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ABSTRACT  

 

Facial appearance is important in forming first impressions, and acts as a cue for social stereotyping(Tobiasen et al., 1987). 

There are evidence suggests that physical disfigurement is associated withgreater internalizing behaviour (Richman and 

Millard, 1997). Cleft lip and palate deformities, for example, are considered as a stigma therefore many researches have been 

conducted to see the effects on patients’ psychology and psychosocial well-being. Owing to these deformities, cleft patients were 

perceived to have lower self-esteem, difficulty in the learning process, and tendency to be more depressed. They were also 

reported to have problems in their relationships with family and friends including being rated as less social and difficult to make 

new friends because of their deformity (Richman and Harper, 1980; Heller et al., 1981). Therefore, this prompted us to identify 

the effects of cleft on psychosocial development of a cleft child as well as the perceived psychosocial effects after receiving 

treatment in cleft lip and palate among individuals aged 12 years old and above in Malaysia. Questionnaire guided interview 

was done on 47 parents of cleft lip and palate patients from few centers in Malaysia to obtain demographic data and treatment 

history. The effects of cleft on the patients as well as perceived effects of treatment on their psychosocial behavior were rated in 

Likert scale. The results were found that cleft lip and palate deformity has the highest negative impacts on the patients’ behavior. 

This is followed by confidence, academic achievement as well as social ability. Parents perceived that their child’s social 

capability will be positively affected (moderate to most) after further treatment (74.5%) as compared to the effect on their child’s 

current condition (44.7%). Only 12.8% of the parents felt that further treatment will give no effect on their child’s capability to 

socialize. As a conclusion, cleft lip and palate deformity have negative impacts on psychosocial behaviour of the cleft patients 

and treatment to correct these deformities were perceived to improve these impacts on the cleft patients. 
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INTRODUCTION  

 

Cleft lip and palate by definition is abnormal fissure or opening which may involve the areas of lip, palate, nose, cheek and the 

eyes resulting from failure of parts of the embryonic face to fuse during antenatal development (Merriam Webster dictionary, 

2015).Cleft lip and palate accounts for 65% of all head and neck anomalies, which makes it the most common facial 

malformation in all populations and ethnic group. About 700 children with cleft lip and/or cleft palate are born in the world every 

day, which means that a baby with such a cleft is born every 2 minutes or 240 000 every year (Vanderas, 1987). This 

malformation is reported to be the most prevalent among Asians, intermediate in Caucasians and the least in Africans. In 

Malaysia, a study by Boo and Arshad in 1990 reported the incidence to be 1.24 per 1000 live birth. The Chinese had the highest 

incidence of 1.9 per 1000 birth, while the Malays had the lowest incidence of 0.98 per 1000 birth. These figures were 

underestimated due to incomplete registration.  The most common type was reported to be the unilateral cleft of the hard and soft 

palates (Boo and Arshad, 1990). 

 

These patients are likely to have significant problems that require attention of various specialties in healthcare. The deformities 

may range from minor irregularities, such as scarring of the philtral area and slight asymmetry of the vermilion, to more major 

stigmata such as widealar, shortening and flattening of the upperlip, retrusion of the upper lip, hypernasal speech and flattening 

ofthe nose(Johnson and Sandy, 2003, Vegter et al., 1997).These deformities are considered as stigma to these patients.  

 

Facial appearance is important in forming first impressions, and acts as a cue for social stereotyping (Tobiasen et al., 1987).A 

few researches have shown that children consistently rate photographs of other children with clefts more negatively than 

photographs of non-cleft children (Tobiasen et al., 1987, Schneiderman and Harding, 1984). In relation to this, cleft lip and/or 

palate patients were perceived to have lower self-esteem, difficulty in the learning process, and has a tendency to be more 

depressed (Strieker et al., 1979; Ramstad et al.,1995; Broder et al., 1998). They alsohave problems in their relationships with 

family and friends including being rated as less social and difficult to makenew friends because of their deformity (Richman and 

Harper, 1980; Heller et al., 1981). Psychosocial problems were more frequently found among males as compared with females 

(Noor and Musa, 2007). Perceived need of function by the patients frequently arise other than aesthetics. They also experience 

difficulties with feeding, speech and hearing (Noor and Musa, 2007). 

 

However, the relationship between psychosocial adjustment and facial morphology is complex and still not well understood, 

although some evidence suggests that a greater physical disfigurement is associated with greater internalizing behaviour 
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(Richman and Millard, 1997). Therefore, the aim of this study is to investigate the psychosocial impacts of the deformity on cleft 

children and the impacts after receiving further treatment.  

 

OBJECTIVES 

 

1. To identify psychosocial areas that are affected by cleft deformity 

2. To investigate perceived effects on psychosocial aspects after receivingperceived treatment  

3. To compare current psychosocial effects with effects after expected treatment.  

 

MATERIALS & METHOD 
 

This cross sectional study acquired sample which consisted of subjects (male andfemale) with the mean age of 15.7 recruited 

from patients attending the Combined Cleft Clinic in Oral and Maxillofacial Surgery Department, Faculty of Dentistry, 

University Malaya as well as participants of public forum organised by Cleft Lip And Palate Association Malaysia (CLAPAM) 

in Hospital Taiping, Perak and PCB Resort, Kota Bharu, Kelantan. Samples were collected from March 2012 until March 2013. 

