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This is a two-part assignment
	Part 1 
Critically evaluate a range of theories and models that you have recently studied, explaining their relevance to your workplace practice and procedures, and develop a strategy applying what you have learned to improve your practice and performance.

	This part of the assignment is 2700 words and is 60%.



The Role of the Singing Teacher in Supporting Vocal Health Among Professional Voice Users
Introduction
In January 2021, following a discussion with my son’s headteacher, I produced a video of three top tips for teachers’ voice care during online schooling. The COVID-19 pandemic has created new vocal demands for teachers delivering lessons online, including postural challenges and increased effort projecting over a device (Vukovik, 2020).
I teach singing in two Gloucestershire schools and run a private practice. I have recently experienced supporting two individuals in their speaking voice use, which was a positive and rewarding experience. I know of teachers who have repeatedly suffered from vocal problems but have not sought help, which has prompted me to consider the role of singing teachers in working with professional voice users (PVU).
This study will investigate existing research to examine the current need and availability of vocal healthcare in the UK, approaches to assessing voices for speakers and singers, and consider ethical parameters under which a singing teacher should operate. This research will presume that no clinical or therapeutic qualifications are held. Through this study, I hope to discern to what extent a singing teacher’s knowledge and experience can be applied to working with PVUs to support healthy voice use.
Professional Voice Users
PVUs’ “livelihoods depend partially or wholly on the ability to produce voice” (Wingate et al, 2006, p433).  Shewell (2009) defines six categories of PVU (examples included):
· Supporters (doctors, social workers)
· Callers (auctioneers, bar staff)
· Transmitters (receptionists, announcers)
· Informers (teachers, clerics)
· Leaders and Sellers (politicians, business leaders)
· Performers (singers, actors)

