
BODYMASS INDEX (BMI) AND ACOUSTIC VOICE PARAMETERS IN
INDIAN FEMALES: A CORRELATION STUDY

Candidate

Ms. Sashirekha N

Register Number: 18SLP032

A dissertation submitted as a part of fulfillment for the degree of

Master of Science (Speech Language Pathology)

Mysuru

ALL INDIA INSTITUTE OF SPEECH AD HEARING

MANASAGANGOTRI, MYSURU- 570006

JULY,2020



CERTIFICATE

This is to certify that this dissertation entitled “Body Mass Index (BMI) and Acoustic

Voice Parameters in Indian Females: A Correlation Study” is a bonafide work

submitted as a part of fulfillment for the Degree of Master of Science (Speech-Language

Pathology) of the student with the Registration Number: 18SLP032. This has been

carried out under the guidance of a faculty of this institute and has not submitted earlier

to any other University for the award of any other Diploma or Degree.

Mysuru
July, 2020

Dr. Pushpavathi M
Director

All India Institute of Speech and Hearing,
Manasagangotri,

Mysuru



CERTIFICATE

This is to certify that this dissertation entitled “Body Mass Index (BMI) and Acoustic

Voice Parameters in Indian Females: A Correlation Study” has prepared under my

supervision and guidance. It is also been certified that this has not submitted earlier to

any other University for the award of any other Diploma or Degree.

Mysuru
July, 2020

Dr. R. Rajasudhakar
Guide

Reader in Speech Sciences
Department of Speech-Language Sciences
All India Institute of Speech and Hearing,

Manasagangotri,
Mysuru



DECLARATION

This is to certify that this dissertation entitled “Body Mass Index (BMI) and Acoustic

Voice Parameters in Indian Females: A Correlation Study” is the result of my study

under the guidance of Dr. R. Rajasudhakar, Reader in Speech Sciences, Department of

Speech-Language Sciences, All India Institute of Speech and Hearing, Mysuru, and has

not been submitted earlier to any other University for the award of any other Diploma or

Degree.

Mysuru
July 2020

Registration Number:
18SLP032



ACKNOWLEDGMENT

"I thank almighty father, who was way maker, light in my darkness, and miracle worker

throughout. And nevertheless, he is promise keeper in my life as he has promised me

from Jeremiah 32:27 'Behold, I am the Lord, the God of all flesh, Is there anything too

hard for me?' he always reminds me that he is in control of my life". Thank you, God.

I thank Late Dr. S. R. Chandrasekhar, Founder of Dr. S. R. Chandrasekhar Institute

of Speech and Hearing (Dr.SRCISH), who spoke to me after my schooling regarding

the course and made me aware and seeded my career. All this happened in return for

faithfulness toward my father. Respectful thanks toMs. Tulasi Prasad, Dr. SRCISH, and

AIISH alumni, for continually motivating me throughout the completion of BASLP and

M.Sc (SLP).

I want to thank the Director and Academic Coordinator, All India Institute of Speech

and Hearing, Mysuru, and the Institute for the academic assistance, learning, and

experience I gained at this place.

I thank Dr. R Rajasudhakar for allowing me to work under him for my dissertation. Sir,

a sincere thanks to you, without your guidance, timely encouragement, extreme patience,

and help, this dissertation would not have been possible. I pray to God for you and your

family wellness.

I thank Dr. Yeshoda K; ma'am, my sincere thanks to you for being available to me when

I needed it. I thank you for the motherly hug that you gave me when it was required, and

that moment gave me trust and adorable joy and also pushed me to kick start my work. I

pray to God for you and your family wellness.

I thank Dr. Jayashree C Shanbal, my sincere thanks to you for the motivation and

encouragement that I received. I have inspired being professional, updated, competitive,

and dedicated to our profession and field. I pray to God for you and your family wellness.



I thank all staff in the Department of Clinical Service. I also thank Mentors, Clinical

supervisors, and other Assistant staff for being a source of providing clinical knowledge.

I pray to God for each of you and your family wellness.

I express my sincere thanks to the Head of Department of Speech-Language Science,

Speech-Language Pathology, Tele -Center for Persons with Communication Disorder

(TCPD), Prevention of Communication Disorder (POCD), Otolaryngology, Clinical

Psychology, and Special Education. I also thank mentors, clinical supervisors, and other

assistant staff. I pray to God for each of you and your family wellness.

I thank Dr.C. Shijith Kumar, Library and Information Officer for the technical help

provided. And for solving the technical issue at the earliest, which helped to access the

required information. I thank the other library in-charge staff and assistant staff of this

department. I pray to God for each of you and your family wellness.

I extend my thanks to the staff of the Department of Electronics for technical support.

Special thanks to Mr. Shivakumar, who helped for data collection

I thank Ms. Lakshmi Lecturer, Department of Special Execution, AIISH, for permitting

to collect data from the parents.

I thank Ms. Malini and Ms. Ranjitha Clinical Supervisor, AIISH. Ma'am, I sincerely

thank you for the knowledge you have shared in the Department of Clinical Services.

You have been a source of encouragement during the posting; you always gave attention

to student's concerns, and you were available when we (students) had trouble and been a

source of motivation to do our work. I pray for your marriage life, may God be with you

at all times.

I thank all the ANGELS(clients) whom I worked with and their parents and caregivers

for their co-operation. I thank you for the knowledge and experience I gained.



My special thanks to Dr. Madhuri Gore, Former Principal, Dr. SRCISH, for helping me

to make a wise decision, gain knowledge, practical learning, and always encouraging me

to step ahead.

I thank Dr. B S Premalatha, Former HOD of Speech-Language Studies, for allowing

me to work in your sphere, which laid a strong foundation for Post- Graduation

continuation. I thank Dr.Anita Reddy, HOD, Speech-Language Studies, Dr. SRCISH for

motivation and support, and always being an excellent teacher.

I also thank Dr. Rashmi Bhat, Principal and Mrs. Alphonsa Joseph, HOD of

Psychology Department at AIISH, and other technical and clinical staff for their support.

I thank Mrs. Maria Goretti, HOD, Co-ordinator, and Sign Language Interpreter, Sign

Language Department, Dr.SRCISH. As the word of God in Genesis, 22:14 speaks, 'The

Lord will provide,' you have always encouraged me to continue studying and move

forward to reach heights. You are the Angel, sent by God for my education and wellness,

and made the things possible, which was impossible in my career and life. I will never

forget that you are one of the sources for me to do the Com- DEALL course and to write

the AIISH entrance exam. Ma'am, I thank you for your helping hands as you are

undoubtedly the perfect model for the scripture Deuteronomy 16:17 'Every man shall

give as he is able, according to the blessing of the Lord your God which He has given

you.' I pray to God for your health, and may He bless you abundantly than ever before

and use mightily. Amen.

I thank Mrs. Sushma M.R, Senior Psychologist, Dr.SRCISH, and Mrs. Radhika R,

Physiotherapist, Dr.SRCISH, Mr. Achyut Bandari, Occupational Therapist who are

my teachers, supervisors, mentors in the Com- DEALL and finally colleagues and

friends. I thank you for the knowledge you have imparted and shared in the area of Child

Language Disorder. I thank you all for being potion in the days of working and feeding

me with your love, happiness, encouragement, and healthy food. I appreciate all parents

of children in the Unit ( 2015- 2018 batch) for their trust in our work and being co-



operative and patient with their children. Keeping me encouraged with their follow up

even in my absence in DR. SRCISH.

I thank Ms. Deborah Athaide, Lecturer, Dr. SRCISH, for guiding me in clinical and

academic work. I thank Ms. Sneha Varghese, Ms. Daly Sebastian, Ms. Revathi, Ms.

Sujatha Mr. Rinu Joseph, Ms. Reeta Philip, and other staff for imparting their

knowledge. A Special thanks to Ms. Akhila, it was a good learning experience working

with you in the clinic.

A special thanks to Ms. Prema Kumari, Lecturer, and Outreach co-ordinator, Dr.

SRCISH, for always encouraging and motivating. Ma'am, I thank you for continually

speaking to me about the importance of continuing education. May God bless you with

strength and wisdom. I extend my thanks to the non- teaching staff of administrative,

accounts, and housekeeping unit for their support and care, especially Mr. Jayaram,

Mr. Rammurthy, Mr. Shanmugam, Mr. Kuppuraj, Mr. Robert and Mr. Vasu.

I thankMs. Charlotte D'Souza andMs. Ruby Sunny and their families for their prayers

and care they have been implanting to date. I extend my thanks to these two girls for

always encouraging and giving the right guidance when needed. I also thank Ms.

Jemima Daniel, Mr. Salim Javed, and Mr. Roshan and all other Under Graduate

classmates (Dr. SRCISH) for being available for me and their support. I appreciate, and

pray for their wellness.

I extend my thanks and hugs to best, adorable and trustworthy Senior Ms. Sujatha (Dr.

SRCISH Alumni) and a beautiful family (Sabi amma, Appa and Anna, and cute

princess Sudhanmayi). You never made me miss a smile on my face. You have always

shown a motherly love, sisterly affection, and friendly relationship. Without you, most of

the days are incomplete. I love you, and I still want to be your torturing junior. I pray to

God, May He blesses you with strength in all situations, rational thinking, and a bright

future.



I also thank Mrs. Unnati and Mr. Abhilash (Dr.SRCISH) to continually motivating me

to continue my studies in different instances. I also thank you for sharing your feedback

and guidance related to work. I also extend my thanks to all seniors for their support,

advice, and valuable inputs. Also, I thank juniors of Dr.SRCISH for their support,

especiallyMs. Varsheni.

I extend my thanks to the nature lover Ms.Deepa (AIISH). I always admire your

dedication, determination, commitment, humbleness, and so on, I go mute when I have to

speak about you because words cannot describe you. I thank you for making me feel

happy in the hostel, the encouragement you gave during exams, and sharing your balcony,

where I have experienced immense peace. I pray to God for his work in upcoming days

and let His plans happen in all your commitments. I also extend my thanks to all seniors

for their support, guidance, and valuable inputs.

I express thanks to each member who is part of my 'class-station' in the Journey of Life

who gave the moment of caring, sharing, affection, distress, support, grief, celebration,

groupies, judgmental, and so on. Parnika for her helping hand, Sarah for praying hands

and comforting, Neeraja for her cute conversations and entertainment, Sabin

(Information Master) for the information that you share, Sweekriti for the comedies and

attractive dances that you make during presentations, Rishisha and Sudha for their

silence, Shivaranjani for her humbleness, Sreerenthu for her rational thinking, Pauline

for her commitment and leadership, Riddhi for all the adjustments and balancing you do

between students and faculties, Neha for her support, Sameera, the loudspeaker of the

class. I also thank Prasanna, Reshma, Sundari, Roja, and Hima. I thank Shishira for

all feedback and valuable inputs and for the timely help.

I also thank all members of BRAINIACS for all the conversations and sharing we had. I

especially thank Mohana, Manju, Kiruba, Hema, Tanuja, Sushma, Kalaiarasan,

Chetana, Krupa, Nivedha, Dibya (my play partner), Anju, Delna, Devi, and others.



I thank Sameera and Devi for being an incredible team; we had enough space, which

helped us to maintain healthy communication. I especially thank Devi for being with me

in the paperwork and the journey we had to Orissa, the best and happy days!!!!

I thank Pastor. Vijay Kumar, Christ Passion Church, Mysuru, for your enriching

teaching and your constant sharing of the love of God. I extend my thanks to church

ministers Mr. Vicas, Mr. Angel, Mr. Prakash, Mr. Anil, Mr. Joshua, and Ms.

Kumuda, for your support and prayers. I thank Mr. Peter and his family for providing

love and care, and also, the delicious food for us (CPC girls). I also extend my thanks to

other church members and their families.

The CPC girls (Shiva, Krupa, Rishisha, Sarah, Roja, Jasper, Binusha, Sundari, Visano,

and lastly myself), I thank each of you for sharing the love of God. Thanks for all the

time we spent praying, walking to church, working in the decoration committee, and

other little works. Thanks for making me feel comfortable and praying for all my needs

and my family. I pray for your spiritual journey with God.

I also thank the Fellowship- An Army Rising (CPC girls, Pauline, Tanuja, Deepa,

Sneha, Teena, Siri, Anita, Sneha, Jerusha, and others) for the time of worship, word of

God and prayers. I pray God for you and your family to grow in the spiritual life and to

continue being a blessing in this world.

It is a must I should never forget the two essential persons whom God has given in this

journey of life. Firstly, I extend my love and thanks toMrs. Janifer ( Jeni ma), for being

my sister and faithful friend. The bond between us has never set us apart even though we

are miles apart since these two years. God bless you to be wise and fruitful women to

your family.

Secondly, I extend my thanks to Mr. Vijay (Sendhil J)for being my strength, mentor,

friend, father, and also playing the role of mother in my life. I pray to God for you and

your family. God bless you to be fruitful wherever you're sowed.



I extend my thanks to the Al-Anon group and Alcoholics Anonymous members, Ms.

Ludomilla, Ms. Rita, Ms. Bijoya, Mr. Komi, Mr. Dominic, Mr.Vijay, and many

others. You all are awesome models to break through many problems. I sincerely thank

you for your support and guidance.

Princess, Mastermind, Guide, Teacher, a Doctor, specifically Dermatologist, Master chef,

Accountant, Home Minister, Nature friend, a Running deer covered infinity miles for the

household, and many more roles without the formal education or training of it. So,

having many personalities in one body is my AMMA, Mrs. Vijaya. A mighty lady who

overcame all her shortcomings and suffering for her children. I thank God for her, as the

word of God says, her strength and dignity are her clothing, and she laughs at the time to

come. She opens her mouth with wisdom, and the teaching of kindness is on her tongue.

She looks well to the ways of her household and does not eat the bread of idleness. Many

women have done excellently, but she surpasses them all (Proverbs 31:25-30). Whenever

people question her saving of what she has, she always points at me that I'm her blessing

(Psalms 127:3), but I'm blessed to have her in my life. But now I say she is blessed by

God abundantly to do these mighty work(Proverbs 31:25-30) in me. I thank Ms. Amita

Sridhar for educational and financial guidance received through my mother. Also, thank

Ms. Gomati and Ms. Minoti for educational guidance

I thank my Appa, Late. Navananda Kumar, for fulfilling all the needs and being

available whenever required. You always allowed to make my decision and been my side

with the trust that you had. You made me aware of your work, spoke to your higher

person to push me forward, and that push is the reason where I am. Without you, my

studies are incomplete, it might be a typical dialogue, but this is the daring truth of my

career. After many obstacles finishing bachelors, we worked in the same place; it was

proud moments when familiar people, authorities, professionals, and parents of the

institute children got to know that a security's daughter is their service provider,

colleague, and supervisor. I'm sure you must have also experienced the same. Even

though we had enormous bitter and sour times together, we also had little sweetest time

and togetherness. I will always make You and AMMA proud.

https://www.biblegateway.com/passage/?search=Proverbs+31:25-30&version=ESV
https://www.biblegateway.com/passage/?search=Proverbs+31:25-30&version=ESV


I thank my dear brothers Karthigeyan and Vigneshwar. A sincere thanks to both of you

for taking care of the family. Karthi, thanks for being a fatherly brother who shows care

and gives surprises, and provides many things for me at the right time. Vignesh, thanks

for being a friendly brother, irritates, listens, obeys, and shares most of the things. I pray

to God that we will stand for one another and above all, keep loving one another

earnestly since love covers a multitude of sins (1 Peter 4:8)

I thank God for giving Mr. Lingamoorthy and Mr. Rajendran and their families for

always strengthening my weakness and having trust in me. I will always be grateful and

faithful to my grandparents and you both. I dedicate this completion to our family.

