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Using "Tools” with CAS Clients:
Understanding the Debate and

Applying the Techniques

Renee Roy Hill, CCC-SLP COM®
Speech and Language Pathologist
OPT Speech and Feeding Specialist

Certified Orofacial Myologist
Author of “The Apraxia Kit”
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CAS may impact both speech and non speech movement
present (Crary & Anderson, 1991; Dawvis et al., 1998; Dewey,
Roy, Square-storer, & Hayden, 1988; McCalbe, Rosenthal &
Mcleod, 1998; Shriberg et al., 1997)

Why This

Some children with CAS may have a limited sound

Presen’ro‘rion? repertoire or babbling ( -

Some children are non-verbal secondary to severe deficits
in motor execution and other diagnosis (ASHA Practice
[elgrel)}

CAS may co-exist with other diagnosis to include Autism,
Down Syndrome, Sensory Processing Deficits, and
Dysarthria. (ASHA Practice Portal)

Renee Roy Hill MS, CCC-SLP COM® 2022

Treatment Options According to ASHA Portal:

Shaping Approaches: the best/most accurate productions possible.

Sensory cueing approaches: that involve using the child’s senses (e.g., visual, auditory,
proprioceptive, and/or tactile cues) to teach the movement sequences for speech.

Motor programming approaches: are based on motor programming/planning principles. These approaches
provide frequent and intensive practice of speech targets;
focus on accurate speech movement;
include external sensory input for speech production (e.g., auditory, visual, tactile, and cognitive cues);
carefully consider the conditions of practice (e.g., random vs. blocked practice of targets); and
provide appropriate types and schedules of feedback regarding performance (Maas et al., 2008).
Dynamic Temporal and Tactile Cueing (DTTC)
Nuffield Dyspraxia Program( NDP3®)
Rapid Syllable Transitions (ReST)

Linguistic Approaches:
Cycles approach
Integrated Phonological Awareness (IPA)

Prosodic Facilitation: use intonation patterns (melody, rhythm, and stress) to improve functional
speech production. Melodic intonation therapy (MIT; Albert et al., 1973)

Renee Roy Hill MS, CCC-SLP COM® 2022
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Dynamic Temporal and Tactile Cueing (DTTC)

Methods in
CAS currently
considered

standard
under motor
programming:

1)

2)

Imitation

Simultaneous production with prolgnged vowels (most clinician

support)

3)
4)

6)

7)

8)

Reduction of vowel length

Gradual increase of rate to normal
Direct imitation
Intfroduction of a one or two secondl S-R delay (least support)

Spontaneous production

Additional Cues Utilized in DTTC:

In addition to the many supported (cued) attempts at repetition ( simultaneous,

immediate, or delayed repetition) multimodality cueing is also used, including

techniques such as:
GESTURAL CUING PROSODIC

CUING
Dynamic Temporal and Tactile Cuing: A Treatment Strategy for Childhood Apraxia of Speech, Strand, AJSLP 2019
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Figure 3. Complete dynamic Dynamic Temporal and Tactile Cueing hierarchy illustrating when and how to move up or down the hierarchy.

| Incorrect | I

If little improvement after 5
or 6 trials, take out the voice
and just mouth the word; use
tactile and gestural cues as
necessary

Continue simultaneous
production; gradually move
toward normal rate

/

‘When accurate at a normal
rate, begin to vary prosody
(child does not have to)

‘When child is accurate and
clinician has varied prosody
for at least 10 trials

- [omermmn |

| Incorrect | |

Correct

Add mime and/or go

Continue direct imitation trials; gradually
increasing to a normal rate, adding and
fading cues as needed

back to

production

When child maintains accuracy with no cues,
begin to vary prosody

‘When child is accurate and clinician has varied
prosody for at least 10 trials

I Incorrect

Shorten delay, add
mime, or return to
direct imitation

When the child has maintained
accuracy at a normal rate for 10—

15 trials, begin to vary prosody

‘When child is accurate and
clinician has varied prosody
for at least 10 trials, move to

spontaneous production

But what if there

syllables in

Imitation to
seguencee

are not speech
sounds or
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(Rapid Syllable Transitions) ReST

