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A TkAIND&) PROGEIAM 
WITH YOUNG CLìFT PALATi AND 

ßRAIW INJURßÌ) CHELDii 

INTROiJUCTI ON 

ihis sudy reports on several children who were enrolled in 

therap:7 cla;ses at Portland 3tate xtension Suir Sessions, or at 

Juckman Center, Portland Public Schools, or who attended both. 

ecause the lield of speech tharapy is relatively new, many ther- 

arists hava voiced the need for information on work beine currently 

carried on in clinics and schools. This study was begun to draw to- 

aether sore of this current material, and as the task of organizing pro- 

gressed, certain Lactors enrged. These are, the iportance of early 

therapy in cleft palate training, the use of group techniques, the inh- 

portance of parental counsellin, and the need for a team work approach 

by rehabilitative agencies. 

these clinics also included several brain damaged children, and 

two studies aro included, 

This study has atteted to give information of a practical nature 

and to provide a raninful context in which the therapist can work. 

I 
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llISTukY AND PHiLOSOPHY OF TH STUDY 

This paptr is an atternp to se forth a phiiosophy and method 

of speech therapy practised with a specific group of chilth'eri in the 

Public Schools of Portland and the Summer Seszion of tne Portland State 

xLension Center. It 18 a teacher-oriented study and not a re3earch 

paper. The conclusions drawn have been based n a limited number of 

case studies. 

This therapist has been conviflcei for s : e time that although 

professional literature covered research in the field of speech and 

hearing iaírlî adequate1r, the case histoiy aspect and the practical 

clas8rOOm and clinical nthods which ars constantly being developed 

in the field have been neglected. ihis is no doubt an con- 

sequence whe busy workers in t1 field hayo little time to write up 

their findings. A discasion of methode and cases i of particular 

va:jue to the beginning therapist, but it is vuable so to the 

therapist in the field. 

The purposes for this study are as £ollowsz 

(i) To add to the literature in the field of speech correction, 

stressin classroom philosophy, techniques, and use of case histories. 

(2) To draw together in a coherent fashion the obseratio 

and conclusions derived from rking and observing in two very practi- 

cal clinics. 

(3) To draw some ¿encrai conclusions about the valuo of pre- 

school therapy and group there apy. 
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( L) To present a coherent account of the various facets involv- 

ed in the rehabilitation of the severely speech-handicapped child. 

() To draw together obsrvatL and uthods which have proved 

ol value tc) this therapist, and to prsont those personal findings in 

a ìanner which may be useful to other therapists. 

The sources for this stur are three. Frevjous literature in 

the field has pointe the way to the needs which the Portland program 

has tried to meet. The Sumser Session of the Portland State xtension 

enr began a teacher-training demonstration group for spoech therapy 

in the ewnmer of 19b0. The ickman Pro-School lirdc , part of the 

ortland Public chool 3yste, was oegun in the fall of l91j9, for 

cerebral palsied pro-school children and was later enlargod to includo 

cleft palate and brain-injured children. 

The Suimer bession Clinic in connection wiLth the Portland State 

'bension entcr is still being carried on. It is a training pro1rarn 

for speech clinici2ns and a service to children froid Portland and 

throughout the sbae. 1rs. Lt;rtlo iawson, the head clinician for six 

suiers, iuilt this program and established a fine reputation for it. 
It has deeluped tecimiquos of speeh training applicable to groups 

such as arc found in public school systeL and provided teachers with 

an in-service training program which they found dL1ícult to obtain 

in n)st university sucner schools. decause of kra. iawson's wide class- 

room experience and excellent clinical training, this clinic offered 

the very best to those participating in the program. 

The clinic srved to spark interest in the earl training of the 

speech-handicapped child. children were enroba at the age of three 



for thorapy, and parens of younger children were encouraged to attend 

clinic 3e;sions and parent neting8, bringing their children as on- 

lookers. In this way, several children becar oriented to group exper- 

jonce and conditioied to take part in group therapy by the age of three. 

i3uckin Pro-School Clinic was a continuation of the above susir 

program. s. Dawson was ab this turc gonsultant for Speech and iear- 

ing for the Portland Public Jehools. In the fail of l919, parents of 

pre-scìool cerebräL palsiud children, who had organized a private 

kindergarten, made a plea to the iJirector of Child Services of te 

PortlanJ Public Schools for speech therapy. This request was granted. 

Shortly after that , state funds were made available for young children 

with organic disorders providing they were three years of age or iore. 

Thìis is an aEndnnt to section 2, chapter ljgu, Oregon Laws l)iiJ., 

relating to the education of handicapped children, which reads in part 

ubpecial classes ma be established whenever eight or more children 

oi: any special type o the five general types (1) deaf or hard of 

hearing (2) blind or partially sighted (3) speech defective (Li) crip- 

pled, cardiopathic, or otherwise physically handicapped and () dm1- 

cal (raaladjusted) are found... This aplies to pre-school children 

aoproved by the Superiatondent of Public Instruction...'1 (10, p.$) 
NiX'S. )awson t}en requested that the Portland Public schools provide 

speech therapy for the pro-school cleft palate and brain-injured groups. 

This latter group, although technically the sane as the cerebral pal- 

sied group, had little or no motor involvoirnt and viere not included 

in the kindergarten program. iey were primarily in need of steech 

therapy. Perrìision for the establishrnt of these speech therapy 
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clas3es was granted and Asuckman School wa chosen as the clinic center 

because of its central location. This clinic served al]. children 

e1i;iL;1e law who resided in the Portland area or who were brought 

in as tuition students from outlying school districts, feferrals for 

this service were also made by sont social aencies. One child cane 

from as far as ?rine'vIlle, regon, with foser hone place:nent. ith- 

out state aid, it is unlikely that the pro;ram could hae been assund 

by the Portland Public Schoolß during the school year. 

in the fafl of 1951, Crippled Children's division of the Univer- 

sity of .iregcn icdical Sciool added a speech epartent and the pro'- 

school group were raiisferred there for therapy. 

The8e proranis called upon the help of plastic surgeoi, 

psychologieta, orthodontists and other specialists. £he nedical super- 

vision and certification of these children for entrance into these 

clinics was under Dr. O. Cleary of the School iealtìi i)ivision of the 

Portl'nd Pablic Schools, aid Dr. Paul Haffner, ii'ector of the Urippled 

Children's Division, University of Uregon dical School. 

The rethod followed in seting up the study was to divide the 

subject into several aspects, dealing with the'y, philosophy, prac- 

tical therapy nethods, and cast studies, woven together with reference 

to previous work in the field. Discussion has been further divided 

under these eneral categories. Since the study is anecdotal, this 

trpe of organization seer.s necessary. Ho attempt is made to answer 

questions on a research basis, but an atteit is nade to ¿ive informa- 

tion and context with whic: the therapist can work. 



NMU& OF THß PHYSICAL iJISBILITY OF A CLiFT PALATE CHILD 

The cleft Up and cleft palabe date back to the earliest tir 

of which we have a record. Coiftemporary sbucU.es show that there is a 

fair1r definite percentage of clert palate births. 'Lip anu palate 

clefts occur about once La everj 12O birtìs, &id more often orA the 

left thar on the riht side.r (114, p.3) bers o1 the Gaucaian race 

are rre likely to sufer from these deformities than are :embers of 

other races. they appear re corumonly Lì males than in £eria1e. 

1zaral theories for the cause of clelt lip and palate have been 

cLveloped but none have been etaòliliec1 beyond question. ered- 

it.ary factors, diet, interracial mLìtures, and age of he mother at 

the time of conception have been explored as causes. 

/ cleft, ).n simple terms, 18 a hole, and the layman usually 

refers to it as 'a hole in the roof of the mouth' in moro exact 

language, !lConrenital cleft lip aid cleft palate denote a Lailure of 

union in early embryonic life beteen tire separate processes which 

forra the lips, alvoolar bordcr, hard and soft palates. There uay be 

any degree o deforziìity, ranging from a bifid uvula, or a notched 

vermilion border of the lip, to a failure of all the various processes 

to unite, thus producing a bilateral complote cleft lip anJ cleft 
palate." (lL, p.37) 

£he problem oi. iaulty dentition is often a grave one in cleft 

palate cases, and xinici ort.odontia be required. Plastic stirgery 

to improve the cosractic eifect may be continuad for several. years. 
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The surgical trcatr.nt of the palate denends 1are1,r upon the 

extent of the cleft, ror if the tis8ues are present the 

c1osinç of the cleft area rìay ue rea8onably simple, If the cleft is 

extensive, with little tissue present, a lar different problem con- 

lrou&s tue surgeon. u1 irnist especi.1y consider the ntiscle function 

and its preservation, because the soft palate i useful only as it may 

be moved to prevent the 1ow or rood out of the nasal passages during 

the act o. swallowing, and as it is moved to ciannel air through the 

uth during speech.. 

hen surgery as been unable to rehabilitate the structures, 

the prosthodontist may be able to cnsurucL a device which will 

separate the oral civity £roi the nasal cavity. Te dentists have 

taken an interest in this ohase of rehabilitati.or and have te making 

ari increasin conribution of late years. 

rf he child who cois to thr speech therapist may or nay not have 

an adequate s:ructure after surgery, and upon this will depend t some 

extent the eventual prognosis for adequate speech. however, mntion 

must be madu of the fact th other factors, chiefly emotional , may 

operate to make prognosis difficult. ost speech therapists have noted 

that some children with an xce1lent repair will not achieve good 

speech, while others with a lesa adequate repair, will produce rmnark- 

able results. In an article titled 'ttypical Cleft 1a1ate Speech", 

Joan van Thai states ...thO patient's enotiona1 stability as well as 

his intelligence affect the adjust:ent of cleft palate speech." 

(13, p. 2OL) 



N'JB iQk ¿JLY SPCH THERAP1 

it is unfortunately not a1wr possible to begin speech therapy 

for the child with a clei't palate immediately after the operation. 

Speech therapists who first receive the cii1d l'or training at school 

age have often felt that earl,r training, shortly after the operation 

for palate closure , night forestall bhe formation of inadequate habit 

patterns and produce a better end result. But this has been impossible 

because oi the lack of speech therapists to give service to he pre- 

school group. Furtherirre, it has been difficult to reach the children, 

many of whom live outsiie the center where training is available. 

iroquentl,, neither parents nor surgeons knew about the existence of 

such service. 

the parents can be given help in the techniques of early 

speech training, muCh may be accoEplished, and at least one program 

has been set up on a state-wide basis to ¿ive the child a series o1 

concentrated lessona which included parent-training. (li, pp. l--20) 

Another clinic has this to say: "Assaming that the child has satisfac- 

tory repair of his pelate at the age of two, the mother has four years 

in which to encourage good speech habits before he starts to school. 

it is extreel. important that these four years not be wasted.1 (3,p.) 

Also the Clevelan4 Hearing and Speech Genter has this to say: "The 

younger the children get started in the right direction, the lighter 

the job of the parent and the seech therapist later, and the better 

the chances of obtaining good speech by school age.T' (6, p.l!) 



The parent unassisted cannot cope with the training of the child, and 

yet these early years arc acknowledged by reliable people in the field 

to be of first importance. 

it ages six to seven, most children's speech hacits are already 

set. Ji the years between the palate operation and the beginnir of 

school have not been well utilized, the child's palate may ho alu. gish, 

or in soi cases, comp1etelT irbile. The lip, if repaired, may show 
similar lack of function. st therapists are familiar with the glottal 

click that supplants riany of the plosive sounds and the compensatory 

move..ns of the tongue that ali too often result where training is 

lacking. The clinical picture of' each child with a cleft palate is, 

o course, individual, ranging all the way froïr co!:pletely inadequate, 

unintelligible speech with vry few sounds von approxinting normal 

production, to speech which is to son degree understandable, because 

the child has learned to make some or rst ol' the sounds. In a limited 

nuniber of cases, where surgery has been completed before the child has 

achieved his norlual cycle of speech developint , and where the sur ;ery 

has been completely successful, s-ne children develop normal speech 

spontaneously. In such cases, to function of the levator muscles has 

been coriipletely restored in the closure so that action of the soft 

palae is noraal for speech purposes. This is hover, the exception 

rather than the rule, and "It is a fact too seldom recogniod that 

mere closure of the palate does not guarantee automatic s eech improve- 

¡tient." (5, p.2L2ì 

The learning o1' speech in the normal child is preceded by a 

babbling stage, where the child practises sounds and sound combinations. 
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As the adults in his envìronnt repeat words and phrases Lor him, his 

ear is rradually trained to pick out those sound combinations which 

form the meaningful associations we thow s words, and he repeats and 

practicos these himself, training his speech iuscle to produce what 

hi3 ear is able to discriiiriate. For the child with a clelt palato, 

the babbling stae was impossible ho1ore the operation because tt 

chiLl was unable to approximate normal speech sounds, producing instead, 

nasal snorts and whoofs. The delay of this babbling period cari be 

remedied if the child can be exposed to a great deal of ear training 

and babbling alter the repair, so that the structures are trained as 

much possible in a delayed, but not distorted pattern. Because 

the ear stiulation is p1aned, it cari be suplernented where necessary 

by gaines to help the child make correct placmnts and avoid wrong 

habits. It has been found that when the period during which a certain 

type of devolopnnt normally' takes place has passed, the child does 

not rccatLtulate and experience that training spontaneously. here- 

fore, we need to take him back and expose hirn to babbling as part of 

the therapeutic proram. esoarch in psíchology and child development 

substantiates this principles ']here is a certain time range within 

which a child may be able to ovrcore ill effects of delay; but il' this 

is prolonged the child's evelopmont Will probably be ad'ersely affect- 

ed. One activ-ity tends to prepare for the next.It (7, p67) Babbling 

is the normal proparatin for ctiial speech, and the rre closely 

w.. are able to follow norni. patterns of development, the more e±fec- 

tive is our teaching. To utilize te babblin stage, then, therapy 

should begin early. 
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In SU1fl:1ary, it would appear thaL early therapy can help prevent 

inertia ol' the tissues, prevent the formation of faulty habit patterns, 

and aid the child to follow a delayed, but not distorted speech devel- 

opiiental pattern. 
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NEED FOR. PARÌNTAL COUNS1LLING 

The need for early parental counselling is as important as the 

need Lor early speech therapy. This nTied arises the .onnt a child 

with a cleft palate is born, because or the emotioual impact of giv- 

ing birth to a defective child. iianr parents l'iave no idea what a 

cleit palate is. iost find it difficult to accept the fact oi an 

abnoriiìal child. Parents are only diLy aware of the adjustments and 

problema ahead in the total rehabilitation prora fhese fears of 

the unknown corbid with shock, guilt feelings, and financial worry 

leave the parents tense, confused, and often emotionally incapable 

of handling the probie .. 

