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ABSTRACT

Purpose

In contrast to the U.S., individuals with communication disorders in China often do not
receive professional services due to inadequate or unavailable treatment opportunities (Battle,
2007; Cheng, 2010; Lin et al., 2016). Introducing home intervention strategies to parents and
grandparents of children with communication disorders may be an effective and practical way to
address the need for speech-language pathology services in China. The purpose of the current
study is to examine cross-generational perceptions of parents and grandparents in China of home
interventions strategies often used in the United States to treat communication disorders in
children.

Method

Parents and grandparents of children with communication disorders in China (N=86)
were recruited at caregiver education events provided by the Bethel Hearing and Speech
Training Center team to complete an online survey. The survey examined which home
intervention strategies may be perceived to be most and least helpful in enhancing their child’s
speech and language and how likely they would be to implement them with their child or
grandchild. Twenty-one strategies with examples of each strategy were included in the survey.

Results

No statistically significant differences between parents’ and grandparents’ perceptions of
the helpfulness of home intervention strategies were observed. Results of this study also
indicated that caregivers perceived all strategies to be helpful in improving their child’s speech
and language and that they would be very likely to implement them with their child. However,
statistically significant differences were found in the helpfulness ratings between some of the
specific strategy categories. Finally, findings again indicated that caregivers perceived all
strategies to be helpful in improving their child’s speech and language regardless of the child’s
specific communication behaviors.

Conclusions

Overall, the findings of this study reveal great potential for working with parents and
grandparents of children with communication disorders in China through the implementation of
home intervention strategies. Results of this study may be related to several reasons including the
response group representing a clinically based cohort, caregivers’ reduced understanding of the
nature of their child’s communication problems, or caregivers’ deference to the expert who
presented strategies as potentially helpful. Thus, current training models used with caregivers in
the United States will need to be adjusted when working with families in China.
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Introduction

The assessment and treatment of communication disorders in China differs markedly
from practices in the United States. To understand how to best support the development of
services for communication disorders in young children in China, it is helpful to understand
current practices and how they compare to services in the United States. Of particular interest is
the utility of parental involvement in treatment of speech and language disorders in the U.S.,
including the use of home intervention strategies to enhance speech and language. This
information will provide the context for the study’s purpose and the research questions and
hypotheses.
Speech-Language Pathology in the United States

A communication disorder is defined as an impairment in the ability to receive, send,
process, and/or comprehend concepts of verbal, nonverbal, and graphic symbol systems.
Communication disorders may be evident in the processes of speech, language, and/or hearing
(Prelock, 2008). To treat these disorders, individuals often seek treatment from speech-
language pathologists (SLPs) who are qualified to prevent, assess, diagnose, and treat
communication disorders in children and adults. In the United States, speech-language pathology
is a fully developed discipline with nationally accepted credentials and accreditation standards
(Amercican Speech-Languague and Hearing Association [ASHA], 2019). These standards were
developed and continue to be overseen be the American Speech-Language-Hearing Association
(ASHA). ASHA, which began in 1952, is the United States’ leading organization for speech-
language pathologists, audiologists, and speech/language/hearing scientists and has over 211,000

members today (History, 2020).
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As reported by the American Speech-Language Hearing Association (ASHA), there
are over 204,000 M.S./Ph.D. certified SLPs in the United States today who are able to serve the
estimated 40 million people with a communication disorder in America (ASHA Quick Facts,
2019). The speech-language pathology profession in the United States is well-developed and
regulated through professional and state credentials. These regulations enable families and
clients to identify and understand the qualifications of practicing speech-language pathologists
and enhances the quality of services provided for all communication disorders in children and
adults. ASHA currently provides national credentialing programs for academic programs’
accreditation, clinical certification, continuing education providers, and clinical specialty
certifications (ASHA, 2019).

In order to become a certified SLP through the national professional association ASHA,
individuals must earn a graduate degree in speech-language pathology from an accredited
program, acquire 1,600 hours of supervised clinical experience, receive a passing grade on a
national examination, and gain thirty hours of continuing education every three years (What is
ASHA certification, 2020). In addition, SLPs in the US must adhere to state regulatory standards
which may differ across states and from ASHA certification. The Texas Education Agency
license in speech-language pathology, for example, requires one to hold a master’s degree in
speech-language pathology from an ASHA accredited program and pass the national
examination in speech-language pathology (Occupations Code, 2019). At this time, there are
over 300 accredited university programs offering a master’s or doctoral degree in speech-
language pathology, providing professionals with multiple educational opportunities in the US

(ASHA EdFind, 2019; Logemann, 2006). Programs earn accreditation through meeting the
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standards set by the Council of Academic Accreditation (CAA), an organization established by
ASHA to maintain the excellence and ongoing quality of students’ education so that “graduates
are prepared to meet the challenges they will face when entering the workforce” (Council on
Academic Accreditation, 2019).
Speech-Language Pathology in China

Communication disorders are universal. However, in contrast to the U.S., individuals
with communication disorders in China often do not receive professional services. Treatment is
often inadequate or unavailable for the estimated twenty million people in China who have a
communication disorder (Battle, 2007; Cheng, 2010; Lin et al., 2016). Reasons for this are
multiple and include lack of trained service providers, limited access to treatment, stigmas
surrounding communication disorders, and familial cultural differences (Cheng, 2010; Lin et al.,
2016; Weidner et al., 2015; Goh, 2006). These reasons may also contribute to the seemly low
estimation of individuals with communication disorders in China. Although the prevalence of
communication disorders in China appears to be only half of the reported prevalence in the
United States, it is appropriate to assume there are four times as many individuals with a
communication disorder in China than the United States because China’s total population is four
times greater than America’s total population. The rate of prevalence should be alike in both
countries; therefore, a more accurate estimation of the total number of individuals with
communication disorders in China should be approximately 80 million people. This significant
underrepresentation is most likely due to a decreased awareness surrounding communication
disorders in China, a lack of professionals to diagnose individuals with disorders, and a possible

unwillingness to seek treatment in China.
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The speech-language pathology profession in China. Unlike the U.S., the field of
speech-language pathology is in its infancy in China. There are limited educational programs that
focus on communication disorders and speech-language pathology, few assessment and
treatment tools available in Chinese, and an insufficient number of qualified
service providers (Liu et al., 2016). Although China has a population four times greater than the
United States, there are only approximately 10,000 individuals currently working as SLPs in the
country today, many of whom are non-degree holding rehabilitation specialists (Tang et al.,
2016). The concept of specific health care disciplines such as physical therapy, occupational
therapy, and speech therapy has only emerged in China over the last twenty years, and the
autonomous practice of these disciplines is not yet authorized by the Central Government (Jones
& Skinner, 2013). Instead, rehabilitation therapists in China are trained to work under
physicians’ supervision to provide similar services (Jones & Skinner, 2013).

The few self-identified speech-language pathologists working in China tend to be new
professionals, with little work experience. Therefore, much of the speech-language pathology
treatment is provided by other professionals who work with children, including
developmental pediatricians, rehabilitation therapists, psychologists, and nurses (Lin et al.,
2016). According to Cheng (2010), rehabilitation therapists in China provide services in
occupational therapy, physical therapy and some speech therapy. Rehabilitation practices in
China also include many traditional Chinese medicine techniques such as acupuncture and tuina,
or “pinch and pull” (Moy, 2018). Often these professionals have limited training in assessing and
treating the diverse population with communication disorders and are ill-equipped to meet a wide

variety of children’s needs. Rehabilitation therapists often receive just two weeks to six months
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of training in preparation, a stark contrast when compared to the educational requirements of the
United States for speech-language pathology (Battle & Aungst, 2007; Cheng, 2010). The lack of
trained service providers is largely due to a lack of educational programs and

national credentialing systems in China. A 2016 study by Tang et al. reveals that there are only
twelve bachelor’s programs and one master’s program that offer degrees in speech-language
pathology (Tang et al., 2016). It is clear that despite the need, the professional resources to
support services for children with communication disorders in China are limited.

Disparity in education and health services in China. Additionally, there is a general
disparity in education and health services across China (Cheng, 2010). According to Liu and her
colleagues’ study (Liu et al., 2007) examining the utilization of hospitals among rural and urban
populations in China, about half of all respondents to a survey reported that they did not see a
physician when they were ill. Results also showed that those residing in rural areas in China visit
hospitals and physicians significantly less than urban Chinese residents (Liu et al., 2007). The
difference between those who seek health services or not increased further among rural males,
seniors, those with low education levels, and those who were uninsured. The study determined
three reasons for the disparity between urban and rural areas of China: lack of universal
insurance coverage, low education levels, and access issues in remote areas by the rural Chinese
population. As a result, individuals in need of treatment, including those with communication
disorders, often do not receive appropriate services. To lessen this disparity and increase access
to healthcare for all, different service delivery models in China may need to be explored.

Stigma of communication disorders in China. A possible factor that contributes to why

individuals may not seek services in China, is that disorders in general, and communication
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disorders specifically, are highly stigmatized in China (Ip et al., 2012). In many Chinese cultures,
a disability is often believed to be a punishment for the parents’ past sins. As a result, Chinese
parents experience great amounts of shame related to their child and may withdraw or restrict the
child’s social contact in an effort to conceal the family’s situation (Du, 2017). Because of this
belief, Chinese parents are less likely to seek pediatric health care for their child with a disability.
Additionally, a 2004 study showed that Chinese and Chinese American parents reported greater
use of physical punishment, verbal admonishing, and yelling than European-American parents
with their children with disabilities who displayed various behavioral problems (Du, 2017). As a
result of the Chinese stigmas surrounding disabilities, including communication disorders,
parents of children with communication disorders may be ashamed of or embarrassed about their
child’s disorder and refuse to seek necessary treatment for their child (Battle, 2012).
Multigenerational households in China. Children in China are commonly raised in
multi-generational family contexts. The China Health and Nutrition Survey (CHNS) conducted
between 1991-2004 provides insights as to the nature of family households in China (Chen at al.,
2011). Approximately 45% of grandparents co-reside, or share residence, with grandchildren
ages 0-6 in China, and 5% of Chinese household are skipped-generation households, where
parents are not present at all. Co-residence among paternal grandparents in China is nearly three
times higher than maternal grandparents. In contrast, the 2000 U.S. Census reported only 11% of
children under the age of 18 live in households with grandparents present. The CHNS also
examined the role of both co-residing and non-coresidential grandparents in proving childcare
for their grandchildren through time spent feeding, bathing, dressing, holding, or watching their

grandchildren each week. The results suggested that grandmothers play an extremely important
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role in caregiving for in China, as nearly no difference in the time spent on childcare between
mothers and grandmothers was found. In fact, grandmothers actually exceeded the mothers in
time spent caregiving for children over the age of one year.

Due to the common presence of both parents and grandparents in Chinese households, it
IS important to consider the benefits and challenges of raising children in multi-generational
families. Although there are several advantages of joint parenting, such as relieving women from
the full-time childcare role and enhancing single children’s social skills, there are also many
challenges. Goh (2006) found that in co-residence homes, parents and grandparents often
reported ambivalence and contradiction regarding the child rearing practices used by each. Such
disparities may impact the consistency of the child’s education and development and whether or
not families seek services.

