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Objective: To evaluate the effect of postoperative feeding methods (i.e., breast, bottle, cup,
spoon, syringe, or others, alone or in any combination) on body weight and surgical wound
dehiscence in infants with cleft lip and/or palate (CLP).

Design: Systematic review and meta-analysis of randomized and controlled clinical trials.
Searches were conducted in PUBMED, Cochrane CENTRAL, Web of Science and EMBASE from
inception to June 2023. Certainty of evidence was assessed using the GRADE approach.
Results: Four randomized clinical trials involving 359 infants were included. It remains
uncertain whether breastfeeding or bottle-feeding compared with spoon feeding results in
improved body weight (MD: 0.13 kg; 95 % CI = -0.64 to 0.91; p = 0.74; very low certainty). Feed-
ing via cup, spoon, or syringe may result in little to no difference in wound dehiscence (RR:
1.47; 95 % CI = 0.24 to 9.14; p = 0.68; low certainty).

Conclusions: Given the overall low and very low certainty of evidence, well-designed clinical
trials with adequate sample sizes are required to determine the true effect of postoperative
feeding methods in infants with CLP.

Efecto de los métodos de alimentacién postoperatoria en pacientes
con fisura labiomaxilopalatina: revisién sistematica y metanalisis

RESUMEN

Palabras clave:
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Objetivo: Evaluar el efecto de los métodos de alimentacién postoperatoria (es decir, pecho, mama-
dera, vaso, cuchara, jeringa u otros, solos o en cualquier combinacién) sobre el peso corporal y
la dehiscencia de la herida quirtirgica en lactantes con fisura labial y/o palatina (FLP).

Diseiio: Revisién sistematica y metanalisis de ensayos clinicos aleatorizados y controlados.
Las busquedas se realizaron en PUBMED, Cochrane CENTRAL, Web of Science y EMBASE desde su
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inicio hasta junio de 2023. La certeza de la evidencia se evalud utilizando el enfoque GRADE.

Resultados: Se incluyeron cuatro ensayos clinicos aleatorizados que involucraron a 359 lac-

tantes. Persiste la incertidumbre sobre si la lactancia materna o la alimentacién con biberdn,
en comparacién con la alimentacién con cuchara, producen una mejora en el peso corporal
(DM: 0,13 kg; IC 95 %: -0,64 a 0,91; p = 0,74; certeza muy baja). La alimentacién mediante vaso,
cuchara o jeringa puede generar poca o ninguna diferencia en la dehiscencia de la herida
quirtrgica (RR: 1,47; IC 95 %: 0,24 a 9,14; p = 0,68; certeza baja).

Conclusiones: Dada la certeza global baja y muy baja de la evidencia disponible, se requieren

ensayos clinicos bien disefiados y con tamanos muestrales adecuados para determinar el ver-

dadero efecto de los métodos de alimentacién postoperatoria en lactantes con FLP.

BACKGROUND

Cleft lip and palate (CLP) is a congenital anomaly char-
acterized by incomplete fusion of the lip and/or palate dur-
ing embryogenesis!. Infants with CLP commonly experience
feeding difficulties due to impaired oral suction and altered
anatomy? Although various surgical techniques exist for CLP
repair®, postoperative feeding protocols differ considerably
among centers, and there is no consensus regarding the opti-
mal approach*s. Alternative feeding strategies, such as cup,
spoon, or syringe feeding, have been suggested to reduce stress
on the surgical site by minimizing negative intraoral pressure®’.
However, these methods may be challenging for infants accus-
tomed to breast or bottle feeding, potentially contributing to
inadequate postoperative nutritional intake and weight loss®®.

This review aimed to determine the impact of postopera-
tive feeding methods on body weight and wound dehiscence
in infants undergoing cleft lip and/or palate repair.

METHODS
Protocol development

This systematic review followed the Cochrane Handbook
for Systematic Reviews of Interventions (version 5.1.0)'° and
adhered to PRISMA guidelines®!. The protocol was registered
in PROSPERO (CRD42024602387).

