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Abstract
Objective: To investigate and compare stress and satisfaction with motherhood of mothers of children with versus without an orofacial cleft.

Setting: Cleft palate center and a child day care in Amsterdam, The Netherlands.

Participants: Seventy six mothers with children aged 0-4 years with clefts were included. The children were treated at the academic cleft palate center in Amsterdam, 
The Netherlands. Fifty two mothers with children of similar age but with no orofacial cleft attending child day care comprised the comparator group.

Main Outcome measures: Mean satisfaction with motherhood and scores for the stress were obtained from ‘Motherhood Satisfaction’ and ‘NOSI-k’ (Nijmeegse 
Ouderlijke Stress Index short form) questionnaires. 

Results: No significant difference was observed between the two groups on subscales or the overall ‘Motherhood Satisfaction’ and ‘NOSI-k’ questionnaires . Only an 
item regarding comfort consulting family/friends about concerns differed significantly. Regression analysis showed that the ‘Competence’ for the mothers of children 
with cleft palate and ‘Behavior Child’ in the child day care group were significant predictors of the ‘Satisfaction with Motherhood’ grade. 

Conclusions: Mothers of children with clefts did not differ substantively in their satisfaction with motherhood and they experienced the same stress level as mothers 
of children without cleft palates. 
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Introduction
Raising a child with a congenital craniofacial anomaly like a 

cleft lip and/or an alveolus cleft and/or a palate cleft (orofacial cleft) 
brings many challenges [1-3]. Parents of a child with an orofacial cleft 
must quickly learn to handle the new situation after the shock and 
disappointment of hearing of their child’s birth defect [4-7]. 

The period immediately after birth is often a difficult time for 
parents of children with an orofacial cleft [8-13]. This particular period 
may bring forth many different feelings [14-16]. Questions may arise 
about what went wrong during pregnancy, the uncertainty of having a 
future child with a congenital malformation, and uncertainty about the 
future and the quality of life of their child [17,18]. All these feelings can 
potentially lead parents to experience stress [5,14,18,19]. 

The question as to whether there are higher levels of stress in 
parents with children who have a craniofacial anomaly than in parents 
of children without a craniofacial anomaly, especially mothers, is still 
controversial [20-22]. The degree of stress appears to be determined by 
how parents deal with the fact that their child has a disability rather 
than the presence of the disability itself [22,23]. 

Parental stress may be a predictor of children’s later psychosocial 
adjustment, and may have a negative effect on the development of 
the parent-child relationship [9,10,16,20,24]. Parents who experience 
significant stress in the early years of parenthood may be more likely 
to have children who later may behave in a problematic manner and 

have a lower self-concept, higher aggression levels, and more negative 
problem solving strategies [1,11,16,18,24]. Therefore, it is important to 
ensure that parents experience as little stress as possible, since it may 
increase the possibility that a child becomes more secure and balanced 
in later life. 

In a previous study in the Netherlands, the ‘Motherhood 
Satisfaction’ questionnaire was used to measure the satisfaction of 
motherhood in mothers of children with an unilateral cleft lip and a 
cleft palate (UCLP), with and without the use of an orthodontic plate 
[7]. The overall result from this study showed that an orthodontic plate 
in children with UCLP during the first year of life had no influence on 
their mothers’ satisfaction with motherhood compared with mothers 
of children without an orthodontic plate [7]. There is a lot of pressure 
on mothers of a child with a cleft because of hospital visits, feeding 
difficulties, a negative social response from the environment, and 
less interplay between the mother and child [12,25]. Do mothers of 
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children with an orofacial cleft differ in satisfaction with motherhood 
from mothers of a child without an orofacial cleft?

The aim of this study was to investigate the stress level and 
satisfaction with motherhood of mothers of a child with an orofacial 
cleft versus those with a child without an orofacial cleft. Possible 
differences between these two groups of mothers were explored.

