rural Effective Affordable Comprehensive Health Care). A model of universal, comprehensive rural health care that
provides health education, immunizations, antenatal care and primary to tertiary care for a population of 45000 in 42 villages in the Ranga Reddy District of

Andhra Pradesh. Local residents with at least a sixth grade education are trained by MediCiti staff and charged with the task of visiting each home in their

assigned territory at least once a month. These Community Health Volunteers (CHVs) collect birth and death data.

GOALS OF REACH

Universal health care to rural population.

Effective (not Nominal) health care.

Affordable (within the economic means of Indian society at large).

Comprehensive (Should include promote, preventive, primary and secondary care).

Sustainability (Accessibility and affodability contribute to substance, growth and development).




| “Everyone needs a unique face for his identity”

Prof. Dr. Hermann F. Sailer, President, Cleft
Children International

' “The cost of sickness and the price of health has

: 2 4 shown that poverty and disease form a vicious circle.
" & People are sick because they are poor and poorer
' because they are sick and sicker because they are
£ poorer.”

- Mr. A F. Markus, Consultant, Dorset Cleft
Center, Poole, United Kingdom

GSR Hospital
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ORIGINAL

Developing and Standardizing a Center to Treat Cleft
and Craniofacial Anomalies in a Developing
Country Like India

Srinivas Gosla Reddy, MDS, MBBS,*

Likith V. Reddy, DDS, MD, FACS,}

and Rajgopal R. Reddy, BDS, MBBS*

Abstract: The rnge of facial deformities is enormous. All produce
some degree of disfigurement and result in the impairment of finc-
ton to some degree, sometimes even to the point of incompatshility
with life. Congenital facial defiects in India are associated with con-
siderable superstition, socsal rejection, and fuilure to integrate mto

In Inds2, cleft defects occur in 1 in 500 baths. Congenital facsal
defects are 2 pressing problem in Indsa owing to the limited resources
to treat such patients. Poverty is a major factor for parents of such
chaldren to get appropriate treatment.

Setting up an mstitute o treat children with cleft and craniofacsal
deformities in India presents problems with financing treatment for
poor patients, procuring the right infrastructure, and employing well-
trained human resources.

The suthors have set up such an mnstitute in Hyderabad in the
southern state of Andhra Pradesh i India. The logistics of setting up
such a facility in a developing country and the fisture of funding for
cleft treatment are important factors to consider while establishing a
center for patients with cleft and cransofacial anomalies.

The aim of setting up such centers was to provide quality com-
prehensive treatment for patients from all sections of society with
cleft and craniofacial anomalies.

Key Words: Cleft lip, cleft palate, cramiofacial anomalies,
developing and standardizing, institute, cleft surgery, speech
therapy, orthodontics

(J Cranigfac Surg 200920: 1664-1667)
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life.! Congenital facial defects in India are associsted with con-
siderable superstition, social rejection, and filure 1o integrate into
society. In managing such defects, the goals of the treatment include
the management of the human psyche and the patient’s acceptance
to the socwety.

Approximately 15,000 children are bom with clefis per hour
worldwide. A child is born with a cleft somewhere in the world every
2 minutes.” In India, cleft lip'palate occurs in nearly 1 in 500 live
births, and most of these defects are not surgically corrected.” The
congenital facial defects are a pressing problem in Indsz owing to the
limited resources. The burden of care for the child with cleft affects
the entire famly units. It is not unusual to see patients with untreated
cleft lip for the entirety of their life. The complete rehabilitation of
these patients mvolves speech therapy and orthodoatics; secondary
corrections are inconsistent at best and often times unavailable.

India is the second most populated country in the world* with
a population of 1,147,677,000. The annual per capsta income of
India as of February 28, 2008, is Indian Rupee 29,786 (US $660).”
Andhra Pradesh state, where the GSR Craniofacial Institute is
situated, is located in the southern part of India. Andhea Pradesh” is
spread over an area of 275,000 km® with a population of 81,315,000.
The annual per capita income of Andhra Pradesh is Indian Rupee
33,970 (US $755).° The state is divided into 23 admimistrative
districts with Hyderabad city as #ts capital. Each district is further
divided into mandals. There are 1123 mandals i the state, whach are
further divided into villages, towns, and ctics. There are 26,58
villages in the state. Any place that has more than 0.5 millson
residents is classified as a town and has a mumicapal admimistration.
Any town that has a population more than 1.5 mallion is classified as
a city. There are 264 towns and cities in Andhra Pradesh.

The heakth care delivery system in India and Andhra Pradesh
in particular is by 2 pathways: the government-funded hospitals and
the private or corporate bospitals.

Government-funded general hospitals are situated in every
district capital. Subunits of general hospital are usmlly located in 2

3 large towns in the distnict and are known as area hospitals.
Smaller referral primary health centers or community health centers
are located on an average, 1 for every 3 villages. This system of
health care delivery is government-funded, and the care provided is
free of cost to the patient. These hospatals see more than 2 millson
patients as outpatients and more than 160,000 patients as inpatients.
The budget allocation for health care by the government of Andhra
Pradesh for the financial year 2007 to 2008 was Indian Rupee
13,150 million (US $292 million).” The per capita allocation of
funds for health care is bess than US $4 per person i the state. This
also means that government hospitals are understaffed and have
poar mfrstructure.

The private or corporate hospstals are usually located in larger
towns and cities. These hospitals have better facilities and cater to
patients who can afford health msurance or can directly pay for the
health care services. The average cost of each surgery for simple

1664 The joumal of Craniofacial Surgery « Volume 20, Supplement 2, September 2009

GSR Hospital

Srinivas Gosla Reddy et. al.

Developing and Standardizing a Center to
Treat Cleft and Craniofacial Anomalies in a
developing Country Like India

Journal of Craniofacial Surgery, 20(8):1664-
1667, September 2009.
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WHY CREATE?

INDIA

Huge population
Low per capita income

Poor penetration of health care to all sections of soclety

GSR Hospital
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O

* Source: Census of India 2011

INDIA

Total Population*
1,028,737,436

Male to Female Sex Ratio*
1000:933

Literacy rate*

64.8%

Per Capita Income*

US$ 430

72% of India lives in rural
surroundings with very little access to
decent healthcare*

GSR Hospital
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Andhra Pradesh

Area* Population*
N 275,000 sq. km 75,727,000

~et 1 s 3 . -
R v e | iteracy Rate*  Per Capita Income™

\\\ 25 amDt aland
P s e ) 110 US$ 650

&
Nicobar Island ‘2

Andaman §(

.
Nellore /

2
{ Sr\ﬁl anka

Andhra Pradesh State

* Source: Directorate of Economics and Statistics, Government of Andhra Pradesh

GSR Hospital E.;E www.craniofacialinstitute.org
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Health care system in India

\ 4 \ 4

Government run or aided hospitals Corporate or Private hospitals
Free treatment Paid treatment
Under funded and under staffed Expensive

< 10% of Indian population have recourse to health insurance

Do we have an alternative way of treating patients?

GSR Hospital
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Original Article

Incidence of cleft Lip and palate in the state of Andhra
Pradesh, South India

Srinivas Gosla Reddy, Rajgopal R. Reddy, Ewald M. Bronkhorst', Rajendra Prasad®,

Anke M. Ettema®, Hermann F. Sailer*, Stefaan J. Bergé*

GSR Institute of Cranlofacial Surgery, Hyderabad, Andhra Pradesh, Indla, *Department of Carology and Preventive Dentistry,
s, *A. B. Shetty Memorial Dental College and

Hospital, Mangalore, Kamataka, india, ‘Depal i and Maxillof. S Radboud University Nijmegen Medical

Center, Ngmegen, The Netherlands, *Cleft Children International, Zurl & S ri n iVaS G OS I a Red dy et . al .

Address for comrespondenc S 2eddy, urgery. No. 17.14.1, Vinaynagar

ABSTRACT

Objective: To assess the incidence of cleft lip and palate defects in the state of Andtva Pradesh, I n C i d e n Ce Of C I eft L i p an d Pal ate i n th e State

India. Design Setting: The study was conducted in 2001 in the state of Andhra Pradesh, India. The

state has a population of 76 million. Three districts, Cuddapah, Medak and Krishna, were identified f A d h P d h S h I d M

for this study owing to their diversity. They were urban, semi-urban and rural, respectively. Literacy O n ra ra eS y O ut n I a
rates and consanguinity of the parents was elicited and was compared 1o national averages to

find correlations to cleft births. Type and side of cleft were recorded 1o compare with other studies

around the world and other parts of India. Results: The birth rate of clefts was found to be 1.09
for every 1000 live births. This study found that 65% of the children born with clefts were males.

