
PREFACE Some form of clefting occurs once in 
every 500 to 1000 live births, depending on 
the studies cited (Brogan and Woodings, 
1976; Fogh-Anderson, 1942; 196 1 ; Ivy, 
19.57; Tretsven, 1963; Wea~herley-White et 
al., 1972), and is one ofthc most frequently 
encountered major correctible birth de- 
fects. Yet, speech-language pathologists 
would see relatively few such cases if it were 
not for the fact that the data are seriously 
underestimated when we take into account 
the numbers of children who have speech 
problems associated with velopharyngeal 
incompetence from other structural deficits 
such as submucous cleft palate (Calnan, 
1954), congenitally large pharynx (Calnan, 
197 la),  occult subrnucous cleft palate 
(Croft et al., 1978; Kaplan, 1975), or con- 
genital palatopharyngeal incompetence 
(Blackfield et al., 1962; Calnan, 1956, 1971a 
and 1971b; Chaco and Yules, 1969; Croft 
et a]., 1978; Fara and Weatherley-White, 
1977; Gibb, 1958; and Randall et al., 1960). 
This latter category overlaps with those 
previously listed, and some authors have 
chosen to identify velopharyngeal incorn- 
petence arising from causes other than 
clefts as congenital palatopharyngeal in- 
competence. 

Since the communication problems 
associated with velopharyngeal incompet- 
ence, regardless of cause, are similar, all of 
us serving as speech-language pathologists 
are likely to see more children in the course 
of our professional lives than the preva- 
lence rates for clefts alone would suggest. 
Thus it is essential that u7e be fully informed 
about the diagnosis and treatment of velo- 
pharyngeal incompetence and that we learn 
early in our careers that speech therapy is 
very often not an appropriate solution even 
in the presence of marked communication 
disorders. Unfortunately, centers special- 
izing in the clinical management of such 
patients continue to see children and adults 
who have had years of unrewarding, Gus- 
trating, and expensive speech therapy ad- 
ministered without diagnosis of the 
responsible condition. Such therapy is 
doomed to failure and calls upon us as a 
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profession to take aggressive steps to rectify anomalies has expanded rapidly in the past 
this situation. two decades as new instrumentalion has be- 

It is the purpose OK this issue of S~ttti- rome available to permit the scientific study 
nays to discuss current rnethods of diag- of the velopharyngeal valve, as understand- 
nosing and treating communication disor-- ing of language and speech acquisition and 
ders associated with palatal clefting and development has improved, as gr-eatcr ob- 
related disorders. The  philosophy under- jcc.tivity in selecting sr~rgical and dental 
lying the individual articles is that corn- techniques has becornc possible, as new in- 
munication is so intimately tied to hutnan sights into the eCficacy of speech therapy 
development thal all aspects of t h a ~  process have emerged, and as the theoretical con- 
must be taken into account in the manage- structs undcrljing systems of therapy have 
rricnt of speech arid language problems, in- been elucidalcd. 'l'his is an exciting lime to 
cluding those having their origins in the be interacting with the many other profe.;- 
aria~omy and physiology of the vocal tract. sional people who join together to proi.itle 
Thus, we will discuss how intelligence, abil- the superb care that is possible in 1986. I t  
ity to learn, emotional status, language, is our hope that the readers of this issue of 
hearing, and speech are influenced by the S~minnrs will capture that excitement arid 
presence of a cleft and how we as speech will .rt.ork in major ways to ensure that pa- 
pathologists can function most effectively tients everywhere have access to the best 
and rriost efficiently to eliminate or mini- and most sensitive services that well-in- 
mize the resulting communication deficits. formed speech-language pathologists are 

Information about clefis and related capable of providing. 

REFERENCES 

Blackfield, 11. M., Miller, E. R., Owsley, 1 . .  ant1 
Lawson, L. I. (1962). C:in&uorographic eval- 
uation of patients with velopharsngeal dys- 
funrtion in the absence of ovcrt cleft palate. 
Plrstic atrd R~co~r.ttrrrctiz~r SIII~FI?, 30: 44 1. 

