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Abstract

Background: The present study aims to determine quality
of life and self-efficacy beliefs among young adults with
cleft lip and palate (CLP), as compared with a control
group of young adults without CLP. The study involves two
groups of young adults: 48 with CLP and 48 presenting no
disability.

Methods: Two questionnaires (Quality of Life Question-
naire and How Much Confidence do I Have in Myself?)
were used to assess life satisfaction and self-efficacy
beliefs, respectively.

Results: Participants with CLP reported greater quality of
life than the participants in the control group, in terms of
personal financial situation and self-determination oppor-
tunities. Moreover, men with CLP showed higher levels of
confidence than women with CLP, and more than all the
participants in the control group as a whole in terms of the
ability to complete tasks and activities.

Conclusions: Results suggest that people with CLP do not
form a homogeneous category but are characterized by a
high degree of variability. Further research is necessary to
identify the dimensions and factors characterizing people
with CLP as well as the health and social services needed
to start using assessment instruments that can shed light
on these individuals’ experiences.
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Introduction

Inrecent years, Quality of Life (QoL) has become a key topic
that has emerged in research focused on disability issues.
It is an important concept that is increasingly becoming a

legitimation and validation criterion for administered bio-
medical, habilitative, and rehabilitative intervention pro-
grams. The rationale is based on a growing awareness that
the ultimate goal of each treatment is to enable clients to
enjoy better life conditions and higher levels of satisfac-
tion than previously experienced.

Although still deemed important and useful, the tra-
ditionally used health indicators of mortality and mor-
bidity rates are now considered unsatisfactory when
describing an individual’s well-being, as they focus on
pathology, rather than health. In fact, the World Health
Organization’s definition [1] of health refers to a complete
physical, mental, and social state of well-being and not
simply to the absence of disease. This definition suggests
that consideration of people’s QoL can be a particularly
appropriate and sophisticated appraisal of the constructs
of well-being and health [2]. QoL has been defined in
many ways. For example, after reviewing 87 studies exam-
ining QoL, Hughes et al. [3] reported as many as 44 defi-
nitions and 1243 QoL measures. Schalock [4] showed that
the concept is a particularly complex and multifaceted
construct, which includes different dimensions and con-
ditions, i.e., experienced levels of well-being, quality and
amount of supportive social networks, work satisfaction,
self-determination, possibility of realization, and quality
of settings frequented [3, 5, 6]. QoL is also characterized
by both objective and subjective aspects. Some of the
objective aspects refer to financial opportunity, life envi-
ronment, health status, skills, and prospects for enhanc-
ing them, whereas the subjective aspects of QoL refer to
satisfaction for one’s own life, psychological well-being,
and perceived abilities and needs, to name a few. Per-
ceived competencies and self-efficacy beliefs are also QoL-
linked factors. Bandura [7] defined self-efficacy beliefs as
“people judgments of their capabilities to organize and
execute courses of action required to attain designated
types of performance”. They include beliefs in one’s own
abilities to increase one’s personal motivation, to activate
cognitive resources, and to take any action necessary to
take control of the demands of a given task [7]. Hence, the
information that people perceive about their own abilities
actually regulates their behavior and plays an active role
in goal selection and in the actions required to achieve
these goals [8, 9].
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These aspects can also foster greater perceived well-
being and higher levels of experienced QoL [6, 10, 11]. This
means that when reality appears to be predictable and
under control, people are better able to deal with changes
and manage stress [12], and also experience a personal
sense of satisfaction [13]. Self-efficacy can also play a key
role for people attempting to cope with situations of tran-
sition, crisis and stress in their lives, which inevitably put
their adjustment- and self-realization potential to the test.

