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| NTRODUCTI ON

Stuttering has often been considered a riddle
Stuttering is perhaps nore than a riddle. It is atleast a
conplicated, nmultidinmensional jigsaw puzzle, wth many pieces
still mssing. It is also a personal, social, and scientific
probl em whose equation has not yet been stated conpletely, a

probl emw th many unknowns (Van Ri per, 1982).

Anong all the communication disorders, stuttering has
probably received nore attention, because of the way in which
it dramatically exposes many of the unpleasant sides of
social living. As we know that speech is the nost effective
medi um of communi cation, when once, in a given individual
this comunication is affected due to speech disorders |ike
that of stuttering, his entire social interaction wll be

di st ur bed.

For many years, research and clinical interests delved
into the personality and adjustnent problenms of the
stutterers. It was believed that a typical stutterer was nore
neurotic than a nonstutterer. A stutterer feels that he is
| ooked down upon by others, because of the disfluency of
speech. He feels enbarrassed, frustrated, and/or humli ated
by his stuttering. So stuttering is a personal problem as

wel | as a speech problem

Stuttering usually devel ops between the age of 2 and 6

years, although it may develop in later childhood also.



It undergoes nany changes in the course of tine. As age
advances, and during adult stage, the severity may also
increase and there is a lot of change in personality of the
stutterer, because of environmental factors. Stuttering
varies in frequency when it is affected by Ilinguistic
variables, by the situation in which the stutterer is
speaking and by the nature of the social interaction. The
frequency of stuttering is also influenced by conmunicative
pressures, such as tine pressure, the nunber of |isteners and
their reactions and social approval. According to mnany
authorities, stuttering is not a disorder in the sense of a
di sease |ike aphasia, schizophrenia or cerebral palsy. It is
certainly a deviation from normal personality functioning

particularly manifested in the comuni cative process.

Recent research has shown us that stuttering should be
considered not as a unitary disorder, as it was in the past,
but as a disorder that has a variety of conponents. As |ong
ago as in 1889, Sikorski suggested that stuttering m ght be a
group of disorders placed together because of insufficient
anal ysis. Van Riper (1971) stated that "the hypothesis that
the population of stutterers is not honogeneous, that it
i ncludes subgroups that can be differentiated is an
extremely attractive one" (P.249). Addi tional evidence
supporting heterogeneity can be drawn from the variety of
treatment approaches that have proved efficacious wth some

stutterers but not with others.



"Stuttering occurs when the forward flow of speech is
interrupted abnormally by repetitions or prolongations of
sound, syllable or articulatory, or by avoidance and struggle
behavi ours' (Van Riper & Enerick, 1990, P.294). Several
attenpts have been nmade by noted professional authorities to
give an adequate and workable definition of stuttering.
Traditionally it has been viewed as a disorder in which the
"rhythm¥ or fluency of speech is inpaired by interruptions or
bl ockages. Wen the flow of speech is habitually often
interrupted by repetitions, hesitations and prolongation of
sounds, syllables, or words, so as to call the attention of
the listener to the manner of speaking rather than to the

content of what is spoken, it is recognized as stuttering.

Over a span of nore than 2,000 years, mnany different
i deas have been offered to explain the nature, cause and

treatment of stuttering.

Literature indicates that several attenpts have been
cade to locate the causative factor of stuttering, but none
of them have definitely indicated any single factor which
causes stuttering behaviour. Fromthe tine of Aristotle till
t oday, many have attributed stuttering as an organic
condition. Some have considered that stuttering is due to the
dysfunction of some articulatory organs as lips, jaw, palate
etc. Van Riper (1971) stated that Sir Charles Bell believed
that causative factor of stuttering is some respiratory

abnormal ity and hence several breathing exercises for



improving the speech of stutterers were suggested. Oton
and Travis have advocated the cerebral dom nance theory,
according to which the stutterers have been thought to have
lower margins of cerebral dom nance which could result in
desynchronisation between the paired structure of speech
leading to stuttering blocks (cited in Curlee & Perkins
1985) . Attenpts have been nmade to explain stuttering
behaviour on the basis of Wschner's anticipatory theory of
stuttering, diagnosogenic theory of stuttering, by Johnson

1957), Learning theories (Johnson, 1955, Brutten &
Shoemaker, 1967) etc.

PERSONALI TY CHARACTERI STI CS OF STUTTERERS

There has been considerable body of research over the
past 50 years, focusing on the personality and the adjustnent
of the stuttering individuals. But, no typical personality
pattern that 1is unique to stutterers has been found
Stutterers appear to differ in nmuch the sane way as do

normal s from neurotic or psychotic patients.

A large nunber of studies have been carried out both in
India and abroad, to know the personality characteristics of
stutterers. Sone of the findings have shown that they do not
show typical personality patterns, but they are socially
wi t hdrawn, introverted, anxious etc (Raj & Rao, 1970). Sone
studi es have revealed that there is no significant difference

between stutterers and nonstutterers in their personality



characteristics and also that they do not present a unique
type of personality. So, despite the existence of rather rich
literature, t he rel ationship bet ween stuttering and

personality is often contradictory and rather unclear.

According to Goodstein (1958) the first study on the
personality of stuttering is said to be by MDowell in 1928
and he found essentially no difference in degree of

adjustnent between the two groups (stutterers and non-

stutterers) . But Bender found that stutterers were nore
introvert neuroti c, | ess dom nant in I nt er per sona
rel ati onshi ps and lacking in self-confidence. Schul t z

reported that stutterers were subm ssive, inhibited, hyper-
sensitive and asocial. R chardson also found that stutterers
were nore socially introverted and serious in their outl ook

on life's problens (cited in Goodstein, 1958).

Goodstein (1958) summarized research studies upto 1957,
and canme to the conclusion that the findings from such
studies have been conflicting and do not provide any
significant difference between stutterers and nonstutterers,
in terns of rmaladjustnent or possession of a typica
personality pattern unique to stutterers. Research reviews on
stuttering by Beech and Fransella, (1968), Bl oodstein, (1969)
and Sheehan, (1970) have failed to denonstrate a significant
relationship between stutterers and their personality
characteristics. On the other hand, Bloch and Goodstein

(1971), based on their research, are of the opinion that



"adult stutterers are sone what nore anxi ous, sone what | ess
sel f-confident, and some what nore socially wthdrawn than

nonstutterers” (p.310).

Study by Prins (1972) indicated no correlation between
personality and stuttering. He remarks that "persons who
stutter do not seem substantially poorer in personality
adjustnment than person who do not. Specifically, the
correlation data suggest an even stronger conclusion that
whether a person stutters, and the degree to which he

stutters, has nothing to do with his personality".

Studies done in India have brought out certain
characteristic comon findings anmong stutterers (Devaki,
1981, Hedge, 1972, Nammalvar and Rao, 1983, Raj, 1982, Raj
and Rao 1970). Raj and Rao (1970) reported significant
difference between stutterers and nonstutterers on the
neuroticism and extraversion scale of Eysenck Personality
| nvent ory. Stutterers had closer affinity to neurotics than
to, normals and they were found to be nore introverted
nearotics than extraverted neurotics. Raj (1982) is of the
opinion that "stuttering is basically a deviant personality
functioning mainly manifested in the qualities, nanely,
depressive tendency, enotional instability, introversion,
feelings of inferiority and di st urbed I nt er per sonal

comuni cati on".



Hegde (1972) reported that stutterers energed as |ess
extraverted than the average, and hence, they can be
considered as introverts with their degree of introversion
roughly corresponding to that of anxiety patients, Devaki
(1981) found greater adjustnent problens anong stutterers
than nonstutterers. She reported that the stutterers as a
group are low in self-confidence, indicating guilt feelings,
fear in famly life and nore concerned about their speech
problem  Further her study also indicated that interpersona
rel ationships of stutterers are affected due to stuttering.
Study by Nanmalvar and Rao (1983) indicated that stutterers
show hi gh degree of identity disturbance in the dinensions of

interpersonal identity conpared to nonstutterers.

The research revi ews gi ve us an i nconsi st ent
relationship regarding the personality characteristics of

stutterers. But, based on our clinical experience and having

tested a | ar ge nunber of stutterers on severa
questionnaires, we believe that there are personality
differences between stutterers and nonstutterers. Thi s

statenent is based on observations, clinical interview and
testing by questionnaires at Depart nent of Cinical
Psychology, Al India Institute of Speech and Hearing,

Mysor e.

The treatment of stuttering is a matter of considerable
controversy. The nmethods that have been attenpted with sone

degree of success are extrenely varied, and the recorded



history of their use goes back in sone cases to classical
antiquity. Eldridge and Rank stated that our earliest known
references to stuttering dates back to about 2000 B.C
during the Mddle FEgyptian dynasty. G eek and Roman
references have also been found. WMany people including
H ppocrates, Aristotle and Galen have presented their views
on stuttering (cited in Ham 1986).

Over an extended tinme, the treatnent of stuttering has
been varied. Methods have included holding pebbles in the
mout h, blistering or deadening applications to the tongue,
cl enching teeth, speaking on inhalation, talking out of one
side of the nouth, alternating hot and cold baths, sticking
fingers in a light socket, eating raw oysters, traveling to
religious shrines, etc. Mdern drug therapy and the old
psychoanal yti cal psychotherapy have been found to be of
little value by the <clinicians. Various techniques of
behavi our t her apy l'i ke maski ng, speech shadow ng,
prol ongation, delayed auditory feedback and anxi ety reduction
have been used with stutterers with some success. A carefu
observation of therapeutic studies over many years does point
out that no single nethod of treatnent could be conpletely
effective in elimnation of stuttering. This would also
suggest that different types of stutterers may respond to
different techniques of treatnent. Because sone conponents
are common and others unique anbng stutterers, it would be
worth while to evolve a package of treatnent procedures

whi ch, when tried systematically, would elimnate stuttering.



THE PRESENT WORK: | TS NEED AND OBJECTI VE

| t S evi dent t hat t here are many different
treatnent techniques for stuttering. It would appear that
these treatnment do contribute towards the gaining of fluency
for some stutterers. But, it is still unclear whether a given
stutterer woul d benefit from all these treatnents.
Stutterers and non stutterers do differ in terms of the
degree of possession of a personality trait, e.g., anxiety,
assertion, introversion, etc. If a conprehensive personality
gquestionaaire like the 16 P.F. or MWI is tried with both
stutterers and nonatutterers, we are nore likely to find, as
stated earlier, that the stutterers profile may show
deficiencies on certain personality traits. This in itself
shoul d point out what different technique are to be tried and

in which order to give maxi mal benefit to him

Most of the therapeutic techniques focus their attention
on the disorder rather than the personality of stutterers,
though it has been recognized long ago that while treating
stuttering the environnental influence and the personality of
the stutterer should be taken into account. As majority of
studies concentrate only on the stuttering behaviour, there
is a high degree of rel apse, even after successful treatnent.
So it justifies us to concentrate on the total personality of

the stutterers.
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The existing literature about therapy of stutterers has
so far clearly indicated that no single isolated treatnent
procedure would be sufficient to elimnate stuttering
although it may help in gaining of sone fluency. Mre often
than not, single treatnment procedures have been tried like
prol ongati on, speech shadow ng, syllable timed speech etc.
However, serious attenpts have not been nade to use a
conbination of treatnment procedures suited to a given
stutterer. In studies where two or nore treatnent procedures
have been used, it is difficult to find out which one of the
nmet hods has brought out how nuch of inprovenent and which
nmethod did not bring any inprovenent at all. It is obvious
that when the clinical nmethod used is an eclectic one it is
difficult to evaluate the effect of any single constituent

t echni que.

Rarely researchers have used treatnent procedures by
taking into account the personality assets or deficiencies of
stutterers. If and when a conbination of techniques have
been used, rarely have they taken cognizance of personality
of stutterers. There have been few studies where they have
tried to correlate personality traits and the outconme of
treatnent nmethods. Thus, there is a definite need to
investigate the personality assets and deficiencies of
stutterers and sort out techniques of treatnent suitable to
them Here not only we are concentrating on personality

traits but also concentrating on the pattern of stuttering.
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To illustrate by exanple, a stutterer with a high degree of
anxiety does require suitable nmethods to elimnate anxiety
and then pass on to other techniques I|ike rhythmc speech

However, if we take into account the nost frequently observed
deficiencies anong stutterers, it would be highly advisable
to think of wusing a conbination of treatnent procedures
systematically and in a sequential order to take care of both
the personality deficiency and the pattern of stuttering. The

present study focuses on this problem

OBJECTI VES OF THE STUDY
The main objectives of the study are as foll ows:

a) To find out the personality correlates of stutterers.

b) To subject all the stutterers to undergo certain treatnent
techniques in a sequential order.

c) To correlate the treatnment outconme with the personality
traits of stutterers.

d) To derive a package of treatnment program to suit a

majority of stutterers.

The terns and definitions used in the present study is

given in Appendi x-A
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CHAPTER - 'l

REVI EW OF LI TERATURE

A consi derabl e body of research has been devel oped over
a 50 years period, focusing upon the personality and
adjustnent of stutterers. O all the functional pathol ogies
of speech, the phenonenon of stuttering has received the
greatest attention fromresearchers. This severely hesitant,
spasnodic attenpt at speech is often explained in terns of
psychol ogi cal or personality factors either in the stutterer

hinself or in his background (Bloch and Goodstein, 1971).

Bl uenel , described stuttering as a narcissistic
neur osi s, and Freund, described it as an "expectancy
neurosis" and a "social neurosis". Many clinicians have

viewed stuttering either as essentially neurotic or as a

synptom of some underlying personality disturbance. From a
hi stori cal st andpoi nt, clinical descri ptions of t he
stuttering personality - insecurity, shyness, excitability

oversensitivity - have varied little and have led many to the
belief that personality disturbances inevitably acconpany

t hese di sturbances in speech (Bloch & Goodstein, 1971).

Stuttering has been considered as a neurosis by many
authors in the past. But serious, scientific investigations
on stuttering phenonmenon began in 1930. During 1930's
nunerous investigators - Travis, Johnson, Bryngelson, West
and Van Riper - explored a vast range of possible differences

between stutterers and nonstutterers.
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Wth the developnent of clinical psychology and nore
prom sing techniques in the psychol ogical test batteries, the
exploration of personality of stutterers resuned in earnest.
A greater variety of personality assessnent techniques and
experinental procedures have been used in studying the adult
stutterers, e.g., proj ective tests, personality
i nvent ory/ questi onnaire, self concept neasures, clinical

i nventory etc.

An attenpt has been nade here to review only those
studies which pertain to the present study and which could

contribute to this area of research

MMP.I. STUD ES

Personality research on stuttering reached a peak in the
1950' s. An outstandi ng devel opnment was the use of the
M nnesota Muiltiphasic Personality Inventory (MWI). Thi s
inventory consisted of itens enpirically derived in research
on psychoneurotic subjects and it was standardized wth
careful and sophisticated attention to factors of reliability
and validity. Nunmer ous studies on personality adjustnent of
stutterer have been carried out by using MVPI. The results
of these investigations produced a very satisfactory neasure
of agreenent. By and large, stutterers showed a consistent

tendency toward | ess favorable adjustnent than nonstutterers.
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Brown and Hull found that the stutterers (N=59) had |ow
scores in the area of social adjustnent but not in norale,
famly relations, enotionality or economc conservatism on
the MWI scal e when conpared with test norns. Thorn reported
that the scores of stutterers fell wthin the normal range
and the conposite MWl profile revealed no evidence of
neuroticism There was no common "personality type" of
substantial difference for nore severe and the |ess severe
stutterers. Thomas reported a slight elevation in the range
of normal adjustnment in 29 stutterers. Pizzat noted that the
stutterers (N=53) had poorer scores on all clinical scales
except psychopathic deviate, but the scores fell well wthin

normal range (Cited in Bloodstein, 1975).

Dahl strom and Craven (cited 1in Bl oodstein, 1975)
conpared 100 college stutterers wth 100 normal speaking
coll ege freshnmen, 1763 psychiatric patients and 3966 coll ege
students who had sought counselling help on their personal
problems. The authors reported that while the stutterers did
differ from control students, they were not as severely
di sturbed as the psychiatric patients. They also reported no
significant relationship between MWI scores and the severity
of stuttering. Wal nut (1954) found that stutterers (N=38)
were all within normal range on all 10 clinical scales, but
on two other scales, depression and paranoid, the stutterers
had significantly high scores, indicating adjustnent

pr obl ens.
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Lanyon (1966) correlated the MWl scores of 25 severe
stutterers at the beginning of therapy wth independent
speech inprovenent ratings. The stutterers who inproved as a
result of speech therapy were reported to resenble those who
inmproved as a result of psychotherapy, in ternms of ego -
strength and non-deviancy in personality and thinking
patterns. Unlike the psychotherapy group, however those who
had stuttering therapy were found to be nore energetic, |ess
pessimstic and less socially alienated.

Sermas and Cox (1982), adm nistered MWI and SCL-90-R on
stutterers (N=19) and two conparison groups conposed of
psychiatric patients (19 BD group and 19 NBD group). Forty-
seven patients of the 57 tested denonstrated a T-score of 70
or greater on atleast one MWl scale. Al t hough 74%
denonstrated such an elevation, no significant elevation was
found when the stutterers scores were averaged and
considered as a group. The author states that the stutterers
appear nore sensitive in social situations than the
psychiatric patients.

EYSENCK PERSONALI TY | NVENTORY STUDI ES

The Eysenck Personality Inventory (E P.1.) has been
widely used to study the personality characteristics of
stutterers and nonstutterers. Raj and Rao (1970) were the
first to use this test to study the personality differences
of stutterers and nonstutterers to provide Indian nornms for
it. EPI. was admnistered to a group of 100 stutterers and

100 nonstutterers. The study pointed out a significant
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di fference between the two groups on the N and E scales. As
a group the stutterers were nore inclined towards
introversion and introverted neurotics were nany nore anong

them than were extraverted neurotics.

Hegde (1972) wused Eysenck Personality Inventory on 106
stutterers. He conpared the stutterers nean scores on the
neuroticism and extraversion scales with the test norns of
psychiatric and normal popul ations. Hegde concluded that
stutterers are nore introverted than the average and can be
considered introverts and nore neurotic than the nornma

popul ati on.

Raj (1982) conpared stutterers and nornals on
Personality Trait Inventory and concluded that stuttering is
basically a deviant personality having depressive tendency,
enmotional instability, introversion, feelings of inferiority

and di sturbed interpersonal comrunication.

@Qudi  and Kumar (1986) studied stutterers and nornals
(N=75 in each group) on the Junior personality inventory
constructed and standardized by Mhan Singh and Kalra. The
study indicated that there was no significant difference on
the trait of extraversion but significant difference was
found on neuroticism scale. Singh (1986), using Eysenck
personality inventory on 75 stutterers, reported that
stutterers, were found to be less extraverted than the

average and had nore affinity towards introversion.
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PRQIECTI VE STUDI ES

The study of "adjustnent"” as defined by a questionnaire
yields a rather limted view of personality. For many years
psychol ogi sts had been attenpting to device tests that would
achieve nore penetrating insights into the nature of an
i ndi vidual character structure. As a result, projective
tests have gained inportance in personality assessnent. But
the chief disadvantages of the projective tests 1is the
difficulty in obtaining scientifically valid nmeasures. As a
result, projective tests in their present form have been the
subj ect of considerable controversy, and generalization about
stutterers based on such tests nust be viewed wth sone

degree of caution.

Rorschach studies: O all projective techniques of studying
personality, the nost extensively developed is the well-known
Rorschach test. On the basis of the subjects responses,
inferences are drawn about such specific personality traits
as capacity for abstract thinking, habitual concern wth
details, egocentricity, spontaneity, enotional stability, and
so forth. This widely used test has been admnistered to
stutterers repeatedly wth findings that are conflicting and
general |l y inconcl usive.

| ngebregsen anal yzed Rorschach responses of 40 adult
stutterers and found substantial evidence of neuroticism
But , on the other hand, Richardson did not find any
significant difference between stutterers and nonstutterers

(N=30 in each group). She concluded that the stutterers
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showed a tendency not to "recognize their inner pronptings"”
or to "respond inpulsively to their outside environnent"
(cited by Bloodstein, 1975).

Santostefano (1960) reported significant difference
between stutterers and nonstutterers (N=26 in each group).
Stutterers showed a significantly greater decrenent in
performance under stress than did nonstutterers.

Sermas and Cox (1982) admnistered Rorschach and T.A T
to 14 stutterers and noted that "the two projective
techniques elicited enotional responses simlar to the
various enotional and personality trends found in the
clinical interview of the stutterers. A scattered variety of
other conflict areas were also found, including achievenent,
i mpul se control, dependency, sexuality and authority".

T.A T. STUD ES

The Thematic Apperception Test(T.A.T.)is another well
known projective technique that consists of a series of
pi ctures around each of which the subject is asked to nmake up
a story indicating what is happening the events that led up
to it, the thought and feelings of the characters, and the
out cone.

Bl oodstein and Schrei ber (1957) reported no difference
in obsessive-conpulsive signs on the T.AT., bet ween
stutterers and nonstutterers, (N=15 in each group). On the
hand Silverman (1952) reported that T.A T. responses reveal ed
negro stutterers to have nore domnant nothers than negro

nonstutterers (N=10 in each group).
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Goodstein, Martisp and Spiel berger (cited in Goodstein,
1958) wusing T.AT. in 30 stutterers and 30 nonstutterers,
found no significant difference between stutterers and
nonstutterers. Solonon (cited Bl och and Goodstein, 1971) from
the T.A'T. responses of 35 stutterers and 35 non-stutterers
concluded that stutterers, and nonstutterers did not differ

in terns of broad category of aggression.

O her projective studies:

Many researchers have wused a variety of projective
techniques to asses the personality of stutterers. They have
used sone of the partially projective techniques Iike
Sentence Conpletion Test, Wrd Association Test etc. However
it may be stated that research studies using these tests are

few in nunber.

Bol and using speech anxiety test (Mdified Blacky Test)
reported that |evel of anxiety associated wth speech
situation was significantly greater for stutterers.
Bernhardt reported that frequency of stuttering in a group of
44 stutterers was significantly related to those areas of
psychosexual conflict as revealed by the Blacky Test (cited
in Goodstein, 1958). Bloch and Goodstein, (1971) citing the
studies by Carp and Eastman reported that areas of
psychosexual conflict significantly related to stuttering

(N=20 and 30 respectively) as revealed by the Blacky Test.
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On the other hand Madison and Norman and Quarrington using
t he Rosenzwei g Pi cture-Frustration Test, report ed
inconsistent findings of strong tendencies toward self

aggression anong stutterers (cited in Goodstein, 1958).

Enerick (cited in Bloch and Goodstein, 1971) wusing
Rosenzweig picture Frustration Test nmeasured frustration
anong tonic stutterers, clonic stutterers and nonstutterers
(N=20 in each group) reported no difference anong these three
gr oups. Tuper and Chanbers (1962) using the Picture
I dentification Test on 48 stutterers concluded that
stutterers were overly sensitive to blane and criticism and

exhibited quite negative attitudes toward affiliation needs.

Snyder, Handerson, Murrphy, and O Brien used Sack
Sentence Conpletion Test to stutterers and parents of
stutterers (N-75 in each group) and found that stutterers as
a group present a nore disturbed personality structure than

parents of stutterers (cited in Sheehan, 1970).

Projective studies which are designed to study gross
personality differences between stutterers and nonstutterers
have yi el ded inconsistent results and no generalization about
the personality or adjustnment of the adult stutterers are
possi ble. W need not attach nuch inportance to this because

the projective test in thenselves do not need required
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SELF- CONCEPT

English and English (1958) define self-concept as "the
self as the individual is known to hinmself". Kelly (1955) saw
the notion of self as being related to other ways in which
individuals view their wor | d. Sever al studi es have
investigated the self-concept of stutterers. Fi edl er and
Wepman  (1951) who conducted the earliest self-concept
research on stutterers, were in fact concerned with the
hypot hesis that the stutterer has a characteristic view of
hinself because of his social handicap. They wused Q
technique to study 10 stutterers and 6 nonstutterers and
found no significant difference between stutterers and non-
stutterers. Wallen (cited in Bloodstein, 1975) reported that
stutterers exhibit significant difference in terns of
specific self-concept relationship and specific personality
traits in conparison with nonstutterers (N=30 in each group).
He found stutterers to be |ess independent, nore lacking in
enoti onal control, less self accepting and nore self

rej ecting.

Nel son investigated self-concept of stutterers nore
t horoughly using Qtechnique. The result showed that self-
concept of stutterers was nore closely focused on stuttering
than was that of a conparable group of student therapists.
The stutterers tend to perceive thenselves primarily in terns
of their speech, while Rahman using Qtechni que conpared real

and ideal self-concept of stutterers and nonstutterers found
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sone differences in the real self-concept but very few in
ideal self-concept. Wallen using Qsort technique on a group
of stutterers reported that stutterers showed |ower actual
sel f-concept as conpared to their ideal self-concept (cited

in Van Riper, 1982).

Buscaglia (1962) studied 30 stutterers, 56 nmale non-
stutterers and 26 psychotic nale adolescent (denonstrating
total role disintegration) and reported that stutterers were
| ess able to perceive their owmn and others life role and they

were nore inadequate.

Fransella (cited in Bloodstein, 1975) tried to establish
whether the stutterer sees hinself as "a stutterer". The
stutterers did not associate the idea of thenselves with the
idea of being stutterers. The unexpected finding was that the
stutterers (all males) and both sexes of nonstutterers did
not differ significantly in the way they rated those
concepts. Devaki (1981) using Sacks Sentence Conpletion Test
(Kannada version) on stutterers and nonstutterers (N=30 in
each group) concluded that stutterers have greater adjustnent
probl enms and nore concern about their speech problens. They
were also low in self-concept, had guilt feelings and fears

in famly life.
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LEVEL OF ASPI RATI ON

One way of studying a person's concept of hinself is to
determne how realistic it is by conparing it wth the
reality. This can be assessed through level of aspiration
tests. These tests consist of a series of trials in a test of
skill, after each of which the subject is asked to predict
his score on the next trial. The average di screpancy between
his prediction and his last performance is taken as a neasure
of his aspiration |evel. Level of aspiration behaviour, which
is related to self-concept and self-esteem has been used to

measure the personality characteristics of stutterers.

Sheehan and Zelen using the Rotter level of aspiration
board, found that stutterers were significantly Ilower in
| evel of aspiration, that they stayed in the success area of
goal - setting, predicted nore nodest per f or mances for
thenselves and tried to avoid the possibility of failure

(cited in Van Riper, 1982).

Sheehan believes that the lower level of the aspiration
of the stutterers is closely related to their ego-protective
behaviour and it can be viewed as a reaction to stuttering
and not as an etiological factor which contributes to
stuttering. Sheehan adm nistered the level of aspiration for
fluency to 60 stutterers and found that greater the role
commtnent to fluency, greater the pressure towards perfect

speech and greater the anxiety regarding the speaker role

(cited in Van Ri per, 1982).
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OrHER PERSONALI TY STUDI ES

Several studies have been carried out on personality
correlates  of stuttering by using other personal ity
i nventories. According to Bloodstain (1975) the study by
McDowel | in 1928 was the first published study of the
enotional adjustnment of stutterers. McDowel I  used several
devices for neasuring enotional adjustnent including the
Kent - Rosanoff W rd Association Test and two early personality
i nventori es, t he Wbodwor t h- Mat hews and Wodwor t h- Cady
guestionnaires. McDowel | found no difference in degree of
adj ustnent between the two groups. These concl usions were
substantiated by Johnson in 1932 in his study of stutterers
anong university students. Johnson administered the
Whodwor t h- House Mental Hygiene Inventory to a group of 50
stutterers and a group of psychoneurotics and concluded that
though the stutterers reported significantly nore problens
than normals, their responses were nore |ike House's norna

st andardi zati on group.

However, Bender reported results in a mar ked
di sagreenent. He administered Bernreuter Personality
Inventory to 249 college stutterers and 249 nonstutterers and
found that stutterers tended to be nore neurotic, nore
introverted, | ess dominant, less self-confident, and |ess
sociable than the non-stuttering students. These findings
were confirmed when Brown and Hull tested stutterers with the

M nnesota personality scale. They found that stutterers tend
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to be poor in social adjustnent as opposed to nobst other
areas of enot i onal health (e.g., "noral e", "famly

relations”, "enotional" etc) (cited in Bloodstein, 1975).

Several investigators have found no difference between
stutterers and nonstutterers on personality inventories.
Bearss using Adans Personal Audit and the Potter Inconplete
Sentence Blank, Berlinsky using the Saslow Screening Test
(cited in Van Riper, 1982) and Brutten (cited in Sheehan,
1970) using the Maslow Security Index, reported no
significant difference between groups of stutterers and

mat ched control groups (N=23, 14 and 16 respectively).

A nunber of inventory studies have reported evidence of
serious maladjustnment in stutterers. Bender reported that
there was a particular kind of stuttering personality and
that stuttering is definitely associated with personality
mal adj ust nent . Schultz and Perkins both reached the sane
conclusion (cited in Goodstein, 1958). Ri chardson using
Quilford Inventory with 30 stutterers and 30 nonstutterers
reported that stutterers were significantly nore socially
introverted, nore depressed and |ess happy go lucky than
nonstutterers (cited in Bloodstein, 1975).

Spriesterbach (1951) conpared 50 hospitalized psychotics
and 50 stutterers on Wrd-picture Test of Social adjustnent.
He stated that stutterers resenbled the normal males nore
than they did the psychiatric patients although they appear

to be socially mal adj ust ed.
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Tupper and Chanbers (1962) wused, picture Identification
Test (P.1.T.) to 48 stutterers and conpared the results with
coll ege students and concluded that stutterers were overly
sensitive to blane and criticism and exhibited quite negative
attitudes towards affiliation needs. Sergeant (1962) also
reported poorer social adjustnent, |ess self-confidence, and
greater enotional instability anong stutterers (N=60) as
determned by both Bell and Bernreuter inventory. W ngat e
(1962) used Edward Personal Preference Schedule on 70 nale
stutterers. The results indicated mld to noderate
mal adj ustnent in the area of social relationships. Anderson
(cited in Bloch and Goodstein, 1971) using Quilford-Zl mrer man
Tenperanent Survey and the Gordon Personal Profile, on 50
stutterers and 50 nonstutterers, found no difference in
general enotional stability. However, they differed on
several less global personality traits. Stutterers were
reported to be nore shy and less self-assured than
nonstutterers but friendlier and nore respectful towards

ot hers than nornmal speaking controls.

Sermas and Cox (1982) used Hopkins Synptom Check-list to
19 stutterers. The result indicated that the stutterers
achi eved hi gher absolute score than the two conpari son groups
(brain dysfunction and non-brain dysfunction group) on the
i nterpersonal inventory, depression, anxiety and psychoticism

di mension. The stuttering group was significantly higher than
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the control groups on the interpersonal sensitive scale,
reflecting feelings of personal i nadequacy, uneasi ness,
inferiority, disconfort together with negative expectations

during interpersonal interaction.

ANXI ETY STUDI ES

Broadly speaking negative enotion is a factor that has
been associated with stuttering since at |least 2400 B.C
(R eber & Wollock, 1977). Negative enotions generally refer
to fear or anxiety that is either speech situation specific
or word specific (Van Riper 1973, Wschner 1950). Many
studies which have explored the psychological aspects of
stuttering and general personality characteristics of
stutterers have enphasized the inportance of anxiety in the
phenonenon of stuttering. The association between stuttering
and anxiety has been investigated with a nunber of quite

different experimental and personality assessment techniques.

Studies on different psychol ogical tests reveal ed high
degree of anxiety anong stutterers. Boland investigated
chronic or general anxiety in stutterers as well as anxiety
associ ated specifically with speaking on two indices derived

fromMWI, Wlsh's Anxiety Index, and Tayl or Manifest Anxiety

Scal e. He reported that stutterers are higher in general
(trait) and speech situation (state) anxi ety t han
nonstutterers (cited in Bloodstein, 1975). Brutten used a

measure of Pal mar Perspiration (PSI) as an anxiety index with
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agroup of 33 stutterers and matched control group of 33 non-
stutterers, reported intergroup differences in anxiety in a
verbal situation (cited in Sheehan, 1970). But Gray and
Karmen (1967) using the same anxiety index found no
differences under either verbal or non-verbal conditions.
However, they were able to denonstrate a relationship between
anxiety and severity of the disorder. G oups with high and
low nonfluency exhibited less anxiety than did a noderately

dysfl uent group.

Santostefano (1960) wusing both the Rorschach Content
Text (RCT) and laboratory induced stress, concluded that
stutterers are nore anxious and hostile then nonstutterers.
Angell o (1962) wusing Tayler Mnifest Anxiety scale on 10
stutterers found no significant difference between stutterers
and nonstutterers. Two groups of 10 individuals were
designed as high and |ow anxious by Taylor Manifest Anxiety
Scale. The result indicated that difference in anxiety |evel
did not contribute significantly to difference in stuttering
decr enents. However, high anxiety individuals indicated
greater frequency of stuttering. The distribution of anxiety
scores obtained from 50 individuals diagnosed as stutterers
was conpared wth distribution obtained from 450 College
st udent s. No difference were obtained either in range of
anxiety scores or the nean anxiety score. Gay and Brutten
(1965) studied 21 stutterers and did not report any

rel ati onship between a change in the frequency of stuttering
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and anxiety |evel. Wiereas R ley and Wite (1967) gave the
objective analytic anxiety battery to 17 stutterers and 17
nonstutterers found that the stutterers had nore anxiety than

the control group.

Gay and Karnmen (1967) wused Palmar Sweat Index as a
measure of anxiety on a group of stutterers and non-
stutterers. They studied the relationship between non-verbal
anxiety and nonfluency adaptation in stutterers and non-
stutterers. Their results indicated that: (1) the noderate
nonf |l uency subgroup of stutterers denonstrate a significantly
hi gher level of PSI than the high or |ow nonfluency subgroups
of stutterers, (2) the low and high nonfluency subgroups of
stutterers do not differ significantly in PSI |evel; and (3)
the three nonfluency subgroups of nonstutterers do not differ

significantly in PSI |evel.

Geiner, Fitzgerald, Cook and Durdjic, (1985) wused
Revised WIIoughby Personality Schedule (WPS-R) on 41
stutterers and 41 nonstutterers to find out soci al
sensitivity in stutterers. Results indicated that the WS-R
clearly differentiated stutterers as a group from
nonstutterers. Stutterers obtained high full scale scores as
well as scoring higher on each individual test itens. The
aut hors concluded that WPS-R revealed "overwhel m ng anxiety
in stutterers". They also stated that the test has

denonstrated to neasure hypersensitivity to interpersonal
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stress or neuroticism in social situations. They suggested
that the test (WPS-R) nmay be useful for evaluating genera
anxiety and for nonitoring changes in enotional sensitivity

as clinical intervention progresses.