The doctor should set the inds of the parents at rest concern- 

in: the success and safety of ¡norn surgical techniques used in cleft 

palae and lip closure. One mother said she t*had never entert.. L ned 

the thought of giving birth to a child that wasn' t physically perfect." 

der doctor assured her that successful surgery was possible, effect- 

ing excellent repair for youngsters like hr son and that they have 

every chance to grow up to be normal, well-adjusted adults. From 

that day on," this mother reported, ' stopped worrying conletely 

and I'm finding as tii passes that his words were true." Such is the 

power of a trusted physician WilO makes such knowledge available to 

parents. 

The parenus of a cleft palate bab. tend to seek a reason for 

the child's physical disability. rhese parents may have strong guilt 

feelings and tenl to either overprotect the child, or reject it to a 

greater or lsser degree. If tIy can be nforrned that such acciuenta 
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happen because of' inconipleta formation a. an early stage in embryo 

ckve1opnnt, and that the reason Lor this is not as yet known but that 
it can happen to any family, they will be iíore likely to 

accept the child and begin planning for it. utherwise, the tendency 

toward ¿e1f-b1aiae and the attendant comoensatory thinking, whether 

it bakes the form of rejection or overprotection, delays the establiah-. 

nnt ot a good relationship with the child and the taking of realistic 
steps towards alleviation of tue difficulty. Ihere is always, of 

course, trie parent who cannot be reached because el' a deep-seated 

inabilit; o accept parental responsibility toward any child. Fortu- 

nae1y those are in the minority. 

if the parents arc referred to a sneech thereapist earl' in the 

process 01 rehabilitation, that is, even before the palate is repaired, 

the therapist dill be able to help them realize the long-term nature 

of speech training, show them how they can ake part in the program 

and contribute materi.ly toward its succes. in the case of the young 

child, exercises done l'or a period of about ten iainutes several ti 
a day are more effective than tho3e dono over a longer period, and the 

parent is in a position to carry out this type of schedule. i1ìen too, 

we know that the young child will sec no reason to learn, but w-iii do 

80 only becaube he i recoivinj attention and approval from/the parents 

and teacher. These ideas will need to e e;plained to the parent, 

since teachin: techniques and speech therapy probabl will be unknown 

to themi, ìiurin.T: the course o' therapy ano concurrent oarent training 

the parents begi.n to see and understand the learnings taking place. 

Skill in counselling comaes with practice and in the cases of problems 
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involving organic factors, parents will profit nist if only a vury few 

ideas are presented at a time. fhse ideas must be given grìdua11y 

durina' a series of parent conferences s well s incidentally while 

the parent i observing the child's therapy period. 3p;:ntaious remarks 

by the parents give ev:Ldencc of this: "I see now why rgu1arity i so 

essentiai. '1.e got his tongue up in he k position last night too, 

just the way he did it in class.0 didntt d it in class, but he 

did it all the way home.'t 

lthough the s:eech therapis is not a rndica1 person, she has 

hao training in the pathology and anatoiuy of speech disorders and is 

therefore equipped to hel the parents understand what surgery has 

done for the child ' s palate frzm a functional point of view. Until 

the therapis points out the action of the various parts of the "speech 

sLructure" the parent will not have much, if any, idea of what needs 

to take place for normal speech. it is the duty of the speech thera- 

pist to evaluate the structures for speech and t give the parents an 

idea of what can be expected. The parents should be cautioned that any 

prognosis for cleft palate oten depends upon factors other than struc- 

turc. In many cases, a child will have what seems to be an adequate 

structure , and yet he resulting speech dll not be as good as might be 

expected. "Improveent for the child with a cleft palate must come 
from within. iothing can be done for hin except what he hi self wants 

to do." (5, p.2)46) 

The amount of movennt that can be gained .n the soft palate 

area differs from chilu to child and depends on eight vital factors: 



(1) Preservation of iusc1es 

(2) Length of palate 

(3) ige of operation 

(14) Type of cleft 

(5) car tissue and inflexibility of tissues 

(6) hdquacy of repair 

(7) Age of beginning therapy 

(8) Cooperation of parents in aiding the therapy prograni. 

(1) Preservation of uzc1es, The surgeon will have endeavored 

to iake the palate closure in such a way as to preserve tb lunction 

f the lovator palatini. ff this musculature has been properly devel- 

oped, and the function preserved, the child can aoonp1i&ì the necessary 

palae elevation for speech. 

(2) Length of palate. aven with good muscle movesent a palato 

that is too short will not enable a child to make a sufficient closure 

of the nasopharm for speech purposes. The throat area directly 

baci: of the palate contains a struc&ure 1cm s ta8savant5 Pad 

which moves forward to uei the palate as it rises. if this area has 

a strong conponsatory movement , the disadvantage of the shortened pal- 

ate nay be partially or completely offset. 

(3) Age of operation. The usual time is aporoximately two years 

of age for palate closure . The lip has been closed at six weeks 

to two months. If a good early repair is done before the child begins 

seech, there is a better chance that he will learn speech normally, 

because he w-lU not have to unlearn poor habits. 
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()4) íype 01: cleft. The length of the cleft before the opera- 

tion is a factor in the later adequacy of the structure. If the 

underlying boni s.ructure of the hard palate is not joired, and surgery 

imist supp1; tissue for this area as el1 ¿s for the soft palate area, 

it is obvious that surgical repair has less chanco for success. Jn 

the case of a wide and extensive cleft, small openings frequently result 

as the tissue tears if there has been n inadequate amount of tissue 

pre sent. 

() Scar tissue, inflexibilit; of tissues. Cicatrized tissue 

always has less movement than normal tissue, and this is a most iiapor- 

tant factor in cleft palate speech. The child who receives massagc 

of the tissues at the proper tine after the operation will have less 

difficulty with drawing and shortening oi' the pala te or i obi1ity of 

the upper lip. 

() -dequacy of repair. It is in'ortant, of course, that the 

palate restoration be as nearly normal as possible. it is important 

that Lhe function of the levator muscle to the palate be preserved. 

Tooth buds muet not be displaced. esides the amount of tissue avail- 

able and its location, and the absence ol' other complicating anomalies, 

tìe skill of the surgeon is a11-iortant. iJe operates, no for i:.ndi- 
ate obvious appearance, but takes growth paterns into account so that 

the e\entual result will be the most officient possible. 

(7) Ac of beginning therapy. This has already heeL dicussod. 

(8) Cooperation of iarents in aiding the therapy rrogram. 

Different anunts oí active participatLn are desirable for different 
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parents. For those who tend to push the child, cooperatLm consists 

rincipally in allowing the child to progress at his own rate. f he 

parent wo has a good relationship with tI child can usually be ade 

an into ral part of the program. 

The problem of eruption and a1ignnt of teeth in relation to 

speech cai be explained to some deree by the therapist. lt may 

through her efforts that the parent is ¿uided to a center where excel- 

lent, though less expensive care is given. In Portland, the Dental 

College of the University of Uregon edical School has initiated a 

proram for long-term study and rerair which is of dreat value to these 

children whose gross patterns develop and change over the years. 

¿odontia, orthodontia and prosthodontia are often needed for bhese 

children because of the extreme disturbance of the tooth buds which 

often accompanies the anomaly. Tne speech uherapist is in a position 

to interpret to tne parents ow the dental work Cai benefit ea1th, 

cosrtic effect and speech, and so aid the child to be more nearly 

normal. 

f he child with a cleft palate is peculiarly susceptible to cold8 

and nose, ear and throat infections. '...as a group cleft palate babies 

are xio as well nourished as are normal babies. This Lact helps to 

explain why cleft palate babies ha'c colds, ear infections and other 

illnesses more frequently than normal babies.' (d, p.28L) This fact 

often delays speec developrneni and hinders therapy, as exercises cannot 

cannot be done with swollen tissues and blow n: exercises can cause 

infection to spread to the middle ear. ¿ar trouble is a constant ron- 
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ace to sorne children. 

'hen parente meet, as they do when they bring their children 

for lessons .L speech, they discuss their problemz with each other and 

find mutual help. The topics range from the ever-present problem of 

cold$ anu ear infections, to behavior problems. Une croup of parents 

enjoyed reading a set of pamphlets on deve1opnnta1 paterns î chi].- 

dren and behavior problems as they waited outside the speech room. 

several parents bi their attitudes and who1esoe aproach to their 

child's speech roblem ìn.fluence the ideas o: oLheri in the group and 

helped them considerably. 

Thus, from counselling about speech directly to providing 

material, on behavior and similar topics, the day to day classwork 

and conversation take in many phasos of the problems. i'rom 

simple sharing to rei'erral to agencies, the speech therapist. helps 

weave rcardng into the child' s rehabilitation. 
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OEÇ APPRQACH 

The child with a cleft palate needs the ilp of more than one 

agency in the process o rehabilitation. The sureon, dentist, ortho- 

dentist, soci. worker, psychologist and speech therapist each play a 

part, and often the otologist contributes too. 

Surgery corea first, although it may also be a recurring problem. 

First the lip is closed, ii it has been cleft, by an operation which 

generally t3.kCS place fronì six weeks to twt months after birth. Sur- 

goons differ in their opinion about the age for such surgery. However, 

it usually occurs when a child has regained his birth weight or at six 

weeks to two months of ago. Soi surgeons close the lip before low- 

ing the child to leave the hospital. 3ome ph.)rsicians now feel that 

the parents should not seo the child till this lip closure has taken 

place and the parents have been prepared. The shock of seeing the 

child with an extren cleft lip is apt to result in initial rejection 

of the child ana permanent emotional traii:a. 

At approxiniat1y tWì years, the operation on the pa1ate itself 

maí take placo, and at that ti, 

the parents whether the prognosis 

is successful the first time, the 

oi these children undergo several 

closure may be achieved the firsts 

or sinuses iet to be close, or 

closure ay not join completely. 

the physiciai 'will generally tell 

is good or poor. if the operatiou 

child is indeed fortunate, for iiariy 

opeatìas. Although a gross palate 

time, frequently there are openings 

erta1 sectious along the line of 



20 

As the growth ces prceed8, the parents or child mar wish to 

have furthei' surgery of a cositic nature. Lip and nose contour8 

are usually develoned su±ficient1y by the t.ir the child reaches school 

ae to determine need for surgery. Nose surgery is often deferred 

nti1 approximately ago sixteen because the nose consists of cartilag- 

irious tissue which is too malleable to hold the results of surgical 

change. In t.ho earlj teens, this cartilage hardens and develops a 

consistency close to that of bone . ' Lhe main difficulty in correction 

of a daviated nose is not, however, th bony walls but the cartilag- 

mous and bony septum and tiic moldad distortions of upper and lower 

lateral cartilages and their overlyin skin that become actual inherent 

dfects on theIr ovn part. These are as difficult to repair as the 

bent steel spring of a child toy or as a warped door made from green 

luìther. (14, p. 2S1) 

The service of the dica1 social worker is not available in many 

hospitals, but the need for this service is highlighted dratically 

at tines, liecently, a child was born pith a cleft palate in a 

Tortland hoptr.al, aid the paronts were shown the child iiadiately 

with no attemrt by doctor, nurses, or any 01 the hospital stall to 

explain the deformity. The father asked about informational sources 

but vtas given only one futile load. The day was spent Ly the arents 

in frantic self-searching to try to discover the cause in their family 

bac:-rounds, then the doctor did find time to talk to the parents, a 

day later, she did not have any definite help but thought that 2rip- 

pled Childrenss Division might he contacted. The father did so, and 

the medical social worker there talked out the problem with him, 
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obtained from ti Speech UonsuL,ant sìn1ified informational materials, 

and next day, made arrangements with the doctor who would perform the 

necessary surgery. tIYOU are tie first person who has explained this 
or given r any hoDe," the man said as he left. How much more help 

the worker could have been on the spot. 