The present study examined the QoL and self-efficacy
beliefs of adults with cleft lip and palate (CLP). Petreka
et al. [14] reported that, overall, the prevalence rate for this
disability in Europe is that of one case for every 500/700
births. Therapeutic procedures are provided by health and
social services, and patients typically finish the complete
treatment process by the age of 18-20 years. Treatment typ-
ically consists of surgical and dental intervention, speech
therapy, and psychological support. This approach aims
to reduce the malformation’s functional and aesthetic
damage, minimize language disorders and malocclusion,
and improve facial appearance [15, 16], thereby promoting
social inclusion. Once these patients did become adults,
they usually expressed satisfaction with their physical
appearance after reconstructive surgery (with percent-
ages varying from 50% to 80%) although some patients
report desiring further improvements [17-19]. As might be
expected, patients expressing greater satisfaction with
their physical appearance also reported higher levels of
health-related quality of life [20].

Heller et al. [21] found that 67% of individuals with
CLP showed adequate levels of psychosocial function-
ing. Of the rest, 23% reported having some problems and
10% reported marked functioning difficulties, which
is due to malformation severity and length of hospital
stays and/or of treatment, rather than to dissatisfaction
with their appearance. In another study, Strauss [22]
showed that many adults (including some with residual
medical problems) can cope effectively with their con-
dition, thanks also to the rehabilitation program they
completed. In fact, they reported higher sensitivity
toward others, greater ability to accept and deal with
changes, and ability to see the positive side of events
and to establish qualitatively good and satisfactory
relationships. A QoL comparison examining normative
data of individuals without disability revealed signifi-
cantly lower levels in persons with CLP only for social
functioning, emotional role [23], and perceived mental
health [24]. As highlighted by Sinko et al. [23], these
findings suggest that adults with CLP are characterized
by good general health and rather sound psychological
adjustment. Collett and Speltz [25], however, indicated
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that individuals with CLP can experience more interper-
sonal problems.

The literature on QoL and CLP reports mixed results
with respect to gender effects. For example, Marcusson
et al. [26] found that women with CLP showed lower QoL
than men with the same malformation, while Cheung
et al. [27] found no significant differences. Moreover Mani
et al. [24] found that women showed fewer problems with
work or other daily activities as result of emotional prob-
lems than men, as compared with the matched normative
population.

Thus, although people with CLP report levels of
overall health status satisfaction that are similar to those
of people without disability, some studies pointed to a
tendency in this population to experience difficulties in
interpersonal relationships and in managing emotions.
Therefore, we examined the quality of life experienced by
people with CLP in key life areas.

Based on the literature, we expected to find that
satisfaction with personal well-being would be similar
to that of people without disability. We also expected,
however, to observe lower levels of satisfaction in areas
involving an important role for social relationships,
such as areas linked to support received, relationships
with neighbors, and work experiences. We examined
the participants’ self-efficacy beliefs in decision-mak-
ing tasks and significant adult situations, expecting to
observe lower levels of confidence in ability to manage
one’s emotional sphere. We also analyzed the sample
for gender differences. Finally, we verified whether any
surgical treatment satisfying participants [23-25] would
be associated with higher levels of QoL and self-efficacy
beliefs, as compared with other types of intervention,
such as speech therapy, which does not involve aesthetic
change and, in some cases, could indicate that the facial
structure was less affected.

Methods

Participants

The present study examined 96 participants: 48 young adults (21
men and 27 women; M, =26.92; SD=5.72) with CLP, 34 (70.8%) of
whom received speech therapy, and 14 (29.2%), reconstructive sur-
gery. The other 48 participants (21 men and 27 women; M, =26.71;
SD=5.96) were matched for gender and age, but had not disability.
Among the CLP participants, 2 (4.2%) were unemployed, 14 (29.2%)
were university students, and 32 (66.6%) had a job. Among the non-
CLP participants, one (2.1%) was unemployed, 14 (29.2%) were uni-
versity students, and 33 (68.7%) had a job.
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Procedure

Individuals with CLP, but no other syndrome or malformation, were
recruited from two public health centers in northern Italy to partici-
pate in the study. The participants were informed by the first author
via telephone or e-mail about the study’s aims, confidentiality, and
their right to withdraw from the research program at any time. The
following materials were sent to the prospective participants: (1) a
letter describing the study and providing contact details for any
doubts or difficulties they might have experienced during the study,
(2) a demographic data-collection form, (3) the study’s question-
naires (described below), and (4) a stamped and addressed envelope.
Overall, 60 questionnaires were sent out, and 49 were returned. One
was excluded due to missing data.

