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Abstract:
The number of children being diagnosed with Auditétrocessing Disorder (APD) is

increasing and the lack of standardized assessamehinanagement across speech-language
therapists (SLT) in South Africa, as well as theklaf general consensus in defining and
managing this disorder globally, leaves open thesidity of adverse effects on a child’'s
education, self-esteem and future (Musiek & Chern2&07). Due to this lack of consensus
in defining and implementing protocols in South iéd, assessment and management of
children with APD is not being optimized. The fallmg research aimed to investigate the
practices used by SLTs regarding the assessmenmnandgement of children with APDs in
Johannesburg, South Africa. In this qualitativeplerative study, data collection comprised
of interviews with ten English speaking SLTs thairked within the private practice setting,
with a minimum of one year’s clinical experience timee area of APD assessment and
management practices. Thematic analysis of thenrdton did cast light on patterns and
procedures being used across SLTs;ptovide insight into the current assessment and
management practices of SLTs working within a gavaractice setting in Johannesburg, so
as to inform and guide the development of more dgtetized, culturally appropriate
assessment and management practices and toolsiiin Sica. This researcidentified the
paucity of knowledge regarding the APD practicesinpeimplemented by SLTSs,
internationally as well as within South Africa. Higghted themes included that most SLTs
obtained their APD assessment and management qalakhowledge by observing other
practicing SLTs and implementing self-learning tl@sre was little or no formal training on
the topic of APD readily available on the completaf their degree. Another observed theme
highlighted that the tools used for the APD assessmrand management were not always
appropriate for the South African population. Thes&s also a lack of consensus regarding
the referral pathway for a child presenting withDAPThis research study provides insight
into the assessment and management practices \gawkinin the private healthcare sector in

Johannesburg, South Africa, for future researdbetbuilt upon.

Key Words: paediatric auditory processing disordenjversal guidelines, assessment,

management, speech-language therapists.



1. Chapter One: Introduction and Rationale

“A major shortcoming in present research, diagnesekinterventions for APD is the lack of
a ‘gold standard’: an agreed measure with which glesitivity and specificity of other

measures can be compared” (BSA, 2011, p. 6).

Literature on the topic of APD is contradictory d&rger and Musiek (2002) reported that
when assessing for APD, behavioural measures shdwdd supplemented with
electrophysiological and electroacoustic measuregiever, Katz (2002) argues that there is
no evidence that these additional measures araluseflentifying APD. Bamiou, Musiek &
Luxon (2001) state that the diagnosis relies onsyrghesis of information from the case
history, behavioural and electrophysiological teats well as additional procedures and the
careful consideration of the confounding topic d?[A It is sometimes argued that the only
tests that can be validly used to infer the preseri@n APD are those with known links to a
physical lesion in a particular part of the braillon, Cameron, Glyde, Wilson, & Tomlin,
2012; AAA, 2012; American Speech-Language-Hearingsogiation, 2005). Having
established that Dillon et al. (2012) suggests tthatestablishment of an anatomical lesion is
required in order to diagnose APD, internationathgre are a vast number of tools and tests
available to audiologists to assess this anatonpatiway, as suggested by authors such as
Bellis (2003) and organizations such as ASHA (2005)

Such controversy in literature leads to SLTs andidagists being uncertain of their role
regarding APD and different authorities in thisdidhave drawn different conclusions from
the same data, which may be due to individual natsjsexperiences and roles (DeBonis &
Moncrieff, 2008). On the basis of a recent survdycommon practices among 53
audiologists in America, a survey of audiologisd?D diagnostic practices found that not
one of the audiologists surveyed were using a pobtivat met even the minimum guidelines
recommended in the Consensus Conference Reporn(iEehn&002; Jerger & Musiek, 2002).
None of the respondents in the survey listed thegeisof tests suggested in the APD
consensus statement minimum test protocol (JergeMu&iek, 2000). It is evident that
clinicians even in first world countries seldom aedhto a shared assessment or treatment

protocol thus reiterating the controversy relatethis subject.



Therefore internationally, there is no ‘golden skam’ protocol to follow in the assessment
and treatment of APD, similarly in South Africawas found that in an information booklet

listing audiologists in South Africa in private ptee, compiled by the South African

Association of Audiologists (SAAA, 2009), only 38diologists, out of approximately 150

members listed, provide services for APD. The igadée research available in South Africa
regarding APD only adds to the uncertainty of Solthcan SLTs and audiologists when

faced with their patients, which leads to ethickrdmas in terms of beneficence and non-
maleficence regarding one’s conduct with the patiadHA's Code of Ethics states clearly
that “individuals may practice only in areas in ahithey are competent based on their
education, training and experience” (ASHA, 280p. 2). SASLHA’s code of ethics also

clearly states that “members of the professionsSpéech-Language Therapy shall act
responsibly regarding their ongoing professionalettgoment and maintain competence in
their fields of practice” (SASLHA, 2010, p.3). I¢ ievident from the above research that
assessment and management services for APD in 3duth are not readily available. The

fact that so few audiologists offer assessment rmadagement services for APD possibly
suggests that few audiologists feel sufficientlympetent to offer services in the area of
APD. Therefore, if many audiologists feel inadegbaprepared to offer services in APD, it

is possible that SLTs in the South African confex the same way.

The lack of confidence for SLTs to administer APRqtices raises questions regarding the
appropriateness of the APD assessment and managpraetices as well as the referrals,
which SLTs in the South African context are condag:t Furthermore, this general lack of
confidence in conducting APD assessment and tredtieads to questions such as: ‘Are
these children being diagnosed and treated opyrbglSouth African SLTs and would these
APD practices for children presenting with APD bgproved upon, if an accepted baseline
on APD practices, that was applicable to the Sédititan population was devised and made

readily available to SLTs?’

In terms of referral for APD assessment and interee, there is no definite hierarchical
procedure regarding to whom one should refer (B3#&,1). Should the SLT refer to an
audiologist or vice versa? After the assessmenighwprofessionals should be allocated to
implement therapy for the child? Audiologists mofen work with SLTs in the screening,

assessment and intervention for APD, as SLTs a&@ithfessionals whose scope of practice



includes assessment of the cognitive-communicati language abilities associated with
APD (ASHA, 2005). SLTs are advised to refer childpresenting with APD to audiologists
for central auditory processing testing such asSten C test (AAA, 2012). Subsequent to a
central auditory evaluation, a speech-languageopaiist can explore the possible impact of
auditory processing-related deficits on specifipesss of language processing. Research by
DeBonis & Moncrieff (2008) states that an initigleech-language evaluation may suggest
underlying APDs, subsequently will lead to a redefor a CAP evaluation conducted by an
audiologist. According to Witton (2010), SLTs aresbprepared to provide intervention for
these children presenting with APD, including intEttion such as central resource training.
According to Ferguson, Hall, Riley, & Moore, (2013).Ts are better equipped to manage
children cope and learn with APD, in comparisoratmiologists. In individuals with APD,
due to neurological lesions, audiologists and negists work together in identifying the
sites of CANS dysfunction, as well as their impawetthe processing of listening and spoken
language (AAA, 2012). Bellis (2003), in contragports that APD can only be diagnosed by
an audiologist, in a sound-proof booth. It is ewvidéom the literature that there is little
agreement on the referral process related to AR@®al not easy to obtain in the absence of
consensus on the definition of the pathology. Timeent researcher is of the belief that the
presence of an established referral hierarchy wonddke diagnosis and intervention for

children with APD more predictable, more timeoud #mus more effective.

In addition to these aforementioned difficultiesifey SLTs and audiologists internationally,
South African SLTs also need to consider the nuoemontext related challenges when
working within the field of APD (Wilson & CampbelR000). Fourie (1998) suggests that
SLTs are not equipped with sufficient knowledgeARPD management and assessment for
children within the South African context. Fourfe998) conducted a survey with 164 SLTs
and audiologists in the Gauteng region. It was ngplathat insufficient training was received
in the area of APD for both SLTs and audiologistsourie (1998) revealed that although
76% of the respondents had received inside traiminipe area of APD, only 19% of the
participants indicated that they had undergone cehgmsive training, while 53% of the
participants reported to have had very little tragn The reported lack of training and
knowledge in the area of APD for SLTs and audidtgiin the Gauteng region maybe
possibly attributed to the lack of internationatesment on the topic of children presenting
with APD.



A standardized multidisciplinary referral protos@buld also play an important role in the
“gold standard” foundation. A multidisciplinary ajgach for the assessment and remediation
of APD in the literature has been repeatedly steg$Vitton, 2010; Ferre, 2006; ASHA,
2005; Bellis, 2003). Intervention focused entirely AP may not be all that is required
(Witton, 2010), as APD will often co-exist with afition, language and learning impairments
as well as autism spectrum disorder (Witton, 2@dllis, 2003). A full understanding of the
ramifications of APD for the individual requires latist a speech therapist and audiologist,
but involving additional professionals (teachepsychologists, occupational therapists,
remedial therapists and neurologists) would betttermine the functional impact of the
diagnosis and guide treatment and management ofdiderder and associated deficits
(ASHA, 2005). Ascertaining whether APD is the prisnadisorder may be useful in
determining the focus of the intervention and Wwélp to prioritize the order of interventions
being implemented Millett, Jutras, Noel, Pichordléty Watson, & Nelson (2012). Research
by Jerger and Musiek (2002) stated that the rdfprocess of children presenting with APD
varies across countries as well as the recenclgeofasearch conducted. According to AAA
(2012) physicians are an important referral souasethey are often the first professionals to
whom parents turn to when their children experiétiseening” and/or academic difficulties.
The AAA (2012) also reports that a referral to &weotprofessional (e.g. psychologist,
speech-language pathologist and/ or neuropsyclst)dgir behavioral, language learning or
global assessments may be warranted before a lcantldgory assessment is undertaken.
Even within the same country and recency of resetndings, there are open-ended referral
practices. In contrast Canadian Interorganizati@teering Group (CISG) (2012) reports that
the use of behavioural checklists and questionsdiyespeech-language pathologists, school
professionals, parents/caregivers and others aieful approach to determining whether a
referral for auditory processing assessment icatdd. While the recommendation of CISG
(2012) is an appropriate beginning step in therrafeassessment and management of a child
presenting with APD, there is still much researohbe done so as to develop suitable,

standardized practices for these aspects.

To further add to the above mentioned difficultiesstudy conducted by Khan in 2006
regarding the training of SLTs within the Southiédén context revealed that there continues

to be factors related to the lack of linguisticadlygd culturally appropriate tools taught for



APD assessment and management. Contributing faiidise culturally inappropriate tools
were observed primarily as poverty with all its ishceconomic and educational sequelae,
and the effect of the HIV/AIDS pandemic, specifigabn speech, language and hearing
development (Khan, 2006). In accordance with KegB006) findings, these factors need to
be addressed in the development of a standardemsbsment and management practice, to
ensure that the unique needs of the South Africgoulation are fully addressed. There is an
absence of a framework or list available regardimg APD materials used within South
Africa. Saleh, Campbell and Wilson (2003), sugdglesat such a guideline is necessary for the
development of APD assessment and managementgesmctKhan’s (2006) research further
reports that each University that offered a Speéelnguage Therapy degree in the South
Africa had very different curricula in terms of ARDput for students, with minimal practical
courses on children presenting with APD in the BoAfrican context. It is evident from
Khan’s study (2006) that SLTs in South Africa am receiving standardized education in
the area of APD, which is likely due to the intdromal controversy on the definitions and
practices regarding this topic. The “gold standaalindation should be based on research
and seeded within the Universities, so that SLEseguipped with the equivalent knowledge
to address APD.

Many SLTs and audiologists are implementing indmalized APD assessments and
providing management for children with APDs, dudfte diverse cultures of South Africa.
Due to the lack of standardized practices and pai$o in the area of APD in South Africa,
children are not being treated optimally. As suitle researcheprovides insight into the
current APD assessment and management practi@slafin Johannesburg, so as to inform
and guide the development of more standardizedurelly appropriate assessment and
management practices and tools within South Africaaddition the researcher answers the
main aim ‘What are # assessment and managemerctices being utilized by SLTs
working with children, in private practice, presegt with APD in Johannesburg, South

Africa?’



1.1 Chapter Outlines

The current research report will be presentedvia ¢hapters:

Chapter One details existing research, both intemmaly and locally, in the area of APD
practices regarding assessment and managementftHenethermore this chapter highlights

the absence of a universal guideline on APD prestic

Chapter Two provides a basic orientation to APDiniteons of this disorder and a rationale
for the current study. In addition to the assessna@il management practices of APD in

South Africa, as seen in the literature, as wethaschallenges of APD, is explored.

Chapter Three comprises of a detailed descriptidheocurrent study’s aims and sub-aims as
well as a description of the research design. iBetagarding the participants, the materials
used, procedures and ethical considerations appliedalso explained in Chapter Three.
Furthermore, the pilot study, method of data cdlbecand data analysis are discussed in this

chapter.

Chapter Four provides details of the results okthifrom the research conducted and a
discussion of these results are included in thegtdr. The results are presented within the
sub-aims of this research and are further discussiiih themes that resonated within each

sub-aim.

In Chapter Five, the conclusions of this studymmesented and the limitations of the current
study are identified. The implications of this ras# and recommendations for future

research, also appears in Chapter Five.



2. Chapter Two: Literature Review

2.1Introduction

Rosen (2005, p.139) states that “there is little@agreement about how to diagnose central
auditory processing disorder, what to do abowtliat its implications are, or even if it really

exists.”

