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Validation and Test-Retest Reliability of Acoustic Voice
Quality Index Version 02.06 in the Turkish Language
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Summary: Objectives. The aim of the present study was to investigate the validity (both concurrent and diag-
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nostic) and test-retest reliability of Acoustic Voice Quality Index (AVQI) version 2 (AVQI 02.06) in Turkish
speaking population.
Materials and Methods. Two hundred and fifty five native Turkish subjects with normal voices (n = 128) and
with voice disorders (n = 127) were asked to sustain the vowel [a:] and read aloud the Turkish phonetically bal-
anced text. To determine the test-retest reliability of AVQI, 20 dysphonic (ie, around 15% of the group), and 20
normophonic (ie, around 15% of the group) were reassessed 15 minutes after the first AVQI determination. A
three middle seconds of sustained vowel [a:] and a sentence with 25 syllables was concatenated, and AVQI analy-
sis was conducted. The auditory-perceptual evaluation was performed by five experienced raters with Grade (G)
from GRBAS Protocol.
Results. There was a statistically significant correlation between AVQI scores and auditory-perceptual evalua-
tion of overall voice quality (rs = 0.717, P < 0.001). AVQI gave a threshold of 2.98 for the dysphonic voice. The
values of intraclass correlation coefficient with two-way mixed-effects model, single-measures type, absolute
agreement definition showed an excellent test-retest reliability for AVQI in Turkish language (intraclass correla-
tion coefficient = 0.986).
Conclusion. AVQI v.02.06 is a valid and robust tool in differentiating dysphonic and normal voice, and has
excellent test-retest reliability in Turkish language.
Key Words: Acoustic voice analysis−Acoustic voice quality index−Dysphonia-voice assessment−Turkish lan-
guage.
INTRODUCTION
Patients with voice problems are generally assessed by a mul-
tidisciplinary voice team consisting of at least an otolaryngol-
ogist and a speech-language pathologist (SLP).1 The
European Laryngological Society has established a multidi-
mensional protocol for the evaluation of pathological voices:
perceptual voice evaluation, videostroboscopy, acoustics,
aerodynamics, and self-evaluation of the patient.2 Auditory-
perceptual evaluation is one of the most commonly used
methods in the clinical environment because of its simplicity,
minimal cost, and patient comfort advantages.3 Hirano’s
GRBAS (Grade, Roughness, Breathiness, Asthenia, Strain)
scale4 and Consensus Auditory-Perceptual Evaluation of
Voice5 are the two most commonly used auditory-perceptual
rating scales. However, validity and reliability of auditory-
perceptual evaluation methods are generally commented due
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to factors related to its subjective nature (eg, listener experi-
ence), type of rating scale, and type of voice sample (eg, sus-
tained vowel vs continuous speech).3,6 Therefore, acoustic
voice analysis methods can be applied to gain more objective
results, and their noninvasiveness, low cost, and ease of use
make them especially interesting in clinical voice practice.7,8

To objectively quantify overall voice quality (ie, overall dys-
phonia severity) in combination of sustained vowel and con-
tinuous speech recordings, Maryn et al8 developed the
Acoustic Voice Quality Index (AVQI). Based on a statistical
linear regression model, AVQI incorporates six acoustic
voice parameters: smoothed cepstral peak prominence, har-
monics-to-noise ratio, shimmer local, shimmer local dB,
slope of the spectrum, and tilt of the regression line through
the spectrum.8 In clinical studies of dysphonia, using both
sustained vowel and continuous speech is recommended to
have a better ecological validity9,10 because continuous
speech represents more usual voice characteristics of the
speaker and vowels are not under the influence of individual
changes such as articulation, rate, and intonation.7 AVQI
operates in the software Praat.11 It yields a single score rang-
ing from 0 to 10. Higher scores of AVQI correspond with
more dysphonic (ie, worse) voice quality.8,12 The diagnostic
accuracy and concurrent validity of AVQI as well as its
acceptable responsiveness to change after voice therapy have
been proven by several studies8,13,14,15 and across different
languages and phonetic contents.16 Currently, AVQI has
three different versions. AVQI version 1 (AVQIv1) was
developed first8,13 and necessitated the combined use of the
freeware programs Speech Tool17 and Praat11 for the analysis
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of quality of voice. Subsequently, AVQI’s version 2
(AVQIv2) was developed to run in only Praat. Although
AVQI has been developed initially to measure dysphonia
severity of Dutch speakers,18 it has been validated in many
languages from very different linguistic families. AVQIv1
and AVQIv2 have been validated for German,16,19 French,16

