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ABSTRACT

Introduction: Foreign accent syndrome (FAS)
is a rare speech disorder. It is becoming increas-
ingly common to find reports of cases about
alterations different from the suprasegmental
aspects of speech, although these reports are
not frequent in Spanish-speaking patients.

Case presentation: 48-year-old female patient
from Colombia diagnosed with FAS, segmental
and suprasegmental speech alterations, and
changes in cognitive domains (executive func-
tions and language). The woman also presented
with motor and affective changes. Brain imag-
ing studies ruled out structural involvement and
follow-up at one year did not show significant
changes in speech.

Discussion: This case presents the neurologi-
cal, neuropsychological and speech features of
a Spanish-speaking patient with FAS. Greater
alteration in vowels than in consonants, alteration
in pronunciation time, variation in rhythm and into-
nation of words and phrases, decrease of time
between syllables, and insertion of vowels are
common elements between this patient and other
cases of FAS in non-Spanish speaking subjects.

Conclusions: FAS is essentially a speech
alteration; however, it can be accompanied by
other physical and psychological signs. This
case report allows recognizing the essential
components for the definition, diagnosis and
intervention of this syndrome.

RESUMEN

Introduccion. El sindrome de acento extranjero
(FAS por su sigla en inglés) es un trastorno
infrecuente del habla. Cada vez es mas usual
encontrar reportes de casos con alteraciones

diferentes a los aspectos suprasegmentales del
habla; estos no son frecuentes para pacientes
hispanohablantes.

Presentacion del caso. Paciente femenino,
colombiana, de 48 afos de edad, con FAS y
alteraciones segmentales y suprasegmentales
del habla y en dominios cognoscitivos (funciones
ejecutivas y lenguaje). La mujer también present6
cambios motores y afectivos. Las imagenes
cerebrales descartaron compromiso estructural
y el seguimiento a un afio no evidencio cambios
significativos en el habla.

Discusion. El caso presenta las caracteristicas
neurologicas, neuropsicolégicas y del habla
de una paciente hispanohablante con FAS. La
mayor alteracion en vocales, la alteracion en el
tiempo de pronunciacion, la variacion en el ritmo
y entonacion en palabras y frases, la disminucion
en el tiempo entre silaba y silaba y la insercién
de vocales son elementos que esta paciente
comparte con otros casos de FAS en sujetos
no hispanohablantes.

Conclusiones. E| FAS se constituye esencial-
mente por alteracion del habla; sin embargo,
puede acompafarse de otros signos fisicos
y psicologicos. El presente reporte de caso
permite reconocer los componentes esenciales
para la definicion, diagnostico e intervencion
de este sindrome.

INTRODUCTION

Foreign accent syndrome (FAS) is a disorder
characterized by an affectation in speech au-
tomatism. This affectation, since it is expressed
with certain motor patterns, is perceived in a
biased way by the listeners as a “foreign” ac-
cent, although is not associated with previous
experience with a second language. (1,2) This
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interpretation depends on the stereotypes of
the listeners regarding particular foreign pro-
nunciations. (3)

The syndrome was first described in 1907
by Pierre Marie, who reported the case of a
Parisian patient that developed a strong Alsa-
tian accent, along with right hemiplegia. (4,5)

The most famous case of FAS is the patient
described by Monrad-Krohn in 1947 (2,6,7): a
30-year-old woman who developed hemiplegia
and global aphasia with agrammatism after
suffering from a head trauma with right frontal
lesion. During speech therapy, the patient pre-
sented an accent that was similar to French,
with fluent speech, but without a history of
exposure to other languages or learning other
languages; her cognitive examination did not
reveal any involvement in domains other than
language.

