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ABSTRACT

Treatment of stuttering has recently been influenced by calls
for evidence-based practice. Unfortunately, most of the existing treat-
ment ‘‘evidence’’ in stuttering focuses on the surface behaviors of the
disorder. Although these behaviors are an important part of
the problem of stuttering, they may not be the most critical factor to
the person who stutters. This article discusses loss of control as the critical
factor in stuttering and examines historical and practical reasons why
this part of the disorder has been largely ignored in research about
stuttering and stuttering treatment. Suggestions for viewing stuttering
from the perspective of the client and the importance of taking this
perspective are provided.
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Learning Outcomes: As a result of this activity, the reader will be able to (1) discuss historical reasons why

the speaker’s experience of stuttering has not been a focus of stuttering research; (2) evaluate ways in

which disfluency, as experienced by the person who does not stutter, differs from stuttering, as

experienced by the person who stutters; (3) summarize the three factors that lead to the development

of stuttering and that make stuttering so problematic for the person who stutters; (4) evaluate ways in

which goals for therapy change when the speech-language pathologist takes an empathetic view of the

stuttering disorder.

In recent years, discussion of treatment of
communication disorders has included consid-
erable focus on evidence-based treatment or
evidence-based practice (EBP).1–3 Most read-
ers are familiar with somewhat abbreviated

definitions of EBP such as that from the
American Speech-Language-Hearing Associa-
tion: ‘‘The goal of EBP is the integration of: (a)
clinical expertise, (b) best current evidence, and
(c) client/patient values to provide high-quality
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services reflecting the interests, values, needs,
and choices of the individuals we serve’’4

(http://www.asha.org/members/ebp).
Speech-language pathologists (SLPs) may

be less familiar with the more detailed descrip-
tion provided by Sackett and colleagues,5 from
which many of the abbreviated definitions are
derived:

Evidence based medicine is the con-
scientious, explicit, and judicious use of
current best evidence in making decisions
about the care of individual patients. The
practice of evidence based medicine means
integrating individual clinical expertise with
the best available external clinical evidence
from systematic research. By individual clin-
ical expertise we mean the proficiency and
judgment that individual clinicians acquire
through clinical experience and clinical
practice. Increased expertise is reflected in
many ways, but especially in more effective
and efficient diagnosis and in the more
thoughtful identification and compassionate
use of individual patients’ predicaments,
rights, and preferences in making clinical
decisions about their care. By best available
external clinical evidence we mean clinically
relevant research, often from the basic
sciences of medicine, but especially from
patient centered clinical research into the
accuracy and precision of diagnostic tests
(including the clinical examination), the
power of prognostic markers, and the effi-
cacy and safety of therapeutic, rehabilitative,
and preventive regimens. External clinical
evidence both invalidates previously ac-
cepted diagnostic tests and treatments and
replaces them with new ones that are more
powerful, more accurate, more efficacious,
and safer.

Good doctors use both individual clin-
ical expertise and the best available external
evidence, and neither alone is enough. With-
out clinical expertise, practice risks becoming
tyrannised by evidence, for even excellent
external evidence may be inapplicable to or
inappropriate for an individual patient. With-
out current best evidence, practice risks be-
coming rapidly out of date, to the detriment of
patients (p. 71).

