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Supplementary file 

Classification group and sub-group terminology, definitions, and classification criteria, 
voice disorders allocated to the hyperfunction – muscle tension analysis domain. 

Reference, 
Country, 
author 
profession 

Study 
design 
(JBI 
LOE) 

Classification 
group name 

Classification group definition, 
inclusions / exclusions 

Subgroup name Subgroup 
classification 
definition / 
conditions / 
disorders included 
/ excluded 

Criteria described by the author for 
inclusion in the sub-group 

Assessment 
measures 
required for 
classification 

Arnold and 
Pinto, 1960 
32  
 
USA, 
 
ENT 

T/O (5c) Ventricular 
dysphonia 

Normal ‘conditions’ in the larynx 
on examination.   
Faulty participation of the 
ventricular folds.  

Habitual ventricular 
(hyperkinetic) 
dysphonia 

Extreme end stage 
of hyperkinetic 
dysphonia a result 
of prolonged 
habitual vocal 
abuse.  
Prolonged vocal 
strain may lead to 
secondary signs or 
tissue changes. 

No specific criteria provided. The 
diagnostic process is discussed in the 
form of multiple case studies.   
Vocal quality: extremely low, harsh and 
coarse.  
Secondary symptoms: pain when 
talking / feeling of a lump in the throat. 

Case history 
 
Indirect 
laryngoscopy 

Damste, 
1973 20 
 
Netherlands, 
 
SLP 

T/O (5) Functional 
dysphonia 

A group of voice disorders split 
between those that are habitual 
misuse and psychogenic in 
nature. Both of which can be 
hyperkinetic (hyperfunctional) or 
hypokinetic (hypofunctional). 

Habitual dysphonia  Hypokinetic, 
hyperkinetic. 

Gradual or remote onset, long duration, 
constant symptoms, voice has never 
been very good, history of voice strain 
during mutation (puberty) of laryngitis, 
frequent colds, bronchitis. 

Not described 

Habitual 
dysfunction during 
and after mutation  

Prolonged mutation, 
mutation falsetto, 
incomplete 
mutation. 

Glottis is incompletely closed. High rate 
of airflow used to obtain a greater vocal 
output. Bernoulli and other traumatic 
effects may cause effusions and 
epithelial thickening. 

Not described 

Koufman 
and 
Blalock,1982 
23 
 
USA, 
 
ENT 
 

CS (4c) Functional 
dysphonia 

Poor voice with normal mirror 
laryngoscopy or demonstrated 
patterns of vocal abuse with 
associated secondary VF 
pathology. 
 
Exclusions: unilateral lesions, 
lesions attributed to smoking, 
altered laryngeal physiology due 
to trauma or systemic illness 
(specifically reflux, oesophagitis, 
thyroid disease, proinflammatory 
polyps and spastic dysphonia).  
 
 
 
 
 

Habituated 
hoarseness 

Not described.  Onset: hoarseness persistent for 
months/years following acute episode of 
laryngitis. 
Stable, not intermittent/fluctuant. 
Normal laryngoscopy (except for 
occasional plica ventricularis). 
No associated precipitating event but 
frequently associated ‘secondary gain.’ 
Voice quality: breathy, raspy, 
diplophonia, pitch-locked, stable 
dysfunction.  

Case history 
 
Indirect 
laryngoscopy 
 
 

Voice abuse Not described.  Onset: usually long-standing, 
intermittent/fluctuating.  
History of vocal abuse resulting from 
overuse, normally low pitching, not 
pitched-locked. 
Abnormal muscle tension in the 
larynx/neck muscles. Laryngoscopy 
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 normal or associated secondary VF 
pathology. 
Associated symptoms: throat pain with 
dysphonia, worse after voice strain. 
Voice quality: variable, hard glottal 
attack. 

Postoperative 
dysphonia 

Dysphonia 
secondary to voice 
abuse post-surgery. 
 
 

Precipitating illness/surgery. 
 
Laryngoscopy normal/associated 
ulcers/granulomas. 
 
Associated symptoms: throat pain with 
dysphonia, frequent plica ventricularis. 
 
Voice quality: variable, hard glottal 
attack, not pitched-locked. 

 

Milutinovic, 
1996 21 

 
Serbia, 
 
ENT 

T/O (5c) Functional 
voice disorder 

Voice is impaired due to 
disharmonic activity (primarily 
muscular) of the generator, 
activator and resonator of the 
voice. 

Phonoposis / 
dysphonia 
dyskinetica 

Includes dysphonia 
hyperkinetica, 
dysphonia 
hypokinetica, 
impostatia falsa 
(false placement of 
the voice pitch, 
intensity, colour / 
resonance). 

Due to inadequate use of the phonatory 
tract - primarily muscular activity.   

Not described 

Rosen and 
Murray, 
2000 19 
 
USA, 
 
ENT/SLP 

T/O (5c) Nonorganic 
voice disorder 
(functional 
dysphonia) 

Dysphonia associated with 
normal vocal fold morphology 
and normal vocal fold motion. 

Primary muscle 
tension dysphonia 

Including either 
anterior-posterior 
supraglottic 
constriction / false 
vocal fold 
hyperadduction. 

Dysphonia not aphonia, normal vocal 
fold morphology with further 
classification based on specific 
abnormal laryngeal postures. 

Indirect 
laryngoscopy 
 
Auditory 
perceptual 
assessment 

Hillman et 
al,1989 24 
 
USA, 
 
SLP / Spsci. 

CCS 
(3d) 

Vocal 
hyperfunction 

Dysphonia as a result of 
increased and less regulated 
laryngeal muscle tensions.   
 
Muscle tensions of the larynx 
manifest as vocal hyperfunction 
in the form of 2 sub-groups of 
conditions. 

Adducted vocal 
hyperfunction 

Hyperfunction with 
heightened muscle 
tension resulting in 
abnormally stiff and 
tightly approximated 
vocal folds and high 
collision forces.  
 
A continuum of 5 
stages with 
increasing severity 
ranging from normal 
to vocal fatigue to 
mucosal lesion 
formation 
(polyp/nodule). 
 
 

Stiff and tightly approximated vocal 
folds with phonation.  
Higher than normal closing phase VF 
velocities, increased amplitude of VF 
vibration and increased sub-glottic air 
pressures. 
Predominantly strained / rough vocal 
quality. 
Presence of inflammation/oedema/ 
lesions on VF. 
Acoustically greater energy than normal 
in higher frequency harmonics. 

Case history 
 
Indirect 
laryngoscopy 
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Non adducted 
vocal hyperfunction 

Hyperfunction with 
heightened muscle 
tension but 
incomplete VF 
approximation.  
 
 
A continuum of 3 
stages with 
increasing severity 
ranging from normal 
to vocal fatigue to 
aphonia but no 
vocal fold trauma. 

Positioning of the TVF's in an abducted 
state. 
High levels of subglottal air pressure 
and high glottic airflow measures. 
Predominantly breathy/aphonic voice 
quality. 
Acoustically less energy in the higher 
frequency harmonics and elevated 
levels of turbulence. 

Hillman et 
al, 2020 25 
 
USA, 
 
SLP / SpSci 

T/O (5c) Vocal 
hyperfunction 

Dysphonia as a result of 
increased and less regulated 
laryngeal muscle tensions.  
 
Updated terminology to account 
for the variety of factors 
precipitating temporary vs 
chronic vocal hyperfunction, and 
updated terminology in line with 
current evidence. 

Phonotraumatic 
vocal hyperfunction 
(PVH) 

The etiological 
factor in ‘benign 
lesions of the lamina 
propria’ (nodules, 
polyps, non-
intubation 
granuloma.   
 
Potential to cause 
trauma. 

Factors precipitating PVH  
Personality: 
extroversion/impulsivity/aggressiveness. 
Altered biomechanics with increased 
potential for VF tissue trauma, 
sensorimotor deficits, anatomical / 
physiological vulnerability.   
Patient must produce abnormally high 
subglottic air pressure, modulated 
airflow (reflecting increased amplitude 
of vocal fold vibration) and maximum 
flow declination rate (increased VF 
closure velocity and collision forces) to 
obtain normal SPL. 

Case history 
 
Indirect 
laryngoscopy 
 
Airflow 
measures  

Dysphonia as a result of 
increased and less regulated 
laryngeal muscle tension.  
 
