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Abstract:

Children born with a cleft palate % lip are at risk of developing speech
and language difficulties, which may require intervention from a speech
and language therapist (SLT). To date, there is no strong evidence to
support one approach to intervention over another, neither is it clear
which approaches or methods of provision are commonly used.
Objectives: To describe the range of speech and language therapy
interventions being used with children born with cleft palate in the UK up
to 5 years of age. To explore the different ways interventions are being
delivered.

Design: A prospective study to conduct 9 semi-structured focus groups.
Iterative content analysis was completed.

Setting: Regional Cleft Lip and Palate Centers in the UK.

Participants: 62 Speech and Language Therapy professionals from
specialist cleft teams and community services.

Results: Four main codes were identified: ‘intervention approaches’,
‘service delivery models’, ‘decision making and rationale’ and ‘patient
centered care’. Participants frequently discussed how they adopt an
eclectic style when delivering intervention, the importance of an
individualized approach for each child and service delivery constraints,
such as a lack of resources.

Conclusion: Insight into the multitude of intervention approaches used
by SLTs, aspects which influence their decision making and the
variability of service delivery models was gained. Uncertainty regarding
which intervention approaches and methods for delivery are most
effective provides rationale for future research, to improve the
effectiveness of speech and language intervention for children with cleft
palate + lip.
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Introduction

Children born with a cleft palate, with or without a cleft lip (CP+L), are at risk of
developing speech, language and communication difficulties (Vallino-Napoli, 2011).
Although a cleft palate is usually repaired during the first year of life, atypical speech
patterns may prevail, with the potential for impact on intelligibility and consequences

for a child’s future social and educational progress (Richman et al., 2012).

Across the United Kingdom (UK), speech outcomes are audited at the age of five for
children with CP£L. This is for the purpose of measuring the impact of interventions
which have been provided at an individual and service level (Britton et al., 2014).
Analysis of this audit data has shown that 38.8% of the population do not achieve
normal speech by age five (The Cleft Registry and Audit NEtwork (CRANE), 2018).
What constitutes ‘normal speech’ is subjective and may vary from one person to
another but work by Sell et al. (2015) provides more objective data and shows that
for some children, their speech is severely affected. They reported that 17.2% of
children born with CP+L are classified as ‘only just intelligible to strangers’ or
‘impossible to understand’ at five years of age. These figures are reflected in data
which records need for speech and language therapy in this population. Evidence
from the literature indicates that more than 50% of children born with CP£L require
intervention from a Speech and Language Therapist (SLT) during childhood (Hardin-
Jones and Jones, 2005; Peterson-Falzone, Hardin-Jones and Karnell, 2009),
suggesting that problems with speech are often persistent and have significant

impact for the child concerned.

https://mc.manuscriptcentral.com/cpcj
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Interventions delivered by SLTs may target a range of difficulties including speech
sound substitutions, comprehension and expression of language and social
communication skills. Improvement in speech, language and communication skills is
expected to impact positively on other aspects, such as the child’s literacy skills,
confidence, participation and well-being (Bercow, 2018; Chapman, 2011;

McCormack et al., 2009).

Speech and Language Therapy for Children with CP+L in the UK

Children born with CP£L may have multiple speech, language and communication
needs, some of which could be unrelated to their cleft (Vallino-Napoli, 2011). The
interventions delivered by the SLT primarily focus on outcomes related to the child’s
speech and language skills, for example articulating specific sounds, the expression

of ideas and information or the processing and understanding spoken words.

Children with CP£L who live in the UK and require speech and language therapy
intervention typically receive this from the government funded National Health
Service (NHS) though in recent years the availability and uptake of privatized,
independent speech and language therapy has become increasingly popular
(Bercow, 2008). Within the NHS both regional specialist services and community-
based services co-exist and often work in unity, although disparity regarding
provision is widely recognized (Bercow, 2018; Bercow, 2008). A report by the Lead
SLT Group and Chair of the Cleft Clinical Reference Group (Anonymous, 2016)
found inequity in care due to local and regional variations in how speech and
language therapy interventions for children with CP+L are funded and delivered,
following a survey of specialist SLTs across the UK. This group concluded that
speech and language therapy provision aligns with costs rather than evidence-based

practice or national recommendations. They raised concerns regarding reductions in

https://mc.manuscriptcentral.com/cpcj
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skills and expertise of cleft specialist SLTs due to down-grading of posts, which the
report considered would negatively impact upon the quality of intervention and

speech outcomes.
Evidence for Speech and Language Therapy Interventions for Children with CP+L

A systematic review of speech and language therapy interventions for children with
CP+L found little evidence to support any specific approach (Bessell et al., 2013).
Included in their analysis was a consideration of the different types of speech
impairment children might need intervention for. They summarized that cleft speech
difficulties can include both articulation and phonological disorders. An articulation
disorder is defined as an inability to produce specific speech sounds, whereas a
phonological disorder is characterized by pattern-based speech substitutions as a
result of cognitive-linguistic difficulties (McLeod and Baker, 2017). They suggested
that future intervention studies should investigate and compare approaches including
speech related motor techniques (aiming to elicit a sound by practising the physical
movement of the articulators) and linguistic techniques (targeting the child’s
understanding and production of their rule-based sound system). The Bessell et al.
(2013) review highlighted the need for further methodologically rigorous studies to

inform the intervention evidence base for children with CP+L.

In addition to speech difficulties, children born with CP+£L often have delayed
language development (Lancaster et al., 2020; Pamplona et al., 2015). In their
recent meta-analysis Lancaster et al. (2020) concluded that deficits in both
expressive and receptive language functioning are apparent in young children with
non-syndromic CPL. However, language interventions for this population have
been under researched compared to speech interventions (Pamplona et al., 2015).

Pamplona et al. (2015) suggested this might be because speech disorders related to

https://mc.manuscriptcentral.com/cpcj
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velopharyngeal incompetence are most prominent when treating these children,
hence research has been driven by this clinical priority. Nevertheless a systematic
review of early language intervention for children with CP£L has been carried out
(Meinusch & Romonath, 2011). While the authors concluded that findings were
limited due to flaws in the design of the previous research, they acknowledged that
inclusion of the mothers in the therapeutic setting appeared to positively influence the
language abilities of children with CP+L, supporting the use of behavior training

programs for care-givers.

Speech and Language Therapy Intervention in the Non-cleft Population

Studies investigating intervention approaches used in speech and language therapy
in populations of children with non-cleft related speech and language needs have
highlighted some of the challenges that arise in carrying out such work (Roulstone et
al., 2012). These include variation in how interventions are described and labelled, a
mismatch between the evidence base and clinical practice and an awareness that

interventions are complex and typically consist of multiple elements.

It was hypothesized that this variability may impact upon the delivery of intervention,
as SLTs may alter specific named approaches from the way they were originally
conceived and delivered in trials or exploratory investigations. This may not be a
conscious action but nevertheless, the lack of consensus between SLTs in how
interventions are labelled and described may pose challenges when comparing
approaches. Similar patterns were observed in studies of intervention for children
with speech sound disorder (Baker et al., 2018) and with primary speech and

language impairment (Roulstone et al., 2015).
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While determining the critical components of an intervention approach is important,
variation in how individual SLTs deliver interventions must also be considered, given
the potential for additional impact on outcomes. Roulstone et al. (2015) in the ‘Child
Talk’ Study, a large-scale qualitative study of children with primary speech and
language impairment, investigated how interventions are delivered in terms of the
organization of services and individual SLTs’ decision-making in the management of
the children’s needs. Child Talk found that SLTs individualize therapy, often using
the phrase ‘it depends’ to illustrate how intervention management is influenced by
various factors (Roulstone et al., 2015; Morgan et al., 2019). Some of these factors
have been discussed in Furlong et al.’s (2018, pp.1135) paper; namely, “child factors
(e.g., age, severity of communication disorder), family factors (e.g., cultural
differences, engagement and attendance) and contextual factors (e.g., staffing
pressures, access to published programs)”. ‘Environmental factors’ were also
discussed in Cronin et al.’s study (2020) which reported on interviews with Specialist

SLTs who work with toddlers with CP+L.

Comparisons of service delivery options have been addressed in the studies
described above (Roulstone et al., 2015; Morgan et al., 2019; Furlong et al., 2018).
Sugden et al.’s (2018) study of intervention intensity for the population of children
with non-cleft related speech sound disorder considered service delivery options.
They concluded that detailed reporting of intervention intensity is required in future
research to determine the optimal levels for effective treatment. Factors such as the
frequency, dosage, location, duration and person delivering the intervention are all
recognized to be crucial when investigating how intervention is delivered (Sugden et

al., 2018; Hegarty et al, 2018; Roulstone et al., 2012; 2015).

https://mc.manuscriptcentral.com/cpcj

Page 6 of 55



Page 7 of 55

oNOYTULT D WN =

The Cleft Palate-Craniofacial Journal

Consideration of the content of interventions and the manner of delivery are equally
relevant in the management of children with CP+/-L. To date, it has been mainly
gathered through the audit process described above. What has proved more
challenging however is how to gather robust data on the type of interventions,
dosage and manner of delivery that could be used alongside outcome data to

measure the impact of speech and language therapy intervention.

