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“KING ARCHIE, WHO WAS QUITE GROUCHY” –  
A VOCAL DYSPHONIA HEALTH EDUCATION PROJECT

O rei Sebastião que era muito resmungão

Maria Rosário Dias (1), Cátia da Silva Pedrosa (2)

ABSTRACT

Purpose: one major cause of dysphonia can be linked to the presence of vocal folds nodules – a 
condition commonly seen in children due to vocal misuse and/or vocal abuse. The present health 
education project, also directed to parents and educators, aims at making children (the project’s chief 
target-population) aware of how to make a correct use of their voice. Method: the target population 
includes parents, educators and children from both sexes and aged between five and eight years old. 
Result: a health education initiative was developed, which main instrument consists in a children’s 
literature book, supplemented by an interactive CD. The instrument relies on a simple and easy-to-
follow story where the issue of child dysphonia is addressed. Conclusions: the developed health 
education instrument is substantial for its chief target-population; it works as a suitable vehicle for 
promoting, in children, access, sensibility and awareness regarding aspects of one’s voice one should 
be attentive to.
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strained. The occurrence of this condition in chil-
dren is associated with speaking loudly and at a fast 
rate, continuingly (i.e., with no pauses) and during 
extended periods of time, as well as with reproducing 
animal sounds and noises. Several authors have 
pointed out that children presenting vocal alterations 
of this nature are prone to experience difficulties in 
communicating or in engaging with their peers2,14-16, 
as well as in making themselves heard and under-
stood in contexts of socialisation17.

The identified psychological profile indicates 
that children affected by dysphonia show, person-
ality-wise, noticeable traits of anxiety, fluctuating 
aggressiveness, lack of self-control, weak sociali-
sation abilities13-15,17-20, a pronounced dependency 
on others, a poor relation with their parents, and a 
marked immaturity2,21. Parents of dysphonic children 
report that their child frequently resorts to shouting 
and yelling when expressing him/herself, is hyper-
active, and exhibits low tolerance to frustration.

Relevant literature in the field reports that, 
although there are school-aged children identified 
with vocal disorders34-39, a considerable number 
amongst such children is not, paradoxically, referred 
to or undergoing vocal therapy; to lead parents to 
acknowledge the importance of seeking help from 

 � INTRODUCTION

The larynx is a significant organ in voice 
production. The larynx confines several functions, 
amongst which breathing, deglutition and phona-
tion are especially noteworthy1. When breathing, 
the opening of the larynx ensures the bidirectional 
flow of air; where phonation is concerned, it stands 
as an inborn physiological function2, although voice 
undergoes several changes throughout the vital 
cycle. The voice is the most peculiar form of human 
communication, with major repercussions in social 
relations3,4. Dysphonia, commonly referred to as 
hoarseness5-7, is characterised by conspicuous 
vocal effort, with an accompanying shift in voice 
timbre, which becomes low-pitched and raspy, or 
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 � LITERATURE REVIEW

Incidence of dysphonia in children 2,8-11 repre-
sents 6 to 9 % of children regularly attending elemen-
tary school. The state that child dysphonia may be 
caused by nodules (bilateral protrusions) 2, which 
more likely causes are mechanical stress, exces-
sive impact force on the vocal folds, constant dehy-
dration, laryngopharyngeal reflux, and inflamma-
tions such as allergies and recurrent infections12,13.

The vocal folds nodules as belonging in the same 
category as psychogenic conditions, arguing that 
children with vocal folds nodules differ from other 
children at personality and family history levels21. It is 
therefore important for such children to be followed 
by a multidisciplinary team, and for the therapeutic 
intervention to be led by a speech therapist3,6. In 
the context of the relation that speech therapist and 
child established with each other in the visit setting, 
the former can use play activities to emphasise and 
mediate the adopted therapeutic 9,22-25.

The ludic activity, based on the symbolic play, 
constitutes a natural means of expression for chil-
dren and supplements and structures thought26,27, 
action and verbal discourse, thus contributing to 
the development of the child’s imaginary world and 
creativity28,29. On this subject, some authors, state 
that children’s play enables them to learn about 
external reality without requiring specific training or 
repetition30. When seeing children diagnosed with 
dysphonia, speech therapists can thus avail them-
selves of diverse ludic materials, such as games, 
stories and play activities, creating or adapting 
instruments to the therapeutic setting16.

The pertinence of our intervention project results 
from the absence, in the reviewed literature, of 
health education instruments specifically directed to 
address child dysphonia. 

Some studies report that most children (70%) 
diagnosed with dysphonia presented with vocal 
nodules8,31. A study points out that, in their favourite 
play games and activities, children aged between 
five and seven years old  make incessant use of 
their voice, and that, on the whole, 24,2% of children 
engage in voice imitating behaviour when playing. 
Interestingly enough, they also saw that, while 
acknowledging that their children displayed abusive 
voice behaviour, most parents nevertheless consid-
ered that their child’s voice was normal, and only 
18,2% of parents had sought professional help32.

