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430 CONGENITAL VELOPHAYNGEAL

INCO PETENCE AND SUBMUCOUS

VELOPHARYNGEAL INCOMPETENCE HAS AS ITS

MOST IMPORTANT MANIFESTATION SPEECH WITHOUT CLEFT OF

THE CEURN ON EXAMINATION OFTEN TO THE SURPRISE OF THE SURGEON

THERE IS AT FIRST SIGHT NORMALLOOKING PALATE WITH GOOD MOBILITY

OF THE VELUM MORE CAREFUL SCRUTINY REVEALS THAT IN ACTION THE

VELUM DOES NOT REACH TO THE POSTERIOR PHARYNGEAL WALL EITHER

BECAUSE OF SHORT PALATE OR BECAUSE OF AN ABNORMAL BACKWARD

POSITION OF THE POSTERIOR PHARYNGEAL WALL OF THE MANY POSSIBLE

CAUSES OF VELOPHARYNGEAL INCOMPETENCE ONE CAN BE SUBMUCOUS

CLEFT PALATE HOEVER NOT ALL SUBMUCOUS CLEFTS HAVE ELOPHARVN

GEAL INCOMPETENCE

SURGEONS OF THE NINETEENTH CENNIRY GENERALLY CONSIDERED THE

SUBMUCOUS CLEFT OF THE HARD PALATE THE CARDINAL CAUSE OF OPEN

NASAL SPEECH SOME SURGEONS OF THAT ERA HOWEVER INCLUDING

BILIROTH PASSAVANT VON LANGENBECK AND WOLFF WERE CONVINCED

THAT LATE SPONTANEOUS CLOSURE OF PALATE CLEFTS WAS FREQUENT

WITHOUT OR AFTER INCOMPLETE OR UNSUCCESSFUL SURGICAL INTERVENTION

ROBERT IVY HIMSELF REPORTED SUCH CASE

SUBMUCOUS CLEET PALATE

IN 1825 ROUX OF PARIS FIRST CALLED ATTENTION TO SUBMUCOUS

CLEFT PALATE IN HIS AICRNOIRE HE RECORDED THAT IN 1823 HE HAD

BEEN CONSULTED OUNG GIRL WHO NASALIZED SO BADLY THAT HER
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SPEECH WAS UNINTELLIGIBLE SHE HAD CLEFT OF THE POSTERIOR PORTION

OF THE VELUM AND THERE WAS FAULTY UNION OF THE OSSEOUS TISSUE

OF THE HARD PALATE UNDER AN INTACT MUCOSA

IN 1846 DEMARQUAY EXHIBITED DISSECTION IN WHICH THERE WAS

CLEFT OF THE VELUM AND CLEFT OF THE BONY PALATE WHICH WAS

FILLED WITH FIBROUS TISSUE AND COVERED WITH INTACT MUCOSA

HENRI WINTERS OF UTRECHT UNIVERSITY CONSIDERS GUSTAV

PASSAVANT THE RIGHTFUL CLAIMANT OF PRIORITY FOR DESCRIBING CON

GENITAL VELOPHARYNGEAL INCOMPETENCE IN 1862 PASSAVANT REPORTED

YOUNG FEMALE PATIENT WITH CLEFT LIP AND SPONTANEOUSLY

HEALED SMALL CLEFT IN THE SOFT PALATE WHO THREE YEARS LATER REVEALED

THE VELUM CLOSED BUT BROAD DEEP SUBMUCOUS CLEFT OF THE HARD

PALATE AND OPEN NASAL SPEECH

SHE VISIBLY COULD NOT BRING THE ELUM INTO CONTACT WITH THE POSTERIOR

PHATYNGEAL WALL

IN 1865 PASSAVANT REPORTED MAN WITH SUBMUCOUS CLEFT OF

THE HARD PALATE AN INTACT VELUM SMALL BIFID UVULA AND HEAVY

OPEN NASAL SPEECH FURTHER EVIDENCE SUGGESTING PASSAVANTS GEN

UINE INSIGHT INTO THE TRUE PHYSIOLOGY IS GIVEN BY HIS 1865 USE OF

7NSUFFICIENZ IN CHARACTERIZING OPEN NASALITY IN SPEECH AFTER SURGI

CAL CLOSURE OF CLEFTS OF THE SOFT PALATE

IN 1864 VON LANGENBECK DESCRIBED THREE TYPES OF BONY CLEFTS

WITH THE MUCOSA INTACT CLEFT OF THE VELUM WITH BONY PALATE

ALMOST ENTIRELY ABSENT CLEFT OF THE VELUM AND HARD PALATE IN

WHICH THE FISSURE IN THE BONY PALATE WAS MORC XT THAN IN

THE SOFT TISSUES AND CLEFT OF THE VELUM ASSOCIATED WITH FINE

SPLIT IN THE MIDLINE OR ON EITHER SIDE OF THE VOMER AGAIN WITH

MUCOSA INTACT

IN 1869 NOTTA REPORTED AN EAROLD GIRL WITH CLEFT UVULA AND

BONY CLEFT TO INCISIVE FORAMEN WITH MUCOSA INTACT WHO SPOKE

WITH DISTINCT NASAL TWANG IN 1870 ULYSSE TR RECOGNIZED THE

ASSOCIATION OF ANTEROPOSTERIOR BREVITY OF THE BONY PALATE AND

NOTCHING OF THE PALATE BONES BUT ATTRIBUTED THE NASAL INTONATION

TO THE ANTEROPOSTERIOR SHORTENING AND LATERAL NARROWING OF THE

HARD PALATE

LERMOYEZ IN 1892 DEFINED LINSUFFLSANCE OR

CONGENITAL VELOPHARYNGEAL INSUFFICIENCY AS DEVELOPMENTAL DIS

TURBANCE WITH HEALTHY MOBILE NORMALLOOKING SHORT VELUM
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WHICH WAS AWAYS ASSOCIATED WITH SUBMUCOUS CLEFT OF THE

POSTERIOR
HARD PALATE AND BIFID UVULA GUTZMANN IN 1899

EXPRESSED DOUBTS AS TO THIS INVARIABLE ASSOCIATION IN 1893 MEARS

OF PHILADELPHIA WAS THE FIRST AMERICAN TO NOTE THIS CONDITION

IN 1907 RICARDO BOTEY OF BARCELONA DEVISED AN OPERATION FOR

CORRECTION OF THE DEFORMITY IT INVOLVED ELLIPTICAL EXCISION OF ONE

OR TWO VERTICAL SECTIONS OF POSTERIOR PHARYNGEAL WALL AND CLOSURE

WITH CONTINUOUS MATTRESS SUTURE AS DIAGRAMED

ADAM BROWN KELLY CHIEF OF THE THROAT AND NOSE CLINIC AT

VICTORIA INFIRMARY IN GLASGOW SCOTLAND WAS DESCRIBED AS BEING

COMBINATION OF MODESTY GENIALITY AND HUMANITY WHO ALWAYS

REMAINED AN UNREPENTANT HE REVELED IN RESEARCH

AND WAS THE FIRST IN 1910 TO COIN THE PH9ASE SUBMZIOUS CLEFT PALATE

HE MADE VERY COMPLETE STUDY OF EIGHT CASES AND 11 CASES OF

WHAT HE DESCRIBED AS MUSCULAR INSUFFLENCY OF THE PALATE IN WHICH

ALL 19 PRESENTED RHINOLALIA APERTA HE ALSO OBSERVED FURTHER 18

SUBMUCOUS CLEFT PATIENTS WITH NORMAL SPEECH MEASURING AND

COMPARING THE HARD AND SOFT PALATE AND THE NASOPHARYNGEAL

UPCNING OF THESE AND NORMAL SUBJECTS HE DECIDED THAT BOTH THE

HARD AND SOFT PALATE WERE SHORT IN SUBMUCOUS CLEFTS KELLY

PUBLISHED SKETCHES TO DEMONSTRATE THE VARIETY OF MISSING PORTIONS
FLJ

OF THE POSTERIOR HAI PALATE HE WAS ALSO THE FIRST TO ACKNOWLEDGE

THAT THERE COULD BE PERNASALIRY IN THE ABSENCE OF THE STIGMATA OF
BIOU

SUBMUCOUS CLEFT PALATE

11
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IN 1922 AND 1923 MILOSLAV SEEMAN OF PRAGUE CONTRIBUTED

SEVERAL PAPERS ON SUBMUCOUS CLEFTS IN 1927 ALEXANDER LIMBERG

OF LENINGRAD INTRODUCED THE TERMS FISSURA OSSEA OCCULTA FOR SUB

MUCOUS CLEFT OF THE HARD PALATE AND FISSURA MUSCULARIS OCCULTA FOR

SUBMUCOUS CLEFT OF THE SOFT PALATE

IN 1933 GEORGE DORRANCE OF PHILADELPHIA IN HIS DESCRIPTION OF

SUBMUCOUS CLEFT PALATE REMARKED THAT THE BONY DEFICIENCY IN THE

POSTERIOR PART OF THE BONY PALATE COULD VARY FROM LARGE VSHAPED

DEFECT TO MERE NOTCH TO NO LOSS OF BONE AT ALL EVEN WITH NO

BONY DEFECT DORRANCE POINTED TO THE SUBMUCOUS CLEFT IN THE

MUSCULAR TISSUE AND IN THE PALATAL APONEUROSIS HE OBSERVED THAT

THE PALATAL MUCOSA WAS ALWAYS INTACT BUT THE VELUM WAS PULLED

FORWARD WITH MARKED SHORTEHING IN THE ANTEROPOSTERIOR DIAMETER

OF THE PALATE HE PRESENTED SKETCH FROM KARL PETER SHOWING

SPLIT UVULA AND HE NOTED THAT THE INSERTIONS OF THE LEVATOR PALATINI

MUSCLES WERE DISPLACED FORWARD AND THUS WERE UNABLE TO RAISE THE

VELUM UPWARD AND BACKWARD TO THE DESIRED POINT OF CONTACT WITH

PASSAVANTS CUSHION FOR VELOPHARYNGEAL CLOSURE

IN 1954 JAMES CALNAN WHILE AT OXFORD WROTE LEARNED

TREATISE ON SUBMUCOUS CLEFT PALATE HE NOTED THE VARYING DEFI

CIENC IN THE BONE OF THE POSTERIOR EDGE OF THE HARD PALATE THE

MOBILE BUT MARKCDLY SHORTENED ELUM AND THE BIFID UVULA THE

ABSENCE OF MUSCLE UNION AND OF MEDIAN RAPHE DOWNTHE MIDLINE

OF THC ELUM PRESENTED TRANSLUCENT ZONE SEEN IN THE MOUTH

WHEN BEAM OF LIGHT WAS FLASHED FROM ABOVE DURING PHONATION

THIS AREA BROADENED OWING TO THE PULL OF THE TENSOR AND LEVATOR

MUSCLES

CALNAN EXCISED THE SUBMUCOUS CLEFT IN EIGHT CASES AND REPORTED

LACK OF MUSCLE UNION ACROSS THE CLEFT OR POORLY DEVELOPED MUSCLE FIBIES

WHICH LACK ORIENTATION LYING IN MATRIX OF FIBROUS TISSUE MUCOUS GLANDS

MAY PRESENT BETWEEN THE MUSCLE FIBRES

BJ CINCTADIOGIAPHY AS DCSCIIBCD BY ATDTAN AND TUCKEY IN 1951

CALNAN STUDIED THE SUBMUCOUS CLEFT PALATE DURING SPEECH AND

FOUND THAT THE VELUM FAILED TO OCCLUDE THE NASOPHARYNGEAL

ISTHMUS WHEN IT SHOULD BUT ITS MOBILITY AND DEGREE OF ELEVATION

WERE NOT MARKEDLY IMPAIRED THE FAILURE SEEMED TO DEPEND ON THE

SHORTNCSS OF THE VELUM BUT WHEN THE POSTETIOR PHARYNGEAL WALL

CAME FORV ARD THE VELUM MOVED UP ARD AND OCCLUDED THE APER
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TURE AT MUCH LOWER LEVEL THAN NORMAL

