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Chapter |
Introduction

Stuttering, also known as stammering, is a common speech issue caused by
neural speech processing that often begins in a person’s initial years of life (Brain
& Onslow, 2011).

Speech disfluencies (stuttering) affect about 1.4 percent of children under
the age of ten. Stuttering can affect people of any age, although it is most frequent
in young children as they learn language and speaking. Around 80 percent of
children with developmental stuttering will have a chance to resolve by their
adulthood. Stuttering can take the form of repeated sounds, syllables, or phrases, as
well as speech blocks or large gaps between sounds and words. Secondary
behaviours associated with stuttering include eye blinking, jaw jerking, and head or
other involuntary motions, in addition to these overt actions. These behavior are
learnt strategies for reducing the intensity of the problem and it can add to the
patient’s embarrassment and fear of speaking (Prasse, & Kikano, 2008).

Considering the prevalence of stuttering, it is common in children, with 3.0
to 5.0 percent of preschool-aged children stuttering and 0.7 to 1.0 percent of the
general population (excluding preschool-aged children) stuttering, and the
prevalence is consistent across socioeconomic, economic, cultural, and ethnic
groups. Boys have a higher prevalence of stuttering than girls (Lawrence & Barkely,
2000).

The reason of stuttering is unknown at this time; however, brain imaging
research shows that it is characterized by a difficulty with speech neural processing,
which is linked to structural and functional abnormalities in brain areas responsible

for speech. It's unclear whether these aberrations are a cause or an effect of the



ilness because they've only been studied in school children and adults. Genetics or
hereditary also plays a role in stuttering and there are clear evidence of vertical
transmission within families. Monozygotic concordance is higher than dizygotic
concordance, which accounts for approximately 70% of cases (Onslow & O'Brian,
2013).

Treatment of stuttering includes non-pharmacologic approaches, such as
self-monitoring of speech to manage stuttering events and symptom reduction
instead of elimination. The focus of treatment in children is to prevent the further
progression of confirmed stuttering to adulthood. The involvement of family plays
a major role in the management of stuttering especially in children mainly by
providing an environment that encourages slow speech, affording the child time to
talk, and modeling slowed and relaxed speech can help reduce stuttering events of
the individuals. This will help not to worsen the problem and may comfort a
frustrated child. The treatment stuttering in children focuses on the prevention or
elimination of stuttering behaviors. Therapy is usually characterized by parental
involvement and direct treatment. (Prasse, & Kikano, 2008).

Speech therapy addresses not only the mechanics of speech production, but
also how speech is being used in interpersonal relationships. The use of the title
‘group therapy' in therapy indicates that apart from individual therapy, there exist
another form of therapy and there are differences between these two types of
therapies. Individual therapy is defined as a two-person partnership in which one
therapist interacts with one client. A configuration made consisting of the
interactions of one therapist with multiple clients is known as group therapy. The
configuration of a group structure allows for the possibility of interactions with

peers as well as an authority figure. (Backus, 1952).



1.1 Need for the study

Other than physical speech disturbances, stuttering is linked to a variety of
issues. Negative thoughts and emotions which are related to their own
communication, negative stereotypes, prejudice, and discrimination, as well as
victimization and bullying, are all examples.

Stuttering is associated with many problems other than physical speech
disruptions. These include experiencing negative thoughts and emotions related to
communication, being subjected to negative stereotypes, prejudice, and
discrimination as well as victimization and bullying. Almost 60 percent of
youngsters who stutter are bullied on a regular basis (Langevin & Narasimha,
2000). In a research by Hugh-Jones and Smith (1999), 75 percent of adults who
stammer believed that bullying at school had influenced their academic work.
Bullying can have a wide range of negative implications for children, including low
self-esteem and feelings of loneliness, anxiety, and insecurity, as well as emotional,
academic, and even physical challenges. These children may lose interest in
attending school, resulting in scholastic difficulties, school failure, and school
dropouts. Because of the high level of rejection encountered by classmates, children
will have more trouble communicating with their peers, lowering their self-
confidence. Bullying can intensify stuttering behaviour, encourage the use of
avoidance techniques, enhance negative feelings and thoughts, and impede therapy
progress, to name a few obstacles to long-term recovery (Murphy et al., 2007).

