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Abstract

Objective:To investigate the clinical characteristics and recovery of opercular syndrome (OS), and optimize its
clinical diagnosis and treatment.

Method: Prospectively recruit thirteen patients with opercular syndrome, and assess them with oralfacial aprax-
ia assessment and Frenchay dysarthria assessment at outpatient clinic or the day after admission and the day be-
fore discharge. All inpatients got individual therapy based on admission assessment.

Result: The cortical lesions of eight patients were involved with one or both sides of opercular area. The re-
sults of oralfacial apraxia assessment showed that all thirteen patients have the voluntary movement disorder of
Oral-mandibular/buccal-lingual muscle, and the average score of oralfacial apraxia assessment got a significant
increase after rehabilitation therapy. Six of nine patients who needed nasogastric tube feeding transited to oral
feeding after inpatient rehabilitation therapy, and the percentage is 66.7%. The results of Frenchay dysarthria as-
sessment revealed that 100% of the thirteen patients got severe dysarthria, and ten inpatients didn’t get signifi-
cant improvement by after rehabilitation therapy.

Conclusion: Oral dysphagia and severe dysarthria are the characteristic symptom of opercular syndrome. Most
of OS patients can return to oral feeding after rehabilitation therapy, while no improvement in articulation.
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