Generational differences within multigenerational households may also contribute to
contrasting views on parenting and differing child rearing styles between parents and
grandparents in China. Parents and grandparents may disagree at times on what is best for their
child in a variety of contexts, including how they approach speech-language pathology services.
The differing views on parenting may impact, specifically, parents’ and grandparents’
perceptions of what speech-language pathology services or strategies may or may not be helpful
for their child. It is therefore important to examine if generational differences exist between
Chinese parents and grandparents to inform future speech pathology practice in China.

Parent Intervention Strategies in the United States
Parent intervention strategies for speech and language. There is extensive empirical

evidence in the United States and other English-speaking countries that supports the value of
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parental involvement in early intervention for speech, including stuttering, and language. This
model of including parents in treatment may be an effective and efficient way to address speech
and language problems in China.

There is extensive literature describing the benefits of parental participation in early
intervention. For example, Kaiser and Hancock (2003) indicated that clinicians “teach parents
strategies to promote their children’s development in ways that also acknowledge and support
the unique talents and situations of individual parents” (p. 20). Roberts and Kaiser (2011)
explored the effectiveness of parent-implemented language intervention for young children with
language impairments. Results showed that parent implemented intervention had significant
positive effects on children’s expressive and receptive language skills. Baxendale and Hesketh
(2003) found no significant differences in outcomes when comparing the effectiveness of the
Hanen Parent Program and traditional clinician-based therapy in the clinic. Children’s language
scores improved across both groups, supporting the value of parent-based treatment. Finally,
Mcconachie, et al. (2005) developed a training course for parents of children with Autism
Spectrum Disorder and reported that children whose parents received training to use strategies
had a larger reported expressive vocabulary when compared to the control group. The
effectiveness of parent-based intervention for children with communication disorders through the
use of home intervention strategies is evident throughout the literature and clearly suggests that
the use of these strategies is at least equally as efficacious as traditional therapy in improving
children’s language.

Parent intervention strategies for stuttering. In addition to supporting language

development, evidence-based treatments for early stuttering also include providing parent
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strategies to be implemented at home. Specifically, the Lidcombe Program (e.g., Onslow et. al,
2019), the RESTART -Demands — Capacity Method (DCM) (e.g., Franklen & Putker-de Bruijn,
2007) and the Parent-Child Interaction (PCI) (e.g., Kelman & Nicholas, 2008) focus on parent
training and parents delivering the “treatment” at home (e.g., praising smooth speech, asking
child if their speech was smooth, reducing the rate of speech during conversation, preventing
strong emotional reactions to bumpy speech). In the Lidcombe Program, parents are trained to
deliver verbal contingencies to their child such as “good smooth speech” or “was that bumpy or
smooth speech?” during structured conversations for 10-15 minutes a day and then later in the
natural environment. The child also receives therapy from a speech pathologist once a week
(Onslow et al., 2019)

The RESTART DCM treatment focuses on positively influencing or changing the child’s
environment or functioning in order to minimize communicative pressure and, therefore, reduce
stuttering (Franken & Putker-de Bruijn, 2007). To do so, parents are trained to reduce motor,
linguistic, emotional, or cognitive demands on their child as well as increase the child’s speech
motor, emotional, and cognitive capacities through completing home practice for fifteen minutes
a day, five days a week (Sonneville-Koedoot et al., 2015). Specific strategies used to reduce
demands using this model include inserting pauses between conversational turns, following the
child’s lead, preventing and reducing strong emotional reactions around the child, and asking one
question at a time (Franken & Putker-de Bruijn, 2007). Additionally, stimulating language at
home, reinforcing the child’s feeling of security, and practicing turn-taking in conversations are
recommended to increase the child’s capacities among others (Franken & Putker-de Bruijn,

2007).
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Finally, the Parent-Child Interaction Therapy (PCIT) approach aims “to establish parent
strategies that support the child’s fluency and minimize the impact of the stuttering while laying
the foundations for future direct therapy” (Millard et al., 2008). PCIT approach to therapy
consists of six sessions of clinical-based therapy followed by six weeks of parent-led therapy at
home and aims to teach parents both management and interactions strategies to use with their
child at home to reduce stuttering. Management strategies suggested in this approach include
managing anxiety about stuttering, building confidence, and setting boundaries and routines, and
interaction strategies discussed include reducing parent rate of speech, increasing response time
for child, following the child’s lead in play, and many others (Millard et al., 2008). In a study
completed by Millard et al. (2008), four of the six children examined had significantly reduced
stuttering after completing the PCIT approach with both their parents.

The effectiveness of the Lidcombe Program, RESTART Demands-Capacity Model, and
PCIT to treat early stuttering is widely demonstrated throughout the literature. Jones et al. (2005)
found in a randomized controlled trial of the Lidcombe Program that children who received the
treatment reduced their stuttering by 77%, 34% more than the natural recovery control group.
Children receiving the Lidcombe treatment were also able to maintain the target percent of
syllables stuttered at the nine-month follow up point in the study (Jones et al., 2005). Miller and
Guitar (2009) examined the long-term outcomes of the Lidcombe Program on children who
stutter when administered by an inexperienced speech-language pathologist. Results showed
significant long-term positive changes in children’s stuttering severity, even when treatment was
given by a newly trained SLP. This result specifically may suggest that other untrained

individuals, including parents and grandparents, could effectively administer the Lidcombe
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Program to children who stutter if given the proper training from an SLP. Sonneville-Koedoot et
al. (2015) compared the effectiveness of both the Lidcombe Program and the RESTART-
Demands Capacity treatment among children who stutter. Clinical outcomes after 18 months of
treatment revealed that both treatment methods were equally effective “in treating developmental
stuttering in ways that surpass expectations of natural recovery” (Sonneville-Koedoot et al.,
2015). Lastly, Millard et al. (2018) found that children who completed a course of Palin’s Parent-
Child Interaction therapy showed reduced stuttering frequency and a more positive attitude in
speech. This study also reported an increase in parents’ confidence in managing the stuttering of
their child after completing the training (Millard et al., 2018).

The literature clearly reveals that the use of the Lidcombe Program, RESTART-Demands
Capacity model, and Parent-Child Interaction Therapy approach can greatly improve the fluency
of speech for children who stutter. These outcomes, therefore, suggest that parental involvement
in the therapy process is a viable and efficacious method to providing speech therapy services to
children who stutter.

Home Intervention Strategies Used to Improve Children’s Speech and Language

Review of the literature revealed a number of recommended home intervention strategies
that parents may use to improve their child’s language and reduce stuttering. Review of the early
childhood programs involving parents suggest that there some strategies that have been found to
be particularly effective and are frequently recommended to parents. Frequent home intervention
strategies found throughout the literature included expanding the child’s utterance, using parallel
talk, praising correct speech, taking turns, listening, and following the child’s lead. While

reviewing the literature on home intervention strategies used to improve children’s speech and
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language, there appeared to be major themes in the nature of the strategies identified. These
themes and the associated strategies are listed in Appendix A. The researchers initially assigned
each strategy to one of the following groups based on the observed themes: interaction content
(language strategies), interaction structure, lifestyle/family strategies, child specific strategies,
stuttering specific strategies, and other strategies. The groups of strategies based on themes were
later renamed by the researchers of this study after data collection was complete. All home or
parent intervention strategies observed during the review of the literature, as well as those
included on the study’s survey, can be found in Appendix A.
Research Questions and Hypotheses

Introducing home intervention strategies to parents and grandparents of children with
communication disorders may be an effective and practical way to address the need for speech-
language pathology services in China. This method of treatment allows parents to learn
interaction strategies that are likely to facilitate growth in their child’s communication abilities at
their own speed and in the comfort of their home (e.g., Kaiser & Roberts, 2013). Such
intervention strategies could be introduced to both parents and grandparents of children with
communication disorders in China since children in China tend to be raised in multi-generational
families where both parents and grandparents serve as primary caregivers (Goh, 2006). In order
to determine the likelihood of use, we must understand the perceptions of parents and
grandparents regarding these strategies’ helpfulness and likelihood that they may use them with
their child or grandchild. We also must consider generational differences in the perceived

effectiveness of these strategies.
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The purpose of the current study is to examine cross-generational perceptions of parents
and grandparents in China of home (i.e., parent) interventions strategies often used in the United
States to treat communication disorders in children. This study will advance our understanding of
the likelihood of adherence to the home intervention strategies among parents and grandparents
of children with communication disorders in China. Better understanding these perceptions will
inform which strategies would be most feasible in China and influence how strategies would be

introduced to families in China.

The following research questions and corresponding hypotheses were addressed:

1. Do generational differences influence the parent and grandparent reported helpfulness of

each strategy?

Hypothesis: There will be differences between Chinese parents’ and grandparents’

perceptions of the helpfulness of the strategies.

2. Which home intervention strategies do parents and grandparents of children with
communication disorders in China perceive to be most helpful and least helpful in

enhancing their child’s speech and language?

Hypothesis: Parents and grandparents will identify different strategies that may or may

not be helpful.

3. Which intervention strategies do parents and grandparents of children with
communication disorders in China report that they are likely to implement with their

child or grandchild with a communication disorder?
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Hypothesis: Parents and grandparents will identify strategies that they would likely use
and those they would not use with their child or grandchild.
4. s the reported perceived usefulness of each strategy dependent upon the communication

disorder of the child?

Hypothesis: The perceived usefulness of each strategy will vary depending on the

communication disorder of the child.

Results of the study will provide a foundation for understanding Chinese caregivers’ views of
strategies typically used in the U.S. Further, these insights will allow researchers and clinicians
to be mindful and intentional when providing rationales and evidence to support the

effectiveness of home intervention strategies to parents and grandparents in China.

Methodology

Materials

A two-part survey, found in Addendum B, was given to parents and grandparents of children
with communication disorders in China to measure which home intervention strategies they
perceive to be most and least helpful in enhancing their child’s speech and language and how

likely they would be to implement them with their child or grandchild.
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The first page of the survey displayed an informed consent statement (see Appendix C). This
statement outlined the general purpose of the study, the known associated risks and benefits, the
anonymity of responses, and the freedom to stop the survey at any time. The statement informed
respondents that their participation in the study will not affect their child’s current or future
status as a therapy recipient, if they are receiving or will receive therapy. Participants indicated
consent by selecting the “->" arrow located at the end of the page.