The control group participants were recruited from a wide range
of sources by circulating the request among hospital and university
staff. The contact sources were asked if they knew individuals match-
ing our criteria (the same gender and age) and who might be willing
to participate in the research. Similar to the CLP participant recruit-
ment protocol, the control participants were first asked whether they
would be willing to participate, and the surveys were then sent to
who agreed to participate. Only individuals with no CLP, learning
disability, or significant medical history were included in the control
group.

Statistical analyses

A series of analyses of variance were conducted with Group (CLP
adults vs. control group) and Gender as independent variables, in
order to verify whether significant differences would be observed for
QoL levels and confidence in one’s own abilities. Univariate analy-
ses of variance were also conducted to examine whether CLP par-
ticipants who had undergone reconstructive surgery and/or speech
therapy differed from CLP participants receiving only speech therapy.
Bonferroni’s correction was applied to assess the significance level
(0=0.05) of all the results yielded.

Measures

Participants completed two questionnaires, namely, the Quality
of Life Questionnaire [28] and How Much Confidence do I Have in
Myself? [28].

Quality of Life Questionnaire [28]

This 35-item self-report instrument aims to evaluate the QoL of in-
dividuals with physical disabilities. Respondents are asked to use a
five-point scale to rate the extent to which each statement describes
their usual way of thinking and behaving (1=does not describe me at
all; 5=describes me very well). A series of exploratory and confirma-
tory factor analyses provided support for an 8-factor structure. The
first factor refers to Satisfaction with Family Relations (7 items, e.g., |
am happy with the relationships I have with my family). The second
refers to Sense of Well-being (4 items, e.g., On the whole, I would
say my life is really OK). The third factor refers to Satisfaction with
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Provided Support and Back-Up (4 items, e.g., [ know who to turn to
in times of need and despair). The fourth factor refers to Job Satisfac-
tion [4 items, e.g., What [ do (study, work, etc.) personally enriches
me]. The fifth factor refers to Economic Satisfaction (3 items, e.g., I
have no financial worries). The sixth factor refers to Satisfaction with
Self-Determination Opportunities (6 items, e.g., I can say I am a free
person able to autonomously organize my own life). The seventh fac-
tor refers to Satisfaction about Life Environments (3 items, e.g., [ am
happy with the relationships I have with my neighbors). In the origi-
nal instrument, the eighth factor refers to satisfaction with health
service-provided treatment (4 items, e.g., I am happy with how I am
treated in rehabilitation activities). In the present study, this factor
was replaced only for participants with CLP by using 10 items that
probed Satisfaction with Current Situation (e.g., I am happy with my
current facial look). Specifically, the 10 items were used in the analy-
sis of variance conducted on scores of participants who had under-
gone surgery and/or those who had undergone only speech therapy.
Participants without disability answered only the first 7 factor items,
thus the 8-factor structure was not considered in the analysis of
variance between them and CLP individuals. The authors estimated
Cronbach’s o values to be 0.91, 0.83, 0.77, 0.95, 0.74, 0.73, 0.61 and
0.81 for the eight sub-scales, respectively [28]. In the present study,
reliability estimates for the subscales were 0.93, 0.86, 0.90, 0.92, 0.81,
0.48, 0.71 and 0.83, respectively, for the participants with disability
and 0.92, 0.66, 0.89, 0.91, 0.47, 0.71 and 0.60, respectively for the par-
ticipants without disability.

How Much Confidence do | Have in Myself? [28]

