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Perceptual-Auditory Rating of Voice
Degree of Dysphonia  [None mild [Moderate |Severe |Unable to Assess
. 1 Pre-Treatment (n = 108)
I n t r O d U Ct | O n R eS U I tS [overall Quality 0 (0.0% 2 (1.9%) 20 (18.5%) 86 (79.69q| 1 (0.9%
[Roughness 14 (13.0%) 5 (4.6%) 22 (20.4%) 29 (26.9%) 38 (35.2%

IBreathiness 13 (12.0% 3(2.8%) 17 (15.7%) 63 (58.3% 12 (11.1%
Chronic dysphonia has a 4.3% lifetime incidence in the USA? Baseline Characteristics SIELE Strain 10 (9.3%) 5 (4.6%) 16 (14.8%) 57 (52.8%) 20 (18.5%

Functional Dysphonia (FD) is one of the most difficult chronic Domographies s e duene L SO— B — e
dysphonias to diagnose and treat2?3 Female 97 (85.1%) ater l , Post Treatment (n - 100)
Defined as a change in voice quality without structural or S Ty p———— =73 A — compression ‘;lz;:ﬁ““" ﬁ:ﬁﬁq . e imiI e
neurologic abnormalities of the larynx Time to Diagnosis (in days) 166 (74,519) L 25978 Breathiness 4 (34.0%) 2208} 11.0%) 2(zo8) (L%

- ] . - , , , - SUpraglottic Strain 95 (95.0%)| 0(0.0%) 2 (2.0%) 1(1.0%)| 2 (2.0%
4,5,6,7,8,9 Time from Diagnosis to Treatment (in days) 0(0;1) = : =
Highly variable presentation Prior Treatment Elsewhere 47 (41.9%) hypenadduction [Fech instabiity 38 (28.0%)| 7 (7.0%) 2 (2.0%) 1(10%)| 3 (3.0%

Conventional SpeeCh therapy ineﬂ:eCtive Comorbidities (% of Subjects with Comorbidity) 67.4% (including Predaminant |toudness 95 (95.0%)| 1‘1-‘?‘] 0 (0.0%) 2??.096][ 2(2.0%
Specialized FD therapy has been shown to be Allergies / Sinus Problems 30 (26.3 %) mixed) antero-posterior Table 2: perceptual auditory assessment of voice
Arthritis 6 (5.3%)

hwall-13 - Lamymnzeal Carmpression
eﬁ:eCtlve Asthma or Lung Disease 30 (26.3%) posturing 11.2%

Poorly understood physiologic basis5* Chronic Fatigue Syndrome 1(0.9%) 84.8% E— Varying degrees Conclusions

. . .. D ion / Anxiet 26 (22.8%) Af | o Ete
The current study aims to characterize the clinical features of R 500 31.9% Sl y
15l Clenc

FD before and after treatment in a large single-center sample Hearing Loss 1(0.9%) 51 6% SotLen ang) Large descriptive sample of FD patients with characterization
History of VF Trauma 1(0.9%) R dnteno:- paster|ar

ritable Bowel Syndrome o (7.9%) —— Gipleson of dysphonia, laryngeal posture, and comorbidities
Methods LT 0 | sonsit ity 8 (7.0%) o 31.5% Method for categorizing laryngeal posture in FD

i % Mibration . . . . . .
wgrans Doadaches ! e Pseuclobowing Time to diagnosis and previously failed treatment reinforce the

Other VF Movement Abnormalities 13 (11.4%) 9.5% 0.9% need for gOOd diagnOSiS and treatment of FD

114 patient records reviewed from the Cleveland Clinic Voice Roflux Disease___ 60 (52.6%) Mixed: 98% successful treatment demonstrates high efficacy of
Stroke / Neurologic Disease 5 (4.4%)

Center Thyroid Disease 18 (15.8%) spreglettc specialized laryngeal manipulation/repositioning therapy

e Electronic records Surveyed for demographic Disease Trigger (% of Patients Reporting this Trigger) il [ESSIAM and
' Environmental Trigger (scent / allergen) 19 (16.7%) glottic

morphometric, and medical data Intubation / Surgery 14 (12.7%) Insufficiency Psetdaflaccid DI S C u S S | O n

« Comorbidities previously associated with FD URI , _ 54 (47.4%) 24.2% 1.7%
Other Respiratory Infection 3(2.6%)

specifically addressed No Trigger Listed 24 (21.1%)
Video recordings of patient speech used to assess Table 1: Baseline Characteristics of Sample Figure 1: Videostroboscopic classification algorithm and data
guality of voice
Videostroboscopic examination used to characterize
laryngeal posture and movement
Pre-treatment and post-treatment time-points assessed
Video review conducted by two independent reviewers
« Disagreement resolved via collaborative discussion
Statistical analysis completed using JMP 10.1 and SAS 9.4

Follow up limited to repeat visits - 6% had relapse of FD
» Relapse without follow up would bias this result
* Prospective survey planned to address this issue
Debate continues over psychogenic vs. muscle tension
etiology — our data do not support psychogenic causality
» Average emotional VHI subscore significantly less than
physical or functional values (p<0.001)
Concurrent diagnosis of depression/anxiety (22.8%)
comparable to national incidence (19.7%)14
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