Different types of work present different vocal demands. For example, ‘Supporters’ “deal[…] with high emotional stress levels in others”; ‘Informers’ have “long periods of uninterrupted speaking” (Shewell, 2004, p447). Different strategies may be required to reduce the impact of specific vocal demands.
What is the need?
“Voice function… has an undisputable relation to the voice load and occupational demands” (Ahlander et al. 2012, p.e156). For PVUs, work is a predominant cause of vocal load, “an important risk factor for the development of voice abnormalities” (Sampaio et al, 2012, p820e.15). Yet as voice use continues beyond work, voice problems have a wider impact including “reduced productivity, reduced work quality, restriction of daily activities and social function, with subsequent reduction in quality of life” (Wingate et al, 2006, p434). 
Approximately one third of the workforce require a well-functioning voice for their work (Vilkman, 2004, p220; Bartlett and Wilson, 2016, p243). Ferracciu and Almeida’s recent study of American teachers estimated the cost to society, through work absence and expenditure on therapy, as $2.5 billion annually (2014, cited Teixeira and Behlau, 2014, p718). Gadepelli et al’s UK-based study of teachers (2019) identified that voice problems impact the teacher’s personal and professional life (p1053), their employers and pupils (p1045), and the wider economy (p1052). Greater awareness of vocal health would therefore benefit more than the individual alone.
From recent personal experience, vocal medical care is both expensive and not easily accessible. A laryngoscopy through a private hospital in Cheltenham required a four-week wait, costing £600 for the assessment alone, comparable to other private hospitals (ENT Kent, 2020). Whilst the same procedure is available through the NHS, maximum waiting times for non-urgent referrals is 18 weeks (NHS, 2019). Additionally, any subsequent treatment is limited; standard NHS contracts provide six sessions of therapy, oftentimes delivered in groups (Harris, 2018, p90). 
Understanding of cost is important for the patient who incurs either a prolonged wait for diagnosis or a costly bill. Recent research demonstrated that 10.6% of the UK population has private health insurance (Guardian, 2015), nowhere near the proportion of the population who are PVUs (stated earlier). Medical assessment is advised after two to three weeks of abnormal vocal function (Williams, 2013, p159; BVA, 2021), yet the cost and waiting period might create barriers to effective treatment. Zambon et al’s study of teachers revealed “only the limitation of daily activities and effect on emotion led the teachers to search for voice treatment” (2013, p344). Ahlander et al. (2012) also cited the “effect on emotions caused by… vocal disabilities” (p154). It may be hypothesised that, once asking for help, the emotional impact will increase while awaiting assessment, especially if voice use needs to continue in the intervening period. 
Understanding of cost is also important for the singing teacher when advising any client to seek a referral. Given the potential cost and emotional impact, the teacher must be able to demonstrate clearly why the referral is recommended, how the process may proceed, and how the teacher can support the client’s voice in the interim.
There is little voice health data available in the UK; only one report has been published by NHS Scotland (2013) despite evidence that “voice is a worldwide problem in the teaching profession” (De Jong et al, 2006, p186).  The UK Labour Force Survey recorded “self-reported illness caused or made worse by work” (ONS, 2020) yet no category of illness evidently included voice. Despite costs to employers and the economy, voice health is primarily regarded as an individual’s responsibility. PVUs could benefit from access to affordable and personalised vocal health support within a short time of identifying a problem. 
Singing Teacher involvement
Singing voices “require endurance, flexibility and vocal tract control that exceed the needs of the speaking voice” (Pestana et al. 2017, p722). Singing teachers employ multiple strategies to assess a student’s performance: visual, auditory, discussion of the student’s physical sensations, plus knowledge from “their own training, intuition, anecdotal observation and personal experience” (Harrison and O’Bryan, 2014, page unmarked). By listening to a student’s speaking voice, singing teachers can also gauge their mood, health, and general vocal state at that time (Chapman, 2016, p85). 
Developing a stylistically appropriate and vocally healthy technique is central to most approaches in singing teaching (Harrison and O’Bryan, 2014, page unmarked).) Most students initially energise phonation from “the level of the voice… with very little energy located in the body” (Chapman, 2016, p69). Good speaking technique requires “good breath support, chest or mixed-register, and resonant voice” (Scearce, 2016, p278). 
Chapman (2016) cites the essential components of vocal technique as: postural balance; breathing and support; resonance; articulation (p9).
Shewell’s (2009) speaking voice assessment adds channel (vocal tract), pitch and loudness (p90). In singing, these components are prescribed by the song’s text, melody and dynamics, but in speaking they are variable and should fit appropriately within a social context. This demonstrates clear congruity between the core components of singing and speaking technique. Exercises that focus on these components can increase the speaker’s physical awareness and improve their performance.
Ethical implications
Obtaining vocal health support from a singing teacher has ethical implications. Singing teaching is not a regulated industry, and “there is no available training for remedial singing teaching in Britain” (Harris, 2018, p199). 