* Used primarily for older children (ages 5+) with mild to
moderate CAS who can sustain attention to structured

tabletop work
* Designed for children with CAS to facilitate improved:

* Phoneme accuracy and consistency
* Speed and fluidity of transitions from one syllable to the
next
* Appropriate lexical stress
* Targets used are phonotactically permissible pseudo-
words (CV.CV, CV.CV.CV) with varied stress assignment
Murray E, McCabe P, Ballard KJ. 2015

www.apraxia-kids.org/wp-content/uploads/
2019/06/Chicago-Handout-Slides.pdf

Smoothness: Fluent Speech to reduce syllable segmentation (Need syllables to work on
this step)

Rest Readiness Checklist:

® Ages 4-13

® Has 4 consistent consonants and 4 consistent vowels

® CAS as only significant diagnosis

® Tolerance of getting things wrong

® Tolerance of 10 minutes of drill time and 50-60 min session

® 4 sessions per week for 3 weeks- no parent training recommended

3 Main concepts:

Sounds: Refers to the accuracy of phonemes. To teach sounds you use the cues and
techniques you use in other speech therapy.

Beats: stress and unstressed syllables in words. (Need syllables to work on this step)

10

10
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But what if the client
does not have 4
consistent
consonants and 4
consistent vowelse

11

Nuffield Dyspraxia Program( NDP3®)

is a motor skills learning approach that emphasizes motor
programming skills and focuses on speech output. It is described as
a "bottom-up" approach in which the aim is to "build" accurate
speech from core units of single speech sounds (phonemes) and
simple syllables. New motor programs are established using cues
and feedback and through frequent practice and repetitive
sequencing exercises. Phonological skills are incorporated into the
treatment approach through the use of minimal word pairs (Williams
& Stephens, 2010). -

phens, ) \;'
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Phrase and
sentence level
L 4 worksheets

Single sound

picture cues 2zt Ui

pictures at each
word level Blending/
transition
worksheets

Uses picture symbols but can be used in conjunction with other cueing systems: cued articulation, orthographic
and diagrammatic cues

Acknowledges that some children may also have difficulties with auditory discrimination and may need to work
on both “input and output”

Although not specifically designed to focus on phonological awareness, materials can be used for sound and
syllable blending, segmentation, CVCV and multisyllabic word levels

Minimal pair work is built in at appropriate levels

Oro-motor- includes guidance on eliciting oral movements required to produce specific features of articulation,
in isolation but are soon linked to speech.

13

Uses more of @
pbottom up approach
but still relies on
auditory and visudl
cues as primary mode
of teaching

14
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Prompts for Restructuring Oral Muscular Phonetic
Targets (PROMPT)

Multidimensional approach to speech
production disorders addressing physical-
sensory aspects of motor performance as well
as cognitive-linguistic and social emotional

aspects.

Progrd ms Integrates all domains and systems toward
2 positive communication outcome

Used TO OSS|S1- Can be used with varying disorders

Based on a Motor Speech Treatment
ﬂon—verbcﬂ Hierarchy (Hayden & Square 1994; Dale &

& " Hayden, 2013)
Chlldren WlTh Starts at body tone and phonation and
_I_ d progresses to greater control of articulators

SUSpeC e Highest complexity is production of

sequenced movements and prosody.

oral apraxia

Highest level of the Motor Speech Hierarchy is
determined and therapy begins there
(bottom - up)

Oral Placement Therapy (OPT)

A modern extension of Phonetic Placement
Therapy (Van Riper, 1954) and The Feedback
Model (Mysak, 1971)

Common statements regarding the use of OPT
Reported on Social Media and Presentations:
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Statements
that describe
NSOME

Statements
that describe

NSOME
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What is OPT?