I thank Ms. Jaya and Ms. Sumathi (mother and daughter) and family for the love,

care, and support that I'm receiving from you.

I thank all other relatives and neighborhood members for always giving your caring

words and motivating my works.

I extend my thanks to all the participants of this study without whom this research is

impossible.

Lastly, I thank you (reader), who spent the time to go through all work. May God bless

you.

And I want to end my thanksgiving with the word of Albert Einstein, "Try not to

become a man of success; Rather be a man of Value."

***BESTWISHES***

https://www.biblegateway.com/passage/?search=1+Peter+4:8&version=ESV


Table of Contents

Chapter No. Content Page No.

List of tables ii

List of Figure iii

I Introduction 01

II Review of literature 06

III Method 39

IV Results 45

V Discussion 50

VI Summary and Conclusions 62

References 68

Appendix 77



ii

List of Tables

No Title Page No.

1. Mean an Standard Deviation of Age and BMI of

Group I and II

46

2. Mean and Standard Deviation of Acoustic

Parameters of Group I and II

47

3. Results of One Way ANOVA for Between Group

Comparison

48

4. Results of Mann- Whitney U Test for Between

Group Comparison

48

5. Results of Spearman’s Correlation Test 49

6. Summary of Study Findings Related to Mean

Age of Participants

52

7. Comparison of PFF0 and SFF0 in Various Studies 58



iii

List of Figures

No Title Page No.

1. Representation of the Menstrual Cycle. 10



1

Chapter I

Introduction

Aronson and Bless (2011) defined voice as an "audible sound produced by the

larynx, which embodies such parameters as pitch, loudness, quality, and variability."

Voice is affected by most of the body systems. Among all the structures, larynx receives

the best interest due to its vulnerable characteristics. This cartilaginous structure, the

larynx, consists of intrinsic and extrinsic muscles, skeleton and mucosa, and also

constitutes vascular, neurological, and other connected structures. Lungs provide a source

of air that passes between the vocal folds and supply power for life and voice. The

supraglottic cartilaginous structures such as lips, tongue, palate, pharynx, sinuses, and

nasal and oral cavity act as resonators for sounds produced at the level of vocal folds.

Minor changes in these structures and their interconnections could turn out extensive

changes in the quality of voice.

"Your body is the baggage you must carry through life. The more excess

the baggage, the shorter the trip" – (Glasgow, 2010)

The human body is composed of many kinds of tissues, as lean or fat; each will

change significantly in a brief time, counting on exercise and diet. Once the energy intake

exceeds the energy output for an extended period, then the amount of body fatty (adipose)

tissue will increase. Lack of exercise in addition to excessive intake of high- energy food

is an apparent reason behind fat (Handan et al., 2019). Obesity is considered as a

metabolic syndrome; one intriguing potential explanation is that the balance between

omega- 6 and omega-3 fatty acid polyunsaturated within the popular food chain has
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modified (Petersen, 2007). Maintaining a person's weight within 20% of ideal

weight is recommended to maintain good health. Above 20%, the increasing weight

represents the increase of risk to our body, physically and mentally (Sataloff, 2017).

Physiologically, with the impact of estrogen hormone, body fat tissue will increase in

females in line with muscle mass at the start of the adolescence period. With aging, a

variety of factors like physiological condition (gestation) and climacteric condition (the

period of life when fertility and sexual activity are in decline in women, i.e., menopause)

may contribute to the current weight increase (Aslan et al., 2019). The prevalence of

Obesity condition in the world ranges between 29.4% for men and 53.1% for women

(Aslan et al., 2019 and Ogden et al., 2015). The prevalence of fatness is higher among

urban populations, high socioeconomic status, and conjointly in South Asian countries.

From 1998 to 2018, the incidence of fatness is rapidly increasing as a result of an inactive

lifestyle and consumption of high calories food (Ahirwar and Mondal, 2019). Mishra et al.

(2018) found urban population was at a higher risk of obesity as compared to the rural

community.

Obesity and Voice

The weight will interfere with abdominal breath support for voice production

due to elevated adipose tissue around the abdomen and ribs, which results in reduced

strength of the respiratory muscle and compliance of chest (Souza and Santos 2018). The

deposition of adiposity, and reduction in lumen diameter, cause an endocrine reaction,

which increases free fatty acid accumulation in the skeletal muscles resulting in the

decrease of glucose intake, conjointly affects endurance and fatigue. In some cases, it's

going to conjointly change vocal resonance because the further pounds may considerably
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reduce the size of the lumen of the pharynx higher than glottis (Takaki et al., 2016).

Likewise, being underweight isn't thought of healthy. It will cause poor circulation and

psychological distress. Low and high weight usually raises the symptom (Sapienza et al.,

2016). Even a moderate degree of obesity could affect the respiratory system adversely,

undermining support for speech (Sataloff, 2017). The increase in tissue bulk in the chest

wall, neck, and laryngeal airway regions results in excessive fat deposition, i.e., obesity

leads to impaired vocalization (Acurio et al., 2014). Also, interfere with the acoustics

features of voice (Souza et al., 2014), i.e., fall in fundamental frequency (Souza and

Santos, 2018) in obese individuals, but results are contradictory (Acurio et al., 2014).

Takaki et al. (2016) assessed the relationship between BMI and acoustic voice

parameters in male and female adults. One hundred and twenty-four individuals between

18 and 45 ages were selected randomly. The BMI (by measuring height and weight) and

speech formants (sustained vowels /a/, /i/ and /ɛ/ analyzed using spectrography) were

analyzed. They found a direct correlation between BMI and F3, even though the degree of

correlation was low. Also, the association was not significant; the authors believed that

there is a relationship that leads to alteration in speech patterns with an increase in body

weight. The limited sample size and its inadequate number of subjects in each group were

the limitations of the study, as pointed out by the authors.

Souza et al. (2014) found an insignificant difference in mean fundamental

frequency in morbidly obese women and control groups. Still, there was a considerable

difference between the two groups concerning the maximum phonation time parameter.

The authors concluded that increased adipose tissue interfered with vocal parameters in

the vocal tract. A similar study carried out in eighty- four adult females aged between 18
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and 40 years grouped normal, underweight, overweight, and obese based on BMI

classification (Eveleth, 1996) by Souza and Santos (2018). The authors found a statistical

difference in the average fundamental frequency between underweight, overweight, and

obese and also between normal (non-obese, healthy) and obese participants. The

participants in the underweight, normal, and overweight showed higher maximum

phonation time than obese with statistical significance. The authors concluded that

decreased F0 values were affected by body weight in obese and overweight individuals.

Individuals with obese BMI showed lower MPT, which could have been affected by the

enhanced adiposity around the ribs and abdomen, favoring a substantial decrease of this

parameter.

Need for the Study

The vocal tract plays an essential role in forming speech sounds; by amplifying

specific harmonics and dampening others, which results in the resonance of the sound

according to an individual's configuration. Certain factors like body volume or weight

and height can influence voice production and cause a change in acoustic parameters.

Specifically, individuals with obesity have an abnormal fat deposition in the upper airway,

which impedes characteristics of voice (Souza et al., 2014). People with Obese BMI

display the following changes in speech characteristics: hoarseness, whispering, vocal

instability, modified jitter and shimmer, and the existence of speech strangulation at the

end of the emission (Da Cunha et al., 2011). Individual voices with morbid obesity differ

from individual voices without obesity and show essential changes in vocal features in

both genders (Da Cunha et al., 2011). Individuals with overweight and obesity, a change
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in acoustic characteristics, mainly decreased F0 and MPT values have been noticed

(Souza and Santos 2018).

In contrast, Mass doesn't contribute to change in F0 because the vibratory pattern

of the vocal folds occurs as a wave, so the movement of the vocal fold is not uniform, and

therefore the center of mass cannot be definite. The length, thickness, and depth are the

dimensions of the vocal folds, which affect F0 (Titze, 2011). This view of Titze is

supported by other researchers as well. Souza et al., 2014 found a statistically

insignificant difference in F0 of the voice in morbidly obese women and control groups.

Similarly, Solomon et al., 2011 did not detect changes in laryngeal airway resistance, and

airflow, acoustics, and maximum phonation time for sustained vowel tasks for either

group comprising non- obese and obese adults who underwent bariatric surgery.

With the aforementioned review of literature on acoustic parameters and body

size, there is a lack of agreement on the absence or presence of a relationship between

vocal parameters and body mass or size. Further, studies exploring the influence of

obesity on voice features in the Indian population are very spare; particularly, there is a

remarkable difference in the physical stature of Indians from the western population. The

voice clinician or voice researcher needs to be aware of this relationship for learning and

service. Hence the, need for the present study arose. The present study is aimed to

investigate the correlation between voice parameters and body mass index in Indian

females.
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Chapter II

Review of Literature

Phonation is typically due to aerodynamic forces acting at inherently elastic

tissue of vocal folds, placing the vocal folds into vibration and developing acoustic

energy that's known as 'voice.' The vibration of the structure changes by muscular forces

that affect the effective mass and tension of vibrating vocal folds. Phonation for speech is

a voluntary behavior, but our body includes continuous modifications in aerodynamic and

muscular forces, involuntary reflexes mediated through the nervous system underlying

the production of voice ensuing in variations of pitch and loudness produced in non-

dysphonic speech and singing. According to Shewell (2009), "Voice is the sound that

emerges from the nose or mouth, mechanized by breath, produced by vibration, and

shaped by the vocal tract." VOICE is also; shaped by the physical and emotional state of

an individual and the situation they speak. In this study, the influence of the physical state

is the focus.

Developmental Changes in the Larynx

Various researches are contributing to the adjustments within the larynx

throughout the existence span from pediatrics to adulthood and geriatrics. The pediatric

larynx is located higher in the neck than an adult, which descends after puberty.

Subsequently, the lengthening and widening of the pharynx contribute to modifications in

the resonance of the voice. The entire laryngeal framework in children is much softer

than in adults, which makes it less vulnerable to blunt trauma. Still, the larynx has a

higher risk of disintegrating and leading in the compromise of the airway. The pediatric
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hyoid bone assumes a much decrease in the vertical role and may overlap the thyroid

cartilage. There is no thyroid prominence (Adam's apple) that does not appear until

puberty. The angle of the thyroid laminae in the newborn is about 1200, close to that of an

adult female.

Additionally, the cricothyroid space within the developing larynx is a narrow slit

and hard to comprehend with palpation. Finally, the length of the vocal fold in the

newborn is 2.5 to 3.0 mm (0.1 to 0.2 inches), developing rapidly with puberty and

achieving an adult length of about 17 to 21 mm (0.7 to 0.8 inches) in adult men and 11 to

15 mm (0.4 to 0.6 inches) in adult females (Hirano, 1983). The membranous portion of

the vocal fold is similar because of the cartilaginous portion. There is no vocal ligament

in newborns, with an immature one growing between the ages of 1 to 4 years. The vocal

mucosa is thinner in newborns and young children. The lamina propria is a single layer;

layers seem between the ages of 6 and 12 years, and an utterly differentiated covering is

only apparent after puberty.

As an individual reaches his or her Sixties and beyond, there are structural

changes throughout physiological systems, and these changes affect the accuracy, speed,

range, endurance, coordination, stability, and strength of muscular movements. A number

of the age-associated modifications encompass hardening of the laryngeal cartilages,

atrophy, and degeneration of the intrinsic laryngeal muscular tissues, cricoarytenoid joint,

glands in laryngeal mucosa, lamina propria, and alterations in the conus elasticus and

reduced laryngeal blood flow. These modifications are collectively known as

presbylarynx.
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Voice Changes across the Life Span

The infant's voice has been advised to generally have expected fundamental

frequency within the variety of about 400 to 600 Hz, without a massive, determined

difference amongst sexes in the fundamental frequency. Pitch and fundamental frequency

gradually lower in each sex in the direction of infancy and through the early life years

with the fast adjustments in fundamental frequency taking place in the course of the first

four months and 2 to 13 years of age. Fundamental frequency (F0) generally becomes

distinguishable by sex at approximately 11 years and certainly by 13 years. Among

females, the F0 lowers about one octave from birth to puberty, but for males, it drops two

octaves. The change in F0 in males is the result of increased length and mass of the vocal

folds. The growth modifications that occur in the larynx at some point of puberty

(referred to as a mutation, wherein the neck lengthens, and the larynx descends and grows

in length) are accountable for changes in F0 in both sexes with full variation taking place

within 3 to 6 months. As females pass from adolescence into adulthood, mean F0 tends to

be relatively stable within the range of 180 to 230 Hz until the onset of menopause

because of hormonal changes, variations in both pitch and the F0 documented by various

authors. Watts and Awan (2019) found females of 18 to 30 years had significantly higher

mean F0 than females in their age of 40s, 50s, 60s, and 70s. At the side of developmental

changes, other elements reason changes in a female voice, the maximum frequent of the

other reason encompass vocal abuse, allergic reaction, upper respiratory tract infection,

and hormonal effect. In conjunction with these causes, the increase in body

weight/obesity causes changes in voice, increasing the instability/ variability. Obesity is a

result of a long-time discrepancy between energy intake and energy expenditure, which
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results in the storage of non-essential lipids in adipose cells (American Psychiatric

Association, 2013).

Dynamic Characteristics of the Female Voice

Voice changes associated with sex hormones are frequent in both the sexes and

occur throughout life. In females, cyclic voice change and laryngeal change occur with

each menstrual cycle, and permanent modifications occur at menopause; hence the

prevalence of voice changes and complaints are higher in females. Males undergo a more

dramatic initial pubertal voice change, but they have relatively stable circulating levels of

sex hormones across the life span and undergo fewer subsequent voice changes. In

females, at puberty estrogen and progesterone levels rise, secondary sex characteristics

develop, and the menstrual cycle initiated. Throughout a woman's productive life, their

voice has cyclic changes in the relative serum concentration of estrogen and progesterone

that affects the functions of the larynx. A menstrual cycle is a phenomenon that naturally

occurs in females due to changes in hormones, and these changes occur continuously for

28 days (Figure 1). This cycle controlled by a decrease or increase of sex hormones, with

primary involvement of estrogen and progesterone hormones.

An increase in the estrogen hormone level produces a hypertrophic effect

(increase in muscle mass), increases capillary permeability (and in turn increases the

chance of bleeding), and the mucous secretion thickens. The concentration of the

hormone estrogen gets decreased at the time of menses duration (days one to four), post-

menstrual stage (days five to ten), and pre-menstrual stage (days twenty- three to twenty-

eight). The drop in estrogen hormone results in a physiological change through raised
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tissue permeability, which is mostly edema of the tissues, and this occurs at the initiation

and following menses stage (days one to ten). Hormone Progesterone functions as a

competitor (an antagonist) of estrogen hormone; it inhibits capillary permeability. As a

result of this antagonistic function, cellular congestion increases by trapping intracellular

fluids created by estrogen. Hormone Progesterone will increase after ovulation stage

(ovulation occurs fourteen days before the menses stage if an individual's average

menstrual cycle is twenty- eight days, in that case, that individual will ovulate at around

day fourteen) than at the time of menses, and also has an ability of diuretic impact

because of its composition it moves on sodium metabolism, consequently decreases

secretions ensuing in dryness. Because of the successive pattern and changing

concentration of the hormones, the impact on the vocal folds vibratory characteristics will

be temporary and mostly evolve all through at particular time intervals of the cycle.

Figure 1

Representation of the Menstrual Cycle.
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Source: Kunduk, M., Vansant, M. B., Ikuma, T., & McWhorter, A. (2017). The effects of

the menstrual cycle on vibratory characteristics of the vocal folds investigated with high-

speed digital imaging. Journal of Voice, 31(2), 182-187.

