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Introduction

Previous studies on the prevalence of facial clefts are 
usually reported as affected births per 1000 live births. Data 
collection is usually retrospective and depends on 
information obtained from registries. Stillbirths, children 
dying at home, and terminations may be missed (Knox and 
Braithwaite, 1963), although more recent studies have 
included these (Hashmi et al., 2005). Earlier studies relied 
on the accuracy of post-natal reporting (McMahon and 
McKeown, 1953; Owens et al., 1985; Womersley and 
Stone, 1987; Coupland and Coupland, 1988; Jensen et al., 
1988; Gregg et al., 1994). This is the first study in the UK 
taking the above issues into consideration.

Since the introduction of antenatal ultrasound screening 
(AUS) more accurate reporting of the incidence of foetal 
abnormalities is possible although detection rates vary 
considerably (Levi et al., 1991). There have been reports 
of high levels of terminations of pregnancies for isolated 
facial clefts in some countries (Bronshtein et al., 1994). 
This has led to renewed interest in the counselling pathway 
and the information supplied to parents. This study will 
help shed light on the reliability of AUS in the diagnosis of 
facial clefting. This is of particular interest when 
counselling parents with previous familiar facial clefting.

Incidence of facial clefts in Cambridge, United Kingdom

Dirk Bister*, Patricia Set**, Charlotte Cash**, Nicholas Coleman*** and 
Thomas Fanshawe****
*Department of Orthodontics, King’s College London Dental Institute, **Departments of Radiology, ***Pathology, 
Addenbrooke’s Hospital, Cambridge and ****School of Health and Medicine, Lancaster University, UK

Correspondence to: Dirk Bister, Department of Orthodontics, King’s College London Dental Institute, 22nd Floor, 
Tower Wing, Great Maze Pond, London SE1 9RT, UK. E-mail: d.bister@doctors.org.uk

SUMMARY  The aim of this study was to determine the incidence of facial clefting in Cambridge, UK, using 
multiple resources of ascertainment and to relate the findings to antenatal ultrasound screening (AUS) 
detection rates.

AUS records from an obstetric ultrasound department, post-natal records from the regional craniofacial 
unit, and autopsy reports of foetuses over 16 weeks’ gestational age from a regional pathology department 
from 1993 to 1997 were retrospectively reviewed. Cross-referencing between the three data sets identified 
all cases of facial clefts.

Of 23 577 live and stillbirths, 30 had facial clefts. AUS detected 17 of these. Sixteen of the 30 had 
isolated facial clefts. Others had associated anomalies, chromosomal defects, or syndromes. Percentages 
and confidence intervals were calculated from the above data. Twenty-one resulted in live births, seven 
terminations, and two foetal deaths. Overall, detection rate by AUS was 65 per cent [67 per cent isolated 
cleft lip, 93 per cent cleft lip and palate (CLP), and 22 per cent isolated cleft palate], with no false positives. 
The incidence of facial clefts was 0.127 per cent (95 per cent confidence interval 0.089–0.182 per cent); the 
incidence for isolated CLP was lower than previously reported: 0.067 per cent (0.042–0.110 per cent). With 
one exception, all terminations were in foetuses with multiple anomalies.

The figures presented will enable joint CLP clinics to give parents information of termination rates. The 
study allows pre-pregnancy counselling of families previously affected by clefting about the reliability of 
AUS detection rates.

The purpose of this study was to determine the incidence 
of facial clefting in the Cambridge (UK) area and to 
ascertain the accuracy of AUS detection. The outcome of 
foetuses with facial clefts is reported and the question as to 
whether early detection leads to increased termination rates 
in isolated clefts is addressed.

Materials and methods

In Britain, all pregnant women are offered a detailed AUS 
examination at 18–20 weeks gestation. Addenbrooke’s 
Hospital, Cambridge, supervises approximately 5000 
deliveries per annum; women attending for routine 
antenatal care are offered two AUS examinations at 8–12 
and 18–20 weeks of gestation. The hospital is the only 
provider of AUS services for the local population. Trained 
sonographers perform all AUS examinations with 
recourse to consultant staff whenever there is a potential 
problem. All examinations are completed before 24 weeks 
gestation.

