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CHAPTER I 

INTRODUCTION 

The person who exhibits stuttering behavior has long 

been of interest to both laymen and specialists. The 

first theories and therapies regarding the phenomenon of 

stuttering were developed before Christ, and since that 

time the problem has been approached from a variety of 

disciplines (Kingbell, 1939). Extensive research has been 

instigated only during the last forty years. The object 

of this research has been to determine the cause and 

perpetuation of the problem. It has been supplemented 

by a curiosity of the effects of therapies designed to 

reduce or eliminate the causes (Dohnson, 1955). 

Marked disagreements have resulted among the theories 

and thus the matter of definition has not been settled in 

order to satisfy all. Consequently, therapeutic methods 

have varied (Uiest, Ansberry and Carr, 1957). 

Because the origin of stuttering has remained an 

enigma, there has often been little relationship between 

an authority's theory and his recommended therapeutic 

procedures (Sheehan, 1951). lYlost theorists agree, however, 

that the stutterer is a complex individual and that each 

varies significantly from the other. It is known that 

they generally avoid communicative and social responsi

bilities but may be either well adjusted or maladjusted. 



These areas of agreement have set the trend for an electric 

type of therapeutic procedure (Adler, 1966). New methods 

are utilized every day. "The experts continue to search, 

the laymen to conjecture" (Diehl, 1958). 

The most prevalent method used currently is that 

advocated by learning or behavioral theorists. The modifi

cation of stuttering includes the unlearning of old patterns 

(stuttering) and the learning of new more acceptable ones 

(fluency) (Brutten and Shoemaker, 1967). 

Review of Related Literature 

The concepts developed by modern theorists relating 

to the causes of stuttering behavior can be classified 

under general explanatory categories. 

Constitutional Explanation 
of Stuttering Behavior 

The constitutional theories suggest that the person 

has a predisposition to stutter. It implies that stutter

ing can be the result of neurological disorders, physical 

disorders, or that it can be inherited. 

The neurological theory explains stuttering as "arising 

from a failure of the paired musculature employed in speech 

to receive properly timed innervating impulses from the 

integrating centers of the central nervous system" (Berry 

and Eisenson, 1956). Orton, Travis and Bryngleson believe 

that stuttering may occur during speech when there is a 



lack of hemisphere dominance or dominant gradient (Bender, 

1939). 

lYlore specifically, Bryngleson proposed that stuttering 

is a result of ambilateral rather than unilateral neuro

logical control over speech, probably due to the arrested 

development of the neural system (Berry and Eisenson, 1956). 

Orton and Travis suggest that the two hemispheres 

of the brain are in conflict. This results because the 

nondominant hand was trained and the dominant gradient was 

not developed as it should have been (Karlin, 1965). 

lUest (1958) also advocated a constitutional theory. 

He proposed that the basic cause of stuttering is organic 

even though there are psychosocial factors such as fear 

and anticipation which precipitate and aggravate the 

stuttering. Stuttering is a convulsive phenomenon. The 

breaks in speech represent sudden spasms which involve 

much tension and which disrupt the ease of muscles involved 

in speech and hence come to be feared by their victim. 

According to Wan Riper (1964), Uiest related this behavior 

to epilepsy or to its milder childhood form termed pknolepsy. 

This disorder is believed to have its basis in an imbalance 

of blood chemistry. 

Eisenson (1958) believes that stuttering is a persever-

atory phenomenon. Stutterers are predisposed to a stutter

ing manner of speech because they are constitutionally 

inclined to perseverate to a greater degree than do most 



people. The tendency for it results from the differences 

in the neurological makeup of the individual and his ability 

to cope with predisposing factors (Robinson, 1964). 

Bluemel believes that stuttering arises because of 

difficulty he terms "transitory auditory amnesia." In 

other words, no word can be spoken if there is no clear-

cut verbal image in the person's mind (Bender, 1939). 

Man Riper suggests that the "average child who begins 

to stutter does so because his nervous system is less 

capable of coordinating the paired speech musculature 

in the precise temporal pattern required by normal speech" 

(Ainsworth, 1945). 

It is proposed by some that stuttering rests in part 

upon a biological transmission of the syndrome that mani

fests itself in stuttering. Ilflildred Berry found that 

stuttering and multiple births occur in the same family 

strains. Families in which twins appear produce a dis

proportionately large number of stutterers. She also 

found that these same family relationships exist between 

stuttering and left-handedness (UJest, Ansberry and Carr, 

1957). 

Nelson (1936) has done research which indicates that 

stuttering occurs in children who had a family history 

of stuttering but who had not been in contact with these 

members of the family. 

On the basis of the constitutional theories, therapy 



was designed with two goals in mind: (l) to help the person 

understand that he was a stutterer and that there was noth

ing that he could do about it so he must learn to accept 

it, and (2) to help the stutterer stutter as easily and 

as effortlessly as possible (Gregory, 1958). 

Psychosomatic Explanation 
of Stuttering Behavior 

Psychosomatic is defined as those physical symptoms 

which have a relation to emotional states or mental activ

ity (Barbara, 1962). 

Karlin (1965) asserts that the primary cause of 

stuttering is a delay in the myelinization of the cortical 

areas in the brain concerned with speech. lYlyelinization 

or the covering of the nerve fibers with a protective 

sheath is correlated with physiological maturation and 

the development of control of function. Karlin suggests 

that there is a lower incidence of stuttering among girls 

than among boys because of the girls' advanced physiological 

maturation and myelinization of fibers at three to four 

years of age. He explains that nerve fibers which have 

been myelinated transmit impulses more precisely than do 

those which have not been myelinated. The effect of delay 

in myelinization is one of movement or sequence of movement 

as a result of lack of precision and fine co-ordination. 

Those impulses controlled by the brain cortex which are 

not co-ordinated in a dysrhythmic, repetitive, interrupted 



flow of speech (Berry and Eisenson, 1956). 

The delay in myelinization is considered by Karlin 

(1965) to be the basis for stuttering. The secondary 

factor, emotional stress, occurs during the negativistic 

period of the child's life when he is three or four years 

of age. The emotional stress acts as a catalytic agent 

in instigating stuttering. If the emotional stress is 

not modified, stuttering then becomes habit. 

Psychoanalytical Explanation 
of Stuttering Behavior 

Psychoanalytically, stuttering is broadly defined as 

a neurotic condition. Neurosis is considered to be an 

emotional maladjustment which involves a deviate behavior 

or personality (Ainsworth, 1945). This does not, however, 

rule out the possibility that neurosis may be learned 

(Uiolpe, 1954). 

According to Glauber, stuttering has been generally 

accepted as a pregenital conversion or a narcissistic 

neurosis. The ego or the executant part of the person

ality is insufficiently developed or defective and as a 

result, it encounters difficulties in handling the demands 

of the superego (Robinson, 1964). 

Speech more than any other body function is the symbol 

of the ego. Neurotic feelings are conditioned by a conflict 

between a desire to speak and a fear of speaking. The 

danger of an impinging early ego state on the functioning 



of the current ego state results in anxiety (Glauber, 1958). 

Barbara (1965) also asserts that psychological factors 

are the primary cause of stuttering behavior. Stuttering 

is the result of an unhealthy environment in which the child 

feels unwanted and unloved. "It is an expression of anxiety 

which arises in a young child who is in conflict." The 

child feels trapped by his problems and, as a result, makes 

spasmodic attempts at integration. 

