




Overall, we found 15 different things that parents were trained in, from learning how 
to do shared book reading to encouraging self-correction and self-monitoring by the 
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show you here.

The most common information that parents were provided was about treatment 
procedures �t such as how often they would be required to work with their child, and 
what their role would be. The next most common thing that these parents were 
trained in is in general therapy techniques. The studies that included this did not 
provide details about what this actually meant.

Notably, those parents that were engaged in a support role were trained in fewer 
things than those parents who were trained to become the primary interventionist.
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What were parents trained in?'!'----~ 
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Given that the literature on adult training methods says that it is best to use multiple 
strategies when training parents, it is also important to consider how the parents 
were trained in these treatment techniques.

A range of training methods were used within the empirical literature. The graph 
shows the frequency of each training method across the parent training protocols 
identified in the literature.

The most common training method was for parents to observe the SLP conduct 
treatment with their child, followed by practising in front of the SLP.
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How were parents trained? 
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We extracted information about how much training parents received, and in what 
service delivery formats.

We found a large range of service delivery models used when training parents to 
provide phonological intervention.

Many of the studies did not provide information for all of the intensity variables, thus, 
we were only able to calculate the total amount of training provided for a few of the 
studies.

(summarise boxes on slides)
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Service Delivery of Parent Training 

Mix of models 

- E.g . group, individual, 
combination 

Mix of frequencies 

- E.g . weekly, fortnightly 

Mix of locations 

- E.g. clinic, home, phone 
training 

Mix of total number of sessions 

- E.g. one session only, up to 
17 sessions 

Mix of durations 

- E.g. 45 minutes, 2.5 hours 

Primary Interventionist: 

Parents received between 
2 and 27.5 hours of 

training (average 15.8) 

Support Role: 

Parents received between 
45 minutes and 8.3 hours 

of training (average 4 
hours) 
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Let’s now turn to the home tasks that were provided in intervention for phonology-
based SSD.

When analysing the 61 included studies, we found that the more traditional term 
“homework” did not adequately represent the range of tasks that were provided. 
Hence, we’ve used the term “home tasks” to refer to intervention activities that were 
completed at home.
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Many of  the studies provided more than one type of home task within the 
intervention. This graph shows the prevalence of each home task across the 
literature.

The most common was production practice during set tasks, which includes tasks 
such as practising target words in drill play. The next most common home task was 
listening tasks, which includes input-based activities such as auditory bombardment 
and auditory discrimination.

Notably, NR = 32% of studies
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Types of Home Tasks 
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We were interested in the service delivery and intensity of home tasks.

Most of the tasks were completed with parents’ help, but other people were also 
involved.

Looking at the intensity….

Frequency
Duration
Dose – ranged from 4 to 25 per home task

No intensity info for 50% of papers

Given that SLPs may be providing home tasks as a way to increase the amount of 
intervention available to children with SSD, we wanted to see the added dose from 
home tasks…
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Service Delivery and Intensity of Home Tasks 

Who helped complete it? 

Parent 

Parent and Teacher 

Parent and sibling 

Parent, family and friends 

Not reported 

Added dose from home 

tasks: 

280- 2800 

(Average 1652) 

Inten sity 

Frequency 

Ranged from more than once 

daily to less than once a week 

6 - 7 times per week 

Duration 

Ranged from less than 5 

minutes to 30 minutes 

S - 10 minutes 

Dose not reported for 86% of 

tasks 

Ranged from 4 to 25 per task 
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Now I will present results from the TIDieR checklist, which as you’ll recall looked at 
the reporting of interventions as a way of considering replicability.
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Intensity: 16 x 30 minute sessions over 8 weeks, each comprising 100 trials. Home 
practice was production of 10 words 3 x daily

23

TIDieR Checklist (Hoffman et al., 2014) 

• G illon (2000) 

7 studies 
School-based sessions 
1 6 x 30 minute sessions 
over 8 weeks 
1 00 trials per session 

/ Home practice 

• Crosbie et al 
(2006) 

1 0 words, 3 x day 
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What does this mean?

The results from the TIDieR checklist, and results showing that 32% of home tasks 
were not detailed, shows that the evidence base is not comprehensive.

This has huge implications for implementation and replication. How can SLPs and 
researchers conduct interventions when they are not adequately described?

However, don’t be too disheartened. We have a handful of really helpful studies that 
show that parent involvement and  the provision of home tasks can be effective 
practices when treating SSD. For example…

We also have the NOMs data, which show that completing a structured home 
program in conjunction with SLP-delivered Rx increases the effectiveness and 
efficiency of therapy.

25

Clinical and Research Implications 

+ 
Limited details in reporting has implications for implementation 
and replication 

Key studies 

Breen & Westman ( 1 990) - more effective than SLP-delivered therapy 

Lancaster et al. (201 0) - effective, but not as effective as SLP-delivered 

Eiser man et al. ( 1990, 1992)- as effective as SLP-delivered therapy 
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What can we do to improve this, and to help replication and implementation?

Discuss
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Replication and Implementation 

••• :•e • . 
• Evidence Base • •• •• • • 

Consult implementation science literature 

Providing online supplementary materials detailing intervention 
procedures 

Creating procedural manuals for intervention 

Developing resources for intervention 

Conducting workshops with SLPs 

Training local experts 

Publishing tutorial papers 
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Summarise

I hope from  this presentation you’ve identified some more ways of involving parents 
in intervention for SSD. I think they are invaluable resources who we should work 
with to help the children on our caseloads.
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Future Research Needs 
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,_27 



28