Selection criteria
Inclusion criteria

Types of studies: Randomized clinical trials or controlled
clinical trials.
Participants: Infants with non-syndromic cleft lip, cleft pal-
ate, or cleft lip and palate.
Interventions: Breastfeeding, bottle feeding, cup feeding,
spoon feeding, syringe feeding, or other feeding methods.
Comparators: Any of the above interventions compared
with each other.
Outcomes: Postoperative body weight and surgical wound
dehiscence.
- Body weight: Mean difference between weight at the
time of surgery and at follow-up, or percent increase
compared with weight on the day of surgery.

— Wound dehiscence: Clinical evaluation of the surgical
wound at follow-up.

Exclusion criteria

Non-randomized studies, narrative reviews, case reports,
letters to the editor.

Search strategy

In June of 2023, a search of the available literature was con-
ducted in the following databases through their online portals:
PUBMED, Cochrane CENTRAL, Web of Science and EMBASE. For
each of these options, the advanced search tool was used with
the following terms: cleft lip, cleft palate, cleft lip and palate
AND feeding. Each term was investigated and adjusted accord-
ing to the syntax of each specific database. No date or language
restrictions were applied.

Selection of studies

Two previously trained reviewers performed an independ-
ent title and abstract screening of the search results, following
the inclusion and exclusion criteria once established. Disa-
greements were solved by consensus or with a third reviewer.
Afterward, two reviewers independently conducted the full-
text screening; disagreements were also sorted out by agree-
ment or, if not possible, with a third author. For this process,
Microsoft Excel was used. Finally, the references of the selected
articles were reviewed to identify other possible studies to be
included in the review.

Data extraction and management

Using a data extraction table created in Microsoft Excel,
the necessary background information for the purpose of
this review was completed independently by two reviewers.
Extracted data included first author and year of publication,
study design, patients, interventions, outcomes, risk of bias
assessment.

Assessment of risk of bias in included studies

For randomized clinical trials, the risk of bias was assessed
with the Cochrane Collaboration Risk of Bias Tool ROB I*2. The
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evaluation of all the domains of this tool (random sequence
generation, allocation concealment, blinding of participants
and personnel, blinding of outcome assessment, incomplete
outcome data, selective reporting, and other sources of bias)
was followed by the instructions of the Cochrane Handbook.
The evaluation was done by two reviewers independently
from the complete reading of the articles. All disagreements
were discussed and resolved by consensus to classify the
paper as low, high, or unclear risk of bias.

Data analysis

The treatment effect measures used to assess the outcome
of each study were: for continuous data, the mean difference
and their respective 95 % confidence intervals and percent
increase; for categorical variables, risk ratio with 95 % confi-
dence intervals.

Assessment of study heterogeneity

The chi-square test was used to determine the presence
of statistical heterogeneity, a 0,1 significance level was used.
Quantification of the inconsistency was made by the sta-
tistical I? test, following the Cochrane recommendations®.
Clinical heterogeneity was assessed considering the patients
characteristics, environment and intervention, consulted with
experts. Methodological heterogeneity was assessed by the
Risk of Bias Tool’s domains?®.

Data synthesis

A meta-analysis for the outcomes using a random effect
model available on RevMan 5.4 was performed**. The decision
to pool data in a meta-analysis was based on data available
on results.

The GRADE approach was used to assess the certainty of
evidence (confidence in the effect estimators) for each out-
come, thorough evaluation of the study design, assessment of
limitations (risk of bias, inconsistency, indirectness, impreci-
sion, and publication bias) was realized. Evidence certainty
was classified in 4 levels: high, moderate, low, very low?®.

RESULTS
Search findings and study characteristics

A total of 2,650 studies were identified, selecting a total of
56 studies that potentially met the selection criteria. Once the
studies were selected, 25 were eliminated due to duplicates
between databases. The resulting 31 studies were searched both
physically and digitally for full reading; however, it was not pos-
sible to obtain the full text of 9 of them, nor could the authors
be contacted'®?. A set of 22 articles was reviewed by two review-
ers independently, reading the complete text according to the
selection criteria. A total of 4 articles were ultimately included
in this review for analysis. A flow diagram following the recom-
mendations of the PRISMA Statement was used to illustrate the
results of the study selection for this review (Figure 1).

