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This review examines research on intelligence, achievement, behav-

ior, and personality of children with cleft lip and palate. Studies of

intellectual functioning indicate that the general intelligence of cleft

samples is relatively normally distributed with group mean IQ scores

within the Average range. There is some suggestion of a higher fre-

quency of depressed verbal intellectual functioning relative to visual-

motor intelligence. Factors that appear to affect IQ levels are presence

of other congenital anomalies, speech and hearing deficiency, and low

incidence cleft-type by sex occurrences. There is evidence that a high

percentage of cleft children are underachievers. Personality and behav-

ioral studies do not suggest significant psychopathology, although there

is evidence of behavioral inhibition, concern regarding appearance, and

decreased expectations by teachers and parents.

Early concerns in the care of children born

with a cleft of the lip and palate include

survival, feeding, and structural deformity.

Later considerations regarding orthodontics,

speech, hearing, and cosmetic appearance are

usually an integral part of multidisciplinary

team care. However, the ultimate goal of most

cleft lip and palate care is the hope that the

additive effect of the individual interventions

will culminate to allow a "normally function-

ing" adult, or at least ensure maximum po-

tential development (Morris and Jakobi,

1977). Although psychological adjustment

variables may be more difficult to recognize

than facial disfigurement or speech defective-

ness, it is important for all professionals work-
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ing with cleft children to have an awareness

of the psychological variables which might

contribute to their long-term adjustment. The

purpose of this paper is to review the literature

on intellectual abilities, achievement, person-

ality, and behavior of cleft children in an

attempt to clarify some clinical assumptions,

provide support for some consistent conclu-

sions, and suggest areas where further research

is needed.

Intellectual and Cognitive Abilities

Early studies found that the average IQ of

cleft samples was below that of the general

population (Billig, 1951; Means and Irwin,

1954; Munson and May, 1955; Lewis, 1961;

and Estes and Morris, 1970), however, these

studies did not include noncleft control groups

and often used several different measures of

intelligence within one study. Results were

generally reported as a single IQ score with

no indication of strengths and weaknesses or

differential patterns of responding. Other

studies which used control groups and one

standard intellectual assessment supported
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the finding of lower IQ's in cleft populations

(Goodstein, 1961; Ruess, 1965; Smith and

McWilliams, 1969). However, it is important

to note that the cleft children in these later

studies had mean IQ's within the average

range (90-100), even though they were statis-

tically lower than the noncleft control groups.

Goodstein (1961) attributes the lower overall

mean IQ of cleft samples to specific deficits in

verbal ability in cleft children. He found that .

a group of 105 cleft children exhibited a

significantly lower Verbal Scale IQ than Per-

formance Scale IQ on the Wechsler Intelli-

gence Scale for Children (WISC). Ruess

(1965) also found a significantly lower Verbal

Scale IQ for 49 cleft children than their sib-

ling controls, however, there was not a sig-

nificant difference on the Performance Scale.

Estes and Morris (1970) examined 466 cleft

children and also found a significantly lower

Verbal IQ than Performance IQ on the

WISC. There have been several hypotheses

which attempt to explain this verbal deficit

including developmental delay and lack of

language stimulation in the home (Estes and

Morris, 1970), as well as hearing loss or speech

problems. Means and Irwin (1954) found a

greater number of cleft children without hear-

ing loss to have IQ's over 100 than cleft

children with hearing loss. McWilliams and

Musgrave (1972) suggest that the quality of

speech is related to IQ, based on the finding

that cleft children with hypernasal speech had

significantly lower mean IQ's than those with

normal speech (IQ's of 97 and 109, respec-

tively).

The type of cleft, cleft lip and palate (CLP),

cleft palate only (CPO), and cleft lip only

(CLO), has been suggested to be a factor

contributing to the level of intellectual func-

tioning. Goodstein (1961) reported lower

mean IQ's in CPO groups, citing the high

incidence of other congenital anomalies in

CPO groups as a possible contributing factor.

