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Integrating Clinical Practices to Address  
the Overall Stuttering Experience of the School Age Child.  
The Lexipontix Programme Paradigm

Introduction

It is a common experience among clinicians who work with school age Children Who 
Stutter (CWS) to feel devalued, frustrated or disempowered by the lack of progress 
as well as relapse (Hancock & Craig, 1998). In many cases, children are able to spe-
ak fluently in therapy but are unable to generalize this (Webster, 1979). They may 
be oversensitive to a listener’s evaluation and may have unhelpful thoughts about 
communication despite their improvement in fluency (Plexico, Manning & DiLollo 
2010; Tilling, 2011). They may lose motivation and become “bored” of therapy after 
some time. Often, a focus on fluency makes speech techniques part of the problem 
rather than part of the solution (Murphy, Yaruss & Quesal, 2007). Parents report be-
ing unable to help, and many times they are trapped in unhelpful roles such as urging 
the use of speech techniques, and challenging the therapy and the clinician’s skills 
(Langevin, Packman & Onslow, 2010).

The Lexipontix Therapy Programme attempts to introduce an alternative approach 
to stuttering therapy by:
• eliciting clients’ Best Hopes from therapy and facilitating children and their pa-

rents to move towards them (George, Iveson, & Ratner, 2013);
• exploring the overall stuttering experience of children and their parents in order 

to individualize therapy according to their overall needs and expectations, as well 
as available resources;

• merging well known and evidence-based theories and clinical practices into 
a coherent whole;

• introducing therapy as a role-play game based on a theme, making therapy me-
aningful and fun;

• using child-friendly material, enjoyable activities and card games;
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• investigating the benefits of the use of different Speech Tools for speech mana-
gement and functional communication;

• building therapeutic relationships, engaging the child, their family and significant 
others, and making best use of the expertise of each participant;

• focusing on solutions; on the successful part of the client’s experience of life, 
communication and/or therapy;

• being brief and minimal, making decisions that bring about the biggest possible 
change in the shortest time;

• making best use of the resources of the family and the child;
• facilitating the change process by attempting optimal use of the child and family’s 

Extra-therapeutic Factors (Imel & Wampold, 2008).
A key element of the Lexipontix Programme is the Lexipontix Assessment Protocol 

(LAP) (Fourlas & Marousos, 2018). Every candidate for the Lexipontix Therapy Pro-
gramme is initially assessed following the LAP. This Protocol is based on the Interna-
tional Classification of Functioning Disability and Health (ICF) (WHO, 2001). It aims to 
map the overall stuttering experience of a child in a way that enhances understan-
ding of the needs and resources of the child and family. It is also used as a guide 
when considering available therapy options as well as selecting between available 
clinical modules in the application of the Lexipontix Therapy Programme (Fourlas & 
Marousos, 2014; 2019). The LAP may be administered to any school-age child who 
stutters, irrespective of the therapy programme to be followed. It constitutes an 
autonomous, well-structured, comprehensive, clinically-tested, evidenced-based 
assessment protocol, within the ICF framework.

The present chapter provides a taste of how the Lexipontix Programme integrates 
theories, clinical practices and tools within the ICF framework, in order to activate 
the resources of the child and family and facilitate them in making steps towards 
preferred changes.

Exploring the Overall Needs of the Child and Family – The Formulation Chart

“What are your Best Hopes from therapy?”, “What would you like to achieve by coming 
here, what difference would that make in your life?”

Parents’ expectations may be:
• to support their child’s communication, social interaction, learning and welfare 

in the best possible way;
• to feel more confident and optimistic about the future of their child, and
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• to manage their own emotional and cognitive responses as parents of a child 
who stutters.
The difficulties and needs of each child and family at a cognitive, emotional, be-

havioral, experiential or interactional level, as well as their resources (such as skills, 
knowledge, experience of successful management, beliefs and attitudes, social ne-
twork support, readiness for change) constitute unique and significant Contextual 
Factors (Howe, 2008) in the child’s stuttering experience. The interaction between 
Contextual Factors and speech difficulty per se determines the overall functioning 
of the child, and creates a unique stuttering experience.

The unique stuttering experience of each child at a certain point in time, is depic-
ted in a Lexipontix Formulation Chart, see figure 1 below. The Formulation Chart is 
an evidence-based working model for assessing, mapping, interrelating and under-
standing a child’s stuttering-related data. Furthermore, it is also a working model for 
treatment planning and monitoring purposes. The Formulation Chart is based on the 
ICF model (WHO, 2001) and its adaptation to stuttering by Yaruss and Quesal (2004).

Figure 1: The Formulation Chart – Schematic Presentation

There are four interrelated categories in the Formulation Chart: Body Functions, 
Personal Factors, Activity and Participation, and Environmental Factors. Within 
each of the four categories, distinct subcategories are listed, see figure 2. Based on 
current research and literature, these subcategories have been carefully chosen to 
include, in a comprehensive way, different parameters which define stuttering expe-
rience for school-age children who stutter (Fourlas & Marousos, 2018). An overview 
of the clinical rationale supporting each of the categories in the Lexipontix Formu-
lation Chart will be discussed in turn.
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Figure 2: The Formulation Chart – Descriptive Presentation

Body Function

There is a body of research that indicates areas of interest within the Body Function 
Category. These areas may include:

a) quantitative and qualitative characteristics of verbal and non-verbal stutte-
ring behaviors conditioned to the moment of stuttering (Guitar, 2013). Me-
asurements include non-stuttering like dysfluencies (Ambrose & Yairi, 1999; 
Conture, 2001; Fourlas, 2011; Tumanova, Conture, Lambert, & Walden, 2014; 
Yairi and Ambrose, 1992) and articulatory rate (Van Zaalen-op’t Hof, Wijnen, 
& De Jonckere, 2009a), to be used both as fluency-related data and for dif-
ferential diagnosis purposes (St. Louis, Myers, Bakker & Raphael, 2007; Van 
Zaalen-op’t Hof, Wijnen & De Jonckere, 2009a; 2009b);

b) speech naturalness (Kelly & Conture,1991; Yaruss & Conture, 1995);
c) oro-motor coordination skills (Alpermann & Zϋckner, 2008; Cook, Rieger, 

Donlan & Howell, 2011; Riley & Riley, 1979; Van Lieshout, Hulstijn & Peter, 
1996);

d) language skills (Alpermann & Zϋckner, 2008; Anderson & Conture 2000; Ar-
ndt & Healy, 2001; Bernstein-Ratner & Silverman, 2000; Dworzynski, Howell 
& Natke, 2003; Blood, Ridenour, Qualls & Hammer, 2003; Ntourou, Conture 
& Lipsey, 2011; Yaruss, LaSalle & Conture, 1998; cf. Nippold, 2012);

Figure 2. The Formulation Chart – Descriptive Presentation
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e) executive functions (Anderson, Pellowski, Conture & Kelly, 2003; Anderson 
& Wagovich, 2014; Anderson, Wagovich & Hall, 2006; Bakhtiar, Ali & Sadegh, 
2007; Carlson, 2005; Ntourou, 2014; Eggers, De Nil & Van den Berg, 2010; 
2013; Embrechts, Ebben, Franke & van de Poel, 2000; Hakim & Bernstein-
Ratner, 2004; Heitmann, Asbjørnsen & Helland, 2004; Johnson, Conture & 
Walden, 2012; Ntourou & Anderson, 2015; Ofoe, Anderson & Ntourou, 2015; 
Reilly & Donaher, 2005; Sasisekaran & Byrd, 2013), and

f)  temperament dimensions (Anderson, Pellowski, Conture & Kelly, 2003; Eg-
gers, De Nil & Van den Berg, 2009; 2010; 2013; Johnson, Walden, Conture 
& Karrass, 2010; Jones, Choi, Conture & Walden, 2014; Karrass et al., 2006; 
Lewis & Goldberg, 1997; Ntourou, 2012; Ntourou, Conture & Walden, 2013; 
Schwenk, Conture & Walden, 2007).

The Body Functions Assessment Protocol (Fourlas & Marousos 2018) is a struc-
tured assessment tool, especially designed for the Lexipontix Programme, to collect 
data on the aforementioned subcategories. Formal and informal tests may be ad-
ditionally used for the assessment of specific parameters in motor coordination, 
language skills, executive functions and temperament. Clinicians are advised to col-
lect data for the areas under consideration by making use of the LAP or any other 
assessment instruments they are familiar with. This allows the incorporation of as-
sessment procedures which clinicians already use and are familiar with.

Activity and Participation

The Activity/Participation category of the Formulation Chart explores the impact of 
stuttering on a child’s everyday life. For school-age children who stutter, the impact 
of stuttering should be thoroughly explored during assessment, and addressed in 
therapy (Healey & Scott, 1995; Raming & Bennet, 1995; Yaruss, Coleman & Quesal, 
2012). Subcategories in the Activity/Participation Category are specified on the basis 
of research focusing on communication and interaction in different environments, 
where the functioning of the child who stutters is not necessarily analogous to the 
observed fluency difficulty. These environments are home, school and peer-group 
environments, in social and public life communication contexts (Ahlbach & Benson, 
1994; Beilby, Byrnes, & Yaruss, 2012; Blumgart, Tran, Yaruss, & Craig, 2012; Bobrick, 
1995; Carlisle, 1985; Hood, 1998; Jezer, 2003; Johnson, 1930; Koedoot, Versteegh, & 
Yaruss, 2011; St. Louis, 2001; Yaruss & Quesal, 2006). The LAP (Fourlas & Marousos 
2018) proposes the use of specific assessment instruments for data collection re-
garding the activity and participation of the child who stutters in everyday life circu-
mstances. Some informal instruments of the LAP such as the structured interviews 
for the parents and the child, and the Teacher’s Questionnaire, are especially desi-
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gned for data collection purposes. Others, such as the Palin Parent Rating Scales 
(Palin-PRS) (Millard & Davis, 2012) and the OASES-S (Yaruss, Coleman & Quesal, 
2010), constitute well known and widely used instruments. Additional or alternati-
ve assessment instruments may also be used.

