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FOREWORD

IRISH ASSOCIATION OF SPEECH &
LANGUAGE THERAPISTS

Message from the Minister for Health

Everyone has a right to the opportunity to develop to his/her full potential.
However, integration and participation in society can be affected by one's
ability to communicate effectively. Most of us learn to communicate without
difficulty. A speech impediment can create barriers to communication and
hinder participation in society, However, it need not be an unsurmountable
barrier but is one which with professional support and quiet determination can

be ameliorated and, in many cases, overcome.

| welcome the initiative of the lrish Association for Speech & Language
Therapists in undertaking a review of speech and language therapy services
in Ireland. There is a need for improvements in speech and language
therapy provision in many parts of the country. This document will be of
assistance to me in preparing a programme for the improvement of speech
and language therapy services as part of my overall plan for the development

of our community care services and health services generally.
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INTRODUCTION

Diligid édteanga aimsir, the Irish legal principle of 7th-8th C ensuring
the rights of those with communication problems, can be translated as
fonguelessness is entilled to time' (Kelly, 1992). This principle included
acknowledgement of the entitlements to repraesentation, advocacy and
support in law and in the organisation of soclal systems of people with
communication disorders. The lrish Association of Speech and L.anguage
Therapists, representing the profession of Speech and Language Therapy
in Ireland, offers this document as a description of the inhetitance of dligid
édteanga aimsir.

The preparation of this document was initiated and co-ordinated by the
Review Working Party of IASLT, which was formed in early 1991. Itis based
on the result of a survey of speech and language therapists in ireland
undertaken in early 1992, regional and national workshops held in
September to November 1992 and submissions from sub-groups of IASLT
during 1992. [ASLT particularly wishes to acknowledge the support of the
then Minister for Health, Dr. O'Connell who gave permission for therapists
employed in health services to attend the national workshop in November
1992,

In an effort {o communicate the scope of its work the profession changed
its name in 1992 to Speech and Language Therapy. This document is
intended to reflect the views and concerns of members of the profession
since the previous published reviews of services — ‘Speach Therapists in
the Service of the Community' (1979) and ‘Communication Needs' {1989)
examining speech therapy services for people with a mental handicap —
were prepared.

The aims of the review document are:

to provide information to service planners, employers of speech and
fanguage therapists and consumers of speech and language therapy
services;

to increase awareness of the needs of people with communication
disorders;

to highlight the issues which influence the provision of speech and
language therapy services;

to make proposals for action to the profession itself, to planners,
employers, consumers and to other stakeholders.

This document focuses attention on the impact of an inadequate service
on the lives of those with communication disorders, thelr familles and
communities. The IASLT hopes that this awareness will lead to a realistic
plan to address those needs through appropriate Improvements In speech
and language therapy services. The signlficant time and effort invested In
the preparation of this document reflects the concern and frustration of a
profession which is prevented from delivering adequate services in an
appropriate way.

REGIONAL LiBRARY AND
INFORMATON SERVICE
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The Irish Association of Speech and Language Therapists believes that
this document can begin a pracess which can reflect the concern of the
Irish people, once expressed in law as dligid édteanga aimsir, indicating
the worthiness of those with communication disorders, and supported and
maintained by the whole community for the benefit of the community.

REVIEW WORKING PARTY :  CLOTHRA NI CHOLMAIN
MARY FANNING

MARGARET M LEAHY
MARY RAFFERTY

Bealtaine 1993
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1 SPEECH AND LANGUAGE THERAPY IN
IRELAND: A HISTORICAL REVIEW

This chapter looks at the roots of speech and language therapy, and how
it has developed in Ireland, The professional domain of Speech and
Language Therapy concerns communication and its disorders. These
areas are outlined and the education of speech and language therapists in

Ireland described.

1.1 Historical notes

Speach and language disorders have existed since humans developed
oral linguistic systems to communicate. In the old irish Law texis of the
7th-8th centuries there are specific references to the legal aspects of
people with speech and language disorders. The legal principle which
states 'dligid édteanga aimsir' (literally: 'tonguelessness is entitled to time')
indicates that arrangements to protect the rights of people with disorders
were in place in the courts of law (Kelly, 1992). Further, it was considered
a serious offence to mock any physical disability, entitling the victim to an
'honour-price', a sum varying according to his/her rank in society.

During the nineteenth century in Europe, elocutionists moved beyond
their traditional bounds focusing attention on those whose speech was
"defective rather than unpolished", intiating the movement that was to
develop later into the profession known today for the practice of speech
and language therapy.

As one of the 1851 Irish Census Commissioners, the oto-laryngologist Sir
William Wilde was partly responsible for collecting the first statistical
information on deaf-mutism in the British Isles. He also reputedly had
theorised about stuttering, tinding it rare among the sonarous speakers of
Mayo and Galway and in Dublin also, but more prevalent in the Northern
parts of ireland. Henry McCormacg, the. Belfast physician, also wrote about
stuttering but went on to distinguish himself in the science of preventive
medicine in the care of the insane (Rockey, 1980).

In 1861, Broca described that area 6f the mator cortex that was
responsible for spesch production and shortly afterwards in 1874,
Wernicke indicated the area responsible for comprehension of speech.

posterior-in_ferior area of the frontal lobe have besn shown subsequently
to have critical importance for speech and language. These major

However, it was not until this century that a profession specialising in
working in the area of speech and language disorder developed world-
wide although special facllitiss for children with stuttering had been

established in some schools in the U.K. and on mainl -
the USA., , and Europe and in




One of the results of the devastation following the two world wars was a
massive increase in acquired spesch and language disorders caused by
brain injury. This in turn led to the need for increasing numbers of
therapists working with adults and an increasing awareness of the
possibilities of recovery.

In Ireland, speech correction was the domain of teachers, priests (e.g. Fr.
O'Flynn) and elocutionists until the 1950s when the first professionally
qualified therapists were employed. Initially, they were employed to work
with people with a mental handicap but soon their expertise was
recognised as important for others.

1.2 Employment patterns

By the end of the 1950's there were two professionally qualified speech
therapists working in the Dublin area. By 1971, the number of therapists
employed in the country had increased to 19 and by 1979, this number
had risen to 70 therapists working on a full-time or equivalent basis in a
range of settings.

Table 1 indicates general employment patterns of therapists in 1979 as
compared with those figures available from the Department of Health in
December 1991.

Table 1: Therapists employed in 1979 and in 1991

Employer 1979 1991
Health Boards 40 134
Voluntary Hospitals/Organisations 30 53

Cutbacks in public spending on health services during the 1980's
affected the recruitment of therapists and helps to account for the slower
than expected development of the profession when compared to other
simifar professions. The implementation of grading structures for the
profession was delayed because of the lack of recruitment and loss of
posts at this time, therefore the organisational structure did not begin to
take shape until the 1990's In some health board areas. The development
of the profession has also been limited by loss of therapists. Surveys and
feedback from working parties have identified various factors which
contribute to this wastage. These include the following stressors:-
warking with large caseloads and long waiting lists, limited opportunity to
develop specialist skills, lack of interdisciplinary team structures and
insufficlent support structures ranging from inadequate accommadation to
lack of access to secretarial services. Pay and working conditions have
also been highlighted as factors limiting the development of the
profession. There Is limited opportunity for career development. Levels
of pay are low In relation to professional responsiblities. There is limited
flexibility of working patterns (e.g. job-sharing) which militates against an
almost all-female profession.




1.3 Communication

To understand the domain of speech and language therapy and the
expertise required by practitioners of the profession, a necessary starting
point is a description of that aspect of human behaviour with which the
therapist is principally concerned, i.e. communication.

Communication is a most complex aspect of human behaviour through
which we form relationships and maintain contact at every level of
community and society. The exchange of information and ideas across a
huge variety of contexts is central to the human experience.
Communication permeales every stage of our existence and is
fundamental to the development of our potential as individuals. Qur
progress through life, from forming our eatliest family relationships,
through receiving an education and developing our vocational and social
lives, is underpinned by our ability to communicate. Hence a
communication disability, depending on its severity, may have a very
significant impact on the quality of our lives.

Our chisf means of communication is via oral and written language.
Language may be described as a code of conventional symbois which
represent ideas. This code or language consists of an inter-related set of
components and aspects.

Language Form: Each language system, whether it be oral, written, sign,
etc., has its own set of symbols and rules which determine the structure or
form of that system. The form of oral language consists of speech sounds
(vowels and consonants) which combine to form meaningful units
(morphemes, words) which are then combined in a particular order to form
larger units - sentences (syntax).

Language Content. Refers to what we talk about, or the way in which our
structures (words and sentences) are endowed with meaning.

Language Use: Refers to the pragmatic role of language, or what we make
language do for us. We use language in a wide variety of settings and to
perform a broad range of tasks such as asking questions, making
statements, giving commands, etc. The way we use language has a major
impact on our effectiveness as communicators.

Although the vast majority of people use otal language as their chief
means of communication, this may not be possible for people with very
sevare communication impairments, as in certain cases of hearing
impairment, mental handicap, or physical disability. In these situations,
alternative or augmentative communication methods may be used to fulfil
communication needs. These methods include technological aids {e.qg.
hearing aid, computer), manual signing and symbol systems,

A thorough understanding of the processes of communication is central
to the speach and language therapist's work, The state of knowledge
regarding human communication is constantly expanding and being
continually informed by research in the fields of neurology, oncology
surgery, education, psychology, family therapy and linguistics, as well as



by speech and language therapists' own research, Because of the rate of
development of scientific knowledge, the speech and language therapist
is required more than ever to expand her knowledge base in her quest to
identify, prevent and intervene in disorders of communication.

1.4 Disorders of Communication

The form, content and use aspects of language described above are not

discrete entities but combine in a highly inter-related and inter-dependent

manner. Thus when a speech/language disorder exists, the entire

process is mare likely to be affected than just one single domain. Similarly,

because of the broad ranging nature of the communication process,

communication disorders have widely differing presentations, associated

with a diverse set of aetiological factors. These astiological factors may be

grouped according to whether they are:-

i)  Congenitali.e. present either before or from birth &.g. cleft lip/palate,
cerebral palsy, Down's syndrome.

iy Developmentali.e. become apparent in early childhood and manifest
as a generalised or specific developmental problem e.g. slowness to
acquire language, stuttering.

iy Acquiredi.e. as a result of illness/injury e.9. stroke, head injury,
cancer of larynx.

Communication disorders affect ail age groups but are much more
common in children than adults. They range in degree from mild to
savere. Enderby (1989) defines these terms when she uses "severe" to
refer to "persons who have difficulty in making themselves understood by
anyone other than their immedlate family. This group also includes those
who are non-vocal. The term "moderate" inciudes those persons whose
speech defect is noticeable to the lay person, but who may nevertheless
remain intelligible".

While it is important to remember that the symptoms of speech/language
disorders are more likely to span the three aspects of form, content and
use, for ease of dsscription they will now be briefly outlined according to
the predominant aspect affected.

Disorders of Pronunciation: Articulation/phonology: affect the ability to
produce speech sounds and words accurately. This results in speech
which is indistinct and is some cases, unintelligible.

Disorders of Comprehension: aftect the ability to adequately understand
the meanings of words and sentences. These can range from slight
difficulty in understanding what is said tc an almost total lack of
comprehension of spoken language.

Disorders of Expression: affect the ability to use appropriate vocabuiary
and grammatical structures for meaningful expression. These may range
from mild e.g. slightly immature grammar to severe e.g. extreme difficulty in
recalling particular names/labels or inability to sequence words into even
simple sentences.

n




Disorders of Pragmatics. affect the interactive a:spect of language
resglling in reducgd offectiveness in getting one’s messa_ghe e}c['osrs
appropriately. Often there is poor conversational apl!lty {e.9. either aItL_J 8
to participate sufticiently or, conversely, monopolising the copver?a fon
and being "long-winded"). Interpretation of words may be over-literal (e.g.
failure to grasp humour, idioms, metaphors, stc.) [n more severe cases
there may be very littls use of language to communicate with others (e.g.

atitism).

Disorders of Written Language: affect reading, writing and spelling ability
to various degrees.

Disorders of Voice: affect the production of voice and may involve
problems with vocal quality, pitch, intonation, resonance and volume.
They may range from mild hoarseness to complete and permanent ioss of
natural voice e.g. removal of the larynx due to cancer.

Disorders of Fluency: disrupt the normal rhythm, pace and flow of speech
e.g. stuttering and cluttering.

In addition to disorders of communication, speech and language
therapists have a role in the identification and management of disorders of
swallowing. These occur when the primary functions of the organs of
articulation (i.e. eating, drinking) are compromised by an impaired swailow
mechanism (e.g. clients post stroke or those with cerebral palsy or cleft
palate) and choking or aspiration of food and fluids may resuli.

1.5 The education of speech and language

therapists

The education of speech therapists did not begin here until 1969 with the
establishment of the Dublin College of Speech Therapy. DCST was run
under the auspices of the National Rehabllitation Board with  Sr, Marie de
Montfort as director. At that time the annual intake of students was 15 and
the course was of three years duration. The first graduates qualitied with a
Diploma in Speech Therapy allowing them 1o apply for the Licentiate of the
College of Speach Therapists (London).

Until 1992, the course undertaken by students was monitored and
accredited by the professional body of speech and language therapists in
the UK, the College of Speech & Language Therapists (CSLT), Following
EC directives on professiona qualifications, the irish Association of




Speech and Language Therapists (IASLT) has taken over this role of
professional accreditation.

1.6 Education at undergraduate level

Education for speech and language therapists in the Republic of Ireland
takes place in the School of Clinical Speech and Language Studies,
Trinity College, the University of Dublin. The course is of 4 years duration
and leads to a B.Sc. Honours degree in Clinical Speech and Language
Studies. The course is part of the Facully of Health Sciences at the
university and students participate in a range of courses offered to
members of other disciplines. There is reciprocal recognition between the
Dublin course and courses in the UK recognised by the College of
Speech & Language Therapists (CSLT).

Entry

Entry to the course is through the CAO system, together with an
assessment of speech and language skills. While candidates are required
to fulfil specific pre-entry requirements, in reality the Leaving Certificate
achievements of candidates far exceeds these requirements. For
example, minimum requirements are that candidates will have achleved a
pass leve! in higher Leaving Certificate English and one other language as
well as having at least one Science subject. The entry achievement of
candidates in 1991 was: 4 Bs and 1 C (or higher) in higher Leaving
Certificate papers.

Aims

The aim of the course is 10 ensure that students graduate with a good
basic knowledge of normal speech and language development, disorders
of speech and language, both acquired and developmental, together with
an understanding and personal experience of the application of this
knowledge to clinical practice. A knowledge of the major disciplines
related to the practice of speech and language therapy is also a focus of
the course. Since the scope of speech and language disorders has
expanded vastly in the recent past, it is impractical to attempt to cover all
areas In depth during undergraduate courses. Students are encouraged
to pursue studies at post-graduate leve! in relevant areas and at
appropriate stages during their professional career. Areas requiting
greater input at undergraduate level include use of computers for clinical
and administrative purposes.

