LETTERS TO THE EDITOR

Dear Dr. McWilliams: November 14, 1977

While we, like other readers of the Cleft Palate Journal, appreciate the occasional “State of the Art”
reports in the Journal, the recent contribution of Fletcher (October, 1977) is an exception to our
enthusiasm.

On two occasions in his review, Fletcher referred to articles from our group and appeared to
misinterpret the information presented in those reports. The first was a reference to Porterfield, Mohler,
and Sandel (1976) in which 18 of 97 patients studied with submucous cleft palates had normal speech.
This, to Fletcher, challenges our anecdotal comment in a 1973 paper (Massengill, Pickrell, and Robinson)
that “we have seen submucous cleft palate patients who were not hypernasal and who did not need any
treatment.” We fail to see how our statement is incompatible with data such as presented by Porterfield
et al, or by other investigators. The point of such data should be to alert the clinician to the existence of
undetected submucous clefts and the potential hazards to the maintenance of normal speech patterns
from total adenoidectomy in the presence of submucous defects of the hard and soft palate. Such
warnings have been elaborated by Pruzansky (1960), Mason (1973) and a host of others. In light of this,
why the challenge of a low incidence of submucous cleft patients with normal speech?

The second reference was to a single case report of a normal individual who developed some transient
velopharyngeal incompetence while playing musical instruments. This individual demonstrated consid-
erable involution of the adenoids and obtained only a touch closure of the velum against the remaining
adenoid pad as seen during cinefluoroscopy. In this situation, therapeutic exercise appeared to resolve
the problem in that velopharyngeal competence was returned to a consistent level.

Fletcher exampled our case report as a routine “directed toward gaining voluntary control of muscular
functions and increasing the strength, bulk, and flexibility of palate.” Nowhere in this article did we
allude to any possible increases in muscle length or strength. We simply pointed out that the perception
of hypernasality in this patient was eliminated as the transient velopharyngeal incompetence became
consistently adequate. Incidentally, it is our feeling that muscular exercises may not be an effective
therapy approach and are only of value in those few instances where special attention to self monitoring
of velopharyngeal function is indicated and where careful studies of the velopharyngeal mechanism have
been conducted.
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Kenneth Pickrell
Duke University Medical Center

RESPONSE TO MASSENGILL LETTER FROM FLETCHER

One of the purposes of a literature review is to identify conflicting viewpoints. The papers by
Massengill and associates were cited in two such instances. In their 1973 paper Massengill, Pickrell, and
Robinson commented that some patients with submucous clefts of the palate may have normal speech.
That point is non-controversial, having been reported by many writers. They suggested further, however,
that such individuals are likely few in number. The data presented by Porterfield and his associates
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challenges this latter viewpoint. Porterfield et al. (1976) reported that 18 per cent, or approximately one
out of five of the individuals in their study, had normal speech despite a submucous palatal cleft. These
data indicate that the relationship is rather common. Clearly that conclusion is in direct conflict with the
clinically derived opinion of Massengill et al.

An apparent explanation for the discrepancy in the two viewpoints concerning the incidence of normal
speech in individuals with submucous clefts is that they were drawn from two different populations. The
sampling bias of a clinical population, such as that described by Massengill et al., may have led to an
underestimate of the total population incidence. The estimate by Porterfield et al. would likely be more
accurate for the population at large.

The need for an accurate estimate of the relationship between normal speech and submucous cleft is
not trivial. As recognized by many writers, surgical excision of adenoids carries with it the risk of
unmasking velopharyngeal insufficiency with resultant debilitating speech disorder. Incidence informa-
tion can serve as a helpful guide to the clinician in his search for possible detrimental effects from surgical
intervention contemplated. If the risk is too high, as in the case of adenoidectomy in the presence of
submucous cleft and normal speech, other types of medical management can usually be used.

The second citation concerning observations of Massengill and Quinn (1974) made reference to their
use of sucking exercises to overcome velopharyngeal insufficiency. As confirmed in their present letter,
they are of the opinion that a ten-minute per day sucking routine, prescribed to alleviate escapage of air
through the nose of a young man when he was playing wind instruments “appeared to solve the
problem”. The publication thus endorses a sucking technique as a means of altering velopharyngeal
physiology.

As pointed out by Neale and Liebert (1973), “Each detail of the experimental treatment that is
irrelevant to the investigator’s theoretical argument is the source of a potential alternate hypothesis for
explaining the obtained effect.” The validity of the assertion that sucking activities prescribed by
Massengill and associates produced a change in v-p action may be questioned on the basis of at least
three alternate hypotheses. First, in the present instance, the claim that change actually occurred is itself
on shaky ground. The patient may have been convinced by the recognized expertise of the treatment
team and the apparent thoroughness of the diagnostic routines including cinefluorography that the
sucking routine would be beneficial. He might then have felt that the expected benefits had been
experienced when in fact no actual change had occurred. In the published report, the benefits claimed
for treatment were supported exclusively by the patient’s personal, subjective observation that “since he
had been using the exercise, he had not had the difficulty he had previously had while playing the
bassoon or saxophone.” Aerodynamic confirmation of that impression was not obtained. Cinefluoro-
graphic observations were made but only of velopharyngeal action during sustained phonation of the
vowel /i/ and only prior to use of the sucking routine. Apparently no post-treatment testing was done.

The second basis for questioning the validity of the asserted cause-and-effect relationship is that other
research, namely that of Powers and Starr (1974) which had been conducted under carefully controlled
conditions, has failed to demonstrate benefits for several muscle exercise routines, including sucking. The
burden of proof thus lies heavily upon others who claim significant positive effects.

The third basis for questioning the conclusions of Massengill and Quinn is that alternative explanations
for changes thought to have occured were not ruled out. It seems possible, for example, that the
confidence given the patient that he could and should be able to improve his airstream control may have
led him to make a variety of changes in velopharyngeal physiology not directly attributable to the
sucking exercise. To conclude that all such changes resulted solely or even principally from the ten-
minute per day sucking routine seems a bit over-confident in the power of the technique.

Because of problems such as those mentioned, the use of muscle exercise has been increasingly
challenged. The paper by Massengill and Quinn was chosen as an example of the unresolved issues
oftentimes found in papers advocating the use of such therapeutic procedures. It is not apparent to me
that information in either article was “misinterpreted.”
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Dear Dr. McWilliams: July, 1978
Cleft palate treatment has taken another turn for the better with Morris, Jakobi, and Harrington’s
paper, “Objectives and management criteria. ... ” which appeared in the January, 1978, issue of the

Cleft Palate Journal. Their invitation to respond to issues raised in the public forum of Letters to the Editor
of the Cleft Palate Journal is accepted. This letter is addressed to three issues: (1) health care evaluation,
(2) continuing education, and (3) parents and patients.