Methods
Participants

The first group of mothers had children who were treated by the 
cleft team at the Academic Centre of Dentistry Amsterdam. This team 
consisted of staff from the departments of plastic surgery; medical 
social work; orthodontics; ear, nose, and throat (ENT); speech therapy; 
pediatrics; clinical genetics; oral surgery; pediatric dentistry; and 
maxillofacial prosthetics. The patient inclusion criteria were: a child 
with a cleft lip and/or an alveolus cleft and/or a palate cleft, with no 
other congenital malformations besides the orofacial cleft, and aged 0-4 
years. This group of mothers will be referred to as the patient group.

The second group of mothers had children who were brought to 
a paid child day care during the day. The child day care was located 
in the same neighborhood as the Academic Centre of Dentistry 
Amsterdam (a distance of a proximally 3 yards). The patient inclusion 
criteria for the child day care group were children with no cleft lip and/
or an alveolus cleft and/or a palate cleft, aged 0-4 years, and with no 
congenital malformations. This group of mothers will be referred to as 
the child day care group.

The patient group comprised 76 mothers with children (45 boys, 
31 girls) who had an orofacial cleft. The mean age of the children was 
34.6 months (standard deviation [SD] ±15.71). The mean age of the 
mothers was 33.8 years (SD ±4.5). On average, they had 1.92 children 
(SD ±1.0) each. Twenty six children had an isolated cleft palate; 30 
had a combination of a cleft lip, an alveolus cleft, and a cleft palate; 
7 children had a combination of a cleft lip and a cleft in the alveolus 
process; and 13 children had an isolated cleft lip.

The child day care group included 52 mothers of children (16 boys, 
36 girls) without an orofacial cleft. The mean age of the children was 
25.7 months (SD ±13.8). The mothers had a mean age of 34.8 years (SD 
±4.6), and on average had 1.54 children (SD ±0.75) each.

Procedure

For the patient group, 131 questionnaires were sent to the home 
addresses. The addresses were obtained from the patient records 
of the cleft team at the Academic Centre of Dentistry Amsterdam. 
The subjects were asked to return the completed questionnaire 
anonymously in the enclosed return envelope. The questionnaires were 
sent three times to the mothers in order to increase the response rate. 
In total, 81 questionnaires were returned, giving a response rate of 61.8 
percent. Three envelopes were returned unopened because the relevant 
parent had moved or was unknown at that address. Two returned 
questionnaires were unusable because one was completed by the father 
and one questionnaire was left blank.

For the child day care group, 250 questionnaires were distributed 
at the child day care. The nursery staff handed out the questionnaires to 
the parents, with a enclosed return envelop. The mothers of the children 
who received the questionnaire were asked in a letter to participate in 
the study and to complete the questionnaire. They were assured of their 
anonymity. Out of 250 questionnaires, 52 were returned for a response 

rate of 20.8 percent.

Questionnaires

The questionnaire contained 47 questions and is composed of two 
parts. The first part of the questionnaire consisted of 18 items and was 
based on the ‘Motherhood Satisfaction’ questionnaire [7]. The questions 
were derived from experiences gathered from a longitudinal study on 
mother-child attachments in children with an orofacial cleft [7,26,27]. 
The Motherhood Satisfaction questionnaire was originally divided into 
4 domains and contained 42 questions. Two of the four domains of 
the Motherhood Satisfaction Questionnaire were not included in this 
study because the questions on these two domains do not relate to 
children aged 0-4 years. The first included domain contains questions 
concerning feelings of the mother towards the behavior of the baby (10 
items); for example ‘I am happy with the way my child sleeps’ and ‘I 
am happy with the way my child eats and drinks’. The second included 
domain concerned questions about the support from the woman’s 
partner, relatives, acquaintances, and friends (8 items); for example, 
‘I am pleased with the contribution my partner makes to the care of 
my child’.