Updated terminology to account 
for the variety of factors 
precipitating temporary vs 
chronic vocal hyperfunction. 

Nonphonotraumatic 
vocal hyperfunction 
(NPVH) 

NPVH is etiological 
factor behind 
‘muscle tension 
dysphonia’.  

Factors precipitating NPVH. 
Personality: 
introversion/constraint/anxiety. 
Altered biomechanics with decreased 
potential for VF tissue trauma, 
sensorimotor deficits. 
Display inefficient phonatory function, 
increases in subglottal air pressure and 
open quotient (reflecting incomplete 
glottal closure) without increased 
modulated airflow and maximum flow 
declination rate. 

Morrison et 
al, 1986 18 
 
USA, 
 
ENT / SLP / 
Psych 

CS (4c) Muscular 
Tension 
Dysphonia 
(MTD) 

Clinical syndrome with visible 
and palpable muscular tension in 
the 
laryngeal/subpharyngeal region.   

MTD Type 1 
(posterior glottic 
chink) 

The larynx is 
structurally normal 
with an open 
posterior glottic 
chink on phonation.   

History features: will have increased 
dysphonia with vocal use, may have 
increased dysphonia with psychological 
stressors. 
Laryngoscopic features: will have open 
posterior glottic chink, no mucosal 
changes, may have reduced posterior 
chink with masked resonance, lesser 
amounts of erythema and oedema. 

Case history 
 
Indirect 
laryngoscopy 
 
Auditory 
perceptual 
assessment 
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Perceptual-acoustic features: will have 
breathiness, may have pitch breaks. 
Palpable increased suprahyoid tension, 
tongue retraction and reduced mandible 
use with phonation, rise of the larynx in 
neck with rising pitch, inappropriate 
postures of the head, neck and 
shoulders. Increased intrathoracic 
phonatory pressure.  

Neck / 
laryngeal 
palpation 

MTD Type 2 (vocal 
nodules) 

Mucosal changes 
with vocal nodules 
that are fleshy and 
sessile with variable 
oedema in the 
surrounding vocal 
folds., most 
common in middle 
aged females and 
untrained 
professional singers.  

History features: will have significant 
vocal identity, prolonged and/or 
intensive voice use. May have throat 
pain and/or tightness with use.   
Laryngoscopic features: will have vocal 
nodules.  Perceptual acoustic features: 
will have glottal attack, glottal fry. May 
have pitch breaks.   
Palpable increased suprahyoid tension, 
tongue retraction and reduced mandible 
use with phonation, rise of the larynx in 
neck with rising pitch, inappropriate 
postures of the head, neck and 
shoulders. Increased intrathoracic 
phonatory pressure.  

MTD Type 2b 
(chronic laryngitis) 

More diffuse 
mucosal changes 
including erythema 
and oedema, 
common in adult 
males and untrained 
professional singers. 

History features: will have income 
related voice use, prolonged and/or 
intensive voice use. May have organic 
trigger.   
Laryngoscopic features: will have 
erythema, oedema and thickening, may 
have less open glottic chink. Perceptual 
acoustic features: stridency/harshness. 
May have monopitch.    
Palpable increased suprahyoid tension, 
tongue retraction and reduced mandible 
use with phonation, rise of the larynx in 
neck with rising pitch, inappropriate 
postures of the head, neck and 
shoulders. Increased intrathoracic 
phonatory pressure.  

MTD Type 2c 
(polypoidal 
degeneration) 

Bilateral vocal fold 
polyps or polypoid 
degeneration, most 
common in adult 
females and 
smokers.  

History features: will have prolonged 
and/or intensive voice use, may have 
inhibition of voice use, smoking history. 
Laryngoscopic features: polypoid 
degeneration.  Perceptual acoustic 
stridency/harshness, inappropriate 
pitch. 
Palpable increased suprahyoid tension, 
tongue retraction and reduced mandible 
use with phonation, rise of the larynx in 
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neck with rising pitch, inappropriate 
postures of the head, neck and 
shoulders. Increased intrathoracic 
phonatory pressure. 

Morrison 
and 
Rammage, 
1993 26 

 
Canada, 
 
ENT / SLP 

T/O (5c) Muscle 
Misuse Voice 
Disorder 

Dysphonia caused by misuse of 
the voluntary muscles of 
phonation including muscles of 
the larynx, pharynx, jaw, tongue, 
neck, and respiratory system.   
 
 

Type 1: The 
laryngeal isometric 

Muscular Tension 
Dysphonia as 
described by 
Morrison et al 
(1983).   
Generalised 
increase in muscular 
tension throughout 
the larynx and 
paralaryngeal areas.  

A combination of poor vocal technique, 
extensive / extraordinary voice 
demands, interacting/secondary 
psychological factors.   
Anxiety is commonly identified. 
Psychological components may be 
secondary to dysphonia.   
Sustained contraction of the posterior 
cricoarytenoid muscle (PCA) abducting 
the glottis and creating a posterior 
glottic chink (PGC). 
Palpable increases in suprahyoid 
muscle tension on phonation.  

Case history 
 
Indirect 
laryngoscopy 

Type 2: lateral 
contraction and/or 
hyperadduction  
 
Subtypes:  
a) glottic  
b) supraglottic.  

Muscular Tension 
Dysphonia as 
described by 
Morrison et al 1983.  
Lateral squeezing of 
the larynx/hyper 
adducted VF closure 
at the glottic or 
supraglottic level. 

Larynx is squeezed / hyperadducted in 
a lateral direction either at the glottic or 
subglottic level.  
Incoordinate / effortful respiratory 
control during phonation. Larynx 
functions like a valve controlling the rate 
of expired airflow.  
Tense/tight/high-pitched vocal quality. 
Lowered pitch.   
Normal vocal fold structures on 
laryngoscopy, possible erythema/diffuse 
thickening.  
Vocal fold vibration: prolonged closed 
phase, reduced vibratory amplitude and 
suppression of mucosal wave.  

Type 3: antero 
posterior (AP) 
contraction of the 
supraglottis  

Dysphonia in the 
presence of reduced 
space between 
epiglottis and the 
arytenoid 
prominences in the 
anteroposterior 
direction during 
phonation.  

AP contraction of the supraglottis 
resulting in reduced space between 
epiglottis and arytenoid cartilages. 
Effortful voice, rapid fatigue when 
speaking at low pitch, can speak for 
easily and freely at higher pitches. 

Baker et al, 
2007 7 

 
Australia,  
 
SLP / ENT 

CS (4c) 
 
 

Muscle 
Tension Voice 
Disorder 
(MTVD) 

Dysphonia develops gradually as 
a result of chronic patterns of 
laryngeal musculature 
misuse/dysfunction impacting on 
the vocal demands of an 
individual. 

Type 1 (No 
secondary 
pathology) 

Dysphonia with 
palpable tension in 
extrinsic and 
intrinsic laryngeal 
musculature.  

Perceptual: breathy/strained/rough. 
Glottic closure: complete/incomplete 
with posterior glottic chink most 
characteristic. False vocal fold (FVF) 
involvement possible. 

Case history 
 
Indirect 
laryngoscopy 
 
Video 
stroboscopy 

Type 2a 
(Secondary 
pathology)  

Dysphonia with 
vocal trauma-
induced 
inflammation, 

Perceptual: moderate hoarseness. 
Glottic closure: incomplete/AP chink, 
hourglass, 
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oedema, vocal 
nodule, contact 
ulcer, polyp, etc. 

posterior glottic chink. 
FVF likely. 

MTD Type 2b 
(Secondary 
pathology) 

Dysphonia with 
more diffuse 
erythema, vocal 
trauma-induced 
chronic laryngitis. 

Perceptual: severe low-pitched, 
hoarseness/harshness. 
Glottic closure: incomplete, AP chink. 
FVF probable. 

MTD Type 2c (With 
secondary 
pathology). 

Dysphonia with 
vocal trauma 
induced Reinke’s 
oedema, polypoid 
degeneration. 

Perceptual: severe, low-pitched 
hoarseness/harshness. 
Glottic closure: incomplete/AP chink. 
FVF/AP constriction likely. 

Bradley, 
2010 8 
 
UK, 
 
ENT 

T/O (5c) Muscle 
tension 
imbalance 

Inefficient use of the vocal 
apparatus causing either 
episodic dysphonia or aphonia.  
 

