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ABSTRACT

This study is an investigation of the effectiveness of speech and language

therapy (SLT) for pre-school children with early speech/language delays, as

delivered in community clinics, and its acceptability to the children's parents.

Effectiveness was evaluated through a pragmatic randomised controlled trial (RCT).

Eligible children were stratified according to the nature of their difficulties -

phonological, expressive language or general language delay and randomised to

receive either immediate SLT treatment or to 'watchful waiting' for a period of 12

months. Social research methods - a survey questionnaire and qualitative in-depth

interviews - were employed alongside the trial to explore parental perceptions of SLT

and the two intervention strategies.

The effectiveness of SLT as it was provided in this trial was not proven.

However, a number of clinically important findings emerged. First, 70 per cent of all

children entered into the trial had speech and language difficulties which had not

resolved by the end of the trial, with difficulties in auditory comprehension a negative

prognostic indicator. Second, there appeared to be clinical benefits from therapy

among the stratum of children who had phonological difficulties only, although these

differences were not statistically significant.

The extent to which both intervention strategies were acceptable to parents

depended on child and family factors but overall both were regarded as acceptable.

However, the parents of 18 out of 88 children (20 per cent) randomised to 'watchful

waiting' chose to change arm in order for their child to start receiving therapy. Also, a

chief source of dissatisfaction of parents in both randomisation groups was the

number of appointments they received. Indeed, parents of children randomised to

receive intervention were no more satisfied than parents whose children had been

randomised to 'watchful waiting'. Children in the intervention arm received on

average 5.8 hours of speech and language therapy during the period of the trial.
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The results have major implications for research and clinical practice. Given

the lack of resolution of the difficulties for many of the children, the study highlights

the need for more research into the effectiveness of specific interventions with

particular groups of children. The study also has ramifications for how future

community pre-school SLT is provided and suggests that there should be more

targeting of resources, along with the incorporation of parents' perspectives into the

therapy process.
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Chapter One

Introduction to the study

'The challenge now is to introduce a sensible mechanism for handling
within the NHS the output of basic and applied research and to apply
research methods to examine the content and delivery of health care.
Such a mechanism is the only way of resisting the sometimes
unreasonable and often unproven resource-consuming demands of lay,
professional, and industrial pressure groups."
(Peckham, 1991, p. 367)

"If speech pathologists are to have a rOle.. .it must depend not on wishful
thinking but on unequivocal demonstration of effectiveness in significantly
altering, in a favourable way, the course of recovery."
(Darley, 1972, p. 4)

1.1 Demands placed upon speech and language therapy

This is an age where an individual's ability to communicate with others is

regarded as a key skill. It is recognised within the education system as an important

area of achievement and is demanded in virtually all other domains of society - the

world of employment, the media, personal relationships and leisure. Alongside this

demand for communicative competence in the individual, there has been a growth in

awareness of the marginalisation and frustration experienced by those with

communication difficulties. Public campaigns (British Telecom 'Speak Week', 1990

and 'Speak Watch', 1994) and 'self-help' organisations have played an important

role in this. They have sought to confront society with the difficulties and

discrimination encountered by people with communication impairments. By

increasing public understanding of these problems, they have attempted to be a

force for positive change in the lives of those in the population who experience them.

The last quarter of the 20th century has been a period of profound social and

political change in the UK. It has also witnessed the reining in of a welfare state

which had expanded beyond recognition and the beginning of the debate about how

public services could be sustainably afforded. The National Health Service (NHS)

has now grown to a point where it delivers health care of great variety and

complexity and on a previously unimagined scale, It has also found itself under more
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scrutiny, perhaps, than at any time since its inception. From the 1970s onwards,

there has been an ideological drive to reduce the contribution of the state to publicly

funded services and a critical re-examination of the way in which health care is

delivered. Services have been called upon to justify their existence and to be

accountable to both the bodies who fund them and to those whom they serve. Above

all, they have been encouraged to demonstrate their effectiveness. 'Evidence-based'

health care has now become a reality and its demands are being experienced across

the spectrum of health care professions.

Speech and language therapists, the health service professionals who work

with people with communication difficulties, are no exception to this and feel the

pressures of these contemporary trends. The wide acknowledgement of the

importance of communication and the demand for the treatment and alleviation of

communication difficulties have engendered high expectations of speech and

language therapy (SLT). This demand is matched by the need for the profession to

provide evidence of its effectiveness, in order to compete with other health care

services for limited resources. This latter demand makes it essential for SLT to set

about addressing itself to the investigation and evaluation of the effectiveness of its

treatments in a systematic way.

1.2 The position of speech and language therapy with regard to
research

SLT is by no means alone among health care professions facing up to the

need to develop a research base. Several factors, however, mean that responding

to this demand is not easily accomplished. SLTis a comparatively new profession in

this country. Its beginnings are largely to be found in the work carried out with the

head-injured military casualties of the Second World War. Understandably, at that

time, the basis of the discipline was the practical undertaking of treatment for the

communication disorders which presented themselves. Progressively, the multi-
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faceted nature of human communication has given rise to a hybrid profession. SLT is

informed by various branches of medicine (including neurology, paediatrics, ear,

nose and throat surgery and psychiatry), linguistics, phonetics, social, cognitive and

clinical psychology, audiology and education. Thus, within the single profession of

SLT, there exist many different viewpoints and theoretical positions regarding the

nature and identification of communication disorders.

The need to 'do something' for the communication-disordered themselves,

however, has been the overriding concern. Consequently, emphasis has been

placed on the identification and description of communication disorders and the

development of theories to inform and guide therapeutic efforts. Thus, the relative

youth of the profession and the priorities it has set, have resulted in a dearth of

research which evaluates the effectiveness of therapies being employed.

Baker (1996) summarised the increasingly untenable position health care

services like SLT find themselves in:

alt ought to be a matter of genuine concern - to patients, health
professions, politicians, and taxpayers - that there is little, and often no
scientific basis for most of the healthcare which is delivered under the
name of the National Health Service. Instead of high quality research, the
factors which dictate the content of much clinical practice are subjective
or even subliminal. Most of what we do, we do because we do it; history,
tradition, obscure and often personal notions of professionalism and
unsubstantiated opinion continue to dominate a high proportion of
decision making in health care." (p. 19).

With the evidence-based health care movement firmly established, a new agenda

has been set - to deliver effective, equitable services with a scientific basis.

1.3 Background to the study

Oneof the areas where speech and language therapists have worked and

continue to work is in children's communication difficulties. Within this area, recent

years have witnessed a shift in working practices. Many SLT services have made the

transition from not working with children until they become school-aged, to the

approach of so-called 'early intervention', whereby children are seen in their pre-
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school years. It is this aspect - the effectiveness of SLT with pre-school children -

which was the object of investigation in this study.

Having looked at the more general issues surrounding the study, it now

becomes necessary to consider the specific issues which formed a background to

the study and provided its starting-point. It would be helpful to examine this

background under two separate, though interlinking, headings. The first of these is

clinical research issues with regard to pre-school children's speech and language

impairments1 and the second is that of health service issues, which are by no means

confined to SLT provision alone.

1.4	 Clinical research issues

1.4.1 Prevalence

Ingram (1972) issued a word of caution regarding the acceptance of

estimates of prevalence of speech and language disorders in childhood, advising a

careful review of the criteria of what constitutes such defects and the methods of

selection. Nevertheless, of all the impairments that may be present in early

childhood, it is suggested that delay/disorder2 in speech and language may be the

most common (Law, 1992). Lahey (1988) summarised seven studies which reported

prevalence of language disorders in children. These ranged from one per cent to 12

per cent, with three of the studies including school-aged children's disorders as well.

1 Up until this point, terms such as 'communication difficulties', 'communication disorders' and
'communication impairments' have been employed, where reference has been made to the
population, as a whole, who experience them. For the children involved here, the terms
'speech and language impairments' or 'speech and language disorders' will be used. It is these
aspects of their communication, in particular, that will be investigated. Within this context,
'speech' will refer to verbal output, involving both the physical articulation of the speech
organs and the internal organisation of the phonological (speech Sound) system and
'language' will refer to the usage of words and word combinations, with accepted pre-defined
meanings, in order to convey the thoughts, feelings etc. of the speaker.
2 The use of the term language 'delay' is meant to signify those children who make a slow
start in learning language but subsequently 'catch up' while 'disorder' is meant to denote those
children who have an uneven profile or mis-match of the aspects of their speech and
language development, whose difficulties are likely to be more intractable. There has been a
tendency for the terms to be used imprecisely. Also, in reality it may not always be possible to
make this distinction with children in the pre-school period. In this text, the above definitions
will be respected as far as possible.
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Lahey regarded this wide range as a reflection of the types of difficulty in estimating

prevalence predicted by Ingram. By averaging the estimated prevalences Morley

(1972) and Butler et a!. (1973) had obtained, Enderby and Davies (1989) suggested

that 12.1 per cent of early school-aged children have speech or language problems.

Hall (1996) reported that, at any one time, 20 per cent of parents are concerned

about their young child's language development and that this might be the most

common single cause of parental concern about development. In a systematic

review of the literature on screening for speech and language delay, Law et a!.

(1998) reported prevalence as ranging from 0.06 per cent to 33.2 per cent in the

studies examined. They identified a number of reasons for this enormous range -

whether or not children whose speech and language disorders were part of a global

developmental delay were included as well, to what extent speech and language

were combined, the type of population sampled and the criteria adopted to assess

delay. They suggested that the median prevalence of primary speech or language

delay3, as determined by a cut-off point on a standardised test, was nearly six per

cent, although they acknowledged that interpretation of the literature is hampered by

the lack of information about whether these children remained delayed or whether

their difficulties resolved.

While there would appear to be a case for undertaking further

epidemiological research to take into account the points already raised, the available

evidence to date would suggest that these impairments are common and thus take

on a significance of some magnitude within the field of child health care.

1.4.2 Heterogeneity of the client group

Enderby and Emerson (1995) warned the would-be researcher that, within

SLT,

Primary speech and language delay is the term given to those delays which are not due to
factors such as low intelligence, hearing loss, problems of a neurological nature, oro-motor
deficits or significant emotional or behavioural problems.
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"there is no client group that demonstrates so many challenges" (p.31)

as that of children with speech and language disorders. One of the main difficulties

to be confronted was that of the heterogeneity of the client group. Language

delay/disorder is the product of a complex operation of genetic, psychological,

cognitive and environmental factors and this fuels the debate about which children

should be defined as having the various types of speech and language impairments.

As already noted, the problem surrounding the determination of what constitutes

speech and language disorders makes the task of estimating prevalence very

difficult. More fundamentally, however, the lack of an accepted nosological

classification has proved to be a major obstacle in the development of therapeutic

approaches and in their subsequent evaluation.

Intimately bound up with the difficulty in the identification and classification of

this client group is the lack of consistency and precision of the terminology

employed. There has never been consensus regarding the description of the

problems of this population within SLT, with, for instance, similar disorders being

given different names by different authors. This is partly the result of the way SLT

has developed as a discipline, incorporating as it does numerous theoretical

positions. It could also be argued that this is a reflection of the complex and multi-

dimensional nature of human communication itself.

However, some attempt has been made at drawing up definitions of groups,

to counteract the difficulties mentioned (Stark and Tallal, 1981; Rapin and Allen,

1987; Lahey, 1990). One difference which has been highlighted is that between

groups of children whose language difficulty is of a primary or a secondary nature.

Yet within the available research literature this distinction has not been universally

adhered to. One of the criticisms of early research into outcomes for language-

delayed children made by HaIl (1996) was that few studies distinguished between

those children with general learning problems (that is of low intelligence) and those

whose difficulties were confined to speech and language only.
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The absence of clarity in the criteria for the definition of speech and language

disorders has been compounded by the range of deficits involved. For many such

children, more than one area of difficulty is apparent. In numerous studies, though,

varying types and presentations of language delay have not been distinguished.

Most importantly, the receptive or comprehension skills of the children have not been

adequately described. Yet it is differences such as these that may have the strongest

implications for recovery from or persistence of the problem. To complicate matters

further, there is also evidence to suggest that patterns of impairment change over

time (Scarborough and Dobrich, 1990).

Thus, an impression is gained of the wide variety of children who may be

described as having speech and language disorders within the research literature.

The complex aetiology of the disorders themselves, the problems inherent in their

classification and the widely-varying practices regarding the use of terminology have

conspired to make the extrapolation of knowledge about SLT effectiveness with this

client group notoriously difficult.

1.4.3 Prognosis and likelihood of later difficulties

There is strong evidence to suggest that a substantial proportion of this

population of children will go on to experience a range of difficulties in their school

years, especially with regard to reading and writing, behaviour and social skills

(Garvey, 1973; Aram and Nation, 1980; King et a!. 1982; Aram et a!. 1984;

Beitchman et aL 1996; Stothard et a!. 1998). In spite of the objections raised about

the validity of some of these studies - that is, the implications of using retrospective

data in the follow-up of children and the lack of control groups - it is generally

accepted that these children are at high risk of academic problems once they are

school-aged. The findings of Law et aL (1998), in their systematic review of the

speech and language delay literature, supported this idea that whether or not the

speech/language delay has resolved, educational and social difficulties remained for
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those children who had experienced these earlier delays. Similarly, there is research

which appears to show that as children with early disparate difficulties in speech and

language mature, their deficits may lessen and even disappear, but that more

specific deficits may appear in the course of time, as new communicative and

academic demands are made (Damico, 1988; Scarborough and Dobrich, 1990).

Indeed, problems with reading have often been linked to early speech and language

difficulties (Kamhi and Calls, 1986; Calls, 1993; Lombardino eta!. 1997).

It is this suggestion of continuing problems that has been instrumental in the

adoption by speech and language therapists of an early intervention approach with

these young children. They claim that, in so doing, they can facilitate early recovery

in these children and minimise, or prevent the occurrence altogether, of later

problems. There is, however, a lack of research evidence to support these claims.

The early intervention stance of many speech and language therapists is

undermined further by studies which have suggested that spontaneous resolution of

expressive delay (difficulties with talking which do not include concomitant receptive

problems) in pie-school children is as high as 50 per cent (Rescorla and Schwartz,

1990; Paul et a!. 1991). Indeed, according to Whitehurst and Fischel (1994),

expressive delay in the pie-school period is:

"better characterized as a risk factor than a disorder most children with
specific language delay recover to the normal range by five years of age"
(p.613).

Unfortunately, these studies may present a slightly distorted picture of resolution of

early language difficulties as the sample of subjects was not drawn from a 'clinic

population', that is, children whose problems have already warranted the attention of

a speech and language therapist. For that reason, the children upon whom this

evidence is based may not have been children with particularly severe problems and

could, therefore, be reasonably expected to resolve.

This issue of prognosis and likelihood of continuing difficulties is therefore a

vexing one for both clinical decision-making and for research. The limited and
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contradictory research evidence to date has given rise to particularly sharp

controversy regarding intervention with this population. There is mounting external

pressure on speech and language therapists to demonstrate the effectiveness of

their therapy, both in terms of short- and long-term outcomes. The pre-school

speech/language delayed population represents a considerable challenge to such

notions of effectiveness. It may be demonstrable that short-term benefits for children

treated early are gained but in the longer term, no differences may be apparent

between those children who receive SLT and those who do not. It has already been

indicated that differing profiles of speech and language difficulties are likely to have

a different prognosis. Thus a priority for research is the early identification of children

whose disorder is unlikely to resolve spontaneously, without intervention, and for

whom later difficulties are relatively likely to ensue. This was, in essence, the starting

point of the study presented in this thesis.

1.4.4 Lack of natural history data

The missing dimension regarding the necessity of early intervention, given

the unconvincing evidence about outcomes of early difficulties, is the information that

would be provided by 'natural history' data, that is, what happens without

intervention. The absence of such data meant that there is no fundamental

benchmark against which therapies and interventions can be measured. There has

been very little enthusiasm within the SLT profession for randomised controlled trials,

which have largely dominated biomedical efficacy research. Speech and language

therapists have been reluctant to introduce into their methodologies control groups,

who would receive minimal or no intervention. With certain clients, they may have

considered it unethical not to intervene or they have resisted the idea of withholding

treatment from a client, which they intuitively feel will be effective. As a

consequence, the effectiveness of early SLT intervention remains uncertain, at a

time when hard evidence of clinical effectiveness is required.
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1.4.5 Research into effectiveness to date

As discussed previously, research within SLT to date has, in the main,

focused on the identification and description of speech and language disorders, the

generation of hypotheses to explain them and the implementation of therapies to

alleviate them. There is also a smaller body of literature which documents how

clinicians and researchers within SLT have attempted to address the question of

effectiveness and a number of different approaches have been taken. These include

retrospective and prospective observational follow-up studies; experimental studies

evaluating the effectiveness of parent programmes, that is, the training of parents to

enable them to carry out 'therapy' with their child; experimental studies which have

compared differing models of service delivery and experimental studies which have

evaluated therapy aimed at discrete aspects of children's speech and language

difficulties. These studies will be more comprehensively examined in Chapter Two.

The sum of the evidence from these studies does not permit any absolute

claims to be made regarding the effectiveness of SLT with early speech and

language difficulties. Many of these studies have been small-scale and have used

such tightly-defined criteria that they do not allow generalisation to a whole clinic

population. Some have not documented what intervention children are receiving, for

example, in some 'controlled' studies, parents of the control children have been free

to seek intervention for their children elsewhere. In studies looking at spontaneous

resolution, children receiving therapy may not have been excluded. Yet the basic

question of what the impact of early SLT is on speech/language difficulties remains

unanswered.

1.4.6 Parental opinions of early speech and language therapy

In some aspects of modem health care, clients are participating in the

decision-making and administration of the treatments they receive and this is

encouraged in SLT. However, this trend towards increased client participation
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requires SLT to gain a perspective on parental opinions regarding intervention for

their children. It is now widely accepted within health care generally and, more

specifically, within SLT that there may be a number of different 'outcomes' to a

course of therapy. One of the areas of investigation in this study was that of the

outcome of therapy with regard to parents, that is, effects of therapy upon parents'

perceptions of their children's speech and language difficulties and their attitudes

towards intervention and treatment. As well as measuring the effectiveness of

treatment - the primary outcomes - of great importance also was the acceptability of

different interventions to parents. While the literature contains a proportion of studies

exploring the role of parents as agents of therapy, there is a dearth of material

regarding this broader issue of therapy outcome, especially where children have

participated in randomised trials.

1.5	 Health service issues

A number of health service issues also provide a background to the study

and will now be considered.

1.5.1 Resource issues

There are approximately 7,000 speech and language therapists employed in

the NHS (Royal College of Speech and Language Therapists, 1999). The majority of

these work with children with disorders of speech and language development. This

field of SLT attracts a large proportion of resources; Hall (1996) estimates that as

much as 70 per cent of SLT's national budget is spent on children. Therefore, an

evaluation of this work, which is the mainstay of the profession in this country, is

overdue.
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1.5.2 Variation in provision

Across the country, pre-school SLT has become the norm, with resources

being directed away from older children. However, the ways in which different SLT

departments have come to favour different pre-school approaches mean that there is

substantial variation in provision of therapy from service to service. Desultory

research findings have not made a compelling case for the adoption of one approach

over another. While there may be evidence available which demonstrates the

effectiveness of a particular approach (Gibbard, 1994), it may take some time for

treatments to 'filter down' and become accepted practice within the context of service

delivery. At a time when equity of access and provision is being vociferously

demanded, there is an obvious need for objective information to aid service provision

planning.

1.5.3 Increasing demand for therapy

As previously noted, there is increased public demand for SLT for children

with speech and language disorders. Support organisations, along with parent

groups, have become increasingly vocal with regard to the provision of therapy.

There has been much recent controversy among public authorities over the burden

of financial responsibility for therapy, including the 'Lancashire judgement' (R v.

Lancashire County Council, 1989) and the 'Harrow judgement' (R v. Harrow London

Borough, 1996 and 1997), which ruled that responsibility for provision of the service

lay with the education authority.

1.6	 Implications for research questions

These issues cannot begin to be resolved until the profession has answered

the basic questions posed by Hall (1996):

. What actually constitutes speech and language delay/disorder for pre-school

children?

12



• What are the longer-term consequences and sequelae associated with it?

• Is intervention effective and if it is, for which children, in what ways, at what age

and for how long?

To summarise, all the issues and controversies that have been discussed up

to this point indicate the urgent need for a study of the effectiveness of SLT with pre-

school children. Hall's latter question, in particular, provides a plan for what should

be investigated as a priority.

1.7 Description of the study

The study described in this thesis was a multi-centre pragmatic randomised

controlled trial (RCT), designed to investigate Speech and Language Therapy

Effectiveness with Pre-school children, from which it derived its acronym, STEP. The

study compared the progress made by pre-school children receiving conventional

SLT treatment with that of children whose therapy was delayed by 12 months.

Children who met pre-determined criteria, including parental consent, at the point of

their initial assessment by a community speech and language therapist, were

recruited to the study and randomised to either immediate or delayed treatment.

Follow-up data were collected on all the children at 6 months and 12 months post-

randomisation.

1.8 Aims of the study

• To establish the effectiveness of SLT for speech and language disorders in pre-

school children.

• To investigate whether certain pre-defined sub-groups of children respond

differently to conventional SLT.
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• To investigate parental attitudes towards their children's early speech and

language difficulties, their opinions of the intervention they receive and their

perceptions of outcome.

1.9 Hypotheses

• There would be different levels of progress in standardised speech and language

measures between the pre-school children allocated to receive SLT intervention

early and those allocated to receive delayed therapy.

• Phonological difficulties experienced by pre-school children were more likely to

resolve spontaneously than expressive language difficulties and receptive-

expressive difficulties were least likely to show spontaneous progress.

• There would be differences in the perceptions of parents whose children were

allocated to receive immediate SLT intervention and those whose children were

allocate to receive delayed therapy.

1.10	 The author's contribution to the study

For the four year period over which the study took place, I was employed as a

research assistant to the project. In this capacity, I provided initial and ongoing

training for and liaised with the collaborating therapists; collected, cleaned and

entered the trial data; re-assessed trial children at the six and 12 month points and

undertook day-to-day administration of the study. I assisted with the data analysis

and played a full role in writing the fina! report and papers. As a graduate student, I

developed, piloted and administered the questionnaire and interview topic guide and

carried out all the interviews. I coded, analysed and wrote up the resulting data from

the questionnaire returns and the interviews.
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1.11	 Overview of the thesis

The remainder of the thesis gives an account of the study which set out to

explore the two main concepts of the effectiveness of two SLT intervention strategies

- immediate treatment and delayed treatment - for pre-school children with delayed

speech/language and the acceptability of these intervention strategies to the parents

of the children. In Chapter Two, the review of the literature weighs up the existing

evidence of the effectiveness and acceptability of early SLT intervention. Chapter

Three presents the case for the adoption of both quantitative and qualitative

research methodologies to investigate effectiveness and acceptability, while Chapter

Four describes the methods utilised in the study. Chapter Five gives an account of

the results of the RCT, describing the effectiveness of the intervention strategies with

the children who experienced them. Chapter Six presents the results of a survey

questionnaire and Chapter Seven presents those from a qualitative study of parents'

perceptions. Together these chapters construct a picture of the acceptability of

immediate and delayed treatment to parents. In Chapter Eight, a discussion of the

results takes place, where the findings are considered as a whole. Chapter Nine

brings the strands of the research together in a final synthesis, draws conclusions

from the study, showing its implications for practice and research. The thesis ends by

discussing the way forward for SLT and the priorities to which it must commit itself.
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Chapter Two

Review of the literature

".../ cannot agree that colleagues, however distinguished, intelligent, and
hardworking, and who obviously believe they are 'doing good', should
have a blank cheque... without bothering to measure the benefit and cost
of what they are doing."

(Cochrane, 1972, p. 59)

11One should.. .be delighifully surprised when any treatment at all is
effective, and always assume that a treatment is ineffective unless there
is evidence to the contrary."

(Cochrane, 1972, p. 8)

2.1	 Purpose of the review

In recent years, there have been a number of attempts to summarise the

research into the effectiveness of early SLT intervention with children with primary

speech and language delays. The most notable of these reviews were listed in a

synthesis by Law (1997), which discussed the clinical implications of evaluating SLT

intervention for children, with regard to specific interventions and service delivery

issues. Similarly, the literature review of Enderby and Emerson (1995), with its

challenging title 'Does Speech and Language Therapy work?', examined the

evidence of the effectiveness of therapeutic approaches and different modes of

therapy delivery with this client group. The systematic review of screening for speech

and language delay by Law et al. (1998) subsumed the key literature in the areas of

the effectiveness of intervention for speech and language delays and the natural

history of these early difficulties.

It is the purpose of this chapter to explore the evidence about early SLT, with

particular attention to the key concepts of the effectiveness of treatment and its

acceptability to parents. The evidence collected resulted from literature database

searches, handsearches of relevant journals, SLT professional magazines and

books and the reviews previously mentioned. To begin, the evidence for the

effectiveness of early SLT will be considered in detail. Table 2.1 summarises the
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different types of research studies to be evaluated, what they investigated and the

questions that are asked of them in this review.

Natural history studies
Are there any studies which describe the natural history of early speech and language
delays, that is, studies of children who have not received treatment for their
difficulties?
What happens to untreated pre-schoolers identified as having early speech and
language delays?

Follow-up studies
Identifying the course of early speech and language delays both prospectively and
retrospectively
Is there evidence of improvement in pre-schoolers with early speech and language
delay and how does this relate to treatment received?

Intervention studies
Evaluating SLT interventions offered to pre-school children with early speech and
language delays (differing in agent of delivery, place of delivery, treatment approach)
Is there evidence to show that intervention brings about improvement in the short- and
long-term to these children?

Table 2.1	 Summary of the literature regarding the effectiveness of early
speech and language therapy

2.2 The effectiveness of early speech and language therapy - the
evidence from natural history studies

The concept of the 'natural history' of a communication difficulty through

childhood is one which is questioned, as children very frequently receive educational

intervention in the form of nursery classes, pre-school groups and school, even if

they receive no SLT. However, the concept retains its importance in the overall

consideration of the effectiveness of early SLT for a number of reasons. Natural

history information, that is, what happens to children who receive no specialist SLT

support for their speech and language difficulties, would provide outcome data for

children with early delays who did not receive this support. Also, it would assist with

the prediction of which difficulties will not resolve without treatment and thus identify

children most in need of help for their difficulties. However, natural history data are in

very short supply. In their systematic review, Law et a!. (1998) identified very few

data sets of untreated children, including only nine natural history studies and three

studies examining the predictive validity of early screening procedures.

17



From the literature which is available, particularly In the domain of specific

expressive language delay, follow-up studies suggest that spontaneous resolution of

early delay may be up to 60 per cent (Whitehurst and Fischel, 1994; Rescoila and

Schwartz. 1990; Paul, 1996). However) the recruitment of subjects by advertisement

in local newspapers and paediatricians' offices may have meant that children without

serious difficulties were included in the sample. These results should, therefore be

interpreted with caution.

With regard to speech delay ) Renfrew and Geary (1973) followed up a

sample of children newly arrived at school over a six month period. They found a

spontaneous resolution rate of speech difficulties of about 46 per cent. However, the

long-term data presented by Felsenfeld et a!. (1992) demonstrated that a speech

delayed cohort of children from 1960 and followed up 28 years later, 'here

experiencing not only continuing speech difficulties relative to a group of normal

adult controls, but underlying language difficulties as well.

Children with more severe or generalised difficulties are not wellI represeinittadl

in the natural history literature. As a group ) they are more likely to receive sctnn ffinmnm

of intervention. As the evidence of the follow-up studies will later denate,, flftiie'

have poorer prognostic indications. It is arguable that where treated dhdlreirn rnnm

at risk of persistent problems, untreated children with similar difflciud?ies vi1ll aAnit

inevitably be at risk. Ward (1992), however, identified a group of intents dIuJT1inj 1tiaiir

first year of life at risk of delayed language. When followed up a yjeair Her. a

proportion of the children who were receptively and expressivelly deHaed slPed

persisting difficulties, while half of those with expressive delay onily were 'thiin

normal limits.

The work of Bishop and her colleagues, which Will be reviewed uIllbj in the

section debating the evidence of the follow-up studies, provides evidence that

language levels at four years of age may be predictive of future communication

status. However, as yet, there are only tentative models of factors which contribute
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to risk of persisting difficulties. This makes it difficult to predict which children will

outgrow their difficulties and which will not. Similarly, the ways in which different

characteristics of the children interact with each other to make individuals vulnerable

to continuing problems, for example, a history of otitis media 1 (glue ear), socio-

economic status and family history of language learning difficulties, are the source of

ongoing debate.

Thus, the original question - what happens to untreated pre-schoolers,

identified as having early speech and language delays - sti(l begs a definitive

answer, although the nature of the difficulties (generalised versus circumscribed)

may potentially predict outcome. The natural history information provides little

evidence about the optimal timing of intervention and at what stage presenting

difficulties should no longer be regarded as transient. More fundamentally, it is not

capable of acting as a robust standard against which intervention efforts can be

judged.

Thus having considered the evidence of the natural history studies, it is now

necessary to consider that of the follow-up studies.

2.3 The effectiveness of early speech and language therapy - the
evidence from follow-up studies

Conducting follow-up studies allows clinicians and/or researchers to examine

what has happened, or what is happening, to clients who have received, or may still

be receiving, any form of treatment. In the field of early intervention generally and

early SLT specifically, there have been concerted attempts to track the course of

early difficulties children experience and to explicate the role of treatment in effecting

progress. These efforts have resulted in a considerable body of literature, of both

British and north American origin.

1 This is a condition produced by an infection in the middle ear, occurring commonly in
children.
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Among the first follow-up studies to be done, with regard to speech and

language, were those reported by Peckham (1973) and Sheridan (1973). A large

cohort of British children born in 1958, investigated longitudinally in the National

Child Development Study, were followed up to establish the prevalence of speech

difficulties at school age. Some of the characteristics of the speech-impaired sample

were described. These studies were more concerned with epidemiological issues

and assessment of the extent of speech and language impairments in given

populations rather than with the description of the children's difficulties over time and

relating these to treatment received. However, in the 1980s there were a number of

retrospective and prospective follow-up studies which began to ask questions about

the relationship between initial presenting speech and language delays and

subsequent speech, language and academic abilities. The evidence of the

retrospective studies will be considered first

2.3.1 Retrospective studies

Garvey and Gordon (1973) were among the first researchers to collect data

on the progress of children with early speech and language delays (n = 58). Their

main purpose was to gather information on educational placement, reading and

writing difficulties, behaviour problems and current levels of speech and language.

Since the children were labelled retrospectively as speech and language delayed,

the authors acknowledged that children whose delay was primary could not be

differentiated from those whose delay was secondary to physical or intellectual

impairments. Their results confirmed that for many of their sample early difficulties

led to persistent disabilities.

Of the 25 children attending mainstream schools at that point, 12 exhibited

depressed language levels, 14 showed reading and writing difficulties and eight had

behaviour difficulties. A further 19 children were being educated in special schools or

units, showing a range of language, schooling and behaviour difficulties. Of the
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remainder of the sample, one child was still of pie-school age, two were being

educated privately, two children were awaiting educational placement, three were

living in hospitals for learning disabled people and three had left school, two of whom

experienced sensory handicaps.

Aram and Nation (1980) rated 63 subjects (who had been diagnosed as

language-disordered' during the period 1973-1974) in areas of speech, language

and hearing from earlier records which were available to them. At the time of this

follow-up in 1977, the youngest child was 4 years 7 months and the eldest 10 years

4 months. They concluded from their results that children presenting pie-school

language delays constituted a high-risk group for later academic and language

problems, as many language-delayed pre-schoolers did not 'grow out' of their

difficulties.

With regard to the intervention the children received, there was found to be

no relation between pie-school therapy to later speech, language and learning

abilities and, perhaps surprisingly, that the duration of pre-school therapy did not

relate to the severity of the language delay at the time either. As with the previous

study, a major weakness of sampling in this manner is that the children identified

constitute a far from homogeneous group with regard to age, aetiology and

associated disabilities.

The findings of King et a!. (1982) provided further evidence that children,

diagnosed earlier as having communication impairments, continued to experience

difficulties into adolescence and young adulthood. Their study presented a follow-up

(approximately 15 years later) of 50 children seen between 1965 and 1966 whose

age range was three years to almost six years at initial diagnosis. Overall, 42 per

cent of the children still had a communication difficulty, with 67 per cent of those

originally diagnosed as language delayed still experiencing difficulties in

communication, and 80 per cent of the children who had no speech at initial

assessment showing communication problems. Academic difficulties were apparent
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for 52 per cent of the subjects in one or more areas, especially reading, although

only six per cent were actually achieving below average grades. However, problems

with social relationships were reported for only four subjects (eight per cent).

These findings show consistency in suggesting that early delays constitute a

considerable risk factor for persistent difficulties in areas of communication, school

achievement and behaviour. However, as Weiner points out in his 1985 summary of

follow-up studies, a number of problems are associated with retrospective studies,

increasing the likelihood of bias. These include:

. The method of sampling employed. This usually meant the identification of

children seen at one clinical institution over a set period of time in the past and as

such, the rate of successful follow-up was largely outside the control of the

researchers. This led to sample sizes being smaller than desirable. To compound

this, within-sample variation is likely to be large, casting doubt upon the

representativeness of the sample and limiting its interpretation.

The question of what happens to those children lost to follow-up.

. The shift in working paradigms, that is, the theoretical shifts in the understanding

of communication impairments which have influenced how therapy is undertaken,

occurring in the intervening time.

The changing descriptions applied to speech and language delayed children in

the intervening time.

. The gaps in initial subject information and reliance on what data were present in a

child's record.

• Dependence on the reporting of outcomes by parents and teachers, with the

danger of recall bias.

2.3.2 Prospective studies

Aram et aL (1984), discussing the limitations of the conclusions and

generalisations of the previous retrospective studies, provided prospective follow-up
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data (from 1971-1981) for a group of 20 children identified as language-delayed in

their pre-school years. They evaluated the performance of the subjects (whose ages

now ranged from 13;3 to 16;10) on measures of intelligence, speech and language,

academic achievement and social adjustment. With few exceptions most of their

subjects continued to present deficits in language abilities into adolescence, had

required special academic attention, were less socially competent and experienced

more behavioural problems than their peers. However, the group described in this

study was not restricted to subjects with normal intelligence, as four of the subjects

had non-verbal intelligence scores in the intellectually-impaired range. Of the

remaining 16 children, 11 had required educational intervention and ten scored two

standard deviations (SD) below the mean on an aggregated measure of adolescent

language. This study also examined which of the pie-school measures was best able

to predict future performance. The authors reported that an initial intelligence

measure was the best single predictor of intelligence, language, educational

placement and reading ability in adolescence.

This evidence was given some support by Schery (1985), who published the

findings of an unusually large-scale follow-up study (n = 718) concerned exclusively

with prediction of gains in language skills in children enrolled in an intervention

programme over a two to three year period. The factors which contributed

significantly to prediction of gain were intelligence, although 'Lremarkable for its low

absolute value" (p. 81), and social-emotional variables. From the study also emerged

a tentative list of individual factors predicting language gains made, showing that

progress would occur more rapidly:

• The younger the child

• The better the non-verbal intelligence

• The less hearing loss experienced by the child

• The fewer health professionals involved with the child

• The more responsive the child in babyhood
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• The fewer concomitant behaviour difficulties

• The more clear the child's speech currently

. The more positive a parent is about the child

• The less physical discipline used at home

. The more the child seeks to engage in social activities rather than isolated play.

Schery presents these profiles as a basis for decisions about the prioritisation of a

child for intervention, suggesting children displaying these characteristics are more in

need of intervention.

Bishop and Edmundson (1987), also concerned with the issue of prediction,

followed 87 four year old children with language problems, alongside a control group,

over an 18 month period after initial assessment. The children were classified as

having a 'good' outcome if they were indistinguishable from the controls, with no

severe impairment in any aspect of language function and a satisfactory score on

the majority of measures. For 30 out of the 68 children whose speech and language

delay was primary in origin (44 per cent), the language difficulty had resolved by 51/2

years of age. It was noted, however, that even for children with a good outcome at

51% there was a risk of later problems, especially with reading.

Bishop and Edmundson found that outcome could be predicted accurately for

78 of 87 children on the basis of language test measures obtained at four years and

that the strongest single predictor at four was the child's ability to narrate a sequence

of events in a story accompanied by pictures. The severity of phonological

impairment at four years did not appear to predict later outcome, with most of the

children who had had pure phonological problems at four presenting with normal

speech at 54. The authors also postulated a number of relationships between

observed patterns of difficulty at four years and later outcome. They noted that

isolated impairments were more likely to have a good outcome than pervasive

difficulties and that changes in the category of impairment over time were systematic,
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with children exhibiting broader problems at four improving to a point where only

phonological deficits remained. This, suggested the authors, added weight to the

theory that different patterns of impairment formed a related continuum rather than

being distinct conditions.

This issue of the relationship between phonological and language skills and

outcome has also been addressed in retrospective studies, with findings similar to

those of Bishop and Edmundson's prospective study. Shriberg and Kwiatkowski

(1988), followed up 36 pre-school children who had received SLT for phonological

difficulties, showing that those without associated language deficits were less likely

to need SLT input later on. Tyler (1992) reported on a sample of 12 children followed

up over a period of one year. During this time, expressive language delay resolved

for three of the children, with the remaining nine children exhibiting persisting

expressive delays. About half of the children with continuing delay showed

phonological skills that lagged even further behind expressive language. Tyler

argued that as expressive language delay changes over time, it may manifest itself,

for some children, in phonological deficits.

The studies considered so far have, in the main, addressed the question of

what evidence there is that early speech and language delays improve over time

rather than how this relates to treatment actually received, with the exception of

Aram and Nation (1980). An important feature of their study was the investigation of

whether prediction of outcome improved when a rating of the amount of therapy

received over the follow-up period was introduced into the analysis. As in the

retrospective study they had previously undertaken, they found that it did not. Aram

and Nation were reluctant to conclude from this that therapy is ineffective in

changing outcome and cite a number of reasons to explain how its effects may have

been diluted. Therapy had not been assigned randomly within the group and data

collected showed that those children with good outcomes (related to overall better

initial status) had been less likely to receive therapy than their more severely affected
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counterparts. Without therapy, they suggest, the outcomes of the more severe

children might have been even worse. They recognise that where there is great

variation in severity, positive effects of therapy can be easily diluted by differences in

initial impairments.

One of the unanswered questions of this study was whether children whose

language difficulties appeared to have resolved at 5% would show later problems. To

investigate this, Bishop and Adams (1990) conducted a further follow-up of 83 of the

original 1987 sample of 87 children, when they were aged 8% years, comparing

them with a group of 30 normally-developing children. The authors were able to

show that provided language difficulties had resolved by age 5½, the development of

literacy skills proceeded normally. Those children who had language deficits at 5%

were at high risk of persisting language difficulties and reading problems.

Scarborough and Dobrich (1990) argued that while short-term follow-up evaluations

over the pre-school period showed language delayed children achieving normal

levels of language proficiency at five to six years of age, these children might remain

at risk for subsequent language or reading disabilities. They put forward the notion of

an 'illusory recovery' model, based, however, on the limited evidence from their

follow-up of four subjects who moved into normal range on measures of language

ability by five years of age. Aged eight, three of these children were poor readers.

While the findings of Bishop and Edmundson contradicted those of Scarborough and

Dobrich, the results of Stothard et a!. (1998), who assessed the Bishop and

Edmundson sample eight to nine years on, did not - with the implication that the

period of illusory recovery may persist for longer than had been previously thought.

This further follow-up into adolescence by Stothard et a!. (1998) compared 71

of the 1987 sample (n = 87) at age 15-16 years with age-matched normal-language

controls on measures of language, literacy and psycho-social status. Overall, the

vast majority of children retained the same classifications of satisfactory speech and

language or impaired speech and language that they had been accorded at 5½, with
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a small number of children moving into normal limits but a slightly larger number

moving in the other direction. The authors found that the children whose language

problems had been deemed to have resolved at 5%, performed as well as controls

on tests of language comprehension and vocabulary. Their performance on tests of

phonological processing and literacy skills, however, was significantly poorer. (They

regarded tests of phonological processing as particularly sensitive in disclosing

underlying residual language difficulties.) Damico (1988) called for long-term follow-

up of children with early speech and language delays for precisely this reason. He

argued that children whose difficulties appear to have resolved remain vulnerable as

more pressured communication contexts and more academic demands are placed

on them.

These findings are in line with those of Felsenfeld eta!. (1992) and Lewis and

Freebairn (1992). Felsenfeld at a!. investigated the progress of 24 phonologically

disordered children, who had taken part in a speech development study 28 years

beforehand, into adulthood. Even with similar non-verbal IQ levels to an adult control

group who had not experienced phonology disorders, the main subjects performed

worse than the controls on measures of articulation, expression and receptive

language. Similarly, Lewis and Freebaim examined the performance of 17 subjects

with a history of pre-school phonology disorders on measures of phonology, reading

and spelling through adolescence into adulthood. While improvement was made

through the school years, at all the re-assessment points the subjects performed

more poorly than controls matched on age, gender and socio-economic status, with

subjects who had a history of language as well as phonological impairment

performing least well. Lewis and Freebaim concluded that pre-school phonology

disorders pre-dispose children to phonology, reading and spelling problems in later

life and that this raises the issue of the necessity of long-term intervention. Thus

while the prognosis for outcome in oral language is good for the children whose
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language difficulties have resolved by 51/2, literacy, which is thought to draw on

phonological processing skills, appears to remain vulnerable.

For the children with unresolved difficulties at 51/2, Stothard et a!. presented

an even bleaker picture. These children remained impaired in their spoken and

written language at 15-16 years, with a substantial proportion requiring special

education. Similar findings have emerged from another study investigating young

adult outcomes of children with early communication impairments. Johnson at a!.

(1999) conducted a large, long-term follow-up of a community-based sample of 114

children identified as having early speech/language impairments at age five, along

with 128 controls without difficulties, originally matched on age, sex and school.

Subjects with early speech impairments showed some residual speech problems but

no deficits in language, cognitive or academic performance when compared with

their peers who had experienced no early difficulties. However, children exhibiting

early language difficulties displayed continuing deficits in the areas of language,

cognition and academic performance relative to their peers. Johnson at a!. were led

to conclude that the poor long-term outcomes of language-impaired children made

early intervention a matter of some urgency.

Curiously, about a half of the subjects who showed persistent language

deficits at 5% in the study of Stothard ef a!., showed unexpectedly depressed non-

verbal scores at 15 years of age, as did the group of children who were generally

delayed. In their original study, Bishop and Edmundson had emphasised that if

sampling was based on the sole criterion of 'poor language development', this would

mean that children with intellectual impairments would not be excluded. Therefore, in

order to ascertain the effects of primary delays, they had differentiated children

whose poor language skills were a reflection of a global delay.

While their attempts may not have been entirely successful, they represent

an important point of contrast with three other studies, summarised by Silva (1987),

which initially measured prevalence and proceeded to follow up their samples after
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several years. These were the Waltham Forest (UK) study (reported by Stevenson

and Richman, 1976), the Newcastle (UK) study (Fundudis ef a!. 1979) and the

Dunedin (NZ) study (Silva et a!. 1982). All three studies assessed the children initially

at or around the age of three, following them up at seven (Newcastle and Dunedin)

and eight (Waltham Forest). As with the Bishop and Edmundson and Bishop and

Adams studies, the results of these follow-ups showed that early difficulties do not

necessarily persist, with a proportion of children 'outgrowing' their early difficulties

and being at no greater risk for reading difficulties at eight years of age. However,

where children are at increased risk of having a later low intelligence quotient (IQ)

and reading and behaviour problems four to five years later, there is evidence to

show for many of the children that these difficulties related more to overall impaired

development.

The follow-up studies reviewed thus far have contributed to the knowledge of

the course of pre-school delays and give an impression of the difficulties such

children are likely to face as they grow up. Yet few of these general studies have

prospectively examined the changes and improvements in early delays, with respect

to therapeutic intervention. There is, however, one group of language-delayed

children which has generated a considerable body of research and sustained debate

over the last decade. Children who exhibit specific expressive language delays 2 have

received much attention in terms of follow-up and prediction of later difficulties. What

is the prospect then for these particular children and is there evidence to show how

therapy changes the course of this problem?

2 This is a term which is applied to children whose difficulties in speech and language are not
due to underlying physical and intellectual impairments and whose receptive language skills
are within the normal range.
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2.3.3 The specific expressive delay studies

In the USA there have been three longitudinal studies taking place over

roughly the same period, following up samples of children who were diagnosed as

having specific language delay between two and three years of age. These are:

• The New York study (Fischel et a!. 1989; Whitehurst et a!. 1992).

• The Pennsylvania study (Rescorla and Schwartz, 1990; Rescorla eta!. 1997).

• The Oregon study (Paul, 1991; Paul eta!. 1991; Paul, 1996).

A treatment programme devised by Whitehurst et a!. (1992) found significant

differences between intervention and control groups of expressively delayed children

immediately after treatment. The children were assigned to the treatment group on a

'first come, first served' basis and assignment to the control group took place when

the treatment group had no further places. This sample was followed up, with re-

assessments at two later points. Over the course of the follow-ups the number of

participating children reduced from 94 participating originally to 62 at the post-

treatment assessment, and then falling again to 43 after a further 10 month period

and to 27 after a further 20 months. At the end point the children were aged about

5;5.

The researchers on the New York study claimed that both the intervention

and control group children were in the normal range of expressive vocabulary

development by the last two re-assessment points. Thus, no measurable effects

were detected by five to six years of age. Also, early treatment did not decrease the

likelihood of later phonological problems. The authors concluded that treatment of

delay in expressive vocabulary could be successful, where success was defined as

substantial increases in expressive language skills during and immediately after

intervention, compared with a control group. For this reason they called into question

whether children with early expressive delays constitute a priority group for clinical
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intervention. However, the large attrition rates and lack of randomised allocation to

treatment and control groups raise doubts about the validity of this interpretation.

Fischel et a!. (1989) described the data gathered in the New York study on

the rate of improvement and its predictors for the control group children. They found

that the course of this particular delay was highly variable, with about one third

coming into the range of normal expressive abilities in five months, slightly more than

a third showing no progress at all and the remainder only showing mild

improvements. A number of difficulties complicate interpretation of this study, some

of which also apply to the other specific expressive language delay studies,

including:

. Small numbers of children overall.

. Lack of information about allocation to treatment or control group or non-

randomised allocation.

• High attrition rates, differentially affecting treatment and control groups.

• The method of recruitment (by advertisement) means that the children involved

would not necessarily be a 'clinical' sample, that is, not identified as having

problems following SLT clinic attendance.

• The outcome measures selected test a restricted range of communication skills

and do not include syntactic and grammatical development or phonological

awareness, areas in which expressively delayed children might be expected to

show difficulty later on.

Rescorla and Schwartz (1990) reported their ongoing study of 25 children

manifesting specific expressive language delay in the 24-31 month period. In this

particular follow-up, 16 of the subjects were aged three, seven were 31/2 and two

were four. At this point, about half the children had a 'good' outcome in expressive

language, although many continued to exhibit problems with more sophisticated

aspects of syntax, for example, verb inflections and pronouns. The researchers on
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the Pennsylvania study thus regarded early expressive delays as a risk factor for

ongoing language difficulties. At least half of the children still had severely delayed

expressive language, although some gains had been made. Correlational analysis

suggested that older age and larger lag in expressive language at intake were

associated with poorer outcome. They recommended that parents and professionals

should regard early expressive delays which are not resolving as a child moves

towards 21/2 as potentially serious, a point reiterated by Rescorla et a!. (1997) after

investigating language outcomes in another cohort of late-talking toddlers. Additional

follow-ups indicated that as a group these children performed in the average range

on syntax tests by age five, but when compared with normally developing controls

they were performing relatively poorly in the areas of vocabulary retrieval and

language formulation through to age eight.

Paul (1996), investigating the course and outcome of specific expressive

language delay in a cohort of 31 children (the Oregon study), demonstrated that by

three years of age expressive vocabulary skills of delayed children had moved into

the normal range. While syntactic and phonological development deficits persisted

for some children, there was evidence that many children moved into the normal

range by school age, supporting the findings of the New York study. As with the

Pennsylvania study, further follow-up at school age revealed that, although general

language ability of the children with early delays was in line with that of their normal

peers, they exhibited weakness in areas of higher language functioning such as

narration and processing complex verbal material.

Of the children in the Oregon study, 34 per cent had received some form of

intervention during their pre-school years but this did not make a definitive difference

in outcome. Paul accepted that intervention can have short-term effects, although

these may not persist over the longer term, arguing that factors other than

immediately measurable language gains may supply valid reasons for early

intervention. On balance, however, Paul argued for a public policy of regular
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monitoring ('watch and see') for children with specific expressive language delays

between the ages of two and five, suggesting that intervention can be withheld for

this group of children until school age, when language and academic demands on

children increase. This position has found both supporters and detractors in the field

of early SLT intervention and continues to provoke debate among researchers and

clinicians (Nippold and Schwartz, 1996; Flipsen, 1996; van Kleeck et a!. 1997; Paul,

1997).

Other studies have also been undertaken to investigate the developmental

profiles and characteristics of specifically expressively delayed children and to

evaluate predictors of outcome. ThaI et a!. (1991) and Ellis Weismer et a!. (1994)

demonstrated that some children described as 'late talkers' in their second year did

outgrow their difficulties by about three years of age. However, these studies have

included smaller numbers of children (with ThaI et a!. following up ten children and

Ellis Weismer et a!. following up only four). They were also less reliable in

differentiating specific expressive delays from specific expressive-receptive delays,

with the result that children who showed persisting expressive difficulties were those

experiencing comprehension difficulties.

Thus even for a relatively well-defined group within the literature, doubts and

controversies remain with regard to the significance of early delays for future

development and what part, if any, treatment should play in altering the course of the

difficulties.

2.3.4 Summary of the follow-up studies

The overall picture presented by the follow-up studies is that there is

evidence that early speech and language delays do improve over the pre-school

years, but also that a high proportion of children continue to be at risk of deficits in

language, reading, learning and behaviour. The question of how improvement

relates to the effectiveness of treatment is much more difficult to elucidate; to date,
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though, the results have been less than encouraging. The gaps which exist in the

literature point to the need for:

• Prospective studies with adequate control groups which do not receive treatment

for periods of time.