The first issue has to do with health care evaluation. A health care evaluation system permits
measurement of the quality of health care through systematic audit of treatment outcome data. Such
evaluation provides feedback, with professionals deciding what should be happening, seeing what is
actually happening, comparing the two, and finally, making whatever modifications are necessary to
eliminate any deficiencies or needs in health care. This process of evaluation should be an integral part
of any health care program. Although the ideas are not new, health care evaluation is not yet a familiar
part of the team approach in cleft palate.

The second issue concerns continuing education but is related to the first, i.e., health care evaluation.
Since continuing education is designed to improve the quality of health care, evaluation of health services
should be considered a continuing education activity. Moreover, a system of health care evaluation helps
the professional evaluate his effectiveness, which is a primary purpose of continuing education.

The last comment is about parents and patients. Parents and patients have been remarkably neglected
as members of decision-making teams. While many writers have suggested that the parent is an important
member of the team, Pannbacker, Lass, and Starr (1977) found that very few students, parents, and
professionals considered the parent a member of the cleft palate team.

There is also some evidence to suggest that parents are frequently not involved in management
decisions. Spriestersbach (1962) questioned whether professionals can be satisfied with the degree to
which parents are involved in decision-making teams. More recently, Spriestersbach (1973, p. 92) stated:

The majority of the parents went along with the management plans willingly and without protest. They obviously
wanted what was best for their children, and they were in no position to exercise options. But one cannot help
being impressed by the degree of faith that they had in the managers despite the fact that many of these parents
were not included in the councils that would make such major decisions about the future well being of their
children, or if they were included, did not understand well the bases for the various decisions. Much more could
have been done to explain the facts and possible modes of action. There can be little doubt that such efforts would
have paid off handsomely in improved future relationships between the managers and the families.

Doernberg (1976) described the interaction of professionals and families in making management
decisions. Some families believe they should be involved in management decisions; other families believe
they should not be involved. Similarly, some professionals believe families should be involved in
management decisions while some professionals do not believe families should be involved. Doernberg
feels that, ultimately, as professionals and families become clearer and more sophisticated about their
respective roles, management decisions will be made by the family, and professionals will act primarily
as resource people and consultants.

Little has been written about the role of patients in treatment decisions. Spock and Lerningo (1965)
feel that it is important to include children, especially adolescents, in management plans and, if possible,
management decisions. Morris (1971) points out that “in the final analysis, the person with the problem
should be the one to judge whether he wishes additional treatment.” Shelton and Trier (1976) believe
that the decision for treatment “must involve the personal taste and preference of the patient.”

There are a number of unanswered questions related to parent and patient involvement in manage-
ment decisions. These include:

1. Can parents and patients be effective components of decision-making teams?

2. Can parents and patients be provided with the necessary skills and knowledge so they can

participate effectively?

3. Can parents and patients avoid being too subjective in considering treatment?

4. Should professionals have major control in management decisions?

Finally, it should be made clear that Morris et al.’s identification and description of standards for cleft
lip and palate management is a most significant advance which should help improve the quality of
treatment. Moreover, these guidelines may help reduce inequities in the quality of treatment, which
have also been well documented.
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Mary Pannbacker, Ph.D.
New Orleans, Louisiana

Dear Dr. McWilliams: March 15, 1978

At the request of Drs. Morris, Jakobi and Harrington (Cleft Palate Journal, 15:1, 1978), we would like
to comment on three aspects of their objectives and criteria for cleft palate programs. Before making our
comments we would like to emphasize that we support the general concepts espoused by the authors and
do not feel that they are idealistic. They are the minimum for any truly collaborative team effort.

The first and perhaps most significant deficiency in the objectives in our minds is the lack of specificity
about administration of cleft palate programs. We realize that each program is unique, but one general
criterian should apply. The chief administrator should not be a member of the team who has a vested
interest in any one area of treatment. When the chief administrator has a vested interest, the program
may revolve around his or her approach and stress personal preference of treatment regardless of the
opinion of other team members even with the best of intentions. In such situations, diagnosis is nothing
more than an enumeration of several problems to be corrected, and patient management is directed only
to that correction.

Second, the proposed objectives ignore early management of the deformed maxillary complex. In
many cases, pre-surgical treatment is necessary and evaluation of facial growtk must be done prior to the
eruption of the teeth and during the period of the primary dentition. It seems that Pedodontists are the
best qualified by training and experience to be responsible for this aspect of the patient’s care. The
expertise of the Pedodontist in this area extends to dental and palatal prostheses.

Third, the Geneticist is not assigned a specific area of responsibility in the proposed objectives. By
training the Geneticist may be the member of the team most able to explain the basis for the cleft defect
to the family and is certainly best prepared to explain the recurrence risk for the family. Furthermore,
the Geneticist whose special interest is in developmental biology, embryology and syndromology, may be
the most qualified to put the whole picture together from a diagnostic view.

We appreciate having had the opportunity to express our views on some aspects of the proposed
objectives and criteria and we commend the efforts of the authors of the paper cited above and the
members of the two (2) committees that worked so hard in developing these preliminary guidelines.

Sincerely yours,

Dr. Ronald J. Jorgenson

Associate Professor

Department of Oral Medicine
College of Dental Medicine

Medical University of South Carolina

Frank H. Farrington, D.D.S.
Associate Professor and Chairman
Department of Pediatric Dentistry

Medical College of Virginia

School of Dentistry

Editors’ Note: Many clinics do not have quite so many staff luxuries as are suggested here. It is my personal
recollection that the task force attempted to establish minimum rather than ideal criteria. The authors of this fine letter
also include some highly controversial issues about which there is far from general agreement. Perhaps we are all
flawed by being human! B.]J.McW.



286  Cleft Palate Journal, July 1978, Vol. 15 No. 3

Dear Dr. Pashayan: February 15, 1978

Your letter published in the Cleft Palate Journal (January 1978) was useful in clarifying the mode of
inheritance of mandibulofacial dysostosis. As your letter implies, you have done a great and indelible
service for the readership.

