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Normal voice is generally perceived as clear, loud, and appropriate
for age and gender. In addition, it must be apt to the culture and
the society the person belongs to.
Voice is perceived as abnormal when quality, pitch or loudness
differs from the voices of others of similar age, sex, and cultural group.
Dysphonia is known to affect one-third of people during their lifetime.
It is important to understand that phonation is caused
by vibration of the adducted vocal folds (vocal cords) during
expiration, as air blows out of the lungs. There has been a distinct
paradigm shift of the understanding of mechanics of phonation
following Hirano’s revolutionary description of “body-cover
theory” in 1974.1 He proposed that the superficial lamina propria
and epithelium move as a vibratory unit (cover) coupled to the
intermediate and deeper lamina propria (body), together called
the vocal ligament. This movement creates the “mucosal waves” at
the level of vocal folds, which forms the foundation of phonation.
This basic sound thus produced in the larynx is then modified
to intelligible speech as it passes through the resonating chamber
of the pharynx and oral cavity. Normal phonation is therefore
dependent on adequate breath support, vocal fold approximation,
and pliability, clubbed with controlled vocal fold tension.
Therefore, evaluation of voice not only involves laryngeal
examination, but also require evaluation of the multilevel functions
of the areas above, below, and around the vocal folds.
Hoarseness is a broad term used by the patients to denote any
aberration of voice quality. Numerous adjectives are often used by
patients as well as clinicians to describe a voice quality. In general,
roughness and breathiness are two broad categories, which have
been recognized over decades.2 Breathiness is caused by air leak
and roughness results from asymmetric vibration of vocal folds.
Combination of both scenarios are present frequently.
A comprehensive evaluation of a person with abnormal voice is
preferably done under four broad headings as enlisted in Table 1.
It is imperative that such evaluation is time consuming. Ideally
this entire evaluation process should be done in a voice clinic setting
jointly by the laryngologist and the speech and language pathologist.

E l a b o r at e H i s to ry T a k i n g
Interpretation of the patient’s description and perception of the
altered voice forms the foundation of clinical diagnosis. Detailed
information of the nature, duration and degree of voice problem
along with any associated complaints must be obtained. This should
preferably be recorded in a standard voice clinic pro forma, which
may be used for follow-up visits as well.

Nature of Voice Change
Patients may present either with impairment of voice or limitation
of activity. Impairment may be in the form of hoarseness, loss
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of voice, breathy voice, or strained voice whereas limitation of
activity may be loss of range in a performing artiste, vocal fatigue,
etc. Clinician must comprehend this very clearly as patients’
perception of a voice problem may be different from how the
clinician looks at it.

Onset and Duration
A voice problem present since birth or early childhood would point
more towards sulcus vocalis, congenital web, or even vocal fold
paralysis. On the other hand, symptoms arising after acute attack of
cold or sudden yelling may raise the suspicion of phonotraumatic or
hemorrhagic lesion. Fluctuating dysphonia should be differentiated
from persistent symptoms. Malignant lesions however do not follow
any specific pattern of presentation, except being progressive over
a short period.

Associated Symptoms
Details of any breathing or swallowing issues must be inquired
about, as these may be related to the same problem. In addition,
other complaints like odynophonia, episodes of cough or choking
while talking, reflux symptoms, inability to project voice, inability
to speak prolonged sentences, etc., should be noted. These may
provide valuable clue to the diagnosis.

Voice Usage
Phonotrauma may be the single most etiological factor for a vast
majority of benign vocal fold lesions. Therefore, the profession
along with the nature, intensity, and hours of voice usage must
be noted. Areas of voice overuse, abuse, and misuse should also
be noted. Level of background noise at work environment is also
important to identify, as people are compelled to speak with
abnormally loud voice in noisy areas.

Hydration
Amount of daily clear fluid intake and caffeinated or carbonated
drink needs to be determined as the latter is known to dry the larynx
up, which is detrimental to healthy voice production.
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Environment

It is beneficial to document patient’s own perception of the degree
of voice handicap and its psychosocial impact on himself/herself
with the help of validated Quality of life (QOL) questionnaires. The
author’s preference is Voice Handicap Index (VHI), which is 30 item
instrument.3 Voice-related Quality of Life (V-RQOL)4 is another such
user friendly instrument. They are also helpful in posttreatment
evaluation and comparison.

