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Outcomes for Patients with Submucous Cleft Palate Accompanying
Hypernasality Treated with Double Opposing Z-plasty

Hong-Shik Choi, M.D., Hyun Jun Kim, M.D., Jin Young Kim, M.D.,
Jung Ho Bae, M.D., Kwang Moon Kim, M.D.

Department of Otorhinolaryngology, The Institute of Logopedis & Phoniatrics,
Yonsei University College of Medicine, Seoul, Korea

Submucous cleft palate is a relatively uncommon congenital anomaly accompanying velop-
haryngeal incompetence(VPI). Double opposing Z-plasty has many advantages including pro-
longation of soft palate, normal midfacial growth, midline scar. We analyzed postoperative results
comparing with those of preoperative evaluation by several variables(nasometer, endoscopy, satis-
factory scale} in 14 patients treated with double opposing Z-plasty due to submcous cleft palate.

Nasalance score in Ah sound, Ma phrase, and Pa phrase decreased 20.23%, 3.25%, and 23.
26% in the average, respectively. As a result, hypernasality improved significantly. Closure rate
in velum evaluated by endoscopy was increased from 0.44 to 0.76. In objective satisfactory
scale checked by each patient's guardian at the postoperative period, much improved in 3,
improved in 6, minimally improved in 1, and no difference in 1 was reported.(n=11 patients)
Double opposing Z-plasty is a good surgical modality in patients accompanying VPI with sub-
mucous cleft palate or incomplete cleft palate and will be used more usefully and widely.

KEY WORDS : Double opposing Z-plasty - Submucous cleft palate - Hypernasality - Midfacial
growth - Velopharyngeal insufficiency.
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Fig. 1. Schematic Drawing of Double opposing Z-plasty.
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Fig. 2. Describing velopharyngeal closure patternicited from
Charles W. Cummings Otolaryngology Head &
Neck Surgery Third Edition Pediatrics p.177). A : a
coronal closure pattesn with the velum showing 0.7
motion. B : a circular closure pattern with posterior
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Table 1. Nasalance score

Name  Sound Preop.(%) Postop.{%) Preop.-Postop.(%)
Ah 3277 5.74 27.03
4 O4d Ma 6688  65.33 1.55
Pa 44.97 11.54 33.43
Ah 5906 7339 -141
203 Ma 4619 27.93 18.26
Pa 1427 2793 5.67
Ah 4700  17.82 29.18
FOd Ma 7605 6766 8.39
Pa 10.05 4.43 5.62
Ah 3877 1678 21.99
Z0O4d Ma 7504 62.72 12.32
Pa 4116 2827 12.89
Ah 18.29 8.41 9.88
0% Ma 6039 8135 - 21
Pa 21.24 17.94 3.3
Ah 8637 3.96 82.41
2408 Ma 57.02 63.50 ~6.48
Pa 80.34 2163 58.71
Ah 10.53 461 5.92
08 M 6167 5619 5.48
Pa 62.55 5.77 56.78
Ah 2898 1622 12.76
ol OF Ma 7189 54.67 17.22
Pa 4175 2877 12.98
Ah 12.03 5.01 7.02
&0 F Ma 5547 6200 -6.53
Pa 29.1 7.3 21.8
Ah 3709  16.36 20.23
B F Ma 634  b0.15 3.25
Pa 3838 14.92 23.46
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