This 20-item self-report questionnaire is often used to measure self-
efficacy beliefs. Participants are asked to use a five-point scale to
rate the extent to which each statement describes their usual way of
thinking and behaving (1=does not describe me at all; 5=describes
me very well). A series of exploratory and confirmatory factor analy-
ses provided support for a 4-factor structure [28, 29]. The first factor
refers to Confidence in one’s own Decision Making Ability (7 items;
e.g., If others knew me better they would say I am one who strongly
believes in his/her decisional abilities). The second factor refers to
Confidence in one’s own Emotional Self-control (6 items; e.g., I can
manage my emotions effectively). The third factor refers to Confi-
dence in one’s own Ability to Complete Tasks and Activities (3 items;
e.g., If I can’t solve a problem the first time I try, I tend to give up). The
fourth factor refers to Confidence in one’s own Ability to Deal Suc-
cessfully with Different Activities and Situations (4 items; e.g., [ am
so sure of my abilities that sometimes I like to devote myself to very
difficult things). The instrument’s authors estimated Cronbach’s o
values of 0.84, 0.74, 0.72 and 0.77, respectively, for the four sub-scales
[28]. Reliability estimates for the present study were 0.85, 0.76, 0.82,
and 0.82 for participants with disability and 0.89, 0.68, 0.67 and 0.77
for the participants without disability, respectively.

Results

Table 1 presents correlation indices between self-efficacy
beliefs and perceived QoL. These indices reveal that
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Table1 Correlations between self-efficacy beliefs and quality of life.
1 2 3 4 5 6 7 8 9 10 11 12
1 - 0.512 0.492 0.63° 0.23 0.412 0.25 0.572 0.35° 0.36° 0.22 0.432
2 0.632 - 0.36° 0.40° 0.06 0.37° 0.34° 0.35° 0.18 0.17 0.14 0.51¢
3 0.48° 0.23 - 0.49° 0.24 0.33° 0.41° 0.447 0.22 0.20 0.09 0.48°
4 0.67° 0.46° 0.432 - 0.20 0.34° 0.382 0.60° 0.16 0.35° 0.21 0.48°
5 0.48° 0.31° 0.552 0.37° - 0.42° 0.57° 0.49° 0.40° 0.632 0.862 0.46
6 0.44° 0.32° 0.16 0.26 0.33% - 0.582 0.42° 0.46° 0.40° 0.41° 0.702
7 0.412 0.29° 0.56° 0.35° 0.652 0.442 - 0.492 0.26 0.41° 0.53° 0.75°2
8 0.552 0.50° 0.29° 0.34° 0.33% 0.38? 0.50° - 0.36° 0.45° 0.51° 0.62°
9 0.20 0.07 -0.01 0.11 0.25 0.39? 0.02 -0.01 - 0.38° 0.39° 0.38°
10 0.65° 0.50° 0.48° 0.55° 0.66% 0.34° 0.60? 0.46° 0.26 - 0.60° 0.48°
11 0.39° 0.26 0.36° 0.33% 0.782 0.29° 0.60? 0.40° 0.34° 0.602 - 0.45°

Note. 1=Confidence in one’s own ability of decision making, 2=Confidence in one’s own ability of emotional self-control, 3=Confidence in
one’s own ability of completing tasks and activities, 4=Confidence in one’s own ability of dealing successfully with different activities and
situations, 5=Satisfaction with family relations, 6=Sense of well-being, 7=Satisfaction with provided support and back-up, 8=Job satisfac-
tion, 9=Economic satisfaction, 10=Satisfaction with self-determination opportunities, 11=Satisfaction about life environments, 12=Satis-
faction with one’s own current situation (specific for CLP adults). ?p<0.01, ®p<0.05. The values recorded by the CLP group are shown above
the diagonal, while the values recorded by the group without disability are shown below the diagonal.

self-efficacy beliefs and perceived QoL were positively
related in both participant groups.

With respect to QoL, significant group differences were
yielded [Wilks’s Lambda=0.792, F(7,86)=3.231, p=0.004].
The univariate analyses highlighted significant differ-
ences in Economic Satisfaction [F(1,95)=12.146, p=0.001]
and in Satisfaction with Self-Determination Opportuni-
ties [F(1,95)=12.699, p=0.001], which were higher in CLP
participants (Table 2). No significant gender differences or
interaction effects were observed.

With respect to self-efficacy beliefs, non-significant
Group and Gender differences were recorded. However,

significant differences emerged for the GenderxGroup
interaction [Wilks’s Lambda=0.869, F(4,89)=3.349,
p=0.013]. Univariate analysis highlighted significant dif-
ferences in Confidence in One’s Own Ability of Complet-
ing Tasks and Activities [F(1,95)=10.404, p=0.002], given
that men with CLP showed higher levels on this variable
than men without disability. Meanwhile, women with CLP,
similar to women without disability, showed intermediate
levels (Table 2).

