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Introduction
The soft palate acts as a dynamic 
separator between oral and nasal 
cavity.[1] The soft palate, lateral and 
posterior pharyngeal walls form the 
velopharyngeal closure so that all of them 
create a three dimensional muscular 
valve which is known as velopharyngeal 
sphincter.[2] This muscular valve is 
located between the oral and nasal 
cavities, consisting basically of the 
lateral and posterior pharyngeal walls 
and the soft palate, and controls the 
passage of air.[3] Impairment of 
velopharyngeal function can be due to in-
sufficiency or incompetency. [4], [5], [6], 
[7] The primary effects of the 
velopharyngeal insufficiency are air-
flow escape and hypernasality.[8], [9] 
Secondary effects are disorders in speech 
articulation (distortions, substitutions 
and omissions).  [8],  [10], [11] 
Velopharyngeal insufficiency is  
distinguished by speech and nasal 
resonance abnormalities related to 
defects of the soft palate, which may be 
congenital as in cleft lip and palate (CLP) 
or acquired as in palatal tumor 
resection.[6], [7], [11] Velopharyngeal 
insufficiency causes communication 
problems because of distortion in speech, 
resonance and articulation apart from 
swallowing disturbance.[8], [12] In this 
r e g a r d ,  p a t i e n t s  u s u a l l y  h a v e  
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Abstract
Pharyngeal obturator prostheses restores the congenital or acquired defects of the soft palate 
and allows adequate closure of palatopharyngeal sphincter. Prosthetic management of 
palatopharyngeal insufficiency requires a close co-operation between a prosthodontist and a 
speech pathologist. As a result, the patient can be socially and physically rehabilitated with the 
improved speech quality as well as prevention of leakage of liquids. Palatopharyngeal 
dysfunction may take place when palatopharyngeal valve is unable to perform its own closing 
due to a lack of tissue (palatopharyngeal insufficiency) or lack of proper movement 
(palatopharyngeal incompetence). Palatopharyngeal insufficiency induces nasal regurgitation of 
liquids, hypernasal speech, nasal escape, disarticulations and impaired speech. This case report 
describes rehabilitation of a patient with soft palate defect.In this case report patient with soft 
palate defect and subsequent velopharyngeal insufficiency was rehabilitated using pharyngeal 
obturator prostheses which had different retention mechanisms. Since it is necessary for 
swallowing and intelligible speech, the patients were examined in terms of adequate 
velopharyngeal closure after prosthetic treatment with satisfying results.
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psychological problems together with 
physical difficulties.[13] These problems 
are demonstrated especially in child-
hood and continue lifelong if left 
untreated. Surgery in combination with 
speech therapy is a common approach to 
the treatment of Velopharyngeal dys-
function[7], [9] There are several surgical 
procedures that can be performed to 
correct the physical mal-function. Some 
of these are palatal pushback with a 
pharyngeal flap lining, sphincter 
pharyngoplasty, a superiorly based 
obturating pharyngeal flap, and Furlow 
palatoplasty.[14] However, when 
surgical treatment is not considered as an 
option, pros-thetic management of 
Velopharyngeal insufficiency is carried 
out by means of a pharyngeal obturator, 
whereas Velopharyngeal incompetence 
is traditionally managed by a palatal lift 
prosthesis.[5], [10] A pharyngeal 
obturator is a removable maxillary 
prosthesis which has a posterior 
extension to separate oropharynx and 
nasopharynx.[6], [8] This obturator 
prosthesis re-stores the defects of the soft 
palate and allows adequate closure of 
palatopharyngeal sphinter." When a 
pharyngeal obturator is placed, the 
patient can exhibit adequate separation 
between the oral and nasal cavities during 
production of plosives consonants or 
w h i l e  b l o w i n g  w i t h  v a r i a b l e  

intensity.[15], [16] An effective 
prosthesis will restore speech, allow 
proper swallowing, and have an 
acceptable appearance.[16] However, it 
should have sufficient retention and 
stability.[17], [18], [19], [20] In 
dentulous and partially edentulous 
patients the retention and stability of the 
pharyngeal obturator prosthesis is easily 
achieved by the existing teeth.[8], [21] 
However, it may be hard to achieve 
adequate retention with conventional 
prostheses in edentulous patients but not 
imposible.[8], [13], [20], [22] However, 
it should have sufficient retention and 
stability. It is important to note that if the 
pharyngeal portion of velopharyngeal 
prosthesis is immobile and fix, it will 
irritatethe tongue during the movement 
of the soft palate. Therefore we report 
edentulous case with soft palate defect 
rehabili tated by velopharyngeal 
prostheses using hinge joint of the 
spectacles joining the hard and soft 
palatal parts of the prostheses.[1] 
Adequate velopharyngeal closure was 
obtained with applied prosthetic 
t r e a t m e n t s .  T h e r e b y,  o r o n a s a l  
communication was prevented, esthetics 
and speech were improved.