The aim of the present study was to understand expert opinions from clinicians, a
key component of the Evidence-Based Practice triangle (Sackett et al., 1996), in

order to complement the existing evidence base.

Method

Ethics

Ethical approval for this study was provided by Central Bristol NHS Ethics Committee

(IRAS Number: 135015).

Design and Setting

An iterative qualitative method (Srivastava and Hopwood, 2009; Berkowitz, 1997)
was used to obtain information about the types of interventions and patterns of
service delivery offered by speech and language therapy services for children born
with CP+L and to capture variations in service provision. The role of iteration, not as
a repetitive mechanical task but as a deeply reflexive process, is key to sparking
insight and developing meaning. Reflexive iteration is at the heart of visiting and
revisiting the data and connecting them with emerging insights, progressively leading

to refined focus of data collection and understanding.

https://mc.manuscriptcentral.com/cpcj
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Nine focus groups with speech and language therapy professionals were carried out
in England and Wales. This approach, described by Robson (2002b), was selected
following discussion with the cleft speech and language therapy teams as the best
way to gather detailed information on the range and type of interventions being

offered currently. Focus groups were scheduled at their regional cleft center site.

Participants

Sixty-two professionals participated in the focus groups: 43 cleft center specialist
SLTs, 16 SLTs from community speech and language therapy services (eight with a
specialism in cleft), three Speech and Language Therapy Assistants and one student
SLT (Table 1). No participants dropped out of the current study. All cleft teams
involved in recruiting to the Cleft Collective were invited to participate in the focus
groups but not all were able to do so within the time available for data collection.

During the focus groups only researchers and participants were present.

[INSERT TABLE 1 — Patrticipants]

Procedure

Convenience sampling (Robson, 2002a) was used whereby invitations to participate
in focus groups were emailed to the Lead SLTs at the regional Cleft Lip and Palate
Services across the UK. A presentation about the study with eligible SLTs of a Cleft
Speech Clinical Excellence Network meeting also drove recruitment. A team of five
female researchers were involved in data collection, with research and clinical
experience in the fields of speech and language therapy and psychology. Three of
the researchers had PhDs and one worked part-time clinically as a Cleft Specialist

SLT. All of the authors were involved in leading one or more focus groups.

https://mc.manuscriptcentral.com/cpcj
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Two researchers attended each focus group; one researcher acted as facilitator,
whilst the other supported facilitation and recorded field notes. The research was
undertaken from an ethnographic stance (Reed-Danahay, 2009; Ten Have, 2004),
with the aim to obtain scientific descriptions of SLTs’ service cultures and practice
when working with the parents of and children with CPtL. Professional working
relationships were established between some researchers and participants prior to
the focus groups, as a result of previous involvement in research projects and clinical
liaison. The researchers’ clinical and research roles were shared with participants

prior to the commencement of the focus groups.

Each focus group lasted two hours. Detailed notes were taken during each group, as
were audio-recordings using Olympus DS-2400 dictaphones. Technical difficulties
meant audio recordings were not captured during three of the groups and as a
consequence, quotes are not available from those sites. The focus groups took
place over a fifteen-month period to allow a realistic timescale for clinicians to be

freed from clinical commitments for attendance.

Researchers developed a topic guide, to encourage dialogue related to intervention
provision (Appendix 1). Participants were asked: ‘which are the important aspects of
service delivery in speech and language therapy intervention for children with
CP£L?’. Once identified, the researcher probed further: ‘which are the options
available for these service delivery choices?’. Intervention provision variations were
considered from both the specialist and community services. Following a semi-
structured format, questions were open ended, allowing participants to draw on their

experiences.

https://mc.manuscriptcentral.com/cpcj
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Researchers initiated discussions about how intervention provision varies according
to age, between birth and five years. The participants defined age categories and
subsequently discussed how intervention provision varies for each age category in

turn.

Throughout the session the researchers probed for additional detail and clarification
e.g. ‘could you describe it?’ ‘what do you mean by...?". If required, the researchers
suggested examples of intervention options raised in previous focus groups to
stimulate discussions. The researchers checked their understanding of responses
from participants by repeating comments back to participants using alternative

vocabulary.

Once no new data were provided, the focus groups incorporated knowledge
elicitation activities (Shadbolt and Smart, 2015) to enable participants to reflect in
detail on their clinical practice and to make explicit the knowledge that they access in
certain clinical contexts. Clinicians have specialist expertise and knowledge, which
becomes second nature to them in daily practice and their rationale for decision
making can be difficult to articulate to non-specialist listeners. During knowledge
elicitation activities responses to stimulus questions were probed to ensure that clear
and unambiguous data were collected. Where specific terms or labels were used to
describe interventions, participants were asked to explain and elaborate on what they
meant by the term to ensure that there was consistency in how interventions were

described in the dataset. Examples of these activities are shown in Appendix 2.

Analysis

https://mc.manuscriptcentral.com/cpcj
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Qualitative analysis using iterative content analysis, as described by Elo & Kyngas
(2008), enabled the researchers to form codes and sub-codes. Content analysis
uses a descriptive approach in both coding of the data and its interpretation of
quantitative counts of the codes (Downe-Wamboldt, 1992; Morgan, 1993,
Vaismoradi, Turunen & Bondas, 2013), supporting the use, interpretation and
integration of the data from the knowledge elicitation activities. This approach
provides an advantage over thematic analysis which is a purely qualitative, detailed,

and nuanced account of data (Braun & Clarke, 2006).

Transcripts from the audio recordings and field notes were read several times to
ensure the researcher (CW) was immersed in the depth and breadth of the content.
Transcripts were not returned to participants for corrections or comments. Codes
and sub-codes were discussed with all authors to check consensus of interpretation.
NVivo software version 10, (QSR International Pty Ltd, 2014) was used to support

the data analysis.

Results

Four codes were identified which covered what intervention is currently delivered and
how this is accomplished: ‘intervention approaches’, ‘service delivery models’,
‘decision making and rationale’ and ‘patient centered care’. Each code was

populated with four sub-codes (Table 2).

[INSERT TABLE 2 — Codes and Sub-codes]

Each of the codes are described in sequence below, together with examples of data

which were used to identify the codes. Where relevant and to aid interpretation of

https://mc.manuscriptcentral.com/cpcj
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the findings references to the existing literature are included within the results

section.

Intervention Approaches

Therapeutic techniques

Participants discussed which therapeutic techniques they use with children with
CP+L between birth and five years. They categorized the type of intervention
provided into two broad categories: direct intervention and indirect intervention.
Direct intervention is delivered by the SLT whereas indirect intervention is often
consultative, guided by the SLT but delivered by another person, such as school staff

or a Speech and Language Therapy Assistant.

‘We always do indirect therapy whatever we do’ (FG 2)

Forty-nine direct intervention approaches were listed in total, with some specific
approaches reported to be in frequent use with this population. Participants reported
which approaches they would use with children in different age categories, which
they defined; the common age boundaries reported by seven out of nine focus
groups were, 0-18 months, 18 months-3 years and 3-5 years (Table 3). Participants

mentioned using technology, such as apps on iPads, to support their interventions.

[INSERT TABLE 3 — Intervention Approaches]

The practice of many SLTs was characterized by an eclectic approach, which
incorporates aspects of a few different intervention approaches rather than rigidly

following one approach as it has been originally described. These findings are

https://mc.manuscriptcentral.com/cpcj
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comparable to the non-cleft population (Baker et al., 2018; Hegarty et al., 2018) and

evidence suggests most SLTs use an eclectic approach to intervention.

‘That eclectic approach, we all do it’ (FG 4)

‘We don’t tend to use a set, specific programme’ (FG 6)

Participants recognized that activities they conduct, or ask communication partners
to complete, often target multiple areas of development simultaneously. This
approach was felt to allow for greater flexibility for the SLT to draw upon their
experiences and promptly respond to the child’s performance. SLTs commented that

this enabled an individualized approach, targeting specific areas of need.

This eclectic approach recognizes that children with CP+L can experience various
speech and language difficulties and participants are motivated to deliver patient-

centered care.

Variability

Participants were aware of similarities and differences in the range of interventions
provided by their service, making comparisons between community speech and

language therapy services and regional cleft centers.

