
T
hose T

hrilling D
ays of 

Y
esteryear 

O
r  

H
ow

 C
are of the Laryngectom

ee has 
E

volved in the Last 30 Y
ears 

(A
ctually since 1980) 

O
rganization 

•
O

verview
 of the three m

ethods of speech 
rehabilitation s/p total laryngectom

y 
•

S
om

e tim
e on esophageal speech, a dying 

art 
•

Q
uestions and D

iscussion 
•

F
requently encountered problem

s 

S
o w

hat are w
e losing? 

T
otal laryngectom

y is com
plete 

am
putation of the larynx resulting in 

perm
anent separation of the upper and 

low
er airw

ays. 

http://im
ages.google.com

/im
gres?im

gurl=
http://w

w
w

.b
eliefnet.com

/healthandhealing/im
ages/exh5113b_m

a.jp
g&

im
grefurl=

http://w
w

w
.beliefnet.com

/healthandhealing/getcontent.aspx%
3F

cid%
3D

14833&
usg=

__vZ
W

V
nw

fH
xu1F

U
gsjlnX

B
S

F
7T

ybU
=

&
h=

257&w=
410

&
sz=

25&
hl=

en&
start=1&

tbnid=
M

Y
tv7u4LM

H
iB

F
M

:&
tbnh=

78&tbnw
=

125&
prev=

/im
ages%

3F
q%

3D
laryngectom

y%
26gbv%

3D
2%

2
6hl%

3D
en%

26sa%
3D

G  

•
A

. C
reation of V

oice—
P

honation 
–

V
ibrating body—

vocal folds (usually) 
–

P
ow

er source—
exhaled (usually) pulm

onary air 
•

B
. A

irw
ay P

rotection 
–

R
etraction of epiglottis 

–
M

edialization of ventricular and vocal folds 
–

Increased subglottic pressure 
–

A
brupt pressure release in coughing/throat clearin

g 
•

C
. F

acilitation of S
w

allow
ing through assisting 

in upper esophageal lum
en dilation 

•
D

. Q
uality of Life 

F
unctions of the Larynx 

W
ith respect to inhaled air: 

•
A

. H
um

idify 
•

B
. F

ilter 
•

C
. W

arm
 

F
unctions of the U

pper A
irw

ay 



W
ith respect to exhaled air: 

•
A

. P
athw

ay for egress 
•

B
. P

athw
ay for clearing/cleansing 

F
unctions of the U

pper A
irw

ay 

W
ith respect to nutrition 

•
A

. O
lfaction 

•
B

. Im
proved gustation 

•
C

. Increased salivary flow
 

•
D

.  P
athw

ay for bolus to hypopharynx 
•

E
. Q

uality of Life 

F
unctions of the U

pper A
irw

ay 

P
rior to 1980 rehabilitation 

focused on re-establishing speech 
E

sophageal speech-T
he P

R
E

F
E

R
R

E
D

 option 

    E
lectrolarynx 

A
rtificial Larynx 

•
P

neum
atic 

•
E

lectronic (battery pow
ered) 

•
N

eck H
eld 

•
O

ral C
onnector 

•
Intra-oral 

1929: T
he A

rtificial Larynx
         T

he first artificial 
larynx developed by A

T
&

T
 B

ell Labs w
as purely 

m
echanical. A

 m
etallic reed vibrated inside a tube 

that 
w

as connected, by the speaker, betw
een the m

outh an
d the 

stom
a, an artificial opening in the speaker's throa

t. A
ir 

forced up the w
indpipe, through the tube and across

 the 
reed, w

as then m
anipulated in the speaker's m

outh t
o 

create artificial speech.  
In 1960, A

T
&

T
 B

ell Labs replaced the m
echanical 

artificial larynx w
ith an electronic version. T

his 
required 

no stom
a, and could sim

ply be held against the spea
ker's 

throat. A
 vibrating driver in the larynx replaced t

he 
sounds m

ade by vocal cords, w
hich could then be for

m
ed 

into w
ords by the speaker. A

T
&

T
 m

ade it available a
t cost 

w
orldw

ide.  
 