• Adequate follow-up rates which do not threaten the comparability of treatment and

control groups.

• Studies with samples of children which will enable results to be generalised,

where target groups are defined in relation to populations of children whose

problems would be considered serious enough to warrant clinical attention.

• Follow-up of cohorts for periods longer than three to six months to detect

predictors of subsequent improvement.

• Studies with a range of outcome measures more likely to detect subtle differences

in children's communication at later ages and which are meaningful for clinical

and research purposes.

• Studies which can generate profiles of treated and untreated children, with

differing impairments, including specific receptive-expressive, specific expressive

and phonological delays, to assist with prediction.

The last of the areas to be explored under the heading of the effectiveness of

early SLT is that of the intervention studies.

2.4 The effectiveness of early speech and language therapy - the
evidence from intervention studies

In the literature are to be found a number of different methods of evaluating

interventions, along with many different intervention approaches which have been

evaluated. Methods of evaluation include randomised controlled trials (RCT5), quasi-

experimental (or non-randomised group) studies, experimental single case designs

as well as a plethora of single case studies. The types of intervention evaluated
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include therapy delivered by speech and language therapists using treatments with

different theoretical underpinnings, treatments administered by parents following

training by a speech and language therapist and treatments delivered by speech and

language therapists, sometimes with other professionals, in different settings. Thus,

intervention evaluation studies to date have examined a number of dimensions of

'therapy', namely the effectiveness of particular service delivery patterns (the 'who

should deliver therapy?' and 'where should therapy be delivered?' questions) and the

effectiveness of particular approaches (the 'what therapy should be delivered?'

question). The first of these dimensions to be examined is that of the effectiveness

of different patterns of service delivery, weighing up the impact on early speech and

language delays of involving parents in therapy and of the setting in which therapy

takes place.

2.4.1 Service delivery and the effectiveness of speech and language therapy

Who should deliver therapy?

Since the 1970s there has been an increasing trend towards parents

becoming agents of therapy delivery. Increasingly, investigation of the effects of

therapy provided by parents as opposed to speech and language therapists has

been attempted. Tannock and Girolametto (1992) reviewed rudimentary studies

where a conversational interactive approach to language learning provided the

theoretical basis for treatment programmes and emphasis was fully placed on

parental training in language facilitation. (All of the group designs described in this

section (2.4.1) and in sections 2.4.2 and 2.4.4 are described in greater detail in Table

2.2.) A number of methodological weaknesses are apparent in these studies - three

out of the seven studies reviewed employed no control groups to account for

maturational effects and few children were included in each study, greatly lessening

the likelihood of revealing small, but nevertheless worthwhile, treatment effects. The

impact of treatment on the children was found to be inconsistent across both the
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controlled and uncontrolled studies. Also, the children were heterogeneous in terms

of the speech and language difficulties they were experiencing and some of the

children were globally developmentally delayed.

Tannock and Girolametto assert that the treatment effects observed in

mothers are the first order or 'direct' changes and as such are likely to be bigger than

the second order or 'indirect' effects on child behaviour. Although consistent positive

effects on mothers' communication behaviours were apparent, minimal if any

differences in child outcomes attributable to the treatment were observed, with the

exception of one of the studies, reported by Weistuch and Byers Brown (1987) who

did find a significant increase in the MLU 3 and use of multi-word utterances in their

experimental group relative to controls. However, as with the all the other studies

comprising this review, children with global delays were not excluded.

One of the programmes evaluated was the Hanen Early Language Parent

Program (Manolson, 1992). More recent evaluation has taken place of this

intervention approach by Girolametto of aL (1996). In this study, 25 mothers and their

late-talking children were assigned to an immediate treatment group or a delayed

treatment (control) group. Although described as randomised, it is not clear how

allocation took place. Over a four month period, parents in the immediate treatment

group received the Hanen programme, with its emphasis on teaching parents

language stimulation techniques to use with their children. Results showed that the

trained mothers modified their own language behaviours and that the treated

children's expressive skills improved more than those of the control group children.

Girolametto et a!. are cautious in their interpretation of the results, noting that the

participating mothers were well-educated, motivated and thus not a representative

group. A number of other studies have reported similar findings (Girolametto et a!.

1995; McDade and McCartan, 1998). At present this approach is in increasing use

average measure of the length of sentences produced by a child.
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for pre-school speech and language delay in the UK and its implementation is

already bringing about reorganisation in some SLT services.

Fischel et a!. (1989) and Whitehurst et a!. (1992) describe the implementation

of a treatment programme with expressively delayed pre-school children. However,

the method of allocation to treatment or control group was non-randomised, with

children assigned to the treatment group until all places were taken and subsequent

children assigned to the control group. Treatment consisted of training sessions

given to parents on a bi-weekly basis over a six month period. At the re-assessment

point immediately after intervention the two groups showed statistically and clinically

significant differences on measures of speech and language. The treatment group

had made considerable progress in expressive language and were, on average,

seven months ahead of the control on a measure of language age. The results from

the final follow-up three years later showed no differences between the groups at 65

months.

The control group was not a no-treatment group as parents were free to seek

alternative speech and language services during the five to six month intervention

period - with nine out of the 26 subjects receiving intervention in a variety of settings.

Results showed, however, that improvement in expressive skills was not related to

the treatment the children received. It was not found to be the case either that the

relation between therapy and improvement was masked because children with more

severe problems were those who received therapy. Fischel et a!. discuss this lack of

validation of early intervention for specific expressive language delay, pointing out

that treatment effects may take longer than five months to become apparent and that

the results of effective programmes may be diluted by non-effective ones.

Data were later collected on the use of other therapy services that had been

made at all three re-assessment points by children in both groups. Results showed

that while parents of children in the control group had sought intervention over the

whole period of the study, many of the parents of children in the intervention group
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also continued to seek intervention after the treatment period. Analyses were

conducted to look for effects of the effectiveness of community-based services,

comparing children who had received them with children who had not, but no

differences were detected. However, the method of allocation to the groups means

that the groups may not have been comparable to begin with and the different drop-

out rates in the groups mean that they almost certainly were not comparable at

follow-up, so biasing the results.

Fey et a!. (1993) sought to evaluate two approaches to the facilitation of

grammar in older pre-school children. The children were all described as having

expressive language problems that were significantly greater than would be

expected on the basis of their performance on non-verbal intelligence tests. The

subjects were randomly assigned to one of three groups. One group received

treatment from a speech and language therapist, the second received treatment from

their parents, trained by a speech and language therapist and the third was a

delayed treatment group acting as a control. The results showed that there was

statistically significantly greater improvement on measures of grammatical

expression in the groups of children who received treatment than the no-treatment

group, which made no gains at all on the various measures of language level

employed. Both intervention groups showed large treatment effect sizes. More

consistent gains were found in the clinician group, that is, more aspects of the

language difficulties improved and there was less variability, but the time

commitment for the therapist to train and administer the parent programmes was

about half that needed by the clinician to administer the programme. The authors

considered the parent programme to be cost-effective in providing treatment but

stressed that high levels of parent training and clinician involvement were necessary

to attain consistent success. No formal economic evaluation was included to

demonstrate this.
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The treatment packages ran for five months only and in 1997, Fey et a!.

reported on an additional five month treatment period for 18 of the original

participants, who retained the same group assignments as in the first treatment

period, with a control group who received no further treatment after their first

treatment period. The results showed that while improvements were made over the

second treatment period, they were not as large as those noted for the first period.

As with the first period, gains made were greater and more consistent in the clinician

treatment group than in the parent treatment group. The authors conclude that the

intervention approaches were effective, but recommend that clinicians remain alert

for periods when treatment may not be having any effect on the difficulties. They

argue for ongoing monitoring of child progress and modification of intervention,

particularly with the parental programme.

Gibbard (1994) reported the results of two studies. In the first, 18 pairs of

expressively-delayed children were matched on age, gender, birth order and socio-

economic status and in each pair, one was randomised to an experimental group

(parental-based intervention) or to a no-treatment control group. The experimental

group mothers attended fortnightly group parental language training sessions over a

period of six months, while the control group mothers remained on a waiting list. The

results showed gains in mean scores on a battery of tests for both groups but

statistically significantly larger gains were evident for the experimental group. In the

second study, Gibbard compared the parental-based language intervention with

'traditional' direct one-to-one therapy with the child and a non-specific parental

involvement group, working on other developmental skills. No control group was

included in this study. The results showed that post-test mean scores were best in

the parental language group, but not statistically significant from those in the

individual therapy group with the non-specific parental group obtaining the lowest

mean scores. Thus, Gibbard claims that parental-based intervention is at least as

effective as direct, individual therapy in the short-term. This study took place over a
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six month period so the longer term effects of parental-based intervention are as yet

unknown.

Experimental designs using single subjects have also been employed to

evaluate the effectiveness of parent training programmes for language delays (Alpert

and Kaiser, 1992; Hemmeter and Kaiser, 1994 and Kaiser et a!. 1995). While

parents' skills in facilitating language can be improved, these studies reveal a mixed

picture of the carry-over achieved in improving the children's language skills, with a

great deal of variability between subjects and within subjects in home and clinic

settings. Difficulties inherent in the use of this methodology include the need to

achieve stable baseline measures (to control for maturation) and the implementation

of treatments making the design prone to interference (carry over across intervention

periods) and/or additive (cumulative) effects threatening the validity of the results.

There have been a number of studies which have examined parental-based

therapy for phonological problems. Broen and Westman (1990) evaluated a

programme designed to allow parents to provide services to their older pre-school

children with phonological difficulties using a group of 12 subjects. 'Project Parent'

provided parents with materials and goals to use in teaching specific phonological

patterns. The experimental group were initially assessed, then re-assessed after a

period of six months and at that point, having maintained a certain cut-off level of

severity of their difficulties, received intervention. The control group consisted of

those children who at the six month re-assessment point had less severe difficulties,

so allocation was not randomised and treatment and control groups were not

comparable.

The results showed that when change in the experimental group during the

no-intervention period was compared with that of the intervention period, the

difference was statistically significant. Also, the change in the experimental group

during the six month treatment period was compared with the control group during

the same period and the difference was found to be significant The control group
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was the less severe group at the outset of the treatment phase and they improved

during both no-intervention periods. The experimental group (the more severe

children) improved only when they received direct intervention. Broen and Westman

claim this study supports the need for early intervention for some, but not all, children

with phonological difficulties.

Eiserman et a!. (1990) compared effects of a home parent programme and a

clinic-based programme for speech-disordered pre-schoolers. They assigned 20

children to the clinic-based programme, consisting of weekly therapy from a clinician

and 20 to the home-based parent training group, where the children received therapy

from their parents after training from a speech and language therapist. Allocation

was described as randomised but no details were included about the method used.

Results showed that the home-based group performed at least as well as the clinic-

based group on speech, language and developmental measures. A follow-up study

(Eiserrnan et a!. 1992) indicated that gains continued in both groups. These findings

are in line with those of Ruscello et a!. (1993) who compared clinician-administered

with parent-administered treatment for phonological difficulties and found that both

groups improved significantly, but with no statistically significant differences between

them. The lack of a control group in these three studies does mean, however, that

treatment effects cannot be distinguished from maturational effects and that claims

about the effectiveness of the approaches cannot be substantiated.

Thus, the picture of the impact of parent programmes on early speech and

language delays is not a wholly convincing one. Indeed the serious methodological

shortcomings highlighted above and in Table 2.2 mean that the findings are difficult

to interpret. Also, a number of limitations have been identified which potentially limit

the application of parent-based treatments. Eiserman et a!. (1990) indicated that in

their study most mothers did not work outside the home, giving them time and

opportunity to administer programmes, and were in many respects 'middle class'.

They also pointed out that clinic-based intervention is only more cost-effective when
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parent time is not added in to the equation. Similarly, Ruscello et a!. (1993) draw

attention to the fact that not all parents are candidates for being partners in therapy,

as some will be unable to make the necessary commitment in interest and time to

optimise the delivery of therapy.

To summarise, it seems to be the case that targeting of specific aspects of

both language and phonology for treatment by parents, in close conjunction with the

therapist, along with more general parental training in communication facilitation are

treatment methods which may have an impact on pre-school language disorders.

However, issues like small numbers of children, inadequate control groups and non-

specified methods of allocation to treatment or control groups threaten the validity of

the studies and make it difficult to draw any conclusions about the effectiveness of

this approach to treatment.

Thus, having considered the question of the effectiveness of therapy

provided by parents, the focus now turns on the question of the effectiveness of

therapy relative to its setting.

Where should therapy be delivered?

One of the first SLT intervention studies (Cooper et a!. 1974; 1979) examined

the Developmental Language Programme (DLP), which provided intervention for pre-

school children with mixed receptive and expressive delays. Their subjects were 50

children seen in a language 'class' setting, providing the DLP for two hours, five days

of the week and 69 children in a language 'clinic' programme, where the parent

followed the DLP under the direction of a speech and language therapist, who saw

the family at six week intervals. The researchers assigned children to control groups:

20 children received no therapy and a further 39 received conventional weekly

therapy. No details of how allocation was achieved and no description of the

baseline comparability of all the groups are included.
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Apart from in more severely intellectually impaired children, accelerated

progress in verbal comprehension and expressive language was shown for more

children enrolled in the programme (the language 'class' and 'clinic') than in either of

the control groups. The impact of the DLP on early delays looks impressive for the

intervention period and compared with no treatment, the intervention was of value.

Several notes of caution need to be sounded about the results, however. While it

appeared that the success rate of the 'class' children was superior to that of the

'clinic' children, it has to be pointed out that the 'class' children received much more

therapy in terms of time and the 'clinic' sample showed greater deficits in non-verbal

intelligence than the 'class' sample. No details are given as to whether assessment

was blind to the children's assigned treatment group.

Few studies have attempted to examine longer term outcomes but follow-up

of 38 of the children who had participated in this programme showed that the

advantages gained in the language class were maintained on re-assessment six to

30 months after discharge, with about 80 to 90 per cent of the sample maintaining

'accelerated progress'. It remains uncertain, however, as to how representative of

the original sample the follow-up children were and the notion of 'accelerated

progress' is misleading, in that it does not show the children moving into normal

language limits.

What makes the DLP exceptional, however, is the longer term follow-up of its

participants. Huntley ef a!. (1988) reported a longitudinal study of 63 of the children

involved in the programme, five years after its end. The results showed continuity in

the increase in language progress from the beginning of intervention to the final

follow-up, although the increase was much greater during the relatively short

intervention period than during the longer period after it, when progress slowed

down. No control group was employed at the follow-up so it remains to be seen to

what extent gains were maturational and whether the untreated children eventually

'caught up' with the children who participated in the DLP. Anticipating this likely
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criticism, the authors suggest that as the original control group's progress was slow

without help compared with that of those receiving help, it is likely to have continued

to be so in the succeeding years. Thus while the authors can justifiably claim the

short-term benefits of the intervention, there is no hard evidence to support the claim

that specific benefits continued over the longer term.

Wilcox et a!. (1991) also compared the effectiveness of classroom versus

individual treatment in pre-schoolers with receptive and expressive delays. They took

20 children and assigned them to individual or classroom-based early intervention

programmes, which took place over 12 to 16 weeks. The method of allocation to the

groups was described as randomised but is not specified. Their findings suggest that

while the use of words targeted for teaching increased equally for both groups, the

classroom-based group demonstrated more target words being generalised to the

home setting. While time differences between the two interventions are

considerable, with the classroom-based group receiving considerably more input

than the group of children seen individually, Wilcox et a!. attribute the enhanced

generalised learning of words in the classroom group to the broader range of

activities and the diversity in communication partners they experienced. A serious

shortcoming of the study is the lack of a control group to take account of maturation

effects on lexical development.

Stevenson et aL (1982) examined the effectiveness of providing home-based

SLT for language delayed children in an inner city area, where the rate of non-

attendance at clinics was very high. In a controlled trial, 12 children from one

geographical area were allocated to an experimental group, and 10 children in

another geographical area served as controls, matched on day care, gender,

cognitive functioning and immigrant status. The experimental group was visited 22

times by a speech and language therapist over the six month treatment period, while

the controls received advice on language stimulation at the initial assessment visit.

Results showed that both experimental and control groups made statistically
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significant gains in scores on a standardised expressive language measure,

although no statistically significant differences were detected in the changes of

scores between the groups. With such small numbers, though, the study was

considerably under-powered to detect differences.

However, a statistically significant and important clinical finding was that in

the experimental group none of the children scored lower on the expressive measure

posttest, while four of the control group did, suggesting that for some children the

impact of treatment is preventative and ensures that they do not fall further behind.

Stevenson et a!. highlighted the problem of the comparability of the groups both in

terms of difficulties (four of the experimental children had receptive as well as

expressive deficits) and in effective environment. They also commented on the

necessity of selecting sensitive and relevant outcome measures, for example,

measures of child behaviour and mother/child interaction, in which the authors

believed some of the experimental children exhibited considerable progress.

Best et a!. (1993), also concerned with provision of SLT services to children

from lower socio-economic status backgrounds, focused on intervention in day

nurseries. They allocated 32 children, showing delays in understanding and/or

expression and behavioural difficulties, to a communication group taking place over

three to four months or a no-treatment control group. No details of the allocation

procedure were given. Children presenting with severe delays, (that is, who were

more than 2.5 SD below the mean on standardised language scores) were excluded,

as these were deemed likely to need intensive help. The experimental group were

found to have made statistically significant greater improvements than the control

group on a number of communication-related measures - concentration and

listening, concept development, initiation of communication and length of

interactions. Best et a!. recommended the use of communication groups in the

community but acknowledge the need for further studies of effectiveness in different

settings.
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Almost and Rosenbaum (1998) reported a randomised controlled trial

designed to investigate the effectiveness of therapy for phonological difficulties

administered by a speech and language therapist in a community setting. The

subjects participating in the trial were 30 pie-school children with severe

phonological problems who were randomised to either a treatment group or a

delayed treatment control group. The allocation procedure is described with the

randomisation producing equal numbers in both treatment and control groups (n =

15). Using a cross-over design, when therapy was complete for the treatment group,

the delayed therapy group were provided with therapy while the treatment group did

not receive intervention. After the first phase of the trial, the treated children made

greater gains on phonological measures than did the controls. The response of the

delayed treatment group to their period of intervention was similar to that of the

immediate treatment group. Strengths of this trial were that sample size, albeit very

small, was determined by a statistical power analysis and that the analysis of the

primary outcome measure was carried out on an intention-to-treat 4 basis, so that the

four children who did not comply with treatment were included.

As the literature shows, there is evidence of the effectiveness of treatment

being delivered within a number of different contexts and also that 'classroom', clinic

and home-based therapy, relative to no-treatment controls, may offer advantages to

particular children at particular times. Unfortunately, there is no overall guiding

principle as to which setting affords the most impact for which type of difficulty and

which type of child. Thus, the studies allow no easy interpretation and extrapolation

to practice. Attention now turns to the effectiveness of the different approaches to

therapy and what impact they have on early speech and language delays.

An intention-to-treat analysis is one where patients are analysed according to the group to
which they were originally randomised, regardless of whether treatment is taken up. It ensures
that randomisation groups remain comparable over the course of the trial and also that the
comparison of the groups reflects 'effectiveness' in real clinical situations, where patients do
not necessarily comply with treatment.
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2.4.2 Treatment approaches and the effectiveness of speech and language
therapy

What therapy should be delivered?

Law (1997) argues that while issues of therapy delivery - whether there are

advantages to group rather than individual therapy, home-based rather than clinic-

based therapy, parental-administered rather than clinician-administered treatment -

are 'clinically salient', it is specific treatment techniques which are the building blocks

of programmes and therefore need explication and replication. Indeed, there has

been some investment of time and resources into looking for different effects

associated with different treatment techniques. The three main intervention

techniques identified by Law et a!. are didactic, naturalistic and hybrid, which have

different theoretical underpinnings and incorporate very different behavioural

techniques. The didactic intervention approach entails a child being given a model of

a behaviour, for example a sound, a word, a communicative response or a syntactic

construction and attempt being made to elicit the child's own production of that

model using behavioural techniques such as positive reinforcement. With the

naturalistic approach, an attempt is made to create opportunities for the child to learn

a communication behaviour in naturally occurring activities and interactions, making

use of repeated exposure to the forms to be learned in a context where the child can

make associations between the language form and what is happening in the

environment. Hybrid intervention uses a combination of didactic and naturalistic

techniques to help children learn language.

There have been a number of studies which have evaluated the effects of

these techniques on child language development. Using a randomised controlled

design, Schwartz et al. (1985) set out to evaluate the effectiveness of naturalistic

adult-child discourse structures in encouraging the production of word combinations

in language-delayed children. Their findings showed that there was a greater

increase in the number of multi-word utterances in the experimental children

compared with the controls. A number of d{ ul rest with regard to this study
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including the uncertainty regarding how randomisation took place, the very small

numbers of participating subjects demonstrating considerable individual variation,

and the adequacy of the control group given such individual variation. Two single

subject experimental studies have compared training procedures used in the

interactive treatment approach - Ellis Weismer and Murray-Branch (1989) and Ellis

Weismer et a!. (1993) compared modelling and modelling plus evoked production,

showing that both approaches were associated with gains in expressive language.

However, individual variation, unstable baselines and the alternating treatments

design employed, which is vulnerable to confounding and/or additive effects and

does not control for maturational gains, make interpretation of these studies difficult.

Cole and Dale (1986) used a randomised design to directly compare didactic

and naturalistic approaches with language delayed children and their findings

suggested that both groups of children made gains in language skills but neither

approach was associated with superior gains. However, whether these gains were

effects of treatment is in considerable doubt because of the lack of a no-treatment

control group. Connell (1987) used a quasi-experimental approach to investigate the

effects of modelling and imitation procedures on the response of language-impaired

and normally developing children. Results showed that for the delayed children

imitation teaching was more successful than modelling, while for children developing

language normally the reverse was true. This led Connell to express the view that

imitation is more appropriate for language delayed children as it makes fewer

cognitive demands on them. Camarata et a!. (1994) compared the effects of imitative

with conversational training on expressive language goals in 21 subjects (age range

4;O to 6;1O). This study showed that more spontaneous productions occurred with

conversational training, although three children improved only through imitation and

two only through the conversational approach.

Using a single subject experimental design, Warren et a!. (1984) looked at

the 'incidental teaching' approach - a combination of didactic and naturalistic
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techniques. They investigated the effects of the mand-model procedure (where a

mand is a yes/no question and instructions to verbalise and a model is an imitative

prompt) on the expressive language of three language delayed subjects (ages 2;1 1,

3;2 and 3;7). Using a multiple baseline design to control for maturation, treatment

resulted in increases in total verbalisations and initiations by the subjects, with the

effects being maintained during the fading condition. Warren at aL conclude by

pointing out the need for further research to consider the range and depth of effects

they believe this therapy to be capable of generating.

Overall, the evidence of these studies remains equivocal, hampered by

research designs which limit the claims that can be made. They suggest that there

may be a number of variables within individuals determining the effectiveness of the

approaches, for example, cognitive ability and linguistic level, and also that response

to different approaches may be determined by the area of language on which

intervention is focusing. Thus the evidence of which intervention type is optimal for

which type of language difficulty remains equivocal. It is likely that in practice

clinicians combine treatment techniques according to a number of considerations

including the age of the child, the perceived responses of the child and the type of

language behaviour being worked on. As yet there is no evidence to show how

eclectic therapy packages can be constructed to have the maximum impact on early

speech and language difficulties.

There have also been attempts to measure the effects of targeting specific

aspects of communication for therapy. Telleen and Wren (1985) demonstrated that

language delayed pre-schoolers made significant gains in the comprehension of

spatial prepositions over a five month treatment period. To test that the results were

not due to maturation or incidental learning, a second study was conducted over the

same interval with normal children as, in the words of the authors,

"..it was impossible to create a control group of delayed children by
withholding instruction" (p. 305).

As with the 'experimental' children, the control group were tested initially on
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preposition comprehension and re-tested five months later. During the time of the

intervention, prepositions were not singled out for instruction among the controls but

only taught incidentally within the context of a story or conversation. The controls

showed stability in their scores from test to re-test. As there were no significant gains

over this time and as the rate of language growth is faster in normally developing

children, the authors interpreted the gains in the experimental group as being due to

treatment effects and not maturation.

A number of single subject experimental designs have also attempted to

apply treatments to aspects of language and assess the effects. Mineo and

Goldstein (1990) published an evaluation of the effectiveness of a particular type of

training procedure in teaching particular word combinations in both receptive and

expressive modalities to four language-delayed pre-schoolers (age range 2;7 to

4;1 1). The findings suggested that the subjects only made gains during the treatment

period, particularly in increased length of utterance. Olswang and Coggins (1984)

describe an intervention study with two language delayed children (aged 2;7 and 3)

which examined the efficacy of three different treatment approaches for increasing

the production of target two-word combinations. The results showed that no

particular treatment strategy resulted in a systematic increase in spontaneous

imitations or productions of the target combinations for either of the children. What

emerged instead was that regardless of the treatment approach, both children

showed a specific period in which a more rapid rate of learning seemed to occur.

Using multiple baseline across subjects (stepped wedge approach) to control

for maturation, Connell (1986a) investigated whether production training and

comprehension training could help six language delayed children (aged three) to

learn the relationship between sentence meaning and word order. The results

indicated that production training was an effective way of teaching this relationship.

With the same design, Connell (1986b) implemented a treatment programme with

four language delayed children (age range 3;4 to 4;2) to teach the function of
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subjects in sentences. Results showed the children successfully responded to

treatment although individuals' patterns of learning were variable. Culatta and Horn

(1982) employed the multiple baseline across subjects design in their study of four

language delayed children's response to training on grammatical rules (age range

4;6 to 9;2). They demonstrated that the training allowed the children to generalise

the grammatical rules learned to spontaneous productions.

Other evaluation studies have investigated the impact of different treatment

methods on phonological difficulties. Weiner (1981) and Gierut (1990), using single

case design and multiple baseline measurement, provided evidence that certain

techniques may improve children's productions of treated sounds and generalise to

untreated ones. Using the same methodology, Powell and Elbert (1984) and Young

(1987) demonstrated that effects of remediation on children's phonological

simplifications could be generalised to untreated items.

There is some evidence that treatment for one area of language can impact

upon another. Tyler and Watterson (1991) demonstrated that children with both

phonological and language impairments who received phonological treatment

showed gains in both phonology and language whereas language-treated children

showed gains in language but regressed in phonology. The suggestion that

treatment effects are specific to the linguistic area being treated and that

generalisation might be uni-directional, that is, from phonology to language, is

supported by Fey et a!. (1994). Following a period of intervention to improve

children's use of grammatical language (reported in Fey et a!. 1993) the authors

established that while the children's grammatical output had improved, there had

been no indirect effects on their phonological skills. The implications of this are that

specific treatments may be appropriate where a child has a circumscribed delay but

only broad-based treatment programmes will have an impact upon generalised

communicative difficulties.
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2.4.3 Difficulties inherent in the intervention studies conducted to date

Sommers et a!. (1992) reviewed 63 published reports of evaluations of

phonological/articulation from the 1970s and 1980s and detailed their limitations.

These included absence of descriptive information about subjects, lack of follow-up

phases, small numbers of subjects in the group designs, absence of detail regarding

selection and randomisation of subjects and failure to state outcome variables.

Overall, the literature relating to effectiveness for speech and language delays is

beset with similar limitations.

The CONSORT statement established guidelines to ensure the clear

reporting of study design and results of RCTs (Standards of Reporting Trials Group,

1994; Altman, 1996). These guidelines draw attention to the serious methodological

difficulties which affect the few RCTs that have been undertaken in SLT, such as:

• Small numbers of children participating in the research making studies

inadequately powered.

• Lack of power calculations of subjects required to show treatment effects.

• Method of allocation to treatment/control group not always specified and not

always randomised, allowing the possibility of bias.

• Lack of description of baseline characteristics of treatment/control groups, to

demonstrate comparability of groups.

• Lack of adequate controls.

• Lack of blinded assessments or adequate descriptions of whether assessments

were blinded or not.

• Lack of confidence intervals (the interval within which the effect would be

expected to lie) in the reporting of treatment effects.

There are other difficulties regarding the existing literature, which include:

• Few follow-up phases to assess the stability of treatment gains.
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• Methods of selection have not always ensured that the sample is drawn from a

population which would be defined clinically as speech and/or language delayed.

The difficulty of comparing groups when language and behaviour characteristics

are described using different terminology.

• The difficulty of comparing groups when language and behaviour characteristics

are not comprehensively described, in terms of receptive, expressive language

and intellectual performance.

• The difficulty of comparing groups when social and demographic factors are not

made explicit.

• Treatment procedures have been inadequately described making replication

difficult.

• Few replications of intervention studies have been attempted to allow knowledge

of the effects of different approaches to accumulate.

• Many of the studies to date have taken place within settings such as university

clinics and thus are not always generalisable to the level of real-life service setting

and provision.

The validity of single subject experimental designs is also in some doubt, as

they can be subject to a number of weaknesses:

• They rely on achieving stability of baseline measures across subjects to control

for the effects of maturation.

• The use of an alternating treatments makes the design prone to treatment

confounding (treatment effects carrying over across intervention periods) and br

additive (cumulative) effects reflected in the results.

• While they may provide evidence of the efficacy of some approaches, these

findings are difficult to generalise to clinical populations and real service settings.
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2.4.4 The effectiveness of intervention

To return to the original question asked of the intervention studies, is there

evidence to show that intervention makes a difference in the short- and long-term to

children with early delays? In spite of the numerous methodological difficulties

mentioned, the corpus of literature does demonstrate that treatments exist which do

appear to have an impact on early speech and language delays in the short-term.

The findings of Law et aL (1998) confirm the effectiveness of intervention in the

areas of auditory discrimination, receptive language, expressive language and

phonology/articulation. Evidence from the meta-analysis of treatment effects reveals

that the standardised effect sizes from all the studies reviewed indicate progress of

one standard deviation, corresponding to progress from the 5th to the 25th percentile

on a standardised test, which constitutes moving into the normal range.

While some early SLT interventions do have effects, the studies in question

have not been designed to provide evidence of the importance of those effects in

preventing long-term problems. In addition, the dimension of therapy interventions

that is singularly lacking is that of 'when should therapy be delivered?'. In the

intervention studies, scant attention has been paid to the notion of longer term

follow-up, leaving a considerable gap in the overall understanding of what having

pre-school speech and language delays means in the longer term and what rOle

therapy can play in the amelioration of the early difficulties and prevention of later

ones. While there is an almost universal assumption that 'earlier is better', the shift to

pre-school provision has come about through professional opinion rather than as a

response to evidence of the effectiveness of early intervention. In the SLT

profession, there continues to be tension between the polarised positions of

'intervene early' and 'wait and see'. Yet relatively few studies have set out to address

this facet of SLT intervention. An important exception is the work of Ward (1999),

who demonstrated that it may be possible to bring about significant improvements in

children in their second year and beyond, who have been identified as being at risk
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of language delay, by training parents in the facilitation of listening skills. However,

an experimental examination of this early treatment approach with randomised

allocation to treatment groups is yet to be undertaken. Consequently, there remains

a highly important gap in the research (and clinical) picture - namely, the influence of

age on the effectiveness of SLT for early delays and whether 'earlier' really is

'better'. Treatment effects across age groups is a crucial area for investigation, so

that optimal timing for intervention can be identified. Fey (1986) sums up the position

by commenting on the lack of information about language-impaired children, which

makes it impossible to identify which children should receive therapy, what therapy

should entail and when it should begin.

2.5 The acceptability of early speech and language therapy

The other concept central to this review of the literature is that of the

'acceptability' of early SLT treatment to parents. So far, this review has concentrated

on assessing the impact of SLT treatment upon early speech and language delays

from the viewpoint of what happens to the child's speech, language and other

related skills. As already shown, the literature regarding early delays, their prognosis

and how their course may be altered by treatment has focused exclusively on child

variables and child outcomes. However, there are two trends which have contributed

to a perception that parental opinions of treatment programmes should form an

intrinsic part of the evaluation of effectiveness. These are:

• The particular increase in the last two decades of the involvement of parents in

the monitoring of their children's health (Hall, 1996) and widespread parental

involvement in early intervention programmes for children with developmental

difficulties (Guralnick, 1997). Additionally, the concept of shared decision-making

in clinical practice has gained credence (Elwyn and Gwyn, 1999), with the

emphasis on negotiation between client and professional as to what form

treatment should take. In this context, 'narrative based medicine' has been
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advanced as a means of mediating between the personal experiences and

perspectives of clients and the professional ones of clinicians (Greenhalgh, 1999;

Greenhalgh and Hurwitz, 1999).

A recognition of the importance of client perceptions and opinions about

treatments received and the notion of the acceptability of a treatment to a client

as a specific measure of outcome in modem health care. This is a relatively new,

and by no means universal, phenomenon in health services research. Within the

NHS, the White Paper Working for Patients' (Secretaries of State, 1969)

recommended the involvement of clients in assessing the quality of health care. A

number of authors have stressed the importance of taking client views into

account in the evaluation of health services (Fitzpatrick, 1991a; Carr-Hill, 1992;

Black et a!. 1998). Thus the social meaning and acceptability of an increasing

number of health interventions are now being investigated.

The influence of these fundamental changes crosses many child health and

education disciplines. A burgeoning literature attests to the recognition of the

centrality of parents in helping their children. Booth (1997) provided a summary of

the research looking at how parental beliefs might have an impact on treatment

programmes in the general early intervention literature. Hammer (1998) described

how research into early intervention services for speech and language delays is

using ethnographic principles to understand and overcome the barriers to providing

family-based services. Increasingly, research into the effectiveness of treatments

from the viewpoint of the child's family is being encouraged (Barnes McGuire et a!.

1997). What evidence of these developments is to be found in the literature about

SLT for early speech and language delays and how are parental opinions about the

acceptability of SLT treatment programmes being explored?

With the increasing parental participation in therapy, a number of researchers

have displayed an interest in parental opinions of the treatment programmes they
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have evaluated (Weistuch and Byers Brown, 1987; Tannock and Girolametto, 1992;

Ward, 1999). However, until recently, the tendency has been to report only

anecdotal evidence from parents about the acceptability of treatment. Likewise, on a

superficial level, regular attendance at the clinic by parents and compliance with

treatment has been claimed as a sign of parental satisfaction and approval. Formal

measures of 'consumer satisfaction' have rarely been built into research designs for

the evaluation of treatments for early speech and language delays.

One exception to this is the work of Girolametto et aL (1993), who set out to

evaluate the acceptability of an interactive language intervention programme

(described in Tannock and Girolametto, 1992) to a group of 32 parents whose pre-

school children were participating in the research. This is a language intervention

scheme which calls for a high degree of parental involvement. The authors combined

objective measures of attendance at, and co-operation with, the programme, with

subjective parental ratings of the treatment provided, at points during, immediately

following and four months after the programme.

The questionnaire parents were invited to complete included yes/no

questions, open-ended questions and rating scales. The main categories of

questions related to changes that the programme induced in terms of the parent's

communication with their child, changes in their child's communication with them,

particular techniques which were encouraged to facilitate language, as well as

instructional and organisational issues. The positive results obtained on both the

participation data and the parental rating measures suggested that this intervention

model was acceptable to the parents who had participated.

However, one of the major criticisms of this form of treatment (a fuller

discussion can be found, under the heading 'Who should deliver therapy?') is that

there is no evidence to show that programme effects on parents' communication

carried over into effects on the children's communication. Similarly, in the
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questionnaires, parents reported improvements in their interactions with their children

but remained equivocal about changes in their children's communication levels.

Also, a comparison of the results of the consumer evaluation was made with

those obtained from coding video-taped interactions between parent and child.

Results showed a lack of relationship between parent-reported changes and the

measures of change derived from the taped interactions. Girolametto et a!. regard

this finding as particularly puzzling but suggest that it might be indicative of parent-

child exchanges happening on a day-to-day basis but not being present in short

interaction samples. The authors also consider it possible that parents may have

given more positive answers so as not to draw attention to themselves by criticising

the programme or to disappoint the programme staff. Similarly, taking part in an

intensive programme of treatment could pre-dispose parents to finding and reporting

any positive change which had been anticipated by them.

Other weaknesses of this approach to 'consumer evaluation' and potential

sources of evaluation bias were highlighted, including parents being unable to

distinguish treatment effects from maturational changes and parents becoming better

observers of their child, causing them to notice behaviours which had previously

gone unnoticed. A note of caution is sounded by Girolametto et a!. with regard to the

sample of parents involved in the study - all were from high soclo-economic status

backgrounds and all had referred themselves to the programme - thus constituting a

highly motivated group, seeking positive change.

These concerns prompted Girolametto et a!. to issue a warning that the

results of this study cannot be considered as evidence of the effectiveness of this

intervention approach. They argued that while consumer satisfaction surveys

provide valuable information on the acceptability of services provided, they should

not be adopted as sole measures of treatment outcome. In a visionary statement, the

authors summarised their position thus:

"Although consumer-oriented evaluations provide data that are otherwise
beyond the scope of traditional research methods, attempts to determine
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client satisfaction with a program and its outcome are still in their
infancy...and must be considered only one component of any evaluation
of program accountability. Thus consumer-oriented surveys must be seen
as expanding the concept of evaluation and forming a useful adjunct to
rigorously controlled treatment studies, rather than replacing such
studies... When viewed in this context, consumer-oriented evaluations
may provide clinically useful information on the quality of services and
perceptions of outcome that may confirm or deny treatment gains
detected by conventional methods." (p. 49).

Current practice in pie-school SLT lays particular emphasis on the training of

parents to facilitate children's communication development and SLT departments

nowadays are re-organising their resources to achieve this aim. In spite of this

development, there has been little movement forward in research into the role of

parents in treatment or the acceptability of treatment to parents since the publication

of the paper of Girolametto at al. Law (1997) commended this as an area warranting

considerable future work. There are many issues which the scant literature leaves

unaddressed including:

An exploration of the issues surrounding parents' views of their rOle in therapy.

While professionals seek to 'empower' parents by giving them rOles and

responsibilities in SLT treatment, there has been little effort to seek parents' views

on empowerment and what such professional expectations mean to them.

• The acceptability of other common treatment programmes now employed with

parents and their children.

• The acceptability of treatment programmes to diverse groups of parents.

• The acceptability of treatment programmes for different types of difficulties.

However, it is argued here that there are even more fundamental topics which

are still to be explored about parents and early speech and language delays. In the

current literature, there are no reported studies which have used surveys or

interviews with parents to explore and interpret their views and opinions of early

speech and language delays, what having SLT (or not) has meant to them, and
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thereby to explicate how acceptable treatment is to them. The basic issues for

investigation include:

• The fundamental meaning attached by parents to their children's early speech

and language delays

• Their beliefs about the difficulties

. Parental pre-conceptions of SLT

• Parental expectations about their own role and that of the therapist

• The costs and benefits parents associate with receiving early treatment or not

• The social aspects of having a child with an early communication difficulties and

having the difficulties treated or monitored

• Parental perspectives on outcome.

2.6 Equipoise and the need for new research

Returning to the questions originally asked of this review, it appears that the

literature available cannot provide the necessary answers. With regard to the natural

history of speech and language delays, it is not yet possible to predict with certainty

the course of early speech and language delays, identifying children for whom early

delays are a transitory phenomenon and those for whom persistent problems are

likely to ensue. Thus, it is not yet possible to say whether intervention really can

make an impact on early delays or to what extent early intervention might actually

interfere with natural development. Likewise, it is not possible to postulate which

treatment approaches are optimal for which difficulties at what time and whether

treatment in the long-term alters beneficially the course of the original presenting

delay. This state of 'equipoise' or 'not knowing the answer' makes further research a

pressing need.

The knowledge deficits identified in the literature make a convincing case for

a large-scale, methodologically robust study to address the issue of the effectiveness

of early intervention, comparing a group of children who receive therapy for their
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difficulties with a control group who do not. A randomised controlled trial would allow

a systematic and rigorous evaluation of the effectiveness of early SLT provision in a

way less prone to bias than any other methodology. A trial also affords the possibility

of a complementary study, using social research methods to investigate the

significance of speech and language delays for parents and its relationship to their

perceptions of the necessity and acceptability of treatment.
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Chapter Three

The methodology of the study

"The randomised controlled trial, with its focus on hypothesis testing
through experiment controlled by means of randomisation, can be seen
as the epitome of the quantitative method. Answering the 'what is X'
question, though, is the foundation of quantification: until something is
classified it cannot be measured. Moreover, because health care deals
with people and people are, on the whole, more complex than the
subjects of the natural sciences, there is a whole set of questions about
human interaction and how people interpret interaction which health
professionals may need answers to."
(Pope and Mays, 1995, p. 43)

3.1	 Introduction

In Chapter One, an account of the broad issues affecting research into

clinical effectiveness with the study population was presented, while Chapter Two

provided an evaluation of the current state of knowledge about clinical effectiveness,

specifically with this population. These explorations shaped and clarified the

research questions this study sought to address and showed also the necessity of

employing a broad research strategy to accomplish this, It is the purpose of this

chapter to outline the methodological debate which shaped the design of the study

and describe how the multi-method strategy facilitated investigation of these

research questions.	 -

3.2 The overall research strategy

This study was framed by a single research design - that of the randomised

controlled trial (RCT). Other methods employed were survey questionnaires, which

were administered to the parents of randomised children after their children's

involvement in the trial had ended and qualitative in-depth interviews with a sample

of these parents. Thus, the overall research strategy was a combinative one, utilising

experimental design, and the collection and analysis of both quantitative and

qualitative data. This multi-method approach, therefore, sought to explore

'effectiveness' in a fuller sense. It examined the question of early SLT intervention
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with pre-school children on a number of different levels, investigating both the impact

of receiving/not receiving early intervention for speech and language impairments on

the children themselves and the acceptability of these two intervention strategies to

parents.

3.3 The randomised controlled trial framework

While the importance of the RCT was acknowledged in the field of biomedical

research, within SLT the RCT was far from being universally accepted or popular.

Indeed, a number of questions were raised regarding its use in SLT generally and

with this particular population.

3.3.1 The randomised controlled trial within speech and language therapy

As already shown, there were few examples where this particular research

design had been employed in the investigation of childhood speech and language

difficulties. However, the RCT had been used to evaluate aphasia 1 therapy. In the

1970s and 1980s a number of RCTs in the UK attracted a great deal of publicity -

none of them demonstrating any effects of treatment of patients following stroke by

speech and language therapists. This resulted in considerable controversy within the

SLT profession about the suitability of the RCT methodology. The arguments and

counter-arguments generated regarding the use of RCTs for evaluation of therapy

continued and were of immediate relevance to the research problem under

consideration here.

1 Aphasia, here, refers to the language disorder in adults, brought about by localised
neurological damage as a result of stroke, head injury or brain haemorrhage. It may present
the affected person with difficulties in the perception, recognition, comprehension and
expression of language, through the verbal and/or written modalities.

70



Howard (1986) suggested that, in spite of the almost universal acceptance of

RCTs within the field of medicine, the assumptions upon which they are based

rendered them unhelpful in exploring the effects of SLT treatments. Howard

compared previous SLT trials of aphasic subjects with the streptomycin-TB trial (one

of a series of trials organised by the Medical Research Council, which took place

between 1946 and 1952). Howard expounded the view that the success of the

streptomycin-TB trial was due to the homogeneity of the population involved in the

trial, the homogeneity with respect to the treatments employed, the precisely

specified differences in treatment between the treatment conditions and the ability to

demonstrate significant treatment effects in a disease with low spontaneous recovery

rates, with clear-cut means of measuring improvement. Howard argued that these

factors, which contributed to the 'power of the trial to detect differences between the

treatment groups, were the ones which were difficult, if not impossible, to reproduce

in SLT aphasia trials. His position is summed up thus:

"With the benefit of hindsight, it is easy to see that RCTs were, always,
an inappropriate way of approaching the question of whether speech
therapy is effective with aphasic patients... The question - is speech
therapy effective for aphasic patients? - is too broad to be amenable to
scientific discourse. The answers will depend on the therapies used and
the patients with which it is used... To establish whether or not aphasia
therapy can be effective, we need to pose much more precise questions,
questions which are suitable for scientific investigation... But, for
information to allow us to abandon ineffective therapy approaches, and
identify and improve effective ones, we must use experimental
approaches that avoid the assumptions behind RCTs."(p. 97).

Pring (1986), in a similar vein to Howard, took as his starting-point the dissatisfaction

with and unsuitability of RCTs within the area of aphasia therapy. Pring went on to

advocate the abandonment altogether of a group study approach to treatment

efficacy and recommended instead the adoption of single case studies which

allowed the "application of well-defined treatment procedures to specific areas of

linguistic deficit" (p. 103).
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RCTs were, however, not without their supporters in SLT. Like MacDonald

(1997) defending the use of the RCT in Social Work, Fitz-Gibbon (1986) went so far

as to suggest that the SLT profession was guilty of 'shooting the messenger' and

questioned whether the methodology would have come in for such heavy criticism

had the results been uniformly positive. Fitz-Gibbon conceded that limitations had

certainly been present in the design of some trials, but did not regard this as a

justification for the wholesale abandonment of RCTs in SLT, arguing that:

"science can tackle broad questions but in doing so it produces only
broad answers. Tackling broad questions in no way precludes
subsequently tackling narrow questions. Both are equally valid but a
single experiment is unlikely to yield answers to both broad and narrow
questions" (p.120).

This viewpoint provided support for the role of the RCT in SLT and issued the

reminder that the overwhelming necessity was often to tackle the 'broad question'

first In a number of areas in SLT, and certainly in the field of children's speech and

language difficulties, it was this consideration which was uppermost, as 'broad

answers' about the effectiveness of SLT in service settings were being sought.

The debate was taken up by Siegel and Young (1987) who put forward an

articulate argument for the use of group designs, although not necessarily at the

expense of single case designs within SLT. They pointed out that any researcher

should be aware of the limitations and pitfalls of group designs but that there was a

clear case for them:

"In the long run, the process of therapy will be most advanced by the
accumulation of knowledge about human behaviour that applies across
clients. To argue that each client is unique is to argue essentially against
the application of science to the amelioration of communication disorders.
Carefully designed and thoughtfully interpreted studies that contribute to
the pool of general knowledge concerning human behaviour hold great
promise for clinical effectiveness. No currently available research strategy
holds the mortgage on such wisdom" (p.198).

This, indeed, was a sobering reminder of the situation with regard to research

methodology within SLT.
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What implications, then, did these arguments and counter-arguments have

for the undertaking of an RCT among the population under consideration here? It

was possible to recognise the extent to which some of Howard's concerns about

aphasia trials may also have applied to the use of RCTs with child speech and

language impairments. Certainly, with regard to disorder, the population involved was

far from homogeneous. SLT treatments applied to children were heterogeneous,

since the approach of clinicians with regard to treatments for early speech and

language impairments was often an eclectic one. There was no single, defined

treatment. Therapeutic goals were formulated as a result of a number of

considerations, including the theoretical stance of the therapist, the areas of

communication judged by the therapist as warranting treatment and the readiness of

the child to accept certain forms of treatment. Howard also cited uncertainty about

spontaneous recovery rate as a problematic factor in aphasia trials. This was true,

too, of the pre-school communication-impaired population, where gains taking place

could have been due solely to maturational processes.

However, the key strength of the RCT in overriding the difficulties of

heterogeneity was its ability to generate unbiased comparison groups. True random

allocation was ultimately the only way that known differences, such as prognostic

factors, as well as unknown differences could be controlled for. As an additional way

of counteracting these potential difficulties, Fitz-Gibbon recommended a more formal

definition of experimental and control treatments and the 'blocking' of patients with

similar characteristics to investigate treatment effects. Treatment approaches when

highly specified would make it possible to discern what was responsible for bringing

about any change. Problems arising out of spontaneous recovery could also be

alleviated by the use of a RCT. Many conditions are self-limiting and improve by

themselves and the advantage of a randomised design was that spontaneous

remission, as with any other potential confounder, would in the long run be
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comparable in treatment and control groups, where true random allocation had taken

place.

In spite of the criticisms to which it had been subject, the RCT remained the

best method for comparing the effectiveness of different treatments, allowing

inferences regarding cause and effect to be made. While the British streptomycin-TB

trial resulted in clear knowledge about the superiority of the drug treatment over bed-

rest alone, it also demonstrated the need for controls to place the treatment effects

of the drug in their whole context. A proportion of the patients treated by bed-rest

alone did make clinical improvement, some patients receiving the drug did not

respond to treatment and important side-effects were witnessed in many of the

patients receiving the experimental treatment. Thus RCTs had the capacity to show

both the benefits and the risks inherent in treatments. Nowadays, few people would

argue against the necessity of the formal evaluation of health care interventions, to

ensure that they are doing more good than harm.

3.3.2 The pragmatic randomised controlled trial

By using a pragmatic trial design 2, important inferences could also be made

from the trial to the wider clinical setting. A pragmatic trial could closely reflect what

was likely to happen in real practice, where some patients do not take up treatments

offered, where treatments are delayed and where other patients end up receiving

treatments not originally intended for them, and show to what extent a treatment was

likely to be effective in practice. As Newell (1992) explained:

"Suppose... that patients are randomly allocated to medical or surgical
treatment. Those allocated to medical treatment are given medication
immediately, while those allocated to surgery may require preparation,
possibly waiting a few days or weeks for an available surgical theatre
time-slot. If a patient should happen to die before reaching the operating
theatre, a surgeon might be inclined to say 'that death should not count
against the surgical option - I didn't get a chance to put my knife into the
patient'. The physician would rightly claim that if the surgeon could

2 In pragmatic trials, subjects who are randomly allocated to one treatment are analysed as
having received that particulartreatment, regardless of whether they have completed or
received that treatment at all.
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discount these - obviously the sickest - patients, the comparison would
not be fair. In fact, the surgical programme includes some (inevitable)
delays, and all mortality occurring after the decision to perform surgery
must correctly be assigned as part of the outcome of that programme."
(p.838).

