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Abstract
Objective: To propose a single qualifier scale for voice prob-
lems based on the International Classification of Function-
ing, Disability, and Health (ICF) that classifies a voice problem 
considering its multidimensionality. Method: A multicultur-
al database was analyzed (280 subjects). The analyzed infor-
mation was: the perceptual judgment of the overall voice 
quality (G); the acoustic analysis (A) with the Acoustic Voice 
Quality Index; the laryngeal diagnosis (L) and the patient 
self-assessment (P) using the Voice Handicap Index. The vari-
ables were categorized. A 2-step cluster analysis was per-
formed to define groups with common characteristics. Re-
sults: A 7-point qualifier scale, the GALP, was defined to gen-
erally classify levels of voice problems considering 4 
dimensions of the voice evaluation. Each level of voice prob-
lem, that is, no problem, mild, moderate, severe, or complete 
voice problem, has its own possible outcome for G, A, L, and 
P that will change, or not, the overall level of voice problem. 

The extremes of the scale represent “no problem” at all when 
all parameters are normal, and “complete problem” when all 
parameters are altered. The 3 levels in between were defined 
by the cluster analysis (mild, moderate, and severe problem) 
and change according to the outcome of each evaluation (G, 
A, L, and P). Thus, changes in one parameter alone may or 
not contribute to the change of the level of voice problem. 
Also, there are 2 categories for cases that do not fit the clas-
sification (not specified) and for which some of the variables 
are missing (not applicable). Conclusion: The GALP scale was 
proposed to classify the level of voice problem. This ap-
proach considers important dimensions of voice evaluation 
according to the ICF. It is a potential tool to be used by dif-
ferent professionals, with different assessment procedures, 
and among different populations, clinicians, and study cen-
ters. © 2019 S. Karger AG, Basel

Introduction

The voice evaluation consists of the perceptual-audi-
tory judgment, the acoustic analysis, the observation of 
the laryngeal structure, and the patient self-evaluation; 
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therefore, it is a multidimensional assessment. To guide 
the voice evaluation, the Committee on Phoniatrics of the 
European Laryngological Society (ELS) proposed a pro-
tocol that evaluates the voice in 5 dimensions: (1) percep-
tual voice evaluation (grade, breathiness, and roughness), 
(2) acoustics, (3) videolaryngoscopy, (4) aerodynamics, 
and (5) subjective rating by the patient [1]. 

Most commonly, the protocols used to perceptually 
judge the voice quality are the GRBAS scale, a 4-point 
scale [2], and the visual analog scale, a 100-point scale. 
Both scales are highly correlated [2, 3] and present similar 
thresholds among different cultures [3–5]. This favors the 
use of the perceptual judgment cross-culturally to define 
the overall voice quality degree of deviation. However, 
this is a subjective assessment that suffers the influence of 
the rater’s auditory experience, clinical experience, train-
ing, and cultural background [6–13]. For this reason, it 
must be complemented by objective measures such as the 
acoustic analysis [14, 15]. 

The acoustic analysis gives an objective value for the 
voice quality by analyzing the voice parameters. This 
analysis may be from an isolated parameter, such as jitter 
or shimmer, or the combination of parameters, using a 
multiparametric approach, such as the Dysphonia Sever-
ity Index, Acoustic Voice Quality Index (AVQI), and 
Cepstral Spectral Index of Dysphonia [16–19]. 

The AVQI is beginning to be widely used among dif-
ferent languages and cultures presenting good cross-cul-
tural validity [20–28]. The index presents different thresh-
olds among different countries to define whether the 
voice quality has deviation; these values vary from 1.33 to 
2.43, considering the AVQI current version, 03.01 [23–
27, 29]. Thus, the spoken language must be considered in 
this analysis.