I do take exception, however, with your use of the word “Presumably ... ” in paragraph three
referring to the review process of the Journal in general and to the review given this particular
manuscript. By using this word, you suggest that this particular manuscript escaped the rigorous and
multiple review process routinely given manuscripts submitted to the Journal. Your implication does
further injustice to the reviewers of the manuscript, including proven investigators, who have given freely
of their time. Moreover, your use of the word “presumably” detracts from the satisfaction some authors
derive from knowing that their research findings were published only after receiving rigorous peer review.

.

Sincerely,

Alphonse R. Burdi, Ph.D.
Section Editor, Anatomy and
Embryology

Editor’s Note: Dr. Burdi prepared this letter in response to Dr. Pashayan’s letter in the January issue of C.P.]J. It
is printed here in order to emphasize the importance which the Editorial Staff attaches to responsible peer review of
all manuscripts considered for publication.



BOOK REVIEWS

MOORE, KEITH L. The Developing Human (Clini-
cally Oriented Embryology); Second edition.
Philadelphia, London, Toronto: W. B. Saun-
ders Co., 1977, 411 pages, $14.

This second edition of the DEVELOPING HU-
MAN clearly continues the author’s objective pro-
viding core information in medical embryology
suitable for contemporary curricula in the health
sciences. In addition, the clinically oriented em-
bryology should be enthusiastically received by
practicing physicians and their colleagues in disci-
plines where embryology is applied. Continuing
with the well-received format of the previous edi-
tion, each chapter offers a precise synopsis of de-
velopmental processes of key epochs of the first
eight weeks, critical events in systemic develop-
ment, and, then, coverage of several specialized

regions, e.g., the face and related structures. Each’

chapter, except the first, is followed by numerous
references graded for the background experiences
of the reader.

An attractive new feature is the complete revi-
sion of human embryo staging that complies with
recent Carnegie Institute of Embryology publica-
tions. While somewhat simplified, the “Timetables
of Human Prenatal Development” and “Critical
Periods of Human Development” are repeated in
vivid color for quick reference on the book’s inside
covers. This edition has a needed and more-exten-
sive discussion of blood vessel and cranial nerve
development along with a new section on the stages
of labor featuring rather dynamic illustrations of
the birth process. Throughout is an update of
embryological terminology following the 1975
Nomina Embryologica.

What should appeal particularly to the readers
of the Cleft Palate Journal is the expanded cover-
age of congenital malformations featuring greater
details of chromosome behavior during morpho-
genesis and descriptions of modern chromosome
banding techniques used to ascertain defects hav-
ing chromosome involvement. Those interested in
teratology should find attractive an expanded sec-
tion on environmental factors implicated in the
production of birth defects, including reasonably
presented overviews of lead poisoning and the fetal
alcohol syndrome. In fact, the author has expanded
throughout the clinical characteristics of a wide
variety of syndromes. The text continues to be
freely illustrated with the welcomed addition of
sixteen color plates, especially in areas dealing with
early stages of development.

While the author’s approach to THE DEVEL-
OPING HUMAN has been successful and time-
tested, especially for early training in the health
sciences, serious and in-depth needs will undoubt-
edly best be filled by going to the fuller, classical
textbooks of embryology. This is not a criticism
whatsoever of the author. The author just has done
an exemplary job in reducing some rather complex,
often poorly understood, developmental processes
into simple but clearcut statements. This is best
summarized by the author’s own quotation of John
Ray who said in the seventeenth century, “He that
useth many words for the explaining of any subject,
doth like the cuttle-fish hide himself. .. in his own
ink.”

ALPHONSE R. BURDI, PH.D.
Professor of Anatomy

The University of Michigan

Ann Arbor, MI 48109

HobpGsoN, WiLLiaM R., and SKINNER, PauL H,,
Hearing Aid Assessment and Use in Audiologic
Habilitation. Baltimore: The Williams & Wil-
kins Company, 1977, 1977 edition, $15.00

Two professors in the Department of Speech
and Hearing Sciences of the University of Arizona,
William Hodgson and Paul Skinner, have edited
a text which should prove to be quite valuable.
The flexible approach takes advantage of 11 con-
tributing experts who devote their individual ex-
pertise to a limited area or areas to insure quality.

Each of the 15 chapters is well organized, care-
fully researched, and as complete as time allows.
Writing styles vary from scholarly to informal.
Therefore, a lack of consistency exists from chapter
to chapter. Some include recommended readings,
while others offer a conclusion or summary section.
A master bibliography and an author index are
used rather than chapter by chapter references.

The first chapter emphasizes the role of the
audiologist in assuming “a fundamental responsi-
bility” in the selection, use, and care of hearing
aids through “special testing, evaluation, and coun-
seling.” Hodgson and Skinner stress, “Hearing aid
sales should be based upon prior professional eval-
uations and objective recommendations.”

Chapter two presents a history of the hearing
aid (pre-electric, electric, vacuum tube, and tran-
sistor) and of the hearing aid industry. Pictures of
past and current aids are provided.

Among the major topics of Chapter three are
electronics and hearing aid components (micro-
phone, earphones, transistors, etc.). Means of vary-
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ing the response of an aid and hearing aid opera-
tion are discussed. Schematics supplement the text.

In Chapter four, a detailed analysis is made of
the various styles of earmolds and types of batteries.
Pictures of earmolds currently used and audi-
ograms to indicate the effect achieved by modifi-
cations enhance the author’s text.

Chapter five begins with information on instru-
mentation for measuring the electroacoustic char-
acteristics of hearing aids and common electroa-
coustic characteristics. Electroacoustics (frequency
response, gain, harmonic distortion, etc.) and en-
vironmental tests also receive attention.

Speech acoustics is the topic of Chapter six. The
power and frequency of the speech signal is exam-
ined for, as the author notes, “It is part of the
knowledge needed for effective hearing aid rec-
ommendations and audiologic habilitation.”

Chapter seven is highly dependent upon the
reader’s understanding of information in the two
preceding chapters. Skinner presents the known
scientific relationship of electro- and psychoacous-
tic measures. Frequency response and speech per-
ception, electroacoustic distortion, and monaural
versus binaural hearing and hearing aid use are
among the factors discussed. The author reminds
us of the deficiencies which exist in our knowledge
and that “definitive answers” to many questions
regarding the understanding of speech remain elu-
sive.

The last half of the text is highly patient-ori-
ented. Chapter eight, directed toward adult pa-
tients, deals with determining the need for and the
benefits of amplification, and hearing aid selection
procedures; Chapter nine deals with hearing-aid
fitting of children. In each instance, the author
offers clear and comprehensive guidelines. Special
stress is placed on the proper audiologic assessment
of children. Audiograms are provided as examples
of aided and unaided performance of children age
2 to 5% years.