The first part of the survey collected demographic information to confirm participant
eligibility and information about the child with a perceived communication disorder. The second
part of the survey presented a list of strategies often used by parents for enhancing
communication in the United States. A three-step process was followed to determine which
strategies were to be included on the survey. First, an extensive review of the literature was
completed to examine strategies used to improve the speech and language of children with
communication disorders. Second, researchers identified all strategies caregivers were trained to
use within the studies reviewed. When identifying strategies, researchers organized each strategy
into logical groupings or themes based on the major communication behavior targeted by the
strategy or the nature of the strategy. Finally, strategies from each of the groupings were chosen
to be included in the study. To be included in the survey, each strategy had to be reported as a
helpful strategy in multiple studies. Researchers also aimed to include a relatively equal amount
of strategies from each grouping/theme identified in the literature review. The strategies chosen
are widely known and accepted throughout the literature as being helpful and efficacious for

improving children’s speech and language in the United States.
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Twenty-one strategies with examples of each strategy were included in the survey. (See
Appendix B.) Parents and grandparents were asked to anticipate how helpful each strategy might
be in enhancing their child’s speech and language by rating them on a 5-point Likert scale, with
“1” indicating “not helpful at all” and “5” indicating “extremely helpful.” In addition, parents
and grandparents also indicated how likely they believed they would be to implement each
strategy with their child or grandchild. Again, this rating was done on a 5-point Likert scale, with
“1” indicating “not likely to use” and “5” indicating “very likely to use.” Upon opening the
survey and providing informed consent, the survey took participants approximately 10-15
minutes to complete. See Appendix B for the complete survey.

The survey tool was translated from English to Mandarin by team members at the Bethel
Hearing and Speech Training Center (Bethel) in Shanghai. Bethel is a Chinese organization
committed to “improving the lives of millions of Mandarin-speaking individuals with
communication disorders and their families” and “working with pioneers in China to advance the
professions of speech-language pathology (SLP) and audiology” (Bethel Hearing and Speech,
2020). Bethel has locations in Dallas, Texas and Shanghai, China as well as a future location in
China’s pilot free trade zone (FTZ) in the province of Hainan (Hui, 2018). Once translated, the
survey was reviewed by certified SLPs in China to ensure proper translation and understanding.

Participants

Parents and grandparents of young children with communication disorders in China were
eligible to participate in this study. To be included in the study, parents, grandparents, and
children must live in mainland China and speak Mandarin Chinese. The child with a

communication disorder must meet the following criteria:
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1. Suspected by the parent/grandparent as having at least one of the following
communication disorders: speech sound disorder, expressive or receptive language
disorder/delay, stuttering, or voice disorder.

2. Have had the communication disorder for more than 6 months as per parent report.

3. 7 years of age or younger.

Recruitment

Survey respondents were randomly recruited during a practicum section of DREAM-C Child
Language Certification Training or caregiver education event in China provided by the Bethel Hearing
and Speech Training Center team. Multiple training sessions were scheduled in hospitals and schools
across China through the summer and fall months, and the study’s survey was administered through the
months of August, September, and October 2019 in Nanjing, Shanghai, Chengdu, Qingdao, and Xiamen,
China. See Appendix E for exact training dates and locations of each caregiver education event. These
popular events are typically attended by more than 50 parents and grandparents at each event. Each
parent/grandparent training event one or two days. The first day of these events served to train and
educate parents on how to facilitate speech and language growth in their child, and the second day was a
practicum day which allowed the parents, grandparents, or other professionals to bring their child to be
assessed by an SLP. All attendees of the events were included in an online group during and following the
training course through the WeChat platform, a Chinese multi-purpose app.

Prior to the training on the first day of the event, participants were randomly selected to complete
the survey based on willingness by Bethel clinicians and employees at the event. Willing participants then
completed the survey, which was administered through the WeChat platform, before attending the
training event. To recruit parents and grandparents who did not attend the training but brought their child

for an assessment during the practicum, the same recruitment procedures and materials were used at the



CROSS GENERATIONAL PERCEPTIONS OF SUGGESTED STRATEGIES FOR 21

CHILDREN WITH COMMUNICATION DISORDERS IN CHINA

beginning of the practicum training. All survey respondents were informed when they entered the site that
the survey was completely voluntary, and they could discontinue at any point in time without penalties to
themselves or their child. Failure to complete the survey would in no way affect the participants’ ability to
receive training and/or treatment.

Data Analyses

Data collection concluded in October of 2019 with analysis to follow. Survey results were
translated from Mandarin to English by employees of the Bethel Hearing and Speech Training
Center in Shanghai once data collection was completed.

In addition to descriptive statistics summarizing the demographic characteristics of
respondents and respondents’ children or grandchildren, analyses were completed to organize
responses, confirm strategy groupings, and answer each research question. Using SPSS version
18, nonparametric statistics were used to answer each research question.

1) Do generational differences influence the parent and grandparent reported helpfulness
of each strategy? Mann-Whitney tests were completed to determine if there were
generational differences present in the perceived helpfulness of each strategy across the
four strategy categories identified through the factor analysis (i.e., general child support,

language changes, behavioral feedback, conversational manner).

2 & 3) Which home intervention strategies do parents and grandparents of children with
communication disorders in China perceive to be most helpful and least helpful in
enhancing their child’s speech and language, and which strategies are they most likely or

least likely to implement with their child or grandchild? Descriptive data, including mean



CROSS GENERATIONAL PERCEPTIONS OF SUGGESTED STRATEGIES FOR 22

CHILDREN WITH COMMUNICATION DISORDERS IN CHINA

scores, standard deviations and rank orders, of the strategies for the parents and
grandparents were examined to determine which home intervention strategies caregivers
perceived to be most helpful and least helpful in enhancing their child’s speech and
language, and which strategies they were most likely or least likely to implement with

their child or grandchild.

4) Is the reported perceived helpfulness of each strategy dependent upon the
communication disorder of the child? A principal components analysis (PCA) was
completed to verify the four communication disorder behavior groups categorized by the
researchers prior to the study. Then, descriptive data, including mean scores, standard
deviations and rank orders, of the strategies and reported communication behaviors were
were examined in a cross table to determine is there were differences in the perceived

helpfulness by caregivers based on their child’s communication behaviors.

RESULTS

Demographic Data

A total of 86 caregivers completed the online survey. The final sample included 76
parents and 8 grandparents. One teacher and one other relative also completed the survey; this
data was deleted from further analyses. Approxoimately three quarters of survey respondents

were female (76%) and one quarter of the respondents were males (23%). The mean age of
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parent respondents was 34 years (SD = 4.03; 21-45), and the mean age of grandparent
respondents was 58 years (SD = 2.89; 55-63). Fifteen total Chinese cities were represented by
the respondents. (See Table 1.)

A total of 86 children or grandchildren were represented in the survey. For simplicity, the
remainder of this study will refer to both children and grandchildren as “children” unless further
specification is necessary. Approximately two-thirds of the children were males. The mean age
of children represented in the survey was 61 months (SD = 21.33; 31-128), or 5 years old. Of the
children represented, 82.6% currently attend kindergarten, daycare, or some other form of
school. Eight Chinese dialects were represented among the children, the most widely spoken
being Mandarin and Northern (N=61). A total of 15 Chinese cities were represented. (See Table
2)

In order to better understand the amount of contact caregivers had with their children,
survey respondents were asked to indicate the percentage of time their child typically spends
with various family members (see Table 3). Results revealed that the largest percentage of time
was typically spent with the mother, with 71.2% of respondents reporting that 60% or more of
the child’s time was spent with the mother. Next, it was reported that 60% or more of the child’s
time was spent with the child’s father (30.2%), followed by the paternal grandmother (26.7%),
maternal grandmother (25.6%), paternal grandfather (16.3%), maternal grandfather (15.1%), and
finally other relatives or teachers (12.8%). These results confirmed that the children in this
sample often spent large amounts of time with their parents as well as their grandparents,

supporting the researcher’s decision to examine cross-generational differences in this study.
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Characteristics of Children’s Communication. To determine the nature of each child’s
communication problem, survey respondents were asked to select all communication behaviors
listed on the survey that best described their child’s speech and language. For example, “does
your child repeat parts of words” or “does your child talk at inappropriate times.” The
communication behaviors listed on the survey were characteristics of four different types of
communication disorders: speech sound disorder behaviors, stuttering behaviors, language
disorder behaviors, and voice disorder behaviors (see Table 4). Communication behaviors were
listed this way because research suggests that parents and grandparents often do not know what
each specific communication disorder is or looks like. It was also listed this way for any
respondants whose child had not yet received a specific diagnosis.

Children who were reported as exhibiting one or more behaviors in a category were
considered to have that disorder in further analyses. If a respondant indicated that their child
displayed one or more behaviors in multiple categories, they were considered to have both
disorders and were included in all applicable communication behavior categories. Table 4 reports
the percentages of children who exhibit various communication behaviors based on survey
results. The most prevalent behaviors reported on the survey were speech sound errors (41%),
poor or limited vocabulary (37%), not putting words together to form proper sentences (36%),
unable to answer questions correctly (35%), repeating parts of words (32%), and not taking turns
when having a conversation (32%). Next, respondents rated the severity of their child or
grandchild’s communication problem on a scale of 0-9, 0 representing no communication
problem and 9 representing a severe communication problem. The mean severity of the reported

communication problems was 3.86 (SD = 2.81; 0-9).
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When asked if respondents had been told by a professional that their child or grandchild
had any of the following diagnoses, the respondents reported following diagnoses:
communication disorder (39.1%), Autism Spectrum Disorder (31%), cerebral palsy (3.4%),
childhood apraxia of speech (1.1%), dysarthria (8.0%), learning disability (2.3%), and other
(5.7%). Other diagnoses reported were developmental delay and mental developmental delay. A
third of respondents (34.5%) reported that their child had not yet received a diagnosis from a
professional. The mean age of diagnosis, if applicable, was 35.7 months (SD=15.28), or
approximately 3 years.

Finally, respondents were asked to indicate if their child or grandchild had received
treatment for their communication problem. Descriptive statistics revealed 51.7% (N=45) of
respondents indicated that their child or grandchild had received treatment for their
communication problem prior to completing the survey. To further understand the nature of each
child’s treatment, respondents who selected yes to this question were then asked to identify the
nature of the treatments their child had received from a list. Responses included: oral motor
strategies (17.2%, N=15), sensory integration (41.4%, N=36), everyday practice using strategies
(23%, N=20), or other treatments (13.8%, N=12). Other treatments reported included language
training, reading training, applied behavior analysis (ABA), frenectomy, attention training, and
individual training. Respondents were then asked to assess how effective they believed the
selected therapy options had been for their child or grandchild’s communication on a 5-point
Likert scale of 1-5, “1” being “not effective at all” and “5” being “extremely effective.” Nearly

half of respondents (48.9%) rated their child’s treatment as greater than or equal to 3 on the
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Likert scale; only 17.8% of respondents rated their child’s treatment at greater than or equal to 4
on the Likert scale.
Home Strategy Categories

To confirm the groupings/themes of the home intervention strategy categories, the 21
strategies included on the survey were subjected to a principal components analysis (PCA) using
SPSS version 24 and 26. Prior to performing the PCA, the suitability of data for factor analysis
was assessed. Inspection of the correlation matrix revealed the presence of many coefficients of
.30 and above. The Kaiser-Meyer-Olkin value was .90, a “marvelous” classification, exceeding
the recommended value of .6 (Kaiser, 1974) and Bartlett’s Test of Sphericity reached statistical
significance, supporting the factorability of the correlation matrix.

