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Stuttering Therapy - an

integration of Speech

: Therapy and Psychotherapy.

M. ARON.

The utilization of psychotherapy and speech
therapy together is fast being recognised as
an indispensable approach in the majority of
the up-to-date speech clinics. The integration
of these two procedures is seen most clearly
in therapy with stutterers, and combined they
have very reasonably the same objective in
view. There are probably few today who
still administer a purely mechanical and
symptomatic approach to stuttering and on
the other hand, few who ignore the symptom
and are only concerned with psychotherapy.
They are both necessary.

The stutterer presents himself originally at
the clinic as an individual with feelings of
tear and embarrassment and he possesses a
symptom which is regarded as being abnor-
mal by his society. He is not presenting an
isolated overt symptom—there are a chain of
symptoms, affected by one another and
having profound influence upon the internal
and external aspects of behaviour.

In the past it has been emphasized in many
schools that speech therapy is dependent on
other disciplines for its correct and stable
maintenance, and that we must keep in mind
the boundaries of our field. However, new
techniques are continually being evolved
where over-lapping into other fields cannot
be avoided. Progress in the fields of work
dealing with people appear to be slowly
amalgamating and inter-relating. If we are
going to look at a human being as a “gestalt”
then perhaps we should look at the science
dealing with him also as a “gestalt.” That
is not to say that we are eligible to practise
in its entirety a science other than the one
in which we are qualified; but we would be
failing if we denied that we do use some
necessary principles from other fields and
that there is overlapping.

The very nature of a speech disorder
demands an organismic therapy. Speech
cannot be isolated from behaviour and per-
sonality. Goldstein (1) comes to the following
conclusion as to the nature of language —
“Language is a means of the individual to
come to terms with the outer world and to
reqlize himself,” and Eisenson (2) says “the
function of speech is to cause response of
thoughts, feelings or actions to occur in some-

one”. Language (speech) is & social institu-
tion and as such it cannot be removed from
other aspects of our culture pertaining to our-
selves and our thoughts without distortion to
the picture as a whole. If we regard stutter-
ing as avoidance behaviour (3, 5), end the
stutterer as an individual on constant vigil
so that he might avoid or postpone words
and situations which are fearful to himselt,
then we can expect an integrated approach of
speech therapy and psychotherapy to be
more fruitiul. Psychotherapy deals with the
individual making new adjustments to life
and finding more satisfying relationships
where he is temporarly unable to do so for
himself. Sheehan (4) has said that stuttering
not only expresses the nature of the stutterer’s
relationships but is in part determined by
them. Deep psychotherapy is of no concern
to the speech therapist, but nevertheless the

basic principles used, including mental
hygiene, become incorporated in speech
therapy.

Group therapy for stutterers practised in
parts of the States and Canada uses this com-
bined approach. It deals with the handling
of fear that the individual has generally and
also the fears as regards his blocks, with the
changes of attitudes towards himself, his
speech and towards his particular  society
group; as well as providing tools to enable
him to appreciate the problem symptomatic-
ally and to change his pattern of stuttering.
This approach is one practised by the “Towa
School’” (4, 5, 8, 7), and is the one used by
Douglas in Toronto which I observed.

Because of the use of this particular
approach in these groups, ie. the integration
of psychotherapy and speech therapy, it can
be expected that problems and changes in
the individual will continually occur. The
material is dynamic, personal and individual
and the therapy can be described as o process
in itself. Psychotherapy “is a procedure
which is intended to make a progressive
change in the patient” (8). Also because
of the elements constituting and causing
Janguage and speech, defects and the rehabi-
litation of these defects must also cause
changes in the individual and in his total
expressions,
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If we regard « stutterer’s progress as being
due only to speech therapy in its strictest
definition, then we are incorrect, for the
changes that occur and make progress pos-
sible are due, by definition, to the psycho-
therapeutic and speech therapeutic aspects
of therapy. This was clearly illustrated to
me when [ observed stuttering group therapy.
The groups emphasized the part that attitudes
and personalities play. While using o mech-
anical approach to stuttering, a group on its
own accord (because of the very nature of o
group) would, I feel, still make demands for
psychological concepts to be made explicit
as regards their problems. Apart from the
fact that group therapy is more expedient
than individual therapy, it has many social
and psychological facets. Some of these are -

{a) The group provides a ready “audience-
reactor”” and it can be considered as the
first step in the stutterer's new social
relationships.