While the example given here is a medical/surgical one, it demonstrated that

information about how services are provided in real clinical practice, as well as the

comparison of two different treatments, could be generated by this type of trial. Pre-

school SLT is not a matter of life-and-death so mortality would not, of course, be an

outcome. However, an important outcome likely to emerge was that concerning how

parents, particularly, coped with the different trial options and how acceptable each

was to them. For example, one asked what would be the effects on parents of

making children, in whom significant difficulties were identified, wait for SLT

treatment for a year. Were parents likely to want to change arm of the trial? Would

the nursery the child attended ask for therapy to begin? Would it make parents more

likely to seek private therapy? Conversely, what would happen if a child with a mild

problem, whose parents were unconcerned, was randomised to receive immediate

treatment? Would clinic attendance be regular and the parents show commitment to

therapy? Such questions were reflective of the everyday business of the clinic,

where therapists had to make decisions about what was likely to happen if treatment

did or did not begin, not only for the child but also for those in the child's wider

environment - parents and child care staff.

The pragmatic trial therefore permitted comparison between the effects of

giving immediate treatment and delaying it, which was its prime purpose, but also

made it possible to gain information about the acceptability of these two very

different modes of service delivery. The use of survey questionnaires and in-depth

interviews extended this aim further and the decision to make them part of the study

design will now be discussed in more detail.
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3.4 The use of a survey questionnaire

3.4.1 Background to a parent questionnaire

As demonstrated in Chapter Two, there was a growing recognition of the

need to assess the views of clients about the health care services they receive as

part of the evaluative process. Pressures exerted by government and by executive

bodies within the NHS, in combination with suggestions that patient satisfaction was

an important outcome measure, produced a drive towards the investigation of clients'

views of their health care and gauging their satisfaction. The use of surveys within

the NHS to elicit such views was, therefore, increasing. Fitzpatrick (1991a) tracked

the factors which brought about this situation in modern health care and predicted

that:

The patient's views will increasingly be sought on such matters as
information needs; interpersonal and organisational aspects of care; and,
indeed, the value of medical treatments." (p.887).

Fitzpatrick (1991b) argued that patients do not have one overall perception of

their health care, which may be amenable to investigation, but rather that patient

satisfaction was multi-dimensional, that is, patients may hold differing views on

different aspects of their care. He cited as examples 'the doctors conduct',

'availability of care', 'continuity and convenience' and 'financial accessibility'. He went

on to elaborate broad dimensions of patient satisfaction (Table 3.1).

Informativeness
Overall quality
Bureaucracy
Access
Cost
Facilities
Continuity
Humaneness
Competence
Attention to psychosocial problems
Outcome
Table 3.1	 Fitzpatrick's dimensions of patient satisfaction
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3.4.2 Purpose of a parent questionnaire

The purpose of a parent questionnaire in this study was to elicit perceptions

regarding some of these dimensions, focusing in the main on informativeness,

overall quality, access, facilities, continuity, attention to psychosocial problems and

outcome. This was not merely in order to relate them to satisfaction per se but

because of the more fundamental requirement to establish parents' viewpoints on

the acceptability of the two types of 'service' being provided within the context of the

RCT and the strengths and weaknesses, as viewed by parents, of these two

approaches to intervention, It was, nonetheless, anticipated that, in so doing,

parental satisfaction/dissatisfaction with aspects of SLT would be made evident.

It was also anticipated that a parent questionnaire would gather basic

information across the range of parental experiences throughout the course of the

trial. It was envisaged that the resulting data would provide a stand-alone measure of

the views of a large number of parents about SLT, which would be unique in the

evaluation of this area of the profession's work. Pope and Mays (1995) argued that

important questions in the health care services remained about the organisation and

culture of providers of services and that these would potentially explain why the

findings of RCTs could be difficult to apply to everyday clinical settings. The use of a

survey questionnaire was expected to illuminate the findings of the RCT, make it

easier to interpret the results and direct the implementation of the results in practice.

As well as gaining a broad picture across all parents, the need to understand at a

deeper level the views and attitudes of parents about SLT was considered to be of

paramount importance. However, there seemed a possibility that parents would be

unlikely to criticise their children's SLT in a questionnaire, particularly if the child was

still receiving or awaiting treatment. Thus, a third component of the study - qualitative

in-depth interviews with a sample of parents - was incorporated to provide a detailed,

and possibly more honest, insight into receiving or not receiving early SLT.
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3.5 The use of qualitative in-depth interviews

3.5.1 Background to the qualitative study

Qualitative research methods were developed in disciplines such as

anthropology, sociology and social psychology to try and explore and understand the

social world. They arose from an epistemological standpoint characterised by:

"..express commitment to viewing events, action, norms, values, etc.
from the perspective of the people who are being studied." (Bryman,
1988, p. 61).

Marshall and Rossman (1995) described the "unique strengths" of the qualitative

paradigm

"for research that is exploratory or descriptive.., that searches for a deeper
understanding of the participants' lived experiences of the phenomenon."
(p. 39).

For this reason, it was often the chosen paradigm for research in the applied social

sciences, for example, the sociology of health and illness utilised qualitative methods

when trying to make sense of how health care programmes worked and issues like

lay perceptions of health and illness and adherence to treatment (Scambler, 1987,

1997; Nettleton, 1996). Indeed, qualitative research had already been introduced into

SLT as part of the disability discourse, which had suggested that a radical

reappraisal of the cause and nature of disability was necessary. Thus, the lived

experience of disability and the perceptions of adults who became language-

impaired as a result of stroke had been a focus of investigation (Parr, 1994; Parr et

a!. 1997).

Also, there had been an expansion in the use of the qualltative paradigm for

purposes of evaluation in the social sciences. Patton (1987) ventured how qualitative

research methods might accomplish this:

What do programs mean to participants? What is the quality of their
experience? Answers to such questions require detailed, in-depth, and
holistic descriptions that represent people in their own terms and that get
close enough to the situation being studied to understand firsthand the
nuances of quality" (p. 30).
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In some areas of health care, as already described, there was increasing emphasis

on the importance of involving clients and acknowledging their viewpoints on the

services they receive. The use of a qualitative approach appeared, then, to minimise

the risk of researchers imposing their own viewpoints, beliefs and 'categories' onto

the people being studied and to allow their perspectives to emerge. In a discussion

about qualitative research methods, Herbert (1990) stated that:

'..a concentration on seeking quantitative information by objective means
can lead to one missing or neglecting other data, perhaps more salient to
the processes under investigation" (p. 33).

With this point in mind, it seemed advisable and wholly appropriate to seek

qualitative information, as an adjunct to a study which would incorporate a large

body of quantitative information. The importance of the qualitative data was

considered to lie in their ability to 'flesh out' the quantitative data, thereby giving

meaning to the patterns discernible within them. Therefore, by approaching the

question of the effects of intervention and therapy as perceived from the perspective

of the children's parents, it was anticipated that the available quantitative data would

be clarified and given meaning by being placed in their wider context. The qualitative

data, however, were also regarded as important in their own right, as they would be

capable of standing alone as a detailed description of the thoughts and feelings of

parents, when their young child either received or did not receive early SLT

intervention. Such an account was unprecedented in this field of SLT.

3.5.2 Choice of method

Qualitative research offered a number of methods of data collection. A

method relied on considerably by qualitative researchers was that of in-depth

interviewing, described by Kahn and Cannell (1957) as "a conversation with a

purpose" (p. 149). As with any research method, interviews had drawbacks and

limitations. Co-operation and honesty on the part of the respondent were essential

and conducting interviews required skilled interaction, listening and questioning.
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However, they also had a number of particular strengths: they were a relatively quick

way of getting large amounts of data, they allowed the interviewer to enter into the

world of parents, presenting an 'inner' perspective to more outward behaviour and

they permitted exploration of the experiences, perceptions and opinions of parents.

The potency of this method for investigation and explanation resided in its capacity

to give parents the opportunity to raise their own issues and ideas, as well as to

respond to those of the interviewer. In this study, therefore, the method of in-depth

interviewing seemed a practical and useful choice to elicit the perspectives of

parents on their early involvement in SLT.

3.6 The combinative strategy

Thus, having considered the separate strands that combined to form this

study - the RCT framework, the use of the survey questionnaire and the use of

qualitative in-depth interviews, consideration should now be given to the approach as

a whole. What justification was there for the use of this research strategy?

Marshall and Rossman (1995) described research strategy as reflecting a

"series of major decisions.. .in an attempt to ascertain the best approach
to the research questions posed..." (p. 42).

These authors went on to develop a categorisation of 'purposes of research' which

included exploration, explanation, description and prediction. It was possible to

conceptualise this study in terms of these four distinct research purposes as the

questions being addressed by the study could be seen to encompass all four

categories.

Firstly, the study was seeking to build on the findings of previous SLT studies,

to understand better the evidence already available in order to be able to make

predictions about the course of early speech and language difficulties, It could,

therefore, lay claim to both an explanatory and a predictive purpose, which were

investigated by the RCT. It was this aspect of the study which addressed the
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question of intervention from the basis of the child's difficulties and what role early

intervention might play in the course of these difficulties.

At the same time, the study was attempting to increase understanding of an

area where little previous work has been carried out - that of parental attitudes and

perceptions about SLT. Hall (1996) recommended that professionals should be

receptive to parents' views and attempt to build a partnership with them in the

meeting of a child's health care needs. However, very few systematic studies of

parents' opinions and viewpoints had been carried out and professionals lacked

knowledge in this area. Therefore, the study could be seen to assume an exploratory

and descriptive function, through the survey questionnaire which set out to explore

and describe a range of issues with a large number of parents and through the in-

depth interviews which set out to explore and describe in more depth and detail

these perceptions, why they are held and the implications they had for the SLT

profession.

Pope and Mays (1995) recognised that the complexity of current health care

provision and the need for new ways of conducting research, calling for the

relation between quantitative and qualitative methods to be
characterised as complementary rather than exclusive" (p. 44).

It was this need for complementary information that resulted in the research strategy

undertaken in this study. While SLT certainly needed to gain information about the

impact of these two intervention strategies with pre-school children, it also needed to

explore the attitudes of parents towards the intervention it offers, in order to build a

picture of both effectiveness and acceptability. Thus having discussed the rationale

behind each aspect of the combined research strategy, the focus in Chapter Four will

be on the methods themselves and the practical undertaking of the study.
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Chapter Four

Methods

'..we need a range of methods at our fingertips if we are to understand
the complexities of modem health care."
(Pope and Mays, 1995, p.45)

4.1	 Introduction

It is the purpose of this chapter to describe how the three methods - the

randomised controlled trial, the parent questionnaire and the qualitative in-depth

interviews - were utilised in the course of the study. The schedule in section 4.5

shows the timing of the development and implementation of the methods.

4.2 The randomised controlled trial

4.2.1 Subjects

The subjects of this aspect of the study were pre-school children, aged 31,4

years or under, at the time of initial attendance at their local SLT clinic. They were

referred to their local therapist for slow speech and/or language development,

usually by a health visitor, their GP or parent. At the initial appointment, children

falling within certain broad categories were immediately excluded. These were:

• Children who already had a diagnosis of Severe Learning Difficulties (SLD) or

autism, and whose speech/language impairment is, therefore, secondary to a

global impairment.

• Children with oro-motor deficits, for example, cleft lip/palate or dysarthria1

resulting from cerebral palsy.2

A disorder resulting from neuromuscular disturbance which affects the voluntary
movements of the muscles for speaking and eating.
2 This is defined as a persistent disorder of movement and/or posture due to a non-
progressive lesion of the brain.
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• Children who had a speech /language problem outside the scope of this study,

that is, children whose primary difficulty was dysfluency (stammering) or

dysphonia (disorders of voice).

• Children growing up in a bi-lingual environment and whose acquisition of English

would be likely to be different from children acquiring English mono-lingually.

• Children who were twins (regardless of whether the other twin was referred for

assessment by the therapist), as there is evidence to show that language

acquisition is different in twins than it is in singletons (Bishop and Mogford,

1993).

• Children who already had an older sibling receiving SLT.

• Children without a regular 'carer' able to attend therapy sessions.

• Children failing to attend all the assessment sessions necessary for

randomisation to be canied out.

• Children who were not new referrals to SLT.

• Children whose parents did not wish to participate in the study.

4.2.2 Selection criteria

For children to enter the trial, they needed to fulfil pre-set criteria in the

course of their initial assessment sessions with the collaborating speech and

language therapists. These were:

• Having a standardised assessment score under 1.2 standard deviations (SD)

below the mean on both receptive and expressive language, equivalent to a

centile ranking of 10 or below in both areas, with or without phonological

difficulties.

• Having a standardised assessment score under 1.2 SD below the mean on

receptive language, equivalent to a centile ranking of 10 or below in this area and
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a standardised assessment score of above 1.2 SD below the mean on

expressive language, with or without phonological difficulties.

• Having a standardised assessment score under 1.2 SD below the mean on

expressive language only, equivalent to a centile ranking of 10 or below in this

area, with or without phonological difficulties.

• Having receptive and expressive language scores above 1.2 SD below the mean

but with a 40 per cent and above error rate in the production of fricative

consonants (for example 'f', 's', in words such as 'fish' and 'sock') and/or velar

consonants (for example 'hard c', 'hard g' and 'ng', in words such as 'cup',

'glasses' and 'knitting') and/or post-vocalic consonants (that is, sounds occurring

after a vowel for example 'brick'). Other difficulties within the phonological

system may also have been apparent, but were not included as part of the basic

criteria.

The final criterion of entry to the thai was that if a child fell within one of

these groups but would not be considered as eligible or appropriate for therapy at

that time in the clinical judgement of the therapist, they would be excluded. This

criterion was in place to ensure that, even where children fulfilled all the pre.-set

assessment criteria, they would not enter the trial if the therapist did not judge them

to be 'clinically significant' enough to warrant immediate intervention. Nevertheless,

it was necessary for the therapist to be in sufficient equipoise to randomise the

child.

4.2.3 Rationale for the selection criteria

in determining selection criteria, it was necessary to consider the range of

speech and language delays likely to present in the course of the trial and to group

them into more homogeneous categories, as Fitz-Gibbon (1986) recommended.

84



Whitehurst and Fischel (1994) differentiated between the groups mentioned in

section 4.2.2 with regard to their potential prognosis and their risk for continuing

problems - with the first group, the receptive-expressive children, being most at risk,

a finding reported by other researchers (Bishop and Edmundson, 1987). Indeed,

specific hypotheses about outcome for each group were advanced in Chapter One.

Whitehurst and Fischel (1994) also argued for the acceptance of the cut-off

point of 2 SD below the mean as the minimum score for intervention but concede

that research studies need more tolerant criteria in order to investigate prognostic

and predictive indicators. Records and Tomblin (1994) reported that children are

categorised by speech and language professionals in north America as language

impaired with a score of less than about 1 SD below the mean.

The choice of a 40 per cent error rate for the phonological processes in the

third group was cited by Hodson and Pagel Paden (1983) as the point beyond

which errors reduced spontaneously without treatment on post-testing and was

recommended as an intervention criterion. While high error rates here might occur

in younger children in the course of normal development, this remained a robust

category as younger children were unlikely to be admitted to SLT for these

difficulties alone.

Therefore, in order to ensure that severity was reasonably equally spread

across both randomisation groups so that the groups would be comparable,

randomised allocation took place on a stratified basis, that is, children were placed

in one of the distinct groups considered earlier and then randomised to either

Therapy Now or Therapy Later. Specifically, the three strata were:

Children under 1.2 SD below the mean on receptive and expressive language

(General Language group), also included in this stratum were children who were

under 1.2 SD below the mean on receptive language but above 1.2 SD below the

mean on expressive language.
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• Children under 1.2 SD below the mean on expcessive language only (Expressive

group).

• Children with 40 per cent or above variability on phonological features, with

language within normal limits, that is, above 1.2 SD below the mean on receptive

and expressive language (Phonology group).

The method of ensuring randomised allocation in each of the groups will be

described later in this chapter.

4.2.4 The assessment procedure

Subjects were recruited in the SLT departments of 16 community health

centres in three health care Trusts across Bristol and Bath. A standardised

procedure across all the participating clinics identified the clinical population for the

trial. All collaborating therapists received initial training in the conduct of the trial and

were encouraged to attend regular support and discussion sessions, which aimed to

maximise consistency in their use of the assessments and in their adherence to the

thai protocol.

The collaborating therapists were required to carry out the initial assessment

of potentially eligible children. For this, a battery of assessments was used. These

included:

• Preschool Language Scale - 3 (Zimmerman et a!. 1992), to determine

standardised scores on receptive and expressive language, which formed part of

the entry criteria. This assessment was selected as, unlike other assessments it

was suitable for children from 0 - 7 years and contained both a receptive and an

expressive language section.

• A list of 22 items to elicit single words for phonological analysis (adapted from

Pagel Paden ef a!. 1987), which also formed part of the entry criteria. This

assessment was adapted for the study because there were no phonology
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assessments which were simple enough to be administered to children

potentially as young as those in this study.

• A 30 minute audio-taped ianguage sample in a standardised play setting, to

capture spontaneous verbal output from the child. The samples obtained were

transcribed independently and analysed blind to the arm of the trial to which the

child was ultimately assigned. The children's expressive output was scored and

assigned a developmental level using the Bristol Language Development Scales

(Gutfreund et aL 1989). This assessment was standardised on a population of

local normally-developing children and allows the coding of children's first basic

utterances through to complex linguistic structures.

Gaining a measure of the child's general developmental level at the point of initial

assessment was regarded as desirable. However, working as they were within a

service delivery context, in the early stages of recruitment the collaborating

therapists found that the time commitment necessary to carry out this aspect of

assessment was particularly onerous. No assessment was available which could

be easily undertaken by the therapists without considerable time being spent.

Therapists were asked, however, to complete the daily living, socialisation and

motor skills domains of the Vineland Adaptive Behavior Scales (Sparrow et a!.

1984). The socialisation domain gave a picture of the child's ability to form

relationships with others, to interact with others and to follow social rules. This

area was regarded as being an important outcome measure in that its

dependence on communication skills made it an indicator of change in those

skills.

Data collected from parents regarding their own education and employment

details, their age, the composition of their family, the involvement of the child in

other contemporaneous research projects, the child care provision received by

the child, the history of any familial speech/language/learning difficulties, the
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child's medical, hearing, feeding and communication histories, along with the

emergence of milestones, for example, first words and brief information about the

child's communication at the time. The collaborating therapists also collected

data from the parents on perceived changes in their child's speech/language

prior to the initial appointment, what concerned them about their child's

communication and the level of their concern. The therapists were also required

to record their judgements on the appropriateness of parental concerns and

levels of anxiety, the interaction and facilitation strategies parents were

employing with their child, the opportunities open to the child for social and

educational contact and the area of child-parent attachment. Measures related to

the child's overall functioning such as levels of attention (Cooper eta!. 1978) and

symbolic play (McConkey and Jeifree, 1979) were also noted. Therapists also

scored the children on the WHO/Enderby Outcome Measures (Enderby and

John, 1997) in the areas of Impairment, Disability, Handicap and Well-

being/distress.

4.2.5 Randomisation

At the end of the assessment procedure therapists discussed their findings

with parents and gave them an information leaflet about participation in the trial. If

parents gave their written consent to take part, the eligible children were then

randomly assigned, from a sealed envelope opened by the parents, to either the

immediate treatment condition, referred to as Therapy Now, or to the delayed

treatment condition, referred to as Therapy Later. Randomised assignments were

generated by the blocking of Therapy Now/Therapy Later into sets of six, whereby

20 combinations of allocating Therapy Now and Therapy Later three times within

every set are possible, known as random permuted blocks (Bowling, 1997). For

example, Now, Now, Now, Later, Later, Later is a possible combination. Each
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combination was assigned a number and the combinations to form the

randomisation were then chosen according to a sequence of random numbers

taken from statistical tables. Slips were placed in opaque envelopes by the author,

who was not at all involved with this stage of recruitment of children to the trial. The

envelopes were then sealed and numbered sequentially, for randomisation to be

carried out in the clinic with the parent present. This strategy of separating the

researcher generating the allocation schedule from those implementing it and

concealing the treatment allocation from the collaborating therapists was an

essential measure for preventing selection bias (Schulz et aL 1995).

For the children randomised to receiving immediate treatment, therapy was

to begin within a month of randomisation and to continue until the point where the

therapist, in consultation with the parent, would normally discharge the child. The

therapist was permitted to deliver the therapy that he/she would deem appropriate

for that child, with no specifications made by the trial. The collaborating therapist

maintained full treatment records for each child seen as part of the trial, stating what

had been worked on (at the levels of Impairment, Disability, Handicap and Well-

being/distress), how it had been worked on (treatment strategies and goals) and for

how long (amount of therapy received by the child).

In the case of the children randomised to delayed treatment, their parents

were initially just given standardised general advice by the collaborating therapist,

comprising non-specific ideas and strategies for promoting speech and language

development. Delayed treatment children were allowed to switch to receiving

therapy at any point where parents were expressing concern. They then received

treatment in the same manner as the children in the immediate treatment group. For

ethical reasons, intensive therapy was made available by the author and the other

research speech and language therapist employed on the STEP study, for those
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children in the delayed treatment group warranting intervention after the 12 months

re-assessment.

4.2.6 Follow-up re-assessments

All children in the trial were followed up at six months post-randomisation

either by the author or the other research speech and language therapist and again

at 12 months post-randomisation by the research speech and language therapist

they had not seen previously. Every attempt was made to ensure that the research

therapists were blind to the trial group the child was in and to the child's previous

results, which may otherwise have influenced their judgements. Thus, the six month

re-assessments were carried out by one therapist without recourse to the initial set

of assessment measures and the 12 month re-assessments were carried out by the

other therapist without recourse to either the initial or the six month set of

assessment measures. For the author, who had the responsibility for collecting and

administering the initial data sets of randomised children, blindness was sometimes

compromised. Occasionally, the participating therapists or other professionals

required information about a particular child which made it impossible for the

research speech and language therapists to be blind. Parents themselves were not

'blind' and could not always be prevented from informing the research therapists

which group their child had been in. Thus, as blinding could not always be

completely guaranteed, it was important to retain full blindness on one measure -

the language sample. This was possible as the tapes were independently

transcribed and the child's name and details removed from the transcripts when

they were coded and a developmental level assigned.

At the six month re-assessment, all the measures obtained at the initial

assessment were repeated with the exception of the Vineland Adaptive Behavior

Scales assessment. At this re-assessment, the research speech and language
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therapist gave more general advice and strategies to parents of both Therapy Now

and Therapy Later children. It was anticipated that parents whose children were in

the 'watchful waiting' group would ask for advice at this re-assessment It would not

have been possible to give advice to the Therapy Later group and not to the

Therapy Now group without possibly introducing bias, so both groups of parents

were given standardised handouts on promoting speech and language development

at this point. At the 12 month re-assessment, all the original measures were

obtained along with the daily living skills and motor skills domains of the Vineland

Adaptive Behavior Scales, to collect information on the child's other developmental

skills. Also, at the 12 month timepoint, when their children's participation in the trial

was at an end, parents were asked to complete a questionnaire regarding their

involvement in the trial specifically and SLT generally, which will be discussed in

greater detail later in this chapter. Figure 4.1 is a diagrammatic representation of the

trial procedure.
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STEP TRIAL PROCEDURE

Child referred for early speech and language difficulties

Child seen by local speech and language therapist;
eligibility for trial confirmed

YES	 NO

\iLi

Explanation of trial to parents;
securing of parental consent.

+
ASSESSMENT
All measures.

Would child normally be taken on foi

YES

Does child satisfy entry criteria in ter
comprehension and/or expression ar
phonology?
Information leaflet given to parents

YES

Confirmation of parental consent
Does parenticarer consent at this sts

YES	 NO

-
Child randomised to 	 Child randomised to
placed Therapy Later.	 Therapy Now.
Standard advice given.	 Therapist sees for regular therapy and
Therapist does not see for 	 maintains treatment records.
regular therapy. 	 Therapist discharpes as usual, at any point.
Researcher to see at 6 and 12 Researcher to see at 6 and 12 months
months post-randomisation. 	 post-randomisation.

Child
back	 in
Trust for
assessmenti
therapy!
discharge
as normal.

Figure 4.1	 A diagrammatic representation of the STEP trial procedure
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4.2.7 Sample size and power

Taking the clinical assessment of definite change as the key outcome for

sample size purposes, it was expected that about 15 per cent would improve in the

Therapy Later group by the 12 month re-assessment. At a two-sided five per cent

significance level, in order to have 80 per cent power to detect a 20 per cent

difference between the two arms, a total of 146 children was needed (73 in each

arm of the trial). This sample size projection was similarly powered to detect

differences between the trial groups of 0.5 SD for the continuous outcome

measures. In terms of the randomisation strata, the total numbers in each stratum

would only permit tentative statements to be made concerning any differences both

within and between them. Table 4.1 shows detailed sample size calculations for the

RCT.

Comparison	 Difference	 Power	 Total sample size
30% v. 45%	 15%	 85%	 372

______________ ______________	 80%	 326
30% v. 50%	 20%	 85%	 214

_____________ ____________	 80%	 186
20% v. 35%	 15%	 85%	 316

______________ _____________	 80%	 276
20% v. 40%	 20%	 85%	 186

_____________ ____________	 80%	 164
15% v.30%	 15%	 85%	 276

______________ _____________	 80%	 242
15% v. 35%	 20%	 85%	 166

_____________ _____________	 80%	 146
Table 4.1	 Power calculations for the sample size of the RCT

4.2.8 Data handling and statistical methods

Data analysis was performed with the SPSS statistical package. As this was

essentially a pragmatic RCT, all comparison of outcomes of the two trial arms took

place on an 'intention-to-treat' basis. The statistical procedures used were repeated

measures analysis of covariance, analysis of covariance (to adjust for baseline

differences) and logistic regression, with emphasis on the use of confidence
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intervals as well as p-values. A two-sided five per cent significance level was used

throughout.

4.3 The parent questionnaire

4.3.1 Development of the questionnaire

The survey was initially conceived and designed to collect information on the

parents' responses to the management of their child's speech and language

difficulties in both arms of the trial. In this sense, the questionnaire served as a

source of outcome data to complement the various measures obtained directly from

the children. In addition, the questionnaire served as a starting point in the

investigation of the concept of satisfaction, with the multi-dimensional nature of

satisfaction emerging from the background literature. From this perspective it could

be viewed as more exploratory within the overall framework of the study, providing a

broad overview of satisfaction and acceptability, which would be clarified and

defined in greater detail by the qualitative in-depth interviews.

De Vaus (1991) described the process in social research whereby

'concepts', that is,

"..abstract summaries of a whole set of behaviours, attitudes and
characteristics which we see as having something in common" (p. 48),

are refined and clarified leading down "the ladder of abstraction" to the indicators or

questions that will tap the concepts. With emphasis on researching social contexts

and meanings, Oppenheim (1992) talked also of the generation of

".. opera fionalized aims; that is, a specified set of practical issues or
hypotheses to be investigated. This should lead directly to a statement
of the variables to be measured, and for each of these a set of
questions, scales and indicators will have to be formulated" (p. 7).

When the idea of the parent questionnaire was conceived, this approach appeared

to be an ideal guiding principle to develop it Firstly, the overall topic or 'concept'

which stimulated the interest and curiosity of the author - parents' perceptions of
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their child's involvement in SLT in general and the RCT in particular - was abstract.

It needed clarification down "the ladder of abstraction" so that the underlying

attitudes and behaviours could become evident and transformed into practical

issues and then into questions about these issues.

When development of the questionnaire commenced, it was assumed that

the perceptions of this set of parents would be similar in many respects to those of

parents involved in SLT who were not participating in a research project. It was

nevertheless expected that some parents would be influenced by being involved in

this trial, particularly parents of children who had been randomised to 'watchful

waiting'. While certain differences in parents' views were expected to emerge, it

would have been simplistic to imagine that the trial group to which the child was

randomised would be the only differentiating factor. Other variables were thought to

be involved and also that these would contribute markedly to parents' perceptions,

for example, the severity of their child's difficulty, the age of their child and recovery

of their child's siblings from early speech/language difficulties. In order to develop

questionnaire items in a more systematic way, it was necessary to break down the

abstract area of interest and to delineate the 'dimensions' and 'sub-dimensions' of

the concept - the broad areas about which parents were likely to have perceptions,

attitudes and opinions. Here there appeared to be four dimensions to the original

concept. These were:

• Perceptions of the process

• Perceptions of the relationship with the speech and language therapist

• Perceptions of psychosocial/family effects

• Perceptions of outcome.
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Perceptions of the process

Within this dimension were included the areas covering perceptions of

appointments, the provision of information, feelings regarding waiting and

perceptions of the overall quality of the service. This dimension dealt with the more

practical day-to-day areas of parents' involvement and sought to explore their

feelings about the organisational aspects of the service they had received.

Perceptions of the relationship with the speech and language therapist

Fitzpatrick (1991a) described the 'halo effect', whereby single striking

impressions regarding individuals can determine and colour all other judgements

made about them by others and even affect more indirect aspects of involvement

with them. As Stallard (1996) pointed out, the quality of this relationship between

client and therapist has been shown to relate directly to increased levels of reported

satisfaction. It appeared necessary, therefore, to gain information about parental

perceptions of their relationship with the speech and language therapist

Perceptions of psychosocialfiamily effects

A communication difficulty is likely to have effects on a young child's

psychosocial development as well as on the child's family itself. Family members

constitute, almost invariably, the most significant people in a child's life at this stage

and they are likely to be dealing with the common frustrations and difficulties of

caring for a child with a communication problem. Therapists, in the course of

assessment, make judgements regarding the levels of disability and handicap a

child is likely to be experiencing in social aspects of their lives. The focus of this

dimension was on difficulties experienced by the child and his/her family, as defined

by the family itself. What was being investigated here was the parents' own
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viewpoint of their child's communication difficulties, which may have been different

from that of the speech and language therapist As van der Gaag (1993) stated:

"Carers will have their own perspective on their...child's communication
difficulties and how well or otherwise the service is responding to the
needs of both client and family." (p. 25).

Perceptions of outcome

The final dimension to be considered was that of perceptions of outcome.

Under this broad heading, investigation was made of changes occurring in the

child's difficulty as perceived by the parents and to what extent they believed the

changes had come about in relation to the intervention they had received. For

parents whose children had received therapy, their opinions were sought on other

aspects of the treatment.

4.3.2 Sub-dimensions

The sub-dimensions mentioned were then developed further to provide very

specific categories or indicators around which specific questionnaire questions were

constructed. Within the sub-dimension of 'perceptions of appointments', five

different aspects of appointments were identified for exploration in the

questionnaire. These were the location of appointments (that is, the local community

health centre), the convenience of the appointments to parents, the length of the

appointments, the interval between appointments and the total number of

appointments.

Questions concerning the sub-dimension of 'perceptions of information

given' were intended to elicit parental perceptions of two types of information. The

first was that specifically to do with the randomised controlled trial, that is, the

explanation of the trial given by the speech and language therapist and the parent

information leaflet. The second type was the information from the speech and

97



language therapist which sought to explain the child's difficulties, the advice and

handouts given and the use of these made by the parents.

Within the sub-dimension of 'perceptions of waiting', questions constructed

sought to determine parental feelings about the gap in time between referral of the

child to SLT and the first appointment and in the case of the Therapy Later parents,

the waiting time for subsequent therapy and the effects of that 12 months' wait. in

the area of 'perceptions of the overall quality of the service', the aspects of

organisation, continuity and quality of care were addressed both in the form of

questions with closed sets of answers and in open questions, where parents could

make comments about what they had liked and disliked about the service they had

received.

With regard to the dimension of 'perceptions of the relationship with the

speech and language therapist', questions were formulated to investigate the quality

of the relationship between the parent and the speech and language therapist, the

relationship between the child and the speech and language therapist, the speech

and language therapist's apparent understanding of the child's problem and how

the speech and language therapist made the parent feel.

The sub-dimensions of 'perceptions of effects on child' and 'perceptions of

effects on family' were to be explored by both closed and open questions, looking at

the coping of both child and family and changes which had occurred in these areas

of functioning. Subtly different was the sub-dimension of 'perceptions of change in

problem/amount of change', the questions on which were intended to elucidate

change in the communication difficulty per Se, how the change was viewed and

what the effects of this had been. The relationship of therapy (or lack of it) to this

change was to be explored in the context of the next sub-dimension - 'perceptions

of effects of therapy'. Here the questions were tailored to look at what therapy had

achieved (in the case of the Therapy Now children) and what parents thought
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therapy could have achieved (in the case of the Therapy Later children). The final

sub-dimension was that of 'perceptions of satisfaction with therapy' and the relevant

questions set out to determine levels of parental satisfaction with therapy and to

look at the issue of whether parents had been able to make use of therapy

materials, strategies and ideas.

4.3.3 Changes occurring in the process of designing the questionnaire

The questionnaire was originally devised to be used with parents of both

Therapy Now and Therapy Later children. As the design process ensued, the filters

necessary for parents to answer only the questions that applied to them, together

with an increasing awareness of the need to focus on and more fully develop

specific areas with the two different groups of parents, combined to necessitate the

implementation of two separate questionnaires for the two different groups. This

made the questionnaire less confusing - a factor regarded as being important in

trying to ensure a high rate of accurate completion.

While the two questionnaires still retained a number of common questions,

which could be compared across both sets of questionnaires, there were important

distinctions regarding the focus of attention. Questions were included which would

occur only in one of the Therapy Now or Therapy Later questionnaires which were,

therefore, by definition not comparable across the groups. For Therapy Later

parents, this focus was waiting and its consequences. The revised format of the

questionnaire for this group contained an augmented section on waiting, where

open questions about feelings regarding having waited and the effects of waiting

were asked. Space was made available for parental comments about any other

aspects of waiting. In the Therapy Now version of the questionnaire, the focus was

on trying to construct a scale of parental attitudes towards therapy. This took the

form of statements about SLT, for example, 'you worry more about your child's
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difficulty with talking if you're having Speech Therapy for it', with which parents were

invited to agree or disagree (in varying degrees) and which were aimed at exploring

the issues of whether SLT helped parents to understand their child's communication

difficulty, whether SLT reduced parental anxiety and whether SLT helped parents

cope with the communication difficulty in itself. As questionnaire design proceeded it

was decided that more statements should be added into the item pool. These

statements would explore the stance of parents vis-à-vis the spontaneous

unassisted resolution of their child's difficulty, roles and responsibilities of both the

parent and the therapist as 'helpers' and the rOle of the therapist as 'reassurer'. In

order to try to capture some of the essence of parental attitudes towards SLT, it was

felt that the statements used should be as close as possible to what parents might

actually say about therapy and be expressed in their own terms. Carr-Hill (1992), in

his discussion of the measurement of patient satisfaction, suggested the adoption

of qualitative techniques to inform survey design,

a .because the questionnaire method only obtains replies to a series of
pre-set questions, not the patients' considered (or spontaneous) views
on the issues which concern them..." (p. 245).

It can be argued, therefore, that information from a qualitative study, as part

of the process of questionnaire design, would have made it possible to use

authentic parental statements quoted verbatim in this section. However, this

questionnaire was intended to act as a broad indicator of the perceptions and

attitudes of a large number of parents, which would serve as a starting-point for a

qualitative study, where a much more fine-grained exploration could take place.

In the course of the questionnaire design, the dimension of 'perceptions of

the relationship with the speech and language therapist' also underwent revision. It

had been intended to include a closed question asking parents to describe the

speech and language therapist they had seen, in terms of a set of personal and

professional characteristics. Awareness that this might be an area where parents
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would be, perhaps, least likely to commit their true feelings to paper, it was decided

instead to offer an open question on parental perceptions of what the speech and

language therapist had done. It can be argued that parents would find it an easier

matter to express dissatisfaction about the effects an individual speech and

language therapist had had (or failed to have) than to express dissatisfaction with

the individual him/herself. This problem, of course, is indicative of the larger problem

faced in survey research - that of the honesty of the individual completing the

questionnaire and the likelihood of satisfaction being expressed when

dissatisfaction is felt. The inclusion of this item on the questionnaire was believed to

serve as an indication, also, of the extent to which a parent would gauge the speech

and language therapist as being responsible for the change/lack of change

occurring in the child. Indeed, the issue of how parents perceive their own

responsibility as helpers when their child has a communication difficulty was

considered worthy of fuller exploration in the qualitative study.

4.3.4 The need for a third questionnaire

While the questionnaire design was in progress, the parent of one child

originally randomised in the trial to Therapy Later indicated that she wished to

change arm and start receiving SLT for her child. (This took place at the child's six

month follow-up assessment.) At this point, debate took place as to which form of

the questionnaire she should be asked to complete at the 12 month follow-up

assessment, as her child's involvement in the trial finished. It became evident that

information needed to be sought from this parent regarding waiting, what had made

her want her child to change condition and also what her attitudes were to therapy

once her child had started to receive it. In effect, this questionnaire needed to be a

hybrid of the other two, in that attitudes both to waiting and to therapy were to be

questioned. This questionnaire, therefore, contained some questions from the
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Therapy Later questionnaire and some from the Therapy Now questionnaire, with a

small number of questions unique to it about changing trial arm. The Therapy Now

and Therapy Later questionnaires are included in the appendix.

4.3.5 Piloting the questionnaire

It was possible in the latter stage of the development of the questionnaire to

carry out a pilot. This took place with a group of six mothers who had a child

currently receiving SLT in a group, at another clinic, which was not participating in

the trial, to which the author had access. As these were older, school-aged children

(five years and upwards), the amount of therapy received to date varied among the

children. This did not make any difference in relation to the completion of the

questionnaire, as parents were asked to base their answers on their impressions of

all the SLT their child had received.

It was only possible to pilot the Therapy Now version of the questionnaire as

the Therapy Later one was tailored to a situation which was occurring specifically

within the context of the RCT. There was, however, enough similarity between the

two questionnaires (in terms of format, lay-out and common items) to enable

conclusions drawn from the Therapy Now questionnaire to be applied to the

Therapy Later questionnaire. The parents involved in this pre-pilot were asked

afterwards if they had any comments about the questionnaire itself, about the

therapy their child was receiving or if there were any questions they thought should

have been asked but were not. They reported that the questionnaire covered all the

relevant areas and that completing it had not presented problems.

Following the pilot, certain amendments of the format were seen to be

necessary. The wording of particular questions, which had given rise to a

misunderstanding of what information was being sought, were made more explicit.

Change/lack of change was an issue about which parents commonly expressed an
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opinion. As it appeared to be an important area they wished to comment upon, this

was addressed by adding an open question. Here, parents could describe in their

own words what they felt had taken place.

4.3.6 Analysis of the questionnaire data

It was envisaged during the process of designing and piloting the

questionnaire that it would serve as a broad measure of parental attitudes, opinions

and perceptions. For this reason, the analysis of the questionnaire was carried out

using mainly frequency distributions and crosstabulations. A set of 15 primary

outcome measures was selected to check if parental perceptions did differ across

trial arms. The responses of parents were then compared using chi-squared tests

and exact methods. On the Therapy Now and Changed Arm questionnaires,

reliability and principal components analyses were carried out on the pool of items

measuring attitudes to therapy. To check the construct of parents' scores on items

in the pool of statements, they were then triangulated with other data available from

the questionnaire and interviews. The answers to the open questions, which

provided qualitative data, were displayed in matrix form in order to facilitate analysis

of within-case responses (comparing answers of the same respondent to different

questions) and cross-case responses (comparing answers of different respondents

to the same question).

4.4 The qualitative in-depth interviews

4.4.1 Sampling for the interviews

The sample of parents chosen to be respondents in the in-depth interviews

was purposive and chosen according to the logic of tmaximum variation' (Patton,

1978). This strategy was envisaged as one which would make possible the

collection of evidence of a variety of experiences in order to shed light on them. The
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sample was structured around factors which were felt to be important in terms of

achieving a wide variety of perceptions and attitudes. These included parents with

children from the Therapy Now and Therapy Later arms of the trial, parents with

differing employmenfleducational/socio-economic levels, parents of children whose

ages differed by more than a year at the end of the study and parents of children

with differing areas and extents of difficulties at the end of the study.

The total number of interviews planned was 16. Figure 4.2 presents a guide,

which aimed to structure the sample to reflect the above characteristics. While

preparation for the in-depth interviews was underway, a small number of parents in

the Therapy Later group opted for their children to start receiving treatment, It

became apparent that the perspective of this group of parents was an important one

for understanding the acceptability, or lack of it, of the delayed treatment group. As

it was impossible to anticipate how many more parents would choose to switch arm

of the trial, a degree of flexibility needed to be introduced into the sample structure

in order to obtain interviews from as many of these parents as possible.
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TARGET
SAMPLE SIZE
	

16

INTERLOCKING QUOTA

TREATMENT ARM
Therapy Now	 Therapy Later

EMPLOYMENT LEVEL
Unemployed	 2

	
2

Manual/unskilled 	 2
	

2
Skilled/technical	 2

	
2

Professional	 2
	

2

I INDEPENDENT QUOTAS

AGE OF CHILD AT THE END OF THE STUDY
<3 years - 3 years 6 months

	
5	 }

3 years 7 months - 4 years
	

5	 }	 +1
4 years I month - 4 years 6 months

	
5	 }

EXTENT OF CHILD'S DIFFICULTY
Problems resolved
	

5
	

}
Speech problems alone remaining

	
5
	

}
	

+1
Speech! language problems remaining

	
5
	

}

Figure 4.2	 Guide for structuring the sample for in-depth interviews

4.4.2 Design of the interview guide

The in-depth interviews forming this aspect of the study were conducted

using the 'Interview Guide' approach (Patton, 1987). This is a semi-structured

method which allows the interviewer to collect information around a number of

topics determined prior to the interview but also gives the interviewer the freedom to

explore and follow up responses as seems appropriate with each respondent. By

using this approach, the interviewer is able to collect similar information around the

same subject from the respondents to allow cross-case analysis but has sufficient

scope to allow spontaneous responses and perspectives to emerge to promote

within-case analysis. This sort of facilitation is, as Marshall and Rossman (1995)

observe,
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".. .an assumption fundamental to qualitative research - the participant's
perspective on the phenomenon of interest should unfold as the
participant views it, not as the researcher views it" (p. 80).

In order to generate topics for inclusion in the interview guide, it was

necessary to consider what the experiences of the parents would have been over

the course of their 12 months' involvement. There were no suggestions about this in

the literature, making the process an exploratory one. All parents had undergone a

similar process leading from referral to initial assessment, then to randomisation and

immediate treatment or a 'watchful waiting' period. Other topics evolved from the

author's clinical experience. Thus, the topics proposed in the interview guide used

at the pilot stage were: early involvement in the study; the child's communication at

the time of referral and at the time of exit from the study; opinions about being in the

study; perceived effects of being in the study and having/not having therapy; the

child's progress and likely future involvement with SLT. As is essential in qualitative

inquiry, emphasis was placed in the early stages on allowing issues and concerns

raised by respondents, and considered important by them, to come to the fore and

to be explored as fully as possible. The original interview guide, therefore,

underwent many revisions in the course of the interviews, with the introduction of

new topic areas and new ways of approaching old ones as a result of ongoing

analysis. The interview guide used is included in the appendix.

4.4.3 Procedure

At their child's 12 month re-assessment all parents were asked by the

research speech and language therapist assessing their child if they would consent

to be interviewed. During this session they were given an information leaflet to

explain the interview process. If they were subsequently chosen to be interviewed,

they were contacted by letter, within a month of their child exiting the study and

were then contacted by telephone several days later to arrange the place and time
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of the interview, if they still consented. As already noted, before the interviews

began and subsequently, the structuring of the sample became more flexible,

allowing the author to interview parents who had changed arms of the trial, as well

as some parents who at the re-assessments had appeared to present a point of

view that had not been previously encountered or sufficiently explained.

4.4.4 Timing of the interviews

In this study, the parents were all interviewed by the author when their

children's involvement in the RCT had finished. The choice of this time-point did

ensure that, for all the parents, it had been approximately 12 months since their

initial contact with SLT. It seemed likely that this length of exposure to SLT or this

length of wait would have caused parents' perceptions about the treatment

approach they experienced and the SLT service to have crystallised by this point.

The children of the respondents were at this point at different stages in their therapy

and also progressing at different rates. This did ensure that the perceptions of

parents at differing stages in their involvement were available.

4.4.5 Analysis of the interviews

With the permission of the respondents, the interviews were audio-taped.

This permitted full transcription to be made and the transcripts were supplemented

with contextual notes made immediately after the interview. The interviews were

analysed according to the method described by Ritchie and Spencer (1994) - the

'Framework' analysis developed by Social and Community Planning Research. This

method of analysis is one of a number available to qualitative researchers and

contains elements common to all qualitative analytic techniques, for example,

coding data according to pre-defined topics and the division of text data into
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individual categories. It has a number of analytic strengths, which make it

particularly useful for analysing in-depth interviews:

• It is heavily grounded in and driven by the original accounts of its subjects, while

remaining amenable to addition and modification throughout the process of

analysis.

• It allows full review of all collected data and facilitates easy retrieval of the

material in the original accounts.

• It makes possible within- and between-case analysis, allowing comparisons and

associations to be drawn out

• The above factors contribute to the transparency of the method. This means that

the material is easily accessible to others outside the analytic process and this

adds considerably to its rigour.

The interviews took place in sets of four. After the fourth interview in each

set, the transcripts of the interviews were coded using themes/categories developed

by the author, with new ones added in when they occurred. These themes were

then displayed in the form of a chart, which allowed within-case and cross-case

comparison. Descriptive accounts of the themes could then be undertaken for that

interview set. When the fourth and final set of interviews was completed, a full

synthesis of all the descriptive accounts took place.

4.5 The schedule of the methods used

The RCT began in December 1995, when the first children were recruited.

Final recruitment took place in March 1998 and the final 12 month re-assessment

data were collected in April 1999. Development of the parent questionnaire began in

January 1996 and was completed prior to the first 12 month re-assessments which

took place in December 1996. Planning for the interviews was completed early in
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1997 and the interviews began in March 1997, shortly after the first children finished

their involvement in the trial. The 16 interviews reported in this thesis took place

between March 1997 and March 1998.

In Chapter Five the results of the RCT are presented and the effectiveness

of early SLT considered. In Chapters Six and Seven respectively the results of the

questionnaire and interview components of the study are given and the acceptability

of early SLT explored.
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Chapter Five

Results (I)

The effectiveness of speech and language therapy
provision for pre-school children

5.1	 Introduction

In this chapter, the results of the randomised controlled trial will be presented.

They address the first two of the original hypotheses - giving an account of the

effectiveness of pre-school SLT provision, comparing children randomised to

immediate treatment with those randomised to a period of 'watchful waiting', and

exploring the progress of children with early speech and language delays across the

phonology, expressive language and general language strata.

5.2 Recruitment and progression of children through the trial

Recruitment of children into the trial began in December 1995 and was

completed in March 1998. Figure 5.1 shows the progression of children through the

trial from recruitment to the final re-assessment at 12 months post-randomisation.

During this period, a total of 507 children under 3% years of age were referred to the

16 participating clinics, Of these, 348 were not eligible for the trial: 83 were excluded

for reasons which meant they were beyond the scope of the trial, for example,

having secondary speech and language delays, oro-motor, voice and fluency

difficulties or a bi-lingual home background; the parents of 70 children did not give

consent to participate; 134 children did not fit the trial criteria in terms of severity and

a further 61, while fulfilling the thaI criteria in terms of severity, were not judged by

the collaborating therapists as warranting intervention at that time.

The 159 eligible children were subsequently randomised, with 71 allocated to

the Therapy Now group and 88 to the Therapy Later group. All but three of the

parents whose children were randomised to the Therapy Now arm co-operated with
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treatment. Of the 88 children in the Therapy Later group, the parents of 18 children

(20 per cent) decided to change arms in order that their children could start receiving

SLT. In 17 cases, the switch occurred at about the time of the six month re-

assessment and in the other case, at about three weeks post-randomisation. All

parents who opted to switch arms were content for their children to remain in the trial

and be followed up in the same way as all the other participants.

At the six month re-assessment point, information was collected on 154 (97

per cent) of the 159 children originally randomised, with four children having been

withdrawn by their parents from the trial by this point and one child being unavailable

for re-assessment at that time. The children who were withdrawn had all originally

been randomised to the Therapy Later group. The parents of two of these children

refused to bring their child for the six month re-assessment but stated that they were

not concerned at that time about their children's progress. Contact was lost with the

parent of one other child possibly due to the family moving and failing to give

notification. The fourth child who was withdrawn had started to receive private SLT

during the six month waiting period as her difficulties were severe and the parents

had no wish for her to continue in the trial. At the 12 month re-assessment point,

data were collected for the 155 children who remained in the trial out of the 159

children originally randomised (97 per cent).
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Children under 3;6 referred for SLT

n507

159 eligible for study and consent given

278 not eligible, 70 did not consent

Inial assessment

159 children assessed

Randomisation

Therapy Now
	

Therapy Later

fl71
	

n88

6 month follow-up
	

6 month follow-up

n71
	

n83

(no thdrals)
	

(4 withdrals, I not available)

12 month follow-up
	

12 month follow-up

n71
	

n84

(no thdrals)
	

(no fuher wfthdrals, all available for follow-up)

Figure 5.1 Progress of children through the STEP trial
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5.3	 Characteristics of the trial children at baseline

Table 5.1 summarises the characteristics of the trial children at baseline,

comparing the Therapy Now and Therapy Later children on all the trial assessments

and on child variables deemed to be important with regard to progress and

prognosis.

