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Abstract
Objectives Clefts of lip (CL), palate (CP), or both (CLP)
are the most common orofacial congenital malfor-
mations found among live births, accounting for a large
number of head and neck anomalies. To date, little is
known regarding the epidemiology and pattern of
orofacial clefts in Nepal. The objectives were to know the
frequency and pattern of orofacial clefts in Eastern Nepal
and compare with different parts of the world.

Methods A retrospective study was conducted at B P
Koirala Institute of Health Sciences to identify all children
with orofacial clefts who were treated during a period of
five years. Cleft lip and/or palate records were obtained
from patient files in the Hospital’s Medical Record
Department. Age at presentation, sex, region of origin,
type and laterality of the cleft were recorded.

Results A total of 398 orofacial cleft cases were seen
during the period. Isolated cleft lip (CL) was the most
common cleft type followed closely by cleft palate (CP).

Conclusions The distribution of clefts by side showed a
significant preponderance of the left side followed by the
right and bilateral sides.
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Introduction
Cleft lip and palate is one of the most common

congenital malformations. Cleft lip/palate have a wide
geographic distribution with average live birth prevalence
in the world ranging from 1/700 to 1/1000 births with
substantial variability related to geographic origin,
ethnicity, and socioeconomic conditions [1]. About 70%
of orofacial cleft cases are nonsyndromic, i.e. with affected
individuals showing no other physical or developmental
anomalies [2]. The frequency and distribution of orofacial
clefts also varies widely among different populations.
Although the epidemiology of cleft lip and palate has been
studied extensively in different parts of the world, there is
little information on the epidemiology of cleft deformities
in Nepalese populations. The main objective of this study
was to establish the frequency, laterality, sex and
geographical distribution of orofacial clefts among patients
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attending B P Koirala Institute of Health Sciences
(BPKIHS) in Dharan, Nepal.

Methods
A retrospective study was conducted at BPKIHS

located in eastern part of Nepal in Dharan, from June 2005
to December 2010. BP Koirala Institute of Health Sciences
is the only tertiary referral hospital in the eastern part of
the country, serving a population of approximately more
than 5 million people from over three zones (Koshi, Mechi,
Sagarmatha) which comprises sixteen districts. Most
patients with orofacial clefts in the surrounding regions
are referred to this hospital as it is the only centre that
offers surgical expertise to repair orofacial clefts on the
eastern part of Nepal. Cleft lip and/or palate records were
obtained from patient files in the Hospital’s Medical
Records Department. Age at presentation, sex, type and
laterality of the cleft were recorded. Orofacial cleft cases
that lacked some/any of the above information (e.g. type
of cleft, laterality) were excluded. Cleft type was classified
as 1. CL: cleft lip and alveolus (right, left, bilateral), 2. CLP:
cleft lip and palate (right, left, bilateral), 3. CP: cleft palate
(right, left, bilateral). SPSS version 15 was used to process
the data and statistical analyses. Chi square test was used
to test the association between variables.

Results
A total of 418 cases with orofacial cleft were seen

between July 2005 and December 2010. Twenty cases with
orofacial clefts had incomplete patient files, and thus were
not included in the study. In 12 cases laterality could not
be determined. The majority of cases came from Koshi
zone followed by the Sagarmatha zone. The most common
cleft type was isolated cleft lip (CL) constituting 49.74%
of all cleft deformities. Clefts of both lip and palate (CLP)
and isolated cleft palate (CP) constituted 27.63% and
22.61% of cleft deformities respectively. Overall, females
were slightly more affected than males among all clefts
with a frequency of 56% and 47% respectively. However,
the association between cleft type and sex was not
statistically significant. The distribution of clefts by side
showed a preponderance of the left side (48.96%), followed
by right side (23.57%) and bilateral cases (20.46%). Midline
clefts accounted for only 6.99% of all cleft cases (Table 1).
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Discussion
In the present study isolated cleft lip was the most

common cleft type, followed by clefts of both the lip
and palate. These findings are in contrast to most
studies in Caucasian and Asian populations that have
reported higher frequency of isolated cleft palate and
cleft of both palate and lip [2, 3]. Although some of this
variation is attributable to differences in study design,
analysis of comparable, small, retrospective or hospital-
based studies in low and middle income countries in
Africa, Asia and South America suggests this variation
may reflect a biological phenomenon [4, 5].  The change
in the pattern of clefts may also be due to the fact that
only the cleft lip and palate patients will come to a
hospital due to aesthetic reasons and isolated cleft
palate patients will remain in the community without
seeking treatment. The observed pattern of female
predominance in cleft lip and clefts of both lip and palate
is in contrast with data on Caucasian populations.
However, isolated cleft palate was more common in
females which are in accordance with most Caucasian
series. The association between cleft type and laterality
was statistically significant for cleft palate. The
distribution of clefts by side showed a preponderance
of the left side followed by right side and bilateral cases,

midline clefts and was in accordance to Caucasian
studies [5].
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Table 1. Distribution of orofacial clefts according to type and sex

Cleft Cases Total Cleft lip Cleft lip Cleft
and palate  palate

Total 398 198 103 97
Male 175 87 49 39
Female 223 111 54 58
p value   0.990 0.392 0.390


