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If the incisor teeth are badly distorted the orthodontist may
wish to carry out a short period of treatment at about 7 or 8
years, but the main orthodontic treatment will be carried out
from the age of 12 onwards, when most of the permanent teeth
have appeared. The tooth in the line of the cleft, the lateral
incisor, is often deformed, sometimes split into two, so that it is
represented by two small teeth, one on each side of the cleft, and
very rarely of any functional value. If the size of the upper arch
is satisfactory, it may be reasonable to extract the remnants of
this tooth and to allow the other teeth to approximate so that the
size of the dental arch is slightly smaller than normal. In other
cases in which the teeth can be brought into good occlusion the
resulting gap can be filled either by a single tooth on a denture
or by a tooth carried on a fixed bridge.

LATER SURGICAL TREATMENT

Unless there are strong reasons to the contrary final surgical
corrections are best delayed until orthodontic treatment has
been completed and this usually brings the patient up to 15 or
16 years of age. At this time it is often possible to improve the
result by several small corrections:
Nose.-The nasal septum is invariably distorted to a greater

or lesser extent and it may be necessary to straighten the septum
and also correct the tip of the nose which is often asymmetrical.
Lip.-Minor corrections of the lip can be carried out at any

suitable time and with modem operations it is usually possible
to give a lip of good contour.
Jaws.-In spite of adequate early correction some patients

still develop deviations in the dental occlusion which are too
great to be corrected by orthodontic methods. In the past the
usual practice was to accept the basic bony pattern and to dis-

guise the defect by the use of specially constructed dentures.
Nevertheless, recent experience has shown that it is possible to
carry out osteotomies of the maxilla (either as a whole or in two
parts) and of the mandible, and to shift the segments around into
a more acceptable occlusion and such procedures have now
become part of the standard management of these deformities.

Summary

A complete programme of the treatment that might be necessary
is presented:

A.ee Procedure
3 months: repair of lip
1 year: repair of palate
41 years: secondary correction of lip and nose tip if deformity is severe (particu-

larly in bilateral clefts)
5-6 years: speech therepy at school
7 years: review speech-consider pharyngoplasty if necessary
8 years: if nasal obstruction is severe, straighten nasal septum. Otherwise leave

till later
12 years: orthodontic treatment
15-17 years: osteotomy of maxilla, osteotomy of mandible, final work on nose tip,

and on nasal septum.

I am grateful to Miss M. Dobson for the photographs and to Mr. E.
Smith for the drawings. They are both in the Department of Medical
Illustration, University of Aberdeen.
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Conversations on the Social Servzices

A Paediatric Opinion

Dr. R. is a consultant paediatrician in a provincial teaching centre.

FROM A SPECIAL CORRESPONDENT

British Medical Journal, 1974, 3, 164-165

"In the past my contacts with the local authority social ser-
vices were largely confined to members of the then children's
department-and it was easy to maintain personal links with
those who accompanied children in care to outpatients or
who were involved in the occasional 'battered baby' cases or
a difficult adoption problem. The children's department could
always be relied on to supply continuity of care in long-term
cases and the necessary expertise when complicated problems
arose.
"The increased incidence or awareness of what we now

call non-accidental injury and the implementation of the See-
bohm recommendations changed this comfortable relation-
ship, though I was relieved to see that in most instances the

ex-children's department workers continued to come up to
outpatients with the children in care whom they had previ-
ously supervised-so that continuity wasn'.t lost, as I had
feared. Even so, Seebohm caused us a lot of difficulties, some
of which are now being slowly resolved. From the beginning
it seemed clear that the many and varied problems which
the generic social workers might be called on to deal with
were far too complex to be handled in this way, and that the
worker who was inexperienced in a particular field would
either make a bad decision or be unable to make a decision
at all-and would have to refer back to a senior member of
the department. In fact, both these fears were realized, with
results that were dangerous or frustrating according to the
circumstances. There was a fairly prolonged settling-in period,
when even the senior people previously expert in a restricted
field were completely at a loss outside that field, but the
situation has now improved.
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Difficult Communications

