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The following is a collection of articles, FAQs and a Dear Sue on the topic of bilingualism from previous editions of the Lidcombe News. I have organized them in the following order: 

1. Articles

2.  FAQs

3.  Dear Sue

1. Articles

a) From Edition 5. September, 1999, pages 5-6. By Fiona Richard.
Fiona Richard, Senior Speech and Language Therapist, writes about her experiences working with a bilingual population in Tower Hamlets, East London.

WORKING WITH BILINGUAL FAMILIES IN TOWER HAMLETS

T

wo years ago I was offered a position working for Tower Hamlets Healthcare.  The post included four sessions to assess and treat children under eleven years of age who stammered.  As the post had been frozen for the previous two years, it involved re-establishing the service and referrals.

I brought to the post skills I had learnt from my previous positions at The University of Sydney, Stuttering Treatment and Research Clinic in Lidcombe, and from working in a private practice run by Dr Mark Onslow and Dr Michelle Lincoln.

 There are similarities between the populations of Tower Hamlets and Lidcombe.  Both are a melting pot of various social/economic groups and a variety of cultures.  The difference I have found is that while children in Tower Hamlets are bilingual their parents are often not fluent in English.  This requires that therapy be provided in their first language.

To date 60% of children referred to the stammering service have Bengali/Syhleti as their home and dominant language, 33% have English and 7% have other languages including Somali, Cantonese and Turkish.

I had experienced success in therapy when working with bilingual families in Australia. There within the clinic, therapy was typically discussed and conducted in English.  The parent would be asked to demonstrate their therapy skills in English, and then, for short periods, in their first language.  The parent would then conduct therapy in their first language at home.

Working with parents with limited or no English has provided a new challenge.

Due to the proportion of our caseload speaking Bengali, we have a team of bilingual advisors and assistants as permanent staff members.  I work one day a week with a bilingual co-worker who is fluent in English and Bengali.

Initially the co-worker observed sessions conducted with English speaking children and read a number of articles about the Lidcombe Programme.  He then began taking part in the sessions, learning with the parents how to conduct therapy.
After a number of weeks, when both the assistant and I felt that he was confident in conducting therapy in English, we began joint management of children whose home language was Bengali and whose parents’ use of English was limited.

If the child spoke English I would take a baseline in English before conducting some therapy.  The assistant would then explain and demonstrate the therapy in Bengali. Following this he would observe the parent conducting therapy and discuss this with me.  We would then give advice to the parent regarding therapy technique.  Home tasks and measurement would also be explained in Bengali.

So far the therapy has worked well with all of the families who have chosen to take part in the therapy and attend regularly.  We now have a number of children on maintenance whose parents are Bengali speaking.

Clinically some issues still need to be addressed.  Joint therapy such as this does rely strongly on an appropriately trained and skilled assistant who is consistently involved in the child’s therapy.

Trends so far indicate that joint management has resulted in slightly longer treatment times.  This needs to be investigated further.  It may be due to me being hesitant in moving clients on to further stages of therapy when not being able to talk directly to the parent.  Session times are approximately fifteen minutes longer to allow for three way conversations and therapy being conducted in both English and Bengali.

Issues regarding culturally appropriate praise and correction needed to be discussed.  Other issues such as the requirement that the parent who will conduct therapy needs to be the parent who attends the sessions has, due to cultural reasons, meant that some families have chosen not to take up the offer of therapy.

We still have some challenges to face and need to continue to evaluate the service.  In an ideal world a bilingual therapist would manage this caseload.  Careful training of an assistant has enabled children from bilingual families to access the service for stammering children. 

b) From Edition 14. September, 2002, pages 6-9. By Rosalee Shenker.
Treating Early Stuttering In Bilingual Children

Exploring some of the Issues

Rosalee C. Shenker

 The Montreal Fluency Centre

This article was adapted from a presentation that was made at the Oxford Dysfluency Conference 2002.

Language acquisition is an everyday yet magical feat of childhood.  In the preschool years, virtually all children become fully competent in at least one language.  Even more remarkable are those children who simultaneously acquire proficiency in two or more languages during the early years. It is estimated that there may be as many children who grow up learning two languages as one, and at least 50% of the world’s population is considered to be bilingual.  

Stuttering in bilingual or second language learners is not well understood.  In the past it has often been assumed that when children exposed simultaneously to two languages begin to exhibit signs of early stuttering, families should reduce input to one language in order to prevent the development of advanced stuttering.  This may not be a practical nor necessary solution to the successful treatment of early stuttering.

The diverse multicultural-multilingual nature of our Montreal population makes it a perfect setting to explore the issues related to bilingualism and stuttering.  We rarely assess a preschool age child who has not been exposed to more than one language.   In addition to the group of unilingual children who speak or have been spoken to in only one language in the home since birth, we can identify at least three categories of bilingualism.   They include:


1.  Early bilingualism (spontaneous) refers to those children who speak/have been spoken to in two or more languages in the home since birth and who continue to be spoken to in only one or both of those two languages at school/daycare.


