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ABSTRACT

Background: Historically, assessment of child speech has focused on transcription and analysis of speech sound production
with no exploration of the child’s own perception of his or her speech. This article explores the possibility that whilst children
with speech ‘difficulties’ may be aware that ‘talking to people’ is problematic, they may not be aware that the reason for their
communication difficulty is that their speech is unclear. Similarly, in a therapy context, the child’s own appreciation of the purpose
and progress of therapy has not been explored. Given the current concern for child well-being, particularly in educational settings,
it is timely to examine the premise that all children with speech difficulties are consciously aware that their speech is different,
that they want to change the way they talk and that they welcome help to improve their speech.

Aims: This overview of a child’s own perception of his or her ‘disordered’ speech aims to bring the child’s perspective clearly
into focus. Long-held assumptions that children are aware of their speech differences and seek to change them are revisited, and
consideration is given to the possibility that young children with speech disorders don’t perceive the difference between adult
pronunciations and their own. An ethical perspective of engaging young children in activities to change the way they talk before
they have developed an appreciation that their pronunciation is different from an adult model is presented and considered. Readers
will gain new insights into a child’s perspective of not being understood and of being confused by efforts to help them to speak more
clearly when their own perception is that their speech already matches the adult pronunciation. Clinicians will come to appreciate
that strategies to ‘help’ children with their speech may feel confusing and even distressing to the child. Given the likelihood that
children with SSD/D have little or no awareness of their mispronunciations, a case is made for a less corrective, directive style of
therapy and for more facilitative, non-corrective therapy.

Method: Childhood experiences of growing up with speech sound difficulties are considered through child-focused interpretation
of clinical video data and relevant literature. Review of a small selection of parent-consented videos originally collected for clinical
or audit purposes prompted reflection on the child’s perspective of assessment and therapy. In addition, adult reflections on their
childhood experiences of speech problems in different contexts and at different ages were considered. Principles of ethical practice
provided a framework for conceptualising ways in which well-intentioned therapy might provoke imperceptible emotional harm.
Strategies are proposed for ensuring that ‘problem-based’ therapy is child-focussed, promotes autonomy and positive self-esteem
and minimises the risk of imperceptible emotional harm.

Main Contribution: This discussion article highlights a gap in clinicians’ recognition that children in early and middle childhood
(2-7 years) may be unaware of their specific speech differences and that they are likely to be confused by therapy activities that

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly
cited.
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require them to change the way they talk. An ethical perspective introduces the possibility that, without some child-focused
explanation about the reason for therapy, intervention might cause distress, which children are likely to suppress, and, in some
cases, long-term therapy may cause emotional harm. Strategies based on ethical principles are proposed for communicating with
children about speech and for introducing ‘new ways’ to pronounce sounds. Development of a training route for equipping speech
and language therapists (SLTs) to adopt a non-directive, collaborative style is recommended.

Conclusion: From an ethical perspective, this discussion paper introduces the possibility that well-intentioned therapy aimed
at changing a child’s speech could inadvertently cause emotional harm. It proposes that subtle adjustments to therapy style may
elicit new sounds without conscious effort from the child, thereby reducing risks to emotional well-being such as fear of failure
and confusion when new productions are deemed to be ‘right’ but feel wrong to the child. Collaboration between SLT, parents,
school and, where possible, ELSA (Emotional Literacy Support Assistant) would reduce the risk of unintended harm that might
be caused by practice-based therapy.

WHAT THIS PAPER ADDS
What is already known on this subject
* The question as to whether or not children are able to perceive mismatches between their own mispronunciations and their
intended production has, to date, been sadly overlooked. This is reflected in the absence of any reference to the child’s
perspective in routine speech assessments. Existing literature indicates that children have little or no awareness that their
speech is distinctive or in what ways it needs to be changed. Hence, it is quite possible that a proportion of children undergoing
therapy are confused and could be distressed by therapy which seeks to change the way they talk.

What this study adds to existing knowledge
* By viewing therapy to change and ‘improve’ a child’s speech, from the child’s perspective, this article invites clinicians to
question their assumptions that children will appreciate ‘help’ to speak more clearly. Attention is drawn to the risk that
therapy might provoke an accumulation of unexpressed negative emotions which could lead to emotional harm. Strategies are
suggested for exploring a child’s perspective of their speech and for creating opportunities for collaborative therapy planning
in the hope that therapy might boost, rather than erode, a child’s self-esteem.

What are the potential or actual clinical implications of this work?

* Increased awareness of the risk that children who are compliant with therapy for speech ‘differences’ may experience emotions
such as confusion, anger or general distress during therapy might lead to adjustments in therapy style. It is proposed that
shared exploration of a child’s speech patterns, with the child, at assessment, followed by collaborative therapy planning
and child-focussed progress reviews, might enrich both therapist and child experiences of therapy for speech differences in

childhood.

1 | Introduction

In the natural course of speech development, young children who
mispronounce words such as ‘fish’ as ‘fis’ or ‘go’ as ‘doe’ are
probably unaware that their output has not matched the adult
target and, when encouraged to correct a ‘mispronunciation’, they
will repeat their immature realization, “I said ‘fis’” as in the title
of this article. This type of emphatic rejection of adult correction
suggests that children do perceive the difference between ‘fish’
/fif/ and “fis’ /fis/ in adult speech but, they perceive their own
immature production /fis/ as a match to the target /fif/. This
is known as the ‘fis’ phenomenon (Berko and Brown 1960 p.
531). Berko and Brown (1960) theorise that young children have
one linguistic ‘store’ for decoding their own output and another
for decoding incoming stimuli. In this article, it is proposed
that, the same idiosyncratic misperceptions in typical childhood
immaturities will operate with atypical realizations in speech
sound disorders (SSD) that is a child who pronounces fish as
[gr?], will, most likely, believe that his production has matched
the target [fif].

1. Before, and during, therapy children may not perceive their
own mispronunciations, and they may not be aware that they
have a speech ‘difficulty/disorder’

2. Output practice and adult correction may cause confusion
and unexpressed distress

3. Exploration of each child’s perception of their own speech
at the outset of therapy, and explanations about the aims
of therapy activities may minimise the risk of unintended,
imperceptible emotional harm to children.

In typically developing speech whole classes of sounds are
affected by simplification processes such as stopping, fronting
and context sensitive voicing, and a child’s pronunciation of
‘sue, shoe, two,” and ‘do’ sound like ‘do’ /du/. Since young
children are likely to be completely unaware that most of these
productions fail to match the target sounds, it seems logical to
deduce that young children whose early speech includes atypical
simplification processes such as ‘backing’, or glottal patterns, are
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unlikely to be aware that their productions have not matched their
target, that they are unusual, or that their speech is difficult for
listeners to understand.