The distribution of the type of cleft showed 33% had CL, 64% had CLP, 2% had CP and 1% had I d 1 J I f P I t S 43 2 . 184_
rare craniofacial clefts. Unilateral deft lips were found in 79% of the patients. Of the unilateral cleft n I an O u rn a O aS I C u rg e ry, .
lips 64% were left sided. There was a significant correlation of children with clefts being born to

parents who shared a consanguineous relationship and those who were illiterate with the odds ratio 1 8 9 J u I y 2 O 1 O
between 5.25 and 7.21 for consanguinity and between 1.55 and 5.85 for illiteracy, respectively. ) .
Conclusion: The birth rate of clefts was found to be comparable with other Asian studies, but lower
than found in other studies in Caucasian populations and higher than in African populations. The
incidence was found to be similar to other studies done in other parts of India. The distribution over

the various types of cleft was comparable to that found in other studies.
KEY WORDS

Cleft lip & paplate incidence; cleft lip; cleft palate

Access this article online INTRODUCTION

ro-facial clefts, particularly cleft lip with (CLP)
or without (CL) cleft palate and cleft palate
alone (CP) are a major public health problem
affecting 1 in every 500 to 1000 births worldwide.n 2
A child is born with a cleft somewhere in the world

GSR Hospital
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Incidence of cleft defects in the state of Andhra Pradesh
1.09 in 1000 live births
Number of Children born with cleft defects in the state of Andhra Pradesh

1830 every year

GSR Hospital
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Jormaf i Lip P & Crarfacil Arcmaties, Vot 5, Mo. 1
Congenital Anomalies Associated with
Cleft Lip and Palate Defects in a High
Volume Indian Centre

Anke M, Ettema, MD, PhD
Stefaan J. Berge, MD, DDS, PRD
Wilfred A. Borsilap. MD, DDS, PRD

Srinivas Gosla Reddy, MDS, MBES
Rajgopal R. Reddy, BDS, MBES
Karunakar Konte, MD

Rajendra Prasad, BDS, MDS

Abstract

Objective: The obfective of this study was fo find the prevalence of associared
anomalies in patients with cleft lip and palate defects. A number of assoctated
aromalies were noticed by the authors wiile routinely examining patients with
cleft mnd craniofoctal defects at thelr center. An accurate study o dentife the
prevalence of assoctated anomaltes in cleff lp and palate parients was needed, o
emphasize the meed for a thorough investigation of children wich cleff Hp and
parlate and the need for a mulidisciplinary ream to diagnose cleft lp and palae.
There was also a need fo study the impeact of assoclated anowalies on the burden
of cleft care in a developing cowntry ke Fralla,

Design and Setting: This iv a retrospective siudy of 800 consecutive patients with
cleft lip and palate CL=184, CLP=332, CP=84 seen in the year 2006. The dirta
wa collected refraspectively by processing the case history of the patients. The
partienit & eleft defect, age and sex vias noted along with the religlous Backgroumd,
Tevel o incowe and consanguiniy. The anomalies were classifled under 110 headings
depending on the organ gystem affecied

Results: Ascocimed anowalies were present In 330 cases (41.3%). The highest
prevalence of 46.4% was found in patients with deft lp and palate. The lowest
prevalence of 27.7 % was found in isolated olefi lp poflents. There was o sigelficant
difference of prevalence found benween wnllateral or Mlareral clefis and complete
or incomplete clefis. The skeletal syatem was affected the most. Amomalies of the
sheletal system count for 42% of all anomailies. Logistic Regression war uved fo
calenlare if any af the other background data imereased the chance of having an
associared anomaly showed that having an bolated cleft palate decreased the
chance of having an associated anomaly s was belng a Muslim or from another
religton as compared fo being o Hindu, Other background data ofd nor have a
staiistically significant chance fo have an associated anomaly with clefis.

Conclusion: There was o high prevalence of assoctated anomalies in the sty
dowre at this center. There was, however o need fo study the reasons for such
ariomiafies further. There b5 alvo o reed to study the tmpact of sich anomalles on
the burden of clefi care in developing couniries.

Key words: cleft lp, clefi palate, congenital anomalles, assoclated anomalles,

high volume centre.

GSR Hospital

Aurthors:

Srinivas Gosla Reddy, MOS, MBES
Director, GSR Institute of Craniofacial
Surgery, Hyderabad AP, India

Rajgopal R. Reddy, BDS, MBSS
GSR Institute of Craniofacial Surgery,
Hyderabad AF.. India

Karunakar Konte, MD

Divigion of Pedlatics, GSR Instiute of
Cranlofacial Surgery, Hyderabad AP
Indla

Rajendra Prasad, BDS, MDS
Dean, A.B. Shetty Memoral Dental
College and Hospital, Mangalons,
Karnataka, India

Anke M. Ettema, MD. PhD

Department of Oral and Maxiofacial
Surgery, Radboud Univeraity Medical
Center, Nijmegen, The Metherlands.

Stefaan J. Barge, MD, DDS, PhD
Head of Oral and Maxliofactal Surgery,
Radboud University Medical Center,
Mijmegen, The Metherands.

Wilfred A. Borstiap, MD, DDS, PhD

Department of Oral and Maxiofacial
Surgery, Redboud University Medical
Center, Nijmegen, The Metherlands.

Commesponding address:

Dr. Gosla Srinivas Reddy

Director, GSR Instiute of Craniofacial
and Faclal Plastic Surgery

Mo. 17-14-1, Vinaynagar Colony,

1.5 Sadan, Saldabad

Hyderabad, AF. INDIA

Fhone: 040-6576 4884

Fax: 040-24530000,

Emall: gostareddy @gmall.com

Srinivas Gosla Reddy et. al.

Congenital Anomalies Asssociated with Cleft
Lip and Palate Defects in a High Volume
Indian Centre

Journal of Cleft Lip Palate & Craniofacial
Anomalies, 3(1):1-7, 2011.

www.craniofacialinstitute.org



http://www.craniofacialinstitute.org/

Summary of the Issue

Burden of Care

* High Incidence of
* Clefts (1.09 in 1000 births) and
« Associated anomalies (41.3% of cleft patients)

« \ery few treatment centers
 Lack of funds to treat patients
 Lack of infrastructure

 Lack of awareness

GSR Hospital
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The GSR Institute of Facial Plastic Surgery, Hyderabad

*Treatment for patients is focused on one part of the body thus making it easy
for patients to identify their problems and receive treatment.

(Problem with face = GSRIFPS)

*Money raised for a specific purpose benefiting both the donor and recipient.

Easy to build an administrative system for a hospital treating only one part of
the body.

Funds received can be completely utilized to treat patients.

eInfra structural or administrative expenses can be justified as they are solely
used for the work that funding is received for.

GSR Hospital
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The Mandate

1. Patient/Client :- To treat patients with cleft and craniofacial defects at

no cost or low cost

2. Infrastructure:- To build good, durable infrastructure without

compromising on quality

3. Doctors:- To build and sustain a team of doctors and

professionals that would do this work all year round.

GSR Hospital
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From 1996 e

The GSR Institute of Facial Plastic Surgery

Very little Infrastructure. j il

Five member part time team of
surgeons, anesthetists and dentists.

Visit seven surrounding districts of
Hyderabad two days a week.

Only surgery is done. No [RESSSr g
orthodontics or speech therapy. _, ’ |
Patient pays INR 1,000 ($25) per g Cultman et
surgery for material used during an (RS

operation.

Kanmnagar
-

hedak ; 5.0
Sangareddi Wiarangal
P R . :

; Hyderabad
Rangareddi (s) hmmam
. :
Nalgonda
.
Mahbubnagar
4 :

GSR Hospital
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GSR Institute of Craniofacial Surgery
To 2021

20066 @ Bhbs, || |
GSR HOSPITALS
INSTITUTE OF FACAL PLASTIC SURGERY
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GSR Institute of Craniofacial Surgery
Cleft team:
4 Surgeons, 4 Fellows,
« 2 Anesthesiologists,
» 2 Speech therapists,
« 2 Orthodontists and 10 nurses.
Infrastructure
e 2 operating rooms,
« 6 bed post operative facility,
* 50 bed patient ward
« Speech therapy unit,
« Dental and orthodontic unit

 Photography and documentation
GSR Hospital
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Orthodontics and Dentistry OPG Lat. Ceph
GSR Hospital www.craniofacialinstitute.org

167082
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3D MODELS

Synthes and Martin Mandibular distractors and
plating Kits

GSR Hospital www.craniofacialinstitute.org
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Piezo device with tips

GSR Hospital
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We treat our Cleft Patient as a corporate entity!!!

How???
Corporate Philosophy
‘ Well trained Human Resources Sell product/service
PROFIT Earn Revenue to pay for HR and
PAY SHARE HOLDERS Infrastructure
Humanitarian Philosophy
‘ Well trained Human Resources Treat patients
PROFIT Earn Revenue through donations to
PAY FOR TREATMENT pay for HR and Infrastructure

GSR Hospital
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Charity Is not for pity
But for Corporatization

GSR Hospital
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Cranio-Maxillo Facial Surgeries

® Total Cleft & Craniofacial Surgeries 1996-2020: 31214

1679
1601 1581

1464 1514
1336 H52—1479

1242

1558.. 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

Total Cranio-Maxillo Facial Surgeries : 31,214

GSR Hospital @ www.craniofacialinstitute.org
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Speech Therapies

B Total No. of Speech Therapies 2004-2020: 29797

3193 3215

2956
2233
2107
1986
1830
1803

975
886 857 928

|| || ||| i ||

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

Total Speech Therapies: 29,797

GSR Hospital gﬂ www.craniofacialinstitute.org
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Orthodontic Treatments

B Orthodontic Treatment 2005-2020: 918

2005 2006 2007 2008 2009 2010 2011 2 2 2014 2015 2016 2017 2018 2019 2020

GSR Hospital
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What did we achieve?

