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Abstract

Cleft lip and palate (CLP) are congenital abnormalities that affect anatomically and functionally the 
face and mouth, involving lip (CL), palate (CP), or both (CL/CP). Objective:  to characterize the 
treatment of children with CLP in public institutions in Argentina. Patients and Method: Cross-
sectional study in a random sample of 100 children from the Flap Network. We included children 
with isolated CL, CP, and CL/CP, of both sexes, with birth weight of 2500 grams or more and ges-
tational age over 36 weeks. The following data were recorded date of birth, hospital of birth, birth 
weight, gestational age, sex, specific diagnosis of the cleft, and initial surgery data. A telephone survey 
was conducted with the children’s parents. To characterize the treatment, three indicators were cons-
tructed: interdisciplinary, opportunity, and integrality. These indicators were composed of different 
variables, and according to the sum of the score attributed to each one, the treatment was categorized 
as high, medium or low based on the treatment guidelines used by the Sumar Program. Results: 30% 

What do we know about the subject matter of this study?

In Argentina, there are publications on the short-term surgical 
outcomes of treatment of cleft children; however, there is little 
knowledge about the medium-term evolution regarding the inter-
disciplinary and comprehensive follow-up of the disease.

What does this study contribute to what is already known?

This is the first research in Argentina that provides information on 
the evolution during the first years of childhood of children born 
with isolated orofacial cleft, seen at the Flap Network of public 
health care providers. It also proposes a set of indicators for the 
evaluation of treatment based on timeliness, interdisciplinarity, and 
comprehensiveness.
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Introduction

Cleft lip and palate (CLP) are congenital cranio-
facial anomalies that affect anatomically and functio-
nally the face and mouth, involving the lip (CL), the 
palate (CP), or both (CL/CP). The etiology of CLP is 
multifactorial, with predisposing genetic factors and 
environmental triggers. The best-known risk factor is 
maternal smoking during gestation1,2. Other factors 
have also been studied such as maternal alcohol con-
sumption during pregnancy3, advanced parental age4,5, 
consanguinity6, and low socioeconomic status, among 
others7,8. Some studies have found that prenatal con-
sumption of folic acid is a protective factor9.

The CLP prevalence at birth is heterogeneous, high 
among Asians and Amerindians (8 to 37 per 10,000 
live births), intermediate in Caucasians (9 to 27 per 
10,000), and low in Africans (2 to 17 per 10,000) (10). 
In 2018, the prevalence in Argentina was 16.85 (15.32-
18.49) per 10,000 births, estimating 1,100 to 1,200 new 
affected newborns (NB) each year11.

Orofacial clefts may occur in isolation, associated 
with other congenital anomalies or syndromes. Some 
orofacial clefts can be detected by prenatal ultrasono-
graphy, especially when occurring with other anomalies.

In general, the malformation is not life-threatening, 
but its morbidity is higher than in unaffected chil-
dren12. The main comorbidities in the first years of life 
are audiology and speech-language and dental patho-
logies, and then, their possible consequences such 
asspeech-language disorders, learning disorders, and 
poor school performance13,14. Therefore, the treatment 
of a child with CLP is complex, requiring several years 
and multiple surgical and non-surgical interventions, 
from birth to adolescence.

As in most chronic diseases in children, there are 
organizational and geographical barriers that hinder 
access to treatment. All local and international recom-
mendations agree that the treatment should be inter-
disciplinary, timely, and comprehensive15-18.

As precedent, in 2006, a national network was or-
ganized with different rehabilitation services for pa-
tients with CLP (public and private) in order to obtain 
local information on the treatment outcomes of cleft 
children19.

