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Introduction
The soft palate establishes separation 

[1]between oral and nasal cavities.  It 
moves in response to physiologic 
demand of speech, deglution and 
respiration. The soft palate, lateral and 
posterior pharyngeal walls forms the 
velopharyngeal (VP) closure so that all of 
them create a three dimensional muscular 

[2]valve which is known as VP sphincter.  
The VP closure pattern depends on the 
contraction degree of the sphincter 
components. Adequate VP closure is 
required during swallowing and 
production of all consonants except for 

[3]the nasal ones.  Impairment of VP 
function can be due to insufficiency or 

[3],[4],[5],[6],[7],[8]incompetency.  When some or 
all of the anatomic structure of the soft 
p a l a t e  i s  a b s e n t ,  t h e  t e r m  

[9]palatopharyngeal insufficiency applies.  
Whereas when the soft palate is of 
adequate dimensions but lacks muscular 
and/or neurologic capacity, the term 
pa la topharyngea l  incompetence  

[9]applies.  The term palatopharyngeal 
inadequacy includes incompetency and 
or in sufficiency but may also suggest a 
reduction or absence of pharyngeal wall 

[9]function.

The primary effects of the VP 
insufficiency are air-flow escape and 

[10],[11]hypernasality.  VP insufficiency 
causes communication problems because 
of distortion in speech, resonance and 
articulation apart from swallowing 

[11],[12]disturbance.  In this regard, patients 
usually have psychological problems 
together with physical difficulties.
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Abstract
Pharyngeal obturator prostheses restore the congenital or acquired defects of the soft palate and 
allow adequate closure of palatopharyngeal sphincter. A patient with soft palate defect and 
subsequent velopharyngeal insufficiency was rehabilitated using pharyngeal obturator 
prosthesis. Since it is necessary for swallowing and intelligible speech, the patients was 
examined in terms of adequate velopharyngeal closure after prosthetic treatment. The results 
were satisfying for the patients and physicians.
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Surgery in combination with speech 
therapy is a common approach to the 

[6],[11]treatment of VP dysfunction.  There 
are several surgical procedures that can 
be performed to correct the physical 
malfunction. However, when surgical 
treatment is not considered as an option, 
p ro s the t i c  managemen t  o f  VP 
insufficiency is carried out by means of a 
pharyngeal obturator, whereas VP 
incompetence is traditionally managed 

[7],[8]by palatal lift prosthesis.

A pharyngeal obturator is a removable 
maxillary prosthesis which has a 
posterior extension to separate 

[10]oropharynx and nasopharynx.  This 
obturator prosthesis restores the 
congenital or acquired defects of the soft 
palate and allows adequate closure of 
pa la topharyngeal  sphinter.  The 
objectives of obturator 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 

[9]passage during deglutition.

Case Report
A seventeen year old girl reported to our 
clinic with chief complaint of speech 
difficulty and communication problems. 
She had a history of cleft of hard and soft 
palate. In her medical history, she had 
undergone surgical correction of cleft 
palate two years back. (Fig. 1) She was 
speaking with soft intensity to decrease 
hypernasalance. Speech evaluation was 
performed by speech pathologists that 
assessed resonance, the occurrence of 

inappropriate nasal air emission, and 
articulation. (Fig. 2a, 2b)

The patient refused to undergo second 
surgery, therefore a pharyngeal obturator 
with clasp retention was planned for the 
patient. The impression of pharyngeal 

Fig 1 : Velopharyngeal Defect

Fig 2 (a) : Speech Analysis
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requires multidisciplinary approach. 
Accordingly, a speech pathologist should 
participate in treatment of these cases to 
test articulation errors and inappropriate 

[ 7 ]oro-nasa l  resonance  ba lance .  
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 
VP insufficiency. These measures, 
however,  provide  only  l imi ted  
information about the functioning of the 
VP mechanism. The use of multiview 
v ideof luroscopy  (MVF)  and/or  
nasendoscopy (NE) may contribute to the 
diagnost ic  confirmat ion of  the 
assessment of velar mobility, pattern of 
velar elevation, size of residual VP 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 VP 

[14]insufficiency.  In present cases, no 
nasopharyngoscopic evaluations were 
made. However instrumental measures 
showed improvement in hypernasality of 
the patient.

Conclusion
In this report patient with soft palate 
defect was successfully treated by 
pharyngeal obturator. Success of such 
treatment largely depends on patient’s 
motivation and cooperation and ability to 
adapt with the prosthesis.
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Discussion
Prosthetic rehabilitation of the patients 
suffering from VP deficits with obturator 
prostheses varies according to the 
location and nature of the defect or 

[4],[5],[7],[8]deficiency.  Pharyngeal obturator 
prosthesis may prevent the hypernasality 
and/or nasal emission associated with VP 

[5],[10]inadequacies.  In order to obtain 
adequate VP closure during speech and 
swallowing a posterior extension is 
added to prosthesis. An acrylic resin 
extension must be formed functionally. 
This extension must be in static contact 
with the soft tissues and must not affect 

[1],[10]the stability of the prosthesis.

The success of the soft palate defect 
prosthesis depends on the functional 
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patients.

The treatment of VP insufficiency 

Fig 2 (b) : Speech Analysis

Fig 3 : Impression of the defect

Fig 4 : Wax Trial

Fig 5 : Final Prosthesis
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