* OPT follows the principles of Van Riper’'s Phonete
Placement Therapy (PPT)

 Facilitate speech movement with the assistance of a therapy tool (horn, tongue depressor)

-

Blowing bubbles
using a tube for
lip rounding

¢ Facilitate speech movement without the therapy tool and/or tactile kinesthetic technique
(cue fading)

Practice the
sound using a

4 similar tube

* Immediately fransition movement into soeech with and without therapy tools and/or tactile-
kinesthetic techniques Practice the

sound using a

tactile prompt

Merkel-Walsh & Rosenfeld-Johnson 2015

19

Where's the Research?

» Websites
»www.talktools.com

» www.oralmotorinstitute.com

»www.asha.org

»www.apraxia-kids.org

»Facebook

» Oromyofunctional study group

20
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BEFORE GIVING THE —
DIAGNOSIS OF APRAXIA
RULE OUT THE FOLLOWING:

HYPOTONIA

MUSCLE IMBALANCE
(OMD'S)

TETHERED ORAL TISSUES

21

e Uses tactile cues (using hand cues or tools) o help individuals who cannot respond to visual-verbal
freatment cues.

# 4
¥

od
/@ >4\
Q \ !

Bahr, D., & Rosenfeld-Johnson, S. (May, 2010). Treatment of children with speech oral placement disorders ( OPDs ): A paradigm
emerges. Communication Disorders Quarterly, 31 (3), 131-138.

22
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When might a taciileseehnique be useful?

When a client is not verbal and not responsive to verbal imitation

So does this mean we
disregard what many
presenters/researchers say
is EBP and not provide
speech treatment or
accept this as "best we
can get”2

24
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External Scientific

(Merkel-Walsh, 2017)

Renee Roy Hill MS, CCC-SLP COM® 2022

Evidence

25

When might
a tactile
technigue
be useful?

Renee Roy Hill MS, CCC-SLP COM® 2022

When a child is not responding to auditory and visual
shaping through “Look at me and say what | say”

When a client is not verbal and not responsive to
verbal imitation

When CAS is NOT the primary diagnosis

When Oral Apraxia is observed and CAS is suspected

Older children with CAS may have poor oral imitation
skills, erratic speech sound errors, and lack of a verse
phonemic repertoire (Kaufman 2013)

26
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Figure 3. Complete dynamic Dynamic Temporal and Tactile Cueing hierarchy illustrating when and how to move up or down the hierarchy.

[ enmeors ] —
| | Correct

Incorrect | | Correct Incorrect
I Continue direct imitation trials; gradually
If little improvement after 5 . ) Add mime and/or increasing to a normal rate, adding and
or 6 trials, take out the voice C‘"mfm? simultancous hack to e fading cues as needed
and just mouth the word; use pmdlt;m:r’:i wygve P .
tactile and gestural cues as ALt roduct
necessary AT ‘When child maintains accuracy with no cues,
| begin to vary prosody
g ﬁ I
‘When accurate at a normal ‘When child is accurate and clinician has varied
prosody for at least 10 trials

rate, begin to vary prosody
(child does not have to)

‘When child is accurate and <« N e | | et I
clinician has varied prosody I I
for at least 10 trials
Shorten delay, add ‘When the child has maintained
mime, or return to accuracy at a normal rate for 10—
direct imitation 15 trials, begin to vary prosody
|
‘When child is accurate and
clinician has varied prosody
for at least 10 trials, move to
spontaneous production

s

27

Example: L sound

Some clients cannot figure out how to
make a change to the motor system
through auditory and visual cues:

28



Jaw- Open your mouth into an “ah” position

Tongue- Put your tongue tip up on the spot just
behind your teeth on the palate

VERBAL/VISUAL CUES:

Example: L sound

(make sure it is just as wide as a natural “ah™)

Lips- Relax the lips and cheeks without moving, try
your sound

29

Jaw- Establish the jaw
position first- jaw is open into
an “ah” position and lips and
cheeks are relaxed

Tongue- Instruct the client to lift the
tongue up and touch the alveolar
ridge at the spot just behind the
teeth- ensure the tongue is not
touching the teeth. As the tongue
elevates, ensure that the lips remain
relaxed

30
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Once the client can easily get the
tongue placement have them hold
the tongue tip up to the spot and
then say the sound “llllNI” without
letting go. Relax the tongue and
repeat 10X

Practice the sound with a vowel-
start with “ah”. Place the tongue
first, then give him the verbal cue
for the sound “la”- If the client
returns to an error, separate the
consonant and the vowel “I- ah”

31
Jaw Placement
Low
Spgech Block #6 or #7
Tongue Placement
Elevation
32
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When the client can produce
the movement with the tool,
have them do the movement
without the tool.

