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Foreword

One of the avenues for improving the quality of American education is the con-
tinuing development of new knowledge and new applications of existing knowl-
edge. Too often the plans for improving education and its various component
parts have not been based on scientifically determined knowledge. In so im-
portant a process ‘best guesses’ are not adequate assurance of making significant
progress.

Those in the speech and hearing profession have become cognizant of the
necessity for conducting long-term and large-scale studies within their discipline
in order to obtain factual knowledge. They were aware that about 2.5 million
speech- and hearing-impaired children in the U. 8. schools were not receiving
speech and hearing therapy in 1959, Therefore the profession, in order to assure
future growth and to provide services on a factual basis for all speech- and
hearing-impaired children, recommended a study concerned with the status of
current practices and techniques.

Some of the leaders in the profession accepted the responsibilicy of conducting
a national survey of public school speech and hearing services. The U. S. Office
of Education is pleased that it has had the opportunity to support such a re-
search study. We are convinced that in the future, as more attention and funds
are devoted to research efforts in this field, the results will be more fruitful than
in the past because of the guidance received from the findings reported in this
monograph,
Sterling M. McMurrin
U. 8, Commissioner of Education

1¥l. LJF, JLCCL

Project Director, Purdue University, and
Chairman, Research Committee

American Speech and Hearing Association

v
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I. Introduction:

The Problem and the Project Procedure

BETTY ANN WILSON

Since 1910, when the Chicago public
school system first provided a program
of special remedial services for speech-
handicapped children (5), there has
been a substantial increase in local
and state support for such programs.
By 1953, 30 state Departments of Edu-
cation (4) had established certification
requirements for public school speech
clinicians' and an estimated 4000 indi-
viduals were then employed in such
positions (3). While at least 193 colleges
and universities (2) purport to provide
training in speech pathology and audi-
ology, adequate remedial services for
the 2,500,000 speech- and hearing-
impaired children attending U. S,
schools (1) are not being provided.
Speech pathology has become a re-
cognized discipline, but continning re-

"The term ‘clinician’ will be used through-
out the Monograph. The editor, faced with
the practical necessity of choosing a term
for repeated use, selected this one for the
following reasons: it is broad enough to in-
clude all that public school speech and hear-
ing personnel do—not oaly therapy bur also
diagnostic work and counseling, work im-
portantly involving a special kind of relation-
ship, a clinical relationship; it does not
connote limited capability and therefore the
need for close and continuing supervision.

Betry Ann Wilson (Ph.D., Purdue Univer-
sity, 1953) is Associate Professor of Speech,
Purdue University. She served as Assistant
Project Director, National Survey of Public
School Speech and Hearing Services.

evaluations must be made to assure
adequate future growth.

An initia] effort to meet the challenge
confronting members of the profession
was presented by the American Speech
and Hearing Association in the form
of a special report, Research Needs in
Speech Pathology and Audiology (6),
which delineated areas ‘within the pro-
fession most urgently in need of evalu-
ation and research.” Throughout this
report the desirability of conducting
long-term and large-scale studies, es-
pecially those relating to current prac-
tices and techniques, was repeatedly
stated. With full cognizance of the
need for such descriptive research, the
U. S. Office of Education awarded a
contract to Purdue University Speech
and Hearing Clinic to conduct the
National Survey of Public School
Speech and Hearing Services, and
American Speech and Hearing As-
sociation members became strong sup-
porters of and participants in this
investigation.

The purpose of this project was
threefold: (a) to describe current prac-
tices and trends in public school speech
and hearing programs, (b) to ascertain
problems which could be resolved by
systematic research, and (c) to assign
priority orders to these researchable
areas.
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Planning of Work Groups

The initial planning conference was
held in May, 1959. A representative
from the U. S, Office of Education,
members of the ASHA Research Com-
mittee and the ASHA Public School
Advisory Committee, and the Purdue
Project staff participated in this meet-
ing. Prior to this time state directors,
university personnel, and public school
clinicians had recommended individuals
to participate in the project and pro-
vided suggestions for organizing the
research, The Planning Committee es-
tablished nine work group areas and
appointed 27 public school workers and
nine college- or university-affiliated
people as core committee members.
Each member of the Public School
Advisory Committee assumed the
chairmanship of one of these work
groups. In order to promote unity
among the various committees, 2 two-
dimensional chart indicating the spe-
cific areas to be investigated was
devised (sce Appendix A).

On November 14, 1959, an all-day
conference for public school personnel
was held at the ASHHA Convention in
Cleveland. During the general orienta-
tion meeting, attended by approxi-
mately 400 persons, the purposes of
and the design procedures to be used in
the survey were presented and dis-
cussed. Work groups then met in-
dependently to begin their assigned
tasks.

A primary task for the research work
group was to locate and organize
sources of information. State and city
supervisors of speech and hearing pro-
grams were asked to indicate, by means
of a check list, the kinds of information
readily available in their offices. These
individuals supplied copies of licensing

or certification requirements, the statu-
tory regulatons relative to public
school speech and hearing programs,
the provisions for financial reimburse-
ment from the state, the names of train-
ing institutions offering degrees in
speech pathology and audiology, and
mailing lists of public school clinicians.

A pilot questionnaire was devised by
the resident staff and submitted to 2all
public school clinicians in four states:
Florida, Indiana, Texas, and Wisconsin,
A follow-up letter was written to those
individuals who did not return the
questionnaire within two weeks. Ulti-
mately 83% of the clinicians responded
to this preliminary questionnaire. The
main function of the pilot questionnaire
was to point up difficulties which
might be encountered in eliciting spe-
cific information from respondents and
to establish patterns for future analyses.

The experience gained from the pre-
liminary investigation facilitated the
compilation of the later questionnaires.
Approximately 200 ASHA members
submitted questionnaire items to the
36 members of the nine work groups.
Each of these groups was charged with
the responsibility of devising questions
relative to one segment of the total
problem, as follows:

I Clinical Pracrice: Remedial
Procedures

I Clinical Practice: Diagnosis and
Measurement

III Program Management: Sche-
dules, Reports, Budgets
IV Administration and Supervision
V' Speech Improvement
VI Professional Standards
VII Recruitment
VIII Professional
Relationships
IX Research

Definitions and



The work group members refined the
items and submitted them to the Pro-
ject staff at Purdue University, From
the scores of items received, 224 were
selected and formulatred into five sepa-
rate questionnaires (sce Appendixes B
through F).

Organization of Questionnaires

It was deemed essential to sample

adequately public school speech and
hearing clinicians and to collect a con-
siderable amount of information from
them. Rather than use one questionnaire
and request clinicians to respond to an
unreasonable number of items, the Proj-
ect staff designed two separate ques-
tionnaires, I-A and I-B. This procedure
provided, in addition, an opportunity
to secure reliability estimates on the
basis of two samples.
' Questionnaire I-A (Appendix B),
for Public School Speech and Hearing
Personnel, provided opportunity for
the responding clinicians to identify
themselves in terms of age, sex, title,
salary, training, experience, and types
of students scen in therapy. The other
56 major questions dealt with admini-
strative and diagnostic procedures.

Questionnaire I-B  (Appendix C),
for Public School Speech and Hearing
Personnel, contained a repetition of the
same background items. In addition,
items dealt with the evaluation of train-
ing received by clinicians and with
remedial procedures utilized by them.

Questionnaire 11 (Appendix D), for
Speech and Hearing Supervisory Per-
sonnel, was designed for supervisors at
the city, county, and state levels. In
addition to answering questions re-
lating to rtraining, experience, and
professional duties, this group of re-
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spondents provided data regarding
licensing and certification requirements,
recruitment programs, reimbursement
policies, research projects, and record-
ing and reporting procedures.

Questionnaire Il (Appendix E), for
Academic Institutions which Offer
Training Applicable to Public School
Speech and Hearing Therapy, was
designed to provide information relative
to facilities, staff, students, and courses
at various training centers.

Questionnaire IV (Appendix F), for
Speech Improvement Teachers, was de-
signed to investigate current speech
improvement programs and to ascertain
the training and pedagogical procedures
of those individuals currently involved
in such programs.

Procedure for Sampling Clinicians

Many sampling procedures were con-
sidered by the Project staff. It was
concluded that maximum information
could be obtained by structuring the
design to take into account geographic
regions of the nation, varying sizes of
communities within regions, and ade-
quate representation of both male and
female speech and hearing clinicians.
The result was a § x 3 x 2 basic de-
sign with five geographic regions, three
sizes of communities, and male and
female clinicians.

The geographic regions (see Figure
1-1) were delineated in accordance
with prevailing sampling practices as
revealed by a review of educational
surveys conducted by the U. S. Office
of Education. The states comprising
each of the five regions are indicated
below, (Alaska, not yet a state when
the study began, was not included.)
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Region IV

Region III

A
Y
Hawaii

Figure 1-1. Five geographic regions into which the United States was divided for Nadonal
Survey of Public School Speech and Hearing Services.

Region T — Northeast Region IV — Southwest-Mountain-Hawaii
Connecticut New Hampshire Arizona Nevada
Delaware New Jersey Colorado New Mexico
District of Columbia New York Hawaii North Dakota
Maine Pennsylvania Idaho Oklahoma
Maryland Rhode Island Kansas South Dakota
Massachusetts Vermont Montana Texas

Nebraska }Jtah

Region 11 — Midwest Wyoming
Illiqois Minnesqta Region V - West Coast
%rldlana I\O/lklls_soun California Oregon

owa io Washi
Michigan Wisconsin asingron

Size of community (small, medium,

Region Il — Southeast or large) was determined by the num-

ﬁ{:?;;m IMT;;TS‘;;L ber of clinicians employed in the com-
Arkansas North Carolina munity. This criterion was selected
Florida South Carolina rather than the number of schools
I%:ﬁ:giy \Tf‘frr;f;f:ee served because of its relevance to the

West Virginia aims of the study. For community
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Tasie 1-1. Classification of city and county speech and hearing programs by size of community

and number of clinicians employed.

Size of Community

Number of Clinicians

City County
Small lor? 1-4
Medium 3-7 5 or more
Large 8§ or more None except Dade

County, Florida

classification purposes, a distinction was
made between cities and counties.
Except for Dade County, Florida,
which includes Miami, all counties were
considered as small- or medium-sized
communities, It was reasoned that the
organization of large county programs
more nearly resembled that of medium-
sized cities than of large ones.

The term ‘small-sized community’
has reference to the situation in which
a clinician is virtually on his own and
is not subject to professional super-
vision from members in his school
system. The designation ‘medium-
sized community’ refers to one em-

ploying several clinicians who work
n fairly close proximity but without
the professional supervision usually
found in larger communities. The clas-
sification system employed is presented
in Table 1-1.

Sampling Lists. Every effort was
made to secure the names and addresses
of all public school speech and hearing
clinicians in the United States. For
many states these lists were provided
by representatives of the special edu-
cation department. In 16 states assis-
tance was offered by the state speech
and hearing consultants. State Depart-
ments of Healch, universities, and stare

TasLe 1-2. Total number of public school speech and hearing clinicians in the United Scates,
by geographic region, size of community, and sex.

Region Size of Community
Sex Small Medium Large Totals

Northeast M 169 97 40 1280
F 337 298 339

Midwest M 187 82 76 1630
F 497 360 428

Southeast M 28 14 12 472
F 229 118 71

Southwest-Mountain-Hawaii M 55 29 12 §52
F 221 108 127

West Coast M 68 47 37 610
1) 164 136 158

Totals 1955 1289 1300 4544
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TasLe 1-3. Proportions of total population of clinicians sampled in the survey, by geographic

region, size of community, and sex.

Region Size of Community
Small Medium Large
M F M F M
Northeast 1/3 1/3 1/2 1/3 All 1/3
Midwest 1/3 1/4 1/2 1/3 2/3 1/3
Southeast Al 1/3 Al 172 All 273
Southwest-Mountain-Hawaii 4/5 1/3 Al 172 Al 1/2
West Coast 3/4 /2 Al 172 Al 172

speech and hearing associations pro-
vided addigonal names. In a few in-
stances no state agency could provide
the necessary information, and it was
secured from individual ASHA mem-
bers. It is apparent that the total of
4544 names listed represented a very
large proportion of the total population
of public school clinicians working in
the United States as of November 1,
1959. The distribution of speech and
hearing clinicians according to region,
community size, and sex is shown in
Table 1-2.

The disproportionate representation
of clinicians, by cell, can be seen in
Table 1-2. In order to insure adequate
representation the Project staff selected
the sample from each cell on the basis
of a predetermined ratio. Some adjust-

ment of the sampling ratios was neces-
sary, however, in instances where the
total representation was small. It was
particularly important to make adjust-
ments for the limited number of male
clinicians in Jarge and medium-sized
communities. The sampling ratios or
fractions used are shown in Table 1-3.

As a result of application of the
sampling ratios to the cell frequencies
of the entire population, a total of 1971
clinicians was selected for inclusion in
the final sample. Except in cases where
the entire cell population was used, the
individuals drawn from any given cell
were randomly selected and alternately
sent either Questionnaire I-A or Ques-
tionnaire I-B. The total number re-
ceiving the questionnaires is shown in
Table 1-4,

Tasie 1-4, Number of clinicians comprising sample sent Questionnaires I-A or I-B, by geo-

graphic region, size of community, and sex.

Region Size of Conrmunity Totals
Srall Medium Large
F F M F
Northeast 55 104 46 106 31 168 510
Midwest 64 124 43 124 58 152 565
Southeast 28 77 14 &4 12 56 251
Southwest-Mountain-Hawaii 43 73 29 55 12 68 280
West Coast 50 80 43 71 38 B3 365
Totals 240 458 175 420 151 527 1971




Three weeks after the initial distri-
bution of Questionnaires I-A and I-B,
a follow-up letter was sent to individ-
uals who had failed to return a com-
pleted questionnaire. In a few instances
a second reminder was necessary.

Returns. The return rate for these
basic questionnaires was quite satis-
factory: 72% for I-A, 77% for I-B.
In I-A the male-female ratio of returns
was 30:70, while in I-B it was 31:69,
The percentage of returns within sexes,
however, revealed a reverse trend: 80%
of the males to whom questionnaires
were addressed returned them, whereas
the return rate for females was 73%.

The return rate was found to be
inversely related to the number of
clinicians in the community: 82% if
only one or two clinicians worked in
the community, 75% if three to six
were employed there, and 66% if
there were seven or more clinicians.
The return rate by geographic regions
revealed only slight differences: 78%
for the Midwest and West Coast and
71% for the other three regions.

Other Sampling Procedures

Questionnaire II was designed to in-
vestigate speech and hearing programs
from a supervisory frame of reference.
Efforts were made to ascertain the
names of all individuals whose positions
included supervisory responsibilities
for public school speech and hearing
programs. City, county, and state mail-
ing lists, U. S. Department of Health,
Education, and Waelfare bulletins on
special education personnel, and state
and national speech and hearing or-
ganization membership lists were used
to identify these individuals. Since the
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total population of supervisory per-
sonnel was only 187, no sampling pro-
cedure was employed. Instead Ques-
tionnaire 1I was distributed to each of
these individuals. Seventy-five per cent
of these questionnaires were completed
and returned.

Questionnaire 111 was designed to
derive information relative to facilities,
numbers of students, and types of train-
ing offercd in the field of speech and
hearing therapy. University catalogues
and directories of institutions of higher
learning were used to identify those
institutions offering training applicable
to public school speech and hearing
clinicians. Officials from state depart-
ments of education were requested to
indicate training institutions within
their respective states. Subsequently
Questionnaire Il was distributed to 170
colleges and universities. Ninety-nine
per cent of these questionnaires were
completed and returned.

Initially it was felt that items relating
to speech improvement should be ex-
cluded from Questionnaires [-A and
I-B. This decision was based on the
assumption that programs of speech
improvement are not an integral part
of the majority of public school reme-
dial speech and hearing programs. This
assumption subsequently proved tenable
in most instances as 61% of the clini-
cians reported no speech improvement
work in their schools.

Questionnaire IV was prepared for
distribution to large communities
known to have active speech improve-
ment programs. The communities
selected and the numbers of potential
respondents in each community are
designated below:
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Arlington, Virginia 80
Brea, California 25
Des Moines, Jowa 50
Hartford, Connecticut 50
Hingham, Massachusetts 78
New York, New York 80
Wauwatosa, Wisconsin 36
Wichita, Kansas 30
Youngstown, Ohio 38

Thus, a total of 467 individuals re-
ceived Questionnaire IV, The return
rate of 53% was lower than that of
any other questionnaire. It may be of
significance to note that only 8% of
those who responded were ASHA
members. Presumably ASHA member-
ship might have been even less well
represented among those who failed to
respond.

A total of 2019 questionnaires was
ultimately seturned to the Project head-
quarters at Purdue University for
analysis. Data derived from each com-
pleted questionnaire were coded and
card-punched in order to facilitate
analysis by computer methods.

Statistical Analysis

The data for each item in the ques-
tionnaires were analyzed with regional
breakdown as the primary control. The
basic analysis performed on these data
was the determination of response pro-
portions to each questionnaire item. In
some instances, however, measures of
central tendency were also derived. In
addition, a number of inter-item tabu-
lations were performed in order to aid
in farther interpretation of the primary
findings.

In these analyses Questionnaires I-A
and I-B presented a special case as a
result of the complex sampling pro-
cedure utilized. In the treatment of
these data corrections for dispropor-

tionality of representation were applied
in order that the conclusions drawn
from the results of these two question-
naires might be validly extended to the
entire parent population. It should also
be noted that the first nine items of
both questionnaires were identical and
provided a means of assessing the ade-
quacy of the sampling procedure for
this population.

Following the statistical analysis,
over 700 tables were prepared and
distributed to the various work group
members.? The work groups then
selected information pertinent to their
designated areas of responsibility and
prepared preliminary reports. These
reports were presented on November 1,
1960, at a second all-day conference
conducted as a part of the ASHA con-
vention at Los Angeles. This meeting
was attended by approximately 1000
clinicians, administrators, and teachers
interested in public school speech and
hearing therapy.

Since most open-ended and opinion-
type questions had been deleted from
the five prepared questionnaires, work
group members were encouraged to
supplement the collected data by means
of personal interviews. Information
thus obtained could be included in the
final reports prepared by each work
group and submitted to the Project
staff by February 15, 1961. The final
work group reports were edited, re-
viewed by members of the Project
staff, and submitted to the ASHA Com-
mittee on Research. Final editing was
then accomplished.

*These basic tables as well as the punched
cards from which they were derived are
stored at the Speech and Hearing Clinic,
Purdue University. Inquiries concerning their
use should be directed to the Project Coordi-
nator at Purdue University.
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II. The Public School Clinician:
Professional Definition and Relationships

HELEN KNIGHT, CHAIRMAN

ELISE S.

JEAN C. ERVIN

GLADYS McliSAAC

The first goal of Work Group VIII
was to secure information descriptive
of the titles, training, work environ-
ment, and professional status of persons
working with speech and hearing dis-
orders in the public schools. The
second purpose was to learn what per-
sons within and outside of the school
situation contribute to the public
school speech and hearing program.
Although questionnaires completed by
over 1400 clinicians were the primary
vehicle for the gathering of informa-
tion, committee and subcommittee
members also interviewed 54 individ-
uals in 16 states. The data presented
below, representing large and small
urban school systems as well as pro-
grams in rural areas, constitute (a) a

Helen Knight (M.A., Northwestern Uni-
versity, 1936) is Speech Clinician in the
Evanston (Illinois) Township High School.
Elise 8. Hahn (PhD., Northwestern Uni-
versity, 1947) is Associate Professor of Speech,
University of California, Los Angeles. Jean C.
Ervin (Ph.DD., University of Missouri, 1950)
is Supervisor, Speech and Hearing Depart-
ment, Arlington County (Virginia) Public
Schools. Gladys Mclsaac (C.A.GS., Boston
University, 1957) is Director of Hearing,
Vision, and Speech Services, Taunton (Massa-
chusetts) Public Schools.

HAHN, VICE-CHAIRMAN

definition of the professional public
school clinician and (b) a delineation
of his professional relationships. Com-
parable data pertaining to supervisors
of speech and hearing programs were
compiled by Work Group IV and are
presented in Chapter 111

Professional Definition

The problem of professional defi-
nition involves an examination of the
individual who works with children
who have speech and hearing difficul-
ties—his age, title, salary, and prepara-
tion—as well as of the situatdon in
which he is employed and of the kind
of work he does.

Professional Titles. According to the

_i‘eplies to the questionnaires sent to

practicing clinicians, the title of ‘speech
therapist’ has fairly well permeated

" the school system. Over 56% employ

10

this title while 26% use the term

‘speech correctionist.” The use of the
latter term is most frequent in the
Midwest, where 40% are so called. No
objection to the designation ‘therapist’
was expressed; in fact a few respond—\/./
ents who are not so designated state
that they would prefer such a title. No
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respondent uses the title of ‘speech
pathologist’ and only 1% are called
‘speech clinicians.”

It is interesting to note that the
present effort by the American Speech
and Hearing Association to find a sub-
stimte for the term ‘therapist’ has so
far had little impact on the public
school, cither to effect a change in the
title by which public school speech and
hearing personnel are known or in the
attitudes of the personnel so named.

Age, Experience, and Salary. Speech
and hearing personnel are relatively
young, as shown in Figure 2-1. Over
60% are 35 years of age or under.
Regional differences are marked: the
younger group is predominant in the
Midwest, with 40% between 20 and
25 years of age; over 40% on the West
Coast are over age 40 while only 12%
there fall in the 20-25 year range.
Across the nation 26% are over 40
years old. Admost three-fourths of the
personnel are womert.

AGE

20-25

26-30

31-3%

36-40

Over
40 G L
Age 0 5 10 15 20 25 30

Percentage of Clinicians

Figure 2-1. Ages of clinicians in nationwide
sample responding to National Survey ques-
tionnaires (N = 1462),

YEARS OF EXPERIENCE

1l or
Less

2 or 3 [

7 - 10 Eaes

Over
10

L "

L L L
Years 0 5 71w 15 20 25 30
Percentage of Clinicians

Freune 2-2. Length of experience of clinicians
in nationwide sample (N = 1462).

These clinicians are also young in\v
terms of experience, as shown in
Figure 2-2. Seventy per cent report
that they have had less than seven
years of experience; 16% have had
one year or less of exgeﬁence while
15% have had between seven and 10
years of experience and 13% have had
over 10 years of experience.

The majority (57%) of public school
personnel receive an annual salary of
between $4000 and $5500, while 27%
receive salaries of over $6000. The re-
gional and npational breakdown of
salaries is presented in Table 2-1, and
the national breakdown is shown in
Figure 2-3. It can be seen that on the
West Coast a much higher percentage
receive salaries in the highest bracket
than in the other geographical regions,
possibly in part because of the higher
average age level of the personne] and
in part because of a generally elevated
salary scale for teachers. In contrast
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Tare 2-1. Annual salaries reported by 757 public school speech clinicians. Values represent
percentages of respondents in the geographical regions shown who reported carnings as

indicated.
Region Under $3500- $4000- §4500- §5000- $5500- $6000- $6500- $7000
$3500 3999 4499 4599 5499 5999 6499 6999 or smore

Northeast 0 1 11 27 17 9 13 7 15
Midwest 0 0 18 30 19 10 5 5 13
Southeast 10 24 29 13 10 6 2 5 0
Southwest-Mountain-

Hawaii 1 [ 37 17 24 8 5 2 0
West Coast i 4 11 14 11 11 11 38
Total 1 3 17 23 17 9 8 6 14

10% of public school clinicians in the
Southeast make under $3500, and 34%
make under $4000, possibly in part be-
cause of the fact that their experience
is more limited and in part because of a
generally lower salary scale for teach-
ers.

Salaries of clinicians are reported to
be affected predominantly by length
of experience according to 39% of

jE SALARIES

Under 3500 B

3500 - 3999

4000 - 4499

4500 - 4989

5000 - 5499

5500 - 5999

6000 - 5499

6500 -~ 6999

7000 or more

. e e X
Annual 4] 5 10 15 20 25

Salary Percentage of Clinicians

Figure 2-3. Annnal salaries earned by clini-
clans in nadonwide sample (N = 757).

705 clinicians responding, by the de-
grees they hold according to 11%, by
both of these according to 41%. The
relationship between salary earned and
amount of experience can be seen in
Table 2-2. (This table must be inter-
preted with caution as no correction
has been made for disproportionality;
the cross-tabulation has been made for
the total group of 757 respondents re-
gardless of geographical area, sex, or
size of community groupings, all of
which were taken into consideration in
the basic sampling design. In spite of
some distortion which is thus intro-
duced into the data, it is presented for
the interest it may hold for the reader.)

A comparison of amount of experi-
ence with age shows that over three-
fourths of those with over 10 years of
experience are over 40 years of age, as
one would expect. However, of those
with one year or less of experience,
over one-fourth are over 25 years of
age, and of those with two and three
years of experience, about one-fourth
are over 31, their age indicating that
they did not come directly from col-
lege into these positions.

When asked if they had been class-
room teachers before working with
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Taee 2-2. Relationship berween amount of experience and annual salary reported by 757
clinicians. Values represent percentages of the number of clinicians falling within each
salary bracket. Total number of clinicians within each bracket is indicated in parentheses.

Annual Salary

Amount of Experience in Years

1 or less 2o0r3 4- 7-10 Quer 10
Under $3500 {(10) 30 30 30 0 10*
$3500-3999 (30 30 40 23 3 3
$4000-4499 (123) 34 43 15 8 0
$4500-4999 (162) 24 48 19 7 2
$5000-5499 (127) 9 36 37 10 6
$5500-5999 (75) 4 24 33 32 7
$6000-6499 (59) 2 i5 44 30 8
$6500-6999 (52) 0 2 25 40 31
$7000 or more (115) 2 3 16 22 57

*Ic should be noted that this value represents a single individual.

speech and hearing disorders, 25%
replied that they had been elementary
teachers, 109% secondary teachers. In
all, 42% replied that they had previous-
ly been teachers. Regional differences
with regard to this question impel
speculation, Only 26% in the Midwest,
44% in the Northwest, 59% in the
Southeast, and a large 63% on the
West Coast have previously been class-
room teachers. The influence of early
state requirements no longer current
may be reflected here; some require-
ments used to stipulate that the indi-
vidual had to have two years of
classroom teaching before entering a
specialized field. The preference of
employing agencies for experienced
classroom teachers and recruitment
from the ranks of regular teachers may
also help explain regional differences.
Recruitment from the classroom may
be indicated also by the fact that 33%
of the individuals questioned decided
on this profession after graduation and
had to return to college for further
preparation,

With regard to the level of training
of speech and hearing personnel, it

TRAINIRG
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Ho degree

Bachelor's
Degree

Bachelor's
Degree plus
grad. work

Master's
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Master's
Degree plus
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Doctorate
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Percentage of Clinicians

I
Highest Level O
of Training

Fisure 2-4. Level of professional training of
clinicians in nationwide sample (N = 705).
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was found that 21% hold the bachelor’s
degree, 37% have had work above this
level, 12% have the master’s degree,
and 28% have taken courses beyond
the master’s degree (see Figure 2-4).
It can be said that only 40% of public
school speech and hearing personnel
have a background of preparation
adequate to meet the standards for ad-
vanced certification set by the Ameri-
can Speech and Hearing Association.
Some regional differences are shown
with regard to level of preparation:
739% of those in the Midwest are
trained below the master’s degree level;
in all the other regions between 40 and
50% are prepared at or above the mas-
ter's degree level. The fact that there
is a high percentage of young teachers
in the Midwest is no doubt related to
these dara.?

In a comparison of extent of training
and salary, it is found that in the

bracket of $7000 or over, three-fourths

of the clinicians hold at least the mas-
ter’s degree. In general, increase in
salary reflects increase in training.
The immediate supervisor of 24%
of the clinicians is the superintendent of
schools; of 11%, the principal; of 31%,
the director of special education; of
21%, the supervisor of speech and
hearing; and of 11%, an intermediary
administrative person, Forty-four per
cent indicate that their supervisor has
had some background of training in
speech and hearing. Approximately

It should be pointed our that it is possible
for a person to hold a master’s degree in
speech pathology and audiology without
having completed an undergraduate major
in this area. The fact that he has attained a
master’s degree, then, cannot be taken to
mean that the holder necessarily has sob-
stantially more specialized knowledge and
experience than the holder of a bachelor'’s
degree who majored in the arca.

one-fourth of the respondents evaluate
their supervision as excellent, and one-
half think it adequate; the remaining
one-fourth indicate that their super-
vision leaves much to be desired. One-
third of the clinicians report that their
immediate supervisor never observes
therapy. Another 51% indicate that
their supervisor observes only occasion-
ally (one to three visits a year.)
With regard to membership in pro-
fessional associations, 64% belong to or
have applied for membership in both
their state speech and hearing associa-
tion and the American Speech and
Hearing Association. Twenty-five per
cent belong to their state association
only, while 10% belong to neither
group. Regional differences are small.
Job Description. Asked to describe
their regular duties, 98.5% listed
speech therapy. About 35% do ‘hearing
therapy’ regularly, another 35% oc-
casionally. Hearing testing is done by
about 20% regularly, by another 35%
occasionally. Only 2% do psychologi-
cal testing regularly or occasionally.
With regard to hearing testing, re-
gional differences are rather marked.
In the Northeast only about 9% do
hearing testing regularly and on the
West Coast only 11%; the percentages
are nearly trebled in the other regions.
Audiological screening is done nation-
wide by speech and hearing personnel
in 21% of the situations, by school
nurses in 47%, by school audiologists
in 1%, by physicians in 2%, and by
county health department personnel in
13% of the situations. In the Southeast
and Southwest-Mountain-Hawaii re-
gions a greater share of this responsi-
bility is borne by speech and hearing
personne]l than in the other regions
(about 35%). On the West Coast coun-
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ty health department personnel are
seen to play a larger role than in the
other areas (30%). In all regions except
the Southcast nurses carry by far the
largest share of responsibility for audio-
logical screening.

The average current therapy case-
load reported by 1462 clinicians na-
tionwide is approximately 130 children,
with 111 being seen at least weekly on
the average. Of these 111 children, 10
are seen individually each week and
101 are seen in groups of four or five,
vsually twice a week though in some
cases only once a week. A fuller treat-
ment of caseload selection, composition,
and scheduling is presented in Chapter
Iv.

AVERAGE WORK WEEK
{Mean hours per week)

23.09 Hrs. THERAPY
1 12 7
m/ i 2
Ve
9 A&S
2
1008
2.68 Hrs. TRAVELING
2.53 Hrs. CONFERENCES
WRITING
2.12 Hrs, REPORTS
PHEPARING
3.23 Hrs. LESSONS
N
1.55 Hrs. | OTHER DUTIES

Frgure 2-5. Composition of average work-
week of clinicians in nationwide sample
(N = 70%).

TasLe 2-3. Mean number of hours per week
devoted to various activities by 705 clinicians.

Activity Mean Number
of Hours
Therapy 23.00
Traveling 2.68
Conferences 253
Weriting reports 2.12
Preparing lessons 3.23
Other durties 1.55

A description of the distribution of
the clinician’s working time during the
week helps to define his job. Table 2-3
and Figure 2-5 show the average num-
ber of hours weekly devoted to various
activities by 705 clinicians from all
geographic regions. The average work
week consists of about 35 hours; about
65% of this time is devoted to therapy.

Members of the profession report
wide variation in conference, coordina-
tion, or office periods. Thirteen per
cent use a full day, 52% have a half-
day for these purposes, and 18% have
no time allotted for them. The remain-
der were not specific in their replies,
indicating ‘other’ or ‘informal’

TasLe 2-4. Evaluation by 705 clinicians of
various aspects of their working situation.
Values represent percentages of respondents
replying as indicated.

Aspect of

Position Excellent Adequate Wanting
Therapy rooms 12 36 50
Equipment 19 49 31
Materials 23 54 21
Supplies 28 52 18
Salary 10 58 29

The ways in which practicing school
clinicians evaluate certain aspects of
their working situation are presented
in Table 2-4. Their expressed discon-



16 Public School Speech and Hearing Services

tent is impressive: half believe that they
are carrying on their programs in
rooms not conducive to a good thera-
peutic result, 31% find their equipment
inadequate, about one-fifth report their
materials and supplies inadequate, and
29% feel they are underpaid. In face-
to-face interviews a substantial num-
ber of informants reported lack of
facilities. A frequent complaint is that
clinicians must carry everything every-
where, there being no room designated
for their services or designed for their
needs.

Professional Relationships

In his professional activities the pub-
lic school speech and hearing clinician
must maintain efficient working rela-
tionships with other individuals con-
cerned with handicapped children: the
classroom teacher, the school nurse, and
the physician. In addition, because of
the influence of the home on the atti-
tudes of the children toward their
problems and upon their efforts to
overcome them, the parents must re-
ceive teports and participate in con-
ferences, The clinician often makes
referrals to physicians, psychologists,
orthodontists, and various cooperating
agencies in the community. His rela-
tionships, therefore, are found within
the school context, with parents, and
with the personnel of outside agencies.

The clinicians report that within the
school systems they receive most pro-
fessional assistance from classroom
teachers and school nurses, The various
individuals making major contributions
are ranked in terms of the amount of
assistance they give as follows: class-
room teachers, 34% (that is, 34% of
the clinicians state that they have re-
ceived most professional assistance

from classroom teachers); school nurs-
es, 27%; psychologists or guidance
personnel, 15%; principals, 9%; super-
intendents, 3 %.

Relationships with Teachers. With
regard to their contacts with classroom
teachers who have pupils with speech
and hearing problems, 16% of the
clinicians believe that they should have
regular conferences with them, while
329% favor occasional discussions; 51%
prefer informal meetings which develop
when the need for exchange of infor-
mation and planning arises. Sixty-four
per cent state that their relationships
with classroom teachers are excellent,
and 34% consider them satisfactory, a
high total percentage indicating co-
operation. Fifty-six per cent send re-
ports of their work and of the children’s
progress to the classroom teachers; 93%
say that reports on children having
hearing' loss are routinely sent to the
teachers,

In locating the children who need
speech training, cooperation with
teachers is particularly important since
68% of the clinicians use the ‘referral’
method frequently and 64% the ‘sur-
vey’ method. Only 12% use the ‘class
visitation’ method frequently. Although
the clinician carries major responsi-
bility for case finding when the survey
method is used, in both the referral and
survey methods the classroom teacher
assists in the procedures for locating
speech-handicapped children.

Fifty-five per cent of the clinicians
use classroom teachers’ reports regular-
ly to determine both the extent of the
children’s disorders and the effects of
therapy. Another 40% use such reports
occasionally.

Communication between the class-
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Tasie 2-5. Percentages of 705 clinicians making referrals to agencies shown with frequency

indicated.
Agency Frequency of Referral
Agency Not
Frequently Occasionally Never Avatlable

College or university clinic 17 60 i0 10
Other speech and hearing clinics 11 53 19 15
Other rehabilitadon agencies 12 59 14 12
Medical profession 41 50 4 3
Psychological services 33 53 6 6

room teacher and speech and hearing
personnel seems, therefore, to be a two-
way process, with the clinician report-
ing to the teacher and receiving help
from the teacher in locating children
and assessing their improvement.

Relationships with Parents. In com-
menting on their relationships with the
parents of speech-impaired children,
40% of the clinicians express the belief
that they should establish contact with
all of the parents; 46% state that con-
tacts should be made with most parents;
12% confer only with the parents of
the most severely handicapped. Parents
must approve the admission of their
children into the remedial speech pro-
gram in 32% of the situations. Twenty-
four per cent of the clinicians indicate
that they use parents’ reports of the
effects of therapy regularly and 69%
use such evaluations occasionally, In
turn 49% submit regular reports to
parents, but 48% do not.

No information was gathered
through questionnaires with regard to
the existence of parents’ groups where
education and free discussion can take
place. In the interviews speech correc-
. tionists indicated that educational pro-

grams for parents are rare. Most said
that they are so short of time and have
such poor facilities that they cannot
initiate such programs and have diffi-
culty even in arranging conferences
with parents.

Relationships with Outside Agencies.
Table 2-5 shows the frequency with
which 705 clinicians make referrals to
outside agencies. The majority use all
referral agencies at least occasionally
although 10% or more have no speech
clinic or rehabilitation agency available.

Medical referrals for children who
have hearing difficulties are made as
follows: 50% of clinicians refer all whao
fail audiometric screening, 17% refer
those who appear to have a mild loss,
22% refer those who display a moder-
ate loss, and 4% refer only those who
have a serious loss.

Information was not gathered con-
cerning the satisfaction gained by the
clinician from referrals to outside
agencies, methods and extent of ex-
change of diagnoses and reports, or the
clinicians’ knowledge of resources avail-
able within their communities. The

potential in professional relationships

warrants further exploration.
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Tape 2-6. Quality of relationships with other professional personnel as reported by 705
clinicians. Values represent percentages of clinicians,

Professional Persons

Quality of Relationship

Excellent Satisfactory Other No Contact

Classroom teachers 64 34 1 0
Principals 66 32 1 0
Superintendents 41 26 2 30
School psychologists,

guidance counselors 49 29 4 17
School nurses 61 29 2 8
School physicians 12 20 2 65
Other speech clinicians 66 17 2 14

Evaluation of Relationships. Clini-
cians were asked to evaluate the quality
of their relationships with various pro-
fessional workers. Their responses are
presented in Table 2-6. Their reports
suggest that the clinicians are fairly
secure in their contacts and that from
their point of view the atmosphere is
generally one of good cooperation.

In face-to-face interviews clinicians
reported that their professional rela-
tionships are generally satisfactory and
advantageous to them. Nurses are re-
portedly cooperative but often passive.
Contacts with school physicians usually
have to be made through the nurse.
Clinicians frequently report that phy-
sicians often appear to lack under-
standing of speech and hearing
problems. In some school systems
psychologists are not trained beyond
the level of psychometrists and can
give little help with management of
disturbed children. The same is true of
some guidance personnel. Few districts
employ a school sacial worker. Inter-
disciplinary case conferences are rare
but are considered highly desirable. It
would appear that each discipline needs

to know more about the training and
services of the others.

Clinicians were asked to evaluate
their formal theoretical training in pro-
fessional relationships. Seventy per
cent think that their training was good,
22% consider it to have been fair, and
6% believe it to have been poor. Sixty-
three per cent state that their practicum
in this area was good while 26% call
it fair and 8% call it poor. In the inter-
views clinicians recommended more
supervised practice in matters involving
relationships with colleagues in related
disciplines.

Discussion

A review of these data and the data
pertaining to program  Supervisors
(Chapter III) points the way to much
that is needed in the way of research
and decision-making involving the best
judgment of the leaders in the profes-
sion. The very title which is most fre-
quently used and" favored by public
school speech and hearing personnel
has recently proved highly disadvan-
tageous to many of the members of the
profession. Clearly there is an urgent
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need for strong leadership and definitive
action on the matcer of nomenclature,

The information this research fur-
nishes regarding the training and
experience of workers in the field, the
types and numbers of cases handled,
and details of program management
contributes  significantly toward a
definition of the role of the speech and
hearing clinician in the public school
setting. But the lack of uniformity re-
ported in such things as the type and
amount of supervision, the variety of
practices in services to students with
impaired hearing, and the dim and un-
certain lines which divide speech cor-
rection and speech improvement (sce
Chapter VII) emphasize the need to
clarify the profession’s self-concept.

Similarly there is a clear and urgent
need to clarify the professional image
in the minds of colleagues in related
disciplines. Both the questionnaire data
and especially the interviews point up
the fact that physicians, nurses, psy-
chologists, and even administrators and
classroom teachers often have only a
meager understanding of the academic
and clinical background of speech and
hearing specialists. Consequently they
lack an appreciation of the services
these workers are prepared to.give.
Study is needed to determine the most
effective ways to counteract this lack
of understanding. Obvious suggestions
are in-service training programs, attrac-
tive survey courses in training institu-
tons for classroom teachers and
administrators, much more publishing
by members of the profession in general
education journals and those of related
specialtics, an increase in speaking en-
gagements before other professional
groups, and an increase in referrals and

improvement in the manner of handling
them.

Certainly one of the best ways to
educate professional colleagues without
offending is through high-level per-
formance in referrals and as an effective
member of an interdisciplinary team.
Interviews indicate that public school
speech and hearing personnel consider
the team approach highly desirable but
find the opportunities for participation
discouragingly limited, In many set-
tings such people as clinical psycholo-
gists, social workers, and physical ther-
apists are not available. The second
major hindrance is the clinician’s lack
of time and facilities to accomplish an
effective job in these relationships.

Associated with the crucial problem
of time for good professional relation-
ships is the question of caseload. A re-
view of the amount of time designated
as conference or office time, the size
of the caseload, and the grade levels
represented in the caseload points dra-
matically to the need for further re-
search to help establish with authority
the best way for a public school
speech and hearing clinician to spend
his time. In order to find more defini-
tive answers to questions about the
best procedures in public school speech
and hearing programs, continued ob-
jective research is needed. In addition,
there would seem to be real merit in
studying and reporting on the proce-
dures used in those highly developed
programs which are operating smoothly
and effectively.

Training institutions can improve
their instruction in professional rela-
tionships—indeed in many areas—by
maintaining close contact with their
graduates and inviting them to submit
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constructive criticism of the training
they received in college. What could
be more helpful than a procedure
through which loyal alumni, after a
year or two on a job, inform their
former professors of those aspects of
their work for which their preparation
was least adequater Among other
things which this type of contact
would accomplish is the continued re-
minder to college and university per-
sonnel that 81% of the caseload in
public school remedial speech programs
is made up of articulation cases. When
64% of training institutions report that
three-fourths or more of their last
year’s bachelor’s and master’s level
graduates were employed by public
schoals, this fact becomes crucial in the
planning of training programs,

Both professional definition and re-
lationships are vitally affected by the
amount and type of preparation of
speech and hearing clinicians and their
supervisors. The data on ASHA mem-
bership and certification of public
school speech and hearing personnel
indicate a serious gap between the con-
ditions which exist and those considered
desirable—or even mandatory—by lead-
ers in the profession. Surely great
wisdom must be exercised in appraising
besetting problems as professional
personnel work vigorously—yet pa-
tiently and realistically—toward im-
proving clinical standards and services
to students in the public schools.

