Stammering Care Pathway


Care Pathway encompassing Local Guidelines for 

Individuals Stammering/Stuttering/Cluttering.

Any individual referred to the Speech and Language Therapy Service with stammering/stuttering/cluttering (or where one of these fluency differences are identified within the assessment or therapy process) will follow (or transfer onto) the care pathway outlined below. For ease, these fluency differences are referred to as ‘stammering’ within the text below.
(i) Referral

As with other client groups, referrals for children who stammer should come via a health professional for preschool children, or, for school age children, via a CAF or EHA/EHFSA form.
(ii) Referral accepted

Referrals received are screened by a senior Paediatric Therapist using the information on the referral form. The Care Aims model Section 1 form is used to prioritise referrals. Accepted referrals are allocated to either a triage appointment or an assessment appointment, depending on the level of risk indicated by information on the referral. 
A child will likely be allocated to an assessment appointment rather than triage if information on the referral indicates 2 or more of the following known risk factors for persistent stammering are present: family history of persistent stammering; sudden onset of stammering presentation; onset over 6 months ago; high level of parent/child anxiety.

Where assessment is indicated rather than triage, the child will be seen by a therapist with stammering as their specialism if stammering is the only reason for referral (rather than any other communication concerns) and any of the following criteria are met:

· Child is aged 10 years or older at time of referral

· Information on referral leads to a Section 1 risk score of 6 points.

· Information on referral indicates 4 of the following known risk factors for persistent stammering are present: family history of persistent stammering; sudden onset of stammering presentation; onset over 6 months ago; high level of parent anxiety, high level of child anxiety / avoidance when stammering.
(iii) Diagnostic assessment

In order to ensure the initial assessment session is as informative as possible, additional sections of the case history form, specifically for those who stammer, are used for clients referred within this client group. 
a) Triage
For referrals allocated to triage, first contact with the Service will include brief screening to establish whether there is a need for intervention, followed by advice given to follow at home until further assessment is undertaken unless a decision is made that Speech and Language Therapy input is not indicated. The triage session may take place via video consultation or in person.
b) Assessment
Paediatric referrals are seen for assessment (either as an initial contact with the Service or following triage) within a clinic setting or via video consultation. 

Assessment will involve a detailed case history, ensuring information gathered includes:

· Onset of stammering; 

· Family history of stammering;

· Variability; 

· Social environment; 

· stammering behaviours; 

· Coping strategies; 

· Emotional responses; 

· Psychosocial impact. 

The therapist will ascertain whether any previous therapy has been accessed, and the outcome of any such intervention. Expectations for therapy will be discussed and motivation for change will be considered.

The therapist will be aware that presentation at assessment may or may not be representative of the individual’s stammering pattern, and will gain information about nature of the child’s stammer from the child / parent / carer.

Speech, language and communication skills and difficulties will be assessed via observation, informal and formal assessment as deemed appropriate by the assessing therapist. The therapist will usually carry out a formal assessment of receptive and expressive language in order to establish whether or not any factors related to advanced or delayed language skills are contributing to the presence of the stutter. Formal assessment may be undertaken at a follow on session as it may not be possible to complete all tasks in the first assessment session. The stammering presentation will be assessed using measures that may include a subjective rating of the severity of stammer heard in different settings; frequency; and a written record of the stammering behaviours seen in clinic and reported as present at home.

The assessment is therefore in line with the RCSLT clinical guideline recommendations for assessment of stammering.
Initial assessment may take place in person within the clinic setting, or via video link. If the first contact is via video link, consideration should be given to scheduling  a follow up assessment appointment in person, as some features of stammering may not be observed by the clinician via video link. This may include times when stammering leads the child to drop eye contact, or secondary features of stammering such as a foot tap or clenched fist. The inability to see and note these features of stammering via a video interaction makes a face to face meeting essential as part of the assessment process (health and safety restrictions allowing). 

