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Beginning of Semester Checklist

Gary J. Rentschler, Ph.D.
Clinical Instructor

Student Clinician: Semester:
Client: Therapy Schedule:

What to Do First:
❐ Schedule an appointment to meet with me to discuss the client and plan for the

first session.                                                  Date: ___________       Time: _________
❐ Read the client's file to prepare for the meeting

❍ Evaluation Report ❍ Treatment Summary
❍ Progress Notes ❍ Lesson Plans

❐ Visit my website:  www.home.duq.edu/~rentschler    Read sections….

❍ Overview ❍ Counseling
❍ Speech Therapy The site will provide continuing support

throughout the semester

At Our First Meeting:
❐ Please bring to the meeting…. What we'll discuss…….

❍ Client's File ❍ The client and his/her problem
❍ Floppy Disk ❍ Planning the first session
❍ 3 Ring binder, paper & pencil ❍ Lesson plans and progress notes

❍ Review Observation Report form

❐ ❍ Answer your questionsContact the client and confirm the
first appointment ❍ Set a regular weekly meeting time

For the First Session:
❍ Prepare one extra activity than you think you will need for the session
❍ Check the file to be sure the Professional Services Permit is current (signed

within the last 12 months)
❍ Be prepared and ready to go in advance of the appointment time;
❍ Some clinicians find it helpful to practice (role-play) the beginning of their first

session.  Your client forms their first impression of you in the first 7 seconds!
❍ Prepare a Clinic business card with your name on it for the client.
❍ Don't forget to wear your nametag.  Introduce yourself in the Waiting Room

and go right back to the treatment room.  Be sure the client has signed in on
the Sign-In sheet. Start on time and get right down to your lesson plan

❍ It is likely that I will come into the treatment room during your session; it
doesn't mean your doing anything wrong; get use to it!

❍ At the end of the session, clean your materials out of the room right away
❍ After the session your Observation Report will be in your mailbox; review it

and bring it to our weekly meeting



Guidelines for Sending Confidential Clinic Information Over the Internet

Submit your reports, lesson plans and progress notes as attachments to email
communications.  To protect client confidentiality, the following guidelines should be followed.
My email address is: rentschler@duq.edu

1) Use Microsoft Word for your word processing; it is available on all Department
computers.  It also has a "quick" email feature!

2) The PINE email software supplied by the University has an extremely difficulty time
handling attachments; set up a free hotmail (or other free email) account at
www.hotmail.com; this will make your life a lot easier.

3) Only use your client's initials when sending confidential documents as
attachments over the internet.  Replace the initials with the client's full name when
printing out a report or other document.  The "Find & Replace" feature in Word
may quicken the process.

4) I will make editorial comments, corrections, suggestions (and the like) in a colored
font so you can readily see my changes when I email the document back to you.

5) When sending Lesson Plans and Progress Notes, name the files in the following
format:  RSLP630     RS = Client's initials (Ralph Smith)  LP = Lesson Plan (PN =
Progress Notes)   630 = Date  June 30th     This will help me identify files quickly.

6) If your Progress Notes is fine as is, I will print it out and sign it, put it in your
mailbox for you to sign and place in the Clinic Office "inbox".

Due Dates

Progress Notes Due no later than 48 hours after the session; send them as an
attachment to an email

Lesson Plans Due 48 hours before the session; We may want to discuss them at
our weekly meetings

Typical Components of the First Therapy Session

1) Determine your client's perception of his/her problem and what's their needs are
2) Give an overview of your plans for the semester and approach to therapy,

including the general format you will use in sessions
3) Discuss what your role will be in the process of therapy and your expectations of

the client
4) Implement your planned therapy activities
5) At the end of the appointment, provide a summary of the session along with

directions for the next meeting; Give the client homework

If you have questions or feel uncertain about any of these components,
please ask about them at our first meeting.

  Rentschler, 2001



Writing Behavioral Objectives
for Stuttering Therapy

Gary J. Rentschler, Ph.D.
Clinical Instructor

Behavioral (or Short Term) Objectives are the heart of therapy sessions.  They
describe a specific behavior in measurable terms.  Each behavioral objective
contains three components: the "do" statement, condition statement and criterion
statement.  Behavioral objectives are a series of sequenced steps leading to a larger
goal.

At the core of therapy for stuttering is use of fluency "targets"; speaking behaviors
conducive to fluency; that generally address specific disfluent symptoms
demonstrated by the client.  A major component of therapy will thus be target use in
successively more challenging speaking environments.