English,16 Australian English,20 Korean,21,22 Finnish,23,24

Lithuanian,25 Japanese,26 and Kannada.27 The time length
of sustained vowel in these two versions was 3 seconds and
voiced segments in continuous speech part were less than 3
seconds. To increase its ecological validity, AVQI version 3
(AVQIv3) was developed to equalize both sustained vowel
and voiced continuous speech parts to 3 seconds.28 Barsties
et al29 evaluated the influence of gender and age on AVQI,
and found that AVQI scores do not depend on gender and
age. The research on test-retest reliability of AVQI showed
no statistically significant differences between repeated AVQI
determinations.30

Owing to the continuous speech part of AVQI, varying
phonetic structures across different languages may have an
influence on the methodological characteristics of AVQI.
AVQIv2 has been investigated for different language family
groups including Germanic (Dutch,8,13,16 German,16,19 and
English16,20), Romance (French16), Baltic (Lithuanian25),
Uralic (Finnish23,24), Dravidian (Kannada27), Altaic
(Korean21,22), and Japonic (Japanese26) languages. However,
as far as we know it has never been validated in Turkish. The
Turkish language belongs to the Altaic language family, but
different from Korean as it resides under the Turkic language
subgroup (Western Altaic). Turkish has eight vowels (/ʌ /, /ɛ/,
/ɯ/, /i/, /o/, /ú/, /u/, /y/) and 21 consonants (/p/, /t/, /k/, /tʃ/, /f/,
/s/, /ʃ/, /h/, /b/, /d/, /g/, /dʒ/, /v/, /z/, /ʒ/, /m/, /n/, /l/, /ɾ/, /j/,31 and
soft g which is phonetically realized as the lengthening of the
preceding vowel32), but it does not contain commonly used
allophones such as [c], [ɟ], [ɫ], and [E].33 Turkish thus differs
from the other languages in which AVQI has been validated.
For the AVQI to be applied as a robust/valid tool for the
assessment of voice quality/dysphonia in Turkish, its validity
has to be assessed in that language. Because the second ver-
sion of the AVQI is internationally and to date the most vali-
dated, it was decided to start investigating validity (both
concurrent and diagnostic) and test-retest reliability of AVQI
version 2 (AVQI 02.06) in Turkish speaking and clinically
representative population.
METHODS

Subjects
This study included 255 subjects consisting of 127 dysphonic
and 128 normophonic subjects, all native Turkish speakers.
The dysphonic subjects had different organic and nonor-
ganic laryngeal pathologies. They were examined at differ-
ent otolaryngology departments of university hospitals and
private clinics in _Istanbul and Eskişehir. As a part of clinical
evaluation, whispered voice hearing test was used for detect-
ing a possible hearing impairment because the data in the
literature supports that it is a simple and accurate screening
for detecting hearing impairment.34 Dysphonic participants
who passed this whispered voice hearing screening were
included, and those who failed the test were excluded and
referred for an in depth evaluation by an audiologist. There
were 72 women and 55 men, with ages ranging from 8 to
78 years (mean = 36.95 years, standard deviation
(SD) = 18.53). Based on the laryngeal pathologies and the
voice quality disturbances, this sample was regarded to be
representative for a clinical voice disorders population in
Turkey. Demographic data and laryngological diagnoses of
these dysphonic subjects are presented in Table 1.

The normophonic group was composed of volunteers
who reported no voice complaints, history of chronic laryn-
geal diseases or speech and hearing problems. These subjects
consisted of patient relatives and staff and students working
or studying at the universities where the voices were
recorded. Since they did not report or seek help for any
voice, speech or hearing problem, they were only assessed
with the voice handicap index (VHI),35,36 and this did not
show any relevant impact of voice on quality of life (mean
VHI = 1.02, SD VHI = 1.33). They were free from any kind
of upper airway infections and hearing problems at the
time of recording. This group consisted of 75 women and
53 men with ages ranging in age from 8 to 74 years
(mean = 35.60 years, SD = 18.48 years.
Voice samples
The voice samples of the present study were taken in Usku-
dar University (Istanbul, Turkey), Yeditepe University
(Istanbul, Turkey), and Anadolu University DILKOM
Speech and Language Disorders Center (Eskisehir, Turkey).
All the recordings were conducted in acoustically isolated
lab rooms with the ambient noise level below 40 dB (first
room), 50 dB (second room), and 30 dB (third room) (a-
weighted level). All the recordings had a signal-to-noise
ratio (SNR) above 30 dB, with mean SNR = 35.11 dB
(SD = 5.9 dB), minimum SNR = 30.01 dB, and maximum
SNR = 51.22 dB. All signals were thus recorded in accor-
dance with the standard as suggested by Deliyski et al.37,38

