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ABSTRACT: A prospective study was conducted to look for prevalence of cleft lip and palate in 
a population presenting to a surgical unit in a teaching hospital. Objectives: To see prevalence 
of cleft lip and palate alone, lip and palate combined, right or left sided, male to female 
distribution, and possible factors responsible for clefting. Study Design: A prospective study. 
Setting: Surgical Unit II at Allied Hospital Faisalabad. Period: March 2009 to March 2010 for 
one year. Materials and Methods: Total 55 patients were treated in year 2009 out of total 
17900 (0.3 %) patients admitted in all surgical wards and 6508 patients admitted in surgical 
unit II (0.8%). Patients were divided into three groups, cleft lip alone (group A), cleft palate 
alone (group B) and combined cleft lip and palate (group C). Children up to the age of 5 years 
with congenital abnormality were included in study. Results: Out of 6508 patients admitted in 
surgical unit II 55 patients (0.8%) had cleft lip and palate defect. 55 patients were divided in 
three groups. In group A, 32 patients presented with cleft lip alone ( 58.1 % ), 16 ( 29 % ) were 
males and 16 ( 29 % ) were females, 21 patients have left sided ( 38 % ), 4 right sided (7.27% ) 
and 7 patients have bilateral ( 12.72 % ) defects. 2 patients (3.63 %) had family history of cleft lip 
and both were males. In group B, 12 patients ( 21.8 %) had cleft palate alone, 7 patients ( 12.72 
% ) were males and 5 patients ( 9 % ) were females, 10 patients ( 1.18 % ) had soft palate only 
while 2 patients ( 3.63 % ) had compete ( hard and soft ) palatal defect. In group C, 11 patients, 
had cleft lip and palate combined ( 20 % ), 6 patients were males ( 10.9 % ) and 5 patients ( 9 
% ) were females, 8 patients ( 14.54 % ) had only soft palate defect while 3 patients ( 5.45 % ) 
had complete palatal defect associated with 8 patients ( 14.54 % ) left sided unilateral lip defect 
and 3 patients ( 5.45% ) had bilateral cleft lip. All patients were operated without any mortality. 
Ages of mothers at earliest were 16 and 18 years, 3 cousin marriages, ( 5.45 % ) all fathers were 
smokers, belonged to poor socio economic families and no history of mother’s exposure to 
radiation, drug abuse during gestational life. Conclusion: As it is obvious from this study that 
all patients belongs to poor socio economics group, and all fathers were smokers, 3 patients 
born in parents who had cousin marriages ( 5.45 % ) 2 patients ( 3.63 % ) with family history, 
cleft lip and palate are multifactorial congenital abnormalities, runs in families and is influenced 
by various environmental factors.
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INTRODUCTION 
The word cleft means a gap or opening. Cleft lip 
or palate means a defect or opening in normal 
fusion of lip and palate. Cleft lip is a congenital 
abnormality that appears during 6th to 10th 
weeks of gestation1 due to non-fusion of maxillary 
and medial nasal processes. Worldwide 1 in 700 
(0.7 %)2 ,3,16 new born babies have a cleft lip or 
palate or both. Defect that does not affect palatal 
structures is termed as a cleft lip12 which may 
be complete or incomplete. Complete cleft lip 
extends up to nose. Bilaterality may exist in same 

child. Microform cleft lip4 is a scar like depression 
extending from lip to nostrils.

Cleft palate has also two varieties, complete 
and incomplete. Palate that affects hard and 
soft palate is termed as complete cleft palate 
while incomplete cleft palate affect only soft 
palate. Uvula is also splitted in most cases of 
soft cleft palate defects. Cleft palate results due 
to non-fusion of lateral palatine processes which 
connects mouth to nasal cavity.
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Repair of cleft lip or palate during early age 
does not affect the speech and psychosocial 
life5 ,11 however delayed repair affects these 
behaviors. Cleft lip and palate usually leads to 
certain complications like inability to suck leading 
to feeding problems, speech problems and 
recurrent ear and chest infections.