APD is not only indefinable, but there are alsaunorersal guidelines for the assessment and
management of children with APDs, which have begneed upon internationally. The lack
of consensus in terms of the assessment and maeagefrthis disorder can lead to over or
under diagnosing this pathology as well as inappatg management thereof. Therefore, the
researcher aimed fwovide insight into the current assessment andagement practices of
SLTs working within a private practice setting mhannesburg, so as to inform and guide the
development of more standardized, culturally appab@ assessment and management

practices and tools in South Africa.

2.2 Defining APD
APD cannot simply be defined in one sentence, htiter by a set of complex processes
within different categories that fall under an usila paradigm. The terminology used to
describe the disorder has been an area of consypvas “central” has been used to
distinguish the VIII nerve, brainstem and cortiea¢as as the anatomical site of dysfunction
in contrast to the cochlea as a “peripheral”’ sitdesion (Bellis, 2003). Central auditory
processing is used interchangeably with centraitarydfunction, central auditory perception,
auditory language processing and auditory languagming (Hurley, 2004). Worldwide
there is a dispute regarding the definition of CanAuditory Processing Disorder (CAPD)
and this debate also occurs within the South Africantext. CAPD is now referred to as
Auditory Processing Disorder (APD) since the ye@®@® This change was due to a group of
fourteen senior scientists and clinicians headeddrger and Musiek (2000), resolving to
keep the definition operational to avoid the attibn of an anatomical location. Hence, they
deemed it appropriate to refer to the disorderm®ABD as it is broadly associated with

processing of information that is specific to thelidory modality.



As previously mentioned, due to the lack of conssnmternationally as a result of the
complexity of and controversy related to APD regagda definition used to describe this
disorder, professionals have developed a satisfadefinition of APD. A general definition

of central auditory processing is “what we do witlhat we hear” (Katz, Stecker &
Henderson, 1992, p.5). According to ASHA (2005,)pRPD “refers to the perceptual
processing of auditory information in the centraérwvous system (CNS) and the
neurobiological activity that underlies the proeegsand gives rise to electrophysiological
auditory potentials.” Consequently, if the true umat of the disorder is unknown, it is
challenging to find effective standardization amhsistency in assessing and managing this
disorder Dillon et al. (2012, p.98) stated that “cdiberately do not attempt to define APD,
rather, we choose to focus on the diagnosis andageament of listening difficulties”. Thus,
establishing common and effective assessment amageaent techniques will lead to a
recommended assessment and management practicagleenwith a child presenting with
APD (Dillon et al., 2012). However, statements mdixe American Speech-Language-
Hearing Association (ASHA, 2005), American AcadeofyAudiology (AAA, 2012) and
British Society of Audiology (BSA, 2011) suggestsit APD arises from deficiencies in the
central auditory nervous system (CANS), which letmlsmpaired performance on basic
psychoacoustic tasks (e.g. temporal processingbamalral interaction). Conversely, in a
study conducted by Dillon et al. (2012), it wasaefished that non-speech psychoacoustic
tests are not a good indicator of APD, as it isoreg@l that non-speech sounds are easier to
hear than to understand speech sounds in the peesé&background noise. In contrast, BSA
(2011) reports that APD is characterized by poacgtion of both speech and non-speech
sounds, as poor perception of speech alone isficisat evidence of APD. For the purpose
to provide a context for this research, a definittavored by the researcher includes ‘the

auditory-perceptual deficit in the processing ddesgh input’ (Jerger & Musiek, 2002, p. 19).

2.3Prevalence
The need for APD intervention is increasing as AftBtistics show that in South Africa,
(population 44.8 million) approximately 30,000-5000children may exhibit APD in Grade
One alone (Musiek & Chermak, 2007). This correlatesroughly 3-5% of the total
population (1,000,000) of school beginners. Themfothe need for accurate and concise
assessment protocols and treatment guidelinessengal for these children to be correctly

diagnosed and managed.



2.4 Symptoms of APD

Possible processing difficulties of children witiPB who are starting Grade One only, for

instance, include: working memory disorder, speégrocessing disorder, phonological
processing disorder, phonological memory disordepid serial naming disorder, word
retrieval disorder, language processing disordertastic processing disorder, morphological
processing disorder, semantic processing disoradet pragmatic processing disorder
(DeBonis & Moncrieff, 2008). These may occur infelient groups i.e. some children
presenting with APD may have more than one difficubccording to ASHA (2005), such
children with APD may have a number of other diffices in conjunction with the primary
auditory processing problems, such as spoken aiitemvianguage difficulties, reading,
spelling and social interaction impairments. Furtt@mplications of AP exist, for example,
language comprehension problems can occur in teeepce of normal central auditory
processing, and APD does not always present withguage problems. Different
combinations of auditory deficits are likely to lassociated with different functional
symptoms, and the same auditory deficit may havienpact on different people in different
ways (ASHA, 2005). With such a vast array of coympgtoms, it can be understood why
variations in assessment and management practkist €urthermore, with so many
symptoms, undiagnosed and/or untreated, APDs may te difficulties in higher-order
language, learning and communication function, Whoan have detrimental, long term
consequences, dramatically affecting academic pednce, self-esteem and future
occupations. These possible processing disordersya@mifest in several ways, including:
difficulty listening in noisy environments, inaltylito localize sound sources, difficulty with
reading and/or spelling, difficulty hearing on tieéephone, difficulty discriminating between
sounds, trouble listening in non-ideal listeninguations, difficulty following long
conversations, difficulty taking notes, difficultyith organizational skills, difficulty
following multi-step directions, becoming easilytifmed when listening, and difficulty in
directing, sustaining or dividing attention (ASH2005). In contrast, several recent studies
have found that some children with APD appear tdope equally in quiet as in at least
some forms of noise (Ferguson et al. 2011). Theseakso further studies that report that
there is no correlation between performance ontarydprocessing tasks and standardized
measures of academic achievement (Watson & Kidd9RM®ue to the lack of consensus as
reported above it is important for professionalsfdous on the core symptoms showing
aspects of auditory perception which contributegh® clinical presentation of a child with
listening difficulties (BSA, 2011).



2.5 Assessment of APD

Assessment involves the use of formal and inforpratedures to collect data and gather
evidence and this includes evaluation, i.e. therpretation of assessment data, evidence and
related information (ASHA, 2005). The term ‘listagl has been used to imply an active
process while ‘hearing’ implies a more passive pssclt is possible to hear without listening
attentively (BSA, 2011). The first step is therefoto rule out any hearing concerns by
implementing a full diagnostic hearing assessn&sgessment of auditory processing should
not be conducted for children with peripheral heguioss of any degree or type as a hearing
loss will negatively affect the results of the ARE3t (AAA, 2012). Once a hearing problem
is ruled out, the test battery to assess APD ind@m is not necessarily agreed upon.
Opinions about which tests should be in the stah8attery vary from country to country,
laboratory to laboratory, and time to time, and thenbers of tests in these batteries are
increasing as the topic of APD is growing with @sé (Dillon et al., 2012).

2.6 Role of the SLTs

A SLT's responsibility in the assessment of chitdpgesenting with APD according to Bellis

(2003) includes the assessment of language andtieegassessment (including tests for
auditory memory and attention). In particular, dhein referred for suspected APD need to
have, in addition to their audiometric assessmeestreening work-up, including assessments
of nonverbal ability, language and literacy, beeagpmoblems in these areas may contribute to
difficulties experienced by the child (Rosen, 2009SLT assesses auditory-linguistic skills,
which includes auditory memory, word discriminati@uditory conceptualization, auditory
closure, auditory synthesis, auditory associatuaitory comprehension, understanding and
following directions as well as phonemic awarendssts such as the SCAN C (Screening
Test for Auditory Processing Disorders in Childreieith, 1986), the SCAN-Revised
(SCAN-C) (Keith, 2000), the Staggered Spondaic Wiedt (SSW) (Arnst & Katz, 1982),
and the Pediatric Speech Intelligibility Test (&rgJerger, & Abrams, 1983) are core
assessment tools to diagnose APD.

The language processing approach (Jerger, 200@)other topic where SLTs view auditory
processing as only one component in the overaltgesing of language (Kamhi, 2011).
Conceptual and language knowledge clearly havemgoritant role in language processing
according to Jerger (2009). Medwetsky (2009) st#tas the spoken language processing

model is an example of how to reflect on the intaring effects of auditory processing,
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cognition, and language. Medwetsky (2009) offered@mprehensive assessment battery that
can be used to identify where breakdowns occurhén firocessing of spoken language.
Consistent with his model, Medwetsky (2009) pretéis term ‘spoken language processing
disorder’ to describe children who have deficits dpoken language processing. The
significant differences in these views of APD htgdexplain why no universal practices have
been established for APD in children. These stuldees provided a foundation upon which
our current understanding of APD has been built dMetsky, 2009). As previously
mentioned, the additional culture and the divegsiof languages, within the South African
context, paired with limited resources in the peillnd private health sector further confound

this already very complex disorder.

2.7Role of the Audioloqgist

Jerger and Musiek (2000) have recommended thewimitp minimum test battery for
audiologists for the diagnosis of APDs in schoat-achildren: pure-tone audiometry,
performance-intensity functions for word recogmti@ dichotic task, frequency or duration
pattern sequence test, temporal gap detection,ttamme audiometry, otoacoustic emissions,

auditory brainstem response and auditory middeniat response.

As stated above there is little research definingappropriate universal AP test battery.
Musiek, Chermak, Weihing, Zappulla and Nagle (20ddfe that “use of multiple tests can
potentially reduce diagnostic error by improvin§aéncy, increasing the face validity of the
battery as a whole by incorporating a broader rasfgauditory processes, and providing
guidance in establishing the most appropriate wetgron goals and program planning.” (p.
343). However, they also note that increasing tnaber of tests in a battery also increases
the potential for false positives and increasetepaftatigue, where individuals are diagnosed

with APD and costs increase as well.

These tests comprise a full test battery for anchogist, and together with the SLT’s tests,
can take several hours to complete. South Africaotonly under-resourced in terms of
diagnostic equipment in both the public and privegetor, but also the above test batteries
would not cater to the cultural or linguistic disgy of South Africa’s population.
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2.8 Multidisciplinary Involvement in the assessment dmhagement of APD

There is currently no general globally agreed ufgmid standard” method used or recorded
to assess APD, but this appears to be essenti@nsore consistency and agreeable
advancements regarding this topic (BSA, 2011). dheralso little agreement on which
professionals should be involved in the assessiretitmanagement of children presenting
with APD (Musiek & Chermak, 2007). BSA (2011) memis that SLTs are important for the
intervention and management of APD but do not noentine role of SLTs in the assessment
of children presenting with APD, whereas (Milleta¢t, 201) have documented the Canadian
guideline on APD and do not mention the role arspoasibilities of SLTs in the assessment
of CAP, but discuss the role of SLTs with the someg and management of children
presenting with APD. ASHA (2005) and SASLHA (2018port the importance of SLTs and
audiologists in both the assessment and manageofieAPD in children. If there is no
agreement on which professionals play a role in pghactices of APD, it is even more
challenging to create a “gold standard” protocaldesessment and management of APD in
children. Together with this challenge, a lack gfeement on a distinctive definition of
APD, makes establishing a “gold standard” for asmsemt and management rather
problematic. This has ramifications other than Sb&mg hesitant to work in this field, as
this vast lack of guidelines could result in SLTseidiagnosing or under diagnosing, thus
leading to inappropriate management, which affdetschild’s over all development, leading
to ethical implications (Rosen, 2005).

2.9Challenges Associated With APD Assessment and Subse APD Management

Internationally the complexity of the APD systemdats ambiguous nature leads to many
SLTs and audiologists feeling uncomfortable in #ssessment and management of APD
(Katz, Stecker, & Henderson, 1992), where hesitaoseen to exist on the part of the SLTs
and audiologists in participating in APD managemg@dhermak, Traynham, Seikel, &
Musiek, 1998). A study by Khan (2006) revealed tiat SLT's curriculum on the topic of
children presenting with APD, in the South Africeontext, did not provide any information
about social or contextual issues that need to madlkevance for, which raises concern of
whether APD testing is appropriate and reliabléSouth Africa. Although there is ample
research being undertaken internationally on th@ct@f APD, in terms of assessment

practices, management guidelines, diagnosis andegoiences in school performance, the
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outcomes are not easily generalized to the Souticakf context, due to the following
challenges, as outlined by the HPCSA in 2001:

* The lack of standardized South African APD testarats in the country

The poor quality of available recordings to beedig an assessment
» The presence of different recordings of the sarsie te
 The challenge of 11 official languages, making kfglresources and assessment
tools ineffective
» Poor training of the administration and interprietaf APD tests and their results
* Uncertainty about which APD tests to use, due #oldick of standardized assessment
protocols and practices
* Uncertainty about which intervention proceduresgde following the diagnosis
South African SLTs and audiologists are faced wite aforementioned challenges and
difficulties of working within the field of APD, wihin the South African context (Wilson &
Campbell, 2000), which contribute significantly tiversifying the assessment and
management practices adopted. This emphasizedbseaae as well as the need for a “gold

standard” for APD assessments.