Van Riper (1964) agrees that stuttering behavior is 

enhanced by this "basic inner conflict" which grows out of 

disturbed parent-child relationships, abnormal feeding or 

nursing behavior of the mother, harsh or early weaning 

or toilet training and overprotection by parents. 

Another advocator of the psychoanalytic explanation 

of stuttering is Blanton. He agrees that stuttering is 

a symptom of emotional difficulty (Blanton, 1958). 

Psychotherapy is a form of treatment which has been 

employed in an attempt to improve the "whole personality" 

of the stutterer. The object has been to enable the 

person to understand the nature and cause of his symptoms. 

He has been encouraged to directly and indirectly face and 

deal, in a mature and realistic manner, with the elements 

of his personality which are perpetuating these symptoms. 

The purpose has been to help him gain faith and confidence 

in himself (Gottlober, 1953). 

Relaxation therapy as first suggested by Jacobson 
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has been successfully utilized in conjunction with psycho

therapy. The primary aim of the method has been to eliminate 

unnecessary tension and to maintain a healthy balance 

between the amount of energy expended and that required for 

a given task. Thus, the act of speaking has been made 

easier (Gottlober, 1953), 

Hypnotism has often been used successfully as an 

adjunct to relaxation therapy. Under hypnosis, a person 

who stutters generally becomes "passive and receptive and 

his psychic resistance is easily overcome" (Rhodes, 1957). 

However, the technique's effectiveness as a therapeutic 

method in itself has been limited. Post-hypnotic sugges

tions of fluency have been short-lived, usually not lasting 

over thirty minutes (lYloore, 1946). 

Explanation of Stuttering 
as Learned Behavior 

There has been a steadily developing interest in the 

interpretation of stuttering behavior based on a learning 

theory framework. 

Johnson's Diagnosogenic Theory 

The most commonly accepted learning theory is the 

"Diagnosogenic Theory" developed by Dr. U/endell Dohnson. 

He perceived stuttering as arising out of the faulty 

diagnosis of normal non-fluencies by teachers, parents, 

and peers (Bluemel, 1969). The problem is believed to 



begin in the listener's ear rather than in the speaker's 

mouth (Dohnson, 1955). The child becomes aware of his 

speech after he has been "labeled" a stutterer and he 

learns to be anxious over his inadequacies and non-

fluencies. Stuttering behavior results when the child 

attempts to avoid or correct these inadequacies (Lanyon, 

1969), In Dohnson's words, "Stuttering is what a stutterer 

does trying not to stutter again" (Dohnson, 1956). 

Dr. Dohnson (1944) believed that therapy should con

sist of a re-evaluation of the child by his parents, 

teachers, and peers and that a semantic environment rela

tively free of tension and high standards should be 

created. The child should be praised for acceptable 

speech although it may not be perfect. 

This therapeutic procedure attempted to prevent 

anxiety by developing confidence within the child and 

thereby increasing the number of normal speech attempts. 

However, it did not aid the stutterer in any way to deal 

with anxiety when it was elicited (Sheehan, 1951). 

Sheehan's Approach-Avoidance Theory 

Doseph Sheehan (1953) has developed a conflict 

theory of stuttering. He believes that "stuttering is 

a result of an approach-avoidance conflict of opposed 

urges to speak and to hold back from speaking." 

Primary symptoms of stuttering, the repetitions and 

prolongations, are viewed as the basic conflict between. 
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the desire to speak and not to speak. Secondary symptoms 

are the techniques utilized by the stutterer in an attempt 

to avoid the conflict (Sheehan, 1968). 

Sheehan hypothesizes that the stutterer stops or 

blocks when the opposing forces reach an equilibrium. The 

occurrence of stuttering reduces the fear which elicited 

it. During the block, fear is reduced and the conflict 

is resolved when the blocked word is released. In other 

words, the stuttering behavior is reinforced (Berry and 

Eisenson, 1956). 

There are five distinct levels of conflict according 

to Sheehan (1953). These include: word level, situational 

level, emotional content level, relationship level, and the 

ego-protective level. 

The double approach-avoidance is believed to be at the 

core of the stuttering problem. "The conflict is between 

speaking and not speaking and between being silent and not 

being silent." There is a choice between shame and frustra

tion both of which are associated with guilt (Sheehan, 1958). 

An integration of psychotherapy and speech therapy 

is suggested by Dr. Sheehan, He believes that this integra

tion should be aimed at reducing fear and avoidance tenden

cies, Ulord and situation fears should be the concern of 

the speech therapist and feelings, relationships, and 

defenses should be treated by psychotherapy (Sheehan, 1958). 

He advocates the use of non-reinforcement procedures. The 
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stutterer should not be rewarded just because he speaks 

and is understood but should be required to make a normal 

speech attempt before leaving the word (Sheehan, 1951). 

Uiischner's Theory of Stuttering 

Uiischner postulates that stuttering cannot occur 

unless learned anxiety is present (Brutten and Shoemaker, 

1967). He hypothesizes that noxious stimuli, disapproval 

by parents or teachers of the child's behavior, elicits 

painful reactions in the child. These painful reactions 

result in anxiety, a secondary drive, which brings about 

disintegrated speech or motivation to avoid the noxious 

stimuli. Generalization occurs and sounds, words, situa

tions, and people's reactions become cues for anxiety. 

Avoidance behavior results in anxiety reduction and thus 

reinforces the stuttering behavior (iTlowrer, 1968). 

According to U/ischner, there are two types of anxiety 

evoking stimuli among stutterers: general situational 

anxiety, a result of nonverbal stimuli, and specific word 

anxiety which is elicited by verbal stijnuli (Uiischner, 

1950), 

Uiischner's theory is related to conditioned learning. 

The conditioned stimulus is the disapproval of 
adults to the child's speech. The unconditioned 
response is the normal nonfluency. The stuttering 
produced by painful reactions is the conditioned 
response. The act of stuttering therefore is 
reinforced as it is closely associated with 
anxiety reduction, (Adler, 1966) 
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Extinction of the stuttering response can occur only 

if the stutterer exhibits the original behavior, disfluent 

speech, and finds that the punishing consequences no longer 

occur. This process involves the removal of the original 

noxious stimuli or the disapproval of parents and teachers 

which no longer exists. Since the original aversion stimu

lus cannot be dealt with, the symptoms must be treated 

(Brutten and Shoemaker, 1967). 

Brutten and Shoemaker's Two-Factor Theory 

Brutten and Shoemaker (1957) agree with other learning 

theorists that a definition of stuttering is most accurate 

when considered in terms of behavioral responses as it is 

acquired much like other responses with the same learning 

principles and it also depends on some form of reinforce

ment. 

These men have presented a Two-Factor Theory. Stutter

ing is defined as "that form of fluency failure that results 

from classically conditioned negative emotion" (Brutten and 

Shoemaker, 1967). 

Patterson (1967) traced the development of classically 

conditioned negative emotion. Her discussion follows: 

The unconditioned stimulus would be a noxious 
stimulus coming from the environment which 
elicits the unconditioned response of unlearned 
negative emotionality and disintegrations of 
speech. The noxious stimulus becomes associated 
with environmental cues, such as situations and 
words, which develop into the conditioned stim
ulus. The environmental cues now produce learned 
negative emotionality and disfluency, which 
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represent the conditioned response. Ulith the 
development of the relationship between the 
environmental cues and the negative emotion 
eliciting disfluency, stimulus generalization 
will occur which will evoke a similar emotional 
response. 