Chapter 10 deals with the use of contralateral
routing of signals—CROS aids. The variations
which can be utilized for special cases are de-
scribed.

The importance of correctly introducing and
teaching the patient to use the hearing aid is the
topic of Chapter 11. This is so clearly written,
many adult hearing aid users could profit from
reading it.

Aural Rehabilitation Through Amplification
(Chapter 12) deals primarily with research. The
relationship between simultaneous auditory and
visual stimulation is examined.

Chapter 13 explains the general principles of
group amplification and the types of classroom
amplification systems. Pictures and schematics are
provided.

Chapter 14 describes the appropriate facility
and specialized equipment necessary for providing
services. The delivery systems currently employed
in supplying aids are discussed.

The final chapter has five sections, each dealing
with an approach to assisting the hearing impaired.
Implications are made regarding innovative sys-
tems for providing amplification, and future sur-
gical approaches.

This text should prove of great value to the
practicing audiologist and to graduate students of
audiology. It might well be examined by medical
and educational personnel for a thorough appre-
ciation of the complexities of hearing aid assess-
ment and fitting, and why a comprehensively
trained professional is essential to the process. It is
apparent why an audiologist should have the “fun-
damental responsibility” in the selection of a hear-
ing aid for either an adult or child and for primary
participation in all aspects of hearing habilitation.
The professional will find this book a significant
addition to literature dealing with the hearing
impaired.

ROBERT C. THOMPSON, PH.D.

Children’s Medical Center
Tulsa, Oklahoma

WEBSTER, EL1ZABETH J. (Ed.), Professional Ap-
proaches with Parents of Handicapped Chil-
dren. Springfield, Ill.: Charles C Thomas,
1976, 268 pages, $10.95.

The development of an eclectic collage of nine
contributed chapters for professionals in pediatrics,
psychology, counseling, early childhood or special
education, and speech pathology the intent of Dr.
Webster in compiling this edition. It includes nine
different versions of approaches these professionals
have found to be successful in parent counseling.
The chapters vary in points of view, and each
author presents a theoretical basis for his or her
successes with suggestions for carrying out parent
programs. Chapter bibliographies are included.
The total book would be overwhelming for parent
reading and is not intended for such. The chapters
include reports of programs conducted at central
agencies as well as home programs with some
authors advocating using parents as teachers and
others not. In regards to the diversity, Webster
concludes in her summary “the fact that there
are differences of opinion is a very healthy
sign ... .. .

In spite of the fact that the book presents generic
behavior problems, it attempts to bring in a diver-
sity of communication handicaps since the author’s
experiences range across cleft lip and palate, men-
tal retardation, autism, stuttering, hearing disor-
ders, and language delay. The best parts of the
chapters are the quoted anecdotes of parents and



counselors and first-hand reports of programs im-
plemented. The least interesting are the generalities
about children’s development or parent’s reaction
to the handicap. The book might best be used to
make a case to administrators for initiating more
parent programs. It could be useful to an interdis-
ciplinary team to share as a basis for implementing
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parent programs. Most professionals will be able to
pick and choose among the chapters and find more
than one report that agrees with their own points
of view.

Si1STER LOURDES LEAL, PH.D.

411 S. W. 24th Street
San Antonio, Texas 78285
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BIDDLE, F. G., 6-aminonicotinamide-induced cleft palate
in the mouse: the nature of the difference between the
A/J and C57B1/6] strains in frequency of response
and its genetic basis, Teratology, 16, 301-312, 1977.

The author reports on a careful study designed to
determine the nature of the strain difference in frequency
of cleft palate induced by 6-aminonicotinamide (6-AN)
in A/J and C57BL/6] strains of mice. Cleft palate was
induced in the offspring of pregnant mice treated with 6-
AN.

The two named inbred strains and a number of hybrid
generations were tested for their response to 6-AN. The
author performed a probit analysis of response to 6-AN
and tested for the association between induced cleft
palate scores and 3 marker loci by the Mann-Whitney
U-test. The distribution of results indicated that the
strain difference is the difference in tolerance for 6-AN-
induced cleft palate. The two strains differed only in
dosage tolerance, and there was no evidence for a mater-
nal cytoplasmic effect on 6-AN-induced cleft palate.
There was some evidence for dominance of the F; em-
bryos in the direction of C57BL/6]. The author proposes
a 3-locus, epistatic model to account for the difference in
embryonic tolerance, and indicates that, in order to
explain the mechanism of the cleft palate response to 6-
AN, it is necessary to find a strain with a qualitatively
different cleft palate response. (Overman)

BROADBENT, T. R. and WooLF, R.M., Our experience
with sagittal split osteotomy for retrognathia, Plast.
Reconstr. Surg., 60, 860-867, 1977.

Twenty-six cases of retrognathia treated by sagittal
split osteotomy followed from one to 10 years and oper-
ated upon by the technique of Obwegeser as modified by
Dal Pont are reported. Operations were carried out when
the patient was clinically full grown with no height
change for at least 12 months. All patients had had pre-

Seiichi Ohmori, M.D., Tokyo, Japan
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Helena Peskova, M.D., Prague, Czechoslovakia
H. Reichert, M.D., Stuttgart, Germany
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operative orthodonics for an average of 21 months. The
three main complications of surgery include weakness of
the lip, numbness of the lip, and relapse. 23 per cent had
a relapse of one mm or more from the operative position.
Ten patients had weakness of the lower lip, five unilat-
erally. All these patients had had external incisions.
Twenty-one cases experienced numbness of the lip post-
operatively. Nine of these were unilateral and 12 bilat-
eral. The frequency of these problems suggest the need
for a modified surgical approach. (Cosman)

DuATO, J., Goldenhar’s syndrome, Chirurgia Plastica Ibero-
Latinamericano, 3, 153, 1977.