CALNAN WAS QUITE DOGMATIC ABOUT TREATMENT

IN OUR EXPERIENCE THERE IS ONLY ONE TREATMENT FOR SUBMUCOUS CLEFTS WITH

RHINOLALIA AND THAT IS SURGICAL EXCISION OF THE SUBMUCOUS PORTION OF THE CLEFT

AND VY RERROPOSITIUN
THE SOFT PALATE ON THE LINES DESCRIBED BY KILNER

IF NORMAL SPEECH DOES NOT DEVELOP IN THREE MONTHS SPEECH

THERAPY IS BEGUN OUT OF 17 CASES 15 ACHIEVED NORMAL SPEECH OF

THE TWO REMAINING CASES ONE WAS SUCCESSFULLY TREATED WITH

HYNES PHARYNGOPLASTY AND IN THE OTHER HYNES PROCEDURE WAS

PLANNED CALNANS STAND ON SUBMUCOUS CLEFT IN INFANCY IS OF

INTEREST

THE CORRECT RIME AT WHICH TO TREAT WITH SUBMUCOUS CLEFT AS WITH

OBVIOUS CLEFT PAL RE IS AT OR ABOUT ONE YEAR OF AGE BEFOTE THE DEVELOPMENT

OF SPEECH AS HAS BEEN MENTIONED PATIENTS ARE NOR SENT FOR TREATMENT OR

DIAGNOSIS UNTIL MUCH OLDER THIS IS DUE TO FAILURE OF DIAGNOSIS WHICH COULD

BE IMPROVED ALL PATIENTS WITH CLEFT LIP SHOULD TECEIVE RHOTOUOT EXI MMA

TION OF THE PALATE IF SUBMUCOUS CLEFT CAN HE DIAGNOSED WITH CONFIDENCE

THEN THE TARIONAL RREARMCNR IS TO EXCISE THE FIBROUS CLEFT AND RETROPOSE THE

PALATE

SIX PATIENTS WITH THIS CONDITION HAVE BECN SCEN AND TREATCD IN INFANCN IN

THIS DEPAIRMENT FOUR NOW HAN NORMAL SPEECH ITHOUR THE NEERL FOR

SPCECL TRAININA THE RERNAININP SEEM TO HE DEN ELOPING NORMAL HAB T21K

IN 1965 WILLIAM PORTERHELD AND JOHN TRABUC OF CO

LURNBUS OHIO ENDORSED CALNANS CLASSIC TRIAD OF BIJ UVULA

MIDLINE SOFT PALATE MUSCLE SEPARATION WITH INTACT MUCOSA AND

MIDLINE NOTCHING IN THE POSTERIOR EDGE OF THE BONY PALATE AS

PREREQUISITES FOR DIAGNOSIS OF SUBMUCOUS CLEFT PALATE THEY RE

PORTED 18 SUBMUCOUS CLEFT PALATE CASES OUT 505 CLEFT PALATE

PATIENTS AND MADE RECOMMENDATIONS AS TO WHAT TO DO

IN VIEW OF OUR EXPERIENCE OF DELAY IN SEEING THESE CASES AND INFERIOR SPEECH
WILLIAM PMTEIIELD

TESULTS XE ADVOCATE THE FOLLOWING RECOGNITION OF THIS DEFECT IN EARL

INFANCY BY THE INITIAL EXAMINING PH SICIAN SURGICAL REPAIL AT 10 TO 18

MONTHS BY THE PUSHHACK TECHNICJUE

DIAGNOSTIC AIDS

IN 1966 SEVERAL PUBLICATIONS DEALT WITH SUBMUCOUS CLEFT PALATE

PAYING SPECI2L ATTENTION TO DIAGNOSIS AND ITS GUICLC LO SURGERY
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PREVIOUS TECHNIQUES USED FOR DIAGNOSIS OF SUBMUCOUS CLEFT PALATE

HAD RANGED FROM OLINS PALPATION OF THE BONY DEFECT TO VAN

RIPERS USE OF RADIOGRAPHY RAYMOND MASSENGILL DEDICATED

SPEECH PATHOLOGIST AT DUKE UNIVERSITY WHO RAISES ROSES AND

TENNESSEE WALKING HORSES WAS STIMULATED IN 1966 TO DEVISE

SIMPLE LIGHT INSTRUMENT WITH AN EXTENSION TO BE PASSED INTO THE

NOSTRIL AND OVER THE NASAL SIDE OF THE PALATE THE LIGHT PENETRATION

OF THE SUBMUCOUS CLEFT IS STUDIED BY ORAL PHOTOMETRY WITH

PHOTOCELL PLACED UNDER THE PALATE READINGS ESTABLISH THE EXTENT

RAJMOND A1AI OF THE SUBMUCOUS CLEFT VARIATIONS OF THIS OVERT DIAGNOSTIC TECH

NIQUE PRESENTED IN PLASTIC AND RECONSTRUCTIVE SURGEIY ARE USED IN

MANY CVINICS TODAY

IN 1967 THOMAS REES WOODSMITH SWINYARD AND

CONVERSE OF NEW YORK UNIVERSITY STUDIED 12 SUBMUCOUS CLEFT

PALATE CASES WITH ELECTROMYOGRAPHY AND DIAGRAMED THE TYPICAL

ZONE DOTTED REGION OF ABSENT TO DIMINISHED ELECTRICAL ACTIVITY

THEY REPORTED IN PLASTIC AND RECONSTRUCTIVE SURGE

ELECTIORNYOGIAPHY IS USEFUL DIAGNOSTIC ADJUNCT IN THE SUBMUCOUS

CLEFT PALATE

ELECTROMVOGRAPHIC OF THE MUSCLE CLEHCIEN IN THE SUB

MUCOUS CLEFT PALATE CAN C1 AS UICLE TO THE SUI GEON IN SELECTING THE

APPTOPLIATE WIDTH OF NONFUNCTIONING SOFT PALATE TO HE EXCISED

THE MUSCLE DEFLCIENCN PIESCNT IN THE SUBMUCOUS CLCFT PALATE WOULD

SCEM TO ATRANT THC ADDITION OF MUSCLE TISSUE AS COMPONCNT PAIT OF THE

LEPAIR PHAN NGCAL FLAP HELPS TO ACHIES THIS OHJECTI

INDEED THEIR BEST SPEECH RESULTS THEY FOUND OCCURRED IN THE

TWO VEAUWARDILL PUSHBACK OPERATIONS WITH SUPERIOR PHARYN

GEAL FLAP ADDED

IN 1979 RANDALL MICHEL BAYLIN HALL

PIPKIN AND HUDSON OF DUKE UNIVERSITY REPORTED PALATAL

TUMUGRAPHY TO BE OF BENEFIT IN DIAGNOSIS OF OEEULT HARD PALATE

DEFECTS ALTHOUGH NOR ADVOCATING WIDE CLINICAL USE OF THIS TECH

NIQUE THE NOTED

NINE OF THE PATIENTS SN CTC FOUND TOMOGRAPHY TO HAVE PALATAL DEFECTS

THAT HAD NO BEEN DETECTED EITHER BY CINELADIOGLAPHN OR BY CLINICAL INS ESTI

GATION INCLUDING PHS SICAL EXAMINATION OF THE PALATE
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DEFINING SA4

IN 1970 GEORGE CRIKELAIR STRIKER AND COSMAN OF THE

COLLEGE OF PHYSICIANS AND SURGEONS COLUMBIA UNIVERSITY NEW

YORK PRESENTED PROVOCATIVE STAND AGAINST LIMITING THE DIAGNOSIS

OF SUBMUCOUS CLEFT PALATE TO CALNANS TRIAD THEY STATED

ACTUALLY THERE IS NO SUCH SINGLE GROUPING OF FINDINGS THAT CAN BE DEFINED AS

SUBMUCOUS CLEFT PALATE

AS TECOGNIZED BY THE CLASSICAL AUTBOTS FROM VON LANGENBECK THROUGH

DORRANCE THERE IS VARIETY OF SUBMUCOUS DEFECTS IN WHICH SUBMUCOUS

ZONE EITHER LARGE OR SMALL IS PRESENT TOGETHER WITH OR RAREIN WITHOUT AN

ACTUAL CLEFTWHICH IN TURN WHEN PRESENT MAY BE LARGE OR SMALL THE

SUBMUCOUS AREA MAY BE IN THE HARD PALATE THE SOFT PALATE OR BOTH THE

PALATAL BONY DEFECT MAY VARY FROM NEAR TOTAL ABSENCE TO APPARENT NORMALITY

WITHOUT EVEN NOTCHING OF THE POSTERIOR MARGIN THIS WIDE SPECTRUM OF

ANATOMICAL APPEARANCES IS BORNE OUR IN OUR EXPERIENCE THE ONLY CONSTANT

FEATURE OF THE SUBMUCOUSCLEFT PALATE IS THE PRESENCE OF SUBMUCOUSZONE

THEY PRESENTED THEIR STAND DIAGRAMATICALLY IN PLASTIC AND RE

CONSTRUCTIVE SURGEIY WITH THE DOTTED AREA BEING THE SUBMUCOUS

ZA

10

11 12 13

16 18 19
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DEFECT THE DASHED LINE THE POSTERIOR EDGE OF THE HARD PALATE AND