Primary muscle 
tension imbalance 

Vocal 
demand/strain, 
psychogenic 
(anxiety/stress, 
conversion), 
Puberphonia. 

Normal laryngeal structure, dynamic 
glottic and supraglottic constriction or 
splinting of the vocal folds apart with no 
airflow. Symptoms include inappropriate 
pitch for the age or gender, whispery or 
strained vocal qualities, limited pitch 
range, effortful phonation, vocal fatigue.  
May lead to structural abnormalities.   

Case history 
 
Auditory 
perceptual 
assessment 
 
Indirect 
laryngoscopy 
 
Neck / 
laryngeal 
palpation 
 
 

Secondary muscle 
tension imbalance 

Inflammatory, 
structural/neoplastic, 
neuromuscular, 
breathing disorders, 
postural 
abnormalities, 
congenital laryngeal 
anatomic 
abnormalities, 
presbylarynges. 

Normal laryngeal structure, dynamic 
glottic and supraglottic constriction or 
splinting of the vocal folds apart with no 
airflow. Increased muscular effort to 
overcome a structural, inflammatory, or 
neuromuscular disorder.   

Van Houtte 
et al, 2011 27 
 
Belgium, 
 
ENT / SLP 

T/O (5c) Muscle 
Tension 
Dysphonia 
(MTD) 

A clinical and diagnostic term 
describing a spectrum of 
disturbed vocal fold behaviour 
caused by increased tension of 
the (para)laryngeal musculature). 

Primary Muscle 
Tension Dysphonia 
(MTD) 

A dysphonia in the 
absence of current 
organic vocal fold 
pathology and 
associated with 
excessive, atypical, 
or abnormal 
laryngeal 
movements during 
phonation.  

Regarded as a functional 
decompensation because of certain 
personality traits and vocal misuse or 
abuse especially in professional voice 
users. 

Case history 
 
Auditory 
perceptual 
assessment 
 
Indirect 
laryngoscopy 
 
 
 
Neck / 
laryngeal 
palpation 
 

Secondary Muscle 
Tension Dysphonia 
(MTD) 

A dysphonia in the 
presence of 
underlying organic 
condition.   

Considered a functional (over) 
compensation because of an underlying 
organic pathology (i.e., 
laryngopharyngeal reflux, upper 
respiratory infection, and organic vocal 
fold lesion. 

Spencer, 
2015 28 
 

T/O (5c) Muscle 
Tension 

Hoarseness present either 
without organic pathology 
(primary MTD) or in response to 

Excessively 
lowered speaking 
pitch 

Voice is habitually 
pitched within an 
approximate major 

Accompanying reduction in projection / 
intensity / prosody and corresponding 
effortful fatigue.   

Not described 
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USA, 
 
ENT 

Dysphonia 
(MTD) 

organic pathology (secondary 
MTD). 

third or the lowest 
limit.  

Register flipping Oscillation between 
chest and adjacent 
higher register 
yields a 'burring 
voice quality'. 
Results in a related 
diplophonia.  

No / limited distinguishable clinical 
criteria provided. 

Post-phonosurgical 
functional 
dysphonia 

Habitual post-
surgical voice 
quality replicating 
pre surgical voice 
quality when voice is 
capable of improved 
vocal quality post-
surgery.  

No / limited distinguishable clinical 
criteria provided. 

Excessively 
pressed phonation  

Induced by a 
reduction in 
respiratory airflow 
secondary to post-
thoracic surgical 
pain or inertia of 
morbid obesity.  
Behaviour may be 
psychodynamic or 
maladaptive. 

No / limited distinguishable clinical 
criteria provided. 

Primary plica 
ventricularis 

Phonation with the 
ventricular folds 
linked to underlying 
glottal 
incompetence. May 
be encountered in 
individuals seeking 
excessively lowered 
pitch for personality 
amplification.  

No / limited distinguishable clinical 
criteria provided. 

Functional 
hypophonia 

No definition 
provided. 

No / limited distinguishable clinical 
criteria provided. 

Fernandez 
et al, 
2020 29 
 
Spain, 
 
ENT 

CSS(4b) Muscle 
Tension 
Dysphonia 
(MTD) 

Functional voice disorder 
characterised by excessive 
tension of the extrinsic laryngeal 
musculature during phonation in 
the absence of an organic or 
neurologic disease. 

MTD AP1 
compression 

 The anterior commissure cannot be 
seen during the speech task (1a), or 
approximation of the arytenoids 
prevents the vocal processes from 
being seen during the speech task (1b). 

Indirect 
laryngoscopy 
 
Acoustic 
assessment 
 
Airflow 
measures  

MTD AP2 
compression   

 Only 2/3 of the vocal folds can be seen 
during speech tasks. 

MTD AP3 
compression 

 Only 1/3 or less o TVF visible during 
speech tasks. 
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Verdolini et 
al, 2012 9 
 
USA, 
 
Interdisc 

T/O (5c) Other 
disorders 
affecting voice 

Voice disorders with presumed 
psychogenic laryngeal muscle 
adaptations or idiopathic 
aetiology, into absence of 
identifiable physical pathology. 

Muscle Tension 
Dysphonia 
(primary) 

Dysphonia in the 
absence of current 
organic vocal fold 
pathology, without 
obvious 
psychogenic or 
neurological 
aetiology, 
associated with 
excessive, atypical 
or abnormal 
laryngeal 
movements during 
phonation. 

Laryngoscopy observations of 
consistent laryngeal or supraglottic 
constriction or vocal fold hypoadduction 
during phonation which must be 
interpreted within the context of other 
clinical evidence (e.g., patient response 
to scoping, case history report, voice 
probes). Associated features may 
include pain on phonation or swallowing 
and vocal fatigue. Variable auditory 
perceptual features and patients may 
have normal voice quality but symptoms 
of pain / fatigue.  

Not described 

Muscle 
Tension/Adaptive 
dysphonia 
(secondary) 

Dysphonia in the 
presence of current 
organic vocal of 
pathology, 
psychogenic, or 
neurologic aetiology, 
originating as a 
compensatory 
response to the 
primary aetiology.  
The term adaptive 
reflects the 
compensatory 
maladaptation to the 
primary aetiology. 

Laryngoscopy observations of 
consistent laryngeal or supraglottic 
constriction or vocal fold hypoadduction 
during phonation in conjunction with 
glottal incompetence or other laryngeal 
pathology.   
Associated features may include pain 
on phonation or swallowing and vocal 
fatigue.   
Variable perceptual features, patients 
may have normal voice quality but 
symptoms of pain / fatigue.  

Ventricular 
dysphonia 

Dysphonia in which 
vocalisation is 
produced by 
vibration of the false 
vocal folds, typically 
in association with 
approximation of the 
false vocal folds. 

Ventricular fold approximation that 
results in observable vibratory 
behaviour of the ventricular folds, with 
or without confirmed true vocal fold 
vibration.   
Perceptual features low raspy voice 
consistent with false vocal fold vibration. 

Hacki et al, 
2022 31 
 
Europe, 
 
ENT 

T/O (5c) Regulative 
dysphonia 

'Phonation disorder' (rather than 
'voice disorder') based on neural 
and hormonal regulatory 
mechanisms of the vocal tract. 

Malregulative 
dysphonia 

A new term of 
'functional 
dysphonia'. A voice 
disorder that occurs 
as a result of faulty 
or derailed 
regulation of the 
nervous system. 
Including 
psychogenic, 
behavioural, 
sensory. 

Sudden onset aphonia which often 
disappears spontaneously. 
Variable symptoms of respiration, voice 
overload, voice misuse, and muscle 
tension disorders.   
May have a disturbance in the 
somatosensory feedback mechanisms.   

Not described 
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Abbreviations: A-P (anterior posterior), AUS (Australia), CA (cricoarytenoid), CCS (case-controlled study), CS (case series), CSS (cross section review study), ENT (Ear Nose and 
Throat Surgeon), FVF (false vocal fold), JBI LOE (Joanna Briggs Institute Levels of Evidence), Lat (lateral), Psych (Psychiatrist), Psychol (Psychologist), PVFM (paradoxical vocal fold 
movement), SLP (Speech Language Pathologist), SpSc (Speech Scientist), T/O (text and opinion), TVF (true vocal fold), URTI (upper respiratory tract infection), US (United States of 
America), UK (United Kingdom), VF (vocal fold), 
 

 

Classification group and sub-group terminology, definitions, and classification criteria,  
voice disorders allocated to the psychosocial aetiology analysis domain. 