Case
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achieve normal speech with a prosthesis, 
an accurate prognosis is extremely 
important for the patients exhibiting 
considerable movement of the residual 
velopharyngeal  complex during 
function.[1], [2], [9], [23] However, it 
must be underlined that some patients are 
not in need of a prosthesis to chew, and it 
is made just to improve speech.[3] 
Henrique J et al stated that judgement of 
the speech performed by the patients 
themselves revealed 85.4% of the 

patients related an improvement with the 
palatal prosthesis.[3] Because the 
movement of the lateral pharyngeal walls 
is essential for the control of nasal 
emission, little or no movement of 
velopharyngeal mechanism makes it 
difficult to achieve normal speech with 
either surgical reconstruction or 
prosthetic therapy.[1], [2], [5], [9], [16], 
[23] In the literature, several types of 

A 62 year male patient reported to the 
Department of Prosthodontics ,Himachal 
Dental college Sundernagar with a chief 
complaint of missing teeth and 
hypernasility (Fig-1). Patient had a 
history of infection in soft palate and had 
a surgery for soft palate and tonsils during 
his early childhood. Speech defect and 
hypernasility were also detected in 
cilinical examination. The impression 
was examined for contact with the 
pharynx bilaterally and posteriorly.The 
extension was positioned at the level of 
the hard palate during the most active 
movement of the pharyngeal sphincter.'" 
This movement was achieved by asking 
the patient to say ‘ah or by touching to 
posterior wall of the pharynx with an 
instrument to initiate gag reflex. An 
acrylic resin extension must be formed 
functionally. This extension must be in 
static contact with the soft tissues and 
must not affect the stability of the 
prosthesis. The success of the soft palate 
defect prosthesis depends on the 
functional adaptation of the impression 
material.In current case, low fusing green 
stick compound was used in functional 
contouring of the palatal defect and 
velopharyngeal portion. Light body 
addition silicon impression material was 
added to make the final impression (Fig-
2). The cast was poured in dental stone 
(Fig-3). Try in was done and the hinge 
was attached within the wax during wax 
up at posterior most extension of the 
maxillary impression (Fig-4). Hinge was 
covered by plaster to secure its position 
(Fig-5). Packing and trial closure was 
done with heat cure resin. Denture was 
finished and adjustments were done in 
the patient’s mouth (Fig-6).

Discussion
Prosthetic rehabilitation of the patients 
suffering from velopharyngeal deficits 
with obturator prostheses varies 
according to the location and nature of 
the defect or deficiency. There are 
differences between obturator prostheses 
c o n s t r u c t e d  f o r  p a t i e n t s  w i t h  
d e v e l o p m e n t a l  o r  c o n g e n i t a l  
malformations of the soft palate, as 
compared with those constructed for 
patients with acquired defects. [1], [5], 
[8], [10], [11], [23] However, the 
objectives of obturation are to provide the 
capability for the control of nasal 
emission and inappropriate nasal 
resonance during speech and to prevent 
the leakage of material into the nasal 
passage during degtutition.[6], [9] To 
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especially due to the weight of the pros-
thesis and the inability to obtain a border 
seal.[17], [23] The weight and length of 
obturator portion increases the effect of 
gravitational forces.[23] Moreover, a 
complete denture may be contra-
indicated in the patients with irregular 
palate anatomy, shallow vestibular sulci 
or lower muscle attachments." Therefore, 
dental implants have great importance for 
these patients.[23], [24] The degree of 
defect affects the functions of the 
obturator. If the defect includes both soft 
and hard palate resections, the discomfort 
in the usage of obturator increases.[26] 
The treatment of velopharyngeal 
insufficiency requires multidisciplinary 
approach. Accordingly, a speech 
pathologist should participate in 
treatment of these cases to test 
articulation errors and inappropriate 
oronasal resonance balance.[11] 
Perceptual and instrumental measures of 
hypernasality and nasal escape along 
with a profile of the patient's articulation 
provide the diagnostician information 
about the frequency and consistency of 
velopharyngeal insufficiency. These 
measures, however, provide only limited 
information about the functioning of the 
velopharyngeal mechanism. The use of 
Multiview video floroscopy (MVF) or 
Nasopharyngoscopy Evaluation (NE) 
may contribute to the diagnostic 
confirmation of the assessment of velar 
mobility, pattern of velar elevation, size 
of residual velopharyngeal gap and 
lateral pharyngeal wall displacement 
while the patient is producing a 
standardized sample of connected 
speech. It may also contribute the 
assessment of treated patients with 
velopharyngeal insufficiency.[1], [14], 
[23], [27] While neither of Multiview 
v i d e o  f l o r o s c o p y  ( M V F )  n o r  
Nasopharyngoscopy Evaluation (NE) 
can substitute for perceptual speech 
assessment in the diagnosis of VPI, they 
are complementary tools in the 
assessment of velopharyngeal function." 
In present cases, no nasopharyngoscopic 
evaluations were made. However, 
perceptual speech evaluations were 
demonstrated significant improvements 
in speech ability and velopharyngeal 
function.[23], [26]
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