	

Therapy Now	 Therapy Later
______________________	 n=71	 n=88
Child characteristics
Mean (range) age	 34.2 (18 - 42)	 34.2 (24 - 42)
(months)	 __________________________ __________________________
Gender
Male	 55 (77.5%)	 65 (73.9%)
Female	 16 (22.5%)	 23 (26.1%)
No. of children receiving	 42 (59.2%)	 47 (53.4%)
childcare	 ________________________ _________________________
No. of children with a 	 7 (9.9%)	 6 (6.8%)
diagnosedhearing loss	 _______________________ ________________________
No. of children with	 3 (4.2%)	 2 (2.3%)
grommets________________________ ________________________
No. of children with	 10 (14.1%)	 15 (17%)
feeding difficulties as a
baby_________________________ _________________________
Receptive Language	 82.1 (53- 118)	 83.0 (55- 127)
(PLS-3) mean standard
score(range)	 ________________________ ________________________
Expressive Language	 77.3 (59 - 135)	 76.5 (53 - 104)
(PLS-3) mean standard
score(range)	 _______________________ _______________________
Phonology assessment	 58.1% (0- 100%)	 60.7% (0 - 100%)
mean error rate (range)
(unadjusted for non-
response)	 _________________________ _________________________
Phonology assessment 	 81.0 (5.8- 171.2)	 82.3 (6.0 - 166.4)
mean score (range)
(adjusted for non-
response)	 ________________________ ________________________
Bristol Language	 2.3 (0- 8)	 2.4 (0 - 10)
Development Scales
meanlevel (range) 	 ________________________ ________________________
Vineland Adaptive
Behavior Scales mean
standard scores (range):
Daily living skills	 89.5 (66 - 125)	 91.9 (67 - 115)
Socialisation skills	 82.1 (68-101)	 81.8(79-114)
Motorskills	 91.5 (65-115)	 91.2 (63-115)
Table 5.1	 Child characteristics of 159 children at baseline by treatment

allocated
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Table 5.2 compares the Therapy Now and Therapy Later children at baseline

on family characteristics likely to influence progress and prognosis.

Therapy Now	 Therapy Later
_______________________	 n=71	 n=88
Family characteristics
Mean (range) age of 	 30.7 (22.1 - 39.2)	 30.6 (19.1 - 42.7)
mother(years)	 ________________________ ________________________
Maternal education
No qualifications	 7 (9.9%)	 16 (18.2%)
'O'Level/CSE	 42 (59.1%)	 54 (61.4%)
'A'Level	 4 (5.6%)	 4 (4.5%)
Apprenticeship/technical	 11(15.5%)	 9 (10.2%)
University degree	 2 (2.8%)	 4 (4.5%)
Place in family of child

child	 21 (29.6%)	 29(32%)
'child	 34 (47.9%)	 41(46.6%)

3''child	 11(15.5%)	 12(13.6%)
4th child	 4(5.6%)	 5(5.7%)
5th child	 1 (1.4%)	 0 (0%)

Table 5.2	 Family characteristics of 159 children at baseline by treatment
allocated

These tables confirm that randomisation produced two groups which were broadly

similar on a range of child and family characteristics.

The stratification incorporated into the randomisation procedure did not

deliver wholly balanced strata of children (Table 5.3). What imbalance there is came

about as a result of stratifying by centre as well by the nature of the difficulties

experienced. An audit of the randomisation process across participating centres

confirmed that correct allocation had taken place.

Stratum	 Therapy Now	 Therapy Later

General language	 37	 48

Expressive language 	 23	 24

Phonology	 11	 16

Table 5.3	 Number of randomised children by stratum

It is notable that more children with generalised difficulties were randomised

than the other two groups put together. This is a feature of the population of children

eligible for the trial, that is, under 31/2 years of age at randomisation, where speech
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and language difficulties are still likely to be diffuse (Bishop and Edmundson, 1987;

Scarborough and Dobrich, 1990).

5.4 Characteristics of excluded children

The remainder of the 507 children originally referred who did not participate in

the trial differed slightly on age, with the mean age being 34.6 months (range 14 -

43). Thus, the excluded children constituted a slightly older group on average but the

group also contained younger children who would have been less likely to be

regarded as requiring intervention at that point by the collaborating therapists. The

group differed more substantially on measures of receptive and expressive

language. Mean standard scores were 96.0 (range 64 - 134) and 89.3 (range 67 -

135) respectively. As the level of severity of the speech/language delay experienced

by the children at initial assessment was one of the selection criteria, it was

anticipated that the receptive and expressive language scores of the excluded group

would be higher than those of the included group. The adjusted phonology score for

the excluded group was similar to the randomised groups at 81.7.

Limited information was available for the 70 children whose parents did not

give consent for them to participate in the trial. However, their average age was 34.5

months and range of ages was 24 to 42 months, similar to the randomised children.

The trial assessments were not administered to these children so no comparison of

levels of severity was possible. Collaborating therapists did document the outcome of

referral for these children: nine out of the 70 were discharged immediately; 14 were

put on review, one child was referred to another professional group, namely

audiology and 46 (66 per cent) were offered therapy outside the trial. Thus it would

appear that two thirds of this group could potentially have been within the eligibility

criteria for the trial, in terms of being judged to have difficulties warranting

intervention at that point.
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5.5 Outcome measures

5.5.1 Primary outcome measures

The primary outcomes were, in the main, measures on which eligibility for the

trial had originally been determined and were:

• Standard score on auditory comprehension (PLS - 3)

• Standard score on expressive language (PLS - 3)

• Phonology error rate

• Bristol Language Development Scales (BLADES) level

A binary outcome reflecting improvement or not on the area which had drawn the

child into the trial.

5.5.2 Secondary outcome measures

These were:

• Therapy Outcome Measures ratings in the areas of impairment, disability,

handicap and well-being/distress

• Attention level rating

• Play level rating

• Vineland Adaptive Behavior Scales ratings in the area of socialisation skills

• A binary outcome reflecting resolution or not on all the areas of difficulty drawing

children into the trial

• Three binary variables representing improvement on the main outcome measures

separately - auditory comprehension standard score, expressive language

standard score and phonology error rate.
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5.6 Methods of analysis for outcome measures

5.6.1 Primary analyses

The primary analyses of the RCT data were carried out on an intention-to-

treat basis, to investigate the first hypothesis that there would be differences

between the Therapy Now and Therapy Later groups as allocated. The main

statistical methods used were repeated measures analysis of covanance and

analysis of covariance (to adjust for baseline differences) for the continuous outcome

measures, and logistic regression for binary outcomes.

5.6.2 Planned secondary analyses

The second of the original hypotheses was that there would be differential

progress across the three strata of the trial. The statistical methods used investigated

the interactions between randomisation group and stratum in repeated measures

analysis of covariance for the continuous outcomes and logistic regression for the

binary outcomes, again on an intention-to-treat basis. As the numbers in the strata

were few, power to detect such differential effects was small.

5.6.3 Other secondary analyses

Other secondary analyses were carried out to explore differences between

sub-groups of children, selected according to possible explanatory variables such as

age, gender, maternal education and nursery attendance, to investigate interactions

between these variables and intervention effects. A per protocol analysis of the

groups (by treatment actually received) was also performed. However, these

analyses are not included in this thesis, where the focus is on the original questions

about the effectiveness of SLT provision and differential progress. Also, it was

recognised that the power to detect significant interactions would be very low,

particularly as multiple testing would need to be allowed for.
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5.7	 Results

5.7.1 Primary continuous outcome measures

A descriptive account of the results for the language and phonology

measures shows how the Therapy Now and Therapy Later groups progressed over

the 12 months. Figure 5.2 displays the auditory comprehension standard scores

across the assessment points by allocation. Generally, it appears that little progress

was made by the Therapy Later children. For the Therapy Now children little

progress occurred between randomisation and the first re-assessment point, but by

12 months the median score improved and the range of scores narrowed. The

boxplots in Figure 5.2 - 5.4 display median and quartiles, '0' represents values more

than 1.5 box-lengths from the 25th or 75th percentiles (outliers) and 1*1 represents

values more than 3 box-lengths from the 25th or 75th percentiles (extremes).

Figure 5.2	 Boxplot showing auditory comprehension standard scores
across assessment points by allocation
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Figure 5.3 shows the expressive language standard scores at the

assessment points by allocation. Here both Therapy Now and Therapy Later groups

appear to have made similar progress, although the distribution of scores indicates

that many children were still well below the cut-off score of 81(10th Gentile), which

was a criterion for entry to the trial.
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160,

140
*	 0

120	 -

100

80

60

0

40J
N=	 63	 63	 63	 77	 77	 77
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•

Figure 5.3	 Boxplot showing expressive language standard scores across
assessment points by allocation

The phonology error rates across assessment points by allocation are

displayed in Figure 5.4. Again, both Therapy Now and Therapy Later groups made

progress. However, it appears that by the final assessment point the range of error

scores within the Therapy Now group decreased as the box defining the middle 50

per cent of scores narrowed considerably in relation to that for the Therapy Later

group.
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Figure 5.4 Boxplot showing phonology error rate across assessment
points by allocation

Having considered the results descriptively, the rest of this section will report

on the differences observed between the Therapy Now and Therapy Later groups.

The repeated measures analysis of covariance is able to demonstrate differences

through time from the six to 12 months assessment points. However, in these

analyses no such statistically significant differences were found, hence all the results

presented here are based on average differences between randomisation groups

across time. Table 5.4 shows the results for language and phonology, with all

differences being in favour of the Therapy Now group. A statistically significant

difference was found between the two groups on auditory comprehension, as Figure

5.2 suggested. However, no statistically significant differences were found on the

other two measures.
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Difference (95%	 P value5
_______________________ confidence_interval) 4 ________________________
Auditory comprehension 1	5.8 (0.7 to 10.8)	 0.025

Expressive language2	1.9 (-3.0 to 6.9)	 0.44

Phonology error rate 3	-6.2 (-17.0 to 4.6)	 0.26

Table 5.4	 Differences between mean scores of children allocated to
Therapy Now and Therapy Later, after adjustment for baseline
assessments

1 2	 Possible range 50 - 150
Possible range 0 - 100
Scores for Therapy Now minus those for Therapy Later, averaged across time-points
From repeated measures analysis of covariance

Another primary measure of expressive language was the BLADES level,

which was considered to be a more subtle assessment of children's verbal output. As

Table 5.5 shows, no significant difference between the trial arms was detected on

this measure.

Difference (95%	 P value3
confidence interval)2

BLADES Level 1	0.09 (-0.4 to 0.6)	 0.73

Table 5.5	 Difference between mean BLADES expressive language level of
children allocated to Therapy Now and Therapy Later, after
adjustment for baseline differences

1	 Possible range 0 - 10
2	 Score for Therapy Now minus Therapy Later

From analysis of covariance

5.7.2 Primary binary outcome

The final primary outcome measure was a binary outcome of differences

between Therapy Now and Therapy Later in improvement on the criterion which had

drawn the child into the trial, that is, an improvement in auditory comprehension for

the children in the general language stratum, improvement in expressive language

for those in the expressive stratum and improvement in phonology for those in the

phonology stratum. The result favoured the Therapy Now group but was non-

significant (Table 5.6).
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Odds ratio (95%	 P value
confidence interval)

Improvement on the	 1.3 (0.7 to 2.4)	 0.46
criterion drawing the child
into the study

Table 5.6	 Logistic regression for primary binary outcome measure of
children allocated to Therapy Now and Therapy Later

5.7.3 Secondary continuous outcome measures

Table 5.7 shows the results of the secondary outcome measures, where all

differences, with the exception of Handicap in the Therapy Outcome Measures, are

in favour of the Therapy Now group. No statistically significant differences were

found on any of the measures.

Difference (95 %	 P value
______________________ confidence_interval) 8 ______________________
Therapy Outcome
Measures
Impairment1	 0.1 (-0.2 to 0.5)	 0.44
Disabilit?	 0.2 (-0.2 to 0.4)	 0.56
Handicap3	 -0.1 (-0.4 to 0.2)	 0.67
Well-being/Distress4	 0.04 (-0.2 to 0.3)	 0.75

Attention level5	0.02 (-0.3 to 0.3)	 0.9i9

Play level6	0.04 (-0.2 to 0.2)	 0.70

Vineland Adaptive
Behavior Scales
Sociaiisation skills7	 0.6 (-3.1 to 4.2)	 0.7610

Table 5.7	 Differences on secondary outcome measures of children
allocated to Therapy Now and Therapy Later, after adjustment
for baseline assessments

1234 Possible rangeO-5
Possible range I - 6

6	 Possible range I - 5
Possible range 51 - 149

8	 Scores for Therapy Now minus those for Therapy Later, averaged across time-points
From repeated measures analysis of covariance

10	 From analysis of covariance
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5.7.4 Secondary binary outcomes

The boxplots in Figures 5.2 - 5.4 demonstrate that although some children

made progress across the 12 months, some children continued to experience

difficulties in language and phonology at the end of the trial. In order to find out how

many children had reached the normal range after 12 months, the individual scores

for all the children still participating in the trial at the 12 month point were checked.

The children were assigned to one of two categories - 'resolved', where they had

moved into the normal range on all the language and phonology measures which

brought children into the trial and 'unresolved', where they still were below the normal

range on one or more of the measures which had brought children into the trial.

Among the Therapy Now children, 27 out of 71 children had resolved by the end of

the trial (38 per cent), while among the Therapy Later children 19 out of 84 children

had resolved (23 per cent) (see Table 5.8).

Therapy Now	 Therapy Later

Resolved	 27	 19

Unresolved	 44	 65

Table 5.8	 Resolution of difficulties by allocation

This difference in proportions between the two arms of the trial is statistically

significant (chi square = 4.4, degrees of freedom = 1, p = 0.036; 95 per cent

confidence interval for the difference in proportions = I to 30 per cent). Overall, 46

out of 155 had resolved (30 per cent), while 109 out of 155 had not (70 per cent).

Thus the vast majority of the children continued to experience important clinical

difficulties at the end of their participation in the trial.

The other secondary binary outcomes related to improvements on the primary

outcome measures of auditory comprehension, expressive language and phonology

error rate. While the outcomes for auditory comprehension and expressive language

were both statistically non-significant, the phonology outcome did achieve

significance, as Figure 5.4 had suggested. The results are shown in Table 5.9.
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Odds ratio (95%	 P value
confidence interval)

Improvement on auditory	 1.4 (0.7 to 2.6)	 0.35
comprehension

Improvement on	 1.1 (0.6 to 2.2) 	 0.68
expressive language

Improvement on	 2.7 (1.2 to 6.3)	 0.015
phonology

Table 5.9	 Logistic regression for secondary binary outcome measures of
children allocated to Therapy Now and Therapy Later

5.7.5 Planned stratified analyses

These analyses explored the second hypothesis that there would be

differential progress across the strata. However, overall repeated measures analyses

conducted for auditory comprehension, expressive language and phonology,

adjusting for baseline gave statistically non-significant results (p = 0.8, p = 0.1 and p

= 0.6 respectively). There were no interactions between randomisation group and

stratum in terms of statistically significant differential effects of therapy across the

strata. In terms of the average measures through time there were also no statistically

significant differences.

Looking at the strata in closer detail, the analyses showed that for the

phonology stratum, the vast majority of the children in the Therapy Now group had

moved within the normal range 12 months post-randomisation. The Therapy Later

group in this stratum showed more mixed progress, with some children continuing to

experience substantial difficulties. Table 5.10 shows how the groups differed. This

observed difference did not reach statistical significance.
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Phonology stratum	 Therapy Now	 Therapy Later

Phonology mean error rate 	 14.0	 32.1
at 12 months

Range	 2.4-41.6	 2.4 - 90.9

Table 5.10 Phonology stratum error rate at 12 months by allocation

For illustrative purposes, in the phonology stratum, on a binary outcome of

improvement in phonology by allocation and stratum, in Therapy Now 11 out of 11

children had improved while in Therapy Later, 10 out of 14 had done so (p = 0.1 from

Fisher's Exact Test). This difference was also statistically non-significant due to small

numbers. However, the clinical picture for children with phonology difficulties

randomised to Therapy Now was that overall they appeared to be making better

progress than those randomised to Therapy Later.

Less distinction between the randomisation groups in the expressive stratum

was apparent On the expressive language measure which had originally drawn this

category of children into the trial, the randomisation groups looked very similar at 12

months post-randomisation. On their phonological scores, no differential resolution

was evident either. These findings, as represented in Table 5.11, indicated that

expressive difficulties did not easily resolve with or without intervention.

Expressive stratum	 Therapy Now	 Therapy Later

Expressive language	 84.9	 86.3
mean standard score at 12
months

Range	 66-114	 64-121

Phonology mean error rate 	 29.8	 42.8
at 12 months

Range	 2.8 - 88.1	 4.6 - 92.9

Table 5.11	 Expressive stratum results at 12 months by allocation

For the children in the expressive stratum, binary outcomes by allocation and

stratum showed that, on phonology, in Therapy Now 17 out of 21 children had

improved while in Therapy Later, 14 out of 23 had done so (chi square = 2.1,
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degrees of freedom = 1, p = 0.2; 95 per cent confidence interval for the difference in

proportions = -6 to 50 per cent). On expressive language, very similar patterns of

improvement emerged, with 12 out of 23 in Therapy Now improving and 13 out of 24

in Therapy Later improving (chi square = 0.02, degrees of freedom = 1, p = 0.8; 95

per cent confidence interval for the difference in proportions = -27 to 31 per cent).

Both differences were statistically non-significant.

In the general language stratum which at randomisation contained the

children with the most diffuse difficulties, a similar picture of limited progress

emerged. Again, there were no statistically significant differences between Therapy

Now and Therapy Later, although overall the general language children whose

treatment was delayed did the worst of all the groups. The results are shown in Table

5.12.

General language	 Therapy Now	 Therapy Later
stratum

Auditory comprehension 	 80.8	 76.9
mean standard score at 12
months

Range	 50-124	 50-103

Expressive language	 78.1	 73.3
mean standard score at 12
months

Range	 59-108	 50-106

Phonology mean error rate 	 29.6	 30.4
at 12 months

Range	 0.0 - 76.7	 2.4 - 84.5

Table 5.12 General language stratum results at 12 months by allocation

For the children in the general language stratum, binary outcomes by

allocation and stratum showed that, on phonology, in Therapy Now 28 out of 34

children had improved while in Therapy Later, 23 out of 33 had done so (chi square

= 1.5, degrees of freedom = 1, p = 0.3; 95 per cent confidence interval for the

difference in proportions = -8 to 38 per cent). On expressive language, 12 out of 37
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in Therapy Now had improved, while 11 out of 45 in Therapy Later had improved (chi

square = 0.6, degrees of freedom = 1, p = 0.5; 95 per cent confidence interval for the

difference in proportions = -12 to 29 per cent). On auditory comprehension, 17 out of

37 in Therapy Now had improved, while 16 out of 46 in Therapy Later had improved

(chi square = 1.1, degrees of freedom = 1, p = 0.4; 95 per cent confidence interval

for the difference in proportions = -10 to 33 per cent). All differences were statistically

non-significant. Thus, it appeared that on measures of improvement in language

fewer children in this stratum had improved than not, making early difficulties in

auditory comprehension a negative indicator for subsequent progress in both

auditory comprehension and expressive language.

Thus the findings provide some support for the hypothesis of differential

progress, especially in the case of the children with phonological difficulties but as

anticipated given the small sample size, this did not achieve statistical significance.

Taken together with the boxplot (Figure 5.4) and the statistically significant result on

the secondary binary outcome - improvement on phonology error rate - there is also

a suggestion that, in clinical terms, the children in the phonology stratum allocated to

Therapy Now were doing best while the children in the general language stratum

allocated to Therapy Later appeared to be doing worst.

5.8 Definition of therapy received

Analysis of the data collected on the therapy received by the treated children

gave the following results (Table 5.13). Analyses were also conducted to look for

differences in therapy received across the strata but none were found.
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Number of hours of therapy during the Mean: 5.8
trial	 Range: 0 - 15

Number of contacts during the trial 	 Mean: 7.7
Range: 0-17

Frequency of therapy during the trial 	 Mean: once per month
Range: once per week - once per two
months

Period over which therapy took place	 Mean: 7.4 months
Range: 0.9 - 12 months

Length of sessions	 Mean: 47 minutes
Range: 20 - 75 minutes

Table 5.13 Measures of therapy received during the trial

5.9 Summary of the findings

Overall, the findings provide little evidence for the effectiveness of SLT as it

was provided in this trial, with only one out of five primary outcome measures and

two out of 11 secondary outcome measures showing any significant differences

between the randomised groups. Neither do the findings provide statistically

significant evidence for differential progress across the range of difficulties although

clinically the picture emerging is in keeping with the original hypothesis, that is, that

children with circumscribed difficulties in phonology, on the whole, appeared to make

better progress than those with more generalised difficulties.

Having considered the effectiveness of SLT provision for pre-school children,

the next two chapters will report on the acceptability of SLT from the viewpoint of the

children's parents.

I 28



Chapter Six

Results (II)

The acceptability of speech and language therapy provision
to the parents of pre-school children - the survey questionnaire

6.1	 Introduction

The purpose of the survey questionnaire in the study was to provide a broad

overview of the acceptability of SLT provision to the parents of the pre-school

children who participated in the trial, gathering basic information across the range of

parental experiences. As a stand-alone measure, the survey questionnaire sought

to elicit the perceptions of parents on the organisation of the SLT service received,

their relationship with the speech and language therapist, attention to psychosocial

issues and outcomes. Situated in the context of the RCT, it also sought to establish

the views of parents on the two intervention strategies provided within the trial,

exploring the advantages and disadvantages of immediate intervention and

'watchful waiting' from the perspective of parents. In this chapter the data obtained

from the survey questionnaires will be presented.

6.2 Presentation of the survey questionnaire results

All of the subjects in the survey questionnaire sample were parents whose

children had participated in the RCT. Therefore, the context of this set of data is that

of the RCT. This permits exploration of the views of parents whose children were

treated immediately, of parents whose children waited for the whole 12 month

period and of parents who made the decision to switch arms of the trial during the

waiting period. One of the major areas of interest is the relative acceptability of the

two intervention strategies that formed the trial and their implications, as seen by

parents. Indeed, one of the original hypotheses was that there would be differences
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in the perceptions of parents who received SLT intervention for their children and

those who did not. A number of outcomes of primary interest were selected for this

purpose. While the primary analysis of the RCT was intention-to-treat and there are

clearly established reasons for this (as discussed in Chapter Three), the analysis of

the primary outcomes on the questionnaire was done by taking into account what

intervention parents had actually received. The reason for this approach was that

the questionnaire items related to parents' perceptions of what had taken place and

their responses to it and it seemed more suitable, therefore, to group together

parents whose children had received some therapy over the course of the 12

months and compare them with the group of parents whose children had waited for

the full 12 months. Thus the results of the Therapy Now and Changed Arm (from

Therapy Later to Therapy Now) groups were combined and then compared with

those of the Therapy Later group. Altogether, three parents changed arms in the

opposite direction by not complying with treatment but these were left in the

Therapy Now group, as intervention had been and continued to be available to them

from the randomisation point onwards. Throughout the rest of this chapter, the

primary outcomes and the other results of the questionnaires will be presented in

the form of frequencies, crosstabulations and tests for differences between

proportions. Firstly, it is necessary to consider the sample from which this set of

data is derived.

6.3 Survey questionnaire sample

The process whereby the questionnaires were collected did ensure a high

overall rate of completion from parents who co-operated with attending the 12

month re-assessment. The vast majority of the parents completed and returned the

questionnaire during this re-assessment session. No parents refused to fill out a

questionnaire when asked. However, as Table 6.1 shows, a small number of
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parents did not complete a questionnaire at this point. The reasons for this were as

follows:

• The parents had already withdrawn from the study at an earlier point.

• The parents were not available at the 12 month re-assessment because the child

was seen at nursery or school. This only occurred where parents had failed a

series of clinic appointments for the re-assessment session and the child had to

be followed up alone. This tended to occur among parents of lower socio-

economic status with lower educational levels. They usually had an established

pattern of non-attendance at clinic for earlier appointments.

The parents had literacy difficulties and were not able to fill out a questionnaire.

. There was no opportunity for a parent to complete a questionnaire at the re-

assessment, for example, when the parent had to occupy other young children

and failed to return the questionnaire by post after follow-up.

Table 6.1 provides a summary of the numbers of parents included in and

excluded from the survey at the end of their involvement in the RCT and the number

of respondents who answered the questionnaire as an overall percentage of all the

parents whose children took part in the RCT:

Number of children recruited to the trial 	 159
(parents eligible to fill in questionnaire)

Number of questionnaires received and analysed 	 147
Therapy Now	 67
Therapy Later	 65
Changed Arm	 15

Number of withdrawals prior to filling out questionnaire 	 4

Number of parents unavailable to fill out questionnaire	 3

Number of parents unable to fill out questionnaire 	 5

Proportion of questionnaires received 	 92.5%
(out_of_number_of_children_recruited) 	 ___________
Table 6.1	 Survey questionnaire sample summary
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Thus, from this sample of parents who participated in the questionnaire

aspect of the study, the following results were obtained.

6.4 Parental perceptions of the process

In the survey questionnaire, parents were questioned about organisational

aspects of the therapy process and the service they had received. This included

closed questions on the location of appointments, the timing of appointments, the

gap between appointments, the total number of appointments, explanation and

information given about the randomised controlled trial, explanations about their

child's difficulties, advice on facilitation, waiting, contact with the service, continuity

of the service and the quality of the service. Space was also given in the

questionnaire to open questions where parents could raise issues of their own

which were not covered in the closed questions.

6.4.1 Perceptions of appointments

With regard to location of appointments, 140 parents (95 per cent) found it

convenient. However, lack of transport to the clinic did make attendance difficult for

some people, especially when parents needed to rely on public transport. For the

sake of convenience, the research team sometimes followed up children at home

and many parents appreciated these home visits. As well as being convenient for

them, parents also remarked how their child was more at ease at home and did not

have to cope with the distractions of clinic.

In the survey questionnaire, appointment times for both assessment and

treatment sessions were found to be acceptable, with 133 parents (90 per cent)

rating them as convenient. Some issues were raised about flexibility, however, in

the open sections of the questionnaire. These included difficulties in attending

where both parents worked full-time. The time allowed for the appointments was
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considered on the whole to be satisfactory, with 126 parents (86 per cent) rating the

length of appointments as 'about right' and six parents (four per cent) considering

them 'too long'.

One of the aspects of the service that was most frequently found to be

unsatisfactory was the frequency of appointments and the gap between

appointments. In the survey questionnaire, parents were asked about the number of

appointments they had received. While 96 parents (65 per cent) said the number of

appointments was 'about righV, 32 parents (22 per cent) said they had received 'too

few'. Likewise, when questioned on the gap between appointments, 103 parents

(70 per cent) said the gap was 'about right' but 27 parents (18 per cent) said it was

'too long'. The responses of Therapy Now/Changed Arm and Therapy Later parents

were compared in these areas and the results are shown in Table 6.2 (values are

percentages unless otherwise stated).

It is surprising that no statistically significant difference was found between

the groups in either the perception of the total number of appointments or the gap

between appointments. The number of appointments and the frequency with which

these two groups of parents were seen was, in purely objective terms, a major

difference between them.

Total number
of
appointments
(about right)

Gap between
appointments
(about right)

Therapy Now!
Changed Arm

(n = 77)
77.0

(n = 74)
82.0

Therapy
Later

(n = 51)
73.0

(n = 56)
75.0

Difference
(95%

confidence
interval)

4.0
(-11.0 to 19.0)

7.0
(-7.0 to 21.0)

P value

0.60
(Chi square

test)

0.30
(Chi square

test)

Table 6.2	 Parents' ratings of appointments by group
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6.4.2 Perceptions of information given

Explanation and information given about the randomised controlled trial

In the survey questionnaire, 120 parents (82 per cent) recalled being given

an explanation of the project which they found easy to understand. Likewise, 121

parents (82 per cent) remembered being given written information about the RCT at

the time, which they found helpful.

Explanations about the child's difficulties

In the survey questionnaire, 130 parents (88 per cent) responded that the

therapist had given them an explanation of their child's difficulty which was helpful

and 128 parents (87 per cent) felt that the therapist's understanding of the child's

difficulties had been good. Of particular interest, also, was whether there was a

difference in the perceptions of the explanation of the child's difficulty given by the

therapist of parents who had received SLT for their children and those who had not.

A statistically significant difference was found, as Table 6.3 shows. This finding is

explicable as therapists possibly had more time to give explanations of the child's

difficulties to parents who did receive intervention during the 12 month period of the

trial. It also seems likely that these explanations were based on observation of the

child over time and greater knowledge of the child's circumstances.

Therapy Now/	 Therapy	 Difference	 P value
Changed Arm	 Later	 (95%

n=79	 n=58	 confidence
______________ ______________ ______________ 	 interval)	 ______________
Therapist's	 99.0	 90.0	 9.0	 0.04
explanation of	 (1.0 to 17.0)	 (Fisher's exact
the child's	 test)
difficulty
(helpful)

Table 6.3	 Parents' rating of therapist's explanation of child's difficulty by
group

134



Altogether, 15 outcomes were compared for Therapy Now/Changed Arm

and Therapy Later. As the above rating is one of only two items from the

questionnaire where a statistically significant difference in perceptions was found, it

should be interpreted with caution.

Advice on facilitation

In the survey questionnaire, 132 parents (90 per cent) found the advice

given by the therapist helpful and 135 parents (92 per cent) said they were able to

make use of the advice given. The responses of Therapy Now/Changed Arm and

Therapy Later parents were compared with respect to advice given, but no

statistically significant difference was found (Table 6.4).

Therapy Now!	 Therapy	 Difference	 P value
Changed Arm	 Later	 (95%

n = 77	 n = 57	 confidence
______________ _______________ ______________ 	 interval)	 _______________
Advice given	 100.0	 96.0	 4.0	 0.18
by	 therapist	 (-1.0 to 9.0)	 (Fisher's exact
(helpful)	 test)

Table 6.4	 Parents' rating of advice given by therapist by group

6.4.3 Perceptions of waiting

Waiting for initial assessment

A feature of referral to many services provided within the NHS will involve

being placed on a waiting list and children's SLT is no exception to this. In the

survey questionnaire, dissatisfaction with the length of the waiting time was

expressed by 33 parents (22 per cent), while 82 parents (56 per cent) had found it

acceptable.
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Perceptions of 'watchful waiting'

The Therapy Later questionnaire contained open questions aiming to elicit

parental perceptions of 'watchful waiting' and its effects. Responses to the open

questions demonstrated that waiting was acceptable where the child's problem was

not perceived as being severe: "I wasn't terribly concerned so I wasn't too worried

about waiting", where the child was making steady progress: "As he is still

progressing with his speech, I do not feel particularly concerned", £7 was not

concerned at the waiting time as he has developed a lot in that time", where the

parent was interested to see the effects of the child undergoing development

without SLT input "I didn't mind as I wanted to see how my child developed on his

own" and where the parent felt they had a part to play in helping their child's

development: "It gave us chance to use the advice given to help him develop on his

own with the help of his family and Mends"

When questioned about their perceptions of the effects of the waiting period,

a number of the parents whose children had made progress since starting therapy

felt that improvement would have taken place sooner had treatment not been

delayed. The following statements, which were made in response to an open

question in the survey questionnaire about the effects of waiting for 12 months,

confirm that this was a common misgiving: 11/ feel it may have helped him to have

had speech therapy sooner", "I think it's a long time to wonder if my child's

progressing O.K.", "I think if children are seen a lot earlier things could improve at a

more rapid rate, having to wait for a long time made it very difficult for me and my

child to communicate.".

On the Changed Arm questionnaire, an open question sought to establish

why 'watchful waiting' had not been acceptable to parents and to describe their

reasons for their decision to have SLT when they did. The reasons given ranged

from the perception that the child's talking was not as good as it could be: "I thought
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he was not talking as well as he shouId' "Because she could not use language

properly"to the perception that the child was lagging behind his/her peer group and

was failing to mix with others: "We felt he was falling behind because of his ability to

communicate with other children. He also had no confidence with speech", "He

wasn't mixing well with his friends" Also mentioned was the fact that the child could

not be understood by others: "1 don't find it too hard to understand him but his

teachers and other people find it very hard" and the child's perceived lack of

readiness for school was also cited as a reason: "1 was concerned about him

starting school"

6.4.4 Perceptions of overall quality

When asked to rate how organised their contact was with SLT, 138 (93 per

cent) felt that it was 'organised'. A comparison of the responses of the intervention

group with the 'watchful waiting' group yielded no statistically significant difference

(Table 6.5).

Contact with
therapist
(organised)

Therapy Now!	 Therapy
Changed Arm	 Later

n=76	 n=62

99.0	 100.0

Difference
(95%

confidence
interval)

-1.0
(-3.0 to 1.0)

P value

1.0
(Fisher's exact

test)

Table 6.5	 Parents' rating of contact with therapist by group

Likewise when Therapy Now parents were asked about the continuity of their

contact with SLT this was not considered to be a problem, with 73 parents (89 per

tent) rating it as good. Therapy Later parents mentioned the lack of continuity in

heir contact with SLT in the qualitative sections of the questionnaire and that they

iad not known whom to contact to re-arrange appointments if necessary.
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Overall, the quality of the SLT service received was rated as good by 134

parents (91 per cent). This was not affected by whether parents had received

intervention or not, as Table 6.6 shows.

Therapy Now/	 Therapy	 Difference	 P value
Changed Arm	 Later	 (95%

n = 79	 n = 63	 confidence
______________ ______________ ______________ 	 interval)	 _______________
Quality of	 92.0	 97.0	 -5.0	 0.3
service	 (-12.0 to 2.0)	 (Fisher's exact
(good)	 test)

Table 6.6	 Parents' rating of quality of service by group

6.5 Parental perceptions of the relationship with the speech and
language therapist

In the survey questionnaire, parents were asked whether the speech and

language therapist had made them feel better about their child, themselves and the

difficulties experienced by the child and to tick all the items that applied to them.

While 100 parents reported that the speech and language therapist had made them

feel better about their child's difficulties (68 per cent), 50 parents reported that the

speech and language therapist had made them feel better about the child (34 per

cent) and 27 parents reported that the speech and language therapist had made

them feel better about themselves (18 per cent), suggesting that contact with the

therapist had improved their outlook in these areas, perhaps by removing blame

parents attached either to the child or to themselves for the difficulties.

Within the same question parents were also given the option to respond that

the speech and language therapist had not made them feel better about their child,

their child's difficulties or themselves, although very few parents actually did. On the

item 'therapist did not make parent feel better about child' four parents agreed, on

the item 'therapist did not make parent feel better about child's difficulties' five

parents agreed, while on the item 'therapist did not make parent feel better about
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self, three parents agreed. However, it should be pointed out that there remain

some difficulties with the interpretation of these findings. A failure to respond to any

of these items might indicate that there was initially no difficulty within this area, or

that the therapist did not change their perceptions either positively or negatively. For

the parents, therefore, who did respond positively, presumably the therapist was

perceived to have had these positive effects.

Parental responses to these questions were evenly balanced across the

randomisation groups for improvement in their feelings about the child and about

themselves, suggesting that the intervention strategy itself did not affect this level of

outcome for the parents. However, a statistically significant difference was found on

parental feelings about the child's difficulties (Table 6.7). As one of only two

outcomes demonstrating this difference, the other being the therapist's explanation

of the child's difficulties, it should be accepted with caution. On the other hand, the

common focus of the two items on parents' understanding of and response to the

difficulties provides evidence that the improvements reported are neither spurious

nor trivial.
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Therapy Now!	 Therapy	 Difference	 P value
Changed Arm	 Later	 (95%

n=81	 n=63	 confidence
_______________ _______________ _______________ 	 interval)	 _______________
Therapist	 32.0	 38.0	 -6.0	 0.45
made parent	 (-22.0 to 10.0)	 (Chi square
feel better	 test)
about child
(Yes)

Therapist	 77.0	 60.0	 17.0	 0.04
made parent	 (2.0 to 32.0)	 (Chi square
feel better	 test)
about child's
difficulties
(Yes)

Therapist	 16.0	 22.0	 -6.0	 0.35
made parent	 (-19.0 to 7.0)	 (Chi square
feel better	 test)
about self
(Yes)

Table 6.7	 Parents' ratings of how speech and language therapy made
them feel by group

When asked an open question on the questionnaire about what the therapist had

done, a wide range of positive responses from parents of both Therapy Now and

Therapy Later children was noted, including helping the child's talking, improving

his/her confidence, given parents guidance about helping, given parents

reassurance and increased parents' understanding of the child's difficulty. A few

parents, again of both Therapy Now and Therapy Later did not feel that the

therapist had done anything to help and a small number of parents of Therapy Later

commented that all they had received was assessment. When asked about the

quality of the relationship between the family and the therapist, 127 parents (86 per

cent) responded that it had been good. Similarly, 132 parents (90 per cent) found

the relationship between their child and the therapist good. These perceptions were

not found to be affected by the randomisation group, as shown in Table 6.8.
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Therapy Now/	 Therapy	 ' Difference	 P value
Changed Arm	 Later	 (95 %

confidence
_______________ _______________ _______________	 interval)	 _______________
Relationship	 (n = 80)	 (n = 62)	 -1.0	 0.76
between family	 89.0	 90.0	 (-11.0 to 9.0)	 (Chi square
and therapist	 test)
(Good)

Relationship	 (n = 81)	 (n = 62)	 1.0	 1.0
between child	 93.0	 92.0	 (-8.0 to 10.0)	 (Fisher's exact
and therapist	 test)
(Good)

Table 6.8	 Parents' ratings of relationships with therapist by group

6.6 Parental perceptions of psychosocial/family effects

Parents were questioned about psychosocial issues stemming from having a

child with communication difficulties. They were asked about how the child and the

family had coped with the communication difficulty over the period of their

involvement in the trial, how relationships between the child and the family had

been affected during this time and how the communication difficulties had been

managed by family and friends. Broadly, parents of children in both groups

answered that the child and the family had coped well with any difficulties and that

positive changes in the child's relating to others had occurred (Table 6.9).

Therapy Now!	 Therapy	 Difference	 P value
Changed Arm	 Later	 (95 %

confidence
______________ ______________ ______________ 	 interval)	 ____________
Improvement	 (n = 75)	 (n = 63)	 9.0	 0.24
in child's	 79.0	 70.0	 (-6.0 to 24.0)	 (Chi square
relating	 test)
(Yes)

Improvement	 (n = 64)
in family's	 53.0
response to
the child
(Yes)

(n=58)	 13.0	 0.14
40.0	 (-4.0 to 30.0)	 (Chi square

test)

Table 6.9	 Parents' ratings of improvements in relating by group
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6.7 Parental perceptions of outcome

The question of outcome was pursued from a number of angles in the

questionnaire, including parents' perceptions of the changes occurring in the

communication difficulties being experienced by the child, their child's current

speech and language abilities and their perceptions of the child's need for further

therapy.

6.7.1 Perceptions of change

Parents were asked for their views on changes which had come about in

their children's difficulties over the course of the year and the effects that the

change or lack of change had had. Parents were also asked to what degree the

change or lack of change could be attributed to the SLT provision received. For 139

parents (95 per cent) there had been improvement in their child's difficulty, with five

parents responding that the difficulty had stayed the same or got worse. There was

no difference between the response of parents who had received intervention and

those who had not (Table 6.10).

Therapy Now/	 Therapy	 Difference	 P value
Changed Arm	 Later	 (95 %

n=81	 n=63	 confidence
_______________ _______________ ______________ 	 interval)	 _______________

Improvement	 98.0	 95.0	 3.0	 0.65
in child's	 (-3.0 to 9.0)	 (Fisher's exact
difficulty	 test)
(Yes)

Table 6.10 Parents' rating of improvement in child's difficulty by group

Of those parents who felt that there had been positive change in their child, 104

parents (71 per cent) felt that SLT provision had contributed to the change. For the

five parents who did not feel their child had improved at all or had actually got

worse, three had chfldren in the Therapy Later group, with one child in Therapy Now

and the other had changed arm. However, these parents' responses about the part
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played by SLT were equivocal. Two parents were unsure of whether the lack of

change was due to SLT provision, a further parent responded that the lack of

change in the difficulty was 'partly due' to the therapy service, while a further two

parents responded that the lack of change was due to their receiving no provision.

All the parents were also questioned about their perceptions of the child's

need for further therapy, with 103 parents (70 per cent) feeling that their child

continued to be in need of therapy. The proportions were similar across

randomisation groups, suggesting that in spite of the improvements made over the

12 months, the children continued to experience, in the eyes of their parents,

difficulties which warranted specialist help (Table 6.11).

Therapy Now/	 Therapy	 Difference	 P value
Changed Arm	 Later	 (95%

n = 76	 n = 55	 confidence
______________ ______________ ______________ 	 interval)	 ______________
Child will need	 82.0	 75.0	 7.0	 0.33
therapy in the	 (-7.0 to 21.0)	 (Chi square
future	 test)
(Yes)

Table 6.11	 Parents' rating of need for therapy in the future by group

6.7.2 Perceptions of the effects of therapy

Therapy Now

A range of comments on the Therapy Now questionnaires showed the

effects of immediate intervention and that this intervention strategy had been

acceptable to parents: 1-lelped a Iot uMade a great difference with his speech as

he can now use short sentences' aHelped me to understand her problems and has

given her help before she starts school", improved my son's speech and put my

mind at rest", "I feel very happy with what the therapy has done for my child".
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Therapy Later

In response to the closed question about what parents of Therapy Later

children thought therapy could have done, 46 parents (71 per cent) in this group felt

that it would have helped the difficulty. When asked how having therapy

straightaway would have made them feel, 33 parents (51 per cent) reported that it

would have made them worry less about their child's difficulty. However, a further 20

parents (31 per cent) felt that therapy would have made no difference to their

concerns and 3 parents (5 per cent) actually felt that therapy would have caused

them to worry more about their child's difficulty.

Satisfaction with the intervention strategy

Table 6.12 categorises Therapy Now and Therapy Later parents who

completed the questionnaire in terms of how satisfied they were with the SLT

provision they had received.

______________ SLT provision satisfactory	 SLT provision not satisfactory
Therapy Now	 63 out of 67 (94%) of Therapy 4 out of 67 (6%) of Therapy
n = 67	 Now parents who completed 	 Now parents who completed

questionnaire found provision	 questionnaire found provision
Missing = 4	 satisfactory	 unsatisfactory
respondents

Therapy Later 45 out of 80 (56%) of Therapy 	 35 out of 80 (44%) of Therapy
n = 80	 Later parents who completed 	 Later parents who completed

questionnaire found provision	 questionnaire found provision
Missing = 8	 satisfactory	 unsatisfactory
respondents

Table 6.12 Satisfaction with speech and language therapy according to
randomisation group

Treatment activities

When working with pie-school children, games and play activities are

important vehicles for therapy. Because they are such a salient feature of treatment,

it was necessary to consider their acceptability to parents. Thus, questionnaire items
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were targeted at parents of Therapy Now children and the parents who had

switched arms. In the survey questionnaire, when asked about the games and

activities provided in therapy, 71 parents (87 per cent of those asked this question)

rated them as good. Likewise, rating the strategies given them during the therapy

sessions, 68 parents (83 per cent of those asked this question) questioned found

them to be good.

6.7.3 Exploring attitudes to therapy

Overview of and rationale for methods

The wider issue of parental attitudes to therapy was also considered in more

depth in the questionnaire with the parents of the children who had received

treatment during the year, namely those in the Therapy Now and Changed Arm

groups. No existing measures of parental attitudes towards therapy were available.

Thus it was deemed necessary and appropriate to embark on the development of a

new measure to investigate this aspect of parental involvement in early SLT in the

study. Therefore, this part of the questionnaire was particularly exploratory in

nature. Its main aim was hypothesis generation rather than hypothesis testing, and

it was anticipated that refining and testing for any use outside the trial would prove

necessary.

A pooi of 12 questionnaire items were assembled, in the form of positive and

negative statements about therapy, with which parents were invited to agree or

disagree using a Likert scale with five points - strongly agree, agree, don't know,

disagree, strongly disagree. The statements can be found in Table 6.14.

Unfortunately, due to time and logistical factors, there was no opportunity to conduct

preparatory in-depth interviews with parents which would have provided useful

information for this aspect of the questionnaire and possibly yielded authentic

verbatim statements from parents for use as questionnaire items.
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Altogether, the parents of 75 children completed the attitude item pool. The

reliability of the items was checked and principal components analysis was

performed to explore whether, on the basis of parents' answers to the individual

items, a smaller number of more general factors, underlying their answers, could be

identified. The construct validity of the items was also investigated, that is, how the

rotated components were associated with theoretical expectations. An exploration

of how the items triangulated with other aspects of both the questionnaire and the

interviews was also undertaken.

Reliability analysis

Reliability is the extent to which a measure would yield similar results when

administered under similar conditions. One method of checking reliability consists in

respondents answering the same questions on two occasions. Where this is not

possible, an alternative way of judging reliability can be to compare the consistency

of responses on a single item with those on each other item. In this case, the

reliability of the 12 items was determined by Cronbach's alpha, with a coefficient of

0.75 obtained. The minimally acceptable level is regarded by some as 0.7, although

others accept 0.5 and above as an indicator of good internal consistency (Bowling,

1997). Streiner and Norman (1995) argue that where alpha is 0.9 and above, this

suggests a high level of redundancy, that is, the items are asking the same

questions in slightly different ways. Alpha for this scale appeared to indicate good

internal consistency and analysis then proceeded with all 12 items, as deletion of

none of these would have increased the reliability of the scale.
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Principal components analysis

A principal components analysis was then performed which identified four

components with eigenvalues greater than I and which accounted for 62.4 per cent

of the variance (Table 6.13).

Component	 Initial eigenvalue	 Percentage of	 Cumulative
__________________ __________________ 	 variance	 percentage

1	 3.6	 30.2	 30.2

2	 1.6	 13.1	 43.3

3	 1.2	 10.0	 53.3

4	 1.1	 9.1	 62.4

Table 6.13 Summary statistics of the principal components analysis

A similar procedure was performed to obtain three- and two-component

solutions and the patterns recorded. The groupings of the items within each of the

solutions were then considered and possible explanations for the groupings

evaluated. While a three-component solution did explain less of the variance (53.3

per cent), the pattern of the item groupings could be more easily understood and

interpreted than both the four- and two-component solutions. Thus proceeding with

the three-component solution, a final set of components was then extracted by

rotation.

Extracting the components by rotation

In order to clarify which items loaded on or 'belonged' to each component, a

varimax rotation was applied. The results obtained are displayed in Table 6.14. The

three components were interpretable with the first consisting of items relating to

perceptions of the practical help received by the parents from SLT, the second to

parents' emotional responses to dealing with their child's difficulties and the third to

parental perceptions of the effectiveness of therapy in bringing about change.
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Questionnaire item	 Rotated	 Rotated	 Rotated
____________________________ component I	 component 2 component 3
If you think that your child does 	 .86
have a problem with talking, it's
good that the speech therapist can
tellyou if you're right.	 _______________ ________________ _______________
You have a better idea of what	 .71
helps your child by having Speech
Therapy.	 _______________ ________________ _______________
Having the speech therapist to talk 	 .70
to about your child's difficulty is
helpful.________________ _________________ ________________
It's up to the speech therapist, not	 .67
the parents, to help their child with
talking.	 _______________ ________________ _______________
You can tackle your child's talking 	 .55
difficulty better if you're having
SpeechTherapy for it. 	 ______________ _______________ ______________
Speech Therapy doesn't really 	 .37
explainabout your child's difficulty ________________ ________________ _______________
Your child's talking problem seems	 .84
a lot worse if you have to have
Speechtherapy for it. 	 _______________ ________________ ______________
You worry more about your child's 	 .79
difficulty with talking if you're
havingSpeech Therapy for it. 	 _______________ ________________ ______________
Children often grow out of early	 .60
problems with talking, so Speech
Therapyisn't really necessary. 	 _______________ ________________ _______________
Your child's talking difficulty would 	 .71
get worse if you weren't having any
SpeechTherapy for it.	 _______________ ________________ _______________
If a child has difficulty talking,	 .67
parents can help their child much
betterthan a speech therapist can. _______________ ________________ _______________
Speech Therapy is a waste of time 	 .50
because it doesn't deal with your
child 's talking difficulty.	 ________________ _________________ _______________
Table 6.14 Rotated varimax loadings for the three component solution for

the parent questionnaire

Reliability of the rotated components

The reliability of the three rotated components was then investigated. For the

items loading on the components, Cronbach's alpha was calculated, to test if any of

the items were redundant. For the first component, the overall alpha was 0.76,

indicating a good degree of internal reliability. However, the deletion of one item -

'Speech Therapy doesn't really explain about your child's difficulty' - would have

raised alpha to 0.79. Of the six items in the first component, this item had the

weakest loading on the component so the appropriateness of its place in the
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component was already in some doubt. Moreover, as the first component seemed to

be concerned with practical help offered to parents by SLT, it is possible to

understand why the presence or absence of explanation about the child's difficulty

might be considered to lie outside the scope of the component.

For the second component, the overall alpha was lower than that for the first,

at 0.64. Alpha could only be raised marginally by the deletion of one item - 'Children

often grow out of early problems with talking, so Speech Therapy isn't really

necessary'. Of the three items in the second component, this item had the weakest

loading. While the other two items clearly related to parents' emotional response to

their child's difficulties, this item was more marginally related, being concerned with

confidence about whether the child's difficulties would resolve spontaneously and

the necessity of therapy given that progress was likely to come about in any case.

In the case of the third component, overall alpha was 0.43, indicating much

lower internal reliability. Alpha could not be raised by the deletion of any items but

two out of the three items 'Speech Therapy is a waste of time because it doesn't

deal with your child's talking difficulty' and 'If a child has difficulty talking, parents

can help their child much better than a speech therapist can' showed low item-total

coefficients, that is, correlation of the individual item with the scale total omitting that

item, which were 0.23 and 0.26 respectively. These low coefficients suggested that

the items did not, in fact, belong in this part of the scale. Streiner and Norman

(1995) recommend that items with correlations below 0.2 should be discarded. In

this case the items were allowed to remain in the analysis. Similarly, while the

reliability analysis of the other components had suggested that two other items

could be deleted, neither were removed and the construct validity of the scale was

explored using all the items. It is usual that scales of this type tend to contain about

20 items (Oppenheim, 1992) and as there had been only 12 items to begin with,

deletion of two items would have reduced the scope of the scale considerably.
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These results demonstrate, however, that further preliminary work would be

necessary to find suitable items which would improve reliability and make the

components more robust.

Construct validity of the components

In this study it was possible to assess the construct validity of the

components in two ways. Firstly, they could be judged on how well they measured

up to theoretical expectations and secondly, they could be judged according to how

they 'triangulated' with other information obtained in the questionnaire. In Chapter

Seven the components will also be considered in conjunction with the findings of the

qualitative in-depth interviews. Bryman (1988) defines triangulation as employing

more than one research method, resulting in different types of data, to examine the

same research question, thereby enhancing claims for the validity of the

conclusions where the different data types provided mutual confirmation.