2.10 Management of APD

The definition of management refers to interventionprevent or remediate a disorder or
disease, as well as compensatory approachesstajegies and technologies to reduce the
impact of deficits resistant to remediation (Chetr8aMusiek, 1997). Management for APD
involves direct treatment to improve specific aoditand related skills. Management should
be separated from diagnosis in the area of APD@asliagnosis needs to first be established,
so the management can be planned accordingly (J&riyrisiek, 2002). Bottom-up training
programs are designed to improve auditory skifisluding auditory discrimination, dichotic
listening and temporal processing (Ferre, 2006)p-dawn therapy programs focus on
improving metalinguistic and metacognitive skillsyportant for minimizing the impact of
APD on functional communication (Ferre, 2006). Oagain, it should be emphasized that
there is no one treatment approach that is apgtepfor all children with APD. The type,
frequency and intensity of therapy, like all aspeat APD intervention, should be highly
individualized and planned for the specific typeaatlitory disorder that is present, especially
when considering the South African context. Eahldcwill progress at different rates,

depending on the auditory deficits that need tanmeroved, thus the duration of therapy
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cannot be predetermined (Rosen, 2009). Some chilgiegress rapidly and require limited
intervention, some children ‘grow out’ of their disers and others exhibit some residual
degree of deficit forever (Bellis, 2003). Althouglh management requires a certain degree of
individualisation, it is easy to see how it would lbeneficial to have a national standardized
management framework to help guide SLTs througtptbeess of treating a child with APD,
thus increasing the SLT’s confidence, ensures ste1gy across therapists and optimizes a
child’s development from nationalizing the “goldstandard” practices. It is for this reason
that the current researcher has aimed to expl@esament and management practices of
paediatric APD in South Africa, in order pwovide insight into the current assessment and

management practices of SLTs working within a gayaractice setting in Johannesburg.

2.11 Rationale

Within the South African context, both SLTs and ial@bists are diagnosing and managing
APDs (HPCSA, 2004). However, according to Belli®q2), the diagnosis of APDs should
be implemented only by a certified audiologist, kg in an insulated sound booth. This
leads to further discrepancies in assessment amégement practices internationally, as
SLTs and audiologists have been taught very difteraethods in the management of
children presenting with APD (Bellis, 2003). Althgiu audiologists and SLTs may screen
for, and treat APD, only an audiologist can diagnA®D according to the American Speech-
Language Association (2005). In such incidences AS{2005) and the Academy of

Audiology (AAA, 2012) have indicated that an audgist must proceed with a full test
battery for APD. However, evidence suggests thatgiocessing of incoming information
through the auditory modality engages, and is deégeinupon, other systems within the
central nervous system (Musiek & Chermak, 2007)eskEh systems include attention,
language and cognition, which are primarily asskdsg a SLT. A deficit in auditory

processing makes sense only if one can rule ountheence of language knowledge, basic
cognitive processes like attention and memory, @hér possibilities for poor performance,
such as fatigue, anxiety, or lack of motivation ¢@@e & McFarland, 2005). Therefore, SLTs

are essential in the assessment of children withsA@®eBonis & Moncrieff, 2008).

Due to the multicultural context and the diversifanguages within South Africa, there are
many SLTs and audiologists conducting informal ARI3sessments and providing

management for children with APDs, because thdiagisssessment and management tools
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are often not culturally appropriate for the popola Furthermore, formal assessments for
this disorder are not available in most of theawddi languages of South Africa. It is thus
arguably impossible for the SLTs and audiologis&écficing within South Africa to adhere to
an existing practice, which is suitable for the glagon and professionals alike, for the
complex topic of APD. Due to the lack of accorccomposing national guidelines for South
Africa, children with APD are not being diagnoset dreated with standardized, optimized
protocols, which may result in long term negatiffeas on a child such as delayed learning,
low self-esteem and the inability to learn new infation (Bellis, 2003). Different
assessment protocols will ultimately lead to défgr management techniques, raising the
guestion of which method is appropriate for whidtilcc As such, the researcherovides
insight into the current APD assessment and managepnactices of SLTs in Johannesburg,
so as to inform and guide the development of méa@adardized, culturally appropriate
assessment and management practices and toolsnh v@ibuith Africa. In addition the
researcher answers the main aim ‘What aeeagsessment and managenpgattices being
utilized by SLTs working with children, in privatpractice, presenting with APD in

Johannesburg, South Africa?’

Although all these findings adds much insight itite lack of consensus internationally and
locally on a “gold standard” for the assessmentmadagement practices of APD as well as
a definition thereof, this paucity of a “goldenrstard” in the area of APD assessment and
management is exacerbated within the South Africdext. As reported by Khan (2006), the
tools used for APD assessment and management ith $dtica lack linguistically and
culturally appropriate stimuli. Due to the limitastailability of information on APD practices
in South Africa, this research is necessary to éxanwhat APD practices SLTs are currently
using in South Africa, what adaptations SLTs arekintato their tests and materials to
propose what seems to be the common practice o dostarting point for further research
to be built upon fomore standardized, culturally appropriate assessen@h management
practices and toolfor children presenting with APD, to be developéd.order to devise
these practices it is imperative to know what pcastare currently in use, thus necessitating
the current study, which will aim to cast light patterns and procedures being used by SLTs
for the assessment and management of children rpmegewith APD, within a private

practice setting in Johannesburg, South Africa.
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3. Chapter Three: Methodoloqy

This chapter details the methodology of the curreséarch. It provides the primary and sub-
aims and sub-aims of the study as well as an oswref the research design, participants and
materials used. Data collection and analysis pnaeeq ethical considerations and the way in

which trustworthiness of the findings was ensunedadso included in Chapter Three.

3.1.Research Aims

3.1.1. Primary Aims
The primary aim of the proposed research is tordesthe experience and current practices
of SLTs working in private practices in the assemsthmanagement and referral of children

presenting with APD in Johannesburg, South Africa.

3.1.2. Sub-Aims

The following sub-aims operationalize the main ainthe study and include the following:

3.1.2.1 Sub-aim One: To explore the experience that SLT& ha working with
children with APD in Johannesburg, and to desctiie training that SLTs
underwent in the field of APD.

3.1.2.2. Sub-aim Two: To describe the assessment practimgédamls being used by
SLTs for children suspected of presenting with ARD,the Johannesburg

area.
3.1.2.3. Sub-aim Three: To describe the management praaimsools being used by

SLTs for children suspected of presenting with ARD,the Johannesburg

area.

3.1.2.4. Sub-aim Four: To identify the referral resource§ Suse when working with

children presenting with APD.

16



3.2. Research Design

The current researcher employed a qualitative, cgapdry, descriptive research design to

achieve the aims of the study.

Qualitative research is essentially an inductivecpss of organizing the data into categories
and identifying patterns or relationships among ¢hegories (McMillan & Schumacher,
2001). There are advantages and disadvantagesg alqualitative method. The advantage
is that qualitative research is not limited to nuced results; it can, therefore, explore topics
in great depth and detail. This allowed the redearto gather much information regarding
the APD assessment and management practices ofi8lJbhannesburg. The methods used
within this qualitative framework; interviews, weoaobtrusive, and allowed the researcher
to observe the natural responses of the partigp@itMillan & Schumacher, 2001). The
disadvantage of using only qualitative researchthigt qualitative research cannot be
approached statistically and results cannot beategeas easily.

Qualitative research was favored for the curramtystas the researcher wished to explore the

devised questions in depth, to find patterns withendata.

To achieve the main aim of the study an exploratatgscriptive framework was
implemented for this research study. Neuman (198@jes that the research may be
organized into three categories, i.e. to explomew topic (exploratory), describe a social
phenomenon (descriptive) or explain why somethiogueos (explanatory). The current study
utilized a combination of two of the three categeriA description of the practices used
regarding the management and assessment of APBLby within the Johannesburg area
was the primary aim of the study thus necessitairdescriptive approach to the current
research. Descriptive studies have additional egptins. These are to attempt to identify
problems in practice, justify current practice doddeveloping theory (Drummond, 1996).
Exploratory research addresses a new topic or issaeder to learn about it and it answers
the ‘what’ question (Neuman, 1997). The preserdystuas exploratory because it served as
a preliminary investigation into what practices SLih the Johannesburg area are using,
when assessing and managing APD. Exploratory relsediowed the researcher to become
familiar with the practices being used by SLTsA®Ds. The researcher was able to develop
a clear picture of what practices were in places thllowing thematic analysis to be applied
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(Neuman, 1997). Hence, this study consisted ofakp existing practices, which led to the
outcome of the study, which comprised the compitatif practices used for assessment and
management of APDs within the Johannesburg aremastarting point by examining what
APD practices SLT’s are currently following in pate practice in Johannesburg, South

Africa.

3.3. Research Phases

The research process involved three phases, whech varried out over a period of eleven
months as shown in Figure 1. The first phase, tepgration and development phase, was
used to compile the interview schedule by immersingself in the literature, obtaining
ethical clearance (appendix 5) and identifying pbé participants for inclusion in the main
study. The second phase, the pilot study, was eakemrefining the interview schedule. The
final phase comprised of the conduction of the nsirdy and its subsequent data analysis

and report writing.

Figure 1. The phases of the current study

*Develop the interview schedule N
*Obtain ethical clearance from the University of the Witwatersrand Human Research Ethics
Committee (non-medical)
Phase 1: sInvite participants to participate in the research study
Preparation and
Development J
~N
sConduct the pilot study
sMake modifications to the interview schedule
Phase 2: Pilot Study
/
N\
eImplement the interviews with ten participants and transcribe
Phase 3: Data *Analyse the data that was collected by applying thematic analysis
Collection and
Analysis J
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3.4. Pilot Study

A pilot study may be defined as a study conductedr go the main study, on a smaller
sample, so as to assist the researcher in idergifgny potential problems with the research
design or methods. A pilot study also allows fag thstructuring of questions appearing on

the interview schedule to obtain applicable andivddta (Cresswell, 2003).

3.4.1 Aim of Pilot Study

Together with the importance of dependability oélifative research according to Cresswell
(2003) a pilot study was undertaken to establighfaasibility of the interview questions.
Another aim of the pilot study was to determine tbatent validity (i.e. how accurately the
instrument/interview measures the information ndgdeeedy, 1997). The objectives of the

pilot study included:

* To determine the approximate time taken to completanterview and to ensure that
the time taken is realistic and fair to be requiétem participants.

» To practice the interview questions, making surat tthe questions can be easily
comprehended by the participants.

* To establish whether the questions appearing imntieeview schedule elicit the types

of responses required for the main study by theareher.

3.4.2 Pilot Study Participant

The participant in the pilot study was identifiech the HPCSA website and met all the
inclusion criteria stipulated in the main studyeTparticipant was dually qualified in speech-
language pathology and audiology. The participadt flour years experience in working with

patients diagnosed with APDs. The pilot study paént's interview responses were not
included in the main study as the results obtafr@u the pilot study served the researcher in
establishing the feasibility of the main study andefining the interview schedule (Patton,

1990; Maxwell & Satake, 2006).

3.4.3 Procedure of Pilot Study

The pilot study was conducted with a single pgtait. The information sheet outlining the

aim of the study and the consent form were handveteld to the participant, at the
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participant’s place of work. The interview took gdaat the participants’ place of work, using
the interview schedule originally composed by thesearcher. The participant was
interviewed on 5 June 2013 and the administratioth® questionnaire was timed. Timing

was interrupted when the researcher and participgtdussed possible changes to and

recommendations for the interview schedule. Theptetad interview took 32 minutes.

3.4.4 Results of and Recommendations For Change FromitbieStudy

The pilot study assisted the researcher in refitivgginterview schedule, which was deemed
by the researcher to be a valid research tool. rélly¢he participant was satisfied with the
interview questions and only alterations to threeesgions were required, in order for
clarification and accuracy of answers and dataetodllected. The adjustments were made to

the interview questions and the final version usedata collection is shown in Appendix 4.

3.5 Participant Selection and Description

Ten SLTs in the Johannesburg area working withénpttivate practice setting participated in
the current research. Information letters (Apper)iand consent forms (Appendix 3) were
hand delivered to each of the participants, whieeg tould read what would be expected of
them should they wish to participate in the stuBwrticipants would then complete the
consent form (Appendix 3), thus agreeing to paéte in the research study, which
comprised of an interview (Appendix 4) in the preseof an audio recorder, regarding the
topic of APD. In this study, ten willing participenwere interviewed separately on different
days, in the Johannesburg area. All the particgptrat were approached accepted to partake

in this study, no participant declined

3.5.1 Sampling Strategy

Participants were selected by applying two methé&dstly, a criterion based selection method was
used: participants who had at least one year’'scalirexperience in the field of APD were identified
by searching the Health Professions Council of ISouMfrica website (HPCSA)
(http://isystems.hpcsa.co.za/iregister/). The second method was the application of sndwbal
sampling, which can be defined as a technique ditineging participants through identification of an

initial participant, who is used to provide the tamt details of other participants with similar
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knowledge (Drummond, 1996). Snowball sampling i@ thirrent research occurs when a participant
who had been interviewed recommends another SLiEmily practicing in the field of APD, as these
practitioners are aware of others through the shtmgic of APD services being offered (Drummond,
1996). This method was chosen by selecting a reptative group to provide information regarding
the needed population as it is not feasible tader all SLTs to find the appropriate populatidie

recommended SLTs from the snowball sampling metha initially contacted telephonically.

3.5.2 Participant Inclusion Criteria

. Participants could be either dually qualified, t#fere, possessing a degree in speech-
language therapy as well as a degree in audiologyqualified in only speech-
language therapy. The researcher chose duallyfigdgbarticipants as an option as
they have more knowledge in both speech as welHuakology practices and can
therefore give more information on complete assess@nd management practices.

. Participants had to have at least one year’'s dinéxperience in assessing and
managing children suspected of having APD, suchttieaquestions proposed could
be answered in detail based on experience.

. Participants had to be currently practicing in Hrea of APD to ensure that the
responses collected from the questionnaire sch&dere more relevant.