Following the diagnostic assessment, the child / parents / carers will be given information about management options if assessment findings indicate the individual will benefit from Speech and Language Therapy intervention. The child / parent / carer will be given written and / or verbal information explaining the nature of stammering and therapeutic recommendations. This may include explanation of theories about stammering, for example the Demands and Capacities Model, or the Palin Model (see Appendix). 
At this point in the pathway, if the child is not already under care of the specialist therapist team, the local clinic may seek the advice of a specialist therapist, via a supervision discussion or second opinion if indicated, or may continue to manage the case at a local clinic level. A child’s care may be transferred for management to the specialist therapist team if transition criteria are met (see section (ii)). Opinion of a specialist therapist can also be sought later in the pathway if required.
(iv) Intervention episodes 

Information from the diagnostic assessment is used to guide an informed decision about the level of clinical risk each individual child has at that time. Children may be offered indirect or direct treatment at any time based on their level of clinical risk and need, and the therapist’s informed decision about which intervention strategy is most appropriate at that time. Different direct treatment options are available, and are outlined on the care pathway flow chart. A therapist may work alongside colleagues in Health and Education Services when working with this client group.

It is possible with this client group to consider teletherapy sessions as well as clinic sessions, depending on the goals for the current period of intervention. The therapist will need to ensure that periodically the child is seen in clinic in order that observational assessment can be undertaken related to their stammering presentation, as some features of stammering (described in iii(b) above) may not be observed via video link, but are still important for the therapist to be aware of.

(v) Management commenced with goal negotiation

Management is guided by assessment findings. Any intervention begins with an agreement of long and short- term goals for each episode of care. A solution focused brief therapy approach may be used to set collaborative goals (with older children and young people) and baseline ratings may be taken on a self-rating scale in order to establish the child and/or parents’ views of stammering. All goal setting is agreed with the individuals involved in therapy. Parents/carers have an important role to play within the therapy process, and their understanding of and engagement with therapy is often key to successful outcomes. The Malcolmess Care Aims model is followed. It is likely that intervention will aim to maximise an individual’s communicative potential, and recognise that stammering is a different way of talking, which does not always need to have a negative impact on their communication and interactions. 

a) Indirect 

The therapist may make an informed decision that an individual’s case is most appropriately managed by offering indirect therapy. This may involve advising the child or parents / carers of strategies to implement in the home setting with monitoring at individually agreed intervals by the therapist; or implementing indirect intervention strategies at school / nursery, by verbal or written liaison with education colleagues. 

b) Direct 
Direct therapy may involve 1:1, group or pair work at intervals agreed between the therapist and family. Different therapy approaches are used as judged most appropriate for the individual, based on assessment findings and discussion with the child and / or parents/ carers. Therapy options offered locally include:

· Parent Child Interaction therapy

· Solution Focused Brief Therapy

· Block modification work

· Cognitive behavioural therapy approaches
 
· Acceptance of stammering as a different way of speaking: ‘It’s OK to stammer’ message
Some of the above options can only be undertaken by the Specialist team for stammering due to the need for specific training to carry out the therapy approaches. The complex nature of appropriate support for this client group means that it is important to be able to offer a skilled level of specialist intervention when required.

Therapy may alternatively focus on other communication skills (speech sound, pragmatic skills or language focused) if it is felt that the individual may benefit from work on communication to improve confidence as a communicator, or, if the stammer presents in co-occurrence with other communication difficulties.

Therapists have responsibility to ensure intervention offered is evidence based.

It is likely that a period of direct intervention will be followed by a consolidation period of up to 8 weeks before the individual’s status and clinical risk is reviewed.

(vi) Reassessment

Following an episode of care the individual’s needs are reassessed (most likely using measures discussed in section iii(b) and v). If there is an ongoing clinical risk they may re-enter the care pathway for a further episode of care.

(vii) Monitoring at least 6/12 after stutter no longer evident for children under 12.

This is necessary due to the cyclical fluctuating nature of childhood stammering. Follow up in this way is recognised as necessary, “in order to ensure that a child has been able to maintain the gains achieved during therapy during periods of growth with increasing emotional and social maturity.”

(viii) Discharge

Local discharge procedure is followed when aims of intervention are achieved; no further difficulties present; discharge is requested by the child or family (this may be implied through non attendance) or it is agreed that an individual and their family have skills and understanding to live with their stammer. Children may also be discharged at assessment or triage if observations do not indicate any difficulties requiring support from the Service.
If a person known to the paediatric team reaches 18 years at any point in the pathway, their care should be transferred to the adult team for management, following the transition plan.
(ix) Referral for specialist assessment outside Trust

Where it is felt that local resources are insufficient to support an individual’s stammering presentation, or if a more specialist opinion is required than can be offered by the local specialist team, they may be referred for assessment at a Specialist Centre at any point in the pathway. This will likely be a referral to the Michael Palin Centre for Stammering Children.

































Appendix: Palin Model – a framework for understanding stammering.
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