GRBAS scale, developed by the Japanese Society of Logopodics
and Phoniatrics is a relatively well-accepted protocol. The five
parameters comprise Grade (G), Roughness (R), Breathiness (B),
Asthenia (A), and Strain (S). Each item may be marked on 4-point
scale from 0 (Normal), 1 (slightly impaired), 2 (moderately impaired),
and 4 (severely impaired).5
Consensus Auditory-Perceptual Evaluation of Voice (CAPE-V),
developed by American Speech-Language Hearing Association
(ASHA) also provides very thorough perceptual evaluation.6 Voice
quality is graded when the patients produce (1) sustained vowels,
(2) specifically designed sentences, and (3) connected speech.
Rating is done on overall severity, roughness, breathiness, strain,
pitch, and loudness.
Acoustic Analysis and Aerodynamic Assessment: Speech
samples are obtained for objective voice analysis using specific
phonatory tasks. Sustained vowel phonation, reading, and
conversational speech are typically used. In addition, voice-range
profiles are also recorded for professional singers and performing
artistes. Multiple parameters relating to frequency, intensity and their
temporal variations can be measured from the sample thus recorded.
Maximum phonation time (MPT) denotes the length of time a
person can sustain phonation of a vowel sound. It is an indirect
measure of respiratory effort and laryngeal closure together.
Though it varies with age and sex, 15–30 seconds is generally
considered normative.
• Fundamental frequency: Average number of vocal fold
oscillations per second (F 0 ) varies with age and sex. In
adult male it ranges from 85 to 180 Hz, and in adult female
from 165 to 255 Hz.
• Other acoustic parameters to be measured are S/Z ratio, jitter,
shimmer, and harmonic-to-noise ratio (HNR). These perturbation
measures or cycle to cycle variation of vocal fold vibration helps
to recognize vibratory abnormalities. Furthermore, it is useful
to compare pre- and post-treatment phonatory characteristics
after surgery or voice therapy.7

Listening

E x t e r n a l E xa m i n at i o n

Smoking, environmental dust and fumes exposure are known risk
factors for laryngeal cancer and therefore important to note.

Medical History
Hypothyroidism and laryngopharyngeal reflux, trauma, or
prolonged endotracheal intubation may significantly contribute
to voice disorder. Neurological or musculoskeletal disorders may
also have effect on phonation.

Medications
History of medicine intake is prudent since some drugs like
antihistamines cause dryness, blood thinners can predispose to
hemorrhage or polyp formation in the background of phonotrauma.

Psychosocial Considerations
Detailed insight into the psychological background of the patient
is necessary as personality traits and emotional state of a person
may have major contribution to the development of voice disorders
like muscle tension dysphonia. For example, talkative and extrovert
persons are known to be prone to develop nodules and polyps.

Special Consideration on Professional Singers
This group of clients merit more detailed interview in terms of their
training background, singing style, career demands and lifestyle.
This requires in depth discussion in a separate chapter.

Patients’ Perception

to t he

V o i c e A n a lys i s

The clinician must acquire the skill to listen to the voice quality,
which gives additional clues to the diagnosis. Voice quality is the
primary concern of all patients, and they would consider themselves
cured only when the voice sounds better. Documentation is useful
for future comparison after treatment.
Listening to the Voice – Low-intensity, rough, high-pitched
phonation which results in, irregularities, and delays in voice onset
suggests a small mucosal lesion. Breathy voice with low volume and
reduced maximum phonation time (MPT) clearly points to incomplete
glottic closure, e.g. vocal fold paresis or palsy or sulcus vocalis (Table 2).
Perceptual Voice Analysis – Clinician’s perception of the voice
quality of the patient/client plays an important role in understanding
the problem as well as providing valuable clue to the diagnosis.
However, the reliability and consistency of such qualitative
evaluation and analysis has been questioned time and again.
Several scales have therefore evolved to quantify such
subjective measures. These scales are further validated against
clinical measures like acoustic analysis.
Table 1: Steps of voice evaluation
Elaborate history in a standard pro forma
Listening to the voice and voice analysis
External examination
Endolaryngeal examination

A survey of the structures of the face, head, neck, and respiratory
system provides valuable information. This also includes assessment
Table 2: Initial clues to the diagnosis based on voice quality
Voice quality probable cause
Harsh/rough
: Structural VF lesions
Breathy, weak
: Paralysis, sulcus, presbyphonia, abductor SD
Vocal fatigue
: Atrophy, paresis, presbyphonia
Whispery/aphonic : Functional, palsy
Strained, choked
: Adductor SD, MTD
Tremor/pitch break : Spasmodic, neurological, MTD
These may be used as clues but not as definitive diagnostic criteria
MTD, muscle tension dysphonia; VF, vocal fold