. All participants had to be a member of the HPCSAntike sure that the participants
had a valid license to practice in the area of ARDere a valid HPCSA certificate
was requested to be observed in the interview.

. All participants had to be proficient in the Englilanguage, as the questions were
asked in English because this is the language efréisearcher. The researcher
ensured that the participants were proficient iglEh by observing the participant’s
English interaction with the researcher and recdggithat the participant had no
concerns in understanding and expressing in théddbnignguage.

. All participants had to be working in private pliaet to get comparable responses

from the participants working in the area of APD.

3.5.3 Participant Exclusion Criteria

. Participant’s one years experience that was ndtinvihe last ten years, so that the
responses were relevant and this excluded all Slifhsexperience in APD that does
not fall within this time frame.

. Participants not practicing in the field of APD.
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. Participants working in the government sector.

. Participants qualified as only an Audiologist.

3.5.4 Participant Description

Participants were listed in order of the date & thterview. The participants’ years of
experience in practicing with APDs varied from gm@r to seven years (n=10, mean = 4.95,
SD= 2, 18) (See Table 2). The participant’s yedrexperience in practicing with general
speech therapy was recorded as being the sameparti@pants worked with APD children
from graduation. There were only two participantaf Pretoria, working in Johannesburg
and only two Universities were reported as wheesphrticipants attained their degree from.
There is vast difference between years experiendath participants are dually qualified.

Table 2. Participant Demographics

Participant University where Speech- APD practice Degree obtained Year of

language Therapy and years’ graduation

Audiology Degree experience

was obtained
1 Pretoria 4.5 Dually qualified 2008
2 Witwatersrand 3 Dually qualified 2010
3 Witwatersrand 1 Dually qualified 2010
4 Witwatersrand 7 Dually qualified 2006
5 Pretoria 6.5 Dually qualified 2002
6 Witwatersrand 7 Dually qualified 2005
7 Witwatersrand 6 Dually qualified 2006
8 Witwatersrand 3 Dually qualified 2010
9 Witwatersrand 4 Dually qualified 2005
10 Witwatersrand 7.5 Dually qualified 2005
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3.6 Materials

A self compiled interview schedule (Appendix 4) weed and based on literature pertaining
to the definition, assessment, management andrabfeystems of children presenting with
APD. The interview schedule included three sepasatdgions, which were further divided
into 6 separate themes. The interview questiong wpen-ended questions so that detailed
information could be gathered and further analy$edthemes and patterns to be explored
(Drummond, 1996).

The first section was comprised of demographicrmfttion, pertaining to the participants
such as: year of graduation and years of expexien@PD. Theme one was demographic
information, which was elicited from questions &$well as question 12 (Appendix 4). The
rationale for these questions was to give the rebea insight on the demographic
information of the participants to ensure they cmad with the inclusion and exclusion

criteria.

The second section comprised of questions relatetthé participant understanding of the
term APD as well as requested information regardifp practices, procedures and tools
being used for the diagnosis and management ofltbesder. This section is further divided
into theme two, three, four and five. Theme two WasAPD experience of the participants,
which was elicited from questions 7, 9, 10 andA@pendix 4). The rationales behind asking
these questions were to obtain information to ashsub-aim one. The third theme that was
elicited from question 8 (Appendix 4), was whairnag did the participants received in the
area of APDs? The rationale behind this questwas to gain information to add to
achieving sub-aim one. The fourth theme that wastiated was the assessment practices
used by the participants, obtained from questiadhslB, 14, 15, 16, 18, 20 (Appendix 4).
These questions were asked to elicit informatioadaieve sub-aim two. The fifth theme that
was illustrated was the management practices fddren presenting with APD from
guestion 17, 18, 20 in (Appendix 4). The ratiortzind these questions gave the researcher
further information to achieve sub-aim three o§tlgsearch.

The third section comprised of questions relatedh referral process practices made for
children suspected of presenting with APD, by tletipipants. Theme six was referral
practices, elicited from questions 21, 22, 23 (Agpe 4). The rationale for these questions
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was to give the researcher insight into the refepracess of participants to provide

information to achieve sub-aim four of this resbarc

During the interviews for the main study, all quess were presented in a sequential manner.
Explicit instructions were given to each participgnior to the beginning of the interview,
explaining the three sections of the interviewlsat the participant had a clear understanding
of what was expected of them.

3.7 Procedures

Once consent had been obtained from a participaninterview was arranged to take place
at either the researcher’s office or the particijzaoffice; whichever was more convenient
for the participant. An interview was conducted thye researcher in English and audio
recorded via an application called TinyVox on arhdRe, so that the data could be
transcribed verbatim to allow for detailed analysisa later stage. All recorded information
was stored on a password encrypted iPhone andtthesferred to a password encrypted
computer at the researcher’s office. Transcriptiege stored in a locked cabinet in one of
the researcher’s supervisor’s office. The intergaequired only a single session with each

participant and took no longer than 45 minutespaeticipant.

3.8 Ethical Considerations

Under all circumstances a researcher has a modapasfessional obligation to be ethical
when conducting research (Neuman, 1997). EthichhWeur with regards to research may
be defined as a behaviour characterized by fairnessesty and equity in interpersonal,
professional and academic relationships in reseanchrespects the rights of participants
(Babbie, 2004).

Specific ethical considerations relating to therent study included:

* Voluntary participation

It is essential that participation in a researchjgmt is voluntary, and no
respondent should be forced or coerced into ppdicig (Babbie, 2004).
Participants in this research study were invitecgoasticipate in the current
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study and the purpose of the study was explaingbetgotential participants

and their respective employers in detail priomiating the participants.

* Informed consent
Informed consent can be defined as receiving carfsem a participant to
participate in a research study after achievinguaderstanding of what the
research is about and their role in participatiBghbie, 2004). Information
sheets (Appendices 1 and 2) and consent forms (#pe3) were hand
delivered to the potential participants. Each pgréint signed an informed
consent form, providing proof of his/her willingrset® participate in the study.
Consent for employees to participate in this stwdg also obtained from the
various owners of the practices at which the paditts were employed.
Employers were required to provide written pernoission the practice’s
letterhead, for the employee to partake in the ystuafter reading the

information sheet (Appendix 1) provided.

e Open communication

The researchers contact details appear on thematan letter, so that the
potential participants and/ or their employers doabntact the researcher
directly, should they have had any further questidrhis is important so that
any questions that the participant may have hatddmeianswered directly, to
ensure open communication between the researctartran participants

(Babbie, 2004).

» Confidentiality

The right to privacy, anonymity and confidentiaitias ensured by stating this
in the information letter (Neuman, 1997). Particpaonfidentially was
guaranteed and the identity of the practices athwthe participants worked,
were not included in the research report. Confidétit was maintained by
the use of participant numbers in the data analysispposed to participant

names.
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* Non-obligatory
It was made clear to the participants that theydccaithdraw from the project
at any stage and participants were informed they ttould refuse to answer
any of the interview questions without any negati@nsequences for

themselves.

» Ethical Committee permission
An ethical clearance certificate from the Human daesh Ethics Committee
(HREC Non-Medical) (protocol number: H13/06/35) @&mdix 5) was

obtained prior to the commencement of data cobbadior the main study.

3.9 Trustworthiness of the Study

Just as there is a need to look at the accuracytraistivorthiness of various kinds of
guantitative data in different ways, there is asoeed to look at qualitative methods for the
different ways in which to ensure the quality angstworthiness of the findings (Krefting,
1991). In qualitative research, the credibilityao&tudy is heavily reliant on the meticulous
techniques and methods instituted to gather higtitgudata as well as the way in which it is
analysed (Patton, 1990, p. 461). The data colleeted not only recorded verbatim but was
transcribed verbatim to ensure credibility of thedy. Cresswell (2003) refers twnesty
from the participant as aiding credibility of quative research. The researcher aimed to
interview the participants in a manner that alloweein the free will to withdraw at any time
during the interview or refuse any questions thielyribt want to answer. Furthermore, each
participant who was approached was given opporasiio refuse to participate in the project
SO0 as to ensure that the data collection sessiordved only those who were genuinely
willing to take part and prepared to offer dataelye reinforcing credibility (Patton, 1990;
Cresswell, 2003).

Reliability of the current research involves addnmeg the consistency of measures and in an
attempt to minimize the Hawthorne effect, the res®er made it clear to participants that
there were no correct or incorrect answers to thestipns (Maxwell & Satake, 2006).
Participants were also made aware that their iddali experiences is what mattered the
most, encouraging the participants to provide Ibétia honest information. To ensure

consistency of the data, the interview was implelegin a rigorous was, ensuring interview
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guestions were consistent and repeated in the seayeto each participant (Maxwell &
Satake, 2006). Conducting an interview questioenachedule assists with response
reliability, as participants are required to pravigsponses during the interview rather than
consult another source before responding, which magur with self-administered
guestionnaires (Maxwell & Satake, 2006). Partictpamere provided opportunity to discuss

or elaborate on their responses to questions.
Cresswell (2003) align the reliability of a qualit® study to its dependability. In order to

ensure that the findings of the current study wagpendable, a pilot study was conducted

prior to the main study.

3.10Data Collection

Data was collected over a six week period, betwaduly and 12 September 2013. Data
was compiled from the self-developed interview sithe (Appendix 4), composed by the
researcher. Each participant was interviewed iddizily by the researcher, face to face on
different days. The interviews took place at thicefof the participant, at the participant’s
request for convenience. The researcher undertekdministration of each interview. The
interview began by the researcher explaining inaildhe aims of the research. The
researcher re stated that the interview will beorged and that they could answer at their
own pace. It was reiterated that they could retosanswer any questions at any point and
that the answers would remain anonymous at allgin@pen questions ended questions were
asked, to necessitate a long answer to a quessiaopposed to a ‘yes’ or ‘no’ response
(Stroh, 2000).

There were ten separate interviews and each ietegriook no longer than 40 minutes. Each
interview was recorded with a voice-recording iPl@pplication called TinyVox and was
later transcribed verbatim by the researcher. Bsearcher asked each participant all the
guestions appearing within the interview schedumiestions were clarified for the
participants by the researcher, if required, anddarification requested was included in the

transcriptions of the data.
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3.11Data Analysis

Analysis involved thematic analysis. This resultedthe data being organized to identify
patterns and categories (McMillan & Schumacher, 120Mescriptive analysis involved
calculating the number of participants, the mearwalf as the standard deviation of the
participants APD experience in years. The dataect#d by the interview was analysed

gualitatively in the following manner:

Thematic analysis is, essentially, an inductivecpss of organizing the data
into categories and identifying patterns or relaitips among the categories
(McMillan & Schumacher, 2001). Thematic analysissvilae method used to
identify patterns and themes within the data (Br&u@larke, 2006). There are
six phases of analysis in thematic analysis, nametpming familiar with the
data, generating initial codes, searching for tremeviewing themes,
defining and naming themes and producing a ref@dun & Clarke, 2006).
Analysis is not linear, but rather recursive, mgvirom one phase to another

and then back again (Neuman, 1997).

Descriptive analysis allowed the researcher to labkequency patterns and
assisted in organizing and summarizing informat{@mnavetter & Forzano,
2003). The number of participants, the averagebmumof years experience

and standard deviation was calculated using a ledzu
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4. Chapter Four: Results and Discussion

The results obtained from the current study willgresented and further discussed in this
chapter, in relation to the aforementioned sub-aohghis study, and prominent themes
pertaining to the specific sub-aims will be highligd. Furthermore, the findings will be
discussed in relation to the current literatureasoto draw meaningful conclusions and
recommendations to serve as guidelines for the gsegh assessment and management
foundation, upon which further research can be @mgnted, to facilitate the development of
standardized practices for the management andsasses of children presenting with APD

within the South African context.

Data obtained via participant interviews in thiadst yielded results pertaining to the key
procedures, protocols, tools and practices that Haen deemed by Johannesburg-based
SLTs practicing in the area of APD, as appropratd useful for both the assessment and

management of children presenting with APD witlia South African context.

4.1Sub-aim One: To explore the experience that SLTe ha working with children
with APD in Johannesburg, and to describe theitrgithat SLTs underwent in the
field of APD.

The following themes were identified within sub-aome:

4.1.1 Learning regarding APDs in the private practiceisgt
4.1.2 Limited availability of additional courses on APBedeing offered to SLTs in the

Johannesburg area

4.1.1. Theme One: Learning Regarding APDs in the Privadetite Setting

Nine out of the ten participants reported to haamed their experience and knowledge of
children presenting with APD while working in prieapractice. Two of the ten participants
learnt about children presenting with APDs whilepdoged within government hospitals.
One of these two participants working within a peilblealth setting reported that a great deal
of information was obtained in the hospital expeces while the other reported that only
some experience was obtained in the public hosm#dting. From these participant

responses, it appears that the public hospitaingefor community service, in terms of
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gaining experience in the area of assessing anagman APD may be insufficient for SLTs
within South Africa. Community service is one cortgauy year that SLTs have to complete
in public health placements, in order to gain eigrere and attain their professional degree
(HPCSA, 2004). Two out of the ten participantdizated that they gained little experience
in the area of assessing and managing APDs in thaler-graduate studies, which may
suggest inadequate or insufficient training in thégard. It is possible that this limited
training may be due to the arguably contradictoegearch findings and information
regarding the topic of APD worldwide. These findirgre in agreement with Khan’s (2006)
research, which suggests that the Witwatersrangddsity in Johannesburg did not provide
an approved, precise, standardized curriculum om,ARilored for the South African
population. Different APD teaching is provided tbTSstudents, leaving them to make their
own decisions on what practices to implement wherkimg with children presenting with
APDs (Khan, 2006). This finding suggests that thisr@ strong need for students to get
additional exposure to APD at a University levelvasl as a need for the development of

more standardized and contextually appropriate ABRicula at Universities.