Thus, effective intervention is needed which aids in both facilitating fluency
and reducing its psychosocial impact. A variety of techniques have been tried

during the past few decades to facilitate fluent speech in rehabilitation programs for



children who stutter (CWS). Most of these programs have focused on individualized
therapy with limited opportunities for CWS to interact in a group.

The focus of intervention for stuttering in children is to recover from the
problem and to help them not to progress it further and to reduce the psychosocial
impact that the children might develop. Since the CWS have their major issue is
teasing and bullying from their peers apart from speech disfluencies. To ensure their
success in therapy, speech-language pathologists may need to help their young
students learn to deal with bullying situations. According to certain studies, many
therapists are concerned with components of treatment that aren't immediately
related to fluency change. Clinicians' reluctance to confront bullying in the therapy
setting may stem from a lack of awareness about their role in treatment or a lack of
confidence in their ability to do so. Hence, fluent speech achieved during the
individual clinical situation is rarely maintained in beyond-clinic situations. For any
successful treatment outcome and for fluency to be maintained, it is essential that
these forces and are completely understood. Speech therapists are also unable to
provide sufficient guidance in this regard owing to lack of resources, time, access
and control over real-life situations (Tellis et al., 2008).

As a result, the goal of this study is to give therapists a comprehensive
overview of therapy techniques for helping children overcome the negative
consequences of bullying and preserve fluency in a variety of contexts. Group
treatment program will support the CWS in facilitating change towards fluency and
to gain confidence in a supportive environment and this will be carried out in a
playful manner as the group play therapy seems to be particularly effective in
improving interpersonal relations. While there is good reason to believe that group

therapy can be an effective part of a therapeutic programme for school-aged



children, little is known about the nature of group therapy, and how the therapy can
be done in a systematic way to achieve good outcome by providing an appropriate
activities to carry out group therapy and thereby, the scope and character of this
service, or how group therapy is delivered in practice (Liddle et al., 2011).
Moreover, therapeutic activities and resources should be provided according
to the age and culture. It seems that there are no much literature on conducting a
systematic activities for group therapy. Thus, a need to plan and implement this

study was realized.

1.2 Aim of the study
The current research aims to develop an activity resource manual in English for

group therapy in CWS.

1.3 Objectives of the study
1. Development of activity manual for group therapy in CWS within the age

range of 3-12 years under 3 levels.

Level 1: 3-5 years
Level 2: 6-8 years
Level 3:9-12 years
2. Development of digital resource manual for parent counselling group
3. Content validation of the developed manual using a standardized

guestionnaire.



Chapter 11

Review of literature

2.1. Definition
The term “stuttering” (Gregory, 2004) definition:

“Overt behavior which include audible and visible features: these audible
and visible features can be referred to as the different characteristics that can be
seen in a disfluent speech behavior. It can include both quantitative as well as
qualitative behaviors. More than 2 percent of atypical disfluencies in the speech,
such as part word syllable repetitions, one- -syllable word disfluencies, repeated or
prolonged sounds, and postures or blocks of the speech mechanism. There are other
behaviors also which can be seen in associations with stuttering. This may include
part word syllable repetitions, one- -syllable word disfluencies, repeated or
prolonged sounds, and postures or blocks of the speech mechanism.

Covert behavior: covert behaviors refer to those behaviors which cannot be
seen directly and will be more related to emotional and cognitive factors. This
includes varying degree of frustration which is related to the stuttering problem and
some avoidance behaviors such as avoiding speaking situation that can be seen
more in older children and adults as they are aware of their problem and this is
usually seen in associated with overt behaviors.