The laryngeal assessment is also a very important as-
pect of voice evaluation; it is basic for voice diagnosis [30]. 
It provides information about the structure and gross 
function and measures of the vocal fold vibration [31]. 
The laryngeal assessment is usually the focus of medical 
examination [30] and provides an etiological laryngeal 
diagnosis that can be organic or functional [32]. These 2 
categories can commonly be overlapped, once organic 
changes can generate functional disorders and vice versa 
[32]. The organic voice disorder is when there are chang-
es in the larynx structure while in the functional voice 
disorder no changes are observed [32].

Finally, the patient’s subjective rating is extremely im-
portant in voice evaluation. For this reason, many self-
assessment protocols have been developed and validated 
in different languages. These protocols quantify the im-

pact of a voice problem related to the quality of life 
(Voice-Related Quality of Life), the perceived handicap 
(Voice Handicap Index), and the restrictions in the activ-
ity and participation and disabilities (Voice Activity and 
Participation Profile) among others [31]. Thresholds 
that discriminate healthy from dysphonic individuals 
have been established; they vary among the different pro-
tocols but always present good sensitivity and specificity 
[33]. 

It is noteworthy that the ELS protocol was designed to 
observe the outcomes before and after therapy, and this 
can only be observed when the 5 dimensions of the voice 
assessment are considered; changes of parameters alone 
are weak, in other words, the improvement of one dimen-
sion alone has low redundancy to indicate the patient’s 
improvement after therapy or any other intervention 
[34]. In this sense, the voice evaluation aims to assess the 
dysphonia in a more holistic way. In addition, the corre-
lation of the perceptual auditory judgment and/or the 
acoustic analysis with the self-assessment protocols and/
or the larynx diagnosis are not strong [19, 35–38]. Also, 
the scores of the self-assessment protocols are not influ-
enced by an organic or functional dysphonia [36]. Never-
theless, despite the outcome for each dimension of the 
voice evaluation, the degree of dysphonia relies mainly on 
the degree of deviation of the voice quality; that is, no de-
viation, mild deviation, moderate deviation, or severe de-
viation [39, 40]. In other words, the degree of dysphonia 
is commonly given by the degree of the overall vocal de-
viation [16, 39].

It is strongly recommended by the World Health Or-
ganization (WHO) to consider other factors beyond the 
diagnosis when assessing a patient, understanding all 
health conditions [41]. Therefore, the WHO developed a 
framework for health and disability, the International 
Classification of Functioning, Disability, and Health, also 
known as ICF [42]. The ICF focuses on the people level 
of health instead of their disabilities. It has the intention 
to be complementary to the highly used International Sta-
tistical Classification of Diseases and Related Health 
Problems (ICD-10). The ICD-10 is basically used to clas-
sify causes of death, giving an etiological framework while 
the ICF considers the health conditions to classify func-
tioning and disabilities. 

There are 4 key concepts in the ICF: body functions, 
body structures, activities and participation, and contex-
tual (environmental and personal) factors [42]. The 
“body functions” are related to the physiological func-
tion of the body system; it includes also psychological 
consequences, such as temperament and personality 
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functions and emotional functions. The “body structure” 
is related to the anatomical body parts. “Activities and 
participation” are related to the individual capacity of 
performing a task and how the person gets involved in it. 
“Contextual factors” are related to how the environment 
facilitates or not the person’s daily activities, that is, use 
of technological tools, workplace conditions, and gov-
ernment policies [42, 43].

The list of domains in ICF becomes a classification 
when qualifiers are used [44, 45]. The generic qualifiers 
are no problem (0), mild problem (1), moderate problem 
(2), severe problem (3), complete problem (4), not speci-
fied (8), and not applicable (9) [44, 45]. Hence, the ICF 
provides a framework aiming that people all around the 
world and from different fields can use common terms to 
communicate about health and health care. Thus, the ICF 
provides information that embraces all kinds of diseases 
and, therefore, all kinds of voice disorders. 