Lewis (1961) found no difference in IQ by

type of cleft alone in 548 cleft children, but

found lower IQ's in those with other physical

anomalies. McWilliams and Matthews (1979)

also found that cleft children with multiple

anomalies tend to have lower IQ's. Estes and

Morris (1970) examined a sample of 466 cleft

children and failed to find significant IQ dif-

ferences among cleft types. While these studies

suggest that the type of cleft per se may not
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be a significant factor related to IQ level, the

presence of other congenital anomalies may

be a factor and a higher frequency of such

anomalies is found in children with cleft pal-

ate only. '
Lamb, Wilson, and Leeper (1973) found

sex by cleft type to be an important variable
related to cognitive impairment. Among 73
cleft children (ages 5-16), they found that .
females with cleft lip and palate and males
with cleft palate only (which comprise the
lowest frequency of cleft type by sex) were
considered more "language deficient" than
other groups on the basis of the WISC and
Peabody Picture Vocabulary Test (PPVT).
The authors contend that their findings sup-
port Fraser's (1970) hypothesis that individ-
uals with the lowest occurring incidence of
cleft type by sex are more likely to have other
physical anomalies. The findings of Lamb et
al. (1973) suggest that low incidence cleft type
by sex, along with other physical anomalies
may be related to deficiency in language func-
tions. Problems with this study include the
small number of subjects once the group is
divided by sex and cleft type, the use of the
PPVT as a language measure (McWilliams,
1974; Richman, 1979) and the lack of a clear
definition of "language deficient." -

Musgrave, McWilliams, and Matthews
(1975) suggested an age factor in the intelli-
gence of the cleft child. They studied 19 CPO
children who were divided into two groups
according to surgical procedure (simple clo-

sure vs retroposition). The mean Stanford-
Binet IQ's of these groups during their pre-
school years were 96 and 97, and ten years
later, these means were 107 and 111, respec-
tively. This study, although based on a small
sample, suggests that some cleft children may
have early intellectual delay, but improve
over time. However, the results could also be
attributed to the greater amount of error
likely when testing preschool children, espe-
cially when using a highly verbal test, such as
the Stanford-Binet, with children who are
likely to have speech and language delays.
Few studies have looked beyond general

intelligence to more specific cognitive abili-
ties. Brantley and Clifford (1979) examined
51 cleft, 22 obese, and 100 normal adolescents
on cognitive, body-image, and self-concept
measures. None of the cognitive measures
(Category Width Test, Kagan's Matching Fa-
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miliar Figures, the Tilting Chair experiment,

PPVT, the Space Test from the Primary Men-

tal Abilities Test and Digit Span from the

WISC) or body-image measures differentiated

the cleft group. No attempt was made to

control for IQ in this study, and the cognitive

measures are primarily sensory-perceptual

tasks. »
Several authors have suggested that cleft

children have a deficit in visual-perceptual-
motor functioning. Smith and McWilliams

(1968) studied 135 cleft children (ages 3-9)
and found that, as a group, they were defi-
cient on the visual-memory and other visual
subtests of the Illinois Test of Psycholinguistic
Abilities (ITPA). This deficit was found for
both sexes, all ages, and all cleft types and is
attributed to early motor deprivation in the
cleft child (difficulty sucking, feeding, physi-
cal restraints when hospitalized, and overpro-
tectiveness of parents). There was no attempt
to control for IQ or SES and no normal
control group utilized. In addition, the valid-
ity of comparing an individual's subtest scores
on the ITPA is questionable (Salvia and Yss-
eldyke, 1978).
Brennan and Cullinan (1974) tested 14 cleft

children and 14 matched controls on objects
presented tachistoscopically to measure rec-
ognition and naming ability. The cleft chil-
dren were significantly slower on both mea-
sures. These authors interpreted their findings
as a reflection of deficits in visual analysis and
perceptual identification of objects, in addi-
tion to a processing deficit (the search for an

object's name) and delayed time to initiate
speech. These children were matched on the
PPVT, a questionable instrument to establish
IQ and not particularly useful for cleft chil-
dren (McWilliams, 1974; Richman, 1979).
Furthermore, it is difficult to separate visual-
perceptual versus language deficits in inter-
preting performance on these tasks.
Lamb, Wilson, and Leeper (1972), on the

other hand, studied 26 cleft and 26 sibling
controls (ages 5-15) with average IQ's and
found no consistent pattern of visual-percep-
tual-motor problems associated with the cleft
condition alone. They used the WISC Block
Design and Object Assembly tests as their
measures. They suggest that the visual-per-
ceptual-motor problems may have an intra-
familial relationship and are associated with
hearing loss. When the cleft children were
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divided on the basis of hearing level, those
with hearing loss were more likely to show
visual-perceptual-motor problems. This was
also true for noncleft siblings with hearing
loss. '
Richman (1980) studied language disabili-