Kunduk et al. (2017) used digital imaging to investigate the effect of the

menstrual cycle on the vocal fold functions in females. The authors collected samples

from thirteen female participants aged between 20 and 28 years using the HSV (High-

Speed film and Video) equipment. Authors considered samples collected at different

stages of the menstrual cycle: pre-menstruation (one to five days before the expected

onset of menses; at ovulation stage (between days thirteen and fifteen of the cycle); and

post menstruation stage (three to five days of the cycle). A 70° rigid laryngoscope (Model

9106, KayPentax, Montvale, NJ) with HSV system (Model 9700, KayPentax) and a 300-

W cold light source (CLV-U20, Olympus America, Center Valley, PA) used for

laryngeal examination; the recordings captured at 2000 frames/second for 8 seconds.

Participants produced and held /i/ vowel at comfortable pitch and loudness during the

examiner positioned the laryngoscope for examination. The acoustic parameters such as

Fundamental frequency (F0 in Hz), Fundamental frequency deviation (F0 SD in Hz),

Harmonics-to-Noise Ratio (HNR in dB), Harmonic Richness Factor (HRF in dB) were

analyzed.

Additionally, the authors investigated the interaction between reduced reflux and

vocal fold function, using the Reflux Symptoms Index (RSI), and self-rated Perceptual

Voice quality Ratings (PVR). RSI is the 1–10 analog rating scale (where, 1 = best, 10 =

worst), and self-rated PVR is a visual analog scale that scores between 0 and 100 (where
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100 is the most severe). The authors found young female's vocal cord vibratory behavior

did not have a significant difference from one menstrual cycle to the other.

A similar study was carried out by Abitbol et al. (1999), where they aimed at

studying voice characteristics at the time of the pre-menstrual phase and ovulation in

young women aged between 23 to 26 years. The authors used Spectrographic analysis

with the vocal sample of vowel /i/; Stroboscopy for analyzing vibration of the vocal

mucosa, and Electrolaryngogram for visual examination of the vocal folds. The authors

found the following findings;

 Hypersecretion of mucus on vocal folds of three subjects which caused frequent

throat clearing for three to four days at the ovulation phase; this was absent in the

rest of the ninety- four participants.

 Mucosal signs (including edema of the vocal mucosa, reduced supraglottic and

subglottic secretions which resulted in the dryness of the larynx due to thickened,

and diminished glandular and alteration in amplitude).

 Vascular signs noticed among 71 percent of total subjects (including pre-

menstrual dilation of micro-ovaries, reactionary edema, submucosal vocal fold

hematoma).

 Muscular and mucosal signs in 60% of the subjects (including a decrease in

muscle tone, the reduced power of vocal muscle contraction, vocal fold nodule,

and posterior chink).

 The loss of harmonics from spectrographic analysis.
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Abitbol et al. (1999) documented vocal syndrome in hundred menopause

females. They found seventeen subjects had menopause syndromes, including lowered

vocal intensity, decreased phonatory range with the inability to produce high notes, vocal

fatigue, and loss of timbre in speech and singing. Remaining eighty- three participants

showed a slight manifestation of the syndrome mentioned above. The symptoms found in

seventeen subjects were progressive and specifically noticed in professional voice users.

The stroboscopy findings of these subjects showed unilateral muscular atrophy (in eight

out of seventeen participants), vocal fold mucosa thinning, bilateral atrophy (in nine out

of seventeen participants), there is a decline in the amplitude of phonation and finally,

asymmetry of both vocal folds.

Voice Change and Pregnancy

Disturbances of voice during pregnancy are not uncommon, which is mostly due

to sexual hormonal imbalance. The fast-bodily changes that arise all through pregnancy

cause significant voice modifications. Estrogen and Progesterone hormones are utmost

during the third trimester causing changes in the nasal cavity, gingival region, and

laryngeal mucosa. Excessive levels of progesterone decrease the lower esophageal

sphincter and gastric motility; and higher intra-abdominal pressure, which tends to

exacerbate laryngopharyngeal reflux. Illness of vomiting at some point of the primary

trimester also exposes the larynx to belly contents. Abdominal distention all through the

later stages of pregnancy interferes with gastric muscle function and interferes in vocal

production. Laryngopathia gravidarum is an unprecedented voice disorder of pregnancy-

related to preeclampsia. The reason is incompletely understood. The progressive
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hoarseness in laryngopathia gravidarum is due to edema of the superficial layer of lamina

propria, and it resolves unexpectedly after parturition.

According to Shiny Sherlie and Varghese (2012), voice changes during

pregnancy are collectively known as Laryngopathia Gravidarum. During pregnancy,

abdominal distension interferes with functions of abdominal muscles, which alters

phonation mechanics, and creates overuse/ abusive injuries. The primary vocal symptoms

include loss of voice and hoarseness. Specifically, singers exhibit a diminished range of

pitch and a deeper voice. During this stage, management could be mainly focused on

supportive mechanisms (like hydration), and usually, singers advised to refrain from

singing till functions of abdominal muscles get back to normal. Laryngopathia

Gravidarum typically gets resolved naturally at postpartum due to endocrinologic

alterations and return abdominal functions to baseline.

Breastfeeding reasons excessive levels of circulating prolactin, which suppresses

healthy female sex hormones. In women who breastfeed, the circulating levels of

estrogen and progesterone are similar to the ones observed during menopause. As the

frequency of breastfeeding decreases, the prolactin level drops, and the normal menstrual

cycle resumes. Common symptom encountered in the course of breastfeeding is mucosal

modifications, which include mucous membrane dryness.

Ghaemi et al. (2018) evaluated the vocal changes in three trimesters of Iranian

pregnant women. Participants in this study were ninety- three Women in the gestational/

pregnancy period and thirty-one women in the non-gestational period between the ages

ranges of 23 to 36 years. Among ninety-three Women in the gestational period, thirty-
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three were in the first trimester, thirty-one in the second trimester, and twenty-nine in the

third trimester of their gestational periods. Exclusion factors for the participants included

a history of upper and lower respiratory tract infection, laryngeal surgery, head, and neck

radiotherapy, smoking, and endocrinological issues. Among the 93 Women in the

gestational period, five in the first trimester, four in the second trimester, and ten in the

third trimester had Gastroesophageal reflux disorder (GERD), and nausea was common

in the first trimester. In this study, authors have carried out both subjective and objective

evaluation. In this study, authors have used a rigid 700 telescope (KarlStorzTelecamDXII,

Tuttlingen, Germany) for endoscopic examination, including vocal fold and its closure

patterns and mobility span of the vocal folds. They recorded vocal signals using an

AKGD5 dynamic microphone (AKG, Vienna, Austria) placed at 10 cm distance from the

mouth, and subjects produced the vowel /a/ as long as possible twice. The authors have

taken the longest duration among them for MPT.

Similarly, subjects produced /s/ and /z/ with two repetitions, the analysis had

done with the longest among them. Subsequently, the subjective evaluation was done

using the Persian versions of VHIP-30, which consists of 30 questions and scored

between 0 (meaning never) and 4 (meaning always). Authors have used SPSS

Version17.0 (IBM, USA) for statistical analysis.

From this study, authors have found, the absence of significant difference among

women of the control group, first-trimester, and second-trimester groups, and, but

decreased MPT showed a substantial difference between third-trimester women and other

groups. In laryngeal findings, the authors found diffuse laryngeal edema and vocal fold

edema, and it was not significant. They did not see a difference in acoustic measures (F0,
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jitter, shimmer, and HNR) between the groups. This acoustic finding is in high consensus

with other supporting studies documented in their work. In subjective evaluation, authors

used a self-rated questionnaire, Persian versions of VHIP-30; the result revealed that

women in the third trimester had a higher score with a significant difference as they

reported more difficulties than other groups due to their voice quality. This study directs

to investigate further voice changes across the span of pregnancy, carrying out a

longitudinal study. In parallel to the changes as mentioned above, women develop vocal

changes due to constriction of the airway at the level of source and passage by varying

reasons among which Obesity is common in the present scenario.

Obesity

Obesity is one of the globally faced significant problems of well- being or health.

The rise in obesity is a severe rising concern, especially in developing and

underdeveloped nations. In the last 30 years, the rate of obesity has increased by 40%

(Engin, 2017). Because of differences in behavioral characteristics (e.g., unavailability of

meals for the duration of childhood and inadequate physical activity) and organic

characteristics (e.g., hormonal imbalance), females are at higher risk of being

underweight, obese and overweight in comparison to their male opposite numbers

(Kanter and Caballero, 2012). The percentage of overweight/obesity in women is

increasing in the maximum among the Low- and Middle-Income Countries (LMICs) (Ng

et al., 2014). The prevalence of obesity/overweight in the Bangladesh population varied

from 9 to 39% (Chowdhury et al., 2018). The socio-demographic factors such as

education, watching television, marital status, age, wealth index, the status of

employment, and residency are associated with increased overweight and obesity. The
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effect of extreme obesity on mortality is more significant among younger than older

adults. Obesity is associated with an elevated risk of several cancer types. The co-

morbidities associated with obesity are cardiovascular, musculoskeletal, metabolic,

endocrine, psycho-emotional diseases, and undoubtedly many more. Henceforth, obesity

is associated with a substantial reduction in life expectancy as a result of this obesity

gains the attention of medical requirements at foremost to attain medical stability for

livelihood.

Further, the human body is composed of many kinds of tissues, as lean or fat;

each will change significantly in a brief time, counting on exercise and diet. Once the

energy intake exceeds the energy output for an extended period, then the amount of body

fatty (adipose) tissue will increase. Lack of exercise in addition to excessive intake of

high- energy food is an apparent reason behind fat (Handan et al., 2019). Obesity is a

metabolic syndrome; one intriguing potential explanation is that the balance between

omega- 6 and omega-3 fatty acid polyunsaturates within the popular food chain has

modified (Petersen, 2007). For an individual to be healthy, the weight maintained within

20% of the ideal weight is optimal. Above 20 %, the increasing weight represents the

increase in risk to our body, physically and mentally (Sataloff, 2017). Physiologically,

with the impact of estrogen hormone, body fat tissue will increase in females in line with

muscle mass at the start of the adolescence period. With aging, a variety of factors like

physiological condition (gestation) and climacteric condition (menopause is the period of

life when fertility and sexual activity declines in women) may contribute to current

weight increase (Aslan et al., 2019).
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The weight will interfere with abdominal breath support for voice production as

a result of increased adipose tissue in and around the abdomen and ribs, also reduction in

the compliance of chest wall movement and strength of the respiratory muscle (Souza

and Santos, 2018). The fatty adiposity deposition, along with the decrease in the

diameter of the lumen, results in an endocrine reaction, which raises the accumulation of

fatty acid in skeletal muscles resulting in the reduction of glucose intake, conjointly

affects endurance and fatigue. In some cases, it is going to conjointly change vocal

resonance because the further pounds may considerably scale back lumen of the pharynx

higher than glottis (Takaki et al., 2016). Likewise, being underweight is not thought of

healthy. It will cause poor circulation and psychological distress. Low and high weight

usually intensities the symptom (Sapienza et al., 2018). Even a moderate degree of

obesity could affect the respiratory system adversely, undermining support (Sataloff,

2017).

Prevalence Studies

Hah et al. (2015) intended to establish the prevalence of laryngeal disease and

risk factors in the general population; and also, to compare the incidence of vocal

complaints between both sexes individually for the different laryngeal disease. Data

collected from the Korean National Health and Nutrition Examination Surveys

(KNHANES) during 2008– 2011 by the Centers for Disease Control and Prevention of

Korea population using stratified, multistage clustered sampling. Out of 31,217

participants, individuals below nineteen and young children (n =57,778) were missing

cases as their data was not part of the survey. The participants who declined to undergo

laryngoscopy examination (n=53,803) and those individuals who did not provide data



19

about education, income status, smoking, alcohol consumption, pulmonary tuberculosis,

asthma, and allergic rhinitis history (n=5,597) were excluded from the study. Hence, the

authors continued this study with 19,039 participants (8,195 males and 10,844 females)

between 19 to 97 years. By using KNHANES’s weighted values from the data, authors

estimated the prevalence and odds ratios (AORs), representing a total of 30,471,019

subjects (15,101,064 males, 49.6% and 15,369,955 females, 50.4%). An Otolaryngologist

examined each participant using a 700 rigid endoscope. The organic laryngeal conditions

evaluated include epiglottic cyst, vocal nodule, vocal polyp, vocal cord paralysis, vocal

cyst, Reinke's edema, sulcus vocalis, contact granuloma, hyperkeratosis, laryngitis,

laryngeal papilloma, and laryngeal cancer. Related factors included in this study are as

follows

 Body mass index (BMI): BMI groups devised as low BMI, <18.5 kg/m2; normal

BMI, 18.5–25 kg/m2; and high BMI, -25 kg/m2 based on The Asia-Pacific

perspective: Redefining Obesity and its Treatment (WHO, 2000)

 Monthly income: Based on Organization for Economic Cooperation and

Development, 2009, participant's household income divided by the square root of

the number of household members; monthly income subdivided into lowest, low-

middle, upper-middle, and highest quartile

 Educational level: This factor classified as low education group (Uneducated and

those who had graduated only from elementary or middle schools) the middle

group (with high school and junior college graduation) and the high group

(graduate school and college graduates)
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 Alcohol consumption: Alcohol consumption was divided into the following three

categories: < once a month; 1–4 times a month; and >twice per week

 Smoking status: was divided into < 5-lifetime packs (100 cigarettes) smoked, and

≥5-lifetime packs smoked,

 History of pulmonary tuberculosis, asthma, and allergic rhinitis evaluated with a

questionnaire and based on the diagnostic history provided by a medical doctor.

The authors found that Laryngitis was a common disease, followed by Reinke's

edema, vocal nodules, and vocal polyp. The laryngeal disorders' significance was higher

in males than in females; ˂ 35% of patients had voice problems with the history of

laryngeal disease. But, participants’ subjective voice complaints were significantly higher

in females than in males concerning laryngitis, vocal nodules, Reinke's edema,

hyperkeratosis, and vocal cyst. And the male population showed a higher number

concerning laryngeal cancer. The authors found a Reinke's edema, vocal cyst, vocal fold

palsy, sulcus vocalis, laryngitis, and laryngeal cancer were positively associated with

aging. Even though females were negatively associated with laryngitis, the adjusted

prevalence and odds ratios (AORs) for gender did not show the significance of other

diseases. Authors also found the association between BMI and smoking and various

laryngeal conditions namely

 Low BMI group and vocal nodules are inversely associated

 The low BMI group had decreased airway resistance (where the air passes

through the cavity with ease)
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 High BMI group and laryngitis are positively associated. And further, as obesity

increased the risk of laryngopharyngeal reflux increased causing inflammation of

the larynx (Saruc et al., 2012), thus increasing laryngitis risk

 Smoking is positively associated with an epiglottic cyst, Reinke's edema, vocal

polyp, hyperkeratosis, and laryngeal cancer

 History of tuberculosis adversely associated with Reinke's edema; allergic rhinitis

was positively related to vocal nodules, laryngitis, and epiglottic cyst and

negatively associated with the vocal polyp

 A higher educational level and vocal nodules were positively associated

 Alcohol consumption was not associated with any laryngeal condition

 Authors have pointed absence of association between asthma and laryngeal

diseases;

 Formation of the vocal nodule and epiglottic cyst due to allergic rhinitis, which

induces throat clearing and chronic upper airway irrigation

The limitations of this study are the lack of objective voice analysis and

participant medication history. Additionally, the authors could have considered

occupation as one of the related variables and the psychological factors as well. They

should have included self- reporting questionnaire. As the age group is large from 19 to

90 years, neurological aspects (including degenerative condition, autoimmune conditions,

and other related elements) should have taken into consideration.

