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Addressing core questions from parents of children

who stutter

Brent Andrew Gregg

Department of Communication Sciences and Disorders, University of Central Arkansas, Conway, Arkansas, USA

Purpose: The focus on parent counseling following the initial evaluation of young children
who stutter is not a new direction. The purpose of this article is to summarize core compo-
nents regarding addressing the questions of parents of children who stutter.

Methods: This analysis of scientific literature provides a guide to responding to these princi-
pal questions about childhood stuttering using research data and counseling methods.

Results: Given the breadth and depth of the past literature in this area, it is important to un-
derstand that the therapeutic relationship with the family of a preschooler who stutters be-
gins at the initial evaluation. As a result, clinicians should work to achieve a dialogue that
strikes a balance of encouraging parents to take proper action, easing irrational fears, and
instilling hope of realistic, positive communication results.

Conclusions: Achieving an equilibrium of motivation and assuredness during these tough
conversations warrants skills in counseling-based approaches.
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INTRODUCTION

Many preschool-aged children exhibit periods of disfluency as they learn to navigate
the linguistic world. Some of these children will experience mild stuttering, and for oth-
ers, the difficulty will become more severe. Knowing the difference between normal de-
velopmental speech disfluency and potentially chronic stuttering enables a professional
to advise parents and refer when appropriate. Moreover, parent counseling during this
critical period can help to alleviate guilt and anxious feelings the parents may have.

The focus on parent counseling following the initial evaluation of young children
who stutter is not a new direction. It is well-known that Johnson’s [1,2] initial advice to
parents consisted of sharing information on speech development, the normalcy of dis-
fluencies, and the causes of stuttering, according to Johnson’s own theory. Other early
practitioners focused the initial evaluation session on altering the parents’ perceptions
and attitudes so as to promote in the child a strong feeling of acceptance [3], and rec-
ommended creating a favorable and consistent environment for fluency so that matu-
ration and stabilization of the communication system can take place [4]. Additional
writing about and programs for advising parents of preschool age children who stutter,
sometimes as components in more comprehensive treatment programs, have contin-

ued to appear with some variations in orientation, general structure, and step-by-step
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details [5-8]. These programs appear to reflect not only past
thinking but also significant portions of current practices in
advising parents throughout the therapeutic process.

Given the breadth and depth of the past literature in this
area, howevey, it is important to understand that the thera-
peutic relationship with the family of a preschooler who stut-
ters begins at the initial evaluation.

It is during these initial meetings with pediatricians and
speech-language pathologists that parents of children who
stutter tend to raise a core set of important questions: What
caused it? How long will it last? Will it go away? What can be
done to help? As experts in the domain of stuttering, speech-
language pathologists have a responsibility to address these
questions with evidence-based information that facilitates
good parental decision making for the best clinical outcome.
Clinicians should work to achieve a dialogue that strikes a bal-
ance of encouraging parents to take proper action, easing ir-
rational fears, and instilling hope of realistic, positive commu-
nication results. Achieving equilibrium of motivation and as-
suredness during these tough conversations warrants skills in
counseling-based approaches. The following is a guide to re-
sponding to these principal questions about childhood stut-
tering using research data and counseling methods.

For parents, receiving information regarding their child’s
stuttering can bring about a variety of negative emotions.
Among them, Manning [9] specifically discusses grief, inade-
quacy, anger, guilt, vulnerability, and confusion as being typi-
cal reactions found in parents of children who stutter. Man-
ning explains that some parents may go through feelings of
grief at the onset of stuttering, as it is potentially the loss of
their child’s fluent communication. Some parents experience
feelings of inadequacy when they feel like they do not have
the knowledge or skills on their own to “fix” their child’s stut-
tering. Additionally, many clinicians report that parents of
children who stutter can go through periods of anger, as the
presence of stuttering brings about a violation of expectations
and/or a loss of control. Guilt may be felt by parents as they
find out more information about their child’s stuttering, such
as how environmental pressures can impact stuttering can
cause parents to feel bad about not seeking help sooner, “fail-
ing” to identify the problem early enough, or genetically
“passing on” their problem to their children. Feelings of vul-
nerability and confusion often are reported by parents, partic-
ularly in navigating how to appropriately react to their child’s
stuttering and in trying to understand the complexity of the
disorder and the steps needed to reach the best outcome.
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Orientation of the counselor