General speech goals in stuttering therapy:

1) Understanding the normal speaking process
2) Describing the overt and covert aspects of the client's own stuttering
3) Modifying the stuttering pattern

a) Imitate individual aspects of disfluencies
b) Vary one or more aspects of the current stuttering pattern; modify

existing disfluencies
c) Implementing fluency enhancing targets

4) Speaking for increasing periods of time without disfluencies

Manipulating speaking tasks to be more challenging:

✪ Increasing criterion for target use
✪ Increasing the complexity/demands of the  task mode
✪ Moving up the client's hierarchy of difficulty

Sample behavioral objectives:

✧ Given a list of 25 sentences, the client will read the sentences using the
syllable stretch technique on the first word of the sentence 75% of the time.

✧ The client will identify and describe 10 disfluencies in a three-minute tape-
recorded sample of his speech.

✧ Given a topic by the clinician, the client will speak for two minutes with less
than 5% disfluencies.

✧ Calling a stranger on the telephone, the client will use light contact technique
on 70% words spoken.



Components of the behavioral objective are adjusted up or down to place the client's
level of performance in the work zone.   See pages 8-11 of the Treatment Resources
Manual for more information.

General cognitive/emotional goals in stuttering therapy:

1) Identify feared words, sounds and speaking situations
2) Identify and describe physical symptoms associated with stuttering
3) Identify feelings and emotions associated with stuttering
4) Understand the physiologic changes that emotions effect
5) Develop strategies to better manage the mental and physiologic impact of

emotions
6) Implement pro-active strategies to normalize the emotionality of stuttering

Sample behavioral objectives:

✧ The client will list eight feared speaking situations in hierarchical order.

✧ The client will describe three physical symptoms with his stuttering.

✧ Before speaking, the client will hold an inhalation for five seconds, then
release it over a ten count.

✧ The client will pause two full seconds before attempting to initiate an
utterance.

As clients learn and better understand the emotional components of their stuttering,
they become able to minimize its detrimental effects on fluency.  As their fears of
speaking and stuttering diminish, their fluency is boosted.

The combination of speech and cognitive/emotional targets serves to increase self-
confidence.  The client has speaking tools that empower his or her fluency.  New
attitudes and thinking patterns further enhance their ability to manage their stuttering
and increase natural fluency.  Thus, a two-pronged approach to treating stuttering
provides empowerment through gaining control over the speech aspects of the
stuttering pattern (which clients generally view as immutable) and develops new
thought patterns and attitudes about speaking.

In therapy for chronic stuttering, we don't speak of a cure, but the ability to manage
stuttering.  The power and responsibility of the client to effect his or her fluency is
paramount to a successful outcome.

  Rentschler, 2001



Writing Lesson Plans
for Stuttering Therapy

Gary J. Rentschler, Ph.D.
Clinical Instructor

The Lesson Plan reflects one point in time on the overall continuum in the stuttering
therapy program.  The format of the Lesson Plan requires you to specify the Goal,
Behavioral Objective, Activity, and Materials to be used.  Lesson Plans are based on
an overall philosophy of stuttering therapy.  You should therefore, be able to assert a
rationale for each of your objectives.

Generally, each Lesson Plan contains between three and six behavioral objectives.  The
Plan reflects the order that activities will be presented in the session.  Each component is
discussed below:

Goal:  The Goal is the direction in which you seek to move in therapy.  The
Stuttering Therapy Program has many goals; selected one at a time, you will
generate several behavioral objectives that gradually and progressively step in
the direction of the goal.

Behavioral Objective:  A behavioral objective is a single, sequenced step, which
moves the client toward his or her goal.  Each behavioral objective has a
minimum of three components.  Read the "Writing Behavioral Objectives" section
in this packet for more details.

Activity:  The activity is the situational context that will be used to elicit the
behavior.  Your description of the activity should be complete enough to capture
the essence of the proposed interaction, but should not contain exhaustive detail.

Materials:  Listing the materials to be used will help you organize and prepare
for your session and communicate your ideas on the lesson plan.

Submitting Lesson Plans.  A formal Lesson Plan is not required for your first session; we
will prepare a rough draft of the first session in our first meeting.  Your first Lesson Plan
will be due prior to your next supervisory conference, generally one or two days before
your session.

Lesson Plans are completed and submitted in the electronic format; attached to an
email.  I will return them to you, using colored font to indicate any changes.  Bring your
edited Lesson Plan to our Weekly Supervisory Meeting.  Be sure to follow confidentiality
guidelines for sending client information over the internet.