Summary

The individuals working directly
with speech and hearing disorders in
the public schools prefer the title
‘speech therapist.” Sixty-two per cent

are 35 years of age or younger. Al-
most three-fourths are women.

The majority receive a salary of be-
tween $4000 and $5500, but 27%
receive salaries of over $6000. Salaries
are determined primarily by length of
experience and level of preparation
(degrees held). Seventy per cent have
had fewer than seven years of experi-
ence. Forty-two per cent have been
classroom teachers before entering the
speech correction field. Forty per cent
hold the master’s degree and have com-
pleted courses beyond this level. Forty-
six per cent hold a state certificate and
40% hold certification in ASHA.
Sixty-four per cent belong to state and
national professional speech and hear-
ing associations.

Almost all of the respondents do
speech therapy, and 35% do hearing
therapy regularly. Only 19% test hear-
ing regularly. About one-fourth of
public school speech and hearing per-
sonnel work at all school levels; a little
over one-third work in grades from
kindergarten through sixth grade, and
one-third in kindergarten through
ninth. Only 2.5% work exclusively at
the secondary level.

The average caseload is about 130
children. Most clinicians see the chil-
dren, individually or in groups of four
or five, twice a week. However, 33%
meet them only once a week. Eighty-
one per cent of the caseload is made
up of children with articulatory prob-
lems; 6.5% are stutterers.

Fifty-three per cent of the clinicians
serve from three to six schools. On the
average the therapist works 35 hours
a week, 23 of these hours in therapy.
A substantizl number of clinicians in-
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dicate a serious need for improvement
in the space and equipment provided
them.

The professional relationships of
public school speech and hearing per-
sonnel lie within the school, with par-
ents, and with the personnel of outside
agencies, Within the school the class-
room teacher and the school nurse are
the most helpful. Most clinicians believe
that their relationships are excellent
with teachers and most prefer informal
discussions to regular conferences.
Fifty-six per cent send reports on the
children’s speech problems and therapy

to teachers, and 55% use teachers’ re-
ports on the seriousness of disorders
and on progress.

With regard to relationships with
parents 40% belicve that contact should
be established with all parents, another
46% with most parents. Parents’ reports
are used regularly by 24%, occasionally
by 69%; 49% submit regular reports to
parents, while 48% do not.

The majority of clinicians use all
available referral agencies at least oc-
casionally. Most referrals are made to
the medical profession. Most clinicians
believe that they had good training in
the area of professional relationships.
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The preceding chapter has presented a
description of the job of the public
school speech and hearing clinician, to-
gether with a delineation of his train-
ing, experience, salary, and professional
relationships. The present chapter, com-
prising the report of Work Group IV,
reviews the duties of supervisors of
public school speech and hearing pro-
grams and summarizes some of the cur-
rent practices in the administration of
these programs. The following chapter
presents additional data concerning the
organization and management of the
programs whose personnel are described
in Chapters II and IIL

Questionnaires were sent to super-
visory personnel in all five geographic
regions of the country. A total of 141
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supervisors responded; of these, 40
(28% ) function at the state level and
101 (82%) at the county or city level
(hereafter termed the local level). In
this report the responses of these two
groups will, when appropriate, be pre-
sented separately as it is apparent that
the duties of supervisors at the two
levels are quite different and their con-
tacts with children and teachers and
other personnel are of a different order.

Description of Personnel

J Professional Titles. Of the 141 super-
visors who responded, 34% hold the
title of ‘Director’ or ‘Supervisor of
Special Education.” A total of 42% are
called either ‘Supervisor’ (24%), ‘Di-
rector’ (5%), ‘Coordinator’ {9%), or
‘Head’ (4% ) of ‘Speech and Hearing.’
Sixteen per cent are called ‘Consultants
in Hearing,’ and the remainder hold a
variety of titles. The name ‘supervisor’
is used with much greater frequency in
the Southeast and Northeast than in
the other geographic regions.

Age, Salary, and Experience. As
shown in Figure 3-1, the majority of
supervisory personnel (60% overall)
are over 40 years of age: 50% of state
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Ficure 3-1. Ages of program supervisors in
nationwide sample. State supervisors, N =
40. Local supervisors, N = 101

supervisors and 64% of local super-
visors are over 40. Twenty-nine per
cent are between 31 and 40 years of
age; only 9% are under 30 years of
age. There is an almost equal distribu-
tion of men and women in supervisory
positions.

Table 3-1 and Figure 3-2 indicate
how the salaries of state and local
supervisors are distributed, Approxi-
mately 25% of the entire group of
141 supervisors report annual salaries
of less than $7,000, while 15% report
salaries of over §10,000. As in the case
of clinicians (see Table 2-1, Chapter
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IT), the salary scale for supervisors is
highest on the West Coast, lowest in
the Southeast region. In a cross-tabula-
tion of age and salary one finds that
71% of the supervisors earning a salary
of over §10,000 are over 40 years of
age.

The great majority of supervisors
indicate that they hold a master’s de-
gree and have done additional graduate
work (80% of state, 73% of local
supervisors), However, 14% of local
supervisors hold the doctorate while
only 8% of state supervisots have train-
ing at that level (see Figure 3-3).

Taste 3-2. Distribution of total years of
experience in all situations (as public school
clinicians, clinicians in other situations, super-
visors of public school clinicians, college
teachers, etc.) of supervisory personnel.
Values represent percentages of total of 141
supervisors responding.

FYears of Experience Yo
04 3
5-9 26
10-14 21
15-20 18
21-2§% 10
26-32 7
33 or more 9

Seventy-one per cent of all the super-
visors receiving annual salaries of over
$10,000 have graduate training beyond
the master’s degree and the remaining
29% hold the doctorate.

Taste 3-1. Annual salaries reported by 40 state and 101 local supervisors of speech and
hearing programs. Values represent percentages of respondents who reported earnings as

indicated.

Level of Under 36000- $6500- $7000- $7500- P§000- $8500- $5000- $9500- Ower
Supervision 6000 6499 6999 7498 7999 8499 8999 499 0299 310,000
State 7 10 15 7 12 10 5 8 18 8
Local 10 4 [ 15

7 11 11 9 7 18
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$ State Supervisors Local Supervisors
Under 6000
6000 - 6499
6500 - 6999
7000 - 7499
7500 ~ 7999
8000 - 8499
8500 - 8999
9000 - 9499
9500 - 9999
Over 10,000

Annual 20 15 10 1
Salary

Q 5 10 15 20
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Figure 3-2. Annual salaries earned by program supervisors in nationwide sample. State

supervisors, N = 40. Local supervisors, N = 101.
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¥ieure 3-3. Level of professional training of
program supervisors in nationwide sample.
State supervisors, N = 40. Local supervisors,
N = 101
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Ficure 3-4. Length of experience of program
supervisors in nationwide sample. State super-
visors, N = 40. Local supervisors, N = 101.



Tasre 3-3. Percentages of state and local
supervisors indicating areas of specialization
shown prior to assuming supervisory duties.

Area of State Local
Specialization Supervisors Supervisors
(N = 40y (N = 10D
Speech and hearing 70 71
General speech 8 6
General education 5 10
Special education 13 9
Teacher of deaf 2 1
Other 2 3

The professional experience of these
supervisors (including positions in all
situations such as summer clinics, work
as a speech and hearing clinician, and
work in a supervisory capacity) totals
on the average 15.6 years. Table 3-2
presents more detailed information
about the total professional experience
of the 141 respondents, and Figure 3-4
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provides information about state and
local supervisors separately. These su-
pervisors have had an average of 4.8
years of experience as public school
clinicians and 4.7 years as speech and
hearing supervisors. Before they became
supervisors, 71% had specialized in
speech and hearing disorders, 6% in
genera] speech, 10% in special educa-
tion, and 9% in general education.
Table 3-3 indicates the areas of special-
ization of the state and local supervisors.

Professional Affiliation. With regard
to membership in professional associa-
tions, there are essentially no differences
between state and Jocal supervisors.
Seventy-one per cent belong to both
state and national speech and hearing
associations, 11% belong to the state
organization only, and 13% belong to
neither. Since in the case of 71% of
the supervisors the area of specialization

ASHA CERTIFICATION
IN SPEECH

LEVEL OF
CERTIFICATION

ASHA CERTIFICATICN
IN HEARING

24%

.
Certification

9%
BASIC
Certification
BASIC 5%
Certification im
Applied
Certification For Certification
Comparison Comparison
23% 53%

Certification

700000000000

Percentage of Supervisors

Percentage of Supervisors

Figure 3-5. ASHA certification held by program supervisors in nationwide sample (N = 141),

The Sherrod Library
EAST TENNESSEE STATE UNIVERSITY
Johnson City, Tennessee
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is reported to have been speech and
hearing disorders, it seems safe to as-
sume that it is supervisors with this
background who hold membership in
local and national speech and hearing
associations, Similarly it can be assumed
that the 13% holding no affiliation with
local or national speech and hearing
associations are personnel whose special-
ization was in areas other than speech
and hearing.

As shown in Figure 3-5, 24% of the
supervisors have Advanced Certifica-
tion in Speech in the American Speech
and Hearing Association and 26% have
Basic Certification; 3% have Advanced
Certification in Hearing, 9% Basic. An-
other 11% indicate that they have ap-
plied for Basic Certification in either
Speech or Hearing,

Taste 3-4. Duration of speech correction and
hearing conservation programs in school
systemns represented by supervisors. Values
represent percentages of 40 state (8) and
101 local (L} supervisors employed in pro-
grams of durations indicated.

Years of Speech Hearing
Duration Correction Conservation
Program Program
s L L
1 o 2 0 8
2-5 5 8 15 4
6-9 25 15 10 12
10 or more 63 73 60 85

Professional Respomnsibilities

In a consideration of the duties of
the supervisors, it is well first to know
that the programs they represent have
in the majority of cases been in exist-
ence for ten or more years. Table 3-4
shows how long speech correction and
hearing conservation programs super-
vised by the 40 state and 101 local

supervisors have existed. Only 5% of
the speech correction and 15% of the
hearing conservation programs directed
by state supervisors are five years old
or less; only 10% of the speech cor-
rection and 12% of the hearing con-
servation programs directed by local
supervisors are five years old or less.

Tasre 3-5. Numbers of clinicians supervised
by state and local supervisors. Values repre-
sent  percentages of supervisors reporting
numbers shown.

Nusnber State Local
of Supervisors Supervisors
Clizzicians (N = 40) (N = 10D
1-9 15 57
10-20 15 24
21-39 15 10
40-99 15 6
100-200 20 3
201-640 20 0

Number of Clinicians Supervised.
he mean number of speech and hear-
ing clinicians supervised by the total
group of 141 supervisors is 51, Averages
range from 20 clinicians per supervisor
in the Southeast region to 72 clinicians
per supervisor on the West Coast. A
breakdown indicating numbers of clini-
cians supervised by state and local per-
sonnel is presented in Table 3-5.
Twenty-six per cent of the super-
visors report that the clinicians under
their direction cover all grades. Fifty
per cent indicate that the clinicians
cover all grades as well as ‘special’ classes
(ungraded classes for the physically
handicapped, mentally retarded, etc.)
Professional Duties. The duties of

supervisors of speech and hearing pro-
grams are numerous and diverse. Table
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TasLte 3-6. Percentages of state and local supervisors indicating the relative importance of
each of 12 supervisory duties. 8 = supervisors of state programs (N = 40). L= supervisors

of local programs (N = 101).

Dury Importance of Duty

Very Moderately Of Slight or

Important Important No hnportance
S L K L S L
Assist in diagnosis 35 50 28 28 35 22
Prepare budger 55 68 18 14 25 18
Compile, report enrollment figures 58 60 28 22 13 18
Devise report forms 70 54 23 38 5 8
Interview applicants for positions 28 86 18 9 53 5
Conduct in-service training 65 83 15 14 18 3
Observe clinicians 58 67 23 26 18 7
Plan for nceded equipment 43 66 28 30 28 4
Prepare, revise speech handbook 55 50 23 35 20 15
Schedule screening and therapy 18 43 20 33 60 24
Take care of referrals 25 4L 20 29 53 30
Talk to outside groups 80 46 18 26 0 8

3-6 shows the opinions of state and local
supervisors relative to the importance of
their various duties. Rather marked dif-
ferences in expressed opinions are found
between respondents in the scveral geo-
graphic regions, probably because of
the long use of certain established pro-
cedures within each region,

The highest agreements among state
supervisors in their designations of ‘very
important” responsibilities occur with
respect to (a) talking to outside groups,
(b) devising report forms, (c) conduct-
ing in-service training, (d) observing
clinicians, and (e) compiling and re-
porting enroliment figures. Local su-
pervisors agree best in designating as
‘very important’ (a) interviewing of
applicants, (b) conducting in-service
training, (c) preparing budgets, (d)
observing clinicians, (e) talking to out-
side groups, and (f) planning for needed
equlpment.

Although 90% of the total of 141
supervisors responding indicate that
they consider the observation of clini-

cians to be one of their very or moder-
ately important duties, 33% of school
clinicians report that their immediate
supervisor never observes therapy. An-
other 51% indicate that their super-
visor observes only occasionally (one
to three visits a year). This apparent
discrepancy between doctrine and prac-
tice may be explained by the fact that
many of the ‘supervisors’ the clinicians
have in mind are superintendents, prin-
cipals, and directors of special educa-
tion. These supervisors probably do
not observe therapy as a rule, but they
are not included among the supervisors
of speech and hearing programs who
were asked to complete the question-
naire. Another possible explanation is
that although speech and hearing pro-
gram supervisors feel that observation
is important, they may themselves have
insufficient time to visit frequently and
lack qualified staff assistants who can
assume the responsibility.

Another activity of supervisors which
is not reported in Table 3-6 is talking
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to high school students and others in
order to acquaint them with the speech
and hearing profession with the intent
of recruiting prospective clinicians.
Forty per cent of the supervisors report
that they talk to students and make
supplementary contacts with this pur-
pose in mind. Another 21% report
more extensive contacts for this pur-
pose. Thirty-five per cent indicate that
they have no contact with high school
students relative to recruitment. (Chap-
ter IX contains more complete informa-
tion about the sapervisor’s role in and
opinions about recruitment.)

TasLe 3-7. Percentages of supervisors requir-
ing the routine submission of each of seven
types of reports,

Type State Local
of Stupervisors Supervisors
Report (N =40) (N =101
Census reports 73 50
Classification of 58 62

disorders reports
Equipment inventories 30 60

Financial reports 50 26
Program description

reports 80 54
Individual case reports 33 71
Progress reports 35 77

Reports Reguired. In order to ac-
complish their supervision of speech
and hearing programs, supervisors re-
quire the clinicians under their direc-
tion to submit certain reports. Table
3-7 indicates the types of reports sub-
mitted to state and local supervisors.
It is apparent that state supervisors are
especially concerned with program de-
scriptions and census and financial re-
ports whereas local supervisors are more
concerned with individual case records
and progress reports, reports of dis-
order classifications, and equipment in-

Tasre 3-8, Total number of different types
of reports submitted routinely by clinicians
to their supervisors. Values represent per-
centages of srate and local supervisors in-
dicating number of reports shown.

Total Number State Local
of Supervisors  Supervisors
Reports Submitted (N = 40) (N = 1on)

1 5 5

2 13 10

3 33 20

4 23 23

5 13 28

6 10 10

7 3 4

ventories. Table 3-8 shows the total
number of different types of reports
required by the supervisors.

Research Conducted by Supervisors

Some supervisors in the discharge of
their official duties have been suflicient-
ly concerned with the inadequacy of
certain aspects of their programs to
undertale research related to these as-
pects. ‘Table 3-9 shows the percentages
of state and local supervisors who re-
port having engaged in research relative
to four topics.

Tasie 3-9, Percentages of state and local
supervisors reporting individual research done
on topics shown,

Topic State Local
Super- Super-
visors visOrs
(N =40 (N =10
Incidence studies 48 45
Comparison or develo
ment of therapeutic 35 32
techniques
Development of testing 50 31
techniques or devices
Comparison of effective-
nessof differentsched- 28 27

uling methods
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Tape 3-10. Quality of relationships with other professional personnel as reported by 40
state supervisors (8) and 101 local supervisors (L). Values represent percentages of supervisors.

Professional Persons

Quality of Relationship

Euxcellent Satisfactory Other No Contact
S L S L S L
Classroom  teachers 60 66 20 30 3 1 10 2
Principals 58 83 28 16 3 0 5 0
Superintendents 78 78 15 18 0 0 0 3

School psychologists

guidance counselors 8 83 40 14 3 0 3 z
School nurses 63 66 18 29 3 0 10 4
School physicians 25 33 20 32 5 3 43 32
74 8 10 0 1 3 14

Special education directors 83

One-half of the supervisors state that
the research which they were doing or
had done was not a requirement for a
course or an advanced degree. Forty
per cent of state and 32% of local
supervisors indicate that it was done as
a part of their regularly scheduled
work. Approximately half of each
group state that is was not done in co-
operation with academically sponsored
research. One out of five state super-
visors and one out of three local super-
visors indicate that it was conducted
as a voluntary project on their own
time,

Fully one-third of the supervisors
indicate that they are not doing and
have not done any sort of research.
Since the largest number of supervisors
reported doing research on incidence
studies and another high percentage
reported doing the research as a part of
their regularly scheduled work or as
a voluntary project on their own time,
the question arises as to how many of
these projects involved simply the com-
pilation of figures as a part of their
regular job.

Professional Relationships

Like clinicians, supervisors have pro-
fessional contacts with many other
individuals concerned with the manage-
ment of speech- and hearing-handi-
capped children. Supervisors were asked
to evaluate the quality of these profes-
sional relationships. Their responses are
summarized in Table 3-10. For obvious
reasons state supervisors have more
limited contacts with classroom teach-
ers, school nurses, and school physicians
than do local supervisors. It is some-
what surprising that a higher percent-
age of state supervisors do not indicate
lack of contact with certain types of
personnel at the level of the individual
school. The percentage of local super-
visors reporting no contact with school
physicians is surprisingly high. In gen-
eral the relationships appear to be ex-
cellent. A comparison with Table 2-6,
Chapter 1I, which shows clinicians’
evaluations of their professional rela-
tionships, indicates that both clinicians
and their supervisors are well satisfied
with their relationships with classroom
teachers, nurses, and school administra-
tive personnel.
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Discussion

Examination of the data reported
above suggests that practices followed
nationally in the supervision of public
school speech and hearing programs are
highly varied. There is wide variation
of opinion concerning the importance
of various duties of supervisors. In-
vestigation might well be made of the
possible values which would accrue
from a nationwide adoption of more
uniform policies regarding program
supervision, although the meeting of
local needs must be kept in mind. Ad-
vantages might also result from includ-
ing in training programs greater stress
on procedures in supervision and ad-
nunistration.

In the formulation of Questionnaire
II for Speech and Hearing Supervisory
Personnel no distinction was made be-
tween supervisors and administrators.
In furure investigations such a distinc-
tion should certainly be made and use-
ful information gathered about the
responsibilitics of both,

It is apparent that many decisions
concerning procedures followed in do-
ing remedial work and in adfninistering
public school programs are not based
upon objective information. Since there
is so little conclusive evidence relative
to many aspects of public school speech
and hearing programs, public school
administrators and supervisors and per-
sonnel in the training and rescarch
institutions would do well to collaborate
in designing research projects calcu-
lated to answer urgent questions relat-
ing to policy and method.

Further investigation of professional
cooperation of speech and hearing per-
sonnel with school nurses, psycholo-

gists, guidance counselors, social work-
ers, and physicians is warranted. Public
school speech and hearing clinicians
and supervisors may not be utilizing to
the fullest extent the team approach in
meeting the needs of the speech- and
hearing-handicapped child.

The data concerning supervision
which were gathered in the Naticnal
Survey having now been reviewed, it
seems useful to present brief statcments
summarizing the duties typically per-
formed by state and local supervisors
of speech and hearing programs,

The State Supervisor. After develop-
ing a philosophy which represents the
thinking of the best qualified people in
the state concerning speech correction
services in school districts, the prime
responsibilities of a supervisor in a
state office are legal ones. These include
such matters as the establishing of
standards to guide programs applying
for state aid, determining qualifications
of clinicians, and approving applica-
tions for state recognition.

In addition, a state supervisor advises
in the making or amending of laws
and preparation of budgets; stimulates
through writing and talking the in-
terest of districts in speech programs;
designs, records, collects, and presents
information which gives a picture of
the program; assists in the in-service
training of clinicians; visits programs
as part of the evaluation process for
state recognition; acts as liaison person
between colleges and schools in mat-
ters concerning student teachers and
research projects; aids professional or-
ganizations in the preparation of pro-
grams; and promotes recruitment of
clinicians.



A state director’s responsibilities,
then, are two-fold: first, the legal
tasks which make possible the expendi-
ture of state funds for speech correc-
tion, and second, the more purely pro-
fessional obligations involved in the
creation, the establishment, and the
maintenance of ever-improving speech
correction services.

The Local Supervisor. The local
supervisor has the responsibility for
developing a working philosophy which
incorporates the spcech correction pro-
gram into the district’s total educational
plan. Among his immediate duties are
assisting in the employment of clini-
cians, assigning clinicians to schools,
providing physical equipment and basic
instructional materials and books, and
orienting clinicians in matters pertain-
ing to school policy, lines of authority,
and customs,

The local supervisor also gives guid-
ance in the making of surveys and
schedules, develops record forms which
aid in the efficient operation of the
programs, prepares reports required by
the state, seeks opportunitics for the
integration of the speech program into
the general curriculum, gives help in
baffling cases, and provides opportun-
ities for the staff’s professional growth.
In matters involving the development
and interpretation of the scrvice the
supervisor has a major responsibility.
It is he who reports to the superintend-
ent and the board, meets with princi-
pals and other faculty personnel, makes
contact with outside agencies and or-
ganizations, and, in brief, represents
speech correction to the public. He is
a key person in developing a clinician
recruitment program.,

To summarize, the development of
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the speech services within the schools,
the establishment of lines of communi-
cation with concerned offices and agen-
cies, and the interpretation of the
program to professional and lay per-
sons are the responsibilities of the local
supervisor.

Sturmmary

The individuals who supervise public
school clinicians are called supervisors,
consultants, coordinators, directors, and
heads of special education or of speech
and hearing. The majority are over 40
years of age, with an almost equal dis-
tribution of men and women in these
positions. The salaries vary from $6000
to over $10,000. Amount of salary cor-
relates highly with age and level of
training.

With regard to training, 75% of
supervisors have work beyond the
master’s degree, and 12% have the
doctorate. The average supervisor has
compiled professional experience total-
ing 15.6 years, with an average of al-
most five years of experience as a public
school clinician. Before they became
supervisors, 71% specialized in speech
and hearing disorders. Seventy-one per
cent belong to state and national pro-
fessional speech and hearing associa-
tions. Twenty-seven per cent have
Advanced Certification in either Speech
or Hearing awarded by the American
Speech and Hearing Association; 35%
have Basic Certification in Speech or
Hearing.

Eighty-eight per cent of the speech
therapy and 75% of the hearing con-
servation programs represented by these
supervisors have been in existence over
five years, and 70% and 64% of them,
respectively, have existed for more than
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10 years. Supervisors direct the work of
51 clinicians on the average.
Supervisors of state programs indi-
cate that their most important duties
include talking to outside groups, de-
vising report forms, conducting in-serv-
ice training, observing clinicians, and
compiling statistics pertaining to en-
rollment. Supervisors of county and
city programs agree that their most
important duties include interviewing
job applicants, conducting in-service
training, preparing budgets, observing
clinicians, talking to outside groups,

and planning for needed equipment. An
important vehicle by means of which
supervisors oversee the work of clini-
cians is the report. Reports range from
statistical reports concerning enroll-
ments, budgets, and equipment to re-
ports of the problems and progress of
individual cases.

Supervisors believe that their pro-
fessional relationships with classroom
teachers and school administrators are
excellent. Contacts with medical per-
sonnel are limited.



IV. Program Organization and Management

DALE S,
ROLLAND J.

MARGARET E. FAULK

ELEANOR TAUSSIG

A complete understanding of the work
of the speech and hearing clinician and
his supervisor rests upon a visualization
of the public school environment within
which they function and the organiza-
tional structure which they help to
frame and of which they are a part,
The clinician’s goal is to provide
comprehensive service calculated to
meet the needs of speech- and hearing-
impaired children. He endeavors to
achieve his goal by devising, in coopera-
tion with and under the direction of
state and local supervisors, a continu-
ing program that is technically sound,
appropriate to the geography and the
size of the area he serves, in accordance
with school laws as well as state, county,
and local administrative practices, and
in accord with the expressed needs of
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Services, lowa State Department of Public
Instruction. Rolland J. Van Hattum (PhD.,
Pennsylvania State University, 1954) is Direc-
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Faulk {(M.A. University of lowa, 1942) is
Coordinator, Speech and Hearing Therapy,
Prince George’s County (Maryland) Board
of Education. Eleanor Taussig (M.A. Penn-
sylvania State University, 1948) is Speech and
Hearing Clinician, Commonwealth of Penn-
sylvania Diepartment of Health, Berks County
Health Center, Reading.
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local school personnel. He strives to
meet all standards, satisfy all requests;
in so doing he inevitably encounters
problems and suffers frustration, and
sometimes he even experiences failure—
but function he must within the pre-
scribed organizational structure.

Work Group III set about to explore
the general area of program organiza-
tion and management, focusing its at-
tention upon broad aspects of overall
speech and hearing program organiza-
tion, details of local programming
(scheduling), reporting and record
keeping practices, and program financ-
ing, Information was gathered from
school clinicians and state and local
supervisors through the vehicle of
questionnaires supplemented by some
follow-up correspondence.

Querall Program Organization

"The clinicians who provided informa-
tion azbout program organization and
management represent school systems
covering a wide range of sizes. Table
4-1 shows the percentages of clinicians
representing systems of varying size.
Fully one-half of the clinicians work
in systems consisting of 20 or fewer
elementary, junior high, and senior
high schools; about ene-third work in
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TasiE 4-1, Sizes of school systems represented
by 705 clinicians responding. Values repre-
sent percentages of clinicians reporring thar
they work in systemns consisting of indicated
number of clementary, junior high, and senior
high schools.

Number of Schools
n System

1-10 31

11-20 21

21-30 4

31-40 6

41-50 3

51-60 2

1

Y% of Clinicians

61-70

71-80 !
81.90 1
Over 90 Lr

systems consisting of 10 or fewer
schools. One-fifth work in systems con-
sisting of more than 50 schools.

Most of the clinicians represent
school systems with well-established
remedial speech and hearing conserva-
tion programs, as shown in Table 4-2.

In half of the systems the speech cor-
rection program is at least 10 years
old, while in over 40% of the systems
the hearing conservation program is
that old. Breakdowns by geographical
area indicate that there are more long-

‘TasLE 4-2. Duration of specch correction and
hearing conservation programs in school sys-
tems represented. Values represent percentages
of 705 clinicians working in programs of
durations indicated.

Years of Speech Hearing

Duration Correction Conservation
Program Program

1 4 4

2-5 21 15

6-9 22 15

10 or more 51 41

established speech correction programs
in the Midwest and on the West Coast
than in the other regions; 63% of the
clinicians in the Midwest represent pro-
grams in existence for 10 years or long-

NUMBER GOF SCHCOLS SERVED

3 or 4 Schools

5 or 6 Schools

26%

7 or 8 Schools

10%

9 or 10 Schools

1 or 2 Schools

1l or 12 Scheols

5%

13 or 14 Schools

= [

15 or 16 8chools

17 or more 3Schocls

4%

Percentage of Clinicians

Ficure 4-1. Number of schools served by clinicians in nationwide sample (N = 705},
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er, as do 56% of the clinicians on the
‘West Coast. Long-established hearing
conservation programs are more numer-
ous on the West Coast . (53% of
clinicians representing programs 10
years old or older) and in the Midwest

(47%).

Schools Served. Specific information
about the total number of clinicians in
these programs was not obtained, but
it is known that there is considerable
variety in the number of schools indi-

viduval clinicians serve. Fifty-three pery/

cent of the 705 clinicians replying serve
from three to six schools. Ten per cent
work in only one or two schools, 18%
serve from seven to 10, 8% serve from
11 to 16, and 4% serve 17 or more.
(sec Figure 4-1).

Clinicians were asked to name the
most important determinant of the
number of clinicians in their school
system. Fifty-three per cent indicate
that budget constitutes the limiting fac-
tor. Another 28% report that the num-
ber of clinicians hired is predicated
upon the number of children needing
help. Fourteen per cent state that the
supply of available clinicians determines
how many are hired. Two per cent say
that the limit on number of clinicians
is prescribed by administrative fiat.

Grades Served. Speech and hearing
personnel serve the various grades as
follows: about one-fourth work at all
levels, somewhat more than one-third
work in elementary schools only
(kindergarten through sixth grade), and
about one-third in kindergarten through
ninth grade. Only about 2% work
strictly at the high school level. The
responses of a total of 1462 clinicians
indicate that about three-fourths of
them work primarily with children in

represents 5% of clinicians

Kind

. hekedAs
- AR
- ii-

5th

Grades of greatest caseload concentration

and 2%
6th

7th

and 2%
8th

]

9th

and 1%
10th

11lth

and 1%

12th

Grades Percentage of Clinicians

Frcure 4-2. School grades in which clinicians
in nationwide sample report the greatest con-
centration of cases (N == 757).

three grades: kindergarten, first, and
sccond. About 18% more report their
cases to be concentrated in the third
and fourth grades, with only about 6%
reporting their cases to be concentrated
in the remaining grades of elementary,
junior high, and senior high school.
These data are summarized in Figure
4-2.

Thirty-one per cent of the clinicians
report that they feel most effective at
the primary level, 48% at the ele-
mentary level, and 5% at the secondary
level. In other words, clinicians usuall
report concentration of their efforts
where they consider themselves to be
most effective.
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Taspie 4-3. Percentages of 141 state and local supervisors indicating provision by their school
system of speech correction services for preschool and parochial school children.

Region Both Preschool Parochial Neither
Preschool & Only Only Preschool nor

Parochial Parochial
Noitheast 24 15 12 48
Midwest 25 30 20 25
Scutheast 17 2 17 44
Southwest-Mountain-Hawaii 35 35 0 30
West Coast 13 74 0 13
Total: all supervisors 23 33 11 32
Total: state supervisors 32 35 8 25
Total: local supervisors 20 33 13 34

State and local supervisors were
asked to indicate the provisions made
by their school systems for supplying
help to preschool and parochial school
children. Table 4-3 summarizes the re-
sponses of 141 supcrvisors and presents
a breakdown by geographical region.
Although about one-third of the sys-
tems sampled nationwide provide no
such service, 56% of the systems pro-
vide speech correction for preschool
children and 44 % extend such service
to children in parochial schools.

Dezrails of Programming

Procedures that are used in case find-
ing are fully described in Chapter V
and will not be reviewed here. In this
section practices will be reviewed which
pertain to the scheduling of therapy for
children found to need direct remedial
work.

Size and Composition of Caseload.
The responses received from a total of
1462 clinicians nationwide working with
a total of 186,962 children with speech
and hearing problems indicate a mean
current caseload of approximately 130
children. The average number of chil-
dren seen at least weekly is 111; the

average number of children worked
with in the course of a year is 152.
Table 4-4 provides a regional break-
down of the responses of two groups
of clinicians to a question about the
size of their current caseload. The

Taste 4-4. Mean rotal caseload (including
children seen both individually and in groups)
as reported by two representative groups of
clinicians.

Region Groupl Group lI

N =705 N=1757
Northeast 166.91 186.10
Midwest 103.18 108.12
Southeast 121.98 118.63
Southwest-Mountain-Hawaii 89.13 104.56
West Coast 136.00 118.00
Total 125.78 132,07

heaviest caseloads are reported in the
Northeast and on the West Coasr, the
lightest in the Southwest-Mountain-
Hawaii region and the Midwest. Re-
gional differences are primarily the re-
sult of wvariations in the number of
articulation cases included in the case-
load.

Clinicians were asked to specify what
factors serve to limit their caseload.
Only one-fourth report that their case-
loads are limited by state law, while
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TasLe 4-5. Percentages of clinicians indicating that they must secure approval from persons
indicated before a child can be admitted o a therapy pregram. Total = 705 clinigians.

Region Person Granting Approval
Principal  Supervisor Both Parent Physician Borb

Principal & Parent &
Supervisor Physician

Northeast 14 7 9 27 4 7

Midwest 13 3 4 32 2 7

Southeast 17 8 9 21 3 17

Southwest-

Mountain- 29 3 10 60 0 6

Hawaii

West Coast 26 7 3 31 14

Total 17 5 7 32 2 9

another 5% state that Jocal regulations
set caseload limits. Twenty-three per
cent state that their caseload limit is
established by the number of children
who present speech problems. Such
caseloads are presumably potentially
unlimited. But 45% of the 705 clinicians
state that the size of their caseload is
left to their own discretion. Neverthe-
less approximately one-half of the cli-
nicians express concern regarding the
size of their caseloads, saying that the
size does not approach the ideal they
visualize. Perhaps other pressures are
involved which the survey failed to
reveal since only 35% expressed no
dissatisfaction with their caseload size
although 45% declare the decision as
to size is theirs to make.

Inclusion of specific children in the
therapy program is left largely to the
discretion of the clinician. Although
the clinician usually has someone to
whom he is responsible (see Chapter
IIT) and operates within a framework
of established policy (for example,
whether or not kindergarten children or
mentally retarded children are to be
served), he usually does not need
specific administrative approval for the

admission of a child into the therapy
program. As shown in Table 4-5, 29%
of clinicians report that either the
school principal or the clinician’s super-
visor or both must give approval. Ap-
proximately two out of five clinicians
report that parents must approve ad-
mission of a child to therapy. However,
this figure must be interpreted cautious-
ly; apparently some clinicians defined
‘securing permission’ to include simply
informing the parents of a child’s in-
clusion in therapy. Clinicians in the
Southwest-Mountain-Hawaii region re-
port the necessity for parental approval

Taete 4-6. Mean numbers of children pre-
senting various types of disorders composing
average tora] caseload reported by two repre-
sentative groups of clinicians.

Type of Disorder Groupl  Groupll
N =70% N =757
Articulation 162.63 108.62
Cerebral palsy 1.24 1.21
Cleft palate 2.18 195
Delayed speech 47 6.09
Hard of hearing 3.22 3.55
Stuttering 8.05 8.81
Voice problems 2.86 3.36
Aphasia 26 12
Mentally retarded 25 08
Bilingual £6 45
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Ficure 4-3. Composition by type of disorder of average current cascload reported by clinicians

in nationwide sample (N — 1462).

almost twice as frequently as clinicians
in any of the other four regions, but it
was especially from this region that
reports were received of confusion be-
tween parental awareness and parental
permission.

In Table 4-6 and Figure 4-3 is pre-
sented a breakdown by type of disorder
of the average current caseload rcported
by two representative groups of clini-
cians. Eighty-one per cent of the case-
load is comprised of children with
articulation problems. The second
largest group, children who stutter,
comprise approximately 6.5% of the

total and children with delayed speech
approximately 4.5%. Children with or-
ganic speech and language disorders,
the mentally retarded, and the bilingual
account for only a small percentage of
the cascload in the public schools.

Structure of Therapy Sessions. Ap-
proximately nine-tenths of the children
who receive speech therapy at least
weekly are receiving it in group ses-
sions. National averages indicate that
clinicians each week see about 10 chil-
dren individually and 101 children in
groups of four or five. About three-
fourths of the clinicians believe that
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Fisure 44, Frequency of individual and group therapy sessions reported by clinicians in

nationwide sample (N = 705).

the size of their groups approaches the
ideal.

As shown in Figure 4-4, most of the
clinicians (43%) meet the individual
cases twice a week and most (53%)
also meet groups twice a week, How-
ever, a large number meet individuals
(29%) and groups (33%) only once
a weck. Only 6% meet individuals and
groups three, four, or five times a week.
Fourteen per cent state that they con-
duct no individual therapy; only 1%
conduct no group therapy. Approxi-
mately one out of two clinicians feels
that the number of therapy meetings
scheduled weekly is not satisfactory.

Figure 4-5 summarizes information
about the duration of individual and

group therapy sessions. Fifty-seven per
cent of the respondents indicate that
their group sessions last from 25 to 34
minutes while 29% utilize periods of
from 15 to 24 minutes. Other group
sessions last 35 minutes or Jonger with
no group sessions continuing as long
as 55 minutes. As might be expected,
the periods of individual therapy are
somewhat shorter, with 10% reporting
sessions which are no longer than 14
minutes. Forty per cent devote 15 to
24 minutes to individual sessions, 36%
schedule a 25- to 34-minute session,
and about 2% report individual lessons
which fall within the 35- to S4-minute
bracket. Three out of four clinicians
responding feel that the length of their
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INDIVIDUAL

60 ¢

Percentage of cliniciang reporting

GROUP

Duration of Sessions in Minutes

Ficure 4-5. Duraton (in minutes) of individual and group therapy sessions reported by

clinicians in nationwide sample (N = 705).

individual and group sessions ap-
proaches the ideal.

As the public school clinician plans
his therapy schedule, his decisions con-
cerning times and durations of sessions
are influenced by several persons with
whom he must cooperate, as shown in

TasLe 4-7. Percentages of 705 clinicians re-
porting relative influence of various school
personnel on the scheduling of speech therapy
sessions.

Person Degree of Influence
Great Moderate Little
or None
Classroom teacher 37 46 16
Special teacher 13 25 61
Principal 7 26 66
Supervisor 6 12 81

‘Table 4-7. Most important among these
persons is the classroom teacher, who
is reported by 83% of the clinicians as
having either a great or a moderate in-
fluence upon scheduling. It is important
to note that clinicians report that the
teacher does not affect who is scheduled
but wbhen he is scheduled. The special
teacher exerts an influence because
therapy sessions must be fitted around
art, music, and physical education pro-
grams. The principal’s opinion is simi-
larly to be considered if speech therapy
is to be coordinated with the overali
school program.

Clinicians and program supervisors
were asked about their use and their
opinion of the effectiveness of the
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Tance 4-8. Comparisons of relative effectiveness of ‘block’ and ‘regular’ systems of scheduling
made by clinicians and supervisors. Values represent percentages of clinicians and supervisors

evaluating the systems as shown.

Evalugtion Personnel
Clinicians Local State
(N = 70§} Supervisors Supervisors
(N =101} (N =+0)
Block is far superior 3 6 8
Block is a litdle better 1 2 0
About the same 2 6 10
Regular is a little better 2 6 8
Regular is far superior 4 5 12
88 75 62

Have not used or no response

‘block’ system of scheduling as con-
trasted to the ‘regular’ system, neither
term being defined in the questionnaires.
Their responses reveal that 81% of
clinicians, 70% of local supervisors,
and 33% of state supervisors have
never used it. Table 4-8 reports the
evaluation of the block system by those
clinicians and supervisors who have
used it. Opinion appears to favor the
regular system of scheduling.

Since there appeared to be some con-
fusion among the respondents in an-
swering questions about the block sys-
tem, a follow-up study was conducted.
One hundred questionnaires were sent
to subcommittee members of Work
Group III with the request that they
distribute them to public school clini-
cians; 75 were returned completed. Of
the 75 respondents, 10 did not know
the meaning of the term ‘block system.’
When asked to explain how the block
system operates, the other 65 described
26 different variations of procedure.
Most respondents described the block as
a concentrated or intensive program
varying in length from two weeks to a
full semester. Most stated that the sys-
tem involves therapy sessions four or
five times per week, but some described

it as involving a period of therapy in
one group of schools with two sessions
per week followed by a shift to an-
other group of schools. Twenty-seven
of the 75 clinicians were currently using
it or had used it; of these, 19 considered
it (with all its variations) to be superior
to the regular method.

The follow-up study was based upon
a comparatively small sample, but it
serves to raise a question regarding the
validity of the results of the more ex-
tensive questionnaire as they pertain to
the block and regular systems of sched-
uling. It points out the confusion which
exists with regard to terminology in
the area of scheduling.

Record Keeping and Reporiing

A systematic recording by the clini-
cian of certain basic information about
each child receiving remedial speech
and hearing services facilitates the de-
velopment of a meaningful sequence of
services for the child no matter how
great the span of time involved or the
number of persons involved in the pro-
vision of the services. Such recording
also constitutes the basis for reports
upon which is built administrative justi-
fication for the program. The reporting
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activities of the clinician are designed
also to bring about optimal conditions
for the child’s growth in spcech by
effecting changes in the attitudes which
surround the child—attitudes of teachers
and parents and administrators. The
keeping of records and the making of
reports, then, are not simply necessary
evils which absorb precious time better
spent on other activities. They are more
appropriately viewed as valuable ve-
hicles for increasing the efficiency of
help rendered to pupils and making
possible program development and justi-
fication.

Work Group III concerned itself
with the kinds of records clinicians
maintain on individual children, the
kinds of reports they prepare, and the
identity of the recipients of these re-
ports.

TaBLE 4-9. Percentages of 705 clinicians stating
that they keep records indicated for each of
their students.

Record )
Case history 73
Record of phonetric improvement 71
Reports of conferences 69
Daily log 33
Weekly or monthly progress reports 41
Semester or annual reports 21

Recovds Kept on Individuals. Table
4-9 shows the percentages of clinicians
reporting that they maintain given
records ‘for each student’ in their thera-
py program. The fact that the questions
about maintenance of records were
worded to specify ‘for each student’
would compe! a clinician to reply in the
negative if his practice in keeping given
records did not apply to 100% of his
cases, even though he might keep such
records on a majority of the caseload.

It can be scen that only one-third of
the clinicians state that they keep an
individual daily log for each child. But
a surprisingly large 73% state that they
keep a case history on each child. Since
the average current caseload is about
130 children and since the average
amount of time devoted weekly to the
writing of reports is only 2.12 hours
(Chapter II, Table 2-3), the accomplish-
ment of such a feat seems beyond the
realm of possibility. It is likely that
there is lack of agreement as to the
meaning of the term ‘case history.’