Records identified from:

COCHRANE: 95 articles
EMBASE: 741 articles
PUBMED: 1.021 articles

‘WEB OF SCIENCE: 791 articles

(n=2)

Additional records identified
through other sources

\

Articles identified through database searching

Records excluded based on title and abstract

(n = 2650)

(n = 2594)

'

Selected articles after title/abstract screening

Duplicates removed

(n=56)

Y

(n=25)

'

Reports sought for retrieval

Reports not retrieved

(n=31)

Y

(n=9)

Y

Articles for full text screening

Articles excluded (n = 18)
Reasons

(n=22)

\4

Studies included
(n=4)

Y

2 syndromic patients
13 wrong outcomes
3 preoperative period

Figure 1. PRISMA 2020 flow diagram for systematic reviews describing study selection.
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Description of the studies

The four selected studies correspond to randomized clini-
cal trial?*8. One study was conducted in Thailand?®, one in
Korea?, one in India?, and one at the Craniofacial Anomalies
Rehabilitation Hospital in Brazil?.

The total population consisted of 359 infants, of whom 85
underwent cheiloplasty??, 82 underwent palatoplasty®, and
192 underwent both procedures?. No distinction was made
by sex. Infants with cleft lip, cleft palate, or cleft lip and pal-
ate were included, while patients with associated syndromes
were excluded.

The mean age at surgery varied between groups depending
on the cleft type and the criteria of each center and surgeon.
After cleft repair surgery, groups were formed according to the

Random sequence generation (selection bias)
Blinding of participants and personnel (performance bias)
Blinding of outcome assessment (detection bias)

Allocation concealment (selection bias)
Incomplete outcome data (attrition bias)

Selective reporting (reporting bias)

postoperative feeding method: breastfeeding, conventional bot- @
tle feeding, cup feeding, spoon feeding, or syringe feeding. These E
groups were compared according to the outcomes measured. %

Postoperative body weight, expressed as mean weight dif- ©
ference or percentage gain, and surgical wound dehiscence Darzi 1996 Risk of bias
were assessed at the time of surgery and at follow-up, which Guedes 2004 Low risk
varied across studies from 30 days to 2 months (Table I). Kim 2009 Unclear

Augswornwan 2013 High risk

Risk of bias

The risk of bias assessment for the randomized controlled Figure 2. Risk of bias summary: review authors’ judgments
trials is presented in Figure 2. Of the four trials evaluated?, for each risk of bias domain across all included studies.

Table I. Demographic and clinical characteristics of the studies included in the review.

Study Design Country n Age S Chmcz.;\l . Interventions Outcomes Follow up
type characteristics
Patients with Surgical
non-syndromic Spoon dehiscence
Augswornwan 4.3 clefty lip and Bottle or surgical wour’1d Bottle
§ > RCT Thailand 192 months CLP P feeding syringe & feeding
2013 palate . assessment,
(mean) . (n =96) feeding , (n=96)
undergoing (n = 96) parent’s
cheiloplasty a satisfaction
Postoperative
Patients with Spoon, body weight,
79 cp non-syndromic Bottle cup or surgical Bottle
Kim etal.,, 2009 RCT Korea 82 moﬁths - CLP cleft palate feeding syringe  dehiscence, oral feeding
undergoing (n=42) feeding  intake, sedative (n=42)
palatoplasty. (n = 40) use,
complications
Patients with Postoperjcltwe
. body weight,
cleft lip .
undergoing el
Guedes 3-13 cleft lip closure Bottle Spoon dehiscence, Bottle
Alcoforado RCT Brazil 45 months CL sulrj o feeding feeding surgical wound feeding
etal,, 2004 sy (n=NR) (n=NR) evaluation, (n=N.R)
between 3 and .
anthropometric
13 months .
of age values, diet,
g laboratory tests
Patients with Postoperative
cleft lip without body weight,
. other Breast Spoon surgical Breast
Darlzége; g RCT India 40 m(fr:ths CL associated feeding feeding dehiscence, feeding
clefts between 3  (n = 20) (n = 20) surgical wound (n =20)
and 6 months assessment, cost

of age and hospital stay
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none were classified as “low risk” across all domains. Overall,
insufficient information was reported in the domains of ran-
dom sequence generation, allocation concealment, and blind-
ing of participants and personnel, indicating potential selec-
tion and performance bias. In contrast, the assessments for
blinding of outcome assessors, incomplete outcome data, and
selective reporting were mostly favorable. Sensitivity analysis
was not performed because none of the included studies were
judged to have a high risk of bias in any domain.

