LETTER TO THE EDITOR

I would like to comment on some of the points in the paper entitled
“Nostril Asymmetry Not a Microform of Cleft Lip”, which was published
in The Cleft Palate Journal, April, 1971, Volume 8, pp. 185-188 by Her-
mine Pashayan and F. C. Fraser. My co-workers and I have carried out
studies on microforms of clefts in which we studied both a normal popula-
tion and a cleft population which included first degree relatives of the
cleft proband. Nostril asymmetry was included in this study under the
term “Asymmetrical Grouping of the Ala Nasi.” We found nostril asym-
metry to occur frequently in the first degree relatives of cleft patients and
the details of our studies and the statistics can be found in the following
publications: Acta Chir. Plasticae 9, 1, 1967: 1-14; 9, 3, 1967: 184-194;
11, 2, 1969: 96-107, and in Rassegna e Archivio di Chirurgie IX, 1971:
1-33.

It was our opinion that nostril asymmetry should not be considered
alone but only if accompanied by other signs as follows: 1. Nostril asym-
metry with a corresponding deformity of the underlying bone by X-ray or
tomogram. 2. Nostril asymmetry in combination with a pre-natal scar
with associated deformity of the vermilion portion of the lip. 3. Nostril
asymmetry associated with deformity of the alveolar ridge in the region of
the maxillary lateral incisor on the same side. 4. Nostril asymmetry in
combination with malformed or malposed teeth in the region of the upper
lateral incisor on the same side. 5. Nostril asymmetry similar to that
associated with a cleft if found in definite or possible carriers, such as
siblings of the proband. 6. Cleft uvula. 7. The so-called “osseous cleft”
diagnosed by X-ray. 8. “Bend” of the alveolar arch in the region of the
upper lateral incisors.

Marte ToraroviA, M.D., CSc.
Czechoslovak Academy of Sciences
Laboratory of Plastic Surgery
Srobarova 50,

Prague 10, Czechoslovakia

REPLY TO DR. TOLAROVA'S LETTER

The critical point seems to be that Dr. Tolarova finds an excess of
nostril asymmetries in the close relatives of patients with cleft lip and/or
cleft palate, and we find no difference for the relatives of patients with
cleft lip with or without cleft palate. (It is puzzling that the excess of
nostril asymmetries in Dr. Tolarova’s study is greatest in the relatives of
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FIGURE 1. Nostril asymmetry on
the left side. This boy is thc brother
of a proband with a cleft palate and
a pre-natal scar on the left. This is a
typical “cleft type nostril” found in
the mother of a boy with a cleft on
the left side and of a girl with a bi-
lateral cleft lip.

FIGURE 2. First teeth of the pa-
tlent from Figure 1. Atypical first
teeth in the region of the upper lateral
incisor on the left side. Alveolar de-
formation in the same region.

FIGURE 3. Asymmetrical droop-
ing of the left nostril. A typical “cleft
deformation” of the nostril. This is
the mother of a boy with a cleft lip
on the left side and of a girl with a
bilateral cleft lip.
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patients with isolated cleft palate, of which it can hardly be considered a
microform, on embryological grounds.) Our method is objective, but the
technique may have failed to pick up certain asymmetries that Dr. Tola-
rova would have noted. Her technique is subjective and is therefore open
to the criticism that classification may have been influenced by foreknowl-
edge of which subjects were controls and which were relatives of patients.
Perhaps the question can be settled only by a third study in which the
subjective classification is made “blind”, on photographs, and then con-
firmed by measurement.

Hermine Pasmayan, M.D.

Assistant Professor, Pediatrics

and Genetics

University of Illinois at the Medical Center

P. 0. Box 6998

Chicago, Illinois 60680

F. CrarkE Fraser, M.D.

The Montreal Children’s Hospital
MecGill University

2300 Tupper Street

Montreal 108, Quebec



BOOK REVIEW

WeLLs, Cuarvorte G., Cleft Palate and Its Associated Speech Problems.
New York: McGraw-Hill, 1971. Pp. 308, $11.80

At the risk of seeming inappropriately unecritical, I endorse this new
volume by Charlotte Wells almost without qualification.

The text has roughly four sections: history, orientation to the general
problem, a description of several members of the “treatment” team, and
technical material for the speech pathologist. I like them all.