THE DASHED AND DOTTED LINE THE NORMAL OUTLINE OF THE ALVEOLAR

RIDGE OR POSTERIOR EDGE OF THE HARD PALATE OR THE POSTERIOR EDGE OF

THE VELUM

CRIKELAIRS TEAM WITH SURGICAL EXPERIENCE OF 20 SIGNIFICANT

SUBMUCOUS CLEFT PALATE CASES OPPOSED THE ACCEPTED DOGMA OF

EXCISION OF THE SUBMUCOUS ZONE AND PALATE PUSHBACK

WHEN THE SUBMUCOUS AREA IS LARGE ITS EXCISION MAY LEAVE LITTLE TISSUE FOR

PALATE CLOSURE OF ANY KINDAND PREDISPOSE TO BREAKDOWN AND FISTULA FORMA

TION ON THE OTHER HAND IT IS CLEAR THAT SIGNIFICANT SUBMUCOUS DEFECTS ARE

NOT ALWAYS ASSOCIATED WITH SHORT SOFT PALATES ANDOR SHORT HARD PALATES

CONSEQUENTLY THE INSISTENCE ON PUSH HACK PROCEDURE IN ALL CASES IS HARD TO

JUSTIFY

OUR EXPERIENCE DEMONSOARES THAT GOOD SPEECH RESULTS MAY BE ACHIEVED

WITHOUT EXCISION OF THE SUBMUCOUS SECTION OF THE DEFECT ANDOR WITHOUT

PUSHBACK PROCEDURE WHERE THE PALATE DOES APPEAR TO BE SHORT PRIMARY

PHARYNGEAL FLAP MAY BE USED WITHOUT SUBMUCOUSZONE EXCISION WHETE THE

SUBMUCOUS PORTION IS SMALLER NARROWER AND IN THE SOFT PALATE AND WHERE

THE PALATE SEGMENTS ARE AMPLE EXCISION AND SIMPLE VON LANGENBECK

CLOSURE CAN GIVE GOOD RESULTS ITIS THUS POSSIBLE TO APPROACH THERAPY IN

EACH INSTANCE OF SUBMUCOUS DEFECT FREELY

IN 1969 1970 AND 1974 JOHN HOOPES AND OTHERS OF JOHNS

HOPKINS UNIVERSITY CONFIRMED CINERADIOGRAPHX THE EARLY FIND

ING OF DORRANCE THAT THE ANATOMICAL DEFECT IN SUBMUCOUS CLEFT

PALATE WAS THE INSERTION OF THE LEVATOR PALATINI MUSCLES TOO FAR

FORWARD TO ELEVATE THE SOFT PALATE EFFECTIVELY 1LE DEFINED THE

FACTORS RESPONSIBLE FOR VELOPHARYNGEAL INCOMPETENCE IN SUBMU

COUS CLEFT PALATE AS SHORT SOFT PALATE AND AN ANTERIORLY

DISPLACED LEVATOR INSERTION THE MORE ANTERIOR THE LEVATOR INSER

TION THE GREATER THE VELOPHARYNGEAL INCOMPETENCE

ASYNIPORNATIC SILL CF

ANOTHER SURGEON INTERESTED IN SUBMUCOUS CLEFT PALATE IS

WEATHERLEYWHIRE OFDENVER WHOSEEMS TO SPEND MOST OF HIS FREE

TIME IN THE AIR BORN IN INDIA INTO THIRDGENERATION INDIAN MEDI

CAL SERVICE FAMILY HE SERVED AS PARATROOPER IN THE 82ND AIR

BORNE DIVISION WAS ONCE UNITED STATES NATIONAL INTERCOLLEGIATE

II SKY DIVING CHAMPION AND IS NOW LEARNING TO FLY AEROBARICALLY

CHIS IU HIS FIRST CONTACT WITH PLASTIC SURGERY WAS THROUGH SIR ARCHIBALD
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MCLNDOES VISIT TO THE RAF HOSPITAL AT HOLTON AND HE LATER

TRAINED WITH RICHARD STARK IN NEW YORK

IN 1972 CHRIS WEATHERLEYWHITE SAKURA BRENNER

STEWART AND OTT OF THE UNIVERSITY OF COLORADO FOUND NINE

SUBMUCOUS CLEFT PALATE CASES IN STUDY OF 10836 COLORADO SCHOOL

CHILDREN IN THE DENVER AREA THIS PRESENTED AN INCIDENCE OF

11200 BUT ONLY ONE CHILD HAD MILDLY ABNORMAL SPEECH AND IT

WAS CORRECTED BY THERAPY ALONE IN THESE AND 52 OTHER SUBMUCOUS

CLEFT PALATE PATIENTS REFERRED THE COMBINATION OF RELATIVELY SHORT

PALATE WITH LESSENED MOBILITY AND DEMONSTRABLE EASY FATIGUE WITH

EFFORT WAS NOTED SPEECH PROFICIENCY WAS NOT RELATED TO THE DEGREE

OF MUSCULAR CLEFTING ONLY FOUR PATIENTS HAD SURGERY AND THIS

INVOLVED THE COMPLETE EXCISION OF THE DIASTASIS QZONA PELLUCIDA

COMBINED WITH PHARYNGEAL FLAPS IN ALL PLUS VEAUWARDILL PUSH

BACK IN TWO HYPERNASALITY WAS CORRECTED IN THREE AND IMPROVED

IN ONE

WEATHERLEYWHITE WROTE IN 1976

IN OUI EPIDEMIOLOGICAL STUDIES ON SUBMUCOUS CLEFT PALATE AM CONSTANTLY

REINFORCED IN OUR INITIAL PREMISE BY THE FACT THAT SEE SO MANY LSYMPTOMAT1C

SUBMUCOUS CLEFT PALATES MY APHOTISM CONCERNING THIS LESION

FEOWAI CHILDREN WITA SUBMUCOZIT RAFT PAATE VERA 6AREFUY WITH FREQUENT ROUTINE

AIXECH EZALUATIONI SURGERY SHOULD HE DONE IF THCIC INC SIGNS OF ELOPHAN NGCAL

NNCON THIS SHOULD OBVIOUSLY BE DONE AS SOON AS THE DIAGNOSIS IS

MADE TO PREVENR NEUROLOGICAL PATHWAYS BECOMING STRARIFLED AND CAUSING

PENSISRENCE OF THE SPEECH PROBLEM

IN 1973 RAYMOND MASSENGILL PICKRELL AND ROBINSON OF

DUKE UNIVERSITY REPORTED ON COMPARISON OF 12 SUBMUCOUS CLEFT

PALATE PATIENTS WITH RANDOM GROUP OF 12 POSTOPERATIVE CLEFT

PALATE PATIENTS THE GROUPS WERE MATCHED ACCORDING TO AGE AND

SEX AND ALL HAD SOME TYPE OF PUSHBACK PROCEDURE WITH WHAT WAS

PRESUMED TO BE ADEQUATE LENGTH EITHER VEAU DORRANCE

DURRANEC WITH AN ISLAND FLAP WARDILL OR WARDILL WITH AN

ISLAND FLAP IN THEIR SMALL SERIES THE SUBMUCOUS CLEFT PALATE

PATIENTS HAD HIGHER PERCENTAGE OF VELOPHAR NGEAL INCOMPETENCE

THAN THE CONTROLS THIS WAS PARTIALLY EXPLAINED BY THE LATER

DIAGNOSIS OF THE PATIENTS AFTER THEY PRESENTED SPEECH PROBLEMS
AND RESULTANT GREATER PALATAL HEIGHT IN THE CONTROL THAN IN THE

SUBMUCOUS CLEFT PALATE GROUPS
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ALETHODS OF TREATING SMCP

IN 1970 JOHN HOOPES WITH DELLON FABRIKANT AND

SOLIMAN OF JOHNS HOPKINS UNIVERSITY SUGGESTED

THE PROCEDURE OF AN ISLAND FLAP PUSHBACK ALONE HAS PROVED DISAPPOINTING IN

THE MANAGEMENT OF SUHMUCOUS CLEFT PALATE FOR WHICH REASON THE COMBINED

PROCEDURE ISLAND FLAP AND PHARYNGEAL FLAP IS UTILISED THE DIFFERENCE IN THE

TYPE OF CLOSURE OBTAINED WITH AN ISLAND FLAP PUSHBACK VERSUS PHARYNGEAL FLAP

IS ESSENTIALLY THE DIFFERENCE BETWEEN ACTIVE AND PASSIVE CLOSURE RESPECTIVELY

THEY REASONED THAT IN ADDITION TO THE INCREASE IN ACTIVE CLOSURE

ACHIEVED WITH THE POSTERIOR DISPLACEMENT OF THE LEVATOR MUSCLES

BY THE ISLAND EXTRA PASSIVE AID WAS GIVEN BY THE TETHERING OF THE

PHARYNGEAL FLAP

IN 1974 CULFJ CHONG AND CRAMEROF TEMPLE UNIVERSITY

STATED THAT ONE OF THE IDEAL CANDIDATES FOR THE DOUBLE SANDWICH

ISLAND FLAPS WAS THE SUBMUCOUS CLEFT PALATE PATIENT AND REPORTED

10 CASES SO TREATED THEY WROTE

IN CASES OF SUBMUCOUS CLEFT WITH SIGNIFICANT SEPARATION OF THE LEVATOR

MUSCLES THE MUSCLE BUNDLES ARE EASIL APPROXIMATED THROUGH THE RRANS ERSE

INCISION AT THE JUNCTION OF THE HARD AND SOFT PALATE

IX INNES OF NORWICH ENGLAND TRAINED BY KILNER AND PEET

AND INFLUENCED BY THE WORK OF CALNAN IS CONINCED THAT EATLY

CLEFT PALATE CLOSURE IS IDEAL AND IS CONCERNED THAT SUBROUCOUS CLEFTS

ESCAPE DETECTION HE WROTE IN 1976

MOST OF THE PATIENTS DO NOR IEACH ME UNTIL EAR OR TWO AFTER THEY HAVE

GONE TO SCHOOL THIS CONDITION IS STILL TOO OFTEN DIAGNOSED MUCH TOO LATE

WITH THE RESULT THAT THE UNFORTUNATE CHILD IS GREATLY HANDICAPPED

THE EDUCATIONAL AND PSYCHOLOGICAL PROHLEMS OF LATE DIAGNOSIS ARE BY

THEMSELVES BAD ENOUGH BUT THERE ARE IN ADDITION PHYSICAL PROBLEMS THE SOFT

PALATE ELEMENTS IN SUCH PATIENTS ARE VERY POOR AND UNDERDEVELOPED THE

STANDARD KILNER WARDILL OPERATION IS PROBABLY ADEQUATE FOR CHILDREN WITH

SUBMUCOUS CLEFTS WHO ARE PRESENTED FOR OPERATION AT ABOUT THE AGE OF ONE

YEAR BUT IF THERE IS ANY DOUBT ABOUT THE RESULT OF THIS OPERATION BY ITSELF AN

ISLAND FLAP CAN HE EASILY INTRODUCED FOR OLDER PATIENTS THE KILNER

WARDILL OPERATION IS NOR ADEQUATE SOMETHING MORE IS REQUIRED BECAUSE IN

SUCH PATIENTS THE PHARYNX ILL HAVE BECOME EXCESSIVELY LARGE THE PHAR NX

SEEMS TO GROV TOO WIDE AND TOO DEEP WITHOUT THE INFLUENCE OF PROPER PALARAL

MUSCLE ACTION IN THE FRONT OF THE PALAROPHAR ISTHMUS
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IN THESE CASES JNNES ADVOCATED THE COMBINATION OF PUSHBACK