‘That's not dissimilar to other teams’ (FG 7)

Variability between individual SLTs regarding the selection of intervention
approaches and their delivery was reported. Despite some participants raising
concerns about whether they were carrying out interventions accurately, they also
commented that variation is acceptable as it reflects the broad, variable nature of

speech and language therapy interventions.

https://mc.manuscriptcentral.com/cpcj
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‘Every therapist will be different from another therapist and then every child will have a

different need and require different tools on the whole’ (FG 4)

Previous research has highlighted that variability in which interventions are provided
is usual for this population. For example, Bessell et al., (2013) reported both

articulation and phonology therapeutic interventions in their systematic review.

Terminology

As participants discussed how interventions varied, they were mindful of their use of
terminology and how SLTs may describe the same techniques or processes, but use
different labels. These terminology variations were observed between and within
focus groups, suggesting that SLTs within teams may vary in their use of terminology

as well as those across teams.

‘I'm just concerned that one person's indirect is another person's direct’ (FG 2)

The Evidence Base

When discussing intervention approaches participants did not routinely mention the
evidence base. Some comments suggested SLTs feel that replicating methods from

intervention research papers does not always work in their clinical practice.

‘Nobody follows one approach, no, ever ever, not unless you are doing a research project’

(FG 5)

Participants often felt the recommended methods were too rigid to be implemented in
their service. SLTs highlighted a lack of evidence related to intervention provision for

children with CP+L.

https://mc.manuscriptcentral.com/cpcj
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‘Where is the evidence base that says putting them on review for 3 - 6 months allows them

to consolidate (FG 1)’

The use of non evidenced based approaches identified by Bessell et al. (2013) were
observed in this study. For example, it was reported that Multisensory Input-
Modelling (£Output) (Harding and Bryan, 2002) is delivered frequently between birth
and three years of age, despite a limited evidence base for its effectiveness.
Participants in the current study reported the effectiveness of this intervention, from
clinical-level evidence, such as the child using more oral consonant sounds following
intervention. It should be noted that the improvements observed by participants is
anecdotal evidence and could be the result of enhanced language development and

natural maturation.

Service Delivery Models

Frequency

Frequency denotes how often speech and language therapy intervention is provided.
Kaipa and Peterson (2016) used the term ‘dose frequency’ similarly, to describe the
number of times intervention sessions are delivered per unit of time, for example
twice a week or twice a month. Participants mostly interpreted frequency in relation
to direct intervention rather than indirect intervention. Variation was reported
between services (Figure 1), for reasons such as the child’s needs and availability of

resources.

‘They have therapy for as long as they need it because they might be alternating between us

and the community’ (FG 3 — regional cleft team)

https://mc.manuscriptcentral.com/cpcj
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An explanation for the variability was that some participants from regional cleft
centers felt they were able to offer intervention more frequently than community
speech and language therapy services. Participants spoke positively about specialist
speech disorder teams in the community services, who were sometimes able to offer
more frequent intervention if required. Variation was also reported as a result of

factors related to the child’s family and environment.

‘As they become more engaged and more able you might increase the frequency’ (FG 2)

[INSERT FIGURE 1 - Service Delivery Models]

Duration

Duration refers to the length of time an intervention session lasts, defined by Kaipa et
al. (2016, p.508) as “the total time period during which the intervention is provided”.
Depending on the intervention targets the session length varied, however the
average duration for an individual therapy session was agreed to be between 30-45
minutes (Figure 1). Participants described adapting the duration of sessions

depending on the individual child and commented that they worked flexibly.

‘Even with the really compliant children, when you try and go over the half hour, you notice

that the accuracy of their productions just tail off’ (FG 3)

‘When you are working with them and getting used to the session you might do longer and

longer with them’ (FG 5)

Location

https://mc.manuscriptcentral.com/cpcj
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The location in which intervention was provided is widely variable (Figure 1). It was
reported that numerous aspects influence this, such as service protocols and the

presenting needs of the child and family.

‘There are some really interesting things that you miss if you don't get the opportunity to do a

home visit’ (FG 1)

‘Everything is done in centre, we don't do outreach at all’ (FG 7)

Person to Deliver Intervention

Participants listed a variety of people who would deliver intervention to children with
CP+L (Figure 1), although they did not define whether each person was perceived to
be a direct or indirect contact. The SLTs reported that the person with a duty of care
for a child decides who will deliver the intervention, based on service protocols,
intervention targets and factors such as the geographical location, support networks

and whether the child attends an educational setting.

The importance of involving communication partners, such as parents/carers and
school or nursery staff in intervention delivery was discussed, raising questions
regarding whose responsibility it was to consistently deliver intervention for a child

with CP+L.

‘You get the parents and be like oh can you have a go now and that's what | want you to do

at home, give them things for homework’ (FG 2)

Decision Making and Rationale

Resource Constraints and Barriers

https://mc.manuscriptcentral.com/cpcj
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A shortage of resources, finances, staffing, equipment and overstretched services
were issues that were repeatedly raised in all focus groups. These shortfalls were

reported to impact negatively on intervention provision.

‘We'll be doing more than community therapists because they have just got longer wait

times’ (FG 3)

Participants gave examples of ways that financial cutbacks have impacted on their
choice of intervention approaches and affected decisions about the frequency or

person to deliver the intervention.

‘I don't have the equipment anymore to be able to tape, video and make it into a DVD’ (FG 1)

Best practice regarding intervention provision was reported to be based on clinical
judgment, prioritizing the child’s needs. Participants described service constraints
being a barrier to decision making and to children receiving appropriate and effective
interventions with some services providing intervention based on cost rather than

clinical judgments, confirming findings from Bercow: Ten Years On (2018).

‘It would be capped, you can only see this child once, some areas there is no therapy, that's

what happens’ (FG 4)

Regional and Geographical Considerations

The phrase ‘postcode lottery’ is well known in UK healthcare; participants described
how children with CP+L may be disadvantaged in terms of the frequency of

intervention as a result of where they live.

‘Depending on where the children live, there isn't always a cleft specialist there’ (FG 1)

https://mc.manuscriptcentral.com/cpcj
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These inequalities in intervention provision exist nationally and remain unchanged
since the report by the Lead SLT Group and Chair of the Cleft Clinical Reference

Group (Anonymous, 2016).

Living further from a regional cleft center was reported to reduce access to
intervention in some areas, with SLTs commenting they would be less likely to offer
frequent direct intervention if they had to travel a substantial distance to deliver

intervention for a child.

‘If some children can't come to me, | can't offer weekly therapy because it would be just too

much of my time spent travelling’ (FG 1)

This issue was not reported by all participants and it seems that some geographical
areas of England and Wales and specialist services are better resourced. Moreover,
it appears that geographical location is not always a barrier to intervention provision if
the child’s parent/carer is able and willing to travel to access intervention. It was
recognized that the time spent travelling to intervention sessions may impact on the

child’s school attendance and attainment.

Family Circumstances

Many participants considered the wider needs of the child’s family as vital when

delivering intervention.

‘I do try and accommodate the parents as much as possible with regards to day and time’

(FG 3)’

A shared understanding with communication partners of the child’s targets and

rationales for interventions were deemed crucial to intervention success. Family
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dynamics and associated responsibilities, for example childcare for siblings was

described as necessary to consider when planning intervention.

Siblings, looking after their children, school drop off, that kind of stuff is often a barrier to

coming, chaotic families with lots going on’ (FG 1)

Role of Cleft Specialist as Coordinator

Intervention for children with CP+L is provided by regional cleft centers, community
speech and language therapy services and independent SLTs. Participants
explained that when making decisions regarding intervention for this population it is

crucial to liaise and collaborate with other services to ensure that care is cohesive.

‘Our priority is to get them having effective therapy and we get whoever we can, wherever

they are to deliver that’ (FG 3)

SLTs from regional cleft centers voiced that their role involved supporting generalist

SLTs, when setting targets and selecting intervention approaches.

‘Helping set targets and monitor so you are supporting’ (FG 2)

Likewise, community SLTs and Speech and Language Therapy Assistants

commented that they receive supervisory support from the cleft specialist SLTs.

Patient Centered Care

Child's Presentation

Intervention delivery options and selection of approaches are informed by the child’s

progress and their developmental level. Participants highlighted the importance of
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conducting a thorough assessment prior to the commencement of intervention, in

order to ensure appropriate targets are set.

‘Would depend on what they were working on and how they coping with it’ (FG 1)

If a child presents with a specific medical or genetic diagnosis, impacting on their
cognitive skills and functioning, it was reported to impact upon the intervention they
received. Participants discussed that in certain geographical locations, intervention
is only offered to those with a recognized Education, Health and Care Plan (Sales
and Vincent, 2018), i.e., a legal document provided by UK local government
agencies which specifies the provision and intervention required to support the
child’s development. Participants talked about taking a holistic approach when
considering intervention provision, considering the whole child and how factors such
as attention and listening skills or the child’s cognitive ability may impact upon

progress in therapy sessions.