In order to examine their construct validity, analysis of the 12 items was

taken a stage further. Using the information gained from the principal components

analysis, the three identified components were then used to create individual

scales. At this point it was necessary to decide whether the resulting scales would

be unweighted or weighted. To construct an unweighted scale, the raw scores of

the respondents on each of the items would simply be added up to obtain a scale

score. On a weighted scale, instead of adding up raw scores of respondents on the

items, the scores would be obtained by multiplying raw scores by the loading of the

particular item on the component and then summed. For the components under

consideration here, weighting did not appear to make an appreciable difference to

the final scores obtained.

For simplicity, then, on each of the components an unweighted summed

score of the parents' responses was obtained. In the first component - perceptions
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of the practical help received from SLT - there were six items and on each item

parents could score between 0 and four, giving a possible range of 0 to 24 for their

summed score. For the other two components - perceptions of help for parents'

emotional responses to dealing with their child's difficulties and perceptions of the

effectiveness of therapy in bringing about change - there were three components

and again on each item parents could score between 0 and four, allowing a range

of 0 to 12 for the summed score. The higher the scores the more positive were the

parents' attitudes towards the underlying components of SLT identified. Figures 6.1,

6.2 and 6.3 display the results of this analysis, showing the distribution of the scores

of the respondents on the three rotated components.

13.00	 15.00	 17.00	 19.00	 21.00	 23.00

14.00	 16.00	 18.00	 2000	 22.00	 24.00

score on rotated componenti

Figure 6.1	 Frequencies of scores on rotated component one
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score on rotated component2

Figure 6.2	 Frequencies of scores on rotated component two

score on rotated component3

Figure 6.3	 Frequencies of scores on rotated component three

With regard to the first component - perceptions of the practical help received from

SLT - and the third component - perceptions of the effectiveness of therapy in
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bringing about change - the parents' scores showed mainly positive perceptions of

SLT. However, on the second component, dealing with the parents' emotional

responses to dealing with their child's difficulties more of a range of perceptions

emerged.

It was anticipated that if the scales were a valid reflection of parents'

orientation to therapy, they would correlate with parental responses to other items in

the questionnaire about the SLT service they received. Therefore, the relationship

between the parents' scores on the three rotated components and their ratings of

the quality of the service was explored and summarised by Spearman's Rho

con-elation coefficients.

For scores on rotated component one - perceptions of the practical help

received from SLT - and parental perceptions of the quality of the service, the

correlation coefficient obtained was -0.46 (statistically significant at the 0.01 level),

showing that the scores on the rotated component correlated well with the rating of

the quality of the service. The negative sign does not indicate an inverse

relationship between the two sets of scores, as higher scores for the quality of

service item reflected increasingly negative perceptions, (1 = very good, 2 = good, 3

= fair, 4 = poor, 5 = don't know). This suggests that parents who perceived therapy

as practically helpful also found the service to be of good quality.

On rotated component two - parents' emotional responses to dealing with

their child's difficulties - and parental perceptions of the quality of the service, the

correlation coefficient obtained was -0.16 (p 0.17 and statistically non-significant),

suggesting that there was no strong relationship between parents' perceptions of

emotional help received and their rating of the quality of the service. This is in

keeping with the finding that while parents did perceive the therapy service as

helpful, it did not always answer their need for support for themselves in coming to

terms with the emotional impact of the difficulties. On rotated component three -
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perceptions of the effectiveness of therapy in bringing about change - and parental

perceptions of the quality of the service, the correlation coefficient was -0.24

(statistically significant at the 0.05 level), demonstrating that where parents

perceived therapy as effective in bringing about change they also rated it as being

of good quality. Thus, it appeared that the construct validity of the scales is

supported by triangulating it with some of the findings of the questionnaire.

The item pool on the questionnaire was completed by those parents in the

Therapy Now and Changed Arm groups, who had experienced therapy during the

course of their involvement in the trial. Because the only difference between these

two groups was likely to be the timing of the start of therapy, they were not

considered likely to show differing attitudes towards therapy on the components.

This expectation was borne out, as Table 6.15 shows.

______________________	 Therapy Now	 Changed Arm
n=65	 n=15

Mean score (out of 24)	 19.2	 18
on rotated component I
Minimum	 13	 13
Maximum	 24	 24

n=63	 n=15
Mean score (out of 12)	 8.3	 8.9
on rotated component 2
Minimum	 3	 6
Maximum	 12	 12

n=64	 n=15
Mean score (out of 12)	 8.2	 7.7
on rotated component 3
Minimum	 4	 5
Maximum	 11	 11

Table 6.15 Comparison of the scores of Therapy Now and Changed Arm
parents on the three rotated components

Another way of validating the scales was to check if they corresponded with

parents' responses to therapy according to the problems the child was experiencing.

In the questionnaires as a whole, the extent of the child's difficulties did not appear

to affect parents' perceptions of and response to the SLT service. Thus parents of
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children with phonological difficulties alone did not appear to demonstrate less

concern about the difficulties than parents whose children were being treated for

more diffuse difficulties, nor did they demonstrate obvious differences in their

opinions about therapy. Indeed, on all of the components similar responses across

these strata were observed, with a range of positive and negative attitudes being

expressed (Table 6.16).

Phonology	 Expressive	 General language
_____________	 n11	 n25	 n=44
Mean score (out 	 18.2	 19.4	 19
of 24) on rotated
component I

Minimum	 15	 13	 13

Maximum	 22	 24	 24

Mean score (out 	 7.7	 8.0	 8.8
of 12) on rotated
component 2

Minimum	 4	 3	 4

Maximum	 11	 11	 12

Mean score (out	 8.1	 8.0	 8.1
of 12) on rotated
component 3

Minimum	 5	 5

Maximum	 10	 11	 11

Table 6.16 Comparison of the responses on the three rotated components
according to strata

Thus the item pool on the questionnaire does provide more evidence about

the acceptability of SLT to those parents whose children did receive intervention,

validated by other findings from the questionnaire. As already stated, further

preparatory work would have strengthened its theoretical underpinnings and

enabled hypothesis testing to take place.
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6.8 Summary of the findings

To summarise, the acceptability of SLT provision for pre-school children to

their parents is supported by the evidence of the survey questionnaires. Overall,

parents expressed satisfaction with the organisational aspects of SLT, although

certain provisos would seem to apply. Comments in the open section of the

questionnaire, in particular, revealed areas of difficulty for parents which might

affect their ability to co-operate with the service, including problems attending clinic,

the need for flexibility of appointments and the perceived need for more frequent

appointments. Also, the survey questionnaire provided evidence of the acceptability

of the two intervention strategies to different parents. Immediate therapy was the

preferred option of parents where there was a perceived urgency for progress,

where difficulties were experienced in coping with the child's communication, where

the rate of the child's improvement was perceived to be insufficient and parents

were anxious about the attendance at nursery or school. 'Watchful waiting' was

preferred by parents where the child's problem was not perceived as being severe

and the child was making progress, where parents were curious to see what would

happen without SLT input and where parents wished to help the child themselves.

In the next chapter the results of the qualitative in-depth interviews will be reported

and there will be an attempt to link the findings of the two methods, to build the

fullest picture of the acceptability of the two approaches to early SLT.
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Chapter Seven

Results (Ill)

The acceptability of speech and language therapy provision
to the parents of pre-school children - the

qualitative in-depth interviews

7.1	 Introduction

In the previous chapter the results of the survey questionnaire gave a broad

indication of the acceptability of SLT provision to the parents of the pre-school

children in this study. In this chapter the data obtained from the qualitative in-depth

interviews will be presented to give a deeper, more detailed picture of the

perceptions of the parents.

7.2	 Presentation of the qualitative in-depth interview results

In presenting the findings of the qualitative in-depth interviews, attention will

also be drawn to their similarities and differences with regard to the findings of the

survey questionnaire. In this way, both qualitative and quantitative evidence will

contribute to an overall interpretation of parents' views and ideas on the

acceptability of the SLT provision they received. It will be recognised that the types

of information provided by these two methods are highly pertinent to each other and

are often complementary. Firstly, it is necessary to consider the sample of parents

who participated in the interviews.

7.3	 Qualitative in-depth interview sample

In Chapter Four, a target sample structure for the in-depth interviews was set

out in Table 4.2. During the course of the interviews, this sample structure

underwent some revision, as is usual in this type of exploratory work. The decision
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was made to follow up as many as possible of the parents who opted to change arm

of the trial - switching their children from the 'watchfu waiting' group to the

immediate treatment group. Every attempt was made to interview as many of these

parents as possible within the time-frame allowed for data collection, but two were

not followed up. In one case, the child had been diagnosed as autistic and for that

reason was considered to be outside the scope of this study and in the other, the

mother was experiencing health problems, which made it difficult for her to be

interviewed. In a similar way, every attempt was made to identify and interview the

other parents who 'changed arms' in a more informal manner, that is, they had been

randomised to the immediate treatment condition and then failed to attend

appointments and/or comply with treatment.

Altogether, the sample comprised 16 interviews. Of this number, 14 were

conducted with the mother alone. For the other two interviews, the mother was

joined by her husband, in both cases the child's father. Both fathers, due to the

nature of their work commitments, had taken an active role in their child's

involvement in SLT and for this reason wanted to be present at the interview and to

contribute their views and opinions. Every attempt was made in the course of these

two interviews to check where the opinions of these parents might be at variance.

During the analytic process, any discrepancies between the views of mother and

father were highlighted.

On the independent quotas - age of the child and severity of their difficulties

at the end of their involvement in the RCT - a range of respondents was achieved.

Regarding age, there was a fairly even spread across the age groups. A range was

also achieved in terms of severity of the children's difficulties. The parents

interviewed also covered a broad spectrum on measures of socio-economic status.

The employment categories of the sample are as shown, with some parents

possessing few or no formal educational qualifications, while others had technical
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qualifications and others university degrees. The quotas are all summarised in

Table 7.1.

I Randomisation group of respondents' children 	 _______
Therapy Now	 6

Therapy Later 	 5

Changed Arm (originally randomised to Therapy Later but opted to start 5
receiving treatment during their involvement in the trial)

Age of respondents' children at the end of the study/interview	 -
Upto3;6	 4

Between 3;7 and 4;O	 6

Between 4;1 and 4;6	 6

Severity of child's problem after 12 months	 ______
Problems resolved	 4

Delayed in speech only	 5

Delayed in speech and language	 7

Employment category of respondents	 _______
Unemployed	 3

Unskilled/manual	 3

Skilled/technical
	

6

Professional
	

4

Table 7.1	 Summary of respondent characteristics

A single interlocking quota across randomisation group and socio-economic

status was also proposed in Chapter Four. The sample achieved included a range

Df characteristics and circumstances among the interview respondents (Table 7.2).

159



Chanqed Arm
I

1

I

2

Unemployed

Unskilled/manual

Skilled/technical

Professional

Therapy Now
2

1

2

I

Therapy Later
0

1

3

I

Table 7.2	 Interlocking quota - trial arm and parental employment

Summaries of all 16 families who participated in the interviews are to be

found in the appendix. Their purpose is to place the interviews in context by:

Giving information about the children referred to in the interviews, such as age,

place in the family, randomisation group and level of difficulty at the end of

his/her involvement in the RCT.

• Describing the family's current stance towards the child's communication status

and therapy received.

• Describing any previous knowledge of SLT on the part of the parent.

• Giving information about the socio-economic status of the family.

In order to protect the identity of the interview respondents, the names by which

they are referred to in the text are entirely fictitious.

The interviews were analysed in four sets of four, which allowed new topics

and themes to be carried forward to the next set of interviews and followed up with

later respondents. During the course of the interviews other important

characteristics of the parents became apparent, which appeared to affect their

perspectives and opinions, for example, whether the child was the first-born in the

family, whether or not they had attended SLT with an elder child. Also, new themes

emerged from the parents' stories and respondents were purposively included if it

seemed possible that their experiences would provide an alternative viewpoint. This

iterative process of data collection and analysis is one of the guiding principles of
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qualitative inquiry. Findings, generated by the research process and 'grounded' in it,

were incorporated into future data collection, to seek confirmation or disconfirmation

among other respondents. Thus, from this analytic process, the foflowing results

were obtained.

7.4	 Factors contributing to acceptability

Analysis of the qualitative material revealed that parental involvement in SLT

could be charactensed as a process which could be subdivided into three over-

arching stages - before, during and after the period when they were attending SLT.

Within each stage, a number of factors affecting their perceptions of acceptability

and contributing to their overall satisfaction or dissatisfaction with the SLT provision

received by their children were made explicit by the parents. The factors relating to

the stage before the parents and children became involved in SLT evolved out of

the interviews. The author, a speech and language therapist, originally conceived

parental involvement in SLT as beginning with initial attendance for assessment.

Thus the interview guide did not include the stage before the initial appointment.

However, as parents interviewed early on gave their accounts about what happened

during referral, it was followed up in all the later interviews. The factors relating to

each stage are summarised in Table 7.3 and described in greater detail in the rest

of this chapter.

7.4.1 Beliefs about speech and language development and difficulties

Oppenheim (1992) describes how people's 'values' are likely to underpin the

'attitudes' and 'opinions' they hold about issues. During the design of the Interview

Guide, the importance of the level of parental 'beliefs' about speech and language

development, difficulties and treatment, similar to Oppenheim's level of 'values' -

became apparent, as such beliefs clearly underpinned parental attitudes and
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opinions. This called for the topic of beliefs to be raised in all the interviews, in order

to gauge to what extent parents' ideas about what should be done for their children

and their perceptions of what SLT did were determined by their beliefs about

children's talking and the difficulties which occurred.

In terms of the nature of children's language development, a common belief

was often expressed by the parents. They tended to make the assumption that

children do learn to talk and often took normal language development for granted.

When one considers that the parents of nine of the children had already

experienced normal language development in at least one of their other children,

this is not an altogether surprising belief for these parents to hold. Indeed, one

parent refused initially to permit her health visitor to refer her child to SLT because

of her firm conviction that normal development would eventually come about, This

parent did, however, express a greater lenience than other parents in terms of her

expectations of her child's ta'king:

u/ always thought that anyway, a child's allowed to be unclear aren't
they?"	 Sandra

In the interviews, parents were asked if they had any ideas about why their

children might have been experiencing difficulties with learning to talk. In fact, a

wide range of factors which parents believed were associated with talking difficulties

emerged from these accounts including medical factors, environmental factors,

family history factors and factors to do with the child him/herself (Glogowska,

1998a). Examples of how parental beliefs could affect perceptions of SLT and

treatment offered became apparent.
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For example, parents of children who had experienced bouts of otitis media1

and conductive hearing loss 2 and whose speech was unclear, could not always see

the relevance of working on gaps in the child's language comprehension or

expressive vocabulary. The parent who delayed referral to SLT was convinced that

the child's slow development was due to his personality and that he would talk when

he was 'ready'. Thus beliefs were seen to be at work in influencing parental

perceptions of involvement in SLT and for some parents, did affect how acceptable

the service was to them before and during the period of their involvement.

1 This is a condition produced by an infection in the middle ear, commonly occurring in
children.
2 This type of hearing loss is caused by a pathology, for example, otitis media, which affects
the conduction of sound from the outer ear and/or middle ear into the inner ear.
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Before involvement in	 During involvement in	 After involvement in
SLT	 SLT	 SLT

Beliefs about speech and	 Initial assessment 	 Outcomes of treatment
language development 	 • length and timing of
and difficulties	 appointments

• activities engaged in
• explanation about the

RCT
• explanation about the

child's difficulties
• advice on facilitation
• feelings about the

assessment process

Perceptions of the	 Intervention itself 	 Later perspectives and
'problem'	 • treatment strategy	 contexts

• activities in treatment	 • coping with school

The referral process	 Organisational aspects
• location of

appointments
• timing of appointments
• gap between

appointments
• total number of

appointments
• contact with the service
• continuity of the service
• quality of the service

Prior contact with the SLT Roles and responsibilities
service	 in monitoring/treatment

Expectations of the	 Social meaning of
service	 attendance at SLT
• organisation and focus	 • possibility of stigma

of therapy activities
• arrangement of

appointments
• roles of the parents and

therapist
• timing of the therapy
• need for intervention

Table 7.3	 Factors involved in parental perceptions of speech and language
therapy acceptability
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7.4.2 Perceptions of the 'problem'

The parents who took part in the interviews were questioned about their

children's talking skills before referral commenced and their perceptions about the

child's difficulties. In their accounts, the parents revealed the patterns in their

children's talking which prompted their initial concern. For the parents of 'younger'

children (between two and three years of age), worries focused primarily on

language: either the children were saying no words at all or were late in using the

few words they did have. For 'older' children (those from about three years of age

onwards), concern was expressed about the clarity of their speech. It was

occasionally mentioned that these children had already experienced slower

language development and had, perhaps, been later in starting to put words

together. Sometimes even earlier patterns in children's pre-linguistic development

were also considered. For example, a lack of babble was usually taken by parents

to be a negative sign.

There were sometimes factors of significance to particular children that

provoked parental concern. For one parent, it was the discrepancy between the

occurrence of improvement in the child's hearing but not in speech and language

that proved to be significant in leading up to referral to SLT. For another parent, it

was the presence of frustration in their child when he experienced difficulties in

being understood by other family members. For a number of the parents, speech

and language were not the only developmental concerns they had about their

children. Some parents (in seven out of the 16 interviews) mentioned that their

children were undergoing concurrent hearing tests at the time when referral to SLT

was being considered. Some children had recurrent middle ear conditions severe

enough to warrant investigation and regular review in the ENT departments of local

hospitals. However, only one child whose parent was interviewed actually had

grommets fitted during the period of involvement in the RCT. The evidence of
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hearing tests was very often an important factor in referral to SLT in one of two

ways. On the one hand, the presence of hearing difficulties, or the suspicion of

them, would often confirm parents' desire for SLT assessment, while the absence of

hearing difficulties would signal the need to investigate why speech and language

were delayed, if hearing difficulties were not contributing. Hearing difficulties were

by far the most common other developmental difficulty mentioned by the parents. A

small number of children (in two out of the 16 interviews) were being seen by child

health professionals, such as paediatricians, for assessment of other developmental

delays and for monitoring of congenital medical problems.

An important factor leading up to referral in the opinion of these parents was

that of comparison of the child - usually with their sibling(s) or other children in the

family. Occasionally when the child had no siblings or they were much younger and

not yet talking, the child was compared with children encountered outside the family

at playgroups or other pre-school settings. This was demonstrated in statements

such as:

.. when you compare with other children he just wasn't saying
anything."

Linda

"We!!, the problem was, we were comparing him with my daughter who
was vefy, very quick..." 	 Carol

a 'cos I was worried about her and that was the main reason but I think
it was 'cos I compared her to her friends and she was very, very far
behind."	 Hayley

It was often this early comparison of the child's talking skills with those of other

children that provoked anxiety in these parents.

For the parents who participated in the interviews, the realisation that their

children were experiencing early difficulties in speech and language resembled a

gradual accumulation of knowledge rather than a sudden revelation. Indisputably,
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the process of learning to talk is a complex task for children to negotiate, involving

many different skills and comprising much individual variation. Thus, it is not always

easy to determine if the child is developing language within the limits of 'normal'

variability or if, indeed, difficulties are manifesting themselves. Likewise, for these

parents, the question of whether their child was experiencing difficulties was not

clear-cut and a period of uncertainty often passed before problems within this

aspect of development were recognised as such. To begin with, certainly, these

parents were content to give their child an opportunity to move on by themselves

and to wait to see how the child's talking progressed. Provided that improvement did

occur within a reasonable time-scale, they found it acceptable to monitor the

situation themselves, sometimes in collaboration with their health visitor. When the

anticipated change or improvement did not take place, they then began to actively

seek more help from professionals and the referral process was instigated.

7.4.3 The referral process

For 14 out of the 16 children, referral to SLT came about through the

intervention of a health visitor. This usually happened in one of two ways:

• Directly, where the health visitor, often following a routine developmental check,

but sometimes from less formal contact with the family, advised the parent that

referral should be sought.

• Indirectly, where the concerns of the parent initially prompted contact with the

health visitor in order to make the referral.

Very occasionally, parents sought referral without the input of a health

visitor, either through the family doctor or through self-referral. This happened in

only two out of the 16 cases reported here. One of these parents considered her

contact with the health visitor infrequent and took the step of visiting her GP to bring
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about referral. The other parent was a professional in the field of child care and

made the referral herself in consultation with a SLT colleague. For most parents,

however, the involvement of the health visitor was regarded as being prominent in

the articulation of the difficulty. The health visitor was able to confirm the parents'

hunches:

u/Id noticed that he... wasn't so clear, his speaking wasn't clear and then
at his three year check the health visitor noticed as well 'cos she said to
rne...he's not clear and / said 'Yeah' so she referred him." Amy

"I went to see the health visitor and asked, I didn't think he was... urn
speaking as well as he should do urn.. .and she said, 'Yeah / think he
should be referred..."	 Andrea

The health visitor, therefore, tended to be described as the 'first stage' in bringing

about referral. Approaching referral to SLT, in collaboration with the health visitor,

was acceptable to all but one of the parents interviewed. However, even with

acceptance of the necessity of referral by the vast majority of the parents, the

referral process once underway did prompt in them a range of feelings.

Their accounts showed that these parents approached SLT with both hope

and fear. While the majority of them had willingly co-operated with the referral

process (in 15 out of the 16 interviews), the feelings expressed about referral

appeared to be very mixed. On the one hand, there were parents who said they felt

'pleased', 'relieved' and even 'glad' that referral was going ahead, especially where

they had been instrumental in bringing it about:

Well it was what I wanted so I was very happy."	 Fiona

U/ mean I was glad it was being dealt with, straightaway, yeah."
Amy

These parents sometimes felt reassured about referral, in that the presence

of problems would be confirmed and that if there was a problem it was going to be

dealt with. They also expressed the common assumption that the earlier a problem

was identified and managed the better:
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"I was quite pleased 'cos / thought, well, at least it means that
someone's taking notice that there is a problem..."

Selina

"..I was quite happy for him to do it just In case he did have some sort
of, you know, congenital problem... well if he was being tested, fine, at
least we'd get It sorted out earlier rather than later." 	 Ross

On the other hand, feelings of concern were voiced because of the

possibility of parents' worst fears about diagnosis of their children's problems being

confirmed. Uppermost in the minds of some parents was the worry that their child's

difficulties might result from a physical problem or be part of a overall learning

problem. Even when referral had been positively sought, it still had the capacity to

mean that 'something was wrong' with the child and was potentially 'upsetting' for

the parent, as these statements demonstrate:

lif felt a bit worried I suppose. 'Cos if anything's wrong with your child
you worry, don't you?"	 Amy

I suppose initially / was a bit shocked I wondered whether, is there
something wrong..." 	 Emma

"..Ijust wasn't sure whether there was a problem or not but it was when
I took him to the Health Visitor and she said 'Oh yes, there is'... and /
thought 'Oops, maybe there is a problem" 	 Andrea

Other implications for some parents of attending for SLT also became apparent:

"...l felt awful because 'God, what will people say?" 	 Carol

In a similar vein, one parent recalled how she had felt when her eldest child had

been referred,

..you know, at first / thought it's like, well, a deformity, you know, I
thought 'Ooh, he's never going to be able to speak properly'..."

Patricia

This idea of potential stigma being attached to the child and his/her family for

needing to attend SLT assessment found echo with many parents and will be

explored at greater length later in the chapter. For some parents, referral to SLT

was particularly worrying as the child was being seen by other agencies and other
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problems were present, which were also causing worry. Also, stories heard from

other parents about whether or not children need SLT cause confusion and anxiety.

All the parents interviewed, with the exception of one, had been unopposed

to, if still concerned about, their child's referral to SLT. Unlike the other parents, who

were eager for referral to go ahead, for this parent the desire was reversed:

11/ said 'No speech therapy' at first..." 	 Sandra

She had initially stalled the referral because she had had previous experience of a

'false alarm' regarding a feature of the child's development her health visitor had

expressed concern about She felt that any speech problem the child was

experiencing was likely to be transient and he was, therefore, not in need of SLT:

".. .1 kind of felt a bit as 11 'Oh God' this again when the speech... it's
gonna be a yet another repetition of something that ends up to be
nothing...."

She reported that when the referral eventually did go ahead, prompted by the health

visitor, it caused her to start questioning if her child did have a problem, about which

she had not been told:

"L..she [the health visitor] sort of felt um.. . that it was better to investigate
it than let it be, as if there might have been a problem there..."

Carol, a parent who had been content for referral to take place, but said that

she felt tawful' about it, was one of a number of parents (in 13 out of the 16

interviews) for whom this was to be the first experience of attending SLT. It

appeared to be the case that where these parents had no prior knowledge of or

acquaintance with SLT, they were more likely to be concerned about attendance.

This was borne out, to some extent, by the accounts of the parents of two of the

children, whose elder children had needed to attend SLT in the past. For these

parents, further attendance for younger children, while not anxiety-free, was not the

great source of concern it was for parents with no prior experience of SLT. Other
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parents adopted a more neutral position with regard to feelings about referral,

seeming to reflect an athtude of 'nothing to lose by attending'.

To summarise, Table 7.4 displays a range of factors which were associated

with greater parental concern at this time of initial referral and made the prospect of

attendance seem less acceptable, alongside factors which were associated with

less parental concern and made attendance more acceptable.

Factors associated with greater 	 Factors associated with less
parental concern/making attendance	 parental concern/making attendance

at SLT less acceptable	 at SLT more acceptable
No previous experience of SLT	 Previous experience of SLT

Child is older (3 years and older) 	 Child is younger (2 - 2 1/2 years)

Child may have other difficulties 	 Child has no other difficulties
e.g. hearing

Feels 'stigmatised' about referral	 Does not feel 'stigmatised' about referral

Parent perceives there is a real	 Parent does not perceive there is a
'problem' with child's communication	 real 'problem' with child's communication

Comparison with other children mostly 	 Comparison with other children mostly
negative	 positive

Table 7.4	 Factors associated with concern about referral and acceptability
of speech and language therapy attendance

7.4.4 Prior contact with the speech and language therapy service

As previously mentioned, it quickly became evident in the course of

conducting the interviews that some parents had either been involved in SLT

beforehand or had been acquainted with other parents whose children had received

SLT. For parents with 'prior knowledge', this provided an opportunity to compare

and contrast their experiences with those of others and did contribute to their

perceptions about their own involvement. Thus this topic was an early addition to

the interview guide for all further interviews.

For the parents of 13 out of the 16 children, this had been the first

experience of attending SLT for their own child. From these parents who had not
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been involved in SLT before and who knew no-one else who had, there emerged

strong feelings of isolation and fear:

U 'til you probably got a child with a problem you don't know anyone
else who has... That's what makes me feel a little bit isolated and think
why him... I know there's a lot of children who got speech problems...!
didn't know anybody who has apart from one person..."

Linda

"No, I've never come across it before so / suppose it was.., quite
frightening when you don't really know what's happening..."

Emma

Well, at first I thought it was awful. At the very first. Urn.. .beca use
it's never happened to our family before, nobody else has ever
been referred or any thing like that and (sibling) was no problem
at all."	 Carol

A number of parents expressed the expectation that, had they had the opportunity

to meet other parents of children who had already undergone referral to SLT, this

contact might have been reassuring.

A range of prior experiences of the service were mentioned by other parents.

One parent had had previous experience of SLT from being a child care

professional. Two parents recalled children within their extended family (nephews)

attending SLT. Two parents had experienced SLT in their own childhood and

another three parents had taken the child's elder sibling(s) for SLT.

It appeared that the involvement of one or other of the child's parents in SLT

during their own childhood made little impression on parental perceptions about

their own children attending SLT. This was especially true where no details about

the therapy received by the parent could be recalled. However, one parent who had

attended SLT more recently herself, as a school-aged child, for work on

pronunciation of speech sounds, could not relate her own experience to what might

be done for her child. Her child's communication problems went hand-in-hand with

conductive hearing loss, with the effect that the child was using very few words. She

questioned what therapy might entail for her daughter:
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"Well...! used to have speech therapy in school.. .so I was quite
puzzled when they said she could have speech therapy.. .so I don't
really know what it would involve 'cos in school it was like looking at the
letters and trying to pronounce them..." 	 Selina

Involvement of other family members in SLT, likewise, had little impact on

parents' perceptions. While they knew that the children were attending SLT, they

had little if any knowledge about what actually took place. Involvement in SLT

through professional experience gave insight into how SLT was carried out in a

general way but the greatest impact of prior experiences was on those parents who

had attended SLT for the child's other sibling(s). This led to expectations that what

had been done for those children would be the same in this instance:

.well, I just assumed it would be the same as the other two."
Patricia

Thus, for those parents who did have some previous experience, there was a

natural tendency to make assumptions about what would happen.

Both sets of circumstances, then, appeared to influence parental

perceptions of SLT before their first attendance and contributed to their impressions

of the acceptability of SLT at that point in their involvement. Parents who had not

attended previously often felt concerned and alone, while parents who had

previously attended had strong expectations about what would happen. Also, as

parents waited for their first appointment, there was chance for expectations of the

service to develop. The next section deals with the broader topic of parents'

expectations of SLT prior to involvement and considers their possible effect upon

views of acceptability.

7.4.5 Expectations of the service

While it had been anticipated that the parents would be likely to have pie-

conceived ideas and expectations about the SLT service before they came along

for the first time, it was difficult to predict which aspects of SLT might have been
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considered by them. This topic was raised within the interviews, therefore, by the

question 'Did you have any ideas about what speech therapy would be like before

you came along?', which elicited a number of areas about which parents did have

expectations. This question was not supplemented in later interviews by any other

questions regarding the specific areas, which had occurred in the preceding

interviews. The only other question which was added asked for the parent to make

explicit any previous contact they had had with SLT, as this, as already

demonstrated, had provided a useful area of exploration within this topic.

However, reservations were attached to asking about early parental

expectations at all. Firstly, there had been an obvious time lapse of about 12

months between the interview and the pie-appointment time when parents would

have been thinking about such issues. Thus, the question arose of what parents

would remember. Secondly, there was the subtler concern of how many 'pre-

conceptions' were now being expressed and mediated in the light of actual

experience. Concerns about this were allayed to some extent by the fact that a

number of parents seemed to be able to recall what their ideas had been originally

and to contrast these former ideas with what did happen, explaining to what extent

they had been proved right or wrong.

Some parents attending SLT for the first time had few pie-conceptions about

what it would be like and the main concerns about SLT focused on the therapist and

the formality of the setting. Certainly some parents, concentrating on an idea of SLT

being allied to education, had pre-conceived SLT as belonging in a 'classroom' type

environment, with the therapist a somewhat austere, authoritarian figure:

I think I thought that we, it was going to sort of be a classroom
environment urn and it was going to be that she was going to sit there
and be taught..." 	 Emma

.I've never done this before and didn't know how it was going to
be.. .you didn't get somebody who was sat there and was very sour. .!
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thought what's this all about.. .hope that person's O.K...."
Carol

U/ didn't know what to imagine, what would happen, how he'd be
assessed, nothing at all...! didn't honestly know what the.. .it was going
to be like. Or the teacher"	 Hayley

The ideas expressed by other parents about how they envisaged SLT

tended to fall into a number of categories, which will be considered individually.

The organisation and focus of therapy activities

For a number of parents the organisation and focus of therapy activities

provided considerable scope for speculation. Parents had few ideas of what would

be 'done', although one parent who had a relative with dyslexia had imagined that

intervention for language might follow similar lines. It also emerged that, for some

parents, SLT had parallels with elocution and it had been imagined that therapy

would focus on activities to do with the pronunciation of speech sounds:

UJ didn't have any knowledge of what it was gonna be like so I thought
obviously that they'd be concentrating on his speech...! wasn't very clear
on how they were going to do that."	 Caroline

i thought it would be more sort of elocution-orientated.., and I thought it
would be urn.. .getting (child) used to his sounds and because he.. .but
there was certain sounds that he totally avoided saying..." Sandra

Well! thought they'd actually sit there...but like he can't say his 's's and
his 'f's, sort of getting him to say 'sssock' but there wasn't none of that
like..."	 Dorothy

It is notable that of all the parents interviewed, the three who expressed the

strongest expectations about what would be worked on with their children, went on

to describe the most dissatisfaction with the therapy they received, where its focus

was different from their pre-conceptions. All three children were delayed in using

language and in all three cases, this was the area targeted for treatment by the

therapist
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The arrangement of appointments

The parents of three of the children, who had specific examples for

comparison because they had previously taken elder children for SLT, had imagined

that therapy appointments would take place more frequently than they did.

11/ could remember my other boys were going quite regula fly for quite a
while whereas he haven't had very many visits at all."	 Patricia

"..I mean with his sister when she had to go and it was every week she
had to go..."	 Bernadette

This was also expressed more generally by other parents who had expected more

appointments than they were given:

"...it's not what I expected it to be like... I just thought it would be more
regular..."	 Caroline

The roles of the therapist and the parent in therapy

At this stage of pre-conceptions, some parents had embryonic ideas about

how they, along with the therapist would be carrying out therapy with their child:

6 .1 knew what a speech therapist does and I know they offer the advice
and the, like I'd carry it on at home as well which I'm more than prepared
to do."	 Sally

U .it would be something maybe I'd cam,' on at home but that I'd be
given ideas or tasks or, you know, little project things to do with him in
the time that we worked on and then we'd um look at how he'd done
then when we went back" 	 Caroline

However, there was an exception to this and one parent did imagine that the

therapist's rOle would be characterised by one-to-one interaction with the child to

work on specific deficits, rather than following a more 'advisory' model. She

expressed some surprise at the way in which she was advised and expected to

work with the child herself:

II .1 imagined it was going to be a bit more involved than it was um. . .1
guess a bit more one-to-one work with (child) with the problems rather
than just assessing and telling me, give me an idea of how to deal with it
and then going home with it."	 Fiona
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The timing of the therapy

It appeared that for a number of parents pie-conceptions were shaped by

the 'received wisdom' which others had imparted to them. This was particularly true

in the case of timing of intervention, where parents had been exposed to a number

of schools of thought:

U .some people say 'Oh, they, you know, children always learn to
speak. He'll do it, they just rush in', you know. Other people were like
'No, no, it would be good, it might sort of help him', things like that. So I
just sort of thought it would, if it helps the situation then it's good."

Caroline

.generally, it was, you know, mums worry about too many things.. .it'/l
sort itself out...which is fine if it does.., We don't want to wait and find out
six months, a year later that it wasn't going to sort itself out and we
really have got big problems with the child as a result." 	 Fiona

There is a tension here, however, in that the parents interviewed did come forward

for therapy, even if reluctant at first, and most did co-operate with the therapy

process early on in their children's lives. While they may have been aware that there

were no definitive answers regarding the timing of therapy (or even whether therapy

might be necessary at all), they had all taken the stance that sooner is better than

later and might have felt that they had to justify the decision they made. For one

particular parent, there was, as she saw it a moral imperative for parents to act

early:

• .there are children at (sibling's) school now in (sibling's) class they're
still having speech problems... 'cos their parents never bothered to get it
early"	 Carol

Previous experiences of SLT disposed one parent to explain the pre-

conceptions she had held about the timing of intervention. She recounted that one

of the child's siblings had not been seen for SLT until he became school-aged and

had made slow progress, whereas quicker progress had been noticed in her pre-

school child. This parent expressed the ubiquitous assumption - 'the earlier the

better' - but retained an open mind about the timing of therapy, adding that
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variations in individual children might outweigh blanket assumptions about the

timing of therapy. Other parents, without this experience upon which to reflect, were

more likely to go along with the notion of 'sorting things out' earlier.

For the parent who had delayed referral to SLT the timing of the intervention

was the crux of the dissatisfaction expressed:

"1 wanted it to be O.K. he was allowed to have, be a bit slow if he
wanted to be but then the independence of school I wanted it to be O.K.
by then. That was my deadline."	 Sandra

As the following statements show, Sandra's idea of starting to address matters with

school entry contrasted sharply with that of all the other parents who wanted any

difficulties actually resolved before school was imminent:

"...I sort of kept thinking like 'Oh God, school's gonna be coming up' and
you know, that's what really worries me is school, / think. How he's going
to cope with school."	 Amy

we just wanted to get something done as soon as we could, / mean,
certainly before he went to school 'cos I mean that would just be
awful..."	 Gary

The need for intervention

As already seen, a number of parents were aware of the controversies

surrounding the need for intervention for early talking difficulties. They expressed

familiarity with the arguments - would the child improve with or without help - but

again, had gone beyond this because they had all come forward for SLT. A number

of parents who had been aware of SLT success with other children, particularly if it

was their own, had strong ideas that therapy would help. This stance highlights a

particular difficulty faced when undertaking a controlled trial of an 'established

therapy'. Where parents had witnessed a child 'benefiting' from therapy, it could be

imagined that recruitment to the trial of younger children would have been harder.

This was not necessarily the case, as the parents with this prior experience were

still willing to accept the 'watchful waiting' option.
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Indeed, there was some doubt raised about the positive benefits of early

SLT. One parent commented that she had heard others saying that SLT 'didn't

work' but that she was prepared to give it a try for her child. The parent who was

particularly resentful about referral and intervention, was vociferous in her

comments about the system which allows over-involvement from professionals at

too early a stage in a child's development, in order that no potential problem is

missed:

.everything gets investigated even if there wasn't, isn't a problem,
doesn't it, just so that nobody's overlooked but it seems like a lot of
children go through a lot just for a couple to make sure they weren't
overlooked..."	 Sandra

The subject area of parental pre-conceptions about SLT is, therefore, one

which seems to have a direct bearing on their perceptions of what happens

throughout the therapy process and how acceptable it is. In the early stages of

involvement, parents may find that some previously held notions are confirmed

while others are challenged and possibly disconfirmed. This can be, but is not

necessarily, a painful experience. For example, parents are sometimes surprised

when they perceive that therapy isn't a strict, didactic process for their child to deal

with. But in order to make progress, it might be necessary that parents scrap

previously held ideas in response to moving forward with therapy. For example, as

with Fiona, they may have to take a role in the child's treatment which they feel

unprepared for. In a similar way, parents might need to accept the fact that children

do not 'always learn to talk', without long-term input.

7.4.6 Initial Assessment

Very often, it appeared that parents had been warned in advance by health

visitors that they might face a long wait for initial assessment. However, in contrast

to other services, parents found SLT waiting times surprisingly, and pleasantly,
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short. Parents estimated their waiting times as being from about one to four months.

One parent said her waiting time was about six to eight months but it is likely that

this included the time she and the health visitor spent monitoring the child before

actually embarking on referral. As previously mentioned, many parents experience a

built-in waiting period where this type of monitoring goes on, before actual referral

goes ahead. Where the child is very young, this delay seems not to cause any

additional parental anxiety, because as one parent expressed it, during the waiting

time the problem could have lessened anyway. For the parent who wanted to give

her child chance to develop more by himself, without any outside intervention,

referral was delayed at her request. In the interviews, the length of the wait for an

SLT appointment was contrasted favourably with other hospital departments. Where

these parents had knowledge of the waiting times for other services, this seemed to

have the effect of making SLT waiting times seem very short:

wasn't vely long at alL ..Maybe a couple of months / guess, but having
waited for a year for his appointment with the hospital, that was
marvellous"	 Fiona

The initial appointments, for all parents interviewed, involved an in-depth

assessment of their child's communication and related skills and an explanation to

the parents about the RCT to secure their willingness to participate. Certain features

of the assessment sessions were uppermost in parents' minds. Since over a year

had elapsed between the initial appointments and the interview for each of the

parents, all parents had some difficulty in recalling some aspects of the

appointments. Features of initial appointments recalled included:

• Length and timing of appointments

• Activities engaged in by child, parent and therapist during the appointments

• Explanation and information given about participation in the RCT

• Explanations given about the difficulties the child was experiencing

• Advice that was given to them about facilitating the child's communication
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• Feelings about the assessment process.

In the interviews, general questions about organisational aspects of the service,

such as timing and length of appointments, were included (see 7.4.8). However,

some parents interviewed early on singled out the assessment sessions for

particular comment. So parental views about the assessment sessions were

deliberately sought during the subsequent interviews.

Length and timing of appointments

The length of appointments for the initial assessment process was generally

felt to be quite long - in the region of one to one and a half hours. For some parents,

the appointments had been broken down into more manageable chunks of time,

such as 30 to 35 minutes. The lengthier appointments were perceived as being a

problem if, for example, the child became bored or agitated or another sibling was

present who needed attention, although there was recognition that time was needed

to do the assessment:

11...it felt a long time in the actual assessment but probably it was only
about an hour, an hour and a half...l remember (child's younger sibling)
and he was getting very fractious and I remember thinking but you know
I think it was the right amount of time." 	 Emma

'..so it was O.K. I suppose I would have thought it was too long if he
was like wanting to go or not listening..." 	 Caroline

Otherwise, the time taken to assess the child was not regarded as problematic.

Indeed, one parent was surprised that so much time was given over to assessing

the child and was pleased to think that his assessment had been a thorough one:

"It was very good... we were in there for an hour at least, a good hour
and that was brilliant because um...a lot of time is spent with (child)..."

Carol

Other parents expressed the feeling that the assessment time needed to be longer

in order to better orientate the child to participating in assessment:
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'..it seemed to need that long...to get him into the idea of what she
needed him to do anyway..." 	 Patricia

and also for the parent:

"I think that's what's needed urn to give yourself time to get in there to
unwind and to let (child) relax enough to assess him..."	 Emma

Activities engaged in during the assessment process

In terms of the activities engaged in during the appointments, the parents

understood that the therapist was assessing the child in order to build a picture of

their skills. They recalled activities such as playing with their child and being tape-

recorded, the therapist asking the child questions and looking at pictures in a book

with the child and being questioned themselves by the therapist. One parent who

had child care training reported the experience in terms of which areas of the child's

development had been tested - comprehension, imaginary play and speech sounds.

Some parents were given an explanation of what activities were being

carried out and why and this appeared to make the task of recalling the activities

easier for the parents. For parents who had not received an explanation of what the

therapist was investigating in particular activities, there was some confusion and

misunderstanding about what the assessment process was trying to uncover. This

often raised some doubt in the parents' minds as to the usefulness of that activity.

For example, a particular aspect of the child's communication skills targeted in the

assessment process was phonology (speech sound system) and a number of

objects were presented to the child for naming, so that the therapist could gain

information about the sounds and sound combinations produced by the child

spontaneously and in imitation. One parent who had not been told the reason for

this activity felt it did not test her child's abilities very well, because he was not at the

stage where he would know some of the objects. She felt that the child could have

been learning more 'useful' words, as his vocabulary was very limited at the time:
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Uj did think though that she didn't really ask me from my memory anyway
what things he could say... She just asked him what she had there and
they weren't sort of, I didn't feel they tested his abilities very
well.. .Because it was sort of words that he wouldn't have come across,
like 'butterfly'... whereas he was sort of more at the stage where he could
say 'no', 'yes' and 'mummy 'daddy', you know and real basic things like
that..."	 Caroline

In a similar way, other comments revealed that assessments were, perhaps, not

always adequately explained by the therapist or that parents might have had their

own fixed ideas about what was happening. For example, some parents regarded

the process of testing the child's comprehension as a form of 'intelligence' testing

and thought the therapist was checking to see if the child was 'normal'.

However, on the whole, these parents expressed few worries about

assessment activities and most activities appeared 'logical' to them. A number of

positive aspects of the assessment activities were related by the parents. These

included:

. The relaxed nature of the assessment which helped the child to participate.

• The familiarity to the child of many of the toys used in the assessment.

• Activities being done which showed what the child could do.

• Activities could be picked up on by parents and tried out at home.

There were, however, some aspects of the assessment which were

perceived by some parents as being negative. These were:

• The use of a test which was not felt to take the child's stage of development into

account, as in the case of Caroline and her child.

• The use of standardised tests which need to be administered in ways which

parents felt are not conducive to the child getting items on the test correct, for

example, by using vocabulary with which the child was not acquainted:

...I mean she ttherapist] knew that she had to say it in a certain
way...some mothers use different terminology for different things so it
might not be something your child relates to but it was the standard
um...test."	 Sandra
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Explanation and Information given about the randomIsed controlled trial

A verbal explanation and written information about the RCT were given at

the initial appointments to all parents. Some parents were able to recount the aims

of the trial, although there was a range of understanding both of what the trial was

attempting to find out and how the trial was to be organised. This may be accounted

for by a number of factors: genuine difficulty in recalling information which had been

given over a year earlier, inaccuracies in the explanations given by therapists,

inaccuracies in the understanding of parents themselves or a combination of these

factors. For many of the parents, entry into the trial was very much associated with

'getting the envelope', that is, finding out to which arm of the trial the child had been

randomised. However, parents were not always able to remember details of the

particular trial arm to which their child was assigned, for example, there was some

uncertainty expressed about how long a Therapy Later child had actually waited

before getting therapy and at what stage the children had been re-assessed by the

research team. Indeed, one parent of a Therapy Later child insisted in the

questionnaire that the child had not waited for 12 months! This perception was

possibly the result of two factors: this parent was not particularly concerned about

her child's difficulty and the regular re-assessments had provided reassurance that

something was being done for the child. This issue raises the question of informed

consent and the understanding of individuals about their participation in the RCT.

This theme will be taken up at greater length in Chapter Eight.

How did parents feel about participating in research as part of their

attendance for SLT? By nature of their willingness to participate in the RCT, these

parents demonstrated support for research done with children in the context of a

service setting. These parents expressed a number of reasons, both personal and

altruistic, for giving their consent to taking part in a RCT and why participation in the

research was acceptable to them:
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"I think everything needs to be researched especially for children.. .it
could be the next year, the next child or the next one, they might need
help exactly the same as her but they could be the same, they might not
need speech therapy but they might need a few pointers in the right
direction..."	 Hayley

"I think It's necessary to have this project. I think if we don't have it then
we're not going to know. I remember being told at the beginning the
reason for It was to learn and I think it's not just been the people like
yourselves on the project I think it's been the parents have learnt from it
as well..."	 Emma

"It was O.K. yeah / didn't mind at all because. ..it needs to be done,
doesn't it, so somebody needs to take part.. .it wasn't no trouble at
alL ..and I had no worries at all."	 Patricia

"Yeah I was quite interested in doing the research because / had my
doubts myself [about the need for early intervention]"	 Sandra

However, another parent, while expressing hope that the research might be of help

to other children, did not feel that it had benefited her child, even though he had

been randomised to Therapy Now

"...that's why I agreed to go on this 'cos I thought maybe in future, might
be too late for him like, but in future there might be a different way of
going around doing it."	 Dorothy

Explanations about the child's difficulties

Parents regarded an important feature of attending for SLT assessment was

the opportunity to find out if there was a problem and to see what could be done

about it. Linked very closely with this idea was the concern to receive an

explanation of why the child was having a problem learning to talk. The parents

were asked in the interviews if they had received any explanation of their child's

difficulties from a therapist. In contrast with other aspects of the initial assessment

process, any explanations given to parents about their child's difficulties did tend to

be remembered in some detail.

However, for some parents (in two out of the 16 interviews) the issue of

causation was not uppermost in their minds when they attended the initial SLT

assessment with their child. For example, Patricia, whose two elder children had
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received SLT treatment, had been told by the therapist her second child had seen

that although her two elder children had received therapy, this did not necessarily

mean that any other children of hers would have difficulties with learning to talk. She

was also told that problems existed in children on an individual basis and a history

of family difficulties would not make a difference to whether her third child would

have problems. For her, to some extent, causation was not an issue that was given

great consideration after this and she was less concerned than some parents were,

therefore, to 'get an answer' about why her child had problems. Fiona explained that

she herself told the therapist why she felt her child had his problem - in this case

because of intermittent glue ear and conductive hearing loss, and she had not been

contradicted by the therapist

However, the explanations which other parents reported having been given

at the initial appointments were varied and appeared to occur on different levels.

These were:

A 'descriptive' level

• A 'causal' level

• An 'advisory' level

• A 'general' level.

Firstly, there were 'descriptive' explanations. Parents felt these gave them an

idea of which sounds the child was failing to use or pronounce correctly. According

to parents, these explanations were occasionally supplemented by therapists' ideas

about why certain sounds caused problems for children early on.

..but obviously he wasn't just pronouncing some of the words, which
letters, it was particular letters that it had been tied to..." 	 Ross

"I mean his first problem at the time was urn.. .she thought he never had
no endings on any of his words..." 	 Amy
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Secondly, there were the explanations perceived by parents as being 'causal'.

These gave parents more of an idea of the factors which may have been interfering

with normal language development, for example, hearing loss:

.because of her hearing loss she was not catching on as quick as
other children. That was the only thing they could explain why she was
like she was."	 Selina

Thirdly, a few parents reported therapists giving 'advisory' explanations,

whereby explanations parents were given seemed to them to overlap with ideas

about what would help particular difficulties, rather than being given ideas about

what possible explanations behind the difficulty might be:

U,/ mean I was given a list of suggestions of areas I could work
on... certain sounds he had trouble with and making a scrapbook up of
the sounds he was having..." 	 Sally

Some parents pointed out that the therapist had made 'general' links between the

child's talking and other developmental skills, for example, between one child's

difficulty in mastering eating and chewing and producing speech and another child's

difficulties in concentration and learning language.

Other parents interviewed felt that they had never been given explanations

at all, even when their child's areas of weakness had been identified and it was as

though they were still puzzling over it themselves:

allo..one knew, told me why. I mean we all knew he couldn't talk but why
can't he ta/k? This is what / didn't get an answer for and even today I
haven't really got an answer for why he can't do it..."	 Linda

'1 can't remember the reasons as to why there was perhaps a delay. I
don't think that somebody mentioned that..." 	 Emma

Wo, they, that was lacking, definitely lacking... and 1 just didn't want to
plod along with it without having any answers..." 	 Sandra

"..not actually explanations urn...! think, / don't think we know really at
the moment why urn.., why he has had a difficulty..."	 Carol

In their descriptions of how they felt about this, it is possible to discern different

levels of information that were being sought by parents. Some parents felt their
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'descriptive' questions went unanswered, for example, 'why does my child miss the

ends off words?'. With others it was their 'causal' questions which received no

explanation, for example, 'why doesn't my child talk?'. Also one parent felt that as

well as lacking a definitive explanation of the problem now, this also meant that

there could be no explanations of prognosis and what the difficulties might be like in

the future. While parents responded positively to the questions in the survey

questionnaire on this topic, the interviews would suggest that this area of

explanation of the child's difficulties is one with which there is some dissatisfaction

among parents.