Regional variations in record-keep-
ing practices are small. Cross-tabulations
indicate that clinicians who do not hold
a college degree tend to do less record-
keeping than average whereas those
with the highest level of training more
frequently make it a practice to main-
tain records.

Supplementary pupil records such as
the results of hearing and vision tests,
health records, intelligence and achieve-
ment tests, and cumulative records are
reportedly readily available to most
clinicians in all the geographic regions.
Table 5-7 (Chapter V') presents details
concerning the availability of these
records.

TaeLr 4-10. Percentages of 705 clinicians sub-
mitting reports of the types indicated.

Type of Report %
Results of speech testing 67
Results of hearing testing 19
Schedules of schools and classes 83
Therapy progress reports 63
Final reports 89

Reports Prepared. Table 4-10 pre-
sents the percentages of clinicians stat-
ing that they submit reports of the type
indicated. Unfortunately clinicians were
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Taste 4-11. Percentages of 705 clinicians sub-
mitting reports to individuals indicated.

Recipient %
Speech and hearing supervisor 335
Classroom teacher 55
Superintendent 36
Principal 64
Special education director 33
State department of education 43
Parents 49

asked about only five types of reports.
It is believed that most clinicians regu-
larly prepare a greater variety of re-
ports than those listed. Terms used were
not defined, so interpretation of the
results is difficule,

The great majority of clinicians pre-
pare final reports. It is not clear whether
clinicians interpreted ‘final reports’ to
include the annual or semester reports
alluded to in Table 4-9, which only
21% of clinicians prepare for each stu-
dent. It is probable that most clinicians
submit year-end reports of their pro-
fessional work; many probably also
prepare final individual case reports
when children leave the therapy pro-
gram; a smaller number would be ex-
pected to prepare individual reports on
every child at the end of each year.

The fact that only 39% of clinicians
submit reports concerning the results
of hearing testing is a reflection of the
fact that only a minority of clinicians
carry responsibility for ' audiological
screening and diagnostic testing in the
public schools, (Further information
pertinent to responsibility for hearing
testing is presented in Chapters II and
V.)

The frequency with which these and
other reports are submitted was not de-
termined,

Recipients of Reports. Table 4-11
indicates that the recipients of clinicians’
reports are co-workers within the
school, supervisory personnel at various
levels, and parents. It is apparent that
the individuals who play the most vital
role in program development, program
expansion, and the maintenance of high
professional standards—the supervisors
of speech and hearing programs, direc-
tors of special education, and superin-
tendents—are quite poorly informed
regarding the programs. Material pre-
sented in Chapter IIT (see especially
Table 3-7) similarly indicated that
many supervisors do not routinely
receive information essential to en-
lightened program supervision and de-
velopment.

About two-thirds of the clinicians
state that during their training they
had to prepare various kinds of reports
(see Chapter VIII, Table 8-5, for de-
tails). One may ask, then, why the
practice of preparing and submitting
reports ‘on the job’ is not more general
and meaningful. One may conjecture
that the exposure of the clinician-in-
training to reporting procedures is not
extensive enough or that in connection
with the exposure inadequate emphasis
is placed upon the purposes and the
importance of reporting; the attitude
may be built that reports are a necessary
drudgery during training from which
the clinician will escape as soon as he is,
erroneously speaking, ‘on his own.” It
is possible, too, that program supervisors
and other administrative personnel have
not appreciated or have failed to con-
vey to clinicians in their systems the
value of written communication in pro-

- gram development. The limitation of

time must not be overlooked. The press
of other duties may force clinicians and
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TapLe 4-12. State reimbursement of local programs and type of reports required upon which
reimbursement is suthorized, Values represent percentages of 141 state and local supervisors

replying as indicared.

Region Is There State Basis for Auwthorizarion
Reimbursement? of Reimbursement
Fes No No Detailed Limited Program
Response Quantitative Qualitative Description

Information Information Only

Northeast 85 12 3 ! 61 21 3

Midwest 93 5 2 i 61 27 5

Southeast 83 17 0 ! 61 22 0

Southwest- .

Mountain-Hawaii 4 0 3 35 9

West Coast 100 0 0 70 26 4

Total 90 7 3 40 26 4

supervisors drastically to reduce the
amount of record keeping and reporting
even at a sacrifice of efficiency in pro-
gram evaluation and development.

Program Financing

Data concerning the salary scales of
public school clinicians and supervisors
have been presented in Chapters IT (see
especially Table 2-1) and III (see espe-
cially Figure 3-1). This section will
confine itself to other aspects of finan-
cial management of public school
speech and hearing programs.

Supervisors were asked to indicate
whether local speech and hearing pro-
grams within their states receive reim-
bursement from state departments of

public instruction. In cases where there
is state reimbursement, supervisors were
asked to state what types of reports
are required on the basis of which reim-
bursement is authorized. A breakdown
of the responses by geographic region
is presented in Table 4-12. It can be
seen that state reimbursement is the
rule in all regions, instances of lack
of such reimbursement being most fre-
quent in the Southeast.

Supervisors were also asked whether
local school districts receive state reim-
bursernent for time spent by speech and
hearing clinicians on speech improve-
ment work. The responses, summarized
by gecographic region in Table 4-13,
indicate that such reimbursement is not

TasLe 4-13. Percentages of 141 state and local sugervisors indicating that state reimbursement

is granted local school districts for time spent
improvement,

y speech and hearing clinicians on speech

Region Amount of Reimbursement
Complete Parzial None No Response
Northeast ] 24 64 3
Midwest 14 5 77 5
Southeast 17 17 61 6
Southwest-Mountain-Hawaii 9 35 43 13
West Coast 13 35 52 0
Total 12 21 62 5
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Tasie 4-14. Allowance by school administrations to clinicians and supervisors of time and
funds to artend state, regional, and national speech and hearing association meetings, Values

represent percentages of respondents replying as indicated. 1

only; 3 = neither time nor funds,

time and funds; 2 = time

Region

ASHA
3 1 2 3

State

Regional
1 2 3 1 2

Clinicians (N = 705)

Northeast 31 42 25 20 36 42 21 35 42
Midwest 36 40 21 23 38 38 31 34 35
Southeast 16 54 27 9 42 46 16 27 54
Southwest-Mountain-Hawaii 26 41 2B 10 36 49 18 21 5%
‘West Coast 54 28 18 29 23 47 17 13 69
Total 34 41 23 20 35 43 2329 46
Supervisors (N = 141)
Northeast 58 24 15 52 18 24 61 12 21
Midwest 57 36 L1 34 34 30 57 34 7
Southeast H“ 4 6 28 44 22 44 33 17
Southwest-Mountain-Hawaii 61 17 17 43 13 39 52 g9 35
West Coast 70 26 4 30 43 26 39 30 30
Toral 58 30 9 38 30 28 52 24 20

the rule although it is fairly frequent,
especially in the Southwest-Mountain-
Hawaii region and on the West Coast.
(For a discussion of the role of the
speech and hearing clinician in speech
improvement programs, see Chapter
VIL)

Information was not gathered about
the extent of reimbursement, differential
reimbursement for different types of
services, procedures to be followed for
securing initial approval of a reimburs-
able program, or the ultimate role to be
played by state reimbursement in the
realization of local goals in the area of
special education.

v/ Clinicians were asked to explain the
extent of their budgetary responsibilities
in the local speech and hearing pro-
grams, Patterns of response were highly
similar in all scctions of the country.
Over half of the clinicians (56%) play
no role in budget formulation, respon-

sibility being carried by the program
supervisor or some other administrator;
about one fourth (27%) are consulted
about the budget by the program super-
visor or administrator; only 13% carry
responsibility for composing the budget.
The apparently predominant role of the v
program supervisor in budget prepara-
tion is attested to by the fact that §2%
of local supervisors and 73% of state
supervisors expressed the opinion that it
is either very or moderately important
for someone in a supervisory position
to prepare budgets (see Chapter III,
Table 3-6).

Clinicians were asked whether their
school administration provides time or
funds or both to facilitate their artend-
ing speech and hearing association meet-
ings at various levels—state, regional,
and national. Regional practices vary
considerably, as shown in Table 4-14.
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Tarie 4-15. Percentages of clinicians reporting provision for reimbursement to them for

various expenses, Total N = 705,

Region Type of Expense
On-Job  Professional Professional Comveniion Professional
Travel Books  Organization Expenses  Training
Fees
Northeast 55 43 4 33 7
Midwest 78 42 4 44 8
Southeast 87 36 t 17 8
Southwest-Mountain-Hawaii 72 36 2 32 7
Woest Coast 89 30 3 51 7
Total 73 39 3 37 7

‘Waest Coast states more than the states
of any other region encourage (through
allowance of both time and funds)
attendance by clinicians at state meet-
ings, but West Coast states offer clini-
cians the least encouragement to attend
ASHA conventions. States of the Mid-
west region present a picture of most
comprehensive support of such pro-
fessional activity at all levels by clini-
cians, followed by the states of the
Northeast region.

As might have been expected, super-
visors fare better than clinicians in all
regions in receiving support for attend-
ance at professional meetings at all
levels. It is interesting to note differ-
ences in the support offered to state
and local supervisors: 80% of state and
50% of local supervisors receive re-
leased time and funds for state meet-
ings; 43% of state and 37% of local
for regional meetings; 63% of state and
49% of local for ASHA conventions.

Clinicians reported on provisions
made for reimbursement to them for
various kinds of expenses (Table 4-15).
(Unfortunately comparable information
was not secured from program super-
visors.} A travel allowance is commonly
provided where it is needed, almost
three-fourths of clinicians indicating

that they receive such an allowance. No
question was asked about the adequacy
of the travel allowance. Reimburse-
ment for purchase of professional books
is much less common, three-fifths of
the clinicians nationwide receiving
none, and reimbursement for payment
of professional organization fees and
for the costs of professional training is
rare.

As was pointed out in Chapter II
(see Table 2-4), clinicians are not com-
pletely happy with the working situa-
tion in which they find themselves.
About one-third report their equip-
ment to be inadequate, one-fifth say
their materials and supplies are inade-
quate, and fully one-half complain that
their therapy rooms are inadequate.

Discussion

It can be seen from a review of the
points covered in this chapter that the
‘mechanics’ of program organization
and management are not simply minor
details that somehow take care of them-
selves. Implementation of programs de-
mands an inspired vision of the place
which special education of speech- and
hearing-impaired children can assume
in the broad plan of general public
education and also a familiarity with
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infinitely varied minutize of laws and
regulations, budgeting, scheduling, rec-
ord keeping, and reporting. Where is
one to learn how to organize and
manage and program? At what stage
of training and in what setting does one
learn what works best and next best
and what one can settle for with a clear
conscience?

The members of Work Group I
have learned from the questions asked
and answered that they know all too
little about precisely how a program
should be set up and operated—and they
feel that many more questions require
answers. The great varicty of practice
observed across the nation attests to the
fact that nobody knows for sure at
what grade levels speech correction
should be concentrated or how many
children one can effectively help at once
or how often or for how long he should
meet a child for speech correction or
what a reasonable caseload is. Tt is
evident that systematic study of all
these matters should be undertaken, and
training institutions can assist in the
systematic dissemination of information
presently available or to be gathered in
the future by offering courses devoted
exclusively to program management.

There is a marked lack of communi-
cation within and between the various
levels of program. The data gathered
in this survey suggest that although
large numbers of clinicians spend time
keeping records and writing reports
and many supervisors and others read
and use their reports, large numbers do
not, and the reports prepared and read
vary from program to program. Effi-
cient management implies effective
communication of some minimum
amount of essential information and
attitude between certain key personnel.

It is yet to be learned of what this
minimum amount consists and how it is
most effectively communicated between
what personnel. Future investigations
hopefully will reveal the relationship
between type and frequency of record
keeping and reporting and caliber of
program.

There is an impressive concentration
of services at the kindergarten and
primary grade levels, and the great
majority (81%) of pupils in the case-
load are receiving attention because of
their articulation. The coupling of these
two facts raises serious questions: is the
trained clinician putting his special skills
to work where they are most needed?
do the speech characteristics he is work-
ing with constitute speech problems?
are his cases speech-impaired, speech-
handicapped in any significant sense?
is he adequately distinguishing between
speech problems and maturational mis-
articulations? is he devoting his trained
efforts and all too limited ‘speech class
time’ to children who might more effec-
tively be served by well-guided class-
room teachers? is he doing the child a
disservice by labeling, directly or in-
directly, his maturational characteristics
as a speech problem (or worse, a speech
defect)? is the child with a severe prob-
lem scheduled and treated differently
from children with lesser difficulties
and is he followed adequately through
his intermediate and secondary school
years? Cooperative study of these ques-
dons by college faculty members and
public school clinicians would appear
to be a desirable means of strengthening
the functions of each.

It is not just becavse of academic
interest but out of an awareness of deep
ethical responsibility that the profession
must investigate rigorously the relation-



48 Public School Speech and Hearing Services

ships between severity of problem and
size of caseload, size of caseload and
dismissal rate, grade level of concentra-
tion of therapy and dismissal rate, size
of group and dismissal rate, and fre-
quency and length of therapy session
and dismissal rate, for the purpose of
program organization and program
management is not to perpetuate and
magnify the program but to facilitate
services for children and to dismiss them
improved.

It is apparent that the public school
clinician is confronted with a sizeable
responsibility in determining how best
to organize his program. On the one
hand, he has a strong drive to provide
services of high quality while, on the
other hand, he has an equally strong
motivation to serve all speech-impaired
children. He is unable to achieve both
aims in most situations, so he seeks a
compromise.

The reported average caseload of 130
children is believed to be a case in point.
There are undoubtedly those who ques-
tion such a compromise. Hopefully
these individuals will also direct atten-
tion to the problem of training cli-
nicians for such decision-making
responsibilities. The judgments pres-
ently made by the clinician cannot
be divorced from his formalized prepa-
ration. If the size of this caseload seems
unreasonable, how may training content
be revised and what other actions may
be taken better to prepare the public
school clinician for the judgments he
has to make?

The public school clinician is to be
admired and respected for his many
accomplishments and his effort to up-
grade the quality of his services. He
is aware of the inadequacies in his pro-
gram and constantly strives for im-

provement of his services. In the mean-
time and until more answers are found,
he would appear to be the best judge
of how to allocate his time.

Summary

The school systems sampled in the
National Survey range widely in size—
from one-school systems to systems
comprising more than 90 schools. Over
half the clinicians responding work in
systems consisting of 20 or fewer ele-
mentary, junior high, and senior high
schools. The speech and hearing pro-
grams represented are for the most part
well established, about half of them
being at least 10 years old.

Clinicians serve varying numbers of
schools, over half serving from three to
six schools, 30% serving more than
that. Budget limitations are reported by
half the clinicians to constitute the main
determinant of the number of clinicians
hired by a system, other important de-
terminants being size of caseload and
the supply of trained clinicians.

About three-fourths of the clinicians
work primarily with children in kinder-
garten, first grade, and second grade.
The nationwide mean current caseload
is approximately 130 children, while the
mean number of children seen at least
weekly is 111. Approximately half the
clinicians feel that the size of their case-
load is not ideal. About §1% of the
caseload is comprised of children with
articulation problems, 6.5% of children
who stutter. About nine-tenths of the
children receive speech therapy in
groups, four or five children in a group
on the average, half the groups meeting
twice weekly, one-third only once
weekly, Half the clinicians feel that the
frequency of therapy meetings is not
satisfactory. Eighty-six per cent of the
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clinicians use group sessions between 15
and 34 minutes in length.
Record-keeping practices vary
widely, as do practices in report prepa-
ration and submission. The data indicate
that there is probably inadequate com-
munication within and between the
various levels of program organization.
State retimbursement of local remedial
speech programs is the rule, although
the amount of reimbursement was not

determined. Local budgets are typically
formulated by supervisors, over half the
clinicians reporting that they are not
consulted on budgetary matters. Travel
allowances to clinicians are the rule
where travel is necessary. Authoriza-
tion of payment for other professional
expenscs is much more limited, regional
variations in reimbursement practice
being rather marked.
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Work Group II was charged with re-
sponsibility for describing and evaluat-
ing clinical practice in the areas of
diagnosis and measurement in public
school speech and hearing service pro-
grams,

The term ‘diagnosis’ was defined to
include the original categorization of a
disorder, the continued assessment of
the appropriateness of the categoriza-
tion, and appraisal of the progress made
by the person with the disorder. Several
steps are involved in the diagnostic
process: (a) case finding through
speech surveys, hearing screening, or
teacher referrals; (b) case evaluation
through intensive, comprehensive test-
ing and the gathering and use of supp’ -
mentary information derived fro 1
interviews and various kinds of historic;s
and records (medical, social, educa-
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tonal, psychological); (c) case cate-
gorization and statement of prognosis;
and (d) recommendations for disposi-
tion. ‘Measurement’ was defined to in-
clude (a) the use of any diagnostic
tool and (b} the evaluation of remedial
work through continuing appraisal of a
child’s progress.

The answers obtained from clinicians
and supervisors to questions bearing on
diagnosis and measurement will be re-
ported under three main headings: (a)
case finding, (b) procedures in diag-
nosis and evaluation, and (c) referrals
and reports.

Case Finding

Hearing Screeming. Table 5-1 indi-
cates the regularity with which audio-
logical screening is done in the public
schools of the country. According to
705 clinicians responding, in approxi-
mately half of the school systems
served, screening is done annually in
half of the grades (children thus being
tested every other year), while in an-
other one-fourth of the systems children
arc tested every third or fourth year.
In 5% of the systems only those chil-
dren specifically referred for hearing
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TasLe §-1. Coverage of annual audiological screening in public schools in various geo-
graphical regions. Values represent percentages of clinicians responding as indicated. Total

= 705.

Region Coverage of Annutal Screening
Every Other Every Third In Only Referrals
Grade or Fourth Grade Two Grades Only None
Northeast 71 14 9 2 1
Midwest 35 44 13 3 2
Southeast 26 26 23 10 3
Southwest-Mountain-Hawail 45 22 17 9 3
West Coast 56 17 16 9 1
Total 48 27 14 5 2

tests are screened audiologically, and
in only 2% is no provision made for
audiological screening. The Northeast
region and the West Coast report the
highest percentages of school systems
providing biennial hearing screening.

As is shown in Figure 5-1, in about
one-half of the school systems nation-
wide the nurse is primarily responsible
for audiological screening, the speech
and hearing clinician being the next
most frequently-named person having
this responsibility (219%,) followed by
county health department personnel
(139%). Table 5-2 shows that the five
geographical regions have rather widely
differing practices with regard to the
assignment of responsibility for this
work, speech and hearing clinicians
carrying the responsibility more often
in the Southeast and Southwest-Moun-
tain-Hawaii regions than in the other
regions and health department personnel
more often on the West Coast.

One out of five speech and hearing
clinicians, then, must include time for
hearing screening in his schedule of
activities, Table 35-3 indicates the
amount of time devoted to hearing
screening by those clinicians who carry
the responsibility for this work. Even

though this task requires only a smalil
percentage of their annual work load,
it is sufficiently important to warrant
special training.
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Tigure 5-1. Persons principally responsible for
deing public school audiological screening
as designated by clinicians in narionwide
sample (N = 705).
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TapLe 5-2, Persons carrying primary responsibili

for audiological screening in public schools

as reported by a toral of 705 clinicians representing all geographical regions, Values represent
percentages of clinicians respending as indicated.

Region Person Responsible
County
Speech & Health
Hearing Departmemt  School
Nurse Clinician  Personnel Audiologist Physician Other

Northeast 59 10 1z 0 3 2
Midwest 48 25 14 1 1 3
Southeast 15 37 9 3 4 5
Southwest-Mountain-Hawaii 55 35 0 1 1 ]
West Coast 41 9 30 0 1 8
Total 47 21 13 1 2 3

Table 5-4 reports the frequency with
which various audiometric screening
tests arc used throughout the country
in public school programs. Agreement
between geographical regions is high in
these responses, which indicate that a
pure tone full-frequency sweep check
is by far the most popular method.
(Frequencies included in a ‘full-fre-
quency’ sweep check were not specified
in the questionnaire but must be as-
sumed to include more than the number
implied by ‘speech range’ frequencies.)

TasLe 5-3. Amount of time devoted to hear-
ing screening by speech and hearing clinicians
in all geographical regions. Values represent
percentages of clinicians responding as in-
dicated. Total = 705,

Speech Screening. Several techniques
are used by clinicians in order to locate
children with speech problems. Table

i/5-5 indicates that surveys and referrals
by teachers are most frequently used,

Tanie 5-4. Percentages of 705 clinicians ndi-
cating the use of various procedures in
audiological screening. Twenty-three per cent
did not respond.

Procedure Use Do Not Use

Pure tone full-

frequency sweep check 61 16
Pure tone speech range

sweep check 21 56
Massachusetts test 6 70
Recorded descending 5 21

nuthbers test
Pure tone single or 5 75

dual frequency test

Region Number of Weeks

4 or

None 1to3 more
Northeast 72 15 8
Midwest 56 38 6
Southeast 35 47 16

Southwest-Mountain-

Hawaii 49 39 12
West Coast 66 20 14
Total 58 30 9

class visitation and questionnaires rela-
tively infrequently. (See also Figure
5-2). Some rather marked regional dif-
ferences can be noted, with relatively
less use of the survey method in the
Southwest-Mountain-FHawaii region
than in the other regions whereas the
method is used with great frequency in
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TasLe 5-5. Relative frequency of use of four methods of locaring children with speech dis-
orders, as reporred by a total of 705 clinicians representing all geographical regions. Values

represent percentages of respondents replying as indicated. 1 = frequently; 2= occasionally;
3 = rarely.

Region Survey Method Referral Method Class Visitation — Questionnaire

Method or Inventory

Merbod

i 2 3 i 2 3 1 2 3 1 2 3

Northeast 61 19 11 64 29 2 20 38 27 7 2 50

Midwest 8 12 2 63 35 1 5 33 47 7 13 58

Southeast 5127 8 727 24 1 17 34 34 11 13 50
Southwest-

Mountain-Tawaii 36 32 17 7% 15 0 9 3% 44 12 11 52

West Coast 52 24 14 82 14 1 16 34 35 11 16 40

Total 6t 19 8 68 27 1 12 34 37 9 15 5l

the Midwest; the West Coast and
Southwest-Mountain-Hawaii region
make more use of the referral method
than do the other regions.

Similar preferences were reported by
141 supervisors of speech and hearing
programs when asked to indicate what
procedures they employ in case finding.

Freguently Frequently
Occaslonally Occaslonally
%
Rarely Rarely : 1%
SURVEY REFERRAL

Prequently Frequently

Occasicnally Qccasionally

CLASS VISITATION QUESTIONNAIRE, INVENTORY

Figure 5-2. Relative frequency of use of four procedures for locating school children with
speech problems as reported by clinicians in nationwide sample (N = 705),
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TasLe 5-6. Relative frequency of use of four
methods of locating children with speech dis-
orders as reported by 141 supervisors of
speech and hearing programs. Values repre-
sent percentages of respondents replying as
indicated.

Method Frequency of Use
Fre- Occa-
quenttly  stonally  Rarely

Survey 72 19 5
Referral 78 16 2
Class visitation 19 33 43
Questionnaire or

inventory n 28 57

Table 5-6 presents their responses in
terms of national averages; regional
differences were similar to those found
among clinicians.

Responses regarding case-finding pro-
cedures were analyzed in terms of size
of community in which the speech and
hearing service was rendered. No
trends were apparent which would in-
dicate that the choice of screening pro-
cedure is importantly affected by size
of community.

J Eighty-five per cent of the 705 clini-
cians responding indicated that they use
from one to three weeks for speech
screening. Ten per cent devote four or
more weeks to this purpose.

Procedures in Diagnosis and
Evaluation

Diagnostic audiological testing is done
in public school systems by the follow-
ing persons in order of decreasing fre-
quency, as reported by 705 clinicians:
speech and hearing clinicians (24%),
nurses (22%), physicians (15%),
school audiologists (13%), health de-
partment personnel (4%), and other
personnel (7%). There is considerable
uniformity in this regard in the five

geographical regions except that in the
Northeast and on the West Coast more
of this responsibility is shouldered by
audiologists and otologists.

The results of such hearing tests are
reported by about 90% of clinicians to
be readily available to them.

No questions were asked of the
clinicians specifically regarding the na-
ture or comprehensiveness of diagnostic
speech examinations administered to
children accepted in the case load. Tt
is assumed that either the individual
responsible for admission of the child to
the caseload or the clinician conduct-
ing therapy takes steps to describe the
child’s problem in detail so as to arrive
at some reasonable categorization of his
problem and derive helpful clues for
therapy. The probably important role
of the speech and hearing supervisor in
this aspect of the work is suggested by
the responses of supervisors to the
question ‘How important do you con-
sider it to be for someone in a super-
visory position to assist in diagnosing?’
Forty-five per cent of the 141 super-
visors responding answered ‘Very,’ an-
other 28% ‘moderately.’

Clinicians make considerable use of
the results of various tests administered

TarLe 5-7. Availability to clinicians of test
results and records as reported by 705 clini-
cians representing all geographical regions.
Values represent percentages of respondents
replying as shown.

Type of Record Degree of Availability

Only in
Special Not
Routinely  Cases at all
Vision tests 77 15 7
Intelligence tests 77 18 3
Achievement tests 83 13 4
Health records 86 9 4
Cumulative records 87 9 3




to pupils they are working with, as
well as school and health records, all
of which may be helpful in diagnosis
and the planning of therapy. The fact
that clinicians are in general fairly well
supplied with these types of supplemen-
tary information is indicated in Table
5-7, which reports national averages.
Regional differences in the availability
of such information are not great.

Sixty per cent of the clinicians indi-
cate that they wuse the results of
intelligence tests as aids both in diag-
nosis and in planning therapy. Of par-
ticular interest are the results of a
cross-tabulation of extent of academic
training of the clinician against use
made by him of intelligence test results:
the higher the level of training of the
clinician, the more his use of these test
results,

Undoubtedly clinicians secure
through contact with parents and teach-
ers much information which is useful
in diagnosis and the planning of therapy.
The extent of these contacts is sug-
gested by the responses of clinicians to
questions about the advisability of their
establishing personal contacts with par-
ents and teachers. Forty per cent of the
705 clinicians responding think that
contacts should be established with all
parents, another 46% favoring estab-
lishing contacts with most parents; 12%
favor seeking out the parents of only
the most severely handicapped. All
clinicians consider meetings with teach-
ers to be desirable, although about half
of the clinicians prefer informal meet-
ings as occasions demand rather than
more formal meetings scheduled with
some regularity.

As the clinician conducts a therapy
program, he finds it essential to evaluate
it periodically. Only thus can he dis-
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TasiE 5-8. Frequency of use of four methods
by which 705 clinicians evaluate the extent
of their pupils’ speech problems in non-
clinical situations and the results of therapy.
Values represent percentages of respondents.

Method Frequency of Use
Occa- Not
Regularly  sionally  at all
Classroom
teachers’ reports 5 40 2
Parents’ reports 24 69 5
Classroom visits 10 65 22
Visits to other 69 21

school activities

cern the correctness of his original diag-
nosis, the need to alter it, and the
desirability of changing directions or
emphasis in therapy. Clinicians report
that there are several ways in which
they effect continued observation of
their pupils in settings other than the
therapy situation (Table 5-8). Class-
room teachers’ reports are most fre-
quently used, with considerable use also
being made of reports from parents.
Some clinicians and supervisors are
concerned about their diagnostic pro-
cedures to the extent that in connection
with their work they have cngaged
actively in research on the development
of testing techniques and devices. Thir-
teen per cent of clinicians and 28% of
supervisors report such research activ-

ity.

Referrals and Reports

The reliance of the public school
clinician upon specialists within his own
and other disciplines in the making of
an adequate diagnosis is pointed out by
the responses of clinicians to questions
about their practices regarding refer-
rals. Table 2-5 (Chapter II) shows the
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frequency with which 705 clinicians
make referrals to outside agencies, in-
cluding speech and hearing clinics, other
rehabilitation agencies, members of the
medical profession, and psychological
service agencies. The majority use all
referral agencies at least occasionally
although 10% or more have no speech
and hearing clinic or rehabilitation
agency available for convenient refer-
ral. It would be worthwhile to investi-
gate the reasons why clinicians fail to
make referrals or make them only oc-
casionally when appropriate agencies
are available. Perhaps they consider
themselves capable of making adequate
diagnoses without consultation (with
the apparent exception of instances
which seem to demand medical atten-
tion), they may be fearful of consulta-
tion with other agencies, they may be
unfamiliar with procedures to follow
in making referrals, or they may lack
time to follow up on making referrals.

A specific question was asked 705
clinicians about the medical referral of
children found to have a hearing loss.
One half report that they refer all chil-
dren who fail audiometric screening
tests; 17% refer those children who
appear to have mild, moderate, and
severe losses; 22% refer those who dis-
play moderate and severe loss; and 4%
refer only those who display a severe
loss.

Clinicians make a general practice of
furnishing reports of speech testing to
personnel who should know the results
(teachers, administrators, supervisors),
and those who do hearing testing (a
much smaller number, as indicated in
Table 5-2) follow the same practice.
Reporting practices are reviewed in de-
tail in Chapter 1V.

Discussion

The review of the literature on diag-
nostic principles and procedures which
was accomplished by Work Group Ii
indicated thar 2 much greater amount
of material is available in the area of
hearing than in the area of speech. More
of such materials are to be found in
journals and other publications than in
books. The nature and extent of printed
materials might well be brought to the
attention of speech and hearing clini-
cians through the publication of ab-
stracts and annotated bibliographies.

Although much information has been
gathered in the present survey, it re-
mains unclear as to what clinicians con-
sider to be an adequate diagnostic
workup. This survey does not reveal
what specific commercially available or
individually produced materials or what
individual modifications of traditional
testing procedures are employed by
clinicians in diagnosing and making a
prognosis cencerning the various types
of speech disorders. Similarly little is
known about the regularity and meth-
odology employed in re-evaluations.

Chapter VIII summarizes informa-
tion pertaining to the kinds of training
which public school clinicians have had
and which fumure clinicians are cur-
rently receiving. However, little detail
is available concerning the clinical
training speech and hearing personnel
receive specifically in the areas of diag-
nosis and appraisal. Whereas some insti-
tutions offer separate courses devoted
to diagnostic principles and procedures
in speech pathology and audiology,
some apparently cover aspects of these
matters in various clinical practice
courses, No information has been se-



cured about the emphasis placed upon
diagnosis in academic curricula nor
about clinicians’ evaluation of their
practicum in diagnosis.

Analysis of data available suggests
that there is a need to introduce into
the public schools more consistent and
precise methods of examination of
speech disorders, more careful scrutiny
of current procedures to determine
whether they are appropriate and ade-
quate, and a more professional spirit
which will motivate a clinician to seek
out, get to know, and use the services of
other professional people who can help
him materially in the carrying out of
his important responsibilities as a diag-
nostician. These improvements might
be effected by increasing the emphasis
upon diagnostic principles and pro-
cedures in training programs and in-
creasing during training the amount of
supervised practicum in the area of diag-
nosis.

Summary

Responses from clinicians and super-
visors indicate that practically all public
schools have provided for audiological
screening, usually no less frequently
than in every fourth year of a child’s
school attendance, although in a small
percentage only those children referred
for the purpose are screened audiologi-
cally. Nurses most frequently are pri-
marily responsible for hearing screening,
although speech and hearing clinicians
do a substantial amount of it, especially
in the Southeast, the Southwest-Moun-
tain-Hawaii region, and the Midwest.
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The most frequently-used screening test
is a full-frequency sweep check test
with a pure tone audiometer.

Clinicians locate children with speech
problems primarily by means of surveys
and through teacher referrals. Speech
screening usually occupies from one to
three weeks of the clinician’s time cach
year.

Little information has been gathered
about specific procedures used by clini-
cians in analyzing their pupils’ speech
problems for the purpose of charting
programs of therapy. School systems
appear to cooperate well in most in-
stances in making background and other
information available to clinicians in the
form of test results and health and
academic records. Clinicians also make
generous use of consultation with teach-
ers and parents in order to gain back-
ground information and to secure an
evaluation of progress made by the
children in therapy. Some clinicians and
supervisors report sufficient concern
about their diagnostic procedures to
have engaged actively in research on
the development of new testing tech-
niques.

Most clinicians make referrals of cases
to other professional persons or to
agencies at least occasionally. However,
the fact that such referrals are relatively
infrequent suggests that there is 2 need
for consideration of what constitutes an
adequate diagnostic workup in various
speech disorders. The possible need for
more emphasis during training upon
diagnostic procedures and more super-
vised practice in their use is suggested.
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Work Group I was charged with re-
sponsibility for investigation of the
remedial procedures being used in pub-
lic school speech and hearing programs
across the nation to discern which prac-
tices are most commonly used, what
procedures tend to cluster together in
the practice of clinicians, what areas of
agreement and disagreement exist with
regard to therapy practices, and what
problems exist in carrying out therapy
programs.

Questions about the use of various
therapy techniques were submitted to
clinicians in all parts of the country
working in all types of speech and
hearing programs. The responses of a
total of 749 clinicians constitute the
bulk of the data here reported. In
addition, approximately 200 clinicians

Myfanwy E. Chapman (M.S., University
of Minnesota, 1945) is Chairman of Speech
Correction, Minneapolis (Minnesota) Public
Schools. Esther L. Herbert (M.A., University
of lowa, 1942) is Coordinator of Speech Cor-
rection in Secondary Schools, Los Angeles,
California, Charlotte B. Avery (M.A., North-
western University, 1947) is Associate Pro-
fessor and Assistant Director, Department of
Audiology, University of Piusburgh. John
W, Selmar (ML.A., University of lowa, 1954)
is Speech Clinician in the Seattle (Washing-
ton} Public Schools.
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CHAPMAN, CHAIRMAN

VICE-CHAIRMAN

representing rural and urban programs
in the states of California, Illinois,
Kansas, Minnesota, North Dakota,
Washington, and Wisconsin were per-
sonally interviewed about their philoso-
phies and practices in therapy, their
problems, and their hopes for the future
development of public school remedial
speech work.

A subcommittee of Work Group IX,
Research, examined 182 books, com-
piled a bibliography of 364 theses and
dissertations, and located a small number
of films and pamphlets pertaining to
remedial procedures. About one-fourth
of the books (44) suggest remedial pro-
cedures for a variety of speech and
hearing disorders; one-fourth (49) deal
specifically with articalation problems
and almost one-fourth {34) deal with
hearing problems. Of the remainder,
17 are devoted to stuttering, 13 to
cerebral palsy, seven to voice disorders,
five to deafness, four to delayed speech,
two to cleft palate, and one to aphasia.
Almost half of the theses and disserta-
tions (138) pertain to articulation prob-
lems; 46 are devoted to hearing and 36
to stuttering. The 20 films relate pri-
marily to organic disorders, with four
on stuttering and only one on articula-
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TasLe 6-1. Percentages of 749 clinicians reporting use of group therapy and two methods of
grouping in working with six types of speech disorders.

Disorder Frequency of Use
Often* Sometines® Nevert
Group Therapy
Articulation 81 10 9
Stuttering 66 10 24
Delayed Speech 54 3 43
Voice 50 5 45
Hard of Hearing 7 7 86
Organic 42 4 54
Homogeneous Grouping
Acrticulation 52 20 28
Stuttering 45 20 35
Delayed Speech 32 12 56
Voice 31 13 56
Hard of Hearing 32 13 55
Organic 27 11 62
Heterogeneous Grouping
Ardculation 4] 32 27
Stattering 23 17 60
Delayed Speech 26 17 57
Voice 24 15 61
Hard of Hearing 21 13 66
Organic 21 13 66

*Some respondents to the questionnaire expressed their judgment with respect to the use
of group therapy in the treatment of given disorders even though those disorders were not

represented in their current caseload,

TSome respondents to the questionnaire may have used the category ‘Never’ to indicate
that they have no pupils with the gwen disorder rather than ro indicate that they never use the

procedure in treatmg that type of disorder.

tion problems. Pamphlets are primarily
for parent guidance and deal primarily
with organic disorders and stuttering,
only two being devoted to articulation
disorders.

Organization of Therapy

The job description of the public
school clinician presented in Chapter
II showed that clinicians devote on the
average 65% of their total work week
to therapy. The average caseload per
clinician nationwide is approximately
130 children. The breakdown of these
cases according to type of disorder was

reported in Table 4-6, Chapter 1V it
was found that articulation cases con-
stitute 81% of the caseload; stuttering,
6.5%; delayed speech, 4.5%; hard of
hearing, 2.5%; organic disorders, 2.5%;
and voice problems, 2.3%. Seventy-
eight per cent of the respondents con- .
sider themselves most effective in work
ing with functional cases, while 8%
feel most effective with organic cases.
Group and Individual Therapy. As
Chapters II and IV have shown, public
school clinicians on the average see 10
children individually each week and
101 children in groups of four or five,
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7 % Release - no longer
N = l&5 m need therapy 195

W=

e ey lease for other
e e

et e reasons

% % Continue in therapy
=

11 %

33 %

WEST COAST N 122 NORTHEAST

Ui

13 % 8 % 55 %

MIDWEST

N =121 N = 149

27 % 11 % 62 %

SOUTHWEST -~ MOUNTAIN -~
HAWAIX SOUTHEAST

CASE DISMISSAL RATES

Figure 6-1. Projected case dismissal rates for current year reported by clinicians in five
geographic regions.
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usually twice weekly but in some cases
only once weekly. Out of 705 clinicians
responding 14% state that they conduct

no individual therapy. When these 705
clinicians were asked in which type of
therapy situation they consider them-
selves most effective, 51 % indicated the
group and 37% the individual situation.
Fifty-six per cent consider themselves
most effective when the group they
work with is homogeneous with regard

to type of speech disorder; 29% prefer

heterogeneous groups.

Table 6-1 shows the practices fol-
lowed by a representative sample of 749
clinicians in group work as it pertains
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of no longer requiring therapy. Another
13 (8.5% ) would be released for other
reasons. A breakdown of these data by

J geographic region is presented in Figure

6-1.

Additional information concerning
dismissal policies was secured in the
personal interviews. There is general
agreement that complete elimination of
the problem is often not a reasonable
requirement for dismissal. In j:he casg_pf
articulation problems the goal is7often
reached when the child has attained
such mastery of the speech sounds that J
the classroom teacher or the parent can
take over from the clinician and over-

to each of six types of disorders. It/ see the final steps of carry-over into

can be seen that group work is used
with greatest frequency in connection
with articulation and stuttering cases,
seldom with hard of hearing cases.
Clinicians are least likely to group
organic and hard of hearing cases with
other types of disorders,

/In carrying out therapy programs for
specific children and groups of children,
most clinicians (61% of 757 respond-
ing) use informal lesson plans. Another
35% use more carefully developed plans
written out by themselves in advance.
Fewer than 1% use plans suggested or
prepared by their supervisor.

Case Dismissal. Clinicians were asked
to estimate the numbers they would
probably release from their therapy
programs by the end of the current
year. A total of 705 clinicians reported
the total number enrolled for therapy
for the year. The average total nation~
wide is 152. (Averages ranged from
121 in the Southwest-Mountain-Hawaii
region to 195 in the Northeast.) Of
these it was estimated that 45 (approxi-
mately 30% ) would be released because

conversational speech. Stuttering ther-
apy is terminated when the child is
‘handling his speech adequately.” The
child’s attainment of acceptable con-
versational speech in terms of his
particular structural or physiological
limitations is the criterion of dismissal
in many cases. In other cases the child v
proves unresponsive to therapy or it is
concluded that 2 continuation of ther-
apy would yield no further results.

Analysis by Type of Disorder

Table 6-2 presents for each of six
types of disorders the seven remedial
procedures which 749 clinicians report
they most frequently use. Table 6-3
shows which procedures are least fre-
quently used in connection with the
various disorders. All procedures are
listed which at least 90% of the re-
spondents indicated they never use with
one or more types of disorders. It can
be seen that breath chewing is used
in the treatment of none of the disorders
by as many as 10% of the clinicians.
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TapLe 6-2, Remedial procedures most frequently used by 749 clinicians in working with each
of six types of disorders, Values represent percentages of clinicians indicating frequency of

use shown.
Procedure Frequency of Use
Often Sometimes
Articulation
Auditory discrimination training 88 8
Ear training 85 10
Mirror observation and practice 75 22
Speech sound games 75 19
Sound drifls (word lists, sentences, thymes) 66 27
Parent guidance 59 29
Imitation 58 29
Stuttering
Parent guidance 59 30
Mirror observation and practice 46 11
Group discussion 45 36
Tape recordings 42 34
Changing stuttering pattern 39 38
‘Work on eve contact 38 27
Oral reading alone 34 35
Delayed Speech
Ear training 62 6
Auditory discrimination training 59 4
Speech sound games 58 13
Parent guidance 54 24
. Mirror observation and practice 50 11
Sound drills (word lists, sentences, rhymes) 41 11
Imitation 40 16
Voice
Ear training 59 5
Auditory discrimination training 53 3
Parent guidance 45 18
Tape recordings 42 33
Imitation 34 17
Oral reading alone 29 30
Breathing exercises and drills 24 35
Hard of Hearing
Auditory discrimination 62 6
Ear training 56 7
Parent guidance 50 20
Mirror observation and practice 42 11
Speech sound games 42 1
Building ‘life situation’ lipreading vocabulary 36 30
Visual-auditory stimulation 34 20
Organic
Mirror observation and practice 5t 11
Ear trainin 51 4
Parent guidance 50 20
Speech sound games 45 1
Sound drills (word lists, sentences, rthymes} 38 14
Tape recordings 35 25
Lip, tongue, and jaw exercises 31 28
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Tasie 6-2. Remedial procedures most frequently used by 749 clinicians in working with each
of six types of disorders. Values represent percentages of clinicians indicating frequency of

use shown,
Procedure Frequency of Use
Often Sometimes
Articulation
Auditory discrimipation training 88 8
Ear training 85 10
Mirror cbservation and practice 75 22
Speech sound games 75 19
Sound drills (word lists, sentences, rhymes) 66 27
Parent guidance 59 29
Imitadon 58 9
Sturtering
Parent guidance 59 30
Mirror observation and practice 46 11
Group discussion 45 36
Tape recordings 42 34
Changing stuttering pattern 39 38
Work on eye contact 38 27
Oral reading alone 34 35
Delayed Speech
Ear training 62 6
Auditory discrimination training 59 4
Speech sound games 58 13
Parent guidance 54 24
. Mirror observation and practice 50 n
Sound drills (word lists, sentences, rhymes) 41 11
Imitation 40 16
Voice
Ear training 59 5
Auditory discrimination training 53 3
Parent guidance 46 18
TaPe recordings 42 33
Tmitation 34 17
Oral reading alone 29 30
Breathing exercises and drills 24 35
Hard of Hearing
Auditory discrimination 62 6
Ear training 56 7
Parent guidance 50 20
Mirror observation and practice 42 11
Speech sound games 42 1
Building ‘life situation’ lipreading vocabulary 36 io
Visual-auditory stimulation 34 20
Organic
Mirror observation and practice 51 11
Ear training 51 4
Parent guidance 50 20
Speech sound games 45 11
Sound drills (word lists, sentences, rhymes) I8 14
Tape recordings 35 25
Lip, tongue, and jaw exercises 3 28
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Tastz 6-3. Remedial procedures infrequently used in the management of six types of speech
disorders. Values represent percentages of 749 clinicians who reporc that they never use the

procedure in working with the disorder shown.