When taking on the task of a stuttering consultation, a clini-
cian is entering into a role-even if brief-of informer and coun-
selor with the parents. Rogers [10] described the three basic
conditions of the counseling relationship: congruence, un-
conditional positive regard, and empathetic understanding.
Congruence, or transparency, refers to being open and honest
with parents, a major step for clinicians in establishing trust
with the parent. Unconditional positive regard refers to the
valuation of the parents for who they are without judgment.
Though it can be easy to scoff at parents’ harsh reactions to
their child’s stuttering, adherence to unsubstantiated views
about the cause of their child’s stuttering, sloth in attaining
help for their child, or their perceived stubbornness for taking
the proper steps in managing their child’s care, it is important
that clinicians avoid judgment of parents and strive for a rela-
tionship of mutual respect with parents. Empathetic under-
standing means staying focused and attuned to the parent’s
feelings as possible. Finding empathetic understanding with
parents warrants listening to and actively trying to understand
their needs.

"What caused it?"

In this information age where parents have access to an abun-
dance of material online, it is vital that the speech-language
pathologist serve as a reliable source of information and di-
rector to proper resources. Many times, we are confronted
with situations where parents have received erroneous or
misleading information from a variety of sources, such as
friends, a pediatrician, or the internet. It is therefore the re-
sponsibility of the clinician to dispel any myths or inaccura-
cies held by the child’s parents/caregivers. A confidence in the
manner in which this information is delivered, of course,
takes time and practice. When it comes to finding information
about the etiology of stuttering, this need for filtering of evi-
dence-based information is especially vital. Parents likely will
encounter a variety of answers to the etiology question, even
when searching among publications from within our field. It
is important that parents know the main answer to the age-
old “what caused it” inquiry up front: we do not know. Letting
parents know initially that the etiology of stuttering is un-
known helps them to become better consumers of the evi-
dence-based information about research that supports vari-
ous causes, empowering them to filter these theories as criti-
cal thinkers.



THEORETICAL EXPLANATIONS

Discussing theories of stuttering with parents can help serve
two purposes: 1) it can make parents feel like the clinician is
well-informed when the speech-language pathologist raises
topics that they have researched or heard about, 2) it can alle-
viate any feelings of foolishness that parents had about sub-
scribing to any of these theories known that each was once
part of the zeitgeist of the field. Clinicians may choose to ad-
dress a variety of popular theoretical explanations of stutter-
ing from incomplete cerebral dominance from switching a
child’s handedness [11], to neuromotor deficits [12], to covert
repairs of anticipated articulation errors [13], to the speed of
speech exceeding phonological encoding [14], to stuttering as
a byproduct of repairs of unusual speech processes [15]. Mov-
ing past these older views of stuttering, it is then important to
present newer explanations for stuttering supported by more
current research, particularly in the domains of neuroimaging
and genetics [16]. Finally, it is important that parents come to
understand that no single etiologic theory has been proven,
because stuttering is a multidimensional disorder.

Multidimensional models

Stuttering is best understood from a multidimensional per-
spective. People who stutter comprise a heterogeneous group
with variability as being the most prominent feature of stutter-
ing according to Starkweather [17]. The following are multidi-
mensional models in which to frame stuttering. Zimmerman
[18] was one of the first in our field to propose a multidimen-
sional model of stuttering, suggesting that stuttering was the
result of disruption in the coordination of respiratory, phona-
tory, and articulatory processes for speech. His hypothesis
was that people who stutter have variable motor skills and
lower thresholds in disruption to motor speech control. An-
other multidimensional model of stuttering etiology was pro-
posed by Wall and Meyers [19], who hypothesized that stut-
tering stems from interactions among psycholinguistic, psy-
chosocial, and physiological components with the impact of
one factor superseding the impact of the other two factors or
functioning independently.