Brogan, \at'. J., and Woodings, . I . .  L. (1976). A 
dccline in the irlcidcnce of cleft lip and palate 
deformities in hurnans. Cli~rrr.~ in lJ1(~s/rr Slogrl:~, 
3 :  647. 

Calnart, J. S. (19.54). Submucous cleft palate. 
joui-trcil o/ Plastic Surg~p~r~, 6:  264. 

~ i l t l a n ,  J. S. (1956). Diagnosis, prognosis, ant1 
treatrrlent of palatopharyrlgeal incompetence 
with special refcrcnce to radiographic inves- 
tigations. Joui~lal o j  Pla.rtrr Slogul?, 8:  265. 

Calnan, J. S. (1971a). Congenital large pharynx. 
Rrifish Journal of'Pln.~tic Sur-gut?. 24 : 263. 

Calnan, J. S. (1971 b). Perrnancnt nasal escape 
in speech after ader~oidcctomy. British Jourr?nl 
of Plastic Slirg~sply, 24 : 197. 

Chaco,.J., and Yules, R. B. (1969). Velopharyn- 
geal incotnpetence post tonsilaclenoidccton~y. 
Artn 010-Laryrgologca, (Stockholm) 68: 276. 

Croft, C. B., Shprintzen, R. J. ,  Daniller, 4.. and 
Lewin, M. L. (1978). ?'he occult submucoi~s 
cleft palate and the rnusculus uvulae. Clrfr Pal- 
ate Jo~tmal, 1 5 :  150. 

Fara, M., and M'eatherley-White, R .  C. A. (1977). 
Submucor~s cleft palate. In Converse, J. M. 
(Ed.): R~rorr~/ruc/irieplastic suypry, (Vol. 4). Phil- 
adelphia: \+'. B. Saunders. 

Fogh-Anderson, P. (1942). Inh~vrttrlrtr of Hai~lip 
a ~ ~ d  Chji P(r/(r/r. Copenhagen: Rlrsck, 1942. 

Fogh-Anderson, P. (1961). Incidence of clctl lip 
and palate: Constant o r  increasing? .-lc/n Chi- 
rrog-rcn Sccrt~rlitlailicn. 122: 106. 

C;ibb, A. G. (1938). Hypernasalit); followirig ton- 
sil arid adcnoid renloval. Jorrv~~nl of Lnt~ngalog:~ 
nlrd Olulog~, 72: 433. 

Ivy. R. H. (1957). Congenital artomalics as re- 
corded on birth certificates in the Division of 
Vital Statistics of thc Pennsylvania Depart- 
mcnt 01' Health for thc period 19.31-1933 in- 
clusivc. Plastic atid R~rons/ructizie Slcrg~ry, 20: 
400. 

Kaplarl, E. N.  (1975). .l'he occult submucous 
cleft palate. Cl~fi P(11(1te Joronal, 12: 556. 

Randall, P., Bakes, I;. P., and Kennedy, C .  
(1960). Cleft palate-type speech in the absence 
of elect palate. Plastic cznd R~ronslr~rctrvc Sup~r;ge~-)', 
25: 484. 

Tretsverl, V. E. (1963). Incidence of cleft lip and 
palate in Montana Indians. Jout-nu1 ofSpeect~ and 
Il t~r t-ing. Disordtt:~, 28  : 52. 

Weatherley-\,llhite, R. C. A,, Sakura, C.  Y. Jr., 
Rrenner, L. D., Stewart, J. M., and Ott, J. E. 
(1972). Submucous cleft palate: Incidence, 
natural history, and irriplications for treat- 
mcnt. Plnstrc nrrd R~rorcstrucfi:~~ Surg~??, 49: 279. 

Betty J m c  McWill~ams, Ph.11. 
Plttsbu~qh, P P ~ I I I ~ ~ / I J ( ~ ~ I I ~  

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.


	Foreword.tif
	Preface.tif
	PrefaceI.tif