PROCEDURE AIDED BY AN ISLAND FLAP AND COMPLEMENTED WITH REDUC

TION OF THE PHARYNX BY THE HYNES PHARYNGOPLASTY

IN 1975 IN THE CLEFT
PALATE JOURNAL KAPLAN OF STANFORD

UNIVERSITY NOTED THAT THE CLASSIC SUBMUCOUS CLEFT PALATE WITH

CALNANS TRIAD REPRESENTS THE OBVIOUS OVERT PHYSICAL SIGNS OF AN

UNDERLYING ANATOMICAL ABNORMALITYTHE INSERTION OF THE LEVATOR

AND OTHER PALATE MUSCLES ONTO THE HARD PALATE INSTEAD OF FORMING

SLING ACROSS THE MIDLINE HE STATED

AS RESULT OF THIS MUSCLE MALPOSITION VELAR FUNCTION MAY BE ABNORMAL AND

XELOPHARYNGEAL INCOMPETENCE MAY RESULT WE NOW RECOGNIZE THAT MUSCLE

MALPOSITION CAN OCCUI IN TH ABSENTE OF THE TRIAD OF OVERT SIGNS THIS WN
DITION IS DESIGNATED OCCULT SUBMUCOUS CLEFT PALATE

XJE BELIEVE THAT ISOLATED CLEFT OF THE SECONDARY PALATE SUBMUCOUS CLEFT

PALATE AND OCCULT SUBMUCOUS CLEFT PALATE ARE VARIATIONS IN EXPRESSION OF THE

SAME EMBR OLOGIC DISORDE HOWEVER WE WOULD EXCLUDE CLEFT PALATE

ASSOCIATED WITH CRANIOSTENOSIS ANCHIAL ARCH SYNDROMES MANDIBULAR

MICROGNATHIA MND CLEFT PALATE WITH CLEFT LIP BECAUSE THEY ARE

PROBABB EMBRYOLOGICALLY DISTINCT CONDITIONS

KAPLAN REVIEWED 250 CASES OF VELOPHARYNGEAL INCOMPETENCE

WITHOUT CLEFT LIP OR CLEFT PALATE AND IDENTIFIED 41 CASES OF CLASSIC

SUBMUCOUS CLEFT AND 23 CASES OF OCCULT SUBMUCOUS CLEFT HERE ARE

HIS DIAGNOSTIC AIDS

FACIAL FEATURES SUGGESTIVE OF OCCULT OR CLASSIC SMCP

MAXILLARY HYPOPLASIADISH FACE 75
LIP CONTOUR DEFORMITY AT VERMILION BORDER WING

75
DROOPING OF ORAL COMMISSURE 25
DYNAMIC FACIAL MUSCLE ABNORMALITY 25
PARANASAL BULGEHORIZONTAL

LATERAL LIP BULGEVERTICAL

HYPOANIMATION FACE OR EXPRESSION

EXTERNAL EAR ABNORMALITY FLAT ARC OF SUPERIOR HELIX 10
ALVEOLAR ARCH ABNORMALITIES

CEPHALOMETRIC STUDIES REVEALED THAT IN 90 OF PATIENTS THE

HARD PALATE LENGTH WAS LESS THAN AVERAGE BUT WITHIN ONE

STANDARD DEVIATION OF NORMAL IN 75 NASOPHARYNGEAL DEPTH

WAS GREATER THAN AVERAGE AND ONLY 10 FELL MORE THAN ONE
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STANDARD DEVIATION AWAY FROM NORMAL BUT IN 90 THE SOFT

PALATE WAS SHORT BY ONE STANDARD DEVIATION AND 75 WERE

SHORT BY TWO STANDARD DEVIATIONS

CINEFLUOROGRAPHIC STUDIES WERE RECOMMENDED TO CONFIRM

VELOPHARYNGEAL INCOMPETENCE AND TO HELP DETERMINE NEED

FOR THERAPY OR SURGERY

KAPLAN NOTED

ULTIMATELY HOWEVERTHE DEFINITIVE DIAGNOSIS IS DEPENDENT UPON THE INTRA OPERATIVE

EXPLORATION OF THE SOFT PAATE MUSCLES

HE THEN ELABORATED

MIDLINE INCISION EXTENDS FROM THE DISTAL CENTIMETER OF THE HARD

PALATE TO THE PROXIMAL CENRIMERER OF THE SOFT PALATE

JII THE ORAL MUCOPERIOSREUM IS LIFTED LATERALLY WITH PERIOSREAL ELEVATOR

AND THE ORAL MUCOSA OF THE SOFT PALATE IS DISSECTED SHARPLY WITH SCISSORS

EXTREME CARE MUST HE TAKEN TO AVOID CUTTING INTO THE MUSCLE OR

DAMAGING THE

HE ADMITTED TO GREAT VARIATION OF LEVAROR MUSCLE INSERTION BUT

NOTED THAT 75 TO 90 PERCENT OF THE LEVATOR MUSCLES INSERTED ON THE

BONE WITH SOME MUSCLE MEETING IN THE MIDLINE

KAPLAN OUTLINED HIS SURGICAL APPROACH

IF THE DIAGNOSIS OF OCCULT SUHMUCOUSCLEFT PALATE IS NOR CONFIRMED IE
MUSCLE ANATOMY IS NORMAL THE FOLLOWING PLAIN IS GENERALLY FOLLOWED

PATIENTS WITH NORMAL PALATE MOHILIRY RERROPHARYNGEAL IMPLANT

PATIENTS WITH PALATE PARESIS OHRURARING PHARYNGEAL FLAP

TAL MUCOSA

QIAL
USHBACK VY

NIUCOPCIIOOCAL LJ CBNIPUIBBACK

INCISION

ASAL MUCOSA

INCISION IN 94 AND LCVATORS

NASAL RNUCOSA

AND ROTATED

UNIT

PHAIVNGEAL FLAP

TO LINE RAW SURFACE

OF PUSHBACK

LCATOI

LB

MUSCLE
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IF THERE IS AN OCCULT SUBMUCOUS CLEFT WE HAVE RECONSTRUCTED THE

PALATE BY LEVATOR MUSCLE RECONSTRUCTION PALATE PUSHBACK AND

HIGH SUPERIORLY BASED PHARYNGEAL FLAP INSERTED INTO THE RAW SURFACE OF

THE NASAL SIDE OF THE PALATE

THIS IS THE METHOD DESCRIBED IN 1965 BY DIBBELL LAUB JOBE

AND CHASE APPLIED TO OCCULT SUBMUCOUS CLEFTS BY KAPLAN WITH

THE ADDITION OF RECONSTRUCTION OF THE LEVATOR MUSCLE SLING

IN 1975 MINAMI KAPLAN WU AND JOBE OF STANFORD UNIVER

SITY REPORTED FINDING THAT 44 PERCENT OF SUBMUCOUS CLEFT PALATE

PATIENTS WITH VELOPHARYNGEAL INCOMPETENCE HAD DECREASED PALATAL

MOBILITY ON LATERAL CINERADIOGRAPHY THEY ALSO POINTED TO THE

TETHERING EFFECT OF THE ABNORMAL LEVAVOR INSERTIONS INTO THE POS

TERIOR HARD PALATE AS THE KEY DEFECT IN SMCP AS THEY WROTE

THE LEVATORS CONTRACT ISOMETRICALLY AGAINST AN IMMOBILE INSERTION THUS THEY

MAY APPEAR TO BE PARETIC

THEY ALSO REPORTED FOUR PATIENTS WITH NONE OF THE CLASSIC

ROLAND ALINAMI

FINDINGS OF SMCP AFTER PALATAL EXPLORATION REVEALED IN EACH

CASE VERY SMALL BONY NOTCH UNMISTAKABLE ABNORMAL LEVATOR

PALATINI INSERTIONS INTO THE POSTERIOR BORDER OF THE HARD PALATE AND

DIMINISHED PALATAL MOBILITY

TREATMENT AS POINTED OUT BY WEARHERLE WHITE NORMAL

SPEECH WILL DEVELOP WITHOUT ANY TREATMENT IN ABOUT 90 PERCENT OF

SMCP PATIENTS MAKING EARLY TREATMENT INADVISABLE FOR CASES THAT

DO COME TO SURGERY THE STANFORD GROUP ADVOCATES AS STANDARD

PROCEDURE PUSHBACK TO CORRECT THE SHORT PALATE AND RELEASE THE

ABNORMAL LEVATOR ATTACHMENTS AND SUPERIORLY BASED PHAYNGEA FLAP

TO LINE THE RAW AREA AND HOLD THE BACKWARD DISPLACEMENT WITH

PARTIAL OBTURATION OF THE VELOPHARYNGEAL GAP TO THIS THEY HAVE

ADDED RECONSTRUCTION OF THE LEVAOR SLING

IN 1976 FRANK ABYHPLM OF OSLO NORWAY REPORTED 47

SUBMUCOUS CLEFT PALATE PATIENTS OPERATED ON AT THE AVERAGE AGE OF

108 YEARS DURING 19O5 TO 1974 ELEVEN HAD HAD TONSILLECTOMY

ANDOR ADENOIDECTOMY PRIOR TO DIAGNOSIS HE NOTED BETTER RESULTS

WHEN THE PATIENT WAS OPERATED ON UNDER YEARS OF AGE AND FROM

HIS EXPERIENCE ADVOCATED VON LANGENBECK OR PUSHBACK PALATE

CLOSURE WITH LEVATOR MUSCLE SLING CONSTRUCTION AND SUPERIORB

BASED PHARYNGEAL FLAP

MEANWHILE PORTERFIELD HAD CONTINUED HIS INTEREST IN THE PALATE
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AND SUBMUCOUS CLEFTS IN 1976 HE RECALLED THE PROBLEMS FACED 20