E
arly P

neum
atic A

rtificial 
Larynx 
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•
P

lacem
ent, per S

. S
alm

on, the S
w

eet S
pot 

•
S

eal 
•

T
im

ing 
–

O
n/O

ff coinciding w
ith speech 

–
S

low
 dow

n rate of speech slightly 

•
V

olum
e/Intensity 

•
P

itch 
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O
ral A

dapter 
(http://lum

inaud.com
/ 

betterlivingnow
.com

)  

•Q
uick to learn 

•H
igh “success” rate 

•S
uccess is in the eye of the user: Y

es, I can use 
it; but I hate it! 
•C

an be externally placed or intraoral 
•P

ow
er source can be independent of patient 



W
ell U

sed 

•N
o M

edicaid reim
bursem

ent (varies by S
tate) 

•C
ost: $450-$3000 

•M
edicare allow

ed fee about $550 
–

P
t. out of pocket about $110 

•F
inding the right device 
–

Lum
inaud C

orp. currently lists 7 
•P

t. preference 
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E
sophageal S

peech 

S
om

e B
asic concepts 

•
 E

sophageal V
oice

 
o

E
sophagus is the air reservoir 
�

C
apacity 60-90 m

L. or about 0.25-0.4 cup  
o

U
pper E

sophageal S
phincter (U

E
S

) is 
the vibrating body

 
�

basically rem
nant tissue

 

�
V

aries greatly across persons, as did their 
surgeries 



S
om

e B
asic concepts 

•
B

asic P
roblem

: M
ove air from

 
m

outh/throat into esophagus
 

o
A

ir is a fluid. 
o

M
ovem

ent is driven by pressure: high to 
low

. 
o

W
e need higher pressure in the 

m
outh/throat.  

o
W

e need low
er pressure in esophagus. 

o
T

he U
E

S
 needs to relax enough to 

adm
it/release the air, but rem

ain tonic 
enough to capture the air. 

S
om

e B
asic concepts 

T
his m

ovem
ent of air is, in principle, 

the sam
e for tracheoesophageal 

speech as w
ell. 
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H
igher P

ressure 

 B
alanced T

onicity 

 Low
er P

ressure 

•H
ands free 

•N
o external device 

•M
echanism

 entirely anatom
ical 

•4-6 m
onths to learn 

•50:50 chance of success 
•H

yper or hypo tonic U
E

S
 

•R
educed loudness 

•D
elay therapy until 4-6 m

onths post-
radiation 
•Lack of com

petent clinicians 



•M
uch less affected by hypotonic U

E
S

. (S
till 

very affected by hypertonic U
E

S
.) 

•Louder,  longer speech 
•F

aster to learn than esophageal, but not as fast a
s 

artificial larynx 
•B

ottom
 line is that pts. and fam

ilies seem
 to 

prefer it.  

T
E

 S
peech A

dvantages 

•R
equires a voice prosthesis. 

•V
oice prosthesis is a m

echanical valve and 
“w

ears out.”  
–W

ear and tear vs. fungal colonization 
–Leading to aspiration 

T
E

 S
peech P

roblem
s 

•V
oice prosthesis m

ust be rem
ovable.  

•O
ptim

al length of v.p. changes over tim
e 

–T
ypically shorter 

–Longer d/t w
eight gain or recurrence 

•P
roliferation of prosthetics 

•N
eed for com

petent clinicians 

T
E

 S
peech P

roblem
s 

•T
o stent the tracheoesophageal fistula and 

prevent stenosis 
•T

o serve as a conduit for pulm
onary air to enter 

the esophagus  vs.  
•T

o provide a check valve so that food/fluid 
cannot enter the airw

ay 

W
hat is a V

oice P
rosthesis? 

A
 S

m
all S

ilastic T
ube w

ith a O
ne-

w
ay V

alve U
sed 
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B
lom

 and S
inger started 

us w
ith  

•
T

he Low
 P

ressure v.p. 
•

A
 second diam

eter (16 F
r. original and 20 F

r.) 
•

M
ore lengths (about every 2 m

m
 from

 6 m
m

. 
to 28 m

m
.) 

•
A

 second com
pany cam

e and w
ent (B

ivona) 
and a third cam

e and stayed (A
tos). 