I am particularly taken with the first section (Chapter One) in which
Wells presents some absolutely unique material about history of the prob-
lem of cleft palate and treatment for it. This should be required reading
for the newcomer to the field of cleft palate in that it provides an impor-
tant perspective to our current clinical practice. (Moreover, it reads like a
historical novel!)

The second section of the text (orientation to the problem) contains
material of both indirect and direct relevance to the speech pathologist. In
her discussion of development and function Wells has made a commenda-
ble attempt not only to summarize current thinking but also to support
her summaries with relevant citations. To my knowledge, her interpreta-
tions of available data are highly appropriate; in addition, it seems to me
that her summary statements are made at a level of abstraction which is
appropriate for her audience (mainly those who have some information
about the problem but could not qualify as specialists).

The material about the cleft palate team (Chapter Five) is interesting.
She has taken the position that the three central characters on stage are
surgery, dentistry, and speech pathology, and she devotes the major por-
tion of this section of the book to their roles in team efforts. One can
dispute that premise, of course. Currently there is great effort on the part
of some teams to include in their activities more and more specialists
rather than only the so-called troika. With that limitation, however, she
has done well in her attempt to summarize the general concerns of each of
the three professions and, in an attempt to provide first hand information
to students, she even gives some examples of language that each of the
three professionals might use. A fascinating teaching device!

The fourth section of the text consists of technical material of interest
specifically to the speech pathologist. Wells divides that material between
two chapters, one on assessment and the other on remedial procedures.

The strength, I think, of the material on assessment is the orderliness of
the Wells approach. Frequently, in the case of a speech pathology with
some unique twists (such as cleft palate), the clinician becomes so en-
chanted with the “special” attributes of the problem that she/he forgets to
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look at some of the nonspecial attributes. Not so with the Wells approach.
It’s all there in her inventory; work through the inventory and you're
bound to have sometime in the process looked at most (all) of the sources
of variance.

Another strength is her emphasis on the value to the speech pathologist
of learning to listen well, and critically and (my emphasis perhaps more
than hers) interpreting what one hears in light of available research
findings.

Two criticisms (both probably matters of language). One has to do with
examination of oral-palatal-pharyngeal structures. She implies but does
not state clearly énough to my taste that there are finite and known
limitations to the usefulness of such observations.

The second criticism is a related one. It is that, as far as I can see, there
is no one point in the Wells assessment scheme at which the clinician
makes the all-important decision about adequacy of velopharyngeal com-
petence. Granted, she suggests methods for making observations about
adequacy of velopharyngeal valving (as she calls it in her diagnostic
outline), and she describes some of those methods in relatively great
detail. In my opinion, however, it’s best to include a check point in the
diagnostic procedure at which a decision about competency is made, based
on available information. That kind of decision-making is particularly
crucial in diagnosing cleft palate speech pathology because so many sub-
sequent steps depend on what one decides about that!

The material about remediation procedures is evidence of the fact that
Dr. Wells has many years of experience as a therapist with patients who
have clefts. Included here is a lengthy list of therapy procedures which
range all the way from general guidelines to very specific therapy proce-
dures. These will prove very helpful to the new clinician and to the
experienced one as well.

I have a comment about this material and it is quite similar to the
criticisms about the material on diagnosis. Specifically, it is that Wells
does not underscore carefully enough that, according to present knowl-
edge, speech pathologists have no effective technique for “teaching” velo-
pharyngeal competence. She does not state that speech pathologists can do
this (teach velopharyngeal competence) but some of her language seems
to imply that they can. For example, she uses phrases like “. .. in need of
improved velopharyngeal control”, ... the starting point may well be to
develop patterns of closure”, “speech training ... will usually have several
goals (including) achievement of adequate tonus and movement of the
velopharyngeal and articulatory mechanism (and) control of the velo-
pharyngeal sphincter. . .”

Speech pathologists clearly have the objective of assisting patients to
use in a suitable fashion the ability to achieve velopharyngeal competence
in speech. However, particularly for the beginner in our field and for our
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colleagues in other professions, we must make very clear that other pro-
fessionals (notably surgeons and dentists) must provide the patient with
the adequate physiology before we can be maximally effective in our
work. I think Dr. Wells and I agree about this point; the difference is
probably just a matter of emphasis and technical language.