Regarding its etiology, the onset of FAS
follows cerebrovascular accidents (8) (ischemic
or hemorrhagic) or may be a consequence of
traumatic brain injuries (9), progressive primary
aphasia (10) or multiple sclerosis. (11) In some
cases, it begins with total mutism, followed by
a limited capacity to moan that leads to artic-
ulatory difficulty, described as foreign accent
(12), or a clinical profile of prosody alteration,
as in cases of cranioencephalic trauma. (9)

Despite the heterogeneous presentation
of FAS, the cases reported in the literature
show some common elements such as dis-
torted prosody, characteristic by which the
syndrome receives its name, and awareness
of the difficulties experienced, specifically as
far as speech production is concerned. (12)

Perceived changes in prosody are the result
of particular alterations in pitch (6,13), intonation
(12,13), duration (14) or other characteristics
such as stress (15) and elongation. (16) How-
ever, alterations are not limited to prosody;
phonetic deviations have been described such

as changes in the articulation of consonants or
vowels (13,15,17), reduction or simplification of
consonant clusters (13,17), and elimination of
consonants or vowels. (5,18) Motor aspects of
speech are also involved, such as the reduction
of production speed. (13,16)

The name FAS was coined by Whitaker
in 1982. (4) He proposed a set of diagnostic
criteria that define neurogenic FAS, where
structural injury is the underlying condition.
This variation has been especially associated
with brain involvement in the dominant hemi-
sphere for language (left hemisphere) (15,19)
and subcortical areas (20-22); however, some
cases have reported injury in the right hemi-
sphere. (14,23).

Although these criteria shed some light on
the diagnosis, they are not always met; con-
sequently, FAS is classified as a neurogenic
condition when these criteria are met and as
psychogenic (24) or mixed when they are not.

The characteristics of neurogenic FAS
are: 1) the patient, their the acquaintances
and researchers perceive that the accent has
changed, 2) the accent is different from the
patient’s native dialect before brain involvement,
3) the change in the accent is clearly related to
central nervous system damage and, 4) there
is no evidence that the patient speaks a foreign
language. (4,7,25)

Psychogenic, functional or non-organic FAS
(13) includes cases in which structural alter-
ations that could explain the symptoms are not
observed in the patient. These symptoms occur
within the framework of psychiatric disorders
such as depression (5), anxiety, conversion
disorder (13,26,27), bipolar disorder (28) and
schizophrenia. (29,30)

Besides these two diagnostic categories,
the mixed variant refers organic damage that
generates reactive psychological effects such
as the emphasis of the new accent. (13)
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FAS is a complex syndrome that involves
multiple levels of speech and that should be
approached in a transdisciplinary manner to
achieve a better characterization of its presen-
tation and to avoid diagnostic inaccuracies,
considering that initial diagnoses such as tran-
sient aphasia, larynx disorders or conversion
disorder are frequent (1,31) and delay the
initiation of interventions.

Speech, language, and neurological and
neuropsychological findings of Spanish-speak-
ing patients with this syndrome have not been
characterized in detail, unlike the case of English
or French-speaking patients. (32,33) Therefore,
having such information is essential for clinical
and academic purposes.

The following case describes the main
neurological, neuropsychological, speech and
language findings involved in a Spanish-speak-

ing patient with FAS from a multidisciplinary
approach.

CASE PRESENTATION

48-year-old female patient, Colombian, from the
urban area of the north of the country, mestizo,
from a middle-income household, arts teacher,
whose mother tongue and only domain is Spanish.
Relevant medical history includes hyperlipidemia
and hypertension pharmacologically treated with
valsartan, hydrochlorothiazide and amlodipine.

In 2016, the patient presented with a sudden
clinical picture of language loss and prosody
compromise, with an accent that was recognized
as “foreign”. The woman was initially treated with
speech therapy without having a clear diagnosis.
The main symptoms and the clinical evolution
are detailed chronologically in Figure 1.

Figure 1. Timeline: establishment of the clinical profile and initial approach.

( )

A

June 5, 2016 ' "
A
Ll

- Hospitalization due to June 7, 2016 4 ) 3

sudden language loss for - New sudden episode of June 14, 2016 - :

3 hours, prefeded by language loss associated - Parial recovery of June 18, 2016 - N

dysautonomia and with high blood pressure h. Prosod yo October18. 2016 >

headache. (187/143) and left speech. Frosody remains Normal (T scan of the !

- Study with normal hemiparesis altered “_"d i interprefed brain taken 30 days after Normal CT angiotomoara-

chemistry panel” and - Study with normal us o foreign accrt discharge hy and BruingMRI ’

simple T scan chemistry panel” and (Portuguese). _ phy

-Full recovery from simple (T scan - I.)lsc.hurge from h?spnul

symptoms and discharge with inferconsultation

from hospital with otorhinolaryngology

\_ ) and speech therapy
\_ )| -Discharge with unclear
diagnosis
\_ VAN \_ J

(T: computed tomography; MRI: magnetic resonance imaging.