"Communication between hospital consultant and the local
authority social services department is still difficult; owing
partly to the ignorance of doctors about the way the depart-
ment is organized and partly to a corresponding ignorance
about hospitals on the part of many of the social workers.
This has resulted in both parties working through the medi-
cal social workers attached to the hospitals, who are the only
people who understand both hierarchies. However, to use the
M.S.W.s as a post office in this way is wasteful of effort.
Clearly the M.S.W. is the most important person where a
medical condition is likely to affect a family, as in spina
bifida or cerebral palsy, but paediatricians are seeing more
and more children in whom the symptoms of the presenting
illness turn out to be secondary to a disturbed family back-
ground or to unsuitable housing conditions-such as the isola-
ted, depressed mother with a toddler in a high-rise flat. In
such cases I believe that the consultant should be able to
talk directly to the local authority social worker, and that the
workers from rhe social services department should be en-
couraged to visit the hospital to discuss cases, or, to make it
a two-way affair, for the consultant to visit the social services
department. Unfortunately, at present the medical social
workers are feeling justifiably insecure and uncertain about
their future, and some of them find it hard to accept that there
mav be situations which do not require their particular skills.
"The emergence of social services as an autonomous pro-

fession and discipline which is no longer subservient to the
consultant or medical officer of health has been difficult for
some doctors to accept; but for a long time paediatricians as
a whole have accepted social workers as valued colleagues.
Even so, it's sometimes been difficult to suppress one's im-
patience with the growing-up process of the social services pro-
fession. A service which has the responsibility for supervising
families which may injure their children or for old people
who may die from cold or starvation has just as much a life-
and-death responsibility as a doctor, and so it must develop
a corresponding responsible attitude towards its clients. It's
simply not good enough to say that a family with a child at
risk or an isolated old person wasn't visited because the
social worker was off sick, away on holiday, or attending a

course. Doctors have developed a system for handing over
responsibility when they are away-and so must social
workers. Another frustration is the difficulty in obtaining
written reports, or in some cases in discovering who is really
making the decision. The consultant who is involved in a
case of non-accidental injury must have the relevant facts and
must know who his opposite number in the social services is.
Some social workers become secretive and evoke confi-
dentiality as an excuse for not giving a report.

Scope and Responsibilities

"A new profession obviously has difficulty in defining its scope,
but one of the things it must learn is when to transmit essen-
tial information to another professional worker. In dealing
with social problems I've come to the conclusion that the only
way to clarify these difficulties is to try to make a 'social
diagnosis' and then a 'social treatment'. I believe that social
workers should apply a similar discipline to their problem
families and in this way they would gain greatly in clarity
of thought and action.

"Understandably, there are still a number of areas of res-
ponsibility which remain ill defined. Sometimes this is the
fault of the hospital consultant, who may be uncertain whether
the problem should be dealt with by the local authority social
worker, the hospital-attached M.S.W., or the health visitor. If
no clear decision is made, the family may be overvisited,
resulting in duplication of effort-or it may not be visited at
all owing to failure of liaison. It's certainlv my impression
that in most places there's a rather poor liaison between the
social services an-d the health visitors. Another potential cause
of failure is a too strict adherence to the 'district' concept:
social problem families move frequently and it would be
much better for a trusted social worker to maintain contact
with a family even if they have moved into a neighbouring
district.
"So to sum up, I believe that both professions are learning

to work effectively together, and I'm also glad to see that
necessity appears to have forced many directors of social ser-
vices to reconstitute-in fact, if not in name-some degree
of specialization within their department."

Any Questions?

We publish below a selection of questions and answers of general interest

Driving after Leucotomy

A 65-year-old psychiatric patient had a leucotomy two
months ago. He is not on anticonvulsants or any psychotropic
drugs. In the absence of any previous or subsequent symp-
toms that might disqualify him from driving, is it legally
correct for his doctor to give permission for driving his
motor car?

Doctors can, and should, advise their patients on their fit-
ness to drive. It is the licensing authority, however, which
"gives permission" by issuing or renewing licences to drive.
The Road Traffic Act 1972 requires an applicant to declare
whether he is suffering or has at any time suffered from
any prescribed disability or from any other disability likely
to cause the driving of a vehicle by him in pursuance of a

licence to be a source of danger to the public. Under the cir-
cumstances described, the moral obligation on the patient's
doctors is whether to advise the patient to declare his con-
dition to the authority at the next licence renewal so that the
authority can request information (with the patient's per-
mission) from his doctors. In this particular case, it would
seem wise to advise the patient to declare his condition. In
the meantime, his doctors have to decide whether the
patient's physical and mental status is such that the patient
should be advised not to drive. The mental state is particu-
larly important because aggression and euphoria in drivers
are both dangerous to other road users, probably more
dangerous than any physical disability. It would, therefore,
seem wise to obtain backing from the patient's psychiatrist
before advising resumption of driving so soon after a
leucotomy.
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