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Rationale of the study

It has been said that "there is no special treatment for the
dysarthric disturbances of speech” () There is a general sense among
clinician that treatment of dysarthria help patient to speak more
intelligible or communicate more efficiently and that treatment benefit
can extend even to peoples with chronic or degenerative
conditions.(2&3&4) |

These beliefs come from unpublished clinical experience,
anecdotal reports, a fairly substantial numbers of well-controlled and
uncontrolled case studies and studies of aggregated cases that
document in response to a variéty of dysarthria type. %)

Olswang (1990) has made point that t_reatmént efficacy is a broad
term that can address several questions related to treatment
effectiveness (Does treatment work?), treatment effect (In what way
does treatment alter behaviors?) and treatment efficiency (does one
treatment work better than anotherV) ©

In general, it seems that more is known about the effectlveness of
surgical, pharmacological and prosthetic treatment for dysarthria than
about their behavioral management. There are several reasons for this.
Effective medical and prosthetic..approaches tend to have immediate
and more rapidly dramatic effects on speech; their results are,
therefore, more readily apparent and easier to measure. When they do
not work, the outcome is known more rapidly, the reason of their

failure may be apparent, and subsequent modification or new

treatment can be applied.
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Behavioral treatment takes time, experimental control often is
difficult to achieve, the precise reasons for success or failure often are
not readily apparent, effects are not always dramatic or stable, and the
replication of the results can be difficult. ¢’

Group treatment studies of dysarthria are conspicuously lacking
in the literature on behavioral management. We don’t know nearly as
much about the effectiveness of treatment as we should. 7 This fact is
disappointing and should drive effort to increase efficacy research.
Kent (1994) implies that we should be making greater effort to
determine the efficiency of various procedures, the degree of benefit
derived from them whether one treatment api)roach is better than
another, and whether some approaches are better for some patients
than for others. ® 7

Perceptual, acoustic and physiological analyses have recently
proven helpful in the quantification and description of specific types
of dysarthria. However, little attention has been paid to the value of an

‘integrated perceptual, acoustic, and physiological assessment in
making inferences about the nature of the intelligibility deficit,
guiding treatment planning, and/or monitoring treatment effects.”®

With improved accessibility and affordability of state-of-the-art
instrumentation, clinicians can now view the disordered speech signal,
as well as quantify it to provide baseline data and monitor changes
over time. In addition to acoustic and perceptual methods,
physiological analyses have added to our understanding of disordered
speech motor control and its various patho-physiologic underpinnings.

‘Murdoch et al. (1997) maintdin that dysarthria treatment should
be based on a thorough pathophysiological assessment to determine

the status of muscular impairment in each of the speech subsystems.
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Physiologic assessment should be used not only to explain and
quantify speech impairments but also to help parse the'subéystems of
speech that are disordered. (10

Despite a sound rationale for using instrumental (acoustic or
physiological) methods to supplement perceptual assessment
.techniques, parse speech subsystem deficits contributing to reduced
intelligibility, and track the effects of interventions, instrumental
analyses are not widely used in clinical evaluation and management of
dysarthria & '"12

Clinical researchers have used such methodologies principally to
identify correlates of specific dysarthria subtypes or to quantify and
describe the speech decline associated with progressive disease
processes, such as amyotrophic lateral sclerosis. (“’lz)ARelatively little
attention has been given to the value of these instrumental techniques
to mdnitor or assess treatment effects in individuals with dysarthria.
Roy (2001) mentioned "to our knowledge, no study has deliberately
combined perceptual, acoustic, or physiological evaluations to
monitor or t'rack. speech improvement in dysarthria during recovery or
rehabilitation."

Although dysarthria is a motor disorder, other non motor factors
may influence the outcome of tre_éi”[ment. These include age, ge;;lgri
general cognitive status, language function, physical health and
motivation. Kent (1994) states that many clinician have a good
understand of these factors, but research literature is rather weak in
that aspects, thus guidelines are needed that would allow clinician to

understand the impact of these factors on treatment effectiveness.®



