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Chapter |

Introduction

According to the World Health Organization (WHO, 1997), stuttering is defined
as "disorders in the rhythm of speech in which the individual knows exactly what he
desires to say but at the time is unable to utter because of an involuntary repetition,

prolongation, or cessation of a sound."

Stuttering is characterised by the repetition of sounds or syllables, prolonged
sounds, interjections, broken words, sound blocking, word replacements, or extreme
physical effort required to produce speech. Other coexisting traits may include
grimacing, tremor in the speech muscles, blinking of the eyes, and avoiding words or

circumstances that exacerbate stuttering episodes (Maguire et al., 2012).

In children, stuttering (speech dysfluency) affects 1.4% of people under the age
of 10. Regardless of age, stuttering can happen to anyone, although it is most prevalent
in young children as they learn and develop their language and speech. By the time they
reach adulthood, about 80% of kids with developmental stuttering have overcome it.
Stuttering also occurs in adults which can be termed as acquired stuttering, this happens

because of secondary factors such as stroke, brain trauma or medications.

Between the ages of 24 and 35 months, there is a significant concentration of
onsets in a single year, according to Yairi and Ambrose (2005), which corresponds to
about 60%. Only six months later, at 42 months of age, 85% of onsets over the study
range had already happened, and by 48 months of age, that number had risen to 95%.
Even though children up to the age of six were eligible for this study, only 5% of the
cases were reported to have begun stuttering beyond the age of six (Yairi & Ambrose,

2013). Depending on the time period investigated, the disorder's incidence and



prevalence in the general population can change significantly. Between the ages of two
and four, it is more likely than at any other age that the incidence (only new cases) and
prevalence (those who stutter at the time of the survey) numbers will be close. This is
due to the fact that as new cases arise, previous cases that recover naturally somewhat
offset those (Yairi & Ambrose, 2005). Stuttering is prevalent in all socioeconomic,

economic, cultural, and racial groups to a similar extent.

Stuttering ratios between adult men and women are thought to be at least 4:1.
(Bloodstein & Bernstein Ratner, 2008). Yairi and Ambrose (1992) discovered a 2:1
male-to-female ratio in a population of 87 pre-schoolers with ages ranging from 23 to
75 months. In the sample of 4- and 5-year-old CWS, boys were approximately three
times more prevalent than females. As a result, the sex ratio rises with age, showing
that preschool-aged girls have a higher recovery rate from stuttering than boys do (Yairi

& Ambrose, 2013).

For centuries, stuttering was thought to be caused by tongue or laryngeal
abnormalities. However, treatments that target the tongue or larynx have not
consistently improved stuttering symptoms. The pioneering research of Orton and
Travis, who suggested that stuttering might be brought on by irregular cerebral activity,
indicated a shift in how stuttering was perceived. Currently, it is believed that stuttering
has a physiological cause and is a complex process. According to twin and family
studies, genetic factors are considered to be responsible for between 50 and 80 percent

of occurrences with stuttering (Daniels, 1940).

As young children learn to speak and communicate, they experience

developmental stuttering. It is the most typical type of stuttering. When a child's verbal



expectations are not being met by their speech and language abilities, developmental

stuttering takes place.

Psychogenic stuttering is typically caused by emotional trauma or even
emotional stress. Because psychogenic stuttering does not have a specific age of onset,
it is frequently difficult to diagnose. Furthermore, two people who have experienced

the same or similar trauma may not develop stuttering at the same time.

Neurogenic stuttering is a complicated condition. Neurogenic stuttering's
pathogenesis is not completely known. It is linked to several neurological disorders and
ailments, as well as the usage of specific medications. It might be challenging for
clinicians to distinguish between neurogenic and psychogenic stuttering. Collaboration
between speech therapists and medical professionals, most frequently neurologists, is

usually necessary for treatment(Junuzovic-Zunic et al., 2021).

Non-pharmacologic approaches to stuttering treatment include self-monitoring
of speech to manage stuttering events and symptom reduction rather than elimination.
The goal of treatment in children is to keep confirmed stuttering from progressing to
adulthood. The involvement of family members plays an important role in the
management of stuttering, particularly in children, by providing an environment that
encourages slow speech, giving the child time to talk, and modelling slowed and relaxed
speech. This will help to avoid exacerbating the problem and may provide comfort to a
frustrated child. Stuttering treatment in children focuses on preventing or eliminating
stuttering behaviours. Parental involvement and direct treatment are common features

of therapy.

Adult persons who stutter frequently struggle with a range of affective issues,

including fear, humiliation, anxiety, embarrassment, and even social anxiety (Tran et



al., 2011). Additionally, they frequently struggle with negative behavioural issues
including trying to control stuttering episodes and cognitive reactions like thinking that
stuttering is their fault (Kamhi, 1982). These emotional, behavioural, and cognitive
responses may interfere with how they interact with others and perform at work (St

Clare et al., 2009).

1.1 Need for the study

According to a study by Craig, 1998, 70% of individuals who received treatment
for stuttering reported relapse after successful treatment. The relapse was observed
between 6-18 months post-treatment. This observation calls for a crucial need for long-
term intervention for persons who stutter. Hence the speech-language pathologist must
provide proper guidelines regarding potential relapse in the individuals' dysfluencies

post-treatment.

It is essential to provide guidelines based on the specific age of individuals. For
children who stutter, the role of parents, teachers and friends becomes vital.
Modification in the speaking environment, such as the classroom and home
environment, will help the child to speak better. Including guidelines for changes in the
speaking environment and suggestions for parents and teachers will help children with

stuttering feel included and improve their fluency.

The manual will act as a guide to help persons who stutter to maintain their
fluency after receiving therapy from the speech pathologist. It will provide general
strategies to enhance fluency in different speaking situations. Including a self-
evaluation and self-report scale is beneficial for persons who stutter and for the speech
therapist to evaluate and track the relapse of stuttering. It may also help to identify the

potential triggering factor for the relapse in stuttering. The self-report will aid in self-



monitoring one's speech, which persons who stutter can utilize to maintain their speech

without being monitored by the speech therapist.

There are approximately forty- three million speakers of Kannada, including
speakers outside the native state of Karnataka and there is a dearth of home training
manuals in Kannada language for persons who stutter available to educate parents and
PWS about the rehabilitation measures. Hence, it is imperative to develop a
comprehensive manual for PWS. The guidelines help both individuals with stuttering
and also guide parents /caregivers to work with individuals who stutter effectively in a

natural setup.

1.2 Aim of the Study

The current study aims to develop and validate a home training manual for

persons who stutter in Kannada language.