MIler and Watson (1992) studied conmunication attitude,
anxiety, and depression on 52 stutterers and equal nunber of
nonstutterers. They adm nistered Beck Depression |nventory,
State-Trait Anxiety Inventory and Erickson Mdified Scale of
Conmmuni cation Attitude. They found that noderate stutterers
showed the strongest positive relation between neasures of
communi cation attitude and anxiety, very mld-to-noderate
stutterers showed smaller but significant positive relation
bet ween neasures of communication attitude and anxiety, and
severe-to-very-severe stutterers showed no significant
relation between neasures of comunication attitude and
anxi ety. Only for certain stuttering subjects negative
conmuni cation attitude was positively correlated with overal

anxi ety.

CASE STUDI ES

Cinical cases reported in the area of speech disorder,
are alnost always concerned with the personality of the
speech handi capped individuals as an inportant factor in
formul ating the etiology of the problemand in evaluating the
assets of the person for therapeutic planning. Inspite of

the inportance placed upon personality and adjustnent of
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stutterers in both diagnostic and therapeutic work, the
research evidence relating to personality is wdely
scattering and there have been few attenpts in studying

personality of the speech handi capped (Wod & WIllians 1976).

Sone studies have been reported by studying the
personality and adjustment of stutterers by nmeans of clinical
interview dasner (1949) in an uncontrolled inpressionistic,
non-statistical study, concluded that stutterers (N=70) show
a long history of over protection and panpering and have over
anxi ous, excessively perfectionistic parents. Bobbins (1964)
utilized the clinical interview as an assessnent technique
for stutterers (N=490) and reported some traits show ng

mal adj ust nent anong a | arge popul ation of adult stutterers.

LOCUS OF CONTROL STUDI ES

Locus of control refers to a set of beliefs about the
rel ati onshi p between behaviour and the subsequent occurrence
of rewards and punishnents. The nore precise phrase for
these beliefs about Ilocus of control is internal versus
external control of reinforcenent (I1.E.). According to
Gaybill and Sergeant (1983) the |.E concept was first
outlined by Julian Rotter in 1966. Rotter proposed that
| ocus of control construct dealt with the perceived |ocus of
causality for events. The cause of reinforcenent could
either be the person (an internal belief) or causes not

related to the person (an external belief).
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The associ ation between |ocus of control and anxiety has
been investigated by nmnany investigators. Persons hol di ng
external control expectancies admt to nore experience of

anxi ety than do those who perceive thenselves as internals.

Butterfield (1964) examned the relationship between
locus of control and anxiety in 47 subjects using |ocus of
control, frustration reaction, test anxiety and achi evenent
attitude inventory. The results indicated significant
correlation between locus of control and both facilitating
and debilitating anxiety. Debilitating anxiety reaction
scores increased and facilitating anxiety scores decreased as

| ocus of control becones external.

Stressburg and Hartman (1973) found that subjects
scoring as the external direction in Rotter's I-E |ocus of
control scale were significantly nore anxious than those

scoring in the internal direction.

Raj mohan and Kuppan (1980) wused I|.E locus of control
scale and |PAT anxiety scale questionnaire on 272 subjects
and found no significant difference between internals and
externals, as well as between males and fenmales in the |eve

of anxiety.

Raj ani (1982) studied the relationship between |ocus of
control and self esteem in a group of 20 neurotics, 20
schi zophrenics and 20 nornmal s. The results indicated that

normal group was internally oriented as conpared to the
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experinmental groups, neurotics and schi zophrenics. There was
asignificant relationship between l|ocus of control and self
esteem anong nornal group, Wwhereas self esteem in the
clinical groups did not correlate significantly with |ocus of

control.

Studies were also conducted to know the relationship
between locus of control and extraversion-introversion.
Platt, Poneranz and Eisenman (1971) wused Rotter's |.E
scale, EPI and MWI to 1100 college students and found | ocus
of control to be unrelated to all neasures of introversion
and extraversion. They did find a correlation between
externality and neuroticism indicating that individuals wth
a nore external locus of control tend to be nmore anxious than

those with an internal |ocus of control.

Collins, Martin, Ashnore and Ross (1973) administered 63
item questionnaire to 63 subjects. The factors were anal yzed
and related to scores on the EPI and |.E scale. The results
reveal ed that low system <correlated positively wth
introversion and externality. But the correlation between
Rotter's and Eysenck' s scal e was not significant.
Researchers in general have reported that external |ocus of
control is nore closely associated with neuroticismthan with
ext raversi on. These studies suggest that internal-external
| ocus of control and extraversion-introversion are basically

i ndependent di nensi on.
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Burnes (1971) studied the relationship between |ocus of
control and psychopathology using Rotter's locus of control
scale and MWI to 25 volunteers. Results indicated that the
externality is related to psychopathol ogy. There was a
significant negative correlation between externality and the
scale, that is the subject who were nore internals tend to

deny difficulties or inadequacies.

Findings of the study by Robert (1979) support the
exi stence of meani ngf ul rel ationship between greater
externality and high levels of both general trait anxiety and
test anxiety. A positive correlation has been reported by
Abaramowitz (1969) between |l|ocus of control and depression
among col |l ege students. He reported higher incidence of

depression anmong the students who were nore external.

Very few studies have been conducted to investigate the
| ocus of control in relation to personality characteristics
of stutterers. Thomas (1988) studied the locus of control in
relation to some personality variables in stutterers (N=15 in
each group) using |I.E scale, self esteem scale, purpose in
life test and repression sensitization scale of MPG The
followi ng conclusions were drawn:

1) Locus  of control differentiates the two groups
significantly. Stutterers are externally controlled.

2) The stutterers have |low self esteem and are sensitive.

3) The PIL scores did not differentiate the two groups
significantly.

4) The therapeutic intervention results in the shift of |ocus
of control orientation from externality to internality.
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Ciag and Andrews (1985) reported that stutterers who noved
during therapy in the direction of internality of |ocus of
control (at least 5% changes) nmnaintained their fluency ten
nmonths after treatnent. Ladouceur, Caron and Caron (1989)
used S24 (the short form of the FErickson scale of

comuni cation attitudes) Criag, Franklin and Andrews scal e of

| ocus of control for stutterers (N=9). Result indicates that
perception of <control, did not change from external to
i nternal. Successfully treated stutterers becane nore

external either at post-treatnent or at follow up test.

From the review, it is evident that nunerous studies
have been carried out on the personality correlates of
stutterers. Mbst that stutterers differ from nonstutterers

on inportant personality traits.

TREATMENT OF STUTTERI NG
H STORI CAL PERSPECTI VE

The background of stuttering therapy 1is ancient.
Stuttering has plagued humanities for centuries and
undoubtedly therapy for stuttering has plagued us for al nost
the sane length of tine. El dridge and Rank state that our
earliest known reference to stuttering dates back to about
2000 B.C., during the mddle Egyptian dynasty. G eek and
Romans bl aned mal functioning of the tongue for the halts and
di stortions of production. In the 18th century Mendel sohn

recomended slow rate. Erasnus Darwi n proposed a system of
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easy attacks on articulated sounds, and a nunber of

aut horiti es chanpi oned various rhythmtechni ques. Arnott, in

19t h, century, advocated using a continuous "e" sound between

each, word and Hagernman suggested producing a continued "n
before each syllable. For a period of tinme, intervention
i ncluded surgery, popularized by the great Gernman surgeon,
Ditffenbach, and many European surgeons busily transected
nuscl es, removed wedges of Ilingual tissue, and severed

nerves, but this nmethod waned rapidly as the results failed

to justify the pain and danger of the procedure (cited in
Ham  1986).

About a century ago, the Metronone's  apparent
predecessor (Mithonone) was used and many patented devices
were devel oped, even to the extent of clanping silver tubes
inside the nouth, netal plate across the palate, and
adjustable spring screws in leather collars that fit around
the neck and put pressure on the larynx (E dridge & Rank,
cited in Ham 1986).

Over an extended tine, the treatnment of stuttering has
been vari ed. Met hods have included hol ding pebbles in the
mouth, blistering or deadening application to the tongue,
clenching teeth, speaking on inhalation, talking out of one
side of the nouth, alternating hot and cold baths, sticking
fingers in a light socket, eating raw oysters and traveling

toreligious shrines (CGottlober, cited in Ham 1986).
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Rel axation therapy, an old nethod, has been w dely used
for treatnent of stuttering. In the late 18th century,
Sandowtrained his stutterers to achieve state of calm

rel axation and serenity and found that rmuch of the stuttering

di sappear ed.

During the last years of the nineteenth century and
the beginning of the twentieth, group therapy was offered in
residential centres or hones called "stammerers institutes”
The therapy included breathing exercises, reciting isolated
sounds and word drills, chanting and singing, relaxing, and
speaki ng each syllable or each word in unison with a wde
armswing or a finger-tap. Most of the stutterers becone
fluent in the institutions, but disfluent when they cone back

totheir hones.

Suggestion and pursuation are the two methods that are
being used for the treatnent of stuttering since long tine.
The essential theme of those techniques lies in patients
belief that the therapist will enable themto overcone their

difficulties (Frank, cited in Van Ri per, 1973).

Suggestion comes in various fornms. It nay be direct or
indirect or it may involve hypnosis or the form of
aut osuggesti on. There are many studies reporting the

treatment of stuttering by hypnosis. More, and Rousey
cautioned that hypnosis should not be used alone, but only in

conjunction wth other therapies (cited in Van Ri per, 1973).
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Van R per (1973) stated that hypnosis produced a marked

increase in fluency and a decrease in the severity of the
i

stuttering wthout acconpanying anxiety but the effect
usually wore off soon and required booster session to
mai ntain rel axed way of speaking.

Persuasion is closely related to suggestion and probably
represents one of its special cases, its najor feature is the
use of logic and reasoning to create belief. In therapy, the
therapist first assertains the belief of the clients and then
presents his own contrasting beliefs. In persuation, there
is always the appeal to reason, to logic or perhaps to
aut hority. Most of the persuasion therapies used wth
stutterers have tried to convince the client that he could

speak fluently.

Psychoanal ysis and psychot herapy have failed to produce
normal speech in stutterers. Freud felt that psychoanal ysis
was not an appropriate nethod to treat stuttering, as he was
unable to relieve the stuttering in one of his early patient
(Van Riper, 1973). Wl pe (1961) cites a nunber of follow up
studies that denonstrate the relative ineffectiveness of
psychoanal ysi s. Van Riper (1973) is of the opinion that
psychoanal ysis al one can not attack the problemof stuttering

ef fectively.
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Most of the drugs used in the treatnment of stuttering
have been classified as stimul ants, sedati ves or
tranquilizers. Though drugs have been used for the treatnent
of stuttering, the objective neasurenment of their effect is
lacking. A frequent result is that the drug has nore effect
onthe complexity or severity of the blocks than on their
frequency. According to Aron "it was postulated that
reduction of anxiety and tension, brought about by the drug
had greater influence on the severity of the stuttering than

on the frequency with which it occurs"” (cited in Van R per

1973).

Sone studies indicate no significant effect of drugs on
stuttering (Kent, 1963). Kent concluded that the use of
drugs has not shown significant reduction in stuttering
either directly without speech therapy or indirectly, using

the drugs as adjuncts to therapy.

In the 1930's the new therapeutic approach has started
by Bryngel son, Wendell Johnson, and Charles Van R per. The
new approach ainmed directly at a reduction in the fear and
avoi dance of stuttering, while at the sane tine attenpting to
reduce the anmount of difficulty through gradual nodification
of the stuttering pattern based on study and understandi ng of

t he behavi our of what it consisted.
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A new approach to stuttering therapy that has lately
under gone rapid development is the use of behaviour therapy
t echni que. The instigation for the use of behaviour
therapies has come from a variety of sources. Often it has

been due to a growi ng skepticism about the effectiveness of
traditional therapies. Behavi our therapists have introduced
a wide range of techniques. Various nodern techniques for
the treatment of stuttering are now here with reviewed under

separate technique/titles.

RHYTHM C SPEECH

The history of rhythm therapy for stuttering is vague
until about two centuries ago. Historical reviews have traced
it back to ancient Greece, but they tend to cite the years
1800 to 1830. The recent upsurge of interest in the use of
rhythmc stinmulation techniques is wusually traced to Van
Dant zi g, who described "syllable Tapping" therapy in 1940
(Cited in Van Riper, 1973).

Meyer and Mair (1963) developed a mniaturized, behind

the ear type of electronic netronone. Meyer and Coml ey
1959) wused a simlar device to provide bilateral or
unilateral signals on 48 stutterers. OF the 48 stutterers,
17 failed to respond to the nethod and they were the nore
severe stutterers. The authors reported that unilateral use
seemed to produce better speech results than did bilateral

devi ces.
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There have been other reports on design and applications
of the hearing aid type of netronone (Horan 1968, Wohl, 1968).
Whl (1968) felt that the netrononme reduced anxiety levels in
general and inhibited awareness of speech and sensitivity to
stress. Andrews, Harris and Kay (1964), reported on the use
of syllable-tined speech with 35 stutterers. The subjects
were taught syllable-tinmed speech in which all stress and
syllable contrasts were elim nated. Then they started by
repeating sentence nodeled by the clinician; they than
progressed to reading and, finally, to spontaneous speech
using the syllable timed utterance. Goup therapy was used
over the next two weeks to stabilize syllable tined speech
explore attitudes and anxieties and begin outside practice.
G oup sessions dropped to a weekly schedule for the next ten
weeks as transfer of syllable tinmed speech devel oped.
Subjects were advised to use normal speech, swtching the
syllable tined speech only when they stutter. Fol l owi ng the
dism ssal, the severity groups all showed a resurgence of

stuttering and then stabilized over the follow ng year.

Brandon and Harris (1967) have also used syllable tined
speech, with psychotherapy and desensitization to outside
situations finding 64 per cent of a group of 28 stutterers
still show ng significant speech inprovenent on a follow up
of at least 18 nonths. However, no data are provided on

pretreatment speech of subjects. The aut hors concl uded t hat
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the syllable timed speech technique is not entirely
successful but, it is effective and worthwhile in two thirds
of the cases treated. Azrin, Jones and Flye found a

reduction of 90 per cent or nore of the stuttering for each
subjects when a sinple regular beat presented to them
tactfully to the wist by a portable apparatus. Br ady
reported the use of netrononme whereby the subjects orally
read in a very slow and relaxed manner wth the beat of
net r onorme. Brady reported that this procedure al one induced
fluency (in 3 of the 6 stutterers) nmamintained at a rate of

158 to 200 words a minute (cited in Ham 1986).

Wl pe (1969) found that a conbination of syllable tined
speech and relaxation resulted in 90-95 per cent inprovenent,
whi ch was found to have been nmintai ned both as judged by him

and by the patient's wfe.

Meyer and Comley (1969) reported the use of rhythmwith
48 stutterers, starting with word passing and falling back to
syllable timng for those who had difficulty in the initial
syllable. They divided the clients into three groups, which
contained group therapy for purposes of problem solving,
rel axation activity, and role playing situation. One group
used a nonaural portable netronone outside, the second group
used binaural wunits, and the third group acted as unai ded
controls. Over all 35 per cent of the stutterers failed to

master the rhythmtechnique, the majority of these being from
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the least fluent, hard blocking stutterers. The clients
showed no significant inprovenent by the termnation of
therapy but inmproved significantly during the follow up

phase.

Wh!l (1968) felt the netronone reduced anxiety levels in
general and inhibited awareness of speech and sensitivity to
stress. Plom ey, Ingham and Andrews (1971) structured a
twenty one day intensive programe conbining syllable timed
speech, contingent use of D AF. and situation practice for
different groups, based on a token reinforcenent pattern.
They reported that the clients who received both technique
(D.AF. and syllable timed speech) could speak at normal and
supranornmal speech rates and maintain fluency, but syllable
timed only clients could not maintain fluency at rapid rates

of speech.

I ngham Andrews and Wnkler (1972) conbined syllable
timed speech, group psychotherapy, increased stuttering to
highten notivation and a TRS (token reinforce system used
mainly to reduce stuttering and inprove rate. D fferent
conbinations of these were used with 58 adult stutterers
divided into groups. The authors reported that the token
system and syllable tinmed programme resulted in the greatest
changes in speech rate and percentage of stuttered syll abl es,

conpared to psychot herapy.
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Brady (1971) extensively developed the rhythm therapy
proposed by Mayer and Mair (1963). Brady considers the role
of anxiety to be particularly inportant. Consequently, he
integrates his "nmetronome conditioned speech training"
procedure wth a hierarchy of situation which typifies
systematic desensitization therapy. The therapy program
spread over five steps. The subject is first trained to speak
according to the beats of the desk netronone as slow as 40
beats per mnute . Second, the rate of speech is
progressively increased. In step three, the mniaturized ear-
pi ece netronone replaces the desk netronone and construction
of situational fear hierarchy. The subject then follows a
programof in viva "systematic desensitization” while wearing
the ear-piece netronone. In the fourth step he once nore
words through the hierarchy without the aid of nmetronone. In
the final stage, attention is directed to any mld rel apses
which occur fromtinme to tine. Brady suggested that severe
stutterers may have to go as low as forty beat per mnute
whereas the noderate stutterers nay be able to double that.
He sets a goal of 100 to 160 syllables per mnute wthout
significant stuttering. Brady reported that of 23 stutterers
who completed treatnent, 21 showed a narked decrease in
dysfluency level by 67 per cent and inprovenment in his
general adjustnent. | nprovenent has been maintained through
follow up periods that ranged from6 nmonths to 44 nonths, but

no subject reported to be conpletely fluent.
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Silverman and Trotter (1973) study indicated reduction
in frequency and severity of stuttering when the ear-pieces
are worn continuously and intermttently for about one nonth.
Berman and Brady (1976) reported the results of a survey on
clinicians who used a mniatured, electronic netronome in the
treatment of stutterers. The survey showed that 103 of 144
patients were judged as inproved by 72 per cent. Those who
used netronone tended to give better results than those who
did not. Fifty seven percent of the respondent clinicians
considered the netronone conditioned technique as a ngjor
advance in treatment.

The studies cited sunmmarized, in some detail, a variety
of approaches to netrononme rhythm in therapy. In conparing
rhythm techni ques, especially netrononme, to other fluency

i nduci ng net hods, rhythm seens to provide the nost, or very

high levels of fluency for stutterers (Ham 1986).

NEGATI VE PRACTI CE

Dunl ap introduced techniques of negative practice. He
recognized the untenability of earlier theories which
postulated that a response repeated under simlar stinmulus
conditions increases the probability of recurrence of that
response. He hypothesized that part appearance of the
response may not have any effect on the probability of the
sane stinulus producing the sane response ("beta hypot hesis")
and contended that the past appearance of response nay
decrease the frequency of future responses (" Gamma

hypot hesi s") (cited in Inghamand Andrews, 1973).
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Stuttering was one of the first disorders Dunlap used to
test his negative practice hypotheses. Very few studies have
reported the use of negative practice in stuttering therapy.
Dunlap reported that negative practice inproved sone
stutterers. But the first detailed results of the use of
negative practice was reported by Fishman. He used negative
practice on five adolescent and adult stutterers. Subjects
were assessed before treatnent on the nunber of words orally
read or spoken for 10 m nutes period. The words stanmmered
were recorded and inserted into 10 sentences. This procedure
was continued, wth new sentences being added from tine to
time. The result indicated 60 per cent inprovenent in
stuttering (cited in Ingham and Andrews, 1973).

Case (1960) wused negative practice on 30 stutterers
who's nean age was 24 years. The sanple consisted of five
subjects who were described as speech blockers. One aim of
this study was to conpare the effect of negative practice on
this group and 25 who were not speech blockers. It was al so
decided to assess the effect of "positive adjustnent
techni ques" separately or in conjunction wth negative
practi ce. Case used Dunlap's procedure along wwth a faradic
puni shment shock whenever there was a mstake in the attenpt
to stutter involuntarily. The result indicated that the
speech bl ockers worsened under negative practice. Therefore
their treatnent was changed to a form of directive
counselling. The result indicated that 10 of the patients

were "cured" and 15 showed i nprovenent.
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Wth the exception of the tw sketchy accounts of
therapy by Fishman and Case, there has been little
expl oration of the therapeutic potential of negative practice

(I'ngham & Andrews 1973).

SHADOW NG

Cherry and Sayers popul arized the technique in a report
on speech masking experinents. Essential ly, shadow ng
i nvol ves two speakers. The first speaker reads or speaks
spont aneously from or about material not available to second
speaker . The second speaker attenpts to repeat what the
first person says, usually one to two words behind. The type
of condition involved in the technique of shadow ng suggests
for the nodel Ilearning type of underlying psychol ogical
mechani sm Here the stutterer has to initiate or shadow the
style of therapist (cited in Ingham and Andrews, 1973).
According to Ingham and Andrews (1973) a few studies have
denonstrated that shadowing can reduce or elimnate
stuttering. They also reported that shadowing seens to
require a conbination wth other techniques in order to be
effective. Application of shadowing has been I|limted as

conpared to other techniques.

Wal ton and Mather (1963) reported treatnment of a subject
by conbination of shadowi ng, systematic desensitization and
rel axation. They reported that, after six nonths of

treatment, the subject was not conpletely stutter-free,
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al t hough the inprovenent was considerable. A nore positive
report resulted fromwrk with 48 stutterers who received a
m xture of shadowi ng and anxiety reduction (Kelham & MHal e,
1966) . The witers achieved an overall success with
approximately 74 per cent of the clients, noting that |ower
age and nunber of sessions seemed to be correlated positively

with fluency.

Kondas (1967) wused a conbination of "exercises 1in
rel axed breathing” followed by clinic and home exercises in
shadowi ng for 19 children and one adult stutterer. In the
first tw sessions, therapy centered on correct breathing
habits; shadowing was introduced in the third session,
followed as soon as feasible by daily practice assignnent at
home. Four children, after ten to fifteen shadowi ng sessi ons,
were switched to desensitization procedures. The results
showed that 70 per cent of the cases were successfully
treated by the shadowi ng  techni ques and subsi di ary
procedures. But after a followup period, which lasted from

three to five years, the figure of 70 per cent dropped to

58.8 per cent. This method of evaluating out cone is
commrendabl e, but, wunfortunately, 1in this study it mainly
rested on anecdotal reports (lIngham & Andrews, 1973). In a
latter report, Kondas and Pukacova (1977) reported

significant inprovenent in speech fluency in 20 subjects who
practi sed repeated reading during shadow ng condition. Thi s

reported inprovenent was based on pre, post and two nonth
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Sergeant (1961) sounded a discouraging note in reporting
that at 60dB |oudness and 102-SPM rate, the intelligibility
scores for second (Shadowi ng) speakers only averaged 68 per
cent. Wth extensive practice sone subjects could reach 80
per cent intelligibility. Even the study by Ost, Gotestan and
Melin (1976) found no significant inprovenent wi th shadow ng
technique. Ost, GCotestan and Lennert treated five stutterers
by shadowi ng nethod for 3 nonths. The result did not indicate
any significant difference between pre and post treatnent
percentage of non fluencies in speech, though there was a
significant increase in word per mnute rate during post

treatnment reading tests.

| ngham and Andrews (1973), after review ng behaviour
t herapy techniques on stuttering, state that shadow ng shoul d
be conbined with other procedures in effectively treating

stutterers.

MASKI NG

This techniques depends on a nethod of controlled
presentation of noise which is designed to prevent the
stutterers from hearing part or all of his speech. In
t herapy, masking has been applied as a punishnent or aversive
stimulus, contingent on the occurrence of stuttering. A few
attenpts have been made to study this effect by designing
portable masking noise generators for wuse in stuttering

t her apy. The stutterer wears the unit in the manner of a
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binaural hearing aid and turns it on during speaking
conditions. Several studies have shown that the frequency of
stuttering decreases when stutterers speak in the presence of
noi se (Adams & Moore, 1972; Conture & Brayton 1975; Ingham
1981; Maraist & Hutton, 1957; Perkins & Curlee 1969; Sutton
& Chase, 1961; Webster & Dorman, 1970).

Cherry and Sayers (cited in Ingham and Andrews, 1973)
reported virtually conplete elimnation of stuttering under
condition of bilateral masking with a tone of intensity that
"approached pain level" but achieved conplete masking of the
subject's awareness of the sound of his own speech. Marai st
and Hutton (1957) wused masking on a group of 15 stutterers.
The results indicated that the nunmber of errors and tine
duration for reading the passages decreased as masking |evel

increased from zero dB to 90dB.

Trotter and Lesch (1967) claimed to have found a 75 per
cent |lower frequency of stuttering as well as reduced
severity. Perkins and Curlee (1969) reported clinical
I npression of short term use of portable wunfiltered and
filtered white noise masking units on three adult stutterers.
Two subjects reported brief carry-over after three to five
days with the wunit. The other subjects stuttering beconme
more severe after the unit was renmoved. Webst er and Dor man
(1970) enployed four conditions in their studies:

1) Noise onset made contingent on phonation.

2) Noise cessation made contingent on phonation
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3) A continuous noise condition

4) No-noise control condition

The result of these experinents indicated that all noise
conditions yielded significantly less stuttering than the no-

noi se control conditions.

MacCul | och, Eaton and Long (1970) reported that results
of long term masking on eight subjects. These subjects
underwent 23 weeks half-hour session of oral reading and
conversation under 300Hz masking. All the subjects reduced
their errors by 50 per cent in reading. Conture and Brayton
(1975) reported that the presence of noise significantly
reduced to total nunmber of instances of disfluent behaviour

in their seven stutterers.

Dewar, Dewar & Anthony (1976a) reported significant
decrease in speech errors in 53 stutterers while wearing a
unit "Edinburgh Masker". In reading automatic speech and
picture description there was a 93 per cent to 95 per cent in
stuttering frequency and a 40 per cent to 60 per cent
reduction in the duration of spasm |In a very thorough study
Dewar, Dewar, Austion & Brash, (1979) reported the result of
using a portable masking with 195 stutterers. The clients
first were started with a inclinic masker to establish the
best |oudness and frequency range upto 500Hz. After practice

in trying not to talk louder than the machine, using the



52

t hroat m crophone, the clients were switched to the portable
unit. Result shows that 82 per cent reported "considerable"
to "great" benefits, and 18 per <cent reported slight”
benefits. Ingham (1981) reported on using the Edi nburgh unit
with four stutterers. One client exhibited alnost 100 per
cent reduction, two clients had nmarginal or tenporary
reduction on either reading or open speech and the fourth
person was hel ped on spontaneous speech. |ngham noted that no
reduction in stuttering was associated with a reduction in

rate.

Overall review of the afore stated studies indicated
t hat, although many studies have been reported using masking
on stutterers, no study reported on long-term effect/
mai nt enance of therapeutic effect of masking. Hegde (1985)
states that even if it becones established that the effect of
maski ng noi se does not dimnish over time for those subject
who show reliable reductions of stuttering, the procedure may
not be acceptable to nmany stutterers if they have to wear the

unit indefinitely (P.159).

DAF AND PROLONGED SPEECH

Prol ongation of sounds to control spasns or to induce
fluency is involved in a nunber of therapy techniques.
Met hods such as rate control through DAF, continuous
phonation, singing and others pronote or require prolongation

of speech sounds.
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Sonme theoriticians have heralded the wuse of Delayed
Auditory Feedback (DAF) procedures as one of the nost
prom sing developnment in the field of stuttering therapy.
The effects of DAF, when a person speaks, are inpressive.
The auditory nmoni tori ng process i's di srupt ed, with
significant effects on speech output. Lee (1951) noted that
delays of 100 to 150 mlliseconds resulted in disruption
changes in rate, rhythm and other speech aspects so that a
speaker displayed blockages, prolongations, repetitions and
ot her nonfluent speech behaviour. A prolonged speech pattern
is developed fromthe DAF procedure. The stutterer, through
DAF, conmes to speak or read in an unusually slow rate,
prolonging each syllable. As the stutterer reaches fluency,
the prolongation of the syllables is decreased. The
instructions given to the client in prolongation technique
are "speak or read very slowy, prolonging on each syllable.
Do not halt after a syllable or word, continue to prol ong
until the sentence is finished. Snall pauses shoul d appear

only in between the sentences”.

CGeneral wuses of DAF with stutterers have been vari ed,
and early credit is hard to assign. Adantzyk used it as
primary therapy wth 15 stutterers, over a period of 3
nont hs, at 250nsec. He reported great inprovenent in 13 of
t he cases. Gol di anond has reported to have successfully
created 48 subject aged 8 to 56 years. But these prelimnary
reports have not been followed by a |ong-term assessnent of

t he speech behavi our of these subject (cited in Ham 1986).
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Webster and  Lubker (1968) reported the wuse of
continuous, rather than response contingent, DAF wth 14
subj ect s. Al showed marked inprovenent in the |aboratory.
Webster (1970) treated subjects in the laboratory and all
showed a low nunber of words stuttered conpared wth
pretreatnment frequency. In Wbster's variation the subjects
were sinply instructed to use a slow speech rate (30-35 words
per mnute) wth snmooth transition between speech sounds
wi thin words. Subsequently speech rate gradually increased to

between 80 and 100 words per mnute in a |ater paper.

Curlee and Perkins (1969) reported another variation on
the Coldianond procedure with conversational rate control
t her apy. Curlee and Perkins reported prelimnary results on
15. adol escents and adult stutterers, showed stuttering to
have decreased from 75 per cent to 95 per cent in outside
situations. Watts (1971) reported on the brief use of DAF to
instate the prolonged speech pattern in 8 subjects and
subsequent practice wthout DAF assistance for 10 two hour
sessions of conversation in a snall group setting. It was
evident fromthe reported statenent, that npbst subjects were
fluent throughout the treatnment but did not generalize

satisfactorily beyond the clinic nor proved stable over tine.

Webster (1974) reported a current progranme which
originally relied on continuous DAF to produce fluency now

relies on the techniques of gentle initiation of phonation on



55

how to produce wunvoiced consonants and how to slightly
increase the duration of npbst speech sounds. Subjects were
instructed to practice between clinic session to aid transfer
and achieve speech rate of between 100 to 120 words per
mnute. Twenty subjects, who conpleted this three week
programme were followed up for approximately two years.
Ni neteen of the twenty subjects reported that their speech

had i nproved.

Curlee and Perkins (1973) published a DAF based nethod
of therapy called conversational rate control therapy. It
considered GColdianond's earlier work and also included
aspects of time out techniques, along wth reciproca
i nhi bition methods. This therapy actually is a conbination of
rate reduction prolongation, easy onset, continuous phonation
and other factors. Curlee and Perkins reported a 75 per cent
to 95 per cent decrease in frequency of stuttering with |ess
severe residual stuttering. N=27 adol escent and adult

stutterers and 90 hours treatnment programe.

Perkins, Rudas, Johnson, Mchael & Curlee, (1974)
presented a long-term conparative data on two treatnent
programmes. In nethod I, conversational rate control was used
for shaping fluency and DAF was used to obtain fluency at
slow rates (N=27). In nmethod Il, the rate control was used to
facilitate normal managenent of the breath stream phrasing,

and prosody as well as fluency (N=17). The results indicate
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that both groups showed significant reduction in the
percentage of syllables stuttered. Seventy percent of both
groups had reduced their stuttering by 85 per cent. It was
reported the 30 percent of group | and 53 per cent of groups

Il maintained inprovenent 6 nonths after treatnent.

Anot her prolonged speech programme, which has held
prinely to the classical behavioural approach, was devel oped
by Ryan and Van Kirk. Ryan and Van Kirk (1974) reported the
results of their programme on 50 stutterers. Thei r therapy
uses sinple replicable criteria for progress through
t r eat ment (oral readi ng, nonol ogue and conversati onal
speech). DAF was enployed to produce the initial fluent
speech and later, this fluency was systematically generalized
to different settings, wth regular clinical checks on the
subjects speech at decreasing intervals over two years.
Dramatic  decreases in stuttering frequency and the
achi evenment of nornmal speech rates have been reported both

imredi ately after treatnment and in long term

Schwartz and Whbster (1977) applied "deintensified"
version of Wbster's (1974) programme for 3 nonths, instead
of 3 weeks, on 8 subjects who were followed up at |east for
45 days after treatnent. The results indicate reduced
dysfluency in oral reading and conversation. The follow up
result indicated that only one subject was identified as

stutter-free in both the conversational and oral reading.
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How e, Tanner and Andrews (1981) gave intensive
treatnment programme for 36 adults for a period of 45 days.
Their programme consisted of prolongation technique, gradua
shapi ng of speech rate to normal and systematic transfer of
skills acquired in the <clinic to real life situation.
Results indicated that imediately after the intensive
treatnment, stuttering was virtually elimnated and speech
rate and attitudes towards comrunication, were normalized.
Follow up after 12-18 nonth, showed overall inprovenent in
nost subjects. Sone deterioration in fluency from imediate
post-intensive treatnent |evels had occurred in 40 per cent

of the subjects.

Andrews, Craig & Feyer, (1983) reported about Prince
Henry Hospital Programme. This programme represents the
cunmul ative devel opnent of treating some 50 adults stutterers
each year since 1971. The Prince Henry Programre grew out of
the original Andrews-Ingham programme and is still based on
systematic acquisition and generalization of a prolonged
speech pattern. It still involves treatnent of groups of six
stutterers during three weeks of intensive treatnent for 12
hours daily.

The speech pattern taught is |labeled snooth nption
speech. The characteristics of this pattern are gentle onset
of phonation, continuous airflow, continuous novenent of
articulators throughout each utterance, soft contacts, and
extension of vowel and consonant duration. The training

enpl oys instruction and nodelling (not DAF) for establishing
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the normal speech rate. At each step the client nust display
zero stuttering correct speech rate (within 20 SPM of
target), and a specified mninum nunber of syllables spoken,
all within the 45 mnute rating session. The original token
reward system has been abandoned, but self evaluation

trai ning has been incorporated to the programe.

