Chapter 13: Assessment of Stuttering
in Early Childhood

LEARNER OUTCOMES

Readers of this chapter will understand:

» Differences between the initial evaluation of a preschool child and that of older
children and adults who stutter.

s The objectives and rationales for the initial evaluation of preschool children who stutter.

s The structure and content of the parent interview.

» Procedures and formal instruments for the measuring stuttered speech in young
children.

s Criteria for differentiating early stuttering from normal disfluency.

» Criteria for making early assessment of chances of persistent and natural recovery
courses of stuttering.

+ How to offer parent counseling in conjunction with the evaluation.

Challenges, Objectives, and Settings
for the Initial Evaluation

In Chapter 9 we stated that in health fields, a typical diagnostic evaluation involves
an analysis of presenting symptoms, both objectively observed and reported by the
patient. Itis a process that eventually leads to the diagnostic finding: the identifica-
tion of a disease or a disorder that was not apparent at the beginning of the process.
Sometimes the diagnosis is substantiated by a single sign; in other cases there may
be a pattern of signs. The primary motivation for isolating the condition or disorder
from other alternatives is to facilitate decisions concerning suitable treatment. It
was suggested that because the majority of adults who stutter correctly diagnose
their own speech problem, the main purpose of initial evaluation for adults is to
understand, describe, and measure the various dimensions of the disorder, rather
rhan to identify it Is this also true for preschool age children? Frequently, the
answer is positive. By the time the speech-language pathologist is consulted, typi-
callv more than one caretaker has noticed the appearance of excessive and unusual
disfluencies in the child’s speech and correctly diagnosed it as “stuttering.”
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Occasionally disorders of phonology and/or language may be called “stuttering” by
ivdividuals unaware of the distinctions. At other times parents who expected greater
fluency proficiency during the language learning process may express concern aboyy
“stuttering.” In our experience, however, these are the minority of cases,

Stuttering Versus Normal Disfluency: A Diagnostic Challenge
Yairi and Ambrose (2005) stated that rarely did they have occasions to question
parents’ diagnoses of their child's speech as stuttering. Close agreement between
the parents” and clinician’s diagnosis of stuttering in preschool age children hag
been reported in several studies (e.g., Ambrose & Yairi, 1999; Yairi, 1983). Yet there
can be exceptions to agreement as well as to clear evidence for a diagvosis.
Sometimes referrat ovenrs at such an early stage of the disorder that it is not fully
formed at the time of the initial evaluation. Also, because speech skills are stil}
developing, norual childhood speech characteristics, such as “placeholder” word
and phrase repetitions, may blur the picture. Thus clinicians should exercise extra
aution in determining whether a disorder of clinical significance exists, and which
one. Oceasionally there are exceptions to the close agreement berween parents and
clinicians in diagnosing stuttering. For example, based on objective evidence 3
clinician may be reluctant to diagnose borderline disfluency as stuttering, whereas
overly anxious parents, perhaps with a familial history of stuttering, arc more
inclined to do so. Disagreement may also arise in the case where parents have had
apportunities to observe more pronounced stuttering episodes that never oceur
even during two or three visits to the clinic. Finally, there are isolated instances
where children are brought in because of parental concern about “stuttering,”
when actually they exhibit another communication disorder altogether. These few
cases do present the classic challenges of the diagnosis process. Based on our expe-
rience and data, however, we disagree with several authors who overemphasize dif-
ficulty in differentiating early stuttering from normal disfluency (Conture, 2001;
Gordon & Luper, 1992a, 1992b; Manning, 2001). They stand in sharp contrast to
Curlee (1999, p. 3), who stated that *1 can vecall only a handful of parental misdiag-
noses of stuttering in over 25 years of clinical practice.
How do we explain Curlees and our observations? The answer: Whereas a
normative study of speech disfluency in 1.000 preschoolers selected randomly from
the general population might find a few children in the gray area between normat and
stuttering to pose a diagnostic challenge, the clinical setting presents an altogether
different picture. Preschool children seen for evaluation in the clinie, or sometitnes by
a school speech-language clinician, constitute a selective, ot random subset. They
have already been closely and intensively “screened” by their parents, who lound
them to exhibit speech characteristics that are bevond normal. Typically parents have
observed these bebaviors for weeks, if not montbs, prior to making a referral to the
speech clinician, This is the main reason why borderline cases seen for evaluation are
infrequent. Furthermore, according to a recent study, a substantial majority of
preschoolers seen for initial stuttering evatuation exhibit moderate or severe stutter-
ing that makes for ummistakable diagnoses {Yairi & Ambrose, 2005). Regardless,
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several disfluency measures, to be discussed later in the chapter, may be applied to
make reasonably clear differentiation between normally fluency and stuttering.

Other Key Diagnostic Issues

Ihe initial evaluation of preschoolers who stutter is different in several significant
aspects from that of adults who stutter, Key aspects include the role of parents, the
accuracy of stuttering history information, the lack of clarity regarding emotional
factors, the possibitity of concomitant disorders, and the challenge of eliciting repre-
sentative speech samples to observe the stuttering.

The Parent Role

whereas adults are typically self-referred for consultation and therapy and are the main
source of information about therselves, parents are the ones who bring the child to the
clinician out of their own worries, and the role of informant falls to them, typically the
mother. Not only do they provide the background information, they also collect impor-
tant data from the child. Being so close to the problem, parents becore a second major
focus of the evalnation. Their own background or family’s experience with stuttering

their personality, the atmosphere they create at home, and their attitude and reaction to
the child’s stuttering are important for an understanding of the child’s problem and fac-
tors that may aggravate it. OF course, potential positive parental resources also can be
revealed and tapped for more effective handling of the problem. Fiually, it is the parents
who ultimately make the decision about the nature and timing of clinical intervention.

Accuracy of Information

Because of the short history of the disorder, information about onset and surrounding
circumstances should be accessible from parents in greater detail and better validity
than what typically is obtained for older clients. For some children such information
may be only a few days or a few weeks old. Additionally, in the early vears of life, most
of a child’s relatives are alive and available to provide extra information, greatly
enhancing the accuracy of the history and familial incidence of stuttering that are
important details for prognostic purposes.

The Emotional Domain

Whereas most adults are willing to share and verbalize their feelings about stuttering,
assessing the emotional reactions of the voung chitd is difficult. On the one hand, the
child may not have such reactions. On the other hand, if emotional reactions do exist,
preschoolers are often incapable of verbalizing them. True, some children clearly
express their awareness and frustration. For many others, however, we simply do not
know what goes on inside their minds. Age is a factor in the domain of emotional reac-
tions. The percentage of children 4 1o 5 vears of age who appear to be aware of their
stuttering is certainly greater than among 2-vear-olds (Ambrose & Yairi, 1994). Otber
factors, such as severity of stuttering or environmental reactions to the child’s speech,
probably play a role. We may assume that the stronger the environmental reactions
and the more severe the stuttering, the higher the likelihood for the child to respond
emotionally. Unfortunately, the information available for this domain is very limited.

Chuidhinod
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Concomitant Disorders 1
All children in the preschool age range undergo fast developmental growth in multiple
domains. An appreciable number of them may exhibit either slowness or more serious
problems in one or more of these domains. Therefore, the initial evaluation of 4 voung
chitd who stutters must also include comprehensive testing of hearing, language,
phonology. motor, and cognitive skills that constitute an integral part of standard
speech-language-hearing evaluations of children. This point is particularly importang

in light of information that a wide range of disorders, especially those of phonology and
language, are present concomitantly with childhood stuttering more frequently than in.

children who do not stutter (e.g., Arndt & Healey, 2001; Blood, Ridenour, Qualls, &
Scheffner Hammer, 2003).

Speech Elicitation and Stuttering

Not infrequent}

/. eliciting an adequate speech sample from the voung child is not g
4 2 3

simple matter. Children may remain guiet during the first visit or two, speak little,-

and be uncooperative during the administration of various tests. Hence several visits
are sometimes required to accomplish a comprehensive evaluation. Even if the child
is cooperative, on a "good day” he or she may exhibit litde stutt ering, way below the
typical level as described by parents. Thus at least two or three speech samples may
be necessary, including one at home.

Objectives for the Initial Evaluation
Here is alist of specific objectives for the initial evaluation:

1. Obtain from parents a thorough history of the disorder: (a) exact time,
cireumstances, and type of onset (sudden, gradual, etc.), (h) description
of the initial stuttering chiaracteristics, including physical behaviors and
emotional reactions, and (¢) description of changes in the stuttering
characteristics and severity from onset to date.

2. Describe/quantify the various aspects of the child’s disfluency and other fea-
tures of stuttering, including their fluctuation in response to various conditions.

3. Examine the child’s language, phonology, motor skills, and hearing.

4. ldentify other factors relevant to the stuttering (e.g., familial history of

stuttering and current home environment conditions).

- Assess the current stuttering in light of its history and the potential risk

factors in order to reach a prognosis and suggested course of action.

. Share findings and recommendations with parents.

7. Provide parents with information about stuttering and guidance for
handling it at home, day care, and it other settings.
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etting and Preparations

It our experience, a comprehensive evaluation of a preschool child may require three
sessions, depending on the child’s cooperation and availability of a second clinician
to assist with the testing. Keep in mind that it is necessary to record speech samples
over at Jeast two different davs, and administer language, phonology, motor, and
other tests in addition to the evaluation of stuttering. Also, initial parent interview
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may require a whole session, and, similarly, the parent conference at the completic
of the evaluation. As with the evaluation with adults, both audio and video recordir
are desired. Special attention should be given to the child's typical daily schedul

especially in regard to naps, snacks, or other routines, Having the child scheduled i
the evaluation at the time when he or she is most alert during the dayv can make ¢
appreciable difference. Parents should be advised 1o bring with them notes abo
their child's developmental progress, birth and health history, the incidence an
course of stuttering among the extended family, and, if possible, a recorded speec
sample of the child, They may also bring along favorite quiet toys and/or books thy

the child would be inclined to want to talk about.
The evaluation is structured in three parts: the case history interview with parent
observing and testing the child, and a concluding conference with parents,

The Case History

The initial case interview with one or hoth parents is conducted without the chil
present so that the parent and clinician can focus on an open and comfortable sha
ing of information. The case history includes four components: (1) personal an
family information, (2) time and circumstances of onser, (3) symptomatology ¢
onset and at the present, and (4) general child development and health. Specifi
informadon items and interview questions are presented in our Case History Forn
Comments on specific items are inserted at the end of each section,

Case History Form: Preschool Children

Part I: Client and Family Information
Client Information

Child's Name File #

Last First
Address
HomePhone( ) Parents Work Phone ()
emall
Childsdateofbirth Age Gender

Race/Ethnicity

ST e Relation to child __

Informant _

Referral

Date of Fvaluation Clinician;

(continged)
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Family Information

Parents Married Divoreced If ves. child lives with

PO,

Language(s) at home

Mother: Name __ . Age__ Educationlevel ___
Occupation
Stuttering History: No Yes_  When/Howlong

Relatives on mother's side (her parents, siblings, nieces and nephews) who
have had stuttering history. For each one who stuttered, indicate if/when
recovered or if persists:

e . EducationlLevel __

Father: Name Age
Occupation _

Stuttering History: No ____

If yes, when/how long?