Parimalavalli and Kowsalya (2015) conducted a cross-sectional study using

anthropometric measurements to find the overweight/ obese prevalence in adolescents

between 11- 15 years in rural and urban areas of Salem District, Tamil Nadu.
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Anthropometric measurements are a series of quantitative measures of the bone, muscle,

and adipose tissue, which used to assess the body composition. The core factors of

anthropometry are body circumference (waist, hip, and limbs), height, weight, BMI, and

skinfold thickness. In this study, subjects were grouped based on age and specific

percentile of BMI using the CDC (Centers for Disease Control and Prevention) BMI-

Age growth chart (Mei et al., 2002). Based on this chart, underweight is less than or equal

to age-specific 5th percentile; normal weight is between 5th and 85th age-specific

percentile; overweight is between 85th and 95th percentile, and Obesity is at 95th percentile

and above. Circumference measure of waist and hip obtained using a measuring tape to

calculate Waist Hip Ratio. This study has indicated a higher prevalence of

overweight/obesity found in rural girls (15.88%) than urban girls (13.74%) than boys

(12.18%) in rural areas and (10.45%) metropolitan areas. The authors also found a lower

prevalence of overweight/ obesity in boys than girls. The highest prevalence of

overweight/obese noticed in 14 years in rural boys (15.76%) and 13 years (12.40%) in

urban boys.

On the contrary, the highest prevalence of overweight/obesity seen in urban girls

at fourteen years (22.72%) and thirteen years (20.83%) in rural areas. They concluded

that weight had a significant positive correlation with BMI, and other anthropometric

measurements had no significant relation with BMI of the urban overweight /obese girls.

The height and weight of rural overweight/obese girls had a significant positive

correlation with BMI. However, waist circumference, hip circumference, and Waist Hip

Ratio (WHR) had no significant association with BMI.
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Al Kibria et al. (2019) studied the prevalence and elements related to

underweight and overweight or obesity among the Indian women between 15 to 49 years.

The data for this study obtained from the National Family Health Survey (NFHS- 4)

(2015- 2016). Authors have used BMI cut-offs of the World Health Organization and

BMI for the Asian population (WHO, 2004). Based on Asian cut-offs, the prevalence of

underweight, overweight and obesity was 22.9%, 22.6% (95% CI: 22.5–22.8), 10.7%

(95% CI: 10.5–10.8), respectively. Based on WHO cut-offs, 15.5% (95% CI: 15.4–15.7)

was underweight prevalence, and 5.1% (95% CI: 5.0–5.3) overweight prevalence.

Compared to Asian and WHO cut-offs, the Asian cut-offs are more apt to use in the

Indian scenario as the range of each severity is lower, which would help to identify risk

factors much earlier. The underweight prevalence declined with an increase in age, while

obese/ obesity prevalence increased with age as per each cut- off. They observed a higher

incidence of overweight and obesity among using hormonal contraceptive users; at the

underweight prevalence was better hormonal contraceptive non- users. The three

backward classes (i.e., scheduled caste, scheduled tribe, and other backward classes)

showed an increased occurrence of underweight. However, other backward classes

showed an increase in the prevalence of obesity, according to both Asian and WHO cut-

offs. The people with overweight/weight problems were higher in urban areas than rural

areas as per each cut-off. The underweight prevalence was higher in rural areas as

compared to urban areas (26.8% vs. 15.5%).

Magnetic Resonance Imaging (MRI) and Fat Deposition

Many researchers studied vocal tract shape in subjects with obesity based on the

information of the pathogenic role of Obesity among patients with Obstructive Sleep
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Apnea (OSA). Horner et al. (1989) compared the deposition of fat around the upper

airway among individuals with obese BMI with a positive history of OSA and weight-

matched control individuals without OSA using MRI, considering the site(s) and size(s)

of fat deposits. The authors found excessive fat deposition at various locations of the

vocal tract was lesser in individuals without OSA. MRI showed the absence of fat

deposition in the oropharyngeal region. But, they found adiposity deposition in areas of

the palate, pharyngeal region, and anterior to the laryngopharyngeal space in all subjects;

additionally, this was significantly higher for individuals with obesity. Also, the fat found

within the tongue was 40% to 50% of the total participants with OSA.

Obesity and Voice

Bosso et al. (2019) aimed to find the voice characteristics of individuals with

morbid obesity. In this study, the authors have grouped the participants under two groups,

namely, the Obese group and the Control group. The first (Obese) group consisted of

twenty- seven women selected between the age of 26 to 59 years, were chosen for

bariatric surgery whose BMI was above 35 kg/m2 or 40 kg/m2, which was one of the

inclusion Standard established by the Federation Medical Committee. Similarly, the

second (control) group consisted of twenty- seven women with ideal height and weight,

who’s BMI, was less than 24.99 kg/ m2. Each participant underwent an audiological

evaluation; participants with a threshold below 40 dB NA and tympanometric curve type

A were included in this study. Exclusion criteria included any laryngeal trauma or

lesions and with the history of smoking. In this study, authors have investigated the

following voice characteristics using four parameters:
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 Questionnaire: This parameter contained information on demographic data,

co-morbid features, everyday health habits, profession, vocal, and respiratory

symptoms.

 Voice self-assessment: For self- evaluation authors have used Voice Related

Quality of Life (VRQOL), which consisted of 10 questions, answers recorded

from 1 (never happens and not a problem) to 5 (it always happens and is a bad

problem). The questionnaire rating ranged from 0 to 100; higher scores

indicate poor quality of life. And the Voice Disadvantage Index questionnaire

(VDI) was used; it consists of 30 items, the highest rating of the VDI is 120

points, and the higher the score indicates a greater handicap.

 Auditory-perceptual vocal evaluation: Authors used the GRBASI scale to

evaluate the vocal perceptual parameters such as Grade (G), Roughness (R),

Breathiness (B), Asteny (A), Strain (S), Instability (I). Three independent

Voice assessment specialists who were blind in this study analyzed the

samples. The score given for the sample was between 0 (no change) and 3

(severe change) for each of the parameters.

 Acoustic vocal analysis: For acoustic analysis authors recorded, the voice of

the participants with a microcomputer in the Multidimensional Voice Program

software (Kay- PENTAX), Tokyo (Japan), fixed to the standard sound table.

The voice sample collected was prolongation of vowel / a /, / i /, / s / and / z /

for the maximum duration that they are able to prolong.

 Video-laryngoscopic evaluation: An Otorhinolaryngologist measured this

parameter, using the rigid telescope (Asap), 70°, 8 mm in diameter coupled
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with a multifunctional system (video system type XE-30, Eco X -TFT / USB,

Germany) with image registration.

The authors found the participants in the control group had no co-morbidities or

clinically noticeable symptoms. The results have shown the prominent clinical signs

found in the obese group were voice and gastroesophageal symptoms. Some of the

recorded vocal symptoms were secretion, tiredness when speaking, chronic cough, the

effort to speaking and difficulty in high pitched sounds. The VRQOL and VDI

questionnaires did not indicate any negative impact of voice on self, others, and everyday

activities. In the auditory -perceptual evaluation, scores of the participants in the obese

group were between 0 and 1, wherein the participants of the control group scored 0 in all

the parameters except the 'grade' parameter. Roughness, breathiness, strain, and

instability parameters showed a difference between the groups, which was statistically

significant. The s / z index for the obese group is 1.03, and for the control group is 0.89

because the duration of /z/ was different among groups. In acoustic voice measure, the

obese group had lower values, which was statistically insignificant. But the SPI and NHR

parameters had a significant difference between the groups. The video laryngoscopy

examinations showed the normal study in 92.5% of participants in the control group, and

only 55.5 % of participants in the obese group (remaining 44.5% had posterior

commissure hypertrophy, mid-posterior bowing vocal fold, and vocal fold edema).

To conclude, the authors found GERD symptoms as the main co-morbidity

reported by 22% of individuals with obesity and is associated with increased abdominal

pressure. The gastric content, composition of pepsins and acid, arises at esophagus and

larynx, resulting in inflammation of the mucosal membranes, occurrence of infections,
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and mucosal erosion lining. Posterior pachydermia (posterior commissure hypertrophy)

finding was present in most of the participants in the obese group (33.3%). The auditory-

perceptual voice analyses showed worsening scores for the participants in the obese

group, especially for the parameters R, B, S, and I parameters, due to the compensation

mechanism of the larynx and vocal tract, certainly for the continuous emission of airflow.

The participants in the obese group have more difficulty in producing and maintaining

airflow due to adiposity deposition in the cervical and abdominal circumference. The

participants in the obese group have higher values of NHR and SPI parameters than the

control group. As noticed above, obesity has an adverse reaction to respiratory

performance, resulting in shorter respiratory cycles with reduced expiratory capacity. The

tension of the neck, tongue, pharynx, and larynx musculature; compensates the raised

subglottal pressure and thus increasing vocal emission breathiness.

Solomon et al. (2011) investigated the influence of overweight and reduction of

weight on vocal characteristics using auditory- perceptual, acoustic, and aerodynamic

measures. The participants were classified based on standards reported by the World

Health Organization (WHO) (1995), where BMI of 25 to 30 kg/ m2 is overweight, and

BMI of >30 kg/m2 is obese. Eight participants selected for the obese group had a BMI

higher than 35 kg/ m2, and they had bariatric surgery. For the non- obese group, eight

participants were chosen as carefully as possible for sex and age with BMI ≤ 30 kg/m2.

The total participants selected in this study were 16 adults, eight in each group (obese and

non- obese group) planned for surgery except for the complications of head or neck. All

the participants were arranged for laparoscopic procedures under general anesthesia with

endotracheal intubation for the bariatric procedure or other abdominal procedures. The
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authors collected the data before schedule surgery (within one week, i.e., pre-treatment

recording) and repeated by two weeks, three months, and six months after surgery. The

following tests and procedure administered in this study:

 Visual–Perceptual: In this study, laryngeal imaging carried out using a fiber-optic

endoscopic laryngoscope (Pentax FNL- 10RP3; Kay Pentax, Lincoln Park, NJ).

Participants got examined under topical anesthesia administered in the nasal

cavities. During this procedure, the fiber- optic endoscope passed transnasally; the

participants were seated and positioned the instrument below the rim of the

epiglottis to achieve a clear visualization of the vocal folds. The tasks performed

were prolonged vowels at different pitch and loudness levels, pitch glides,

syllables, and sentences. Images were recorded and rated using a 4-point rating

scale.

 Acoustic: Voice recordings were taken in a sound-treated and electrically shielded

booth. The authors used a head-mounted microphone (AKG C 420; AKG; Vienna,

Austria) positioned at 4 to 5 cm from the lips coupled with the KayPentax

Computerized Speech Laboratory (CSL 4500, Lincoln Park, NJ). The tasks were

to sustain vowels /i/ and /u/ for approximately 3 seconds, each at comfortable

pitch and loudness and was given six sentences from Consensus Auditory-

Perceptual Evaluation of Voice [CAPE- V] (Wuyts, De Bodt, Molenberghs, et al.,

2005). Highest and lowest fundamental frequencies (F0) in Hertz and semitones,

as well as minimum and maximum vocal intensities in decibels (dB), were

recorded over multiple trials using the KayPentax Voice Range Profile (4326) and

its supplied table-mounted microphone (Shure SM48), positioned 15 cm from the
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lips was measured. Three trials of Maximum Phonation Time (MPT) measured,

among these, the longest was considered. The acoustical analysis was done by

extracting the middle portion of the sustained vowel. Using the KayPentax,

Multidimensional Voice Program (Model 5105) Jitter, Shimmer, and Noise-

Harmonic Ratio (NHR) was obtained. And authors used the Dysphonia Severity

Index (DSI), the weighted algorithm that considered to reflect vocal function and,

to a lesser degree, quality.

 Auditory – Perceptual: The sustained vowel (/i/ and /a/) and sentence samples

were rated by three Speech-Language Pathologists using CAPE- V where the

domains measured were severity, roughness, breathiness, strain, pitch, and

loudness. Raters were blinded, and they rated under randomized conditions.

 Aeromechanic: Initially, participants sustained vowel /a/ for approximately 3

seconds at 30% of the F0 range (F0 range is the percentage of the total F0 range in

semitones and selected to represent a comfortable pitch) for determination of

airflow. Later, each participant repeated the syllable /pI/ seven times slowly at the

rate of 1.5 syllables per second and in a sustained and connected fashion. To

determine laryngeal airway resistance (Rlaw), the participant produced the syllable

at a comfortable level. To obtain Phonation Threshold Pressure (PTP), each

participant repeated syllables as quietly as possible, among these whispering was

eliminated. The aerodynamic assessment continued with either KayPentax

Phonatory Aerodynamic System (PAS Model 6600) or its accompanying software

or Glottal Enterprises Aerodynamic system (Syracuse, NY) (MS-100) coupled

with DATAQ data acquisition hardware and WINDAQ data analysis software.
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The authors reported the following findings;

 Visual – perceptual: Three participants with obesity had partially obstructed views

of the vocal folds due to supraglottic constriction or inadequate illumination of

vocal folds, vocal fold edema, or thick mucus. One of them had ventricular

phonation while sustaining phonation and mediolateral and anteroposterior

constriction preoperatively. Over time with a decrease in his BMI, the supraglottic

constriction was reduced and resulted in the absence of ventricular phonation.

Three participants in both groups exhibited anteroposterior constriction during the

first session, which persisted during subsequent sessions. No other participants

rated as having excessive mediolateral constriction for any course.

 Acoustic: Authors did not find the difference (significant) between groups for any

acoustic variables namely Relative Average Perturbation (RAP), i.e., jitter,

Amplitude Perturbation Quotient (APQ), i.e., shimmer, Noise-to- Harmonics

Ratio (NHR), Semitone (ST), sound pressure level (SPL), Dysphonia Severity

Index (DSI) and Maximum Phonation Time (MPT). Similarly, in longitudinal

analysis, there was no significant effect or interaction except for the interaction

for NHR.

 Auditory- Perceptual: The authors have highlighted that the rating for each

parameter from each sample indicated voice characteristics with the absence of

significant differences between groups. And the longitudinal analysis showed

statistically significant effects for loudness parameters between groups and

noticeable changes in strain and pitch across sessions.
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 Aeromechanic measures: Longitudinal analysis data of twelve participants who

completed the study revealed a significant effect for PTP, both at 30% and 80% of

the F0 range. Reanalysis carried to find the influence of BMI, considering it as a

covariate factor. The main effect for the session was no longer significant for PTP

30% [F (3, 27) = 1.497, p = 0.238], or PTP 80% [F (3, 27) = 0.427, p = 0.736],

indicating that BMI explained some of the variances in the data. PTP 30%

consistently decreased as BMI decreased for three participants (who participated

in three sessions); PTP 30% inconsistently decreased for the other three

participants, and inconsistently increased for one participant.

To conclude, this study examined the influence of body weight on vocal quality

between the participants in the non-obese and obese groups. They found an insignificant

difference in perceptual voice quality, acoustic measures, or aeromechanic measures in

both groups at the beginning of this study. But a longitudinal analysis indicated auditory-

perceptual (especially, strain) and aeromechanic differences. Both the groups differed in

perceived loudness and pitch in longitudinal analysis, which was statistically significant;

however, the difference was small. They found a significant difference for PTP across

sessions for vocal production at both comfortable and high pitches (30% and 80% of the

F0, respectively). Results showed that PTP 30% and 80% dropped over time, but PTP

30% was prominent in the obese group, and the variation within the group was relatively

small especially, for the non- obese group. The obese group exhibited raised PTP 30%

data, marked variability, and decreasing PTP 30% values over the first three sessions.

The authors had proposed, the amount of tracheal pressure required to set the vocal folds
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into oscillation was enormous when structures had obesity, and the necessary force

decreases to some extent as they proceeded to lose weight. The limitations of this study

are its less number of participants, heterogeneous group, and the visual – perceptual

ratings are not well explained.