At the end of intensive treatnent, clients who are
stuttering on an average of 14 per cent syllable per second
(SS) and speaking at 140 syllable per mnute (SPM,
denonstrate virtually zero stuttering and speech rate within
normal range (Howi e, Tanner & Andrews, 1981). Follow up
report indicates dramatical reduction in stuttering. dients
treated before 1978 were achieving neans of 3.9 per cent SS
and 207 SPM a year after treatnent, but those treated in a
nore recent nodification of the programme show | ower neans of

1 to 2 per cent SS (Andrews & Craig, 1982).

| ngham and Lewis (1978) state that "It is difficult to
make only general statenents about recent applications of
prol onged speech wi thin behavioural approaches to stuttering
therapy = =~ In view of the wdespread use of prolonged
speech in stuttering therapy there is still a surprising
absence of data on its long term effects on the general
speech behaviour of subject ... the procedure ... in its
various forns is probably one of +the nost wde spread

stuttering therapy techni ques" (P.134-135).
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Al RFLOW THERAPI ES

Schwartz (1976) suggested that stuttering basically is a
strong ill-timed contraction of the posterior cricoarytenoid
muscle (PCA) as a result of subglottal air pressure stimnulus.
He concluded that there is an airway dilation reflex (ADR
along the length of the respiratory passage. |In stuttering
there is an inappropriate reflex response to stress where the
ADR triggers a strong adduction response (|aryngospasm.
These stress reactions depend on seven categories of anxiety
or stress stimuli-situation, sound and word, authority
figures, wuncertainty, physical factors, external influence
and rapid rate.

Schwartz recommended five days of work (eight hours per
day). In therapy, the client is asked to emt a prol onged,
rel axed, audible sigh (passive sigh). This is produced
imediately followng inhalation so that there is no
intervening set or transition period between inhalation and
exhal ation. Then the client, mdway in the passive sigh,
"release” a one syllable word wthout any interruption,
change in tension, or other alteration in the passive ongoing
flow of air. Articulators are not present and should nove
into position during the airflow. The nunber of one syllable
words is increased progressively on each breath and then
turned into sentences. He stated that 84 per cent of 185
stutterers who had enrolled for air flow therapy programre,
were conpletely synptom free in all situation within a week

and 83 per cent were synptom free even after a year.
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Lee (1976) applied Schwartz's air flow systemto thirty
one adult stutterers for recomended forty hour, intensive
period. It was reported that 90 per cent of stutterers were
synptomfree in a wwde variety of structured, stress inducing
si tuati ons.

Andrews and Tanner (1982) applied Lee's nodification of
Schwartz's therapy wherein eight hour sessions were conducted
on three consecutive days, and on the eighth and thirtieth
days. Their results denonstrated a significant treatnent
effect for all subjects by the fourth day, but relapse was
evident at 30 days, and at the end of 12 nonths, all subjects
had relapsed to essentially the sanme |level of stuttering as
prior to treatnent.

Azrin and MNunn (1974) considered stuttering "not as a
specific speech problem but as one type of nervous habit".
They state that stuttering is a habitual disorder of the
initiation and maintenance of airflow, and should be
elimnated if the stutterer emts speech behaviours that are
inconpatible with these air flow anonalies. Azrin and his
col | eagues (Azrin & Nunn 1974, Azrin, Nunn & Frantz 1979),
trained stutterers to control a wde range of aspects of
airflow Smooth breathing, exhalation prior to speech,
blending words into the exhalation pattern, conti nued
exhal ation after the last sound of the utterance, pausing at
natural juncturing points, and snooth inhalation during the
prespeech pause, as well as formulation of general speech

content were used.
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Azrin and Nunn (1974) reported a program with fourteen
stutterers. In one tw hour session, stutterers were brought
t hrough an intensive sequence. The new breathing pattern
started with reading, where the client was to pause, relax
and breath after every word. Desensitization was attenpted
t hrough synbolic rehearsal and visualization of unpleasant
situations, while attenpting relaxation. After a single 2
hour session of training, they reported that stuttering
decreased by 94 per cent on the first day after the
treat ment. The stuttering increased slightly but was stil
reduced by 90 per cent on the second day. Eight of the 14
stutterers showed 98 per cent decrease in stuttering at 4
nont hs follow up. Azrin and Nunn (1974) stated that the
treat ment, requiring a great deal of effort from and
notivation by the client, was effective either for severe or

for mld stutterers.

Azrin, Nunn and Frantz (1979) conpared regul ated
breathing procedures wth abbreviated desensitization on
reported stuttering episodes. They put 21 subjects under
regul ated breathing procedures and 17 wunder abbreviated
desensitization procedure. Sever al gener al behavi our al
procedures were also used including relaxation training, self
correction for errors, social support, daily home practice,
and response awareness, which are conponents of the general
habit reversal procedures for diverse habit. They reported

that the regulated breathing nethod reduced the reported
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stuttering episodes by 94 per cent on the first day after
training and by 97 per cent during fourth week and the 3
nonths follow up. The control procedure reduced reported
stuttering only slightly (about 10 per cent). The results
i ndicate substantial effectiveness of the regul ated breathing
met hod for reducing reported stuttering episodes in every day
speech as conpared with an alternative treatnent of equal

dur ati on.

Fal kowski, @uilford and Sandier (1982) evaluated the
effectiveness of a nodified version of air flow therapy on
two adult stutterers. Results indicated marked inprovenent in
both subjects' speech. The reading task was naintained at
follow up 10 weeks later. For spontaneous speech, results

were generally weaker and |ess durable.

Ladouceur, Bourdreau and Theberge (1981) evaluated the
di fference between awareness training and regul ated breathing
method in nodification of stuttering. Sixteen stutterers were
randomy assigned to 1 of 2 groups, awareness training plus
regul ated breathing nmethod or regulated breathing method
only. Awareness training significantly reduced stuttering
conpared to control procedure. But the nost significant
i nprovenent appeared after the introduction of the regul ated
breathing method. A nonth's follow up indicated that the
frequency of stuttering was significantly less than during

baseline and the |evel of dysfluency was around 5 per cent.
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It is evident, that application of airflow techniques
can reduce stuttering dramatically in the short term These

may be nore useful, if conbined with other procedures.

ANXI ETY REDUCTI ON

Sonme clinicians regard anxiety as a causative agent and
prom nent factor in the origin and mai ntenance of stuttering.
Therapy should be directed, therefore, at the anxiety first
and secondly at the stuttering as a nalleable result of
enoti on (Sheehan 1975). Qher clinicians regard anxiety as a
significant contributory factor 1in stuttering and they
structure therapy to deal specifically wth the speech
anxi ety and behaviours (Van Riper, 1973). The third group of
clinicians feel that anxiety is a response to stuttering
devel opnent and that reduction or elimnation of the
dysfluency will result in the renoval of any anxiety syndrone

(Ryan, 1974).

The anxiety reduction procedures (e.g.,Systematic
desensitization (SD), Assertion training) are thus suggested
for the treatnment of stuttering, based on the theory that
anxiety is the basis of stuttering behaviour. Wl pe (1958)
has devised a procedure called systematic desensitization
based on the mechani sm of reciprocal inhibition. According to
Wl pe (1954) if a response inconpatible with anxiety can be
made to occur in the presence of anxiety evoking stinmuli, it
will weaken the bond between these stimuli and the anxiety

responses. In clinical practice, the two npbst common
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conpeting responses used to inhibit the anxiety of stutterers

have been assertive behaviour and rel axation.

Lanyon (1969) trained one mld stutterer in Jacobson's
rel axation procedure, t hen subj ect ed to systematic
desensitization to a situation in a 'fear hierarchy'. After
14 weeks of this therapy he reports a 56 per cent reduction
of 'nonfluency' and decreased spontaneous speech rate after

t her apy.

Aten and Burgraff (cited in Ingham and Andrews, 1973)
reported alnost conplete fluency in one subject after 14
nonths therapy from an estimated pretreatnent rate of 22.5
per cent words stuttered. For 6 other subjects they report a
reduction from 18.5 per cent to 9 per cent words stuttered
over a six nonths period. Wl pe (1969) reported to have
trained a stutter to relax and to undergo a desensitization
hi erarchy focused about humliation (in addition to training
in rhythmc syllable tined speech). results indicated
decrease in fear of humliation situation and 90-95 per cent

i mprovenent in speech.

Webster (1970) reported the results of S D on 4
stutterers. Results showed that two subjects reached zero
stuttering level and others inproved nmarkedly. Adans (1972)
reported the treatnent of 12 subjects by reciprocal
inhibition of feared speech situations. After an average of

28 weeks in therapy, subjects and their famlies reported
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t hat about half of these situations were no |onger associ ated
with stuttering. Five subjects reported to be fluent in all
the fear situations. Fried (1972) reported a case of an
adult, severe stutterers, treated by systematic desensitiza-
tion. After 42 sessions of systematic desensitization, he
became able to speak fluently. Tyre, Maisto, and Conpanik
(1973) reported a case study of a 23 years old stutterer with
whom systematic desensitization was used for treating his
stuttering. The stuttering decreased significantly during,

after, and six nonths after treatnent.

Gay and England (1972) reported the effectiveness of
systematic desensitization on 15 stutterers. During the
t herapy, fluency and anxiety levels were nonitored at severa
poi nts. They noted that (1) anxiety reactions were reduced,
(2) fluency failure was reduced on oral reading tasks, and
(3) little correspondence appeared to exist between anxiety

reduction and fluency inprovenent.

Boudreau and Jeffrey (1973) <conpared pre and post
t her apy assessnent of 8 stutterers on systematic
desensitization and 4 control subjects who received no
treat ment. They reported significant inprovenent in the

treatnment group, but not in the control group.

Burgraff (1974) reported the effect of S.D. on group of
adult stutterers. These effects were conpared with those

obt ai ned through the use of a traditional synptomatic therapy
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approach (Van Ri per, 1973) wth another group of adult
stutterers. The pre and post therapy assessnent indicated
significant difference on speech neasures but no differences

were noted in both the group of stutterers.

Weiner (1981) reported a case of 36 years old nale
stutterers who received speech therapy wth systematic
desensitization of abnormal enotional response to speaking
si tuation. He was also taught techniques of vocal control
for fluency. The results indicated inprovenent in speech,

whi ch, however, was not conpletely stutter free.

Bl OFEEDBACK

Bi of eedback as applied to stuttering is designated to
reduce the stutterer anxiety and nuscle tension wth the
assunption that rel axed stutterer can speak without
stuttering. Hence bi of eedback techni ques have been used to
train stutterers to mnimze nuscle tension associated with
speaking. Majority of studies have used Electronyographic
feedback in the treatnment of stuttering (Quitar 1975; Hanna,

WIlfing & McNeil, 1975; Lanyon, Barrington & Newran 1975).

Quitar (1975) provided an account of treatnment in which
auditory feedback of E MG signals from chin was used.
After training, the subject was sinply instructed to "reduce
muscl e action potentials”" wthout feedback. The results
indicated that stuttering initially reduced in the clinic

fromaround 17 per cent syllable stuttered to near zero, and
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simlar results were noted when the subject spoke over the
t el ephone. Nine nonths |ater, the subject provided the tape
recording of conversation and telephone calls which were

reported to be stutter free and at normal speech rate.

Hanna, WIfing and MNeil (1975) reported treating 19
years old stutterer with EMG feedback. E MG electrodes
attached above the thyroid feed back a tone which increased
infrequency as in accordance with the anplitude of the
EMG signal. It was explained to the subject that the tone
reflected tension in his speech nuscles. The subject was
instructed to produce a low frequency tone as often as
possible while describing 50 per cent reduction in

stuttering.

Lanyon (1978) reported using E MG feedback on four
stutterers. Subjects were trained using biofeedback to
reduce masseter nuscle tension to a maxi mum of 5nv. Then
masseter tension is reduced before and during utterance of
increasing length, first in reading and then in spontaneous
speech. oj ective speech neasures presented by Lanyon
suggested that for sone stutterers, these procedure may
produce short and long term results conparable wth the
prol onged speech treatnent, but data on long termeffects are

| acki ng.
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Bot h systematic desensi ti zation and bi of eedback
seemngly make sense in view of the inpression that anxiety
and tension are often associated with stuttered speech. But
unfortunately the clinical application of these procedures

has been neither extensive nor very encouraging (Hegde,

(1985).

ASSERTI VE TRAI NI NG

Anxiety is constrictive, inhibitory and as Salter (1949)
has shown, assertive outgoing behaviour seens to reduce fear.
Assertion training procedure is based on reci procal
inhibition principle (Wl pe, 1958). Only a few studi es have
been reported on assertion training in relation to

stuttering.

Wl pe (1958) reported successful treatnent of a
stutterer through assertive training. The patients anxiety
was deconditioned through training in assertive behaviour
when faced wth fear speaking situations.

Dal ali and Sheehan (1974) reported a study, in which 24
stutterers were randomy distributed to one of the three
treatment conditions. The first group received assertion
training as advocated by Wl pe. The second group sinply
di scussed their feelings about situations in which they
regarded thensel ves as unassertive. The third group received
parallel sessions w th avoidance reduction therapy (Sheehan
1975). The results indicated no significant difference

during the course of experinent in severity of stuttering as
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nmeasured by self ratings, clinician ratings, or frequency of
stuttering during readings of standard passages. They
concluded that assertion training added nothing to avoi dance
reduction therapy.

Bal son (1976) reported a case of an adult stutterer,
treated with relaxation training, assertive training with
behavi oural rehearsal and role play. He noted the conplete
elimnation of synptons in five sessions each lasting 15

mnutes. No relapse was observed at a 6 nonth follow up

Burns and Brady (1980) used assertive training as an
adjunct to other treatnents |ike behaviour rehearsal in a 28
years old stutterer. The subject showed inprovenents and was
able to handle various situations effectively after

treat nent.

Schl oss, Espin, Smth and Suffolk, (1987) evaluated the
effectiveness of an assertiveness training during enploynent
i nterview Four young adult stutterers were trained on
assertiveness programme that include instruction nodeling,
behavi our rehearsal, feedback, social reinforcenent, and hone
wor k. Dependent variables included putting the enployer at
ease, correlative feedback for interrupting and acknow edgi ng
positive enpl oyer behaviours. Results indicated substantia
increase in the target behaviour as well as inprovenent in
subj ective ratings of baseline and post training interview,

and the post training decrease in the anmount of stuttering.



70

These studi es suggest that assertive training 1is
effective in reducing speech related anxiety and in inproving

the rate of fluency.

THERAPEUTI C PACKAGES

The present trend in stuttering therapy has noved from
i ndividual therapy to conbining several procedures into a
t herapeuti c package. As our review so far suggests, exclusive
use of a single technique is a less common practice and nost
t r eat nent pr ogr anmmes I ncl ude conbi nati on of severa
procedures or different conponents. Most therapies are a
conbi nation of different procedures and targets (Hegde 1985).
A therapeutic package devel oped by Perkins and his coll eagues
illustrates this fact. After obtaining sone disappointing
results wth psychotherapy, Perkins began to analyze and
treat stuttering at the behavioural level. He has found the
objective behavioural approach to be nore effective in
reducing stuttering than the subjective and indirect

psychot her apeuti ¢ approaches (Perkins 1973a 1973b).

Per ki ns, Rudas, Johnson, Mchael and Curlee, (1974) have
published data on the effectiveness of their treatnent
programe. Two behavi oural nethods of treating stuttering in
adults were tested for clinical effectiveness, efficiency and
per f or mance. In nmethod 1, conversational rate control was
enphasi zed as the neans of shaping fluency. Delayed auditory
feedback (DAF) was used to obtain fluency at slow rate. In

method |1, the control rate was used to facilitate nornal
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managenent of the breath stream phrasing and prosody as well
as fluency. In method I, 23 nales and 4 fenmale were included
and in method I1, 14 males and 3 fenmales were included.
Results indicated that both method | and Il were effective in
i mprovi ng fluency. Furthernore, 100 per cent of the clients
in group Il, but only 92.3 per cent in group | still showed
i mprovenent six nonths after treatnent. Goup | went from
16. 32 per cent syllables stuttered before treatnent to 2.64
at the end of treatnment, but after six nonths, it increased
to 8.44, where as group Il showed inprovenent from 9.04 per
cent syllables stuttered before treatnment and then to 1.73
per cent six nonths after treatnent. Only 53 per cent of the

treated stutterers maintained relatively pernmanent fluency.

Martin and Harol dson (1979) exposed 20 adult stutterers
to each of five experinmental treatnents, tine-out, noise,
DAF, "wong", and netrononme. |In each session, subjects spoke
for 20 mnutes without treatnent (base rate) followed by 30
mnutes in one of the five experinental conditions.
Percentage of stuttering decreased significantly in all
conditions and stuttering duration reduced significantly in
all but the noise condition.

Anot her therapeutic package whose predom nant feature is
regul ated breathing method is proposed by Azrin and Nunn
(1974). They considered stuttering "not as a specific speech

problem but as one type of nervous habits". The regul ated

br eat hi ng conponents involves inconveni ence review, awareness
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t rai ni ng, anti ci pation awar eness, rel axation training
i nconpatible activities, corrective training, preventive
training, synbolic rehearsal, positive practice, social

support, public display, and post treatnent practice. The
rationale is that stuttering is a habitual disorder of the
initiation and nmaintenance of airflow, and should be
elimnated if the stutterer emts speech behaviours that are
inconpatible with these airflow anonali es. The treatnent is
brief with one or two sessions, each of 2 to 3 hours. They
reported that stuttering decreased by 94 per cent after the
first day of treatnent. Eight of the 14 stutterers showed
98 per cent decrease in stuttering at 4 nonths follow up.
The results are based on clients self recorded stuttering

epi sodes.

Azrin, Nunn and Frantz (1979) treated 38 stutterers 21
with regulated breathing conponents and 17 w th abbreviated
desensi ti zati on. Several general behavioural procedure were
also used, including relaxation training, self-correction of
errors, social support, daily honme practice, and response
awar eness, which are conponents of the general habit reversal
procedures for diverse habits. The regul ated breathi ng net hod
reduced the reported stuttering episodes by 94 per cent on
the | day after training and by 97 per cent during fourth
week and the three nonth follow up. On the other hand, the

control procedure reduced reported stuttering only slightly
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(about 10 per cent). The results indicate substantial
effectiveness of the regulated breathing nethod for reducing
reported stuttering episodes in every day speech as conpared

with an alternative treatnment of equal duration.

WIllianson, Epstein and Coburn (1981) wused regul ated
breat hi ng procedure on several characteristics of the speech
of an adult stutterer. The treatnent sessions were of
approximately 45-60 mnute duration, once or tw ce per week.
Regul ated breathing procedure was applied on follow ng
situations. (1) Reading aloud from current periodicals. (2)
Therapist interviewwng the subject regarding variety of
different topics. (3) Role played talking in social
situations. (4) Speaking over telephone or intercom E MG,
recordings were also taken during the sessions. The results
indicate that the rate of dysfluency was reduced to 0.10 with
a nmean of 0.036 across the four conditions. Mean rate of
subj ect speech was found to be 33.20 words per mnute (WPM,

with only 0.02 disfluencies WM

Jones (1981) applied regulated breathing procedure wth
conbination of relaxation and biofeedback on a severe
stutterer. The programme was for a sessions with 2 hours
duration of each. The pretherapy assessnent showed the
percentage of stuttering for free speech to be 43.8 and for
reading to be 39.4. Report indicate reduction of stuttering
to 5.25 per cent for free speech and 3.2 per cent in

r eadi ng.
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Sai nt - Laur ent and Ladouceur (1987) st udi ed t he
effectiveness of (1) nassed versus distributed practice of
regul ated breathing, and (2) the presence versus the absence
of a maintenance progranmre. The study evaluated a
mul ti di nensional behaviour treatnment for stutterers. The
study groups consisted of 27 nmen and 13 wonen of age ranged
from 18yrs to 50yrs. The results showed that stutterers
treated by regulated breathing inproved nore than the Pl acebo
group in ternms of percentage of stuttered syllables and
speech rate. Results indicated after 24 hours of therapy, a
50.3 per cent decrease in stuttering, whereas at the 10

nont hs foll owp the decrease was at 47 per cent.

Hasbrouck and Lowy (1989) evaluated an intensive
stuttering treatnent programme on 24 adult stutterers (23
male and one fenale age ranged from 19 to 38 years). The
treatment package consisted of graded airflow, t ensi on
rel axation, and E MG feedback. The discrimnative control
procedure was used to facilitate the transfer and mai nt enance
of fluency follow ng treatnent. The results of this study
denonstrated that application of conbination of treatnent
procedure could be effective in reducing stuttering and
mai nt ai ni ng fluency. All 24 subjects met the criterion of <
1 per cent stuttered words by the end of treatnment and 70 per
cent remained at or below 1 per cent stuttered words in 1 to

42 nmont hs fol |l ow up peri od.
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Ladouceur, Caron and Caron (1989) evaluated nulti-
di nensi onal treatnent package on nine stutterers (seven nale
and two femal es), of age ranged from 19 to 37 years (nean=24
years). The package programme included awareness training,
regulated breathing, <cognitive restructuring and relapse
preventi on. Resul ts i ndi cated that mld to noderate
stutterers attained clinically significant results (less than
three per cent SS) after 25, sessions and none of the severe
stutterers attained clinical criteria of less than three per

cent SS but each inproved to sone extent.

Poppen, Nunn, and Hook (1977) applied a variety of
treatnments in serial order to a 22 years old male with severe
stuttering. The treatnents included nmetrononme paci ng, reading
a play, signaled consequences for stuttering, reading scripts
of conversation, behind the ear netronone pacing, in-viva
desensitization and regulated Dbreathing. Frequency of
stuttering was nonitored in all therapy situations; breathing
and other physiological functions were also nonitored. Al
procedures while in effect, reduced stuttering rates bel ow
those in free conversation. |In-viva desensitization reduced
stuttering in subsequent free conversation in the office but
did not generalize to real life speaking situations.
Regul ated breathing produced an imediate drop in stuttering
to "normal" levels, generalized to all speaking situations,

and was maintained at an 8 nonth foll ow up.
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Andrews, How e, Doszao and Cuitar (1982) evaluated three
stutterers wunder fifteen conditions including talking and
witing, singing, choral reading, shadowi ng, arm sw nging,
syllable tined speech dialect, talking to an animal, two
conditions of talking alone, relaxation, mnasking, slowrate,
response cont i ngent stinmuli, and a conbi nati on of
prol ongati on and DAF. They reported that all the conditions
were responded to individually at tinmes, but all generally

reduced stuttering significantly.

Ladouceur, Cote, Lebland and Bouchard (1982) evaluated
the effectiveness of regulated breathing nethod and awareness
training on 12 stutterers, with age ranging from 17-74 years.
Three stutterers received regulated breathing training for
two 90 mnute sessions as described in Azrin and Nunn (1974).
It was hypothesized that increasing a subject's awareness of
his stuttering before treatnent would I|ead to Dbetter
mai nt enance of therapeutic gains, and the result of this

study partially supported this hypothesis.

STUDI ES CARRIED QUT IN I NDI A

There are few studies about the treatnent of stuttering
carried out in India. From the available literature, it has
been noticed that the research on stuttering has been started

around 1968.

Upadhyaya, Moudgil and Murthy (1968) carried out a study

on four stutterers, wth age ranging from 10 to 25 years.
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They used masking noise in which the noise was presented
contingently on repetition, addition, and om ssion of a part
of a word or words. The result indicated that the average
nunber of errors decreased in the subsequent sessions. Only
one subject was conpletely free from stuttering after 20

sessi ons.

Mahananda (1970) wused aversive noise technique on 19
years old adult stutterer. Aversive noise was presented
contingently, for 60 sessions, each lasting for 25 m nutes.
Report indicated decrease in stuttering. At the tinme of
termnation of therapy, the patient reported 70 per cent
improvenent in his speech. Follow up after seven nonths

showed that the patient had maintained the inprovenent.

Hegde (1971) investigated the short and Ilong term
effects of response contingent aversive noise on stuttering.
Eight stutterers participated in tw experinental and two
control sessions in the short term study. The experinent was
conducted in two days, wth two sessions on each day, wth
each session lasting for 25 mnutes. The subject received
contingent aversive noise of about 124dB. In the second
group, five stutterer received aversive noise for three
nonths (long term). Report indicated that eight stutterers,
who received short termtherapy, stuttered significantly |ess
under aversive noise condition, whereas, the five stutterers
who received aversive noise therapy for three nonths did not

show any significant change in their stuttering behaviour.
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Hegde (1971) reported the effects of response contingent
shock on stuttering. The subjects were five nale stutterers
with a nean age of 19.6 years. Al the subjects participated
in four experinental sessions, two shock and two control
conditions. The results revealed that all the subjects
stuttered nore under the shock condition than the control

condi ti on.

Vi shwanat h (1972) evaluated the effect of punishnent on
five stutterers and found a decrease in selected responses.
repetition of sounds and syllables when punished either

decreased or were unaffected.

Manohar , Jayram Rangasayee and Narendran (1973)
reported that prolongation therapy showed greater inprovenent
conpared to shadow ng. They <carried out correspondence
t herapy programme for 406 stutterers. The cases were divided
into two groups. Goup A consisted of 119 cases, who did not
cone to the Institute but needed hel p, and group B, consisted
of 287 cases, who came to the Institute for help but could
not stay to receive therapy. Shadowi ng or prolongation
t echni que was reconmmended. In both the groups, 63.95 percent
of the cases reported inprovenent, and prolongation technique
yielded better results conpared to shadow ng. They report
that the prolongation technique was nore effective wth
severe stutterers, whereas shadowi ng was nore effective with

mld and noderate stutterers.
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Vi jayal akshm  (1973) reported the response of eight
stutterers on the fluency aspect of three verbal stimnuli

"good", "no" and "Zehu" (non-sense word). Three experinental
sessions were conducted for the three verbal stimuli for
each subject, each stinmulus presented in only one session.
The results indicated that five subjects showed a decrease in
stuttering for all the three stimuli while the other three
subj ects showed an increase in stuttering for one or nore of
the stinmuli. It indicates that the stutterer responded

differently to the sane treatnent, hence there is a need to

classify the stutterers into different groups.

Raj (1974) reported the results of response contingent
shock on five adult nale stutterers of age ranging from 20-25
years. Three base rates were taken for each subject. The
three base rates were: (1) the frequency of stuttered
responses whil e readi ng/ spont aneous speech, (2) the frequency
of stuttered response while reading/spontaneous speech wth
el ectrodes attached but no shock, and (3) the frequency of
stuttered responses while reading, after therapy. The results
indicated that three subjects showed clear inprovenent, one
case showed decrease in stuttering in the 5th session, and

one case dropped out in the mddle w thout giving any reason.

Lal, Latte and Raj (1976) reported a single case study.
A 23 years old male stutterer was treated wth systematic
desensitization. Ten sessions of systematic desensitization

was tried, each lasting about 30 mnutes. In the beginning,
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speech fluency appeared to be restricted to therapy sessions
only, but with increasing sessions of therapy generalization
took place to outside situations. The case showed i nprovenent
after 20 sessions of therapy, and reported 75 per cent
inprovenent in his speech and interpersonal comrunication

with others out side the clinic.

Srinivas (1982) evaluated the effect of highlighting of
fluency in five adult stutterers. The results indicated
decrease in the frequency of stuttering and an increase in
the fluency and syllable output. Nandur (1982) reported the
effect of noise on rate of speech and frequency of stuttering
in four male stutterers in the age range of 17 to 23 years.
Subjects were asked to read different passages, under two
conditions: (1) in the absence of noise, and (2) in the
presence of 90dB noise. The results showed reduction of

stuttering under binaural masking conditions.

Qha and Bettagere (1982) treated six adult nmale
stutterers with group psychot herapy. The therapeutic
techniques wused were relaxation exercises conbined wth
di scussion on patients feel i ngs, and attitude towards
stuttering and related psychological problens. The therapy
program lasted one and half hours twice a week for six
months. The results indicated that two stutterers becane
fluent and three showed marked inprovenent but others did not
continue the treatnent. They reported that the group

psychot her apy hel ped in expression of I nt er per sona
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difficulties, feelings, and resolution of conflicts. Their
attitude towards stuttering and speaking situation also

changed for the better.

The preceding review has shown that personality of
stutterers has been widely studied and the studies have been
generally equivocal in relating stuttering to various traits
of personality. Stutterers seem to exhibit introverted
neurotic tendencies nore than nonstutterers. There have been
attenpts to relate personality traits wth out cone of

certain therapy nethods which have remained inconcl usive.

The therapeutic nethods generally tried are of diverse
types whose outcones are not decisive in ternms of their
application and effectiveness on stutterers. Rarely there
have been a conbination of therapy nethods tried on
stutterers. However, there have been no specific outconmes of
such studies for therapy. Further rarely researchers have
used treatnent procedures by taking into account the
personality assets and deficiencies of stutterers. There
have been few studies which have tried to correlate
personality traits and the outcone of treatnent methods. Thus
there is a need to investigate the personality assets and
deficiencies of stutterers and sort out techniques of

treatnment suitable to them
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METHODOL OGY

The present study attenpted to identify the personality
correlates of stutterers and to evolve a package progranme of
treatment for stutterers.

Scheme of the study consisted of:

1) Assessment of stuttering and personality before
t her apy.

2) Therapeutic intervention procedures.
3) Assessnment of stuttering and personality after
t her apy.

The pretherapy assessment procedures consisted of
eval uation of various aspects of personality of the subject,
anal ysis of the aggravating/antecedent stinmuli and assessnment
of dysfluent behaviour of the subject. The followng tests
and measures were used to evaluate the various aspects of
stuttering:

Personality - a) Eysenck Personality Inventory

b) Surface Trait I|nventory
Social Anxiety - Revised W IIloughby Questionnaire.

Sel f confidence - Self Confidence Inventory.

Locus of Control - Social Reaction Inventory.

Behavi oural analysis - Case History and Clinica
[ nterview

Basel i ne assessnment - Rate of Speech

Percentage of Stuttering
Therapeutic intervention procedure consisted of:
1) Rel axation

2) Rhythm c Speech Techni que
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3) Prolongation technique
4) Ar flow technique
5) Assertive Training

6) Generalization of fluency.

The post therapeutic eval uation procedure was undertaken
in order to find the <changes 1in various aspects of

personality and stuttering behaviour.

Stuttering behaviour is not conparable easily in an
obj ective way anobng stutterers. However, in this study the
subj ects chosen were of conparable age and education. As the
subjects were expected to differ in their personality traits,
it was difficult to consider then as a single group. It was
|also presunmed that stuttering subjects would respond
differently on any single therapeutic technique. For these

reasons, it was considered to evaluate subjects individually

and severally.

Single subject longitudinal studies are considered to
have their own nerits as conpared to group studies because of
their interest in behaviour of an individual. The single
subject strategy does not involve group conparisons. As it
has been aptly enphasized in Skinnerian nethodology, if the
ultinmate aim of a psychologist is to control and nodify the
behaviour of an individual (as it is the case in studies

invol ving therapeutic techniques), the data obtained froma
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longitudinal study of a single suspect alone would be
nmeani ngful and the group neans may often be m sl eading.
I nstead of conparing the nmean performance of subjects as a
group receiving treatnent, the single subject strategy
conprises the sane individual's perfornmances under treatnent
and no-treatnment conditions. Therefore, in this study though
several subjects were used, the results are not averaged
across individuals. Each subject's results are analyzed
separately. Hence this study was seen as collection of

singl e subject studies.

SUBJECTS

Eighteen stutterers constituted the study. These
stutterers had registered thenselves for therapy at Al India
institute of Speech and Hearing, Mysore. A clinical

interview was conducted in order to rule-out any apparent
organic or nental illness. The following criteria were used

inselecting the subjects for study.

1) The subjects nust be above sixteen years of age.

2) Havi ng m ni mum education of X grade.

3) Saving no apparent illness or organic involvenent.

The age range of the subjects was 16 years to 29 years
with a nean age of 22.09 years with S D of 2.89. Educational
background varied from 12th grade to post graduate |evel.
These stutterers were fromdifferent parts of the country and

bel onged to rural as well as urban areas and were conversant
inEnglish. Severity of stuttering ranged from noderate to

severestuttering.
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MATERI ALS

The materials used to evaluate personality and
stuttering behaviour are described below The behavioural
anal ysis and determ ning the baseline of stuttering behaviour

are al so descri bed.

Eysenck Personality Inventory (E. P.1.) (Eysenck and Eysenck
1964):

E.P.1, consists of 57 itens. The inventory neasures two
I mpor t ant di mensi ons  of personality, extraversion and
neuroticism The itens in the test are carefully selected, so
that they can be easily followed/ understood by all the
subjects. The lie scale has been used to elimnate subjects
showing "desirability response set". The retest reliability

of EP.1. is 0.85 which is quite high.

Raj and Rao (1970) provided Indian nornms of E P.I.

which were used in the present study (See Appendi x-B).

The instructions were printed on the inventory. The
subjects were asked to read the instructions carefully and to
answer all the questions in the inventory. The doubts, if
any, were clarified by the investigator. The subject had to

put a cross in the circle under the colum "YES' or "NO'.
care was taken to ensure that all questions were answered.
Scoring was done as per the scoring key provided for the

pur pose.
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SURFACE TRAI T I NVENTORY (S.T.1.) (Sen and Raj 1978):

This inventory has 12 scales. Each scale consists of 15
itens and the inventory has 180 itens in total. Raj, in
1982, provided the normative data for S T.1. for 348 nuales
and 194 females with a nmean age range of 31.67 + 10.46 and
24.33 + 7.27 respectively. The individual trait was
classified into 3 areas; desirable, nornmal and undesirable.
Normal zone consists of the Man + 1 S D, for particular
scal e beyond which lies desirable and undesirable zone
(See Appendi x-B). He found that only eight scales, out of 12,
have high validity. Only these eight scales were used in the
present study (Sen & Raj, and Raj, cited in Singh, 1988).
The scal es were:

1) Activity

2) Cyclothym a

3) Depressive tendency

4) Enotional instability
5) Introversion

6) Feelings of inferiority
7) Psychosonmatic di sorders

8) Inter personal comuni cation di sorders.

In the S. T.1. the "YES' answer gets the score of 2,
doubtful "?" gets 1, and "NO' answer gets 0 score. The full
scale score is obtained by adding the points on each itens,
whi ch provides a range of possible scores from O to 30, for

each individual on each scale.
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The instructions to the subjects were printed on the
first sheet of the inventory. The subjects were asked to read
the instructions carefully and were explained the nethod of
answering. Subjects were required to mark their answer in a
separate answer sheet provided to them The subject's
responses were rated on a 3 point rating scale, "YES'
(usually or generally true), "NO (not true or rarely true)
and "?" (unsure). The subject had to answer every item as

specified in the instructions.

REVI SED W LLOOGHBY QUESTI ONNAI RE (WPS-R) (Wl pe, 1982):
WPS-R consists of 25 questions that are answered on a
five point scale (0-4). About half of the questions yield
informati on about common areas of neurotic reactivity, mainly
interpersonal, and the other half indicate degree of genera
enotional sensitivity. Decrease in the scores has been found
to correlate with patients inprovenent. This questionnaire

estimated the status of social anxiety.