The voice samples were recorded using a Shure SM48
microphone (Shure Inc., Niles, Illinois) and the Computer-
ized Speech Lab model 4500 (KayPENTAX, Lincoln Park,
New Jersey) at both Uskudar University and Anadolu Uni-
versity. At Yeditepe University, a cardioid AT2005 USB
microphone (Audio-Technica, Stow, Ohio) was used
together with Audacity software. All voices were sampled at
44.1 kHz and 16 bits of resolution.

The microphone was positioned at 10 cm from the mouth
and at an azimuthal angle of circa 90°, which is in accor-
dance to Titze & Winholtz (1993).39 The subjects, while
seated, were asked to sustain the vowel [a:] during more
than 3 seconds and then to read a text at a comfortable pitch
and loudness. For the continuous speech part, the third sen-
tence of the “Pinokyo Passage” was used. This Pinokyo Pas-
sage is a phonetically balanced text, which traditionally has
been used in Turkish voice clinics. This sentence of 25



TABLE 1.
Demographic Data and Laryngeal Diagnosis of Dysphonic Group

Diagnosis Total Number

(n =127)

% Age (Years) F (n = 72)

%56.69

M (n = 55)

%43.30
Mean SD

Nodules 33 25.9 22.63 13.65 20 13

Sulcus vocalis 16 12.5 39.62 12.67 6 10

Unilateral paralysis/paresis 14 11.0 47.71 16.01 11 3

Functional dysphonia 12 9.4 38.91 16.97 8 4

Cyst 8 6.2 33 19.48 7 1

Mutational falsetto 7 5.5 21.57 7.69 0 7

Presbylarynx 7 5.5 67.57 7.89 3 4

Spasmodic dysphonia 4 3.1 51.75 14.24 1 3

Vocal fold scar 5 3.9 44.6 15.51 5 0

Polyp 4 3.1 38.25 9.77 1 3

Polypoid mucosa (edema) 4 3.1 48.5 15.86 4 0

Reflux laryngitis 3 2.3 34 16.64 2 1

Chronic hyperplastic laryngitis 2 1.5 48.5 26.16 0 2

Acute laryngitis 2 1.5 28 8.48 2 0

Postphonosurgery 1 0.7 56 - 0 1

Parkinson disease 1 0.7 52 - 0 1

ALS 1 0.7 45 - 1 0

Juvenile voice 1 0.7 22 - 1 0

Larynx trauma 1 0.7 17 - 0 1

Postcordectomy 1 0.7 65 - 0 1

Abbreviations: ALS, Amyotrophic lateral sclerosis; F, female; M, male.
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syllables used for the continuous speech task is written as
“Ser€uvenim resimde g€ord€u�g€un€uz do�ga harikas{ şu da�g
k€oy€unde başlad{.” and is pronounced as [sɛɾyʋɛnim ɾɛsimde
ɟúɾdyːnyz doːʌ hʌːɾikʌsɯ ʃu dʌː cújyndɛ bʌʃɫʌdɯ].
Ethics
This study was approved by the Ethics Committee of Ana-
dolu University, Eskişehir, Turkey (28.06.2018/68159).
Each participant or parent/caregiver in case of participants
under 18 years old were asked to sign a consent form prior
to the voice recording.
Auditory-perceptual ratings
The voice recordings were saved in wav format, and Praat11

software was used to concatenate the three middle seconds
of sustained vowel, followed by 2 seconds of pause and then
the continuous speech part for the auditory-perceptual eval-
uation as described by Maryn et al.8