Chapter 11

Review of literature

Stuttering is a fluency disorder marked by repetitions, hesitations,
prolongations, and audible pauses. The most noticeable symptom of stuttering is
interruptions in the flow of speech, often known as dysfluencies. Stuttering is
characterised by a temporal disturbance in the simultaneous and sequential
programming of muscle actions required to create a speech sound or its link to the next
sound (Van Riper, 1982). Stuttering typically appears in early childhood during

language learning (Van Riper, 1971; Bloodstean, 1981).

According to Starkweather (1980, 1987), many of the characteristics that
influence fluency refect temporal features of speech production. These include pauses,
rhythm, intonation, stress, and rate, determined by when and how quickly we move our
speech structures. As a result, our fluency is governed by our temporal control of the
movements of these components. He also mentioned that the rate of information flow,
rather than only the rate of sound flow, is an essential aspect of fluency. As a result, a
speaker who speaks without hesitation but struggles to transmit information in a timely

and ordered manner may not be called a fluent speaker.

Stuttering is a multifaceted speech condition characterised by frequent
prolongations, repetitions, or blocks of spoken sounds and syllables. It is a prevalent
condition that impacts around 1% of the adult population and is classified as an Axis |

disorder in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition.

Facial grimacing, tremors in the speech muscles, eye blinks, and avoiding words
or situations that aggravate stuttering episodes are two typical symptoms that may

coexist with stuttering.



Developmental stuttering begins in childhood and is the most frequent type of
stuttering. 80-90 percent of developmental stuttering starts by the age of six, and it
affects roughly 5% of children. In around 75% of cases, spontaneous recovery occurs.
Rare occurrences of acquired stuttering exist in adults; however, they are caused by
secondary factors such as medicines, brain trauma, or stroke. Approximately 60% of
children who stutter will have their symptoms resolved by age 16. However, remaining
cases continue into adulthood, and given the importance of communication in a child's

development, treatment of stuttering in children necessitates early intervention.

DSM-V diagnostic criteria for stuttering are as follows.

A. Disturbances in the normal fluency and time patterning of speech that are
inappropriate for the individual's age and language skills persist over time and are

characterised by frequent and marked occurrences of one (or more) of the following:

1. Sound and syllable repetitions.

2. Sound prolongations of consonants as well as vowels.

3. Broken words (e.g., pauses within a word).

4. Audible or silent blocking (filled or unfilled pauses in speech).

5. Circumlocutions (word substitutions to avoid problematic words).

6. Words produced with an excess of physical tension.

7. Monosyllabic whole-word repetitions (e.g., "I-1-1-1 see him™).

B. The disturbance causes anxiety about speaking or limitations in effective
communication, social participation, or academic or occupational performance,

individually or in combination.



C. The onset of symptoms is in the early developmental period (Note: Later-onset cases

are diagnosed as adult-onset fluency disorder).

D. The disturbance is not attributable to a speech-motor or sensory deficit, dysfluency
associated with a neurological insult (e.g., stroke, tumour, trauma), or another medical

condition and is not better explained by another mental disorder.

2.1 Etiology

New research suggests that stuttering has a physiological cause and is a
multifactorial process. According to twin and family studies, genetic factors are thought
to be responsible for between 50 and 80 percent of cases of stuttering. 13 Monozygotic
same-sex twins had much higher pairwise concordance than fraternal twins (63 percent

vs 19 percent, respectively).

Several recent research has focused on determining if stuttering has a genetic
basis. The presence of the C allele at rs6277 in the dopaminergic DRD2 gene was linked
to higher vulnerability to the condition in a study of 112 people. Similarly, gene
deletions and disruptions cause language and speech impairments in a case with a
complicated collection of speech and language difficulties, including stuttering(Petrin
et al., 2010)). Mutations in 3 genes on chromosome 12 have been discovered that affect
the lysosomal targeting process that creates the mannose 6-phosphate signal. Although
the mutations are found in less than 10% of cases of familial stuttering, their discovery

provides new information and direction for future research (Maguire et al., 2012).

A recent case report describes stuttering as a paediatric autoimmune
neuropsychiatric illness associated with streptococcal infections (PANDAS), which has

many of the same clinical symptoms as Tourette syndrome (Maguire et al., 2012). The



theory is that antibodies used to resist streptococcal infection cross-react with the

developing basal ganglia, a brain region implicated in the origin of stuttering.

Recent theories explain causal phenomena of stuttering, including COVERT,
EXPLAN and DIVA. EXPLAN theory states that stuttering and fluent speakers can use
the autonomous model of spontaneous speech production called EXPLAN. The
independent processes of planning (PLAN) and execution (EX) correspond to the
linguistic and motor levels, respectively. Fluency issues can arise when plans are
supplied to the motor system too late due to failures in the regular mode of interaction

between the PLAN and EX processes (Howell, 2004).

DIVA Model (Directions Into Velocities of Articulators) concerns how the
brain transforms desired movement directions into velocities of the articulators and also
describes a computer-implemented artificial neural network (ANN) consisting of
equations for neural activities and synaptic weights. The initiation circuit of DIVA is
responsible for sequentially initiating phonemic gestures within a (typically syllabic)
motor program by activating nodes for each phoneme in an initiation map in SMA. The
SMA initiation map node's activity for the current sound would not be terminated at the
appropriate time if the sensory, motor, and cognitive context for terminating the current
phoneme were not recognised. This would cause a prolongation stutter. The failure to
recognise the context for initiating the next phoneme would cause a block stutter
because the SMA's initiation map node would not be activated at the proper time.
Production of the next phoneme may begin, end prematurely, and then resume if the
initiation signal briefly "drops out,” as in a repetition stutter. According to Postma and
Kolk's (1993) Covert Repair Hypothesis, people who stutter more frequently make
phonological encoding errors that are found and corrected during the monitoring of

inner speech, leading to stuttering-like disfluencies.
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Stuttering has an about 4:1 male-to-female ratio, with females who stutter
considerably more likely to have spontaneous remission as they age. As a result of this
gender disparity, up to 80% of adults who stutter are male. Acquired stuttering is also
possible, although it is considerably less common and usually caused by brain trauma

or medications.

2.2 Associated Symptoms

Dysfluencies are the core of developmental stuttering and are the bare minimum
for diagnosis. The diagnosis depends on the kind of dysfluencies present at the time and
whether they wax and wane over time. However, dysfluencies are not the only aspect
of developmental stuttering. Additionally, it is connected to "anticipatory anxiety" and
secondary motor behaviours. Most people who stutter have these symptoms to varying
degrees, and the most severe forms of developmental stuttering are frequently

accompanied by these associated symptoms, which are discussed further below.