* Chemistry panel: blood count, kidney function, glucose, sodium, potassium, chlorine, calcium.

Source: Own elaboration.

In January 2017, the patient was referred for
assessment by the interdisciplinary neurosciences
team of the Universidad Nacional de Colombia

(neurology, neuropsychology, phonoaudiology,
internal medicine, psychiatry and neuroradiology).
The results are detailed in Table 1.
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Table 1. Results of dlinical assessment carried out by neurology, psychiatry and radiology.

Physical and neurological examination Psychiatric assessment | Radiological examination*

Patient alert, attentive and oriented in the three

spheres, with signs of high blood pressure (146/92 Affection involvement,

with tendency to
depressive symptoms,
apparently reactive to
the clinical condition.

No objective structural alter-
ations were identified in brain
size, morphology or signal.
Fractional anisotropy had no
modification.

mmHg), normal breath sounds, regular rhythmic
heart sounds and physiologic splitting of S2.
Left hemihypoesthesia and left brachiocrural
strength 4+/5.

* Multiplanar sequences in 1.5T PHILIPS MULTIVA, TSE T2, SET1, GRE T1 and T2, including volumetric acquisitions in addition fo

tractography of 32 directions.
Source: Own elaboration.

The neuropsychological evaluation showed
altered performance (22 points) in tasks included
in the Moca Test (384), a high subjective memory
complaint of the patient and family members
(85), and borderline performance (19,5) in the
INECO Frontal Screening executive function
screening scale. (36) On the other hand, there
was evidence of preservation of functionality
(score: 14-14), which was measured using the
modified Lawton’s scale. (37) The evaluation of the
cognitive domains attention, memory, language,
praxis and executive functions was carried out
using the NEURONORMA Colombia battery (38)
(Figure 2); language was further evaluated using
the guidelines for the assessment of grammatical
transformations in Spanish-speaking patients
(spontaneous language, evaluation of grammatical
elements, agreement with suggested respons-
es, grammatical transformations, construction
of sentences, and handling of passive-active
constructions and complex structures), and
analysis of tasks with linguistic implication and
conversational language to establish the state
of the different components of language.

Praxis and attentional skills were preserved,
although a decrease in processing speed that
interfered with the outcome of tasks assessing
attention and inhibitory capacity was observed.

Memory capacity was also compromised, since
the retrieval of information, both free form and
with key, was found to be lower than expected
for her age and educational attainment. In addi-
tion, the patient presented semantically-related
intrusions (4 intrusions).