Table 3: Steps of external examination during evaluation of hoarseness
External examination
Inspection of the neck
Breathing pattern
Palpation of suprahyoid area
Palpation of thyrohyoid space
Palpation of cricothyroid space
Extent of laryngeal elevation at rest and during phonation
Palpation of the strap muscles of the neck
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of external laryngeal anatomy and extrinsic laryngeal musculature
at rest and during phonation (Table 3).
Examination begins with palpation of suprahyoid area starting
from body of hyoid towards submental area, looking for any tension
or tenderness. Thyrohyoid and cricothyroid spaces are palpated with
the tip of index finger and thumb on the patient’s neck. Moderately
firm circumlaryngeal pressure over thyrohyoid space can elicit
discomfort and tenderness, confirming tension of extralaryngeal
muscles (Fig. 1). This, clubbed with endolaryngeal finding, confirms
the diagnosis of Muscle Tension Dysphonia (MTD). Any asymmetry
of the external bony and/or cartilaginous framework at rest and
during voicing is also noted. In addition, improvement of voice
quality and reduction of pain on circumlaryngeal massage reaffirms
the diagnosis of MTD.8

E n d o l a ryn g e a l E xa m i n at i o n
Visualization of the larynx during phonatory and respiratory
activities form the mainstay of diagnosis of voice disorders.
Indirect Laryngoscopy – Beginning with Manuel Garcia’s
accidental discovery of indirect mirror laryngoscopy in 1954,
laryngeal examination has undergone tremendous technological
advancement over the centuries. Laryngeal mirror examination
provides the initial information regarding major structural
aberrations and movement of the vocal fold.
Fiber-optic Laryngoscopy – This forms the backbone of modern
laryngeal examination. This may be done perorally through a 70 or
90 degree Hopkins rod telescope or via trans nasal route with the
help of a flexible naso laryngoscope, mounted on camera head in
both cases. Rigid laryngoscopy provides wide angle superior quality
image. It requires superior skill by the examiner, as the examination
is partly dependent on co-operation by the patient. Flexible
naso-pharyngo-laryngoscopy is the preferred method, as it does
not interfere with normal physiology during examination. With the
earlier generation flexible scopes, there was disadvantage of poor
light intensity and inferior image quality. Newer generation Chip
on tip flexible laryngoscopes, where the tiny camera is fitted at the
distal end of the scope, provide high definition images. The merits
and demerits of the two methods are detailed below (Table 4):Laryngoscopy should be done in a quiet room with the
patient sitting comfortably on a chair with high back. Topical
anesthetic agent may be useful in anxious patients, but it is better
to try examination without topical anesthetic initially. Structural
details are first examined during quiet respiration (Fig. 2), followed
by abduction and adduction of vocal folds. Attempt should be

Fig. 1: Palpation of the extralaryngeal muscles
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made to perform a complete dynamic examination with the
subject performing sustained phonation and some phonatory
tasks. Patient is asked to phonate first in modal voice and then in
high and low pitch. Producing vowel sound like “ee” allows the
examiner to view the larynx in a wide position, whereas with “uu”
sound the larynx view becomes slightly narrow. A glide from low
to high and then return from high to low pitch is then assessed. In
addition, maneuvers like “eeh eeh” and “yawn-sigh” are useful to
detect paresis of vocal folds. All these are best done with a flexible
laryngoscope which also offers the additional advantage of looking
for signs of aspiration, which is present in some voice disorders.
Ideally, the entire procedure should be recorded which allows the
examiner to review the finding in slow motion playback, image by
image and compare images after treatment as well.
Videostroboscopy –The layered structure of the vocal folds
routinely undergoes cyclical vibration between 100–300 times
per second, having the ability to go up to 1500 times. Since
human eye can perceive no more than five distinct images per
second, the dynamics of vocal fold vibration cannot be visualized
without any aid. Stroboscopy uses pulsed light on the vibrating
vocal folds to create an illusion of apparent slow motion of the
highspeed vibration. Flashes of light at a frequency slightly
Table 4: Merits and demerits of rigid and flexible laryngoscopy
Rigid laryngoscopy
Sitting
Patient’s tongue
held by the
examiner
unphysiological
3. Scope diameter 5–10 mm
4. View
Wide, panoramic,
bright
1. Position
2. Condition