This set-up allowed accurate cross-referencing of the 
three databases to exactly determine the case numbers of 
orofacial clefts arising from the unselected screened 
population of Cambridge.
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The Craniofacial Unit and the Perinatal Pathology 
Department are regional centres accepting referrals from 
the whole region, in addition to the local population of 
Cambridge. All foetal and antenatal deaths are investigated 
at the Perinatal Pathology Department. All clefts are 
referred to the tertiary craniofacial unit. This set-up 
permitted accurate identification of all cases of facial clefts. 
However, due to the nature of a retrospective study, it was 
not possible to fully investigate population-specific factors 
that may influence incidence, such as drug history, social 
classification, and racial type.

The AUS records from the obstetric ultrasound (US) 
department, post-natal records from the regional craniofacial 
unit, and autopsy reports of foetuses over 16 weeks’ 
gestational age from the regional pathology department over 
a 5 year period (1993–1997) were retrospectively reviewed. 
Cross-referencing of the three data sets identified 30 cases of 
facial clefts from the Cambridge area. Mathematical analysis 
of the data was by descriptive analysis and the confidence 
intervals were calculated (Altman, 1991).

Results

The results of the study are summarized in Table 1. Of 
23 577 live and stillbirths and abortuses, 30 had facial 
clefts. The antenatal diagnoses, outcomes of pregnancy, 
and eventual diagnosis for these 30 cases are detailed in 
Table 1. The incidence of all facial clefts was 0.127 per cent 
[95 per cent confidence interval (CI) 0.089–0.182 per cent] 
or one in 786 (one in 551 to one in 1122) live, stillbirths, 
and terminations.

There were 22 765 live births, and 21 had facial clefts. 
The incidence for live births was 0.092 per cent (0.060–
0.141 per cent) or one in 1084 (one in 709 to one in 1657). 
An overview of the outcome is shown in Table 2.

Four cases were excluded from analysis of AUS detection 
rates for the following reasons:
 

	1.	 One baby had a small cleft of the soft palate and 
Beckwith–Wiedemann syndrome. This lesion was not 
detected ante- or post-natally until the child was 3 years 
old. As it is unlikely that this anomaly could have been 
detected antenatally, it was not included in the analysis 
for detection rates.

	2.	 The mother of a baby born with a unilateral cleft lip and 
palate (CLP) presented late and the AUS was not 
performed until 29 weeks gestation. Limb and cardiac 
anomalies were seen but the face was difficult to examine 
because of foetal position. This case was excluded  
from analysis because the patient was examined beyond 
24 weeks gestation.

	3.	 Two miscarriages diagnosed at the detailed AUS 
examination were excluded because it is not standard 
practise to perform detailed AUS, where there is foetal 
demise.

 

AUS detected 17 of all cases. Sixteen of the 30 had 
isolated facial clefts. Others had associated anomalies, 
chromosomal defects, or syndromes. Twenty-one resulted 
in live births, seven terminations, and two foetal deaths.  
For the purpose of antenatal detection rates, four cases  
were excluded from analysis. Seventeen of the remaining 
26 cases were detected by AUS (65 per cent), comprising 
2/3 (67 per cent) of isolated cleft lip, 13/14 (93 per cent) of 
CLP, and 2/9 (22 per cent) with cleft palate. For five patients, 
the US diagnosis of the type of facial clefting was not 
completely accurate and the correct diagnosis was 
established post-mortem. All five cases showed severe 
anomalies which lead to termination of pregnancy and a 
facial deformity was suspected. There were no false-
positive diagnoses.

Discussion

The absence of an understanding of the aetiology of 
orofacial clefts makes epidemiological investigation and 
monitoring important for research and public health reasons. 
Sayetta et al. (1989) reported the major methodological 
problems encountered in descriptive epidemiology of facial 
clefts and recommended use of multiple sources of 
ascertainment from population-based samples for incidence 
statistics. In preparing incidence data to support genetic or 
aetiologic studies, they suggested that all abortuses and 
stillbirths should be included.