  Rentschler, 2001



Writing Progress Notes

Gary J. Rentschler, Ph.D.
Clinical Instructor

Documenting the results of your therapy is a vital part of developing the basic skills of your work.
Your progress notes will be helpful in writing the treatment summary at the conclusion of the
semester and motivating your client by demonstrated his or her progress.  Progress Notes are
completed after every session and placed in the client's chart. The core of the Progress Notes is
closely related to your Behavioral Objectives.  Please use the S.O.A.P. format for the work.
Following the parameters to safeguard the confidentiality of information, attach your Progress
Notes to an email to me, no later the 48 hours after each session.

THE BASIC COMPONENTS OF PROGRESS NOTES

Subjective: Observations of relevant behaviors or the client's status relating to the session.

Objective: A report of the data collected for each activity (behavioral objective) in the
session.

Assessment: Your interpretation of the session in comparison to the client's performance in
previous sessions.

Plan: As a result of the client's performance in this session, what will you change for
the next session?

Consult the text, Treatment Resource Manual, for additional information (see pg. 62)

The Subjective section usually deals with the client's state upon entering the therapy session.
Often, life's difficulties experienced by a client that day affect their fluency and ability to focus on
their targets.  This may necessitate some unplanned time problem solving with the client or
working on re-establishing speech targets at the beginning of the session.

The data collected during the session is reported in the Objective section.  The client's
performance on each behavioral objective is documented.

The results of the session need to be interpreted, or put in perspective.  This is reported in the
Assessment section.  Avoid attributing a client's performance difficulty to factors other than his or
her own achievement, as this tends to create excuses outside of the client's control.  An axiom of
therapy is for the client to assume the responsibility for his or her own fluency.

Note how you anticipate altering activities/objectives for the next session as a result of this
session in the Plan section of the Progress Notes.  If a task resulted in a 50% achievement level,
you might need to change to another task to bring the performance level into the work zone.

  Rentschler, 2001



From Lesson Plan to Progress Note
to Treatment Summary: An Overview

Gary J. Rentschler, Ph.D.
Clinical Instructor

The client's performance on each behavioral objective is reported on the Progress
Note after each treatment session.  The performance level during the first session is
considered a baseline measure.

           * * * * * *                                                * * * * *

The client's performance level at the end of the semester
       represents the progress he or she has made.

  Rentschler, 2001
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Making Entries on the Contact Sheet

Gary J. Rentschler, Ph.D.
Clinical Instructor

"Landmarks" in managing the client's interactions at the Clinic are logged on the
Contact Sheet in the third section of the client's file.  The Contact Sheet serves as a
resource for Clinic staff to quickly view pertinent information about the client's care.  A
staff member should be able to look at the contact sheet and determine the client's
current status and a record of events that were perpetrated in the interest of serving
the client's needs.

"Landmarks" include such things as the following:

•  when therapy began for the semester and how frequently it was scheduled
•  when another professional was contacted to discuss aspects of the client's

case
•  notes pertaining to changes in the client's status, such as change of clinician,

or health status
•  when therapy ended for the semester and recommendations for next

semester
•  referral to another professional

As your client's clinician you are responsible for logging events in the client's chart.  It
is best to log entries right away, as it might be easy to forget to do so.  Be sure to
date each entry and specify your name as the clinician on the Contact Sheet as well.

Your Clinical Instructor will check the file periodically; it will be reviewed with you at
the end of the semester to insure all entries have been completed.

  Rentschler, 2000



Weekly Supervisory Conferences

Gary J. Rentschler, Ph.D.
Clinical Instructor

We will have a regularly scheduled supervisory meeting each week that will serve
several purposes. Meetings are generally scheduled a day or two prior to the therapy
session.  At each meeting we will:

! Review the lesson plan for the upcoming therapy session

! Review my comments on the Clinical Observation Report from your last
therapy session

☺ Discuss your client's therapy and any new aspects of the case

" Answer any and all questions you bring to the meeting

In preparation for the weekly meeting you should:

# Electronically submit your lesson plan a day or two before the meeting

$ Bring the Clinical Observation Report from the last session

% Have the questions you wish to discuss prepared for the meeting

The meeting time is a key component of your clinical growth and learning.  With the
lesson plan 'in hand' we can go over each step of what you'll do in the session,
discuss activities, outcomes, potential problems and the like.