ties in 57 cleft children who demonstrated
significantly lower Verbal than Performance
scores on the WISC, but whose Full Scale
IQ's were within the average range. Two sub-
groups were identified on the basis of the
Hiskey-Nebraska Test of Learning Aptitude,
a nonverbal test that includes two major com-
ponents of language-associative reasoning
(or verbal mediation) and short-term mem-
ory. One group displayed only a verbal ex-
pressive deficit (VED) with average perform-
ance on the Hiskey. Richman attributes this
verbal deficit without other disabilities to an
early history of speech difficulties and a lack
of early language stimulation. These children
may display a simple underachievement. The
other group showed a general language deficit
(GLD) with poor performance on associative
language tasks. This group included a higher
number of palate only male children (al-
though it is not known whether they had a
higher frequency of associated anomalies) and
showed a greater degree of reading and arith-
metic disabilities. Richman stated that this
GLD group exhibits a language-based learn-
ing disability. It was suggested that there is a
need to compare these cleft children with
language deficit to groups of noncleft devel-
opmentally language disabled children as well
as to examine specific neuropsychological
functions related to language related central
nervous system involvement.

Summary-Intellectual and Cognitive
Abilities

The research on intellectual functioning of
cleft children suggests that there may be a
slight decrease in verbal intelligence related
to the cleft condition while nonverbal intelli-
gence appears to be normally distributed.
There is also evidence to indicate that cleft
type, sex, hearing level, speech and language
difficulties, and presence of other congenital
anomalies may be related to intellectual abil-
ity. Further studies are needed which control
for these variables. Evidence of different pat-
terns of cognitive abilities, even within groups
of verbally deficient cleft children, suggests
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the need for studies examining specific neu-

ropsychological aspects of language functions.

A summary of the research findings on

intellectual and cognitive abilities of cleft chil-

dren supports the following tentative conclu-

sions:

1. The distribution of general intelligence
within the cleft population is not markedly
depressed. While many studies report a
slightly lower mean IQ than normative data
or control samples, this difference is not clin-
ically significant.

2. There is consistent data to support the con-
tention that there is a depressed Verbal IQ
and language disability for many cleft lip-
palate children.

3. There is suggestive evidence that low fre-
quency cleft type by sex (CPO males and CL
& P females) occurrence may be related to
decreased intelligence, especially deficient
language functions.

4. Hearing loss and/or speech defectiveness may
be related to decreased intellectual functions.

5. Presence of other congenital anomalies in-
creases the chances of lower intellectual skills.

6. Early (preschool) intellectual assessment re-

sults of cleft children should be interpreted
with caution especially when highly verbal
measures are used. There is evidence that
early IQ level (e.g. Stanford-Binet) may not
be a good predictor of later intellectual func-
tioning.

School Achievement

Although the potential for school achieve-

ment difficulty in cleft children is high due to

the high incidence of middle ear pathology

with accompanying hearing loss, speech and

language difficulties, and facial disfigure-

ment, there is little objective research data on

the subject. Research data which is available

does suggest that these variables may contrib-

ute to less than optimal school performance.

Facial disfigurement does seem to influence

a teacher's perception of the cleft child. Rich-

man (1978a) examined teachers' estimates of

intelligence for 44 cleft children with moder-

ate to severe facial disfigurement, and 43 cleft

children with relatively normal facial appear-

ance. Teachers consistently underestimated

the intelligence of the more disfigured chil-

dren, especially those with average or above

average intelligence measured by an individ-

ual intelligence test (WISC). It was suggested

that teachers may have a stereotyped view

that physical unattractiveness is related to

lower intellectual ability. Teachers were quite

accurate in estimating the intelligence of cleft

children with relatively normal facial appear-

ance. An unexpected finding was that teach-

ers tended to overestimate the intellectual

ability of some severely disfigured children

who had below average IQ's. The author

suggests this may have been a "sympathetic"

response, since school grades and other objec-

tive data did not support this rating. Another

study by Richman (1978b), examined teach-

ers' perceptions of behavior of 136 cleft chil-

dren based on ratings using the Behavior

Problem Checklist (Quay and Peterson,

1967). Teachers rated cleft children as more

withdrawn and inhibited in the classroom

than other children, and as more inhibited

than their parents rated them at home. This

difference was interpreted as reflecting the

greater degree of stress, social interactions,

and competitiveness in the classroom com-

pared to the safer home environment. It was

suggested that in the classroom, where some

degree of competitiveness and independence

is necessary for success, inhibition may result

in underachievement.

