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ABSTRACT

Background: Cover wound dressings are regarded as impor-
tant postoperative care following surgical intervention. Opinions
differ on whether the cleft lip repair wound should be routinely
covered by dressings or not. Therefore, a well designed rando-
mized controlled trial is required to determine if routine cover
dressing offers a better outcome.

Aim: The aim of this study was to compare the outcome of
wound and cosmetic appearance of cleft lip repair in a rando-
mized controlled trial between cover wound and no wound
dressing groups.

Materials and methods: Forty consecutive patients requiring
cleft lip repair were randomized prospectively to receive the
traditional wound dressing cover (n = 20) or had the wound
left exposed without any dressing cover (n = 20), after the
completion of cleft wound closure. The main outcome measures
were wound infection and dehiscence rates in the two groups,
in addition to the scar cosmetic outcomes.

Result: The two groups were comparable in terms of age
and sex. The incidence of wound infection was 0% (0/20) in
cover dressing group as compared to 5% (1/20) in no cover
dressing group (p = 0.31). No statistical significant differences
in the wound dehiscence rate between the wounds that
received dressing (15%) and those with no dressing (20%) were
observed. The mean diameter of scar at the 5th to 8th week
review appointments was almost similar between the group with
dressing (3.29 + 1.26 mm) and no dressing (3.62 + 1.28 mm). The
patient reported outcome in relation to the cosmetic appearance
of the scar after repair was similar in the two groups.
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Conclusion: There was no difference in the main outcome
measures between the group that had cover dressing and
those with exposed wound after cleft lip repair surgery. This
study demonstrates that dressing of cleft repair wound may be
unnecessary.
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BACKGROUND

Traditionally, covering of surgical wound with a sterile
dressing is usually considered a routine conclusion to
an aseptic operation." Varieties of dressing agents and
materials are available depending on the wound, site
and the surgeon’s preference among other factors. One
of the agents employed for dressing after surgical repair
of cleft wound is antibiotic ointment (the commonest
example being gentamicin ointment).> Other materials
and agents include wet sterile gauze, dry sterile gauze
held in place with an adhesive tape used alone or with
antibiotic ointment.>* The rationale for placing these
dressings is based on the assumption that they provide
a barrier to microbial contamination and thus reduce
the risk of surgical site infection (SSI), which could be a
major source of morbidity and increased cost following
surgery.!? Other potential benefits of wound dressing
are: offering physical barrier, preventing tension over the
site of repair, absorption of exudates, moisture retention
or rehydration, antimicrobial activity, odor absorption,
thermal insulation and meeting patient’s desires for
wound coverage.”®” Despite these potential benefits,
some authors have actually shown that not only might
dressing of clean surgical wound be unnecessary, but
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also that it might actually have a number of detrimental
effects on the wound.*® Some of the problems reported
in published work include adverse skin reaction to the
dressing materials, additional cost, increased nursing
time, barrier to easy visualization and monitoring of
the wound; potentially prolonging the hospital stay.'*
It is also claimed that application of cover dressing on
the facial wounds may draw unnecessary attention
from the public causing embarrassment. In particular,
it may constantly draw the attention of the patients
especially the infants to the presence of the wound with
the constant urge to fiddle with the dressing and wound
and thereby risking wound disturbance with potential
adverse consequences. In spite of these controversies
about the role of dressing of surgical wounds, most
surgeons working on cleft continue to use some form of
dressing at the completion of cleft lip repair surgery.””
The choice of placing a formal wound dressing or not,
and the particular type of dressing on cleft repair wound
is at the discretion of the attending surgeon.>!° There is a
need to always justify the choice of treatment modality on
whether it has a net beneficial effect to the patient [patient
oriented evidence that matters (POEM)].!! To the best
of our knowledge, no study has compared the outcome
of “dressing’ vs ‘no dressing’ of cleft repair wound in a
randomized controlled fashion.

The main aim of this study was to compare the out-
come of wound and cosmetic appearance of cleft lip repair
in a randomized controlled trial between cover wound
and no wound dressing.