Brutten and Shoemaker (1967) define the second factor 

of the Two-Factor Theory as "instrumental responses." 

"Instrumental responses are attempts to adjust to or cope 

with noxious stimuli." Emotionality is the drive state 

which stimulates instrumental activity. Changes in emotion

ality reinforce instrumental behaviors. These responses 

may be nonverbal and include facial tics, blinking of the 

eyes, movement of the legs, etc., or they may be verbal 

and involve hesitations, substitutions, a change in rate or 

quality, etc. 

In Brutten and Shoemaker's frame of reference, the 

object of a Two-Process Therapy is to "reduce or extinguish 

maladaptive emotional responses that disorganize fluent 

speech and to extinguish instrumental behaviors that are 

used to avoid and escape the noxious events associated 

with stuttering" (Brutten and Shoemaker, 1967). 

Basically, these two men have adapted Doseph Uiolpe's 

procedures to stuttering therapy. 

Uiolpe's approach is based on the premise that 
neurotic behavior involves unadaptive, conditioned 
anxiety responses. Successful treatment requires 
the reinforcement of some response, such as relax
ation, which reciprocally inhibits the anxiety 
response. (Gregory, 1958) 
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Uiolpe has specified the conditions necessary for the 

occurrence of reciprocal inhibition by stating: 

If a response antagonistic to anxiety can be 
made to occur in the presence of anxiety-
evoking stimuli so that it is accompanied 
by a complete or partial suppression of the 
anxiety responses, the bond between the 
stimuli and the anxiety responses will be 
weakened. (Davison, 1968) 

Uiolpe (1954) utilizes systematic desensitization 

based on relaxation to construct a situation for the 

development of a new relationship between the stimulus and 

the response. An anxiety hierarchy is created with the 

most disturbing stimulus situation placed on top and the 

less disturbing on the bottom. Hypnosis is often used as 

an aid in accomplishing deep relaxation. 

Brutten and Shoemaker utilize reciprocal inhibition 

to diminish the conditioned negative emotional responses 

that result in disorganized speech behavior. Avoidance 

behaviors are extinguished through massed response repeti

tion. Reactive inhibition is developed as a result of 

fatigue and dissipates with time but with continued prac

tice, conditioned inhibition is developed and the results 

are long-lasting (Gregory, 1968). 

Specifically, the Two-Factor Therapy program begins 

with a careful study of the client in order to determine 

the experiences he has when he fears a situation but there 

is no objective danger present. Emotionality, frequency of 

fluency failures and the severity of these failures are 
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measured. A stimulus hierarchy and an adjustive hierarchy 

are simultaneously developed by the subject. The subject 

is then introduced to systematic desensitization and relax

ation is accomplished utilizing progressive relaxation and/ 

or hypnosis. The stages of the hierarchy are introduced to 

the subject, beginning with the least anxious situation. 

As the subject progresses and indicates emotionality at any 

stage, the process ceases and a previous situation without 

anxiety is visualized. Each specific stage is presented 

until the subject ceases to indicate emotionality (Brutten 

and Shoemaker, 1967). Brutten hypothesizes that generali

zation will then occur in real-life situations (Patterson, 

1967). 

The second phase of the Two-Process Therapy is 

utilized in an attempt to extinguish instrumental responses 

through reactive inhibition. The instrumental conditions 

are mass practiced without reinforcement. The client 

fatigues and no longer elicits the avoidance behavior. 

Continued practice results in an inhibited response that 

can then be related to the desensitized situation. If 

the client is successful in this situation, he attempts 

the same procedures in real-life situations (Patterson, 

1967). 

Although Brutten and Shoemaker's therapeutic approach 

sounds feasible, problems do exist. "The greatest 

problem involved with desensitization based on relaxation 
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is the time involved in generalization from desensitization, 

treatment conditions to real-life situations, and the 

lasting results." It has been found that in a majority 

of instances, a proportion of the fear-reduction accom

plished by desensitization based on relaxation in the 

experimental session reappears within twenty-four hours 

(Rachman, 1967). 

Purpose of the Thesis 

Concurrence is made with Brutten and Shoemaker regard

ing the onset and development of stuttering behavior. How

ever, it is not agreed that their approach to the modifi

cation of stuttering is the only one. It is this belief 

that prompted the author to experiment with a modification 

of the Two-Factor Therapy Program. 

The author hypothesizes: 

I. A more effective design of therapy based on Hull's 

learning theory would include the elimination of 

the drive state through generalized real-life 

desensitization thereby modifying anxiety and 

eliminating the stuttering response. 

II. Uihen the drive state has been eliminated, the escape 

and avoidance behaviors that have been maintained 

and reinforced by these emotional reactions will 

also be extinguished. 

In essence, the program is designed to reorganize the 

speech rather than to concentrate on removing the multiform 
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symptoms exhibited by the speech disturbance. 

The program will be explained and the results, whether 

negative or positive, will be discussed within this thesis. 



CHAPTER II 

lyiETHODS AND PROCEDURES 

Experimentation with a therapeutic program designed 

to eliminate stuttering involves new clinical procedures. 

The purpose of this chapter is to describe these procedures 

and to explain them completely. 

Subjects 

Three stutterers, two male and one female, volunteered 

to participate in the experimental program. Each subject 

had been previously enrolled in therapy at the Texas Tech 

Speech and Hearing Clinic. 

Evaluation of Stuttering Behavior 

An interview was held with each subject prior to the 

onset of therapy. These sessions were taped and the samples 

of speech were evaluated at a later date by the investigator 

and an additional listener. Each subject's stutterings were 

to be counted and correlated according to Pierson's Product 

lYloment Correlation to determine reliability and validity. 

The "Scale for Rating the Severity of Stuttering," a 

subscale of the Iowa Inventory for Stutterers, was employed 

as it provides a valid method for distinguishing mild from 

severe stuttering or mild from moderate stuttering (Dohnson, 

Darley and Spriestersbach, 1963). Each subject rated 

himself as to severity prior to therapy and was also rated 

18 
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by the investigator and listener prior to the initiation 

of the program. Each was evaluated again by the investi

gator at the close of the therapeutic program. 

Each subject also evaluated his own feeling about 

his speech and about stuttering in general. The "Iowa 

Scale of Attitude Toward Stuttering" developed by Ammons 

and Dohnson was completed by each of the three subjects 

both before and after the program (Dohnson, Darley and 

Spriestersbach, 1963). 

Each subject rated his reactions to speech situations 

on the "Stutterer's Self-Ratings of Reactions to Speech 

Situations." These evaluations were also completed prior 

to and after therapy terminated (Dohnson, Darley and 

Spriestersbach, 1963). 

A recording was made by each subject at the end of 

the experimental program in a situation similar to that 

of the first recording. Each subject's stutterings were 

counted by the investigator and a "T-Test" was used to 

determine the difference between means of correlated 

samples. A written record of each session was kept in 

order to determine individual improvement. 

Therapeutic Program 

The therapeutic program was originally designed by 

Dr. Uiilliam K. Ickes, Chairman of the Speech Department 

at Texas Tech University. He believes that stuttering 

can be cured if the stutterer is convinced that it can 
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be. For Ickes, the kind of therapy, while important, is 

not as important as the subject's confidence in the thera

peutic technique. Confidence creates fluency. Fluency 

decreases anxiety. Decreased anxiety creates more confi

dence, and so it goes. The treatment advocated by Ickes 

is based on the idea that "what can be learned can also 

be unlearned" (ickes, 1969). 