2. Second language (consecutive) bilingualism refers to those children who speak/have been spoken to in only one language in the home since birth who are then exposed to a second language, beginning after the age of three.


3.  Bilingual + third language bilingualism (consecutive) refers to children who speak/have been spoken to in two or more languages in the home since birth but who are then exposed to another language, beginning after the age of three.

Where bilingualism and multiculturalism is concerned two treatment considerations that we are faced with include 1) making reliable and valid judgments about the presence of stuttering in a language that is not one’s own and 2) the possibility of treatment in more than one language.

Finn & Cordes (1997) raised concerns about the clinician’s ability to make accurate judgments about frequency and severity of stuttering in a language that is not their own, citing the fact that no empirical evidence exists that would indicate how well clinicians are able to perform this task.  They point out that one way of achieving more reliable judgments about the presence of stuttering may be through consensus between parent and clinician. This may be particularly useful when the second language is not one in which the clinician is familiar with and helps the clinician to make reliable judgments about the presence of stuttering in unfamiliar languages.

We have found that the Lidcombe Program is well adapted for this task.  Parents are taught to accurately identify moments of unambiguous stuttering in their children’s speech.  It is possible through observation of videotaped speaking samples and ultimately on-line, to arrive at consensus between parents and clinicians concerning agreement of unambiguous moments of stuttering.    Where children are bilingual, agreement of unambiguous stutters by consensus between the clinician and parent helps to identify stutters in a language that may be unfamiliar to the clinician.  In our practice we have found that we are able to achieve consensus in identifying unambiguous stutters in children whose home language is other than French and English.  

It is further indicated that when parents participate in therapy where children are bilingual the outcomes may be improved.  In a study done at Toronto’s Hospital for Sick Children, Waheed-Khan (1998) adapted a traditional fluency-shaping model to involve mandatory participation of a family member after it was noted that the bilingual children were not improving at the same rate of change as the unilingual children.  In her study parents attended treatment sessions, reviewed lessons with the child, modelled target-assisted speech at home, provided the clinical with culturally appropriate stimulus materials and assisted the clinician in developing a home program.  As a result, the bilingual children became more successful in achieving fluency and improved in self-correction of stutters.

The outcomes of this study, however limited, suggested that parent-based treatments such as the Lidcombe Program would be a treatment of choice for bilingual children.

There are few studies that evaluated the treatment outcomes of bilingual children; therefore little credible evidence exists to either support or refute the common practice of recommending that parents of bilingual stutterers reduce linguistic input to one language only in order to reduce stuttering. In fact, contemporary models such as the Demands and Capacities would predict that bilingual children would take longer to achieve fluency as a rationale for reducing output to one language.

  In a preliminary attempt to examine this question we compared the treatment time to Stage II (maintenance) for a group of unilingual and bilingual children who had been followed with the Lidcombe Program.   The objectives of this study were (1) to determine whether Canadian children exhibit time-to-Stage II values similar to those reported by the Australian group (Jones et al., 2000), and (2) to determine whether there was a difference between median clinical treatment hours to Stage II exhibited by a group of bilingual children and a group of monolingual children.  The group consisted of 17 bilingual children and 39 unilingual children for a total of 56.  All were being followed in Stage II, the maintenance phase of treatment.   The monolingual children were defined as those children speaking any one language and having been exposed to/spoken to in that one language in the home since birth.  This group was compared to a sample of bilingual children, defined as speaking any two languages (or more) and having been exposed to/spoken to in those two languages in the home since birth. The children ranged in age from 3; 3 – 10; 3 years.  Severity of pre-treatment stuttering ranged from mild to severe

 (1.5%SS – 33%SS).  The time from onset of stuttering to first treatment session ranged from 7-96 months.  A history of stuttering was noted for 34% of the bilingual families and 58% of the unilingual families.  There was a presence of other speech and/or language concerns noted in 23% of the bilingual children and 35% of the unilingual children.  These ranged from mild phonological concerns to expressive language difficulties and some concerns for language comprehension. 


              

  The outcome measure used was time-to-stage II, defined as the number of therapy sessions required to attain stable and consistent fluency. The criteria for progression to Stage II were stuttering 1%SS or less within clinic and 1.5%SS or less beyond the clinic for a period of no less than 3 consecutive weeks.  
The results demonstrated that the mean time-to-stage II was 11.82 clinic visits for the monolingual group, and 9.9 clinic visits for the bilingual group.  This compared favourably to the mean value of 12.5 clinic visits reported for the Australian group and as well for a similar study conducted in Britain 

(Kingston, 1999).  For this group there was not a significant difference in treatment time noted between the monolingual and bilingual Canadian children suggesting that bilingual children do not take longer to achieve stutter-free speech.  
At this time a second study is in progress that would add two more subgroups of children: 1) children who are introduced to a second language at age 4 and 2) a group of multilingual children who speak neither English nor French as a first language. 