The author reviews the clinical findings, management,
and etiopathology of this infrequent syndrome. In 1952,
Goldenhar analyzed 30 cases and was the first to report
the syndrome. The syndrome is characterized by three
fundamental findings. They are: (1.) Conjunctival epi-
bulbar lipodermoids. These are tumors 5 mm or so in the
diameter, yellowish in color, prominent on the conjunc-
tiva, of firm consistency and smooth surface, and local-
ized in the infero-external quadrant on the sclerocorneal
limbus (2.) Preauricular appendages. These can be single
or multiple and are localized in a line joining the tragus
and the labial commissure. (3.) Vetebral malformations.
These are almost always of cervical localization and may
involve occipitalization of the atlas, cuneiform vertebrae,
hemivertebrae, spina bifuda, scoliosis and others. With
this fundamental triad can be associated other deformi-
ties such as microphthalmia, coloboma of the iris, cata-
racts, microtia, micrognathia, macrostomia, and bifid
tongue. This syndrome is believed to result from an
embryonic dysplasia of the territory of the first brachial
arch. The karyotype of the patients has been normal.
The author reports his treatment of a case in which,
besides the basic triad, there was a macrostomia, epican-
thus, and telecanthus. (Guerrero-Santos)
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FRrRIEDE, H., and JOHANSON, B., A follow-up study of
cleft children treated with vomer flap as part of a
three-stage soft tissue surgical procedure: Facial mor-
phology and dental occlusion, Scand. J. Plast. Reconstr.
Surg., 11, 45-57, 1977.

Analyzing cephalometric radiographs and dental casts
of 13 patients with complete bilateral cleft lips and
palates and 50 cases with complete unilateral cleft lips
and palates surgically repaired in the years 1964 to 1970
revealed that the mean profile for the bilateral as well as
for the unilateral cleft group was straighter than reported
for patients subjected to neither vomer flap nor bone
grafting. The degree of straightening lay between that
reported for patients who had had neither vomer flap nor
bone grafting and that of those who had had bone
grafting without vomer flap. It was of interest that, as a
side effect, cleft-bridging bone was formed in some part
of the hard palate in every other case. The degree of
profile straightening was such that the authors have now
excluded the use of vomer flaps in their handling of such
patients and, since 1975, have been delaying closure of
the hard palate until the patients have reached the stage
of mixed or preferably permanent dentition. (Cosman)

FRIEDMAN, J. M., HANSON, J. W., GRaAHAM, C. B., and
SMITH, D. W.; Saethre-Chotzen syndrome: A broad
and variable pattern of skeletal malformations, /. Pe-
diat. 91, 929-933, 1977.

A family is described in which 15 persons in five
generations are affected with a complex of skeletal mal-
formations which variably includes peculiar asymmetric
facies, delayed closure of large fontanels, brachycephaly,
acrocephaly, brachydactyly, cutaneous syndactyly, broad
great toes, and mild shortness of stature. Although cran-
iosynostosis is either lacking or relatively mild in the
members of this family, their features are otherwise strik-
ingly similar to those of patients with Saethre-Chotzen
syndrome. The findings in this family indicate that the
Saethre-Chotzen syndrome comprises a broad pattern of
craniofacial and other skeletal malformations in which
craniosynostosis may sometimes occur. (Glaser)

HARKAVY, K. L., and ScaNLIN, J. W., Dislocation of the
nasal triangular cartilage after Ceasarean section for
breech presentation without labor, Journal of Pediatrics,
92, 162, 1978.

Dislocation of the nasal triangular cartilage in the
newborn is well described. Its etiology is considered trau-
matic, either from the forces of labor or through forceps
application. This report described a septal dislocation
detected after ceasarean section, from the breech position,
without labor. This example suggests that some instances
of septal dislocation are related to a developmental defect
of the vomerine groove or of the septum itself and not to
perinatal injury. (Glaser)

HATTORI, M., and SHIBASAKI, Y., A roentgenocephalo-
metric study on the similarity of maxillofacial and
cranial morphology between the children with cleft lip
and palate and their parents, /. Japan. Cleft Palate Assn.,
1, 20-28, 1976.

Considerable differences in the maxillofacial growth
and development among cleft lip/palate children were
noted even though operation age, technique, and opera-
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tor were the same. The authors studied these differences
from the genetic viewpoint with the hypothesis that the
proband and parents might have similar maxillofacial
morphologies. Analysed were 117 lateral roentgenoce-
phalometric films of 39 probands and their parents. On
18 linear measurements, correlation coefficients between
the probands and the parents were analyzed. High cor-
relations were found for the female proband-father group
and rather high ones in the female proband-mother one.
High correlations were not revealed either in the male
proband-father or the male proband-mother groups.
(Machida)

ABSTRACTS

KAHN, Z. M., and ADOUR, K. K., Histologic Findings in
the Temporal Bone in Trisomy D (D-D Translocation),
Arch. Otolaryng., 104, 22-25, 1978.

The authors have reported the histopathologic find-
ings in a case of D-D Translocation, the clinical picture
of which does not differ essentially from that of Trisomy
D (13-15). The male infant had bilateral cleft lip and
palate deformities, absent pinnae, absent left external
auditory canal, a small umbilical hernia, and polydactyly
of both hands. Histologically there were bilateral ossicu-
lar malformations, abnormal courses of the facial, nerves,
anomalies of the tensor tympani and stapedius muscles,
aplasia of the superior and lateral semi-circular canals,
wide internal auditory canals, utricular abnormalities,
shortened cochleae, patient cochlear aqueducts, aplasias
of the modiolus, and substrial edema. A resume of the
available literature accompanies the discussion of the
case. (Gregg)

KATSUKI, T., YOSHIDA, Y., OTsuUKI, H., HALIM, B., and
TasHIRO, H., Cephalometric roentgenographic study
on maxillofacial growth of grown-up unoperated cleft
palates, J. Japan. Cleft Palate Assn., I, 29-36, 1976.

Maxillary growth was investigated by reviewing ceph-
alometric roentgenograms and plaster casts of 13 unop-
erated cleft palate cases, eight unilateral cleft lip and
palate patients, and five isolated cleft palate cases. Nor-
mal forward development was revealed. Characteristic
features were short ramus height, increased gonial angle,
and steep mandibular plane. In most of the repaired cleft
lip cases, malocclusion or lingual inclination of the front
teeth was noticed without maxillary forward maldevel-
opment. (Machida)

Kuna, G. B,, CoLLipPp, P. J., and BaLsam, DVORAH,
Trichorhinophalangeal dysplasia, Clin. Pediat., 17,
96-98, 1978.