The Demands and Capacities Model proposed that the on-
set and development of stuttering is related to a mismatch be-
tween a child’s capacities (motor, linguistic, cognitive, and
emotional) and the self-imposed demands or externally
driven speech demands (time pressure, pragmatic issues, and
situational influences). If the capacities match the speech per-
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formance, the child will be fluent; if demands exceed capaci-
ties, dysfluencies will result. Smith and De Nil [20] hypothe-
sized that stuttering stems from the interaction of physiologi-
cal processes with emotional, social, and learned factors.
Smith views stuttering behavior is the end product of multiple
antecedent events. The patient’s motor system functions
along a continuum of stability and the level of stability in mo-
tor speech output, making stuttering vary across time in each
person. De Nil [20] proposes that stuttering is a manifestation
of physiological processing related to three processing levels.
The interactions of these three levels cause stuttering to be
variable across time: central neurophysiological processing,
observable behavior (associated with motor, cognitive, lin-
guistic, social, and emotional factors, and contextual level
(environmental).

As evidenced above, many models of stuttering center
around the integration of various factors. Another such
model, CALMS [21] is a framework for understanding the in-
terconnected elements that influence stuttering. This model
suggests that stuttering is influenced not only by motor issues,
but also how people think and feel about themselves and
their stuttering. Those perceptions, feelings, and attitudes
have a direct impact on how well the message will be formu-
lated and produced physiologically while conversing with a
variety of communicative partners in a variety of communica-
tion situations. The converse holds true such that the com-
municative motor, linguistic, and social messages of the indi-
vidual will impact upon the thought, perceptions, feelings,
and attitudes regarding the communicative experiences one
engages. All five components will uniquely combine in indi-
viduals to have variable degrees of influence on the frequency,
type, and duration of stuttering. These five components form
the underlying roots of the disorder and any assessment of
stuttering should include a thorough measurement of each
component. The “C” in CALMS refers to Cognitive, the
thoughts, perceptions, awareness, and understanding of stut-
tering-all which can be either negative or positive. Awareness
of stuttering, positive or negative, can be a vital contributor to
stuttering. The “A” is for Affective: thoughts that are directly
connected with feelings, emotions, and attitudes that accom-
pany stuttering and communication in general. Thoughts and
feelings are hard to separate and are vital to precipitating and
maintaining stuttering. “L’ is for Linguistic: the patient’s lan-
guage skills and abilities. Linguistic complexity influences flu-
ency. Variations in language formulation demand can precip-
itate changes in the frequency and form of dysfluencies. The



“M” stands for Motor, the frequency, type, duration, and se-
verity of stuttering, as well as, secondary coping behaviors
and overall speech motor control. The “S” represents Social,
which is a person’s communicative competence relative to re-
actions the client has to various communicative partners in a
variety of speaking situations.

Most researchers investigating stuttering now agree that
stuttering cannot be explained by a single-factor theory. More
recently, Smith and Weber [22] advanced a multifactorial, dy-
namic account of the complex, nonlinear interactions of mo-
tor, linguistic, and emotional factors that contribute to the on-
set and development of stuttering [20,23]. Reviewing evidence
related to how stuttering develops, including genetic/epigen-
etic factors; motor, linguistic, and emotional features; and ad-
vances in neuroimaging studies, these investigators state that,
while stuttering ultimately reflects impairment in speech sen-
sorimotor processes, its course over the life span is strongly
conditioned by linguistic and emotional factors. In other
words, rapid changes in many neurobehavioral systems are
ongoing, and critical interactions among these systems likely
play a major role in determining persistence of or recovery
from stuttering [22].