For auditory-perceptual ratings, four SLPs and one oto-
laryngologist with mean experience of 11 years on voice
evaluation, diagnosis, and therapy rated all the voice sam-
ples. All the raters listened to the concatenated voice sam-
ples presented in random order, and judged the overall
voice quality on G (Grade) scale of the GRBAS protocol4

with a four-point Likert scale (0 = normal voice quality,
1 = slight dysphonia, 2 = moderate dysphonia, and 3 = severe
dysphonia). The raters were blinded to diagnosis, demo-
graphic data of the subjects, as well as each other’s audi-
tory-perceptual ratings.
The judges received the voice recordings, anchor voices,
and rating instructions electronically and they were allowed
to listen to the voice samples without restriction in time and
with as much repetitions as needed using around-ear head-
phones. To augment the jury’s intrarater and inter-rater reli-
ability, eight anchor voices were presented.40 The anchor
voices were chosen by three experienced SLPs with a mini-
mum experience of 15 years on voice disorders from an
existing voice data bank. Per G score (G = 0, G = 1, G = 2,
and G = 3), one male and one female voice were included.
The raters were instructed to listen to the anchor voices
before the start of the experimental rating sessions, after
every twenty-fifth score, and any time they wished to cali-
brate their perception’s sensitivity.

To assess the intrarater reliability, 26 randomly chosen
voice samples (13 dysphonic and 13 normophonic, ie, 10%
of the total number of voice samples) were presented a sec-
ond time at the end of the experiment.
Test-retest reliability
To determine the test-retest reliability of AVQIv2, 20 dys-
phonic (ie, around 15% of the group), and 20 normophonic
(ie, around 15% of the group) were reassessed 15 minutes
after the first AVQI determination.
Acoustic measures
For acoustic analysis, AVQI script version 02.06 developed
by Maryn et al8 (available at www.phonanium.com) was
applied with Praat 11 version 6.1.02 (available at www.

http://www.phonanium.com
http://www.praat.org


TABLE 2.
Inter-Rater Reliability of Five Raters for G Scores

Rater 2 Rater 3 Rater 4 Rater 5

Rater 1 0.793 0.809 0.81 0.786
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praat.org). The middle 3 seconds of sustained vowel [a:]
and the voiced segments of the continuous speech were
analyzed with the following regression formula:
AVQI = 9.072−0.245 £ CPPS−0.161 £ HNR−0.470 £
SL + 6.158 £ SLdB−0.071 £ Slope−0.170 £ Tilt.
Rater 2 0.936 0.936 0.931

Rater 3 0.967 0.906

Rater 4 0.907

All with P <0.05.

TABLE 3.
Intrarater Reliability of Five Raters for G Scores

Rater 1 Rater 2 Rater 3 Rater 4 Rater 5

0.970 0.967 0.973 0.984 0.957

All with P <0.001.
Statistics
All the statistical analyses of this study were conducted using
SPSS for Windows version 20.0 (IBM Corp., Armonk, New
York). The results were considered statistically significant at
P < 0.05. The inter-rater reliability of five raters for the G
scores was assessed using the intraclass correlation coefficient
(ICC): two-way random-effects model, average-measures
type, and absolute agreement definition.41 The intrarater reli-
ability of the five raters for the 26 repeated voice samples was
also examined with the ICC: two-way mixed-effects model,
single-measures type, and absolute agreement definition.41

To investigate the criterion-related concurrent validity of
AVQI v.02.06 for Turkish language, the Spearman rank-
order correlation coefficient (rs) between Gmean and AVQI as
well as the coefficient of determination (rs

2) was calculated.
Interpretation guidelines were provided by Frey et al.42

The receiver operating characteristics (ROC) curve analy-
sis was applied to evaluate the power of AVQIv2 in distin-
guishing between dysphonic and normophonic voices. As
mentioned by Barsties and Maryn,28 AVQI’s specificity and
sensitivity may change according to the AVQI threshold. In
the present study the absence of hoarseness was defined as
Gmean from 0.0 to 0.2. This means that hoarseness was
decided to be present as soon as more than one of the five
raters judged a sample to be slightly hoarse (or worse). A
voice was considered to be normal only when four of the
five raters agreed on its normality, and a voice was consid-
ered dysphonic if more than one rater scored it slightly dys-
phonic. The best threshold level for AVQIv2 for Turkish
was calculated using Youden index. Youden index was used
to evaluate the overall discriminative power of diagnostic
procedure of AVQI-TR, and was calculated with the for-
mula: (sensitivity+specificity)-1.

