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The same time, closure is assisted by the posterior and 

lateral pharyngeal walls which move towards the rising 

velum, thus diminishing the lumen of the pharynx.  

Velopharyngeal closure is essential for speech and non 
speech activities. The non speech tasks involve more 
reflex activities such as swallowing, gagging, yawning, 
blowing and suckling. 
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Overview of velopharyngeal 

dysfunction 

Velopharyngeal dysfunction (VPD) may occur in the 

absence of complete closure of velopharyngeal valve 

because of the lack of tissue (velopharyngeal insufficiency) 

or lack of proper movement (velopharyngeal 

incompetence), which can lead to communication 

disturbances (Joa˜o et al., 2007). 

Velopharyngeal dysfunction can be due to a variety 

of causes. Velopharyngeal insufficiency (VPI) is when 

there is an anatomical or structural defect, such as a short 

velum following cleft palate repair, a submucous cleft, or a 

deep pharynx secondary to cranial base anomalies. VPI can 

also occur following an adenoidectomy in rare cases, but 

most commonly if there is a pre-existing submucous cleft. 

Velopharyngeal incompetence is when there is a poor 

velopharyngeal movement due to a physiological cause. 

Velopharyngeal incompetence may be due to poor muscle 

function, pharyngeal hypotonia, velar paralysis or paresis, 

dysarthria, or even apraxia, (Kummer, 2001). 

Causes of hypernasality and velopharyngeal 

dysfunction are many and range from structural causes such 
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as cleft palate to neuromuscular problems like those seen in 

velocardiofacial syndrome (VCFS). Functional aetiologies 

also exist, including splinting of the palate after 

tonsillectomy, and imitation of cultural or familial role 

models (Partone et al., 1998). 

The activities of swallowing and speaking depend on 

the ability to obtain adequate closure of the velopharyngeal 

port; both are complex motor skills that involve the 

coordination of a diverse group of muscles along the upper 

aerodigestive tract. Velopharyngeal movements during 

speaking are quite distinct from those involved in 

swallowing, as is clinically evident in patients who are able 

to obtain good closure during swallowing and yet are 

unable to obtain adequate closure during speech 

(McWilliams and Witzel, 1994). 

Phonation involves the generation of a column of air 

pressure passing from the subglottis and into the upper 

airway. Inadequate velopharyngeal closure allows air to 

escape through the nose during the generation of 

consonants requiring high oral pressure, leading to 

inappropriate nasal resonance during speech production 

(Hirschburg, 1986).  
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 Velopharyngeal dysfunction is not only disturbed 

swallowing, but also disruption of speech and deterioration 

of communicative ability. It affects speech by several 

means; mainly hypernasality, imprecision of consonants 

articulation, audible nasal emission of air and faulty 

compensatory articulatory mechanisms (Kotby, 1981). 

Velopharyngeal dysfunction has also many effects 

such as nasal regurgitation of food and liquids with feeding 

and spitting up, recurrent and chronic sinus infections may 

be a sign of nasopharyngeal reflux and repeated 

contamination of the nasal cavity. Persistent otorrhea with 

ear grommets in place may also be due to nasopharyngeal 

reflux extending up the Eustachian tube and through the 

middle ear (Conley et al., 1997).  

 Horii and Lang (1981) described the criteria for a 

recommended or perfect method of evaluation of the 

velopharyngeal valve function. The perfect method must be 

reliable and valid, be capable of analyzing connected 

speech as well as isolated sustained production of speech 

sounds, interfere as little as possible with the normal 

process of respiration, phonation, articulation and with 

auditory tactile and kinesthetic feedback. Also the method 
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must be physically and psychologically non-invasive or 

essentially so. 
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Aim of the work 

 

     The aim of our study is to focus on etiology, 

diagnosis and treatment of the velopharyngeal 

dysfunction with stress on the new diagnostic and 

therapeutic methods. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