Genetics

Most parents who come for a stuttering consultation have
heard or deduced from their own family history that stuttering
“runs in families” Parents should be taught that unlike other
genetic conditions like Down Syndrome or Cystic Fibrosis that
have specific genetic etiologies, stuttering inheritance appears
to be of a multifactorial polygenic inheritance pattern [24,25].
Multifactorial polygenic inheritance means that it is most
likely that more than one gene difference in concert with en-
vironmental factors likely cause stuttering. Yairi [26] and Am-
brose, Yairi, and Cox [25] found stuttering in the immediate
families of 42-45% of children and 64-71% of extended fami-
lies of the children. No family history was reported in 31% of
families. The role of genetics in stuttering is also evident in
studies of twin pairs in which one or both twins stutter. Godai,
Tatarelli, and Bonanni [27] found many more concordant
pairs of monozygotic than dizygotic twins who stuttered, indi-
cating a strong genetic factor; however, the percentage of con-
cordant monozygotic twins is less than 100%, implicating en-
vironmental factors. Howie [28,29] reported 63% concordance
for monozygotic pairs and 19% for dizygotic pairs. Though a
genetic test cannot be given to find out if someone has the ge-
netic makeup that can manifest in stuttering on a person or

n
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their offspring, aggregation studies have been completed that
help predict the recurrence risk for stuttering. Andrews et al.
[30] found that for males who have ever stuttered, the risk of
stuttering is 22% for their sons and 9% for their daughters. For
females who have ever stuttered, it is 36% for sons and 17% for
daughters. It is unknown what exactly is transmitted when a
family member passes on stuttering. Yairi [31] proposes sev-
eral possibilities: biochemical pathways, structural anomalies,
brain processing, motor skills, and/or temperament. Each of
these possibly-inherited traits has been investigated as a fac-
tor in stuttering.

In a review of the literature on the genetics of stuttering,
Kraft and Yairi [32] indicated that there is support from a
range of studies for a genetic perspective of stuttering, but that
“no definitive findings have been made regarding which
transmission model, chromosomes, genes, or sex factors are
involved in the expression of stuttering in the population at
large” However, studies have identified likely causative gene
mutations linked to stuttering. Mutations to three genes
(GNPTAB, GNPTG, and NAGPA) have been found to disrupt
the signal that directs enzymes to their target location in the
lysosome of the cell [33]. Drayna and Kang [33] found that
gene mutations were present in close to 10% of cases of famil-
ial stuttering.

"How long will it last?" and “Will it go away?”

Like the question of stuttering etiology, inquiries regarding
the child’s future course with stuttering do not have a definite
answer. Speech-language pathologists should supply parents
with evidence-based information about the early demograph-
ics of stuttering and data research data that help clinicians
predict a child’s risk for persistence.

It has been well-established in literature that approximately
75% of children who stutter will undergo spontaneous recov-
ery [34,35]. Children who are within their first three years of
stuttering since their time of onset are in a critical time period
for the possibility of complete recovery; once that critical pe-
riod of three to four years past onset has passed, a child is
considered to have persistent stuttering [36]. Most cases begin
from 20-48 years of age, mean of 34 months. As months go by
after onset, the changes for recovery are diminished, such that
the chance for recovery after two years is 47% and only 16%
after three years [35]. In the Illinois Longitudinal Studies of
children followed from close to their time of onset [37] 68% of
children recovered without treatment within a period of two
years. By 2 years after the initial evaluation, exactly 33% of



each of the treated and untreated groups continued to stutter,
and 67% of each of the groups had completely recovered [38].
Within a six-month period, 63% had improvement: 19% were
judged as recovered, and 44% were judged as “possibly” re-
covered [36]. Andrews [39] determined that 75% of the risk of
stuttering is over by age six. Further research suggests that
90% of the risk is over by age four, with very few onsets after
age four [40].

Prediction factors

Longitudinal studies have allowed to researchers to tease out
key differences between groups of children who tend to un-
dergo spontaneous recovery with their stuttering versus chil-
dren who tend to have persistent stuttering. The following are
factors determined by the Illinois Longitudinal Studies to be
key factors in predicting a child’s risk for stuttering persistence
[35]:

Family history

A family history of stuttering is the greatest predictive factor of
stuttering persistence. A child has a 65% chance of following
the path of his or her relatives who stutter in persistence or re-
covery.

Gender
Boys are at a higher risk for both incidence and persistence of
stuttering. Girls tend to recover faster than boys who recover.

Age at onset
Persistence is associated with later age at onset, an average of
3.5 months later than those who recover with a large overlap.
Awareness of disfluencies is sharply heightened between ages
four and five.