In light of these facts, and given the additional fact 
the children have no real notion of how important it 
is to be mindful of their voice, it becomes crucial to 
involve parents and educators in the acquisition of 
healthy vocal habits9,16,31,33.

a speech therapist is still somewhat of an ambitious 
goal. Raising school educators’ awareness to this 
issue is, also, a crucial element, for their awareness 
will make early identification of children with vocal 
difficulties possible40.

Through the proposed health education project, 
our purpose is to make parents and educators 
aware of, and knowledgeable about, pre-emptive 
strategies aimed at promoting a correct use of voice 
by their children/students. That said, the preferred 
target-population, i.e., those the project is set to 
reach in its first-tier approach, are children aged 
between five and eight years old. It is to them that 
we wish to convey the notion that vocal misuse 
and vocal abuse can cause serious vocal modifica-
tions; it is to them that we hope to provide incentive 
that will lead them to change their day-to-day vocal 
behaviours.

 � METHOD

The target-population selected for this project 
comprises two supplementary sub-groups, namely 
Parents and Teachers/Educators – two groups who 
are to be assumed as veritable strategists of health 
education41, in that both play an active and leading 
role in bringing the child to adopt salutogenic behav-
iours. Children constituting the target-population 
should represent both genders, be aged between 5 
and 8 years old, and attend kindergarten or elemen-
tary school – the paradigmatic stage of hoarseness 
manifestation due to vocal misuse and/or abuse. 
Interestingly, incidence of child dysphonia is shown 
to be more frequent in males than in females, and 
to occur around 6/7 years of age, when the child 
begins attending school7. The children suffering 
from dysphonia stand out among their peers for 
being very energetic, and for shouting and speaking 
in a very loud voice1,7,14,16. When entering school, 
children naturally expand their relationships circle, 
which means that, for purposes of relational commu-
nication, the use of their voice becomes subject to 
a higher level of demand. Around this time, chil-
dren also begin to gain awareness of their “voice” 
as a vehicle of power and authority before younger 
children. 

The information on projects in health education 
is not a boarded subject / an issue. Consequently, 
we decide to refer articles on vocal pathology, 
symptoms of dysphagia, dysphonia treatment of 
children´s behavioral characteristics associated with 
dysphonia, vocal health and the importance of play 
in the treatment of child patients.
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Royal Counsellor is standing by the King’s bed. This 
scene aims at representing the King’s vocal misuse 
and abuse, showing him “starting his day yelling”.

The instrument designed was a children’s liter-
ature book. Format-wise, the book is shaped as a 
royal crown, aimed at promoting resource to fantasy 
and to the symbolic as integral part of children’s 
imaginary world. The content of the narrative, which 
title is King Archie, who was quite grouchy, assumes 
that 7-year-olds are already capable of reading, and 
therefore able to read the instrument autonomously. 
The instrument also presents itself as contributing 
to the fostering and instilling of early reading habits. 
Children under 7 years old can nevertheless also 
benefit from this instrument; parents and educators 
are encouraged to use it as a fairy tale book, for 
both listening to and (re)telling stories significantly 
enhances the child’s verbal resources42. Along the 
same line, the development of an interactive CD, 
using new technologies, will promote, in a playful 
manner, reading habits in children who are not 
inclined to engage in spontaneous reading.

The book cover (hard-cover, in Kapaline) shows 
the drawing of a castle in the background, and illus-
trations of some of the story’s characters (namely, 
the King, the Queen, the Fairy. 

 

Figure 1 – Book Cover

The tale of the story begins in Scene 2 (Figure 2) 
with the classical opening “Once upon a time, there 
was a King who lived in a big castle”. The scene 
illustrates the moment where the counsellor wakes 
up the King. The action takes place in the King’s 
bedroom chamber; the King is depicted lying in bed 
with an ill-humoured, grouchy countenance, and the 

 

Figure 2 – Scene 2: The counsellor waking up 
the King

Scene 3 (Figure 3) takes place in the castle’s 
kitchen, showing the cook with a platter on his hand. 
The King’s vocal abuse is once again highlighted: it 
is mentioned that “even when he was about to have 
his breakfast, King Archie kept on yelling, and not 
even the Queen could endure all the King’s racket”.