In attempting to apply the ‘‘individual
clinical expertise’’ and ‘‘the more thoughtful
identification and compassionate use of indi-
vidual patients’ predicaments, rights, and pref-
erences’’ aspect of this definition in earlier
writings,6 at times, I have been accused of being
antievidence.7 In this article, I attempt a more
structured discussion of what, in recent years, I
have referred to as ‘‘empathy-based’’ treatment
for stuttering and I explain why empathy may
be the most critical factor in delivering success-
ful therapy to our clients who stutter. At the
outset, I admit that this is not necessarily a new
discussion. Many authors have attempted to
emphasize the importance of the perspective of
the person who stutters in our understanding of
the disorder of stuttering,8–11 and those at-
tempts have met with varying degrees of resist-
ance. I also admit that much of this discussion
is not based on peer-reviewed evidence. Very
few (if any) empirical studies of empathy in
stuttering treatment have been conducted. I
offer some thoughts as to why those studies
have not been performed. Most of this discus-
sion is based upon things I have learned from
having spent my life as a person who stutters
and, more importantly, as someone who has
studied the disorder of stuttering and worked
with people who stutter for over 30 years.
There is no question that my thinking about
stuttering has evolved considerably over the
years, from the time I attempted to understand
it as a boy who stuttered to the present day, as
an aging college professor who continues to
stutter. My personal experience, of course, has
never been sufficient. I was fortunate to have
entered the profession of speech-language path-
ology as a relatively young man because, as a
result of that, I read more and more about
stuttering, and then met more and more people
who stutter. It is probably safe to say that I have
thought about stuttering, to varying degrees,
every day of my life for the nearly 40 years that I
have been involved in the profession of speech-
language pathology. As I learned more about
stuttering, some common themes emerged.
Among these are that some children recover
from stuttering and others do not, that not all
treatments work for all people who stutter, that
many areas of research that initially appear quite
promising often seem to be dropped after a few
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years of inconsistent findings, and many
others. However, the one that has continued
to draw my attention is that it seems to be
very difficult for many people to understand
stuttering. It was almost as though people who
stutter and (many of) those who do not are, at
least at times, talking about two different
things. In recent years, I have come attribute
this to the challenge of empathizing with the
person who stutters.

The construct of empathy has been widely
researched and discussed in the social psychol-
ogy, counseling, and other ‘‘helping profes-
sions’’ literature, and a detailed discussion of
that construct is well beyond the purposes of
this article. Empathy can be defined as ‘‘the
intellectual identification with or vicarious ex-
periencing of the feelings, thoughts, or atti-
tudes of another,’’12 or ‘‘The ability to be able to
feel what another person feels, whether you’ve
been in their position or not.’’13 A more collo-
quial definition, the one I focus on in this
article, is simply putting oneself in another’s
shoes. I am not suggesting that SLPs—or
researchers, for that matter—do not attempt
to put themselves in the shoes of the person
who stutters when trying to either understand
or study the disorder of stuttering. I am sug-
gesting, however, that there are certain things
about stuttering that makes understanding the
speaker’s experience of stuttering quite difficult
for many of those who do not stutter. I also
believe that this difficulty in understanding the
disorder from the speaker’s perspective—what I
refer to in this article as empathy—has contrib-
uted to a lack of progress in fully understand-
ing the disorder. Beyond that, I also believe it
has been a factor in the often bitter disagree-
ments among many of us who study and treat
the disorder, the distrust of the profession of
speech-language pathology among many peo-
ple who stutter, and will, in the future, likely
be a roadblock to real progress in EBP in
stuttering.

There are several examples in the speech
pathology literature where researchers have
apparently found it difficult to demonstrate
empathy. To some degree, this is not surpris-
ing, because scientists are expected to be dis-
passionate, objective observers of whatever they
are studying. In fact, one could suggest that at

times scientists may confuse their lack of em-
pathy with scientific objectivity. Two historical
(and in my opinion, important) examples of
this are articles that attempted to define the
disorder of stuttering, and the responses to
those articles. The articles are Wingate’s14

classic ‘‘A Standard Definition of Stuttering’’
and Perkins’10 ‘‘What Is Stuttering?’’

Wingate’s14 standard definition influenced
how stuttering was viewed and measured for
many years. However, the definition addressed
primarily the surface features of stuttering (e.g.,
repetitions, hesitations, prolongations), with
less emphasis on what Wingate referred to as
‘‘accessory features’’ (what most people would
likely call ‘‘secondary behaviors’’). Interestingly
(and importantly), Wingate only gave brief
mention to what he referred to as ‘‘associated
features.’’ The latter were described by Wingate
thusly:

In a proportion of cases of stuttering
one may be aware of certain accompanying
features of a more or less general or vague
nature which include such things as indica-
tions or report of excitement, tension, perso-
nal reactions, feelings, or attitudes. The nature
and extent of such features show considerable
variation and their relationship to stuttering is
not very well known (that is, causal, reactive,
interactive, or concurrent). Thus, while men-
tion of them in a definition of stuttering seems
warranted, they should be assigned a subsidi-
ary status (p. 488).