Barsties et al. (2013) studied voice quality, phonatory range, and vocal

aerodynamics across different bodyweight groups in females. The twenty-nine

participants were divided into underweight (UW- ˂18.5 kg/m2), normal weight (18.5-

24.99 kg/m2) and obese (OB- 25- 29.99kg/m2) groups (WHO, 1995). The authors

anthropometrically determined the participant's body fat. And the volume of fat was

quantified with RH15 9LB Harpenden Skinfold Caliper (Baty International, West Sussex,

UK). Other parameters analyzed by authors are as follows;

 Acoustic: The phonatory range acquired using Voice Profiler for the production

of vowel /a/ at softest intensity, loudest intensity, lowest F0, highest F0, F0 range,

and intensity range. The analysis was done for the middle- three-second portion

selected from phonation. Voice quality in time- domain and frequency- domain

(jitter (local), jitter (rap), jitter (ppq5), shimmer (local), shimmer (local dB),

shimmer (apq11) and mean harmonic to noise ratio (HNR) measured using Praat

(Paul Boersma & David Weenink, Institute of Phonetic Sciences, Amsterdam,

The Netherlands) software. Also, Cepstral Peak Prominence (CPP) and smoothed

peak prominence (CPPs) was estimated using the Speech Tool program. The

acoustic Voice Quality Index (AVQI) obtained using the Praat and Speech Tool.

The effect of confounding variable on frequency analyzed by asking the subject to

match the F0 of their /a/ with a note of Speaking Fundamental Frequency (SFF0).
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Further, the result of post hoc analysis of mean loudness of sustained vowel,

showed absence of difference between groups, thus confirming the validity of the

acoustic measure. Sixty seconds of running speech used as a measure of habitual/

comfortable Speaking Fundamental Frequency (SFF0).

 Auditory- Perceptual: Two Speech-Language Pathologists analyzed the speech

sample based on Hoarseness (H), Roughness (R), and Breathiness (B) using a

four-point equal, in which 0 is normal, one is slightly disordered, two is

moderately disordered, and three is severely disordered, and the inter-rater

reliability was assessed.

 Aerodynamic: Relative measure of Vital Capacity, which is the difference

between VCM and VCE (whereVCM is measured VC and VCE is the expected

VC)), Maximum Phonation Time (MPT) as the longest duration of three sustained

phonations produced comfortably. The voice recording has taken using Praat

software to measure the initiation and end of phonation accurately, and Phonation

Quotient (PQ in mL/s) calculated as the ratio between VC and MPT.

The results reported by the authors are;

 On observation of the data, the groups were significantly different in weight, BMI,

relative adiposity, and age. The height measurement is the same in both groups.

The participants in the OB group were older with the mean age of 25 years than

other groups. For relevant habits and conditions, the participants in the OB group

had the highest Reflux Symptom Index (RSI) value, and the participants in the

UW group had the lowest RSI value. Normophonic subjects have not reported any

impact of allergy and had fever spring, gastric ulcer, and any general diseases.
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 Acoustic measures of phonatory range: Only for I- min ( Intensity minimum), I-

max (Intensity maximum), and SPL, the participants in the OB group had a

significantly higher value than the participants in the UW and NW groups.

Further, the F0- low was considerably higher in the UW group than in the NW

group.

 Auditory – perceptual and acoustic measures of voice quality: Both groups failed

to differ significantly in any measure except in shimmer, in which the OB group

had significantly lower shimmer than the NW group. Interestingly the participants

in the OB group scored better on most of the measures except for CPP and the

perception of H and R.

 Vocal aerodynamic measures: The UW group had significantly lower VCM and

VC M-E (VE is the expected Vital Capacity) than OB and NW groups. NW group

had a substantially higher value than the other two groups for MPT.

The authors concluded that shimmer values were significantly lower in the OB

group than the other two groups, which would be indirectly sensitive to body weight, and

this is not much defined. They have pointed out that shimmer and SPL, gender, and F0 are

not directly associated. From sustained vowel production, the perturbation measures did

not differ among groups, and henceforth the difference noticed in this cannot be wholly

accepted as variability. They found that participants in the OB group showed

significantly higher I-min, I-max, and habitual SPL in connected speech, indicating the

ability of participants in this group to produce vocal output at higher habitual intensity

levels and higher maximal voice. But they cannot phonate as softly as other participants

due to raised resistance due to additional mass of the vocal folds or surrounding tissues
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(Solomon et al., 2011), especially in the supralaryngeal regions resulting in increased

pharyngeal resistance. In the aerodynamic measures, the VCM was lowering (significant),

and MPT was shorter (significantly) in the UW group than in NW and OB groups, this

would be the effect of lesser movement, weight, and strength of abdominal muscles in

UW group. In the OB group, VCM was higher, and MPT was shorter when compared to

the NW group. Authors mentioned that the bodyweight does not alter voice quality and

other parameters significantly; however, some patterns do exist, i.e., bodyweight

influences specific features associated with amplitude perturbation, intensity, F0, VC, and

MPT of voice. Limitations pointed by the authors are small sample size as it fails to

establish causality between voice and weight gain, absence of laryngeal imaging (which

strengthens information regarding laryngeal structure and physiology), and absence of

self- evaluation report.

Need for the Study

Those mentioned above developmental, climacteric, and gestational changes are

a normal process in women. However, there are few descriptions given to an ideal or

healthy vocal behavior. According to Wilson (1987), a pleasant voice has "pleasing voice

quality, a proper balance in nasal and oral resonance, appropriate loudness, appropriate

voice fluctuations using pitch and loudness and age, size, and gender-appropriate

speaking fundamental frequency." Additionally, the voice will not comprise noise

(Hollien, 2000)). Shewell (2009) emphasizes the following aspects of free voice;

 Body: Body, which is as free of inappropriate postures and excess tension. An

adequate amount of muscle tension is essential.
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 Breath: This gives the best support to voice when it is not higher within the torso,

which ensures the involvement of abdominal muscles than accessory muscles to

provide better airflow.

 Channel: Comprises the structures from the level of vocal cords to the lips and

nose. The typical voice should lack inappropriate or inadequate or excess

muscular tension of the vocal tract. The excess or low tightness of the channel

negatively affects the airflow, voice or sound quality, and the structures.

 Phonation: Highlights the vibration and vibratory pattern of the vocal fold. It also

accounts for phonation stamina or resistance or endurance during vocal activities.

 Voice approach: Includes various registers, namely, head, oral, and chest. If there

is too much focus on one rather than another in vocal production, it results in

imbalance.

 Pitch: Free voice will comprise a comfortable pitch appropriate for age, gender,

and personality.

 Loudness: Free voice has a variety of loudness required to emphasize words when

necessary. The loudness is associated with breath in the absence of an excess of

laryngeal constriction.

 Articulation: Free voice is the result of the precise audible pronunciation of each

sound with adequate fluency, pace, pause, and rhythm.

As observed from the literature, the vocal tract plays are crucial in the production

of speech sounds, which amplifies specific harmonics and dampens others depending on

individual configuration. Certain factors like body volume or weight and height can

influence voice production and cause a change in acoustic parameters. Specifically,
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individuals with obesity have an abnormal fat deposition in the vocal tract, which might

hinder the production of acoustic measures (Souza et al. 2014). People with obese BMI

display the following changes in speech characteristics: hoarseness, whispering,

instability, modified jitter and shimmer, and the existence of speech strangulation at the

end of the emission (Da Cunha et al., 2011).

Individual voices with morbid obesity differ from people's voices without obese

BMI and show essential changes in vocal features in both genders (Da Cunha et al.,

2011). Significant changes noticed in individuals with overweight and obese BMI are

having decreased F0 and MPT values (Souza & Santos, 2018).

In contrast, mass is not the only contributor for changing F0 because the

vibratory pattern of the vocal folds is a wave phenomenon of itself and its associated

structures. Therefore structural mass cannot be defined as the only reason for the

vibratory pattern. Vocal fold dimensions influence F0, but it depends on the length,

thickness, and stiffness of the structure (Titze, 2011). This view of Titze is supported by

other researchers as well. The authors did not find a significant difference between the

voice in morbidly obese women and control groups (Souza et al., 2014) considering

fundamental frequency. Solomon et al. (2011) did not find vocal changes across the

different time of recording for acoustic, maximum phonation time, laryngeal measures in

groups comprising non- obese and obese adults who underwent bariatric surgery

(Solomon, 2011).

Hence, it draws the attention of voice clinician or voice researcher to be aware

of this relationship. Because of the aforementioned reports on vocal parameters and body
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weight, there is a lack of consensus on the absence or presence of a relationship between

vocal parameters and body mass or size. Hence, the need for the present research is to

study the relationship between BMI and acoustic voice parameters in Indian females.

Null Hypothesis

 There is no significant difference in acoustic parameters and Body Mass Index

(BMI) between groups

 There is no correlation between acoustic parameters and Body Mass Index.

Aim

 To determine the effect of BMI on acoustic voice parameters

 To establish the relationship between BMI and acoustic voice parameters in

young female adults

Objectives

 To measure and document the acoustic voice parameters in females with normal

BMI

 To measure and profile the acoustic voice parameters in females with obese BMI

(BMI greater than 25 kg/m2)

 To compare the acoustic voice parameters between non- obese and obese groups

 To determine a correlation (if any) between BMI and acoustic voice parameters in

females with normal and obese BMI.
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Chapter III

Method

This study is a standard- group comparison research in which groups are formed

based on an independent variable; to compare the groups based on the same independent

variable and other dependent variables. In standard group comparison, there is no

manipulation of the independent variable, and only the dependent variables are measured.

Participants

A total of fifty- one female participants between the age range of 22- 35 years

without any previous history of vocal complaints were considered for the study. The

selected participants were grouped based on BMI variable according to work published

by Misra et al., 2011, 'The Revised Consensus of BMI guidelines for Indians'. The

participants in this study allocated to the non- obese (Group I) whose BMI ranged

between 18.5- 22.9 kg/m2 and the obese group (Group II) whose BMI was ≥ 25 kg/m2.

Group I consisted of 24 participants, and group II consisted of 27 participants. Further,

the participants who fulfilled the below-mentioned inclusion and exclusion criteria were

selected to measure the acoustic parameters.

Inclusion Criteria for Participants in Group I and II

 Participants without the history of vocal complaints, dysphonia or other laryngeal

pathology

 Participants without the history of smoking and alcohol consumption
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 Based on 'The Revised Consensus of BMI guidelines for Indians', female

participants whose BMI varies between 18.5 – 22.9 kg / m2 allocated to the Non-

Obese group (Group I).

 Similarly, for female participants whose BMI is higher than 25 kg / m2 allocated

to the Obese group (Group II )

 Participants with normal speech, language and hearing, communication, and

cognitive skills were selected.

Exclusion Criterion for Participants in Group I and II

 According to Koufman & Isaacson (1991) classifications of professional voice

users; the individuals who were Elite Vocal Performer (including actor and singer)

and the professional voice users (especially teachers)

 Individuals with a history of voice disorders, allergies, Gastroesophageal Reflux

Disorder (GERD), upper and lower respiratory tract disorders at the time of data

 Individuals with syndromes or malformations, physical or intellectual disability,

and who underwent surgical procedures to the head or neck and those with

orofacial myofunctional alterations

 Individuals with neurological impairment

 Individuals who have an irregular menstrual cycle and Polycystic ovarian

syndrome

 Individuals under the Pre-Menstrual Syndrom (PMS) period and menstruation

 Individuals who were in the third trimester of gestation
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Procedure

The participants were explained about the aim and objectives of the study, and

written informed consent (Appendix A) was obtained. Each participant was evaluated

individually. Each participant's height and weight were measured to establish BMI. Their

height was measured using a flexible measuring tape (in centimeter unit and converted to

meter unit). Weight was measured using a digital personal weighing machine (in

Kilogram unit) for the human body with participants positioned with their back and head

straight in Frankfurt horizontal plane, feet barefoot and parallel, and placed in the mid-

line of the platform of the device. The BMI was calculated using the below-mentioned

formula by Groff and Gropper (2009).

BMI (in SI units): Weight (kg)/ Height (m2)

The participants were seated on a chair comfortably with head and back erect in

a noise-free room. The vocal signal was recorded using Olympus Multi-Track Linear

PCM recorder LS-100 (Olympus Imaging Corp. designed by Olympus in Tokyo). The

recorder was placed at a distance of 10 cm from the mouth. The participants were

instructed to perform the following tasks;

 Participants were instructed to phonate the vowel /a/ for 3-5 seconds for three

trials. Three trials were recorded with a rest period between the trials, and intake

of water was encouraged if required by participants. Among the three trials, the

sample with steady phonation and minimal instability selected for further analysis.

The dependent variables Phonation Fundamental Frequency, Jitter, Shimmer,

Noise to Harmonic Ratio, and Harmonic to Noise Ratio, were measured.
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 Participants were instructed to count numbers from 1 to 10 in any language

(participants’ mother tongue was Kannada and Hindi) at their comfortable pitch

and loudness. The Speaking or Counting fundamental frequency extracted from

this sample.

 In order to obtain respiratory efficiency, Maximum Phonation Duration (MPD)

was obtained. Participants were instructed to prolong the vowel /a/ as long as

possible by taking a deep breath prior to the phonation. A digital stopwatch and

Praat software were used to obtain the duration measure in seconds. Three trials

were recorded with a rest period between the trials and intake of water was

encouraged if required by participants, among these three samples, the sample

with maximum duration and least variability was considered for final analysis.

Instruments and Software's Used

Instrumentation

 Digital weighing machine for the human body was used to obtain weight

 Olympus Multi-Track Linear PCM recorder LS-100 (Olympus Imaging Corp.

designed by Olympus in Tokyo) was used to record the vocal samples

 The recorded sample was transferred on to the computer memory and was

displayed as a waveform.

 Praat software (v. 5.3.56) {(Boersma & Weenink, 2013), [Amsterdam,

Netherlands]} was used to measure the acoustic parameters
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Analysis

1. From the recorded phonation sample, the steady portion was extracted from

the midpoint, and the investigation was carried out for following acoustic

measures

i. Phonation Fundamental Frequency (PFF0)

ii. Jitter (Ji)

iii. Shimmer (Shi)

iv. Noise to Harmonic Ratio (NHR)

v. Harmonic to Noise Ratio (HNR)

2. From the recorded speech sample of counting numbers from 1 to 10, the mid-

portion of the sample with minimal pitch and loudness variation was

considered to measure Speaking Fundamental Frequency (SFF0)

3. Maximum Phonation Duration (MPD): The participants were guided to

prolong the vowel /a/ for as long as possible at a comfortable pitch and

loudness. MPD was measured using a stopwatch, this test was repeated three

times, and the longer time was taken into consideration for analysis.

Statistical Analysis

A commercially available standard statistical package (SPSS software:

Statistical Package for Social Sciences, Version 22) was used for statistical analyses. The

raw data Phonation Fundamental Frequency (PFF0), Speaking Fundamental Frequency

(SFF0), Jitter (Ji), Shimmer (Sh), Noise to Harmonic Ration (NHR), Harmonic to Noise

Ratio (HNR) and Maximum Phonation Duration (MPD) were subjected to Shapiro - Wilk
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test of normality. The acoustic parameters PFF0, SFF0 & HNR satisfied the standard

distribution criteria; hence One Way ANOVA parametric test was done for these

parameters. The other variables MPD, Ji, Sh & NHR, did not meet the standard

distribution criteria; accordingly, a Mann Witney, non- parametric test, was done. And

the non- parametric Spearman’s Correlation Test was done for correlation analysis

between BMI and acoustic parameters.
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Chapter IV

Results

The present study aimed to investigate the correlation between BMI and acoustic

voice parameters (if any) and to compare the acoustic voice characteristics among

individuals with normal and obese BMI. The voice samples collected from fifty- one

phono- normal individuals (twenty- four participants in non- obese group and twenty-

seven participants in obese). The vocal tasks used in this study is (a) phonation of vowel

/a/ for three-five seconds at comfortable pitch and loudness (b) counting numbers from 1

to 10 at comfortable pitch and loudness and (c) prolonging /a/ as long as possible at

comfortable pitch and loudness. The recorded vocal samples were analyzed from the

steady portion of the voice output. Phonation Fundamental Frequency (PFF0), Jitter (Ji),

Shimmer (Shi), Noise to Harmonic Ratio (NHR) and Harmonic to Noise Ratio (HNR)

were extracted from the vocal tasks '(a)'; Speaking Fundamental Frequency (SFF0) was

extracted from task '(b)'; and Maximum Phonation Duration (MPD) was calculated from

task '(c).' Statistical analysis, including descriptive and inferential statistics, were carried

out using SPSS software version 21.

