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ABSTRACT: Background: Cleft lip and cleft palate patient have growth and developmental challenge in their early age. There is
standardized weight gain with age among normal children. There is need to compare the cleft lip and palate children weight and children
without cleft lip and palate, Specific aim.: The study set out to compare the weight of the children with cleft lip and palate and those
without cleft lip. Methodology: This was a retrospective study that collected data from the records of all children who came for cleft lip and
palate and those who came for Well Child Wellness clinic from January 2016 to October 2019, Dreamland Hospital, Bungoma County. The
study was analyzed by use of Wilcoxon rank-sum test. Results : There were total of 590 children in the study and 455 had the clefted lip
and cleft palate while 135 had no cleft. Among the clefted children 57% were male while among the non-clefted 56% were female. There
was a significant statistical low weight among the children with cleft lip and cleft palate as a compared to children. (P < .001) Conclusion:
There is low body weight among children with cleft lip and cleft palate as compared to children without cleft lip and palate.

Key words: Cleft lip, cleft palate

INTRODUCTION

Cleft lip and cleft palate are a common congenital
anomaly affecting children worldwide often associated
with swallowing difficulty and decreased growth rate,
likely due to children’s inability to feed correctly’. The
preference of cleft lip is one in seven hundred life births
while cleft palate is one in two thousand globally. Cleft
Lip and cleft palate are a significant craniomaxillofacial
malformations in Kenya and there seems to be a higher
incidence of associated anomalies and clefting within
families than that reported elsewhere’. The anatomical
defects suffered by children with cleft lip and palate are a
known cause of early difficulties with feeding which can
lead to undernutrition and compromised growth.
According to the literature, children with either cleft lip or
palate have a short, fast, uncoordinated, and ineffective
intraoral suction, which may cause asphyxia, the entrance
of milk in the nose cavity, and as excessive air ingestion
4 It’s also reported that the growing curves of children
with cleft palate, and regular children are equivalent if
patients have no syndrome or severe malformations
associated®. Consequently, the growing pattern might be
more influenced by external factors, such as parents’
adaptation to the children’s condition or the feeding
method used. Children with cleft palate weigh less than
regular children during their first months or years of life.
At the end of the first five years, weight gain is similar
comparing normal and affected children

OBJECTIVE

This study aimed at comparing the weight of the children
born with cleft lip and cleft palate with children born
without cleft lip and cleft palate in their early life in a
local hospital with Bungoma county, in Kenya

METHOD
The was a retrospective study carried out at Dreamland
Mission Hospital a partner of Smile Train provider of

Cleft lip and cleft palate charity Operations, Kimilili
Subcounty, Bungoma County in western part of Kenya.
Ethical approval for the study was provided by the
hospital management The Hospital serves patients from
the western region, the surrounding areas and counties and
across the Kenya border. The data was collected from
patients who came for the cleft lip and cleft palate surgical
treatment and the patients who came for routine
immunization and vaccination in the Child Wellness
Clinic January of 2016 to October of 2021. The inclusion
criteria were all patients who had a cleft lip or cleft palate
and those children who came to the hospital to get routine
immunization services. The exclusion criteria were
children who were admitted/who came to hospital for
treatment of other diseases and adults. The patient’s
weight was measured by use of a weighing scale and their
age noted in terms of months for both cleft lip and palate
and the non-cleft patients for routine immunization. The
data was collected in form of gender, age(months), cleft
type (lip or/palate) and weight(kg) was recorded on the
data collection sheet cleaned and coded for a comparative
analysis. Data were analyzed by SPSS software and
presented in form of descriptive tables charts and graphs.
A comparative analysis of patients with clefts and without
clefts using a Chi square test and Wilcoxon rank-sum test
to give the p-value.

RESULTS

The total number of patients who were recruited in the
study were (n)590 that included male, female and patients
with cleft and those without cleft. The analysis is based on
590 children, of which 455 had cleft lip or palate and 135
were children sampled from child wellness clinic who
came for immunization. The number of male patients were
more than the females among the cleft lip and palate
group (57%) while the females were more among the non-
clefted groups (56.3%). This is shown in the figure 1
below.
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Gender distribution in clefted and non clefted
patients

300
250
200
150
100

. L
0

1

HEmale MEmale mfemale female

Fig. 1

In terms of age range and distribution of the two groups,
the patients with cleft lip and cleft palate had the youngest
of one month and the eldest with 84 with a median