Personal Factors

The Personal Factors category of the Formulation Chart encompasses a child’s per-
sonal information. It is more focused on the child’s cognitive, emotional and beha-
vioral responses to his/her stuttering experience. These responses may be auto-
matically elicited as spontaneous, impulsive reactions to external events. The very 
same responses often reveal more personal, pervasive and permanent internal sta-
tes such as core beliefs, emotional diatheses, and behavioral repertoires developed 
over the years of stuttering experience. There is abundant literature looking at the 
communication attitudes of school-age children who stutter (Blumgart, Tran, & Cra-
ig, 2010; Bricker-Katz, Lincoln & McCabe, 2009; Brutten & Vanryckeghem, 2007; 
Clark & Wells, 1995; Guttormsen, Kefalianos & Næss, 2015; Iverach et al., 2009; Men-
zies, Onslow, Packman, & O’Brian, 2009; Messenger, Onslow, Packman, & Menzies, 
2004; Mulcahy, Hennessey, Beilby & Byrnes, 2008; Ntourou, Marousos, Paphiti, Fo-
urlas, Vanryckeghem, 2016; Yaruss & Quesal, 2004). Negative communication atti-
tudes of children who stutter are often regarded as contributing factors to stutte-
ring chronicity (Guttormsen, Kefalianos & NæssNæss, 2015). Affective reactions to 
stuttering may positively or negatively influence participation in daily activities (De 
Nil & Brutten, 1991a; 1991b; Guitar, 2013; Lev-Wiesel, Shabat & Tsur, 2005; Stewart 
& Brosh, 1997; Yaruss, 2001; Yaruss, Coleman & Quesal, 2010), and may impact ove-
rall quality of life by engendering avoidance behaviors (Plexico, Manning & Levitt, 
2009; Powers, Vörding & Emmelkamp, 2009; Ryff, 1995; Ryff & Keyes, 1995; Star-
kweather & Givens-Ackerman, 1997). LAP instruments such as the Child Interview, 
the Parents’ Interview and a projective assessment procedure for the elicitation of 
emotions related to stuttering experience are used for data collection, in addition 
to clinical instruments such as Communication Attitude Test (CAT) (Vanryckeghem & 
Brutten, 2020) and Blob Tree (Wilson & Long, 2009).

Environmental Factors

Environmental Factors may be related to a child’s home or school environment, to 
the wider social and physical environment, as well as to social services, organiza-
tions, policies and legislation. Parents have a strong influence on their children’s 
personalities and thought patterns (Calkins, 1994; Kagan & Snidman, 1991). They also 

http://www.uv.uio.no/isp/personer/vit/kariabn/index.html
http://www.uv.uio.no/isp/personer/vit/kariabn/index.html
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have an influence on the child’s stuttering experience and the stuttering moments 
per se (Guitar, Kopf-Schaefer, Donahue-Kilburg & Bond, 1992; Guitar & Marchinko-
ski, 2001; Newman & Smit, 1989; Winslow & Guitar, 1994). Although parents do not 
cause stuttering (Nippold & Rudzinski, 1995; cf. Yairi, 1997), a child’s stuttering may 
increase parental anxiety (Biggart, Cook & Fry, 2007; Zenner, Ritterman, Bowen & 
Gronhord, 1978), and this in turn often gives rise to behaviors which have a negati-
ve impact on the child’s fluency (Kloth, Janssen, Kraaimaat & Brutten, 1998; Meyers 
& Freeman, 1985a; 1985b).

The stigma of stuttering (Blood, Blood, Tellis & Gabel, 2003; Craig, Tan & Craig, 
2003; St. Louis, Reichel, Yaruss, & Lubker, 2009) often feeds on stuttering stereo-
types evident in the school environment (Dorsey & Guenther, 2000; Evans, He-
aley, Kawai & Rowland, 2008; Frank, Jackson, Pimentel & Greenwood, 2003) and 
society (Craig, Tan & Craig, 2003). Children who stutter may internalize this stigma 
(McAdams, 1993), and may feel disempowered (Blood & Blood, 2004). They may 
experience bulling and teasing by some peers (Davis, Howell & Cooke, 2002; Hugh

-Jones & Smith, 1999; Langevin, 2009; Langevin, Bortnick, Hammer & Wiebe, 1998), 
or have the acceptance and support of other peers and significant others (Hearne, 
Packman, Onslow & Quine, 2008; Langevin, Kully & Ross-Harold, 2007).

Data for the Environmental Factors category in the Formulation Chart is col-
lected by making use of the LAP instruments such as the parent and child struc-
tured interviews, and the projective test for the elicitation of parental emotions 
related to stuttering experience. A Teacher Questionnaire, included in the Lexi-
pontix Assessment Manual (Fourlas & Marousos, 2018), records information rela-
ted to the school life of the child. Administration of the Palin PRS gives insight 
into parents’ perception of the impact of stuttering on the child, the severity of 
stuttering and its impact on the parents, parental knowledge of stuttering, and 
confidence in managing it.

Using the Formulation Chart

By bringing together all significant information in a holistic perspective, the Lexi-
pontix Formulation Chart guides the assessment process. The use of the Lexipon-
tix Formulation Chart addresses the questions of “what” needs to be included in 
an assessment protocol of a school age child who stutters, and “why”. In contrast, 
the LAP deals with the “how” questions of the assessment process.

Data collected during the assessment process are transferred into the Formula-
tion Chart. Color coding is used in all assessment instruments provided by the LAP, 
to help with mapping data onto the four categories of the Formulation Chart, i.e., 
Body Function, Personal Factors, Environmental Factors, and Activity and Partici-
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pation. The goal is to end up with a chart that organizes data in a brief yet functio-
nal way, that makes sense and illustrates potential therapy routes to meet clients’ 
Best Hopes from therapy.

Mapping data into the Formulation Chart is a collaborative process that involves 
the child, parents and the therapist. It is based on the acknowledgement, evalu-
ation, interpretation, clarification, classification, correlation, understanding, and 
validation of all the information revealed in the assessment process. This process 
enhances understanding of, and consensus upon, the child’s stuttering experience, 
that enables the formulation of valid clinical hypotheses and guides to taking ma-
nagement decisions.

Making use of the Formulation Chart assessment, findings are discussed with 
the child and parents, and therapy goals are set, in collaboration with all partici-
pants. The Formulation Chart is the “dynamic compass” which navigates the the-
rapist while planning, selecting, activating and delivering the relevant “Modules” 
of the Lexipontix Programme. Modules are distinct entities containing interrela-
ted clinical tools and practices. Different Modules are implemented according to 
each child’s individual needs, as mapped on the Formulation Chart. For example, 
a high CAT score or comments and narrations indicative of negative attitudes, 
which are recorded in the assessment interviews, highlight the need for CBT Mo-
dules. High counts in stuttering behaviors – that is involvement of Body Func-
tions – point towards the utilization of more speech techniques Modules. The 
heightened involvement of Environmental Factors related to parental behaviors 
points to an increased need for implementation of Alliance Modules. In a follo-
wing section (Case Studies), case studies of selecting Modules to cover individu-
al needs are presented.

Change is expected as a result of therapy, for it to be considered effective. As-
sessment is an ongoing process in therapy, and the Formulation Chart is used as 
a change monitoring tool. Formulation Chart updates are encouraged and anticipa-
ted, and are indicative of a child’s current needs and resources. Information mapped 
in the Formulation Chart during initial assessment forms the baseline for pre- and 
post- treatment comparisons, for monitoring treatment results and for planning 
additional therapy.

Therapy in a Meaningful Context – The Factory of Mind

The Lexipontix Programme helps a child to initiate positive changes in activity and 
participation in everyday life circumstances, and to improve quality of life. Thera-
py is built on a theme, it is fun and it makes sense; it is about exploring and un-
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derstanding the stuttering experience, finding alternative ways of management, 
and producing meaningful changes (Botterill, 2011; Fry & Cook, 2004; Fry & Far-
rants, 2003). The Programme aims at Communication Restructuring, i.e., a person 
is enabled to:
• reconstrue their communicative role;
• alter the definition of communicative success and failure;
• respond in a functional and meaningful way to the demands of a communicati-

ve event.
As a result of Communication Restructuring, the child experiences a rationalized 
and harmonious relationship with their stuttering, and stuttering no longer poses 
a worrying threat.

The Lexipontix Programme combines well-known theories and clinical practices 
that are commonly used and have been proven as effective in Stuttering Therapy: 
Parent-Child Interaction (PCI) Therapy (Eyberg et al., 1999; Kelman & Nicholas, 2008; 
2020), Cognitive Behavioral Therapy (CBT) (Beck, 1967a; 1967b; Beck, 1995), and 
speech management techniques – both Stuttering Modification (Van Riper, 1971; 
1973) and Fluency Shaping (Ingham & Andrews, 1973). These provide the theoreti-
cal scaffolding which supports most clinical practices and tools of the Programme.

School-age children are familiar with fictional characters, and often empathize 
with them. The protagonists in the Lexipontix Programme are the child, in the role 
of a Superhero who tries to defend his Factory of Mind (figure 3), and a naughty mo-
use called Lexipontix, which tries to Intrude into or Invade the Factory of Mind and 
Sabotage the Factory Machines. The child is empowered by Allies and Tools, and is 
involved in Missions and Experiments in order to deal with the activity of Lexipontix. 
There are four interrelated Factory Components that work synergistically in com-
munication, before, during and after a communicative event: The Machine of Tho-
ughts, the Lab of Emotions, the Body Sensors and the Machine of Actions and Words. 
These Components correspond to the key elements of the CBT cycle: Thoughts, 
Emotions, Somatic Reactions, and Behaviors (Beck, 1967a; 1967b;). The Factory is 
regulated by the Control Centre which is the central control panel of the Factory 
of Mind. It continuously receives and sends information, keeping all Factory Com-
ponents in equilibrium.
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Figure 3: The Factory of Mind

Lexipontix is a well-known visitor who represents both internal as well as external 
threats. The former corresponds to the organic and personal (affective, cognitive 
and behavioral) factors of stuttering; the latter to environmental and communica-
tive variables. Against Lexipontix is a Superhero, the child who stutters. Stuttering 
occurs when Lexipontix attempts to intrude into the Factory of Mind (anticipation 
of a stuttering event), Sabotages any of the Factory Machines (the experience of 
a stuttering event), or Invades the Control Centre of the Factory. For example, the 
Negative Automatic Thought “I will stutter and all my classmates will laugh at me” 
produced at the very moment the child is asked to read aloud in the class, is an 
example of an attempt of Lexipontix to intrude into the Factory of Mind. In case the 
child perceives this thought as a fact or as the only possible scenario, a Sabotage 
takes place in the Machine of Thoughts. An Invasion may happen if the child asks 
to go to the toilet in order to avoid his turn to read aloud. Invasion, as a result of 
a successful Sabotage, triggers a vicious cycle leading to avoidance, or to a mo-
ment of stuttering. As therapy progresses the child is empowered to self-disco-
ver his own super-role in therapy, his Super-Powers, potentials and skills, which he 
uses to dominate Lexipontix.
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Like most superheroes, the child has a supporting network of friends or co-wor-
kers. This is the therapeutic Alliance which the child gradually builds and broadens. 
Parents enter the Alliance from day one, together with the therapist, and they are 
amongst the founding members of the Alliance. Parents and child are engaged in 
therapy as equal partners (Anderson & Gehart, 2007; Biggart, Cook & Fry, 2007). 
Parents are allocated their own cognitive, emotional and behavioral therapy aims. 
They are empowered to develop a shared understanding of their child’s difficul-
ty (cognitive level), to empathize with the child by recognizing their thoughts and 
emotions (emotional level), and to act as fluency and communication facilitators 
(behavioral level). The child gradually Recruits into the Alliance teachers, classmates, 
relatives and friends. Recruitment of new Allies involves the child (a) talking openly 
about stuttering and the therapy experience, and (b) asking potential allies to make 
specific adaptations when interacting with them, such as doing Experiments together, 
giving time, stuttering openly, or practicing with Speech Tools. The expansion of the 
Alliance brings about positive attitudinal changes to both the child, and to people in 
their environment. Assertiveness skills are enhanced, desensitization grows, and so-
cial stereotypes are deconstructed. Research on resilience and stuttering indicates 
that social support is one of the ‘protective factors’ against the adversity of chronic 
stuttering (Craig, Blumgart & Tran, 2011).

