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= Abstract =

Clinical Analysis of Operative Treatment for Hypernasality

Hong-Shik Choi, M.D., Myung Sang Kim, M.D., Hae Sung Lee, M.D.,
Ju Hyoung Lee M.D., Hwa Young Pyo, M.A.

Department of Otorhinolaryngology, The Institute of Logopedics and Phoniatrics,
College of Medicine, Yonsei University, Seoul, Korea

The authors compared 20 cases of preoperative and postoperative results in patients with
hypernasality who were treated at Yongdong Severance hospital from January 1994 to August
1996. According to the severity of the hypernasality, types of operations such as superior based
pharyngeal flap surgery or posterior pharyngeal wall augmentation was selected. The pre-
operative and postoperative results were ananlyzed by 2 otorhinolaryngologists and 1 speech
therapist through an endoscopic examination and voice evaluation. Follow up period was 1
month to 17 months and mean was 5.6 months. Types of the velopharyngeal closure according
to the mobility of soft palate and pharyngeal wall could be divided into 3 types : coronal type(2
cases), sagittal type(4 cases), and circular types(14 cases). The results indicated that sagjttal type
showed the best result.

In surgical treatment for hypernasality, the mobility of the pharyngeal lateral wall and making
suitable size of lateral port during surgery were the most important factors affecting the patient
s satisfaction.

KEY WORDS : Hypernasality - Pharyngeal flap surgery - Lateral pharyngeal wall mobility -
Lateral port size.
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Table 1. Descriptive data for 20 Subjects
Pts Sex Age PHx Cause Size of the gap Closure pattern  Op. name Postop. group Cx
1 F 20 75% Saggital Phar. flap 2 N.O. Sn
2 M 26 SMCP 75% Circular Phar. flap 3
3 F 15 75% Coronal Phar. flap 1
4 M 46 ICP 75% Saggital Phar. flap 2 N.O. Sn
5 F 19 Palatopl. ICP 50% Circular Phar. flap 2
6 M 54 Trauma 75% Circular Phar. flap 1 Necrosis
7 M 25 Palatopl. ICP 75% Coronal Phar. flap 1
8 M 24 Tonsil Postop. 50% Circular Phar. flap 2 Dehisce.
9 F 27 ICP 75% Saggital Phar. flap 2
10 F 44 SMCP 50% Circular Phar. flap 3 N.O. Sn
11 F 27 SMCP 50% Circular Augmen. 3
12 M 20 25% Circular Augmen. 1
13 M 24 ICP 25% Circular Phar. flap 1
14 F 24 Palatopl. ICP 75% Circular Phar. flap 2
15 F 23 SMCP 50% Circular Augmen. 2
16 M 34 Palatopl. ICP 50% Circular Augmen. 1
17 F 16 Palatopl. ICP 50% Circular Phar. flap 4 N.O. Sn
18 M 22 SMCP 50% Circular Phar. flap 4 Bleed.Sn
19 M 5 ICP 50% Saggital Phar. flap 3 N.O. Sn
20 M 27 Trauma 50% Circular Phar. flap 2 N.O.

ICP : incomplete cleft palate, SMCP : submucous cleft palate, Tonsil ; tonsillectomy, Palatopl ; palatoplasty, N.O. : nasal
obstruction, Phar. flap : superior based pharyngeal flap surgery, Sn : snoring, Augmen. ; posterior pharyngeal wall aug-
mentation, Dehisce. : dehiscence, Bleed. : postoperative bleeding, Postoperative group : 1-no change, 2-improved, 3-

near normal, 4-hyponasality
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Fig. 1. Type of the velopharyngeal closure pattern.
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Fig. 2. Etiology of the velopharyngeal insufficiency.
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Fig. 3. Postoperative results by the endoscopic examination
and speech analysis.
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Fig. 4. Treatment resutls according to the pattern of velo-
pharyngeal closures.
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Fig. 5. Grading of the patient’s satisfaction.
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Fig. 6. Postoperative complication.
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