From the participant interviews it was evident ttie# most common settings in which the
participants gained their experience in APD waghm private practice setting. This finding
may be evidenced by the following participant rewsss to the question ‘In what general

settings did you gain your experience in APDs?’ @hswers from the participants included:

* ‘| gained experience at the private practice | watknot much at the hospitals | was
at during community service’ (participant 1)

* ‘| got most of my experience, ... um in private,eaint everything | knew from
observing my boss for two years’ (participant 6)

* ‘llearnt APDs in private practice and we did sopnacticals in fourth year, not much

though’ (participant 8)

4.1.2 Theme Two: Limited Availability of Additional Coues on APD Being Offered

to SLTs .in the Johannesburg Area

It was evident from the participant responses, #ihaten participants had no additional

training in the area of APD in South Africa. Twotoof the ten participants reportedly
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attended several courses that were provided byN#te@nal Health Service (NHS) in the
United Kingdom (UK). The NHS provides healthcare dtd UK citizens based on their need
for healthcare rather than their ability to pay itoand it is funded by taxes (Brooks, 2013).
Four of the ten participants stated that they wereaware of any courses being offered on
the topic of APD in South Africa. Furthermore, tyarticipants expressed an interest in
attending further training regarding APD. As preaisty mentioned, two out of the ten
participants were trained in the area of APD wlelaployed by the NHS. These two
participants indicated that they went on two teéfull-time, one week courses provided by
the NHS hospitals within a one year timeframe.dntrast, courses on the topic of APD were
reportedly lacking in the public health sector asllvas the private health sector within
Johannesburg, South Africa. It is possible thasehparticipants are not members of the
professional bodies within South Africa over anaabthe HPCSA such as SASLHA or
SAAA, as these professional bodies tend to adweedmirses on offer. In addition, as alumni
from various Universities, it is the responsibilibf the professional to keep abreast of
courses being offered by the relevant departmgmasticularly because the CPD is a
stipulation from the HPCSA. According to the HPCS#&gery health professional in South
Africa has to achieve a certain number of CPD itct remain legally registered as a health
professional (HPCSA, 2004). This is to ensure thedlth professionals in South Africa
attend courses to further their professional kndggeand keep up to date with the current
research trends as well as increase one’s knowlbdge and improve upon areas of
theoretical or practical weakness. It is also gmesihat advertising of courses on offer is
limited or insufficient. In addition there is gealy a cost involved to attend CPD
workshops, which may be a barrier to course attecelaNevertheless, it is evident from the
participant responses that a need for additiomaltim the area of APD for qualified SLTs as
well as current undergraduate students existsh€uttaining is vital as research on the topic
of APD is continuously exposing new developments iars essential to keep up to date with
the new information, to be able to offer ethicgpmopriate, optimal therapy for children
presenting with APD, as well as to maintain a hgiandard of therapy (Rosen, 2005).
According to ASHA (2005) the knowledge base reqlii@ understanding, diagnosing and
treating/managing individuals with APD is extensared may require additional training and

education beyond that obtained in a typical proée=8 preparation program.

When the researcher asked the participants regpediditional training in the area of APD,

responses included:
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* ‘Yes, alot ... um ...Terri Bellis course in the UKhave been on so many other NHS
courses in the UK. None in South Africa, as | halveeen any’ (participant 5)

* 'no, not any, but | would like to go on a courseARD, | just haven’t seen any being
offered’ (participant 8)

* 'no, I don’'t know if there have been any courseA®D, that | know of’ (participant
10)

The results of the current study suggest that Sialis most of their experience and a large
part of their APD knowledge base while working withprivate practice settings by
observing other SLTs and implementing self-diredezdning. The findings of this research
study suggest that little or no formal training thve topic of APD is readily available or is
being offered to SLT graduates, in the Johanneshreg. The lack of knowledge for SLT
graduates could be due to the disagreement onefimetabn of APD as well as management
worldwide. Additional courses or training for SLTraguates is most certainly a
recommendation of this finding. However, perhapsergiobal corroboration in research on
this topic is first required such that more refirdefinitions and guidelines for assessment

and management may be taught at these courses.

4.2. Sub-aim Two: To describe the assessment practicésoals being used by SLTs for
children suspected of presenting with APD, in thleahnesburg area.

The findings within this sub-aim will be discussgtier the following themes:

4.2.1. The lack of uniformity in APD assessment practices

4.2.2. Limited availability of audiological equipment

4.2.1. Theme One: The Lack of Uniformity in APD Assessnierdctices

From these participant responses, it is evideritlitte consistency in terms of assessment
practice exists amongst SLTs in the Johannesbeay &m agreement with the literature, it is
suggested that there is a lot of controversy intwiractices should be followed for the

assessment of children presenting with APD (Jeggbtusiek, 2002). The most commonly
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used formal test when assessing children presewithgAPDs, according to the participants,
was the Pendulum. The Pendulum is a test of aydjerception. It is implemented on
children older than 6 years of age. Six of the pamticipants used this test, which was
standardized on the American population and igetbhee, not contextually appropriate for
the South African setting. Furthermore, South Adris a country of many cultures, with 11
official languages and is a developing country, s America has been identified as a
developed country, thus rendering many of the dtiami culturally inappropriate for South
African children, especially if they are not filsihguage English speakers. Words such as
‘super market’ are not familiar to South Africanildren and, therefore, this has a negative
effect possibly causing inaccuracies on the resaii$ diagnosis of APD. One of the ten
participants in this study reportedly used the SCatest to assess children presenting with
APD. The Scan C test provides a valid and religett battery to help identify APD and
describe the impact that APD on has on a childit/ dide (Keith, 2000). The Scan C test
ranges for ages five to eleven years. This is amofkmerican-devised test, and again
contains words that are inappropriate to use tesas$or APD for the South African
population. One of the ten participants stated Hiet makes use of the RAPT (Renfrew
Language Scales), which is a test for children abezk to nine years (Renfrew, 1997). This
test is used to assess spoken language and egaliBi2 in terms of information given
verbally by the SLT and the grammatical structwesd by the child in response to the initial
verbal information and is also developed in a fivetld country (Renfrew, 1997). One of the
ten participants used the TAPS (Test for Auditorgrdeption of Speech), which was
developed to assess auditory perceptual skillsrt{iM& Brownell, 2005). Two participants
utilized the CELF (Clinical Evaluation of Languagandamentals), which is an individually
administered language test, for individuals ages o twenty-one, which evaluates receptive
and expressive language ability and determinedahguage disorder is present or not. If a
language disorder is identified, further in-depghting provides information about the nature
of the disorder (Semel, Wiig, & Secord, 2003). Tawd of the ten participants reported the
application of the PLS 4, which assesses develofhkmguage, including pre-verbal skills,
interaction-based skills and early literacy. It am interactive, play-based assessment
addressing expressive and receptive language (Zimarg Steiner, & Pond, 2011). Two
participants in the current study further stateat they test both reading and writing. Six of
the ten participants reported to implement inforrobkervations throughout the session,
while doing informal activities such as rhyminggsencing and following instructions in

order to gather information about the child’'s ARIskThese results are suggestive of a lack
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of uniformity with regard to assessment practicesmrgst the participants, as each SLT
described their own compilation of assessment phares and practices, which could lead to
inconsistencies in diagnosing a child presentinth wAPD. This finding of suggestive
multiple and varied practices and tools being usealssess children presenting with APD is
in agreement with the literature, which itself dégs little or no consensus on the topic. All
of the formal tools that were reported as beingluseassess children presenting with APDs
have been recognized as having been standardiztiek dhmerican population. Khan (2006)
states that all children need to be addressedssss@nd managed at an individual level, in
their language and within their context and enviment. Different diagnoses are directly
related to inconsistencies in management, as Hundsis leads to determining the functional
impact of the disorder and thus guides the treatraed management of the disorder (ASHA,
2005). Superimposing on the lack of formal guidedinfor assessments is the need for
deviations and adaptations of the tests reportedéd, so as to assess in a more culturally
appropriate manner. While this is very necessadyvaill be discussed at length later in this
report, these adaptations result in further incsiescies and the inability to correctly use the
score sheets and guidelines within the test mantalagreement with this finding, Bellis
(2003) suggests that if one universal protocol banfollowed, it would create some
uniformity amongst assessment protocols used irdikgnosis of these children presenting
with APD, as intervention is based on the diagnobigined (Bellis, 2003).

When asked ‘What speech assessment practicesdimglthe names of tests, do you make
use of with a child presenting with APD?’ the pagant comments included:

* ‘Renfrew Scales, Renfrew word finding vocabulargtteRenfrew Bus Story, the
Renfrew Action Picture test, the Preschool Languagme 4 (PLS 4) and if the child
is old enough, | do the Pendulum and phonemic avesetest’ (participant 1)

* ‘| test a lot of reading and writing in the oldedg, the Pendulum is also great with
the older kids. In the younger children there semh’t any test | use, | just do lots of
informal games and observe if the child can foliogtructions, or can play memory
games and if the child can hear the difference éetwsounds’ (participant 9)

* ‘I normally do an informal observation while doingceptive and expressive tests, as

well as speech discrimination tests’ (participant 8
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4.2.2. Theme Two: Limited Availability of Audiological Edgpoment

When the researcher enquired about the use of lag@tial testing when assessing for APD,
seven out of the ten participants answered thgtdioenot do any AP audiological testing on
their patients, although they are all qualifieddtoso. The most commonly stated reason for
excluding audiological testing was the lack of tlexessary equipment. However it could
also be that SLTs in South Africa rather assess m@wathage children with language
processing disorders, rather than APD, as mostheir tassessment tests and tools are
language based i.e. CELF, Pendulum. Audiologicalipygent is costly and also requires a
large amount of space. Sound-proof booths are si¢atexl and a number of consumables are
required, thus further escalating the set-up cdbtss escalating the importance of referrals
for audiological assessments. The ASHA (2005) Sadfpractice document claims that both
audiologists and SLTs are essential in the compseteening and assessment process,
differential diagnosis, and development and impletagon of intervention plans. While the
role of the SLT cannot be negated in the assessamehmanagement of children with APD;
failure to refer for an audiological assessment &ing-versa arguably compromises the
completeness and accuracy of the diagnosis whichrmwill affect management practices.
The importance of multidisciplinary involvement areferrals is highlighted in this theme,

and referrals to specifically audiologists practgcin the field of APD are essential.

When participants were asked by the researcheludlly qualified, what audiological tests
do you use to assess APD?’ the responses weralegcas:

* ‘None, as we don’t have the equipment’ (participBnt
*  ‘Would love to but we don’t have the equipment’ripapant 7)

*  ‘Nope, we don’t have the equipment’ (participanj 10

In summary of sub-aim two, the results clearly cadie that there are no standardized
assessment practices that SLTs within the privagetige setting in Johannesburg are
implementing. While there is agreement in the useedain formal tests, the adaptations to
suit the child compromise the standardized res#isthermore, it is apparent that dually
qualified SLTs and audiologists working within thevate practice setting appear to adhere
to one component of their qualification; citing tas the primary reason for this.
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The second theme within sub-aim two regarding #eegal lack of audiological assessments
being carried out by dually qualified SLTs workimgJohannesburg indicates a need for a
clearly stipulated, multidisciplinary referral pathy so as to ensure that all measures
necessary for an APD diagnosis have been carried’bare is a link between SLTs in South
Africa assessing and managing children with languargpcessing disorders and the need to
refer to APD experienced audiologists is highlighte

4.3. Sub-aim Three: To describe the management praamegtools being used by SLTs
for children suspected of presenting with APD hia §ohannesburg area.

The findings referring to the aforementioned sub-aiill be discussed under the following

themes:

4.3.1. The lack of uniformity in APD management practices
4.3.2. APD and the South African context: tool adjustmemd challenges faced
4.3.3. The lack of agreement regarding multidisciplinantervention with children

presenting with APD.