In Lexipontix terminology, therapy aims to empower the child to gain, maintain 
or regain control over the Control Center of the Factory. In this way Lexipontix is 
kept under control, and his Invasions are prevented from having a significant im-
pact on the functioning of the Factory of Mind (Fourlas & Marousos, 2014). The 
child gradually experiences a rationalized and harmonious relationship with his 
stuttering, and stuttering becomes not a worrying threat anymore. This aim is 
compatible with the chronic nature of stuttering, and the ultimate goal of Com-
munication Restructuring.

Selecting Clinical Tools

The Programme develops in two phases. Phase A (figure 4) lasts for 13 sessions. 
Progress is then assessed, and additional therapy may be recommended in Phase B 
according to individual needs. For children in no further need of therapy, follow-up 
sessions are scheduled in 1-, 3-, 6- and 12-months’ time. Most children and parents 
experience significant change by the end of Phase A, and follow the path of the 
follow-up review sessions. Phase A consists of a Core Structure and a Modular 
Structure, which consists of several optional Modules. Modules are interrelated 
clinical tools and practices adjacent to the Core Structure. There are three types 
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of Tools that are incorporated in the Core and Modular Structures: Blue, Red and 
Yellow Tools, which correspond to the Parent-Child Interaction Therapy, the CBT and 
the speech management components of the Programme, respectively. In Phase B, 
additional Modules are implemented sharing therapy principles and clinical prac-
tices in common with Phase A.

All participants in the Lexipontix Programme follow the same Modules in the Core 
Structure, but in the Modular Structure, the Programme is highly adjustable to the 
needs of each child/family. This adaptable ‘Modular Structure’ provides the Pro-
gramme with the necessary flexibility to meet individual needs. The selection of 
Modules follows certain principles:
• Modules are selected using data recorded in the Formulation Chart during initial 

assessment or the course of therapy.
• Modules are selected on the principle of “minimal-sufficient-effective”. The Mo-

dules that are expected to make the biggest change in the shortest time, making 
optimum use of the resources of the Alliance, will be selected.

• Selection of Modules is a collaborative process that involves all the Alliance, with 
the child having the final call.

Blue Tools

The Parent-Child Interaction Therapy component (Eyberg, 2005; Eyberg et al., 1999; 
Kelman & Nicholas, 2008 & 2020; Querido, Bearss, & Eyberg, 2002; Zisser & Ey-
berg, 2010) is introduced in the form of Alliance Interaction Strategies and Alliance 
Empowering Strategies. A highly significant Alliance Empowering Strategy is Special 
Time. Special Time is introduced from session one to:
• help the child and the family to make best use of their potential by practicing 

Alliance Interaction Strategies that enhance fluency (Millard, Nicholas & Cook, 
2008);

• help the therapist get additional information at an early stage in the Programme 
on individual strengths, and on family dynamics and communication;

• prepare the ground for family Board Games;
• strengthen the Alliance relationships;
• build a safe and desensitized environment for practicing Yellow Tools and Red Tools 

(i.e., Tools for speech and Tools for thoughts and emotions, respectively).
Two additional Alliance Strategy Modules which are activated in the Modular 

Structure are the Recruitment of new Allies Module, and the Teacher Alliance Mo-
dule. The former empowers the child to Recruit more members in the Alliance, and 
the latter empowers the child to educate their schoolmates and the staff of the 
school, so as to create a positive communicative environment at school.



George Fourlas & Dimitris Marousos244

The Core and Modular Alliance Strategies of the Programme are presented in Table 1.

Table 1: Alliance Strategies in the Core and Modular Structures
Alliance Interaction 

Strategies
Alliance Empowering 

Strategies
Recruitment  
of new Allies

Teacher  
Alliance

(list not exhaustive) (list not exhaustive)

Core 
Structure

• child takes the lead 
in play

• child regulates / 
leads the Alliance

• special time
• praise
• desensitization /open-

ness about stuttering

Modular 
Structure

• communication rate 
modification

• linguistic modifica-
tions

• desensitization /open-
ness about stuttering

• turn taking

• advertising
• recruiting Allies
• assertiveness

• educating school 
mates and stuff

• recruiting allies at 
school

Red Tools

By applying the CBT model in stuttering therapy, children who stutter are helped to 
gain insight into automatically elicited responses associated with the moment of stut-
tering and derived from their stuttering experience. These responses can be cogniti-
ve (“they will think I am stupid if I stutter”), emotional (anxiety, fear), physical (sweaty 
palms, raised heart rate) or behavioral (increased stuttering or avoidance behaviors).

In the Core Structure of the Lexipontix Programme, the CBT component involves:
• identification of feelings and attitudes;
• identification of Negative Automatic Thoughts (NATs) (Beck, 1967a; 1967b);
• initial processing of NATs by means of Talking Back (Cook & Botterill, 2009);
• identification and challenging of Cognitive Distortions (Beck, 1995).

Games and therapy activities have been developed to serve the above aims. Cer-
tain clinical tools and practices have been incorporated, including Socratic Questions 
(Padesky, 1993), Anxiety Meter (similar to Worry Dial; Scott, 2010), Rating Scales, 
Identification and Challenging of NATs, and Progressive Exposure (Beck, 1995).

There is also a choice of Red Tools – Modules to be activated in the Modular Struc-
ture. These Modules are:
• Cognitive Distortions (Distortion Glasses), i.e., the identification of exaggerating or 

irrational thought patterns, which impose a negative bias in thinking (Beck, 1995);
• Problem Solving (Stallard, 2005; 2019);
• Behavioral Experiments (Menzies et al., 2008; Menzies, Onslow, Packman & 

O’Brian, 2009; Stallard, 2005; 2019);
• Talking Back (Cook & Botterill, 2009; Stallard, 2005; 2019);
• Reframing of NATs by means of Modification (The NAT Modifier Tool) (Cook & Bot-

terill, 2009; Scott, 2010, Stallard, 2005; 2019);
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• Voluntary Stuttering (Mouse-Walks) i.e., dealing with Cognitive Cycles triggered 
by practicing Voluntary Stuttering in real communicative situations.

Yellow Tools

Yellow tools are related to Speech Techniques. In Lexipontix, Speech Techniques are 
used on purpose and to produce meaningful results. They are used to serve certain 
communicative demands and to enhance functional communication (Fourlas, 2011). 
Contrastive Production, that is talking using the Technique and the Anti-Technique, 
is practiced to increase proprioceptive feedback and control over the articulatory 
movements. Children are guided to self-discover which Technique best serves the 
communicative demands of a specific communicative event. In addition, they learn 
how to make use of the Techniques in Missions and Behavioral Experiments in order 
to challenge cognitions and control emotional reactions. Missions are collaboratively 
designed actions for practicing Red and Yellow Tools in real-life communicative events. 
Both Fluency Shaping (Ingham & Andrews, 1973) and Stuttering Modification Tech-
niques (Van Riper, 1971; 1973) are included in the Programme. Different Speech Tech-
niques constitute separate Modules. The following Modules have been incorporated:
• Parkour Talk – Prolonged Speech;
• Airplane Talk – Easy Onset;
• Bus Talk – Pause;
• Rebound Talk – Cancellation;
• Instant Parkour Talk – In-block Modification, and
• Cassandra Talk – Pre-block modification.

To encourage familiarity, reflection and insight, children are encouraged to ne-
gotiate and set up their own jargon related to Speech Techniques and not neces-
sarily use the proposed terms.

Case Studies

Three clinical cases of school-age children who stutter will be discussed, as exam-
ples of integrating clinical practices in order to address the unique overall stuttering 
experience of each individual child, in the context of the Lexipontix Programme. A clo-
se look at the Formulation Charts of Mary, 8 yrs. (table 2), Peter, 9 yrs. (table 3), and 
Giannis, 11 yrs. (table 4) reveals that each child experiences a different and unique 
stuttering experience. All three children demonstrate speech dysfluencies, but they 
are different in all other parameters related to their stuttering as well as their abilities 
and skills. They also differ in terms of their overall needs.
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Table 2: Mary’s Formulation Chart

Formulation Chart: Mary, 8 years

Body Function
Activity / Participation  

in everyday life activities
Family history of anxiety disorders (mother, 
grandmother).
Fluency: %SS=3 and SR=7/10. Mostly blocks.
Physical concomitants evident at stuttering 
moments: tension at forehead, eyelid twit-
ches, slapping face.
Language: word finding difficulties, phono-
logical difficulties (palatalization: palatal re-
alization of alveolar fricatives).
Typical articulatory rate and naturalness of 
speech, Oro-motor coordination difficulties 
attributed to premature birth.
Temperament: Negative reactivity, oversen-
sitivity to social evaluation, low flexibility 
(“she wants things her way”), impulsivity, im-
patience. 
Good executive functions – no difficulties 
identified.

At home: active participation in family conver-
sations, lies occasionally and gets easily irrita-
ted in arguments.
Parents express worries, fear, insecurity, and 
concern about stuttering.
At school: high achievement in written tasks, 
low participation in oral tasks – more active oc-
casionally.
In peer-groups: Hesitation or reluctance to in-
teract / communicate. Avoidance of stuttering: 
change of sounds, words and avoidance of spe-
aking situations.
Social & Public life: Experience of unpleasant 
feelings: fear, embarrassment, anger, anxiety. 
Stuttering restricts participation in social occa-
sions (parties, outings, extracurricular activities).
Life satisfaction is negatively affected
(OASES-S score=3.55).

Personal Factors Environmental Factors
Mary’s Best Hopes from therapy: Words to 
come out easier, not to feel embarrassed, to 
have more courage talking to others.
Attends 3rd grade in primary school – high 
grades.
Followed speech therapy which targeted 
phonology of speech for 1 year.
Perfectionist. Low self-confidence. Fami-
liar cognitive reactions: “I will fail. I will get 
teased”. Emotional reactions: Anxiety, fear, 
embarrassment. Behavioral reactions: Avo-
idance, stuttering is not openly discussed.
Headaches are reported when reading alo-
ud in class.
Self-invented speech strategies: pause for 
breathing, word repetition. Cognitive stra-
tegies: imaginary image of the family.
Personal attributes: inventive, courageous, 
resilient, persistent.
Negative attitudes to communication: CAT 
score: 22/33.