Speech and Language Therapists (SLTs) “assess and work with people… who have difficulty with communication or swallowing” (Shewell, 2009, p6). SLTs are regulated by the Health and Care Professions Council, however, “there is no specific training for SLTs to become voice specialists” (ibid). SLTs may therefore not have the experience in assessing and training voices that singing teachers may have acquired. 
Lack of accredited training means that boundaries for ethical practice are ill-defined. Shewell (2009) states that an SLT should treat a disordered voice, but other practitioners can provide protection strategies which may help to prevent vocal fold damage (p445). As SLTs’ work is certified and regulated, opposing this could be unethical but also potentially expose the singing teacher to litigation against which they may not be insured. Scearce (2016), additionally states that “singing voice rehabilitation is outside the realm of clinical practice for general speech-language pathologists” (p14). 
Singing teachers may vary widely in knowledge, understanding, experience, and style, again due to lack of regulation (Shewell, 2009, p7-8). Many reputed voice practitioners have created training courses focusing on anatomical understanding, such as Estill Voice Training, or body movement including Alexander Technique and Fitzmaurice Voicework (Chapman, 2017, p34). Recently there has been development of vocology accreditations (Titze, 1996) and vocal health courses for singers (Vocal Process, 2021; Voice Health Education, 2021). These demonstrate a singing teacher’s wider interest and capability beyond artistic output alone. 
At an elite level, the competencies required to practice voice rehabilitation through the British Association of Performing Arts Medicine (BAPAM) focus on medical criteria (appendix 1). While it is critical to acknowledge the value of performing artists’ voices, the clinical demands of these competencies make the role virtually unattainable. The cost for training alone would be widely prohibitive and, therefore, only be available to people already participating in a Voice Clinic, to which access is severely limited. BAPAM’s Vocal Health Working Group (undated) states that multidisciplinary assessment enables optimal care pathways, but these barriers may conversely restrict access to a multidisciplinary clinic. Harris (2018) agrees that a singing specialist should be present in the clinic but recognises that “teachers are likely to receive their training from the other team members, adding their own experience and skills” (p200). 
Singing teachers potentially have experience of working with voices that may exceed other practitioners in vocal health, but they need to identify ethical boundaries, recognising when multidisciplinary support is appropriate (Scearce, 2016, p13). Conversely, if Voice Clinics want to benefit from the presence of a singing voice specialist, they may need to provide access to training in wider assessment skills required in rehabilitation.
Assessing voices
It is widely agreed “the clinical manifestations [of voice problems] vary from person to person” (Pereira et al, 2017, p551; Wingate et al, 2006, p434; Gadepelli et al, 2018, p1052). Zambon et al. (2013) identified 14 signs and symptoms indicative of vocal deviation (appendix 2). Additionally, individuals will have unique history, understanding and perceptions of voice, and range of vocal demands at the time of seeking support. To understand the needs of the individual, assessment should be conducted in person, considering this range of factors.
Assessing for pathology
SLTs are certified to “treat… diseases of the vocal folds by performing voice therapy” (Gates et al. 2013, p74). It is therefore of primary importance to assess the likelihood of vocal pathology existing and, when appropriate, recommend the client to seek a medical referral for investigation and treatment.
By focusing on the quality of sound produced, GRBAS is a principal tool to predict the existence of vocal fold pathology (Shewell, 2009, p63). Using aural perception, the roughness, breathiness, asthenia, and strain in the voice are measured, assessing the overall vocal quality from normal to severely affected. It provides easily understandable results so progress or deterioration can be quickly identified. GRBAS would therefore be a beneficial assessment at every session, enabling ongoing monitoring of vocal condition. 
Assessing ‘normal’ sounding voices is more complicated (Ahlander et al. 2012, p.e158; Gomes de Oliviera et al. 2012, p815.e5) and GRBAS assessment of a normal voice produces a score of zero. Further assessment models are therefore needed.
Assessing beyond pathology
Assessing non-pathological vocal deviation is complex, requiring auditory and visual methods to review the impact on phonation from “anatomy, muscular function, and the effects of muscular interaction” (Chapman, 2016, p8). This may be identified as vocal input, in contrast to GRBAS, which assesses vocal output.
Harris (2018) states “the biggest group of dysphonic patients is the one where no specific pathological lesion is found”, (p73). Requiring clinical diagnosis, “Muscle Tension Dysphonia (MTD)… is a condition in which one or more laryngeal muscle sets are overactive, causing voice fatigue and discomfort” (Verdolini, 1998, p16). Scearce (2016) includes the hypercontraction of the facial, jaw, neck and shoulder muscles (p52, citing Van Houtte et al. 2011).
Pereira (2017) notes a characteristic sign of MTD is in the postural musculature (p546). The fundamental role of physical alignment is to enable the efficient co-ordination of breath and phonation (Miller, 2004, p35), highlighting the potential for any part of the body to impact upon phonation. Muscular alignment and co-ordination are therefore critical to achieve efficient phonation.