Development of face is a complex series of rapid 
events that may be affected by genetic, congenital 
and environmental factors. Clefts run in families 
and in syndromes.7 Certain genes8 have been 
identified which are responsible for clefting for 
examples; cleft lip and palate trans- membrane 
protein 1, GAD 1, AXIN2, FGFR11, IRF612 and so 
on. Environmental factors contributing to cleft 
lip and palate are hypoxia15 during gestation, 
maternal hypoxia due to smoking9, alcohol abuse 
and hypertension. Mother inhalation of certain 
pesticides, mother’s diet like some retinoid, anti-
convulsant drugs10, nitrates, organic solvents, 
lead, heroin, and cocaine also contribute to these 
developmental defects while intake of folic acid13,14 

during early gestation seems to be protective.

Diagnosis of cleft lip and palate is obvious at 
birth. Cleft lip repair is usually performed at 8th to 
12th weeks after birth but in most of cases rule 
of 10 is employed.17 Repair should be best done 
at the age of 10th week, weight 10 pounds and 
HB 10gm/dl. The most common procedure for 
lip repair is Millard’s lip repair. Cleft palate is also 
repaired surgically after temporary use of oral 
obturator usually at the age of 6th to 12th month 
of age.18 Speech problems, hearing loss and 
chest infection are common complications of cleft 
palate that can be minimized by proper care.

MATERIALS AND METHODS
This prospective study was conducted in Surgical 
Unit II at Allied Hospital Faisalabad, which is a 
teaching hospital, during March 2009 to March 
2010 for one year period. In this research study 
patients were divided in three different groups. 

Group A 32 patients with single cleft lip defect, 

 Unilateral cleft lip    Microform cleft lip Bilateral cleft lip
Figure - I

                    Incomplete cleft palate                  Complete cleft palate              Complete cleft lip and palate
Figure - II
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Group B 12 patients have cleft palate alone and 
Group C 11 patients have both cleft lip and palate. 
(Shown in figure-3.)

Patients up to the age of 5 years with congenital 
birth defects were included in this study while 
patients with traumatic defects and syndromes 
were excluded. Complete family history, social 
status, living standards and obstetrics history was 
taken. Pre-operative CBC and urine complete 
was done. All patients were operated in Surgical 
Unit II by well experienced surgeons. Millard’s lip 
repair17 was done for cleft lip in complete defects 
while lip apposition19 was done in incomplete 
lip defects. Mucoperiosteal flaps were utilized 
for palatal repair.18 All patients were repaired 
well without any mortality and full post-operative 
recovery.19 All patients were discharged on 2nd 
post-operative day. No failure was seen during 
study period.

DISCUSSION 
Total 55 patients (0.8 %) out of 6508 were 
recorded in our study for cleft lip and palate birth 
defects while internationally it is 0.7% (1/700). 
These patients were divided into 3 groups. 
Group A patients had cleft lip alone. The patients 
presenting during this study period in this group 
were 32 (58.18%). If we compare these figures 
with international studies it is (63.55%).21,22 

Among these 32 patients 16 (50%) were males 
and 16 (50%) were females while international sex 
distribution ratio is 1:87.24 Two patients (9.52%) 
have family history of cleft lip and both were 
males, the earliest age of mother at presentation 
was 16 and 18 years. 3 patients (14.2 %) parents 
were cousins. Out of these 32 patients 21 patients 
( 65.62 % ) had left sided cleft lip, 4 patients 

(12.5 %), had right sided the sum of total 78.12% 
and 7 patients (21.87 % ) had bilateral cleft lips, 
while international it exists as 79% and 20%21,22 
respectively. All mothers were non-smokers, no 
radiation and drug intake history during gestation, 
all fathers were smokers and all patients belongs 
to poor socio-economic group, living in low lying 
areas, utilizing impure water supplies in old lead 
pipes and adopting poor standards of life.