In 2009, the National Registry (later Network) of 
Congenital Anomalies (RENAC) was created in Argen-
tina in order to establish a national surveillance sys-
tem for congenital defects, which was under the coor-
dination of the National Center of Medical Genetics 
(National Administration of Laboratories and Health 
Institutes) of the Ministry of Health. RENAC covers 
62% of births in the public health sector and 43% of all 
births in Argentina. As of 2015, RENAC was the coor-
dinating center of the National Health Care Network 
for Children with Orofacial clefts (from now on called 
the Flap Network), created in partnership with the Su-
mar Program* to strengthen care practices for children 
with exclusive public health coverage.

At the time of this report, there were 64 accredited 
public institutions in all provinces of the country, ex-
cept Tierra del Fuego. Most of them have a complete 
professional team, meaning that they have the three 
specialties considered basic: speech-language therapy, 
dentistry, and surgery (SDS). In the rest of them, a lar-
ge part completes it in another institution in their lo-
cation or another one, and a small part does not com-
plete it at all.

Currently, there is only one published work showing 
the preliminary organization and functioning of the 
Flap Network20, but there is no countrywide data on the 
treatment of children with orofacial clefts in the public 
subsector. The objective of this study was to describe the 
characteristics of the treatment of children born between 
2015 and 2016, with isolated CL, CP, or CL/CP, seen at 
the institutions of the Flap Network in Argentina.

Patients and Method

RENAC includes about 150 maternity units in all 
Argentine provinces. In each maternity unit, two pe-

*Sumar is a program of the Ministry of Health of the Nation 
(Argentina), which supports the population without social security 
coverage and pays the provinces for the performance of specific 
prioritized actions. Through the Sumar program, the Nation transfers 
resources to the provinces based on the fulfillment of health goals. 
With the resources obtained, the provinces finance health care 
services provided to the population in public health institutions.

of the patients started early treatment, 58% underwent timely surgery, and 29% of the children were 
in follow-up with basic specialties. The mother’s high educational level was associated with higher 
probability of having interdisciplinary (OR2.9; 95%CI 1.3-6.8), comprehensive (OR3.7; 95%CI 1.6-
8.7), and timely treatment (OR2.9; 95%CI 1.3-6.7). Conclusions: There are barriers to accessing care, 
such as long distances or shift management. Less social vulnerability of families was associated with 
greater likelihood of receiving treatment close to standards.
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diatricians or neonatologists report monthly the NB 
with severe congenital anomalies identified from bir-
th to hospital discharge. Also, in the case of newborns 
with CLP, within the first 48 hours of life, notification 
is made, the referral is arranged and follow-up and 
treatment are planned with the treating institutions 
certified by the Flap Network according to the residen-
ce of the families. In addition to the basic specialties 
(SDS), there is a referral plan coordinated by a pedia-
trician with otolaryngology, social services, psycholo-
gy, genetics, and cardiology, depending on the case.

This study has a quantitative, observational-
analytical, cross-sectional approach. The unit of analy-
sis is the child and her/his family. The inclusion cri-
teria were children with isolated CL, CP and CL/CP, 
both sexes, birth weight ≥ 2,500 gr, and gestational age 
> 36 weeks; and the exclusion criteria were children 
with CLP associated with other congenital anomalies 
or with social or private health insurance coverage at 
birth.

A random sample, representative of the popula-
tion, was selected following the inclusion criteria. 100 
children had to be included since the sample resulted 
in an estimated prevalence of 50%, precision of 5%, 
and a 95% confidence interval.

Cases were randomly selected from the number 
list of the reference population of 623 NBs with CLP, 
reported between January 1, 2015, and December 31, 
2016, in RENAC maternities. In case of non-acceptan-
ce or failure to meet the inclusion criteria, the selected 
child was replaced by the previous and/or subsequent 
record until found a valid one.

Existing reports in the Flap Network (secondary 
source) provided the date of birth, hospital of birth, 
birth weight, gestational age, sex, filiation data of the 
child and her/his mother, specific cleft diagnosis, name 
of the referring institution, and performance of the 
first surgery.