We'll also talk about you and how I can best support your clinical learning and
independence.  I can better help you learn if you tell me when you are uncertain,
confused or just don't know something.  Its not expected that you know very much
about stuttering therapy at this point in your career -- its sort of a honeymoon period.
However the expectations increase over time.....like when you meet someone new, its
no big deal that you don't remember their name the next time you see them.  But after
you've been with them five or six times, if you still don't recall their name, it's a
different situation.  It's also a healthy sign to be aware that you don't know something.
So Ask!!  Anytime, anywhere.

I try very hard to be prompt for our meetings.  From time to time things do come up
that will interfere with our meeting time.... that works both ways.  We will each make a
good faith effort to let the other know well in advance and then try to reschedule.  E-
mail is a good way to get in touch with me, but leaving a voice mail message on my
phone is preferable.  My direct number is (412) 396-4204.

  Rentschler, 2001



Duquesne University     CLINICIAN:
Client:  

Gary J. Rentschler, Ph.D.   Clinical Instructor Length of Observation:
Date: 
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Starts planned activity quickly

Provides orientation to session

Incorporates warm-up activity

Gives clear instructions and explains activities/objectives

Provides appropriate stimulus cues

Defines and evaluates client responses/gives feedback

Interrupts client to give feedback

Uses a variety of materials/approaches to stimulate client

Elicits adequate response rate

Smoothly transitions between activities

Effectively collects data

Responds effectively to client's questions

Appropriately interprets client behaviors

Includes homework/carryover assignments

Adequately motivates client

Effectively summarizes and wraps up session

Demonstrates appropriate level of independence

Uses professional oral communication skills

Projects self-confidence and poise

Demonstrates professional conduct/appearance

  Suggestions: 

  Discuss at Next Weekly Meeting: 

Comments

PLEASE REVIEW COMMENTS AND BRING THIS REPORT TO YOUR WEEKLY SUPERVISORY CONFERENCE

Clinical Observation Report



Duquesne University                                    CLINICIAN:
Client:  

Gary J. Rentschler, Ph.D.   Clinical Instructor __  Fall      __ Spr     __ Sumr     Year: ________
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Planning Therapy
Designs lesson plans based on goals and objectives

Utilizes appropriate activities and materials

Draws from more than one therapeutic approach

Provides rationale for therapy approach(es) used

Structures sessions based upon client's needs

Incorporates homework as part of therapy

Implementation of Therapy
Gives clear, succinct instructions

Elicits satisfactory response rate

Starts first activity quickly

Transitions smoothly between activities

Collects data for each objective

Motives client

Reporting
Progress notes

Treatment summary

General Clinical Attributes
Degree of independence

Demonstrates self-confidence

Timely and prompt

Takes initiative

   GENERAL COMMENTS:

Comments

Student Clinician Self-Evaluation

7/11/00

Instructions: Evaluate your abilities on 
the following competencies and make 

comments in the box at the right.



End of Semester Checklist

Gary J. Rentschler, Ph.D,
  Clinical Instructor

❏ Schedule a Final Conference   (Date/Time)  _______________________________
✏✏ Plan for about 40 - 60 minutes
✏✏ Sign up for a time when you will not be rushed

❏ Bring the Following to the Final Conference
Client Materials
✏✏ The Final Report - final copy to be signed
✏✏ A Disk with the final report and last lesson plan (I'll make a copy & return it)
✏✏ The Client’s File
✏✏ Any other client information (test protocols, progress notes, etc.) that you have

inadvertently hung onto that should go into the file.
✏✏ Sample therapy materials (if you have not already put them in folder)

Note: Make sure you logged the final session and a BRIEF statement about
the client’s plans for next semester on the CONTACT SHEET
Note: We will go through the file page by page and make sure everything
is present, signed, and in proper order
Note:  We will copy and mail out reports together during the conference

Hours Documentation
✏✏ The ASHA Hours Summary sheet available in the Resource Room

Miscellaneous
✏✏ Please return any materials borrowed from me

Grading Information
✏✏ Your copy of the Self-Evaluation of Clinical Practicum Form.  Look at it and

decide where you would rated yourself.