5. Details

Glottis and
supraglottis

6. Neurological
or functional
problems
7. Singing voice

May be missed

8. Swallowing
evaluation

Cannot be
assessed
Not possible

Flexible nasolaryngoscopy
Sitting
Physiological – Can be
examined during phonation
and swallowing
2.3–4.5 mm
Small image, except with
new generation chip-on-tip
camera
Glottis, supraglottis,
ventricles, undersurface of
VF, subglottis, trachea
Can be diagnosed as this is
dynamic examination
Can be assessed thoroughly
during act of singing
Functional evaluation of
swallowing (FEES) may be
done

Fig. 2: Normal laryngoscopic image showing structural details
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different (usually 1 to 2 Hz above frequency) from each glottal cycle
generates a series of still images at different points of successive
glottal cycle. The entire series of still images thus recorded are fused
together and appears as a continuous but slow motion image to
the examiner’s eye. Videolaryngostroboscopy has therefore gained
wide acceptance for anatomic and functional and evaluation of
the vocal folds. Closed and open phase of vibration and upper
and lower lips of medial surface of the vibrating vocal folds may be
clearly viewed on stroboscopic image (Figs 3 to 5). It has the ability
to reveal structural abnormalities and absence or asymmetry of
vibration. The only down side of the coin is that it does not depict
real time motion and secondly, it does not allow examination of
onset and offset of phonation. In addition, aperiodic vibratory
cycles cannot be evaluated by stroboscopy.
Systematic evaluation of the following parameters must be
done during stroboscopic examination (Table 5).
Glottal Closure Pattern: In healthy individuals, we can appreciate
complete closure of the adducted vocal folds (VF). Incomplete
closure may exhibit different patterns. An hourglass glottic closure
is a hallmark of vocal fold nodule. Spindle-shaped but symmetrical
pattern is seen in presbyphonia, caused by undue laxity of VF,
whereas asymmetric, unilateral gap is usually due to paresis. Posterior

gap is commonly seen in muscle tension dysphonia, caused by lack of
co-ordinated activity of VF abductor and adductor; posterior glottic
chink is also seen in paresis or even some healthy young individuals.
Isolated anterior glottic gap is rather uncommon, but may be seen
after trauma or any mass effect in the anterior part of VF.
Amplitude: Lateral excursion of the vibrating VF is decreased in cases
of vocal fold mass (polyp, Reinke’s edema) and tension (spasmodic
dysphonia), shortened vocal folds (web) and stiffness of body-cover
unit (sulcus, scar, papilloma, malignancy).
Mucosal Waves: It is decreased in cases of disturbance of body cover
pliability due to sulcus, scar, intracordal cyst, even premalignant, or
malignant lesions where varying depth of lamina propria is involved.
Phase Closure: Open vs closed phase ratio may be altered in
many situations. A predominantly closed phase is seen in
hyperfunctional glottis and increased open phase duration is noted
in hypofunctional status.
Phase Symmetry: Asymmetry is seen in unilateral VF lesion or edema,
loss of pliability of layered structure and unilateral neuropathy (both
paresis and paralysis).
Supraglottic Activity: Many times we see varying degrees of
supraglottic squeeze during phonation, which points to a diagnosis
of MTD. It may also happen due to the patient trying to compensate
for some underlying anatomic or functional cause of dysphonia.
Though videostroboscopy has emerged to be the gold standard
for laryngeal evaluation, majority of parameters are evaluated on
qualitative basis. Consistency of intra-examiner opinion and interexaminer agreement have been reported to be unsatisfactory in some
studies. In this context, various quantitative reporting forms have been

Fig. 3: Stroboscopic image of closed phase of vocal fold vibration with
both upper and lower lips apposed

Fig. 5: Stroboscopic image of open phase of vocal fold vibration
Table 5: Parameters evaluated during laryngostroboscopy

Fig. 4: Stroboscopic image of closing phase of vocal fold vibration with
only lower lip apposing