These preliminary findings have helped us to develop recommendations for treating stuttering in bilingualism that include the following:
· We advise parents to continue to communicate in their home language 

· We caution parents to refrain from using ‘code-mixed utterances’ on input to the child

· Treatment is provided in the language of the parent who accompanies the child to the clinic.  Where both parents are present, the sessions are bilingual with 50% in each language.  It is not uncommon for the child to respond in a different language to each parent.

· Severity ratings are global ratings and reflect the child’s overall fluency

· Percentage of stuttered syllables (%SS) measures are taken in each of the languages that the child speaks

It is our experience that:

· Early stuttering in bilingual children can be successfully treated without reducing the number of languages spoken on input

· The Lidcombe Program is a successful clinical model for treatment of early stuttering in bilingual children
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c) From Edition 23.  September 2005, pages 14-16. By Corinne Moffatt.
Smooth Talking Bags by Corinne Moffatt and Tashia Pillay
Background

Tower Hamlets is a densely populated multicultural area situated in inner London. It is the second most deprived borough in the U.K.  The child population is largely bilingual with over 70 languages spoken, English and Bengali being the primary languages.

An essential component of the Lidcombe Program is for the parent(s) to do daily practice sessions at home.  This involves them selecting an activity at an appropriate language level to ensure that the child’s speech is mainly fluent so that they can use response contingent stimuli (e.g. comments on smooth talking, commenting on and asking for correction of bumpy speech).  Activities are normally demonstrated and tried within the clinic setting and ways of extending this to further activities at home are discussed with the parent(s). 

We encountered many obstacles in carrying out Lidcombe therapy in Tower Hamlets.    Being such a deprived area, many of the families had no toys or books at home, so had great difficulty in carrying out the necessary practice. Even after demonstrating activities in the clinic, families were still having difficulty in generalising this to other tasks.  Many parents seemed to lack confidence in working out how they might incorporate everyday objects or activities at home for use in smooth talking practice.  Some parents even reported that they had not done the practices as they were unsure what to use.  It seemed that even though ideas had been discussed in the clinic, these were not always being taken on board.

So, what are the Smooth Talking bags?

The smooth talking bags are based on the successful Kheli-Boli (Play-Talk) Bags devised by Sure Start in Tower Hamlets for use mainly with Bengali speaking families.  The Kheli-Boli bags are colourful bags of toys and books, which families can borrow to play with at home. Each bag has a theme, and includes a leaflet and cassette tape with suggestions about how parents can use activities with their child to encourage language development.  

Our aim was to create a similar set of bags (of toys and books) that we could lend out to families for use with the Lidcombe Program.   We hoped that this would encourage families to do practices on a more regular basis thus improving the effectiveness of therapy.

Each bag consists of an activity (toys, a book, a puzzle or picture cards) and an accompanying leaflet explaining how to do the activity at home. The leaflets explain how to encourage language at different levels. (See Picture 1)

We put a proposal forward to secure some money to trial our idea.  It was well received and we received a budget of £100 and made 37 smooth talking bags.  
How we used the smooth talking bags?

Once the appropriate language level was decided upon, therapy was demonstrated using the smooth talking bags.  Parents would then try out the activity in the clinic and take the bag home.  Depending on the families, we would at times lend out 2 smooth talking bags.
 Pros

Since starting to use the smooth talking bags in December 2003, we have found them to be of great benefit.  Practices were done on a more regular basis at home and it seems that parents may be more likely to do the activity if it is already prepared and doesn’t involve them having to find appropriate materials.  It has been noted that since using the smooth talking bags, some parents have grown in confidence in their abilities to carry out the therapy and have begun to use other activities and games during therapy practice times.  Children and parents seem more motivated and attendance at these sessions is high in relation to the stammering caseload overall.  Whilst it is not possible to attribute this entirely to the use of smooth talking bags, it is believed that this may be one factor which encourages attendance, not least because families may feel obliged to return the bag to the clinic!

As already mentioned, Tower Hamlets is a culturally diverse borough.  As therapists, we have often struggled with ways of making therapy activities appropriate for the range of the children we see.  One of the unexpected benefits of using the smooth talking bags has been the opening up of more effective discussions between clinicians and some families about ways in which they use toys and games at home.  Hopefully an increased understanding of what does and does not work well will help us in delivering our therapy in the future.  

The bags have been particularly useful for working with families when the therapy is being delivered in Bengali through a bilingual co-worker.  It enables parent, co-worker and clinician to feel very clear about exactly what needs to be practised.  The aims of the activity are first discussed with the trained co-worker and then demonstrated by the clinician in English. The co-worker continues the demonstration in Bengali, the parent can then try it out in Bengali and any modifications and discussion can follow.  Certainly, as clinicians we feel more confident that the practice will be carried out accurately with the bags than when there was not the opportunity to all work with the same activity.

