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Efficacy of Voice Therapy for Children with Vocal Nodules
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Department of Otorhinolaryngology-Head and Neck Surgery, llsan Paik Hospital,
Inje University College of Medicine, Goyang, Korea

—ABSTRACT —

Background and Objectives : Vocal nodules occur with a 12—22% prevalence in pediatric populations. Most
otolaryngologists recommend voice therapy as the primary treatment. The aim of this study is to evaluate patient
compliance with voice therapy and its effect on vocal nodules in children. Materials and Methods : We retro-
spectively reviewed 44 pediatric patients between 3 and 11 years old diagnosed with vocal nodules between
March 2015 and December 2017. We evaluated the treatment adoption rate, dropout rate during voice therapy,
and reasons for dropout. For patients who completed voice therapy, we measured the changes in nodule size,
perceptual parameters, and acoustic parameters. We evaluated patient satisfaction using the pediatric voice
handicap index (P-VHI). Results : Of the 44 pediatric patients diagnosed with vocal nodules, 22 (50%) agreed
to voice therapy. Of the 22 patients who started voice therapy, 5 (22.7%) dropped out during therapy because
they were unsatisfied with their treatment. Another 4 patients discontinued therapy for reasons unrelated to
treatment effectiveness. Vocal nodule disappeared or decreased in all 13 patients who completed voice therapy.
All voice parameters were improved and statistically significant changes were observed in perceptual, acoustic,
and P-VHI parameters. Conclusions : Although compliance to voice therapy among the pediatric patients with
vocal nodules was low, there were significant improvements in voice parameters for those who completed voice
therapy. A change toward a positive perception of voice therapy is necessary and a multidisciplinary approach
is needed to improve the effect of voice therapy on pediatric patients with vocal nodules. (J Clinical Otolaryngol
2018;29:229-234)
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Table 1. Change in voice parameters after voice therapy for pediatric patients with vocal nodules

Measure Baseline Post-therapy p-value*

CAPE-V scale

Overall 633 (£16.7) 111 (£9.4) <0.001*

Rough 37.5 (+20.8) 2.0 (+2.3) 0.010*

Breathy 63.3 (£16.7) 1.7 (£9.1) 0.001*
GRBAS scale

General 2.1 (£0.7) 0.7 (£0.4) <0.001*

Rough 0.9 (£1.0) 0.2 (£0.4) 0.038*

Breathy 2.0 (£0.7) 0.7 (£0.4) <0.001*
MDVP

Jitter 0(+1.1) 1.7 (£0.9) 0.014*

Shimmer 6 (+3.7) 4.6 (£1.0) 0.015*

HNR 018( 0.10) 0.13 (£0.02) 0.113
VRP 173.4 (+64.6) 249.1 (£42.1) <0.001*
MPT 9 (£2.1) 8.2 (£4.9) 0.114
Pediatric VHI

Functional 4.5 (+3.3) 0.3 (+£0.9) 0.003*

Physical 12.8 (£4.5) 2.7 (£3.5) <0.001*

Emotional 5.0 (+3.6) 0.5 (+1.4) 0.002*

% . The voice evaluation data for patients before and after voice therapy were compared using the paired t-test.
consensus auditory perceptual evaluation-voice, GRBAS
grade-roughness-breathiness-asthenia-strain, MDVP . multi-dimensional voice program, VRP :
MPT : mean phonation time, VHI :

P values <0.05 were marked wi

th astrix (*). CAPE-V :
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Fig. 1. Factors influencing treatment outcome. Factors
affecting treatment outcomes were analyzed based
on the P-VHI P domain score (statistical analysis was not
performed). A : The change in P-VHI P domain scores
after voice therapy was slightly greater in male patients
than in female patients. B : The change in P-VHI P do-
main scores after voice therapy was slightly greater in
school-age patients than in pre-school patients. C : The
change in P-VHI P domain scores after voice therapy
was slightly greater in patients with longer period of
voice change (<1 year) than those with shorter period
(<1 year). P-VHI : pediatric voice handicap index.
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