People who stutter may exhibit secondary motor activities in addition to their
dysfluencies. When someone stutters, secondary motor behaviour is an involuntary
movement. Developmental stuttering may be accompanied by motor tics, which are
involuntary skeletal muscle spasms. The muscles of the face and neck are typically
affected by these tics. Muscle spasms in the lower body might occasionally accompany
developmental stuttering. Some people who have developmental stuttering may pound

their feet on the ground or shake their entire body.

Secondary motor behaviours such as eye blinking, lip and tongue tremors, and
disordered breathing are also common. These behaviours are associated with
developmental stuttering and are not medical conditions in their very own right. If a

person stutters and experiences severe muscle contractions, it may appear that he or she
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IS having a seizure or in respiratory distress, which is not true. Muscle contractions are
only one aspect of developmental stuttering, and their severity varies from person to

person.

2.2.1 Anticipatory anxiety

Anxiety related to the fear of stuttering is known as anticipatory anxiety. The self-
perception of communication is closely linked to the fear of stuttering. Even if a person
stutters excessively, he or she will experience less fear and consequently less
anticipatory anxiety if they feel they are communicating clearly and the audience is not
distracted. If they think their stuttering is affecting their ability to communicate,

anticipation anxiety develops.

2.3 Treatment for stuttering

2.3.1 Speech therapy

Speech therapy is the treatment of speech disorders and is usually overseen by a speech
pathologist. Speech pathologists treat developmental stuttering with a variety of
therapeutic approaches. There are so many approaches that it would be impossible to
cover them all in this manual. However, some fundamental tenets and tools of speech

therapy will be discussed.

2.3.2 Strategies to enhance fluency

a) Relaxation

Tension is the main element which precipitates stuttering. The severity of the
stuttering varies on how tensed and stressed a person is. Depending on previous
experiences of PWS, they would have developed a tendency to tense up whenever they

face difficult/demanding communication. By doing this, the fluency of the individual
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will not improve. During a stuttering event, the individual may experience tension in
muscles of the throat, tongue, lips etc. So it is essential for them to practice relaxation.
Although the ability to relax may not produce fluency for most people, for many, it will
make it easier to control the stress that speaking in a difficult situation can bring about

(Turnbull, 2017).

b) Airflow

The usual breathing pattern is modified for speaking purposes. Typically, the inhalation
and exhalation are of equal duration. While speaking, one takes quick inhalation and
speaks on slow exhalation. Generally, one does not stop for a breath in between a
sentence unless the sentence is too big to speak. Taking a deep breath and sustaining it

to regulate the breath stream for easy airflow is required for good speech.

c) Slow rate of speech

In order to maintain fluency, speaking slowly is crucial. When the speech rate is high,
one becomes stuck because their speech muscles are tensed. The speech rate has been
adapted since a child first started speaking. The key to achieving good fluency is to
speak at a slower pace that does not hinder communication but is still comfortable for

the speaker

d) Soft contacts

Many older individuals with stuttering would have developed a habit of producing the
initial sound or syllables of a word or sentence with great difficulty. This is caused by
making "hard contact with the lips, tongue or palate. E.g. closes the lips so tightly for
uttering /p/ in "pen" that it is difficult to release is to produce 'en’. Some do it on one or
two sounds, and others may do it on most of the sounds. Negative experiences increase

tensions; this might happen with more and more sounds and for longer durations. This
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will severely affect the communication process in that they cannot proceed further in

speech.

Hence it is essential to learn to adapt to 'soft contact'. For this, it is necessary to analyse
the stuttering blocks and note down the sounds and syllable on which one make hard

contact.

e) Easy onset

Easy onset is a fluency technique developed following research on laryngeal function.
Several studies suggest that adults who stuttered had difficulty coordinating respiration
and phonation when initiating speech (Turnbull, 2017). When carrying out easy onset,
the individual is encouraged to start an utterance with a small amount of exhaled air,
and then the sound of the first word follows effortlessly. Thus the speaker breaks down
the start of the speech into its constituent parts rather than attempting to coordinate

respiration, voice production and articulation simultaneously.

f) Overcoming secondary behaviours

Raising the eyebrows, blinking, closing the eyes, flaring nostrils, twitching, head jerks,
abnormal hand or leg movements etc. are adopted by some individuals with stuttering
unconsciously to get rid of speech blocks, these over a period of time get stabilised to
call more attention to itself than the actual speech blocks. Observing and noting down
the secondary behaviours exhibited during various speaking situations helps tackle each
unwanted behaviour. It is essential to know about the secondary behaviours and how
they do not help in any way to improve speech production, taking one unwanted
behaviour at a time and trying to speak without it in a different speaking situation such
as reading, narration and during a conversation. Monitoring of such behaviours can be

done by family members, friends and persons who stutter.
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2.4 Relapse from stuttering

Although treatment of stuttering has shown significant improvement in fluency
and has been reported to generalise to other non-clinical settings (A. Craig, 1998a);
however, the improvement in fluency achieved after successful treatment will remain
intact for the period of six months (Andrews et al., 1980). In a study (A. Craig, 1998a)
on 152 individuals who received stuttering treatment, 70 % of them reported relapse 6-
18 months post-treatment. The study also revealed that negative emotions were more
likely to precede a relapse and the relapse itself was more stressful. These individuals
who believed to have relapsed after treatment were three times more anxious than ones

who believed they had not experienced a relapse.

2.5 Home training for persons who stutter

Due to the high incidence of stuttering even after successful treatment, it is
essential to educate persons who stutter and parents of children who stutter on relapse
after the treatment. It is also crucial to suggest general strategies to improve fluency,
self-evaluation and self-reports that will aid not only the persons who stutter and also
the professionals in tracking the speaking situation and frequency of dysfluencies in

these individuals.

On the same note, it is vital for a communication partner, family members,
friends and teachers to know about stuttering, the probable cause and characteristics,

and general instructions on communicating with a child or adult who stutters.

A study done on individuals post-treatment to check for relapse of stuttering
illustrates that self-report data can be clinically helpful. The result of the study suggests
that long-term fluency control is a realistic goal for intensive treatments in the clinical

setup, it also suggests that the same information can be used when counselling clients
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about relapse. Suppose the client understands that relapse is not a final affair and that
most recover, in that case, this should facilitate clinical support, enhance motivation
and commitment, and perhaps reduce feelings of hopelessness (A. R. Craig & Hancock,

1995)

Self-therapy for the Stutterer by Malcolm Fraser offers advice on how to stop
postponements, avoidances, and secondary symptoms as well as how to analyse
stuttering and maintain eye contact with listeners. The book contains informal lay
language throughout the monograph to make its contents more understandable to the
unsophisticated reader. The information, advice, and management strategies presented
in this manner are enhanced by citations from a number of renowned stuttering

therapists that are included in the accompanying footnotes (Fraser Malcom, 2010).