Effects of interventions

A summary of the findings is presented in Table II.

Outcome body weight

The forest plot of the meta-analysis for body weight
is shown in Figure 3. This outcome was assessed in two rand-
omized clinical trials??, which evaluated postoperative weight

Table II. Summary of findings GRADE.

Effect of postoperative feeding methods in patients with cleft lip and palate

Patients or population: 359 patients
Intervention: Spoon, cup or syringe feeding
Comparison: Breast and/or bottle feeding

N° of participants Certainty of the
Outcomes (studies) evidence
Follow-up (GRADE)
. 85 @000
Body weight (2RCTs) Very lowa,b
Wound 359 @00
dehiscence (4 RCTs) Lowc,d

Relative effect

(95% CI) Absolute effect (per 1,000 patients)

MD 0.13 kg higher
(0.64 kg lower to 0.91kg higher)

4 fewer per 1,000

not estimable e i )

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the relative effect

of the intervention (and its 95% CI).
CI: confidence interval; MD: mean difference.

GRADE Working Group grades of evidence

High certainty: we are very confident that the true effect lies close to that of the estimate of the effect.
Moderate certainty: we are moderately confident in the effect estimate: the true effect is likely to be close to the estimate of the effect, but there is

a possibility that it is substantially different.

Low certainty: our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the effect.
Very low certainty: we have very little confidence in the effect estimate: the true effect is likely to be substantially different from the estimate of effect.

Explanations

a. The certainty of the evidence was downgraded one level due to unclear risk of bias, particularly in the domain of alloca-

tion concealment.

b. The certainty of the evidence was downgraded two levels because of very serious inconsistency, reflected in substantial
heterogeneity (I2 = 78%) and wide variation in effect estimates across studies.
c. The certainty of the evidence was downgraded one level for risk of bias, as adherence to the feeding protocols could not

be assured in the included studies.

d. The certainty of the evidence was downgraded one level due to imprecision, given the small sample sizes and limited
number of events, which reduced confidence in the effect estimates.

Figure 3. Forest plot of the mean difference in postoperative body weight between infants fed with breast and/or bottle
feeding versus spoon feeding.
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at 30 days? and six weeks? in a total of 85 infants with cleft lip
aged 3 to 13 months. It is uncertain whether breast or bottle
feeding improves postoperative body weight compared with
spoon feeding (MD: 0.13 kg; 95 % CI -0.64 to 0.91; p = 0.74; very
low-certainty evidence).

In one of the included studies?, the data required for inclu-
sion in the meta-analysis (mean, SD, and sample size) were
not reported; instead, outcomes were presented as percentage
weight gain. The comparison of bottle feeding versus spoon,
cup, or syringe feeding after cleft palate surgery showed
weight gain in both groups, with no statistically significant dif-
ferences at the first (p = 0.47) or second postoperative month
(p = 0.33). Weight gain was 6.4 % versus 5.1 %, respectively, in
the first month, and 10.3 % versus 9.3 % in the second month?.

Outcome surgical wound dehiscence

The forest plot of the meta-analysis for surgical wound
dehiscence is shown in Figure 4. This outcome was assessed
in four randomized clinical trials?® at different postopera-
tive time points, including after the first meal®, on the first
postoperative day??, during the first six days®, at 14 days®,
and at 30 days®. One study did not report the specific timing
of assessment?. In total, 359 infants aged 3 to 13 months with
cleft lip and/or palate were included. Feeding through a cup,
spoon, or syringe may result in little to no difference in the
occurrence of wound dehiscence compared with breastfeed-
ing or bottle feeding (RR: 1.47; 95 % CI 0.24 to 9.14; p = 0.68;
low-certainty evidence).

DISCUSSION

The overall estimate derived from the meta-analysis of the
randomized clinical trials indicates that there is no statisti-
cally or clinically meaningful difference between the feeding
groups (breast and/or bottle feeding versus spoon, syringe, or
cup feeding) for either outcome. The relative risk for surgical
wound dehiscence was 1.47 (95 % CI 0.24-9.14), showing no
clear benefit of one feeding method over another. The cer-
tainty of the evidence for this outcome was rated as low due
to concerns related to risk of bias and imprecision. For post-
operative body weight, the mean difference was 0.13 kg (95 %
CI -0.64 to 0.91), again demonstrating no advantage for either

intervention, with the certainty of evidence rated as very low
because of methodological limitations and substantial het-
erogeneity (12 = 78 %).