In spite of average intelligence, cleft chil-

dren may perform below expectations on

group achievement tests. Richman (1976) ex-

amined Iowa Tests of Basic Skills (ITBS)

scores for 44 cleft and 44 noncleft children

matched for IQ, sex, age, and socioeconomic

status, and found cleft males to score greater

than one year below the mean of noncleft

males, and cleft females to be approximately

one-half year below their peers. Richman and

Harper (1978) also found 39 cleft children to

score significantly below a matched control

group on the TTBS. These two studies did not

indicate whether the ITBS scores of cleft chil-

dren were lower across all subtests, or in spe-

cific academic skill areas.

In the study of cleft children with verbal

deficits discussed earlier (Richman, 1980),

over 50% of the 57 children studied had below

average reading and math scores on the Wide

Range Achievement Test. These low achieve-

ment cleft children were primarily from the

GLD (general language deficit) group. The

author assumed that associative language

ability was necessary for adequate reading

and conceptual mathematical computation

and the achievement deficits of this GLD

group were attributed to a basic cognitive
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disability. However, this study did not control

for intelligence, since it included only a group

with low Verbal IQ,

Kommers and Sullivan (1979) evaluated

the written expression of 17 cleft children with

average to very superior scores on the Per-

formance Scale of the WISC. Written lan-

guage skills were measured by the Myklebust

Picture Story Language Test, with the results

showing below average performance on total

words, number of words per sentence, and

syntax scores. In all measures, the older group

of children (11-13 years) obtained lower per-

centile scores than the younger group (8-10).

The authors suggest that language skills of

cleft children become more deficient with age,

and that the lower number of words per sen-

tence and total words may reflect the cleft

child's attempt to be more intelligible by

reducing sentence length and complexity-

this oral trait may carry over to written lan-

guage. The sample size of this study was small,

no normal control group was utilized, and

verbal scores on the WISC were not reported.

Spriestersbach (1973) reported data gath-

ered by structured interview questionnaires

with parents of 175 cleft and 175 control

children. Some trends relating to school

achievement can be discerned. Compared to

the controls, twice as many cleft children were

delayed in starting school, twice as many cleft

children were considered (by their parents) to

be nine or more months delayed in school

achievement, twice as many cleft children

repeated one or more grades in school, and

mothers of cleft children were less likely to

expect their children to attend college. These

results suggest that parents, as well as teach-

ers, may have lower expectations for the cleft

child. However, these results do not differen-

tiate between cleft types or exclude those with

associated anomalies, and it relies on subjec-

tive parental report.

Although school achievement was not the

primary consideration in a study by Kapp

(1979), there was a suggestion of concern re-

garding school functioning. While measuring

the self-concept of 34 cleft and 34 matched

control children, Kapp found that females

with clefts felt they were less successful in

school than cleft males or controls. The find-

ings are attributed to low self-esteem of the

cleft females. b
Peter and Chinsky (1974) compared the
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educational attainment of 195 cleft adults
(ages 24-54) with groups of siblings and ran-
dom controls. A slightly higher frequency of
both noncleft groups attended college than
cleft individuals. The cleft group also had
lower aspirations for themselves than did ran-
dom controls, but the cleft group andtheir
siblings were not significantly different in ac-
ademic aspiration level, leading the authors
to suggest familial factors rather than the
presence of a cleft. These authors did not find
a difference in school drop-out rate between
groups.

Summary-School Achievement
In spite of average Full Scale IQ's, cleft

children, as a group, tend to achieve at lower
levels than expected. These studies suggest
contributing factors such as expectation (on
the part of teachers, parents, and the children
themselves); the effect of facial disfigurement;
verbal deficits, particularly a general lan-
guage deficiency; and a behavioral style of
inhibition in the classroom. Further research
is needed to examine the relative impact of
these variables, and to control for the type of
cleft and presence of associated anomalies, to
identify types of cognitive deficits in cleft
children as compared to other language-learn-
ing disabled children, and to determine the
effect of behavioral inhibition on achieve-
ment.
A summary of the research findings on

educational achievement of cleft children sug-
gests the following tentative conclusions:

1. Cleft children as a group tend to achieve
below expectationsbased on intellectual abil-
ity.

2. Tiachers tend to underestimate the intellec-
tual ability of average and above average

cleft children with more severe facial disfig-

urement.
3. Cleft children are frequently perceived by

teachers to be inhibited in the classroom
which may lead to underachievement.