Clinical education

The clinical education of students takes place in a variety of settings. In
the on-site clinic in Pearse Street students are involved initlally In
observation of clinical work and as the course progresses over a perlod of
several months, they take on limited responsibility for treating clients
under supervision. The racent appointment by the E.H.B. of a full-time
therapist to service this clinic will greatly increase the varlety of clinlcal
experience available,
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Block placements

At the end of first year, students participate in short block placements in
clinics under the supervision of qualitied therapists. During the summer
vacation students in the second and third years of the course spend a four
week period in block clinical work under supervision and in the fourth year
of the coursse, students spend two five week periods in clinical blocks.
Therapists in Ireland contribute greatly to clinical education by providing
Supervision and in this way support the professional development of
students. Some placements are also available in the U.K, and U.S.A,
Currently thers is an acute shortage of clinical placements. This situation
arises from a varlety of factors including lack of adequate accommodation
In clinics and the shortage of speach and language therapists generally.
At present thers is no statutory obligation on clinicians to accept students
tor clinical work and no remuneration for doing this work.

Validation of academic content of the education programme is carried out
by Trinity College.  Accreditation of the programme as a professional
course is the function of the IASLT Education Board since 1892,

E. C. Directives 89/48

The E.C. directives refer to a general system for the mutual recognition of

. courses of at least 3 years duration. They facilitate the freedom of
movement of professionals within member states. The Minister for Health
is the designated authority with powers to determine if a substantial
difference exists between the qualification of an applicant and that
required in the host member state. Where a substantial difference is
deemed to exist, applicants may be required to undergo an aptitude test
or an adaption period, depending on the applicant's decision.

The directives refer to a competent authority which issues awards or
recognises the qualification. The School of Clinical Spesch and
Language Studies agreed to act as the competent authority until such

time as the Education Board of the I.A.S.L.T was ready to assume this
responsibility.

Erasmus: the European Community action

scheme for the mobility of university students
The School of Clinical Speech & Language Studies currently operates
within a limited agreed Erasmus scheme, facilitating the exchange of
students of speech & language therapy within the E.C. This movement is
dependent on the recognition of equivalency between elements of
courses taught at the different educational institutions. At the moment,
equivalency of entire courses is only recognised between a limitad
number of states (e.g. between ireland and the U.K.).




1.7 Post-graduate education

Opportunities for post graduate education leading to higher degrees in
areas directly related to speech and language studies in the Republic are
limited to:

1.  M.Sc. & Ph. D. degrees by research;
2.  M.Phil degree - part taught/part research;
These degrees may be attained in Trinity College.

Short occasional courses are also available for updating on recent
advances in various areas and for in-depth further specialist education.

Summary

In this introductory chapter, a context for reviewing the speech and
language therapy profession and its work is established. The roots of the
profession in {reland are traced and the growth of the profession from the
1950's described. Factors which have hampered expansion are
identified. The complex nature of communication and its central role in
our lives is briefly described, and the major types of communication
disorder outlined, Finally, the educational process of speech and
language therapists is described.
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2 THE ROLE OF THE SPEECH & LANGUAGE
THERAPIST AND THE THERAPY
PROCESS

This chapter describes the professional and expert role of the speech and
language therapist with regard to clinical and professional responsibilities;
and the operation of the therapy process with clients with disorders.
Currently, the major role of the therapist is in maximizing the interpersonal
communication of clients. In pursuing this objective, many ditferent
professional activities are encompassed. Particular activities will vary
according to the nature of the disorder being treated, the client group
being served, the work setting and the level of responsibility attached to
the speech and language therapy post. However, a number of core
functions may be identified which are common to all therapists.

2.1. Overview of role

Fig 1

& .
> / Education

&
. f%’\/f Prevention \
4 [ Therapy &

Assessment and Diagnosis X

2.2 Assessment and diagnosis

The initial contact with a client involves assessing the degree and the
impact of the presenting disorder on communication and its effect on
those in the client's immediate environment. This may be done in
collaboration with members of other disciplines or in some instances, by
the speech and language therapist alone. Where spsech and language
disorders are concerned the speech and language therapist has
autonomy in defining and determining the diagnosis. A range of
assessment procedures may be used depending on whether the
assessment is for screening or diagnostic purposes. This is further
elaborated in the Process section below,
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2.3 The therapeutic role

The therapeutic role of the speech and language therapist encompasses
the assessment, diagnosis, management and prevention of disorders of
communication within the community. This role applies to all age groups
from infancy (e.g. working with hospital staff and parents regarding
feading difficulties) to old age (e.g. working with elderly stroke patients). In
addition to the direct role with clients, the therapist involves significant
others from the clients’ communicative environment in the process. This
may include parents, spouses, families, carers and teachers who may
receive information, support and counselling regarding the clients’
condition and needs. The therapist may help in establishing support
groups e.g. laryngectomy or stroke groups.

The speech and language therapist may work either directly with an
interdisciplinary team or may liaise with other professionals involved with
the client’s care In drafting a joint treatment plan and carrying it through.
Sharing information and expertise with team colleagues is seen as an
essential component in catering to the totality of the client’s needs.

2.4 Training and education

The speech and fanguage therapist working in various settings will be
invalved in the training and education of others including student
therapists, members of other professional disciplines and spouses or
parents.

Supervision of undergraduate students on clinical placement Is an
important feature of the experienced speech and language therapist’s
work. In this role, the therapist acts as a teacher, demonstrator, and in
many instances as co-examiner of students. In so doing, the therapist
serves as a major resource and support system in the education and
professional development of the student.

The speech and language therapist is involved in the in-service education
of other disciplines such as medical, nursing, teaching, psychology and
care staff with regard 1o communication and eating/feeding disorders and
their management.

Undergraduate and post-graduate students from related disciplines e.g.
medicine, nursing and education may require information from speech
and language therapists about communication disorders. The team roles
of members from different disciplines may be elucidated and promoted by
involvement of different disciplines at an early stage in their education.
Further, multidisciplinary awareness of roles and functions may serve to be
both preventive and facilitatory for those with communication disorders.

2.5 Prevention

It is highly desirable that the incidence of communication disorders be
reduced and where already present, that thelr Impact on people’s lives be
minimised. The speech and language therapist’s preventive role is of
major importance. This role may be realised via education of the general
public and targeting specific health, education and community personnel
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0.9g. public health nurses, preschool teachers, Community Mothers
Scheme etc. Prevention campaigns are applicable to both child and adult
populations in the detection of risk factors, addressing queries about
referrals and by providing Instruction, guidance and intervention
strategies where feasible. This would be especially relevant in stimulating
communication development in young children and by providing
instruction in cralflaryngeal hygiene for the at-risk cancer population.,

In general, therapists should be involved in promoting awareness of
potential problems and raising consciousness about services and
improvement possibilities, as well as utilising voluntary and other health
agencies in the training and education of others.

2.6 Administration

A significant proportion of the speech and language therapist's time is
spent in administrative duties. These will relate to direct client care {e.q.
record keeping, report writing) as well as to widsr issues of service
organisation and development. Employing authorities need to be
informed on a regular basis regarding particular service needs. Standards
of service and how services are delivered require constant monitoring and
evaluation. For these purposes, it is important that senior speech and
language therapists become involved in the collection of epidemiological
data as well as using statistical data to evaluate service delivery
offectiveness thereby monitoring services adequately.  Policy
development needs on-going attention regarding models of care,
methods of service organisation and service development, If speech and
language therapy services are to grow towards meeting the needs of our
population it is vital that the administrative role of the therapist is given due
recognition and weight by both employlng authorities and therapists
themselves.

2.7 Research

The research role of the speech and language therapist is
underdeveloped. There is a great need to collect and deseminate reliable
scientific information on communication disorders in this country and the
speach and language therapist is ideally placed to do this. Adequate time,
funding, organisation and resources need to be provided to encourage
this important activity.

2.8 Professional development

Professional development is both a duty and a right of individual
therapists. The science of intervention in disorders of communication is
constantly evolving, requiring continuous updating of knowledge and
skills. Reading current academic literature, attending lectures, courses,
workshops and conferences, membership of special interest groups and
professional organisations are all relevant but may be costly in time and
financial terms. Employers need to be encouraged to support the
professional development of spesch and language therapists.
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THE SPEECH AND LANGUAGE THERAPY
PROCESS

2.9 Overview of therapy process

Fig 2
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| Discharge Onward referral

Diagnoslic Assessment

Formal evaluation of communication skills

Evaluation of non-verbal skills

Standardised tests

Consultation/joint assessment with other professionals
Evaluation of functional communication skills

Evaluation of communication environment b
Differential diagnosis Onward referral where indicaled
Communication disorder Hearing assessment
Psychological assessment
Programme planning ENT
Medical
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A client's involvement In the speech and language therapy process
begins when first referred for service and concludes with discharge from
the service. A sequence of stages occurs within this process which
includes: referral, assessment, diagnosis, intervention, reassessment and
discharge. The timing of each stage varies according to the typs of
disorder, lhe client group and the work selting.

2.10 Referral

Referrals to speech and language therapy emanate from a variety of
professionals and carers e.g. public health nursss, doctors, teachers,
psychologists, social workers, parents and self referrals. Criteria for
accapting referrals will vary from agency to agency and will depend on the
client group being served and the type of service being offered i.e.
whether the speach and language therapy service Is primary, secondary
or tertiary to other services offered.

15
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Where a communication disorder is associated with a medical condition,
_referral by a medical doctor is essential. Examples of such conditions
include: streke, head injury, cerebrai palsy. vocal cord pathologies,

Parkinsonism, ¢left palate/ maxillo-facial anomalies and swallowing
disorders.

2.11 Waiting time

Current demands on service necessitate this in the speech and language
therapy process. Time spent on waiting lists varies according to the setting
and available resources, In Some acute hospitals or rehabilitation centres,
assessments are offered within 2/3 days of receipt of referral whereas in
other centres, time spent on the waiting list may extend to two years,

2,12 Assessment

The client's first direct contact with the speech and tanguage therapist will
generally be for initial assessment, the purpose of which is to determine
the presence or absence of a communication disorder. Several types of
informal and formayl information are collected, including a case history
providing background information. Communication skills are assessed via
a collection of standardised, formal and informal measures. A physical
examination of the oro-facial area is required in some but not all presenting
conditions. Further assessment may be done in some instances aided by
special technology ©.g. videotiuroscopy, nasometer and computer
programs. In-depth interview techniques e.g. that developed by Rustin
(1987) and specific linguistic analyses, may also be used.

Since communication is the chief means of social interaction, an
evaluation of the client’s communication environment, via discussion with
family and carers is essential. This is both to determine the impact of the
disorder on the client’s life and to gauge the role which significant others
will play in the therapeutic process.

Foliowing the initial assessment, it may be decided that communication is
not the major problem and the clisnt may be discharged or referred on to a

mare appropriate service (where one exists) to determine the nature and
extent of the problem.

Additional information may be required from other professionals to assist
in arriving at a conclusion regarding the nature of the client's disorder,
Examples of such information include an ear, nose and throat
examination, audiological assessment, psychological assessment,
neurological evaluation. There may also be joint assessments in some
settings e.g. cleft palate team assessment clinics, centres for people with
a mental handicap, dysphagia assessments.

213 Diagnosis

Information gathered through assessment procedures Is interpreted to
make clinical judgements about the presenting communication disorder
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with specific reference to the client’s relative strengths and weaknesses.
This information is formally recorded in the client's file and a report is
provided to the referral source. Assessment information is evaluated and
used for planning therapy objectives and later for measuring progress.
The nature of the condition is explained to the client and/or family/carers
and a general prognosis may be estimated.

2.14 Intervention

This phase of the therapeutic process follows on from the preceding
diagnostic phase and involves a programme of therapy or a management
plan being agreed with the client/carer. This includes the setting of
specific goals. The actual type of intervention will depend on a number of
factors including the lype of disorder, the client group and the work
setting. Therapy may be done directly with the client (e.g. a client with a
stroke, a child with a disorder of articulation) or indirecily, whers the
speech and language therapist works mainly with parents (e.g. a
preschool child with normal nonfluency), or possibly other family members
(6.g. with aduit acquired disorders), or with the environment Itself (e.g. in
long-stay/day hospitals where facilities may be altered to promote
communication).

Intensive therapy (i.e. daily work with a client) may be required for those
with severe communication disorders. Such instances include the
following: clients with head injury in a rehabilitation centre; people who
stutter attending a two week fluency programme: children with severe
language disorder attending a special unit.

Non-intensive therapy (i.e. once weekly or less) is generally offered to
clients with less severe disorders. Both intenslve and non-intensive
therapy may be appropriate for some clients at different stages of their
involvement. It is not unusual for clients to begin therapy with relatively
intensive work followed by a period of less intensive Involvement.

Therapy may be delivered either on an individual or group basis, or In
some settings, both may be appropriate at different times. The type,
duration and intensity of therapy are determined by the
speech and language therapist in relation to the needs of
the given client at a given time, and cannot be decided on
the basis of type of disorder or client group alone.

Consideration should be given to other relevant services which may be of
benefit to the client e.g. the client with a stroke may be referrad onto a
Volunteer Stroke Scheme. Different typas of intervention as desctibed
need to take account of the client's social/education context and
accordingly the client’s significant others should be included in the
therapsutic process.

The speech and language therapist may work in direct association with
other professionals in providing some kinds of therapy e.g. group therapy,
parent training workshops, intensive therapy.
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2.15 Evaluation

At regular intervals throughout intervention the speech and language
therapist will re-assess the client with regard to measuring change,
evaluating the efficacy of therapy and making appropriate decisions about
the client’s future needs e.g. a further involvement in therapy followed by
areview.

Discharge from therapy is effected under varying circumstances. Ideally
this occurs when the goals of therapy have been met and the client no
longer requires the services of the speech and language therapist. Failure
to attend appointments or lack of co-operation may necessitate discharge.

Summary

This chapter describes the range of possible clinical and professional roles
and responsibilities of the speech and language therapist. While some
roles are well-defined, others have not been developed sufficiently, a
major case In point being the research role of the therapist. The process of
therapy is outlined along with various forms and formats of intervention.
The speach and language therapist's autonomy with regard to decision-
making in the speech and language therapy process is emphasised.

18




3.1
3.2
3.3
3.4
3.5
3.6
3.7
3.8
3.9
3.10
3.11
3.12
3.13

CHAPTER THREE
CLIENT GROUPS

Developmental Speech and Language Delay
Specific Language Impairment: Children
Learning Difficulties (Mental Handicap)
Physical Disabitity

Sensory Impairment

Child and Adolescent/Psychiatry

Autism

Disorders of Fluency

Cleft Lip/Palate

Ear Nose and Throat

Acquired Neurological Disorders
Progressive Neurological Disorders
Dysphagia

Summary

19




3. CLIENT GROUPS

This chapter outfines the delivery of service to a range of client groups. It
aims 1o outline briefly the needs of each group and describe how these
are currently being met. Shortfalls in current service delivery are identified
and suggestions made about developments needed to improve the
service in the future.

3.1

3.1.1

3.1.2

20

Developmental Speech and Language
Delay

This term is used to desctibe children who are not acquiring
language with an age appropriate developmental pattern. They
torm & large proportion of the caseload of community care speech
and language therapists. Incidence and prevalence studies in
England and Ireland would indicate rates of 6% - 14%. (Supple
1980; Leahy 1986, Enderby and Davies, 1989)

Children presenting with such delays are usually referred to
speech and language therapy services in Community Care Clinics,
Child and Family Centres and Voluntary Agencies. The main
referral sources are Public Health Nurses, Medical Officers,
General Practitioners, Teachers and Parents. Delays in the
development of speech and language require detailed
assessment and intervention programmes to ensure that
communication skills are maximized as early as possible. Early
intervention programmes are essential in order to prevent
secondary difficulties arising in particular in the socio-emotional
and educational areas. Diagnosis and intervention with children
who are experiencing communication failure will of necessity
involve family/carers and teachers. Therapists working with these
clients must also undertake education and training of parents and
other professionals on a formal and informal basis,

Shortfalls in _service delivery

Long waiting lists results in many children with delays in language
development not being assessed or offered therapy as early as
they should.