The book does not give information about basic understanding of stuttering,
such as speech characteristics of stuttering or how it varies during different situations.
It also does not address Children and Adults who stutter separately. The environmental
modification that will aid a child in improving his speech and guidance for parents and

teachers are not available.

"Sometimes | just stutter™ is a book written by Eelco de Geus which was later
translated to English by Elisabeth Versteegh-Vermeij. This book is primarily intended
for children who experience emotional reactions to stuttering. This can appear as a
struggle or avoidance behaviour or as an external expression of negative feelings and
thoughts associated with talking. Because it is often difficult to assess a child's true
feelings and thoughts, observing behaviours like struggle and avoidance may help to
understand how they feel about their speech (Versteegh-vermeij, 2011). The book

contains line drawing that illustrates different emotions of persons who stutter. It is
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written in simple language and is intended for children between the ages of 7 to 12. It
provides small case studies in the form of story stories which motivates the children to
understand that stuttering can be treated with the help of the right professional service

and also with the help of those around them.

The book has only focused on children between the ages of 7 to 12. It does not
give information about the probable cause of stuttering, speech characteristics or how
the child's fluency varies across different speaking settings. It also does not talk about
the potential relapse that can happen after successful therapy. The book is mainly
intended to provide children who stutter with emotional support and a feeling of

belongingness in society.

"Advice to those who stutter” is a book edited by Stephen B Hood. The
chapters in the book are contributed by 23 people who had personally experienced a
significant problem with stuttering. Every article in this book was written by men and
women who stutter makes it unique and unusual. Each of them understands what it was
like to experience the fear, anxiety, and hopelessness that often befalls people who
stutter. They are aware of the issue. In addition, all of the authors of these articles are
currently or have previously been speech pathologists; this implies that they have prior
experience and are trained in helping others with their communication difficulties; they
have written these articles to assist the readers in dealing with their stammering

(Stephen, 2008).

The language used in the book is simple to comprehend. It talks about general
strategies that can be used by persons who stutter and how they can improve their

fluency if and when there is a relapse in their stuttering behaviour. It contains examples
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of case studies from the authors' own experience on how they could tackle situations

that carried stress and anxiety.

The book also suggests that modifying one's attitude toward stuttering can lead to a
successful outcome. The book addresses the problems of both adults and children who
stutter. However, the book does not give guidelines for parents of children who stutter,
which is crucial in developing a child's speech. It also does not focus on environmental
modifications that will aid the child who stutters in improving his or her fluency in the

developing stage.

Hence there is a need for resource material that addresses both children and
adults who stutter by providing them with general strategies to maintain fluency after
receiving speech therapy. It should also provide guidelines for parents, teachers and
other communication partners about stuttering and suggestions to create a better

speaking environment for persons who stutter.
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Chapter 111
Method

3.1 Objectives of the study

The present study aims to develop a home training manual on stuttering in Kannada
that provides guidelines for persons who stutter, parents and teachers. The specific

objectives of the current study included.

e Compilation of information regarding stuttering with appropriate picture
illustrations.

e Development of a home training manual for children and adults who stutter with
appropriate images and instructions.

e Compilation of information for counselling of parents and teachers.

e Validation of the developed manual by SLPs, adults who stutter and parents of
children who stutter.

The preparation of the home training manual was done in three different phases.

Phase 1: Literature Review and Planning of the framework of the manual

Phase 2: Content Validation of the framework of the manual

Phase 3: Compilation and finalising the manual

3.2 Phase 1: Literature Review and Planning of the framework of the manual

3.2.1 Step 1: Identifying the keywords

A literature review was done on the main areas which are essential for stuttering
intervention. The literature review was done using keywords like early intervention,

incidence and prevalence, probable causes, strategies to enhance fluency, probable
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factors for relapse of stuttering, parent counselling, and strategies to follow in fluency

shaping and stuttering modification.

3.2.2 Step 2: Review of literature in Journals, Books and Internet resources

Once the keywords were finalised, using the keywords, journal articles,
dissertations, books and internet resources for the intervention of stuttering were
identified. Books such as Self-therapy for the stutterer (Fraser Malcom, 2010),
Sometimes | stutter (Versteegh-vermeij, 2011), Advice to those who stutter (Stephen,
2008). Understanding stuttering (Lavid & Nathan, n.d.) were referred and articles that
explicitly talk about treatment of stuttering, relapse of stuttering, parent counselling and

tips for children who stutter and adults who stutter was referred.

Articles such as Overview if the Diagnosis and Treatment of Stuttering
(Maguire et al., 2012), The need for self-report data in the assessment of stuttering
therapy efficacy (Guntupalli et al., 2006), Maintenance of fluency (Boberg et al., 1979),
The problem of relapse in stuttering (Kamhi, 1982), Relapse following treatment for
stuttering (A. Craig, 1998), Long-Term Follow-up of Self-Modeling as an Intervention

for Stuttering (Bray & Kehle, 2001) were referred.

Links and sites which provide reliable information regarding general
information about stuttering and strategies that can be followed to enhance fluency was

referred.



20

3.2.3 Step 3: Preparation of content of the Home Training Manual

A framework for the manual was prepared in Kannada language where the
index of the manual contains the topics mentioned below with appropriate picture

illustrations taken from sources such as Canva and Google.

e What is fluency

e What is stuttering

e How to identify stuttering

e Probable cause of stuttering

e Speech and behavioral characteristics of PWS

e General strategies to enhance fluency

e Self-assessment tools

e Counselling for parents of children who stutter
e Counselling of communication partners of PWS

e Success stories of PWS

3.3 Phase 2: Content validation of the framework of the Manual

The compiled framework was sent to three experienced speech-language
pathologists (SLPs) for validation. The SLPs were requested to contribute based on
their clinical and research expertise in the domains of information given in the manual
and the comprehensibility of the manual. The manual was also validated by five adults
who stutter and parents of children who stutter. The content validation was done by
using the adapted version of the feedback form which was prepared for Manual for
Adult Aphasia Treatment (Goswami et al, 2010). Relevant questions for the present

manual were chosen and were given for content validation.
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3.3.1 The content validation was provided for the following parameters

e Simplicity: Is the content of the manual simple to understand?

e Familiarity: Does the manual's information contain familiar words?

e Pictures: Are the pictures in the manual appropriate in terms of size, colour, and
dimension and appear representational?

e Volume: Is the overall manual appropriate in size?

e Relevance: Whether the information given in the home training manual relevant to
your (/your child's) condition.

e Accessibility: Is the manual user-friendly for adults who stutter, parents of children
who stutter and teachers?

e Generalization: Can the information provided in the manual be generalized to
persons with stuttering, parents of children with stuttering, teacher and the public?

e Scope of Practice: Is the manual within the profession's scope of practice and
within the personal scope of practice?

e Scoring Pattern: Is the scoring pattern for self-assessment followed in the manual
applicable?

e Publications, outcomes, and developers (Professional Background): Is there
any other resource material similar to this test material which you are aware of?