4. A general verbal or language deficiency in
some cleft children may result in significant

academic failure.
5. Parentsmay have lower expectations for their

cleft child, resulting in lower academic aspi-

rations.

Personality and Behavioral

Characteristics

Studies that attempted to discern psycho-

pathology or find specific personality charac-
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teristics in cleft children have been generally

unsuccessful. Tisza, Silvertone, Rosenblum,.

and Hanlon (1958) conducted one of the ear-

liest studies of personality of cleft children.

They made intensive observations of 11 chil-

dren age 5-8, and noted a high degree of

muscle tension and rigidity, but no signs of

psychopathology. No structured observation

system was reported, and no control group

utilized. Whether the observed muscle tension

and rigidity were related to personality or

reaction to the hospital or clinic setting re-

mains open to question.

Gluck, Wylie, McWilliams, and Conk-

wright (1965) compared medical records of 50

cleft children to records of 292 children seen

at a child guidance center, and found that

cleft children had more physical anomalies

and chronic illnesses, a greater tendency to be

shy, and a higher incidence of enuresis. Since

this data was based on retrospective chart

review, it is difficult to assess the reliability.

Barker (1951) administered a paper and pen-

cil personality test, the California Test of

Personality, to 26 cleft individuals with no

significant findings of personality deviation.

Kapp (1979) administered the Piers-Harris

Self-Concept Scale to 34 cleft children (age

11-13) and 34 noncleft controls (matched by

sex, age, race, grade in school, SES, and pa-

rental marital status). The Piers-Harris con-

sists of 80 self-descriptive statements and the-

child responds with yes or no. Although the

global self-concept score did not differentiate

between groups, 3 of the 6 scales did differ-

entiate the cleft group. Anxiety, intellectual

and school status, and happiness and satisfac-

tion scores were significantly lower in the cleft

group, especially among the cleft females. The

scores on the physical attributes and appear-

ance scale were not significantly different un-

til the items relating only to physical appear-

ance were isolated-cleft children did show

lower scores on those items. Kapp concluded

that, although these children had adequate

overall self-concept scores, they were signifi-

cantly lower than controls on certain attri-

butes. This group did not seem to have prob-

lems with peer relations. The females' lower

scores may be attributed to external social

reactions based on physical appearance or a

greater sensitivity in females to physical ap-

pearance. One problem with this study is the
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use ofthe Piers-Harris scale which is based on

subjective self-report. However, self-percep-

tion is an important variable which may be

overlooked when only objective measures of

physical appearance are used. There is a need

to compare self-reported physical appearance

concerns, as reported in this study, to objec-

tively rated appearance and facial measure-

ment.

Brantley and Clifford (1979) evaluated 100

control, 51 cleft, and 22 obese adolescents (age

10-18) on cognitive (described in previous

section), self-concept, and body image mea-

sures. The self-concept and body image mea-

sures consisted of numerous paper and pencil

rating scales as well as experimental measures.

In general, the authors found that only the

self-concept measures differentiated the cleft

group but not in the expected direction. The

cleft adolescents had higher self-concept

scores than obese or normal adolescents. The

only area of significantly lower ratings by cleft

children concerned parental acceptance at

birth. The body-image measures suggested

that cleft adolescents do not have pervasive

feelings of body distortion. The authors sug-

gest that cleft children generally have a high

self-esteem, as a result of good coping skills.

Again, there is the problem'of using subjective

self-report measures, however, the results of

this study and the results of the Kapp (1979)

study are consistent in finding relatively good

overall self-reported self-concept of cleft chil-

dren during early-to-late adolescence.

