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Furlow palatoplasty has been favored by many
plastic surgeons as the primary treatment for the velo-
pharyngeal insufficiency associated with submucous
cleft palate.

The purpose of this article is to introduce an efficacy
of Furlow palatoplasty and speech therapy performed on
patients who were diagnosed belatedly as having sub-
mucous cleft palates. From 2002 to 2004, four submuc-
ous cleft palate patients over 5 years of age with velo-
pharyngeal insufficiency received Furlow palatoplasty.
The patients were evaluated through the preoperative
perceptual speech assessment, nasometry, and video-
nasopharyngoscopy. Postoperatively, two patients ac-
hieved competent velopharyngeal function in running
speech. One of the remaining two could achieve compe-
tent velopharyngeal function with visual biofeedback
speech therapy and the other could not use her new
velopharyngeal function in running speech because of
her age. Speech therapy can correct the articulation
errors and thus improve the velopharyngeal function to
a certain extent by eliminating some compensatory
articulations that might have an adverse influence on
velopharyngeal function.

This study shows that Furlow palatoplasty can
successfully correct the velopharyngeal insufficiency in
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submucous cleft palate patients and speech therapy has
a role in reinforcing surgical result. But age is still a
restrictive factor even though surgery was well done.
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Fig. 1. Patient 1. Videonasopharyngoscopic findings. (Left) Preoperatively, incomplete coronal velopharyngeal closure pattern was seen.
(Right) Postoperatively, complete coronal closure pattern was achieved.
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Table |. Changes of Perceptual Speech Evaluation(Preoperative/Postoperative)

Patient Hypernasality Phonation Emission Cg;ﬁgz?;g;fy g‘;ot}fgl;i;n Intelligibility
1 3/1 3/1 +/- +/- 5/2 5/2
2 2/1 1/1 +/- -/- 3/2 _ 3/2
3 4/2 2/1 +/+ +/- 2/1 3/1
4 5/5 1/1 +/+ +/+ 2/2 3/3
1; normal, 2; mild, 3; mild to moderate, 4; moderate, 5; moderate to severe, 6; severe, +; present, -; absent
Table Il. Changes of Videonasopharyngoscopic Findings(Preoperative/Postoperative)
Patient Velopharyngeal function Location Closure pattern
1 Inadequate/adequate Midline/ midline Coronal/ coronal
2 Inadequate/adequate Midline/ midline Circular/circular
3 Inadequate/borderline Midline/ midline Circular/coronal
4 Inadequate/borderline Midline/ midline Coronal/coronal
Table HI. Changes of Nasalance Score(Preoperative/Postoperative)
Patient Nasal sentence(%}) Oral sentence(%)
1 */61.89 33.09/7.98
2 63.74/61.05 24.71/10.56
3 67.43/65.88 45.18/29.45
4 81.17/79.66 50.18/47.89

*, The patient could not repeat nasal phrases
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Fig. 2. Patient 2. Videonasopharyngoscopic findings. (Left) Preoperatively, incomplete circular velopharyngeal closure pattern was seen.

(Right) Postoperatively, complete circular closure pattern was seen.
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Fig. 3. Patient 3. Videonasopharyngoscopic findings. (Above, left) preoperatively, incomplete circular velopharyngeal closure pattern
was seen. (Above, right) Postoperative view showed that incomplete coronal velopharyngeal closure pattern was seen. (Below, left)
Findings after biofeedback speech therapy showing. (Below, right) Nasogram after biofeedback speech therapy, showing normal

nasalance scores in oral consonant phrases.
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Fig. 4. Patient 4. Videonasopharyngoscopic findings. (Left) Preoperatively, incomplete coronal velopharyngeal closure pattern was
seen. (Right) Postoperatively, complete coronal closure pattern was seen.
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