The responses are marked on a 5-point rating scale, where 1 = very poor, 2 = poor,

3 = fair, 4 = good, 5 = excellent.

3.4 Phase 3: Finalizing the content

Based on all the three SLPs’ suggestions and modifications, appropriate

pictures, simple sentence structure, activities, counselling tips to parents and teachers
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were provided and implemented in the resource material. Suggestions from the adults

who stutter and parents of children who stutter were also considered.
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Chapter 1V

Results and Discussion

The primary aim of the study was to prepare a home training manual for persons
who stutter in the Kannada language. The study also aimed to educate parents, teachers
and the public about stuttering. The content in the manual included information
regarding different aspects of fluency disorders and general guidelines that parents and
teachers can follow to create a better environment for persons who stutter. It also
contained general strategies to be followed by persons who stutter that will aid them in

maintaining their fluency after receiving speech therapy.

4.1 Phase I: Development of a home training manual for persons who stutter in

Kannada language - pre final phase

The home training manual was written in simple language. The information in
the manual was compiled from various sources, including books and articles. The
manual included a total of 20 images sourced from sites such as Canva and Google.
The manual's content was written for parents of stuttering children, teachers, and adults
who stutter. The content was supplemented with picture illustrations for better
understanding. The pictures were relevant for the content and also culturally
appropriate. The manual starts with information on stuttering and ends with success

stories of famous personalities who have or had stuttering.

The manual is divided into sections that explain about stuttering, its

characteristics, and guidelines for parents and teachers, self-assessments, and so on.

Details in the manual are as follows
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a) What exactly is stuttering?

This page explains what fluent speech is and when it is considered as dysfluent.
This understanding is supplemented by an example of how it takes visible effort to

speak when a person stutters.

b) Stuttering-related speech and non-speech symptoms

This section describes the characteristics of stuttering. It contains information
on key stuttering characteristics such as prolongation, repetition, and blocks. Picture
illustrations and examples were used to understand the key features of stuttering. Each
key stuttering feature was demonstrated with an example. Anticipatory anxiety and fear
while speaking experienced by the person who stutters are mentioned. It also discussed
secondary behaviours such as eye blinking, facial grimaces, and head, hand, or leg

movement.

The information about stuttering and its related symptoms will help to
distinguish the individual's speech problem from other communication disorders. They
would gain a better understanding of stuttering. The knowledge would help them share
their viewpoint and discuss their issues with other PWS, allowing them to reach the
appropriate professional. It also allows other communication partners like family,

friends and teachers to understand the disorder.

¢) How and when does stuttering begin?

This section provides information about the development of fluent speech, the

onset of stuttering and other cognitive functions in children. It discusses how 80 %
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outgrow from disfluencies which are displayed during the early stages of learning to
speak. At the same time, few persist with dysfluent speech, where the frequency of
disfluencies increases, and also development of secondary behaviours as a result of

increased awareness of one's own speech.

The age of onset of stuttering is crucial in understanding the nature of stuttering.
Children whose stuttering frequency and severity is not decreasing over a year after
onset is at more risk of persistence.(Guitar, n.d.) Hence it is essential for parents to
identify the stuttering behaviour at the earliest and seek assistance from speech
pathologists. Sudden onset after psychological trauma, mainly if onset is in late

adolescence or adulthood, may indicate psychogenic stuttering

d) Causes of stuttering

CALMS model was used to explain the causes of stuttering in simple terms. It
focuses on how stuttering is a multifactorial disorder. It describes how stuttering is
influenced by motor issues, how people think and feel about themselves and their

stuttering.

The section talks about how an individual's cognitive, motor, linguistic, and
social messages will impact the thoughts, perceptions, feelings, and attitudes regarding
the communicative experiences in which one engages. All five components will
uniquely combine in individuals to have variable degrees of influence on the frequency,
type, and duration of stuttering. The genetic basis of stuttering is briefly discussed.
There is information on acquired stuttering, which occurs after brain damage or while

recovering from any disease.

Due to outdated or incorrect information, many parents feel bad about their

child's stuttering. They might have heard an explanation that is no longer true, or they
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might have received inaccurate information from a well-intentioned but misinformed
friend or relative. Such parents then place the blame for some supposed misdeed on
themselves. They require accurate information about the nature of stuttering. Thus it is
essential to provide knowledge on possible causes of stuttering. Knowing what causes
stuttering will improve our chances of modifying and possibly even preventing

it.(Guitar, n.d.)

e) Development of stuttering

The importance of parents, teachers, friends and other communication partners
in speech development are discussed. The speech subsystem's critical functions in
producing fluent speech are described. The communication demands that every child

confronts as he enters are noted.

An example of a child being bullied at school, which has a significant emotional impact,

and how it affects the child's confidence in speaking in various situations are provided.

The details of the occurrence of fear and anxiety caused by the response of the
communication partners that affect the child's fluency and that last in into adulthood

are also mentioned.

A child's treatment plan is determined by his developmental level of stuttering,
and each advance in level requires new components in treatment. The demands of
language acquisition, ineffective speech-motor control abilities, interpersonal stress
associated with growing up in a typical family, and threats to security from occurrences
like relocation, family breakup, or hospitalisation are some factors that contribute to
increases in normal disfluencies. Disfluencies may also increase under the ordinary

daily pressures of competition and excitement while speaking. Hence it is vital to
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understand the role one plays in the child's speech and language development which in

turn affects the child's fluency.

f) What are the characteristics of stuttering?

Variations in the frequency of dysfluencies were discussed in relation to
different people and speaking environments. Speaking to a stranger, talking on the
phone, or speaking in front of a group or a large audience are some examples of
situations during which stuttering may worsen. Similarly, situations where the
frequency of stuttering is relatively low, such as speaking to a younger group of people,

talking to pets, or practising the speech in front of a mirror, are provided.

g) Intervention of stuttering

The importance of identifying stuttering as early as possible and seeking
treatment from a speech-language pathologist are discussed. There is information
provided concerning normal non-fluency during a child's development stage. The
significance of correct and effective environmental speech stimulation provided by

parents, teachers, and peer groups on a child's fluency is discussed.