A case of trichorhinophalangeal dysplasia syndrome is
reported. This syndrome is a clinicoradiological one char-
acterized by short stature, a pear-shaped nose, long phil-
trum, sparse and slow-growing scalp hair, deformity of
the interphalangeal joints and cone-shaped phalangeal
epiphyses. It was first described by Giedion in 1966.
Based on clinical and radiologic features, it is now divided
into two groups. Type I is known as trichorhinophalan-
geal syndrome (Giedion syndrome). Type II is known as
trichorhinoauriculophalangeal dysplasia with multiple
exostoses (Langor-Giedion syndrome). In addition to the
features seen in type 1, the type 11 is associated with
microcephaly, mental retardation, hypotonia, hyperex-
tensible joints, and redundant skin folds. (Glaser)
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Lowry, R. B., and TrRIMBLE, B. K.. Incidence rates for
cleft lip and palate in British Columbia 1952-71 for
North American Indian, Japanese, Chinese and total
populations: secular trends over twenty years, Teratol-
ogy, 16, 277-284, 1977.

Some 1400 cleft lip and/or cleft palate cases listed
over a 20-year period with the British Columbia health
registry were evaluated by sex and racial groupings for
trends which may have been occurring during this time
period. Information as to incidence of cleft lip only, cleft
palate only, and cleft lip and cleft palate was presented
by sex and subpopulation. The findings showed no evi-
dence of either a steadily increasing or decreasing inci-
dence rate. Some yearly differences in incidence occurred,
but these were not enough to influence the rate over the
entire time span. Analysis of the findings from subpopu-
lations confirmed a high rate of cleft lip and palate in
the North American Indians of British Columbia. The
rate for Japanese was higher than those of other published
studies, and the rate for Chinese was comparable to
earlier reports. While the rates in these subpopulations
differed from those of the Caucasian population, the
numbers involved were relatively small and did not
greatly influence the overall total rate. In general, the
findings tended to confirm those of earlier studies, and
while no major differences were observed, it is significant
that no major change in incidence rate has been occurring
during the 20-year period. Such information is important
in the evaluation of potential environmental teratogens.
(Overman)

MiLLER, K. K., and Arnip, R. L., TIWh, a promising
mouse strain with chromosomal markers for cleft palate
research, Teratology, 16, 41-46, 1977.

The authors report on a strain of mice which demon-
strates a high susceptibility to cortisone-induced cleft
palate plus a conspicuous marker chromosome. A strain
known as T1Wh exhibits cleft palate in 100% of the
offspring of cortisone-treated mothers. The mice are
hardy and active albinos and have proven to be larger
and better breeders than A/Jax mice in the hands of
these investigators. The authors have concluded that the
specific chromosomal translocation is not responsible for
the high cleft palate frequencies but that the defect is
probably due to a characteristic slow and late normal
palatal closure. Because of the cytogenetic markers, these
mice are now being used in the production of allophenic
mice having two different genotypes, one with high cor-
tisone-induced susceptibility and the other with low sus-
ceptibility. Thus it becomes possible to determine by
karyotypic analysis the relative proportion of cells from
each parental strain. (Overman)

MoMMA, W.-G., and BIERMANN, B., Cryptophthalmos:
Symptoms and treatment of a rare deformity, J. Max-
illofacial Surg., 5, 208-210, 1977.

A review of the literature and a description of the
reconstructive procedures undertaken around and about
the eye in this syndrome are presented. (Cosman)

NisHIO, J., MATSUYA, T., MIMURA, T., IBUKI, K., YA-
MAMOTO, M., FUKUDA, T., and Mivazaki, T., Cri-
teria for indication of pharyngeal flap operation, /.
Japan. Cleft Palate Assn., 1, 45-51, 1976.

The study was aimed at establishing the criteria for a
pharyngeal flap operation and selection of its method.
Structure and function of velopharyngeal complex were
evaluated by fiberscope in 26 cleft palate cases before
and after pharyngeal flap operation and in five controls.
Some of the results were as follows. Velopharyngeal
systems before the surgery were classified into three
groups; A, with adequate velopharyngeal mobility and
feedback system but with larger orifice size; B, with
adequate feedback system but inadequate in both mobil-
ity and orifice size; and C, with deficiency in orifice size,
mobility, and feedback system. Although cases in groups
A and B could easily obtain almost normal velopharyn-
geal function after pharyngeal flap operation, in group,
C some improved markedly but others did not at all. In
group C, the results were better in the fixed type of
pharyngeal flap than in the tubed one. (Machida)

OKUNO, Y., MAEDA, T., and MATSUSHIRO, H., Appli-
cation of swing lock attachment in a case of cleft lip
and cleft palate prosthesis, /. Japan. Cleft Palate Assn.,
1, 52-55, 1976.

The authors made a metal plate prosthesis using a
Swing Lock Attachment with a pharyngeal bulb for
speech aid in a 22-year-old cleft lip/palate patient who
had an open bite in the anterior teeth region. Described
were technical procedure problems and clinical evalua-
tion of the prosthesis. (Machida)

OnNizUKA, T., Karo, L., ICHINOSE, M., and Imal, S.,
Naso-ocular clefts, Plast. Reconstr. Surg., 61, 118-122,
1978.

A review of the problem presented by naso-ocular
clefts is given, together with the details of handling, in
three cases with very acceptable results. The embryology
and literature relative to this defect are reviewed. (Cos-
man)

PEDERSEN, G. W. BLAHO, D. M., and WENDELBERG, L.
J., Maxillomandibular surgery for rehabilitation of a
mature patient with cleft palate, J. Oral Surg., 35,
828-832, 1977.

The authors remind us that with the evolution and
proficiency of orthognatic surgery, significant functional
and esthetic improvements have become available to a
formerly relatively neglected group of patients. Credit
must be given to the Zurich group of surgeons for devel-
opment of total maxillary osteotomy, which provides for
advancement to correct the “dishface deformity”. This is
a case report of the treatment of a 19-year-old male
patient with moderate midfacial retrusion, relative nasal
prominence, deficiency of the upper lip, and “whistle”
defect. Intraorally, there was a free-floating edentulous
premaxilla with bilateral nasoalveolar fistulae. The sur-
gical technique discussed includes retruding the anterior
mandibular segment and advancing the maxillary seg-
ments, with bone grafting. Later, with the fabrication of
a fixed anterior prosthesis, a functional and esthetically
acceptable occlusion was attained. Additional labial sur-
gery was indicated. (Beder)



RAPPAPORT, ELIZABETH B., ULSTROM, R. A., GORLIN,
R. J., Lucky, ANNE W., COLLE, ELEANOR, and MI-
SER, J., Solitary maxillary central incisor and short
stature, J. Pediat., 91, 924-928, 1977.

