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Context

. \fPI is best identified using a combination of
perceptual and insfirmental means

o I definitive diagnosis of VPI can only be made by
direct examination of the VP port
(e. g using nasendoscopy, videofl uoroscopy)

. When VPI is diagnose4 it should be managed
physically (surgery or prostlretically).
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However,
. Sonrstimes resonance disorders persist after

physical management - ard firtber physical
management is not possible

. Sometimcs physical manageinent is mt possible

. Sometimes a diagnosis of VPI is not clear-cut
(bordertire VPI, inconsistent VPtr, or clear
diagrnsis cannot be made)

tBcheviord treetment of relsontRce disorder
(hypernasallty and nasal emission)
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Definition of
"Behavioral Treatment"

' Not surgical
o Not prosthetic
. Not instrumental
. : "speech the,rapy"
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Behavioral treatment focused on
improving VP status

o Indirwt methods

e.g Howing sucking sudlowing artioil*im therrpy

o Direct rnehods
e.g electricd or other *imul*ion of VP musdeg spcech
ryfl ianc (*imulate, then reduoe/remorrc), Nrmctcry
biofedbaclq nascndoccopy ti ofce&rk

ltlclll. bbrird'Dcrncd of llrm.. Qblfte. Jrc 2002

Differentiate:

. Techniques airned at improving velopher'lmgeal
mwement

o Techniques aimed at improving the perception
of rcsontnce disorders (hypemasality, nasal
emission)
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Several rwiews of such treatment:

. OVf,RALL: Bchavtorrl mcthodg eimcd rt
improvtng VP closure hrve not becn succdsful

o { few tcchniqucs aDpsar to be zuccessful for sonoe
patients
4'NoGd to identify thosc p*icuts u&o will benefit

OMore and better rescrch is n€ed on tredment
ef;Ecrcy

'wlitdill, 
Efiviord 
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Behavioral methods to imProve
resonance

. Focus on improving perception of resonance
disorder (not actual VP movement)

Perception of hypernasality can be influenced
by other aspects of speech
(e.g voioe disorder, articulation disorder, rate, pitch)-

L Bef.vkrd'Iledmcnt of Re$nDG, Qingds, tue 2002

Methods include:
. Reduce rate
' "Light contacts"
. Open mouth more widely
. Increaseldecrgase loudness
. Increase/dEcrease pitch
. Articulation therapy
. Discrimination training
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Reviews of efficacy

Few systematic studic ofthe efficacy of
these methods

. There is little evidence that these methods
work!

t CAUTION (in clinical practice)

+ NEED FOR MORE GOOD RESEARCH

Reduce rate

. Techniqus reduce rate of connected speech

. Theory: ?gives velum more time to achieve
correct articulatory gesture

. Evidence: no research evidence
e.g. D'Antonio, 1982

. May work for some individuals

I, Efivi{r.l lhrba of lcnr+ (InSdD, Jun 2002

"Light contacts"
o Technique: more'gentle' articulatory

contacts during speech (e.& bit$iat ad
drcolar plosirres)

. Theory: ? Reduces speech rate and
respimtory effort

o Evidence: some positive clinical rcports, but
no ressarch studies

Wrning sornc authors disagrec; argrc for 'trard contact-
in*ead (C.olding-Kushncr, I 995 )

Whibbill. tlchvi{rd ticrlmatt of Rcmc. (prdo. f.c 2(X)2
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Open mouth more widelY

. Technique: operi motrth rnore widely during
speech; (in front of minor)

. Theory: decrease oral resistance; incrtease
oral air flow, dectease nasal air flow

. Evidence: some evidence that this can lead
to spmch perceived as morc oral

ftrnin:: crsdvc opcrht lry incrcrc VP port?

(Pacm'Fdpac ct d. 2001)
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Increase/decrease loudnms
Increase/decrease pitch

Disagreement re: increase vs. dectease!
. No research studies, few clinical reports of

either
. Theory: may alter perception of hypernasality

\ilarning: eltering pitch or incrersing loudnc$ mry

:::ffi:::"

Articulation theraPY
. Technique: focus on articulation; no direct

treatnent of resonance disorder
' TheorI: (l) imporrcd rticuldo'n lcads to bctter

pcrcetud judgrmem of hlryernasality

(2) reducim of somc oomPcns*orY
artiorlory pdsrns (glosd sPc, pharlmgcd
fricilivcs) may lcd to better VP clcure

o Evidence: Clinical and research evi&ncc that

this approach works for some patienre.