SLD trends

The critical period

A very large proportion of children recover in the first three
years following onset with some recovering in the fourth year
of stuttering. The stuttering of children who recover is charac-
terized by a decrease in the frequency of stuttering-like dys-
fluencies (SLDs) demonstrated in the first year. Children who
persist tend to have a fairly stable SLD level after onset. A criti-
cal prognostic indicator for persistence was the steady use of
stuttering-like disfluencies across the first year after onset,
while children whose use stuttering-like disfluencies de-
creased over the first year tended to recover [35].
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Duration of stuttering history

The longer the stuttering history beyond the first year, the
higher the risk is for persistence, especially for girls (though
recovery should not be ruled out). A child who has been stut-
tering for three to four years should be considered persistent,
even if he or she exhibits mild stuttering.

Disfluency length

Extent and duration

Severity is not a predictor in very early stage stuttering. The
continuing presence of disfluencies with more than one repe-
tition unit, especially those containing three or more units per
instance, is a sign of high risk. In the first year of treatment, a
child should exhibit a reduction in the number of repetition
units and the number of SLDs. If the disfluencies are present
but shorter, prognosis is more positive. Children who recover
naturally and early do not continue to exhibit multiple repeti-
tions. The duration of disfluencies does not differentiate the
persistent or recovered groups at any point in time.

Sound prolongation and blocks

The presence of sound prolongations and blocks are not a
distinguishing feature close to onset; however, if the percent-
age of sound prolongations grows over time, so does the risk
for persistence.

Head and neck movements

Secondary movements of the head and neck are not a good
predictor of stuttering persistence shortly after onset; how-
ever, these movements had a sharp decrease in the first few
months following onset in children who recovered. Children
who did not have a significant decline in secondary move-
ments of the head and neck tended to persist.

Phonological skills

Near onset, children who eventually persist show lower level
phonological skills than those who recover- marginally lower
than normative expectations. During the second year follow-
ing onset, the phonological skills across children tend to “even
out” between the persistent and recovered groups.

Expressive language skills

Very young children who stutter tend to demonstrate expres-
sive language skills at or above the average range. Though this
trend was found among children who stuttered compared to
fluent peers, language abilities did not significantly distin-



guish the persistent or recovered group from one another for
prognostic purposes [41,42].

COUNSELING-BASED APPROACHES FOR
ADDRESSING RISK FOR STUTTERING PERSISTENCE

It is important for parents to understand that if a child has
been stuttering for longer than three years, their stuttering is
considered persistent [36]. Many parents hold onto a view
that their child may still outgrow his or her stuttering, even
when they have been stuttering for longer than three years.
Though improvements can be made through therapy, persis-
tent developmental stuttering is a life-long condition that can-
not be completed “fixed” through therapy. Several strategies
may be employed to help parents cope with the difficult con-
versation about predicting the child’s risk for persistent stut-
tering, including elements of Motivational Interviewing, Ra-
tional Emotive Behavioral Therapy, Beck’s Scaling Questions,
and Beck’s Coping Questions.

Normalizing

This Motivational Interviewing technique is used to commu-
nicate to the parent that ambivalence and resistance to
change are natural feelings that most people experience. Nor-
malizing helps the patients to feel like they are not alone in
their struggles with change. A clinician may say, for example,
“Many parents struggle to process the fact that their child’s
stuttering may persist,” or “In my experience, most parents ex-
perience some guilt that they did not detect that their child
was stuttering sooner; that does not mean that the child is be-
yond help”

Ellis' Rational Emotive Behavior Therapy (REBT)

This counseling approach addresses the belief system. Ellis
[43] theorized that people become afraid and upset during
stress because we tend to reason in “absolute musts”: “Awfu-
lizing” with the parent helps to explore these beliefs and chal-
lenge them, which tends to cut down the intensity of the feel-
ing. People remain attached to irrational beliefs. The clinician
directly confronts the parent’s belief system. Uses the ABC
formula to demonstrate the sequence of events related to the
development of irrational beliefs. A-Objective Event, B- Per-
son’s interpretation of the event, C- Emotional/behavioral re-
action to the event. The clinician challenges the parent in the
disputing process involving the parent’s beliefs. Four steps: 1)
Identify self-limiting beliefs, 2) Attempts to validate those be-
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liefs, 3) Realize they cannot be validated, 4) Replace them
with more rational views. For example, if a parent is crying be-
cause they caused their child to stutter, a clinician may “awfu-
lize” with the parent by saying, “Yes, I can see how you caused
your child to have aberrant neurologic function, a unique ge-
netic makeup, and above average language skills,” to help him
or her see that these feelings are irrational.