D. E. Uiilliams concurs with this idea and states: 

The stutterer has learned to talk the way he 
does. If he wants to learn to talk some other 
way, he can learn to do this too. Learning to 
change the way we talk is much like learning 
any other complicated skill. It takes practice 
but is only attainable if the person actively 
participates. (Kent, 1951) 

The program was explained to each subject in the 

initial interviews. Particular emphasis was designated 

to the idea that the stutterer must have the will to become 

fluent and the desire to remain fluent. He must have confi

dence and faith in the program in order to improve. 

The program was instigated by locating a situation 

in which the stutterer could speak fluently. The clinician 

suggested reading or talking aloud as many authorities, 

Luschinger and Arnold (1965), Bluemel (Barbara, 1965), 

Porter (1939), Dohnson (1956), and Bloodstain (1950), to 

name a few, agree that this situation generally results in 

un-obstructed fluency. It was deemed imperative that the 

subject have the opportunity of hearing and feeling himself 

speak fluently in order to build self-confidence. 
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An anxiety hierarchy of real-life situations ranging 

from least severe to most severe was developed as a basic 

outline for the program. This hierarchy was classified 

"generalized" as it was not felt that every conceivable 

aspect of life had to be included in order for the program 

to be successful. This hierarchy follows: 

I. Orally reading alone in a soundproof room 

II. Introduction of the tape recorder into the situation 

(a) Present in the room 

(b) Assembled for recording 

(c) Operating 

(d) Tape made when completely fluent and heard 

by the clinician 

III. Talk-back system operating between the soundproof 

room and the adjoining room. The subject was 

informed that he would be overheard, but a screen 

was placed on the observation window between the 

two rooms so the subject was not aware of the 

listener. 

IV. Subject informed that he would be observed and 

heard. The screen was removed to allow visual 

contact. 

U. Two-way conversation between the clinician and the 

subject through the intercom. 

VI, Conversation between the subject and the clinician 

in the soundproof room. 
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VII. Habituation to an office with the subject and 

clinician conversing. 

The hierarchy was not rigidly organized prior to 

therapy. It was modified (Stage II) to meet the individual 

needs of the client. As has been emphasized by Dollard 

and miller (1950), the subject was presented with a 

graded series of learning situations but he set his own 

pace. He was not pushed or forced into a preconceived 

mold but was helped to develop his potentialities at his 

own rate. The subject was not allowed to proceed to a 

higher stage until he had the confidence that he could do 

so without stuttering. 

The goal of therapy was successful fluency at each 

stage. Luper (1964) defines fluency as "effortless speech 

unmarred by tensions, tremors, or repetitions," Once the 

stutterer became fluent when reading alone and felt con

fident about progressing, he advanced to the next stage. 

The subject then decided when he was fluent at this ad

vanced stage. If he stuttered at an advanced stage, the 

procedure was terminated and he returned to a previously 

successful stage in the program. Before progressing 

forward in the hierarchy once again, additional or inter

mediate stages were included. This helped to decrease the 

anxiety of the stutterer in approaching the stage at which 

he had previously failed. 
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It was believed that as the subject's anxiety was 

eliminated at each stage of the desensitization, he would 

feel more confident and would become less apprehensive 

about stuttering, less concerned about avoiding the stutter

ing, and so the frequency and severity of the stuttering 

behavior would be reduced. 

Sessions ranged from thirty minutes to one hour in 

length depending on each subject's preference. 

Equipment 

A Uiollensak tape recorder was utilized during the 

second stage of the program, and an I.A.C. lYIanufacturing 

Company soundproof chamber was used throughout the first 

six stages of the therapeutic program. 4 

ft 
t 
< 



CHAPTER III 

CASE STUDIES 

It is the purpose of this chapter to present the case 

studies of the three subjects who participated in the 

therapeutic program. Significant therapy sessions will 

be discussed in an attempt to evaluate the program, the 

subject's reaction to it, and its resultant successfulness 

in the extinction of stuttering. 

Case Study I 

Subject "X was a thirty-seven year old professional 

man who classified himself as a moderately severe secondary J 

stutterer. He informed the clinician that he had been told 3 
e 

that he began stuttering at the age of six but was not ^ 
conscious of it himself until his early teens. He noted t 

that there were four generations of stutterers on the maternal 

side of his family, all secondary stutterers with the excep

tion of his mother, whom he classified as a primary stutterer. 

He also reported that he had a daughter who stuttered and 

that if she were conscious of it, she would also be a 

secondary stutterer. 

"X" attended private therapy in Lubbock during high 

school but stated that this just made things worse. He 

entered the Texas Tech Speech and Hearing Clinic during 

his first year of college. He attended Shady Trails Summer 

24 
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Camp, which is sponsored by the University of lYlichigan, 

during the summer between his Freshman and Sophomore years 

of college. He reported, "I entered the program as a 

severe secondary stutterer and returned home almost 

completely fluent," He had learned successful avoidance 

techniques and, as a result, had little difficulty during 

the Fall Semester of his Sophomore year. However, he 

began to have difficulty again during the Spring Semester 

of the same year. He suggested that these difficulties 

may have been as severe as previous problems but that he 

was no longer embarrassed by his speech and felt he had 

the tools to handle his difficulties. He reported, however, 

that he now has difficulty in using these techniques. He 

informed the investigator that he seemed to have the most 

difficulty when he was physically and mentally tired. He 

stated that he tended to speak better under stress—"The 

more difficult the situation, the better I am. I am better 

adapted to use speech techniques under stress. I dramatize 

and lose myself." Uihen the therapeutic program was explained 

to "X," he appeared to be interested in participating. He 

explained that he wanted to get back into the routine of 

being conscious of his speech. 

"X" was classified as a moderate to severe stutterer 

by the investigator and listener as he stuttered on about 

8 to 12 percent of his words and disfluencies were pro

longed, averaging from one to two and a half seconds in 

t 
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duration. Distracting sounds were noted when the subject 

approached stuttering difficulty. Few bodily tensions 

were evident with the exception of some lip tension and 

eye-blinking prior to a block. 

The results of the Iowa Inventory for Stutterers 

subtests administered revealed that "X" had considerable 

tolerance toward stuttering and that he generally never 

avoided a speaking situation, although he would have liked 

to. He did not enjoy most speaking situations but would 

rather speak than not. 

Three one-half hour sessions were scheduled for the 

client each week. Two sessions were necessary to explain 

the program. The client was extremely questionable as to 

how the clinician planned to accomplish all she had out

lined. It was stressed at that time that the program was 

broadly outlined for his benefit and that it was to be his 

program to modify as he chose in order to attain fluency. 

The first therapy session was held on October 28, 1970, 

and therapy continued through lYlarch 13, 1970, with a three-

week intervening period. 

Clinical Proceedings 

Session One: "X" reported that he had never been 

able to read aloud to himself fluently but that he was 

not more fluent in any other situation. It was decided 

that the program should begin with the subject reading 

orally to himself in the soundproof room. 
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Session Two: The subject reported general difficulty 

during the session, most particularly on the /l/ sound. 

He suggested that he thought that he could "play around" 

with different reading styles and procedures and thereby 

alleviate his hard blocks. 

