162

Asian Pacific Journal of Tropical Medicine (2012)162-166

Contents lists available at ScienceDirect

¢’ Asian Pacific Journal of Tropical Medicine
. .’_."i.a..
journal homepage:www.elsevier.com/locate/apjtm
Document heading doi:

Behavioral pattern in Chinese school—aged children with cleft lip and

palate

. 1 o 2 o 1 o -2 . . 1 1
Pin Ha', Xu—Qing Zhuge’, Qian Zheng , Bing Shi~, Cai—Xia Gong , Yan Wang
'Department of Clefi Lip and Palate, West China School and Hospital of Stomatology, Sichuan University, Chengdu, China

*State Key Laboratory of Oral Disease, Sichuan University, Chengdu, China

ARTICLE INFO

ABSTRACT

Article history:

Received 10 November 2012

Received in revised form 15 December 2012
Accepted 15 January 2013

Available online 20 February 2013

Keywords:

Cleft lip and palate
CBCL

Psychosocial adjustment
Behavior problems

Objective: To obtain descriptive information of behavioral pattern in Chinese school-aged
children with cleft lip and palate. Methods: A total of 93 cleft lip and palate patients between the
age of 6-11 year—old and treated at West China Stomatology Hospital were selected. And another
100 unaffected controls, matched for age and gender, were recruited randomly from a common
primary school in Chengdu. Chart review of medical records was used to obtain psychosocial
checklists. Scores were compared with published norms and controls to evaluate the risk of
problems, separately for three diagnostic groups. Results: The patients group had lower scores
of social and academic competencies, especially those with facial deformity or speech problem.
No difference was found in the aspect of activity competency. All patients showed elevations in
behavior problems. But the type of behavior problems varied in different genders. Conclusions:
Chinese school—aged children with cleft lip and palate are at raised risk for social and academic
difficulties. Specific pattern of behavior problems displays differently depending on gender of the

patient.

1. Introduction

Period of school age (611 year—old) is an important phase

functioning(5-71. Difficulty occurs in social inhibitionls-11],
social skills(12-14], sleep problems|15], and dissatisfaction
with physical appearancell2l.

Chinese people have their own psychological

for children, during which they accumulate ability and
experience in acquiring knowledge, gaining recognition of
other children, and communicating smoothly with others.
In this certain period, child may suffer from psychological
problems if encountering frustration. For children with
cleft lip and palate (CLP), there is an elevated risk to have
psychological problemsl[!-3]. Richman and Millardi4l, in a
study of 44 children with clefts from age 4—12, find that rates
of internalizing problems are increased. Other researchers
report poor self—concept regarding social and personal
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characteristics, due to the unique culture and educational
background. In general, Chinese people are more modest,
especially in ways of expressing. At present, there are
few researches discussing the psychological condition
of Chinese children with CLP. Lim et all16] assessed the
psychological well-being of Chinese patients with CLP, and
reported that those patients had lower self—esteem than
non—CLP patients.

The purpose of the current study is to expand limited
research on the psychological condition of Chinese
children with CLP, and provide some useful reference and
suggestions for the psychological treatment. In this study,
the hypothesis that Chinese children with CLP would differ
from controls and American norms with regard to social—
emotional functioning is tested.
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2. Materials and methods
2.1. Participants

The index sample comprised 93 CLP patients between the
age of 6-11 year—old, who were treated at a CLP department
from June 2010 to March 2012. Eligible patients had isolated
clefts of the lip (with or without cleft palate). Children with
other abnormalities or health problems were excluded.
Potential controls were matched to index patients by sex
and, as far as possible, age and school grade, but were
otherwise randomly selected from a local common primary
school (n=100).

Parents of those selected children were gathered by small
groups. Each group contained no more than 10 members.
Every parent completed a piece of CBCL independently, with
a total comprehension of the checklist. Of those identified
for recruitment, parents of 100% index and 76% controls
agreed to participate. Finally, the qualified checklists of
88.2% index (n=82) and 85.5% controls (n=65) were withdrew.