Periods of up to two years may be spent on waiting lists in some
areas where services are poorly developed. This can compound
parental anxiety and the delay in development may also have
negative effects on the children's development in social,
emotional and educational areas.

Long waiting lists in some areas may have also resulted in masking
needs with this client group, as therapists report referral sources
informally prioritizing referrals ie. referring what they perceive as
urgent cases only while at the same time informing the therapist
that other children will probably require therapy, but 'as they may
grow out of it we will leave them till next year',
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3. 2

3. 2.1

Inadequate support systems - limited availability of interdisciplinary
teams in settings where many of these children attend for therapy
may often result in areas of need not being fully met. The lack of
appropriate support systems to maximize benefit from therapy
may result in demands on therapists to become involved in issues
which would be best dealt with by other team members e.9..
teachers, psychologists, social workers etc. While this may be
necessary to best serve an individual client it does not result in a
better service for the client group.

Limited opportunities/structures to allow for the education and
training of parents/carers and other professionals within current
structures and settings.

Lack of formal liaison with the Educational System: Currently,
liaison between teachers and therapists cccurs on an informal
basis and are usually focussed on the needs of individual
children. Therapists have no official status within schools and
their involvement in planning curriculum development and class
room programmaes is limited.

Developments nheeded to improve the service
Research Programmes to allow prevalence rates of delayed

speech and language development to be estimated in Ireland.
Education of main referral sources in order to ensure appropriate
referral.

Development of structures which would support and facllitate
education programmaes for parents and others working with these
children.

Establishment of formal links with the Department of Education to
facilitate team work at primary and post-primary lavels.
Co-operation between voluntary agencies and community care in
order to estimate the needs of this client group in their areas, to
agree on responsibility for these children and to adjust stafting
levels appropriately.

Research programmes to identify the effectiveness of the various
therapy delivery options with this client group.

Development of an early language screening test for use by
public health nurses, doctors etc to ensure sarly referral.

Children with Specific Language

Impairment

Children in this client group present with speech and language
difficulties where skills are not developing in line with expected
developmental sequence. Specific deficits may occur in any or all
areas of prelinguistic/lingulstic skills and the children may present
with difficulties in comprehension, expression or use of spoken or
written language. These children will require Intensive
intervention at both pre-school and school level if they are to
davelop adequate communication skills. Early identification and
intervention with children with specific language impairment is
essential for growth and development of linguistic skills.
Intervention needed will be determined by the type and extent of

21
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3.3
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the disorder, but the need for intensive individually tailored
programmes is shared by all. These children currently attend for
therapy in special language units and language classes where
therapists and teachers can work together io develop specific
skills, while also ensuring that educational needs are met.
Unfortunately language units and classes cannot provide a
service to all those identified and waliting lists are in operation.
The development of units and classes is uneven across and
within the Health Boards and Community Care Areas hence some
children may not receive the appropriate service.

Shortfalls in service delivery

Children with specific language impairment are identified in many
cases via Gommunity Gare Clinics and other services dealing with
children with language delay. The long waiting lists for these
clinics plus the additional waiting time toliowing diagnosis may
result in unacceptable delays before remediation programmes can
begin.

Prioritization criteria In operation have resulted in a focus on
younger children with the needs of the older child with specific
impalrments in language unserviced.

Lack of formal structures to facilitate the necessary team work
between Education and Health has limited the planning and
development of services.

The uneven provision of language units and classes results in
services being inaccessible to some children. This can result in
some children being inappropriately placed e.g.. in mental
handicap services or special schools where their special language
needs can not be met.

Developments needed to improve the service
Research to identify the population requiring specialist
intervention for specific language disorders at different age levels
e.g. Pre-school, Primary, Post-Primary.

Liaison and agreement on responsibility for service planning and
delivery between Health and Education, and between statutory
and voluntary agencies.

Research to develop screening tests to facilitate aarly
identification of this client group.

Development of further special ianguage units and classes where
numbers indicate that the needs of this group are not being met.

Mental Handicap - Learning difficulties

(moderate/severe)

Children and adults with learning difficulties (Mental handicap)
experience a wide range of communication disorders. Estimates
for those with disorders In communication vary from 50%.
(Enderby and Phillpp,1986; Enderby,1989) to 75% (Parker and
Liddle, 1987). Irish studies (1989) would support the higher
tigure with prevalence rates of 71%. Children and adults with
learning difficulty require in-depth assessment by an




3.3.2

interdisciplinary team to establish the degree and extent of
communication disorder related to other areas of development.
Intervention programmaes need to be delivered with sufficient
intensity to ensure that skills are developed and also nead to
focus on the communication environment of the cliant.
Therapists working with this client group need to devslop
expertise in many specialist areas in order to provide a service to
meet the varied needs of the group. Involvement in early
intervention programmes requires special skills in counsaelling,
education and teaching of parents/carers. Specialist skills in the
following areas are also required - feeding / eating/dysphagia;
augmentative/alternative communication, teaching/training of
family and co-workers.

The needs of this client group are described in greater detall in
Communication Needs (1989}, a discussion document examining
needs and services in 1989. The levels of service and the
difficulties outlined in that document have not changed
significantly in the past three years.

Shortfalls in_service delivery

Long waiting lists in both voluntary agencies and community care

clinics resulting in clients often not being seen at optimal times for

intervention.,

Pricritization/exclusion criteria in community care clinics appear to

discriminate against clients with a mental handicap not only on the

grounds of initial handicap, bul In some areas, age, school
placement, cause of handicap may also be used e.g. children with

a mental handicap attending local Nationals Schools not being

eligible for referral, or children attending special schools may be

excluded. The above example can occur in two adjoining
community care areas of the same Health Board, Adults with
learning difficulties are excluded from lists in many areas

Lack of interdisciplinary teams within the community care

structures may resuit in theraplists being unable to provide a

comprehensive service to clients with a mental handicap.

Lack of input from speech and language therapists on a formal

basis into the development of services in special schools and,

special hospitals has resulted in limited planning In these settings
and restrictions on the therapist's role In service ptanning and
delivery.

Community Care speech and language therapists are coming

under increasing pressure 1o provide a service to clients with a

mental handicap, as educational and soclal integration is

promoted. The tollowing were identified as factors hindering this
development:

(i) Resources not available for therapists to acquire specialist skills;

(ii) Interdisciplinary suppaorts unavailable;

(i) Unable to meet heeds as suggested in Needs and Abilities
(1990) e.g. domiciliary visits not possible at 0-3 years because
of cutbacks on travel;

(iv)l.ack of formal status in schools and speclal hospital
programmes.

Iy
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Developments needed to improve the service

Liaison between Health Boards and Voluntary Agencles to agree
responsibility for service provision to this client group at an area
level.

Development of Community Cate Teams to provide a service to
children and aduits with learning difficulties.

Development of spesch and language therapy structures within
the special -hospital and education structures which would
Integrate therapists in the teams in these programmes and
tacllitate service delivery and planning.

Increase In resources to allow major growth in provision for this
client group because of the accumulated needs following years of
minimal provision.

Physical Disability

Approximately 40% of children and adults with a physical disability
will present with communication disorders. The range and
severity of disorders will vary from non-verbal 1o thoss with mild
articulatory difficulties, but all will require specialist early
intervention in order to reduce and minimize the effect of
restricted motor ability on early communication and language
development. Early intervention is also of importance to develop
safe feeding/eating patterns in those clients whaose physical
disability results in difficulties in this area. Clients with a physical
disability require long-term involvement as their needs change
over life span. Currently infants and chiidren with physical
disability attend for therapy in Paediatric Hospitals, Voluntary
Agencies and Community Care Clinics. Services may also be
provided to special schools by therapists employed by the
agencies above. Many of these clients will require specialist input
from therapists in the areas of feeding/eating, augmentative
communication as well as in neurodevelopmental programmes.

Shortfalls in service deliver

Service to the cllent group is limited by inadequate staffing levels
and uneven distribution of services.

Community Care Clinics often lack the full interdisciplinary team
necessary to facilitate fuil development of the client.

Integration programmes allow children with physical disabilities to
remain in their own geographical areas and this results in demands
on therapists to develop specialist skiils but provision of training
and equipment is lacking.

Services to adults are undeveloped.

Augmentative communication aids may not be available to clients
as In some areas these are considered to be suitable for sharing
between users.

Developments needed to improve the service

Development of comprehensive early intervention programmes
with adequate staffing and suppant systems at a regional level,
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Development of specialist resource centres to provide
assessment and support to local team.

Involvement of speech and language therapists in education and
training programmes for families and other professionals working
with this client group particutarly in the area of
augmentative/alternative communication.

Development of specialist teams either within Community Care or
Voluntary Agencies to liaise with general health services and
education services.

Development of a service to adults with a physical disability in
association with rehabilitation/vocational training programmaes.
Recognition by Health Boards that communication aids where
recommended for clients are essential to facilitate communication
in all situations and therefore cannot be shared between users..
Recognition by the Department of Education that electronic
communication aids may be considered primarily as an educational
toot for some children and that funding should be provided for
these through the education system.

. Sensory Impairment

Speach and language therapy services for those with impaired
vision or hearing are not well developed to date in Ireland.

Visual Impairment: Figures for prevalence of communication
disorders in this population are not available, but reports from
therapists involved in providing a service to this client group would
indicate that approximately 20% require therapy to facilitate
speech and language development,

Hearing Impairment: Data from the UK, would indicate that
approximately 60% of those with impaired hearing present with
communication disorders. In ireland currently a separate service is
not provided to this client group - some may attend in Hospital
Clinics, Community Care Clinics, others attend for private therapy.
Children may attend in Community Care Clinics or Voluntary
Agencies while aduits may attend Hospital Clinics. Their needs
howsver are seen as being primarily serviced by the educational
services.

There is a need for liaison between health and education services
to explore the need for more structured involvement of speech
and language therapists with these client groups.

. Child and Adolescent Psychiatry

Children and adolescents with psychiatric disorders present with a
high incidence of communication disorders. Their needs are best
met by a specialist multidisciplinary team where differential
diagnosis is facilitated and a team approach to intervention
followed. Early intervention is essential with these children to
maximize communication within their environment and prevent
the development of secondary problems due to communication
tailure. This preventive role will involve counselling and education
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of tamily/carers. At present children with psychiatfic
symptomatology are seen in Child and Family Clinics, Community
Care Clinics and Voluntary Hospitals/Agencies.

Shortfalls in service delivery

Long waiting lists duse to inadequate staffing resulting in problems
compounded by lack of intervention e.g. challenging behaviours,
educational difficulties, family stress.

Team supports may be tacking and this increases pressure on the
speech and language therapy service.

Specialist psychiatric clinics have in the past provided a service to
children with general spesech and language delays and this has
resulted in children with psychiatric symptomatology facing longer
petiods on waiting lists.

Developments needed to improve the service

Provision of early intervention programmes and development of
support services to facilitate early diagnosis and therapy,
Research to identify children who require specialist setvices
because of psychiatric disorders.

Liaison with Community Care speech and language therapists to
facilitate attendance of children with developmental dslays at local
clinics thus reducing pressure on specialist psychiatric services.

Adolescent/Adult Psychiatric Services

Services to adolescents/adults with psychiatric disorders are not
developed formally in ireland. Service delivery to this client group
will often occur via general hospital or community care clinics
without the necessary team supports.

There is a need for research into the role of the speech and
language therapist with this group in view of increasing moves
towards community integration.

Autism

Clients in this group are characterized by disordered
communication. The.needs of individual clients within the group
will vary depending on the severity of the autistic features and the
presence of related behavioural disorders and intellectual and/or
sensory impairments. It is essential that differential diagnosis of
these clients occurs in order to ensure appropriate therapeutic
and educational intervention. Diagnosis and intervention are best
served by an interdisciplinary team where the total development
of the client is promoted. Children with disorders along the
autistic continuum currently attend for integrated services in
specialist centres for autism and mental handicap.

Shortfalls in service delivery

The limited availability of multidisciplinary teams can result in
delays in differential diagnosis and subsequent stress on the
children and their families.
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Inadequate speech and language therapy provision to centres
providing a service to this client group can result in therapists
involved in assessment only and a long waiting list for therapy.
Facilities for education/training of families and co-professionals in
order to provide appropriate communication environments for
clients are often lacking.

Services to adolescents/aduits is extremely limited.

Developments nheeded to improve the service
Resources to allow therapists working with these clients to

develop specialist skills in counselling and education/training of
others.

Increased staffing to allow for intensive therapy where indicated.
Research to determine role with adolescents/adults in
vocationalfife skills programmes.

Disorders of Fluency

Fluency disorders (stammering/stuttering, cluttering) are
characterized by repetition of sounds and/or words, blocking and
or prolongation. In addition, anxiety and negative emotional
reactions associated with the stuttering itself and to
communication in general are common in the person who stutters.
The incidence of the disorder varies from 14% in children to 2% in
adults (Van Riper, 1983). The disorder may be minor or severe
in its manifestation but will adversely affect the clients ability to
communicate. Children with fluency disorders attend for therapy
in Community Care Clinics and Child Guidance Centres. Specialist
knowledge of fluency disorders may be required for some kinds of
intervention, Clients and families of chiidren with fluency
disorders benefit from counselling and group therapy and many
derive most benefit from intensive therapy. Early intervention is
necessary as anxiety may Increase the severity of the disorder and
result in negative social and educational outcomes.

Shortfalls in_service delivery

Long perlods spent on waliting lists for assessment and therapy
may increase the severity of stuttering in children.

Services to adults with fluency disorders are limited because
personnel shortages in clinics often result in children being
prioritized.

Intensive group programmes may be the optimal therapy method
for some but this is often not available due to the shortage of
therapists and the scatter of clients across different service
locations,

Developments needed to improve the service

Increase in avaitability of therapy to children and adults.

Case load research to determine incidence figures at different age
levels and effective therapy programmes.

27
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¢ Liaison between speech and language therapy departments in
Community Care and Voluntary Agencies 1o develop centres with
specialist expertise and to facilitate running of appropriate group
therapy programmes.

Cleft Lip/Palate

Children born with a cleft lip/palate may present with disorders of
articulation and/or resonance. They require a service from early
infancy to monitor feeding and speech and tanguage
development and initiate intervention programmes as early as Is
necessary. These children require a co-ordinated team approach
with medical and orthodontic staff. Service delivery occurs via
specialist hospital clinics where multi-disciplinary teams are located
and/or in Community Care clinics. Liaison and coordination
between therapists in both Centres is of importance 1o ensure
efficacy and prevent the development of saecondary difficultios,
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3.9.2 Ghortfalls in service deliver

a  Early intervention may not be available at a local level and trave!
plus pressure of diagnostic work in speclalist clinics may also
militate against offering families the support needed at the early
stages.

b Pressure of numbers attending specialist clinics may limit
availability of expertise.

¢ Liaison with speech and language therapists in the clients own
area may often be difficult due to inadequate local services, long
waiting lists etc.

3. 8.3 Developments needed to improve the service

a.  Development of early referral systems to ensure support is
available for parents at early stages, in particular in feeding.

b.  Development of specialist clinics/peripatetic teams to provide a
service both to clients and to speech and language therapists
working in local areas.