Reference, 
year, 
Country, 
author 
profession 

Study 
design 
(JBI 
LOE) 

Classification 
group name 

Classification 
group definition, 
inclusions / 
exclusions 

Subgroup 
name 

Subgroup classification definition / 
conditions / disorders included / 
excluded. 

Criteria described by the 
author for inclusion in the 
sub-group 

Assessment 
measures 
required for 
classification 

Arnold and 
Pinto, 
1960 32 
 
USA, 
 
SLP / Psych 

T/O 
(5C) 

Ventricular 
dysphonia 

Normal 
‘conditions’ in the 
larynx on 
examination.   
Faulty 
participation of 
the ventricular 
folds.   

Emotional 
ventricular 
dysphonia 

Hyperkinesis of the ventricular folds in 
response to times of general stress. 

No specific criteria 
provided. The diagnostic 
process is discussed in the 
form of multiple case 
studies.   
Vocal quality: extremely 
low, harsh and coarse.  
Secondary symptoms: pain 
when talking / feeling of a 
lump in the throat. 

Case history 
 
Indirect 
laryngoscopy 

Aronson et al, 
1966 22 
 
USA, 
 
SLP / Psych 
 
 
 
 

CS (4c), 
  

Functional 
dysphonia 

Voice disorder 
originating from 
hysterical or 
conversion origin. 
All patients had 
characteristics of 
psychiatric 
conflicts and 
association. Less 
than 50% 
satisfied criteria 
for hysteria. 

Muteness Condition defined by the amount of 
phonation present. 

No specific defining criteria 
described. All patients had 
characteristics of 
psychiatric conflicts and 
association. Less than 50% 
satisfied criteria for hysteria.  

Case History 
 
Psychological / 
psychiatric 
evaluation 

Continually 
whispered 
speech 

Condition defined by the amount of 
phonation present. 

No specific defining criteria 
described.  

Intermittently 
phonated 
whispered 
speech 

Condition defined by the amount of 
phonation present. 

No specific defining criteria 
described.  
 

Continually 
phonated 
speech 

Condition defined by the amount of 
phonation present. 

No specific defining criteria 
described. All  

Damste, 1973 
20 
 
Netherlands, 
 
SLP 

T/O (5c) Functional 
dysphonia 

A group of voice 
disorders split 
between those 
that are habitual 
misuse and 
psychogenic in 
nature. Both of 
which can be 

Psychogenic 
aphonia  

 Extremely hypokinetic. Sudden onset, usually of 
short duration, inconsistent 
symptoms, voice has been 
normal, history of emotional 
stress or mental conflict. 

Not described 

Psychogenic 
dysphonia 

Hypokinetic, hyperkinetic. Frequent in females, 
whispered speech and 
absent voice, persists long 
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hyperkinetic 
(hyperfunctional) 
or hypokinetic 
(hypofunctional). 

after the stress which 
provoked.  

Dysphonia 
spastica (voice 
stuttering) 

Extremely hyperkinetic. More common in Men, deep 
seated psychological 
problems. 

Koufman and 
Blalock, 1982 
23 
 
USA, 
 
ENT 

CS (4c) 
 
 

Functional 
dysphonia 

Poor voice and 
normal mirror 
laryngoscopy or 
demonstrated 
patterns of vocal 
abuse with 
associated 
secondary VF 
pathology.   

Hysterical 
aphonia / 
dysphonia  

Not described. Sudden onset, often 
associated with a discrete 
precipitating event.  
No prior voice history.  
voice quality: aphonia / 
whisper,  
pitch locked, stable 
dysfunction (not 
intermittent/fluctuant). 

Case history 
 
Indirect 
laryngoscopy 
 

Falsetto  Not described. Onset: developmental / 
sudden.  
Normal laryngoscopy,  
voice quality: abnormally 
high-pitched,  
pitch locked, stable 
dysfunction. 

Morrison et 
al, 1986 18 
 
Canada, 
 
ENT / SLP / 
Psych 

CS (4c) Functional 
(psychological) 
dysphonia  
 
(FD) 

Misuse of the 
voluntary muscles 
associated with 
phonation with a 
psychological and 
social aetiology. 
 
Author states no 
direct correlation 
between the 
psychiatric 
diagnoses and 
type of FD based 
on laryngoscopic 
appearances. 

FD b (bowing) Classification based on typical indirect 
laryngoscopic features.   

Psychological dysphonia 
with vocal fold 
bowing/hypoadducted true 
vocal folds. 

Case history 
 
Indirect 
laryngoscopy 
 
Auditory 
perceptual 
assessment 
 
Neck / 
laryngeal 
palpation 

FD ha 
(hysterical 
aphonia) 

Classification based on typical indirect 
laryngoscopic features.   

No / limited distinguishable 
clinical criteria provided. 

FD ns (non-
specific) 

Classification based on typical indirect 
laryngoscopic features.   

Psychological dysphonia 
not associated with atypical 
laryngoscopy features. 

Milutinovic, 
1996 21 
 
Serbia, 
 
ENT 

T/O Functional voice 
disorder 

Vocal impairment 
due to 
disharmonic 
activity (primarily 
muscular) of the 
generator, 
activator and 
resonator voice.  

Phononeurosis   includes: aphonia psychogenes, 
dysphonia psychogenes, superpositio 
psychogenes, and mutatio falsa.  

No / limited distinguishable 
clinical criteria provided. 
Clinical appearance like 
‘psychogenic aphonia / 
dysphonia.’ 

Not described 

Morrison and 
Rammage, 
1993 22 
 
Canada, 
 

T/O Muscle Misuse 
Voice Disorder 

Dysphonia 
caused by misuse 
of the voluntary 
muscles of 
phonation 
including muscles 

Type 4: 
conversion 
aphonia 

Not described. Reduced closure pattern, 
normal movement on 
vegetative tasks. 
Generalised hypertonicity. 
voice quality is high-pitched 
and squeaky/breathy. 

Case history 
 
Indirect 
laryngoscopy 
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ENT / SLP of the larynx, 
pharynx, jaw, 
tongue, neck and 
respiratory 
system.   

Patient may be unaware of 
the misuse voicing pattern 
(‘la belle indifference’). 

Type 5: 
psychogenic 
dysphonia with 
bowed vocal 
folds  

Not described. Bowed VF closure pattern 
but without obvious loss of 
muscular bulk and tone (as 
with presbylarynges). 

Type 6: 
adolescent 
transitional 
dysphonia 

Inhibition of the transitional event 
resulting in perpetual falsetto phonation.  

Tense glottis, larynx is 
drawn high to the hyoid, 
downward traction of the 
thyroid cartilages results in 
modal register at a lower 
pitch. 

Spencer, 
2015 28 
 
USA, 
 
ENT 

T/O Muscle Tension 
Dysphonia 
(MTD) 

Hoarseness 
present either 
without organic 
pathology 
(primary MTD) or 
in response to 
organic pathology 
(secondary MTD). 

Functional 
aphonia 

Hyperadductive voice loss often linked 
to psychodynamic onset. 

Characterised by strained 
whisper and intermittent 
speaking. May also be 
characterised by articulating 
words without phonation. 

Not described 

    Puberphonia Lingering head register dominant 
phonation predominantly in post 
pubescent males.  

No / limited distinguishable 
clinical criteria provided. 

 

Rosen and 
Murray, 
2000 19 
 
USA, 
 
ENT / SLP 

T/O Nonorganic 
voice disorder 
(functional 
dysphonia) 

Dysphonia 
associated with 
normal vocal fold 
morphology and 
normal vocal fold 
motion. 

Muscle tension 
aphonia 

Including psychogenic dysphonia, 
conversion dysphonia, post upper 
respiratory infection (organic). 

abnormal relationship 
between psyche 
(personality) and voice. 

Indirect 
laryngoscopy 
 
Auditory 
perceptual 
assessment 

Verdolini et 
al, 
2012 9. 
 
USA, 
 
SLP / ENT 

T/O Psychiatric and 
psychological 
disorders 
affecting voice 

Voice disorder 
with primary 
aetiologic 
characteristics 
related to 
identifiable 
psychiatric or 
psychological 
conditions.   
 