The nature of intervention ranges from observing a child's stuttering to assisting
parents in altering their communication styles to, if necessary, directly working on the
child's stuttering behaviour. Treatment strategies for achieving these objectives may
involve techniques for reducing the frequency and severity of stuttering and secondary
behaviours, decreasing unfavourable emotions and thoughts that hinder fluency,

improving communication skills, and creating environments that support fluency.

The majority of stuttering treatment for children between the ages of 2 and 3 is
indirect because it focuses on reducing stress and improving fluency in the family

environment rather than directly treating the child's speech. The initial goal is to lessen
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the family's anxiety, comprehend their feelings, and assist them in changing a few

specific aspects of the interactions between the family and the child.

When the family members find ways to facilitate the child's fluency they gain
self-assurance in their capacity to bring about change and are able to take on long-term
responsibility for the child's fluency. If this is inefficient, the speech
pathologists will work directly with the family to improve the child's speech. When
the indirect therapy is ineffective in reducing stuttering after six weeks, or if the child's
stuttering proves to be more advanced than initially thought, aid from a speech
pathologist becomes crucial. . (Gottwald & Starkweather, 1995) To conclude, it is
essential for parents, friends and others to know about the intervention of stuttering,
when to seek assistance from professionals and also to understand the vital role they

play in enhancing fluency in children who stutter

f) Guidelines for parents of children who stutter

Do's and Don'ts for parents of children who stutter are provided in the manual
that helps them to understand what circumstances in the daily speaking environment
are aiding the child's fluency and what does not. Don'ts are described at the beginning,
including environmental stress and demanding to speak in stressful conditions, such as
confronting a stranger and speaking in front of the class. The manual also provides
suggestions for parents to help the child to speak smoothly. For example, discussing
the issues he is facing while talking to his teachers and friends, giving him time to finish
his sentence, encouraging him to speak slowly and creating a positive environment at

home.

Bloodstein (1987) reported that a sizeable proportion of the parents of children

who stutter appear to be, in varying degrees, demanding, over-anxious, or perfectionist
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in their child training practices. In some families, additional environmental factors like
the frantic pace of life at home, stressful life circumstances, and the manner in which
other family members communicate may need to be modified. Parents can follow
simple approaches at home, such as listening to the child, reducing speech rate at home,
providing positive comments and asking fewer questions on the days when the
frequency of stuttering. These changes will help create a friendly environment for the

child where he does not feel threatened or obligated to speak fluently.

h) Guidelines for teachers

A child spends most of his time in school, and speaking demands are also high.
It becomes crucial to educate teachers about stuttering and how they can help the child
who stutters. The manual contains a few points they can consider while confronting a
child who stutters, for example, encouraging the child to speak slowly using general
techniques such as breathing and relaxation. It also provides information on emotional
stress and anxiety that a child goes through in speaking under stressful conditions. The
manual provides suggestions to teachers, such as giving the child ample time to speak
out his thoughts, creating awareness about the disorder among classmates and creating
a positive environment in the classroom. Engaging the child in activities that do not
demand speaking is advised on the days when the dysfluencies are more. It also helps

the teacher to create awareness among the peers group

Teachers are encouraged to support the child during oral recitations, give him
the same speaking opportunities as other kids, and support the class as a whole in
cultivating effective speaking and listening skills. They play an essential role in
creating an environment that accepts the child regardless of his progress with speech,

thus helping him feel free to work on his speech with the other outcome of facilitating
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change. The information provided to teachers on stuttering will also help to reduce
classroom teasing and bullying of the child with stuttering. The teacher should explain
that the teasing is affecting the stutterer's speech negatively and it has to stop

immediately.

1) General strategies for persons who stutter

This section offers general fluency-enhancing strategies that a person with
stuttering can utilize to maintain fluency after receiving therapy from the speech-
language pathologist. The manual discusses relaxation techniques, breathing exercises,
reducing speech rate, soft contact of articulators, phonological encoding and
prolongation. It also discusses strategies to reduce avoidance and secondary behaviours
by receiving feedback from friends and family and also by self-evaluating own video

recordings of speaking about different topics.

The manual also includes self-evaluation scales for a variety of speaking
situations, such as reading tasks, narration, speaking to strangers, speaking on the
phone, etc., that can be used by persons who stutter to monitor their behaviour over the

course of the week.

After the completion of therapy, it is important for persons who stutter to
remember the strategies and guidelines that was provided during therapy sessions. This
manual will act as a tool to maintain the fluency in a non-clinical set up. The self-
evaluation scale that are provided in the manual will help in tracking the stuttering
behaviours and to self-monitor their speech. Improvement and decline in fluency can

be understood by such self-evaluating scales.
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4.2 Phase I1: Content validation of the developed manual

4.2.1 Quantitative Validation by speech language pathologists.

Three speech-language pathologists (SLPs) rated the developed manual using a
feedback questionnaire adapted from the Manual for Adult Aphasia Treatment

(Goswami et al., 2010)

Table 1

Ratings of SLPs for home training manual for persons with stuttering

S| Parameters Very Poor  Fair Good Excellent
No. Poor
1 Simplicity - - - 1 2
2 Familiarity 1 2
3 Pictures 1 1 1
4 Volume 1 1 1
5 Relevance 1 2
6 Accessibility 1 2
7 Generalization 2 1
8 Scope of 2 1
practice
9 Scoring pattern 3 0
10  Publications No

(3 judges-SLP)

Table 1 shows that two professionals rated the manual "excellent" for

simplicity, familiarity, relevance, and accessibility.
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One SLP rated "excellent” for the parameters of pictures, volume,
generalization and scope of practice. Three SLP rated "good" for the scoring pattern.
Two rated "good" for generalization and scope of practice. One SLP rated "good" for

simplicity, familiarity, pictures, volume, relevance and accessibility.

One SLP rated "fair for the picture and volume. All three judges were unaware
of any publication, outcome and developers related to the home training manual for
persons who stutter in Kannada language. Two out of three judges were aware of the
publication of self-therapy manual on stuttering however they required modifications

in terms of content.

According to the findings, speech-language pathologists are confident that the
manual is easy to understand, contains well-known words, and has the right amount of
text and pictures. Additionally, they gave favourable reviews one accessibility of the
manual by persons who stutter and other communication partners and the self-
evaluation manual's scoring system. SLPs were unaware of any Kannada-language
home training manuals that had been published. However, they were aware of the
Kannada self-help material offered by the Department of Clinical Services, AlISH,

which was created in 2000 but requires revisions.

Speech-language pathologists validated the content of the manual to make sure
it includes all the information users might need about stuttering and leaves out no vital

details.
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4.2.2 Quantitative Validation by parents of children who stutter

Five parents of children who stutter rated the developed manual using a
feedback questionnaire adapted from the Manual for Adult Aphasia Treatment

(Goswami et al., 2010).