Procedure Type of Disorder
Articulation Stuttering  Delayed Voice Hard of  Organic
Speech  Problems  Hearing  Problems

Advertising one’s 97 92 90

problem
Autobiography 93 91 20
Babbling 93 94 91
Bibliotherapy 92 97 94 94 93
Breath chewing o6 91 98 94 9¢ 94
Breathing exercises, drills 90
Building ‘life situation’

lipreading vocabulary % 9 98 %
Changing stuttering 99 9 08 99 99

pattern
Establishing unilaterality 95 % 98 98 93
Group singing 92
Manipulation of speech %0

structures
Negative practice 9
Penalizing the error 92
Rate drills - 95 96 93
Rhythmic training of 93 05 9%

paired muscles
Simu!t_:meous talking, 9% 92 0z

writing
Soft palate exercises,

dri 96 91
Throat muscle exercises, % o4 o5

drills
Tongue twisters A 93
Use of rhythm

instruments %0 9 %0
Voiceless speech games, 90 90

activities

The building of a ‘ife situation’ lip-
reading vocabulary is obviously con-
fined to work with the hard of hearing
{(36% of clinicians use it often, 30%
sometimes with the hard of hearing),
just as changing the stuttering pattern
is restricted to the disorder of stuttering
(39% of clinicians use it often, 38%
somnetimes with stutterers). Two other

procedures the use of which is largely
limited 4o work with stuttering are
bibliotherapy (2% use it often, 15%
sometimes with stutterers) and estab-
lishing unilaterality (2% use it often,
12% sometimes with stutterers).
Information about the number of
different procedures used by clinicians
in working with six types of disorders
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Taeie 6-4. Summary of numbers of different remedial procedures (out of total of 60) used
often or occasionally by designated percentages of 749 clinicians.

Type of Disorder

Freguency of Use

Often Occasionally

By 50% By 25% By 50% By 25%

or more or more or more or more
Arriculation 10 20 0 29
Stuttering 2 n 1 19
Delayed speech 6 15 0 4
Vaoice problems 3 13 0 6
Hard of hearing 2 12 0 2
Organic problems 2 14 0 4

is presented in Table 6-4. One may con-
clude that there are more procedures
applicable to many children and there-
fore used generally by clinicians in the
case of articulation problems than in the
case of the other five types of dis-
orders. In the other five types there
are perhaps fewer techniques applicable
to the majority of cases; each case may
be more distinctive and require specific
and individual remedial procedures, The
list of such possible procedures is no
doubt a long one; the list of 60 pro-
cedures submitted to the clinicians in
the questionnaire probably omitted cer-
tain procedures which are in common
use and included procedures seldom
used. The truth of the latter state-
ment is shown by the fact that more
than half of the 60 remedial procedures
listed are reportedly used often in work-
ing with any disorder by fewer than
25% of the respondents.

Factor Analysis. It was thought that
an analysis of the remedial techniques
used by a large number of clinicians in
working with certain disorders might
reveal the existence of distinctive
schools of thought regarding therapy.
The statistical technique of factor
analysis was used to determine whether

there are significant patterns (group-
ings) of procedures characteristic of the
clinical practice of substantial numbers
of clinicians in two diagnostic areas—
articulation problems and stuttering.
Procedures used in making the rotations
and in computer programming were
those outlined by Kaiser (1, 2).

The analyses did not indicate the
existence of any strong therapeutic
schools of thought. On the contrary,
they suggested that clinicians tend to be
eclectic and have their individual group
of favorite standard procedures.

The failure of the factor analyses
to discover any strong tendencies may
have resulted from ambiguity of word-
ing of some of the items, lack of agree-
ment concerning the specific application
of some procedures, inadequate sam-
pling of procedures or clinicians or
both, or other causes. At any rate,
there did not emerge a few strong
factors that could account for any great
amount of variance, The eight factors
rotated in both analyses—articulation
problems and stuttering—account for
less than one-third of the variance.

It should be pointed out that factor
analysis has been used in a restricted
manner in this study—to explore a por-
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Taprr 6-5. Results of factor analysis of remedial procedures used with articularion problems.
Factors are listed in order of decreasing importance. Most heavily weighted procedures
clustered in each factor are listed alphabetically together with their weights.

Factor
Number Meost Heavily Weighted Procedures W eights
I Breathing exercises, drills 53
Lip, tongue, jaw exercises 56
Manipulation of speech structures 41
Nonsense syllable drills 47
Phonation exercises, drills 59
Practice with isolated vowels _ 51
Soft palate exercises, drills S5
Sound drills with word lists, sentences, rhymes 42
Speech rhythm exercises, drills A7
hroat muscle exercises, driils 48
Tongue rwisters 35
I1 Auditory discrimination training 53
Ear training 59
Group therapy 36
Homogeneous grouping 36
Imitation 48
Mirror observation, practice S0
Negative practice 36
Nonsense syllable drills 39
Sound drills with word lists, sentences, rhymes 36
Speech sound games 43
Visual-auditory stimulation 36
HI Choral reading 65
Creative dramatics, puppetry, role playing 44
Negative practice 41
Penalizing error 40
Relaxation games, activities Sl
Unison oral reading A7
IV Directive counseling 53
Modified play, release therapy 54
Non-directive counseling 57
Psychotherapy 52
V  Babbling 39
Use of rhythm instruments 47
Voiceless speech games, activities 58
Whispered voice, phantom lip movements 69
VI Bibliotherapy 36
Heterogeneous grouping 47
Oral reading 41
Tongue twisters 36
Unison oral reading A0
VI Commercial speech records 57
Creative dramatics, pupperty, role playing 39
Motion pictures, film strips .56
Tape recordings 59
Telephone drills 42
Voice recordings 59
VI Checking and rating devices 44
Clinical command 51

Group discussion A5
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Tasre 6-6. Results of factor analysis of remedial procedures used with stuttering problems.
Factors are listed in order of decreasing importance. Most heavily weighted procedures
clustered in each factor are listed alphabetically together with their weights,

Factor
Number  Most Heavily Weighted Procedures Weights
I Auditory discrimination training 45
Breathing exercises, drills 36
Ear training S5
Lip, tongue, jaw exercises . £2
Manipuladon of speech structure 47
Moto-kinesthetic method 40
Nonsense syllable drills 61
Phonationt exercises, drills 63
Phonetic placement 62
Practice with 1solated vowels 50
Sound drills with word lists, sentences, rhymes 65
Speech sound games 52
ongue twisters A6
Visual-audirory stimulation 51
11 Advertising one’s problem 59
Changing stuttering pattern £2
Checking and rating devices A48
Eye contact £0
Imitation A2
Mirror observation, practice .63
Negative practice 58
Tape recordings ’ 36
IIT Breathing exercises, drills 39
Choral reading 61
Oral reading 47
Relaxation games, activities 36
Speech rhythm exercises, drills 54
Unison oral reading 67
Unit sitnations, words and phrases 45
IV Breath chewing 38
Clinical comimnand 37
Motion pictures, film strips 39
Soft palate exercises, drills 38
Use of rhythm instruments 42
Voiceless speech games, activities 65
Whispered voice, phantom lip movements 63
V Breath chewing 40
Commercial speech records 39
Establishing unilaterality 53
Manipulation of speech structures 37
Psychotherapy 39
Rhythmic training of paired muscles 37
Throat muscle exercises, drills 44
VI Creative dramatics, puppetry, role playing 57
Group discussion 43
Group therapy 43
Homogeneous grouping 38
Modified play, release therapy 68
Parent guidance 50
Psychotherapy 37
Relaxation games, activities 49

(Continued on page 67)
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Facror

Number  Most Heavily Weighted Procedures Weights

VI Homogeneous grouping 38
Tape recordings 36
Voice recordings 59

VHI Bibliotherapy Ko
Group therapy 37
Heterogeneous grouping Sl
Non-directive counseling 42
Penalizing the error 49

tion of the domain of remedial pro-
cedures. Such an exploration can form
the basis for more precise descriptions
and, when the descriptions are suffi-
ciently rigorous, for experimental in-
vestigations. The factors obtained may
also constitute a starting place for those
evaluating the curriculum in programs
of training for public school clinicians.

Articulation. Table 6-5 presents eight
factors which emerge from the analysis
of procedures used with articulation
problems. The factors are presented in
order of decreasing importance, the
most heavily weighted procedures in
each factor being listed alphabetically
together with their weights,

The procedures listed under Factors
I and II are those primarily related to
the development of correct articula-
tion of speech sounds; they suggest a
highly structured drill approach em-
phasizing speech sound production.
Factors IIT and IV pertain to situational
and ‘psychological’ approaches to artic-
ulation problems. Factor VIl is a clearly
defined audio-visual factor. (The fact
that it is seventh does not suggest that
it is of relatively little importance but
rather that it did not account for as
much of the variability as the first six
factors.) The procedures grouped with-
in each of the other factors do not

seem to have an obvious relationship
to one another. It is probable that some
clinicians use a wide variety of ap-
proaches to articulation problems other
than the most commonly used tech-
niques clustered in Factors I and TL

Stuttering. Table 6-6 presents eight
factors derived from the analysis of
procedures used in the treatment of
stuttering; the factors are listed in order
of decreasing importance together with
the most heavily weighted procedures
in each.

Factor I appears to be a general
factor; here are clustered a number of
remedial procedures not currently rec-
ommended by most authorities on
stuttering. It is likely that if factor
analyses were to be done on each of the
other disorders, a strong general factor
would similarly emerge from ecach
which would consist of procedures used
by many clinicians with several types
of cases. The fact that such a factor is
first in the case of stuttering is trivial
because of the extreme skewness of the
distributions and because of the high
incidence of clinicians who work with
few stutterers.

Procedures recommended by many
authorities are found in Factor II and
in Factor VI, where appear the ‘psy-
chological’ approaches to the stuttering
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child together with parent guidance,
which all authorities agree Is an im-
portant part of the remedial program
for stutterers. A reasonable interpreta-
tion of the remaining factors is not
cbvious.

Analysis by Type of Procedure

A further examination will be made
of the use of varicus remedial pro-
cedures, considering these in groups
of procedures that appear to have cer-
tain characteristics in common and see-
ing how they are used in the treatment
of the six types of disorder. The group-
ings that follow emerge in part from
the foregoing factor analyses.

Table 6-7 lists seven procedures
which involve furnishing to the child
certain auditory, visual, tactile, or
kinesthetic cues through various kinds
of stimulation. The frequency of use
of each in the management of six dis-
orders is shown. (It can be assumed in
this table and in Tables 6-8 through
6-13 that the difference between 100%
and the sum of the percentages shown
under ‘often’ and ‘sometimes’ for each
procedure is the percentage of clinicians
stating that they never use the pro-
cedure for that disorder.) It is sur-
prising to discover from examination of
Table 6-7 that the recognized applica-
bility of auditory discrimination and
ear training techniques to articulation
problems is not carried over to nearly
as great an extent in work with delayed
speech and the speech of the hard of
hearing or the organically impaired.
Ear training is never used by 32% of
clinicians in working with delayed
speech or by 37% in working with the
hard of hearing or by 45% in working
with organic problems, all three types
of problems typically involving some

specific sensory stimulation in the treatment of six types of dis-

represent percentages of 749 clinicians. O = Often; 5 = Sometimes.

quency of use of seven remedial procedures involving

‘TABLE 6-7. Fre
orders, Values

Procedure

Type of Disorder

Delayed

Organic
Problems

O

Voice Hard of
Speech Problems Hearing
49

Stuttering

Articulation

S

s

o

62

s

O

53

S

O

59
62

135
24
i6
46

88

Auditory discrimination training

Ear training

51

56

59
20
24

10
27
22
9
35
35

i4
11

28
51

20

11

34
42

18
1t

34
50
40
32

43

75

Visual-auditory stimulation

11

Mirror observation, practice

Imitation

13
17
24

32

11

30
32
10

17

34

16
14
20

13

22

30
1

16
16

18

50
15

Phonetic placement

10

Moto-kinesthetic method
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difficulty with articulation. It is also
surprising that 44% report that they
never use imitation in helping cases of
delayed speech.

The use of a second group of ten
remedial procedurcs, these involving
drills and games aimed at improvement
of production of voice, sounds, sylla-
bles, words, and longer units, is pre-
sented in Table 6-8. Comparison of the
percentages indicates the relatively
greater use of games as vehicles for
teaching speech sounds, etc., than of
drills. Tongue twisters are obviously not
generally considered acceptable means
of improving speech, although 46%
of clinicians report their use at least
sometimes in working on articulation
problems. Emphasis on the correct pro-
duction of speech sounds is surprisingly
great in the area of stuttering therapy,
as is emphasis upon rate of speech.

Related to the two foregoing groups
of procedures are four which are pre-
sented in Table 6-9. These procedures
involve the use of audio-visual aids b
means of which is increased the child’s
awareness of how speech and voice
sound and how they are produced, or
specifically of how his own speech and
voice sound. The meaning of some of
the percentages is unclear because of the
lack of definition of ‘voice recordings’
as differentiated from ‘tape recordings’
(the questionnaire presented no defi-
nitions of any of the procedures). The
relatively infrequent use of commercial
records, motion pictures, and film strips
is probably a reflection of the relative
scarcity of materials which would be
suitable for wuse in the situations in
which the public school clinician finds
himself. Tape recordings of the chil-
dren’s speech are made with relatively

high frequency, especially in the case
of articulation, voice, and stuttering
problems; the fact that they are not
used with even higher frequency may
be the result of budget limitations and
the cost of equipment.

In Table 6-10 are presented data con-
cerning the frequency of use of nine
procedures which bear on the adequacy
of function of organs related to speech
functions. A shift of emphasis over the
years is evident in the present low per-
centage of clinicians concerned with
establishing unilaterality in working
with stuttering and the other disorders.
Considerable preoccupation with the
function of the breathing and oral
mechanism is still apparent in the treat-
ment of stuttering. The emphasis upon
lip, tongue, and jaw exercises in treat-
ing articulation problems suggests that
many clinicians apparently approach
functional difficulties as though a basic
physical inadequacy underlay them.

A series of procedures involving the
child’s performance of some speech
activity individually or in a group is
presented in Table 6-11. Oral reading
by the child alone is used more fre-
quently than the other procedures,
group singing least frequently. Al-
though stuttering children frequently
indicate fear of using the telephone,
56% of the clinicians indicate that they
never use telephone drills.

A group of eight procedures which
have as their goals release of feeling,
re-evaluation of one’s problems, and
change of attitude is reviewed in Table
6-12. It can be scen that all of these
procedures are used to a greater extent
in work with stuttering children than
in work with any of the other types
of disorders. Group discussion is rather



commonly used in all types of dis-
orders, however. There may well have
been confusion concerning the pro-
cedure called ‘advertising one’s prob-
femm”: to some clinicians it means ac-
knowledging that one has a problem
and reducing one’s fears of it by dis-
cussing it openly, while to others it
means simply identifying one’s problem
and being able to state what one is
working on. Another confusion in
terminology probably exists concerning
‘psychotherapy,” which, like all the
other procedures, went undefined;
clinicians were more ready to state that
they do ‘counseling’ than they were to
claim that they do ‘psychotherapy.’ The
percentages who state that they never
do either are surprisingly high,

Table 6-13 presents eight miscellane-
ous remedial procedures not included in
any of the above groupings. Babbling
is an infrequently used technique, even
in cases of delayed speech. Rather sur-
prisingly low percentages of clinicians
give attention to eye contact in therapy.
Procedures involving voluntary pro-
duction of the error or special penalty
of the error are not in general use.

Some clinicians have been sufficiently
concerned about remedial procedures
to have engaged in research concerning
them. Twenty-one per cent of 757
clinicians responding indicate that they
have done research on comparison or
development of remedial techniques.

Parent Guidaence

"The opinions of clinicians concerning
the desirability of establishing personal
contact with parents of children receiv-
ing remedial speech work have already
been alluded to in Chapters II and IIL
Forty per cent of 705 clinicians re-
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sponding indicate that contacts should
be established with parents of all chil-
dren receiving help, while another 46%
feel that contacts should be established
with the parents of most children. Only
12% prefer to restrict contact to the
parents of only the most severely handi-
capped.

TasiE 6-14. Frequency with which clinicians
report the use of ‘parent guidance’ in treat-
ing six types of disorders. Values represent
percentages of 749 clinicians.

Type of Frequency of Use
Disorder Often  Sometimies Never
Articulatrion 59 29 12
Stuttering 59 30 i1
Delayed speech 54 24 23
Voice problems 47 18 35
Hard of hearing 50 20 30
Organic problems 49 20 31

Table 6-14 and Figure 6-2 indicate
the frequency with which 749 clinicians
report the use of parent guidance as a
procedure in treating each of six types
of disorders. It is surprising that one
fourth or more of clinicians state that
they never counsel with parents of chil-
dren who are delayed in speech, hard
of hearing, or organically impaired.

Results of Interviews with Clinicians

Practicing clinicians were interviewed
and asked to discuss a number of
matters pertaining to remedial pro-
cedures which were not covered in the
questionnaire. Only a small sample of
their responses can be reported.

Basic Philosophy. As clinicians see it,
their purpose is to help the child who
has a speech problem understand his
limitations, recognize his potentialities,
and achieve the best oral communica-
tion possible for him, To accomplish
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Disorder Percentage of Use
Often m Sometimes m Naver
59% 29% 12%
ARTICULATION v
59% 30% 11%
STUTTERING %

54%

DELRAYED SPEECH

47%

VOICE PROBLEMS

50%

HARD OF HEARING

20% 30%

49%

20% 31%

ORGANIC PROBLEMS

Ficure 6-2. Relative frequency of use of parent guidance in weating six types of disorders
as reported by clinicians in nadonwide sample (N = 749).

these goals the clinician knows he can-
not confine his attention to the child’s
speech deviations but must view the
child as a person in an environment and
be concerned with each thing that
relates to the cause and maintenance of
the speech problem.

The inter-personal relationship which
characterizes remedial speech and hear-
ing work demands that the clinician be
honest, direct, and always aware of the
individual nature of each problem. He
finds it appropriate, then, to have an
eclectic approach to theories and thera-
peutic methods and to use those most
appropriate for the individual child,

Cowmmnon Problems. Clinicians were
asked to name their greatest problem
relative to remedial procedures. A
variety of problems were listed, some
peculiar to the individual eircumstances
of given clinicians, some more general
and common to most clinicians.

The clinician working in a rural area
finds traveling a problem. ‘Although
traveling time is cut down to a mini-
mum, visiting five or six schools in one
day takes up valuable therapy time’
But clinicians in all situations feel
pressed for time; some feel that record
keeping and report preparation take
time they would like to devote to
therapy; some would like to devote
more time to individual therapy with
children who badly need it, but they
state that their excessively large -case-
load prevents their scheduling this in-
dividual work.

Many clinicians express concern
about ways in which to convey to
others the importance of speech cor-
rection: to help administrators, teachers,
and parents sec the need certain pupils
have for better speech; to motivate
children to use the offered help and to
carry over into life sitnations what they



learn in speech correction; to inspire
pupils to have a desire to achieve up
to their potential. Clinicians search for
materials and techniques that will appeal
to pupils of varying social and emo-
tional levels. They are constantly seek-
ing ways to improve the effectiveness of
their sessions—‘to create an air of im-
portance and “business” in speech class
while not allowing tension, anxiety, or
embarrassment to permeate.’

Then there is the chronic need for
adequate space. As was reported in
Chapter II, fully half the clinicians
questioned feel that their therapy rooms
are inadequate, and the reports of clini-
cians in interviews simply dramatize the
need for appropriate space where clini-
cians can store their equipment, feel
comfortable, and achieve satisfactory
clinicial relationshipg and therapeutic
results. Some clinicians gratefully report
the provision of speech rooms in new
school buildings.

Choice of Procedures. Svme clinicians
report that state and local restrictions
limit some of their activities (for
example, performing oral speech mech-
anism examinations, using tongue de-
pressors, etc.). But most clinicians feel
that they are quite unlimited in their
choice of procedures.

Clinicians indicate that research
studies and tradition largely influence
their choice of remedial procedures. Al-
though they acknowledge that the
training they received importantly in-
fluences their choice of methods, they
feel that it does not prejudice them
against examining other approaches to
the problems they work with,

Most Helpful Books. Following are
the 25 publications mentioned by clini-
cians interviewed as being most helpful
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to them in the area of remedial pro-
cedures. They arc presented in order
of frequency of mention, the most
frequently mentioned being presented
first,

1. ScHooLrmEp, Lucnie D., Beiter
Speech and Beiter Reading. Boston: Ex-
pression, 1937,

2, Van Rwer, C., Speech Correction:
Principles and Methods (3rd ed.). New
York: Prenrice-Hall, 1954.

3. Bryxcewson, B., CHapMan, Myranwy
E., and Hawsen, Orverra K., Know Your-
self: A Workbook for Those Who Stutter.
Minneapolis: Burgess, 1944,

4. Scorr, Louise B., and THompsox, J.
J., Talking Time. St. Louis: Webster, 1951.

5. Famsanks G., Voice and Articulation
Drillbook. New York: Harper, 1940. (A
second edition was published in 1960.)

6. Travis, L. E. (ed.), Handbook of
Speech Patbology. New York: Appleton-
Century-Crofrs, 1957.

7. West, R,, Ansserry, M., and Cagrg,
AnNa, The Rebabilization of Speech (3rd
ed.). New York: Harper, 1957,

8. Jomwson, W, Brown, S. F., Curns,
J. F.,, Eoney, C. W, and KEaster, Jacque-
LINE, Speech Handicapped School Children
(rev. ed.). New York: Harper, 1956.

9. Nemovy, EvLizasera McQ., and Dawis,
SexeNa F., The Correction of Defective
Consonant Sounds (2od ed.). Boston: Ex-
pression, 1945.

10. Manser, Ruth, Speech Correction
on the Contract Plan (3rd ed.). New York:
Prentice-Hall, 1951.

11. Craeman, Myranwy E., Self In-
ventory (3rd ed.). Minneapolis: Burgess,
1959.

12. Berry, Mirprep F., and Eisenson, J.,
Speech Disorders: Principles and Practices
of Therapy. New York: Appleton-Cen-
rury-Crofts, 1956,

13. Scorr, Louise B., and THompson,
J. J. Speech Ways. St. Louis: Webster,
1955,

14, McCaustann, MarcareET, MILLER,
Mare B, and Oxus, Isaeen, Speech
Through Pictures. Boston: Expression,
1947.

15. My Speech Book (Curriculum Ball.
No. 86, 3d ed.). Kansas City, Mo.: Public
Schools of Kansas Ciry, 1960.

16, O'Connor, B. (ed.), Better Homes
and QGardens Story Bock. Des Moings:
Meredith, 1959,
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17. NeEmov, Evzasetn McG,, Speech
Correction through Story-telling Units.
Magnolia, Mass.: Expression, 1954.

18. Brigance, W. N., and HeNpERson,
Frogence, A Drill Manual for Improving
Speech (2nd ed.). Chicago: Lippincott,
1945,

19. Backus, OruE, and Beastey, Jawe,
Speech Therapy with Children. Boston:
Houghton Mifflin, 1951,

20. Van Ruper, C, and Tewin, J. V,,
Voice and Articulation. New York: Pren-
tice-Hall, 1958.

21. Jomnson, W., Dariev, F. L. and
SermestersBacH, D. C., Disgnostic Manual
in Speech Correction. New York: Harper,
1952,

22. Vawn Rieer, C,, and Burier, KaTHER-
INe ., Speech in ilhe Elementary Class-
room. New York: Harper, 1955,

23. Eisewsow, J. (ed.), Stuttering: A
Symposiunt. New York: Harper, 1958.

24, Jomwsow, W. (ed.), Sturtering in
Children and Adults, Minneapolis: Univ. of
Minnesota Press, 1955.

25, Rocers, CarL R. Client-centered
Therapy. Boston: Houghton Mifflin, 1951,

Discussion

Problems in conducting any study of
current practices in remedial speech and
hearing programs result from ambigui-
ties of terminology and individual
‘twists’ given to methods bearing tra-
ditional names. More incisive answers
could be provided to questions about
ongoing therapy if in the asking of the
questions terms could be adequately
clarified and agreed-upon definitions
could be adhered to in the questioning
of each informant. In the absence of
such a rigorous procedure, one’s under-
standing of how clinicians are using
‘psychotherapy,’ ‘role playing,’ ‘group
discussion,” ‘parent guidance,” ‘group
therapy,” and other procedures must
remain somewhat limited.

There remain unanswered questions
about the relationship between the clini-
cians’ use of given procedures and their

exposure to and indoctrination in them
during training. In a future study it
would be of interest to determine
whether each of a battery of remedial
procedures is merely mentioned, ex-
plained in detail, or explined in detail
and demonstrated in clinical practicum.
A more exhaustive list of procedures
might well be developed for such an
investigation. It is quite possible that
clinicians use a limited number of pro-
cedures because they have not had
adequate preparation in the use of
many approaches. It is possible, too,
that limitations of space, equipment,
and time restrict the use of certain
procedures.

Personnel involved in training pro-
grams will find interesting implications
in the data presented. They will want
to consider whether they are giving
appropriate emphasis to those pro-
cedures which are widely used and
found most helpful. Are they helping
their students apply given procedures
with discrimination to various cases and
types of disorders? Are they pointing
out and demonstrating the general ap-
plicability of certain procedures to
various types of disorders which have
common characteristicss Are they
teaching a wide enough variety of ap-
proaches or appropriate modifications
of given approaches to suit the spec-
trum of cases the clinician will meet?
Are they inculcating thosc attitudes
which will make the clinician curious
about unfamiliar approaches, skeptical
of traditional ‘standard’ procedures,
inventive, ingenious, discriminating,
eager to subject a procedure to research
scrutiny, willing to accept the new or
the old if evidence warrants its accep-
tance?



Summary

Information concerning current prac-
tices in the application of remedial
procedures was gathered by question-
naire and interview of clinicians. Clini-
cians devote 65% of their time to
therapy, over 80% of their therapy
time being spent with articulation cases.
Most cases (especially those with articu-
lation and stuttering problems) are
worked with in groups of four or five,
the majority of clinicians preferring
homogeneous to heterogeneous groups.
About one-third of the children re-
ceiving help are dismissed annually as
no longer requiring therapy.

Clinicians use many kinds of remedial
procedures in their work, most pro-
cedures being used in the treatment of
several kinds of disorders. The largest
number of generally applicable pro-
cedures is reported in connection with
the disorder of articulation, other types
of disorders apparently requiring the
selection and application of procedures
on 2 more individual basis. Analysis of
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the patterns of response of clinicians
suggests that there are no strong thera-
peutic schools of thought in the man-
agement of articulation problems and
stuttering; clinicians tend to be eclectic
and develop favorite procedures se-
lected from among a ‘standard’ reper-
tory. Precise answers to questions
regarding current remedial practices
will require a more precisely defined
system of nomenclature than was used
in the present study.,

‘The majority of clinicians define their
therapy efforts so as to include parent
guidance. The most commonly reported
problems in remedial work relate to
excessive caseloads, space and time limi-
tations, and motivation of children, their
parents, and their teachers.
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School personnel and parents are be-
coming increasingly aware of the need
for all children—those with ‘normal’
speech and those gifted with speech
abilities as well as children with speech
and hearing problems—to develop the
ability to communicate their ideas
effectively in acceptable speech, voice,
and language patterns. Increased inter-
est in helping children with minor
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with excessive numbers of children.
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As a result of these recognized needs,
a number of classroom teachers and
speech clinicians have begun instruction
in speech improvement as part of regu-
lar classroom activities. Speech im-
provement has grown somewhat as the
proverbial Topsy, and there has ap-
parently been no published statement
reflecting general agreement on its pur-
pose, scope, and relation to other phases
of the curriculum. Before Work Group
V could set out to secure information
about the status of speech improve-
ment, therefore, it had to agree on a
definition of the term:

For the purposes of this study speech

improvement takes place in the classroom.

It consists of systematic instruction in

oral communication which has as its pur-

pose the development of articulation, voice,
and language abilities that enable all chil-
dren to communicate their ideas effectively.

Speech improvemnent is not concerned with

the work of the speech clinician with

speech- and hearing-handicapped children
outside of the regular classroom,

It was hoped that information ob-
tained through the study would show
how extensively speech improvement
is taught at both the elementary and
secondary levels and would indicate to
what extent there is agreement with
regard to philosophy, organizational



procedures, curriculum development,
and instructional practices. Thus, evi-
dent strengths and trends might serve
as a guide for school administrators be-
ginning speech improvement programs
or desiring to improve current activi-
fes.

Review of Literature

In connection with the activites of
Work Group IX (Rescarch), Lysaght
(I) abstracted 215 books and articles
dealing with speech improvement pub-
lished since January 1, 1946. On the
basis of her review of literature she
drew the following conclusions:

The major portion of the literature deal-
ing with speech improvement suggested
trends and problems in the objectives,
activities, and methods of teaching speech
in the regular classroom. Some of the
articles were of a general narure, stating
the need for good speech. . . . Articles are
increasing in number and do provide
specific help for the teacher, The
articles are being published in a variety
of periodicals so that all educational per-
sonnel, that is, superintendents, supervisors,
specialists, principals, and teachers = are
becoming aware of the need for speech
improvement.

Speech improvement programs that have
been initiated and carried on for a number
of years are proving to be beneficial to
the general speech of the total population
and have reduced in numbers the minor
speech problems,

Although there is information avail-
able on some phases of speech improve-
ment, there is a paucity of data
regarding organization and supervision
of the program, preparation of person-
nel, and evaluative criteria. The follow-
ing three textbooks provide practical
suggestions for speech personnel and
classroom teachers conducting speech
improvement:
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Pronovost, Wisert, Teaching of Speaking
and Listening in the Elementary Schoul.
New York: Longmans, Green, 1959. This
guide for the teacher utilizes existing speak-
ing and listening activites in oral com-
munication based on current subject matter.
The extensive bibliographies provide good
sources for further investigation.

Ocuvie, Maroes, Speech in the Elementary
School. New York: McGraw-Hill, 1954,
The author suggests ways to promote
effective communication in the classroom,
indicates speaking activities that are part
of language arts, and notes the role which
the classroom teacher pIays 1 improving
the child’s speech.

Scorr, Lowise B., and Tuomesown, J. I,
Talking Timne. St. Louis: Webster, 1951.
This book provides exercises, practice ma-
terials, jingles, and game experiences to
strengthen good speech habirs,

Plans and Procedures

Members of the Work Group com-
mittee prepared a questionnaire to be
directed to teachers of speech improve-
ment, questions to be included in the
questionnaire to be sent nationwide to
supervisors of speech and hearing serv-
ices, and questions to be included in
the questionnaire to be sent nationwide
to speech and hearing clinicians. Data
obtained through the questionnaire de-
voted to speech improvement will be
discussed in most instances without
breakdown by geographical region
since all regions were not equally, pro-
portionally, nor randomly represented.

The major part of the study was
conducted in nine school systems known
to have well-organized speech improve-
ment programs that had, for the most
part, been in operation for some time.
These programs have been recognized
for their contributions to speech edu-
cation and were believed to represent
a cross section of programs. Participa-
tion was by invitation, School adminis-
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Ficure 7-1. Level of professional training of
teachers of speech improvement included in

sample (N = 249).

trators in the following communities
accepted the invitation for their school
personnel to participate in the study:
Arlington County, Virginia; Brea, Cali-
fornia; Des Moines, Towa; Hartford,
Connecticut; Hingham, Massachusetts;
New York, New York; Wauwatosa,
Wisconsin; Wichita, Kansas; and
Youngstown, Ohio,

Not all persons associated with these
programs were questioned, but 245
persons completed questionnaires. These
persons were teaching speech improve-
ment, were directing or supervising the
programs, or were rendering consulta-
tive services. Thus they were able to
provide factual information based on
personal experiences in public school
speech improvement activities.

The People Supplying Information

Teachers returning questionnaires ap-
pear to be well qualified professionally,
as Figure 7-1 shows. Eighty-eight per
cent of the respondents hold at least
a baccalaureate degree, 21% at least a
master’s degree.

The teaching of speech improvement
is not restricted to any one age or
experience level. Instruction is provided
by younger and less cxperienced per-
sons as well as by more mature, ex-
perienced teachers. More than 50% of
the teachers responding are over 40
years old, but 31% are between the ages
of 20 and 30. Over 30% have taught
more than ten years, while 8% are
beginning teachers. Their experience in
teaching speech improvement, however,
is not comparable to that in regular
school work: only 3% have taught
speech improvement more than ten
years, and only 4% of those having
taught from four to 10 years also have
participated in speech improvement
each year.

These teachers earn good salaries:
approximately 65% receive salaries
ranging from $5000 to $7000 or more.
Most of these teachers support their
professional associations, as Figure 7-2
shows.

When asked to describe their posi-
tion, 4% said they are ‘speech improve-
ment teachers, 11% ‘speech and
hearing therapists’ and 80% ‘class-
room teachers.’ In addition to teaching
speech improvement, 79% teach all
subjects either at the kindergarten or
elementary level; 1% teach English, 1%
drama, 3% speech, and 10% speech and
hearing. Thus it would seem that the
major responsibility for instruction in
speech improvement in these nine
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Fieure 7-2. Membership in professional associations of 245 teachers of speech improvement.

school systems rests with classroom
teachers. As could be expected, a sub-
stantial number of these teachers have
had more complete training and experi-
ence in education than in any other
area (49%), but 7% have had major
preparation in speech arts, 19% in Eng-
lish, and 12% in speech and hearing
therapy. In reply to the question. ‘In
your opinion, which of these fields
would be the best preparation for
teachers of speech improvement?’
about one-third thought speech and
hearing therapy the best preparation,
but 15% preferred speech arts. It is
significant, however, that 47% did not
reply. It may be that the teachers who
failed to answer this question think
that there is no one¢ field that best pre-
pares a person for teaching speech im-
provement,

Organization of the Program

The nine speech improvement pro-
grams studied do not follow any single
administrative pattern although five of
them are part of remedial speech and
hearing services. Ome is a separate
speech improvement program co-
ordinated with remedial services; one
is an independent speech improvement
program; one is identified with language
arts but speech clinicians direct the
speech work; and one is organized as a
two-year research study directed by
remedial speech and hearing personnel.

Information obtained through ques-
tionnaires sent nationwide to persons
in supervisory positions and to speech
and hearing clinicians indicates similar
patterns of organization. Thirty-five
per cent of supervisors report programs
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to be part of remedial speech and hear-
ing services, 21% part of language arts,
5% separate programs, 6% part of both
remedial services and language arts, and
3% part of other units; 30% of the
supervisors did not reply. While 61%
of the speech and hearing clinicians re-
port no speech improvement program,
22% of them report programs part of
remedial services, 6% part of language
arts, 4% separate programs, and 2%
part of both remedial services and lan-
guage arts.

Few school systems receive financial
reimbursement from state funds for
time spent by speech clinicians in speech
improvement. Twenty-one per cent of
SUpErvisors at state, county, and city
levels in various sections of the country
indicate that their school systems are
partially reimbursed, and 12% receive
full reimbursement.

In seven of the nine school systems
surveyed, the supervisor or director of
speech improvement received her major
preparation and experience in remedial
speech and hearing. While the super-
visors in the other two school systems
had preparation in remedial speech and
hearing, they had had additional prepa-
ration in speech arts, language arts, and
speech improvement. No information
is available concerning whether the
supervisors believe their particular kind
of preparation is that nceded for di-
recting and supervising a speech im-
provement program.

Although 63% of the teachers state
that their speech improvement pro-
grams have been in operation for ten
years or longer, the number of children
participating is small in comparison with
total school enrollments (see Figure

D
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Figure 7-3. Percentages of children in total
school population participating in speech im-
provement programs as reported by 245
teachers.

7-3). Thirty-eight per cent of teachers
state that 10% or less of their total
school population is enrolled in speech
improvement classes. However, 13%
state that more than 75% of their school
population is enrolled, while 15% claim
100% enrollment.

Instruction in speech improvement is
concentrated in kindergarten and first
and second grades: 45% of the teachers
are teaching in kindergarten and grade
one and 13% are teaching in grade two.
The percentage of teachers drops to
7% in both grades three and four and
to 6% in grades five and six, with 1%
teaching in grade seven. (These data
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visors nationwide mentioned that their
programs extend from primary through
secondary levels.

The amount of time spent on speech
improvement is limited. Time spent by
teachers ranges from amounts of up to
1% hours per week spent by 45% of
the teachers to the more than 8.5 hours
each week spent by 2% of the teachers.
Only 9% of teachers spend as much as
3.5 hours a week in speech improve-
ment, as shown in Figure 7-5. The
number of periods each teacher devotes
to speech improvement ecach week
varies from one period per week (20%)
to five periods per week (24%). It is
to be noted, however, that 35% of the
teachers did not reply. Class periods

Represents 5 % of teacher
regponses

Grade Percentage of Teachers

Figure 7-4. School grades in which speech
improvement is conducted as reported by
245 teachers.

are summarized in Figure 7-4.) No re-
port was received of instruction above
the seventh grade, but it is known that
speech improvement is taught at the
secondary level in at least one school
system; either the teachers were not
sampled or the sampling was so small
that it was not recorded in the machine
analysis.

Data obtained from persons in super-
visory positions and from speech and
hearing clinicians countrywide also in-
dicate that instruction is concentrated
in kindergarten and primary grades. In-
struction to a limited extent was re-
ported at the secondary level, however,
as 9% of clinicians and 12% of super-
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Figure 7-5. Number of hours spent per week
in the teaching of speech improvement
classes as reported by 245 teachers.
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vary in length from a few minutes up
to about an hour. Seventeen per cent
of the teachers use periods up to 14
minutes in length, 43% periods ranging
from 15 to 24 minutcs, 14% periods
ranging from 25 to 34 minutes, and 6%
longer periods. However, 20% of the
teachers did not reply, Teachers ap-
peared to have difficulty in giving in-
formation about the amount of time
spent on speech improvement. Kinder-
garten and primary teachers may have
found it difficult to respond since
speech improvement may be co-
ordinated with instruction in reading
readiness, phonics, and developmental
reading.

It would seem that teachers teach
speech improvement to all children in
a classroom simultaneously and do not
separate children into small groups. The
mean size of class is approximately 22

pupils.

Curriculum Development and
Instructional Practices

Similarities in curriculum develop-
ment and instructional practices in
speech improvement are more common
than are differences and contrasts,
There appears to be general agreement
on the purposes of instruction in speech
improvement. Teachers indicate that
curriculum experiences should be pro-
vided in the classroom to permit all
children to develop the best speech,
voice, and language patterns of which
they are capable, correct minor speech
and voice difficulties, and express their
ideas clearly and effectively. There also
seems to be general agreement that
ability to hear and to discriminate be-
tween speech sounds is of first im-
portance in  specch and  language
development and in the correction of
minor speech difficulties.

Twelve teaching techniques or ‘ex-

TapLe 7-1. ‘Exercises’ used in the teaching of speech improvement. Values represent per-
centages of 245 teachers indicating their use of the exercise with the indicated frequency.

(Six per cent failed to respond.)

Exercise Frequency of Use
Often Occasionally Never
Discriminate between similar sounds 72 16 7
Eliminate ‘mumbling’ 68 22 4
Eliminate substitutions 53 23 19
Hear, use variations of pitch, time, loudness 44 33 17
Produce correctly all sounds 74 i35 6
Relaxation 41 37 17
Pronounce syllables correctly 60 22 12
Separate words into phonetic components 40 25 20
Stress appropriate syllables 39 28 28
Use appropriate gesturcs, facial expressions to 50 29 15
comimunicate feeling, mood
Use International Phonetic Alphabet 11 6 77

Use tongue, lip, jaw exercises

40 2§ 29




VII. Speech Improvement 85

TaeLe 7-2. Speaking activities used in the teaching of speech improvement. Values represent
percentages of 245 teachers indicating use of each activity with the frequency shown,

Activity Freguency of Use
Often Occasionally Never
Auditory training drills i8 23 16
Voice and articulation practice 44 35 19
Discussions and conversations 78 18 1
Dramatic presentations 35 37 5
Oral reading 67 10 20
Parliamentary procedure 10 17 70
Talks and reports 42 28 28

ercises’ that may be used as methods
in teaching speech improvement were
listed in the questionnaire, and teachers
were asked to tell whether they use
them often or occasionally or do not
use them. More than 9%0% of the teach-
ers stated that they use thesc and only
these techniques in teaching speech im-
provement; 2% of the teachers stated
that they often use techniques in addi-
tion to these, and 1% use additional
ones occasionally. The relative fre-
quency of use of the various techniques
is shown in Table 7-1.