Once the client can easily get the
tongue placement have them hold
the tongue tip up to the spot and
then say the sound “llllII” without
letting go. Relax the tongue and
repeat 10X

33

With the tool or
hand cue to
facilitate the
placement
Have the client
say the target
sound.

34

2/8/22

17



When the client
can produce the
SOUND with the
tool, have them
make the sound
without the
without the fool.

Renee Roy Hill MS, CCC-SLP COM® 2022

35

When might
a tactile

technique
be usefule

Renee Roy Hill MS, CCC-SLP COM® 2022

When a client is not verbal and not responsive to
verbal imitation

When CAS is NOT the primary diagnosis

When Oral Apraxia is observed and CAS is
suspected

Older children with CAS may have poor oral
imitation skills, erratic speech sound errors, and lack
of a verse phonemic repertoire (Kaufman 2013)

36
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Figure 3. Complete dynamic Dynamic Temporal and Tactile Cueing hierarchy illustrating when and how to move up or down the hierarchy.

rate, begin to vary prosody
(child does not have to)

‘When child is accurate and | —
clinician has varied prosody
for at least 10 trials

Renee Roy Hill MS, CCC-SLP COM® 2022

I
‘When accurate at a normal ‘When child is accurate and clinician has varied

| Incorrect | | Correct I | Incorrect | | Correct |
I Continue direct imitation trials; gradually
:l;ﬂe%aﬁv:; . Add mime and/or go increasingir.,anormalm,addingand
and just mouth the word; use production; gradually move P 10 . T e
tactile and gestural cues as toward normal rate production
necessary ‘When child maintains accuracy with no cues,
begin to vary prosody

prosody for at least 10 trials

T

Incorrect Correct
Shorten delay, add ‘When the child has maintained
mime, or return to accuracy at a normal rate for 10—
direct imitation 15 trials, begin to vary prosody
‘When child is accurate and
clinician has varied prosody
for at least 10 trials, move to
spontaneous production

37

IMPLEMENT STRATEGIES TO
ELICIT VOCALIZATION
N COMMAND

Renee Roy Hill MS, CCC-SLP COM® 2022

s
5

USE AN APRAXIA
SHAPE AS A TACTILE
CUE

CLIENT PRODUCES

SOUND
WITHOUT TOOL

| |
CLIENT PRODUCES
SYLLABLES

_

DTTC

NDP3

ReST

K-SLP

38
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39

Tst & ' Teach the sounds using a fool

Transition the sound to a hand cue

2nd If needed

Produce the sounds on

3rd Their own

Put the sounds together to make

4th A syllable

40
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Figure 3. Complete dynamic Dynamic Temporal and Tactile Cueing hierarchy illustrating when and how to move up or down the hierarchy.

E——

[ |

' I
‘When accurate at a normal

rate, begin to vary prosody

/ (child does not have to)

Say the sounds
In isolation

l ‘When child is accurate and | —
S O SEED clinician has varied prosody

With a tactile 2
Cue for at least 10 trials

I

Say the sounds
With a tool

Work on Direct
Imitation of any
sound

l

Go to the underlying
oral motor system

Renee Roy Hill MS, CCC-SLP COM® 2022

| Incorrect | | Correct I | Incorrect | | Correct |
I Continue direct imitation trials; gradually