The test of Normality showed a skewed curve, indicating that the data did not

follow the normal distribution. From the Shapiro Wilk test, outliers were noticed in both

the groups, the removal of those outliers from both the groups did not result in a normal

distribution with the remaining data. Hence, further statistical analysis carried out by

considering all the obtained fifty-one samples.

In descriptive statistics, the mean and standard deviation was calculated for both

groups. Inferential statistics were further carried out using parametric, one way ANOVA



46

test and non- parametric, Mann- Whitney U test. The results are discussed under the

following sections;

Comparison of BMI between the groups

Comparison of acoustic voice parameters between the groups

Correlation between BMI and acoustic voice parameters

Comparison of BMI between Groups

The mean age of the non- obese and obese groups is 25.96 and 29.67 years,

respectively. Table 1 shows the age and BMI of both groups. The mean BMI of non-

obese and obese groups is 21.12 and 31.12 kg/ m2, respectively. Table 1 reveals that the

BMI of the participants in group II is higher than in group I.

Table 1

Mean (M) and Standard Deviation (SD) of Age and BMI of Group I and II

Group n Age (Years) BMI (kg/m2)

M SD M SD

Group I

(Non- obese) 24 25.96 3.80 21.12 1.60

Group II

(Obese) 27 29.67 4.40 31.12 5.25
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Comparison of Acoustic Voice Parameters between the Groups

From table 2, it is observed that the mean PFF0 and Ji values are higher in group

II than group I. The mean Shi, HNR, and SFF0 are higher in group I than group II. The

mean NHR is similar in both groups. Lastly, the MPD of the participants in group I is

longer than group II. The standard deviation of the fundamental frequency, both in

phonation and speaking tasks, is higher in group II (obese) compared to group II (non-

obese). Overall the observation of higher standard deviation in group II indicates that it is

heterogeneous.

Table 2

The Mean (M) and Standard Deviation (SD) of Acoustic Parameters of Group I and II

Acoustic Parameters

(Units)

(Group –I) Non- obese (Group- II) Obese

M SD M SD

PFF0 (in Hz) 215 22.53 218 23.29

Ji (in %) 0.28 0.12 0.33 0.24

Shi (in %) 3.29 2.04 2.72 1.34

NHR 0.00 0.00 0.00 0.00

HNR (in dB) 22.42 3.25 21.59 3.40

SFF0(in Hz) 224 23.46 219 26.98

MPD (in sec) 12.50 2.55 11.44 2.19

Note. Hz- Hertz, %- Percentage, dB- Decibel, secs- Seconds

Results of One Way ANOVA, the parametric test revealed that there is no

significant difference between group I and II on the acoustic parameters such as PFF0,
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HNR, and SFF0. Table 3 shows the results of one way ANOVA for between-group

comparison.

Results of the Mann Whitney U test, non- parametric analysis revealed that there

is no significant difference between group I and II on the acoustic parameters such as Ji,

Shi, and NHR. Similarly, there is no significant difference found for MPD measure

between groups I and II. Table 4 shows the results of the Mann Witney U test for

between-group comparison.

Table 3

Results of One Way ANOVA for Between-Group Comparison

Acoustic Parameters (Units) df F Sig (p-value)

PFF0 (in Hz) 1 0.15 0.69

HNR (in dB) 1 0.79 0.37

SFF0 (in Hz) 1 0.56 0.45

Note. df- degree of freedom, F- Variation between samples/ variation within sample and Sig- the level of

significance.

Table 4

Result of the Mann- Whitney U Test for Between-Group Comparison

Acoustic Parameters (units) /z/ Sig (p-

value)

Ji (in %) 0.22 0.82

Shi (in %) 0.10 0.27

NHR 0.36 0.71

MPD (in secs) 0.66 0.09



49

Correlation between BMI and Acoustic Voice Parameters

Results of Spearman's correlation revealed the acoustic parameters PFF0, Shi,

HNR does not correlate with the BMI. Ji shows a moderate positive correlation, and SFF0

shows a strong negative correlation, which is not significant. Similarly, MPD shows a

weak- negative correlation, but it is not statistically significant. Table 5 shows the results

of Spearman's correlation test

Table 5

Result of Spearman's Correlation Test

Acoustic parameters (units) BMI

Correlation Co-efficient Sig (2 tailed) p-value

PFF0 (in Hz) 0.06 0.64

Ji (in %) 0.32 0.82

Shi (in %) -0.15 0.27

NHR 0.05 0.71

HNR (in dB) -0.12 0.39

SFF0(in Hz) -0.99 0.49

MPD (in sec) -0.23 0.09

To summarize, the mean and standard deviation of age and BMI is high in group

II (obese). The acoustic voice parameters PFF0 and Ji are higher in group II (obese); and

Shi, HNR, SFF0& MPD are higher in group I (non- obese), but these differences in

acoustic characteristics are not statistically significant. Also, there is no statistically

significant correlation between acoustic parameters and BMI.
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Chapter V

Discussion

This study aimed to investigate the relationship between acoustic voice

parameters and body weight in Indian females. This study focused on females because

females are susceptible to changes in voice throughout life (Souza and Santos, 2018), the

higher prevalence rate of obesity in females than in males (Al Kibria et al., 2019) and

vocal complaints reported being more elevated in females than in males (Hah et al., 2015).

Chowdhury et al. (2018) investigated the obesity prevalence using the data of Bangladesh

Demographic and Health Survey (BDHS) conducted at three years interval from 1993.

For the current study, authors have taken data from 1999 to 2014; data consisted of

58,192 women between 15 years to 45+ years. They found between 1999 and 2014, the

rate of obesity and overweight raised significantly in women of Bangladesh due to the

increasing trend of watching television, the use of contraceptive pills, age, education, and

wealth index factors. Also, this rise in rate was more in females residing in urban regions

than in the rural regions. Also, another factor to be considered is the relation between the

structural/bodily changes across the life span and vocal changes in females has gained

attention in some studies, signifying individuals with overweight or obesity is anticipated

to have diverse acoustic characteristics (Barsties et al., 2013, Bosso et al., 2019, Da

Cunha et al., 2011, Souza and Santos, 2018).

The individuals with obesity may exhibit changes at three significant systems of

voice, namely the respiratory system (characterized by accretion of adiposity in the

thoracic and abdominal region), phonatory system (characterized by a rise in the mass of

the vocal fold structures) and resonatory system (characterized by accretion of adiposity
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at the upper airway region, causing changes in the resonators). These modifications

contribute to resultant acoustic changes [Barsties et al. (2013), Busetto et al. (2009),

Celebi, et al. (2013), and Souza et al. (2014)]. Horner et al. (1989) investigated the site

and size of adipose deposition at the level of the upper airway in individuals with obesity

using MRI; they observed greater accretion of adiposity in the laryngopharyngeal

airspace, the posterolateral region of the oropharynx, at soft palate level, tongue, and

submental areas. Busetto et al. (2009) studied body fat distribution (BMI) and its

proportion with the pharyngeal region, in women with obesity. The authors found the size

of the upper airway is inversely related to visceral fat and adiposity. According to Da

Cunha et al. (2011), vocal characteristics of individuals who were morbidly obese is

hoarseness (62%), murmuring (27%) and vocal instability (44%); the increase in vocal

complaints is related to an imbalance in the phonatory subsystem due to the deposition of

fat in the larynx and vocal tract.

Few studies suggest acoustic characteristics of voice, exceptionally fundamental

frequency, may be closely related to body weight/body size. But, Titze (2011) suggests

that mass is not the only contributor for changing F0 because of the vibratory movement

pattern of vocal folds occurs like a wave, so the movement of the vocal folds is not

uniform along with the structure. Therefore, the center of mass cannot be defined.

From the previous studies, the prevalence of vocal complaints is high in females,

and the occurrence of obesity is significant as the age increases so that obesity may be

one of the reasons for voice alterations. In the present study, individuals were grouped

based on BMI, the females with normal BMI between 18.5 to 22.9 kg/m2 assigned to

Group I (non- obese group), and females with obese BMI greater than 25 kg/m2 assigned
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to Group II (obese group). The findings are discussed based on the comparison of

acoustic and aerodynamic characteristics between groups and the relationship between

them which are as follows;

Comparison of BMI between the Groups

The mean and standard deviation of age factor of individuals in the obese and

non- obese groups is 29.67 (± 1.60) and 25.96 (± 3.80) years, respectively. Similarly, the

mean and standard deviation of BMI of individuals in the obese and non- obese groups is

31.12 (± 5.25) and 21.12 (± 4.40) kg/ m2, respectively. This result suggests that

individuals in Group II, the obese group, have relatively higher age and high BMI value

than the individuals in Group I, the non-obese group. This pattern similar to the findings

of the literature, as mentioned above. Table 6 shows the mean age of individuals with and

without obesity in different studies.

Table 6

Summary of Study Findings Related to the Mean Age of Individuals

Sl.No. Author and
Year

Number of
Participants

The Age
Range of
Participants
(in Years)

Mean Age (in Years)
Obese
Group

Non-obese
Group

1. Solomon et
al. (2011)

16 26-64 53.1 49.8

2. Barsities et
al. (2013)

91 17-31 24.57 21.38

3. Present study 51 22-35 29.67 25.96

From the above table, the individuals in the obese group have a comparatively

higher mean age than the individuals in the non-obese group. Results of the current study
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are in accord with the findings of Barsities et al. (2013) and Solomon et al. (2011), in

terms of the mean age of becoming obese happens late in life instead of at a very young

age. That is, the obese features might emerge in the later stage of young-middle age

rather than at a very young adolescent or early adulthood period. The possible reason

might be relatively less physical activity, more screen time, reduced daily activities, and

excessive intake of high energy food in middle-age individuals when compared to very

young individuals.

Comparison of Acoustic Voice Parameters between the Groups

The acoustic findings are as follows;

1. PFF0 found for the obese group is 218 (±23.29) Hz, and for the non-obese group is

215 (± 22.53) Hz. The fundamental frequency is relatively higher for individuals

in the obese group than the individuals in the non-obese group, with an

insignificant difference. Similarly, Celebi et al. (2013) found a fundamental

frequency of 236 (±24) Hz for the individuals in the obese group and 221 (±27)

Hz for the individuals in non- obese groups, without significant differences. The

mass would play a role in the vibration of vocal folds where the accretion of

adipose tissue and others might be present in obese individuals. This might lead to

a reduction of the fundamental frequency.

Contrary to this, mass is not the only contributing factor for fundamental

frequency, which includes laryngeal activity, vocal fold length, and

biomechanical mechanism (Titze, 2011). For instance, it is possible that in

individuals with obesity, the supra-laryngeal resistance increase due to the

lessened size of the pharyngeal cavity. Thus, increasing the need for high
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subglottal pressure against the damping effects of added resistance to the

pharyngeal cavity; therefore, raising subglottal pressure results in high voice

(Barsities et al., 2013).

2. Similar to PFF0, the perturbation measures had insignificant differences among

the groups, the mean jitter for the obese and non- obese groups is 0.33 (±0.24) %

and 0.28 (±0.12)%, with the absence of significant difference. The present

findings are in concordance with the study by Celebi et al. (2013), who found that

the jitter is 0.4 (±0.4)% for the obese group and 0.3 (±0.1) % for the non- obese

group. On the other hand, Barsities et al. (2013) observed relatively higher jitter in

the non- obese group than the obese group without significant difference. The

results of the present study align with the findings of Celebi et al. (2013) and

Barsities et al. (2013), where they did not find any difference in jitter value

between obese and non-obese individuals. A similar jitter value in both groups

can be due to the factor that 'obesity' did not influence the pitch related voice

quality parameter such as F0 and jitter. This needs to be further substantiated with

more individuals in the obese group.

3. Celebi et al. (2013) found lower amplitude perturbation in individuals with

normal BMI than individuals with obese BMI, which was insignificant. But

Barsities et al. (2013) found lower shimmer value in the obese group than in non-

obese, which is still negligible. In the present study, the shimmer was 2.72 (±1.34)

% and 3.29 (±2.04) % for the obese and non- obese group. Though, the shimmer

is different between the groups and found it is not a statistically significant

difference between the groups. Hence, the present study is in agreement with the
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findings of Celebi et al. (2013) and Barsities et al. (2013). Acoustically, the subtle

changes related to the sub-glottal air pressure for voice production in individuals

with obese BMI inferred to be stable during vowel phonation as similar

individuals in the non-obese group by considering the same value of shimmer in

both groups.

4. The present study found that the HNR for the obese group was 21.59 (±3.40) dB

and in the non-obese group was 22.42 (±3.25) dB and the difference in HNR was

not significant between the groups. The above findings are following the results

of Barsities et al. (2013) and Celebi et al. (2013), where they reported no

significant difference between obese and non-obese groups in the HNR parameter.

The HNR found by Barsities et al. (2013) between the obese and non- obese

groups is 26.30 (±3.2) dB and 24.56 (±3.1) dB. But Celebi et al. (2013) found

lower HNR value in the obese group than in non- obese group with the values

24.1 (±3.6) dB and 24.9 (±3.6) dB, respectively. Both of these studies lacked the

presence of significance. Harmonic-to-noise ratio measures the comparative level

of additive noise in voice production. Additive noise originates during phonation

from turbulent airflows produced at the glottis. Insufficient closing of vocal folds

allows excessive airflow through the glottis, causing turbulence. The resulting

noise from the friction mediated in a higher noise level in the spectrum. Noise in

the signal can also be triggered by aperiodic vocal fold vibration. The ratio thus

represents the superiority of harmonic (periodic) over noise (aperiodic) levels in

the voice and is expressed in terms of dB (Ferrand, 2002). The findings of the

present study support the results of Horii and Fuller (1990), where they reported
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17 to 19 dB as the HNR in normo-phonic females. No significant difference in

the obese and non-obese group on HNR indicates that the vocal fold vibration is

stable and periodic in both the groups.

5. In Da Cunha et al. (2013) study, the noise component was a substantial difference

between obese and non-obese groups. The NHR value obtained for the obese and

non- obese groups in Solomon et al. (2011) study is 0.13 (±0.02), and 0.14

(±0.04), which was not significant and but they had observed interaction between

NHR and BMI across the sessions (before the bariatric procedure or other

abdominal procedure and repeated approximately two weeks, three months and

six months post-surgery). Although the difference was absent preoperatively, the

longitudinal analysis showed improved quality when overall body weight

decreased. In the present study, the NHR was 0.00 in both groups. The obtained

NHR value in both the group indicates that the vibration of vocal folds is more

periodic. Thus, the result of the present study is in alignment with the reported

findings of Solomon et al. (2011) and Da Cunha et al. (2013) studies where they

reported no difference of NHR between obese and non-obese groups.