Further tests were made regarding the lan-
guage sphere, this being the domain with the
most altered report. Figure 2 details the evaluation
tests for this domain. Alterations were found in
articulation and prosody at the expressive level;
speech was abbreviated in short phrases, but
it was informative and not telegraphic. Speech
was deautomatized, aspect that persisted for
automatisms and did not improve in singing tasks.
Phonological verbal fluency was diminished and
comprehension was correct, as well as denomi-
nation. Regarding repetition, reading and writing
presented difficulties similar to those observed in
oral expression. In addition, writing showed discreet
agrammatism, characterized by inappropriate use
of adjectives (“my literature is displaced”), difficulty
in identifying the right preposition (“there’s only
time to turn on the forms today”) or to preserve
singular and plural concordance (“my word are
exsaggerated”), and slight alterations of grammat-
ical transformation tasks such as turning nouns
into verbs (Beauty-beautiful).
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Raw  Scaled _ -lel28 T 5IR8 | S
score Score V] i— | o =12 Q|5 SRS KR KR |V
Direct Verbal Span 3 1 I ﬂ—J__LL 6 | 7 |8 | 910 1M |12 1314 15|16 |17 18
Backward Verbal Span 3 8 12 3[4 [ 576 == 9 1011 |12 1314 1516 1718
Direct Visual Span 3 5 112 1]3 4 x’f 708 9010 11 12 13|14 15|16 |17 |18
Backward Visual Span 3 6 1123|415 N‘L 8 9110 1 12 13 141516 |17 |18
TMT Part A 49 9 1123 4 15|67 ‘8‘7 9 10 11 |12 13|14 15|16 |17 |18
TMT Part B 106 8 102 3/4 5 6/ 7_ 8/ 90|10 12/13 1 1516 1718
SDMT 30 6 1123 415 6"< 8 | 9110 |{10 [12 |13 /14 |15 16 17 |18
Boston Naming Test 4 8 1123411567 \8\ 9 110 11 112 |13 14 |15 16 |17 |18
Token Test 335 9 102 3[4 (5] 6|7 |80 11 12|13 14 1516|1718
Rey-Osterrieth complex figure correction 36 16 112 3|45 67 8 9710 1|12 Ij}:ﬂi—db 17 |18
Rey-Osterrieth figure time 130 1l 1123 45 6|7 8|9 10eHTT7 1314 1516 1718
FCSRT, free recall essay 1 5 8 1123|415 __ﬁ____l——-ﬂ-"’r 100 11121314 1516|1718
FCSRT, total free recall 17 3 1112 3"(—5— 6 | 7 |8 | 910 1M |12 1314 15|10 |17 18
FCSRT, total recall 39 6 112134 >’06 708 901001 (121314 15|16 |17 18
FCSRT, free deferred recall 6 4 12 3 A4T5 | 6 7|8 9 10011 (12 1314 1516 |17 |18
FCSRT, total deferred recall 9 1 o=rT3 4 S 67 8 90100213 1415 06 17 18
Rey-Osterrieth complex figure memory 3min 17 9 102 3 4 [ 57678910 11 12|13 141516 17 18
Semantic verbal fluency 7 8 11234 ]5]°6 }/B/ 9 110 11 (12 [ 1314 |15 16 |17 |18
Phonological verbal fluency (p) 1l 6 102 3 4 5677 8§ 9[10 1 12|13 141516 17 18
Stroop Word Test 62 3 112 /"w’ll’ 506 7|8 9 L1001 [ 121314 15]16 |17 18
Stroop Color Test 35 2 1263 (4[5 | 6 78 91011 121314 1516 1718
Stroop Color and Word Test 19 5 1123 61 7 | 8 9100 |1 [1213 14 15|16 |17 18
ToL-DX fotal correct moves 4 13 112 3|4 (5|67 |8 9[0T T3 |14 15|16 /|17 18
TOLDX total excess moves 29 12 112 0 3/4 567 8901011 )}/ 137141516 |17 |18
TOL-DX latency time 37 1 112 3[4 56 |7 89010 1mei2 13|14 15|16 |17 18
TOLDX execution time 199 13 1123 4156 7 8 |9(10nN }\ 13714 1516 |17 |18
TOL-DX resolution time 236 13 T2 3[4 5067 8| 9010 1 1281314 1516 |17 18
WCST- correct 25 10 11213 415 6/7 819 IO":( 12 /1314 15|16 |17 |18
WCST- categories 4 12 112 34567 8/]9¢F[10 J/"]Z 137141516 |17 |18
WCST- perseverative errors 6 10 112 3/4 56 78 91013 14 15/ 16 1718
WCST- attentional errors 0 18 102 34 (5 6|78 901011 12 131415 10 18

Figure 2. Performance scores in psychometric tests measured using the Neuronorma Colombia battery.

Attention: Direct Verbal Span, Direct Visual Span, Trail Making Test (TMT) Part A and B, Symbol Digit Modalities Test (SDMT),
Stroop Color and Word Test, Wisconsin Card Sorting Test (WCST) attentional function. Language: Boston Naming Test, Token

Test, Semantic and phonological verbal fluency (p). Memory: Colombian version of the Free and Cued Selective Reminding

Test (FCSRT) free recall essay 1, total free recall, total recall, free deferred recall, total deferred recall, Rey-Osterrieth complex
figure memory 3 minutes. Building skills: Rey-Osterrieth complex figure correction, Rey-Osterrieth figure time. Executive
functions: Backward Verbal Span, Backward Visual Span, TMT B, Phonological Verbal Fluency, (p) Token Test, Stroop Inferference
Test, Tower of London (ToL-DX) total correct moves, excess moves, latency time, execution and resolution, correct Wisconsin Card

Sorting Test (WCST), categories, perseverative errors.