The parents of the children were surveyed by te-
lephone (primary source), which included a structu-
red questionnaire of 30 closed questions made ad hoc, 
and took between 13 and 22 minutes. For the social 
variables, validated questions from the questionnaires 
used by the National Institute of Statistics and Censu-
ses (INDEC)21 were used; for the prenatal control ones, 
those from the Perinatal Information System22; and for 
the geographical barrier ones, those from a published 
study of children with CLP23. All surveys were conduc-
ted between August 2018 and May 2019, by the same 
person. There were only two refusals to participate. 
The survey was answered by one of the child’s parents 
(90% mothers, 10% fathers).

To characterize treatment, three indicators were 
constructed: interdiscipline, timeliness, and compre-
hensiveness (see Appendix). Each indicator was com-

posed of different variables and, according to the sum 
of the score attributed to each one, it was categorized 
as high, medium, or low as defined in the treatment 
guidelines used by the Sumar Program15.

To evaluate the barriers to access to treatment, two 
indicators were created: organizational and geographic 
barriers. The first one considered the management of 
the variable of the first visit and management of subse-
quent visits, and the second one considered how long 
the family usually takes to get from their home to the 
treating institution, how they usually travel, and the 
number of means of transport used.

To analyze which child, family, or access barrier 
factors were associated with treatment indicators, the 
OR with 95% confidence interval and the Chi-square 
test with 0.05 of alpha level were used. The Epi Info 7.2 
software was used for all analyses.

The study protocol was approved by the Ethics 
Committee of the National Center of Medical Gene-
tics. All the parents interviewed signed an informed 
consent that was read to them beforehand; the inter-
views were not recorded. Statistical confidentiality was 
respected at all times, ensuring the anonymity of the 
information, as established by national laws on statisti-
cal confidentiality and personal data protection.

Results

The mean age of the 100 children at the time of the 
interview was 36.2 months, median 36.1, and range 
21.8 to 49.4 months. As a diagnosis of CLP, 17 children 
had CL, 62 had CL/CP, and 21 had CP. The children 
were seen at 31 institutions, 20 of them had complete 
CLP equipment, two with complete equipment were 
in the same area, one in another area and two did not 
have complete equipment. Table 1 shows the social and 
health characteristics of the children and their families.

Interdiscipline 
Table 2 shows the results of the variables of this in-

dicator. Out of the 100 children, 29 were in follow-up 
with all three specialties (SDS) and 23 were not in fo-
llow-up with any of the three, predominantly children 
with CL. 7% of the children were never in follow-up 
with a speech-language specialist. Out of the 82 chil-
dren seen at the full equipment institutions, almost a 
quarter (n = 22) received joint interdisciplinary care 
(all three SDS professionals), at least in the first year 
of treatment.

Timeliness
To assess the treatment timeliness, the age at which 

the children started treatment and the age at which 
they underwent the first and second surgeries, respecti-

Cleft Lip - M. C. Cipolla et al
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vely, were observed, and then compared with the stan-
dards. There was no association between having had 
a prenatal diagnosis and early initiation of care, but 
early initiation of treatment was more frequent among 
children who had been born in the treating institution 
(OR = 3.7; 95% CI 1.4-10.1). 30% of the children star-
ted treatment within the first 48 hours of life (i.e. had 
the first dental and/or surgical and/or speech-language 
therapy intervention). 63 children started treatment 
within the first week of life and 5 children after three 
months of age. Figure 1 shows the distribution of the 
children who underwent surgery (first and second sur-
gery, respectively) and their timeliness status.

Comprehensiveness 
Table 2 shows the results of the variables of this in-

dicator. 8% of the children were never referred to the 
complementary specialties (psychology, social services, 
genetics, and otolaryngology), and 11% were referred 
to all four. 54% of the children usually were in pedia-
tric follow-up at the primary health care and 8 children 
at the treating institution.

Table 3 shows the scores for each treatment indica-
tor (interdisciplinary, timeliness, and comprehensive-
ness), distributed into high, medium, and low catego-
ries and according to the type of cleft.