The second part of the questionnaire was based on the ‘NOSI-k’ 
and consisted of 25 items. The ‘NOSI-k’ is an abridged and Dutch-
edited version of the American Parenting Stress Index [28-30]. The 
‘NOSI-k’ in the present study contained five subscales (Fastidiousness, 
Behavior child, Competence, Fatigue and Difficulties child). Examples 
of the questions are ‘My child does things that make me feel pretty 
unhappy’, ‘It is not always easy to accept my child the way he/she is’, ‘I 
often feel that I can’t handle the things I do’, ‘Since I have had children, 
I am tired more quickly than before’, ‘My child often requires more 
attention from me than I can give’.

In order to get more detailed insight into the situations of the 
mothers in the patient group, four exploratory questions are added to 
the questionnaire for the patient group. These questions were used to 
collect specific information on the perception of the malformation and 
the cleft team; for example; ‘I feel supported by information and advice 
I got from the cleft team about the care and development of my child’. 
No comparison with these questions could be made with the child day 
care group.

All items on the questionnaire were answered on a 6-point scale, 
with the anchor points 1 (totally disagree) to 6 (totally agree). Negatively 
formulated items on the ‘NOSI-k’ questionnaire were rescored so that 
a higher mean score reflects an increased satisfaction with motherhood 
and a lower perception of stress with motherhood (positive therefore 
scored with + in Table 1). 

The mothers were also asked to grade their satisfaction with 
motherhood with a number from 1 to 10, where 1 corresponds for ‘not 
at all satisfied’ and 10 corresponds to ‘completely satisfied’.

Statistical analysis

Using SPSS 23.0 for Windows, the data provided by the patient 
and child day care groups were analyzed. Differences between the two 
groups regarding age, sex, and number of siblings were analyzed.

The internal consistency of the subscales was examined using 
Cronbach’s alpha. The full questionnaire ‘Motherhood Satisfaction 
and NOSI-k’ had a high reliability (Cronbach’s α = 0.94). The reliability 
of the two ‘Motherhood Satisfaction’ subscales (Cronbach’s α ‘Doings 
child’ = 0.71, Cronbach’s α ‘Support of surrounding area’= 0.75) were 
satisfactory. The internal consistency of the five ‘NOSI-k’ subscales 



Bos A (2017) Mothers of children with an orofacial cleft: Satisfaction with motherhood and experience of stress

Dent Oral Craniofac Res, 2017        doi: 10.15761/DOCR.1000239  Volume 4(2): 3-7

(Fastidiousness, Behavior child, Competence, Fatigue and Difficulties 
child) were satisfactory (Cronbach’s α =0.90, 0.84, 0.84, 0.66 and 0.64, 
respectively). 

Differences between the two groups were examined with t-tests. 
Mean scores on item, subscale, and total questionnaire levels were 
computed and compared between the patient and child day care group 
using independent sample t-tests. Subscale scores were determined 
by summing up the responses on all items of each subscale, and the 
overall score was calculated by summing up the subscale scores 
(Table 1). For every individual t-test, the critical significance level 
was adjusted to 0.01. 

Pearson correlation was computed for the patient and child day 
care group between subscales from the ‘NOSI-k’, subscales from the 
‘Motherhood Satisfaction’ questionnaire, and the ‘Satisfaction with 
Motherhood’ grade (Tables 2 and 3). 

Stepwise regression analyses were done for the patient and child 
day care groups with the five subscales of the ‘NOSI-k’ and the two 
subscales of the ‘Motherhood Satisfaction’ questionnaires as predictors, 
and the ‘Satisfaction with Motherhood’ grade as dependent variable 
(Table 4). Finally, descriptive statistics of the explorative items in the 
patient group were computed (Table 5).

Results
There were no differences in the age of the mothers in the two 

groups; however, their children differed in age (t =3.28, p < 0.001). 
Children in the child day care group were younger than those in the 
patient group. Also, a difference was found between both groups with 
regard to the sex of the child (χ² = 9.48, p<0.05) as there were more 
mothers of boys included in the patient group. Finally, the number 
of siblings differed between groups (t = 2.31, p < 0.05). In the patient 
group, more children had siblings than in the child day care group.