Defined by the 
Diagnostic and 
Statistical Manual 
of Mental 
Disorders-IV 
(DSM-IV). 

Somatoform 
disorders 

Encompass a range of conditions 
including somatization disorder, 
undifferentiated somatoform disorder, 
conversion disorder, pain disorder, 
hypochondriasis, body dysmorphic 
disorder and somatoform disorder not 
otherwise specified.  

History of recurring, multiple 
physical complaints not fully 
explained by a medical 
condition or substance use.  
Onset before 30 years of 
age and occurring over 
several years.  Significant 
voice symptoms and 
usually in the context of 
other somatic complaints.  

Not described 

Factitious 
disorders 

Purposeful production or imitation of 
medical signs/symptoms.  

Purposeful 
production/imitation of 
physical/mental disease; 
motivation to assume the 
role of a sick person; lack of 
external motivation for the 
behaviours.   
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Purposeful production of 
voice disturbance, 
satisfying criteria for 
Factitious Disorder in 
general. Normal voice 
under sodium amytal 
interview may help 
classification.  

Selective 
mutism 

Withholding of oral communication 
(speech) in specific social settings.  
Normal laryngeal structure and normal 
voice function in most settings.   

Reliable failure to speak in 
certain settings (e.g., 
school) in the context of 
speech occurring in other 
settings.  

Anxiety Spectrum of conditions of which 
posttraumatic stress disorder and 
generalised anxiety disorder are most 
likely to affect voice production.  

Voice symptoms/signs are 
variable and related to the 
criteria for the medical 
condition being satisfied 
and not wholly attributable 
to another condition.  

Mood disorders Spectrum of psychiatric disorders of 
which major depressive disorder 
(recurrent) and bipolar disorders are 
most likely to impact voice production.  

Voice symptoms/signs may 
occur in conjunction with 
the depression or 
pharmacological 
treatments.  
Vocal manifestations 
directly attributable to the 
psychiatric disease (e.g., 
loud, rapid, pressed speech 
for extended periods, 
pharmacological drying).  
Hyperfunction or 
phonotraumatic lesions may 
be attributable to the 
psychiatric disorder.  

Gender identity 
disorder 

The individual's desired vocal behaviour 
is not congruent with the biological 
sexual characteristics present at birth.  

Voice characteristics are 
inconsistent with the 
individual's desired gender.  

Psychogenic 
polydipsia 

A condition involving excess intake of 
fluids, whereby intake exceeds the 
kidney's excretion capacity associated 
with psychological pr psychiatric causes.   

Voice symptoms/signs are 
variable and related to the 
criteria for the medical 
condition being satisfied 
and not wholly attributable 
to another condition.  

Baker et al, 
2007 7 

 
Australia, 
 
SLP / ENT 

CS (4c) Psychogenic 
voice disorder 
(PVD) 

Aphonia or 
dysphonia that 
occurs as a result 
of disturbed 
psychological 
processes.  
 

PVD Type 1 
Aphonia 
(conversion 
reaction) 

Aphonia with a normal or tight whisper. Perceptual: 
breathy/strained; glottic 
closure: range from 
intensive laryngeal valving, 
glottic chink, bowing or 
hypoadduction of TVF, 
marked FVF / AP 

Case history 
 
Indirect 
laryngoscopy 
 
Video 
stroboscopy 
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Sudden / 
intermittent loss 
of volitional 
control over 
initiation and 
maintenance of 
phonation with no 
structural / 
neurological 
pathology 
sufficient to 
explain the 
dysphonia. 
 
Symptom 
incongruity and 
reversibility is the 
main clinical 
features that 
distinguish PVD 
from MTVD and 
organic / 
neurogenic voice 
disorders. 

constrictions probable, 
globus sensation. 

PVD Type 2 
Dysphonia 
(conversion 
reaction) 

Dysphonia with segments of whispered 
voice, including females using a high-
pitched, falsetto phonation with childlike 
articulation and intonation.  

Perceptual: high-pitched 
whispery squeaks, 
breathiness, hoarseness, or 
low-pitched harshness. 
Glottic closure: intensive 
valving, bowing, 
hypoadduction, glottic 
chink.   
Marked FVF / AP 
constriction likely. Globus 
sensation.  

 

PVD Type 3 
Psychogenic 
spasmodic 
dysphonia,   

Unequivocal symptom 
incongruity/reversibility/psychogenesis. 

Perceptual: 
strained/rough/harsh/voice 
arrests/phonation breaks,  
Glottic closure: marked 
medial compression, FVF / 
AP constriction. 

 

PVD Type 4 
Puberphonia / 
mutational 
falsetto 

Dysphonia in adolescent/mature males 
with normal hormonal development. 

Perceptual: high-pitched, 
breathy voice, falsetto 
quality with irregular pitch 
breaks.  
Glottic closure incomplete. 
FVF / AP constriction 
unlikely. FVF / AP 
constriction unlikely. 

 

Butcher et al, 
2007 30 
 
UK, 
 
Psychologist / 
SLP 
 

T/O Psychogenic 
Dysphonia 

Dysphonia or 
aphonia where 
the causative or 
perpetuating 
factors are largely 
of psychological 
or emotional 
conflict.  

Type 1: 
classical 
(hysterical) 
conversion  

Confident diagnosis is reached only 
through careful psychological 
examination, must not be made by 
exclusion only. 

Meets DSM-IV criteria for a 
conversion of psychological 
stress into a physical 
symptom.   
Primary gain is repression 
to remove the 
conflict/feelings from 
consciousness. Symptoms 
like ‘la belle indifference’ / 
difficulty in consciously 
accessing unacceptable 
feelings may suggest the 
repression of emotional 
conflicts. 
Some secondary gain from 
others i.e., increased 
attention / concern likely 
and acts as a reinforcer to 
the conversion reaction.   
Low motivation to change 
because primary/secondary 
gains provide sufficient 

Case history 
 
Psychological / 
psychiatric 
evaluation 
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reinforcement to maintain 
the status quo. 

Type 2: 
cognitive 
behavioural 
conversion  

Confident diagnosis is reached only 
through careful psychological 
examination, must not be made by 
exclusion only. 

Meets DSM-IV criteria for a 
conversion of psychological 
stress into a physical 
symptom.   
The primary gain is 
suppression of anxiety 
associated with emotional 
conflicts, primary gain 
avoidance of the feared 
consequences of acting on 
feelings. 
Few compensatory 
secondary gains.  
High motivation to change 
because 
suppression/conversion 
have not resolved the 
conflict/anxiety or provide 
secondary gains. 

 

Type 3: Habitual 
conversion  

Confident diagnosis is reached only 
through careful psychological 
examination, must not be made by 
exclusion only. 

Patients with a 
dysphonia/aphonia of 
psychogenic aetiology but 
the precipitating 
stressors/conflicts have 
resolved and the 
dysphonia/aphonia persists 
from a habituated pattern of 
voice use. 

 

Abbreviations: A-P (anterior posterior), AUS (Australia), CA (cricoarytenoid), CCS (case-controlled study), CS (case series), CSS (cross section review study), ENT (Ear Nose and 
Throat Surgeon), FVF (false vocal fold), JBI LOE (Joanna Briggs Institute Levels of Evidence), Lat (lateral), Psych (Psychiatrist), Psychol (Psychologist), PVFM (paradoxical vocal 
fold movement), SLP (Speech Language Pathologist), SpSc (Speech Scientist), T/O (text and opinion), TVF (true vocal fold), URTI (upper respiratory tract infection), US (United 
States of America), UK (United Kingdom), VF (vocal fold). 
 

 

Classification group and sub-group terminology, definitions, and classification criteria,  
voice disorders allocated to the organic analysis domain 

Reference, 
year, 
Country, 
author 
profession 

Study 
design 
(JBI 
LOE) 

Classification 
group name 

Classification 
group 
definition, 
inclusions / 
exclusions 

Subgroup name Subgroup classification 
definition / conditions / 
disorders included / 
excluded. 

Criteria described by the author 
for inclusion in the sub-group 

Assessment 
measures 
required for 
classification 

Arnold and 
Pinto, 
1960 32 
 

T/O 
(5c) 

Ventricular 
dysphonia 

Faulty 
participation of 
the ventricular 
folds.    

Paralytic ventricular 
dysphonia 

Compensatory reaction to 
laryngeal paralysis. 

No / limited distinguishable clinical 
criteria provided. 