❏ What We'll Do During the Final Conference
✔ Final Report

➲➲ Review Final Draft
➲➲ Print and Sign It
➲➲ Copy and Mail It
➲➲ Log on Contact Sheet



✔ Other Clinic Stuff
➲➲ Review Client File to insure everything's there
➲➲ Sign all test protocols and other appropriate documentation

✔ Review Practicum Evaluation Form
➲➲ Discuss growth of clinical skills
➲➲ Self-evaluation and complete the On-going Clinical Evaluation form
➲➲ Sign Clinical Practicum Evaluation Form
➲➲ Receive Grade Recommendation (the grade which appears on your grade

report is a weighted average of your recommended grade from all of your
Clinical Instructors in the semester

➲➲ Supervisor gives completed Clinical Practicum Evaluation Form to Dr.
Kimelman

✔ Clinic Hours
➲➲ Review student summary of hours tracking log
➲➲ Sign ASHA Hours Summary  (It is your responsibility to hand this form to

the Clinic Director promptly at the end of the semester after all your hours
have been signed.)

  Rentschler, 2001



TTTTTTTThhhhhhhheeeeeeeerrrrrrrraaaaaaaappppppppyyyyyyyy        RRRRRRRReeeeeeeessssssssoooooooouuuuuuuurrrrrrrrcccccccceeeeeeeessssssss



Therapy for Stuttering
Department of Speech-Language Pathology
Rangos School of Health Sciences

Gary J. Rentschler, Ph.D., Program Director

The Nature of Stuttering

For centuries, the etiology of stuttering has been
elusive.  Hundreds of research studies have been
unable to conclusively define this problem
affecting just less than 1% of the population.
Stuttering is a complex problem now believed to
have a neurophysiologic basis interrelated with
situational, psychodynamic features, unique to
each individual.

Current research using brain-imaging technology
(Positron Emission Tomography - PET scans) is
finding that people who stutter use their brain in a
different way than people who don’t stutter.
Muscle movements used in speaking involve both
the right and left hemispheres of the brain.  For
most speakers, the brain’s left hemisphere plays
the dominant or leadership role in coordinating
movements of the left- and right-side muscles
used in speaking.  However, people who stutter
demonstrated significantly less cerebral
dominance (by either hemisphere) when
speaking.

Another part of the brain, the cerebellum, serves
to smooth muscle movements, adding refinement
and coordination to movements.  People who
stutter were seen to demonstrate significantly
more activity in the cerebellum.
than people who don’t stutter.  Thus, for

people who stutter, speaking was found to be a
more effortful and less automatic process

Areas of brain were also activated which indicated
involvement of the limbic system, the brain’s
“alarm system“.  Researchers interpreted this to
reflect the anticipation and fear of stuttering.

Subjects received intensive therapy that addressed
the muscle movements for speaking and the
psychodynamic factors that precipitate stuttering.
They learned new or modified muscle movements
and how to manage the fear, anxiety, and other
emotions that accompanied speaking.

Follow-up studies of people who stutter, one year
after therapy found increased levels of
automatically in speech processing, presumably
the result of rigorous practice over a prolonged
period of time.

These findings have significantly influenced our
therapy.  Together, new physiological and
psychological behaviors form the basis for
successful outcomes of therapy.  While there is no
cure for stuttering, individuals can learn to manage
their speech in efficient, productive ways that do
not handicap goals or ambitions.

Stuttering Therapy

Stuttering is psycho-dynamic; it is affected by
fears, anxieties, and memories of past stuttering
moments.   Therapy helps develop fluency by
building fluency efficient speaking behaviors and
manage fears and anxieties that diminish
physical control and denigrate fluency.

Treatment begins with learning about the normal
process of speaking and builds cognitive
awareness of each individual’s pattern of
stuttering behaviors.

Each individual learns new speech targets, based
upon the specific symptoms of their stuttering, and
practices them in situations that become
increasingly challenging.

Participants learn how their emotions affect their
physical control of speaking, and how to effectively
manage fears.

Clients learn to take responsibility for their fluency
using speech targets and cognitive strategies.

                                                 © Rentschler, 2001



Structuring a Therapy Session

Gary J. Rentschler, Ph.D.
Clinical Instructor

Use the following as a format guide in structuring individual therapy sessions.  While this
format is designed specifically for stuttering therapy, it is based on principles that apply to
therapy for other disorders as well.

Set the tone for the session by getting started right away.  Don't 'chit chat' unless you
have a specific therapeutic purpose in doing so.  Here is a structure I encourage you to
follow.

1) Overview:  Review the outline of what you want to accomplish in today's
session with the client.  This will orient them to what will happen and his or her
role in the session.