Relatives on father’s side (his parents, siblings, nieces and nephews) who have
had stuttering history. For each one who stuttered, indicate if/when recovered
or if persistent:

Siblings: List siblings by gender and age. Indicate if sibling has had a stuttering
histo

Comments on Part |

Items referring to familial history of stuttering serve two purposes. First, they are crit- -

ical in relation to the child’s prognosis. As explained in earlier chapters, a child has

about a 65% chance of matching the pattern of family history for stuttering. If there is

a family history of recovered stuttering, there is about a 65% chance to follow the
same pattern; if there is a family history of persistent stuttering, there is about 65%
chance of following that same pattern. Hence both parents should be urged to check
with the relatives of their respective families about stuttering history. Questions
about familial history should be raised in subsequent opportunities because new

Chaptter Thirteen/Assess g Early Chald

information may surface. Telephone calls to these relatives may add significantly ¢
the reliability of claims, A helpful means for tracking familial history of stuttering i
to draw a pedigree (a family tree) that includes the relatives of both parents. A secors
purpose for pursuing this topic is that it may shed light on the feelings and attirude
roward stuttering at home.

The importance of urging parents to ask questions of their refatives about stuttering must
be underscored. t should not be assumed that stuttering would have been mentioned
had it occurred. In our experience, relatives often do not offer the information uritil
someone else raises the topic. For example, one young mother, who herself stuttererd,
was surprised when she learned that her own grandmother, with whorst she was close,
wis someone in the family who had stuttered. She remarked how she might never have
known this fact if she had not initiated a discussion of the fopic,

Part II: Time and Circumstances of Onset

1. When was the stuttering first noticed? Probe for an accurate date through
surrounding circumstances.

Approximate date of onset Child age atonset

Child current age Time since stuttering onset

Notes regarding parent's estimation of date of onset;

2. Who first noticed the child’s stuttering?

3. Was the onset sudden or gradual?

__Sudden: I day
Sudden: 2-3 days
Sudden: 1 week

_ Gradual: 2 weeks
_ Gradual: 34 weeks
- Gradual: 6 weeks or more

4. Were there any illnesses, accidents, or physical traumas when he/she hegan
stuttering or shortly (2-3 weeks) before that time?

No Yes Which/When

5. Were there any identifiable emotionally upsetting events in the child’s or
the family’s life just prior to or at the time of the stuttering onset?

No  Yes Which/When/ Explain?

{eontinued)
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information may surface. Telephone calls to these relatives may add significantly to
Family Information iabili aims ; < ferr tracki Hial hict citerineg i
the reliability of claims. A helpful means for tracking familial history of stuttering is
Parents Married Divorced ___ Ifves, child lives with _ ) to draw a pedigree {a family tree) that includes the relatives of both parents. A second

purpose for pursuing this topic is that it may shed light on the feelings and attitudes

Language(s) at home toward stuttering at home.

Mother: Name Age

Education Level ___

Qccupation —

The importance of urging parents to ask questions of their refatives about stuttering must
be underscored. It should not be assumed that stuttering would have been mentioned
had it occurred. In our experience, relatives often do not offer the information until
someone else raises the topic. For example, one young mother, who herself stuttered,
was surprised when she learned that her own grandmother, with whom she was close,
was someone in the family who had stuttered. She remarked how she might never have
known this fact if she had not initiated a discussion of the topic.

Stuttering History:No ____ Yes When/How long

Relatives on mother'’s side (her parents, siblings, nieces and nephews) who
have had stuttering history. For each one who stuttered, indicate if/when
recovered or if persists:

Father: Name Age Education Level

Part IL: Time and Circumstances of Onset
QOccupation

1. When was the stuttering first noticed? Probe for an accurate date through

Stuttering History: No ____ Yes ____ If ves, when/how long? surrounding circumstances.

Approximate date of onset
Child current age

Child age at onset

Relatives on father’s side (his parents, siblings, nieces and nephews) who have Time since stuttering onset
had stuttering history. For each one who stuttered, indicate if/when recovered

or if persistent:

Notes regarding parent’s estimation of date of ons

2. Who first noticed the child’s stuttering?

Siblings: List siblings by gender and age. Indicate if sibling has had a stuttering
history. 3. Was the onset sudden or gradual?
Sudden: 1day Gradual: 2 weeks
. Sudden: 2-3 days _Gradual; 3-4 weeks
Sudden: 1 week

CGradual: 6 weeks or more

4. Were there any illnesses, accidents, or physical traumas when he/she began
stuttering or shortly (2-3 weeks) before that time?

No Yes Which/When

Comments on Part |
Items referring to familial history of stuttering serve two purposes. First, they are crit-
ical in relation to the child’s prognosis. As explained in earlier chapters, a child has
about a 65% chance of matching the pattern of family history for stuttering. If there is
a family history of recovered stuttering, there is about a 65% chance to follow the’
same pattern; if there is a family history of persistent stuttering, there is about 65%
chance of following that sarne pattern. Hence both parents should be urged to check
with the relatives of their respective families about stuttering history. Questions
about familial history should be raised in subsequent opportunities because new

5. Were there any identifiable emotionally upsetting events in the child’s or
the family's life just prior to or at the time of the stuttering onset?

No Yes Which/When/ Explain?

{continued)
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6. Did the time when the child began stuttering coincide with the arrival of a
new baby, pregnancy of the mother, or other sibling rivalry?
No . Yes_

Explain:

-

- Was the child undergoing roilet training, giving up thumb-sucking, or
changing other habits at the time?

No___ Yes Explain:

=

In general, was the child under some pressure/stress during the period
when he/she began stuttering?

No Yes Explain:

9. Generally, based on the above, the clinician estimates the manner of stut-
tering onset as:
e Sudden, following emotionally stressful event

Sudden, following physical illness

o Sudden, uneventful

e Gradual, following emotionally stressful events

__... Gradual, following physical illne

_ Gradual, uneventful

10.

Was the onset of stuttering associated with noticeable changes or develop-
ment in the child’s general speech and language skills?

No _ Yes

Explain

LL In your opinion, what was the most important cause of the stuttering?
What other factors contributed?

Comments on Part 1

Question 1 ("When was the stuttering first noticed?") is the most important item
because it provides the estimated time elapsed from onset to the date of the evalua-
tion. This information is critical to determine the current status of the disorder, prog-
nosis, and consideration of possible intervention, If the post-onset interval is short,
say less than 6 months, and stuttering has slightly declined. an additional waiting
period is a reasonable option in light of the possibility of natural recovery. The
shorter the interval, additional waiting is more justified. However, as the post-onset
interval increases, particularly when it is 9 months or longer, the smaller is the
chance for natural recovery, and intervention may be given greater consideration.
Also, there is a trend for children who had onset at an early age to have a greater
chance for recovery as compared to those who reported late onset (Buck, Lees, &

Chapter Thirteen/Assessment of Stuttering in Early Childhood

Cook, 2002; Yairi & Ambrose, 2005), Parents should be guided to identify the time of
onset with questions that systematically narrow the possible time range. To this end,
they are encouraged to recall the onset in reference to other events, such as birth-
davs, holidays, trips, or illnesses. For example, if the child began stuttering in the
winter, urge parents to recall whether the child had already stuttered during
Christmas or was it closer to the end of winter (e.g., the month of March). On, if the
child began stuttering during summer, was it before or after the Fourth of July, before
or after a birthday or other significant events.

Question 3 (“Was the onset sudden or gradual?”) is pertinent in revealing the
circumstances and the degree of parents’ confidence in their diagnosis. It is not
surprising that our data show that stuttering associated with sudden onsets tend to
be perceived as more severe. Perhaps it is the severity that calls it more immediately
to the parents’ attention. Also, some significant differences have been found between
children who experienced sudden and those who experienced gradual onset, such as
a tendency for parents of the latter group to report recent spurts of language growth
{Watkins, 2005). As we discuss fater, rapidly emerging or precocious language skills is
a potential risk factor for persistent stuttering.

Questions 4 through 8 are straightforward, helping the clinician assess physical
health and emotional factors possibly contributing to the problem. The clinician asks
questions that may lead parents to recall and consider stressors that either facilitated or
complicated the onset. At the very least, the answers may shed light on the child’s home
environment and parents’ evaluation of, and reaction to, the events that are discussed.

Question 11 is a broad wide-open question that invites parents to present their
point of view and look at parameters that have not been discussed. Conditions,
processes, and behaviors such as advanced language skills, nutrition, apparently
unrelated medical issues, and other life factors, might surface. Although many of
these explanations are typically rejected by most scientists, they should be evaluated
for their merit in each case.

Overall, the very task of the parents analyzing the child’s stuttering and its back-
ground might produce secondary therapeutic values, helping them take a good look
and reassess their home environment and family style. Johnson et al. (1959) were
convinced that the lengthy parent interviews they conducted for their study of stut-
tering onset were instrumental in the eventual improvement reported for many of
the children.

Part I1l: Symptomatology at Onset and at Present

12. Describe and demonstrate the child's speech when he/she first began
stuttering:

(continued)
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13. Indicate which of the following speech disfluencies were observed near
onset and now:

18. Where in the speech stream did the stuttering occurred at onset? Now?
Atonset: _ First word primarily  __ Words throughout the sentences

Now: . First word primarily Words throughout the sentences

Disfluency Onset Now
Repeating sound/syllable (ba-ba-baby)

Repeating short words (and-and)

Repeating phrases or Ionger words {going to-going to)
Prolonging vowels (aaaa
Protonging consonants (55550, mmmy)
Sitent blocks (b-aty)

incomplete words (ba-1

Revistons Of was 1t went)

interjecting tah, um)

Other

19. Were there indications of the child heing aware or reacting negatively to
the stuttering soon after onset? Currentiy?