2.2. Measures

CBCL/4-18[17] was used to assess behavior problems
and competencies in children aged 4-18 year—old. The
instrument comprises 3 main parts: generic items (eg. name,
gender, age), social competency (eg. hobbies, communication
ability, academic ability), and behavior problems. A 3—point
response scale (scored 0 to 2) was used to denote whether the
item was true, somewhat or sometimes true, or very true or
often true. The generic items did not score. The score for the
social competency was higher, the greater the social ability
was for the child. But the score for the behavior problems
was higher, the bigger the difficulties were for the child.
This measure had adequate validity and reliability.

According to Kapp—Simonl18] and Zoe's[19] evaluating
standard, the result of the CBCL was valued by a certain
percentile rank of norms. The percentile of 2% for the score
of social competency subscales (P, and the percentile of
10% for the total score of social competency (P,) were the
lower limit. The percentile of 98% for the score of behavior
problems subscales (Py) and the percentile of 90% for the
total score of behavior problems (P, were the higher limit.

2.3. Statistical analysis

Epidata 3.0 for Windows was employed for statistical input,

and SPSS 17.0 for Windows was employed for statistical
analysis. The patients” scores were compared with the
controls” scores using ¢ tests for paired samples. The data
of male and female patients were compared with ¢ tests
for independent samples. One—sample ¢ tests were used to
compare means with norm data.

3. Results
3.1. Social competency

For all male patients, Py, of total score was lower than
American Norm, and P, of activity subscale was also lower.
But the P, of the other two subscales, communication and
academic ability, varied among groups. Patients with speech
problem had lower scores of the communication subscale.
Patients with facial deformity and patients with both facial
deformity and speech problem had lower scores of the
academic ability subscale (Table 1).

Table 1

Comparison of CBCL social competency limit between male patients
and American norm.

Social competency Patients Patients Patients with American

subscales with facial with speech both facial norm (P,

deformity problem P, deformity

P, and speech

problem (P,

Active 1.42 2.50 1.76 3.0-3.5
Communication  4.08 291 3.52 3.0-3.5
Academic ability  0.77 3.59 1.41 2.0-2.5
Total score (P,)  11.00 11.86 11.76 16.0

For all female patients, Py, of total score was lower than
American Norm, P, of activity subscale was also lower, but
P, of communication subscale had no difference from norm
data. Patients with speech problem and patients with both
facial deformity and speech problem had lower scores of the
academic ability subscale (Table 2).

Table 2
Comparison of CBCL social competency limit between female patients
and American norm.

S o c i a lPatientsPatients Patients with American

competency with facial with speech both facial norm(P,)

subscales deformity(P,) problemP, deformity
and speech
problem(P,)
Active 0.00 0.36 2.06 2.5-3.0
Communication 3.70 3.77 3.35 3.5
Academic ability 4.00 0.00 2.96 3.0-3.5
Total score (P,)  8.96 8.16 9.58 16.0

Compared with the controls” data, both male and female
patients” total score and score of active subscale were
lower. Male patients with facial deformity had lower scores
of communication subscale, and patients with both facial
deformity and speech problem had lower scores of academic
ability subscale. Meanwhile female patients with speech
problem had lower scores of communication and academic
ability subscales, and patients with both facial deformity
and speech problem had lower scores in communication
subscale (Table 3, Table 4).
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3.2. Behawvior problems

Compared with American and Chinese Norms respectively,
both male and female patients scored higher than limit (P,),
which means behavior problems exist. But specific pattern
of behavior problems displayed differently depending on
gender. All the three groups had higher scores than norm
data, however each group of patients scored differently in

subscales (P, (Table 5, Table 6).

Compared with the controls” data, both male and female
patients” total scores were much higher. Male patients were
significantly more likely to score in the clinical range in the
attention problems and aggressive behavior. Female patients
were significantly more likely to score in the clinical range
in the anxious—depressed, somatic complains and social
problems (Table 7, Table 8).

Table 3

Comparison of CBCL social competency scores between male patients and controls.

Social competency subscales Patients with facial deformity Patients with speech problem Patients with both facial deformity Controls
and speech problem

Active 4.3712.45 4.6512.07 4.697£2.06 4.887£2.09

Communication 6.501.88% 6.74£2.00 7.30£1.79 7.961.57

Academic ability 4.8240.87 4.73710.85 4.54F1.36* 5.360.57

Total score 15.38+4.27% 16.1613.88 16.5313.90 18.1913.44

*Comparing with controls, P<0.05.