Both groups scored high on both questionnaires, meaning that 
mothers of a child with an orofacial cleft were equally satisfied and 
experienced equivalent stress levels related to motherhood as those in 
the child day care group. 

The mean item scores, SD, and t-values are presented in Table 1. 
For 13 items, mothers of a child with a cleft scored more positively than 
mothers in the child day care group. This indicates that they experience 
less stress on these specific items than the child day care group; 
however, this difference did not reach significance in any of the cases. 
Subjects in the child day care group scored higher (more satisfied and 
experienced less stress) on 39 items, only one of which was significant 
(p<0.01); ‘If I have problems with my child or if I am concerned about 
the future, I can talk it through with family or friends’.

Tables 2 and 3 show the results of the correlation analyses between 
the ‘Motherhood Satisfaction’ subscales, the ‘NOSI-k’ subscales, and 
the ‘Satisfaction with Motherhood’ grade in the patient group and 
the child day care group. When comparing both tables, it could be 
concluded that there was a reverse correlation between perceived stress 
and satisfaction with motherhood in mothers in both the patient and 
child day care group. The results in Tables 2 and 3 show that stress and 
satisfaction with motherhood were indeed related. 

The stepwise regression analysis (Table 4) for the patient group 
showed only one significant predictor, the ‘NOSI-k’ subscale 
‘Competence’. This predictor explained 27% of the variance in the 
‘Satisfaction with Motherhood’ grade in the patient group. The 
stepwise regression analysis for the child day care group also showed 
one significant predictor, the ‘NOSI-k’ subscale ‘Behavior Child’. 

This predictor explained 20% of the variance in the ‘Satisfaction with 
Motherhood’ grade in the child day care group.

The four exploratory questions relating to the cleft and only asked 
to the group of mothers of a child with a cleft are shown in Table 5. 
Mothers of a child with an orofacial cleft scored relatively low on 
two questions; these were the amount of contact with other parents 
with a child with a cleft and the feelings of joy during the first weeks 
after birth.

Discussion
Parents of a child with an orofacial cleft clearly have challenges to 

endure. However, there was no evidence that these mothers were not 
equally satisfied with motherhood or that they experienced a different 
amount of stress than mothers of children without a cleft. No difference 
was seen at the subscale level and for the overall ‘Motherhood 
Satisfaction’ and ‘NOSI-k’ questionnaires among the mothers of a child 
with an orofacial cleft and the child day care group. 

The results of this study are in line with previous research by 
Krueckeberg and Kapp-Simon [20]. They reported no differences 
on the parenting stress inventory between parents of children with 
a craniofacial anomaly and parents in a control group. These results 
agree with the results in the present study. However, the exploratory 
questions revealed that mothers of a child with an orofacial disorder 
liked to have more contact with peers. This corresponded to the 
conclusion of the only item that differed significantly; mothers of 
a child with an orofacial cleft felt that they could not talk to family 
and friends when they had problems with their child or if they were 
concerned about the future (‘Motherhood Satisfaction’ questionnaire). 
These results were consistent with a previous study [8], which showed 
that mothers of children with craniofacial anomalies were less satisfied 
with the support they received compared to mothers in a control group. 
Kramer, et al. [6] stated that the social impact increased when the cleft 
was identified prior to birth.

The regression analysis revealed that the patient and child day care 
groups had a different predictor for the ‘Satisfaction with Motherhood’ 
grade. In the child day care group, the ‘NOSI-k’ subscale ‘Child 
behavior’ was a significant predictor. 