Possible etiologies: the stuttering to occur, there could be many possible
factors that we call as etiologies. This includes genetic, psychological, and
physiological and linguistics factors as well as characteristics of environment such

as communicative and interpersonal stress”.



2.2. Characteristics of stuttering in children

The developmental stuttering is the common type that can be seen in
individuals with stuttering. As the name suggest, the stuttering symptoms can be
seen in children mainly during their development of speech and language skills.
Van riper had classified the stuttering into four depending upon the age of the
individual. The type of disfluencies, severity and other behaviors vary with respect

to age, but can be seen as overlapping too. Van Ripers classification include:

2.2.1. Normal disfluency

Normal disfluency generally occur in between 2 to 5 years of life. The
disfluencies such as repetitions, basically part word repetitions (eg:mi...milk),
interjections(eg:he came to the...uh...church), revisions(eg:I found my.. where’s
little more (lips together without sound)milk?) are commonly heard during this
period. The disfluencies may range from seven per hundred words or can be even
more in an average child with an age range of 2 — 3.5 years with a normally disfluent
child. The disfluencies such as repetition will be more common in younger child
and revisions are the commonly seen disfluencies in older children with normal
disfluencies. The unit of disfluencies of these children will be one to two in each
repetitions or interjections. The main difference of this kind of population is that
these children are not aware of the disfluencies they have and thus, children will not
show any kind of secondary behaviors such as escape of avoidance behavior and
these children will not point any complaints on their own speech. There are different
factors which underlie the normal disfluencies such as developmental and

environmental factors. The development of language where in the child started to



use more complex sentences and the time and load required to produce these
complex sentences would be more which will lead to a disfluent speech. The
pragmatic conditions such as interrupting while talking, responding to someone’s
request or demand, developing social interactions are also could be some of the
reasons. The development and maturation of speech motor control and the child’s
try to follow adult like speech utterances are also a factor in the occurrence of
disfluencies in children. Apart from this, there are chances of having interpersonal
stress associated with threats to security from events such as relocation, family
breakup, or hospitalization and some of the daily ordinary pressure within the child

such as competition and excitement while speaking.

2.1.2. Younger preschool children: borderline stuttering

This ranges between ages 2 to 3.5, which can be resemble as normal
disfluencies. But it has several differences from a normal disfluent child. These
children will have more disfluencies when compared to the other group. The
disfluencies per 100 words will be more than 10, the units of repetitions will be
more than two and the stuttering like disfluencies (SLDs by Yairi) are predominant.
The SLDs include monosyllabic word repetitions, tense pauses and dysrhythmic
phonation apart from within-word” disfluencies (i.e., part-word repetitions and
audible as well as inaudible prolongations including blocks). The presence of very
few secondary behaviors and little awareness can be seen such as presence of
tension but usually don’t exhibit other forms of secondary behaviors such as
movement of extremities, concerned or embarrassment towards stuttering. In this

stage, the stuttering events can be revert back to normal speech without any trace



of stuttering or can be increased and progress through levels of beginning,

intermediate, and advanced stuttering.

2.2.3. Older preschool children: beginning stuttering

In older children, stuttering events will be more associated with tension and
hurry than in younger children. The onset of this could be sudden from this age or
evolved over a period of months or a year or two from borderline stuttering. The
periods of stuttering associated with tension and struggle would be evident in these
population. Rapid and irregular repetitions, hurries through repetitions, tension
throughout speech mechanism, rise in vocal pitch, due to increased tension in the
vocal folds, signs of blocks where in child stops the flow of air or voice at one or
more places are some of the evident features which is present in this children.
“Escape” behaviors, which are maneuvers used to end a stutter and finish a word.
Head nodding, squinting eyes, or blinking as they try to push a word out. The feeling

of frustration and doubtful for his own speech will be present.