 

Inclusion criteria were willingness of subjects and the parents to participate in the study, aged 12 years old and above, with cleft 

lip and palate deformity. Exclusion criteria were syndromic patients and subjects without parents at the time of the interview. 

Approval of the study was obtained from the Ethics Committee, Faculty of Dentistry, University Malaya and informed consent 

was obtained before data collection. 

 

A case sheet was prepared which included the general data and all the parameters needed for this study. The parameters were 

constructed to look at parents’ perceived need, the effects of cleft deformity on the child’s social well-being and achievements as 

well as expected treatment received. The questionnaire was developed from a modification of Cleft Evaluation Profile 

Questionnaire. The Cleft Evaluation Profile (CEP) originated from the Royal College of SurgeonsCleft Lip and Palate Audit 

Group (Turner et al.. 1997). It wasused to assess perceived satisfaction related to cleft care which consisted of an eight-item list: 

speech, hearing, lip, nose, teeth, bite, breathing, and profile.For each item in the CEP, subjects were asked to rate 

theirsatisfaction on a 7-point Likert scale ranging from very satisfactory(a rank of 1) to very unsatisfactory (a rank of 7). All 

items in the CEP are related to facial features that playa major role in assessing facial appearance among cleft lip andpalate 

patients and can be used to determine the perceived need of the patients and their parents with the cleft treatment. The CEP can 

be employed to determineany significant differences in the parent and child ratingsof the features that were related to facial 

appearance,namely teeth, lips, nose, and facial profile. These are the featurespatients and parents felt needed attention and were 

examinedfor differences of responses between patients and theirparents (Noor and Musa 2007). These profiles were then 

modified to see the effects in psychosocial development in cleft child.  

 

Data from the questionnaire was analysed using SPSS version 12.0. Chi square analysis was done to evaluate the relationship 

between psychosocial effects on current condition and after future treatment.  

 

RESULTS 

 

Demographic 

 

The total number of subjects was 47 (male and female). 

 

Table 4.1: Distribution of subjects by Age, Gender, and Type of cleft 

 

Gender                Age Group 

                          (years old) 

 

Type of cleft 

Total Unilateral Bilateral Lip only 

Palate 

only 

Male  12 to 17 14 6 1  21 

  Above 17 0 4 0  4 

                    Total 14 10 1  25 

Female  12 to 17 11 2 1 2 16 

  Above 17 5 1 0 0 6 

                   Total 16 3 1 2 22 

 
 

In this study, there are about 44.6% of the subjects were male, aged 12-17 years old. 46.8% of the subjects were female, with 

72.7% of them were in the age group from 12 to 17 years old. More than two third of the subjects have unilateral cleft lip and 

palate (63.8%), 28% of them have bilateral cleft lip and palate and 8.5% of the subjects have only cleft lip or only cleft palate. 

78.7% of the subjects were in age group of 12-17 years of age. 
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Table 4.2:  Parents’ Perceived Need for Specific Treatment 

 

 

Perceived need Type of cleft (%)  

Unilateral cleft Bilateral cleft Lip only Palate only Total 

Lip revision  26.7 36.4 0 4.4 67.5 

Rhinoplasty 48.9 17.8 2.2 4.4 73.3 

ABG 34.8 19.6 2.2 4.3 60.9 

Orthodontic  51.1 27.7 4.3 4.3 87.4 

Orthognathic 0 0 0 0 0 

Fistula closure 0 0 0 0 0 

Speech rehab 24.4 9.8 0 0 34.2 

Dental treatment 51.1 27.7 4.3 4.3 87.4 

 

 

Unilateral cleft lip and palate showed highest expectation in further treatment. Overall, in descending order,perceived need for 

treatment of teeth, orthodontic treatment followed by nose repair (rhinoplasty)was found to be the highest need in all types of 

cleft. 

 

However, no parent indicated the need for fistula closure and orthognathic treatment found in this study. 

 

We also enquired on selected psychosocial parameters that are affected by the subjects’ current state of deformity (Table 4.3) 

Then we evaluate the perceived effects of further treatment on selected psychosocial variables including relationship with 

siblings, academic performance, temperament, confidence and social ability (Figure 4.4- 4.8).   

 

Table 4.3: Psychosocial effect on current cleft condition (in rank) 

 

Psychosocial effect Rank Percentage (%) 

Behaviour  1 76.6 

Confidence  2 63.8 

Academic  3 57.4 

Social ability 4 57.3 

Relationship with siblings 5 34.1 

 

In this study, we found that behaviour ranks the first in psychosocial effect among the cleft lip and palate subjects. This is 

followed by low confidence, academic achievement and socialability. Only few parents, however, seemed to perceive that their 

child’s current condition has effect on the relationship among the siblings. 

