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PRÉCIS 

 Chapter 1 presents an overview of stuttering including, the 1) characteristics, 2) 

cause, 3) development, 4) effects of natural recovery, 5) treatment, and 6) impact of the 

disorder. The information presented in this chapter gives sound rationale for the 

questions asked in the empirical studies in the thesis. The chapter concludes that early 

intervention is essential. With regard to evidence-based practice (EBP), Dollaghan 

(2007) suggested that EBP is the “the conscientious, explicit and judicious integration 

of 1) the best available external evidence from systematic research, 2) best available 

evidence internal to clinical practice, 3) best available evidence concerning the 

preferences of a fully informed patient” (p. 2). Dollaghan considers all 3 components of 

this definition as equally important. In this thesis, external evidence is explored to 

determine the best available evidence from systematic research. The methods of Onslow 

and colleagues’ (2008) and NHMRC’s (2009) guidelines for evaluating the current level 

of evidence will be used in the review of early stuttering treatment outcome reports.  

 In Chapter 2, the research evidence from early stuttering reports is categorised 

according to the theoretical framework, including multifactorial models, speech 

restructuring models and verbal response contingent stimulation. The conclusion formed 

in this chapter is that the Lidcombe Program has the largest available clinical trials 

evidence and highest level of evidence according to NHMRC (2009) guidelines. The 

Lidcombe Program is the treatment option chosen for the two empirical studies 

presented in this thesis.  

 Chapter 3 presents all other Lidcombe Program evidence as clinicians draw on 

related research for best clinical practice. In the presentation of this evidence, a gap in 

the literature was found in relation to two file audit studies performed in Australia and 

the United Kingdom (Jones et al., 2000; Kingston et al., 2003). These studies examined 
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the relationship between predictor variables and the number of clinic visits to complete 

Stage 1. However, the variable, average time between clinic visits, was not explored as 

a predictor for treatment outcomes.  

 Chapter 4 presents the first empirical study of this thesis on a North-American 

file audit of the Lidcombe Program. This study replicates and extends the methodology 

of Jones et al. (2000). The predictor variable, average time between clinic visits, was 

included in the methodology. Evidence was found in this study that the Lidcombe 

Program is not delivered on a weekly basis in clinical communities. However, there is 

no available evidence as to how altering weekly clinic visits might affect treatment 

efficacy and efficiency.  

 Chapter 5 presents the second empirical study, evaluating the effects of varying 

Stage 1 Lidcombe Program treatment schedules on treatment efficacy and efficiency. 

This study is a prospective Phase II clinical trial of 3 different service delivery models 

including weekly, twice weekly and fortnightly treatment. Findings suggest that 

fortnightly clinic visits might be an efficient and efficacious alternative to weekly 

Lidcombe Program clinic visits. Chapter 6 presents a discussion of the results of both 

empirical studies and suggests further areas of research.  
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ABSTRACT 

 This thesis presents two empirical studies of the Lidcombe Program of early 

stuttering intervention.  

A retrospective file audit of the Lidcombe Program was performed in North 

America in order to evaluate the relationship between specific case variables and 

treatment time during Stage 1 (instatement of fluency). The study was a replication and 

extension of the file audit study by Jones et al. (2000), with the time between clinic 

visits being considered as an additional variable. The variables were extracted from files 

of 138 children younger than 6 years who had completed Stage 1 of the treatment. The 

results showed that the median number of clinic visits to complete Stage 1 was 11. High 

pre-treatment stuttering severity predicted more clinic visits. Mean interval between 

clinic visits of fewer than 11 days was associated with longer treatment times than mean 

interval of 11 days or more. The results for North America were generally consistent 

with benchmark data from the United Kingdom and Australia. The data from previous 

Australian and British studies were combined with the North American data and a meta-

analysis was performed to establish worldwide clinical benchmarks. This study 

indicated the potential clinical significance of attendance schedule and prompted further 

investigation.  

  A Phase II prospective clinical trial of different treatment schedules for the 

Lidcombe Program was conducted to evaluate the effects of treatment schedules during 

Stage 1 clinic visits, with reference to treatment efficiency and efficacy. Twenty-one 

children were randomly allocated into one of three Lidcombe Program treatment 

schedules: attendance weekly, twice weekly, or fortnightly. It was found that the median 

number of clinic visits to complete Stage 1 by treatment schedule was 23 for weekly 

attendance, 27 for twice weekly attendance and 10 for fortnightly attendance. The 
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findings suggest that fortnightly attendance was efficient and efficacious for the 

children in this study. The implications for an alternative service delivery model with 

the Lidcombe Program are discussed.  

 

 
 


