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DISCLOSURES

• Possible Biases
• I am a person who stutterers, and carry a lifetime of experiences that shape my
thinking and decision making.
• After masters and doctoral training centering in part on stuttering, speech motor
function, and neuroscience; and 40 years of research, clinical experience, and also
working with thousands of individuals who stutter in self-help and support
organizations, I have developed my own beliefs about the etiology and nature of
stuttering. While I try to limit the effect of my biases in what I present, you should
be aware of how I approach stuttering:
• I see stuttering as a dynamic and multifactorial disorder, that while speech-motor
breakdown is at the core, a variety of cognitive, neurological, linguistic, psychosocial,
end environmental factors affect whether or not motor breakdown occurs, and
there may be different combinations of factors for each individual who stutters.

GOALS

In 2017 the International Fluency Association adopted a position statement acknowledging that some
individuals who stutter also have Social Anxiety Disorder (SAD), and that all adults who stutter should be
screened for SAD, and if present, be treated or referred to the appropriate professional

The IFA Self-Help and Advocacy Committee began a campaign to recognize that adults who stutter with
comorbid SAD are a unique group, which should be classified as Stuttered Speech Syndrome, unique from
stuttering
Goal of today’s presentation is to clarify and demystify the situation
• Review IFA position statements (recently changed) and ISA position statements

• Define DSM-V criteria for childhood onset fluency disorder and social anxiety disorder
• Discuss prevalence and incidence of SAD
• Examine research support
• Examine treatment approaches for each disorder
• Discuss the concept of “Typical/Concomitant Anxiety” associated with stuttering

ORIGINAL IFA STATEMENT ON SOCIAL ANXIETY
DISORDER AND STUTTERING

It is noteworthy that some adults who stutter have a Generalized Social
Anxiety Disorder, meaning that they have significant social and performance
difficulties, and these difficulties may extend beyond speech (Blumgart,
2010). The presence of Social Anxiety Disorder, or other mental health
diagnoses, has been shown to predict relapse from speech restructuring
treatment (Iverach, 2009). However, of the many psychiatric diagnoses
potentially co-existing with stuttering, Social Anxiety Disorder has unique
significance to speech pathologists for two reasons. Firstly it is by far the
most common stuttering-associated disorder (Iverach, 2009), and secondly it
logically impacts on the ability to speak well and comfortably.

ORIGINAL IFA STATEMENT ON SOCIAL ANXIETY
DISORDER AND STUTTERING

Therefore, given the direct impact that Social Anxiety Disorder has on speech
as well as the recommendation by numerous governing bodies internationally
(Rose et al, 2015) that health providers routinely screen for mental health
problems that have the potential to impact the patient as well as therapeutic
process, we strongly recommend that adults who stutter should be routinely
screened for Social Anxiety Disorder.This can be achieved using any one of the
many freely available and validated assessments. If such screening identifies
potential Social Anxiety Disorder, the Speech-Language Pathologist must be
aware of the effects of safety behavior formation and ensure that the full plan
for treatment addresses the complete range of the patient/client’s functional
impairment. As appropriate, this could include referral to specialists in allied
disciplines such as clinical psychology and psychiatry.

IFA STATEMENT ON SOCIAL ANXIETY DISORDER AND
STUTTERING

• The International Fluency Association’s Self-Help and Advocacy Committee (IFA SHAC)
requests the stuttering community adopt the concept of Stuttered Speech Syndrome
where Social Anxiety Disorder, which is also known to negatively impact quality of life
and fluency, interweaves with stuttering. To confirm this diagnosis, we recommend that
speech-language pathologists routinely screen for Social Anxiety Disorder and, where
positive, collaborate with a licensed mental health professional.

• A separate term such as Stuttered Speech Syndrome (SSS) is needed to allow awareness
to the fact that people with SSS are not only suffering the verbal disability of stuttering
(aka Childhood Onset Fluency Disorder) but are also suffering clinically significant
emotional and social ill-health (Social Anxiety Disorder). That is, the new term would be
used to enable succinct differentiation between the whole iceberg and the tip. Presently
both are called stuttering.