The smooth talking bags were relatively inexpensive and for the most part they have been returned complete and in good condition, so little time or money has had to be spent on maintenance or replacement.  We have gradually been able to extend the range of bags and have found it useful to have duplicates to cater for the number of children needing them.

Cons

One of the clear disadvantages of the smooth talking bags is that it in many instances it may not enable children to generalise smooth talking as easily as if they were using a wide range of activities and situations in which to practice.  Also, it may hinder parents developing the skills to adapt activities and situations for smooth talking practice; they may become reliant upon being given the tasks rather than internalising some of the concepts of the therapy.  

Another disadvantage is that children may be ready to move towards unstructured activities in the programme but by that stage they have become a bit hooked on borrowing bags!  Parents may then find they are playing with these activities at home (often with demands from the child that they say smooth talking at the appropriate moment!) as well as having to do unstructured practice. However, a number of parents have been asked informally for their opinions about using the bags and they have been generally very positive; the only real negative comment being that at times they have become bored with using a particular activity when the child is still keen to do it.  This has however led to discussion as to ways to vary activities and use different materials. The range of bags remains limited and is more biased towards the younger children at the moment.

What next?
We definitely want to continue using and developing the smooth talking bags scheme.  We would like to extend the range of bags that we have, in particular to include some for the older children (5years +) whom we are seeing.  We need simple language level activities suitable for older children as well as activities that work on a higher level of language across the older age range. 

Finally, the following is a leaflet from one of the Tower Hamlets smooth talking bags-:                  

Felt Farm Set’ : Picture 1
Smooth Talking Games      :   Felt Farm Set 
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Play a game with the felt farm set. There are 2 farm scenes and lots of animals, farmers etc.
Aim: To encourage language at a 2-4 word level
You could take turns saying two things you see

e.g.  ‘cow and sheep’, ‘duck and chicken’

You could encourage your child to use sentences such as:

‘I have a…’ 

e.g.  ‘I have a cow’’

‘I see a…’ 

e.g.  ‘I see a chicken’

‘It’s a…’ 

e.g.  ‘It’s a pig’

Aim: To encourage language at a 6-10 word level
You could take turns to put items on the farm 

e.g. ‘I’m putting the horse in the barn’
OR you could give instructions to your child. 

‘Put the chicken next to the barn’

‘Put the farmer with the sheep’

After your child has practised the game, let them tell you what items to put on the farm.

Remember:  Praise your child for smooth talking!

d) From Edition 27. January 2007, pages 3-7. By Corinne Moffatt.
Providing the Lidcombe Program to an Inner-city, Multi-cultural Population

Corinne Moffatt, Specialist Speech and Language Therapist, Tower Hamlets PCT

Corinne is also a co- trainer on UK based courses offering teaching on the Lidcombe Program. Her help is invaluable, especially in the London workshops where she shares her highly specialised knowledge of using the Lidcombe Program with families where there is either no English, or the parents have English but the child doesn’t, or vice versa where the child speaks English but the parents don’t, with other therapists who are experiencing the same challenges. In the article below she shares with us her knowledge and experience, as well as the challenges that she and her colleagues have had to face while working with a multi-cultural inner -city population in London.
I am working as a dysfluency specialist in the Inner London Borough of Tower Hamlets, which has one of the highest levels of socio-economic deprivation in the UK.  The community is richly diverse in terms of culture and language and is unique in that it is home to the largest Bangladeshi population outside of Bangladesh.  Most of this group originates from Sylhet, which is a poor, rural region of Bangladesh where education is limited and levels of literacy low.  The 2001 census indicated that at least 56% of the child population in the borough are of Bangladeshi/British Bangladeshi origin. 

Providing any service to such a diverse community brings with it many challenges. The design of our whole service and the staff we employ is undertaken with the make-up of the population in mind.  We are fortunate to have the services of a bilingual advisor and a number of bilingual co-workers to support us in our work.  In terms of the stammering caseload, the current make up in terms of the home language is as follows:

English=31%

Bengali=48%

Arabic=4%

Somali=4%

Other=9%

In writing this article I hope to share with you some of the ways in which we have attempted to deliver the Lidcombe Program (LP) to children who stammer in Tower Hamlets in a way that is effective and equitable. One of the greatest challenges is in trying to adapt the way we work to make the LP accessible, whilst also ensuring that the Program and its components are maintained and delivered in the way it was designed.  I do not however profess to be an expert in using the LP with families for whom English is an additional language and believe that there is much that I still need to learn in order to increase the efficacy of the Program with this population.