MATERIALS AND METHODS

The study was a prospective, single blind, randomized
controlled one carried out between September 2012 and
August 2013 at sacred heart hospital, Lantoro, Abeokuta
(a tertiary health facility in south western Nigeria). Ethical
approval was obtained from the hospital ethics committee
and informed consent obtained from the patients in case
of adults, and parents or guardians of the minors. Forty
consecutive pediatric and adult patients who presented to
the cleft unit of the hospital, requiring cleft lip repair, were
randomized equally into two groups (groups A and B)
with a computer generation of random numbers. Group A
(dressing) had genticin ointment applied over the cleft
repair wound and this was covered with dry gauze and
held in place with an adhesive tape for the first 72 hours
postoperatively. Genticin ointment alone was thereafter
applied for the next 4 days. Group B (no-dressing) had
a gauze dressing placed over the cleft repair wound for
the first 6 hours postoperatively. Thereafter, the gauze
dressing was removed without further dressing. In this

study, genticin cream was applied as part/form of cover
dressing in the study group.

A doctor blinded to the objectives of the study assessed
the wound daily, while the patient was on admission
for any sign of infection (based on ‘modification of the
criteria developed by center for disease control (CDC)
for defining SSI’ by Horan et al reaction to dressing or
suture breakdown.'? This observation was continued
during weekly review after discharge for the next 6 weeks
and data were collected. Between the 6th and 8th week
postoperation, the quality of the scar was assessed by
measuring the scar width with the use of vernier calipers,
and thereafter the satisfaction with surgical outcome
was sought from the patients or their guardians. In cases
of wound discharge, the characteristics of discharge
were noted, swab taken with a sterile swab stick and
subsequently sent for microscopy culture, and sensitivity
testing where indicated.

Data analysis was done using statistical package
for social sciences (SPSS, version 17.0, Chicago IL). The
continuous data is presented as mean with standard
deviation or as median with interquartile range (IQR) and
categorical variables presented as counts (percentage).
Categorical variables were compared using a Chi-square
test while normally distributed continuous variables
were compared using the student’s t-test. Statistical
significance was set at p < 0.05.

RESULTS

A total of 40 patients participated in the study. The
median age for those in the dressing group was
4.5 months (3 months and 65 years), while that for the
non-dressing group was 6.5 months (3 months and
55 years) (p = 0.42). Unilateral cleft lip plus or minus cleft
palate (UCL +/-P) was the commonest type of cleftin the
two groups. All unilateral cleft lips were repaired using
the Millard’s rotational advancement flap technique,
while all the bilateral clefts were repaired using the forked
flap technique. The two groups were comparable in
terms of age, sex, type of cleft and the surgical procedure.
Table 1 shows the patients’ characteristics and type of
surgical repair.

The duration of surgery ranged from 40 to 155 minutes
with mean values of 60.00 + 21.08 and 76.40 + 29.03
minutes for the dressing group and no-dressing groups,
respectively.

Wound infection occurred in one patient in the no-
dressing group and none in the dressing group, giving
an overall infection rate of 2.5%. The culture of the swab
taken from the only infected wound yielded Gram
positive Staphylococcus aureus, sensitive to ofloxacin and
ciprofloxacin.
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Table 1: Patient characteristics

Dressing group

No dressing group

(n =20) (n=20) p-value
Age (median) months 45 6.6 0.42
Gender

Male 15 (75%) 10 (50%) 0.19

Female 5 (25%) 10 (50%)

Weight (mean) kg 10.74 £ 14.60 17.32+22.44 0.28
Duration of surgery (mean) minutes 60.00 £21.08 76.40 £ 29.03 0.36
Type of cleft

Right unilateral cleft lip +/— cleft palate 10 (50%) 6 (30%) 0.59

Left unilateral cleft lip +/— cleft palate 7 (35%) 9 (45%)

Bilateral cleft lip +/— cleft palate 2 (10%) 4 (20%)

Tessier 7: Orofacial cleft 1 (5%) 1(5%)

Type of surgical repair

Millard's rotational advancement flap 17 (85%) 15 (75%) 0.62

Forked flap 2 (10%) 4 (20%)

Direct closure in layers 1 (5%) 1 (5%)

Minor wound dehiscence occurred in three patients
(15%) in the group that had dressing and in four patients
(20%) in the no-dressing group. All wounds except one
that dehisced in the no-dressing group had healed by
the 5th postoperative week. The mean diameter of scar
between the 6th and 8th week was 3.29 + 1.26 mm in
the dressing group as compared to 3.62 £ 1.28 mm in
the no-dressing group. However, this difference was
not statistically significant (p = 0.49) (Table 2). Patient-
reported outcome showed that one patient in the no
dressing group and none in the dressing group were
dissatisfied with the outcome of surgery. However, this
difference was also not statistically significant either.
The mean scar diameter and patient satisfaction with
outcome of repair is depicted in Table 2. There was no
reported local skin reaction to the dressing materials in
the two groups.