* Huge numbers in patient care

« Establishment of good infrastructure
« Stand alone craniofacial center

« Dedicated craniofacial team

What did we lack?

* |deology development
* Research
« Cutting edge technological advancement

GSR Hospital
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GSR Hospital

Philanthropy
In
sSurgery

Create

Collaborate

Co-operate



http://www.craniofacialinstitute.org/

Ideology Development

Medical Advisory Board

Prof. Maurice Mommaerts Dr. Likith Reddy
Associate Professor
Department of Residency Training, Oral
sity Ziekenhuis, and Mayillofacial Surgery,

Mr. Anthony F. Markus
Chairman Future Faces
Poole, UK
Belgium : &M University.
antistry,

Prof. Dr. Stefaan J. Berge Dr. Paresh Devani Prof. Dr. Johannes Schubert
Pro or and Chalrperso tant Former Prc 0 Emeritus Prof
Department of Cr. al Sur Aga Khan Hospital e Standford Un
Radboud University Nijmegen Medic & Kenya B 3 3 Standford, California, USA
Centre, The Netherlands - - % Max ’ ? :
Martin-Luther-Uniy ty Halle, Germany

Prof. Alexander Hemprich Prof. Ulrich Joos Dr. Hade Vuyk Prof. Benito Ramos Medina
vision of Maxillofacial and Facial Former Director, Division of Maxillofacial Head and Neck Surgeon, Professor, Depatment of Oral and
Surgery U sity Hospital, and Facial Facial Plastic Rec y Maxillofacial Surgery.
0zig, Germany Pl Surgery University Hospital, Clini Santa L stpital
Muenster, Germany . Viveten, T ethe ds Cartagena, Spain

Prof. Dr. Anne Marie Kuijpers-Jagtman Prof. Nasser Nadjmi
Senior Dire a a9y, semer Pro “he P
Professor of Clinical Pe ;
Cincinnati Childrens Hospital Medical J of Antwerp
Antwerp, The Belgium
Cincinnati, USA

GSR Hospital
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Research

UMC ‘52'

GSR Hospital iy www.craniofacialinstitute.or
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PhD Completed

1. Dr Srinivas Gosla Reddy  Unilateral Complete Cleft Lip Uni. of Radbound

2. Dr Rajgopal Reddy

3. Dr Shahista Parveen

GSR Hospital

Repair: A Modern Morpho-
functional Surgical Approach

Unilateral Complete Cleft Palate Uni. of Radbound
Repair: A Morpho- functional
Approach

3-dimensional assessment of effect of  Yenepoya University
various orthopedic treatment modalities

in nonsyndromic unilateral cleft lip and

palate patients
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1. Dr Ashish Fanan

MDS
Consultant OMFS

2. Dr Abhilash Pasare

MDS
Consultant Maxillofacial pathologist

3. Dr Praveen Neela

MDS
Consultant Maxillofacial orthodontist

4. Dr Harikishore Bhatt

MDS
Consultant OMFS

5. Dr Varsha Bhatt

MDS
Consultant OMFS

6.Dr.Rizwana

MDS

Consultant Maxillofacial prosthodontist

PhD Ongoing

An evaluation of surgical techniques
and outcomes of secondary rhinoplasty
in unilateral cleft-lip nasal deformities

Whole exome sequencing in
nonsyndromic orofacial cleft lip with
or without cleft palate — A study on
100 families

Genetic and epigenetic factors in
etiology of non-syndromic cleft lip
and palate

Perception of religious belief of
children born with cleft and craniofacial
defects-an evidence based study in
search of truth

Morphofunctional Management of TMJ
Ankylosis

Assessment of Outcomes of
Immediately loaded Dental implants in
orofacial cleft patients

Uni. Of Radbound

Uni. Of Radbound

Yenepoya University

Yenepoya University

Yenepoya University

DMIMS ,Wardha University

GSR Hospital


http://www.craniofacialinstitute.org/

Original Article

Incidence of cleft Lip and palate in the state of Andhra
Pradesh, South India

Srinivas Gosla Reddy, Rajgopal R. Reddy, Ewald M. Bronkhorst', Rajendra Prasad®,

Anke M. Ettema®, Hermann F. Sailer, Stefaan J. Berge®

GSR Institude of Craniofacial Sugery, Hyderabad, Andhra Pradesh, India, "Depariment of Cariology and Praventive Dentistry,
"Radboud University Nijmegen Medical Center, Ngmegen, The Netherlands, »A. B. Shetty Memorial Dental College and
Hospital, Mangalore, Kamataks, india, ‘Depanment of Oral and Maxiofacial Surgery, Radboud Liniversity Ngmagen Medical
Center, Ngmegen, The Netherlands, *Cleft Children International, Zurich, Switzeriand

‘Address for correspandence: Or. Siivas Gosla Reddy. GSA nsiute o Crariofacial and Facial Pl Surgery. o, 17-141, Visymagar
Colany, LS Sadsiy Saidabad, Hydersbed, Andhra Fradesh, indis. E-mal: goslareddy@gmall con

ABSTRACT

Objective: To assess the incidence of clefl lip and palate defects in the state of Andhra Pradesh,
India. Design Setting: The study was conducted in 2007 in the state of Andhea Pradesh, India. The
state has a population of 76 milion. Three disiricts, Cuddapah, Medak and Krishna, were identified
fir this study owing to their diversity. They were urban, semi-urban and rural, respectively. Literacy
rates and consanguinity of the parents was elicited and was compared to national averages to
find correlations 1o cleft bifths. Type and side of cleft were recorded 1o compare with other studies
around the world and other parts of India. Results: The birih rate of clefts was found to be 1.08
far every 1000 live births. This study found that 65% of the children bom with clefts were males.
The distribution of the type of clelt showed 33% had CL, 64% had CLP, 2% had CP and 1% had
rare craniofacial clefts. Unilateral clelt lips were found in 79% of the patients. Of the unilateral cleft
lips 64% were left sided. There was a significant correlation of children with delts being born to
parents who shared a consanguineous relationship and those who were illiterate with the odds ratio
between 5.25 and 7.21 for consanguinity and between 1.55 and 5.85 for illteracy, respectively.
Conelusion: The birth rate of clefts was found o be comparable with other Asian studies, but lower
than found in other studies in Caucasian populations and higher than in Alrican populations. The
incidence was found 1o be similar to other studies done in other parts of India. The distribution over
the various types of clelt was comparable to that found in other studies.

KEY WORDS

Cleft lip & paplate incidence; cleft hp; cleft pakate
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Developing and Standardizing a Center to Treat Cleft
and Craniofacial Anomalies in a Developing
Country Like India

Srinivas Gosla Reddy, MDS, MBBS, * Likith V- Reddy, DDS, MD, FACS,
and Rajgopal R. Reddy, BDS, MBBS*
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between health. lfe (QOLLina)

‘£roup of adolescents with nan-syndramic orofacial clefts.
Study design: 724 mon-syndromic patients with an orofacial clelt who had finished their sargical treat.
ment were incuded in this prospective shady.

were divided into two grosps: cleft lip (CL). and cleft lip and palate {CLP. The CL and CLP group were

Mean age of the patients was 168 year 1.9) Patients

Rewonds.
Cleftlip and palase.

Qualiey o ife questionnaire

anel bilateral clefe lips.

again
‘Sured wsing  mocified SF. 36 que stionaire to messure €ig
questionnaire, a control growp of 744 patients who had undergone ENT sargeries were given the sime

Results: The answers of the ENT patients were compared with the answers of the cleft patients. using the
ahigh

orean the eig Forfive

The lawest score was Faund on bodily pain (mean 3,451

There was na effect of age. Having a cleft palate inflaences! al eight dimensions statistically more in.a
megative way than a clet lip does.

Conclusion: O average <
differe:

#t parencs e 3 good hesth relted iy of e, However, thers were

e in the levels of satisfaction. The major factor inflsencing quality of Hfe negatively was the

presence of 3 cleft palate.

