| ogopedia
Silesiana

13w




| ogopedia
Silesiana

13 )






| ogopedia
Silesiana

13

dakcja Olgi Przybyli



KOoMITET REDAKCYJNY

Redaktor Naczelna
OLGA PrzyByLA (Uniwersytet Slaski w Katowicach - olga.przybyla@us.edu.pl)

Zastepca Redaktor Naczelnej
P1oTR H. SkARZYNsKI (Swiatowe Centrum Stuchu Instytutu Fizjologii i Patologii Stuchu;
Warszawski Uniwersytet Medyczny - sekretariat@piotrhenrykskarzynski.pl)

Sekretarz naukowy Redakcji
ANNA Pri$niak (Uniwersytet Slaski w Katowicach - anna.pilsniak@us.edu.pl)

Czlonkowie Komitetu Redakcyjnego
Mieczystaw CHECIEK (Staropolska Akademia Nauk Stosowanych w Kielcach), NaTaria Czajka (Instytut
Fizjologii i Patologii Stuchu), Ewa EmicH-WIDERA (Slaski Uniwersytet Medyczny w Katowicach), GRAZYNA
JasTRZEBOWSKA (Uniwersytet Opolski), UrszuLA JECZEN (Uniwersytet Marii Curie-Sktodowskiej w Lublinie),
KatarzyNA Kaczorowska-Bray (Uniwersytet Gdanski), ALINA MACIEJEWSKA (Uniwersytet w Siedlcach),
JoaNNA Stupa (Slaski Uniwersytet Medyczny w Katowicach), GRzEGORz ZEMELKA (Krakowskie Towarzystwo
Popularyzowania Wiedzy o Komunikacji Jezykowej ,,Tertium” UJ)

RADA NAUKOWA

Marian Kisier (Uniwersytet Slaski w Katowicach) — Przewodniczacy Rady Naukowej
Paur CorTHALS (University College Ghent, Health Care Department, Belgia), DOBRINKA GEORGIEWA (South-West
University, Department of Logopedie, Blagojewgrad, Bulgaria), STaN1sSLAW GRrABIAS (Uniwersytet Marii Curie-
-Sktodowskiej w Lublinie), ELENA KiTIk (Russian Academy of Education, Institute of Special Education, Moskwa,
Rosja), PETER Lajos (Uniwersytet E6tvos Lorand ,,Barczi Gusztav’, Faculty of Special Education, Budapeszt,
Wegry), Dawip Larysz (Uniwersytet Warminsko-Mazurski w Olsztynie), STANIsLaw MILEwsKI (Uniwersytet
Gdanski), TATIANA NIKOLAYEVA (Russian Academy of Education, Institute of Special Education, Moskwa,
Rosja), GRZEGORZ OpALA (Slgski Uniwersytet Medyczny w Katowicach), J6ZEF POrAvskI-PomsTa (Uniwersytet
Warszawski), HENRYK SKARZYNSKI (Swiatowe Centrum Stuchu, Instytut Fizjologii i Patologii Stuchu),
Arpona SKuprzYK (Uniwersytet Slaski w Katowicach), Leszek Szewczyk (Uniwersytet Slaski w Katowicach),
SEYHUN TopBas (Anadolu University, Department of Speech and Language Therapy, Turcja), KATERINA VITASKOVA
(Uniwersytet Palackiego, Olomuniec, Czechy), Tomasz Wozniax (Uniwersytet Marii Curie-Sklodowskiej w Lublinie)

RADA RECENZYJNA

KATARZYNA ITA BIENKOWSKA (Akademia Pedagogiki Specjalnej im. Marii Grzegorzewskiej w Warszawie, JACEK
BreszyNsk1 (Uniwersytet im. Mikotaja Kopernika w Toruniu), Ewa Boksa (Uniwersytet Jana Kochanowskiego
w Kielcach), IvaNa Bort (Uniwersytet w Zagrzebiu, Chorwacja), JoLANTA BujaK-LECHOWICZ (Pedagogium
- Wyzsza Szkota Nauk Spotecznych w Warszawie), PAuL CorTHALS (University College Ghent, Health Care
Department, Belgia), Ewa CzaPLEwsKA (Uniwersytet Gdanski), Ivana DoBroTOVA (Uniwersytet Palackiego,
Olomuniec, Czechy), DOBRINKA GEORGIEWA (South-West University, Department of Logopedie, Blagojewgrad,
Bulgaria), HELEN GRECH (University of Malta, Malta), JoLANTA GORAL-POLROLA (Staropolska Akademia
Nauk Stosowanych w Kielcach), Mirostaw HrDLICKA (Uniwersytet w Zagrzebiu, Chorwacja), JYTTE ISAKSEN
(University of Southern Denmark, Dania), OLGA JAUER-NIwOROwsKA (Uniwersytet Warszawski), DAIvVA
KAIRIENE (Siauliai University, Litwa), DANIELA KATUNAR (Uniwersytet w Zagrzebiu), ZpzistAw M. KURKOWSKI
(Uniwersytet Marii Curie-Sklodowskiej w Lublinie), ANja LowrT (Uniwersytet Strathclyde, Wielka Brytania),
LiLiaNA MADELSKA (Uniwersytet Wiedenski, Austria), MIRoseaw MICHALIK (Uniwersytet Pedagogiczny im. KEN
w Krakowie), Agnieszka Myszka (Uniwersytet Rzeszowski), PREDRAG OBUCINA (Uniwersytet Belgradzki, Serbia
i Czarnogora), JOLANTA PaNAsIUK (Uniwersytet Marii Curie-Sklodowskiej w Lublinie), MARTA PANCIKOVA
(Uniwersytet Ostrawski, Czechy), KATARZYNA PLUTECKA (Uniwersytet Pedagogiczny im. KEN w Krakowie),
JaNA Racravska (Uniwersytet w Ostrawie, Czechy), MALGORZATA Rocr.AwsKA-DANILUK (Uniwersytet Gdanski),
MARZENA STEPIEN (Uniwersytet Warszawski), BaiBa TRINITE (Uniwersytet Lipawski, Lotwa), SVETLANA M.
VaLyavko (Moskiewski Uniwersytet Paristwowy im. Michaita W. Lomonosowa, Rosja), KATERINA VITASKOVA
(Uniwersytet Palackiego, Olomuniec, Czechy), TATIANA VOLODAROVNA TuMANOVA (Moskiewski Panstwowy
Uniwersytet Pedagogiczny, Rosja), MARIA ZoF1A WTORKOWSKA (Uniwersytet w Lublanie, Stowenia)

Adres Redakgji
ul. Uniwersytecka 4, 40-007 Katowice, https://journals.us.edu.pl/index.php/LOGOPEDIASILESIANA

Czasopismo jest rejestrowane w bazach:
Arianta, BazHum, CEEOL, CEJSH, ERIH PLUS, FBC, ICI Journals Master List, INFONA, Most Wiedzy,
NUKAT, Polska Bibliografia Naukowa, SBC, WorldCat,


https://journals.us.edu.pl/index.php/LOGOPEDIASILESIANA

EpiToriAL COMMITTEE

Editor-in-Chief
OrGA PrzyByLA (Uniwersytet Slaski w Katowicach - olga.przybyla@us.edu.pl)

Vice-Editor-in-Chief
P1oTr H. SkARZYNsKI (Swiatowe Centrum Stuchu, Instytut Fizjologii i Patologii Stuchu;
Warszawski Uniwersytet Medyczny - sekretariat@piotrhenrykskarzynski.pl)

Scientific Secretary
AnNA U. PiLéniak (Uniwersytet Slaski w Katowicach — anna.pilsniak@us.edu.pl)

Members of Editorial Committee
Mieczyseaw CHECIEK (Staropolska Academy of Applied Sciences in Kielce), NatarLia Czajka (Institute
of Physiology and Pathology of Hearing), Ewa EMiCH-WIDERA (Medical University of Silesia in Katowice),
GRAZYNA JASTRZEBOWSKA (University of Opole), URszuLa JECZEN (Maria Curie-Sktodowska University in Lublin),
KaTarzyNA Kaczorowska-Bray (University of Gdansk), ALINA MAcIEJEWSKA (University in Siedlce), JoANNA
Stupa (Medical University of Silesia in Katowice), GRZEGORz ZEMELKA (Krakow Society for the Popularization
of Knowledge about Linguistic Communication “Tertium” UJ)

ScieNTIFIC COUNCIL

Marian Kisiel (University of Silesia in Katowice, Poland) — Chairman of the Scientific Council, Paul Corthals
(University College Ghent, Belgium), Dobrinka Georgiewa (South-West University, Bulgaria), Stanistaw Grabias
(University in Siedlce, Poland), Elena Kitik (Russian Academy of Education, Russia), Péter Lajos (E6tvos Lordnd
University “Barczi Gusztav”, Hungary), Dawid Larysz (University of Warmia and Mazury in Olsztyn, Poland),
Stanistaw Milewski (University of Gdansk, Poland), Tatiana Nikolayeva (Russian Academy of Education, Russia),
Grzegorz Opala (Medical University of Silesia in Katowice, Poland), Jézef Porayski-Pomsta (University of Warsaw,
Poland), Henryk Skarzynski (World Hearing Center, Institute of Physiology and Pathology of Hearing, Poland),
Aldona Skudrzyk (University of Silesia in Katowice, Poland), Leszek Szewczyk (University of Silesia in Katowice,
Poland), Seyhun Topbas (Anadolu University, Turkey), Katefina Vitaskova (Palacky University, Olomouc, Czechia),
Tomasz Wozniak (Maria Curie-Sktodowska University in Lublin, Poland)

REVIEWERS COMMITTEE

KATARZYNA ITA BiENKOWSKA (Maria Grzegorzewska Academy of Special Pedagogy in Warsaw), JACEK BLESZYNSKI
(Nicolaus Copernicus University in Torun), Ewa Boksa (Jan Kochanowski University in Kielce), IvANA BoLt
(University of Zagreb, Croatia), JoLANTA Bujak-LEcHOWICZ (Pedagogium - University of Social Sciences
in Warsaw), PAuL CorTHALS (University College Ghent, Health Care Department, Belgium), Ewa CZAPLEWSKA
(University of Gdansk), Ivana DoBroTOVA (Palacky University, Olomouc, Czechia), DOBRINKA GEORGIEWA (South-
West University, Department of Logopedics, Blagoevgrad, Bulgaria), HELEN GRECH (University of Malta, Malta),
JoLANTA GORAL-POLROLA (Staropolska Academy of Applied Sciences in Kielce), MirosLaw HrRpLICKA (University
of Zagreb, Croatia), JyTTE IsaksEN (University of Southern Denmark, Denmark), OLGA JAUER-NIWOROWSKA
(University of Warsaw), Darva Katrieng (Siauliai University, Lithuania), DANtELA KATUNAR (University of Zagreb),
Zpzistaw M. Kurkowsk (Maria Curie-Sktodowska University in Lublin), ANja LowrT (University of Strathclyde,
United Kingdom), LiL1ANA MADELsKA (University of Vienna, Austria), MiRostAw MICHALIK (Pedagogical
University of KEN in Krakéw), AGNIESZKA Myszka (University of Rzeszow), PREDRAG OBUCINA (University of
Belgrade, Serbia and Montenegro), JOLANTA PANAsIUK (Maria Curie-Sklodowska University in Lublin), MARTA
Pancikova (University of Ostrava, Czechia), KATARZYNA PLUTECKA (Pedagogical University of KEN in Krakow),
JaNa RacravskA (University of Ostrava, Czechia), MALGORZATA RocrLAwSKA-DANILUK (University of Gdansk),
MARZENA STEPIEN (University of Warsaw), BaiBa TRINITE (University of Liepaja, Latvia), SVETEANA M. VALYAVKO
(Lomonosov Moscow State University, Russia), KATERINA VITAskOVA (Palacky University, Olomouc, Czechia),
TATIANA VOLODAROVNA TUuMANOVA (Moscow State Pedagogical University, Russia), MARIA ZOFIA WTORKOWSKA
(University in Ljubljana, Slovenia)

Contact
ul. Uniwersytecka 4, 40-007 Katowice, https://journals.us.edu.pl/index.php/LOGOPEDIASILESIANA

The journal is indexed in the databases:
Arianta, BazHum, CEEOL, CEJSH, ERIH PLUS, FBC, ICI Journals Master List, INFONA, Most Wiedzy,
NUKAT, Polska Bibliografia Naukowa, SBC, WorldCat,


mailto:sekretariat@piotrhenrykskarzynski.pl
mailto:anna.pilsniak@us.edu.pl
https://journals.us.edu.pl/index.php/LOGOPEDIASILESIANA




Contents

Dororta LipIEC, IZABELA WIECEK-POBORCZYK
Ways of transforming the course of the oral phase of swallowing in children (EN/PL)

ELISKA SLESINGROVA, JTiRf KAMENTK, KATERINA VITASKOVA
Specifics of speech-language work with children and impacts of pandemia
COVID-19 (EN)

MAGDALENA A. TKACZUK, ALICJA ZIARNIAK, MARTYNA A. CZYLOK, ZOFIA
BEEDZINSKA, ANNA MARCZAK, MARTA ZAWADZKA, PRZEMYSEAW M. WASZAK,
MARIA MAZURKIEWICZ-BEELDZINSKA

The impact of bilingualism on psychomotor development in preschool children
in Poland: unlocking unique patterns of growth and interactio (EN)

MicHAE MAZUR

Differential diagnosis of subcortical aphasia and dysarthria in the course of complex
speech disorders: a case study of a patient with Parkinson’s disease following
neurosurgical complications of deep brain stimulation application in the subacute
stroke phas  (EN)

MARTA WISNIEWSKA, ALEKSANDRA KACZYNSKA
Scale for assessing the sensitivity of the oral-facial (orofacial) complex of children
from birth to 3 years of age SOWKUTT1 in the context of feeding disorders (EN/PL)

Ewa BINKUNSKA, MAGDALENA ZAJAC
Typical and episodic features of voice, prosody and breathing disorders in the
statements of people with cardiovascular diseases (EN/PL)

NATALIA RADKOWSKA-MARCZAK
Parental assessment of communication attitudes in children with stuttering in early
school age — practical implications (EN/PL)

AGATA MAZUR, ZDZ1S£AW M. KURKOWSKI
Supporting the development of children with speech disorders - suggestions
for teachers and tutors  (EN/PL)

Informations for the authors (PL)






Spis tresci

Dorota LiPiEC, IZABELA WIECEK-POBORCZYK
Sposoby transformacji przebiegu fazy ustnej polykania u dzieci (EN/PL)

ELISKA SLESINGROVA , JIRf KAMENTK , KATERINA VITASKOVA
Specyfika pracy logopedycznej z dzie¢mi w kontek$cie pandemii COVID-19  (EN)

MAGDALENA A. TKACZUK, ALICJA ZIARNIAK, MARTYNA A. CZYLOK,

ZOFIA BEEDZINSKA, ANNA MARCZAK, MARTA ZAWADZKA, PRZEMYSEAW M. WASZAK,
MARIA MAZURKIEWICZ-BEEDZINSKA

Wplyw dwujezycznosci na rozwdj dzieci w wieku przedszkolnym w Polsce:
odkrywajac unikalne wzory rozwoju i interakcji  (EN)

MICHAE MAZUR

Problemy diagnozy réznicowej afazji podkorowych i dyzartrii w przebiegu
zlozonych zaburzen mowy: Studium przypadku pacjenta z chorobg Parkinsona

po neurochirurgicznych komplikacjach aplikacji Glgbokiej Stymulacji Mézgu w fazie
podostrej udaru  (EN)

MARTA WISNIEWSKA, ALEKSANDRA KACZYNSKA
Skala oceny wrazliwosci kompleksu ustno-twarzowego (SOWKUT) w ocenie zaburzen
karmienia u dzieci w wieku od urodzenia do 3. roku zycia (EN)

EwA BINKUNSKA, MAGDALENA ZAJAC
Typowe i epizodyczne cechy zaburzen glosu, prozodii i oddychania w wypowiedziach
0s0b z chorobami ukladu krgzenia (EN)

NATALIA RADKOWSKA-MARCZAK
Rodzicielska ocena postaw komunikacyjnych dzieci z jakaniem w wieku
wczesnoszkolnym - implikacje praktyczne (EN)

AGATA MAZUR, ZDZ1StAW M. KURKOWSKI
Wspomaganie rozwoju dzieci z zaburzeniami mowy - wskazéwki dla nauczycieli
i wychowawcow (EN)

Informacje dla autoréw (PL)






»Logopedia Silesiana”, t. 13, nr 1,

ISSN 2391-4297
https://doi.org/10.31261/LOGOPEDIASILESIANA.2024.13.01.02

pp- 1-12: English language version; pp. 13-24: Polish language version

Dorota Lipiec

The Maria Grzegorzewska University
@ hittps://orcid.org/0000-0002-0056-5285

Izabela Wiecek-Poborczyk

The Maria Grzegorzewska University
@ hittps://orcid.org/0000-0002-0290-0972

Ways of transforming the course of the oral phase
of swallowing in children~

ABSTRACT: The objective of this article is to present the way and time of transformation of a course
of an oral phase of swallowing in children. The article describes four types of the course of the oral
swallowing phase (infantile, atypical-1, atypical-2, mature), the time of transformation of a swallow-
ing stereotype (taking into consideration the results of recent studies) and a summary of different
transformation variations, including their time ranges. The novel approach presents four types of
the oral swallowing phase, whereas the literature in principal distinguishes only two: infantile and
mature. This has resulted in descriptions of only one way of transforming the course of the oral phase
of swallowing. The overview of the modes and timing of transformation presented in this article will
help speech therapists to diagnose the oral phase of swallowing as a primordial activity affecting the
development of articulation.

KEYwORDS: oral phase of swallowing; infant swallowing; mature swallowing; atypical-1 swallowing;
atypical-2 swallowing; transformation of the oral phase of swallowing

Sposoby transformacji przebiegu fazy ustnej potykania u dzieci

STRESZCZENIE: Celem artykutu jest prezentacja sposobow i czasu transformacji przebiegu fazy ust-
nej potykania u dzieci. W artykule przedstawiono charakterystyke czterech typéw przebiegu fazy
ustnej potykania: niemowlecego, atypowego-1, atypowego-2, dojrzalego), a takze czas transformacji
stereotypu potykowego (z uwzglednieniem wynikéw najnowszych badan) oraz zestawienie r6znych
mozliwosci transformacji z podaniem ich zakreséw czasowych. Nowatorskie ujecie polega na pre-
zentacji czterech typow fazy ustnej potykania, podczas gdy w literaturze przedmiotu zasadniczo
wyrdzniane byly tylko dwa typy: niemowlecy i dojrzaly, co skutkowalo opisywaniem wylacznie
jednego sposobu transformacji przebiegu fazy ustnej polykania. Zaprezentowane w artykule zesta-
wienie sposobdw i czasu transformacji ulatwi logopedom diagnozowanie fazy ustnej polykania jako
czynnoéci prymarnej, wplywajacej na rozwdj artykulacji.

SLOWA KLUCZOWE: faza ustna polykania, polykanie niemowlece, polykanie dojrzate, potykanie
atypowe-1, polykanie atypowe-2, transformacja przebiegu fazy ustnej polykania

*The tests were carried out as part of own research.
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The change of the swallowing stereotype that occurs during the child’s
development is related to the acquisition of articulatory competences and
maturation of primary functions. The assessment of the type of the oral phase
of swallowing is an important part of speech therapy diagnostics and often
determines the final diagnosis (e.g. functional dyslalia). Speech therapists find
this process difficult because of the technique of conducting the examination.
They also have difficulties with evaluating and interpreting particular criteria
that are used to assign a given pattern of the oral phase to a specific type of
swallowing. In the speech therapy and orthodontic literature (see, among oth-
ers, Ahlawat et al., 2015; Emiluta-Rozya, 2013; Mackiewicz, 2001, 2002; Peng
et al., 2003; Pisulska-Otremba, 1995; Pluta-Wojciechowska, 2009, 2010, 2018;
Proffit and Fields, 2001; Przybyla 2015; Wedrychowska-Szulc, 2008), research-
ers most often describe two types of swallowing: infantile and mature. As
a result, diagnosticians tend to assign the observed stages of the oral phase
of swallowing to these two types. Consequently, the swallowing stereotype
may only transition from infantile to mature or persistent infantile swallow-
ing may be maintained. Other patterns of the oral phase of swallowing (see
Wiecek-Poborczyk et al., 2021) may only be taken into account when different
oral phase transformation patterns are acknowledged and their time-frames
are established.

Types of the oral phase of swallowing

The oral phase in infantile/visceral swallowing (see, among others, Ahlawat
et al., 2015; Emiluta-Rozya, 2013; Kartowska, 2008; Mackiewicz, 2001, 2002; Peng
et al, 2003; Pisulska-Otremba, 1995; Pluta-Wojciechowska, 2009, 2010, 2018; Prof-
fit and Fields, 2001; Przybyla 2015; Rakosi et al., 1993; Rzadzka, 2019; Szpringer-
Nodzak, 1998; Wedrychowska-Szulc, 2008) is characterized by:

1) incomplete closure of the mandible, stabilized by contraction of the oral facial
muscles and contact of the tongue with the lips;

2) the anterior part of the tongue is located between the gingival ridges (horizon-
tal position); after the first teeth have erupted, the tongue presses on or slides
between the teeth, without or with the lingual-labial contact; contact of the
lateral edges of the tongue with the buccal mucosa; a furrow forms along the
low-lying tongue;

3) tension of the orbicularis oris muscle;

4) tension of the cheek muscles and of the chin muscle.

Atypical swallowing-1 pattern is characterized by:

LOGOPEDIASILESIANA.2024.13.01.02
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the lack of verticalization of the tongue — the tongue slides between the teeth or
presses on the teeth or the apex is located behind the lower teeth whereas the
praedorsal part is elevated;
the lack of tension of the orbicularis oris muscle (Wiecek-Poborczyk, Lipiec and
Metzyk, 2021).

The oral phase in atypical swallowing-2 is characterized by:
verticalization of the front part of the wide tongue in the area of the upper gums
(vertical-horizontal position);
tension of the orbicularis oris muscle (Wiecek-Poborczyk, Lipiec and Mezyk,
2021).

The oral phase in mature/somatic/adult-type swallowing (see, among others,
Ahlawat et al., 2015; Emiluta-Rozya, 2013; Kartowska, 2008; Kittel, 2014; Mackie-
wicz, 2001, 2002; Peng et al, 2003; Pisulska-Otremba, 1995; Pluta-Wojciechows-
ka, 2009, 2010, 2018; Proffit and Fields, 2001; Wigecek-Poborczyk et al., 2021;
Wedrychowska-Szulc, 2008) is characterized by the following:

1) the maxillary and mandibular teeth fit together (occlusion of the dental arches);
2) the tongue is within the proper oral cavity:
verticalization of the front part of the wide tongue in the area of the upper
gums (vertical-horizontal position); the tongue does not press on the teeth;
contact between the lateral parts of the tongue and the upper lateral teeth
and gums - lateral occlusion;
the elevated body of the tongue contacts the hard palate, while the soft pal-
ate is lowered - posterior occlusion;
lack of tension of the orbicularis oris muscle (unstrained lip closure);
tension of the masseter muscles; tension of the mylohyoid muscles; no activity
of the chin muscle.

Time of transformation of the swallowing stereotype

In the source literature, which describes only two types of the oral phase
of swallowing, only one type of transformation is taken into account: from
infantile to mature swallowing. In orthodontic and speech therapy publica-
tions, there is no consensus as to when this process commences and ends.
According to Beata Siebert, Barbara Kaminska (2017) and Bogdan Mackiewicz
(2002), the transformation begins at 6 months of age. William R. Proffit and
Henry W. Fields (2001) indicate that the transformation of swallowing begins
around the 1st year of life (12 months of age). Agnieszka Pisulska-Otreba
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(1995) assumes that the swallowing stereotype begins to change around the
age of 15 months, whereas Irena Kartowska (2008) believes that this does not
take place until around the second year of life. Barbara Wedrychowska-Szulc
(2008), Danuta Pluta-Wojciechowska (2018), Thomas Rakosi et al. (1993) do
not specify when the transformation begins. Neither do they unambiguously
describe how long this process lasts and when it is completed. Some research-
ers claim that infantile swallowing transitions into mature swallowing at the
age of 15-18 months (Siebert and Kaminska, 2017; Wedrychowska-Szulc, 2008),
while others believe that the transformation ends in the 2nd-3rd year of life
(Mackiewicz, 2002). Danuta Pluta-Wojciechowska (2018) indicates the age of
3-4 years as the end of this process, whereas Thomas Rakosi et al. (1993) take
the view that the process is completed at the age of 4. William R. Proffit and
Henry W. Fields (2001) consider it possible that the transformation may end
as late as at the age of 6, but they also point out that the transformation of
the oral phase does not occur in 10-15% of the population. The authors refer
to is as persistent infantile swallowing (swallowing stereotype with persistent
infantile characteristics). The above-mentioned discrepancies concerning the
time of completion of the transformation from infantile to mature swallow-
ing are presented in Figure 1.

FIGURE 1
Time of transformation of the oral phase of infant swallowing into mature swallowing

‘ 3 years, usually
A i atthe age of 6
years o
reyT——. (Rakosiiin, (Proffit i Fields,

2001)
2739 year of life, (Pluta- 3)

in some cases -Wojciechowska,
18" month of life ?r]we 4;:,yea,r 02 :)Igez ) 2019)
- ackiewicz
15" month of life (Wedrychowska

(Siebert -Schulz, 2008)
i Kamiriska, 2017)

Source: Own study, based on: Pluta-Wojciechowska, 2018, p. 83.