Parents’ Best Hopes: Words to come out easier, 
Mary to gain confidence and calmness.
Father works long hours. Mother unemploy-
ed, mainly at home. Oldest brother, aged 11. 
Mother reports being a perfectionist herself.
Stuttering is discussed openly at home.
Palin PRS: Low parental knowledge and con-
fidence in managing stuttering, severe impact 
of stuttering on parents.
Anxiety gives rise to frequent parental prompts: 
eg ‘speak slower/clearer’.
No SLT at school. Supportive teacher, open to 
learn and collaborate.
Social stereotype: Stuttering is a serious psy-
chological disorder.
Teasing for stuttering and weight-related te-
asing, at school.
Insurance company covers speech therapy 
expenses. Specialized fluency therapy provision 
available in the area of habitation.
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Table 3: Peter’s Formulation Chart

Formulation Chart: Peter, 9 years

Body Function
Activity / Participation  

in everyday life activities

Familial history of cluttering – father is 
a person who clutters.
Fluency: spontaneous speech %SS=7, re-
ading %SS=4 and SR=4/10. Mostly sound 
and syllable repetitions and mild prolon-
gations. No physical concomitants. High 
frequency of NSLD (mostly part phrase re-
petitions). Long hours of sleeping associated 
with better fluency. Typical to fast rate of 
speech. Good naturalness.
Good oro-motor coordination skills.
Language skills: low narrative skills, lack of 
organization in long utterances, for argu-
mentation, and giving explanations.
Temperament: Sensitivity, low self-regula-
tion, good adaptability to novelty.
Executive Functions: difficulties in sustaining 
attention, inhibitory control, working me-
mory, organization and goal-directed work.

At home: Stuttering has an adverse impact on 
parents: nervousness, sadness, couple conflicts, 
guilt. Peter is less affected by his stutter: “Stut-
tering is not a big deal” for him.
Motivated to participate in family daily works 
(e.g., shopping, cleaning). Few opportunities of-
fered.
At school: Exclusion from oral participation has 
been agreed between parents and teacher.
In peer-groups (classmates/friends/social inte-
ractions): Popular child: has many friends, highly 
involved in social interactions, never stays alo-
ne. Peter enjoys the company of others and has 
a good time with them (well-being and satisfac-
tion with life).
‘Mild’ Stuttering impact according to OASES-S 
(score=1.32).

Personal Factors Environmental Factors
Peter’s Best Hopes from therapy: “To learn 
how to help my talking by speaking slowly. This 
will make my parents and me happier”.
Cognitive reactions: “Speech is not always 
easy. Others wouldn’t like speaking like me, 
I delay people talking to me. My parents help 
me talking. I will learn slow talking and there-
fore not stutter”.
Emotional reactions: Optimism. “Stuttering 
will go with time”.
Behavioral reactions: Avoidance of oral par-
ticipation at school. Long discussions with 
friends despite stuttering. Talking slowly 
helps – although rarely used.
Extra-curricular activities: Sailing, Foreign 
language lessons.
Personal attributes: sociable, happy, diplo-
matic, persistent, athletic.
Attends 4th grade in primary school – me-
dium grades.
Low score in Communication Attitude Test: 
CAT score = 6/33.

Parents’ Best Hopes: Peter to manage his fluen-
cy better and we, as parents, to feel less anxio-
us & more confident regarding Peter’s future. 
Peter is the only child. Both parents work in the 
mornings.
Both parents present with fast articulatory rate 
on their own speech.
Palin PRS: High parental anxiety. Low parental 
knowledge and confidence in managing stutte-
ring.
Parents try to support Peter by (a) saying the 
word for him when he finds it difficult (b) an-
swering themselves to other’s questions. Pa-
rents’ main concern for Peter is not to be stres-
sed. Daily conflicts regarding school study and 
homework assignments.
School: Supportive Teacher. Seeks ways to help. 
Peter’s exclusion from oral participation was 
decided to protect Peter from exposure.
Social Stereotype: Stuttering is a stigmatizing 
weakness.
Public insurance covers therapy expenses.
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Table 4: Giannis’s Formulation Chart

Formulation Chart: Giannis, 11 years

Body Function
Activity / Participation  

in everyday life activities
Familial history of stuttering – grandfather 
stutters.
Fluency: spontaneous speech %SS=18, re-
ading %SS=12.3 and SR=7/10. Syllable and 
sound repetitions, blocks and prolongations 
mostly initiating phrases. Physical concomi-
tants: Sudden hand movements at blocks.
Articulatory rate: Typical rate of speech 
with sudden spurts which negatively affect 
speech naturalness.
Language skills: Average scores in formal 
tests.
Executive functions: Difficulties in projects 
requiring sustained attention, organizational 
skills, and goal-directed actions.
Good oro-motor coordination and diado-
chokinesis.
Temperament: Good self-regulation. High 
negative reactivity.
Premature birth. No milestones delay.

At home: All family members (including Giannis) 
interrupt each other – difficulties in taking turns 
are reported. Giannis fully participates in family 
conversations and answers all incoming phone 
calls at home. Sometimes, Giannis’ speech be-
comes unintelligible due to high frequency of 
stuttering events.
At school: High participation in school lessons 
and events. He raises hand eagerly. He does not 
give up, even on days with severe stuttering.
In peer-groups: Few bound friends – classmates 
from kindergarten. Easy, effortless communica-
tion with peers. Feels uncomfortable to answer 
questions about his stuttering – does not know 
much.
Social & Public life: Often invited by classma-
tes to parties – always responds. Less eager 
to communicate with friends at the village. He 
avoids going to his mother’s village at the week-
end.
Mild to medium stuttering severity in OASES-S 
(score=2.14)

Personal Factors Environmental Factors
Giannis’s Best Hopes from therapy: “Speech 
to come out easier so that teasing to be eli-
minated”.
Attends 6th grade at school – average school 
achievement.
Negative attitude towards speech & langu-
age therapy: ‘boring’. Four years in speech 
therapy with phonology and fluency goals.
Cognitions: “I do not speak well, like other chil-
dren. Speech is hard. My parents worry for my 
speech. Stuttering is my fault”.
Emotions: Disappointment and fatigue.
Behaviors: Stuttering is openly discussed. 
Practices with speech techniques (reading 
aloud in slow rate) frequently but techniqu-
es are not used functionally in daily commu-
nication or in reading aloud in class.
Personal attributes: sincere, sensitive, con-
scientious, supportive.
Communication attitudes – CAT: Score 9/33.

Parents’ Best Hopes: Speech to improve so that 
Giannis feels emotionally strong.
Family of four – younger sister 6 yrs old. Pa-
rents work long hours – at home in the evenin-
gs. Grandmother is involved in childcare.
Palin PRS: Parent’s knowledge and confidence 
in managing the stammer – Moderate. Parents 
feel moderately anxious.
Parental prompts: “You must try, using the speech 
techniques you learned in speech therapy”.
School teacher not available for consultation.
Classmates are supportive. Giannis experiences 
teasing by children in the village every summer.
No social stereotypes identified: “Stuttering is 
just a hinderance to communication”
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Data presented in the Formulation Charts of the three clinical examples above in-
dicates differential activation of Modules. The Lexipontix Programme allows for ada-
ptations to the implementation of the Programme according to the individual needs 
of each child. Specific Modules are activated to address the most significant para-
meters of the stuttering experience that is evident for Mary, Peter and Giannis, as 
shown in table 5, below. In the columns on the right of the table, ticks indicate the 
proposed Lexipontix Modules for each child.

Table 5: Selected Modules for the Modular Structure (sessions 6–13). for Mary, Peter and 
Giannis 

Mary Peter Giannis

Alliance Strategies – Blue Tools

1. Alliance Interaction Strategies X X

2. Alliance Empowering Strategies X X

3. Recruitment of new Allies X X X

4. Teacher Alliance X X

CBT Modules – Red Tools

1. Talking back X

2. Cognitive Distortions (Distortion Glasses) X

3. Reframing of NATs (NAT Modifier) X X

4. Behavioral Experiments X

5. Voluntary Stuttering (Mouse Walks) X X

6. Problem Solving X X

Speech Modules – Yellow Tools

1. Voluntary Stuttering (Babel Talk) X

2. Prolonged Speech (Parkour Talk) X

3. Easy Onset (Airplane Talk) X X

4. Pause (Bus Talk) X

5. Post-block modification / Cancellation (Rebound Talk) X X

6. In-block modification / Pull out (Instant Parkour Talk)

7. Pre-block modification / Preparatory sets (Kassandra Talk)

8. Other
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In the Modular Structure of the Lexipontix Programme, the selection of Modules is 
driven by the child’s Formulation Chart. The clinical rationale behind selection is 
based on the initial assessment data given above. In this perspective, the Modules 
selected for Mary, Peter and Giannis are provisional. The Formulation Chart is up-
dated session by session, and the initial selection of Modules is reconsidered ba-
sed on ongoing data.

In Mary’s Programme, there will be an emphasis on CBT Modules (Red Tools) due 
to her strong cognitive and emotional reactions, and her pervasive use of stutte-
ring avoidance behaviors which restrict her academic achievement, communication 
and quality of life. The decision to focus on CBT Modules is supported by her per-
fectionistic profile, temperament characteristics, and her family history of anxiety 
disorders. Furthermore, Mary’s Best Hopes from therapy are pointing towards in-
creased emotional resilience, which also points to CBT Modules.

In addition to CBT Modules, Mary’s therapy Programme will incorporate Allian-
ce Strategies (Blue Tools) and Speech Modules (Yellow Tools). Recruitment of new 
Allies will help Mary to keep an open attitude about stuttering with friends. The 
Teacher Alliance Module will help her benefit from the support of her caring te-
acher. These Alliance Strategies are selected to create a supportive network at 
school, which is expected to enhance Mary’s oral participation, and improve her 
quality of life. In addition, activation of a speech Module is required to facilitate 
speech control and management of the stuttering moments. Post-block Modifica-
tion (Kassandra Talk) is one of the available options to be introduced. This Module 
can build upon the word repetition strategy already invented and used as a coping 
mechanism by Mary. Practicing Post-block Modification (Kassandra Talk) requires 
acknowledgement of the moment of stuttering, and this may also facilitate the 
desensitization process. The Easy Onset (Airplane Talk) Module is another option 
which, if selected, may facilitate an easy, relaxed approach to the initial sound of 
the word in order to enhance speech management and to reduce tension in Ma-
ry’s physical concomitant behaviors.

Considering the selection of Modules for Peter’s Modular Structure, it becomes 
evident that emphasis is laid on Alliance Strategies (Blue tools). All four Alliance Stra-
tegies Modules are introduced. Alliance Interaction Strategies (such as Slow Paren-
tal Speech Rate, Letting the Child Direct the Play) as well as Alliance Empowering 
Strategies (such as building Confidence, enhancing Autonomy / Internal Locus of 
Control) are expected to bring positive changes. These strategies are also expec-
ted to facilitate optimum parental support, to minimize daily conflicts at home, and 
support all family members to achieve their Best Hopes from therapy. The practi-
ce of Alliance Interaction Strategies in Special Times is expected to have positive 
impact on articulatory rate, self-regulation, executive functions and language skil-
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ls. Such changes are expected to reduce pressures on fluency imposed by factors 
cited in the Body Functions category of Peter’s formulation chart.

The Recruitment of new Allies Module, takes advantage of Peter’s popularity and 
wide social network. This Module will help Peter to create a supportive network for 
himself, which is expected to increase his resilience even further. Peter’s teacher 
has already tried to play a supportive role in class by excluding Peter from oral ta-
sks. The activation of the Teacher Alliance Module may induce joint decisions for 
alternative means of support. A possible CBT Module (Red Tool) to be activated in 
Peter’s case is the Voluntary Stuttering (Mouse Walks) Module. This is expected 
to help all family members to deal with their unhelpful cognitions and unpleasant 
feelings related to stuttering. The Prolonged Speech (Parkour Talk) Module is also 
suggested for activation. This Speech Tool seems to be in accordance with Peter’s 
cognition that “talking slowly helps” and it is expected to contribute to a better han-
dling of his speech disfluencies.