2.2.4. School-age children: intermediate stuttering

Can be seen between ages 6 and 13 years. The presence of fear towards the
stuttering and avoidance behavior in reaction to the fear of stuttering are the marked
differences that can be seen in intermediate stuttering when compared to the
beginning stuttering. The situational variation such as stuttering seems more in
some situation and some words than other can also be seen in this stage and the
degree of these characterizes will vary depending upon the listener. The notable
core behavior is the presence of blocks along with other disfluencies such

repetitions and prolongations. The behaviors to escape from these blocks and other



disfluencies can be seen and are evident in these children. This may include
slapping legs apart from head nodding and eye blinking which were there in
beginning stuttering. The avoidance behavior will include both situation and word
avoidance in which the word he has more difficulty in speaking and the situation in
which he feels to stutter more. This will include situations such as lunch time in
school, meeting new people etc... feeling of embarrassment and frustration would
be high than in beginning stage and children with intermediate stuttering will have
a strong feeling of not being able to speak fluently and they will think themselves
as a defective speaker (Guitar, 2013).

Oliver Bloodstien (1960) had given changes in nine basic features in
associated with developmental stuttering, which is concerned with the changes that
occur in stuttering as it progresses from a childhood occurrence to an adolescent
and adult disorder. The author conducted research on 418 stutterers (336 boys and
82 girls). They ranged in age from two to sixteen years old and accounted for the

vast majority of stuttering instances in this age group. The major findings were:

a. Repetition

Repetitions was observed in all ages but there is difference in the
degree and type of repetitions in different ages. In younger children,
repetitions are the most obvious sign of stuttering and include fairly
deliberate and effortless repetitions, with more of monosyllabic repetitions
and repetitions will be more in the beginning words in a phrase or sentence.
In older population, the repetitions will be more in parts of speech such as

articles, prepositions or conjunctions and there will be less of interjections.

10



b. Hard Contact and Prolongation

These consist of a tense or strong attack on a word or sound,
spanning on a continuum of pressure signs that range from very brief to
extremely long span of time, and can be noticed in people of all ages. It may

or may not be the early symptom of stuttering.

c. Associated or 'Secondary’ Symptoms

Can be observed more in older age groups. Some of the associated
symptoms observed in kids were eye blinking, head jerking, forceful
gasping, fist tightening, increased pausing, and ‘doubling up' of the body

were all observed.

d. Fluent Periods

The fluency disorder is almost always associated with a period of
fluent speech along with stuttering which is common two to six years of age.
These episodes can last days, weeks, months, or years, and the frequency

with which they occur varies substantially.

e. Anticipation and Consistency

Generally, Anticipation and Consistency do not observe until the age
of 8-9. It can be obvious with the older age group when the individual can

comment about his stuttering.
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f. Difficult Speech Situations

This is one of the typical feature of stuttering. Studies reported that
it can be seen for all age group but mostly for older age groups. Inferred
from parents’ comments that during the early years, stuttering is not
essentially a problem which revolves about speech situations in the same
sense that it so often does later. For younger age groups, the difficult speech
situation occurs generally with respect to the communicative stress
situations such as when the child is excited or child explores or talks about
something new whereas for older children, it is often clearly described the

different situations such as in school or through telephonic conversation.

g. Substitution of words

With age, the use of circumlocutions and replacements to avoid
difficult phrases becomes more common. When questioned, it was
discovered that in the vast majority of cases, the decision to substitute was
obviously taken after the youngster had begun to block on a difficult word.
In most cases, substitution as a reaction to anticipate appears to be a late

development.

2.3. Assessment of stuttering in children

The need for differential assessment procedure is very necessary as every

children who shows fluency disorder will have a different profile and way of

stuttering. The initial statement of caregiver regarding the child’s speech can be

taken as the initial step of an assessment. Thus, assessment can be start with a
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detailed history of the client, a client questionnaire, and professional reports. A case
history is created by gathering and integrating information from a range of sources,
including the initial interview, a client questionnaire, and professional reports,
followed by a diagnostic interview followed by assessment of speech, language and
motor skills, communicative and interpersonal stress, family history of stuttering,
client attitudes, and referral for related consultation when needed. There are
different factors which is associated with the child’s stuttering. Client related
variables and environmental related variables are the common factors. So, clinician
needs to the factors if present which is responsible for the child’s problem so that
appropriate management options can be taken (Guitar, 2013).