One of the first challenges we face in the dysfluency service in Tower Hamlets is at the point of referral.  As we know, the LP is designed to eliminate stuttering in pre-school children.  For this to occur, we need children to be referred close to the onset of stuttering so that appropriate management decisions can be made.  In the borough we find that children are referred a considerable time after they have started to stammer and frequently at an age when in fact the LP is unlikely to be effective.  In 2003, I undertook a study with our clinical audit department to examine referral trends for dysfluency.  It showed that the mean time lag between onset and referral for English speaking children was one year, for Bengali speaking children was 1.6 years and for other languages (which made up only a very small number of patients therefore not very representative) varied between 0.4 and 2.7 years.  So, the mean time lag for all children in the borough was too long, but where English is not the first language children were waiting even longer to be referred.  In spite of attempts to try to address this issue, it is still the case that many children are being referred in the later years of primary school. 

In making a decision about when to offer the LP I am of course considering whether a child is at significant risk of persistent stammering.  In addition to this it is vital to decide whether the programme can be offered safely with regard to the families’ abilities to carry it out, and in terms of the language in which it could be offered.  

Once a child is at the point of starting therapy, there are a number of factors which I believe are important to consider before offering the Lidcombe Program to any child. This is particularly the case where the family may have little or no English and are from a culture where they have not had the opportunity to develop an understanding of what therapy might involve.

There are a number of cultural issues to be taken into account.  It is essential that the parent who comes to the clinic is the one that will do the treatment at home.  In some cultures it might be the case that the father comes to clinic but he may be unlikely to do the required activities at home with the child, as this is more likely to be the mother’s role.  This would need therefore some careful negotiating before therapy begins.  I have also found that where children are living within an extended family there is a greater likelihood that people other than the parent attending clinic may try their hand at giving verbal contingencies, so this also may need some careful monitoring!

There is the crucial issue of parental first language; whether they are able to operate in English or whether support is required.  In order for the Lidcombe Program to be safe, it has to be conducted accurately; parents must be able to understand all instructions and demonstrations and the clinician must be confident that she has observed the parent conducting therapy in the correct way and that feedback has been understood.  The information we need to convey relating to altering language levels and using verbal contingencies is potentially complex to interpret and needs to be demonstrated to the parent.  For this reason, I believe that the LP cannot be offered safely through an interpreter - unless there can be an assurance that the same interpreter attends every session and that there is time for training to occur as the program progresses. In my experience this is unlikely to happen but it may be different in other boroughs.  The ideal is to have assistance from a trained co-worker who can develop an understanding of the Program, learn to interpret instructions, to assist with demonstrating treatment and giving feedback to parents, and in collecting the within clinic speech sample and measurements.  It needs to be acknowledged that working in this way will mean that each session is longer than the usual hour as all conversations and demonstrations are three-way and also things just take longer to explain and clarify when operating in two languages.

I have found that where parents speak some English, they have tended to start to try to do the treatment at home in English.  I always make a point of discussing the language for treatment with parents and strongly encourage them to carry it out in the language that they would usually speak to their child.  If what we are training them to do is to be able to use language flexibly and naturally in order to elicit stutter free responses from the child, this is going to be easier for the parent in their own language in which they have more linguistic skill. Where parents are doing therapy in a language other than English I have found it important to discuss and decide the way in which verbal contingencies will be given. It can be difficult to find an equivalent for “smooth” and “bumpy” that can be applied to speech in some languages.  If nothing suitable can be found then I would usually suggest that the parent use the contingencies in English if they feel able to do so.

I have found that it is possible to offer the LP to families where the parents speak English but the child does not and have had successful outcomes with these children.  The issue here is obtaining the % SS.  Whilst I have heard some therapists say that they can measure %SS in a different language, I do not believe that this can be done with any degree of accuracy. In this situation, I have used my own severity rating which, although it doesn’t provide an objective measure does give a means to measure change within clinic.  SMST & S/T may also be possible measurements to use in this situation although it can still be difficult to hear stammering accurately in another language.

There are other issues that I have encountered in terms of speech measures.  One example is where the child speaks English in addition to the home language but the parent does not.  What often happens in this situation is that the child will automatically speak English in the session, and whilst this means that the clinician can easily measure the %SS, the parent is trying to rate a speech sample in a language that they don’t understand and in which they are unable easily to hear dysfluencies.  I therefore encourage the co-worker only to speak Bengali to the child so that the speech sample is accessible to the parent and may also be measured by the co-worker.  As already mentioned, some of the first generation families with whom we work may not be literate in either Bengali or English. They usually find the recording of SRs on the graph difficult, as they have not seen a graph before and may feel anxious about how to fill it in.  I tend to use a table where the days of the week are written in and the parent just needs to put the SR in a box see fig.1.  I then transfer this onto the graph in the case notes during the session.  This system has worked well and has allowed SRs to be recorded accurately each day.