In the case of Giannis, more emphasis is given to the Speech Modules (Yellow 
Tools). Giannis presents with a high percentage of stuttered syllables, frequent phy-
sical concomitants and high severity ratings for his stutter. His speech naturalness 
is affected by sudden speech spurts. Giannis reports that he feels tired by his seve-
re stutter and that his speech becomes occasionally unintelligible. Speech Modules 
will pursue increased speech management in everyday communicative situations, 
making talking easier for Giannis. His good oro-motor coordination as well as his 
advanced self-regulation skills are considered facilitatory parameters in mastering 
speech management techniques. The selection of a speech management Modu-
le such as Prolonged Speech (Parkour Talk) may build on Giannis’ slow rate reading 
practice experience. Prolonged Speech may help him to better manage his sudden 
speech spurts. The fact that most of Giannis’ stuttering moments occur at the be-
ginning of a phrase is an indicator for the activation of the Easy Onset (Airplane Talk) 
Module. The Voluntary Stuttering (Babel Talk) Module could also be an alternative 
or additional Module. This Module may help Giannis to gain proprioceptive aware-
ness of articulatory movements and increased control over the motoric aspects of 
speech. This knowledge may gradually help voluntary blocks, and sound or syllable 
repetitions to turn into a mechanism for speech-control over involuntary stutte-
ring behaviors. Giannis, having a long history of practicing Speech Techniques and 
of having therapy, reports fatigue and low motivation for additional therapy. His 
motivation to participate in a new course of therapy probably depends on the the-
rapy making sense, and being fun, motivating and different. Giannis will use Speech 
Techniques intentionally, to produce meaningful results, to serve certain communi-
cative demands, and to enhance functional communication. He will be able to expe-
riment with different Speech Tools in order to explore ways that they can serve his 
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communicative or speech management aims. Together with his Allies (parents, si-
blings, other relatives, and friends), Giannis will participate in Yellow Tools Missions. 
Reflecting on the use of Speech Tools in real-life circumstances at the end of Mis-
sions, Giannis and his Allies may discover for themselves the difference that Speech 
Tools make in communication and communication-related parameters.

Despite emphasis being given to speech management Modules, Giannis’s For-
mulation Chart indicates additional therapy needs. The ability to deal with teasing 
was stated as one of his Best Hopes from therapy. The introduction of the Allian-
ce Strategies (Blue Tools) will help Giannis to deal with teasing and move towards 
this expectation. Activation of Modules, such as Alliance Interaction and Alliance 
Empowering Strategies as well as Recruitment of new Allies, are expected to facili-
tate turn-taking in communication at home and enhance knowledge on stuttering, 
as well as increasing the parents’ confidence in their supporting role. Blue Tools will 
also help the parents to experience and explore more helpful roles in supporting 
Giannis than just prompting him to use Speech Techniques.

The Lexipontix Programme – Efficacy research

Based on clinical trials, the Lexipontix Programme was developed following a mul-
ti-dimensional validation process described in an early report (Fourlas & Marousos, 
2015). The current version represents the 3rd revision of the Programme. It is suppor-
ted by an Assessment (Fourlas & Marousos, 2018) and a Treatment Manual (Fourlas 
& Marousos, 2019) as well as clinical material, forms and games in electronic form. 
Manuals, official training and supervision are means of maintaining consistency in 
the implementation of the Programme.

Published case studies of two of the children who participated in the initial clini-
cal trial period are paradigms of the validation process. They are also indicative of 
the expected outcomes of the Lexipontix Programme. In both case studies, parents 
report positive changes, and comparisons of pre- and post-therapy assessment re-
sults revealed important changes (Fourlas & Marousos, 2015).

Two further studies provide evidence of the efficacy of the Lexipontix Programme. 
In the first study, pre- and post-therapy measurements (%SS and Severity Rating 
for spontaneous speech and reading, OASES-S, CAT, Palin PRS) were compared for 
a sample of 26 children and their parents who participated in the Lexipontix Pro-
gramme. A statistically significant difference was found in all measurements (Four-
las & Ntourou, 2020; 2021). The results demonstrate that children who completed 
the Lexipontix Programme presented with reduced stuttering frequency, and a more 
positive attitude towards their speech at the end of treatment (Phase A). Further-
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more, they demonstrated significant improvement in communication activities, par-
ticipation in daily activities, and overall quality of life. Parents were also found to 
acknowledge these improvements in their child, to feel more confident in managing 
stuttering, and be less worried about it.

The second study (Fourlas, Ntourou, Spyridis & Batzifoti, 2021) explored the paren-
tal perspectives and expectations of, and experiences with, the Lexipontix Programme. 
Results demonstrate that parents’ expectations for Lexipontix were largely fulfilled. 
Parents rated different aspects of the Programme highly, and they reported positive 
changes in various domains (e.g., cognitive, affective, motoric, environmental). The-
se domains correspond to the related fields of the Formulation Chart, and as such, 
are indicative of changes in the overall stuttering experience of parents and child.

Conclusion

Everybody has won, and all must have prizes

Carroll, 1865

Research has uncovered the so-called “Dodo Effect”, which describes that – with 
rare exceptions – there is little significant difference in effectiveness between diffe-
rent psychotherapeutic approaches (Tallman & Bohart, 2004). Research has shown 
that it is the similarities – the “Common Factors” – rather than the differences be-
tween approaches that account for the observation that all approaches are, in ge-
neral, effective. (Herder, Howard, Nye & Vanryckeghem, 2006; Law, Garrett & Nye, 
2004; Robey, 1998; Zebrowski, 2012). The Common Factors that account for the 
effectiveness of an approach and their contributing percentages, are:
• the Therapeutic Relationship (the strength of the Therapeutic Alliance between 

the therapist and client) – accounts for 30%;
• the Extra-therapeutic Change (the resources of the client and his system, cha-

racteristics of the child and family that facilitate or hamper progress) – accounts 
for 40%;

• the Technique (evidence based, theoretically orientated, therapeutic methods, 
strategies, or tactics) – accounts for 15%;

• the Hope/Expectancy (how much the client becomes hopeful and believes in 
therapy as well as how much the therapist believes in the credibility of the treat-
ment) – accounts for 15% (Assay & Lambert, 1999; Bernstein Ratner, 2005; Fran-
ken, Kielstra-Van der Schalk & Boelens, 2005; Hubble, Duncan & Miller, 1999; 
Lambert & Bergin, 1994; Miller, Duncan, & Hubble 1997).
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Right from the beginning, the Lexipontix Programme explores the participants’ 
expectations and Best Hopes from therapy. The Programme builds Alliances, strong 
therapeutic relationships, and uses “techniques” in order to make best use of the 
Extra-therapeutic Factors, i.e., the resources of the child and their family system, to 
guide them towards their Best Hopes. The Lexipontix Programme activates all the 
Common Factors in a minimal and meaningful way, making optimum use of the re-
sources of the clients and the therapist. It is fun, concise and goal-directed, compre-
hensive but also flexible, and is easily tailorable to meet individual needs. It is suppor-
ted by a smart assessment process, based on the ICF model, that results in mapping 
the overall stuttering experience of the child in the Formulation Chart. The Formu-
lation Chart indicates the appropriate Modules for each child to be activated in the 
Modular Structure of the Programme. Therapists are provided with all the necessary 
Assessment and Therapy Manuals, material, forms and games in order to implement 
the Programme. A Solution Focused Brief Therapy approach (de Shazer et al., 2007), 
in all therapeutic work, drives therapy throughout the Programme. The Lexipontix 
Programme is a challenge, for both clinician and client. Therapists need to acknow-
ledge the expertise of their clients, and to move from the traditional “doing” role in 
therapy to the role of a facilitator. They also need to get specialized training in order 
to fulfil the specific competence of a fluency specialist clinician (European Fluency 
Specialists),1 and to be able to embrace the theoretical principles of, and embark on 
the clinical practices proposed by, the Lexipontix Programme. Clients may present with 
different levels of readiness for change and for taking the responsibility of their own 
therapy. Lexipontix is a challenge for all. It is a challenge worth taking up.

Multiple Choice Questions

A. Alice, an 11-years old girl who stutters, is attending the Lexipontix Programme.
1. Who participates in her speech and language therapy sessions regularly?

a) Alice;
b) Alice’s parents;
c) Alice together with her parents;
d) Alice’s teacher.

2. How many sessions have been scheduled for Phase A of the Lexipontix Programme?
a) 13;
b) 8;

1 http://www.europeanfluencyspecialists.eu/

http://www.europeanfluencyspecialists.eu/
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c) 16;
d) 5.

B. Nicholas is a 9-years old boy who stutters. At school he experiences teasing by 
his classmates who call him Ni-Ni-Nicholas all the time.

1. Where would you classify this data on Nicholas’ Formulation Chart?
a) Body Function;
b) Activity & Participation;
c) Personal Factors;
d) Environmental Factors;

2. Which two Lexipontix Programme Modules would help him best to deal with te-
asing?
a) Talking Back;
b) Easy Onset (Airplane Talk);
c) Recruitment of new Allies;
d) Teacher Alliance.

C. Jason is a 10-years old boy who stutters. His stuttering involves repetitions and 
blocks with a stuttering frequency of %SS=4.

1. Where would you classify this data on Jason’s Formulation Chart?
a) Body Function;
b) Activity & Participation;
c) Personal Factors;
d) Environmental Factors.

D. Jason (the child described in question 3) avoids reading aloud in class, and he has 
never spoken to others about his stuttering openly.

1. Where would you classify this data on Jason’s Formulation Chart?
a) Body Function;
b) Activity & Participation;
c) Personal Factors;
d) Environmental Factors;

2. Which Modules would you consider activating in the Modular Structure of the 
Lexipontix Programme?
a) Blue Tools;
b) Red Tools;
c) Yellow Tools;
d) Desensitization Tools.



George Fourlas & Dimitris Marousos256

Suggested Reading

de Shazer, S., & Dolan, Y., with Korman, H, Trepper, T.S., McCollom, E., & Berg, I.K. (2007). 
More than Miracles: The State of the Art of Solution-Focused Therapy. Haworth Press.

Kelman, E., & Nicholas, A., (2020). Palin Parent-Child Interaction Therapy for Early Childhood 
Stammering, (2nd Ed). Routledge.

Stallard, P. (2005). A clinician’s guide to think good – feel good. Using CBT with children and young 
people. John Wiley & Sons Ltd.

Stallard, P. (2019). Think Good, Feel Good: A Cognitive Behaviour Therapy Workbook for Children 
and Young People, (2nd Ed). John Wiley & Sons Ltd.

Yaruss, J.S., & Quesal, R.W. (2004). Stuttering and the International Classification of Functio-
ning, Disability and Health (ICF): an update. Journal of Communication Disorders, 37, 35–52.