Spearman rank-order correlation coefficient (rs) was
determined to assess the proportional relationship between
test and retest scores of AVQIv2. Kolmogorov-Smirnov test
indicated that the two data sets were not normally distrib-
uted (first set: test statistic = 0.200, P < 0.001; second set:
test statistic = 0.213, P < 0.001). Therefore, nonparametric
Wilcoxon signed rank test was used to determine whether
there is a difference between test and retest of AVQIv2. ICC
with two-way mixed-effects model, single-measures type
and absolute agreement definition41 was used to calculate
the test-retest reliability of AVQIv2.
RESULTS

Inter-rater reliability
Table 2 demonstrates the inter-rater reliability of the G
scores of the five raters. The ICC values ranged from 0.786
(between rater one and rater five) to 0.967 (between rater
three and rater four), with mean inter-rater ICC = 0.799.
This indicates good inter-rater reliability.43
Intrarater reliability
Table 3 demonstrates the intrarater reliability of the G
scores of the five raters. The ICC values of intrarater reli-
ability ranged from 0.957 (rater five) to 0.984 (rater four)
with a mean value of ICC = 0.970. This reflects excellent
intrarater reliability.43
Criterion-related concurrent validity
The rS between AVQIv2 scores and Gmean was 0.717 (P <
0.001) signifying an acceptable relationship and concurrent
validity. This result indicates that higher AVQI scores are
related to higher ratings of G. Figure 1 illustrates the pro-
portional relationship between Gmean and AVQIv2 for
Turkish. The rS

2 = 0.514 indicated however that only half
(51.4%) of the variance in Gmean is accounted for by the var-
iance in AVQIv2.
Diagnostic accuracy
In order to determine the best cut-off value to differentiate
between dysphonic and normal voices, ROC curve was
computed (Figure 2). Sensitivity, specificity and area under
ROC curve (AROC) values were considered to observe the
accuracy of AVQIv2 for Turkish. GMEAN = 0.2 was used
as an indicator of dysphonia by reason of the idea that if
more than one of the five raters evaluated a voice to be
slightly dysphonic, that voice would have an abnormal
quality. With Aroc = 0.896, AVQIv2 showed acceptable
diagnostic accuracy for the Turkish population. The You-
den index computed an optimum cut-off value of 2.98 with
a sensitivity of 0.747 (74.7%) and specificity of 0.923
(92.3%).

http://www.praat.org


FIGURE 1. Scatterplot with linear regression fit line between GMEAN and AVQIv2.

FIGURE 2. Receiver operating characteristics curve illustrating the diagnostic accuracy of AVQIv2 in Turkish language.
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Test-retest reliability
With rs = 0.909 (P < 0.001), Spearman correlation estab-
lished an almost perfect correlation between test and retest
scores of AVQIv2. With Z = �1.015 (P = 0.31), Wilcoxon
signed rank test revealed no differences between test and
retest scores of AVQIv2. With ICC = 0.986, AVQIv2
showed an excellent test-retest reliability.43
DISCUSSION
The present study investigated the criterion-related concurrent
validity, the diagnostic accuracy, and the test-retest reliability
of AVQIv2 (currently AVQI v.02.06) for the Turkish lan-
guage. Before doing this, however, acceptable inter- and intra-
rater reliability of auditory-perceptual assessment was ensured.

The criterion-related concurrent validity of AVQIv2 was
investigated based on auditory-perceptual judgment. In this
study, the rS between AVQIv2 scores and Gmean was 0.717
(P < 0.001), signifying an acceptable relationship and con-
current validity.