011 Asian Asscctation of Orsl and Maxillofacial Surgeons. Published by Elsevier Lt AR rights
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1. Background

The World Health Organization (WHO) defines. health as not

ool the absence of disesse bus also s che presence of face

that enhance ph mental and socia wellbaing (1] Thi has

Sroader concepmialcation of overal heakth {n & way that

Qi of B plays an essencil olein o «
cept. As.a consequence, successful outeome of medical treatn

s not solely defined in terms of cure, repai

more. but is also extended to the mainten

of patients’ qualicy

ity of life can be defined & & subjective well-being that reflects

the difference berween the hopes and expectations of & person
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estheticsare very impotantaspec ofanfndvidusts geaeal per-

ecwreen the ages of 18 and 30 years (4]

. trauma, tumor) or congenital (e, erofacial clefts)

s may influence quality of live in many different

wiays, Therefore. the treatment of cleft lip aid palace deformities
should not o tionad s b growth
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ORIGINAL ARTICLE

Perceptions of Family Members of Children With Cleft Lip and Palate in
Hyderabad, India, and Its Rural Outskirts Regarding Craniofacial Anomalies:

A Pilot Study

Aparajit Naram, M.D., Sumeet N. Makhijani, M.D., Depack Naram, M.D., Srinivas Gosla Reddy, M.
Rajgopal R. Reddy, M.D., D.D.S., Janice F. Lallkos, M.D., Jerome Donald Chao, M.D.

Objective: This pilot study simed 1o understand cultural perspsctives on cleft anomalles in the
community of Hydsrabad, indis, and its rural outskins.

ign: Interviews focusing on perceptions of cleft lip and palate were conducted using s 21-

itsm intsrview guide spproved by the director of the Gosla Srinivas Reddy Institte of

Craniofacisl Surgery (GSR).

Settings: Intervisws wers conducted st GSR, a speciity surglcsl center located In Hydersbad,
Incil.

Patisnts and Partieipants: All patients who presemted 1o GSR with aither cleft lip, clett paists,
or cleft lip and palste at the time of this study wers Included.

: Of the 23 tamilles interviewed, 12 mothers bellsved the cleft was caused by an

sciipsa, and two belisved the sclentific explanation their physiclan offered. Fourteen families

no xplanation for the clsft lip ancor paate &t the time of their first physiclan visit.

N families practiced non-Western

tment of the ciett. One family identified

bellets held in the community that their child with s cleft lip was bad luck.
Conclusian: A commonly heid bellet In this community In Indis is that cleft lip, clett palate, or

glee s palobs s s by on Sedpas, Plysiclons ppaar &3

education on cleft

be providing familles with
generated from studiss similsr 10 this can bs

used to design sducational protocols that addrota s gap in community understanding of

orotacisl clefting.

Hydarabad

Cleft lip and/or palate (CL=P) are relatively common
malics among Asian populations, and the incidence in
state of Andhra Pradesh, India, is cited as 1.09:1000 live
births {Reddy, 2010). Felklore surrounding facsal clefis
varies greatly among cultures, ranging from positive views
that the child may possess & spocial, sometimes spiritual,
role in the community to negative or even dangerous views
that the child represents an omen of bad hucl L
1990). Popular beliefs regarding the etiology of CLEF have
followed general themes such as the belief that it is a result
od’s will” or “fate” (Ross, 2007). The belief that

vas Goala Reddy and Dr.. gy B Ry ar Auacleg O sad
M\lerFxm Surgery, and Dr. Lalikos is Professar of Surgesy asd
Pedin School, Division

‘Sumieied Amgae
Address correspondese 1a: Dr. Aparuit v, U Wil
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CL#P is the result of the mother's petting a rabbit or
consuming rabbit products during peegnancy has resulted
in the cponym “harclip” (Cheng, 1990). Studics in the
Philippines found community beliefs that CL=P resulied
from fetal “malposition” in the womb or “cravings” during
the fiest trimester (Daack-Hirsh, 2010). Belicfs may also be
regionally specific. In Egypt, for example, some parents
believe their child's cleft is the result of gazing at a camel
1

“There may be a preference for using alternative medicine
i the geatnent of CLEP among differcat cthnie and
religious communities (Olasoji et 4,

Practices within Asian/Pacific populations have

the use of various herbs and nnm- acupuncture, st
inhalation, coin rubbi nching (Cheng
Anccdotl evidence from the  Gosla. Srinivas R\.dd\
Institute of Craniofacial S y (GSR) clmic m Hyder-
abad, India, sugscsts that alternative treatments, such as
burning the child on the abdomen or burying the child up
to the head in sand to be beft in the dircct sunlight for an
catire day, have been used in the community for the
treatment of cleft anomalics. Identifying the prevalent
belics that cxist in the community concerning CL+P may

e st 1 Bitpilmm stScncs

Screening for maternal coeliac
disease as a potential risk factor
for orofacial clefts—a pilot study

5 G. Reddy, R R Reddy, A
dnt J. € lafac 3. wten

sswcition of Oral a6d Minilofacis Surgeons. Published by Elsevies Lud. All ights
reserved.

thsace. Thave s ncsmaleg evidecs thm distey Solicackd deiciency L tnes oy
inerease the risk of developing the “cleft lip with or withou cleft palate” (C
Ve oF Rl 1o Cocie. dsemse ¢ comenon et af o aid
snalabsorpeion, aad in the majority of cases rensains uadiagaosed. This pilct study
assessed the seroprevalence o
imats with CL P in the Hydersbad ares of Inda. The seropeesaience uf coelinc
disease of 1.15% (95% BE%) was from the
w.\m.m! Sams beond an puiah ot pl‘qlu\:lu\u studies, making a clinically
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Comparison of Three Incisions to Repair
Complete Unilateral Cleft Lip

Srinivas Gosla Reddy, M.D.
BS.
Rajgopal R. Ruhl\ BDS.

" || Background: The incisi

Ewald M. nu.numm PhD.

1 design for correcting a unilateral cleft lip is impor-

tant because all subsequent stages of surgery depend on the access and ma-
neuverability of the incision. This prospective cohort study compares the aes-
thetic and functional outcomes of three different skin incisions for primary
unilateral cleft lip repair.

Rajendra Prasad, BDS., | Methods: Patients with complete unilateral cleft lips (n = 1200) were enrolled

MDS,

and divided into three groups of 400 patients. Each group of patients was

Anne Marie l-nuuN -\Iw"nn operated on with the Millard incision, Pfeifer wave line incision, or Afroze
. PRD. | incision. Outcome assessments were performed 2 years postoperatively and

Stefaan Bergé, \m DDS, | consisted of assessment of the white roll, sermilion border,

ar, Cupid’s bow,

PhD. | lip length, nostril symmetry, and appearance of alar dome and base.
Resul

Hyderabad and Mangalere.

Karnataha, fudia;
e Netherlands | OF Peifer

ision

Nigagen, | length, the Afroze incision always gave
Depending on the cutoff for weament success, the Afroze

ts: With regard 1 white roll, vermilion border, scar, Cupid’s bow, and lip

perior results compared with the Millard

incision also showed better results regarding nostril symmetry. With respect to the
alar base and alar dome, all three incisions showed comparable outcomes.

jusion: The Afroze incision is superior regarding a braad spectrum of out-
comes in a heterogeneous population of patients with unilateral cleft lip. ~(Plast.
Reconstr, Surg. 125: 1208, 2010.)

he anatomical basis for a cleft lip defect is far

removed from the normal orientation. Com-

parcd with the noncleft patient, the three
groups of superficial facial muscles (i.c., the na-
solabial, bilabial, and labiomental) are all dis-
placed inferiorly.! The orbicularis oris muscle
finds a new and abnormal insertion on the cleft
side and a partially distorted inscrtion on the non-
cleft side.* The Cupid's bow on the cleft side and
the white skin roll on both sides are also distorted.*
The treatment goals for cleft lip defects are carly
correction of the cleft, with primary correction to
a tension-free, mobile, and balanced lip.*

The repair of any cleft lip deformity should
take not just incision lines into account. A func-
tional anatomical repair of the underlying hard

From the GSR Institute of Craniofacial Surgery; the Depart
ment of Preventive and Curative Dentistry, Ra
versity Nijmegen Medical Center; A. B. Shetty Memorial
Dental College and Hospital; and the Department of Orth:
odontics and Oral Biology, Cleft Palate Craniofacial Unit,
and the Department of Oral and Maxillofacial Surgery,
Radboud University Nijmegen Medical Center

Recetved for publication fune 12, 2009; accpted October 21,
2009.

Copyright ©2010by the American Society of Plastic Surgeons
DOI: 10.1097/PRS.0b013¢3181d45143

dboud Uni-

and soft tissues is essential. Manipulation and re-
positioning of the mucocutaneous tissues must be
addressed only once sound foundations have been
laid. A primary surgical approach that allows nat-
ural facial growth and development, minimizing
the need for future secondary procedures, should
be every cleft surgeon’s goal.*

Many surgical techniques and flap designs
have been documented to repair unilateral cleft
lips.&1¢ Probably the most commonly used is the
rotation-advancement technique described by
Millard.""** The Millard incision is based on a
rotation flap on the noncleft side coupled with an
advancement flap on the cleftside."* In one form
oranother, it is the most widely practiced method
today.*

The Pfeifer incision is designed using the con-
cept of “morphologic order.” Measurements of
the noncleft side height and length are recorded
and translated to the cleft side using a flexible
wire, thus determining natural anatomical points.