The analysis of variance results for CLP partici-
pant scores only yielded no significant differences.
Thus, neither speech therapy nor reconstructive surgery

Table 2 Means and standard deviation as regards QoL and self-efficacy beliefs

CLP adults Control group
Men Women Men Women
M SD M SD M SD M SD
Confidence in one’s own ability of decision making 25.48 470 24.96 5.40 24.38 5.75 24.70 4.49
Confidence in one’s own ability of emotional self-control 19.33 3.79 17.74 416 19.38 3.79 18.56 3.46
Confidence in one’s own ability of completing tasks and activities 13.43 1.54 12,78 2.74 10.71 2.17 1293 1.88
Confidence in one’s own ability of dealing successfully with different  13.86 3.35 13.93 2.69 13.10 2.70 13.22 2.89
activities and situations
Satisfaction with family relations 28.05 6.35 29.48 4.78 24.43 3.74 28.44 6.07
Sense of well-being 13.86 3.20 13.41 3.66 13.71 2.26 13.26 2.33
Satisfaction with provided support and back-up 15.67 4.02 16.78 3.37 14.62 2.31 16.85 3.17
Job satisfaction 15.24 4.16 15.78 3.15 14.57 3.04 14.59 3.61
Economic satisfaction 10.95 2.71 11.19 3.09 9.71  2.22 8.67 2.30
Satisfaction with self-determination opportunities 2490 291 2589 272 21.71 3.59 2422 3.87
Satisfaction about life environments 11.57 2,54 12,22 2.01 10.33 2.06 10.89 2.64
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significantly affected QoL confidence levels among these
individuals.

Discussion

The aim of the present work was to examine any signifi-
cant differences in the QoL and perceived self-efficacy
beliefs between individuals with and without CLP.

First, no differences in satisfaction for perceived well-
being were observed. The same occurred for presence of
support and encouragement, study or work activities,
relationships with family members, and life environment.
Participants with CLP also reported being more satis-
fied with their financial situation and self-determination
opportunities than the non-CLP participants. Therefore,
not only do these individuals have well-being levels that
are similar to those without disability, as was expected,
they also reported higher satisfaction levels in several life
areas. These results are in line with the findings of Sinko
et al. [23] who reported that CLP individuals have a good
general QoL.

With respect to support received and relationships
with neighbors, the CLP participants showed levels of
satisfaction similar to those of individuals without dis-
ability, and not lower levels as expected. Perhaps, the
ability to establish sound and supportive relations is
context-dependent [30, 31]; furthermore, as with indi-
viduals with no disability, the CLP individuals presented a
certain amount of heterogeneity, thereby leading to differ-
ent results. In any event, this outcome is consistent with
satisfaction with family relationships, and is very similar
to data recorded in previous studies [27, 32]. In discuss-
ing their results, the authors of the cited studies hypoth-
esized that these individuals were able to overcome the
difficulties caused by their disability, also thanks to help
and support received from important others and family
members. This type of support may positively character-
ize the quality of family relations and give persons with
CLP a sense of not being alone — a perception that, in turn,
can enhance the ability to establish supportive social rela-
tions [32].

The factor of satisfaction with working life and earn-
ings suggested that individuals with CLP enjoyed positive
working conditions, both in terms of the personal growth
opportunities and financial benefits that work provides.
Indeed, as Blustein [33] reported, work not only represents
a means to make a living, but presents opportunities to
participate in social exchanges and confers social status,
which can enhance one’s sense of personal prestige and
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power. The opportunity to work can, therefore, be charac-
terized by either intrinsic or instrumental value or by both,
given its crucial role in people’s psychological well-being.

In the present study, the participants perceived and
possessed the psychological, financial, and social advan-
tages of work. Previous research had shown that the
income of people with this disability was lower than that
of people without disability [19, 26]. Yet, our own data did
not reveal this type of situation; in fact, the participants
conversely underscored the idea that the experiences of
people with CLP can actually be quite diverse and charac-
terized by a good work and financial situation.