•
A

tos brought w
ith them

 three new
 v.p.s and 2 

additional diam
eters 

I’m
 not even going to the ones that 

didn’t stay around long; but the 
duckbill w

as joined by 



InH
ealth Low

 P
ressure &

 
A

tos P
rovox v.p.s 

Level E
sophageal S

peech A
cquisition

 
 

S
ound 

   
S

peech 
7  

N
one  

   
N

one  
6  

Involuntary   
N

one 
5  

V
oluntary     

N
one 

 
Inconsistent 

4  
V

oluntary     
V

ow
els 

 
C

onsistent     
M

onosyl.
 

3  
A

t w
ill  

 
S

ingle w
ord 

2  
C

ontinuity   
W

ord groups 
1  

A
utom

atic   
C

onnected S
peech 

W
epm

an S
cale for E

sophageal S
peech A

cquisition 

E
sophageal V

oice 
M

ethods 
•

T
w

o or three m
ethods:

 

•
1 or 1a. D

utch M
ethod/ P

losive 
injection

 

•
1b or 2. G

lossal pharyngeal 
press

 
 

T
ongue P

ress
 

 
Lip P

ress
 

•
2 or 3. Inhalation m

ethod  

E
sophageal V

oice 
M

ethods 
•

S
am

e or different?
 

•
1 or 1a. D

utch M
ethod/ P

losive 
injection

 
•

1b or 2. G
lossal pharyngeal press

 
 

T
ongue P

ress
 

 
Lip P

ress
 

•
T

hese tw
o m

ethods rely on creating 
high pressure in the m

outh/throat to 
“force” air into the upper esophagus. 

E
sophageal V

oice 
M

ethods 
•

1 or 1a. D
utch M

ethod/ P
losive 

injection
 

•
In E

nglish (and other languages), 
p, t and k are produced w

ith high 
spikes in intraoral air pressure.  

E
sophageal V

oice 
M

ethods 
•

1b or 2. G
lossal pharyngeal 

press
 

 
T

ongue P
ress

 

 
Lip P

ress
 

•
A

lso G
lossal press 



E
sophageal V

oice 
M

ethods 
•

Inhalation m
ethod

 

•
T

he esophagus passes through 
the thorax/chest m

aking it 
subject to the sam

e 
aerodynam

ics as the lungs. 
 

•
Low

 pressure in chest =
 low

 
pressure in esophagus

 

•
U

E
S

 prevents aerophagia 
(ingestion of air) 

E
sophageal V

oice M
ethods 

Inhalation m
ethod

 
 

•
B

U
T

 U
E

S
 is w

eakened follow
ing 

laryngectom
y.

 

•
S

om
e persons can sim

ply draw
 

air into the esophagus as part of 
the act of breathing.

 

•
I personally have found this 
m

ethod hard to train. 

C
om

plicating C
onditions 

•
R

adiation therapy 
•

E
xtent of surgery 

•
R

ecurrence of the cancer 
•

E
m

otional S
tate

 
•

M
ental S

tate
 

•
M

otivation
 

•
H

earing Loss 
•

T
ravel to C

linic 

•
P

ost-operative fistula
 

•
W

eakness of  
o

V
elopharyngeal port 

o
Lips

 

o
In cancer of the head and neck, one or 
both m

ay be affected by the tum
or or 

the excision 

C
om

plicating C
onditions 

•
F

requently term
ed P

E
 spasm

  
o

N
ot a true spasm

, as it is the typical 
state of the P

E
 segm

ent 
o

T
he com

m
on response to esophageal 

insufflation
 

o
T

ypically w
eakened by the surgery. 

o
T

herefore, not a “health” issue.  

C
om

plicating C
onditions 

•
E

xcessive tonicity of U
E

S
. P

E
 

segm
ent opposes airflow

 too 
vigorously

 
o

C
an interfere w

/ entry of air into 
esophagus

 

o
C

an interfere w
/ release of air from

 
esophagus

 

o
O

r both
 

•
F

requently term
ed P

E
 spasm

 

C
om

plicating C
onditions 



T
hese com

plicating conditions 
also affect tracheoesophageal 
speech, largely because the sam

e 
vibrating source is used. O

nly the 
pow

er source is different. 