Principal components analysis revealed the presence of four components with
eigenvalues greater than 1, explaining 57.0%, 10.0%, 5.6%, and 4.8% of the variance,
respectively (Table 6). These four components were retained for further investigation. The four-
components explained 77.4% of the total variance. To aid in the interpretation of these
components, oblimin rotation was performed and revealed a number of strong loadings. The
results of this analysis support the use of the four home intervention strategy categories in
additional analyses in this study. The category coefficients for each strategy are reported in Table
7. A summary of the category and related items can be found in Appendix D.

In order to understand whether the questions in the survey all reliably measured the same
latent variable, a Cronbach's alpha was run. Cronbach’s alpha coefficients for strategy categories
were .95 for general child support strategies, .93 for language changes strategies, .87 for

behavioral feedback strategies, and .86 for conversational manner strategies (Table 5). These
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coefficients verified the internal consistency of each category and revealed that strategies
included in each category were highly correlated with Cronbach Alpha coefficients of .85 or
greater for all.

Question 1: Are perceptions of the helpfulness of home intervention strategies different for
parents and grandparents?

Recognizing that we had comparatively few grandparent responses (N=8), a non-
parametric Mann-U Whitney test was used to determine if there were differences in the
responses of the grandparent and parent groups. A Mann-Whitney U test was run to determine if
there were differences in engagement score between parents and grandparents. Distributions of
the engagement scores for parents and grandparents were similar, as assessed by visual
inspection. For General Child Support strategies, median engagement score for parents (4.88)
and grandparents (5.00) was not statistically significantly different, U = 410, z = 1.704, p = .088,
using an exact sampling distribution for U (Dineen & Blakesley, 1973).

For Converstation Manner strategies, median engagement score for parents (4.33) and
grandparents (4.50) was not statistically significantly different, U = 345.5, z = .646, p = .519,
using an exact sampling distribution for U (Dineen & Blakesley, 1973).

For Behavioral Feedback strategies, median engagement score for parents (4.63) and
grandparents (4.88) was not statistically significantly different, U = 375, z = 1.116, p = .264,
using an exact sampling distribution for U (Dineen & Blakesley, 1973).

For Language Change strategies, median engagement score for parents (4.67) and
grandparents (4.92) was not statistically significantly different, U = 376, z = 1.138, p = .255,

using an exact sampling distribution for U (Dineen & Blakesley, 1973).
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Findings revealed no statistically significant differences for any of the four strategies
categories between parents and grandparents based on helpfulness scores. The average mean
rating of helpfulness of all home intervention strategies combined was 4.34 for parents
respondents and 4.69 for grandparent respondents (Table 8). Although mean ratings of
helpfulness for the home intervention strategies tended to be slightly higher among grandparent
respondents, no significant differences were found between the two respondent groups. These
results suggest that age does not seem to influence caregiver’s perceptions of the strategies.
Since no difference was found, parent and grandparent survey data was combined for the rest of

the analyses.

Mean Ratings of
Helpfulness of Home Intervention Strategies

5
4
3
2
1
0
General Child  Language Changes Behavioral Conversational
Support Strategies Manner
= Parents ® Grandparents

Question 2: What are caregivers’ perceptions of the helpfulness of home intervention
strategies?

To determine which intervention strategies were perceived most helpful for improving
their child’s speech and language, the mean ratings of the strategy categories were examined.

Home intervention strategies ratings were based on a Likert scale of 1 to 5, with 1 being “not
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helpful at all” and 5 being “extremely helpful.” Mean helpfulness ratings were as follows: 4.60
(SD=.64) for general child support, 4.47 (SD=.74) for language changes, 4.25 (SD=.82) for
behavioral feedback, and 4.08 (SD=1.03) for conversational manner (Table 9). Ranges for each
strategy category were as follows: 3.14 for general child support (1.88-5.0), 4.00 for
converstational manner (1.0-5.0), 4.00 for behavioral feedback (1.0-5.0), and 3.33 for language
changes (1.67-5.0).

A Friedman two-way analysis of variance test was run to determine if there were
differences in the perceived helpfulness across all strategy categories. Pairwise comparisons
were performed with a Bonferroni correction for multiple comparisons. Post hoc analysis
revealed statistically significant differences in the mean helpfulness ratings of conversational
manner strategies (Mdn = 4.33) and language change strategies (Mdn = 4.67) (p <.01),
conversational manner strategies (Mdn = 4.33) and general child support strategies (Mdn = 4.88)
(p <.01), and behavioral feedback strategies (Mdn = 4.75) and general child support strategies
(Mdn = 4.88) (p <.01). No statistically significant differences were found in the helpfulness
ratings between conversational manner and behavioral feedback strategies, behavioral feedback
and language change strategies, or language change and general child support strategies (Table
10).

General child support strategies received the highest mean ratings for perceived
helpfulness as well as the smallest standard deviation score, followed next by language changes
strategies, behavioral feedback strategies, then conversational manner strategies. Conversational
manner strategies received the lowest mean ratings of helpfulness and showed the largest amount

of rating variance with a standard deviation score of 1.03 (Table 9).
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Question 3: What is the reported likelihood of using these strategies with their child or
grandchild?

Survey respondents were also asked to report their likelihood of using each specific home
intervention strategy with their child or grandchild. Respondents, again, rated each strategy
included on the survey on a Likert scale of 1 to 5, 1 being not likely to use and 5 being very
likely to use. Mean likelihood of implementation ratings for each strategy category were as
follows: 4.53 (SD=.62) for general child support, 4.40 (SD=.75) for language changes, 4.36
(SD=.90) for behavioral feedback, and 4.13 (SD=.98) for conversational manner (Table 9). The
mean likelihood of implementation ratings for each strategy category reveal that caregiver’s
typically believed they were likely or very likely to implement these home intervention strategies
with their child or grandchild. General child support strategies again received the highest mean
ratings of likelihood of implementation among the four strategy categories and had the lowest
standard deviation score of .62. The next highest rated strategy based on likelihood of
implementation was language changes, followed by behavioral changes, then conversational
manner. However, all strategies had means greater than 4 and standard deviations less than 1.
Ranges for each strategy category were as follows: 2.75 for general child support (2.25-5.0), 4.00
for converstational manner (1.0-5.0), 4.00 for behavioral feedback (1.0-5.0), and 3.83 for
language changes (1.17-5.0).

A Friedman two-way analysis of variance test was run to determine if there were
differences in the reported likelihood of implementation across all strategy categories. Pairwise
comparisons were performed with a Bonferroni correction for multiple comparisons. Post hoc

analysis revealed statistically significant differences in the mean helpfulness ratings of
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converstation manner strategies (Mdn = 4.33) and behavioral feedback strategies (Mdn = 4.58) (p
<.01), as well as conversational manner strategies (Mdn = 4.33) and general child support
strategies (Mdn = 4.88). No statistically significant differences were found in the helpfulness
ratings between conversational manner and behavioral feedback strategies (p = .017) or
behavioral feedback and general child support strategies (p = .249).

For likelihood ratings less than or equal to 2, respondents were asked to select from a
provided list the reason(s) for not using the strategy. When prompted to indicate why they would
not implement a strategy rated as a 0, 1, or 2, the most common response indicated by 41.5% of
respondents was that the child can’t do it. The next most common reasons why a caregiver was
not likely to implement a strategy was that they didn’t know how to do it (13.8%), the child
won’t cooperate (12.8%), and it won’t work (11.7%). The child does not need it, it will create
conflict, they are not with the child enough, or other reasons, including the child's language is not
complex enough, each were selected in less than 10% of responses (Table 9).

Question 4: Is the reported helpfulness of strategies dependent upon child’s communication
disorder?

Finally, the percentages of respondents with mean strategy ratings of greater than or
equal to 4 based on the child’s communication behaviors were examined to determine if the
reported helpfulness of the strategies was dependent upon the child’s communication disorder
(Table 12). Findings indicated again that caregivers perceived all strategies to be helpful in
improving the child’s speech and language regardless of the child’s specific communication

behaviors.
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The data revealed 70.8% or more of caregivers rated the helpfulness of all strategies
within each category as greater than or equal to 4 regardless of the child’s perceived
communication disorder (i.e. speech sound disorder behaviors, stuttering behaviors, language
disorder behaviors, and voice disorder behaviors). General child support and language changes
strategies received the highest percent of respondent ratings of greater than or equal to 4 across
all communication behaviors, while fewer respondents rated the helpfulness of behavioral

feedback and conversational manner strategies with a rating greater than or equal to 4.

DISCUSSION

The purpose of the current study was to examine cross-generational perceptions of
parents and grandparents in China of home intervention strategies often used in the United States
to treat communication disorders in children.

Generational Differences Observed (Question 1)

Results of the current study yielded no statistically significant differences in mean ratings
of strategies based on helpfulness between parent and grandparent respondents. Therefore, the
study’s hypothesis that there would be differences between parents’ and grandparents’
perceptions of the home strategies in China was not supported.

Based on limited grandparent responses, no differences between parents’ and

grandparents’ perceptions of the helpfulness of home intervention strategies were observed. This
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result may also have been found since respondents as a whole tended to rate all strategies as
helpful and that they were very likely to implement them; however, it is important to consider
why there was a reduced number of grandparent respondents. The reduced grandparent response
rate may be due to multiple factors. One factor may be the online response mode of the survey.
Clinicians administering the survey reported that grandparents often needed assistance to
complete the survey either because they were not familiar with the online response mode or they
had reduced literacy skills. The online response mode of the survey limits respondents to those
who have access to the online platform and are able to navigate it while completing the survey.
Therefore, additional grandparents may have been present at the training sessions but were
unable to complete the survey due to these limitations. Low grandparent response rates may also
be due to the random recruitment process of participants. It is possible that grandparents opted to
not take take the survey or were not asked as frequently as other caregivers at the training events.
Future research and clinical practice should consider the levels of literacy and appropriateness of
online or electronic communication when working with older generations in China. Clinicians
should be sensitive to this finding and not assume that older generations in China will use online
methods of communications for research, online training sessions, or for supporting treatment at
home.
Perceived Helpfulness and Likeliness to Implement Strategies (Questions 2 &3)

Results of this study indicated that caregivers perceived all strategies to be helpful in
improving the child’s speech and language and that they would be very likely to implement them
with their child or grandchild. Therefore, the study’s hypotheses that caregivers would identify

different strategies that may or may not be helpful and that they would identify strategies that
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they would likely use and those they would not use with their child or grandchild were not
supported.

Reported means and standard deviations revealed a high percentage of respondents rating
home strategies as helpful or very helpful and that they were likely or very likely to implement
them with their child or grandchild. Results also suggested very little variability between the
perceived helpfulness and likeliness of implementation for each strategy. Additionally, results
showed a very high correlation between the perceived helpfulness and the likelihood of
implementation for all strategies (all <.01 except one), meaning respondents were likely to
implement a strategy with their child if they perceived it to be helpful. Because of this, the
discussion only discusses conclusions based on helpfulness ratings in the study. When prompted
to indicate why they would not implement a strategy rated as a 0, 1, or 2, the most common
response by far was that the child can’t do it, followed by I don 't know how and the child won't
cooperate.