Atonset: __ Notaware

Somewhataware __ Clearly aware and bothered

Deseribe:

and bothered

,,,,,, Somewhat aware

Now: _. Notaware

Deseribe:

14. Classify the main disfluency type at the time of onset and now:

Onset:  __ Repetitions Prolongations Blocks Interjections

Now: . Repetitions _. Prolongations Blocks __ Interjections

Comments on Part I

Questions 12 through 19 are designed to provide detailed information about the
stuttering characteristics both at onset and at the present. Requesting an imitation
Secondary Characteristics Onset Now of the n_.:Ew stuttering is a good way to cc.::..: a more valid description. The direct
Factal arimaces comparison of past and present characteristics is an excellent way to evaluate the
Eyes closing/blinking - B child’s progress in refation to the length of the stuttering history. Neither the
Eyes wide open description of the initial stuttering nor the present stuttering, each inand of itself, is
Lip tension (e ., on /p, b, m/) —_— —— as meaningful as the comparison of the type, amount, and direction of the differ-
ﬁo:wmmswwacz fog. ot ds 2 ) ) : e | ences that :wcm taken place over time. The m:%ac? progression over :En is a v,% /
Mouth wide apen component in the assessment and prognosis. For example, a current severity rating

15. Were there secondary characteristics associated with the stuttered speech?

Jaw tremor — e ) of 5 {on our 8-point 0 to 7 scale) should be alarming if the case history reveals that
Throat tension — — g when stuttering began it was rated by the parent as 2. The same rating of 5, however,

xmmséﬂoz,:aor,::.& o R wuuld be viewed as a positive sign, if the stuttering severity at onset was rated by
mm%m%“m_z% nvoalpith — ) the parent as 7 because of the apparent progress. Having this information may
Armfleg movementftension T T have a significant impact on the prognosis for the child and the couns Aing given to
Other _ parents concerning decisions for intervention,

Although parents are initially encouraged to describe in their own words the
general course of stuttering and changes they have observed in overt stuttering
16. Rate the severity of the earliest stuttering at onset (may select midpoints): : characteristics as well as the child’s reactions, checklists of s peech and secondary
: characteristics are used because many parents often are unable either to recall or
cxpress all the details. It is important to differentiate carefully between parent
descriptions of stuttering at onset and at the present. When rating the severity of
17. Rate the current severity of the stuttering (may select midpoints): stuttering on the 8-point scale, parents should be instracted to evaluate their overall
i _ ] impression. The clinician makes sure to define 0 as normal speech, 1 as borderline

0 ! m 3 4 7 6 ’ E stuttering, 2 as definite but mild stuttering, 3 as mild+, 4 to 5 as a range of moderate,
Normal Mild Moderate Very Severe 6 as severe, and 7 as very severe. Parents are allowed to choose points halfway between
numbered intervals. Comparison can also be made with the cliniciams rating.

Parent Scale of Sturtering Severity

0 1 2 3 4 5 6 7
Normal Mild Moderate Very Severe
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Part IV: General Development and Health History

20.

21

23,

26.

27.

b
@8

29.

w
=
<

Were there physical illnesses or emotional problems that the mother
experienced during pregnancy that caused concern or required treatment?

What medications, drugs, and other medical treatments did the mother

have during pregnancy with this child?

Were there any problems related to delivery?

Yes . Explain

Did the child require special medical attention at or immediat ly after
birth?

xplain

Were there any medical problems noted in the child, at birth or shortly
after, at a level to cause concern?

Explain

Has the child had any serious health problems since birth?

No . Yes_ Explain

Has the child ever had any facial tics, jerks of other body parts, or any other
rvpe of involuntary muscle movements?

No

Explain

Is the child on any medication now?

No Yes

. Explain

In general do you regard the child’s healtlh now as:

Good Fatr Poor

Has the child ever had a behavioral or psychological problem? {ADHD,
ADD, depression, BD, others)

No . Yes

Explain

Indicate age in months when the child acquired the following skills:

Satwithoutsupport ____ Crawled __ Walked without support

Overall, how do you regard the child’s motor development?

Below Average_ Average ___ Above Average

32.

33.

34,

36.

A7

38

oo

39.
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Child’s handedness:

Mixed

Right Left Undetermined

In terms of speech, at what age did the following occur?

Combined 2 or 2 words

Babbling ___ Firstword

Overall, would you say that the child’s speech development was:
Below Average

Average Above Average

Astde from stuttering, has the child ever had any speech/language prob-
lem? If so, describe.
No Yes

Explain

Has the child ever had hearing problems? If yes, describe.

No

“

J— e Explain

Has the child ever received any treatment for speech, language, or hearing
disorders?

No Yes

Explain

Has the child ever exhibited any of the following at a level to cause concern,
or at age-inappropriate levels?

Sleeping problems
Eating difficulties
Unusual fears

Separation anxiety
Excessive crying
. o Refusal to talk
.. Destructiveness ... Withdrawn behavior
CTemper tantrums .. Restlessness
Excessive shyness . Nome of the above

In comparison to other children, how much energy does the child have?

_.__ Belowaverage Average _.. Above Average

In terms of overall marturity is this child:

g

Below Average Average Above

JOS— RO, verage

Comments on Part IV
Research has not found any consistent factors, or a tendency for medical factors in
general, to be present in the health histories of children who stutter. Yairi and Ambrose
{2005) reported that only 14% of cases reported any physical stress associated with
stittering onset. Sometimes stuttering does coexist with other developmental

Ldhicond
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heafth problems that should be considered in the clinical recommendations and inter-
vention planning. The clinician, therefore, must discuss and take into consideration
the medical and health history. But dlinicians should realize there are many variations

in pregnancy, delivery. and health histories that occur in the general population with. .

out any resultant stuttering, If, in one case, a mother had 2 weeks of confinement tg
bed rest during pregnancy. or, in another case, there was jaundice at delivery, there
should be no assumption these were causes of the child’ speech problem. The health
history helps the clinician understand the client and the speech difficulty in the targer
context of the whole person’s individual issues and need

Collecting Clinical Data
Obtaining Speech Samples

After obtaining a comprehensive case history of the onset and development of stut-
tering, as well parental description of the stuttering and judgment of its severity, the
clinician proceeds 6 observe and test the child to obtain more objective as well ag
quantifiable data. A considerable portion of this part of the evaluation is similar to
typical speech-language-hearing evaluations of preschool children seen for other
communication problems. The standard tests of phonology, language skills, hearing,
motor, and other domains are administered. The main difference is the need to obtain
recorded speech samples that will be used to quantify the stuttered specch. A few
opportunities 1o observe the child talking may arise in the waiting room and hallways
when the child talks to the parents or responds to the clinician’s greetings. Hence
having a siall handheld tape recorder is advisable to secure these brief moments
of spontaneous speech before entering the examination facility. Permissions for
audiovisual recording are obtained beforehand.

The more formal recording procedures for young children require similar equip-
ment as specified in Chapter 10 for adults but call for extra flexibility. For example, some
children may respond well when sitting at a small table in the recording roon; others do
better sitting on the floor, interacting with the clinician or parent. This condition,
however, makes it difficult to adapt video recordings, resulting in a loss of useful infor-
mation. To be effective, the camera should be focused on the child’s head and upper
body. We have had excellent experience obtaining speech samples with the child
“confined” to a chair-table setting in a small test room yielding both good speech output
and high-quality video and audio recordings. A small tie-tack microphone attached
to the child’s shirt is ideal. But if the child will be free to move, an inexpensive, omni-
directional microphone can detect speech quite well.

Quiet play materials, such as plastic clay or interesting action pictures, are
preferable. Plastic and wooden toys generate noise that interferes with the quality of
the recording. The clinician or parent initiates conversation about what the child is
making with clay, then moves on to open-ended questions regarding the child’s
favorite toys or TV shows. Find out from parents about topics that particularly excite
the child, such as particular pets, toys, TV programs, or events. Stuttering increases
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with heightening emotion, such as excitement ot frustration. These topics often
stimulate longer responses that are also more likely to trigger stuttering. Avoid and
minimize questions that invite “yes” or “no” because they stop the conversation and
typically are not stuttered as often as words in phrases. After the child says some-
thing, questions such as “What happened next?” and prompts such as “Tell me more
about it” are quite usetul 1o get the child going. Additionally, single-word RSponses
are less desirable for analysis,
Preschool age children who stutter, especially in early stages of the disorder, tend
to exhibit considerable fluctuations in their stuttering (Yaruss, 1997h). An evaluation
that happens to be conducted on a good day” conld underestimate the magnitude of
the problem. Therefore, two or three speech samples recorded over different da
should be the target, especially when the stuttering is seen as mild, If the child exhibits
severe stuttering, a single sample provides much of the needed information because
there is more interest in the potential severity than in how mild it may be at times. Also,
due to expected fluctuations, home speech samples are particutarly desired for the
voung child who stutters, We provide parents with a handheld recorder and ask for 12
10 20 minutes of speech recorded in three to faur brief (e.g., 5-minute) segments.
Recording in the clinical setting, the goal is to obtain at least 500 to 600 syllables
and ideally close to 1000 syllables of conversational speech. The higher amr% can
often be achieved over two recording sessions, 15 to 20 minutes each, separated by a
fow days.

As indicated in Chapter 9, data by Sawyer and Yairi (2006) show that in four con
tive 300-syllable segments taker from continuous 1200-syllable speech samples of
20 children who stutter, the greatest armount of d stluency tended to occur i the
two segments, especially the fourth one, Hadl they used only the first 300 syliables,
somie or much of the children’s disfluency would not have heen reflected in the data
Several disfluency types, such as sound profongations/blocks or complex disfluent events
{e.q., those containing four or more repetition units), might occur in low frequency and
cannot be adequately tapped in short samples, if at all. In other words, the validity and
reliability of the data may be questioned. The risk with short speech samples is greater
when the stuttering appears 10 be mild or mild to maderate.

L

ey

It is desirable to record one of the sessions when the child interacts with a parent
and another one with the clinieian. Of course, the interaction during the Sg_zri of
tonger samples also provides more time to ohserve the child’s behavior, reaction, and
interaction,

Other Related Assessments
Two other aspects of stuttering;: secondary body movement and tensions invelved
with disfluencies, and the child’s awareness and emotional reactions should b




gement of Stutter

included in the direct initial evaluation of preschool children. In our experience, tog
often these do not receive sufficient attention. The child should also be assessed for
the possibility of other concomitant speech, language, or hearing problems.