4.3.1. Theme One: The Lack of Uniformity in APD ManagemPBrdctices

When the researcher enquired about what procedmasor programmes the participants in
this study followed with regard to the managemeithildren with APD, the common
response indicated that no formal, common or spegfogramme or procedure was
employed. All ten participants reported using amalgamation of different strategies and
approaches in therapy, such as syllabification,lyaisa and synthesis, memory games,
listening games and the understanding of storiedy One participant mentioned a formal
standardized programme that was being used, in ioatndin with numerous other self-
developed intervention programmes. It was repaoiethe participant implementing formal
programmes that the standardized resources beed) are called ‘It's time to Listen’ and
‘Central Auditory Processing Activities’, which ab®th American-based APD programmes
for SLTs. All the participants employing an amagdion of therapy approaches suggested
that there is no universal protocol or practiceilabée for the management of children
presenting with APDs, which is in accordance to B@811), where it was reported that a

major shortcoming in the present research on tipgc tof APD is the lack of a “gold
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standard” that can be agreed upon for the practit@$D. There are bottom-up approaches,
designed to improve auditory skills (Ferre, 200&)p-down programmes to focus on
improving metalinguistic and metacognitive skilEnfanuel, 2002); formal programmes to
follow (Bellis, 2003) as well as informal therapgchniques to implemement (Katz, 2002).
Generally agreed-upon methods of defining, assgssid managing APD continue to elude

speech-language therapists world-wide (Bellis, 1996

4.3.2. Theme Two: AP and the South African Context: Tod{ustment and Challenges
Faced

From the participants’ responses it is evident thatresources used by these Johannesburg-
based SLTs, do not fully accommodate the Southcafri population. Six of the ten
participants reported making adjustments to thesist and/or therapy resources while four
reportedly do not make any adjustments to the na&magt tools or practices. Three out of
the ten participants reported that they adjustrtassessment and intervention resources to
meet the needs of the South African child. Threti@pants reported making adjustments to
the Scan C test and three participants make adgmssnio the Pendulum. It is essential to
note that the private health setting is not thetednin which most South African children
receive speech-language therapy services. Appraogiyna’r8% of the South African
population utilizes public health care (Statistsuth Africa, 2007). Private healthcare in
South Africa is very costly and thus is generalhjyoavailable to those of middle to upper
socio-economic status. As such, the public heatitos serves most of the lower-income
echelon of the population (Statistics South Afri2807). Having identified from this study a
need to make adjustments (all be they relativelgomito management tools in the private
health sector where the children generally haveesscdo American television (as per
participants response) as well as the World Widd Weis thought, by the researcher that
further adjustments to management tool would beired for children of the lower socio-
economic status, for whom internet access andrefectdevices as well as resources in
general are limited. Superimposed on this reliameehe public health care sector, is the
multitude of language and diverse cultures for Wh&outh Africa is renowned (Fair &
Louw, 1999). In South Africa’s multilingual and ntigultural population, 80% of the
population is indigenous and speak English as amsetanguage (UNICEF, 2007). These
management tools would thus require even furthaptadions in certain instances to reflect

cultural sensitivity. This finding suggesting theedl to adapt management tools within the
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private practice setting reinforces the need fantBd\frican context-specific materials and
standardized guidelines for management in ordearéwide effective and appropriate SLT
services which are in line with international staras$, but accounts for South Africa’s unique
‘Rainbow Nation’. Furthermore, there is an absesfc8outh African specific normative data
for many of the APD materials used (Saleh, Camp&eWilson, 2003). This finding may
have implications in terms of the reliability ofsessment results as a child may perform
poorly due to lack of exposure to the test itenteerathan due to the presence of an APD.
This compromised reliability of assessment findimgay in turn lead to misdiagnosing or

limited development due to misguided intervention.

In response to the following questions asked byrésearcher of the current study: ‘What
adjustments do you make to the existing assessameihtmanagement tools, to accommodate

the South African population?’ the following remankere obtained:

* ‘I don’t adjust anything really, as most of my kisiseak English and watch American
TV and they manage quite well. | do adjust the isgpat the end though, especially
with the Pendulum, where words such as generalior star and sidewalk are used’,
‘No, | don’t make any adjustments’ (participant 4)

» ‘| adjust the scores of the Pendulum and Scan @ake sure it’'s fair, but you get a
strong idea where the child is at from all the otfextions’ (participant 6)

* ‘Yes, | do make adjustments to words that are Acagriand | make them more

applicable to the South African context’ (partiapd)

The main challenges raised by the participant$is gtudy are in relation to AP assessment
tools, equipment and resources. As mentioneddrlitierature review there is an absence of
South African normative data for APD materials ugBdleh, Campbell, & Wilson, 2003)
and the materials that are used by SLTs have ggneeen standardized in contexts very
different to that of South Africa, such as the @diStates of America. Furthermore, the cost
of these assessment and management tools wadia@teas a challenge facing South African
SLTs. Based on the high costs and the generaliyelihapplicability of these assessment and
management tools to the South African populatidme participants voiced concerns
pertaining to the limited assessment and managetoelst available with which to address

this disorder.
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‘Do you feel that there are any difficulties thatetapists encounter in the area of APD in
South Africa?’ was asked of the ten participantsthe current study. The participants
expressed the following:

* ‘Yes, there is a lack of South African resourcespmaural integration and dichotic
listening tests are all pre-recorded CD’s and tteeat and vocabulary is not always
appropriate for the South Africans. Also equipmentvery expensive and many
therapists don’t have access to equipment, inlfalcn’t know of anyone that have
these tests and equipment’ (participant 1)

* ‘Yes itis a big challenge, as most tests are pptieable to ... like the Scan tests and
we don’t have access to tone based tests and wherdy they are prohibitively
expensive, so we have to do the best we can andunsginical judgment to interpret
results’ (participant 2)

» ‘| feel that there is no one way of doing therapy AP and because of such diversity
each child is receiving different intervention asametimes | will see a child from a
previous therapist, who didn’'t even diagnose the gBblems, so yes there are

challenges’ (participant 7)

4.3.3. Theme Three: The Lack of Agreement Regarding Misitiglinary Intervention
With Children Presenting with APD

It is evident from the literature review that vargoauthors and researchers believe that APD
should be addressed by different professionaldisB@003) for example suggest that APD is
of concern and may be diagnosed by only an audgildg contrast the AAA (2012) reports
that a referral to another professional for behanah language learning or global
assessments must be done before the APD assesgmnenplemented. Seven of ten
participants reported that they work with an ocdigpeal therapist for different reasons, such
as sensory integration, for listening skills andalwenuscle improvement. One mentioned
working with a remedial teacher, one mentioned waykvith the parent, two participants
mentioned working with a physiotherapist and twetipgants mentioned working with a
school teacher. According to ASHA (2005), intervemt for APD requires an
interdisciplinary approach involving the audioldgispeech-language pathologist and other
professionals, and should be implemented as aboolitive effort by the audiologist and
SLT. It was interesting to note that the SLTs dad refer to audiologists, especially as the
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majority of the participants are dually qualifieddathus should have had input regarding the
audiologists role in terms of this disorder. Peehtpe reason why the SLTs are not referring
to audiologists is that they are unaware of audists that implement APD assessments or
perhaps that the SLTs are unaware of the refercdegs. However, literature states that a
multidisciplinary team is important in assessingl arating children presenting with APDS
(Ferre, 2006; ASHA, 2005; Bellis, 2003), althoudmere is no agreement on which

professionals should comprise such a team.

The question posed to the research participants ‘Wé4sat multidisciplinary intervention is
there for children presenting with APD and do yowagbice any multidisciplinary

intervention?’ Answers that were recorded wereodews:

* ‘I know OT’s are quite involved in auditory procesy because it's a sense, but | also
know that they don’'t have much knowledge on augitprocessing. They have
programs like ‘so listen’ where you basically plagchild into headphones for two
hours a day for ten days and it's meant to impré¥®e Physios also work with
vestibular processing’ (participant 2)

* ‘We don’'t work within a multidisciplinary team, aealistically there is no time and
our practice is not set up to work with other pssienals’ (participant 8)

‘| like to get an educational psychologist involved well as an OT, but it is
sometimes not so easy to communicate with othdegsmnals with all the children

as it's very time consuming’ (participant 9)

In summary, sub-aim three indicates that little ststency in the intervention tools and
practices implemented by SLTs with children presgntwith APDs. Furthermore, the
current study’s findings with regard to sub-aim e#yr suggest that assessment and
management tools require some adaptations for dbéhSAfrican population attending APD
therapy within the private health sector setting #rus possibly even further adaptations in
the public health sector. There is also a lackasfsensus on which professionals should be
working with children presenting with APDs and thaeeating an ill-defined referral
pathway. Finally, dually qualified SLTs appearedatssess for APDs without personally

conducting audiological assessments, citing equippro@sts as the primary reason for this.
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4.4. Sub-aim Four: To identify the referral resourcesTSluse when working with

children presenting with APD.

The findings pertaining to this sub-aim will bealissed under the following theme:

4.4.1. Little or no uniformity in the referral processathild presenting with APD

4.41. Theme One: Little or No Uniformity in the Referr@rocess of a Child
Presenting With APD

Two of the ten participants in the current studgicated that they do not refer to any
additional professionals. Six participants repotteat they refer to an occupational therapist.
Four participants reported that they refer to amcatlonal psychologist for a global
assessment to assess all aspects of a child inglgsgeech, motor, emotional, learning ability
and overall level at which the child is at, and améicated that patients are referred to a
physiotherapist. These results suggest those ottonphtherapists are referred to for sensory
integration therapy and that no set referral harmaror pathway for SLTs is suggested. A
limitation of the current study is that the reasonreferral was not explored thus rendering it
difficult for the current researcher to fully undtnd these referral practices to make further
inferences regarding these referrals. SLTs in trentethat they do not work in isolation,
most frequently partner with an audiologist in #oeeening, assessment and intervention for
APD (Witton, 2012, AAA, 2012; ASHA, 2005). Howevet was also noted that none of the
participating SLTs refer to an audiologist unledsearing screening is ‘failed’. According to
Bellis (2003) a child presenting with APD cannot Bmgnosed accurately without an
audiological assessment in a sound-proof boothigB2003). ASHA (2005) stipulates that a
full understanding of the ramifications of APD fibve individual requires a multidisciplinary
assessment to determine the functional impact efdisorder and to guide treatment and

management of the condition and its associateditefi

When asked by the researcher ‘To which other psajaals do you refer a child presenting
with APD to assist in the assessment and managevhémése children?’” and ‘Do you refer
to any other professional to complement your figdinthe participant answers that were
recorded included:
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« ‘No one else, unless the child presents with sensotegration, then an OT’
(participant 2)

* ‘An educational psychologist for certain patier{fgrticipant 4)

* ‘Physio or an OT, depending if the child has sepsssues or muscle weakness of
fine or gross muscles’ (participant 10)

» ‘If the hearing screening is normal then no onbeotise an audiologist for a hearing
test’ (participant 2)

Sub-aim four concludes that, there is little agreetmmwith regard to the referral
procedure/pathway for a child presenting with AHDis general lack in consensus in terms
of referring the child to a number of key role ey may lead to very different progress in
treatment approaches and subsequent treatmenndiegeon the professional to whom the
child has been referred. The need for a speciarast or working group open to all
professionals working in the area of APD is indecht This will allow for the various
professionals to explain their roles in workingwahildren with APDs, which should result

in increased referrals and subsequent improvenme®BD management and prognosis.
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5. Chapter Five: Conclusion

Further implications of the findings from the curreesearch project will be discussed in this
chapter, as well as the recommendations for futsearch on the topic of APD practices in
the South African context, specifically the assess#mand management of children
presenting with APDs, will be suggested. The litotas of the current study will also be

viewed.

5.1. Summary of Findings

The primary aim of the proposed research is tordesthe experience and current practices
of SLTs working in private practices in the assemsthmanagement and referral of children

presenting with APD in Johannesburg, South Africa.

This empirical research was operationalized acogrth the four sub-aims and within each

sub-aim, common themes were explored and havesweemarised accordingly:

5.1.1. Sub-aim One: To explore the experience that SLTee ha working with
children with APD in Johannesburg, and to desctle training that SLTs
underwent in the field of APD.

It was identified in this current research projét nine of the ten participants gathered
their APD information from their exposure and ex@ece from working within a private
SLT practice. It is evident from these results tivtst SLTs in the Johannesburg area
obtain limited practical experience and theoreticgdut regarding APD practices as
undergraduate students. In addition, suggestetthdyesults of this study that SLTs in
the Johannesburg area gain limited practical e#pee on APDs from their community
service year. It is possible that this limited esyp@ to APD in the public health settings
is due to the insignificant number of school-goage patients to which SLTs may offer
their services, as children over six years of aigthis population is served by school-
based therapists and is considered to be the reigldy of the Department of Education

rather than the Department of Health.

In this research project, nine of the ten SLTs rigabto have gained this APD practices

in the private practice environment, by observimgirt colleagues and employers
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therefore supporting Khan’s (2006) finding, whialggests that SLTs are not receiving
adequate theoretical knowledge and practical egpee regarding children presenting
with APD, within the South African context.

It was noted in this research that not one of ti@pants had obtained further formal

training on APD in South Africa and they furthempoeted that no courses to their

knowledge were being offered on the topic of APDha Johannesburg area. This result
highlights the need for additional, formal APD triaig to be offered to SLT graduates

that is both cost effective and contextually andtucally relevant. In addition APD

requires further elaboration in undergraduate Shd @udiologists curricula.

5.1.2. Sub-aim Two: To describe the assessment practicdst@ls being used by

SLTs for children suspected of presenting with ARCthe Johannesburg area.

It was identified in this research that there isyMétle uniformity with regard to assessment
practices, when assessing children presenting MRD. As previously mentioned, Bellis
(2003) cautions that the complexity of the centmabitory nervous system precludes a
simplistic approach to the identification and trneant of children presenting with APD and
the multicultural and multi-linguistic nature ofetfSouth African context further exacerbates
this already multi-faceted disorder. The tools &uplby SLTs in private practice in
Johannesburg, for the assessment of children gnegemith APD vary significantly from
one participant to another. This lack of consenm&gmrding ‘who’ and ‘what’ should be
involved in the assessment of APD and may be ariboting factor as to why each of the
SLTs interviewed had an individually devised ‘bpsactice’ in the assessment of children
presenting with APDs. The ramification of the numer varying protocols and practices
being published in the literature, and the abseice universally agreed upon definition of
the disorder of children suspected of presentinty WPD, is that many different protocols
and practices are being implemented by SLTs inJiblgannesburg area and presumably
country-wide, which in turn, creates much room doror in the diagnosis of this disorder.
From this finding regarding a lack of formal assesst practices and tools, it becomes clear
that a need for research first and foremost, ialbdishing a more detailed and universally

accepted definition of this disorder is requirech Agreed upon definition in turn will
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facilitate research to establish standardized ¢juiele for APD assessment for the South

African context.