‘The priority when you first meet that cleft child, the cleft like characteristics or is it the

attention levels, the language levels and which comes first and when are all kind of key’ (FG

1)

Despite concerns being raised regarding a lack of resources and feeling constrained
by specific care pathways, the importance of an individualized approach for each
child was frequently stated as a critical factor. Participants spoke about putting the

child at the heart of their decision-making regarding intervention.

‘It's all about the individual basically’ (FG 2)

Similarly, Baker et al (2018) reported that SLTs purposefully provide a wide variety of

service delivery options, adapting interventions to suit each individual’s needs.
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Participants in this study illustrated how they work holistically and suggested that
children with CP+L can present with complexities due to the multidisciplinary nature
of their care. Aspects such as the child’s hearing status and presence of complex
medical needs were reported to be important to consider when planning intervention.
Despite decisions surrounding intervention provision being managed by the SLT,
participants voiced their aspirations to work collaboratively with the child and family,

discovering their opinions and wishes for intervention too.

Timing of Input

An awareness of the child’s cleft care treatment pathway affects how intervention is
delivered, ensuring that the timing and type of intervention is appropriate. SLTs
reported timing of surgeries, multidisciplinary care and the child’s psychological

adjustment as factors they include in their decision-making.

‘What's happening with them in terms of their cleft care as a whole, other interventions,

surgeries...how they are coping with the diagnosis and any other health issues’ (FG 1)

When assessing whether a child would benefit from speech and language therapy
intervention, participants identified that it was important to address the child’s
readiness. Intrinsic factors such as the child’s motivation were considered alongside

other priorities, such as education and extracurricular activities.

‘Depending on the child’s motivation, the parent's commitment, progress in therapy...it's all

those areas we take on board’ (FG 3)

Supporting Factors
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Participants suggested that speech and language therapy intervention provision is
more effective when support and carry over work is completed by other agencies and
family members. Participants described their role in ensuring support networks were
established for the child when receiving intervention and the challenges that present

when a support network breaks down.

Flexibility in service delivery models was reported to be beneficial for intervention
provision. SLTs from specialist services or regional cleft centers described an ability
to work with greater flexibility and more resources (time, staffing, equipment) when

compared to community services, however this was not the case for all.

‘That's the luxury of our service is that we can be very bespoke...not one size fits all’ (FG 2)

‘We see them when they are coming in for another appointment to reduce the burden’ (FG 4)

But where available the SLTs noted that this flexibility supports patient centered care
and intervention provision based on clinical judgment rather than rigidity due to
service constraints. These findings are consistent with those of Furlong et al. (2018),
who reported that the location of sessions, family engagement and attendance were

all important in ensuring patient centered care.

Age and Expectations

Although some speech and language therapy services have care pathways for
children at specified ages, SLTs mentioned how they create packages of intervention
taking into account the child’s developmental stage and cognitive abilities, not just

their chronological age.

‘It's not actually about the age it's about their developmental stage’ (FG 1)
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They reported this as necessary to ensure that children access appropriate
intervention for their needs. For most children without significant developmental
delay however, participants were able to classify intervention approaches broadly

into age categories (Table 3).

Discussion

This study aimed to investigate what intervention is currently provided by SLTs for
children born with CP+L until the age of five and how it is delivered. Nine focus
groups were carried out and subsequent iterative content analysis identified four

main codes with corresponding sub-codes.

This study revealed that a wide range of intervention approaches are used by SLTs
with this population and that variability exists in service delivery models. The
variability described may be explained by the lack of evidence for speech and
language interventions, leading to uncertainty for SLTs. Focus group participants
were able to share examples of factors which they believed impacted positively on
intervention provision, whilst acknowledging issues and constraints faced. It was
clear from the content analysis that, while discrete codes and sub-codes could be
identified, these were not independent of each other but rather were closely

interconnected, as discussed below.

Intervention Approaches and Service Delivery Models

Inconsistencies regarding the use of terminology have been reported in previous
studies (Baker et al., 2018; Roulstone, 2012). Inconsistent terminology, in particular
the use of one label for more than one type of intervention or multiple labels for a

single intervention, can be problematic in research and clinical practice. Without a
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full appreciation of the degree of variation in terminology, there is the potential for

confusion and a misplaced belief that practice is evidence based.

Participants reported using direct and indirect intervention with children with CPL.
Indirect intervention may often be offered due to resource shortages, limited
availability for direct intervention provision and to support consolidation of skills after
direct intervention sessions. Indirect intervention was valued equally to direct
intervention by most participants in the current study. Sugden et al.’s (2018) study
found the most common person to deliver individual intervention, in the speech
sound disorder population, is an SLT. However, in present work participants named
a range of people who deliver intervention, including the SLT. School staff and
caregivers were reported to deliver indirect intervention for children born with CP+L,
under the supervision of an SLT. Indirect interventions were sometimes provided in
addition to direct intervention from the SLT. Sugden et al.’s study (2018) focused on
both direct and indirect intervention provision in Australia, which may explain the

variance in findings when compared to the current study.

Participants described a multitude of service delivery options and reported that as
clinicians they often work flexibly. This is advantageous when delivering intervention
in a climate with stretched resources, striving to meet the needs of the individual,

whilst balancing service-level restrictions.

In the present study, the authors followed the advice of Baker et al. (2018) who
advocated for the use of explorative methodologies when investigating speech and
language therapy interventions. Participants listed intervention approaches delivered
at specified ages and it is noted that there is a high level of overlap between the age

categories, for example, diagnostic therapy and articulation therapy were in common
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use with all children up to five years of age. The notion that intervention is delivered
in an eclectic style has been identified in previous literature (Baker et al., 2018;
Hegarty et al., 2018) and participants described how they rarely use one approach in
isolation, favoring the use of multiple approaches concurrently to achieve a specific

goal.

Meinusch & Romonath’s (2011) systematic review of early language interventions for
children with CPxL concluded that the involvement of caregivers in the therapeutic
setting enhanced the child’s language abilities. Participants in this study provided
examples of liaison with caregivers, providing them with advice and therapeutic
activities to support the child’s development in the home environment. In addition to
positive intervention treatment effects from other studies (Ha, 2015; Dobbelsteyn et
al., 2014) this demonstrates successful implementation of research findings into

clinical practice.

Previous research has investigated intervention factors such as the frequency,
dosage, location, duration and the person to deliver intervention, which are
recognized to be important when studying how intervention is delivered (Hegarty et
al, 2018; Roulstone et al., 2015; Roulstone et al., 2012). Participants described a
multitude of intervention factors, which reflect resource availability and consideration
of the individual needs of the child and their family.

Decision Making and Rationale

The current study found that intervention provision was variable between individual
SLTs and across services. Roulstone et al. (2015) reported similar findings in ‘Child
Talk’ and both studies highlight that participants use the phrase ‘it depends’ when

discussing intervention. This illustrates how multifactorial intervention management
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is and the factors SLTs consider when delivering intervention. The work by Furlong
et al. (2018) supports this by categorizing factors as ‘child factors’, ‘family factors’
and ‘contextual factors’. The present study identified a number of additional factors
which need to be considered for children with CP+/-L including timing of surgery,
comorbidities such as hearing loss and syndromic status and location of the

intervention provision.

Patient Centered Care

Factors that were felt to influence decision-making regarding intervention were;
service level constraints, the needs of the child and family and previous clinical
experience, comparable to Furlong et al.’s (2018) findings. The current study
reported geographical challenges as a factor, for participants working in the regional
cleft centers, a finding that was not identified in Furlong et al.’s (2018) study. Cronin
et al. (2020) reported ‘physical geography/population density’ was an important
consideration for speech-language pathology practice when working with children

with CP+L.

In the current study, participants from regional cleft centers described their role in the
multidisciplinary team and how they incorporate supporting the child and family
through their cleft treatment journey into their intervention provision. This was
viewed as an additional aspect of intervention provision when compared to local
speech and language therapy services and the non-cleft population. This
multidisciplinary role demonstrates how intervention is delivered in a holistic manner
and contributes to wider public health care, endorsed by Public Health England
(Hindle and Charlsworth, 2019).

Limitations
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The present study has some limitations which should be acknowledged. This study
aimed to investigate intervention provision across the UK, however participation from
Scottish and Irish sites was not possible within the time available and findings may

not therefore accurately reflect service provision in these geographical locations.

It is recognized that there was less participation representing community speech and
language therapy services in this study, therefore findings could be biased towards

specialist service intervention provision.

A further limitation of this study is that transcripts were not checked by participants

for misinterpretations following the focus groups. Additionally, the researchers’ prior
clinical experience and existing relationships with participants may have influenced
the data, as participants may have experienced acquiescence bias, responding

positively in order to please the researchers (Winkler et al, 1982).