NEW IFA STATEMENT

IFA Statement on Social Anxiety Disorder and Stuttering

The IFA acknowledges that stuttering may be accompanied by social
anxiety. However, we have not endorsed any policy statement requiring a
standard screening for social anxiety disorders.
Moreover, it has no intention to support any change in the current
ICD/DSM nomenclature for the most typical presentation of fluency
disorder, childhood onset fluency disorder (stuttering).

INTERNATIONAL STUTTERING
ASSOCIATION (ISA) STATEMENT

• The ISA wishes to highlight that a complete understanding of stuttering needs to incorporate
more than the listeners perspective but also account for the speakers experience. Consequently
the ISA board promotes the terms Stuttered Speech Syndrome (negative feelings, attitude
and behaviour) and covert stuttering (word avoidance, substitution and circumlocution) to
clarify discussions about stuttering and its effects.

• …… The emotional reaction of any individual to the stuttering often constitutes the most
significant aspect of the disorder. It is important that family, friends, relatives, work colleagues and
the public in general understand that much of what constitutes stuttering and more particularly
“speech blocking” goes much deeper than the dysfluent speech that the listener hears. This
includes such things as sound and word fears, situational fears, fears associated with negative
judgment by others. Stuttering can lead to what some are calling “Stuttered Speech
Syndrome”. Symptoms of this include increased dysfluency, a feeling of loss of control of speech,
associated high anxiety or panic, depression, low self-esteem, social phobia and confusion over
issues of personal identity.

DSM-V CRITERIA: CHILDHOOD ONSET FLUENCY
DISORDER

According to the DSM-V, (Diagnostic and Statistical Manual of Mental Disorders, fifth edition), there are a total
of four diagnostic criteria for Childhood Onset Fluency Disorder (COFD):

A. Disturbances in the normal fluency and time patterning of speech that are inappropriate for the individual’s
age and language skills, persist over time, and are characterized by frequent and marked occurrences of one
(or more) of the following:
Sound and syllable repetitions
Sound prolongations of consonants as well as vowels
Broken words (e.g., pauses within a word)
Audible or silent blocking (filled or unfilled pauses in speech)
Circumlocutions (word substitutions to evade problematic words)
Words produced with an excess of physical tension
Monosyllabic whole-word repetitions (e.g., “I-I-I-I see him”)

DSM-V CRITERIA: CHILDHOOD ONSET FLUENCY
DISORDER

According to the DSM-V, (Diagnostic and Statistical Manual of Mental Disorders,
fifth edition), there are a total of four diagnostic criteria for Childhood Onset
Fluency Disorder (COFD): (continued)

B. The disturbance causes anxiety about speaking or limitations in effective
communication, social participation, or academic or occupational performance,
individually or in any combination.

C. The onset of symptoms is in the early developmental period. (Note: Lateronset cases are diagnosed as 307.0 [F98.5] adult-onset fluency disorder.)

D. The disturbance is not attributable to a speech-motor or sensory deficit,
dysfluency associated with neurological insult (e.g., stroke, tumor, trauma), or
another medical condition and is not better explained by another mental disorder.

DSM-V DIAGNOSTIC FEATURES:
CHILDHOOD ONSET FLUENCY DISORDER
Diagnostic Features

• . . . . . . The disturbance in fluency interferes with academic or occupational achievement or with social
communication. The extent of the disturbance varies from situation to situation and often is more severe
when there is special pressure to communicate (e.g., giving a report at school, interviewing for a job).
Associated Features Supporting Diagnosis

• Fearful anticipation of the problem may develop. The speaker may attempt to avoid dysfluencies by linguistic
mechanisms (e.g., altering the rate of speech, avoiding certain words or sounds) or by avoiding certain speech
situations, such as telephoning or public speaking. In addition to being features of the condition, stress and
anxiety have been shown to exacerbate dysfluency.
Development and Course

• . . . . . . As the child becomes aware of the speech difficulty, he or she may develop mechanisms for avoiding the
dysfluencies and emotional responses, including avoidance of public speaking and use of short and simple
utterances. . . . . .