Finally, we wanted to highlight the CLP participants’
greater satisfaction with own self-determination. For
example, they reported being satisfied with the oppor-
tunities they have to autonomously decide how to organ-
ize their lives, freely make important decisions, etc. In
general, as Wehmeyer [34] asserted, self-determined
behavior refers to volitional actions that enable one to act
as the primary causal agent in one’s life and to maintain
or improve one’s QoL. Therefore, the construct is linked to
actual possibilities to make choices, choice options to lead
an autonomous life and to be independent. Self-determi-
nation status had shown evidence of predicting higher
QoL [35], and the self-determination levels of people with
this disability are highly and positively correlated with
measures of QoL [36, 37]. Most likely, disability did not
negatively affect the people involved in our research.

Concerning self-efficacy beliefs, once again, par-
ticipants with CLP showed confidence levels that were
similar to those of individuals without this disability. This
was also true in terms of having confidence in managing
emotions. Similar outcomes have been published else-
where. For example, according to Strauss [22], people with
CLP are probhably able to somehow restructure their con-
dition and develop effective life management strategies,
i.e., positive reframing of one’s thoughts and feelings, uti-
lizing resources, valuing what one can contribute to the
family and the community, and collaborating effectively
with professionals [38]. This may also be seen in parents
of children with disability who are able to develop life
management strategies in response to their child’s condi-
tion. In particular, they reported becoming more compas-
sionate and self-confident, making a difference for others,
and gaining more authentic views about what is valuable
and important in life for them. These parents also reported
that not only did they learn to cope more efficiently with
the problems they encountered over time, but that they
also continued to experience positive transformation, in
spite of the stress they frequently experience [39, 40]. It
can also be reasonable to presume that, more than what
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common sense suggests, some people with CLP meet with
similar perceptions and experience the positive benefits
deriving thereof. These observations may also underlie
other results yielded in the present study, which that high-
lighted similar QoL and self-efficacy values among people
receiving reconstructive surgery or only speech therapy.

Finally, we verified whether any surgical treatment
that satisfied participants [23-25] would be associated
with higher levels of QoL and self-efficacy beliefs, as com-
pared with other types of intervention, such as speech
therapy, which does not involve aesthetic change.

The present study also found no gender differences
in QoL and confirmed the results obtained by Cheung
et al. [27]. With respect to self-efficacy beliefs, men with
CLP were more confident in persistence abilities than
women with CLP and men and women without disabil-
ity. These data suggest that CLP differentially affect men
and women, and that women might benefit from targeted
forms of support when involved in difficult situations
requiring long resolution times. Further research is thus
needed to explore these gender differences.

Conclusions

With respect to previous literature findings, our results
highlighted how persons with labiopalatoschisis did not
make up a uniform category, but were characterized by a
high degree of variability. Future research should, there-
fore, focus on determining which dimensions and factors
can positively characterize these individuals.

References

1. World Health Organization. Constitution of the World Health
Organization. Chronicle of the World Health Organization
1947:1-2.

2. Soresi S, Nota L, Wehmeyer ML. Community involvement in
promoting inclusion, participation and self-determination. Int )
Inclus Edu 2011;15:15-28.

3. Hughes C, Hwang B, Kim JH, Eisenman LT, Killian D). Quality of life
in applied research: a review and analysis of empirical measures.
Am ] Ment Ret 1995;99:623-41.

4. Schalock RL. The concept of quality of life: what we know and not.
know. | Intellect Disabil Res 2004;48:203~16.

5. Felce D, Perry J. The extent of support for ordinary living provided
in staffed housing: the relationship between staffing levels,
resident characteristics, staff: resident interactions and resident
activity patterns. Soc Scie Med 1995;40:799-810.

6. Nota L, Soresi S, Perry ). Quality of life in adults with an
intellectual disability: the evaluation of Quality of Life
instrument.  Intellect Disabil Res 2006;50:371-85.