2) Activity One: Warm Up (5-10 minutes)   A period of speech target  practice in
which the clinician provides intensive cueing and feedback.  This gets the client
"on track" right away, enabling them to demonstrate his or her proficiency
level, and sets a tone the "we're here to work"!  Continue until the client
achieves the expected level of proficiency.

3) Activity Two: Work Activity (5-10 minutes)  During this speech activity, don't
give any cueing or feedback; see how the client does on their own.  You'll likely
observe some things about the client's performance that you can convey
afterwards.

4) Activity Three: Work Activity (15-20 minutes)  This may be a speech or
"feelings" activity.  If it's a speech activity, make the first part "too hard" for the
client, so he or she will struggle; push them to their limit.  Then change
something that will boost their success rate significantly.

5) Back Up Activity:  (10 minutes)   Despite your best planning, some activities
just "don't work".  Plan to have another activity prepared; if you don't use it,
you'll have it for another time.

6) Homework Assignment:  Its vitally important that your client has something to
work on each day to expedite his/her progress and carryover.  Have a specific
task for your client to do at least once each day.  Work out a specific time or
situation in which the client will accomplish the assignment.  Try to problem-
solve with your client, including them in the process



7) Wrap Up:  At the very end, summarize what was accomplished in the session
today, providing complements and constructive criticism.  Talk about the next
steps in therapy and what you hope to accomplish during the next session.

Look at the information in "Speech Therapy for Stuttering" and "Cognitive-Emotive Therapy
for Stuttering" to assist you in planning activities.

Cueing and Giving Feedback:  Be "tough" on your client; require responses that are
"really good".  Use the criteria you have established to successfully accomplish each task.
Your therapy will be better and your client will progress more rapidly as a result.

"Shaping" your client's responses by providing consistent feedback is a vital part of the
learning process.  If the client isn't demonstrating a proper response, correcting (guiding)
them is an important channel for change.  Be stringent, be fair, be consistent... you're
client will respect you for it.

Other Items:  If group therapy immediately follows your client's individual session, you
may wish to spend some time preparing them to implement some of their targets in
group.  Talk to the group leader to find out what the activities will be in group that night.
Give your client specific instructions on what to do during group.  You may want to work
out one or two hand signals to communicate instructions when your client is speaking
during group.  In this way you won't need to interrupt him/her and others in the group
may not pick up on the signals.

As you become more familiar with your client, you will develop a sense of when to push
them harder and when to back off with your feedback.  Ideally, you'll go up to the "line"
but don't cross it.

Most beginning clinicians are reluctant to interrupt the client when the are speaking.
Don't be so polite!  This is business and that is a part of your job as the clinician.  Most
clients are relieved to be given permission to stop in the midst of their stuttering, take
some instruction, and begin again.

  Rentschler, 2001



Group Therapy Format

Gary J. Rentschler, Ph.D.
Clinical Instructor

Group therapy is a workplace to practice speech targets and to build bonds with others who
stutter.  For most clients, speaking before a group of people is significantly more difficult
than practicing in the relative comfort of individual therapy.  Group is therefore a situation
that most clients find more challenging.  Group therapy is also used as a forum for learning
and sharing stuttering experiences.  Many clients have neither talked about their stuttering
much nor heard others speak about their experiences.  The group environment than offers
a dual purpose in the therapeutic process.

Group follows a standard format each week.  Student clinicians take turns being group
leader; a schedule is prepared so you will know when it's your turn.  Most sessions devote
time for target practice and time for sharing.  The following is the general format for group:

➊ Welcome:  The group leader calls the session to order and offers a topic for each
person to give a brief extemporaneous response.  The leader begins the activity by
standing, introducing themselves and responding to the topic.  Each person takes
their turn by standing, introducing himself or herself and speaking.

➋ Check In:  The group leader asks each client about their speech over the past week.
Next, each client is asked what speaking goals they have set for themselves for the
session.

➌ Activity One:  The group leader provides instructions for the first activity.  Often a
sharing activity is first.  Student clinicians attending group often participate too.  The
leader may modify their participation as deemed appropriate.  At the end of the
activity, the group leader summarizes the discussion and highlights key points that
surfaced from the activity.

➍ Activity Two:  A second activity is introduced; usually directed at target practice.
Student clinician participation is usually limited, giving clients more opportunity to
participate.  Again, at the conclusion of the activity, the group leader summarizes the
activity and each client's performance.

➎➎➎➎ Wrap Up:  At the conclusion of the session, the group leader critiques each client's
performance that evening based on the goals the client had set for themselves
earlier.  Clients are often afforded time to evaluate their own achievements.