YEARS AGO AND FELT ENCOURAGED BY THE IMPROVEMENTS THAT HAVE

FOLLOWED

MY VENERABLE OLD CHIEF HAROLD TRUSLER OF INDIANAPOLIS HAD TEPURARION FOR

BEING GRUFF TOUGH OLD FELLOW BUT WHO BENEATH THE SURFACE WAS VERY

GENTLE AND KIND MAN HE WOULD LOOK AT PREVIOUSLY OPERATED PALATE THAT

DEMONSTRATED MUCH SCAR AND IMMOBILITY TURN AWAY AND SAY TO THE GATHERED

AUDIENCE THAT SURGEON JUST HAD BAD PAIR OF HANDS TO ME THIS MERELY

POINTS OUT WHAT HAS BEEN ACCOMPLISHED IN THESE YEARS

THE CANAN CONTROVERSY

ELEVEN YEARS AFTER HIS FIRST PAPER PORTERFIELD WITH MOHIER AND

SANDEL IN 1976 STILL HELD RIGIDI TO CALNANS TRIAD AS REQUIREMENTS

FOR CASE TO BE ADMITTED TO THE INNER SANCTUM OF SUBMUCOUS

CLEFT PALATE IN DIRECT ATTACK

WOULD RAKE ISSUE WITH THE STATEMENTS OF CRIKELAII IN WHICH THEY

DESCRIBED SUBMUCOUS DEFECTS IN ASSOCIATION WITH OVERT CLEFT PALATE DEFORMI

TIES AND DESIGNATED THAT DEFORMITY ALSO AS SMCP NE FEEL THE STRICT CRITERIA

OF CALNAN ARE VALID ONES FOR DELINEATING THE SUBMUCOUS CLEFT PALATE PROBLEM

MEANWHILE PORTERFIELD BECAME AWARE THAT PUSHBACK AT 16 TO

18 MONTHS WAS NOT SUFFICIENT TREATMENT OF SMCP HE BEGAN

BACKTRACKING WITH AN INK HAD HARDLY DRIED CCX ISION SUGGESTING

IN 1976 THAT PRIMAR PHARYNGEAL FLAP OR SUPERIORLY BASED

PHARYNGEAL FLAP COMBINED XXITH VON LANGENBECK PALAROPLASRY IF

THE PALATE SEEMED SHORT WOULD BE MORE EFFICACIOUS PROCEDURE

THIS OF COURSE EXCITED 1977 LETTER TO THE EDITOR FROM

CRIKELAIR AND COSMAN TO PORTERFIELD IN REFERENCE TO SUBMUCOUS

CLEFT PALATE DIAGNOSIS AND TREATMENT EXCERPTS FIOM THE LETTER

FOLLOW

JR IS SIMPLE FACT THAT SUBMUCOUS DEFECTS CAN OCCUI IN THE HARD PALATE

WITHOUT ANY INVOLVEMENT OF THE SOFT PALATE IT HAS ALSO BEEN OBSERVED THAT

EXRCNSIV SUBRNU DCFCCRS IN THE HARD AND SOFT PALATE MAY COEXIST WITH

CLEFTS OF THE SOFT PALATE CONSIDERABL LARGER THAN MERE BIND UVULA SUCH

CASES HAVE BEEN AMPLY DOCUMENTED CRIKELAIR ER AL ROUX DEMARQUAY

TR6LAR AND VEAU WHAT NAME COULD ONE GIVE TO THESE DEFECTS IF NOR

SUBMUCOUS CLEFT PALATE

THE RESRRICRI CLITEIIA OF CALNAN SERVE TO PEIPERUARE THE VIEW THAT

SUBMUCOUS CLEFT PALATE IS NVHOLLY DIFFERENT ENRIR FROM CLEFT PALATE RATHER

THAN ONE OF IRS MANIFESTATIONS THIS CONCEPT HAS LED CALNAN PORRERHELD AND
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OTHERS TO THE TOO SEVERE STRICTURE CONCERNING THE NECESSITY FOR EXCISION OF THE

SUBMUCOUS PORTION OF THE DEFECT VIEW WHICH DR PORRERFIELD AND HIS

COLLEAGUES NOW AGIEC
IS IN ERROR

IT WOULD HAVE BEEN GENELOUS OF DR PORRERFIELD ET ATO HAVE POINTED THIS

OUT AND TO HAXE INDICATED AS THEY NOW ALSO SHOW GOOD SPEECH MAY HE

ACHIEVED BY THE SIMPLE ADDITION NF PHARYNGEAL FLAP RC THE SUBMUCOUS CLEFT

PALATE WITHOUT ANY OTHER MANIPULATION

PORTERFIELDS 1977 REPLY TO THE CRIKELAIRCOSMAN LETTER ENDED

MY PRINCIPAL REASON FOR DISAGREEING WITH THEM IS HOWEVER SIMPLY THAT

OF BEING PURIST THINK THAT THE ORIGINAL DESCRIPTION OFCALNAN SHOULD BE

RETAINED THAT IT SHOULD NOT BE CONFUSED BN EXTRANEOUS MODIFICATIONS

TO THROW ANOTH DIMENSION INTO SUBMUCOUS CLEFT PALATE

RIRA OF PRAGUE STATED IN 1977

ALL OUT 105 PATIENTS WITH SUBMUCOUS CLEFT MANIFESTED MEDIAL CLEFT PALATE

VITH VOMER IN THE CENTIAL LINE THE WIDER THE CLEFT IN THE PALATAL PLATES

THE GREATER THE PARTING OF THE ELAT MUSCLES AND THE SUBSTITUTING ATTACHMENTS

OF THESE MUSCLES TO THE PALATAL PLATES ARE FUNCTIONALLY LESS VALUABLE EVERY

FOURTH PATIENT WITH SUBMUCOUS CLEFT WAS AFFLICTED WITH THE SYNDROME OF

DEVE1CPMENR SHORTENING OF THE PALATE SPECIAL PHYSIOGNOMY WITH STRIKING

HPOMIMIA AND DECREASED INTELLECT

SIMPLER APPROACU

DENNIS WALKER OF JOHANNESBURG WHO DEVISED DIFFERENT AP

PROACH THE ARIOUS SUBMUCOUS CLEFT PALATE PROBLEMS REMEM

BERED VISIT TO THE THEATER AT B19 HARLEX STREET WHEN GILLIES IN

MISCHIEVOUS MOOD CALLED THROUGH TO SIR ARCHIBALD MCLNDOE IN

THE NEXT ROOM TO ASK WHETHER WALKER MIGHT WATCH HIM WORK

MCLNDOE SAID YES OF COURSE AND THEN THE WICKED OLD MAESTRO ENGAGED MS

ATTENTION SO THAT WAS FORCED TO STAX XS ITH HIM UNTIL MCLNDOE LOOKED AT ME

SIDEWAJT WHEN EVENTUALLI WENT TO WATCH HIM

WITH TOUCH OF GILLIES FLEXIBILITY WALKER DESIGNED HIS ATTACK

ON WHAT HE CONSIDERED THE SPECIFIC PROBLEMS OF THE SUBMUCOUS AT

JUNCTIONCLEFT LEAVING THE UVULA WHEN NOT BIFID INTACT
HAID SOFT

DIISLOLKOLFLPICTLCONGENITAL ILAP PALATE HOLES
AT SUSULI

DEFECTS AFFECTING OUB THE HARD PALATE ARC AMONG THE RAREST FOUND

IN CLEFTS THEN APPEAR AS AL HOLES IN THE MIDLINE NOT USUALLY
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EXTENDING THE WHOLE LENGTH OF THE PALATE PLATES THEIR OCCURRENCE

IS USUALLY THOUGHT TO BE CONNECTED WITH SUBMUCOUS CLEFT

EVIDENTLY THERE ARE EXCEPTIONS

IN 1966 LYNCH LEWIS AND BLOCKER OF THE

UNIVERSITY OF TEXAS GALVESTON REPORTED CASE OF CAUCASIAN

MALE WITH MODERATELY WIDE CLEFT OF THE HARD PALATE EXTENDING

FROM THE INCISIVE FORAMEN TO THE JUNCTION OF THE HARD AND SOFT

PALATES AND AN UNATTACHED UNDERDEVELOPED VOMER THE ALVEOLUS

WAS INTACT AND THE SOFT PALATE NORMAL WITH MICROSCOPIC SECTIONS

OF ITS MIDLINE REVEALING

MUSCLE FIBERS EXTENDING TO THE MIDLINE HICH INDICATED THAT THE MUSCULAR

PORTION PF THE SOFT PALATE WAS IN FACT NORMALLY DEVELOPED AND DID NOR

IEPRESENT SUBMUCOUS CLEFT

THIS DEFECT THEY FELT WAS NOT EXPLAINED BY ANY MODERN

CONCEPTS OF EMBRYOLOGY

IT IS MORE COMMON HOWEVER FOR THIS HARD PALATE DEFECT TO

ACCOMPANY SUBMUCOUS CLEFT PALATE BOTH TR AND VEAU

SUGGESTED THAT THE PHENOMENON WAS PRENATAL RUPTURE OF

SUBMUCOUS CLEFT EITHER SPONTANEOUS OR ARTIFICIAL AND EN

DORSED THEIR STAND ESTIMATING THE OCCURRENCE OF THE OPENING AT

THE RIME WHEN THE INTRAUTERINE GROWTHOF THE HEAD WAS REACHING

COMPLETION IN 1954 ALNAN PRESENTED ONE OF LHCSC CASES TH

HARD PALATE HOLE ACCOMPANY ING SUBMUCOUS CLEFT PALATE

IN 197 IN PASTIR AND RCONSTRUCTIV 8U MIROSLA PAM OF

CHARLES UNIVERSITY PRAGUE REPORTED FIVE CASES OF CONGENITAL

DEFECTS IN THE HARD PALATE ASSOCIATED WITH TYPICAL COMPLETE SUB

MUCOUS CLEFTS AND IN ADDITION SLIGHTLY UNDERDEVELOPED MAXILLAE

IL AND MARKED HYPOPLASIA OF THE PALATE PLATES

TREATMENT

ONE OF THE CASES REPORTED BY WAS TREATED BY BURIAN IN

1935 WITH MUCOPERIOSTEAL ROTATION FLAP AND INFERIORLY BASED

PHARYNGEAL FLAP

FIIRA HIMSELF USED MORE REFINED APPROACH EXCISION OF THE

MIDLINE SUBMUCOUS CLEFT AREA REVEALED THE FOLLOWING
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ON THE SIDES OF THE EXCISION NUMEROUS CROSSSECTIONED MUSCLE FIBERS ARE