Group B patients had cleft palate alone. Out of 
total 55 patients in this group 12 patients (21.81 % 
while internationally it is 36.44%) were included.21 
7 patients (58.33%) were males and 5 patients 
(41.66%) were females while international this 
ratio is 1,21 almost same as in our study. 10 
patients (83.33%) have incomplete and 2 patients 
(16.77%) had complete palatal defect, if we 
compare this with international figures it is 57% 
and 43%.21, No family history, cousin marriages 
existed but other risk factors were same as in 
group A.

Group C had both cleft lip and palate at the 
same time. Out of total 55 patients 11 patients 
(20%) belonged to this group. If we compare 
this data with international studies it is 23.6721,22, 

Among these 11 patients 8 patients (72.72%) had 
incomplete (soft) palate defect and 3 patients 
(27.27%) had complete palate defect, associated 
with 8 patients (72.72%) left sided cleft lip and 
3 patients (27.27%) bilateral cleft lips. No family 
history and cousin marriage were noted but all 
other risk factors discussed in above two groups 
were common.

The diagnosis of cleft lip and palate is obvious 
on physical examination. As we had discussed 
complications of cleft lip and palate these patients 
must be treated to avoid these complications at 
proper time. All patients were treated by utilizing 
standards surgical procedures. Millard’s lip 
repair17 was done for cleft lip in complete defects 
while lip apposition18 was done in incomplete lip 
defects. Mucoperiosteal flaps19 were utilized for 
palatal repair.

Figure 4 and Figure 5 shows pre-operative and 
post-operative picture of same patient.

Figure 3 shows different % of patients in three groups.
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Fig-4. Pre-operative Cleft Lip & Palate Fig-5. Post-operative Cleft Lip & Palate
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RESULTS
From this study we had observed that congenital 
cleft lip and palate affects with 1 in 800 (0.8%) 
new born babies while internationally it is 0.7 %. 
Cleft lip alone ( 58.18 % ), is more prevalent than 
cleft palate alone ( 21.81 % ) and combined cleft 
lip and palate ( 20 % ), left sided cleft lip is more 
common alone ( 65.62 % ) and combined with 
palate ( 67.44 % ) than bilateral cleft lip alone 

(12.72 % )and combined with palate (18.18 %). 
Right sided alone cleft lip is (7.27 %) only. There 
was clear evidence of genetic or family history 
(9 %) in cleft lip alone and almost equal gender 
distribution (50%) in each. 

On the other hand cleft palate alone is less 
prevalent (21.81 %), males 7 (12.72%) are more 
affected than females 5 patients (9 %) and soft 

Figure-6: Shows prevalence of different parameters of study.
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palate or incomplete palate 10 (83.33 %) is more 
common than hard palate or complete cleft 
palate 2 (16.66%). As for as combined cleft lip 
and palate affecting same baby are concerned 
these are more commoner in males 7 (12.72%) 
than females 5 patients (9 %) but almost same 
defects appears as in cleft palate alone with 
incomplete palatal defect 8 patients (72.72%) and 
3 patients (27.27%) with complete cleft palate 
while associated left sided cleft lip is in 8 patient 
(72.72 %) and bilateral in 3 patients (27.27%). 

In this study it is observed that patients with 
cleft lip had family history of this defect. Other 
factors common for all patients presented and 
treated with these defects were that all patients 
belonged to poor socio-economic groups, living 
in low lying areas with impure drinking water in 
old lead pipes, all males were smokers although 
no radiation history and drug abused were found 
during gestational period. (Shown in figure-6.)

CONCLUSION
Cleft lip and palate are multifactorial congenital 
abnormalities caused by certain genetic, 
congenital, and environmental factors that affect 
lip alone more commonly than palate alone and 
combined and left sided cleft lip defects are much 
commoner than right sided with almost equal 
male to female distribution. 
Copyright© 30 March, 2016.
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