Drawing on 25 years of clinical experience with cleft palate-
related SSDs, this article considers SLT for child speech disorders
through a child-focused lens, recognising potential differences
between clinician and child perspectives of clinical sessions.
The author’s clinical concern about the child perspective of
therapy was prompted by observation of signs of unease, self-
consciousness or embarrassment in videos of speech assessments
and therapy videos (Harding-Bell 2019). These observations of
childhood interventions raise two ethical questions for discussion
here: a. could practice-based speech therapy programmes do
unintended harm? b. do children undergoing therapy to change
aspects of their speech perceive the distinctiveness of their
pronunciations?

Discussion opens with a review of what is known about the
child perspective of his or her own speech and the extent
to which children perceive that they have a ‘speech problem’,
how they view therapy, and to what extent their perspectives
align with adult perceptions of their speech. These reflections
reveal the potential risk that therapy which aims to change a
child’s speech without first exploring his or her awareness of
the need for these changes, might have a negative impact on
child well-being. This risk is discussed in the context of ethical
principles introduced by Beauchamp and Childress (1979, 2009)
and applied to speech therapy by Body and McAllister (2009).
Four ethical principles, beneficence, non-maleficence, respect
for autonomy, and justice provide a framework for reflecting
on the potentially harmful impact of therapy to change child
speech. In conclusion, recommendations are proposed for pro-
moting more exploratory and collaborative therapy relationships
with children which might eliminate some potentially harmful
aspects of current therapy approaches. In addition to improv-
ing the clarity of a child’s speech, the therapy process might
also promote a child’s emotional well-being and enrich child
self-esteem.

1.1 | Child perception of his or her speech

In child speech assessments, the primary focus is on elicitation
and analysis of a speech sample. Very few studies explore
children’s own perspectives of their speech. McCormack et al.
(2019) reported that 79.7% of 132 children aged 4;0-5;4 years with
SSDs indicated they were ‘talking right’ on the KiddyCAT scale
(Vanryckeghem and Brutten 2007), and 78.9% of the same group
rated themselves as ‘happy with the way they talk’ on the SPAA-C
(McLeod 2022). It might seem surprising that, despite a diagnosis
of SSD, nearly 80% of children were satisfied with their speech
but, when considered in the context of emotional development,
this is not surprising because typically, young children (aged 2-
4 years) have unrealistically positive self-perceptions. They lack
the neurological and emotional maturity to perceive differences
between their target behaviour and actual performance (Harter
2012). During middle childhood (5-7 years), as neurological
capacity increases, they develop the emotional maturity needed to
recognise differences between adult performance and their own
(Harter 2012).

Recognition of the impact of emotional immaturity on self-
awareness provides an explanation for McCormack et al. (2010)
finding that all but one of a group of thirteen 4-5-year-old
children perceived that their communication difficulties were
attributable to listeners failing to hear what they said. None of
the children in the study had described their difficulty communi-
cating as a problem with their speech. Similar insights emerge
in a videoed conversation between two young adults who had
both grown up with severe speech difficulties (Illingworth et al.
2019, Video Clips l.a Adult reflections on being misunderstood
as a child, 1.c Negative experiences in teenage years). One of the
adult speakers remembered that despite attending speech therapy
sessions from about 18 months of age, it was not until she was
about seven years old that she had finally appreciated that the
reason why people had failed to understand her talking had been
because her speech was not clear.

Even when children are able to acknowledge that their speech is
distinctive their descriptions are somewhat general, not ‘sound
specific’ For example ‘T have a different voice’, ‘I talk differently’,
‘T can’t say words much’ (Daniel and McLeod 2011). In a study
focusing on the child’s perspective of therapy, McCormack et al.
(2018) reported one child’s confusion and frustration: ‘T couldn’t
say anything right... I couldn’t hear what I said wrong’ This
speaker was becoming aware that there was a problem with her
speech, but she was unable to perceive the specific differences.
This type of perceptual confusion is potentially distressing, even
harmful, particularly when emotions such as frustration and
misunderstanding have to be suppressed because children are not
yet able to explain how they are feeling, or how they had felt in
therapy.

So, it seems unlikely that young children referred for therapy
under the age of 5 years would attribute their experience of
communication breakdown to inaccuracy pronouncing particu-
lar sounds. They might recognise that talking is effortful and
unrewarding without perceiving specific inaccuracies in their
speech production until the later stages of ‘middle’ childhood (5-8
years). Until then, children will have little or no awareness of their
mispronunciations as they speak, and only a superficial ‘taught’
understanding that they need to practice particular sounds, and
that those sounds are relevant to their communicative success.
This point is underlined by Weiss (2004), in her paper promoting
the child as an “agent for change” in therapy. She noted: “It’s
always disconcerting to discover that a child has no response or
an inaccurate response to the question, why are they receiving
therapy.” She added that “it would at least be reassuring if
children were to respond with ‘because sometimes people don’t
understand me when I talk’ or ‘to help me talk more clearly’, or,
in the case of older children, if they could tell you what sounds
they are practising” (p. 241).

2 | Child Feelings About Their Speech and About
Therapy

2.1 | Feelings about diagnostic terminology

Speech assessment findings would usually be discussed with the

parent or teacher, not directly with young children. Gradually,
from about age 5 years, children might become aware that they
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have a ‘speech problem’ but many would not be consciously aware
in what ways their speech is difficult to understand and would
have no innate motivation to change it. At this stage they may
feel mild confusion and would most likely disengage from ther-
apy planning discussions. Hence, in this article, child-friendly
diagnostic terminology is introduced in order to promote the
reader’s conscious awareness of the child perspective throughout
the assessment and intervention process. The clinical term ‘SSD’
is hereafter appended with a child-focussed diagnostic descriptor:
‘speech sound disorder/differences’, (SSD/D)’.

2.2 | Feelings associated with negative listener
reactions

Until a child becomes consciously aware of his or her speech
differences, negative listener reactions to his or her unclear
speech may provoke anxiety, self-consciousness and/or confusion
which may be revealed in gaze aversion or physically moving
away from an activity (Speake and Harding-Bell 2019 p.388).
Examples of unhelpful listener responses as described by Van
Riper and cited by McLeod (2011 p. 31) included: multiple requests
for repetition; raised voices as if the child was deaf; guessing
at the child’s meaning; and responding with a random °‘yes’ or
‘no’. Similar unhelpful reactions were reported by two young
adults who reflected on their experiences of being misunderstood
as children (Speake and Harding-Bell 2019). They remembered
some of their coping strategies which included silent avoidance;
agreeing with inaccurate adult misinterpretations of what they
had said, and even, when expected to report weekend activities
at school, inventing ‘news’ that would be understood by the
teacher, for example saying ‘I went to MacDonald’s’. Merrick and
Roulstone’s (2011) study of eleven 7-10-year-old children found
that some children reported that they had become aware that
their speech was distinctive during therapy, and this awareness
had a negative effect on their self-confidence and self-worth. So,
there seems to be a need for more in-depth research to explore
children’s feelings about being misunderstood at different ages
and stages of development and for recognition that childhood
experiences of unsuccessful communication are likely to provoke
emotions such as confusion, frustration, anger, disappointment
and discouragement.