The description of the timing of transformation presented above takes into
account two types of transformation patterns of the oral phase of swallowing.
Izabela Wiecek-Poborczyk et al. (2021, p. 69-76) conducted research which was
mainly aimed to evaluate the progression of the oral phase of swallowing in 3-,
4-, 5- and 6-year-old children and to determine whether and to what extent the
oral phase of swallowing really transitions from infantile to mature within the age
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ranges specified in the source literature. The study enrolled 480 preschool chil-
dren, including: 120 children aged 3;0-3;11, 120 children aged 4;0-4;11, 120 children
aged 5;0-5;11 and 120 children aged 6;0-6;11. The children included in the study
attended three preschools in Warsaw. Each child was individually examined in
terms of progression of the oral phase of swallowing. Static breathing and articula-
tion status were assessed, too. The studies followed a quantitative and qualitative
approach and were carried out using the observation method (direct, overt and
standardized). The researchers used an observational schedule for evaluating the
categories that were important from their point of view. Throughout the study;,
they used the same tools and a uniform procedure. Each child was examined at
least twice. The examination consisted of a palpation test combined with obser-
vation of the oral phase of swallowing. The participation of the lips and of the
masseter muscles in the swallow act during the swallowing of saliva, the posi-
tioning of the dental arches in relation to each other and the position of the ante-
rior part of the tongue were assessed. In the case of doubts concerning the result
of the evaluation, additional examinations were performed. Appropriate scales
for describing/coding the results were used, which made it possible to carry out
their qualitative and quantitative analysis and to perform statistical calculations.

The results of the examinations enabled the authors to establish the preva-
lent duration of the transition of infantile swallowing into mature swallowing.
In addition, they identified two more patterns of the oral phase of swallowing,
previously not described in the source literature, which they called atypical swal-
lowing (atypical-1 and atypical-2). The characteristic feature of atypical swallow-
ing-1 is the lack of verticalization of the tongue and the lack of tension of the
orbicularis oris muscle (the anterior part of the tongue slides between the teeth
or presses against the teeth or assumes a dorsal position with the apex behind
the lower teeth; at the same time, no tension of the orbicularis oris muscle was
observed). The characteristic feature of atypical swallowing-2 is the verticaliza-
tion of the tongue and tension of the orbicularis oris muscle (the anterior part of
the wide tongue assumes a vertical posture in the area behind the upper gums
in a vertical-horizontal position, with simultaneous tension of the orbicularis
oris muscle). Both highlighted atypical types of swallowing are characterized
by a pattern that can neither be classified as infantile nor as mature swallowing
(Wigcek-Poborczyk et al., 2021, p. 78). The above-mentioned research results show
that the time-frame of the transformation of swallowing differs considerably from
the standard time-frame described in the source literature.

The results of the study of the oral phase of swallowing in preschool children
indicate that in the group under evaluation (480 persons), the number of children
with the infantile pattern of swallowing decreases with age (respectively: 3-year-
olds with infantile swallowing pattern — 89%; 4-year-olds — 74%; 5-year-olds —
62%; 6-year-olds — 35%). [...] In children aged 4, 5, and 6, infantile swallowing
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pattern persists. The percentage of children with this type of swallowing is high,
i.e. in the group of 4- and 5-year-olds, this type of swallowing is prevalent: it was
identified in 89 four-year-olds (74%) and 74 five-year-olds (62%). In the group of
6-year-olds, the infantile swallowing pattern was identified in 42 children (35%)
(Wigcek-Poborczyk et al., 2021, p. 117).

In connection with the obtained research results, the authors proposed to shift
the standard time-frame for maturation of infantile swallowing pattern to the
age of 4;11. After reaching the age of 5, they propose to treat infantile swallowing
pattern as a dysfunction, defined with the term: persistent infantile swallowing'
(Wigcek-Poborczyk et al., 2021, p. 137).

In the examined group of 480 preschool children, atypical swallowing-1 was
observed in all age groups (3-, 4-, 5-, and 6-year-olds). In total, it occurred in
41 children, which accounts for 9% of the study subjects. Atypical swallowing-2
was not observed only in the group of 3-year-old children. In the remaining age
groups, it occurred in 30 subjects in total (6%).

The authors of this monograph postulate that atypical swallowing-1 without
verticalization of the tongue and without tension of the orbicularis oris muscle
should be treated as normative up to the age of 4;11, provided that any factors
preventing the transformation of the oral phase of swallowing are ruled out.
Atypical swallowing-2, which is characterized by verticalization of the tongue
(the front part of the wide tongue verticalizes to the upper gums) and tension of
the orbicularis oris muscle, should be treated as normative up to the age of 6;11
(Wigcek-Poborczyk et al., 2021, pp. 137-138).

The researchers emphasize that the oral phase of swallowing in preschool
children is expected to transition into mature swallowing as a norm. They also
indicate that atypical swallowing-1 and atypical swallowing-2 may be transitional
phases between infantile and mature swallowing.

! The terms “infantile swallowing” and “persistent infantile swallowing” are deeply rooted
in the source literature. The authors are aware that these terms should be clarified and modi-
fied in order to be semantically more precise. The use of the term “infantile swallowing pattern”
to describe the normal progression of the oral phase of swallowing in children above infancy
(e.g. preschool children) raises doubts/reservations. It would be worth considering whether the
terms “infant-type swallowing” should not be differentiated from “infantile/child-type swal-
lowing” based on the child’s age. “Persistent infantile swallowing” could be replaced by the term

“abnormal swallowing”, which would mean a swallowing dysfunction occurring at a specific age
in a given person. At the same time, the characteristic features of its pattern should be described
in order to clarify this term.
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Methods and time-frames of transformation of the oral phase
of swallowing

In connection with distinguishing four and not two types of oral phase of
swallowing, one must take into account that swallowing may transition in sev-
eral different ways and that their time-frames must be established, too. Below we
present diagrams of potential transformation patterns of swallowing, along with
an indication of their normal duration (Figures 2-8). We are aware that further
longitudinal studies in this area must be carried out.

1. Pattern one: infantile swallowing transitions into mature swallowing by the age
of 4;11 (norm), as shown in Figure 2.

FIGURE 2
Transformation of the oral phase of infantile swallowing into mature swallowing

INFANTILE transformation
SWALLOWING _ by the age of £11 MATURE SWALLOWING

2. Pattern two: infantile swallowing transitions into atypical swallowing-1, which
does not undergo further transformation and after the age of 5 is considered a
dysfunction, referred to as persistent atypical swallowing-1 (Fig. 3).

FIGURE 3

Transformation of the infantile swallowing into atypical swallowing-1

T
INFANTILE transformation no transformation SWALLOWING-1

SWALLOWING — dysfunction after
reaching the age of 5

3. Pattern three: infantile swallowing transitions into atypical swallowing-2, which
is normal until the age of 6;11, but then it does not undergo further transfor-
mation and after the age of 7 is referred to as persistent atypical swallowing-2
(Fig. 4). The normativeness of atypical swallowing-2 until the age of 6;11 is asso-
ciated with the characteristic verticalization of the tongue, just like in adult-
-type swallowing. This skill is necessary to master the normative articulation
of alveolar sounds. Learning to articulate alveolar sounds is the final step in
the articulation development process. We do not treat persistent atypical swal-
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lowing-2 as a dysfunction because no studies have been conduced on the oral
phase of swallowing in children over 7 years of age. Such studies would ena-
ble us to verify whether this type of swallowing can be treated as a variety of
the norm alongside mature swallowing, or whether it should be classified as a
dysfunction. We are aware that the issue remains controversial due to different
research perspectives, e.g. speech therapy-related (development of articulation),
orthodontic or myofunctional.

FIGURE 4
Transformation of the infantile swallowing into atypical swallowing-2

PERSISTENT ATYPICAL

INFANTILE R cotransformation. ) VALOWING-2—

SWALLOWING — by the age of 411 after ;egaec(f)lflr;g the

4. Pattern four: infantile swallowing transitions into atypical-1 (normative up to
age 4;11) and then into atypical-2 (normative up to age 6;11). If this type of swal-
lowing does not transition into mature swallowing, then after the age of 7 we
suggest calling it persistent atypical swallowing-2 (Fig. 5).

FIGURE 5
Transformation of the infantile swallowing into atypical swallowing-1 and then into atypical
swallowing-2

I PERSISTENT

ATYPICAL

INFANTILE : ATYPICAL : - .
SWALLOWING transformation Jeyni iowiNG-1 / transformation transformation :S_Vgﬁtﬁ?ﬂfné
theage of 7

5. Pattern five: infant swallowing transitions into atypical-1 by the age of 4;11, which
then changes to atypical-2 and then to mature swallowing (norm) by the age of
6;11. This process is illustrated in Figure 6.

FIGURE 6
Transformation of infant swallowing to atypical-1, then to atypical-2, which changes into mature
swallowing

INFANTILE U transformation ATYPICAL transformation MATURE

SWALLOWING —by th_e age  DoWALLOWING-1 transformation = bytheage "/ s\ALLOWING
of 4,11 of 6;11
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6. Pattern six: infant swallowing transitions into atypical-1, which changes into
mature swallowing (norm) by the age of 4;11 (Fig. 7).

FIGURE 7
Transformation of infant swallowing into atypical-1 and then into mature swallowing

INFANTILE

g transformation MATURE
SWALLOWING no transformation —bytheageof4:11 ) SWALLOWING

7. Pattern seven: infant swallowing transitions into atypical-2 by the age of 4;11,
which then changes into mature swallowing (norm) by the age of 6;11 (Fig. 8).

FIGURE 8
Transformation of infant swallowing into atypical-2 and then into mature swallowing

INFANTILE transformation transformation MATURE

SWALLOWING — by the age of 4,11y — bytheageof6;11¢ /° SWALLOWING

Above, we have presented seven possible transformation patterns of the oral
phase of swallowing within a specific time-frame, divided into four types. It is
also possible and not uncommon for infant swallowing not to transition into
mature swallowing (Fig. 9) (research results indicate that 61% of children between
the age of 5;0 and 5;11 and 35% of children between the age of 6;0 and 6;11 do
not make the transition to a mature swallow, see Wigcek-Poborczyk et al., 2021).

FIGURE 9
Lack of transformation of infantile swallowing

PERSISTENT INFANTILE
INFANTILE no transformation SWALLOWING — dysfunction

SWALLOWING after reaching the age of 5

The swallowing stereotype in children is closely related to the development of other
primordial functions, especially static breathing, as well as the development of articu-
lation and of the stomatognathic system. This is why specialists must be familiar with
the processes described in the article and their time-frames. Dysfunctional patterns
of the oral phase of swallowing should be treated by means of speech therapy, both
in children with coexisting speech disorders and in children with normal articulation.
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Conclusions

In speech therapy theory and practice, it is important to assess the pattern of
the oral phase of swallowing, taking into account its four types (infantile, atypi-
cal-1, atypical-2, mature), as well as when and how it is transformed. The results
of research carried out by Izabela Wiecek-Poborczyk et al. (2021) make it possi-
ble to characterize the oral phase of swallowing observed in patients in a more
precise way, to assign it to a given type of swallowing and to verify whether it
occurs within the normal time-frame. The methods and times of transformation
of the oral phase of swallowing presented in the article are particularly impor-
tant in speech therapy diagnostics of preschool children. Speech therapists who
perform screening tests in preschools every year should be knowledgeable in this
regard in order to be able to take appropriate preventive and therapeutic actions.
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Sposoby transformacji przebiegu
fazy ustnej polykania u dzieci*

Ways of transforming the course of the oral phase of swallowing in children

ABSTRACT: The article explores the transformation of the oral phase of swallowing in children, with
a focus on its timing and the different patterns involved. It outlines the characteristics of four dis-
tinct types of the oral swallowing phase - infantile, atypical-1, atypical-2, and mature. The article

also examines the timing of changes in the swallowing pattern based on recent research findings

and compares different transformation pathways, including their respective timeframes. The novelty
of this approach lies in distinguishing four types of the oral swallowing phase, whereas the exist-
ing literature primarily identifies only two: infantile and mature. As a result, previous studies have

described only a single pathway for the transformation of the oral phase. The overview of the modes

and timing of transformation presented in this article is intended to support speech therapists in
diagnosing the oral phase of swallowing as a foundational function that significantly influences the

development of articulation in children.

KEywoRDs: oral phase of swallowing; infant swallowing; mature swallowing; atypical-1 swallowing;

atypical-2 swallowing; transformation of the oral phase of swallowing

STRESZCZENIE: Celem artykulu jest prezentacja sposobow i czasu transformacji przebiegu fazy ustnej
potykania u dzieci. W artykule przedstawiono charakterystyke czterech typow przebiegu fazy ustnej
potykania: niemowlecego, atypowego-1, atypowego-2, dojrzalego), a takze czas transformacji stereo-
typu polykowego (z uwzglednieniem wynikéw najnowszych badan) oraz zestawienie réznych moz-
liwosci transformacji z podaniem ich zakreséw czasowych. Nowatorskie ujecie polega na prezentacji
czterech typdw fazy ustnej potykania, podczas gdy w literaturze przedmiotu zasadniczo wyrdzniane
byly tylko dwa typy: niemowlecy i dojrzaty, co skutkowato opisywaniem wylacznie jednego sposobu
transformacji przebiegu fazy ustnej polykania. Zaprezentowane w artykule zestawienie sposobow

* Badania zostaly przeprowadzone w ramach pracy wlasnej.
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i czasu transformacji ulatwi logopedom diagnozowanie fazy ustnej potykania jako czynnosci pry-
marnej, wplywajacej na rozwoj artykulacji.

Srowa KLuczOWwe: faza ustna polykania, polykanie niemowlece, polykanie dojrzale, potykanie
atypowe-1, polykanie atypowe-2, transformacja przebiegu fazy ustnej potykania

Zmiana stereotypu polykowego zachodzaca w trakcie rozwoju dziecka ma
zwigzek z ksztaltowaniem si¢ kompetencji artykulacyjnej i przebiegiem funkeji
prymarnych. Ocena typu przebiegu fazy ustnej potykania jest istotng czescig dia-
gnozowania logopedycznego, majacg nierzadko decydujacy wplyw na jego efekt
(np. gdy diagnoza jest dyslalia funkcjonalna). Proces ten przysparza logopedom
praktykom trudnosci w zakresie techniki przeprowadzenia badania, oceny i inter-
pretacji poszczegoélnych kryteriow, decydujacych o przypisaniu danego przebiegu
fazy ustnej do okreslonego typu polykania. W literaturze logopedycznej i orto-
dontycznej (zob. m.in. Ahlawat i in., 2015; Emiluta-Rozya, 2013; Mackiewicz, 2001,
2002; Peng i in., 2003; Pisulska-Otremba, 1995; Pluta-Wojciechowska, 2009, 2010,
2018; Proffit i Fields, 2001; Przybyla, 2015; Wedrychowska-Szulc, 2008) najczesciej
opisywane s3 dwa typy potykania: niemowlecy i dojrzaly, diagnosci przyporzad-
kowujg wiec obserwowane przebiegi fazy ustnej potykania do tych dwdch typow -
jakby mozliwa byla wylacznie zmiana stereotypu potykowego z niemowlecego
w dojrzaty lub utrzymanie si¢ przetrwalego potykania niemowlecego. Uwzgled-
nienie innych typoéw przebiegu fazy ustnej potykania (zob. Wiecek-Poborczyk
i in,, 2021) wigze si¢ z koniecznoscig uznania mozliwosci wystgpienia odmien-
nych sposobéw transformacji fazy ustnej oraz okreslenia ich norm czasowych.

Typy przebiegu fazy ustnej polykania

Cechy przebiegu fazy ustnej w potykaniu niemowlecym/infantylnym/trzew-
nym/wisceralnym (babyl/infantile/viscelar swallowing) (zob. m.in. Ahlawat i in.,
2015; Emiluta-Rozya, 2013; Kartowska, 2008; Mackiewicz, 2001, 2002; Peng i in.,
2003; Pisulska-Otremba, 1995; Pluta-Wojciechowska, 2009, 2010, 2018; Proffit
i Fields, 2001; Przybyla, 2015; Rakosi i in., 1993; Rzadzka, 2019; Szpringer-Nodzak,
1998; Wedrychowska-Szulc, 2008; Wigcek-Poborczyk i in., 2021) to:

1) niedomknieta zuchwa, ustabilizowana przez skurcz mieéni ustno-twarzowych
i kontakt jezyka z wargami;

2) umiejscowienie przedniej czesci jezyka miedzy watami dzigstowymi (hory-
zontalne ulozenie); gdy dziecko ma juz pierwsze z¢by, jezyk napiera na zeby lub
wsuwa si¢ miedzy nie, bez zespolenia albo z zespoleniem jezykowo-wargowym;
kontakt bocznych brzegéw jezyka z blong §luzowa policzkéw; bruzda wzdluz
nisko ulozonego jezyka;
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3) napiecie mig$nia okreznego ust;
4) napiecie mie$ni policzkowych i mig§nia brédkowego.
Przebieg fazy ustnej w potykaniu atypowym-1 (atypical-1) cechuja:
brak pionizacji jezyka - jezyk wsuwa sie miedzy zeby lub napiera na z¢by, lub
apex znajduje sie za dolnymi ze¢bami, a unosi si¢ cz¢s¢ praedorsalna;
brak napiecia migé$nia okreznego ust (Wigcek-Poborczyk i in., 2021, s. 78)
Przebieg fazy ustnej w potykaniu atypowym-2 (atypical-2) cechuja:
pionizacja przedniej czesci szerokiego jezyka w okolicy gérnych dzigset (pozycja
wertykalno-horyzontalna);
napiecie migs$nia okreznego ust (Wigcek-Poborczyk i in., 2021, s. 78).

Cechy przebiegu fazy ustnej w potykaniu dojrzalym/somatycznym/typu doros-
lego (maturelsomatic swallowing, adult type swallowing) (zob. m.in. Ahlawat i in.,
2015; Emiluta-Rozya, 2013; Karlowska, 2008; Kittel, 2014; Mackiewicz, 2001, 2002;
Peng i in., 2003; Pisulska-Otremba, 1995; Pluta-Wojciechowska, 2009, 2010, 2018;
Proffit i Fields, 2001; Wedrychowska-Szulc, 2008; Wiecek-Poborczyk i in., 2021) to:
1) domknigcie zuchwy ze szczegka (zwarcie tukéw zebowych);

2) jezyk umiejscowiony w obrebie jamy ustnej wlasciwej:
pionizacja przedniej czesci szerokiego jezyka w okolicy gornych dzigsel (pozy-
cja wertykalno-horyzontalna) — zwarcie przednie; jezyk nie napiera na zeby;
kontakt bocznych czgsci jezyka z géornymi bocznymi ze¢bami i dzigstami —
zwarcie boczne;
kontakt wzniesionego trzonu jezyka z podniebieniem twardym, przy obni-
zonym podniebieniu miekkim - zwarcie tylne;

3) brak napigcia migé$nia okreznego ust (swobodne domkniecie ust);

4) napigcie mie$ni zwaczy; napiecie migsni zuchwowo-gnykowych; brak aktyw-

nos$ci mies$nia brodkowego.

Czas transformacji stereotypu poltykowego

W literaturze przedmiotu, w ktdrej opisywane sa wyltacznie dwa typy przebiegu
fazy ustnej polykania, uwzgledniany jest jeden sposéb transformacji: z potykania
niemowlecego w dojrzale. W publikacjach ortodontycznych i logopedycznych bra-
kuje spdjnosci co do czasu rozpoczecia i zakonczenia tego procesu. Na 6. miesigc
zycia poczatek transformacji datuja Beata Siebert i Barbara Kaminska (2017) oraz
Bogdan Mackiewicz (2002). William R. Proffit i Henry W. Fields (2001) wskazuja,
ze proces przeksztalcenia potykania rozpoczyna si¢ okolo 1. roku zycia (12. mie-
sigca zycia). Agnieszka Pisulska-Otreba (1995) przyjmuje, Ze to okoto 15. miesigca
zycia dziecka wyznaczy¢ nalezy poczatek zmiany stereotypu potykowego, natomiast
Irena Karfowska (2008) uznaje, ze ma to miejsce dopiero ok. 2. roku zycia. Zaréwno
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Barbara Wedrychowska-Szulc (2008), jak i Danuta Pluta-Wojciechowska (2018) oraz
Thomas Rakosi i in. (1993) nie podaja, kiedy rozpoczyna si¢ transformacja.

Niejednoznacznos¢ opisu dotyczy takze czasu trwania tego procesu i momentu
jego zakonczenia. Cze¢s¢ badaczy podaje, ze polykanie niemowlece przeksztalca
sie w dojrzate juz w wieku 15-18 miesigcy (Siebert i Kaminska, 2017; Wedry-
chowska-Szulc, 2008), inni uznajg 2.-3. rok zycia za czas konca transformacji
(Mackiewicz, 2002). Pluta-Wojciechowska (2018) wskazuje jako wiek konca tego
procesu 3-4 lata, a Rakosi i in. (1993) - 4 lata. Zakonczenie transformacji nawet
w wieku 6 lat dopuszczaja Proffit i Fields (2001), zaznaczaja przy tym, ze u 10-15%
populacji potykanie nie przeksztalca si¢ z typu niemowlecego w dojrzaty, co auto-
rzy okreslajg jako przetrwale polykanie niemowlece (utrzymywanie sie stereotypu
polykowego o infantylnych cechach przebiegu). Opisane rozbieznosci dotyczace
datowania ukonczenia transformacji potykania niemowlecego w dojrzale przed-
stawiono na rysunku 1.

Rysunek 1
Czas przeksztalcenia fazy ustnej polykania z typu niemowlecego w dojrzaly

A :
3 lata, zazwy(zaj
4 I 4lata w wieku 6 lat

fi Proffit i Fields

(Rakosiiin., ( 4
3-4ata 1993) 2001)

2.-3. ok Zycia, (Plu'.(a.—
18. miesiac zycia | W Niektdrych Wojdechonsta,

2018)
rzypadkach
15. miesiac zycia (\S,vfldrlycgg\(;’g)ka_ Z rzE 3ycia
. -Schulz, .
(Siebert (Mackiewicz,

i Kaminska, 2017) 2002)

Opracowanie wlasne na postawie: Pluta-Wojciechowska, 2018, s. 83.

W przedstawianych dotychczas w literaturze przedmiotu opisach czasu trans-
formacji uwzgledniano dwa typy przebiegu fazy ustnej potykania. Wyniki wspot-
czesnych badan (Wigcek-Poborczyk i in., 2021) wskazujg na konieczno$¢ mody-
fikacji tych opiséw. Gléwnym celem badan Izabeli Wiecek-Poborczyk i in. (2021,
s. 69-76) byla ocena przebiegu fazy ustnej potykania u dzieci w wieku 3, 4, 5
i 6 lat oraz ustalenie, czy, a jesli tak, to w jakim stopniu spelniane sg okreslone
w literaturze przedmiotu normy wiekowe przeksztalcenia si¢ typu niemowlece-
go fazy ustnej potykania w typ dojrzaly. Badaniami objeto 480 dzieci w wieku
przedszkolnym, w tym: 120 dzieci w wieku od 3 lat do 3 lat i 11 miesiecy, 120 dzie-
ci w wieku od 4 lat do 4 lat i 11 miesiecy, 120 dzieci w wieku od 5 lat do 5 lat
i 11 miesiecy i 120 w wieku od 6 lat do 6 lat i 11 miesigcy. Badane dzieci uczesz-
czaly do trzech przedszkoli na terenie Warszawy. Kazde z dzieci zostalo pod-
dane indywidualnemu badaniu w celu oceny przebiegu fazy ustnej polykania,
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a takze oddychania statycznego oraz stanu artykulacji. Badania mialy charakter
ilosciowo-jakosciowy, zastosowano metode obserwacji (bezpos$redniej, jawnej
i standaryzowanej). W ocenie istotnych z punktu widzenia badaczek kategorii
zastosowano schedule obserwacyjng, z wykorzystaniem tych samych narzedzi
i jednolitej procedury postepowania. Badania z kazdym dzieckiem przeprowa-
dzono co najmniej dwukrotnie; byly to badania palpacyjne potaczone z obser-
wacja przebiegu fazy ustnej poltykania. Oceniano udzial warg i Zwaczy w akcie
polykowym podczas polykania $liny, ustawienie lukéw zebowych wzgledem siebie
oraz miejsce ulozenia przedniej czesci jezyka. W przypadku watpliwosci dotycza-
cych wyniku oceny przeprowadzano proby dodatkowe. Zastosowano odpowied-
nie skale opisu/kodowania wynikéw, co dato mozliwo$¢ ich analizy jako$ciowej
i ilosciowej, a takze przeprowadzenia obliczen statystycznych.

Wryniki badan (Wigcek-Poborczyk i in., 2021) pozwolily okresli¢, w jakim
czasie najczesciej konczy sie proces przeksztalcania potykania niemowlecego
w dojrzale, a takze wykazaly wystepowanie dwdch dodatkowych, nieopisywa-
nych dotychczas w literaturze przedmiotu, przebiegdéw fazy ustnej potykania,
nazwanych atypowymi (potykanie atypowe-1 i potykanie atypowe-2). Obydwa
wyrdznione atypowe rodzaje potykania cechujg si¢ przebiegiem, ktérego nie
mozna zakwalifikowa¢ ani do polykania niemowlecego, ani do dojrzalego (Wig-
cek-Poborczyk i in., 2021, s. 78). Przywotane wyniki badan wskazuja na znaczne
przesunigcie czasowe przeksztalcania si¢ potykania w stosunku do norm opisy-
wanych w literaturze przedmiotu.