This set-up in the present study permitted thorough and 
accurate interrogation and cross-referencing of three 
databases to extract cases of orofacial clefts arising from the 
unselected screened population of Cambridge.

From the cohort of 23 577 live and stillbirths and 
abortuses, the overall incidence of facial cleft was 0.127 per 
cent, which decreased to 0.092 per cent, when only live 
births were considered (prevalence). The incidence of clefts 
in this study is somewhat lower although still comparable 
with previously reported series (McMahon and McKeown, 
1953; Czeizel and Tusnadi, 1971; Shaw et al., 1991; Gregg 
et al., 1994; Cooper et al., 2000; Rajabian and Sherkat, 
2000; Mossey and Castillia, 2003; Harville et al., 2005; 
Hashmi et al., 2005; National Institute of Dental and 
Craniofacial Research, 2010). However, compared with 
other studies (Knox and Braithwaite, 1963; Owens et al., 
1985; Womersley and Stone, 1987; Coupland and Coupland, 
1988; Jensen et al., 1988; Antoszewski and Kruk-Jeromin, 
1998; Christensen, 1999), the incidence rate is low. This 
may be explained by the small sample size and limited 
duration of the study or the difference may be due entirely 
to factors specific to the population screened. The general 
population of Cambridge consists mainly of middleclass 
white Caucasians, so racial differences (Vanderas, 1987; 
Mossey and Castillia, 2003) are unlikely to be the reason 
for the low incidence. The heightened awareness of neural 
tube defects by general medical practitioners and/or the 
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population itself may have contributed to increase in dietary 
supplements of folic acid/vitamins by expectant mothers. A 
generally healthy lifestyle of a well-educated population 
with low rates for smoking and maternal alcohol use may 
also have been a contributing factor for the low incidence of 
facial clefting. These arguments, however, are only 
speculative and, due to the retrospective design of this study 
cannot be verified. The lower rate of cleft prevalence at 
birth could also be explained by the method of data 
collection, which cross-referenced three databases, thus 
avoiding potential double registration. It is of interest that 
the incidence for clefts decreased to 0.092 per cent, when 
only live births were considered. This supports the assertion 

Table 1  Comparison of diagnosis at the 18–20 week antenatal anomaly ultrasound (US) with outcome of pregnancy and f﻿inal clinical 
and pathological diagnosis

Reported integrity of the lips and alveolus  
at the 18–20 week antenatal anomaly US

Outcome of pregnancy Final clinical and pathological diagnosis

1 Normal Live birth Incomplete cleft soft palate in twin 2 of a multiple pregnancy
2 Normal Live birth Unilateral cleft lip
3 Normal Live birth Unilateral complete cleft lip and palate (CLP)
4 Normal Live birth Cleft palate
5 Normal Live birth Cleft palate, Pierre-Robin syndrome
6 Normal Live birth Cleft palate (mainly soft)
7 Normal Live birth Cleft soft palate
8 Unilateral cleft lip and alveolus Live birth Unilateral CLP
9 Unilateral cleft lip and alveolus Live birth Unilateral CLP, Turner’s syndrome
10 Unilateral cleft lip and alveolus Live birth Unilateral CLP
11 Unilateral cleft lip and alveolus Live birth Unilateral CLP
12 Unilateral cleft lip and alveolus Live birth Unilateral CLP
13 Unilateral cleft lip Live birth Unilateral cleft lip
14 Incomplete unilateral cleft lip Live birth Incomplete unilateral cleft lip
15 Bilateral cleft lip and alveolus Live birth Bilateral CLP plus double aortic arch
16 Bilateral cleft lip and alveolus Live birth Bilateral CLP
17 Unilateral cleft alveolus Live birth Unilateral CLP, Opitz G/BBB syndrome
18 Left cleft lip and alveolus lip Live birth Left CLP and incomplete right cleft
19 Unilateral cleft alveolus Live birth Unilateral incomplete cleft lip and cleft submucous soft palate
20 Normal face Termination Cleft palate acrocephalosyndactyly, probable Aperts syndrome,  

but multiple other anomalies
21 Abnormal facial profile Termination Cleft palate. Renal hypoplasia, coarctation aorta. Normal karyotype  