The 4 key concepts of the ICF can be related to some 
of the dimensions of the voice evaluation as following: 
body functions are assessed by the perceptual voice judg-
ment and acoustics analysis; the body structure is as-
sessed by videolaryngoscopy; the activities and participa-
tion are assessed by means of self-assessment protocols 
[43]. The contextual concept, that is the environmental 
and personal factors, can be assessed by the conversation 
with the patient while understanding his case history 
[43]. 

The body function is highly considered to determine 
the functioning level of a condition [46, 47]. On the other 
hand, contextual factors seem to be the least considered 
[48]. One important aspect of clinical practice is to un-
derstand the patient case history. However, there is no 
specific tool to assess environmental factors related to 
voice, besides an informal conversation and isolated 
questions of self-assessment protocols. Nevertheless, in-
formation gathered by talking to the patient in a semis-
tructured interview and then using the ICF to identify 
and qualify the information of the patient’s functioning 
can be successfully done [46, 49].

The different dimensions of voice evaluation are nec-
essary to properly classify a voice problem. However, 
there is not a classification system that defines the overall 
degree of a voice problem considering all dimensions of 
the voice assessment. Therefore, the aim of this study is 
to propose a concept of a single qualifier scale, based on 
the ICF, that classifies a voice problem considering its 
multidimensionality including information of the per-
ceptual, acoustic, and laryngeal assessment, and the pa-
tient self-evaluation.

Materials and Methods

This study was performed using the databases from 2 different 
countries with information gathered during the routine clinical 
voice assessment. Data from 280 speakers (150 Brazilian Portu-
guese and 130 Belgian Dutch speakers) were analyzed. The speak-
er’s age ranged from 18 to 89 years (115 men and 165 women, 
mean of 47.91 and SD of 19.15 years). The information corre-
sponding to each speaker considered was: the G score, the AVQI 
score, the Voice Handicap Index (VHI) or the VHI-10 total score, 
and the laryngeal diagnosis. Patients from the database that had 
incomplete information were excluded.

The G score is the overall voice quality from the GRBAS scale 
[2]. It classifies the voice quality in a 4-point scale in which 0 = no 
vocal deviation, 1 = mild deviation, 2 = moderate deviation, and  
3 = severe deviation. The G was previously judged by the voice 
specialist at the moment of the patient assessment. The voice spe-
cialist from each country had over 10 years of clinical experience 
and intrarater reliability ranging from 0.605 to 0.773 (Cohen’s kap-
pa).

The recording of the Belgian database was previously per-
formed using the AKG C555L head-mounted condenser micro-
phone, connected to the external hardware Computerized Speech 
Lab Model 4500 (CSL, KayPENTAX Corp.). The recordings of the 
Brazilian database were performed using the AKG C420 head-
mounted condenser microphone, the AKG MPA V L cable, and 
the Focusrite iTrack Solo audio interface connected to a PC with 
the Audacity program (version 2.0.6). Samples from both data-
bases were digitized at a rate of 44.1 kHz, resolution of 16 bits, and 
saves as .wav. All recordings took place in a quiet room.

The AVQI is a multiparametric acoustic index that runs as a 
Praat script, a freeware software for speech analysis in phonetics. 
The AVQI provides one score for the overall voice quality consid-
ering 6 acoustic measurements: the smoothed cepstral peak prom-
inence, harmonics-to-noise ratio, shimmer percent, shimmer 
decibel, general slope of the spectrum, and tilt of the regression line 
through the spectrum [18]. The score ranges from 0 to 10 and con-
siders continuous speech and sustained phonation [18]. It has been 
validated in different languages demonstrating high diagnostic ac-
curacy and presenting variated threshold values to identify voices 
with and without vocal deviation. In addition, there is more than 
one AVQI version (first version, 02.01 and 03.01), and each of its 
versions also presents different thresholds [20–28].

Laryngeal diagnosis is an essential parameter of the voice as-
sessment providing important information of the larynx structure 
that will guide the treatment. The diagnosis is based on the laryn-
geal endoscopic imaging, videoendoscopy (that uses a constant 
light source to assess the larynx structures and functions) and vid-
eostroboscopy (that relies on the strobe effect and assesses the vo-
cal folds’ vibratory function) [31]. Commonly voice disorders can 
be organic or functional [32]. 