• Mucosal wave: The movement of the mucosal cover of the vocal fold
• Amplitude: Lateral excursion of the vocal fold in the medial plane
• Edge: The medial edge of vocal folds including upper and lower lips
• Regularity: Uniformity of sequential glottic cycles
• Symmetry of vibration: Comparison of both vocal fold vibration
with regard to opening, closing, medial to lateral excursion
• Phase closure and symmetry: symmetry of both vocal fold vibration
with regard to open and closed phase
• Vertical level: Symmetry of the vocal folds in the vertical plane
• Glottic closure: Nature and duration of complete or different configuration of incomplete glottic closure patterns
• Supraglottic activity: Tightening or squeezing of supraglottic area,
if any, should be documented
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suggested, to name a few Stroboscopy Evaluation Rating form (SERF)9
and Voice Vibratory Assessment with Laryngeal Imaging (VALI).10

the layered microarchitecture of the vocal fold, complementary to
other established methods of vocal fold evaluation.

High-speed Laryngeal Imaging

Narrow Band Imaging (NBI)

This is a real time endoscopic examination where the high speed camera
captures images at the rate of 2000–5000 frames per second. This real
time observation is obviously a step ahead of videostroboscopy which
is nothing but an optical illusion of slow motion image of glottal cycle.
In addition, onset and offset of glottal cycle, as well as patients with
aperiodic cycle can be examined with this technique.

Videokymography
This technique uses a sophisticated video camera, which creates
multiple lines of images (transverse to the glottis) from recorded
successive frames of stroboscopic and high speed video. This
enables calculation of some quantitative parameters.

Optical Coherence Tomography (OCT)
OCT is a noninvasive technology that uses infrared light and
measures the light reflected from within tissue to provide crosssectional images of architecture. OCT provides images, penetrating
to a depth of up to 2 mm. This makes it an ideal tool to visualize

This technique modifies the standard broadband white light into
two precise narrow wavelengths, which gets absorbed in specific
depth of tissue. Blue 415 nm wavelength highlights superficial
mucosal capillaries in brown color. Green 540 nm wavelength light
gets absorbed by hemoglobin in deeper veins which show up as
cyan color on image. Laryngoscopic NBI image can predict depth
of lesions over the vocal fold and thereby differentiate between
malignant and nonmalignant lesions.

Laryngeal Electromyography
“Laryngeal electromyography (EMG)” is a measure of integrity of
laryngeal motor unit. It is a useful tool for differentiation between
neuropathies, myopathies, and neuromuscular junction dysfunctions
like myasthenia gravis. EMG has a definite role in monitoring Botox
injection procedure for spasmodic dysphonia. It has an important
role in evaluation of motility disorders, especially in differentiating
vocal fold paralysis from arytenoid dislocation. It can also provide
information regarding muscle denervation and reinnervation.

Fig. 6: Early vocal fold nodule with hourglass glottic closure pattern
during phonation

Fig. 8: Angiomatous, sessile right vocal fold polyp

Fig. 7: Advanced fibrotic vocal fold nodule

Fig. 9: Angiomatous right vocal fold polyp with spindle - shaped glottic
gap during phonation
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Some Common Clinical Scenarios
It is beyond the scope of this chapter to discuss all pathological
conditions which may cause hoarseness. Here are brief highlights
of some common conditions encountered in day-to-day
otolaryngology practice:
Vocal Fold Nodule: These patients present with varying degrees
of hoarseness, invariably with a history of voice overuse or misuse.
Laryngoscopy shows bilateral small swelling at the junction of
anterior one-third and posterior two-thirds of membranous vocal
folds, also known as the striking zone (Figs 6 and 7). This results in
a typical hourglass glottic closure pattern and stroboscopy usually
shows normal mucosal waves.
Vocal Fold Polyp: Polyp is a unilateral swelling on the vocal
fold, resulting from phonotrauma causing injury to SLP and
microvasculature. It usually involves the deeper layers of vocal fold
and therefore may present localized abnormal vibratory pattern on
stroboscopy. They may be sessile or pedunculated with variable size,
shape, and location. Angiomatous polyps with an accompanying
blood vessel on the vocal fold are also not uncommon (Figs 8 and 9).
Vocal Fold Cyst: They are benign, usually well-encapsulated,
subepithelial collection of fluid of varying consistency. Cysts may
be congenital or acquired (secondary to phonotrauma). Two distinct