Organizational barriers
23 children started treatment in the same institu-

tion where they were born, while 77 were referred at 
birth to another hospital to start treatment. In 47 of 
them (61%), the appointment for the first consultation 

Table 1. Social and health characteristics of children and their families, OFC Network, Argentina, 2015-2016

Characteristics Categories n

Gender Male 58
Female 42

Date of birth 2015 46
2016 54

Country region Center 49
Northwest 18
Northeast 14
Cuyo 13
Patagonia   6

Age Till 24 months   2
From 24to 35 months 48
From 36 a 47 months 47
From 48 meses orolder   3

Type of cleft Lip and palate 62
Palate 21
Lip 17

Prenatal care Enough (5 visitsor more) 72
Early (before 13 weeks) 72
Adequate (enough and early) 72

Prenatal diagnosis of cleft No 65
Yes (CL/FP = 24; CL = 9; CP = 2) 35

Father and mother living together Yes 74
No 26

Mother age Till20   5
Between 21 and 39 84
40 orolder 11

Father and mother educational level Mother with secondary completed or more 51
Father with secondary completedor more 29
Mother and father with secondary completed or more 27

Father and mother employment status Mother employed 37
Father employed 78
Mother and father employed 30

CL = cleft lip, CP = cleft palate; CL/CP cleft lip and palate. 
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Figure 1. Timeliness of first and second 
surgeries, OFC Network, Argentina, 2015-
2016.

was arranged by the Flap Network and in 30 (39%), it 
was arranged by the family. For subsequent consulta-
tions, 44% of the 100 families did not have scheduled 
appointments and had to make them each time the 
child was seen.

One-third of the families usually took more than 
two hours to get to the treatment institution, 77% used 
public transportation and half of them used two forms 
of transportation.

Tables 4.a., 4.b. and 4.c. show the bivariate analysis 
that relates which factors of the child, family, or ba-
rriers to access were significantly associated with the 
categories (high/medium/low) of the treatment indi-
cators.

Discussion

So far, only one study has described the implemen-
tation process of the Flap Network20. This work is the 
first national evaluation of its results.

It was decided to include children born during 
2015-2016 because they would all be old enough to be 
evaluated for the interventions needed for treatment 
compliance, and to exclude children with associated 

Table 2. Treatment characteristics: Interdiscipline and
Comprehensiveness OFC Network, Argentina, 2015-2016

Interdiscipline  

In follow up with basic specialties (SDS) n

Speech-language therapy 52

Dentistry 55

Surgery 54

All three specialities 29

Type of care with basic specialties SDS*  

Joint care 22

During the same day 48

In different days 12

Comprehensiveness  

Reference to complementary specialties  

Otolaryngology 74

Genetics 40

Social Services 37

Psychology 36

Pediatric follow-up  

Regular and updated 89

Doneduring the last 6 months 81

SDS: Speech-language therapy, Dentistry and Surgery *Only those 
children assisted in institutions with complete team.

Cleft Lip - M. C. Cipolla et al
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or syndromic clefts because their treatment needs and 
evolution are not comparable to those of children with 
isolated clefts.

The proportional distribution of the children’s type 
of cleft in the sample does not differ from that reported 
by the RENAC in Argentina in recent years24,25.

This study shows that, although most of the chil-
dren were seen at an institution with complete basic 
equipment, at the time of the survey, one third had 
dropped out of follow-up. This differs from stan-
dards15,18,26 and contrasts with data from high-income 
countries such as Canada27, butis in line with other 
countries such as Brazil28 or Mexico29. Children with 
CL/CP were the ones who mostly remained in follow-
up with SDS, while children with CL were the ones 
who had mostly discontinued follow-up. A local study 

that evaluated adherence to treatment in children with 
CLP found no differences by type of cleft30.