DE GRUYTER

Health and social services should also have available
assessment instruments that can shed light on the experi-
ences faced by this population. The instruments should
emphasize strengths and be used to reinforce them. They
should also be able to detect individuals at greater risk of
low satisfaction levels in one or more life areas and low
self-efficacy beliefs; all these are important considera-
tions in promoting their mental health and implementing
preventive interventions. This approach would allow for
in-depth investigation and further assessment [41-43].

It must be noted that the small sample size of our two
groups did not allow for generalization and that the data
presented herein were self-reported. To obtain further
confirmation of the hypotheses proposed, objective meas-
ures of the variables examined in the present study could
provide useful information. Moreover, it must be remem-
bered that the replies obtained were from approximately
80% of all the people initially recruited. Thus, they might
represent the point of view of the most highly satisfied
respondents only.

Conflict of interest statement

Author’s conflict of interest disclosure: The authors
stated that there are no conflicts of interest regarding the
publication of this article.

Research funding: None declared.

Employment or leadership: None declared.

Honorarium: None declared.

Received April 8,2013; accepted August 1, 2013; previously published
online September 13, 2013

7. Bandura A. Social foundations of thought and action.
Englewood Cliffs, NJ: Prentice Hall, 1986.

8. Lent RW, Brown SD, Hackett G. Career development from a social
cognitive perspective. In: Brown D, Associates, editors. Career
choice and development. San Francisco, CA: Jossey-Bass,
2002:255-311.

9. Nota L, Soresi S. Autoefficacia nelle scelte [Self-efficacy and
choices]. Firenze, Italy: Giunti OS, 2000.

10. Lent RW, Singley D, Sheu H-B, Gainor KA, Brenner BR,
Treistman D, et al. Social cognitive predictors of domain
and life satisfaction: exploring the theoretical precursors
of subjective well-being. ) Couns Psychol 2005;52:

429-42.

11. Schalock R, Verdugo MA. Handbook on quality of life for human
service practitioners. Washington, DC: American Association on
Mental Retardation, 2002.

12. Antonovsky A. Health, stress and coping. San Francisco:
Jossey-Bass Publishers, 1979.



DE GRUYTER

13.

14.

15.

16.

17.

18.

19.

20

21.

22.

23.

24.

25.

26.

27.

Maddux JE, St Lewis ). Self-efficacy and adjustment: basic
principles and issues. In: Maddux JE, editor. Self-efficacy,
adaptation, and adjustment: theory, research, and application.
New York: Plenum, 1995:37-68.

Peterka M, Peterkova R, Tvrdek M, Kuderova J, Likovsky Z.
Significant differences in the incidence of orofacial clefts in
fifty-two Czech districts between 1983 and 1997. Acta Chir Plast
2000;42:124-29.

Jeffery SL, Boorman )G. Patient satisfaction with cleft lip

and palate services in a regional center. Br | Plast Surg
2001;54:189-91.

Marcusson A, Paulin G, Ostrup L. Facial appearance in adults
who had cleft lip and palate treated in childhood. Scand | Plast
Reconstr 2002;36:16-23.

Noar JH. Questionnaire survey of attitudes and concerns of
patients with cleft lip and palate and their parents. Cleft Palate
Craniofac) 1991;28:279-84.

Clifford E, Crocker EC, Pope BA. Psychological findings in the
adulthood of 98 cleft lip-palate children. Plast Reconstr Surg
1972;50:234-37.

Ramstad T, Otten E, Shaw WC. Psychosocial adjustment in
Norwegian adults who had undergone standardized treatment
of complete cleft lip and palate (part Il self-reported problems
and concerns with appearance). Scand ] Plast Reconstr Surg
1995;29:329-36.

. Oosterkamp BC, Dijkstra PU, Remmelink HJ, van Oort RP,

Goorhuis-Brouwer SM, Sandham A, et al. Satisfaction with
treatment outcome in bilateral cleft lip and palate patients. Int |
Oral Maxillofac Surg 2007;36:890-95.

Heller A, Tidmarsh W, Pless IB. The psychosocial functioning

of young adults born with cleft lip or palate. Clinical Ped
1981;20:459-65.

Strauss RP. ‘Only skin deep’: health, resilience, and craniofacial
care. Cleft Palate-Craniofacial ] 2001;38:226-30.