This result of concurrent validity of AVQIv2 is similar to
that found in Dutch,8,13 English,20 French,16 and Finnish24

languages (ie, rs = 0.78,8 rs = 0.796,13 rs = 0.794,20

rs = 0.781,16 and rs = 0.75,24 respectively) with the percep-
tual ratings based on G parameter from GRBAS protocol.
This result is also similar to that found in German19 lan-
guage (rs = 0.79) which is based on ‘H’ (Hoarseness) from
RBH (roughness, breathiness, and hoarseness) scale.44 Since
hoarseness from RBH is equal to G from the GRBAS, and
they are both measured based on a four-point ordinal
scale,45 it is possible to compare the results of the two stud-
ies. Other studies across different languages showed higher
concurrent validity between AVQI and G parameter, values
ranging from rs = 0.808 to rs = 0.911.16,28,21,25,26,22

The accuracy of AVQIv2 in differentiating between Turkish
dysphonic and normophonic voices was also acceptable, as
expressed in AROC = 0.896. This result is similar to Dutch8,16

(AROC = 0.895 and AROC =0.893), and German19

(AROC = 0.888). The highest values were found for Dutch13,28

(AROC = 0.920 and AROC = 0.94), German16 (AROC = 0.958),
English16 (AROC = 0.953), Lithuanian25 (AROC = 0.940), and
Korean22 (AROC = 0.975) languages. The diagnostic threshold
identified in the present study is 2.98, with 74.7 % sensitivity
and 92.3 % specificity. This is similar to the threshold values
for Dutch13 (2.95), Lithuanian25 (2.97), and Finnish24 (2.87)
languages. Other languages found threshold values ranging
from 2.36 to 3.66.8,16,19,20,22,26,28 The sensitivity and specificity
of this study is similar to the those of German19 (ie, sensitiv-
ity = 79 %, specificity = 92 %), and Japanese26 (ie, sensitiv-
ity = 72.5 %, specificity = 95.2 %). The sensitivity level found
in this study is lower than in other studies with different lan-
guages ranging from 79.6 % to 98 %.8,13,16,20,22,24,25,28 The
result of this study indicates that AVQIv2 for Turkish lan-
guage has a moderate sensitivity to correctly identify the dys-
phonic subjects, and an excellent specificity to correctly
identify the normal voices. We observed discrepancy between
sensitivities and specificities across the many studies so far.
However, in this kind of investigation, there are multiple fac-
tors that may cause differences between the outcomes of the
studies next to language and phonetic structure of the senten-
ces (especially in terms of voiced percentage). First, on what
basis are study subjects allocated in normophonia versus dys-
phonia groups: complaints, dysphonia severity rating and its
arbitrarily chosen threshold, and/or laryngeal imaging? In the
present study, mean G below/above 0.2 served as threshold,
but there are other AVQI validation studies that have applied
other thresholds, as for example Maryn et al8 who used G = 0
as threshold. Second, what is the level of experience of those
providing the auditory-perceptual ratings? Auditory percep-
tion of voice quality relies to some degree on experience.46,47,48

In this study there were five raters with 11 years on average of
clinical experience, whereas in other studies this kind of infor-
mation is not available.8,16,21,22,24,25,26 So currently it is not
possible to give additional substantiation for this thought.
Third, what type of rating scale (ordinal as in GRBAS, or con-
tinuous as in Consensus Auditory-Perceptual Evaluation of
Voice) was used? Fourth, culture-based differences of percep-
tion of dysphonia may play a role. The differences in the per-
ception of health, illnesses, and disabilities across cultures have
been proved by some researches49,50 and similarly, the effect of
the cultural and language backgrounds of the judges on the
perception of some voice quality types has been proved,51 and
it was also found that the perception of roughness is language
dependent.52 As far as we know there is no sole explanation
for this. To summarize, AVQI for Turkish language revealed
a moderate sensitivity to correctly identify the dysphonic sub-
jects, which is comparable to that of German19 and
Japanese.26

In the present study, test-retest reliability of AVQIv2 for
Turkish language was investigated. The results revealed
that AVQIv2 has an excellent test-retest reliability, as indi-
cated by an ICC = 0.986. This result is similar to that found
by Barsties and Maryn30 (ie, ICC = 0.97).
CONCLUSION
The AVQI is an easy-to-use, and quick instrumental tool for
the objective measure of overall voice quality. It is possible
to say that AVQI for Turkish language can be easily used
for clinical and research purposes, not only for population
of 83.154 million living in Turkey, but also Turkish speakers
living abroad. The results of this study revealed that AVQI
v.02.06 is a valid and robust tool in differentiating dys-
phonic and normal voice, and has excellent test-retest reli-
ability in Turkish language. Future research of AVQI for
the assessment of pediatric voice disorders for Turkish lan-
guage would be recommended.
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36. Kiliç MA, Okur E, Yildirim _I, et al. Ses Handikap Endeksi (Voice
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