Scores were transformed to scaled measures based on Colombian scales. Decreased performance starfing at 1.5 SD (Scaled score
6), indicates alteration if below average. Two or more tests of the same domain below 1.5 SD indicate alteration.

Source: Own elaboration.

Phonetic analysis

Speech subprocesses were evaluated in detail ~ different segmental and suprasegmental levels
in the phonetic analysis, finding compromise in  (Table 2).
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Table 2. Findings of the phonetic examination per evaluated level.

Evaluated
level

Findings of the phonetic examination

Breathing
pattern

Costoclavicular, with nasal-oral cycle at rest and oral-oral when speaking

Tone of voice

Phonation time

Comments

Phonation

Fluctuating, with
occasional tone
breaks and intensi-
ty variations

Maximum phonation time of 4 seconds in
phoneme production of prolonged /a/

An increase of audible aspira-
tions was identified during pho-
nation, which was confirmed by
PRAAT software. (39)

Articulatory move-
ments

Programming of movements

Comments

Speech
articulation

Inaccurate ar-
ticulatory move-
ments, with slow
movements and
modification of the
point and manner
of some phonemes
and syllables.

1) difficulty to start the production of labio-
dental occlusive phonemes /p/ - [bga)],

2) glide /p-t-k/-[b_es ges ga]and/
pronda/ - [oan_sé] / /paisa/ _[baii_sa]

3) Change of point in phonemes with
anteriorization /t/ - [d], /k/ - [g].

Frequent jargon (+) before
repetition and moderate to
severe alteration of prosodic
aspects.

Rhythm

Speech rate

Disfluency Index

Comments

Fluency

Monotonous rhythm
during spontaneous
speech with block-
ages that decreased
throughout the
conversation and
were frequent while
reading polysyllabic
words and during
stressful situations.

Spontaneous speech
rate: 0.65 words per
second.

Reading speed:
0.91 words per
second.

Spontaneous
speech: 0.13%
(blocks)
Reading output:
0.27% (blocks)

Rhythm: stressful situations
such as the first communicative
approach with another person.
Speed: concomitant aspects
such as tension in the face and
neck and increased blinking
were observed.

Index: characterized by prolon-
gation of initial sound, repetition
of initial syllables (not sugges-
tive for diagnosis of stuttering)
and oral inspiration in the middle
of words (audible).

Tone of voice

Syllabic and phone-
mic sequence

Intrasyllabic dura-
tion

Comments

Supraseg-
mental
features

It did not match
the articulatory
model and inclu-
sion of compensa-
tory sounds was
observed such as /
piego/ - [mié=su].

Altered: involvement
of the syllabic and
phonemic sequence
/saen/- [sagaa_em] /
/pronda/ - [oan_sé].

Increased

Intrasyllabic pauses were found
with increased frequency.

Speech
intelligibility
+: present.

Involved by 65%, with an evident increase depending on kinship and knowledge of the situation.

Source: Own elaboration.
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Diagnostic consensus

From a neurolinguistic and phonoaudiologi-
cal perspective, and considering that these
findings are similar to those reported in the
literature (4,15,32,40,41), FAS was diagnosed.
MRI and tractography reports helped ruling out
structural lesions, neoplasms, ischemic lesions,
demyelinating lesions or others brain lesions
as a probable etiology of this disorder.

Interventions and recommendations

Controlling comorbidities was the first step in
the treatment of the patient. Acetylsalicylic acid
was indicated and antihypertensive therapy was
adjusted with spironolactone. Rehabilitation
included speech therapy for the correction and
rehabilitation of movement and coordination of
orofacial musculature (tongue, lips, jaw) and
diction: point and manner of articulation, allo-
phonic substitutions and variations, and sys-
tematic vocal articulation exercises. A plan was
designed with self-implemented exercises and
supervised therapy; it was advised not to resort
to group therapy to avoid anxiety.

Cognitive activities were recommended
to exercise the involved domains and man-
agement with music therapy and permanent
intervention by psychiatry and psychotherapy
was proposed. In addition, the patient was
advised not to abandon her work activities
in order to avoid social isolation, although
switching to activities that required less oral
communication was suggested. Finally, it was
proposed to attend control appointments with
the treating group.

