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Clinical Implications

Paradoxical vocal fold movement (PVFM) is an upper 
airway obstruction that manifests as an “inappropriate 
adduction of the vocal folds during inspiration” (Pinho, 
Tsuji, Sennes & Menezes, 1997). In this condition, vocal 
fold adduction occurs, paradoxically, during inhalation.

• Primary Symptom: Mild to severe dyspnea, which 
means the individual experiences intermittent, 
sudden, or acute events of difficulty with inspiration, 
causing stridor. 

• Concomitant Symptoms: May include chronic cough, 
throat clearing, globus sensation, throat tightness, 
dysphagia, dysphonia, or laryngeal/pharyngeal pain. 

• Prevalence: More common in females than males. 
More common in adults than children.

• Etiology: No single etiology. Speculations have 
included neurogenic, inflammatory, psychogenic, and 
exercise-induced origins, depending on the individual.

• Neurogenic: Respiratory laryngeal dystonia and 
brainstem abnormalities. 

• Inflammatory: Laryngopharyngeal reflux, 
asthma, allergies, or post-nasal drip. 

• Psychogenic: Anxiety, depression, obsessive 
compulsive personality, borderline personality, 
passive dependent personality, adjustment 
reaction, or somatization. 

• Exercise-induced: Trigged by exercise.

• Further research is warranted on best approaches to 
diagnosis of PVFM in general. 

• Numerous gaps and unknowns persist even within 
the broader ELBD framework. 

• Further work is also needed to distinguish the 
variants of ELBD/PVFM.  

• Challenges also exist in determining the role that 
primary and secondary signs and symptoms play in 
diagnosis, and whether signs and symptoms are 
specific to PVFM or are instead connected to another 
condition, whether correlated or not.    

Diagnosis

Shembel et al. (2017) developed the,  Integrated 
Phenotypic Episodic Laryngeal Breathing Disorders (ELBD, 
or PVFMD) Framework, which summarizes agreed-upon 
parameters of the condition and helps to  classify different 
subtypes of the condition. To develop this model, these 
authors drew on three prominent models of PVFM, and 
assessed their commonalities and differences.  These 
models were: 
• Irritable Larynx Syndrome (ILS)  model: The 

fundamental idea in this model is that the larynx 
becomes overresponsive following exposure to 
exogenous or endogenous irritants.

• The hallmark is episodic laryngospasms (the 
vocal folds adduct during inspiration, reducing 
normal inspiratory airflow).

• In addition to dyspnea, concomitant symptoms 
and conditions may include dysphonia, chronic 
cough, globus sensation, throat clearing, 
laryngopharyngeal reflux, viral illness, and 
psychological issues.    

• The model is applicable for individuals the  with 
the subtype of PVFM triggered by irritant 
sensitivity. 

• Dichotomous Triggers (DT) model: This model highlights 
a distinction between exercise-induced vocal fold 
dysfunction vs spontaneous vocal fold dysfunction. 
Both of these conditions are described as involving 
shortness of breath during inspiration, often associated 
with inspiratory stridor.  According to this model: 

• Exercise-induced vocal fold dysfunction: 
triggered by any physical activities. 

• Spontaneous vocal fold dysfunction: triggered 
by “other stimuli,” such as asthma.  

• This model is applicable for individuals who 
experience stridor with or without exertion. 

• Periodic Occurrence of Laryngeal Obstruction (POLO) 
model:  According to this model, supraglottic 
obstruction typically occurs during inhalation. Glottic 
obstruction may occur during inhalation or exhalation.  

• Primary symptom: episodic dyspnea with 
exposure to triggers. 

• Concomitant symptoms: stridor, chest and/or 
throat tightness, cough, and vocal changes. 

• Subcategories:  irritant, exertion, and 
psychogenic triggers. 

Shembel et al. (2017) concluded that in these different 
models, agreement was found that a primary sign involves 
some degree of vocal fold adduction during inspiration, 
and that the primary symptom is inspiratory stridor that 
may be either (a) exercise induced, (b) irritant induced, or 
(c) stress induced.  A question remains open regarding 
neurological induction and questions are also raised about 
possible physiological mediators. 

Treatment Approaches
Various clinicians have different beliefs and ideas about 
treatment approaches for PVFM. Multiple approaches 
have been proposed, depending on assumed etiology:

Martin, Blager, Gay & Wood (1987) believe that PVFM is 
often psychogenic.  Therefore, treatment should involve 
psychotherapy  and speech therapy:
• The patient should receive descriptions of the 

condition in the simplest form and if possible shown a 
video of their abnormal vocal fold movement, so they 
can understand the proximal mechanism and what is 
happening.  

• Psychotherapy is recommended because anxiety, 
depression, and other psychological disorders are 
often associated with PVFM. 

• Therapy would involve relaxation exercises 
and supportive psychotherapy, where the 
patients can express fears about their health. 

• The focus of speech therapy includes pitch change, 
so-called diaphragmatic breathing, and reduction in 
tension of the laryngeal musculature. This therapy 
aims at increasing the patient’s self-awareness of 
somatic sensations surrounding stridor attacks, with 
the aim of decreasing fear of attacks as well as their 
frequency and severity. 
• Techniques implemented during speech therapy: 
• Step 1: Acknowledge the patient’s fears of 

attacks and the  emotions experienced.
• Step 2: Introduction of specific exercises to be 

practiced (see  next steps). 
• Step 3: Instruct patients in so-called 

“diaphragmatic breathing,” presumably to 
reduce laryngeal tension. 

• Step 4: Open and relax the laryngeal-
pharyngeal area, with nasal inspiration and 
widened pharynx. 

• Step 5: Developing an extended exhalation 
count over several seconds.  

• Step 6: Continue to Increase self-awareness 
and bring the patient’s attention to the body’s 
response during breathing. 

• Step 7:  Continue to reinforce understanding 
of breathing as a natural process.  

• Martin, Blager, and Wood (1987) reported that the 
number and severity of the laryngeal constriction 
attacks reduced in almost all patients with PVFM who 
were instructed in and implemented these techniques. 
However, specific data were not reported.

Treatment 
• Further research is warranted to develop treatment 

strategies. 
• Speech therapy, respiratory therapy/BBT therapy, and 

psychotherapy may have positive impacts on 
individuals with PVFM.

• These therapeutic approaches have not been trialed 
within large-N studies. Further research is needed to 
ensure effectiveness and in the meantime, strategies 
need to be utilized with caution.

• Preventative and potentially daily treatment 
strategies should be implemented where possible.
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Halevi-Katz (2017) described another treatment 
method, Buteyko Breathing Technique (BBT therapy).
• BBT therapy is a type of respiratory retraining 

therapy that targets O" and CO" balance. The 
therapy is typically 5 sessions in length and during 
this time the goal is to increase the individual’s 
PCO" levels.  

• Specific techniques involve reduced breathing 
exercises, for a reduction in both volume and 
frequency of inspiration, using nasal inhalation and 
physiological abdominal gestures.  

• BBT therapy also addresses dietary issues that can 
impact respiration physiology, such as alcohol and 
caffeine intake.   

• According to the study by Halevi-Katz, BBT therapy 
reduced dyspnea symptoms, respiratory tidal 
minute volume, and heart rate in adolescents with 
exercise-induced PVFM, as well as frequency and 
severity of attacks.