References

Ahlbach, J., & Benson, V. (Eds.). (1994). To say what is ours. National Stuttering Project.
Alpermann, A., & Zϋckner, H. (2008). Speech motor skills of stuttering children. Sprache-Stim-

me-Gehӧr, 32, 36–40.
Ambrose, N.G., & Yairi, E. (1999). Normative disfluency data for early childhood stuttering. Jo-

urnal of Speech, Language, and Hearing Research, 42(4), 895–909.
Anderson, J.D., & Conture, E.G. (2000). Language abilities of children who stutter: A prelimi-

nary study. Journal of Fluency Disorders, 25, 283–304.
Anderson, H., & Gehart, D. (2007). Collaborative therapy: relationships and conversations that 

make a difference. Taylor and Frances Group.
Anderson, J.D., Pellowski, M., Conture, E., & Kelly, M. (2003). Temperamental characteri-

stics of young children who stutter. Journal of Speech, Language and Hearing Research, 46, 
1221–1233.

Anderson, J.D., & Wagovich, S.A. (2014). A domain-general approach to understanding the 
multifactorial nature of stuttering. Invited presentation at the annual conference of the Ame-
rican Speech-Language-Hearing Association, Orlando, FL.

Anderson, J.D., Wagovich, S.A., & Hall, N.E. (2006). Nonword repetition skills in young chil-
dren who do and do not stutter. Journal of Fluency Disorders, 31(3), 177–199.

Arndt, J., & Healy, E.C. (2001). Concomitant disorders in school-age children who stutter. Lan-
guage, Speech, and Hearing Services in Schools, 32, 68–78.

Assay, T.P., & Lambert, M.J. (1999). The empirical case for the common factors in therapy: Qu-
antitative findings. In: M.A. Hubble, B.L. Duncan, & S.D. Miller (Eds.), The Heart and Soul of 
Change: What Works in Therapy, pp. 33–56. American Psychological Association.



Chapter 8: Integrating Clinical Practices to Address… 257

Bakhtiar, M., Ali, D.A.A., & Sadegh, S.P.M. (2007). Nonword repetition ability of children 
who do and do not stutter and covert repair hypothesis. Indian Journal of Medical Scien-
ces, 61, 462–470.

Beck, A.T. (1967a). The diagnosis and management of depression. University of Pennsylvania 
Press.

Beck, A.T. (1967b). Depression: clinical, experimental, and theoretical aspects. New York: Harper 
and Row. Republished as: Beck, A.T. (1970). Depression: causes and treatment. University of 
Pennsylvania Press.

Beck, J.S. (1995). Cognitive therapy: basics and beyond. The Guilford Press.
Beilby, J.M., Byrnes, M.L., & Yaruss, J.S. (2012). The impact of a stuttering disorder on western 

Australian children and adolescents. SIG 4 Perspectives on Fluency and Fluency Disorders, 
November 2012, 22, 51–62.

Bernstein-Ratner, N. (2005). Evidence-based practice in stuttering: some questions to con-
sider. Journal of Fluency Disorders, 30, 163–188.

Bernstein-Ratner, N., & Silverman, S. (2000). Parental perception of children’s communica-
tive development at stuttering onset. Journal of Speech, Language & Hearing Research, 43, 
1252–1263.

Biggart, A., Cook, F., & Fry, J. (2007). The role of parents in stuttering treatment from a Co-
gnitive Behaviour Therapy perspective. Proceedings of The Fifth World Congress on Fluency 
Disorders (2006), Dublin, Ireland, 25–28th July, 268–375.

Blood, G., & Blood, I. (2004). Bullying in adolescents who stutter: Communicative compenten-
ce and self-esteem. Contemporary Issues in Communication Science and Disorders, 31, 69–79.

Blood, G.W., Blood, I.M., Tellis, G.M., & Gabel, R.M. (2003). A preliminary study of self-esteem, 
stigma and disclosure in adolescents who stutter. Journal of Fluency Disorders, 28, 143–159.

Blood, G.W., Ridenour, V.J.,Jr., Qualls, C.D., & Hammer, C.S. (2003). Co-occurring disorders 
in children who stutter. Journal of Communication Disorders, 36, 427–448.

Blumgart, E., Tran, Y., Yaruss, J.S., & Craig, A. (2010). Social anxiety disorder in adults who 
stutter. Depression and Anxiety, 27, 687–692.

Bobrick, B. (1995). Knotted tongues: Stuttering in history and the quest for a cure. Simon & Schuster.
Botterill, W. (2011). Developing the therapeutic relationship: from ‘expert’ professional to 

‘expert’ person who stutters. Journal of Fluency Disorders, 36, 158–176.
Bricker-Katz, G., Lincoln, M., & McCabe, P. (2009). A lifetime of stuttering: How emotional 

reactions to stuttering impact activities and participation in older people. Disability and 
Rehabilitation, 31, 1742–1752.

Brutten, G., & Vanryckeghem, M. (2007). Behaviour Assessment Battery for School-Age Child-
ren who Stutter. Plural Publishing, Inc.

Calkins, S. (1994). Origins and outcomes of individual differences in emotion regulation. In: 
N.A. Fox, & J. Campos (eds). The Development of Emotional Regulation: Biological and Beha-
vioural Considerations. Society for Research in Child Development.



George Fourlas & Dimitris Marousos258

Carlisle, J.A. (1985). Tangled tongue: Living with a stutter. University of Toronto Press.
Carlson, S. (2005). Developmentally sensitive measures of executive function in preschool 

children. Developmental Neuropsychology, 28(2), 595–616.
Carroll, L. (1865). Alice’s Adventures in Wonderland. Henry Holt and Co.
Clark, D.M., & Wells, A. (1995). A cognitive model of social phobia. In: R.G. Heimberg, M.R. Lie-

bowitz, D.A. Hope, & F.R. Schneier (Eds.), Social phobia: Diagnosis, assessment and treatment, 
pp. 69–93. The Guildford Press.

Conture, E.G. (2001). Stuttering: Its Nature, Diagnosis and Treatment. Boston: Allyn & Bacon.
Cook, F., & Botterill, W. (2009). Tools for success: Cognitive-Behavior therapy taster (DVD). Stut-

tering Foundation.
Cook, S., Rieger, M., Donlan, C., & Howell, P. (2011). Testing orofacial abilities of children who 

stutter: The Movement, Articulation, Mandibular & Sensory Awareness (MAMS) assess-
ment procedure. Journal of Fluency Disorders, 36, 27–40.

Craig, A., Blumgart E., & Tran, Y. (2011). Resilience and Stuttering: Factors that protect pe-
ople from the adversity of chronic stuttering. Journal of Speech, Language and Hearing Re-
search, 54, 1485–1496.

Craig, A., Tan, C., & Craig, M. (2003). Stereotypes towards stuttering for those who have ne-
ver had direct contact with people who stutter: A randomized and stratified study. Per-
ceptual & Motor Skills, 97, 235–245.

Davis, S., Howell, P., & Cooke, F. (2002). Sociodynamic relationships between children who 
stutter and their non-stuttering classmates. Journal of Child Psychology and Psychiatry, 43(7), 
939–947.

De Nil, L.F., & Brutten, G.J. (1991a). Speech-associated attitudes: Stuttering, voice disorde-
red, articulation disordered, and normal speaking children. Journal of Fluency Disorders, 15, 
127–134.

De Nil, L.F., & Brutten, G.J. (1991b). Speech-associated attitudes of stuttering and nonstutte-
ring children. Journal of Speech and Hearing Research, 34, 60–66.

de Shazer, S., & Dolan, Y., with Korman, H, Trepper, T.S., McCollom, E., & Berg, I.K. (2007). 
More than Miracles: The State of the Art of Solution-Focused Therapy. Haworth Press.

Dorsey, M., & Guenther, R.K. (2000). Attitudes of professors and students towards college 
students who stutter, Journal of Fluency Disorders, 25, 77–83.

Dworzynski, K., Howell, P., & Natke, U. (2003). Predicting stuttering from linguistic factors 
for German speakers in two age groups. Journal of Fluency Disorders, 28, 95–113.

Eggers, K., De Nil, L.F., & Van Den Bergh, B.R.H. (2009). Factorial temperament structure of 
stuttering, voice disordered, and normal speaking children. Journal of Speech, Language and 
Hearing Research, 52, 1610–1622.

Eggers, K., De Nil, L.F., & Van den Bergh, B.R.H. (2013). Inhibitory control in childhood stut-
tering. Journal of Fluency Disorders, 38, 1–13.



Chapter 8: Integrating Clinical Practices to Address… 259

Eggers, K., De Nil, L.F., & Van den Bergh, B.R.H. (2010). Temperament dimensions in stutte-
ring and typically developing children. Journal of Fluency Disorders, 35(4), 355–372.

Eyberg, S.M. (2005). Tailoring and adapting Parent-Child Interaction Therapy for new popu-
lations. Education and Treatment of Children, 28, 197–201.

Eyberg, S.M., & Members of the Child Study Laboratory (1999). PCIT treatment manual. Ses-
sion outlines. University of Florida.

Embrechts, M., Ebben, H., Franke, P., & van de Poel, C. (2000). Temperament: A comparison 
between children who stutter and children who do not stutter. In: H.G. Bosshardt, J. Yaruss 
& H. Peters (Eds.), Proceedings of the Third World Congress on Fluency Disorders: Theory, Re-
search, Treatment and Self-help, pp. 557–562. University of Nijmegen Press.

Evans, D., Healey, E.C., Kawai, N., & Rowland, S. (2008). Middle school students’ perceptions 
of a peer who stutters. Journal of Fluency Disorders, 33(3), 203–219.

Fourlas, G. (2011). “Functional Communication Modification Therapy”: Effects on adults who 
stutter. 9th Oxford Dysfluency Conference proceedings. Elsevier.

Fourlas, G., & Marousos, D. (2014). “Lexipontix”: Developing a structured stuttering thera-
py programme for school age children. 4th European Symposium on Fluency Disorders 2014. 
Antwerp.

Fourlas, G., & Marousos, D. (2015). A report on the development and clinical application of 
Lexipontix, a new therapy programme for school age CWS. Procedia – Social and Behavio-
ral Sciences, 193 (2015) 92–107.

Fourlas, G., & Marousos, D. (2018). Lexipontix – Volume I: Assessment Process. Konstantaras – 
Medical Publications.

Fourlas, G., & Marousos, D. (2019). Lexipontix – Volume II: Therapy Manual. Konstantaras – 
Medical Publications.

Fourlas, G., & Ntourou, K., (2020, November). 12232: Lexipontix Program: Early Evidence 
of its Effectiveness for School-age Children Who Stutter. Proposal accepted at the Annual 
Convention of the American Speech-Language-Hearing Association, San Diego, CA (Conven-
tion canceled).

Fourlas, G., & Ntourou, K., (2021). Effects of the Lexipontix programme on children’s overall 
stuttering experience. Early evidence. 12th Oxford Dysfluency Conference (ODC), 7–8 Janu-
ary 2021.