Follow-up

In the third month of follow-up, speech intelligibility
increased by 15% compared to the first mea-

surement, but there was an increase in laryngeal
tension and hyperfunctional dysphonia. It was
found that the patient maintained the point and
manner in the production of occlusive alveolar
phonemes, so that instead of /d/ she produced
[t], giving silent characteristics to a sonorous
phoneme. There was also hypernasalization of
the dorsal nasal phoneme (/n/), frontalization
of the palatal occlusive phoneme /c/ instead of
the alveolar occlusive /t/, omission of the sim-
ple vibrant /r/ and centralization of the vowels
/dolores/ [doooes].

The maximum phonation time was 4 sec-
onds and expressive language was slightly
altered before repetition and denomination.
Stereotypes were identified in the production
of bilabial occlusive phonemes /b/ and /p/, fol-
lowed by elongated vowels. A high frequency
of phonemic paraphasias /cabeza/ - [aBeta],
alterations in melody, segmental pauses (syl-
labic) and prolongations of vowel sounds with
low intensity were observed.

Listening was preserved, although there
was evidence of contrasting phonological
paraphasias with identified articulatory errors.
Mild agrammatism was also evident, but, ac-
cording to analysis with PRAAT, no variations
were identified in the formants F1 and F2.

Alterations persisted between February
and April 2017, although there were changes
in the accent of the mother tongue with a slight
improvement in intelligibility with respect to the
initial assessment.

Poor adherence to the intervention recom-
mendations made by the group was documented
at 6 and 12 months; this was secondary to the
unavailability of specialized management in the
patient’s place of residence. The assessment
made by the treating group did not reveal sig-
nificant improvement in the clinical condition or
in the aspects of speech of the patient during
this period.

75




76

CASE REPORTS VOL. 5§ No. 1: 63-80

DISCUSSION

This case reports the neurological and neuro-
psychological characteristics of language and
speech in a Spanish-speaking patient with FAS.
The neurological manifestations that come along
with this syndrome in the reported cases are
not exclusive to this condition and are mainly
associated with brain injury or organic compro-
mise. Motor alterations such as hemiparesis,
hemiplegia, facial paralysis (19) and dysarthria
(8,42) stand out in this group. However, other
alterations such as buccal-facial apraxia (22),
gait apraxia (28), ataxia (42), spasticity and lack
of coordination (28) have also been described.
These signs should be taken into account at
the time of conducting a neurological evaluation
of a FAS patient.

In the reported case, mild hemiparesis and
left hemihypsesia were documented in the
absence of structural brain injury in imaging
studies; however, it was not possible to rule
out functional involvement (28) due to limited
access to specialized equipment.

The exploration of speech and language
in FAS must be deep and contemplate all the
segmental, suprasegmental (speech) and
linguistic aspects (32), since all of them may
be altered. (41)

In this case, there was also evidence of
fluctuations in the tone of the voice with occa-
sional tonal breaks and variations in intensity;
intrasyllabic duration and frequency of intrasyl-
labic pauses were increased, similar to what
the literature reports. (32,33,43) Articulatory
movements were imprecise, slow and with
changes in the point and manner of some
phonemes and syllables.

In patients with FAS, vocabulary may be re-
stricted, slow production and attenuated prosody
may be observed (3), and speech may be similar
to mild speech apraxia. (1,16,43) Therefore, in

general, verbal expression is characterized by
articulatory distortions that affect it (3,32,33),
leading to errors that are predominantly phonemic
substitutions, laborious articulation, sequential
errors and unsuccessful efforts in self-correc-
tion. (32,33) These errors are always present
and do not depend on the task, so there is no
improvement when the patient recites, repeats,
reads or exclaims. (13)

In this case, the patient showed dissociation
between good performance in language tasks
that do not directly involve speech and difficulty
in tests that evaluate expressive language, com-
patible with the reported findings (32,33,43)
and contrary to what some authors state about
the absence of deficits at the level of expressive
language, phonetic deformations or lack of
fluency, which is usual in motor aphasia. (31)

Another sign that may be observed is agram-
matism. (3,28,44) Individuals with agrammatism
fail to make changes in verb tenses, conjugate
verbs, make grammatical transformations and
use complex structures. (31) In the study pa-
tient, these difficulties were evident mainly at
the written level, in addition to disortography
and alteration in grammatical compositions such
as conjugations, identification of propositions
and use of singular and plural.