Secondary Characteristics

For a long time these were regarded as late phenomena, emerging in late develop.
mental stages of stuttering. During the past 20 vears, however, research that
emploved videotape analyses of young stuttering children’s speech demonstrated
head and neck movements near the onset of stuttering (Conture & Kelly, 1991;
Throneburg, 1997; Yairi, Ambrose, & Niermann, 1993). Additionally, direct observa-
tion of nearly 150 children near stuttering onset revealed secondary characteristics,
such as head turn, lip pursing, and eve blinking, in 75% of the children (Yairi &
Ambrose, 2005). Hence clinicians should look for, and note, the type and severity of
secondary characteristics. The same list of secondary characteristics that appears in
Chapter 9 is reproduced below. The clinician indicates which ones are ohserved. At
the end, assign a severity rating based on the global impression of these secondary
behaviors (imild, moderate, or severe).

Awareness and Emotional Reactions
This aspect of the initial evaluation of preschool-age children who stutter is quite dif-
ferent than it is with older children or adults. As we discussed in Chapter 3, recent
experimental data, as well as clinical observations and parental report, have indicated
that some children do project various levels of awareness. Thus it may be possible to
obtain important information for those children. Toward this end, we suggest three
potential procedures.

First is parental report. Simply ask parents if they have noticed any indication
that the child is aware of the stuttering and/or visibly reacting to it emotionally. If the
answer is positive, pursue in more detail: What is the evidence for it? Let the parents

Secondary Characteristics Checkilst

.. Head tarns (side; up: down)
. Nostrils flaring/ constricted
Eyes widely open

Lips pressured

_ Head jerks

... Forehead tension

_ Eyes closed; squinting
Facial contortions

. Lipremor Jaw tremor

.. Jaw closed tightly __Teeth grinding

. Jaw wide open ____ Rotational or sideways jaw movement
. Tongue protrusion  __ Throat tightened

Body swaying Hand and/or arm movements

Estimated Severity:

respond first, and note whether they refer to a clear verbal expression, such as
“Feannat talk,” or a nonverbal display of frustration during moments of stuttering
Also, ask them to evaluate the frequency and strength of the child’s expressions of
awareness and affective reactions. Second is direet questioning. Ask the child if he or
she is a good talker or ever makes mistakes when talking. Perhaps better, the clini.

clan may stutter on purpose (e.g., " Do vou like i-i-i-i-ice cream?”) and then proceed
to ask the child, “Who else talk likes that?” and “Do vou sometimes talk like that?
Nate the verbal reply and other possible reactions. The third procedure is the pupper
test (see Ambrose & Yairi, 1994). The clinician holds two identical puppets, one on
each hand. Fach puppet says an identical sentence, with one speaking fluently and
the second one stuttering. The child is asked which puppet talks the way she or he
tatks. This should be repeated several times. changing the order and hand of the
stuttering and the fluent puppets. The level of accuracy and consistency provides
some information. A discussion of the methods with the parents beforehand may be
helpful to ensure that they will be comfortable with the method used by the clinician
to explore awarenes

Anxiety, Temperament, and Personality

Recent rescarch by Conture and colleagues (Karass et al., 2006) has implicated a role
for temperament in the disorder af stuttering (see discussion in Seery et al., 2007). They
found that compared to nonstuttering children, a siguificant propartion of preschool
children who stutter tended to (1) become more emotionally aroused, (2) settle down
less easily after arousal, and (3) show less emotional control during everyday stressful
and challenging situations. If these initial observations are valid, then an evahstion of
femperament may aid intervention planning. Instruments of assessment include the
Children’s Behavior Questionnaire (CB(; Rothbart, Ahadi, Hershey, & Fisher, 2001) and
the Behavioral Style Questionnaire (BSQ; McDevitt & Carey, 1978}, which have been
used in research with children who stutter (Anderson, Pellowski, Conture, & Kelly,
2003). Considering typical results of a temperament assessment, clinicians might work
together with parents to discourage overly exciting environmental conditions for their
child to talk in, provide imore reassurances and ez Iming encouragements to their child,
and/or make a special point of preparing the child for what to expect before new or
potentially fear-evoking situations (e.g., medical exams, fire drills, sitters, travel, etc.).

Language, Phonology, Motor, and Hearing

The initial evaluation of children who stutter, like that of other children, should
include comprehensive testing of the speech mechanism, phonology. langnage, and
hearing domains. Motor and other skifls n v be added according to case needs.
Standard tests or tape-recorded conversational speech samples can be used for
phonological and language analyses. Because deficits in these domains may impact
decisions of whether to initiate therapy, and what ar proach is “ted (Byrd, Wolk, &
Lockett Davis, 20073, careful assessment must be pursued in addition to the primary
focus on stuttering. These aspects of the evaluation, however. are not discussed in
this book.
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Analyzing Clinical Data
Disfluency Frequency and Types

After securing a tape-recorded speech sample, the next task is to identify and quantify
the characteristics of stuttering. In most respects. the procedures and parameters
involved are identical to those employed in the initial evaluation of adults as
described in Chapter 9. Again, clinicians are faced with the choice of metric. Some
clinicians prefer making categorical judgments of each word or syllable as either stut-
tered or not, and then calculate the percentage of stuttered words or svllables. This is
the easiest method of guantifying stuttering that provides general information. 1t is
also the method used in the Stuttering Severity Instriiment ($$1-3; Riley, 1994). As we
already explained, however, this metric does not yield specific descriptive data about
the characteristics of the person’s stuttering: How did he or she stutter? Did the stut-
tering contain repetitions, prolonged sounds, blocks, or other behaviors? If the client
repeated a word, how many times was the word repeated: one, four, or seven times?
Measures of percentage of stuttered words or syllables simply do not address such
questions because they report a single number of “stutterings.” Because there is a
growing body of information showing the significance of specific disfluency types, as
well as the length of disfluency in terms of the range and mean number of repetition
units' in differential diagnosis and prognosis of stuttering (e.g., Ambrose & Yairi, 1999;
Schwartz & Conture, 1988; Throneburg & Yairi, 2001), we believe that reporting the
frequency-type-length of disfluency is a preferred method even though it requires
muore analysis time. Furthermore, changes over time in the specific disfluency types
and their extent or length, rather than just changes in the percent of stuttering events,
is of great value in monitoring important aspects of the child's progress,

The importance of specific disfluency data is illustrated with the following example.
Suppose one clinician counted 15% stuttered syllables at the initial evaluation of a
child. Three months later, the child again scored 15% stuttered syllables, leading to
the conclusion that no change had occurred. Consider a second clinician who saw the
same child at each of those same times but analyzed sample data differently. She noted
20 stuttering-like disfluencies (SLD) per 100 syllables at the injtial evaluation (more
than one disfluency, e.g., repetition flowing by prolongation, may occur on the same
syllable). Among these, 5 were sound prolongations and 15 were part-ward or word
repetitions. The mean number of repetition units was two (e.g., bu-bu-but). At the
3-month follow-up, the child again scored 20 SLDs per 100 syllables, however, 15 were
sound prolongations and only 5 were part-word repetitions. Furthermore, the mean

we diseussed in Chapter 12, pepetition units refer to the number of extra prodoctions of a syltable ar awvortd,
example, fn bu-but” the number of repetition units is 1. In “bu-bu-but” there are 2 uni
B bt there ase 4. To catontare the range and mean of the number of repetition units, data for monosy
word and whole word vepetitions are combined.

Chapter T}

number of repetition units was four (bu-bu-bu-bu-but. In contrast with the first
climician, she infers that the child’s speech is worsening, not sta
total SLD or overall disfluency remains constant, there may still be significant changes
m the stuttering characteristics both in type and length of the disfluent events. These
could show a significant worsening or improvernent of the problem. Such infor
is missed by the miethods of counting employed by the first clinician.

The same procedures for disfluency analysis described in Chapter 9 for adult
speech samples should be followed when analyzing the samples of little children,
These procedures involve careful transcription, replaying the video-recorded speech
phrase by phrase or word by word, identifying and classifying each disfluent event
according to the six disfluency types listed here, then calculating the respective
frequencies as guided by the following chart.

Disfluency Type

Number in Sample er 100 Syllables

Part-Word Repetition
Maonesyllabic Word Repetition
hythimic Phonation

SLD Subtotal

R eision
hrase Repetition
Other Disfluency Subtotal

Overall DisHuency Total

Disfluency Length

The following three measures of the extent, or length, of disfluencies are worth
consideration for inclusion,

Repetition Units

In addition to estimating the mean repetition unit, it is quite important to keep track of
the number of word or part-word repetitions {per 100 words or syllables) that contain
three or more units. It is perhaps the most powerful information for differentiating
early stuttering from normal disfluency (Ambrose & Yairi, 1995, 1999, Repetitions of
this size are extremely rare in the speech of normally fluent children. In facy, even
instances of two repetition units are infrequent in normally fluent children as reported
by Ambrose and Yairi (1999) and by Yairi and Lewis (1984). Hence their conspicuous
presence in a speech sample s a strong diagnostic sign of stuttering.

Rate of Repetitions
The temporal characteristics of the child's repetitions also provide diagnostic clues
because children who stutter tend to repeat svllables and words considerably faster
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than normally fluent children, The repetitions are faster because the intervals
between the fterations are shorter. Conversely, the repetitions of normally fluent
children are slower because the intervals between their iterations are about twice as
long as those of children who stutter, Investigators have reported that interval dura-
tion alone was sufficient to differentiate children who stutter from normally fluent
peers with 72% to 87% accuracy {Throneburg & Yairi, 1994; Yairi & Hall, 19931, Such
measurements mav be too difficult to execute in a clinical serting, Nevertheless,
clinicians should make a point to note the tempo with informal observation.

Sound Prolongations

The length of sound prolongations is measured in terms of time duration. Because
most of these disfluencies are sustained only up to 1 second (Bloodstein, 1995), it is

useful to obtain and document the mean of only the three longest prolongations. The

presence of prolongations longer than 1 second is also a strong sign of stuttering
(Zebrowski & Conture, 1989). A few such events can easily increase the overall se erity
rating.