SEEN TOWARD THE MIDLINE THEY BECOME RARE WITH AN OBLIQUE OR LONGITUDINAL

CHANGE IN DIRECTION IN THE MIDLINE HOWEVER THE MUSCLE FIBERS ARE COM

PLETELY ABSENT AND ONE SEES ONLY DENSE CONNECTIVE TISSUE

EMPHASIZED THE IMPORTANCE OF

PROPER RERROPOSITIONING OF THE PALATE AFTER DETACHING THE MUSCLE INSERTIONS

FROM THE POSTERIOR MARGINS OF THE HYPOPLASRIC PALARAL PLATES AND SUTURING

THE MUSCLES IN THE MIDLINE WITH PRIMARY PHAIYNGOFIXATION USING

SUPERIORLY BASED FLAP

PATHOGENESIS OF SUBMUCOUS CLEFT

DYNAMIC DAVID POSWILLO OF THE ROYAL COLLEGE OF SURGEONS OF

ENGLAND RESEARCH ESTABLISHMENT IN DOWNE KENT IN 1974 RE

PORTED AN INTRIGUING STUDY OF EXOGENOUS FACTORS IN THE ETIOLOGY

AND PARHOGENESIS OF COMPLETE AND SUBMUCOUS CLEFT PALATE

SERIES OF PREGNANT MICE WERE GIVEN PHENYTOIN IN PEDIATRIC SUS

PENSION AT THE RATE OF 150 MG PER KILOGRAM BY GASTRIC INTUBATION

FROM DAY 12 TO DAY 16 OF PREGNANCY EXAMINATION OF 100 CONSEC

UTIVE FETUSES AT DAY 185 REVEALED 16 WITH COMPLETE CLEFT PALATE 15

WITH SUBMUCOUS CLEFT PALATE AND 69 NORMAL SERIAL STUDY OF THE

MOUSE FETUSES IN HICH SMCP HAD BEEN INDUCED SUPPORTED THE

HYPOTHESIS OF INTERFERENCE WITH MESODERMAL DIFFERENTIATION

CENTRIPETAL GRADIENT OF DIFFERENTIATION IN THE PALATAL SHELF WAS

DESCRIBED COMMENCING AT THE NASAL FORAMEN AND EXTENDING TO

THE UVULA WHEN THIS GRADIENT WAS DISTURBED BY RERATOGENS AFTER

FUSION OF THE PALATE EITHER SMCP PLUS BIFID UVULA OR BIFID UVULA

ALONE RESULTED THE ANOMALY BEING DETERMINED BY THE STAGE OF

ONSET IN RELATION TO THE ANTEROPOSTERIOR GRADIENT RISK

STUDY OF THC ANIMAL DEFECT HELPED IDENTIFY THE CAUSAL MECHA

NISM IN MAN THE FINDINGS SUPPORTED THE PROPOSAL THAT THE

TERATOGENOSENSIRIVE PERIOD OF PALATOGENESIS IN MAN SHOULD BE

REGARDED AS EXTENDING FRUM EARLY CIINBIYOGTNNCSIS TO ABOUT THE

TWELFTH WEEK OF DEVELOPMENT UNTIL THAT TIME AGENTS CAN ACT TO

INTERFERE WITH THE DEVELOPING PALATAL PLATES AND THE VELAR MESO
DERM IN SUCH WAY THAT SMCP AND BIFID ULA MICROFORMS OF

CLEFT PALATE COULD RESULT
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OTHER CAUSES OF VELOPHARYNGEAL
IN COMPETENCE

IN 1933 IN HIS REMARKABLE BOOK THE OPERATIVE STOIY OF CLEFT PALATE

GEORGE DORRANCE OF PHILADELPHIA DISCUSSED CONGENITAL INSUFFI

CIENCY OF THE PALATE AND CATEGORIZED SIX VARIETIES

NORMAL APPEARANCE BUT INABILITY OF VELUM TO APPROXIMATE THE PHA

RYNGEAL WALL BECAUSE OF ANTEROPOSTERIOR SHORTENING OF THE HARD PALATE AND

VELUM

VELUM NORMAL BUT HARD PALATE SHORT

HARD PALATE NORMAL BUT NELUM SHORT

HAID PALATE NOIMAL BUT SUBMUCOUS CLEFT OF THE VELUM

VELUM NORMAL IN APPEARANCE BUT WITH SUBMUCOUSCLEFT EXTENDING INTO

THE HARD PALATE

PALATE INSURNCIENCY AFTER SUCCESSFUL CLEFT CLOSURE WITH THE VELUM TOO

SHORT TO REACH THE POSTERIOR PHARYNGEAL WALL

DORRANCE NOTED THAT CHILDREN WITH CONGENITAL SHORTENING OF

THE PALATE USUALLY LEARN TO SPEAK LATER THAN NORMAL CHILDREN OR

SPEAK INDISTINCTLY SPEECH DEFICIENCY IMPROVES WITH TIME BUT IS

OFTEN ASSOCIATED WITH COINPEILSATOTY MECHAIIISTNS SUCH AS DEVEL

OPMENT OF COMPRESSOR NARIS MUSCLES AND HYPERTROPHY OF THE

FAUCIAL AND PHARYNGEAL TONSILS HIS DISSERTATION ON DIAGNOSIS BY

SN MPTOMS XX AS IMPRESSIN

RHINOLALIA APEIRA OR OPEN NASALIZING HERC VOWELS RAKE NASAL ROOC

AH BCJOIR AN CONSONANTS BECOME ALREIECL SX ITH EXCEPTION OF

AND AND SIGMARISMUS OR THE INABILIT TO PRODUCE THE LETTER SOUND CS
SHOIRNESS OF BREATH IN SPEAKING DUE TO III LOSS THROUGH THE NOSE

INABILIR TO IS HISTLE

INABILITY TO HISS

INABILITY TO BLOW OUT CANDLE FLAME

MOUTH BREATHING BECOMES HABIT PRESENTING ACANT EXPRESSION

PRONOUNCED FACIAL MOVEMENTS WITH SUCH MUSCLES AS THE NASAL COM

PRESSOR AND CORRIGATORS TO TURN THE PATIENT INTO FACE TALKER

DIMINISHED HEARING DUE TO IMPROPER SENRILATION OF THE MIDDLE EAR

DISTURBED DEGLUTITION

10 FAST TALK AVOIDING DIFFICULT WORDS

11 INTRA OIAL EXAMINATION REVEALS VELOPHARYNGEAL INSUFFICIENCY DUE TO

ALL SHORTNESS OF THE PALATE AND POSSIBLE IVEAKNESS IN THE SUPERIOR PHA

RN NGEAL COOSTLICRORS

12 NRRANASAL EXAININATION RE EALS INSUFFICIENT VELOPHARYNGEAL CLOSUI
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13 BIFID UVULA IN SOME CASES