In addition to the lack of uniformity in the asse®nt practices and tools used by the SLTs
in the current study, some standardized tools sschhe Renfrew (Renfrew, 1997) and
CELF (Semel, Wiig, & Secord, 2003) are being adaptegreater and lesser degrees by the
participants so as to ensure that test stimulliageistically and culturally appropriate for the
South African context. While adapting the testoider to meet the cultural and linguistic
needs of the child is essential, adaptations wmhately render these tests as non-
standardized. This lack of linguistically and cudtily appropriate tools evidences the need
for the development of assessment and managemaatitolanguages typical of the South
African context such as isiZulu and Sesotho uhliztest stimuli appropriate for the South

African context.

It was revealed in the current study that sevetheften participants do not conduct any
audiological assessments on children presenting WRD. The most common reason as
reported by the participants was the lack of awdjiglal equipment, which in turn was owed
to financial constraints. An implication of thiséling is the need for SLTs to be advised
and/or reminded regarding the role of the audigtogi APD assessment and management in
children. It was surprising to the researcher taldsh that even dually qualified SLTs and
audiologists were not referring children with pbési APD for further audiological
assessment. The need for multi-disciplinary assessrand management practices for
children with APD needs to be reiterated at an udeuate level and a workshop or CPD
activity at which representatives from the varidigciplines involved in working with APD
may serve as a platform for the various professsotweexplain their roles.

5.1.3. Sub-aim Three: To describe the management pradaiwggtools being used by SLTs

for children suspected of presenting with APD hie §ohannesburg area.

All the participants in the current study employaamalgamation of therapy approaches when
providing intervention for children presenting wittiPDs. Within the South African context,
the definition of APD is not clearly stipulated am® standardized guidelines for the
management of patients with APDs have been sugbésterofessional bodies such as the
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HPCSA, SAAA or SASLHA. This lack of consensus onnagement practices paired with
undefined assessment guidelines ultimately impactdhe management of children who may
present with APD. Although no two children presegtith APD will present in exactly the
same manner, thus necessitating individually pldrtherapy, a standardized guideline that
can facilitate the development of therapy goalstasn patient specific symptoms would
allow for a more consistent form of interventiomass therapists for children presenting with
APD. This guideline would further ensure that adicessary areas are considered in both
assessment and management by SLTs that may otbeha&ige been overlooked or left

undetected.

This research project further ascertained thatdbks being used for management of children
presenting with APD also, do not account for thedseof the South African population.
Three of the ten participants reported to make safterations and adaptions to their
intervention resources for South African childreartgularly those speaking English as a
second language. The participants identified tl& laf both assessment and management
tools tailored for the multicultural and linguistaontext of South Africa as well as the
general lack of resources such as finances ande sfgaicaudiological equipment, to be
limiting factors when working with children preseng with APD. It was postulated by the
current researcher that these difficulties ardyike be experienced to an even greater extent

in the public health sector.

5.1.4. Sub-aim Four: To identify the referral resourcesISluse when working with

children presenting with APD.

APD is a heterogeneous disorder that affects @iffiepeople in different ways (Bellis, 2003);
therefore, necessitating a multidisciplinary applo# the assessment and remediation of
APD. The research identified that no two SLTs pgtiting in the current study made use of
the same multidisciplinary referral process.

It was identified in the findings of this researttat there is no uniform referral procedure
amongst SLTs in the Johannesburg area. This findumther reiterates the need for
standardized assessment and management guidaliodsthat SLTs may be aware of areas

that require assessment or management, which isvithin the SLT scope of practice.
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Additionally, the information sharing workshop fprofessionals from various disciplines
recommended previously in this report may fac#itfie development of referral networks
thus ensuring more holistic assessment and managerhehildren presenting with APD.
The findings of the current study do not agree wiiis statement as no participants in the
current study reported to referring children préisgn with APD for an audiological

assessment.

5.2. Implications and Recommendations of This Study

A summary of implications of this study are outlineelow and appear to be most commonly
related to the training that SLTs undergo regardimtpdren presenting with APDs.

5.2.1. Training in the Area of APD in Children
The findings suggesting that most SLTs gain thereeience in APD practices from private

practices as opposed to the curricula providedhey respective Universities, demonstrates
that there is a significant need for more intengraning of undergraduate students on the
topic of APD, with particular input on the Southrigin context. This recommendation
however, is difficult to implement when no univdrea standardized guidelines regarding
APD are currently available particularly with reddo guidelines suitable to South Africa’s

unique context.

5.2.2. Limited APD Courses Being Offered
Another recommendation, based on the findings efdinrent study, is the need to further
investigate the reported lack of courses on ofiertiee topic of APD or barriers to SLT
attendance of these courses. Financial constramfsor advertising of courses available
have been proposed as possible contributing factmwever, additional research in this
regard is required.

5.2.3. Culturally Appropriate Resources

It is pertinent to the prognosis of APD managemdrdt further research be undertaken in
creation of culturally appropriate management argtessment tools and resources
standardized on the population of South Africa. Tdek of standardized assessment tools
available to SLTs in South Africa, which is bothduistically and culturally appropriate, was

an issue that was being addressed by the now disdaSouth African APD taskforce
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(Wilson and Campbell, 2000). A test battery witlow-linguistic dependency was developed
by this task force, although very few SLTs are awaf this, may possibly be used in the
interim while diagnostic materials for the numerdssuth African language groups are
devised. This test battery initiative was suppoligdASHA (2005) despite stating that APD
assessment test batteries should comprise of bettal and non-verbal stimuli. ASHA

(2005) therefore suggested exercising caution uasits incorporating verbal stimuli are
made available in other languages. In the inteas,an alternative, the evaluation of an
English second-language speaker may require thencel of SLTs on nonverbal stimuli.

Hence, the importance of multidisciplinary intertien and appropriate referrals are
pertinent in the assessment and management ofahifttesenting with APD. However, no

further research has been carried out in this degar

5.3. Limitations

Despite the current researcher’s every effort wues trustworthiness of the findings of this
study, certain limitations have been identified amitl be discussed. Acknowledging the

limitations of a research project is important tstablish the quality of the findings

(Cresswell, 2003). In addition, a comprehensiveluateon of the research process for
guidance provision for future studies in the asemh that repetition of certain errors may be
avoided (Gravetter & Forzano, 2003).

» The sample size of the current study proved toimgihg as the information
gathered may not be used to make assumptions @rajeations on the APD

practices used by all SLTs in the Johannesburgarerating in private practice.

» The utilization of an interview as a data collentimethod was also deemed a
limitation of the study because this data collettinethod relies on participants’
openness in their responses to the researcherstigne Participants may give
incorrect information, or not have knowledge abih questions they are asked.
The findings of this study only describe particigameported clinical practice,
which may differ toactual practice in some cases (Gravetter & Forzano, 2003)

Furthermore, the transcription of interviews provede very time-consuming.
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5.4.

Another limitation is the fact that the participsnbcluded in this research study
were only located in the Johannesburg area andi@racin the private health
sector. This prevents the results found from besed to make inferences to other
regions of Gauteng and South Africa (Cresswell 0hferences regarding APD

practices within the private sector should theretoe interpreted with caution.

A further limitation includes that future research the topic of APD practices
should comprise a greater, more diverse sample gaécularly including
participants in the public health sector as thistaeserves the majority of the

population of South Africa.

Another limitation includes that the participantstt were used in this study only
graduated from two Universities. This preventsrégsults found from being used
to make inferences to graduates from other Unitiessin South Africa.

Strengths

The strengths of the research study include:

5.5.

The findings in the current study have revealedimber of subjects pertaining to

APD assessment and management requiring furthestigation.
The researcher conducted a pilot study to ensusectntent validity of the

interview schedule, thus improving the trustworéss of this research tool.

Recommendations for future research

A larger, more diverse sample size of participafrtan different Universities would offer

more information for future research, which couldttier give us an indication of not only

what practices are being used with children présgntvith APD, but also different

environments i.e. schools, government areas, aneals in different provinces. Observations

of the participant’s assessment and managemenigagcould also enhance the findings of

future research, as reported clinical practice mdfer to actual practice, providing more

detailed information for the researcher (Graveftdforzano, 2003). It would be valuable to

obtain similar information from SLT’s working wittmainly English Second language

speakers in a variety of contexts.
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5.6. Summary
Having identified the paucity of knowledge regagilthe APD a practice being implemented
by SLTs, internationally as well as within Southridd, this study has provided insight into
the assessment and management practices of tenv@irksg within the private healthcare
sector in Johannesburg, South Africa, for futuseaech to be built upon. It is hoped that the
findings of this study will serve useful in inforng and facilitating the development of
standardized assessment and management practaeiges and tools, appropriate to the
South Africa population. In addition, recommendasido increase referrals between various
professionals working within the field of APD halkeen made and areas requiring further
research have been identified. Until such timetasdardized guidelines are developed, it is
the onus of each professional coming into contath whildren presenting with possible
APD to base their practices on evidence-based ndseand to continuously pursue
knowledge in the area of APD so as to increaseadticaracy of diagnoses and the prognosis

and efficacy of intervention.
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Appendices

Appendix 1: Information letter to the owner of theeech therapy practice

Information Letter to Owner of the Practice to Grant Permission for your Employee’s
Participant Involvement in a Speech Therapy ResealcProject

Dear Sir/Madam:

My name is Liane Lewis. | am currently studying tods my Masters in Speech-language
Pathology, at the University of the Witwatersralmdorder to complete my Masters degree, |
am required to conduct research in an area ofasteMy aim is to investigate the protocols
that are currently being followed to assess andagarchildren presenting with auditory
processing disorder (APD), in Johannesburg Soutit#flt is hoped that the findings of this
study will enable the development of a standardibedeline protocol for the assessment and
management of children with APD. | would, therefolike to invite your employee to
participate in this research study.

Participation in this study will involve my conduag a once-off structured interview with
your employee. The interview may be conducted edheny office or your office, whichever
is most convenient for your employee. This progesmticipated to last 45- 60 minutes. The
guestions will be related to your employee’s curigiotocols, procedures and tools used in
assessing and managing children who present with. ARrticipation in this study is entirely
voluntary and your employee may withdraw from theearch process at any time with no
negative repercussions for her/ him or your practiarticipants will not be remunerated for
their participation, nor will there be any risks the participants or their practices.

Participants are assured that they participatehercondition that data will be anonymously
reported and that information divulged to me isdoademic purposes only. Every effort will
be made to ensure that no personal informationaidaravailable to third and confidentiality
will be maintained

Please could you write a permission letter on youmpractice’s letterhead to give
permission for your employee to participate in thestudy?

Many thanks

Miss Liane Lewis

Cell phone: 072 876 1744

E-mail: liane.sandtonspeech@gmail.com

56



Appendix 2: Information letter for the participant

Information Letter to Speech-language Therapists tdsrant Permission for Participant
Involvement in a Speech Therapy Research Project

Dear Sir/Madam:

My name is Liane Lewis. | am currently studying tods my Masters in Speech-language
Pathology, at the University of the Witwatersralmorder to complete my Masters degree, |
am required to conduct research in an area ofdsteMy aim is to investigate the protocols
that are currently being followed to assess andagarchildren presenting with auditory
processing disorder (APD), in Johannesburg Soutit#flt is hoped that the findings of this
study will enable the development of a standardibedeline protocol for the assessment and
management of children with APD. | would, therefdilee to invite you to participate in this
research study.

Participation in this study will involve my conduaj a once-off structured interview with
you. The interview may be conducted either at nficefor your office, whichever is most
convenient for you. This process is anticipatethsh 45- 60 minutes. The questions will be
related to your current protocols, procedures ayastused in assessing and managing
children who present with APD. Patrticipation instistudy is entirely voluntary and you may
withdraw from the research process at any time widhnegative repercussions for you or
your practice. Participants will not be remuneratedtheir participation, nor will there be
any risks for the participants or their practicésu may choose to refrain from answering a
particular question(s), during the interview an thill have no negative consequences for
you or the practice at which you work. | will aadecord the verbal responses. Should you
feel uncomfortable with this, you may state suclamy time and this request will too, be
respected. Access to recordings will be restricéedthey will be stored on the researcher’s
computer in a password encrypted system.

Participants are assured that they participatehercondition that data will be anonymously
reported and that information divulged to me isdoademic purposes only. Every effort will

be made to ensure that no personal informationadenavailable to third parties (the names
of the speech-language therapists and your pragiitenot appear in the research report).

Confidentiality will be maintained and personal allst will only be available to me, as the

researcher, and my supervisors. Upon completiothisfresearch, the results, if requested,
will be explained in detail to all the participargad the findings will be made available to

you.

Please do not hesitate to contact the undersigmaalds you have any queries regarding this
research project:

Many thanks

Miss Liane Lewis

Cell phone: 072 876 1744

E-mail: liane.sandtonspeech@gmail.com
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Appendix 3: Consent form of the participant

Informed Consent Form for Speech-Language Therapistto Participate in a Speech

Therapy Research Project

Study Title: Current Auditory Processing Disorder AssessmedtManagement protocols
implemented by speech-language therapists in Jelshang, South Africa.

Should you agree to participate in this researldage sign below and e-mail this letter to the
researcher's e-mail address (liane.sandtonspeecla@gwm). Alternatively, you can fax
this letter, signed, to my supervisor, Mrs. NicBlarger, on 086 541 0535. Your participation

is appreciated.

I (participant’s full

legal name) hereby confirm that | am registeredhwhe Health Professions Council of South
Africa (HPCSA). | understand all the particulars the research endeavor stated in the
information sheet attached. | have the right tdhdnaw from the study at any time, the right
not to answer any questions and am aware thatwdttiae anonymously reported. | hereby,
give my consent to participate in the proposed amws$e study, by agreeing to being
interviewed. | agree to be audio recorded durmginhterview.