Three additional characteristics of this outstanding book cannot go
unremarked. The first is the simply magnificent bibliography. It is com-
prehensive, easily followed, and, as far as I can tell, flawless. For many
years to come, this reference list will be invaluable to scholars and stu-
dents in the field.

The second characteristic that I find most helpful is the use of topic
sentences, usually in type different from the body of the text. In my
opinion, more authors, editors, and publishing firms should use this tech-
nique. It’s very helpful, particularly in skanning text for a specific section
or passage.

The third characteristic is unique to this book and the Wells approach.
It is the attempt to introduce the reader to workers in the field in a
somewhat personal way. As one reads the text, for example, one gets
helpful clues about who James Calnan is and when did he do that work
and what was he concerned about. The end result is a clearer picture
about “the cleft palate scene” and the people involved. I found this aspect
of the text fascinating and I think others will, too.

In summary, it’s a scholarly work, a personal account, a readable text.
Dr. Wells has done a great job. I commend the book to all interested in
cleft palate.

HucgarerT L. MoRRIS, Pr.D.
The University of Iowa
Towa City, Iowa
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Batile, Constance U., The role of the
pediatrician as ombudsman in the
health care of the young handicapped
child. Pediatrics, 5, 916-921, 1972.

The author suggests that the pediatri-
cian who is concerned with the overall as-
pects of health care, is a logical person to
supervise the treatment of the handi-
capped patient. Technical advances which
have emerged in the treatment of birth
defects have made the care of the child
highly specialized. When multiple medical,
surgical, dental, and social disciplines are
involved, a comprehensive overview is
often neglected. By accepting the responsi-

bility for integratitng total care, the pedia-
trician can rightfully assume a primary
position in the team care approach of
handicapped children. (Owsley)

Berger, J. C. Suicide attempts related to
congenital facial deformities: Two un-
usual case reports. Plastic reconstr.
Surg., 51, 323-325, 1973.

Whereas it might be anticipated that
depression and subsequent suicide might
be more frequent in patients with congeni-
tal cleft lip and palate deformities, this is
not, in fact, the case and such problems are
rare. The author presents two of these
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very rare cases in which suicide attempts
appeared to be motivated by dissatisfac-
tion with cleft lip and/or palate appear-
ance or function. The two patients are the
only reported in the recent literature in
which a congenital cleft lip or palate could
be considered to be a primary cause of a
suicide attempt. (Cosman)

Bowers, D. G., and H. Gruber, Use of
acrylic obturators to protect suture
lines in the hard palate. Plastic re-
constr. Surg., 61, 98-101, 1973.

The use of an acrylic obturator to cover
the palate to provide mechanical protec-
tion for the suture line of flap rotations
carried out for the closure of palatal fis-
tula is presented. The obturator is placed
while the patient is still under general
anesthesia and is worn for 6 weeks post
operatively. The use of this techinque de-
creases the effects of tongue movement,
hard foods, sucking or blowing actions,
and other trauma which might force air
or fluids through a weak point in the su-
ture line. (Cosman)

Brauer, R. 0., Retropharyngeal im-
plantation of silicone gel pillows for
velopharyngeal incompetence. Plastic
reconstr. Surg., 51, 2564-262, 1973.

26 patients with nasal speech and velo-
pharyngeal incompetence noted on X-ray
to be 6 mm or less were treated by im-
plantation of silastic gel pillows behind the
posterior pharyngeal wall via a vertical
incision. Extrusion occurred in only one of
these patients. There was gratifying im-
provement in speech in all but one patient.
Details of operative technique and evalua-
tion are presented and the history of retro-
pharyngeal foreign body implantation is
considered. (Cosman)

Bull, J. C. Jr., Soft silicone bag for antral
inflation. Plastic reconstr. Surg., 61,
223-225,1973.

A new thin walled rubber or silicone in-
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flatable balloon which contours to the ir-
regular shope of the maxillary antrum is
described for use in post traumatic sup-
port following orbital floor and maxillary
antral fractures. (Cosman)

Bundey, S., Inheritance of normal char-
acteristics. Modern Medicine, 41, 109
111, 1973.

This is an article which outlines in gen-
eral terms the mechanisms which govern
certain physical characteristics of the hu-
man animal, governed by genetic or ge-
netic plus environmental factors. It is
aimed at the practitioner of medicine.
(Gregg)

Converse, J. M., P. J. Coccaro, M.
Becker, and D. Wood-Smith, On
hemifacial microsomia: The first and
second branchial arch syndrome. Plas-
tic reconstr. Surg. 51, 268-279, 1973.