Shortly after Wingate’s article was pub-
lished, Woolf15 wrote a letter to the editor in
which he took issue with Wingate’s definition.
Woolf expressed several concerns, primarily
that the definition did not sufficiently address
the role that struggle, avoidance, and expect-
ancy behavior play in the disorder, particularly
in its more advanced forms. Woolf also pointed
out that the reason that Wingate felt that these
components were less important was because,
according to Wingate, they were not always
considered to be stuttering by listeners (or by
the person who stuttered). However, Woolf
also pointed out that ‘‘stutterers [sic] are often
grossly unaware of much of their stuttering—
including the overt struggle aspects’’ (p. 199).
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Wingate,16 of course, responded, writing:

Woolf comments on evidence suggest-
ing ‘‘that stuttering, at least in its more ad-
vanced forms, includes the dimensions of
struggle, avoidance, and expectancy.’’ But a
standard definition of stuttering cannot be
concerned only with stuttering in its more
advanced forms; and, further, it should not
be determined by ‘‘suggestive’’ evidence.
Woolf states that ‘‘Bloodstein reports that
expectancy and struggle are present in the
earliest phase of stuttering,’’ but it must be
recognized that this is simply Bloodstein’s
report and not an established fact. This is an
interpretation offered by Bloodstein (and one
which, in my view, reduces the concept of
expectancy from the area of possibility to the
level of absurdity) (p. 201).

This was certainly not the only example of
Wingate dismissing the harder to observe/
harder to measure aspects of stuttering in his
writings (see, for example, Wingate17,18), but it
may be one of the earliest. In fact, up until
shortly before his death, Wingate19 continued
to essentially blame people who stutter in the
profession of speech-language pathology for
many of the difficulties we face in trying to
understand the disorder. (In reading Wingate,
I think most would agree that he was anything
but dispassionate about stuttering.) I will re-
turn to this issue later in this article.

Another very important article was
published in 1990 by Perkins. ‘‘What Is
Stuttering?’’10 was based on a study conducted
with his student, Sulyn Moore.20 Perkins21,22

had argued for several years that the essence of
stuttering was ‘‘temporary overt and covert loss
of control of the ability to move forward fluently
in the execution of linguistically formulated
speech’’ (Perkins,22 p. 431). The Moore and
Perkins study was an empirical demonstration
of the importance of that loss of control.
Perkins10 argued that definitions of stuttering
that relied primarily or solely on descriptions of
overt stuttering behavior were flawed because
the essence of stuttering was the feeling of loss
of control that could only be experienced by the
person who stutters. The participant in the
Moore and Perkins study was a woman who

was effective at imitating her stuttering. When
recordings of her real and imitated stutters were
played for unsophisticated judges, those judges
were unable to determine which were real and
which were imitated, beyond levels that would
be expected by chance alone. As she made the
recordings, the participant in the study signaled
to indicate whether a moment of stuttering was
real or not, so initially she was able to identify all
of the real and imitated stutters. As time passed,
however, her ability to differentiate the real and
imitated stutters declined to the point where,
when asked to judge the recordings of her
speech 4 days after making the recording, her
ability to identify whether a moment of stutter-
ing was real or not was about the same as that of
the unsophisticated judges. Once the internal
cues were gone, she, in essence, became a
listener or observer rather than the person
who was experiencing stuttering.

In his 1990 article, Perkins went to great
lengths to try to explain why the speaker’s
experience of loss of control was so critical to
stuttering and why that loss of control should
be an element of any definition of the disor-
der.10 He provided a rich description of the
history of stuttering theory, stuttering therapy,
and stuttering measurement, and how and why
those intertwined to lead us to definitions that
did not include the speaker as part of the
equation. As I read Perkins, it seemed to me
that the point he was trying to make was that
surface behavior did not accurately capture the
essence of stuttering—stuttering was some-
thing experienced by the speaker. It seemed
quite logical to me at the time (and still does).