LI the child needs foster home placoicnt durmn the sneech train- 

ing period or perliap3 while awaiting surgery, the social service agency 

or Children's :ureau in the coiunity often can aid in this problem. 

Children come nto Portland from many areas of the state 

to attend the sui!iner clinic Since the parents ¡iiay not be able to 

bring the child for lessons each day, sorc provision must be íade for 

residence near the center. This has been done by the Portland State 

ixterìsion Center in several instances, 

The alignment and often absence of teeth is a proble:. that may 

need attention after surgery has been completed. It is not olten that 

the surgeon is able to close tho palate so that the toot buds are not 

disturbed or pulled out of line, and in the majority of cases, they are 

alread out of alignment. The child with this problem neeUs especially 

careful dental supervision, because his teeth will need to be saved as 

much as possible so that bridges and prosthetic devices may be anchored. 

If the upper lip is retracted, the orthodontist will assess the area to 

plan for a bridge which will plump out the upper lip. Sometimes this 

means extraction of teeth in the area, and sometimes it nans the teeth 

Will he left as ari anchoring device, vhile a prosthetic appliance pro- 

vides tne usable upper teeth. The latter, lacei anterior to the 

natural teeth, will also supply cosmetic improvement. isalignment of 
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the side teeth may be so svere that those erupt through the i.dd1e of 

the p1ato . À-raj studies are iade to discover this. 

,Lj: the soft palate i insufficient, the orthodontistTs 3eruices 

are needed to build. a protìesis with a bulb attaoJ-ont which cari be 

grasped by the sphincter action of Pasa-ant's Pad, thu.s making a 

closure between the oral and nasopharynx. 1though this therapy ìs not 

new, it is a recent project o the University of Oregon icnte1 $chool, 

in cooperation ith the Crippled Ghi1crens )ivision o± the University 

of Oregon edica1 School. 

Before the child is accepLd into the clinic he i8 given a psycho- 

netric rating, usually by the Guidance i)epartiuent oí the ortland Pub- 

lic Schools. This te5ting indicates the childts nental and social 

dc7e1opxant arU helps to determine wìether or not the child is ready 

for roup instruction. Lt gives the teacher an indication as t:i the 

type o progress she iay expect from the child in reltiot to his abil- 

ity to oilow instructions and to cotaplete the task he is given. The 

relatonship betcen into1licnce and progress is ofte: noticeable in 

the clinic. 

Since these children so ten have ddle-ear iniections, the 

otologist may pla' a part in the childts therapy program. Because the 

ear, noie and throat areas are interconnected in the normal mouth, 

infection can spread easily Íroni one area to another. The cleft palate 

child is especially prone to the spread of infection, since these areas 

aro not formed in the normal manner, Cold infection often means ear 

infection also, with attendanb lowering of hearing acuity. 
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In Portland, hearing testing in t schools is done through the 

School Health iepartrt of the Port1ani Public Health Bureau and the 

Hearing Corl8ervation Program tn the Division of infant and 1terna1 

e1fare oi the State ioard of Health. on testina i done on referral 

to a United )und Agency, tlìø Portland Center for Speech and He3ring. 

iany of the children in the clinic were referred to these sources firs b 

in order to deer.ne any hearing loss, to discover whether further 

medical referral was needed, and to help the speech therapist discover 

whother this area ws one which might hinder the training prograni. 

At present, the agencies ntioL1ed do not have as close coopera- 

tion as might be desired. Parents often do a great deal of searching 

before ey find the service which will be the answer to their problem. 

However, since 2rippled Children's Division of the University of egon 

dical $chool has becon the central agency in dealing with the young 

cleft palate children, greater cooperation of these various agencies 

which are interested in the rehabilitation of the child will be possi- 

ble, 
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RiTIONALi FR ch.OIÍP THiRAPY 

The Portland Sunmer Session Speech Clìnic and the clinic at 

Juckman School were both organized on a group basis. The number of 

children in the ¿roups varied from two to six. Son factors which 

determino the grouping are the ages of the children, and a osirc to 

¡na:LntaLn a two-year span as nearly as poib1e. The type of defect 

detoraiied which grotming Lhe child would find nxst suitable. raIn- 

damaged, cleft palate and hard of hearind cases were usually separated 

for teachin purposes. Transportation problems were considered. In 

one instance to children vith delayed speech wee placed with the 

cleft palate 'roup. 

.roup work 'dth children has many advantages over individual inca-. 

vidual instruction, ut there were other reasons for usina the roup 

method. In the PubLLc School program, it would have been imoossible to 

provide service individually. The therapist cane to l3uckman School 

three half-days a week during the years l9O-1 and l9l-S2, and tw 

half-days a week durin the l92-3 school year. This allowed for 

five half-our le3sons, or fewer lesons ol' an hour's length. The 

schedule was arranged so that the cleft palate ¿roup had at least one 

hour-long session during the week, and as the tiirtable alloved, the 

other roup received lessons oí' or half to three quarters of an hour. 

dyer this three-year period, the length of the lessons eponded on the 

iumber of children registered each term, and this fluctuated from seven 

to sixteen, 
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The suniner prograíi used group work advisedly. ist children 

who have been blocked oíf fror communication with others of their own 

age nced to develop social techniques for their own adjustunt. ihey 

need to develop the desire to use speech as a comunicative tool. The 

group is the natural rndium for tis. As L3ackus says in her book on 

group techniques, 

"Cxradually it becarnc apparent that the changes in speech 

behavior which took place depended less upon devices for 
breathing, blowing, tongue exerciies, flear training", arid 

the like, and nere and niere upon forces operating in the 

interpersonal relationships between child ani therapist 
and among children as a ¿roup." (1, p.Lj) 

Children who had had very little experience outside the family 

circle were extremely shy at first, and parents were oten overanxious 

about the child's reactions. Problems of group interaction gradually 

resolved themselves and the children grew in their capacity to conìriuni- 

cate and share. í great deal of pre-school readiness activity and 

socialization were essential parts of the therapy at all tines. in 

the beginning this as the prinz goal of therapy in order to preparo 

the children to move easily into ntesive therapeubic work. sense 

of succe5s, joy in speech participation, and a sense o general well- 

being hect to cone first. 
Sheryl ws a child who cane into the group as a disrupting 

ini1uenc, and who tried to claim the clinician's attention for her- 

soli exclusively. The following are a number of exerpts from her 

daily case report: 

"6-28-1. Sheryl was coìLpletelf negative and refused to answer - 
ran naughtily around room distracting k3renda ---outside she ran up and 
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dawn banks and enerally seextd hyperactive is apparently ,jealoua 

o1 renda --- sat very close to worker on bench, so she is not entirely 

rejecting." (Jtudent c1inician 

Note by 'ilinic iiirector: "she will be slow in entering group ac- 

tivity but needs socitilization so let's continue to draw her into group 

cooperation arid sharing, but let her stay close to you and ive her the 

feeling that she is important. nlist renda'a more mature and stable 

state to allow Sheryl to be first *becauso sie is younger and hasn't 

been with us before as you have.'" 

"7-2-51. Got first goou f by trying to bite finger placed against 

lower lip. Five niinute attention span. Talkcd freely today - indicat- 

ed grea pleasure at ienda's absence. liso nnic easier for 

therapist to ive full attention to one." 

Note by Jiinic Jirecior: "Indeed yes, but she needs socializa- 

tion, speech therapists are too scarce in Oregon to do unich indi- 

vidual case work except as absolutely needed so group therapy must be 

the answer. Aside from tha it has become recognized that group ther- 

apy when done with properly grouped children gives sothing individual 

case work cannot, do - especially with young children and speech inhi 

ited Dersons, for srieech is a social tool, not used in isolation." 

"7-3-Sl. Child was spontaneous anJ cooperative today - wanted 

to talk a groat deal. 

"7-].2-l. feaults - poor. 

"7-l6-l. Under good control today. 

"7-23-sl. !esults poor. Child distracted. 5ee:s to bave lapsed 

into jargon. 
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73121. Sheryl re1axei and cooperative.' 

At this time, Shry1 was four years and three months old. By 

September, 191 she entered well into group activities and seond 

adjusted to class routines at Buckxmari Center. 

Not ai children have difficulty in group adjustnnt. For 

these , there is value in inter-child stimulation, Praise from the 

clinician is bot helpful and necessary, but praise froitì the croup is 

an even suronger motivational force. There is ulwys the time when a 

child does something espccia1l well and can be called upon to "show 

the others how to do iI." For the child who has a great deal of 

individual attention at home, the roup situation offers vLuab1e 

learning in sharing and learning to await turns. There is comfort 

for the tìmii child o can see how others do it bí'ore he is called 

upon to try. 

Furthermore, group work oífers many children an emotional release 

and helps them to discover a sense of proportion that is not always 

achieved through individual therapy. 011ie i3ackus calls it a "corree- 

tive 'entional ' eperience." . .some children hava found such thor- 

apoutic experience in classes where the therapists themselves were not 

conscious of how such changes were taldng place... (1, p.ì5). 

The parents too benefit from group work. hile v:atchizig their 

ovm child ' s reactions in the ¿roup, they gain a new perspective of hi8 

ability in coparison vrith other children. ' hey learn the particular 

problems of the other children, and co to realize there is not a 

ufinite pattern for cleft palate speech but that each child's problem 

is highly individual. ihey see too that children are treated as 
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individua1 within the group. Soria parents bring their children for 

therapy with the idea that a formula is administered to all children 
and that good 8peech then niraculousl;,r results, but in companr with 

other parents they become partners in a project which offers new learn- 

ifls and a fuller understanding; of the child's problem. There is 

shared reIoicini' when the child shows measurable gsjns. There is corn- 

fort and ari easing of tenalons wiile tey share problems and feelinga. 

iuch practical sharing goea on outside the clinic door on days when 

parents are not obserïing in the clinic, and during parent netings 
called by the clinic director. So often there has been in the group a 

parent wo was of great assistance to the prOa-ram because of her atti- 

tude or the casual remarks she might make The mother of tevie , a 

cleft palate child, vs utstanding in this way, showinL; the results 

of careful parental counselling done in the earliest years 0± tevie's 

life arid activo participation in an intensive therapy pro ram started 

when he was twc years of age. These casual sharings and discussions 

did rrm at tirrs to pronote faith in the progran t an any talk thaL 

could bc given by clinic personnel. 

'roup work may bc undertaken as a necessity in imany instances, 

but to this therapist it is au ideal way of working. The teacher 

experiences nore satisfactiun as she keeps the individual childts needs 

in mind and uses t'e dynamics of the ¿roup to leaven her teaching. 

Group instruction offers real chaflenes which aro highly rewarding to 

the therapist, parent, and nost important of aU., the child. 
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TYPES 01' ThAPY FC CLEFT PALATE 

The therapy for the cleft palate child consisted of the f o1lo 

ing StepS 

1. The provision for relaxation so that the child was in a mood 

receptive to therapy. 

2. The building ol oral pre eure so tha the child could master 

the production of speech sounds, which are mostly oral. 

3. The provision for lip id tongue drills, especiall iece3sary 

where cleft lip accoipaniea cleft palate. 

)_. ar Lrainirìg and identification of individual sounds. 
\. 

Babbling. 

6. Practice of individual sounds in words, phrases, sontonce5. 

7. Cpportnitie$ for spontaneous SC6Cì. 

helaxation iiay be accomplished in several ways, but it is a 

necessary beginrthi. step before effective speech therapy can take 

place. TIe children enjoy relaxatioii exercises, imitating ra dolls, 
traes in the wind, flowers, and inilai' things. Verses, stories and 

coiversutìon about tlßttjng go' aTe .echfliqlLS used. Somatins the 

children nerely rest their heads on the table while iiumic is playod or 

a short story is read. 2he teacher's rínner itsel± can be ari important 

relaxing factor. 

The building of oral pressure im usually done through blowing 

e;ercises. Thee is not complete agreement amnong therapists regarding 

its usefulness but in the majority of cases such exercises have seermd 

to be of value. iiistinct.ion should be made between hard blowing and 



easy, controlled, directed blowing with no air catght in the cul-de- 

sac of the cheek. Hard blowing is not used in seech, and very lit- 
tle air is needed for each expulsion for sçeech. The entie flow of 

air controlled at dll is the goal. lowing exercises are also a 

colorful activity and therefore provide iicentive for the young child. 

Son of the more useful exercises are the following: 

1. Jlowinr so: bubbles, If these are blown with a ring instead 

01 a pipe, the child can say the unvoiced 

form as he says the sound. Ile can try to 

without blowing hard enough to detach it. 
2. i3.awin' )j-'ht ohjc"z. as fi 

ping pong balls. Soue children require a 

channel the air. 

Upuh»I and bubbles will 

hold a bubble on the ring, 

the ,b4ts"f rarer, and 

drinking straw in order to 

. Blowing bottles and blowing troughs are used for the chil- 

) dren who can manage them. it is discouraging to the child who finds 

them too diLUicult. 