¢. Involvement in research programmes to identify efticacy of
intervention strategies in the communication disorders of the child
with a cleft palate,

d.  Provision of training facilities for speech and language therapists
to develop expertise in the use of objective measures in the
assessment of oral/velopharyngeal dysfunction.

3.10 Ear, Nose and Throat
3.10

10.1 Clients with disorders of voice quality, resonance, pitch or volume
are seen for therapy in hospital and Community Care Clinics.
Close liaison with E.N.T. teams is essential in the management of
voice disorders and early intervention is a priority in many clients,
in order to prevent a more severa or chronic problem developing.
Speech and language therapists also have a preventive role to
play with groups who may be at risk of voice disorders because of

28




3.10.2

3.10.3

LW
g

[ R 3
Y

occupation. Clients undergoing head and neck surgery with
partial or total surgical removal of the larynx require intensive
therapy. Therapy should begin in the pre-operalive stage with
counselling and advice to both the client and carers. In the
immediate post-operative period, the client may require further
counselling and facilitation in the use of an augmentative
communication system. Voice therapy will commence following
liaison with the multidisciplinary team. |Initial therapy is usually
offered under hospital care, but foliow up therapy may occur in
Community Care Clinics.

Shortfalls in current service delivery

Inadequate staffing resulting in pressure on therapy time by large
caseloads. This may resuit in restrictions on counselling and
preventive therapy with negative consequences on later therapy.

Lack of planned service to adults with voice disorders in
community care areas resulting in these clients needing to remain
on hospital caseloads for longer than needs for specialist therapy
demand. This results in further delays to those clients who are
waitlisted for specialist intervention.

Case load pressures may result in waiting periods which may
adversely affect those with voice disorders and result in the need
for more therapy in the long term.

Resources 1o facilitate diagnosis and therapy programmes are
unavailable in many clinics e.g.. facilities to allow objective acoustic
analysis; microphones, communication aids, etc. for use with
clients when needed.

Developments needed to imptove the service
involvement of speach and language therapists in prevention of
voice disorders with at-risk populations.

Resources to be made available for therapists in Community Care
Programmes to acquire the necessary skills to work with these
clients.

Resource centres with aids to facilitate communication tollowing
laryngectomy, head/neck surgery to be developed in Health
Board areas.

Closer liailson betwesn hospital and community care teams in
order to facilitate transfer of clients and adequate follow up.

Acquired Neurological Disorders

Neurclogical damage following brain insult or injury results in some
degree of communication disorder in approximately 30% of
clients. The disorders presented by this client group can vary
from global loss of verbal language both spoken and written to
difficulties with speech sound production. Eating and swallowing
disorders may also occur, Service delivery to these clients takes
place primarily in hospitals and rehabilitation units. Adults with
acquired communication disorders need a detailed assessment to
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identify the skills that are present, those that are lost and their
current functional communication skilis. The use of objective
assessments is necessary to complement informal assessments
and tacilitate diagnostic, prognostic and therapeutic decision
making. Decisions on intervention must take place in an
interdisciplinary team to ensure that co-ordinated cohesive and
appropriate intervention programmes are offered.

The speech and language therapist also works with family and
carers in order to enable them to maximize communication at
acute stages and facilitate remediation.

Shortfalls in service delivery

Service to adults is often limited and may exclude some clients for
physical reasons e.g. lack of appropriate transport, limited
accessibllity of clinic rooms, lack of accommodation for group
therapy.

Hospital clinics may only offer limited out-patient services because
of pressure of acute case load.

Hospital clinics may also have difficulties in transferring clients to
local services or rehabilitation centres thus resuiting in increasing
pressure to keep clients within the hospital services.

Access 1o specialized rehabllitation units on discharge is difficult
because of inadequate resources in these units resulting in
prioritization criteria which may exclude clients on grounds of age,
severity of disorder, etc.

Facilities for therapy in local community care areas are
undeveloped with a limited service only offered to the adult
population. The service to those with accompanying physical
disability is further restricted by transport, access, and
accommodation problems as well as a lack of appropriate
assessment and therapy materials.

Lack of specialist staff and equipment to facilitate diagnosis/
intervention of those with eating/swallowing disorders.

Developments required to improve the service

Liaison between hospital and community care clinics to develop
services for adults requiring rehabilitation in their own areas.
Additional resources to facllitate attendance for therapy, transport,
clinic accessibility etc. Resources will also be required 1o enable
domiciliary setvices to be offered where appropriate.
Development of specialist centres with interdisciplinary team
structures and technical equipment to undertake full investigation
and treatment of eating/swallowing disorders.

Research 1o be encouraged to facilitate the planning of a service
to meet the needs of this population - identify numbers, types of
disorders, intervention programme efficacy etc.




3.12 Progressive Neurological Disorders
3.12.1 Clients experiencing progressive neurological disorders s.g.

3.12.2

3.12.3

Parkinsonism, Motor Neurone Disease etc. which affect their
communication and/or eating skills require therapy and/or support
throughout the course of their disorder in order to maintain
communication skills for as long as possible. Family and carers
also benefit from support and advice to maximize communication.
Therapy may involve the teaching of compensatory strategies in
eating and/or communicatlon at initial stages, or may require the
provision of communication aids, and training clients and carers in
their use.

Shortfalls in_service delivery
Services to clients with progressive disorders are severely

- restricted with a limited service offered in hospitals, specialist

centras and community care clinics,

Services offeraed tend to focus more on problems as they arise
rather than on clients overall needs. Different agencies deal with
indlvidual aspects of problems after they arlse e.g. dysphagia
clinic for swallowing disorder, microslectronic centre for
communication aid, community care for wheslchair.

Limited co-ordination between agencies involved in service
provision.

Policies on provision of communication aids tor clients vary greatly
and procedures may, at present, take so long that the client may
be dead belfore sanction is through.

Developments needed to improve the service
Research is urgently needed to identify the population suffering
from communication or swallowing disorders as a result of
progressive neurological disorders.

Current care programmaes for this group need to be re-evaluated
in the light of current trends towards community care, and
adequate resources made available to the agencies responsible
for service delivery.

Development of local resource centres where clients can be
assessead, trained and supplied with communication aids on loan
for the time needed.

3.13 Dysphagia

3.13.1 The term dysphagia is used to describe ditficulties in swallowing.

These difficuities may co-exist with neurological or orofacial
disorders in children and adults e.g. children with cerebral palsy,
cleft palate; adults post-cersbral vascular accident, or head/neck
surgery. Dysphagia may result in inadequate/unsafe nutrition
regimes and detailed diagnosis and intervention Is necessary.
Intervention in this area requires a specialist multidisciplinary team
and in many cases the use of radiographic technigues is
necessary to ensure that diagnosis and intervention programmes
are promoting safe nutrition.
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3.18.2
a.

b.

3.13.3

Shortfalls in_service delivery

Limited development of speacialist centres where a
multidisciplinary team and technology are both available.

Rapid increase in demand on those centres which offer such
specialist services has resuited in increased pressure on staff
without any extra resources. This increase has resulted in a focus
on diagnosis and has restricted time for intervention and follow up
of clients.

Limited liaison between hospital clinics and community care
therapists who may need to take responsibility for programme
Intervention,

Developments needed to improve service

Additional funding to develop spacialist dysphagia clinics to serve
both as a diagnostic service to clients and as a teaching service to
professionals involved with this client group.

Liaison between specialist therapists and community care
therapists to agree responsibility for service delivery.

Research to determine number of clients presenting with
dysphagia in association with specific underlying disorders in
order to facilitate future service planning.

Development of postgraduate courses to ensure that therapists
can regularly update knowledge in this area of rapid growth .

Summary

This chapter provides a brief outline of how services to people with
communication disorders are currently provided. It dentifies many
shortfalls in services primarily due to inadequate resources. The 'right of
access to services In accordance with need' stressed in the proposed
Charter of Rights for hospital patients (Dept. of Health, 1992) cannot be
guaranteed for many groups of clients with communication disorders. _
Some of the reasons for this denial of rights will be discussed in the
following chapters.,
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4. THE ORGANISATION OF SPEECH AND
LANGUAGE THERAPY SERVICES

In this chapter current structures underlying the delivery of speech and
language therapy services are outlined. The service has developed under
the Department of Health with speech and language therapists employed
by Health Boards and Voluntary Hospitals/agencies. Service development
has been affected by the many factors — social, politica! and sconomic —
which have influenced health service development in general.

Changes in soclal values, with a commitment 1o integration for people
with disabilities and the recognition of the entitlement to community-
based services, have led to a variety of responses in terms of structures
and services.,

Political response to such changes has tended to be immediate and local,
rather than strategic. In some cases this has led to pressure to provide
services which may result in ineffective use of resources.

The single biggest factor affecting the development of speech and
language therapy services is financial. Virtually all speech and language
therapy posts are funded, directly or indirectly, by the Department of
Health, which continues to experience grave difficulties in funding its
Healthcare Programmes. The growth in service continues to be slow, with
chronic understaffing hindering the development of appropriate
organisational structures.

These tactors outlined above together with the lack of adequate research
studies to examine the needs of those with communication difficulties has
restlted in a service that is inconsistent and uneven across and within
Health Board areas.

4.1 Health Boards

Service planning and management: The majority of speech and language
therapists are employed directly by Health Boards to provide a service to
clients with communication disorders. The service has been organised
primarily under the Community Care Programme with General and Special
Hospital programmes served by therapists 'on loan' from the community
team.

The service is organised geographically on the basis of Community Care
areas, and service planning and administration come under the brief of the
principal speech and language therapist. The role in service planning may
be difficult to fulfil because of the lack of clarity in relation to the status of
speech and language therapists in community care structures (NESC,
1887). Therapists do not have a clear role at management level and their
input into service planning is limited because of this.
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4.2 Community Care

Community care speach and language therapy should be available to all
client groups. However, the pressure of demand coupled with limited
numbers of therapists has resulted in the exclusion of many client groups
from access to speech and language therapy services in their own area
(see 5.6 tor Exclusion Criteria).

Trends in general health and education policies in recent years have
resulted in increased demands on community care services. Those factors
which have resulted in increased numbers of referrals to speech and
language therapy services include:

a. Integration policies for those with learning difficulties and physical
and sensory disabilities. ;

b. Focus on care in the community for adults with neurological
disorders, both acute and progressive;

c. Improved early screening, parental awareness of the importance
of the preschool period in language learning;

d. Increased knowledge and skill base of speech and language
therapists, and recognition of this by other professions, resulting
in increased demands in many areas eg. dysphagia, augmentative
communication.

These have not only increased cassload pressures but have also resulted
in an increased demand for specialist skills within community care teams.
Current grading structures do not allow for the creation/recognition of
these speciallst posts.

Speech and language therapists working in community care provide a
sarvice in a variety of locations including Health Centres, Child and Family
Centres, Special Hospitals and Schools. Therapists experience particular
difficulties in providing services within special hospitals and schools, which
will be discussed briefly hers.

4.3 Special Hospital Programmes

Speech and language therapists from Community Care teams providing
services to Speclal Hospital Programmes experience difficulties due to
conflicts and confusion in reporting/accountability relationships.
Technically reporting to their community care principal therapist, their
accountability to the clinical/medical director is also of importance.
Ambiguities resulting from this situation often mean that speech and
language therapists have minimal formal input into service planning or
policy. Therapists working in such posts may be reporting to a principal
who Is not involved at all In planning decisions which can directly affect
service delivery to clients.
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4.4 Special Schools

Speech and language therapists from community care teams are under
increasing pressure to provide services both to the special schools within
their community care area, and to schools facilitating integration
programmes. Therapists in these positions do not have a formal role in the
school, Confusion about reporting/accountability relationships exist in
these situations, and the therapist's unofficial role and status may result in
minimal effective involvement in education programmes.

4.5 Relationship between the Departments of

Health and Education

The majority of school-going children who are in receipt of speech and
language therapy services attend Department of Education funded
primary and secondary schools. Despite this, the Department of
Education has no budgetary allocation for the provision of speech and
language therapy within mainstream schools. Therapists working in special
educational settings (special language schools, language classes, special
national schools), are ‘borrowed' from health care programmes - usually
Community Care or the Special Hospitals programmes - or from a voluntary
agency where the same agency is the patron of the school. The
Department of Education does not fund this service - widely recognised
as an educational provision for these clients groups — nor does it
formally recognise the therapist in this setting. Speech and language
therapists work closely with teachers in many settings, but the lack of
recognition by the Department of Education of their role has obvious
Implications for the delivery of an effective service.

The Education Act (1982) in the U.K. formally recognised speech and
language therapy as an educational provision. Speech and language
therapy may be specified in a Statement of Educational Need and parents
can sue Local Education Authorities for the provision of an appropriate
therapy service where this is not provided. Speech and language
therapists are routinely employed by Education Authorities in the U.K., in
other European countries and in the United States and work with teachers
within the educational system to provide an integrated service to those
pupils who have communication disorders.

The Irish Association of Speech and lLanguage Therapists
urges the Departments of Health and Education to formally
recognise and address the issue of the role of speech and
language therapists in schools.

4.6 Voluntary Hospitals / Agencies

Speech and language therapy services in the non-statutory agencies
have developed primarlly as a response to the needs of specific client
groups.
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In voluntary hospitals the main focus has been on the needs of clients with
underlying medical conditions - ENT, neurological - while the voluntary
agencies have focused on those with specific handicaps and disabilities.

This situation has allowed centres of excellence and specialist clinics to
develop, but access to them Is affected by geography, catchment areas
and limited budgets. Voluntary hospitals are also under pressure because
of the lack of community based therapists with specialist skills who can
continue services o patients on discharge from hospital. This difficulty in
transfer from hospital to community care may result in patients spending
more time than necessary in hospital, and has budgetaty, as well as
therapeutic, implications. Patients who do not receive adequate
intervention, at the appropriate timse, on discharge from hospital, may not
only fail to make progress but may deteriorate.

4.7 Relationships between Health Board and

Voluntary Hospitals / Agencies

The lack of a coordinated approach to health service delivery between the
voluntary and statutory agencies has contributed to the uneven
development of speech and language therapy services. Services to
specific client groups may be duplicated in some areas while the same
group may have no service in another area. This major difficulty has been
discussed in detail in the NESC report (1987) and in the more recent
report from the Dublin Hospital Initiative Group (The Kennedy Report
1990).

The Kennedy Report (1990) states: " The present structurss are notable
for the fragmentation of the health service, the confusion as to the roles
and responsibilities of the various agencles and the lack of an effective
overview of the interaction of services at levels of planning and delivery".
Contusion about responsibility for service dellvery has restricted
development of services to those with communication disorders., The
lack of co-ordination between statutory and non-statutory agencies and
the competition for resources has resulted in minimal co-operation and
restricted information sharing which limits attempts to provide a service to
meset the needs.