2.3 | Feelings about therapy to change speech

Since, at age 3 years, young children have not developed sufficient
emotional maturity to recognise their articulatory mismatches
(Harter 2012) or to verbalise their emotions about not being
understood (Lindsay et al. 2002), it seems likely that corrective
therapy sessions could provoke negative emotions such as con-
fusion, distress, failure and low-self-esteem (Lindsay et al. 2002)
which might be expressed behaviourally or, might be suppressed.

In cases where children are compliant, and willing to ‘practise’,
they may cooperate with a style of therapy which provokes
anxiety and emotional suppression, and which could have a long-
term negative effect on developing self-identity and self-esteem
(Lewis et al. 2023). This is a particular risk where children are
regarded as passive recipients of therapy (Ferguson 2009). For

example, children may be presented with ‘trial and error’ sound
production games which, in the early stages of learning the sound,
inevitably involve multiple experiences of failure (Illingworth
et al. 2019 p. 438). Until children are able to perceive their own
mispronunciations of speech sounds as they talk, when they are
congratulated for ‘accurate’ pronunciations in output practice
activities, they are likely to be confused. They may be unable
to discern for themselves why particular attempts to match the
clinician’s model have been ‘successful’ and others have not. This
type of confusion about the goals of individual tasks may be
expressed in negative behaviour in the therapy session or later,
in the classroom or at home. Alternatively, compliant children
might suppress their emotions which is likely to precipitate
erosion of developing self-esteem.

A study by Owen and colleagues (Owen et al. 2004) reported
findings from interviews with 12 school age children about their
experience of speech and language therapy for a wide range
of communication difficulties. Some children thought speech
therapy was to ‘help them’, some thought it was to ‘help others’
but none of the children noted that therapy was intended to help
particular sounds in their speech. The children’s reports of their
experience of therapy was mostly positive, particularly if they
could take a friend with them, however, one child demonstrated
passive compliance: ‘I just think “Well she’s here, so I better go”; and
another expressed worry and confusion about what was required,
similar to that reported by Merrick and Roulstone (2011). So here
is one of the risks associated with therapy: in the absence of
age-appropriate discussion with children about the sounds that
are ‘different’ from other children, and/or about the purpose of
therapy, they are likely to be confused, and uneasy about activities
requiring them to change the way they talk. As new sounds
are acquired in single words and practice sentences, there is a
further risk that adults might expect children to spontaneously
generalise new sounds into connected speech. This risk can
be minimised by ensuring that parents and educational staff
understand the complexity of the planning needed for new
sounds to be integrated into connected speech.

One of several reports from the Child Talk Programme Grant
(Roulstone et al. 2015) included a unique study which specifically
focussed on the feelings, attitudes, experiences and perceptions
of preschool children, 2-5;11years, in a range of SLT activities.
Analysis of video recordings taken during group therapy activi-
ties categorised child responses into specific behaviour patterns
which were then interpreted as expressions of each child’s
feelings in relation to the relevant activity. Specific behaviours
were thought to reflect the extent to which children felt at ease
with each therapy style: for example body language, vocalisations,
visual attention and physical orientation towards or away from
an activity. Responses thought to reflect caution and uncertainty
included minimal vocal engagement and hunched physical pos-
ture with legs tucked together. Other signs of discomfort and/or
anxiety included fidgeting, continuous handling of objects, repet-
itive movements and withdrawal from a group during an activity.
In contrast, an upright posture with legs stretched out and leaning
back on their hands was taken as a sign of ease and relaxation.
Body movements towards an object, and open, smiling facial
expressions were taken as indicators of confidence and relaxation.
A particularly significant general finding from the author’s review

40f13

International Journal of Language & Communication Disorders, 2026

ASUAOIT suowwo)) 2ANeaI) a[qedrjdde oy Aq pauraA0S are SA[ANIR Y 28N Jo SA[NI 10J KIRIqIT AUI[UQ AJ[IAN UO (SUONIPUODI-PUE-SULIA)/W0Y* K[1m KIeIqrjauruoy/:sdny) suonipuo)) pue suia ], 3y 39§ *[970Z/90/10] U0 Areiqry aurjuQ KIAN “2UR[[2IXH 218D pue (P[eaH I0j Amnsu] [euoneN ‘GIIN £q SSTOL $869-09+1/1 11 1°01/10p/wod Ka[im’Kreiqraur[uo//:sdny woiy papeo[umod ‘v ‘9707 ‘+86909+ 1



of therapy session videos was that children were more vocal,
and body language was more confident and energetic during
unstructured child-led activities than in adult-led, turn-taking
sessions.

Even when children have learned to pronounce target sounds
accurately in practice materials, they may still struggle to inte-
grate these productions into conversational speech. If adults try
to intervene by segmenting target words, for example modelling
sounds with an intrusive vowel /ka/ as [ka.‘a] or word final /d/
in ‘road’ as [rou:ds], the resulting distortion of syllable structure
can confuse children and disrupt efforts to stabilise new motor
programmes. Consequently, well-intentioned adult intervention
may not ‘feel’ helpful to the child and may provoke frustration or
anger, emotions they often learn to suppress, (Gross and Cassidy
2019).

More research is needed to explore the hypothesis that children
with speech differences might experience some degree of stress
and confusion when engaged in therapy to change the way they
speak. The methodology for such research would need to consider
that children may cooperate with therapy while concealing
emotional stress. In these cases, the emotions expressed by their
‘public self may not reflect what they feel in their ‘private self
(Denham 2007). Clearly, there is a need for more evidence about
which components of therapy might be emotionally harmful and
what strategies might protect and enhance emotional well-being.

In recent years two groups of children with speech differences
whose self-awareness and emotional needs have been prioritised,
are those with disfluency (Boey et al. 2009), and those with
a history of cleft palate (Calladine and Vance 2019 pp. 329-
360; Speake and Harding-Bell 2019 pp. 361-406). Children born
with cleft palate in the UK receive therapy advice from about
18 months and undergo routine speech assessment at 5 years.
These assessments include a sentence repetition task which is
video recorded and transcribed live and then transcribed again
through consensus listening, for audit purposes. Most children
are compliant with the speech elicitation task which involves
picture description with sentence repetition, but in the authors
search through speech videos for transcription practice examples,
some videos revealed subtle signs of emotional distress which
included fleeting anger, sudden impatience, clownish behaviour
and physically turning away from therapy activities. Similarly,
Speake and Harding-Bell (2019) reported an example of a child
who, after some mildly negative feedback from the clinician
looked embarrassed, smiled, and then giggled and grabbed the
clinician’s spectacles! This negative behaviour was interpreted
as an effort to camouflage self-conscious emotions about mildly
negative feedback (Harding-Bell 2019, Video Clips 12.2d.ii ‘ts’
output with reaction to negative feedback; 11.2a.ii Oral plosive
target modified to an oral fricative). In many clinical settings this
type of avoidant and aversive behaviour is likely to be interpreted
as non-compliance and a ‘lack of motivation for improving
speech’ (McCormack et al. 2012), and is held responsible for
unproductive therapy. It would seem then that, despite the
intention to do ‘good’, speech-focussed therapy also has potential
to cause harm. The risk that therapy might provoke emotional
unease and even distress is considered here within an ethical
framework.