It was satisfactory that at least in the first year of 
treatment, almost 60% of the children seen at insti-
tutions with complete equipment were usually seen 
by the basic specialties on the same day of consulta-
tion, although only a quarter received joint care with 
all three professionals. Joint care by interdisciplinary 
teams is strongly recommended by experts31. In Iran, a 
study compared the strategy of interdisciplinary team 
care of children with isolated CLP with another group 
with similar characteristics but treated by specialists 
individually, and found very favorable differences in 
post-treatment quality of life indicators in the first 
group32.

The access barriers analyzed in this study could 

Table 3. Distribution of score of treatment indicators (high, medium, low) and type of OFC Network, Argentina, 2015-2016

Type ofcleft Interdiscipline Timeliness Comprehensiveness

High Medium Low High Medium Low High Medium Low 

Labio n 0 4 13 7 3 7 1 5 11

%  23.5 76.5 41.2 17.7 41.2 10 29.4 64.7

Labio y paladar n 9 19    33* 36 15 11 8 23 30*

% 14.8 31.2 54.1 58.1 24.2 17.7 13.1 37.7 49.2

Paladar n 4 4 13 2 5 14 1 7 12*

 % 19.1 19.1 61.9 9.5 23.8 66.7 10 35 60

Total  13 27 59 45 23 32 10 35 53

*No data in 1 child. p = 0,0003.

Table 4a. Associated factors with high/medium score in Interdisciplinary indicator of children treated, OFC Network, Argenti-
na, 2015-2016

Indicator Associated factors Score OR (IC 95%)

High/medium    
(n = 40)*

Low
(n = 59)

n  (%) n  (%)

Interdiscipline Referred to otolaryngology Yes 34 (85.0) 39 (66.1) 2.9 (1.1-8.1)

No   6 (15.0) 20 (33.9)

Referred to Social Services Yes 23 (57.5) 14 (24.6) 4.2 (1.7-9.9)

No 17 (42.5) 43 (75.4)

Mother with secondary completed or more Yes 25 (64.1) 22 (37.9) 2.9 (1.3-6.8)

No 14 (35.9) 36 (62.1)

Medical institution arranges appointments Yes 24 (61.5) 20 (33.9 ) 3.1 (1.3-7.2)

No 15 (38.5) 39 (66.1)

*No data in 1 child .

Cleft Lip - M. C. Cipolla et al
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Table 4b. Associated factors with high/medium score in Timeliness indicator of children treated OFC Network, Argentina, 2015-
2016

Indicator Associated factors Score OR (IC 95%)

High 
(n = 45)

Medium/Low
(n = 55)

n  (%) n  (%)

Timeliness In follow-up with Speech-language therapy Yes 32 (71.1) 20 (36.4) 4.3 (1.9-10.0)
No 13 (28.9) 35 (63.6)

In follow-up with Dentistry Yes 32 (71.1) 23 (41.8) 3.4 (1.8-7.9)
No 13 (28.9) 32 (58.2)

Referred to Psychology Yes 22 (48.9) 14 (25.5) 2.7 (1.2-6.5)
No 23 (51.1) 41 (74.6)

Mother and father with secondary completed or more Yes 19 (43.2) 8 (15.7) 4.2 (1.6-10.7)
No 25 (56.8) 43 (84.3)

Mother with secondary completed or more Yes 28 (62.2) 19 (35.9) 2.9 (1.3-6.7)
No 17 (37.8) 34 (64.2)

Time to getinstitution of treatment ≤ de 2 h 38 (84.4) 32 (59.3) 2.9 (1.4-9.9)
> de 2 h 7 (15.6) 22 (40.7)

Type of cleft* CL/CP 36 (80.0) 26 (47.3) p = 0.0003 
CL 7 (15.6) 10 (18.2)
CP 2 (4.4) 19 (34.6)

CL = cleft lip, CP= cleft palate; CL/CP cleft lip and cleft palate.