The VHI is a self-assessment protocol translated and validated 
in many languages. It has a short version with 10 statements, VHI-
10, and a complete version with 30 statements, VHI. The VHI has 
high accuracy in detecting perceived voice impairment with an 
established cutoff point; these cutoff points vary for each of its ver-
sions [33].

In order to standardize the outcomes of the clinical measure-
ments, the variables were categorized as follows:
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G score (G): no deviation, mild deviation, moderate deviation, 
or severe deviation;

AVQI score (A): below or above the threshold, considering the 
threshold for each AVQI version and language, that was 1.33 for 
the Brazilian database (AVQI version 03.01) and 2.95 for the 
Dutch database (AVQI first version);

larynx (L): no visible alteration observed by laryngoscopy (such 
as functional dysphonia) or presence of visible alteration observed 
by laryngoscopy (such as nodules, vocal fold paralysis, cyst). The 
larynx diagnosis was provided by an otolaryngologist using video-
endoscopy recordings. The medical laryngeal diagnosis of both da-
tabases was considered for the study.

VHI score (P): below or above the cutoff point for each version 
of the protocol, that was 20 for the VHI and 8 for the VHI-10.

Table 1 presents the frequency distribution of each categorized 
variable.

Statistical Analysis
A cluster analysis was performed in order to define natural 

clusters within the data sets that are not evident in classifying a 
voice problem. The SPSS version 25 was used as the statistical pro-
gram to execute 2-step cluster analysis. This analysis can be used 
for categorical variables with 3 or more attributes [50]. The silhou-
ette measure of cohesion and separation was used to evaluate the 
clustering solution’s overall goodness of fit [51].

Results

A qualifier scale with 7 generic categories was estab-
lished: no voice problem (0), mild voice problem (1), 
moderate voice problem (2), severe voice problem (3), 

complete voice problem (4), not specified (8), and not ap-
plicable (9). The extremes, that is no problem and com-
plete problem, were predefined by the authors. There are 
also 2 other categories: not specified, for cases where a 
person does not fit within any category, and not appli-
cable, when there is a lack of information not allowing to 
place the person in the GALP scale.

The empirical classification of the other 3 distinctive 
groups (mild, moderate, and severe voice problem) was 
the result of the 2-step cluster analysis. The averaged sil-
houette coefficient was equal to 0.5, indicating a fair solu-
tion for the overall goodness of fit of the clustering solu-
tions.

The variable distributions in each cluster were consis-
tent among both databases. Figure 1 presents the relative 
distribution of the variables in the clusters for each data-
base separately and both together. The predictor impor-
tance, in grayscale, indicates the importance of each vari-
able in making a prediction. In the present study, the vari-
ables were organized in descending order of importance 
as AVQI, VHI, G, and larynx. The histograms show the 
relative frequency distribution of the categorized vari-
ables among the 3 clusters. Table 2 complements this in-
formation with the values of the observed frequency dis-
tribution; from these statistics it can be inferred the most 
or least frequent parameter in each degree of voice prob-
lem. Additionally, the size of each cluster represents the 
total number of observations contained within a catego-
ry. It can be observed that the 3 different categories have 
approximately the same percentage among the different 
databases. 

According to the qualifier scale, each cluster was inter-
preted considering the perceptual judgment (G), the 
acoustic analysis (A), the laryngeal observation (L) and 
the patient self-assessment (P) (Table 3).

Discussion

The degree of voice disorder, despite the protocol used 
for its assessment, is mainly classified focused on evalua-
tor judgments of the voice quality [16]. The proposed 
GALP scale classifies a voice problem considering 4 di-
mensions of the voice evaluation and plotting them in a 
generic qualifier scale based on the ICF [42]. Therefore, 
traditional voice assessment is implemented according to 
the ICF guidelines.