Clinical Implications

The aim of this study was to undertake exploratory work to understand interventions
currently provided in clinical practice and usual patterns of dosage and delivery for
children born with CP+L up to 5 years of age across the UK. The findings from this
work do not yet assist us in providing evidence to support interventions for children
with CP£L. New knowledge which can be used to inform clinical practice has
nevertheless already been generated by this work and has informed the
development of a survey of intervention received by participants in the Cleft
Collective Cohort Study (Wren et al., 2018). The Cleft Collective Cohort Study is a
large prospective clinical cohort study of children born with CP+/L, investigating

causes of cleft, the best treatments and the impact of cleft on those affected and their
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families (http://www.bristol.ac.uk/cleft-collective/professionals/access/). Survey
responses will be available for clinicians and academics to combine with other data
collected by the study, for example speech outcome data, to address clinically

meaningful questions regarding the impact of SLT intervention.

We now have a clear picture of the range of interventions being used by SLTs in
England and Wales for this population. We know at what ages each is being used
and we have an understanding of the factors which affect clinical decision making
and choice of intervention. This repertoire of interventions will aid clinicians who are
new to the field in their management and will provide a qualitative benchmark for

services to compare themselves to.

This study’s objective to understand expert opinions from clinicians, a key
component of the Evidence-Based Practice triangle (Sackett et al., 1996),
complements the existing evidence base. Discussion from participants in this study
regarding the challenges they face implementing research findings into practice,
aligns with previous findings from Hegarty et al. (2018). It is therefore important for
future studies to adhere to implementation science principles (Olswang and Prelock,
2015), thus increasing the likelihood of research findings being incorporated into
everyday practice. Inconsistencies related to terminology are important to consider
in future research studies, to ensure a deep understanding of the nature and content

of intervention approaches used in speech and language therapy practice.

Conclusion

The present study has identified a large number of speech and language therapy

interventions which are being delivered to children born with CP+L across the
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England and Wales. Exploration of service delivery models and the aspects which
influence SLTs’ decision making, with regards to intervention provision have
illustrated both similarities and differences nationally. Many of the intervention
approaches discussed in this study were not in the Bessell et al. (2013) review, either
because they did not fulfil the eligibility criteria suggesting the evidence is low level,
or because they had not been reported in the literature at the time of the review.
Current evidence for the latter remains at low level however, limited mostly to single

case or small group studies.

This study recognizes the uncertainty as to which interventions are effective for this
population and which methods of delivery are the most appropriate. Determining
which interventions and patterns of delivery are most commonly used within this
population will help identify which are the most salient interventions to investigate in

efficacy studies and in turn have the potential for immediate impact on practice.

Declaration of Conflicting Interests

The authors declare that there is no conflict of interest with respect to the research,

authorship, and publication of this article.

References

Baker E, Williams L, McLeod S, McCauley R. Elements of Phonological Interventions
for Children with Speech Sound Disorders: The Development of a Taxonomy.

American Journal of Speech-Language Pathology. 2018;27:1-30.

Berkowitz S. Analyzing qualitative data. In Frechtling, J., Sharp, L. (Eds.), User-
friendly handbook for mixed method evaluations. Arlington, VA: Division of

Research, Evaluation and Communication, National Science Foundation;

https://mc.manuscriptcentral.com/cpcj

Page 30 of 55



Page 31 of 55 The Cleft Palate-Craniofacial Journal

31
1
2
2 1997. Retrieved February 7, 2007, from
Z http://www.nsf.gov/pubs/1997/nsf97153/start.htm.
7
8
9 Bercow J. The Bercow Report. A Review of Services for Children and Young People
10
:; (0—19) with Speech, Language and Communication Needs.
13
14 https://dera.ioe.ac.uk/8405/7/7771-dcsf-bercow_Redacted.pdf. Published
15
16 2008. Accessed April 23 2020.
17
18
;g Bercow J. ICAN and The Royal College of Speech and Language Therapists
21
22 (RCSLT). Bercow: Ten Years On. https://www.bercow10yearson.com/wp-
23
24 content/uploads/2018/03/337644-ICAN-Bercow-Report-WEB.pdf. Published
25
;g March 2018. Accessed July 22, 2019.
28
29
30 Bessell A, Sell D, Whiting P, Roulstone S, Albery L, Persson M, Verhoeven A, Burke
31
32 M, Ness AR. Speech and Language Therapy Interventions for Children with
33
gg Cleft Palate: A Systematic Review. The Cleft Palate-Craniofacial
36
37 Journal. 2013;50(1):1-17.
38
39
2(1) Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in
o Psychology. 2006;3:77-101.
44
45
46 Britton L, Albery L, Bowden M, Harding-Bell A, Phippen G, Sell D. A cross-sectional
47
jg cohort study of speech in five-year-olds with cleft palate * lip to support
g? development of national audit standards: benchmarking speech standards in
52
53 the United Kingdom. The Cleft palate-craniofacial Journal. 2014;51(4):431-
54
55 451.
56
57
58
59
60

https://mc.manuscriptcentral.com/cpcj



oNOYTULT D WN =

The Cleft Palate-Craniofacial Journal

32

Chapman K. The relationship between early reading skills and speech and language
performance in young children with cleft lip and palate. Cleft Palate-

Craniofacial Journal. 2011;48:301-311.

Cronin A, McLeod S, Verdon S. Applying the ICF-CY to Specialist Speech-
Language Pathologists’ Practice With Toddlers With Cleft Palate Speech.

The Cleft Palate-Craniofacial Journal. 2020 doi: 10.1177/1055665620918799.

Deacon S, Fitzsimons K, Medina J, Van der Meulen J. The Cleft Development
Group. The Cleft Registry and Audit NEtwork, Annual Report 2018.
https://crane-database.org.uk/?!.iD=3l| Published 2018, Accessed on July 22,
2019.Downe-Wamboldt B. Content analysis: methods, applications, and

issues. Health Care for Women International. 1992;13:313-321.

Dobbelsteyn C, Kay-Raining Bird E, Parker J, Griffiths C, Budden A, Flood K, Stilson
A. Effectiveness of the Corrective Babbling Speech Treatment Program for
Children with a History of Cleft Palate or Velopharyngeal Dysfunction. The
Cleft Palate-Craniofacial Journal. 2014;51(2):129-144.
https://doi.org/10.1597/12-188Elo S, Kyngas H. The qualitative content

analysis process. Journal of Advanced Nursing. 2008;62:107—115.

Furlong L, Serry T, Erickson S, Morris ME. Processes and challenges in clinical
decision-making for children with speech-sound disorders. International

Journal of Language and Communication Disorders. 2018;53(6):1124-1138.

Ha. Effectiveness of a parent-implemented intervention program for young children
with cleft palate. International Journal of Pediatric Otorhinolaryngology.

2015;79:707-715.

https://mc.manuscriptcentral.com/cpcj

Page 32 of 55



Page 33 of 55

oNOYTULT D WN =

The Cleft Palate-Craniofacial Journal

33

Hardin-Jones MA, Jones DL. Speech Production of Preschoolers with Cleft

Palate. The Cleft Palate-Craniofacial Journal. 2005;42(1):7-13.

Harding A, Bryan A. The Use of Multisensory Input-Modelling to Stimulate Speech
Output Processing. A Therapy Demonstration Video for Speech and
Language Therapists for the Treatment of Speech Disorders. [DVD].

Cambridge, U.K.: Cleft Lip and Palate Network; 2002.

Hegarty N, Titterington J, McLeod S, Taggart L. Intervention for children with
phonological impairment: Knowledge, practices and intervention intensity in
the UK. International Journal of Language and Communication

Disorders. 2018;53(5):995-1006.

Hindle L, Charlswoth L. Public Health England. UK Allied Health Professions Public
Health Strategic Framework 2019-2024. https://www.health-
ni.gov.uk/sites/default/files/publications/health/uk-ahp-public-health.pdf.

Published May 2019. Accessed on July 22, 2019.

Kaipa R, Peterson AM. A systematic review of treatment intensity in speech
disorders. International journal of speech-language pathology.

2016;18(6):507-520. doi:10.3109/17549507.2015.1126640

Lancaster HS, Lien KM, Chow JC, Frey JR, Scherer NJ, Kaiser AP. Early speech
and language development in children with nonsyndromic cleft lip and/or
palate: a meta-analysis. Journal of speech, language, and hearing research.

2019;63(1):14-31. doi:10.1044/2019_JSLHR-19-00162.

https://mc.manuscriptcentral.com/cpcj



oNOYTULT D WN =

The Cleft Palate-Craniofacial Journal

34

Mccormack J, Mcleod S, Mcallister L, Harrison LJ. A systematic review of the
association between childhood speech impairment and participation across
the lifespan. International Journal of Speech-Language Pathology.

2009;11:155-170.

McLeod S, Baker E. Children’s speech: An evidence-based approach to

assessment and intervention. Boston: Pearson; 2017.

Meinusch M, Romonath, R. Early language intervention for children with cleft lip
and/or palate: A systematic review. Evidence-Based Communication

Assessment and Intervention. 2011;5(4):197-215.