Wyniki badan fazy ustnej polykania przeprowadzone w grupie dzieci w wieku
przedszkolnym wskazuja, ze w kazdej grupie wiekowej wystepuje polykanie nie-
mowlece. Zaobserwowano jednak, ze wraz z wiekiem zmniejsza sie liczba dzieci,
u ktérych wystepuje niemowlecy typ potykania. W ocenianej grupie 480 osob
3-latki z niemowlecym typem polykania stanowity 89%, 4-latki — 74%, 5-latki -
62%, 6-latki — 35% (Wigcek-Poborczyk i in., 2021, s. 117). W zwiazku z uzyskany-
mi wynikami badan ich autorki zaproponowaty przesunigcie norm dotyczacych
czasu zakonczenia transformacji potykania niemowlgcego w dojrzale do wieku
4 lat i 11 miesiecy. Po ukonczeniu przez dziecko 5 lat polykanie niemowlece pro-
ponuja traktowa¢ jako dysfunkcje, okreslang terminem: ,przetrwale potykanie
niemowlece™ (Wiecek-Poborczyk i in., 2021, s. 137).

! Terminy ,polykanie niemowlece” i ,przetrwale potykanie niemowlece” s3 mocno zako-
rzenione w literaturze przedmiotu, mamy $wiadomos$¢, ze nalezaloby uscidli¢ ich znaczenie
i rozpocza¢ dyskusje nad modyfikacja termindw. Stosowanie terminu ,,polykanie niemowlece”
na okreélenie normatywnego przebiegu fazy ustnej polykania u dzieci powyzej wieku niemow-
lecego (np. u dzieci w wieku przedszkolnym) budzi watpliwo$ci/zastrzezenia. Warto byloby
zastanowi¢ sie nad rozdzieleniem stosowania termindw ,,polykanie niemowlece” i ,potykanie
infantylne/dziecigce” adekwatnie do wieku dziecka. ,,Przetrwale potykanie niemowlece” moz-
na byloby zastgpi¢ terminem ,,potykanie nienormatywne” na oznaczenie dysfunkcji potykania
wystepujacego w okreslonym wieku u danej osoby. Termin taki wymagalby doprecyzowania
w formie opisu cech przebiegu takiej fazy polykania.
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Podczas badan ich autorki wyrdznily takze dwa inne typy fazy ustnej poty-
kania. W przebadanej grupie 480 dzieci w wieku przedszkolnym potykanie aty-
powe-1 zaobserwowaly we wszystkich grupach wiekowych (3-, 4-, 5 i 6-latkéw),
tacznie wystapilo ono u 41 dzieci, co stanowi 9% badanych. Potykania atypowe-
go-2 nie zaobserwowano jedynie w grupie dzieci 3-letnich, w pozostalych gru-
pach wiekowych tacznie wystapito ono u 30 badanych (6%) (Wiecek-Poborczyk
iin., 2021, s. 117-119).

Polykanie atypowe-1 - bez pionizacji jezyka i bez napiecia miesnia okreznego ust —
autorki monografii postulujg uznaé za norme do wieku 4 lat i 11 miesiecy, pod warun-
kiem wykluczenia czynnikdw, ktére uniemozliwialyby transformacje fazy ustnej
potlykania. Polykanie atypowe-2, ktére przebiega z pionizacjg jezyka (przednia cze$é
szerokiego jezyka pionizuje sie do okolicy gérnych dzigsel) i z napieciem mies$nia
okreznego ust, traktowad za$ jako normatywne do wieku 6 lat i 11 miesiecy (Wiecek-
-Poborczykiin., 2021, s. 137-138).

Badaczki (Wiecek-Poborczyk i in., 2021, 138) podkreslaja, Zze oczekiwanym,
normatywnym stanem przebiegu fazy ustnej potykania u dzieci w wieku przed-
szkolnym jest wyksztalcenie polykania dojrzalego. Sygnalizujg réwniez, ze poly-
kanie atypowe-1 i atypowe-2 moga by¢ formami przejSciowymi miedzy potyka-
niem niemowlecym a dojrzatym.

Sposoby i normy czasowe transformacji przebiegu fazy ustnej polykania

W zwiazku z wyrdznieniem czterech, a nie dwoch typow fazy ustnej potykania
nalezy uwzgledni¢ mozliwos$¢ wystapienia kilku sposobdw przebiegu transforma-
cji potykania oraz okresli¢ ich normy czasowe. W tej czesci artykulu przedstawia-
my schematy potencjalnego przeksztalcania si¢ polykania, wraz ze wskazaniem
normatywnych czaséw ich trwania (rys. 2-8). Mamy $wiadomos¢ konieczno$ci
prowadzenia dalszych badan longitudinalnych w tym obszarze.

1. Przebieg pierwszy: polykanie niemowlece przeksztalca sie w potykanie dojrzale
do wieku 4 lat i 11 miesiecy (norma), co ukazuje rysunek 2.

Rysunek 2
Transformacja potykania niemowlecego w dojrzate

POLYKANIE POLYKANIE

NIEMOWLECE DOJRZALE
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2. Przebieg drugi: potykanie niemowlece przeksztalca si¢ w atypowe-1, ktdre nie
ulega dalszej transformacji i po ukonczeniu przez dziecko 5 lat uznawane jest
za dysfunkgje, okreslang przetrwalym polykaniem atypowym-1 (rys. 3).

Rysunek 3

Transformacja potykania niemowlecego w atypowe-1

PRZETRWALE
POLYKANIE
ATYPOWE-1

dysfunkcja
po ukonczeniu
5lat

brak
transformacji

POLYKANIE

transformacja

NIEMOWLECE

3. Przebieg trzeci: potykanie niemowlece przeksztalca si¢ w atypowe-2, ktore jest
normatywne do wieku 6 lat i 11 miesiecy, nie ulega jednak dalszej transfor-
magcji i po ukoniczeniu przez dziecko 7 lat okreslane jest przetrwalym polyka-
niem atypowym-2 (rys. 4). Normatywnos¢ potykania atypowego-2 do wieku
6 lat i 11 miesiecy zwigzana jest z cechujaca ten typ polykania pionizacja jezyka,
charakteryzujaca polykanie dojrzate. Umiejetnos¢ ta jest niezbedna do opa-
nowania normatywnej artykulacji glosek dzigstowych, ktérych kompetencja
realizacyjna konczy proces rozwoju artykulacji. Przetrwatego polykania atypo-
wego-2 badaczki nie traktujg jako dysfunkcji, poniewaz nie prowadzily bada-
nia fazy ustnej polykania u dzieci powyzej 7. roku zycia. Podjecie takich badan
pozwoli zweryfikowad, czy ten typ polykania mozna uzna¢ za odmiane normy
obok potykania dojrzalego, czy tez potykanie atypowe-2 nalezy traktowac jako
dysfunkcje. Mamy $wiadomos¢, ze kwestia pozostaje dyskusyjna ze wzgledu
na rozne perspektywy badawcze, np. logopedyczng (rozwdj artykulacji), orto-
dontyczng czy miofunkcjonalna.

Rysunek 4

Transformacja polykania niemowlecego w atypowe-2

PRZETRWALE
POLYKANIE

POLYKANIE transformacja brak ATYPOWE-2

transformacji dysfunkcja
po ukonczeniu
7 lat

do wieku
NIEMOWLECE 4lati 11 miesiecy

4. Przebieg czwarty: polykanie niemowlece przeksztalca si¢ w atypowe-1 (ktdre
jest normg do wieku 4 lat i 11 miesiecy), a nastepnie ulega transformacji w aty-
powe-2 (normatywne do wieku 6 lat i 11 miesiecy). Jezeli ten typ polykania
nie przeksztalci sie¢ w potykanie dojrzate, to po ukonczeniu przez dziecko
7 lat proponujemy okresla¢ ten stan mianem przetrwaltego potykania atypo-
wego-2 (rys. 5).
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Rysunek 5
Transformacja potykania niemowlgcego w atypowe-1, a nastgpnie w atypowe-2

POLYKANIE POLYKANIE PRZETRWALE
ATYPOWE-1 ATYPOWE-2 brak POLYKANIE

POLYKANIE transformacja transformacja norma S ROWE2

NIEMOWLECE : do wieku 6 lat transformacji / dysfunkcja

A A po ukonczeniu
i 11 miesiecy, 7 lat

5. Przebieg piaty: polykanie niemowlece, trwajace do wieku 4 lat i 11 miesigcy,
zmienia si¢ nastepnie w atypowe-1, ktére przeksztalca sie w atypowe-2, a to do
wieku 6 lat i 11 miesiecy ulega transformacji w potykanie dojrzale (norma). Pro-
ces ten ilustruje rysunek 6.

Rysunek 6
Transformacja polykania niemowlecego w atypowe-1, nastepnie w atypowe-2, ktore zmienia sie
w dojrzate

transformacja transformacja
POLYKANIE \ aowicks . \ POLYKANIE :

transformacja do wieku AOCNKIATE
NIEMOWLECE 4lat ATYPOWE-1 ATYPOWE-2 6 lat DOJRZALE

i 11 miesiecy i 11 miesiecy

6. Przebieg szosty: polykanie niemowlece zmienia si¢ w atypowe-1, ktore do wieku
4 lat i 11 miesigcy przeksztalca si¢ w dojrzale (norma) (rys. 7).

Rysunek 7
Transformacja potykania niemowlgcego w atypowe-1, nastepnie w dojrzale

POLYKANIE POLYKANIE transformacja POLYKANIE

o r
NIEMOWLECE SR ATYPOWEN S/, COWISKL ) DOJRZALE

7. Przebieg siodmy: potykanie niemowlece do wieku 4 lat i 11 miesiecy zmienia si¢
w atypowe-2, ktére nastepnie do wieku 6 lat i 11 miesiecy, czyli zgodnie z norma,
przeksztalca si¢ w dojrzale (rys. 8).

Rysunek 8
Transformacja polykania niemowlecego w atypowe-2, nastepnie w dojrzate

transformacja
do wieku
6 lati 11 miesiecy

transformacja
do wieku
4lati 11 miesiecy

POLYKANIE POLYKANIE

DOJRZALE

POLYKANIE
ATYPOWE-2

NIEMOWLECE
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Przedstawionych siedem mozliwych sposobdw transformacji fazy ustnej poty-
kania w okreslonym czasie uwzglednienia cztery typy przebiegu tej czynnosci
prymarnej. Mozliwy i nierzadki jest takze brak przeksztalcenia si¢ potykania nie-
mowlecego (rys. 9) (wyniki badan wskazuja, zZe przetrwate potykanie niemowlece
dotyczy 62% dzieci w wieku od 5 lat do 5 lat i 11 miesiecy oraz 35% dzieci w wieku
od 6 lat do 6 lat i 11 miesiecy) (Wigcek-Poborczyk i in., 2021, s. 117).

Rysunek 9
Brak transformacji potykania niemowlecego

PRZETRWALE

POLYKANIE POLYKANIE NIEMOWLECE

NIEMOWLECE dysfunkcja

Stereotyp polykowy u dzieci jest $cisle powiazany z przebiegiem innych funkcji pry-
marnych, szczegdlnie oddychania statycznego, a takze z rozwojem artykulacji i uktla-
du stomatognatycznego. Dlatego tez specjalisci powinni wykazywac si¢ znajomoscia
opisanych w artykule procesow i czasu ich zachodzenia. Dysfunkcje przebiegu fazy
ustnej potykania powinny by¢ poddawane terapii logopedycznej, zar6wno w przy-
padku wspélistniejacych zaburzen wymowy, jak i u dzieci z normatywna artykulacja.

Podsumowanie

W teorii i praktyce logopedycznej istotna jest ocena przebiegu fazy ustnej
potykania uwzgledniajaca cztery jego typy: niemowlecy, atypowy-1, atypowy-2,
dojrzaty, oraz czas i sposéb transformacji przebiegu tej fazy polykania. Wyniki
badan Wiecek-Poborczyk i in. (2021) pozwola specjalistom na precyzyjniejsze
opisywanie obserwowanych u pacjentdw cech przebiegu fazy ustnej polykania,
przyporzadkowanie ich do danego typu polykania oraz weryfikacje ich norm
czasowych. Z kolei zaprezentowane w artykule mozliwe przebiegi fazy ustnej
potykania wraz z czasem transformacji sg szczegdlnie istotne w diagnostyce logo-
pedycznej dzieci w wieku przedszkolnym. Logopedzi wykonujacy cyklicznie, co
roku, badania przesiewowe w przedszkolach powinni mie¢ wiedze z tego zakre-
su, aby moéc podejmowac odpowiednie dziatania profilaktyczne i terapeutyczne.
Z tego powodu prezentujemy w tym miejscu wstepne ujecie tego ztozonego pro-
blemu. W naszym zamysle jest przygotowanie szerszej publikacji poswigconej
logopedycznym procedurom oceny fazy ustnej polykania — w ksigzce bedziemy
rozwija¢ zaprezentowane tu koncepcje.
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Specifics of speech-language work with children
and impacts of pandemia COVID-19

ABSTRACT: This paper presents different techniques for working with children in special education
in the conditions and environment of the Czech Republic. Attention is paid in particular to the con-
text of speech-language therapy, the context of the pragmatics of communication, the impact and
influence of the Covid-19 pandemic and new trends in working with the child client in the Czech
Republic and abroad. The paper presents the possibilities of work in speech-language therapy and
special education intervention, especially for Czech preschool and younger school children. It also
describes the importance of monitoring certain aspects, preventing deepening the negative conse-
quences of the Covid-19 pandemic, the need for a multidisciplinary approach and further preventive
action in selected areas. It also provides a summary of some other possible findings on the topic.
KEYwoRrbDs: Speech-language therapy, Covid-19 pandemic, preschool and younger school children,
adenoid hypertrophy, projective methods

Specyfika pracy logopedycznej z dzie¢mi w konteksécie pandemii COVID-19

STREszCZENIE: W artykule przedstawiono rézne techniki pracy z dzie¢mi objetymi ksztalceniem
specjalnym w warunkach i srodowisku Republiki Czeskiej. Zwrécono uwage przede wszystkim
na kontekst terapii logopedycznej oraz kontekst pragmatyki komunikacji i ich oddziatywania w pan-
demii Covid-19. Zaprezentowano nowe trendy w pracy terapeutycznej z dzie¢mi w Czechach i za gra-
nicg. W artykule przedstawiono takze propozycje pracy terapii logopedycznej w zakresie edukacji
specjalnej dla czeskich dzieci w wieku przedszkolnym i mlodszym wieku szkolnym. Oméwiono
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réwniez znaczenie monitorowania postepowania terapeutycznego w ramach zapobiegania pogte-
bianiu si¢ negatywnych konsekwencji pandemii Covid-19, potrzebe multidyscyplinarnego podejscia
i dalszych dzialan zapobiegawczych w wybranych obszarach.

SLowA KLUCZOWE: terapia logopedyczna, pandemia Covid-19, dzieci w wieku przedszkolnym

i mlodszym szkolnym, przerost migdatka gardlowego, metody projektu

From the point of view of special education care, working with children
in Czech conditions is a closely monitored area in which communication is of key
importance. Whether it is verbal communication - spoken language, non-verbal,
alternative or augmentative communication, or communication using other mod-
ern technologies and devices.

It is also necessary to take into account the specifics of bilingual or multilin-
gual environments, cultural differences or minorities. We should also pay atten-
tion to the development of gestures and initial communication, as described, for
example, by Cervenkové (2019). The issue of hearing (or other) impairment and its
extent and influence on the development of communication in a given individual
is also crucial - from this perspective, a child using both sign language and spoken
language can be essentially described as a bilingual child. Is further elaborated
by, for example, Ventura Amorim Silva et al. (2022), who has conducted second-
ary research on this topic in the context of speech-language therapy, audiology,
bilingualism and others. Kuc (2019), in turn, presents an interesting case study —
the case of an Armenian girl who was bilingual but simultaneously developed
mutism and suspected delayed speech-language development. Kuc points out
that the number of children in Poland who are brought up in different linguistic
environments is increasing, and therefore speech language development may be
delayed due to bilingualism or selective mutism. Therefore, such studies continue
to demonstrate the importance of interdisciplinary cooperation and the ability
to look beyond and find the most appropriate solutions when designing special
education and speech-language therapy.

Equally important is also the influence of correct breathing, monitoring the
consequences of the Covid-19 pandemic, preventing these effects from worsen-
ing and other aspects that are, or should be, reflected in special education and
speech-language therapy work with the child.
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Specifics in terms of speech-language therapy intervention
and work with the child -

the risk of adenoid hypertrophy

and effects of long-term predominantly oral respiration

Since the Covid-19 pandemic in the Czech Republic, the approach to speech-
language therapy prevention, intervention and communication with the child’s
parents have changed. More attention is now paid to other possibilities of therapy
through modern technologies, remote communication, etc.

More attention should also be paid to proper breathing in children, posture,
dressing, choice of leisure activities and other circumstances that ultimately affect
or may affect the form of respiration in children.

The topic of adequate nasal diaphragmatic respiration has been written about, for
example, by Courtney (2013), but it is important to note that the necessity to wear
upper respiratory protective equipment during the Covid-19 pandemic (i.e., especially
masks and respirators) may have caused the fixation of an undesirable mode of pre-
dominantly oral respiration. This is because the oral mode of breathing is generally
easier for the child - easier to perform and unfortunately it very easily and quickly
becomes stereotyped and at the unconscious level of the child. Moreover, in the peri-
od of wearing protective equipment, nasal breathing was much more difficult under
a respirator or a mask, and therefore many adults temporarily switched to this way
of breathing while wearing protective equipment. However, children are at significant
risk of not being able to (or, in the worst case, not being able to) return to correct
nasal breathing from this incorrect and inappropriate mode of breathing.

We consider oral respiration to be inappropriate not only in terms of the
quality of inspiration (correctly it should be a diaphragmatic inspiration), but
also because of other adverse consequences that a long-term preference for this
way of breathing brings with it. Characteristics of this are, for example, more
pronounced tooth decay or dental arch deformities and problems with dentition
in general (Ballikaya et al., 2018; Pacheco-Morfh & Hernandez-Millan, 2019). Fur-
thermore, changes from a speech-language therapy perspective, such as changes
in the resting position of the tongue, changes in the way articulation and work-
ing with the production of consonants, changes in the musculature of the oro-
facial region, and others (see further, e.g., Kerekrétiova, 2003, 2008; Lima et al,,
2019; Slesingrova et al., 2021; Slesingrova & Vitdskovd, 2021a, 2021b, 2021c, 2022a,
2022b; Vitaskova & Peutelschmiedova, 2005).

Another risk is hypertrophy of the pharyngeal tonsils - the development
of the so-called. The pharyngeal tonsil, as an original part of the immune sys-
tem of a given individual, becomes an undesirable pathological tissue, which
is a source of further inflammation and can therefore be very dangerous, as these
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inflammations are likely to spread further, both to the lower respiratory tract and
the middle ear (Slesingrové et al., 2021).

There is also a risk of developing the so-called Obstructive Sleep Apnoea
Syndrome (OSA) due to overgrown adenoid vegetations, as pointed out e.g. by
Prihodova & Dostalova (2016), Evangelisti & Villa (2019), or Formanek et al. (2019).

Generally speaking, just as it is essential to address hypernasality in speech
therapy, as described in more detail by Oravkinova (2018), it is also necessary
not to forget about hyponasality, which can be relatively well recognized, as
also described by Skodova (2018), but its causes often remain unaddressed for
a long time until more significant difficulties arise (e.g. temporary conductive
hearing loss) in the child, which can be considered a very strong warning sign
of a long-standing problem.

It is therefore very important in speech-language therapy and special education
to monitor the child’s breathing pattern, as some clinical speech-language thera-
pists in the Czech Republic already directly include breathing therapy to teach
correct habits in their intervention, but also as home practice. However, this topic
is still not given as much attention as would be adequate given the potential risks
and negative effects in the case of long-term predominantly oral respiration or
the case of adenoid hypertrophy.

The impact of the Covid-19 pandemic
from the perspective of preschool teachers

In the context of the Covid-19 pandemic, in addition to the changes in res-
piratory patterns already described in the previous chapter, changes in speech
understanding, articulation, and sociality observed by preschool teachers have
also been observed in preschool children. The research described in more detail
by Slesingrové & Vitaskova (2022a, 2022b) showed that educators notice the way
children breathe, but that in their opinion the number of children who breathe
mainly through their mouths has increased, that after the Covid-19 pandemic,
they also observe negative changes in the area of memory and attention in chil-
dren, that children’s vocabulary and articulation of sounds has deteriorated and
that the appetite for communication as such has decreased.

The responses also reflected the observed increased fatigue in children and
more difficulty in perceiving new knowledge. Some respondents reported observed
deficits in areas that were previously explained and described well, but that chil-
dren had lost or forgotten these skills during the pandemic.

The social aspect was also an important theme, with educators responding that
children became more withdrawn due to the Covid-19 pandemic, interacted less
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with their environment, were generally much less motivated to establish relation-
ships and contact with other children, and seemed more insecure in the group.
However, this problem was more pronounced among school children in particu-
lar, where the questionnaire was subsequently also distributed to primary school
teachers to monitor the effects on younger school children up to the age of 12.
Here, more negative changes were also observed in the wearing of masks and other
protective equipment among school children, and educators observed a greater
decline in skills learned. Also among school educators, females were the most
frequent respondents, and more mouth-breathing was also observed in school
children aged up to 12 years compared to the earlier situation; see e.g Slesingrova
& Vitaskova (2022c) for more details.

Moreover, all these changes (both in the case of kindergartens and primary
schools) were observed by educators who have been in the field for a long time
and can therefore compare the abilities of children before and after the Covid-19
pandemic. This was directly one of the criteria to be able to obtain the answers
recorded in the research. Another interesting finding was that the responses
and observations of the teachers did not differ across different cities and regions
of the country, nor in terms of schools located in large cities or, conversely, rural
schools and so-called small classrooms. In all the areas studied, the results were
similar and referred to really observable adverse changes as a result of the pan-
demic Covid-19.

Telepractice during the Covid-19 pandemic
as a safe speech therapy option

Concerns have been raised abroad about the potential impact on the child when
moving to online speech therapy. In particular, Tohidast et al. (2020) describe the
concerns of parents in the process of diagnosing their children. For example,
the authors cite the importance of early detection of hearing loss, for example, or
therapy for stuttering so that it does not become chronic and therefore much
harder to treat for the individual. At the same time, however, the authors also call
for better education in the development and effective use of telepractice, which
has proven to be the only viable solution to continuing speech therapy during
the pandemic. They note that the ASHA has also expressed a positive view of the
effect of telepractice, both in terms of diagnosis and therapy.

In their study, Passalacqua & Perlmutter (2022) investigated New York City
parents’ satisfaction with speech therapy delivered remotely (telepractice), specifi-
cally examining how parents rated the frequency of therapy, the effect of ther-
apy, and more. There were a total of 107 patients in the study who had at least
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one telepractice, however, only 30 parents of these patients completed the ques-
tionnaire. Nevertheless, the study showed that the participants in the research
expressed satisfaction with speech therapy in the form of telepractice. In particular,
they appreciated the comfort during the therapy and the greater parental involve-
ment in the child’s natural home environment. Disadvantages included inattention
of younger children, technical difficulties or limited ways of conducting therapy.
Thus, despite the positive evaluation of telepractice, the results showed that par-
ents would prefer traditional speech therapy and face-to-face contact.

New approaches in the counselling process in special education
due to Covid-19

The counselling process has seen several changes in recent years, not only relat-
ed to the Covid-19 pandemic but also to the consequences of the war in Ukraine,
which brought many children and students with different mother tongues into
the Czech educational environment.

Increasing demands on counsellors, educators, psychologists, psychiatrists
and therapists. Increasing numbers of children and adolescents with anxiety
disorders, depressive disorders, as well as netolism, suicidal ideation and self-
harm (Safety Line, 2022), and a shortage of clinical psychologists with a focus
on the child client and child therapists. A school system that is still recovering
from online learning and students who are slowly transferring their relationships
from online to real-world settings, as well as experiencing their own identity. As
a result of these events, the demands on the entire family system, its togetherness
and stability, have increased in the long term.

The interdisciplinary and inclusive nature of the field of special education uti-
lizes a variety of approaches that draw from related disciplines, including educa-
tion, psychology, sociology, medicine, and other fields.

The growing importance of IT in special education is shifting the focus of spe-
cial education work to the online environment, whether in the environment of vir-
tual consultations, sharing knowledge of good practice between helping profes-
sionals, schools and parents, or in the context of special education intervention.

Although personal contact is irreplaceable, the functions and possibilities
of web platforms contain the potential of using pre-programmed images, anima-
tions, and sounds in an interactive form.

One option is to use the website https://www.oaklandertraining.org/.

Violet Oaklander was a psychologist, special educator, and child therapist. Her
legacy and her methods of working with children transformed into an online
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platform for conducting consultations and therapies during Covid-19. Today, the
following web-based modules work for helping professionals:

Projection cards

In our conditions, working with projective methods is quite common prac-
tice (projective dimensions of children’s drawings, inspiration cards, variants
of the incomplete sentences test and many others). Projective methods and spe-
cifics of their use are described e.g. by Najbrtova et al. (2017) or Tuber & Cerny
(2020). Similarly, the issue of children’s drawings in Czech conditions has been
very carefully addressed by Altman (2011), who observes specific identical ele-
ments in a large number of drawings, both in children with speech-language
therapy diagnosis and in children with psychiatric diagnosis. This topic is also
addressed by Ri¢an & Krejéitova (2006), who emphasize in particular the devel-
opmental aspect.

As an example of the projective method in practice, we can mention the popu-
larity of using Dixit cards or “Sea of Emotions” cards' when working with children.
The use of cards of this type is also popular in career counselling.?

Through the website https://www.freepik.com/, Karen Fried and Christine
McKenna (Fried & McKenna, 2020), in collaboration with Violet Oaklander,
have created a database of projective cards that relate not only to the child’s inner
experiences but also to the world around them.

Online Sandtray

Sandtray is an experiential, projective method of psychotherapy and uses
knowledge of play therapy rooted in a humanistic approach. It could be defined
as play therapy on the sandtray.

In the classical approach, this topic is addressed, for example, by Galusova
(2020), who documents a considerable number of interesting case studies. Galus-
ova gives the basic background of this approach in the Czech Republic and is also
known for the implementation of courses in the Czech Republic on this method.