The time to be allotted for each activity is difficult to predict as some activities "work" while
others don't.  It's usually wise to plan an additional activity to cover for any unforeseen
circumstances. More information about group therapy is available on the website.
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Speech Therapy for Stuttering

Gary J. Rentschler, Ph.D.
Clinical Instructor

Most clients are looking for a cure for their stuttering; there aren't any!  Treatment is
about finding a better way to manage stuttering.  The approach to management is
through modifying current speaking behaviors that make disfluencies more likely
(stuttering modification techniques) and learning new speaking behaviors that
maximize the likelihood of fluency (fluency enhancing techniques).

Stuttering Modification:

An initial lesson is to begin to change the habitual stuttering pattern by teaching
the client to modifying their stuttering.  The client is instructed to stutter in a
different way.  If he or she has bilabial blockages, they might be instructed to
"stretch out" of the block, or to "bounce" through the block instead.  Repetitions
are usually changed into "stretches".  The modifications are symptom-specific;
that is they seek to modify the existing stuttering behaviors.  The basic premise is
to break the habit patterns so the client learns that he or she can effect change in
the speaking behaviors that previously seemed immutable.  Over time, the ability
to effect change will become easier and the feelings of being "stuck" and
helpless will diminish, making them better able to use fluency enhancing targets.

Fluency Enhancement:

Fluency enhancement teaches new speaking behaviors that are more
compatible with fluency.  They redress many of the maladaptive speaking
behaviors the client has acquired.  For example, many clients have developed the
habit of exerting too much effort at the point of beginning vocalization; as a
result, the vocal folds "lock" together in a block.  The "Gentle Onset" technique
might be selected to help the client re-learn a productive vocalization pattern.  A
listing of common Stuttering Modification and Fluency Enhancement "targets"
appears in the website.

The General Design of Therapy:

An early part of therapy is to establish the client's hierarchy of difficult speaking
situations.  Targets are learned through practice in speaking situations of
increasing difficulty.  Therapy (target use) is structured in terms of behavioral
objectives.  Thus, using the gentle onset target is a goal for therapy.  A series of
behavioral objectives is designed to gradually increase the difficulty of speaking
environments, while increasing the successful performance level through each
step.



You will quickly learn that the client's fears and anxieties strongly influence their
stuttering and ability to successfully use targets.  The hierarchy is one measure of
those anxieties, although you will see other signs of fear in terms of avoidances,
interjections, postponements, feared words and sounds, and withdrawal.

Underlying Abilities:

Anatomy and Terminology.  A basic understanding of the process of speaking
is an important starting point.  Most laypersons have little knowledge of the
complexities that go into speaking.  A review of the process helps build
awareness and forms a basic vocabulary for the two of you to communicate.  A
basic explanation of the components to cover and an illustration to aid your
discussion is available on the website.

Cognitive Awareness.  The client should know the components of their
stuttering.  Its hard to be a good, objective observer when you're embarrassed
and feeling out of control.  Taking the client through the process of learning the
specifics of their symptomatology can be confrontational and difficult, but is vital
to building objectivity.

Objectivity.  For many, therapy is their first experience talking with anyone about
their stuttering.  It has heretofore been a taboo topic.  Learning to discuss
stuttering as a behavior is an important step.  For many, it has developed a
deeper meaning as their identity has become wrapped in the fluency of their
speech.

None of these abilities comes quickly or easily.  Like all aspects of therapy, it is a
process of change, which is usually quite gradual.  Push the client as hard as you
can; in the end each client progresses at the speed they allow themselves to go.

General Comments:

The therapeutic relationship is built on trust and develops slowly over time.  Your
best approach is to be honest, consistent and understanding.  It is very important
to listen to your client -- he or she is a wealth of information that is vital to your
therapy.

Be tough and demanding of the client.  Good coaches push their players to
improve quickly and try new things that are outside their comfort zone.

Speech Therapy is only part to the therapeutic program.  Learning to alter your
client's perceptions, attitudes and beliefs is an equally powerful component that
is discussed in another segment.
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Cognitive-Emotive
Therapy for Stuttering

Gary J. Rentschler, Ph.D.
Clinical Instructor

You will come to learn that a client's thoughts, attitudes, beliefs, and feelings about
their stuttering have a tremendous impact on the severity of their problem.  These
emotional components of stuttering are not necessarily in direct proportion to the
covert severity of the disfluencies.  It is an important part of therapy, therefore, to help
the client normalize these components of their stuttering problem, becoming more
objective and rational in how they deal with their stuttering.