Research by Pereira et al. (2017) shows that all clinical trial therapies applied to MTD have provided positive results, including vocal function, respiratory and phono-articulatory exercises (p551). While it is necessary for a study to utilise one programme of therapy on all participants to achieve clear results, in teaching, my own approach is to adopt remedial exercises according to the muscular manifestations. For example, an individual lacking resonance may benefit more from respiratory exercises than phono-articulatory exercises. Harris (2018) states “frequently, the singing and speaking voice mirror the same problems” (p200). This suggests strong potential for singing teachers to apply vocal exercises for all PVUs to lessen muscular hyperactivity, reducing the likelihood of pathology developing. 
The Biopsychosocial model
Engel’s Biopsychosocial model (1977) demonstrates the need to view illness “as the complex interaction of biological, psychological, and social factors” (Gatchel et al, 2007, p582). Chapman’s Primal Sound (2016) and Smith’s Naked Voice (2007) methodologies recognise that voice is “a complex mix of intellectual, spiritual, emotional, physical and psychological aspects” (Smith, 2007, p18). Through my own experience, students quickly notice a difference in their sound when humming after thinking of the smell of their favourite food! This demonstrates that voice is more than a mechanical process (Smith, 2007, p18).  Clients need to recognise that their medical history may impact upon their voice, as may their emotional state, relationships, and interactions with the world. This defines another ethical line, as circumstances affecting the individual’s mental health should be referred to a psychotherapist.
Ahlander et al. identified that the voice assessed in clinic might not appropriately represent the patient’s daily life (2012, p.e159). Consideration of habit is important: despite training, “many [singers] do not apply their good singing techniques to speaking” (Bartlett and Wilson, 2017, p243.e28). “Habitual use of a loud speaking voice” (Cutiva et al. cited Gadepelli et al. 2019) was associated with teachers’ voice disorders; conversely, exercises undertaken with telemarketers resulted in “consistently reported alterations in voice production, even without cuing” (Gomes de Oliveira et al. 2012, p815.e3). As work is a predominant cause of vocal loading for PVUs, observation in the workplace may highlight the psycho-social impact of work on the voice. While clinical time constraints do not allow for this, a singing teacher could conduct biopsychosocial assessment through work-based observation.
Self-assessment
Patients describe symptoms “less related to the quality of the voice produced and more related to physical sensations… for example fatigue, effort, and discomfort” (Rodrigues et al, 2013, p473). 
Studies note the absence of a definition for voice abnormalities (Sampaio et al. 2012, p820.e17; Ahlander et al. 2011, pe157). As considered above, practitioners primarily focus on the sound quality produced, or physical involvement in producing the sound. Self-assessments such as the Vocal Handicap Index “evaluate functional, physical, and emotional aspects of voice abnormalities” (Sampaio et al. 2012, p820.e15), supporting the biopsychosocial theory of the impact of voice disorders.
Singers and teachers are the two groups most at-risk of developing voice problems (Bartlett and Wilson, 2016, p243.e28). A study by Titze (1997, cited Pestana et al. 2017) identified that singers represent 0.22% of the US workforce and 11.5% of the clinical voice population. Voice problems among teachers range from 38% to 80%; variations in measurement are explained by differing definitions of voice disorder. However, teachers with self-reported voice problems (SRVP) have, on average, 7.8 symptoms and define their voice quality as ‘reasonable’, compared to teachers without SRVP, with average 2.5 symptoms and ‘very good’ voice quality (Rodrigues et al. 2013, p476, p479). Overall, 71.9% (estimated) of the treatment-seeking population are PVUs (Pestana et al. 2017, p723). 
These figures highlight, firstly, that individuals perceive ‘voice problems’ differently, emphasising the importance of self-assessment. Secondly, while “performance artists have a heightened perception of changes in their… voice” (Bartlett and Wilson, 2017, p243.e28), teachers can suffer from lack of awareness or motivation to cope with the problem (Gadepalli et al, 2019; Zambon et al. 2013, p347). Gadepalli (2019) found “half of teachers thought that teaching was associated with voice problems” (p1048). Self-assessment examines the client’s perception of their problem and its impact, and demonstrates their self-awareness, indicating the vocal health education needed to support future self-care.
Conclusion
When considering the need for greater affordable voice health provision in the UK, singing teachers may be appropriately placed to provide ‘habilitation’ or preventative care in speaking and singing voice. This involves helping individuals develop awareness of the interaction between the body and voice, and factors that may disrupt efficient phonation. Singing teachers could also provide education in vocal hygiene, and exercises to develop good vocal habits. 
The assessment model should enable teachers to make ongoing recommendations about medical intervention, depending upon the client’s vocal condition, history and progress. As the range of potential contributory factors to vocal deviation is vast, acknowledging personal limitations is critical. Knowing local healthcare practitioners who specialise in voice care would assist access to appropriate treatment.
PVUs are significantly more likely to need treatment for voice problems than non-PVUs. Delivering preventative vocal health education to PVUs could help reduce the prevalence of voice disorders requiring medical intervention, potentially benefitting the individual, employers, the NHS and the national economy.

