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Introduction

There are many distressing moments that an obstetrician
mects with i the dramatic situation that is associated
with the birth of a child. One of thése is to be taced with
the predicament of explaining to a mother that her child
has m unfortunate detormity of a cleftlip or a cleft palate
or both. However, with the present state of the art these
children can be restored to normal appearance and
function. The moment calls tor sensitivity and a great
deal ot precise information.

Once the parents recover from the shock of realization of
this deformity, they have a host of questions to ask and
there is no better person to answer these questions than
the knowledgeable obstetrician who already has the
parents” confidence. the pediatrician and the
reconstructive surgeon come into the picture much later.
It is also imperative that these three specialists should
complement each other and should not contradict each
other on basic information, so that thc_\' cause no conflict
in the minds of already distressed parents. The
obstetrician must exude confidence so that the mother
takes her baby home optimistic and reassured that her
child is going to be normal.

Incidence

Cletts of the lip and palate and other facial cletts
constitute the commonest deformity of the face and the
second commonest congenital deformity that one is faced
with. One in 1000 to 1 in 1500 children born in this
country manifest a dleft lip, a cleft palate or both. From
the analysis of cases seen in our department (Table 1)
one can ifer that

1) Thereis a predominance of males over females.

2) A predominance of left sided clefts over right sided
cleft

3)  The commonest cleft is a unilateral clelt of lip and
palate

4) The rarest cleft is a clett of the lower lip.
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Literature offers no logical explanation for these
consistent findings in all the reported serics that we have
scrutinized.

TableI: Types of clefts encountered at our center
(January 1957 to May 2003)

Right Left Male Female Total

Unilateral cleft lip 723 1,089 1,027 786 1,813
Bilateral cleft lip 367 322 689
Cleft palate 785 727 1,512

Unilateral cleft lip

and palate L3300 1,982 1,850 1,466 3,316
Bilateral cleft lip

and palate 876 700 1,576
Median cleft lip 7 44 91
Lateral cleft lip 73 66 139
Oro-ocular cleft 33 25 58
Cleft of lower lip 1 1 2
Total 5198 001 9,196

Type of clefts

The obstetrician will commonly come across the
classic defect of the lip or palate or both. In this the
cleft goes through the floor of the nose and is
commonly referred to as a “hare lip” which is really a
misnomer as the hare has a cleft in the center. However
clefting can take place along embrvological tusion
lines. These are the rarer clefts going into the eve, to
the ear and the still rarer cleft of the upper lip in the
midline, clefting the nose. The rarest cleftis a cleft of
the lower lip (Table 1),

Though various methods of classification of clefts
exist the one most commonly followed is that of
Kernahan'. The extent of clefting is depicted ona “Y”.
with the clefts of the primary palate being anterior to
and those of the secondary palate posterior to the
incisive foramen, which is at the junction of the limbs
as shown in the (Fig. 1). It is imperative that the
obstetrician and the pediatrician be familiar with this
classification so that they and the reconstructive
surgeon can communicate with one another perfectly
when they encounter a child with a cleft.
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minimizing the occurrence of clefts. Examples of such
environmental factors are’:

1. The anti-epileptic drug phenvtoin

2. Exposure to carbon monoxide

3. Maternal hyvpoxia

4. Cigarette smoking

5. Deficiency of folic acid and excess of vitamin A.

The anti-acne drug accutane (isotretinoic acid)
can cause clefts.

6. Anecdotal reports exist of increased incidence of
clefts in children born to mothers living at higher
altitudes, presumably due to hypoxia.

Many of these agents act by inhibiting the electron
transport chain and consequent ATP production.

2) Can there by other congenital anomalies along with
the (‘/Lifl‘ ?

Various studies indicate that fetuses diagnosed with

clefts mav have other congenital anomalies®.

Clefts may be associated with defects of the brain (median
clefts), cardiovascular anomalies (velocardiofacial
syndrome) cte. In all about 400 syndromes involving
facial clefts have been described. In clinical practice, the
number of cleft children seen who are syndromic is much
less, presumably because of the mortality related to the
more serious syndromes.

3) Should the pregnancy be terminated ?

This decision rests entirely with the concerned parents.
However, once the nature of the defect, and the fact that
it is entirely treatable are explained to the parents, they
could be expected to opt to continue the pregnancy. Ina
study by Mathews et al®, of the nine families who
returned the written survev none would consider
abortion for an isolated cleft.

4) What is the chance of a cleft in future pregnancies ?
The predicted recurrence in subsequent pregnancies

based on reported data is given in Table 11

Table I1: Recurrence in future Pregnancies.

Predicted Recurrence

CL/P P
One sibling 4.4 2.5
One parent 32 6.8
One sibling and one parent 15.8 14.9

The risk to siblings born of unattected parents rises from
4.4% to approximately 9% after two affected children
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are born®. Armed with such data, the parents will bein a
better position to make an informed decision regarding,
future pregnancies.

5. What are the problems that can arise due to the cleft and
how can they be ameliorated ?

It has often been said that the untreated or badly
treated cleft can affect every function of the face except
sight, and even sight can be affected in an oro-occular
cleft; not to mention the severe psychological trauma
that it inflicts on both parent and child.

A cleft palate is associated with malnutrition,
malocclusion, deficiency in maxillary growth,
Eustachian tube malfunction, middle ear disease (going
on to deafness) and repeated respiratory infection
(sometimes of a serious nature). Problems can arise in
speaking, alimentation, hearing, breathing, taste and
smell. Besides there can be distortion of normal facial
appearance and expression while speaking.
Communication, a basic need of all mankind, becomes
hesitant; lack of communication may lead to severe
retardation of mental growth and the general ongoing
process of learning which is so important for the normal
development of a child.

i) Feeding

There has been an advance in feeding techniques,
bottles and other feeding equipment in the West in
recent years. One of them is a valvular pressure-
controlled feeding bottle. None of these are cost
effective and therefore, are not applicable to
conditions in our country.

Mothers should be advised to breast feed their
children. Babies with some of the smaller clefts can
be effectively put to the breast and can suckle. If they
can’t, then the breast milk should be expressed under
sterile conditions and given to the child. Breast milk
should be given to the cleft baby as long as possible
keeping a close watch on weight gain consistent with
the age of the child. If the child does not gain weight
as required the feeds must be supplemented with
either infant feeding formula or full strength
undiluted cow’s milk (a good and cheaper
alternative).

Regarding the mechanism of feeding, a bottle with a
larger hole in the nipple is tried first; if this fails the
child is fed with an indigenous baby feeding cup
(Fig.2)

Spoon-feeding is messy and leads to a lot of spillage.
Very rarely the infant may have to be tube-ted for a few
days. Every mother should be provided with a feeding
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