An Overview:

Most people for whom stuttering has become a chronic problem experience a
number of emotions about speaking.  Fear, anxiety, and embarrassment are
among the most common.  Emotions affect stuttering in several ways; they
include:

✎ Increasing muscular tension throughout the body
✎ Interfering with cognitive awareness and objectivity
✎ Diminishing self-confidence and self-esteem
✎ Influencing self-image

Physiologic Effects of Emotions:

The effects of emotions are most commonly illustrated in the "fight or flight"
response.  The body responds by enhancing large muscle group activity, while
diminishing other functions... just the opposite of what's required for managing
speaking.

Cognitive Self-Awareness and Objectivity:

As part of the fight or flight response, blood flow is reduced to the intellectual
cortex of the brain, reducing "thinking" while enhancing reflexes.  Thus, the
client's ability to think and reason (which could increase their control of speaking)
is reduced.  Cognitive awareness and the ability to be objective (vs. reactive) in
the situation are diminished.



Self-Confidence and Self-Esteem:

Feeling out of control and helpless to effect a change has a dramatic impact on
self-confidence and self-esteem.  The sense of fear and panic becomes
pervasive.  Clients learn to anticipate stuttering which serves to heighten their
fears and emotions.  Avoidance behaviors develop which complicate the
stuttering pattern.

Self Image:

In time, the client makes decisions based upon their fears of stuttering.  Thoughts
about stuttering become pervasive, influencing many ordinary activities of daily
living.  The client begins to see their world through their inability to communicate.

General Discussion:

These psychological issues are by no means small.  From time to time referral for
psychological services may be prudent.  But the fluency clinician can play an
important role in counseling the client who stutters.  Some of the important
components to be addressed appear below.

! Developing a hierarchy of situational fears and difficulties
! Understanding the physiologic effects of emotions

!
Objectively identifying the overt symptoms of stuttering and behavior
patterns

! Identifying covert behaviors associated with stuttering
! Identifying negative thoughts
! Learning to modify bodily responses to emotions
! Learning to develop positive thinking
! Learning to better manage tension resulting for emotions

Stuttering is an interplay between dysfunctional speaking behaviors and emotions
which develop in response to the stuttering.  A downward-spiraling cycle is formed
between these components, usually rendering the client feeling helpless to effect any
changes.  Cognitive-emotive therapy goals work in tandem with speech therapy
goals; one positively reinforcing the other.  Consequently, therapy for stuttering
incorporates speech and cognitive-emotive goals concurrently to effect the best
outcome for the client.
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Integrating Therapies for the
Best Therapeutic Outcome

Gary J. Rentschler, Ph.D.
Clinical Instructor

The ideal outcome of therapy is the client who can effectively manage their fluency in
all activities of daily living with confidence.  This is not an insignificant undertaking, as
in most cases, stuttering has persisted for many years.  The impact of the speech
disfluencies is accentuated by the strong emotional responses to the stuttering.  But
time and hard work are capable of healing.

Working on speech targets concurrently with cognitive-emotive targets serves to be
mutually beneficial.  As the client learns a means of effecting control over his or her
stuttering, their feelings of helplessness and panic diminish.  As a consequence of
reducing the emotional components of stuttering, the body's response to the
lessened fear, anticipation and embarrassment also changes.  This results in less
tension and diminished maladaptive behaviors.  In turn, more nature fluency
emerges as tension decreases and confidence begins to rise.  The cycle is reversed.

The endeavor is not inconsequential.  Years of negative learning take plenty of time
to change.  The process is fraught with cycles of advances and declines, in which
clients often become discouraged.  Clients should be forewarned of the nature of
stuttering and prepared for periodic relapses.

There is not a cure for stuttering; it's a matter of becoming a competent manager.  It
is helpful for many to establish a network of others who stutter for support.  Clients
are encouraged to return to group (or individual) therapy at any time to refresh their
skills.  There is a local chapter of the National Stuttering Association, a support group,
which meets in Squirrel Hill twice monthly.  Everyone is welcome to attend to meet
others who stutter and continue to learn about this disorder.

Stuttering is a problem of multiple dimensions.  The surface features of stuttering are
just the "tip of the iceberg".  A satisfactory outcome is attained by addressing the
disfluent speaking behaviors and the feelings and emotions that lie behind them.
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