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Acoustic Rhinometric Comparison of Cleft Side with
Non-cleft Side after Repair of Unilateral Cleft Lip
Nose Deformity
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The upper and lower lateral cartilages provide the
key to the lower cartilaginous portion of the nose. Lifting
the cartilages is essential procedure for correction of
unilateral cleft lip nose deformity. After correction of cleft
lip nose deformity, authors used acoustic rhinometry
(AR) to compare the lower nasal cavity of cleft side with
non-cleft side. AR is a well known new, non-invasive
diagnostic technique in which nasal geometry is as-
sessed by means of acoustic reflection. From June 1996
to January 2004, we performed acoustic rhinometric
analysis after correction of unilateral cleft lip nose
deformity. This study involved 40 children of age ranged
from 3 months to 8 years. Subjects were divided into the
group of incomplete unilateral cleft lip nose deformity(20
subjects), and the group of complete unilateral cleft lip
nose deformity(20 subjects). Results show that lower
nasal cavity volume between non-cleft side and cleft
side has no difference, and better results were obtained
when nasal molding prong was applied at cleft side
nostril. The results between incomplete type and com-
plete type have no significant difference. In conclusion,
AR is an effective method to calibrate cross sectional
area and nasal cavity volume of unilateral cleft lip nose
deformity, and furthermore effective in comparing the
volume of cleft side with non-cleft side after unilateral
cleft lip nose deformity correction with lifting the lower
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lateral cartilages to the upper lateral cartilages.
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polydioxanone(PDS II)&-§AL24 B33 5 dMtedts
(interdomal suture)®} £ #7HE-3H&(interfootplate suture)
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Fig. 1. (Left) Nasal molding prong appli-
ance. Two straight needles with toboggan
shaped acrylic resin which will be situated
underneath upper lateral cartilage and nos-
tril rim. (Right) Nasal molding prong was
connected to elastic band and then attached
to frontal scalp for maximal 8 weeks.

Fig. 2. (Left) The devices of acoustic rhinometry. (Right)
Measurement of acoustic rhinometry in child with unilateral
cleft lip nose deformity.
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Fig. 3. Result of acoustic rhinometry: distance-area curve.
Volume (mm’) was calculated by integration of cross-sectional
area (mm’) by distance. In this case, nostril rim to caudal edge
of nasal bone was 15 mm.
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o] ZAo A MZZo] EAF oh BEH(mm)E P34
o o] @HAS ATEH Z11‘5:(integra’cion)‘E?}Ofl 33 Hl
AAel &3 (mm)E FetATHFig. 3). 2 HIALE
ek HESe] v £3& WEER el BiRAs

(proportional index)2# &2 AJolE & HZ vW3H
th. 24182 7% Mann-Whitney HAPES A}&314th

Il A vIAES4 B4
TE Y £4E FY= -‘%;‘ 1717 & A Ia—?oﬂf\i
34-129mm’(FF 59mm), FFL FHAA2 A ol

N

X 3.6-118 mm’(B T 57 mm)Q o], 2] vjAZTH
B 7te] $4e A laFo]A 32-125mm’ (B 57 mm’),
A IbZo] A 33-125 mm’ (B F 57 mm))2A &3 |G
23 NgE9 £49 Aol FAGHOE FoF o]
7} S cHp>0.05)(Table ). 42 SATFE=EuHI(A 1I
Z)NAE Bl dEe] vAEE B3] §5L FPL F
A7) A e Al HaFol A 4.5-145 mm’(F 7 6.1 mm’),
8 RANZ A [bFEd|A 41-13.3 mm’ (BT 6.0 mm’)
AL, AEEL A Hao A 3.2-12.4 mm’(F 5.3 mm’),
A Hb-,"f oA 3.2-12.8 mm*(H T 5.7 mm’)Z A BHAE 7
4Ry BFoAM £F 8H9 zold gl FATFAHZ
o]z} YA THp>0.05). BI/HEZ vHlAZH &3 o3t
NEE BlAFE ARG A laito] 0.88-0.98(F
F 0.93), A IbiFo] 0.88-0.98(FF 0.96)Q oM, A F
e A lao] 0.86-094(FF 0.92), A UbFo] 0.89-
097(B 0.95)82 4 92 F&auHF A 23 7Ho§f
H7gel &2 BARFEY HFAA 7474 =7}
93%, 92%°) T2ty o, A Zd FHE& T7}3¥73
T A4z 3239 96%, 95% 2 A %ﬁlf—%@zi frolatAl(p

Table |. Nasal Cavity Volume of Non-cleft Side and Cleft Side

Incomplete cleft lip(Group I)

Complete cleft lip(Group II)

Group la

0.34-1.29 cm®

Volume of non-cleft side (Mean, 0.59 cm3)

Group Ib

0.36-1.18 cm’
(Mean, 0.57 cm’)

Group Ila Group IIb

0.41-1.33 cm’
(Mean, 0.60 cm’)

0.45-1.45 cm’
(Mean, 0.61 cn’)

Volume of cleft side* 0.32-1.25 cm® 0.33-1.25 cm® 0.32-1.24 cm® 0.32-1.28 cm®
(Mean, 0.57 cm’) (Mean, 0.57 cm’) (Mean, 0.53 cm”’) (Mean, 0.57 c’)
Proportional index** 0.88-0.98 0.88-0.98 0.86-0.94 0.89-0.97
{(Mean, 0.93) (Mean, 0.96) (Mean, 0.92) (Mean, 0.95)

Group Ib And IIb: molding prong appliance groups

*: p>0.05(compared with non-cleft side): There is no statistically significant difference between cleft side and non-cleft side in both

incomplete and complete type.

**: nasal cavity volume of cleft side/nasal cavity volume of non-cleft side
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