Instructions to the subject were provided in the
guestionnaire along with the rating scale. The subject has to

encircle one nunber from 0-4, that describes hi mbest.

The full scale score is obtained by adding one score of
each item which yields a range of possible scores fromO to

100. WI I oughby (1934) reported a nean score of 28.9 + 14.
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SELF CONFI DENCE | NVENTORY (S.C.1.) (Basavanna, 1975):

S CIl. nmeasures the Ilevel of self-confidence anong
adol escents and adults. "Self-confidence refers to an
individual's perceived ability to act effectively in a
situation to overcone obstacles and to get things go alright”
(Basavanna, 1975).

The S.C 1 consists of 100 itenms. The answers are forced
choice types, either true or false. The split half
reliability for the inventory was found to be 0.94. Basavanna
provided the norns, which had a nean of 38.85 with S D of
17.21. As per the norns, the |lower the score the individua
was rated as having higher self-confidence and higher the
score the individual was rated as having | ow sel f-confidence
(Appendi x- B) .

Instructions were printed on the inventory. The subjects
were asked to read the instructions carefully and mark their
answer on the answer sheet provided separately. The subjects
had to encircle either "true" or "false" on the answer sheet.
The answers were scored according to the key provided in the
manual .

SCC AL REACTI ON | NVENTORY (S. R 1.) (Rotters, 1966):

S RI. was used to evaluate locus of control anong
subjects. This questionnaire consists of 29 itenms of forced
choice type including five filler itenms. The subjects have to
select one of the two alternatives for each itemi.e., yes or
no. The scoring was in the direction of externality. Score 12

and above indicates external |ocus of control.



89

The instructions were printed on the inventory. The
subjects were asked to read the instructions carefully and to
mark their answer on the answer sheet provided to them The
doubts if any were clarified by the investigator. Care was
taken to ensure that all questions were answered. Scoring was

done as per the scoring key provided for the purpose

Appendi x- B) .

APPARATUS:

The apparatus wused in the present study were an
el ectronic netronone, a tape recorder, a stop-watch, a tally

counter and reading materials.

El ectronic netronone (Make, Mercury Cup Type, Ananda
Agenci es, Pune, India) provides beats at regular intervals.
The range of the speed was from 40 to 210 beats per m nute.
The speed of the rhythmc beats could be varied. There was
al so visual presentation of the rhythmin the formof a small

[ight bulb which would glow only on each beat.

A tape recorder (Mke, National Panasonic RQ 2160 Japan)
was used to record the speech sample of subjects, both in
reading and in spontaneous speech. The recorded speech was
analysed by the investigator and an observer. The ratings
were used for checking inter-observer reliability estimate in
addition to other factors. The hand tally counter was used

tocount the stuttering blocks and also to count the

syl I abl es during speech anal ysi s.
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BEHAVI QUR ANALYSI S
Behavi our analysis for each individual subject was
carried out by the investigator. The behavi oural analysis was
done on the basis of subject's clinical case history and
clinical interviews. Each subject was interviewed separately
and information was collected regarding the possible
antecedent stimuli which lead to stuttering, the factors
whichmaintain or strengthen his stuttering and the

precipitating factors.

BASELI NE ASSESSMENT
After admnistering personality tests and behavioural
anal ysi s, baseline assessnent of dysfluent behaviour of the
subj ects was taken up. Baseline assessnent was carried out in
t he presence of one observer and the investigator. The
observer was also a clinical psychologist. He was trained in

assessi ng the dysfluent behaviour and counting the syll abl es.

The assessnent of dysfluent behaviour, during baseline
sessions and inmediately after treatnent sessions, was
carried out by t he observer and the investigator

i ndependent|y.

Five baselines interns of rates of speech and stuttering
bl ocks were taken for each subject. Tape recorder, stop-watch
and hand tally counter were used during speech recording.
speech was recorded for two mnutes each during reading and
spont aneous speech sessions. Sinple reading mterial in

Engl i sh was used for reading. The spontaneous speech was
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recorded for two mnutes duration while the subject spoke
extenmpore on any topic of his choice. There was a rest period

of about two mnutes between reading and spontaneous speech.

Assessment and therapy were done in a sound treated room
which is generally used for behaviour therapy. The subject
was seated across the table of the observer. The subject's
speech was recorded on a cassette tape recorder. The
instances of stuttering were recorded ontime as the subject
read and spoke in all the three situations, i.e., pretherapy,
during therapy and posttherapy sessions. The recorded speech
was analysed separately by observers for rate of syllables
read or spoken per mnute (SPM). The analysis of recorded
reading and speech sanmples was done immediately after each
session to find out the rate of change in stuttering if any.
This was done because the design of the study was such that
the therapeutic method would have to be changed if there was
no fluency achievement of 98 per cent within eight sessions

of the use of a particular therapy technique.

THERAPEUTI C | NTERVENTI ON

After conmpleting the pre-treatment evaluation procedure
the subjects underwent a series of therapeutic procedure in
the follow ng order.
1) Relaxation (P.MR.)
2) Rhythm c Speech Technique (R S. T.)

3) Prolongation Technique (P.T.)
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4) Air-Fl ow Technique (A F.T.)
5) Assertive Training (A T.)

6) Generalization of Fluency (GF.)

The above nentioned therapy nethods are found to be
useful in the clinical experience and also as reported in

literature.

Most of the stutterers are found to have anxiety as one
of their main problens associated with stuttering. They are
also found to inprove in their fluency, once their anxiety
reduces. Rel axation therapy has been used in reducing anxiety
in stutterers and for increasing fluency (Gay and Engl and
1972, Lanyon, 1969, Weiner, 1981). Hence, relaxation therapy
Progressive Miscul ar Rel axation) was selected as one of the

therapy nethods to try with the subjects in the study.

Rhythm c speech with netrononme has been found to be a
useful nethod in reducing disfluency (Brady, 1971, Herman and
Brady, 1976; Ingham et.al., 1972; Silverman and Trotter
1973). Berman and Brady (1976) from their survey, reported
that 57 percent of the respondent clinicians considered the
nmetrononme conditioned technique as a major advance in the
treatment of stuttering. Ham (1986) wites that in conparing
rhythm technique, especially netrononme, to other fluency
i nduci ng nmethods, "it has been found that in many instances
rhythm seens to provide very high level of fluency for

stutterers”.
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Prolongation is a widely used nethod. Prolongation has
been extensively used by several clinicians in the treatnent
of stuttering (Qurlee and Perkins, 1969, 1973; Ryan and
Van Kirk 1974; Wbster and Lubker, 1968). Andrews, Cuitar,
How e, (1980) have reported that prolongation is a better

nmet hod conpared to other techniques.

Air-Flow technique is found to be wuseful wth many
severe stutterers having hard contacts and difficulties in
initiation of phonation (Andrews and Janner, 1982; Lee, 1976;

Schwartz, 1976).

Assertive, out going behaviour seens to reduce fear and
helps in increasing fluency wth stutterers. St udi es
conducted by Bal son, (1976), Burns and Brady, (1980) Dalali
and Sheehan, (1974), Schloss, et.al., (1987) and Wl pe,
(1958), suggested that assertive training is effective in
reduci ng speech related anxiety and in inproving the rate of

speech.

The therapy nmethods nentioned earlier were selected on
the basis of their effectiveness in inproving the fluency.
The techniques were used in the nentioned sequence, as there
is no claim over any particular nethod being superior in
i nproving fluency. The sequence of techniques viz.,
Progressive nuscular relaxation, Rhythmc speech technique,
Prol ongation technique, Air-flow technique, and Assertive

training was mai ntai ned throughout therapy. Wen the subject
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did not show inprovenent in fluency upto 98 per cent within
ei ght sessions under a particular technique, the therapy then
shifted to the next technique. When the subject showed
improvenent in fluency progressively, the therapy using the
particular technique was continued until the subject reached

the 98 percent fluency criteria within eight sessions.

THERAPEUTI C PROCEDURE

Progressive nuscular relaxation: The relaxation reginen
enployed <closely followed Jacobson's (1938) progressive
nmuscul ar rel axation. The procedure began with the systematic
tension and relaxation of 16 nuscle groups. Subj ect s
received a total of eight sessions of relaxation training
(Wttrock, Blanchard, and MCoy, 1988). Subjects were also
instructed to maintain differential relaxation in daily life
situations and were asked to practice the relaxation

exercises atleast tw tinmes daily.

RHYTHM C SPEECH TRAI NI NG

Rhythmc speech training started after relaxation
training for eight sessions. The procedure followed for
rhythm c speech training was the procedure suggested by Brady
(1971, 1976). The subjects were instructed and denonstrated
to read and/or speak wth netronone beats. In the beginning
the speed was kept at 40 beats per mnute (BPM and the
subject was asked to read one syllable per beat for five

mnutes and then to read one word per beat for five m nutes.
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The sane procedure was followed for speaking with beats. The
speed of the netrononme was increased in steps of 5 or 10
beats per mnute as the subject picked up the speed and
fluency in reading or speaking with nmetronone.

In the second session of using netronone, the subjects
were asked to read one syllable per beat starting with 40
beats per mnute and raising the speed in steps of 5 or 10
BPM till 200 BPM The sane procedure was followed for
speaking for 15 mnute duration.

For third and subsequent sessions the procedure was
changed from reading or speaking syllables or word per beat
to reading or speaking two or three words per beat, starting
40 BPM to 150 BPM The subject was trained to read or speak
two or three words per beat depending upon the length of the
word. Wienever the subject had difficulty in keeping pace
with the speed of the netronone then imediately the speed of
the netrononme was reduced to the previous speed at which he
was able to read or speak confortably. The rhythmc speech
training with netronone was carried out for a maxi num of
eight sessions. The subject was put to next therapeutic
technique i.e., prolongation whenever the subject had not
shown noticeable inprovement within eight sessions or not
reaching the 98 percent fluency criteria.

Each treatnment session involving the use of netronone
|asted for 45 mnutes, including 20 m nutes of reading and 20
m nutes of speaking with a rest of 5 mnutes to avoid

fatigue.
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PROLONGATI ON TECHNI QUE

Prolongation has been applied to increase the duration
of vowels (and sonme consonants) w thin word boundaries or to
function as a continuous phonation, where word boundaries are
reduced or elimnated. The technique can be limted to the
initial sounds of words or to all vowels in a word or include

consonants as wel | .

In the present study, the subject was asked to prol ong
the first syllable of the word. If a plosive was involved,
the client was asked to use a light contact on the phonene
and slide into a prolongation on the followng vowel. On
occasions where a plosive was foll owed by another consonant,
the second consonant was treated as part of the first unit,

with prolongation occuring on the follow ng vowel.

The programme initially had the subject read for 20
mnutes from a standard book, selected for the purpose,
prolonging the fist syllable of every word. In the next 20
m nutes, he was asked to speak on sone topic with prol ongi ng
the first syllable of every word. The subject was told to

practice speaking in daily life also.

Al RFLOW TECHNI QUE

In the present study, airflow therapy of Schwartz has
been used. In the airflow procedure, subject was taught to
rel ease a short duration passive flow of air like a sigh (ah)

t hrough the vocal cord prior to the onset of phonation and to
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maintain an uninterrupted flow of air throughout each
utterance. The subject was asked to read for 20 m nutes using
this airflowtechnique and next 20 mnutes were spent for
speaking with the sanme technique.

ASSERTI VE TRAINING (A T.)

Assertive training began when the subjects attained
clinical criteria of 98 percent fluency in speech behaviour
The assertive training in the clinic involved the technique
such as behaviour rehearsal and nodelling. The subjects were
denonstrated about the words subjects use, volune, firmmess,
and enotional expressiveness of voice; eye contact and the
appropri ateness of acconpanying gestures; and other bodily
novenents (Wl pe, 1982). The subject was asked to speak on
sone topic imagining an audi ence. The sequence was repeated
again and again until the investigator was satisfied that the
subj ects utterances have been suitably reshaped.

In the second session, a snall audience was introduced
where each subject was asked to address the audience on sone
topic. It was repeated until the subject reported self-
confidence in addressing audience. In the third session, a
group discussion along with sone nenbers were arranged. In
the fourth session a nodel interview was conducted. In the
interview session, the subject was taught about the way to
enter the interview hall and conduct hinself and answer the
qguestions confidently. The nodel interview was repeated unti
t he i nvesti gat or felt t hat t he subj ect r esponded

appropriately and his behaviour had been suitably reshaped.
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GENERALI ZATI ON OF FLUENCY:

The fluency generalization followed the assertive
t echni que. The procedure followed for generalization of the
achi eved fluent speech to a natural setup was simlar to the
procedure used by Perkins (1973). Perkins suggests three
strategies for generalizing fluent speech to every day life.
The first step is to train the stutterers in the use of the
acquired fluent speech that wll permt recovery of nornal
speech when it is disrupted for whatever reason. The second
step is to extend to daily life the stimulus control of
normal speech that has been shaped; this is to mnimze the
possibility of its disruption. The third is to facilitate
changes in living patterns that wll permt the stutterers to

accommodat e nornmal speech into his life permanently.

The goal was acconplished by changing conditions so
gradually that the stutterer was able to maintain the
feeling, t hat speaki ng IS easy. A nornmal fl uency
generalization record was nmaintained by the subject in order
to record the situations that he wused for generalization

(See Appendi x-C)

Step-1: The speaking situation was changed by having one or
two persons who were strangers to the subject 1in the
treatment room The subject was asked to speak to them and
was encouraged to join the group discussion. This also

hel ped the stutterers to develop self confidence.
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St ep- 2: This step involved planning a series of real
situations where the subject was required to speak. These

situations were arranged in this follow ng order.

1) Speaking with one person outside the clinical situation.
The subjects were asked to speak to one person at a time for
5 to 10 mnutes outside the clinical situation and then to

gradually increase the nunmber of such neetings and persons.

2) Speaking to nmore than one person outside the clinic.
Subj ects were asked to meet two or three persons and to speak
wth them starting with sinple questions, [|ike enquiring
about the time; time of the bus' arrival, etc. The subject
was al so asked to make telephonic conservations; first using
intercom speaking to therapists and then with others in the

clinic.

3) Speaking to fellow travellers - The subject was asked to

travel in a bus and speak to their fellow travellers.

4) Enquiring at Railway stations and bus-stand - The subject
was asked to go to city railway station and bus stand, nmake
enquiries about the train timngs, availability of seats etc.
He was asked to speak to people in the waiting roons,

platfornms etc.

5) Shopping - The subject was asked to go for shopping and

speak to shopkeeper, fruit venders and hawkers.



100

6) Meeting (with senior officials) people with authority -
The subject was asked to neet sone senior officials in banks,

college principals, police officers and speak to them

Al the subjects were asked to record their speech
behaviour in a "normal speech generalization record" and this
was used by the investigator to note the generalization of
fluency in each subject.

ASSESSMENT OF STUTTERI NG AND PERSONALITY AFTER THERAPY

Soon after the therapeutic progranme was conpleted all
the subjects were assessed for the personality changes if any
by repeating all the personality tests that were adm nistered
bef ore therapy. The speech behaviour was also recorded of
all the therapy sessions were over in the presence of an
observer. The speech was anal ysed for the nunber of syllable
and stuttering instances.

FOLLOW UP

In order to evaluate |ong-term therapeutic gains, the
subjects were followed up from one nonth to six nonths after
treatnment. The subjects were inforned that their speech wll
be assessed at the end of one nonth, three nonths, and again
at the end of six nonths after the therapy. In the follow up
session the subjects' speech was recorded in the presence of
the observer and the investigator as it was done in the
basel i ne sessions. The speech sanples were recorded during
reading and speaking for a duration of two m nutes. The
recorded speech was analysed for the nunber of syllables and

stuttering instances.
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STATI STI CAL ANALYSI S

Descriptive and analytical statistics were obtained on
the data. To determine the significance of difference
bet ween pretherapy and posttherapy scores of each subjects on

personality tests chi-square test was used.

In order to find out the significance of difference
between the pretherapy and posttherapy performance of
subjects as a group on personality tests Repeated neasures of

ANOVA was appli ed.

| NTER- OBSERVER RELI ABI LI TY

| nter-observer reliability was determned by using
per cent age of agreenent between two observers. The dysfl uent
behavi our during baseline sessions and imediately after
treatment sessions were analysed independently by the
observers. Inter-observer reliability for stuttering count
was ranging from 80-100 with a nean of 87.77 percent and for
syl lable count was ranging from 80-100 with a nean of 85.56

percent. Hence, the neasurenent was considered reliable.



CHAPTER - |V



RESULTS

This chapter presents the results of pre and post
therapy personality assessnents and also the stuttering
behaviour of eighteen cases before and after therapy
i ndi vi dual |y. Behavi our analysis of these cases has been
carried out by wusing clinical interview and case history.
The stuttering behavior is not conparable in an objective
way anmong stutterers. As the subjects differed in their
personality traits, it was difficult to consider them as a
single group. Therefore single case design has been used in
this study. The data has been statistically treated using
Chi-sqaure and Repeated Measures of Analysis of Variance

( ANOVA) .

In general all the subjects showed difference in pre and
post therapy personality assessnment. Further they al so showed
considerable inprovenent wusing the sequence of therapy
techniques as a package i.e., Relaxation, Rhythm c Speech
Techni que, Prolongation technique, Air flow technique,
Assertive Training and Generalization of fluency. Details of
results of each subject is presented. The results have been

di scussed with reference to clinical utility.
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CASE- 1

C.S., a twenty four years old male was from an urban
area with MTech degree. The case reported that the
stuttering started when he was four years of age and the
problem was mld during early years but became severe during
his college days. According to C.S. the stimuli aggravating
stuttering were: starting conversation with strangers and
speaking to a group of people. He stuttered nore when
excited, or at the tine of making enquires. He also reported
that he got tensed in such situations and tried to avoid
speaki ng. He felt sad about his problem and devel oped

inferiority feelings.

The speech of the <case consisted of repetitions,
prol ongati ons and also audible exhalations preceding
utt erances. Secondary characters |ike, pursing of the Iips,
tensing the neck nuscles and tapping of the right hand were

obser ved.

The response pattern of C.S. to treatnment is depicted in
figure.1. The figure indicates that C'S. did not show
significant inprovenent with progressive nuscular relaxation

P.MR) therapy even after eight sessions (20% SS in reading
and 14.36% SS i n spont aneous speech). However, C S. reported
sonme i nprovenent after the P.MR t echni que. As no
significant change in speech was noticed even after eight
sessions of P.MR, CS was tried on rhythmc speech

techniques (R. S.T.). The figure shows that stuttering reduced
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gradually, from third session of RS T. and at the eighth
session of RS T., his dysfluencies reduced to 1% SS in
reading and 0% SS in spontaneous speech. The rate of speech
i ncreased conpared to that of base rate.

As C S. reported lack of confidence in neeting the
strangers, the Assertive training was adm nistered. As
noticed in figure his speech fluency continued to be good
both in reading and spontaneous speech and stuttering reduced
conpletely both in reading and spontaneous speech. It can
also be seen from figure that the generalization procedure
had helped him to maintain his fluency outside the clinic
al so.

Table 1 and Figure 2 present a conparison of scores of
C.S. on psychological tests, before and after therapy. Hi s
scores on self confidence inventory (S.C.1.) reduced from 41
to 11, (X2 = 17.31, P=0.00) indicating that he had gained
nore confidence. Simlarly his scores on Revised WII oughby
Questionnaire (WPS-R) indicated reduction in social anxiety
i.e., the scores reduced from 52 to 18 (X2=16.51, P=0.00). A
significant reduction in scores on Social Reaction Inventory
(SSR1.) was also noticed (X2=7.14, P=0.00), which indicated
that he was nore internally controlled. On  Eysenck
Personality Inventory (E. P.1.) the score on extraversion
improved from 8 to 15. Though this difference was not

significant (X2=2.13, P=0.14), the changes were clinically

i nportant, as it indicated that C. S had noved from

introversion to extraversion.
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TABLE 1
Presents the scores of C.S. on Pyschol ogical tests
before and after therapy.
Test Before  After X2 P val ue
Therapy Therapy val ue
1) S.CI. 41 11 17.31 0.0000
2) WS- R 52 18 16.51 0.0000
3) SRI. 12 2 7.14 0.0075
AHE.P.I.:
a) Neuroticism 10 6 1.00 0.3173
b) Extroversion 8 15 2.13 0.1441
5 S T.1.:
a) Activity 26 30 0.29 0.5930
b) Cyclothym a 14 18 0.50 0.4795
c) Depression 18 12 1.20 0.2723
d) Enotional Instability 12 2 7.14 0.0075
e) Introversion 22 8 6.53 0.0106
f) Feelingsof inferiority 8 10 0.22 0.6374
g) Psychosomatic di sorders 0 0 - -
h) Interpersonal
Communi cati on di sorder 16 2 10.89 0.0010

* = Statistically significant
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SSmlarly no statistically significant change was seen
in the scores on cyclothyma of Surface Trait Inventory
(S.T.1.) which increased to 18 from 14 (X2=0.5, P=0.48) and
on introversion of S. T.I., the score reduced from 22 to 8.
This also suggested the inprovenent towards extraversion.
The table shows a marked inprovenent on enotional instability
and in interpersonal comunication disorders. The scores
reduced from 12 and 16 to 2 and 2 respectively (X2=7.14 and

10.89) which was statistically significant.

In general, the psychological test scores before
therapy indicated that C S was an introverted person with
high soci al anxi ety, low self confi dence and poor

i nterpersonal communication. The scores on psychol ogica
tests after therapy indicated change to extraversion
reduction in social anxiety, inproved self confidence, better
i nt ernal | ocus  of control and inproved interpersonal
conmmuni cat i on. The perusal of Figure.l shows that there was
a change in the speech of CS. wth rhythmc speech and
assertive techniques. Ceneralization of fluency procedures
also helped him to increase his self confidence, inprove
i nterpersonal comunication and maintain his fluency. The
post therapy scores of personality tests also indicated

positive changes in personality of C S.
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It was attenpted to follow up C.S. at the end of first
month, third nonth, and after six nonths. He did not turn up
for first followp, but was available for second and third
foll owups which indicated that there was no stuttering and

his fluency was maintai ned.
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CASE- 2

RV.S., a twenty years old male froman urban area with
B.E, degree. He reported that the stuttering started when
he was three years of age and the problem had increased from
last two years. According to himthe stuttering aggravating
stimuli were: starting of conversation with strangers and
speaking to elders. He stuttered nore when excited or at the

time of making enquires. He felt anxious, shy and tense when

he stuttered. He tried to avoid speaking with strangers or
toa group anticipating stuttering. He felt disgusted in
life.

The speech of the case consisted of repetitions and
prol ongati ons. Stuttering was acconpani ed by hand novenent,

stanping the feet and tensing his facial nmuscl es.

Figure.3 indicates that R V.S did not show significant
improvenent with P.MR therapy after eight sessions (7.11%
SS in reading and 8.20% SS in spontaneous speech). The
figure shows that stuttering reduced gradually to 0.34% in
reading and to O in spontaneous speech by the eighth session

of using RS.T.

Since RV.S. reported lack of confidence in neeting the
stangers, he was put on Assertive training. H's speech

fluency continued to be good in both reading and spontaneous
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speech and stuttering reduced conpletely. The figure also
indicated that the generalization of fluency procedure had
hel ped him to maintain his fluency outside the clinic. Hi s
rate of speech had increased when conpared to his base rate
i.e., 138 to 203 and 123 to 208 in reading and spontaneous

speech respectively.

Table.2 and Figure.4 presents a conparison of scores of
R V.S. on psychological tests, before and after therapy. H's
scores on S.C1l. reduced from 63 to 33, and the difference
was statistically significant (X2 = 9.37, P=0.00), indicating
that he had gained nore confidence. Simlarly his score on
WPS-R indicated reduction in social anxiety i.e., the scores
reduced from 55 to 32 and the difference was statistically
significant (X2=6.08, P=0.00). No significant change on
S RI. was noticed (X2=1.80, P=0.18), however his score was
reduced from 13 to 7 which was clinically inportant as it
indicated that he was nore internally controlled. On E P.I.
the score on extraversion inproved, from 8 to 16 (X2=2.67,
P=0.10) wth reduced neuroticism scores from 19 to 7. No
statistically significant change was seen in the score on
cyclothyma of S . T.1. which increased to 24 from 14 (X2=2.63,
P=0.10), but significant change was noticed on introversion
scal e. Fi gure. 4 shows considerabl e inprovenent on enotional
instability and feeling of inferiority 1i.e., the scores
changed from 20 and 26 to 6 and 8 respectively (X2=7.57,
P = 0.00 and 9.53; P = 0.00). Hs score on interpersona
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TABLE 2
Presents the scores of R V.S. on Pyschol ogical tests
before and after therapy.
Test Before After X2 P val ue
Therapy Therapy val ue
1) S.C.I. 63 33 9.37 0.0022 *
2) WPS-R 55 32 6.08 0.0137 *
3) S.R.I. 13 7 1.80 0.1797
A4)YE.P.1.:
a) Neuroticisro 19 7 5.54 0.0186 *
b) Extroversion 8 16 2.67 0.1025 *
5) SST.1.:
a) Activity 24 28 0.31 0.5791
b) Cyclothym a 14 24 2.63 0.1048
c) Depression 26 12 5.16 0.0231 *
d) Enotional Instability 20 6 7.54 0.0060 *
e) Introversion 24 4 14.28 0.0002 *
f) Feelingsof inferiority 26 8 9.53 0.0020 *
g) Psychosomatic disorders 6 6 1.00 0.1000 *
h) I nterpersonal
Comuni cati on di sorder 28 6 14.23 0.0002 *

* = Statistically significant
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comuni cation disorders reduced to 6 from 28 (X2=14.23,

p=0.00) the difference being statistically significant.

In general, the psychological test scores before
therapy indicated that RV.S. was an introverted person with
hi gh soci al anxi ety, low self confidence, depr essi ve
t endency, enotional instability, external |ocus of control
and poor I nt er per sonal conmuni cat i on. The scores on

psychol ogi cal tests after therapy indicated change to

extraversion, reduction in social anxiety, inproved self
confidence, better internal locus of control and inproved
i nt er personal conmuni cati on. A change in the speech of

P.V.S. with RS. T., Assertive training, and Generalization of
fluency procedure helped himto increase his self confidence,
inprove interpersonal comunication and to maintain his
fluency. The post therapy scores of personality tests also

i ndi cated positive changes in personality of R V.S

It was attenpted to followp R V.S, at the end of first
nmonth, third nmonth, and after six nonth. He was avail abl e
for second followp only which also indicated that there was

no stuttering and his fluency was nmaintained.
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CASE- 3

A twenty years old male, D P. was from an urban area
with D ploma in Engineering. The case reported that the
stuttering started, when he was five years of age and the
probl em increased from |last five years. According to D P.
t he stuttering aggravati ng stimuli wer e: starting
conversation wth strangers, buying tickets in the bus and
speaking to teachers in the class room The stuttering

severity varied from person to person. He avoided speaking to

others, anticipating stuttering. The speech of the case

consisted of repetitions and prol ongati ons.

The response pattern of D.P. to treatnment is depicted in
figure.5. The figure indicates that he had shown sone
i mprovenent with P.MR therapy after eight sessions. Hi s
stuttering reduced gradually in reading and also in
Spont aneous speech (0.27% SS in reading and 11.02% SS in
spont aneous speech). The figure shows reduction in his
stuttering with R S. T. and at the eighth session of RS T.,

he had no dysfluencies either in reading or in spontaneous

speech.

D. P. reported Jlack of confidence in neeting the
strangers and teachers in the class room hence Assertive
training was adm nistered. His stuttering reduced to 0O SS
both in reading and spontaneous speech. Figure.5 al so shows

that the generalization procedure had helped himto maintain
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his fluency outside the clinic. Hs rate of speech after

t herapy had increased when conpared to that of base rate.

Table.3 and Figure.6 present a conparison of scores of
D. P. on psychol ogical tests, before and after therapy. Hi's
score on WS-R indicated reduction in social anxiety No
significant inprovenent on S RI. was noticed (X2=0.03,

P=0.86), his score renmained alnost the same i.e., 17 to 18

which indicated that he continued to be externally
control | ed. No change was noticed on E.P.I., the score on
extraversion renmained alnost sanme i.e., 7 to 5, (X2=0.33,

P=0.56). The score on neuroticismreduced. Though there was
no significant change seen in the scores the reduction of
score indicated that neuroticism was reduced which helped to
mai ntain fluency. A statistically significant inprovenent
was noticed on traits |like depression (score changed from 24
to 10, X2=0.56, P=0.01), enotional instability (scores
changed from 22 to 8, X2=6.53, P=0.01), feelings of
inferiority (scores changed from 30 to 14, X2=5.82 P=0.01)
and interpersonal conmunication disorders (score changed from

20to0 8, X2=5.14, P=0.02).

In general, the psychological test scores before
t her apy indicated that D.P. was an introverted person wth
hi gh social anxiety, feeling of inferiority, depression,

enot i onal instability and poor interpersonal communication.
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TABLE 3
Presents the scores of D.P. on Pyschol ogical tests
before and after therapy.
Test Before After X2 P val ue
Therapy Therapy val ue
1) S.C 1. 25 16 1.97 0.1599
2) WS-R 72 8 51.20 0.0000
3) SRI. 17 18 0.03 0.8658
4) E.P.I.:
a) Neuroticism 15 12 0.33 0.5637
b) Extroversion 7 5 0.33 0.5637
5 S.T.1.:
a) Activity 14 26 3.60 0.0578
b) Cyclothym a 16 20 0.44 0.5050
c) Depression 24 10 5.76 0.0164
d) Enotional Instability 22 8 6.53 0.0106
e) Introversion 22 8 6.53 0.0106
f) Feelingsof inferiority 30 14 5.82 0.0159
g) Psychosomatic disorders 4 0 4.00 0.0454
h) I nterpersonal
Communi cati on di sorder 20 6 514 0.0233

*

Statistically significant
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The scores on psychological tests after therapy indicated
reduction in social anxiety, inproved self confidence and
i nproved interpersonal comunication. Figure.5 showed that
P.MR brought sonme changes in the speech of D P. and also
reduced his social anxiety. Further, there was a change in
the speech of DP. wth RS T. and assertion training.
Ceneralization of fluency procedures also helped him to
increase his self confidence, and inprove interpersonal
communi cation. The post therapy scores of personality tests

al so indicated positive changes in the personality of D P.

It was attenpted to followp D P. at the end of first
mont h, third nonth, and after six nonth. He was not avail abl e

for fol | owupsessi ons.
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CASE- 4
UST., atwenty three years old nmale was from an urban
area with Diploma in Engineering qualification. The case

reported that the stuttering started, when he was eleven

years of age. According to him the stuttering aggravating
stimuli  were: starting conversation wth strangers and
gr oups. He avoids speaking to others, anticipating
stuttering. In such situation he experienced tension in the

body, increased heart rate, trenors of linbs and sweating. He
developed inferiority feelings, depression and had suicida

i deas.

The speech of the case consisted of repetitions and
pr ol ongati ons. The secondaries consisted of tension in the

body, trenors of l'i mbs and sweat i ng.

The response pattern of U S T. to treatnent is shown in
Figure.7. Figure indicates that U S T. had shown sone
i mproverent with PP.MR therapy after eight sessions. Hi s

lettering reduced gradually in reading and also in
spont aneous speech. Stuttering reduced to 8.94% SS in
reading and 9.87% SS in spontaneous speech. Figure.7
indicated a significant reduction in his stuttering wth

UST and at the eighth session he had no dysfluencies

either in reading or in spontaneous speech.



'SUOTSSss JO Jequmnu 83BOTPUT STXe-X UO SUOTITPUOD uasmiaq sjqujod oyf
“Adeasy] A99JY°Q

‘ONnbTuUYyOs ] S9ATFIASSSY ' ‘Yoesdg OTWYIAYY' g ‘UOTIEXET9Y JeTnosny PATSEaIF0ag 2
‘SUTT Sseg 1 :SUOTRTPUO) LSl JO Suliaqqnyg Jo oBejuedasg :) HANOHIA

SNOILIONOD

- <
«

]
-

=
8-
——

1

i

v
LUWEOWZH-<Ow

HO33dS SNOINVINOGS ——  ONIAVIH —e-



124

However, as U S T. reported lack of confidence 1in
neeting the strangers and to the group, Assertive Training
was admnistered. As noticed in Figure his speech fluency
continued to be good in both reading and spontaneous speech.
It can also be seen that the generalization of fluency
procedure had helped him to maintain his fluency outside the
clinic. Hs rate of speech had increased when conpared to his
base rate. After-therapy assessment of speech indicated that
he was free from stuttering both in reading and spontaneous

speech.

Table.4 and Figure.8 present a conparison of scores of
UST. on psychol ogical tests, before and after therapy.
H s score on self confidence inventory reduced (X2 =22.23
P=0. 00). as well as the scores on Revised WIIoughby
X2=5.06 P=0.01), This reduced score indicated inprovenent in
his self confidence and al so reduction in social anxiety. No

significant inmprovenent on Social Reaction Inventory was

noticed indicating that he was still internally controlled.
further change was noticed on E. P.1., the score on
extraversion scale increased. Though the change was not
statistically significant, this i ncreased score on

extraversion scale was clinically inportant. Statistically
signi fi cant change was noticed on neuroticism score i.e.,
from22 to 5 (X2=9.00, P=0.00). Further the score on

cyclothyma of S T.I. indicated that US T. noved from
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TABLE 4
Presents the scores of U S. T. on Pyschol ogical tests
before and after therapy.
Test Before After P val ue
Therapy Therapy val ue
1) S.CI. 43 9 22.23 0.0000 *
2) WPS-R 43 23 6.06 0.0138 *
3) SRI. 10 11 0.05 0.8273
4) E.P.l.:
a) Neuroticism 20 5 9.00 0.0027 *
b) Extroversion 9 13 0.73 0.3938
5 S.T.1.:
a) Activity 20 22 0.09 0.7576
b) Cyclothym a 16 24 1.60 0.2059
c) Depression 20 4 10.67 0.0011 *
d) Enotional Instability 22 22 0.00 1.0000
e) Introversion 22 14 1.78 0.1824
f) Feelingsof inferiority 20 6 7.54 0.0060 *
g) Psychosonatic disorders 10 2 5.33 0.0209
h) I nterpersonal
Conmuni cati on di sorder 24 4 14.28 0.0002 *

* - Statistically significant
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introversion to extraversion, the score increased from 16 to

24 . A statistically significant inprovenent was noticed on
traits |ike depression, feelings of inferiority and
i nt er per sonal conmuni cati on di sorders. The score on

depression reduced from20 to 4 (X2=10.67, P=0.00), the score
on feelings of inferiority reduced from 20 to 6 (X2=7.54,
P=0. 00) . Also his interpersonal communication was i nproved
as indicated in Figure.7, the score reduced from 24 to 4

(X2=14. 28, P=0.00).