Varying degrees of jaw malformation
were revealed by detailed eclinical and
roentgenographic analysis in the authors’
280 cases of microtia. Microsia, therefore,
cannot be considered an independent syn-
drome but is an element of the malforma-
tion of the first and second branchial
arches which had best be termed hemi-
facial microsomia. Differential diagnosis
between such jaw anomalies and post natal
micrognathia is presented. (Cosman)

Gorlin, R. J. and H. Sedano, Robin’s
anomaly. Modern Medicine, 41, 122—
123,1973.

This is an academic article addressed
primarily to the practitioner of medicine.
It contains a discussion of the physical
findings and is accompanied by illustrative
pictures. (Gregg)

Gaustine, D. L., and E. F. Zimmerman,
Identification of plasma proteins in
the palate of fetal mice. Teratology, 6,
143-152, 1972.

Investigations were undertaken to cor-
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relate changes in proteins with develop-
ment and morphogenetic movement of
palate shelves in the fetal mouse. Soluble
palate proteins were analyzed by poly-
acrylamide disc gel eleectrophoresis. Three
major groups of proteins were present:
(1) three bands at M, 0.35-0.48 designated
«l-3, (2) five bands at M. 0.70-0.85
designated B81-5, and (3) one band at M
1.0 designated v. Changes in the relative
concentration of some of these proteins
oceurred during development: by day 15.5
of gestation &3, 84, and 85 had increased
while a1, &2, 81, 82, and B3 had de-
creased. Comparison of these palate pro-
teins with other fetal and adult tissue
proteins indicated that « and y were prob-
ably present in both fetal and adult tis-
sues, but 8 was present only in fetal tis-
sues. The results showed that «, 8, and y
were present in the palate extracellular
matrix but B8 was not found in isolated
palate cells. Furthermore, a different elec-
trophoretic distribution of proteins was
found for the cell proteins. Further evi-
dence indicated that a and y were trans-
ferrin and albumin, respeectively, and
that B was a fetal plasma glycoprotein
analogous to calf fetuin. The presence of
these plasma proteins in the matrix was
thought to be due to their circulation
throughout the extracellular space of fetal
tissues; and the relative change in the
proportion of these electrophoretically
separable proteins during development to
reflect comparable changes in the fetal
plasma. (Authors’ Summary: Lass)

Harris, S. B., J. G. Wilson, and
R. H. Printz, Embryotoxicity of
methyl mercuric chloride in golden
hamsters. Teratology, 6, 139-142,
1972.

The purpose of this study was to deter-
mine the effect of methyl mercuric chlo-
ride on the fetuses of pregnant hamsters.
It was found that injection of 8 mg/kg
methyl mercuric chloride ip on day 5, §,

or 9 of pregnancy caused some maternal
deaths, decreased fetal weight, a high inci-
dence of resorption, and malformations
among the surviving offspring. The mal-
formations included cleft palate and cleft
lip, which occurred most frequently when
the pregnant hamsters were injected with
8 mg/kg on day 9 of pregnancy. (Lass)

Kipfmeuller, L., and B. Lang, Pre-
surgical maxillary prosthesis: analysis
of speech intelligibility. Am. J. Pros.
Dent. 28, 620-625, 1972.

Recordings were made of speech pat-
terns before and after surgery in the
maxilla (Maxillectomy procedures) with-
out a prosthesis. Results indicate a definite
advantage to patients where a prosthesis
is made before surgery. Gains are made
psychologically, confidence is restored,
speech is improved, and patients are
helped through a very difficult period.
(Goldenberg)

Kvinnsland, S., and Liv Breistein,
Regeneration of the cartilaginous
nasal septum in the rat, after re-
section. Its influence on facial growth.
Plastic reconstr. Surg. 51, 190-195,
1973.