4.8 Organisation of the Profession within

Health Boards and Voluntary Agencies

The organisation of speech and language therapy services reflect the
general policies of the employer. These policies have often developed In
haphazard ways as immediate responses to a range of pressures, and in
many instances, without consultations with professionals Involved In
service delivery. As a relatively new profession, speech and language
therapists are often not represented at overall policy and planning levels
within organisations. The IASLT questionnaire returns (1992) indicate that
few speech and language therapists who took part in the survey (21% of
respondents) are themselves part of the management team for their
service and only 7.8% had this role specified in their job descriptions.
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The lack of consultation may result in ill informed decision making directly
affecting service delivery.

a Funding and Resources: decisions about the number of speach
and language therapy posts, the provision of suitable
accommodation, equipment budgets, support services and
training are often taken without adequate consultation

b Service locations may be decided at management level without

adequate information on client groups or specific needs.
Geography may restrict access of clients to clinics — clients may
be unable to attend a local clinic because of a lack of transport.
Satellite clinics operating in an attempt to reduce these
restrictions have been limited in growth in some areas by
decisions reducing travel expenses paid to those providing a
sarvice in such clinics. Service locations may also restrict access
because of physical conditions.
In common with many public buildings, the location and design of
speech and language therapy clinics and other settings in which
therapists work are often inaccessible to those with mobility
difficuities. This group includes not only those with physical
disabilities but also the very young, the very old and those using
wheelchairs or pushing buggys. Physical features of the building
can effectively exclude a client or groups of clients from access to
speech and language therapy services.

¢ Admission policy: Clients in need of speech and language
therapy services may be denied access as a matter of policy.
Policies may be based on socio-economic level of the client, e.g.
medical card holders only; age, e.g. school-age children only;
client group, e.g. non-mental handicap only (see 5.5 and 5.6,
Prioritization and Exclusion). Access may also be restricted
through closed refetral systems e.g. referrals accepted from ENT
only.

d Specific client needs may be ignored e.g. intansive rehabilitation
for patients with head Injuries, suitable technology for
alternative/augmentative communication and the need for
inservice training to develop specialist skills may not be
recognised or included in budgets.

4.9. Professional Structures

The growth of the professional role in service organisation and planning
has been hindered by the present grading structure. This structure (see
appendix 2) was recommended in 1979 when it was hoped that the
number of posts would increase rapidly and it was therefore based
primarily on number of therapists employed. The expected increase did
not occur due to cutbacks in services in the mid eighties and
consequently the creation of posts at principal level was delayed and in
some health boards these were not formally ratified until 1992. The lack of
recognition of the role of therapists in assessing needs and planning
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services is reflected in the absence from management meetings and lack
of input into budgets reported in the 1992 survey (IASLT). The grading
structure has also limited development of the specialist services required
to meet the needs of specific client groups. While it Is possible for
appointments to senior posts to be made on the basis of specialisation,
this is extremely rare in practice. The grading structure does not
technically allow for the appointment of a speech and language therapist
to a principal post on the basis of specialisation, although this has
happened in at least one case. This means that thera Is little incentive for
a therapist to develop specialist skills and “expertise, and little
encouragement for employers to recognise the needs for, and support
the development of, specialist posts. The lack of recognition of the
demands of specialisation is reflected in the absence of formal
requiremants for experience and/or specialist training before engaging in
full-time work in a specialised area (see Communication Needs ,1989 in
relation to mental handicap). Thus, while speech and language therapists
may be working as specialists in terms of skill, experience and caseload,
this is not reflected in pay, conditions, status or indeed, job description or
title. '

Summary
This chapter identifies some of the organisational issues that have limited

the development of an adequate speech and language therapy service.
issues both external and internal to the profession are outlined.
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5 PRESENT LEVELS OF SERVICE

This chapter reviews present levels of services to children and adults with
communication disorders. It is based primarily on results of an IASLT
Survey carried out in 1992 and on the findings of speech and language
therapists working parties. The IASLT questionnaire (1992) received
returns from 149 speech and language therapists, of whom 145 were
Practising. Excluding 4 therapists working in a University setting, and 4
working privately, the returns represent 73% of the 187 speech and
language therapy posts identifled by the Department of Health.

5.1 General Health Policies

The Department of Health has the responsibility for ensuring the provision
of speech and language therapy services. This responsibility is
discharged currently through eight Health Boards and through voluntary

through the overall funding provided to Health Boards, Voluntary
Hospitals and other Voluntary Bodies

and
through its Personnel Section, which must approve the creation
of all new posts, the regrading of existing posts and the filling of
posts.

The absence of an overall set of agreed policies in relation to the provision
and development of Speech and language therapy services, combined
with a serious overall shortfall in the provision of services, has led to great
varlation In the amount of service provided, and in the the provision of

9.2 Current service provision

A raview of Community Care carried out in 1987 by the National Economic
and Social Council revealed that the numbers of speech and language

Enderby (1988) suggests that the minimum number of posts needed to
provide an adequate service 10 a general caseload is 23.37 per
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in the Irish context, a ratio of 23.37 Whole Time Equivalent
posts per 100,000 general population, given a population of
3,500,000, suggests the need for some 818 (817.95)
speech and language therapists .

The latest figures available from the Department of Health
(Table 5.1.) indicate that there are 187 approved speech
and language therapy posts.

TABLE 6.1: Employment of Speech and Language
Therapists by Health Board Area at December 1991.
(Figures from Department of Health)

HB AREA Number Whole Time
of SLTs Equivalents
EASTERN 39 33.15
SOUTH EASTERN 20 18.25
SOUTHERN 13 12.16
MID-WESTERN 14 14
WESTERN 15 15
NORTH-WESTERN 13 13
NORTH-EASTERN 7 5.48
MIDLAND 13 11.43
TOTAL HEALTH BOARDS 134 122,47
VOLUNTARY HOSPITALS 25 19.84
MENTAL HANDICAP HOMES 28 17.9
TOTAL SLT 187 161.40 WTE

TABLE b5.2: Breakdown of IASLT replies by employer
(N=7145)

Employer Number %age
Health Board 88 60.7
Voluntary Hospital 13 9
Other Hospital 3 2.1
Voluntary agency 23 156.9
Sell/Private 4 2.8
Unlversity 4 2.8
2 or more Employers 4 2.8
Unknown 6 4.1

5.3 Clinical settings

Speech and language therapy services are provided in all three
programmes in Health Boards (general hospitals; special hospitals;
community care), in special schools and clinics, In voluntary hospitals, in
clinics and other centres run by voluntary organisations, and In private
settings. However, in all but voluntary organisations and private settings
most speech and language therapists are employed under Community
Gare Programmes.
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The IASLT questionnaire (1992) sought information on the main or base
clinic of the speech and language therapist, and on other clinical settings
in which the therapist worked. The majority of respondents (58.2%)
identifisd community care health centre/clinic as their main or base
clinic. Table 5.3. lists the base clinical settings identified by respondents.

TABLE 5.3: Clinical settings
(N=145)

Base Clinic %age SLTs
Health Centre/Clinic 5
Child and Family Centre

Hospital: General

Rehabilitation Centre/Unit

Long Stay/Special Hospitals

Developmental / Assessment Clinic

Private Hospital

Education: Preschool/Nursery
Primary School
Special National School

Day Centre:Developmental Day Centre
Adult Training Centre/ Workshop

- 1 B SO h—=2O0OMN

University Clinic

Home/Private Office

Client's Home
Other

NORN OO0 ONO OW=ENNN®
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The geographical location of the speech and language therapy service
determines, to a large extent, the capacity of the service to develop and
respond appropriately to local needs. One of the effects of understaffing
is that speach and language therapists in rural areas may have to travel
long distances regularly to provide services in a number of locations.

28 therapists (19.3%) reported that they worked in four or more settings.
This is related to the figure of 19 therapists (13.1%) who reported that
they spent three or more hours per week in work-related travel

Other effects of understaffing In this context include speech and
language therapists working alone, with reduced opportunities for team
support and reduced budgets for inservice training, equipment and other
necessary resources.

5.4 Client groups served

Chapter 3 gives details of the main client groups in need of speech and
language therapy services. In practice, access to an appropriate service
depends on the type of service required, and the location of the client in
relation to the service. For an individual client, getting an appropriate
service depends aimost entirely on where he happens to live and not on
his need for intervention.
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In the IASLT questionnaire (1992), speech and language therapists were
asked to identify the main client group to whom they provided a setvice.
Replies were as follows:

TABLE 5.4: Main client groups

Client Group %age providing service
tothisgroup

general population 64

mental handicap 12.6

physical handicap 4

acqulred neurological 3.7

ENT 2.2

cleft palate 4

autism i
language disorder 4.4

other 4.4

While the above table illustrates the main client groups setved at present,
It does not indicate that some groups are well served at present relative to
others. The distribution reflects the numbers of clients with particular
disorders, as well as the overall development of services to these client
groups.

The role of therapists in teaching/training of staff was discussed in general
in 2.4 and in relation to specific client groups in chapter 3. The survey
indicated that 62.4% of therapists were involved in staff education
programmes either within their own organisation or in third level
educational establishments.

5.5 Prioritization

The prioritization of specific client groups for assessment and intervention
Is an approptiate and necessary clinical management strategy.

However, prioritization policies are commonly used for service
management, rather than clinical reasons. Speech and language
therapists have reported that policies relating to prioritization are often
developed and implemented in response to inadequate resources rather
ihan to maximise benefit to clients, or to meet client needs.

Information on prioritization policles was sought in the IASLT (1992)
survey. The returns indicated that the majority of theraplsts (64%)
operated formal priotization policies.

These policles were Initlated mainly by speech and language therapy
departments and were subject to regular review.,
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The following criteria were used for prioritization.

59% by AGE
33% by CLIENT GROUP
66% by TYPE OF DISORDER
23% by OTHER

These were not exclusive categories.

Prioritization policies, in many cases, are effectively exclusion policies, it
the group or groups given priority are so large as to require all available

resources.

5.6 Exclusion

Access to the speech and language therapy service in both voluntary and
statutory agencies may be restrictad to certain groups as a service
management strategy. Exclusion policies were reported to be in
existence by 65% of respondents to the IASLT survey.

Exclusion criteria included:

a. Age - Many general clinics in community care excluded adults from
therapy.

b, Client group - Exclusion policies operated against specific client
groups e.g. mental handicap and dysphagia were also reported. This
was linked by some to ¢ below.

c. Lack of appropriate therapy specialism and/or lack of support services
needed.

d. Catchment areas - defined catchment areas limited access to services
for many voluntary agencies, while community care boundaries were
also used by health boards.

Prioritization and exclusion policies for speech and
language therapy services shouid be developed by speech
and language therapists in consultation with management,
should be based on sound clinical reasons, should be
coordinated within and between Health Board areas and
should be made explicit and available to referral sources and
users of the service.

5.7 Caseload

Every speech and language therapist carries a caseload. This is the group
of clients/patients for whose speech and language therapy she Is directly
responsible. The size of a caseload should reflect the needs of each
client/patient and therefore the frequency, duration and type of
intervention required. There are also other conslderations in determining
the optimum size of a caseload, such as the demands of teamwork, or the
requirement for parent or staff training. These Issues are discussed In
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Chapter 6. In practice however, caseload size is more influenced by
administrative, organisational and personnel considerations than the
clinical dsmands of the therapy needed. The specification of a maximum
number of clients on current caseload Is highly unusual in Ireland, unlike
the U.K. This puts great pressure on individual speech and language
therapists to take 'just this one’. In The IASLT survey (1992) therapists
were asked 1o specify a number of patients/clients on current
caseload. The responses ranged from 5 to 1500. The greatest
number of replies (39 % of respondents) reported caseloads of more than
100. Replies are summarised in Table 5.5, It should be noted that the
distribution of returns in this survey does not include information from
those community care areas regarded within the profession as severely
under-resourced and where therapists carry very large caseloads, e.g.
parts of West and North Dublin.

TABLE 5.5: Current Caseload

(N=145)
Current Caseload Number of % of SLT's
Respordents

0O/no return 20 13.8
5-65 54 37.2
66 - 100 21 14.5
101 - 200 32 22.1
201 - 300 10 6.9
a0l + 8 5.5

The mean caseload reported was 105.

It is entirely appropriate that the size of caseload should vary according to
the makeup and demands of the population being served. However, the
Iish Association of Speech and Language Therapists does not consider
{hat a current caseload of aver 100 clients is ever appropriate, and would
hold that such caseloads make the delivery of a quality service impossible,
Caseload recommendations will be discussed In further detall in the next
chapter,

5.8 Waiting lists

Many people with communication disorders may not be referred to speech
and language therapists because of lack of information about the
relovance and benefits of the service and because of actual lack of
sarvice. When a referral is made, it is important that this first step in the
process (see Figure 2) Is followed quickly by others. In most service
settings there is a walting time between the referral and first contact with
the speech and language therapist. This gap is caused by the need to
pracess the referral, to identify a possible appointment time (sometimes in
lialson with other professionals in the context of joint or coordinated
assessments) and to give adequate notice of an appointment to the client.
In practice, chronic understaffing leads to large waiting lists and a client in
nead of a speech and language therapy service may, in some cases, be
waiting for over a year for an assessment of his nesds.
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A delay in the assessment of a communication disorder will almost
inevitably lead to a worsening of the situation, and may lead to the
development of secondary cognitive, educational, behavioural or social
difficulties. It may also lead to difficulties which are more strongly
established and therefore more difficult, lengthy and costly to treat, The
economic implications of a failure to intervene appropriately could include
special educational provision, educational failure, employment difficutties
and future health and social welfare spending.

The |ASLT survey (1992) indicated the following numbers on waiting list
for assessment,

TABLE 5.6: Number on Waiting list for Assessment
(N = 145)

Number on W/L % of Replies
for Assessment
0/No reply 25.5
1-10 20.6
11 -50 38.3
51 -100 6.4
100+ 9.2

The average time on the walting list for assessment was also identified by
therapists.

TABLE 5.7: Average Time on Waiting List for Assessment
(N = 145)

Time on WI/L % of Replies
{in_months)
0/ no reply 8.5
0-3 49.6
3-6 25.5
6-12 8.5
12 + 7.8

In some cases clients are seen relatively quickly for assessment and are
then recorded as current caseload, even if they are not being seen

for therapy. This creates the impression that waiting lists are shorter
than they actually are.

The IASLT survey (1992) identified the number on waiting list for

therapy (Table 5.8) and the average time spent on a waiting list for
therapy (Table 5.9).
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TABLE 5.8: Number on Waiting list for Therapy

(N = 145)

Number on W/L % of Replies

for Therapy
0/No reply 290.9
1-10 26.9
11 - 50 24.9
51 - 100 8.7
100+ 9.6

One Speech and Language Therapist reported a walting list of 496 for
therapy

TABLE 5.9: Average Time on Waiting List for Therapy

(N = 145)

Time on W/L % of Replies
(in_months)

0/ no reply 9.9

0-3 40.4

3-6 17.0
6-12 17.0

12 + 15.8

A waiting list for one speech and language therapist of over 50 clients
already assessed and deemed in need of intervention is unacceptable.
Almost half of the speech and language therapists who responded to this
guestion reported an average time on a waiting list for therapy of more
than 3 months, and almost a third reported an average time of more
than 6 months. The clinical, therapeutic and economic implications of
these figures are clear. There are also clear implications tor the

" malntenance of professional standards In a setting where such pressures

are on-going for the speech and language therapist.

5.9 Speech & Language Therapists in Private

Practice

The demand for private therapy and the availability of therapists in private
practice has been steadily increasing. Long waiting lists for children and a
paucity of services for adults have contributed to this trend. Currently
there are twenty speech & language therapists listed in the private
practice register, twelve of these are in the Dublin area. All clisnt
groupings are represented in those seeking private therapy. A recent
survey of private therapists carried out by SIG Private Practice Indicated
that all client groups are catered for, aithough the tendency is for
therapists to specialise within nominated group(s) of disorders/ages, and
some may not provide therapy for clients who normally require a
multidisciplinary approach.
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Clients are referred through medical and educational channels, and
through self referral. The majority of clients would fall into one of the
following groups.