Functional Consequences of Childhood-Onset Fluency Disorder (Stuttering)

• In addition to being features of the condition, stress and anxiety can exacerbate dysfluency. Impairment
of social functioning may result from this anxiety.

DSM-V CRITERIA: SOCIAL ANXIETY DISORDER

According to the DSM-V, (Diagnostic and Statistical Manual of Mental Disorders, fifth edition), there are a
total of ten diagnostic criteria for Social Anxiety disorder:

A. Marked fear or anxiety about one or more social situations in which the individual is exposed to
possible scrutiny by others. Examples include social interactions (e.g., having a conversation, meeting
unfamiliar people), being observed (e.g., eating or drinking), and performing in front of others (e.g.,
giving a speech). (Note: in children the anxiety must occur in peer settings and not just during interactions
with adults.)
B.

The individual fears that he or she will act in a way or show anxiety symptoms that will be negatively
evaluated (i.e., will be humiliating or embarrassing; will lead to rejection or offend others).

C. The social situations almost always provoke fear or anxiety. (Note: In children the fear or anxiety may be
expressed by crying, tantrums, freezing, clinging, shrinking, or failing to speak in social situations.)
D. The social situations are avoided or endured with intense fear or anxiety.
E.

The fear or anxiety is out of proportion to the actual threat posed by the social situation and to the
sociocultural context.

DSM-V CRITERIA: SOCIAL ANXIETY DISORDER

DSM-5, (Diagnostic and Statistical Manual of Mental Disorders, fifth edition) ten diagnostic
criteria for Social Anxiety disorder (continued):

F. The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or more

G. The fear, anxiety, or avoidance causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

H. The fear, anxiety, or avoidance is not attributable to the physiological effects of a substance
(e.g., a drug of abuse, a medication) or another medical condition.

I. The fear, anxiety, or avoidance is not better explained by the symptoms of another mental
disorder, such as panic disorder, body dysmorphic disorder, or autism spectrum disorder.

J. If another medical condition (e.g., Parkinson’s disease, obesity, disfigurement from burns or
injury) is present, the fear, anxiety, or avoidance is clearly unrelated or is excessive.

DSM-V DIAGNOSTIC FEATURES: SOCIAL ANXIETY DISORDER
Associated Features Supporting Diagnosis

• Individuals with social anxiety disorder may be inadequately assertive or excessively submissive or, less commonly,
highly controlling of the conversation. They may show overly rigid body posture or inadequate eye contact, or speak
with an overly soft voice. These individuals may be shy or withdrawn, and they may be less open in conversations
and disclose little about themselves. They may seek employment in jobs that do not require social contact . . . . . .
Prevalence

• . . . . . . In general, higher rates of social anxiety disorder are found in females than in males in the general population
(with odds ratios ranging from 1.5 to 2.2), and the gender difference in prevalence is more pronounced in
adolescents and young adults. . . . .
Development and Course

• Median age at onset of social anxiety disorder in the United States is 13 years, and 75% of individuals have an age at
onset between 8 and 15 years. The disorder sometimes emerges out of a childhood history of social inhibition or
shyness in U.S. and European studies. Onset can also occur in early childhood.. . . . . .
Comorbidity

• Childhood Onset Fluency Disorder is not included as a typical comorbid condition with Social Anxiety Disorder in
the DSM-V.

DSM-IV VS. DSM-V CRITERIA

DSM-IV Criteria for Social Phobia (now Social Anxiety Disorder) had exclusionary criteria
specifying that if the fear or anxiety was due to the presence of another mental disorder,
such as stuttering, a diagnosis of SAD would be inappropriate (specifically mentioning
stuttering as the example for exclusionary criteria)

In the DSM-V the specific exclusion criteria for Social Anxiety Disorder was modified, with
the addition of several exclusionary criteria, including

(H): The fear, anxiety, or avoidance is not attributable to the physiological effects of a
substance (e.g., a drug of abuse, a medication) or another medical condition.