14 PALPATION THROUGH NORMAL MUCOSA REVEALS VARIOUS EXAMPLES OF SUB

MUCOUS CLEFT IN THE MUSCLES OF THE SOFT PALATE AND THE BONE OF THE HARD

PALATE

15 IRREGULARITY AND CROWDING OF TEETH CONGENITAL ABSENCE OF MAXILLARY

INCISUR TOOTH OR THE ASSOCIATION WITH CLEFT LIP

IN REFERENCE TO NASAL ESCAPE DORRANCE STATED

THE MOST RELIABLE TEST IS TO HOLD PIECE OF COTTON IN FRONT OF THE ANTERIOR

NARES WHILE THE PATIENT MAKES EFFORTS TO PRONOUNCE NONNASAL LETTER SOUNDS

THE ESCAPING
AIR MAKES THE COTTON MOVE WHEN THIS MECHANISM IS INSUFIL

CIEN

DIFFERENTIAL DIAGNOSIS

DORRANCE WARNED THAT CONGENITAL INSUFFICIENCY OF THE PALATE

SHOULD NOT BE CONFUSED WITH PALSY OF THE VELUM

AND SPEECH DEFECTS DUE TO LOSS OF TEETH OR FAULTY LINGUAL ARTICULA

TION PALSY OF THE PALATE IS RECOGNIZABLE BY THE ABSENCE OF THE

PALATAL REFLEX INABILITY OF THE VELUM TO MOVE AND ITS LACK OF

RESPONSE TO FARADIC STIMULATION STOMATOLALIA OR RHINOLALIA CLAUSA

IS CONDITION OF SPEECH IN WHICH THE LETTER SOUNDS LACK THEIR NASAL

RESONANCE DORRANCE ADDED THAT SPEECH DEFECTS DUE TO LOSS OF TEETH

ARE CORRECTABLE BY DENTURES AND IF DUE TO FAULTY TONGUE HABITS ARE

BENEFITED METHODICAL SPEECH TRAINING HE RECOMMENDED HIS

OPERATION OF THE PALATE AS THE BEST TREATMENT OF

CONGENITAL INSUFFICIENCY

IN 1954 WHILE STILL AT OXFORD UNIVERSITY JAMES CALNAN OUT

LINED IN ADDITION TO SUBMUCOUS CLEFT PALATE OTHER CAUSES OF

VELOPHARYNGEAL INSUFFICIENCY

CONGENITAL SHORT PALATE

CEREBRAL AGENESIS OF THE SUPRANUCULEAR BULBAR ORIGIN

PARALYSIS OF THE PALATE INFECTIOUS OR VIRAL WHICH USUALLY CLEATS AFTER

RECOVERY FROM THE INFECTION

TONSILLECTOMY PALATE IN WHICH THE SURGEON HAS TAKEN PORTION OF

THE SOFT PALATE ALONG WITH THE RONSILS

FUNCTIONAL RHINOLALIA HERE THE PATIENT TALKS DOWN THE NOSE FOR NO

APPARENT REASON

RHINOLALIA FOLLOVING ADENOIDECTOMY
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RHINOLALIA AFTER

GREAT INTEREST HAS BEEN SHOWN IN THE CONDITION OF VELOPHARYNGEAL

INCOMPETENCE FOLLOWING ADENOIDECTOMY

IN 1958 GIBB PUBLISHED HIS FINDINGS ON SERIES OF 19

PATIENTS SEEN BY HIM IN SCOTLAND WITH PERMANENT NASAL ESCAPE

FOLLOWING REMOVAL OF TONSILS AND ADENOIDS HE FOUND THAT THERE

HAD BEEN 27734 OPERATIONS FOR REMOVAL OF TONSILS AND ADENOIDS IN

POPULATION OF 62000 FROM 1950 TO 1957 THE INCIDENCE OF

PERMANENT SPEECH DEFECT WAS IN EVERY 1459 YET CALNAN RE

VIEWED THE SCOTTISH SERIES AND INDICATED THE PROBABILITY THAT FIVE

WERE SUBMUCOUS CLEFT PALATE PATIENTS AND FOUR WERE MENTALLY

RETARDED WITH POSSIBLE CONGENITALLY LARGE PHARYNX GIBB HE

NOTED FELT THAT THE SOFT PALATE WAS SHORT AND CONSIDERED THIS

FACTOR THE CAUSE OF NASALITY AFTER ADENOIDECTOMY

IN 1971 JAMES CALNAN OF THE ROYAL POSTGRADUATE MEDICAL

SCHOOL LONDON REPORTED THAT BETWEEN 1951 AND 1968 HE HAD

SERIES OF 19 PATIENTS WITH PERMANENT NASAL ESCAPE DURING SPEECH

FOLLOWING REMOVAL OF TONSILS AND ADENOIDS ALL HAD HAD NORMAL

SPEECH PRIOR TO THE AND WERE ABOVE AVERAGE INTELLIGENCE

RADIOLOGICAL STUDIES DEMONSTRATED FULLY MOBILE SOFT PALATE WITH

GAP BETWEEN IT AND THE POSTERIOR PHARYNGEAL WALL WHEN THE

GAP WAS OCCLUDED BY CARTILAGE IMPLANT BEHIND THC POSTERIOR WALL

OF THE PHAIVNX SPEECH RETURNED TO NORMAL CEPHALOMETRIC MEAS

UREMENTS SUGGESTED THAT THE ESSENTIAL DEFECT WAS PHARYNX DEEPER

THAN NORMAL HE STATED

GOOD ANALOGY WOULD BE SIZE FOOT IN SIC SHOE BOTH ARE THORMAL

BUT OF LITTLE USE TOGETHER

CALNAN ACKNOWLEDGED THAT THE DISPROPORTION BETWEEN PALATE

AND PHARYNX WAS PROBABLY NOT POSSIBLE TO DIAGNOSE BEFORE ADE

NOIDECTOMY

IN 1975 ROLAND MINAMI ERNEST KAPLAN GEORGE WU AND

RICLSAIDJOBE OF STANFORD UNIVERSITY REPORTED ON 23 PATIENTS WITH

HYPERNASALITY FOLLOWING REMOVAL OF ADENOIDS AND TONSILS IN MOST

CASES THEY NOTED VELOPHARYNGEAL INCOMPETENCE AFTER IS

TRANSIENT AND DISAPPEARS IN FEW WEEKS AFTER COMPENSATION FOR

THE MISSING ADE PROMINENCE MARGINALLY ADEQUATE MECHA

NISM MA NOT BE ABLE TO COPE AND WILL THE PRESENCE OF
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SUBMUCOUS CLEFT OR OTHER PATHOLOGY SURGICAL EXPERIENCE WITH

THE STANDARD STANFORD PUSHBACK WITH SUPERIORLY BASED PHARYNGEAL

FLAP ACHIEVED IMPROVEMENT OF SEVERE TO MODERATE HYPERNASALITY TO

MINIMAL WITH THE BEST PROGNOSIS IN PATIENTS WITH NORMAL AMPLI

TUDE AND QUICKNESS
OF PALATAL MOTION NINE PATIENTS HAD NO

SURGERY AND OUT OF SIX OF THESE FOLLOWED THREE YEARS TWO SHOWED

IMPROVEMENT

NOTING THE EXTENSIVE REPORTS OF GOOD RESULTS IN SUCH CASES WITH

RETROPHARYNGEAL AUGMENTATION MINAMI AND HIS COLLEAGUES AD

MITTED FAVORING THIS APPROACH WITH VELOPHARYNGEAL GAP OF

MM OR LESS WHEN THERE WAS PREEXISTING HYPERNASALITY WOR

SENED BY SURGERY THEY FELT SHOULD BE DIRECTED TOWARD

CORRECTION OF THE UNDERLYING CAUSE

PROPHYLAXIS

IT IS IMPORTANT THAT CHILDREN WITH CONGENITAL PALARAL INCOMPE

TENCE WHO HAVE ONLY MINIMAL HYPERNASALITY NOT BE SUBJECTED TO

STANDARD ADENOIDECTOMY SUBRELNY AND KOEPPBAKER ADVISED THAT

WHEN ADENOIDECTOMY WAS ABSOLUTELY INDICATED BECAUSE THE ADE

NOID TISSUE COVERED THE ORIFICES OF THE EUSTACHIAN TUBES LATERAL

BAND ADENOIDECTOMY COULD BE DONE LEAVING THE BULK OF ADENOID

TISSUE IN THE MIDPORTION OF THE PHARYNX UNDISTURBED

CONGENITAL LARGE PHARYNX

BY 1971 JAMES CALNAN OF LONDON HAD ADDED CONGENITA ARGE

PHA TO HIS LIST OF SIX GROUPS BESIDES SUBMUCOUS CLEFT PALATE

WHICH CAN RESULT IN VELOPHARYNGEAL INCOMPETENCE HE REPORTED

PERSONAL SERIES OF 41 PATIENTS SEEN OVER AN 18YEAR PERIOD PRESENT

ING NASAL ESCAPE WITH APPARENTLY NORMAL PALATOPHARYNGEAL MECH

ANISMS EXTENSIVE CLINICAL AND CEPHALOMETRIC STUDIES REVEALED THE

PHARYNX TO BE LARGER THAN NORMAL JUSTIFYING THE TERM CONGENITAL

LARGE PHARYNX

CALNAN FOUND NO IMPROVEMENT WITH THE WARDILLKILNER VY
PROCEDURE LACK OF NASAL RESONANCE WITH THE HYNES PROCEDURE

EXTRUSION OF TEFLON IMPLANTS AND THE BEST RESULTS XX ITH AUTOGENOUS

COSTAL CARTILAGE IMPLANTED IN THE RERROPHARYNGEAL AREA ABOX THE
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ARCH OF THE ATLAS HIS OVERALL RESULT WAS 60 PERCENT NORMAL SPEECH

OBTAINED AFTER THE VARIOUS TYPES OF SURGERY

IN 1975 MINAMI KAPLAN WUAND JOBE OF STANFORD UNIVERSITY

DIVIDED VELOPHARYNGEAL INCOMPETENCE WITHOUT OVERT CLEFT PALATE

INTO THE BIG FOUR

ACQUIRED PALATOPHARYNGEAL DISPROPORTION AFTER IEMOVAL OF ADENOIDS

AND TONSILS

ABNORMAL ANATOMY OF LEVATOR PALATI MUSCLES SUBMUCOUS CLEFT PALATE

PALARAL PARESIS

OTHER CAUSES MENTAL RETARDATION CONGENITALLY SHORT PALATE CONGENI

TALLY LARGE PHARYNX AND POSSIBLE OCCULT SMCP

IN 1979 HAGSTRON PARSONS LANDA AND

ROBSON OF THE UNIVERSITY OF CHICAGO REPORTED TWO CASES OF

FAMILIAL VELOPHARYNGEAL INCOMPETENCE CAUSED BY MYASTHENIA

GRAVIS THEY SUGGESTED CONSIDERATION OF MYASTHENIA GRAVIS ELEC

TROMYOGRAPHY OR TESTING WITH EDROPHONIUM WHEN THE CAUSE OF

NEUROMUSCULAR DYSFUNCTION CANNOT BE DEFINITELY ESTABLISHED

PALATAL PARESIS

THE DISCUSSION OF THE TREATMENT OF PALATAL PARESIS BX MINAMI ET AL

IS OF SPECIAL INTEREST THEY NOTED THAT SURGER HAS INCLUDED

PHARYNGEAL FLAPS CITING RANDALL BAKES AND KENNEDY 1960J
HARDY ET AL 1961 AND CRIKELAIR KASTEIN AND COSMAN 1970
UNILATERAL PHARYNGEAL FLAP LIMITED TO AFFECTED SIDE IN UNILATERAL

PALATAL PARESIS SUGGESTED BY BROADBENT AND SWINYARD 1959 AND

TEMPORALIS MUSCLE AND FASCIAL SLING REPORTED BY KIEHN ET AL

1965 THE OBVIOUS OBJECTIVE IN PARALYZED PALATE IS THE CON

STRUCTION OF AN ALMOST COMPLETE OBTURATOR IF THIS CAN BE ACCOM

PLISHED BY HOGANS WIDE LINED PHARYNGEAL FLAP CLOSING OFF THE

LATERAL PORTS TO MM THEN THAT IS THE METHOD OF CHOICE PALATAL

LIFTS AND OBTURATING TYPES OF PROSTHESIS HAVE BEEN USCD SUCCUSS

FULLY AND MAY BE THE TREATMENT OF CHOICE AT LEAST IN PATIENTS WITH

CEREBRAL PALSY AS NOTED BY GIBBONS AND BLOOMER 1958 LANG
AND KIPFMUELLER 1969 GONZALES AND ARONSON 1970 AND

HARDY ET AL 1969
IN ALL TYPES AND DEGREES OF PALATAL PARALYSIS RESULTING IN VELO

PHARYNGEAL INCOMPETENCE THE PHARYNGEAL FLAP BY REDUCTION
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CONSTRICTION AND OBTURATION OF THE VELOPHARYNGEAL APERTURE HAS