Disclosure: The authors have no financial interest
in this work, and no competing interests are de-
clared
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Primary Septoplasty in the Repair of Unilateral
Complete Cleft Lip and Palate

Srinivas Gosla-Reddy,
MBBS, M.DS.

Krisztian Nagy, M.D., D.D.S.
Maurice Y. Mommaerts,

MD., DMD., PhD. | Merhode Ap

metry in patients who

using thy

und: The purpose of this study was 0 assess and compare nasal sym-

underwent correction of a complete unilateral cleft lip

voze incision without and with primary septoplasty using a stan-
dardized two-dimensional photographic analysis
spective cohort study of 190 consecutive patients with complete

Rajgopal R Reddy, MBBS., | ypnilateral cleft lip and alveolus with cleft palate treated with or without septo-

BDS.

plasty using the Afroze incision technique was conducted at a high+olume

Ewald M. Bronkhorst, Ph.D. | center. Eighty-two patients operated on without primary septoplasty and 76

Rajendra Prasad, BDS., || par
MD.

Stefaan J. Bergé, MD,, DDS,, || to-Cupid’s bow dist

. | was compared between patients using two-dime
Anne Marie Kuijpersjaguman, || Ratios between the cleft side and the non—

DDS, PhD. | used to assess symmetry: alar base-to—interpupillary line distan
rce, nostril gap area, nostril width, and nostril height. The

s operated on with primary septoplasty were evaluated. Nasal symmetry

sional photographic analysis

eft side for five parameters w
columella-

PhD. | Mann-Whitney Utest was used to calculate differences between the two groups.

Results: Patients ope

Hyderabad and Mangad

Bruges-Otend, Beiginm; and

symmetry compared with pa

ated on with primary septoplasty showed more nasal
nis operated on without septoplasty. This differ-

wegen, The Nethorands || €0CE was statistically significant for columella-to-Cupid’s bow distance, nostril
gap area, and nostil he
and for the distance between alar base and the alar base-to-interpupil

ht (p = 0.008, p = 0.001, and p

001, respectively)

ary line

distance (p = 0.145) the difference was present but not statistically significant
For nostril width, no difference was found (p — 0.850).

Conclusion: Patients treated with primary septoplasty showed better results in
terms of nasal symmetry when analyzed using wo-dimensional photographic
analyses. (Plast. Reconstr. Surg. 127: 761, 2011.)

espite amultiplicity of surgical approaches to
its correction and as much variation in treat-
ment philosophy, the cleft lip nasal deformity
remains a formidable challenge to the reconstruc-
tive surgeon treating paticnts with these congenital
deformities. Historically, correction of the cleft nose
deformity had been delayed until nasal growth was
complete. Early surgical intervention was thought
to interfere with normal growth, leading to poor
long-term results.! Patients with cleft nose deformity
had to tolerate the physical nasal deformity and the

From the GSR Institute of Craniofacial Surgery; Bruges Cleft
and Craniofacial Center; Departments of Cariology and Pre-
.n.lr‘rl)rnluln Orthodontics and Oral Biology and Head
Cleft Palate Craniofacial Unit, and Oral and Mazillofac
Surgery, Radboud University Nijmegen
A. B. Shetty Memorial Dental College
Received for publication July 8, 2010; accepled August 26,
2010.
Copyright ©2011 by the Amevican Society of Plastic Sungeons
DOL: 10.1097/PRS.0b013¢318200a97a

chological trauma well into their adolescence.!
Randall noted that these patients often were more
concemned with their nasal deformity than with their
lip deformity.*

Refinement of thinoplasty techniques has facil-
itated the ability to address the deformity associated
with deft lip.' McComb? and Anderl* have published
longcrm studics that show very little impact on
growth with primary correction of the nose defor-
mity along with the correction of the cleft lip. Nev-
ertheless, controversy remains regarding the best
time to attempt primary surgical correction of uni-
lateral cleft lip nasal deformity.>” Although a grow-
ing number of centers perform the nasal repair in
conjunction with deft lip surgery, some choose a
secondary rhinoplasty at a later stage, when the car-

Disclosure: None of the authors has any financial
interest in this work, and they have no competing
interests to declare.
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Assessment of nostril symmetry after
complete unilateral cleft lip and palate™

imary cleft rhinoplasty in patients with

Srinivas Gosla Reddy”, Visalakshi Devarakonda, Rajgopal R. Reddy
R e of Crefucil Surpy. 17-1- 35355, Wyapar Colo SIRGGSL, HyGerabic SOVOS2. ASdIve Prades,
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1. Introduction

Despite 4 plethora of surgical appsoaches aimed at cormecting
the cleft nose defict, no one procedure has been universally satis
factary in the repair of nasal deformities sssociated with et lip
abormalities (Trenite et al. 1967). The various treatment options
for the correction of clelt rhinoplasty include columella lengs
ening. septal repositioning. radix grafting. tip augmentation. tip
Faking, Wower aderl catlge HrodKIaIEE. AT Tase WdEH
resections, piriform Jugmentation and nisal bobe GSEOLOMES
g tal1297) The opcal problem wih f the undivers et
nasal deformity which must be addressed is the nasal asymmetry.
Eaclh of the surgical techniques that have been used to canec the
unilateral cleft nasal deformity has wied 1o Emprove
translocation of the alar cartilage with its attached

it a normal position, thereby establishing the
normal vault and shape of the cartilage (Bashir et al. 2011). Several
methocs afe reported in the literatire t assess clelt lip nasal
deformities, but difTculties in standardization make these studies
less reproducible (Tantkawa et al. 2010}

= S0U6CES of SUpPOT I The 6TH Of gIaNCE Noee.
* Cosresponding author. Tel: 451 40 G5FAEBA fax: 491 40 24530000
Bl nddress: guela@craniolacilinslivie e (5 Gocda Reddy).

The present study is an atteimpt to quantily and evaluate nostril
symmetry achieved after primary rhinoplasty in patients with
complete unilateral Clet lip and palate [UCLP) using 3 dorsal onlay
and a columellar strut gralt. The effect of these two techniques on
the shape of the nostril wis studied

2. Materials and methods

To address the nasal deformity & retrospective study was cans
ke on patients apesaed f wallsicrs] el poae ety st
e between January 2007 and February 2009, Thirty
wuwwhwp\mm\l\[u les and 19 lemsies) it domal rafig
and 30 consecutive patients with strut grafting (11 males and
19 fermales) were e the stusdy

21, Sungical techiiique

Open structired rhinoplasty was performed by a single surgeon
o0 all the patients. After 4 transcobumellas incision approach, the
alar cantiliges were expased and releas theit mwcasal
attachments. A back cut was given in the cleft side nasal vestibular
mucosa to ensure a satisfactory lit of the buckled cleft side alar
cartilages.

Patients with  depressed nasal biidge, droaping nasal tip and
shart columella of the nose wese treated with a dorsal onlay gaft

» Lk, A8 ighes reserved.
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A Comparative Study of Two Different
Techniques for Complete Bilateral Cleft Lip
Repair Using Two-Dimensional

Photographic Analy
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Options for the nasal repair of non-syndromic unilateral
Tessier no. 2 and 3 facial clefts

Srinivas Gosla Reddy’, Rajgopal R. Reddy’, Joachim Of
bad, Telangana, India, *Children Hospital Zurich, University Zurich, Zusich,

GSR Institute of Craniofacial

, Maurice Y.

Surgery, al
Switzerland. *Bruges Cleft and Craniolacial Cemre, GH 5t Jan, Bruges. Belgium

Or. SMNIVEs GOsia Recdy, GSR MSHLE of Crankfacial Surgery. 17-1-383/55, VNEyNagar Co

sponcence:
SaIaban. HyDeransa - 500 059, ANUNTE PTadesn. M. & ek gasl
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ABSTRACT

Background: Non-syndromic Tessier no. 2 and 3 facial clefis primarily affect tha nasal complex. The
anatormy of such clefts is such that the ala of the nose has a cleft. Repairing the ala presents some
challenges to the surgeon, especially to cormect the shape and missing tissue. Various tachnigues
have been considered to repair these cleft defects. Aim: We present two surgical options to repair
such facial clofts. Materials and Methods: £ NA531INMSUM POLAIDINAI T AR wWAS LSS 10 1821 Fale TS
‘with Tessier no. 2 clefts. Thisis @ local flaa thaty ses tissue fom the dorsal surface ofthe nose. The
advantags of this flap design i that it helps movs the displaned ala of a Teesier no. 2 olst ino s
nonnal posiion. & Fershead-eyelid-nasal transposition s design was used 1o treat patierts with
Tessisr 0. 3 clefts. This fa desinn includss thres prongs that a ' rotated dovnivard. A& forehead
flap is rctated im0 the area above the evelid, the ek from skove the evelid is ratated to infra-orbital
AP ANd e AP M the (MFOKBIA 3Ma At GILARS 8 88 NSl A1a GTRE [8T 13 Motater NG
place. Resuits and Conclusions: These two flap designs show geod results and can be used 1o
‘augment the treatment options for repairing Tessier no. 2 and 3 facial clefts.