Session Four: "X" reported that he became more 

fluent as the session progressed and as he slowed his 

rate of reading down. His blocks were still prolonged 

but easier. 

Session Six: The client began the session by reading 

slowly. Although he reported having difficulty on the 

plosive sounds, he said that he could better control them 

by looking ahead and preparing for them. He hypothesized 

that as he became more fluent at the slower reading rate, 

he could increase his speech gradually and remain fluent. 

The client was encouraged at that time not to develop 

avoidance techniques in order to make faster progress. It 

was explained that these techniques might be successful 

for a period of time but would eventually cease to work. 

Session Eight: The client had a very difficult 

session which he accounted for by his tiredness. He 

appeared frustrated at the close of the session and stated 

that he would never make any progress at the rate he was 

moving. The investigator encouraged the subject not to 

become frustrated when one day was more difficult than 

another because frustration could destroy the program. 
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Session Ten: The subject came to therapy very eager 

to get started. He reported that he had begun practicing 

at home in his study and was experiencing less difficulty 

as a result. He suggested at the close of the session 

that he would like to progress to the next stage in the 

program. He stated, "The recorder will not make me more 

anxious because I work with one every day and am used to 

it." Uihen asked if he felt that he was completely fluent 

at the present stage, he replied, "As fluent as I will 

ever be when reading aloud to myself." The investigator 

doubted the readability of the client to progress but 

agreed to let him attempt fluency at the next stage. 

Session Eleven: The client read into the recorder. 

He reported that he had experienced hard blocks which he 

handled poorly at a fast rate of reading. However, he 

stated that as he slowed'down and used more rhythmic 

speech, blocks were easy and handled well. The clinician 

stressed once again that the client should obtain complete 

fluency at the previous stage before attempting to progress. 

The client reluctantly agreed. 

(Several Sessions were missed by the client.) 

Session Twelve: The recorder was removed from the 

room. "X" reported that he felt he had been completely 

fluent without its presence but that his rate had been 

extremely slow. He suggested that he would like to 

continue working alone for a few more sessions before 

i 

i 
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attempting to utilize the tape recorder again. 

Session Fifteen: The client informed the investigator 

that his reading rate had increased to near normal and 

that he had remained fluent. He appeared very pleased 

with his progress. It was at this time that he requested 

information pertaining to the other subjects' rate of 

progress. The clinician informed the client that all were 

progressing equally well. 

Session Eighteen: The subject reported several diffi

culties especially on words beginning with the /l/ sound. 

He was extremely frustrated for having reverted. The 

clinician suggested to the client that perhaps he was try

ing too hard, and he agreed. He stated that he believed 

his speech had worsened since he began therapy because he 

was more aware of his errors and thus more anxious about 

his blocking. The clinician stressed that the client 

must have faith in the program, and he explained that it 

was difficult to have faith when one was making such slow 

progress. 

(Several Sessions were missed by the client. ) 

Session Nineteen: The subject began the session by 

reading at a slow rate once again. He reported that he 

had had to read so slowly and in a monotone in order to 

be fluent that he had put himself to sleep. The investi

gator asked the client if he knew of any modifications 

which might aid the program, and he replied that he knew 
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of none. 

Session Twenty-one: The client was able to increase 

his reading rate and remain fluent. As a result, he 

felt confident again. He asked about the progress of 

the other clients once again and commented that he did 

not want to get behind. 

Session Twenty-two: The subject returned after a 

three-week intervening period. He reported that he had 

not kept up his home practice and, as a result, he found 

the session difficult. He began to slow his rate of 

reading down once again. 

Session Twenty-four: The client continued to have 

difficulty. He reported that he believed that there was 

a definite psychological reason for his continued diffi

culty. Uihen asked if perhaps he were attempting to 

rationalize for lack of faith in the program, he made 

no reply. 

(Several Sessions were missed by the client.) 

Session Twenty-six; The subject had difficulty when 

reading alone. At the close of the session the subject 

reported that he had begun to believe that there was a 

definite relationship between tiredness and the severity 

of stuttering. 

Session Twenty-eight: "X" discovered that he could 

better attain fluency if he concentrated on the vowels in 

words instead of the consonants on which he expected to 
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stutter. He added that of course he also had to be relaxed 

and had to continue reading slowly. 

Session Thirty; The client reported that he believed 

he had more difficulty after prepositions and so he had 

begun to concentrate on blending his words together. 

Session Thirty-two: The subject noted no non-fluencies 

during the session. He commented that he had been practicing 

with his new findings and was pleased with his successful

ness. He requested to begin work with the recorder. The 

clinician suggested that perhaps intermediate stages should 

be added, but the client felt that they were not necessary. 

Session Thirty-four: "X" reported that he had only 

one block during the session. He stated, "I believe I 

have found the technique to make me fluent." 

Session Thirty-five: The investigator listened to the 

tape made by the subject during the session. Non-fluencies 

were evident. The clinician asked the subject if he felt 

the tape was completely fluent and he replied "no." 

However, he commented that he felt successful fluency was 

near. 

Session Thirty-six; The recorder was placed outside 

the soundproof room and the client reported no difficulties. 

Session Thirty-seven: The recorder was assembled 

but not used during the session. The subject informed the 

clinician that he had been fluent. 

Session Forty: The client made a tape he felt the 
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clinician should hear. The clinician listened to the tape 

and heard only four slight blocks. The subject commented 

that he was more fluent on that tape than he had been 

in ten years and that he believed the additional practice 

at home was beneficial. He did, however, reluctantly 

agree that the tape was not completely fluent. Neverthe

less, he asked to progress to the next stage, as he was 

getting anxious because the program was nearing termina

tion. The investigator encouraged the client to continue 

working with the recorder and be assured of fluency rather 

than to progress and take the risk of reverting. He agreed 

to do so. 

Session Forty-two: The client came to therapy and 

informed the clinician that he was ready to progress to 

Stage lU. The clinician asked if he had a completely 

fluent tape for her to hear first and he replied that he 

did not. He explained that he believed he was as fluent 

as he would ever be at Stage II and that Stage IV would 

not increase his anxiety and thereby result in more stutter

ing behavior. Counseling was employed to help the client 

realize that he was not ready to progress. He reacted by 

saying, "Uiell, its your program and if you don't care if 

progress is made, neither do I." The clinician explained 

again that it was his program but that he must attain 

fluency at each stage prior to advancement. She stressed 

that it was more important for him to experience lasting 
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results at the initial stages than to progress too quickly 

and destroy the accomplishments he had made. 

(Sessions were missed by the client.) 

Session Forty-three: The client utilized the recorder 

and noted only a few slight non-fluencies. 

Session Forty-four: "X" produced a tape which he 

felt was fluent. The subject and clinician listened to 

the tape and agreed that it was not. The clinician encour

aged the client not to become frustrated but to concentrate 

his efforts on attempting to modify the situation in some 

manner in order to make it better. The subject emphatically 

stated that he was not frustrated. However, a half hour 

counseling session revealed that he was. He attempted 

to find fallacies and weaknesses in the program. He 

suggested that the clinician should be responsible for 

providing "tools" to be used by the subjects to aid in 

obtaining fluency. The clinician emphasized that she did 

not want the subjects to develop avoidance techniques but 

to practice speech until they became fluent and then to 

reinforce this fluency through continued practice. The 

object was to train oneself to be fluent—to learn not to 

stutter just as he had learned to stutter. The subject 

replied, "UJell, its going to take longer than any five 

months for me to learn to be fluent when I have been non-

fluent for thirty-three years." The clinician agreed that 

no two subjects were expected to progress at the same rate. 
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She pointed out that the one thing that all the subjects 

had to have in common was a desire to become fluent and 

faith in the program. 