Table 4

Comparison of CBCL social competency scores between female patients and controls.

Social competency subscales Patients with facial deformity Patients with speech problem Patients with both facial deformity ~ Controls
and speech problem

Active 3.9012.63 3.5842.37 4.5013.43 4431233

Communication 5.641.77%% 6.181.64* 6.7173.00 7.717£1.38

Academic ability 4.8370.80 4.237£2.08* 4.961.19 5.29+0.96

Total score 14.374-4.69 13.994-3.79* 16.18-6.85 17.4243.18

Comparing with controls, *P<0.05, **P<0.01.

Table 5

Comparison of CBCL behavior problems limit between male patients, American norm, and Chinese norm.

Behavior problems subscales Patients with facial Patients with speech problem Patients with both facial deformity Chinese norm(Ps) American norm

deformity(P,y) (Pyy) and speech problem(P,,)

Withdrawn 6.00 4.82 7.44 5-6 4-5
Anxious—depressed 8.44 7.64 17.12 9-10 12-13
Communication problems 9.16 6.28 9.00 5-6 5-6
Obsessive behavior 5.00 7.00 11.96 8-9 9
Somatic complains 5.72 1.82 5.00 6-7 4
Social problems 7.44 6.28 10.96 5-6 6
Attention problems 10.44 14.46 13.44 10-11 10-11
Aggressive behavior 20.16 24.38 25.12 19-20 20
Delinquent behavior 6.44 5.64 11.96 7-8 5—6
Total score(Py,) 42.60 58.00 43.80 40-42 =

Table 6

Comparison of CBCL behavior problems limit between female patients, American norm, and Chinese norm.

Behavior problems subscales Patients with facial Patients with speech Patients with both facial deformity Chinese norm(Pyy)

American norm

deformity(P,y) problem(P,) and speech problem(P,)

Withdrawn 3.82 8.28 4.48 3-4 3-4
Anxious—depressed 11.00 11.00 20.56 13-14 12-13
Sex problems 3.00 5.00 3.00 3-4 2-3
Destructive behavior 0.00 8.80 2.00 3—4 3-4
Somatic complains 7.64 7.28 9.40 8—9 7
Social problems 8.82 7.76 11.40 8—9 6-7
Attention problems 13.46 17.04 15.92 10-11 10
Aggressive behavior 21.00 18.28 34.72 18-19 20-21
Delinquent behavior 2.00 2.00 1.00 2-3 2-3
Total score(P,,) 61.50 71.20 73.40 38 -
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Table 7
Comparison of CBCL behavior problems scores between male patients and controls.
Behavior problems subscales Patients with facial deformity Patients with speech problem Patients with both facial deformity and speech Controls
problem
Withdrawn 2.7341.79% 2.1011.85 2.7842.04% 1.10+1.37
Anxious—depressed 2.53+2.59 2.6012.91 2.70£5.25 0.901.52
Communication problems 2.80+2.65 1.90+2.08 2.4172.42 0.6570.99
Obsessive behavior 2.301.88 2.90+2.85% 3.4443.15%* 0.751.16
Somatic complains 1.537£2.10 0.50=0.71 1L.11E1.65 0.551.05
Social problems 2.7342.31%* 1.90+2.13 2.334-2.97%* 0.351-0.67
Attention problems 4.67713.04% 6.10-E5.30%* 4.9673.79%* 1.75+1.80
Aggressive behavior 9.13£6.29%* 7.601-8.78* 8.0447.37%* 1.6511.57
Delinquent behavior 1.937+2.15 1.902.18 2.4473.62* 0.601.19
Total score 24.87+19.03* 25.50+24.15% 26.30424.37%* 9.2546.39
Comparing with controls, *P<0.05, **P<0.01.
Table 8
Comparison of CBCL behavior problems scores between female patients and controls.
Behavior problems subscales Patients with facial deformity Patients with speech problem Patients with both facial deformity and speech Controls
problem
Anxious—depressed 5.80£3.71%% 4.08+3.93%* 7.866.89%* 1.15+1.68
Social problems 4.10+2.88** 2.9242.78%%* 4.14+4.22%* 0.44+0.70
Somatic complains 2.50£2.80* 2.46£2.22% 3.71£3.30%* 0.44£1.22
Withdrawn 1.60+1.43* 1.92£2.75%* 2.00+2.08* 0.19+0.48
Attention problems 4.10+5.47 5.77+5.67* 5.71+E5.71% 1.52+2.47
Sex problems 1.50£1.08%* 1.31£1.89 2.00£1.54%%* 0.48+0.80
Delinquent behavior 0.40£0.84 0.31£0.75 0.29£0.49 0.11£0.42
Aggressive behavior 8.50+7.47* 7.85+6.19% 12.43+12.75%* 2.41+3.67
Destructive behavior 1.60£2.41°% 2.00=£3.11%% 0.86=0.90 0.00-0.00
Total score 29.30+21.70** 27.15+25.09%* 36.29134.01%* 7.85+9.56