Abroad, Sandtray has been particularly discussed by Homeyer & Lyles (2022),
who already describe the possibilities of using Sandtray in several different
approaches and with additional overlaps. At the same time, Homeyer can be
considered a pioneer of the Sandtray method abroad.

! https://www.b-creative.cz/terapeuticke-pomucky-b-creative-more-emoci--emotion-cards.
* https://www.b-creative.cz/terapeuticke-pomucky-b-creative-online-karty-b-creative-60-
pristupu---akce.
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The online version provides pre-programmed and pre-made images for char-
acters, families, mythical creatures, as well as doctor and soldier professions. The
whole scene can be completed with trees, bushes, fences or a pond with water
creatures. The sun can shine over the scene, it can rain, but also a storm, tornado
or meteor shower.

Real sand and figurines are irreplaceable, as is the process of selecting and
placing the figurine in the sandbox. The process of reflecting on what is happen-
ing in the sandtray, along with the concretization of bodily sensations, is more
difficult in a virtual space, but when necessary, the online Sandtray is a pleasant
environment for experimenting with play and symbols.

Working with puppets

For example, the possibilities of working with a virtual dollhouse can be as
follows (after Violet Oaklander, Fried & McKenna, 2020):

The therapist always chooses a puppet to “be” at the beginning of the activity.
Violet Oaklander often chose a “wise owl” as her puppet.

Choose a puppet that represents how you are feeling right now (e.g. tired, mad,
happy, angry, etc.).

Choose a puppet that represents the opposite of how you feel right now.
Choose a puppet that reminds you of a part of yourself that you don’t like.
Choose a puppet that represents how you want to be.

Choose puppets that represent your family. Introduce them. Where would you
place them? What would you want to say to each person? Say something you
like and something you don’t like. Tell them how you would like them to be.

Virtual puppets can bump into each other, as well as hug each other. They can
jump, they can use the animation button to say what’s on their minds, etc. The
app also allows you to change the background, so we can take you from home
to the school playground, to the gym, to the beach or the office.

Other apps include the online Dollhouse, which, like the virtual sandbox,
offers a wide range of characters and environments, but with the difference that
Dollhouse gives you more options when it comes to furniture, kitchen appliances,
children’s toys and paintings.

For lovers of virtual painting, there is the “Mindful draw” app, which allows
you to use a brush to create concrete or abstract gradually disappearing works
of art to the accompaniment of your chosen relaxing underpainting.

In special education and speech-language therapy, it is important to follow
a variety of possible trends and approaches. The Covid-19 pandemic has shown
some negative effects, warnings and limits, but at the same time, it has also
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opened up other possibilities to work with children in speech language therapy,
especially through modern technologies and the transfer of some elements to the
online space. From a speech language therapy point of view, it is also important
to monitor children’s breathing patterns, to promote adequate nasal diaphrag-
matic respiration and to try to eliminate the possible fixation of inappropriate
breathing patterns.

In the context of special education work with a child, these methods find
their application not only in the psychotherapeutic process but in the environ-
ment of online consultations they provide an introductory playful activity for
the child client. They can also find use in special education or speech-language
therapy diagnosis or intervention.

Dedication

The paper is based on the partial results of a specific research study IGA _
PdF_2022_014 “Research of selected physiological and pathological mecha-
nisms of voice, language and speech, their evaluation and intervention in the
context of speech-language therapy, special education and neurodevelopmental
research” (Principal researcher: Prof. Katefina Vitaskova, Ph.D.) conducted at
the Faculty of Education, Palacky University Olomouc. There is no presump-
tion of a conflict of interest in this study.
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ABsTRACT: This study examines bilingualism’s impact on preschoolers’ psychomotor development,
considering parents’ age, upbringing, and environment. A total of 183 surveys were administered
to 183 children (95 boys and 87 girls), including 101 bilinguals and 82 monolingual Polish speakers.
The data were analyzed via STATISTICA 10.0. The results indicate that monolinguals achieve speech
milestones faster. Both groups vocalize before saying the first sentence. The time when children say
their first word and sentence is significantly affected by the week of pregnancy when the baby is born.
This correlation was found only in bilingual children.

This study underscores the importance of understanding bilingualism’s effects on psychomotor
development, peer interactions, and milestones.

KEeywoRrbs: bilingualism, monolingualism, psychomotor development, milestones, children,
siblings

Wplyw dwujezycznosci na rozwdj dzieci w wieku przedszkolnym w Polsce:
odkrywajac unikalne wzory rozwoju i interakeji

STRESZCZENIE: W ponizszym artykule zbadano wplyw dwujezycznosci na rozwoj psychomotoryc-
zny dzieci w wieku przedszkolnym. Pod uwage wzieto wiek rodzicow, sposob wychowywania dzieci
oraz srodowisko w jakim dorastajg. W badaniu wzigto udzial 183 ankietowanych, w tym 95 dotyczylto
chlopcéw, a 87 dziewczat. Sto jeden ankiet zostalo zebranych od rodzicow dzieci dwujezycznych,
natomiast 82 od rodzicéw dzieci jednojezycznych w jezyku polskim. Dane w badaniu byly analizow-
ane za pomocg programu STATISTICA 10.0. Wyniki wskazuja, ze dzieci jednojezyczne szybciej
osiagaja kamienie milowe w zakresie mowy. W obu grupach wystepuje wokalizacja przed wypow-
iedzeniem pierwszego stowa. U dzieci dwujezycznych zaobserwowano wystepowanie korelacji
pomiedzy tygodniem urodzenia, a czasem wypowiedzenia pierwszego stowa i zdania. Przeprowad-
zone badanie podkresla jak wazne jest zrozumienie tematu dwujezycznos$ci oraz jak wptywa ona na
rozwdj psychomotoryczny i osigganie kamieni milowych u dzieci.

SLOWA KLUCZOWE: dwujezycznosé, rozwdj psychomotoryczny, rozwoj mowy, rodziny dwujezyczne,
kamienie milowe w mowie.

Planned bilingualism is increasingly prevalent in today’s globalized world,
partly due to bilingual marriages, migration, and multicultural environments.
Owing to the multidimensional nature of the phenomenon and the continuous
progress of scientific research, constructing a definition of bilingualism takes
work. Bloomfield provided the first scientific definition of bilingualism in 1933,
who described it as “native-like control of two languages”. Later, in 1953, Weinre-
ich defined it as “the practice of alternately using two languages” (Scripnic, 2021).
Other researchers, such as F. Grosjean, have shown that bilinguals easily change
from the bilingual mode to the monolingual mode because of the ease of switch-
ing to another linguistic system (Roclawska-Daniluk, 2020). Grosjean defines
bilinguals as “not the sum of two monolinguals but rather an individual with
one qualitatively different linguistic system” (Tyborowska, 2024). When defying
bilingualism, it is important to distinguish between types of bilingualism based on
the time of language acquisition. This includes simultaneous bilingualism, where
a child acquires both languages from birth or very early childhood, typically in
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a family context where the parents speak different languages. Alternatively, there
is sequential bilingualism, where one language is acquired first (usually at home),
and the second is learned later, for example, at school, in the workplace, or after
moving to another country (Roctawska-Daniluk, 2020).

The effects of bilingualism extend beyond speech development and can influ-
ence the development of individual brain structures and white matter maturation.
Many previous studies have shown that bilingualism is related to children’s psy-
chodynamic development, creativity, and reaction time (Montgomery et al., 2022;
Sampedro & Peila, 2019). The age at which the second language is introduced is
important for the maturation and myelination of the corresponding white mat-
ter fibers (Mohades et al., 2015). Recent studies have shown that bilinguals typi-
cally display the first symptoms of Alzheimer’s disease four years later than their
monolingual counterparts do and that they are more than twice as likely to retain
normal cognitive functions after an ischemic stroke, compared with patients who
speak only one language. The regular use of more than one language as a constant
practice for the brain, if maintained throughout the lifespan, has been shown to
provide long-term health benefits for adults and elderly individuals (Paradowski
& Michatowska, 2016).

Research conducted between the 1890s and 1950s revealed that learning more
than one language from birth would be detrimental to both linguistic and cog-
nitive development, leading to poorer results at school. Studies have suggested
that a “language handicap” or linguistic “confusion” affects children’s intellec-
tual development. Peal and Lambert’s study, which was carried out on Canadian
schoolchildren, changed the view of bilingual children. This study revealed that
despite common myths and misconceptions, there are numerous benefits that
a child may gain from being bilingual and that bilinguals outperform monolin-
guals in a range of verbal and nonverbal tasks. Being bilingual can have many
long-lasting personal, social, and cognitive benefits (Paradowski & Michatowska,
2016). Research on bilingualism has focused on the influence of bilingualism on
inhibitory control in a group of 37 autistic and 51 nonautistic bilingual children.
Bilingualism does not have a negative impact on children’s development, but at the
same time, they do not notice better results for any of the groups (Montgomery
et al., 2022). Another study focused on bilingualism’s influence on early literacy
and numeracy skills in a group of 302 toddlers aged 5-6 years and reported that
monolingual children achieve better results in literacy tasks and that in differ-
ent types of tasks, they have as good results as their bilingual peers do (Bar &
Shaul, 2021).

However, previous research focused on bilingualism has considered children’s
abilities at the time of the research. Few studies have focused on the influence of
the bilingual environment on the early stages of children’s development and the
time of achieving developmental milestones in a toddler sample, as in our work.
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Speech development is a multifaceted process influenced by numerous factors.

However, it is crucial to remember that not only the factors that influence
speech are important but also the functions that speech performs in development.

Research has shown that maternal factors influence early childhood speech
development. Mothers’ age, education level, and socioeconomic status are linearly
correlated with children’s speech development (Muluk et al., 2014).

Language teaching strategies are also important for speech development in
children learning two languages. It has been revealed that using the OPOL (One
Parent-One Language) system can help prevent a child from developing a lan-
guage that combines two languages.

In this case, associating the two languages with specific people makes it eas-
ier for the child to distinguish between them.(Caporal-Ebersold, 2018. Another
study of a Chinese immigrant community on the West Coast of the United States
revealed that upbringing affected the retention of the native language, in this case,
Mandarin. Surprisingly, although this region of the United States has been home
to Chinese families for 1.5 generations, Mandarin is still spoken among Chinese
families. This phenomenon is associated with intense religiosity and the practice
of Chinese cultural rituals from an early age (Siiner et al., 2018).

Materials and methods
Search strategy and data collection

The paper contains the findings of surveys developed and carried out by
a group of medical professionals and students from the Clinic of Developmental
Neurology at the Medical University of Gdansk. Data were gathered both manu-
ally and digitally. The surveys were hand-delivered to the preschool and posted
on the social media site Facebook. The information was collected between Janu-
ary 4, 2021, and April 29, 2022 (479 days). There were 183 questionnaires in total.
24 of them were gathered online in English, 82 in paper form from kindergarten
students, and 77 electronically in Polish. The study was a parental rapport, and
the parents filled out all of the surveys. The bioethics committee approved the
project before any data were collected.
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Parental rapport vs. Communicative Development Inventory (CDI)

A parental report is a type of research method that involves gathering infor-
mation about a child’s development based on the observations and accounts pro-
vided by parents. Since parents are the primary caregivers, they can offer detailed
insights into their child’s daily behaviors, skills, and developmental progress.
Parental reports often cover various developmental domains, including language,
motor skills, social interactions, and emotional growth. They are valuable because
parents can observe their child continuously in natural, everyday situations, pro-
viding a broad and nuanced view of the child’s development.

The Communicative Development Inventory (CDI) is also a tool that relies on
parental input, but it is more structured and scientifically validated. The CDI is
a standardized questionnaire designed to systematically collect data on a child’s
language development, particularly during the early years of life. These inven-
tories include lists of words, phrases, and other communicative indicators that
parents check off, indicating whether their child understands or actively uses
certain vocabulary and communication skills (Table 1).

TABLE 1
Comparison of parental rapport and Communicative Development Inventory (CDI)

Similarities Differences

CDI is a more structured tool with clearly
Both parental reports and CDI rely on parents’ defined categories and questions. In contrast,
observations of their child’s behavior a parental report may be more open-ended
and development. and subjective, depending on what parents
deem important to share.
Both approaches can cover similar areas such  CDI primarily focuses on language
as language, motor skills, social development, while a parental report can cover
and emotional development a broader range of developmental areas.

CDI is standardized and allows for comparison
of child’s results against developmental norms
for their age. A parental report is more flexible
but less precise, making it harder to compare
with other children’s progress.

The information gathered in both methods
comes from daily situations, making

it is practical and grounded in real-life
experiences

Source: Own elaboration.

In summary, a parental report is a more general and flexible way of docu-
menting a child’s development, as is the communicative development inventory.
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Questions in the formula

The questions asked were divided into subgroups. The first subgroup includes
questions about the child’s age, gender, place of birth, number of points on the
APGAR scale, and week of birth. The second part focuses on children’s psycho-
motor development. They were questioned about the first word’s language, details
about walking and sitting, and problems with feeding and using the pacifier. The
next section provided information about the parents. They were asked to indi-
cate their age, their country of origin, and the language they speak. The follow-
ing two sections are personalized. The first is intended for children from Polish-
language kindergartens, and the second is intended for children from bilingual
kindergartens (Form 1).

Form 1
The questions collected for this study

Formula’s title: Psychomotor development of bilingual children against the development of children
using one language.

Dear Parents,

we begin collecting data on the psychomotor development of your children. Your help will
be invaluable in creating a research paper entitled ,How bilingualism affects psychomotor
development in preschool children”. Please fill in the questionnaire in detail.

1. Child’s age: *

2. Child’s gender: *Male/ Female/ other:

3. How many points in APGAR scale did Your Child get? *

4. What week of pregnancy was the Child born in? *

5. Country of birth of the Child: * *

6. Please specify to which kindergarten your child attends: *Kindergarten with only Polish language/
Bilingual kindergarten/ Kindergarten with only one language, which is not Polish

Psychomotor development of children
In this section, we would like you to answer a few questions about speech and motor development
in Your children:

—

. The child’s age during the first word spoken - please enter the number in months: *
. The language in which the first word was spoken: *

. What was your child’s first word? *: mom/ dad/ yes/ no/ other:

. Child’s age during the first sentence uttered - please enter the number in months: *
. The language in which the first sentence was spoken: *

. Were there any feeding problems in the neonatal / infant period? *: Yes/ No

. Has your baby used a pacifier? *: Yes/ No

. If YES, please specify for how long: * Half a year/ 1 year/ 2 years/ 3 years/ other:

. Did your child vocalize, for example, chatter before the first spoken word, onomatopoeic words
(muu, miau, ijo ijo), ,A guu” *: Yes/ No

10. When was the first time your baby sat down? ( number in months) *

11. When did Your Child start walking? (number in months) *

O 00NN W
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Information about Parents
In this part of the survey, we would like to find out some information about You Mr and Ms or
Mrs.

1. Mother’s age at birth of the Child: *

2. Father’s age at birth of the Child: *

3. Mother’s country of origin: *

4. Father’s country of origin: *

5. Mother’s native language: *

6. Father’s native language: *

7. Please qualify the child to the given family model: *

Polish-speaking family/ One language- speaking family/ Multilingual family (more than 1 language
spoken at home)/ other:

Children from bilingual kindergartens, but one language at home
We ask that this part of the questionnaire is filled in only by the parents of children from bilingual
kindergartens, whose parents speak only one language at home.

1. Please indicate which language your child uses most often outside the home:

2. Do the Children have siblings?: Yes/ No

3. Ifin question 2 you answered YES, please specify the language in which the Children communicate
with each other:

4. Please select which level corresponds to the language used by the child at home: Single words/
Single sentences/ Short statements/ Fluid compound speech

5. Please select which level corresponds to the language used by the Child outside the home: Single
words/ Single sentences/ Short statements/ Fluid compound speech

6. Ability to communicate with peers:

(1)The Child cannot communicate with peers (scale 1-5) (5) The Child communicates with peers
without any problems

7. Language of watched cartoons / films / games / television (multiple choice question)

The same as used by Mother/ The same as used by Father/ The same as used outside the house/ The
same as used in the house/ other:

Source: Own elaboration.

Dividing the surveys into a control group and a research group

Of the 183 forms, 82 form a control group, in which surveys were collected
from children from a Polish-language kindergarten where the families of the
children are Polish. The remaining 101 surveys were collected from parents of
children growing up in bilingual families or attending kindergartens where the
language of speaking differs from the one heard at home. The study group con-
sists of these 101 surveys.
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Statistical methods

Excel spreadsheets were used to collect the data. (Microsoft, USA). The STA-
TISTICA 10.0 program was used to conduct the statistical analysis (StatSoft Inc.,
USA). The Kolmogorov-Smirnov test was used to determine if quantitative vari-
ables satisfied the requirements for a normal distribution. (Gaussian distribution).
Later steps involved applying the appropriate statistical tests based on whether
the variable satisfied the normalcy requirement. The parametric t-test or nonpar-
ametric Mann-Whitney U test was used to compare continuous variables. The
contingency tables and Pearson’s chi-square test were used to compare qualitative
data, with the required Yates’ correction for low observed frequencies. A p-value
of 0.05 was used as the level of statistical significance in the calculations.

Results

Descriptive data and results from individual questions
General information about the child

An analysis of the collected data revealed that 87 girls and 95 boys took part in
the study, and one person did not specify sex. Approximately 38% of the respond-
ents were between 3 and 4 years old. Most of the children (69.39%) scored 10 on
the Apgar scale. Most children were born in the 40th week of pregnancy (55 chil-
dren). Concerning the country of birth of the child, 109 participants were from
Poland; 20, from Great Britain; 9, from Germany; 5, from Spain; 4, from France;
the Netherlands; the Czech Republic; Italy; 3, from England; 2, from Turkey; and
Ukraine; and 1, from Scotland, Sweden, Denmark, Romania, Ireland, Greece, Aus-
tria, Norway, Japan, Hungary, Brazil, Qatar, and New Zealand. Two respondents
did not specify the country of origin of the child. 99 children attended Polish-
speaking kindergartens; 72 children attended kindergartens with one language
other than Polish; and 11 children attended bilingual kindergartens.
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CHART 1
Country of birth of the child
Poland [l GreatBritain  [Jij Germany
W Spain [l France [} Netherlands

B the Czech Republic [l ltalty [ England

[ Turkey | Ukarine Scotland

Sweden [ Denmark [l Romania
M ireland [l Greece [l Austria
M vorwey [l Japan [l Hungary [ Brazil
|0 Qatar ] Newe Zeland [ no specify

no specify

Ireland
1.1%

Turkey 0.6%

11
the Czech Republic
2.2%
Netherlands
2.2%
France

2.2%
Spain

2.8%

Germany

5%
Poland

60.2%

Great Britain
11%

Source: Own elaboration.

CHART 2
Attending kindergarten
polish-speaking kindergarden
1 bilingual- speaking kindergarden

M kindergartens with one language other than Pol...

kindergartens with one language other than Polish
39.6%

polish-speaking kindergarden
54.4%

bilingual- speaking kindergarden
6%

Source: Own elaboration.
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Psychomotor development of the child

The largest group of children (26 persons) spoke their first word at the age of
12 months. Most of the respondents, approximately 70%, uttered their first words
between the ages of 6 and 12 months. The first sentence appeared most often at
24 months of age (26 people). High scores also occurred in months 18 (23 people)
and 20 (13 people) and in months 12 and 15 (each with 12 people). In 129 cases,
there were no problems while the baby was being fed. A total of 101 babies had
ever used a pacifier, and 95% vocalized before saying their first word.

Information about sitting, standing, and walking

When the age of the child when he or she sat down for the first time is ana-
lyzed, two peaks can be observed. Most children sat for the first time at 6 months
of age (47.5%) and at 9 months of age (36.6%). The beginning of the walking pro-
cess for the vast majority of the participants began in the 12th month of life for
66.67% of the subjects.

TABLE 2
General comparison of children’s skills and the most common results

Skill The most common result
First word 12 months

First sentence 24 months

Sitting down for the first time 6 months/9 months
Beginning of the walking process 12 months

Source: Own elaboration.

TABLE 3

Number of children depending on skills/events

Statement Number of children
NO problems while feeding the baby 129

Using pacifier 101

Vocalizing before saying their first word 174

Source: Own elaboration.
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Information about parents and families

In the collected data, the majority of women, as many as 49.1%, gave birth to
a child between the ages of 26 and 31, with the largest number at the age of 29
(25 people). The youngest mother was 20 years old when the child was born, and
the oldest was 42 years old (Histogram 1)Among men, most became fathers aged
between 29 and 35 years (51.37%), and the average age of fathers was 33 years. The
youngest examined father was 23 years old at the time of the child’s birth, and the
oldest was 56 years old. In terms of having siblings, 54.1% of the respondents had
siblings, 38.8% did not have siblings, and 7% of the respondents did not answer
this question (Histogram 2).

Histogram 1
Mother’s age at birth

Histogram: 1. Mother's age at birth of the Child:

No. of obs.

20 23 25 27 29 31 33 3 37 3% M
Category

Source: Own elaboration.
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Comparison of two groups: monolingual and bilingual children

General information about the child: age, sex, and points on the Apgar scale

In our work, there were no significant differences in the columns of a child’s
age and Apgar score between the two groups, which let us exclude these factors’
potential impact on the results. The mean child age in the study group was 4.6
years, and in the control group, it was 5.1 years. In the study group, there were
more male children (58.65%), whereas in the control group, there were only 43.59%
males. The number of females was similar in both groups, with 43 (41.35%) and 44
(56.41%) girls, respectively. In both groups, the Apgar score was approximately 9.5.

There was no significant difference in the week of birth; 39 Hbd for the study
group, while 38 1/2 Hbd for the control group.

TABLE 4
Comparison of the control group and the study group in terms of the average age of the subjects, the
number of boys and girls, the Apgar score, and the week of birth.

Study group Control group
mean child’s age 4.6 y.0. 5.1y.0.
male children 58.65% 43.59%
female children 41.35% 56.41%
Apgar score 9.5 9.5
week of birth 39 Hbd 38.5 Hbd

Source: Own elaboration.

Place of birth and kindergarten type

Our paper’s data show that most children from the study group (32.69%) were
born in Poland, similar to most children (96.15%) from the control group, who
were also born in Poland. In the study group, the other most common countries
in which the studied offspring were born are as follows: the United Kingdom is the
second most popular place (19.23%), followed by Germany (8.65%), and Spain (4.81%).

From the figures collected, it is apparent that a significant number of children
in the study group attended one-language kindergarten (all English) (69.23%).
The next most popular choice was a Polish-speaking kindergarten, with 23.08%
of the children attending. Only 7.69% of the children in the study group attended
bilingual kindergarten. In comparison, most (96.15%) children from the control
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group were drawn into monolingual (only Polish-speaking) kindergarten, and
only 3.85% were drawn into bilingual kindergarten.

Language development: first words and sentences, vocalization

The figures reveal that almost all the children (95.24%) in the study group
vocalized before speaking their first word, whereas only 5 of them (4.76%) did not.
Similarly, in monolingual kids, most (94.87%) vocalized, whereas only 4 (5.12%)
did not vocalize. According to the statistics, children in the study group uttered
their first word later, at 11.59 months, than did children in the control group, at
9.9 months. In terms of speaking their first sentence, monolingual offspring did
so at 18.21 months in comparison to bilingual kids, who did so at 21.40 months.
The language in which bilingual children uttered their first sentence was mostly
Polish (64.42%), followed by English (20.19%) and German (2.88%). A great major-
ity (97.44%) of monolingual kids uttered their first sentence in Polish.

TABLE 5
Comparison of the control group and the study group on the first word and the first sentence

Study group Control group
vocalizing before speaking the first word 95.24% 94.87%
uttering the first word 11.59 months 9.9 months
speaking the first sentence 21.40 months 18.21 months
uttering the first sentence in the Polish language 64.42% 97.44%

Source: Own elaboration.

Problems with feeding and using a pacifier

According to the statistical data, out of the 183 children who participated in
our study, 74 kids (71.84%) in the study group had no trouble feeding, and 29
(28.16%) did. In comparison, in the control group, 55 children (71.43%) did not
have trouble feeding, whereas 22 (28.57%) did have some trouble with it. Statisti-
cally speaking, it is irrelevant.

Among the bilingual families, 57 children (54.29%) did not use a pacifier, and
48 (45.71%) did. In comparison, the situation in the control group was reversed.
Only 25 (32.05%) of the children did not use a pacifier, and 53 (67.95%) did. The
pacifier was used until 16.16 months in the study group and until 17.44 months
in the control group.
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CHART 3
Comparison of the use of smack between the control group and the research group

Control group- using pacifier
Control group -NOT using pacifier
Study group- using pacifier

Study group- NOT using pacifier

Study group- NOT using pacifier

Control group- using pacifier
311% 23

%

Control group -NOT using pacifier

Study group- using pacifier 137%

26.2%

Source: Own elaboration.

Psychomotor development: sitting, walking

The figures reveal that in terms of motor development, the children in the study
group sat at 7.19 months, similar to the children in the control group, who sat at
7.05 months. When they started to walk, the children in the control group did
so at 12.35 months, and the children in the control group did so at 12.15 months.

Information about parents and siblings

In the study group, 83.67% of the households were multilingual (using more
than one language), and 14.28% of the households only used Polish as their lan-
guage of communication. 100% of the control group households used the Polish
language.

The figures reveal that in both the study (30.90) and control (30.40) groups, the
mothers’ ages were similar. However, fathers” age differences in the control group
were lower (30.88) than those in the study group (35.07). The data we collected
for our study show that almost all mothers’ countries of origin were Poland, with
100% in the study group and 97.44% in the control group. Only two mothers in
the control group originated from Ukraine. In the study group, 80% of mothers
used Polish to speak to their children, and in the control group, all mothers spoke
Polish to their babies. The situation is different regarding the father’s native tongue.
In the study group, 31 (29.81%) fathers” primary language was Polish, followed by
English (12.5%), Spanish (7.69%), German (5.77%), and then Portuguese (4.81%).
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Concerning the language used in communication with the offspring in the study
group, 80% of mothers used Polish, 10% used other languages, and 7% used English.
The father’s primary language in speaking with the child is also Polish (24.49%), fol-
lowed by English (19.39%), and the third most popular language is Spanish (8.16%).