It appears that the techniques used
most commonly are designed to help
children become aware of speech
sounds, to teach them to discriminate
between similar speech sounds, and to
train them to produce speech sounds
and pronounce words correctly. There
is relatively little emphasis on the pho-
netic analysis of words and extremely
limited teaching of the use of the Inter-
national Phonetic Alphabet. Listening
rather than the placement of articu-
lators is stressed.

In addition to the 12 teaching tech-
niques listed in Table 7-1, seven speak-
ing activities that may be wused as

procedures in teaching speech improve-
ment wecre listed and school personnel
were asked to indicate to what extent
they use each. Table 7-2 shows the
relative frequency with which the
teachers use each of these activities.
Two of these activities—auditory
training drills and voice and articulation
practice and drills—may be used
in teaching sound discrimination and
the production of speech sounds. There
is a lack of agreement in findings
relative to the wuse of sound dis-
crimination techniques as reported in
Table 7-1 and auditory training drills
as reported in Table 7-2. The dif-
ferences in percentages may be the
result of individual interpretations of
the word ‘drills. These differences
may imply that some techniques are
used formally and others informally.
In the case of sound discrimination, for
example, 72% of the teachers report
that they often teach children to dis-
criminate between similar speech sounds
(Table 7-1) but only 58% of the teach-
ers claim to wse auditory training drills
often (Table 7-2). Odd as it may scem,
7% of the teachers report no use of
sound discrimination exercises but 16%
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report no use of ‘auditory training
driils.” Responses concerning the use of
voice and articulation practice and drills
more nearly agreed with responses con-
cerning the use of auditory training
drills,

The remaining five speaking activities
are closely allied to communication of
ideas and are reported in the following
order of preference for use as methods
in teaching speech improvement: dis-
cussions and conversations, oral reading,
talks and reports, dramatic presenta-
tions, and parliamentary procedure. The
teachers indicate that they commonly
use two additional types of activities
with remarkable uniformity: dramatics,
storytelling, and radio programs (84%)
and choral speaking (83%).

Equipment and supplies commeonly
found in modern educational programs
are used by teachers in speech improve-
ment activities, Electronic equipment
incleding tape recorders, radio, record
players, projectors, television, and
movies are used by 71% of the teachers.
Speech games are used by 81% of the
teachers, but special speech improve-
ment books, speech improvement work-
books, and puppets are used by only
39%.

It was found that 35% of the teach-
ers use lesson plans either suggested or
prepared by their supervisors, but 23 %
use their own plans prepared and
written in advance. However, 36% of
the teachers report using only informal
plans, which may represent little
thought or planning.

Supervision of Program and
In-service Training

Each program surveyed is the re-
sponsibility of a supervisor or director
of speech improvement activities, but

in some programs clinicians carry part
of the responsibility for assistance to
classroom teachers. Supervisory or con-
sultatory assistance is received by 41%
of the teachers from speech clinicians
only, by 27% from supervisors only,
and by 21% from both, while 9% of
the teachers report assistance from
neither. Fifty-three per cent of the
teachers receive assistance in planning
curriculum, and 69% report assistance
with demonstrations in the classroom.
While 58% of the teachers report assist-
ance with coordinating speech improve-
ment with regular curriculum, only
47% report such assistance in co-
ordinating speech improvement with
remedial speech and hearing. Forty-
cight per cent of the teachers report
help in preparing special programs and
meetings. Likewise 56% report assist-
ance in evaluating and improving
speech improvement.

Since in some school systems speech
clinicians work more closely with class-
room teachers than do supervisors, re-
plies concerning the work of the
supervisor may not adequately reflect
the extent of supervision. Also it is not
known how many classroom teachers
are able to work with a minimum of
supervision, It would appear, however,
that supervision in some areas of cur-
riculum may not be adequate, especially
in the coordination of speech improve-
ment with remedial speech and hearing.

The principal means of in-service
training is provided by the supervisor
of speech improvement in the local
schools. Although 69% of the teachers
have demonstrations available to them,
only 349% have workshops provided at
the local level and only 30% have
access to conferences in speech im-
provement at the regional and state



level. However, 49% have in-service
preparation available through college
courses. If teachers of speech improve-
ment are to benefit from methods, tech-
niques, and materials currently in use,
they must have available and take ad-
vantage of more adequate in-service
trainng resources.

Extension of Speech Improvement

In the nine school systems surveyed
40% of the supervisors report plans for
expansion of speech improvement. Like-
wise 33% of 141 supervisors of speech
and hearing programs and 15% of 705
speech and hearing clinicians nation-
wide report similar plans.

Supervisors at the state, county, and
local level nationwide encourage the
extension of speech improvement pro-
grams by conducting workshops or
conferences, serving as consultants, and
supplying suitable materials. While 5%
of the supervisors conduct workshops
or conferences only, 7% serve as con-
sultants, and 4% supply materials, 35%
of the supervisors render all of these
services. However, 23% of supervisors
indicate that in no way do they en-
courage extension of speech improve-
ment.
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Measuring Effectiveness of
Speech Improvement

The principal means of measuring the
effectiveness of speech improvement is
judgment—the judgment of supervisors,
teachers, parents, and children. How-
ever, 29% of the speech improvement
teachers use articulation tests and 16%
use voice ratings, While 67% of the
teachers depend upon their judgment
together with that of their supervisors,
31% use the judgment of parents and
45% use the judgment of children in
evaluating speech improvement.

Teachers of speech improvement are
strongly convinced that speech im-
provement helps children not only to
develop good speech, voice, and lan-
guage patterns but also to correct minor
speech and voice problems. They also
believe that children are helped to
organize their thoughts and to express
them clearly and effectively. Their ex-
pressions of opinion are summarized in
Table 7-3.

Persons in supervisory positions na-
tionwide are not agreed on the extent to
which speech improvement decreases the
number of children requiring therapy.
In no one section of the country did as
many as 50% of the supervisors state

TaBLE 7-3. Results of programs of speech improvement reported by 245 teachers of speech
improvement. Values represent percentages of teachers responding as indicated to each of

three questions.

Question

Does speech improvement help students
develop good speech, voice, and language
patterns?

Does it help students correct minor speech
and voice problems?

Does it help smdents express ideas clearly?

Response
Definitely Toa Don’t Know
Fes Limited No and No
Extent Response
67 23 0 10
64 24 3 9
57 31 2 10
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TapLe 7-4. Resnlts of programs of speech improvement reported bv 141 supervisors and 705
speech clinicians, Valucs represent percentages of supervisors and teachers responding as
indicated to the question, ‘Has the speech improvement program in your system decreased

the number of students requiring therapy?’

Respondents Yes No Don’t No Response
Know or No Program

Supervisors 23 38 30

Clinicians 61 3 13 23

that speech improvement has decreased
the number. The responses of 141
supervisors are shown in Table 7-4.

Except for those on the West Coast,
speech and hearing clinicians nation-
wide are more certain than are their
supcrvisors that speech improvement
has decreased the number of children
requiring therapy. There was substan-
tial agreement among clinicians in the
Midwest, Southeast, and Southwest-
Mountain-Hawaii regions (73%, 67%,
and 71%, respectively, reporting de-
crease) while clinicians in the Northeast
and on the West Coast were in agree-
ment (48% and 44 %, respectively, re-
porting decrease). Table 7-4 shows that
of 705 clinicians across the nation 61%
believe that spccch improvement has
decreased the number of children re-
quiring therapy.

It is not known to what extent the
replies of supervisors and clinicians na-
tionwide are based on the results of
standardized articulation tests and voice
ratings. It could be that standardized
test results are not available and that
supervisors are more reluctant than
clinicians to express an opinion. It is
possible that clinicians base their replies,
at least in part, on observation and on
non-standardized test results used in
instruction. It is also possible that in
some instances clinicians may have

worlced more closely with children and
classroom teachers than have super-
visors and thus are more aware of the
results of speech improvement pro-
grams.

The Clinician in Speech
Improvement

It will be recalled that in the school
systems surveyed 11% of the persons
teaching speech improvementare speech
and hearing clinicians. From data ob-
tained it would seem thar clinicians in
these schools serve as both teachers and
consultants. It will be recalled that
the clinicians assist with classroom
demonstrations, plan speech improve-
ment curriculum, and coordinate speech
improvement with both regular cur-
riculum and the remedial speech and
hearing program. Clinicians help t
conduct workshops. They help in the
preparation of special meetings and pro-
grams. They assist in the evaluation of
speech improvement. It is not known
to what extent clinicians do demonstra-
tion teaching with classroom teachers
continuing speech improvement work
between demonstrations, but since 80%
of speech improvement personnel are
classroom teachers, it can be assumed
that classroom teachers do teach speech
improvement, at least to some extent,
between demonstrations,
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Taere 7-5. Opinions of clinicians and supervisors concerning the role clinicians should play
in speech improvement programs. Values represent percemtages of 141 supervisors and 705

clinicians responding in the ways indicated.

Respondents Recommended Role
No
Consultant Supervisor Teacher Participation
Supervisors 53 17 20 8
Clinicians 49 11 22 12

Supervisors and speech and hearing
clinicians nationwide were asked, “What
is the speech and hearing clinician’s
relationship to the speech improvement
program?’ Of the supervisors answer-
ing this question, 30% replied that the
clinician teaches speech improvement,
15% replied that he supervises class-
room teachers, and 18% replied that
he consults with teachers. Speech and
hearing clinicians who answered this
question reported that 18% of them
teach speech improvement classes, 10%
supervise classroom teachers, while 4%
do something ‘other,” which may mean
or include ‘consulting” with teachers.
The discrepancies between the replies
of the two groups may have resulted
from interpretation of the words
‘teach,’ ‘supervise,’ and ‘consult.” Again,
it is not known whether clinicians do

all of the teaching with no follow-up
by classroom teachers or whether theirs
is demonstration teaching so that class-
room teachers can continue instruction.

Supervisors and speech and hearing
clinicians nationwide were also asked,
‘In what capacity do you think speech
and hearing clinicians should partici-
pate in the speech improvement pro-
grams in their school systems?’ There
is general agreement among supervisors
and clinicians that clinicians should
serve as consultants to teachers, but
some supervisors and clinicians believe
that clinicians should teach, as Table
7-§ indicates.

Persons in supervisory positions na-
tionwide were questioned further about
this matter. 'They are not in complete
agreement as to whether speech im-
provement should be supervised or

Tapie 7-6. Replies (in percentages) of 141 supervisors to the question ‘Do you think speech
improvement should be supervised and/or taught by speech and hearing personnel?’

Region Teach Supervise Teach and
Only Only Supervise
Northeast 6 36 55
Midwest 16 52 30
Southeast 17 56 27
Southwest-Mountain-Hawaii 17 39 39
West Coast 26 17 52
Total 16 41 40
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taught or both by speech and hearing
personnel. Supervisors in no one section
of the country believe that speech and
hearing personnel should teach only,
but a preponderance of them in the
Midwest and Sountheast believe that par-
ticipation should consist of supervision
while those in the Northeast and on the
West Coast believe that personnel
should both teach and supervise; per-
sons in the Southwest-Mountain-Ha-
wail region were equally divided on
the subject (see Table 7-6).

A Model Program

\] All classroom teachers are teachers

of speech improvement. Speech im-
provement programs should provide
the kinds of assistance classroom teach-
ers need to help all children learn to
organize their thoughts and express
them effectively in the best spcech,
voice, and language of which they are
capable, The following plan, based in
part upon the above description of on-
going programs, is suggested as one
means of accomplishing this purpose.
All children are carefully screened
by speech and hearing personnel and
records are kept on each child. Those
children who indicate that they can
respond to speech improvement tech-
niques are not referred for remedial
speech, although they may be later if
they do not make expected progress.
When a program is being started, all
elementary teachers are given in-service
training covering a period of two to
three years; the length of training is
dependent upon the previous prepara-
tion and experience of the classroom
teachers and the amount of time clini-
cians can devote to programs in the
classroom, After the program is begun,

in-service training is limited to teachers
new to the system. In-service training
includes a planned series of workshops
and demonstrations held during the
year either by the supervisor of speech
improvement or by persons recognized
for their leadership in the work. When
possible, college courses in speech im-
provement are offered locally. Provision
is made for teachers’ attendance at
regional and state conferences.

Speech improvement is not taught as
a separate subjcct in any classroom from
kindergarten through grade 12. Instead
it is part of the regular curriculum in
that it is integrated with subject matter
areas and with school activities.

In the classroom during the in-service
training period the clinician does dem-
onstrations of speech improvement at
least once a week to set a pattern for
the classroom teacher to follow between
demonstrations. Major emphasis s
placed upon developmental and pre-
ventive aspects of speech, voice, and
language, but attention is given to cor-
rection of minor speech and voice
problems. Through conferences the
clinician helps the teacher to integrate
speech improvement with class and
school activities, and she assists the
teacher to conduct speaking activities
as part of instruction. The clinician
makes specific suggestions for helping
children receiving remedial services to
participate in specch improvement and
to use newly acquired skills. The clini-
cian assists the teacher to use stand-
ardized evaluative criteria as well as
judgment in measuring the effectiveness
of the work. With the period of in-
service training completed, the class-
room teacher assumes responsibility for
speech improvement and the clinician
serves as consultant.



Since parents can do much to help
their young children develop speech,
voice, and language abilities, an able
clinician is assigned to work with par-
ents of children in kindergarten and in
grades one and two. Conferences begin
with the initial visit of parent and child
at school in preparation for the child’s
entering school. In larger school sys-
tems this clinician devotes full time to
work with parents individually and in
groups.

At the senior high school level speech
improvement is integrated with work
in fundamentals of speech, public speak-
ing and debating, and dramatics and is
correlated with academic subjects and
with activities such as student govern-
ment, class organizations, assembly pro-
grams, and clubs. In-service training
and assistance are provided by the
supervisor of speech improvement.

Swmmary and Comnclusions

Information gathered by question-
naires from teachers of speech improve-
ment indicates agreement that the
purposes of speech improvement are to
help children develop good speech,
voice, and language abilities and to cor-
rect minor speech and voice problems.
The majority of speech improvement
programs are part of remedial services
directed by speech and hearing person-
nel, but there are some programs af-
filiated with language arts and some
which are independent and directed by
speech improvement teachers. While
63% of teachers are working in speech
improvement programs that have been
in operation for ten years or longer,
only a small percentage of the total
school population is involved. Al-
though speech improvement is taught
from kindergarten through grade 12,
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instruction is concentrated in kinder-
garten and the primary grades.

In the speech improvement curricu-
lum emphasis is placed upon speech
sound discrimination. Children are
taught to identify and to produce cor-
rectly all speech sounds. FEfforts are
made to help children correct minor
speech and voice problems and to ex-
press their ideas clearly. All teachers
use the same 12 basic teaching tech-
niques or ‘exercises,” and only 3% use
others in addition to these, Teachers
tend to use the same speaking activities
as vehicles for speech improvement
work, They also use record players,
tape recorders, radio, television, movies,
and speech games.

Many supervisors and clinicians_con-
duct demonstrations and help teachers
plan speech improvement and integrate

_services, They also aid ‘classroonTtesch-
ers in evaluating and improving instruc-
ton. In-service training consists chiefly
of demonstrations and workshops by
local supervisors, but college courses
in speech improvement and regional and
state conferences are reportedly ac-
cessible to approximately 50% of
teachers.

Approximately 65% of persons teach-
ing speech improvement have observed
that speech improvement definitely has
helped children develop good speech,
voice, and language patterns and has
helped them correct minor speech and
voice problems; an additional 24% have
observed such benefits to a limited ex-
tent, while 23% of supervisors and 61%
of clinicians believe that speech im-
provement has decrt_:ased the number
of children requiring therapy. Although
much of the information on effective-
ness of speech improvement is based on
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judgment, it would seem that speech
improvement has reduced the number
of children requiring therapy and thus
reduced the case load of cliniclans.

Since speech and hearing clinicians
have carried much of the responsibility
for speech improvement, it is recom-
mended that the American Speech and
Hearing Association give serious con-
sideration to the area of speech im-
provement and decide whether it should
be part of remedial services. If speech
improvement logically belongs within
the boundaries of remedial speech and
hearing, ASHA should exert lcadership
in establishing standards for the organi-
zation and operation of programs and
for the preparation of personnel.

Committee recommendations for the
conduct of speech improvement pro-
grams follow:

a. Speech improvement should be
part of the curriculum from kinder-
garten through grade 12.

b. Responsibility for organization and
direction should be given either to
speech and hearing personnel or to
speech improvement teachers who
would serve as consultants to classroom
teachers.

c. The person who serves as con-
sultant to classroom teachers should
have strong preparation in remedial
speech and hearing since he must dis-
cern when children are not making ex-
pected progress in speech improvement
and consequently are candidates for
clinical help. He should also be able
to give assistance to classroom teachers
in helping children receiving remedial

services participate in speech improve-
ment and use the skills learned in reme-
dial speech and hearing.

d. The supervisor or a staff member
should be assigned to work with parents
of children in kindergarten and in
grades one and two. He should help
parents to understand the development-
al aspects of speech, voice, and lan-
guage and be aware of appropriate
preventive management,

e. The person who works with class-
room teachers in speech improvement
should be given specific time in his
schedule for this work,

f. Major responsibility for instraction
in speech improvement should rest with
the classrcom teacher.

g. A well-planned in-service training
program of workshops, demonstrations,
and college courses extending over a
period of two to three years should
be provided each classroom teacher be-
ginning work in speech improvcinent.

h. During the period of in-service
training the person responsible for work
with the classroom teacher should do
demonstration teaching in the classroom
and help the teacher to develop meth-
ods, techniques, and materials useful in
integrating specch improvement with
class and school activities.

1. When his in-service preparation is
completed, the classroom teacher should
be encouraged to seek assistancc as he
needs it.
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The mission of Work Group VI was
to investigate the status of professional
standards for public school speech and
hearing personnel as represented in state
certification regulations and in college
and university training programs,
Three main areas were defined and
studied by appointed subcommittees:
(a) certification by states and by the
American Speech and Hearing Associa-
tion, (b) state licensing and its effect
upon public school speech and hearing
clinicians, and (¢} curricula and ¢linical
practice requirements provided by
training institutions.

Data were obtained from question-
naires completed by 1462 practicing
clinicians, 141 supervisors of state and
local speech and hearing programs, and
representatives of 168 training institu-
tions. Additional information was sup-
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plied by 19 state supervisors of programs
of service in speech and hearing (Cali-
fornia, Colorado, Connecticut, IHinois,
Indiana, Iowa, Kansas, Kentucky,
Michigan, Minnesota, Missouri, Ne-
braska, North Dakota, Ohio, Oklahoma,
Oregon, Pennsylvania, Texas, and Wis-
consin). Individual university and state
programs were scrutinized in detail, but
the present report does not present in-
formation gathered from these ‘case
studies.’

State Certification

First to be considered is the certifi-
cation of public school speech and
hearing clinicians by state departments
of education. The usual practice is for
the state agency to designate ‘approved’
colleges and universities within the
state, The number of approved training
institutions varies considerably from
state to state: California has 14; Texas
13; Illinois 10; Michigan seven; Ohio
seven; North Dakota, lowa, and Colo-
rado three each; Kentucky and Oregon
two each; etc. An official of the insti-
tution customarily recommends to the
state certifying agency for approval
those students who have completed the
required program. In California an
accreditation comumittee visits each in-
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ASHA CERTIFICATION LEVEL OF ASHA CERTIFICATIOR
IN SPEECH CERTIFICATION IN HEARING
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Ficure 8-1. ASHA certification held by public school clinicians in nationwide sample (N =

705).

stitution and reports on the program
of training for public school speech and
hearing clinicians. This committee is
composed of representatives of the State
Department of Education, the Western
College Association, the American As-
sociation of Colleges for Teacher Edu-
cation, and the California Speech and
Hearing Association.

Of the 141 supervisory personnel of
speech and hearing programs who re-
sponded to questionnaires, 67% indi-
cated that their state certification
requirements are similar to those pre-
scribed by the American Speech and
Hearing Association for Basic Certifi-
cation. The remainder indicated that
requirements similar to those are de-
sired.

A recent review of state certification
in speech correction (7) indicates that

32 states (64% ) now have certification
requirements which approximate the
requirements for the Basic Certificate
in Speech of the American Speech and
Hearing Association. This situation
contrasts favorably with that in 1953
when only 15 states had requirements
comparable to those for the Basic
Certificate in Speech. State certification
for work in hearing is usually embraced
in the speech and hearing certificate if
the hearing services are for children
with minor hearing problems. In many
instances, however, separate certifica-
tion is required for teachers of the hard
of hearing and the deaf.

With few exceptions, according to
the reports of 19 state supervisors who
were questioned separately, all speech
and hearing clinicians within their states
hold state certification in speech and
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hearing. However, information secured
from a nationwide sample of 705 speech
and hearing clinicians indicates that
state certificates are held by only 46%
of them. The belief that it is important
for the speech and hearing clinician to
have a teacher’s certificate is held by
66% of the 705 clinicians and by 72%
of 141 supervisors.

The ASHA Basic Certificate in
Speech is held by 21% of the 705 clini-
cians responding while only 2% hold
the Advanced Certificate in Speech.
(An additional 17% report that they
have applied for Basic Certification in
Speech). Four per cent of the clinicians
hold the ASHA Basic Certificate in
Hearing, less than 1% the Advanced.
(An additional 4% report that they
have applied for Basic Certification in
Hearing.) These data are summarized
in Figure 8-1. Although only 40% of
the clinicians held or had applied for
some level of certification in speech by
ASHA at the time they completed the
questionnaire, 70% stated that their
undergraduate and graduate training
programs provided the requisites for
Basic Certification in Speech. (Twelve
per cent said their course work did not
provide them with the requisites for
Basic Certification; 13 % did not know.)

Although only 7% of state and local
supervisors report that ASHA member-
ship and certification are a requirement
for employment, 91% consider them
desirable and encourage their attain-
ment cither before or after employment.
Only 4% consider ASHA membership
and certification unimportant for em-
ployment and do not encourage their
attainment after employment.

Of the 19 state supervisors of speech
and hearing programs who supplied
additional information, 12 feel that the

requirements for state certification are
adequate. Four supervisors wish to raise
requirements to coincide with ASHA
requirements for the Basic Certificate;
one would like to require the holding
of the ASHA Advanced Certificate in
Speech.

State supervisors prefer that their
personnel have training in both speech
and hearing, particularly when services
are conducted on an itinerant basis.
For work with the severely hard of
hearing and the deaf, a special certifi-
cate requiring highly specialized train-
ing in the field of hearing is desired.
One supervisor indicated that ‘speech
and hearing cannot be separated’ and
that there often are not enough hearing
cases to keep the clinician busy in most
school systems. Several state supervisors
also indicated that it is impractical to
separate speech and hearing services,
particularly in rural areas,

State Licensing

The term ‘certification’ has been used
to refer to regulations established by
state departments of education to gov-
ern the employment of speech clinicians
in the public schools, The term ‘licens-
ing’ refers to regulations directed to-
ward the control of clinicians working
in other settings; it implies the admin-
istration of a qualifying examination by
a duly authorized state board of ex-
aminers. Work Group VI sought to
determine whether workers in the
public school feel the need for state
licensing regulations and to explore the
probable impact of such regulations
upon public school clinicians who en-
gage in part-time private practice. (Of
757 clinicians who responded to ques-
tioning about private practice, 52%
report having engaged in private prac-
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TasLe 8-1. Sources of clients for thé private
practice of speech correction engaged in by
public school clinicians. Values represent per-
centages of 757 clinicians indicating use of
sources shown. Forty-six per cent of the
clinicians report no privare practice.

Source of Clients Yo

Students enrolled in clinician’s public

school therapy classes 7
Students enrolled in public school
therapy but - working with other 6
clinicians
Students eligible for public school
therapy but not enrolled because 7

of case overload

Children not eligible for public
school therapy because of nature of 36
handicap, parochial enrollment, etc.

Adults 23

Preschool children and children in
areas where no other clinician is 10
available

tice, drawing their clients primarily
from among school-age children not
eligible for public school speech cor-
rection and adults, as shown in Table
8-1. Table 8-2 shows the magnitude of
the private practice caseload.)

TaprLe 8-2. Maximum number of clients car-
ried regularly in private practice by clinicians
working full time in public school programs.
Values represent percentages of 757 clinicians,
Fifry-three per cent indicated no private prac-
tice or did not respond.

Numnber %
3 or fewer 35
4to9 10
10 or more 2

The 19 state supervisors of speech
and hearing therapy responding to a
special questionnaire on state licensing
as defined above indicated that no li-
censing is available in any of their
states, Seven state supervisors indicated
that state licensing in speech and hear-
ing is needed. One responded that none

is needed ‘if the standard of training is
held rigid by employing agencies.” An-
other indicated that ‘some means of
supervised private practice should be
developed. There would seem to be
more desirable methods than state li-
censing.’ In five of the states groups of
clinicians have proposed legislative
licensing, usually through the state
speech and hearing organization.

These state supervisors unanimously
agree that the public is not yet aware
of a need for licensing for the protec-
tion of speech- and hearing-handi-
capped from nontrained practitioners.
At this time it would seem that there
is no strongly felt need for legal licens-
ing. However, there is some feeling
that the private practitioner who oper-
ates separately from any public school
agency needs some form of supervision.
The American Speech and Hearing
Association is presently engaged in
efforts to bring about more proper
certification and adequate supervision
of its present and future members. The
Committees on Standards and Clini-
cal Certification and the American
Boards of Examiners in Speech Pa-
thology and Audiology are working
toward these ends.

Programs of Professional
Preparation

The completed questionnaires re-
ceived from 168 academic institutions
which offer training programs relative
to public school speech and hearing
therapy indicate that the undergraduate
major is usually called a ‘speech cor-
rection’ major (33%) or a ‘speech and
hearing therapy’ major (26%). Other
designations include ‘speech correction
and audiology’ major (9%), ‘speech
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therapy’ major (8%), ‘speech pathol-
ogy and audiology’ major (5%}, and
‘speech pathology’ major (4% ).

These training programs are to be
found primarily within colleges of
liberal arts (59% ) and teachers colleges
(29%), occasionally (11%) within
college or university divisions of educa-
tion. The academic departments in
which these programs are embedded are
usually speech (78% ), sometimes edu-
cation (8%), English (4%), psychol-
ogy (3%), or other departments (7% ).

The number of graduates of these pro-

grams during the combined academic
years of 1957, 1958, and 1959 averaged
29, whereas the number of students en-
rolled in the combined classes of 1960,
1961, and 1962 average 52. The steady
growth in numbers of graduates and

Tasee 8-3. Number of students majoring in
remedial speech and hearing graduared or
expected to graduate with degrees indicared
from training programs during a six-year
period. Values represent mean numbers of
students reported by 168 training institutions.

Class Bachelor's  Master's PbhD.
Degree Degree Degree
1957 6.6 1.5 16
1958 7.7 1.8 23
1959 8.6 22 26
1960 10.6 3.7 53
1961 127 4.6 67
1962 14.6 4.8 68

anticipated graduates over this six-year
period can be seen in Table 8-3.

The average number of full-time and
part-time faculty members in speech
pathology and audiology training pro-
grams nationwide is 3.7, with the largest
faculties reported in the Midwest

Tarie 8-4. Course requitements in 168 training institutions. Values represent percentages of
institutions requiring, offering but not requiring, or not offering courses indicated in the

speech pathology and audiology major.

Course Number Required  Offered but Not
1 2o0r More  mot Requived  Offered

Phoretics 90 5 0 3
Voice science (anatomy, acoustics) 73 13 5 8
Normal speech and language development 67 5 4 23
Speech correction (pathology) 60 34 1 4
Articulation disorders 70 16 1 13
Voice disorders 67 3 5 24
Stuttering 69 6 5 18
Organic disorders 67 15 1 15
Clinical methods 57 25 3 14
Clinical practice (in clinic) 39 56 1 4
Clinical practice (in public schools) 60 19 2 17
Laboratory methods 18 4 10 65
Hearing conservation 61 0 7 30
Audiometry 74 20 2 2
Lip reading 73 2 4 19
Child growth and development 70 12 9 7
Child psychology 67 7 8 18
Mental hygiene 77 2 5 14
Tests and measurements 48 3 21 27
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(average 4.9) and the Northeast (aver-
age 4.4). The average number of
graduate assistants and teaching fel-
lows in the institutions responding is
2.4, Fifty-one per cent of the institu-
tions indicate that faculty and graduate
students do research in the public
schools.

The Curriculum. Table 8-4 indicates
the types of courses required, courses
offered but not required, and courses
not offered in the major curriculum at
the training institutions. The most fre-
quently required courses are in the areas
of phonetics, speech correction (or
speech pathology), audiometry, voice
science, clinical methods, and clinical
practice. Ninety-five per cent of the
institutions require one or more courses
in clinical practice conducted within
the speech and hearing clinic, while
79% require one or more courses in
clinical practice conducted within the
public schools. Separate courses in nor-
mal speech and language development,
articulation problems, stuttering, voice
disorders, organic disorders, hearing
conservation, and lip reading are re-
quired in the majority of the institu-
tions but are not available in a
substantial proportion of them.

Among the courses in related areas
most frequently required are child
growth and development (in 82% of
the institutions), mental hygiene
(79%), and child psychology (74%).
These courses are required for certifi-
cation by the American Speech and
Hearing Association. Areas related to
speech and hearing are listed in order
of decreasing importance by 141 pro-
gram supervisors and 757 public school
clinicians as follows: psychology, spe-
cial education, general education, and
general specch.

Students majoring in the area usually
take their first course in speech pathol-
ogy during the sophomore year (in
43% of the institations) or junior yea:
(in 42%). In only 11% of the institu-
tions do the students take the first
course during the freshman year.

Thirty per cent of the 168 institutions
responding do not offer a master’s de-
gree in speech pathology and audiology.
Of the institutions that do award the
master’s degree, 57% require the writ-
ing of a thesis. With 41% of the insti-
tutions the writing of 2 thesis is optional,
whereas with 2% the student is neither
required nor given the opportunity to
write a thesis.

Clinical Observation and Practice.
Students begin required observations
of clinical practice during their junior
year at 51% of the college and univer-
sity training programs and during their
sophomore year at 35%. Six per cent of
the institutions begin the requirement
as early as the freshman year, while 4%
delay it until the senior year. The aver-
age requirement involves 29 hours of
observation in a clinic setting and 21
hours in a public school setting.

Undergraduate students in' the typi-
cal training center are required to
complete a total of 230 clock hours of
clinical practicum (engaging in clini-
cal practice as differentiated from ob-
serving it), 89 in the public school
setting and 141 in a clinic setting. In
the majority of the institutions (63%)
the first practicum experience is ob-
tained during the junior year. Twenty-
six per cent of the institutions delay
the first clinical experience until the
senior year, and only 8% have the stu-
dent’s experience begin during the
sophomore year. Practicum experience
in the college or university clinic is
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Tapir 8-5. Percentages of 757 clinicians reporting preparation of lesson plans and reports

during training.

Reporr Frequency of Preparation
Routinely Occasionally Newver
Lesson plans 77 16 5
Written evaluations of therapy procedures 66 24 9
Progress reports 71 22 6
Diagnostic reports 61 29 9
Summary reports 70 2t 7

given daily supervision in 39%, only
periodically in 55% of the institutions.

Table 8-5 shows with what frequency
clinicians were required to prepare
lesson plans and reports during their
training. Tt is fairly evident that the
majority of clinicians in training are
having to write plans and reports, al-
though lesson planning done on the job
is considered inadequate by some state
supervisors.

Twenty-six per cent of 757 therapists‘-/
responding report that three-fourths or
more of their practicum training was
obtained in group therapy, 31% state
that one-half of the practicum was in
group therapy, and 30% report that
one-fourth of their practicum consisted
of group therapy. Only 10% reportedly
received no training in group therapy.

Material relating to methods, organi-
zation, and administration of public
school remedial speech and hearing pro-
grams is taught in a separate course in
36% of the institutions and as part of
a general course in 49%. Such material
is taught only incidentally in 13% of
the institutions, not at all in 2%.

Student teaching experience in speech
and hearing is required at 48% of the
institations and in regular classroom
teaching at 7%. Thirty-eight per cent
require student teaching in speech and
hearing and in regular classroom teach-

ing as well. Only 26% require student
teaching in school systems where there
is no speech and hearing program.

Student teaching is supervised by
both training program and public
school staff in 68% of the institutions.
In another 30% the training program
staff provides the supervision while in
only 2% is the supervision done by
public school critic teachers alone.
Thirty-four per cent of the institutions
report daily supervision of public school
student teaching, 52% periodic super-
viston,

Graduate Training. Over 75% of 705
public school speech and hearing clini-
cians responding have training in excess
of the bachelor’s degree with 40% of
the total number having a master’s de-
gree or more. Graduate training is
considered essential by 47% of 141
supervisors and desirable by 52%,
while 42% of clinicians consider it
essential and 56% consider it desirable,

In a similar vein 61% of program
supervisors favor a five-year minimum
training requirement for a speech and
hearing certificate. A majority of clini-
cians (55%) agree with them.

Of 757 public school speech and hear-
ing clinicians $4% indicate that clini-
cians should be trained to do research
while 41% feel that clinicians should
be able to read and understand research
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Tasre 8-6. Evaluation by public school clinicians of training received, Values represent per-
centages of 757 respondents who rated their theoretical and practical training in the arcas

indicated as “Good,” ‘Fair,” or ‘Poor/

Area of Training Theory Practice
Good Fair Poor Good Fair Poor
Articulation 89 9 0 79 17 2
Stuttering 58 31 9 29 37 29
Voice disorders 34 45 19 15 38 43
Cleft palate 55 33 10 32 34 29
Cerebral palsy 44 33 20 25 30 40
Hearing testing 74 13 7 68 17 10
Normal speech and language development 75 20 3 58 28 9
Organization and management
0% public school pmagram 49 28 2 # 26 6
Scheduling 50 26 20 47 26 23
Professional rclations 70 22 6 63 25 8
Child growth and development 79 17 2 61 30 §

but not conduct it. Forty per cent of
141 supervisory personnel indicate that
the clinician should be trained to do
research while 549% feel that the clini-
cian should be able to read and under-
stand research but not conduct it.

Evaluation of Training by Clinicians.
Table 8-6 summarizes the evaluations
made by 757 practicing clinicians of
their ‘theoretical’ courses and clinical
practice during training. It can be seen
that in the areas of articulation, hear-
ing testing, normal speech and language
development, and child growth and
development the clinicians feel their
training to have been most adequate,
On the other hand, they express con-
siderable dissatisfaction with their the-
oretical coverage of organic speech dis-
orders, voice disorders, and procedures
involved in setting up and conducting
remedial programs in the public schools.
In these same areas, and in the area of
stuttering as well, a substantial percent-
age report that their supervised clinical
practice was deficient.

In this connection it is interesting to
note that of the 168 representatives of

training programs responding to the
question ‘Do you have the problem of
not being able to provide an adequate
number and variety of cases for stu-
dents’ clinical experience?’ 65% replied
in the negative. Perhaps administrators
of training programs and public school
clinicians do not agree on how much of
what kind of practicum experience with
what kind of cases should be provided
at the various levels of training.

Tarie 8-7. Percentages of 705 clinicians re.
porting that professional association matters
were discussed during their wraining.

Subject %o
ASHA certification requirements 73
Significance of a naticnal organization 75
ASHA Code of Ethics 71
ASHA journals 86

Clinicians also reported whether or
not there was discussion during their
training of certain matters pertaining
to professional conduct and partici-
pation in professional organization ac-
tivities, Table 8-7 shows that about
three-fourths of 705 clinicians report
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Tasce 8-8. Rankings of importance of four areas of additional practicum by 45 supervisors who
feel that 200 clock-hour requirement is inadequate. Values represent percentages of total of

141 supervisors.

Area of Additional Practicum

Rank of Relative Importance

Ist 2nd 3rd 4th
Group therapy 14 4 4 10
Diagnosis 11 5 10
Parent counseling 14 11 3
Individual work with severely handicapped 3 9 8 13

that they were exposed to discussion of
each of four of these topics. However,
only 59% report that all four topics
were discussed during training, 14%
report discussion of three, 9% report
discussion of two, and 9% report dis-
cussion of only one. Seven per cent
report that none of the four topics was
discussed during their training,
Evaluation of Training by Super-
visors. State and local supervisors were
asked whether they consider to be
sufficient the minimum practicum re-
quirement of 200 clinical clock hours
specified for Basic Certification by the
American Speech and Hearing Associa-
tion and also found in many state cer-
tification requirements. Sixty-eight per
cent of the 141 supervisors feel this
requirement to be adequate for the
training of public school clinicians.
Those who feel it to be inadequate
ranked in importance four areas in
which additional training should be
required. The resalts of their rankings,
reported in Table 8-8, indicate that
they consider additional practicum in
group therapy and diagnosis most im-
portant, although additional practicum
in parent counseling is ranked high.
The 19 state supervisors of public
school programs who were asked for
additional comments feel that training
institutions would benefit public school

programs and the students to be em-
ployed in those programs by devoting
particular attention to the following:

2. The development on the part of
the faculty of training programs of a
broader and deeper understanding of
the public school situation. First-hand
experience in a public school setting
can help the faculty understand and
communicate to their students the na-
ture of public school policies and the
reasons for them, the appropriate choice
of procedures in school remedial pro-
grams, and the best way to establish
and conduct these programs.

b. The provision of more frequent
and more comprehensive supervision of
the student teaching experience in the
public school.

c. Stress on the mechanics of organ-
ization of public school programs (lines
of communication, scheduling, methods
of grouping children for therapy, etc.).

d. Helping students understand how
to discover and use a variety of com-
munity: resources which will enrich
the service they provide and avoid
duplication of effort.

Problems in Training Programs. In-
stitutional representatives were asked to
indicate how important each of several
potential problems is to their programs
of training of personnel to work in the
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TasLe 8.9. Relative severity of seven potential problems to institutions training students to
work in public schools. Values represent percentages of 168 institutions.

Type of Problem

Severity of Problem

Severe Minor No
Problem Problem Problem
Insufficient staff for teaching 18 46 34
Insufficient staff for research 52 26 20
Insufficient staff for supervision of practicum 29 45 25
Inadequate numbers and types o
cas;]s for studentsprl;ctic{]?n f ’ 28 63
Insufiicient funds for new equipment 23 43 3z
Inadequate physical facilities 30 36 32
Difficulty meeting requirements of
ASHA, state certification, and 1% 26 54

graduation at same time

public schools. Data are presented in
Table 8-9 and Figure 8-2.

Insufficiency of staff for teaching
subject matter poses no problem for
one-third of the institutions. It is a
minor problem for one-half and a
severe problem for about one-fifth.
One-half of the institutions find insuf-
ficiency of staff for research (as per-
tains to maintenance and development
of programs for preparing students for
public school work) a severc problem,
one-fourth a minor problem.

Insufficiency of staff for supervision
of practicum appears to be a bigger
problem for some institutions. Only
one-fourth indicate that they have no
problem of supervision of practicum;
in about one-fourth of the replies the
problem is said to be severe, in 45%
minor. It was expected that inadequacy
of cases might pose a problem in train-
ing centers, but 28% of the respondents
consider it 2 minor problem and only
5% a severe problem.

The lack of funds for new equipment
constitutes a severe problem in about
one-fourth, a minor problem in less
than one-half of the institutions. Inade-

quacy of physical facilities poses no
problem for about a third of the re-
spondents but constitutes a minor prob-
lem for one-third and a severe problem
for one-third.

Another problem of the training in-
stitutions appears to be the difficulty
of meeting the requirements of ASHA,
state certification, and graduation all
at the same time. It is a minor problem
for 26%, a severe problem for 19%.

Summary

Work Group VI dealt with the mat-
ter of professional standards by investi-
gating (a) certification by states and
by the American Speech and Hearing
Association, (b) state licensing, and
(c¢) programs of professional training.

A review of the state requirements
for certification of public school speech
and hearing clinicians indicates that 32
states (6470 ) have course and practicam
requirements equivalent to those spec-
ified for Basic Certification in Speech
in the American Speech and Hearing
Association. In some states a single
certificate applies to work with both
the speech- and hearing-handicapped.
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Problem Area

18 %
Insufficient staff for
teaching

Insufficient staff for
research

Insufficient staff for
supervision of practicum

Inadeguate numbers and
types of cases for
atudent practicum

Insufficient funds
for new equipment

Inadequate physical
facilities

Difficulty meeting
requirements of ASHA
state certification and
graduation at same time

SERARNE

29 %

23 %

30 %

26 %

43 %

34 %

Figure 8-2. Relative severity of seven problems

tions which train public school clinicians.

However, if a clinician is to work with
severely hard of hearing children, he
will often have ro meet the require-
ments for separate certification in hear-
ing.

Responses from clinicians working in
the public schools indicate that about
half of them hold a state certificate.
Twenty-five per cent hold Basic Cer-
tification in either Spcech or Hearing in
ASHA, about 3% Advanced Certifica-
ton in Speech or Hearing. Another
21% report having applied for Basic
Certification in Speech and Hearing
and may be assumed to be qualified.
Undoubtedly many other clinicians have

as reported by representatives of 168 institu-

completed equivalent training and ex-
perience but have not applied for cer-
tification.

No program of licensing (on the
basis of a state board examination) now
exists in any state and no general feel-
ing of need for such a program has
been discerned, although seven state
supervisors of speech and hearing pro-
grams stated that in their opinion such
licensing is needed and in five states
groups have recommended the study of
licensing.

Graduates of training programs ex-
press satisfaction with most of their
theoretical and clinical practice courses,
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although they indicate a need for addi-
tional teaching and clinical practice in
the areas of voice disorders, organic
disorders, stuttering, and public school
program organization and management.
Curricular requirements are highly vari-
able from institution to institution. Less
than half of the programs include as
a requirement a separate course in
methods of public school speech cor-
rection. The amount of supervision
provided the student in public school
practice teaching and in his practicum
in a clinic setting appears to be fre-
quently inadequate.

Graduate training is considered es-

sentia] or desirable by 99% of state and
local supervisors and by 98% of prac-
ticing clinicians sampled. A majority
of supervisors and clinicians favor a
five-year minimum training requirement
for a speech and hearing certificate,

Training programs reflect substantial
need for support in providing adequate
staff for teaching, research, and practi-
cum supervision; adequate equipment;
and adequate physical space.