KEY WORDS

Facial clofts; Tessior clafts; Tessier no. 2 cloft; Tessior no. 3 cleft

INTRODUCTION

facial cleft is the result of a partially or totally
missing fusion of the embryonal craniofacial
tissue. The severity of the deformity can range
from slight skin excavation and hair loss to wry mouth,
skewed eyes and the absence of nose and face, sericusly
impairing the patient’s appearance and function ™

ACoESS WIS aricle onine

wenzne
s rg

1047090900258 14580

Facial clefts are usually found along the lines of fusion
of the differant embryonic processes responsible for
the development of the face during the first B weeks of
embryonic life

Theincidence of these craniofacial malformationsis higher
in cleft lip. alveolus and palate patients (31: 1000 facial
claftsicloft lip and palate) than in people without cleft lip,
alveolus and palate™ Facial clofts have been classified
according to pathology, aetiology, pathomorphology,
topographic anatomy and at the time of development."
Tessier's anatomically based classification is, presently.
almost universally used by craniofacial surgeons.®
Tessior no. 2 and 3 facial clefts aro lateral nasal clafts that
are located at the junction between the products of the
median and lateral nasal processes."

Wnkan Joumnal of Plastic Susgery Septembes.Decemiber 2014 Vol 47 ksue 3 40
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3D stereophotogrammetric analysis of lip and
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in complete unilateral cleft lip repair*®
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Intraoperative Vascular Anatomy, Arterial
Blood Flow Velocity, and Microcirculation in
Unilateral and Bilateral Cleft Lip Repair

Andreas A. Mueller, M
Andreas A. Mueller, MD., § g oround: Cleft lip repair aims 1o normalize the disaurbed anatomy and func-

DM.D. § 12 The authors determined whether normalization of blood dirculation s achieved.

Dieter Schumann, M.D., | peghods: The authors measured the microcirculatory flow, oxygen saturation,
DMD. | 314 hemoglobin level in the lip and nose of controls (n = 22) and in patients

Rajgopal R. Reddy, | yith unilateral and bilateral cleft lip-cleft palate. The authors measured these
MBBS., BDS. rs before lip repair (n = 20 and n = 11, respectively), at the end of

Katja Schwenzer-Zimmerer, pair (n — 27 and 10, respectively), and in the late postoperative period
A.D., DM.D. 3 20, respectively). The arterial flow velocity W ured in

mea

Magdalena Mueller-Gerbi, groups at the same time points (n— 13, n — 11,and n — 12, respectively)
MD. || Stasistical differences were determined wsing analysis of variance.

HansFlorian Zeilhofer, || Results: Before surgery, the arterial flow velocities and microcirculation values

M.D., DM.D. || were similar on each side of the face and between groups. The microcirculatory

. M.D., || flow was significanty higher in the prolabium of bilateral patients than in the

DMD. || philtrum of controls. All circulation values in unilateral and bilateral patients

Srinivas Gosla Reddy, M.D., || in the late postoperative period were within the range of controls and of those

Ph.D. || before surgery. Intraoperatively, the authors consistenty found a perforating
artery on the superficial side of the transverse nasalis muscle.

Hermann F. Sai

Cor here appears (0 be no intrinsic circulatory deficit in unilateral and
bilate A.\hlcﬁhp—(l« i palate patients. The increased flowin the prolabium indicates
a strong hemodynamic need in this territory, compelling its vascular preservation.
Whether surgical preservation of the nasalis perforator artery is of long-term benefit
should be addressed in future studies. (Plast. Reconstr. Surg, 130: 1120, 2012.)
CLINICAL QUESTION/LEVEL OF EVIDENCE: Therapeutic, V

THERAPELTIC

left lip repair techniques differ mainlyin the  surgical techniques, and the reasons for this have
design of the skin incisions, how the muscle et to be explored.

portions are reconstructed, and how the r Normal blood supply is a precondition for de-

sal framework is repositioned.! The vascular anat-  velopment and growth. Thus, it would be of clin-

omy has remained largely unaddressed in current  ical interest to determine whether cleft anatomy

leads to a change in the blood supply before or

From Cramiomasillofucial Surgery, University Hospital Basel:
the Hightech Research Center of Craniomascillofacial Surgery,
University of Basel; the G. 5. R. Institute of Craniomaxillofaciol
and Facial Plastic Surgery; the Anatomical Institule, Macro-

after surgery

Current techniques for cleft lip repair exclude
surgical anastomosis of the lip artery. However,
this clinical approach is not based on blood cir-
culation data and so the current standard must be

anatomy and Muskudoskelal Anciowy, Laboraiory for Func-
tional ology; and Clet-Chldren ca.
Received for publication Janary 17, 2012; accepted May
23, 2012

Presented in part at the 200h Congress of the European Asso-
ciation for Craniomaxillofacial Surgery, in Bruges, Belgium,
September 14 through
Sphesd-Symposium for Innovatéve and Visionary Technologaes
in Craniomaxillofacial Surgery, in Basel, Switzerland, June 17
thrvugh 19, 2010; and the 9%h Exaopean Craniofocial Con
gress, in Salburg, Austria, September 14 through
Copyright ©2012 by the Amerscan Sociey of Plastic Surgeoms
DO 10.1097/PRS.0b013€318267d4fb

challenged. Vascular damage in cleft surgery in-
terrupts the existent hemodynamics and necessi-
tates further trauma to stop the bleeding, after
which the blood circulation may take several
months to recover.? Gentle surgical soft-tissue han-

Disclosure: None of the authors has any conflicts
of interest to declare.
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Use of a modified Furlow Z-
plasty as a secondary cleft
palate repair procedure to
reduce velopharyngeal
insufficiency

R R Reddy § G Reddy, B. Barala, Hronkhorst, A W. Kummer, A M.
xxmm-.mxmn.s J. Bergs: Ue of a mmfg"ﬂirurhwf-pfunyusuu-wm’mjuk,i
e repair procedure to reduce velopharyageal ssifficiency. it J
Mmﬂu,m S, 2015 xex- xxa—xx € 3015 Published by Homver L apebalfof
| Asiaciation of Oral and Surgoons

Abstract. Cleft pulate repair i done t0 allow for normsl seech by separating the oral
and sl cavities and creating s functioning velopharyngssl valve. Howeves,
dasiteclllpaats repai,sene it deminstis velophasyageal sl oy
(VPI). Anatiempt was mdato d&
Furlow Z-plasty in inmproving VPL Fity-five children ayd e 13t 13
years, with postimerstive VPI following peimary palatoplasty, wese icluded in the
saudy. Thesechildren underwent s modified Fuslow Z-plasty. Nasometry vos dune
] finetion duete dary Furlow Z-
plasty by comparing the preoperative with dhe 1-year pastoperative nasalance
seores. A test fekst sudy was performed to detrmine the relishility of the
nssometric messures. Relishility messurenents of the nasons e u atages rev
goad relishility for 18 out of the 25 speech passyges. There wast & stsistically
significant reduction in WPI at 1 year postoperative in patients who wene trested
with the modified Furlow Z-plasty, with a P-value of <(.001 in all passiages, exsapt
velar plasives, which had a Pvalue of 0002 Patients with VPI after prinary
pelatoplasty and wested using & modifled Furlw 2 plasty had sgnifcenty bower
nasalance scores at 1 year postopesstive, indicating significantly impeov
velopharyngeal fusetion.
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Lengthening temporalis myoplasty versus free muscle transfer with \!J "
the gracilis flap for long-standing facial paralysis: A systematic review
of outcomes

Rafael Bos °, Srivinas Gosla Reddy “, Maurice Y. Mommaerts "
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ARTICLE INFO ABSTRACT

Background: Our sim was to compare e sucome: of recomsaructive surgery for lng-standing facal
paralysts by gracils free flap ording to Dariel
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Moterisls end methods: PubMed, Web of Sdence, Wiley Ginline Library. Cochrane library, Directary of
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1. Introduction reanimation of the smile and eyelid ( This

Long-standing facial paralysis has substantisl functionsl,
morphological, and pychological effects on the affectsd person.
The lack of frcial expresion on the paralyzed side is 6ot only an
aei\]mk isstie but sl 2 functional ane. a5 the affected individusl
which may lead 1 social isolatios
When' managing lacisl paralysis, the primary interest bcuses an
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eview will fos o smile resnimation. The mm\y 0 mlle s
unfortunately not the only dynamic problem in the midisce. The
[paralyzed side also remains static upon talking. which s equally
embarrassing to the patients.

The main challenge of facial reanimation surgery is to provide
symmetry at fest and with Gadal expressions. The current gold
standard is revascularised and reinnervated free misde transkr,
iy witha gracilis free muscle flap (Bigliol e sl 2013) Pedicled
negional mmscle flaps, such & temporalis muscle flaps, have

recelved tenswed interest. The indicaians for the 2 types of flps
ate very similar, if not identical (Lsbbe and B 2) The
staclls . can be innervated by either the cantralstenal Bl
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Effect of One-Stage versus Two-Stage Palatoplasty
on Hypernasality and Fistula Formation in
Children with Complete Unilateral Cleft Lip

and Palate: A Randomized Controlled Trial

two-stage palatoplasty in unilateral cleft lip and palate. A systematic

review
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Background: The mumber af surgical proced ures ta repair acleft polate may play amalein the ouicame far
'maxiBofacial growth and spesch. The 3im of this s Ematic review was 1 i
between the mumber of sugical rocedures performed © repair the deft palie and maxillafacial
growth, speech and fistula formation in non-syndromic patients with unilateral cleft lip and palaze.