Morgan DL. Qualitative content analysis: a guide to paths not taken. Qualitative

Health Research. 1993;3:112-121.

Morgan L, Marshall J, Harding S, Powell G, Wren Y, Coad J, Roulstone S. ‘It
depends’: Characterising speech and language therapy for preschool children
with developmental speech and language disorders. International Journal of

Language and Communication Disorders. 2019;00(0):1-17.

Olswang LB, Prelock PA. Bridging the Gap Between Research and Practice:
Implementation Science. Journal of Speech, Language, and Hearing
Research. 2015;58(6): S1818-S1826. https://doi.org/10.1044/2015_JSLHR-L-

14-0305

Pamplona MDC, Silis SC, Ysunza PA, Morales S. Metacognitive strategies for

enhancing language development in children with cleft palate. European

https://mc.manuscriptcentral.com/cpcj

Page 34 of 55



Page 35 of 55

oNOYTULT D WN =

The Cleft Palate-Craniofacial Journal

35

jJournal of plastic surgery. 2015;38(5):377-384. doi:10.1007/s00238-015-

1094-1

Peterson-Falzone S, Hardin-Jones M, Karnell M. Cleft Palate Speech. 4th Edition

ed. London: Mosby Elsevier; 2009.

QSR International Pty Ltd. NVivo qualitative data analysis software; 2014.

Reed-Danahay D. Anthropologists, education and autoethnography. Reviews in

Anthropology. 2009;38(1):32.

Richman LC, McCoy TE, Conrad AL, Nopoulos MD. Neuropsy-chological,
behavioural and academic sequalae of cleft: early developmental, school age
and adolescent/young adult outcomes.Cleft Palate Craniofac Journal.

2012;49:387-396.

Robson, C. Survey and Questionnaires. In: Real World Research: A Resource for
Social Scientists and Practitioner-Researchers (2nd ed.). Oxford: Blackwell

Publishers Ltd.;2002a.

Robson, C. Interviews. In: Real World Research: A Resource for Social Scientists
and Practitioner-Researchers (2nd ed.). Oxford: Blackwell Publishers

Ltd.;2002b.

Roulstone SE, Marshall JE, Powell GG, Goldbart J, Wren YE, Coad J, Daykin N,
Powell JE, Lascelles L, Hollingworth W, Emond A, Peters TJ, Pollock JI,
Fernandes C, Moultrie J, Harding SA, Morgan L, Hambly HF, Parker NK,

Coad RA. Evidence-based intervention for preschool children with primary

https://mc.manuscriptcentral.com/cpcj



oNOYTULT D WN =

The Cleft Palate-Craniofacial Journal

36

speech and language impairments: Child Talk — an exploratory mixed-

methods study. Programme Grants for Applied Research. 2015;3(5):1-408.

Roulstone S, Wren Y, Bakopoulou I, Lindsay G. Interventions for children with
speech, language and communication needs: An exploration of current

practice. Child Language Teaching and Therapy. 2012;28(3):325-341.

Sackett DL, Rosenberg WM, Gray JA, Haynes RB, Richardson WS. Evidence based
medicine: what it is and what it isn’t. British Medical Journal. 1996;Jan

13;312(7023):71-2.

Sales N, Vincent K. Strengths and limitations of the Education, Health and Care plan
process from a range of professional and family perspectives. British Journal

of Special Education. 2018;45(1):61-80.

Sell D, Mildinhall S, Albery L, Wills AK, Sandy JR, Ness AR. The Cleft Care UK
study. Part 4: perceptual speech outcomes. Orthodontics and Craniofacial
Research. 2015;18(S2):36-46.

Shadbolt N, Smart P. Knowledge 26-28. In: Wilson JR, Sharples S. (eds), Evaluation

of Human Work. Boca Raton, FL: CRC Press; 2015.

Srivastava P, Hopwood N. A Practical Iterative Framework for Qualitative Data
Analysis. International Journal of Qualitative Methods. 2009;76—84.

https://doi.org/10.1177/160940690900800107

Sugden E, Baker E, Munro N, Williams AL, Trivette CM. Service delivery and
intervention intensity for phonology-based speech sound disorders.
International journal of language & communication disorders. 2018;53(4):718-

734. doi:10.1111/1460-6984.12399

https://mc.manuscriptcentral.com/cpcj

Page 36 of 55



Page 37 of 55 The Cleft Palate-Craniofacial Journal

37
1
2
z Ten Have P. Understanding Qualitative Research and Ethnomethodology. (1st ed).
Z London: Sage Publications; 2004.
7
8
9 The Lead SLT Group and Chair of the Cleft Clinical Reference Group. Report to NHS
10
" England on Behalf of The Clinical Reference Group for Cleft Lip and Palate
12
12 April 2016 Variation in Speech and Language Therapy Provision For Children
15
16 born with a Cleft Lip and Palate England and Wales (Anonymised).
17
18 http://lwww.cleftsig.co.uk/wp-content/uploads/2012/02/Report-to-NHS-
19
;‘1) England-on-SLT-Provision-in-Cleft-Care-V13-Final-Anonymised-1-3-17-
- june.pdf. Published April 2016, Accessed on July 22, 2019.
24
25
26 Vallino-Napoli L. Evaluation & evidence based practice. In: Howard S, Lohmander A,
27
28 eds. Cleft Palate Speech. Chichester, UK: John Wiley and Sons: 2011;317—
29
30 354.
31
32
33
34 Vaismoradi M, Turunen H, Bondas T. Content analysis and thematic analysis:
35
36 implications for conducting a qualitative descriptive study: qualitative
37
gg descriptive study. Nursing & health sciences. 2013;15(3):398-405.
40
41 doi:10.1111/nhs.12048Wren Y, Humphries K, Stock NM, Rumsey N, Lewis S,
42
43 Davies A, Bennett R, Sandy J. Setting up a cohort study in speech and
44
22 language therapy: lessons from The UK Cleft Collective Speech and
j; Language (CC-SL) study. International Journal of Language and
49
50 Communication Disorders. 2018;53(3):421-430.
51
52
gi Winkler JD, Kanouse DE, Ware JE Jr. Controlling for acquiescence response set in
gg scale development. Journal of Applied Psychology. 1982;67:555-561.
57
58
59 Figure Legend
60

https://mc.manuscriptcentral.com/cpcj



oNOYTULT D WN =

The Cleft Palate-Craniofacial Journal
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Appendix 1: Topic Guide for Focus Groups

oNOYTULT D WN =

Consent to be obtained for participation

e Introduce the research project

14 e \What are the important domains of interest in speech and language therapy

(SLT) intervention for cleft?

19 e \What are the options available for each domain (identified in previous point)
21 in:

e the central cleft service?

24 e the local community SLT services within the region?

26 e independent SLT services?

29 e How does this differ for various age ranges between 0-5 years of age?

How might this information be represented in questions in a survey?

w
w
[ ]

36 Probes:

38 - Encouraging participants to expand on a point they have raised.

- Asking for clarification from participants.

- Defining terms such as ‘domains of interest’ for the participants.

43 - Repeating back and summarising the information provided in order to

45 stimulate further discussion.
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Appendix 2: Knowledge Elicitation Activities

Activity 1 - Classification of Intervention Approaches:

The aim of this activity was to discover whether intervention approaches could be
classified into specific categories.
Discussion from previous focus groups highlighted variation across participants, and

sites and their individual opinions regarding this matter.

1. Focus group participants were divided into sub-groups of 2-3 people whilst sat
at a table.

2. Participants were provided with 6 cards: ‘Early Communication’, ‘Language’,
‘Articulation’, ‘Phonology’, ‘Social Communication’ and ‘Other’.

3. Participants were instructed to lay the cards horizontally on the table and use
these as the category headings.

4. A further 46 cards with the name of an intervention approach on were
provided to each group. The intervention approaches were reported from
previous focus groups to be in use with children with CP£L until 5 years of
age.

5. Participants were given approximately 15 minutes to place the intervention
approach cards under the corresponding categories. If participants were
unable to assign a card to a category they were prompted that they could
leave it to one side or place it in between 2 or more categories.

6. The discussions between the participants whilst completing the activity were
audio recorded and the researchers made notes regarding the participant’s
decision making and interesting points raised.

7. After the sub-groups had completed the activity the focus group facilitator
asked the participants to describe how they found the task, any difficulties
they experienced, and if they felt anything was missing.

8. Comparison between the group’s classification of approaches stimulated
further discussion.

9. Photos were taken of the cards at the end of the activity for further analysis.
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1. Individual participants were provided with an A4 sheet of paper with
predetermined fields:
- Primary Aim for Episode of Care
- Age of Child
- Agent of Change
- Facilitator
- Approach/Method
- Resources and Homework
- Specific Programmes used

- Training/Advice given

2. They were asked to complete the fields whilst thinking about a child they have

provided intervention for. They were given approximately 10 minutes.