Advice on facilitation

Advice given by the therapist at the stage of the initial appointments was

mentioned by all the parents when asked. Even for parents of Therapy Later

children, general advice and strategies were given and all parents were given

further general advice at the six month re-assessment point, which they may have

reported as having been given at the earlier assessment point. The advice which

parents report having been given falls into two main categories - specific information

about dealing with specific difficulties, for example, some parents recalled being told

to repeat a word back to the child correctly after he had said it incorrectly, not

forcing the child to repeat a word he had just said incorrectly, not asking open

questions, discouraging the child's use of a dummy and more general advice in the

form of strategies, such as, encouraging the child to make eye contact when

communicating, looking at books with the child, playing language-based games and

removing distractions when the child was playing.

Parents sometimes regarded some of the advice given them as common

sense but also felt that they were advised to do things that they would not have

thought of for themselves. Some parents commented how the strategies they were
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given have become a part of their routine and incorporated into other aspects of

their everyday life, 'second nature', as one parent described repeating the child's

incorrect word back to him correctly. They sometimes felt that the use of such

strategies as these had enabled their child to learn a lot.

As the survey questionnaire's findings suggested, much of the advice given

was perceived as being helpful, indeed one parent felt that this was the most

positive aspect of what she had received from SLT and the most helpful for the

child:

"..she [therapist] just really um...emphasised some things that / could do
myself with (child) just to help him along a bit and that was the only thing
I really got out of it, the whole thing, and I'm sure (child) really didn't get
anything out of it, as such, except for I could perhaps put in practice
what she had said to me then..." 	 Sandra

However, the interviews revealed that there were negative as well as positive

aspects to the parents' perceptions of advice given them. Parents did not feel

reassured about carrying out advice if it was something they felt they were doing

automatically or already doing to no apparent effect. This was particularly evident in

the case of a parent of a Therapy Later child, who felt that she had been given no

new ideas and was now facing the prospect of a year's wait for therapy:

We done things like that anyway so really when I came away from it at
the end of it, I wasn't doing anything different in what I was already
doing in that <short> advice I was given." 	 Sally

and also for the parent of a Therapy Now child, who was unhappy about the lack of

fresh ideas:

...it's what you do with your kids anyway, it's like when you read books
to them, you get them to try and copy the words like..." 	 Dorothy

Hypothetical statements from parents showed that advice given had its limits. It

would not have been perceived as being 'enough' to help the child if, even though it

was being followed, the child was making no progress. The evidence of parents
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who were initially randomised to the Therapy Later group, given general advice and

who then decided that they wanted to start receiving treatment at a later point bear

this out to a certain extent

There were instances reported also where parents had felt particularly

unhappy and awkward about advice given them by therapists. One parent

recounted that she had received advice from a therapist about buying certain

games for her child, which she knew she was unable to afford. Another parent had

perceived advice delivered by a therapist as a personal criticism of her approach to

managing her child's communication difficulties and not as a means of educating

her

Feelings about the assessment process

Parents also discussed the initial appointments in terms of their feelings

about the assessment process. Just as with their perceptions of the activities

engaged in and the explanations and advice given during the initial assessment

process, feelings expressed by parents about the process were both positive and

negative. Positive aspects included:

. Parents felt confident about attending (usually if other children had attended for

SLT).

• Parents felt pleased if their child coped well with assessment.

• The process was comforting if no specific 'physical' or 'mental' basis for

difficulties was discovered.

• Finding that the therapist's description of the difficulties coincided with their own

- as one parent described it, 'banging the nail on the head'.

• Watching a 'professional' interacting with the child was helpful and parents could

glean ideas from this.
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• Being made aware of aspects of the child's difficulty not previously recognised,

for example, comprehension problems.

• Having initial feelings of 'shock' and not knowing what to expect replaced by

feelings of reassurance and confidence.

• Making some parents feel vindicated that they had sought SLT because the

presence of a difficulty was confirmed.

• Making some parents feel that the confirmation of a difficulty through SLT

assessment would make others involved with the child more understanding and

less dismissive of him/her.

• Parents felt there was positive interaction with the therapist.

• Receiving feedback from assessment, for example, age equivalent scores (but

also perceived as being negative by some parents).

Negative aspects to attendance reported by the parents included:

• Nervousness about attending and what diagnosis might be.

• Parents perceiving that the child was viewed negatively by therapist, as a 'child

with a problem'.

• Not being given an immediate explanation of the problem.

• Not establishing fully in parents' mind if the child has a problem or not.

• Assessment may be perceived as 'something of nothing' or a 'waste of time' if

not followed up adequately in parent's mind with therapy (especially in the case

of Therapy Later children).

• Worries about getting on with the therapist.

• Worries about SLT being regimented and classroom-like.

• Feeling that the assessment process was not tailored to the child.
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• The usefulness and applicability of some of the tests used was questioned by

some parents.

Thus while much of the initial assessment process was acceptable to these

parents, evidently, there were aspects of it which they perceived as being

unsatisfactory. In particular, timely, relevant and easily understood explanations and

information appeared to be crucial to parents' perceptions of the acceptability of

early attendance at SLT.

7.4.7 Intervention

Inte,vention strategy

At the beginning of their participation in the RCT, parents agreed to waive

their choice about whether treatment for their child should go ahead immediately -

the treatment strategy they would ordinarily have received - and gave their consent

for that decision to be made at random and outside their control. The main issue of

the relative acceptability of the two options for SLT provision, therefore, hinges

around this vital aspect of parents' involvement and begs a number of questions:

• What actually happened when children were allocated to both randomisation

groups?

• During the whole course of their involvement in the RCT, did parents prefer to

receive intervention immediately or did they prefer to delay it?

• How acceptable were these alternative strategies to managing their child's

difficulties at the beginning, during and at the end of involvement in the RCT?

The results from the RCT provide one particular way of approaching the first

question - describing overall the numbers of children who participated in the

randomised groups and rates of 'compliance' with allocated conditions. Looking
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broadly at 'what happened' when children were randomised, with the

implementation of the RCT in a service context, the research team encountered

adverse reactions among other child care professionals, including health visitors,

nursery staff and paediatricians, about the randomisation of certain children to

Therapy Later.

As already demonstrated, the results from the questionnaires have reflected

'what happened' when the children were randomised, but the interviews have the

potential to explain in detail why the randomisation groups were acceptable to some

parents and unacceptable to others and provide some insights into the second and

third questions. With regard to the second question - during the whole course of

their involvement in the RCT, did parents prefer to receive intervention immediately

or did they prefer to delay it? - a short answer would be 'it depends'. Analysis and

interpretation of the interview data, in particular, suggested that for these parents,

involvement in SLT for their children could be characterised as a process with

different phases (Glogowska and Campbell, submitted for publication), where each

phase seemed to hold its own attendant anxieties, pre-occupations and goals for

parents. These phases are referred to as 'getting in' (the initial phase of early

contact with SLT, where parents were entering into the 'system'), 'getting on' (the

middle phase where the parents perceptions' centred on whether the child was

making progress following the therapy strategy to which they had been randomised)

and 'getting there' (the concluding phase, where parent and therapist were

reviewing progress, possibly negotiating discharge from treatment and the child was

facing and was felt to be coping with all communication demands).

It became evident in the course of the collection of interview data that the

possibilities offered by randomisation early on in their involvement became closely

linked in parents' minds with making progress. Some felt that this could only happen

if they were assigned to the Therapy Now group. Parents seemed to be involved in
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a 'weighing up' process when their consent for the project was originally sought. If

there were factors that made 'getting on' expedient, they found it more difficult to

balance their perceived ideas of what their child needed with involvement in the trial

which might deny them the 'help' they wanted. While all parents had given their

informed consent to participate in the trial, a number of Therapy Later parents still

described their disappointment at their assigned group, in terms of the child being

'left' to them and therefore, being less likely to make progress without actual

treatment:

"Gutted.. .1 mean, yeah, we were very disappointed.. .it would have been
a great relief to have sat there and it was Therapy Now.. .it would have
been much better, you knew that, you knew you were going to get
advice and support right from the word go as opposed to waiting."

Gary

.1 was a bit disappointed.. Me had a problem with his speech and I was
a bit disappointed with that / must admit. 1 thought well, if he needs help
I've got to wait six months3 now 'til he gets it."	 Linda

One parent, herself a child care professional, felt inadequate to deal with the

difficulties alone:

"Well, I felt that he needed help because he was just getting crosser and
crosser and I mean...what I was doing wasn't enough and it wasn't
improving and he was suffering from it..."	 Sally

The extent to which being randomised to Therapy Later interfered with the

'getting on' phase of the process became apparent in the discourse of the parents

who had opted for their child to change arm of the trial (in five out of the 16

interviews). Hayley and Linda both switched arms of the trial at about the six month

point, when their children were re-assessed, while Fiona made her decision to

change about three weeks after randomisation. Their reasons for wanting to start

When children were randomised to Therapy Later they set out to wait for 12 months in total.
However, the children were re-assessed again after six months in the trial and this parent,
like a number of others, had decided that she would opt to change arms of the trial at that six
month appointment.
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therapy illustrate in more depth the perceptions mentioned in the survey

questionnaire:

"It was just because there was nothing else coming, no speech coming
from her... 'cos / thought time is going on.. .she will be going to school
and! don't want her be that far behind, behind everybody else."

Hayley

• .he was three and I think then, / mean the gap was getting wider. His
speech was falling behind and I wasn't happy with that and! think he
needed help so that was why! wanted to change." 	 Linda

a .he needed to be on a par with his, you know, his peers... and there's
an awful lot of things that he's got to take on board for starting school,
even if he was, you know, in line with his peers let alone a year
behind.. .that's a major thing that I felt we can't wait for the year."

Fiona

Not all the parents who did opt to switch arms, however, did so as a result of

their own concerns. As already shown, one parent, who did not have too much

difficulty understanding her child's speech, made the decision to switch arms

because her child's nursery teachers could not understand him. It seems likely that

if she had been the child's sole carer, having therapy would not have been such a

high priority.

The strong idea that treatment would be beneficial is reflected in the

reactions shown by some parents when their children had been randomised to

Therapy Now. Firstly, they expressed their relief at getting the 'right envelope' and

described how they felt their child's progress might have been compromised by

waiting for treatment

USO ! think if he'd have been left it would have been another year...But
he wouldn't get there on his own, he definitely wouldn't." Amy

'1 was relieved that she was going to get the attention that I thought she
needed."	 Selina

U/thought that was the lucky envelope in a way...so I thought if I don't
get Therapy Now.. .he's just left, he's left to me... so yeah I was pleased
really that...he was getting help." 	 Patricia
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In addition to this, a number of parents also expressed the idea that their

child's progress had been delayed for a year when they eventually came to

receiving therapy at the end of the 12 months. They were only now entering the

'getting on' phase when they felt they should have been 'getting there':

"..l think he's missed an awful lot in a year...whereas last year because
he hasn't seen anybody he's made less [progress] than what he
probably could have made."	 Sally

However, the prospect of waiting for treatment was not always perceived by

the parents as an unmitigated disaster. Some Therapy Later parents (in four out of

the 16 interviews) were content to join this group and explained why it was not

difficult for them to remain in the waiting condition. For them, it was often the case

that the child was making noticeable progress and for that reason, they felt the child

was best served by a further wait to see if the difficulties spontaneously resolved:

We didn't think there was a major, major, major problem there so we
didn't think things should be getting done straightaway. It was just, we
wanted it watched just made sure 'cos we had the time 'til he went to
schooL.."	 Ross

"I did think.., we should be getting on with it now but then on the other
hand it gave him a chance to sort of...come on on his own...he really
turned a big corner and he done that all on his own..."	 Carol

uHes been allowed to develop as he wants but I've known that we're not
out of the scheme.., so that if! do feel there's a problem, I can do
something about it. '	 Andrea

Some parents also agreed that a waiting period had had positive effects. It

had meant that the child was able to 'get on' and actually participate in and co-

operate with therapy which might not have been the case earlier:

"..so looking back now I was pleased those six months we did wait 'cos
time he had the therapy then / think he was ready for it so yes, looking
back now but at the time no, I was disappointed."	 Linda

I think if you'd put her on speech therapy earlier she may not have
benefited because she wasn't ready for it whereas I think now...she's at
the point where she's like a sponge she absorbs everything she's got
patience where she would have been quite young six months ago or a
year ago..."	 Emma
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Unlike the vast majority of the other parents, Sandra felt that for the child to

'get on', he would be better off if given the chance to make improvement on his

own:

U/ was hoping I would be put on the waiting list. / was a bit gutted that
it was a!! going ahead so soon 'cos I wanted to give him longer 'cos I
thought that there might not be a problem in another six months' time."

This parent felt that the process of having therapy raised real doubts for her. She

felt that therapy was harmful in that it provoked a negative attitude in her, which

may have changed her outlook on her child and his future:

'That's the damage it did, just by my attitude, thinking you know that
maybe things weren't going to be alright.. .it made me feel as if there was
something wrong with him, you know, gave me different insight to him
which / didn't want to see..."

Thus it can be seen that a number of factors contributed to these parents'

preferences with regard to accepting early treatment or agreeing to delay it. Factors

which made parents more likely to prefer the Therapy Now strategy or to opt to

switch arms included a perceived urgency for progress to be made, some level of

difficulty for themselves or others in coping with the child's communication

difficulties, a perception that the rate of improvement was insufficient and anxiety

about the child's ability to cope with the demands of school. Also, four out of the five

children who switched arms had either been monitored or were continuing to be

monitored for conductive hearing loss. Thus it seems likely that the possibility that

their child was experiencing concomitant hearing difficulties or had been

disadvantaged by previous losses prompted these parents to seek therapy. Factors

which allowed parents to prefer Therapy Later and to remain in the waiting group

included satisfaction with the progress being made by the child, less concern about

the child's difficulty so that a 'wait-and-see' strategy seemed natural and a curiosity

to see how the child would develop if left to him/herself.
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Sometimes parents' perceptions did change over the course of the 12

months and they did feel differently looking back over the child's development.

Some parents of Therapy Later children expressed the view that while they may

have felt worried about waiting for treatment initially, this strategy has proved

successful for them. Two of the parents of Therapy Now children who were

interviewed wanted therapy to begin with but having tried it, they were unconvinced

of its usefulness and were reluctant to continue with it. However, some parents held

fast to their opinions throughout and did not change their minds about how they felt.

Sandra, for example, tried to reject early SLT and after a short attendance asked for

therapy to be terminated, wishing no further contact. Other parents felt glad all the

way through that their child had received therapy.

In a similar way to the second question, the third of the questions - how

acceptable were the alternative strategies? - could be answered by 'it depends'.

Both strategies were acceptable to differing sets of parents, depending upon a

number of factors. In the light of the interview data, it was possible to discern a

number of profiles in the acceptability of SLT among the parents whose children

took part in the trial, summarised in Table 7.5.

SLT provision acceptable 	 SLT provision not acceptable

Therapy Now In the interviews, parents of 3 of In the interviews, parents of 3
the 16 children	 out of the 16 children
Amy, Selina, Patricia	 Caroline, Sandra, Dorothy

Therapy Later In the interviews, parents of 4 of In the interviews, parents of 6
the 16 children	 out of the 16 children
Bernadette and Ross, Emma,	 Sally, Linda, Fiona, Hayley,
Carol, Andrea	 Jacky and Gary, Marianne

Table 7.5	 The acceptability of speech and language therapy provision
according to randomisation group

These categories are best illustrated by returning to the interviews and letting the

parents speak for themselves.
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The acceptability of Therapy Now

The parents whose children had been randomised to receive therapy

straightaway and who found this provision acceptable told a similar story:

"Everything seemed to work well enough... every area we dealt with with
him he sort of grasped, you know... I just feel the more speech therapy
he has, the better he's getting." 	 Amy

"It was a great help when we needed it, I think, because if she'd been
left I don't think she would be as forward as she is..."	 Selina

I was pleased, it's been good... I know I benefited fmm it, definitely,
because, you know, it helped me to help him really." 	 Patricia

Essentially, these parents were happy with the 'help' they had received and

attributed their children's improvement to the treatment undergone.

Another group of parents whose children had been randomised to immediate

therapy, however, had not found treatment to be acceptable. As already noted,

Caroline, Sandra and Dorothy were parents who came to SLT with strong pre-

conceptions. They became disillusioned with therapy when it did not appear to be

tackling what they thought it would (or should). The individual therapists working

with these three children chose to focus on language, rather than on their speech,

development, as their mothers had expected. In none of these cases could the

parents recall having discussed with the therapist or having had an explanation

about why language was being treated rather than speech. In fact, all three parents

gained a similar impression that their child was not actually being 'treated' but

merely re-assessed on each visit. This seemed to contribute especially to their

disappointment with the service, as they felt that nothing specific was being worked

on and they were being given little or no new advice. Again, the stories reflect a

similar pattern:

...really the learning he's done I sort of feel he's just done it 'cos he's
done it, not because he went to speech therapy. It's just all happened
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in. .the year. 'Cos I didn't have any set things that I was supposed to be
doing with him."	 Caroline

"Just felt as if it was a waste of time...! mean the boys had fun but didn't
feel as if anything was being gained from it." 	 Sandra

'Well, really it was what I was doing anyway, it's like playing games with
him and getting him to say like the things you were playing with.. .it's
what you do with your kids anyway...to be honest with you, I went away
thinking what a waste of time." 	 Dorothy

These parents were among the very few who expressed strong

dissatisfaction with the treatment they had received per se and perceived it to have

been of little practical value. Some other parents also expressed dissatisfaction with

treatment but the areas they mentioned were far more circumscribed, such as the

limited time available for appointments and the gap between appointments.

Dissatisfaction among parents about issues such as these is indicative that, on the

whole, they found the therapy strategy acceptable and actually would have

appreciated more therapy for their children.

The acceptability of Therapy Later

Another of the groups comprised the parents of the children who had waited

for therapy and had found the monitoring condition satisfactory. Bernadette and

Ross, Emma, Carol and Andrea were all content to wait for the full 12 month period.

They were reassured by the fact that their children were being monitored during this

time:

'..it was nice to let her develop um...but to be monitored at the same
time was nice..."	 Emma

"..there was a/wa ys...that safety net there knowing that if it wasn't going
right or if he deteriorated along the way you knew that there was
something that could be offered later..." 	 Bernadette

"I knew that I was still involved, it was just we were allowing it to see
what happened so I didn't fee/like I'd been sort of forgotten..."

Andrea
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Similarly, they all anticipated that the problems could resolve, or if not, that

help would be available, prior to school entry:

Ujf wasn't that much of a blow really because still we had that extra
time because he wasn't going to school, you know, if he was going to
school then I would be a bit, you know, a bit worried, more worried..."

Carol

aProvided it progressed itself before he went to school which it has
virtually, it's fine."	 Bernadette

At the end of the 12 months wait, two out of the four children whose parents'

comments are shown here were in need of SLT, while the other two had moved into

the normal range in speech and language. The parents of the two who started

treatment at that point were not very anxious about their children as they had

already made a lot of progress, but welcomed the additional support and guidance.

It became clear that, to these parents, an important part of the monitoring

strategy was the regular re-assessment which took place as part of it. All the

parents whose children had been randomised to Therapy Later felt that this was

essential for reassuring them and helping them to see whether their child had made

progress. They appreciated that a certain time needed to elapse to make re-

assessment worthwhile but it seemed unlikely that any parent would have

consented to a year's wait without the knowledge that they would be seen in

between.

The final group was made up of the parents who had been randomised to

the waiting condition and had found this unacceptable. This included parents who

had elected to switch arms, as well as parents who had chosen to stay in the

waiting group, in order to qualify for the promised period of intensive help. In the

interviews, parents were questioned about their decision to start receiving SLT and

why waiting was no longer acceptable. Their explanations demonstrate the urgency

felt:
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"..l thought well, he needs, he's still not talking now, he needs help. If
he's going I didn't want him to feel awkward when he went to nursery so
I wanted him to have some help really by then." 	 Linda

"..l thought, 'Well, I've got to think about what's best for him and at that
time he needed help then.. .he wasn't getting involved with his peers... he
was finding that upsetting so I couldn't justify saying O.K. we'll go along
with this research group and wait for a year because he needed help
then..."	 Fiona

"Sort of all that we knew was that we wanted him to be better than what
he was and be able to communicate and mix more confidently than what
he was doing...so we just wanted to get something done as soon as we
possibly could..."	 Gary

"'Cos I was so frantic I was determined that she was going to go back to
speech therapy and have it." 	 Hayley

Of the five sets of parents interviewed who chose for their children to start receiving

SLT, three felt that their child had benefited from treatment and felt that their

decision to start therapy was justified. The other two sets of parents had seen far

less progress in their children and were far more equivocal about the effects of

therapy. They did not regret having decided to switch but understandably had

expected that greater progress would have been made. One parent did remain in

the Therapy Later group, even though she was unhappy about waiting for SLT.

While other things were happening in the child's life which were felt to be positive in

terms of encouraging speech and language development, for example, starting

nursery, in retrospect, Sally did question whether delaying SLT further was the right

decision:

"I feel that he could have made a lot more progress and quicker if he
had therapy sooner, which would have helped with his anger and
tantrums and tears, and also with mixing with his peers."

This provides further evidence in support of the acceptability of both

intervention strategies to different sets of parents. Even where parents felt

immediate therapy might help, it was not always the intervention strategy of their

choice and would not have necessarily alleviated their existing concerns. In
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summary, parents have clearly demonstrated the circumstances which make these

strategies for managing their children's difficulties acceptable or not.

Treatment activities

In the interviews, there were both positive and negative comments about

therapy activities. On the positive side, parents reported that the activities had been

enjoyed by both their child and by themselves. However, not all parents perceived

the activities as constructive and helpful - the most common negative perception of

parents was that they wished some thing more 'specific' could have been worked

on.

7.4.8 Organisational aspects of service provision

Appointments

With regard to the timing of appointments, parents appeared to appreciate

the flexibility of appointment times that were offered to them, especially where they

were balancing bringing children to the clinic with work and other commitments. For

example, one parent mentioned that it was very helpful to be able to bring the

child's younger sibling to the clinic as well. Another parent appreciated the fact that

her child was seen in nursery, making additional clinic visits unnecessary. However,

as in the survey questionnaire, the appointment length was not always acceptable.

In an interview, one parent felt that the timing of the appointments had not left

sufficient time for discussion between her and the therapist. Other parents

considered the length of the appointment to be too long, particularly where the

child's concentration span was short.

One of the aspects of the service that was most frequently found to be

unsatisfactory in the interviews, just as in the survey questionnaire, was the

frequency of appointments and the gap between appointments:
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"I wish it had been a bit more often... 'cos it was once a fortnight,
sometimes once every three weeks, even longer sometimes and I think
it should be about once a week..." 	 Amy

The interviews appeared to corroborate the evidence of the survey questionnaire

where parents of children receiving intervention still did not feel that the amount of

SLT provision was adequate.

The quality of the speech and language therapy se,vice

While the service does appear to enjoy favourable ratings and be acceptable

to parents, the interviews did highlight some areas of dissatisfaction for parents.

Reflecting the findings of the questionnaire, the frequency of appointments was felt

to be problematic for parents who took part in the interviews. The interviews also

provided some insight into other difficulties parents may experience with regard to

organisational aspects of service provision, which may interfere with their ability to

co-operate with SLT provision.

7.4.9 Roles and responsibility in intervention received

Empowerment

This was an important topic to raise with parents in the interviews, as

nowadays speech and language therapists are assuming a consultative stance,

devolving the more 'hands-on' work to parents and according them an increasing

rOle in treatment. This so-called 'empowerment' of parents, which has become a

prominent and almost universal feature of children's SLT, (Jordan (1998) and

Glogowska (1 998b) provide a fuller discussion of this philosophy) has meant that

therapy now concentrates on transferring skills and knowledge to parents and

carers, in order to equip them to deliver therapy at home. As shown in Chapter Two,

in spite of parents being expected to play an increasing part in therapy, there has

been no attempt to research parental perceptions of their involvement in SLT. Of
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particular interest, then, were how parents responded to this model of provision and

how being in a monitoring group affected parents' perceptions of roles and

responsibilities.

Many of the parents interviewed had certainly expected to take some part in

therapy. Their own rOle was either mentioned explicitly, as in the case of

Bernadette:

aj know they.. .have these sessions where the kid's got sort of on a one-
to-one basis.. .but it still does come down to what happens at home
doesn't it?"

or implicitly and bound up with that of the therapist, as in the case of Emma:

¶therapist's role is] to monitor.., and advise us as to what was needed
really..."

or was implicit in the actions they reported, as in the case of Selina, who does not

make any mention of the role of parents but who is actively following the therapist's

advice and trying out therapy activities with her child.

All of the parents reported that they had been involved in the therapy

process, either by continuing specific tasks at home in the case of the Therapy Now

parents or by following general advice in the case of the Therapy Later parents.

However, it emerged from the parents' accounts that even where they became

involved in their child's therapy, this did not lessen, in their eyes, the therapist's rOle

and the need for a therapist to be involved. The therapist was perceived by parents

as the provider of the direction and means for therapy. For parents, having a rOle in

therapy did not mean being left to 'get on with it'. It also became evident that some

parents had anticipated that the therapist would provide the bulk of the therapy

needed by the child in one-to-one sessions. Certainly, some parents were surprised

at the expectation that they would take a large part in treatment and did not feel

they were given adequate time or suggestions about activities to accomplish this.
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When one parent was asked how she felt about this discrepancy she said that she

had to

"Take it on board, go home and do the best you can"	 Fiona

Thus, the idea that parents would be partners in therapy was not always made

explicit to them, resulting in misunderstanding and some disappointment. While

most of the parents approached SLT as a means of getting 'help' for their children,

some parents mentioned that they, too, were in need of 'help'. Parents wanted to be

given practical advice and strategies to cope with the communication difficulties but

also mentioned the support and reassurance they needed for themselves. The

parents who felt that these had been available were the ones for whom therapy was

most acceptable.

While a goal of therapy may be to empower parents, it appeared that they

held a range of views about what was empowering for them. For one parent, who

was not in complete agreement with referral of her child to SLT, being empowered

meant being allowed to monitor her child's development and proceed with referral if

the expected improvement did not take place. For some other parents, it entailed

assessment of the child followed by a waiting period to let the child develop just with

their input For others, empowerment meant going ahead with therapy in order to

bring about progress in their child's communication. Thus, empowerment was no

simple goal to achieve and did not just signify the transfer of skills from therapist to

parent.

The idea that roles and responsibilities were important in the acceptability of

therapy were thus borne out Overall parents seemed to regard that they and

therapists had complementary parts and shared responsibility in therapy. Parents

want to help but also need help themselves. As Dorothy pointed out:

"It's not what the actual speech therapist does...but you sort of go up
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there... and you still come home and sort it out yourself like. Yeah, they
put you on the right track.., know what I mean but it's more at home than
what it is up at speech therapy..."

Congruent with these findings are the principal components derived from the

section examining parental athtudes to therapy in the survey questionnaire. The

components obtained related to the practical help received from SLT by the parents,

to the emotional responses of parents to dealing with their child's difficulties and to

parental perceptions of the effectiveness of therapy in bringing about change. While

the accounts of parents in the interviews showed that, on the whole, they did see

SLT as providing practical help for the difficulties and many did regard therapy as

being effective in changing the difficulties, they also highlighted that parents did not

always feel that they received support for their emotional responses to the

difficulties.

As already noted, parental perceptions of the acceptability of SLT to them

were influenced by a number of factors and their responses to their child's

developmental delay in speech/language engaged them on a number of different

levels - theoretical ('why does my child have this difficulty?'), practical ('what can be

done to help the difficulty?') and emotional ('I feel confused/upset/guilty about the

difficulty'). Some parents revealed that while they did gain some help from the

therapy they received and it may have contributed to the resolution of the

difficulties, it may not have lessened their anxieties about the difficulties. So it would

appear that differing attitudes to these aspects of therapy are certainly not

incompatible and emerge out of parents' struggles to make sense of what is going

on in their and their children's lives.

7.4.10 The social context of intervention and perceptions of stigma

The experience of having a child with an early difficulty in learning to talk and

attending SLT was put into a social context early on in the interviews, when one

207



parent expressed the isolation and loneliness she felt because of all the children

she knew, her child was the only one who had talking difficulties. A comment by

another parent about how attendance at SLT was seen by parents she knew as a

'social downfall' and 'stigma' led to the questioning of parents in the interviews

about the social meaning of their child's communication difficulty and their

attendance at SLT.

A range of responses to this issue was recorded. For some parents, dealing

with children's developmental difficulties was part of being a parent. This response

was more likely to be found in parents who had had previous experience of

difficulties in older children or where this child had concomitant difficulties.

Bernadette and Ross had met stigmatising attitudes in others with regard to

children's developmental difficulties but tried to resist them for themselves. For other

parents, it was distressing that their child had communication difficulties and was

being stigmatised by others and singled out from other children by neighbours and

other members of the public (Selina, Hayley). For some other parents they

themselves attached a stigma to their child's difficulties, although for some this

feeling receded as time passed (Carol, Sandra, Patricia). While parents may not

necessarily felt stigmatised they may have felt embarrassment about their child's

talking difficulty and didn't want to ashout from the rooftops" (Gary) that their child

was attending SLT.

7.4.11 Outcomes of intervention approaches

In the survey questionnaire, the majority of parents perceived their child as

having made improvement over the course of the 12 months but of being in need of

further therapy. This was reflected in the interviews as well, where the parents of six

hiIdren felt that the child's difficulties had resolved or were on the way to being
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resolved, whereas for the other ten the outcome was less positive and SLT input in

the future was deemed very necessary by the parents.

7.4.12 Later perspectives and contexts

As well as finding out what parents felt about outcomes of

intervention/waiting at 12 months, it was also necessary to ask them about their

thoughts about the future. For these parents, there were hopes that the child would

'get there'. This referred to an (often at this point) indeterminate time in the future

where the child would be perceived by the parent as taking a full part in and coping

with normal learning and socialising environments:

1111m.. .1 mean it's not going to happen overnight, it's going to take time
and I, would really like to see him improve before he goes to school...!
think it's going to be very very difficult." 	 Sally

J am sort of concerned about him really...in the class when you, they
ask questions...he's not going to do it at the moment... 'cos he wouldn't
know what to say.. .so I am a bit concerned about him really. Yeah, how
he's going to sort of cope really at the school." 	 Linda

Well, I mean I'm happy with the talking, there's no problem at all. I'm
waiting for his understanding to catch up and just urn.. .so he can
socially fit in, so when he goes to school that he's going to be able to
progress alright..." 	 Fiona

For the parents of children approaching school-age, communication was

viewed very much in terms of being able to learn effectively, being able to socialise

and make friends and not standing out from peers as being different in some way.

These parents were very aware of the sort of demands that are likely to be placed

on their child once they have begun their schooling and felt anxious that these life

changes for the child might result in further problems manifesting themselves:

U .when you go into proper school.., and I think that's where his
problems are going to start when he's trying to be like the other kids and
hold conversations and they can't understand him and obviously they do
take the mickey...! think it will just know his confidence and he just won't
open his mouth even to answer questions in class." 	 Dorothy
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Other developmental problems and professional involvement clouded the

issue for some children, for example, where the presence of a long-term hearing

difficulty had not been established beyond doubt and treatment was, therefore, on

hold. This state of affairs was described by one parent as a kind of 'limbo':

"I feel he's progressed but urn the whole thing in a way.. .has been a bit
drawn out...! mean if his last test [for hearing] had not been very clever
again.. .he'd have probably had his grommets in by now and that side of
it.. .would have been put right so.. .so maybe he would have seen the
speech therapist more, more frequently then..." 	 Patricia

Certainly, most of the parents interviewed (in 15 out of the 16 interviews)

were not yet at the stage where they felt their child was 'getting there', even where

communication difficulties were resolving or had resolved. Only two children had

actually started school at that point - an acid test for many of the parents

interviewed as to how close to 'getting there' the child actually was. While 'getting

there' was closely linked in these parents' minds with settling into school, many of

them did not have a definite idea of what the child's communication should be like.

As one parent expressed her idea of what she wanted for her child:

.norrnal, don't know what normal is.. .but normal." 	 Marianne

Parents appeared to feel a degree of uncertainty about this phase that had

not been felt since referral. They were unsure about discharge from therapy and

when this might happen and indeed what the child would 'be like' at this point. They

felt that they would rely on the therapist to tell them this but they feared that

therapist might say one thing and they might think another, that is, the therapist

might terminate therapy before they were convinced that the child, or indeed, they

were ready for it:

"..I wouldn't know now whether he would benefit from any more speech
therapy or no... I mean I don't make that decision do / really / get
advised on that...but I mean I don't really know what stage he's at."

Patricia
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Thus, an important aspect of the acceptability of SLT is how parents view the

likelihood of further progress in their child and what may need to be accomplished

before such important milestones as starting school.

7.5 Summary of the findings

Thus, in summary, the acceptability of SLT provision for pre-school children

to their parents, on the whole, is supported by the evidence of the qualitative

interviews in this chapter as well as by that of the survey questionnaires in Chapter

Six. In both chapters, it has been possible to demonstrate how a number of factors

contribute to the acceptability of SLT to parents and how they can affect parents'

overall perceptions. It is also possible to see how interlinked the factors are - where

beliefs, prior knowledge and pre-conceived ideas have an effect upon views of

treatment, the role of the therapist and parent, which in turn affect perceptions of

outcome and satisfaction. While acceptability can be characterised as an ongoing

process and is not static during parental involvement in SLT, many of the areas

influence and are influenced by each other. Also, the context of the RCT has made

it possible to compare and contrast the outcomes for the parents who received

intervention and for those whose children underwent the 12 months monitoring

period and thus to build up a picture of the relative acceptability of these two

approaches to early SLT.

In Chapters Eight and Nine, the findings of this chapter and those described

in Chapters Five and Six will be considered together and the implications raised by

the study for pre-school SLT will be fully discussed.
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Chapter Eight

Discussion

8.1	 Introduction

This study investigated the effectiveness and acceptability of two intervention

strategies in pre-school SLT. While the use of a multi-method research design can

alleviate some of the difficulties which apply to single-method studies (Patton, 1987;

Bryman, 1988; Pope and Mays, 1995), the final report can run the risk of presenting

the components of the study as separate pieces of research without any sense of

connection between them or coherent thread running through them. Thus, it is the

purpose of this chapter to consider the findings of the study as a whole and then to

discuss their meaning for pre-school SLT.

It is also necessary at this point to critically appraise the methods used in the

study, in order to judge the validity of the study's findings and the rigour with which it

has attempted to answer the original research questions posed. While RCTs are

designed to demonstrate the effectiveness of interventions, they take place within a

social framework. Thus, the meaning of their children's participation in the RCT for

parents is a matter worthy of exploration. This calls for a discussion of the RCT as a

social construction.

8.2 The results of the study considered as a whole

In order to consider the results of the study as a whole, they should be

related back to the original aims and hypotheses of the study and also set into the

context of the existing literature. The first aim of the study was to establish the

effectiveness of community-based SLT provision for speech and language disorders

in pre-school children. The hypothesis advanced was that different levels of progress

would be observed on standardised measures of speech and language in the pre-

school children allocated to receive SLT intervention immediately and those
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allocated to 'watchful waiting'. As the RCT findings in Chapter Five demonstrated,

there was little evidence to establish the effectiveness of this early SLT provision.

Only one primary continuous outcome - auditory comprehension - and two secondary

binary outcomes - overall resolution of difficulties and improvement on phonology -

showed statistically significant differences between the groups. As only three

significant differences within the context of multiple significance testing, they have to

be interpreted with caution. The result for auditory comprehension defies easy

explanation in the absence of other statistically significant results. However, it is

possible that the Therapy Now children had progressed, through therapy, in their

capacity to co-operate with and attend to the tasks presented in the standardised

test. This lack of effectiveness shown in the RCT findings is reflected by the lack of

difference shown in the survey questionnaire between the parents of Therapy Now

and Therapy Later children in their perceptions of change in their child's difficulties.

Thus the RCT's findings and those of the survey questionnaire are in agreement on

this issue.

Overall the variety of outcome measures employed showed that both groups

made progress. Consistent with this, in the survey questionnaire and in the

interviews, the vast majority of parents claimed that improvement in their child's

difficulties had come about over the course of the 12 months. However, the results

demonstrated that many of the children in both groups continued to experience

difficulties into their late pre-school and early school years. This was a clinically

significant finding, echoed in the survey questionnaire and in the interviews where

the majority of parents expressed a desire for further therapy, as they still perceived

their child as experiencing difficulties. Altogether, 70 per cent of the children had not

moved into the normal range on one or more of the primary speech and language

outcome measures at the end of the trial, contradicting previous studies which had

suggested that spontaneous resolution of difficulties was high among children with
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specific expressive difficulties (Rescorla and Schwarz, 1990; Paul et a!. 1991;

Whitehurst eta!. 1992).

The second aim was to investigate whether certain pre-defined sub-groups of

children responded differently to conventional SLT. The hypothesis was that pre-

school children experiencing phonological difficulties were more likely to resolve

spontaneously than those with expressive language difficulties and that children with

receptive-expressive difficulties were least likely to make progress. As anticipated

from the outset given the sample sizes, this concept of differential resolution was not

borne out by the findings to a level of statistical significance. However, a clinical

picture emerged of many of the children in the phonology stratum appearing to move

towards the normal range, in both the treated and in the untreated groups. Yet for

many children in the expressive and general language strata, progress for both

Therapy Now and Therapy Later children was much less apparent, with both groups

lagging behind their peers on the areas that had drawn them into the trial originally.

The general language children had the worst outcomes of all, confirming the

presence of comprehension difficulties as a negative indicator.

The third aim was to investigate parental attitudes toward their children's early

speech and language difficulties, their opinions of the intervention they received and

their perceptions of outcome. It was hypothesised that there would be differences in

the perceptions of parents whose children were allocated to Therapy Now and those

of parents whose children were allocated to Therapy Later. While it was certainly the

case that parents found immediate therapy almost universally acceptable, for many

parents Therapy Later was also an acceptable approach to early speech and

language difficulties, although for about 20 per cent of the Therapy Later parents this

approach did become intolerable and they opted to start receiving intervention.

Parents in both groups highlighted frequency of their appointments as a cause for

concern. Statistically significant differences of the perceptions of the parents of

treated and untreated children occurred on only two out of 15 outcomes - with more
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parents of treated children finding the therapist's explanation of the child's difficulties

helpful and feeling that therapy made them feel better about their child's difficulties.

In the context of multiple testing, these results must be viewed with some caution. It

was evident that parental judgements regarding acceptability were not just

determined by whether they received intervention or not. Ultimately, the acceptability

of SLT to parents was dependent on a number of child and family factors and on

their own particular responses to the SLT service itself occurring before, during and

towards the end of their involvement.

8.3 The meaning of the results for speech and language therapy

The meaning of these results for pre-school SLT practice will now be

considered, beginning with the effectiveness of SLT provision.

8.3.1 The effectiveness of speech and language therapy provision

Lack of resolution of the difficulties

The results of the RCT indicated that for many children early

speech/language difficulties persisted. Thus, while there may have been no wide-

ranging statistically significant improvements in treated over untreated children, many

children in both groups continued to experience difficulties. As shown in previous

studies, lack of resolution of early speech and language difficulties is linked with later

literacy, social and emotional difficulties (Bishop and Adams, 1990; Felsenfeld et a!.

1992; Lewis and Freebaim, 1992; Stothard et al. 1998). This finding would appear to

provide justification for the continuation of surveillance to identify the children at risk,

as their difficulties cannot be trivialised or ignored, and for additional resources to

find out what can be done for them. If early SLT provision as it existed in this trial is

not effective but the children did not outgrow their difficulties and therefore are at risk

of later difficulties, it can be argued that it is now imperative to find out what provision

can make an impact on which particular groups of children and what changes in the
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service would be necessary to bring this about. The ramifications of this for pre-

school SLT will be considered in greater depth in Chapter Nine.

Does therapy do harm?

For all interventions, there is a basic necessity to show that they do not cause

harm. While this may be self-evident for medical and surgical interventions, it should

not be assumed that interventions such as SLT cannot also be harmful. Woolf et a!.

(1990) stress the importance of assessing potential adverse consequences of

interventions. Indeed, it is possible to consider a number of ways in which early SLT

intervention might cause psychological and emotional harm to the child and its

family. For example, the process of referral to SLT and initial assessment may cause

a child previously considered 'normal' to be labelled as 'having a problem'; therapy

intervention may have negative effects on parents' perceptions of and reactions to

the child and parent-child interactions may be negatively affected by the intervention

process. Thus when investigating the effectiveness of early SLT intervention, it was

important to identify the potentially adverse consequences of the two intervention

strategies and their potential for harm.

Overall, it did not appear to be the case that intervening early on in the lives

of children with speech/language delays caused harm. Certainly, the children in the

Therapy Now arm of the trial experienced no worse outcomes than those in the

Therapy Later group. However, SLT intervention was not unproblematic for some

parents and greater attention needed to be paid to their understanding and

perceptions of the proceedings throughout the time of their involvement, Indeed, the

interviews indicated that some parents may have been unable or unwilling to

undertake therapy with their children, whereas therapists had anticipated they would

do. Thus for some parents the experience of attending SLT for their children could

be characterised as a clash of conceptual frameworks, where their expectations of

the therapy process were challenged and remained unmet, as were those of the
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therapist. This in turn may help to explain the lack of effectiveness shown in the

RCT. The allocation of children to Therapy Later did appear to have more

implications for harm - while the SLT provision itself was not shown to have had

statistically significant effects on average, delaying treatment for some children may

have had deleterious effects, as perceived by parents. Allocating children to

'watchful waiting' also provoked a great deal of anxiety in some parents - borne out

in the accounts of those who opted to change trial arm.

The effects of the interiention strategies

Following on from the idea of harm, it was possible to assess the effects of

intervention and 'watthfu( watng'. Bj co tic vwtt RCç tr 'r ¼%'

effects of the two intervention approaches on pre-school children and their parents

could be evaluated. Certainly both Therapy Now and Therapy Later had undesirable

'side-effects'. For some Therapy Now parents, intervention was regarded as

unhelpful and a waste of time and had the potential to change their outlook on their

children for the worse. For some Therapy Later parents, allocation to 'watchful

waiting' was worry-inducing and therefore became unacceptable. However, positive

effects of both intervention strategies were apparent for individual children and their

families. An immediate effect of being randomised to Therapy Now was that parents

were reassured in that they knew something 'was being done' straightaway. Indeed,

this was confirmed by parental accounts in the interviews, which will be taken up in

section 8.3.2.

Frequency of therapy

There is an increasing body of research which suggests that in order to bring

about cognitive and behavioural change, which is arguably what speech/language

intervention is aiming at, intensive input and carefully targeted treatment is required

(Tallal, 1999). The findings of the RCT showed that the relatively 'low dose'
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community SLT provision available to the Therapy Now group was not enough to

bring about changes statistically significantly superior to 'watchful waiting'. The

dissatisfaction with the amount and frequency of the low dose' SLT provision on

offer expressed by parents of Therapy Now children in the survey questionnaire and

the interviews can be linked to the findings of the RCT and again, may account for

the lack of effectiveness of the provision available. It can be argued, therefore, that

more frequent therapy and targeting of treatment might be capable of having the

desired effect. Were robust evidence available to support this, the implications for

the organisation of community pre-school SLT services would be considerable. This

possibility will be discussed at greater length in Chapter Nine.

Outcome measures

The outcome measures chosen for use in the RCT were representative of the

areas where therapy would be expected to have an effect, both in terms of

speech/language development and psychosocial functioning. However, it is arguable

that such measures may not have been sensitive to the aspects where changes had

occurred. Law (1997) recommended a reconsideration of the outcome measures

used in research for speech/language delays and highlighted the need for

understanding of multiple outcomes relevant to both clinician and researcher. In

evaluating changes in their children, parents' own outcome measures appeared to

be based more on a 'quality of life' approach. They enumerated changes in areas

such as the child's self-confidence, self-esteem, coping strategies, frustration

experienced and attempts at communication. A case can be made, therefore, for the

development of outcome measures which could potentially reflect such

improvements.
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8.3.2 The acceptability of speech and language theraPY Provision

Approaching referral

Speech and language therapists are well aware that of all the neuro-

developmental difficulties experienced by pre-school children, speech and language

difficulties are the most common (Law, 1992). Parents, however, often seemed to be

completely unaware that so many children experience early problems with talking.

Indeed, the feeling that they were the only parents going through this experience

appeared to have a lot of bearing on their attitude towards referral to SLT, by

instilling an impression of isolation and increasing their anxiety.

While referral of the children to SLT was usually undertaken by a health

visitor, there seemed to be little information available for parents, either through the

health visitor or from any other source, describing speech and language

development and delay. Little information was available either about SLT services

and what referral to SLT might entail. At this time, comparison of the child with others

also emerged as a factor of considerable importance in heightening parental concern

about their child's difficulties and increasing their feelings of isolation. Yet it may be

surprising for speech and language therapists that referral of a child for SLT was

able to arouse such an array of feelings in parents and was a matter of such concern

to them.

Parents' own perceptions of the 'problem', at this stage, were crucial in

determining how quickly referral to SLT was made. Where parents and health visitors

were united in their concerns, referral went ahead promptly but, if the parent wished

it, referral was postponed. On this issue of whether early referral to SLT was

necessary, parents appeared to occupy one of two distinct positions - they were

either 'interveners', that is, they wanted to do something, or they were 'watchers',

that is, they were content to wait and see what happened. It is possible that this

response was in line with parents' whole systems of health beliefs. Yet this topic did

not emerge from parents in the interviews. A possible explanation for this lies in the
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fact that, for the parents, it was their children who were under discussion and not

themselves. One father, however, alluded to the discrepancy between what would be

acceptable to him where his own health was concerned compared with that of his

children. For example, he expressed sceptical views about involvement with

alternative medicine and the psychological disciplines for himself but had been

willing to explore them when they were suggested for his children. A potentially fertile

area for exploration in the interviews, therefore, might have been to elicit more

general information from parents about their health beliefs, as such beliefs may have

influenced their perceptions of the intervention being offered to their children and

how necessary it was.

However, it is not difficult to understand why early talking difficulties were little

cause for concern to some parents. The process of learning to talk is not as

straightforward or clear-cut as that of walking, where there is essentially a can

walk/can't walk distinction, although there is a band of time within which children are

expected to walk. Thus there can be considerable scope for uncertainty before the

existence of speech and language problems is recognised. The wide variability that

is evident in 'normal' development of speech and language and the lack of predictive

information about which children's difficulties are not transitory make it difficult for the

trained professional to recognise which children are experiencing persistent

difficulties. For parents, then, the process can be even more confusing.

It became evident that parents approaching referral to SLT had two main

expectations. Firstly, they expected that if their child had a problem it would be

identified and secondly, they anticipated that their child would receive 'help', if

deemed necessary as a result of SLT assessment. While some parents were simply

prepared to try therapy to see if it would benefit their child, others had more positive

expectations that it would resolve the problem. Parents whose children continued to

be involved in therapy at the time of interview commented that they had fully

expected their children's difficulties to be resolved quite quickly with only a few visits
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to SLT. At the point of referral they had not expected their involvement to be long

term. The majority of parents were convinced that their child was a 'slow' developer

but would eventually 'catch up' with his/her peer group. Again, there seemed to be a

dearth of information available for parents about early delays and their prognosis.

Also, it became apparent that parents' high expectations of a quick resolution of the

difficulties were sometimes inappropriate and ended up reflecting poorly on the

service received when progress was not swift.

initial attendance

When parents attended the first SLT sessions, they were confronting a

number of potentially difficult situations. Firstly, their fears and anxieties about the

child were being put to the test, they were facing unknown outcomes of the

investigation being undertaken and they were relating to a professional group with

which a number had not had previous dealings. Additionally, if the child did have a

problem warranting intervention, negotiations about the way forward were necessary.

For these reasons, the emotional demands placed on parents by initial attendance at

SLT should not be underestimated. First impressions, it appears, are important, as

parents who expressed most dissatisfaction with the therapy they received also

expressed the most dissatisfaction about the assessment process, in terms of their

perceptions of how problems were not adequately identified and how few

explanations were given. While it may be pertinent to ask to what extent such

parents may have felt unhappy about coming for SLT in the first place, which was

certainly true of one parent, it is arguable that there needs to be more awareness of

how parents feel about attending and acknowledgement of this in the conduct of the

initial sessions.

221



Assessment

The results also showed that the assessment process itself was anxiety-

provoking for some parents. Quite understandably, they wanted their children to

'perform' well and not to have a problem. A shortcoming of the assessment process

highlighted in the interviews was that parents were often not given a rationale for the

assessments that were being administered. The lack of any explanation sometimes

left parents feeling sceptical about what the assessments could tell the therapist.

Parents who were the most critical of SLT overall and considered it to be ineffective

were particularly critical of the assessment process in that they perceived it not to

take into account their child's level and to be unresponsive to their child's needs.

This was particularly true of some standardised tests, which have to be administered

in prescribed ways to be valid. Parents were not always made aware that such

assessments are not tailored to the child as an individual and thus may give the

impression of being unfair and unrealistic.

Parents, however, were eager to receive feedback from assessments -

whatever the results, It appeared to be the case that the sensitivity with which the

child's failure is dealt with by the therapist and whether expectations for the child's

age are discussed with the parent, could influence how the parent perceives such

results. Other aspects of the assessment process also gave rise to parental

dissatisfaction. Advice given during the assessment process was often considered to

be of value to parents but only if it provided fresh ideas for helping the child in

addition to what parents were already attempting to do and if it was not seen as a

criticism of the way in which they were managing their child. Thus, the initial

assessment period appeared to be a crucial time in determining the future

relationship between parent and therapist and parental perceptions of what the

service can offer. When the assessment process was successful in these respects, it

was perceived as beneficial and informative and provided a positive start to

intervention.
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Explanations of the difficulties

With regard to explanations of children's difficulties, it appeared that parents

were being told different things by different therapists. Certainly no consistent view of

explanations given by therapists about speech/language problems, as perceived by

parents, emerged. Yet when one considers the constantly shifting perceptual

boundaries about what constitutes and causes language delay/disorder, the different

theoretical frameworks on which these difficulties are constructed and the singular

lack of consensus among professionals on this topic, it becomes easier to

understand why this might be the case. Therapists are seeking to engage with these

difficulties on a day-to-day basis and provide explanations which have an empirical

basis and are comprehensible for parents and other 'lay' individuals.