6. The SFF0 obtained in the present study are 219 (± 26.98) Hz for individuals in the

obese group and 224 (± 23.46) Hz for individuals in the non- obese group, which

showed an insignificant difference. In the non- obese group, the SFF0 is relatively

greater than the obese group. The lowered SFF0 in the obese group may be due to

an increase of mass component in the phonatory system. In contrast, Barsities et

al. (2013) found SFF0 higher in the individuals of the obese group than the

individuals of the non- obese group, which is observed to be insignificant between
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the groups. The difference between the present study and Barsities et al. (2013)

study on SFF0, is that in their research SFF0 was analyzed from a connected

speech sample in German, while in the present research counting numbers from 1

to 10 was used in the Kannada language as the individuals had Kannada as their

native or regional language. So, this raises the question of whether there is an

effect of stimuli as well as a language over SFF0.

From table 7, studies showed higher PFF0 than SFF0 except for Rohima's

(1998) study. One possible explanation for the dissimilar findings would be the

difference in the subject selection, instrumentation, and procedural variability

among the studies. The outcome of the present study is in concordance with

Rohima (1999), also from her work narration, or reading is found to be suitable

for analysis of SFF0 measure. Also, it is noted that the individuals were from the

South India region; the language used for SFF0 tasks is similar, which would be

one of the reasons for similar findings. This directs the attention to establish and

document F0 differences between obese and non-obese individuals based on task

specificity like phonation of vowels versus counting/reading/spontaneous speech.



58

Table 7

Comparison of PFF0 and SFF0 in Various Studies

Authors Age Range Tasks Instrumentation PFF0 (in
Hz)

SFF0 (in
Hz)

Remarks

Fitch
(1990).

21-
26 years

-
Vowels /a/, /i/,
/u/ and /ae/

-
Reading

-
Monologue

Kay
Electronics Visi
Pitch Model
6087DS with an
IBM PC Interface,
Model 6098.

259 ( ±
30.1)

210 ( ±
18.6)

SFF0 is
lower than
PFF0.

Britto &
Doyle
(1990).

Mean age
23.6 ( ± 1.8)
years

-Vowel /a/
-Reading
-Monologue

Visi-Pitch Voice

Analyzer (Model
6087-DS) (Kay
Elemetrics,
Pinebrook, NJ)
and used a Visi-
Pitch circuit
interface (Model
6096).

218 ( ±
22.3)

199 ( ±
14.9)

SFF0 is
lower than
PFF0
*BMI was
one of the
variables,
and it was
normal.

Rohima
(1998)

7-25 years -Vowel /a/
-Reading
-Narration

Vaghmi of Voice
and Speech
System (VSS)

218 ( ±
9.65)

263 ( ±
9.40)

Native
Hindi
speakers
& (*).

225 ( ±
8.53)

265 ( ±
7.37)

Native
Kannada
(*).

263 ( ±
10.42)

236 ( ±
10.41)

English
speaker
with
native
Hindi&
(*).

277 ( ±
8.61)

231 ( ±
11.35)

English
speaker
with
native
Kannada
& (*).

Macari et
al. (2017)

6 – 35 years -Vowel /A/
Prolongation
-Counting 1
to 10 tasks

Visi-Pitch IV
(Model 3300,
KayPENTAX,
Montvale, NJ)

229
(± 30.08)

196 ( ±
61.15)

SFF0 is
lower than
PFF0

Note. * SFF0 is higher than PFF0
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7. In the aerodynamic measure, the performance of individuals in both groups

showed a relatively similar result. The mean MPD of individuals in the obese and

non-obese groups are 11.4 (± 2.19) seconds and 12.50 (± 2.55) seconds,

suggesting that the individuals in group I (non- obese) have relatively higher

MPD than group II (obese), but it did not show a significant difference. Barsities

et al. (2013), in their study, on twenty- nine females between 17 to 31 years found

the mean MPD of the participants in the non- obese group is 21.61 (±4.92)

seconds, and the obese group is 17.83 (±3.23) seconds, but it did not show a

significant difference. The present study findings of MPD support the results of

Barsities et al. (2013), who reported poor MPD performance in obese females

than non-obese females. Reduced MPD in obese females can be attributed to

impaired pulmonary function where there is elevated adiposity around the ribs

and abdomen regions. This increased accumulation of excessive fat around those

areas would influence the glottal efficiency and thereby reduced MPD in obese

females (group I).

Also, Celebi et al. (2013) and Souza and Santos (2018) found a

significant difference between groups; the mean MPD for the individuals in the

non- obese group was higher than individuals in the obese group. The reason

pointed by the authors for the considerable difference was the rise in difficulty in

adjusting the aerodynamic and myoelastic forces of the larynx due to elevated

adiposity around the structures of respiratory mechanism and thereby affecting its

function, which is necessary for good vocal production (Da Cunha et al.,
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2011).The result of the current study varied in terms of significance compared to

the reviews, as mentioned above.

Correlation between BMI and Acoustic Voice Parameters

In the present study, there was no correlation found between the acoustic

parameters (except Ji, SFF, and MPD) and BMI. But, jitter (Ji) was moderately correlated,

Speaking Fundamental Frequency (SFF0) had a strong- negative correlation, and MPD

showed weak- negative correlation with BMI. In addition to this, these correlations

showed the absence of a significant difference. The results of the present study are in

accord with Solomon et al. (2011) results, where they found the lack of correlation

between acoustic parameters and BMI. Authors of the latter study found an interaction of

the only one acoustic measure, noise component, noticed in longitudinal analysis with

groups. They reported that the NHR parameter reduced as per the reduction in the overall

body weight.

The absence of correlation of major acoustic parameters in the present study

may be due to the fewer individuals in the obese group. Also, the insignificant, weak

relationship of acoustic measures with BMI can be due to the individuals' age factor (very

young females). The prevalence of obesity is more common among middle-aged women,

particularly in the upper age limit, where the accumulation of fat deposition in the

pulmonary, laryngeal, and articulatory system would be remarkably present than in very

young females (Chowdhary et al., 2018). The other reason could be the acoustic

parameters chosen in the present study, which would not be sensitive enough to detect

and document the underlying influence of obese related issues on voice feature

differences between individuals with and without obesity.
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Hence, the present study accepts the null hypotheses proposed, such as

 There is no significant difference in acoustic parameters and body mass index

(BMI) between groups

 There is no correlation between acoustic parameters and body mass index

Therefore, the results of the present study conclude that the body mass index does not

alter the voice quality and other measures (MPD) in young females (22 to 35 years of

age) .
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Chapter VI

Summary and Conclusions

Obesity is one of many health issues that are raising serious concern, since the

last 30 years in underdeveloped and developing nations, where the obesity rate has risen

by 40% (Engin, 2017). The prevalence of obesity is high in females than in males (Aslan

et al., 2019; Ogden et al., 2015 and Parimalavalli and Kowsalya, 2015). Also, the obesity

rate in females residing in urban areas is higher than the females in rural areas

(Chowdhary et al., 2018) due to low physical activity and excessive intake of high-

energy food; this leads to the deposition of excessive fat in the abdominal, laryngeal and

supralaryngeal regions which alters the production of voice at the level of power, source,

and filter (Source Filter Theory, Fant, 1960)

Da Cunha et al. (2011) reported altered jitter, shimmer, vocal instability,

hoarseness, whispering, and strangulation towards the end of the voice production are the

noticeable characteristics of individuals with obesity. Takaki et al. (2016) found a direct

correlation between BMI and third formant frequency (F3), even though the significance

is low. Souza and Santos (2018) found a significant difference in fundamental frequency

(F0) and Maximum Phonation Duration (MPT) between participants with underweight,

overweight, and obese BMI and participants with healthy and obese BMI. However,

Solomon et al. (2011) study did not show substantial differences in perceptual, acoustic,

or aerodynamic measures between the non- obese and obese groups' baseline results but

noticeable auditory-perceptual (especially strain) and noise measure difference across

sessions in longitudinal analysis. There was no consensus or unison finding among
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researches to explain the effect of body weight on voice. Further, there is a dearth of

literature on the effect of obesity on the voice in the Indian population. In this context, the

present study attempted to study the relationship between obesity and voice.

The present study aimed to compare the acoustic characteristics between

individuals with normal and obese BMI and to find the relationship between BMI and

acoustic parameters, especially in females, because the physiology of vocal changes,

obesity, and their prevalence is high in females. Participants were selected from the City

of Mysuru and its nearby locality. Individuals with adequate communication skills and

negative/no history of vocal complaints, dysphonia or other laryngeal pathology, smoking,

alcohol consumption, structural deformities, upper and lower respiratory infection,

GERD, medication for hormonal imbalance, PMS and third-trimester gestational period

at the time of recording was selected for the participation.

Totally fifty- one healthy non- dysphonic individuals participated in the study

between the ages range of 22-35 years. Each participant's height was measured using a

flexible measuring tape (in centimeter unit and converted to meter unit). Weight was

measured using a digital personal weighing machine (in Kilogram unit) for the human

body with participants maintaining their position with feet barefoot and parallel, back and

head straight in Frankfurt horizontal plane in the mid-line of weighing machine. The BMI

was calculated using the "Weight (kg)/ Height (m2)" formula of Groff and Gropper

(2009). Based on "The Revised Consensus of BMI guidelines for Indians (Misra et al.,

2011), participants were grouped. The participants with BMI between 18.5 to 22.9 kg/m2

assigned to Group I (non-obese group) and those with a BMI ≥ of 25 kg/m2 assigned to

Group II (obese group). Examiner used Olympus Multi-Track Linear PCM recorder LS-
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100 (Olympus Imaging Corp. designed by Olympus in Tokyo) to record each

participant's phonation of vowel /a/ and counting tasks by placing the device 10cm away

from the mouth. The samples were analyzed using Praat software (v. 5.3.56) {(Boersma

et al., 2013), [Amsterdam, Netherlands]}to extract the raw data of acoustic measures such

as Phonation Fundamental Frequency (PFF0), Jitter (Ji), Shimmer (Shi), Noise to

Harmonic Ratio (NHR), Harmonic to Noise Ratio (HNR), Speaking Fundamental

Frequency (SFF0) and Maximum Phonation Duration (MPD). Statistical analysis was

done using SPSS software. Results of the Shapiro - Wilk test of Normality showed

normal and skewed distribution. Hence One Way ANOVA parametric test and Mann-

Witney U and Spearman's Correlation non- parametric tests were done accordingly. The

results of the present study revealed several points of interest.

The obese group had relatively higher age and high BMI value than non-obese

group implying that the obese features might emerge in the later stage of young-middle

age rather than at a very young adolescent or early adulthood period due to less physical

activity, more screen time, reduced daily activities, and excessive intake of high energy

food.

The acoustic measures Phonation Fundamental Frequency (PFF0) and Jitter (Ji)

were relatively higher in group II than group I. Shimmer (Shi), Harmonic-to-Noise Ratio

(HNR), and Maximum Phonation Duration (MPD) were relatively lower in the obese

group than the non- obese group. Also, the Noise-to-Harmonic ratio (NHR) was similar

in both groups. These findings did not show a significant difference between the groups.

Present study findings support the findings of Celebi et al. (2013) and Barsities et al.
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(2013), where they found no difference between acoustic voice measures between obese

and non-obese participants.

There was no correlation found between the acoustic parameters (except jitter,

speaking fundamental frequency and maximum phonation duration) and Body Mass

Index. But, jitter was moderately correlated, speaking fundamental frequency had a

strong- negative correlation, and maximum phonation duration showed weak- negative

correlation with Body Mass Index parameter without any significance.

The above findings are insignificant, mostly due to the BMI and age of the

participant. The BMI found in this study was not sufficient to cause modification in the

acoustic characteristics in young- middle age females. The prevalence of obesity is

common in middle-aged females, particularly at the upper age limit, where an

accumulation of fat deposition in the pulmonary, laryngeal, and articulatory system

would be remarkably present than in very young females (Chowdhary et al., 2018). The

other explanation may be the acoustic parameters chosen in the current analysis, which

would not be sufficiently sensitive to detect and record the underlying effect of obese

related issues on differences in voice features between obese and non-obese individuals.

Hence, from the findings of the above study, the proposed null hypothesis "there

is no difference on acoustic and MPD measures of voice between obese and non-obese,"

and “there is no correlation between acoustic and MPD parameters of voice and body

mass index in obese and non-obese individuals" are accepted.
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Clinical Implications

1. The present study augments the knowledge and understanding of voice clinician

about the relationship between Body Mass Index (BMI) and acoustic voice

measures in healthy young adult females where the present study revealed no

influence on BMI on certain acoustic parameters of voice.

2. This study found differences in fundamental frequency between speaking and

phonation tasks. Studies in this direction also highlight differences that exist in

phonation versus speaking tasks. Hence, in the routine clinical evaluation of voice,

the fundamental frequency needs to be profiled by considering both the tasks,

speaking as well as phonation.

3. The results of the present study help the clinician in counseling procedure to

create awareness among females about the effect of obesity on the voice at

different age groups. The presence of a few subtle differences between the obese

and non-obese individuals in acoustic characteristics of voice and MPD measures

needs to be addressed. Additionally, the study results can be used in counseling

about the impact of weight loss on voice.

Limitations of the present study

1. In the present study, the number of participants was lesser, and groups were

heterogeneous as they were not age-matched.

2. The present study did not employ visual examination of the larynx using imaging

procedure and auditory- perceptual evaluation of voice, which would have given

more insight into the current findings.
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3. The present study did not control the time of recording the voice/speech sample

on a day; as per the participants and examiner's convenient and available time, it

was recorded.

Future Directions

1. Future research focusing on comparing and documenting voice features in

different groups like underweight, normal, overweight, and obese individuals to

understand the impact of body size on voice needed.

2. The present study focused on female participants. Studies on the effect of body

mass index on the voice in males are warranted. Studies focusing on BMI across

age groups, namely young adulthood, middle age, and older age on voice, needed

further.

3. Other acoustic parameters, including multi-parametric indices like Dysphonia

Severity Index (DSI), Acoustic Voice Quality Index (AVQI), and cepstral

measures, can be considered.



68

Reference

Abitbol, J., Abitbol, P., & Abitbol, B. (1999). Sex hormones and the female

voice. Journal of voice, 13(3), 424-446.https://doi.org/10.1016/S0892-

1997(99)80048-4

Acurio, J., Celis, C., Perez, J., & Escudero, C. (2014). Acoustic parameters and salivary

IL-6 levels in overweight and obese teachers. Journal of Voice, 28(5), 574-581.

https://doi.org/10.1016/j.jvoice.2014.03.002

Al Kibria, G. M., Swasey, K., Hasan, M. Z., Sharmeen, A., & Day, B. (2019). Prevalence

and factors associated with underweight, overweight and obesity among women of

reproductive age in India. Global Health Research and Policy, 4(1).

https://doi.org/10.1186/s41256-019-0117-z

Aronson, A. E., & Bless, D. (2011). Clinical voice disorders. Thieme.

Ahirwar, R., & Mondal, P. R. (2019). Prevalence of obesity in India: A systematic review.

Diabetes & Metabolic Syndrome: Clinical Research & Reviews, 13(1), 318-321.

https://doi.org/10.1016/j.dsx.2018.08.032

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental

disorders (DSM-5®). American Psychiatric Pub.

Aslan, G., Arli, S. K., & Bakan, A. B. (2019). Obesity and Risk Factors in Women Aged

Between 18 And 64. International Journal of Caring Sciences, 12(1). Page No. 218-

223. https://www.internationaljournalofcaringsciences.org/docs/23_aslan_12_1.pdf

https://doi.org/10.1016/j.jvoice.2014.03.002
https://doi.org/10.1186/s41256-019-0117-z
https://doi.org/10.1016/j.dsx.2018.08.032
https://www.internationaljournalofcaringsciences.org/docs/23_aslan_12_1.pdf


69

Barsties, B., Verfaillie, R., Roy, N., & Maryn, Y. (2013). Do body mass index and fat

volume influence vocal quality, phonatory range, and aerodynamics in females?