The stepwise regression analysis for the patient group showed 
that the ‘Competence’ subscale was a significant predictor of the 
‘Satisfaction with Motherhood’ grade. This means that a mothers’ 
perception of herself as a competent parent predicts how satisfied she 
is with motherhood. Using the original ‘Parent Stress Index’, Speltz, et 
al. [13] also found that the subscale ‘Competence’ was of interest. These 
researchers demonstrated that parents of children with a craniofacial 
disorder experienced more stress than parents of children without a 
craniofacial abnormality. This significant difference was mainly located 
in the ‘Competence’ subscale. In the present study, with the use of 
the ‘NOSI-k’, only 27% of satisfaction with motherhood in mothers 
of a child with a cleft could be predicted with the ‘Competence’ 
subscale. Therefore, it can be stated that other factors like individual 
psychosocial problems, parenting styles, or child factors are probably 
also important. Further studies are necessary to identify variables like 
these, which influence the perception of motherhood and perceived 
stress in mothers of children with a craniofacial disorder. 

This study has several limitations. Most important, the sex, age, and 
number of siblings differed between the patient and the child day care 
groups, making it more difficult to interpret the findings of this study. 
In a future study, mothers of children with a cleft and their children 
should be matched with mothers in the child day care group.
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Instrument
Cleft Control

t-value p Di
M SD M SD

Satisfaction Motherhood Factor 1; Doings child
1. I am happy with how my child sleeps 5.36 1.04 5.42 0.83 -0.393  NS +
2. I am happy with how my child eats and drinks 5.01 1.38 5.25 1 -1.131  NS +
3. My child can handle, in my opinion, his/her food good (for example, has 
not too much trouble of spitting and intestinal colic) 5.47 1.16 5.77 0.47 -1.995  NS +

4. I know in advance about which time my child likes to eat and sleep 5.71 0.49 5.56 0.54 1.640  NS -
5. I am happy with how my child behaves throughout the day (he/she 
whines or cries for example, not too much) 5.39 0.97 5.42 0.57 -0.19 NS +

6. My child can be, in my opinion, well comforted when he/she cries 5.78 0.69 5.73 0.53 0.404 NS -
7. I am happy with how my child sleeps when I lay him/her in bed 5.47 0.99 5.27 0.89 1.199 NS -
8. I am happy with how my child behaves as he/she needs to entertain 
himself/herself 5.36 0.88 5.21 0.75 0.992 NS -

9. My child reacts, in my opinion, well on me when I play and talk with 
him/her 5.71 0.56 5.83 0.38 -1.396 NS +

10. I am happy with how my child reacts when I hug him/her 5.82 0.42 5.85 0.42 -0.402 NS +
Sum score Factor 1 55 4.93 55.3 3.26 -0.368 NS +
Satisfaction Motherhood Factor 2; Support of surrounding area
11. I am pleased with the contribution my partner makes to the care of my child 5.3 1.12 5.35 0.9 -0.296 NS +
12. I am satisfied with the contribution my partner makes to  the household 
chores 4.88 1.17 4.9 1.2 -0.115 NS +

13. I feel supported by the information and advice I got from doctors, 
nurses or health centers about the care and development of my child 4.88 1.03 4.73 1.03 0.812 NS -

14. I have in my mind sufficient contact with other parents with small 
children 5.25 0.9 5.17 1.06 0.442 NS -

15. I feel supported by the help of my family, friends or acquaintances in 
the care of my child 5.08 1.34 5.17 1.08 -0.42 NS +

16. I feel I can adequately appeal to people in my neighbour environment to 
baby-sit my child when necessary 4.92 1.39 4.79 1.35 0.536 NS -

17. If I have problems with my child or as I am concerned about the future, 
I can talk about it with my partner 5.58 0.94 5.8 0.4 -1.81 NS +

18. If I have problems with my child or if I am concerned about the future, I 
can talk about it with family or friends 5.26 1.08 5.71 0.54 -3.113 < .01 +