The GALP scale is composed of 7 different categories 
to classify a voice problem considering the perceptual 
overall voice quality judgment (G), the acoustic analysis 

Table 1. Frequency distribution of the categorized variables

BR 
Portuguese,
n (%)

BE 
Dutch,
n (%)

BR and BE,
n (%)

G
No deviation 32 (21.3) 32 (24.62) 64 (22.86)
Mild 59 (39.3) 41 (31.54) 100 (35.71)
Moderate 40 (26.6) 36 (27.69) 76 (27.14)
Severe 19 (12.6) 21 (16.15) 40 (14.29)

AVQI
Below threshold 55 (36.6) 26 (20) 81 (28.93)
Above threshold 95 (63.3) 104 (80) 199 (71.07)

Larynx
Normal 90 (60) 63 (48.46) 153 (54.64)
Altered 60 (40) 67 (51.54) 127 (45.36)

Self-assessment
Below cutoff point 73 (48.6) 52 (40) 125 (44.64)
Above cutoff point 77 (51.3) 78 (60) 155 (55.36)

BR, Brazilian; BE, Belgian; G, perceptual judgment of the 
overall voice quality; AVQI, Acoustic Voice Quality Index.
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(A), the laryngeal imaging observation (L), and patient 
self-assessment (P), providing a global overview of the 
voice problem. To better introduce the new scale and how 
it should be used, a detailed description of each category 
of the GALP will be given as follows.

“No problem”: includes G equal to no deviation or 
mild deviation. The A must be below the threshold estab-
lished for the language that is being assessed and the 
acoustic instrument that is being considered. The L must 
be normal, no visible laryngeal alteration observed by la-

ryngoscopy. The P must be below the cutoff point estab-
lished for the instrument that is being used, indicating 
that self-assessment of the voice impact is within normal 
thresholds.

“Mild problem”: includes everything that has been 
specified in the previous category plus G can present 
moderate deviation, L can also be altered (it is possible to 
have structural laryngeal alteration), and P can be above 
the cutoff point. It is possible that the 4 aspects from the 
“mild problem” coincide with the “no problem”; in this 

BR Portuguese BE Dutch BR + BE

Moderate

Mild

Severe

Input (predictor) importance
1.0 0.8 0.6 0.4 0.2 0

Fig. 1. Relative distribution of the variables in the clusters for the Brazilian (BR) Portuguese, Belgium (BE) Dutch 
and both databases.

Table 2. Frequency distribution, in percentage, of the variables in the clusters for the Brazilian Portuguese, Belgian Dutch and both da-
tabases

Mild problem Moderate problem Severe problem

BR 
Portuguese

BE 
Dutch

BR and 
BE

BR 
Portuguese

BE 
Dutch

BR and 
BE

BR 
Portuguese

BE 
Dutch

BR and 
BE

G
No deviation 90.6 50 70.3 9.4 50 29.7 0 0 0
Mild 32.2 22 28 40.7 22 33 27.1 56.1 39
Moderate 17.5 2.8 10.5 17.5 11.1 14.5 65 86.1 75
Severe 0 0 0 5.3 23.8 15 94.7 76.2 85

AVQI
Below threshold 100 100 100 0 0 0 0 0 0
Above threshold 0 0 0 36.8 32.7 34.7 63.2 67.3 65.3

Larynx
Normal 44.4 19 34 28.9 12.7 22.2 26.7 68.3 43.8
Altered 25 20.9 22.8 15 38.8 27.6 60 40.3 49.6

Self-assessment
Below cutoff point 52.1 34.6 44.8 47.9 65.4 55.2 0 0 0
Above cutoff point 22.1 10.3 16.1   0 0 0   77.9 89.7 83.9

BR, Brazilian; BE, Belgian; G, perceptual judgment of the overall voice quality; AVQI, Acoustic Voice Quality Index.
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case, another aspect of the ICF should be considered, the 
contextual factor. The contextual factors are evaluated by 
means of conversation with the patient [46, 49]. There-
fore, the clinician should decide in which category the 
patient should be placed, taking into account arguments 
related to the contextual factors.