3. After they had completed the sheet the focus group facilitator stimulated

discussion about the ease of the task.

4. When participants highlighted terms that they found challenging to

comprehend the focus group facilitator prompted by asking about their
interpretation and encouraged other participants to compare their opinions.

This was audio recorded for later analysis.

5. The sheets were collected by the focus group facilitator at the end of the

activity and were used for analysis.
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Appendix 3: Intervention Approaches Reference List

Articulation Therapy:

Powers MH. Clinical educational procedures in functional disorders of articulation. In
Travis LE. (Ed.). Handbook of speech pathology and audiology. Englewood
Cliffs, N.J.: Prentice-Hall; 1971.

Travis LE. Speech pathology. New York: Appleton; 1931.

Van Riper C. Speech correction: Principles and methods (6th ed.). Englewood Cliffs,
N.J.: Prentice-Hall; 1978.

Auditory Bombardment/Focused Stimulation:

Hodson B, Paden E. Targeting intelligible speech: A phonological approach to

remediation. Texas: Pro-Ed; 1983.

Babble and Sound Play (‘Participative Babble Techniques’):

Albery E, Russell J. Cleft Palate Sourcebook. Bicester: Winslow Press; 1984.

Colourful Semantics:

Bryan A. Colourful Semantics: Thematic Role Therapy. In Chiat S, Law J, Marshall J.
Language Disorders in Children and Adults: Psycholinguistic Approaches to

Therapy. London: Whurr Publishers Ltd.; 2003.

Complexity Approach/Sonority Principle:

Gierut, JA. Phonological complexity and language learnability. American Journal of

Speech-Language Pathology. 2007;16(1):6-17.

Core Vocabulary:
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Crosbie S, Holm A, Dodd B. Intervention for children with severe speech disorder: A
comparison of two approaches. International Journal of Language and

Communication Disorders. 2005;40:467-491.

Cued Articulation:

Passy J. Cued Articulation (2nd Edition). Bodmin, UK: STASS Publications; 1993.

Cycles Phonological Approach:

Prezas R F, Hodson BW. The cycles phonological remediation approach. In Williams
AL, McLeod S, McCauley RJ (Eds). Interventions for speech sound disorders

in children. Baltimore, MD: Paul H. Brookes Publishing Co.; 2010.

Derbyshire Language Scheme:

Knowles W, Masidlover M. The Derbyshire Language Scheme. Derbyshire:

Derbyshire County Council; 1982.

Diagnostic Therapy:

Sell D, Harding-Bell A. Cleft Palate and Velopharyngeal Anomalies. In: Kersner M,
Wright JA. Speech and Language Therapy. London: David Fulton Publishers

Ltd; 2001.

Electropalatography:

Hardcastle WJ, Gibbon FE, Jones W. Visual display of tongue-palate contact:

Electropalatography in the assessment and remediation of speech disorders.
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British Journal of Disorders of Communication. 1991;17: 47-65.

Functional Communication:

LaRue R, Weiss MJ, Cable MK. Functional communication training: The role of
speech pathologists and behavior analysts in serving students with autism.
The Journal of Speech and Language Pathology — Applied Behavior Analysis.

2009;3(2-3):164-172.

Generalisation:

Van Riper C. Speech correction: Principles and methods. (6th ed.). Englewood Cliffs,

N.J.; Prentice-Hall: 1978.

Hanen:

Manolson A. It Takes Two to Talk. Toronto: Hanen Centre; 1992.

Weitzman, E. More Than Words: the Hanen Program for parents of children with
autism spectrum disorder: A teaching model for parent-implemented language

intervention. Language, Learning and Education. 2013;20(3):86-95.

Implicational Phonological Universals/Markedness:

Prince A. Smolensky P. Optimality Theory: Constraint interaction in generative
grammar. Technical Report, Rutgers University and University of Colorado at

Boulder, 1993. Revised version published by Blackwell, 2004.

Levelt CC, Schiller NO, Levelt WJ. The Acquisition of Syllable Types. Language

Acquisition. 2000;8(3):237-264. DOI: 10.1207/S15327817LA0803_2
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Lidcombe Programme:

Onslow M, O'Brian S, Harrison E. The lidcombe programme of early stuttering
intervention: methods and issues. European journal of disorders of
communication : The journal of the college of speech and language therapists,

London. 1997;32(2):231-250.

Maximal Oppositions:

Gierut J. Maximal Opposition Approach to Phonological Treatment. 1989. Retrieved
April 2, 2015, from
http://192.168.1.1:8181/http://www.indiana.edu/~sndlrng/papers/Gierut 89.pdf

Metaphon:

Dean E, Howell J, Hill A, Waters D. Metaphon Resource Pack. Windsor, Berkshire:

NFER Nelson;1990.

Michael Palin PCI:

Kelman E, Nicholas A. Practical Intervention for Early Childhood Stammering. Palin

PCI Approach, 1st Edition. London:Routledge; 2008.

Minimal Pairs:

Weiner F. Treatment of phonological disability using the method of meaningful
contrast: Two case studies. Journal of Speech and Hearing Disorders.

19814a;46:97-103.

Mirror Neurone:
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Eimas PD, Siqueland ER, Jusczyk P, Vigorito J. Speech perception in infants.

Science. 1971;171(968):303-306.
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10 Multisensory Input-Modelling:

14 Harding A, Bryan A. The Use of Multisensory Input-Modelling to Stimulate Speech
Output Processing. A Therapy Demonstration Video for Speech and
19 Language Therapists for the Treatment of Speech Disorders. [DVD].

21 Cambridge, U.K.: Cleft Lip and Palate Network; 2002.

Multiple Oppositions:

30 Williams AL. A systemic perspective for assessment and intervention: A case study.

32 Advances in Speech-Language Pathology. 2006b;8(3): 245-256.

Nasometry:

o Phippen G. Non-Surgical Treatments for Nasal Speech. In Phippen G. The Spires
43 Cleft Centre SLT Team (Eds.). Speech Therapy in Cleft Palate and Velopharyngeal

45 Dysfunction. Guildford: J&R Press; 2014.

Non-directive Play Therapy:

53 Rogers CR. Counseling and psychotherapy: Newer concepts in practice. Boston:

55 Houghton Mifflin; 1942.

58 Nuffield Dyspraxia Programme:
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Williams P, Stephens H (Eds.). The Nuffield Centre Dyspraxia Programme (3rd

Edition). London: The Miracle Factory; 2004.

Obturator:

Shyammohan A, Sreenivasulu D. Speech therapy with obturator. Journal of Indian

Prosthodont Society. 2010;10(4):197-199. doi:10.1007/s13191-011-0044-2

Oro-Motor Exercises:

Rosenfeld-Johnson S. Oral-motor exercises for speech clarity. Tucson, AZ:

Innovative Therapists International; 2001.

PACT - A broad-based approach to phonological intervention:

Bowen C, Cupples L. PACT: Parents and children together in phonological therapy.

Advances in Speech Language Pathology. 2006;8(3)282-292.

Parent Led Articulation Therapy:

Sell D, Sweeney T, Hegarty F, O’'Regan M. Cleft palate speech: a mixed methods
evaluation of parent led, therapist supervised articulation therapy (PLAT)
supported by telemedicine. Archives of disease in childhood. 2019;104(Suppl

4):1. doi:10.1136/archdischild-2019-gosh.1

Phonological Awareness:

Hesketh A, Dima E, Nelson V. Teaching phoneme awareness to pre-literate children

with speech disorder: a randomized controlled trial. International Journal of
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Language and Communication Disorders. 2007;42(3):251-271.

Placement Activities/Posturing for Speech Sounds:

Secord W. Eliciting Sounds: Techniques for Clinicians. San Antonio, Texas: The

Psychological Corporation; 1981.

PROMPT:

Hayden D. The PROMPT model: Use and application for children with mixed
phonological-motor impairment. Advances in Speech-Language Pathology.

2006;8(3):265-281.

Psycholinquistic Framework:

Stackhouse J, Wells B. Children's Speech and Literacy Difficulties I: A

Psycholinguistic Framework. London: Whurr Publishers; 1997.

Rule Abstraction and Cognitive Flexibility:

Crosbie S, Holm A, Dodd B. Cognitive flexibility in children with and without speech

disorder. Child Language Teaching and Therapy. 2009;25(2): 250-270.

Shape Coding:

Ebbels S, Van der Lely H. Meta-syntactic therapy using visual coding for children
with severe persistent SLI. International Journal of Language &

Communication Disorders. 2001;36(supplement):345-350.
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Social Stories:

Gray C. Garand J. Social Stories: Improving responses of individuals with autism

with accurate social information. Focus on Autistic Behavior. 1993;8:1-10.

Somerset Total Communication:

Somerset Total Communication (2014). [online] Available at:
http://somersettotalcommunication.org.uk/aboutus.html [Accessed 8 Feb

2020].