3 | An Ethical Perspective of Therapy to Change a
Child’s Speech: Risks and Benefits

All clinicians have their personal ethical philosophy which
guides their personal and professional behaviour, but an ethically
principled clinical perspective is more theoretically driven, more
focused and more explicit. Body and McAllister (2009, p.5)
reference Seedhouse’s (1998) definition of ethics as ‘an ongoing
process of deliberation about how to act in other’s lives.’

Since ethical practice within healthcare requires that all inter-
vention aims to ‘do good, to avoid harm, and to respect an
individual’s autonomy (Eadie and Charland 2005, Irwin et al.
2007), it is important to focus on the patient’s experience of
intervention as well as on achieving the treatment goal of ‘normal
speech’. In the current climate of evidence-based interventions
and outcome measurement, clinicians tend to focus on achieving
improved consonant production scores without consideration of
child’s perspective. There is a risk that some children could be
imperceptibly distressed and/or conflicted by the process of ‘being
changed’. This article adopts the framework of ethical principles
outlined by Body and McAllister (2009) in their text about ethics
in speech and language therapy, as the basis for exploration of
the potential risks associated with therapy for child speech diffi-
culties. Ethical issues in a therapy context might be categorised as
ethical dilemmas or ethical considerations. Ethical considerations
in a therapy context can be viewed as less polarised than ethical
dilemmas, and more difficult to specify. An example of an ethical
consideration in the case of a child’s speech ‘difficulty’ would
be considering whether, and when, to make a child aware that
his /her speech is different from other children’s. As with ethical
dilemmas, ethical considerations include weighing the relative
beneficence, and potential maleficence, of each possible course
of action.

Four principles of ethics, described by Body and McAllister
(2009), were originally propounded by Beauchamp, and Childress
(2009 6th Edition, p. 19-271979); Beauchamp 2007, pp. 1-8). These
principles serve two functions for clinicians working with speech
difficulties: firstly, they can provide a lens through which to exam-
ine therapy interactions; secondly, they can provide a framework
for child-centred therapy planning. The four principles can be
summarised as follows:

3.1 | Beneficence

The obligation to do good and to balance potential risks and
benefits in favour of a person’s welfare. It seems reasonable
to assume that notions of beneficence are central to people’s
thought processes when they decide to take up a career in speech
and language therapy and other health professions’ (Body and
McAllister 2009, p.17).

3.2 | Non-maleficence

The obligation to do no harm, is often considered to be the
overriding ethical principle in health care.
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3.3 | Respect for autonomy

Beauchamp and Childress (as cited in Body and McAllister 2009,
p-16) describe autonomy as ‘self-rule that is free from controlling
influence by others and from certain limitations such as an
inadequate understanding that prevents meaningful choice’. This
definition appears to have been formulated with adults in mind.
Informed consent with children involves skilled explanations
and opportunities for children to behave autonomously, with
careful interpretation of negative behaviours. For instance, when
children refuse to imitate a therapist’s model of new sounds it is
likely that they are behaving autonomously to avoid the risk of
failure. In this situation a clinician who respects a child’s right to
a degree of autonomy and who is concerned to minimise the risk
of emotional harm (non-maleficence) will explore ways to modify
tasks and activities to engage children.

3.4 | Justice

Of the four principles of ethical practice, the principle of justice
is likely to be the least relevant to individual clinicians in their
clinical practice. It primarily applies to large-scale considerations
concerning society, politics and the economy. One example of a
justice issue which might be considered at national level relates
to the lack of equity in therapy provision across different regions
(Bercow 2018).

All four principles outlined by Beauchamp and Childress (2009)
have relevance for SLTs working with child speech difficulties
because, despite every intention to be beneficent, therapy which
seeks to change an aspect of a child’s behaviour, and which
requires them to ‘unlearn’ a behaviour which is not usually under
conscious control, might be inadvertently maleficent.

4 | Risk of Inadvertent Harm (Maleficence) in
Therapy to Change Speech

Owen et al. 2004 finding that children had been confused about
the reason for attending therapy highlights a risk of emotional
harm and raises an ethical question: should children be submitted
to therapy which, whilst seeking to do them good, might generate
negative emotions that are suppressed at the time and remain
unresolved? The risk of Adverse Childhood Experiences (ACE)
has been noted in a study reflecting on interventions intended
to help children with their social, emotional and mental health
(SEMH) difficulties in educational settings (Dolton et al. 2020).
Analysis of interviews with these children concluded that ‘sup-
port’ in an educational setting could, for some children, become
ACE’s, which could have a long-term impact on individual
children.

The hypothesis that speech and language therapy could also have
long-term negative effects has not been formally investigated.
However, verbal feedback from adults returning to multidisci-
plinary cleft palate clinics suggests that they had been passive
recipients of interventions throughout childhood. In one consul-
tation an adult who was seeking surgery for a persistent nasal
fricative was distraught when she was advised that surgery would
not resolve the problem, and, instead, she was offered specialist

speech therapy. She had wept in the clinic and recounted the
emotional trauma of prolonged ineffectual childhood therapy.
For her, therapy had been a significantly adverse experience,
an ACE. At the time she had probably concealed her intense
emotions from the clinician, and even from her parents. This case
reveals the risk that well-intentioned therapy could do unseen,
but long-term emotional harm.

Similarly, in the recorded conversation mentioned earlier (Speake
and Harding-Bell 2019) between two young adults about growing
up with a speech difficulty, one speaker recalled being extracted
from interesting classroom projects to practice saying a vocabu-
lary of ‘baby-ish’ words. She recalled painful emotions in relation
to her output-practice based therapy:

a. Anger about being subjected to demeaning activities in
school-based speech therapy and missing interesting project
work. Later, in her teenage years at her first multidisciplinary
clinic appointment, she had been angered by an SLT who
raised the topic of her ‘speech’. Until that point, although she
had been acutely aware that her speech was distinctive, and
often unintelligible, she had managed her self-consciousness
by containing the problem and not discussing it with anyone.
She had made an autonomous decision to repress her concern
about her speech difficulties, yet the clinician had unwit-
tingly, but catastrophically and irreversibly, undermined this
autonomy by inviting her to ‘talk about’ her speech and
the possibility of more therapy. Interestingly, when she
shared this experience in the previously mentioned reflective
conversation, the other adult had reacted strongly, saying that
if anyone suggested she needed more therapy, it would ‘tear
her apart?’

b. Confusion as a child, because she hadn’t understood why she
had been singled out for therapy in school and couldn’t see
any value in the sound practice activities. An additional point
to note here is that her confusion had been exacerbated by a
difficulty understanding one SLT’s South African accent.

In this case, both assessment and therapy had been uninten-
tionally maleficent. The impact of being repeatedly submitted to
therapy activities that seemed demeaning, without any oppor-
tunity to express herself or to make choices, had a long-term,
negative effect on her developing self-esteem. This is an example
of iatrogenic psychological harm, as described and discussed
by Rees (2012). Whilst it may be inevitable that some therapy
activities may precipitate unease, it is possible that such unease
and distress are concealed by a child’s ability to suppress their
emotions, as described by Gross and Cassidy (2019).

