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Giving birth to a child with an anomaly may provoke a crisis because

the defect itself can be contrary to the expectation of having a healthy

child or, for some women, the fears experienced during pregnancy may be

actualized by the imperfect baby. The crisis may increase tendencies

toward reduced family integration (4, 5), precipitate greater expressed

anxiety and concern, and increase expressions of guilt stimulated by feel-

ings of personal responsibility for having produced such a child (9).

Conceptions of what the baby is like, particularly before seeing it for

the first time, may lead to feelings of unacceptability or to phantasies

which far exceed reality. After the baby is seen, depending on the nature

of the anomaly, sensibilities and standards related to esthetics may be

violated. According to Macgregor (6), giving birth to a child with a

visible cleft has a decided impact on the mother because of the intolerable

appearance of the cleft lip. Presumably, it is the facial distortion that

gives rise to feelings of revulsion.

The initial impact takes place primarily within a hospital environment

immediately after the birth of the child. The impact, and the spread of its

effects, is pointed out by Spriestersbach (8) who also specifically warns

against giving parents detailed counseling on the first day after the birth

of their baby with a cleft, presumably because the message cannot pene-

trate the shock-like state. In a similar vein, Norval (7) cautions that

parents may not be able to accept explanations until their anxiety has

been reduced or dissipated to more manageable levels.

We do seem to lack empirical information about the immediate shock

levels induced by giving birth to a baby with cleft lip-palate. It is as-

sumed that the immediate consequence of such a birth is a sudden and

precipitous rise in shock-like effects. We know nothing of the peaking of

these reactions, and we know even less about dissipation characteristics.

In some studies (1, 4, 5, 7), there is the implication that the effects of the

original impact continue unabated for relatively lengthy periods of time

-months and years. These long enduring effects may cause profound
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changes in parents as well as in family functioning. Finally, there also

seems to be an unstated assumption that the effects of the impact on

parents are somehow transmitted to the child. This gives rise to such

positions as those taken by Spriestersbach (8) and Macgregor (0) that

since the adjustment of patients with clefts is, in part, a function of

parental adjustment and the attitudes they have toward the defect, the

parents' attitudes about the cleft affect the child's adjustment.

In an attempt to examine the effects of giving birth to a child with a

defect, this study compares responses of mothers giving birth to normal

babies and mothers whose babies were born with cleft lip-palate.

Procedures

T'wo separate interview schedules were constructed, one for mothers of

cleft lip and palate infants, previously described (2), and another for

mothers of normal infants. Both instruments, in similar fashion, contained

sections devoted to obtaining demographic information, feelings about the

pregnancy, assessments of marital happiness and questions about sexual

behavior, and perceived self changes induced by the birth of the child. In

addition, the questionnaire for the cleft population attempted to assess the

specific impact of giving birth to a child with a cleft based on scales

developed by Norval (7) and Clifford (2).

SuBrEcTs. Seventy-five mothers of children with clefts were inter-

viewed. The babies, 45 males and 30 females, ranging in age from .5 to

23.5 months, averaged 6.39 months of age at the time of the interview.

There were 20 infants with clefts of the lip, and eight of these also had

clefts of the alveolus. Nineteen had clefts of the palate only, and the

remaining 36 had clefts of the lip and palate. One hundred mothers of

normal children were obtained as controls. Their babies, 51 males and 49

females, ranging in age from 1 to 21 months, averaged 6.69 months of age

at the time of the interview. Mothers of the cleft babies were obtained as

their infants were treated by the cleft palate team at Duke University

Medical Center. Half of the control group came from the well baby clinic

at Duke Hospital and half from a private clinic in the community. The

two samples were compared on such factors as age of mothers and fathers,

educational level of parents, occupational and socio-economic status in-

dices. None of the differences obtained proved to be significant.

Results

Two types of results will be presented. First we will present compari-

sons between normal and cleft samples. Findings of relevance only to the

cleft palate sample will also be presented and discussed.

PrEGNANCY. When specifically asked if their pregnancies were normal,

85% of the cleft mothers and 93% of normal mothers stated their preg-

nancies were indeed normal. The responses are summarized in Table 1.

Although more mothers of cleft infants indicated abnormal pregnancies,
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TABLE 1. Recollections of pregnancy.
 

Would you consider your pregnancy normal?
 

 
yes Z total

cleft. . vl v vv e ee e.. 64 11 75
l...... 93 T 100

lll... ... 157 18 175
   

x* = 2.730, df = 1, p < 10.

 
TABLE 2. Recollection of difficulty during pregnancy.

pregnancy score
 

 
I mean 1 S.D. 1 }

cleft.. ...ll... ll... 15.72 5.87 dock

normal.............. 22.49 $ 4.78 1 8.369

 

*** p < .00L.

Note: Low score = greater recalled difficulty.

the difference between them and mothers of normal babies did not achieve

an acceptable significance level.