However, statistically significant differences were found in the helpfulness ratings
between some of the specific strategy categories, even though there were no statistically
significant differences between categories when looking at the mean ratings of >4. Results
suggested that caregivers perceived language change strategies to be more helpful than
conversational manner strategies, general child support strategies to be more helpful than
conversational manner strategies, and general child support strategies to be more helpful than
behavioral feedback strategies. In other words, caregives’ results showed that they perceived a
language change strategy, such as asking simple questions or following the child’s lead, to be

more helpful than conversational manner strategies, such as taking turns while speaking or
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giving the child enough time to speak. Results also show that caregivers perceived general child
support strategies, such as adding daily one-on-one time with their child or slowing down their
daily pace, to be more helpful than behavioral feedback strategies, such as using more pauses or
managing the child’s behavior, and conversational manner strategies as listed above.

These results suggest that caregivers in China may have some sort of gut feeling gauge
that some types of strategies will be more helpful for their children than others. Perhaps
caregivers in China have do have idea of what their child would benefit from. There are many
possible explanations for why caregivers’ perceived each specific strategy category as more help
than others. As general child support strategies and language changes received the highest mean
ratings of helpfulness, it is possible that more children, despite their specific communication
behaviors, could benefit from the use of these strategies at home. For example, most children
would benefit from their caregiver building up their confidence or asking fewer and simpler
questions. On the other hand, behavioral feedback was rated the lowest. It is possible that
caregivers believe their children would not benefit if their caregiver corrects their speech.

Overall, findings that caregivers perceive most strategies to be helpful for their child or
grandchild may be related to multiple factors. First, the response group represented a clinically
based cohort of individuals seeking help for their child at the caregiver training events. These
individuals, therefore, may inherently be more willing to implement strategies suggested by
professionals since they are already seeking help and education. The survey respondents may
also represent a group of individuals with a willingness or openness to try different strategies
with the hopes of improvement in their child. Hence, respondent’s may suggest that they are very

likely to implement all strategies with their child simply because they are willing to try anything
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in order to help their child. If a caregiver is desperate to help their child or grandchild, they may
even be willing to implement strategies with them they may not typically perceive to be helpful
or useful. The inability to study a community-based cohort is a common limitation in the field of
speech-language pathology. Due to the nature of the speech-languague pathology profession, it is
often challenging to find a control group to compare experimental group results to. Therefore, it
is important to acknowledge that the results of this study may not generalize to all parents and
grandparents of China.

These results may also be due to caregivers’ deference to the expert who presented the
strategies as potentially helpful. Traditional Chinese values have largely shaped and influenced
the Chinese’ high regard for authority (Zhai, 2017). Zhai (2017) identified three main
components of traditional values of Chinese hierarchical social structures: obedience in family
and school, preference for harmony in the community and the workplace, and prioritization of
family and collective interests over personal interests. These values often contribute to a
deference to those in higher statuses in order to avoid conflict and maintain a group’s best
interest (Zhai, 2017). The cultural desire to adhere to and respect authority among the Chinese
people must be considered when evaluating the results of this study. Caregivers who display an
attitude of amenability must feel comfortable expressing their opinions or asking questions to
experts. Therefore, there may be a need to implement a system of checks and balances to create a
psychologically safe environment for parents to raise concerns about a prescribed strategy when
working with professionals with expertise. Researchers must help Chinese caregivers to realize
that caregivers are the experts on their child and are a valuable team member of the intervention

process.
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Finally, the findings that caregivers generally indicated that all strategies would be
helpful in improving their child’s speech and language may be due to respondants’ levels of
literacy. Although survey respondants were not asked to report their sociaoeconmic status or
level of education on the survey, the survey was distributed at the Bethel training events which
took place in large, generally wealthy cities in China. According to Zimmer et al. (2010), those
who live in urban communities in China have significantly more household wealth, higher levels
of education, and are more likely to have health insurance than those who live in rural
communities (Zimmer, 2010). Bethel employees who worked at the training events and recruited
participates reported that most attendees are local in each city and rarely travel from long
distances to attend the events. Therefore, it is appropriate to assume that the survey respondants
in general could have higher levels of literacy and socioeconomic statuses when compared to the
total population of China because of where the training sessions took place. Higher
socioeconomic statuses and increased literacy levels would most likely increase respondant’s
knowlesge on which strategies may be helpful for improving their child’s speech and language
skills. However, researchers cannot confirm respondants’ socioeconmicstatues to confirm this
belief. Therefore, it is important for future researchers to collect socioeconomic and education
related demographic information to examine if various levels of education impact the perceived
helpfulness or likelihood of implementation of home strategies.

Perceived helpfulness based on child’s communication behaviors (Question 4)

Findings again indicated that caregivers perceived all strategies to be helpful in

improving the child’s speech and language regardless of the child’s specific communication
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behaviors. Therefore, the study’s hypothesis that the perceived helpfulness of each strategy
would vary depending on the communication disorder of the child was not supported.

This result may be an implication of parents’ and grandparents’ reduced understanding of
the nature of their child’s communication problems or the home strategies described on the
survey. We know that not all home intervention strategies will actually be helpful in improving a
child’s communication, and that specific communication behaviors often require specific
intervention strategies. For example, we would not teach caregivers of children who stutter the
same strategies as caregivers of children with voice disorders. Therefore, an important finding of
this study is that caregivers of children in China may not fully understand the nature of their
child’s communication problems or the types of strategies that will be helpful for them in
particular. Understanding the nature of a child’s communication difficulties is essential to
communicating with professionals about their child’s problems and for selecting specific
strategies that will be effective in meeting the specific needs of the child. It will be important in
the future to educate parents and grandparents to help them understand their child’s
communication disorder and teach them home strategies that will be most helpful in improving
their child’s specific communication behaviors.

Conclusions and Future Research

Overall, the findings of this study reveal great potential for working with parents and
grandparents of children with communication disorders in China through the implementation of
home intervention strategies. Despite limited grandparent responses, no differences between
parents’ and grandparents’ perceptions of the helpfulness of home intervention strategies were

observed. Findings indicated that caregivers as a whole perceived all strategies to be helpful in
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improving the child’s speech and language regardless of the reported communication behaviors.
These results may be related to the response group representing a clinically based cohort of
individuals seeking help for their child, a willingness to try different strategies with the hopes of
improvement in their child, a reduced understanding of the nature of their child’s communication
problems and/or the communication strategies described, a deference to the expert who
presented strategies as potentially helpful, and respondants’ potentially high socioeconomic
statuses. Due to all these reasons, it is important to remember that the reults of this study may not
generalize to the general population of China.

Future research, therefore, should focus on educating and supporting caregivers of
children in China on the nature of communication disorders and what strategies would be helpful
in improving the child’s speech and language through a partnership between the clinician and
caregiver. Developing caregiver-clinician partnerships may allow caregivers of children with
communication disorders in China to better understand their role in the therapeutic process and
build confidence in them to best work with their child. If Chinese caregivers are to partner with
clinicians in meeting their child’s needs, families will require education, support, and a possible
suspension of current beliefs regarding their roles as caregivers. Thus, current training models
used with caregivers in the United States will need to be adjusted when working with families in
China.

Future research may also include administering additional surveys to caregivers of
children with communication disorders in China to further understand the nature of children’s
communication behaviors in China and caregivers’ perceptions of speech therapy methods and

procedures used in the United States. Future surveys should prioritize collecting data from a
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larger sample of grandparents of children with communication disorders in China to confirm or
deny the results found in this study. In doing so, various modes of administration should be used
to collect data from older generations in China, including both online and off-line response
modes. It will also be helpful in future research to collect demographic information related to
caregiver education levels in China to examine if various levels of education impact the
perceived helpfulness or likelihood of implementation of home strategies.

Finally, future research may consider examining caregiver perceptions of the helpfulness
of home intervention strategies through including strategies on a survey not commonly used in
United States. Including “foil” type of questions on a survey may inform researchers on the
extent of Chinese caregiver’s deference to authority or willingness to try anything in order to
help their child. If caregivers are willing to implement strategies that would typically be
considered extreme or dangerous, such as “hit child after speech mistakes” or “say bad job after
speech mistakes,” clinicians must be especially mindful with how they educate and work
alongside caregivers of children with communication disorders in China.
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Table 1

Characteristics of Respondents

Parents (N=76)

Grandparents (N=8)

Total Parents &

Grandparents (N=86)

Age Mean (SD;

33.97 yrs. (4.03; 21-

58.00 yrs. (2.89; 55-

36.19 yrs. (7.80; 21-

range) 45) 63) 63)
Gender
Males 18 (23.7%) 2 (25%) 20 (23.0%)
Females 58 (76.3%) 6 (75%) 66 (75.9%)
Cities Represented 11 6 15
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Table 2

Characteristics of Children (N=86)
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Age Mean (SD; range)

61 mos. (21.33; 31-128)

Gender
Males 58 (66.7%)
Females 28 (32.2%)
Cities Represented 15
Attends Kindergarten/
82.6%
daycare/school
Dialect Spoken
Mandarin & Northern 61 (70.1%)
Cantonese 1(1.1%)
Hokkien 7 (8.0%)
JAC 7 (8.0%)
Other** 3 (3.4%)
Southwest 20 (23.0%)
Wu 4 (4.6%)

*Total includes 1 teacher and 1 relative who serves as the daily caregiver

**Qther: English, Hakka
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Table 3

Percent of Time Child Spent with Family Members
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Mother Father Petermel Paternd aterne vatera Other
Grandmother ~ Grandfather ~ Grandmother  Grandfather

0% 11 4.6 33.3 43.7 35.6 40.7 45.3
20% 5.7 32.2 29.9 32.2 21.8 30.2 31.4
40% 20.7 32.2 9.2 6.9 16.1 14 10.5
60% 21.8 195 12.6 115 12.6 9.3 5.8
80% 35.6 6.9 115 4.6 10.3 5.8 4.7
100% 13.8 3.4 2.3 0 2.2 0 2.3
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Table 4

Characteristics of Children's Communication

Communication Behaviors

% of Children Exhibiting

Behavior
Speech Sound Disorder Behaviors (N=45)
Speech sound errors 41.4%
Hard for others to understand child 26.4%
Stuttering Behaviors (N=44)
Has difficulty starting speech 13.8%
Blocks on sounds/words 24.1%
Stretches out the beginnings of words 3.4%
Repeats parts of words 32.2%
Makes faces or has tension in his/her face when trying to say
13.8%
something
Language Disorder Behaviors (N=65)
Doesn't understand what is said to him/her 29.9%
Unable to follow directions 11.5%
Does not put words together to form proper sentences 35.6%
Poor or limited vocabulary 36.8%
Has trouble reading and writing 19.5%
Talks at inappropriate times 27.6%
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Has trouble starting and ending conversations 13.8%
Cannot answer questions correctly 34.5%
Does not take turns when having a conversation 32.2%