Session Forty-five: The recorder was assembled in 

the soundproof room, turned on, but no tape was used. 

The client had no comment to make about the session. 

("X" quit attending therapy at this time. He did return 

for a final session on April 24, 1970, however.) 

Final Session: "X" reported that he had noted little 

improvement in his speech while participating in the 

therapeutic program. He stated that he could now read 

aloud to himself and to his children with few difficulties 

and that he had not been able to do this previously. He 

suggested that the program would probably have been more 

effective if he had been assured that it would have con

tinued for as long as he needed in order to obtain fluency. 

Clinical Summary 

Subject "X," a thirty-seven year old stutterer, 

entered the therapeutic program doubting its merit. He 

was overly concerned about the progress of the other sub

jects and became easily frustrated because of his inability 

to progress at a fast rate. Attendance was very irregular, 

especially after a particularly difficult session. 

The investigator noted no improvement in the subject's 

speech in the final analysis. The client declined to 
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complete the subtests of the Iowa Inventory "for Stutterers 

at the close of the therapeutic program because he knew 

there would be no differences. He explained that his 

attitudes had not changed since he had become an adult 

and that they probably never would. 

"X" violated one of the most important aspects of the 

therapeutic program in that he did not have confidence in 

it as a method to alleviate stuttering behavior. He 

continuously doubted its usefulness and, as a result, he 

made no real effort to improve. 

It was the opinion of the clinician that the subject's 

lack of confidence in the program, his irregular attendance, 

his frustration, and the clinician's lack of counseling 

proficiency all contributed significantly to the lack of 

positive results. 

Case Study II 

Subject "Y" was a twenty year old female. Sophomore 

Elementary Education major at Texas Tech University. She 

stated that she had been aware of her stuttering since 

the third grade and that her problem had always been 

worse when she was upset, nervous, or tired. She revealed 

that she was presently having particular difficulty in 

her Speech course and had received some low grades. She 

knew of no other family member who had stuttering symp

toms. 
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"Y" had participated in two years of therapy at 

the high school level and one year in college. During 

high school, she attended the Texas Tech Clinic and was 

a participant in Patterson's behavior modification 

program which had originally been designed by Brutten 

and Shoemaker. This program was referred to earlier 

in Chapter I. 

"Y" appeared very interested in the generalized, 

real-life desensitization program and stated that she 

was glad to have the opportunity to participate in such 

a program. She chose to attend regular therapy in the 

Clinic simultaneously. 

"Y" rated herself as a severe secondary stutterer. 

The rating of the investigator and listener was consis

tent with the subject's. The subject had disfluencies 

on 10 to 20 percent of her words and blocks lasted from 

two to five seconds. She had particular difficulty 

with initial /p/, /d/, /t/, and /k/. Tension was evi

dent around the lips and a few distracting bodily movements 

were noted, i.e., twitching of her hands and eye-blinking. 

Deep breaths were also associated to the stuttering 

behavior at the time of a block. The client indicated 

a desire to avoid speaking situations and an average or 

moderately tolerable attitude toward stuttering. 

The client was first seen by the investigator in 
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October of 1969. Only one conference session was 

necessary to explain the therapeutic program to the 

client. Three one-hour sessions were scheduled per 

week. Therapy began on October 29, 1969, and concluded 

on niay 24, 1970, with a four-week intervening period. 

Clinical Proceedings 

Session One; The purpose of the first session 

was to determine the starting point in the development 

of the stimulus hierarchy. The client reported that she 

experienced an occasional hesitation when reading alone 

but that there was no other situation in which she 

was more fluent. It was agreed that therapy would 

begin with the client reading orally to herself in the 

soundproof room. She was assured that she would not 

be overheard by anyone and she was encouraged to suggest 

any modification that she might think would help her to 

attain fluency. It was explained that the program was 

not concerned with the speed with which she obtained flu

ency but rather with successful fluency in itself. 

Session Two; The subject read to herself for 

an hour in the soundproof room. She explained at the 

close of the session that she had actually found the 

situation better than she had expected. She reported 

that her stuttering behavior worsened near the end of 

I 
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the hour as she tired of reading aloud. 

Session Four: "Y" noted that she had little diffi

culty with initial /p/, /b/, /d/, and /t/ but had par

ticular difficulty with initial /k/. By experimenting, 

she determined that she had less difficulty if she 

whispered words beginning with initial /k/. 

Session Five and Six; The clinician was unable to 

be present for therapy, but the client attended and 

worked on her own. 

Session Nine; The client reported that she had 

progressed to the stage of reading aloud with little 

or no difficulty, including initial /k/. 

Session Twelve: The subject reported that she felt 

she was completely fluent when reading alone and was 

ready to begin work with the tape recorder. She saw 

no need for the intermediate steps suggested by the 

clinician. She revealed at this time that she had been 

practicing oral reading in her room, alone, and was 

pleased with the results. 

Session Thirteen; The client read into the recorder 

and reported that she had had several hard blocks during 

the hour session. It was agreed that the recorder 

should be removed from the room and placed outside the 

door at the next session. 
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Session Fourteen; No difficulties were revealed 

by the client. She did suggest, however, that she 

would like to read in the same situation the next few 

sessions in order to be assured of fluency before prog

ressing. (It was at this time that the clinician observed 

"Y" in the Speech and Hearing Clinic program. She read 

aloud for approximately eight minutes in the regular 

therapy situation while waiting for her student clini

cian. The client was completely fluent. The student 

clinician later reported to the investigator that the 

client's attitude toward stuttering seemed to be improv

ing and that her speech was basically more fluent.) 

Session Nineteen; The client came to the therapy 

session very pleased. She reported that she had made 

an A on her final oral presentation in her speech 

course, and the instructor had complimented her on 

her fluency and her improved self-confidence. During 

the session, the tape recorder was placed inside the 

soundproof room. The client reported that this had not 

made her more anxious and that she had continued to be 

fluent. 

Session Twenty; The client returned after a four-

week intervening period for the Christmas holidays. 
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Therapy resumed at the stage accomplished in Session 

Nineteen, The client reported no speech blocks and ex

plained that she had faithfully read aloud at home at 

least an hour daily during the holidays. She was very 

eager to resume work. She reported to the clinician that 

others had noticed the improvement in her speech during 

the holidays and that she had more self-confidence now 

than she had ever had before. 

Session Twenty-three; The recorder was assembled 

for usage, and the client reported that she had not 

had any blocks during the session. She suggested that 

she would like to continue practice at this stage for 

a period of time before progressing. 

Session Twenty-six; The tape recorder was utilized 

during the session. "Y" reported that she had experienced 

a few hard blocks. The inability to succeed at this level 

once again resulted in regression to a less anxious stage. 

Session Twenty-seven; The recorder was left in the 

room, turned on, but not utilized during the session. The 

client reported that she had been fluent. 

Session Thirty: The subject recorded her oral reading 

and explained that she had felt some degree of anxiety 

but that she felt the tape was "basically fluent." She 

suggested that she needed to spend additional time at this 

stage in the stimulus hierarchy in order to assure lasting 

successfulness. 
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(The investigator spoke to the client on the telephone 

between Session Thirty and Thirty-one. Only one mild 

block was heard during the course of an approximate 

four-minute conversation.) 