Reference

1. Irwrw, Rura B., Speech therapy in the
public schools: state legislation and cerri-
fication. J. Speech Hearing Dis., 24, 1959,
127-143.
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Work Group VII was given the mis-
sion of determining the need for
recruitment of personnel to the pro-
fessional field of speech pathology and
audiology, reviewing and evaluating
current practices within the profession,
and discovering what recruitment pro-
cedures used by other professional
associations and agencies might be
adapted for future use by personnel in
speech and hearing. The investigation
involved review of the literature on
recruitment; securing information by
means of questionnaires sent to clini-
cians and supervisors within the field,
interviewing guidance personnel; and
securing information from high schools,
colleges, professional associations (for
example, the American Nurses Associa-
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tion, American Medical Association,
American Physical Therapy Associa-
tion, National Education Association,
National Association of Social Work-
ers, National League of Nurses, Par-
ent-Teachers Association, Council for
Exceptional Children, and all state
educational associations), fund raising
organizations (National Society for
Crippled Children and Adults, Inc., and
the United Cerebral Palsy Association),
professional sororities and fraternities
(Sigma Alpha Eta, Zi lota Zee, Zeta Phi
Fta, and Delta Kappa Gamma), and
various governmental agencies (health,
education,
military service, etc.) concerning pre-
ferred practices in the dissemination of
information about and the attracting of
persons into particular fields of en-
deavor,

vocational  rehabilitation,

Need for Recruitiment

It has been obvious for several years
that the supply of speech and hearing
clinicians must be increased if the needs
of children with speech and hearing
handicaps are to be met. The report of
the ASHA committee on the Midcen-

105
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Tarre 9-1, Estimated incidence and prevalence of speech and hearing problems among Unired
States 1960 population (50 states plus Puerto Rico). Adapted from Table 2 of reference (I).

Incidence Prevalence  Incidence of Prevalence of
Group Population of Speech of Speech Significant  Significant
Problems Problems Hearing Hearing
Problems Problems
Under 5 years,
Contnental U.s, 21019000 13% 262,737 3% 63,057
5-19 years,
Contioental US, 49782000 5.0% 2,489,100 7% 348,474
Over 19 years,
Continental US. 110,353,000 3.0% 3,310,590 2.1% 2,317,413
All Ages,
Alaska, Hawaii, 3,000,000 3.4% 102,000 1.5% 45,000
Puerto Rico
Total 184,154,000 6,164,427 2,773,944

tury White House Conference on Chil-
dren and Youth (2) pointed out that the
then existing supply of clinicians would
have to be multiplied approximately 7%
times if a ‘complete program’ for the
United States were to be accomplished.
The most recent authoritative estimate
of personnel needs was prepared in 1959
by the ASHA Committee on Legisla-
tion (7). On the basis of the incidence
and prevalence figures presented in
Table 9-1, the Committee on Legisla-
tion stated:

To meet the needs of the speech-and-
hearing-handicapped children and adults
in the United States would require over
32,000 adequately trained speech pa-
thologists and audiologists, Good practice
suggests 4 case load of not more than 100
children per clinician in a public school
speech program. A total of 25,000 clinicians
would be needed to serve the needs of
the 2,500,000 speech and hearing impaired
school children in the United States.

The QOffice of Vocational Rehabilitation
has estimated the need for one speech
pathologist and one audiologist per 50,000
population providing a strong speech and
hearing program is operating in the schools.
To meet the needs of the adult speech and
hearing group over 7,300 trained personngl

would be reguired. These 7,300 added to

the 25,000 needed for school-age children

make a total of 32,300 competent pro-
fessional people needed in the fields of
speech and hearing, The need for over

32,000 speech pathologists and audiologists

is in sharp contrast to the present supply

of about 2,000 certficated and 5,000 non-
certificated persomnel in the speech and
hearing field.

In the present National Survey
supervisors of public school speech and
hearing programs were asked whether
the results of recruitment programs
within their states are commensurate
with personnel needs. Sixty-six per cent
of the 141 supervisors responding
answered in the negative, only 8%
answering affirmatively. Asked whether
in their opinion sufficient training
facilities existed to take care of more
students in the field, 55% of the super-
visors replied ‘yes,’ 7% replied ‘almost,’
and 14% replied ‘no’ (24% did not
respond).

It appears that many present training
programs can without expanding their
staffs and training facilities accommo-
date more students than they now train
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Havz room for more
students but do not have
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close to capacity

e
S

o

Have mere applicants
than openings, but have
roon for all the best
stulents

Must turn down good 2%
students because of
*Ai¥ lack of room
Accommodation o] 1o 20 30 40 30

Percentage of Institutions

Ficurg 9-1. Ability of training institutions to accommodate more students as reported by

representatives of 168 institutions.

(see Figure 9-1). Representatives of 168
training institutions responded to ques-
tions about accommodating more stu-
dents; 49% indicate that they have
room for more students but do not
have enough suitable applicants. Thirty-
eight per cent state that their programs
arc operating comfortably close to
capacity., Another 7% report having
more applicants than openings but
avow that they have room for all the
best students. Only 2% report having
to reject good students because of lack
of room.

Past Influences on
Vocational Choice

It is of some importance in the de-
velopment of future recruitment policies

and programs to know how and when
clinicians actively engaged in speech
correction made the decision to select
this vocation. A total of 757 clinicians
answered questions concerning these
matters,

Only 12% had decided prior to en-
tering college that they wanted to be
speech clinicians. Fourteen per cent de-
cided during their first year of college
and 39% during one of their last three
years of college. Fully one-third made
the decision after graduation from col-
lege.

About one-fourth of the respondents
indicate that the major influence upon
their choice of vocation was exerted
either by a friend who was studying or
had studied to be a speech clinician
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13 %
L

£ 3al

Ancther speech
clinician

Guidance counselor
or academic
advisor

Other persons No specific person

Percentage of Clinicians
and Persons of Major
Influence

Ficure 9-2, Persons exerting major influence
regarding choice of vocation upen clinicians
in nationwide sample (N = 757).

(16%}) or by a clinician working in the
school they attended (7%). Thirteen
per cent were influenced primarily by
a guidance counselor or academic ad-
visor, either in high school (2%) or in
college (11%). Twenty-three per cent
mention influence exerted by ‘other’
personnel, and 41% mention no one
individual as having exerted significant
influence (Figure 9-2).

Of those responding 90% report that
they have never had a speech disorder.
Of the 10% who have had a speech
problem, half report that it influenced
their vocational aims, half that it did
not,

Current Recruitment Efforts

Speech Clinicians and Supervisors.

Practicing clinicians werce asked what
they personally do in their communities
to acquaint high school students with
the speech and hearing profession.
Fully 60% report nmo contacts with
students for this purpose. Twenty-six
per cent report talks to students and
‘superficial contacts’ with them, 12%
more extensive contacts.

Supervisors of programs are some-
what more active than clinicians in dis-
seminating information about the
profession: 40% report talks to students
and supplementary contacts with them,
21% more extensive contacts. How-
cver, 36% report no contacts of this
nature, perhaps because of limitations
imposed upon such recruitment activi-
ties; 6% of the supervisors indicate that
their recruitment program is definitely
limited while another 34% indicate
that it ‘sometimes’ is, One-third report
that they usually experience no limita-
tion; one-fourth did not respond.

Supervisors who responded to the
question indicate that they experience
greatest success in recruitment among
high school students (24% so indicate).
Twenty-one per cent report greatest
success in recruitment among teachers,
9% among college freshmen, and 14%
among other undergraduate college stu-
dents.

Supervisors were asked to what ex-
tent they make use of films, filmstrips,
pamphlets, newspapers, high school
workshops, and high school talks in
conducting recruitment programs,
Forty-four per cent report the use of
one or two of these aids or devices,
24% the use of three or four of them.



Five per cent report the use of five or
more of them.

Most supervisors feel that steps
should be taken actively to inform stu-
dents of career possibilities in speech
and hearing. Only 8% express the opin-
ion that speech and hearing personnel
should let recruitment ‘take care of it-
self’ through operation of the law of
supply and demand or through such
efforts as would ordinarily be made by
college advisors or by clinicians and
supervisors in their incidental contact
with students. About one-half feel that
‘drives’ to recruit personnel for careers
in speech and hearing should be in-
corporated into more general recruit-
ment programs such as are found in
college ‘career days’ or ‘career confer-
ences.” About one-third favor separate
drives conducted by speech and hear-
ing personnel, in this way dissociating
speech pathology and audiology from
other educational and therapeutic pro-
fessions.

In the opinion of these supervisors,
clinicians are a potent force in actively
and effectively recruiting personnel.
Aboutr one-fourth of the supervisors
give clinicians credit for doing the best
job of recruiting. Others mentioned as
the most active and effective recruiting
agents are colleges and universities
(44% so indicated), state speech and
hearing associations (6%), state de-
partments of education (5%), and high
school counselors (4% ).

High Schools, Colleges, and Universi-
ties. Those institutions of higher learn-
ing which have training programs in
speech pathology and audiology engage
in activitics which may be related, di-
rectly or indirectly, to recruitment,
Sixty-eight per cent of such institutions
(out of 168 responding) perform speech
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and hearing surveys in public schools,
and in 51% of the institutions faculty
members or graduate students engage in
research conducted in the public school
or making use of public school pupils.
Such activities can be conducive to
good professional public relations and
may engage the interest of students and
teachers in the professional field.

An important way in which these
institutions focus public attention on
the field is by providing speakers for
groups of teachers and parents in the
public schools. Eighty-nine per cent of
the institutions report such service.
Even more direct service to those need-
ing remedial work is afforded by 82%
of the institutions through the provi-
sion of ‘student clinicians’ {student
teachers) for the public schools. And
of course educators and the general
public become aware of the nature and
importance of speech and hearing
services through the efforts of clinicians
working in the schools, These clinicians
constitute the bulk of the graduarting
classes of the training programs. Sixty-
four per cent of the institutions report
that three-fourths or more of their
graduares (bachelor’s and master’s de-
gree levels) are employed by the pub-
lic schools; 20% indicate that about
half of their graduates are so employed,;
only 10% report that one-fourth or Jess
of their graduates are so employed.

Some institutions are much more
directly engaged in recruitment activi-
ties. For example, Purdue University
reports an cxperimental project con-
cerning recruitment which has been
conducted during the past four years,
The purpose of the project is to in-
vestigate the practicability of conduct-
ing an organized recruitment program
and to test the results of such an effort.
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Each year high school officials
throughout the state have received
announcements of the program and
have been urged to encourage outstand-
ing girls in the junior class to submit
applications. From the more than 300
applications received, 24 girls have been
awarded scholarships providing room,
board, and tuition for one week at the
University, During this workshop the
participants have attended classes where
the nature of speech problems and the
therapies employed, the requirements
for licensing and certification, the
courses and training required, and the
vocational opportunities available have
been discussed. In addition, the students
have participated as cadet clinicians in
the speech and hearing clinic.

This program has involved a minimal
expenditure of money, the funds being
provided by a national philanthropic
sorority. A follow-up study is being
conducted to ascertain the results of
such 2 program. More than 80% of the
students attending the initial workshop
are currently enrolled in speech and
hearing training programs. In addition,
these students have been influential in
recruiting other students to the field.

This project would indicate that an
organized attack, conducted with a
minimal expenditure of money, can
result in very satisfactory recruitment
of outstanding students for high Jlevel
academic clinical training programs.

Many colleges which have no speech
pathology and audiology training pro-
grams are making some contribution
toward recruitment of personnel for
the field. Out of 112 institutions re-
sponding, 42 (38%) report that they
introduce students to the field of speech
pathology and audiology, mainly

through courses in speech, education,
psychology, and English. Information
is provided to students largely by the
teachers of the courses and by academic
advisors but sometimes by invited
speech and hearing clinicians. Students
are usually introduced to the ficld when
they are freshmen and sophomores, less
frequently when they are juniors and
Seniors.

High schools report some awareness
of the professional field of speech
pathology and audiology, and a small
percentage of schools surveyed en-
gage in recruitment programs related
to the profession. Qut of 185 high
schools surveyed in all parts of the

country, over one-half have scheduled

a recruitment program for professional
service of various types but only 30
(16%) include recruitment specifically
for speech pathology and audiology.
Such programs are typically adminis-
tered by guidance counselors with the
occasional help of local speech clini-
cians, teachers of practically all subjects
giving assistance. These programs are
typically directed toward seniors and
juniors and are conducted most usually
during the spring or winter. Motion
pictures, filmstrips, and printed ma-
terials are most frequently used, and a
few schools maintain a current file of
materials pertaining to speech and
hearing.

Are such efforts in the high schools
successful? Only seven out of the 185
schools responding indicated that their
program had led to successful recruit-
ment of personnel for training in speech
pathology and audiology. Many re-
spondents were of the opinion that the
high schools should not engage in re-
cruitment but rather should educate
and inform the pupils of attractive pro-



fessional fields through individual coun-
seling, career days, and organizations
like Future Teachers of America.

Recommended Practices

A review of 410 magazine articles
and numerous pamphlets and books on
the subject of carcers and vocational
counseling yielded practical suggestions
concerning the conduct of recrvitment
programs. Interviews with high school
and college guidance counselors and
correspondence with other professional
associations and with governmental
agencies similarly contributed to an
enderstanding of what procedures are
most effective in interesting young peo-
ple in given areas of work. The many
recommendations derived from these
varied sources are summarized as fol-
lows;

a. Personal contact is of paramount
importance. A person is most likely to
hecome interested in a field of endeavor
if he is singled out and ralked with in-
dividually by someone well acquainted
with the field and enthusiastic about it.
The personal interview of the pros-
pective clinician (and perhaps also of
his parents, who likely play a significant
role in his choice of vocation) is prob-
ably the most valuable method of re-
cruitment.

Such face-to-face contacts are eco-
nomical and each one is unique; ques-
tions that puzzle the prospective clini-
cian can be answered to his satisfaction
and the most recent information shared
with him,

b. Effective follow-up of the per-
sonal interview may be accomplished
in various ways: additional information
can be provided through motion pic-
tures, filmstrips, and printed materials;
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opportunities to observe therapy in
action can make the work of the clini-
cian clear and vivid; seminars can be
planned for interested persons.

c. Stress upon the contribution the
potential clinician can make to the in-
dividuals he serves and to society in
general is worthwhile. He can be made
aware of the magnitude of the popula-
tion of handicapped persons and their
needs and shown the worth of his per-
sonal efforts to assist them.

d. The abundance of job opportuni-
ties and the variety of experience one
may find in them should be made clear
to the prospective clinician. Sala
ranges should be described and the
values to be found in professional
assocjations delineated.

e. A variety of materials should be
prepared to accomplish many purposes
in many settings. Posters; filmstrips and
motion pictures describing the field;
printed, attractively illustrated flier and
brochures; newspaper stories; TV and
radio spot announcements; slides; tape
recordings—all have their purpose and
are particularly useful in certain situa-
tions.

f. An effort is necessary to see that
these materials are available to the right
people at the right time. School guid-
ance personnel should be furmished
appropriate materials in sufficient
quantity to meet their needs for such
special occasions as career days and for
their continuing contact with students.
School libraries can display posters,
accommodate exhibits, and add bulle-
tins to their collection for student and
faculty wuse. Counselors at military

- separation centers should be considered

likely distributors of information to
those personnel being discharged who
may be about to select a career or an
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institution in which to obtain training
for a chosen career.

g. Other actions may help counselors
and teachers who have vital contact
with students be more alert to the op-
portunities in speech pathology and
audiology. Articles in national and re-
gional journals read by guidance per-
sonnel and teachers will give them use-
ful information and insight. Friendly
personal contact between speech and
hearing personnel and their professional
co-workers—counselors, principals,
superintendents, nurses, classroom
teachers—can lead to useful exchange
of information about their work and
attitudes of mutual respect.

h, Training institutions and groups
cooperating with institutions (for ex-
ample, state and local associations of
speech and hearing personne]) can ar-
range visitation by interested students
to college campuscs to observe aspects
of the training, clinical, and research
programs. Conferences for students,
their parents, and college personnel can
be arranged. Groups may use scholar-
ships and awards as special inducements.
Local ‘future clubs’ may be useful—
counterparts in the area of speech
pathology and audiology of such exist-
ing clubs as Future Teachers of Ameri-
ca and Future Farmers of America.

i. Professional personnel can partici-
pate usefully in ‘career days’ and ‘ca-
recr conferences’ planned by high
schools and colleges. They can also
make their services available to speak-
er’s bureaus or even organize a speaker’s
bureau and seek out opportunities to
address groups of students, parents, and
teachers.

j- Assistance in the development of a
recruiting program is available from the
Conference of Professional Associations

Public School Speech and Hearing Services

on Health Careers (3). This Confer-
ence, sponsored by the National Health
Council, has met annually for the past
three years for the purpose of sarvey-
ing personnel needs and developing
effective methods for attracting indi-
viduals to the professions.

Discussion

It has become apparent to the mem-
bers of Work Group VII that other
professions have been more active and
more effective in ‘selling’ themselves
and recruiting personnel than has the
profession of speech pathology and
audiology. There appears to be little
awareness among the general popula-
tion and among those most actively en-
gaged in personnel counseling of the
existing need and of the opportunities
and rewards to be found in a profes-
sional career in this field. A carefully
planned recruitment program to be
carried out on a national scale with
detailed local follow-up appears to be
of utmost importance to this profession
now. In view of the clear present
recognition that the clinician of the
future must be even more highly skilled
than are present clinicians, attention
should be focused not only upon in-
ducing more people to enter profes-
sional training but also upon the care-
ful selcction of these personnel.

Recruitment is the responsibility of
everyone in the field. However, an
integrated, comprehensive recruitment
program which will function effectively
at natonal, state, and local levels re-
quires leadership, detailed planning,
financing, and implementation by per-
sons or committees assigned specific
responsibility  in this area. Thought
should be given to the appointment of
one¢ or more individuals to a position



in the national office of the American
Speech and Hearing Association or in
the Office of Education whose primary
responsibility would be the develop-
ment, promotion, and evaluation of an
integrated recruitment program, co-
ordinating the efforts of all specch and
hearing personnel in attracting able,
conscientious young people to serve as
tomorrow’s clinicians.

Summary

There is a substantial need for work-
ers in the field of speech pathology and
audiology—and specifically for service
within the public schools. Present re-
cruitment programs appear to be in-
adequate to meet the need. Some
training institutions can presently ac-
commodate larger numbers of students
who have suitable qualifications; other
training programs must be expanded to
accommodate additional students,

Perhaps the most successful recruit-
ment efforts are currently being made
by colleges and universities, particular-
ly through talks to community groups
and through their services to the
schools. Clinicians and supervisors of
speech and hearing programs in the
schools can be effective in recruitment
although they are handicapped by
Jimited contact with high school stu-
dents. Guidance counselors can also
exert significant influence upon voca-
tional choice.

The importance of personal contact
with a potential clinician is suggested
by the reports of present clinicians re-
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garding persons who influenced their
choice of vocation. An active recruit-
ment program involving personal in-
terviews with follow-up would appear
to be most effective when directed
toward high school juniors and seniors
and college underclassmen.

Effective recruitment drives make
use of multiple approaches and ma-
terials. Existing channels for dissemina-
tion of information—for example,
career days and conferences and high
school and college guidance counselors
—can be helpful when they have
adequate information about the nature
of the work, job opportunities, pro-
fessional rewards, and training re-
SONUrcCes.

The personal participation in re-
cruitment of each individual now
active in speech and hearing programs
is urged. In addition, consideration
should be given to the appointment of
one or more individuals at the national
level to formulate, implement, and
coordinate extensive programs of re-
cruitment of future clinicians.
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X. Research: Current Status and Needs

WILBERT L.

CHARLOTTE G. WELLS,

DAVID L. GRAY

RONALD K. SOMMERS

Work Group IX was asked to de-
termine the current status of research
on public school speech and hearing
problems and to analyze data obtained
via the questionnaires and contained in
the reports of the other work groups
in order to identify areas of needed re-
search, The group limited itself to ap-
plied research related to public school
speech and hearing services and to chil-
dren of school age, published since
January 1, 1946. The term ‘research’
was interpreted to mean any systematic
accumulation of data, either descriptive
or comparative, pertaining to a spe-
cifically identified problem.

Work group members analyzed re-
search literature in periodicals, re-
viewed research reported in master’s
theses and doctoral dissertations, an-

Wilbert L. Pronovost (Ph.D., University
of Iowa, 1939) is Director of the Speech and
Hearing Center, Boston University. Charlotte
G. Wells (Ph.D., University of Wisconsin,
1941) is Professor of Speech and Director,
Speech and Hearing Clinic, University of
Missouri. David L. Gray (MEd., Boston
University, 1953) is Spcech Clinician in the
Pasadena (California) City Schools. Ronald
K. Sommers (Ed.D., University of Pittsburgh,
1960) is Supervisor, Speech and Hearing
Therapy, Armstrong County (Pennsylvania)
Schools.

PRONOVOST,

CHAIRMAN

VICE-CHAIRMAN

alyzed the results of replies by clini-
cians, supervisors, and training program
personnel to questionnaire items per-
taining to research, and conducted a
questionnaire survey (devoted specifi-
cally to activities in and attitudes about
research) of a sample of 30 selected
speech and hearing personnel in Penn-
sylvania, Missouri, and California.

Review of Research Literature

A comprehensive survey was made
of speech and hearing, medical, and
educational journals, A total of 128
articles met the definition of research
literature. Approximately two-thirds of
the articles are concerned with the sub-
ject of diagnosis and measurement in
the field of hearing. The remaining ar-
ticles are devoted primarily to remedial
procedures, although seven articles or
monographs identify areas of needed
rescarch. Research articles related to
other topics are practically nonexistent.

Graduate theses and dissertations, as
reported in Speech Monographs for the
years 1947 through 1959, were re-
viewed. A total of 313 master’s theses
and 50 doctoral dissertations met the
definition of applied research. Table
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TasLe 10-1. Classification of 363 theses
matter and type of disorder treated.
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and dissertations according to nature of subject

Subject Matter

Type of Disorder

dArea No. Disorder No.
Diagnosis and measurement 194 Articulation 128
Remedial procedures 89 Combination 118
Professicnal relavionships 45 Hearing (loss) 4“4
Administration and supervision 25 Stuttering 40
Program management 4 Aphasia (language) 11
Professional standards 3 Deelayed speech 8
Speech improvement 3 Mental retardation 6
Voice {problems) ]

Cleft palate 2

Deafness 1

10-1 shows that the majority of these
studies pertain to diagnosis and meas-
urement {194) and remedial procedures
(89). The disorders receiving greatest
emphasis are articulation problems
(128), hearing loss (44), stuttering
(40), and combinations of disorders
(118).

Compared to research literature pub-
lished in periodicals, the amount of re-
search done by graduate students is
substantial. Unfortunately much of this
work. is not published and therefore is
not readily accessible to public school
personnel. The high proportion of
graduate research on diagnosis and

Taste 10-2. Percentages of clinicians, state supervisors, and local supervisors who have
engaged in research on topics indicated and in ways shown.

Nature State Local
of Clinicians Supervisors Supervisors
Research (N = 75T) (N = 40) (N = 101}
Research Topic
Comparison or development of 51 35 33
therapeutic techniques
Development of testing techniques 13 20 11
and devices
Compar:ative eﬁecti}reness of 10 28 27
contrasting scheduling methods
Incidence studies 11 48 45
Way Research Was Conducted
A requirement for a course or 10 15 18
advanced degree
A voluntary project on own time 25 20 37
A part of regularly scheduled work 12 40 32
In cooperation with academically 6 20 17

sponsored research
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contrasting scheduling methods.
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State Supervisors
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Research Participation by Clinicians and Supervisors

Freure 10-1. Percentages of clinicians and supervisors engaged in research on various topics
as reported by nationwide sample of 757 clinicians, 40 state supervisors, and 101 local

supervisors.

measurement is similar to that pub-
lished in periodicals, but the emphasis
is on articulation or a combination of
disorders rather than on hearing. The
amount of rescarch on remedial pro-
cedures, professional relationships, and
administration and supervision is en-
couraging. The scarcity of research on
other topics of concern in the National
Survey is indicative of the need for
increased research activity in these
areas,

Research Activities of
Public School Personnel

Clinicians and program supervisors
who received questionnaires were asked
to indicate whether they had been or
were currently engaged in research on

certain topics. Forty-two per cent of
757 clinicians and 66% of 141 super-
visors indicate that they are currently
doing or have done research. Table 10-2
and Figure 10-1 show the percentages
of clinicians and supervisors who have
done research on four topics; the table
also indicates the ways in which these
rescarch undertakings were conducted.
In the responses of 30 clinicians to
more intensive questioning, 40% rc-
ported research completed ot in prog-
ress, Seventy-five per cent of the group
indicated that they keep standard rec-
ords that could provide research data.
It is apparent from the above data
that research activities are more fre-
quently undertaken by supervisors than
clinicians. However, it would appear
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TasLe 10-3. Percentages of 705 clinicians (C) and 141 supervisors (8) indicating relative
degrees of need for research on five topics related to caseload scheduling.

Topic of Research

Degree of Need for Research

Urgent Moderate No Need

c S c S c S
Number of students seen at one time 25 35 53 50 8 1
Times per week they are seen 39 46 47 4 11 6
Length of therapy sessions 20 27 54 53 2 146
Block system vs. regular scheduling 28 30 45 50 4 15
Homogeneous vs. heterogeneous grouping 28 33 50 50 17 13

that the research is concerned with in-
cidence and caseload rather than with
the effectiveness of methods or pro-
grams.

Personnel associated with training in-
stitutions also participate in research in
the public schools. Fifty per cent of the
168 institutional representatives re-
sponding report research activity in the
public schools by faculty or graduate
students,

Opinions Concerning Research

Clinicians and supervisors were asked
to give their opinions about the need
for research on certain topics and the
public school climate for research ac-
tivities.

Need for Research. Table 10-3 pre-
sents the responses of 705 clinicians and
141 supervisors to questions concerning
the urgency of need for research to
clarify the importance of five factors
related to caseload scheduling. Seventy
per cent or more of both groups of
respondents recognize the need for re-
search on all five factors. Both groups
indicate that the question most urgently
in need of an answer pertains to the
frequency with which therapy should
be scheduled. Supervisors indicate

greater urgency of need for research
on all five topics than do clinicians.

School Attitudes Toward Research.
The 141 program supervisors and 2
group of 705 clinicians were asked
whether the doing of the needed re-
search would be permitted in the
schools. Sixty-eight per cent of the
supervisors and 61% of the clinicians
answered in the affirmative, while 21%
of the supervisors and 35% of the clini-
cians replied that they did not know.
Only 4% of the supervisors and 3% of
the clinicians replied negatively.

The supervisors and a group of 757
clinicians were asked about the attitude
of their school systems toward research.
Seventy-three per cent of the super-
visors and 62% of the clinicians indi-
cate a favorable attitude, while 18% of
the supervisors and 29% of the clini-
cians indicate that the attitude is one of
indifference. Less than 5% of the school
systems are reported to be unfavorable
toward research, These data are sum-
marized in Figure 10-2.

Clinicians and supervisors were asked
to indicate in what ways they thought
school systems should encourage clini-
cians to do research. Their replies are



118 Public School Speech and Hearing Services

T ]
%ﬁ%’i Clinicians
Supervisors
FAVORABLE

= UNFAVORABLE
% 5%
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- NO RESPONSE
B 4 %
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Attitude toward research in
public schceols

Jigure 10-2. Attrude of public schools
toward research on public school speech and
hearing problems as reported by natonwide
sample of 757 clinicians and 141 supervisors.

summarized in Table 10-4. Less than
5% feel that school systems should
not encourage clinicians to do research.

In the sample of 30 speech and hear-
ing personnel questioned intensively,
90% showed an interest in research and
a willingness to participate in research
activitics. They felt that administrators
and teachers would be cooperative in
research projects, particularly if the re-
search were conducted by the regular
speech and hearing personnel; only
50% of the group would anticipate co-
operation if the research were con-
ducted by outside full-time research
workers or graduate students. Half of
the group also felt that there might be
legal problems involved in the conduct
of research, particularly if some chil-
dren were denied services that other-
wise would be available to them.

This more detailed survey of a small
group reflected the same attitudes of
interest and cooperation toward re-
search activities that were evident
among the supervisors and larger groups
of clinicians who completed the ques-
tionnaires.

Futrure Research

The National Survey has demon-
strated beyond question that research
activity in the public schools can and
must be intensified. Many of the un-
answered questions and the unsolved
problems revealed by the data of the

TasLe 10-4. Percentages of clinicians and supervisors indicating ways in which school systems

should encourage clinicians to do research.

Method Clinicians State Local
of (N = 157) Supervisors Supervisors
Encouragement (N = 40) (N = 101}
Allocation of time 21 13 29
Allocation of budget 1 0 0
Allocation of time and budgert 69 68 55
No encouragement should be offered 3 5 6




survey require systematic research to
provide answers,

Not all questions that need to be an-
swered can be answered by means of
research. However, descriptive re-
search can accumulate factual data, and
it is evident that a body of facts con-
cerning current practices must be ac-
cumulated in greater detail if meaning-
ful conclusions are to be possible. Some
descriptive studies can be conducted
with data already in the records of
school systems. Other studies will re-
quire the development of systematic
means of obtaining and recording new
types of information about the chil-
dren, the program, and the personnel.
In many instances descriptive data are
needed before experimental studies can
be designed. Expertmental studies that
test certain hypotheses are probably
less feasible than descriptive studies, but
these should be attempted wherever
possible. In connection with some prob-
lems it may be necessary to conduct
opinion research in order to establish
which practices are considered most
desirable by professionally trained per-
sOns.

The logical Iaboratory for research
is the public schools themselves, Too
often when research has been concerned
with public school children, the school
has been used only as a convenient
place to meet the children to be studied.
Future research needs to be focused
on the children as they function in pub-
lic school situations. The entire school
program must receive research consid-
eration.

Research activities will require the
allocation of time and budget if they
are to be undertaken by public school
speech and hearing personnel. Although
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some research projects can be under-
taken by public school personnel, the
scope of the problems suggests the
need for full-ime research workers, re-
search coordinators, and 2a central
agency for reporting research in prog-
ress.

Although all possible areas of needed
research cannot be outlined here, four
general areas are suggested and dis-
cussed below in which research mighrt
reasonably be expected to resolve some
of the issues identified in the National
Survey:

a. Which children shall be selected
to receive clinical services as op-
posed to classroom instruction?

b. What are the most effective types
of program organization and reme-
dial procedures for bringing about
maximal use of speech and hearing
abilities?

c. What should be the duties of speech
and hearing personnel? What rcla-
tionships must exist between speech
and hearing personnel and other
school and community personnel in
order that speech- and hearing-
handicapped children may receive
the most effective assistance?

d. What qualities should exist in pro-
grams designed to recruit, train, and
supervise speech and hearing per-
sonnel for public school situations?

These areas are not mutually exclu-
sive. Research directed toward one
area will have implications for other
problem areas.

Caseload Selection. In order to de-
termine which children should be
selected for clinical services, it is nec-
essary to develop tools for objective
measurement. Although hearing tests are
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fairly well standardized, there is a need
for more uniform and reliable methods
for measuring speech. In connection
with the development of standardized
tests, especially in speech, there is a
need for normative research. Normative
data are necessary as a basis for selec-
tion of children for clinical services.
Especially necessary are longitudinal
studics tracing the speech and language
development of the same children
through the primary grades and be-
yond. Prognostic studies of factors
related to speech development and
progress during therapy would also
yield useful criteria for the selection of
children for speech and hearing services.

More precise measuring instruments
are also needed to describe and evaluate
changes in speech behavier that occur
during the application of clinical serv-
ices or classroom instruction, or
through the process of maturation. Re-
search is also needed to determine what
other aspects of child or parental be-
havior (language, personal adjustment,
social adjustment, etc.) should be evalu-
ated in relation to the effectiveness of
speech and hearing services.

Relative Effectiveness of Alternative
Methods. Research on the effectiveness
of different kinds of program organi-
zation is urgent. How often should
children receive speech or hearing in-
struction? How long should therapy
sessions last? What is the relative effec-
tiveness of individual and group ther-
apy for different age levels and degrees
of severity of speech or hearing prob-
lems? How many children should be
in the group? Should clinical services
be continuous, or should they be in-
tensive but intermittent? While experi-
menta) studies are desirable, it is equally

important to undertake descriptive
studies of changes in speech behavior
which occur under different types of
program organization. Studies should
not be limited to current organizational
practices. It is possible that the poten-
tially most effective program organiza-
tion is one that has not been tried.

Although the National Survey has
revealed that many different remedial
procedures are used with varying fre-
quencies, no data regarding the degree
of effectiveness of these procedures
exist. Deseriptive studies of the re-
sponses of children to specific remedial
procedures and experimental studies of
the relative effectiveness of different
methods are essential. These studies
should relate to speech improvement
procedures as well as to clinical pro-
cedures.

In connection with both program
organization and selection of remedial
procedures, comparative studies of the
relative benefits of speech improvement
vs. clinical programs for different age
levels and degrees of speech or hearing
handicap should be undertaken. In this
connection it would also be helpful to
study the effectiveness of a combined
speech improvement and clinical pro-
gram for children with more severe
speech and hearing problems.

Studies of the length of time children
are enrolled for clinical services and of
the criteria established for dismissal are
necessary. The present study has re-
vealed that one-third of the children in
an average total caseload are released
during the year as no longer needing
therapy. However, no data are avail-
able on the length of therapy required
by the remaining two-thirds of the
children. Follow-up studies of children



who have received clinical assistance
in the past would provide useful data.
Intensive studies are needed of children
who scem to make little or no progress
after a number of years of clinical at-
tention.

In comparative or descriptive studies
of program organization and admin-
istration, budgetary considerations
should receive attention. Of particular
interest would be data on the per-pupil
cost of different types of scheduling
and caseload as related to the length of
time required to dismiss children with
different types of disorder and differ-
ent degrees of severity. For instance,
the hypothesis that a smaller caseload,
with more frequent meetings of the
children each week, would result in
greater effectiveness and lower per-
pupil cost could be tested in a research
study.

Personnel Problems. What duties
should speech and hearing personnel
in public school situations perform?
How should they spend their time?
While it would appear obvious that the
major task is to help children com-
municate more effectively, there is no
agreement on the details of job defini-
tion for clinicians, supervisors, and ad-
ministrators. Research can help to
clarify some of these issues.

In the area of professional relation-
ships, information must be obtained
from speech and hearing personnel con-
cerning the assistance they desire from
allied professions in the school and
the community. Conversely, allied per-
sonnel can indicate the assistance they
are prepared to render to the speech-
and hearing-handicapped. Another as-
pect of professional relationships is the
image of remedial speech and hearing
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held by other professions, A study of
the attitudes of other professions to-
ward speech pathology and audiology
might suggest specific approaches to
problems of interprofessional relation-
ship. Pilot programs by interdiscipli-
nary teams could be developed and
evaluated.

Recruitment and Training. The
qualities required in programs designed
to recruit and train speech and hearing
personnel can be determined only par-
tially by rescarch. Research dealing
with recruitment of personnel is com-
plex because of the variety of poten-
tially useful recruiting procedures and
the variety of motivations individuals
have for entering the speech and hear-
ing fleld. However, more detailed re-
porting of recruiting activities and the
results of these activities would be
useful. A follow-up study of persons
active in the field compared with those
who have left the ficld might provide
helpful information about recruiting
procedures.

Correlated with both recruitment
and training is the need for establishing
criteria for selecting students for train-
ing. Data are needed on the admission
requirements, both academic and per-
sonal, of training institutions. Aptitude
tests need to be developed which will
help ensure that students with the best
potential are selected for training.

Training programs also need guid-
ance from research data with regard to
the proportion of curricular time that
should be devoted to background and
methods courses dealing with the vari-
ous types of speech and hearing dis-
order. Data obtained in the National
Survey relative to the proportions of
various disorders comprising the typical
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caseload in public school programs sug-
gest that consideration should be given
to the amount of time spent on voice
disorders, organic disorders, and stut-
tering. These problems constitute only
a small proportion of the caseload; how
large a proportion of the student’s total
training time do they warrant? It would
also seem necessary to determine the
proportion of time that should be
spent in clinical practicum in public
school and clinical settings. An eval-
uation of the effectiveness of these two
settings for training public school
speech and hearing personnel is needed.

Also worthy of research is the matter
of in-service training for speech and
hearing personnel and for classroom
teachers and other school personnel.
‘What kind of training is needed? Who
should conduct the training? What is
the role of the local or state supervisor
and the training institution in in-
service training?

In the area of supervision, further
study of the most profitable activities
of supervisors is nceded. With the ex-
pansion of speech and hearing services,
more supervisory positions are being
created at city, county, and state levels.
Research can help clarify the roles of
supervisory and administrative person-
nel.

Priority of Needed Research. Fol-
lowing this survey of the various areas
in which research is needed, the mem-
bers of Work Group IX agree that the
highest priority should be given to re-
~search on the following three topics:

a. Collection of longitudinal nor-
mative data on speech, with special
reference to articulation, voice, and
fluency characteristics.

b. Comparative studies of program
organization, including evaluation of
the number of times sessions are held
weekly, combinations of intensive and
less intensive therapy, and the block
system of scheduling.

c. Comparative studies of the use of
different remedial procedures with chil-
dren of various ages presenting dif-
ferent types of disorders.

The group agree that high priority
should be given to research on the fol-
lowing six topics:

a. Development of standardized tests
of normal and impaired speech and
voice.

b. Development of criteria for se-
lection of primary grade children for
inclusion in clinical programs.

¢, Comparative studies of speech im-
provement and clinical programs.

d. Comparative studies of the effec-
tiveness of group, individual, and com-
bined group and individual therapy
programs.

e. Studies of children’s language
usage, personal adjustment, and social
adjustment in relation to changes in
speech during participation in therapy
programs.

f. Comparative studies of different
curricula and clinical training programs
for prospective public school speech
and hearing personnel.

Creation of a Data Bank. The obvious
need for extensive, systematically ob-
tained data on all aspects of public
school speech and hearing services sug-
gests that steps should be taken to
develop a central agency for the col-
lection of such data. Through the use
of standard forms for reporting details



concerning speech and hearing pro-
grams and the children with speech and
hearing disorders who participate in
these programs, a central data bank
could collect data in quantity which
would be useful in resolving many
present problems and in providing in-
formation on the basis of which hy-
potheses can be formulated and tested.

Summary

Research activities related to public
school speech and hearing services have
been more extensive than was origi-
nally assumed. Public school personne]
are currently engaged in certain types
of research, especially in research de-
scriptive of incidence and caseload
characteristics. The attitude of public
school personnel toward research and
their desire to cooperate in research
undertakings are favorable signs.
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The problems demanding descriptive
or comparative research are legion.
They embrace all aspects of diagnosis,
remedial procedure, program organi-
zation, administration, supervision, re-
cruiting, training, and professional
relationships. Research problems are
everywhere, and public school person-
nel are looking for their solution.
Encouragement and guidance are
needed. This encouragement should be
both financial and professional. Full-
time qualified research personnel are
needed to provide guidance for the less
sophisticated and to conduct carefully
designed research, As both short-term
and longitudinal studies are designed
and carried to completion, it is reason-
able to expect continued progress in
increasing the quality and effectiveness
of public school speech and hearing
services.



XI. Summary: New Horizons

THEQODORE D. HANLEY

FREDERIC L. DARLEY

From fragmentary references in ancient
manuscripts it is clear that something
like speech correction has cxisted as an
art, practiced by many different kinds
of people, since—at least—several cen-
turies B. C. As a profession, and par-
ticularly as a profession practiced by
people who have been subjected to a
relatively common core of learning ex-
periences, speech correction or speech
pathology has been recognized in
America for a bare half-century.

The unplanned offspring of the need
for help and the need to serve, speech
correction has reared itself in a happen-
stance manner, responsive to this influ-
ence or growth pattern here, to that
legislation or bureaucratic edict there.
Such semblance of unity and consis-
tency as could be detected by the
critical observer evidently appears to
be attributable to four influences:

(a) A limited but growing body of
excellently written textbook material,
to which a large proportion of clini-
cians-in-training is exposed.

Theodore D. Hanley (Ph.D., University of
lowa, 1949) is Professor of Specech and
Associate Director, Speech Laboratory, Pur-
due University. He served as Project Co-
ordinator, National Survey of Public School
Speech and Hearing Serviees. Frederic L.
Darley (Ph.D., University of lowa, 1950} is
Associate Professor of Speech Pathology and
Audiology and Dirceror of the Speech Clinic,
University of lowa. He served as Editor, Na-
tional Survey of Public School Speech and
Hearing Services.

(b) A limited group of outstanding
teachers and training institutions, early
in the history of the profession, from
which spread outward, ripple-like, tech-
niques and points of view.

(c) A vigorous, growing professional
society, the American Speech and Hear-
ing Association, in the meetings of
which have been reported the successes
and failures in clinical practice that pro-
vide solid ground for retention of old
techniques or adoption of new.

(d) Tirst one professional journal,
then more, that have served essentially
the same purposes as the meetings of
the professional association.

Notwithstanding the unifying influ-
ences, there have been, inevitably,
divisive forces at work, too. Mature,
responsible speech clinicians and super-
visors and teachers of speech clinicians,
recognizing the existence of common
and contrasting conditions in profes-
sional practice, particularly in  the
public schools, called for an objective,
massive inquiry into the operational
details of the profession, viewed both
macroscopically and microscopically, in
general philosophy and in practical ap-
plication. The preceding ten chapters
are evidence that such a study has been
made. It is no longer necessary for the
speech clinician in Walla Walla to con-
fess that he knows little of the practice
of his profession in the public schools
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of Vero Beach. The data have been
collected and the most significant of
them have been reported here.