fr|titd! briord trr- of Rm' Qbdo. rn 2002
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Discrimination training
. Technique:improve patients ability to hear

the difference between normal and
abnormal resonarrce
(a) in others (therapist simulaes hypernasality;
alternates with normal resonance)

(b) in self (initially, by blocking and unblocking nose)

. Theory: Improved discrimination abilities
will lead to better production

. Evidence: none?
Whitclull, Behevionl lierlncnt of Resonrce, eiogdan, Juq: 2002

Patients who may benefit

. Borderline VPI
('touch closure", "ABNQ" - almost but not quite)

. Inconsistent VPI
('SBNA" - sometimes but not always)

. Small velopharyngeal opening

. Mild resonance disorders

\.Uritchill. tlshrriord 
'lierrnrnt 

of Resofirce. (Inglm, Jur* 2002

Documenting improvement
. Important to document carefully, so we can be

sure real change took place

O Pre-heahnen! (during treatment), post-teatment
. Note exactly when inconsistencies occur (random?

pattern?)
. Be aware of possible clinician bias

) tape record; multiple judges
. Consider instrumental measures to complement

e.g. nasometry

\lhrlchill. lluhrviord 
'lldrtrnrrn 
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Trial therapy

. Behv*ral thrapy (fff VPI s for resorrc)
$ould be undertaken on a trid basis

. I month; l-3 rnanths;3-6 unntb

. If iryovurcnt is piry to occur, it shfi oww
rryrdfiy

e llo rd rdert*c long p€riods of Heviral
beatmcrt - fu*raing for p*icm ud tbrapist

'' Rqnize physical limitailbr

gr.|iren E{rrirrl Trcrg of kc+ (Ffh.b 2efil

Behavioral treatrnent fc msal emission

e Derrnine wb#r'gsreral' 6l enriesbn
(related to VPI) or pbneme ryecific cal
emission (a@uate VP closrc, l€arned pattern).

. If phorreme-specific, treat as rticulatbn disorder

. lf gsrraUVPl-relate{ sorne of tlp techniqrns
mrrered lrre ilray be of value

lr edditbn,...

Uldt ihrtl. lJchrvrxd lierFre'|| of Rsrme Qialb, f* 5X):

Visual ftedback

- valuable in the treatment of nasal
emission

. mirrm (detc€t fogging/mbting)

. $rip of paper (movement &rring n e.)

o Nasorneter

\fhtlll llclrvirrrl 
'llcrDe* 

of llg.grce. (Infdl, .br ?tx,2
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Speech vs. Non-speech tasks

. Movernent patterns for speech are different for
spcch than for nonspech {same struc$res)

' Unlikely that gains made in mnspech activities
will gereralize ta qpeech

. Activities such as blowing sucking swallowing
do not improrrc r'tlopharyngeal closure for
t*to:[. 

Bfivkf,i Eracnof Relm*e.eingdrr. run 2002

Case 4: Ting Ting (lztF)

. Cleft palate repaire d - age 2

. Mild nasal emission

. Mild hypernasality

. Small fistula

. Class III malocclusion
o Numerous articulation errors
' Inre'':::::::::*Qiaado 

rur 2n)2

. Refer for direct examination of VP port (nasendoscopy,
videofluoroscopy)

. Temporarily block fistula

(differential diagnosis: impact of fistula vs. VPI on
hypemasality, nasal emission, ?articul dion)

Findings
. Borderline VPI ("touch closure")
. Fistula not contributing to hypernasality, nasal

emission
O Possible candidate for beheviorul treetmcnt of

resonance disorder

fffi kCill. tsclrviorj'Iicrfincol of Rcgflmc. Qingdn, Ju|r, 2(X]2
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Recommendations
. Trial therryy (l-3 months)

. Collect thorough pre-teatment baseline data

- Tapc recor{ fu reliatt'lity
- Instrtrmentd mcasures, if pcsiHc, to nrpplement
- Creful dacrmin*ion of nari*ility

. One treatment at a rime

- Allows dacrmin*ion of efrcry of crt method
- e.g; baseline - aticul*im thcrapy - baseline - 'motth

opening' - basclirc - reducc rde - baseline

WliLlll. bvicd lfcriort of Rccmc, Qirgdn, ltc 2002
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