14. ubblin is done in iat.r wit a stra. 
Lip and tongue drills are taught to the group by ianz of stor- 

ies and -ingles. IndividuáL needs are taken into account aiter the 

story and during it. The hiidren soon becoie used to waiting a m 

ment while the therapist .elps ano child witn a s;ecific drill. Par- 

ont help can be enlisteu 1or hoi practice for specific movenerits. fhe 

child with the scarred lip needs hoip in pushing out the upper lip with 

his tongue, moving the upper lip over the teeth, and from side to side. 

Palate movcL.ent needs stimulation. ongue placecrits require drill. 
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The following exerciso proved useful: 

1. Lip exercises. 

a. Open the ruth widely and then close tightly ton tines. 

b. Open iouth widely, then bring lips together and prosa 

tightly. Itll lips apart quickly to make sniackiag noise. 

c. Clench t1 teeth, pucker the ups as far forward as 

possible, t. en draw them back into a forced slLtLle. 

d. Place upper lip over lower lip as fr as possi.1e, then 

placo lower lip over upper lip as far as possible. 

o. Push upper lip out with tongue the inside. 

f. Tighten upper lip over the teeth. 

g. Say ee-oo-ee-oo with exaggerated lip acti. 

h. Purse lips tightly, and keeping them in this position, 

swing them from one side to the other, and then up and down. 

2. Tongue ìercisos. 

Point it. 

a. Stretch the tongue outside the mouth as far as possible. 

b. Keep the tongue pointed and dot Lour places on the lips. 

C. Lop the tongue pointed and dot the teeth, the gum 

ridge, the hard palate and the soft palate in four counbs. 

d. Lot each tooth. 'Knock on the door o every little white 

II 

e. Open te mouth, swing tongue from side to side. 

f. aICC a cup o the tonie. 

g. Groove the tongue. Lornate1y cup and groove the 

tongue. 
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h. ie a hill of the tongue. (k position) 

i. ay 1ah-1ah' several tins, without letting the jaw 

move. Keep mouth moderately open. 

j . iound the mouth, oben mod@rately wide , call it a ' race 

track. Let the tondue go around carefully as the 'racing car', then 

faster. Keep the racetrack tiU, the car on the track and not 'off 

in the woods' (away fr.rn the lips). 

k. Sar r, prolong it and iia1ce a quick hard take-off from 

the palato, to make a sound. 

1. Stroke the tongue along the palate , front to back and 

back to front. 

tories for these lip and tongue exercises are available, in 

'i alking T i' u 
Afl original story which has prove successful is 'Little brown 

3ear', and it i8 told as follows: 

Little Brown Bear wanted SOTIE honey. Oh, how he wanted sorr 

honey. He knew that if he wanted soe honey, he would have to find a 

bee tree, becaue tLat is where little beafs find honey in the woods. 

So he started out for a walk. Le walked and walked and walked and 

walked, not very fast and not very slowly, but being a fat little brown 

bear, he waddl3d frm side to side like this (ïake tongue go from 

sido to side in the £touth). Then as he walked along he heard a noise. 

] e stopped anU listened. t sounded li1 this (d-d-d-d-d) . Little 

Brown Jear looked up and saw Can you guess what he saw woodpecker, 

pecking away at a trae to find bugs and insects for his dinner. 

D-d-d-d-d-d ent the woodpecker. Hello p there,' said Little own 
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3ear, "I'm looking for some honey. Have you. aeeia any b603 around 

hore?u "Hrnm,' said the woodpecker. "les, I have. There have bcen 

bee8 going p.st here all morniflg. Thank you," said Little rown 

.ear, and off he went, waddling from siue to side. (Tongue iaoes again) 

e11, i didnt take him long to f.nd a bee tree, and he crept up to 

it very slowly, and very carefully, because he didn't want the bees to 

he ar him. HiS pink tongue went ( put t ongue out and in to show how the 

bear's caongue went.) Then he licked a little Laster, and a little 

fas-ver, but the bees did not hear him. iis tongue went very last 

indeed, and - the bees heard hini. Then ca z-z-z-z-z ai'ound his ears 

and his cnder little nose, and the little hear turned and ran, like 

this (tongue sideways, fast). The bees were very angr;. ¿-z-z--z 

they carie a±'ter him, and z-z-z-z they tried o sting hii through his 

thicc soft xur. a-z-z-z-z, z-z-z-z, z-z-z-z-z, The little bear kept 

runing , and he canie to a little hill. e slid right domi. (Make a 

slide by extending tongue out and do at an anglo). The bees were 

left Lar behind, and the little brown bear sat down to clean he honey 

from his mouth. ie made nia tongue go up high in his mouth and cleaned 

the honey frorri the top. He worked his tongue inside his cheeks. He 

cleaned around his top Leth, and then hi lower teeth. His tongue 

worked hard. flO cleaned his lips, and a spot off his nose. He cleaned 

a spot off his chin, and then he went over to a little stream and took 

a long drink of water (lapping movennt). Thon the little bear went 

walking along until he c an to a hill (hump tongue) an went up and 

over i to his horde. 



3. Palate xercises. 

a. Watch in a mirror and try to make the palate jung up 

at will. A paper drinking straw to 'tickle' the soft palate ofben 

helps get the initial iovenìent. 

b. Upen uouth wide, relax tongue and throat, hispe r 

ah sharply and strongly. Watch in a mirror to get a good palate 

inovoirfut. 

c. Take a quick breath through the mouth - an audible 
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gasp - then say ah slowly. See if palate rises and remains up for the 

sound. 

ar trainind and visual stinulation are especially ìorant 
tor the child with a cleft palate. ior the younger children, stories 

of animals and objects that make sounds are appealing. Individual 

sounQs can be noises made 1.r creatures and things , and th child 

learns to identif).' the sounds in this 

A set of pictures of animals may be introduced. The children 

listen to the sound made bî each, and the cards are laid on the table. 

flue teacher makes the sounds nd the children match these with the 

animals. IL the room is large enough, the pictures can be hidden, and 

the children can hunt. 

The children are iven srìaU cars or boats. The teacier ex- 

plains that the thing that makes the car go is a certain sound, for 

instance , k-k-k-k. LI anj other sound is made, the cars cannot go and 

must stop. 

The children are givon paper and a crayon. They may draw 
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little wiggly snake lines as long as the teacher makes the s sound. 

any such suc;gestioris and ganEs are to be found in the follow- 

ing books: 

assers, Leon, i1wi u Play with QUndS and speech. ) 

Scott, Louisa and Thompson, . J., Talking Tine. (11) 

The 8OUflu8 by theìselves nced to be given specific personalities 

because the young child does not learn through conceptual tk'inking but 

rather through concrete representation. A small card set is useful 
for this , although 'when a sounu is being introduced, a stuffed animal 

or other prop helps set the impression for the child. The child 

attenpts to make the sound and then follows the teacher as she babb1e 

with it. For instance, the child is learnin. he s sound. Saii 

nake (a diLie store purchase) has co. .o alor to help and the child has 

held him and made him wi.ggle while the teacher made the souri. rhe 

teacher may hold darcj and invite the children tu make te sound with 

her. 'rFtey make it softly, as the far-away snake would, then louder 

and louder. Aext, the teacher makes the sound in combinati 1t with 

vowels anu the children babble along with her sa-sa-sa-sec-sec-si- 

si-si-sa-so-sa-so and so on. Other sounus can be reviewei in this 

brief babbling period. 

iabbling, as described above, is an eilort to recapitulate for 
the child a phase in learning speech through which he may well have 

never passed. rhese children so oiten have operations at the ti 

they would be normally babbling and if they do babble , the sounds 

emcrge as unidentifiable who1s and snorts. ab:ling is pre-speech 
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rehearsal and facilitates the production of words. 

i1hc practice oi in.ividua1 soun.is in w3rds, phrases, and sen- 

tences needs to be carefully planned and presented. The chu: who can 

make a sounl in isolation and who car. babble it with vow1s should 

incororate it into words without much dificulty. Some ohiidren do 

be8t tth the sound in the initiai position, others manage it best in 

the final position. íacb child's ability will soon be discovered, and 

the starting-point dec±dEd upon. The word is said slowly, and sometimes 

needs to te broken at first, as, s-it. The technique3 useful for teach- 

ilk; includo the following: 

1. Objects containing the sound he ut into a small box 

and drawn out one at a tir, an named. .hen the child is íaailiar 
with them, they can be used for other games, such as: 

a. hat Jid L rake? ihe objects have been placed on the 

ta:lo as named. someone is leader and says to the oJiers, dlose your 

't Then he takes an object away and says, 'Urerì your eyes. 'hat 

did I take? The children uess in turn. 

b. The box is closed, and the teacher tells so±cething about 

one of th objectø. The children guess which ol::ject is reant. 

C. As the children put objcts hack into the box, they 

take turns saying the nanie of an object three tines before replacing 

i. 
2. Cards witJ' rietures of oblects can be used. 

a. The child has his on set of pictures in front of him. 

He says the nani, 01 his card, puts it into another pilo besiie him, 

and the turn passes around the group. 5ometimes t teaihor places a 
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card to one side for extra practice. 

b. The cards may be placed face up in ;roup8 of four in 

the middle of the ta1e. The children look at them, and bhen the 

teacher turns them upside down. 3he asks, rrdhere is the .........' 
and te children who reniber hold up their hands. oone is chosen, 

and the chiLi says, k{eru is the .........." before he is allowed to 

turn the card over to see. Six, eights and more cards may be triod if 

nemory and concentration are good. 

c. iidd1es may oe played with the cards. 

d. The children may play postman by puttin; the cards into 

envelopes and letting a child deliver thera. ;hen the 91c ers are 

opened, the children tell what they have. 

e. 'Ihe children may see if there are more u-s-s-s words or 

muore r-r-r-r-words, or whatever sound is being worked with, in the 

picture. 

f. 1he children uay put the cards on the table, and throw 

a ean bag on top of a card. To win' the card, hey say the narí of 

the 1Dicture. 

s 

g They may t alce two c ards , name theia and turn them upside 

down. A child chooses t say the nane o1 one ot the cards, and if he 

:uesses it correctly, may keec it. The winner gains the most cards. 

h. The children cad; have three cards in front of thei, 

L hey turn them upside down, aid in turn, say the name of each one 

three tin3s. As the turu pa3ses around the group, it is not too easy 

to reamber all the three cards. 
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3. Special toys can be useful. 

a. Color cone cari be taken aDart and the children handed 

pieces in turn. They name the colors. hen they are asked to put the 

Pieces back, one at a tinE, as they repeat a phrase including words 

with the sounds to 'oe practised. For the s sound, the phrase raight be 

'Slip it on,' or Jiere it goes.' For the 1 sound or the th sound, the 

phrase mip,ht be, 'This is the blue color.' 

b. :l.Cks, sticks, peg boards may be used the same way. 

l3locks may b put into the bag one by one. sticks may be laid in a 

design, or lence a 'field' into which a siall animal may be placed as 

a reward. 

c. Lak-a-Face - a commercial iiannelboard, with facial 

features ready to stick on an oval Lace shape. \Tarious phrases may 

be used for this, as well as the names of the features. Other flannel- 

board devices may be used, cut-outs 0± objects, with flannel acking. 

d. Another ame is played with colored cups and small 

obects. T1 c .. tldren. close their eyes, and an object is placed under 

one cup. They open their eyes and guess, 'It's uflder this cup', and 

s 

vän the object if/the uess is correct. The teachr may use one 

object and the children tal:e turns at both hiding d guessing. They 

can practise a number of phrases such as: "Shut y-our eyes, "bpen 

your eyes," "ind it.1 

e. Children enjoy both the comiercial lotto ganas ol food, 

animals , etc. , and teaclier-nade ones for drill on a particular sound. 

Lt. The following two games proved valuable methods of develop- 
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ing sounds: 

a. fne envelop chart, the type u$od for reading in the 

primary grades. The children can say the words on t1 cards d place 

t card in the chart fold. £he pictures ay perhaps be grouped into 

two or more groipings, as 'Things that g outsiIe" and "Things that go 

inside. The child draws from the pack oí' cards in the teacher's hand 

and says, 11The rinj oes outside," or "The cup goes insi:e the house.' 

'ither set5 i1ft be 'Thins that go on land" and "Things go on 

water,' uThirs that are alive" and "Things tha are not alive. ' 

"Things that ar i" and ?Things that are small.'1 The children may 

find noisy and quiet things, soí't and hard thing8, or farm and city 

thin.;s. 

b. Verses ma: he found in abundance in several collections 

al' children's poetry. The thcrapi should discuss the topic of the 

verse first or weave a little story about it. tor example, 

ttUnc there was a little boy named who was always 

and always asking his mother for a penny to buy candr. Sornetixrs she 

said 'yes' and sometimes she said tno,t because too iuch Candy isn't 

goo £r us. One da:i, Ji;my carne in and said to h18 mother, 

'Please, please, please 
a: i have a pennyf' 

ut his :other replied, 

'No, no, no, 

because I haven't any.'" 

Tien the class can work on the verso alone. 