Initial G
oals 

•
E

m
phasize sound/phonation, not 

speech.  
o

B
erlin’s 1st goal is consistent phonation

 

o
W

epm
an’s levels 4-7

 

•
Low

 stress, low
 tension

 
o

P
ressure does not facilitate progress

 

•
F

ocus on success--C
heerleader not 

A
nalyst 

o
U

ntil consistency is high, accept 
klunking/grim

acing/stom
a noise 

•
C

om
m

itm
ent to P

ractice D
A

ILY
 

o
N

ot less than one hour 
o

B
reak into segm

ents
 

•
P

ace of therapy
 

o
P

erform
ance tends to plateau or decline 

w
/ extended practice

 

o
F

ocus on increasing # of trials
 

o
S

om
e tasks are m

ore dem
anding than 

others 

Initial G
oals 

Initial S
essions 

•
E

m
phasize need for m

ultiple trials: 5 
or 10

 
o

B
erlin’s C

onistency
 

o
W

epm
an’s levels 5, 6, 7

 

•
A

re there any w
ords w

hich have just 
slipped out?

 

•
C

an you burp?
 

•
S

how
 m

e: 
 

•
W

atch w
hat they do: 

o
Initial plosive syllable?

 
�

W
hat w

as the consonant/vow
el 

com
bination?

 

o
M

ultiple tongue pum
ps?

 
�

O
n w

hich “pum
p” did the air go in?

 

�
C

ould you hear it?
 

o
Inhalation?

 

o
H

ow
 m

uch prim
ing did it take?

 

 

Initial S
essions 

Isn’t it just like sw
allow

ing? 
N

O
!! 

S
w

allow
ing 

•
1. In the 
pharyngeal and 
esophageal 
phases is 
reflexive-
autonom

ic.  
•

2. D
eliver bolus to 

stom
ach w

/o 
regurgitation 

E
sophageal voice

 

•
1. Is V

olitional-cortical  
 •

2. P
ropel air just past 

U
E

S
 and im

m
ediately 

return it for voice 



S
w

allow
ing 

•
3. C

an take several 
seconds to 
com

plete  
•

4. R
equires a bolus 

•
5. C

annot be 
repeated rapidly 

E
sophageal voice

 

•
3. M

ust occur in 
about ½

 sec.  
•

4. N
o bolus

 

•
5. M

ust be repeated 
frequently and quickly

 

 

Isn’t it just like sw
allow

ing? 
N

O
!! 

B
urping 

•
1. G

astric  
 •

2. “gasses”, 
m

aybe air  
•

3. A
pparently 

unaffected by P
E

 
spasm

 

E
sophageal voice

 

•
1. N

ot gastric, barely 
esophageal  

•
2. A

ir 
•

3. U
nfortunately the 

only real sym
ptom

 of 
P

E
 spasm

 for m
ost 

people 

Isn’t it just like sw
allow

ing? 
N

O
!! 

N
o S

ound! N
ow

 W
hat? 

B
reakdow

n the P
rocess 

•
Inhalation

 
o

Increase duration of pressure drop
 

�
Longer breath

 

�
O

cclude stom
a

 

o
M

ake the pressure drop sharp: 
�

S
niffing

 

�
C

atching your breath
 

•
G

lossal press
 

•
D

utch M
ethod 

•
G

lossal press
 

o
P

uff out your cheeks. 
o

H
old that air and push it to the back of 

your m
outh.  

o
Increase the pressure by pushing your 
tongue against the pocket of air. 

N
o S

ound! N
ow

 W
hat? 

B
reakdow

n the P
rocess 

•
G

lossal press-continued
 

o
P

ush further back and feel the pocket 
m

oving dow
nw

ard
 

o
K

eep pushing until you feel/hear it 
pass through the floor of the throat. 

o
Let it go. 

o
O

r m
ake it quicker, “hot potato in the 

throat.” 

N
o S

ound! N
ow

 W
hat? 

B
reakdow

n the P
rocess 

•
D

utch M
ethod

 
o

P
ractice “popping” sounds: p, t, k, ch

 

o
M

ake the “pop” louder 
o

A
dd a vow

el 
o

M
ake the vow

el louder 
o

R
eally needs lots of trials 

N
o S

ound! N
ow

 W
hat? 