46, XX, and multiple anomalies
22 Midline defect Termination Cleft palate. Multiple dysmorphic features consistent with 4p-

syndrome and multiple other anomalies
23 Normal face Termination Cleft palate. Complete situs inversus, hydrocephalus, small  

ventricular septal defect (VSD) normal karyotype 46, XY but other 
multiple anomalies

24 Bilateral cleft lip and alveolus Termination Bilateral CLP. Transposition of great vessels associated with  
pulmonary artery hypoplasia. VSD and multiple anomalies.  
Normal karyotype 46, XX

25 Bilateral cleft lip and alveolus Termination Bilateral CLP plus severe anomalies, Roberts syndrome and  
multiple anomalies

26 Bilateral cleft lip and alveolus Termination Bilateral CLP
27* US diagnosis of foetal death, not  

screened for further abnormalities
Intrauterine death Unilateral cleft lip

28* US diagnosis of foetal death, not  
screened for further abnormalities

Intrauterine death CLP, omphalocele, and abnormal facies

29* Multiple limb and cardiac  
abnormalities, not screened for  
facial clefts, presented at 29 weeks

Live birth CLP, cardiac and limb abnormalities

30* Normal Live birth Bifid uvula, diagnosed at 3 years of age

*Not included in accuracy of US diagnosis.

Table 2  Outcome of facial clefts out of all pregnancies (live, 
stillbirth, and abortuses)

% N (L) P D (%)

Isolated cleft lip  
  with other abnormalities

10 3 (3) 0.0127 67
3 1 (0) 0.0042

Isolated cleft lip and palate  
  with other abnormalities

30 9 (7) 0.0381 93
23 7 (4) 0.0296

Isolated cleft palate  
  with other abnormalities

17 5 (5) 0.0212 22
17 5 (1) 0.0212

N, all; L, live born; P, prevalence; D, detected by antenatal ultrasound, 
figure includes other anomalies.
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that failure to account for foetal wastage and under-
ascertainment may have biased prevalence statistics 
(Sayetta et al., 1989). In the present cohort, there were 
major and minor abnormalities associated with 43 per cent 
of all clefts, which is comparable with statistics in the 
literature (Wyszynski et al., 1996). A number of pregnancies 
affected by additional defects were stillborn or terminated, 
which reduced the number of patient affected by facial 
clefting at birth (prevalence). Due to the small sample size, 
it was not possible to investigate seasonal variability  
of prevalence of facial clefting, which has been associated 
with use of pesticides and fungicides (Amidei et al., 1994; 
Garry et al., 2002; Krost and Schubert, 2006).

Studies by Bronshtein et al. (1996, 1994) reported high 
early AUS detection rates for facial clefts of which many 
resulted in termination of pregnancies. The current data does 
not support this as the experience in Europe is still that many 
isolated clefts detected pre-natally result in live births (Boyd 
et al., 1998; Blumenfeld et al., 1999; Jones, 1999). In the 
event, only one isolated CLP resulted in termination of 
pregnancy. It must be emphasized that prenatal US diagnosis 
of all facial clefts, however, remains low, at best 65 per cent. 
The reported high detection rate refers to the diagnosis of CLP 
rather than other types of orofacial clefts, the reason is that the 
sonologist or sonographer relies on identifying a defect in the 
maxillary alveolus, which alerts the operator to the presence of 
a cleft lip. Investigation of the maxillary alveolus is easily 
attainable unlike interrogation of the soft palate or the lip alone.

