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Abstract
Malformations of the craniomaxillofacial complex affect thousands of live births worldwide. The cleft lip and
palate are congenital deformities that promote a series of harms to health, since the functions of stomatognathic
system are compromised, potentially leading to systemic changes. The technique of Millard, although presents
difficulties of implementation by some surgeons-in-training, due to the inherent fragility of the nasolabial structures, on the other hand, has excellent aesthetic results with low rates of surgical complications, in addition to
maintaining the suture line in the philtral column, generating this way satisfactory cosmetic results. The main
objectives to be achieved with this procedure are: restoring the functioning of the orbicular muscle of mouth
(aiming the restoration of normal function of the upper lip), the re-establishment of normal anatomical structures of the lip and the correction of nasal deformity caused by the rift. Therefore, this article aims to present a
clinical case of cleft lip/palate in adult, proceeded with its surgical correction by applying the technique of Millard, emphasizing the proper treatment and surgical technique.
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Introduction
Malformations of the craniomaxillofacial complex affect thousands of live births worldwide. Birth defects like cleft lip and palate are considered an important category among the malformations, since orofacial functions like sucking, chewing, swallowing,
breathing, phonation and diction, which are of paramount importance to the stomatognathic system, are compromised [1, 2].
In the last decades, the cleft lip/palate has been shown to be increasingly present throughout the world. The prevalence of this

abnormality varies mainly according to geographic region, race,
ethnicity, socioeconomic condition and maternal habits during
pregnancy. The global estimate is 1/600-700 live births has lip
and palate clefts [3-5].
Between the 8th and 32nd week of gestation, a sequence of changes
in the development and/or ripeness of the embryonic processes
occurs, highlighting the lack of fusion of the nasal processes with
the maxillary processes, and these with each other, resulting in
congenital deformities affecting the middle third of the face [5,
6]. The involvement of environmental and genetic factors and
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teratogens during the period of human embryonic development
gives the cleft lip/palate a multifactorial character and of high
complexity [7].
Due to the varied presentation of lip and palate fissures, Spina
et al., 1972, ranked the malformations, taking as a point of reference the incisive foramen, into four groups (being the ranking
most used in Brazil). In this way, the cracks are divided into: preincisive foramen fissure – which can be unilateral (right or left) or
bilateral; trans-incisive foramen fissure–unilateral (right or left) or
bilateral; post-incisive foramen fissure and rare fissures [4, 8-10].
Many surgeons have contributed to the evolution of the methods
of cleft lip repair, however, the technique introduced by Ralph
Millard in 1955 is the most accepted until the moment, since this
surgical technique aims to restore the aesthetics and function with
minimal trauma and maximum conservation of the labial structures [4, 8].
Aiming the growth and development of the craniomaxillofacial
complex, as well as the perfect execution of the tasks of the
stomatognathic system (phonation, swallowing, irruption of the
dental elements), it is necessary multidisciplinary approach, seeking early treatment and better resolution of the case, which will
last until adulthood [3, 11-14].
Therefore, this article aims to present a clinical case of cleft lip/
palate in adult, proceeded with its surgical correction by applying
the technique of Millard, emphasizing the proper treatment and
surgical technique.

Case Report
Patient A.C.S., feoderm, 28 years old, male, attended the service
of Oral and Maxillofacial Surgery and Traumatology of the Hospital and Maternity São Vicente de Paula (HMSVP) in BarbalhaCE, Brazil, reporting halitosis, foul odor, ear infection, dysphagia, dyspnea and low self-esteem, showing good general state of
health. At the clinical examination, it was observed a unilateral
transforamen lip/palate fissure with nasal involvement, displacement and enlargement of the left nasal wing, increased cross-section and deviation of the anterior segment of the nasal septum to
the right (Figure 1).
Through the clinical findings, it was proposed the implementation