DISCUSSION

This study has shown no difference in surgical outcome
and patient satisfaction following cleft lip repair, whether
dressing is applied or not. Similar to previously published
works, our result has shown no statistical significance
in the rate of infection between the wounds that had

dressing and the ones that had no dressing.!413

Table 2: Mean scar diameter and patient satisfaction with
outcome of repair

Dressing No dressing
(n=14) (n=19) p-value

Scar diameter
Diameter of scar 3.29 + 1.26 3.62+1.28 0.491
Satisfaction

The routine use of dressing following cleft repair to
prevent SSI may have some benefit, either real or imagi-
nary, in some clinical settings. Such clinical settings
include a situation, where cleft repair patients are nursed
on the same ward with all other categories of surgical
wounds (clean, dirty and infected wounds), thereby
preventing the exposure of such wound to the risk of SSI.
Anecdotally, it is argued that in such a setting, applying
a form of dressing in the first 2 to 5 days allows healing
to have progressed enough to seal off the wound from
outside contamination. Although this argument sounds
logical, it does not have much real scientific evidence in the
literature to support it. It has been shown in experimental
studies that healing wounds rapidly develop a coagulum
of blood and fibrin within 2 to 6 hours of closure which is
impenetrable to bacteria.*! Therefore, if the wound could
be kept free of bacteria until coagulum has formed, then
infection is unlikely. Most of the cleft patients do not get
to the ward earlier than 3 hours after closure because of
the time spent between the theater, recovery room and
the ward. If proper hemostasis is achieved at the time of
surgery, coagulum must have formed before the patient
gets to the ward, thereby making infection unlikely. This
view is supported by the works of Law and Ellis, who
found no increase in the incidence of wound infection
by exposure to potential pathogens when dressings are
omitted; and the work of Ajao done in a general surgical
ward showing no significant difference in rate of infection
between dressed and undressed wound.*®

Other perceived benefits that researchers have
claimed for placing a form of dressing on surgical wound
after closure include—protecting the site of repair against
trauma and tension, and acceleration of angiogenesis due
to hypoxic environment under occlusive dressing, all of
which are said to reduce healing period and result in

Satisfied 14 18 0.383
Not satisfied 0 1
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esthetic scar.'>'® However, these are assumptions that
have not been substantiated and as observed in previous
reports, dressing or no dressing does not influence wound
dehiscence or quality of scar.>*1718

Similarly, in our study there was no statistically signi-
ficant difference in the rates of wound dehiscence as well
as the quality of scar between the dressed and undressed
wounds. One of the rationale for placing dressings on
surgical wounds is the assumption that they provide a
barrier to microbial contamination and thus reduce the
risk of SSI, which could be a major source of morbidity
and cost, following surgery.'”!” Different rates of SSI
have been reported in published literature and is influ-
enced by several factors among which are; the surgical
procedure, the degree of bacterial contamination (clean,
clean-contaminated, contaminated and dirty wounds),
amongst others.!??

Cleft lip repair wound can be regarded as clean-
contaminated wound and the reported infection rate is
between 1.7 and 12%.!° The infection rate of 0 (dressed
wound) to 2.5 % (no dressed wound) found in our study is
in the lower limit of the rate (1.7-12%) generally reported
for clean-contaminated wounds in other parts of the body,
but similar to values (0-2.6%) previously reported for
cleft lip repair wound.**'**! Orofacial tissues generally
have a higher resistance to infection due to the abundant
vascularity and this may well explain the lower rates of
SSIin the orofacial region compared to other regions of
the body.?

When the patients were assessed for satisfaction with
outcome of treatment, all except one in the group that had
no dressing were satisfied. This finding is similar to the
findings in previous studies that reported no significant
difference in outcome of treatment between dressed
undressed wounds.'®?* The only patient that expressed
dissatisfaction with outcome of treatment was the one,
who still had wound dehiscence at the period of assess-
ment for outcome of treatment. It is conceivable that
the dehisced wound would have caused some form of
esthetic detraction that may make the patient dissatisfied
with the outcome of treatment. The small sample size of
our study may be a limitation.

CONCLUSION

Dressing a cleft repair wound at the completion of closure
does not seem to reduce the rate of SSI. Quality of scar
as well as patient satisfaction with outcome of treatment
does not seem to be influenced by dressing or not dressing
a cleft repair wound. There is a need for randomized
control trials with a larger sample size in future, which
should also evaluate the cost-benefit ratio of dressing or
not dressing a cleft repair wound.
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