VELO PHARYNGEAL INCOMPETANCE

T

he velo pharyngeal sphincter is situated between the oral and nasal cavities and helps in separating the two cavities while we attempt speech. A competent velo pharyngeal sphincter (VPS) is essential for normal speech. The soft palate forms the anterior part of the sphincter and the lateral and posterior pharyngeal walls form the rest of it. Closure is achieved by tension in the velum and its elevation towards the posterior pharyngeal wall. The lateral and posterior pharyngeal walls move towards the rising velum, diminishing the lumen of the pharynx and assisting in its eventual shutting. As one prepares to speak the velum is partially raised and held in ready position. It only moves to closed position once phonation starts.

Vowels do not require a closure of the VPS and neither do the nasal sounds. Closure of the VPS allows compression of the air proximal to the point of constriction so that consonants, especially plosives and fricatives, can be produced with sufficient strength. For a voice that has quality, richness and carrying power, and for the consonants to be clear and precise, a good closure of the VPS is an essential prerequisite. If the air escapes into the nose through an open VPS the produced consonants lack precision and clarity, may get distorted, may be associated with pharyngeal or glottal sounds. Compensatory habits like excessive tension in the vocal tract, increased breath flow, articulatory substitutes further compromise the clarity and quality of speech. The speech distortions – misarticulations, hypernasality, hyponasality, and nasal escape interfere with the intelligibility of the individual words or sentences.

Velo-pharyngeal incompetence (VPI) can be caused by idiopathic insufficiency of musculature surrounding the VPS, Congenital palatal insufficiency, Cleft Palate, Sub-mucous clefts, following repair of Cleft Palate and after Pharyngeal flap or Pharyngoplasty. It also presents after adenoidectomy, after mid face advancements, because of enlarged tonsils, neurological conditions like Myasthenia Gravis and Bulbar Polio mylitis and on rare occasions it is Functional or Hysterical.

The reported incidence of speech disorders in Cleft Palate patients vary widely, depending upon how closely the speech is scrutinized. Primary effects include hypernasality, nasal turbulence and articulation disorders like absence or distortion of plosives. Secondary effects include abnormal articulations due to glottic stops, pharyngeal fricatives and nasal grimace produced by attempts to interrupt or constrict the flow of air in vocal tract. Additionally there may be omission or substitution of phonemes. So adequacy of the VPS is the most important determinant of articulation and listener understanding. Other factors include dentition, the hypoplasia of palatal muscles, their neurological input and the severity of hearing loss. The abnormal compensatory patterns of speech production learned before palatoplasty and velo-pharyngeal competence usually are hard to give up post-operatively despite quality speech therapy.

Speech pathologists often find marked difference in articulation proficiency between single responses and connected speech. In addition, observation of patient’s articulation in conversational speech provides an estimation of the speaker’s intelligibility level and degree of communication handicap. Other features of VPI include facial grimace associated with production of plosives, audible nasal emission of air, and an improved articulation when the nostrils are manually occluded.

Management of VPI involves three steps

· Evaluation and measurement of the deficiency of the sphincter

· Surgery / therapeautic management of sphincter inadequacy

· Modification of secondary superimposed compensatory habits

The direct visualization of the velo-pharyngeal sphincter with a nasendoscope together with synchronized lateral video fluoroscopy provide almost exact information of the sphincter deficiency as well as the correct choice of procedure to correct it. Nasendoscopy provides a clinical assessment of the depth of nasopharynx, length of palate, estimation of degree of palatal mobility during phonation, extent of palatal and pharyngeal wall motion and the exact extent and pattern of velo-pharyngeal gap during speech. Lateral video fluoroscopy is used to evaluate the degree of antero – posterior palatal movement and velo-pharyngeal closure during conversation and during production of a speech sound like a sustained s…, which essentially requires a total velo-pharyngeal closure. Thus these two procedures together provide information on the degree of palatal elevation, posterior wall movement, degree and pattern of sphincter closure obtained in antero-posterior and end on views during production of isolated words and during actual conversation.

Surgery for VPI involves a combination of Palatal lengthening procedures, Pharyngeal flaps, Augmentation of posterior pharyngeal wall and reconstruction of velo-pharyngeal sphincter. Non-surgical management revolves around palatal prosthetic obturators and speech therapy. The demand on VPS varies from language to language, from place to place, and certainly across socio-economic groups. Acceptable speech standards also vary accordingly and the ultimate aim of all management protocols should be to achieve a speech for a patient that is easily understood by and that compares well with his peers.