Fig 1

Severity Ratings
Listen to your child’s speech carefully each day. Rate their stammering on a scale of one to 10:
1= completely fluent or smooth

____________________________________________    

2= very small amount of stammering or bumpy talking _____/\__________________________________________/\___
10= very severe stammering

_/\__/\___/\______/\_____/\_/\_/\___/\___/\_/\/\/\/\/\____/\___/\/\___
Record your daily ratings below:
	DATE /DAY
	Severity Rating    1-10

	Tuesday    8th
	

	Wednesday   9th
	

	Thursday   10th
	

	Friday   11th
	

	Saturday   12th
	

	Sunday   13th
	

	Monday   14th
	


One of the greatest challenges, I believe, in working with families from other cultures is structuring the treatment and selecting appropriate activities with which to do this.  When I first started to use the LP in Tower Hamlets, I tried to use the same type of activities as I had in my previous job.  It soon became apparent that with many bilingual families I was spending a large amount of the session time trying to teach the parents how to play particular games through which the LP could be conducted.  There seemed to be little value in proceeding in this way, so now with all families I find out what they would ordinarily be doing with their children and try to adapt this to the treatment times. 
I have found that many of the families with whom I work do not naturally adapt activities or think of other ideas with which to do the treatment.  It seems that they are not really internalising the principles of the Program, rather they follow the instructions they are given, and hence the treatment becomes more prescriptive than is ideal.  To address issues around selection of materials and structure of treatment conversations we have found that the smooth talking bags (see Lidcombe News, Edition 23, September 2005) have been really useful.   Each bag consists of an activity (toys or a book, a puzzle or picture cards) and an accompanying leaflet explaining how to do the activity at home.  The leaflets explain how to encourage language at different levels. The bags allow us to demonstrate activities and watch parents carrying these out in the clinic.  They then take these activities home and so can replicate the treatment exactly.  Whilst this does have the disadvantage that it does not encourage generalisation (although we do encourage parents to try to do this when appropriate), it does mean that they are more likely to do the practices each day in a way that is safe and accurate.   The fact that activities are less varied however does seem to be one factor that contributes to an overall increase in treatment time.  It is invariably longer than for monolingual English speaking families and certainly would exceed the median of 11 sessions found in the research (Kingston, Huber, Onslow, Jones & Packman 2003).  Also, we have found that it usually takes longer with bilingual children before a treatment effect is seen i.e. longer than four sessions before a 30% decrease in SRs is seen (Onslow, Harrison, Jones & Packman 2002).  Anecdotally, this seems to be because it takes longer for parents to understand what is required of them and to actually get started on doing the treatment per se.  For some families, it has taken two or three sessions before I am confident that they are doing the SRs correctly.  Our goalposts for treatment times naturally have to shift.
Many of the issues that arise in our work seem to be associated with the socio-economic status of our clients rather than cultural or linguistic difference; we find that many of the difficulties that are experienced are also present for some white English speaking families.  Factors such as being unable to afford the bus fare to come to the clinic, or living in such cramped conditions that it is almost impossible to find any space at home alone with the child to carry out treatment conversations are not uncommon, and need to be borne in mind before therapy begins.

In spite of all the challenges we have faced in Tower Hamlets in providing the Lidcombe Program, I remain committed to trying to offer this to as many children as possible where their stammering indicates this to be the treatment of choice.  For the future, we need to be gathering data about treatment times and outcomes for our bilingual children in order to ensure that we are providing the best service we can with the limited resources that are available to us.
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e) From Edition 33, January 2009, pages 13-15. By Rosalee Shenker.
Bilingualism and the Lidcombe Program 

I first became interested in Stuttering in bilingual children when asked the standard question by a parent: “If my bilingual child is stuttering should I eliminate one language?”  Providing an answer was not so straightforward.  A search of the literature provided no clinical data to suggest a simple ‘yes’ or ‘no’ answer.   For a more complete review of some of the Issues regarding Stuttering and Bilingualism please see Roberts & Shenker, 2007 and Van Borsal, Maes & Foulon, (2001).

At the Montreal Fluency Centre (MFC) the Lidcombe Program has served as best practice since 1998. Since I work in a city where most children speak at least two languages, it seemed important to start to collect information to inform treatment of bilingual children with the Lidcombe Program.  To answer one question you often have to ask many questions.  The questions that we are asking currently focus on the following issues:

1. When stuttering is treated in one language in a bilingual child, will fluency transfer spontaneously to the second language?

2. Will bilingualism affect treatment outcomes or treatment time in a preschool population?
The following is a brief summary of the work in progress at the MFC, exploring these questions.