Sum score Factor 2 41.3 5.84 42 3.53 -0.819 NS +
Satisfaction Motherhood total score 96.3 9.07 97.2 5.66 -0.697 NS +
NOSI-K Factor 1; Fastidiousness
21. My child does things that make me feel pretty troubled* 5.43 1.18 5.69 0.65 -1.546 NS +
24. The parentage of this child is more difficult than I thought it would be* 4.99 1.66 5.29 1.05 -1.279 NS +
34. There are a few things that my child does that quite bothers me* 5.08 1.46 5.13 1.17 -0.229 NS +
35 My child has more demands on me than other children to their mother* 5 1.7 5.58 0.89 -2.485 p < .05 +
38. Caring for my child turns out to be more problematic than I expected* 5.3 1.36 5.65 0.81 -1.827 NS +
42. My child seems harder to take care off than most children* 5.14 1.6 5.62 0.97 -2.068 p < .05 +
Sum score Factor 3 31 7.64 33.2 3.48 -2.178 p < .05 +
NOSI-K Factor 2; Behavior child
19. It is not always easy to accept my child as he/she is* 5.12 1.51 5.37 1 -1.139 NS +
20. Lately, I find it very difficult to make decisions regarding my child* 5.51 1.09 5.63 0.66 -0.67 NS +
27. My child's attention wanders off more often than I expected* 4.72 1.57 5.12 1.11 -1.665 NS +
39. My child has daytime fluctuating votes* 5.41 1.1 5.33 1.08 0.413 NS -
40. If my child gets something fails he/she usually worse his/her mood 
more than other children* 5.25 1.34 5.25 1.24 0 NS 0

41. Often I don’t understand my child* 5.39 1.05 5.4 0.98 -0.05 NS +
43. If my child is upset, he/she is usually pretty hard to calm* 5.47 1.13 5.35 1.01 0.657 NS -
Sum score Factor 4 37 6.54 37.8 4.11 -0.773 NS +
NOSI-K Factor 3; Competence
23. I often feel that I can’t handle so well the things I do* 4.99 1.37 5.29 0.92 -1.401 NS +
25. I have much more trouble raising children than I expected* 5.17 1.26 5.49 0.88 -1.571 NS +
28. How I do my best to educate my child, sometimes I feel I can’t handle 
the situation* 4.92 1.36 4.94 1.24 -0.09 NS +

29. Often, when I see other parents busy with their children, I think: "That 
kind of mother, I would also like to be "* 5.41 1.09 9 5.3 7 0.8 6 0.236 NS -

30. I often feel like to give up* 5.56 0.93 5.83 0.51 -2.066 NS +
31. I look with confidence to the further education of my child 5.38 1.21 5.51 1.05 -0.617 NS +
32. I feel I am not as capable of caring my child as I thought* 5.7 0.82 5.77 0.47 -0.573 NS +
Sum score Factor 5 37.1 6.15 38.3 3.62 -1.294 NS +

Table 1. Item mean scores (M), standard deviations (SD), and t-values for differences between mothers with cleft children and the control mothers, direction of differences (Di) between 
mean item scores.
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SM Doings child SM Support 
surrounding

NOSI Fasti-
diousness

NOSI Behavior 
child

NOSI 
Competence NOSI Fatigue NOSI 

Difficulties child Total SM Total NOSI

SM Doings child 1.00
SM   Support of 
surrounding 0.40** 1.00

NOSI Fasti-
diousness 0.74** 0.37** 1.00

NOSI Behavior 
child 0.61** 0.41** 0.69** 1.00

NOSI 
Competence 0.45** 0.46** 0.59** 0.74** 1.00

NOSI Fatigue 0.48** 0.26* 0.52** 0.54** 0.55** 1.00
NOSI Difficulties 
child 0.42** 0.24* 0.54** 0.59** 0.62** 0.46** 1.00

Total SM 0.81** 0.87** 0.64** 0.59** 0.54** 0.43** 0.38** 1.00
Total NOSI 0.69** 0.45** 0.86** 0.90** 0.86** 0.69** 0.75** 0.66** 1.00

Table 2. Results of correlation analysis of patient group (SM = Satisfaction Motherhood subscale, NOSI = NOSI-K subscale).