Voice Disorder Behaviors (N=34)

Speaks too softly 24.1%
Has a hoarse/rough voice 1.1%
Pitch is too high 14.9%
Sounds too nasal or as if nose is closed off 5.7%
Non-Specific Communication Concerns
Gets upset about his/her speech difficulties and/or is afraid to talk 13.8%
Speaks too quickly 23.0%
Speaks too slowly 5.7%

Does not speak very much 23.0%
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Table 5

Reliability Estimates for Strategy Categories Based on Helpfulness

o1

Category/Factor Cronbach's Alpha

General Child Support

.95
(e.g., build child’s confidence)

Language Changes (e.g., use parallel talk) .93
Behavioral Feedback

.87
(e.g., ask child to correct his speech)
Conversational Manner

.86

(e.g., take turns while speaking)
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Table 6

Principal Component Analysis Total Variance Explained for Strategy Categories

Initial Eigenvalues
Component Total Cumulative %
% of Variance

1 11.96 56.97 56.97
2 2.09 9.95 66.92
3 1.19 5.65 72.565
4 1.00 4.78 77.35
5 .79 3.74 81.09
6 .60 2.88 83.97
7 46 2.17 86.14
8 .39 1.84 87.98
9 .36 1.70 89.68
10 .33 1.58 91.26
11 .29 1.39 92.65
12 .28 1.22 93.87
13 .23 1.10 94.97
14 21 1.01 95.98

15 19 .88 96.87
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16

17

18

19

20

21

.16

13

A2

A1

.08

.06

A7

.63

.59

.53

.36

27

97.63

98.26

98.85

99.37

99.73

100.00
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Table 7

Princical Component Analysis Pattern Matrix for Strategy Categories

confidence
Signal that you are listening

Give your child sufficient

time to speak

Take turns while speaking

Component
1 2 3 4

Add daily one-on-one time 912
Address your child’s

878
emotional reactions

Have fun with your child .861

Ensure adequate sleep .859
Accept mistakes in your

835 351

child’s speech

Slow down your daily pace 746
Match your rate of speech to

728
your child’s rate of speech
Build your child’s self

715

851

.848

182
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Ask your child to correct

.816
his/her own speech

55

Use more pauses in your
.801
speech

Praise your child for correct
726
speech

Manage your child’s
401 417
behavior

Expand your child’s

utterances
Use parallel talk

Decrease your negative
reactions to speaking 455
difficulties

Talk using your child’s

400
language level

-371

-.687

-.604

-.501

-.464

Follow your child’s lead 361

Ask fewer and simpler
331 307
questions

-.446

-.434

Extraction Method: Principal Componenet Analysis.
Rotaion Method: Oblimin with Kaiser Normalization.

Rotation converged in 13 iterations.
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*Component 1: General Child Support Strategies
Component 2: Conversational Manner Strategies
Component 3: Behavioral Feedback Strategies

Component 4: Langauge Change Strategies
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Table 8

Parent Versus Grandparent Mean Ratings of Helpfulness of Home Intervention Strategies

Parents (N=76) Grandparents (N=8)
General Child Support 4.56 4.88
Language Changes 4.33 4.77
Behavioral Feedback 4.31 4.69

Conversational Manner 4.05 4.42
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Table 9

Means (SDs) of Strategies Based on Helpfulness and Likelihood of Use

Strategy Categories Helpfulness Likelihood
General Child Support 4.60 (.64) 4.53 (.62)
Language Changes 4.47 (.74) 4.40 (.75)
Behavioral Feedback 4.35 (.82) 4.36 (.90)

Conversational Manner 4.08 (1.03) 4.13 (.98)
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Table 10
Pairwise Comparisons Between Strategy Categories
Sample 1 — Sample 2 St-;teiztic Std. Error Sstgti-ls-t(eisct Sig. Adj. Sig
Mean Conversational Manner
Strategies — Mean Behavioral
-.390 197 -1.979 .048 287
Feedback Strategies
Mean Conversational Manner
Strategies — Mean Language -.698 197 -3.544 .000 .002
Change Strategies
Mean Conversational Manner
Strategies — Mean General Child .983 197 4.991 .000 .000
Support Strategies
Mean Behavioral Feedback
Strategies — Mean Language
-.308 197 -1.565 118 .705
Change Strategies
Mean Behavioral Feedback
Strategies — Mean General Child
593 197 3.012 .003 016

Support Strategies
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Mean Language Change

Strategies — Mean General Child
.285 197 1.447 .148 .887
Support Strategies
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Table 11

Reasons Reported for Reduced Likelihood of Using the Strategies

Reason Caregiver Not Likely to Implement Frequency of Selection
Child Can’t Do It 41.5%
I Don’t Know How 13.8%
Child Won’t Cooperate 12.8%
It Won’t Work 11.7%
Child Does Not Need It 8.6%
It Will Create Conflict 4.3%
Not with Child Enough 4.3%

Other 3.2%
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Table 12

Percentage of Respondents’ Mean Strategy Ratings > 4 Based on Child’s Communication
Behavior

Strategy Category Spﬁ)ei(;r(])r?_jzlrmd ggu}:;iri?g Igir;glrjggf Voéc(aeh;)\j?gr;der
Behaviors Behaviors
General Child Support 88.9 90.0 90.8 91.2
Language Changes 82.2 90.9 89.2 91.2
Behavioral Feedback 77.8 79.5 80.0 79.4

Conversational Manner 73.3 75 70.8 73.5
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Home/Parent Intervention Strategies

Include in
Survey

1
RESTART

10 2/4 Roberts
Palin PCI & Kaiser

3
Kaiser &
Hancock

11
Lidcombe
Program

5
Baxendale
& Hesketh

6
Mcconachi
eetal.

7
Te Kaat-
van den Os

8
Cologon
Wicks &
Salvador

9
Pennington
& Noble

Interaction Con

tent/ Lan

guage

Follow child’s lead in play /
Be responsive to child’s
verbal behavior / Regard all
communicative efforts as
meaningful
o Watching what the
child is doing,
commenting on and
responding to what
the child is interested
in
o Allowing child to
solve problems
himself
o Joining the child in
his chosen activity
and copying what the
child is doing

YES

Letting child solve problems
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More comments than
questions

Nature of questions — closed
or forced choice

One question at a time &
wait for an answer

Complexity of questions at
child’s level

YES

Language is appropriate to
child’s level / Converse at
child’s level / Parent
language level consistency /
Simplified language

YES

Do not ask child to repeat a
mis-pronounced word if he
is not yet able to pronounce
all of the sounds (still
learning)

Decrease information
density by saying the same
word/sentence structure in
different contexts

Provide age appropriate
knowledge

Language is semantically
contingent on child’s focus

Repetition, expansion,
rephrasing / Emphasizing

YES
X2

XX
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key words / Use
parallel/reflexive talk /
Recasting child’s utterance /
Mirroring & mapping

Model how to describe word
if child can’t think of it

Praise & encouragement
o Build confidence by
praising specific
attributes the child
showed in an action
o Praise the child for
good speech

YES

Avoid demand speech (e.g.,
recite rhymes, tell stories)

Offer choices

Focus on content of child’s
speech — what rather than
how he speaks

Give clear, simple
instructions

Give limited amount of
instructions / More
responsive, less directive

Model specific child
language targets

“Say” Prompt




Ask the child to correct his
speech

YES

X

action Structure / Form

Time to initiate, respond,
finish / Sufficient talking
time / WAIT & give the
child time to respond
o Listen to the child
and ensure that he
has finished
speaking before the
parent speaks again

YES

Rate of input when
compared with child’s rate /
Speak at a slow-to-normal
rate
o Try to match your
rate to the child’s
rate
o Maintain naturalness
and normal
intonation

YES

Use of pausing / Add more
pauses
o Allow silences to
happen

YES
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o Use loner pauses
before speaking and
between utterances

Use normal eye contact,
position, touch, humor
and/or surprise / Fun
physical contact / Smiles
and laughter

YESx2

Speak with a calm, easy,
relaxed speech

Model normal disfluencies
in calm, relaxed way

Balance of child / parent
utterances

Balance of turn taking /
Turn taking as a family
strategy

YES

Avoid interrupting

Musicality of speech

Improve Parent
Responsiveness

XX

Regard all communicative
efforts as meaningful

Lifestyle / Family Strategies

Special times / Interacting
one-on-one with child for 5-
15 minutes a day

YES

X X

Managing two languages

X
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Building Confidence / Self-
confidence /
Self-esteem

YES

Address child’s emotional
reactions / Dealing with
feelings / Prevent/reduce
emotional reactions around
the child/ Neutralize
negative emotions
o Accept child’s
feelings
o Put feelings into
words
o Find ways to help
child vent feelings

YESx2

High standards
o Help child become

less sensitive to
speech, more tolerant
of stumbles, and able
to accept “good-
enough” rather than
“perfect” speech

Ensure the child gets enough
sleep

YES

Behavior management /
Provide limits/discipline

YES
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o Manage child’s
behavior when he
misbehaves

o Encourage
cooperation

o Noticing what is
going well

Routines / Maintain
consistent routines (e.g.,
specific bedtime sequence) /
Offer structure

Slow down the pace of life /
Daily pace
o Reduce the number
of commitments and
activities
o Avoid last-minute
rushing
o Add extra help to
meet all of the
responsibilities

YES

Provide support for child
during periods of transition
or disruption (holidays,
moving, etc.)

Recognize need for less
talking (e.g., when stuttering
IS worse)
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Structure conflict situation

Reinforce child’s feeling of
security / ensure child feels
seen and heard

Quiet times

Help child cope with high
degrees of arousal /
excitement / tension

Use turn-taking and rules for
conversation

In final phase, desensitize to
communication pressures

Postpone speech when little
time to talk

Track and report speech
difficulties to clinician

X

Child Strategies

Rate reduction

Pausing to think

Easy onset

Being more concise

Eye contact/focus of
attention

YES

X | X[ X X]| X

Speech Motor Training (i.e.,
accurate, fluent smooth,
sufficiently rapid)

Promote the idea of easy,
carefree communication
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Slow vs. fast

Trying too hard — goes more
smoothly if don’t try so hard

Use more normal
disfluencies (i.e., modify
child’s stuttering)

Stuttering Specific Strategies

Openness about stuttering /

Discuss stuttering in neutral,

nonjudgmental way

o Learning what to say

when child is
struggling with
speech or other
things (e.g., oh that
was hard to say,
wasn’t it?)