 

Figure 4.4: Perceived Effects Before and After Receiving Further Treatment onSubject’s Relationship with Siblings 
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Figure 4.3 showed 23.4% of the parents felt that further treatment will most benefit their child in terms of relationship with the 

siblings. However, none of the parents perceived that the child’s cleft condition has the most the effect on the sibling’s 

relationship prior to the treatment. Almost half of the parents (42.6%) felt that further treatment will affect their child’s 

relationship with the siblings from little to most effect.  

 

Figure 4.5: Perceived effects before and after receiving further treatment on subject’s academic performance 

 

 

 
 

About half (55.3%) of the parents felt that the child’s current cleft condition affects the academic performance from little to most 

effect. However, 63.8% of the parents perceived that the child’s academic performance may be affected positively after further 

treatment. Only 36.2% of the parents perceived that the academic performance will not be affected after further treatment 

received. 

 

Figure 4.6: Perceived effects before and after receiving further treatment on subject’s behavior 

 

 

 
 

Most of the parents (76.6%) felt that further treatment will affect moderately to most of their child’s behaviour, as compared to 

prior treatment (44.7%). Fewer parents (23.4%) felt that further treatment will not affect their child’s behaviour or give little 

effect as compared to what they perceived before receiving further treatment (55.3%). 
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Figure 4.7: Perceived effects before and after receiving further treatment on subject’s confidence 

 

 
 

There is increase in parent’s perceived effect on child’s confidence after further treatment as compared to child’s current 

condition. 76.6% of the parents felt that further treatment will affect positively their child’s confidence. 

 

Figure 4.8: Perceived effects before and after receiving further treatment on subject’s socialability. 

 

Parent’s perceived that their child’s social capability will be positively affected (moderate to most) after further treatment 

(74.5%) as compared to the effect on their child’s current condition (44.7%). Only 12.8% of the parents felt that further treatment 

will give no effect on their child’s capability to socialize. 

DISCUSSION 

Most of the parents in this study felt that their child’s current cleft condition does not or has little effect on the child’s 

relationship with the siblings, confidence as well as academic performance. This is contradicting with findings of some 

researchers who reported that cleft lip and/or palatepatients were perceived to have lower self-esteem, difficultyin the learning 

process, tendency to be more depressed and have problems in their relationship with the family (Strieker et al., 1979; Ramstad et 

al., 1995; Broder et al., 1998, Richman and Harper, 1980; Heller et al., 1981). 

However, increased number of response noted when they were asked about the effect of cleft on their child’s behavior and social 

ability (moderate to most effect). This finding was also evident in other studies that described cleft patients tend to have 

psychosocial problems and rated as less social as well as difficult to make newfriends because of their deformity (Noor and 

Musa, 2007).Children with CLP has been described as more external in locus of control (i.e. believe their life is determined by 

fate, luck or others) and significantly more field dependent (i.e. sensitive to the social environment) than non-cleft controls 

(Brantley and Clifford, 1979b). Children with CLP also tend to have higher levels of hostility, negative selfworth, a negative 

outlook and greater dependence compared with the general population (Tyl et al., 1990). 
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Interestingly, all of the parents responded that their child needs further treatment and the treatment was perceived to improve in 

all aspects of psychosocial development of their child. Highest positive effect was perceived to increase their child’s confidence 

level and lowest effect was relationship between their child and the other siblings. 

Parents and cleft patients however, need to be informed that personality also plays a role in influencing the child’s psychosocial 

development other than corrective treatment. This is because, children who are more accepting of their cleft tend to have higher 

selfesteem (Starr, 1978), and the more physically attractive a person rates themselves the higher that person’s self-esteem tends 

to be (Starr, 1982). 

Therefore, it is imperative to recognize the impacts of cleft on psychosocial development of cleft children asthere are studies 

suggested that the burdens of adjustment for those with CLP persist into adulthood (Bernstein and Kapp, 1981), with some 

individuals showing a high level of distress as a result of CLP (Cochrane and Slade, 1999). It is also important that parents and 

teachers to be aware of the different behaviors these children may demonstrate when compared to other children. It is not 

possible to predict which child may demonstrate detrimental behavior patterns affecting educational and social learning; 

however, our current data does suggest that as a group, children with cleft lip and palate are at high risk to the development of 

behavior problems.  

With the limitation of this research, we would like to recommend expanding the sampling areas and sizing as well as including 

cleft child’s response in the sample and comparing with the parent’s response.  

 

CONCLUSION 

1. Parents from unilateral cleft lip and palate showed highest group in perceived treatment need in further treatment 

of the ABG, teeth, nose and others as compared to other types of cleft. 

2. Highest perceived need for treatment was shown in descending order is perceived need for further treatment of 

teeth, followed by nose and alveolus in all types of cleft. However, no parent indicates the need for fistula closure 

and orthognathic treatment. 

3. Cleft lip and palate deformity has effects to the psychosocial development of the cleft children, highest effect on 

the behaviour and lowest on sibling relationship.  

4. Parents of the cleft children also perceived that further treatment will help to improve these effects significantly. 
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