The women were asked to recall difficulties they experienced during

pregnancy. Based upon the number of different difficulties experienced,

items were weighted and summed and pregnancy scores were obtained.

High scores indicate little or no recalled difficulty during pregnancy.

Scores for the two groups of women are given in Table 2.

The difference between the two groups is highly significant. Women who

give birth to babies with clefts recall more difficulties during pregnancy

than do women whose babies are normal.

Maritat Sattsraction anp SExvuarm BEnavior. If the impact of giving

birth to a child is great, marital satisfaction and sexual behavior may be

adversely affected. Marital satisfaction scores based on the work of Far-

ber (4, 5) were obtained. The two samples are compared in 'Table 8.

The difference in marital satisfaction scores between the two groups is

not significant. When asked directly if their sexual adjustment had been

affected, 84% of the cleft sample and 79% of the normal sample stated

that it had not. These women were also asked about the frequency of

sexual intercourse since the birth of the child. Sixty-one percent of the

cleft sample and 60% of the normal sample indicated that no change in

frequency had taken place. Finally, these women were asked to state their

level of enjoyment in sexual intercourse before and after the birth of their

babies.
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TABLE 3. Expressed marital satisfaction.
 

sabisfackion score
 

 

 

mean :8.D. l t

cleft. .l... ... 30.33 5.12 1.799

normal...........2...... 28.88 5.40 O
 

Note: High score = greater expressed satisfaction.
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FIGURE 1. Sexual enjoyment before and after the birth of a baby.

For all women, there is an increase in the level of enjoyment after the

birth of the baby. The responses are illustrated in Figure 1.

PrercEivep Cuancers Inpvcrp By tur Birtu or a Bary. Mothers were

asked to indicate in a number of different ways how they might have

changed since their child was born. Their responses were scored in terms

of whether no change, a positive change, or a negative change had been

perceived. Table 4 presents the average number of positive changes per-

ceived as taking place as a result of having the baby.

Table 5 presents the average number of negative changes seen as taking

place as a result of having this baby.

Although all mothers see some positive changes in themselves, mothers

of normal infants perceive themselves, in comparison to mothers of chil-

dren with clefts, to have changed in a positive direction to a significantly

greater extent. At the same time, they perceive themselves as having

changed in a negative direction to a significantly lesser extent than the

women who gave birth to a baby with a cleft, The modal response for

both groups of women is for no change to take place as a function of
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TABLE 4. Changes in self as a result of having this child.
 

number of positive changes
 

 

 

mean l S.D. ‘ f

cleft.. .... 3.08 2.07 a

normal............2.... 3.98 I 2.37 i 2.622

 

** p < .OL.

TABLE 5. Changes in self as a result of having this child.
 

number of negative changes
 

 

mean S.D. t

cleft.. ll... 1.47 1.56 x

normal................. . 90 1.47 2. 257
   

* p < .05.

giving birth to a baby. When change does take place then there seems to

be a differential effect; and comparatively speaking, mothers giving birth

to normal babies tend to see themselves as being changed relatively more

positively.

REaction or MotuErs or CLBFrtT Lir aAnp Parats BaBtEs. Since initial

reactions to the birth of the baby take place within a hospital environ-

ment, these mothers were asked to recall when they were first told about

their babies and when they were first shown their infants. Because of the

interactions between cleft condition and impact (3), it was thought best to

keep symptom status constant and limit the analysis to mothers of cleft

lip and palate infants. The 36 mothers in this category were divided into

upper, middle and lower thirds according to the amount of expressed

impact on a b-item scale (2). The responses for this subsample of 36

mothers are illustrated in Figure 2.

There is a non-significant relationship (r = .19) between the time the

mother is told about her baby and the amount of expressed impact. It is

interesting to note that 62% of mothers expressing low impact and 72% of

mothers expressing medium impact indicated they were either told about

their babies immediately or within an hour or so, while only 52% of the

mothers expressing high impact were informed that soon.

There is a significant relationship (r = .38, p < .05) between the time

the mother is shown her baby for the first time and the amount of impact.

While 50% of the mothers expressing low impact and 36% of the mothers

expressing medium impact are shown their babies either immediately or
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FIGURE 2. Impact, learning about and seeing baby.

within an hour or so, seeing their babies that soon only occurs in 8% of

mothers expressing high impact.

Are there other effects stemming from the time of showing mothers their

infants? This same group of mothers was asked to recall their feelings

when they first saw their babies. Their responses were contrasted to the

time when their babies were shown to them and are illustrated in Figure 83.

Maternal feelings are also related to how soon they are shown their

babies. Unhappy feelings are associated with the length of the delay in

showing the mother her baby for the first time.