In response to Perkins, Bloodstein,23

Ingham,24 and Smith25 wrote commentaries.
As I read their commentaries, I felt that all
seemed to miss the critical point of Perkins’s
article—feeling of loss of control as the essence
of stuttering—and instead they focused nar-
rowly on the definition issue. Bloodstein, for
example, said, ‘‘The question of whether stut-
tering is really what the listener observes, the
stutterer senses, or the dictionary states looks
suspiciously like a question about the use of
words. Stuttering can probably be defined with
advantage in appropriate contexts as any or all
of these things’’23 (p. 393). Smith said,
‘‘Although I agree that any theory or definition
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of stuttering derived solely from perception of
acoustic events cannot be satisfactory, I do not
believe that Perkins’s definition is preferable.
Perkins seeks a definition that categorizes
events either as stuttering or not stuttering. I
suggest . . . that any definition or theory of
stuttering that depends on categorization of
events as stuttering or nonstuttering must
fail’’25 (p. 398). Smith goes on: ‘‘Perkins also
indicates that this quality of ‘involuntariness,’
as it is a private experience, may only be
assessed by self-report of the speaker. Rather
than opening the door to new inquiries, this
retreat to mentalism closes the door to scientific
efforts to understand stuttering. How can in-
vestigators rely on the reported feelings of
subjects without any means of objectifying these
reports?’’ (p. 399). Ingham said, ‘‘I will argue
that Perkins (1990) and Moore and Perkins
(1990) may have only relocated the judgment
reliability problem and, in doing so, raised as
many validity problems as those generated by
a listener-based definition of stuttering’’24

(p. 394). Ingham also said, ‘‘It is also interesting
to consider what force Dr. Perkins’s argument
might have if a stutterer constantly disagreed
with listeners’ agreed-upon judgments. I would
wager . . . that most theoreticians and research-
ers would grant validity to the listeners’ judg-
ments over the stutterer’s’’ (p. 395).

As I read these interactions (now 20 years
ago), it was hard for me as a person who stutters
(but also as a researcher) to understand how the
writers could focus so narrowly on the issue of
defining stuttering and miss the bigger picture
of the speaker’s experience of loss of control as being
the critical element in stuttering. I am not
suggesting that these writers—and many
others—are incapable of empathy. What I am
suggesting is that, because they had never
experienced stuttering, they apparently found
it difficult to conceive of a definition that would
make the speaker’s experience such a central
element. At that time these authors wrote their
commentaries, it appeared that the experience
of stuttering to them was as elusive as the
experience of childbirth is to me. In fairness, I
will point out that, historically, much of Blood-
stein’s work (e.g., anticipatory struggle) has
focused on the speaker’s experience of stutter-
ing, and no doubt Smith and Ingham may view

stuttering differently today than they did then.
In addition, I want to make it clear that I do not
bring up these examples to be critical of Blood-
stein, Smith, or Ingham. This example is meant
to illustrate how ‘‘scientific dispassion’’ can often
lead one to take a stance that may conflict with a
full understanding of a human condition.

I have spent many years trying to explain
the disorder of stuttering to a variety of audi-
ences: students, parents of children who stutter,
fellow SLPs, fellow researchers, the general
public, and others. I believe that there are
three critical elements that must be considered
when trying to understand stuttering: (1)
During a moment of stuttering, the person
who stutters is ‘‘stuck.’’ He or she either
cannot say anything (i.e., is in a block), or
involuntarily repeats (words, parts of words,
etc.). This, in essence, is the loss of control
described by Perkins.10 (2) Stuttering is a
variable disorder. (3) Stuttering is an unpre-
dictable disorder. These three things combine
to contribute to the problem of stuttering.