Short jingles are best, and are usually roat favorites. The 

teacher and children ay find it f ri to make up their own jingles. 
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THE CASE STUDY OF SFIE±L - A CLEFI PALAT CHILD 

General Background 

Sheryl was born iwiarch 30, 19147, the first child in the family. 

rhe father had a welding job and the iother helped out the family 

income by selling stanley roducts. The family appeared warm and 

affectionate, but did not pa: sufficient attention to good discipline 

and health habits until counselling was done at the speech conter. 

The f athr had a repaired cleft himself, and had spoken with exzrete 

nasality until a high school teacher ha helped him to overcome much 

of this habit. hen tired, he reverted to his old pattern of speech. 

report from the Sunmer Session Clinic by a student clinician 

gives a good picture of Sheryl at 14 years of age. 'This child is a 

ixie type little irl, highly skifled in motor activity, arid ihrewd 

in planning for the execution of her ovai wish6s. As an example, when 

she 'ou1d not reLch the drinking fountain in the hail, she simply 

alked around to the end and climbed up in the plumbing, spurning all 

help. Sheryl is taken care of durin the day by a foiirtoen-year-old 

boy cousin wo is probably quite lx with her. During the school year, 

an elderly lady 'from the church' cares for her. The child appears 

undisciplined, and the mother cc'riplains that her sleeping habits are 

poor in that she lies awake for hours. She nevr walks but runs anJ. 

is always very busy.0 

i-le th Hîstrr 

Sheryl was born in North Dakoa at the hone of her paternal 
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grandparents, while the father ws away in the service. £he palate 

was cleft but the lip was not, 

The doctor suggested t1aL the baby be fed by cutting off the 

entire top ol the nipple, and Shryl learned to control the flow of 

riii].k with h r tongue . .hen she was 16 months of age , the family began 

to seek adequate medical care, first going to Idaho and later to ïort- 

land. Dr. iurney operated, and the restit was most successful. 

Sheryl has boon verj susceptible to coLAs and has had much medical 

attention for this. As her mother said in on interview, 11J call Tr 

my little penicillin shot.1t Dental work was done by a privae dentist 

because the family realized how important good dental care was for 

her, even though her teeth were erupted in a near-normal way. 

Speech history 

After the oparation, the family movej back to North akota, 

but on realizing that Sheryl would need speechi help, moved back to 

Portland to live. She received speech training at the icknan Center 

during the years 19S0 to 1952 and at the 19S1 Portland StLte Suer 

Session. Lessons were discontinued because it was felt that her speech 

was normal for her ace, with no nasality present. 

At four years, eight months of age when she entered he bunr 

dossion, her diagnosis read: 'hepaired cleft palate resulting in poor 

articulation, some nasality., also general infantile speech pattern. 

Her class wort in both clinics consisted of eartrainin for the con- 

sonants, blowing drills, babblin;, oral gyonastics with lip, j and 

palate exercises, word and conversation drills of the type to interest 

this age level. 
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Sheryl's response was excellent. her ability to learn was ha 

pered somewhat by imiaature behavior coupled with her hyperactivity and 

nervous tensions. However, she graduafly iiroved as the training 

progressed an as her mother received guidance and counsollii; in 1ie 

handiin of the child. 

iy the fai]. of 19S1, most of the nasal quality had disappeared 

except in moments oi tension and exciteßnt. iork on cnsonants was 

considercd beyond her age level, but it was felt wise to teach them 

and control their prduction. Sheryl worked on ch, z, s, and i at 

this ti, and learned them sufficiently well by June l92 tha it was 

considered advisable to excuse her from further leeson. A check-up 

in October of l92 showed that the onds had been ell stabilized and 

that her speech was cotipletely nornal. 

The f anily's attitude was excellent throughout this period, and 

an] drills assigned were faithfully followed at ho. oth the par- 

ents realized the importance of early help for Sheryl as the father 

had hai so much difficulty with his speech while he was rowing up, 

and had unly by chance learned to speak without nasality through the 

help of a high school teacher. 
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CASE STUDY Q1 MICiAEL - A CLiFT PALATh CHILD 

3ackg round 

Liichael wa born Jaivarr 2, 19!9, in Port1nd, Oregon. Ho was 

born with a bi-lateral cleft palate anu hare lip. The attending 

physician thought it best for the parents not to see t1e child and t 

icave him in the nursery at the hospital until the lip ight be repair- 

ed. pplication was ìao ab Uoernbecher Hospital, and the lip repair 

took place when the baby was two iiionths old. .hen he was 19 months 

old, partial palate repair was undertaken, and at 27 months, the final 

palae repair took place. 

ihe last opration caused much unhappiness to iichael. ;ie had 

reached an age where people and places had taken on naning for him 

and when he was suddenly separated from all that iaeant security to him, 

he exhibited an emotional reaction which persisted for some time. e 

cried a great deal, had any fits of temper, and showei a great deal 

of ne, ativisia in overrthing . In the Speech iì1 two mnths after 

the second pala ie operation, his fears and negativisra were mosr. pro- 

nounced. 

health History 

Lichael presented a diificult feeding probleLl because of the 

extensive cleft. The hospital had fed him through a tube, forcng the 

food down his throat. At hox, he . eis fed with a special syringe, 

until he learned to drink from a bottle with enlarged holes in the 

nipple. He never did learn to suck. i soeras to have been fairly 

healthy otherwise. 



Speech i{istory 

iik3 attended the Speech Clinic at the Portland State xten- 

sion Center Suxnr Session during the sunzrers oÍ 191 and 1952. He 

exhibited extrerr íear oi the situatiûn at first, arid did riot partici- 

pate in arir of the activitie5, but sat on hi8 mother s lap axii watched 

the clinicians and the other children. s lessons continued, he 

gradually paricipateu, and alwdys went hone and tried to do the things 

he had seen the others do in class. 

In this case, 'ood uso was made ol parent observation of the 

clinic group. T mother sat in ou all lesson$, and received counsel- 

lThg in the parent couselling program so that she understood what to 

expect of the program and her part in it. 
t the beginning of his work in the l9l summer session, it was 

concluded that throc operatiis had slowed down and inter- 

Lered with the normal speeci process so that he had not developed the 

speech niscles through suckir as do nst babies. ihe mouth cleft was 

still open during tlie babbling staue , from 3 to 13 rnths , and he did 

not experience the normal sound-rehaarsal of pre-speech. ihe emotional 

iniract of the last operation had slowed down his ability to meet the 

proiems of his small world, and the necessity of ro-build.ng his 

sense of security had to co before his energies could be released 

for other developmental tasks. nasality w3s present, but not very 

much so that prognosis was optimistic. lus vocabulary at that time 

consisted of about five words, nd he shod no uesire at hore to en- 

large it, using ;estures as much as possible. 
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Cooperation in the group was 1inted for the entire first 

summer, and always done on the fringes. ith the individual assigned 

clinician, however, he cooperated very well. The clinician's report 

reath in part as fo11os: 'e walked out into the hail, tried to get 

his interest in the drinking fountain, etc., bift he refused to be 

quieted. i.lrs. . tiien told me that it had Leen less than two months 

s:.nce his last hospital experience, so i sugested going out into the 

open, away from the confining walls of the building. This we did, arid 

SOOj.ì passin vehicles c1aihd ì.ichael's interest, and he ceased crying. 

This ti1l :ave r no opportunity to get into the picture and make his 

acquaintance. it w.s about noon, so I sugested food as a basis of 

friendship... Within the next half hour achael was sharing potato 

chips and cookies with his mother and me on an impartial three-way 

division. I was accepted.tl 

Later in the term the clinician reports: 3uí'fice it to say 

that each succeeding trip to the clinic has shom wonderful response 

t sound stimuli, socialization and adaptability on the part of 

1cLchael. His mother has gained courago vith her incressed knowledge 

in the parent conierences. Iichael is now 'Helloing and 'Uoodbying' 

the bus drivers on his Wa:: to and from school, imítatin Liany sounds 

of the bus, airplanes, etc., making friends with mothers and children 

in the clinic group, showing each day progress in the pattern toward 

normalcy. ' 

when ld..chael re-entered the clinic for the 1952 sthfr session, 

he hau improved remarkably. By Christraas of 1951, he had acquired 



rest of the words normal tor children at ae two, and by }arch of 1952 

vías talking in wio1e sentences. Stimulation had been given to hi at 

an opportune tine , it seemed. At tne end of the 192 8ê3Ofl he had 

made sufficient proross to report: ttiike has very goou, understand- 

able speech,. Iii voicc 5.jCìi5 a bit rough or husky at tiL5 hut l'or 

the most part is not nasal. 11 has a good streani of con;rol1ed air 

fr the mouth,, can blow ping pong ball8 easilj and his horns louder 

than anyone clse.0 

iuLmary 

}ichae1 did not reurn for .'urther speech work, as it was felt 

that hi8 speech pattern was normal for his age and the problem of 

nasality had been eliminated viith ûxcGllent hoii cooperation. iris 

soca1ization had shown remarkable progress due to the informality of 

the clinic situation, where he xrt parents and children who accepted 

him and were interested in him as a persn ixcept for the question 

of fu:ther surgery of a cosmetic nature, 1chael could entor school as 

a norical 1it1e boy Jn spite of his early handicap. 
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THi CASE 5TUA OF 5TVEN -A CLEFT PAIJkTh GIIILD 

Ba&round 

jt8V6li was placed in the i$uckinan Center cleft palate class tn 

the fail of 19O, at the age of three. Previous to that, for alraost 

a yßar he was tLltored privately. The group in which Jteven took part 

was composed at various tints of from three to seven nSers. Sessions 

were held three tiirs a week durin the school year. iJur ng the 

susnxrs of l9O, 19S1, and l92, iteven attended the Speech Clinic of 

the Portland State iteuSiofl enter and received both individual and 

group work. 

CeLth Record: 

Steven was born Juli 2, l9L7 in Portland, Oregon. fie was a 

full-term baby. .alate and lip were both severely cleft. then btoven 

was eight weeks old, hr. Charles durne did lip surí.;ery on him with 

rruarkable results. At tnty ontis of ae , Steven undervent iis 

second surgery, this tine for palate repair. Ur. Gurney was very 

pessimistic about the outcome of this surgery and gave the parents 

little or no ericouraement to hope for good results. The surgery was 

successful, howeier, and Steven ained a function palate. The leve- 

tor niuscls were saved, but the structure was tenuous and the palate 

s dort. 

Tonsi1i gere enlarCci and dteven had many colds, and at ae 
three, the t,nsils were removed, 

In the zumer of l9l, orthodontia work was begun on Stevie, 
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with Jr. Jenton iccse. Th front teeth wore removed and an upper 

plate was designed to plump out the upper lip and ;ive Steven a more 

normal bite P1asic surgery is planned for sono £utue time to 

ixuprove the sructure of Steven's nose. 

3toven continued to be suscptibie t colds and ear infections 

but an audioram of June, 11, hovied his hearing to be ithin normal 

limits. 

9ech History 

Two months after teve' s second surgcr, at 2 months of age, 

steven began work with Lrs. tle iJawson in speech therapy. ûhe 

worked with him privately once a week for six months and then once 

every oithor week for another six iuths. Speech at that time consisted 

of nasalized babbling, whooîs, puffs and snorts. 

hince the tonsils had to be removed in order to aid in control 

of tie infectioAs to 'which beven aa constantly ubct, the first 

aira of therapy was to gain a maximum amount of palate conbrol while 

the tonsil sructures were present to aid in palate area closure. 

This was accori1ished within the year and the ability to cLnroi the 

palate area proved to be a peruanent learning. 

is learning was rapid, and a report from &he uier Glinic of 

1950 roads 'Jery precocious child, probably lower enius. 

retentive.' teports sate also that 'he is well socialized, very 

cooperative, alert ano eager to please.' hith this type 0± child, 

learning progressed steadily axmd with a good eal of satisfaction for 

teachers, parents and 3teven. 

iiïe tight upper lip posed a difficult problem and much wk was 
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done to improve the function. Lip exercises to hold the two lips to- 

gether and to stretch thc upper lip hr pushing inside vdth the tond:ua 

tip were stressed. 

hemarks from the reports of the lÇO-1 school year at the 

Buckma'ì Center indicate his specific needs in sounds: K and sounds 

are weak but recognizable. Labial sounds need perfecting as do 1, s, 

and y. ork will consist o palatal exercises, lip execies and cor- 

rection ol' sounds. Prognosis - favorable." 

Steady progress continued and Stever entered regular school 

kindergarten at age . During bhe sumer session of l92, just pre- 

vious to this, reports road in parts 

"Objectiveset for iumnr Session: 

tevori is having son orthodont.ure --ork do.ie. h.ile his 

front upper teeth were ssing we tried to hold the sounds, especial- 

'y the sibilants arid blends, that 11e has Liastered. 