(I) The fear, anxiety, or avoidance is not better explained by the symptoms of another mental
disorder, such as panic disorder, body dysmorphic disorder, or autism spectrum disorder, and

(J) If another medical condition (e.g., Parkinson’s disease, obesity, disfigurement from burns
or injury) is present, the fear, anxiety, or avoidance is clearly unrelated or is excessive.

QUESTION FOR CONSIDERATION
From Iverach, Rapee Wilson, & Lowe (2017):

“Although social anxiety in individuals who do not stutter can be underpinned by objective deficits in social skills (Rapee
& Spence, 2004), social performance limitations are more commonly viewed as a consequence of the anxiety (Clark &
Wells, 1995; Rapee & Heimberg, 1997).

In contrast, difficulties with social or speaking performance may be present in people who stutter as a result of their
stuttering, and may subsequently be compounded by an accumulation of social encounters where negative evaluation
has actually occurred”.
Charles Van Riper, “The Nature of Stuttering” (1971)

Van Riper defined stuttering “we should like to suggest that stuttering be considered a disorder of timing. We feel that
when a person stutters on a word, there is a temporal disruption of the simultaneous and successive programming of
muscular movements required to produce one of the word's integrated sounds, or to emit one of its syllables, or to
accomplish the precise linking of sounds and syllables that constitute its motor pattern . . . . . . Stuttering behavior
consists of a word improperly pattered in time and the speaker’s reaction thereto”

When we talk about stuttering with comorbid social anxiety disorder are we referring to
the existence of true SAD in addition to stuttering, or, as many of the symptoms of the
stuttering disorder carry the same symptomatology as social anxiety disorder, is there a
mis-identification as two disorders coexisting?

RESEARCH ON SAD: PREVALENCE

Diagnostic interview data from the NIMH National Comorbidity Survey Adult Supplement (2017)
indicated that:
• estimated 7.1% of U.S. Adults had social anxiety disorder in the past year.
• prevalence was higher for females (8.0%) than for males (6.1%).

• estimated 12.1% of U.S. adults experience social anxiety disorder at some time in their lives.

• estimated 9.1% of adolescents had social anxiety disorder, and an estimated 1.3% had severe
impairment.
Other data: (Kessler et al., 2005; Ruscio et al., 2008).

• Its average onset is between the ages of 8 and 15 years, with a median of 11 years, and it has a lifetime
prevalence of approximately 8%–13%

• The prevalence of social anxiety disorder among adolescents was higher for females (11.2%) than for
males (7.0%).

RESEARCH ON COMORBID SAD AND COFD: PREVALANCE
Estimates on comorbidity vary widely:
Adults:

• approximately anywhere from 22% to 60% of adults who stutter meet criteria for a diagnosis of social anxiety disorder (Blumgart,
Tran, & Craig, 2010; Iverach, O’Brian, et al., 2009; Menzies et al., 2008; Stein, Baird, & Walker, 1996).

• 2018 study (Iverach, Jones, Lowe, O’Brien, Menzies, Packman, Onslow) indicated 29.8% comorbidity.
• Sample was from 275 AWS, ages 18-80.

• SAD was diagnosed via the Composite International Diagnostic Interview (CIDI), a wide ranging interview designed to
comprehensively evaluate and diagnose mental disorders according to the DSM-IV diagnostic criteria.

• socially anxious group of AWS did not demonstrate significantly higher self-reported stuttering severity or percentage
of syllables stuttered.
• socially anxious group of AWS reported:
• more speech dissatisfaction and avoidance of speaking situations,
• significantly more psychological problems, and a
• greater negative impact of stuttering.

RESEARCH ON COMORBID SAD AND COFD: PREVALENCE

Estimates on comorbidity vary widely:
Children and Adolescents:

• 24% of a large sample of school-age children seeking treatment for stuttering
were found to meet criteria for a diagnosis of social anxiety disorder, compared
to only 4% of nonstuttering control children (Iverach, Jones, et al., 2016).