It provides for the stutterer a number of
people who, having worked together with
him, can understend his problem more
readily than the outsider, can emphasize,
support and counsel.

{c) The group can engage itself in feared
activities and can enable the individual
to do collectively what they otherwise
might not have been able to do (9).
Participation is made easier and more
free thon if an individual would have to
attend meetings by himself. It is a more
tolerable situation (10).

Attitude and conflicts which previously
the stutterer thought he alone was
afflicted with, become rather common
attitudes and conflicts that are exhibited
by the group.

Three such groups were undertaken at the
Speech Clinic at the Toronto Psychiatric
Hospital while I was employed there during
1955. Douglas believes that the stutterer
should be first educated in the problem of
stuttering before dealing with the actual
therapy.  This should eliminate misunder-
standings ; clear up notions as to the cause,
its nature and development ; and indicate tech-
niques and attitudes that will be used and
sought after during the therapy process. The
information helps to objectify his problem
and will make clear to him the nature of his
rehabilitation and make possible also for the
intellectual appreciation of the problem.

These groups were handled with three dif-
ferent approaches as regards the educational
period and was extended where possible into
the therapeutic situation.

{b)

(d)

{e)

{a) The directive-diadactic approach. Here
the group was educated in the problem
of stuttering as a group of speech students
would be. This approach also carried
over into most of the therapeutic sessions
including personal problems. Points were
mdde and suggested but they were not
pushed or stressed at all as regards the
members acceptance or understanding
of them. The least possible assistance
was given in therapy unless it was made
explicit by the members that they re-
quired assistance.

(b) The Socratic approach. This concept im-

plies "that all knowledge lies within so

that in reality education proper is @ pro-
cess of recollection or recognition. The
truth so acquired is reached by a per-
sonal discovery.” The word “educate”
implying the same, derived from the Latin,
“educ”, meaning "to lead out,” “to draw
forth,” ™o elicit.” This approach was
therefore non-directive, becring similar
principles to that used in “‘non-directive
counselling.” Information was drawn out
by asking the right questions at the right
time. The members of the group dis-
discussed problems in the order that they
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desired and any point that was made in
the group was made by the group itself.
At times the clinician recapitulated in his
own words what was being said. Where
possible this was carried over into
therapy, but at times because of circum-
stances dealing with individual problems,
it could not always be as non-directive
as desired. The main responsibility was
placed on the patient’s shoulders and
“support” was implied. He was encour-
aged to carry this responsibility rather
than to lean on the clinician.

(c) The directive - explanatory  approach.
Here the group was educated in the prob-
lem of stuttering most directively. They
were taught as a group of children would
be. Each step was most carefully ex-
plained over and over again, simplified
and illustrated. Therapy was dealt with
in the same momner and “laid on the
line.” (ie., everything was handed to
them on a platter).

The three groups consisted of carefully
selected stutterers. With the aid of tests, they
were selected with regard to being intelligent
and for being relatively free from the possi-
bility of emotional breakdown {(other factors
were taken into consideration for selection).
No attempt at all was made to establish con-
trols or standards of any kind in these groups
with a view to making later comparisons.

Although the approach to the three groups
was different, the therapy for these groups re-
mained, where possible, the same. That is.
going into feared situations, practising non-
avoidance; symptom-analysis (i.e., analyzing
tricks of an avoidance, postponement, start-
ing, release nature, etc.), changing the pat-
tern, using prolongations, cancellations, | etc.,
besides the attention given to the personal
problems (included here were those problems
also arising because of specific speech assign-
ments) of each stutterer.

The third group was the least dynamic of
the three. Its members were prepared to
accept the word of authority eand laid all
responsibility on this cuthority figure, hence
cooperating little and avoiding tasks and
assignments which required will and perse-
verence. The first two groups were. more
dynamic. The material presented was more
versatile and mature in concept. More work
was accomplished and to a great extent each
member was aware of his own responsibility
towards therapy. Of the two, however, the
second group (i.e., handled with the Socratic
approach) was by far the more fruitful, the
more strenuous in terms of involvement, and

the most interesting to observe. Perhaps this
was so because of the very nature of a more
"non-directive” method. The members of the
group were more personally threatened thom
would be otherwise. They were made to
“discover” for themselves. With very little
help from the clinician they made clear meny
pertinent facts about stuttering end discussed
most of the basic problems that we are con-
fronted with in the stuttering problem. They
appeared to have an excellent understanding
of the problem ond related points raised in
regard to themselves. The following are some
iomments made by some of the group mem-
ers:

In discussing various ways of measuring
the severity of stuttering one patient offered
the following—"Measure the frequency of the
stuttering and the distortion to communication
—i.e., the ability to make sense.”