Seven patients, three males and four females, each
with a single (unpaired) deciduous and permanent max-
illary central incisor, were studied. All the males and two
of the female children were growth hormone deficient.
One adult women and a female infant with a single
maxillary central incisor were short in stature but had
normal growth hormone responses. No other dental
anomalies or pituitary-hypothalamic dysfunctions were
found. The dental anomaly was not familial. (Glaser)

SAKUDA, M., Morphologic and functional changes in
repaired cleft palates following expansion of the max-
illary dental arch, J. Japan. Cleft Palate Assn., I, 37-44,
1976.

Width of the nasal cavity and cheek pressures were
measured before and after expansion of the collapsed
maxillary dental arch of six operated, complete, unilat-
eral cleft lip and palate patients between four and eight
years of age. Twenty controls were also measured. Width
of the nasal cavity recorded on posterior-anterior roent-
genocephalograms was smaller in the experimental group
before expansion than in the control group. After the
maxillary dental arch expansion by any method, width
was increased almost to that of the control. Cheek muscle
pressure during swallowing, measured by an electronic
device, was considerably higher in the before-expansion
cleft group than in the control. The pressure was in-
creased immediately after rapid expansion but was de-
creased markedly during the retention period. The author
considers the reason to be changes of cheek muscle motion
patterns in swallowing. (Machida)

SANDAHL, B., Seasonal incidence of cleft lips and cleft
palates in Sweden, 1965-1974. Scand. J: Plast. Reconstr.
Surg., 11, 39-43, 1977. :

The author reviews some of the history of previous
findings of seasonality in the incidence of cleft lips and/
or cleft palate. In his own statistics significance was
achieved in seasonality for both cleft lips with or without
cleft palate and for isolated cleft palate. When the last
menstrual period was considered as the point of reference
for cleft lip with or without cleft palate, a peak was found
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in March and, for cleft palate alone, the peak incidence
was in April. (Cosman)

STEINHAUSER, E. W., and HARDT, N., Secondary recon-
struction of cranial defects, J. Maxillofacial Surg., 5,
192-198, 1977.

The authors report their experience in cases of second-
ary cranial defects reconstructed using alloplastic mate-
rials as well as autologous bone transplants. Among the
autoplastic procedures, secondary calvarium reimplan-
tation has been markedly successful. The authors are also
pleased with the results of split-rib grafts. Sliding bone
grafts with periosteal pedicle are only rarely indicated.
Alloplastic implants including methylemthacrylate and
silicone polymers are rarely used and, in general, are
restricted to the parietotemporal region. (Cosman)

TAJIMA, S., Carniofacial “Coup de Sabre” injury casued
by a traffic accident. Plast. Reconstr. Surg., 61, 123-126,
1978.

A massive craniofacial injury was treated by the open
method of craniofacial surgery with an excellent result.
The details of handling which are presented are instruc-
tive. (Cosman)

YaMAaMOTO, T., A study on chronological changes of the
upper dental arch in cases of bilateral cleft lip and
palate after labioplasty, J. Japan. Cleft Palate Assn., 1,
1-19, 1976.

Maxillary development was studied longitudinally in
plaster models made before and after labioplasty. Ex-
amined were 36 bilateral cleft lips and palates, of whom
17 had one-stage labioplasty and 19 had two-stage oper-
ations, together with 10 controls without clefts. Some of
the results were as follows. The sagittal length and width
of the upper dental arch at birth in the experimental
group were greater than those in the control group. In
both of the two operation groups, maxillary growth and
development were inhibited compared with the control.
In the one-stage operation group, more inhibition was
revealed than in the two-stage operation group. The
author explained this by pointing out that the one-stage
operation was performed at the spurt period of maxillary
growth and that the nasal septum was inhibited in for-
ward growth by the procedure. (Machida)



ACPA SERVICE AWARD TO MICHAEL L. LEWIN, M.D.

Michael L. Lewin, M.D. (left) is shown receiving the Service Award of the American Cleft
Palate Association from the outgoing president John Q. Owsley, M.D. (right).
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ACPA SERVICE AWARD TO ROSS H. MUSGRAVE, M.D.

Ross H. Musgrave, M.D. (center) receives the Service Award from the American Cleft
Palate Association from John Q. Owsley, M.D. (left) as David B. Scott, D.D.S. (right), Director
of the National Institute of Dental Research and guest speaker at the Association’s 1978
luncheon, looks on.
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ANNOUNCEMENTS

CALL FOR PAPERS FOR ACPA ANNUAL MEETING

The 36th Annual Meeting of the ACPA will be held in San Diego, California, February
25-March 1, 1979. The Program Committee solicits SCIENTIFIC PAPERS, EXHIBITS,
MOTION PICTURES, VIDEO TAPES, and POSTER SESSIONS to be considered for
presentation. The deadline for submission of abstracts is SEPTEMBER 30, 1978. Forms for
abstracts can be obtained from:

William S. Garrett, Jr., M.D.

Program Chairman

3600 Forbes Avenue

Pittsburgh, Pennsylvania 15213

DONNA J. PRUZANSKY ENDOWMENT FUND FOR
MATERNAL AND CHILD HEALTH NURSING

The Board of ACPA-EF announces that a Donna J. Pruzansky endowment fund for
Maternal and Child Health Nursing has been established by a gift of $5000. The fund will be
used to support attendance and participation by nurses in the annual meetings of the ACPA.
Additional contributions in support of this purpose are welcome.

ACPEF OFFICERS AND BOARD MEMBERS ANNOUNCED

Officers

President Samuel Berkowtiz, D.D.S., M.S.
Miami, Florida

President-Elect Joyce C. Heller, Ph.D.
Union, New Jersey

Past President Morton S. Rosen, D.D.S.
Chicago, Illinois

Vice President Charlotte G. Wells, Ph.D.
Columbia, Missouri

Secretary Donna R. Fox, Ph.D.

Houston, Texas

Treasurer William C. Trier, M.D.
Chapel Hill, North Carolina

Board Members
Samir E. Bishara, D.D.S. (1979)
Kenneth E. Salyer, M.D. (1979)
Ralph L. Shelton, Jr., Ph.D. (1979)
Lory Roston, M.B.A. (1980)
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Mary Pannbacker, Ph.D. -~ (1980)
Mohammad Mazaheri, D.D.S., M.S. (1981)
Linton A. Whitaker, M.D. (1981)

SEMINAR FOR THE MANAGEMENT OF ORAL-FACIAL
ANOMALIES WITH COMMUNICATIVE DISORDERS AT
UNIVERSITY OF PENNSYLVANIA—SEPT. 26-30, 1978

A five-day seminar for “The Management of Oral-Facial Anomalies with Communicative
Disorders” will be presented September 26-30, 1978, by the University of Pennsylvania,
School of Dental Medicine. The faculty will consist of the staff from the H. K. Cooper
Institute, Lancaster Cleft Palate Clinic, The Pennsylvania State University, Milton Hershey
Medical Center, and University of Pennsylvania, Children’s Hospital of Philadelphia.