In general, the psychological tests score before
therapy indicated that U S. T. was an introverted person with
neuroticism and high social anxiety, low self confidence,
enotional instability and poor interpersonal conmunication.
The scores on psychological test after therapy indicated
extraversion, reduction in neuroticism reduction in social
anxiety, inproved self confidence, no depressive feature and
i mproved interpersonal conmunication. Fig-11 shows that
P.MR had brought sonme changes in the speech of U S T. and
al so reduced his social anxiety. Further, there was a change
in the speech of U S T. with rhythm c speech techni que and
assertive techniques. Ceneralization of fluency procedures
helped him to increase his self confidence, I mproved
i nterpersonal comunication and to maintain his fluency. The
post therapy scores of personality tests indicated positive

changes in personality of U S T.
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It was attenpted to followp U S. T. at the end of first
nmonth, third nonth and after six nonths. But U . S. T. was not

available for followps sessions.
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CASE- 5

RP.M, was a twenty nine years old male froman rural
area with MSc. qualification. The case reported that the
stuttering started, during his early childhood. According to
B.P.M his stuttering aggravating stimuli were: starting
conversation with strangers, elders and senior officers. H's
stuttering i ncreased significantly whenever he got
excited/tired or afraid. Due to the stuttering problem he

devel oped inferiority feelings and felt disgusted in life.

The speech of the case consisted of repetitions and
pr ol ongati on. The secondaries consisted of tension in the

neck muscles, trenors of linbs and sweating.

The response pattern of R P.M to treatnment is
illustrated in Figure.9. The figure indicated that eight
session of P.MR had brought sone inprovenent in the speech
of RP.M His stuttering reduced to 4.79% SS in readi ng and
12.63% SS in spontaneous speech. As he had not reached 98%
fluency criteria, he was tried on RS T. There was
significant reduction in his stuttering with RS T. and at
the eighth session of RS T. he had no dysfluencies both in

readi ng and in spontaneous speech.
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However, as RP.M reported lack of confidence in
neeting the strangers, Assertion Training was adm ni stered.
Hs fluency continued to be good in both reading and
spont aneous speech throughout and stuttering reduced to O
both in reading and spontaneous speech. It can al so be seen
from figure that the generalization procedure had hel ped him
to maintain his fluency outside the clinic. Hs rate of
speech had increased to 220 SPM in reading and 210 SPMin
spont aneous speech conpared to his base rate of 108 SPM in

readi ng and 64 SPM in spontaneous speech.

Table.5 and Figure.10 present a conparison of scores of
R P.M on psychol ogical tests, before and after therapy. H's
score on self confidence inventory reduced from71 to 16, (X2
=34.77, P=0.00), further the score on Revised WII| oughby
reduced from 75 to 15 (X2=40.00, P=0.00). This reduced
scores on self confidence inventory and revised WI I oughby
indicated that his social anxiety reduced and his self
confi dence i nproved. No significant inprovenent on Social
Reaction Inventory was noticed (X2=1.31, P=0.25), but his
score reduced from 12 to 7 which indicated internal |ocus of
control . Further change was noticed on E.P.I., the score on
extraversion scale increased from8 to 19, (X2=4.48, P=0.03).
No statistically significant change was noti ced on
neuroticism the score reduced from 17 to 12 (X2=0. 86,
P=0. 35) . But clinically the reduction in this score

indicated reduced neuroticism Furt her the score on
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TABLE 5
Presents the scores of R P.M on Pyschol ogi cal tests
before and after therapy.
Test Before  After X2 P val ue.
Therapy Therapy val ue
1) S.C. 1. 71 18 34.77 0.0000 *
2) WPS-R 75 15 40. 00 0.0000 *
3) SSRI. 12 7 1.31 0.2513
4) E.P.1.:
a) Neuroticism 17 12 0.86 0.3532
b) Extroversion 8 19 4.48 0.0343 *
5 S.T.Il.:
a) Activity 10 13 10.00 0.0016 *
b) Cyclothym a 16 24 1.60 0.2059
c) Depression 22 6 9.14 0.0025 *
d) Enotional Instability 20 12 2.00 0.1573
e) Introversion 18 12 1.20 0.2733
f) Feelingsof inferiority 4 4 0.00 1.0000
g) Psychosomatic disorders 4 2 0.67 0.0142
h) Interpersonal
Communi cation disorders 16 8 2.67 0.1025

* = Statistically significant
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cyclothyma of Surface Trait Inventory indicated that R P.M
moved from introversion to extraversion, the score increased
from 16 to 24 (X2=1.6, P=0.20). A statistically significant
I mprovement was noticed on traits |ike depression and
I nterpersonal communi cation disorders. The score on
depression reduced from 22 to 6 (X2=9.14, P=0.00). Also his
i nterpersonal communication was inproved i.e., his score
reduced from 16 to 8 (X2=2.67, P=0.10). Though this changes
was not statistically significant, this reduction of score
from 16 to 8 indicated the inprovement in his interpersonal

communi cation after therapy.

In general, the psychological test scores Dbefore
therapy indicated that RP.M was an introverted person with
neuroticism and high social anxiety, low self confidence,
depression, and poor interpersonal communication. The scores
on psychol ogical tests, after therapy indicated reduction in

soci al anxi ety, i nproved self confidence, no reduced

depressi ve feature and inproved interpersonal conmmunication.

On speech therapy P.MR had brought sonme changes in the
speech of R P.M and also reduced his social anxiety.
Therewas a significant change in the speech of RP.M with

rhythmc speech and assertive training. General i zation

procedures also helped him to increase his self confidence

I npr oved i nterpersonal communication and to maintain

hi s

fl uency. The post therapy scores of personality tests

i ndi cat ed positive changes in personality of RP. M
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It was attenpted to followp RP.M at the end of first
nonth, third nonth and after six nonths. But RP.M was not

avai l able for foll owp sessions.
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CASE- 6

B.H N, a sixteen years old male was from a rural area
had studied upto 12th standard. The case reported that the
stuttering started when he was five year of age. According
to B.H N his stuttering aggravating stimuli were: starting
conversation with strangers and el ders. He used to experience
increase in stuttering whenever he got excited/tired. Due to
the stuttering problem he developed inferiority feelings,

felt disgusted in Iife and worried about the problem

The speech of the case consisted of repetitions and
pr ol ongati ons. The secondaries consisted of tension in the

neck muscles, chest and stomach during stuttering.

Figure.1l1 indicated that eight sessions of P.MR had
brought sonme inprovenent in the speech of B.HN Hi s
stuttering reduced in reading and al so in spontaneous speech.
Signifleant reduction in his stuttering was noticed with the

use of R S. T. and at the eighth session of R S. T. he had no

dysfl uencies both in reading and in spontaneous speech.

However, as B.H N reported lack of confidence in
neeting the strangers, Assertive Techni que was adm ni stered.
H s speech fluency continued to be good in both readi ng and
spont aneous speech and stuttering reduced to O both in
readi ng and spont aneous speech. It can also be seen from

thefigure that the generalization procedure had hel ped him
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to maintain his fluency outside the clinic. Hs rate of

speech after therapy had increased.

Table.6 and Figure.1l2 present a conparison of scores of
B.H N on psychological tests, before and after therapy. His
score on self confidence inventory reduced from73 to 55, (X2
=2.53, P=0.11). The score on revised WIIoughby reduced from
41 to 14 (X2=13.25, P=0.00). This significant reduction on
WPS-R indicated reduced social anxiety. No significant
i nprovenent on S.R 1, was noticed (X2=0.53, P=0.46), but the
reduced score from 10 to 7 indicated internal [|ocus of
control. Further change was noticed on E.P.l. The scores on
extraversion increases from 9 to 16, (X2=1.96, P=0.16) and

the score on neuroticism reduced from 15 to 10 (X2=1.00,

7=0. 31). Though not significant the change was indicated
clinical inprovenent in personality trait. Also the score on
cyclothyma of S T.1. increased from 14 to 18 (X2=0.50,
5=0. 47). The scores on feelings of inferiority and

i nterpersonal conmunication disorders were reduced to sone
extent i.e., 28 and 22 to 18 and 13 respectively.

In general, the psychological test scores before

thergoyy indicated that B.H N was an introverted person with

hi gh social anxiety, |ow self confidence, and having internal

| ocus of control, depressive features, feelings of

inferiority and poor interpersonal comrunication. The scores

on psychol ogi cal test after therapy indicated a change to
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TABLE 6

Presents the scores of B.MH on Pyschol ogical tests
before and after therapy.

Test Before After P val ue
Therapy Therapy val ue
1) S.C1I. 73 55 2.53 0.1116
2) WPS-R 41 14 13.25 0.0003 *
3) SSRI. 10 7 0.53 0. 4669
4) E.P.I.:
a) Neuroticism 15 10 1.00 0.3173
b) Extroversion 9 16 1.96 0.1615
5 SST.I.
a) Activity 10 14 0.66 0.4142
b) Cyclothyni a 14 18 0.50 0.4795
c) Depression 25 21 0.35 0.5553
d) Enotional Instability 21 22 0.02 0.8778
e) Introversion 24 11 4.83 0.0283 *
f) Feelingsof inferiority 28 18 2.17 0. 1404
g) Psychosonatic disorders 16 2 10.89 0.0010 *

h) | nterpersonal
Conmuni cation disorders 22 13 2.31 0.1282

* = Statistically significant



"eITeuUuoT3SeN® AQUSNOTITM POSTASM=-Y-SdM

‘ ATOQUSAUT UOTQOEDSY T[ETOOG="T')Y'C ‘4AI0QUSAUI SDUIPTIUCH JTIG="1'D 8 ‘SIBPIOSTQ
UOT3ROTUNWUWO) TRUOSISdASIUI=T] ‘SISPIAOST( OTIRWOSOYDIALSI=] ‘4£3TIOTIASIUT JO

FUTTO9 4=l ‘UOTSIBAOIYUI=H ‘AJTTTQEISUT TRUOTROWH=jg ‘uoTssaadeo@=g ‘BTWAYIOT[OAD=d
“AQTATIOY=Y ‘AToqusAul 4TFed] 90vFaIng='I'L'S ‘UOTSISARIGXF=H ‘WSTOTIOINSN=N
‘ATOQUOAUT A3 TTEUOSIS HOUSSAY="I'd'd "L d JO S2I00S AFTTRUOSIDI :¥T AUNDHIA

S183lL
H-SdM IOS 1HS TILS FILS HILS DILS F1LS FILS &11S V'ILS FId3A N°Id3

AdVHIHL HILAY 777 AdVHIAHL 3HO 470

ALY

ALY

noOoxww




141

extraversion, reduction in social anxiety, and inproved

i nterpersonal conmmuni cati on. On speech therapy P.MR had
brought some changes in the speech of B.H N after eight
sessions of therapy. A significant change in the speech of

was got with rhythmc speech technique and assertive
t echni que. Generalization procedures also helped him to
I ncrease hi s sel f confi dence, i nproved interpersona

comrmuni cation and to maintain his fluency.

It was attenpted to followp B.H N. at the end of first
nmonth, third month and after six nonths. B.H N was not

avai |l abl e forfol |l ow up sessions.
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CASE- 7

B.J., was a Twenty three years old male from an urban
area with a Comerce degree. The case reported that the
stuttering started when he was eleven years of age.
According to B.J. the stuttering aggravating stimuli were:
starting conversation wth strangers and to groups.
He was afraid of answering questions, and he was worried and
anxi ous whenever he stuttered. Many tinmes he felt being
usel ess and burden to his parents and society. He devel oped

inferiority feelings and felt disgusted in life.

The speech of the case consisted of repetitions and
pr ol ongati ons. The secondaries consisted of tension in the

body and shaki ng of hands.

The response pattern of B.J. to treatnment is shown in
Figure.13. The figure indicated that eight sessions of PPMR
had not brought mnuch inprovenent in speech of B.J. (8.65% SS
in reading and 9.72% SS in spontaneous speech). Significant
reduction in his stuttering wwth RS T. was noticed and at
the eighth session of RS T. his stuttering reduced to 1.05%
SS in reading and 1.05% SS i n spontaneous speech.

However, as B.J. reported |ack of confidence in neeting
the strangers, Assertion Training was adm nistered. Hs

speech fluency continued to be good and stuttering reduced to
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0% in reading and 0.34% in spontaneous speech. It can al so
be seen from figure that the generalization procedure had
hel ped himto maintain his fluency outside the clinic. His
rate of spontaneous speech had increased conpared to his base
rate i.e., from 102 to 175 and rate of reading has increased

from 103 to 160 SPM

The personality scores before therapy and after therapy
was illustrated in Table.7 and Figure. 14. As indicated in
the figure his score on S.C I, reduced from 65 to 8 (X2 =
44.51, P=0.00). Further the score on WPS-R reduced from 59
to 22 (X2=16.90, P=0.00) which was significant. These

reductions indicated reduction in social anxiety and gai ned

in self confidence. No significant inprovenment on S RI.
was noticed and the score on internal locus of control
remai ned sane. Change was noticed on E.P.l., scores.

Extraversion scale increased significantly from 8 to 11,
(X2=0.47, P=0.49). The score on neuroticism reduced from 21
to 10 (X2=3.90, P=0.05) which showed a reduction in
neuroticism Further the score on cyclothyma of S T.I.
indicated change from introversion to extraversion, the
scores increased from 14 to 22 (X2=1.78, P=0.0.18). The
increase in score indicates clinical I mpor t ance. A
statistically significant inprovenent was noticed on S. T.I.
The scores on depression, enotional instability, feelings of

inferiority, psychosomati c di sorders and i nterpersonal
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TABLE 7
Presents the scores of B.J. on Pyschological tests
before and after therapy.
Test Before After X2 P val ue
t her apy Therapy val ue
1) S CI. 65 8 44.51 0.0000 *
2) WS- R 22 16.90 0. 0000 *
?) SRI. 10 10 0.00 1.0000
4) EP.I.
a) Neuroticisra 21 10 3.90 0.0482 *
b) Extroversion 8 11 0.47 0.4913
5) S.T.I.:
a) Activity 24 30 0.67 0.4142
b) Cyclothynia 14 22 1.78 0.1824
c) Depression 20 0 24.00 0.0000 *
d) Enotional Instability 20 0 20.00 0.0000 *
e) Introversion 26 6 12.53 0.0004 *
f) Feelingsof inferiority 28 6 14.23 0.0002 *
g) Psychosomatic disorders 18 0 18. 00 0. 0000 *
h) | nterpersona
Communi cation disorders 24 2 18.61 0.0000 *

* = Statistically significant
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conmuni cation  disorders reduced significantly. Thi s
indicated that the case did not have any depressive feelings

or enotional instability which was the result of therapy.

In general, the psychological "test scores before

therapy indicated that B.J. was an introverted neurotic with

high social anxiety, low self confidence, having internal
locus of control, inferiority feelings, depression and poor
i nt er personal conmuni cati on. The scores on psychol ogical

zests after therapy indicated change to extraversion,
reduction in soci al anxi ety, i mpr oved i nt er per sonal
communi cation, no depressive features and enotionally stable.
Figure indicated that P.MR had not brought significant

changes in the speech of B.J. even after eight sessions of

t her apy. There was a significant change in the speech of
B _J. with RS T. and assertive training. Generali zation
procedur es also helped himto increase his self confidence,
i nproved i nt er per sonal communication and maintain his
fl uency. The post therapy scores of personality tests

i ndi cated positive changes in personality of B.J.

It was attenpted to follow up B.J.at the end of first
third nonth and after six nmonth. He was available for
second f ol | owup sessi on whi ch i ndi cat ed t hat he mai nt ai ned

hi s fl uency after t hree nont hs of f ol | owup.
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CASE- 6

NR G, a Twenty three years old nmale was from an urban
area with an Engi neering degree. The case reported that the
stuttering started when he was fifteen year of age. According
toNRG the stuttering aggravating stimuli were: starting
conversation with strangers and to groups. |In such situations
he used to avoid talking, fearing that he mght get
stuttering and others may laugh at him He was worried and
anxi ous whenever he got stuttering. He developed inferiority

feelings and felt disgusted in life.

The speech of the case consisted of repetitions and
prol ongations. The secondaries consisted of tension in the

body and shanki ng of hands.

The response pattern of NR G to treatnent is shown in
Figure.15. Perusal of figure indicated that eight sessions of
P.MR had brought inprovenent in the speech of NRG Hs
stuttering gradually reduced to 5.96% SS in reading and 7.00%
SSin spontaneous speech. However as it did not net 98%
fluency criteria he was put on R S. T. which brought about
reduction in his stuttering. H's stuttering reduced 0% SS in

reading and 0.89% SS i n spont aneous speech by ei ghth session.
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Since, NR G reported |lack of confidence in neeting the
strangers, Assertive Training was adm nistered. H s speech
fluency continued to be good in both reading and spontaneous
speech. The generalization procedure helped himto maintain
his fluency outside the clinic. Hs rate of speech had
increased to 226 SPM in reading and 204 SPM in spontaneous

speech.

Table.8 and Figure.16 present a conparison of scores of
N.R G on psychological tests, before and after therapy. H's
score on S.C.1, was significantly reduced from66 to 23, (X2
=20.77, P=0.00). Further the score on WPS-R from 74 to 40
X2=10. 14, P=0.18). This reduced scores indicated reduction
insocial anxiety and the case gained nore self confidence.
No significant inprovenent on S.R1l, was noticed (X2=0.18,
P=0.67), the scores remained the sanme which indicated
internal locus of control. Further no change was noticed on
E.P.I. The score on extraversion scale increased from 6 to
10. (X2=1.0, P=0.31) but the score on neuroticism reduced
froml8 to 12 (X2=1.20, P=0.27) which shows reduction in
neurotici sm No statistically significant inprovenent was
noticed on S T.I. The scores on depression, enotional
instability, feelings of inferiority, psychosomatic disorders

and i nter personal conmuni cati on di sorders were reduced, which
were not significant. However the reduction on these traits

showed sone clinical inprovenent in his behaviour.
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TABLE 8

Presents the scores of N R G on Pyschologlcal tests
before and after therapy.

Test Before After X2 P val ue
Therapy Therapy val ue
1) S.C1I. 66 23 20.77 0.0000 *
2) WPS-R 74 40 10.14 0. 0015 *
3) SRI. 12 10 0.18 0.6698
AYE.P.I.:
a) Neuroticism 18 12 1.20 0.2733 *
b) Extroversion 6 10 1.00 0.3173 *
5 S.T.I.:
a) Activity 20 14 1.06 0.3035 *
b) Cyclothym a 16 0.13 0.7150
c) Depression 24 14 2.63 0.1048 *
d) Enotional Instability 22 14 1.78 0.1824 *
e) Introversion 26 14 3.60 0.0578 *
f) Feelingsof inferiority 18 14 0.50 0.4795
g) Psychosomatic disorders 12 6 2.00 0.1573

h) | nterpersonal
Communi cation disorders 24 12 4,00 0.0455 *

' = Statistically significant
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In general, the psychological test scores before
therapy indicated that NNR G was an introverted person with
neuroticism external locus of control, high social anxiety,
low self confi dence, depressi ve features enot i onal
instability, and poor interpersonal comunication. The
scores on psychol ogical test after therapy indicated internal
| ocus of control, reduction in social anxiety, and inproved
i nt er personal comuni cati on. Figure indicated that P.MR
had brought significant change in the speech of NRG
after eight sessions of therapy. Further, there was a
significant change in the speech of NRG with rhythmc
speech technique and assertion training. Generalization of
fluency procedures also helped him to increase his self
confidence, inproved interpersonal conmmunication and nmaintain
his fluency. The post therapy scores of personality tests

al so indicated positive changes in personality of NR G

It was attenpted to followp N R G at the end of first
nonth, third nonth, and after six nonth. He was avail abl e
for second followp session which indicated that he was
maintained his fluency after three nonth of foll owp,

stuttering score on spontaneous speech was 0.28% at the tine

of foll owp.
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CASE- 9

B.V.B. a Twenty three years old nmale was from a rural
area with a Dploma in comercial practice. The case
reported that the stuttering started when he was five year of
age. But the severity was increased since 2-3 years.
According to B.V.B. his stuttering aggravating stimuli were
starting conversation with strangers and in the presence of
t eachers. He was worried and anxi ous whenever he stuttered.

He devel oped inferiority feelings and avoi ded neeting people.

The speech of the case consisted of repetitions and
pr ol ongati ons. The secondaries consisted of tension in the

body and sweating of hands.

The response pattern of B.V.B. to treatnent is shown in
Figure.17. The figure shows considerable inprovement wth
P.MR therapy. Hs stuttering reduced to 4.02% SS in
reading and 6.69% SS in spontaneous speech. Wth RS T. at
the eighth session, his stuttering reduced to 0.36% SS in
reading and 0% SS i n spont aneous speech.

B.V.B. was tried on assertion Training as he reported
lack of confidence in neeting the strangers. H s speech
fluency continued to be good in both reading and spontaneous
speech and stuttering reduced conpletely. It can also be

seenfrom figure that the generalization procedure had hel ped
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himto maintain his fluency outside the clinic. Hs rate of
speech had increased to 196 SPM in reading and 180 SPM in

spont aneous speech.

Table.9 and Figure.18 present a conparison of scores of
B. V. B. on psychological tests, before and after therapy.

Hs score on S Cl. reduced from 70 to 23, (X2 =23.75,

P=0. 00) . Further the score on WPS-R reduced from 14 to 9
(X2=1.09, P=0.29). This reduced scores indicated that the
case had gain nore confidence. Oh S RI. the score reduced

from7 to 4 which indicated the case maintain internal |ocus
of control. Further significant change was noticed on E.P.I

The score on extraversion scale increased from 8 to 14,
(X2=1.64, P=0.20) and the score on neuroticism reduced from
15 to 7 (X2=2.91, P=0.08) which showed a reduction in
neuroticism The score on «cyclothymia of S T.I. was
increased from 14 to 22 (X2=1.78, P=0.18) which also
suggested a change from introversion to extraversion. A
statistically significant inprovenent was noticed on the
enot i onal instability and i nt er per sonal conmuni cati on
di sorders of S.T.l. The scores reduced from 16 to 4 and 26 6
respectively. This indicated that the case gained nore
confi dence and he was enotionally stable and his

i nt erpersonal conmuni cation was i nproved.
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TABLE 9
Presents the scores of B.V.B. on Pyschological tests
before and after therapy.
CTest Before After X P value
Therapy Therapy value
5y BB Ere) e 70 23 23.75 0.0000 x
2) WPS-R 14 9 1.08 10,2971
33 B.8. Ls 7 4 0.82 ©0.3857 %
4) E.P.I.:
a) Neuroticism 15 7 2.81 0.0881 %
b) Extroversion 8 14 1.64 0.2008 x
5y 8.T:1::
a) Activity 24 20 0.36 0.54865
b) Cyclothymia 14 22 1.78 0.1824
c) Depression 18 16 0.12 0.7316
d) Emotional Instability 16 4 7.20 0.0075 %
e) Introversion 22 6 9.14 0.0025 *
f) Feelingsof inferiority 26 20 0.78 0.3763
g) Psychosomatic disorders 24 ] 8.00 0.0047 %
h) Interpersonal
Communication disorders 26 6 12.50 0.0004 *

* = Statistically significant
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In general, the psychological test scores before

therapy indicated that B.V.B. was an introverted person with

internal locus of control, inferiority feelings, low self
confidence, depressive features and poor interpersonal
conmmuni cati on. The scores on psychological test after

therapy indicated that the case noved towards extraversion,
gained self confidence, had internal |ocus of control and
i nproved interpersonal comunication. Fi gure indicated that
P.MR had brought significant change in the speech of B.V.B.
after eight sessions of therapy. Further, there was a
significant change in the speech of B.V.B. with rhythmc
speech technique and assertion training. General i zation of
fluency procedures also helped him to increase his self
confi dence, i mproved i nterpersonal conmuni cation and to
mai ntain his fluency. The post therapy scores of personality

tests indicated positive changes in personality of B.V.B.

It was attenpted to followp B.V.B. at the end of first
nonth, third nonth and after six nonths. But B.V.B. was
avail able for second followp sessions and his fluency was

mai nt ai ned.
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CASE- 10

N.S., a Twenty four years old male was from an urban
area with Engineering degree. The case reported that the
stuttering started when he was six year of age. According to
N. S. his stuttering aggravating stinuli were: starting
conversation wth strangers, teachers and to a group. He

devel oped inferiority feelings and felt disgusted in life.

The speech of the case consisted of repetitions and
prol ongati ons. The secondaries consisted of tension in the

body, sweating all over the body and hand novenents.

The response pattern of N.S. to treatnent is shown in
Fi gure. 19. The figure showed that eight session of P.MR
t herapy brought inprovenent gradually in the speech of the
case NS (2.93% SS in reading and 5.96% SS in spontaneous
speech). Further significant reduction in his stuttering with
RS T. was seen at the eighth session (0.36% SS in reading
and 0.36% SS in spontaneous speech). Assertive Training was
adm ni stered as he reported lack of confidence in nmeeting the
strangers. Hs speech fluency continued to be good and
stuttering reduced conpletely both in reading and also in
spont aneous speech. The generalization procedure had hel ped

himto maintain his fluency outside the clinic.
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Tabl e. 10 and Figure.20 present a conparison of scores of
N.S. on psychological tests, before and after therapy. A
statistically significant change on S.C1l. was noticed, his
score reduced from72 to 27 (X2 =20.45, P=0.00). Further the
score on WS-R reduced from 82 to 38 (X2=16.13, P=0.00),
whi ch indicated reduced social anxiety. The score on S.RI.
reduced from 11 to 7 (X2=0.89, P=0.34), indicating that he
was internally controll ed. No significant change was noticed
on E.P.I. The score on neuroticism reduced from 18 to 11
(X2=1.69, P=0.19) and the score on extraversion increase from
6 to 11 (X2=1.47, P=0.22). The change in scores though were

not statistically significant were of clinically inportance.

A statistically significant inprovenent was noticed on
depr essi on, feelings of inferiority and interpersonal
communi cation disorders of S T.I. This indicated that the

case gained nore confidence and he was enotionally stable and
his interpersonal communi cation was inproved and his

depressive features were reduced.

In general, the psychological test scores before
therapy indicated that N.S. was an introverted person wth
neuroticism internal |ocus of control, high social anxiety,
low self confidence, features of depression, enoti ona
instability and poor interpersonal communication. The scores
on psychological test after therapy indicated presence of

introversion, reduction in social anxiety, reduction in
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TABLE 10
Presents the scores of N.S. on Pyschological tests
before and after therapy.
Test Before  After X2 P val ue
Therapy Therapy val ue
1) S.C1I. 72 27 20.45 0.0000 *
2) WPS-R 82 38 16.13 0.0001 *
3) SRI. 11 7 0.89 0.3458
4) E.P.I.:
a) Neuroticism 18 11 1.69 0.1936
b) Extroversion 6 11 1.47 0.2253
5 S.T.I.
a) Activity 14 26 3.60 0.0578
b) Cyclothym a 10 16 1.38 0.2393
c) Depression 26 10 7.11 0.0077 *
d) Enotional Instability 22 16 0.95 0.3304
e) Introversion 26 6 12.50 0.0004 *
f) Feelingsof inferiority 22 10 4.50 0.0339 *
g) Psychosomatic disorders 0 0 0 O *
h) I nterpersona
Communi cati on disorders 24 6 10. 80 0.0010 *

*

= Statistically significant
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depr essi on, enotional ly st abl e, reduced feelings of
inferiority and inproved interpersonal comunication. There
was a significant change in the speech of N S. with RS T.
and assertion training. General i zation procedures hel ped him
to increase his self confidence, i nproved i nterpersonal

comuni cation and maintain his fluency.

It was attenpted to followp N S. at the end of first
month, third nonth and after six nonths. He was avail abl e

only for second foll owp session and he naintained fluency.
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CASE 11

DAS, a Twenty four years old male was from a rural
area wth B.com degree. The case reported that the
stuttering started when he was four year of age. According
to DAS his stuttering aggravating stimuli were: starting
conversation with strangers, custoners and senior officers.

He developed inferiority feelings and felt sad and depressed.

The speech of the case consisted of repetitions and
prol ongati ons. The secondaries consisted of tension in the

body and blinking of eyes.

The response pattern of DA'S. to treatnent is shown in
Figure.21. The figure indicated that the case D. A S. had not
showed a considerable inprovenent with PPMR therapy. At the
end of eight sessions of P.MR his stuttering was 8.14% SS
in reading and 10.64% SS in spontaneous speech. But
figure shows considerable reduction in his stuttering with
RS T. and at the eighth session of RS T. his stuttering
reduced to O in reading and spontaneous speech. However, as
D.A'S. reported lack of confidence in neeting the strangers,
Assertive Training was introduced and his speech fluency
continued to be good in both reading and spontaneous speech
It was seen that the generalization procedure had hel ped him

to maintain his fluency outside the clinic. Hs rate of
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speech after therapy had increased when conpared to his base
rate i.e., 205 SPM and 195 SPM in reading and spontaneous

speech respectively.

Tabl e. 11 and Figure.22 present a conparison of scores of
D.A.S. on psychological tests, before and after therapy. No
significant reduction on score on S.Cl, was noticed, his
score reduced from56 to 49, (X2 =0.47, P=0.49). Further the
score on WP5-R reduced from 36 to 11 (X2=30.30, P=0.00),
whi ch indicated the reduced social anxiety. No statistically
significant inprovenent on S RI. was noticed (X2=0.66,

P=0.41), the scores reduced from 14 to 10 which indicated

that the case npved from external locus of <control to
internal locus of control. Further significant change was
noticed on E.P.1., the scores on neuroticismreduced from 18

to 5, (X2=7.35, P=0.00). The score on cyclothyma of S. T.I

was increased from 16 to 24 (X2=1.60, P=0.20) which suggested
that the case noved from introversion to extraversion. This
i nconsi st ent response of the case was not clinically
accountable. A statistically significant inprovenent was
noticed on depression, enotional instability, feelings of
inferiority and interpersonal conmunication disorders of
S T.I. The scores on depression reduced from 16 to 6
(X2=4.54, P=0.03) and also the score on enotional instability
reduced from 22 to 2 (X2=16.67, P=0.00). Further the scores
on feelings of inferiority and interpersonal conmunication

di sorders were reduced from18 to 6 and 18 to 4 respectively.
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TABLE 11

Presents the scores of D.AS. on Pyschological tests
before and after therapy.

Test Before  After X2 P val ue
Therapy Therapy val ue
1) S.C1. 56 49 0.47 0.4945 *
2) WS-R 36 11 13.30 0.0003 *
3) SRI. 14 10 0.66 0.4142
4) EP.I.:
a) Neuroticisrm 18 5 7.35 0.0067 *
b) Extroversion 14 10 0.66 0.4142
5) S.T.1.:
a) Activity 24 30 0.67 0.4142
b) Cyclothynia 16 24 1.60 0.2059
c) Depression 16 6 4.54 0.0330 *
d) Enotional Instability 22 2 16. 67 0.0000 *
e) Introversion 22 4 22.46 0.0004 *
f) Feelingsof inferiority 18 6 6.00 0.0143 *
g) Psychosomatic disorders 12 4 4.00 0.0455 *
h) Interpersonal
Communi cation disorders 18 4 8.91 0.0028 *

* = Statistically significant
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This indicated that the case gained nore confidence and he
was enotionally stable and his interpersonal comunication

was | nproved.

In general, the psychological test scores before
therapy indicated that D. A S had neuroticism | ow self
confi dence, enot i onal instability, poor i nt er per sonal
communi cation and had external |ocus of control. The scores
on psychol ogical tests after therapy indicated that he noved
towards introversion, reduction in social anxiety, reduction
in depression, enotional instability, reduced feelings of
inferiority and inproved interpersonal conmunication. Fi gure
indicated that P.MR had not brought significant change in
the speech of D.A S. after eight sessionsof therapy. Further,
there was a significant change in the speech of DDA S. wth
rhyt hmc speech t echni que and assertive training.
Ceneralization procedures also helped him to increase his
self confidence, inproved interpersonal conmunication and to
mai ntain his fluency. The post therapy scores of personality

tests indicated positive changes in personality of D A S

It was attenpted to followp D.AS. at the end of first
mont h, third nonth and after six nonths. But D.A.S. was not

avai lable for further followp sessions.



172

CASE 12

M N S. was a Twenty one years old male froma rural area
with engineering degree. The case reported that the
stuttering started when he was el even year of age. According
to MN S. his stuttering aggravating stimuli were: starting
conversation with st rangers, in attendi ng sem nars,
interviews and speaking to senior officers. He devel oped

inferiority feelings and felt sad and disgusted in life.

The speech of the case consisted of repetitions and
prol ongati ons. The secondaries consisted of tension in the
body pursing of the lip, blinking of eyes, sweating all over
the body and hand novenent.

The response pattern of MN. S. to treatnment is shown in
Figure.23 The figure indicated that the case MN S. had
showed considerable inprovenent after eight sessions wth
PPMR therapy (2.22% SS in reading and 5.04% SS in
spont aneous speech). However he did not reach the clinical
criteria of 98% Hence, he was put on RS T. for eight
sessions which significant reduced his stuttering conpletely
by ei ght session.

However, as MN. S. reported lack of confidence in
neeting the strangers, Assertive Training was adm ni st ered.
H s speech fluency continued to be good in both reading and
spont aneous speech and stuttering reduced to O in reading but
increased to 0.37% SS in spontaneous speech. It was al so seen

that the generalization procedure had helped himto maintain
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his fluency outside the clinic. Hs rate of speech after
therapy had increased to 215 SPM and 212 SPM in reading and
i n spontaneous speech respectively.