Comparing with controls, *P<0.05, **P<0.01.

4. Discussion

Compared with normal children, children with CLP have
more difficulties in studyl20l. Those patients who have
learning problems usually cannot build a healthy and
close friendship with others, and have a higher risk to
suffer from emotional and behavioral problems(21l. Broder
and Richman’s research(22.23] represented an early step
in assessing learning ability of children with CLP. Results
showed that children with CLP have a lower self-esteem,
less confidence, and more problems of communication. Hunt
and Burdenis] showed that patients with CLP reported greater
social problems and more symptoms of depression; they
were teased more often and were less happy with their facial
appearance and speech.

Our research showed Chinese children with CLP have
similar social and study problems. However compared
with American norm data, Chinese patients scored lower in
social competency. Compared with Chinese controls, those
patients also scored lower. There was one result needed to
pay attention, that is, Chinese patients with CLP scored lower
in academic and communication subscales but there was
no significant distance in activity subscale. We also noticed
that patients with facial deformity showed elevation in social
problems.

Behavioral problems were greater among children with CLP
than in control subjects, as assessed by the CBCL. Kapp-
Simon et all6] reported that children with cranio—facial
deformities met more obstacles in their everyday life and
were easier to behave badly, especially in an aggressive way.
Other researches stated that children with CLP had different
kinds of behavioral problems[24-26].

Our research showed that Chinese children with CLP scored
higher than both American and Chinese norm data. Patients
with facial deformity and speech problem scored even
higher. We also noticed that the type of behavior problems
varied in different genders. Male patients were significantly
more likely to score in the clinical range in the attention
problems and aggressive behavior. Female patients were
significantly more likely to score in the clinical range in the
anxious—depressed, somatic complains and social problems.

Society and culture may have influence on both normal and
CLP populations. Chinese CLP children were found to have
more social and behavioral problems. Further psychosocial
studies of Chinese CLP populations are needed and could
provide further information. As a starting point for providing
psychological help for these children, the results suggest
that, Chinese children with CLP may need different help
according to their gender.



166 Pin Ha et al./Astan Pacific Journal of Tropical Medicine (2013)162-166

Conlflict of interest statement

We declare that we have no conflict of interest.

References

[1] Endriga MC, Kapp—simon KA. Psychological issues in craniofacial
care: state of the art. Cleft Palate Craniofac J 1999; 36(1): 3—-11.

[2] Orlagh H, Donald B, Peter H, Chris J. The psychosocial effects of
cleft lip and palate: a systematic review. Europ J Orthodo 2005;
27(4): 274-285.

[3] Richman LC. Cognitive patterns and learning disabilities in cleft
palate children with verbal deficits. J Speech Hear Res 1980; 23(2):
447-456.

[4] Richman LC, Millard TL. Brief report: Cleft lip and palate:
Longitudinal behavior and relationships of cleft conditions to
behavior and achievement. J Pediatr Psychol 1997; 22(2): 487-
494.

[5] Broder H, Strauss R. Self-concept of early primary school-aged
children with visible or invisible defects. Clefi Palate Craniofac J
1989; 26: 114-117.

[6] Kapp—Simon KA. Self—perception, social skills, adjustment, and
inhibition in young adolescents with craniofacial anomalies. Cleft
Palate Craniofac J 1992; 29(4): 352-356 .

[7] Pope AW, Ward J. Factors associated with peer social competence
in preadolescents with craniofacial anomalies. J Pediatr Psycho
1997; 22(4): 455-469.