The survey also asked if the children had siblings, and in the study group, most
(56.57%) did not have siblings, whereas 43.43% did. The situation was reversed in
the control group. A total of 78.87% of the children had siblings, and only 21.13%
did not. In the bilingual families, we asked about the most common language
used in communication among the siblings, and the data showed that 44.23%
used Polish, 13.46% used English, and 9.62% used German.

CHART 4
Comparison of both groups in terms of having siblings

have siblings [l doesn't have siblings
70

60

50

40

30

20

) .
0

Study group Control group

Source: Own elaboration.

Ability to communicate with peers

The figures reveal that the most commonly used language in the house of
bilingual families is Polish (39.80%), followed by English (29.59%). The situation
is similar when taking into consideration the languages mostly spoken outside
of the house, with 28.57% being Polish and 24.49% being English.

The data we collected for our paper show that in terms of the ability to com-
municate inside the household, children in bilingual families mainly used fluid
compound speech (65.66%); the second most common form of communication
was short statements (19.19%), followed by single words (9.09%), and finally, single
sentences (6.06%). The situation is rather similar in monolingual families, with
85.51% of children using fluid compound speech, 7.25% using single sentences,
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5.80% using short statements, and only 1.45% using single words. The data we col-
lected showed many similarities in terms of the ability to communicate outside of
the household. The only difference is seen in the third most popular way of com-
municating in comparison to the ability to communicate inside the household. In
bilingual families, children mainly use fluid compound speech (59.60%), and the
second most common form of communication is short statements (21.21%), fol-
lowed by single sentences (11.11%) and then single words (8.08%). The situation is
rather similar in monolingual families, with 82.61% of children using fluid com-
pound speech, 10.14% using short statements, 5.80% using single sentences, and
only 1.45% using single words.

When parents were asked to judge their children’s ability to communicate
with their peers on a scale of 1-10, in the study group, parents assessed it at 4.38,
and in the control group, it was 4.55.

Correlations

We looked for connections between the individual survey points and the time
of the first word or sentence, depending on the group.

Correlations between motor development and first word/sentence in both groups.

Both groups had correlations between motor development and first words/
sentences. In the study group, there were associations between the time when
the first word was spoken and when a child started to walk (p=0.018642), and
when the child first sat (p=0.004533). In the research group, there was also a cor-
relation between the age of the child uttering the first sentence and when he sat
(p=0.041888) or began walking (p=0.040431). In the control group, none of these
connections were observed (table 1).

TABLE 6
Time to achieve developmental milestones (months)

Psychomotor development milestone Bilingual Children Monolingual Children
First word spoken 11.59 9.9

First sentence spoken 21.4 18.21

Sitting 7.05 7.19

Walking 12.15 12.35

Source: Own elaboration.
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Is the time of the first word or sentence said affected by the Hbd?

When both groups are considered, a correlation exists between the age of the
first uttered word and the week of birth (p=0.001038). When the subjects were
divided into control and trial groups, the control group showed no correlations.
However, in the research group, there was a significant association between the age
of the first uttered word and the week of birth (p=0.000102). There was also a sta-
tistically significant correlation (p=0,006174) between the time at which the first
sentence was pronounced and the pregnancy week in which the birth took place.

Does the age of the parents influence when the first word or sentence is spoken?
There is no link between these two data points in any of the groups or in the
statistics for all the subjects.

Does the family model affect the time of the first word or sentence?
In any of the groups, as well as in the statistics of all the studies, there was
no significant correlation between these data.

Do children with siblings pronounce the first sentence or word faster?
None of the groups studied, nor did the overall statistics of all the participants
reveal a significant correlation between these data.

Has feeding problems affected the age of the first word or sentence spoken?

In the control group, there was a correlation between the feeding process and
the number of very first words spoken (p = 0.001688). There was no such correla-
tion in the study group.

Has vocalization influenced the time of the first word or sentence?

Among all the subjects, there was a correlation between the occurrence of
vocalizations and the first word (p= 0.043902). When we divided the subjects
into two groups in the study group, we observed a connection between vocaliza-
tion and the time of speech of the first phrase (p= 0.024524) and the timing of
the speech (p = 0.009578). In the control group, these dependencies are statisti-
cally irrelevant.

Has the length of use of the pacifier affected the time of the first word or sentence?
In any of the groups studied, such a correlation was not statistically significant.
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Discussion

According to the results of our research, monolingual children may achieve
speech development faster, but bilingual children still achieve developmental
milestones within the normal range. There was a significant correlation between
Hbd at birth and the time when the first word was spoken among the bilingual
group. We also observed a significant correlation between the time of first words
and sentences spoken and the time of sitting and walking among bilingual chil-
dren. We did not notice this among the monolingual group.

In our work, we did not observe a significant correlation between the duration
of use of the pacifier and the time of the first word or sentence. Similar conclu-
sions are presented in Strutt’s study. There was no significant association between
the duration of pacifier use and any speech outcome measure, except for typi-
cal errors, which are not considered a concern for a child’s speech development.
(Strutt et al., 2021)

Time of saying the first word, the first sentence, and speech development

Our research revealed that monolingual children reach speech milestones
faster. Monolinguals typically say their first word at 9.9 months and their first
sentence at 18.2 months, whereas bilinguals do so at 11.6 months and 21.4 months
for bilinguals. (First word: p=0.022095, first sentence: p=0.087764). These findings
align with those of Calvo et al., who reported that bilingual children, regardless of
socioeconomic status, perform worse on linguistic tasks than their monolingual
peers do (Calvo & Bialystok, 2014). However, bilingualism does not delay speech
development beyond normal developmental standards.

Socioeconomic status often correlates with speech development in bilingual
children. D.D. Dolean’s study revealed that socioeconomic factors, not bilingual-
ism, impact speech development. This study compared Romanian boy develop-
ment in the U.S. with that of peers from low socioeconomic backgrounds. His
father supported his English learning through reading and writing activities,
and the boy outperformed his classmates in reading, speaking, and writing tests
(Dolean, 2022). Our findings support this, as we observed no significant differ-
ences in speech development between multilingual and monolingual children.
Additionally, siblings did not significantly affect the time of the first word.

In contrast to other studies, such as Tsinivits & Unsworth (2021) and Havron
et al. (2019), which suggest that siblings may influence language skills, our study
did not find significant differences in language development between children
with siblings and those without siblings. Previous research has shown mixed
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results—some indicating better skills in children with older sisters, whereas oth-
ers suggest that siblings overall may negatively impact language skills.

Sibling influence, such as socioeconomic status, has been a subject of bilingual-
ism research. One study on Portuguese—English bilinguals in Portugal revealed
that siblings play various roles in shaping the home language environment. Some
younger siblings reject the language model of the older sibling, whereas in other
cases, older siblings act as mediators, maintaining language balance at home. This
highlights the reciprocal relationship between bilingualism and cultural identity
(Obied, 2009). Our findings, along with those of previous studies, emphasize the
need for future research to explore how socioeconomic status, family models, and
parental support influence bilingual development.

The time when children were able to sit and walk

Our research revealed that bilingual children can sit and walk faster than
their monolingual peers can. This is not a large gap, but it is statistically valid.
A similar situation was observed in the research on a group of 104 bilingual chil-
dren who were compared with their monolingual peers at 4 tasks (3 verbal and
one nonverbal), and bilingual children achieved better results during movement
and manual-focused tasks. (Barac & Bialystok, 2012)

The connection between the time of the first word and hbd of birth

In our research, we observed a significant correlation between hbd at birth
and the time when the first word was spoken among the bilingual group. This
corresponds with the results of research on a group of 62 children born between
23 and 41 weeks of gestational age. (Alexopoulos et al., 2021) They also noted
a significant positive correlation between hbd at birth and lingual development.

This finding led us to consider the fact that hbd at birth does not affect mono-
lingual and bilingual children’s abilities to achieve psychomotor developmental
milestones related to speech differently.

Limitations

During our research, we collected data about 183 children, which is a relevant
representation of this group according to the topic of bilingualism. On the other
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hand, we had some issues reaching parents of monolingual children who agreed
to join our research.

Our other concern is the method of research. We collected our data most-
ly through an internet form that we created. It could lead to a situation where
someone filled it out more than once, and we could not prevent that. Our work
however not validated could be compared with other studies. We applied English
and Polish versions of the formula, which we shared online. We believe that this
approach was a good way to reach people from completely different environments
and countries, which made our study sample more diverse.

The big advantage is that we collected specific data referring to developmen-
tally important information, such as the Apgar scale. We also did not focus only
on actual developmental milestones but also asked about steps that usually pre-
cede them.

Conclusions

In conclusion, this study contributes to the understanding of bilingualism and
its impact on psychomotor development in preschool children. While monolin-
gual children may exhibit slightly faster speech development, bilingual children
still achieve developmental milestones within the normal range. The findings
emphasize the importance of considering bilingualism as a relevant factor in
child development research and highlight the need for further exploration of the
diverse aspects related to bilingualism.
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Differential Diagnosis of Subcortical Aphasia and
Dysarthria in the Course of Complex Speech Disorders:
A Case Study of a Patient with Parkinson’s Disease
Following Neurosurgical Complications of Deep Brain
Stimulation Application in the Subacute Stroke Phase

ABSTRACT: A case study of a male patient with Parkinson’s disease who experienced complications
and a hemorrhagic stroke involving subcortical structures following a second neurosurgical opera-
tion for Deep Brain Stimulation (DBS) application is presented. The dynamics of the resolution of
individual linguistic and motor symptoms were assessed. Five periodic diagnoses were performed in
the subacute stroke phase. Gradual resolution of linguistic disorders resulting from the neurologi-
cal incident was identified. Despite confounding variables such as therapeutic care, the dynamics of
changes were significant enough to characterize them in the context of thalamic subcortical aphasia
and co-occurring hypokinetic dysarthria. In cases of complex neurogenic speech disorders resulting
from subcortical structure damage in the subacute stroke phase, it is reasonable to assess the dynam-
ics of symptom progression correlated with neurostructural and physiological analysis.
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Problemy diagnozy réznicowej afazji podkorowych i dyzartrii w przebiegu
zlozonych zaburzen mowy: studium przypadku pacjenta z chorobg Parkinsona

po neurochirurgicznych komplikacjach aplikacji Glebokiej Stymulacji Mézgu

w fazie podostrej udaru

STRESZCZENIE: Przedstawiono studium przypadku mezczyzny z chorobg Parkinsona, u ktérego po
drugiej operacji neurochirurgicznej zwigzanej z zastosowaniem glebokiej stymulacji mézgu (DBS)
wystapily powiklania w postaci udaru krwotocznego obejmujacego struktury podkorowe. Ocenio-
no dynamike ustepowania objawdéw jezykowych i motorycznych na podstawie pigciu okresow-
ych diagnoz w fazie podostrej udaru. Stwierdzono stopniowe ustgpowanie zaburzen jezykowych,
ktére — mimo czynnikow zakltdcajacych, takich jak opieka terapeutyczna — wykazaly wystarczajaca
dynamike, by scharakteryzowac je jako podkorowa afazje wzgorzowa wspotwystepujaca z dyzartria
hipokinetyczng. W przypadkach ztozonych zaburzen mowy o etiologii neurogennej, wynikajacych
z uszkodzenia struktur podkorowych, wskazane jest monitorowanie dynamiki zmian w powigzaniu
z analizg neurostrukturalng i fizjologiczna.
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The issues of differential neurologopedic diagnosis, in cases of both dysfunc-
tions resulting from the lack of development and loss of linguistic competence,
have often been the subject of scientific research and a cause of complications in
the clinical diagnostic process. Speech, recognized in speech therapy research as
“a set of activities that a person performs with the participation of language to
understand reality and convey its interpretation to other participants in social
life” (Grabias 2014, 15), is an extremely functionally complex entity, represented
at the competency (cognitive-mental), performance (realization), and social lev-
els (Grabias, 2014, p. 16).

Differentiating aphasia (particularly cortical aphasias, which are the most
common types) and dysarthria, despite their neurogenic origin, usually does
not pose significant diagnostic problems when they result from a single cause.
Aphasia is a speech disorder caused by organic damage to the central nervous
system, resulting in partial or complete loss of the ability to program or perceive
speech (Maruszewski, 1966, p. 98). This condition particularly refers to the loss of
linguistic competence in a person who previously fully developed it. Dysarthria,
on the other hand, is a speech deficit at the level of the motor execution mecha-
nism, leading to the inability to manage and coordinate the muscles necessary for
respiratory-phonatory-articulatory functions. It is usually associated with other
neurogenic symptoms within the orofacial system, such as difficulties in ingest-
ing liquids and food in the initial phases of swallowing, or dysphagia, which is
a fundamental swallowing disorder (Mirecka, 2008, p. 236). The different nature
of these two speech disorder units makes the identification of specific subtypes
of these deficits more diagnostically challenging.

The complexity of co-occurring diseases and/or neurological incidents sig-
nificantly and directly translates into the level of complexity of neurologopedic
diagnostics (Bigos et al., 2021). In such cases, separating linguistic-realization
symptoms from different sources and identifying symptoms not originating from
any initially analyzed causes is a task requiring advanced clinical experience. Par-
ticularly, identifying subtle symptoms of subcortical aphasias leading to aphonia
and mutism against the backdrop of severe dysarthric disorders resulting from
continuously or episodically progressing degenerative changes within the central
nervous system is a complex and difficult process.

Subcortical aphasias are less typical speech and language disorders compared
to cortical or even transcortical aphasias. Usually associated with the consequenc-
es of damage to the basal ganglia, thalamus, and/or cerebellum, these aphasias
exhibit features of both linguistic and motor deficits (Murdoch, Whelan, 2009).
The key diagnostic challenge here is to distinguish symptoms resulting from cen-
tral integration disorders of linguistic functions from those caused by motor defi-
cits, typical for dysarthria. In neurological patients with various central nervous
system damages, differentiating between aphasic and dysarthric disorders can
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pose additional difficulties, especially in the case of coexisting neurodegenerative
changes and complications following neurosurgical treatment, such as Deep Brain
Stimulation (DBS). A characteristic feature of thalamic aphasia, as indicated by
Crosson, is its spontaneous resolution within a few weeks after the neurological
incident or a change in its symptoms (2013, p. 74). The variable nature of linguistic
disorders resulting from thalamic damage in the context of other aphasias was
also highlighted by Danuta Kadzielawa (1997, pp. 121-130).

Dysarthria in the course of Parkinson’s disease is one of the most character-
istic speech disorders associated with this condition. It results from progressive
degenerative changes within subcortical structures, including the basal ganglia,
which are responsible for the proper functioning of the motor system. Key symp-
toms of Parkinsonian dysarthria include monotony of speech, reduced voice inten-
sity (hypophonia), slowed and unclear articulation, and a tendency to accelerate
speech (so-called festination of speech). In advanced stages of the disease, these
disorders can intensity, leading to almost complete inability for vocal verbaliza-
tion (Rusz et al., 2015). Importantly, Parkinsonian dysarthria often coexists with
other motor disorders, such as hypomimia, tremor, or bradykinesia, further com-
plicating the diagnostic and therapeutic process (Sinclair et al., 2013, pp. 295-298).
In such cases, proper differentiation between deficits resulting from basal ganglia
damage and possible aphasic linguistic deficits requires thorough clinical analysis
and the use of advanced diagnostic methods.

Deep Brain Stimulation surgery is one of the most advanced neurosurgical
methods for treating motor symptoms of Parkinson’s disease that are resistant
to pharmacological treatment. This procedure involves implanting electrodes
into specific brain structures, most commonly the subthalamic nucleus (STN)
or the internal globus pallidus (GPi), and connecting them to a pulse genera-
tor placed under the skin in the subclavian area (Neumann et al., 2023, p. 4457).
Electrical stimulation of these areas aims to modulate abnormal neuronal activity,
improving motor control, reducing tremor, rigidity, and bradykinesia. However,
despite its significant effectiveness in alleviating motor symptoms, DBS can be
associated with neuropsychological complications, including speech disorders
(Groppa et al., 2024, pp. 42-48). Some patients experience worsening dysarthria,
deteriorated articulation, or difficulty controlling breathing during speech after
the procedure (Deuschl et al., 2006, pp. 222-230). Additionally, there is a risk of
symptoms resembling subcortical aphasias, especially if the electrodes are placed
near structures crucial for language processing, such as the thalamus or basal
ganglia (Krack et al., 2010).

In patients with complications following DBS surgery, differentiating between
dysarthria and subcortical aphasia becomes even more challenging, as these
symptoms can overlap, and speech deficits can be dynamic and change depending
on stimulation parameters. Studies show that lesions in subcortical areas affect
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language production disorders and motor speech control, although their exact
role in regulating the latter function is not yet clearly defined (Murdoch, Whelan,
2009, p. 237). Differential diagnosis thus requires close cooperation between the
neurologopedic and neurosurgical teams to precisely monitor the effects of the
procedure and adjust stimulation parameters to the patient’s needs.

Method

A case study is presented, reporting the diagnostic process of a 47-year-old
patient with Parkinson’s disease who underwent neurosurgical operations twice,
with complications occurring during the second procedure. During the implan-
tation of DBS electrodes to modulate the activity of deep brain structures, blood
vessels in the area of the subthalamic nucleus and internal globus pallidus in the
dominant part of the thalamus were damaged. This resulted in intracerebral hem-
orrhage and a sudden increase in intracranial pressure. Edema also occurred in
the thalamus area. During the surgery, the stroke was promptly recognized using
neurophysiological monitoring, the bleeding source was located, and hemody-
namic stabilization was ensured. A decision was made to postpone further inter-
vention and observe the patient in intensive care until the brain edema subsided
spontaneously. A plan was made to resume the operation after this period.

As a result of the above-described complications and the resulting brain injury,
the patient experienced a range of neurological symptoms, including movement,
speech, respiratory-phonatory-articulatory functions, and swallowing disorders. The
patient was also emotionally unstable. He stopped speaking, could not produce any
sound, and could not ingest food or medications orally. The patient’s family arranged
for private neurologopedic, psychological, and physiotherapeutic care, which took
place in the neurosurgery ward, depending on the specialist, 2-3 times a week.

Despite full awareness of his health condition and the consequences of the
sudden loss of previous functionality, the patient showed remarkable motivation
to actively participate in the diagnostic and therapeutic process. His engagement
significantly influenced the accuracy of the clinical assessment and allowed for
regular progress in rehabilitation. It should also be noted that the patient was an
involved father, and returning to this role was one of his main goals. Before the
DBS surgeries, he was professionally and socially active, and after the first proce-
dure, he experienced a significant improvement in quality of life. Thanks to the
partial recovery of functionality, he was able to return to his personal interests
and daily activities, which was associated with the restoration of independence
and self-realization.
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Unfortunately, complications from the second DBS surgery, which resulted in
a stroke, led to significant mood disorders. The patient experienced episodes of
deep sadness, sudden bouts of crying, and feelings of regret and frustration related
to the loss of his previous lifestyle. Despite these difficulties, he maintained a high
level of motivation for further rehabilitation efforts and continuously attempted
to regain his abilities. His determination to improve his health and desire to con-
tinue actively participating in family and social life were key factors in adapting
to new conditions. His attitude demonstrated remarkable psychological resilience,
although clear mood disorders, such as reactive depression, required additional
therapeutic support in psychological and pharmacological terms.

Due to the dynamic nature of the progression of speech disorders and changes
in neural tissue during the acute stroke phase, it was proposed to postpone the
neurologopedic diagnosis by a few days. Ultimately, speech therapy cooperation
began on the eighth day after the neurological incident.

The neurologopedic diagnostic process included reviewing medical docu-
mentation, interviews with the patient’s wife and brother-in-law, interviews with
hospital staff, and telephone consultations with the physiotherapist and psycholo-
gist who also visited the patient. The core of the diagnosis consisted of a series of
experimental-clinical trials based on the standards of speech therapy diagnosis
in cases of aphasia and dysarthria (see: Panasiuk, 2015; Mirecka, 2015).

After a screening assessment of the problem, including observation and
interviews, the neurologopedic diagnostic process was designed to differentiate
between aphasia and dysarthria and identify their subtypes. For this purpose,
the key diagnostic aspect was the characterization of the dynamics of variability
in speech disorders.

As part of the experimental-clinical speech therapy trials, the following func-
tions were assessed using the following tools:

Speech perception assessment: Perceptual tests evaluating the ability to
perceive speech sounds (such as recognizing sounds, differentiating words)
were performed.

Language comprehension assessment: The patient was asked to follow simple
verbal instructions and select appropriate illustrations, according to the
standard proposed in the Speech Comprehension Test.

Acoustic analysis of the speech signal: The Praat tool was used for acoustic
analysis of frequency, intensity, and duration parameters of speech, with
particular emphasis on the presence of the fundamental formant on the
spectrogram and oscillogram. In the acoustic analysis of the patient’s pho-
nation, the recorded dB SPL values were averaged during measurement ses-
sions, meaning they could vary depending on specific conditions such as the
distance of the microphone from the patient and the acoustic background.
Oral gnosis assessment: Tests for identifying tactile stimuli were used, in
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which the patient was asked to recognize objects placed in the oral cavity,
such as different textures or shapes.
Oral praxis assessment: Tests of oral movements were used, in which the
patient was asked to perform movements such as repeating motor patterns of
the tongue, abducting and adducting the jaw, or performing labial explosive
activities.
Naming ability assessment: The Boston Naming Test (BNT) was used in
a modified variant. The modification resulted from the patient’s limited
attention span and involved limiting the examples to 20 per diagnostic
session (equivalent to completing the BNT in three sessions instead of one).
Due to the increasing difficulty level in the test, examples for each session
were selected every third.
Automated word sequences assessment: The patient was asked to reproduce
automated word sequences in two variants: 1) performing a fixed sequence
from beginning to end; 2) co-performing a fixed sequence in the form of
completion. The patient was asked to count from 1 to 10 and to name the
days of the week (attempts to perform other sequences were not undertaken
by the patient). Automated word sequences were assessed for correctness,
fluency, and potential errors and pauses. The intention to perform the word
was considered, followed by an attempt to reconstruct the syllabic pattern
of the word (correctly accentuating the number of syllables) and the initial
syllable or phoneme.
Repetition assessment
Narration assessment
Data on the disease state were collected for 4 weeks starting from the 8th day
after the neurological incident. To identify the dynamics of the progression of
speech disorders, 5 measurements were taken during this time (8th day, 16th day,
22nd day, 29th day, 34th day).

Results

Analysis of medical documentation, interview data, and the patient’s initial
speech therapy assessment, compared with recordings provided before the trau-
matic incident, allowed for the identification of symptoms such as mutism, com-
plete aphonia, impaired speech comprehension, and abolished expressive abilities,
including naming and spontaneous speech, as well as agraphia.
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Speech comprehension assessment

At the beginning of the diagnostic process, the patient showed significant
difficulties in understanding verbal patterns, indicating dysfunction in the area
of linguistic information processing. In the verbal tests conducted, such as the
Speech Comprehension Test (SCT), the patient had difficulties understanding
complex syntactic structures and extracting meaning from situational context.
Moreover, at the initial stage of diagnosis, the patient had problems understanding
simple commands and single words naming objects and actions. It was observed
that the patient could recognize communicative intentions based on prosody and
visual analysis, which was verified through tasks involving identifying emotions
and the speaker’s intentions in situations using different tones of voice and facial
expressions (also involving a close person - the wife, whose intentions the patient
recognized relatively correctly from the beginning). In contrast to verbal tests, in
non-verbal tests engaging other cognitive mechanisms, the patient achieved better
results, although certain limitations related to selective attention also emerged.

Distinguishing between verbal and non-verbal comprehension proved crucial
for understanding the patient’s functional mechanisms. Problems with verbal
comprehension may result from damage to centers responsible for integrating
phonological and syntactic information, which is essential for adequate language
processing. The pattern of disorders suggests that the patient has limited capabili-
ties for acoustic analysis and interpretation of grammatical structures, consistent
with theoretical models of speech comprehension in aphasia, which postulate dif-
ferences in linguistic processing depending on the brain areas involved.

During the first post-traumatic month, significant improvement in the patient’s
speech comprehension abilities was noted, objectively measured in a series of neu-
ropsychological tests and correlated with speech therapy tests. During the second
measurement period, the patient could only understand simple, repetitive com-
mands in everyday situations, such as “sit down” or “come here,” indicating lim-
ited linguistic processing ability in a practical context. Comprehension abilities
began to develop, manifesting in the ability to correctly recognize single words
in clinical trials (third measurement session).

During the third measurement, the patient showed noticeable improvement in
interpreting longer utterances and understanding spatial pronouns such as “here”
and “there,” although he had not yet achieved full competence in more complex
linguistic structures. Statistical analysis of SCT measurement results indicates
significant dynamics in the development of comprehension abilities between
the first and third measurements, with improvement at a statistically significant
level (p < 0.05). Despite persistent difficulties in processing longer forms of utter-
ances and more abstract concepts, the improvement dynamics were most evident
between the second and third diagnoses of the measurement cycle, suggesting
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the possibility of returning linguistic functions to more adaptive levels. On the
day of the last measurement, the patient demonstrated efficient speech compre-
hension, enabling free communication on current topics. Despite still impaired
recognition of meanings resulting from the use of complex syntactic structures,
comprehension was assessed as good.

Respiratory-phonatory function assessment

Acoustic analysis using the Praat software in the initial recovery phase allowed
for the recording of respiratory noises, which constituted a characteristic signal
when the patient was unable to phonate. In this case, the recorded noises were
of low frequency, with amplitude values reaching 70 dB SPL, reflecting airflow
through the respiratory tract. This type of acoustics indicates an inability to
generate tonal sound and may also suggest functional limitations in the larynx
area, such as muscle spasticity, inability to coordinate them, or nerve damage
responsible for phonation.