Case history 
 
Indirect 
laryngoscopy 

Central ventricular 
dysphonia 

Resulting from cerebral 
disease.  

No / limited distinguishable clinical 
criteria provided. 



 

Page 15 of 24 
Payten et al, 2022. Frameworks, Terminology and Definitions used for the Classification of Voice Disorders: A Scoping Review. 

USA, 
 
ENT 
 

Cerebellar ventricular 
dysphonia 

Cerebellar disease i.e., 
parkinsonism. 

No / limited distinguishable clinical 
criteria provided. 

Vicarious ventricular 
dysphonia 

Compensatory after the 
loss of one or both vocal 
folds as a result of injury 
or surgery. 

No / limited distinguishable clinical 
criteria provided. 

Damste, 
1973 20 
 
Netherlands, 
 
SLP 

T/O 
(5c) 

Primary organic 
dysphonia 

No group 
definition 
provided. 

Congenital 
malformation 

No / limited sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Not described 

Paralysis No / limited sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Changes by endocrine 
disorder (virilisation of 
Women's voices) 

No / limited sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Specific infections No / limited sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Trauma (accidental or 
surgical) 

No / limited sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Tumours (benign or 
malignant) 

No / limited sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Secondary organic 
dysphonia 
 

Prolonged 
misuse of the 
voice which 
leads to organic 
alterations of 
the vocal folds. 

Simple laryngitis Glottis is incompletely 
closed, and a high rate of 
airflow used to obtain a 
greater vocal output 
causing effusions and 
epithelial thickening. 

No / limited distinguishable clinical 
criteria provided. 

Chronic nodular 
laryngitis 

 No / limited distinguishable clinical 
criteria provided. 

Vocal fold oedema  No / limited distinguishable clinical 
criteria provided. 

Polyps  No / limited distinguishable clinical 
criteria provided. 

Chronic hypertrophic 
laryngitis from habitual 
dysphonia and vocal 
strain 

Contact ulcer, 
leukoplakia. 

No / limited distinguishable clinical 
criteria provided. 

 

Milutinovic, 
1996 21 
 
Serbia, 
 
ENT 

T/O 
(5c) 

Organic voice 
disorders 

Voice 
deterioration 
occurs due to 
the presence of 
mechanical 
pathological 
changes to the 
important 
structures of the 
phonatory tract 
or by the direct 
and indirect 

Disorders of the 
feedback mechanisms 
of voice control 

No / limited 
distinguishable sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Not described 

Congenital disorders No / limited 
distinguishable sub-group 
definition provided. 

No / limited distinguishable clinical 
criteria provided. 

Inflammatory' 
processes 

No / limited 
distinguishable sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Chronic irritation of the 
mucosa 

No / limited 
distinguishable sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 
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influence of the 
pathology on 
phonatory 
behaviour of the 
larynx. 

Respiratory' allergy No / limited 
distinguishable sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Hormonal disorders No / limited 
distinguishable sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Myopathy of the 
laryngeal muscles 

No / limited 
distinguishable sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Disorders of the 
nervous system 

No / limited 
distinguishable sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Syndrome of 
excessively 
inappropriate vocal 
pitch ’ (IVP) 

All cases of excessively 
inappropriate pitch where 
a functional aetiology 
cannot be definitively 
substantiated or where 
there are structural 
variations in the larynx 
related to congenital / 
hormonal aetiology.  

No / limited distinguishable clinical 
criteria provided. 

Trauma, Benign 
growths and 
pseudotumors 

No / limited 
distinguishable sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Malignant tumours No / limited 
distinguishable sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Diseases of the voice 
activator and 
resonator.  

No / limited 
distinguishable sub-group 
definition provided.  

No / limited distinguishable clinical 
criteria provided. 

Baker et al, 
2007 7 
 
Australia, 
 
SLP / ENT 
 

CS 
(4c) 

Organic Voice 
Disorder (OVD) 

Aphonia or 
dysphonia that 
occurs as a 
result of organic 
changes to the 
larynx.   

OVD Type-1 Mass 
lesions or tissue 
changes 

Aphonia/dysphonia due to 
tissue/mass changes, 
e.g., acute infection, acid 
reflux, chemicals, 
inhalants; cysts, sulcus 
vocalis, laryngocele; viral 
papillomata; smoking 
induced Reinke’s 
oedema; intubation 
granuloma/ 
contact ulcer; laryngeal 
web, congenital/post-
operative; myasthenia 
larynges, ageing; 
endocrine imbalance. 

Perceptual: breathy/strained/rough 
leading to degrees of hoarseness. 
Glottic closure: AP 
chink/incomplete/irregular/hourglass/ 
bowing. 
Globus often occurs in association 
with reflux. 
FVF/AP constriction inevitable. 

Case history 
 
Indirect 
laryngoscopy 
 
Video 
stroboscopy 

OVD Type-2 Laryngeal 
trauma 

Aphonia/dysphonia due to 
laryngeal trauma, 
blunt/penetrating injuries, 
compound fracture to 

Perceptual: severe hoarseness. 
Glottic closure: irregular/incomplete, 
distortion to vertical plane of true 
vocal folds. 
FVF/AP constriction inevitable. 
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thyroid cartilage, 
subluxation of arytenoid. 

OVD Type-3 
Neurological Lower 
Motor Neurone (LMN) 

Aphonia/dysphonia due to 
vocal fold paresis 
following damage/injury to 
RLN/SLN. 

Perceptual: breathiness/hoarseness. 
Restrictions to pitch range with SLN. 
Glottic closure incomplete/posterior 
chink. 
FVF probable. 

OVD Type-4 
Neurological 

Adductor/abductor 
spasmodic dysphonia. 

Perceptual: adductor-strained, voice 
arrests, abductor- breathy, 
phonation breaks. 
Glottic closure: adductor complete, 
hyperadduction of true vocal folds. 
Abductor-incomplete and short 
closed phase. Marked FVF/AP 
involvement. 

OVD Type-5 
Neurological Upper 
Motor Neuron 

Aphonia/dysphonia with 
weakness and 
incoordination of muscles 
of articulation, respiration, 
resonance and 
phonation/may affect 
swallowing as well. 

FVF/AP possible. 

Rosen and 
Murray, 
2000 19. 
 
USA, 
 
ENT / SLP 

T/O 
(5c) 

Organic voice 
disorder 

Actual 
pathologic 
changes to the 
larynx in 
general and to 
the vocal folds 
in specific. 

Epithelium Leukoplakia, 
hyperkeratosis, 
carcinoma in situ, 
carcinoma. 

Diagnosed by histopathologic means 
and/or by visual features.   

Indirect 
laryngoscopy 
 
Auditory 
perceptual 
assessment 

Lesions of the lamina 
propria 
 

Diffuse: Reinke's; Focal: 
vocal fold nodules, polyp, 
scar, reactive lesion, cyst 
(sub epithelial, deep); 
Vascular: varices, 
ectasias. 

No / limited distinguishable clinical 
criteria provided. 

Arytenoid 
 

Vocal fold granuloma, 
infection. 

No / limited distinguishable clinical 
criteria provided. 

Other Laryngeal or glottic web, 
stenosis. 

No / limited distinguishable clinical 
criteria provided. 

Movement disorders 
of the larynx 

Abnormal 
movement of 
the larynx 
usually caused 
by 
abnormalities in 
neuromuscular 
control. 

Vocal fold paralysis 
and pathological 
conditions of the crico-
arytenoid joint 

Unilateral vocal fold 
paralysis or a pathologic 
condition of the C-A joint. 

No / limited distinguishable clinical 
criteria provided. 

 

Vocal fold paresis or 
atrophy 

Vocal fold that has 
demonstrable adductory-
abductory motion but in 
which the motion is not 
entirely normal in speed, 
strength, or range of 
motion. 

No / limited distinguishable clinical 
criteria provided. 

Other laryngeal 
movement disorders 

Includes paradoxical 
vocal fold movement, 
spasmodic dysphonia, 

No / limited distinguishable clinical 
criteria provided. 
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and essential tremor of 
the larynx.  

Systemic diseases 
of the vocal 
production tract 

Systemic 
diseases which 
have adverse 
effects on the 
function of 
vocal 
production 
tracts and result 
in dysphonia. 

Reflux laryngitis   No / limited distinguishable clinical 
criteria provided. 