Fourlas, G., Ntourou, K., Spyridis, I., Batzifoti, V. (2021). Exploring parental perspectives, 
expectations, and experiences with Lexipontix. 12th Oxford Dysfluency Conference (ODC), 
7–8 January 2021.

Frank, A.L., Jackson, R.A., Pimentel, J.T., & Greenwood, G.S. (2003). School-age children’s 
perception of a person who stutters. Journal of Fluency Disorders, 28, 1–15.

Franken, M.C., Kielstra-Van der Schalk, C.J., Boelens, H. (2005). Experimental treatment of 
early stuttering: a preliminary study. Journal of Fluency Disorders;30(3): 189–99.



George Fourlas & Dimitris Marousos260

Fry, J., & Cook, F. (2004). Using cognitive therapy in group-work with young adults. In: 
A. Packman, A. Meltzer and H.F.M. Peters (Eds.), Proceedings of the Fourth World Congress 
on Fluency Disorders, 2003: Theory, Research and Therapy in Fluency Disorders, pp. 63–68. 
University of Nijmegen Press.

Fry, J., & Farrants, J. (2003). What’s at stake? Adolescents’ perceptions of the consequences 
of stuttering. In: K.L. Baker and D. Rowley (Eds.), Proceedings of the Sixth Oxford Dysfluen-
cy Conference, pp. 275–278. York Publishing Press.

George, E., Iveson, C., & Ratner, H. (2013). BRIEFER: A Solution Focused Practice Manual. Brief 
Therapy Press.

Guitar, B. (2013). Stuttering: An integrated approach to its nature and treatment (4th ed). Lippin-
cott Williams & Wilkins.

Guitar, B., Kopf-Schaefer, H.K., Donahue-Kilburg, G., & Bond, L. (1992). Parental verbal inte-
ractions and speech rate: A case study in stuttering. Journal of Speech and Hearing Rese-
arch, 35, 742–754.

Guitar, B., & Marchinkoski, L. (2001). Influence of mothers’ slower speech on their children’s 
speech rate. Journal of Speech, Language and Hearing Research, 44, 853–861.

Guttormsen, L.S., Kefalianos, E., & Næss K.A.B. (2015). Communication attitudes in children 
who stutter: A meta-analytic review. Journal of Fluency Disorders, 46, 1–14.

Hakim, H.B., & Bernstein Ratner, N. (2004). Nonword repetition abilities of children who 
stutter: an exploratory study. Journal of Fluency Disorders, 29(3), 179–199.

Hancock, K., & Craig, A. (1998). Predictors of stuttering relapse one year following treatment 
for children aged 9 to 14 years. Journal of Fluency Disorders, 23, 31–48.

Healey, E.C., & Scott, L.A. (1995). Strategies for treating elementary school-age children who 
stutter: An integrative approach. Language, Speech, and Hearing Services in Schools, 26, 
151–161.

Hearne, A., Packman, A., Onslow, M., & Quine, S. (2008). Stuttering and its treatment in ad-
olescence: The perceptions of people who stutter. Journal of Fluency Disorders, 33, 81–98.

Heitmann, R.R., Asbjørnsen, A., Helland, T. (2004). Attentional functions in speech fluency 
disorders. Logopedics, Phoniatrics, Vocology 29(3): 119–27.

Herder, C., Howard, C., Nye, C., & Vanryckeghem, M. (2006). Effectiveness of behavioral 
stuttering treatment: A systematic review and meta-analysis. Contemporary Issues in Com-
munication Sciences and Disorders, 3, 76–81.

Hood, S.B. (Ed.). (1998). Advice to those who stutter (2nd ed.). Stuttering Foundation of America.
Howe, T.J. (2008). The ICF Contextual Factors related to speech-language pathology. Inter-

national Journal of Speech-Language Pathology, 10, 27–37.
Hubble, M.A., Duncan, B.L., & Miller, S.D. (1999). The heart and soul of change: What works in 

therapy? American Psychological Association.
Hugh-Jones, S., & Smith, P.K. (1999). Self-reports of short- and long-term effects of bullying 

on children who stammer. British Journal of Educational Psychology, 69(2), 141–158.

http://www.uv.uio.no/isp/personer/vit/kariabn/index.html
http://cirrie.buffalo.edu/database/42067/
http://cirrie.buffalo.edu/database/42067/


Chapter 8: Integrating Clinical Practices to Address… 261

Imel, Z., & Wampold, B. (2008). The Importance of Treatment and the Science of Common 
Factors in Psychotherapy. In: S. Brown, & R. Lent (Eds.), Handbook of counselling Psycholo-
gy (4th ed.). (pp. 249–262). John Wiley & Sons Inc.

Ingham, R.J., & Andrews, G. (1973). Behavior therapy and stuttering: A review. Journal of 
Speech and Hearing Disorders, 38, 405–411.

Iverach, L., O’Brian, S., Jones, M., Block, S., Lincoln, M., Harrison, E., Hewat, S., Menzies, R., 
Packman, A., & Onslow, M. (2009). Prevalence of anxiety disorders among adults seeking 
speech therapy for stuttering. Journal of Anxiety Disorders, 23, 928–934.

Jezer, M. (2003). Stuttering: A life bound up in words. Small Pond Press.
Johnson, W. (1930). Because I stutter. Appleton-Century.
Johnson, K., Conture, E., & Walden, T. (2012). Efficacy of attention regulation in preschool-a-

ge children who stutter: A preliminary investigation. Journal of Communication Disorders, 
45, 263–278.

Johnson, K., Walden, T., Conture, E., & Karrass, J. (2010) Spontaneous regulation of emotions 
in preschool children who stutter Preliminary findings. Journal of Speech, Language, Hearing 
Research, 53, 1–18.

Jones, R., Choi, D., Conture, E., & Walden, T. (2014). Temperament, Emotion, and Childhood 
Stuttering. Seminars in Speech and Language, 35(2), 114–131.

Kagan, J., & Snidman, N. (1991). Temperamental factors in human development. American 
Psychologist, 46(8), 856–862.

Karrass, J., Walden, T., Conture, E., Graham, C., Arnold, H., Hartfield, K., & Schwenk, K. (2006). 
Relation of emotional reactivity and regulation to childhood stuttering. Journal of Commu-
nication Disorders, 39, 402–423.

Kelly, E.M., & Conture, E.G. (1991). Speaking rates, response time latencies, and interrupting 
behaviors of young stutterers, nonstutterers, and their mothers. Journal of Speech, Langu-
age, and Hearing Research, 35, 1256–1265.

Kelman, E., & Nicholas, A. (2008). Practical intervention for early childhood stammering. Palin 
PCI Approach. Speechmark.

Kelman, E., & Nicholas, A., (2020). Palin Parent-Child Interaction Therapy for Early Childhood 
Stammering, (2nd Ed). Routledge.

Kloth, S.A.M., Janssen, P., Kraaimaat, F., & Brutten, G.L. (1998). Child and mother variables in 
the development of stuttering among high-risk children: A longitudinal study. Journal of 
Fluency Disorders, 23, 217–230.

Koedoot, C., Versteegh, M., & Yaruss, J.S. (2011). Psychometric evaluation of the Dutch trans-
lation of the OASES-A. Journal of Fluency Disorders, 36, 222–230.

Lambert, M.J., & Bergin, A.E. (1994). Therapist characteristics and their contribution to psy-
chotherapy outcome. In: A.E. Bergin & S.L. Garfield (Eds.), Handbook of Psychotherapy and 
Behavior Change (4th ed.). John Wiley & Sons, Inc. (Original work published 1983).



George Fourlas & Dimitris Marousos262

Langevin, M. (2009). The Peer Attitudes Toward Children Who Stutter Scale: Reliability, 
known groups validity, and negativity of elementary school-age children’s attitudes. Jour-
nal of Fluency Disorders, 34(2), 72–86.

Langevin, M., Bortnick, K., Hammer, T., & Wiebe, E. (1998). Teasing/bullying experienced by 
children who stutter: Toward development of a questionnaire. Contemporary Issues in Com-
munication Science and Disorders, 25, 12–24.

Langevin, M., Kully, D.A., & Ross-Harold, B. (2007). The comprehensive stuttering program 
for school-age children with strategies for managing teasing and bullying. Stuttering and 
Related Disorders of Fluency, 131–149.

Langevin M., Packman A., & Onslow M. (2010). Parent perceptions of the impact of stuttering 
on their preschoolers and themselves. Journal of Communication Disorders 43(5), 407–23.

Law, J., Garrett, Z., & Nye, C. (2004). The efficacy of treatment for children with develop-
mental speech and language delay/disorder: A meta-analysis. Journal of Speech, Language 
& Hearing Research, 47, 924–943.

Lewis, K.E., & Goldberg, L.L. (1997). Measurements of temperament in the identification of 
children who stutter. European Journal of Disorders of Communication, 32, 441–448.

Lev-Wiesel, R., Shabat, A., & Tsur, A. (2005). Stuttering as reflected in adults’ self-figure dra-
wings. Journal of Developmental and Physical Disabilities, 17, 85–93.

McAdams, D. (1993). The Stories We Live By: Personal myths and the making of the self. The 
Guildford Press.

Menzies, R., O’Brian, S., Onslow, M., Packman, A., St Clare, T., & Block, S. (2008). An experi-
mental clinical trial of a cognitive behavior therapy package for chronic stuttering. Journal 
of Speech, Language and Hearing Research and Therapy, 33, 335–343.

Menzies, R.G., Onslow, M., Packman, A., & O’Brian, S. (2009). Cognitive behavior therapy 
for adults who stutter: A tutorial for speech-language pathologists. Journal of Fluency Di-
sorders, 34, 187–200.

Messenger, M., Onslow, M., Packman, A., & Menzies, R. (2004). Social anxiety in stuttering: 
measuring negative social expectancies. Journal of Fluency Disorders, 29, 201–212.

Meyers, S.C., & Freeman, F.L. (1985a). Interruptions as a variable in stuttering and disfluency. 
Journal of Speech and Hearing Research, 28, 428–435.

Meyers, S.C., & Freeman, F.L. (1985b). Mother and child speech rates as a variable in stutte-
ring and disfluency. Journal of Speech and Hearing Research, 28, 436–444.

Millard, S.K., & Davis, S. (2012). Palin Parent Rating Scales. Online. [accessed 1.11.2016]. Freely 
Available: https://www.palinprs.org.uk/secure/pprs_connect.php

Millard, S.K., Nicholas, A., & Cook, G.M. (2008). Is Parent-Child Interaction Therapy effecti-
ve in reducing stuttering? Journal of Speech, Language and Hearing Research, 51, 636–650.

Miller, S.D., Duncan, B.L., & Hubble, M.A. (1997). Escape from Babel: Toward a Unifying Langu-
age for Psychotherapy Practice. Norton.

https://www.palinprs.org.uk/secure/pprs_connect.php


Chapter 8: Integrating Clinical Practices to Address… 263

Mulcahy, K., Hennessey, N., Beilby, J., & Byrnes, M. (2008). Social anxiety and the severi-
ty and typography of stuttering in adolescents. Journal of Fluency Disorders, 33, 306–319.