If little improvement after 5 . ) Add mime and/ increasing to a normal rate, adding and
or 6 trials, take out the voice Continue simultancous l,ac,:;, e fading cues as needed
and just mouth the word; use l""’d‘“‘:’“;’:i gradually t:”"e P .
tactile and gestural cues as ward normal ra -

necessary e ‘When child maintains accuracy with no cues,

begin to vary prosody

‘When child is accurate and clinician has varied
prosody for at least 10 trials

I Incorrect | | Correct I
Shorten delay, add ‘When the child has maintained
mime, or return to accuracy at a normal rate for 10—
direct imitation 15 trials, begin to vary prosody
‘When child is accurate and
clinician has varied prosody
for at least 10 trials, move to
spontaneous production

When CAS is NOT the primary diagnosis

When Oral Apraxia is observed and CAS is
suspected

Older children with CAS may have poor oral
imitation skills, erratic speech sound errors, and lack
of a verse phonemic repertoire (Kaufman 2013)

41
When might
a tactile
technique
be useful?
Renee Roy Hill MS, CCC-SLP COM® 2022
42
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Sensory Processing DYSARTHRIA  DOWN SYNDROME = SPD Low Tone
Dysfunction
. Address PRIMARY diagnosis first
Autism Spectrum TOTS
Dysarthria/OPD
Abdominal grading to
support connected
speech
Lip/Cheek from Tongue Lip/Cheek from
_daw from Jaw ~ Jaw
Dissociation Dissociation Dissociation
Jaw

Grading

OMD

43

Figure 3. Complete dynamic Dynamic Temporal and Tactile Cueing hierarchy illustrating when and how to move up or down the hierarchy.

| Incorrect | I
[ |
If little improvement after 5 ) .
or 6 trials, take out the voice Continue simultancous
and just mouth the word; use production; gradually move
tactile and gestural cues as toward normal rate
necessary

- EE—

A

‘When accurate at a normal
rate, begin to vary prosody
(child does not have to)

| Incorrect | | Correct
Continue direct imitation trials; gradually
Add mime and/or go increasing to a normal rate, adding and
back to fading cues as needed
i I
P S ‘When child maintains accuracy with no cues,
begin to vary prosody

‘When child is accurate and
clinician has varied prosody
for at least 10 trials

‘When child is accurate and clinician has varied
prosody for at least 10 trials

If the movements are not present for
target sounds in imitation,

begin working on the foundational skills
for speech movement and then
IMMEDIATELY move them to speech

(OPT)

| Incorrect | | Correct |
Shorten delay, add ‘When the child has maintained
mime, or return to accuracy at a normal rate for 10—
direct imitation 15 trials, begin to vary prosody
‘When child is accurate and
clinician has varied prosody
for at least 10 trials, move to
spontaneous production

]

44
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A stable foundation is directly

correlated with
SPEECH ACCURACY

And DEVELOPMENT!

45

LIP AND TONGUE DISSOCIATION DEVELOP IN A SEQUENCE
FOLLOWS FEEDING DEVELOPMENT- SPEECH FOLLOWS

46
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OPT Activities tfo Address the Foundation
And the IMMEDIATE transition

Activities for Abdominal Grading

Multi-Syllabic Speech
Speech is Shaped Air

CvCvCv

Up-Down movement needed for
- speech within the Speech Range
All Syllables and Connected Speech

Activities for Lip/Cheek-Jaw Dissociation

Develop the movements needed for
Y Labial Phonemes
= s Teach Sounds as needed and Transition to
- Connected Speech

Activities for Tongue-Jaw Dissociation

Develop the movements needed for
’ Lingual Phonemes
Teach Sounds as needed and Transition to
A Connected Speech

47

Take Aways

Apraxia may effect speech and non-speech movements

Secondary diagnoses need to be addressed

48
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Take Aways

theoretical framework and methodology that is

researc aseaq.

cards within a theoretical framework that is research based.

49

Renee Roy Hill MS, CCC-SLP COM®

Crossroads Therapy Clinic
1208 N Walnut Ave

New Braunfels, TX 78130
Tel: 830-214-0866

Email: reneehill@cr-tc.com

Bhiank You!

50
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