In discussing rationalization, one patient
admitted, "I feel that stuttering is a kind of
rationalization behaviour and [ would feel
bad if it were removed—it might account in
our minds for our more basic inadequacies.
Perhaps we feel inadequate anyhow and
that stuttered speech is not the only problem.”

In a general discussion of the definition of
stuttering one patient said : "I feel it's a mental
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speech block—the block escapes from speech
and the stutterer lets it bother him and tries
to avoid it and that is the problem. As regards
my own stuttering, the physical manifesta-
tions seem useless in that they don't achieve
anything. But I still feel disturbed—I sleeo
badly and have a nervous stomach.” An-
other patient remarked in reply to this: "I
om interested in your stomach and bad sleep-
ing—your physical weaknesses may result
because of suppressing your feelings, so that
the mechanisms you use cdre more socially
acceptable ; its a penalty to pay!” The stut-
terer in question replied that “stuttering out-
wardly would be difficult and [ would rebel
against it. For me the indirect way might
be better. [ have to get out of it at all costs.”
(This particular patient could be termed an
“Interiorized"” stutterer as differentiated from
. the “Exteriorized” stutterer as described by
Douglass and Quarrington in 1952 (11).

One patient said: I see the great import-
ance of fear and I can accept its concepts in-
tellectually, but cannot do so on an emotional
level. Overcoming fear will overcome the
problem altogether and I can see that it is
not the problem of fluency that is so important
_in fact attempts to maintain fluency by
“hook or by crook’” might worsen the con-
dition by increasing the anxiety.”

Another said: ‘I find that I cannot avoid
using my old devices as they are too much
intact, but [ see that I ought to stutter when
I don't feel like it, so that I can consciously
bring these old devices out and replace them
by new better habits. But at the moment I
have not got the courage to go out and have
spasms on purpose.”

These statements also serve to indicate the
need for the group to think and discuss on the
lines of personal problems and adjustments.
They were neither encouraged nor discour-
aged to approach the problem in this way
rather than in any other way.

During the latter part of the group sessions
questions were asked the members in such
way as to give an indication to the clinician,
as well as to the members themselves, of their
understanding of the problem. The type of
questions asked also indicate the nature of
the therapy. Some of the many questions
asked were : .

What do we mean by the objective at-
titude?

If you were a secondary stutterer but
became completely and absolutely objec-
tive about your stuttering, do you think
you would still continue to stutter?
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What is a starting device and when
does it occur?

Must you know the rationale behind
each step in treatment? Why? )
Why is it that immediate pain ond
penalty and suffering seem to be neces-

sary in successful stuttering therapy?

Why must you fail during therapy?

Would you rather stutter and not have
tear or would you rather have fears but
not stutter?

Assuming a person is not just lazy,
what other reasons could there possibly
be behind his apparent lack of motiva-
tion in doing the work that is necessary
in treatment?

Many answers to these questions were
quite disorientated, and contused, while
others, even on the same onswer sheet, ap-
peared to be quite reasonable. This in itsell
is an interesting point and one which I would
be tempted to connect with the problem of
resistance mentioned later in this article.

Considering the total results of these three
groups, | would say that when everything
is boiled down, the same problems remain
and these are likely to come up with what-
ever approach is used  but incorporating



APRIL

JOURNAL OF THE SOUTH AFRICAN LOGOPEDIC SOCIETY

?

the same therapy mentioned above). Stutter-
ing can be considered as a defect of and
hindrance to human relationships and as such
must be dealt with as regards this relation-
ship. Whether the educational period should
be included or not. I feel, is a matter for
debate.

The problems that occur and present them-
selves to the clinician most frequently are
those problems concerned with changes that
will occur within an individual in groups sucn
as these. We ask the stutterer to go into
feared situations, to attempt to face up and
not to avoid speech situations, to change his
pattern of stuttering, to solve old attitudes and
find new and better attitudes ond hence we
must expect changes with progress. As the
demands of therapy increase so does the
anxiety. This seems quite unavoidable if
there is going to be any growth at all. The
anxiety manifests itselt in many ways but
the most common, I find, is in the form of
resistance. This resistance refers to breaking
down of old habitual behaviour.