Communication Disorders, Audiology and Swallowing (CoDAS), 25(4), 310-318.

https://doi.org/10.1590/s2317-17822013000400003

Boerma, P., & Weenink, D. (2019). Institute of Phonetic Sciences, University of

Amsterdam. Retrieved June 20, 2019, from http://www.praat.org/

Bosso, J. R., Martins, R. H., Pessin, A. B., Tavares, E. L., Leite, C. V., & Naresse, L. E.

(2019). Vocal characteristics of patients with morbid obesity. Journal of Voice.

https://doi.org/10.1016/j.jvoice.2019.09.012

Britto, A. I., & Doyle, P. C. (1990). A comparison of habitual and derived optimal voice

fundamental frequency values in normal young adult speakers. Journal of Speech and

Hearing Disorders, 55(3), 476-484. https://doi.org/10.1044/jshd.5503.476

Busetto, L., Calo’, E., Mazza, M., De Stefano, F., Costa, G., Negrin, V., & Enzi, G.

(2008). Upper airway size is related to obesity and body fat distribution in women.

European Archives of Oto-Rhino-Laryngology, 266(4), 559-563.

https://doi.org/10.1007/s00405-008-0773-y

Celebi, S., Yelken, K., Develioglu, O. N., Topak, M., Celik, O., Ipek, H. D., & Kulekci,

M. (2013). Acoustic, perceptual and aerodynamic voice evaluation in an obese

population. The Journal of Laryngology & Otology, 127(10), 987-990.

https://doi.org/10.1017/s0022215113001916

https://doi.org/10.1590/s2317-17822013000400003
https://doi.org/10.1016/j.jvoice.2019.09.012
https://doi.org/10.1044/jshd.5503.476
https://doi.org/10.1007/s00405-008-0773-y
https://doi.org/10.1017/s0022215113001916


70

Chowdhury, M. A., Adnan, M. M., & Hassan, M. Z. (2018). Trends, prevalence and risk

factors of overweight and obesity among women of reproductive age in Bangladesh:

A pooled analysis of five national cross-sectional surveys. British Medical Journal

(BMJ) Open, 8(7), e018468. https://doi.org/10.1136/bmjopen-2017-018468

Da Cunha, M. G., Passerotti, G. H., Weber, R., Zilberstein, B., & Cecconello, I. (2009).

Voice feature characteristic in morbid obese population. Obesity Surgery, 21(3), 340-

344. https://doi.org/10.1007/s11695-009-9959-7

Engin, A. (2017). The definition and prevalence of obesity and metabolic syndrome.

Obesity and Lipotoxicity, 1-17. https://doi.org/10.1007/978-3-319-48382-5_1

Eveleth, P. B. (1996). Physical status: The use and interpretation of anthropometry.

Report of a WHO expert committee. American Journal of Human Biology, 8(6), 786-

787. https://doi.org/10.1002/(sici)1520-6300(1996)8:63.0.co;2-i

Fant, G. (1970). Acoustic theory of speech production: With calculations based on X-ray

studies of Russian articulations. Walter de Gruyter.

Ferrand, C. T. (2002). Harmonics-to-Noise ratio. Journal of Voice, 16(4), 480-487.

https://doi.org/10.1016/s0892-1997(02)00123-6

Fitch, J. L. (1990). Consistency of fundamental frequency and perturbation in repeated

phonations of sustained vowels, reading, and connected speech. Journal of Speech

and Hearing Disorders, 55(2), 360-363. https://doi.org/10.1044/jshd.5502.360

https://doi.org/10.1136/bmjopen-2017-018468
https://doi.org/10.1007/s11695-009-9959-7
https://doi.org/10.1007/978-3-319-48382-5_1
https://doi.org/10.1002/(sici)1520-6300(1996)8:6%3c786::aid-ajhb11%3e3.0.co;2-i
https://doi.org/10.1016/s0892-1997(02)00123-6
https://doi.org/10.1044/jshd.5502.360


71

Ghaemi, H., Dehqan, A., Mahmoodi-Bakhtiari, B., & Scherer, R. C. (2020). Voice

changes during pregnancy trimesters in Iranian pregnant women. Journal of Voice,

34(3), 358-363. https://doi.org/10.1016/j.jvoice.2018.09.016

Glassgow, A.H., (2010).The Importance of Water, In: M, Dodaro. The MindBody FX

lifestyle. Pg 121. New York: Morgan James.

Groff, J. L., & Gropper, S. A. (2009). Advanced nutrition and human metabolism.

Wadsworth Publishing Company.

Hah, J. H., Sim, S., An, S., Sung, M., & Choi, H. G. (2015). Evaluation of the prevalence

of and factors associated with laryngeal diseases among the general population. The

Laryngoscope, 125(11), 2536-2542. https://doi.org/10.1002/lary.25424

Hamdan, A., Sataloff, R. T., & Hawkshaw, M. (2019). Laryngeal manifestations of

systemic diseases. Plural Publishing.

Hirano, M., Kurita,S.,& Nakashima, T.(1983). Growth, Development and aging of human

vocal folds. In: Bless,D,M., & Abba, J,H. Eds. Vocal fold Physiology: Contemporary

research and clinical issues.pg 3-21. College- Hill

Hollien, H.(2000). Voice skills.In Shewell, C. (2009). Voice work: Art and science in

changing voices. John Wiley & Sons.pg 71-75

Horii, Y., & Fuller, B. F. (1990). Selected acoustic characteristics of voices before

intubation and after Extubation. Journal of Speech, Language, and Hearing Research,

33(3), 505-510. https://doi.org/10.1044/jshr.3303.505

https://doi.org/10.1016/j.jvoice.2018.09.016
https://doi.org/10.1002/lary.25424
https://doi.org/10.1044/jshr.3303.505


72

Horner, R. L., Mohiaddin, R. H., Lowell, D. G., Shea, S. A., Burman, E. D., Longmore,

D. B., & Guz, A. (1989). Sites and sizes of fat deposits around the pharynx in obese

patients with obstructive sleep apnoea and weight matched controls. European

Respiratory Journal, 2(7), 613-622.https://erj.ersjournals.com/content/2/7/613.short

Kanter, R., & Caballero, B. (2012). Global gender disparities in obesity: A review.

Advances in Nutrition, 3(4), 491-498. https://doi.org/10.3945/an.112.002063

Koufman, J. A., & Isaacson, G. (1991). The spectrum of vocal dysfunction.

Otolaryngologic Clinics of North America, 24(5), 985–

988.https://pubmed.ncbi.nlm.nih.gov/1754226/

Kunduk, M., Vansant, M. B., Ikuma, T., & McWhorter, A. (2017). The effects of the

menstrual cycle on vibratory characteristics of the vocal folds investigated with high-

speed digital imaging. Journal of Voice, 31(2), 182-187.

https://doi.org/10.1016/j.jvoice.2016.08.001

Mei, Z., Grummer-Strawn, L. M., Pietrobelli, A., Goulding, A., Goran, M. I., & Dietz, W.

H. (2002). Validity of body mass index compared with other body-composition

screening indexes for the assessment of body fatness in children and adolescents. .

The American Journal of Clinical Nutrition, 75(6), 978-985.

https://doi.org/10.1093/ajcn/75.6.978

Mishra, D., Naorem, K., & Saraswathy, K. N. (2018). Angiotensin-converting enzyme

gene insertion/Deletion polymorphism and Cardiometabolic risk factors: A study

https://erj.ersjournals.com/content/2/7/613.short
https://doi.org/10.3945/an.112.002063
https://pubmed.ncbi.nlm.nih.gov/1754226/
https://doi.org/10.1016/j.jvoice.2016.08.001
https://doi.org/10.1093/ajcn/75.6.978


73

among Bhil tribal population from two environmental settings. Biochemical Genetics,

56(4), 295-314. https://doi.org/10.1007/s10528-018-9845-x

Misra, A., Sharma, R., Gulati, S., Joshi, S. R., Sharma, V., Ibrahim, A., ... & Mohan, V.

(2011). Consensus dietary guidelines for healthy living and prevention of obesity, the

metabolic syndrome, diabetes, and related disorders in Asian Indians. Diabetes

technology & therapeutics, 13(6), 683-694. https://doi/abs/10.1089/dia.2010.0198

Ng, M., Fleming, T., Robinson, M., Thomson, B., Graetz, N., Margono, C., ... &

Abraham, J. P. (2014). Global, regional, and national prevalence of overweight and

obesity in children and adults during 1980–2013: a systematic analysis for the Global

Burden of Disease Study 2013.The Lancet, 384(9945), 766- 781.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4624264/

Ogden, C. L., Carroll, M. D., & Flegal, K. M. (2014). Prevalence of obesity in the United

States. The Journal of the American Medical Association, 12(2), 189.

https://doi.org/10.1001/jama.2014.6228

Organization for Economic Co-operation and Development. What are equivalence scales?

(2009).Hah, J. H., Sim, S., An, S., Sung, M., & Choi, H. G. (2015). Evaluation of the

prevalence of and factors associated with laryngeal diseases among the general

population. The Laryngoscope, 125(11), 2536-2542.

https://doi.org/10.1002/lary.25424

https://doi.org/10.1007/s10528-018-9845-x
https://doi/abs/10.1089/dia.2010.0198
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4624264/
https://doi.org/10.1001/jama.2014.6228
https://doi.org/10.1002/lary.25424


74

Parimalavalli, R., & Kowsalya, T. (2014). Prevalence of overweight/obesity among

adolescents in urban and rural areas of Salem, India. Journal of Obesity and

Metabolic Research, 1(3), 153. https://doi.org/10.4103/2347-9906.141142

Petersen. (2007). In Sapienza, C., & Ruddy, B. H. (2016). Voice disorders (3rd ed.).

Plural Publishing.

Rohima, B. (1998). Variables affecting Speaking Fundamental Frequency. Unpublished

Master’s Dissertation, Submitted to the University of Mysore, Mysuru.

Rubin, J. S., Sataloff, R. T., & Korovin, G. S. (2014). Diagnosis and treatment of voice

disorders. Plural Publishing.

Salome, C. M., King, G. G., & Berend, N. (2010). Physiology of obesity and effects on

lung function. Journal of Applied Physiology, 108(1), 206-211.

https://doi.org/10.1152/japplphysiol.00694.2009

Sapienza, C., & Ruddy, B. H. (2016). Voice disorders (3rd ed.). Plural Publishing.

Saruç, M., Aksoy, E. A., Vardereli, E., Karaaslan, M., Çiçek, B., İnce, Ü., Öz, F., &

Tözün, N. (2011). Risk factors for laryngopharyngeal reflux. European Archives of

Oto-Rhino-Laryngology, 269(4), 1189-1194. https://doi.org/10.1007/s00405-011-

1905-3

Sataloff, R. T. (2017). Vocal health and pedagogy: Science, assessment, and treatment

(3rd ed.). Plural Publishing.

https://doi.org/10.4103/2347-9906.141142
https://doi.org/10.1152/japplphysiol.00694.2009
https://doi.org/10.1007/s00405-011-1905-3
https://doi.org/10.1007/s00405-011-1905-3


75

Shewell, C. (2009). Voice work: Art and science in changing voices. John Wiley & Sons.

Shiny Sherlie, V., & Varghese, A. (2012). ENT changes of pregnancy and its

management. Indian Journal of Otolaryngology and Head & Neck Surgery, 66(S1),

6-9. https://doi.org/10.1007/s12070-011-0376-6

Solomon, N., Helou, L., Dietrich-Burns, K., & Stojadinovic, A. (2011). Do obesity and

weight loss affect vocal function? Seminars in Speech and Language, 32(01), 031-

042. https://doi.org/10.1055/s-0031-1271973

SOUZA, L. B., PEREIRA, R. M., SANTOS, M. M., & GODOY, C. M. (2014).

Fundamental frequency, phonation maximum time and vocal complaints in morbidly

obese women. ABCD. Arquivos Brasileiros de Cirurgia Digestiva (São Paulo), 27(1),

43-46. https://doi.org/10.1590/s0102-67202014000100011

Souza, L. B., & Santos, M. M. (2018). Body mass index and acoustic voice parameters:

Is there a relationship? Brazilian Journal of Otorhinolaryngology, 84(4), 410-415.

https://doi.org/10.1016/j.bjorl.2017.04.003

Takaki, P., Vieira, M., Said, A., & Bommarito, S. (2017). Does body mass index interfere

in the formation of speech formants? International Archives of Otorhinolaryngology,

22(01), 045-049. https://doi.org/10.1055/s-0037-1599131

Titze,I.R. (2011). Vocal fold mass is not a useful quantity for describing F0 in

vocalization. Journal of Speech, Language, and Hearing Research, 54(2), 520-522.

https://doi.org/10.1044/1092-4388(2010/09-0284)

https://doi.org/10.1007/s12070-011-0376-6
https://doi.org/10.1055/s-0031-1271973
https://doi.org/10.1590/s0102-67202014000100011
https://doi.org/10.1016/j.bjorl.2017.04.003
https://doi.org/10.1055/s-0037-1599131
https://doi.org/10.1044/1092-4388(2010/09-0284)


76

Watts, C. R., & Awan, S. N. (2019). Laryngeal function and voice disorders: Basic

science to clinical practice. Thieme.

World Health Organization. (2000). The Asia-Pacific perspective: redefining obesity and

its treatment.

https://apps.who.int/iris/bitstream/handle/10665/206936/0957708211_eng.pdf

World Health Organization. (2000). The Asia-Pacific perspective: redefining obesity and

its treatment. WHO, E. C. (2004). Appropriate body-mass index for Asian

populations and its implications for policy and intervention strategies. Lancet

(London, England), 363(9403), 157.https://doi.org/10.1016/S0140-6736(03)15268-3

Wuyts, F. L., Bodt, M. S., Molenberghs, G., Remacle, M., Heylen, L., Millet, B., Lierde,

K. V., Raes, J., & Heyning, P. H. (2000). The dysphonia severity index. Journal of

Speech, Language, and Hearing Research, 43(3), 796-809.

https://doi.org/10.1044/jslhr.4303.796

https://apps.who.int/iris/bitstream/handle/10665/206936/0957708211_eng.pdf
https://doi.org/10.1016/s0140-6736(03)15268-3
https://doi.org/10.1044/jslhr.4303.796


77

Appendix

Informed consent letter

Description of the study: The aim of the study is to determine the effect of BMI on
acoustic voice parameters and to determine the relationship between BMI and acoustic
voice parameters in young female adults. The participants will be involved in recording
the voice using laptop and microphone. The approximate time taken will be around 5 to
10 minutes per individual. This data will be helpful to find the effect of BMI on voice and
to create awareness about the effect of obesity on voice. The data confidentiality will be
maintained for the collected data.

Informed consent (Consent for participation)

I have been informed about the aims, objectives and the procedure of the study. The
possible risks- benefits of my participation as human subject in the study clearly
understood by me. I understand that I have a right to refuse participation or withdraw my
consent at any time without adversely affecting my ward’s treatment at AIISH. I will
have to give more time for assessments by the investigating team and that these
assessments any not result in any benefits to me.

I, _________________________________________________________, the
undersigned, give my consent for being participant of this investigation/ study / program.

(AGREE/ DISAGREE)

Signature of the participant:

Date:

Title: “Body Mass Index (BMI) and Acoustic voice parameters in Indian females:
A correlation study

Guide: Dr.R.Rajasudhakar, Reader in Speech Sciences, Department of Speech-
Language Sciences, AIISH, Mysuru.

Student:Ms. Sashirekha N (Register No: 18SLP032), II MSc (Speech Language
Pathology), AIISH, Mysuru.
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