Sinko K, Jagsch R, Prechtl V, Watzinger F, Hollmann K, Baumann
K. Evaluation of esthetic, functional, and quality-of-life outcome
in adult cleft lip and palate patients. Cleft Palate Craniofac )
2005;42.

Mani M, Carlsson M, Marcusson A. Quality of Life varies with
gender and age among adults treated for unilateral cleft lip and
palate. Cleft Palate Craniofac ) 2010;47:491-98.

Collett BR, Speltz ML. A developmental approach to mental
health in children and adolescents with orofacial clefts. Orthod
Craniofacial Res 2007;10:138-48.

Marcusson A, List T, Paulin G, Akerlind I. Reliability of a multidi-
mensional questionnaire for adults with treated complete cleft
lip and palate. Scand ] Plast Reconstr 2001;35:271-78.

Cheung LK, Loh JS, Ho SM. Psychological profile of Chinese
with cleft lip and palate deformities. Cleft Palate Craniofac )
2007;44:79-86.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Vezzi et al.: Quality of life and self-efficacy beliefs = 111

Soresi S, Nota L. ASTRID Portfolio per ’'assessment, il
trattamento e 'integrazione delle disabilita. Firenze: Giunti-
Organizzazioni Speciali, 2007.

Nota L, Ferrari L, Soresi, S. “Quanta fiducia ho in me?”:
Validazione di uno strumento per ’analisi delle credenze di
efficacia a proposito della gestione delle decisioni scolastico-
professionali. TPM 2005;12:35-54.

Hawley PH, Little TD, Rodkin PC. Aggression and adaptation.
Mahwah, NJ: Erlbaum, 2007.

Soresi S, Nota L. Social skill training for persons with Down’s
syndrome. Europ Psych 2000;1:34-43.

Strauss RP, Fenson C. Experiencing the good life: literary

views of craniofacial conditions and quality of life. Cleft Palate
Craniofacial ) 2005;42:14-18.

Blustein DL. The psychology of working: a new perspective for
counseling, career development, and public policy. Mahway, NJ:
Lawrence Erlbaum Associates, 2006.

Wehmeyer ML. Self-determination and individuals with severe
disabilities: Reexamining meanings and misinterpretations. Res
Pract Pers Severe Disab 2005;30:113-20.

Wehmeyer ML, Schwartz M. Self-determination and positive
adult outcomes: a follow-up study of youth with mental
retardation or learning disabilities. Except Child 1997;63:
245-55.

Lachapelle Y, Wehmeyer ML, Haelewyck MC, Courbois Y, Keith
KD, Schalock R, et al. The relationship between quality of life
and self-determination: an international study. | Intellect Disabil
Res 2005;49:740-744.

Nota L, Ferrari L, Soresi S, Wehmeyer ML. Self-determination,
social abilities, and the quality of life of people with intellectual
disabilities. ] Intellect Disabil Res 2007;51:850—-65.

Scorgie K. Transformational outcomes associated with
parenting a child with a disability. Ethics and Intel Disab
1998;3:4-6.

Wilgosh L, Nota L, Scorgie K, Soresi S. Effective life management
in parents of children with disabilities: A cross-national
extension. Int ] Advancement Counsel 2004;26:301-12.

Nota L, Soresi S, Ferrari L, Wilgosh L, Scorgie K. Life
management and quality of life of parents of children with
diverse disabilities. Devel Disab Bull 2005;31:155-81.

Soresi S, Nota L, Ferrari L. Family setting in Down syndrome. In:
Rondal JA, Perera J, editors. Down syndrome, neurobehavioral
specificity. Chichester: Wiley, 2006:191-211.

Nota L, Ferrari L, Soresi S. Abilita sociali e disabilita [Social
skills and disability]. In: Soresi S, editor. Psicologia delle
disabilita. Bologna: Il Mulino, 2007:225-45.

Hutchinson K, Wellman M, Noe D, Kahn A. The psychosocial
effects of cleft lip and palate in non-anglo populations:

a cross-cultural meta-analysis. Cleft Palate Craniofac )
2011;48:497-508.