Such data collection and reporting
are looked upon as solid accomplish-
ments; the report can end without
apology with the summary statement
from the last Work Group. But per-
haps something more can be added, a
glimpse of some new horizons or a
sharper view of the horizons within
misty sight. Perhaps the profession can
step off more confidently toward new
horizons if a critical review of the
states of affairs described in preceding
pages is made. Clearly this editorial
function cannot be exercised by anyone
to the satisfaction of all. The present
writers undertake it somewhat reluc-
_tantly and with strong convictions
about the limitations which should be
applied to conclusion-drawing. The ob-
jective is to provide editorial comment
on a small number of findings reported
by each Work Group and perhaps by
so doing to stimulate the reader to
draw some conclusions for himself.
These are findings which appear to
merit special attention.

The emphasis in the paragraphs that
follow upon points which suggest weak-
ness or Jack of information or need for
decisive action should not be in-
terpreted as implying that the Survey
has discovered nothing to praise. On
the contrary, the preceding pages speak
eloquently of astonishing professional
growth; of heart-warming devotion to
duty on the part of clinicians, super-
visors, and teachers; of a developing
self-concept which includes capacity
for self-criticism and thirst for new and
better ways to achieve better under-
stood goals. The personnel involved in
public school speech and hearing pro-
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grams deserve sincere congratulations
for solid achievement in the past and
for the desire to attain even more in the
future,

The Clinician

Work Group VIII, concerned with
delincation of the typical public school
clinician’s job and his professional re-
lationships, found him to be relatively
young in years and in experience, only
fairly well paid, operating almost in-
dependently of supervision in spite of
possessing little training beyond the
baccalaureate level, burdened with a
large caseload of children with complex
problems to be analyzed and treated.
In a conscientious effort to serve the
children and the school adequately, he
devotes long hours to therapy and con-
fers profitably with other school per-
sonnel, parents, and personnel of
outside agencies. But he is not happy
about the size of his caseload or the
limited amount of time he can spend
with each child per week, nor is he
happy about the space assigned to him
to work in or the equipment and ma-
terials given him to work with or the
salary given him as a reward for his
labors. In 1961 the public school clini-
cian is making a heroic effort, all too
often almost alone, to meet children’s
needs abundantly manifest around him,
trying to be professiopal although hand-
icapped by inadequate accommodations,
materials, and time and by the lack
of some of the status symbols which
his professional associates understand
and respect.

What will be the description of the
typical public school clinician of 1971
and 19817 If 10 and 20 years hence he
is competently to bear the responsibility
he is now expected to bear, and if he is
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to possess the professional status which
the bearer of such responsibility de-
serves to possess, at least two things
should happen: (a) the training he
receives before he undertakes the job
should be made broader and deeper
than it has been so that he can with
greater maturity, authority, and inde-
pendence analyze the problems, make
the decisions, and negotiate on an equal
standing with professional persons in
other disciplines—do everything, in fact,
that the job of speech clinician denotes;
and (b} the profession as a whole
should increase the energy and effec-
dveness of its efforts to inform other
professions of what it stands for, what
it can do, why it should stand in-
dependently. It should increasingly
demonstrate that it renders first-rate
service; it should increasingly command
respect through top-notch scholarship,
discriminating professional standards,
and professional conduct of the highest
ethical character.

Supervision

The findings of Work Group IV re-
garding the supervision of speech and
hearing programs show that a crucial
role in this grear stride forward will
be played by local and state supervisors.
These are people of broad and long
experience who bring to their work in-
sights gained in general and special edu-
cation and in the ranks as speech and
hearing clinicians. Their voices will be
heard importantly as steps are taken to
revise standards upward and extend
services to more and more children who
need them.

The facts concerning present operat-
ing procedures suggest significant lack
of uniformity in the carrying out of
supervisory responsibilities. Practices

with regard to direct observation and
guidance of clinicians vary widely,
some relatively inexperienced clinicians
reporting that they receive only token
supervision. There are indications that
some supervisors do not receive in-
formation of sufficient scope and detail
to permit cffective program evaluation
and enlightened program planning.
Local problems require local solu-
tions, but the most basic and persistent
problems are probably encountered in
all geographic regions and localities.
There is rich opportunity for sharing

_of experience at supervisory levels and
-more general adoption of those pro-

cedures proven by local experience to
be effectve.

Program Organization and
Management

The report of Work Group IIT makes
the ‘mechanics’ of program operation
emerge dramatically as being anything
but mechanical. Just as the ability and
training of the individual clinician con-
stitute limiting factors in the effective-
ness of a program, so the structure of
the program itself can make for success
in realization of its goals or doom it
to failure. Only two items related to
program organization and management
will be selected for comment.

How large shall the caseload be?
Clearly much research is necessary, as
the members of Work Group III state,
before 2 definitive answer to this ques-
tion is obtained. But although the spe-
cific figure is not known, 2 basic princi-
ple which bears on the size of that
figure is known and is expressed in the
Code of Ethics of the American Speech
and Hearing Association: the service
rendered must be conducive to maxi-
mum improvement in minimum time



without harm to the children receiving
the service. The caseload size should be
adjusted, then, to permit the clinician
to provide service of a quality that can
be considered professionally acceptable.
Adjustments should be made so that
those children who have genuine speech
problems, who are genuinely speech-
handicapped, will receive the specialized
help the trained clinician is equipped
to give. And only such numbers of
these children should be accepted for
this clinical attention as will permit
the clinician and his supervisor to say
in good conscience that the diagnosis
was thorough enough, the case analysis
comprehensive enough, the family con-
tact constant and effective enough, the
appropriately applied remedial pro-
cedures intensive enough to constitute
professionally acceptable service.
When one reads that over 80% of
the public school clinician’s typical
caseload consists of children with func-
tional articulation problems, one might
conclude that the clinician best
equipped to work in the schools is one
whose college courses and practicum
experiences have been largely confined
to such problems. But the facts remain
that within the schools clinicians will
find and be expected to work with
other types of problems, and their work
with them should be of no lower caliber
than their work with functional articu-
lationt problems; that public school clini-
cians engage in private practice and
do not confine their private caseload
to problems of articulation; that public
school clinicians change jobs and some-
times accept opportunities to work in
hospitals, treatment centers, and com-
munity clinics whose caseloads may
consist largely of other than articula-
tion problems; and that the first obli-
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gation of training programs is to teach
clinicians-to-be how to help speech-
impaired persoms—not particular kinds
of persons in particular settings. This
is not to say that a significant emphasis
upon articulation problems in training
programs is not desirable; stress on these
problems should be embedded in pro-
grams of training that are broad enough
and deep enough to produce clinicians
able to operate as wise and independent
‘gencral practitioners.’

Diagnosis and Measurement

Two factors emerge most important-
ly from the report of Work Group II
The first of these is based upon data
collected, the second upon a conspicu-
ous absence of information. With re-
spect to the former, it it noted that
substantial numbers of public school
clinicians are denied information about
their children. Whether this is willful
seif-denial, denial attributable to over-
load or supervisional policy, or denial
for some other reason, the fact is that
many clinicians do not ever see the
parents of some of their children, and
many never see their children outside
the sheltered environment of the ‘speech
teacher’s room.” In a considerable num-
ber of instances the decision to see or
not to see the parents is apparently
made with degree of severity of speech
handicap as the criterion, surely an
example of illogical reasoning. Why is
it more likely that cues relating to
cause and possible approaches to treat-
ment should present themselves in visits
to homes of severely handicapped chil-
dren than in visits to homes of the
mildly or moderately handicapped?
And what is the significance of a 95%
saccessful production of /s/ in the
clinician’s room if nothing but hearsay
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evidence attests to similar success in
the classroom? Surely training institu-
tions and supervisors should malke the
matter of professional insulation a sub-
ject of inquiry and action.

As to the second factor to emerge,
the need for information mentioned
above, in the course of this study very
little has been learned about what—
operationally—constitutes diagnosis and
measurement in public school practice.
Doubtless the Survey’s major instru-
ment of data collection is partly at
fault here; at best a check-sheet is a
poor substitute for on-the-spot informa-
tion, collected by observation or open-
ended interview techniques. If the
image of the speech clinician is to be
viewed with clarity, much remains to
be discovered about this aspect of his
work. What specifically is his training
in diagnosis? What are the scquential
steps he follows? What objective meas-
ures does he employ? What subjective
measures? What validity and reliability
checks? The need for research is evi-
dent and urgent.

Remedial Procedures

‘With the substitution of a small nam-
ber of words, the editorial comments
applied to the findings of Work Group
II might be used verbatim for those
of Work Group 1. Consistent with the
insulation from parents reported in
connection with diagnostic procedures
is the insulation reported in connection
with remedial work, except that in the
latter case it is even more startling.
Thirty per cent of respondents make
use of parent guidance for stuttering
only ‘sometimes’; 11% make less fre-
quent use than ‘sometimes’ of this most
critical approach. At that, parent guid-

ance is the only suggested procedure
on which a simple majority of clinicians
could agree to use ‘often’ in treating
stuttering, The same scatter of re-
sponses found in this diagnostic cate-
gory is also found strikingly in the
organic disorders and significantly in
all the other categories. Patently, two
things are necded: (a) more and better
research on the relative effectiveness of
the various methods and (b) more ef-
fective dissemination of the information
gleaned from this research.

The absence of operational informa-
tion noted with regard to diagnosis and
measurcment is worthy of comment
here also. It is known what clinicians
checked as being favorite procedures,
but it is not known precisely what they
meant. Research in depth on the matter
of what public school clinicians do from
hour to hour and from minute to
minute should further clarify the image.

Speech Improvement

Work Group V has shown how some
school systems have tried to meet two
realities: (a) the nceds of children to
overcome speech and voice problems,~
however major or minor, and (b) the
limited time trained clinicians have
available. The solution has taken the
form of specch improvement programs,
conducted by classroom teachers with
the guidance of clinicians.

Therc is no justification for viewing
speech improvement as a threat to
remedial speech programs. It is not a
substitute for the skilled work of a
trained specialist with children who are
significantly handicapped by speech or
hearing impairment; it is rather a de-
vice that permits the trained clinician
to apply and concentrate his skills upon
these children while the elassroom



teacher conducts constructive speech
activities calculated to help all children
communicate more cffectively orally
and certain children overcome minor
speech and voice deviations. Work
Group V makes no suggestion that
the clinician should give up his special
function and usurp the funcrion of the
classroom teacher, spending all his time
conducting speech improvement activi-
ties in the classroom. He is visualized,
rather, as a consultant and 2 provider
of in-service training to teachers, as a
designer of the spcech improvement
curriculum, and as a coordinator of
speech improvement with both the
regular cusriculum and the remedial
speech and hearing program.

The implementation of effective
speech improvement programs in close
relationship to remedial speech pro-
grams brings within the realm of pos-
sibility the dream of adequate speech
help for all children and suggests that
the total number of highly trained cli-
nicians needed to deal with speech- and
hearing-handicapped children can be
scaled down to a finite number. Reme-
dial speech personnel have accomplished
much of what has already been ac-
complished in building speech improve-
ment programs, and they are convinced
that these programs have materially
helped children with minor speech and
voice deviations and have decreased the
number of children requiring speech
therapy. It behooves the profession,
then, to take a positive view of speech
improvement as delineated by Work
Group V and consider carefully how
it can integrate speech improvement
into a total remedial program. Speech
improvement deserves better than to be
treatcd as a step-child or an unwelcome
relative. The American Speech and
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Hearing Association should acknowl-
edge the splendid contributions of
speech improvement and should provide
leadership in setting up standards for
the establishment and operation of pro-
grams and for preparation of personnel.

Professional Standards and Training

Work Group VI concerned itself
with certification, licensing, and certain
facets of the training of clinicians. Like
the other groups, Group VI found the
expected in some of its areas of interest,
the surprising and disturbing in others.
A fact brought out by the study, but
apparent also to anyone who takes the
trouble to leaf through the pages of
the ASHA Directory, is the failure of
the ASHA program of clinical certifi-
cation. This blunt conclusion requires
modification to this extent: the failure
is a numerical one, with only one clini-
cian in four holding the Basic Certifi-
cate and fewer than three in 100 the
Advanced. The extent to which the
certification program has upgraded
training programs and employment re-
quirements was not investigated.

State licensing for private practice,
about which not much was learned
since little information was available,
seemed not to generate much excite-
ment among respondents, despite the
fact that more than half of public
school clinicians engage in limited
amounts of private practice. This is
a matter of concern both for the public
at large and for the ethical, well-trained
clinician who may find himself in com-
petition with quacks.

Probably the most significant findings
of Group VI were in the area of train-
ing, where a noteworthy consistent
thread could be discerned: the expres-
sion of need for more training and
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training in a limited number of specific
subjects. More than 90% of respondents
assert that graduate training is at least
desirable, if not essential, and a majority
of them favor a five-year minimum
training requirement for a speech and
hearing certificate. Not only more
training but better training is needed
in such subjects as group therapy,
diagnosis, and parent counseling, a find-
ing that reinforces observations made
by work groups concerned with diag-
nosis and remedial procedures. Further
reinforcement is found in reports from
the training institutions indicating that
insufficiency of staff for supervision of
practicum (for example, diagnosis,
group therapy, counseling) is on¢ of
the larger problems. In sum, there is
good reason to believe that many speech
clinicians enter the profession ill-
equipped to cope with some of the
most elemental and pressing problems
they will face, Whether the remedy for
this situation should be more training,
better training, or both is not immedi-
ately apparent but it is obvious that
corrective steps need to be taken.

Recruitment

Like Sherlock Holmes' observation
of the remarkable behavior of a dog
that did not bark, Work Group VII
was most impressed with activity that
is mot going on in recruitment for a
seriously understaffed profession. From
questionnaire findings and data collected
in personal interviews it is clear that
no one takes the responsibility for re-
cruitment and so the task is not ac-
complished. Almost all the standard
recruiting devices are effective, it seems.
Particularly striking are the results of
an experimental precollege workshop

at one university. Individual contacts
by professional clinicians and clinicians-
in-training are effective also. But not
enough of these contacts are made. The
reasons why are not perfectly clear,
but the caseloads of the professionals
and the work loads of the students are
likely causes.

The Work Group suggests appoint-
ment of one or more persons to work
at the national level on this problem.
The suggestion is also made that state-
and regional associations of clinicians
should more actively participate in ef-
forts of this kind, The first suggestion
is worthy of consideration, but dollars-
and-cents practicality dulls the likeli-
hood of its implementation. About the
second soggestion one can feel more
sanguine, particularly if the support of
state and local supervisors can be en-
listed. With just a little relief from
excessive caseload the clinician can af-
ford the time to meet with interested
high school students and even take them
on as cadet clinicians under certain
appropriate conditions. Finally the suc-
cess of the precollege institute ap-
proach commends it to training
institntions.

Research

Even as one research project is com-
pleted, a variety of possible supple-
mentary research projects come into
view. An important result of such a
large-scale project as the National Sur-
vey of Public School Speech and Hear-
ing Services is the discovery of what
areas deserve particular scrutiny because
of their crucial importance or because
of lack of exact information. A natural
outgrowth of this Survey will be a
series of more limited, more well-con-



trolled studies designed to answer spe-
cific pressing questions.

The public schools are a fertile field
for research, and school personnel large-
ly favor the conduct of research within
the schools. The personnel of Work
Group IX studied all the data compiled
and all the interpretations of and con-
clusions from the data reported by the
other Work Groups; from this review
they distilled a list of three topics for
research to which they assign highest
priority: (a) the collection of longi-
tudinal normative data on speech, (b)
comparative studies of program organi-
zation, (with special attention to the
frequency, duration, and intensity of
therapy), and (c) comparative studies
of the use of different remedial pro-
cedures with children of various ages
presenting different speech, voice, and
language problems. They list six other
topics to which they assign high pri-
ority: (a) development of standardized
tests of speech, voice, and language;
(b) development of criteria for selec-
tion of primary grade children for
inclusion in remedial programs; (c)
comparative studies of speech improve-
ment and clinical programs; (d) com-
parative studies of group, individual,
and combined group and individual
therapy programs; (e) studies of the
adjustment of children and their lan-
guage usage in relation to changes in
speech accomplished during participa-
tion in therapy programs; and (f) com-
parative studies of different curricula
and clinical training programs for pros-
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pective public school speech and hear-
ing personnel.

The carrying out of each recom-
mended piece of research will help
the profession know more precisely
what problems it faces, what it is doing
about them, what results issue from its
actions, what it should do differently,
and why. Increasingly the labors of
devoted public school speech and hear-
ing clinicians and supervisors can be
sharpened in focus, trimmed of wasted
effort. The day can come when a much
greater uniformity characterizes pro-
gram planning and program execution,
when decisions are made not because
they were made that way before or
because somebody decreed that they
be made that way but because the data
indicate that the decisions are sound.

LI L] *

The prodigal cooperative effort of
hundreds of clinicians, supervisors,
classroom teachers, and training insti-
tution personnel has resulted in this
report of the National Survey of Public
School Speech and Hearing Services.
People deeply involved in school pro-
grams willingly and without any atti-
tude of defensiveness have taken a long
look at what they are doing and have
expressed their opinions about it. Thus
growth is nurtured. As more such con-
structive steps are taken, the goal can
be approximated ever more closely:
effective professional help for every
speech- and hearing-impaired child in
the United States.
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Two-dimensional Chart Indicating the Tentative Charge to the Work Groups

Subjects Column Headings
-
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Current | Status Status Status Sources and Are Re Profes-
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S&H Others —Order of |Judgment!
Priority
Adminis-
tration
Facilities
Budget
Measurement
Professional
Relations
ITime-Sched-
uling
Standards &
[Training
E.tc.

132



Appendix B

Questionnaire I-A for Public School Speech and Hearing Personnel

NATIONAL SURVEY OF
PUBLIC SCHOOL SPEECH AND HEARING SERVICES

Co-sponsored by

United States American Speech
Office of Purdue and Hearing
Education University Association

QUESTIONNAIRE I-A

for
PUBLIC SCHOOIL SPEECH AND HEARING PERSONNEL

TERMINOLQOGY: Technical and professional terms used in this questionnaire were provided
by the field personnel who submitted items. Preferences for other nomenclature are recoge
nized, but space considerations prohibit the listing of alternative terms,

The information obtained from this guestionnaire will be kept strictly
confidential. Your name will be used only to facilitate mailing and fo
check on the alphabetical randomness of the sample. Otherwise, com-
plete anonymity of response is assured.

DIRECTIONS: Please answer every question. In many cases an “other” alternative is offered
in order fo assure complete coverage, However, if you need to amplify a response, feel free
to write in the margins.

CHECK ONLY ONE BOX for each numbered question and each lettered
part of a guestion, unless the directions specifically indicate, “check all

that apply.”
1, Name 3. Your title
Is thig title svitable for the work that you do?
1] Yes
2. Your age: ~ (3 No
17 e0-25 317 31-3s If No, what title would you prefer?
2[]26-30 4[]36-90 5[ Overd0

133
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. What is your salary for the school year?

1 [} Under $3500
2 [T $3500-3999

$ [} $5000-5499

6 [T §5500-5939

3 [T} $4000-4499 7 [] $6000-6499

4 [7] $4500-4998 8 [7] $6500-6999
9 ] $7000 or more

Note: If you work part time check the amount
that you waould receive if you worked full
{ime; ie., if you work half-time, just double
your salary and check the appropriate box,

. Do you have a travel allowance?

=[] Yes
XDNO

If yes, how much is it?

O

. What are your duties?

Oceasion-
Regularly ally Notatall

(a) Speech therapy 1] 2] 3
{0) Hearing therapy 1| ] Zﬁﬁ
{c) Hearing festing 17 2 30
@other — ] Z[1 301
@ohe. — 10 2 30

GRADE LEVEL DISTRIBUTION OF CASES:
Circle the grade in which you have the greatest
concentration of students:
K123 456789 10 11 12
Special
Now, please go back and cross cut all of those
grades in which you have no cases,

. TYPES OF DISORDERS IN YOUR CASE-

LOAD: How many students do you now have
in each of the following classifications?

(a) Articulation .
{b) Cerebral palsy ..
(e) Cleft palate ..
(d) Delayed speech ...ocvcreirn
(e} Hard of hearing
(f) Stutterers ...
() V0ice Cases ...iiiieee e
(hy Other .. . . .

TOTAL. o

* Whenever you indicate “other,” please specify,

10,

12

13.

14,

. LENGTH OF EXPERIENCE: How many years

of paid expericnce do you have as a speech and
hearing therapist?

1] lerless
2(7] 2or3

3 [ 4.50r6
4[] 7.89,0r10
5[] Over 10

EXTENT OF TRAINING: What is the highest
level of education you have completed?

1 [ College work but no degree

2 [] Bachelor's degree

3 [] Bachelor’s degree and additional graduale
work

4 [T} Master's degree

5 [} Master's degree and additional graduate
work

6 (] Doctorate

. LOCATION OF TRAINING: Check the type of

institution where your highest level of speech
and hearing training was received:

1 [} Teacher’s callege or normal school

2 [7] Liberal arts college, not part of a university
3 {7 University

4 [ Other

THE NEED FOR GRADUATE TRAINING:
How important is graduate training in speech
and hearing to the public school therapist?

1 7] Essential
2 [7] Desirable
3 [} Unimportant

Do you favar a five-year minimum training re-
quirement for a speech and hearing license?

1 [] Yes

27 Ne

TEACHERS' LICENSES FOR THERAPISTS:
Do you think that it is important for a speech
and hearing therapist to have a teacher’s license?

Yes No

10 20
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15.

16,

i7.

18.

15.

BITUATIONS AND CIRCUMSTANCES IN

WHICH YOU ARE MOST EFFECTIVE: Check
the item in each of the rows, helow, that repre-
sents the type of situation in which you are most
effective:

Tay 1] Group T Tor E‘E]'-I}Td"ividual B

{b) 1 7] Heterogencous or 2 D—Homogeneous'

(e} I [| Primary  or 2 [ ] Elementary
or 3 [} Secondary

1d) 1 ] Functional or 2 (| Organie

THE LOCATION OF CHILDREN WITH
SPERCH AND HEARING DISCRDERS: With
what reiative frequency do you employ the
following methods?

Fre- Oeca-
quently sienally Rarely
(a) Referral 170  2[3 &[]
™y Survey 1] 2{]  3(3

(e) Class visitation 1]  2{3 307

(d) Questionnaire or 111 25 3(]
inventory
fej Other __ 71Ty 49 3 T

TIME ALLOTTED FOR SPEECH AND HEAR-
ING SCREENING: How many weeks do you
usually devote to sereening ?

e Mome 1103 4ormore
{a) Speech 10 2 30
(o) Rearing L[] 2(31 38(J

AUDIOLOGICAL TESTING: Who does the
audiological screening and diagnostics in your
school system? (If more than one person does
the testing, check principle tester only.)

Othey
School  (Indi-

Speech-
Hearin Audi- cate
Therapist Nurse ologist below)

(2) Screening 1 [ 2[] 38() 41
(b) Diagnostics 1) 2|1 4[] 40]

If “Other” indicate here.

Ave the results of this audiological testing read-
ily available to you?

1 Yes

2] No

20,

22,

23.

. AUDIOMETRIC SCREENING: What type of

At what grade levels is audiological sereening
done?

1) All
2 [7] Every other grade
3 [ Every third grade
4 [ Other___

hearing screening is done in your school system?

0 [ Check here if no such sereening is dane

{Check all that apply)

Are you familiar
with this type
nf screening?
Yes No

1 ] Recorded descending

numbers (@17 2]
2 [} Massachusetts m1{5 23
3 [} Pure tone full frequency

sweep check ey 1 20

4 (7] Pure tone speech range

sweep dr1[7] 2]

5 ] Pure tone Glorig or House,
single or dual frequency (e) 1 ] 2 {7

6 [1 Information is not
available to me

1] 2]
AUDIOMETRIC TESTING OF CHILDREN
WITH SPEECH PROBLEMS: Are children
with speech problems in your system given
diagnostic hearing tests?

1 {7} Routinely

2 7] In special cases

3 [T Hardly ever

If such tests ave given, how often?
1 {7 Semi-annually
2 ] Annually
3 [J Other.

MEDICAL REFERRALS AND HEARING
LOSS: Is a medical referral made for children
whao.

{Check all that apply)
1 {7] Fail audiometric screening
2 [7] Display mild loss
3 (] Display moderate loss
4 [] Display severe loss
0 (71 No medical referrals are made

-5
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24, CLASSROOM TEACHERS AND CHILDREN 29. DISTRIBUTION OF WEEKLY CASELOAD:

WITH HEARING LOSS: Are the classroom Please fill in the blanks with the appropriate
teachers in your systems made aware of those figures:
students who show hearing loss on sereening and )
diagnostic tests? Do o'\;:tgeveve
. Surbors
1 7] Routinely approach
2 [] Occasionally \}lnd‘li.‘lli;l Group Yt;lse ide?‘}z
3 ] Rarely Toatal mumber of
children seen each
25, ADMISSION TO THERAPY: Who must ap- week in this
prove the admission of a child into your therapy type of session (a)__ (b} (a1 2]
program?
Number of
{Check all that apply) minutes for
1 [T} Parent each meeting  (d)—— (e)— () 1 [} 2 ]
2 [7J Physician Number of meet~
3 [ Principal ingsperweek (f)—— (W) — (i) 1 [ 2}
4 [7] Local Supervisor Average size
5 [] Other. of groups G-— k1] 207
0 7] No one

30. YEARLY CASELOAD: Please give your best
26, SCHEDULING OF CHILDREN IN THERAPY estimate of:
SESSIONS: Teo what extent is your scheduling
influenced by each of the following persons:

{a} The total number of students

Greatly lﬁ?&%‘;’- e&lrtlgﬁ_e_ enrolied in your therapy this
(a) Classroomteacher 1 [7] 2 307 Year ...
{b) Special teacher 10 2 3 D—— (b) The number you will have re-
(cY Prineipal 113 2r] 313 leased (as of the end of this
{d) Supervisor 1 D 27 303 year) because they no longer

require therapy ... [

27, DETERMINATION OF CASELOAD: Is your

Th re th
caseload limited by: (¢) e number released for other

reasons
(Check all that apply)
L State law 3l. THE NEED FOR RESEARCH ABOUT CASE-
2 [7] Local regulations LOADS: H eat iz th a4 Wi
3 [7) Number of children with speech disorders OADS: How great is the need for research in
4 [) Your own decision order to clarify the relative importance of the
0Of those checked, please underline the one that following caseload factors?
is most important.
Urgent Moderate No need
28. BLOCK SYSTEM: (a} Number of students
Yes No seen at one time 1 7] 20 3
(a) Have you ever used it? 1 20 {b) Number of times per
(b) Are you now using it? 103 2 week they areseen 1 {7} 2y 300
If yes to either (a) or {b), evaluate its effective~ (e) Len_gth of therapy
ness below: sessions 10 207 3
1 (7] Block system is far superior {d) Block system versus
2 [] Block system is a little better regular scheduling 1 [} 2 30

3 [T} About the same
4 (7] Reguiar scheduling is a little better
5 [T} Regular scheduling is far superior

(e) Hemogeneous vs. hetero-
geneous groups 1] 27 3
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32,

33.

36.

.

Do you think this type of research would be
permitted in your system, assuming it would be
done by competent persons?

1 [} Yes
Z[] Neo
3 [ Idon't know

NUMBER OF THERAPISTS IN YOUR SYS-
TEM: What is the most important determinant
of the number of therapists in your system?

1 7] Budget

2 {] Number of children with speech and hear.
ing disorders

3 [] Supply of available therapists

4 Other

. How many years has therr been a speech and

hearing program in your system?
Number of years

i
1 2-5 f-9  ormore

(a} Spe:;-ch therapy 1 |:I——2 0 375‘?5

{b) Hearing
consgervation

02 3] 4]

. How many elementary, junior high and senior

high schools in your system?

How many of these schools do you serve?

EVALUATION OF VARIOUS ASPECTS OF
YOUR PROGRAM: How would yeu evaluate
each of the following:

Excel- Ade-
quate Wanting

lent
(a) Yourtherapy rooms 1 [] 2 [ 2 [J
(b} Supplies ] 20 309
{c) Equipment 1M 2] 307
(d) Materials 11 203 307
{e) Your salary 13 20 30
{f) Supervision 1] 20 301

38,

39.

40.

41,

TIME FOR NON-THERAPY DUTIES: Do you
have a scheduled conference, coordination or
office period?
— [ Yes
O[] Ne
If yes, is it:

1 [} A whele day each week

2 ) A half day each week

3 [j Other

DISTRIBUTION OF YOUR WORKING WEEK:
How much time do you spend each week in each
of the {ollowing:
(Please give your best estimate)
Number of hours
(a) Therapy
(b)Y Traveling
(e} Conferences
(d) Writing reports
{e) Preparation of lessons
(f} Other _
(g) Your total number of working
hours

STUDENTS WITH SPEECH DISORDERS IN
DIFFERENT ENVIRONMENTS: Do you try to
determine the extent of your students’ disorders
and the effects of therapy in other sresking
situations?

1 (] Yes

2 ] No

If yes, how do you make the determination and
how often is it made?

Oceasion- Not
Reguiarly  aliy at all

(a) Classroom teacher
reports 107 20 30
(b) Parent reports 1 [} 2 3]
(c) Classroom visits 1 {7} 2 i

(d) Visits to other

school activities 1] 2[7 33
{e) Other [ 2 M i

YOUR IMMEDIATE SUPERIOR: To whom are
you directly responsible for the conduet of your
program? :

1 [ Superintendent of schools

2 [7] Principal

3 [] Director of special education

4 [7] Supervisor of speech and hearing
5 [} Other.
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42,

43,

44.

PREVIOUS TRAINING OF YOUR SUPER-
VISORS: What is the training background of
your immediate supervisor?

1 [7] Speech and hearing

2 [] Special education with some speech and
hearing

3 [[) Special education without speech and
hearing

L 23 U S —

SUPERVISION: How often does your imme-
diate supervisor observe therapy sessions?

1 {7} Often, at least monthly

2 [7] Periodicually, at least four times a year
3 [J Occasionally, one to three times a year
4 7] Newer

SPEECH IMPROVEMENT IN YOUR SYSTEM:
Is there a speech improvement program in your
system?

1] Yes

2 No

If no, skip to question 45.
{a) If yos, is it

1 ] Part of the speech and hearing
Brogram

2 7] Part of the language arts program

3 {1 A separate program

4 [7] Other. —

(b) Has it decreased the number of students
requiring therapy?
13 Yes
2 7] No
3 [7] Ldon't know

(¢) What grade levels are involved in this
program? (Check all that apply)

1 (7} Primary
2 71 Elementary
3 [] Secondary

(d) What is the speech and hearing thera-
pist’s relationship to this program?
{Check all that apply)

1 [T} Teach speech improvement classes
2 [] Supervise classroom teachers
3} Other .

{e) Are you planuning any expansion of your
program?

1] Yes
2 [ No

.

435,

47,

48.

THE THERAPIST AND THE SPEECH IM-
PROVEMENT PROGRAM: Do you think speech
and hearing therapists should participate in the
speech improvement programs in their school
systems?

— [] Yes

0[] Ne

If yes, in what capacity?
1 [7] Consultant
2 [7] Supervisor

3 [] Teacher
4] Other .

. REFERRALS TO OTHER AGENCIES AND

INDIVIDUALS: With what frequency do you
recommend referrals to the Tollowing:

No such  Fre- Occasion-

Ageney quenuy ally Never

{a) College or Univ. T

Speech and

Hearing Clinic 1 D 2 D 3 D 4 D
{(b) Other speechand

hearing clinics 1 {7] 2 D 3 D 4 D
(¢) Other rehabili-

tation agcncnes 1 {:] 'j 3 D 4
dy Medical T

profession 10 2 D D 1]
(e) Psychological I

services 1 D 2 D D D

RECORDS OF YOUR STUDENTS: What types
ot recards do you keep for each of your students?

(Check all that apply)

1 {7 Case history

2 {1 Individual daily log

3 [} Weekly or monthly progress reports
4 7] Reports of conferences

§ [7] Phonetic improvement

€ [] Other

THE RECIPIENTS OF YOUR REFPORTS: To
whatn do you suhmit reports?

(Check all that apply)

) Supervisor of speech and hearing
Special education director

Classroom teacher

Principal

Superintendent

Parents

State department of education

Other —-

@ =3 @ W L

i)
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48,

a0,

51

52.

53.

REPORTS THAT LEAVE YOUR OFFICE: What
types of reports do you submit?
(Check all that apply)
1 [ Results of speech testing
2 [[] Results of hearing testing
3 7] Schedules of schools and classes
4 [] Therapy progress reports
5 [] Final reports
6 [] Other

AVAILABILITY OF TESTS AND REPORTS:
Are the {ollowing readily available?

Only in
special
Routinely cases Notatall
Reports of:
(a) Hearing tests 1{7] 2] 30
(b) Vision tests 10 = 3 DE_
(¢) Heaith recerds 1 [:] 2 [] 3 D
(d) Itelligence tests 1 D 2 B Iﬂj
{e) Achicvement tests 1 [‘ T[j 3T D—_
(f) Cumulative records 1 Tj 2 [j 30

THE USE OF INTELLIGENCE TESTING: How
do you use the scores obtained from intelligence
tests?

{Check all that apply}
1 [7] Aid in diagnosis
2 [] Aid in planning therapy
3 [7] Other
4 [T] Idon't use them

THERAPIST CONTACTS WITH PARENTS: Do
you think speech and hearing therapists should
establish personal contacts with the parents of
her students?

1] an

2 7] Most

3 [T} Only the most severcly handicapped
0 [_] None

PROFESSIGNAL RELATIONS WITH TEACH-
ERS: Should speech therapists have meetings
with the classroom teachers whe have pupils
with speech problems?

1 [] Yes, regularly scheduled rneetings
2 [] Yes, occasional meetings

3 [} Yes, but informally

0] No

5.

53.

58.

57.

58.

YOUR PROFESSIONAL RELATIONSHIPS:
How would you elassify your professional rela-
tionships with each of the following individuals?

No con- Satisfac-
tacts Excellent tory Other

{a) Classroom

teachers 0 1J 21 3]
(b) Principals ~ ~ 0[] 1{] 2(1 3[]
(c) Super-

intendent e 10 21 313
(2} School Psychologist

and/or guidance

counselor 0 C] 17 20 30O
(e) School Nurse 0 D 10 203 30
{fY SchoolDoctor 0 ) 1[] 213 30)
(g) Other speech

therapists 00 10 200 30

PROFESSIONAL RELATIONS IN THE
SCHOOLS: From whom do you receive the
most professional assistance within the school?

1 ] School nurse

2 ] Psychologist or guidance person
3 {] Classroom teachers

4 "] Principals
5 [] Other

MEMBERSHIP IN PROFESSIONAL ORGANI-
ZATIONS: Please indicate your membership in
speech and hearing associations;

Yes No
(a} State  1(] 2]
by ABHA™ 1] 2[]
If no to (b), have you applied for membership?
3] Yes
4[] No

LICENSE AND CERTIFICATION: Indicate your
state license and ASHA Certification.

Basle ASHA
applied

for_ Basic va‘;g(;d Nane
101 2(1 3] 417]
1frezy 3]s

YOUR TRAINING AND ASHA CERTIFICA-
TION EEQUIREMENTS: Did your undergrad-
uate and graduate training provide you with the
requisites for “basic certification?"

State
{a) Speech 1 O
(b)Y Hearing 2 [

Idon’t

Yes No Know

(a) Course work 1] 23 3
(b) Certifiedsponsors 1 (] 2] 3}

-7
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59,

80,

6].

62

THE DISCUSSION OF PROFESSIONAL OR-
GANIZATIONS IN YOUR TRAINING: Were
these aspects of ASHA discussed in your train-
ing program?

Yes No
(_a)_Ecrtiﬁcatien req‘uil;'e_mcms 1] 217
(b) Significance of a national ’
professional organization 1 D 2]
(c) ASHA Code of Ethies 1 (] 2 (]
(@) The Journalts)  i1[] 2[]

MEMBERSHIP IN AMERICAN SPEECH AND
HEARING ASSOCIATION: What 1s the atti-
tude of your supervisor(s} about therapists’
membership in ASHA?

1 7] Membership is required
2 [ Therapists are encouraged to join
3 [} General indifference

ATTENDANCE AT PROFESSIONAL MEET-
INGS: Docs your administration furnish you
time and/or money to facilitate your attendance
at meetings of specch and hearing organizations?

Releascd Released

For attending time time
Meetings of: and funds only Nothing
(a) State Specch and

Hearing Association 1[7) 2[] 31
(b) Regional Speech and

Hearing Association 11 2] 3[]]
(¢} ASHA Convention  1[7] 2] 31]

SALARY INCREMENTS: Which of these fac-
tors affect annual raises in salaries of thera-

pist(s) in your system?
(Check all that apply}

10 Length of experience
2 (71 Degrees

3 [ Centification
4 [] Case Load

5 [] Merit

6 (7] Other—

Please underline the most important factor.

64.

65.

— R~

63.

66,

YOUR ROLE IN CONSTRUCTING THE
SPEECH AND HEARING BUDGET: What are
your budgetary responsibilities?

1 [} I compose the budget
2 ] 1t is composed by my supervisor or admin-
istrator after T have been consulted

3 [] It is composed by my supervisor or admin-
istrator without my being consulted

BUDGETARY CONSIDERATION FOR PRO-
FESSIONAL NEEDS: Is there any provision for
reimbursement to the therapist for the follow-
ing?

(Check all that apply)

1 [7] Professional books

2 [ Professional organization fees
3 {7} Convention expenses

4 [} Professional training

OVERALL THERAPIST, SPACE AND BUDG~
ET NEEDS: Are you able 1o evaluate the needs
of speech and hearing therapy in your system for
next year?

— ] Yes
X [ No

If yes, please give estimates of:

(a) How many more therapists
could your system use next year
in order to take care of all chil-
dren with speech and hearing
AISOrAers? ..o s -

(b) How many more reoms would
be required?

{¢) How much additional money
would be needed?..ie

(d) What is your total budget for
this year including salaries,
supplies, equipment, ete.? ...

WAITING LIST: Appreximately how many ad-
ditional students would be in speech and hearing
therapy under optimum conditions?.__

Note; If you are in a large city system, and are
unable to make an estimate, please put an X

in the above space.
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Questionnaire I-B for Public School Speech and Hearing Personnel

NATIONAL SURVEY OF
PUBLIC SCHOOL SPEECH AND HEARING SERVICES

Co-sponsored by

United Siates American Speech
Office of Purdue and Hearing
Education University Association

QUESTIONNAIRE 1-B

for

PUBLIC SCHOOL SPEECH AND HFEARING PERSONNEL

TERMINOLOGY: Technical and professional terms used in this questionnaire were provided
by the field personnel who submitted items. Preferences for other nomenclature are recog-
nized, but space considerations prohibit the listing of alternative terms.

The information obtained from this questionnaire will be kept strictly
confidential. Your name will be used only to facilitate mailing and to
check on the alphabetical randomness of the sample. Otherwise, com-
plete anonymity of response is assured.

DIRECTIONS: Please answer every question. In many eases an “other” alternative is offerad
in order to assure complete coverage. However, if you need to amplify a response, feel free
to wriie in the margins.

CHECK ONLY ONE BOX for each numbered question and each lettered
part of a question, unless the directions specifically indicate, “check all

that apply.”
FIRST PART
1. Name 3. Your title _
Is this title suitable for the work that yoiu do?
L[] Yes
2. Your age: - [ ] No
1] 20-25 3[]31-35 If No, what title would you prefer?
2[]26-30 4[]36-40 5[] Overds

141
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. What is your satary for the school year?

1 [7] Under $3500 § [ $5000-5199
2 $3500-3999 [ 0 $5500--5999
3 $4000-4499 70 $4000-6499

4 [ $4500-4959 8 [7] $6500-6999
9 ] $7000 or more
Note: If you work part time check the amount
that you would receive if you worked full
time, ie., if you work half-time just double
your salary and check the appreopriate box.

. Do you have a travel allowance?
— [ Yes

X [ o

If yes, how much is it?

$

. What are your duties?

Regulasly g Not at all
(a) Speech therapy 15 27 30
(b) Hearing therapy 1 [j 2 3
{cy Hearingtesting 1] 2] 3[]
(d) Other. 10O 20 3]
{e) Other. 1] 2] 31

. GRADE LEVEL DISTRIBUTION OF CASES:
Circle the grade in which you have the greatest
concentration of students:

K 1234561782910 11 12 Special

Now go back and cross out all of those grades in
which you have no cases.

. TYPES OF DISORDERS IN YOUR CASE-
LOAD: How many students do you have in each
of the following clagsifications?

(a) Articulation
(b) Cerebral palsy
(c) Cleft palate
(d) Delayed speech
() Hard of hearing......cceocrvevmn..n
(£} Stutterers
{g) Voice cases
(h) Other

Total

9.

0.

11,

12,

13.

4.

LENGTH OF EXPERIENCE: How many years
of paid experience do you now have as a speech
and hearing therapist?

1] lorless
2] 2or3
3[]450r6
47 7,89%0r10
5[] Over1o

How many different positions have you held?

(a) As a speech and hearing therapist

1 7] One 211 Two 3 [[] Three

() Other types of positions

4 7] Four or more
2] Two

4 ] Four or more

1[] One $ [7] Three

How many years have you spent in your present
position?

1[7] One 3] 450r8
2] 20r3 4[] 78%0r10
5 [7] 11 or more

PREVIOUS EMPLOYMENT: Have you ever
heen employed as a regular classroom teacher?

Yes No
(a} Elementary 1M 2
{b) Secondary 1] 2

DECISION TO BECOME A SPEECH AND
HEARING THERAPIST: When did you decide
to become a speech therapist?

1 [7] Before entering college

2 [7] During your first year of coliege

3 [] After your first year but before graduation
4 [] After graduation

Did a particitlar individual influence you to be-
come a speech and hearing therapist?
— [ Yes
O [] No
If yes, who was this individual?
1] A friend who was studying or had
studied to be a therapist

2 [7] A speech and hearing therapist in a
school you attended

3 [] High School counselor
4 [] College counselor (or advisor)
5 [} Other.




15. Do you or have you ever had a speech disorder?

18.