Since the Lidcombe Program is our focus, our attention has been centered on a pre-school population. At this time we have concluded two studies.  The first, Gutmann & Shenker 2006, evaluated 2 pairs of preschool age children (one simultaneous and one Second Language) to see if the type of bilingualism would influence treatment time, bilingual language acquisition or transfer to the untreated language.  Simultaneous bilingualism was defined as speaking/being spoken to in two languages from birth, while Second Language was defined as speaking/hearing one language until age 4 when a second language was introduced in school.   The 4 children were age matched, were all male and all had stuttering in the moderate to severe range on conversational samples in the clinic and from home.  All children had stuttered for more than 6 months prior to initiation of treatment.   The children were evaluated pre-treatment on standardized language and vocabulary tests.  Spontaneous language samples in both languages were collected every 4 weeks throughout the treatment phase and were evaluated for Mean Length Utterance (MLU),  Number of Different Words (NDW), Linguistic Complexity and Percentage of Stuttered Syllables (%SS).  The median treatment time for all 4 children was 12 sessions to Stage 2 of the Lidcombe Program.  All children had increases in MLU, NDW, and Linguistic Complexity.  In addition, fluency, treated in one language transferred spontaneously to the untreated language.  The conclusion was that the LP is an effective treatment for this population and increases in fluency were not a negative influence on language development.     It was most interesting to note that the introduction of a second language at age 4 did not change the treatment time or influence the child’s linguistic characteristics.

The second study, Findlay, Matthews and Shenker, 2008, was a chart audit replication of Jones et al (2001) and Kingston et al (2003) that compared treatment times to Stage 2 of the Lidcombe Program for a group of bilingual and unilingual children.  In this study evaluating treatment time with the Lidcombe Program, a retrospective audit was performed on the charts of 56 children who ranged in age from 2.9 to 11.9.  For this project, simultaneously bilingual children (exposed to 2 languages from birth) were considered to be bilingual.  There were 48 males and 8 females; 23 were bilingual and 33 unilingual.  The median number of sessions required to complete Stage 1 of the Lidcombe Program was 9 for each group indicating no difference between the bilingual and unilingual children.  These findings showed that bilingualism did not have a significant effect on treatment outcomes for children treated with the Lidcombe Program.    

Our clinical experience to date suggests that bilingualism does not affect clinical outcome for the treatment of stuttering in preschool age children when a second language is introduced at age 4.  Nevertheless there is still too little evidence to answer a simple ‘yes ‘ or ‘no’ to parents questions about bilingualism and stuttering.    There are still many clinically important issues for which there is little or no research and the existing studies identify more questions than they provide answers. The research to date on bilingualism and stuttering does not provide compelling evidence to justify asking a child to ‘choose one language’, especially when those around him speak or are spoken to in more than one language as part of the daily routine.  

In the future the MFC will expand its interest in bilingualism and stuttering with the following objectives:  

1.  Continue to add pairs of bilingual/second language children to the Guttmann and Shenker study.

2. Evaluate linguistic proficiency of bilingual children who are being followed long term after completing the Lidcombe Program as preschool age children.  Compare their linguistic proficiency to a group of ‘never stuttered’ children.

3. Add a cohort of children whose second language is other than English or French and are introduced to a second language later than age 4.  This represents the multicultural population of Montreal.
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2. FAQs from Just Explain That Again… 
a) From Edition 11. September 2001, page 9. Answered by Jackie Brown, Elisabeth Harrison, Angela Nikolas, Stacey Sheedy, & Margaret Webber from the Stuttering Unit, Bankstown Stuttering Unit, Sydney, Australia.
Just Explain That Again..
[image: image12.wmf] I have a child in my clinic of nearly four who is bilingual English and Arabic. Her Arabic is superior to her English. She is stuttering in Arabic but her English, which is 'delayed' for her age, is stutter -free. Should we wait for her English to catch up with her Arabic so that she is stuttering in both languages, or should I try and treat her in Arabic via her mother? Do you have any experience of this yourself, and what did you do? 

[image: image13.wmf]To begin with, treatment in the Lidcombe Program is delivered by parents, not SLTs. It seems a minor point, but if you're clear about that, then the rest follows easily. The mother treats this girl every day, so they can use the language they prefer - which seems to be Arabic. Your role is to train the mother to take speech measures, and correctly and safely present verbal contingencies following the girl's stutter-free and stuttered speech. I have lots of experience using the Lidcombe Program with families who speak languages other than English, so I am confident that this approach will be successful.

b) [image: image14.jpg]


From Edition 12.  January, 2002, p.9 Answered by Lis Harrison, Vanessa Harris, Margaret Webber, Stacey Sheedy and Verity McMillan from the Bankstown Stuttering Unit for answering these questions.
When treating a child who is bilingual, and who stutters in both languages, do you find that treatment in only one of the languages causes spontaneous generalisation to the other one? Or does treatment have to be delivered in both languages? 
[image: image15.jpg]


I can think of children who fit both of the possibilities that you suggest. That is, sometimes treatment effects generalise from the first to the second language, and sometimes not. When working with bilingual children, I start treatment in the language that the child and parent speak at home, and ask the parent to collect daily SRs for both languages. These SRs become the basis of our discussions and decisions about whether or not to treat in the second language.

c) From Edition 33. January 2009, pages 11-12. From Margaret Webber, Verity MacMillan & Kylie Farnsworth from the Stuttering Unit in Bankstown, Sydney, Australia.
[image: image16.jpg]


I know that the area where the Lidcombe Program was developed is a multi-cultural area. Do you have parents who do not speak English at all? If so, do you use interpreters? What problems, if any, do you have working through interpreters? How have you overcome these?