Speech Rate

Speaking rate is of diagnostic interest because of its negative correlation with the
amount of disfluent speech. It is, however, often difficult to assess with reasonable accu-
racy in young children in the elinical setting because of their high frequency of both
short utterances and long silences. Thus some clinicians may opt to spend more of their
assessiment time on other measures. Regardless, if deemed desirable, speech rate data
can be extracted from the spontancous speech sample. Reasonable estimates of overall
speecl rate can be obtained by measuring several minutes of conversational speech
using a stopwatch. As explained in Chapter 9, it is considerably more complicated to
accurately measure articulatory rate, which is based only on fluent portions of the
speech sample, and it is more reliably obtained with sophisticated equipment for
acoustic analysis. The Hmited research with preschool children has shown that close to
stuttering onset, children who stutter tend to exhibit somewhat sfower articulatory rates
than normalty fluent peers. The respective means were 8.43 and 11.42 phones per
second and standard deviations (SD) were 1.16 and 2.77 (Hall, Amir, & Yairi, 1999) for
children 3 and 4 vears of age. In another study conducted by Mevers and Freeman
(985), 4- and 5-vear-old children who stutter had mean articulatory rates of 3.5 sylla-
bles per second compared to nonstuttering eontrols who had rates of 4.04 syllables
per second.

Interpreting Clinical Data

Although a subjective determination that the child presents with stuttering can’

probably be made during the examination, and although it will most likely be correct
and inagreement with the parernus' diagnosis, the clinician should continue to apply a
careful evaluation of all the information gathered, starting with the speech data, com-

paring the client with other children who stutter and with normally fluent childrei. As”
we stated carlier, in most cases of stuttering, the purpose of the initial evaluation is to-

describe the problem and understand all contributing and complicating factors,
Henee, atter the formal evaluation, the clinician should b e able o provid : a rather
comprehensive description of the problem, determinge its 5
formulate recommendations, and inform the parents,

SVETHY, A85¢8% Prognosis,

Disfluency Status

As in other standard speech-language cvaluations, the clients performance iy
compared against avaitable data starting with those pertaining specifically o
stuttering: percentage of stuttered words or syliubles, or the ﬁ‘,.*,wx.\m‘c..,??,x‘ of dis-
fluency, the extent and/or duration of disfluency, and secondary characteristics,
Table 13.1 disptays disfluency data for large growps of ﬁ::c_.:ﬁ and normally
fluent preschoolers. )

As vou can see, there ave large differences between children who stutter and
normally fluent chitdren both in absolute and relative measures of each of the three
SLD components. 1t is very important to examine the total SLID. Note that it is
abmost 10 times larger for CWS than for CWNS. Also note that whereas the total S1D
constitutes approximately two thirds, or 66%, of the CWS's overall disfluency
H0.37/15.78), it is only a quarter, or 24% (1.33/5.65), for CWNS, Although the stan-
durd deviations indicate a wide range for all but one iten in the table, the data do

Table 13.1: Mean and Standard Deviations of Stuttering-Like Disfluencies,
Other Disfluencies, and Number of Repetition Units per Repetition per
100 Syllables*

WS CWNS

Mean {SD} Proportion Mean (SD) v«ouozmoq__

520
234

N Uity |

Overall disfluency
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provide meaningful guidelines. Next, look at the line for repetition units. Although
the numbers are small, they are extremely revealing. The mean of 1.10 for the CWNS
tell us that these children mostly repeat once per instance (bu-but). By contrast, the
mean of 1.54 tells us that most repetitions by CWS contain two or more units
{bu-bu-but). Matching the client’s data against these published normative values
and by adding observations on the presence of secondary characteristics, the disflu-
ency M.:_au, is provides an anchor for the diagnosis and offers a clear picture of the
essential features of the child’s stuttering. The clinician is then in a position to also
estimate the severity of the stuttering.

Stuttering Severity

Having observed, recorded, quantified, and described the child's speech and associ-
ated behaviors, a general overall rating of the severity of stuttering is in order. As we
discussed in Chapter 9, there are several ways to arrive at such a rating, the simplest
one by means of a perceptual rating scale spreads over a range of intervals. This may be
the same 8-point scale used earlier to obtain the parent’s rating and is displayed :m.%
again. Or, it may be another scale with a different interval range, such as those dis-
d in relation to the evaluation of adults and school-age children who stutter.
When a perceptual scale is emploved for assigning a global severity rating, ::w rater
presumably takes into account all the parameters that are typically analyzed in the
evaluation of stuttering: frequency and length of disfluent events, the degree of muscu-
lar tension and effort involved, and the type and number of secondary characteristics.
Either a specific scale number or an in between number {(e.g., 4.5) may be ma_mwamm.
Using the identical scale and method as the parent has the advantage of allowing direct
comparison between the clinician’s and the parent’s perception.

Rating Scale of Stuttering Severity
0 1 2 3 4 5 6
Very Severe

Normal Mild Moderate

A subjective severity rating can be made online, that is, while the clinician
watches and listens to the child talking with the parent. Severity can also be evalu-
ated during the face-to-face interaction by the clinician with the child. It ,\SEE be
wise to assign a separate rating for the two speaking situations. Another option is to
delay the E:.:m until after completing the quantified analysis of the Sncamg,%@mw:
sample. If desired, a formal instrument can be used, such as the Stuttering ,fﬁé:.aw
Instrument-3 {Riley, 1994) or the University of ltinois Stuttering Severity Scate (Yairi
& Ambrose, 2005). The Hlinois scale scores four components of disfluency. The first
three, frequency, duration, and tension, are rated from 0 to 6 where 0 = normal, 1 =
borderline, 2 = mild stuttering, and 6 = severe stuttering. These three scores are
added and averaged (a maximal mean of 6). The fourth component, accessory char-
acteristics, is rated only from 0 to 1, and this number is added to the mean of the first
three. Thus, in total, the maximum score is 7 (very severe stuftering).

Borderline Cases

The real diagnostic challenge in terms of identifying the problem are those chil-
dren, a very small number in our extensive experience, who present clinicians with
some difficulties in determining their fluency status, stuttering or normal, because
wo few disfluencies occurred in their speech sample, Group means and standard
deviations are not too useful in such cases. The clinician should review again
parents’ detailed descriptions and their imitations of the child's stuttering at home
that can provide very useful hints. If parents report and imitate occasional daily
stuttering such as “whe-whe-when,” or Ja-a-ai/ (1"}, the case should not be dis-
missed even if the speech sample recorded in the clinic contained only isolated
disfluent events that could have been pureeived as stuttering. As stared earlier, the
extra repetition units are perhaps the most powertul sign. The clinician must con-
ider what constitutes minimally sufficient criteria for clas
exhibiting stuttering,

sifying the child as

. The differential diagnosis of stuttering from normal chsfluency requires familiarity with

- the nature of speech characteristics at the margirs of both. No single speech characteris-
tic, observed oply ance, is sufficient to confirm stutter 3. Such a basis could cause
rmistakes of overdiagnosis. Requiring validation from too many rstances or types of
speech characteristics, however, could lead 1o an underidentification of cases. Adopting
a careful approach, dinicians should look for data at the v v low end of the range of
children who stutter where there is still no, or only minimal, overlap with normally fluent
children. There are two questions; (1) What are the minirr racter
tics associated with very

s

Several differentiating protocols (i.e., Adams, 1977 Pindzola & V tite, 1986,

‘an Riper, 1971) are, for the most part, outdated. They do contain a few worthwhile

hints, however. For example, among the few quantified items listed by Van Riper
(1971), he required at least (1) two syllable repetitionts and/or {2) one sound proton-
gation of 1 second or longer per 100 words. Van Riper’s concept of minimal thre
stutterings appears to he nearly equal to what, in our terminology, would be 3 SLDs
per 100 words except that we believe the measure should be derived per 100 syllables.
I'liis figure seems to be consistent with what is widely accepted in clinical and
research matters (Couture 2001; Ingham, 1999; Webstoer, 1980b). Yairi and Ambrose
{2005, p. 114) reported that mean SLD (core disflue ey per 100 svllables for 103 pre-
school chitdren who stutter, ages 23 to 59 months, was 11.30 (SD = 6.64 ). Calculation
of 1 8D below the mean vields a value of 4.6. Data for normally fuent children, ages
/= 52) revealed a mean S1D disfluency frequency per 100 syllables

27 t0 58 months (N
0f 4.48 (8D = 2.41). That is, the 4.6 SLD for children who stutter mentioned above juast
exceeds the average range for their normally fluent peers.

Asetof seven minimal diagnostic criteria specifica Iy for voung children tages 2 to
5 vears) who appear to be borderline cases was reported by Yairi and Ambrose (2005,
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338) based on a careful analysis of their data. Each of the following is assessed at a
minimal occurrence per 100 svilables

¢ Part-word repetition (PW) 1.5
+ Single-svllable word repetition (SSW) 2.5
» Disrhythmic phonation 0.5
« Total SL.D 3.0
* Weighted $1.0° 4.0
« Mean repetition units 1.5
* PW 4 SS5W with 2 or more extra units 2.0

It was concluded that the presence of at least three of the seven features on the listis
necessary to establish stuttering. Finally, the parents’ description and rating of stut-
tering mm«x_.:% should be considered. If the child does not exhibit stuttering in the
clinic but parents describe speech characteristics at home that raise suspicion of
stuttering, home speech samples should be secured for further analysis.

Making Prognosis

Having completed the data-gathering, analysis, and diagnosis stages of the initial
evaliation, the clinician is faced with the challenge of assessing the likely future
development of the child’s stuttering, that is, making a prognosis. It should first be
understood that a diagnosis of stuttering based on the characteristics described
previously does not imply an unfavorable prognosis, particularty when the identifi-
cation is made soon after stuttering onset. Thus the initial severity of stuttering
observed does not predict the outcome for the child (Yairi & Ambrose, 2005).
However, when a child has been stuttering without any indication of a decline for at
least a year, the chances for recovery without treatment are substantially reduced,
and E,amd:i, becomes more guarded or negative. Once a child has stuttered for 3 or
4 years, the prognosis s “persistent” or "chronic” stuttering. With strong evidence
that approximately 75% or more of children who begin stuttering can be expected to
exhibit natural recovery {e.g.. Andrews & Harris, 1964: Ryan, 2001; Yairi & Ambrose,
2005, the ability to make early predictions as to who will recover and who will
develop persistent stuttering could be a tremendous asset to clinicians and a major
factor in the clinical strategy recommended to parents. It also raises several serious
ethical and practical issues.