Heterogeneity varied considerably depending on the
outcome evaluated. Studies assessing surgical dehiscence
showed no observable heterogeneity (12 = 0 %), as reflected
by the overlapping confidence intervals across trials. In con-
trast, postoperative body weight exhibited high heterogene-
ity (I = 78 %), likely attributable to differences in patient age
(3-13 months), follow-up periods, surgical techniques, study
settings, and baseline nutritional status.

Regarding the broader postoperative impact of feeding
methods, one study reported that infants fed with a spoon
required analgesia, sedation, and intravenous fluids more fre-
quently and for longer periods compared with those who were
breastfed?. Consistent with these findings, Weatherley-White
et al. first advocated for breastfeeding after cleft lip repair,
reporting shorter hospital stays and faster transitions from
intravenous to oral feeding among breastfed infants?. Other
studies similarly indicate that breastfeeding or bottle feeding
does not adversely affect surgical outcomes nor increase the
risk of complications such as wound dehiscence or fistula for-
mation, suggesting that these methods may be safely imple-
mented when appropriate®. Additionally, breastfeeding may
confer benefits beyond nutritional adequacy, including
enhanced comfort and reduced irritability, as infants fed by
spoon or syringe have been shown to cry more frequently dur-
ing feeding?®. Importantly, the act of sucking itself contributes
to infant soothing and emotional regulation®..

To our knowledge, no previous systematic reviews have
evaluated postoperative body weight in infants with cleft
conditions according to feeding method. Previous work has
focused primarily on the preoperative period or has not clear-
ly differentiated between pre- and postoperative outcomes.
A major strength of this review is its systematic approach
and use of meta-analysis, which allow for rigorous synthesis
of the available evidence and increase precision in estimating
the effects of the feeding methods examined.

The main limitations of this review are related to the quality
of the available evidence for addressing the clinical question.
A lack of high-quality studies has been identified, which was
revealed only through a systematic review and subsequent
evaluation of the quality of the evidence. This analysis also
highlights knowledge gaps in the field, identifying topics with
limited information that could be addressed in future research.

Breast - Bottle Spoon - Cup Risk Ratio Risk Ratio

Study or Subgroup Events Total Events Total Weight IV, Random, 95% Cl IV, Random, 95% CI
Guedes 2004 0 22 0 23 Mot estimable
Augsornwan 2015 1 96 0 96 32.9% 3.00([012, 72.73) bl
Kim 2009 0 40 1 42 332% 0.35[0.01, 8.34] =
Darzi 1996 1 20 0 200 339% 3.00[0.13,69.52) ol
Total (95% CI) 178 181 100.0% 1.47 [0.24, 9.14] —~ll——
Total events 2 1

ity: == (Chif= . = R= I t t |
Heterogeneity: Tau*= 0.00; Chi*=1.18, df= 2 {(P=0.55); F=0% 0.001 0 10 1000

Test for overall effect: Z=0.41 (P = 0.68)

Spoon or cup feeding Breast or bottle feeding

Fig. 4. Forest plot of surgical wound dehiscence comparing spoon, cup, or syringe feeding with breast and/or bottle feeding.
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In addition, given that most patients in the total pool were lip
repair cases, the review sample size may be underpowered to
detect significant differences in dehiscence rates. However, an
inherent limitation is that, although a review brings together
the results of multiple studies and provides a more compre-
hensive and robust view of a topic, its validity directly depends
on the methodological quality of the included studies.

CONCLUSIONS

The effect of postoperative feeding methods on postopera-
tive body weight in infants with cleft lip and/or palate remains
uncertain, reflecting very low certainty of the available evi-
dence. Feeding via cup, spoon, or syringe may result in lit-
tle to no difference in surgical wound dehiscence compared
with breastfeeding or bottle feeding, based on low-certainty
evidence. Well-designed randomized controlled trials with
adequate sample sizes are needed to determine the true effect
of postoperative feeding methods on clinically relevant out-
comes.