Tabl e. 12 and Figure.24 present a conparison of scores of
D.A'S. on psychol ogical tests, before and after therapy. No
significant reduction of score on S.C I, was noticed. WS-R

scores reduced significantly from60 to 6 (X2=44.18, P=0.00),

indicating his social anxiety was reduced. The scores on
S RI1, remained the same indicates that he was externally
controlled. A significant change was noticed on E.P.I., the

scores on neuroticismreduced from2l1 to 6, (X2=8.33, P=0.00)
which shows reduction in neuroticism The reduction of
scores on extraversion scale indicated that the case noved
towards introversion. The score on cyclothyma of S. T.I, was
also reduced from 14 to 6 (X2=3.2, P=0.07) which suggested
that the case noved towards introversion. A statistically
significant inprovenment was noticed on depression, enotional
instability, feelings of inferiority and interpersonal
communi cation disorders of Surface Trait |Inventory. The
scores on depression reduced from 20 to 10 (X2=3.33, P=0.06)
and also the score on enotional instability reduced from 24
to 6 (X2=10.8, P=0.00). Further the scores on feelings of
inferiority and interpersonal conmmunication disorders were
reduced from 22 to 4 and 24 to O respectively. Thi s
indicated that the case gained nore confidence and he was

enotionally stable and his interpersonal comrunication was
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TABLE 12

Presents the scores of MN. S. on Pyschological tests
before and after therapy.

Test Before After X2 P val ue
Therapy Therapy val ue
1) S.CI. 28 29 0.02 0.8946 *
2) WS-R 60 6 44.18 0.0000 *
3) SRI. 12 12 0.00 1.0000 *
4) E.P.I.:
a) Neuroticism 21 6 8.33 0.0039 *
b) Extroversion 14 8 1.64 0.2008 *
5) SST.I.:
a) Activity 20 22 0.09 0.7576
b) Cyclothym a 14 6 3.20 0.0736 *
c) Depression 20 10 3.33 0.0679 *
d) Enotional Instability 24 6 10.80 0.0010 *
e) Introversion 24 2 18.61 0.0000 *
f) Feelingsof inferiority 22 4 12.46 0.0004 *
g) Psychosomatic disorders 10 2 5.33 0.0209 *
h) I nterpersonal
Communi cation disorders 24 0 24.00 0.0000 *

* = Statistically significant
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In general, the psychological test scores Dbefore
therapy indicated that MN S. was an introverted person with
neuroticism external |ocus of control, high social anxiety,
low self confidence, having depressive features, enotional
instability and poor interpersonal conmunication. The scores
on psychological test after therapy indicated enotional
stability, reduction in social anxi ety, reduction in
depression, reduced feelings of inferiority and inproved
i nt erpersonal communi cati on. As noticed in the figure the
P.M B. technique had brought significant change in the speech
of MN. S after eight sessions of therapy. There was a
further considerable change in the speech of MN. S w th
R S.T. and assertive techniques. General i zation procedures
helped him to increase his self confidence, i mproved
interpersonal communication and maintain his fluency. The
post therapy scores of personality tests indicated positive

changes in personality of MN.S.

It was attenpted to followup M N. S. at the end of first
nonth, third nmonth, and after six nonth. But M N S. was
available only for second followp session and he had

mai nt ai ned fl uency.
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CASE- 13

BMH a Twenty four years old nale was from a rural
area with a degree in Commerce. The case reported that the
stuttering started when he was five year of age. According
to BBMH the stuttering aggravating stinuli were: starting
conversation with strangers, elder and to a group. He al so
had feelings of fear and shyness while speaking to others and

avoi ds speaking to others anticipating stuttering.

The speech of the case consisted of repetitions and
pr ol ongati ons. The secondaries consisted of tension in the

facial muscles and eye blinking.

The response pattern of BBMH to treatnent is shown in
Fi gure. 25. Figure indicated that B.MH had not shown
inmprovenent in his speech with eight session of P.MR
t her apy. (9.13% SS in reading and 10.64% SS in spontaneous
speech). Further his stuttering was not reduced even wth
RS T. after eight sessions (4.94% SS and 5.05% SS in reading
and spontaneous speech respectively). B.MH had shown
considerable inprovenent with prolongation therapy and his
stuttering reduced to 2.5% SS in reading and 3.28% SS in
spont aneous speech. As fluency criteria of 98% was not
reached and he had hard contact, he was tried with air flow

techni que and his stuttering was reduced significantly.
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However, as B.MH reported difficulty in meeting the
strangers, el ders and group Assertive Training was
adm ni st er ed. Stuttering reduced to 0 % both in reading and

spont aneous speech. The generalization of fluency procedure
had helped him to maintain his fluency outside the clinic
Hs rate of speech after therapy had increased when conpared

to his base rate.

Tabl e-13 and Figure.26 present a conparison of scores of
B.MH on psychol ogical tests, before and after therapy. No
significant change was noticed on S.C. 1., his score renained
al nost the same i.e., 22 to 23 (X2 =0.02, P=0.88). Further
the score on WPS-R reduced from 52 to 16 (X2=19.06, P=0.00),

This reduced score indicated the reduction in social anxiety.

The score on S.R I, increased from9 to 11 (X2=0.20, P=0.65),
which indicated that he was still internally controll ed.
A change was noticed on E. P.I, the scores on neuroticism

reduced from 18 to 10 (X2=2.28, P=0.13) and the score on
extraversion scale reduced from 16 to 13 (X2=0.31, P=0.57).
Clinically the inprovenment or reduction in scores indicated
that his neuroticism had reduced and he had noved towards
introversion. A statistically significant inprovenent was
noticed on depression and i nt er per sonal conmuni cati on
di sorders of S.T.I. The scores on depression reduced from 26
to 18 (X2=1.45, P=0.22) and an interpersonal conmrunication
di sorders reduced from 20 to 6 (X2=7.54, P=0.00). Hi s score
an enotional instability and feelings of inferiority had not

changed much conpared to before therapy.
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TABLE 13

Presents the scores of B.MH on Pyschological tests
before and after therapy.

Test Before  After X2 P val ue
Therapy Therapy val ue
1) SClI. 22 23 0.02 0.8815 *
2) WS R 52 16 19.06 0.0000 *
3) SRI. 8 11 0.20 0.6547
4) EP.I.:
a) Neuroticisrn 18 10 2.28 0.1306
b) Extroversion 16 13 0.31 0.5775
5 ST.I.:
a) Activity 22 24 0.08 0.7681
b) Cycl othym a 24 18 0.86 0.3545
c) Depression 26 18 1.45 0.2278 *
d) Enotional Instability 22 20 0.09 0.7576
- e) Introversion 16 6 4.54 0.0330
f) Feelingsof inferiority 16 18 0.12 0.7316 *
g) Psychosomatic disorders 12 10 0.18 0.6698

h) I nterpersonal
Communi cation disorders 20 6 7.54 0.0060 *

K = Statistically significant
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In general, the psychological test scores before
therapy indicated that B.MH was an extraverted person wth
neuroticism internal locus of control, high social anxiety,
low self confi dence, depressive f eat ures, enot i onal
instability and poor interpersonal communication. The scores
on psychological tests after therapy indicated introversion,
reduction in social anxiety, reduction in depression and
i nproved interpersonal comrunication. B.MH. had shown
i nprovenent wth prolongation and air flow techniques.
Assertive training and generalization of fluency procedures
helped him to increase his self confidence, i mproved
i nterpersonal communication and maintain his fluency. The
post therapy scores of personality tests indicated sone

changes in personality of B.MH.

It was attenpted to followp B.MH . at the end of first
month, third nonth and after six nonths. But B.MH was not

avai l able for foll owp sessions.
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CASE 14

A P.A, a twenty three years old nale was froma rural
area with a D ploma in Engineering. The case attributed his
problem to his neighbour who inforned that APA could not
speak well, and that he was a stutterer. Then onwards his
probl em increased. According to A P. A the stuttering
aggravating stimuli were: talking to his parents, elders,
strangers and teachers. He stuttered while speaking to
strangers and to groups. He felt tension during interviews.
The speech of t he case consi sted of repetitions,

prol ongations and hard contact.

The response pattern of A P.A to treatnent is shown in
Figure.27 Figure indicated that A P.A showed significant
i nprovenent with P.MR therapy after eight sessions. H's
stuttering reduced to 4.4 % SS in reading and 3.8 % SS in
spont aneous speech. Since, there was no further inprovenent
in his speech, AP.A was tried on RS T. but he had not
reached fluency criteria of 98% wth RS T.. Hence, he was
tried on prolongation technique and stuttering reduced
gradually by the end of the eight sessions. H's stuttering
reduced to 2.12% in reading and 2.57% in spontaneous speech.
However, as he had hard contact and had not reached fluency
criteria of 98% he was tried on airflow techni gue where his
stuttering reduced to 1.36% in reading and 1.18,% in

spont aneous speech.
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Assertive training was admnistered on A P.A as he
reported lack of confidence in neeting the strangers, and
tension during interview Hs stuttering reduced conpletely
and speech fluency continued to be good in both reading and
spont aneous  speech. It was also seen that the
generalization of fluency procedure had helped him to
maintain his fluency outside the clinic. H s rate of speech
after therapy had increased to 206 5PM in reading 204 SPM in

spont aneous speech.

Table -14 and Figure.28 present a conparison of scores
of A P. A on psychol ogical tests, before and after therapy.
H's scores on S.Cl, reduced from 76 to 38 (X2 = 12.67,
P=0.00), indicating that he had gained nore confidence.
Simlarly his score on WPS-R indicated reduction in social
anxiety i.e., the score reduced from 56 to 14 (X2=25.2,
P=0.00). There was no significant reduction in the score on
Soci al Reaction Inventory (X2=n.037, p=o0.84), which indicated
that he was still externally controlled. On E.P.1, the score
on extraversion reduced, from17 to 12, (X2=0.86, P=0.35) and
the neuroticism score remained alnost sanme which indicated
that there was no reduction in neuroticism There was sone
inmprovement in feeling of inferiority wth the scores
reducing from 28 to 18 (X2=2.17, P=0.14) and no change in

i nterpersonal comuni cation di sorders.
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TABLE 14

Presents the scores of A P.A on Pyschol ogical tests
before and after therapy.

Test Before After X2 P val ue
Therapy Therapy val ue
1) S.C1I. 76 38 12.67 0.0004 *
2) WPS-R 56 14 25.20 0.0000 *
3) SRI. 14 13 0.03 0.8474
4) E.P.I.:
a) NeuroticiSro 19 18 0. 027 0.8694
b) Extroversion 17 12 0.86 0.3532
5 S.T.1I.:
a) Activity 24 24 1.00 1.0000 *
b) Cyclothym a 24 18 0.86 0.3645
c) Depression 22 16 0.95 0.3304
d) Enotional Instability 22 20 0.78 0.3763
e) Introversion 20 5.14 0.0233 *
f) Feelingsof inferiority 28 18 2.17 0.1404 *
g) Psychosomatic disorders 8 8 1.00 1.0000 *

h) I nterpersona
Communi cation disorders 16 16 1.00 1.0000 *

* # Statistically significant
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In general, the psychological test scores before
therapy indicated that A P.A. was an extraverted neurotic
with high social anxiety, |low self confidence, external |ocus
of control, depressive tendency, inferiority feeling,
enotional instability and poor interpersonal conmunication.
After therapy the case noved towards introversion, but his
score on neuroticism had not changed. The score also
i ndicated reduction in social anxiety and inprovenment in self
confi dence. The figure shows that P.MR had brought sone
changes in the speech of A P.A  Further, there was a change
in the speech of AP A wth prolongation and A rflow
techni ques. Assertive training and Generalization of fluency
procedures also helped himto increase his self confidence,
improve interpersonal conmunication and also helped to

mai ntain his fluency.

It was attenpted to followp A P.A at the end of first
month, third nmonth and at the end of sixth nonth. He was

avai |l abl e for second foll owp.
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CASE 15

A RH, a twenty one years old nmale was from an urban
area with Commerce degree. The case reported that the
stuttering started when he was six years of age wth a
gradual onset. Stuttering was nore during his school days.
According to AR H, his stuttering aggravating stinuli were:
He

starting conversation with strangers and senior officers.

stuttered nore when excited or during the time of nmaking

enqui r es.

The speech of the <case consisted of repetitions
and prol ongati ons. Secondary characters |like tensing the
neck nuscles and blinking of eyes were noticed. Table-3

Presents the scores of the case on psychol ogical tests before

and after therapy.

Figure.29 illustrate that A R H had not showed
significant inprovenent with PPMR therapy even after eight
sessions (12.23%in reading and 12. 73 in spontaneous speech).
As no significant change in speech was noticed even after
eight sessions of PPMR, ARH was tried on RS T. for
ei ght sessions and he had not reached fluency criteria of 98%
both in reading and spontaneous speech. He was tried on
prol ongation technique and the stuttering reduced gradually
by the end of eight sessions. H's stuttering reduced to 1.11%

in reading and 0.69% in spontaneous speech. However, as he
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had hard contact and there was still sone dysfluency, he was
tried on airflow technique and his stuttering was reduced to

0.61% in reading and 0.3% i n spontaneous speech

However, as A RH reported lack of confidence in
neeting the strangers and senior officers, Assertive
training was admnistered. H's fluency continued to be good
both in reading and spontaneous speech, but it had not
reduced to O either in reading or in spontaneous speech. It
can also be seen from the figure that the generalization of
fluency procedure had helped him to maintain his fluency
outside the clinic . Hs rate of speech after therapy had
increased to 211 SPM and 218 SPM in reading and spontaneous
speech respectively conpared to base rate i.e., 175 SPM in

readi ng and spont aneous speech respectively

Tabl e-15 and Figure.30 present a conparison of scores of

A R H on psychological tests, before and after therapy.
Hs scores on S.ClI. reduced significantly (X2=11.57,
P=0.00), indicating that he had gained nore confidence.

Simlarly his scores on WPS-R indicated reduction in socia

anxiety . There was no significant reduction in the score of
S.RI. (X2=0.243, P=0.62), which indicated that he was stil
externally controll ed. On E.P.1, the scores on extraversion

scal e increased from 17 to 21, (X2=0.42, P=0.51) and al so the
neuroticism score reduced from 14 to 7 (X2=2.33, P=0.12)
which indicated reduction in neuroticism Simlarly no

statistically significant change was seen in the scores on
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TABLE 15

Presents the scores of A R H on Pyschol ogical tests
before and after therapy.

Test Before  After X2 P val ue
Therapy Therapy val ue
1) S.CI. 45 18 11.57 0.0007 *
2) WPS-R 35 20 4.07 0.0431 *
3) SSRI. 20 17 0.24 0.6219
4) E.P.1.:
a) Neuroticism 14 7 2.33 0.1266
b) Extroversion 17 21 0.42 0.5168
5 S T.1.:
a) Activity 18 28 2.17 0.1404
b) Cyclothym a 24 24 0.00 1.0000 *
c) Depression 16 10 1.38 0.2393
d) Enotional Instability 6 12 2.00 0.1573 *
e) Introversion 6 6 1.00 0.0000 *
f) Feelingsof inferiority 16 6 4.54 0.0330 *
g) Psychosomatic disorders 6 0 6.00 0.0143 *

h) Interpersonal
Communi cation disorders 14 2 9.00 0.0027 *

* = Statistically significant
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cyclothymia and introversion scale of S . T.l1.. There was a
marked inprovenent on feeling of inferiority and in
i nt er per sonal conmuni cation disorders i.e., the scores

reduced from 16 and 14 to 6 and 2 respectively (X2-4.54,
P=0.03 and 9.00; P=0.00) which was statistically significant.

In general, the psychological test scores before
therapy indicated that AR H was an extraverted person with
high social anxiety and low self confidence. The scores
after therapy indicated extraversion, reduction in social
anxi ety, i mproved sel f confi dence and i nt er personal
comuni cati on. The figure shows that there was a
consi derabl e change in the speech of AR H only with the use

of with prolongation and A rflow technique.

It was attenpted to followp A RH at the end of first
nont h, second nonth, and third nonth. He was avail able for
second followp which indicated that his fluency was

mai nt ai ned.
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CASE 16

M C R a seventeen years old male was from an urban area
and studied upto 12th Std. The case reported that the
stuttering started when he was eight year of age. According
to MC R the stuttering aggravating stinmuli were: starting

conversation with strangers and teachers in the class room

The speech of the case consisted of repetitions and
prol ongations. The secondaries consisted of eye blinking and

shaki ng of hands.

The response pattern of MCR to treatnment is shown in
Figure.31. Ei ght sessions of P.MR therapy had not brought
significant change in the speech of MCR H's stuttering
reduced to 8.63% SS in reading and 10.61% SS in spontaneous
speech. The figure also indicated that eight sessions of
R S. T. also had not brought any significant change in the
speech of MCR (11.5% SS in reading and 11.48% SS in
spont aneous speech). M C R had shown sone inprovenent with
prol ongation therapy i.e., his stuttering reduced to 5.83% SS
and 5.73% SS in reading and spontaneous speech respectively.
As he had not reached the fluency criteria of 98% SS he was
tried on airflow technique and his stuttering was reduced

significantly both in reading and in spontaneous speech.
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However, as MCR reported lack of <confidence in
neeting the strangers and teachers in the class room
Assertive Technique was admnistered. H's speech fluency
continued to be good and stuttering reduced to 0.8% SS and
0.79% SS in readi ng and spont aneous speech. The
generalisation of fluency procedure helped him to naintain
his fluency outside the clinic. However, after therapy
assessnent of speech indicated that his stuttering increased
to 0.8%SS in reading and 0.79% SS i n spontaneous speech. Hi's
rate of speech had increased conpared to his base rate i.e.
248 SPM and 252 SPM in reading and spontaneous speech

respectively.

Table -16 and Figure.32 presents a conparison of scores
of B.MH. on psychol ogical tests, before and after therapy.
A significant change was noticed on S.C. I, and on WS-R. His

core reduced from 13 to 4 (X2 =4.76, P=0.02) and 45 to 13
(X2=17. 69, P=0.00) respectively. This reduced scores
indicated that he had gained nore confidence and his social
anxi ety had reduced. The scores on S.R |, indicated that he
was still internally controlled. On E.P.I., the scores on
neuroticism reduced from 12 to 5 (X2=2.88, P=0.08) and the
score on extraversion scale reduced from 18 to 12 (X2=1. 20,
P=0. 27) . Though the scores were not statistically
significant, clinically it was noticed,that neuroticism had
reduced and he had noved towards introversion. A significant

i mpr ovenent was noticed on interpersonal comunication
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TABLE 16

Presents the scores of MC R on Pyschol ogical tests
before and after therapy.

Test Before  After X2 P val ue
Therapy Therapy val ue
1) S.C1. 13 4 4.76 0.0290 *
2) WPS-R 45 13 17.65 0. 0000 *
3) SSR.I. 6 7 0.67 0.7815
A)E.P. I .:
a) Neuroticisrn 12 5 2.88 0.0896
b) Extroversion 18 12 1.20 0.2733
5 S T.I.:
a) Activity 22 24 0.08 0.7681
b) Cyclothym a 24 20 0.36 0.5465
c) Depression 12 12 0.00 1.0000
d) Enotional Instability 16 14 0.13 0.7150
e) Introversion 14 4 5.55 0.0184
f) Feelingsof inferiority 4 4 0.00 1.0000
g) Psychosomatic disorders 8 2 3.60 0.0578

h) | nterpersonal
Conmuni cation disorders 10 4 2.57 0.1088 *

* = Statistically significant
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disorders of S T.I. (X2=2.57, P=0.11). Hs score an
enotional instability and feeling of inferiority had not

changed much conpared to before therapy.

In general, the psychological test scores before
therapy indicated that MC R was an extraverted person with
social anxiety, depressive features and internal |ocus of
control. The test after therapy indicated introversion,
reduction in social anxiety and inproved interpersonal
communi cati on. MC R had shown inprovenent wth
prol ongation and air flow techni ques. Assertive training and
generalization of fluency procedures helped him to increase
his self confidence and maintain his fluency. After therapy
assessnment indicated that his stuttering had increased (0.8%

SSand 0.79% SS in reading and spontaneous speech).

It was attenpted to followp MC R at the end of first
nmonth, third nonth, and after six nonths. MC R was
available for second and third foll owup sessions. There was
sonme change in the speech of MCR as his disfluency was
nmoved from O to 1.21 and 1.80 in reading and spontaneous

speech in foll owp sessions.
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CASE- 17

K.S. a twenty one years old nmale was froma rural area
with an Engineering degree. The case reported that the
stuttering started when he was three year of age. According
toKS. the stuttering aggravating stimuli were: starting
conversation with strangers, elders and while speaking over
phone. The speech of the case consisted of repetitions and

prol ongati ons. The secondaries consisted of eye blinking,

shaki ng of hands and tapping of | eg.

The response pattern of K. S. to treatnment is shown in
Figure.33. The figure indicated that eight sessions of PPMR
therapy had not brought significant change in the speech
H's stuttering in reading was reduced to 1.88% SS from 3. 37%
SS and in spontaneous speech 10.71% SS from 15.95% SS.
Ei ght sessions of R S T. had not brought any significant
change in the speech . H's stuttering increased in reading
but reduced in spontaneous speech. K.S. showed inprovenent

with prolongation and airfl ow therapy.

However, as K. S. reported |ack of confidence in neeting
the strangers, el ders and whil e speaking over phone
Assertive Training was adm nistered. Hi s fluency continued to
be good and stuttering reduced to 0% SS both in reading and
in spontaneous speech. The generalization of fluency

procedure had helped himto nmaintain his fluency outside the
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clinic. Hs rate of speech after therapy had increased

conpared to his base rate i.e., 256 SPM and 237 5PM in

readi ng and spont aneous speech respectively.

Table 17 and Figure. 34 present a conparison of scores of
KS on psychol ogical tests, before and after therapy. A
significant change was noticed on enotional instability, the
score reduced from 14 to 2 (X2=9.00, P=0.00). H's score on
feeling of inferiority also reduced from 14 to 6 (X2=3.20,
P=0. 07). Though this reduction was not statistically
significant it was inportant to note the clinical changes
with the case.

In general, the psychological test scores before
therapy indicated that K 'S, was an extraverted person wth
internal locus of control. The test after therapy indicated
no significant change. PMR and R S T. had not shown
significant change in the speech . After eight sessions of
therapy K. S. had shown inprovenent with prolongation and air
flow techniques. Assertive training and generalization of
fluency procedures helped him to increase his self
confidence, inproved interpersonal communication and nmaintain
his fluency. The post therapy scores of personality tests
i ndicated no change, expect on feeling of inferiority and

enotional instability which were reduced.

It was attenpted to followp K S. at the end of first

mont h, third nonth, and after six nonths. He was not

avail able for foll owp sessions.
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TABLE 17,

Presents the scores of K. S. on Pyschological tests
bef ore and after therapy.

Test Before  After X2 P val ue
Therapy Therapy val ue
1) S.C1I. 16 15 0.03 0.8575
2) WPS-R 11 8 0.47 0.4913
3) SSR.I. 9 5 1.14 0.2850
4)E.P.I.:
a) Neuroticisra 8 2 3.60 0.0578 *
b) Extroversion 16 16 0.00 1.0000 *
5 S.T.Il.:
a) Activity 12 20 2.00 0.1575
b) Cycl ot hyni a 14 20 1.06 0.3035
c) Repression 6 8 0.29 0.5930
d) Enotional Instability 14 2 9.00 0.0027 *
e) Introversion 18 8 3.85 0.0499 *
f) Feelingsof inferiority 14 3.20 0.0736
g) Psychosomatic di sorders 2 0 2.00 0.1573
h) Interpersonal
Conmuni cati on di sorders 4 6 0.40 0.5271

* = Statistically significant
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CASE 18

HCS atwnty one years old male was froma rural area
with Engineering degree. The case reported that the
stuttering started when he was five vyear of age. The
stuttering aggravating stimuli were: starting conversation
with strangers, elders and group. The speech of the case
consisted of repetitions and prolongations. The secondaries
consisted of eye blinking, noving of the hand and arm

SWi ngi ng.

The response pattern of H C'S. to treatnment is shown in
Figure.35. The perusal of Figure.35 indicated that eight
sessions of P.MR therapy had not brought any significant
change in the speech . His stuttering was 6.15% SS i n readi ng
and 6.98% SS in spontaneous speech. The figure also
indicated that R S.T. had not brought any change in the
speech (6.58% SS in reading and 7.02% SS in spontaneous
speech). Prolongation therapy had brought significant change

2.36% SS in reading and 3.49% SS in spontaneous speech).
As he did not reach the fluency criteria he was tried on Ar
Fl ow Techni que and the stuttering reduced to O in readi ng and

i n spont aneous speech.

However, as H C. S. reported lack of confidence in
neetingthe strangers, elders and to group Assertive Training

was admi ni st er ed. The fluency continued to be good in both
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reading and spontaneous speech . It can also be seen from
the figure that the generalization of fluency procedure had
helped him to maintain his fluency outside the clinic. The
syllable output after therapy had increased conpared to the
base rate i.e., 221 SPM and 219 SPM in reading and
spont aneous speech respectively. But his stuttering had
increased to 0.23% SS in reading and 0.42% SS in spontaneous

speech.

Table 18 and Figure. 36 present a conparison of scores of
H C S on psychol ogical tests, before and after therapy. A
significant change was noticed on S.C.lI, and WS-R The
scores reduced from 52 and 60 to 17 and 32 (X2=17.75, P=0.00
and X2=8.52, P=0.00) respectively. The scores on neuroticism
on E.P.l. reduced from 17 to 10 which indicated reduction in
neuroticism The scores on extraversion scale also reduced

from 17 to 14 indicating that the case had noved from

extraversion to introversion. S.R1, indicated that he had
mai ntained internal locus of control . A statistically
significant change was noticed on enotional instability,
depr essi on, feelings  of inferiority and interpersonal

conmuni cation disorders of S.T.I

In general, the psychological test scores before
therapy indicated that H C S. was an extraverted person with
internal locus of control, high social anxiety and |ow self
confidence. The test after therapy indicated extraversion,

i ncrease self confidence, reduction in social anxiety.
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TABLE 18

Presents the scores of H. C.S. on Pyschological tests
before and after therapy.

Test Before After X2 p val ue
Therapy Therapy val ue
1) SCI. 52 17 17.75 0.0000 *
2) WPS-R 60 32 8.52 0.0035 *
3) S RI. 6 9 0.60 0.4386 *
4) E P.1.:
a) Neyroticisra 17 10 . 1.81 0.1779 *
"extroversion 17 14 0.29 0.5900 *
5 S T.I.:
a) Activity 24 20 0.36 0.5465 *
b) Cyclothym a 24 28 0.31 0.5791 *
c) Depression 16 8 2.67 0.1025 *
d) Enotional Instability 16 7.20 0.0073 *
e) Introversion 18 6 6.00 0.0143 *
f) Feelingsof inferiority 18 10 2.28 0.1306 *
g) Psychosomatic disorders 4 0.67 0.4142
h) | nterpersonal
Communi cation disorders 12 4,00 0.0455 *

* = Statistically significant
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H C S. had not shown significant change in his speech with
PMR and RST . He had shown inprovenent wth
prol ongation and air flow techniques. Assertive training and
generalization of fluency procedures helped him to increase
his self confidence, inproved interpersonal conmunication and
mai ntain his fluency. The post therapy scores of personality

tests indicated positive changes in personality of H C S

It was attenpted to followp H C.S. at the end of first
nmonth, third nonth, and after six nonths. He was not

avai l abl e for followp

To sunmarize, the personality scores of the subjects
before therapy indicated that out of 18 subjects, 10 were
introverts and six were extroverts i.e., 55.55% cases were
introverts (CS, RVS, DP, UST, RPH, BJ, NRG BHN, BVB and NS)
and 33.33% of cases were extroverts (ARH, APA, BMWMH, MR, KS
and HCS). Results also suggested that 61.11 percent of cases
were neurotics, i.e., 11 out of eighteen cases had high
scores on neuroticism (RVS APA UST, RPM BJ, NRG BVB, DAS,
MNS, BWH and HCS). Eight out of 11 of these cases had shown
i ntroversion.

Majority of cases had poor self-confidence as indicated
by S.CI. Seventy seven percent of cases had |ow self
confidence (CS, ARH, RVS, APA, UST, RPM BHN, BJ, NRG BVB,
DAS, NS and HCS). N ne out of 13 cases were introverts and 3

were extraverts and one was an anbi vert.
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Results on WPS-R indicated that magjority of cases, i.e.,
77.77% percent of case had high social anxiety (CS, RVS, DP,
UST, RPM BHN, BJ, NRG NS, DAS, MS, APA, BMH, MZR and HCS) .
Qut of these fourteen cases nine were introverts and four
were extraverts. Nne out of 14 cases were also neurotic

i.e., 64.28 percent of cases had high score on neuroticism

Results on S.RIl.indicated that 50 percent of cases had
internal locus of control and 50% had external [|ocus of
control (Internal locus of control - UST, BHN, BJ, BVB, NS,
BMH, MCR, KS and HCS. External |ocus of control - CS, APA,
ARH, RVS, DP, RPM DAS and MNS). CQut of 10 introverts, five
had internal |ocus of control and five had external |ocus of
control. Anong extroverts 4 had internal |ocus of control and

two had external |ocus of control.

Results on S. T.1, indicated that majority of cases had
Depressive tendency, Enot i onal Instability, Feelings of
inferiority and Interpersonal Communication disorders.
Thirteen out of 18 cases had high score on Depression scale
i.e., 72.22 percent of cases had depression (RVS, DP, DST,
RPM BHN, BJ, NRG BVB, NS, MS, APA, BMWMH and MCR). O these

cases 9 were introverts and 3 were extraverts. Enot i onal
instability scale of S T.1. indicated that 66.66 percent of
cases had enotional instability (NS, NRG, DP, RVS,

RPM BJ, UST, BHN, DAS, MNS, BMH and APA).
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Ei ght out of 12 cases were introverts and only two extraverts
who had enmptional instability (Two cases were anbiverts).
Feelings of Inferiority was seen anong 50 percent of cases,
as indicated by feelings of inferiority scale of S.T.1. (NS,
DP, RVS, BJ, BVB, UST, BHN, MN\S, and APA). Qut of 9 cases

seven were introverts and only one was an extravert.

| nt er personal Conmuni cation Disorders scale of S T.I,
indicated that 77.77% of cases had high score on this scale
and indicated that stutterers had nore difficulty to
communi cate wth others. 14 out of eighteen cases had
difficulty in interpersonal comunication. Qut of these 14
cases 10 were introverts and only two were extraverts (NS,
NRG DP, CS, RVS, RPM BJ, BVB, UST, BHN, DAS, M\S, BHN and

APA). Only one case had psychosonatic attribute.

The results of the therapy program indicated that all
stutterers did not respond favourably to any single type of
therapy technique, but responded to different therapeutic
techniques in conbination. Progressive nmnuscular relaxation
(PMR) was effective nearly on 50% of cases i.e., on eight
cases (44.44% . GCenerally PMR did bring down social anxiety

in stutterers but alone itself could not reduce stuttering.

Rhyt hm ¢ Speech Techni que (RST) was found to be the nost
effective technique 66. 66%o0f cases(CS, RVS, DP, UST,
RPH, BHN, BJ, NRG BVB, DAS, M\S and NS) showed significant
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i nprovenent with RST and they reached 98 percent fluency
criteria at 8th session of RST. The renmining 33.33% cases
had not reached 98% fluency criteria at the 8th session of
RST, and RST was not nuch effective on these cases (ARH, APA,
BWVH, MCR, KS and HCS). The cases who responded for RST were
introverts and the cases who did not reach 98% fluency
criteria were extraverts. It was also found that these cases
responded to prolongation therapy technique. There was
significant reduction in their stuttering at the 8th session
of prolongation technique. However they did not reach 98%
fluency criteria even at the end of 8 th session of
prol ongation technique. Further these six cases had reached

98% fluency criteria when they were put on airflow technique.

Assertion Training and Ceneralization of fluency
procedure was effective on all 18 subjects. Stuttering was
reduced alnost completely in all the cases, except in two

cases, M\S and APA.

Post therapy assessnment of speech behaviour indicated
that all 18 cases had 99% fluency both in reading and
spont aneous speech and the rate of speech had increased

conpared to their base rate.

Post therapy assessment of personality of these cases

i ndi cated positive changes in their personality.
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Analysis of the results of personality tests scores
before and after therapy for subjects as a group, indicated
significant changes in the personality of the subjects. The
data was subjected to statistical analysis( repeated neasures

of ANOVA). The results are depicted in the Tabl e-19.

The table indicated significant changes on Neuroticism
Depressive tendency, Enotional instability, Feelings of
inferiority, inter-personal conmunication disorder, Self-

confidence and Soci al Anxiety.

Conprising the individual scores to test score of

extraversion - introversion scale of E.P.1., 55.55 percentage
of cases were introverts and 33.33 percentage were
extraverts. The extraversion - introversion scale of E.P.I.

did not differentiate stutterers as a group. Although 55.55
percent of cases were considered as introvert, they were
found to be within normal range, when stutterers scores were
averaged and considered as a group, (this may be due to
averagi ng of the scores. Wen the scores on introversion are
on borderline and the extraversion scores are high, the
average will bring themto normal range). Stutterers did not
obtain scores as low as those reported fromother clinica
st udi es. For exanple, the stutterers neans scores of 11.11

with a mean of 9.60 (Raj and Rao, 1970) and 9.63 for
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Tabl e 19:
Conparison of personality score of the subjects

before and after therapy

Scal e Bef ore After Df F- Val ue P
EPI N 16. 39 8. 61 1 69. 30 0. 0001
EPl E 11.11 13.11 1 3.56 0. 0757
STI A 19. 11 24. 00 1 10. 13 0. 0054
STI B 15. 06 20. 11 1 20. 97 0. 0003
STI E 20. 06 10. 72 1 36. 61 0. 0001
STI F 19. 11 9.22 1 30. 11 0. 0001
STI G 19. 17 7.61 1 85. 76 0. 0001
STR H 19. 22 10. 11 1 29. 005 0. 0001
STl | 8. 67 3.78 1 13. 55 0. 0019
STl L 19. 11 6. 06 1 54. 39 0. 0001
11. 33 9.28 1 7.15 0. 0161
SCl 49. 83 23. 06 1 35. 01 0. 0001
WPS- R 52. 67 18. 83 1 88. 22 0. 0001
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stutterers (Hedge, 1971). The results are in agreenment with
the study reported by Gudi, et.al., (1985 on 75 stutterers

and equal nunber of nornmals.