The challenge of prognosis is highlighted by the example of a clinician who assesses
4 child as having good chances for namiral recovery and recommends a waiting period
rather than immediate intervention. What level of accuracy in prediction should be
acceptable, and how long should the waiting peviod be, if the child continues to stutter

E ston of disfluencv-fregu
ing together the Tregq 3 11 and single-syliable word r
ng that sum by the mean number of repetition i

1 then addin

3.6,9, 12 mounths, or even longer? Placing a child in unneces ary therapy poses a burden
1o the family, tn terms of time, cost, and concern. Additionally, it unjustifiably places a
strain on professional and public resources while children with other pressing needs
compete for the same opportunity. it should be obvious that if all 5% of preschoo!
children who begin stuttering are in line for treatment. resources could quickly be
exhausted. Health insurance companies, too, would probably resist footing the bill for
this high proportion of controversial cases

Some have argued that unnecessary treatment may be ethica y questionable as seen
the following quotation: “{Wie should candidly entertain the Propost
be ethically inappropriate to categorically direct all cases of eatty child
for treatment, as has been advocated by other clinjcans. It seems that, i
or unintentionally, cfinicians do tend to scare parents into submitting their ¢
treatment by presenting a bleak picture of what might happen 1o the child and hishet
speech if therapy is not immediately nitiated. Typicatly, they press the point that, if left
untreated, stuttering will grow in severity and will acquire many additional unpleasant
characteristics, such as strong fears of talking, social withdrawal, etc. Statistics y,
however, the reverse is true.” (Yairi & Ambrose, 2005, p. 416)

hood stuttering

Past Prediction Guidelines

Over the years, several clinicians have offered lists of danger signs and criteria for pre-
dicting persistenst (chronic) stuttering in children; others published more elaborated
guidelines and formal instruments. These are listed here to familiarize you with the
variety of characteristics that have been proposed.

Stromsta (1965): Acoustic traces of the second formant transition were explared
among the early attempts to identify predictors of persistent and recovered
stuttering. In 1965, Strornsta analyzed the acoustic waveforms of disfluencies
recorded from young children after they began stuttering. He reported that
89% of children whose disfluencies lacked F2 transition and/or showed irregu-
far termination of phonations were still stuttering 10 years later. Conversely,
91% of children whose disfluencies contained normal transitions and termina-
tions of phonation were deemed recovered 10 years later, Unfortunately, vague
and unreported aspects of the procedures rendered these findings usele
Indeed, Yaruss and Conture (1993) failed to corroborate them. More recently
other investigators analyzed the fluens speech of children near stuttering onset
and reported that those who eventually persisted demonstrated significantly
smaller change in their F2 transitions than those who recovered. This implied
that their oral movements, especially of the tongue, were more restricted
{Subramanian, Yairi, & Amir, 2003). Thus the clinical application of acoustic
data must wait for much more research.

Van Riper (1971): Four subgroups (tracks) were distinguished by Van Riper that,
among other characteristics, also varied in their tendency to recover or persist.
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Extracting criteria from his scheme, the danger signs for persistence include
(1) blocks as the early dominant disfluency, (2) late onset, (3} sudden onset,
(4) a lack of episodic cycles of stuttering, and (5) poor articulation skills.

Curlee (1980): The risk of chronic stuttering increases for cases that evidence

{1) part-word repetition of two or more units on 2% or more of the words,
{2} prolongations longer than | second, (3) involuntary blocks longer than
2 seconds, (4) secondary characteristics, (5) noticeable emotional reaction,
{6 complaints of not being able to function satistactorily, and (7) marked
cariation in frequency and severity of stuttering

“onture (1990): At feast two of the following characterize persistent stuttering:

(1) sound prolongations or blocks that constitute more than 25% of the total
disfluencies produced by the child, (2) lack of eye contact during more than
50% of conversations, (3) frequent and/or unusual use of phonological
processes, (4) prolongations, blocks, or part-word repetitions on the first
production of diadochokinetic tasks, and (5) oral motor or neurological
screening scores indicating delayed neuromotor development :

Riley (1981): Based on this author’s Stuttering Prediction Instrument for Young
Children—S8PE (1) presence of secondary characteristics, (2) the child's frustra-
tion with disfluencies, (3) parents’ reactions to disfluencies, (4) more than thre
repeated units in part-word repetitions, (5) part-word repetitions repeated
“abnormally,” (6) presence of prolongations and blocks, and (7) frequency
of disfluencies per 100 words. Information is gathered from the parents and
observation of the child’s speech, In this instrument, each ftem is scored within
a range of possible points {e.g., 0 to 4). Combining all item scores, the total
score ranges from 0 to 40. A score of 10 or greater suggests a risk for chronic
stuttering

Cooper and Cooper (1985): Based on the authors Chronicity Prediction Checklist,
the child exhibits any of the following: (1) 5% of words are distfluent for over 6
months, (2) the average duration of disfluencies is greater than 2 seconds,

{3} struggling articulatory gestures or blocks, (4) the presence of secondary
characteristics, {5) the child has negative feelings about disfluencies, or (6) the
parents have negative feelings about disfluencies that may be detrimental to the
child. These are the most important items in the instrument that also

generates scores from 0 to 27. A score from 7 to 15 indicates a need for vigilant
observation; a score from 16 to 27 s predictive of chronic stuttering.

Yaruss, LaSalle, and Conture (1998): Several of the following: (1) more than 10%
total disfluency, (2) larger than 30% ratio of sound prolongation to repetition,
{3) a score higher than 3 on the lowa Scale of stuttering severity, (4) a score
higher than 18 on the Stuttering Severity Instrument, {4) a score higher than
16 on the stttering Prediction Instrument.

3 Conture alen believed that the use of fast speaking rate or comples vorabulary by the parenty might aggravate the
childs snattering, making #more difficulr to become fluent.

Review and Summary

We note with interest that the top criteria listed in these sour

tittered

s refer to
speech: type or frequency of disfluency, acoustic features, or secondary charactor-
istics. Overall, the main focus is on the severity of overt stuttering with some
consideration of the emotional reaction to it. Van Riper also considered some

information regarding onset. Unfortunately, these and other past ideas on the
subject were not accompanied by scientific data sufficient to support them. For
sxample, in the Stuttering Prediction Instrument {SPD (Riley, 1981) some data were
collected from children who were nearly 9 vears old. Hence their predictive value
for children near the onset of stuttering, typically between the ages of 2 and 4,
when the prognosis is most needed and meaningful, is subs rantially diminished.
Also, the sample consisted of 76% persisting and 25% recovered children, just the
reverse of the expected proportion, raising more questions about the instrament.
similarly, several items on the Chronicity Prediction Checklist (Cooper & Cooper,
1985) assume the child has already stuttered for 2 years, much too long for “early”
prediction. ; ,

In reviewing past criteria and the way they were derived, Yairi and Ambrose (200%)
pointed out two fundamental requirements essential for establishing criteria for parly
prediction of the course of stuttering. First, data should be collected from unbiase @
representative samples of many stuttering children over several years. Second, children
must be observed and followed from a time as close to onset as possible, so that
those who exhibit early natural recovery are taken into account. They emphasized

the second point, stating, "It goes without saying that the longer the stuttering his-
tory is at the point when data are collected, the less applicable they are to c%m:&zn
the course of very early stuttering, when prognosis is needed the most” (Yairi & )
Ambrose, 2005, p. 346),

Recent Developments: The IHlinois Prediction Criter
The large scale longitudinal study conducted at the University of Hlinois mentioned in
Chapter 3 identified a substantial number of children close to the time of stuttering
anset and foltowed them for several years. A wide range of aspects of the disorder were
xamined, such as type of onset, characteristics of early stuttering, language and
phonology, motor skills, cognition, affective reactions, genetics, and many others
(Yairi & Ambrose, 2005). Because changes over time were measured for children who
eventually recovered without treatment, as well as for those who persisted in stutter-
ing, the study is unique in its wealth of information pertaining to clinical assessment
of a child’s risks for persistent stuttering or the chance for natural recovery, These
authors distinguished three levels of prognostic eriteria aceording to their MS_,_%E.
These are listed here followed by explanations. Also, see Chapter 3, the section on
predictive factors, for additional information.
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Predictive Factors

Primary Factors Secondary Factors Tertiary Factors

Stuttering severty Concomitant disorders
Head and neck movement Awareness and affective re
Phonologicat skifts

Durat Expressive language

Age at onset Acoustic featur
Disfluency length

Sound profongations/blocks

Comments on Primary Factors

Familial History. At the present this appears to be the strongest as well as earliest
predictor. A history of familial stuttering, however, is ot sufficient information. What
counts is the specific pattern of the history. If the child has relatives who recovered
from stuttering, as stated earlier, he or she has a 65% chance for natural recovery,
Conversely, a familial history of persistent stuttering gives the child a similar chance
for Qmaia?:m persistent stuttering. A pattern of familial persistence is apt to reduce
the amount of waiting time prior to intervention.

Gender. If the child is a boy, the risk for persistency is greater than if the child is a
girl. Not only do girls have better prognosis for recovery, they also tend to recover
sooner. When a girl fails to improve within a year, her risk for persistent stuttering
increases.

Age at Onset.  Late age at onset, for example, 50 to 60 months {4 o 5 years), tends to
be associated with persistency. Age also presents another risk because the older the
child is at the time of onset, the higher is the awareness of stuttering and the conse-
quent emotional reactions. Additionally, the child’s friends are older, and they too are
more likely to react negatively to the stuttering.

Duration of Stuttering History. If stuttering has continued for 1 year, the risk for
persistency increases. The longer the history, the higher is the risk. When other infor-
mation is unavailable, this factor becomes more critical. Soon after onset, a child’s
chance for recovery is at least 75%. A year later, the chance for recovery is down to
63%, declining to 47% at 2 vears post-onset, dropping to 16% at 3 years, and to ouly
5% at 4 years after onset, Unfortunately, except for the Yairi and Ambrose {2005)
source, this critical information has been overlooked in the various prognostic
schemes reviewed previously. For example, if the prognostic criteria inclade a certain
level of stuttering as a risk factor, it has no practical meaning without reference to the
duration of the stuttering history.

SLD Trends. The frequency and severity of stuttering during the first vear post-
onset provide important clues. It is not the specific number of stuttering (or SLD)
which is critical but its trend over time. A downward trend during the first year, even
if the frequency remains high, is a strong sign for eventual recovery. A decline from 20
10 12 SLDs over 3 months is a good sign. A stable number of 12 SLDs over the same

period is not. For the majority of children who show such decline, however, full
recovery will take 2 or 3 vears postonset. However, a child who exhibits a flat or an
upward trend of stuttering by the end of 1 year should be regarded as being at risk.
Ideally, children should be recorded every 3 maonths to obtain data. Severity ratings
made by the parents may also be used to analvze the trend.