REQUIRED DISCLOSURES
Ethical Statement

This study is a systematic review and meta-analysis that
synthesizes data already published in peer-reviewed sources.
No new human participants were recruited, and no identifi-
able individual data were collected. Therefore, ethical approval
from an institutional review board or ethics committee was
not applicable.

Informed Consent / Patient Consent

No new patients were enrolled, and no original clinical data
were obtained for this review. As this study relies solely on
previously published data, patient consent was not applicable.
Compliance With Ethical Standards

This research was conducted in accordance with the ethical
principles of the Declaration of Helsinki and with the journal’s
ethical requirements for secondary data analyses.
Declaration of Competing Interest

The authors declare that they have no known competing

financial interests or personal relationships that could have
influenced the work reported in this paper.

REFERENCES

1. Cordero E, Martinez G, Espinoza I, Pantoja R. Estudio retrospec-
tivo de fisuras labio-méxilo-palatinas en Chile: 12 afos de

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

seguimiento. Int ] Odontostomatol. 2021;15(1):88-93. DOI:
10.4067/S0718-381X2021000100088

. Monasterio L, Ford A, Tastets ME. Fisuras labio palatinas:

tratamiento multidisciplinario. Rev Med Clin Condes.
2016;27(1):14-21. DOI: 10.1016/j.rmclc.2016.01.003.

. Cortés ], Nino A, Sung H, Cortés P. Estrategia terapéutica en las

fisuras labio-maxilo-palatinas: la aproximacién funcional de
Delaire. Rev Esp Cir Oral Maxilofac. 2002;24:13-19.

. Boyce JO, Reilly S, Skeat ], Cahir P. ABM Clinical Protocol #17:

Guidelines for breastfeeding infants with cleft lip, cleft palate,
or cleft lip and palate - Revised 2019. Breastfeed Med.
2019;14(7):437-44. DOI: 10.1089/bfm.2019.29132.job.

. Gallego-Sobrino R, Esparza-Lasaga L, Moral-Séez I, Rodriguez-

Martinez G. Estado nutricional y crecimiento en nifios nacidos
con fisuras labiopalatinas. Cir Plast Iberolatinoam.
2020;30(1):52-8. DOI: 10.35366/94380

. Kaye A, Che C. Differences in weight loss and recovery after

cleft lip and palate repair. Cleft Palate Craniofac J.
2019;56(2):196-203. DOI: 10.1177/1055665618774020

. Burca NDL, Gephart SM, Miller C, Cote C. Promoting breast milk

nutrition in infants with cleft lip and/or palate. Adv Neonatal
Care. 2016;16(5):337-44. DOI: 10.1097/ANC.0000000000000305.

. Ravi BK, Padmasani LN, Hemamalini AJ, Murthy J. Weight gain

pattern of infants with orofacial cleft on three types of feeding
techniques. Indian ] Pediatr. 2015;82(7):581-5. DOI: 10.1007/
$12098-014-1668-0.

. Matsunaka E, Ueki S, Makimoto K. Impact of breastfeeding or

bottle feeding on surgical wound dehiscence after cleft lip re-
pair in infants: a systematic review protocol. JBI Database Syst
Rev Implement Rep. 2015;13(10):3-11. DOI: 10.11124/jbis-
rir-2015-2336.

Higgins JPT, Green S, editors. Cochrane Handbook for System-
atic Reviews of Interventions. Version 5.1.0. The Cochrane Col-
laboration; 2011. Disponible en: www.cochrane-handbook.org
Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC,
Mulrow CD, et al. PRISMA 2020: an updated guideline for re-
porting systematic reviews. Rev Esp Cardiol. 2021;74(9):790-9.
DOI: 10.1016/j.recesp.2021.06.016.

Higgins JPT, Altman DG, Sterne JAC. Chapter 8: Assessing risk
of bias in included studies. In: Higgins JPT, Green S, eds.
Cochrane Handbook for Systematic Reviews of Interventions.
Version 5.1.0. The Cochrane Collaboration; 2011. Disponible
en: https://training.cochrane.org/handbook/current/chapter-08
Higgins JPT, Deeks JJ, Altman DG. Chapter 16: Special topics in
statistics. In: Higgins JPT, Green S, eds. Cochrane Handbook for
Systematic Reviews of Interventions. Version 5.1.0. The
Cochrane Collaboration; 2011. Available from: https://training.
cochrane.org/handbook/current/chapter-16

Review Manager (RevMan) [computer program]. Version 5.3.
Copenhagen: The Nordic Cochrane Centre, The Cochrane Col-
laboration; 2014.