No speech advice

Minimize own
perfectionism

Model how to make
mistakes
o Help child see that
we all make mistakes

YES

Modify unhelpful non-
verbal reactions to stuttering

Use a calm, acknowledging
attitude toward stuttering
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Stuttering is allowed (you
are learning to talk)

Model easy disfluencies to
help child become less
sensitive to stuttering

Stuttering is allowed (not
great at doing everything)

Use stories to help child’s
deal with strong negative
feelings about talking &
stuttering

Produce disfluencies in
speech and show how to
react and not be afraid of
stuttering

Other Strategies

Language & phonology
therapy

School or preschool liaison

Onward referral (referral to
other professionals as
needed)

Provide language
stimulation to eliminate
imbalance

Improve word retrieval

Improve/automatize
sentence production
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Improve pragmatic skills \ \ X ‘ ‘ |

Franken, M.C. & Putker-de Bruijn, D. (2007) (RESTART)
Roberts and Kaiser, 2011

Kaiser and Hancock, 2003

Roberts and Kaiser, 2012
Baxendale and Hesketh, 2003
Mcconachie et al, 2005

Te Kaat-van den Os, 2017

Cologon Wicks and Salvador, 2017
Pennington and Noble, 2009

10 Kelman & Nicholas, 2017 (PClI)
11. Lidcombe Manual

©oeNo A WDdDE



PART 1: DEMOGRAPHIC INFORMATION
FE—E: BRRER

1. Your Gender
RS

2. Your Date of Birth
B4 H

3. City You Live In
& B AE IR T

Appendix B

Parent and Grandparent Survey

The following questions are about your child or grandchild:

DLNME B R TEMEZ TN
4. Child’s Date of Birth
ZF A
5. Child’s Gender
%7
6. City Child Live In
F R AR T

7. What’s your relationship with child? Select one.

EMEZ TR R A7 HIE .
a. Mother {514
b. Father T8
c. Paternal Grandmother /%

74



- ® o

g

75

Paternal Grandfather 4555
Maternal Grandmother #%%/4% 4%
Maternal Grandfather #h 2\ /155
Other HAih

8. What language(s) does the child speak? Check all that apply.Checkboxes for language choices.
B ulPeeiE 5 2 EIREIT A EH AR,
a.

9.

b.

Mandarin dialect and Northern dialect (Beijing and Tianjin, Hebei, Henan, Shandong, and Inner Mongolia section)
Pl 1l MEACTTE GBI Wb R IR, RN

Wu dialect (including the southern part of Jiangsu, Zhejiang, Shanghai, and southern Anhui)

FiE CEAEILIRRH. WL, ARG

Jin dialect (most of Shanxi, the northern part of Shaanxi, western and southern Hebei, northern Henan, central and
western Inner Mongolia)

EERT IR QINNTii N =11 4 D W it oy N B iR @ NI T == | N e T

JAC dialect (Anhui, Jiangsu, north of the Yangtze along the river, south of the Yangtze along the river)

e & C2f, WKL, KITE R —H)

Xiang dialect (Hunan)

g CHIEE)

Northwest dialect (Shaanxi, Gansu, Qinghai, Ningxia, part of Inner Mongolia, Xinjiang Han)

VEAETTE (BRPE. HR . HiE. TR NEH 0. BEENUR D

Sourthwest dialect (Sichuan, Yunnan, Guizhou, most of Hubei, northwestern Guangxi, northwest Hunan)

PiE s (U = ses WIAERHES . 7o vaABER . Wi ra AL

Cantonese (Guangdong, part of Guangxi, Hong Kong, and Macao)

BIE 7R TS FEBARTD

Hokkien dialect (Fujian, Taiwan, and Hainan)

s R BN RE D

Indicate the amount of time the child spends with the following persons.
HEZT 50N NAHAE R A Ee A .
a. Mother 1245 (percentage dropdowns: 20%, 40%, 60%, 80%, 100%)
b. Father &5



C.
d.
e
f

g.
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Paternal Grandmother 3%}
Paternal Grandfather 554%
Maternal Grandmother #%%/4# &%
Maternal Grandfather #h 2\ /155
Other H:Aih

10. Is your child/grandchild attending kindergarten/daycare/school?
BRI FIANFAE Ly L Es b 2Eng 2

a.

b.

Yes 7
No &% A

11. Does your child/grandchild have any of the following behaviors? Select all that apply: & 7% 71707 HBLLL AT 852 %
PRTEEH A ZR:

O

Doesn’t pronounce speech sounds properly (Se se instead of xiexie)/substitutes an incorrect sound for a correct sound
(dede instead of gege)/adds or leaves out sounds in words (o instead of wo, yaoupsidedown-e instead of yao)

B ANREHERA K& 121 DRI 20— B R — MRS (FLn gege” K il dede”) /4% 17851 HLN
ANBU L — 2 (HLamks wo” K0, Bif "yao” K ys™)

Hard for others to understand child

Ay NARAE PR AR 4% 1 Ul 1

Has difficulty starting speech %+ - 46 1 1 i 45 TR

Blocks on sounds/words (i.e., gets stuck on sounds/words and sound cannot come out)

B e R F uin F IR R (b, AR ERA, AU AR

Repeats parts of words

By B A

Stretches out the beginnings of words (e.g.. “m --> ommy”)

e KT r) e (e, m---4849)

Makes faces or has tension in his/her face when trying to say something

LT AR, %7 AT R A B AR ILIA 2 5k



77

Gets upset about his/her speech difficulties and/or is afraid to talk
o H OSBRI, A/eE i

Speaks too softly

UK

Speaks too quickly

R RAT NN

Speaks too slowly

SN N

Has a hoarse/rough voice

%518 A

Pitch is too high

i il S AR

Sounds too nasal or as if nose is closed off (i.e., talking through his/her nose; sounds like nose is blocked or has a cold)
T B A EBE R AT EAE T (b, i B EE I B R IR RE BT T
Doesn’t understand what is said to him/her

P25 AN ER N R At b i R 135

Unable to follow directions

T AR IFE4

Does not put words together to form proper sentences

T AR A A& )T

Poor or limited vocabulary

Z L aE D E R

Does not speak very much

ZT A B AU

Has trouble reading and writing

1A TR A0 5 AR DR



O
O
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Talks at inappropriate times

BT S AEA S S B T

Has trouble starting and ending conversations

LA AETTUR DL R S5 O 13k 7 T A7 PR R

Cannot answer questions correctly

P AR HERf ] 2 ) 2t

Does not take turns when having a conversation (interrupts others, dominates conversation, etc.)

ZAERE A REEATRI (LU 3T Wronl A B 578 32 Al 455D

12. How severe is your child’s communication problem/difficulty? (Likert scale 0-9 — label 0, 1 and 9 only)

TR 21 1R 38 PR XEAT 22 7™ L ?

a.

b.

C.

0 — no communication problem ¥ ¥4 38 Al #fk
1 — extremely mild problem [ Xk 3F % 2
9 — extremely severe problem PR sk JF % ™ &

13. Have you been told by a professional (e.g., a pediatrician, a therapist, a teacher, a psychologist) that your child has any of the
following? Select all that apply:

AEATNWANL Cen, JUBRHEAE. WRI7im. 20, OEEAD SUREZ AL ER? SR aEHRER:

a.

S@e - o a0 o

Communication disorder (e.g., articulation disorder, language delay/disorder, stuttering, voice disorder)
MiERERE (behn, WSS, B S REMENS, Lz, BEES

Autism Spectrum Disorder [ FHJE 1% £ b5

Cerebral Palsy i ji

Hearing loss P /7451 4%

Childhood apraxia of speech J| # & 15 S 1B

Dysarthria 1) &5

Learning Disability (reading, writing, spelling/character structure) 2= > ffg (3L, S51E, $5)
Down Syndrome f& (£ A iE

Cleft lip and palate JE =%



j. None
k. Other JAth:
14. When was the child diagnosed with this disorder? (check list)
BT A A 2 Wi 2
a. Date of diagnosis 2 ¥t H 11
15. Has your child received any treatment for his/her communication problem?
P27 DRI DAyt 18 /) 308 R S 52 o AR AT YR 7 1 2
a. YesH
b. No ¥&f
16. If yes — Which treatment has he/she received? Select all that apply:
WERA, G2 TMERT? A EH NS R:
a. Oral motor treatment L JJLiG 77
b. Everyday practice using strategies 1 Ji 5 H& &5 K 25 >
c. Sensory integration J&4;
d. Other Hiih:
17. How effective has this therapy been? -5 -point scale with only 1 and 5 labeled
B2 KR T A A0 2
a. 1-Notat all effective 5¢ 4= LR
b. 5 - Extremely effective E% A %4

PART 2: COMMUNICATION STRATEGIES
B BN

79
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Please rate the following communication strategies on two scales.

First, on a scale of 1-5, rate how helpful you think the strategy would be for your child/grandchild, 1 = not at all helpful and 5 =
extremely helpful.

Second, on a scale of 1-5, rate how likely it would be that you would implement these strategies with your child/grandchild, 1 = Not at
all likely and 5 = extremely likely.

TEXT LA ¥4y 38 SR P 5 T REAT V73 o

B, 78 1-5 TN, ISR A RN I T A RCA TR, 1 RBA T, 5 AR AT,

Hk, 18 1-5 KVEE A, PP RN EZ 7 S XA SR T aett 200, 1 REARE, 5 —RAFFA I RE.

How likely
would it be that
you would
How h_elpful_do implement this
you think this -
your child/

be for your child/ _
grandchild? grandchild?

mnmxgEy CRURTIR
SNEHBTER R EXATEE

Strategy Description Example
SRS ipa BIF kil MHEA?
Not At All Helpful Not At All Likely
=1 =1
Extremely Helpful Extremely Likely
=5 =5

W = 1 WA = 1
EHAE =5  EEATRE =5



NOTE: Only label
1 and 5 on the 5-
point scale

Strategies to use when talking to and/or playing with your child:

% 5% 5 A1/ BRE T2 e T SIC it ) SR -

Strategy

Give your child
sufficient time to
speak
1% R I ]
A

Signal that you are
listening

RN EAET

Take turns while
speaking
L TR RE

Description

Allow your child enough time
to start and finish speaking
before you speak.
FERITIRUCTEAT, i TH
FR T B SS [F) T 4 R 235 TR AE 15
15 o

Let your child know you are
listening to him/her by using
gestures and maintaining eye
contact.

T AR S BGEM AL
P RATE SEAE T A 152 0

Evenly alternate child speaking
and parent speaking and avoid
interruptions.

B MK U, I
CAEAR T

Example

When child begins to tell a

story, wait patiently until 1-5
he/she finishes.

AT IR,

MR O S5 A 2% 1 1 56

While child is speaking, 1-5
put your hand to your ear

to demonstrate you are

listening; look at your child

when he is speaking to

signal listening.

BT UTER, IETFR

N HLFRREALENT: T

YR B H % T RN AL

Wr .

Allow child to speak after 1-5
you speak. The number of

utterances spoken by you

and your child should be

relatively equal.

IR G

e U A TR

T U AT BE N A

EZ R

NOTE: Only label
1 and 5 on the 5-
point scale

1-5

1-5

1-5
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Talk using your
child’s language
level
HEZTHIES K
AR

Use parallel talk
AT B

Follow your
child’s lead
IRFE T T

Ask fewer and
simpler questions
[ i) 7D — 2,
H.fi 1 — Lk

Speak in sentences that are also
appropriate for child and use
vocabulary that is age and
developmentally appropriate for
your child.
WAFEZTAKFRA)T, I
S F N2 T 4RI R K B 1
RVl & %5 AL .
Describe what you and the child
are doing while you are playing.
FE B I fige St 3R AN 112
G

Follow child’s initiative and
attend to child’s interests, rather
than suggesting new subjects
the child must attend to.