“Moderate problem”: the G plays a minor role once all 
perceived vocal judgments are possible, from no devia-
tion to severe deviation. The A must be above the thresh-
old established for the language that is being assessed and 
the acoustic instrument that is being considered; the L 
can or not present structural laryngeal alteration. What is 
interesting in this category is that P must be below the 
cutoff point, therefore, the patient may have bad voice 
quality and laryngeal alteration but no impact in his self-
assessment. This is highly important in this category be-
cause it will be basically the patient self-assessment that 
will position him as having “moderate problem” or “se-
vere problem.”

“Severe problem”: includes all G except no deviation, 
A must be above the threshold and L may or may not have 
visible laryngeal alteration. Differently from the previous 
category, P must be above the cutoff point, this means 
that the patient has a self-perceived vocal impairment. 

“Complete problem”: this category includes the worst 
cases in clinical practice, G equal to moderate or severe 
deviation, A above the threshold, L with visible laryngeal 
alteration and P above the cutoff point. It is possible that 
the 4 aspects from this category coincide with the severe 
problem, equally to “no problem” and “mild problem.” 
Similarly, the contextual factors must be considered for 
the clinician to gather arguments to decide whether the 
patient has “severe” or “complete voice problem.”

“Not specified” and “not applicable”: these 2 categories 
must be considered for cases that do not fit into the GALP. 
One example is the perceptual judgment of severe vocal 

deviation, that is, G3, AVQI below the threshold, larynx 
with visible lesion and VHI score above the cutoff point. 
The main inconsistency in this example is the G3 and the 
AVQI below the threshold; if the acoustic analysis was 
above the threshold, this example would be placed at the 
“severe problem.” The acoustic analysis is strongly cor-
related with the perceptual analysis [16]. However, as ex-
pected, this is not a perfect correlation, and cases where 
the perceptual judgment does not match with the acoustic 
analysis are possible [52]. Therefore, cases such as this 
should be classified as “not specified.” If there is no clini-
cal information for one of the voice evaluation dimen-
sions considered in the GALP, the case should be classi-
fied as “not applicable,” once there are not enough data 
to place the patient within the GALP.

The extremes of the scale were established by the au-
thors based on previous studies and experience. Accord-
ing to the WHO “no problem” is defined as the absence 
of impairment and “complete problem” is a total problem 
[42]. Thus, for 1 subject to be classified as “no voice prob-
lem” all the assessed dimensions, that is, G, A, L, and P, 
must be normal. Otherwise, if 1 case is classified as “com-
plete problem,” all the assessed dimensions, that is, G, A, 
L, and P, must be altered. In addition, the voice evaluation 
is more reliable, and raters agree more consistently to as-
sess the extremes, that is, normal and extreme dysphonic 
voices [6, 53–56]. Therefore, it is not difficult in clinical 
practice to classify a person with no voice problem or with 
complete problem; on the other hand, the intermediate 
categories are harder to be defined, and this is exactly 
where the GALP may contribute.

There are different thresholds standardized worldwide 
for each dimension of voice assessment, which makes 
comparisons of dysphonia outcomes harder among dif-
ferent countries [20–27]. The GALP organized a first at-
tempt to qualify a voice problem considering the G score, 

Table 3. Presentation of the GALP

G A L P

No problem – 0 no and mild below AVQI threshold normal below VHI cutoff point
Mild problem – 1 no, mild, and moderate below AVQI threshold normal or altered below or above VHI cutoff point
Moderate problem – 2 no, mild, moderate, and severe above AVQI threshold normal or altered below VHI cutoff point
Severe problem – 3 mild, moderate, and severe above AVQI threshold normal or altered above VHI cutoff point
Complete problem – 4 moderate and severe above AVQI threshold altered above VHI cutoff point
Not specified – 8 information does not fit into the GALP
Not applicable – 9 lack of clinical information

AVQI, Acoustic Voice Quality Index; VHI, Voice Handicap Index.
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reliable worldwide [3–5] the laryngeal diagnosis as with 
or without visible alteration observed by laryngoscopy, 
the threshold of the acoustic analysis and the cutoff point 
of a self-assessment protocol. 