Table 2

Ratings of parents of children who stutter, for home training manual for persons with

stuttering
S| Parameters Very Poor  Fair Good Excellent
No. Poor
1 Simplicity 2 3
2 Familiarity 1 4
3 Pictures 2 3
4 Volume 3 2
5 Relevance 1 4
6 Accessibility 5
7 Generalization 1 4
8 Scope of practice 3 2
9 Scoring pattern 4 1
10  Publications No

(5 judges)

Table 2 reveals four parents of children who stutter rated "excellent” for
familiarity, relevance, and generalization. Five parents graded "excellent" for

accessibility. Three parents graded "excellent” for simplicity and pictures, and two



34

parents graded "excellent” for volume and scope of practice. One parent graded

"excellent"” for the scoring pattern.

Two parents rated the simplicity and picture as "good". Three parents graded
"good" for volume and scope of practice. Four parents graded "good" for the scoring

pattern. One parent graded "good" for familiarity, relevance, and generalization.

All the five parents who participated in the content validation were not aware
of any published material related to the home training manual for persons who stutter

in Kannada language.

The analysis of results obtained from parents of children who stutter indicated
that most of the parameters, including appropriate picture illustrations, the familiarity
of words, user-friendliness, relevance for the clinical population and scoring pattern,

were given "excellent” or "good" ratings by the parents of children who stutter.

The developed manual was validated by the parents of children who stutter in

order to gauge its usefulness and determine whether it serves its intended purpose.

4.2.3 Quantitative Validation by parents of children who stutter.

Five adults who stutter rated the developed manual using a feedback questionnaire

adapted from the Manual for Adult Aphasia Treatment (Goswami et al., 2010)
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Table 3

Ratings of adults who stutter, for home training manual for persons with stuttering.

S| Parameters Very  Poor Fair Good Excellent
No. Poor

1 Simplicity 2 3
2 Familiarity 1 1 3
3 Pictures 3 2
4 Volume 3 2
5 Relevance 2 3
6 Accessibility 1 4
7 Generalization 1 1 3
8 Scope of practice 4 1
9 Scoring pattern 1 3 1
10  Publications No

(5 judges-AWS)

Table 3 contains ratings given by adults who stutter for different parameters.
The rating results revealed that three adults who stutter rated as "excellent™ for
simplicity, familiarity, relevance and generalization. Two adults graded "excellent™ for
pictures and volume. Four individuals rated "excellent™ for accessibility, and one rated

"excellent" for the scope of practice and the scoring pattern.

Further, two adults who stutter graded "good" for simplicity and relevance.
Three adults who stutter rated "good" for pictures, volume and scoring pattern. Four
adults who stutter rated "good" for the scope of practice, and one rated "good" for
familiarity, accessibility and generalization. One adult with stuttering graded "fair" for

familiarity, generalization and the scoring pattern.
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The analysis of results obtained from adults who stutter indicated that the
manual is simple to understand and contained familiar words had appropriate picture
illustrations and was relevant to their speech problems and was user-friendly. It showed

that the manual's content was satisfactory.

The table also shows that all five adults who stutter who participated in content
validation were not aware of any published material "good" related to the home training

manual for persons who stutter in Kannada language.

The content validation was done by adults who stutter to understand the
manual's efficiency and usefulness. As the developed manual was intended to help
persons who stutter, the content validation done by the adults who stutter tells us

whether the information provided in the manual is useful or not

4.3 Qualitative Validation

The home training manual for persons who stutter was evaluated by three
speech-language pathologists (SLPs) who are fluent in Kannada. They made content-
related comments and recommendations, which were later incorporated into the

manual.

The SLPs advised to include culturally appropriate images and rephrase a few
sentences to improve comprehension. The judges suggested including images that were
appropriate for the content, such as soft contact between articulators and the
significance of the speech subsystem. SPLs recommended making separate guidelines

for teachers and parents.

Success stories about famous personalities were not included in the manual's unedited

version, but they were added after SLPs suggested it during the content validation.
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The pre-finalized manual was distributed to five parents of stuttering children
and five adults who stutter. After reading the manual, the recipients offered some
feedback, noting that the volume was appropriate and not time-consuming to read, the
sentences and concepts explained in the manual were simple to comprehend, and the

words used were words they were already familiar with.

The guidelines and suggestions for parents and teachers about stuttering
received positive feedback from the parents of children who stutter, allowing them to
gain a better understanding of stuttering and learn how to interact with stuttering
children. They also appreciated the picture illustrations that were provided in the

manual to facilitate understanding.

The scoring pattern for self-evaluation provided in the manual was unclear for
adults who stutter in the unedited version, but it was later clarified. They appreciated
the visual representation of stuttering symptoms and other people's reactions toward
a person with stuttering, which provides readers to understand the condition better and

creates a better speaking environment for persons who stutter.

4.4 Phase I11: Finalized home training manual for persons who stutter in Kannada

The manual was completed following quantitative and qualitative validation by
three SLPs, five parents of children who stutter and five adults who stutter. The manual
presently includes the modifications and advice suggested by the judges including three
groups. The finalised Kannada-language home training manual for people who stutter

is available in Appendix I (28 pages).

The progress of treatment as a whole relies greatly on the therapists'
responsibility to educate parents about stuttering. Stuttering has historically been the

subject of incredible misconceptions, many of which persist today. For this reason, the
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manual includes information on what stuttering is, signs of stuttering, onset, and myths
and facts related to stuttering. It's crucial to distinguish between stuttering and non-
stuttering aspects. Parents are understandably perplexed and confused because they
don't know what to believe or what to disregard. Parents can better assess new
information and form their own opinions about their child's stuttering by being given

informational materials and talking about a model of stuttering (Cook & Rustin, 1997)

The manual contains information on the different types of disfluencies,
duration and frequency, and other instances of normal disfluencies. It also
includes information on stuttering with specific to a particular sound, word, or
situation. This is attributable to the fact that this is critical to cultivate an objective
attitude toward stuttering, which makes it possible to talk about it with more emotional
detachment. As their thoughts are drawn to more objective aspects of the disorder,
focusing on specific, discrete behaviours helps to lessen parental anxiety and fears

(Gottwald & Starkweather, 1995)

The manual also includes advice on reducing family members' rate of speech,
avoiding fluency-demanding situations and too many complex sentences, and giving
time pressure. The pace of speech in many homes reflects this rapidity. These factors
can be controlled, but it may be best for the stuttering child to establish "relaxed zones"

with a slower pace and softer speaking voices (Ratner, 2000).