In the previously mentioned Child Talk study (Roulstone et al.
2015), a comparison of children’s engagement with different ther-
apy activities identified behaviours reflecting ease and relaxation,
as well as behaviours indicating caution and uncertainty. Similar
observations were noted in therapy video clips in Harding-Bell’s
publication (Harding-Bell 2019). In most clips, children were posi-
tively engaged with the therapy activities; however, two examples
show reactions to mild negative feedback from clinicians. One
example, cited above, (Video Clips 12.2d.ii ‘ts’ output with reaction
to negative feedback) features a child responding to corrective
feedback. In the same clip, a second example involves a 3-year-
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old little girl who, when the clinician remarked on a difference
between her adult model and the child’s output attempt, looked
downcast and turned away from the game (Harding-Bell A. 2019
Video Clip 12.2d.ii ‘ts’ output with reaction to negative feedback).
A longer extract from this child’s therapy session appears in her
case study videos (Video Clip 11.2a.ii Oral plosive target modified to
an oral fricative). She apparently perceived a very subtle, critical
element in the clinician’s comparison between their productions
and she looks down and disengages from the activity. In both
cases, the children’s embarrassed behaviour was immediately
interpreted by their therapists as signs of unease, and activities
were quickly adapted so the children re-engaged with therapy
activities. Both clinicians took responsibility for restoring child
confidence. It can be deduced then that the risk of maleficence in
therapy can be minimised by clinician responsiveness to a child’s
physical engagement with therapy activities. Particularly careful
attention may be needed to minimise the risk of inadvertent
maleficence in therapy with highly self-conscious children.

Reflection on these examples of unintentional maleficence in
therapy indicates that there is a need for clinicians to pay
close attention to children’s emotional well-being throughout
therapy. The NICE guidelines for Social, Emotional and Mental
Well-Being in Primary and Secondary Education (2022 NG223
para 1.4.4, 1.4.7) recognise the risk of harm and unintended
consequences from interventions with children and young people
identified as needing additional support. Whilst there are no
formal procedures available to clinicians for assessing the risk
of harm in therapy, the NICE guidelines specify that profession-
als should confer with children about any planned additional
support in school.

5 | Application of ethical principles Minimise the
Risk of Emotional Harm in Therapy

Awareness of the risk of inadvertent harm in therapy leads
to consideration of strategies to prioritise a child’s emotional
well-being. Hand (2009 p. 101) recommended that ‘we should
not make assumptions or take shared perspectives for granted.
We should treat all clients as having no reason to value or
understand what we do before we start. We must see our job as
informing, persuading, empowering and negotiating with clients,
of engaging with what they think and believe, in order to be
effective. We must adapt, not just persevere or withdraw.” This
principled approach is more explicitly described by Holliday and
colleagues (Holliday et al. 2009) who recommend that the style
of therapy might be tailored to ‘ensure that children’s real needs,
rather than their presumed needs, would be met in therapy’.
The following paragraphs consider how these principles could
be applied to discussions with children about speech assessment
findings and about therapy planning and programme monitoring
without compromising the goal of reshaping atypical speech
patterns.

5.1 | Shared discussion about a child’s speech
Whilst there are a few assessments that explore how children feel

about talking, currently there are no protocols that elicit a child’s
own reflections on how they perceive their speech. In the UK

the SPAR-QL, (Underwood and Fromberg 2018) was developed
for children with a history of cleft palate, but it has not yet been
published. At the time of writing, only two published assessments
explore how children feel about talking and their perception
of what other people think about their speech; however, these
questionnaires do not include questions about how children
perceive and feel about their own pronunciation. The Speech
Participation and Activity Assessment of Children (SPAA-C;
McLeod 2022, 2004,) was developed in Australia with Australian
SLPs, and the KiddyCAT (Vanryckeghem and Brutten 2007,
Clark et al. 2012) was developed in Germany to explore self-
awareness of childhood dysfluency. KiddyCAT has since been
translated for use in English with children who have a speech
impairment (McCormack et al. 2019). Children are presented
with 12 ‘yes/no’ questions that explore a child’s level of awareness
of their difficulty talking and listener responses, but not the
accuracy of their speech. Examples include: ‘Do you talk right?
Is talking hard for you? ‘Is it hard for you to say your name? ‘Do
your words come out easily?’, ‘Do people like how you talk?

In contrast, the SPAA-C child questionnaire explores how the
child feels about talking in different contexts. Children select
their answers to each question starting ‘how do you feel when...’
from a range of emoticons representing a. happy b. in the middle
c. sad d. another feeling and e. don’t know. In addition to
exploring the child’s experience of talking, the SPAA-C (McLeod
2004) includes questions for family members and friends about
the child’s communicative confidence in a range of social con-
texts. A separate set of questions for the child about social
preferences, with one revealing question that specifically asks, ‘do
you think your talking is different from other children? McLeod
(2004) encourages clinicians to prioritise exploration of each
child’s perception of their unusual speech and recommends that
clinicians adapt and supplement the published questions in the
SPAA-C to suit clinical and research contexts.

While there are no standardised age-adjusted assessments of a
child’s perception of their own speech accuracy, it is proposed
here that, where possible, some structured informal assessment
should be routinely undertaken and documented in case files.
This would help ensure that therapeutic intervention is, to some
extent, child-focused as well as impairment-focused. Table 1
introduces a proposed extension to all conventional child speech
assessments, Self-Perception of Speech Conversation (SPSC). A
series of questions, aim to identify whether or not children
consider they have a speech difficulty. The questions have been
developed to help children to explore and to express feelings that
might otherwise remain unidentified’. The first question is very
similar to one in the SPAA-C assessment (McLeod 2022): “Do
you think your speech is the same as other children or a little bit
different?” but by specifying that speech might be ‘a little bit
different’ children might feel able to acknowledge the possibility
that there might be differences in their speech even though they
don’t perceive them. Minimising the degree of difference may
be more emotionally ‘manageable’ for self-conscious children
than having to choose whether their speech which is ‘the same
or different’ as in the suggested questions in SPAA-C (McLeod
2004). The child’s response to this question would serve as a
guide in therapy planning. For children who recognise that their
speech is distinctive, direct therapy might be offered; but for those
who are either unaware or too self-conscious to acknowledge the
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TABLE 1 | Self-perception of speech conversation (SPSC).

1. Do you think your talking is the same as other children or a little bit different? If the answer is a little bit different progress to

Qn2

Are there some words that are difficult for you to say?

© X N o kWD

Would you like to play games with me to help your talking?

p— —
I I =S

Would you like your talking to be the same as other children?

If grown-ups don’t understand you, do you feel a bit grumpy?

Do grown-ups understand what you say: all the time; some of the time?
How good are grown-ups at listening to what you say: very good; not very good?

Do grown-ups want you to say things again: never; sometimes; lots?