Lectures and case presentations will focus upon cleft lip/palate and cranio-facial disorders.
Information related to diagnostic and treatment programs will reflect more than forty years
of clinical experience and thirteen years of clinical research.

The seminar includes the overview and specifics of: Embryology and physiology, Genetic,
Pediatric, Growth and Development, Parent Counseling, Primary and Secondary Surgery and
Orthodontics, Prosthetics, Orthodontics, Speech Pathology, Audiology, Otolaryngology and
Psychosocial Problems of families, children and adults.

The symposia is being given in conjunction with the University of Pennsylvania, School of
Dental Medicine in celebration of its Centennial year. Medical and Dental category for
continuing education credits available.

Fee: $400. Please make check to U of P., and mail to Division Continuing Education, ATT:
E. R. Wolpe.

Apply for Applications to: University of Pennsylvania, School of Dental Medicine, 4001 Spruce St.,
Philadelphia, Pa., 19104

119" ANNUAL SESSION OF THE AMERICAN DENTAL
ASSOCIATION IN ANAHEIM, CALIF., OCTOBER 22-26,
1978

“Dentistry’s Mission—Pursuit of Excellence” will be the theme of the 119th annual session
of the American Dental Association in Anaheim, Calif., Oct. 22-26, and the scientific program
will range from human resources in the dental practice to stress reduction for patient and
dentist.

More than 600 essays, scientific session lectures, limited attendance seminars, clinical
lectures, exhibits, table clinics and motion pictures will be presented during the scientific
program at the Anaheim Convention Center.

ACPEF RESEARCH AWARD WINNERS ANNOUNCED

This year’s ACPEF Research Award Winners are Elizabeth Dobson, M.A., C.C.C., Marcy
R. Rankins, M.Ed., Donnell F. Johns, Ph.D., and Kenneth E. Salyer, M.D. The project is A
Pilot Study on the Relationship of Eustachian Tube Dysfunction and Pharyngeal Flap
Surgery.
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DR. ROGER H. SCHOLLE IS NEW EDITOR FOR AMERICAN
DENTAL ASSOCIATION

Dr. Roger H. Scholle, a board certified oral pathologist with extensive experience in general
practice has been appointed editor of the American Dental Association. Dr. Scholle served as
assitant secretary of the ADA Council on Dental Therapeutics until his appointment as editor.

Starting April 1, Dr. Scholle will direct the Association’s scientific publications and be
editor-in-chief of all journals of the Association, including the official Journal of the American
Dental Association. The Association editor is one of three officers appointed by the ADA Board
of Trustees.

35™ ANNIVERSARY MEETING OF AMERICAN INSTITUTE
OF ORAL BIOLOGY IN PALM SPRINGS, CALIF., OCTOBER
6-10, 1978

The 35th Anniversary Meeting of The American Institute of Oral Biology will convene in
Palm Springs, California, October 6-10, 1978, (Friday-Tuesday), at the Spa Hotel. The
Institute brings together during it’s Annual Seminar a group of eminent authorities in Oral
Biology as it pertains to the modern practice of Dentistry. The faculty is listed below:

Dr. Andrew Victor Schally Dr. Robert J. Genco

Professor of Medicine Chairman, Dept. Oral Biology
Tulane University State University of New York
Nobel Laureate, 1977 School of Dentistry

New Orleans, Lousiana Buffalo, New York

Dr. Donald H. Enlow Dr. Thomas K. Hunt

Prof. & Chairman, Dept. Orthod. Professor of Surgery

Western Reserve University University of California
School of Dentistry School of Medicine
Cleveland, Ohio San Francisco, California

Dr. Elliot Rapaport
Professor of Medicine
University of California
San Francisco, California

Dr. Schally will describe the work that won the Nobel Prize as well as discuss the influence
of the central nervous system over endocrine function, sometimes referred to as the “link
between body and soul”.

Dr. Enlow will present information on craniofacial growth and development, dynamics of
bone growth, and remodeling of maxillofacial growth.

Dr. Genco will bring information on immunologic phenomena in oral disease, host tissue
response to periodontal disease, tissue response to antibiotic therapeutic regimens—all areas of
vital clinic concern to the dental profession.

Dr. Hunt will discuss work on the fundamental oral biologic considerations of tissue repair
and the effects of trace elements and dietary intake on wound healing.

Dr. Rapaport will present the results of his current highly significant research on coronary
blood flow and myocardial metabolism and the status of research in prevention of cardiovas-
cular disease.

There will be time for discussion, and participants will receive a bound copy of the
manuscripts. The Institute will be registered with the State of California for continuing
education credit. For further information and applications forms, please write to executive
Secretary P. O. Box 481, South Laguna, California 92677.
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UNIVERSITY OF IOWA COURSE
SURGICAL TECHNIQUES IN CLEFT LIP AND PALATE

The annual course in cleft lip and palate surgical techniques will be held at the University
of Towa from October 16 to 20, 1978. The faculty will include a plastic surgeon, an
otolaryngologist, an orthodontist, a maxillofacial prosthodontist, a speech pathologist, a
pediatrician, a psychologist, and a social worker. All listed specialists are members of the cleft
palate team in the Center for Congenital Maxillo-Facial Anomalies at the University of lowa.
Guest speakers will be two plastic surgeons from other centers, Dr. V. Michael Hogan,
Associate Professor of Surgery, New York University Medical School, Director of the Cleft
Palate Program, Institute of Reconstructive Plastic Surgery, and Dr. Kenneth E. Salyer,
Professor and Chairman, Division of Plastic Surgery, University of Texas, Southwestern
Medical School.

The primary emphasis will be placed upon surgical techniques useful in correcting the
primary and secondary deformities associated with cleft lip and palate. Didactic presentations
will discuss all aspects of cleft management including preoperative and postoperative ortho-
dontics, dental prosthetics, chronic ear disease, facial growth, and speech pathology.

Enrollment will be limited. Tuition is $450.

For further information contact: Janusz Bardach, M.D., Division of Plastic and Reconstruc-
tive Surgery of the Head and Neck, Department of Otolaryngology and Maxillofacial Surgery,
University of lowa Hospitals, Iowa City, IA 52242,