I ask the reader to consider stuttering from
the perspective of the person who stutters: As
he or she is learning to talk, there are instances
where, for some unexplained reason, he or she
is unable to move ahead in speech. These might
initially be viewed by the child as curious
events, not necessarily something to be feared
or avoided. However, as time goes on these
events continue to occur, at different times,
seemingly without rhyme or reason, and they
may be accompanied by social penalty (e.g.,
‘‘Don’t you know your own name?’’). It is likely
that the child tries to understand why these
events occur at some times and not others, or
why the events are more severe at some times
than others. In addition, he or she tries to find
ways to keep these unpredictable moments
from happening, or to find ways to predict
when the events may be likely to occur. This,
then, leads to things like superstitious (i.e.,
secondary or accessory) behavior, avoidance
(of words, listeners, situations, etc.), and other
(mal-)adaptive behavior (see summary in Yairi
and Seery26). I do not believe that these be-
haviors would evolve in the way they do if
stuttering were a consistent behavior. If the
behavior occurred regularly or in predictable
ways, it is not likely that the same coping
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patters would emerge. However, the experience
of being ‘‘unpleasantly surprised’’ by the loss of
control is critical to the evolution of the dis-
order. I would also submit that the person who
stutters does not react to the behavior of stutter-
ing (i.e., repetitions, prolongations, blocks), but
to the loss of control that underlies those behav-
iors and the feeling of helplessness and frus-
tration that results. Further, I would submit
that the clients we see in therapy are not there
because they want to learn ways to be fluent
(although that is what they often report).
Rather, they are in therapy because they want
to learn ways to feel more in control of their
speech (see Baer27,28 and Yaruss et al29). Some
readers may feel there is no distinction between
the two; I believe there is, and that the differ-
ence is an important one.

Are these simply idle speculations, or is
there any way to validate my assertions? I
propose that the evidence is fairly clear. Before
I continue, however, I want to make it clear
that I am not framing this in the context of ‘‘us
versus them.’’ I believe that many people who
do not stutter do understand the disorder of
stuttering, and show considerable empathy for
people who stutter. As Manning9 pointed out,
it is not impossible for people who do not
stutter to understand stuttering; it just takes
some effort. I do, however, disagree with
Wingate’s19 contention (perhaps also thought,
but unspoken, by others) that professionals
who stutter have, in some way, interfered
with our progress in understanding the disorder
of stuttering. Those professionals, having ex-
perienced stuttering themselves, bring a unique
perspective to the study of the disorder. If we
examine treatments developed by these profes-
sionals who stutter, we see that they tend to
focus on things that can be related to loss of
control or under the surface features of stutter-
ing. For example, we can speculate on why Van
Riper30 decided that desensitization was an
important component for stuttering treatment,
why Sheehan31 felt that stuttering was like an
iceberg and why avoidance reduction should be
an important part of stuttering therapy, why
Dean Williams32 wrote that stuttering should
be examined in the context of ‘‘talking’’ as
opposed to an ‘‘it’’ that was inside the person
who stuttered, and why Johnson33 said that

stuttering ‘‘is what the stutterer does trying not
to stutter’’ (p. 68). More recently, individuals
such as St. Louis34 and Manning35 have used
techniques such as narrative psychology and
phenomenological research to develop a fuller
understanding of stuttering from the perspec-
tive of the person who stutters. What these
individuals all have in common, of course, is
that they are people who stutter. Although I
suspect all of these authors would agree that the
surface behaviors of stuttering are at least one
aspect of what we are trying to change, they
likely would also agree that it is the reactivity to
loss of control that leads to the need for
desensitization and avoidance reduction, and
what leads the person who stutters to ‘‘try not
to stutter.’’

When we consider professionals who are
proponents of treatments that focus on surface
fluency, virtually all of these individuals do not
stutter. Their understanding of stuttering is
limited to what they can observe—disfluent
speech. Because they never have experienced
loss of control of speech, the concept appears
to be unimportant or irrelevant to them. In
some ways this is not surprising. Normally
disfluent individuals usually experience flu-
ency breakdown when they are excited, cannot
think of what they want to say, or are talking
too fast.36 When most people try to under-
stand stuttering from this perspective, it is
logical for them to suggest that person who
stutters should calm down, think of what he or
she wants to say, or slow down to regain
fluency. We could say that these individuals
are attempting to empathize with the person
who stutters, but their experience of disfluency
is not the same as the experience of stuttering.
Yes, both stuttering and normal disfluency are
involuntary; one might even argue that the
normally disfluent speaker experiences a cer-
tain loss of control. However, the nonstutter-
ing individual is able to regain that control
much more easily and much more quickly than
can the person who stutters. (I submit that the
two experiences are categorically different,
because I have experienced both.) People
who do not stutter will sometimes try to use
nonspeech experiences to show that, although
they do not stutter, they can understand stut-
tering. I had a colleague many years ago, for
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example, who said he had a ‘‘shy bladder’’ and
found it difficult to urinate in public rest-
rooms. Based on that, he told me that he
could understand what it was like to stutter.
My response was that if he had to urinate in
front of many people each day and if urination
were a social activity, the analogy would have
more power. There may be some experiences
that allow a person who does not stutter to
come close to understanding the disorder; shy
bladder is not one of them.