If grown-ups don’t understand you, do you sometimes feel worried or sad?

Would you like another child to come with you to play some ‘sound-practice’ games or would you like to come on your own?

. Do you like to be on your own at playtime or play with other children? Who do you like to play with?

Who does the most talking in your class. Do you talk a lot, or not much?

difference, then a less directive, non-corrective therapy approach,
such as input modelling, might be adopted.

All the questions in the proposed SPSC invite expression of the
child’s perspective and their experience without requiring them
to disclose much about their feelings. Responses may lead to
further discussion, such as whether they would like their talking
to be more like other childrens, whether they think that there are
any sounds their tongue/mouth can’t say clearly, or whether they
might like to play games to find ‘new’ ways to say some of sounds
that are a bit ‘tricky’. It is hoped that children would feel that this
is a conversation rather than an assessment, and that it would
promote the development of autonomy and resilience.

5.2 | Promoting shared understanding of
assessment findings and exploring possible
solutions

NICE Guideline (2022 NG223 para 1.4.4 p13) recommends the use
of age-appropriate explanations about assessments and opportu-
nities for children to ask questions about planned interventions
and opportunities to express their views and preferences. For
children who have SSD/D, discussion about all, or some of, the
12 questions in Table 1 might provide a helpful basis for exploring
a child’s perspective of talking and of the accuracy of their own
‘talk’. Answers to the questions might reveal some insights into a
child’s perception of their own speech, and about their feelings
when listeners fail to understand them. These conversational,
open-ended questions lead away from an impairment-based,
quantitative perspective, towards more qualitative personalised
support, tailored to the individual child as recommended by
Hand (2009). While clinicians will also need to use systematic
assessments of speech patterns, expression of the findings in
child-centred explanations would help clinicians to maintain
their focus on each child’s experience of communicating verbally.
When a child agrees that sometimes people don’t understand
what they say, the clinician might then offer to play some games

to help the child’s ‘tongue and lips’ find some new ways to says
words and sounds.

6 | Child-Centred Intervention

For children who decline an invitation to explore new ways to
make sounds, the clinician might introduce ‘modelling’ activities.
For example, children are usually happy to play listening and
watching games, such as articulatory awareness activities, for
instance: “can you see my tongue when I say.... [f:::]?” In this
activity, the child is invited to focus attention on the clinician’s
articulatory gesture without the risk of ‘failing’ an imitation task.
It is proposed here that new motor programming and planning
will be stimulated through attention to repetitive input of care-
fully crafted models of target sounds (Calladine and Vance 2019).

Engaging young children in therapy planning and providing
choices during sessions helps develop autonomy and maximises
attention and motivation. Similarly, minimising the risk of anxi-
ety and confusion enhances development of social and emotional
competence (Bywater and Sharples 2012). The importance of pro-
moting emotional well-being in the clinical context is underlined
by the NICE guidelines (updated 2022), which recommends that
clinicians should ‘Explain targeted support to the child or young
person and involve them in decisions about the support offered
to them, including when and where it is offered’ and ‘“Where
appropriate and possible, obtain their agreement before starting
the support’. (Social, emotional and mental wellbeing in primary
and secondary education NG223, para 1.4.4 p.13)

The NICE guidelines also recognise the social risks associated
with receiving support in school and recommends that ‘support
should minimise the risk of any unintended adverse conse-
quences and stigma’ (NG223, Para 1.4.7 p. 34]. Therapy styles
which engage children in shared activities, provide choices,
and place minimal emphasis on ‘task fulfilment’ or notions of
‘success’ and ‘failure’ might reduce the risk that therapy could
generate feelings of anxiety, stress, or low self-esteem. In addition
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to promoting successful and stress-free verbal communication
a supportive therapy relationship could foster development of
personal qualities that are thought to equip young people to
succeed in life such as self-confidence, social awareness, and
empathy (Bywater and Sharples 2012). A positive one-to-one
relationship with the SLT might also promote development of
personal qualities such as an optimistic disposition, self-control,
confidence, social connectedness, and flexibility (Phillips et al.
2019).

6.1 | Minimising the risks associated with therapy

Rees (2010) identifies several sources of harm in professional
practice with children. These include ‘ill-judged spoken words,
inappropriate attitudes and behaviours, failure to listen, and
assumptions that fill unrecognised gaps in knowledge’(Rees
2010). She advised that ‘Good care means listening. It means
standing back and noticing the emotional context of presenting
problems.” Hand (2009) provided more explicit recommendations
for minimising the risk of harm in clinical relationships with chil-
dren: by varying the degrees of directness or indirectness; of con-
trol or handing over control; and of explanation or demonstration.
Similarly, Dolton et al. (2020) advocated the active engagement of
children in their own intervention planning, in order to promote
resilience and development of positive self-identity.

In a therapy context, many children are motivated by fun therapy
activities; however, some are more cautious, less resilient, and
perceive a risk of failure that could undermine their emotional
well-being. Some children may express their unease through
aversive behaviour, but some are able to mask any negative impact
of therapy and to conceal any distress from the therapist. If
children are repeatedly coaxed into fear-provoking activities, with
rewards for co-operation, this may lead to an emotional cost that
remains imperceptible to both the therapist and parents.

6.1.1 | Anxiety

For some children, fearful and anxious emotions provoked by
task-based activities can be minimised by introducing choices.
Activities could invite participation through attention to the
clinician’s model, for example “this game is about ‘t, I call it
my ‘tip touching teeth’ sound. Can you watch my tongue while
I make some sounds and tell me whether my tongue touches
my teeth? You can touch your teeth with your tongue as well
if you like!” Giving children a choice about engaging with an
activity minimises the risk of harm because the element of
choice promotes autonomy. Alternatively, the locus of control
can be passed over to the child and the child judges whether
the clinician has pronounced words correctly or incorrectly
using minimal or maximal contrasts (Calladine and Vance 2019;
Harding and Bryan 2000). This strategy releases children from
anxiety about their own capacity to produce sounds and words
whilst engaging full attention on the clinician’s repetitive model
of articulatory patterns. According to mirror neuron theory
(D’Ausilio et al. 2014; Rizzolatti and Craighero 2004), attention to
models of target behaviour stimulates new motor programming
and planning in output processing without the risk of failure at
the level of motor execution (Calladine and Vance 2019).

6.1.2 | Confusion

As noted above, children who mispronounce specific sounds
may have little awareness of their atypical realizations so when
they are corrected or required to practice new sounds, they
may feel confused, confused about which sounds need to be
changed and in what way. Ethically-aware therapy would provide
children with clear explanations about the purpose of therapy
and would involve children in goal setting and decision-making
as recommended by Dolton et al. (2020). Therapy approaches
might avoid activities where children attempt output and might
think they have matched the target sounds but their production
is not affirmed by the clinician, as this can lead to feelings of
failure. Instead, activities presented in the style described in the
paragraph above, could promote reflection on specific phonetic
aspects of a target sound. For example, the clinician might
draw attention to articulatory features in quiet softly articulated
models for example, when targeting a bilabial or a velar sound
children could be invited to observe the articulatory model with
a discriminatory task “do you see my lips come together when I say
‘pop’? Do my lips move when I say ‘cake’? Similarly, attention
could be focused on airflow and a tactile sensation: “can you
feel a little wind on your hand when I say ‘offfffffff? (softly
prolonged /f/—[f:]) “Can you feel any wind on your hand when
I say ‘mummy?’” This type of activity highlights specific features
of sounds, stimulates motor programming and motor planning,
without triggering confusion and anxiety about how and what to
change for sound production tasks.