Discussion

The data clearly show that there are definite effects of giving birth to a

child with a cleft. Cleft mothers, contrasted with normal mothers, recall

more difficulty during the pregnancy. Comparatively speaking, mothers of

babies with clefts indicate less of a change for the better and more nega-

tive changes in themselves than mothers of normal babies.

What is surprising is the direction of the impact. Cleft mothers report a

high degree of marital satisfaction, and in this respect they are similar to

normal mothers. They indicate that the birth of a child with a cleft, on

the average, does not change their sexual behavior in terms of frequency

or in terms of adjustment. When changes in frequency occur, they are not

all negative. A high proportion are positive. Again they are similar to

normal mothers. Finally, their degree of sexual satisfaction and enjoy-

ment increases after the birth of a baby. This, too, is similar to the

reactions of mothers of normal babies.

In non-sexual areas, mothers of babies with clefts again indicate an
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FIGURE 3. Reactions to first seeing the baby as a function of time.

effect. On forty percent of the items, some change is indicated with post-

tive changes far outnumbering the negative ones. This, too, finds its paral-

lel in the responses of mothers of normal babies. If giving birth to a cleft

baby, or a normal baby, precipitates a crisis within the family, the resolu-

tion of this crisis in this sample of women would appear to be cohesive

rather than devisive at least so far as these measures can be interpreted.

Shock is evident when the mother first learns she has given birth to a

baby with a cleft. We lack details, however, about the intensity of the

impact at that time. The evidence indicates that the intensity of the shock

may be affected by several factors in addition to the knowledge that the

baby has a cleft. The degree of impact on a mother may be related to her

perceptions of the severity of the cleft, whether her baby has a multiple or

single cleft, and how soon she sees her baby for the first time.

Mothers have indicated that the effects of giving birth to a cleft lip-pal-

ate baby are likely to be intensified if there is a delay in showing them

their babies for the first time. Delay has a decided effect; it may increase

anxiety. The delay in showing the mother her baby may allow her, in

phantasy, to create an image of what her baby is like that may exceed the

bounds of reality. On the other hand, the present study did not explore the

reasons for delay. It is possible, of course, that anxiety in the mothers

may have influenced the decision to delay showing the babies.

If we assume that the impact of giving birth to a child with a defect

gives rise to an intensive shock-like reaction, why do these parents rate
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the effects as being relatively mild on our scales? It is possible that while

initial shock levels may be high, there may be a rapid dissipation of

effects for cleft lip and palate, partially accounted for by the anomaly

itself. In reality, cleft lip and palate is quite different from many other

birth defects, particularly the non-remedial mental deficiency or cerebral

palsy. Parents report to us that when they are told about their infants'

clefts, they are also told, almost immediately, that remedial surgery is

available. These parents seem to be reacting as if the worst is over. The

existence of remedial measures may serve to dissipate some of the anxiety.

When a mentally retarded child is born, the anxiety level of the parents

is raised because the future is uncertain. In one sense, the worst is yet to

come. With the cleft lip-palate child, on the other hand, it is as if the

worst has already happened. We are quick to reassure the parents that

surgery is available. In a more candid moment, parents might be told to

expect some difficulties in speech, or that dentition could be affected. In

contrast to other anomalies, there is little uncertainty. Parents are taken

in hand and there is a marshalling of effort-all aimed at improving the

status of the child.

What we are suggesting is that an initial, highly intense period of shock

of relatively short duration possibly takes place. An accommodation to

the child follows and the mother may soon be caught up in the efforts to

treat the child. At the same time, she may be getting considerable support

from her husband although this study did not evaluate that. As the

mother begins to cope with her baby and her own feelings, the impact may

be further decreased. In the case of infants with cleft lip there is probably

a further dissipation once the lip is closed and the infant begins to appear

more like other children.

Summary

This study compared the responses of 100 mothers of normal babies and

75 mothers of babies with clefts. Specific areas explored included reactions

to the pregnancy, marital satisfaction, sexual behavior before and after

the birth of the infant, and perceived changes in themselves induced by

the birth of the baby.

In a similar fashion, for both samples of women, evidence points to

integrative rather than disintegrative effects of the birth. Marital satisfac-

tion is high. Sexual adjustment and frequency of intercourse tends not to

be affected. Sexual satisfaction increases significantly after the birth of

the baby.

Mothers of cleft babies recalled significantly more difficulty with their

pregnancies and indicated fewer positive changes and more negative

changes in themselves as a result of giving birth to the baby than did

mothers of normal infants. It also has been shown that the recalled impact

of giving birth to a baby with a defect may be affected by the timing of

showing the baby to the mother. It is believed that the impact is rela-
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tively rapidly dissipated for this group of women because of the availabil-

ity of remedial measures, and the possible support these women may

obtain from their marriages.
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