During the second measurement, the patient began to produce the first
sounds, which, from an auditory and clinical perspective, suggested some pro-
gress, although this development was not the fastest. During this period, despite
the first attempts at phonation, it was still impossible to record the FO param-
eter (fundamental frequency of sound), indicating a lack of stable production
of tonal sounds. The sounds the patient could generate had a frequency below
100 Hz, insufficient for proper acoustic processing. During this stage, the patient
was included in a therapeutic program, and concurrently implemented elements
of manual laryngeal therapy aimed at increasing the flexibility and mobility of
laryngeal structures.

In the third measurement, the FO parameter was recorded for the first time,
which was 123 Hz, a significant step towards rebuilding the patient’s phonation
abilities. Given that respiratory and swallowing rehabilitation had a higher prior-
ity at this time, it is difficult to unequivocally assess to what extent these changes
were the result of rehabilitation and to what extent the natural adaptation process.
However, the progress dynamics, especially in subsequent measurements, were
clear: in the fourth and fifth measurements, improvement in phonation abilities
was observed, manifested by an increase in FO values to 157 Hz and improvement
in the duration and intensity of the phonation signal, which reached 75 dB SPL.

Improvement in respiratory functions proved crucial for the development of
the patient’s phonation abilities. Better control over airflow not only enabled sound
generation but also contributed to the reconstruction of the syllabic structure of
words. Ultimately, improvement in acoustic parameters, such as duration and
intensity of the signal, significantly impacted the quality of the produced sound,
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which, in turn, facilitated better understanding of the patient and interaction with
the environment. These changes highlight the complexity of phonation and res-
piratory processes, which are crucial in the rehabilitation of patients with aphonia.

Oral praxis and gnosis assessment

During the initial recovery phase, parallel to the process of edema resolution,
a significant increase in oral praxis abilities was also noted. From the beginning,
the patient recognized tactile stimuli in the orofacial area at a relatively good
level, and as communication functions improved, he was able to communicate
this better. These are clinical observations. However, I do not have numerical data
that would unequivocally illustrate these progressions.

Repetition assessment

Referring to the quantitative results collected using the tests described in the
methodology does not fully reflect the patient’s progress in repetition. A quali-
tative assessment of this skill is more appropriate. During the first session, the
patient exhibited completely abolished repetition abilities, directly correlated with
comprehension disorders. During the second diagnostic session, with simulta-
neous discrete improvement in speech perception, gross motor skills, and oral
praxis, the patient was able to repeat bilabial plosive phonemes. Over time, he
correctly repeated selected open syllables starting with bilabial phonemes, cor-
rectly realizing vowels. During this diagnostic session, he also reproduced the
syllabic structure of words, often starting them with syllables recognizable by
the environment. In the auditory assessment, repetition abilities improved very
quickly, and these skills could form the basis for reconstructing the expressive
function of speech.

Building spontaneous speech assessment

The development of the patient’s narrative abilities can be considered in the
context of the gradual reconstruction of linguistic and pragmatic competen-
cies. The initial complete aphonia and inability to repeat sounds indicated deep
deficits in speech production, preventing the realization of any narrative forms.
From the perspective of the structural-functional model of narration theory, the
patient could not realize even the simplest linguistic forms because he lacked basic
phonological and syntactic units. His narrative abilities were thus absent at the

https://doi.org/10.31261/LOGOPEDIASILESIANA.2024.13.01.06
p. 9/13



Michat Mazur: Differential Diagnosis of Subcortical Aphasia and Dysarthria in the Course...

microstructure level (lack of correct phoneme production) and macrostructure
level (lack of ability to build event sequences). However, when the patient began
to correctly repeat the first phonemes, a gradual development of the ability to
build simple speech forms could be observed. The patient began to produce short,
incomplete utterances based on repetitive phonetic patterns, which often serve
as thematic units in everyday narratives. This was a breakthrough moment for
the patient’s functioning and his environment, not only for biological reasons
but primarily due to the impression of regaining relative independence and the
ability to realize basic intentions and pragmatic language functions.

As perceptual-realization abilities improved, the patient gradually developed
dialogic abilities. From a clinical point of view, at this stage, some progress in
communication competencies could be observed, particularly in the area of
prosody and intonation, which allowed the patient to convey appropriate com-
municative intentions, even with limited linguistic proficiency. The increase in
correctness in repeating syllables and words influenced the development of dia-
logic structures based on monosyllabic responses and short, schematic phrases
(e.g., “Yes,” “I don’t know”), which the patient began to use in everyday interac-
tions. The man gradually regained the ability to realize prototypical speech acts,
particularly the functions of initiating and maintaining dialogue. Analysis of
his progress indicates a dynamic development of pragmatic language functions,
considering adaptation to new limitations in lexical and phonological resources,
allowing him to partially restore verbal interactions in the form of dialogue with
the environment. Just before the repeated surgery, the patient could participate
in a conversation using simple sentences and fulfilling his communication needs.

Conclusion

The sudden onset of speech disorders, represented in the areas of language
programming, speech perception, and peripheral motor abilities, resulting from
a stroke in subcortical structures in a patient with Parkinson’s disease, suggests
the need for diagnostic consideration between thalamic subcortical aphasia and
hypokinetic dysarthria. Identifying competency dysfunctions resulting from cen-
tral nervous system damage, with abolished communication abilities and psy-
chological dysfunctions shortly after the acute stroke phase, enabled diagnostics
based on analyzing the dynamics of speech disorder development. The patient
was diagnosed with the breakdown of the motor pattern of words and sentences,
fluency and automation disorders, and the abolition of verbal utterances with
almost complete loss of comprehension, characteristic of the clinical picture in the
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course of thalamic and surrounding area damage (Weisman et al., 2003, p. 1865;
Panasiuk, 2013, p. 128). As the study results indicate, the state of competencies
gradually improved - also in the area of programming movements within the
articulatory organs, the ability to swallow liquids and solid foods. The dynamics
of the resolution of movement pattern design disorders allow differentiating these
dysfunctions from dysarthric limitations. These, according to current knowledge,
are mainly progressive (Bigos, 2021, pp. 217-218, 220-221). It is difficult to assess
the impact of confounding variables on the process of reorganizing motor and
linguistic abilities, such as receiving multidisciplinary care or the influence of
other higher cognitive function disturbances on language functions. However,
implementing therapy was of paramount value due to the patient’s well-being,
who needed support in ensuring basic life functions (such as eating, as the patient
showed potential not to be fed via a tube) and ethical considerations. The level
of dynamics in the resolution of speech disorders was high enough to indicate
thalamic subcortical aphasia with suspected secondary metabolic and perfusion
decline in cortical structures (after comparing speech therapy and other medical
results, including functional neuroimaging).

The symptoms characterizing the course of thalamic subcortical aphasia in the
described patient include: non-fluent spontaneous speech (mutism), with variable
comprehension (transition from deep speech perception deficits to relatively well-
functioning comprehension with deficits in processing complex syntactic, narra-
tive structures, and spatial pronouns); efficiently resolving repetition disorders;
naming disorders with a variable, resolving nature.

Speech therapy studies indicate that the clinical picture represented is a com-
bination of aphasic and dysarthric symptoms. It is suspected that after the suba-
cute stroke phase, speech disorder symptoms will not resolve spontaneously but
will persist to some extent (difficult to estimate) in the form of hypokinetic dys-
arthria and aphasia taking on a kinetic, efferent, centrifugal-motor character (in
A. R. Luria’s terms). The estimate of the future course of speech disorders was
made based on the previously presented results. Therefore, it was recommended
that the patient and his family undergo a repeated neurologopedic assessment
after transitioning to the chronic stroke phase and regular speech rehabilitation.

It is concluded that assessing the dynamics of speech disorders in the case of
a complex clinical picture, consisting of suddenly developed neurogenic speech
dysfunctions, allows for effective and complete diagnosis and differentiation of
the scope of these disorders. Motor symptoms, resulting from impaired program-
ming of speech motor and sensory activities due to subcortical structure damage,
could thus be effectively classified as thalamic aphasia rather than dysarthria.
This highlights the source of potential aphasic disorder progression and allows
for programming effective, individually designed speech therapy.
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Limitations of the study

The assessment of the dynamics of linguistic and realization symptoms was
influenced by confounding variables such as the implementation of multidisci-
plinary care during this time and diagnosis in the subacute stroke phase. Some
speech therapy symptoms were assessed according to qualitative criteria, and
although this was clinically justified, their quantification into quantitative data
to precisely indicate the degree of dynamics of changes was not performed. The
study included a description of speech therapy results. Conducting a covariance
analysis considering the results of psychological and psychiatric tests as depend-
ent variables on a larger research group could be developmental.
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Scale for assessing the sensitivity of the oral-facial
(orofacial) complex of children from birth to 3 years of age
SOWKUT! in the context of feeding disorders’

ABSTRACT: The aim of the study was to provide a reliable tool for identifying feeding problems in
children from the first month of life up to three years old. This tool is the Scale for Assessing Sensitiv-
ity of the Oral-Facial Complex (SASOFC), which consists of two subscales: Sensory Hypersensitivity
and Oral Functions, Anatomy, and Functioning of Articulatory Organs. The first subscale is com-
pleted by a specialist based on an interview with the child’s parents or caregivers. The assessment
using the second subscale is conducted through a physical examination of the child. Construct valid-
ity was established in a study of 305 children aged 0-3 years. The normative sample (n = 153) and
the clinical sample (n = 152) were recruited from daycare centers. Comparison of the mean scores
between the normative and clinical samples achieved high significance in both subscales. The scale
also demonstrates high reliability indices (test-retest 0.99; a = 0.96) and validity (Fleiss’ kappa 0.65).
Based on the obtained results, percentile norms corresponding to the sample were constructed. We
conclude that the Scale for Assessing Sensitivity of the Oral-Facial Complex (SASOFC) is an impor-
tant and reliable tool suitable for assessing sensory-based feeding problems in young children, in
both research and diagnostic settings.

KEeyworbDs: oral-facial sensitivity, feeding disorders, feeding scale

Skala oceny wrazliwosci kompleksu ustno-twarzowego (SOWKUT)
w ocenie zaburzen karmienia u dzieci w wieku od urodzenia
do 3 roku zycia

STRESZCZENIE: Celem badania bylo dostarczenie wiarygodnego narzedzia do identyfikacji pro-
bleméw z karmieniem u dzieci w wieku od pierwszego miesigca zycia do trzech lat. Narzedziem
tym jest Skala oceny wrazliwosci kompleksu ustno-twarzowego (SOWKUT), skladajaca si¢ z dwoch

! Scale for assessing the sensitivity of the oral-facial complex, Pracownia Testow Psychologic-
znych i Pedagogicznych w Gdansku, Gdansk, 2022. * Corresponding author
2 The tests were carried out as part of own research.
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podskal: Nadwrazliwos¢ sensoryczna i Funkcje oralne, anatomia i funkcjonowanie narzgdow arty-
kulacyjnych. Pierwsza z nich wypelnia specjalista na podstawie wywiadu z rodzicami/opiekunami
dziecka. Badanie z uzyciem drugiej podskali przeprowadza si¢ na podstawie badania fizykalne-
go dziecka. Trafnos¢ konstruktu ustalono w badaniu 305 dzieci w wieku 0-3 lat. Badang pro-
be normatywna (n = 153) i probe kliniczng (n = 152) rekrutowano z o$rodkéw opieki dziennej.
Poréwnanie $rednich wynikéw proby normatywnej i klinicznej osiagneto wysoka istotnosé¢ w obu
podskalach. Skala charakteryzuje si¢ takze wysokimi wskaznikami rzetelnosci (test, re-test 0,99;
& [2?] = 0,96) i trafnoéci (kappa Fleissa 0,65). Na podstawie uzyskanych wynikéw skonstruowano
normy percentylowe odpowiadajace probie. Wnioskujemy, ze Skala do oceny wrazliwosci komplek-
su ustno-twarzowego (SOWKUT) jest waznym i niezawodnym narzedziem, odpowiednim do oce-
ny probleméw z karmieniem na tle sensorycznym wystepujacych u matych dzieci, w warunkach
zaréwno badawczych, jak i diagnostycznych.

SEOWA KLUCZOWE: wrazliwo$¢ ustno-twarzowa, zaburzenia karmienia, skala karmienia

Introduction

The first 1000 days of a child’s life are a time of feeding optimization. In
this period, a child moves from the stage of breast or bottle feeding to con-
sumption of solid foods. In the case of children who refuse to consume meals
or eat only selected products, there is a high risk of nutritional deficiencies,
which negatively impact their psychophysical development (Carruth, Ziegler,
Gordon, Barr, 2004; Reverri, Arensberg, Murray, 2022; Bombik-Broni¢, Woj-
tyniak, Horvath, 2023). Sometimes, however, so-called aversion to the con-
sumed meals may be due to greater sensory sensitivity of the oral-facial (oro-
facial) complex (Koziol-Kozakowska, Pidrecka, 2013)’. Given that children with
feeding disorders can also manifest difficulties related to tactile hypersensi-
tivity, the diagnostic process should be interdisciplinary, taking into account
medical determinants such as paediatricians’ and gastroenterologists’ evalu-
ations; psychological determinants, i.e. an analysis of environmental factors
and parental attitudes; and the therapeutic aspect, allowing speech and sen-
sory therapy issues to be taken into account (Figure 1). Where based on the
assumptions listed above, the diagnostic process creates a real possibility of
establishing the causes of difficulties, thus allowing an effective therapeutic
intervention to be conducted.

? Oral (orofacial) defensiveness may form part of tactile defensiveness or sensory defensiveness.
Tactile defensiveness is high reactivity of the tactile system. Sensory defensiveness is high reactivity
of several modalities, e.g. touch, smell and taste, at the same time.
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FIGURE 1
Interdisciplinary approach to feeding disorder diagnosis

psychological
aspect

therapeutic (neuro-
speech therapy,
sensory) aspect

A disorder involving avoidance or restriction of food intake (ARFID)* has
been distinguished as a nosological unit in the diagnostic criteria of psychological
disorders within the DSM-5 classification and the ICD-11 classification of mental
and behavioural disorders. According to Bombik-Broni¢, Wojtyniak and Horvath
(2023), it has a non-organic basis and is connected to environmental factors such as
the parents’ unconscious attitude, which reinforces the child’s difficult food-related
behaviours. The attitude of premature babies’ mothers is particularly important
during diet expansion. Interesting data on the subject are provided in a study by
Silberstein, Geva, Feldman et al. (2008). Also extremely important in the feeding
process are parental interactions with the child (Crapnell, Woodward, Rogers et
al., 2015). Sensory aversion to food has also been included in the Diagnostic Clas-
sification of Mental Health and Developmental Disorders of Infancy and Early
Childhood DC: 0-3 R (2005)° and the updated Diagnostic Classification of Men-
tal Health and Developmental Disorders of Infancy and Early Childhood DC: 0-5
R (2021) as undereating disorder®. Both classifications include refusal to eat foods
with a specific smell, taste or consistency, which may be a manifestation of sensory
hypersensitivity of the oral-facial complex. As a result, children often refuse to eat
at all or to consume specific foods that they find unpleasant due to their texture,
temperature, smell or taste. Children with sensory hypersensitivity of the oral-facial
complex usually also protest against expansion of their diet; agree to eat meals after
specific conditions have been met - for example, they will only eat while watching
cartoons; or exhibit anxiety reactions such as avoidance and crying. Children in

* ARFID (Avoidant/Restrictive Food Disorder) - a disorder involving difficulties experienced
during eating or feeding. It is characterized by avoidance of foods or lack of interest in eating, which
can result in nutritional deficiencies, the need for supplementation or enteral feeding.

> Item 604 Sensory aversion to food

¢ Jtem 60.6 Undereating disorder
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this group can also react with aversion to hygienic tasks such as tooth brushing,
face washing, application of cream to their face and haircutting. Moreover, prob-
lems are also observed during dental and orthodontic care. It should be emphasized
that hyperreactivity of the tactile system in the oral and facial area may also be
accompanied by tactile hyperreactivity of the whole body, particularly the palms,
which manifests itself as an unwillingness to pick up objects, engage in sensory
play using sand, wear gloves or hold hands (i.a. Ayres, 1974; 1991; Mailloux, 1992;
Mass, 1998; Grzybowska, Przyrowski, 2003; Elliot, 2003; Kimball, 1999; Steinberg,
2007; Abernethy, 2010: Wisniewska, 2015). Additionally, symptoms of hyperreactiv-
ity of other sensory systems, including the olfactory, taste, auditory and the visual,
may be observed in many children with tactile system hyperreactivity (Maas, 1998;
Smith, Roux, Naidoo, Ventera, 2005; Miller, 2016).

As clinical practice shows, hyperreactivity of the oral-facial (orofacial) complex
is a problem for a significant group of children, both with neurotypical and non-
neurotypical development (i.a. Ayres, 1974; Baranek, Berkson, 1994; Ermer, Dunn,
1997; Barnes, 2001; Dunn, Myles, Orr, 2002; Watling, Deitz, White, 2001; Chatoor,
2002; Smith-Myles, Hagiwara, Dunn i in, 2004; Dodrill, McMahon, Ward, 2004,
Chatoor, 2009). Feeding problems occur in 25-40% of children under 3 years of
age, and include vomiting, excessively slow eating or refusal to consume foods,
which may indicate sensory hypersensitivity (reactivity) (Bernard-Bonin2006; Jag-
ielska, 2013; Mairs, Nicholls, 2016). Early diagnosis and therapy of hypersensitivity
of the oral-facial complex are particularly important in the case of patients with
non-neurotypical development or children from high-risk pregnancies, in whom
each additional developmental difficulty leads to the accumulation of irregulari-
ties (i.a. Adams, 2022). The high-risk group for hypersensitivity of the orofacial
complex includes premature babies, who due to feeding via a nasogastric tube may
experience long-term changes in sensitivity of the oral cavity and face, and as a
result, delays in feeding and diet expansion (Dodrill, McMahon and Ward, 2004).
Interesting results are also offered by a meta-analysis of studies on developmental
difficulties in premature babies, which demonstrated that prematurely born babies
are characterized by a high ratio of eating difficulties, primarily during their first
developmental years (Walton, Daniel, Mahood et al., 2022). Significantly, these dis-
orders pertained both to orofacial motor function and to behavioural areas related
to food. It has additionally been demonstrated that also children diagnosed with
circulatory disorders, diseases of the respiratory system and neurological disorders
are at risk of feeding problems (Walton, Daniel, Mahood et al., 2022).

Differential diagnosis of the causes of feeding disorders is a significant issue
in the context of further educational and therapeutic procedures. In the case of
children who decline meals or who have a restricted diet there is a risk among
others of limited sensory stimulation in the oral and facial area. This leads to a
lack or limiting of natural training of the articulatory organs, and then impacts
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the quality of articulatory organ functioning, and thus speech development
(Chatoor, 2009). Figure 2 presents selected consequences of oral-facial complex
hypersensitivity.

FIGURE 2
Possible consequences of oral-facial complex hypersensitivity

limited stage of
exploration of the
oral cavity with

hands

limited
stimulation of
articulatory organs

hypersensitivity of the
oral-facial complex

limited stimulation of
the oral cavity as
regards touch, smell
and taste

limited
manipulation as
regards fine

motor function

Many tools have already been developed to assess neuromotor development of
babies and small children’. However, none of the available tools take into account
sensory sensitivity issues, including sensitivity in the oral-facial area and oral-facial
complex functioning, such as food selectivity-type difficulties with food intake.
The Montreal Children’s Hospital Feeding Scale (MCH-FS)?, available in Poland, is
intended for the preliminary assessment of risk and severity of feeding difficulties;
however, it does not include the sensory aspect in the assessment of feeding disorders.

Given the above, the object of the present study was to develop a Polish tool
for assessing the condition of the oral-facial complex in the context of sensory
reactivity (sensitivity) in children. The tool we propose, the Scale for assessing
the sensitivity of the oral-facial complex (SOWKUT), makes it possible to assess
sensory sensitivity in the oral-facial area and indicates which areas require thera-
peutic intervention.

7 Munich Functional Developmental Diagnostics, Vojta method, Structured Observation of
Motor Performance - SOMP I, Alberta Infant Motor Scale — AIMS, Bayley Scales of Infant Devel-
opment, 3rd edition - Baley III, Peabody Developmental Gross Motor Scale - PDGMS, Peabody
Developmental Motor Scale 2 PDMS-2, Early Intervention Developmental Profile - EIDP, Movement
Assessment for Infants - MAIL Prechtl’s assessment of general movements - GMs, Movements Test
of Infant Motor Performance - TIMP, Goal Attainment Scaling - GAS, Children’s Development
Scale (Dziecieca Skala Rozwojowa) — DSR, Autism Diagnostic Observation Schedule - ADOS-2,
Adult ADHD Self-Report Scale — ASRS.

8 The scale is meant for children aged from 6 months to 6 years and contains 14 questions cov-
ering the main areas of feeding; each answer is graded on the 7-point Likert scale. The Scale was
adapted into Polish by Katarzyna Babik, Piotr Dziechciarz, Andrea Horvath and Pawet Ostaszewski.
The Polish version of the Montreal Children’s Hospital Feeding Scale (MCH-FS): translation, cross-
cultural adaptation, and validation. Pediatria Polska — Polish Journal of Paediatrics. 5/2019 vol. 54.
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Description of the Scale for Assessing the Sensitivity
of the Oral-Facial (OROFACIAL) Comlex - SOWKUT

Development of the SOWKUT scale started with the preparation of a set of
questions about the sensory sensitivity of the oral-facial area and the functioning
of the articulatory organs. In the years 2013-2017, the validity of the individual
items with respect to the area in question was verified in clinical practice, with
the most frequently occurring symptoms of sensory hypersensitivity of the oral-
facial area and the parameters for assessing articulatory organ functioning as
the basis. The comprehensibility, clarity and accuracy of the questions was also
taken into account. After verification, items that did not meet the above criteria
(14 in total) were removed from the scale.

Next, in order to establish the tool’s psychometric value, tests were carried out
on children with developmental disorders (n = 152) as the experimental (clinical)
group and on children with neurotypical development (n = 153) as the control
group. The clinical group comprised children diagnosed with genetic defects, cer-
ebral palsy, spinal muscular atrophy, sucking and feeding disorders, and delayed
speech development (Figure 3). The subjects of the study were aged up to 3 years.

FIGURE 3
Children in the experimental group in percent. Source: own compilation

B Feeding disorders

H Developmental delay

B Down's syndrome

M Austism Spectrum Disorder
(ASD)

m Cerebral palsy (CP), type:
tetraplagia

B Abnormal musde tone

Prematurity

Other

As Figure 3 shows, the most numerous group were children with feeding dis-
orders (n = 30), delayed speech development (n = 20), Down’s syndrome (n = 19)
and autism spectrum disorder (n = 18).
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The tests were carried out from October 2020 to April 2021 at the Clinic of
Gastroenterology, Hepatology, Feeding Disorders and Paediatrics of the Children’s
Memorial Health Institute in Warsaw, in Centrum Terapeutyczne “Uniquecenter”
and in nurseries in the Mazowieckie province. The tests were conducted dur-
ing individual meetings with each child and its parents. Parents gave informed
consented for the participation of their children in the study. Over the course
of testing, the diagnostician conducted a short interview with the child’s parent
and then assessed the parameters of functioning of the child’s oral-facial com-
plex according to the criteria contained in the Scale for assessing the sensitivity
of the oral-facial complex.

Analysis of the collected results and the psychometric assessment of the Scale
(presented in a further part of the article) allowed 36 items in 2 subscales to be
distinguished (Table 1).

TABLE 1
Selected items from Subscales I and II

Subscale I. Sensory hypersensitivity Subscale II. Oral functions, anatomy and
Assessment of tactile sensitivity of the face, oral ~ functioning of the articulatory organs
cavity and hands (17 items) Assessment of the manner of food ingestion by

the patient, muscle tone and, structure and
functioning of the articulatory organs (19 items)

Protests/reacts negatively during washing, hair ~ Has/had problems swallowing liquid food
brushing, face washing, tooth brushing, nail (item 2).

clipping (item 1).

Places hard items, e.g. zippers, pencils/crayons, Has/had problems swallowing lumpy foods

toys, in mouth or bites on them (item 6). (item 4).
Avoids touch by others (defends themselves, Pushes or spits food out from the mouth
pushes away, runs away, shouts, reacts (item 11).

aggressively, etc.) (item 10).

Avoids clothes with a given texture. Is made Salivates excessively (item 14).

uncomfortable by the presence of tabs, seams,

turtlenecks, scarves, stiff collars (item 11).

Avoids/reacts with aversion to specific smells Has abnormalities in the anatomical structure
(item 15). of the facial bones (item 18).

The scale is a tool for categorical YES/NO assessment. For each positive
response (YES), the patient is given 1 point. Each lack of a positive response (nega-
tive response) means 0 points. The maximum number of points that a patient
can achieve is 36.

For each question, explanations are provided (What to take into account dur-
ing the test), making it easier for the diagnostician to establish the causes of a
symptom that is manifested behaviourally, e.g.:

https://doi.org/10.31261/LOGOPEDIASILESIANA.2024.13.01.01
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Subscale I

Question 1.

Protests/reacts negatively during washing, hair brushing, face washing, tooth
brushing, nail clipping — underline as appropriate.

The subject behaviourally manifests negative reactions to hygienic activities
described in the question. The diagnostician enters an X in the YES box. Their
task is to establish why the subject manifests the given symptom. To this end, the
explanations under the question may be useful:

When diagnosing tactile hypersensitivity, negative experiences connected to those
listed in the statement should be taken into account, e.g. during hair washing the
child’s face is frequently splashed, during nail clipping the child was cut, during
hair combing the child’s hair was pulled.