Treaiuent: 

5teven WLS given a general review oí sounds, a great deal 

of spontarous talking, a little blon, and soie babbling every 

lesson. 

trogress: 

bteven accomplished the objective set for the Suier des- 

sion. His single sibiia rit could be made perfectly but in his hurry 

te talk he sometirs fuzzed it up a little, LS front incisors are 

out now, mak ng it difficult t ichicve a perfeet sibilant at present." 

he cornue n ; at ions: 

fha teachr who has ïboven should be acquainted with his 
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therapist shoulu continue wi.th Steven in order to watch iransfer of 

ccftrect sounds he has ìaasbered arid not allow him to slip into poor 

habits of speech. SOii work on sibilants inaj be needed îter his 

dental reconstruction is completed this fail. He does not need much 

more therapy. 

social IIìstor 

3tcven was from ai xpper middle class home. The parents were 

very cooperative, and the ruother especially had insight and understand- 

ing into the Child'S prob1eù. i'hey had a pracical, iuiatter-o±-fact 

attitude and nt the probleia in that way. 

Steven's £athr Liad sittered and 3even began to show a 

tendency bo repeat the begiíLnings o words. This had been passed over 

because the rriother we cautioned to show no concern and Steven never 

developed a true stutter. 

since dteven was entering regular kindergarten in the fail of 

1,2, a letter ws sent to the school principal. 
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Principal 
i. School 
Portland, Oregon 

ear ìr. Principal: 

The following is a report on the nrogress o1 Steven i. Steven 
will enter Kindergarten at 3. School thi$ fall. He has attended the 
Portland Suiriner Session speech clinic for the past three suiaxn;rs, and 
has iwrked privately with other instructors. He has also attended 
Ducknian center Cleft Palate Clinic for raoi than a year. At the 
present time he is having orthodonture work done. then his upper 
teeth are in position he should have good seecìi. 

Steven is energetic , bricht and very capable . ntering Kinder- 
garten next fall he has the possibility of quickly adjusting to the 
school situation. He reacts and talks like any five-year-old child. 
11e is to e treatod as such. Sttìven has learned to wait quietly while 
others are eing helped. ie is a charniing, cooperative child with 
leadership qualities and great initiative. He is willing and will trI his l.vel best to follow directiias in ali trthiing situations. 

Steven's borne life is ideal. .r. and rs. t. have been very 
cooperative in following suggestions in work and speech training. 
cooperation like this ShOuld insure for Steven a very happy and normal 
school experience. 

Fie represents the best n the end-results of early and inLensive 
Lrainìn auS parent couxiseling for organic speech disorders in spite 
of a poor prognosis for speech correction. are proud of his 
achieveui2nt, for without this training which he started at two years 
of age , he woid be a severely handicapped child. 

o are anxious for the school to contixiuc handling him, and 
treating him, as a norl five-year-old. e hope that you will enjoy 
working with Steven a iuch as we have. 

Very truly yours, 

(Jrs.) 'rtle i. iJawson 
Speech iherapist 
Sumer Session Clinic 
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.Ln spite of a poor medical prognosis, continuing into the 

third and fourth year decause of the problem of infections, Steven has 

achieved the best in end results. The story of Steven illustrates 

bettor than most how community agencies and the hone can combine efforts 

to rehabilitate to the point o! complete normalcy if 'work is done in 

such a way as to approximate the normal developmental pattern. 



THiS PROBLEM 0F BRAIN INJURY 

The methods used t. teach brain-damaged children differed sons- 

what from those used with the cleft palate childrerx and, of course, 

individual needs varied. Need for parental counselling and inter- 

child stimulation was the same, hor. Since the two boys included 

in this study were in a reguar classroom situation, teacher coopera- 

ton was e.isential. 

The case histories show the greal differences in the problems 

of the two boys . John nved his tongue with difficulty, had over- 

salivation and poor swallow rif1ox, needed much repetition in order 

to rerraber, Lut was alertly interested in all that went on. 
uil 

had very little trouble in manipulation of the speech organs, and 

quickly learned to niake most sounds, but could not put a group of 

words together naningfully and had much difficulty in understanding 

even simple directions. He seemed to be in a constant doubt and was 

not at all alert in manner. Lioth boys wore highly distracti i' le and 

were first taught behind a blank screen in order to olisilnate extran- 

eous stimuli. 

The child who exhibits speech retardation because of brain damage 

has a long therapy period ahead with such slow ;ains that they usually 

cannot be measured in terms of academic years. bntirely now 

neural pathways must be estanlishnd, and muscular re-education ust 

take place. New conter in the brain must assunE language functions. 

hero iJeation is disturbed, the problem tf whole language development 



and the understanding o: speech as a i:eaninfu1 technique in comunica- 

tion must be patiently esablished with laborious deve1opnnt o naan- 

ingful vocabulary a'ad continual bo..hardent of the child with experi- 

ence which motivate him to talk. 

These children exhibit specific pob1em. Alfred A. Strauss 

and Laura . Lehti..en have described those problems of the brain-. 

injured child as follows: 

(1) 11e exhibits 'catastrophic' reactions. This means that when 

he is confronted with a task too difficult for liim to perform ho exper- 

iences stron reaction of race, despair, anxiety or extret depres- 

sien. 

(2) 11e is e.rerrel,: distractible, This is evidenced in two 

ways. First, there is undue fixatien upon irrelevant external sti ili. 

bocond, he experiences fluctuation in the percepti3n of object and 

ground. ihis means that he cannot single out and concentrae upon 

one object exclusive oi otber things making up a baclç, round for it. 

This fluctuation occurs in thinking also and often results in a 

meticulousness and exactness in things he uses, thus affording him 

some foelin of poier over a frustrating environnent. 

(3) He makes an effort to make substitutions and find ietours, 

such as finger-counting. In teaching, certain crutches are helpful, 

for example , reading markers. 

in testing, responses are erratic an associations are not 

loical. hen aske to match related ohjecs .Ln a picture, the child 

will choose many unrelaLed objects and justify the choice because of 

color or something that might h pen in the future, or just because 



I like it." hen presented with a board of marbles placed in a 

pattern and asked to reproduce the pattern on another board, response 

is erratic and the nthod of doing the task shows that the child is 

not conscious of the whole arid is not oranizing his efforts towards 

producing that whole. 

These factors enter into the teaching of speech. 



TFI.iAPY N'DS FOR T} B N-DMAG.i) CHILD 

The brain-damaged child can benerit from much of the saire 

therapy as the cleft palate child, but there are important and high- 

1y significant diiferenceì. Jecause o the neurological involvement, 

emphasis must be laid upon developing meaningful associations for the 

child. 

irt, the speech room must be arrango so that extraneous 

stimuli are eliminated. 3ri. ht pictures on the wella, materials in 

view of the child, a nearby window, sounds in an adjacent room, are 

some of the distractions that must be controlled. At the L3uckrnan 

Center, a special three-piece wooden screen had been constructed, and 

the childreii -ore seated so that they faced this. terials were 

kept on a shelf behind their heads or out of sight on a table behind 

the screen. The room was fairly quiet most of the time. 'ith visu. 

and sound stimuli cut to a minimum, the therapist could more suc cess- 

fully direc attention to her nterials. 

The lariro mirror wos used ìfl anothcr section of the 3peech room, 

anu reflected only the children who sat in iront of it and the bare 

wail. At times it was moved behind the screen and p1ace so that it 

refl.ected the screen. ri a small room with limited space, this was 

not always easy to arrange, but although the space was small, it paid 

to eliminate as many distractions as possible. 

raduaUy, after about six months of work behind the screen, 

some work was done at a table in another part of the room which con- 



tamed just the rnatori1s to b useci. Response to this was good and 

;raduaUy, after abot a year, the use of the screen was abandoned. 

A8 With th child with the cleft palate, tongue and lip drills 

were needed, but palate drilis were unnecessary, as there was no 

nasality to t speech. Babbling was used to obtain facility of move- 

nent of the speech organa for the various sounds, because these chil- 

dren had either never used babbling or had notheen able to make the 

necessar, speec..i sounds in whatever attert8 at babbling they had 

undergone. 

?ord drills were usec in a suecial way. 3ince sound had little 

rr*aning for Billy in particular, the language sybols for objects and 

ideas had to be presented to hi to enable him t: uild up his language 

concepts. He had to learn that a word rant some particular object 

anL tha: that object could be described vrith a further serios of words. 

Therefore, iiiany smàLl objects were useu, and many pictures were used. 

f the children showed spontaneous interest in an object or an idea, 

th idea or name was developed iumeuiately into simple hut aeaningful 

speech. 

The factor of perseveration had to be taken into account. kariy 

tiuïs, the wrong r.s onse would be given because it had been 4ven 

just previously. iften, a thought from another time in the day would 

intrude and express itself in darbied language, and the ability to go 

on to a new tuought wouli be itpaired. chance hpening, like a 

dropped card, would precipitate a repetition of the act until atten- 

tion could be switched. 



Slowly, lesson by lesson, sounds and words wore learned by rans 

of such repetitin, until purposeful, meaningful seoch be;an to take 

the placo of the jargon. Plateaux ami lapsos were frequent, but the 

¿eneral trend shwed that results were forthconiin. 

iho classroom teachers cooperated as fully as possible, helped 

in the developint of concepts ifl readin and arithmetic. foy taught 

the rrcmbors of the class how to help the two boys in the understanding 

of simple classroom instructiDns arid routines. The boys fitted into 

this day-to-day procedure vdth its patterns and its repetitions better 

than was at first expec&ed, and results of classroo and speech class 

cooperation were extrenely ratiIying. 



isilly was placed in first rade on trial, at age seven and a 

half. He was a pale, curly-headed little boy with an 'other-world 

look about him. On the first day of school, he wandered off through 

the halls like a shadow as his mother stood for a few monnts to talk 

to the teacher. He had great difficulty in understanding even simple 

directions and had to be led by the hand for the first few weeks. His 

future appeared most unpromising. 

eneral .ackg round 

Hilly was boru april )J., l9L. He had been testad at the ulliver- 

sity of x'cgon iedical choo1 where his parents had been advised that 

dilly might need to be institutionalized. rhere waì sorno question, 

however, since the tests showed a near-normal rcsult in so areas. 

It ws stated that he was quite intally retarded, and an elecbroen- 

cephalogram shed brain daxnae. In spite of this report, the epart-. 

ment of special ducation in the Portland Ik.blic Schools felt that it 
was wise to attempt to help silly toward sons degree of nornt&.cy ar a 

trial period oí one rear was decided upon. 

Hi11ys mother and Lather were both interested in his welfare. 

Unfortimately, there was much disagreement between the mother and 

father and shortly after dilly's entrance into school, they separated 

and obtained a divorce joue of this enjotional teisiun apparently 

transferred itself to illy. 

;iuy was always easily handled at hone. klo would sit and play 



by himself by the hour, quietly. lie would mLnd well but did not ini- 

tiate coLrunication. His mother described him as always being H0ff 

in space.0 hi8 face had a vacant look. i tirrs he seend "nervous" 

and edgy. ihere seemed to be no pattern to the occurrence of such 

spells, although they happened about twice a month. A tantrum usually 

resulted. 

Hi lack of initiative even showed in his morn ng habit of lying 

in bed until told to get up. He would not g across the street by 

himself, even when told to do so, and was afraid to venture any dis- 

tance away from the house or from his mother. 

health iecord 

ìilly was a healthy baby who weighed eight pounds and nine 

ounces at birth. he was nursed until five i:Oflth Of age and was a fat 

baby. At birth, oxygen was administered but no further indication of 

birth trauma could be suplied by the uiother. !e sat up at six or 

seven months and walked by hinel.f at fourteen months. 

ill had food fads. At aes three and four ho would eat no 

vegetables. hen hi mother went to rk, ho is reported to have 

begun eating well. }le was very f onJ. o sweets and chocolate flavor. 

11e had measles, mumps and chickenpox. follet training was 

accomplished by the age of two. 

cdicine in the nauro of a stiimilan was prescribed to help 

him to concentrate. since this reLardeg his appetite, he was given 

vitamins. The medicine was discontinued after a short time as it 

seemed to stimulate hií too much. 
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An interesting note is that he did not like to be rocked. 

Speecj Hist2I 

Speech did not develop except for a very few words until the 

age of six. lt was this lack of speoch which first pro::pted the r- 

ants to ssek help. then he cai to scioo1, he eoi.1d repeat a few 

nnrized words but eeuU not answer a question aninfufly with 

them. JLt school he would not speak ab all, though L!radually he began 

to try to speak usually after sot'ie urging. 

The record of his work in speech class is one of very gradu. 

improveient. first he received three lessons for a half hour 

period three tis a week, and in the fol1owin years, twc lessons a 

week. ie was in a class of two or three during this tiìre. 

rk was begun with tongua and lip exercises, sound discrirni- 

nation, babbling, and most inortant for i11y, the meaningful use of 

words. was taught the nax:s of corì objects, learned to answer 

arAd describe objects in simple phrases. L)uring his second year of 

school, he bean to answer questions iacaningfully if the subject was 

concrete and the exectcd replies short and simple. xcorpts ir3m hia 

case record followz 

(9-7-sl) Attention wanders constantl,r. Very easily distracted 

ticking of c1oc1, any noise in the hafl) . Joes not follow directions 

verj well, iprears confused at tiis about directi.n.s. Has trouble 

going through tongue exorises. Voice extrely faint. 