Marked changes in a rat’s facial skele-
ton were observed when the mid portion of
the cartilaginous nasal septum was re-
moved at birth or at 14 days. Less marked
changes were found when the animals were
operated on at 21 days or 28 days of age.
The animals operated at birth developed
much shorter snouts while the animals
operated at 7 days showed moderate
skeletal changes only. The authors feel
that their results indicate that the nasal
septum in the rat is a primary growth
center of great importance in normal mid
facial growth and does not merely serve as
a mechanical support for the nasal bones
as has been suggested by some other
authors. No malocclusion of the central
incisors was found in the experimental ani-



mals indicating that as long as normal
dental occlusion is present in the lower
jaw, upper jaw dentition remains normal.
When the growth of the upper face is
impaired the lower jaw seems to accommo-
date to this either by reduction in length
or by a posterior rotation. (Cosman)

Loevy, H. T., Lack of difference in sex
ratio of mice with cortisone-induced
cleft palate. J. Dent. Res., 31, 1010-
1013, 1972.

The incidence of cortisone-induced cleft
palate and the sex of the embryos was
studied in the strong A and CD strains of
mice. It was found that cortisone increased
the number of resorptions with no effect
on the sex ratio of surviving fetuses. Ap-
parently, cortisone does not induce cleft
palate through a sex-dependent mecha-
nism. (Luban)

Malson, T., A compensating obturator.
Am. J. Pros. Dent. 28, 626-628, 1972,

A compensating obturator fabricated for
children with cleft palates is explained.
Children can utilize these obturators even
as the maxilla grows and the obturator no
longer is in contact with the lingual sur-
faces of the existing teeth. It is so named
because it compensates for the movement
of the tissue of the soft palate. (Golden-
berg)

Masao, M., G. R. Smiley, and A. D.
Dixon., Epithelia changes in the
presumptive regions of fusion during
secondary palate formation. J. Dent.
Res., 541, 1451-1456, 1972.

Epithelial changes in the regions of
fusion before and during secondary palate
formation in mice, rats, and humans were
compared. The specific topics studied were
changes in the mitochondria, epithelial
cell arrangement, appearance of lysosomes,
and signs of cell degeneration. Also noted
were changes in the staining affinities of
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the basement membrane, and the basal
lamina. (Luban)

Parisier, S. C. and E. A. Pirken, Con-
genital midline sinus of the upper lip.

Arch. of Otolaryngology, 97, 259-262,
1973.

The authors have discussed a single case
of congenital midline sinus of the upper lip
in a forty-four year old white man. It ex-
tended to the anterior nasal spine. Histo-
logic study indicated that it was of squa-
mous epithelial origin. Six other cases from
the world literature were reviewed.

(Gregg)

Perry, T. B., and F. C. Fraser, Pater-
nal age and congenital clef lip and
cleft palate. Teratology, 6, 241-246,
1972.

The authors analyzed 679 families in an
attempt to determine if differences exist in
paternal or maternal ages between com-
plete and incomplete forms of cleft lip,
with or without cleft palate, or between
familial and nonfamilial cases. They con-
cluded that parental age has no effect on
clefts of the lip or palate, or that the ef-
fects of parental age are so complex that
their importance remains difficult to as-
certain. (Lass)

Poswillo, D., Experimental first-trimester
amniocentesis in nonhuman primates.
Teratology, 6, 227-234, 1972.

The efféect of amniocentesis (a tech-
nique used for providing both fluid and
cells for intrauterine diagnosis of meta-
bolic and cytogenetic defects) prior to
palate closure were studied in the embryos
of Macaca irus. Two groups of nine ani-
mals each were employed. In the experi-
mental group, amniocentesis was carried
out from day 39 to 47. In the control
group, the nine embryos were obtained by
hysterotomy on consecutive days 39 to 47.
Results indicate that from birth to six
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months, birth weights and sizes of both
groups were within the normal range. Fur-
thermore, the amniocentesis group were
found free of gross abnormalitiees, and at
six months of age there were no distin-
guishing features between the control and
experimental group in any aspect of
growth or development. (Lass)

Psillakis, J. M., F. Lapa, and V. Spina,
Surgical correction of midfacial re-
trusion (nasomaxillary hypoplasia) in
the presence of normal dental occlu-
sion. Plastic Reconstr. Surg. 51, 67-70,
1973.

A modified technique for surgical cor-
rection of “dishface deformity” is pre-
sented. A modified series of naso-orbito
maxillary osteotomies is outline for treat-
ment of those patients with otherwise nor-
mal dentition. The post operative photo-
graphs presented raise the question as to
the desirability of this extensive surgery
when simpler techniques are available.
(Cosman)

Russell, D. J., and E. S. Beason, Max-
illary recession for bucktooth deform-
ity: case report. Plastic reconstr.
Surg. 51, 220-223, 1973.