• Two other studies, however, did not find heightened anxiety scores in school age
children who stutter (Messenger, Packman, Onslow, Menzies, & O’Brian, 2015;
Smith, Iverach, O'Brian, Mensah, Kefalianos, Hearne, Reilly, 2017).

RESEARCH ON SAD
Are there different subtypes of SAD?
UK’s National Collaborating Centre for Mental Health (2013):
• generalized social anxiety disorder: individuals fear most social situations

• non-generalized social anxiety disorder: individuals fear a more limited range of situations (which often, but
not always, involve performance tasks such as public speaking); however, some authors have suggested that the
difference between these subtypes is a difference in degree.
• Note: DSM-V does not recognize subtypes for SAD

• While the majority of studies investigating comorbidity of SAD and COFD do not identify a subtype, it would
appear logical that the non-generalized type specific to speaking situations would be more typical.

• The generalized subtype is associated with greater impairment and higher rates of comorbidity with other
mental disorders (Kessler et al., 1998), a finding that has not been noted in the comorbid stuttering
population. The generalized subtype also has a stronger familial aggregation, an earlier age of onset and a more
chronic course.

• While most psychological therapies are applied to both subtypes, evaluations of drug treatments have mainly
focused on generalized social anxiety disorder.

RESEARCH ON COMORBID SAD AND COFD

Safety Behaviors
• According to contemporary cognitive theorists, anxiety is maintained within
social anxiety disorder in part by the use of safety behaviors (Clark, 1999; Clark
& Wells, 1995; Rapee & Heimberg, 1997; Salkovskis, 1991).
• Safety behaviors are cognitive processes or behaviors used by those who are
socially anxious as an attempt to prevent negative social consequences (Clark
1999; Salkovskis, 1991).
• Examples of safety behaviors would include:
• avoiding eye contact,
• mentally rehearsing sentences before saying them,
• talking quickly,
• choosing a seat in the back of the room,
• taking a position in which less social interaction would be required.

RESEARCH ON COMORBID SAD AND COFD
Safety Behaviors

• However, safety behaviors are not limited to SAD. Many other disorders also
incorporate safety behaviors (agoraphobia, generalized anxiety disorder, insomnia, obsessivecompulsive disorder/OCD, post traumatic stress disorder/PTSD, schizophrenia, etc.).

• For decades in SLP, theorists defining stuttering have differentiated between the core
behaviors (the actual disfluencies) and secondary/associated behaviors (reactions to
the disfluencies, such as avoidance, postponement, starting/initiating, escape, and
antiexpectancy behaviors). Many of these secondary/associated behaviors in stuttering could
be considered safety behaviors, and many SLPs consider them part of the stuttering disorder,
rather than specific to a comorbid SAD.

• Study by Lowe, Helgadottir, Menzies, Heard, O'Brian, Packman, & Onslow (2017) used a
behavior questionnaire with 133 AWS; 132 of the 133 reported engaging in safety behaviors
during speaking/social communication situations (but if you go by the 2018 Iverach et al
prevalence study – only 29.8% of those individuals would be diagnosed as having comorbid SAD).

MODEL FOR COFD
WITH COMORBID SAD

Model from Iverach, Rapee,
Wong, & Lowe (2017) for the
maintenance of social anxiety in
stuttering

Safety Behavior Scale
(ECSAS)

Burato, De Souza, &
Loureiro (2009)

Not At All
(0)

A little Bit
(1)

Somewhat
(2)

EXAMPLE OF A SCREENING
TEST FOR SAD
Rate each item below from 0-4 based
on your past week’s experiences:
1. Fear of embarrassment causes me to
avoid doing things or speaking to people
2. I avoid activities in which I am the center
of attention
3. Being embarrassed or looking stupid are
among my worst fears

Very Much
(3)

Extremely
(4)

Mini-Social Phobia Inventory (Mini-SPIN) was developed by Dr. Jonathan Davidson
at Duke University (Connor, Kobak, Churchill, Katzelnick, & Davidson, 2001).
• Scores of 6 or greater are thought to be sufficient as an indicator for further
testing for the presence of social anxiety disorder.