As noted earlier, however, this does not
suggest that people who do not stutter are
incapable of understanding the loss of control
that is so critical to stuttering and its develop-
ment. Manning9 provides an exceptional ex-
planation of the predicament that most
nonstuttering SLPs (and their clients) find
themselves in:

[Although] as a student I never took a
course devoted solely to the topic of stuttering
. . . what I did have was my lived experience
and my understanding as I learned to survive
on a daily basis as a person who stuttered. I
knew about the culture of stuttering, and it
helped me understand others who were more
or less on the same journey. I knew, for
example, the power of denial. I understood
all too well the things I would do to hide,
avoid, or disguise my stuttering so that it
would fail to reach the surface and no one
would know. I could be completely fluent for
my listeners if I did these things well. I also
knew that even the possibility of stuttering
influenced my decisions about choosing
sounds and words, participating in the class-
room, using the telephone, and talking with
friends and acquaintances. I had some ‘‘street
smarts’’ about my problem. From what I could
tell, only other PWS [people who stutter]
knew such things.

During my brief forays into and out of
therapy, I found it surprising that few of my
clinicians seemed to understand these aspects
of the stuttering experience. Or, if they did,
they did not communicate that understanding
to me. I was impressed that the clinicians who
contacted me seemed to be genuinely nice
people who wanted to help. They had a lot
of information about stuttering, certainly

more than I did. They knew the names of
people in the field, the theories, the terminol-
ogy, and the techniques that were popular at
the time. They clearly knew the textbook
information that I had not been exposed to.
In short, they knew a lot about the surface
features of the problem.

The clinicians who tried to help me
were able to count the moments of my stut-
tering and place the surface features into
categories of repetitions, prolongations, and
blocks. They highlighted my avoidance and
escape behaviors. They were able to tell me,
even once in a while show me, how to perform
certain techniques for improving my fluency.
They gave me assignments to practice during
the treatment session and at least attempt to
do outside the security of the therapy room.
On a few occasions, they went with me and
modeled these activities. But, most of my
clinicians did not seem to understand my
experience of stuttering. I felt that I was up
against a monumental and intimidating force,
and I was not having much success.

Even though the therapeutic techni-
ques that were used with me resulted in speech
that sounded and felt even stranger to me than
my stuttering, they were sometimes useful.
But techniques did not solve my problem. I
still felt helpless and alone. I was terribly
frustrated because I knew that I had things
to say, but I did not know how to commu-
nicate those thoughts with any skill or con-
fidence. If others, including my clinicians, had
some sense of my predicament, no one was
willing or knew how to tell me (pp. 58–59).

But all is not bleak. Manning goes on to
provide several examples of ways in which
people who do not stutter can (and have)
increased their understanding of the disorder,
primarily by finding ways to put themselves in
the shoes of people who stutter. I strongly
encourage anyone reading this article who
would like to learn ways to develop empathy
for their clients who stutter to read Manning’s9