Operative recession of the superior alve-
olar segment for a patient with overbite
secondary to severe bucktooth deformity is
described. Details of the procedure and of
the patient’s deformity is included. (Cos-
man)

Ursick, J. A., L. D. Israelson, and D.
H. Shaw, Cholesterol side-chain deg-
radation and cleft palate develop-
ment in the rat. J. of Dent. Res., 61,
1421-1425, 1972.

High levels of cholesterol injected dur-
ing mid-pregnancy resulted in the develop-
ment, of oral clefts in the offspring. This
may be caused by a retarded growth pat-
tern. C-Y, H-7, and C-26 labeled choles-

terol were utilized to study the teratogenic
action of cholesterol. The levels of radio-
activity in the fetuses indicate that the ac-
tive agent may be a metabolite of choles-
terol. (Luban)

Willis, Clyde and Martin L. Stutz, The
clinical use of the Taub Oral Panendo-
scope in the observation of velopha-
ryngeal functiton. J. Speech and Hear.
Dis. 37, 495-503, Nov. 1972.

The authors discuss the need for more
direct methods of assessing velopharyngeal
activity. The use of the Taub Oral Panen-
doscope coupled with videotape equipment
offers many advantages over other assess-
ment procedures. It is suggested that
special preparation is needed for a panen-
doscopic examination and that when uti-
lized in conjunction with video equipment
the examination itself should be carefully
controlled and directed. The authors sug-
gest the various limitations and restric-
tions involved in Oral Panendoscopy.
(Lerman).

Yarrington, Jr., C. T., Single-stage re-
pair of bilateral cleft lip. Archives of
Otolaryngology, 97, 263-264, 1973.

A single-stage method of repair of the
bilateral cleft lip is described. This proce-
dure can be accomplished over a normal or
mildly protruding premaxilla in a single
stage utilizing lateral lip and skin flaps
with a straight-line closure on the left
deformed side and a rotation advancement
triangular-flap repair on the more de-
formed side. Skin and vermilion from the
prolabium are used to reconstruct a gin-
givo-labial sulcus. Stability is achieved
with the use of subcutaneous wires tied
over dental cotton rolls at the nasal labial
creases. These are removed ten to twelve
days following surgery. This procedure
offers a safe, stable and easily performed
method of repairing this type of defect.
(Author’s summary: Gregg).



ANNOUNCEMENTS

1974 ANNUAL MEETING
AMERICAN CLEFT PALATE ASSOCIATION

TO MEMBERS OF THE AMERICAN CLEFT PALATE ASSOCIA-
TION:

The 1974 Annual Meeting of the American Cleft Palate Association
will be held April 18-20, 1974 in Boston, Massachusetts, at the Statler
Hilton Hotel. Therefore, please be advised that this is the formal request
of your Program Committee for the submission of all abstracts of papers,
motion pictures, table clinics and demonstrations to be considered for
presentation at the Boston meeting. Your are cordially invited to partici-
pate.

The following information is included for your use and careful con-
sideration in preparing proposals for presentation.

PAPERS: Summaries of contributed papers must be between 300 and 600 words in
length. Each summary must be accompanied by an abstract of not more than 75
words. The summary of 300-600 words will be used by the Program Committee in
making the selection of papers. The 75 word abstract will appear in the printed Pro-
gram of the Convention. Summaries of research should include, where appropriate, a
statement of the problem, procedures, and results.

Each summary and its accompanying abstract must be in sextuplet, double spaced
on 8Y%” x 11” typing paper. The purpose is to expedite the work of the Program Com-
mittee. Bach submitted paper must include a cover page on each of the six copies
submitted. The cover page must follow this form:

Title: (of paper)

Author’s Name: (For multiple authors, list first the speaker who will present the
paper.) Give the following information for each author: Institution (name,
location, specific office address); home address (house number, street, city,
state, zip code). o

Degree: (Highest degree held)

Member or Non-Member of ACPA.

Time Required: (Requests for more than 10 minutes for a paper should be ac-
companied by justification. The final allotment of time will be made by the
Program Committee.)