According to the norms developed, high results are those that exceed 3 points
on the general scale (the maximum possible result is 36 points). This means that
a patient who received an overall raw result of 3 points or more requires broader
diagnosis and possibly therapeutic intervention. The high sensitivity and speci-
ficity and also the validity and reliability of the Scale for assessing the sensitivity
of the oral-facial complex allow the conclusion that this tool meets so-called psy-
chometric adequacy criteria.

In addition to the normalized psychometric indicator (overall result), the
diagnostician can enter the results of Subscales I and II on the profilogram. The
values obtained should be interpreted in qualitative terms. Here it would be help-
ful to relate the results for each of the two clinical subscales to a scale in percent.

Testing with Subscale I does not require contact with the patient. The diag-
nostician can collect information on sensory reactivity during an interview with
the caregivers. Testing using Subscale II requires the diagnostician to be in direct
contact with the child. For purposes of individual diagnosis, primarily the over-
all result, i.e. the total of results from the two subscales (psychometric indicator)
should be used, while the two subscales should be treated as auxiliary indicators
and interpreted qualitatively.

It is recommended that the Scale be used by specialists: primarily speech
therapists, neuro-speech therapists and sensory integration therapists in coop-
eration with speech therapists.

https://doi.org/10.31261/LOGOPEDIASILESIANA.2024.13.01.01
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Evaluation of the Scale for Assessing the Sensitivity
of the Oral-Facial (OROFACIAL) Comlex - SOWKUT

Reliability

To evaluate the Scale’s reliability, an estimation method using repeat meas-
urement was applied. An estimate of the test’s absolute stability (so-called test-
retest or test stability) was used: an interval of around 3 months was introduced
between the first and second test.’ The value of the correlation coefficient (usu-
ally Pearson’s r) between the two sets of results (from the first and the second
instance of the test) is the measure of reliability here. As results of the test-retest
method may by impacted not only by memory and learning, but also by other
factors related to the specific situation in which the test is carried out (e.g. the
time of day, the diagnostician’s attitude) and the patient’s state (e.g. current mood,
physical condition), the second measurement is carried out with the same condi-
tions preserved. The results are illustrated in Table 2.

TABLE 2
Reliability coefficients for each subscale of the Scale for assessing the sensitivity of the oral-facial
complex

Subscale Test-retest
I Sensory hypersensitivity 0.99
II  Oral functions, anatomy and functioning of the articulatory organs 0.99

The second method of assessing the reliability of the Scale was the estimate
of internal consistency.”” Cronbach’s alpha was used for this. The values of the
reliability coefficients and descriptive statistics are presented in Table 3.

High values of Cronbach’s reliability coefficients a were achieved: above the
0.90 value recommended in the case of questionnaires and tests intended for
individual diagnosis. The standard measuring errors were 1.21 for Subscale 1, i.e.
sensory hyperactivity, 1.23 for Subscale I, i.e. oral functions, organ anatomy and
functioning, and 1.21 for the overall result. The distributions of the results for the
individual scales were right-skewed.

° No optimal interval has been established in psychometrics. Thus it is proposed that the break
between tests should be sufficiently long for the test subjects to forget the material presented pre-
viously. However, an overly long break can cause the feature measured for a patient by the test to
change.

1 Internal consistency is used to investigate the reliability of measurement achieved by a given
test and indicates the degree to which items in the test refer to the same construct. It involves con-
ducting the test on a group of people once.
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TABLE 3
Value of Cronbach’s alpha for the subscales and descriptive statistics
Subscale k. M SD min max S K a
s 0.95
Sensory hypersensitivity 19 3.83 5.23 0 17 1.19 -0.04 95% CI [0.94; 0.96]
Oral functions, organ 0.94
anatomy and functioning 17449 549 0 19 107 -0.13 95% CI [0.93; 0.95]
Overall result 36 832 953 0 36 092 -0.27 096

95% CI [0.95; 0.97]

k - number of items; M — mean value; SD - standard deviation; min - minimum value obtained in sample; max - maximum
value obtained in sample; S - value of the skewness measure; K - value of the kurtosis measure; a — value of Cronbach’s reli-
ability measure a; 95% CI - 95% confidence interval

Validity

To assess the construct and content validity of the Scale, the competent judges
procedure was applied. Four experienced clinicians in the studied discipline acted
as the competent judges. They were specialists with at least 10 years’ professional
experience in speech therapy, neuro-speech therapy or diagnosis and therapy of
sensory integration (SI). The competent judges were familiarized with the study
objectives and topics. The basic concepts were defined and individual items of the
Scale (questions) were discussed; it was ascertained that they were comprehensi-
ble. Next, clear and exhaustive instructions were prepared and it was ascertained
that they had been understood. The judges made their assessments independently,
without consulting each other. Concordance between the judges was verified using
Fleiss’ kappa measure. The results are presented in Table 4.

TABLE 4.
Value of Fleiss’ kappa obtained in the judges’ concordance test

Concordance a
Belonging in the subscale Sensory hypersensitivity 0.8595% CI [0.66; 0.99]
Belonging in the subscale Oral functions, organ anatomy and functioning 0.58 95% CI [0.39; 0.77]
Belonging in subscales 0.29 95% CI [0.10; 0.48]
Not belonging in the subscales 0.67 95% CI [0.48; 0.86]
Overall 0.65 95% CI [0.52; 0.78]

95% CI - 95% confidence interval

Overall concordance between the judges turned out to be significant, as the
value of Fleiss” kappa was above 0.61. Concordance on whether items belonged
in the subscale Sensory hypersensitivity was high, with the kappa coeflicient
exceeding 0.81 (Landis, Koch, 1977). However, concordance as to whether items

https://doi.org/10.31261/LOGOPEDIASILESIANA.2024.13.01.01
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belonged in the subscale Oral functions, organ anatomy and functioning was mod-
erate (kappa value in the range 0.41-0.60).
The tool’s factor structure was verified with confirmatory factor analysis.
Table 5 shows the mean values of the results obtained in the clinical group and
in the control group. The table was supplemented to include values of Student’s t test
for independent samples. Because of the skewness of the distributions ascertained
(cf. Table 5), statistical significance was established via the bootstrapping method.

TABLE 5
Mean values of the results obtained in the clinical group and in the control group.

Group
Subscale control clinical t df p d
M SD M SD
Sensory -1.63
hypersensitivity 004 192 715 542 <1420 18825 0001 go0 Vo ) 3

Oral functions,
organ anatomy and 0.61 1.63 840 523 -17.55 179.81 0.001
functioning

2.02
95% CI [-2.29; -1.74]

-2.31
95% CI [-2.60; -2.02]

M - mean value; SD - standard deviation; ¢ - value of Student’s ¢ test for independent samples; df - number of degrees of free-
dom, p - two-tail statistical significance; d - Cohen’s d effect size; 95% CI - 95% confidence interval

Overall result 1.14 320 1555 823 -20.13 19544 0.001

Mean values of the results obtained in the clinical group were statistically
significantly higher than the mean values of the results obtained in the control
group. The values of Cohen’s d effect size indicated a strong effect of differences
between groups, i.e. they were above 0.80 (Cohen, 1988).

The scale for assessing sensitivity of the oral-facial (orofacial) complex has a
set threshold allowing the best classification of the tested patients into the clini-
cal group or the normative group, and also sten and percentile norms.

Results

Although during the process of psychometric development no results were
obtained that would confirm the need to distinguish two subscales, the subscales
were distinguished clinically for diagnostic and therapeutic use. As a tool for
individual diagnosis, primarily the overall result, i.e. the total of results on the
two subscales (psychometric indicator) should be used, while the two subscales
should be treated as auxiliary indicators (interpreted qualitatively).
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The conducted tests indicated that 98.7% of the studied children in the clini-
cal group manifested disorders in the oral-facial complex area, both as regards
greater sensory reactivity (Subscale I) and of anatomy and physiology of the
articulatory apparatus (Subscale II) (Diagram 1). This means that the results
of 150 children from the test group exceeded the threshold value of 3 points
that indicates difficulties in the oral-facial complex area. In comparison, in the
control group there were only 18 children whose results were above the thresh-
old value (Diagram 1).

DiaGram 1
Percentage of persons in the test group and in the control group whose results were above
the threshold value of 3 points

100% 98,7%

90%
80%
70%
60%
50%
40%
30%

20% 11,8%
10% [—|
0%

Control Test

Threshold value of 3 points exceeded

Group

Subscale 1. Sensory hypersensitivity

Analysis of individual test items indicated that 53% of children in the test
group reacted negatively to hygienic activities (e.g. hair combing, nail clipping,
face washing), while 49% avoided finger painting, touching wet sand, glue, etc.
Discomfort related to clothing with a given texture and the presence of tags or
seams was recorded for 43% of the children. Dentist’s and orthodontist’s visits
were difficult or impossible for 63% of the tested group. Children in the clinical
group also had a limited diet, consuming selected foods (45%), while 49% avoided
touching food, especially with a sticky, viscous consistency. Excessive reactions
to low-intensity pain appeared in 32% of the studied group and 34% experienced
anxiety when they did not know who was touching them. Concentration difficul-
ties concerned 44% of children in the clinical group.
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Subscale II. Oral functions, anatomy and functioning
of the articulatory organs

The conducted study indicated that problems with sucking appeared in 66%
of the study group. They manifested in arching one’s back, pulling away, crying
and reluctance to suck. In the clinical group, problems with swallowing foods
were also observed (liquid - 42%, thickened - 42%, lumpy - 57%). Difficulties
related to chewing and biting were experienced by 64% of the children, and 48%
choked and/or gagged during meal consumption. Anxiety in feeding and drink-
ing situations that manifested in turning away the head or closing the mouth
appeared in 44% of the clinical group.

Additionally, irregularities in anatomy and physiology of the articulatory
organs were observed in the clinical group (Diagram 2). A habitually open mouth
was observed during both sleep (57%) and play (61%). 67% of the clinical group
had been diagnosed with abnormal muscle tone. In 34% of children from the
clinical group, irregularities in the anatomic structure of the articulatory organs
(e.g. short frenulum, cleft palate) had been diagnosed. Malocclusion occurred in
23% while symptoms of risk of delayed speech development were present in 67%".

The conducted tests also showed what difficulties were experienced by chil-
dren in the control group as regards sensory sensitivity (Subscale I) and oral
functions, anatomy and functioning of the articulatory organs (Subscale II). The
elevated results related to negative tactile reactions during hygienic activities (e.g.
face washing, tooth brushing) and in contact with clothes of a specific texture
(Subscale I) are particularly noteworthy. Meanwhile for Subscale 2, higher results
were obtained for primary functions connected to sucking, biting and chewing
and irregularities in the anatomic structure of the facial bones.

Discussion

The results of the study indicate that children from the clinical group obtained
high results both on the Sensory hypersensitivity subscale and the Oral functions,
anatomy and functioning of the articulatory organs subscale, which suggests dif-
ficulties with correct reception of tactile sensations, irregularities of primary
functions within the masticatory organ (e.g. sucking, biting, chewing) and incor-

" 'The observed symptoms included late babbling, small vocabulary and difficulties in imitat-
ing onomatopoeic expressions, using one word for multiple objects, lack of simple sentences such
as “Mama am” (Mum eat) (in children over 12 months).
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rect distribution of muscle tone. These problems are directly connected to diet
expansion and speech development (Koziol-Kozakowska, Piérecka 2013; Matyja,
Doroniewicz, 2016; Babik-Broni¢, Wojtyniak, Horvath, 2023). The obtained results
correspond with the available literature (Dodril, McMahon, Ward, 2004; Walton,
Daniel, Mahod, 2022) and as other scholars indicate, they demonstrate the neces-
sity of interdisciplinary diagnosis of feeding disorders, particularly in the case of
children with non-neurotypical development.

The collected results also provided evidence that the SOWKUT scale is an
accurate tool allowing to assess sensory difficulties during diagnosis of feeding
disorders and to identify patients with disorders of orofacial sensitivity within a
population of healthy children.

The study presented above, the first in Poland on sensitivity of the oral-facial
complex in the context of difficulties with feeding and /or food ingestion, does not
exhaust the topic of feeding disorders in infants and children. Feeding disorders
have many causes, including factors of a medical, environmental and psycho-
logical nature. Formulating fixed guidelines for the feeding of infants and small
children is exceptionally hard, particularly in the case of children with already
diagnosed developmental disorders or those at risk of the former.

Parents’ protective behaviour stemming from increased awareness of the
principles of feeding, diet expansion and correct attitudes can be conducive to
building a positive feeding and food consumption atmosphere, and as a result
decrease the intensity of feeding-related difficulties. Meanwhile, non-protective
behaviours by the parent/caregiver resulting from their own high sensory sensi-
tivity, difficulties in adjusting to each other and communication can negatively
impact the feeding process. Where feeding problems result in symptoms that are
recorded by doctors (e.g. weight loss, deterioration of blood parameters, etc.), a
child receives medical support that is necessary in that situation, but at the same
time becomes a source of stress both for the child and for its family. It is possible
that earlier monitoring of these difficulties, also including non-medical factors
(such as sensory hypersensitivity), would reduce the frequency and/or intensity
of feeding disorders in small children.

Because of the complex nature of problems experienced by patients with feed-
ing disorders, it should be remembered that the diagnostic process should be
interdisciplinary (i.a. Steinberg, 2007). It is particularly notable that many studies
(e.g. Daniel, Mahood, 2022) mention stress experienced by the parents of a child
with difficulties in food intake and the increase in parental behaviours involving
forced feeding, which in turn can lead to an exacerbation of feeding disorders.
In the practice of feeding disorder therapies, various behavioural procedures are
used with the goal of reducing aversion to eating and increasing tolerance to cer-
tain foods or the range of consumed foods. Broadening these actions to include
sensory strategies, i.e. diet modification and providing a controlled amount of
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proprioceptive stimuli to all areas of the body with special attention to the oral
and facial area may bring positive results (Royeen and Lane, 1991; Wilbarger and
Wilbarger, 1991; Williamson and Anzalone, 2001; Baranek, 2002; Case-Smith and
Humphry, 2005; Cermak, Mitchell, 2006; Lane, 2008).

Recommendations for therapeutic practice

Using the Scale for assessing the sensitivity of the oral-facial complex in diag-

nostic and therapeutic practice permits:
early recognition of sensory difficulties related to the functioning of the articu-
latory organs,
early recognition of feeding and/or eating difficulties,
establishing the relationship between feeding and/or eating difficulties and
hypersensitivity of the oral-facial complex,
undertaking interventions.

As hypersensitivity of the oral-facial complex can occur alongside other senso-
ry processing disorders', broadening diagnostic processes to include the patient’s
overall sensory profile is indicated®.

Because of the increasing frequency of feeding disorders in children in the form
of food selectivity, in diagnosed cases the following actions are recommended:

1. Monitoring of the child’s overall development

2. Assessment of the role of medical factors in the feeding disorders: medical aspect.

3. Assessment of the role of environmental factors in the feeding disorders: psy-
chological aspect.

4. Assessment of the role of sensory factors in the feeding disorders: therapeutic aspect.

5. Broadening of diagnosis to include the area of preliminarily recognized causal
factors.

6. Providing appropriate support to the child.

7. Providing appropriate support to the parents/caregivers.

12 Sensory Processing Disorders involve the inability to use information received via the senses in
smooth daily functioning. This is a diagnostic category accompanying the diagnosis of ASD (DSM-V).

 Sensory profile: the specific characteristics of how a given person receives stimuli. Awareness
of a child’s sensory profile is necessary for proper programming of the development and learning
support process (Dunn, 199). One of the tools for assessing it is Profil Sensoryczny Dziecka (Child
Sensory Profile, PSD) by M. Wiéniewska. This is a tool for functional diagnosis of sensory stimulus
processing. It is used as an aid in establishing the sensory needs of children with developmental
disorders (in various environments), a source for establishing the ranges of sensory functioning
that require therapeutic intervention and a tool for explaining certain aspects of the learning pro-
cess and mechanisms of difficult behaviours (Wi$niewska, 2015).
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Assessing the sensitivity of the oral-facial complex may be crucial to diag-
nosing the causes of feeding disorders. Including a sensory integration therapist
tasked with evaluating sensory parameters in the interdisciplinary diagnostic team
for children with feeding disorders may bring positive results. The consequences
of undiagnosed feeding disorders not subjected to intervention negatively impact
the health of small patients and also the development of their articulatory organs,
active communication and general functioning.
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Skala oceny wrazliwosci
kompleksu ustno-twarzowego (SOWKUT)
w ocenie zaburzen karmienia
u dzieci w wieku od urodzenia do 3. roku zycia*

The Scale for Assessing Sensitivity of the Oral-Facial Complex (Orofacial)
in evaluating feeding disorders in children from birth to 3 years of age

ABSTRACT: The aim of the study was to provide a reliable tool for identifying feeding problems in
children from the first month of life up to three years old. This tool is the Scale for Assessing Sensitiv-
ity of the Oral-Facial Complex (SASOFC), which consists of two subscales: Sensory Hypersensitivity
and Oral Functions, Anatomy, and Functioning of Articulatory Organs. The first subscale is com-
pleted by a specialist based on an interview with the child’s parents or caregivers. The assessment
using the second subscale is conducted through a physical examination of the child. Construct valid-
ity was established in a study of 305 children aged 0-3 years. The normative sample (n = 153) and
the clinical sample (n = 152) were recruited from daycare centers. Comparison of the mean scores
between the normative and clinical samples achieved high significance in both subscales. The scale
also demonstrates high reliability indices (test-retest 0.99; a = 0.96) and validity (Fleiss’ k 0.65). Based
on the obtained results, percentile norms corresponding to the sample were constructed. We con-
clude that the Scale for Assessing Sensitivity of the Oral-Facial Complex (SASOFC) is an important
and reliable tool suitable for assessing sensory-based feeding problems in young children, in both
research and diagnostic settings.

KeywoRDs: oral-facial sensitivity, feeding disorders, feeding scale

STRESZCZENIE: Celem badania bylo dostarczenie wiarygodnego narzedzia do identyfikacji proble-
moéw z karmieniem u dzieci w wieku od pierwszego miesigca zycia do trzech lat. Narzedziem tym

* Badania zostaly przeprowadzone w ramach pracy wlasnej.
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jest Skala oceny wrazliwosci kompleksu ustno-twarzowego (SOWKUT), skladajaca sie z dwdch pod-
skal: Nadwrazliwos¢ sensoryczna i Funkcje oralne, anatomia i funkcjonowanie narzgdéw artykulacyj-
nych. Pierwszg z nich wypelnia specjalista na podstawie wywiadu z rodzicami/opiekunami dziecka.
Z uzyciem drugiej podskali przeprowadza si¢ badania fizykalne dziecka. Trafnos¢ konstruktu usta-
lono w badaniu 305 dzieci w wieku 0-3 lat. Badang prébe normatywng (n = 153) i prébe kliniczng
(n = 152) rekrutowano z o§rodkéw opieki dziennej. Poréwnanie $rednich wynikéw préby normatyw-
nej i klinicznej osiagnelo wysoka istotnoé¢ w obu podskalach. Skala charakteryzuje sie takze wyso-
kimi wskaznikami rzetelno$ci (test, re-test 0,99; & = 0,96) i trafnosci (x Fleissa 0,65). Na podstawie
uzyskanych wynikow skonstruowano normy percentylowe odpowiadajace probie. Wnioskujemy, ze
Skala do oceny wrazliwosci kompleksu ustno-twarzowego (SOWKUT) jest waznym i niezawodnym
narzedziem, odpowiednim do oceny probleméw z karmieniem na tle sensorycznym wystepujacych
u matych dzieci, w warunkach zaréwno badawczych, jak i diagnostycznych.

SELOWA KLUCZOWE: wrazliwo$¢ ustno-twarzowa, zaburzenia karmienia, skala karmienia

Pierwszy tysigc dni Zycia dziecka to czas optymalizacji zywienia. W okre-
sie tym dziecko przechodzi od etapu karmienia piersig/butelka do spozywania
positkow stalych. W przypadku dzieci, ktére odmawiajg spozywania positkow
lub jedza tylko wybrane produkty, istnieje wysokie ryzyko niedoboréw zywie-
niowych, co negatywnie wplywa na psychofizyczny rozwoj dzieci (Babik-Broni¢
i in., 2023; Carruth i in., 2004; Reverri i in., 2022). Niekiedy jednak nieche¢¢ do
spozywania okreslonych positkéw moze wynika¢ z podwyzszonej wrazliwosci
sensorycznej kompleksu ustno-twarzowego (orofacjalnego)' (Koziot-Kozakowska
i Pidrecka, 2013). Dzieci z zaburzeniami karmienia moga takze przejawia¢ trud-
nosci zwigzane z nadwrazliwo$cia dotykows, proces diagnostyczny powinien wiec
by¢ interdyscyplinarny, tj. uwzglednia¢ zaréwno uwarunkowania medyczne, jak
ocena pediatry i gastroenterologa, jak i uwarunkowania psychologiczne, tj. anali-
z¢ czynnikéw srodowiskowych, postaw rodzicielskich, oraz aspekt terapeutyczny
uwzgledniajacy kwestie logopedyczne i sensoryczne. Przeprowadzenie procesu
diagnostycznego stwarza realng mozliwos¢ okredlenia przyczyn trudnosci, a co
sie z tym wigze — wdrozenia skutecznej interwencji terapeutycznej.

Zaburzenie polegajace na ograniczaniu lub unikaniu przyjmowania pokarméw
(Avoidant/Restrictive Food Disorder, ARFID)? zostalo wyodrebnione jako jednost-
ka nozologiczna w kryteriach diagnostycznych zaburzen psychicznych w Klasyfi-
kacji DSM-5 (American Psychiatric Association, 2018) oraz w Klasyfikacji Zabu-
rzen Psychicznych i Zaburzen Zachowania ICD-11 (World Health Organization
[WHO], 2019/2021). Wedtug Babik-Bronic i in. (2023) ma podloze nieorganiczne

! Obronno$¢ oralna (orofacjalna, ustno-twarzowa) moze by¢ sktadowa obronnosci dotykowej
(ang. tactile defensiveness) lub obronnoéci sensorycznej (ang. sensory defensiveness). Obronnos¢
dotykowa oznacza wysoka reaktywnos¢ systemu dotykowego, a obronnos$¢ sensoryczna — wy-
soka reaktywnoé¢ kilku modalnosci jednoczesénie, np. dotyku, wechu, smaku.

? Zaburzenie zwigzane jest z trudno$ciami do§wiadczanymi podczas jedzenia lub karmienia.
Cechuje si¢ unikaniem pokarmoéw lub brakiem zainteresowania jedzeniem, co moze skutkowaé
niedoborami zywieniowymi, konieczno$cig suplementacji czy wdrozenia Zywienia dojelitowego.
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i wigze si¢ z czynnikami §rodowiskowymi, takimi jak nieswiadomos¢ rodzicow,
ktéra wzmacnia trudne zachowania zywieniowe dziecka. Postawa matek niemow-
lat wczedniaczych ma szczegdlne znaczenie w okresie rozszerzania diety. Cieka-
wych danych na ten temat dostarcza badanie Silberstein i in. (2008). W procesie
karmienia niezwykle istotne sg rowniez interakcje rodzicéw z dzieckiem (Crapnell
iin., 2015). Sensoryczna awersja do pokarmu zostala takze uwzgledniona w Klasy-
fikacji diagnostycznej zaburzen psychicznych i rozwojowych w okresie niemowlectwa
i wezesnego dziecifistwa DC: 0-3 R (2007; sensoryczna awersja do pokarmu znalazta
sie pod pozycja 604) oraz w zaktualizowanej Klasyfikacji diagnostycznej DC: 0-5.
Klasyfikacji diagnostycznej zaburzen psychicznych i rozwojowych w okresie niemow-
lectwa i wczesnego dzieciristwa (2022) jako niedojadanie (pozycja 60.6). W oby-
dwu klasyfikacjach niedojadanie okresla si¢ jako odmowe spozywania pokarméow
o okreslonym zapachu, smaku i konsystencji, co moze by¢ przejawem podwyz-
szonej wrazliwosci sensorycznej kompleksu ustno-twarzowego. Dzieci o takiej
podwyzszonej wrazliwosci sensorycznej kompleksu ustno-twarzowego zwykle
odmawiaja jedzenia lub tez spozywania okreslonych pokarmoéw, ktdre ze wzgle-
du na fakture, temperature, zapach czy smak odbierajg jako nieprzyjemne. Pro-
testuja takze przed rozszerzaniem diety, zgadzajg si¢ zje$¢ posilek po spelnieniu
okreslonych warunkéw, np. jedza w czasie ogladania bajki lub przejawiaja reakcje
lekowe typu unikanie, ptacz. Moga ponadto reagowac awersyjnie na czynnosci
pielegnacyjne, np. mycie z¢bow, mycie twarzy, smarowanie twarzy kosmetykami
czy obcinanie wloséw. Moze réwniez wystepowac problem w sprawowaniu opie-
ki stomatologicznej i/lub ortodontycznej nad takimi dzie¢mi. Nalezy podkreslic,
ze podwyzszonej reaktywnosci systemu dotykowego w obszarze ustno-twarzo-
wym moze towarzyszy¢ takze podwyzszona reaktywnos$¢ dotykowa calego ciala,
zwlaszcza dloni, ktéra przejawia sie jako: nieche¢ do brania w dlonie przedmiotéw,
nieche¢ do zabaw sensorycznych z wykorzystaniem piasku, niech¢¢ do noszenia
rekawiczek czy bycia trzymanym za reke (m.in. Abernethy, 2010; Ayres, 1974, 1991;
Eliot, 2003; Grzybowska i Przyrowski, 2003; Kimball, 1999; Maas, 1998; Mailloux,
1992; Steinberg, 2007; Wisniewska, 2015a). U wielu dzieci z podwyzszong reaktyw-
noscia systemu dotykowego obserwowane sg objawy podwyzszonej reaktywnosci
réwniez innych systemdéw sensorycznych, tj. wechowego, smakowego, stuchowego
czy wzrokowego (Maas, 1998; Miller, 2016; Smith i in., 2005).