EXAMPLE OF A
DIAGNOSTIC
TEST FOR SAD

Social Phobia Inventory (SPIN) was developed by Dr. Jonathan Davidson at Duke University (Connor,
Davidson, Churchill, Sherwood, Foa, & Weisler, 2000).
• Scores of 19 or greater are thought to be sufficient for a diagnosis of social phobia.
• Dr. Davidson reports that individuals typically presenting themselves for therapeutic assistance would have
a score of 40 or higher on the Spin (68 points is the maximum possible score).

EXAMPLE OF A
DIAGNOSTIC TEST FOR SAD

Liebowitz Social Anxiety Scale (LSAS)
was developed by Michael Liebowitz at
Columbia University (Liebowitz &
Michael, 1987).
• Consists of 24 situations, clients are
asked to rate each on how much fear
it would generate and how likely they
would be to avoid the situation
• Scores of 30-60 = probable for SAD,
60-90 = very probable for SAD; over
90 = highly probable for SAD.
• Scores greater than 90 – individual
likely to seek treatment (maximum
score = 144).
• Child & Adolescent version (LSASCA)

EXAMPLE OF A DIAGNOSTIC
TEST FOR COMMUNIC ATION
ANXIETY IN STUTTERING

Speech Situations Checklist (SSC-SD, SSC-ER)
Brutten and Shoemaker, 1972;
Brutten and Vanryckeghem, 2007
• Part of the Behavior Assessment Battery (BAB)
sold by Plural Publishing
• Both Adult and Childhood versions of BAB
• 50 different speaking situations – CWS/AWS
indicates how much speech disruption (SSC-SD
form/subtest) or emotional response (SSC-ER
form/subtest) each situation would generate
• Note similarity to the LSAS

TREATMENT FOR SAD

A variety of approaches have been utilized for treating social phobia. These include psychological counseling and/or
psychoanalysis, hypnosis, relaxation, behavioral therapy, cognitive therapy, and pharmacotherapy.

Behavioral/Cognitive Therapy

• Behavioral approaches for treating social phobia emphasize elimination/reduction of avoidance behaviors. They
may utilize a hierarchially-arranged exposure to the fear-triggering stimuli (e. g., social situations) very similar to
the situational hierarchies often employed in fluency therapy.

• Visualization and/or role playing may be used for situations that may be difficult to arrange in real-life.

• Cognitive approaches are also employed. Patients are encouraged to challenge faulty thoughts and beliefs that help
to maintain the disorder. Identification and monitoring of inappropriate beliefs or thoughts, refuting the thoughts
and employing coping techniques are common activities. Again these are similar to techniques utilized in some
fluency therapy approaches.

• For example, an article by Spurr and Stopa (2003) examined the negative effect of utilizing the "observer
perspective". They reported that individuals with social anxiety disorder often generated a negative impression of
how they appear to others, constructed from their own thoughts, feelings, and internal sensations. Such a pattern
appears similar to that employed by some stutterers. The authors discussed implications of such a viewpoint in
negatively regulating behaviors and provided cognitive behavioral therapy (CBT) techniques for treatment.

PharmacologicTherapy

TREATMENT FOR SAD

• Pharmacotherapy often involves the selective serotonin reuptake inhibitors (SSRIs), with Paxil
(paroxetine) and Zoloft (sertraline) popular choices. Other SSRIs used in managing social anxiety
include Celexa (citalopram), Prozac (fluoxetine), and Luvox (fluvoxamine).

• The FDA has also approved Effexor XR (venlafaxine), Duloxetine (Cymbalta), and Venlafaxine (Effexor)
for social anxiety treatment.These are serotonin-norepinephrine reuptake inhibitors (SNRI).

• Other drugs that may be used include the benzodiazepines (BDZs) such as Xanax (alprazolam),
Klonopin (clonazepam), and Valium (diazepam).