In the present climate of evidence-based medicine, it is 
important that professionals have data from pre- and post-
natal studies from unselected populations to give parents 
to-be precise information about the incidence of facial 
clefting once these are detected antenatally. This study 
comes as close as possible to the true occurrence of oral 
clefts in 18–20 week old unborn foetuses and furthermore 
reports the accuracy of antenatal US of specific cleft types, 
i.e. there were no false positives in the cohort. It is important 
to have this data for counselling and it may help in the 
planning of service provision.

Conclusions

	1.	 In this study, 43 per cent of foetuses affected by facial 
clefting had other anomalies, which nearly always led to 
termination of the pregnancy.

	2.	 Facial clefting without other abnormalities led to 
termination of pregnancy in only one case.

	3.	 Detection rate by AUS was highest for CLP (93 per 
cent), followed by cleft lip (67 per cent). An isolated 
cleft palate was the least likely to be detected by AUS. 
First detection of facial clefts at birth is hence most 
likely for isolated cleft palate patients. Diagnosis by 
AUS will form the majority new diagnoses for facial 
clefting. Once detected parents should ideally be 
counselled in antenatal joint clinics.

	4.	 The prevalence of facial clefting at birth was low in the 
investigated sample. This information, if confirmed by 
future research, may be useful for planning of service 
provision. 

Acknowledgements

We thank Sylvia Bishop (superintendent sonographer in the 
‘Rosie Ultrasound Department’) as well as all her staff. We 
would also like to thank Mr. G. Hackett (consultant 
obstetrician) and Mr. P. Hall (consultant plastic surgeon); 
some of the patients of this study were under their care.

References
Altman D G 1991 Practical statistics for medical research. Chapman & 

Hall/CRC, Boca Raton. p. 230
Amidei R L, Hamman R F, Kassebaum D K, Marshall J A 1994 Birth 

prevalence of cleft lip and palate in Colorado by sex distribution, 
seasonality, race/ethnicity, and geographic variation. Special Care 
Dentistry 14: 233–240

Antoszewski B, Kruk-Jeromin J 1998 Analysis of the prevalence of cleft 
lip and palate in Lódz during the period between 1981 and 1995. 
Medical Science Monitor 4: 513–517

Blumenfeld Z, Blumenfeld I, Bronshtein M 1999 The early prenatal 
diagnosis of cleft lip and the decision-making progress. Cleft Palate-
Craniofacial Journal 36: 105–107

Boyd P A, Chamberlain P, Hicks N R 1998 6-year experience of prenatal 
diagnosis in an unselected population in Oxford, U.K. The Lancet 352: 
1577–1581

Bronshtein M, Blumenfeld I, Kohn J, Blumenfeld Z 1994 Detection of 
cleft lip by early second trimester transvaginal sonography. Obstetrics 
and Gynecology 84: 73–76

Bronshtein M, Blumenfeld I, Blumenfeld Z 1996 Early prenatal 
diagnosis of cleft lip and its potential impact on the number of babies 
with cleft lip. British Journal of Oral and Maxillofacial Surgery 34: 
486–487

Christensen K 1999 The 20th century Danish facial cleft population-
epidemiological and genetic-epidemiological studies. Cleft Palate-
Craniofacial Journal 36: 96–104

Cooper M E, Stone R A, Liu Y, Hu D N, Melnick M, Marazita M L 2000 
Descriptive epidemiology of nonsyndromic cleft lip with or without 
cleft palate in Shanghai, China from 1980–1989. Cleft Palate-
Craniofacial Journal 37: 274–280

Coupland M A, Coupland A I 1988 Seasonality, incidence, and sex 
distribution of cleft lip and palate births in the Trent region. Cleft Palate 
Journal 25: 33–37

Czeizel E, Tusnadi G 1971 An epidemiologic study of cleft lip with or 
without cleft palate and posterior cleft palate in Hungary. Human 
Hereditary 21: 17–38

Garry V F, Harkins M E, Erickson L L, Long-Simpson L K, Holland S E, 
Burroughs B L 2002 Birth defects, season of conception, and sex of 
children born to pesticide applicators living in the Red River Valley of 
Minnesota, USA. Environmental Health Perspectives 110: 441–449