Strategy
To enhance my work in vocal health, this research has helped me identify:
· Clear assessment is critical and should inform any referral. Records should create a narrative, demonstrating actions taken to address concerns. 
· Focus on providing education in vocal self-care is a necessary step to help prevent voice disorders among PVUs.
· Development of a network of medical specialists with particular interest or experience in voicework to support referrals. 
· Muscular hyperactivity is the biggest cause of dysphonia among patients (Harris, 2018, p73). Definitions of MTD vary widely; although MTD requires a clinical diagnosis, my reading so far suggests this is the diagnosis in absence of any pathological alternative. Greater understanding of MTD would benefit my work in singing and vocal health.
	Part 2
Reflective Review: 
a) Reflect on your recent learning experience, and the value of learning you have acquired. Assess your current competencies and identify future development needs in the context of your work situation. 
b) Devise a detailed personal development plan which incorporates identified areas for development, objectives, activities to be undertaken, methods, resources, review periods and timescales.

	This part of the assignment is 1800 words and is 40%.



Reflective Review
In exploring the literature of reflective theory, I was instinctively drawn to Schön’s work (1987), on the transactional, experimental processes of ‘Professional Artistry’. (Warwick, 2007, p5). This resonates strongly with my work as a singing teacher, where much of my learning over 20 years has been through experience, aligning with Schön’s ‘Reflection in Action’ (1983, p50). This has been supplemented by attending short courses, and reading literature by esteemed practitioners, which has fed back into my teaching, an example of ‘Reflection on Action’, (Schön, 1983, p61). Through this research, I am investigating the appropriateness of applying my teaching ‘Professional Artistry’ to vocal health, a field traditionally led by Speech and Language Therapists (SLTs). Harris (2018) describes the SLT approach to understanding voice problems as like a jigsaw, finding and then assembling the pieces (p86). This has greater alignment with Schön’s opposing concept of ‘Technical-Rationality’, a “paradigm whereby problems are solvable through the rigorous application of science” (Warwick, 2007, p3). Rather than discarding Schön’s theory, I perceive this distinction between the two paradigms to be important because of the divergent nature of the artistic and scientific-based roles.
To support inwardly directed reflection, I will draw on the work of Ghaye (1998). His four-step process: self-reflection; reflect on information; dialogue; and question, resounded with me. During this assignment I kept a learning journal to monitor my responses to learning, doubts and ideas. I also recognise that I positively engage in learning through dialogue; I work in schools with teams of singing teachers, having previous experience of working alone. Likewise, I engaged in discussion on the process of academic writing. Ghaye’s process has made me aware that I subconsciously engage in steps 1-3. I hope to develop conscious awareness of my reflections, and subsequently identify relevant how-type and why-type questions (Ghaye, 1998, p35) for further development.
Finally, I recognise that work must exist within external parameters. For example, self-reflection may generate ideas to develop my teaching, but these must align with my schools’ values and systems for me to adopt them into practice. I will therefore draw on the concept of reflexivity specifically for “attending to the impact of the wider organisational, discursive, ideological & political context” (Finlay, 2008, p6).
Achieving depth of research in this assignment was important to me. I began the study with a belief that there is a role for singing teachers in vocal health and, therefore, an acknowledged bias. Through conducting the study, I hoped to determine its validity through “the active, consistent and careful consideration of [my] belief… in the light of the grounds that support it” (Dewey, 1910, p6). Due to my pre-existing bias, I recognised the importance of demonstrating an open-minded approach, and undertook research across a breadth of topics: vocal health, singing, and professional voice users, to reduce the potential for confirmation bias.
Shewell (2009) categorises types of voice work on a continuum: singing teachers are aesthetic; SLTs are therapeutic; other voice practitioners fit between these extremes (p14). This correlates closely to Schön’s description of ‘Professional Artistry’ and ‘Technical-Rationality’. There is already cross-fertilisation through the continuum; speech therapy borrows from singing teaching, and singing therapy borrows from speech therapy, voice teaching and bodywork (Harris, 2018, p83, p199). Recently qualifying as a Vocal Health First Aider, I studied some ‘technical-rationality’ approaches, implementing small physiological diversions into singing to identify positive or negative muscular changes, which has been highly rewarding. Developing my technical-rationality approach is both enhancing my professional artistry and expanding my capacity to work with professional voice users (PVUs). While I wish to continue this development, I need further reflection to determine which training route will be most appropriate, considering cost, time, and future capability to expand my work.