(3-2) Billy seems to be less lethargic, more able to f o11 

directions, arid better at concentrating as he year rogreses. His 
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ordinary speech is still too jubled to make much sen8e. Vthen he 

w3nts soiething, he usually says just one word, for example: t*puppyu, 

but can say thay I have the puppy' 

(14-52) ords usually good, most sounds incorporated. Sentences 

still a muddle of ndeterminatc sounds, though I can hold some sore of 

conversation now with Bill. Blends not good yet, but haven't really 

worked on these. In sentence drills, the sequence generally has to be 

repeated several tines before Bill can take it on his aim, but when he 

does, it is all there with most of the scunds and Ll the small words. 

(5-52) i\nother conierence w1th the mother on Bill's seeming 

day-dreaniing. Talked about the amount of attention she was a:1e to 

b-ive him, the playmates be has, bill's mother works long hours, so 

doesn't have much ti for Bill. He is not playing much with other 

children in the neighborhood, especially since the coming of another 

litle boy who makes fun of Bill's diiference. The mother thinks that 

.:ill probably doesn' t notice the remarks made. His teacher thinks ho 

isn't chosen much by the other children. Ï notice that Jill is soir- 

tiLS purposely destructive with materia s, throwing cards and otber 

thins on the floor instead of holding them, *urposely dropping sons- 

thing and laughin; , enj oying the attention and ensuing laughter from 

J oìm. 

,.entence structure is not improving much lately. Still very 

easil,: distracted. Often asks about "puppy carde' when he cois in 

and will break off from what he is doing to say ìggie (the nar of 

his iathr's dog). 
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(lu-S2) Billy's speech has in,roved and he can nciw carry 
on an 

understandable conversation. He is inclined to do a certain amount of 

pointing. His sentences are rarely in good order. is a "tu.bled" 

ty-pe oi: speech. It is still hard to hold hiB attention and he will 
go 

off on a tangent of his own in the middle 
of anjthLg ¡ou are s.ying. 

If you repeat what he is tryin to say in an orderly faahion, he will 

nod and 5ai 'Ies" rather than trj to sa; it correctly. His memory 

seens good for somo things He knows all the sound c ards anu quickly 

learns the phrase drills. 

Dilly i8 in a destructive mood this fall and 
his claisroom teachei 

worries. flowevcr, since she gave him some special paper 
to tear in- 

stead of what he had been tearing (good cards 
and drawings) he stopped 

w'$t o2 the streak. 

One day wien i questionad him about a lost lunch uox t see what 

response J. would ¿et - i. got exactly nowhere. Ally simply lets his 

attenti3n wander when pinned down by an exact question, 
or changei 

his story, or lapses into jargon. 

(1J-2) We have been workth on th and have begun to try some 

: 
blends in passing. Tite: are both coming. uilly's connected speech 

is still very poor and is not improving particularly 
fast. 

i-iis attention is easily held on sorr days anu not on otherb. 

In the iiain, it is better. 

(12-S2) 3illy rias done cce1lent work on the th sound and tried 

hard to put it into his casual talking, :eing successful a good part 

of the tli. Sh is not very strong as yet, it we have not done a 

great deal of work on it, using it only in babbling 
drills. 
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ii11y's big problem is lack of 1anguage iueation." fIe just 

doesn't strin thought togeher sensibly. He doesn't receive instruc- 

tions with understanding, either. asked him to choose ViSitOl' tü 

brixì: to class, then akd 'who it wouLi be. Billy said "b1ackboard.' 

epetition did no good. The fact that just before he had been askeu, 

John had answered with another child ' s name had not helped. i had to 

say "a boy or a gir1,' and then he nand Carol, who was not in his room 

except for a couple o days in epteraber hi8 teacher said. Next lesson, 

when asked again, ha said tPoilyI? and as she was in his room, he had 

apparently caught on. 

e seems to find comfort in reoetition. He likes the Red Uor8e 

story (a tondue exercise to contain all details. Ile wants the saìm. 

cards each lesson. 

(3-;3) ¿ill is currently working on ch with ear training for 

!. and a He often makes tIies as a 1teral lisp and hasn't a true 

sound of any of these as yet, although there were several occasions 

when he was very close. His th seems established now. He can do 1 

blends when rininded but needs drill on these. 

Phrase drill and constant checking and ear training for every- 

day ' phrases is July's greatest need. lIC does the drills well in 

class. Jf a phrase is slowed down and repeated several times, f3illj 

can reproduce it.tt 

urther work with Billy is planned for the r sound, vocabulary 

work, and much help in expressing ideas. He needs heiv in this letter 

area even yet. A sample of iilly's responso from iarch 1, 19 is as 



fo11ows ile was giveti a pac: or heterogeneous :ictures oí eopie, 

things, and aniia1s, rind asked to tell something about e3ch picture. 

The first pictu.ro was one of a fariiil,r having a picnic, and 3i11y said, 

"lie live on the £aini1y. Je was urged to try again. eat the food 

on the mi" he said. ie was asked what they were doing in the 

picture and h replied, uThe family is cooking." hey are having a 

picnic, aren't they,11 i added, and he then said, "The family is having 

a picnic.' 

Tha s3cond piccuro, one oí a boy fishing, seemed eas,. I 

like to fish in the w3ter,' he said. 

The third, a white bear, elici;ed, "Fuzzy bear is moving." 

f he Icurth was a lare picture of a fish, arid he said, "y fish 

is b:57." 

ithers ;;re, "fhe eiephonc is ring.' like use . red pencil.11 

iith urging he corrected these lust two. 

other da1, the concept of a dozen was eeded, and since he 

had no grasp of a verbal explanation, i got out a checker set. So e 

of the checkers showed the crown siclo, and others did not, and bLíore 

he wou1J pa anr attent on to an explanation, the checkers had to be 

turned the san side up. It was as if a blank wail was there until 

that emaU piece of exact arrange ent was finished. Thon he quickly 

learn the dozen and half dozen. 

school History 

Intcrvies with :i1yts classroom te5chers were fairlj ::requent, 

as they knew that the natur. ol' JUly's trouble had not been completely 



dianosed, and wished to discuss what he was accönp1ishing. it was 

noted that, he gradually bocana less withdrawn throughout Lhe first 

year and took more of an interest in his school environment. The 

other children included him in clas$room ¿ames, even though he respond- 

ed poorly and had xnch difficulty in following directions. 
He showed 

no interest in stories told in the class. in reain, he cuickly rn 

orized the necessary words and at the end of the year, could reid 
with 

the highest reading roup. He could not, howeer, answer even so 

six1e a question as, °.here Is JJick?' until near the end of the year. 

In arithitic, he learned a little counting an a few combinations with 

the rest of the class. Lie could draw weil, and had a good sense of 

form and line, with careful precision in his work. 

Because he was shown to be educable after this trial year, he 

was promoted, and entered second grade with his class. difficult 

ad,ustrent period lasted for about a month. iJifly seemed lost again, 

did not follow directions, and went through a destructivo phase which 

included pulliri butthn off hiø shirt and tearing materials. ie 

latter wa helped whenì the classroom tcacher supplied sre special 

"tearing paper" amd he tore that quite happily. .hen asked if he had 

destroyed an article he always replied in the ne:ative, and blaxrd 

some other child, even though the whole class and the teacher had 
seen 

what actuafly took place. is 'lies" always ravd to be completely 

transparent. 

during the second year of school, he began to contribute to the 

oral sharing period by showing toys, and could answer questions put 
By 
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the class, a1thoui he could not describe the object coherently without 

answerinj the direct ciestion. 

Jurin; the third year of school, he began to use single 3entence8 

in vrìLten work like the fo11owing 

j the sixth day of the week. 

?etty is sired froi Junping rope. 

L; p1armate i11 give me one of hi5 rnrb1es . U 

iarever, he relapscd 8hortiy after this arnp1in wa - baken and 

for two months did not imiae to reach the same level oí' accomplish- 

tient. His senteces were like the foflwing camples; 

"I been see the name at the same at the yesterdar. 

I 11ko to drocock the chocolate milk. 

I will go bowntown at ay eighth,8 

Ie was unable to play gans because he could not understand them, 

and the presence of other children confused him. he preierred to play 

completely alone, galloping around the yard on an imaginary horse most 

of the time, hen drawn into a anie and helped through the motions, 

he tried willingly onouh but soon drifted off into solitary play. In 

second grado, each da the class formcd committees to play with Billy 

to help him learn to play with other5, but improvement took place very 

;radually. 

.i1iy learned arithmetic fairl well, although e cer.ain amount 

of repetition was necessary before he could grasp a new idea. In 

fourth grado, long division has bean e:tremelj difficult for him, but 

he is beginthg to master this. Sin1e roblems have been mastered. 
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On uctober 2, 19L4, a echs1r et was adriiinistereci by the 

uuídance enLer and its resu1t show uifly to be far from the iental 

defective which early tests showed. xerpts from the report follow. 
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- lo years, 6 monthß 

Referred because recent iirovernt belie$ p'evious .ç. 

Results and Ui assification: ecB1er intelligence ca1e for 

Children. 

Verbal ìca1e i.. - 72 1a8sîfication - Borderline 

erfor.ance scale I.Q - 92 Classification - verage 

iull ;cale i. .. - 80 lassificaticn - Dull 1ormal 

Conclusions and Uo:ents - ihi cieai, well-roomed, blond boy 

has clear, blue eyes and very Lair skin With good color About aver- 

age in size, he is quite plunip and has chubby face and hands... 

nilly reacted to the echsler cheerfully and with unconcern at 

first, probably because he found the Picture ;otpletion Test a non- 

threatenind one and wos able to identify enough missing elements either 

by nane or by pointing and describing te give a high score oi thirteen 

points. it was interesting and significant to observe the difference 

in his facial expre3sion and attitude when the Information est on the 

verbal ..cale was next presented. he looked anxious, began to fidget 

and ií:.eoiately employed e&;capist tactics in order to avoic answering. 

For insi.ance, such a simple question as, irom what anirial o we get 

milk?" upse him and he imediabe1y changed the ubjoct and akcd, 

'hat is thatV' as he pointed to an object in the room. ir repeating 

these verbal questioiLs slowly and urging liLia to try, he could aoitirnes 

ive sensible answers. t other times, the verbal syrbols sced mean- 

inglesa to hiii... 

Slow in inrization and transcription oi digit syLIhols, his 
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poorest performance on the echs1er Porformance Scale w.s in the Cod- 

ing Test where he scored only our points. Another low score was in 

Pict,ure Arranerrnts and this five point score was con5isLent with the 

low score in the Comprehension Test of the Verbal Scale. These both 

indicated a lack of judgment in dealing with practical social probleri. 

This hears out school findings us to his lack of social consciousness. 

iost interesting and encouraging was his high score of fourtcen points 

in Block iiesigns. Billy loved this test, solved four designs quickly 

enough to earn bonus points and solved ail seven correctly... 

Individaals capable of high performance ori the Block iiesign 

Test arc not retardd ntally and one believes Billy to be a mentally 

nor:al child. He was twenty points lower in the Verbal ;icale i.,. 

which was only borderline, than on t Performance bcale. His peculiar 

inability to use verbal syiibols suggests lack 01 developiaent or dana;e 

to the y rbal areas o the brain with resultin retardaton in seech 

developient. His slow but consistent improvernent in speecd, in aca- 

derni' achieveent arid in social behavior is encouraging." 
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urnidary 

ji11y's iriprovoint has justifiod the trial p1aceient allowed 

£ou.r years ago. He has much confusiiì ..n the language area, making 

prognosis difficult, but he should continue to improve and eventually 

will no doubt be a self-supporting member of society since he enjoys 

hand work and can perform nemorized tasks eificien.1y. ihe present 

task is to help him to achieve in normal curriculu: areas in spite of 

his handicap and to gradually advance his soci. age. ¡us early 

tantrums and destructive behavior have largely disapneared, although 

there are still instances of 1ost control. School ani home agree that 

so far the iruiproveirnt has been dramatic hut that ;i1ly needs much 

continued help and understanding. 
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CA&b STUDY O J1{N - I iAN-DAAG,J CHILD 

Background 

J: n was born June 26, 19L. He ws a full-term baby, weighing 

7 pounds, 2 ounces at birth. There was no history of any iilne8s of 

the mother durIng pregnancy - not even a contact th an infectious 

disca8e. .iis six weeks' examination showeu 'perfect physical coridi- 

t-i.on' accordng to the mother. It wa an instruicnt ze1iverí an there 

was a nurk on his head. 

jhs father and uother, college graduates, with an older son of 

better-thaiì-average ability, were finding adjuat:.ìent to John' handi- 

cap souìewhat difficult. The father especially was anxious to know 

what .rognosia could be made. 

John ws placeu in uckraan School in first grade in e f.l 

of l9l on an experi.ental basis, with an understanding teach':r. lie 

received sr.eech lessons three tiire a week. At firs.., he canje on the 

school bus that took hondicapped children to other sctools in the dis- 

trict but later ws broujht by hia parents. 

Health fist ori. 