When children gain confidence to attempt production, further
confusion might occur if their new productions are accepted
as accurate, but feel and sound unusual or ‘wrong’ to them! In
such cases, adult enthusiasm and congratulation for ‘successful’
production which didn’t feel or sound right to the child, could
leave a child feeling isolated and confused. So, it is noteworthy
that adult celebrations of ‘new’ sounds, could be maleficent if the
child has not perceived their output as a match for the target.
Calladine and Vance (2019) recommend that clinicians minimise
this risk by moderating their responses to ‘successful’ productions
by giving quiet, explicit and explanatory feedback. This could be
more open-ended observation of new articulatory patterns for
example “Oooo, (quietly spoken), your tongue just made a t’in a
new way. Now you have two ways to say ‘t. The new way probably
feels a bit odd to you at the moment, but it sounds really good to me.”

6.1.3 | Failure or feeling a failure

In clinical practice it has been observed that children who resist
direct, output-practice based therapy, and who might be classed
as ‘unco-operative’ or ‘not ready for therapy,” will often engage in
activities which make no demands on them for output practice,
that is, where there is no risk of ‘failure’. Multi-Sensory Input
Modelling, (Harding and Bryan 2000; Calladine and Vance 2019)
is a non-directive, non-corrective approach to therapy which
modifies activities and sound models used in conventional output
practice activities and specifically focuses on engaging a child’s
conscious attention to visual, auditory and/or tactile aspects of
target sounds. Mirror neuron (D’Ausilio et al. 2014; Rizzolatti and
Craighero 2004) and imitation theories (Kuhl and Meltzhoff 1996;
Koster et al. 2020) promote the thesis that repetitive stimulation
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of input pathways is a valid strategy to stimulate the development
of output processing pathways (Hari et al. 2014). Instead of the
child being required to produce new sounds, the child observes the
clinician’s repetitive models. According to mirror neuron theory,
engaging a child’s conscious attention to multiple examples of a
new sound, through visual and auditory input processing, actively
promotes development of new motor programming (Hari et al.
2014). As children observe repetitive models of carefully crafted,
softly articulated, and ‘unusual’ articulatory gestures, they may
naturally mentally rehearse the sound or some aspect of it. When
a clinician’s model is distinctive, and interesting to the child, it is
likely that some level of output planning will be stimulated. There
might be posturing of the tongue or lips, or motor programming
without any motor planning. Parents may need to be reassured
that this type of activity will be promoting new output planning
and laying the foundations for new output processing without the
risks of failure, confusion, anger or distress that can be associated
with direct output practice.

6.1.4 | Suppressed anxiety

Of the two examples of adult memories mentioned above, one
adult revealed that residual anxieties about childhood therapy
had persisted into adulthood. Another adult had re-referred
herself to the cleft palate service seeking a surgical solution
for her residual active nasal fricative. She reported a history of
severe childhood anxiety associated with unsuccessful speech
therapy. At the time she had suppressed her distress with
self-regulatory strategies, but she was still suffering from the long-
term impact of her therapy-related ACE. Sadly, the severity of her
suppressed emotions from therapy in childhood prevented her
from accepting the specialist SLT treatment option for her nasal
fricative.

This example underlines the importance of facilitating adult
understanding of, and empathy with, the child perspective of
speech problems, and of therapy. Children undergoing therapy
to change their speech may need to be helped to understand the
purpose of therapy and to feel that they have some control over
it. They could be invited to reflect on therapy sessions. “Which
activities have you enjoyed today? Shall we do that again next
time, or shall we do something different?” Similarly, responses to
new successful output could be calm, allowing time for children
to process articulatory ‘success’ internally. For example, the
response to a child’s new, age appropriate, dentalised [t], might be
“I like that new ‘t’, I could see your tongue touching your teeth.”

6.1.5 | Promoting autonomy

Explanations about the purpose of speech assessments, about the
findings, and about the possibility of therapy to ‘find some new
sounds’ would promote self-esteem. Visual charts with circles
around accurately pronounced sounds would provide a shared
focus which would release the child from eye-to-eye contact
with the therapist while they listen to explanations about their
speech patterns. The visual symbols on a chart would facilitate
understanding and retention of information about which sounds
are ‘clear’ and which sounds need a ‘bit of help’. After the
clinician’s explanation about the speech assessment findings
children can be empowered by being given choices about different

aspects of therapy planning for example, making choices about
the time of therapy sessions, which of the clinician’s games to play,
or what rules will apply to the therapy games.

One idiosyncratic example of child autonomy was recalled by
one of the two adults who reflected on childhood therapy. As a
4 year child she had adopted a strategy of engaging positively
with therapy activities but she had avoided any risk of ‘failure’
by deciding not to speak at all during therapy sessions. Hence
her therapy had proceeded with input modelling sessions which
had been videoed to watch at home. She and her mother watched
the video frequently and played the therapy games together. Her
speech gradually changed without requiring output practice.

For children who are willing to engage with ‘low demand’
output activities, autonomy might be promoted by inviting them
to choose what role to play in a game. For example, “This is
our ‘" game: “While I make the sound ‘t’, could you put your
tongue between your teeth like this [t]?” (a relaxed inter-dental
‘t’ with body of tongue rocked forward to rest on lower teeth,
and upper teeth resting on margins of the tongue). Alternatively,
the clinician could offer to say the target sound for example,
[t] while the child adds a vowel or syllable for example, the
clinician produces a soft, breathy interdental voiceless plosive [t]
and the child follows with a prolonged [hu] so together they have
produced the sound sequence [t.hu]. In this type of activity, the
child can remain autonomous because completion of the activity
is not dependent on the child’s output. If a child is hesitant about
adding their part of the sound sequence, or looks ‘ill at ease,” the
clinician can quietly produce the child’s sound.

At the end of each session children might be given opportunities
to reflect on which activities they have enjoyed and which
ones they might like to include in the next session. A strategy
recommended in the NICE (2022) guidelines, is that children can
be given some control over the context of therapy by inviting a
friend or a parent to go with them to therapy. Similarly, where it’s
feasible, older children might be given choices about where to see
the therapist—at school, or somewhere away from school such as
a community clinic, or sometimes, at home. All opportunities to
express preferences will promote the development of autonomy
and increase a child’s self-worth.