HREEEZ TR, FFRIEE
THIGER, A2 RN — L
T FEYLE T AN
24,

Comment on what the child is
doing rather than asking
questions.

When asking questions, focus
on things happening in the
current moment. Ask only one
question at a time and patiently
wait for an answer.

PR T AT AT AN T2 7]

i) 2,

Avoid using advanced
vocabulary or long
sentences with children
who are just beginning to
speak.

L% T WG Ui g i,
G A IR LR 1AV B
H)Fs

Child is playing with a car.
Caregiver: “You are
driving your red car.”
B, TR U
“PREEFFIRBILL AR ZE .
Watch what the child is
doing and talk about what
the child wants to talk
about; Play with toys the
child wants to play with.
MEEZ T4, B
Z N1 AR E ) N
By M T I TR E D
M3t A .

Child is drawing.
Caregiver: “I am
wondering what you are
drawing.” Child does not
have to respond.
AR, T
“RAEBRAEES 4. "
TN BRI XA 7]

1-5

1-5

1-5

1-5

1-5

1-5
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10

11

Expand your
child’s utterance

L% T A
?ﬁ

Ask your child to
correct his/her
own speech

it RBLEEC
VLG

Praise your child
for correct speech
5 REZTIET

= ih

Decrease your
negative reactions
to speaking
difficulties
D% T
ik VR HE F A7 1 e
I

] AR, SRVE S N IEFE K
ARFAE . BRI AN
A, HL O AT [l
Repeat child’s sentence back to
child and add more complex
language or vocabulary to it.
HEGZ UL RS EZT
W, RIS RHES
1AL M

Tell the child to say a sentence
again when his/her utterance
has speech errors.

g UL LA 2 VR
B, R TR TR
i

Praise your child for good
talking when the child’s
utterance is correctly produced.
BT UIERN A RS, &
RET AR

Avoid giving negative
responses when child has
speech difficulties.

A% T IS AR,
Gugs T 4 N

Child: “Dog.”

Caregiver: “Yes, thatis a
brown dog.”

T S, 7

MR Ui: X, BEAR
(EN IR P

Child: “W-w-where is
dad?”

Caregiver: “Can you say
that again?”

Zr vt “E e ENREE
g2

R U PRAT LA
. ‘ﬁ DE‘I, 2 »

Child: “Where is dad?”
Caregiver: “Good talking!”
Byt “mEaEm?
HRE Ul “Uifgar!

Avoid reacting strongly
with facial expressions,
body language, or words
when child incorrectly
produces a sound or word.
Keep a calm, pleasant face
whenever the child is
speaking.

1-5

1-5

=5

1-5

1-5

1-5

1-5

1-5
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12

13

14

Match your rate of
speech to your
child’s rate of
speech
1SR B T AN £
T HITEE VLA
Use more pauses
in your speech

AT EACRII

Accept mistakes in
your child’s
speech
EXEZ T EIE
Hf F iR

Speak at the same rate as your
child. Talk in a slow, relaxed,
and natural manner.

MEZF R —FERiEE . Ui
TENRFFB . AR HI . BA
K EHREIRAS -

Use longer pauses before
speaking and between
utterances; allow silences to
happen.

FEFTUE Ui 1 BL A 1) ) 2 []
fl A — Le i, Fo VDT
BRA A

Let your child know it is
acceptable to make mistakes

when he is learning how to talk.

TR, kT
RHTE 52 AT LA 21 o

P F AN I A H  BA]
I, 3t Gt AR
JRCARTE 5 B i L

AR o

PR UG, OREEFi
LIRS R

If your child is speaking 1-5

more slowly, then you
should speak more slowly.

R T UieE L, i

VRS S TR

Child: “That’s my car.” 1-5
Caregiver: [pause] “Yes,
that’s your car.”

Byt RN,
RS (=l e <
Hr, RRARKIE. ”

Caregiver: [models a 1-5
mistake in speech] says
“Oops, that one was hard
for me to say. That’s okay,
we all make mistakes
sometimes.”
MEE H O emiE— 15
ERR, NEtl: I,
00 25 DA P A B 15
A&k %R, HMHH
I IR IR . 7

1-5

1-5

1-5
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15

16

17

18

Have fun with
your child

UEE A7 E S R

Make sure your interaction is
enjoyable for you and your
child.

TR AN (R BBl R R
TR R MR o

Strategies to use at home:

A S AT SIC it FR) SRS «

Manage your
child’s behavior

EIRT TN

Ensure adequate
sleep
RIEZTA 2%
1) B IR

Add daily one-on-
one time
IINAE R — X}
— I [H]

Address your child’s
misbehavior and encourage
cooperation.

WEEZ T ZATN, I
Sl A

Make sure your child gets
enough sleep each night.

R T RERIE _E#RA TR AL
BRI

Interact one-on-one with your

child for 5-15 minutes each day.
Get down to the child’s physical

level to be in a position where
you can communicate while
making eye contact.

R MZ 13547 5-15 708
—Xf—HE . MEZTAT

Use humor, surprise,
physical contact, smiles,
and laughter while
interacting with your child.
A%+ H BN, A Hg
N N 2% 2 N
eV PN

Child misbehaves.
Caregiver: “You did not
follow the rule. Make sure
you follow the rules to stay
safe and have fun.”

T HIA BT R
FEUITE 10 R ST
U o ARERPRARIE 5 H
WA Be PR ¥R 22 4z i HEifs
Filro

Establish routine bed
times.

S ST AR B S TR

While playing with toys, sit
on the ground with your
child.

Dbt M1k
e |

1-5

1-5

1-5
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19  Build your child’s

20

self confidence
By ZTIERE
L)

Slow down your
daily pace

TR s H H
72

21 | Address your

child’s emotional
reactions

UBE % T T
B

LW, XN T
A AT LA HR P AZ L -
Praise your child for things he
does well including talking and
other activities.

FE % T AR U I IR i 5 2 %
T AT RAR BT A A
Zf) o

Reduce the pace of a busy
lifestyle.
JRUMS T R PR ARV 15 22

Help your child manage
emotional reactions by
accepting the child’s feelings,
naming the feeling, and finding
ways to help the child vent.

WA AT, P
Sy itheE, UL T
B MBI TS, B
BT EHECHIEE RN

Child picks up all of his 1-5
toys.

Caregiver: “You picked up

all of your toys, you are

such a good helper!”

B T IrA KA.

Y R P S (= A1
rHEAR R T, RER
MFHFL

Reduce the number of 1-5
commitments and

activities. Avoid last

minutes decisions. Add

calm transition time

between activities.

b AR TE S B .

WE A B e — ZIMUE

TEIE B Z R 38 In-~F-i i e

PERTIA]

Child cries after making a 1-5
mistake.

Caregiver: “I can see you

are frustrated. That’s OK,

sometimes we make

mistakes and that upsets

us.”

ZTFIRHEERT .

FEUm R i “FRENTEIRIR

Hik. ®XRR, WATER

1-5

1-5
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PEILH, XS LRITE

CONDITION: Respondent selects 1 or 2 for questions 1-21 when answering “How likely would it be that you would implement this
strategy with your child grandchild?”

1. Please select the reason why you would not implement this strategy. Select all the apply:
TR IR PR A 2 Tt X A S I R R o T e A T A

| am not with the child enough &A% - #H &b BB A AN %2

I don’t know how to do this AN KIIE B4 SEHEIX A 5K

I don’t think it will work B3t 151X M4 44

| think this will create conflict & /53X AN 17 sk ph 2

I don’t think the child needs it F&AN W3 % T 75 ZEIX AN HEw

The child will not cooperate #% 1A 4x & 1E

The child can’t do this #% F A3

O 0OO0Ooooao

Other H:Aih:
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Appendix C
Informed Consent

“You are invited to participate in a survey. The survey is being conducted by Riley Malloy
under the supervision of Dr. Jennifer Watson (Davies School of Communication Sciences
and Disorders at Texas Christian University, Texas, U.S.) and Dr. Xueman “Lucy” Liu and
Wendy K. Lee (Bethel Hearing and Speaking Training Center, Shanghai, China).

The purpose of this study is to collect information about how helpful you think teaching
strategies would be with your child/grandchild who has a communication disorder. We
estimate that it will take about 10-15 minutes of your time to complete the survey.
Benefits of participating in this survey may include giving you some ideas about how you
may interact with your child/grandchild. Also, your responses will help us develop future
training and treatment for children with communication disorders.

As with any survey, your participation may affect your feelings. You will not be asked to
describe specific experiences or events in great detail. You are allowed to exit the survey at
any time. Only the authors of this study will have access to your responses. Data will be
stored on a password-protected hard drive. You may contact the researcher if you wish to
learn the study’s results.

Your participation in this survey is entirely voluntary. You may decline to answer any
question and you may withdraw from the survey at any time without penalty. If your child is
currently receiving therapy, your withdrawal will not affect your child’s current or future
status as a therapy recipient.

If you have any questions, please contact Riley Malloy at +1 (720) 785-0091 or

riley.malloy@tcu.edu, Dr. Jennifer Watson at j.watson@tcu.edu or +1 (817) 257-6876, Dr.

Lucy Liu at lucy.liu@ourbethel.com or 159-2155-8824, or Ms. Wendy Lee at
wendy.lee@ourbethel.com or 135-6421-4227.

You are free to contact the investigator by phone or email to discuss the survey. If you have
any questions about your rights or are dissatisfied with any part of this survey, you may
anonymously contact the Office of Research at +1 (817) 257-7104.

To complete the survey, click on the “->" arrow below.”


mailto:riley.malloy@tcu.edu
mailto:j.watson@tcu.edu
mailto:lucy.liu@ourbethel.com
mailto:wendy.lee@ourbethel.com

Appendix D

Home Intervention Strategy Categories
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Strategy Category

Home Intervention Strategy

General Child Support

Build your child’s self confidence

Slow down your daily pace

Add daily one-on-one time

Match your rate of speech to your child’s rate of speech
Have fun with your child

Ensure adequate sleep

Address your child’s emotional reactions

Accept mistakes in your child’s speech

Language Changes

Ask fewer and simpler questions

Follow your child’s lead

Expand your child’s utterance

Decrease your negative reactions to speaking difficulties

Use parallel talk

Behavioral Feedback

Use more pauses in your speech
Praise your child for correct speech
Ask your child to correct his/her own speech

Manage your child’s behavior

Conversational Manner

Signal that you are listening
Take turns while speaking

Give your child sufficient time to speak




Dates and Locations of Caregiver Education Events Provided by the Bethel Hearing and

Appendix E

Speech Training Team
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Training Dates

Training Location

August 24-25, 2019

Nanjing, China

September 17, 2019

Shanghai, China

September 20-21, 2019

Chengdu, China

October 13-14, 2019

Qingdao, China

October 19-20, 2019

Xiamen, China