Yes we do have a number of parents who do not speak English and so we often use the interpreter service. Some of the problems and potential solutions are as follows.

1. Difficulty demonstrating therapy (especially if child doesn’t speak English either)

[image: image1.emf]

Solution: Allow for increased time spent on description about how to do or change therapy. Allow for increased observation of parent doing therapy (clinician watching with interpreter) followed by discussion. Allow for increased use of videoed therapy sessions, watching these with parent and interpreter, to address specific aspects of therapy.

2. Clarifying identification of subtle stutters for both clinician and parent.

[image: image2.emf]

Solution: It may take longer to ensure stutters are identified accurately before therapy can proceed. Plan for taped or videoed footage to play back examples of stuttering behaviours.

3. Appointments often move more slowly (things said twice) and so the amount of information given/received may be reduced & may extend amount of therapy required

[image: image3.emf]

Solution: Be prepared for this and just work with it.

4. Increased numbers in the room (3 adults to one child). If child is shy or uncertain, this number of adults may reduce their comfort communicating at all in the clinic

[image: image4.emf]

Solution: Use observation room if this is available. Use recorded footage of child for speech samples and for therapy. 
3. Dear Sue 
Dear Sue Edition 36. January 2010, pages 9-10. By Stacey Sheedy and Verity MacMillan of the Bankstown Stuttering Unit in Sydney, Australia
Dear Sue
Masha is a child of 4 years old who does not speak any English though I can hear when she is speaking to her mother that she has a severity rating of around 6. I have spoken at length to her mother who has perfect English, and who has read a great deal about the Lidcombe Program on the internet and has a good grasp of its principles. She is very keen for Masha to try the programme and I feel that it would suit this family very well. I am however wondering about the best way to proceed!

The two areas that most concern me are demonstrating therapy and then watching Masha’s mother carrying out the treatment as she would have to do this in Russian. Then of course there is the measuring of the %SS, though I think I could teach the parent to do this. I would be very grateful if you could give me some ideas to help me problem solve this case, or do you, in your experience, think the obstacles are too great for Masha to try the Lidcombe Program?
I agree that a trial of the Lidcombe Program would be appropriate although there are several obstacles as you suggest. As far as I am aware there is not any literature about this type of situation and it would be important to be up front about that with Masha’s mother. One of the implications is that the published norms for the Lidcombe Program may not be relevant in this case.
It would be important to start the therapy process by spending time with the mother identifying Masha’s stutters and assigning severity ratings to speech samples to ensure that both you and the mother are accurately identifying stuttered speech. According to Van Borsel, et al. (2005) speech pathologists who are experienced in the field of stuttering can assess stuttering in a foreign language but should also call upon the help of a trained native speaker to support their assessments. In this case, Masha’s mother could be the native speaker that you confer with. Severity ratings are used for all Lidcombe Program cases and it is good to know that O’Brian et al. (2004) have reported that severity ratings are a reliable measure of stuttering. Ideally you will be able to use %SS and severity ratings as both of these measures are cited in the Lidcombe Program manual. If for some reason the %SS measure is not able to be used then severity ratings may suffice. When you are satisfied that you and the mother are in agreement about stuttered and stutter-free speech, then it would be appropriate to start training the mother to do therapy.

In relation to demonstrating and watching the mother carry out therapy, I would suggest that it is not possible to demonstrate the therapy since Masha does not speak English. Instead I would advise you to provide a detailed description of the therapy to Masha’s mother. This would need to include how to structure the therapy activity so that Masha is able to achieve effortless stutter-free speech, and also how to give verbal contingencies. It would be a good idea to start with praise for stutter-free speech only, until you are comfortable that the mother is doing therapy appropriately. 
As with all Lidcombe Program cases you will continually need to evaluate the treatment and its impact. If progress is not occurring or the child is not enjoying therapy, you should problem solve with Masha’s mother. You may consider having an interpreter present. I have done this and the interpreter and I watched through an observation window. The interpreter was able to tell me what the parent and child were saying without distracting them.
Another helpful strategy may be to ask the parent or an interpreter to tell you some key words that would be praise for stutter-free speech and correction for stutters so that you can listen for those phrases. This can assist in assuring that the parent is using sufficient praise and not too much correction. It is also important to watch the child’s response to therapy. They should be enjoying therapy and you should observe them talking with effortless stutter-free speech. 
References:  Van Borsel, J. & Medeiros de Britto Pereira, M. (2005). Assessment of stuttering in a familiar versus an unfamiliar language. Journal of Fluency Disorders, 30, 109-124.
O’Brian, S., Packman, A., Onslow, M. (2004). Self-Rating of Stuttering as a Clinical Tool. American Journal of Speech Language Pathology, 13, 219-226. 
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