Balshem H, Helfand M, Schiinemann HJ, Oxman AD, Kunz R,
Brozek J, et al. GRADE guidelines: 3. Rating the quality of evi-
dence.] Clin Epidemiol. 2011;64(4):401-6. DOI: 10.1016/j.jcline-
pi.2010.07.015.

Tonseth L. Follow-up of parents with infants with cleft lip and
palate. NIH; 2019.

Onturk S. The effect of the usage of squeezable versus stand-
ard bottles after cleft palate surgery on infant feeding; 2022.
Dhaiban M, Younas S, Channa JA, Akhtar N. Is restricted breast
and bottle-feeding necessary following cleft lip repair? Paedi-
atr Child Health. 2014;19(6):e77.

Wellman R. Preoperative and postoperative nutritional man-
agement of the infant with cleft palate. 1991. Disponible
en: https://pubmed.ncbi.nlm.nih.gov/2045999/

Richard ME. Weight comparisons of infants with complete cleft
lip and palate. Pediatr Nurs. 1994;20(2):191-6.

Longo KM. Evolugao do estado nutricional de criangas sub-
metidas a palatoplastia posterior; 2005.


http://www.cochrane-handbook.org/
https://training.cochrane.org/handbook/current/chapter-08
https://training.cochrane.org/handbook/current/chapter-16
https://training.cochrane.org/handbook/current/chapter-16
https://pubmed.ncbi.nlm.nih.gov/2045999/

REV ESP CIR ORAL MAXILOFAC. 2026;48(1):14-21 21

22.
23.

24.

25.

26.

27.

Paradise JL. Feeding of infants with cleft palate; 1984.

Clarren SK, Anderson B, Wolf LS. Feeding infants with cleft lip,
cleft palate, or cleft lip and palate. Cleft Palate J. 1987;24(3):244-9.
Dunning Y. Child nutrition. Feeding babies with cleft lip and
palate. Nurs Times. 1986;82(5):46-7.

Augsornwan D, Surakunprapha P, Pattangtanang P, Pongpa-
gatip S, Jenwitheesuk K, Chowchuen B. Comparison of wound
dehiscence and parent’s satisfaction between spoon/syringe
feeding and breast/bottle feeding in patients with cleft lip re-
pair. ] Med Assoc Thai. 2013;96 Suppl 4:561-70.

Kim EK, Lee TJ, Chae SW. Effect of unrestricted bottle feeding
on early postoperative course after cleft palate repair. J Crani-
ofac Surg. 2009;20(Suppl 2):1886-8. DOI: 10.1097/
SCS.0b013e3181b2d1d1.

Darzi MA, Chowdri NA, Bhat NA. Breastfeeding or spoon
feeding after cleft lip repair: a prospective randomized

28.

29.

30.

31

study. Br J Plast Surg. 1996;49(1):24-6. DOI: 10.1016/S0007-
1226(96)90182-4

Guedes Alcoforado A, Farha MA, Peres SPBA, Cazal MT. Im-
mediate postoperative evaluation of the surgical wound and
nutritional evolution after cheiloplasty. Cleft Palate Craniofac
J. 2005;42(4):434-8. DOI: 10.1597/02-086.1.

Weatherley-White RCA, Kuehn DP, Mirrett P. Early repair and
breast-feeding for infants with cleft lip. Plast Reconstr Surg.
1987;79(6):879-87. DOI: 10.1097/00006534-198706000-00004.
Cohen M, Marschall MA, Schafer ME. Immediate unrestricted
feeding of infants following cleft lip and palate repair. J Cran-
iofac Surg. 1992;3(1):30-2. DOI: 10.1097/00001665-199207000-
00011.

Krol KM, Grossmann T. Psychological effects of breastfeeding
on children and mothers. Bundesgesundheitsbl. 2018;61:977-
85. DOI: 10.1007/s00103-018-2769-0