Sound Discrimination Work:

Powers MH. Clinical educational procedures in functional disorders of articulation. In
Travis LE (Ed.). Handbook of speech pathology and audiology. Englewood

Cliffs, N.J.: Prentice-Hall; 1971.

Stimulability:

Miccio AW, Elbert M. Enhancing stimulability: a treatment program. Journal of

Communication Disorders. 1996;29:335-352.

Talk Tools:

TalkTools. About Us - Speech & Feeding Therapy Tools, Techniques, Training.
[online] Available at: https://talktools.com/pages/about-us#what_we_do

[Accessed 8 Feb 2020].

Ultrasound:
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Preston JL, Brick N, Landi N. Ultrasound Biofeedback Treatment for Persisting

Childhood Apraxia of Speech. American Journal of Speech-Language
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Pathology. 2013;22(4):627-643.

12 VERVE Child Interaction:

Cummins K. VERVE Child Interaction. [online] Available at:
19 http://www.keenacummins.co.uk/verve_child_interaction.html [Accessed 8

21 Feb 2020].

Video Therapy:

30 Calladine S. Multisensory input video-therapy for young children with cleft palate-
32 related speech sound disorder: Examining service delivery and interactional

34 characteristics. Unpublished PhD thesis. 2020.
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Participant's Characteristics

Focus Group Location Number of Participants and Roles
1 Cambridge 4 CSLTs, 4 CSLTs/LSLTs
2 Bristol 3 CSLTs, 4 CSLTs/LSLTs, 1 SLTA
3 Swansea 5 CSLTs, 1 LSLT, 1 SLTA
4 Salisbury 3 CSLTs
5 Manchester 5 CSLTs, 1 LSLT, 1 SSLT
6 Newcastle (joint focus group with SLTs from Leeds) 13 CSLTs, 1 SLTA
7 London 3 CSLTs, 1 LSLT
8 Birmingham 2 CSLTs, 4 LSLTs
9 Newcastle 5 CSLTs, 1 LSLT, 1 SLTA

CSLT(Cleft Specialist Speech and Language Therapist), LSLT (Local Speech and Language Therapist),
SLTA (Speech and Language Therapy Assisstant), SSLT (Student Speech and Language Therapist)
CSLT/LSLT (SLT with a split role, involving some specialist cleft skills and another role)
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1

2 Codes and Sub-Codes

3

4 Code Sub-Code

5 Intervention approaches Therapeutic techniques

j Variability

8 Terminology

9 The evidence base

10 Service delivery models Frequency

11 Duration

12 Location

12 Person to deliver intervention

15 Decision making and rationale =~ Resource constraints and barriers
16 Regional and geographical considerations
1; Family circumstances

19 Role of cleft specialist as coordinator
20 Patient centred care Child's presentation

21 Timing of input

;g Supporting factors

24 Age and expectations

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

Zi https://mc.manuscriptcentral.com/cpcj
45

FG (Focus Group)
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Intervention Approaches
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0-18 months 18 hs - 3 years 3 -5 years
Approach Training/Advice/S! Approach Training/Advice/S! Approach Training/Advice/Strategi
Airflow Activities Babble Advice Airflow Activities Attention Autism Program Airflow Activities Attention Autism Program
Articulation Therapy* Babble Bag Articulation Therapy* Babble Bag Articulation Therapy* Facilitator Training
Attention and Listening Activities Babble Workshop Attention and Listening Activities Dysphagia Advice Attention and Listening Activities Feeding Advice
Auditory Bombardment/Focused Stimulation Dysphagia Advice Auditory Bombardment/Focused Stimulation Early Communication and Play Advice Auditory Bombardment/Focused Stimulation Hearing Advice
Complexity Approach/Sonority Principle Early Communication and Play Advice Biofeedback Facilitator Training Biofeedback Leaflets

Core Vocabulary

Cued Articulation

Derbyshire Language Scheme
Diagnostic Therapy*

Drilling

Functional Communication
Generalisation

Langauge Work (receptive or expressive)
Makaton

Maximal Oppositions

Metaphon

Mirror Neurone

Multi Sensory Input Modelling (+/- Output)*
| Non-directive Play Therapy

Nuffield Dyspraxia Programme

Oro Motor Exercises

Phonological Therapy*

Placement Activities/Posturing for Speech Sounds
Psycholinguistic Approach

Social Interaction

Somerset Total Communication

Sound and Babble Play*

Stimulability

VERVE Child Interaction

Video Therapy

Facilitator Training

Feeding Advice

Hearing Advice

It Takes Two (Hanen Program)
Leaflets

More Than Words (Hanen Program)
Parent/Adult Child Interaction

Voice and Vocal Hygiene Advice
YouTube videos

Complexity Approach/Sonority Principle
Core Vocabulary

Cued Articulation

Derbyshire Language Scheme
Diagnostic Therapy*

Drilling

Dysfluency Intervention

Functional Communication
Generalisation

Langauge Work (receptive or expressive)
Makaton

Maximal Oppositions

Metaphon

Minimal Pairs

Mirror Neurone

Multi Sensory Input Modelling (+/- Output)*
Multiple Oppositions

Non-directive Play Therapy

Nuffield Dyspraxia Programme

Oro Motor Exercises

Phonological Awareness

Phonological Therapy*

Placement Activities/Posturing for Speech Sounds
PROMPT

Psycholinguistic Approach

Rule Abstraction and Cognitive Flexibility Therapy
Social Interaction Work

Somerset Total Communication

Sound and Babble Play*

Sound Discrimination Work

Stimulability

Talk Tools

VERVE Child Interaction

Video Therapy

Feeding Advice

Hearing Strategies

It Takes Two (Hanen Program)
Leaflets

Lidcombe Program

Michael Palin PCI

More Than Words (Hanen Program)
Parent and Children Together (PACT)
Parent Led Articulation Training Session
Parent/Adult Child Interaction

Voice and Vocal Hygiene Advice
YouTube videos

Colourful Semantics

Complexity Approach/Sonority Principle
Core Vocabulary

Cued Articulation

Cycles Approach

Derbyshire Language Scheme

Diagnostic Therapy*

Drilling

Dysfluency Intervention
Electropalatography

Functional Communication

Generalisation

Implicational Phonological Universals/Markedness
Langauge Work (receptive or expressive)
Makaton

Maximal Oppositions

Metaphon

Minimal Pairs

Mirror Neurone

Multi Sensory Input Modelling (+/- Output)*
Multiple Oppositions

Nasometry

Nuffield Dyspraxia Programme

Obturator

Oro Motor Exercises

Parent Led Articulation Therapy
Phonological Awareness

Phonological Therapy*

Placement Activities/Posturing for Speech Sounds
PROMPT

Psycholinguistic Approach

Rule Abstraction and Cognitive Flexibility Therapy
Shape Coding

Social Interaction Work

Social Stories

Sound Discrimination Work

Stimulability

Talk Tools

Ultrasound

Video Therapy

Lidcombe Program

Michael Palin PCI

More Than Words (Hanen Program)
Parent Led Articulation Training Session
Parent/Adult Child Interaction

Parent and Children Together (PACT)
Review Phonecall

Voice and Vocal Hygiene Advice
Worksheets

YouTube videos

[Direct Intervention
Indirect Intervention
See Appendix 3 for reference list
*Approaches reported to be most frequently used
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/ Frequency \
* One off/single sessionfad hoc

* Ongoing

* Weekly

* Fortnightly

* Monthly

* Once every 2 months
* Weekly for half a term
* Fortnightly for a term
* Intensive- 2 or 3 times a day, 2/3 times a week
* 6 week block

* 6 weekson, 8 weeks off

* 8 week block
* 10 week block

/ Location \
*  Ward

*  Regional Cleft Centre
*  Hospital Outpatients
. Children's Centre/Sure

/ Person to Deliver \
* Family Member

* Key Worker

* Health Visitor e /2. 0. o 0
* Childminder }FT T
* Teacher of the Deaf

* Portage

* Social Workers

* Llanguage Development Worker

* Healthcare Assistant

* S5LT- Cleft Link

* SLT- Cleft Specialist

* S5LT- Community (generalist)

* 5LT- Community with a non cleft specialism
* S5LT- Independent

* 51T - Speech Sound Disorder Specialist

* SLT Student

* SLTA- Cleft

* SLTA- Community

* Members of the Cleft MDT - nurses

* Members of the Cleft MDT - dentists

* Members of the Cleft MDT - psychologists
* Members of the Cleft MDT - audiologists
* Teacher

Start Centre Duration
*  Community Clinic = 2
*  Home s
*  Nursery v = 20
*  Specialist Resource + 30
Base/Language Provision * 45

* Teaching Assistant
* Special Educational Needs Coordinator

*  School * B0
& Office / .

Service Delivery Models
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