article.
Manning notes, and I agree, that an im-

portant area where empathy (or lack of empa-
thy) becomes a problem is in treatment,
specifically, the use of ‘‘targets’’ or ‘‘tools’’ in
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therapy. There is no question that modifying
one’s speech pattern can lead to noticeable
changes in fluency. However, people who do
not stutter often appear to view targets as the
answer to the problem of stuttering, saying, for
example, ‘‘When you use your targets, you are
so fluent. Why don’t you use them all the
time?’’ When viewed in the context of loss of
control and variability, however, targets take on
a somewhat different appearance. Yes, they can
be helpful and they ‘‘work’’ much of the time.
Sometimes, despite one’s best effort, the invol-
untary, out-of-control moment of stuttering
occurs and, at that time, these ‘‘fluency targets’’
are not helpful. (Stuttering modification tech-
niques, however—those designed to lessen the
feeling of loss of control, and which may still
result in stuttering, but less severe stuttering—
are often more useful at these times. Having
said that, however, I will emphasize that, when
viewed in the context of loss of control, no
‘‘technique’’ for stuttering is guaranteed to be
effective.) In addition, using targets—or adopt-
ing any novel way of speaking for a long period
of time—is difficult. (For example, I ask my
students to practice and demonstrate a variety
of fluency-enhancing behaviors in my graduate
stuttering class.37 Generally, they prefer to
speak with pseudostuttering behaviors rather
than to use the fluency-enhancing behaviors,
even though they initially find pseudostuttering
to be difficult.) Many SLPs—unintentionally, I
hope—impart the message to clients that ‘‘if
you would just use your targets, you could be
fluent,’’ or ‘‘if you did it all the time, you could
be fluent all the time.’’ The implied meaning in
both of these cases is, ‘‘There is something you
can do to not stutter any more, and therefore if
you continue to stutter, you are doing some-
thing wrong. You are not working hard
enough.’’ I have met many clients in my career
who have felt enormous guilt and a tremendous
sense of failure when they have been unable to
maintain fluency after attending a fluency-
shaping therapy program. They were told—
either directly or indirectly—that they had
been provided with the tools to speak fluently,
and as long as they used those tools they would
not stutter. Later, when the tools lost their
effectiveness38,39 and the clients began to stut-
ter again (i.e., react to the loss of control at the

core of stuttering), they were convinced that
they were doing something wrong.

I have often said, if stopping stuttering
were easy to do, wouldn’t people just do it?
There must be a reason why some people con-
tinue to stutter after multiple therapies and
years of effort. An expressed or implied mes-
sage that people who continue to stutter suffer
from laziness, not working hard enough, not
having figured out a simple answer, ‘‘choosing’’
to stutter, or any other thing that ignores that
stuttering, at its core, is intermittent, unpre-
dictable, loss of control seems quite cruel to me.

I would suggest that if we examine indi-
viduals who have ‘‘overcome’’ stuttering, we
would find that the nature of their success lies
in how they have dealt with loss of control.
That is, they have developed the ability to
speak with a greater feeling of control, have
learned ways to be less reactive to the unpre-
dictability of that loss of control, have accepted
the variable nature of stuttering, have learned
to be less reactive to social penalty, and so on.
Although some of these successes may be
measured in terms of speech fluency, not all
can. In fact, when some people give up their
attempt to be fluent by hiding their stuttering,
the result may be increased overt disfluency, but
reduced handicap as a result of stuttering. In
other words, many of our therapy ‘‘successes’’
can, and will, still stutter. Better ways to
measure changes in the feeling loss of con-
trol—as daunting a challenge as that might
be—will allow us to measure treatment success
and treatment outcomes in different ways and
give a much fuller picture of what we are
accomplishing in therapy. To reach that end,
however, it is imperative that stuttering be
viewed not from the outside, but from the
inside—the perspective of the person who
stutters. I believe that this empathetic view of
stuttering, as difficult as it may be to achieve
and as unpalatable as it may be to many
researchers (if history is any indication), will
prove to be a much more fruitful perspective
and will ultimately lead to a deeper under-
standing of stuttering and stuttering treatment.
It is a direction in which we have needed to
move for many, many years. EBP provides the
ideal impetus and framework from which to
proceed.
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Clinicians, however, already have suffi-
cient clinical evidence to suggest that taking
an empathetic view of the stuttering disorder
will allow them to broaden their goals for
treatment, change their definitions of success,
and provide therapy that more fully addresses
the problem of stuttering as experienced by
their clients who stutter. This, too, can only
lead to better treatments for all of our clients
who stutter. You may not stutter, but you can
put yourself in your clients’ shoes. If you can
truly do this, stuttering may appear to be quite a
different disorder.
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