Overall, the survey results demonstrated that parents found therapists'

explanations helpful. However, a statistically significant difference between parents

who had received intervention and those who had not emerged on this issue. This

suggested that explanation was ongoing and not just part of the assessment

process. Similarly, the opinions expressed in the parents' accounts at interview gave

a strong indication that they were unhappy about this aspect of the consultation. The

partial and inconclusive explanations parents received made them feel they were not

being told the truth about their child's condition and left them bewildered and

confused.

Nor did it appear that therapists engaged parents in a discussion of their

beliefs and explanations about their child's difficulties. Kleinman (1988) stressed the

importance of eliciting the lay beliefs of chronically ill patients and their families. He

called on clinicians to attempt to understand the 'explanatory models' which shaped

the response of patients to their illness, their adherence to prescribed treatment and

their satisfaction with the care received. He advocated that the acknowledgement of
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the explanatory models of patient and clinician, especially when they differed, could

lead to mutual understanding and improvements in the care which could be offered.

Intervention

The results demonstrating the acceptability of both of the intervention

strategies - immediate treatment and 'watchful waiting' - to different parents are of

particular consequence for SLT. The acceptability of deferring treatment to some

parents will come as little surprise to therapists. They will certainly have encountered

families who do not co-operate with therapy offered because they do not appreciate

the severity of the child's difficulties or because they find it difficult to organise their

lives. On the other hand, therapists may feel disappointed and even threatened by

parents, who, fully aware of the degree of their child's problems, are not persuaded

that therapy should be undertaken and would prefer a 'watchful waiting' option.

However, this choice became more explicable in the light of the parental

explanations disclosed on the questionnaire and in the interviews.

While most parents undoubtedly favoured the early treatment option at the

point of randomisation, other respondents and more informal reports from other

parents suggested that for a number of them being randomised to 'watchful waiting'

might have come as something of a relief. This was true for some families where a

family member was experiencing serious illness, families where another child was

expected or had recently arrived, where problems had been identified in the child's

sibling and a commitment to other appointments was necessary or where other

family difficulties prevailed. Alongside such problems, it is possible to imagine that a

child's speech and language learning might easily be a lesser priority at that time.

An area of confusion about intervention which led to some dissatisfaction

among parents was that of the target of treatment. When their child was referred to a

speech and language therapist, the uppermost concept for many parents was that of

'speech', leading to the expectation of elocution-type activities. Where children were
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experiencing difficulties with understanding or using spoken language, this type of

work was probably not undertaken. In contrast, working on the child's language

would have entailed, for example, training parents to use simple phrases when

talking to their child, to use play situations to expose their children to a wider

vocabulary and to accept all the child's utterances without correcting pronunciation.

However, a number of parents did not understand why 'language' rather than

'speech' was being worked on. While the breadth of the areas of communication

treated by therapists is contained in the professional name 'speech and language

therapy', this appears to do little to inform parents (and others) about the

speech/language distinction. In truth, this distinction probably does not hold any

meaning for many others outside the profession. These findings appear to highlight

the need for therapists to give full explanation of what is being targeted in treatment

and why.

Empowerment

The debate about 'empowerment' has until now proved to be one-sided,

although parental voices have begun to be heard (Almond, 1997; Almond and

Almond, 1998). This study represented an attempt to find out from parents their

views and concerns about their involvement in their children's treatment and adds to

the current examination of the nature of empowerment. The results challenged the

restheted view of empowerment which may have prevailed until now and

demonstrated the possibilities which exist to enable speech and language therapy to

empower parents. What appeared to be particularly crucial was negotiation between

therapist and parent at each stage of the therapy process, for which Kleinman (1988)

has argued:

'The real challenge is for the physician to engage in negotiation with the
patient as colleagues involved in care as collaboration." (p. 242).

In the area of roles and responsibility in therapy, there appeared to be most

potential for misunderstanding and disappointment. On the whole, parents were
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willing to take on a role in the therapy but also perceived that they themselves were

in need of practical help and support to do it. In this way, parents appeared to be

most able to play a part in therapy when their own rOle is fully explained and

supported by the speech and language therapist, when they are given guidance

about what to do with their child and when they are in receipt of emotional back-up.

Stigma

Prompted by the work of Erving Goffman, who was concerned primarily with

the management and presentation of the self in society, stigma has become an area

of interest within sociology generally (Goffman, 1968) and an important topic within

the sociology of health and illness in particular. A number of authors have written

about perceptions of stigma in individuals experiencing chronic illnesses and

conditions, such as epilepsy, ulcerative colitis, rectal cancer, diabetes and HIV. Other

authors have considered the potentially stigmatising effects on parents of having

children with disabilities.

Gray (1993) explored the perceptions of stigma in parents of autistic children.

Parents of children with speech and language difficulties do not experience as much

difficulty, on the whole, with public encounters as those of autistic children, unless

there is a behavioural component to the child's difficulty. However, perceptions of

stigma were still present Stigma was not originally included as a topic for exploration

in the interviews but quickly emerged as an issue with which parents were

preoccupied. It was one which also spanned the socio-economic range, because it

appeared to affect parental perceptions of their position within their own social

group. Gray described the parents of autistic children as experiencing, in the words

of Goffman, a 'courtesy stigma', that is, where stigmatisation occurred through the

parents' relationship to the individual with the condition rather than through any

characteristic of their own. However, for some parents of speech and language

delayed children their perceptions of stigma were bound up with them in a more
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personal way. For example, some considered their child's difficulties to be a by-

product of their parenting and they questioned whether they could have done more

to prevent the difficulties. Thus the stigma they perceived was also rooted, to some

extent, in their own perceptions of their shortcomings as parents. In another way,

while some of the parents in this study mentioned how they engaged in comparison

of their children with others, the comparison did not stop there. Some went on to

explain that having a child with talking difficulties which required referral to SLT

marked them out as being different from their own peers who had normally-

developing children, affecting their sense of identity as a parent.

Perceptions of stigma were most keenly felt at the beginning of involvement

in SLT, corresponding to the time when parents were at their most uneasy about the

child's difficulties and the therapy service. These perceptions did appear to ease,

with the realisation that their child was by no means alone and when the child was

felt to be making progress. Just as Gray reported in the case of parents of autistic

children, some of the parents in this study employed information control strategies to

cope with stigma. For example, they conveyed the existence of the difficulties only to

those who were sympathetic, needed to know or would have found out in any case.

Very often, knowledge of the child's problem was restricted to the child's immediate

family, playgroup leaders and nursery teachers. Gray was also concerned with

comparing the perceptions of stigma held by mothers and fathers of autistic children,

suggesting that mothers' perceptions were more keenly felt than fathers'. In relation

to speech and language difficulties, the fathers interviewed in this study did share a

sense of being stigmatised, along with some of the mothers. One father expressed

his embarrassment when he compared his son's talking development with that of

normally developing peers. The other father questioned suggested that referral to

professionals can be regarded as stigmatising, although he accepted that as a

parent he was obliged to try out things for his child which he might consider
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unacceptable for himself. However, caution is necessary with this evidence as it is

based on the accounts of only two fathers.

While stigma was not universally perceived by the parents, it was obvious

that at the start of parents' involvement in SLT, it was an obstacle to taking up

referral and possibly treatment, especially if the parents perceived that they were

being blamed for the difficulties. Thus, feeling stigmatised constitutes in all

probabillty considerable grounds for rejection of or an uneasy attitude towards

intervention. Clearly, then, this area is one which should not be overlooked when

considering the acceptability of SLT for pre-school children.

Outcomes

At the point where many of the parents completed the questionnaire and

were interviewed, their children were still involved in SLT. In some of the children the

difficulties were resolving, while for others longer-term difficulties were predicted.

Parents routinely expressed the hope that their child would eventually attain normal

communication. As with the early stages of their involvement, this represented a time

of considerable uncertainty. They were able to see for themselves whether there had

been improvement in their child or not but did not know whether this meant their child

was now within normal limits in communication skills or how their child now compared

with the peer group. For this reason, parents were eager to be given feedback from

the final 12 month re-assessment, whether their child was still receiving therapy or

not. Parental perceptions in this regard reflected the objective measures showing

that the difficulties of a high proportion of the children had not resolved by this point.

For all parents a major focus of interest with regard to outcome was school -

how their child would cope with all the new communication, socialisation and

academic demands being placed on him/her. Parents regarded school as a very

important step in a child's life and were fully geared towards preparing their child for

it. For children whose difficulties were resolving, parents regarded school as an acid
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test of the progress already made and likely to expose any remaining weaknesses in

the child's communication abilities.

The approach of school was a common reason parents expressed for

wanting to change arms and parents who were content with the 'watchful waiting'

intervention strategy had still set school entry as a crucial deadline for progress.

Parents were extremely reluctant to let their children enter school while they lagged

behind their peers, because they recognised that school represented a considerable

challenge for children even without such difficulties. For some parents, school entry

also represented a time when any failings or differences in the child would become

apparent to a wider audience. Parents often expressed fear that their children would

be noted as being different and be rejected, teased or bullied.

While therapists may have targets and goals for what they want to achieve in

a child's therapy and outcomes they wish to pursue, it became obvious that this type

of information was not always shared with parents. This lack of clarity about the

goals of current therapy also meant that parents had very little idea about what

needed to be done next for the children and how this might be achieved. Parents

may have aspirations about where they want their child to be, but very often had little

concrete information about what aspects of the child's communication still needed

addressing. To add to their uncertainty, they also felt that they could not approach

the therapist on this issue, as this might be construed by the therapist as a

'questioning of authority'. This was true even in instances where the parent felt that a

good relationship with the therapist had developed.

The organisation of speech and language therapy

Overall, parents expressed positive views about the organisation and running

of the pre-school speech and language therapy services they received, particularly in

the questionnaire. More detailed questioning in the interviews did reveal areas of

difficulty for parents which might affect their ability to co-operate with the service.
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Greater awareness of these on the part of SLT might serve to increase the degree of

parental adherence to therapy.

However, it appeared that some parents pointed out one problematic aspect

of attendance at SLT to provide a reasonable justification for their non-attendance.

At the same time, this allowed a more fundamental underlying reason to remain

hidden, which parents felt might reflect badly on them or might cause offence. For

example, a parent complaining about the flexibility of appointments and attending

clinic sporadically might actually feel that the child does not have a problem and that

therapy is a waste of time but does not feel inclined to reveal this. Thus, parents'

basic unhappiness about intervention and its necessity can be translated into

dissatisfaction with aspects of the service where they feel more able to be critical.

In this study, one attempt to explore the underlying attitudes which might

prove to be important in parents' uptake of therapy services was in the construction

of scales (see section 6.7.2). Because the pool of items to which parents responded

were situated in the 'here and now, they appeared to be less susceptible to

problems with remembering experiences and events (recall error). The qualitative

interviews demonstrated also that while parents often did have difficulty in recalling

events and sequences of events, they were very often able to give precise

descriptions of their feelings and views about particular issues. Similarly, using

statements about therapy and inviting parents to agree or disagree with them meant

that that they were less likely to be concerned about giving the 'right' answer (social

desirability bias). The issue of parents' attitudes and how these can be explored will

be discussed further in Chapter Nine.

Acceptability and speech and language therapy

Thus a number of important issues emerged from this aspect of the study in

relation to pre-school SLT provision. While many positive characteristics of the

service were identified by parents, the questionnaires and interviews also highlighted
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difficulties and concerns experienced by parents which should not be ignored. While

there is little evidence regarding the benefit of early SLT provision for the pre-school

children themselves, there was evidence to show that parents themselves often did

benefit from the provision offered. The reasons for this were:

• Parents felt something was 'being done'.

• Parents felt that any concerns they had about their child's development were

being taken seriously.

• Parents had the opportunity to discuss the emotional aspects of having a child

with a communication difficulty and receive support.

• Parents felt that they were being given the means to help the child themselves.

Final conclusions drawn from the study and their practical implications for

SLT will be taken up again and covered in detail in Chapter Nine. The following

section of this chapter will be concerned with an appraisal of the study.

8.4	 A critical appraisal of the study methods

It is now necessary to consider what criticisms can be made of the methods

and to reflect on effects they may have had on both the findings and their

interpretation. The limitations of the RCT, the survey questionnaire and the

qualitative interviews will be discussed in turn.

8.4.1 The randomised controlled trial

As Altman (1996) pointed out:

uRandomised controlled trials are the best way to compare the
effectiveness of different interventions. Only randomised trials allow
valid inference of cause and effect. Only randomised trials have the
potential directly to affect patient care.. .it is thus essential that
randomised trials are done well and reported adequately." (p. 570).

Nowadays, there is consensus about the standards to which RCTs should aspire in

their conduct and reporting, namely in the CONSORT statement (Altman, 1996). The
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conduct of the RCT was reported in Chapter Five according to the prescribed

standards (Figure 5.1). The RCT did not have many of the limitations of previous

studies undertaken (Law et a!. 1998), as discussed in Chapter Two. Among its

positive features were:

• The collection of data on randomised and non-randomised children which

increased the evidence concerning the external validity of the trial.

• The success of the randomisation process in achieving comparability of the trial

arms at baseline. An audit of the randomisation process revealed that allocation

had taken place in the correct sequence and that there were no gaps in the

random permuted blocks. A further check also showed that the allocations

contained in the envelopes opened were in agreement with the allocation

schedule.

• The very low attrition rate which helped to preserve the comparability of the

randomised groups across time.

• The small amount of missing data at the three assessment points.

However, a number of limitations in the design of the RCT are identifiable.

Some were unavoidable and occurred mainly as a result of its taking place in a

service provision setting, including:

• The nature of the speech/language delays in the trial sample. It was not possible

for the collaborating therapists to gain a non-verbal or performance IQ measure

on the randomised children for logistical and time reasons. Thus, included in the

sample are children whose delays are secondary to more global difficulties and

who are less likely to make progress, as studies have found intelligence measures

to be a strong predictor of future language development (Richman et a!. 1982;

Aram eta!. 1984; Bishop and Edmundson, 1987).

• The treatments given to the trial children were not specifically laid down in the trial

protocol and collaborating therapists were permitted to use the therapy regimes
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with Therapy Now children that they would normally employ. This meant that the

RCT could not provide evidence of the effectiveness of particular treatment

approaches for particular children. What the trial was designed to provide was

evidence of the effectiveness of the service as it was usually delivered in the

participating health care Trusts and what happened when that provision was

delayed by a year.

• The running of the RCT in a service setting often required active management of

difficulties surrounding individual randomised children by the research team.

Thus, when the author and the other research speech and language therapist re-

assessed the trial children, it was not always possible for them to remain blind to

the children's randomisation group. Very often, parents also indicated which

randomisation group the child had been in during the re-assessment sessions and

the researchers were 'unblinded'. However, this problem would have occurred

whoever had conducted the re-assessments. To counteract this problem, it was

possible to retain one assessment - the language sample - which could be scored

blind to the trial arm. Also, the researchers alternated re-assessments, which

meant that the researcher who saw a child at the six month point did not see the

child again at 12 months and vice versa. This allowed blinding to the child's

previous results and level of difficulty. Similarly, it was possible to ensure full

blinding during data analysis.

• Sample size, which was a recurrent problem noted in the background literature,

may also have affected the results of this RCT. Differences existing between the

groups were almost without exception in favour of the Therapy Now children and

there is the possibility that greater numbers of children may have produced

statistically significant results. Also, the overall sample size meant that the strata

contained small numbers of children. This in turn meant that there was lack of

power to detect differences in the planned stratified analysis.
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An issue worthy of some consideration is that of the RCT as a social

construction. In Western health care, the 'medical model' of disease has become

powerful and dominant (Porter, 1997; Scambler and Higgs, 1998). Among others,

Illich (1976) and Kleinman (1988) challenged this model and social science has

addressed itself to constructing a 'social' model of health and exploring the issues of

health and illness for lay people. Much has been written about the desirability of

informing people about and involving them in their health care. Also, much

consideration has been given to the participation of patients in RCTs (Cassileth et a!.

1982; Thornton, 1992; Schain, 1994). However, far less consideration has been paid

to RCTs as a social construction by their participants (Oakley, 1992).

When the initial qualitative interviews were conducted in this study, parents

spontaneously expressed their perspectives on the research itself. It appeared that

participating in the trial had a social meaning for parents. This meaning was

influenced both by where they felt they stood in relation to the rest of society and by

how they felt society perceived them. Parents' feelings about where they were in

relation to society expressed in their construction of the RCT were either negative or

positive. On the negative side, one parent expressed the view that society was

demanding a lot of a parent by asking them to give consent for their child to

participate in this type of research. Another parent was of the opinion that a trial was

needed only because health care professionals had begun to take control of

children's (normal) development and to interfere unnecessarily. This did mean,

however, that she was keen to participate in the trial because she perceived it as a

chance to push back the encroaching boundaries of health care intervention. More

positively, a number of parents saw their participation in the RCT as a means of

giving something back to society which had provided help for their child. In terms of

how parents felt society saw them, a number of parents expressed the view they

were expected to perform in a particular way to be classed as 'good' .parents.

Parents often felt judged when speech and language difficulties arose in their child,
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which they believed they might have caused by their own behaviour or handling of

the child. Where parents were feeling under-confident about their own skills and

ability to deal with their child's difficulty, this in turn affected how the randomisation

groups of the RCT were perceived. One mother, who was critical of the therapy she

received, stated that in her opinion she was expected to deal with her child's problem

without much support but as a single parent would in all likelihood be scapegoated

for the wider ills of society if her child went on to fail at school. Another parent felt

that getting help for her child's difficulty was a priority because that was what was

expected of her as a parent. Some parents who changed arms of the trial took the

view that they had done only what they needed to do as parents to give their child a

fair opportunity of catching up on development missed.

Schain (1994) documented how psychological factors, such as altruism or

self-protection, may influence patients' decisions to participate in RCTs. Certainly,

parents showed personal and altruistic concerns and motivations. Personal concerns

meant that parents were sometimes unable to view the RCT as an attempt to find out

if their child 'needed' therapy because they had already decided that the child

'needed' it. This is, possibly, one of the greatest difficulties of evaluating a therapy,

which is already accepted practice, using an RCT. It was still considered unethical by

some parents to withhold a treatment, even where its value was unproven and

equipoise existed. Also, some parents expressed the view that by participating in the

trial they would be getting the best treatment for their child. This was because they

thought they would be better looked after by being in a research project, which is

actually supported by some empirical evidence (Edwards et a!. 1995), and also that

the randomised nature of the allocation would favour them. Also, altruistic

constructions of the trial were also put forward by parents. The research was viewed

positively as a means of gaining knowledge for the benefit of future children and by

contributing parents were 'giving something back' to society. Many of the parents

expressed how they hoped their own experience could be translated into better
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provision for others. However, less positively, some parents viewed participation in

the research as doing what was expected of them and some parents felt that too

much was being expected of them.

The many different constructions that parents place on the RCT may appear

to belie the idea that parents gave informed consent to participate in the trial. This

finding is in keeping with those from other research studies (Featherstone and

Donovan, 1998; Snowdon eta!. 1997). The conclusion drawn from all three pieces of

research is that serious attention should be paid to how trials are presented to

prospective participants and opportunity made for the explanations of the purposes

of trials. Because of the essential part played in RCTs by patients and carers, their

perspectives are of paramount importance and the social construction of trials, which

can influence participation in research and co-operation with it, is an important

subject for health services research.

8.4.2 The survey questionnaire

Genera! criticisms of survey research

As with other research methods, surveys have both their supporters and

detractors. Marsh (1982) and de Vaus (1991) provided an eloquent defence of

survey research. They suggested that many of the criticisms - philosophical,

technical and political - to which surveys had been subject had come about as a

result of ill-conceived, poorly executed and ideologically manipulated surveys. Also,

they commented that the tendency to treat 'survey' and 'questionnaire' as

synonymous had led to the unfair rejection of surveys as too narrow and

constraining. In this study, a survey questionnaire was chosen as one means of

exploring the perspective of parents on their children's involvement in SLT and

participation in an RCT. Thus, it is necessary to consider the general criticisms of

surveys and to evaluate to what extent they can be upheld in the case of the parent

questionnaire.
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One of the major criticisms of surveys has been their incapacity to establish

causal connections. Survey researchers, unlike experimentalists, are not usually able

to make use of randomisation and control groups to see the effects of their

intervention on some outcome variable. Instead they usually have to rely on naturally

occurring differences between people to check if such differences are a product of

some other variable. In the case of the parent questionnaire, experimental

intervention and control groups were actually in place because of the RCT. This

made it possible to test for differences between the groups, with some confidence

that any differences found were likely to have arisen from the application of the

intervention. This, in turn, allowed some causal inferences to be drawn about the

response of parents to SLT intervention and to 'watchful waiting'.

Surveys have been the target of much criticism for being 'positivist' 1 and thus

inherently incapable of probing the meaningful aspects of social action. However,

nowadays 'positivist' has become "a term of abuse first and foremost, a synonym for

crassness in sociological parlance" (Marsh, 1982, p. 49). Critics of survey methods

have thus invoked the term when confronted with surveys producing quantifiable

evidence without attempting to interpret the phenomena sociologically and recording

the opinions of individuals without asking about the reasons behind them. There has

been a tendency to reject the method along with its ill-executed products.

Clearly it is insufficient to establish a relationship between two variables without

attempting to explain why they may be linked and to establish what Weber referred

to as "adequacy at the level of meaning" ( Marsh, 1982, p.69).

''Positivism' is a doctrine in the philosophy of science, characterised mainly by the position
that science can only deal with observable entities known directly to experience. It has at its
basis the belief that the social sciences can be scientific in a similar way to the natural
sciences. In practice, it demonstrates a leaning towards measurement and quantification and
the establishing of laws of the causal relations of social phenomena and the primacy of social
structures, at the expense of the understanding of motives and intentions.
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This is no easy task in survey research and has often been inadequately

performed. However, Marsh argued that it is achievable through direct questioning

regarding the motives of individuals and the values which drive motivation and also

by trying to construct a contextual picture around the individual, detailed enough to

allow the researcher to determine areas of special significance. Thus Marsh made a

strong case for the underpinning of survey research with observational and interview

methods. There was no opportunity for the parent questionnaire to undergo such a

developmental phase yet its concordance with the more detailed context supplied by

the qualitative in-depth interviews provides it with some 'adequacy at the level of

meaning'. While the parent questionnaire aimed at generating measurable opinion

on topics relating to the experience of early SLT, it also permitted areas more

meaningful to the parents to be explored through the use of open questions. As well

as being able to quantify and compare parental responses to SLT, the survey

questionnaire also sought to reveal something of the motivations and intentions of

parents in their involvement in therapy.

Survey research is also accused of looking too closely at specific areas of

social action and opinion and ignoring the context in which they are situated, a

potential shortcoming by no means restricted to survey research. However, within

survey research, techniques are available which can counteract this charge. For

example, the construction of scales, principal components analysis and the creation

of new variables through these procedures can help to widen the focus of the

research and shed light on other related areas of interest. In the parent questionnaire

the rather narrow and undefined topic of 'attitudes to therapy' was broadened and

clarified to reveal the practical and emotional dimensions of parental responses to

intervention and their perceptions of its effectiveness. A related criticism is that of

'atomism', that is, surveys depicting society as being made up of individual,

interacting units and not taking into account whole social structures. De Vaus (1991)

dismissed this criticism because even where individuals are the subjects of research,
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it does not follow that analysis has to be at the level of the psychological. On the

contrary, the variety of people's behaviour, actions and reactions can give useful

insights into existing social structures. The parent questionnaire was administered at

the level of the individual but its results give an indication of how data can be

aggregated to show, for example, how a variety of parents responded to the

organisation of the SLT service they were attending regularly; why difficulties arose

for some and not others and what was appreciated or not

Two related criticisms of survey research are that it is 'empiricist', that is, it

avoids theoretical speculation, and also that it does not involve sociological

imagination or creative thinking, It is probable that these criticisms of the method

have also arisen out of exposure to bad examples, with technical disquiet giving way

to philosophical unrest The development of the parent questionnaire was based

very much on theoretical speculation about the responses of parents to therapy

witnessed over a number of years of clinical work. The questions themselves arose

out of consideration of known views of users of SLT and other services and were

carefully developed from theoretical constructs such as 'perceptions of the process

of therapy'. The principal components analysis undertaken for a pool of items about

attitudes to therapy involved studying the competing combinations of items,

venturing explanations for the observed groupings of items and deciding upon the

solution that 'fitted' best.

A political criticism of survey research is that it gives power to those already in

control and permits manipulation. Marsh described how questions in surveys of

political opinion have been worded for the purpose of cynical exploitation, but

stresses that it is politics which is at fault and not survey methodology. The survey

questionnaire developed for use in the RCT was designed by the author - a speech

and language therapist. As such, it could be viewed cynically as a means of eliciting

the 'right' answers from parents by asking the 'right' questions. Indeed, the high

overall acceptability of early SLT could be indicative of such manipulation. However,
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the questionnaire earnestly attempted to give parents chance to voice their opinions,

when no efforts had previously been made and parental satisfaction had been

largely regarded as irrelevant or had been taken for granted. Expressed in crude

terms of 'power' and 'control', this piece of research was conceived as a means of

giving parents power to speak out about their experiences of the services they

received and so to have some control over the provision of future services and play a

crucial part in their shaping. Thus, every attempt was made in the questionnaire to

word questions as neutrally as possible, to give scope for a range of positive and

negative answers and to allow parents to express themselves in their own words on

open questions. More powerfully, a sub-sample of the parents were given the

opportunity to state their views and opinions at greater length and in their own way

during in-depth interviews.

Having discussed some of the criticisms of survey research in relation to the

parent questionnaire and attempted to defend the value and integrity of the method,

the focus now shifts to the particular limitations of the questionnaire which have

become apparent and how these possibly could have been avoided.

Limitations of the parent questionnaire

Because of the time limitations placed upon the design of the survey

questionnaire, this aspect of the study was regarded from the outset as only an

approximate indication of parental views of SLT provision. For that reason, the main

analyses conducted were simple frequencies and cross-tabulations, for example,

comparing the responses of parents who had received intervention with those of

parents who had not and using inferential statistics to check for systematic

differences between the responses of parents according to intervention received. As

already stated in Chapter Six, the questionnaires were analysed on an explanatory

basis, that is, according to treatment received. For this reason the findings are able

to show broadly how parents responded to the intervention approaches of the trial
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and to venture explanation of why these responses had come about. On the whole,

parents expressed satisfaction with many aspects of the SLT process and were able

to provide some insight into why they had found intervention/'watchful waiting' an

acceptable strategy. Surprisingly few differences on the chosen outcome measures

were detected, yet in a similar way this also points to the acceptability of the two

approaches in given circumstances.

In retrospect, the design of the survey questionnaire could have been

improved in the following ways:

• A series of parent interviews would have greatly helped to inform the design of the

questionnaire and ensured that the concepts explored within the survey

questionnaire were more parent-centred than therapy-centred.

• The focus of the survey questionnaire was on the process of being involved in

SLT and what had happened over the course of the year. Results were positive

but more areas of potential dissatisfaction might have been uncovered through

measuring attitudes to therapy rather than asking questions about what had taken

place. This emphasises the need, again, for the detailed preparatory work which

was not feasible in this study, due to time and logistical pressures.

• Parents also may have wished to show their behaviour in the 'best light' (social

desirability bias) so, as before, more attitudinal scaling derived from in-depth

interviews and rigorous pre-testing on similar respondents might have been

beneficial.

• For the vast majority of the parents the survey questionnaire was administered at

the 12 month re-assessment point, with a research speech and language

therapist present. While this yielded a very high response rate, the presence of

the researcher may have caused parents to answer questions more positively,

especially where there may have been concerns about whether their children's

therapy would be withheld if criticism was made. In health services research, it is
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not unusual for survey questionnaires to show high approval ratings (Carr-Hill,

1992).

• The administration of the questionnaire at the 12 month re-assessment point

meant that a whole year had elapsed since parents' initial contact with the service.

This made it difficult for some parents to remember some of the items and may

have resulted in recall error. A series of questionnaires administered throughout

the course of involvement and close to the events of interest such as assessment

and randomisation, might have aided parents' recall.

8.4.3 The qualitative interviews

In the debate about the value of qualitative research the area of the reliability

and validity of findings is, perhaps, one of the most strongly contested. In relation to

this, certain preoccupations of quantitative research, such as replicability - the

possibility of repeating an experiment to check the original findings - and

generalisability - being able to apply the research findings to a wider population - are

two of the most common criticisms applied to qualitative research.

To ensure replicability, clear, detailed description of how research is

undertaken needs to be provided. Thus quantitative researchers might dismiss

qualitative work because they would regard it as an intuitive, and thus personal,

product of the researcher. There would be no guarantee, therefore, that two

researchers working on exactly the same project would produce similar findings and

conclusions, making replication impossible. In a similar way, the issue of the

generalisability of qualitative research has been considered problematic. It is claimed

that the cases and settings studied may be unrepresentative and thus preclude

generalisation.

However, the place of replication and generalisation even in quantitative

research is in some dispute. While it is argued that the success of the natural

sciences is predicated upon the possibility of experiments repeated under the same
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conditions leading to the same results (Heisenberg, 1975), it is also claimed that the

place of replication in quantitative research is exaggerated (Bryman, 1988), reflecting

the fact that original research is accorded much higher status in the scientific

community than mere repetition of the experiments of others. Likewise, a number of

factors in experimental and quantitative survey research may also bring about

limitations in generalisability, including conducting experiments in 'unnatural' sethngs

and sampling on the basis of convenience or opportunity.

Thus, while it is clear that qualitative research must be capable of measuring

up to pre-defined standards, such canons should be realistic and meaningful for the

research tested against them. A number of authors have, therefore, suggested

criteria by which qualitative studies can be judged. Miles and Huberman (1994) cite

five areas of questioning that can be applied to qualitative work, namely:

• Objectivity

• Reliability

• Internal validity

External validity

Utilisation.

Elder and Miller (1995), Marshall and Rossman (1995) and Mays and Pope (1995)

formulated similar standards for the assessment of qualitative studies. With such

standards available upon which to reflect, the qualitative component of this study can

be judged.

Objectivity

According to Miles and Huberman, for qualitative work to be judged as

objective, the methods of data collection and analysis must be transparent and the

researcher must be explicit about possible sources of bias. In this study, the methods

and procedures were described in some detail in the preceding chapters and
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conclusions were always linked with displays of raw data in the form of quotations,

making it possible for parties outside the study to check the author's interpretation of

the material against its actual contenL Full transcripts of the interviews,

supplementary field notes, coding charts and notes on analysis were produced and

have been retained.

With regard to the possibility of researcher bias, in qualitative research the

investigator is the 'instrument' used for data collection. One criticism often made of

qualitative inquiry is that the investigator cannot hold his/her own biography and pre-

conceptions in isolation from the area under investigation. In this study, the author,

who is a speech and language therapist, conducted the interviews. It would have

been impossible to abandon the beliefs and assumptions formed from earlier

professional practice. Thus there needed to be recognition and acknowledgement of

possible sources of investigator bias - the concept of 'reflexivity' (Crabtree and Miller,

1992; Hammersley, 1992; Hammersley and Atkinson, 1995). Disclosure of the pre-

conceived ideas that may have influenced data gathering and analysis thus became

part of the inquiry. Also, a number of precautions were taken during the field work

and analysis to link emerging ideas as closely as possible with the parental data. For

example, a field journal or 'reflexive account' was kept, detailing how parents'

knowledge about the interviewer's profession may have influenced their responses

and how professional assumptions on the part of the interviewer may have affected

the questions asked in the interviews.

Reliability

With regard to reliability, Miles and Huberman consider that the process of

the research must be consistent, stable over time and across methods and

researchers. In this study, a single researcher, the author, was responsible for all

data collection, transcription and analysis. After the interviews had been completed,

the author carried out a set of coding checks on four out of the 16 interviews to
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explore intra-coder reliability. When the transcripts were compared, they

demonstrated that the authors responses to the data over time were reliable and the

main themes within the interviews were consistently classified. Where possible,

colleagues with experience of qualitative methods who were not speech and

language therapists, acted as an additional check, by reading transcripts of the

interviews which had taken place and commented on the interpretations to which

they were linked.

Internal validity

A simple though important consideration when judging qualitative work is

whether or not the findings of the research make sense. In this study, every attempt

was made to link the emerging pictures of parents' views of the acceptability of pre-

school SLT to the raw data. The study attempted to construct an explanation which

was coherent, believable and as widely-based as possible by seeking confirming and

disconfirming circumstances. Thus, unexpected topics were followed up with all new

respondents. Respondents were deliberately sought for whom original assumptions

and analytic interpretations seemed unlikely to be substantiated. Where possible, the

findings of the qualitative interviews were checked against information available from

the survey questionnaire. Discrepancies were highlighted and possible reasons for

them considered.

There were opportunities to share and discuss the findings with colleagues in

SLT and with other parents of pre-school children who were not involved in the

interviews. Comments and observations from others not involved in the research

demonstrated the credibility of the results in their eyes. In informal conversations with

parents which took place throughout the course of the study, no themes additional to

the ones which emerged from the qualitative interviews became evident. Often,

anecdotal evidence from parents confirmed the resulting analyses of the raw data

being conducted by the author. It could be argued that such confirmations are
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damning, in that the author's interpretations of the findings are already common

knowledge to others involved in the area of pre-school SLT. Indeed, qualitative

research has sometimes had a reputation for stating the obvious, leading to its

conclusions being dismissed as "trivial" or "trite" and the accusation "You spent

$75,000 to tell us that" being levelled at the researcher (Miles and Huberman, 1994,

p. 77). However, a more likely and systematic explanation is that the obvious is being

set out in an explicit and novel way, encapsulating knowledge which has previously

only been known in an implicit way. Moreover, where others involved in the field

under study recognise and acknowledge qualitative findings as being within their

own realm of experience, this adds considerable weight to their internal validity.

External validity

In relation to external validity, Miles and Huberman consider an important

question to be whether the findings are of wider interest. Qualitative research usually

involves small samples around which abundant collection of data takes place.

Because of this, as already noted, its external validity or 'generalisability' - whether

findings can be of wider interest - has been called into question. However, this does

not necessarily mean that qualitative findings can only be applied with any

confidence to the setting from whence they came. As Patton explains:

"The power of statistical sampling depends on selecting a truly random
and representative sample which will permit confident generalization from
the sample to a larger population. The power of purposeful sampling lies
in selecting information-rich cases for study in depth. Information-rich
cases are those from which one can learn a great deal about the issues
of central importance to the purpose of the evaluation..." (p. 51-52).

Patton goes on to cite the position of Cronbach (1980) who suggested that research,

particularly in the field of evaluation, should permit reasonable "extrapolation", when

compromise is made between the depth and the breadth of the data collected and

between the naturalism or artificiality of a setting. Furthermore, Patton argues that:

"...an extrapolation clearly connotes that one has gone beyond the
narrow confines of the data to think about other applications of the
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findings. Extrapolations are modest speculations on the likely applicability
of findings to other situations under similar, but not identical, conditions."
(p. 168).

In their review of qualitative research methods in health technology

assessment, Murphy et a!. (1998) discuss the position of Lincoln and Guba (1985)

regarding external validity, which is similar to that of Patton and Cronbach. While

regarding generalisations from qualitative studies as being impossible because of

their context-bound nature, they propose 'transferability' as a more appropriate

measure. This is based on the logic that similarities between settings do exist and

that theories can be developed as to how the findings from one setting may be

transferred to another. They argue that this can only be achieved when sufficient

detail of the original research setting is made available.

In this investigation, the respondents were all parents whose children had

participated in an RCT. It could be argued that the randomisation arms of the trial

were artificially constructed and for that reason, the perceptions of these parents are

situated within this specific context only and would vary considerably from those of

parents attending SLT outside the research. The RCT did, however, take place in a

service setting: the children were referred in the usual way and initial consultation

between therapist and parents was not markedly different to what would have taken

place outside the RCT context. The most important difference was that parents did

agree to allow the choice of treatment strategy to be made at random and outside

their and the therapist's control. Even so, the Therapy Now arm comprised the

'normal' treatment given by the therapist and thus corresponded to therapy in a

'normal' service setting. In the case of Therapy Later, it is not uncommon in pre-

school SLT for children to undergo periods of monitoring, where review appointments

take place at three, four and six monthly intervals. Thus the experiences of these

parents do not necessarily differ from those of other parents. Therefore, it seems

very likely that the findings reached in this qualitative investigation can be

extrapolated to (or rather are transferable to) and are of interest beyond this
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immediate context. The internal validity of the interviews in this study is enhanced by

the similar findings obtained from the survey questionnaire, confirming that the

findings from 16 interviews certainly held true in the wider context to which they

belonged. Given that this context, as already shown, was not an idiosyncratic one,

this adds to the confidence with which the interview results could be applied outside

that context.

Utilisation

Of particular concern to Miles and Huberman is whether a qualitative study's

findings can lead to action and what a study can do for researchers, participants and

stakeholders in the research. It is anticipated that the findings of these qualitative

interviews will be made accessible to health care purchasers, researchers, health

visitors, speech and language therapists and parents, in formats appropriate for each

group. The results suggest areas where greater awareness on the part of speech

and language therapists and parents might increase mutual understanding and aid

the developing therapeutic relationship. Also, it appeared that the provision of

appropriate information to health visitors and parents about speech and language

development and delay and referral for SLT could give guidance and reassurance

prior to involvement in SLT and so improve the acceptability and uptake of the

service provided.

Limitations of the qualitative interviews

While the qualitative findings, therefore, appear to provide a reliable and valid

interpretation of parental responses to SLT provision, the author is aware of a

number of weaknesses which may have influenced the results, and in addition what

could have been done to avert them:

• In this study, the parents were all interviewed when their children were at the end

of their involvement in the RCT. The choice of this time-point did ensure that, for
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all the parents, it had been approximately 12 months since their initial contact with

SLT. It seemed likely that this length of exposure to SLT or this length of wait

would have caused parents' perceptions about the treatment approach they

experienced and the SLT service to have crysta!lised by this point. At this time,

the children of the respondents were at different stages in their therapy and also

progressing at different rates. This did ensure that the perceptions of parents at

differing stages in their involvement were available. However, the year's gap

between initial assessment and interview did also mean that some events were

either hazily recalled or not recalled at all. It was possible, too, that earlier views

had undergone modification in the light of more recent happenings. Similarly,

while the idea of SLT as a process did emerge from the accounts, sampling the

views of parents at a single point in time may not have been the optimal method

for capturing information about process. One way of dealing with this possible

source of bias would have been to conduct a series of in-depth interviews with

each of the respondents at designated points, for example, before initial contact

with SLT, after randomisation, again after six months and finally at the 12 month

point. This was not possible because of time and resource limitations. Moreover,

the appropriateness of this is in some doubt. Interviewing parents during the

course of the RCT might have had an impact of its own by interfering with

parental perceptions of SLT and their participation in the RCT and thereby

introducing a bias into the trial. This could have been resolved by 'sacrificing'

some subjects to the interviews but such a course of action would have

exacerbated sample size problems and would only have been appropriate if the

interviewees were then randomly sampled. Hence to some extent there are no

easy answers to this dilemma.

. While the interviewer made every attempt to gain access to parents who did not

co-operate fully with treatment but who still consented to remain in the study, no

attempts were made to interview parents who opted out of the study altogether.
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The perceptions of these parents may have proved useful, particularly when

collecting evidence on the acceptability of a service, and some attempt to follow

them up might have been particularly revelatory. Similarly, no parents of ineligible

children were interviewed and their perceptions, too, might have yielded helpful

insights into service acceptability.

• Triangulation, or using different research methods and other data sources in

combination, would have been a powerful means of checking validity. While the

survey questionnaire and interview findings were in broad agreement, a number

of other approaches could have been taken. These might have included

observation of assessment and treatment sessions, asking parents to keep diaries

as they underwent the therapy process, conducting focus groups to seek

confirmation of the results among the original respondents and conducting a

survey developed from the interviewing process, but time and logistical constraints

prevented these.

• The interviews were essentially exploratory in nature and a small number of

respondents participated. While the sample was chosen purposively to represent

maximum variation within the trial, a larger-scale investigation of parents

participating in different treatment programmes and being offered different service

delivery patterns, such as group therapy and parent-focused programmes, would

broaden the knowledge of the acceptability of pre-school SLT.

8.5	 The combinative strategy

This study demonstrated that the combinative strategy of using data from the

RCT, survey questionnaire and qualitative in-depth interviews could help in the

construction of a wide, yet detailed picture of the effectiveness and acceptability of

pre-school SLT intervention. The combinative strategy allowed triangulation - with

data from different sources validating or bringing into question other data. This

combination of results also aided interpretation, as explanation for the data could be
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placed and judged in a broader context. Layder (1993) and Mays and Pope (1995)

recommended the combining of quantitative and qualitative data to act as a check on

the accuracy of impressions emerging from the qualitative data. But also, the

qualitative data were capable of illuminating the RCT and survey findings in the

personal and social contexts to which they belonged and explaining parental

experience and behaviour which otherwise could only have been surmised. Thus the

combinative strategy for the joint investigation of effectiveness and acceptability

appears to have been vindicated.

In the final chapter, the implications of all the topics raised in this chapter, for

both clinical and research practice, will be set out in detail and conclusions about the

way forward for pre-school SLT discussed.
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Chapter Nine

Summary and Conclusions

"My colleagues, in their devotion to their patients, evoke my admiration,
but also remind me of Agatha in Eliot's 'The Family Reunion', who
wanted action:

Not for the good that it will do
But that nothing may be left undone
On the margin of the impossible

/ hope clinicians in the future will abandon the pursuit of the 'margin of
the impossible' and settle for 'reasonable probability'. There is a whole
rational health service to gain." (Cochrane, 1972, p. 85)

9.1 Summary

In this final chapter, the three strands of the study will be brought together

into a final synthesis and the implications for clinical practice and research

discussed. To summarise, the main findings of the study were as follows:

• The effectiveness of pre-school SLT provision as it existed in this trial was not

proven.

• Overall, 70 per cent of all the children in the trial had not moved into the normal

range on the primary measures of speech and language, casting much doubt on

the concept of 'spontaneous resolution' among this clinical population.

• The pattern of results on all the primary outcomes and all but one of the

secondary outcomes ruled out the possibility that children allocated to Therapy

Later made greater improvements than the children allocated to Therapy Now.

• While some clinical evidence was provided to support the idea of greater

spontaneous resolution in the children in the phonology stratum, overall this did

not reach statistical significance.

• The clinical picture suggested that there was greater improvement on average in

the treated children than in the untreated children in the phonology stratum but

again this did not achieve statistical significance.
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• The children in the expressive and general language strata, whether treated or

untreated did not overall move into normal ranges on the language measures that

had drawn them into the trial.

• Parents, on the whole, demonstrated that early SLT provision was acceptable to

them and they viewed the SLT service they had received positively, although

parents in both groups expressed concern about the frequency of their

appointments.

• While 'watchful waiting' was perceived by many parents as a successful strategy,

it did provoke parental anxiety in others and was abandoned by about a fifth of

the parents whose children were originally randomised to Therapy Later.

• A number of child and family factors, such as parents perceptions of the child's

readiness for therapy and the ability of the family to attend SLT sessions, needed

to be taken into consideration by speech and language therapists and other

professionals during the course of a family's involvement in SLT, to ensure

parental understanding and co-operation. The importance of initial and ongoing

dialogue between parents and therapists is crucial to the therapy process.

9.2	 Implications for clinical practice

The study findings evidently have implications for clinical practice and these

will again be considered under the separate headings of effectiveness and

acceptability.

9.2.1 The effectiveness of early speech and language therapy

The RCT indicated that the intervention offered by community pre-school SLT

services was not having an impact on early speech and language difficulties and that

'watchful waiting' produced similar patterns of progress. Many children, both treated

and untreated, were still continuing to experience substantial difficulties 12 months

post-randomisation. The trial was aiming to investigate the effectiveness of therapy
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actually available in community clinics and the coltaborating therapists saw the

children only as often as their other clinical commitments allowed. Thus, this study

points to the need for reappraisal and reorganisation of services where the model of

provision followed is comparable with the one evaluated here. SLT is a profession

under considerable strain and like many others in the UK, the SLT departments

which took part in the trial were characterised by large numbers of referrals and large

pre-school and school-aged caseloads for the speech and language therapists

(Enderby and Petheram, 1998). Thus, relatively little time was available for 'direct'

therapy, involving child, therapist and parent. Instead the emphasis was placed on

the consultative model and the substantial use of parents and others, for example,

nursery staff, in implementing therapy through programmes devised by therapists.

Therefore, when considering the implications of the trial for clinical practice,

one of the major issues to be borne in mind is the intensity of the intervention

provided to the Therapy Now children. In the last few years there has been

considerable debate within the SLT profession as to how pre-school services can be

delivered within the resources available. SLT departments have been confronted

with two choices: either to provide a basic assessment and advisory service for all

children referred or to focus resources on a limited number of children and prioritise

them for treatment. During their participation in the trial, the SLT departments

involved continued to maintain their assessmenfladvisory service while providing

therapy for both the Therapy Now children and other children on their caseload

outside the trial.

The results of the trial add to the weight of evidence suggesting that, to be

effective, SLT services must focus on the provision of more direct therapy to children

whose difficulties will not resolve without it. Indeed, a concern often raised by

parents in both the questionnaire and the interviews was the frequency of their

appointments and a substantial proportion of parents (22 per cent) would have

appreciated more appointments. This was an area where Therapy Now parents were
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as likely to express their dissatisfaction as were Therapy Later parents. Overall, the

assessment/advisory model of service provision was not supported by parents.

Given the choice, regular direct therapy was their preference.

However, in order to be able to deliver more frequent therapy, the following

would be necessary:

• Major reorganisation of SLT services to allow a reduction in therapists' caseloads

to accommodate an increase in time for therapy activities.

• A re-distribution and possible increase in resources allocated to SLT to achieve

this.

• A re-consideration of how the time available for therapy would be balanced with

other professional activities such as assessment, administration and liaison with

SLT colleagues and other professionals.

However, an alternative explanation for the lack of effectiveness of pre-

school SLT provision demonstrated in this study should be considered, which also

has implications for future clinical practice. The lack of resolution of the difficulties of

a high proportion of the children may suggest that SLT is not effective for the

children with these delays/disorders and that there may be no 'cure' for them. The

RCT results provided some evidence that SLT could help bring about change in

children with phonological difficulties but that children with more generalised

difficulties were less likely to improve with or without therapy. This raises a number of

questions, therefore, with regard to how pre-school SLT should deploy its resources:

to what extent it should concentrate its efforts on identifying children who seem more

likely to benefit from what it can offer and what should be the nature and extent of its

involvement with the children experiencing the long-term problems which do not

seem readily amenable to treatment. Should SLT provide direct, intensive input for

the former children while maintaining a low-level advisory and support service for the

latter?
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The study, therefore, has enormous implications for pre-school SLT services

and how they deliver treatment to this population. There is a pressing need for

further research to determine whether it is possible to bring about improvement in all

children with more intensive therapy and the optimal nature and levels of provision

necessary to bring about substantial improvement in these children. As follow-up

studies have demonstrated many of these children who do not outgrow their

difficulties are likely to be further disadvantaged as a result of their failure to make

progress within the educational system. This theme will be considered in greater

detail in section 9.3.

9.2.2 The acceptability of early speech and language therapy

This study indicated that for most parents the SLT service they had received

was acceptable to them. While the randomisation group to which their children had

been originally randomised understandably affected parental perceptions of

acceptability, a number of other aspects were also important in parental evaluations

of the service. As shown in Chapter Seven, these related to the stage of parental

involvement in SLT and have a number of implications for clinical practice.

The initial stage of parental involvement

It may be surprising for health visitors and speech and language therapists

that referral of their child for SLT seemed capable of arousing such an array of

strong feelings for these parents. Attendance at the clinic for a SLT assessment

certainly was a daunting prospect for some of them, particularly when they had had

no prior experience of SLT. Thus there needs to be a greater recognition among

professionals of the feelings SLT referral can generate in parents. A number of basic

questions should be asked about parents at the initial stage of involvement in SLT

which could then be addressed - are they feeling anxious about their child's

difficulties, are they feeling guilty that they may not have stimulated their children
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adequately, do they feel stigmatised by referral of their child to SLT and having to

attend the clinic or are they feeling stupid because they do not understand what is

happening to them and their child? Opportunity for discussion with these parents at

an early stage might have helped to clarify their feelings about attending their initial

appointments and to alleviate some of their fears. While many SLT departments

make a point of sending out some information to parents prior to an initial

appointment, specific information about parental concerns and questions might have

helped to ease some of their worries. The chance to meet other parents whose

children have been referred for SLT might also help. The creation of parents' groups

or organising introductory visits for parents to SLT clinics could also be valuable in

reassuring parents at the initial stage of their involvement, although both options

have staffing and/or resource implications. Support groups run by parents of children

who had previously attended SLT for parents of newly-referred children might also

be appropriate and feasible.

Similarly, health visitors and speech and language therapists should be able

to recognise where there is parental resistance to referral to SLT. Not all parents

were in complete agreement with referral going ahead but appeared to be given little

opportunity to discuss their reluctance. Full and frank discussion of their perceptions

regarding the child and exploration of what they felt should be done might have

helped to avoid a situation where a parent agreed to undertake a course of therapy

but found it difficult to comply.