Infections of the larynx   No / limited distinguishable clinical 
criteria provided. 

Verdolini et 
al, 2012 9 

 
USA, 
 
Interdisc. 

T/O 
(5c) 

Structural 
pathologies of the 
larynx 

No group 
definition 
provided. 

Malignant laryngeal 
lesions 

Malignant vocal fold 
lesions, 
dysplasia/carcinoma in 
situ, laryngeal malignancy 
(non-vocal fold origin).  

Confirmation of malignancy with 
biopsy and histological analysis.  
Staging based on the standardised 
cancer staging manual.  

Not described 

No group 
definition 
provided. 

Epithelial and lamina 
propria abnormalities 
of the vocal fold 

Benign lesions of the 
lamina propria (vocal fold 
nodules, fibrous mass, 
vocal fold cyst, vocal fold 
polyp, a reactive lesion), 
vocal fold scar proper, 
vocal fold sulcus, vocal 
fold granuloma, intubated-
related vocal fold 
granuloma/contact ulcers, 
keratosis (leukoplakia, 
erythroplasia), recurrent 
respiratory papillomatosis, 
subglottic stenosis, 
acquired glottic/laryngeal 
stenosis (anterior glottic 
web). 

Visualisation of the specific lesion on 
laryngoscopy and / or stroboscopy, 
with biopsy and histological analysis.  

No group 
definition 
provided.  

Vascular abnormalities 
of the vocal fold 

Vocal fold haemorrhage, 
varix and ectasia of the 
vocal fold.  

Visual identification i.e., blood within 
the vocal fold not contained within a 
blood vessel/varix/ectasia, presence 
of visible blood vessels not parallel to 
the longitudinal axis of the free 
margin of the vocal fold or greater 
than 1cm in diameter.  

No group 
definition 
provided.  

Congenital and 
maturational changes 
affecting the voice  

Congenital web, cri du 
chat syndrome, 
laryngomalacia, 
puberphonia (mutational 
dysphonia), 
presbyphonia.  

  

Inflammatory 
conditions of the 
larynx 

No group 
definition 
provided.  

Cricoarytenoid and 
cricothyroid arthritis 

Reduction in 
cricoarytenoid/cricothyroid 
joint due to inflammation. 

Reduced ROM of eh joint and 
associated inflammation with 
competing diagnoses ruled out (i.e. 
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vocal fold 
paralysis/paresis/dislocation). 

No group 
definition 
provided.  

Acute laryngitis Non-specific diagnosis 
arising from a number of 
etiologic factors including 
infection (bacterial, viral, 
fungal), trauma 
(phonotrauma, 
environmental, reflux).  

Evidence of inflammatory response 
(erythema and oedema) with acute 
onset. A specific cause of acute 
laryngitis must be established.  

No group 
definition 
provided.  

Laryngopharyngeal 
reflux 

Mucosal 
inflammation/irritation due 
to gastric reflux from the 
upper oesophagus to the 
pharynx/larynx.   

Positive findings on 24-hour pH 
monitoring in addition positive 
response to empiric treatment may 
be used diagnostically.  

No group 
definition 
provided.  

Chemical 
sensitivity/irritable 
larynx syndrome 

Mucosal and/or sensory 
afferent abnormality of the 
larynx following chemical 
exposure.  

History of environmental chemical 
exposure with observed symptoms 
triggered in response to a specific 
chemical stimulus. Episodic 
hoarseness, weak voice, vocal 
fatigue linked to specific 
environmental chemical exposures.  

Trauma or injury of 
the larynx 

A range of 
sequelae in 
response to 
traumatic 
events, causes 
subdivided into 
a) mechanical, 
b) chemical, C 
thermal.  

Internal laryngeal 
trauma 

Laryngeal mucosal 
trauma (chemical and 
thermal), 
intubation/extubation 
injuries, arytenoid 
dislocation. 

Varied specific criteria provided. 

A range of 
sequelae in 
response to 
traumatic 
events, causes 
subdivided into 
a) mechanical, 
b) chemical, C 
thermal.  

External laryngeal 
trauma 

Injury for dysfunction of 
the larynx following 
trauma to the external 
laryngeal framework.  

Anatomical changes of the laryngeal 
framework after external trauma.  

Systemic conditions 
affecting the voice 

No group 
definition 
provided.  

Endocrine Hypothyroidism, 
hyperthyroidism, sexual 
hormone imbalances, 
growth hormone 
abnormalities.  

Varied specific criteria provided. 

No group 
definition 
provided.  

Immunologic Allergic diseases of the 
URT, HIV and AIDS, 
Chronic Fatigue 
Syndrome, systemic 
lupus, Sjogren’s 

Varied specific criteria provided. 
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syndrome, scleroderma, 
Wegener's syndrome.  

No group 
definition 
provided.  

Musculoskeletal 
conditions affecting 
voice 

Overuse injury and 
repetitive strain injury, 
fibromyalgia, ehlers-
danlos syndrome. 

Varied specific criteria provided. 

No group 
definition 
provided.  

Dehydration Loss of fluids from the 
body.  

Vocal complaints in the presence of 
thick vocal tract secretions and with a 
history consistent with possible 
dehydration. 

Non laryngeal 
aerodigestive 
disorders affecting 
voice 

No group 
definition 
provided.  

Respiratory diseases 
affecting voice 

Asthma, chronic 
obstructive pulmonary 
disease.  

Varied specific criteria provided. 

No group 
definition 
provided.  

Digastric Gastro oesophageal 
reflux disease. 

Varied specific criteria provided. 

No group 
definition 
provided.  

Infectious diseases of 
the aerodigestive tract 

Laryngotracheobronchitis 
(croup), Pertussis 
(whooping cough), 
diphtheria, pneumonia, 
infectious sinusitis, 
tuberculosis, upper 
respiratory tract infection, 
acute epiglottitis, syphilis, 
sarcoidosis, scleroma of 
the larynx, leprosy, 
actinomycosis.  

Varied specific criteria provided. 

No group 
definition 
provided.  

Mycotic (fungal) 
infections of the larynx 

Blastomycosis, 
histoplasmosis, 
candidiasis, 
coccidioidomycosis 

Varied specific criteria provided. 

Neurological 
disorders affecting 
voice 

No group 
definition 
provided.  

Peripheral nervous 
system 

SLN pathology, RLN 
paralysis, 
unilateral/bilateral RLN 
paresis, bilateral recurrent 
laryngeal nerve paralysis-
peripheral, Myasthenia 
Gravis, Peripheral 
Neuropathy, Enhanced 
Physiologic Tremor 
affecting voice. 

Varied specific criteria provided. 

No group 
definition 
provided.  

Movement disorders ADSD, ABSD, Mixed 
spasmodic dysphonia, 
dystonic tremor, essential 
tremor affecting voice, 
Meige's syndrome, 
Tardive dyskinesia, 
Tourette's syndrome. 

Varied specific criteria provided. 
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No group 
definition 
provided.  

CNS disturbance ALS, Lateral medullary 
syndrome/infarct, 
Parkinson's disease, Multi 
systems atrophy, PSP, 
MS.  

Varied specific criteria provided. 

Bradley, 
2010 8 

 
UK, 
 
ENT 

T/O 
(5c) 

Inflammation Infective or non-
infective 
inflammation of 
the larynx. 

Infective  Primary laryngeal (viral / 
bacterial), fungal, 
secondary (pulmonary 
infections / rhinosinusitis). 

No / limited distinguishable clinical 
criteria provided. 

Case history 
 
Auditory 
perceptual 
assessment 
 
Indirect 
laryngoscopy 
 
Neck / 
laryngeal 
palpation 
 

Non infective LPR, allergy, 
trauma/irritation, drugs, 
autoimmune, non-
specific. 

No / limited distinguishable clinical 
criteria provided. 

Structural/neoplastic Structural 
abnormality or 
mass lesion 
involving part of 
the larynx. 

Benign Mucosal deposits, 
nodules, polypoid 
nodules, Reinke’s 
pseudocyst. 

No / limited distinguishable clinical 
criteria provided. 

Deficits/tethering Cysts, epidermoid, 
mucous retention, sulcus 
vocalis, sulcus vergeture, 
mucosal bridge, scarring. 

No / limited distinguishable clinical 
criteria provided. 

Microvascular lesions Ectasia, haemorrhagic 
polyp. 