My initial ideas for this study centred around challenges faced by PVUs and the potential role for singing teachers. Little literature linked singing and speaking voice health but, due to the substantial volume of relevant work by Shewell (2009) and Harris (2018), these became core sources. Shewell and Harris’s opinions were also important to me as they are both qualified SLTs and experienced vocal health practitioners. 
Scearce’s (2016) book on singing rehabilitation, was less relevant. In America, voice-specialist SLTs acquire a specific qualification to practice, but this pathway does not exist in the UK. Viewed through the lens of ‘reflexivity’, the differing national approach to healthcare (choice of clinician (USA) versus treatment assigned based on clinical need (UK)) may restrict the opportunities available for SLTs to specialise, therefore increasing the need for alternative vocal healthcare support in the UK.  
Expanding my literature search into vocal health and PVUs generated a vast amount of material. A wealth of scientific studies, published in reputed journals, focus on a single area of vocal challenge or remediation. Some I discarded where they contained only little relevant information, especially relating to teachers, where a proliferation of studies became overwhelming. As I was studying PVUs, examining a wider range of employment than just teachers was important. Some studies assessed performers and telemarketers, however, research on PVUs seems restricted to workers with high duration of voice use. Several studies considered the emotional impact of voice problems, but none I found have specifically studied voice disorders within job roles where there is high emotional content, such as medical staff and social workers. Given the high prevalence of muscular-related voice diagnoses, I believe further research into the impact of emotional stress on vocal condition across a range of PVUs would be advantageous to the field of vocal health, although I recognise this is beyond my current resources.
Reflecting upon the literature, I concluded that, firstly, examining both PVUs’ challenges and singing teacher involvement, was too large in scope for this study. Secondly, my initial focus was too simplistic as, to justify a role for singing teachers, I had to demonstrate need. I therefore attempted to find data on Voice Clinic and SLT usage in the UK. NHS Scotland’s single study included reviewing the context of the SLT workforce alongside local and national developments (2013, pi), supporting my opinion of the importance of reflexivity. The general absence of data, however, led me to conclude that voice care is not a recognised concern on the national stage. Completing Ghaye’s four steps in reflection, I identified the following questions:
1. Given the prevalence of PVUs in the workforce, why is there no public recognition of the importance of voice?
2. How can I best help to raise awareness of vocal health among PVUs?
While writing this study, I experienced the emotional impact of voice problems. After contracting a heavy cold, my voice did not return during the following three weeks. As I needed to continue working, I sought a referral to a private clinic hoping for quick access to a laryngoscopy; awaiting the referral took one week, the assessment a further four weeks. This contrasts with my one previous experience of laryngoscopy in the USA in 2005, where I booked an appointment and was assessed the following day. Even though I knew how to provide good vocal self-care, the biggest influence on my recuperation was seeing the scan showing no pathology, and I realised the anxiety waiting had caused. This awareness will be beneficial working with clients by identifying “problem-focused coping strategies” (Zambon et al. 2014, p347) and using ongoing monitoring to help reduce anxiety.
Considering how to balance ethics alongside delivering voice care was already of principal concern to me prior to this study. I wished, through examining literature in-depth, to achieve detailed, methodological, and justifiable conclusions. The discussion undertaken has, conversely, forced me to conclude that ethical lines may not be clear until viewed with hindsight, through the emergence of a picture over time. Due to its ‘Technical-Rational’ (Schön, 1983) approach to assessment, I feel GRBAS provides the clearest outcome for drawing an ethical line, and I will initiate all voice assessments with this rating.
This study ultimately focused on how a singing teacher can use assessment to demonstrate transparent and ethical practice, to the benefit of both the client and practitioner. While this is both valuable and within the scope of the title, the focus I had originally intended was the design of a ‘preventative’ pathway. This change of focus evolved during the process of writing, rather than a conscious decision, which made me feel anxious and lacking control. Giving “regard to [my] own uncertainties, questions and meanings” (Boud and Walker (1998) cited Finlay, 2008), I feel I rushed into beginning writing rather than collating sources and information into a cohesive plan. Particularly given the disparate range of literature gathered, I would have benefitted from a visual plan rather than notes. In my next assignment, I want to explore using mind maps (a tool I have previously used successfully) to categorise and prioritise information, to inform my essay plan. 