1 Clients who are not preparad to wait on a waiting list for treatment;

2. Clients whose disorder will not raceive attention in very busy clinics,
as they are not a priority case;

3. Clients whose attendance at a private session is covered by special
health insurance schemes or who prefer to pay for a service.

The majority of therapists in private practice can offer a fairly immediate
assessment appointment, followad by immediate therapy sessions where
necessary. This allows the private therapists to reduce a little of the
pressure on the public waiting lists and to deal with the immediate
anxieties of the client. Attendance at private therapy should not
jeopardise the client’s place on a prioritized waiting list in a public clinic if he
Is entitled to therapy under the Health Acts.

The therapist in private practice has the freedom to offer a variety of
intervention strategies, Including intensive therapy where indicated. She
may be in a position to offer more flexible working hours, particularly in
adult therapy.

There is very good liaison between therapists In private practice and
therapists in public service. The Special Interest Group in Private Practice
meets the specific needs of therapists in private practice through
meetings and workshops.

Private practice provides a career opportunity for some therapists who
would otherwise retire from practice e.g. as a result of family commitments,
thus wasting a valuable resource in a small profession.

5.10 Continuing Professional Education

Speech and language therapy draws on the fields of medicine,
psychology, neurology, linguistics, and others for the maintenance and
development of its knowledge base. New Information comes from
theoretical models, academic and practicioner-based research and clinical
practice. Speech and language therapists have an ethical and
professional responsibllity to undertake clinical practice which is well
founded In accepted theory and based on best practice. Continuing
professional education is, therefore, an imperative.

At present, continuing professional education is not mandatory and while
some employers include a requirement to maintain professional standards
by way of training in employment contracts, few provide adequate support
for speiech and language therapists to undertake continuing professional
education.

Speech and language therapists were asked to describe supports
provided by employers in the IASLT survey (1992),




Table 5.10 indicates that while more than half of the speech and tanguage
therapists who responded believe that they are entitled to study leave,
only 5.7% report that this entitlement is stated in their contracts.

Table 5.10: Study Leave

(N = 145)

% Yes % No % No

response

Entitled to study leave 51.8 35.5 12.7
Entitiement stated in
contract b.7 74.5 19.8
Entitlement by custom
and practice 61.0 14.2 24.8

Table 5.11: Supports for training provided in past year
(N = 145)

% yes
pald study leave: 7.1
unpaid study leave: 4.3
course feas: 5.0
travel expenses: 11.3
other study related expenses: 0

(hooks etc.)

The Information in Tables 5.10 and 5.11 suggests that while many
therapists undertake and recelve some support for continuing
professional education, this Is not a contractual entitlement - or obligation
- for most. The danger in this situation Is that such supports are subject to
resources, and may be reduced or withdrawn at times of financial
constraints. This was the experience of most speech and language
therapists during the cutbacks of 1987/88 and following years.

Apart from the supports provided by employars, the avallability of
continuing professional educational opportunities Is severely limited in
range and frequency. In general, speech and language therapists make
use of training opportunities which arise, rather than heing able to plan a
comprehensive and on-going strategy for professional development.
Apart from postgraduate courses and research opportunities offered by
third level institutions (see 1,4), short, occasional and in most cases
uncertified training courses are organised by individual speech and
language therapists and speech and language therapy departments, by
Special Interest Groups, by the lrish Association of Speech and Language
Therapists and the College of Speech and Language Therapists.
Therapists also attend courses run by the Institute for Public
Administration specifically for Health Service Personnel, courses run by
allied professional bodies (the Psychological Soclety of ireland, the
Association of Occupational Therapists of Ireland). Speech and language
therapists are Involved in providing training to thelr own profession and
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other practitioners in specific areas of need on an on-going basis eg.
LAMH, Derbyshire Language Scheme.

There is a need for a comprehensive review of the need for and provision
of continuing professional education for speech and language therapists.
Requirements for registration and practice need to be estabiished in order
to maintain professional standards.

5.11 Support Structures and Services

Present levels of services are influences both directly and indirectly by the
current structures and lack of support services. The following areas were
identified as restricting the efficacy of service delivery.

a Limited opportunities to work in multidisciplinary/interdisciplinary
teams. This may occur due to service setting or lack of personnel
in associated professions. Therapists working in 3-4 settings or in
those where their role is unofficial i.e. schools, find it difficult to
develop team work skills.

b Accommodation — as was pointed out in 4.8 accommodation
provided for therapists may restrict access to those with physical
disabilities. Therapists also experience difficulties in obtaining
suitable accommodation for educationftraining courses for
parents/professionals and for student clinical training.

¢ Secretarial support — over one third (38.4%) of respondents to
the IASLT questionnaire reported that clerical support was
inadequate, This impact directly on time available for service
delivery.

Summary

This chapter outlines current levels of services based primarily on national
surveys undertaken in 1992. The outline presented illustrates the impact
of the shortfall in staff on service delivery to clients.
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6 PLANNING FOR THE FUTURE

The main focus of this document is on the current levels of service
provision to people with communication disorders. This chapter focuses
on the future in an attempt to identify changes needed in order to provide
an adequate equitable speech and language therapy service to those
who require it.

6.1 Incidence and prevalence of

communication disorders

Planning for service development requires detailed epidemiological
information on spsech and language disorders. The lack of adequate
information on the size and needs of the population to be served has
resulted in the uneven levels of service provision identified in the NESC
(1987) report. Studies carried out in Ireland on the incidence and
prevalence of communication disorders have been limited in both
humbers studied and data interpretation and the estimates below are
taken primarily from studies in the United Kingdom.

Enderby and Philipp (1986) estimated the numbers of people with
communication disorders associated with underlying disease by a study of
incidence and prevalence figures and populations. Their findings are
summarized in table 6.1. Enderby (1988) cautions that these findings
must be considered an approximation as "any difficulties in interpretation
led to exclusion rather than inclusion”.

These incidence and prevalence figures suggest huge under-reporting of
disorders of communication in Ireland. There is a widespread concern
among speech and language therapists working with a range of client
groups and in a range of settings, that the needs of those to whom no
service is provided within present resources is neither acknowledged nor
addressed in planning future services.

The application of these figures to the Irish population can only be carried
out with caution but they can provide a starting point for both service
planning and research. There is an urgent need for research into the
incidence and prevalence of communication disorders in Ireland. The
identification of needs should be a priority of speech and language
therapists in association with employers and service planners. Formal
research projects identifying the needs of specific client groups are
needed along with screenings of general populations. Information from
such research needs to be collated and made available to service
planners.

6.2 Number of speech and language

therapists needed
The figures provided from the studies outlined above would indicate that
approximately 4000 people in a population of 100,000 will present with a
communication disorder. Enderby (1988) suggests that this requires a
staffing level of 23.37 speech and language clinicians per 100,000
population and concludes that "without this level of staiffing service
provision is spread thinly and the allocation is not usually done on a




rational basis". The development of the service to date in Ireland has
resulted in staffing levels much below this figure as indicated in 5.2. The
need for a major increase in staffing levels has been stressed throughout
this document. The figures as presented indicate a need for 818
therapists compared to present level 187. The shorifall of 831 therapists
is unlikely to be remedied in the near future becauss of the limited funding
available to the health services in general and also because of the
shortage of qualified speech and language therapists. While it is hoped
that this document will sharpen political awareness of the needs of people
with communication disorders and that increased resources will result in
major staffing increases, it is also necessary to examine how service
providers and the profession can best utilize current limited resources to
improve the services available.

6.3 Staffing levels

Recommended caseloads for speech and language therapists are
dependent on many factors other than basic client group and the 1ASLT
working party recommend caseloads as shown on iable 6.2 must be
viewed with these in mind. This table shows the recommended notional
caseloads from the Hughes and Stutfins survey (1984) and the
suggested IASLT maximum current caseload. The issues to the right of

. the table are those which were felt to be influencing current service

provision 1o these client groups thus necessitating revision of the 1984
figures. The maximum case load must be viewed In terms of both the
model of care offered and the other services available to the client.

6.4 Retention of therapists

The previous sections have outlined the need for a major increase in
staffing levels but the issue of keeping therapists in the profession must
also be addressed. Some of the reasons for the loss of therapists to the
profession have been outlined in 1.2 and it is recommendad that a review
of contracts and work practices be undertaken in order to retain staff,

Efforts to retain staff should begin as soon as a graduate commences work
and early contracts should reflect the need for the baginning theraplst to
have adequate support and supervision along with broad based clinlcal
experience. On going staff education and training should be provided In
order 1o allow staft to develop expertise and specialist skills {see 6.9), The
retention of therapists in the profession is also dependent on the career
and pay structure and the current grading structure has proved limiting in
this area {appendix 2). Recommaendations on changes in this area will not
be discussed here as these are primarily a matter for negotiation between
unions and central planners but the need for change to a structure that will
recognize specialist skills must be stressed if the loss of highly qualified
therapists is to be halted. Creative flexible work contracts may also help to
keep therapists in the profession e.g. flexible working hours, term time
contracts etc. may faclilitate therapists with family responsibllities.

Rotational posts may be used to encourage development of specialist
skills.

55



Table 6,1:

Estimates for the size of the UK speech and language

handicapped populations associated with certain medical problems

*1985 (Listed in order of decreasing prevalence of the disorder.)
Reproduced by kind parmission of the British Journal of Disorders of Communication.

Number of | Number
Percent Number of | severely wlith
with spoech speech/ moderates
incidence |Prevalsnce)disorder |/lang leng handl-| speech/fang
of dis- of dis- causing handl- capped handicap
arder per |order per |spesch or | cappsd per| per per
100,000 100,000 language | 100,000 100,000 100,000
Disorder population | population | problsm population | population | population
Mantal handicap NK 2,500.0 55.0 1375.0 800.0 §75.0
{al acas)
Stammering 3495.0 1,070.0 100.0 1070.0 70.0 1000.0
Pra-school age NK 691.2 100.0 691.2 230.4 480.8
speach & lang**
School age NK 400.0 100.0 400.0 200.0 200.0
spoech & lang!
GVA 200.0 500.0 30.0 150.0 70.0 80.0
Deatness 1.6 200.0 60.0 120.0 45.0 75.0
Cerabral Palsy*** 2.0 175.0 60.0 105.0 20.0 85.0
Cleft Palatg*** 2.0 NK 40.0 57.0 19.0 38.0
{>142.0)
Parkinson's 20.0 125.0 55.0 69.0 23.0 48.0
Drsoase
Mulliple Sclarosis 3.0 60.0 55.0 33.0 10.0 23.0
Dysphonia 28.0 28.0 100.0 28.0 10.0 18.0
Muscular 1.2 20.0 25.0 5.0 2.0 3.0
Dystrophy
Molor Neurrone 1.6 6.0 57.5 3.5 1.2 2.3
Myasthenla 3.0 6.0 25.0 1.5 0.5 1.0
Gras_
Huntington's 0.4 5.0 60.0 3.0 1.0 2.0
Laryngectomy 0.9 3.0 100.0 3.0 2.0 1.0
Fiiedrelch's 0.4 2.0 60.0 1.2 0.8 0.8
Alpda
Head Injury 286.0 NK 20.0 NK NK NK
{800) (160} (60} (100)
' Many of the ligures In Ihis 1able are estimated irom references cited in the text. They should be
used as a guide rather than a delinilive statement.
b The incldence and prevalence eslimates are derived from the number of pre-school children per

100,000 general population

Akk

NK

nol known,

Based on the numbers per 100,000 naw born population.




Table 6.2: Cllent Groups

[CLIENT GROUP HUGHES AND | IASLT ISSUES
STUFFINS
Genera! Population- 40-60 30-40
h preschool.0-6 yis
Genara! Populaiion-school- Laison -staff/parentfother
age:8-16 yrs 40-60 40-50 Personnal: parent/staff training;
in¢ fluancy Travelfdomiciliary
Severa Speach and Language Emarging neads of older ¢hildran
Disorder {child) 10-14 8-10 Liaison with school
Travel
" Praschool Unit 10-14 8-10 Intensive
School Aga (class) 10-14 6-8 "
Autism 8-14 8-10 "
Physical Disability 06: 6+ Travel
I 20-30 20; 25-30 Liaison with other personnel
Emotional Dislurbance Home based inlervention
25-48 20, "
Manlal Handicap 25-49 20 " Stafifparent training
Home-basad therapy
Visual Impairmants 20. NR
Hearing Impairmani 20-20 25.30 NR
ADLULTS .
Mental Handicap 50-74 50- 60 Environment
Vocalional Training
Stall training
Physical Handlcap 20-36 50 - €0 Allarnalive and Augmeniative
Communication
Vocalional programmas
Neurological (CVA, Head 10-19 Qualily of lifo
injury, fumour}
Seiting ganesal
Rehab 20-29 10-19
Daycars 10-19 8-16 Appropriate settings
Acuta 20-30
10-20
Prograssive Discrders 1019 Changing needs
AAC: Domiciliary
Y Gerlatric 20-29 30-40 Changing needs e.g. dysphagla
Vaice i0-18 10-30 Lowar figure lor laryngectomy
Fluency 20-29 30-35
Dysphagta e NA

NR = NO racommendalion made
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6.5 Service prioritization

Prioritization of caseloads is recognized as part of clinical organisation but
this must occur based on a range of criteria, Blanket exclusion (see 5.6)
which discriminates against the individual with a communication disorder
because of client group, age or educational placement cannot be justified
clinically. Criteria in use in prioritization policies will be dependent to some
extent on the type of setting - eg. hospital, community clinic, mental
handicap setting etc, and are also dependent on the number of client
groups servad,

Clinical criteria could include:
— optimum timing of intervention;
-- communication disorder in relation to environment demands;
-~ client or family anxiety;
— @Xpected outcoms;
— availability of resources needed - skilled staff, equipment etc.

Crganizationat criteria could include:

— age;

— type of disorder;

— health entitlements stc.
It is recommended that prioritization policies be formulated clearly by
speech and language therapists and that these policies be reviewed
regularly in the light of changes in consumer demands, resource
availability etc. The aim of any prioritization policy must be to make the
best use of the available resources in the service provision to those with
communication disorders.

6.6 Support services

The previous chapters have outlined a bleak picture of current staffing
lovels and the resultant shortfalls in service delivery. While it is hoped that
increases in resources would enable gaps to be bridged in the future, the
prasent lack of qualified therapists has resulted in the examination of
possible support services which would facllitate service delivery,
increasing time available for clients.

A . Speech & Language Therapy Assistants

Speech and language therapy assistants have been employed in the
United Kingdom since 1988. It was originally felt that these could have a
role in future service delivery in Ireland but a review of current literature
and research findings would indicate that this cannot be recommended at
present as;

-~ present staffing levels are below the levels acceptable to make
assistants viable (Turner,1992);

—  the use of assistants has been shown to be lass cost effective than
estimated (Van der Gaag,1992);




—  the knowladge and skill basis nesded for the rols of assistant have

not yet been sufficiently well defined
organized. y ed to allow training courses to be

The IASLT cannot recommend the emplo -
for the above reasons. ployment of assistants at present

Surveys carried out for this document indicated that over one third of
therapists (38%) had inadequate clerical/administrative supports. Studies
have indicated 1hat therapists spend between 20% and 26% of their time
In routine administrative tasks which could be delegated if adequate
administrative secre_aiarlal support was available (Enderby & Davies,1989;
Smith,1992). The increase in administrative support could result in the

freeing up of therapists time which would impact directly on service
delivery.