A study examining MMPI profiles of 52

cleft adolescents (Harper and Richman, 1978)

found no indication of significant psycho-

pathology. However, there was an indication

of excessive inhibition of impulse, increased

self-concern, and ruminative self-doubts over

interpersonal relationships. Females with

clefts displayed a greater dissatisfaction with

their life situation than cleft males, which was

interpreted as a reaction to the greater em-

phasis on physical appearance in females es-

pecially during adolescence. This study did

not suggest significant emotional maladjust-

ment, but rather, variations of normal behav-

i0r. There was no normal control group used

in this study and the interpretation of MMPI

profiles within the "normal range" is some-

what tenuous.

Richman and Harper (1979) administered
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a nonverbal personality test, the Missouri

Children's Picture Series (MCPS, Sines, Par-

ker, and Sines, 1971) to 55 cleft children of

elementary school age. The results also indi-

cated an excessive inhibition of impulse com-

pared to a contrast group of children with

orthopedic handicaps, but again, this was a

relative increase and did not exceed the sta-

tistical normative expectations. This study is

relatively consistent with the previously men-

tioned studies (Brantley and Clifford, 1979;

Kapp, 1979; Harper and Richman, 1978) in

the finding of no significant overall psycho-

pathology or self-concept deficiency, yet find-

ing some indication of mild adjustment con-

cern. ' '

Several studies have employed measures

that attempt to detect variations of normal

behavior via reports of others rather than

through subjective self-report. Using a parent

interview format, Spriestersbach (1973) found

that cleft children were perceived as less in-

dependent, less aggressive, and less confident

than normal children. Richman (1976) ex-

amined teachers' ratings of 44 cleft and 44

matched controls on the Behavior Problem

Checklist (BPC), and found that cleft children

were rated higher on the internalizing scale,

consistent with the excessive inhibition of im-

pulse found in other studies. It was suggested

that cleft children may have learned to avoid

behaviors or situations that call attention to

oneself or that may give rise to negative re-

sponses from others. This behavioral charac-

teristic may be socially adaptive rather than

a sign of maladjustment.

Harper, Richman, and Snider (1980) stud-

ied 34 cleft children with mild physical im-

pairment and 28 cleft children with severe

facial disfigurement and compared them to

groups of mildly and severely involved or-

thopedically impaired children. All had IQ's

in the average range and attended regular

public school classes. Children with cleft who

exhibited a mild facial disfigurement showed

a greater degree of inhibition of impulse as

measured by the BPC than those with more-

severe physical handicaps. However, the cleft

children in this study showed greater expres-

sion of impulse than in previous studies (Rich-

man, 1976; Richman and Harper, 1979). This

was attributed to the fact that this was an

older group (mean age of 14.1) and was con-

255

sistent with normal adolescent tendencies.

The authors suggested a developmental trend

of excessive inhibition in early childhood

changing to an increase in expression of im-

pulse in adolescence, especially for the more

severely impaired.

Cleft children also have a high incidence of

middle ear infections, hearing loss, and speech

defectiveness. Behavioral characteristics of

hearing loss, such as inattentiveness, restless-

ness, failure to follow directions, and also

inhibition of impulse may be found in the

cleft child (Phillips, 1975). Further behavioral

research which controls for degree of impair-

ment, age of child, presence of hearing loss,

and sex is needed. The effects of inhibition of

\ impulse in the classroom need to be explored.

The inhibition of impulse may be an adaptive

behavior to avoid negative reactions from

others, however, this response style may be

related to the underachievement frequently

identified in cleft children. The relationship

between speech defectiveness and personality

characteristics has not been adequately stud-

ied. Furthermore, cleft type and behavior or

personality relationships have not been ex-

amined.

Summary-Personality and Behavioral

Characteristics

Personality studies of cleft children have

failed to identify psychopathology or a spe-

cific cleft personality. In general, cleft chil-

dren are within normal limits on self-concept

and personality tests but do tend to show an

inhibition of impulse and concern regarding

physical appearance. It is not clear whether

this inhibition persists into adulthood as a

personality characteristic or whether it is more

developmental and situationally specific.

The research findings on behavior and per-

sonality of cleft children can be summarized

by the following tentative conclusions:
1. Cleft children, as a group, do not display

significant signs of psychopathology related

to clefting conditions.
2. The self-concept of cleft children is relatively

good although there is a suggestion of situa-
tional concern related to appearance.

3. The personality adaptation ofmany cleft chil-
dren is one of excessive inhibition, although

this may be a positive adaptive response
rather than a sign of maladjustment.