Murphy, W.P., Yaruss, J.S., & Quesal, R.W. (2007). Enhancing treatment for school-age chil-
dren who stutter: I. Reducing negative reactions through desensitization and cognitive 
restructuring. Journal of Fluency Disorders, 32(2), 121–38.

Newman, L.L., & Smit, A.B. (1989). Some effects of variations in response time latency on 
speech rate, interruptions, and fluency in children’s speech. Journal of Speech and Hearing 
Research, 32, 635–644.

Nippold, M.A. (2012). Stuttering and language ability in children: Questioning the connection. 
American Journal of Speech-Language Pathology, 21, 183–196.

Nippold, M.A., & Rudzinski, M. (1995). Parents’ speech and children’s stuttering: A critique of 
the literature. Journal of Speech and Hearing Research, 38, 978–989.

Ntourou, K. (2012). A behavioral study of emotional reactivity and emotion regulation in pre
-school age children who stutter. European Symposium in Fluency Disorders, Antwerp, 2012.

Ntourou, K. (2014). Executive Function Skills and Stuttering. Stuttering Foundation Webinar.
Ntourou, K., & Anderson, J.D. (2015). Executive function, Attention & Stuttering: Theoretical and 

Clinical Implications. ASHA presentation.
Ntourou, K., Conture, E.G., & Lipsey, M.W. (2011). Language abilities of children who stut-

ter: A meta-analytical review. American Journal of Speech-Language Pathology, 20, 163–179.
Ntourou, K., Conture, E.G., & Walden, T.A. (2013). Emotional reactivity and regulation in pre-

school-age children who stutter. Journal of Fluency Disorders, 38(3), 260–274.
Ntourou, K., Fourlas, G., Marousos, D., Paphiti, M., & Vanryckeghem, M. (2016). Communi-

cation attitude of preschool and school-age Greek-speaking children who do and do not 
stutter. ASHA Annual Convention, November 2016, Pennsylvania.

Ofoe, L., Anderson, J.D., & Ntourou, K. (2015). A Meta-analysis of Domain-General Cognitive 
Processes in Children who Stutter. ASHA poster.

Padesky, C.A. (1993). Socratic questioning: changing minds or guided discovery? European Con-
gress of Cognitive Therapies. London.

Plexico, L.W., Manning, W.H., & DiLollo, A. (2010). Client perceptions of effective and inef-
fective therapeutic alliances during treatment for stuttering. Journal of Communication Di-
sorders; 35(4): 33–54.

Plexico, L.W., Manning, W.H., & Levitt, H. (2009). Coping responses by adults who stutter: Part 
II. Approaching the problem and achieving agency. Journal of Fluency Disorders, 34, 108–126.

Powers, M.B., Vörding, M., & Emmelkamp, P.M.G. (2009). Acceptance and commitment the-
rapy: A meta-analytic review. Psychotherapy and Psychosomatics, 8, 73–80.

Querido, J.G., Bearss, K., & Eyberg, S.M. (2002). Theory, research, and practice of Parent-Child 
Interaction Therapy. In: F. W Kaslow & T. Patterson (Eds.), Comprehensive handbook of 
psychotherapy, Volume two: Cognitive/Behavioral/Functional approaches (pp. 91–113). Wiley.



George Fourlas & Dimitris Marousos264

Ramig, P.R., & Bennett, E.M. (1995). Working with 7–12-year-old children who stutter: Ideas 
for intervention in the public schools. Language, Speech, and Hearing Services in Schools, 
26, 138–150.

Reilly, J., & Donaher, J. (2005). Verbal Working Memory Skills of Children Who Stutter: A Pre-
liminary Investigation. Contemporary Issues in Communication Science & Disorders, 32, 38–42.

Riley, G.D., & Riley, J. (1979). Component model for diagnosing and treating children who 
stutter. Journal of Fluency Disorders, 4, 279–293.

Robey, R. (1998). A meta-analysis of clinical outcomes in the treatment of aphasia. Journal of 
Speech, Language and Hearing Research, 41, 172–187.

Ryff, C. (1995). Psychological well-being in adult life. Current Directions in Psychological Scien-
ce, 4(4), 99–104.

Ryff, C., & Keyes, C.L.M. (1995). The structure of psychological well-being revisited. Journal 
of Personality and Social Psychology, 69(4), 719–727.

Sasisekaran, J., & Byrd, C.T. (2013). A preliminary investigation of segmentation and rhyme 
abilities of children who stutter. Journal of Fluency Disorders, 38, 222–234.

Schwenk, K., Conture, E., & Walden, T. (2007). Reaction to background stimulation of pre-
school children who do and do not stutter. Journal of Communication Disorders, 40, 129–141.

Scott, L.A. (2010). Implementing Cognitive-Behavioral therapy with school-age children (DVD). 
Stuttering Foundation.

St. Louis, K.O. (2001). Living with Stuttering. Morgantown, WV: Populore Publishing Company.
St. Louis, K.O., Myers, F.L., Bakker, K., & Raphael, L.J. (2007). Understanding and treating 

cluttering. In: E.G. Conture & R.F. Curlee (Eds.) Stuttering and Related Disorders of Fluency, 
(3rd ed), (pp. 297–325). Thieme Medical Publishers.

St. Louis, K.O., Reichel, I.K., Yaruss, J.S., & Lubker, B.B. (2009). Construct and concurrent va-
lidity of a prototype questionnaire to survey public attitudes towards stuttering. Journal 
of Fluency Disorders, 34, 11–28.

Stallard, P. (2005). A clinician’s guide to think good – feel good. Using CBT with children and young 
people. John Wiley & Sons Ltd.

Stallard, P. (2019). Think Good, Feel Good: A Cognitive Behavioural Therapy Workbook for Child-
ren and Young People, (2nd Ed). John Wiley & Sons Ltd.

Starkweather, C.W., & Givens-Ackerman, J. (1997). Stuttering. Pro-Ed.
Stewart, T., & Brosh, H. (1997). The use of drawings in the management of adults who stam-

mer. Journal of Fluency Disorders, 22, 35–50.
Tallman, K., & Bohart, A.C. (2004) The client as a common factor: Clients as self-healers. In: 

M.A. Hubble, B.L. Duncan & S.D. Miller (1999). The Heart and Soul of Change: What Works 
in Therapy? American Psychological Association.

Tilling, J.V. (2011). Listener perceptions of stuttering, prolonged speech, and verbal avoidance 
behaviors. Journal of Communication Disorders; 44: 161–72.



Chapter 8: Integrating Clinical Practices to Address… 265

Tumanova, V., Conture, E.G., Lambert, E.W., & Walden, T.A. (2014). Speech disfluencies of 
preschool-age children who do and do not stutter. Journal of communication disorders, 49, 
25–41.

Van Zaalen-op’t Hof, Y., Wijnen, F., & De Jonckere, P.H. (2009a). A test of speech motor con-
trol on word level productions: The SPA Test (Dutch: Screening Pittige Articulatie). Inter-
national Journal of Speech-Language Pathology, 11(1): 26–33.

Van Zaalen-op’t Hof, Y., Wijnen, F., & De Jonckere, P.H. (2009b). Differential diagnostic cha-
racteristics between cluttering and stuttering. Part one. Journal of Fluency Disorders, 34(3): 
137–54.

Van Lieshout, P.H.H.M., Hulstijn, W., & Peter, H.F.M. (1996). Speech production in people 
who stutter: Testing the motor plan assembly hypothesis. Journal of Speech and Hearing 
Research, 39, 76–92.

Van Riper, C. (1971). The nature of stuttering. Prentice-Hall.
Van Riper, C. (1973). The treatment of stuttering. Prentice Hall.
Vanryckeghem, M., & Brutten, G.J. (2020). Communication Attitude Test – Greek version. Pan-

hellenic Association of Speech & Language Therapists.
Webster, R. (1979). Empirical considerations regarding controversies in stuttering therapy. In: 

H. Gregory (Eds.), Controversies in Stuttering Therapy (pp.209–239). University Park Press.
Wilson, P., & Long I. (2009). The Big Book of Blob Trees. Speechmark.
Winslow, M., & Guitar, B. (1994). The effects of structured turn taking on disfluencies: A case 

study. Language, Speech and Hearing Services in Schools, 25, 251–257.
World Health Organization (2001). International Classification of Functioning, Disability and 

Health. World Health Organization.
Yairi, E. (1997). Home environment and parent-child interaction in childhood stuttering. In: 

R.F. Curlee & G.M. Siegel (eds), Nature and Treatment of Stuttering: New Directions (2nd ed), 
pp. 24–48. Allyn & Bacon.

Yairi, E., & Ambrose, N.G. (1992). A longitudinal study of stuttering in children: A preliminary 
report. Journal of Speech and Hearing Research, 35, 755–760.

Yaruss, J.S. (2001). Evaluating treatment outcomes for adults who stutter. Journal of Commu-
nication Disorders, 34(1–2), 163–182.

Yaruss, J.S., Coleman, C., & Quesal, R.W. (2010). OASES-S: Overall Assessment of the Speaker’s 
Experience of Stuttering-School-Age (Ages 7–12). Pearson Assessments.

Yaruss, J.S., Coleman, C.E., & Quesal, R.W. (2012). Stuttering in School-Age Children: A Com-
prehensive Approach to Treatment. Language, Speech and Hearing Services in Schools, 43, 
536–548.

Yaruss, J.S., & Conture, E.G. (1995). Mother and child speaking rates and utterance lengths 
in adjacent fluent utterances: Preliminary observations. Journal of Fluency Disorders, 3, 
257–278.



George Fourlas & Dimitris Marousos266

Yaruss, J.S., LaSalle, L.R., & Conture, E.G. (1998). Evaluating stuttering in young children: Dia-
gnostic Data. American Journal of Speech-Language Pathology, 7, 62–76.

Yaruss, J.S., Coleman, C., & Quesal, R.W. (2010). OASES-S: Overall Assessment of the Speaker’s 
Experience of Stuttering-School-Age (Ages 7–12). Pearson Assessments.

Yaruss, J.S., & Quesal, R.W. (2006). Overall Assessment of the Speaker’s Experience of Stut-
tering (OASES): documenting multiple outcomes in stuttering treatment. Journal of Fluen-
cy Disorders, 31, 90–115.

Yaruss, J.S., & Quesal, R.W. (2004). Stuttering and the International Classification of Functio-
ning, Disability and Health (ICF): an update. Journal of Communication Disorders, 37, 35–52.

Zebrowski, P. (2012). Stuttering Intervention for School-Aged Children. Iowa Speech and He-
aring Association (ISHA), Spring Convention.

Zenner, A.A., Ritterman, S.I., Bowen, S., & Gronhord, K.D. (1978). Measurement and compa-
rison of anxiety levels of parents of stuttering, articulatory defective and non-stuttering 
children. Journal of Fluency Disorders, 3, 273–283.

Zisser, A., & Eyberg, S.M. (2010). Treating oppositional behavior in children using Parent-Child 
Interaction Therapy. In: A.E. Kazdin & J.R. Weisz (Eds.), Evidence-based psychotherapies for 
children and adolescents (2nd ed.) (pp. 179–193). Guilford.