Material and methsds: An electroric search was performed in PubMedjald MEDUME. the Cochrane Li-
by EMBASE, Seopus and CHAHL daibasss fr pubiiatiens between 1960 and Desernber 2015
mmmssea hsnc hand searched, Additional

hand searche perias an studies meioned i the efexnae it of vt artickes. Search
rmmdudedmhm:mbmdjam palatoplzsty. Two reviewers anessed eligbiity for
imchasion. extraced daza, applied quality indicators and gaded kve]uimdrm:e

Sesales: Tweniyesix studies met the indusan criteria. All were retrospective and nansandamized
comgarizans of ane- and two-siage pakioplsty. The m.mw.] q\n]ny P i
was graded modeate © low. The oucames concemed the comparien. of ane- and twa-stage palas-

Pt it sepect o romethe the s i il e ramial b, a1 Speceh and Tl amptios
Comcusions: Due to the lack of igh-guality studies there s o conclusive evidence of 2 relatiomship
between ane- or two-stage paluoplasty and facial growth, speech and fismba formation in patients with

wrilaeral ceft lip and palae
© 2017 Ewropean Awaciation for Cranio-Maxillo-Facial Surgery. Published by Ebevier Ltd. All ights
reserved.

1 Introduction

Despite cansiderable progress in the trestment of children with  Kri

(schwe: and Doz. 1978) and De aire (M
two-stage pa'uul rqm- were recommended. Brai
xd (2003) sdvocated intervelar velo-

sl 1993) e

mon-syndramic cleft lip and palate. there is noagreement xs tothe  plasty in the saa\ pm by re-arientation of the levator muscle.
wptimal timing, sequence and types of surgical procedure that yiekl  whille the Furlow Z-plasty techniquewas performed toimprove saft

the best result. Techn

s

- Comesponding ashoa GSR lsatsate of Casidacid Sergey, # W-138355,  onithe effect of timing on facial growth (Liso and Mars, 2
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niques such x the von Langenbeck (Wallsce,  palate length (Furkow, 1995)
pdsay a0 Witzel, 1950), the VessWardill-Kilner pussh
2.1237) and the Bardach two-flap(Bar d
1995) for single-stage. and the Schweckendiek et al. 2005: Liso and Mars.

Several earlier systematic reviews have addressed different is-
Salyer,  sues regarding cming and technique of left palscplasty (Folle
Mar 6 Lisa. 2010). In a 3ys-
mnammimm.mmsanmwmmpmmmmlsmnmm
2006, the authors cime to the conchision that there 500 @isensis
Al
studies inchuded in this review were retraspective and non-
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Background: Is onestage or two-stage palatoplasty more effective for preveni-
ing fistula formaion and hypernasality i patients with complete unilateral
cleft lip and palate?

Methods: This parallel blocked randomized controlled irial included 100
patients with nonsyndromic complete unilateral cleft lip and palate with a
repaired clefi lip, divided into two equal groups. Group A had one-siage palato-
plasty patients at age 12 w 13 months while group B had two-stage palatoplasty
patients with soft palatoplasty at age 12 to 13 months and hard palatoplasty at
age 24 o 25 months. Presence of a fistula was tested clinically at 3 years and
speech was tested using nasometry and perceprnal analyses ar 6 years. Group
C consisted of noncleft controls (# = 20, age 6 years) for speech using nasom-
etry. Fistula rates, hypernasality ratings. and nasalance scores were compared
between groups A and B. Nasometry recordings of groups A and B were com-
pared with control group C.

Resuli: There was no difierence in fistula rates between groups A and B
(= 0.400; 95 percent CI. 0.365 to 11.9). Mean nasalance scores of group A

FDSRCs | showed higher naslance dhan group B (p= 0.006; 05 percent C1, 1.16 DGQ

Perceprual analysis showed no difference betveen groups A and B (p

Vi Nogm Crens Saiited | and = 1.000) . Group & shawed higher mean nasakance ihun group G (f

The Netherdand; n::mnmr Ohia

| 0837 and p = 1.000), whereas group B showed no difference (9 = 0.088; 95
percent CI, -0.14 to 2.02)

Condusions: There was no difference in fistula rates between groups, Na-
A salance was slightly higher in patients in the onestage opl
A than two-stage palaioplasty gronp, but the difierence was not clinically signifi-
cant.  (Plas. Recousty Surg, 142: 42e, 2018.)
s, || CLINICAL QUESTION /LEVEL OF EVIDENCE: Therapeutic, I

THEHAFLUTIC

Ithough cleft palate repair has significant
benefits for the patient’s feeding and mid-
dle ear function, the primary purpese of
cleft palate repair is to help the patient develop
normal speech with a functioning velopharymgeal
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vabe I Incomplete closure of the welopharyngeal
valwe during speech, despite the palate repair,
causes velopharyngeal insufficiency. In addition,
filure to completely close the hard palate can
result in a fistula that is large enough to cause
nasal regurgitation and speech  impairment.
Patients with velopharyngeal insufficiency or a
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Clinical utility of cone-beam computed
tomography in patients with cleft lip palate: B
Current perspectives and guidelines ‘

Shahista Parveen', Akhter Husain', Rohan Mascarenhas', Srinivas Gosla Reddy®
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ABSTRACT

Theaim of this anticie is 10 provide a comprenensive
review of the appiication of cone-beam computed
tomography (CEGT) in inaividuats witn cleft ip ana
palate [CLF). A literature search was conducted
from Septemper 2016 to December 2017 in
Medine, Scopus, ScienceDiredt. Google Schodr,
and Ebscohost databases using keywords “GEGT,
cieft lip and paiate.” The inclusion eriterion was any
published criginal article where CECT was used o
255656 the craniofacial siructures in patients witn
GLP. An aaditional Google and manual search
was carried out by examining the references of
the included arficles. All retrieved resevant artices
(88 original articies} were tabulated under different
sections and analyzed. Data were tabulated as
foliows — GBGT in the assessment of cranicfacial
structures in GLP. first autnor, year of puiication,
study design, characteristics of the study population
and numberof panticipants, agefgender disrioution,
and conclusions of the studies which are also
deseribed in the narated review. Apart from Inis, ine
search also inciuded guidelines for the application
of CBCT in paiients with GLP. This arlicle gives
the cieft team a compilation of all recent literature
regarding tne use of GBECT in patients with GLP,
which Neips in providing better care for patients
with GLP, keeping in mind the various guidelines
fssueda by cifferent professional badies requiating
the welfare of patients:

Keywards: Gane-beam computed tomography.
‘cone-Deam computed

INTRODUCTION

Cone-beam computed tomography (CBCT) was
developed as an evolutionary process of computed
(CT) for obnaining thr (3D)
information of the craniofacial structures [Figure 119
Even though the techaique used in CBCT has been
applied in medical imaging since 1982, the
wansfer of CBCT to dentisury first ocoured in 1998.54
The NewTom QR-DVT 8000 hecame the firet commercial
CECT unit to be introduced in the market in Europe in
19997 Since its inception, constant use of CECT in
different fields of dentisty has led to the inoduction
of various CECT devices.™ CBCT technology provides
excellent imaging at reduced radiztion doses and lower
cost than CT¥ In erthodontics, the application of CBCT
extende from Iocating impacted teeth to planning of
arthognathic surgeries. A

Cleft lip and palate [CLF) is  true 3D facial deformity,
and it could be assumed that 3D imaging would provide
a better insight into the anatomical condition P9 This
information is important in treatment planning,

The objective of this article is to assess the awareness
of CBCT use in the management of patients with CLE
The asscssment of criteria, limitations, and guidelines
assumes importance with the increased uge of CBCT
in paticnts with CLP. Az CBCT has been recently

ciagnoss and treatment planning, patients wih et
lip paiate

“Depiasct of Oribodontics =d Dustofacial Ortiopasdica,
Yauspoya Dszal Collags, Yezapays Ukt
arsainks, *GSR. Ensituis of Commsomand]
Surgary, Eiydasebad, Tlangeca, lniz
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Depertment of Crdbedonics 20d Duatoéacial Orthopaadics,
Yieqgesya Dunal Colligs, Mangaloeo, Karsseake, Tndis
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itisi ve that the cleft team should be
aware of all the aspects of the use of CBCT in paticats

This |5 31 open access Joumal. and articies are distibuted under
e terme of ihe Creative Commans Atbudian-NanCommereal-
‘SnareARe 4.0 LIG2nGE, Which Jiows oiMers to Fem, tweak. and
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Efficacy of morpho-functional repair in management of different
morphological variants of unilateral complete cleft lip

Srinivas Gosla Reddy, Rishabh Shah’, Sidra Ansari, Rajgopal R. Reddy, Ashish Fanan
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1. Introduction

The pr
adequ length e clelt side. equ ine netric, and
jectives are an inconspicus ual sea Bol cross advanees most common technigue u
anatomical boundaries: adequate Cupid's bow width, absence of  repair 1 unilateral cleft lip is the Millard rotation-advancement flap.
notehing of vermilion barder and an ahsence of g of the  Along with its varions atians, ll
veermilion At the Cupid's bow on clefl side er modification and Tennison and Randal

2009a). Th uteome
how wide

centre over a period of 4 years (Ju
14), using a Morpho-Funetional Septocheilopla
technique in all cases,
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Association of cleft lip and/or palate in people
born to consanguineous parents: A 13-year
retrospective study from a very high-volume

cleft center

Praveen Kumar Neela, Srinivas Gosla Reddy’, Akhter Husain?, Vasavi Mohan?