• Monoamine oxidase inhibitors (MAOIs) are thought to play a role in increasing available serotonin (by
inhibiting the enzyme responsible for degrading serotonin and norepinephrine) and have been used.

• Neurontin (gabapentin), originally developed as an antiepileptic, and the heart-regulating betaandrenergic receptor blocking agents (beta-blockers), such as Inderal (propranolol), are occasionally
used.

TREATMENT FOR STUTTERING WITH COMORBID SAD

Possibly the seminal question here is “When/How is the identification of
comorbidity made”.
• Do we need to assume, as some researchers and clinicians assert, that the
prevalence of SAD in PWS is so high that mandatory screening for SAD should be
conducted by the SLP for any adult client who stutters?
• Or can we assume that anxiety towards speaking/communicating in social
situations is a natural component of the stuttering disorder, and could/should be
dealt with as part of treatment by a SLP. Only if the SLP felt the anxiety expressed
by the client was abnormal and/or not limited to reactions to the stuttering would
a screening test for SAD be administered or a referral to an appropriate mental
health professional be made.
• Does the typical SLP, with limited exposure to stuttering, feel confident and
comfortable in making that decision?

TREATMENT FOR STUTTERING WITH COMORBID SAD
Other considerations:

• Speech-Language Pathologists who use a cognitive-based approach that includes
fear reduction/desensitization at least as part of their stuttering treatment
strategy may feel they have the tools to also address many of the cognitive issues
related to maintenance of social anxiety disorders.

• But even these clinicians need to ask themselves if they truly have the knowledge and
skills necessary to fully treat the social anxiety component.

• SLPs who emphasize restructuring speech production with little or no cognitive
restructuring may feel less equipped to manage the social anxiety component and
may feel more comfortable referring treatment of the SAD component to an
appropriate professional.

TREATMENT FOR STUTTERING WITH COMORBID SAD

Who is the “appropriate professional” to refer a client with comorbid
stuttering and SAD (to treat the social anxiety component)?
• Psychiatrists, psychologists, licensed mental health counselors
• But even these clinicians need to ask themselves if they truly have the
knowledge necessary to understand the impact/effect of the stuttering
component. If not, a truly interdisciplinary approach may be necessary
• Dr. Gerald Maguire, a psychiatrist with a strong background in research and
treatment of stuttering gave the following statement: I believe that the core
of treatment and screening is with the SLP but if social anxiety and other
psychiatric conditions are suspected, that referrals be made to
psychologists or psychiatrists to work collaboratively in the care of the
stuttering patient/client.

TREATMENT FOR STUTTERING

There have long been controversies over the most efficacious treatments for
stuttering.

• Some clinicians center treatment efforts on restructuring the client’s speech
production through a variety of techniques.

• Others center treatment on restructuring the individual’s cognitive viewpoints
towards stuttering and towards communication through a variety of techniques.

• Still others employ a widely varying combination of the two above techniques.

• Other approaches may involve altering sensory feedback, use of prosthetics,
pharmacology, or alternative treatments.

ISSUES TO BE RESOLVED:
STUTTERING/COFD AND SAD

• Implications for Dx and Tx from studying the neurobiology of the two disorders

• Educating both SLPs and Psychiatrists, Psychologists, and other mental health
professionals about the implications of the comorbid disorders – and possibly
forming a network of professionals equipped to treat these clients.

• Educating consumers, their families, and the general public about the comorbid
disorders

• Further research to better delineate the two components in an individual with
comorbid disorders

• Further research to identify the most efficacious treatment strategies for
someone with comorbid disorders

ANXIETY AND STUTTERING
(TYPICAL/CONCOMITANT ANXIETY)

The role that anxiety plays in stuttering has been discussed and debated for over 80 years
• In the 1940’s & 1950’s theoretical models for “stuttering as a result of neurosis or
psychosis” posited anxiety as a critical component. Anxiety was viewed as due to
environmental or familial inconsistencies, or anxiety due to indecision within the
individual.
• At the same time, models viewing “stuttering as a result of learned behavior” such as
Wendall Johnson’s Diagnosogenic model, viewed the anxiety created in the child (by the
parents) towards even normal nonfluencies in speech as the catalyst for speech motor
breakdown and establishment of true stuttering-type disfluencies.
• In the 1950’s and 1960’s the concept of primary vs. secondary stuttering strengthened,
with primary stuttering reflecting the beginning disfluencies, and secondary as a result
of the individual’s response to the disfluencies, triggered by anxiety and negative
emotion. Van Riper identified categories of secondary or associated symptoms, used to
avoid or hide the disfluencies, in response to the anxiety and negative emotion.