It is difficult to surrender old habits and
attitudes. To the stutterer, as to anyone else,
resistance is not new. He has been adept in
it long before coming to the clinic and he will
use it in many deft ways to fool both clinician
and himself. At times in a given situation
it almost appears that a patient might be
stupid when it comes to claritying a certain
point and seeing the rationale behind it--
something which had been repeated often
enough to him and which he had previously
appeared to understand. The most intelli-
gent at times fail to comprehend a point when
it has personal implications and even when
they do comprehend, they cannot or will not
relate it to themselves emotionally. Yet this
must also be seen in its correct perspective.
It is a problem of therapy, but, I feel, it is a
necessary problem cnd one to be regarded
as constructive rather than interfering. Re-
sistance gives the patient the power to pull
in the reins in his own time and to make the
situation more tolerable, and when he can
go further without great harm he will do so.
In this respect we must attempt. to understand
his dilemma. Sheehan (4) has said that
“when a stutterer has rejected the opportunity
of dealing with word and situation fears, he
provides a focal point for the analysis and
understanding of his own resistomces.”” The
breakdown and redlization of these resistances
by the patient, I feel, becomes cn important
issue in therapy and is a vital barrier to cross
to readjustment in the individual ond as

regards his speech. Besides resistance to
anxiety-provoking situations this problem
could also possibly be seen in the light of
resistance to change itself.

A further problem in therapy coupled with
resistance is the stutterer’s self-perception. it
is surprising what little stutterers really know
about how they stutter and what they look
like when they do, although they might be
aware of the moment of difficulty. [ have
seen some describe fairly keenly the stutter-
ing pattern of another in the group, but when
it comes to themselves, they steer sharply
away from it, deny that they exhibit the par-
ticular behaviour that they do and are often
confident that they are in fact disguising their
stuttering to a large extent to the outside
world. In this respect it can be seen that they
will go a long way in attempting to avoid
symptom-analysis and bringing up to con-
sciousness the exact nature of their stuttering
behaviour. _ ‘

Successful stuttering therapy results in
obvious emotional and intellectucl changes,
growth in maturity and sensitiveness, a new
objective awareness in the stutterer of his
own sensations, reactions, and feelings, as
well as an increased awareness of the same
factors in the people with whom he comes
into contact. In short he has gained "insight”
and perhaps this rather abstract ability is the
crux to the whole matter of success. Working

for the objective attitude can be considered
as being analogus to that of gaining insight.
Insight comes from experiencing aond under-
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standing disruption, for without this unpleas-
ant aspect, it woud not be significant. How-
ever, insight itself presents further problems
to the clinician. What degree of insight
should a patient have? How far should we
go and how much can we, as clinicians, give?
T think it would be reasonable to expect that
in some patients a great deal of insight would
be harmful and undesirable, particularly when
the patient is not mature enough, or not emo-
tionally prepared to face up to deeper prob-
lems. We should expect a patient to attain
that amount of insight which is sufficient” for
his use in the problem at hand. Considera-
tion must be given dalso as to the difference
between “intellectual” insight and “emotional”
insight, intellectual insight being where the
patient understands and can “see” the issue,
but which does not effect a fundamental
change emotionally.

We see, therefore, that speech therapy can
be related to psychotherapy in many ways
when the above points, amongst many others,
are token into consideration, and I feel that
therapists are very hesitant and reluctant to
make this fact explicit. Without attempting
to use psychotherapy consciously, speech
therapy, particularly when used with stut-
terers, nevertheless involves psychotherapy,
and this fact, if studied carefully, cannot be
denied. The dynamics of speech therapy in
fact imply and make obvious a therapy based
on human relationships. Furthermore, theories
of stuttering, preventative methods against
stuttering developing, and many actual thera-
pies, all amply indicate the significant part
played by psychology and psychotherapy (3,
5, 8,7, 11).

The issue that is suggested here revolves
around the use and the implications of psycho-
therapy in the work of the speech therapist
at the present time. I feel that it is not out
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of place to suggest that, at this stage, we as
speech therapists ask ourselves—"What ex-
actly do we do in speech therapy?''—to make
quite clear the dynamics, criteriac and prin-
ciples we employ, in order to appreciate the
scope of our work.
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