Scaling questions

Counselors may ask the parents to assess their situations by
gaging their feelings or understanding. The clinician might
ask: “On a scale of 1 to 10, with 1 being that you feel hopeless
about your child’s communication outlook and 10 being you
feel like your child has a great shot at being a satisfied com-
municator, how do you feel about what we were discussing
about his future communication abilities.”

Coping questions

When faced with overwhelming problems, may parents do
manage to press on with daily tasks, even when these things
can pose great difficulty. Asking about how a patient is coping
is a powerful reminder about their strength and in dealing
with adversity. A speech-language pathologist may ask: “How
have you managed to keep him so confident and willing to
talk to other people?”.

When it comes to children who are within their first few
year of stuttering after onset, treatment is aimed at reducing
SLDs in hopes of promoting recovery. In children whose re-
covery is unlikely, the focus of treatment is teaching functional
strategies to produce fluent speech and positively approach
communication. The goal of therapy with persistent develop-
mental stuttering is not to make the stuttering go away per-
manently, rather to give the child a new way of speaking that
can be used as a tool to be more fluent and to make the child
awell-adjusted, empowered communicator.

In young children who may not always be able to employ
speech strategies and to demonstrate behavioral changes
needed to create fluent speech, changing the child’s environ-
ment is key in recovery. Known what causes children to stut-
ter more highlights useful steps that can be taken to change
the environment to help a child to become more fluent. Chil-
dren tend to stutter more when they speak at a fast rate, when
they are engaging in complex linguistic tasks like story-telling,
and when they feel under pressure. Thus, slowing down the
pace of activities and the rate of parental speech, reducing lin-
guistic demands, and lessening outside pressure or anxiety



can help a child to become a more fluent speaker. Gregory
[44] proposes the following environmental considerations
when counseling families of children who stutter as ways to
help young children achieve more fluent speech:

Building and maintaining a child’s self-esteem

The way a child feels about himself/herself is vital to their suc-
cess in therapy. The period of time of stuttering onset and
early childhood stuttering can negatively impact the parent-
child relationship during critical years when a child is devel-
oping self-esteem. Developing a better parent-child relation-
ships can have bidirectional benefits as the children and the
parents appreciate one another’s attention. Child-centered
therapy-allowing children to choose activities and play in a
relaxed manner- helps children to build self-confidence; clini-
cians discussing and asking about what is happening in the
child’s speech during these interactions helps the child feel
like the clinician has insight into the mystery of their prob-
lems. It is often a good idea to call stuttering what the child
calls it; letting the child describe their own complaint helps
them to understand it, rather than supplying the label for
them.

Sibling relationships

Older siblings of parents may place undue linguistic pressure
on children during speech interactions. Younger siblings may
draw attention away from the child who stutters. Parents may
feel like they can have certain types of interactions with one
child more than another sibling. Strategies for managing turn-
taking and spending individual time with each child can help
reduce pressure and anxiety in home communication inter-
actions.

Working with extended family

Extended family members who spend considerable amounts
of time with the parents should be educated with ways that
they can be involved in helping promote therapy targets. For
example, a grandmother who plays excitedly with her grand-
son who stutterers can be taught more relaxed ways to inter-
act with him.

Approaches for addressing environmental changes

Teaching parents about environmental changes to promote
fluency can bring about the stress of changing their lifestyle
and feelings of pressure to be successful with implementing
the suggestions. Many counseling approaches may be helpful
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in helping parents cope with employing environmental
changes: elements of Motivational Interviewing, elements of
Beck’s Cognitive Behavioral Therapy, brainstorming, and
goal-setting.

