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The plastic surgeon sees two groups of patients requiring secondary
surgery for velopharyngeal incompetence—those cleft palate patients
with persisting hypernasality, and those patients suffering from velo-
pharyngeal incompetence secondary to nasopharyngeal disproportion,
myopathy, or neuropathy. Of cleft palate patients, an estimated 25 to
40% require secondary surgery following primary palate repair (16, 26);
these patients outnumber the noncleft velopharyngeal incompetent pa-
tients by four to one (38). The most frequently used surgical correction
employs a pharyngeal flap, often in combination with palatal push-
back. This is a literature survey of post-surgical evaluation of the
various pharyngeal flap techniques as reported in the literature from
1951 to 1967.

History

The course of pharyngeal flap surgery has been reviewed by many
authors (2, 8, 7, 12, 15, 20, 30, 32, 34, 37). The forerunner of the modern
flap was executed by Passavant in 1865 when he attached a freshened soft
palate to the pharyngeal wall, accompanied by small lateral swings of
muscle tissue. Some years later, Schoenborn (1876) (28), and then Schede
(1889) (25), attempted inferiorly based pharyngeal flaps. The inferiorly
based flap has since been promoted on the continent by Frund (1927) (13),
and introduced in the United States by Padgett (1930) (24).The technique
was later fostered by Marino and others (1949) (18).

An early pioneer of the superiorly based flap was Bardenheuer (1892)
(14) ; among the later advocates were Sercer (1935) (29), and Rosseli
(1935) (32). The superior flap has subsequently been used in many
centers throughout the United States, as can be seen in Table 1.

Discussion

Table 1 traces the recent literature on pharyngeal flap surgery with
emphasis on post-surgical speech evaluation. It is noted that many cases
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306 Yules and Chase

required a judgment of no speech improvement as a definition of failure;
while, in some, moderate nasality, or even fair speech, was sufficient to
indicate failure. Although pharyngeal flap surgery has justified its popu-
larity, the failure rates even as noted indicate refinements yet to be
made in flap surgery.

Such refinements, as in the development of any surgical technique,
are based on close analysis of that technique and of the results ob-
tained. They depend vitally on the clearly defined degrees of success or
failure reported of each variation of the technique. Still more vitally,
for purposes of improving these results, they depend on evaluation in
detail of why the desired result was or was not obtained.

The table demonstrates an absence of 1) speech evaluation by trained
personnel, and 2) correlatable dynamic respiratory studies. The speech
analysis is best performed by an impartial speech pathologist, not by
the operating surgeon. Descriptions such as fair speech and whether or
not any nasality persists postoperatively must be replaced by the degree
of improvement from a given degree of defectiveness. Any residual
hypernasality must be correlated with dynamic respiratory studies. Dy-
namic (nasal air leak during RMV or MBC) respiratory studies over
a 15 to 20 seconds interval represent a more physiological analog to
spontaneous and sustained speech, and are not routinely used in evalua-
tion as they should be. Absence of nasal air leak by respirometry with
presence of hypernasality is an indication for intensive speech therapy
(40).

Before the pharyngeal flap procedure can stand up on its own as a
procedure of choice for patients with a given cline of cine, speech, and
respiratory study measurements (38, 39, 41, pre- and postoperative
reliable measurements must be available. The present literature is re-
markable for the relative absence of any such measures.

Summary

Twenty-six reports of pharyngeal flap surgery are reviewed and a
summary of studies is presented in tabular form.

reprints: Richard B. Yules, M.D.

- Emerson Place, Sutte 2M

Boston, Massachusetts 02114
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