Disfluency Length and Tempo. During the first vear of stuttering, the continuing
presence of distinencies with more thuan one repetition unit, especially those contain-
ing three or more units (e.g., bu-bu-br-but) is a sign of risk. Reduction of the repeti-
ton units typically coineides with a diminution in the frequency of stuttering. 1f
repetitions become shorter in number of units, prognosis is more positive, Slower
tempo of repetitions is also a positive sign for recovery. However, the length (dumstion)
of blocks and prolongations early on is not a predictive factor, (At the early stage, how-
ever, blocks or prolongations are relevant for ditferential diagnosis.)

ound Prolongation/Blocks. A substantial number of sound prolongations or blocks
poses a possible risk, although nor during the first few months of the disorder. When the
percentage of sound prolongations in the total disfluency declines over time, it signals
recovery. Conversely, when the percentage grows, so does the risk for persistency,

Comments on Secondary and Tertiary Factors

tuttering Severity. Stuttering severity during the early stage of the disorder
3 months or o) is not a predictive sign. One vear after onset, however, severe stut-
tering does become a risk signal.

Head and Neck Movement. Sccondary characteristics are not an early ¢ nger
sign. They become a sign of risk if, after 1 vear, there is no substantial decline in their
ninnber and severity,

Phonology. During the early phase of stuttering, phonology skills below norms
might be a risk. In isolation, however, it is not a strong factor. But if other signs for
persistency are present, the phonology status serves to reinforce them. Poor phonol-
ogy, however, should alert the clinician 1o look for other p
the second v

ible risk signs. During
ar, phonological skills fose their predictive power.

Expressive Language. The power of the child’s language skills in the prediction of
stuttering pathways is not clear. If at all, advanced skills may be a danger sign, espe-
cially if they remain ahead of normative expectations across time (Watkins, 2005).
Delaved tanguage, however, may complicate stuttering.

Acoustic Features.  Current F2 transition data present an insufficient basis for varly
prediction of the course of stuttering.

Concomitant Disorders. 'The prognostic power of other disorders associared with
stutterin nguage and phonelogy discussed eadier, is unknown. The
presence of concomitant disorders and medications used for treatment (particularly
theophylline) may exacerbate stuttering, Thus the additional complication of various
disorders or health-related problems may increase risk for persistency.
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Awareness and Affective Reactions.  Thus far, there is no evidence from research that
ayoung child’s awareness of, and emotional reaction to, stuttering, predict persistency.
Yet it is possible that either the child’s or a parent’s strong reaction to stuttering might
complicate the speech difficulty and negate potential recovery if other factors were
favorable.

Case Studies

The predictive power of the lllinois critexia varies greatly, and no single characteristic is
sufficient for valid estimates of the chances for persistence or recovery. It is the converg-
ing of several factors that clinicians must look for. A few cases will illustrate the point.

Julie was first evaluated at 29 months of age, 4 months after onset. At the time she
exhibited severe stuttering, about 18 SLD per 100 syllables, mostly repetitions of two
to four units with moderate tension. Being so young with a brief stuttering history and
no apparent danger signs, waiting and reevaluation in 3 months was recommended in
spite of the severe stuttering. At the second visit, the frequency of SLD dropped to

13 per 100 syllables and repetition units to only 2 per instance. Her mother reported
similar abservations, Although the stuttering was stilt moderate in severity, being a girl,
the clear decline in frequency and length of disfluency, and the continuing lack of other
danger signs indicated high chances for recovery. Again, a waiting period and another
reevaluation was recommended. Three months later, stuttering was mild. By 1 year
post-onset, she displayed completely normally fluent speech without intervention.

L

Matthew was evaluated at 34 months of age, 2 months post stuttering onset. He
exhibited low-moderate stuttering, about 8 SLD per 100 syllables that composed mainly
of repetitions of two exira units. The boy's father had a history of stuttering and still
exhibited mild-to-moderate stuttering. No other danger signs were identified. In spite of
the family history of persistent stuttering, because of the very short history of the prob-
lern and the moderate stuttering, it was decided to recommend a 3-month waiting
period under close monitoring. At the reevaluation, the frequency of SLD rose to 11
SLD per 100 syllables, and a few sound prolongations were observed. Hence because of
the three danger signs: being a boy, family history of persistent stuttering, and the
increase in the level of stuttering over time, immediate therapy was recommended.

Todd was evaluated at 58 months of age, 6 months after a sudden onset. At that time
he exhibited moderate stuttering, about 12 SLD per 100 syllables, consisting of about
50% sound prolongations and 50% repetitions, mostly of two to three units, alt asso-
ciated with moderate tension and some secondary characteristics. Language tests
revealed indicated precocious skills, but a few age-inappropriate phonological errors
were noticed, There were also indications of frustration associated with stuttering

Chapter Thivtepn/A
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episodes. No history of stuttering was recalled by parents. The mother reported essen-
tially consistent amount and pattern of stuttering over the past several months, In
view of the multiple danger signs: bemng a boy, sudden and late onset, a large percent-
age of sound prolongations, precotious language, phonological delay, and apparently
consistent, unabated stuttering patterns, Todd was viewed as having & high risk for
persistent stuttering, Therapy was recommended

Concluding Parent Conference

Having taken part in providing the background information at the beginning of the
evaluation, the parents, most often only the mother, are brought back into the
process for the conelusion that includes two distinet parts: (1) receiving feedback
about the clinician’s findings and recommendations, and (2) having an opportunity
to ask questions and receive information and guidance regarding stuttering.

Diagnosis, Prognosis, and Recommendations

s in any other speech-language evaluation, the clinician should state the main
finding, most often confirming the parent’s diagnosis of stuttering, as well findings
concerning additional problems in other areas covered in the evaluation. The clini-
cian then outlines the main characteristics of the stuttering, such as the dominant
disfluency type(s), typical length of the disfluencies, e.g., three repetition units,
secondary characteristics, tension, variations in the frequency of stuttering when
talking to parent and clinician, the overall level of stuttering severity, indications of
awareness or emotional reactions, and whether the stuttering seems to be at an
early or a more advanced stage. Of course, when warranted, parents might instead be
informed that the child exhibits normal disfluency. Next, specific results of language,
phonology, motor, hearing, and any other tests and observations are presented with
explanations and comparisons to the normative range.

The focus then shifts to discussion of the possible future course (prognosis) of the
disorder. The clinician points out to parents the fact that about 5% of all children
experience stuttering for some period during the preschool vears but that at least 75%
of themn stop stuttering on their own, a phenomenon referved to as natural recovery.
Some experience natural recavery rather quickly, within a few months to 1 year after
onset; most take 2 to 3 years. Although the outlook for pasitive development is statis-
tically good, parents should keep in mind that some children do not recover and
develop chronic stuttering that lasts for several or many years.

The clinician should clearly caution parents that, at the present state of knowt-
edge, it is not possible to make an accurate prediction about a specific child's eventual
course of stuttering. Nevertheless, given what we do know, reasonable estimates of
the relative chances of change in the near future are possible and can be helpful in
making clinical recomimendations and decisions, Therefore the clinician proceeds to
review for the parents their child'’s standing in relation to the various risk factors listec
and discussed earlier.

ly Chitcthood
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This example reviews some relevant prognostic factors as may be discussed with the
parents during postassessment counseling. " The child is a boy. Boys have a poorer
chance for recovery than girls, which is a negative point. Your son's grandfather, however,
stuttered when he was very young but stopped after 3 years. This is a favorable sign
because your son has a good chance 1o follow the same pattern. Still, many of the child's
distluencies are sound profongations at half a year post-onset, another negative point,
But afthough you have expressed concerns that the boy has stuttered for 6 months,

you have noticed an overall improvement during the tast 2 months from a stuttering
severity rating of 6 (severe) to a rating of 4 (moderate). This 15 a posttive point.” Given

the farmidy history and the signs of improverent, the climcian would be in a position

to support an additional waiting period with continued monitoring over the next 2 to

3 rnonths. A decision to mitiate intervention is appropriate, however, when the parents
prefer it

Having considered all factors with due regard to their importance, the clinician
has the responsibility of either recommending a waiting perviod of 2 to 3 monthg
followed by reevaluation or urging the parents to seek an immediate intervention
program. When a waiting period is recommended, the child can be monitored for
the prescribed duration, allowing the clinician to compare her own data over that
time period. If the improvement endures, the monitoring will continue. If the stut-
tering is not improved, intervention options will be considered in due time, 1f
therapy is recommended, parents should be provided with a list of local providers.
The clinician may explain that whereas in the past, intervention was conducted
mostly in the form of parent counseling, the past 25 vears have seen a growing trend
of providing direct therapy to the child while keeping the parents in the picture too.
Now the clinician can proceed by pointing out the rationale for the traditional and
the current approaches, explaining essential features of the major current types of
therapies, as follows:

1. Practice the child in slow speech or other voluntary speech movement,

2. Reinforce fluency and discourage speech behavior that triggers disfluencies,
3. Improve parent-child relation and child’s interpersonal skills

4. Psychological play therapy.

A review of several specific therapy prograims representing these approaches
is presented in Chapter 14. The clinician explains that practitioners use different
specific techniques under each of the categories just listed. For example, slow
speech may be practiced using stretched speech or a metronome-paced speech.
Reinforcing fluency can be done by praising each instance of fluent speech (e.g., the
Lidcombe method: Harrison, Onslow, & Rousseau, 2007) or by reinforcing a gradu-
ally increased length of fluent utterances (e.g., the ELU; |. Ingham, 1999). Parents,
however, should be informed that although therapies sometimes appear to help
either directly to reduce stutteving or indirectly to create a more favorable home

enviranment for fluency, theve are still very few steang, well-controlled research
studies confirming the clinical effectiveness for most treatment programs and
strategi

Parent Counseling

Limited immediate parent counseling in conjunction with the initial evaluation of the
preschool ehild who stutters has been a standard practice for a long time. Al 3,?
several decades ago, :r:: authors wrote on this subject, offering general and spe
adviee (e.g.. Brown, 1949; Johnson, 1961h: Sander. 1959 Schuell, 1949; &é::::f
1978). Their ideas are E:E: «d inmore recent sources (see review by Yairi & Ambrose,
2005, Chapter 11, Not knowing what action parents will take or when, or in response
1o their queries abont stuttering, the elinician should tmpart (1) essential information
about the disorder, (2) advice about the desired home environment, {3) advice con-
cerning respouding to the child’s stuttering, and (4) follow-ups. It is important, how-
o1, for the clinician and parents to understand that much of the 355::: given
advice lacks sufficient scientitic evidence for the sake of reali expectations.