Assessment regarding parental concern about the speech of their child is
also very important as it will be a contributor to the child’s disfluency. This initial
interview also helps gain an understanding of parents’ degree of concern regarding
their child’s stuttering (Bodur et al., 2019).

While doing assessment, clinician can also ask to describe about the child’s
speech and pattern of disfluency. Clinician can model a tensed, repetitive or
prolonged speech pattern and can ask them which of these pattern have you been
observed and the amount of variability and consistency in them. Information
regarding the avoidance behaviour and other physical struggles is also need to be
asked. Differentiating between normal, mild, and severe stuttering can aid in
determining the next step of the evaluation as well as the type and degree of
counselling that should be delivered. Speech-language pathologists can use
subjective and objective tests to formally analyze speech. Formal tests include
Stuttering Severity Instrument for Children. This tool is used to measure the

frequency, type, and extent of stuttering, as well as to assess the overall rate of
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speech, determine the presence of secondary problems, and indicate the need for
therapy. Formal testing also involves an evaluation of the emotional well-being of
both the parents and the kid, as well as their overall views regarding speech and the
influence of stuttering on their quality of life (Prasse & Kikano, 2008).

As children get older, it is important to get their input on their stuttering.
Clinician can use formal assessment tools such as the overall assessment of speakers
experience with stuttering (OASES: Yaruss & Quesal; 2006) to assess emotions and
thoughts related to stuttering. In addition to provide a severity level across different
areas of impact, the OASES allows clinician to begin having discussions with the
child on specific activities that the child may view as difficult as a person who

stutters (Guitar, 2013).

2.4. Phonological disorders and encoding in children who stutter

According to research conducted by Bernstein Ratner (1995) and Conture
et al. (1993), 30 percent to 40 percent of children who stutter also have a
phonological impairment, whereas only 2% to 6% of non-stuttering children have
a phonological disorder.

Phonological encoding is strongly tied to speech motor production. The
process of phonological awareness, which is an individual's ability to detect,
separate, and modify various-sized pieces of speech such as words, syllables,
onsets/rimes, and individual phonemes, is one element of phonological encoding
that can be observed. Once phonological awareness skills are formed, it is possible
to explore the phonological encoding ability of young children who stutter as soon
to the beginning of stuttering as possible. Phonological skills like as rhyming, sound

matching, and phoneme blending develop early, with subsequent capabilities such

14



as phoneme segmentation, elision, and phoneme reversal coming later. Different
studies done by Sasisekaran et al. (2013) revealed reduced performance of the
children who stutter when compared to age matched children in different
phonological tasks such as phoneme monitoring and rhyme monitoring tasks in

single syllable words and non-words (Pelczarski & Yaruss, 2014).

2.5. Management of stuttering in children

The need for treating the childhood stuttering is very important so that it
will prevent the children from developing stuttering into their adulthood and the
recovery rate is as high as around 85% who begins to stutter during their childhood
(Conture, 2001).

Therapy programmes must be multi-faceted in order to incorporate
components of the client's real-world experience and general communication into
the intervention. This may include improving and maintaining social
communication skills in a variety of increasingly difficult speaking situations,
identifying and challenging negative thoughts, assumptions, and emotions that may
have developed around speaking (e.g., through Cognitive Behavioral Therapy
(CBT), and developing coping skills and confidence, as well as the development of
behavioural strategies to manage momentary situations (Caughter & Dunsmuir,
2017). When working with children that stutter, there are a few treatment goals that
can be followed. The therapeutic g