17(1QR 1,96) months of while the non-clefted patient had
a range of one month to the eldest being 36 months. This
as shown in table 1 below-

Table 1. Demographic characteristics by group

Patient group

Variables Cleft Non-Cleft Total
Gender

Male 263 (57.8) 59 (43.7) 322 (54.6)

Female 192 (42.2) 76 (56.3) 268 (45.4)
Age in months

Median (IQR) 17 (1, 96) 35(25,9) 12 (5, 51)

Range 1-1008 15-36 1-1008
Weight in kilograms

Median (IQR) 9 (6.8, 23) 6.8 (5.4,8.4) 8.3 (6.3, 16)

Range 4.08 - 81 34-17 34-81

In terms of weight range and distribution of the two
groups, the patients with cleft lip and cleft palate had the
range of 4.08-81 kg with a median of 9 kg (6.8, 23) while
the non-clefted patient had a range of 3.4 — 17 with
median of 6.8 kg (IQR 5.4, 8.). this is as shown above in
Table 1. In determining if there was any statistical
significance between the weight of patients with cleft lip

and cleft palate and patients without cleft lip and cleft
palate a Wilcoxon rank-sum test was done for the two
groups. This was statistically significant since the p-value
was <0.001. this is an indication that the weight of a
patient is significantly affected by the presence of a cleft
lip and cleft palate. This as shown in table 2 below
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Table 2: Association between patient type and demographic characteristics

Patient group
Variables Non-Cleft p-value
Gender
Male 263 (81.7) 59 (18.3) 0.004°
Female 192 (71.6) 76 (28.4)
Age in months
Median (IQR) 17 (1, 96) 35(2.5,9) <0.001"
Range 1-1008 1.5-36
Weight in kilograms
Median (IQR) 9 (6.8, 23) 6.8 (5.4, 8.4) <0.001"
Range 4.08 -81 34-17

¢ Chi square test
“ Wilcoxon rank-sum test

Discussion

This study found out that there is a difference in weight of
the children with cleft lip and palate and those without
cleft lip and palate. The cleft lip and cleft palate children
had a lower weight at their early age than the children
without cleft lip and cleft palate. This might be attributed
to the difficulty in feeding the children with cleft lip and
palate at this early age as compared to the ones without
cleft palate. The socioeconomic status of the parent of the
cleft lip and cleft palate may also contribute to the
nutrition of this children. Absence of knowledge and lack
of understanding on how the cleft lip and palate child can
be fed using the different appliances and methods can also
contribute to low weight among these children. Associated
complications, syndromes and frequent or recurrent
infections in this cleft lip and cleft palate may contribute
to lower weight. In this study though there were no
considerations on the type of cleft lip and cleft palate or
combined and whether this had an impact on the weight of
the children. There was no consideration also on whether
the parent had knowledge and understand on the feeding
methods and appliance used for feeding as well as the
socioeconomic status of the parents. The malnutrition
among the cleft lip and palate patient has been
documented by many researchers®®. This malnutrition will
definitely affect the weight of the children with cleft lip
and cleft palate. The patients who used feeding appliances
like Naso-alveolar moulding (NAM) showed greater
weight gain than controls and their findings demonstrated
rebound growth and suggested that such growth may be
enhanced by treatment involving NAM’. This study also
showed that there were more male 57% with cleft lip and
cleft palate patients than female. The study however did
not relate the type of cleft to the gender and the laterality
as to whether the cleft lip was on the left, right or bilateral
or cleft palate alone or as combined. This finding is
similar to study done by Wanjeri et al® in Nairobi, Kenya
where they found more males with cleft lip at 59% and
girls at 41%. This finding is comparable to the study
done by Blanco-Davila® and Habib® where they found
male patients to be 61.7% and male patients to be 38.3%.
In Tanzania ™, similar finding was reported where the
number of male patients with cleft were more than the
female with a slight preponderance of 1.7:1. However, in

South Africa a study done by Hlongwa™ showed that of
the total number of CLP sample size of 699, they had
47.5% who were male and 52.5% female, and this
difference was statistically significant (p<0.001).

Conclusion

There is low body weight among children with cleft lip
and cleft palate as compared to children without cleft lip
and palate. The nutritional support, education of care
givers and mothers of the children with clefts/palate and
use of required feeding appliances can help improve the
feeding and hence their weight. The male child is
generally affected more with cleft lip and palate than the
girl child. Further studies can be done to determine the
association of male gender and cleft lip and cleft palate.
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