Signed on )(date

Participant’s Signature
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Appendix 4: Interview schedule

Section 1

What is your full name?
What University did you graduate from?
What is your first home language?

What year did you graduate?

a r w0

What is the number of years’ experience that youehlaad as a general speech
therapist (not specific to APD)?
6. What is the name of your company/ practice and hwmy years have you worked

there (this will remain anonymous and will not agipm the research report)?

Section 2

7. In what settings did you gain your general APD eqree?

8. Have you had any additional training or attendeat®es on APDs?

9. How many years have you worked with children préegrwith APD?

10.How many children on average a year have you (ggsaed and (b) managed with
APD?

11.Do you send out any questionnaires to be compleyethe school teacher and/ or
parent prior to the assessment? If so can we ssen@le and can we discuss the
guestionnaire?

12. Are you dually qualified?

13.How long does an APD assessment take you on aveérage

14.What specific speech tests are you conducting ur gesessment? Include the names
of tests and programmes that are being used?

15.1f dually qualified what audiological tests, inclad specific behavioral and
electrophysiological assessment tools, such agaydiiscrimination tests, auditory
temporal processing and pattering tests, dichopeesh tests, monaural low
redundancy speech tests, binaural integration,ted¢éstroacoustic measures and
electrophysiological measures, do you use? Canpyease elaborate on the above
tests that you use?

16.Do your assessment results guide your APD managepianning? If so please

elaborate.
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17.What programs and procedures are you followindnéhnrhanagement of children with
APD?

18.What adjustments, if any, do you make to your éxgstools to cater for the South
African context?

19.Do you feel that there are the difficulties and lidmges that, Speech-language
Pathologists and/or Audiologists encounter in theaaof APD within the South

African context?

Section 3

20.Please tell me what you know regarding multidisogaty intervention for APD and
do you work within a multidisciplinary team for ¢dhien presenting with AP?

21.To which other professionals do you refer for tesemsment of a child suspected with
APD?

22.To which other professionals do you refer for thenagement of a child suspected
with APD?

23.Do you refer each child you assess for further sssent to compliment your own
findings for example an audiologist?

24.Please feel free to share any final comments.
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Appendix 5: Ethical clearance certificate
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Research Office

HUMAN RESEARCH ETHICS COMMITTEE (NON-MEDICAL)

R14/49 Lewis

CLEARANCE CERTIFICATE PROTOCOL NUMBER H13/06/35
PROJECT TITLE Current APD assessment and management protocols implemented by

speech language therapists in Johannesburg, RSA

INVESTIGATOR(S) Ms L Lewis

SCHOOL/DEPARTMENT Human & Community Development/Speech Pathology & Audiology
DATE CONSIDERED 21/06/2013

DECISION OF THE COMMITTEE Approved Unconditionally

EXPIRY DATE 23/07/2015

DATE 24/07/2013 CHAIRPERSON M e

(Professor T Milani) '

cc: Supetvisor : Ms N Van Zyl; S Abdoola

DECLARATION OF INVESTIGATOR(S)

To be completed in duplicate and ONE COPY returned to the Secretary at Room 10005, 10th Floor, Senate House,
University.
I/We fully understand the conditions under which 1 am/we are authorized to carry out the abovementioned research and

I/iwe guarantee to ensure compliance with these conditions. Should any departure to be contemplated from the research
procedure as approved I/we undertake to resubmit the protocol to the Committee. | agree to completion of a yearly

progress report.

Signature Date

PLEASE QUOTE THE PROTOCOL NUMBER ON ALL ENQUIRIES
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Appendix 6: Data collected from participants, préed in themes

Sub-aim one

To establish what knowledge SLTs in Johannesbunge len APD, where their
knowledge is gathered from and what they understamd their work experience in
APS’s.

The below are questions and answers recorded fr@mnterview that answer the above

mentioned first sub-aim:

Question asked: What general settings did you gaum experience in APD?

Participant | Comments

1 ‘I gained experience at the private practice Irkwat, not much at the
hospitals | was at during comm serv’

2 ‘Mostly in government with second language speske

3 ‘I did 1 little in undergrad, but mostly in prite

4 ‘Completely private practice’

5 ‘in the NHS in England and in private practice’

6 ‘I got most of my experience um in private, Irgaeverything | knew from
observing my boss for 2 year’

7 ‘I learnt a lot working in the NHS and the researnt by teaching myself in
private practice’

8 ‘I learnt APD in private practice and we did sopracs in fourth year, not
much though’

9 ‘all in private practice’

10 ‘I mainly learnt in private practice and | did dome AP in community
service’
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Question: Have you had any additional traininghi& &rea of AP?

Participant| Comments

1 ‘no’

2 ‘no’

3 ‘no, | would like to but | haven't yet’

4 ‘no’

5 ‘Yes, a lot.um Terri Bellis course in the UK, &te been on so many oth

NHS courses in the UK. None in South Africa, asdn’t seen any’

er

1y

6 ‘no, | have never seen any courses on APD bedfiegea’

7 ‘yes, | went on several courses in the UK, thiotilge NHS and loved them, b
they were not all totally applicable to South Afns’

8 ‘no, not any, but | would like to go on a couseAPD, | just haven’t seen ar
being offered’

9 ‘none’

10 ‘no, | don’t know if there have been any coursePD, that | know of’

Sub-aim two

To describe what assessment practices and toolbeang used by SLTs in the

Johannesburg area, when working with a child wiBDA

Question: What speech assessment practices, inglude names of tests do you follg
with a patient presenting with APD?

JJ

Participant Comments

1 ‘Renfrew Scales, Renfrew word finding vocabulaegt, Renfrew Bus
Story, the Renfrew Action Picture test, the PLSadd if the child is olg
enough, | do the Pendulum and phonemic awarenstss te

2 ‘I do the Pendulum and then qualitative judgmienthe receptive tests
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used. | also use qualitative tests with no standeddtests such as rhyming

and sequencing’

—

1%

3 ‘| do the Pendulum’

4 ‘I'll do the speech discrimination part of therdelum, | do minimal pairs,
and then | do part of the Scan C, | do the dichatixds and dichoti¢
sentences’

5 ‘Celf 4, TAPS 3, then reading, spelling, readocagnprehension, writte
language, sequencing cards, where they have tthewards in order, te
the story and write the story’

6 ‘| use the PLS4 and informal observations’

7 ‘| use the CELF’

8 ‘I normally do an informal observation while dginreceptive and
expressive tests, as well as speech discriminstiis’

9 ‘| test a lot of reading and writing in the oldads, the Pendulum is also
great with the older kids. In the younger childteare really isn’t any tes
| use, | just do lots of informal games and obseftke child can follow
instructions, or can play memory games and if thédccan hear the
difference between sounds’

10 ‘| do parts of the Pendulum and then informatddike memory games and

following instructions’

If dually qualified, what audiological tests do yose to assess APD?

Participant Comments

1 None, as we don't have the equipment

2 | don’t do any

3 We do a standardized hearing test to ensure hdhresholds, so thg

includes immittance, acoustic reflexes, um as aelbtoscopic and the
pure tone thresholds. Then we will do speech tgstim in that ear a
well. If we find the results are unreliable we wémsee the functioning @

the nerve or the cochlear we will do OAE's and ABR’

1t

n

- W
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After pure tones, instead of doing regular speactiometry, ill use
speech discrimination tests from the pendulum, ummal pairs, which |
will do under headphones under 40dB and test eachndependently.
Um | also use part of the Scan C, | use dichoticdsoand dichotig

sentences as well.

A full audiological PTA, tymps, otoscopic, quisgeech discrim, and the
the auditory continuous performance test, ACPT ciing up to 12 years.
| do auditory figure ground of the TAPS 3. Then 8wan and sometimes
SSW, if | feel | need further info on APD.

No, | don’t do any audio

Would love to but we don’t have the equipment

No, we don’t do audio testing here

©O©| 0| N| O

No, we just do pure tone screening, to make tharéearing is all fine

Nope, we don’t have the equipment.

Sub-aim three

To describe what management practices and tooldeirey used by SLTs in the

Johannesburg area, when working with a child wiDA

What adjustments do you make to the existing tools?

What adjustments do you make to your tools, to meoodate the South African

population?

Participant Comments

1 | adjust everything that is from America, dep&gdnot only on if the
child is English speaking, but also on the childdividual level.

2

It is difficult to use the Scan as it has the Aicen accent so ‘bath’ and
‘bass’ so these items are not necessarily valicimse they don’t haJF
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the same linguistic meaning for each child.

\\ 4

3 ‘Um, we do take into account that the Scan Giian American accent
you need to take this into account when doing yesults.

4 I don’t adjust anything really, as most of my kidpeak English and
watch American TV and they manage quite well. ladigust the scoring
at the end though, especially with the Pendulumeretwords such as
generator, film star, and sidewalk are used.

5 With the population we have, we don’t make anjystthents; we don't
see any Zulu, or Afrikaans children, only Engligieaking children.

6 | adjust the scores of the Pendulum and Scao @ake sure it’s fair, byt
you get a strong idea where the child is at fronth&l other sections

7 Yes, | do make adjustments to words that are Adaerand | make them
more applicable to the South African context.

8 No, | don’t make any adjustments

9 Yes, | make adjustments and have made my owroweo$ some of the
sections in the Pendulum, although | know thisaffehe scoring.

10 No, but | do adjust the scores accordingly

Do you feel that there are any difficulties thagrtipists encounter in the area of APD i
South Africa
1 Yes, there is a lack of South African resourcesch as binaural

integration and dichotic listening tests are a#i-pecorded CD’s and the

accent and vocabulary is not always appropriatéiferSouth Africans,

Also equipment is very expensive and many theragish’t have access

to equipment, in fact | don’'t know of anyone thaivé these tests and

equipment

Yes it is a big challenge, as most tests areapplicable to like the Scan

tests and we don’t have access to tone basedares$tewhen you do they
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are prohibitively expensive, so we have to do th&t lwe can and use our

clinical judgment to interpret results

In private it is challenging, but not as challemgas in government,

O

where a lot of children don’t speak English at a§ there are n

standardized tests for those languages in AP.

Yes, as there is a gap in recommendations andgearent and although

| do the best | can do and | feel | offer good smrv

Yes, especially tests like the Scan C, its reatiiyoying

Yes, | feel that very few therapists out there emmfortable with doing

therapy for AP as there is not enough traininglos $ubject and even
feel that | had to teach myself all that | know.

| feel that there is no one way of doing therémyAP and because of
such diversity each child is receiving differenttenvention ang
sometimes | will see a child from a previous thesgho didn’t even

diagnose the AP problems, so yes there are challeng

Yes and no, depending on the therapist. Selfraromes are the best
way to treat AP, and either it's an area of strengt not, but then you

need to refer to a therapist that is comfortabki ViP.

| feel that more training in the area would haedped a lot in this area

[72)

specifically to us South Africans, as a lot of what were taught wa
based on a first world population

10

Yes, | think there is much diversity and althoudhave created my own

techniques to treat AP, as | have adapted many taodl resources,
wonder sometimes if there are better approachkeuwgh | do get really

good results.
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What multidisciplinary intervention is there forildmen presenting with APD and do you

practice any multidisciplinary intervention?

At

o

is
1

N

A4

Participant Comments

1 | know OTs do therapy for listening but therentt much research th
supports therapeutic listening

2 | know OT’s are quite involved in auditory proses), because it's
sense, but | also know that they don’'t have muabwkedge on auditory
processing. They have programs like ‘so listen’ iehgou basically plug
child into headphones for two hours a day for tagsdand its meant {
improve AP. Physios also work with vestibular presiag.

3 If a child has Sl issues then we will refer to@h but that all

4 Maybe involvement with the school teacher andemarfor a team
approach

5 I will only see a child after they have been seenOT for senson
integration therapy, they need OT to be able taaade in speech, so it
essential. | also get an educational psychologigblved and remedig
teaches with decoding

6 I like to work with an OT if | see any core museleakness to help wit
concentration

7 Teacher involvement helps with carry over, esghcin the classroon
environment.

8 We don’t work within a multidisciplinary team, esalistically there is nc
time and our practice is not set up to work withestprofessionals

9 I like to get an educational psychologist invahas well as an OT, but it
sometimes not so easy to communicate with otheflepsmnals with al
the children as its very time consuming.

10 I don’t work within a multidisciplinary team, budo like my AP children

to be seen by an OT or physio if they have any @gnssues that i
preventing them from focusing or if they have anysegies weakness th

needs strengthening

U
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Sub-aim four

To discover what referral resources these SLTsitdizing.

To which other professionals do you refer a chitdspnting with APD to assist in t

assessment and management of children presentingh®D?

ne

participants

comments

No one really at the moment

an OT

No one else, unless the child presents with sgnstegration, ther

To an educational psychologist if we suspectadditional deficits

An educational psychologist for certain patients

Educational psychologist and an OT

To an OT if suspected muscle weakness

To an OT sometimes, but not very often

No one at the moment

Educational psychologist or an OT

weakness of fine or gross muscles

Physio or an OT, depending if the child has egnissues or muscl

Do you refer to any other professional to complimgiur findings?

participants

comments

1

No one

2 If the hearing screening is normal then no ortherise an
audiologist for a hearing test
no

4 No, not necessarily

Mostly an educational psychologist, although nadsbur referrals

come from an educational psychologist and then some an OT
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no

No, unless we suspect a hearing loss

No one

Ol 00| Nl o

Sometimes an educational psychologist

no
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