B
reakdow

n the P
rocess 



P
olishing 

•
P

recise articulation
 

•
P

hrasing
 

•
S

low
er rate of speech

 

•
E

m
phasize shifts in pitch and 

loudness
 

•
C

ontrastive and Lexical S
tress 

•
P

olishing requires that the basics are in 
place. 

•
P

olishing is not the elim
ination of bad 

habits. 
•

P
olishing is taking available abilities and 

im
proving them

. 
•

P
olishing, therefore, occurs late in the 1

st 
year or in the 2

nd year of therapy 
•

“P
olishing” too early is frustrating to the 

speaker 

P
olishing 

A
rticulation 

•
P

recise voiceless plosives +
 ch

 

•
C

ontrast voice and voiceless
 

o
T

oo frequently –voice is heard as +
voice

 

•
C

ontrast nasals vs. non-nasal 
cognates

 
o

T
oo frequently +

nasal is heard as –nasal 
o

D
ue to need for tight velopharyngeal 

closure to push air into esophagus 

Inflection 

•
C

ontrolled pitch--F
 

•
C

ontrolled loudness--I 
•

C
ontrolled syllable duration--T

 

•
C

ontrolled pausing--T
 

•
P

er Jim
 S

hanks: F
.I.T

.: F
requency, 

Intensity, T
im

e 

F
requency/P

itch 

•
G

ood esophageal speakers have 2-3 
tone range and U

S
E

 it.  
•

A
void M

onotone V
oice

 

•
P

ractice Low
/M

id/H
igh P

itch
 

o
V

ow
els

 

o
M

onosyllables
 

o
M

ultisyllables and phrases 

Intensity/Loudness 

•
G

ood esophageal speakers have about a 6 
dB

 range and U
S

E
 it. 

•
A

void M
onotone V

oice
 

•
P

er Jim
 S

hanks, start soft 
o

R
educes effort 

o
R

educes stom
a noise

 
o

R
educes klunking

 
o

B
ut spouses and friends tend to be a little hard 

of hearing 



T
im

e 

•
T

his is a com
plex variable

 

•
R

ate of speech
 

o
R

elates directly to pause tim
e

 

•
A

bility to sustain voice
 

•
O

nset of vocal fatigue
 

•
A

bility to control syllable/vow
el 

duration 

P
hrasing 

•
P

ause at points of juncture, e.g. 
W

here is there a com
m

a?
 

•
M

ark new
spaper articles

 

•
S

hort poem
s such as lim

m
ericks 

E
xam

ples 
•

C
ontrastive S

tress P
ractice. H

ere is 
another fun activity. H

ave students 
w

rite 10 F
A

LS
E

 sentences. T
hey 

could be about anything, as only as 
they are not true. N

ext have students 
read the statem

ents to their partner. 
T

he partner m
ust correct each of the 

incorrect statem
ents. 

(http://w
w

w
.soundsofenglish.org/tips.

htm
#stress) 

S
tress 

•
H

igh vs. Low
 P

itch
 

•
Loud vs. S

oft 
•

Q
uestions vs. S

tatem
ents (Lexical) 

•
E

xclam
ations (C

ontrastive) 
•

E
m

otions: M
ad, H

appy, S
ad, etc. 

 

S
pecial Issues 

•
F

em
inine V

oice
 

o
V

oice m
ust be established first 

o
U

se as m
uch pitch range as possible

 

o
U

se rising intonations
 

•
F

lap R
econstruction-V

ery little 
tonicity

 
o

A
ltered posture for im

proved quality
 

o
P

ressure applied to “P
E

” segm
ent 

S
pecial Issues 

•
U

se of an am
plifer 

o
ID

 the need, e.g. W
here do you need it. 

o
H

ow
 to use it: 

�
H

old m
icrophone to the side 

�
S

et loudness only as loud as needed 
�

P
ractice 
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O
verextension of V

.P
. into 

T
rachea 

K
ey P

oints 

•
1. V

.p. slides in and out easily 
•

2. T
ypically speech is unaffected 

•
3. T

here m
ay be leakage 

around the v.p. 
•

T
his v.p. is too long. T

his often occurs in 
the early recovery period. 

S
olution 

•
R

esize T
E

F
 and 

refit v.p. 
 