Session Thirty-three: The subject made a tape that 

she felt was fluent and requested that the investigator 

listen to the recording. Three hesitations were noted 

on initial /p/. Uihen asked if she felt that the tape was 

fluent, the client replied that it was not. She reported 

that she was pleased that she had not had difficulty on 

her "hardest sound," the /k/ sound. It was the investi

gator's opinion that because she was concentrating so much 

on alleviating difficulty on the /k/ sound that she was 

not aware that she was blocking on other sounds. 

Session Thirty-four; "Y" returned to a less anxiety 

provoking situation in the stimulus hierarchy. The 

recorder was assembled without a tape in the soundproof 

room. The client reported general difficulty but suggested 

that she would like to attempt to obtain fluency at this 

stage through continued practice. (Note should be made 

that the client appeared worried at this time. She dis

closed to the investigator that she was presently under 

a great deal of stress at home and that she would soon 

be moving from her father's household back to her mother 

and step-father's.) The investigator encouraged her not 
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to become frustrated about her progress in therapy and 

assured her that it was expected that she might have more 

difficulty some days than others. 

Session Thirty-seven: Complete fluency was obtained 

at the stage described in Session Thirty-four. 

Session Forty: A tape was placed on the assembled 

machine. The client reported that she had not experienced 

more difficulty than the normal non-fluencies. 

Session Forty-two: A tape was made of the client's 

oral reading. The investigator and client listened to 

the recording and agreed that it was a completely fluent 

tape. The subject was extremely pleased with her success. 

Session Forty-three: A screen was placed on the 

observation window between the sound-suite and the adjoining 

room. The client was informed that she would be overheard 

for various periods of time during her hourly sessions, 

but that she would not be aware of the presence of the 

clinician. The client requested that the tape recorder be 

left assembled in the sound-suite for a period of time. 

The investigator listened during the first session for 

approximately ten minutes and did not note any hesitations. 

Session Forty-six: The recorder was removed from the 

therapy program. The client remained fluent for periods 

up to twenty minutes. 

Session Forty-eight; The client had more difficulty 

than usual. The clinician felt that this was due in part 
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to the difficulty of the reading material and the inability 

of the client to pronounce many of the words in the passage. 

Session Forty-nine; The client was fluent for a 

period of forty-five minutes. At the close of the session, 

she commented that she felt that she had made more positive 

improvement while working with the generalized real-life 

desensitization program than she had ever made in a thera

peutic program before. She stated that she had confidence 

in the program and believed that it would eventually help 

her to completely alleviate her stuttering behavior. She 

reported that she had begun teaching a third grade Sunday 

School class and actually had little difficulty in the 

situation. She requested that the clinician continue 

working with her throughout the summer months after the 

formal termination of the program. The clinician readily 

agreed to do so. 

Session Fifty-two: The client was completely fluent 

during the hour session. The investigator suggested to 

the client that she believed that she could progress to 

a more anxious situation in the stimulus hierarchy if she 

felt that she were ready. 

Session Fifty-four: The client asked that the screen 

be removed from between the two rooms. The investigator 

observed the subject as she continued to read orally. She 

had moderate difficulty during the session. 

Session Fifty-five: The subject moved her chair so 
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that the investigator was still visible but eye contact 

was prohibited. Only one moderately severe hesitation was 

heard. 

Session Fifty-seven: The client was completely fluent 

in the situation described in Session Fifty-five. 

Session Fifty-nine: The client returned her chair 

to its initial position. Difficulties were evident. The 

clinician had to leave the adjoining room for a period of 

time, and the subject reported later that she had become 

completely fluent upon her exit. 

Session Sixty: The therapeutic program concluded 

without "Y" establishing complete fluency at Stage lU 

in the stimulus hierarchy. 

Final Session: "Y" informed the clinician that she 

felt she had made much progress during the five months of 

therapy. She stated that she was much more confident in 

all speaking situations. She said, "I realize that I don't 

have to stutter and that I can speak without stuttering." 

She suggested that she definitely wanted to continue 

working with the program but that she felt it would be 

better if she did not attend regular therapy simultaneously. 

She stated that she believed that the two therapeutic 

situations had worked oppositely during the semester—one 

attempting to call her attention to the specific difficulties 

she was having and the other attempting to desensitize her 

to situations and to decrease her stuttering behavior. 
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Clinical Summary 

Subject "Y," a twenty year old stutterer, was the most 

regular subject in attendance. She entered the therapeutic 

program believing in its usefulness and worked for the 

extinction of stuttering without becoming frustrated. She 

was convinced that she could learn not to stutter within the 

framework of a structured program of concentrated work. It 

was the opinion of the investigator that "Y" made the most 

progress during the five months of therapy because of the 

above and because of her strong desire to become fluent and 

to remain fluent. 

Results of the subtests of the Iowa Inventory adminis

tered at the time of the termination of the program revealed 

a change in attitude toward stuttering from an average or 

moderately tolerable attitude to a very good attitude with 

considerable tolerance. A desire to avoid speaking situa

tions had been found prior to therapy but at the close 

there was a strong tendency not to avoid. There was a 

definite increase in the tendency not to stutter and to 

enjoy most speaking situations. In the final analysis, the 

investigator rated "Y" as a moderate stutterer. Her 

difficulties had decreased to approximately 5 to 8 percent 

of words and disfluencies ranged from one to two seconds. 

Very rarely were disfluency patterns characterized by 

complicating sounds. Some tension was still evident at 

the moment of difficulty but was no longer distracting. 
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Case Study III 

Subject "Z" was a fifteen year old male, high school 

Sophomore, He reported that he had first noticed that he 

stuttered at approximately the third grade level. He 

remembered having three years of public school therapy and 

stated that he had been coming to the Texas Tech Speech 

and Hearing Clinic for a year and a half after referring 

himself. "Z" knew of no other family members who also 

stuttered. 

The subject reported that he seemed to have the most 

difficulty when under tension and when speaking to people 

of authority, Uihen the therapeutic program was explained 

to him he stated, "It sounds feasible and workable; I will 

just have to wait and see if it will really work for me" 

The investigator, listener, and client himself rated 

his stuttering as mild to moderate in severity. The 

subject stuttered on approximately 2 to 5 percent of 

his words and his disfluencies were of simple patterning. 

They generally lasted less than a full second. A mild 

degree of tension was noted but it was not distracting. 

No associated bodily movements were evident. The client 

indicated an intolerant attitude toward stuttering. He 

had a strong tendency not to avoid speaking situations 

even though he would often desire to do so, and he also 

had a tendency to stutter moderately to severely in most 
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situations. 

The first interview was held in Danuary, 1970. At 

that time, the client appeared insecure and extremely 

bashful. Two one-hour sessions were scheduled per week. 

Therapy began on Danuary 22, 1970, and concluded on 

April 24, 1970. 

Clinical Proceedings 

Session One; "Z" reported that he generally had 

little difficulty when reading aloud to himself. It was 

decided that therapy should begin with this situation. 

Session Two; The subject reported that he had 

experienced several slight blocks during the session. 

He suggested that some of the difficulty was a result 

of his inability to read aloud as fast as his eyes could 

receive the printed word. He commented that he felt that 

practice would overcome this. 

Session Four ; The client informed the clinician 

that he had been completely fluent during the session. 