The findings of the questionnaire and interviews emphasised the importance

of listening to parents at this initial stage of involvement. Areas which appeared to be

worth exploring with them included any previous contact they had had with the

service, which might have help to account for their current stance, their expectations

about what the service would provide and also their pre-conceptions about the way

in which therapy would be organised. Parents spoke of having ideas about what

would happen which they were never given the chance to discuss. Therefore, at this
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point, allowance needs to be made for re-adjustment on the part of parents to what

actually SLT 'is', rather than what they thought or would like it to be. In some cases,

the opportunity to discuss such matters without their children present might be

welcomed by parents. Indeed, some shortened form of in-depth interviewing could

prove to be a useful tool for clinical as well as research purposes.

A possible source of information •useful to the speech and language therapist

might be the exploration of the health beliefs of parents. Parents, on the whole, did

not refer to their own systems of health beliefs in the in-depth interviews. However,

certain attitudes to intervention did emerge which helped to illuminate their position

with regard to their children's treatment and might have related to what they believed

about other types of health care available. Thus discussion with parents about their

perceptions of the intervention being offered to their children and how necessary it is

might contribute to an understanding of why some parents seek to find treatment for

their children's difficulties while others do not. Also, parents often had their own

explanations and understanding of what their child's difficulty was and how it could

have arisen. Sometimes these had the potential to clash with the explanations given

by the therapist and left parents with the feeling that their experience of their child

was considered insignificant. Shared clinical decision-making, which is becoming an

increasingly important aspect of modem health care delivery, should not permit

professionals to class systems of lay belief as merely 'wrong' and dismiss them but

should seek instead to incorporate them into an ongoing negotiation which provides

respect on both sides (Kleinman, 1988; Nettleton, 1996).

Such recommendations clearly have implications for how referral to SLT

takes place and for the conduct of the initial sessions with parents and children. The

implementation of such changes would affect not only speech and language

therapists but also health visitors, as they are usually closely involved in discussions

leading up to referral and are often instrumental in commencing the process.
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Assessment and treatment

Assessment and treatment were also areas of the therapy process potentially

giving rise to parental concern and dissatisfaction. Some parents did not understand

the nature and purpose of the assessment sessions and their expectations of what

the therapist should be investigating went unfulfilled, leading to further

disillusionment. Thus, it is important that parents are informed about what is being

done in assessment sessions and why this is necessary.

It appeared that the initial expectations parents brought to SLT did influence

their views of what was done and often first impressions remained dominant, It could

be argued that the parents who opted out of treatment altogether or who reluctantly

continued to attend did so partly because they failed to recognise their own ideas in

the consultation process and had received little explanation of why their expectations

were not met. They felt they did not have the right to ask questions or that the

purpose of the therapy was not to educate and inform them. This perception may

then have contributed to their alienation and increased their fear to a point where

they had no wish to continue. There was evidence that they justified this by

minimising the significance of the child's problems and convincing themselves that

any difficulties would resolve. The importance of establishing an atmosphere of

openness between therapist and parent, therefore, is hard to overestimate.

Such considerations again have practical implications for therapists and

highlights the need for them to make explicit to parents the treatment they give.

While this may be easier to advocate than to achieve, the need for clear

communication to parents about the focus of therapy for their children seems self-

evident, especially when parents are being increasingly required to participate

actively in treatment. Yet in therapy as in many areas of life where communication

between individuals is necessary, it can be a common experience for one party to

feel that a subject has been adequately explained when the other party has either

partly or fully misunderstood what is meant. What a speech and language therapist
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aimed to achieve by undertaking a particular activity was, perhaps for this reason,

not always transparent to the parent. Likewise, ideas that were put forward by

therapists were sometimes regarded by parents as common sense or seen by them

as what they were already doing. Both situations did lead to parental disillusionment

with therapy as they felt that what was offered would not lead to improvement. A

check from the therapist to find out what parents were already doing to try to help

their child, what ideas they had gleaned from books, magazines and other media or

what advice they had already received from friends, family and professionals might

have avoided this.

Also, the therapist making explicit what would be undertaken in treatment,

when it is outside the realm of parental expectations, may act as an agent

provocateur. Indeed, some parents did have strong pre-conceptions that treatment

should focus on the child's speech and expressed unhappiness when the therapist

chose to work on the child's language. This does not mean, however, that clear

explanation should not be attempted, even where parents are, perhaps, known to

hold certain views about treatment targets. Indeed, part of the therapy process

involves giving parents information about the way in which speech and language

development occurs and winning their confidence about treatment being undertaken,

in order to give them the necessary support and guidance.

This may cause difficulties for parents and therapists alike, as they enter a

process of information-giving and receiving and negotiate what therapy will be

delivered. However, it can also be viewed as an opportunity for both. An

acknowledgement by the therapist of the pre-conceptions, expectations and feelings

parents carry with them to SLT at the outset of contact and shared discussion of the

effects of such feelings as the therapy process ensues could form the basis of a

constructive dialogue between parent and therapist.
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Parental attitudes to therapy

The construction of scales to measure parental attitudes to theraPY Presented

in Chapter Six revealed an interpretable pattern of underlying factors, which with

further exploration and refining could become a workable tool for everyday use in

clinical practice. It could be put to clinical use, for example, in exploring parental

attitudes to therapy at the beginning of their involvement and subsequently allowing

therapists to extrapolate from it parents' expectations about their own part in therapy

and their anticipation of what the therapist would do. Once these underlying attitudes

had been identified, the therapist could discuss them with parents and find a means

of delivering therapy more responsive to and supportive of parental needs.

Clinicians may also need to recognise that parents will not always be in

complete agreement with them about what needs to be done for the child after

assessment. For some of the parents whose children were recruited to the trial, it

entailed going ahead with therapy, while for others it meant wanting to let the child

do what he could by him/herself. Again, this calls for negotiation about what will

happen, the setting of clear goals and agreement of a suitable time-scale within

which to achieve them. There appears to be a need for a type of contractual

agreement where the therapist will specify his/her contribution and what SLT will

provide. Likewise, parents will be consulted about what is expected of them during

this time and their role made more explicit.

However, in order to be able to enter into such an undertaking, there is a

need for discussion with parents about what other events may be currently

happening or about to happen in their lives which may interfere with regular

attendance at the clinic and make SLT seem less of a priority in their eyes. This

taking into account of family circumstances should enable SLT to fit into the holistic

needs of the child and family in a realistic and manageable way. Conversely, even

where a parent attends clinic regularly and willingly, it should not be taken for

granted that the family is not under severe stress.
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The later stages of parental involvement

At the later, just as at the earlier stages of parental involvement, there

appeared to be great scope for misunderstanding between therapist and parents. A

mismatch between parents' perceptions and therapists' perceptions did seem to

occur in certain cases. Some parents did not feel ready to bring therapy to an end

but accepted, in fatalistic fashion, that the decision lay solely in the hands of the

therapist. Thus parents appeared to be in need of greater reassurance over the

process of discharge and that their views were being taken into account over the

provision of future therapy.

It is easy to understand that parents' hopes and fears for their child continue

(probably indefinitely). Therefore, parents' opinions of their child's progress and

whether this was sufficient to warrant discharge from therapy were influenced by a

longer term view of the child, his/her needs and what learning and social skills would

be necessary. This view meant that parents continued to believe therapy was

necessary perhaps beyond the resolution of the speech and language difficulties.

Thus, more discussion about what was being aimed at in therapy and how to

recognise that it had been achieved might have made the decision to terminate

therapy an easier one for parents to understand and accept. Also the provision of

information about what constitutes 'normal' speech and language levels might help

to reassure parents about where their child 'is', in comparison to peers who have

developed without difficulties. Parents' reluctance to sever contact with SLT may also

arise from a fear that once they are 'out of the system', getting back in would prove

to be difficult. Again, clear information about procedures for re-joining the system

should problems arise might help to alleviate this concern.

Empowerment

A more parent-centred view of what constitutes empowerment emerged from

this study. For parents, empowerment did not signify merely the imparting of skills to
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them by the therapist. Instead it appeared to mean a number of things to parents.

Firstly, parents wanted recognition from professionals of their unique understanding

of their children. Secondly, they desired that their willingness to help be

acknowledged and supported by professionals. Thirdly, they wanted their

involvement to be characterised by negotiation at each stage of the therapy process.

At the beginning, in order to empower parents, therapists need to offer them

a thorough explanation of the extent of their child's difficulties, as well as a detailed

explanation of what therapy could provide. The expected role of the parent should be

discussed in full and a time allowed for parents to decide how they wish to proceed.

During therapy, a vital part of empowerment is the opportunity for therapists to

explain what therapy is addressing and why and to ensure that parents are confident

and comfortable about their rOle in treatment and have sufficient ideas and material

to work on at home. Towards the end of their involvement, for the parents

approaching the discharge of their child from therapy, there is again a need for

information, guidance and support, so that parents can feel that they have choices

about and input into what will happen.

9.3	 Implications for research

Having considered some of the clinical implications for pre-school SLT, the

next section will focus on the research implications of the study and discuss the

priorities for further investigation in this area.

9.3.1 The next steps for speech and language therapy research

This study clearly points to the need for continued research into the course of

early speech and language difficulties and how they can best be alleviated. While

community SLT provision for pre-school speech and language difficulties as it

existed in this trial was not found to be effective, the natural history of the difficulties

suggests that many children continue to experience problems and are, therefore, at
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risk for other learning and socialising difficulties. For this reason, the children cannot

simply be disregarded.

The failure to establish effectiveness of this approach to dealing with the

difficulties early on may be linked with the amount and frequency of therapy

available to the participating children. Certainly, for parents, this was a particularly

worrying aspect of the intervention and access to more frequent therapy would have

been appreciated. The question remains therefore whether the clinical differences

witnessed between the randomisation groups could have been converted into

statistically significant differences had the Therapy Now children been in receipt of

more therapy.

In a similar way, the RCT was not designed to investigate the efficacy of

specific intervention approaches with pre-school speech and language delays. The

collaborating therapists were, therefore, not obliged to follow set interventions when

working with the trial children and were free to be able to construct their own

programmes tailored to the child's individual needs. Thus, it is a possibility that more

effective programmes may have been diluted by less effective ones. It could be the

case that SLT is effective with some pre-school children but that the pragmatic

design of this particular trial did not provide the opportunity for this effectiveness to

be demonstrated, which has implications for future research. Unaddressed by this

RCT, there now needs to be a concerted programme of research to investigate the

effectiveness of specific treatment programmes with certain children. It is imperative,

however, that the necessary studies do more to avoid the methodological

weaknesses apparent in the research reviewed in Chapter Two. Ideally, further trials

should be conducted which are:

• Large-scale and therefore address the issue of statistical power to detect

treatment effects.

264



• Scientifically rigorous enough to stand up to the scrutiny of a wide research

community and capable of measuring up against the standards that are being

applied to studies in all areas of health services research.

• Designed to allow longer term follow-up.

• Designed for defined clinical populations with clear inclusion and exclusion

criteria.

• Generalisable and directly applicable to real life pie-school settings.

Another explanation for the lack of effectiveness of the SLT as it existed in this

trial is that the provision was effective but that the wrong outcome measures were

used, failing to highlight important differences which may have existed between the

Therapy Now and Therapy Later groups at the end of the trial. Indeed, the necessity

of employing a range of outcome measures was discussed in Chapter Eight. While

the range of outcome measures in this study encompassed linguistic, behavioural

and psychosocial aspects of functioning and demonstrated few differences between

the randomised groups, it can be argued that future research should pay close

attention to this question of outcome measures and ensure that those selected are

likely to reflect meaningful dimensions of communication ability.

A crucial feature of the design of this trial was the use of a control group to

account for maturational improvements. Without such a group, the results might

have been interpreted as providing evidence of the effectiveness of the provision in

bringing about clinical change, as the treated children did make gains in virtually all

areas of their speech and language. Thus, an important question arising out of this

trial is that of the future use of control groups. Is it now ethical to withhold treatment

from children whose spontaneous progress is in some doubt? If this is the case, what

would be the nature of control groups which could be ethically employed? On the

one hand, the findings of the study suggested that the difficulties of many children

allocated to Therapy Later did not resolve and that treating them might have made a
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clinical, if not a statistically significant difference, to their outcome. Also, the fact that

the Therapy Now children made superior progress on all but one of the outcome

measures selected, even if it did not reach statistical significance, might add weight

to the argument that children can no longer be allocated to control groups where

they would be denied access to treatment. Likewise, the vast majority of parents

whose children received SLT intervention found it acceptable and may have been

indirect beneficiaries of the treatment as they felt 'something was being done'. In this

case, the type of standard provision as it was employed in this trial could now serve

as a control, in order to gauge what could be achieved above and beyond it.

On the other hand, some children who remained in the 'watchful waiting'

group for the 12 month period fared well. As a group there was no evidence that they

got worse and the 'watchful waiting' strategy was one which was acceptable to some

parents. The dilemma about whether children should now be made to wait for

treatment is bound up with the dearth of predictive information about which children

will make spontaneous improvement and would not therefore be unduly

disadvantaged by a period of monitoring. However, in view of the lack of evidence to

show that SLT as it was provided in this trial did have an impact, it does not seem

unethical or unreasonable in theory to continue with the use of control groups. In the

light of the new knowledge gained from this study, certain provisos might need to be

applied, for example, that parents be in full acceptance of a waiting strategy, that

waiting times are limited to the periods that children might ordinarily be expected to

wait for treatment and that treatment periods begin immediately after the end of the

waiting period. Obviously, different ethical considerations might apply to different

studies depending on factors such as the intended population in terms of age,

severity and presence of other difficulties, the timing of therapy in intervention and

control groups and the availability of treatment programmes outside trials. Such an

issue is clearly worthy of continued debate and may benefit from being linked to the

incorporation of participants' preferences into randomised controlled trials (Pocock,
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1983). As already suggested, if the use of control groups in SLT did prove to be

ethically contentious, research could continue into the relative effectiveness of

treatment programmes. As Chapter Two indicated, there was limited valid

information in this area, where direct comparison of specific interventions was made

between comparable groups of children.

A vital aspect of future research in pre-school SLT must be the longer term

follow-up of research participants. With the exception of the prospective studies

discussed in Chapter Two, more long term investigations of children identified as

having early difficulties have rarely been undertaken. There is an urgent need for the

information that this distant perspective on the children would supply. Long term

follow-up studies would permit assessment of the stability of the communication

profiles across time to be made and evaluate to what extent these had been affected

by treatment received and the timing of any intervention. The wider cohort of children

referred to SLT during the course of this trial, including both those who were

randomised and those excluded on some or all of the entry criteria, are candidates

for longer-term follow-up and it is anticipated that a proposal will be formulated to

secure further funding to do this.

9.3.2 Social research methods in speech and language therapy

In this study, the combinative strategy of a randomised controlled trial, survey

methodology and qualitative in-depth interviewing has produced a full account of

both the effectiveness and the acceptability of a service, with data from different

sources adding to the validity and interpretability of the findings. While the further

undertaking of service evaluation is now crucial, studies should also seek to take into

account the perceptions and opinions of those using the service. As Barnes McGuire

eta!. (1997) point out:

"...the complexity of children's lives call for imaginative approaches to
research...Traditional RCT of treatments for specific disorders are crucial,
but only in conjunction with research that addresses the experiences of
children and families in systems of care." (p. 94).
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This study highlights the need for much more acceptance and practice of the

methods of social research, such as surveys and qualitative interviewing, in SLT.

The very area that SLT addresses - communication and communication impairments

- take place in social contexts. Therefore, the social meanings of these cannot be

ignored. In evaluating SLT interventions, attention should be paid to socially

determined phenomena, such as the experiences, behaviours, beliefs and attitudes

of research participants and their carers. As this study has shown, these can wield a

powerful influence over what happens in the course of the research itself and the

conclusions that can be drawn. Such an approach would also be relevant and

applicable to fields in SLT other than pre-school intervention.

As Chapter Two showed, in pre-school SLT itself very little work of this nature

has been conducted to date. Thus more research needs to be done to investigate

the social issues and perspectives which pertain to interventions offered. Out of this

study also an array of topics for further exploration emerged. These include:

. The wider health beliefs of parents and the influence of these on their attitudes to

intervention for their children and the acceptability of interventions offered.

• Parental concepts of outcome and how these can be incorporated into the

evaluation of SLT services.

• How research is socially construed by participants and carers.

• The perspective of children treated for speech and language difficulties. In this

study, talking to pre-schoolers about their perceptions of the SLT services they

received was not feasible and such an investigation would probably be possible

only with older children. Research of this nature would probably require

considerable investment of time and resources, in order to ascertain the optimal

methods for eliciting verbal information from children experiencing speech and

language difficulties in later childhood and adolescence. However, the

commitment being shown in health services research to giving a voice to service
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users should mean that children, too, are enabled to provide their experiences of

living with speech and language impairments and the interventions they receive.

Issues such as these could most easily be explored using qualitative methods

such as in-depth interviewing. However, exploratory work of this kind which seeks to

elucidate and describe concepts, to show how personal and social factors relate to

each other and to define the range of experiences and attitudes, can then be used

for wider purposes. For example, the findings of interviews can be translated into

generic surveys which could help to build up large pictures of patients', parents' and

other carers' views about SLT. More specific surveys could also be developed for

use among parents and carers involved in other SLT interventions and situations,

such as those undergoing infant intervention programmes, parents' language

facilitation groups and children's group interventions.

Similarly, scaling has come to be regarded as an important part of social

survey research and is worthy of fuller consideration in SLT. The resources

necessary to develop scales should not be underestimated and can only be justified

in the absence of other ready-to-use measures. However, as few such measures

exist in SLT, new scales could be usefully developed and validated as ways of

measuring attitudes to impairments and to interventions. Nor would their use be

restricted to research, as scales could then be used for clinical and audit purposes,

for example, using parental responses to scales to construct individual treatment

packages and as an outcome measure, comparing attitudes to therapy pre- and

post-treatment, as a measure of the social effects of communication difficulties pre-

and post-treatment and the impact of treatment on social functioning.

In summary, there appears to be a convincing argument for the place of

social research methods in SLT, in terms of both clinical practice and research. All of

the above would serve to increase the research profile and evidence base of SLT.

But also, by building a bank of information about the views and perspectives of
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parents involved in the different interventions on offer, those interventions could be

made more responsive, inclusive and much more likely to be taken up. Also, the

collection and collation of evidence of acceptability could prove useful in promoting

the service and be a powerful weapon in the competition for continued funding.

9.4 The contribution of the study

The study has shown that it is possible to undertake one form of research,

namely the RCT, and within the framework it creates, to employ other research

methods to construct a comprehensive picture of the effectiveness of a service from

the point of view of provider and consumer. The RCT has been the largest

conducted within the UK and has provided answers to questions that purchasers of

health care services had been asking for some time. Its contribution also comes in

the form of further research questions which need addressing by pre-school SLT.

Similarly, the exploration of the acceptability of early SLT intervention using

both survey and qualitative formats had not been previously attempted. These

strands of the research have contributed to the development of a framework of

issues with which parents of pre-school children were concerned and has suggested

ways in which these can be taken up by practising speech and language therapists

and researchers alike.

9.5 Evaluation, evidence and evolution

At the beginning of Chapter One, an account was given of the pressures

exerted by contemporary trends upon speech and language therapists. The first of

these trends was the increasing demand for therapy provision from communication-

impaired populations and their advocates. Recent research has documented how

therapy services have expanded and are in greater demand than ever (Mays and

Pope, 1997). The second was the advent of evidence-based health care. This is,

arguably, the furthest reaching initiative in the NHS in its entire history and has
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already been responsible for creating a climate where research in all aspects of

health services, including health care professions like SLT, is regarded as a

necessity. In some ways, it has acted as a counter-balance to the weight of growing

public demand for health care interventions, by encouraging the evaluation of those

interventions and services and dissemination of the findings to inform clinical

practice.

This study has been part, therefore, of the movement towards the

development of an 'evidence-base' in SLT. By evaluating this form of pre-school

provision which has come to consume a large proportion of SLT resources, evidence

has been gained about the effects of intervention and 'watchful waiting'. This

knowledge, in turn, should allow the profession to evolve and to help more effectively

those it serves. The study has also reflected other ideological drives underway in the

NHS, namely, the systematic investigation of the views of those who use health care

services and the so-called 'narrative based medicine' (Greenhalgh, 1999). By setting

out to explore the views and perspectives of parents involved in SLT, evidence of the

strengths and weaknesses of early SLT intervention as it was delivered in this trial

has become available. This, again, should permit SLT to make its service more

acceptable to those who use it and more able to promote the aims of treatment

consensus and shared clinical decision-making, which are both increasingly aspired

to within the NHS.

What, then, do these new possibilities mean for pre-school SLT services?

Certainly, the study points to the need for SLT to confront a number of clinical and

research issues if evolution in the services it provides is to become possible. The first

of these is the possibility that for some children the provision it offers may not be

effective and that it might need to discontinue its involvement altogether with such

children or to develop alternative ways of working with them. The second issue is the

intensity of therapy. There is a danger that high referral rates and huge caseloads as

well as increasing expectations may have resulted in the dilution of clinical
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effectiveness and acceptability of SLT services. Resources spread to ensure

coverage of all referred to the service may have created a situation where it appears

that the service cannot make a difference to those who could potentially derive

benefit. Thus further rigorous research is clearly warranted to identify if specific

interventions can be effective with specific groups of children. Also, the outcome

measures employed must be capable of demonstrating benefit if it has occurred.

Thus, the results of this study and the research which should follow present an

opportunity to fundamentally alter the current situation of pre-school SLT. It is of the

utmost importance that pre-school SLT now addresses itself to the necessary

evolution of its services as, to paraphrase Cochrane, one of the original proponents

of evidence-based health care, "There is a whole rational pie-school speech and

language therapy service to gain".
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THERAPY
NOW

SPEECH & LANGUAGE THERAPY EFFECTIVENESS
WITH PRE-.SCHOOL CHILDREN

PARENT/CARER QUESTIONNAIRE

The purpose of this questionnaire is to find out what you think about your involvement with Speech & Language
Therapy, to help us improve our service. Please help us by filling in as much of the questionnaire as you can.

All the information you give us will be completely confidential.

ABOUT YOUR SPEECH & LANGUAGE THERAPY APPOINTMENTS
Please tick one box only

Was the place where you were seen by the Speech & Language Therapist
Convenient	 [ ]
Inconvenient	 [ J
No particular view	 [ ]
Don't know	 [ ]

Please tick one box only
2	 Was the time of the appointments you had with the Speech & Language Therapist

Convenient	 [ ]
Inconvenient
No particular view	 [ ]
Don't know	 1 1

Please tick one box only
3	 Was the length of the appointments you had with the Speech & Language Therapist

Toolong	 [ I
About right	 [ ]
Too short	 E

No particular view	 [
Don't know	 1 1

Please tick one box only
4	 Was the gap between appointments with the Speech & Language Therapist

Too long	 [ I

About right	 [ I

Too short	 [ I

No particular view	 [
Don't know	 1 1

Please tick one box only
Was the total number of appointments you had with the Speech & Language Therapist

Too many	 [ I

About right	 [
Too few	 [
No particular view	 [
Don't know	 [

Please turn over
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Please use this space to make any other comments about your appointments

ABOUT INFORMATION GIVEN TO YOU
Please tick one box only

7	 Was the explanation of the Speech & Language Therapy project you were given at the
beginning

Difficult to understand
Easy to understand
Neither of these
Don't know
Unable to remember

Please tick one box only
8	 Was the Parent Information Sheet given to you at the beginning of your involvement in the

project
Very helpful	 [ )
Helpful	 [ ]
Unhelpful	 [ I
Very unhelpful	 [ ]
Don't know	 [
Unable to remember [ ]

Please tick one box only
9	 Was the Speech & Language Therapist's explanation of your child's difficulty••

Very helpful	 [ ]
Helpful	 E I
Unhelpful	 [ ]
Very unhelpful	 [ ]
Don't know	 1 1

Please tick one box only
10	 Was the advice you were given by the Speech & Language Therapist e.g. which games/activities to try,

correcting your child's speech etc. 	 Very helpful	 [ ]
Helpful	 [ I
Unhelpful	 [ 1
Very unhelpful	 I I
Don't know	 [

Please tick one box only
11	 Were you able to use the advice you were given?

Yes - I was able to use it a lot	 [ I
Yes - I was able to use it sometimes	 [ ]
No -, wasn't able to use it at all 	 [ I
Don't know	 [ I

12	 Please use this space to make any other comments about the information and advice you were given.
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ABOUT WAITING FOR SPEECH & LANGUAGE THERAPY

Please tick one box only
13	 Was the waiting time between the referral of your child to Speech & Language Therapy and

your first appointment
Too long	 [ I

About right	 [ ]
Too short	 [
No particular view	 [ I

Don't know	 [ ]

ABOUT THE SERVICE
Please tick one box only

14	 Was your contact with the Speech & Language Therapist
Organised	 [
Disorganised	 [
Neither of these	 [ I

•	 Don't know	 [ ]

Please tick one box only
15	 Was the continuity of your contact with the Speech & Language Therapist

Very good	 [ ]
Good	 (]
Fair	 E ]

•	 Poor	 []
Don't know	 [ I

Please tick one box only
16	 How would you rate the overall quality of the service you received?

Very good	 [ ]
Good	 •	 []
Fair	 [ ]
Poor	 •[
Don'tknow	 [ J

17	 Please tell us about anything you were particularly happy with

18	 Please tell us about anything you were particularly unhappy with

Please turn over
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19	 Please use this space to make any other comments about the Speech & Language Therapy
service you received

ABOUT YOUR SPEECH & LANGUAGE THERAPIST

Please tick as many boxes as apply
20	 How did the Speech & Language Therapist you have seen make you feel?

Made me feel better about my child
Made me feel better about my child's difficulty	 [ J
Made me feel better about myself
Did not make me feel better about my child	 [
Did not make me feel better about my child's difficulty [
Did not make me feel better about myself 	 [
Don't know

Please tick one box only
21	 Was the Speech & Language Therapist's understanding of your child's difficulty

Very good
Good
Fair	 [
Poor	 [
Don't know	 1 1

Please tick one box only
22	 How would you rate the quality of the relationship between your child and the Speech &

Language Therapist?
Very good
Good	 [
Fair
Poor
Don't know	 F 1

Please tick one box only
23	 How would you rate the quality of the relationship between you and the Speech & Language

Therapist?
Very good	 [
Good	 [ I
Fair	 [
Poor	 [
Don't know	 F 1
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24	 What do you feel the Speech & Language Therapist has done?

ABOUT COPING WITH YOUR CHILD'S SPEECH AND LANGUAGE DIFFICULTIES

Please tick one box only
25	 During the past 12 months how has your child coped with relating to other people e.g. family

members, friends?
Coped very well
Coped quite well 	 [
Just about coped
Not coped at all
Don't know

Please tick one box only
25	 In the area of your child's relating to others have there been any changes occurring in the last 12

months?
Yes - mainly positive changes } 	 go to
Yes - mainly negative changes }	 question 27 [

No changes	 }	 goto	 [
Don't know	 }	 question 28

27	 If you answered YES to question 26 please describe the changes that have happened in your child's
relating to others

Please tick one box only
28	 During the past 12 months how have family members and friends coped with your child's speech and

language difficulty?
Coped very well
Coped quite well	 [
Just about coped	 [
Not coped at all 	 [
Don't know	 [

Please turn over
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P/ease tick one box only
29
	

Have changes occurred in your family members' and friends' response to your child in the last 12
months?

Yes - mainly positive changes } 	 goto	 [
Yes - mainly negative changes }

	
question 30 [

No changes	 goto	 I I
Don't know	 question 31	 I I

30
	

If you answered YES to question 29 please describe the changes which have happened in the
response of others to your child

ABOUT YOUR CHILD NOW

Please tick one box only
31	 Has your child's difficulty changed over the past 12 months?

It has improvedalot	 [ I
It has improveda bit
It has stayedthe same
Ithasgotabitworse I I
It has got a lot worse [ I
Don't know	 [

Please tick one box only
32	 What sort of effect has the change or lack of change in your child's difficulty had on him/her?

Al! good effects	 [
Mainly good effects	 [
Mixed good and bad effects 	 [
Mainly bad effects
All bad effects	 [
Don't know	 [

Please tick one box only
33	 To what extent do you think that the change or lack of change in your child's difficulty has been

due to the Speech & Language Therapy service you have received in the last 12 months?
Completely due to Speech & Language Therapy service 	 [ I
Mainly due to Speech & Language Therapy service 	 [ I
Partly due to Speech & Language Therapy service 	 [ I
Not at all due to Speech & Language Therapy service	 [ I
Don't know	 I I
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34	 Please rate the following statements about Speech 	 & Language	 Therapy in the boxes provided.

Please tick one box only for each statement

	

Strongly Agree	 Don't	 Disagree Strongly

	

Agree	 Know	 Disagree

You worry more about your child's difficulty with
talking if you're having Speech Therapy for it.	 [ ]	 [ ]	 [ ]	 I ]

Speech Therapy is a waste of time because it
doesn't deal with your child's talking difficulty. 	 [ I	 [ I	 I ]	 I I	 I

Your child's talking difficulty would get worse if
you weren't having any Speech Therapy for it. 	 [ I	 I I	 I I	 I ]	 [ I

Children often grow out of early problems with
talking, so Speech Therapy isn't really necessary. 	 [ I	 [ I	 I I	 I ]	 [ I

You can tackle your child's talking difficulty better
if you're having Speech Therapy for it.	 I I	 I ]	 [ I	 [ I	 I I

If a child has difficulty talking, parents can help
their child much better than a Speech Therapist
can,	 [1	 [1	 1]	 [1	 [1

Speech Therapy doesn't really explain about your
child's talking difficulty.	 I I	 I I	 E I	 I ]	 I I

If you think that your child does have a problem
with talking, it's good that the Speech Therapist
can tell you if you're right. 	 I I	 1 1	 II	 I I	 I 1

Your child's talking problem seems a lot worse if
you have to have Speech Therapy for it. 	 [ ]	 1 1.	 1 1	 E I	 I 1

It's up to the Speech Therapist, not the parents,
to help their child with talking. 	 [ I	 [ ]	 [ 1	 I I	 [ I

You have a better idea of what helps your child
by having Speech Therapy.	 [ ]	 [ I	 [ I	 I I	 E I

Having the Speech Therapist to talk to about your
child's difficulty is helpful. 	 I I	 E ]	 I I	 E 1	 1 1

Please turn over
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Please tick one box only
35	 How would you rate the therapy you received in terms of ideas for games and activities you

were given to try out at home?
Very good
Good	 [
Fair	

E

Poor	 [
Don't know	 [

Please tick one box only
36	 How would you rate the therapy you received in terms of strategies you were given to help

your child's speech & language difficulties at home?
Very good
Good	 [
Fair	 [
Poor
Don't know	 1 1

37	 Please use this space to describe what has changed or not changed in your child's speech and
language

38	 Please use this space to tell us anything else about what your child's difficulty is like now

Please tick one box only
39	 How do you feel about your child's progress in speech and language in the future?

Feel he/she will need a lot more help in the future 	 [
Feel he/she will need some help in the future
Feel he/she will probably not need help in the future 	 [
Feel he/she will definitely not need help in the future 	 [
Don't know	 r i

THANK YOU VERY MUCH FOR TAKING TIME TO FILL IN THIS QUESTIONNAIRE AND FOR ALL
YOUR CO-OPERATION AND SUPPORT WHILE YOUR CHILD HAS BEEN INVOLVED IN THE

STEP PROJECT.
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LATER

SPEECH & LANGUAGE THERAPY EFFECTIVENESS
WITH PRE-SCHOOL CHILDREN

PARENT/CARER QUESTIONNAIRE

The purpose of this questionnaire is to find out what you think about your involvement with Speech & Language
Therapy, to help us improve our service. Please help us by filling in as much of the questionnaire as you can.

All the information you give us will be completely confidential.

ABOUT YOUR SPEECH & LANGUAGE THERAPY APPOINTMENTS
Please tick one box only

Was the place where you were seen by the Speech & Language Therapist
Convenient	 [ I
Inconvenient	 [ I
No particular view	 [
Don't know

Please tick one box only
2	 Was the time of the appointments you had with the Speech & Language Therapist

Convenient
Inconvenient	 [ I
No particular view
Don't know	 F 1

Please tick one box only
3	 Was the length of the appointments you had with the Speech & Language Therapist

Too long	 [ I
About right
Too short
No particular view	 [
Don't know	 1 1

Please tick one box only
Was the gap between appointments with the Speech & Language Therapist

Too long	 1
About right
Too short
No particular view	 [
Don't know	 1 1

Please tick one box only
Was the total number of appointments you had with the Speech & Language Therapist

Too many	 [
About right	 [
Too few	 [
No particular view	 [
Don't know	 [

Please turn over
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6	 Please use this space to make any other comments about your appointments

ABOUT INFORMATION GIVEN TO YOU
Please tick one box only

7	 Was the explanation of the Speech & Language Therapy project you were given at the
beginning

Difficult to understand [
Easy to understand	 [ I
Neither of these
Don't know	 [ I

Unable to remember [ I

Please tick one box only
8	 Was the Parent Information Sheet given to you at the beginning of your involvement in the

project
Very helpful	 [
Helpful	 [
Unhelpful
Very unhelpful	 [
Don't know	 I

Unable to remember [

Please tick one box only
9	 Was the Speech & Language Therapist's explanation of your child's difficulty

Very helpful	 [
Helpful	 [
Unhelpful	 [ I

Very unhelpful	 [
Don't know	 [

Please tick one box only
10	 Was the advice you were given by the Speech & Language Therapist e.g. which games/activities to try,

correcting your child's speech etc.
Very helpful	 [
Helpful
Unhelpful
Very unhelpful	 [
Don't know	 [

Please tick one box only
11	 Were you able to use the advice you were given?

Yes - I was able to use it a lot
Yes - I was able to use it sometimes	 [
No -1 wasn't able to use it at all 	 [ I
Don't know

12	 Please use this space to make any other comments about the information and advice you were given.
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ABOUT WAITING FOR SPEECH & LANGUAGE THERAPY

Please tick one box only
13	 Was the waiting time between the referral of your child to Speech & Language Therapy and

your first appointment
Too long
About right
Too short
No particular view
Don't know

14	 How do you feel about having waited for Speech & Language Therapy for 12 months?

15	 What do you feel have been the effects of waiting?

16	 Please use this space to make any other comments about waiting.

Please turn over
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ABOUT THE SERVICE

Please tick one box only
17
	

Was your contact with the Speech & Language Therapist
Organised
Disorganised
Neither of these
Don't know	 [

Please tick one box only
18	 How would you rate the overall quality of the service you received?

Very good
Good	 []
Fair	 [
Poor	 [
Don't know

19
	

Please tell us about anything you were particularly happy with

20
	

Please tell us about anything you were particularly unhappy with

21
	

Please use this space to make any other comments about the Speech & Language Therapy
service you received

ABOUT YOUR SPEECH & LANGUAGE THERAPIST
Please tick as many box

22	 How did the Speech & Language Therapist you have seen make you feel?
Made me feel better about my child
Made me feel better about my child's difficulty
Made me feel better about myself
Did not make me feel better about my child
Did not make me feel better about my child's difficulty
Did not make me feel better about myself
Don't know

4

as apply
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Please tick one box only
23	 Was the Speech & Language Therapist's understanding of your child's difficulty

Very good
Good	 [
Fair
Poor	 []
Don't know	 [

Please tick one box only
24	 How would you rate the quality of the relationship between your child and the Speech &

Language Therapist?
Very good
Good	 [1
Fair	 [
Poor	 [
Don't know

Please tick one box only
25	 How would you rate the quality of the relationship between you and the Speech & Language

Therapist?
Very good
Good	 [
Fair
Poor
Don't know

26	 What do you feel the Speech & Language Therapist has done?

ABOUT COPING WITH YOUR CHILD'S SPEECH AND LANGUAGE DIFFICULTIES

Please tick one box only
27	 During the past 12 months how has your child coped with relating to other people e.g. family

members, friends?
Coped very well 	 [
Coped quite well 	 [
Just about coped	 [
Not coped at all	 [
Don't know	 [

Please turn over
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Please tick one box only
28	 In the area of your child's relating to others have there been any changes occurring in the last 12

months?
Yes - mainly positive changes }	 go to	 [
Yes - mainly negative changes }	 question 29 [

No changes	 }	 go to	 [
Don't know	 }	 question 30 [

29	 If you answered YES to question 28 please describe the changes that have happened in your child's
relating to others

Please tick one box only
30	 During the past 12 months how have family members and friends coped with your child's speech and

language difficulty?
Coped very well 	 [ I
Coped quite well
Just about coped	 [ I
Not coped at all	 [ I
Don't know

Please tick one box only
31	 Have changes occurred in your family members' and friends' response to your child in the last 12

months?
Yes - mainly positive changes }	 go to	 [
Yes - mainly negative changes } 	 question 32 [

No changes	 }	 go to	 [
Don't know	 }	 question 33 [

32	 If you answered YES to question 31 please describe the changes which have happened in the
response of others to your child

6
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ABOUT YOUR CHILD NOW	
Please tick one box only

33	 Has your child's difficulty changed over the past 12 months?	
It has improved a lot	 [
It has improveda bit
It has stayed the same [
It has got a bit worse [
It has got a lot worse
Don't know

Please tick one box only
34	 What sort of effect has the change or lack of change in your child's difficulty had on him/her?

All good effects
Mainly good effects 	 [
Mixed good and bad effects	 [
Mainly bad effects
Al! bad effects	 [
Don't know

Please tick one box only
35	 To what extent do you think that the change or lack of change in your child's difficulty has been

due to waiting for Speech & Language Therapy?
Completely due to waiting for Speech & Language Therapy 	 [
Mainly due to waiting for Speech & Language Therapy
Partly due to waiting for Speech & Language Therapy
Not at all due to waiting for Speech & Language Therapy 	 [ I
Don't know	 F 1

Please tick one box only
36	 What do you feel therapy could have done for your child's difficulty?

Would have helpedthe difficultyalot	 [ ].
Would have helpedthe difficultyabit 	 [
Would not have made a difference 	 [
Would have made a difference for the worse
Don't know	 [

37	 Would therapy have made you
Worry less about your child's difficulty 	 [ I
Worry neither more nor less about your child's difficulty [
Worry more about your child's difficulty
Don't know

38	 How would therapy have made you feel?

Please turn over
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39	 Please use this space to describe what has changed or not changed in your child's speech and
language

40	 Please use this space to tell us anything else about what your child's difficulty is like now

Please tick one box only
41	 How do you feel about your child's progress in speech and language in the future?

Feel he/she will need a lot more help in the future
Feel he/she will need some help in the future 	 [
Feel he/she will probably not need help in the future
Feel he/she will definitely not need help in the future	 [
Don't know	 r I

THANK YOU VERY MUCH FOR TAKING TIME TO FILL IN THIS QUESTIONNAIRE AND FOR ALL
YOUR CO-OPERATION AND SUPPORT WHILE YOUR CHILD HAS BEEN INVOLVED IN THE

STEP PROJECT.

8
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Appendix Two

Speech and Language Therapy Effectiveness
with Pre-school children

Interview Guide

Early Involvement

• What led up to referral

• Feelings about this

• Waiting time prior to initial appointment

• First Appointment

• Assessment Process

'i-' PROBE

- focus/activities/explanations of these

- time

- information/forms

- explanations

- advice

- feelings

• Any other comments?

• Pre-conceptions about SLT

• Any other family member had SLT?

Child's Talking/Communication

• Child's talking/communication at that time

• Feelings

P ROBE

- worries regarding nursery, school

- if so, why?

• Comparison of child

- with sibling(s)
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- with other children

• Coping with difficulties

- parent strategies

- child strategies

• Ideas regarding cause

• Ideas about causes generally

Involvement in the Study

• Randomisation

- Feelings about group at the time

- Feelings about group now

- Liked/disliked

- (why did you want to change? What has happened since you changed? What would

have child been like if not changed?)

- feelings of child's other parent

• What's happened

- Effects of group

- Why?

• Consequences of being in group

PROBE for DISSATISFACTION

- What has being in )(X group been like

- What would being in XX group have been like

- Advantages/disadvantages of both groups

• ROle/responsibility of S&LT

• 'Stigma'

- Having a communication difficulty

- Having therapy

• Child's talking/communication now

• Reassessments
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- Effects

- Feelings

- Gap between re-assessments

- Feelings about re-assessments not being built in

- Feedback from assessments -received?/feelings about this

- any other comments?/practicalities

• Involvement in a 'research' project?

The Future

• What will happen

• What would like to happen

• Coping with the future

• SLT taking place now

• Concerns/feelings about SLT provision in the future

What to tell others?

Other issues

• Comments, suggestions

• Particularly want to tell us about

• Questions
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Appendix Three

Putting the interviews into context:
Summaries of the families involved in the interviews

The purposes of the summaries about the families involved in the interviews

are:

• To give information about the child - age and level of difficulty at the end of his/her

involvement in the randomised controlled trial (RCT).

• To give information about the experience of the family in the RCT - Therapy Now,

Therapy Later or Changed Arm.

• To give information about how the child's siblings had developed/were developing

speech/language.

• To give information about the family's current stance towards the child's

communication status and any therapy received.

• To give information about any previous knowledge of SLT on the part of the parent.

• To give information to locate parents on a socio-economic scale.

• To give information on whole family composition and the child's birth order.

These are areas which contribute towards an understanding of the parents'

backgrounds and the factors which may have influenced their views and perceptions.

Interview One - Sally

The child referred to in this interview had been on the Therapy Later arm of the

trial. At the end of involvement in the ROT, the child was 4 years old and was still

experiencing significant speech problems, which continued to affect intelligibility. The

child's family was very aware of the difficulties being experienced by the child and felt

that there had not been much improvement during the 12 months. The mother felt that

early therapy would have been helpful. The family composition was mother, father,

elder sibling and child. The elder sibling had experienced no speech/language

difficulties at all. Both parents worked, with their employment being at the
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skilled/technical level. The child's mother had had some prior knowledge of SLT in her

employment.

Interview Two - Amy

The child here had been on the Therapy Now arm of the trial. At the end of

involvement in the ROT, the child was 4 years, 4 months and was still experiencing

some speech problems. The child's family accepted that the child still needed to

improve but the mother felt that therapy had helped a lot. The family was made up of

mother, father, child and younger sibling. The younger sibling was not experiencing

any speech/language difficulties at all. Both parents worked, with their category of

employment being unskilled/manual. There had been some prior experience of SLT

within the wider family.

Interview Three - Caroline

This child had been on the Therapy Now arm of the trial. At the end of ROT

involvement the child was 3 years, 3 months and was still experiencing both speech

and language difficulties. The child's mother still felt that the child had significant

difficulties and that the progress the child had made over the 12 months had not been

due to therapy at all. This parent's attitude towards therapy was that she "couldn't see

the point" of it. The family was made up of the mother and two children, with a friend

of the mother living with the family. The child's elder sibling hadn't had any

speech/language difficulties. The mother worked and category of employment was

skilled/technical. She had no prior experience of SLT.

Interview Four - Linda

The child referred to here had been on the Therapy Later arm originally, but

had changed arm, at the request of the mother at the 6 month point. At the end of

involvement in the ROT, the child was 3 years, 7 months and was still experiencing

speech/language difficulties, which were recognised by the family. The mother felt that
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progress achieved would have not been as much without therapy. The family

comprised the mother, father and two children. The child's elder sibling had had no

problems with talking. Both parents worked - the mother's category of employment

was skilled/technical while the father's was unskilled/manual. There was no prior

experience of SLT.

Interview Five - Bernadette and Ross

This was the first opportunity to interview a father along with a mother. The

mother, in this case, had wanted her husband to be present for the interview because

he had been involved in taking the child to assessment sessions as well. The child

here had been on the Therapy Later arm and at the end of ROT involvement was 4

years, 6 months and had no remaining speech or language difficulties. Both parents

were pleased with the progress the child had made without therapy and said that they

had never been particularly worried. The family was made up of the mother, father,

two older siblings and the child. One older sibling had experienced speech difficulties

and the mother had taken this child to SLT. Both parents were working - mother's

category of employment was unskilled/manual while the father's was professional.

Interview Six - Emma

The child referred to in this interview had been on the Therapy Later arm. At

the end of RCT involvement, the child was 3 years, 3 months and still had some

speech and language difficulties, which were acknowledged by the family. The mother

felt that waiting had given the child chance to develop without therapy, and that

progress had been made, but conceded that she didn't think that the child could have

coped with earlier intervention. She was very happy at that point that intensive therapy

was underway. The family composition was the mother, father and two children. The

child's younger sibling was on the point of being referred to SLT for language delay,

which was not a worry for the mother. Both parents worked and the category of
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employment was skilled/technical. Prior experience of SLT had occurred, with one of

the parents having attended as a child but little about this was actually recalled.

Interview Seven - Sandra

The child referred to in this interview had been on the Therapy Now arm of the

trial. At the end of ROT involvement, the child was 4 years of age and at the time of

the interview had actually started school. The child was still experiencing some

speech difficulties, although the child's mother did not see this as a problem. This

mother had not wanted the child to be referred to SLT and had been disappointed

when she had been randomised to receive treatment. She had attended therapy for a

while but decided to drop out because it was a "waste of time". The family composition

was the mother, father, one elder sibling, the child and one younger sibling. The elder

sibling had experienced no talking difficulties early on and the younger sibling was

developing well. The mother did not work but the father's level of employment was

professional. There had been no prior experiences of SLT.

Interview Eight - Selina

The child referred to here had been on the Therapy Now arm. At the end of

involvement in the ROT, the child was 3 years, 3 months and was still experiencing

delay in speech and language, which the family recognised. The mother felt that the

child wouldn't have improved as much without therapy. The family was made up of the

mother, father, the child and one younger sibling, whose speech/language

development had so far given no cause for concern. Both parents are unemployed

and both had had personal experience of SLT when younger. But as the mother

pointed out, the therapy received by the child had been different from that she had

received. (The mother's therapy had taken place when she was older and had

focused on speech sound work).
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Interview Nine - Carol

The child referred to here had been on the Therapy Later arm and at the end

of RCT involvement was 3 years, 9 months old. The child was still experiencing

significant speech problems, which the family acknowledged. The mother was happy

that intensive therapy was now going ahead although she felt that the child had made

progress without it. She felt that earlier on the child may not have been able to cope

with the demands of therapy. The family was made up of the mother, father and two

children. The child's elder sibling had had no difficulties in learning to talk. The mother

worked on a very part-time basis in an unskilled/manual job, while the father's

employment was skilled/technical. There had been no prior experience of SLT.

Interview Ten - Fiona

The child referred to in this interview had been on the Therapy Later arm of the

trial but the mother, after a few weeks of waiting only, had wanted to change arm. At

the end of involvement, the child was aged 4 years, 1 month. The child's difficulties

had almost resolved, with the exception of some discrete language and social-

interactive difficulties, which the parents were aware of. The mother feels that the

child would not have made as much progress without therapy and would not have

been prepared to wait for therapy any longer than she did. The family was made up of

the mother, father, child and a younger sibling, who was still a very young baby. The

mother was not working and the father's category of employment was professional.

There had been no prior experience of SLT.

Interview Eleven - Patricia

The child referred to here had come into the trial on the Therapy Now arm. At

the end of involvement, the child was 4 years, 3 months and had been at school for

about 2% months. The child's speech/language difficulties were on the way to

resolving, although the parents were not concerned about the progress still needing to

be made. The mother was positive about the therapy that her child had received and
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had also attended therapy for her two older children, whose speech/language

outcomes had also been successful. The family comprised the mother, father, two

older siblings and the child. The mother's work was part-time and unskilled/manual

and father's employment being skilled/technical.

Interview Twelve - Hayley

The child referred to here had originally come into the Therapy Later group but

the mother had wanted to change arm at the 6 month point, possibly after nursery had

applied some pressure for her to do so. The child was aged 3 years, 3 months at the

end of RCT involvement. The child continued to have serious delays in speech and

language, the extent of which the mother did not seem to be acknowledging. The

mother said that if the child had been making some progress she would have been

happy to continue to wait. At the 12 month point, she wasn't sure how much therapy

had actually helped but was set to continue her attendance with the child. The family

consisted solely of the mother and the child - there were no siblings. The mother was

not working at the time of the interview. There had been some prior experience of SLT

in the wider family.

Interview Thirteen - Andrea

The child referred to in this interview had been on the Therapy Later arm of the

trial. At the end of involvement, the child was 3 years, 11 months. Early speech and

language difficulties had resolved and the family was delighted by the child's

progress. The mother had never been hugely concerned and said that she had been

happy to wait and be monitored. The family consisted of the mother, father and chiid -

there were no siblings. The employment category of both parents was

skilled/technical. There had been no prior experience of SLT.
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Interview Fourteen - Jacky and Gary

This was the second interview which gave the opportunity to interview a father

and a mother. The child had originally been on the Therapy Later arm but had

changed arm at the instigation of the parents before the 6 month point. At the end of

the trial involvement, the child was aged 4 years, 5 months and speech/language

difficulties appeared to be resolving. This is what the parents felt as well, although

they were very pleased that they had opted to change and put a lot of the child's

progress down to therapy. The family was made up of mother, father, child and one

younger sibling, who isn't experiencing any talking difficulties. The mother didn't work

and father's level of employment was professional. They had no prior knowledge of

SLT.

Interview Fifteen - Marianne

This child had originally been randomised to Therapy Later but the mother had

wanted to change arm at the 6 month point. At the end of involvement the child was 3

years, 11 months and was considered by nursery staff and the local therapist to be

specifically language impaired and likely to attend a language unit. The mother

seemed to appreciate that the child still had a lot of problems but may not have been

aware of the long-term implications of the disorder. She felt that therapy had helped

the child and was glad that she had decided to swap. The family was made up of the

mother, child and one younger sibling, who was learning to talk normally. It appeared

that the mother's partner was living with the family at the time although this was not

always the case. The mother did not work and the partner's employment was at the

unskilled/manual level. There had been no prior experience of SLT.

Interview Sixteen - Dorothy

The child had originally been randomised to the Therapy Now arm of the trial.

At the end of the involvement in the trial the child was 4 years, I month and was still

experiencing speech and language delay, which made the child difficult to understand.
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The mother felt that the child still needed to improve a great deal, but did not think that

Speech Therapy had done very much for the child's problems. The family was made

up of the mother, three older siblings and the child. All the other children had learned

to talk without problems although one child had been seen for an assessment at

school-age. The mother was not in employment.
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