Personal Development Plan
	
Why am I doing this course?
	
I want to underpin my experience in working with voices with academic enquiry to better inform my understanding and support my intuition. I value the depth of learning achieved through rigorous research and would like to achieve a meaningful qualification to demonstrate my learning.

Voice care is often divided into ‘singers’ and ‘speakers’. The flexibility of this course allows me to study both to enhance my work with ‘voices’, to help my singing students and the many academic teachers I work alongside.



	
What is the direct benefit to me?
	
I am passionate about engaging with healthy speaking voice use but, as I am not an SLT, I perceive this to be viewed sceptically. I believe that an academic qualification will help demonstrate my wider knowledge of voice than aesthetic concerns alone.

Through attending the provider’s online short courses, I have gained exposure to new areas of voice-related learning, including remedial therapy, bodywork, neurology, trauma-awareness and mental health. This has drastically increased my appreciation of the diversity of voicework, and the biopsychosocial impact on voice. During this isolated year, it has also provided mental stimulation and social contact with likeminded people.


	
Developmental Area:

1. Recording, and storing confidential data




	


Objective: Devise system for recording and storing assessments 

Activities:
Create an assessment plan document incorporating: GRBAS (pathology); vocal technical profile (from Chapman (2016) and Shewell’s (2009) vocal technique components); client self-assessment; biopsychosocial background.
Review: ongoing during client process / obtain client feedback at end.

Establish database for vocal health clients conforming to GDPR legislation.

Deadline: August 2021



	
2. Vocal health education materials

	
Objective: Develop face-to-face and online materials linking education, practitioner, and assessment.

Activities:
Devise presentation in voice disorder prevention for delivery at schoolteachers inset.
Review: obtain participant evaluation.

Create a personal website with singing teaching and vocal health information: include links to website on presentation materials.

Contact local Teacher Training providers; examine voice training provision for student-teachers.

Deadline: To be completed for WBL module 3.


	
3. Building networks

	
Objective: Develop a network of local voice health-related practitioners to support client referral.

Activities: 
Request access to observe Voice Clinic and vocal rehabilitation sessions. 

Seek recommendations from colleagues to develop vocal health practitioner network including ENT, osteopath, laryngeal physiotherapist, psychotherapist and SLT.

Attend online short courses and engage in voice practitioner social media groups.

Deadline: Observations post-COVID-19 restrictions; these activities are ongoing.

	
4. Further research and learning



	
Objective: Further development of vocal health knowledge through academic and practical learning.

Activities:
Engage current reflections in planning future assignments:
· Mind map; visualise lines of argument
· Identify ‘how’ and ‘why’ questions (Ghaye, 1998) to inform assignment planning
Deadline: Incorporate into WBL module 2.