4. Adolescent cleft females appear to have the
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greatest degree of concern regarding physical
appearance and dissatisfaction.

Summary and Implications

Although cleft children typically display
average intelligence and show few signs of
psychopathology, research consistently dem-
onstrates a high incidence of an inhibited, shy
child who is underachieving. Teachers and
parents view the child differently, suggesting
that the inhibition of impulse is greatest in
the more stressful, competitive environment
of the classroom. Parents may not see this
inhibition at home, and may perceive their
cleft child as compliant rather than noncom-
petitive. Since parents of handicapped chil-
dren may tend to be overly protective, the
encouragement of earlier social interaction
with noncleft peers and reinforcement of in-
dependence may aid later school adjustment
and personality adjustment.
Minimal empirical data exists at this junc-

ture to explain the presence of underachieve-
ment in cleft children, but two hypotheses are
raised here. First, parents and teachers (and
consequently, the child) may have lower ex-
pectations for the cleft child, therefore, the
child may notbe strongly encouraged to excell
in academics. Another possibility is that
speech and language delays or deficits pre-
clude the acquisition of effective reading and
academic skills.

The research on intellectual and cognitive
capabilities, school achievement, behavior
and personality of cleft children is relatively
positive in supporting adequate intelligence
(unless noncleft anomalies are included), rel-
atively good personality adjustment and self-

esteem, and adaptive behavioral style. The
research evidence is less positive regarding
school achievement, language development,

and parent-teacher expectations which may

affect level of aspiration.

This review of the research on psychological

aspects of cleft lip and palate children pro-
vides some consistent findings which are elab-
orated in the tentative conclusions in each
summary section. However, there are also
many questions which remain unanswered,
and warrant further investigation. Future re-

search studies are needed to determine the
relationships of cleft type by sex, presence or
absence of other congenital anomalies, hear-
ing loss and speech defectiveness to intellec-

tual andspecific cognitive abilities. The rela-
tionship of parental expectations, teacher per-

ceptions, language skills, and behavioral in-
hibition to academic underachievement also
needs to be further explored. The relative

influence of subjectively reported concerns

with facial appearance, objective observers'
ratings of facial appearance and facial meas-

urements should be evaluated within the con-

text of objective measures of self-esteem and

personality adjustment.

References

BarkrErR, E. I., A study of certain aspects of personality in
given individuals having cleft palate. MS Thesis, Uni-
versity of Michigan, Ann Arbor, Michigan, 1951. _

Brig, A. L., A psychological appraisal of cleft palate
patients, Proc. Penn. Acad. of Sci., 29: 31, 1951.

BrantLEy, H., and CuirroRrp, E., Cognitive, self-concept,
and body-image measures of normal, cleft, and obese
adolescents, Cleft Palate J., 16: 177-182, 1979.

\/BRENNAN, D., and CULLINAN, W., Object identification
and naming in cleft palate children, Cleft Palate J., 11:
188-195, 1974.

EstEs, R., and Morris, H., Relationship among intelli-

gence, speech proficiency, and hearing sensitivity in
children with cleft palates, Cleft Palate J., 7: 763-773,
1970.

Fraser, F. C., The genetics of cleft lip and palate, Am. 7.
Hum. Genet., 22: 336-352, 1970.

Gruck, M., Wyre, H., McWirLrams, G. J., and ConK-

WRIGHT, E., Comparison of clinical characteristics of

children with cleft palates and children in a child

guidance clinic. Perceptual and Motor Skills, 21: 806-810,
1965.

GoODSTEIN, L., Intellectual impairment in children with

cleft palates, J. Speech Hear. Res., 4: 287-294, 1961.

HarpEr, D. C., and RicHman, L. C., Personality profiles

of physically impaired adolescents, J. Clin. Psych., 34:
636-642, 1978.

Harper, D. C., RicHman, L. C., and SntpER, B., School _
adjustment and degree of physical impairment. J. Pedi.
Psych., 5: 377-383, 1980.

Kapp, K., Self-concept of the cleft lip and/or palate child.
Cleft Palate J., 16: 171-176, 1979.

KommErRs, M., and SULLivAN, M., Written language skills

of children with cleft palate. Cleft Palate J., 16: 81-85,
1979.