Equipment required: (Standard equipment available will consist of the following
items: a blackboard, a pointer, a single microphone, a 2 x 2 slide projector and
a 3% x 4 slide projector. If any specialized audio-visual equipment is needed,
ie., equipment other than the five items listed above, it must be identified and
justified. The acceptance of your paper may depend, to some degree, upon the
total rental cost to the Association of specialized audio-visual equipment re-
quested. NOTE: This is the only request for audio-visual and other equipment
needs you will receive.

MOTION PICTURES: A brief abstract with running time, size of film, and

whether or not it has sound.
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TABLE CLINICS AND DEMONSTRATIONS: A brief abstract, amount of floor
or table space required, number of chairs, electrical requirements, and other special
needs. The Association will pay for the basic needs of setting up such materials. All
other expenses must be underwritten by the clinician.

The deadline for the submission of all abstracts for presentations of any
type is December 1, 1973. These should be sent to the Chairman of the
Program Committee. Authors or clinicians whose papers, films, or clinies
have been selected for inclusion by the Program Committee, will be noti-
fied in January, 1974.

At the time of presentation, all papers should be in final form for publi-
cation in the Cleft Palate Journal subject to acceptance by the Editorial
Board.

Howard Aduss, D.D.S.

1974 Program Committee Chairman
808 S. Wood Street

Chicago, lllinois 60612

AMERICAN INSTITUTE OF ORAL BIOLOGY TO MEET IN
CALIFORNIA, NOVEMBER 16-20, 1973

The 30th Annual Meeting of The American Institute of Oral Biology
will convene in Palm Springs, California, November 16-20, 1973 (Fri-
day-Tuesday), at the Spa Hotel. The Institute brings together during its’
Annual Seminar a group of eminent authorities in the regimen of Oral
Biology as is pertinent to the modern practice of dentistry.

As is traditional with The Institute’s Annual Meeting, the participant
will receive a bound copy of the prepared manuscripts. The program is
scheduled to permit a discussion of each lecture, which, together with
forum discussions, will be directed to bringing out the practical applica-
tions of these subjects to the practice of Dentistry. Thirty (30) hours of
postgraduate credit is honored by the Academy of General Dentistry.

For further information and application forms, please write to Member-
ship Chairman, P. O. Box. 897, Glendora, California 91740.

NATIONAL UNIVERSITY OF MEXICO TO HOLD CLEFT LIP
AND PALATE COURSE

The Graduate Division of the Medical School from the National Uni-
versity of Mexico and the Department of Medical Education of the General
Hospital of Mexico announces its annual course on cleft lip and palate. It
will be held in the same Hospital of Mexico City from October 15 to 20,
1973. Admission is limited. For details please write to: Dr. Fernando Ortiz
Monasterio, Plastic Surgery Unit, Hospital General de Mexico, Apartado
Postal 7-1068, Mexico, D.F., Mexico.
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SEMINAR ON MAXILLO FACIAL DEFECTS AND ASSOCIATED
COMMUNICATIVE DISORDERS

The Lancaster Cleft Palate Clinic will conduct its 17th Seminar . .. Ha-
bilitation-Rehabilitation of Maxillo Facial Defects and Associated Com-
municative Disorders . .. October 1-5, 1973.

Integration of multidisciplinary diagnostic and treatment practices will
be presented pertaining to total patient care. Participants will observe plas-
tic surgery, the construction of prosthetic devices and speech retraining
procedures. Clinic and Research Staff will lecture and will demonstrate their
data collection process regarding our longitudinal study program. Coordina-
tion of inter and intradisciplinary services, parent or patient counseling,
and psychosocial behavior will be discussed.

Emphasis will be placed upon the effects to growth and development of
mid-facial complex through surgical and dental management.

TUITION: $300.00

For additional information and application write to Robert T. Millard,
Program Director, 24 North Lime Street, Lancaster, PA 17602.

MONTEFIORE HOSPITAL PLANS SYMPOSIUM
ON OROFACIAL ANOMALIES

The Department of Dentistry and Center for Craniofacial Disorders,
Montefiore Hospital and Medical Center announces an all-day Symposium
on the “Diagnosis and Management of Orofacial Anomalies,” on Friday,
October 12, 1973 at the Rosenthal Auditorium, Montefiore Hospital and
Medical Center, Bronx, New York.

For further information, write to Dr. Milton Berkman, Department of
Dentistry, Montefiore Hospital and Medical Center, 111 East 210th Street,
Bronx, New York 10467.