B Multidisciplinary Teams

The earlier sgac}ions of this document have identified the neads for multi
and i‘ntardlsc:lpllnary team supports needed to provide adequate services
to client with communication disorders. Improvements in health and

education services in many areas may result in reduced pressure on the
speech and language therapy services.

6.7 Service nianagement

The role of the speech and language therapist in service planning and
development has been restricted to date. The restrictions have been
imposed by factors outside the profession as discussed in chapter 4 as
waell as the unclear role of the theraplst in organisational management.
The operational difficulties of the existing organizational struciures within
the health services have been identified by many government and agency
reports over the years (NESC 1987; Foley, 1989; Kennedy, 1990} and will
not he discussed in detalil here. The difficulties encountered by therapists
in planning and delivering a service to clients have been detailed in
chapters 4 and 5 and the resultant patchy, inequitable service outlined. it
is hoped that proposed changes within health services structures will
proceed and will result in a more integrated and comprehensive service for
all. The IASLT working party response to the proposed re-organization of
the health services in the Dublin region stressed the need for speech and
language therapy representation at all levels of management ie. regional,
area and district to ensure that a comprehensive and integraled service is
provided to those with communication handicaps. The role of the speech
and language therapist at management tevel includes the identification
and assessment of needs and the pianning of services to meet these
needs.

The identification and assessment of need may be carried out by:

— Incidence and prevalence studies of a disorder in the given
population, e.g. incidence of language disorder, stuttering.
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Some studies have been done in this area eg. language disorder
in Clare, stuttering in Gasltacht areas (reported by Leahy, 1986);

— Client group-based - Information on specific client groups and the
incidence in the population eg. clients with mental handicap,
clients with cleft palate. Clinical studies would indicate higher
incidence of some groups in certain geographical areas eg. cleft
palate, spina bifida, Down’s syndrome along the western
seaboard;

— Area-based assessment utilizing epidemiological studies.

While all of the above have been used in many areas for service planning
the results have had little impact outside the immediate area because of a
tack of central planning or information sharing structures. Speech and
language therapy input into regional planning has been limited because of
the lack of a formal role on management teams. It is vital that this role be
recoghized in order to develop services that meet local needs. The
information generated by regional studies should also be available to
central planning to facilitate relevant service planning and resource
allocation.

6.8 Research

The need for research in all aspscts of communication disorders has been
identified in previous chapters of this document. Gaps in knowledge of
incidence prevalence, treatment efficacy etc. have been outlined. The
previous section has pointed out the need for information in order to plan
and service to meet the needs of people with communication disorders.

Some of this information should be readily available from speech and
language therapy administration files but as was pointed out in 5.7, a lack
of agreement on basic terminology hampered this area of the research
undertaken for this document.

The questionnalre returns (1992) highlighted a fundamental difficulty in
addressing the Issues of caseload and waiting lists, and in comparing
these across client groups, clinical settings or employer. This is the
difficulty of definition. It Is clear from these returns that speech and
language therapists, in common with health boards, the Department of
Health, and other heaith professionals, use the term caseload to
denote clients and patients in vastly different relationships to the
therapist.

The lack of definition of caseload has resulted in information that is of
limited value in identifying needs, service planning, and service
evaluation. It may also result In the masking of client needs as it was felt
that the review category was been used as form of waiting list.

The |.A.8.L.T. proposes the {ollowing working definition for the term
caseload:




The current caseload is the number of clients/patients who are currently
attending therapy, either on a regular or review basis.

In this definition, it is assumed that review is used for therapeutic rather
ihan administrative reasons. It is further recommended that the caseload
should specify, in percentage terms, those clients/patients who need
further specialist, group or intensive input.

The L.A.S.L.T proposes the following working definition for the term
waiting list:
The Waitlng List is made up of two distinct groups:

1. those referred but unseen (l.e. not assessed);

2. those referred, assessed and awaiting therapy.
This document recommends that a rationalisation of terms used to
describe and record the needs of and services provided to clients be
urgently undertaken. Recording systems summarizing therapy/treatment
programmes also need to be rationalized in order to accumulate usetul
information on efficacy.

The Quirk Report (1972) stressed the importance of employers facilitating
therapists at all levels to undertake research in order to estimate needs
and evaluate therapy. This need is as great today as it was twenty years
ago and the reasons given by employers for not facilitating research today
are similar to those given twenty years ago "staff shortages and the
consequent burden of treatment cases mean that speech therapists can
very seldom be released from even a proportion of their clinical dutles to
anable them to undertake part-time research” (Quirk, 1972).

This document recommends that the brief of the speech and language
therapist at all levels of service should include research and that this
research be facilitated by employers through the provision of adequate
support structures. it is not envisioned that this research brief be added to
the already overburdened therapists load but that standardized collection
of statistics should replace some of the current inefflcient methads of data
collection. Therapy waiting lists, caseload figures and treatment studies
can yield useful information to service planners if terminology difficulties
can be overcome. Therapists, employers and central planners should
seek to identify what data is required, define terminology and design
manual and computer methods to facilitate collection. Ressarch
information must be shared between service providers and central
planners if it is to be used to develop an equitable service.

6.9. On-going professional education and

development
The previous sections have outlined possible changes in service
management and delivery. These changes along with the continued
growth of professional knowledge necessitates the organisation of
systams to support on-going professional development at both inservice
and academic levels. The limitations of current tra[ningleducation
provisions have been identified in 1.4 and 5.10. Continuing aducation
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should be seen as an integral part of the therapist's role in order to ensure
that services to clients are underpinned by a sound knowledge base.
Therapists have a responsibility for ensuring that they work within their
range of competency and therefore must actively participate in identifying
their own development requirements. The speech and language
therapist's professional development can be facilitated by courses,
seminars, study days, case reviews and presentations, literature review
and discussion, regular appraisal with objective setting, shared case
management and observational opportunities.

Employers must support therapists in their continuing education if
adequate services are to be developed. Education and training
programmes need to be developed at two leveis: a) academic and b)
inservice educationftraining.

A. Academic: The range of postgraduate educationai opportunities
needs to broaden and it is hoped that options such as a taught masters
course will be viable in the future. The number in the profession to date
and the lack of supports for therapists to pursue further study has
mitigated against this option in the past. The working party would also
recommend that distance education models or systems of credit points
from professional courses should be explored in order to provide mora
academic opportunities. It is also recommended that those undertaking
research in therapy efficacy should be adequately funded by central
planning in order to fill some of the gaps in knowledge identified in this
document.

B. Inservice education/training: Therapists also require
opportunities 1o increase knowledge and develop skills in areas related
directly to their work both client related and administrative. Inservice
education policies should be developed by employers in association with
speech and language therapists in order to ensure that local needs are
met.

it is hoped that programmes in both areas above would in the future ba
validated by an education board in order to ensure that standards are set
and monitored.

6.10 Standards

This document has identified many areas where theraplists feel that the
standard of services to people with communication disorders are
threatened, eg. limited opportunity to develop knowledge/skills,
inadequate record keeping, pressures of large caseloads, long waiting list
etc. The awareness of the threat to standards has resulted in low morale,
high stress levels and loss of therapists to the profession. Current
systems of service management not only stresses the therapist but may
also mask the needs of individual clients and client groups. Standards ol
service as outlined in Communicating Quality (1991) need to be related to
local setlings and resources and acceptable levels of performance and
service delivery set. Standards are needed in the areas of waiting list and
cassload management, assessment and intervention procedures, therapy
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outcomes and general and specific preventative work. Only when
standards are agreed can shortfalls be identified accurately and plans for
appropriate development of services be put in place.

6.11 Quality assurance mechanism

Standards can only be maintained by the use of monitoring systems.
Current systems focus on caseload figures and through input rather than
evaluating quality of service in relation to client needs. Speech and
language therapists need to be supported in developing and using
service and clinical audit systems so that the quality of their work can be
recagnised but also in order to highlight shortfalls and facilitate planned
service development. A pilot study in clinical audit procedures for speach
and language therapy services is currently underway in the UK. (Vander
Gaag,1992) and this may identify the most appropriate methods for
undertaking such audits. Transfer of such studies to irefand would require
initial resources from central planning for development work and open,
oitective communication systems at both local and national levels.

6.12 Registration

Statutory registration of spesch and language therapy and other
health/social professions have been under discussion with the
Department of Health for the past 13 years but difficuities in obtaining
agreement on the necessary structures have halted the process on many
occasions. The issue has been compounded for speech and language
therapists because of the small numbers involved and the financial
demands on a small profession of maintaining a reglsiration board.
Registration is perceived as necessary in order to:

- protect members of the public by providing assurance of the
competence and quality of those providing a service;

- provide employers with an effective mechanism for ensuring that
those employed to work in a profession are properly qualified to
do so;

— allow the professional group to protect its own good name and
standing by ensuring that members act in the bast interest of their
clients.

The lack of registration has resulted In unqualified people being
employed, in particular in the voluntary sector. It is envisioned that the
demand of EC directive 89/48 and the resultant freedom of movement
within the European Community may speed up the process of voluntary
registration but in the interim period it Is recommended that the IASLT
investigate non-statutory registration in order to provide some degree of
protection for service providers and users.




Summary

This chapter outlines the need for increases in resources to the speech
and language therapy sarvice in order to Improve staffing levels and
service delivery, The need for professional development in management,
research and setting and monitoring standards is outlined.




CHAPTER_SEVEN

Recommendations

7.1 Action by the Department of Heaith
7.2  Action by Employers — Statutory and Voluntary
7.3 Action by Speech and Language Therapists
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7 RECOMMENDATIONS

This chapter presents a range of recommendations addressed to those
who are involved in policy development, service planning and service
delivery to people with communication disorders. The recommendations
are addressed to those percelved to be in the best position to initiate and
support action but it must be stressed that growth and development of the
service can only proceed if all involved work together. The
recommendations are supported by information in the text and relevant
references are provided.

7.1. Action by Department of Health

1. It is recommended that the Department as the central planning
organisation promote epidemiological research in order to identify
those requiring a service.
27; 3.1-18.

2. The Department should recognise the current serious shortfall in
therapists employed and plan for significant increases in the
immediate future.

3.1-13; 4; 5.1-9; 6.1-3.

3. Preventive education and general information programmes on
communication disorders should be supported by the
Department through the Health Promotion Unit. = Such
programmes to be aimed towards influencing attitudes of the
public to people with communication disorders as well as
preventing disorders with at risk groups.

2.5; 3.2; 3.10.

4. The department should re-examine the feasibility of statutory
registration in order to protect both service users and providers,
6.10-12.

5. The Departments of Health and Education should liaiss to ensure

that services to children in schools are developed to meet the
needs of those requirting speech and language therapy in order to
benefit from the educational system.

3.1-6; 4.4-5.

6. The Department should facilitate the representation of therapists
at planning and management level by:
a) Promoting the importance of this role with employers and
utilizing the IASLT as consultants in central planning.

b) Facilitating the development of an appropriate grading
structure to formally recognise this role. New grading structures
should reflect specialist skills of therapists with specific client
groups In order to ensure that planning and service delivery Is co-
ordinated both between and within agencies.

1.2; 4.2; 4.8-9; 6.4; 6.7.




7.2

It is recommended that the Department support research in areas
of needs identification, service delivery and quality assurance in
order to facilitate planning and resource aliocation. This support
should include information systems development and accessing
information as well as funding to suitable research projects.

2.7: 3.1-13; 6.5; 6.10-11; 8.

The Department should facllitate agreements between voluntary
and statutary agencies with regard to service provision to all client
groups and base resource allocation on such agresments.

4.1-7; 5.5-6.

The Department should actively support the on-going
professional education of therapists by encouraging employers to
provide support for such programmes and by the recognition of
post-graduate qualifications in remuneration.

1.7; 2.8; 5.10; 6.4; 6.9.

Action by Employers - Statutory and

Voluntary

Statutory and voluntary agencles should formally agree
responsibility for service to client groups in common areas. The
changing demands on therapists due to the trend towards
community care should be acknowledged and resources
allocated to local clinics or petipatetic teams to develop services to
specific client groups e.g. people with mental handicap, adults
with neurological disorders,

3.1-13; 4.2; 4.7-8; 6.10,

Employers should encourage the involvement of speech and
language therapists at management level in resource allocation
and service planning in order to ensure that the needs of people
with communication disorders are represented.

4.1; 4.7-8; 6.7; 6.10 11.

Research should be facilitated by employers by the provision of
Irv:—:celassary resources and a recognition of its impact on caseload
evels.

2.7; 6&.10; 6.8; 6.10-11.

Employers need to facilitate the involvement of therapists in
prevention and education programmes by their inclusion in job
descriptions and the provision of necessary resources.

2.5; 3.2.

Adequate support structures, both personnel and technological,
should be provided for therapists in order to maximize time
available for client-related work.

2.6; 5.11; 6.6; 6.8,
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7.3

Employers should actively support therapists in d_eveloping
knowledge and skills through on-going professional training.
2.8; 5.10; 6.4; 6.9-10.

Action by Speech and Language

Therapists

it is recommended that therapists work with the IASLT to define
terminology and develop recoding systems which will provide an
accurate picture of current services and waiting lists.

2,11; 6.5; 6.10.

Prioritization and exclusion policies for speech and ianguage
therapy services should be developed by speech and language
therapists in consultation with management, should be based on
sound clinical reasons, should be co-ordinated within and
between Health Board areas, and should be made explicit and
available to referral sources and users of the services.

4.2; 4.7; 4.8; 6.5; 6.10.

Speech and language therapists need to undertake research in

both client needs, therapy outcomes and service management if

allocation of resources is to be planned and an appropriate service

deliverad in future.

Areas identified for research in this document include:

a) Standardization of assessments both in English and Irish on

Irish poputation,

b) Development of screening procedures and preventative

programmes for at risk groups.

¢) Efficacy studies on management and intervention strategies

with specific client groups.

d) Information systems suitable for data base development for
clients with communication disorders.

e) Development of quality assurance mechanisms.

Results of research projects should be made available 1o the

profession and planners via publications and a central resource

centre.

2,7, 3.1-13; 6.8; 6.10-11

Speech and language therapists in association with the IASLT
and the Health Promotion Unit should work to increase
knowledge of communication disorders and their Impact on
gegple by the provision of explanatory literature and videos.

Speech and language therapists should undertake regular on

going educational programmes to update and expand knowledge
and skills.

2.8; 5.10; 6.9




8.1

8.2
8.3

8.4
8.5

8.6

8.7

8.8

8.9

CHAPTER EIGHT

PROFESSIONAL SUPPORT SYSTEMS

The Irish Association of Speech and Language
Therapists

The College of Speech and Language Therapists

The Irish Association of Principal Speech and
Language Therapists

IMPACT

Comite Permanent de Lialson des Orthophoniste-
Logopedes de la C.E.

International Association of Logopedics and
Phoniatrics

Special Interest Group of Speech and Language
Therapists in Mental Handicap

Special interest Group of Speech and Language
Therapists in Private Practice

Augmentative and Alternative Communication Society
of Ireland
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8 PROFESSIONAL SUPPORT SYSTEMS

8.1 Irish Association of Speech and Language

Therapists
The IASLT is the recognised professional association of speech and
language therapists in Ireland working at a national and international level
on professional issues. The aims of the profession include:
— To develop and maintain professional standards.
— To advance the education of speech and language therapists at ail
levels
— To co-ordinate and disseminate information on the speech and
language therapy services.
— To promote the exchange of professional information betwesn
therapists via publications, study days, seminars.
— To represent Irish speech and language therapists at international
level via membership of appropriate organizations.
The IASLT is affiliated to the IALP and CPLOL (see below).
Membership of IASLT is open to all professionally qualified speech and
language therapists working in Ireland.
Contact Address: [ASLT,
PO Box 1344,
Dublin 4.