He stated that he was ready to progress to the next stage 

but that he knew the recorder would increase his anxiety. 

It was suggested to the client that the recorder first 

be placed just outside the door of the soundproof room. 

Session Five: The subject reported that he had not 

experienced any difficulty with the tape recorder placed 

in the adjoining room. 
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Session Six; The recorder was placed in the sound

proof room while the subject read aloud. "Z" reported 

that he had remained fluent. 

Session Eight: The recorder was assembled for usage 

in the sound-suite. The client continued to be fluent. 

Session Ten: The recorder was assembled for usage. 

The subject reported that he had remained fluent during 

the first half of the session and so recorded his speech 

the second half of the session. He stated that he had 

noted only one mild non-fluency while using the recorder. 

Session Twelve: The subject had difficulty when 

he attempted to record the complete session. He 

suggested that the recorder be removed from the room 

for a period of time. 

Session Sixteen: The subject was fluent while 

reading alone and requested to have the recorder assembled 

for the next session. He did not feel that intermediate 

steps were necessary. 

Session Seventeen: The client recorded the session 

and reported that he had not had any difficulties. (The 

clinician took the client home after the therapy session 

and noted only a few slight hesitations in his conversa

tional speech. ) 

Session Twenty: The subject produced a tape which 

he felt was fluent and asked the clinician to listen to 

it. The tape was basically fluent but not completely so. 
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Four slight hesitations were identified and the client 

agreed that these could be overcome with practice. The 

clinician suggested that practice at home might be of 

help. He agreed to practice when studying alone in 

his room. He suggested that he preferred to continue 

work with the recorder in order to alleviate these mild 

hesitations. 

Session Twenty-two: The therapeutic program concluded 

as the subject was readying himself to progress to the 

third stage. 

Final Session: "Z" stated that he felt that the 

therapeutic program was useful and that it could be of 

benefit to him if he were allowed to continue working 

with it in regular therapy. He commented that he could 

not say that he had made definite improvement in such a 

short period of time. However, he did note that with 

increased practice he believed improvement would be more 

noticeable. 

Clinical Summary 

Subject "Z," a fifteen year old stutterer, participated 

in a therapeutic program designed to eliminate stuttering 

through a process of generalized, real-life desensitiza

tion. He attended regularly during the three-month period. 

Slight improvement was noted after the short therapeutic 

period. The subject was still classified as a mild to 
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moderately severe stutterer but there was an increase in 

his tolerance toward stuttering in the final analysis. 

Completion of the "Stutterer's Self-Ratings of Reactions 

to Speech Situations" at the close of the program indi

cated a stronger tendency not to desire to avoid speaking 

situations and an increase in the tendency to speak rather 

than to not speak. In most situations, stuttering 

decreased to mild severity. 

It was the opinion of the investigator that more 

positive results would have been evident if the program had 

continued for a longer period of time, the client's skepti

cism toward the program had been more adequately alleviated 

and more confidence had been developed by the subject. 

Discussion 

Everyone who has worked with stutterers has developed 

some technique to eliminate stuttering. Brutten (1967) 

reports that one-third of stutterers, however, can be 

cured no matter what the therapist does. This fact 

points out the importance of the stutterer having confi

dence in the therapeutic technique employed. 

Some therapists recommend treating the stutterer as 

well as the stuttering by employing various methods of 

psychotherapy. Others have taught those who stutter to 

alter their manner of speaking by blending sounds, practic

ing breathing rituals, metronomic and rate controlled 
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speech, pitch variations, phrasing, prolongation of vowels, 

etc. Ventriloquism has also been suggested as a means to 

overcome stuttering (Travis, 1957). 

Stutterers have been instructed to practice under 

altered communicative conditions such as singing, choral 

reading, and delayed auditory feedback. Others have been 

subjected to hypnosis in relaxation therapy (Travis, 

1957). 

No matter what the method of therapy employed, the 

subject must have confidence in it and believe that it 

can work in order for it to be successful. Confidence 

is the key to the successful extinction of stuttering 

behavior. 

Subject "Y" was the most co-operative of the three 

subjects who participated in the therapeutic program. 

In comparison to the others, she was more pliable. She 

believed what the clinician, an authority figure, told 

her which "X" completely refused to do and "Z" skeptically 

agreed to consider. She was convinced that the program 

could work and she definitely illustrated observable 

confidence in it. As a result, she exhibited the most 

improvement. 

The therapist was basically a dominant one but not 

adequately so in the case of subject "X." It is believed 

that her lack of counseling proficiency and ability to 

dominate people older than herself influenced the subject's 
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lack of confidence in the program. 

The fact that there was a familial history of stutter

ing in the case of subject "X" may also account for his 

lack of improvement. It is not known whether his stutter

ing behavior was transmitted genetically or socially but 

there would appear to be a predisposition to stuttering. 

This might suggest an organismic tendency to stutter and 

if this is the situation, he would be a less likely candi

date for therapy. If the stuttering behavior was not 

originally learned, then the therapeutic program designed 

to aid the subject in learning not to stutter would be of 

little benefit. 



CHAPTER IV 

SUmiKlARY AND CONCLUSIONS 

Purpose 

The purpose of this investigation was to determine 

if stuttering behavior could better be eliminated through 

a modification of Brutten and Shoemaker's Two-Factor 

Therapeutic Program. 

Procedure 

Three stutterers participated in the generalized, 

real-life desensitization program. A stimulus hierarchy 

of real-life situations was broadly outlined by the investi

gator. Each subject was given the prerogative to modify 

the hierarchy as he desired. The goal of the program 

was complete fluency at each stage before progression to 

the next. Each subject was allowed to progress at his 

own rate but failure to remain fluent at an advanced stage 

resulted in regression to a previously fluent level. 

Intermediate steps were added between the fluent stage 

and the stage which had been failed. 

Results 

Each client's speech was recorded prior to the 

initiation of the program and the stutterings were counted 

by the investigator and an additional listener. Pierson's 

Product moment Correlation revealed that the validity of 
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the experiment was not significant at the 5 percent level 

uiith a limited number of three subjects being analyzed. 

The same correlation was calculated between the investi

gator's first count of the stutterings and her second 

count of the same stutterings. Experimental reliability 

was significant at the 5 percent level. 

A second recording was made by each subject at the 

end of the experimental period in a situation similar 

to that of the first recording. The investigator counted 

the stutterings in each subject's recording and a T-Test, 

the difference between means of correlated samples, was 

utilized to determine the overall improvement of the 

clients and the successfulness of the program. The 

statistical results were not significant at the 5 percent 

level. 

Results of individual improvement according to 

stutterings counted before and after the program are 

listed in the table below; 

TABLE 

STUTTERINGS BEFORE AND AFTER THERAPY 

Cases 
Stutterings 

Before 
Stutterings 

After 

Case "X" (I) 

Case "Y" (II) 

Case "Z" (III) 

63 

73 

37 

76 

40 

35 

B 
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The results indicated that Case I made no improvement. 

Case II made definite improvement, and Case III made a 

limited amount of improvement in the short period of time 

that he participated. Individual case studies of each 

are found in Chapter III. 

Conclusions 

It is the opinion of the investigator that the 

extinction of stuttering through a process of generalized, 

real-life desensitization can be successful. Positive 

results depend on the individual client's desire to 

become fluent, his confidence in the program, and his 

willingness to participate in concentrated work without 

becoming frustrated. 
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