Even when there is no perceptible change in speech patterns
and a child chooses to discontinue therapy, memories of therapy
techniques may be retained and retrieved years later. One 12
year-old boy had requested discharge from therapy for his cleft-
palate-related lateral ‘s when he was 9 years old because it
was not a problem with familiar listeners. Then, when he was
reviewed in an MDT clinic at age 12 years his lateral ‘s" had
completely resolved without further therapy. He had explained to
the therapist that when he had changed school in year 7 (10 years
old), he had been teased about his speech, but he had remembered
how he used to practise his ‘s’ in speech therapy, practised on his
own at home, and it had ‘come right’!

6.1.6 | Promoting beneficence

The two young adults who reflected on their speech therapy
treatment as children recommended that the materials for speech
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assessment and therapy needed to be tailored to each child’s
age and maturity, and that material linked with classroom topics
would make therapy more interesting and relevant to the individ-
ual. Child well-being in relation to school-based therapy might
also be promoted by close collaboration between SLTs and sup-
port workers. Some education authorities now provide specially
trained Emotional Literacy Support Assistants (ELSAs) (Wong
et al. 2020), who are regarded by children and young people as
‘friends’ rather than ‘teachers’. This type of relationship with their
SLT might maximise the benefits of therapy and minimise any
emotional distress related to their speech differences or anxiety
about school-based therapy (McEwen 2019). Later, at 16 years,
when responsibility for clinical decision making is transferred
from parents to the young person, young adults have suggested
that a summary of medical and psychological treatments should
be made available to every young person. Historically, in some
Health Trusts, if a young person requested copies of their medical
history it was their responsibility to approach each relevant
department and, in some health trusts, to pay a fee which
would impose a barrier to becoming fully autonomous. The
opportunity to reflect on a comprehensive treatment summary of
cleft team care would help young people to review and adjust their
self-identity.

6.1.7 | Ensuring service-wide justice in therapy

The principle of justice can be considered in relation to ser-
vice delivery, service planning, staff training and collaboration
between professionals. For example, economic decisions to rede-
ploy SLT staff may be economically beneficial to the organisation
but destabilising a child’s relationship with a trusted clinician is
likely to have a negative impact on a child’s emotional well-being.
The risk of emotional harm relating to loss of relationships has
been noted in the NICE Guidelines but has not yet been identified
and addressed within RCSLT child speech guidelines.

In the interest of ensuring justice in therapy provision, there is
a case for routinely completing a structured assessment based
on the PERIK assessment of social well-being and resilience
of children in early childhood settings (Mayr and Ulich 2009).
Findings from an assessment of emotional well-being alongside a
speech assessment, could provide a national database to explore
research questions, inform service planning and optimise speech
and language therapy services for children.

Ensuring justice and ethically principled speech and language
therapy provision would require some level of training for SLTs.
To date, education about children’s emotional development and
emotional needs has not been integral within undergraduate SLT
courses in the UK. An adapted version of the training programme
delivered by educational psychologists for ELSA (Leighton 2015),
might be a possible post graduate CPD route for SLTs. Whether
or not SLTs receive emotional literacy training, collaborative
relationships between SLT and ELSA’s should be fostered.

From a service perspective there may be a case for modifying out-
come measures to include a measure of child ‘satisfaction” with
their speech, and with therapy. In the field of cleft palate, outcome
measures relating to clinician ratings of jaw development, dental
alignment and speech accuracy are clearly specified and reported

annually. However, Kitson et al. (2013) have recommended a
shift away from concern with physical, visible outcomes towards
prioritising emotional well-being (Kitson et al. 2013). Similarly, a
more recent analysis of adult reflections on treatment experiences
in a 20year care pathway for cleft lip/palate services, concluded
that a more collaborative approach to decision making about
interventions at the various stages of surgical, audiological,
speech and orthodontic treatments would enhance the treatment
experience for young people (McWilliams et al. 2024). According
to Hand (2009, p.104) a shift of focus away from interventions and
toward shared decision-making should also be reflected in the
language used for clinical note keeping and report writing. The
primary interest should be in the child/young person’s well-being,
and the clinical issues should be considered with close reference
to individual preference and emotional well-being.

7 | Clinician Perspective of Ethically Principled
Child-Centred Therapy

Owen et al. (2004) observed that SLTs who had interviewed
children about their experiences of therapy had recognised a
difference in their own communicative style in the interviews.
The conversational nature of the interview had been less directive
and therapists felt they had ‘developed their own skills in listening
to children and collaborating with them’. It is possible that
therapy approaches can be adopted which actively explore, and
respect, the child perspective of his or her own speech, and of
the assumption that they need therapy to change it. A change
of emphasis in the clinician’s style away from a hierarchical
‘teacher/director’ role towards a friendly ‘facilitator’ role, gives
flexibility to the clinician/child relationship and eliminates any
task-oriented fear of failure, thereby minimising the risks and
increasing a child’s sense of well-being and enjoyment of therapy.

8 | Conclusion

The primary ethical issue raised here is whether it might
be potentially harmful to require children with speech sound
disorders/differences (SSD/D) to engage in corrective, output-
based practice without first exploring the extent to which each
child is aware of, or concerned about, their speech differences.
It has been suggested that conventional output-practice based
therapy activities which carry a high risk of failed attempts and
associated feelings of unease, confusion, anxiety or distress, may
be inadvertently and imperceptibly maleficent. Enquiry into the
child’s own perception of his or her speech, combined with clear,
simplified explanations about assessment findings and therapy
goals, could empower children to give informed consent to
intervention. For children who have no awareness of their speech
differences at the time of assessment, the risk that therapy might
precipitate anxiety could be minimised with an input-based,
non-directive and non-corrective therapy style.

In ethically principled therapy, clinicians would be sensitive to
the child’s perspective of their speech and parents/carers would
be guided in strategies that encourage engagement with therapy
activities at home. This approach would minimise the risk that
therapy could have an erosive effect on a child’s developing
resilience, self-identity and emotional well-being (Spratling et al.
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2019; Hay 2019). A collaborative, nurturant therapy style would
invite choice about levels of engagement, with opportunities to
watch and listen to new sounds, and choices about when and
what they feel able to ‘output’. Ideally children will feel ‘safe’ and
will view their therapist as a friendly, fun person, more like an
ELSA than a teacher. Until more is understood about the ages and
stages at which children might develop a conscious awareness
that their speech is different from other children, and/or, in what
ways it is different, responsibility lies with clinicians to explore
each child’s perception of their own speech, to provide timely,
age-appropriate explanations about speech assessment findings,
and to encourage children to contribute to goal setting and activ-
ity selection. As therapy progresses, opportunities to reflect on
their own output with their therapist would provide insights into
any changes in the child’s perception of their own output. Given
that older children and adolescents may choose to conceal their
social, emotional worries from their parents and that compliant
children may show no evidence of distress while undergoing
therapy, it has to be a clinician’s responsibility to recognise when
some aspect of therapy might be having a negative impact on a
child’s emotional well-being which, if recurrent, might remain
unrecognised and unmanaged into adult life. Reducing the risks
of maleficence, promoting beneficence and fostering autonomy
might help to minimise the risk that therapy could provoke
unexpressed feelings of unease, uncertainty or worry.
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