Table 4c. Associated factors with high/medium score in Comprehensiveness indicator of children treated, OFC Network, 
Argentina, 2015-2016

Indicators Associated factors Score  OR (IC 95%)

High/Medium
(n = 45)

 Low*
(n = 53)

n    (%) n  (%)

Compre-
Hensiveness

In follow-up with Speech-language therapy Sí 29 (64,4) 21  (39,6) 2,8 (1,2 - 6,3)
No 16 (35,6) 32  (60,4)

In follow-up with Dentistry Sí 32 (71,1) 21  (39,6) 3,8 (1,6 - 8,8)
No 13 (28,9) 32  (60,4)

In follow-up with Surgery Sí 31 (68,9) 23  (43,4) 2,9 (1,3 - 6,6)
No 14 (31,1) 30 (66,6)

Joint interdisciplinary care (SDS) Sí 31 (68,9) 17 (32,7) 4,6 (1,9-10,7)
No 14 (31,1) 35 (67,3)

Mother and father employed Sí 23 (54,8) 7  (15,2) 7,4 (2,6-19,6)
No 18 (45,2) 39 (84,8)

Mother and father with secondary completed or more Sí 18 (40,9) 9 (18,0) 3,2 (1,2-8,1)
No 26 (59,1) 41 (82,0)

Mother with secondary completed or more Sí 29 (64,4) 17 (32,7) 3,7 (1,6-8,7)
No 16 (35,6) 35 (67,3)

Medical institution arranges appointments Sí 29 (64,4) 18 (35,3) 3,3 (1,4-7,7)
No 16 (35,6) 33 (64,7)

Timeliness (High Sí 27 (60,0) 17 (32,1) 3,2 (1,4-7,3)
No 18 (40,0) 36 (67,9 )

*No data in 2 children. SDS: Speech-language therapy, Dentistry and Surgery.

Cleft Lip - M. C. Cipolla et al
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partly explain the treatment discontinuation, since 
many families take considerable time to get to the place 
of care and often have to use more than one means of 
transportation. Children whose institutions provided 
scheduled appointments for consultations with SDS 
had better scores in interdisciplinary and comprehen-
sive treatment. On this point, one of the few publis-
hed studies on distances and times to CLP care centers 
in the United States found that parents did not con-
sider longdistances to be “a problem”, although that 
study did not assess the characteristics or outcomes of 
the treatment received33. Another study analyzed the 
barriers to treatment perceived by parents and found 
that those who mentioned that it was too expensive to 
travel to the treatment center were more likely to have 
had the surgery performed late34.

It is worth discussing the organizational models of 
public health care institutions. The experience of the 
United Kingdom showed that the centralization of ser-
vices and increasing the volume of cleft children seen 
by each team improve medium- and long-term outco-
me indicators, identified through indicators such as 
speech-language, physical appearance, and dentition35. 
In contrast, a 2018 publication highlights the incon-
sistency of the policy of regionalization and decentra-
lization of treating centers implemented years ago in 
Brazil due to the lack of institutions capable of perfor-
ming highly complex surgical procedures, according to 
the author36. Unfortunately, this study does not analy-
ze the situation of care based on objective data from 
Brazil (number of patients and care centers, access to 
care, etc.).

In this study, 7 children had not undergone sur-
gery at the time of the survey, and 23 children of the 
72 who required a second surgery had not undergone 
it, so these results do not comply with evidence-based 
recommendations15,17,18,26. The timeliness of the first 
surgery is extremely important that it has been propo-
sed that the age at which children undergo this inter-
vention be used as an indicator of access to compare 
inequalities in children with CLP between and within 
countries37.