On Neuroticism scale the nean score reduced from 16. 39
to 8.61 (P=.0001). Nearly 94 percent of subjects showed
reduction in their neuroticism except one subject (APA)
who was an extraverted person. Further a great deal of
i mprovenent was seen on self-confidence and social anxiety.
As indicated in the table the nean scores on SCI was reduced
to 23.06 from49.83 (P=.0001). The reduction in Neuroticism
Social Anxiety and inproved Self-confidence indicated that
the therapy programme brought significant changes in the
personality of subjects. The table also indicated significant
change on Depressive tendency, Enot i onal Instability,
Feelings of Inferiority and Inter-Personal Comunication
di sorders scale of STI. The nmean score on Depression had
changed from 20.05 to 10.72 (P=0.0001) and on Enotional
instability from 19.11 to 9.22 (P=0.0001). This change in
the mean score indicated that the therapeutic programe
hel ped to reduce depression. Depression was reduced in al nost
all the subjects but enotional instability was reduced in

66. 66 percent of cases.

Feelings of Inferiority was reduced in alnost all the
cases. The nmean score of 19.22 before therapy was reduced to

10.11 (P=0.0001). Statistically significant change was al so
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noticed in Inter-personal communication disorder scale of
STI. The nean score of 19.11 before therapy was reduced to
6.05 (P=0.0001) after therapy. The results indicated that
the therapy programme had brought significantly positive

changes in the personality of the subjects.

The table also indicated that the therapy progranme

brought the changes in the personality dinension of the

subj ects. The scores an extraversion - introversion scale of
E.P.1., noved towards normality.
The nean score on S . RI, changed from 11.33 to 9.28

(P=0.161). The results indicated that the subjects further
noved towards the internal |ocus of control. In general, the
conparative score of personality tests before and after
therapy indicated that the intensive therapy programe could
bring positive changes not only in the speech behaviour of

subjects but also in their personality.
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CHAPTER -V

DI SCUSSI ON

MAI N FI NDI NGS
The results of the study brought out the follow ng facts
regarding the personality of stutterers:
1) Stutterers showed inclination towards introversion
2) Large nunber of them were neurotics.
3) Majority of them showed high social anxiety.
4) Stutterers showed |ack of self confidence.
5) Stutterers were found to be enotionally unstable
6) Stutterers were characterized by feelings of inferiority.

7) Interpersonal communication of stutterers was found to be

di st ur bed.

So for as the effect of various therapeutic techniques
on stuttering concerned the study revealed the follow ng
results.

1) Introverted stutterers responded better to relaxation
techni que and rhythm c speech technique.

2) Extraverted stutterers, on the other hand responded better
to relaxation technique, prolongation technique and air
flow techni que

3) Assertive training and generalization of fluency
procedures were found to be wuseful for all kinds of

stutterers.
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In addition to nodification of stuttering behaviour, the
t herapeutic procedures also influence the personality of the
stutterers in the foll ow ng way:

1) Therapeutic programe brought significant changes in

personality including nodification of extraversion
i ntroversion di nensi on t owar ds nor mal , reduci ng
neuroticism soci al anxi ety, inferiority feelings,

enhanci ng sel f-confidence, and enotional instability.

2) Therapy also produced an inclination towards internal
| ocus of control.

3) The result suggested that the therapeutic package
programme could be developed for different types of

stutterers on the basis of their personality dinension.

PERSONALI TY OF STUTTERERS

The scores obtained on extraversion scal eof E P.I.,
cyclothyma, and introversion scale of the S.T.l1, indicated
that stutterers were nore inclined towards introversion.
There were eight subjects who had the score of eight and
bel ow on extraversion scale of E.P.I, and two subjects scored
nine on this scale. The score of nine is nearer/closer to
the cut off score of introversion (8 and bel ow i ntroversion).

All the ten subjects also had high score on introversion

scale of S. T.I. (22 and above introversion). Taking this
cutoff scores, al | these cases were considered as
introverts. Two cases (DAS and MNS) fell in the normal zone.

One case (DAS) had high score on introversion score of

S T.1.. Hence DAS was also considered as introvert.
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Conparison of the individual scores on extraversion -
introversion scale of EEP.I, wth the test norns, indicated
that 61.11 percent of cases were introverts and 33.33 percent
were extroverts. However, when the nean score was obtained
for the whole group, it indicated neither extraversion nor
introversion. This may be due to averaging of the scores.
The results therefore, suggested that stutterers are not

honogeneous, and they were rather a heterogeneous group.

Van R per (1971) stated that the population of
stutterers is not honpbgeneous, and it includes subgroups that
can be differentiated. The findings of this study supported
t he above hypot hesis. Because of their heterogeneity they

also did not respond to a particular treatnment nethod.

The results also indicated that mjority of the
stutterers had personality maladjustnment. Wen conpared to
test norms, the stutterers showed high scores on neuroticism
scale of E P.1.. Nearly 61 percent of the subjects were
neurotics. It was believed that a typical stutterer was nore
neurotic than a non-stutterer. A stutterer feels that he is
| ooked down upon by others because of dysfluency of speech
He feels enbarrassed, frustrated, and/or humliated because

of his stuttering.

Results also indicated that majority of the stutterers
had depression (61%, enotionally instability (66%, and

di sturbed interpersonal communication (77% as shown by STI.
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This generally reflected the feelings of personal inadequacy,
uneasi ness, inferiority, and disconfort together wth the

di sturbed interpersonal communi cati on.

Oh SSC1l., the stutterers had higher scores indicating
low confidence. Nearly 72 percent of cases exhibited |ack of
self confidence, also majority of stutterers had high score

on WPS-R Nearly 88 percent of subjects had high social

anxi ety.

The results however, did not indicate any significant

rel ati onship between stuttering and internal-external |ocus

of control

From the findings of the study, it could be inferred
that stutterers had personality mal adjustnent. It is however,
difficult to establish whether the personality mal adjustnent
could be the causative factor for stuttering or the
stuttering could be the causative factors for devel oping
personal ity mal adj ustnent. Since the two are correlated,
they could even be reinforcing each other. As enphasized by
Bl oodstein (1969) and Goodstein (1958) in their reviews of
studi es of dysfluency and personality, severe psychopat hol ogy
and enotional mal adjustnment are not consistent in stutterers,
and no basic personality structure can be attributed to

stutterers. Thus it would be inaccurate to view personality



224

dynamcs to the etiology of stuttering. Goodstein, however,
does note that studies conparing stutterers to presumably
normal individuals show stutterers to be "nore anxious,

tense, and socially w thdrawn".

One can however be sure that the stuttering may be a
causative factor in disturbing the personality. Wien the
communication is affected due to stuttering, the person's
entire social interaction wll be disturbed. If one fails
to have a normal communication with others, he may devel op
feelings of inferiority, lack of confidence, which, in turn
would lead to anxiety and tension. Anxi ety and stuttering
becone vicious circle. As the stuttering progresses, the
i ndi vidual may devel op depression, which in turn may lead to
enotional instability. Clinical, and theoretical studies

show that anxiety and depression are closely related.

The findings of the present study are in agreenent with
findings of Bender, Brown and Hull (cited in Goodstein, 1958 ),
Hegde, (1971), Raj (1982), Raj and Rao, (1970), Sergeant
(1961) and Criag (1990).

Bender found that stutterers were nore introvert,
neurotic, less domnant in interpersonal relationships and
lacking in self confidence. Schultz reported that stutterers
were subm ssive, inhibited, hypersensitive, and asocial.

Ri chardson also found simlar results and reported that
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stutterers were nore socially introverted and serious in

their outlook on life problens (cited in Goodstein, 1958).

Raj (1982) conpar ed stutterers and normals on
Personality Trait Inventory and concluded that stuttering is
basically a deviant personality having depression tendency,
enotional instability, introversion, feelings of inferiority
and disturbed interpersonal communication. In contrast to
the above findings, Prince (1972) found no correlation
bet ween personality and stuttering. MIler and Watson (1992)
reported that people who stutter were not nore anxious,

tense, or depressed than non stutterers.

A study by Raj and Rao (1970) suggested that stutterers,
as a group, were nore inclined towards introversion and
introverted neurotics were nmany nore than the extraverted
neurotics. Hegde (1971) concluded that stutterers were nore
introverted than the average and considered introverts and

nmore neurotic than the normal popul ation.

THERAPEUTI C | NTERVENTI ON AND PERSONALI TY:

Stuttering is a w despread problem very debilitating,
and the stutterers rarely undergo spontaneous recovery. The
review of research reports indicated that behaviour therapy
of stuttering has been significantly effective (Andrews,
Howe & Quitar , 1980). Factors affecting changes m ght

i nclude the therapeutic techniques used, the personality
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characteristics or traits of the patient, and the type and

severity of stuttering.

In the present study analysis of the results on
personality tests after therapy indicated significant changes
in the personality of stutterers. A statistically significant
change was noticed in the dinension of extraversion
introversion, neuroticism depressive tendency, enotional
instability, feelings of inferiority, i nt er per sonal

communi cation di sorder, self confidence, and social anxiety.

Results on extraversion scale of E.P.I., cyclothyma and
introversion scale of S. T.I, indicated that the majority of
subjects noved towards the normal range. The scores on
introversion increased and extraversion decreased. Further,
the majority of stutterers showed significant reduction in
neuroticism A great deal of inprovenent was seen in self
confidence and in social anxiety. Social anxiety reduced in
al nost all the subjects and self-confidence increased anpng

a |large nunber of cases.

Significant change was al so seen in depressive tendency,
enot i onal instability, feelings of inferiority and
i nt erpersonal conmmuni cation di sorder. Depression and Feelings
of Inferiority reduced in alnost all the cases, and also

i nproved i nterpersonal communi cation was observed.
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Surprisingly, the enotional instability did not change as
expected, as only 66 percent of subjects inproved in
enotional instability. This <could be attributed to the fact
that the stutterers need nore tine to adjust thenselves wth

their environnent.

Change was also noticed on internal-external |ocus of
control. The results after therapy indicated that the

subj ects noved further towards the internal |ocus of control.

The post therapy results on personality tests suggest
significant positive personality changes in the subjects. As
reported wearlier stutterers were found to be neurotic,
anxi ous, and having social inhibition. This was al so noticed
during clinical interviews with the cases. The therapeutic
programes planned to neet different problens associated
wth stuttering, should be such that they are directed not
only towards changing fluency but also the personality of the
stutterer. Wien the stutterers are put on progressive
nmuscul ar relaxation, the relaxation response is expected to
reciprocally inhibit anxiety associated with speech task.
Wen the stutterer's anxiety is elimnated, stuttering
decreased. Relaxation not only helps the stutterers to reduce
anxiety and stuttering, it also helps in reducing other
associ ated problens. For exanples when the tension reduces,
stuttering reduces and fluency increases. VWhen fluency

i ncreases, stutterers nay devel op confidence and their
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feelings of inferiority and depression may reduce. Thus the
effective therapeutic progranme could effect the changes in

the personality of the stutterers.

Lanyon (1966) <correlated MWl scores of 25 severe
stutterers at the beginning of therapy wth independent
speech inprovenent ratings. The stutterers who inproved as a
result of speech therapy were reported to resenble those who
inproved as a result of psychotherapy, in ternms of ego-
strength and non-deviancy in personality and thinking
"patterns. As a result of therapy, the stutterers were found
to be nore energetic, less pessimstic and less socially

al i enat ed.

Gay and Brutten (1965), on the other hand, did not
report any relationship between a change in the frequency of

stuttering and anxiety |evel.

Criag and Andrews (1985) reported that stutterers who
noved during therapy in the direction of internality and
locus of control (at least 5% changes) nmintained their
fluency ten nonths after treatnent. However, Ladouceur, Caron
and Caron (1989) reported that perception of control did not
change from external to internal. Successfully treated
stutterers becane nore external either at post treatnment or

at follow up test.
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Greiner, Fitzgerald, Cook and Dyurdjic (1985) used WPS-R
on 41 stutterers and 41 non-stutterers to find out social
sensitivity in stutterers. The result suggested that the test
may be useful for evaluating general anxiety and for
monitoring changes in enotional reactivity as clinica
i ntervention programe. The findings by Q ha and Bettagere
(1982) indicated that the group psychotherapy helps in
expression of interpersonal difficulties, feelings and

resolution of conflicts anmong stutterers.

THERAPEUTI C | NTERVENTI ON AND STUTTERI NG

Anal ysis of the therapy programme indicated that al
stutterers did not respond favorably to any single type of
t herapy techni que. However, when different therapeutic
techni ques were conbined, the responses of the stutterers

were found to be highly favourable.

Nearly 50 percent of cases responded progressively for
rel axation therapy (PMR). These cases were neurotics and had
high social anxiety. Rel axation mght have reciprocally
inhibited anxiety. These cases had 50 percent reduction in
their stuttering. Cenerally, PMR brought down social anxiety,
but by itself could not reduce stuttering. The results of

this study support the findings of Lanyon (1969).
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Sone clinicians regard anxiety as a causative agent and
prom nent factor in the origin and maintenance of stuttering.
Therapy therefore should be directed at the anxiety first and

then to stuttering (Sheehan, 1975).

In the present study, mgjority of subjects showed
significant inprovement with R S T., and they reached 98
percent fluency criteria at the 8th session of RS T.. The
remai ning few cases did not reach 98 percent fluency criteria
at the 8th session of RS T.. Hence, RS T. was found to be
the nost effective technique. These cases were found to be
introverted on personality tests except one case (MS), who
was an anbivert. Cenerally the introverts were found to be
perfect in their work, and they followed the procedures
systenmatically. The R S.T. required systematic follow of
rhythmc beats, and the patient should also follow the
procedure while speaking outside the clinic. Probably the
introverted stutterers master this technique nore easily and

hence, show better inprovenent in their speech.

These findings are in agreement with the findings of
Berman and Brady (1976), Brady (1971), Ingham Andrews and
W nkl er (1972) and Wl pe (1969).

Brady (1971) reported that 21 out 23 stutterers showed
mar ked decrease (67 percent) in dysfluency Ilevel and

i nprovenent in general adjustnent,after RST.
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In the present study nearly 33 percent of subjects did
not respond to RST, but responded to prol ongation technique.
These cases were found to be extraverted persons, as
indicated by test scores. Prol ongati on technique brought
progressive inprovenent with extraverted stutterers. There
was significant reduction in their stuttering, but they did
not reach fluency criteria at the end of 8th session of
prol ongation technique. The failure to achieve conplete
fluency with prolongation technique may be due to hard

contact in their stuttering behaviour.

Anong these six extraverted stutterers, 3 subjects
were neurotic, who had high social anxiety and |ow self-
confidence. Except one subject, others did not show any ot her
personality mal adj ustnent. They did not show enotiona
instability, feelings of inferiority and even inter-personal
communi cation difficulty.

The findings of the present study support the findings
of other investigators (Curlee & Perkins, 1969; How e, Tanner
& Andrews, 1981; Watts, 1977; Webster, 1970, 1971). Webster
(1970) treated subjects in the l|aboratory with prol ongation
technique and all showed a |ow nunber of words stuttered
conpared with pre-treatnent frequency.

The six cases who did not reach fluency criteria at the
end of 8th sessions of prolongation therapy responded
favorably to the Air-flow technique. Al these cases gained

99 percent fluency with Air-flow technique.
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The findings are in agreement wth the findings of
Schwartz (1976) who reported that 84 percent of 185
stutterers, who received Air-flow therapy were conpletely
synptomfree in all situations within a week and 85 percent
were synptomfree even after a year. Andrews and Tanner
(1982) also reported simlar results. Falkowski, Guilford and
Sandi er (1982) suggested that application of airflow
technique can reduce stuttering in short term This may
however, be nore useful and effective, if conbined with other

t her apeuti c procedures.

Assertive training was effective on all 18 subjects. Al
the subjects maintained their fluency, and the rate of speech
increased in sone cases (66.66% and was naintained in the
remaining cases (33.33%. Generally, assertive out going
behavi our seens to reduce speech related anxiety and helps to
increase fluency. |If they could becone nore assertive and at
ease in social situation, stuttering would decrease.
Assertive training procedure hel ped the subjects to over
come their feelings of inferiority, and to develop nore self
confidence. Self confidence, in turn helped in socia

interactions and inproved interpersonal conmmunication.

The results of this study support the findings of other
studies (Burns & Brady, 1980). Balson (1976) reported a case
of an adult stutterer treated wth relaxation training,

assertive training wth behavioural rehearsal and role play.
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He noted conplete elimnation of synptonms. Burns and Brady
(1980) reported using assertive training in a 28 years old
stutterer. The subject showed inprovenent and was able to

handl e various situations effectively after treatnent.

CGeneralization of fluency procedures helped all the
stutterers to mamintain their obtained fluency out side the
clinic and the rate of speech was also observed to be

i ncreased.

Perkins (1973) recommended a package of procedures in
order to aid generalization and nmaintenance of fluency.
Procedure included self-assessment on dinensions such as
fluency, rate, breath flow, prosody, and self confidence to
determne a subject's speech performance in various non-
clinic situations. Ingham (1982) denonstrated that self-
managed procedur es may be effective in obt ai ni ng

generalization and in maintaining treatnment gains.

In the present study post therapy assessnent of speech
indicated that all introverted stutterers maintained their
increased fluency and rate of speech conpared to their base
rate. The extraverted stutterers showed sonme percentage of
dysfluency either in reading or in spontaneous speech or in
bot h. Because of their extraversion, these stutterers

failed to maintain the fluency.
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The analysis of the results of therapeutic progranme
indicated that a subject did not respond to one single
t herapy technique but responded better to a conbination of
t echni ques. CGenerally stutterers had neuroticism social
anxi ety, | ow sel f-confi dence, depr essi on, enot i ona
instability, and feelings of inferiority. Therapy could be

planned to elimnate these personality maladjustnments along

with correcting dysfluency. The personality profiles
indicated that the stutterers were not honogeneous,' but
rather included subgroups. The results of the study

denonstrated that there were introverted and extraverted
stutterers. Depending upon the personality traits, the
subjects of this study responded to different therapeutic

techni ques and their conbinations in different ways.

The introverted stutterers with high neuroticism high
soci al anxiety and lack of sel f-confidence responded
significantly to relaxation therapy and rhythmc speech
technique. Their anxiety was reduced considerably and their
dysfluency was fully reduced. Further the extraverted
stutterers with high social anxiety got some benefit from
rel axation therapy but those subjects who were |ess anxious
got less benefit from relaxation therapy. Further, these
extraverted stutterers responded favour abl y to t he
prolongation and air-flow technique. GCenerally stutterers

were found to be less assertive wth feelings of inferiority.
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Assertive training and generalization of fluency procedures
helped all the subjects to inprove their interpersonal
comuni cation, nmaintain fluency and to increase the rate of
speech. Assertion training and generalization of fluency
procedure could be conbined with other therapy programes for

better results.

The results of the present study support the findings of
ot her studies. Poppen, MNunn and Hook (1977) applied a
variety of treatnments in a serial order on an adult stutter
Treat nent included nmetrononme pacing, reading a play, signaled
consequences for stuttering, r eadi ng scripts and
conversati on, behind the ear netronone pacing, in viva
desensitization, and regulated breathing. They reported that

t hese procedures were effective in reducing stuttering.

Andrews, Howi e, Dosza and Guitar (1982) treated three
stutterers wunder fifteen <conditions including shadow ng,
syllable tined speech, relaxation, masking, conbination of
prolongation and DAF, etc. They reported that all the
conditions were effective individually,at tinme, but, in

general, they all reduced stuttering significantly.

Hasbrouck and Lowy (1989) reported the results of
intensive treatnent package programme on 24 stutterers. The
treatnent package consisted of graded air-flow, tension
rel axation and EMG feedback. The results of their study

denonstrated that application of conbination of treatnent
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procedures could be effective in reducing stuttering and

mai nt ai ni ng fluency.

Martin and Haroldson (1979) treated 20 stutterers with
five experinental treatnments including tinme-out, noise, DAF,
"wong" and Metronone, and reported that percentage of

stuttering decreased significantly in all conditions.

Regul ated breathing nmethod (Azrin & Nunn, 1974)
consi sted of several conponents and could be considered as a
package progranme. The results reported on regulated
breat hing procedures indicated significant inprovenent wth
stutterers (Azrin, MNunn & Frentz, 1979; Saint Laurent &

Ladouceur, 1987).

The present trend in stuttering therapy has noved from
i ndividual therapy to conbining several procedures into a
t herapeutic package. The review of research suggests that
nost treatnment programmes include conbination of several
procedures or different conponents. Mst therapies are a
conmbination of different procedures and targets (Hegde,
1985). Hence the present study, though consi sted of

different therapeutic procedures, could be considered as a

package programme.

I ntensive therapeutic programme brought significant
changes in the above nentioned traits of stutterers.

Stutterers are not honbgeneous. Different types of stutterers
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need different therapeutic programme. A package programme nay
be useful to treat different types of stutterers. Introverted
stutterers may respond  better with package progranme
including relaxation, rhythmc speech technique, assertive
training and generalization of fluency procedures. The
extraverted stutterers nmay benefit from the package programe
including relaxation, prol ongation technique, air-flow

techni que, assertive training, and generalization of fluency

procedur es.

In sum the present study revealed that the stutterers

had high social anxiety, low self-confidence, depressive
tendency, enotional instability, feelings of inferiority,
i ntroversion and neuroticism Introverted stutterers

responded better to progressive nuscular relaxation and
rhythmc technique. Extraverted stutterers responded better
with progressive nuscular relaxation and prolongation and
Air-flow therapy. Assertive training and Ceneralization of
fluency procedures were also useful for stutterers. Results
al so indicated that therapeutic programe brought significant

changes in the personality of stutterers.
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APPENDI X- A
DEFI NI TI ON OF TERMS AND CONCEPTS USED I N THE STDDY

Selection, Definition and explanation of various terns
are interrel ated.
PERSONALI TY

Cenerally personality is wused colloquially to inply
personal attractiveness, the ability to wthstand hardship
and other specific qualities. GCccasionally it is wused to
identify a general integration of responses, an individual
style of life, or a unique point of view

The scientific conception of personality has been worked
out to sonme extent by trial and error. Kenpf has defined
personality as "the habitual nobde of adjustnent which the
organism effects between its own egocentric drives and the
exi gencies of the environnent" (p.4). According to Prince
"personality is the sum total of all the biological innate
di spositions, inpulses tendencies, appetites and instincts of
the individual, and the acquired dispositions and tendencies"
(p.4)7 Allport states that "personality is the individuals
characteristic reactions to social stinmuli and quality of his
adaptation to the social features of his environnent" (p.5)
Wat son stressed that character is part of personality. He
says that "Personality includes not only these (character-
conventional) reactions but also the nore individual personal
adjustnents and capacities as well as their life history"

(cited in Stagner, 1961) (P.5).



Al l port (cited in Spear, Penrod & Baker, 1988) after an
i ntensi ve anal ysi s of t he possi bl e definitions of
personality, has found a definition where intervening
variables are considered essential. According to him
personality is the dynam c organization within the individua
of those psychophysical systens that determne his unique
adjustnment to his environnent". It recognizes the changing
nature of personality (a dynam c organi zation) and focuses on
the inner aspect rather than on superficial manifestation. It
al so establishes the basis for the social stinulus value of
personality (unique adjustnent to environnent). In the

present study Allport's definition of personality has been

adopt ed.

| NTROVERSI ON - EXTRAVERSI ON

Al though the concept of introversion-extraversion was

originated by Jung as a clinical concept, Eysenck subjected
it to experinental validation. According to Eysenck (1967)
introverts are characterized by very sensitive cortical
excitation processes. They tend, t heref ore, to feel
intellectually and enotionally overwhel mned by noderate soci al
and physical stinulation and are relatively prone to anxiety
and depression. Extraverts, on the other hand, are
characterized by less sensitive cortical processes or by a
predom nance of inhibitory cortical processes. Consequently,
they require nore stinulation fromthe social environnent and

may actively seek it to overcone their own cortical inertia.



Eysenck (1967) carried-out extensive experinmental research on
Extraversi on i ntroversion and ultimtely f ound t hat
i ntroversion-extraversion dinmension of personality did exist

inreality.

In the present work the person wll be considered
extravert if he obtains a high score on the extraversion
scale of Eysenck personality inventory, and introvert if his

score is low in conparison to test norns.

NEURCOTI CI SM

According to Eysenck (1967), neuroticism is closely
bound up with autonom c nervous function, especially with the
duration of adrenergic (synpathetic) excitation, and is
partly inherited. The second factor after extraversion in
Eysenck's personality nodel, neuroticismdinension is simlar
to the notion of enotional instability. Those individuals who
fall at the extrenme neuroticism end of the dinension tend to
be nore prone to worries and anxieties and get upset nore
easily. They are also likely to conplain of headache and
sleeping or eating difficulties. Although they may be nore
likely to develop neurotic disorders, the frequency of such
problenms is low and nost individuals function adequately in
their work and in their famly and social life. Such people's
enotions are easily aroused, they are noody, touchy, anxious,

restless and so forth.



The scales roost frequently used to study extraversion
and neuroticism have been Cattell personality inventory
and Eysenck personality inventory (Eysenck & Eysenck 1964).
In Eysenck personality inventory, the N scale has been
factorially established, and its term can be considered as
highly valid and reliable. Hence, I n the present
i nvestigation, the score on the N scale on EP.I.,

represented degree of the neuroticismof the subject.

ANXI ETY

Anxiety and its role in stuttering has been the source
of considerable debate for clinicians. Definition is conplex
because of the interplay of cognition, behaviour, physiology
and related enotions and overlaping of other state such as
fear, anger, excitenent etc. But for behaviour in general and
stuttering in particular the confusion is |essened by the
devel opnent of the concept of two anxiety syndrones: trait
and state. The state anxiety refers to the concern, fear,
anticipation and so on prior to and during a situation that
IS danger ous, t hroati ng, enbarrassi ng, or ot herw se
negatively functional for the well being of the human
organism The trait anxiety is an ongoing functional state
wherein the human organi sm perceives nore threat and stress
than probably exists, is nore susceptible to it when it
occurs, and reacts nore strongly when under threat or stress

(Spi el berger, 1972).



Many studies are carried out in this regard. Boland
(cited in Bloodstein, 1975) reported that stutterers are
higher in general (trait) and speech situation (state)

anxi ety then nonstutterers.

In the present investigation the score on the Revised
W1l oughby questionnaire for self admnistration represented

the degree of anxiety for a particular individual.

LOGOS OF CONTROL

The |.E concept was first outlined by Rotter (1966).
Rotter developed from social I|earning theory a concept of
internal -external control of reinforcement which describes
the degree to which an individual believes that reinforcenment
is contingent upon his own behaviour. Dependi ng upon his
fast reinforcenent experiences, a person will have devel oped
a consistent attitude tending toward either an internal or
external locus as the source of reinforcement. In the present
study the Social Reaction Inventory, Rotter (1966) (the
Internal and External control scale) has been used to neasure

the locus of control anong stutterers.

STUTTERI NG

"Many good m nds have attenpted definitions of
stuttering, but the variability anong them makes clear, this
conpl ex and variable disorder is hard to delimt".

- Van Riper (1982) (p.11).



Not only Van Riper, Wngate, also seens to agree that
stuttering involves nore than overt types of disfluency even
t hough the portion of his "standard definition" which is the
nmost widely used is strictly behavioural. Wngate (1964,
1984) insists, that observable characteristics of stuttering
are sufficient to differentiate stuttered and nonstuttered

dysfl uenci es.

According to Wngate (1964), "the termstuttering neans:
| (a) disruption in the fluency of verbal expression, which is
(b) characterized by involuntary, audi ble or silent,
repetitions or prolongations in the utterance of short speech
el ements, nanely: sounds, syllables, and words of one
syllable. 11. Sonetinmes the disruptions are (e) acconpanied
by accessory activities involving the speech apparatus,
related or unrelated body structures, or stereotyped speech
utterance.... Ill. Also, there are not infrequently (f)
indications or report of the presence of an enotional state,
ranging froma general condition of "excitenent" or "tension"
to nore specific emotions... (g) The inmediate source of
stuttering is some incoordination expressed in the peripheral
speech nmechanisns; the ultimate cause is presently unknown
and may be conpl ex or conpound".

In the present study the term stuttering includes four
ki nds of dysfl uencies

1) Hesitation (before conpleting a word or a syllable)

2) Prolongation of a syllable/sound



3) Repetition of sound, syllable, a word or part of a
wor d

4) Bl ocking. Bl ocks/silent blocks

Qccurrence of any one of the above was considered as an
event of stuttering or a stuttering response.
SYLLABLE

In  English, and in the majority of | anguages,
phonol ogi cal syllables consist of one or nore consonants and
a vowel. But a single vowel can constitute a syllable, as in
ah /al/, and a syllable division can be established between
two vowels as in seeing, where one observes a fall in

sonarity in the transition between the two vowels.

In the present work, the term syllable will be used in
the follow ng sense:

1) Syllable can be either forned by a solitary vowel or
di pht hong or by conbining a vowel or diphthong with one or
nmore consonants.

2) Athough syllables contain different nunber of

consonants, they always contain one and only one vowel.

EVALUATI ON AND MEASUREMENT OF STUTTERI NG

The ratings of severity vary fromclinic to clinic. The
severity of stuttering is generally assessed only through
j udgenment which was obviously subjective, that is based on
the perception of listeners by making use of rating scales.
Researchers, have also wused neasures such as clinicians

ratings, self ratings, nonfluency rate or rate of speech in a



single speaking or reading situation. Thus over the year
different techni ques have been used to neasures the severit

of stuttering.

Rate of speech is neasured by total nunmber of syllables
or words in a particular time period. There is a close
rel ation between the rate of speech and stuttering (Anster,
1984) . Stuttering severity, whether neasured by judges or
determned by the frequency of stuttering behaviour, is
related to the rate of speech production. Larly stated that
normal reading rate ranges from 129 to 222 word per mnute
with a nmean rate of 148 WPM Bl oodstein found that the oral
reading rate of adult stutterers was 123 WPM rang being 42
to 191 WPM (cited in Bl oodstein, 1975).

Currently certain data neasures are popularly used to
provide baseline data for pr et her apy, progr ess, and
mai nt enance checks.

1. Words per mnutes (WM

2. Syllables per mnute (SPM

3. Stuttered word per mnute (SWM

4., Stuttered syllable per mnute (SSYW

5. Percentage of stuttered words (%W

6. Percentage of stuttered syllables (%9
(Ham 1986).



In the present study, the followi ng neasures have been
used for neasuring stuttering severity.
1. Syllables per mnute as the neasure of rate of speech on
whi ch instances occurred.
2. Percentage of syllables stutterer as a neasure of
stuttering

(Syll abl e per-m nute = Nunber of syllables spoken in 2 mn/2)

Total nunber of stuttered syllables

Total nunber of syllable spoken

BEHAVI OURAL ANALYSI S

Behavi oural analysis is the process of gathering and
shifting of information to be wused in the conduct of
behavi our therapy. The therapist's central focus is on the
di stress and disablenent that have brought the patient to
seek treatment (Wl pe, 1982). Behavioural analysis generates
a series of tentative clinical hypotheses about the stimulus
variables that are controlling and naintaining the patients
probl emati ¢ behavi ours. Considerabl e know edge of behavi our al
principles and clinical experience are necessary to carry out

an analysis of this kind conpetently.

Three kinds of information are collected as part of
behavi oural anal ysis process:

1) The antecedent stimuli which trigger or exaggerate
stuttering. Included under this wll be situations which

cause anxiety, leading to stuttering.



10

2) The response - contingent consequences which maintain
or strengthen stuttering.

3) Presence of other stutterers in the famly or anong
friends imtating whom the patient mght have started

stuttering.

In the present work the behavioural analysis is ained to
reveal which of the above three factors is responsible for

stuttering in a given case.

BASELI NES:

An inportant control strategy wthin single subject
designs is the baselines or base rates of responses.
Baselines are rates of responses in the absence of the
i ndependent variable whose effects are the subject of
experinmental analysis. Baseline docunent the frequency of the
dependent variable before the independent variable is
i ntroduced. The absence of treatnent during baseline
condition makes it the control condition within the single
subj ect designs. The dependent variable neasures obtained in
the treatnment and baseline conditions can be conpared to

assess the treatnment effects.

| NTER- OBSERVER RELI ABI LI TY

Reliability refers to consistency anong repeated
observations of the sane phenonenon. The sanme event is
observed nore than once either by the sanme individual or by

different individuals. Wen the sane person neasures the sane
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phenonenon repeat edl y, it i's call ed i ntra-observer
reliability and when the sane phenonenon is neasured by
different observers, is called inter-observer reliability.

Inter-observer reliability is a crucial elenment of
scientific nmeasurement. Inter-observer reliability is one
means of convincing the audience that the data are objective.
ojectivity in science is realized only by an agreenent anong
di fferent observers regarding the neasured values of a given
phenonenon. Therefore, inter-observer reliability is one of
the criteria used in the evaluation of scientific data. So it
is a comon feature in behaviouristic journals to report
inter-observer reliability data.

There are three general nethods of estimating the
reliability of research data. The first method is "unit-by-
unit agreenent ratio" or "percentage of agreement”. In this
method two observers nust agree on the individual instances
of the response being neasured. Statistical correlations
provide a second nethod of calculating inter-observer
agreenent. A correlation such as the Pearson product nonent
coefficient, indicates the degree of covariation between any
two sets of neasures. The third, |ess frequently used mnethod,
is called a frequency ratio. In this nmethod, the snmaller of
the two observations is divided by the larger and the
resulting quotient is nmultiplied by 100 to express the ratio
in percentages (Hegde, 1987) . In the present study,
"percentage of agreenent” has been used as a neasure of the

i nter-observer reliability.
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ABBREVI ATI ON USED
E.P.I.: Eysenck Personality Inventory.

WPS-R Revised WI | oughby Questionnaire.

S.CI.: Self-confidence Inventory.
S.Rl.: Social Reaction Inventory.
S.T.I.: Surface Trait I|nventory.

P.MR: Progressive Miscul ar Rel axation.

R S. T.: Rhythm c Speech Techni que.

P.T.: Prolongation Techni que.

A F.: Arflow Techni que.

A.T.. Assertive Training.

G F.P.: GCeneralization of Fluency Procedure.

F.U: Follow up



APPENDI X- B1
EYSENCK, PERSONALI TY | NVENTORY
BY J.J. EYSENCK AND SYBIL B. G EYSENCK
PERSONALI TY QUESTI ONNAI RE

FORM A
Namne Age:
Qccupati on: Sex:
et + B + S TETT S +
N = i . E =} v L= i
o + Fom o + Fmmm e +

Here are sone questions regarding the way you behave,
feel and act. After each question is a space for answering

YES or NO

Try to deci de whether YES or NO represents your usual
way of acting or feeling. Then put a cross in the circle
under the columm headed YES or NO. Wbrk quickly, and do not
spend too nuch tine over any questions. W want your first
reaction, not along drawn out thought process. The whole
qguestionnaire shouldn't take nore than a few m nutes. Be sure

not to omt any questions.