Regarding the cognitive level, presentation
spectrum is variable, while failures may not be
observed at all (8) or one or more altered cogni-
tive domains may appear. (19,22,25,28,31,45)
The main tasks involved are related to verbal
fluency (28,45) and semantics, although
failures are reported in tasks such as Stroop
(exact but slow performance) (28), backward
digit span, problems with tasks that require
sustained and alternating attention (TMT A
and B) (19,25,45), moderate deficit in reading,
slight failures in tests such as Mini-Mental (19)
and difficulties in memory tasks. (25,28,46)
Specific cognitive tasks such as denomination
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(Boston test), shortened version of the Token
test, repetition of sentences, listening and
written comprehension and praxis usually have
a normal performance. (12)

Cases that show cognitive profiles with
failures in tasks that require speed of infor-
mation processing and working memory have
been described (25,28), including those in
which FAS develops after cerebrovascular
events that present with symptoms that are
both dysexecutive and memory-related (28),
and whose profile greatly differs from those
cases in which FAS is a consequence of injury
to the brain stem. (42)

Considering FAS as a condition that implies
more than an alteration of prosody is funda-
mental for a proper approach to treatment and
rehabilitation. Treatment is specific for each
case and should be oriented towards the man-
agement of the causes. It is also essential to
make a diagnosis of all the cognitive domains
involved, without leaving aside the affective
and psychosocial sphere of the patients, which
should be interpreted according to their context.
Considering the absence of structural lesions
and the general preservation of cognition, the
impact of this condition on quality of life may
be deemed as a guide to the objectives that
the intervention should address.

In the reported case, an improvement in
speech intelligibility was achieved, similar to what
is reported in the literature (41); nevertheless, many
of the suprasegmental and segmental alterations
remained after one year. This could be the result
of the lack of adherence to the recommendations
due to the difficult access to specialized care in
the place where the patient resides, aspects that
should also be considered as a factor associated
with the prognosis of recovery.

In all cases, a comprehensive management
should be ensured from a multidisciplinary
and multilevel perspective, in such a way that

the personal, family, occupational and social
contexts are addressed. (41)

CONCLUSIONS

FAS is a complex and rare entity that gener-
ates change beyond prosody. Its diagnosis is
clinical and based on the manifestations and
results of an exhaustive phonetic assessment,
but not limited to it.

Other alterations in cognitive functions are
present in FAS, especially regarding language,
memory and executive functions, and in neu-
rological and affective aspects that should be
considered as part of a complete assessment.

Imaging studies and other paraclinicals
are not the central axis of the diagnosis and
their use is convenient to establish a possible
etiology in cases where neurogenic or mixed
FAS is suspected.

Clinical characterization is essential for
approaching patients with FAS; however, there
are psychosocial aspects (47) that should
not be neglected, such as the work context
or occupation, the place of residence and the
support network, as they can become barriers
or facilitators to the recovery process.

With respect to this case, it is necessary
to highlight the deep linguistic, neuropsycho-
logical and clinical exploration carried out in
the context of a Spanish-speaking patient.
The detailed description of speech elements
makes this an interesting case in clinical and
academic settings. One of its limitations is the
lack of functional studies that could specify
the etiology of the condition and guide the
classification by type of FAS.

ETHICAL CONSIDERATIONS

The patient accepted the support provided by
the research team in order to know the etiology
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of her clinical condition. She manifested her
interest in having her case studied in depth
and shared with the scientific community and
the general public, as she perceived an inad-
equate approach to her case as a result of
the lack of knowledge of the syndrome by the
health personnel during the previous clinical
assessments. She is currently undergoing a
process of neuropsychological and language
rehabilitation aimed at recovering the charac-
teristics of her speech and resuming her work
and social dynamics. Additionally, she decided
to take courses that allowed her to interact
and learn from other activities that promote
biopsychosocial well-being.

The patient granted her consent for per-
forming each of the studies, for using the in-
formation and publishing the case by signing
the informed consent.
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