Regarding other publications on the timeliness of 
surgery, this study found a relevant number of children 
with a high score in timeliness. It is worth mentioning 
that in this case the variable start of treatment, which 
is the first contact of the child with one of the three 
basic specialties (SDS), was included in the indicator 
since early referral of the child to the treatment team is 
one of the priorities of the Flap Network, and also, as 
established by local and international standards15,17,18,26, 
treatment was defined as the sum of all the interven-
tions required for the comprehensive rehabilitation of 
the cleft child and not only the surgical correction of 
the defect.

Similarly, Interdiscipline was considered as the 
modality of care that, unlike multidiscipline, implies 
the participation of several specialties with a collab-
orative spirit and a shared perspective, centered on the 
patient31. Likewise, in line with treatment centers with 
extensive international experience in CLP, in order to 
define comprehensiveness, the focus was on the pedia-
trician’s responsibility in the longitudinal follow-up of 
the child’s health, through health control and inter-
consultation with complementary specialties, to detect 
and treat in time the comorbidities that go along with 
orofacial clefting38,39.

90% of the parents reported a regular and updated 
pediatric follow-up, which is similar to that of the gen-
eral pediatric population in Argentina40. Although the 
proportion of children under pediatric follow-up was 
high and the pediatrician has a central role in motivat-
ing parents to maintain follow-up, there was not the 
same proportion of cases that met the indicators.

Finally, the only factors that were significantly as-
sociated with higher scores on the three treatment in-
dicators were the social characteristics of the families. 
Having employed or more educated parents allowed 
cleft children to access treatment with better indica-
tors. It has been proposed that families with unfavor-
able social characteristics are at higher risk of conceiv-
ing a cleft child7,8, therefore, if these families have a 
child with CLP, they face a double inequity.

The main weakness of the study is the common one 
in the telephone surveys, where there may have been a 
selection bias of subjects who were easier to contact, by 
excluding those who do not have a telephone or live 
in areas with poor telephone signal. However, some 
of the children included in the study were contacted 
through neighbors or relatives, therefore families who 
did not have their own telephone could be included.

In addition, there could be a recall bias of the moth-
ers in the data of the first months of their child’s life 
due to their age. However, mothers tend to remember 
their children’s health events very well, which has been 
studied by comparing it with medical records41. Mater-
nal reporting from household surveys is a good source 
of information regardless of maternal characteristics 
such as age, number of children, or living conditions42.

As a strength, the survey allowed to obtain a repre-
sentative sample of the Flap Network from all regions 
of Argentina, with a reduced cost in time and money, 
and was able to “find” families that might not have 
been possible to convene from the services.

The few national publications on the results of 
treatment of children with orofacial clefts describe 
mostly esthetic results or innovations in surgical tech-
niques43. In this work, we present data of the whole 
treatment process, from the identification of the NB, 
her/his referral to the treatment centers, and the char-

Cleft Lip - M. C. Cipolla et al
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acteristics of the follow-up in the first years of child-
hood. It would be important to deepen in investiga-
tions that describe the long-term outcomes of these 
children, evaluating their social insertion upon enter-
ing the school system.

In Argentina, although care in the public health 
system is free of charge for the entire population, the 
range of services offered is not equal. The country’s 
extension makes it difficult for the population with 
fewer resources to have access to specialized care. For 
NBs with congenital anomalies, the situation is even 
more tragic, since they often require highly specialized 
professionals with wide experience to treat them. The 
policy of regionalization of perinatal care has achieved 
improvements in the care of at-risk neonates, especial-
ly those who are premature and/or underweight44. Net-
work care of NBs with congenital anomalies requires 
further development in the immediate future.

In conclusion, although children with CLP under-
went periodic health check-ups and were seen at in-
stitutions with multidisciplinary teams, half received 
treatment with high and medium scores in the inter-
disciplinary and comprehensiveness indicators, and 
two-thirds had treatment with high timeliness scores. 
There are still barriers that hinder access to care, such 
as long distances or the management of appointments. 
In families with lower social vulnerability, mainly 
composed of parents with jobs and higher education, 
the proportion of children who received treatment ac-
cording to standards was higher.
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