Now turn the page over and go ahead. Work quickly and
renmenber to answer every question. There are no right or
wong answers, and this is not a test of intelligence or

ability, but sinply a nmeasure of the way you behave.



10.
11.

12.

13.

14.

15.

16.

17.

18.

FCRM A

Do you often long for excitenment? (
Do you often need understanding friends

to cheer you up? (
Are you usually care free? (

Do you find it very hard to take no for

an answer ? (
Do you stop and think over before
doi ng anyt hi ng? (

If you say you will do something, do you
al ways keep your prom se, no matter how
inconvenient it mght be to do so? (

Does your nood often go up and down? (

Do you generally do and say t hings

qui ckly without stopping to think? (
Do you ever feel "Just M serable"

for no good reason? (
Wul d you do al nost anything for a dare (

Do you suddenly feel shy when you want

to talk to an attractive stranger? (
Once in a while do you | oose your tenper
and get angry? (
Do you often do things on the spur of the
nmonment ? (

Do you often worry about things you should
not have done or said? (

CGenerally, do you prefer reading to

neeting peopl e? (
Are your feelings rather easily hurt? (
Do you like going out a lot? (

Do you occasionally have thoughts and
i deas that you would not |ike other
peopl e to know about ? (

YES



19.

20.

21.
22.

23.

24.

25.
26.

27.

28.

29.

30.

31.

32.

33.

34.

35.
36.

Are you sonetinmes bubbling over with
energy and sonetimes very sluggish?

Do you prefer to have few but special
friends?
Do you day dream a lot?

When peopl e shout at you, do you shout

back?
Are you often troubled about feelings
of quilt?

Are all your habits good and desirable
ones?

Can you usually let yourself go

Woul d you call yourself tense or

"hi ghl ystrung"

Do ot her people think of you as being
very lively?

After you have done sonething inportant,
do you often come away feeling you could

have done better?

Are you nostly quiet when you are with
ot her peopl e?

Do you sonetimes gossip?

Do ideas run through your head so that

you cannot sl eep?

If there is something you want to know
about, would you rather look it up in a
book than talk to sone-one about it?

Do you get palpitations or thunping in
your heart? (

Do you like the kind of work that you
need to pay close attention to?

Do you get attacks of shaking (

Wul d you al ways decl are everything at
the custons, even if you knew that you
could never be found out?

YES

NO



37.

38.
39.

40.

41.

42.

43.

44,

45.
46.

47.
48.

49.

50.

ol

52.

53.

54.

55.

Do you hate being with a crowd who play

j okes on one another? (

Are you irritable person? (
Do you like doing things in which you

have to act quickly? (
Do you worry about awful things that

m ght happen? (
Are you slow and unhurried in the way

you nove? (
Have you ever been late for an

appoi nt nent or work? (
Do you have many ni ght mares? (
Do you like talking to people so much

that you never mss a chance of talking
to a stranger? (

Are you troubled by aches and pai ns? (
Woul d you be very unhappy if you could

not see lots of people nost of the tine? (
Woul d you call yourself a nervous person (

O all the people you know, are there sone

whom you definitely do not |ike? (
Woul d you say that you were fairly self-
confident? (
Are you easily hurt when people find fault
with you or your work? (
Do you find it hard to really enjoy
yourself at a lively party? (
Are you troubled with feelings of
inferiority? (
Can you easily get sonme life into a

rather dull party? (
Do you sonetinmes tal k about things you,
know not hi ng about ? (

Do you worry about your heal th? (

YES

NO



YES NO
56. Do you like playing pranks on others? ( ) ( )
57. Do you suffer from sl eepl essness? ( ) ( )

(PLEASE CHECK TO SEE THAT YOU HAVE ANSWERED ALL THE
QUESTI ONS)

| NDI AN NORMS

The Eysenck Personality Inventory standardized on Indian

popul ati on, used nornms provided by Raj and Rao (1970).

Ext r aver si on 16 and above
| ntroversi on 7 and bel ow
Neur oti ci sm 17 and above

Enotional ly well
adj ust ed 6 and bel ow

Li e score 7 and above not valid



APPENDI X- B 2
SURFACE TRAI TS | NVENTORY

Please read through these directions carefully. Thi s
inventory consists of 180 itenms or statements relating to
your attitudes, interests, feelings, habits and ways of
behaving in every day life. As such there is no right or
wong answer for any statenent. Sonme of these qualities may

be applicable in your case and sone may not.

Pl ease read through each statenment carefully and if it
is wusually or generally true for yourself encircle "YES', if
it is not true or rarely true encircle "NO against it. If
you fail to decide, encircle (?). But you should try to

answer "YES' or "NO' as far as possible.

In answering these statenments "honesty should be the
best policy"”, as this is mnmeant to reveal your true
personality and to discover the general trends of personality
qualities in people at large. Your answers wll be kept
absolutely confidential and will be used only for scientific
purposes. |If you desire, you may not nention your nanme but
give a specific code against CRF. Do not spend too nuch of

time on any question.

Nane: Sex: M F
Approxi mate incone p.m eg: Bank Manager
Qccupati on (Specify) Clerk

Doctor etc.,

Educational Qualifications:
State to which you bel ong:
Date of Testing:



SURFACE TRAIT * A

|t em No. St at ement Yes
1. | amactive nost of the tine
2. | keep up ny appointnents with others nostly
3. Mstly | do not get behind in ny work
4. | work faster than nost people
5. | try to finish a work to ny entire
satisfaction
6. | do not give up a problembecause it is
difficult
7. | can work inspite of physical disconfort.
8. Wien | do sone work, | put ny heart and soul
into it
9. | feel bored than | do not have nuch work
to do
10. | would like to be busy with some work all
the tine
11. | generally work with full energy
12. | can concentrate on a problemfor a |ong
time
13. | like work requiring patience and
car ef ul ness
14. | amregular and punctual in ny work
15. | can work for long hours w thout feeling
tired or bored.
SURFACE TRAIT * B
| tem No. St at enent
1. M/ interest change rapidly
2. | let nyself go and enjoy fully at a party
3. | amhappy nost of the tine

Yes
Yes
Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes
Yes

Yes
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4.

10.
11.

12.
13.

14.

15.

| tem No.
1
2.

© ® N O

of ten make peopl e | augh

At tines | becone so enthusiastic as to

arouse enthusiasm in others.

li ke work that has | ot of excitenent

amoften in a hur

ry

speak loudly and often gesture wth hands

am qui ck to say what

feel |ike saying

am usual ly carefree and easy goi ng

take an active part
goi ng around ne

want to be well

do not stop to consider the ful

i n conversati ons

dressed and popul ar.

conseque-

nces of ny action and remarks on others

At tinmes | feel very happy w thout any
reason

In nmy chil dhood I

can easily make friendship wth strangers

SURFACE TRAIT * C

St at enent

keep nost of ny resol utions.

parents

f eel ashamed when | nmor al

ny mnd

thi nk that noral

had al ways obeyed ny

i deas cone to

| aws shoul d be observed
nore strictly by people.

bel i eve that one shoul d al ways speak
the truth.

feel guilty and ashanmed if | fail

a prom se.

do not like dirty or sex jokes.

am not as duti ful

as

shoul d be.

to keep

Yes

Yes
Yes
Yes
Yes
Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
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9.

10.

11.

12.

13.

14.

15.

10.

11.

| believe firmy that 'Honesty is the best
policy"

| readily donate noney for charities or a
good cause.

| feel strongly that | nust devote to
social work or poor people.

| believe that success depends only on hard
work and sincere efforts.

| believe that character is nore inportant
than intelligence.

| frequently anal yse ny behaviour to see if
they are right.

| strongly feel it is a duty to help
anybody in distress.

SURFACE TRAIT * D
Wen | disagree with ny superiors or

teachers | do not hesitate to express so.

| amconsidered to be proud and self wlled.

| get annoyed by people who pretend that
they are very superior
My secret anmbition is to be a |eader.

| think | am superior to others in certain
respects.

| usually do not ask for advice or
suggestions from ny juniors.

| forcefully assert ny views in a neeting
or conversation with friends.

| like to have a leading role in

organi zing a function.

| would Iike a work where | can nake people
carry out ny plans.

| feel happy when ny friends or neighbours
seek ny advi ce.

| do not usually accept the suggestions
fromny superiors w thout questions.

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
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12. | would like to have full control over ny
famly affairs. Yes No
13. | cannot easily forget if I loose in a gane. Yes No
14. | strongly dislike being told how I shoul d
do things. Yes No
15. | respect dignity of work rather than the
sal ary. Yes No
SURFACE TRAIT * E
| tem No. St at enent
1. | feel that | aminferior to others. Yes No
2. | often think that I nmay not be successful
inlife. Yes No
3. | do not have nuch enthusiasmin ny work. Yes No
4. Sonetinmes | feel that life is not worth
[iving. Yes No
5. | do not feel confident of ny ability. Yes No
6. | worry too nmuch when sone one in the
famly becones ill. Yes No
7. | feel unhappy nost of the tine. Yes No
8. | ameasily upset by small disappointnments. Yes No
9. Wien | see sone one sad | also feel sad Yes No
10. | feel very unhappy about the m stakes
made in the past. Yes No
11. | often fear that others may dislike ne. Yes No
12. | work slowy and | eisurely. Yes No
13. | talk nore slowy than nost peopl e. Yes No
14. | ameasily noved totears. Yes No
15. | do not get pleasure in things which
make ot hers happy. Yes No



SURFACE TRAIT * F

| tem No. St at enment

1. My nood often changes w t hout apparent
causes.

2. | ama quick tenpered person (i.e., |oose
tenper easily).

3. | wusually take nuch tinme to recover from
a strong enotion or feeling (like anger,
sadness etc.,)

4. 1 usually have disturbed sl eep.

5. | cannot tolerate people who are
unr easonabl e.

6. | often wanted to run away from honme or
fromny present circunstances.

7. My feelings are easily hurt by the remarks
and action of others.

8. | frequently worry about possible
m sfortunes

9. | often feel inpatient if some one nakes
me wait.

10. | amafraid to Iive al one.
11. Some tinmes | get so angry that | cannot
say anyt hi ng.
12. | easily becone di scouraged and give up
pl ans.
13. | feel just mserable and hel pless at tines
14. My likes and dislikes changes quickly.
15. | ama nervous person
SURFACE TRAIT * G
1. | can live alone far fromany one el se.
2. | hesitate to neet inportant persons.

3.

It is hard for me to make newfri ends.

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes
Yes

Yes

Yes
Yes

Yes
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4. | do not tell ny troubles to others. Yes
5. | frequently feel self-conscious about ny

appear ances end manner of talking. Yes
6. | frequently enjoy the evenings al one. Yes
7. 1 amtroubl ed by shyness. : Yes
8. | can usually express mnyself better in

witing than in speech. Yes
9. | avoid trouble rather than face it. Yes
10. | keep nyself in the background on soci al

occasi ons. Yes
11. | can concentrate on any problemfor a

long tine Yes
12. | amoften bored with people. Yes
13. | like to work al one. Yes

14. 1t is difficult for me to speak before

an audi ence. Yes
15. | feel alone when | amin a group of
peopl e. Yes

SUIRFACE TRAIT * H

| tem No. St at enment

1. | feel that | have little to be proud of. Yes
2. | often think of nyself as a failure. Yes
3. | often feel that | aminadequate to neet

life situations. Yes
4. | have a lot of things about nyself to be

changed for better. Yes
5. | think | amnot quite popular with people

i n general Yes
6. As | lack in confidence, | cannot decide

things easily Yes

7. Sone nenbers of ny famly nmake nme feel |
am not good enough. Yes

&

&



8.

10.

11.

12.

13.

14.

15.

W N

10.
11.
12.

| get very upset if sone one critises ne.

Peopl e do not regard me as useful to have
around.

| amoften inclined to question ny worth
as a person.

When peopl e pay conplinments to nme, | fee
it difficult to believe.

| some tinmes withhold ny opinions for the
fear that people may laugh and criticise ne.

I am shy and self conscious in socia
situations.

| often catch nyself pretending to be a
better person than I am

| find it difficult to do things to win
the attention and approval of others.
SURFACE TRAIT * |

| often suffer frompoor appetite.

| often have fainting spells.

| have nore headaches than nost peopl e.
| sonme times feel a twitching in the
face, hand or shoul ders.

| worry a |lot about catching disease.

| suffer a great deal from nervous
exhausti on.

| amgenerally a sickly person.

| worry a great deal about mny health.
Severe aches and pains nmake it inpossible
for ne to concentrate on work.

| often have stomach troubl es.

| constantly suffer from constipation.

| amoften bothered by pal pitation of the
heart.

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes
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13.

14.
15.

| tem

10.
11.
12.
13.
14.
15.

| amtroubled by cold hands and feet even
in warm weat her.

| often have difficulty in breathing.

| have hot or cold spells.

SURFACE TRAIT * J
No. St at enent

I will always keep to ny prom se, however
difficult it mght be.

There are not occasions when | would | oose

my tenper or get angry.

| have never been late for ny appoi ntnent.

| love and |ike everyone in this world.
| do sonetinmes tal k about things that I
know not hi ng about .
Cccasionally | do laugh at a dirty joke.
| amconpletely free from prejudi ces of
any ki nd.
I never really like people praising ne.
It is not in ny habit to indulge in
gossi p even occasionally.
Al ny habits are desirable ones.
Not hing ever irritates ne.
| do not hide anything from anybody.
| never criticise anybody behind his back
I never nake | oose talKk.

Honesty is al ways the best policy.

Yes
Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes

Yes
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[tem

1

2.

10.

11.

12.
13.

14.

15.

[tem

1

2.

10

SURFACE TRAIT * K
No. St at enent

| have a tendency to voluntarily accept
certain responsibilities.

Wil e standing erect with cl osed eyes, ny
body sways hither and thither.

| lack initiative to do things on ny own.

| can selectively attend to different
events satisfactorily.

| have a tendency to uncritically accept
i deas given by others.

I can imtate the behaviours of others
whom | know wel | .

| do succeed at l|east tenporarily in

forgetting some unpl easant events.

| have a tendency to express enotions freely

O hers do think that | amreally an

intelligent person.
My i magi nati on can beconme hei ghtened on
certain events.

| have a tendency to obey orders w thout
guest i oni ng.

I can act well, if trained.

| do accept as truth what is told by ny
superi ors.

| generally tend to be co-operative with
ot hers.

| tend to be like others in dress manners
etc.,

SURFACE TRAIT * L
No. St at enent

| amgenerally distrustful or suspicious
of others
| have a poor self-image of nyself.

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes
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3.

10.

11.
12.
13.

14.
15.

11

| sonetinmes assune awkward and cl unsy
postures while | speak.

| have a hesitation to start to speak
to others.

| avoid direct |ooks at people |I am
speaki ng to.

| feel tense and uneasy while speaking to
ot hers.

| generally feel | am superior to the
ot her person | am speaking to.

| feel artificial while talking to others.

| have difficulty in keeping a conversation
sust ai ned.

| amgenerally ineffective in presenting
ideas and ny views to others.

| generally keep away from peopl e.

| generally keep away from peopl e.

| feel uneasy to be am dst a group of

peopl e.

| do experience fear in speaking situations.

| feel unconfortable to enter a roomafter
all are seated.

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes

Yes

The nmean values for 542 normals alongwith S. D for
scales are given by Raj (cited in Singh 1988).

Scal e Mean S. D
Activity 22.57 5.74
Cycl ot hym a 17.53 5. 96
Depr essi on 12. 21 6. 79
Enotional Instability 13. 56 7.13
| nt roversi on 14. 29 6. 29
Feelings of Inferiority 12. 19 7. 46
Pyschosomati c Di sorders 5.61 5. 38
| nter persona

comuni cation di sorders 8.32 6. 97
Super - ego 22. 84 5. 06
Dom nance 18. 05 5.72
Li e-scal e 16. 55 6. 37
Suggestibility 18. 24 4.71

&
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APPENDI X B 3
REVI SED W LLODGHBY QUESTI ONNAI RE FOR SELF ADM NI STRATI ON

| nstruction:

The question in this schedule are intended to indicate
various enotional personality traits. It is not a test in any
sense because there are no right or wong answers to any of
t he questi ons.

After each question you will find a row of nunbers whose
meaning is given below. Al you have to do is to draw a ring
around the nunber that describe you best.

0 - neans "No", "never"”, "Not at all" etc.,

1 - neans "Sonmewhat", "Sonetinmes","a little" etc.,

2 - neans "About as often as not", "an average anount”
3 - means "usually", "A good deal", Rather often" etc.,
4 - nean "Practically always", "Entirely" etc.

1. Do you get anxious if you have to speak or performin any
way in front of a group of strangers? 0O 1 2 3 4

2. Do you worry if you nake a fool of yourself,
or feel you have been made to | ook
f ool i sh? 0O 1 2 3 4

3. Are you afraid of falling when you are on
a high place fromwhich there is no rea
danger of falling - for exanple, |ooking
down from a bal cony on the tenth floor? 0O 1 2 3 4

4. Are you easily hurt by what other people
do or say to you? 0O 1 2 3 4

5. Do you keep in the background on specia
occasi ons. 0O 1 2 3 4

6. Do you have changes of nood that you
cannot expl ai n? 0O 1 2 3 4

7. Do you feel unconfortable when you neet
new peopl e? 0 1 2 3 4

8. Do you day-dream frequently, i.e., indulge
in fantasies not involving concrete
situations? 0O 1 2 3 4



9.

10.

11.

12.
13.

14.
15.

16.

17.
18.

19.

20.

21.

22.

23.

24.

25.

Do you get discouraged easily, eg., by
failure or criticisn?

Do you say things in haste and then
regret thenf

Are you ever disturbed by the nere
presence of other people?
Do you cry easily?

Does it bother you to have peopl e watch
you work even when you do it well?
Does criticismhurt you bodily?

At a reception or tea do you go out of
your way to avoid neeting the inportant
person present

Do you cross the street to avoid neeting
soneone.

Do you often feel just m serable?

Do you hesitate to volunteer in a
di scussion or debate with a group of
peopl e when you know nore or |ess?

Do you have a sense of isolation, either
when al one or anong peopl e?

Are you sel f-consci ous before "superiors”
(teachers, enployers, authorities?)

Do you | ack confidence in your general
ability to do things and to cope wth
si tuations?

Are you sel f-consci ous about your
appear ance even when you are well-dressed
and groomned?

Are you scared at the sight of blood
injuries and destruction even though there
is no danger to you?

Do you feel that other people are better
t han you?

Is it hard for you to nake up your m nd?

1

NN



10.
11.
12.
13.

14.

15.
16.
17.

18.

19.
20.

21.

APPENDI X- B 4
THE S C | NVENTORY

It is rather difficult for nme to nake new friends.
| can be natural while at a party.

| amnever at conflict with nyself.

| enjoy m xing with people.

In social conversation | amusually a |istener than a
tal ker.

| can usually find a ready answer for remarks nmade to
me.

When things go wong | pity or blane nyself.

| have a horror of failing in anything I want to
acconpl i sh.

| often cross the street to avoid neeting sone people
known to ne.

I find it very difficult to speak in public.
| feel insecure within nyself.
I find it hard to do ny best when peopl e are watchi ng.
| can recover easily and quickly from social blunders.
| do not care nuch for what others think of ne.
| Have difficulty in talking to nost people.
| stay in the background in social gatherings.

| feel enbarrassed to enter into assenbly when all are
al ready seat ed.

| have difficulty in saying the right thing at the right
time.

| tend to worry over possible troubles.

| frequently feel thwarted because | amunable to do as
| desire.

I think of nyself as a successful person.



22.

23.
24.
25.
26.
27.

28.

29.
30.
31.

32.
33.

34.
35.

36.
37.

38.
39.

40.

41.
42.
43.

| amrmuch affected by the praise or blame of many
peopl e.

My feelingsare rather easily hurt.

| can fare a difficult situation wthout worry.

| am hesitant about form ng deci sions.

| feel bored nuch of the tine.

| can tackle new situations with a reasonabl e degree of
assurance.

| amoften unable to decide until it is too late for
action.

| tend to be quick and certain in ny actions.

| always feel that | can achieve the things | w sh.

| feel no obstacle can stop nme from achi eving ny final
goal .

| amgenerally confident of my own ability.

| often feel that in life's conpetition | amgenerally
the | oser.

| frequently feel unworthy.

| worry over humiliating situations nore than nost
persons.

| feel physically inferior of ny friends.

| find it hard to continue work when I do not get enough

encour agenent .

am bot hered by inferiority feelings.

My people believe that | amas nmuch a success as |

be.
|

can play ny best in a gane or contest against an
opponent who is much superior to ne.

coul d

am al ways ready to deci de what ny next step should ne.

can adj ust

often feel

readily to new situations.

rat her awkward.



44. | amafraid that other people will dislike ne.
45. My friends have nade better |ife adjustnent than nyself.

46. | am happy go |ucky person.

47. 1 can relax nyself easily.

48. | Dblush very often.

49. Wen upset enotionally, | take nmuch tine to recover.

50. | day dreamvery often.

51. | amreadily noved to tears.

52. Wen a critical situation is past; | often think what I
shoul d have done but didn't.

53. | often feel that ny novenents are clunsy.

54. |1 don't have initiative.

55. | wusually work things out for nyself rather than get
sone one to show ne.

56. | ama dom nant person.

57. | amusual ly di scouraged when the opinions of others

differ fromny own.
58. | amoften confused.
59. People frequently blame me for things unjustly.
60. | feel that ny parents are disappointed in ne.
61. | envy the happiness that others seemto enjoy.
62. COiticismdisturbs nme greatly.
63. | get discouraged easily.
64. | can get a job any day.
65. | seemto make friends about as quickly as other do.
66. | shrink fromfacing crisis or difficulty.

67. If given chance i could do sonething that woul d be of
great benefit to the world.

68. If given a chance | would nake a good | eader of people.



69.
70.
71.
72.
73.

74.
75.

76.

7.
78.
79.
80.
81.
82.
83.

84.

85.
86.
87.
88.
89.
90.
91.
92.

| have several times given up doing a thing because |
t hought too little of ny ability.

No one seens to understand ne.
| need sone one to push ne through the things.

Life is a strain for ne nmuch of the tine.

| have had bl ank spells in which ny activities were
interrupted and did not know what was goi ng around ne.

| amworried about sex matters.

I have periods of such great restlessness that | cannot
sit long in a chair.

| refuse to play sone ganmes because | am not good at
t hem

| find it hard to keep ny mnd on a task or job.

| seemto be about as smart as nost others around ne.

| usually feel well and strong.

| think too much over everything.

My daily life is full of things that keep ne interested.
| amcertainly lacking in self confidence.

Al most always | find nyself worrying about sonething or
t he ot her.

| have often | ost good chances because | woul d not nake
up nmy mnd soon enough.

| spend much of the tine worrying over the future.
| do not tire quickly.

I think I have an attractive personality.

I don't think too | ong over my problens.

I have feeling of hel pl essness.

| cannot express ny enotions freely.

When ny friends criticize ne | take it well.

| ama responsi bl e person.



5

93. Cenerally | amquite sure of nyself.
94. Usually |I amdissatisfied wth nyself.
95. | have the feeling that | am just not facing things.

96. | have enough faith in nyself.

97. | amoften in low spirits.
98. | often feel hel pless.
99. | amoften di sorgani sed.

100. | can usually make up nmy mnd and stick to it.
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26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44,
45.
46.
47.
48.
49.
50.

THE S C | NVENTORY

True
True
Tr ue
Tr ue
True
True
True
True
True
True
True
True
True
Tr ue
True
True
True
Tr ue
True
True
True
True
True
Tr ue

True

ANSWER SHEET
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51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.
72.
73.
74.
75.
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True
True
True
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True
True
True
True
True
True
Tr ue
True
True
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Fal se
Fal se
Fal se

Fal se

76.
77.
78.
79.
80.
81.
82.
83.
84.
85.
86.
87.
88.
89.
90.
91.
92.
93.
94.
95.
96.
97.
98.
99.
100.

True
True
True
True
True
True
True
True
True
True
True
True
True
True
True
True
True
True
True
True
True
True
True
True
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Fal se
Fal se
Fal se
Fal se
Fal se
Fal se
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Fal se
Fal se
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Fal se
Fal se
Fal se
Fal se
Fal se

Fal se



SC | NVENTCRY
NORMS FOR COLLEGE STUDENTS (N=800)

Raw Score Percentilie Raw Score FPercentile
60+ p88+ 35 p43
59 87 34 41
58 86 33 39
57 84 32 87
56 83 31 35
55 B2 30 3z
54 80 29 31
53 79 28 29
52 7 27 27
51 76 26 25
50 74 25 24
48 73 24 22
48 71 23 20
47 69 22 18
46 67 = 17
45 65 20 is
44 62 19 13
43 60 i8 iz
42 58 17 10
41 56 16 8
40 54 15

8
38 52 14 7
38 50 13 6
37 48 12 5
36 45 11 4

3



APPENDI X- B5
SOCI AL REACTI ON | NVENTORY

This is a questionnaire to find out the way in which
certain inportant events in our society affect different
people. Each itemconsists of pair of alternatives lettered a
or b. Please select the one statenent of each pair (and only
one) which you nore strongly believe to be the case as far as
you are concerned. Be sure to select the one you actually
believe to be nore true rather than the one you think you
shoul d choose or the one you would like to be true. This is a
nmeasure of belief; obviously there are no right or wong
answers.

Your answers to the itenms on this inventory are to be
recorded on a separate answer sheet which is |oosely inserted
in the booklet. Renobve this answer sheet now. Print your nane
and any other information requested by the exam ner on the
answer sheet; then finish reading these directions. Do not
open the booklet until you are told to do so.

Pl ease answer these itens carefully but do not spend too
much time on any one item Be sure to find an answer for
every choice. Find the nunber of the itemon the answer sheet
and encircle the letter A or B which you choose as the
statenent nore true.

In some instances you nmay di scover that you believe both
statenments or neither one. In such cases, be sure to select
the one you nore strongly believe to be the case as far as
you are concerned. Also try to respond to each item
i ndependent|ly when meki ng your choice; do not be influenced
by your previous choices.

| tem

1. (a) Children get into trouble because their parents
puni sh them too nuch.

(b) The trouble with nost children now a-days is that
their parents are too easy with them

2. (a) Many of the unhappy things in people's lives are
pretty due to bad I uck.

(b) People's msfortunes result fromthe m stakes they
make.

3. (a) One of the major reason why we have wars is because
peopl e do not take enough interest in politics.

(b) There will always be wars, no matter how hard people
try to prevent them



10.

11.

(a)

(b)

(a)

(b)

(a)

(b)

(a)

(b)

(a)

(b)

(a)

(b)

(a)

(b)

(a)

(b)

In the long run people get the respect they deserve
in this world.

Unfortunately an individual's worth often passes
unrecogni zed no matter how hard he tries.

The idea that teachers are unfair to students is
nonsense.

Most students do not realise the extent to which
their grades are influenced by accidental
happeni ngs.

Wthout the right breaks one cannot be an effective
| eader.

Capabl e people who fail to becone |eaders have not
t aken advantage of their opportunities.

No matter how hard you try, sone people just don't
l'i ke you.

Peopl e who can't get others to |ike themdon't
understand how to get along with others.

Heredity plays the major role in determ ning ones
l'i ke you.

It is one's experience in life which determ ne what
they are |ike.

| have often found that what is going to happen wll
happen.

Trusting to fate has never turned out as well for ne
as making a decision to take a definite course of
action.

In the case of the well-prepared student there is
rarely if ever such a thing as an unfair test.

Many times, examquestions tend to be so unrel ated
to course work that studying is really useless.

Becomi ng a success is a matter of hard work; |uck
has little or nothing to do with it.

Getting a good job depends mainly on being in the
right place at the right tine.



12.

13.

14.

15.

16.

17.

18.

19.

20.

(a)

(b)

(a)

(b)

(a)

(b)
(a)

(b)

(a)

(b)

(a)

(b)

(a)

(b)
(a)
(b)
(a)

(b)

The average citizen can have no influence in
gover nment deci si ons.

This world is ran by the few people in power, and
there is not nmuch the little guy can do about it.

When | meke plans, | amalnost certain that | can
make them wor k.

It is always wise to plan too far ahead because
many things turn out to be a matter of good or bad
fortune any how.

There are certain people who are just no good.
There is some good in everybody.

In any case getting what | want has little or
nothing to do with | uck.

Many tines we mght just as well decide what to do
by flipping a coin.

Who gets to be the boss often depends on who was
| ucky enough to be in the right place first.

Getting people to do the right thing depends upon
ability; luck has little or nothing to do wth it.

As far as world affairs are concerned, nobst of us
are the victins of forces we can neither understand,
nor control.

By taking an active part in political and socia
affairs the people can control world events.

Most people don't realise the extent to which their
lives are controlled.

There really is no such thing as "Luck".

One should always be willing to admt m stakes.

It is usually best to cover up one's nistake.

It is hard to know whether or not a person really

i kes you.
How many friends you have depend upon how nice a
person you are.



21.

22.

23.

24.

25.

26.

27.

28.

29.

(a)

(b)

(a)

(b)

(a)

(b)

(a)

(b)

(a)

(b)

(a)

(b)

(a)
(b)

(a)
(b)

(a)

(b)

In the long run the bad things that happen to us are
bal anced by the good ones.

Most m sfortunes are the result of lack of ability,
i gnorance | aziness or all three.

Wth enough effect we can wi pe out political
corruption.

It is difficult for people to have nuch control over
the things politicians do in office.

Sonetines | can't understand how teachers arrive at
the grades they give.

There is a direct connection between how hard |
study and the grades | get.

A good | eader expects people to decide for
t hensel ves what they should do.

A good | eader nmakes it clear to everybody what their
j obs are.

Many tinmes | feel that | have little influence over
the things that happen to ne.

It is inpossible for me to believe that chance or
luck plays an inportant role in ny life.

Peopl e are lonely because they don't try to be
friendly,

There is not nuch use in trying too hard to pl ease
people, if they like you, they like you.

Team sports are an excellent way to build character.

There is too much enphasis on athletics in high
school .

What happens to ne is ny own doing.

Sonetinmes | feel that |I don't have enough control
over the direction ny life is taking.

Most of the tinme | cannot understand why politicians
behave the way they do.

In the long run the people are responsible for bad
govt. on a national as well as on a local |evel.



SOCI AL REACTI ON | NVENTORY
ANSWER SHEET

Nane: Educat i on: CRF No:
Age: Occupati on: Dat e:
Sex
T & b 9. a b 17. a b 2. a b
2 a b 10. & b 18. a b 26 . a b
3 a b 11, a b 19. a b 27 a b
4 a b i2 a b 20 a b 28. a b
5 a b 13 a b 21 a b 29 a b
6 a b 14. a b 22 . a b
7 a b 15, a b 23. a b
b b b

Total Score:



APPENDI X - C

SPEECH GENERALI SATI ON RECORD *

CASE NAME C.R E. NO
Date Situa- Number Number Feelings Percentage
tions of words of words i.e. anxity of words
spoken stuttered +tension or stuttered

confidence

Speech generalization record used to be filled by the subject
on daily basis.

* Based on Perkins (1973b).



Showi ng the Percentage of Stuttering and Syllable per mnute for

APPENDI X-D

each subject under different conditions

After
Therapy

R

SP

RVS

DP

UsT

RPH

BHN

Bl

NRG

7.84

138

23.65

60

18.36

75

11.80

108

1.78

184

10. 44

102

11.79

194

10.51

123

20.58

69

19.90

60

28.94

11.08

174

9.67

103

14.33

178

20.9 14,36

55 &7

7.11 8.2

148 128

0.27 11.02

179 132

8.94 9.87

95 81

4,79 12.63

137 a1

5.86 12.62

179 144

8.65 9.72

133 108

5.96 7.00

193 179

4,02 6.69

119

0.34

147

133

162

136

0.37

134

1.05

143

144

129

131

137

1.07

141

0.89

162

= - 139 127

- - 143 138

= - 146 133

- - 119 108

* - 161 145

- = 0 003’4

= - 163 145

= - 0.22 0

5 - 226 192

- -0 0

- - 158 136

205

197

220

215

175

226

203

185

176

210

218

0.34

160

204

Follow Up

R SP

0 0
257 21
0.45 0
220 248
0.50 0.55
197 172
0 0,38
244 159
0 0.56
175 176



PT AF AT After Follow Up
------------------------- Therapy
$ R S R S R S R S R S
i ~ = = = § B & 6 == =
13 - - - - 129 136 205 195
0 - - - - 0 030 0 0 0
138 - - - - 205 137 215 212 223 200
0.3 - - - - 0 0 0 0 0.8 0.47
40 - - - - 153 150 216 182 225 209
5.06 1.11 0.69 0.61 0.3 10.41 1.04 0.35 0.38 0.71 0.38
90 111 99 102 98 121 122 21 218 280 239
3.7 242 2.57 0.37 0.350.3% 0 0 0 0 0
93 112 118 110 127 149 146 206 204 212 248
5.03 250 3.28 0 0 0.310.38 0 0
113 100 107 110 88 157 133 225 23 - -
11,48 5.73 5.3 0.4 0.47 0 0 0.8 0.7 1.5 1.8
170 122 107 118 120 128 14 248 252 266 222
6.AL L4 126 0 0 0 0 0 0 - -
185 187 108 184 173 187 184 256 237
702 2.3 3.49 0 0 0 0.35 0230092 - -
126 146 148 156 154 169 143 221 219

Subjects  Base line Relax PMR RST
R Sp R Sp R
DAS 2.65 15.09 8.14 10.64 O
188 120 111 108 129
HNS 22.4 26,47 2,22 5.04 0
79 203 170 202
NS 8,34 9.97 2.93 5.96 0.36
124 107 170 143 140
ARH 11,18 13.85 12.23 12.73 5.53
175 142 208  16f 121
APA 30.55 20.74 4.37 3.7 3.13
75 80 126 135 103
BMH 6,29 8.4! 9.13 10.64 4.94
176 118 115 93 126
HCR 15.07 16.69 8.63 10.61 11.50
108 W 439 113 126
KS 3.37 15.95 1.88 10.71 2.74
223 162 212 168 201
HCS 11.58 10,97 6.14 6.98 6.58
146 130 118 136 128
PMR = PROGRESSI VE MUSCULAR RELAXATION
PT = PROLONGATI ON TECHNI QUE
AT = ASSERSSI ON TRAI NI NG

SPONTANEQUS SPEECH

RST = RHYTHM C SPEECH TECHNI QUE
AF = AIR FLOW TECHVI QUE
R = READING