of cheiloplasty for surgical correction of unilateral lip cleft under
general anesthesia and endotracheal intubation, with the use of
the technique of Millard, adopting the protocol shown in Figure
2, involving the demarcation of points that guided the incisions,
with posterior rotation of the medial flap and traction of the lateral flap. Initially, the orientation points were painted to guide the
surgical incisions, it was visualized the real importance of the hypoplastic tissue removal and the rapprochement between the cutaneous-mucosa line and the red part of the lip (Figure 3 – A, B).
Then, the incisions of the tissues were made, followed by careful
dissection of the cutaneous, subcutaneous, muscle, and mucosa,
releasing the orbicular muscle of the lips of their abnormal insertions of the anterior nasal spine and lateral alar base (Figure 3 –
C). Then, the reconstruction of complex cutaneous-mucosa line
was made, by approaching the orbicular muscle of the lip through
multiple interrupted sutures, approaching also the mucosal flaps,
and nasal floor (Figure 3 – D). Following with the advance of the
lateral flap and rotation of the medial segment down, creating a
scar line that reminds the crest of the lateral filter on the opposite
side (Figure 3 – D).
In postoperative follow-up of 2 months, the patient is with good
aesthetic and functional rehabilitation, expressing intense satisfaction with the results obtained (Figure 4). Waits second surgical
time for reconstruction of the palate and alveolar grafting with
posterior prosthetic rehabilitation.

Discussion
Facial malformations, among them the lip and palate fissures,
constitute a major scientific challenge, concerning the exact causal determination, because it is known the multifactorial influence
that occurs in these defects, such as: conditions attributed to genetics, the environment and unknown factors or not defined or
the associations of several factors [15].
There is a fondness of the lip and palate cracks for the male, with
a higher incidence in Asian, being the trans-incisive foramen fissure on the left side sorted by SPINA et al., 1972 the most prevalent in literature [1, 16, 17], according to the type of the crack of
the case presented in this article.
Surgical procedures of cleft lip and palate are diverse, since the
cracks vary in: width, extent, amount of hard and soft tissue, extension of the palate. The main objective of the initial surgery is

Figure 1. Clinical Aspect Demonstrating Lip and Palate Unilateral Transfor a men Fissure.
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Figure 2. Organizational Chart representing the Diagnostic Protocol and Goals of Surgical Technique of Millard.
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Figure 3. Demonstration of the Sequence of Millard Technique. (A – B) The Demarcation Points of Orientation. (C) Labial
Tissues Dissection. (D) Rapprochement of the Orbicular Muscle of the Lip from the Mucosa and Nasal Floor through
Multiple Sutures. (E) Final Approach of Cutaneous and Mucosal Tissues.

Figure 4. Postoperative Clinical Aspect of 30 days.

the closure of the soft tissues, and the authors of this case report
are in accordance with the author in question [15-18].

this way satisfactory cosmetic results, being diffused worldwide
[18, 19].

The technique of Millard, although presents difficulties of implementation by some surgeons in training due to inherent fragility
of nasolabial structures was chosen, for presenting excellent aesthetic results with low rates of surgical complications, in addition
to maintaining the suture line in the phyltral column, generating

Among patients with craniofacial defects, cleft lip and lip/palate, simple or complex, associated with syndromes or not, have
in their lives and those of their families the social conviviality
harmed as a result of this change. For this reason, it is of utmost
importance to provide these patients adequate guidelines about
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diagnosis and treatment, in order to improve their social skills and
self-esteem, as well as to keep them safe from the procedures of
health professionals [17, 20].

Conclusion
It can be concluded from this study that:
Millard's technique shows up as a good option among the available therapeutic arsenal, as it provides good cosmetic and functional results to patients with these lesions, as well as minimizes
the psychological consequences inherent in these conditions, returning, to the patient, an improvement of self-esteem and social
conviviality.
The making of preoperative and postoperative planning by the
team is a condition that determines the success of the surgery and
recovery. And, added to this, it becomes indispensable criteria for
the rehabilitation of the patient the work of a multidisciplinary
team, aiming at the conquest of biopsychosocial harmony.
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