ANXIETY AND STUTTERING
(TYPICAL/CONCOMITANT ANXIETY)

The role that anxiety plays in stuttering (continued)
• In the 1960’s and 1970’s learning models examining the role of classical and operant or
instrumental conditioning as the basis and development of stuttering saw anxiety
towards the disfluencies, as well as anxiety created through negative emotions
generated by negative experiences when speaking, as playing pivotal roles in the
movement from beginning to intermediate, and to advanced phases of stuttering.
Research centered on measuring the amount of anxiety, often through physiological
measures and comparing levels in PWS vs. PWDS.
• By the 1980’s and 1990’s it had become apparent that PWS, as a group, did not show
higher levels of general anxiety than PWDS. PWS differed from PWDS in terms of
statistically significant greater amounts of anxiety specifically towards speaking
situations. A systematic review of anxiety in PWS conducted by Ashley Craig and his
colleagues in 2014 concluded the same, although using the term “social anxiety” to
categorize anxiety towards situations in which they must speak.

ANXIETY AND STUTTERING
(TYPICAL/CONCOMITANT ANXIETY)

The role that anxiety plays in stuttering (continued)

• The 2000’s and 2010’s saw a resurgence of interest in looking at
anxiety levels in children who stutter, specifically looking at
“sensitivity to situations” and “emotional reactivity”. Overall,
results are somewhat equivocal, but it appears CWS, as a group,
do not differ from CWDS on most measures of sensitivity or
reactivity. There is, however, clearly a subgroup of CWS who do
demonstrate higher levels of sensitivity and emotional reactivity,
and this should be considered as a factor when considering
therapy and therapy approaches.

ANXIETY AND STUTTERING
(TYPICAL/CONCOMITANT ANXIETY)

Theoretical relationships between anxiety and stuttering:
• A number of studies in the 2000’s and 2010’s have indicated both different neuronal
structural patterns for the cerebral hemispheres, subcortical, and cerebellum, as well as
different brain activation/activity patterns, both in AWS and CWS.
• Structural differences include less density in white matter tracts, especially in the left
hemisphere, and well as less general density.
• Activation differences include less left hemisphere activity and greater right
hemispheric activity in various cortical areas, as well as differences in activity in
subcortical motor areas and cerebellum. These different activation patterns are seen
during both speech motor activity as well as receptive language processing and
mirror differences seen in various language measures.
• Theories speculate that greater emotional reactivity and poorer emotional
regulation ability paired with different and possibly less efficient neural processing
yields a lack of normal resiliency and greater likelihood of speech breakdown.

ANXIETY AND STUTTERING
(TYPICAL/CONCOMITANT ANXIETY)
Theoretical relationships between anxiety and stuttering:

• Other research on central nervous system physiology has indicated greater activity in AWS in
structures in the insula and the anterior cingulate gyrus, especially in the right hemisphere. Both
of these structures have strong connections with the amygdala, which is a major structure involved
in fear conditioning.

• Other research on neural functioning in stuttering supports a poorer or different function in a
variety of sensorimotor areas, including auditory processing, auditory system reactivity, auditorymotor tracking, reaction time across a variety of tasks and structures, and tempo matching.

• Any or all of these could result in less resiliency across the various systems involved in
speech/language production (poorer capacity), and

• Greater emotional reactivity and poorer emotional regulation ability to speaking situations
(greater demands), paired with different and possibly less efficient neural functioning for speechlanguage production yields a greater likelihood of speech breakdown.