ABSTRACT

Objective: The objective of this siudy was 1o
investigate the mssociation of deft lip (CL) andior
cleft palate (CP) in people bom to consanguineous
parents. Methodology: This refrospective study
was conducied at GSR Institute of Cranlofacial
Surgery, Hyderabad, a very high-volume cleft center.
Medical records of 18,242 cleft patients who came
for treament In the past 13 years were physically
searched for the presence of consanguinity of
their parents. About 3653 patlents’ case records
were Identified. Then, the data ralated to gender,
type of clefi, degree of consanguinity, presence of
positive family history were collected from these
3653 patlents’ records and entered In Microsoft
Excel which was later sent for siatistical analysis.
Results: D L accord

to various study varisbles such as gender, type
of cleft, and degree of consanguinity showed
Interesting findings. Almost 20.02% of the total
18,242 cleft patients’ records showed consanguinity
of their parents. Nearly 96.7% of patients had CL.
CP was seen in 73.7% of patlents. About 57.8% of
parents had the first degree of consanguinity. Gnly
3.5% had a positive family history. Chi-square test
showed that there was a significant difference in
the distribuion of patients according io degree of
consanguinity and CL. vaniations in CL and gender,
cleft alveolus and gender, degree of cansanguinity and
CL. Conclusion: Consanguinity is a major etological
tactor in CL and/or CP_

Key words: Cleft lip and palate, consanguinity,
retrospective study
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Three-dimensional assessment of transverse
displacement with Facemask and Maxgym in
unilateral cleft lip and palate model

Shahistha Parveen, Akhter Husain, Srinivas Gosla Reddy', Rohan Mascarenhas, Satish Shenoy?,
Mallikarjuna Reddy’
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. Results: The
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Three dimensional assessment of protraction
in craniofacial structures of cleft lip and
palate model using Facemask and Maxgym
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Keywords: Cleft lip and palate, protraction, maxgym, fa

1. Background

Cleft lip and palate (CLP) is one of the most commeon birth defects which results from the failure of
fusion of the maxillary and palatal process [11]. Cleft can be unilateral or bilateral. The primary cleft
appearance. functional

lip and palate repair done during infancy and carly childhood improves the facia
development, but can cause midfacial growth deficiency 19].
The sagittal and transverse discrepancy can be treated by orthopedic appliances during growth or

orthognathic surgery after growth. Skeletal correction durin;

owth with orthopedic appliances will
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Association of MAPK4 and SOX1-OT gene polymorphisms with cleft
lip palate in multiplex families: A genetic study

Praveen Kumar Neela® (3, Srinivas Reddy Gosla* (), Akhter Husain®(5, Vasavi Mohan® avya Thumoju'(3),
Rajeshwari BV®

E Cleft lip and palate [CLP) isa.common congenital ancmaly. Many genes. like MAPK4 and
SOX-1OT, are associated with its etiology in different populations. High-risk markess on these genes
reported insther populations were not studied in our population. Hen

multiples Gmilics.

. we selected 20 maltiplex CLP families for
case-contral study, in which the affcted individuuals and healthy controls sclecied from these familics
were compared. Fifty subjects affected with cleft and 38 unaffcted subjects were included in the study.
Qb T
OTand »

Falymorphism

= 455 of SOX-10T
983. For 52969972 of MAPKA, the P-value
was .04 (significant). and the allelic OR was 0.51. Minor allele frequency (MAF) in the unaff
subjects was mare than the MAF in the affected subjects for 2969972
o The results suggested that polymorphism 13 o SOX-10T was not assaciated with
familial cases of CLP. Since MAF in the unaffected subjects was mare than the MAF-affected sbjects.
132969972 on MAPKA is protective in the multiplex families.
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al location
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significantly from one country to another. It is the
lowest in Afri s (1:2500), and North American
Indians and Last Asians have the highest prevalence
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Abstract Cleft lip palate [CLP} is one of the common congenital anomalies with multifactorial

Adity Bansal, Gosla Srinivas Reddy, Ashi Chug

ABSTRACT

Hypertrophy of the facial region is rare developmental
maliomation. The aim of this shudy is to report a
case of partial faclal hemihypertrophy describing
ite clinical features and debatable heterogeneity
of etiologles, along with the review of literature to

etiolagy. Many genes are associated with its etiology. In one of the studies CRISPLD2 gene
polymarphisms 151546124, 54783099, and rs16974880 were reported in the Chinese

supplement 1o ts curent knowledge in English
literature. PubMed search was done from 1986 to
2ma, “Partal

population. However, ts role in the Indian population s not yet studied. Hence, this research
was conducted on the Indian population to know the role of these high-risk polymorphisms
in patients with nonsyndromic CLP. Following an inclusion and exclusion criteria, 20
multiplex CLP families were selected from a high volume dleft center in India. Genomic
Keywords
= cleft lip palate
= gene
= palymarphism
- CRISPLDZ
= MassARRAY

DNA was isalated from these families. Single nuclectide polymorphism (SNP) rs1545124,
rs4783099, and rs1 6974880 were analyzed for their association using MassARRAY method.
A whole-genome association analysis toolset, PUNK was used for statistical analysis. The
polymarphisms followed Hardy-Weinberg equilibrium. None of the polymorphisms
showed any significance. Hence the high-isk polymorphisms rs1546124, 4783099, and
rs 16974880 are not associated with nnsyndromic CLP in Indian population.
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Men are more commonly sffected than women, with
Fight side showing mare invalvement than the laft
side. Bath hard and soft tissues are involved on the
affected sfte. Reconstructve surgeries are usually
planned after cessation of physiological growth.
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Abstract Background Cleft lip palate (CLP) is a common congenital anomaly with multifacto-
rial etiology. Many polymorphisms at different loci on multiple chromasomes were
reported to be involved in its etiology. Genetic research on a single multigenerational

i : s Resea s - - - - - - American family reported 18q21.1 locus as a high-risk locus for nonsyndromic CLP
. - - . (NSCLP). However, its assaciation in multiple multiplex families and Indian population

makiak : : cle : : is not analyzed for its association in NSCLP.
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ion, tr : ohol s 4 ¢ : morphisms (SNPs) on chromasome 18g21 1 are involved in the etinlogy of NSCLP in

consumption, and proseegeage 55 N multiplex Indian families.

Z Materials and Methods Twenty multigenerational families affected by NSCLP were
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Abstract

ACKGROUND: Clefi lip pal

with ifactor - RESULTS: Pol ™ H v ion: To assess e, percep and barriers of healtheare professionals
regarding oral palliative care.
Material and methods: The study involved 150 participants working at a tertisry healthcare institute in
India. The data collection tool was pretested and with hics, knowl-
edge, attitude and practices, patient referral, perspectives, and barriers to oral palliative care.
Results: The majority of particpants 142 (94.6%) believed that paliatve care patients need orsl care, B5
participants had treated palliative care patients with dental problems. However, 60 (40%) had not
received formal training for assessment and referral of patients with oral problers; 05 (63.4%) had never
used tools to assess oral conditions of palliative care patients. According to 60 (46%), the best methed to
maintain oral hygiene is rinsing with saline and 81 (54%) expected physicians to be respansible for oral
care of palliative care patients. The main challenges in previding oral care were lack of proper guidelines Introduction. - infrastnacture, - insty
listed by 117 (7E%) and lack of formal training indicated by 60 (40%) respondents. thetists and high end past.o)
CONCLUSION: T ¥ i 8 Conclusions: This study highlighted the need for effective assessment of the mouth and appropriste The maderm era of cleft surgery in Ind; surgeons, anesthesists, pediatriciars, ps
oral care. Training of healthcare professionals, educating families and patients with oral palliative care . The Hyderahad Cleft Socicty sts and specialist nures for aptimam aucames
are necessary to y manage oral sy an patient follow-up and care delivery e £ remi the developments
system should be structured 8t comprehensive cancer centres, which can improve the gquality of life and i  lists, often with poos results in

control subjects.

L 0 of comphiance of patients. There i & need for the development of ssesument tools and referral practices for . a - those centres