Predictable cues, known as antecedents, influence or elicit certain behaviours,
ideas, or emotions. Developing the ability to recognise antecedents through self-
observation is crucial for self-regulation because it can result in strategies for altering
those cues. . For example, antecedents that lead to increased stuttering are usually

speaking situations associated with communicative pressure (e.g., speaking to authority
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figures). As mentioned in the home training manual, structured diaries will make it

easier to recognise these cues.

The systematic observation and recording of one's actions, thoughts, or
emotions are known as self-monitoring. It is critical to understand that self-monitoring
occasionally has a reactive effect. In other words, systematic self-observation and
recording can lead to positive behavioural changes, such as a reduction in stuttered
speech. Self-monitoring alone will typically not be enough to encourage any long-

lasting changes, though.

Self-monitoring plays two crucial roles in effective self-regulation. First, it
provides a solid foundation for accurate self-awareness, which in turn influences the
choice of goals in a more strategic way—especially when those goals change frequently
throughout treatment. Second, it provides the framework for self-evaluation, allowing

the client to track their progress toward their objective (Finn, 2003).

The necessity of including famous personalities who stutter or have stuttered is
also of utmost significance. Parents of stuttering children frequently express concern
about their Kids being teased and made to feel uncomfortable because they are different.
When accurate, impartial information is withheld, many fears and worries are only
made worse. Only after the reality of a situation is understood can coping begin. By
allowing parents to speak with the parents of other clients, joining a support group, and
even identifying adults who have succeeded in life despite their stuttering, it is possible

to paint a picture of a realistic outcome (Rentschler, 2011).

To conclude, the developed home training manual for persons who stutter in
Kannada language will aid parents, teachers, and others in understanding stuttering and

its characteristics. It provides suggestions and guidelines to parents and teachers to
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create a better speaking environment for children who stutter. The developed manual
also indent to deliver strategies that persons who stutter can follow and maintain fluency

after receiving therapy from the speech-language pathologist.
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Chapter V

Summary and Conclusion

The present study aims to develop a home training manual on stuttering in
Kannada that provides guidelines for persons who stutter, parents and teachers. The
developed manual was validated both qualitatively and quantitatively by speech-

language pathologists, parents of children who stutter and adults who stutter.

The pre-finalized manual was developed after a literature review and planning
of the framework of the manual, the manual was prepared based on the framework
planned and further, it was given for content validation by a total of thirteen judges,
which included three speech-language pathologists, five parents of children who stutter
and five adults who stutter. The final manual was developed based on the judges’

comments, suggestions, and ratings obtained during content validation.

The content in the manual included information regarding different aspects of
fluency, stuttering, and general guidelines that parents and teachers can follow to create
a better environment for persons who stutter. It also contained general strategies to be
followed by persons who stutter that will aid them in maintaining their fluency after

receiving speech therapy.

It is essential to provide guidelines based on the specific age of individuals. For
children who stutter, the role of parents, teachers and friends becomes vital.
Modification in the speaking environment, such as the classroom and house, will help
the child to speak better. Guidelines for changes in the speaking environment and
suggestions for parents and teachers will help children with stuttering feel included and

improve their fluency.
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Self-evaluation and self-report scales are beneficial for persons who stutter and
for the speech therapist to evaluate and track the management of fluency. It may also
help to identify the potential triggering factor for the relapse in stuttering. The self-
report will aid in self-monitoring one's speech, which persons who stutter can utilise to

maintain their speech without being monitored by the speech therapist.

The manual was completed following quantitative and qualitative validation by
three SLPs, five parents of children who stutter and five adults who stutter. The manual
presently includes the modifications and advice suggested by the judges, including

three groups. The finalised manual includes ten sections that are listed below

1) What is stuttering?

2) What are the characteristics of stuttering?

3) When and how does stuttering begin?

4) Probable cause of stuttering

5) Speech and behavioural characteristics of PWS
6) Development of stuttering

7) Treatment of stuttering

8) Counselling for parents of children who stutter
9) Guidelines for teachers on stuttering

10) General strategies to enhance fluency

11) Self-assessment

12) Success stories of PWS

The manual also consists of appropriate picture illustrations and images for
better understanding. The finalised Kannada-language home training manual for people

who stutter is available in Appendix I.
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To sum up, this manual was developed as a supplement to help people who

stutter continue to speak fluently after receiving therapy from a speech-language

pathologist. We hope that clinicians extensively use this manual to guide adults and

parents of children who stutter with strategies they can use outside of the clinic to

maintain their fluency

5.1 Implications of the study

It is beneficial for SLPs to provide home training guidelines based on the specific
age of individuals who stutter during discharge from speech therapy.

The parent would be well aware of the treatment strategies appropriate for their
children, which would improve the child's prognosis.

It serves as a guide for persons who stutter and for the speech therapist to evaluate
and track the maintenance of fluency.

It may also help to identify the potential triggering factor for the relapse in
stuttering.

Serves as an aid for the communication partner (friends/colleagues/family

members) to create a better speaking environment for PWS.

5.2 Limitation of the study

The manual should only be used following therapy by a speech-language
pathologist.

The manual is in Kannada and thus may be helpful only for literate stuttering clients and
their families. It is also inaccessible for individuals of other languages.

Picture illustrations used in the manual are not original; they were obtained from a
number of online sources, which are acknowledged in the appropriate places.
Although the manual is well attempted to offer a comprehensive manual for self-therapy,

it may not satisfy the needs of all PWS because it is known that they exhibit a wide
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heterogeneity in their characteristics. Hence for some clients, the manual may only serve

as a rudimentary guide.

5.3 Future directions

e Similar manuals can be developed in other Indian languages.

e More examples with picture illustrations can be provided for each section of the
manual.

e The images provided in the manual can have individualized original pictures or can
be drawn appropriate to the content.

e Field texting can be done on a larger number of persons who stutter using
questionnaires.

This home training manual was proposed to help persons with stuttering maintain

speech fluency after receiving therapy from a speech-language pathologist. This

manual was prepared based on the best knowledge of literature, clinical evidence and

reports. The manual sections were well understood by five PWS and five parents of

CWS and approved for its content by three experienced speech-language pathologists.

Thus, this manual is expected to be useful for PWS.
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HOME TRAINING MANUAL FOR PERSONS WHO STUTTER IN
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Il MSc (Speech-Language Pathology)
Roll number: 20SLP028

Guide
Dr. Sangeetha Mahesh
Associate Professor, Head
Department of Clinical Services
AIlISH, Mysuru

All India Institute of Speech and Hearing
Manasagangothri, Mysuru — 570 006

Note: The manual should only be given to persons who stutter and parents of
children who stutter who had availed therapy by the speech-language pathologist
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