Lams, M., Wirson, F., and LeepERr, H., A comparison of

selected cleft palate children and their siblings on the

variables of intelligence, hearing loss, and visual-per-

ceptual-motor skills. Cleft Palate J., 9: 218-228, 1972.

Lams, M., Wirson, F., and LeepER, H., The intellectual

function of cleft palate children compared on the basis

of cleft type and sex, Cleft Palate J., 10: 367-377, 1973.

Lews, R., A survey of the intelligence of cleft palate

children in Ontario, Cleft Palate Bull., 11: 83-85, 1961.

McWiruianms, B. J., Clinical use of the Peabody Picture

Vocabulary Test with cleft palate preschoolers, Cleft
Palate J., 11: 439-442, 1974.

McWirLtams, B. J., and MattuEws, H. P., A comparison

of intelligence and social maturity in children with

unilateral complete clefts and those with isolated cleft



Richman and Eliason, PSYCHOLOGICAL CHARACTERISTICS

palates, Cleft Palate J., 16: 363-372, 1979.
McWirr1ams, B. J., and Musorave, R., Psychological

implications of articulation disorders in cleft palate
children. Cleft Palate J., 9: 294-303, 1972.

Mrans, B., and Irwin, J., An analysis of certain measures
of intelligence and hearing in a sample of the Wisconsin
cleft palate population. Cleft Palate Newsletter, 4: 2-4,
1954.

Morris, H., and P., Objectives and criteria for
the management of cleft lip and palate and the delivery
of management services. Cleft Palate J., 15: 1-5, 1977.

Munson, S., and May, A., Are cleft palate persons of
subnormal intelligence? Educ. Res. J., 48: 617-622,
1955.

Museravr, R., B. J., and Marturws, H.,
A review of the results of two different surgical proce-
duresfor the repair of clefts of the soft palate only, Cleft
Palate J., 12: 281-290, 1975. |

PETER, J., and Ciminsky, R., Sociological aspects of cleft
palate adults: Education, Cleft Palate J., 11: 443-449,
1974.

Puirrips, P., Speech and Hearing Problems in the Class-
room, Lincoln, Nebraska: Cliff Notes, Inc., 1975.

Quay, H., and PEtERrson, D., Manual for the Behavior
Problem Checklist. Champaign, Tllinois: University of
Illinois, 1967.

RicHmaAn, L. C., Behavior and achievement of the cleft
palate child, Cleft Palate J., 13: 4-10, 1976.

RicHumaAn, L. C., The effects of facial disfigurement on
teachers perception of ability in cleft palate children,
Cleft Palate J., 15: 155-160, 1978a.

RicHmaAn, L. C., Parents and teachers: Differing views of

257

behavior of cleft palate children, Cleft Palate J., 15:
360-364, 1978b.

RicHmman, L. C., Language variables related to reading
ability of children with verbal deficits, Psych. in the
Schools, 16: 299-305, 1979.

RicHmman, L. C., Cognitive patterns and learning disabil-
ities in cleft palate children with verbal deficits, J.
Speech Hear. Res., 23: 4417-456, 1980.

RicHuman, L. C., and Harper, D. C., School adjustment
of children with observable disabilities, J. Abnorm. Child
Psych., 6: 11-18, 1978.

L. C., and HarpEr, D. C., Self-identified per-
sonality patterns of children with facial or orthopedic
disfigurement, Cleft Palate J., 16: 256-261, 1979.

RuEss, A., A comparative study of cleft palate children
and their siblings, J. Clin. Psych., 21: 354-360, 1965.

Sarva, J., and YssEutpyKE, J., Assessment in Special and
Remedial Education. Boston, Mass.: Houghton Miflin,
1978.

Sines, J., PaukER, J., and SinEs, L., The Missouri Children's
Picture Series Test Manual. J.O. Sines, University of Iowa,
Towa City, Iowa, 1971.

SuittH, R., and McWiruiams, B. J., Psycholinguistic abil-
ities of children with clefts, Cleft Palate J., 5: 238-249,
1968. e

SPRIESTERSBACH, D. C., Psychosocial Aspects of the "Cleft
Palate Problem", Vol. 1 and 2. Towa City, Iowa: University
of Iowa Press, 1973. .

Tisza, V., SitveErtonr, B., RosenBuunm, O., and Hanuton,
H., Psychiatric observations of children with cleft pal-
ates, Am. J. Orthopsych., 28: 416-423, 1958.