[8] Pope AW, Ward J. Self-perceived facial appearance and
psychosocial adjustment in preadolescents with craniofacial
anomalies. Clefi Palate Craniofac J 1997; 34(5): 396-401.

[9] Hunt O, Burden D, Hepper P, Stevenson M,. Johnston C. Self-
reports of psychosocial functioning among children and young
adults with cleft lip and/or palate. Clefi Palate Craniofac J 2006;
43(5): 598-606.

[10]Hunt O, Burden D, Hepper P, Johnston C. Parent reports of the
psychosocial functioning of children with cleft lip and/or palate.

Cleft Palate Craniofa J 2007; 44(3): 304-311 .

[11]Murry L, Arteche A, Binley C, Hentges F, Bishop DV, Dalton L,
et al. The effect of cleft lip on social-emotional functioning in
school-aged children. J Child Psychol Psychiatry 2010; 51: 94—
103.

[12]Slifer KJ, Amari A, Diver T, Hilley L, Beck M, Kane A, et al.
Social interaction patterns of children and adolescents with and

without oral clefts during a videotaped analogue social encounter.

Clefi Palate Craniofac J 2004; 41(2): 175-184.

[13]Boes AD, Murko V, Wood JL, Langbehn DR, Canady J, Richman
L, et al. Social function in boys with cleft lip and palate:
relationship to ventral frontal cortex morphology. Behav Brain Res
2007; 181(2): 224-231. Epub 2007 Apr 22.

[14]Brand S, Blechschmidt A, M i ller A, Sader R, Schwenzer—
Zimmerer K, Zeilhofer HF, et al. Psychosocial functioning and
sleep patterns in children and adolescents with cleft lip and palate
(CLP) compared with healthy controls. Clefi Palate Craniofac J
2009; 46(2): 124-135. Epub 2008 Jun 12.

[15]Serge B, Anja B, Andreas M, Sader R, Schwenzer—Zimmerer K,
Holsboer—Trachsler E, et al. Psychosocial functioning and sleep
patterns in children and adolescents with cleft lip and palate
(CLP) compared with healthy controls. J Clefi Palate 2009; 46(2):
124-135.

[16]Lim KC, John SP, Samuel MY, et al. Psychological profile of
chinese with cleft lip and palate deformities. Cleft Palate—
Craniofacial J 2007; 44(1): 79-86.

[17]Achenbach T. Child behavior checklist for ages 4-18. VT:
University of Vermont, Burlington, 1991, 1992.

[18]Kapp—Simon KA, McGuire DE. Observed social interaction
patterns in adolescents with and without craniofacial condition.
Cleft Palate Craniofac J 1997; 34(5): 380-384.

[19]Berger ZE, Dalton LJ. Coping with a cleft: psychosocial adjustment
of adolescents with a cleft lip and palate and their parents. Clefi
Palate Craniofa J 2009; 46(4): 435-443.

[20]Topolski TD, Eswards TC, Patrick DL. Quality of life:how
do adolesccents with facial differences compare with other
adolescents. Cleft Palate Craniofac J 2005; 42(1): 25-32.

[21]Wiener J, Schneider B. A multisource exploration of the friendship
patterns of children with and without learning disabilities. J
Abnorm Child Psychol 2002; 30(2): 127-141.

[22]Broder H, Richman LC, Matheson PB. Learning disabilities,
school achievement, and grade retention among children with
cleft: a two—center study. Cleft Palate Craniofac J 1998; 35(2):
127-131.

[23]Broder HL. Using psychological assessment and therapeutic
strategies to enhance well-being. Cleft Palate Craniofac J 2001;
38(3): 248-254.

[24]Strauss RP, Broder H. Children with cleft lip/palate and mental
retardation:A Subpopulation of cleft—craniofacial team patients.
Cleft Palate Craniofac J 1993; 30(6): 548-556.

[25]Dolger HM, Bartseh A, Trimbach Q. Perennials reactions following
the birth of cleft child. J Orofac Orthop 1997; 58(2): 124-133.
[26]Coy K, SPeltz ML, Jones K. Facial appearance and attachment in
infant with orofacial clefts: a replication. Clefi Palate Craniofac J

2002; 39(1): 66-72.