Ideally, if the acoustic analysis procedure and the sub-
jective rating by the patient are performed with a previ-
ously validated procedure or protocol with defined 
thresholds, the GALP can be applied. Hence, comparison 
among different cultures that use different tools and pro-
tocols for the voice assessment may be performed in a 
more reliable and robust way once there will be a unified 
scale. To verify this hypothesis multicultural studies in-
volving different acoustic tools and self-assessment pro-
tocols should be performed. 

The GALP considers almost all ELS outcome mea-
sures. This is in accordance with the WHO recommenda-
tion of considering the patient’s health and not only dis-
abilities [41, 57]. Previous reports of related fields have 
also worked on developing protocols that assess the pa-
tient’s health considering the ICF [57, 58]. However, 
these studies classified each isolated item of the ICF re-
garding a specific health condition and not grouping 
them to provide an overall category for the problem.

It is noteworthy that the ICF does not give a global 
classification for somebody’s health, it classifies many do-
mains related to body structures, body function, activity 
and participation, and environmental factors providing a 
code for each one based on the qualifier scale [59]. The 
GALP, on the other hand, aims to summarize the out-
comes of these different domains giving an overall clas-
sification for a voice problem.

The GALP presents an initial concept to potentially 
classify a voice problem considering 3 key concepts of the 
ICF combined with 4 dimensions of the ELS: body func-
tion (perceptual judgment of the voice quality and acous-
tic analysis), body structure (laryngeal assessment), and 
the activities and participation (self-assessment proto-
cols). Further studies are needed to assess the GALP re-
sponsiveness, reliability, stability, and sensitivity. Also, 
these studies should compare the GALP outcome among 
different cultures, different voice assessment tools for the 
acoustic analysis, and different self-assessment protocols, 
and its outcomes before and after treatment must be ana-
lyzed. Therefore, the GALP reliability and robustness will 
be assessed and may guarantee its use in the voice clinical 
routine and research.

Study Limitations
The use of thresholds was decided in order to better 

adapt the usage of different instruments and protocols to 

classify the patient’s voice problem. Hence, improve-
ments within a category can be neglected; for example, a 
VHI score from 100 to 21 and an AVQI score from 9.0 to 
3.0 are information that will not be sensible using the 
GALP. 

It would have been interesting to use the Voice Activ-
ity and Participation Profile (VAPP) self-assessment tool 
in the GALP analysis, once it was developed in accor-
dance with activities and participation concepts. The an-
swers of the VAPP are given in a visual analog scale, 
which is not as easy to use as an equal-appearing interval 
scaling [60]; however, it is a reliable self-assessment pro-
tocol with defined cutoff points for each concept that it 
assesses, activity limitations, and participation restric-
tion [61]. Considering that the GALP scale can be used 
with any self-assessment protocol that has a defined cut-
off point, further studies using the GALP and the VAPP 
can be developed; therefore, this is also a strength of the 
GALP scale. The database of the present research had in-
formation of the self-assessment protocol VHI; thus, the 
VHI was considered for the initial consideration of the 
GALP. 

Conclusion

A scale to classify the level of voice problem was pro-
posed and named the GALP. This approach considers 
important dimensions of the voice evaluation according 
to the ELS and the ICF. The GALP scale seems to be a po-
tential tool to be used by different professionals and with 
different acoustic measurements and self-assessment 
protocols, as long as a defined threshold exists for each of 
these instruments. In addition, the GALP seems to be a 
robust and promising tool to standardize the level of voice 
problem among different populations, clinicians and 
study centers. 
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