No / limited distinguishable clinical 
criteria provided. 

Endocrinological hypothyroidism, 
androgenic.  

No / limited distinguishable clinical 
criteria provided. 

Inflammatory mass Papillomatosis, 
granuloma, arytenoid, 
pyogenic, rheumatoid 
deposits, amyloid. 

No / limited distinguishable clinical 
criteria provided. 

Laryngeal framework 
trauma 

  No / limited distinguishable clinical 
criteria provided. 

Neoplasms   No / limited distinguishable clinical 
criteria provided. 

Laryngoceles   No / limited distinguishable clinical 
criteria provided. 

Mixed reactive   No / limited distinguishable clinical 
criteria provided. 

Malignant/premalignant Epithelial, hyperkeratosis, 
dysplasia, SCC, minor 
salivary gland.  

No / limited distinguishable clinical 
criteria provided. 

Neuromuscular Any part of the 
neural pathway 
or function of 
the vocal 
musculature is 
impaired. 

Hypofunctional Parkinson's diseases, 
Myasthenia Gravis, 
Bulbar palsy. 

Global reduction in vocal muscular 
activity. weak vocal quality, reduced 
itch range and vocal fatigue. when 
the pattern does not fit with a muscle 
tension pattern or with progressive 
features.  

Hyperfunctional Spasmodic dysphonia, 
pseudobulbar palsies, 
chorea, and spastic 

No / limited distinguishable clinical 
criteria provided. 
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dysphonia secondary to 
CVA. 

Mixed / variable hypo / 
hyperfunctional 

VF palsy/paresis, MND, 
MS. 

No / limited distinguishable clinical 
criteria provided. 

Control / coordination Tremor, Myoclonus, 
Cerebellar lesions. 

No / limited distinguishable clinical 
criteria provided. 

Rosen et al,  
2012 34 
 
USA, 
 
ENT 

CS 
(4c) 

Benign mid-
membranous vocal 
fold lesions (BVFL)  

Benign mid-
membranous 
lesions of the 
vocal folds. 

VF nodules    Bilateral lesions, complete symmetry 
not required, minimal impairment of 
vibratory properties of the mucosa 
viewed on stroboscopy. 

Indirect 
laryngoscopy  
 
video 
stroboscopy VF polyp    Exophytic and often translucent or 

haemorrhagic, usually unilateral but 
may be bilateral, pedunculated, or 
sessile. Vibratory properties of the 
mucosa are normal/minimally 
reduced.  

VF cyst    Within the SE or the ligament. 
Usually unilateral, significant 
reduction in vibratory properties of 
the mucosa.  

Fibrous mass    Typically, amorphous and without 
discreet encapsulation. Significant 
diminution of mucosal wave vibratory 
activity.  

Reactive VF lesion    Has to be paired with a contralateral 
vocal fold lesion. Unilateral with 
minimal reduction in vibratory 
properties of the mucosa. Often in 
contrast to the contralateral lesion.  

Pseudocyst   A SE lesion associated with chronic 
glottal incompetence (i.e., vocal scar, 
paresis, paralysis). Typically, 
unilateral but may be bilateral. Clear 
with a blister like appearance.  

Rosen et al, 
2016 33 

 
USA, 
 
ENT 

T/O 
(5c) 

Vocal 
fold (VF) motion 
impairment   

Absent or 
reduced 
movement of 
the true vocal 
fold, unilateral 
or bilateral.  
Author states 
the best gross 
vocal fold 
motion that 
occurs 
consistently 
throughout the 
exam seen 
during any of 

VF immobility  An immobile vocal fold 
due to either a 
neurogenic, or 
mechanical limitation of 
the cricoarytenoid joint or 
laryngeal malignant 
disease. 

No active or voluntary adduction or 
abduction on clinical examination 
when no definitive aetiology for the 
motion impairment has been 
established/evaluated. 

Indirect 
laryngoscopy  
 
video 
stroboscopy 
 
may be 
confirmed 
with:  
Laryngeal 
EMG 
Radiological 
imaging 
 

VF hypomobility  A vocal fold that has 
purposeful, gross motion 
but is not normal in terms 
of motion, range of motion 
and/or speed. The 
aetiology between 
neurogenic or mechanical 
or laryngeal malignant 

A vocal fold has reduced range 
and/or speed of motion on either 
adductory / abductory tasks when no 
definitive aetiology for the motion 
impairment has been 
established/evaluated. 
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the exam tasks 
should be used 
to make the 
final decision on 
impaired/normal 
motion and 
degree of 
motion 
impairment. 

disease has not yet been 
determined. 

VF paralysis  An immobile vocal fold 
due to a 
neurogenic aetiology 
(Central/peripheral). 

Paralysed VF shows absence of 
gross motion, a small degree of 
arytenoid movement may be 
observed with contraction and 
release of the inter-arytenoid muscles 
during glottal attacks. The 
known/suspected neurogenic 
aetiology established by clinical 
history, other signs of vagal 
dysfunction (i.e., velopharyngeal 
insufficiency); and/or by other related 
cranial nerve deficits 
or laryngeal electromyography 
testing. 

VF paresis  A hypomobile vocal fold 
due to a 
neurogenic aetiology. 

Some but not normal vocal fold 
mobility with VF motion abnormalities 
in range or motion usually judged 
relative to the contralateral vocal fold 
mobility. Clinical neurogenic history. 

VF immobility / 
hypomobility 
associated with 
mechanical impairment 
of the CA joint  

Vocal fold motion 
impairment 
(immobile/hypomobile) 
due to anatomical 
abnormality of the CA 
joint or scar tissue of the 
soft tissues of the 
posterior commissure. 

Identified causes include 
dislocation/subluxation vs fixation of 
the CA joint. May be related to 
trauma (internal/external), neoplastic 
infiltration, extrinsic compression 
from large tumours, or inflammatory 
processes (i.e., CA joint 
arthritis/synovitis). 

VF immobility / 
hypomobility related to 
laryngeal malignant 
disease  

Vocal fold motion 
impairment (immobile / 
hypomobile) due 
malignant invasion of the 
intrinsic larynx (intra-
laryngeal neural, muscle 
or joint). 

  

Hacki et al, 
2022 31 
 
Europe, 
 
ENT 

T/O 
(5c) 

Structural (organic) 
dysphonia 

Occurs in 
association with 
structural 
alteration of the 
vocal tract. 

Nil sub-class  No definition provided. No / limited distinguishable clinical 
criteria provided. 

Not described 

Regulative 
dysphonia 

'Phonation 
disorder' (rather 
than 'voice 
disorder' based 
on neural and 
hormonal 
regulatory 
mechanisms of 
the vocal tract. 

Hormonal dysphonia No definition provided. No / limited distinguishable clinical 
criteria provided. 

Neurogenic dysphonia Central or peripheral.  No / limited distinguishable clinical 
criteria provided. 
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Combined 
structural-regulative 
dysphonia 

Where 
structural 
changes are 
accompanied 
by regulatory 
aetiologies. 

N/A Hormonal induced 
phonatory disorders 
including acromegaly, 
psychosomatic 
dysphonias.  

No / limited distinguishable clinical 
criteria provided. 

Abbreviations: ADSD (adductor spasmodic dysphonia), ABSD (abductor spasmodic dysphonia),  AIDS (acquired immunodeficiency syndrome)  ALS (amyotrophic lateral 
sclerosis), A-P (anterior posterior), AUS (Australia), CA (cricoarytenoid), CCS (case-controlled study), CS (case series), CSS (cross section review study), CVA (cerebrovascular 
acccident), ENT (Ear Nose and Throat surgeon), HIV (human immunodeficiency syndrome), JBI LOE (Joanna Briggs Institute Levels of Evidence), Lat (lateral), LPR (laryngo 
pharyngeal reflux), MND (motor neurone disease), MS (multiple sclerosis), PSP (progressive supranuclear palsy), Psych (Psychiatrist), Psychol (Psychologist), PVFM (paradoxical 
vocal fold movement), RLN (recurrent laryngeal nerve), SCC (squamous cell carcinoma), SLN (superior laryngeal nerve), SLP (Speech Language Pathologist), SpSc (Speech 
Scientist), T/O (text and opinion), URT (upper respiratory tract), URTI (upper respiratory tract infection),), US (United States of America), UK (United Kingdom), VF (vocal fold. 

 

 