Decisional balancing

This element of Motivational Interviewing is an exercise en-
tails the parents completing self-assessments about their ac-
tions, listing good and bad things about each. The point of de-
cisional balancing is that parents realize that they get some
desirable results from resisting change or from problem be-
haviors and there will be sacrifices if they change their behav-
ior. Decisional balancing exercises can be done formally hav-
ing patients write out good and “less good” attributes about
their actions, or counselors can informally ask the patients
open-ended questions about their problem behavior and
their self-assessments of their good and bad behaviors. For
example, a clinician may ask, “What are some of the positive
things that come from slowing down the pace of play activities
athome?”

Statements supporting self-efficacy

This Motivational Interviewing technique involves the coun-
selor getting the parent to address the positive changes that
they have made in order to increase their self-confidence.
When patients give self-recognition to their efforts to create
change, they gain confidence that can help spur them along
with future actions. The counselor shows the parent that they
are ready and able to make the changes that they need to
make. The clinician may say, “I see that you have make prog-
ress with modeling a slowed rate of speech. How were you
able to do that?”

Affirmations
This Motivational Interviewing technique is manifested in
statements used by counselors to show that they recognize
the parent’s progress and efforts to change. The counselor
makes comments that acknowledge the parent’s work without
sounding like a “cheerleader,” (e.g., “I knew you could do it”
“That’s wonderful!’, etc.) Counselors should make an effort to
make these statements sound heartfelt. Affirmations may be
stated like, “Your hard word shows by how confident he is
when he speaking to unfamiliar listeners.’

Brief Solution Focused Therapy [45] offers some specific
techniques that can be used the help parents with environ-
mental strategy follow-through. One method is referred to as



“Looking for previous solutions.” Most parents have previ-
ously solved many problems and probably have some ideas of
how to solve their child’s present problem. The objective of
looking for previous solutions is to help parents see these po-
tential answers. Good questions to facilitate this thought pro-
cess: “Are there times when this has been less of a problem?”
“What did you do that was helpful?” Brief Solution Focused
Therapy also uses “looking for exceptions.”

An exception is something that happens instead of the
problem, sometimes unintentionally. Many parents have ex-
perienced exceptions to their problem, even if they have no
prior experience with a solution. Find out when their problem
could have occurred but did not. A good question for this
thought process: “What is different about the times when this
is less of a problem?” Compliments are another part of de
Shazer and Berg’s approach. Compliments validate what the
parent is already doing well. Acknowledging how difficult a
parent’s problems are encourages the parent to change and
sends the message that the clinician cares about and has been
listening to the parent. Compliments can be delivered in the
form of appreciatively toned questions: “How did you do
that?” Invite the parent to self-compliment by virtue of an-
swering the question. Inviting the parents to do more of what
is working is another important strategy with Brief Solution
Focused Therapy. Encouraging the parent to do more of what
is working, what has previously worked, or to keep taking
steps to make their future visions a reality helps them the see
their abilities to solve their problems positively. This invitation
gently encourages the parent to do more of what has previ-
ously worked or to try changes they have brought up which
they would like to try.

Brainstorming

This technique [46] involves inviting the parent to problem-
solve and trouble-shoot situations together. A clinician and
parent may start by producing as many ideas as possible, use
one idea as a takeoff point for others, get rid of normal con-
straints to thinking, and produce even more ideas for clarify-
ing ideas on the list. For example, a clinician and parent may
list all of the possible strategies that they can come up with for
managing turn-taking among a patient’s siblings at the dinner
table.

Goal-setting
Discussing goals with the parent is vital in early stages of ther-
apy with adults and school-aged parents [46]. Setting goals to-
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gether helps the parent to make informed choices about ac-
tion plans. An important goal of treatment in early childhood
stuttering treatment is to help parents become home thera-
pists.

Approaches for addressing treatment

Despite going over the risk factors for persistent stuttering,
some parents may need encouragement that their child’s con-
dition would be best managed with therapy. Getting parents
to consider seeking therapy without scaring them into the de-
cision can be a delicate process warranting counseling skills
on the part of the speech-language pathologist. Some of pro-
posed techniques are discussed below.