Conduct desk-based research into MTD investigating manifestations, diagnostic process, and treatment. 
Deadline: To be completed for WBL module 4 or within alternative study route.

Investigate practical training options including:
· Vocal Health Practitioner
9 months study; cost £350.
· BA Speech and Language Therapy
6 years study (part-time); cost £27’000 (investigate grants/ work sponsorship) + travel.
Undertake work-shadowing to experience role.
Deadline: Research by December 2021.
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Appendix 1:
BAPAM Vocal Rehabilitation Coach Competencies 

Applicants who wish to be considered for public listing on the BAPAM practitioner directory as BAPAM Approved Vocal Rehabilitation Coaches must demonstrate that they meet the competency criteria below. Applicants will be included on the directory for a term of three years before needing to revalidate their application. 

What do we mean by ‘Vocal Rehabilitation Coach’? 

A highly specialist singing coach who works with patients as part of a clinical team within a Voice Clinic, and/or has a significant relationship with a Voice Clinic and receives referrals from a clinician, a VRC will have clinical supervision from a voice specialist laryngologist and speech therapist and, ideally, a psychosocial professional. 


	Name of Applicant

	

	Competency
	Competency met yes/no (please provide evidence) 
	Advice to applicant to meet competency

	1. Hold or have previously held a contract with an NHS specialist voice clinic including a job description. Verified by contract document. Where an informal but significant relationship with a voice clinic exists or has existed in the absence of a contract, a letter from the voice clinic may be accepted
	
	


	1. Have spent at least 6 years practicing as a singing teacher/vocal coach within an educational institution or in private practice. Verified by contract document or evidence of proven track record
	
	

	1. Work under clinical supervision from both voice specialist laryngologist and speech therapist (as appropriate) as part of a clinic team with all clients. A psychosocial supervisor is desirable. If the applicant is working in private practice, letters from clinical supervisors confirming monthly sessions are required
 
	
	This will be met if you work in an NHS voice clinic. If you wish to work in private practice, we will need to see letters from your clinical supervisors confirming monthly sessions

	1. Undertake at least 20 hours of voice clinic observation per year. Verified by letter from voice clinic
	
	20 is essential, 30 is desirable

	1. Have completed relevant anatomy/physiology training formally or in-house. Verified by attendance certificate or letter from voice clinic
	
	Unbranded approaches are preferred

	1. Have completed endoscopic interpretation of singing physiology training. Verified by attendance certificate or letter from voice clinic 
	
	If training course, this should be within the last 3 years. Tori Burnay and Dane Chalfin run a course annually

	1. Have basic counselling awareness training, formal or in-house. Verified by attendance certificate or letter from voice clinic
	
	This can be achieved by attendance at a Mental Health First Aid Awareness course, for example. The purpose is to recognise where a mental health issue exists and what to do at that point/where to refer, NOT to undertake counselling

	1. Have training to carry out palpation assessment, formal or in-house. Verified by attendance certificate or letter from voice clinic
	
	This is to assess tension and for onward referral, not to perform manipulations. Jacob Lieberman course, Ed Blake course, for example

	1. Adhere to data protection standards when keeping client records
	
	On signature of BAPAM’s code of practice


	1. Have current appropriate liability and indemnity insurance policies. Verified by documents
	
	

	1. Provide at least two references, one from a specialist voice clinic, one from a reputable professional performance-related company (ex: university or production company)
	
	

	1. Adhere to all BAPAM professional practice standards at all times
	
	On signature of BAPAM’s code of practice

	1. Current DBS certificate
	
	





Appendix 2: 
14 signs and symptoms, the absence or presence of which are indicative of vocal deviation (Zambon, Moreti and Behlau, 2014, p342)
· Hoarseness
· Vocal alteration after a short time of use
· Vocal fatigue after a short time of use
· Trouble singing softly
· Trouble speaking softly
· Difficulty projecting the voice
· Difficulty singing in high pitch
· Discomfort or effort to speak
· Monotone voice
· Dry throat
· Sore throat
· Difficulty swallowing
· Acid and/or bitter mouth taste
· Vocal tremor or instability
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