* Correlation is significant at the 0.05 level
** Correlation is significant at the 0.01 level

SM Doings child SM Support 
surrounding

NOSI Fasti-
diousness

NOSI Behavior 
child

NOSI 
Competence NOSI Fatigue NOSI 

Difficulties child Total SM Total NOSI

SM Doings child 1.00
SM   Support of 
surrounding 0.38** 1.00

NOSI Fasti-
diousness 0.24 0.37** 1.00

NOSI Behavior 
child 0.34* 0.44** 0.70** 1.00

NOSI 
Competence 0.26 0.47** 0.58** 0.70** 1.00

NOSI Fatigue 0.11 0.07 0.28* 0.26 0.22 1.00
NOSI Difficulties 
child 0.24 0.37** 0.53** 0.61** 0.43** 0.43** 1.00

Total SM 0.82** 0.85** 0.37* 0.47** 0.45** 0.09 0.37** 1.00
Total NOSI 0.29* 0.45** 0.83** 0.90** 0.80** 0.53** 0.75** 0.44** 1.00

Table 3. Results of correlation analysis of day-care group (SM = Satisfaction Motherhood subscale, NOSI = NOSI-K subscale).

* Correlation is significant at the 0.05 level
** Correlation is significant at the 0.01 level

NOSI-K Factor 4; Fatigue
22. By the constant activity of my child, I often feel very tired* 3.78 1.66 4.12 1.48 -1.185 NS +
26. Since I have children, I am quickly tired than before* 2.72 1.56 2.69 1.57 0.119 NS -
Sum score Factor 6 6.5 2.9 6.8 2.47 -0.626 NS +
NOSI-K Factor 5; Difficulties child  
33. My child is often difficult and then it is difficult to have such a child* 5.36 1.28 5.33 1.04 0.132 NS -
36. If I forbid my child something, he/she does it later anyway* 3.42 1.47 3.76 1.52 -1.274 NS +
37. My child often requires more attention from me than I can give* 4.83 1.27 4.73 1.03 0.463 NS -
Sum score Factor 7 13.6 3.19 13.8 2.59 -0.407 NS +
NOSI-K Total score 125.2 22.39 130.5 12.33 -1.682 NS +

* Items were rescored, so that a high corresponds with positive response
NS, not significant
Di;  	 -	 Experimental group scored higher

+	 Control group scored higher
0	 No score difference

Secondly, we need to mention the low response rate in the child day 
care group (20.8%) versus the patient group (61.8%). This is possibly 
due to a positive selection bias. Perhaps the mothers in the child 
day care group who participated were ones that were satisfied with 
motherhood. However, in that case a difference between the patient 
and the child day care groups would have been obvious. 

Another limitation is that access to cleft patients for research 
was bounded to the cleft team of the Academic Centre of Dentistry 
Amsterdam, which lowers the external validity. Therefore, it is difficult 

to generalize the findings of this study. Results might be different for 
patients treated by other cleft teams. In the current study, the sample 
size is relatively small, making it impossible to examine differences 
within the patient group. Also, the effect size of differences found 
between the two groups is relatively small. In a future study, more cleft 
teams should be involved, increasing the sample size and making the 
effect size more interesting. 

One more limitation of the present study is that only mothers 
participated. In a future study, fathers should also be included.
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Stress experienced by parents affects the development of a child; 
therefore, stress should be considered and minimized. The cleft team 
might check whether mothers actually experience stress and are 
satisfied about motherhood. If it appears that a mother is experiencing 
stress or is less satisfied with motherhood, the cleft team could help 
by ensuring that the mother’s sense of competence about raising their 
child increases. For example, providing parenting courses, focusing on 
the child with an orofacial cleft; handling daily routines, coping with 
reactions from other people, learning to be resilient, and/or providing 
relaxation exercises. In a future study, the effect of these interventions 
should be studied. Mothers of children with clefts felt less able to talk 
with family or friends about a problem with their child. Therefore, the 
cleft team might bring the existence of peer associations and support 
groups to the attention of the parents. 
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