11e 1188 not as active 5 most babies, At seven montas, he would 

remain sittùig if his aother sat him up. She noticed at. that time 

tha his muscle 'toue w s poor, especially in his lega. lie did not 

bounce if hQlJ so that his feet ouched the floor, He crawled at 

seven or eight rncntha and began to walk at 22 raonths, 

Somewhere around the end of the first year, the f anily noticed 



73 

that he was deve1opin differently and s1wly. He never babbled, lut 

onlr cried. He had trouble swallowind, and would choke on any soft 

lunvs in his food. He drooled excessivel and this lasted till he was 

four. it one year of age, he had a ccmplote pbyical examination from 

the family doctor, and nothinj helpful was discovered. 

Loilet training was a decided problem, with bowels under control 

by age tre and bladder by age four, though accidents occurred through 

a'e seven. Illnesses were he usual childhood types, Lup6, measles, 

chicken pox, with no unusual attendant symptoms. krom his anpearance, 

one would expect him to be fairlj robList, as he was a chunky, well- 

built child with a dark shock of hair, dark complexion, a ready grin, 

and an alert manner. Coordination Jn walking was still not good and 

he did not run well when he entered school. however, he tried to fo].- 

low the other children and enjoyed the jungle gym, and this seems to 

have helped him to irove considerably. 

Academic 1ecord 

In October, l9L9, John was seen by the Child duidance Clinic 

because iljS other wondered whether or not he was normal, since he had 

not talked. The ktLnnesota Pre-School Scale was adm nisterud, and a 

C.. of L,3, and LA. of 1.7 placed him, seemingly, in the mentally 

deficient class (echslr classiftcaticn). i'he report a this time 

¿oes on to say, !lin view of his verbal deficiency the fact that the 

nun-verbal score WaS even lower than the verbal uno is surrrising, but 

lack of coord.nation, especially in the more refined tasks, stich 

as manipulating a pencil, and his great destructibilit were lar<,e 
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contributing Lactors to this. ' His mother later stated that she felt 

that John's cornprehen8ion 5howed hi8 ability to be aboe that indicated 

by the best. 

In cenfoer of l9l, after John had been in school for almost 

four months, a test was done at the University of Oreg.n iedicai School, 

The State Child Guidance Extension epartnnt. nxcerpts from the 

report to Jr. iorrison o the Portland Child Guidance Center follow: 

ttPhysical and neurological exaninations reveal a fairly obese, 

very pleasant, cooperative young lad who apoars to 5e in good health. 

There is marked difficulty in accomplishing finer movements of the 

extremities, but the erera1 physical and neurological are vsithin nor- 

mai limi1.s. His dradn: and non-varbal performance seem to be at 

about a )4 to )4. year level although verbal areas are considerably 

botter, 

sychologicaJ. exam nation on the Stanford-tinet revealed a 

montai ae of years, as compared to a chronologicL açe of 6- 

jear.,.General level of functioning was about five years, with range 

rom )4 to 6 years. The psychologist ' s :Lmpression suested dull normal 

ability potentially, with apparent disturbances in vieual-percetual 

motor functions. There was a Creat deal of irterference in the tcst- 

ing which seemed to be oranic in nature. 

You vill rememer that he original tests indicated an ï.. 
somewhere in the neighborhood of LLO...M the present tine testing 

shows hirn to be functioning consierably higher. .E believe we are 

dealing Lth a mentally deficient child whos apparent range of func- 

t:. oriing has been appreciably lowered because of neuromuscular dil'ficul- 
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ties. t best he is still a very dull child, bub I believe that with 

special training and a groat deal of attention that his functioning 

level may continue to improve somewhat. 

t was or the basis of this last test that John was admitted to 

first grade at uckman School. It was soon obvious that he fitted in 

wefl with classroom rutine and could be counteu on to do the best of 

which he was capable. 

;1e was placed in the slow reading group, and remained there 

throughout the year. lic repetition was needed. riten work 

undecipherable as a rule and drawing was ma-nly scratches. During the 

first part of the 19)'2 schoal year he hit a long plateau for learning 

ana supplementary thifl was tried at ho, with success. rithetic 

was extrercly di±'ficuit. 

John's learning problems were accentuated by his tendency &oward 

uistractibility, a characteristic of brain-damaged cnildren. 11he use 

o a screen to cut down extraneous stivali was considered but the home 

help began about then, az since John enjoyed tiese home drills, it 

was decided not to use the acreen. Unce John o tamed insight into 

his reading or other work, he retained quite well, and 'got the 

o_ reading assignents. ie achieved at a slow but progressive rate and 

obviously justified the trial pl cement. In March of 1953, he was 

transferred to his own school district. 

bpeech history 

John had had a few lesson with a private tutor before he cane 

to Lucknan speech class. ie had a few words, but so many sounds were 
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distorted or ndss ng that could not a1wy raake hime]1 understod, 

oven at home. i-lis tongue seemed to fill biB LoUth wLth an im.obi1e 

mass and rie would twist his mouth and head in an effort to get out 

what be had to sa,-. u spoke mostly in words or very short phrases, 

all soun.;n like jargon, but his commofi rthod of co.triziication was 

to point and ge8ture, with an earnest look ocì his lace till iou asked 

the right question Lor hun to nod a Uyes or in sonne way couprehend 

what he wanted to convey. Then he would break into a pleased smile 

and nod vigorously, saying 'le..." 

lie felt his lack of speech keenly, being an outgoing child with 

a definite interest in other people and things. t hone, ho was 

unhappy about the fact that his brother could and did talk a great 

ueal, iving John veri little chance to get his ideas across. Before 

coming to school, he had given up tr4ng, but a:.ter about six months, 

he egan to try to contribute to the conversation and as his ability 

grow, he demanded more and nuore attention for his speech efforts. 

Fron an observation notebook kept at that bine cones the 

following note: 'aied all objects and pictures on display correctly. 

Has habit of echolalia. His speech is labored and it appears to be 

t quite an effort l'or him. lis attention span is fair. Is easily 

excited. Points anca :esticulates when &xcited. .espondc to praise. 

eneral responses are fair to good. an follow directions fairly 

well. ijoys mirror work alAd ixnitatin is good. klas trouble pointing 

tongu.e to nase and directing it in various ways." 

note froni eptewbcr 17 , 1951, reads "J ohn, upon hearing 
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square-ance music in the gym, tore awa frein n and ran down the hail, 

into the r,ym, and began 1aughin and clapping his hands. It took IlE 

quite sorno tirna to distract him and lead him away. U 

The next entry is Jecember, 19S1, and reads in part, '1Join well 

with lip sounds; workn on control of sali"a and keeping lips together 

when not speaking. John has a habit of allowing his nouth to remain 

open. Breath conrol and breathing pattern improving. ixpressing 

himself more freely. Bcholalia reduced." 

B iorch, John had considerable mobility in his tong anJ dearly 

loved doing the exercises wh;n done as a story, especially when his 

tongue was an imaginary red horse. His ear was distinguishing sounds 

well and he could do several sounds in isolation tha he could not 

manage to put into words. In general, he had a tendency to voice his 

unvoiced sou. ds, so that was said as b, t as d, arki ori. 

At this time, he had discovered the s sound and lovd to try 

to ge it. into worus. It happened one day when he found a samplo bar 

of soap on the shelf in the speech rDom. ic slled it excitedly, 

then turncd to E and said ap, oap.4 i seid "Yes, ssssoap," and 

he re pe ated, "Ssoap . Thereafte r , that bc carre J 01m ' s spe dal sound 

for awhile, and we hunted fur it in his reading book and asked his 

teacher to help him watch for it too. ver the suier, he put it into 

words assiduously, even where it sheuld not be , as his motEr laug 

iflgiy reported. 

His sound was not too easy, and in wcrds was usuali; an 

combination unless the word was said very slowly and br:en, as "f..at". 
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However, this SOund was given an impetus in an accidental fashion too, 

It was :r1 or .-a; zind the i1ics had begun to bother us. John's 

districtibi1ity rias being sorely tried, becaue he could see the fly 

on the window nd iLs ino'vement caue his attenton to wander," Pie,r 

he sd.d. i: took a moment to catci ani kill it, when another made its 

apearance. FZB00 pios,tt J, ir ic,ing ;hat ï should deal with 
it too. lIe seed hig:ily- atisfL d, an wnte to ialk about it, so 

we worked on the word, anJ he managed to achive, not only- the f out 

also the fi combinatiofi. e went from there to otier £1 words and the 

! sound progrosscd much iuore quickly from then ori. 

i3y the beinning of May, 1952, it was obvious that J ohn was 

making people understand whole sentences. (nversation was not easy, 

however, anJ there were plenty of ornts in class woen his vocabulary 

was not equal to the tasI or isy divination .faileu to operate. 

September, l92 saw much improvement after the suIimer 's natura- 

tion, Almost everything that he tried to say could be understood and 

he was definitely Interested in having his share oi the talldng both 

at school and at home. His mother reporteu that he oojected if his 

brother took mo:e than his share of he cunverstion at ho. 

kIi sounds needed much more work, Vols were in need of iii 

:rovement as well as consonants and each new task always presented 

diíficulty to J o!n. in arch, l)$3, he transferred out of the school 

district and speech lessons were carried on turther by the Crippled 

Children's Division of the University of Oreg n ediea1 ScLol, Prog- 

nosis for John was gcod, but it seend highly probable that is s;eech 

wuld always sound a little labored and di.:ferent, 



UAEY AND C'JNCLUSIONS 

Surnary of Findings 

In the area of cleft palate therapy, the cases used in the ßtudy 

were all pre-achool children. It w felt th3t the8e children would 

benefit from therapy begun as early as possible, even as early as 

two years of age. xcellent results were obtained with those chil- 

dren (in spite of a poor prognosis in one case and a doubtful prog- 

nosis in another). Indications aro that early therapy is nere effec- 

tive and economical thaxi extensive later therapy after wrong habits 

aro set. 

In the area of group therapy, it was discovered b:: all clini- 

cians in the proram that this nthod of teaching could and 

take care of individual ieeds while enablin: the child to remain 

in a situation which helped him to grow toward an effective social 

adjustment. Besides acquainting the children with the problems of 

others, it also acquainted the parents, to their mutual benefit. 

Group dyianiics proved its etfectiveness in the group sessions, bring- 

ing to each 1eson more than the devices for speech therapy ever 

could do alone. 

In the area of parental counselling, group sessions were lound 

to be of decided value, particularly the informal sharing that went 

on trom day to day. 

in the area of brain damage, it appears that early prognosis is 

impossible. The two cases studied justified the trial given both aca- 

demically and in the field of speech therapy. ( This was showri in 
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spite of poor prognoses in both the cases studied.) 

Need for close cooperation mong the rehabilitative agencies is 

obvious. Gloser cooperation is desirable. 

Conclusions and 1tecomxìendatiorìa 

(1) indings in these clinics point to he advisabilitr of 

early therapy for the child with a cleft palate. 

(2) Parental counselling needs to be available imdiately 

when a child with a cleft palate is born, and carried on concur- 

rently with the various phases of the chili's rehabilitation. 

(3) Inter-agency cooperation is essential. Continued improve- 

mont is necessary here. 

()3) Group therapy provides a valuable medium for instruction 

of the child and counselling of the parents. 

(i;) Prognosis for the brain injured child is difficult and it 

is inadvisable to atteìpt this in the beginning stages of therapy. 
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thFINITÏON cii' TrRS 

iabb1ing period - the period from three to eighteen months approxi- 
mat.ely, when the infant indulges in sound play. 

Cartilagenuous tissue - a white, semiopaque nonvascular connective tissus 
composed of a matrix containing nucleateú cells which lie in cavities 
or lacunas of the matrix. (2, p.l81) 

Cicatrized tissue - from cicat.rix, a scar. The connective tissus which 
replaces a localized loss of substance. (2, p.219) 

Glottal click - the sound produced when the vocal cords are brought 
toether with force 35 air is e:.pe1le1 over them. 

Levator muscles - riuscles which raise or elevate. 

Levatoi palat:Lni - the niuscie which lifts the soft palate. 

Passvant's pad - the bulging of the posterior pharyngeal wall prouuced 
by the contraction of the overlapping of the superior and middle con- 
strictors of the ph.rynx. (2, p.262) 

Pharynx - the musculoniembranous tube situated back of the nose , moith 
and larynx, and extending from the hase of the skull to a point o:po- 
site the sixth ctrvical vertebra, where it becons continuous with the 
esophagus. It i8 lined by mucous ziebrane. (2, p.760) 

Nasoparynx - the upper portion of the pharynx, L ìriction1y a 
part of the respiratory tract. 

.rai pharynx (oropharynx) - loier part of the pharynx, func- 
tionally a r)art of the digcstive tract. 
i.rosthetic appliance - an artificial substitute for a misbing part. 
(2, p. 823 

I-2osive sounds - those consonants produced by an explosion of air after 
pressure has beer built up within the oral cavity. 

Septum - a partiton; a dividing wall between two spaces or cavities. 
(2, p.922) 

inus - a hollow or cavity; a recess or pocket. (2, p.936) 

Spincter - a muscle surrounding and closing an oriface. (2, p.96) 



Uvula - the cnica1 appendix han4ng from the free edge of the soft 
pi1ate, containing the uvular muscle. (p. 1112) 

L3iuid uvula - a uvula divided into two parts. 