~ [ Yes

O 1 Ne

If yes, did it influence your vocational aims?
1[] Yes
2 [] No

YOUR EVALUATION OF THE TRAINING YOU RECEIVED: Please indicate your evaluation of
cach of the following aspects of your training: (For each lettered item, check one under theory and

one under practice)

Appendiz C

Good T]}Eag-RY Poor Good PR%‘S{EICE Poor
{a) Articulation 10 200 30 4[] 50O 60O
(b) Stuttering 10 2z 30 4] 577 80
{c) Voice disorders 10 20 3] 4[] 50 67
(d) Cleft Palate 1y 21 3] 477 500 6]
(e) Cerebral Palsy 1) 2[00 s a0 50 &0
(f} Hearing testing 13 20 3] 40 5] 6 ]
(g} Normal speech and language de;eiopmcnt 1] 2 3 4M 57 6]
(h) Organization and managementof public 1] 2[] 3 [} s 5] €[]

school program

(i) Scheduling 10 20 30 471 5] 60
(i) Prolcssional relations 1] 20 3 4] 5] 6M
(k) Child growth and development 1 23 3> 4] 5] 8]

143
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17.

18,

TRAINING IN GROUP THERAPY: What part
of your practical training was devoted to work-
ing with groups?

1 ] Three-fourths or more

2 (7] About one-half

3 [[] One-fourth or less

0[] None

YOUR TRAINING IN WRITING REPORTS,
PLANS, ETC.: Did you prepare the [ollowing in
vour training?

Cecasion-
Routinely  ally  Notatall

18,

20.

2L

(a) Lesson plans 177 27 3 D_
—(%TWritten evaluations of

therapy procedures 1 ] 2] 3[]
{c) Progress reports 1] 2] 3]
{d) Diagnosticreperts 1 [ 2 m_"s i:ji
{e) Summaryreports 1 [7] 2] 3[]}

SUPERVISED TEACHING DURING YOQUR
TRAINING: Indicate which of the following
were included in your speech and hearing train-
ng:

(Check all that apply)

Regular classroom practice teaching

Public school speech therapy
Speech clinic practicum

YOUR TRAINING IN OTHER AREAS: What
single area of training, besides speech and hear-
ing, has been of most value to you?

1 ] General specch
2 [] Special Education
3 [] General Education

1] Psychology
5 [] Other.

RECRUITMENT OF PROSPECTIVE THERA-
PISTS: Do you do anything in your community
to acquaint high school students with the speech
and hearing profession?

— [J Yes
Q [} Neo
1f ves, what do you do?

22.

23.

24

LESSON PLANS: Which of the following ap-
proaches to the preparation of lessons for your
students do you employ?

1 [} Informal lesson plans

2 [] Plans written in advance by yourself

3 ] Those suggested and/or prepared by your
supervisor

4 [7] Other

Now, please underline the one you use most
olten.

YOUR FUTURE PLANS: What are your plans
for the next five years?

1 [] Continue as a public school speech and
hearing therapist
2 ] Return tn school for graduate work

3 [[] Secure ancther educational position such
as administration, teaching, ete.

4 [[] Become a speech and hearing therapist in
another situation; please specify.

5 [7] Beecome a housewife
§ 7] Other,

YOUR RESEARCH IN SPEECH AND HEAR-
ING IN THE PUBLIC SCHOOQLS: Have you
ever done or are you doing auny research on
your job?

~ [] Yes
07 MNo

(a) If yes, what was the general area?
{Check all that apply)

1 [} Comparison or development of
techniques

2 [7] Development of testing techniques
and devices

3 7] Comparative effectiveness of con-
trasting scheduling methoda

4 7 Incidence studies

5 [] Other

(b) Was this research conducted as:
(Check all that apply)

1 [] A reguirement for a course or an advanced
degree

2 [ A voluntary project on your own time

3 [77 A part of your regularly scheduled work

4 [} In cooperation with academically spon-
sored research

5 [] Other




25,

26,

21.

28,

29.

THE PREPARATION OF THERAPISTS IN

RESEARCH: Should therapists be?

1 [} Trained to do research

2 [T Reguired to read and understand, but not
conduct research

3 [[] Exposed to little or no specific training in
research

RESEARCH IN YOUR SCHOOL SYSTEM:
What is the attitude in your system toward
experimentation and research?

1 [7) Favorahle
2 [] Indifferent
3 [] Unfavorable

Schoo! systems should encourage therapists to
do research by:

1 [] Time allocation

2 [ Allotment of budget

3 [} Both time and budget

4 [} Should not be encouraged

Do you ever engage in private practice?

—~ [ Yes

O[] No

If yes, what is the source of your clients?
(Check all that apply)

1 (7] Students enrolled in my public school
therapy classes.

2 [] Students enrolled in public school ther-
apy classes but working with a different
therapist

3 [T} Students eligible for public school ther-
apy but not enrolled because of case
over-load

4 [] Children not eligible for public school
therapy because of the nature of the
handicap, parochial enrollment, ete.

5 [ Adults

6 [] Other

What is the largest number of clients yvou have

carried regularly on a private practice hasis

while working full time as a public school ther-

apist?

1 [ I have never engaged in private practice
when working as a public school therapist

2 [T 3 or fewer

3[] 4to9

4 [] 10 or more

Appendizx C 143
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YOUR REMEDIAL PROCEDURES: What remedial procedures do you use? How often do you use them?
For what types of cases?
Do vou
ever Hew often?
use it? BSome- For what types of cases?*
REMEDIAL PROCEDURE Yes No Often times Artie Voice Stutt DelSp Hof H Organic
1. Advertising one’s problem 12> 1J 2010 217 3 4 53 67
2. Auditory diserimination
training 120 10 20 121 340 50 6]
3. Autobiography 1] 20 177 2] 12340 57 6]
4, Babbling 1|1 e (1O e 34053 60
5. Bibliothcrapy L] 2[5 10 2] 1] 28040 5712 6]
6. Breath chewing 12yl 21|10 20307 417 500 6L
7. Breathingexercisesand drills 1 [ 2[] | 1[] 2] | £[] 2] 31 4 5% 61
8. Building “life situation”
lipreading voeabulary 1] 2[7% 1.7 2[] 1] erys)4c 50 6]
9. Changing stuttering pattern
{bounce, prolongation, re-
laxed controlled stutlering) 1 O 23 117 20 1) 27 3] 4[] 51 61
10. Checking and rating devices 1M 2 1 ey 2] 3[ 4] s 6
11. Choral reading 17 2 1] 2™ 12 31 4[] 57 6 M
12. Clinical command 1075 2] 171 2(] 120 s 40 s8¢0 61
13. Commercial speech records 171 27 1020 |1 23 8] 4y 51 607
14. Creative dramaties—
puppetry—role playing 17] 2] 0z 1) 2] 3[4 s LA
15, Directive counseling 17 2] 1 2] 1y et 3] 40 50 6]
16. Far training gl i i 2 300 43 50 6
17. Establishing unilaterality 1] 20 1] 2™ 1203340 519 61
18. Eye contact 12 b2y lyg 2] 8y 4] 5 s8]
19. Group discussion 1] 20 17 20 tO 20 3040 5O 6
*Artic—articulation; Voice—voice disorders; Stutt—stuttering; DelSp—delayed speech; H of H—hard of
hearing: Organic—arganic disorders.

—_6—
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Do you
ever How often?
use 1£? Some- For what types of cases?
REMEDIAL PROCEDURE Yes No Often times Artic Volce Stutt DelSp Hof H Organic
20. Group therapy 1020 17 207 1Jz20 33340 50 6]
21. Group singing 10 2] 1020 12030040 53 8]
22. Heterogeneous grouping 1M 20] 10 2] 1M 2 D 3] 40 s 6]
23. Homogeneous grouping 12| 1>g2g0l1Qg 203340 s> &0
24. Imitation 10 20 17 207 120340 50 &[]
25. Lip, tongue and jaw exercises 1 {] 2] 11 2] 1 23 83340 501 6]
26. Manipulation of the speech
structures 1O2Qg |1tz 1O 2@ s 401s0g €0
27. Mirror observation and
practice 1] 2] 17 2] 12334350 63
28. Modified play or release
therapy 1] 20 10 27 177 2{3 3 40 50 67
29, Motion pictures, film strips 10 2103 1] 2] 1203340 514 6]
30. Motoe-kinesthetic methad 1020 1] 2] 1Oz@g s34 s 81
31. Negative practice 1020 1] 2 1 22040 57 6]
32. Non-directive counseling 1] 20 17 21 10232330 40 50 6
33. Nonsense syllables and drills 1720 1] 2] 12323040 50 8]
34. Oral reading {alone} 1 20 i) 2m 1323 3 O 440 53 6]
35, Parent guidance 10 20 1] 2] 1203040 50 8]
26. Penalizing the error 17 2 17 20 1203040 50 6]
37. Phonation exercisesand drills 1 7] 2 [ 1] 20] 1] 20 3] 407 50 8
38. Phonetic placement Ieisl Blaki=sl Ela i In s s B An]
39. Practice with isolated vowels 1210z 10O 23 3[40 5] 67
40. Psychotherapy 1120 1M 27 1M 273 3] 407 5[] 6]

.
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Do you
ever How often?
use it? Some- For what types of cases?
REMEDIAL PROCEDURE Yes No Offen times Artic Voice Stuit DelSp Hof H OQOrganic
41. Pupil dictated steories 1020 10 20 1Ly 200 30 4 500 6 (1
42. Rate drills 1M 20 10 2 1 21] 33 4[] 5 6]
43. Relaxation games and
activitics 10 20] 17 203 1O 2301 4 s 8]
44. Rhythmic training of paired
muscles 17 201 100 2] 10203 30 4 s G{j
45. Stmullaneous talking and
writing 1] 27 13 27 1] 233340 57 6 7]

46. Soft palateexercisesanddrills 1 [ 21 | 13 2 | 1] 2] 3] 4] 5 6]

47. Sound drills; with word lists,

sentences and rhymes i) 20 11 203 1O e 340 5 6]
48, Speech rhythm exereises and

drills 10zl 1Qen ) 140 50 80
49. Speech sound games 120 1] 20 1027340 57 6]
50. Tape recordings 17 27 L[] 21 1M 2031140 50 6]
51. Telephone drills imeeglig et g sn s 600
52. ‘Throat muscles exercises

and drills g0l 100l e 3O 40 s 607
53, Tongue iwisters 173 2] 14 20 1z 340 50 6
54, Unison oral reading 1Ozl 120l tOe0 2040 s 80

55, Unit situations, words and
phrases (lessons on animals,

history, ete.) 1120 107 207 17 2] 3 ¢4 0o s>Q 6]
56. Use of rhythm instruments 121 1g gt zeg s3> 40 s 80
57. Visual auditory stimulation 17 2 1220 i zOs3sO 4 5O s

58. Voice recordings 1z z0 1] 213 132340 50 6]
59, Voiceless speech games and
activities 1] 20 120 120 3425 61

60. Whispered voice and
phantom lip movements 12Ol 1o 2011020383040 50 67

wf
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Questionnaire II for Speech and Hearing Supervisory Personnel

NATIONAL SURVEY OF
PUBLIC SCHOOL SPEECH AND HEARING SERVICES

Co-sponsored by

United States American Speech
Office of Pardue and Hearing
Education University Association

QUESTIONNAIRE II

for
SPEECH AND HEARING SUPERVISORY PERSONNEL

TERMINOLOGY: Technical and professional terms used in this questionnaire were provided
by the field personnel who submitted items. Preferences for other nomenclature are recog-
nized, but space considerations prohibit the listing of alternative terms.

The information obtained from this questionnaire will be kept strictly
confidential. Your name will be used only to facilitate mailing and to
check on the alphabetical randomness of the sample. Otherwise, com-~
plete anonymity of response is assured.

DIRECTIONS: Please answer every question. In many cases an “other” alternative is offered
in order to assure complete coverage. However, if you need to amplify a response, feel {ree
to write in the margins.

CHECK ONLY ONE BOX for each numbered question and each lettered
part of a question, unless the directions specifically indicate, “check all

that apply.”
1. Name 3. Is this itle suitable for the work that you do?
1] Yes
— [] No
If no, what title would you prefer?
2. Your title

149
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4. Your age:
1] 20-25 3] 31-35 5 ] Overdd
2 [7] 26-30 4[] 36-40

. What is your salary?
0 ] Under $6000

1 [ $6000-5499

2 (] $6500-6999
3] $7000-7499

4 [T] $7500-7993

5[] $8000-8499

6 [] $8500-8999

7 [] $9000-3499

8 ] $9500-9899

4 [7] Over $10,000

. SUPERVISORY DUTIES: How important do

you consider each of the following duties to be,
for someone in your position?

Moder- Not
Very ately S5light atall
{a) Assists in
diagnosing 123 o0
{0} Budget i
preparation 12O s od
(¢) Compiles and
reports entollment
figures IO s eg
{d)} Devises report
forms 1 20 801 o3
(e) Interview applicants
for speech and
hearing positions 1] 2] 3] 0
(f) In-service training
for teachers igz2gs33g og
(g) Observation of
therapists 1z Qg o
(h) Plans for needed '
eguipment 1J20 3] 0O
(i) Prepares and revises
“speechhandbook™” 1 (] 2] 30 0
(j) Schedule of screen-
ingandtherapy 1] 2[3J 3(] 0[O
(k) Takes care of
veferrals 1Oz 3@ o2
() Talks to outside
groups 1gzz@g sl oes

. How many therapists are under your super-
vision?

10.

11.

j2.

. What grades do they cover?

(Please circle)

1 2 3 4 5 87 8 9 10 11 12

Special

. For how many years has there been a speech and

hearing program?

No. of years
1 .25 6-9 or more
{a) Speechtherapy 1 [] 2] 3] 4 )

{b} Hearing
conservation

10zl g ¢

How many years of professional experience did
you have as a:

{a) Public school speech and hear-
ing therapist?

(b) Speech and hearing therapist in
other situations?

{c) Supervisor of speech and hear-
ing therapists?

() Other (please specify)__

EXTENT OF TRAINING: What is the highest
level of education you have completed?

1 [ College work but no degree
2 [[] Bachelor's degree

3 [] Bachelor's degree and additions] graduate
work

4 [C] Master's degree

5 [] Master’s degree and additional graduate
work

6 [ Doctorate

LOCATION OF TRAINING: Check the type of
institution where your highest level of speech
and hearing fraining was received:

1 {7] Teacher’s eallege or normal school

2 [ Liberal arts college, not part of a
unjversity

3 (] University
4 [J Other.
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13.

4.

15.

16.

17,

Do you consider the 200 hour practicum mini-
mum found in ASHA “basic certification” and in
many state licensing requirements, a sufficient
number of hours for the training of public school
speech and hearing therapists?

11 Yes
- [ Neo
If no, how would vou suggest additional prac-

ticum hours be allocated: Please rank the
following according to importance:

Individual work with severely
handicapped

Group therapy
Diagnostics

Parent counseling

SPEECH IMPROVEMENT: Do you think speech
improvemeni should be supervised by speech
and hearing personnel?

1 [ Yes

2] Neo

Should it be taught by speech and hearing per-
sonnel?

1 D Yes

2 [ No

REIMEURSEMENT: Do speech and hearing
programs in your state receive reimbursement?

— ] Yes

O [ No

If yes, what reports and records are required of
toeal programs in order to receive reimburse-
ment?

{Check all that apply)

1 ] Detailed quantitative information
2 [7] Limited qualitative information

3 [ Program description only

4 [ Other

Does the local school district receive reimburse-
ment from state funds for time the therapist
spends on speech improvement work?

1 7] Yes,completely
2 [T} Partial reimbursement
0] Ne

18.

15.

20.

2L

22,

LICENSING REQUIREMENTS: Are your state
iicensing requirements similar to ASHA “basic
certification”?

1 (77 Yes
- [ Neo

If no, is there any trend for this to change

2 7] Toward ASHA

3 [] Away from ASHA

4 [ In a direction unrelated to ASHA
5 [ Nochange

What kinds of reports and statistics are routinely
submitted to your office?

(Check alf that apply)

1 [] Census Reporis

2 [ Classification

3 [] Equipment Inventory

4 [7] Financial Reports

5 [ Individual Case Reports
6 [] Program Description

7 [] Progress Reports

In considering therapists for employment, what
weight is given to the following:

Desir-  Unim-

Required ahble portant

(a) ASHA Membership 2 (] 1M LN
(k)Y ASHA Certification 2 O 1 D 00

After a therapist has been employed, do you
encourage:

Yes No
() ASHA Membership 10 2
(d) ASHA Certification 10 2

My principle area of specialization before I be-
came a supervisor was:

1 [C] Speech and Hearing
2 [7] General Speech

3 [] General Education
4 [ Special Education

5 [] Other




152  Public School Speech and Hearing Services

23.

24.

25,

26,

IMPORTANCE OF SECONDARY SUBJECT
MATTER AREAS TO THE TRAINING OF
SPEECH AND HEARING THERAPISTS: Please
rank the following on the basis of their relative
importance: {Rank from lst to 4th)

e General Education

e Special Education

Psychology

_—_ General Speech (other than speech
pathology}

Are there any provisions in your system for:

Yes No__
100 20
(b) Parochial school children _lif:'] 2 ]
(e} If yes to (a) and (b), please indicate, briefly,

(a) Pre-school children

what these provisions are:

———— e ———

RECRUITMENT OF PROSPECTIVE THERA-
PISTS: Do you do anything in your community
to acquaint high school students with the speech
and hcaring profession?

-~ [] Yes
O [ No

If yes, what do you do?

YOUR RESEARCH IN SPEECH AND EEAR-
ING IN THE PUBLIC SCHOOLS: Have you
ever done or are you doing any research on
your job?

— ] Yes
0[] Neo

{a) I yes, what was the genera] area?

{Check all that apply)

1 [} Comparison or development of
therapeutic technigques

2 (7] Development of testing techniques
and devices

3 [ Comparative effectiveness of
contrasting scheduling methods

4 [T} Incidence studies

5 D Other.

27,

28.

29,

30.

3L

(b) Was this rescarch conducted as:
{Check all that apply)

1 7] A requirement for a course or an advanced
degree

2 [] A veluntary project on your own time

3 [] A part of your regularly scheduled work

4 [ In cooperation with academically
sponsored research

5 [} Other_

THE PREPARATION OF THERAPISTS IN
RESEARCH: Should therapists be:

1 [[] Trained to do research

2 [] Required to read and understand, but not
conduct research

3 [] Exposed to little or no specific training in
research

RESEARCH IN YOUR SCHOOL SYSTEM:
What is the attitude in your system toward
experimentation and research in the system?

1 [] Favorable

2 [] Indifferent

3 [} Unfavorable

School systems should encourage therapists to
do research by

1 [ Time allocation

2 [ Allotment of budget

3 [ Both time and budget

4 [T] Should not be encouraged

THE NEED FOR GRADUATE TRAINING: How
imporiant is graduate training in speech and
hearing to the public school therapist?

1 [[] Essential

2 [T} Desirable

3 [[] Unimportant

Do you favor a five-year minimum training re-
quirement for a speech and hearing license?

177 Yes
2 ] Ne
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32

33,

TEACHERS' LICENSES FOR THERAPISTS:
Do you think that it is important for a speech
and hearing therapist to bhave a teacher’s
license?

1] Yes
2 [ No

THE LOCATION OF CHILDREN WITH
SPEECH AND HEARING DISORDERS; With
what relative frequency do you employ the fol-
lowing methods?

Fre« Oceasion- Rarely or

quently ally not at all
(a) Referral 10 2] 30
{b) Survey 10 20 if]
(e} Class visitation 1] 20 3

(&) Questionnaire or

Inventory 1M 2 3
{e) Other. 17 27 30

. THE NEED FOR RESEARCH ABOUT CASE-

LOADS: How great is the need for research in
order to clarify the relative importance of the
following caseload factors?

Urgent Moderate No nheed

(a) Number of students

seen at one fime 1 [7] 20 30
{b) Number of times per

week they areseen 1 [7] 2 3]
(¢} Length of therapy

sessions 17 20 3M
(d) Block system versus

regularscheduling 1] 2[J 3]
{e) Homogeneous vs.

heterogeneous

groups 1] 2 30

Do you think this type of research would be
permiited in your system, assuming it would be
done by competent persons?
2 ] No

1] Yes 3 ] idon’t know

35. SPEECH IMPROVEMENT PROGRAM IN

36,

YOUR SYSTEM: Is there a speech improve-
ment program in your system{s)?

— [ Yes
O [ No
{a) If yes, is it
1 [7] Part of the speech and hearing
program
2 [7] Part of the language arts program

3 [T} A separate program
4 [] Other

(b) Has it decreased the number of students
requiring therapy?

1] Yes

2[] No

3 [ Idon't know

(e) What grade levels are involved in this pro-
gram?
(Check all that apply)
1 [] Primary
2 [} Flementary
3 [] Secondary

(d) What is the speech and hearing therapists’
relationship to this program?
(Check all that apply)

1 [7] Teach speech improvement classes
2 [T] Supervise classroom teachers
3 [] Other.

{e) Are you planning any expansion of your
program?

1] Yes

2] Ne

SPEECH IMPROVEMENT PROGRAMS: Do
you encourage the extension of speech improve-
ment programs in your system(s)?

— [ Yes
0[] Neo

If yes, in which of the following waya?

(Check all that apply)

1 [] Cenducting workshops or conferences
2 7] Berving as a consultant

3 [7] Supplying suitable materials

4 [ Other, please specify

—5—
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37.

39,

THE THERAPIST AND THE SPEECH IM-
PROVEMENT PROGRAM: Do you think speech
and hearing therapists should participste in the
speech improvement programs in their school
systems?

- [ Yes

0 [ No

If yes, in what capacity?

1 [} Consultant
2 ] Supervisor
3 [7] Teacher

4 [] Other

. MEMBERSHIP IN PROFESSIONAL ORGANI-

ZATIONS: Please indicate your membership in
speech and hearing associations:

Yes No
{a) State 10 2
(b) ASHA 1) 2[]
If no, (to b} have you applied for membership?
1] Yes
2 ] Neo

LICENSE AND CERTIFICATION: Indicate
your state license and ASHA, Certification.

ASHA

Ap}:lled Ad-

State or __ Basic vanced
(a) Speech 1[7 (@ 1[] 23 3[]
(b) Hearing 2] (d) 1 020 32

. RECRUITMENT PRCGRAMS: Please check

which of the following carry on an active pro-
gram in your state:

(Check all that apply)

1 [7] State department of education

2 [7] Colleges and Universities

3 [7] High scheol counselors

4 [] State Speech and Hearing Association
5 [ Local speech therapists

0 [] None of these

Now underline the one which is the most effec~
tive recruitment program.

41,

42,

43.

44.

EFFECTIVENESS OF RECRUITMENT PRO-
GRAMS: Within what groups is your reeruit-
ment program meost successful?

1 [ High school

2 ] College freshmen

3 [) Other undergraduates

4 [] Teachers

5 [7] Other.

RECRUITMENT AIDS: What aids, devices, lit-
erature, etc., do you use in your recruitment
program?

{Check all that apply)

1 [T} Movies

2 [ Film strips

3 [] Pamphlets

4 ] Newspapers

5 (] Talks by former students
6 [] High school workshops

T [ Other

STAFFING — SUPFLY AND DEMAND: Is the
recruitment in your state commensurate with
personnel needs?

17 Yes

2 [ Almost

3] Ne

If no, are there sufficient training facilities to

take care of more students of speech and
hearing therapy?

1] Yes
2 [ Almost
3 [J Ne

How do you think recruitment “drives” should
operate?

1 [ A part of a generalized recruitment pro-
gram such as is found in “career day”
programs in some colleges.

2 [ A separate drive by speech and hearing
personnel, so as to disassociate speech and
hearing from other educational and thera-
peutic professions,

3 [Q We should let recruitment take care of it-
self; by personal contacts, by college adwi-
sors, and by general law of supply and
demand.
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45,

48,

47,

NEEDS FOR MORE ADEQUATE RECRUIT-
MENT PROGRAMS: To what extent is your
recruitment program limited? Do you have
sufficient:

Deﬁ‘?g;e:y Us%aolly
(a) Time 10 20
(b} Money 1 D 2 3
(c) Cooperation of administra-
tive personnelin schools 1 7] 2
(d) Materials 10 2
(e) Secretarial help 1M 20
(f) Original approaches 1M 2

WAITING LIST: Approximately how many ad-
ditional students could be admitted to speech
and hearing therapy under optimum conditions?

YOUR PROFESSIONAL RELATIONSHIPS:
How would you classify your professional rela-
tionships with each of the following individuals?

No Excel- Satis-
Contacls lent factory Other

(a) Classroom

teachers o] 102 30
{b) Principals e 1020 3
(c) Superintendent 0] 1[) 23 83
{d) School psychologist

and/or guidance

counselor o 10 23 3
(e) School nurse o] 1] 2000 3O
(f) School doctor o] 1 2 307
(g) Special education

directors 0 17 20 3

48,

49,

ATTENDANCE AT PROFESSIONAL MEET-
INGS: Does your administration furnish you
time and/or money to facilitate your attendance
at meetings of speech and hearing organizations?

i 1

For a.ttendmg ﬁg{:a::g Reﬁ:::ed
Meetings of: funds  only Nothing
(a) State Speechand

Hearing Association 1 [ 23 o]
(b) Regional Speech and

Hearing Association 1 [] 2 0]
(e) ASHA Convention 1 [ 20 00
BLOCK SYSTEM:

Yes No

(2) Have you ever used it? 1M 20
{b) Are you now using it? 17 2

If yes, to (a) or (k) evaluate its effectiveness
below:
1 ] Block system is far superior
2 [7] Block system is a little better
3 [ About the same
4 [] Regular scheduling is a little better
5 [ Reguiar scheduling is far superior
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Questionnaire IIl for Academic Institutions which Offer Training Applicable
to Public School Speech and Hearing Therapy

NATIONAL SURVEY OF
PUBLIC SCHOOL SPEECH AND HEARING SERVICES

Co-sponsored by

United States American Speech
Office of Purdue and Hearing
Education University Association

QUESTIONNAIRE 11T
for
ACADEMIC INSTITUTIONS WHICH OFFER TRAINING AFPLICABLE
TO PUBLIC SCHOOL SPEECH AND HEARING THERAPY

TERMINOILOGY: Technical and professional terms used in this questionnaire were provided
by the field personnel who submitted items. Preferences for other nomenclature are recog-
nized, but space considerations prohibit the listing of alternative terms.

The information chtained from this questionnaire will be kept strictly
confidential. Your name will be used only to facilitate mailing and to
check on the alphabetical randomness of the sample. Otherwise, coms-
plete anonymity of response is assured.

DIRECTIONS: Please answer every guestion. In many cases an “other” alternative is offered
in order to assure complete coverage. However, if you need to amplify a response, feel free
to write in the margins.

CHECK ONLY ONE BOX for each numbered question and each lettered
part of a question, unless the directions specifically indicate, “check all
that apply.”

1. Name of Institution 3. Title

2. Name of person completing this questionnaire

156
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4. TERMINOLOGY: What do you call the under- 6.
graduate majot in the speech and hearving area,
i.e., the major that is associated with the training
of a public school Speech and Hearing Ther-

apist?

1 [T] Speech Correction
2 [7] Speech Therapy

3 [ ] Speech and Hearing Therapy 7.

4 [ Speech Pathology

5 [] Speech Pathology and Audiology
6 ] Speech Correction and Audiology

7 [} Special Education

8 (] Other.

5. To what administrative unit is your program

attached?

1 [} Cellege of Liberal Arts
2 [] Division of Education
3 [7] Medical School

4 [T Other

B. GRADUATION AND ENROLLMENT ESTIMATES: How many students, majoring in speech and
hearing were and are in the classes of the years indicated?

Degree
Bachelor’s

Master's

Doctorate

%, NUMBERS OF FACULTY MEMBERS IN SPEECH AND HEARING PROGRAM:

Speech Pathology
Auditory

Research

(Please give best estimates)

Number graduated
Class of

In what department?
1 [[] Speech

2 [] Education

3 [] English

4 | Psychology

5 [7] Other

DEGREES IN SPEECH AND HEARING OF-
FERED BY YOUR SCHOOL: What degrees may
be earned by a speech and hearing major in
your schoel?

(Check all that apply)

1 [] Bachelar’s

2 7] Master’'s

3 [} Doctorate

4 [] None

If you offer a master’s, is the writing of a thesis:

Yes No

(a) Required 1 2171
(b) Optional 17 2

(c) Unavailable as an option 1 [] 21

Number enrolled

Class of
57 59 B0 61 62
{a} (b) {c) {d) {e}- ()
(g} -(h). (1) (i (k). -
(m)——(n).- (o) — |{p)- (@) (r)

e time Teathing Fenows
(a) (b) (©
() (e) )
&)

(e (W)
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hearing?

10. COURSE REQUIREMENTS: What courses are required for graduation with a major in speech and

Number of courses

Net Not
required available

- part L2 3 _  More
(a) Articulatory disorders 10 2] 3] 40 5[] 0
() Audiomeiry (Audiclogy) 1] 203 34 407 s5(] o]
(cy Child growth and development 1 20 30} 477 5] 0
(d) Child psycholegy ' 1] 21 sty 4[] 50 o]
{ey Clinical methods Iy 20 301 Qg s5Qg o
{f) Clinical practice: in clinic 1] 20 3 400 500 903
(g) Clinical practice: in public schools 11 2 3 40 s5[) o]
{h) Hearing conservation 1] 2([ 38Qd 44 540 O
{i) Leboratory methods 0] 20y 900 40 50 00
{§) Lip reading ) ity 2] 300 44 50O o0y
{k) Mental hygiene 171 2[5 3] 4[] 5[] o]
(1) Normal speech and language development 1 ] 2 [j—"—3 ] 4ﬁ 5] ] E—
{m) Organic disorders R N T R Y R A ]
{) Phonetics ) T[] 2zf[] 30 401 543 907
(o) Speech correction (pathology) 1] 2 330 40g 501 0
{p) Stuitering 17 2] i1 40 5 0[]
(q) Tests and measurements 1] 2] 3 4[] 5073 0%
{r) Voice disorders 1T e[ a3Cg TO s erg
{s) Voice science (Anatomy-Acoustics) 1 I 2/ 3 [ 47 5 0]

11. PROBLEMS IN TRAINING PUBLIC SCHOOL
THERAPISTS: What problems do you have in
maintaining and developing the present quality
of your program for preparing siudents to work
in the public schools?

No  Binor Severe
proi- prob- prob-
- lem lem  lem
(a) Insufficient staff
for teaching 6] 13 2 1_:|‘

(b) Insufficient staff for
supervision of practicum 0 ] 1) 2 []

(c) Insufficient staff for
research

O 10 20

(d) Cannot provide an
adequate number and
variety of cases for stu-
dents’ clinical experience 0[] 1 [
Not enough funds to pur-
chase new equipment
Difficulty meeting the ’
requirements of ASHA,
State Certification, and
graduation all at the
same time

AN
2]

{e

—_—

R
.t
~

2
: 0

—

Enadequate physical
facilities

(2

12. NEED FOR STUDENTS: What is your present
sttuation regarding the acceptance and rejection
of students for speech therapy programs?

1 ] We have to turn down geod students be-
cause of lack of room.

2 [7] We have more applicants than openings,
but we have room for all the best students.

3 [7] We are operating comfortably close ta our
capacity.

4 [7] We have room for more students, but don't
have enough suitable applicants.

13. DIRECT CONTACTS WITH PUBLIC
SCHOQLS:; What kinds of contacts does your

program have with public schools?

Yes No

(a) Provide student therapists 100 20
(b) Set up workshops in speech

and hearing for school systems 1 [] 2 [
{¢) Perform speech and hearing

surveys in public schools 10 2]
{d) Faculty or graduate students

do research in publie schools 10 2]
{e) Talks Gbefore faculty and

parent groups 10 zd
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14. In what year of college do students usually:

Fresh- Sopho- .
man  more Junior Senior

(a) Take first course
inspeechtherapy 1] 2] 3] 4[]

(b) Begin required N
observation

t02aznn
13203048

(¢) Begin required
therapy

15, STUDENT TEACHING REQUIREMENT: Indi-
cate the kind of student teaching you require

of your spzech and hearing majors:

1 [J Begular classroom practice teaching
2 [7] Speech and hearing practice teaching
3 [ Both of the above
0 [] No practice teaching is required
16. Does your training pregram include practice
therapy in school systems that do not have
speech and hearing programs?

1] Yes
2 [ Ne

Approximately how many practicum hours are
undergraduate students required to have?

i7.

Partici-
pation
therapy

(b)y____
(d)y

Ohser-
valion

In a public school situation ta)_____

()

in a clinical setting
18. SUPERVISION OF PRACTICUM: In clinical
practice and/or praciice teaching are your stu-
dents supervised by:
1 [7] Your own school staft
2 [7] Public School critic teachers
3 [7 Both
0 [ ] None

If there is supervision, what does this super-
vision consist of?
(Check all that apply)

Peri-

odic Confer-
Not  Daily Ob- cenees
Appli- Obser- serva- With
cable vation lion Student

(a) In a public

school situation 07 1) 2:1 3[]
T(bY In auniversity
clinical situation 0 :_ 107 37

(c) In a medical o7
rehabtlitation
facility

" ¢dj Others

9]

19. YOUR CURRICULUM: Do you teach methods,
organization, and administration of public school
speech and hearing therapy?

1 [7] As a separate course

2 [ Asapart of a more general course

3 [] Incidently in clinical work and student
supervision

0 [] Notatall

20. EMPLOYMENT OF GRADUATES: Using the
students who graduated last year as a guide, by
whorn are your students employed after they
graduate from your speech-hearing program?
(Inciude both Bachelor’s and Master's pro-
grams.)

Threé- One-
fourths About fourth
or more half or less
(a) Public school 3] 2 1
{b) Medical and rehabili-
tation centers 3] 2] 1]
{c) University (staff or
grad asst.) 3 2] 10
(d) Other___._.. s 20 10

21. Does your institution:

Yes No

{a) Require a speech and hearing
examination for all students in

yvour College or University 10 2]
{h) Require a speech correction
course of all education majors 1 (7] 2 [}
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Questionnaire IV for Speech Improvement Teachers

NATIONAL SURVEY OF
PUBLIC SCHOOL SPEECH AND HEARING SERVICEN

Co-sponsored by

United States American Speech
Office of Purdue and Hearing
Education University Association

QUESTIONNAIRE IV

for

SPEECH IMPROVEMENT TEACHERS

TERMINOLOGY: Technical and professional terms used in this questionnaire were provided
by the field personnei who submitted items. Preferences for other nomenclature are recog-
nized, but space considerations prohibit the listing of alternative terms.

The information obtained from this guestionnaire will be kept strictly
confidential. Your name will be used only to facilitate mailing and to
check on the alphabetical randomness of the sample. Otherwise, com-
plete anonymity of response is assured.

DIRECTIONS: Please answer every question. In many cases an “other” alternative is offered
in order to assure complete coverage. However, if you need to amplify a response, feel free
to write in the margins.

CHECK ONLY ONE BOX for each numbered question and each lettered
part of a question, unless the directions specifically indicate, “check all
that apply.”

1. {a) Name

(b) Your school system’s name and location

160
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2, Which of the following best describes your posi-

tion?

1 [ Speech improvement teacher
2 [7] Speech and hearing therapist
3 [] Classroom teacher (alone)

4 [] Classroom teacher (with guidance from
therapist)
5 [7] Other.

. Your age:
1] 20-25

2 [ 26-30
3{]31-35

4 [ 36-40
5[] Over40

. What is your salary for the school year?
1 [ Under $3500 5 (] $5000-5489

2 [T] 83500-3999 8 [} $5500-5999
3 7] $4000-44899 7 [J $6000-64398
4 [] $4500-4999 8 [7] $6500-6999

9 [ $7000 or more

. In what grades do you teach speech improve-
ment classes? (Please circle)

K 1 2 3 4 5 6 7 8 9
Special (specify)

10 11 12

. How many years of professional experience have
you had as a:

Years of experlence

- » By Over
1 2or3d oré orll 10
(a) Speech
improvement
teacher t{3 23340 s

(b) Teacher (in-

cuding(a)) 1 7] 2 3{] 4O 57

. EXTENT OF TRAINING: What is the highest

level of education you have completed?

1 7] College work but ne degree

2 [7] Bachelor's degree

3 7] Bachelor's degree and additional graduate
work

4 [7] Master's degree

5 [7] Master’s degree and additional graduate
work

6 [] Doctorate

8.

i,

11.

12

13.

14.

PROFESSIONAL ORGANIZATIONS: Do you
belong to any of the following?

Yes No
(a) American Speech and
Hearing Association 10 2]
{b) Council for Exceptional
Children 1] 20
{c) NEA 1] 2]
(d) State Speech and Hearing 10 2
(e) State Teachers Organization 1 {7) 2

. What is the average size of your speech im-

provement class{es)?

About how long are your periods for teaching
speech improvement?

How many beriods each week are devoted to
speech improvement for each student?

How much time do you spend each week teach-
ing speech improvement classes?

Number of hours

What do you do besides teach speech improve-
ment?

(Check all that apply)
1 {7 All subjects in elementary grades

2 [} Just speech, reading
3 [] Other.

TRAINING: In whichk one of these fields have
vou had the most complete training and expe-
rience?

1 [] Speech and hearing therapy

2 [] Speech arts

3 [] English

4 [] Other (please specify your major field)__

Please underline the one which you think would
be the best for teachers of speech improvement,
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15.

16.

17.

18.

19,

YOUR IMMEDIATE SUPERIOR: To whom are
you directly responsible for the conduct of your
program?

1 [[] Superintendent of schools

2 [7] Principal

3 {1 Dircctor of special education

4 []) Supervisor of speech and hearing

5[] Other. . -

PREVIOUS TRAINING OF YOUR SUPER-
VISORS: What is the training background of
your immediate supervisor?

1 [] Speech and hearing

2 [7] Special education with some speech and
hearing

3 7] Special education without speech and
hearing

4 (7] Other -

SPEAKING ACTIVITIES: Which of the follow-
ing do you use?

(Check any that appiy)
1 [7] Choral speaking
2 7] Individual reading
3 [} Dramatics, story telling, radio programs

4 7] Discussion and conversation
5 [ Other

Please underline the one you use most often.

How does your supervisor assist you?
(Check all that apply)

1 (7} In planning curriculum

2 [] Giving classroom demonstrations

3 '] With preparation for special programs and
meetings

4 [ Coordinating speech improvement with
regular curriculum

3 [} Coordinating speech improvement with
remedial specch and hearing services

6 [} Assisting in evaluation of and improve-
ment of speech improvement program

Do you receive supervisory or consulatory as-
sistance from a speech and hearing —

Yes No
(a} Supervisor 10 2
{b} Therapist 1M 2

20, METHODS YOU ARE USING — EXERCISES:

Here is a list of “exercises” related to the teach-
ing of speech and language. Which of these do
you use in your teaching of speech improve-
ment?

Used
Used occa- Don't
often sionally use it

fa) Discriminate between
similar speech sounds

such as /s/ and /sh/ 120 33
(b) Eliminate “mumbling’ 1 [] 2] 3
(e} Eliminate sound

substitutions 1203 35

(d) Hear and use variations of

pitch, time and loudness 1 [} 2] 3 O
{e) Produce correctly all

speech sounds 100 2 33
(f) Relaxation i3z 33
(g) Proncunce syllables

correctly iy 203 30
(1) Separate words into their

phonetic components 153 20 33
(1) Stress appropriate

syllakles 1720 3]
(i) Use appropriate gestures

and facial expressions to

communicate feeling and

mood 10 23380
(k) Use International

Phonetic Alphabet 1020 3[0]
(1) Other (specify})——— 17} 2] 37
{m) Tongue, lip and jaw 1020 373
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METHODS YOU ARE USING — ACTIVITIES:
Here is a list of speaking activities that can be
used in the teaching of speech improvement.
Which of these do you use in your teaching of
speech improvement?

Used

Used oeca- Don't
often sionally use it

(a) Auditory trainingdrills 1 27} 3 [
(b) Discussions and

conversations 1z 373
{¢) Dramatiepresentations 1[] 2[] 3]
{d) Oral reading 120337
(e) Parliamentary procedure 1 [ 2 ] 3 []
(f) Talks and reporis 1201 37
{g) Voice and articulation

practice and drilts 112020
(h) Other (specify). . 1] 2] 30

What kinds of materials are used in your speech
improvement program? '

(Check al! that apply)
1] Electronic equipment (tape recorder,
radio, record player, television, movies)
2 7] Speech games '

3 [] Special speech improvement bhooks and
workbooks

4 ] Puppets
5 [] Other.

LESSON PLANS: Which of the following ap-
proaches to the preparation of lessons for your
speech improvement classes de you employ?

1 [} Informal lesson plans

2 {7 Plans written in advance by yourself

3 [] Those suggested and/or prepared by your
supervisor

4 ] Other

Now, please underline the one you use most
often.

24,

235.

26.

27

28,

How is the effectiveness of your speech improve-
ment program measured?

{Check all that apply)

Articulation tests

Voice ratings

Judgment of parents

Judgment of teachers

[J Judgment of children

6 [] Judgment of speech improvement
supervisor

7 [} Other.

13
2
3 0]
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Have you ohserved that speech improvement
helps students to:

Defi- To
nitely limited Don't
Yes exieni No Know

(a) Develop good

speech, voice and

language patterns 1 [} 2] 3 [ 0[]
(b) Correct minor

speech and voice

problems 17233 0T
(¢) Express their ideas
clearly 1020 3[3 0[]

What kinds of inservice training are available to
persons teaching speech improvement?

(Check all that apply)

1 7] Workshops in speech improvement in local
schools

2 ] Regional conferences in speech improve-
ment

3 [] State conferences in speech improvement

4 7] College courses in speech improvement

5 [] Demonstrations by supervisor of speech
improvement

6 [} Other

For how many years has your system had a
speech improvement program?

1J1 3] 8-9
2[] 25 4 [] 10 or more

SPEECH IMPROVEMENT (ENROLL): Ap-
proximately what percentage of your school stu-
dent population is enrolled in speech improve-
ment classes?

1 {] Less than 10%
2 [ 11% to 25%
3 [ 26% to 50%
4 [ 51% to 75%
5 [] More than 75%