O
verextension of V

.P
. into 

T
rachea 

•
T

his is a 
keloid 
(hypertrophic 
scar). 

•
B

ut sam
e 

effect from
 a 

granulom
a. 

K
ey P

oints 
•

1. V
.p. does not slide in and out easily, 

probably not at all.  
•

2. Y
ou cannot push it back into position 

•
3. T

ypically speech is changed, m
ore 

strained, difficult to produce 
•

4. T
he esophageal opening of the T

E
F

 m
ay 

be stenosed. 
•

5. T
he com

m
on w

all m
ay be separated. 



S
olution 

•
D

ilate to re-
establish open 
tract (if not 
closed) 

•
R

esize T
E

F
 and 

refit v.p. 
•

R
efer to surgeon 

 

S
olution 

•
K

eep a variety of 
diam

eters of catheters 
around. 

•
I try to have 8 to 22 F

r. 
•

Y
ou m

ay need to stent 
w

ith a catheter for a w
eek 

to allow
 com

m
on w

all to 
realign 

 

Looks too long, but not really 
K

ey P
oints 

•
1. V

.p. does not slide in and out easily, but 
m

ay have som
e play to it.  

•
2. Look at the T

E
F

 itself m
ore closely 

•
3. S

peech is usually not the problem
. 

•
4. Leakage at the site of the defect is the 
pt.’s com

plaint. 

S
olution 

•
B

ack to the surgeon for augm
entation of 

T
E

F
. 

•
N

ot m
uch an S

LP
 can do. 

•
M

aybe a w
ider v.p. 

 

W
hat the catalogs don’t show

 



P
A

T
IE

N
T

-IN
S

E
R

T
E

D
 

C
LIN

IC
IA

N
-IN

S
E

R
T

E
D

 

•
M

ust train pt. to care for, clean 
and replace 

•
P

t. orders v.p. direct from
 

m
anufacturer 

•
C

heaper (a lot cheaper) 
 

•
G

enerally does not last as long 
•

R
equires a certain am

ount of 
m

anual dexterity and visual 
acuity 

•
M

ust train pt. in care. 
 •

P
t. m

ust return to clinic w
hen 

valve breaks dow
n 

•
M

ore expensive, but…
 

•
M

aybe m
ore durable 

 •
P

robably better for the older pt. 

H
ypertonic P

E
 segm

ent: T
he 

dreaded P
E

 spasm
 

H
ow

 is it treated? 
W

hy is it treated? 

W
hy is it treated? 

1. T
o im

prove vibration of the P
E

 
segm

ent for phonation, T
E

 or 
esophageal. 
2. P

erhaps to im
prove sw

allow
ing 

3. It is not a health issue. 
 

H
ow

 Is It T
reated? 

1.
M

yotom
y—

is a surgery, requires 
sectioning of the rem

nant P
E

 
segm

ent. 
2.

N
eurectom

y—
also a surgery to 

rem
ove a section of nerve. 

3.
P

atients do not like the idea of 
m

ore surgery. 
4.

S
urgeons don’t like operating on 

an irradiated neck. 
 

H
ow

 Is It T
reated? 

1.
B

otox injection 
a)

N
ot a surgery 

b)
In office procedure 

c)
F

ew
 com

plications 
d)

N
ot perm

anent, but repeatable 
e)

P
sychologically m

ore acceptable to 
patients 

f)
50-100 units dosage (vs. 2 per v.c. 
for A

D
 spasm

odic dysphonia) 
 

 

E
M

G
-guided B

otox injection 
http://w

kuprojectsd.net/sheri%
203.JP

G
 



Leading us to hands free speech 

 
 

 W
hat’s the biggest problem

 here? 
M

aintaining a seal around the stom
a. 

 
  

 T
he baseplate needs to rem

ain 
adherent to the skin. 
 

Irregular surface 
 

Lots of m
oisture 

 
P

ulm
onary pressure directed 

against the speaking valve and 
baseplate 

S
o far w

e’ve only been concerned 
about phonation leading to speech.  

W
hat about other airw

ay 
functions? 