varieties namely mucous retention (Fig. 10) and epidermoid type
(Fig. 11). Stroboscopy helps in differentiating cysts from polyps, the
former showing distinct vibratory abnormalities.
Sulcus Vocalis: Sulcus is localized invagination of mucosa into
varying depth of the vocal fold, which may be unilateral or bilateral.
It may be congenital or acquired and patients may present with high
pitch and breathy voice with odynophonia and very short MPT. On
laryngostroboscopy, it appears as a longitudinal groove on the vocal
fold, which may be localized or along the entire length of the vocal fold
with significant phonatory gap and grossly reduced or even absent
mucosal wave. One must also look for any associated cyst or mucosal
bridge, which often co-exist. True sulcus should be differentiated
from pseudosulcus, which is subtle edema of the infraglottic mucosa,
usually related to laryngopharyngeal reflux disease.
Reinke’s Edema: Diffuse edema of vocal folds due to gelatinous
fluid accumulation in superficial lamina propria or Reinke’s space.
Patients usually present with a hoarse and low pitch voice.
Muscle Tension Dysphonia: Patients present with a hoarse and
strained voice, due to excessive tension and uncoordinated
activity of intrinsic and extrinsic laryngeal musculature. External
examination reveals tightness and tenderness of specific areas of
the neck, as detailed in the earlier section of this communication.
Laryngoscopy shows structurally normal larynx with varying

Fig. 10: Large mucus retention cyst right vocal fold

Fig. 12: Muscle tension dysphonia showing ventricular band
hyperadduction and anteroposterior contraction

Fig. 11: Epidermoid cyst right vocal fold

Fig. 13: Bilateral keratotic lesion of the vocal folds
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Fig. 14: Right vocal fold palsy with bowed, flaccid right vocal fold, and
glottic incompetence

Fig. 15: Right vocal fold palsy during adduction showing persistent
phonatory gap with attempt of compensation by ventricular band

degrees of supraglottic muscle tension during phonation. During
phonation, posterior glottic chink, hyperadduction at the level of
vocal folds or ventricular bands and anteroposterior contraction
are some of the recognized features of MTD (Fig. 12).
Premalignant Lesions: These patients usually present with
hoarseness, chronic cough, and sometimes a foreign body
sensation in throat with background history of tobacco smoking,
significant alcohol intake, and other suggestive environmental
factors. On laryngostroboscopy, the lesions are commonly observed
on the superior or medial surface of the membranous vocal fold,
which may be white and keratotic (Fig. 13), red or mixed type, the
latter variety suggesting more sinister or malignant pathology.
Mucosal waves often are diminished, depending on the depth of
the lesion. Narrow band Imaging provides additional information
regarding the submucosal vascularity pattern, which can help to
identify potentially malignant lesions.
Mobility Disorders of Vocal Fold: There is a wide range of
neurological and musculoskeletal causes which leads to either
disturbed mobility or immobility of vocal folds. The commonest
neurological conditions are unilateral or bilateral vocal fold
paralysis or paresis. Patients with unilateral VF paralysis present
primarily with hoarseness, breathy voice and features of aspiration.
Laryngoscopy shows immobile vocal fold both during abduction
and adduction with incomplete glottic closure (Figs 14 and 15).
In bilateral vocal fold paralysis patients present with dyspnea
due to paramedian position of vocal folds. Careful examination
with flexible laryngoscopy can pick up paresis of vocal fold and
differentiate VF palsy from mechanical immobility.

information on the status of the mucosal cover and vibratory behavior
of layered microarchitecture of the vocal folds. On many occasions,
stroboscopy can unfold numerous hidden pathologies, which are not
picked up during white light endoscopy. Any disparity between history,
perceptual evaluation of voice, and laryngostroboscopic examination
should prompt use of other newer method of evaluation like high
speed video imaging, videokymography, EMG, and NBI. However,
technology also has its own limitations because “the eyes cannot see
what the mind does not know.” It is therefore needless to say that the
entire process of evaluation of a hoarse patient demands in depth
understanding of the complex mechanism of voice production in
health and in altered function.

C o n c lu s i o n
Evaluation of hoarseness involves a thorough history, neck examination,
perceptual evaluation of the voice, assessment of respiratory function
followed by a comprehensive structural and functional examination
of the larynx. The evaluation actually begins as the patient walks
into the consultation room and starts speaking. Valuable clue to the
diagnosis often comes out from detailed interview and listening to
the voice. Laryngoscopic examination with white light, ideally done
through a flexible laryngoscope leads to the diagnosis in majority
of cases. Stroboscopic examination is essential to acquire intricate
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