Gregg T, Boyd D, Richardson A 1994 The incidence of cleft lip and palate 
in Northern Ireland from 1980–1990. British Journal of Orthodontics 
21: 387–392

Harville E W, Wilcox A J, Lie R T, Vindenes H, Åbyholm F 2005 Cleft lip 
and palate versus cleft lip only: are they distinct defects? American 
Journal of Epidemiology 162: 448–453

Hashmi S S, Waller D K, Langlois P, Canfield M, Hecht J T 2005 
Prevalence of non-syndromic oral cleft in Texas 1995–1999. American 
Journal of Medical Genetics Part A 134: 368–372

 at H
IN

A
R

I N
epal A

dm
inistrative A

ccount on A
pril 1, 2012

http://ejo.oxfordjournals.org/
D

ow
nloaded from

 

http://ejo.oxfordjournals.org/


D. BISTER ET AL.376

Jensen B L, Kreiborg S, Dahl E, Fogh-Anderson P 1988 Cleft lip and 
palate in Denmark, 1976–1981. Epidemiology, variability, and early 
somatic development. Cleft Palate Journal 25: 258–269

Jones M C 1999 Prenatal diagnosis of cleft lip and palate: experiences in 
southern California. Cleft Palate-Craniofacial Journal 36: 107–109

Knox G, Braithwaite F 1963 Cleft lips and palates in Northumberland and 
Durham. Archives of Disease in Childhood 38: 66–70

Krost B, Schubert J 2006 Influence of season on prevalence of cleft lip and 
palate. International Journal of Oral and Maxillofacial Surgery 35: 215–
218

Levi S, Hyjazi Y, Schaapst J P, Defoort P, Coulon R, Buekens P 1991 
Sensitivity and specificity of routine antenatal screening for congenital 
anomalies by ultrasound: the Belgian multicentric study. Ultrasound 
Obstetric Gynecology 1: 102–110

McMahon B, McKeown T 1953 The incidence of harelip and cleft palate 
related to birth rank and maternal age. American Journal of Human 
Genetics 5: 176–183

Mossey P, Castillia E 2003 Global registry and database on craniofacial 
anomalies. World Health Organization, Geneva. Annex. pp. 85–89 

National Institute of Dental and Craniofacial Research. 2010 Prevalence 
(Number of Cases) of Cleft Lip and Cleft Palate. (http://www.nidcr. 
nih.gov/DataStatistics/FindDataByTopic/CraniofacialBirthDefects/ 
PrevalenceCleft+LipCleftPalate.htm) (8 June 2010, date last accessed)

Owens J R, Jones J W, Harris F 1985 Epidemiology of facial clefting. 
Archives of Disease in Childhood 60: 521–524

Rajabian M H, Sherkat M 2000 An epidemiologic study of oral clefts in Iran: 
analysis of 1669 cases. Cleft Palate-Craniofacial Journal 37: 191–196

Sayetta R B, Weinrich M C, Coston G N 1989 Incidence and prevalence of 
cleft lip and palate: what we think we know. Cleft Plate Journal 26: 242–248

Shaw G M, Croen L A, Curry C J 1991 Isolated oral cleft malformations: 
associations with maternal and infant characteristics in a California 
population. Teratology 43: 225–228

Vanderas A P 1987 Incidence of cleft lip, cleft palate and cleft lip and 
palate among races: a review. Cleft Palate Journal 24: 216–225

Womersley J, Stone D H 1987 Epidemiology of facial clefts. Archives of 
Disease in Childhood 62: 717–720

Wyszynski D F, Beaty T H, Maestri N E 1996 Genetics of nonsyndromic 
oral clefts revisited. Cleft Palate-Craniofacial Journal 33: 406–417

 at H
IN

A
R

I N
epal A

dm
inistrative A

ccount on A
pril 1, 2012

http://ejo.oxfordjournals.org/
D

ow
nloaded from

 

http://ejo.oxfordjournals.org/