8.2 The College of Speech and Language

Therapists
The College of Speech and Language Therapists is the professional body
governing the speech and language therapy profession in the United
Kingdom. The college is commitied to ensuring high standards are
avalilable to all, and to this end provide:

— Protessional standards for therapists as specified in Communicating
Quallty (1991);

— Professional consultancy division to inform and advise service
providers on issues such as service management;

— Professional supports for speech and language therapists via
specialist advisers, resource centres etc:

— Continuing education opportunities with certified postgraduats
programmes;

— Journals and publications.

Members in the Irish region work with therapists in Northern Ireland to
facllitate professional supports and information exchange opporiunities.
Contact Address: 7 Bath Place,
Rivington Street,
l.ondon EC2A 3DR.
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8.3 The Irish Association of Principal Speech

& Language Therapists

This association was established to:

. Promote and develop the speech and language therapy service

.+  Devalop the role of principal speech and language therapists as
competent managers within the existing structures of the Health
Services.

. Identify speech and language therapy needs within the community

+  Lialse with statutory bodies and management as appropriate.

Members of the association are qualified speech and language therapists
who have been appointed Principal or Acting Principal. There is close
liaison between the Association and the |.A.S.L.T.

Contact address: may be obtained from Secretary, IASLT.

8.4 IMPACT

The majority of speech and language therapists who are union members
-are members of IMPACT — the public sector trade union. The union
provides advice and support to therapists in employment-related Issues
and enters into negotiations on their behaif,

Contact address: IMPACT, 9 Gardiner Place, Dublin 1.

8.5 Comite Permanent de Liaison des
Orthophoniste-Logopedes de la C.E.
(CPLOL)

C.P.L.O.L. is the permanent liaison committee of E.C. Speech and
Language Therapists and Logopedists. The committee aims to ensure
that the profession throughout the European Community is aware of new
developments and it fosters active involvement in these through working

parties and the organisation of a European congress. Irish

representatives are currently involved in the following projects:

+ Scientific Committee to organise the second European Congress
in 1994,

. Professional Profile;

. European Code of Ethics;

. Terminology Committee to establish a European Data Bank.
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8.6 International Association of Logopedics
and Phoniatrics (IALP)

The aims of the I.LA.L.P. are to promote and develop standards of
rehabilitation and preventative work, research and education in
logopedics and phoniatrics. The IALP was founded in 1924 as an
international multiprofessional group for those involved with disorders of
communication. The IALP facilitates information sharing between its
members world wide via its journal Folia Phoniatrica and triennial
Congresses.

It has two forms of membership, individual membership and membership
for affiliated societies. Individual members receive 6 issues of Folia
Phoniatrica annually, they have reduced fees for Congresses, are sligible
to vote for Board members and topics for Main Heports at the Congresses.
Each affiliated society is entitled to delegates - proportionate to the
number of members in the society. These delegates have similar voting
rights to individua! members and represent their society at the Delegates
Meeting held during the Congress, At present there are approximately
544 individual members and 56 affiliated societies representing 37
cotintries.

Contact Address: Sr Marie de Montfort, President IALP,
School of Clinical Speech & Language Studies,
Trinity College,
Dublin.

8.7 Special Interest Group of Speech and

Language Therapists in Mental Handicap
The 8.1.G. In Mental Handicap was established in 1981 in response to an
increasing realisation of the specialised needs of people with an
Intellectual disabllity. The S.1.G. facilitates speech and language therapists
working in the field who have common experiences and difficulties, in
offering support and providing a forum for discussion and resolution of
problems. The group organizes study days and workshops to provide
opportunities for therapists to develop specialist knowiedge and skills.

Contact Address: may be obtained from Secretary IASLT.

8.8 Special Interest Group Speech and

Language Therapists in Private Practice
Speech and language therapists with a range of speclalisations are
working in private practice in the community. The group provide
professional support for therapists in private practice and allow information
exchange between therapists In private practice and other therapists, The
group complle and hold a register of therapists involved in private practice
which may be consulted by referral sources.

Contact Address: may be obtained from Secretary IASLT.
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8.9 Augmentative and Alternative

Communication Society of Ireland

This is an organization for professionally or technically qualified persons
working directly or indirectly in the field of augmentative and alternative
communication. It aims to encourage the exchange of information among
professional groups involved in the development and implementation of
aided and unalded communication systems. It also promotes the
development and appropriate use of technology to facilitate the
communication and independence of people with disabilities.

Contact Address:  may be obtained from Secretary IASLT.
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Appendix 1

Course Content:

JUNIOR SENIOR JUNIOR SENIOR
RESHMEN FRESHMEN SOPHISTERS SOPHISTER
Audiology & 52 |Disordersof Aud. |6 | Disordersof Comm | 203 Disorders of Comm-
Auditory Perceplion unication in Children unication in Children| 96
Per. Function and Adults and Adults
Langunge ., 50
Reading 14 | Disability Associnted 19 [ Associated
Pathological Dis Pathological Dis 6
Inirod to Hum. Fluency &
Com.Disorders | 5 Dis. of Flueney 20 | Human Commun- Human Commun-
ication Project ication Praject
Anatomy 24 | Newroanatomy & | 60
Physiology 12 | Anatomy Applications of Psycholopy
Research Design 20 | Language & 10
Lang. Aequis 5 Physiology 34 | & Method Thought
Intred. (o 30 | Clinical Skills 6 Psycliology Counselling 30
Psychelogy Attention & Memory | 10 | (incl Family thernpy)
Research Method- Lifespan Devel. 5 ,
Normal develop | 30 | ology & Desi gn 30 In-depth Cpse
(incl lanpuage) Neuropsychology 8 Study
Psychology of 20
Child Dev 20 | Individual Differ- Lingujstics
(BLd) ences (Assess. & Dis. Annlysis 18
Intervention) Sociolinguistics 18
Linguistics Advanced clinical
Phonetics 46 | Child Psychialry |6 linguistics 10
Language Acqg | 46
Linguistics Neurology
Introd. to Lang Syntax/morphology] 18 | Child & Adult 30
Studies CLCS | 46 [Phonology 27
Clinjcal Linguislics) 10 Psychiatry adult 10
Paediairics 4
Instrumental
Plhonetics 6
Tota] 340 287 351 142
Clinical Obs Clinical Obs Clinical Obs Clinical Obs 210
and Practicals & Practice 210 | & Practice 2401 & Practice
Audiology 25 ’
Professional Skills | 10 | Specialist clinics 10 | Specialisi clinics 10
Nomal Devel
Swdjes 35 | Assessient Tech, {8
TOTAL 420 515 601 362
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Appendix 2
Gradlng Strugtures

Present grading structure within the Prolesslon.
Recommended grading structure agreed at the Working Parly se! up on the 16th January, 1979. Taking
parl wera reprasentatives of the L.G.P.S.U,, the Department of Health and the Local Govemnment Staff
Hegotiations Board.
The Working Party had recognised that the lack of a grading structura was unsatislactory.

It reacommenced that thers be 4 grades applicable 1o both Health Boards and Voluntary Hospilals.

Health Board Voluntary Hospitals

Principal Grade |
A speach therapist in charge A speech therapist in charga of
ol the spaech therapy services speech therapy services in a
in a Communily Care Araa in hospital in which a lotal of at loast
which a lotal of at least 6 & spasch lherapists are employed.
spoach theraplsis are smployed.

Pri | Gradg |l
A spaach therapisl In eharge A speach therapist in charge of
of the spesech tharapy services spaech therapy services ina
ina communily care area In hospital in which a total of at leas!
which & tolal of al least 3 3 speach therapisis are employed.
spaech therapisls are employed.

Senior Grade
A speech therapist working A speech therapist working
single-handed in ¢harge of a single-handed in charge of a clinic
clinic {ie, a centre) or a (ie. a cantre) or a spaech therapist
spasch theraplst in charge of in charge of a depariment, or a sub-
a clinic or department whera division of a depariment whichis a
at laas! 2 speach tharapists distinct entity, In which at laast 2 speech
are employed. therapists are employed.

Basic Grada
AW other speach therapists. Al other speech tharapists.

The eliect of the above recommendation is sel out in the following table.

Numbers employad Bagic Senior Principal Il Principal |
1 - 1 - -
2 1 1 ] )
3-4 2-3 - 1 .
5 3 1 1 -
i3 4 1 - 1
7-8 4-5 2 - 1

ould apply to all senior

A .qualification expariance W
requirement of at leasl three years satislaclory post-qualific P uld apply 1 principal

appointments and of al least five years satisiactory post-qualilicatlon exper
appoiniments.
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IRISH ASSOCIATION OF SPEECH AND LANGUAGE THERAPISTS
POLICY REVIEW and SALARY QUESTIONNAIRE

1. Name
2. Quealification 3, Where obtained
4. Year of Qualiitcalion 5. Number of vears working
Employment
6. Are you working as a Spaech and Languags Therapist ? YES NO .
7. il yes, do you work full-lime — part-time e
If NO, please complate questions 13 and 14

8. It part-time, how many sessions per week

1, 14 5- 9 — 3. 10+
9Presenl Grade _____ 10.Number of years at this grade: e
11.Polnt on salary scale
12,Present Employer Plaase tick as many boxes as nacessary:
EHB 1
NEHB 2 Voluntary Hospital 9
SEHB 3
SHB 4 Cther Hospital e 10
MHB ——_ &
wes 6 Voluntary Ageney — ______ 11
NWHB 7
MWHB 8 Sef i2

If you are working as @ Speech and Language Therapist (SLT), please go to question
15,

13. If you are not currently working as a SLT, please specily primary reason

Family reasons

change ol career

lurther spasch tharapy study

poor pay

no appropriate speech therapy Job avaitable
other (specify)

DO WO —

14. I you are not currently working as & SLT, do you Intend working In this area in the fulure

YES NO DONT KNOW

The remalnder of the queslionnaire is not relevant to hose not currently working as SLTs. Thank you for
completing these questions, Please relurn your completed form.

76




Further Quatifications and Training.
15. Have you aquired, or are you working towards, any formal qualification related to your work,

YES NO
Spacity Quelitication(s) Awarded by
{do not uss abbreviations)

Setting
16. Pleasa lick one category of base clinlc and as many categories as you need for other setlings:

MAIN/BASE OTHER

Hospital : Ganergl

Education:

[TalRv-RE KN s IS R O R L B

Day Centra: Developmental Day Contra i

LUniversty Cinig } 3
Horme/ Privaie Otfica

Clant's home 15
Other (specily) i6

17.Spacily work-related trave! time per week 1. 0-1hr. 2, 1-8hrs ___ 3.3+hs .

18.1s this time included in your work time YES NO

19.Do you get traval expenses? YES NO

algad mans en
20. Number on current caseload:

21. Number on waiting list tor therapy

22. Number on walling list for assessment

23 Average lime on wailing list for assessment
Time_in_months 0-3 3-6 B-12 12+

24, Averags tima on walting list for therapy
Time in_months Q-3 3-8 §-12 12+
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Current Caseload:

26. Age groupings: Please Identily the percentage of your caése1|r3:ad in each ;::te:%orv: T
) 0-4 4-6 -
% caseload

26. Type ol disorder, by primary presenting disorder

Disorder % Caseload

language - devalopmental

language -acquired

atic/phonology - developmental

artic/phanology acquired

lluancy

voice

aating/swallawing

27. Idenlify the main client group to which you provide a service. Tick anly one calegory,

Client Group
goneral popUiation
menty handicap

: ical
acquired neurplogical
ENT
Glaft palate

language disorder
ohor

Horlt n_and Exclusi titerla

28. Has your clinic a formal policy for pricritisalion? YES _ . NO

2901 yes: Who initialed this policy?

CDEADM DR -

SLT Dept SLT + Management Management only

30.1s this policy raviawed? YES NO

31. Does the palicy apply to all services

32, How is priority established (tick as Many as necessary)

by age R | by type of disorder  ____ 3
by client group 2 by other {specify) ~ ____ 4
33.Are particular groups of clients/patients excluded from therapy 7 YES NO

ortoSLTalore
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v——'_—__ _____ o T

34.)l YES, identify the basls for exclusion: Tick as many as necessary.

a0

chent group e
type of disorder —_————
saverity of disorder e
associated disorders e
addiional services/ support needsd —  _________
{ranspoit needed e
cakhment aroa e
lack of appropriate therapy specialism ...

other (specify)

link mant

Pl - W= I B e R

35. ldantify your maln referral sources

A
asp. _
SMO. S
Medical Specialist e
Psychologist _—
Teacher ———— e
PHN _—
Parent/Cllent ...
Cther theraplst
Other {please specily)  ______ — 10

DO~ OMmOM LN =

Are clients/patlents malnly referred

38. Diractly to you OH 37. To your team

51 v

38.Are you entitled lo annual study leave  YES NO

39.1s this stated in your contract YES NO

40.1s It by custom and practice YES . NO

41,In the past yoar, have you baen proyided with any of the following by your employer { pleasa lick )
1.Pald study leave 2.Unpald study leave . 3.Course lees

4.Travel expenses 5. Olher study related expenses

Reporting relatlonsh

42. To whom do you report directly?
Senlor SLT Prinicipal SLT Megical Doctor Qthar {spoclfy)

43. What is the mosl senlor management struciure in wheh SLTs have direct representation in your
organlsalion?

44, Are you on a managemeni commitiee In your organisation? Yos___ No

45, |s Whis role specilied in your Job description Yes No
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46.. Is thare SLT representative on the management group which has budger::gryiplanningfpollcy
respongibllity {or your sarvice? Yes —

47.Are you involved in policy declslons regarding delivery of SLT services to your target population

Yeg No ...

48. Is your clerical support adequale Yes No
49. Do you work as part of a team? Yes No
50.1t Yas, aro you part of ona team two teams three + teams

51, Pleass idenlify the other professionals who work on yaur team(s) :

Speach & Language Therapist/s

Psychologist
Medical Doctor

Crthodontist
Qccupational Therapist
Social Worker
Physiotherapist

Teacher

Nurse

Other {please specify) —— 1

~N OO A WA e

el * X+

raining/teachl

52. Does your employer expect you to underiake staff trainingfteaching? YES NO

53. Plgasa Idenltly wilth which of the following groups you underiake trainingfteaching

Within your own arganisation/employment Outside

st i
entsdamiies

student SLTs

other students groups {spacily)

professional groups {spacily)
public education (specify)

54. The information which you return will be usad lo formulate policies to gulde the devalopmaent of the
Speech and Language Therapy profession in Ireland. Aro there Issuss/concerns which you particularly
wish {o be addressed in lhese policias? It so, please list them here,

il caine

THANK YOU FOR COMPLETING THISIQUESTIONNAIRE, PLEASE RETURN IT

IMMEDIATELL or by January 10th 1932 at the lalest

TOSLOTHRA NI CHOLMAIN,SENIOR SPEECH THERAPIST GHEEVE T
TEMPLEOGUE DUBLIN W, RSTOWN HOUSE
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