Nevertheless, mu ense andd clinteal experience. A special visit

1ol it reflects common s
ild affords a more relaxed and open discussion. Yairi and Ambros
2005) provide a verbatiny text as an example of typical feedback and advice given to
Their main points, based on a review of the rich literature, are summarized
y providing answers to four questions.

What Causes Stuttering?

Parents ave briefly informed of the diverse ideas regarding the cause of stuttering, rep-
resenting four theoretical orientatons: psychological, learning, organic, and multiple
causation. Research dati do not support the first two categories. For example, it has
been found that people who stutter, as a group, are not emotionally maladjusted.
Aithough it s still not kuown what makes a child stutter, there is evidence implicating
newrological and motor components. Also, whatever is the cause, it is genetically
transmitted. Oncee the stuttering beging, however, environmental factors come into
play, shaping its features and development, Parents can contribite to improving the
hild’s stuttering by creating a favorable home environment that might facilitate
natural recovery, or, if the child develops chironic stuttering, help hinyor her become a
well-adjusted person,

What Can Be Done at Home?

Four points of advice are presented to parent

L Decrease unidue pressures. Knowing that stuttering tends t increase under
arious pressures, parents are to dentify and reduce the various soure
Some are common, such as excessive demands, rales, or high expectations,
Others are unigue 1o the familv
- Create a more refaxed home atmosphere. Phvsical and emotional stiuida
tion, excitability, being i a hurey, or fatigue all tond to increase stuttering,
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Parents should strive to create a more relaxed home atimosphere, avoid
rushing, minimize excitermnent, and select stow-paced activities.

3. Slow speech and conversational exchanges. Slow speaking rate has been
known to increase fluency. To this end, parents do best by slowing down
their own speech, providing a model. Parents need some practice in slow
speech. Hence experiment first in selected brief situations, such as telling
a story when alone with the child. Then expand to other situations when
possible. In particular, slow down the pace of conversational turn-taking by
having a slight delay before responding to the child’s statement or question
(see Bernstein Ratner, 2004).

4. Build self-confidence. Stuttering has the potential to impair the child’s
self-image and self-confidence. This may be as handicapping as the stut-
tering. Simple parental behaviors, such as giving praise for performing
small jobs, are suggested. Parents are also encouraged to make sure the
child’s communicated messages are valued even if he or she stutters.

What to Do When the Child Stutters?
After a comprehensive review of the rich literature on this topic, Yairi and Ambrose
(2005) settled on four suggestions that represent a passive-active mixtur

1. When stuttering is mild or moderate, wait patiently. Allow the child to finish
without comments or help. Acceptance is implied and pressure is avoided.
2. When the stutter event is moderate to severe or worse, use echoing: Parent
is to repeat the stuttered word in an easy, somewhat prolonged but fluent
manner. This provides a model for self-correcting without applying direct
pressure.
3. When severe stuttering occurs, parents may take a more direct approach,
suggesting to the child to say the word again slowly and easily. Sometimes
the parent may offer to say the word in unison and then let the child repeat
alone. Such suggestions must be made very calmiy.
Parents should respond with ermpathy and encouragement when the child
is frustrated during or after stuttering {e.g., by stating, “Sometimes talking is
hard, but that'’s okay, you will be fine”). Such attitude may help create open
communication about the problem.

=8

Clinicians may explain to parents that children often react to stuttering in whatever way
listeners/parents react. If listeners are worried/concerned, or if the child's speech is
interrupted or cut short frequently because of stuttering, the child will soon learn that
it is not okay to say something if it might come out with "bumpy” stuttering. This can
lead to more hesitation over talking and interfere with the learning process for smooth-
g out speech. Listeners need to show they are comfortable and patient with all the
bumpy, stuck, or struggled speech, so that the child does not get upset when doing it.
The listener needs to convey that there is time for the child to work it out. This means

-

waiting neutrally for the child 1o firish, with a mind focused on the child's message
Remaining neutral and comfortable, however, can be difficult when the child's struggle
is particularly severe, The clinician should help parents understand that getting upset s
not helpful either to the child or for themselves

What's Next?

Regardless of the clinical recommendations, whether immediate therapy or a waiting
period, parents are instructed to closely monitor their child’s speech, other behaviors,
and reactions. Schedule a follow-up visit within a few weeks. If possible, parents
should obtain audio or video speech samples and keep detailed notes concerning
variations in the features and severity of the stuttering. These will be very helpful in
assessing the child’s progress and in making changes regarding treatment decisions.
rarents are also encouraged to secure missing background details, such as the family
history of stuttering.

Summary

The initial evaluation of the preschool-age child who stutters is typically initiated by
concerned parents. In the great majority of cases, the evaluation ends up as a system-
atic process of information gathering about the various aspects or dimensions of the
disorder rather than a classic diagnostic search for an unknown condition. This is so
becanse most often parental diagnosis of the child’s speech impediment as stuttering”
is shared by the speech-language clinician who backs up his or her subjective percep-
tion with objective data. Questionable, borderline cases in the gray area between nor-
mal disfluency and stuttering are few. We have provided finer diagnostic procedures
and criteria for such cases.

The major parts of the evaluation include an extensive parent interview:
audiovisual recording of speecly; analyses of distluency and secondary characteris-
tics; probing into awareness, emotional reactions, and temperament; and testing
for language, phonology, hearing, and motor skills. Interview materials, normative
disfluency data, and stuttering severity scales were offered, as well as suggestions
for additional instruments. The evaluation concludes with parent counseling,
which, among other objectives, focuses on providing information about stuttering,
suggestions for modifying general home environment, and advice concerning
handling stuttering.

Overall, the young age of the child necessitates greater involvement of the par-
ents at several points throughout the evaluation. The brief history of the disorder in
voung children allows for the collection of more reliable information, some of which,
stich as the familial history of stuttering, may be particularly useful for prognosis and
clinical recommendations. Furthermore, because at this early stage of the disorder
children have a good chance for natural recovery, the weighing of these chances for
prediction purposes is an important element of the evaluation. The knowledge that
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most children will outgrow the disorder withont intervention presents clinicians
with questions: Should children who are good candidates for recovery be directed to
receive therapy or wait awhile? If waiting is recommended, for how long? Clinicians,
and parents, should bear in mind that the prognostic criteria reviewed here are tooks
for making reasonable risk assessments. They are not, however, powerful enough for
making accurate predictions. Their review is a matter of assessing probabilities and
risks. Children who appear to be at low risk and are recommended for waiting should
continue to be closely monitored.

Chapter 14: Treatment of Preschool-Age
Children Who Stutter

STUDY QUESTIONS AND DISCUSSION TOPICS 3 rmﬁz%oamﬂzmm
‘ ‘ A Readers of ths ¢ nied

1. What are the main differences betweerr the initial 5. What dimension and characteristics of stuttered
evaluation of preschool children and adult or speech are typically used in rating its overall ) s Factors retated 1o intervention for preschool children whe stutter
school-age children who stutter? severity? B * The historical background of therapy for E: stutterng.

2. Why it is important to determine accurately the 6. Is it necessary to include speech and nonspeech E ¢ The range of treatment nhjectives for c chool children wha stutter,
time of stuttering onset? domains other than fluency in the evaluation of * Chrcal prograns represents ﬁ the majat nent approaches 1o stuttering,

3. Why 1t is important to ask parents to compare stuttering in preschool children? Defend your * Research Issues concersed w :?E ot preschoal who sttter
the various characteristics and severity of stutter- answer
ing at the time of onset and at the time of the 7. What are the main criteria for assessing a child’s ) ﬁ ~ AL .& .
evaluation chance for natural recovery or persistent stutter- ; eneral Lonsliderations

4. What are the minimally sufficient distiuent speech ing? Briefly explain each one. B Having reviewed and discussed the treatment of stuttering in adults and schaol-age
characteristics required for the classification of a 8. What are the main objectives of parent counseling children, we now shift attention to general approaches, specific techniques, and
“hild as exhibiting mikd stuttering? at the conclusion of the inital evaluation? Explain. ; programs that have been offered for the treatment of preschool-age children.

Chapter 2, which focused on the distribution of the stuttering population, estab-
lished that the overwhelming majority of people who stutter experience the onset of
the disorder {incidence) during the preschool perind, ages 2 to 5, mostly before « age
SUGGESTED READINGS ; 3. Additionally, the data show that the prevalence of stuttering (the percentage of
) ) ) ) S ) ) ) ; people who exhibit active stutrering) is also the largest in this age group.!

In spite of these indisputable facts, systematic elinical intervention programs
aimed specifically for preschool-age children who stutter have been relatively late
to appear, and for a long time they lacked the hreadth of treatment methods
offered to adults who stutter. This trend paralleled the one seen in the research

Dillolo, A, & Marining, W. (20075, Counseling children wha  Gregory, H, D 1999 Differential evaluation—
stutter and their childrer in £ Corture & R Curles (B, differential therapy for stuttering chitdren In R, Curlee
Stuttering and related disorders (3rd ed., Chapter 7) (£, Stuttering and S\mﬁa disorders of fluency Q:a ed.)
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Gordon, P, & Luper, H. (1992a), The early dentification of Riley, G. (1984), Stuttenng prediction instrument for young
beginning stuttenng b Protocols h:%:c% Journal of vhildren Austin, TX: Pro-Ed. domain that, for many years, favored adults who i:w,:,_ It probably reflects sev-
Speech-Language Pathology, 1, 43-53 Yair, €., & Ambrose, N (2005 Farly childhood stuttering: For eral vealities. First has been the lingering "hands off the child” attitude toward
Gordon, P, & Luper, H. 119921 The early identification of clinicians by clinicians Austin, TX Pro-Ed. See Chapters 10 treatment of early stttering that was promoted especially in the United States.
heginmng stuttering it Problems. Amencan Journal of and 11, Second may have been a tendeney toward thinking that stuttering in children and
Speech-Language Pathology, 1, 49-55 adults was all the same. Third, university laboratories and clinics were mainly

accessible to college students. Fortunately, the trend has been reversed. and the
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3 however suggested i peab prevalence in the 6- 1o 10-vear ape Rronn