Eliciting/evoking change talk

This Motivational Interviewing technique involves the coun-
selor getting the parent to talk about positive outcomes to
their child’s stuttering so that the parent will start thinking
about reasons to consider making change (seeking therapy).
Evoking these thought processes from parents helps them to
see the differences between their words and their actions.
Rather than the counselor lecturing the parent about how
they need to change, the counselor helps the person to arrive
at that conclusion on his or her own. A clinician may ask,
“What would be the ideal result of you making an effort to
bring her to therapy?” Provoking extremes can be a tool in
change talk to help patients see the need for change. For ex-
ample, “What is the worst thing that might happen if you
don’t get him speech therapy?”

Columbo approach

This technique is a Motivational Interviewing tool in which
the counselor brings up the discrepancies in a parent’s behav-
iors. The counselor engages in a curious inquiry about juxta-
posing behaviors to highlight them for the parent in a way this
is not confrontational or judgmental. The counselor addresses
behaviors that are not in line with the patient’s statements
about what they want to point out these differences but avoids
defensiveness on the part of the parent. These questions may
be phrased, “On the one hand you say you want her stuttering
to improve as soon as possible. But on the other hand you are
saying that you just can’t make time for speech therapy right
now? What do you think is causing the problem?”.

Egan’s three-stage skilled-helper model

This counseling approach [47] is interactive method that can



be used for helping parents to clarify their problems and to
systematically select a plan of action for changing their situa-
tion. The first stage is the current scenario. In this stage the
parent feels enabled to tell his or her side of the story with
enough detail in order for the clinician to full understand the
current scenario. This processed is aided by the clinician
helping the parent to recognize any “blind spots” that prevent
them from seeing the problem more clearly. In the scenario
that a parent is denying the need for speech therapy, the clini-
cian can hear the parent out on all of their reasons behind not
wanting to begin speech therapy without judgment. The pre-
ferred scenario stage, stage two, is about helping the parent to
see what he or she needs to do to have a better outcome. Cli-
nicians should not assume that the parent knows the best
outcome or think that the best scenario is implied. In the third
and final action strategies stage the parent and clinician focus
on developing strategies for taking action and the activities
the parent will need to do to get what he or she wants. In the
final stage the parent must act on his or her own behalf and
choose to take action to change their situation. The clinician
can try to help the parent arrive at the choice of seeking
speech therapy for their high-risk child, but speech patholo-
gists cannot force parents’ hands.

CONCLUSIONS

The sheer number of publications over several decades ad-
dressing the issue of parent counseling during the initial eval-
uation of preschoolers who stutter indicates a wide spread,
long sustained belief in the importance of this clinical feature.
However, at present, less than adequate opportunities are af-
forded our future clinicians to hone this important clinical
skill. It is necessary for university training programs to develop
educational and clinical training for students in order to meet
minimum knowledge and skills competencies in the area of
stuttering in an effort to increase their knowledge and comfort
levels [48]. To be included in this training should be the vari-
ous aspects of parent/caregiver counseling and information
sharing during the preliminary stages of the therapeutic pro-
cess. It is incumbent on academic training programs, and in-
deed, the profession as a whole, to identify alternative ways of
preparing student clinicians to appropriately and effectively
work with young children who stutter and their families [49].
If such efforts are not undertaken, and if the apparent trends
identified in the area of pediatric fluency disorders continue,
then it is likely that the number of clinicians who are qualified
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to help children who stutter will decrease even further. Refin-
ing the way speech-language pathologists answer these ques-
tions will evolve with strides in stuttering research and the
willingness of professionals to borrow counseling strategies
from across disciplines. This interdisciplinary approach may
very well aide in a more comprehensive approach to counsel-
ing in fluency disorders. Though countless stuttering re-
searchers are devoted to uncovering more information about
etiology and predictive factors, a focus on applying counsel-
ing-based delivery of this information is warranted. When it
comes to a conversation about a child’s stuttering, the dia-
logue is not just about what is said, but also, how it is said.
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