EARNED AN IMPORTANT PLACE IN THE SURGICAL TREATMENT ITS CONTRI

BUTION IS GREAT EVEN TO SUCH RARE CONDITIONS AS CONGENITAL SUPRA

BULBAR PARESIS
DESCRIBED IN 1950 BY WORSTERDROUGHT IN WHICH

THE MOTOR OUTFLOW TO THE TONGUE LIPS PALATE PHARYNX AND LARYNX

IS AFFECTED IN THE MILDEST FORM OF THIS SYNDROME THE SOFT PALATE

SUFFERS MOST WITH MARKED RHINOLALIA IN 1958 WYNN WILLIAMS OF

NOTTINGHAM USING THE ROSENTHAL PHARYNGEAL FLAP REPORTED GOOD

RESULTS ON 49 PERCENT OF THE PATIENTS

AT THE 1973 INTERNATIONAL CONGRESS ON CLEFT PALATE IN COPEN

HAGEN WAAR OF THE UNIVERSITY HOSPITAL DIJKZIGT ROTTER

DAM ADVOCATED SURGICAL FIXATION OF THE UVULA TO THE LOWER ADE

NOID REGION FOR SPEECH IMPROVEMENT IN PARALYSIS OF THE SOFT

PALATE THE CHANCE OF IMPROVEMENT IS FAR BETTER IF DURING PHO

NATION CONSTRICTION OF THE PHARYNGEAL MUSCULATURE IS NOTED

WAAR CITED TWO SUCCESSFUL CASES 5YEAROLD GIRL WITH BILATERAL

PARALYSIS OF THE GLOSSOPHARYNGEAL NERVE BUT NO OTHER NEUROLOGICAL

SYMPTOMS AND 30YEAROLD MALE WITH DYSARTHRIA HEMIPLEGIA

AND OPEN NASALITY AS RESULT OF TRAFFIC ACCIDENT AFTER LONG

UNSUCCESSFUL SPEECH THERAPY UVULA FIXATION WAS FOLLOWED SHORTLY

BY DEFINITE REDUCTION IN NASALITY

IN 1977 AT THE THIRD INTERNATIONAL CLEFT PALATE CONGRESS IN

TORONTO DONNELL JOHNS PHD AND KENNETH SALYER OF THE

UNIVERSITY OF TEXAS SOUTHWESTERN MEDICAL SCHOOL DALLAS DETER

MINED THE WIDTH OF THEIR OBLITERATING SUPERIORLY BASED PHARYNGEAL

FLAP BY OBSERVING AND MARKING THE IJIOST MEDIAL EXCURSION THC

LATERAL PHARYNGEAL WALLS USING THIS WIDTH FLAP THEY WERE ABLE TO

REPORT 14 SUCCESSES OUT OF 15 CASES OF NEUROGENIC VELOPHARYNGEAL

INCOMPETENCE

IN 1975 ALERT JACK FISHER OF THE UNIVERSITY HOSPITAL SAN LACK FISHER

DIEGO AND EDGERTON OF THE UNIVERSITY OF VIRGINIA HOSPITAL

CHARLOTTESVILLE REPORTED THE COMBINED USE OF THE LEVATOR RETRO

DISPLACEMENT AND PHARYNGEAL FLAP FOR CONGENITAL PALATE INSUFFI

CIENCY THEY PRESENTED THEIR ARGUMENT

THE IETRODISPLACEMENT PRINCIPLE HAS BEEN COMBINED WITH PHARYNGEAL FLAP

II MANNER WHICH PROVIDES MUSCULAR UNION BETWEEN THE LVPM LEVAROR IR

VELI PALARINI MUSCLE IN THE MIDLINE OF THE SOFT PALATE AND THE FIBERS OF THE

SUPEI IOR CONSTRICTOR IN THE POSTERIOR PHARVNGEAL ALL CONTINUITY OF MUSCULAR

TISSUE AT THE BORDERS OF EACH NEXS LAREIAL ELOPHARYNGEAL 01 TAL THUS PRO IDES
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AN ANATOMIC CONFIGURATION WITH THE POTENTIAL FOR FUNCTIONAL SPHINCTER

ACTION

ACCEPTABLE INDICATIONS FOR THIS PROCEDURE

GREATER HARD INCLUDE NONCLEFT PALATE INSUFFICIENCY CLEFTS OF THE SOFT PALATE WITH SHORT

VESSELS
PALATE LEVATOR INSERTIONS AND UREVIOUSLY RCNAIRCD CLEFTS WITH PERSISTENT NASALITY

THEY USE THIS APPROACH IN PRIMARY PALATE SURGERY COMBINING IT

WITH AN EXTENSIVE PUSHBACK THEIR OUTLINE OF THE PROCEDURE IN THE

POSRCRSOR
LEVATOR

CLEFT PAATE JOURNAL BEGAN WITH ELEVATION OF MUCOPERIOSREAL FLAPS
VELI PALARINI

DROP
MUSCLES FREEING OF VASCULAR BUNDLES AND DIVISION OF THE NASAL FLOOR IN THE

LARYNX

MIDLINE THIS WAS FOLLOWED BY DIVISION OF LEVATOR MUSCLE BUNDLES

FROM THE HARD PALATE INSERTION AS WELL AS FROM THE MUCOPERLOS

TEUM AND NASAL FLOOR IN ORDER TO PERMIT RETRODISPLACEMENT THEN

SUPERIORLY BASED PHARYNGEAL FLAP WAS TURNED INTO THE NASAL DEFECT

AND THE LEVATOR BUNDLES JOINED IN THE MIDLINE AT THE BASE OF THE

FLAP AFTER COMPLETION OF THE PALATE PUSHBACK CATHETERS WERE LEFT

DIVIDED
IN EACH PORTAL AND FIXED TO THE COLUMELLA

LEVATOI

NAGAL
BUNDLES HERE ARE FISHERS REMARKS IN 1978 IN REFERENCE TO THE PAPER

FLOOR

FIRST OF ALL IT WAS THE FIRST HONEST ADMISSION THAT LEVATOR RETRODISPLACEMENT

II
ALONE IN CHILDREN WITH NON CLEFT VELOPHARYNGEAL INCOMPETENCE ISNT VERY

GOOD VETY OFTEN SECOND IT SUGGESTS THEORETIC MEANS FOR ESTAHLISHING

CL NARNIC SPHINCTER AROUND THE NEW1 FORMED ELOPHAR NGEAL PORTALS AS OF

TODAY THAT IS STILL SPECULATIVE AND NOPIOVEN IM NOR SURE CONVICTIONS ARE

STILL STIONG THAT ONE CAN PRODUCE NAMIC SPHINCTER WITH INHERENT MUS

CULAR FUNCTION WAS REMINDED OF THIS WHEN LISTENED CAREFULLY TO OTTO

KRIENS IN TORONTO LAST YEAR SURELY HE HAS APPLIED THE LEVATOR REPOSITIONING

REFLECTED
LEVATOR PRINCIPLE MOST AVIDLY HUT HE FEELS IT IS OF ADVANTAGE ONLY WITHIN THE FIRST FEW

PBAI BUNDLES
MONTHS OF LIFE WONDER IF WE HAVE ANY CHANCE AT ALL OF REDIRECTING THE

FLAP
JOINED

FUNCTION OF THOSE MUSCLES IF WE WAIT UNTIL THE CHILD IS OR OR 13 THUS

LEVATOR RETRODISPLACEMENT WITH PHARYNGEAL FLAP ASKS MORE QUESTIONS THAN IT

ANSWERS

PUTTING IT ALL IN PERSPECTIVE

AFTER 150 YEARS FINALLY AT THE 1977 THIRD INTERNATIONAL CONGRESS

CATBETEIS
ON CLEFT PALATE IN TORONTO SAMUEL PRUZANSKY WITH PETER

LEFT SON FAIZONE LAFFER AND PARRIS OF THE UNIVERSITN OF ILLINOIS

IN

POITILE
CENTER FOR CRANIOFACIAL ANOMALIES IMPOSED ORDER ON THE CHAOS OF

THE LOOSELY GROUPED AND ILLDEFINED CASES OF HYPERNASALITV IN THE
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ABSENCE OF AN OVERT CLEFT

HYPERNASALITY MAY BE DUE TO DISORDER OF TBE NERVOUS SYSTEM END ORGAN

DEFECTS OR COMBINATION OF BOTH

ALL THESE CASES OF HYPERNASALITY WERE GROUPED UNDER THE HEADINGOF VELOPHARYNGEAL INCOMPETENCE CPI BECAUSE THE

CAUSATIVE FACTORS ARE PRESENT AT BIRTH THE INCOMPETENCE HYPER

NASALITY CASES WERE DIVIDED INTO TWOGROUPS CPI1 AND CPI2

IN CPI1 ONE OR MORE OF THE TRIAD OF ASSOCIATED STRUCTURAL

DEFECTS ARE PRESENT IN FREQUENCY OF BIFID UVULA 85 PERCENT

DEHISCENCE OF VELAR MUSCLES 65 PERCENT
SUBMUCOUS CLEFT OF THE

HARD PALATE 73 PERCENT PRUZANSKY NOTED THAT THESE ASSOCIATED

DEFECTS ARE NOT CAUSES OF HYPERNASALITY AND ONE TWO OR ALL THREE

CAN BE PRESENT WITHOUT HYPERNASALITY IN CPI2 NO VISIBLE OR

PALPABLE STIGMATA ARE PRESENT

RADIOGRAPHIC EXAMINATION OF BOTH TYPES REVEALED ONE OR MORE OF THE

FOLLOWING SHORT OR THIN VELUM PLARYBASIA CRANIOVERREBRAL ANOMALIES CON

TRIBUTING TO DEEP PHARYNX PAUCITY OF ADENOID AND EARLY INVOLUTION OF

ADENOID

CPI REFERRAL OVER THE PAST 25 YEARS HAS SHOWN AN INCREASE IN

ABSOLUTE NUMBER AND IN PROPORTION TO OVERT CLEFTS WITH AN

INCIDENCE OF 49 PERCENT CPIL AND 40 PERCENT CPI2

STUDY OF 20 FAMILIES OF EACH GROUP REVEALED THE INCIDENCE OF

INHERITANCE CPI1 SHOWED FAMILY HIST OR IN 168 PERCENT AND

CPI IN 222 PERCENT WITH AN OVERLAPPING FAMILY HISTORY OF

CLEFTS WAS SEEN IN CPI1 IN 18 PERCENT AND IN CPI2 IN 91

PERCENT IT NOT ONLY RUNS IN FAMILIES IT RUNS IN SYNDROMES

AS NOTED BY PERERSONFALZONE PRUZANSKY LAFFER AND

PARRIS

BOTH CPI TYPES MAY OCCUR IN CONJUNCTION WITH NUMBER OF KNOWN

CRANIOFACIAL MALFORMATION SYNDROMESINCLUDING MANDIBULOFACIAL DYSOSTOSIS

KLIPPEL FEIL VON RECKLINGHAUSEN HEMIFACIAL MICROSOMIA FAMILIAL CRANLO

VERTEBRAL MALFORMATIONS AND OTHERS PATIENTS WITH APERT SYNDROME AND

CROUZON DISEASE FREQUENTLY EXHIBIT THE STIGMATA ASSOCIATED WITH CPI TYPE

BUT DO NOT SHOW HYPERNASALITY DUE TO DECREASED DEPTH OF THE PHARYNX AND

ABNORMAL SIZE OF THE SOFT PALATE IN THE PIESENCE OF AN OVERWHELMING

CONSTELLATION OF MALFOIMATIONS THE HYPCINASALITX MAY BE
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