 

Figure 3 – Scene 3: The cook, on his way to bring 
breakfast to the King

In Figure 4 (scene 5), the Counsellor is shown to 
be concerned with the King: His Majesty was taken 
ill and could not even speak in his customary yelling 
voice. The Counsellor decides then to send for a 
doctor to examine the King and appraise his health 
condition.
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Putting his mirror back in his sachet, the doctor 
began to explain: 

In scene 12, the King inquires the doctor on the 
seriousness of his clinical condition and on the possi-
bility of ever recovering his voice. In scene 13, the 
doctor answers the question confidently, saying that 
the King’s future improvement is specifically contin-
gent on the behaviours His Majesty would choose to 
adopt in his daily life, in that “were he to persist on 
yelling, as he did every day, his voice would grow 
increasingly uglier and unbearable”.

From scenes 7 to 14, the plot is centred on the 
Court doctor’s visit to the King, who expresses grave 
concern with what was happening to his voice. The 
doctor then asks the King to open his mouth and 
proceeds to examine it with a “little mirror”, eventu-
ally arriving at a diagnosis: there were nodules in the 
King’s vocal folds (scene 9). 

In scene 10, the King asks the doctor what 
nodules and vocal folds are and, in scene 11, the 
doctor provides a detailed explanation in reply, 
saying that “when we speak loudly, yell or scream 
over a long period of time, our vocal folds flap 
violently against one another, and this causes 
nodules to appear”.

 

Figure 4 – Scene 5: The Counsellor decides to 
send for the doctor

 

 

Figure 5 – Scene 11: The doctor enlightens the 
King on the subject of Vocal Folds

Figure 6 – Scene 13: The King’s improvement is 
contingent on his changing his behaviour

The narrative continues to unfold in the royal 
chambers, and the Court doctor eventually recom-
mends that the King should enlist the services of 
a Speech Therapist (scene 14), who will help him 
improve his vocal use, saying that “this healthcare 
practitioner will give you advice and teach you 
phonation exercises”.

In scene 15, the King surrenders to his “grouchy 
condition” and asks the Counsellor to send for a 
Speech Therapist, so that he can immediately begin 
speech therapy sessions. Scenes 16 to 18 illustrate 
the Counsellor sending for the “Speech Therapist 
Fairy”, who will later conduct a vocal assessment 
and start the recommended therapy. 

Scenes 19 (Fig. 7) and 20 represent the King 
promenading inside his carriage, a few weeks after 
the treatment. When asked by the “Speech Thera-
pist Fairy” how he was feeling, the King says: “I have 
followed all your recommendations and performed 
the vocal exercises you have suggested. My voice 
is no longer ugly; it has become beautiful again. 
Nowadays, I no longer yell, shout or grouch. I have 
even spoken to my Counsellor about creating a new 
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the Kingdom of the King who ceased to be grouchy, 
everyone lived happily ever after – and with healthy 
voices”. 

law for the Kingdom, where everyone is forbidden to 
yell or shout because it is bad for one’s voice”. And 
so, in keeping with the traditional fairytale ending, “in 

Figure 7 – Scene 19: The King’s vocal rehabilitation

 

 � CONCLUSION

The present health education instrument, fash-
ioned as a children’s literature book, emerges within 
the context of creating ludic-pedagogic instruments 
aimed at restructuring “clinical tools” which can be 
used in the relational and pedagogic communica-
tion established in speech therapy settings. Further-
more, in view of a broader intervention designed to 
promote vocal health educational in school contexts, 
the proposed instrument presents itself as a tool 
anchored in a ludic-relational intervention between 
parents and children, and between educators and 
educatees. The story’s narrative brings the reader 
back to the imaginary world of traditional fairy-
tales, which facilitates story retelling and children’s 
comprehension concerning the issue of “vocal 
misuse and abuse”. The option for a fairly tale serves 
the purpose of making the target-population of the 
project aware of risk behaviours through a persua-
sive message, established upon the “symbolic tenor 
of play activities”.

Putting this health education project into practice 
will show that a close cooperation amongst speech 
therapist, parents and educators is a crucial element, 
in that the manifestation of vocal folds nodules qua 

clinical condition is frequent among school-age chil-
dren. Considering that those nodules’ etiology lies 
on vocal misuse and vocal abuse, it is relevant to 
make children sensitive to preventing pathogenic 
behaviours, such as shouting, yelling and speaking 
loudly, and, conversely, to instil in them, at an early 
age, voice protection measures they should be 
mindful of when playing and interacting with their 
peers.  

The act of playing, itself, holds a symbolic char-
acter that enables children to develop learning strat-
egies to cope with those stressful and intimidating 
circumstances s/he will have to face when under-
going speech therapy, for any object or resource 
can be converted in a toy, or element of an interac-
tive game. The proposed health education project 
is intended as a means to raise children’s aware-
ness, and thus as strategy to preclude vocal pathol-
ogies, while at the same time alerting parents and 
educators to the importance of sound vocal health. 
Additionally, the review of literature evidences the 
inexistence of “clinical tools” of interactive-relational 
character conducive to mediating speech therapy 
appointments or to achieve vocal health promotion 
best practices.
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