W
ith respect to inhaled air: 

•
A

. H
um

idify 
•

B
. F

ilter 
•

C
. W

arm
 

F
unctions of the U

pper A
irw

ay 

w
w

w
.origin8.nl/m

edical/w
ithhm

e.htm  

 

InH
ealth E

asy T
ouch H

M
E

 



 

A
tos H

M
E

 

 

A
tos H

M
E

 

 

InH
ealth H

M
E

 w
ith A

djustable 
T

racheostom
a V

alveII 

Leading us back to the airw
ay 

A
tos lary-tubes 

B
arton-M

ayo buttons 

F
iltering, W

arm
ing and H

um
idifying 

T
rachinaze 

A
tos H

M
E

 (H
eat-M

oisture 
E

xchange 

Leading us to som
ething like this: 



 

B
arton M

ayo B
utton to 

A
ccom

m
odate H

M
E

 

 

Laryngectom
ee T

ube and B
arton 

M
ayo B

utton to A
ccom

m
odate H

M
E

 

A
 m

ore natural look 
It happens to hom

ew
ork! 

H
ym

an’s R
ating S

cale 

•
F

ive C
haracteristics

 
o

F
luency 

o
Intelligibility 

o
Loudness 

o
Q

uality 
o

S
ocial A

cceptability 

•
F

ive Levels
 

o
E

xcellent 
o

G
ood

 
o

F
air 

o
P

oor 
o

V
ery P

oor 

H
ym

an’s R
ating S

cale 

•
F

ive C
haracteristics

 
o

F
luency—

P
reparation; R

hythm
; P

hrasing; S
yl/intake

 
o

Intelligibility—
C

onsonant articulation; S
yllable 

pronunciation
 

o
Loudness—

A
dequate for quiet settings; ability to 

vary loudness  
o

Q
uality—

P
leasantness; Intonation

 
o

S
ocial A

cceptability—
A

bsence of distracters 



B
erlins’ F

our B
asic T

asks in 
D

eveloping E
sophageal 

V
oice/S

peech 
•

C
onsistency-”ability to phonate 

reliably on dem
and” (p. 42), no m

atter 
how

 briefly:
 

o
%

 in 20 trials 
 

o
G

oal is 100%
, i.e. 20 out of 20

 
o

N
o fair double pum

ping
 

B
erlins’ F

our B
asic T

asks in 
D

eveloping E
sophageal 

V
oice/S

peech 
•

Latency-”m
aintenance of short 

latency betw
een inflation of 

esophagus and vocalization: 
 

o
A

verage of 10 trials
 

o
S

hould not exceed 0.4 sec. 

B
erlins’ F

our B
asic T

asks in 
D

eveloping E
sophageal 

V
oice/S

peech 
•

D
uration-”M

aintenance of adequate 
duration of phonation”

 
o

A
verage of 10 trials

 
o

G
oal--M

ean should equal or exceed 2.2 
sec.  

B
erlins’ F

our B
asic T

asks in 
D

eveloping E
sophageal 

V
oice/S

peech 
•

S
yllable repetition-”A

bility to sustain 
phonation during articulation” O

nly 1 
inflation 

 
o

A
verage num

ber of syllables of 5 trials
 

o
G

oal—
M

ean should equal or exceed 6 syl 

B
erlins’ F

our B
asic T

asks in 
D

eveloping E
sophageal 

V
oice/S

peech 
•

“A
n unexpected dividend”

 
o

In this study the researchers found 
that durations dropped, i.e. 
regressed, in those patients w

ho 
had recurrent cancer.

 

o
If you can’t find another reason for 
the regression, send the pt. back to 
their surgeon. 

P
roblem

s in P
roduction to A

void 
(right from

 the start) 
•

1. P
haryngeal or buccal voice/speech

 
•

2. S
tom

a blast/noise
 

•
3. K

lunking
 

•
4. A

bnorm
al posturing/facial grim

acing
 

•
5. S

peech Issues 
o

D
enasality on nasals 

o
V

oicing of voiceless sounds 
•

6. F
iller 



•
6. D

iet as it affects speech: 
o

T
hickened secretions in throat 
�

D
airy 

�
D

ehydration
 

�
O

ften chocolate
 

�
O

ften sw
eets 

o
T

hinners 
�

W
A

T
E

R
 

�
Lem

on
 

�
S

om
etim

es m
ints 

P
roblem

s in P
reparation to A

void 
(right from

 the start) 
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