Jak pokazuje praktyka kliniczna, nadwrazliwo$¢ kompleksu ustno-twarzowe-
go (orofacjalnego) to problem znacznej grupy dzieci rozwijajacych sie zaréwno
neurotypowo, jak i neuroatypowo (m.in. Ayres, 1974; Baranek i Berkson, 1994;
Chatoor, 2002, 2009; Dodrill i in., 2004; Dunn i in., 2002; Ermer i Dunn, 1997;
Smith-Myles i in., 2004; Watling i in., 2001). U 25-40% dzieci do 3. roku Zycia
wystepuja problemy z karmieniem (obejmujace wymioty, zbyt wolne karmienie
czy odmawianie przyjmowania pokarmoéw), ktére moga $wiadczy¢ o podwyz-
szonej wrazliwosci (reaktywnosci) sensorycznej (Bernard-Bonnin, 2006; Jagiel-
ska, 2013; Mairs i Nicholls, 2016). Wczesne rozpoznanie i terapia nadwrazliwosci
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kompleksu ustno-twarzowego sa szczegdlnie wazne w przypadku pacjentéow
o neuroatypowym rozwoju czy dzieci z cigz zagrozonych; u urodzonych z takich
ciaz dzieci kazda dodatkowa trudnos¢ rozwojowa prowadzi do kumulowania sie
nieprawidfowosci (m.in. Adams, 2022). W grupie wysokiego ryzyka wystepowania
nadwrazliwosci kompleksu orofacjalnego znajduja si¢ wezesniaki, ktore z powodu
karmienia sonda nosowo-zoladkowa moga doswiadcza¢ diugotrwalych zmian
wrazliwosci jamy ustnej i twarzy, a w konsekwencji rozszerzanie diety dzieci
urodzonych przedwczesnie moze przebiegac z opdznieniem (Dodrill i in., 2004).
Za interesujgce nalezy tez uzna¢ wyniki metaanalizy badan nad trudnosciami
rozwojowymi wcze$niakéw, w ktorej wykazano, ze przedwczesnie urodzone nie-
mowleta cechuje wysoki wskaznik trudno$ci z jedzeniem przez wszystkie pierwsze
lata rozwojowe (Walton i in., 2022). Co istotne, zaburzenia te dotyczg zaréwno
motoryki orofacjalnej, jak i obszaru behawioralnego, czyli zachowan zywienio-
wych. Dodatkowo wykazano, ze problemy z karmieniem mogg wystepowac takze
u dzieci, u ktorych stwierdzono zaburzenia krazenia, choroby uktadu oddecho-
wego oraz zaburzenia neurologiczne (Walton i in., 2022).

Diagnostyka roznicowa przyczyn zaburzen karmienia w sposob istotny wigze
sie z dalszym postepowaniem wychowawczym i terapeutycznym. W przypadku
dzieci, ktére odmawiajg spozywania positkéw lub u ktérych wystepuje limitowa-
na dieta, istnieje ryzyko m.in. ograniczonej stymulacji sensorycznej w obszarze
ustno-twarzowym. Brak lub ograniczenie naturalnego treningu mie$niowego
w obrebie aparatu artykulacyjnego wplywa na jakos$¢ pracy narzadéw artykula-
cyjnych, a w konsekwencji na rozwdj mowy (Chatoor, 2009). Wybrane skutki pod-
wyzszonej wrazliwosci kompleksu ustno-twarzowego przedstawiono na rysunku 1.

Do oceny rozwoju neuroruchowego niemowlat i matych dzieci dotychczas
opracowano wiele narzedzi’. Zadne z dostepnych nie uwzglednia jednak kwe-
stii wrazliwo$ci sensorycznej, w tym wrazliwo$ci w obszarze ustno-twarzowym
i pracy kompleksu ustno-twarzowego, np. trudnosci w przyjmowaniu pokarmu
o typie wybidrczosci pokarmowej. Dostepna w Polsce Skala zZywienia Szpitala
Dziecigcego w Montrealu (Montreal Children’s Hospital Feeding Scale [MCH-FS])*

* Do oceny rozwoju neuroruchowego niemowlat i matych dzieci stuzg takie oto narzedzia:
Monachijska Funkcjonalna Diagnostyka Rozwojowa, metoda Vojty, Structured Observation
of Motor Performance - SOMP I, Alberta Infant Motor Scale - AIMS, Bayley Scales of Infant
Development, 3rd edition — Baley-III, Peabody Developmental Gross Motor Scale - PDGMS,
Peabody Developmental Motor Scale 2 - PDMS-2, Early Intervention Developmental Profile -
EIDP, Movement Assessment for Infants - MAI, ocena globalnych wzorcéw ruchowych wedtug
Prechtla - GMs, Movements Test of Infant Motor Performance - TIMP, Goal Attainment Scal-
ing - GAS, Dziecieca Skala Rozwojowa — DSR, protokoél obserwacji do diagnozy zaburzen ze
spectrum autyzmu — ADOS-2, zestaw kwestionariuszy do diagnozy spektrum autyzmu - ASRS.

* Skala jest przeznaczona dla dzieci w wieku od 6 miesigcy do 6 lat i sktada si¢ z 14 pytan
obejmujacych gltéwne obszary karmienia, a kazda odpowiedZ ocenia si¢ w 7-punktowej skali
Likerta. Polska adaptacje skali opracowali Katarzyna Babik, Piotr Dziechciarz, Andrea Horvath
i Pawel Ostaszewski (Bgbik i in., 2019).
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stuzy do wstepnej oceny ryzyka i nasilenia trudnosci w karmieniu, nie obejmuje
jednak aspektu sensorycznego w ocenie zaburzen karmienia.

Rysunek 1
Mozliwe konsekwencje podwyzszonej wrazliwosci kompleksu ustno-twarzowego

ograniczona
stymulacja jamy
ustnej
w zakresie
dotyku, wechu,
smaku

podwyzszona

ograniczony wrazliwoéé ograniczona
etap eksploracji kompleksu manipulacja
jamy ustnej P w obszarze
dtoimi ustno- motoryki matej
-twarzowego

ograniczona
stymulacja

aparatu
artykulacyjnego

Celem badan wlasnych prezentowanych w tym artykule bylo opracowanie pol-
skiego narzedzia do oceny kondycji kompleksu ustno-twarzowego w odniesieniu
do reaktywnosci (wrazliwo$ci) sensorycznej u dzieci. Proponowane autorskie
narzedzie — Skala do oceny wrazliwosci kompleksu ustno-twarzowego (SOWKUT)
(Wisniewska i Kaczynska, 2022) - umozliwia ocen¢ wrazliwosci sensorycznej
w obszarze ustno-twarzowym oraz identyfikacje obszarow wymagajacych inter-
wencji terapeutyczne;.
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Charakterystyka skali SOWKUT

Przygotowanie skali SOWKUT rozpoczeto od opracowania zestawu pytan,
ktére odnosily si¢ do wrazliwo$ci sensorycznej okolicy ustno-twarzowej i spraw-
nosci aparatu artykulacyjnego. W latach 2013-2017 w praktyce klinicznej poddano
weryfikacji zasadnos¢ poszczegolnych pytan w odniesieniu do badanego obszaru;
kierowano si¢ przy tym najczesciej wystepujacymi symptomami podwyzszonej
wrazliwosci sensorycznej w okolicy ustno-twarzowej oraz parametrami oceny
funkcjonowania aparatu artykulacyjnego. Pod uwage wzigto takze zrozumialos¢,
jasnos$¢ oraz klarowno$¢ pytan. Po weryfikacji ze skali usunieto 14 pozycji, ktére
nie spelniaty kryteriéw (Wisniewska i Kaczynska, 2022).

Aby okresli¢ warto$¢ psychometryczng narzedzia, przeprowadzono badania
w dwoch grupach: dzieci z zaburzeniami rozwoju (1 = 152; grupa eksperymen-
talna — kliniczna) oraz dzieci o rozwoju neurotypowym (n = 153; grupa kontrol-
na). Grupe kliniczng stanowily dzieci, u ktérych rozpoznano: zespoly genetyczne,
modzgowe porazenie dzieciece, rdzeniowy zanik miesni, zaburzenia ssania i kar-
mienia, op6zniony rozwo6j mowy (udzial w badaniu dzieci z poszczegélnymi zabu-
rzeniami zaprezentowano na rysunku 2). Badaniu poddano dzieci do 3. roku zycia.

Rysunek 2
Podzial badanych z grupy eksperymentalnej (n = 152) ze wzgledu na zaburzenia rozwojowe —
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Najliczniejsza podgrupe w grupie eksperymentalnej stanowity dzieci z zabu-
rzeniami karmienia (n = 30), nastepnie z opdznionym rozwojem mowy (n = 20),
zespotem Downa (n = 19) i zaburzeniami ze spectrum autyzmu (n = 18).

Badania przeprowadzono w okresie od pazdziernika 2020 roku do kwietnia
2021 roku w Klinice Gastroenterologii, Hepatologii, Zaburzen Odzywiania i Pedia-
trii Instytutu ,,Pomnik — Centrum Zdrowia Dziecka” w Warszawie, w Centrum
Terapeutycznym ,,UniqueCenter” oraz zlobkach na terenie wojewddztwa mazo-
wieckiego. Badania wykonywane byty podczas indywidualnych spotkan z dziec-
kiem i jego rodzicem. Rodzice wyrazili §wiadoma zgode na udzial dzieci w bada-
niach. W czasie badania diagnosta przeprowadzal krétki wywiad z rodzicem
dziecka, a nastepnie ocenial parametry funkcjonowania jego kompleksu ustno-
-twarzowego wedtug kryteriéw/stwierdzen wlaczonych do Skali oceny wrazliwosci
kompleksu ustno-twarzowego.

Analiza zebranych wynikéw, jak réwniez ocena psychometryczna skali (przed-
stawiona w dalszej czesci artykulu) pozwolily na wyodrebnienie 36 pozycji skta-
dajacych sie na dwie podskale (Tabela 1).

Tabela 1
Wybrane pozycje z podskal I i II w obrebie skali SOWKUT

Podskala II. Funkcje oralne, anatomia

Podskala I. Nadwrazliwos¢ sensoryczna i funkcjonowanie narzgdow artykulacyjnych
(ocena wrazliwoéci czuciowej twarzy, (ocena sposobu przyjmowania przez pacjenta pokarmu,
jamy ustnej i dfoni) - 17 pozycji stanu napiecia mie$niowego, budowy i funkcjonowania

aparatu artykulacyjnego) - 19 pozycji

Protestuje/reaguje negatywnie podczas
mycia, czesania wlosdw, mycia twarzy,
mycia z¢bdw, obcinania paznokci (poz. 1).

Miato/ma problemy z potykaniem pokarméw
plynnych (poz. 2).

Wktada do ust/gryzie twarde przedmioty,
np. zapiecia od suwakdw, kredki/otowki,
zabawki (poz. 6).

Miato/ma problemy z potykaniem pokarméw
grudkowatych (poz. 4).

Unika dotyku innych oséb (broni
sie, odpycha, ucieka, krzyczy, reaguje Wypycha/wypluwa pokarm z ust (poz. 11).
agresywnie itp.) (poz. 10).

Unika ubran z okreslonych rodzajéow
faktur. Odczuwa dyskomfort z obecnosci
metek, szwow, golféw, szalikow,
sztywnych kotnierzykéw (poz. 11).

Slini sie nadmiernie (poz. 14).

Unika okreslonych zapachéw / reaguje na Ma nieprawidtowosci w budowie anatomicznej
nie awersyjnie (poz. 15). twarzoczaszki (poz. 18).

Adnotacja. W nawiasach podano numery pozycji skali SOWKUT.
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Skala jest narzedziem do oceny w formule kategorialnej tak/nie. Za kazda
odpowiedz twierdzacg badany otrzymuje 1 punkt. Kazdy brak odpowiedzi twier-
dzacej (odpowiedz negujaca) to 0 punktéw. Maksymalna liczba punktéw, ktore
moze uzyska¢ badany, wynosi 36.

Do kazdego pytania w obrebie skali dodano wyjasnienia (sekcja: Co nalezy
wzigé pod uwage w czasie badania?), ktore ulatwiajg badajacemu ustalenie przy-
czyn behawioralnie manifestowanego objawu, np.:

Podskala I

Pytanie 1

Protestuje/reaguje negatywnie podczas mycia, czesania wloséw, mycia twarzy, mycia
zgbdw, obcinania paznokci — wlasciwe podkreslic.

Badany behawioralnie manifestuje negatywne reakcje na czynnosci pielegnacyjne
ujete w pytaniu. Badajacy wstawia znak ,,X” w rubryke TAK. Jego zadaniem jest usta-
lenie, z jakiej przyczyny u badanego wystepuja dane objawy. Pomocne s w tym wyjas-
nienia pod pytaniem:

Przy rozpoznawaniu podwyzszonej wrazliwosci dotykowej nalezy wzigé pod uwage
negatywne doswiadczenia zwigzane z wymienionymi w stwierdzeniu, np. w czasie mycia
wlosow dziecko ma notorycznie zalewang twarz, w czasie obcinania paznokci dziecko
zostato skaleczone, w czasie czesania wloséw dziecko zostato pociggniete za wlosy.

Wisniewska, Kaczynska, 2022, s. 54-55

Zgodnie z opracowanymi normami za wyniki wysokie uzna¢ nalezy wyniki
przekraczajace 3 punkty w skali wynikéw ogdlnych (warto przypomnie¢, ze mak-
symalny wynik to 36 punktéw). Oznacza to, ze pacjent, ktory otrzymat ogélny
wynik surowy na poziomie 3 punktéw i wigcej, wymaga poszerzonej diagnosty-
ki i ewentualnie interwencji terapeutycznej. Wysoka czulos¢ i specyficzno$¢ oraz
traftno$¢ i rzetelnos$¢ Skali oceny wrazliwosci kompleksu ustno-twarzowego pozwala
uznad, Ze jest to narzedzie spelniajace tzw. kryteria dobroci psychometryczne;j.

Oproécz znormalizowanego wskaznika psychometrycznego (wyrazajacego sie
w wyniku ogélnym) diagnosta moze nanie$¢ na profilogram wyniki podskal I i IL
Uzyskane w nich wartosci nalezy podda¢ interpretacji jakosciowej. Pomocne bedzie tu
odniesienie wynikéw kazdej z dwoch podskal klinicznych do skali procentowe;.

Badanie Podskalg I nie wymaga bezposredniego kontaktu specjalisty z pacjen-
tem. Badajacy moze zebra¢ informacje dotyczace reaktywnosci sensorycznej pod-
czas wywiadu z opiekunami. Badanie Podskalg II wymaga bezpos$redniego kon-
taktu diagnosty z dzieckiem. Wykorzystujac narzedzie w diagnozie indywidualnej,
nalezy postugiwac¢ sie przede wszystkim wynikiem ogélnym, tj. suma wynikéw
obu podskal (wskaznikiem psychometrycznym), dwie podskale za$ traktowac
jako wskazniki pomocnicze stuzace do interpretacji jakosciowe;j.

Rekomenduje si¢ stosowanie skali SOWKUT przez specjalistow, przede
wszystkim logopedéw, neurologopeddw oraz terapeutdéw integracji sensorycznej
we wspotpracy z logopedami.
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Ocena psychometryczna skali SOWKUT

Rzetelnosé¢

W ocenie rzetelnosci skali wykorzystano metode¢ szacowania za pomoca
powtarzanego pomiaru. Zastosowano estymacje stabilnosci bezwzglednej testu
(tzw. test-retest lub stalo$¢ testu), czyli pomiedzy pierwszym a drugim bada-
niem wprowadzono odstep czasowy, wynoszacy ok. 3 miesiace’. Wielkos¢ wspot-
czynnika korelacji (najczesciej r-Pearsona) pomiedzy dwoma zbiorami wynikow
(z pierwszego i drugiego wykonania testu) jest tu miarg rzetelnosci. W zwigzku
z tym, ze na wyniki badania metodg test-retest, oprocz pamieci i uczenia si¢, moga
wplywac réwniez czynniki zwigzane z konkretna sytuacja, w ktérej dokonywany
jest pomiar (np. pora dnia, nastawienie badacza), oraz stan osoby badanej (np. jej
aktualny nastrdj, stan fizyczny), drugi pomiar odbywat si¢ z zachowaniem tych
samych warunkéw. Wyniki oceny rzetelnosci skali ilustruje tabela 2.

Tabela 2
Wspétczynniki statosci poszczegolnych podskal skali SOWKUT

Podskala Test-retest
Podskala I. Nadwrazliwos¢ sensoryczna 0,99
Podskala II. Funkcje oralne, anatomia i funkcjonowanie 0.99

narzgdow artykulacyjnych

Drugg metodg oceny rzetelnosci skali SOWKUT byto oszacowanie zgodnosci
wewnetrznej®. Do oszacowania tejze zastosowano wspotczynnik a Cronbacha. War-
tosci wspdltczynnikéw rzetelnosci oraz statystyk opisowych przedstawiono w tabeli 3.

> W psychometrii optymalny odstep czasowy nie zostal ustalony. W zwiazku z tym propo-
nuje si¢, aby przerwa pomiedzy badaniami byla na tyle dluga, aby badani zdazyli zapomniec
prezentowany wczeéniej material. Zbyt dluga przerwa moze spowodowaé, iz mierzona przez
test cecha zmieni si¢ u badanego.

¢ Zgodnos¢ wewnetrzna stuzy do badania rzetelnosci pomiaru testem oraz wskazuje na sto-
pien, w jakim pozycje testowe odnosza si¢ do tego samego konstruktu. Polega na jednokrotnym
badaniu testem grupy oséb.
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Tabela 3

Statystyki opisowe podskal SOWKUT
oraz wartosci wspolczynnika a Cronbacha dla tych podskal

Podskala k M SD min  max S K a
Podskala I. 0.95
Nadwrazliwosé 19 3,83 523 0 17 1,19 -0,04 i

95% CI [0,94; 0,96]
sensoryczna

Podskala II. Funkcje
oralne, anatomia

. . . 0,94

zfunkc]onoyvame 17 449 549 0 19 1,07 -0,13 95% CI [0,93; 0,95]
narzgdéw

artykulacyjnych

Skala SOWKUT 0,96

36 832 953 0 36 0,92 -0,27

(wynik ogélny) 95% CI [0,95; 0,97]

Adnotacja. k - liczba pozycji; M - wartos¢ $rednia; SD - odchylenie standardowe; min — minimalna warto$¢ uzyskana w pro-
bie; max — maksymalna warto$¢ uzyskana w prébie; S — warto$¢ miary skosnosci; K - warto$¢ miary kurtozy; a - warto$é
miary rzetelno$ci pomiaru a Cronbacha.

Dla kazdej z podskal oraz calej skali SOWKUT otrzymano wysokie wartosci
wspolczynnikow rzetelnosci a Cronbacha — powyzej wartosci 0,90 rekomendowa-
nej w przypadku kwestionariuszy i testow przeznaczonych do diagnoz indywidu-
alnych. Wartosci standardowych bledéw pomiaru wynosity odpowiednio 1,21 dla
podskali Nadwrazliwos¢ sensoryczna, 1,23 dla podskali Funkcje oralne, anatomia
i funkcjonowanie narzqgdow artykulacyjnych oraz 1,21 dla wyniku ogélnego skali
SOWKUT. Rozklady wynikéw na poszczegolnych skalach byly prawoskosne.

Trafnos¢

W ocenie trafnodci (teoretycznej/tresciowej) skali SOWKUT wykorzystano
procedure sedziéw kompetentnych. Sedziami kompetentnymi byli czterej doswiad-
czeni klinicy$ci w badanej dziedzinie - specjalisci z obszaru logopedii, neuro-
logopedii, diagnozy i terapii integracji sensorycznej (SI) z minimum 10-letnim
stazem zawodowym. Sedziom kompetentnym przedstawiono cele i zagadnie-
nia objete badaniami, po czym zdefiniowano podstawowe pojecia i oméwiono
poszczegolne pozycje w Skali (zaprezentowano pytania i upewniono sig, czy sa
one klarowne). Nastepnie przygotowano wyczerpujaca instrukcje oraz zweryfi-
kowano jej zrozumienie. Sedziowie dokonywali ocen niezaleznie od siebie, nie
konsultujac sie z soba. Do oceny zgodnosci sedziéw wykorzystano wspotczynnik
zgodnosci k Fleissa. Wyniki badania trafnosci przedstawiono w tabeli 4.



https://doi.org/10.31261/LOGOPEDIASILESIANA.2024.13.01.01

Skala oceny wrazliwosci kompleksu ustnow-twarzowego... p.29 of 38
Tabela 4
Wartosci wspotczynnikow k Fleissa otrzymane w badaniu zgodnosci sedziéw kompetentnych
Zgodnos¢ przynaleznoéci do podskal K
Przynalezno$¢ do Podskali I. Nadwrazliwosé 0,85
sensoryczna 95% CI [0,66; 0,99]

Przynalezno$¢ do Podskali II. Funkcje
oralne, anatomia i funkcjonowanie narzgdow
artykulacyjnych

0,58
95% CI [0,39; 0,77]

Y 0,29
Przynaleznos¢ do obu podskal 95% CI [0,10; 0,48]
0,67

Brak przynalezno$ci do ktorejkolwiek z podskal 95% CI [0,48; 0,86]

0,65

Ogdlem 95% CI [0,52; 0,78]

Adnotacja. x - warto$¢ zgodnoéci pomiaréw za pomocg wspdtczynnika zgodnosci k Fleissa.

Ogodlna zgodnos¢ sedziow okazala sie¢ znaczaca, poniewaz wartos¢ wspdtczyn-
nika k Fleissa byta wyzsza niz 0,61. Zgodnos¢ dotyczaca przynaleznosci pozycji
do podskali Nadwrazliwos¢ sensoryczna byta wysoka — warto$¢ wspofczynnika
przekroczyla w tym przypadku 0,81 (zob. Landis i Koch, 1977). Zgodnos¢ doty-
czgca przynaleznosci pozycji do podskali Funkcje oralne, anatomia i funkcjonowa-
nie narzgdow artykulacyjnych miata natomiast charakter umiarkowany (warto$¢
wspodlczynnika k miescila si¢ w przedziale od 0,41 do 0,60).

Strukture czynnikowa narzedzia zweryfikowano za pomoca konfirmacyj-
nej analizy czynnikowej. W tabeli 5 przedstawiono $rednie wartoéci wynikéw
otrzymanych w grupie klinicznej i grupie kontrolnej. Zestawienie uzupetniono
warto$ciami testu ¢ Studenta dla préb niezaleznych. Ze wzgledu na stwierdzona
sko$nos¢ rozkladow (por. tabela 5) istotnos¢ statystyczng wyznaczono za pomoca
metody bootstrappingu.

Srednie warto$ci wynikéw otrzymanych w grupie klinicznej byty istotnie
statystycznie wyzsze od $rednich wartosci wynikéw otrzymanych w grupie kon-
trolnej. Wartosci miary sity efektu d Cohena wskazywaly na silny efekt réznic
miedzygrupowych, tj. byly wyzsze od 0,80 (zob. Cohen, 1988).

Skala oceny wrazliwosci kompleksu ustno-twarzowego ma wyznaczong wartos$¢
progowa pozwalajaca na najlepsza klasyfikacje oséb badanych do grup klinicznej
i kontrolnej oraz okreslone normy stenowe i centylowe.
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Tabela 5
Srednie wartosci wynikéw dla podskal w grupie kontrolnej i grupie klinicznej
Grupa
Podskala kontrolna kliniczna t df P d
M SD M SD
Podskc-/zl.a L y 163
Nsaetf/lv:;‘f;ilzv;zsc 0,54 1,92 7,15 542 -14,20 188,25 0,001 95% CI [-1,89; ~1,37]

Podskala II. Funkcje
oralne, anatomia
i funkcjonowanie 0,61 1,63 840 523 -1755 179,81 0,001
narzgdow
artykulacyjnych

-2,02

95% CI [-2,29; -1,74]

Wynik ogélny 114 320 1555 823 -20,13 19544 0,001 e

95% CI [-2,60; -2,02]

Adnotacja. M - warto$¢ $rednia; SD - odchylenie standardowe; ¢t ~wartos¢ testu ¢ Studenta dla prob niezaleznych; df - liczba
stopni swobody; p - dwustronna istotnos¢ statystyczna; d - warto$¢ miary sity efektu d Cohena.

Wyniki badan wlasnych

Mimo ze w procesie opracowywania psychometrycznego nie uzyskano wyni-
kéw potwierdzajacych koniecznos¢ wyodrebnienia dwdch podskal SOWKUT, zde-
cydowano sie na ich wyodrebnienie podczas badan klinicznych z mysla o praktyce
diagnostyczno-terapeutyczne;j.

Przeprowadzone badania wykazaly, ze 98,7% badanych dzieci z grupy kli-
nicznej przejawialo zaburzenia w obszarze kompleksu ustno-twarzowego, zaréw-
no w zakresie podwyzszonej reaktywnosci sensorycznej (Podskala I), jak i ana-
tomii i fizjologii aparatu artykulacyjnego (Podskala II). Oznacza to, ze wyniki
150 dzieci z grupy badanej przekroczyly warto$¢ progowa wynoszaca 3 punkty,
co wskazuje na trudnosci tych dzieci w obszarze kompleksu ustno-twarzowego.
Dla poréwnania w grupie kontrolnej wyniki tylko 18 dzieci (11,8%) przekroczyly
warto$¢ progowa.

Podskala 1. Nadwrazliwos¢ sensoryczna
Analiza poszczegélnych pozycji SOWKUT odnoszacych sie do Podska-

li I wykazala, ze 53% dzieci z grupy klinicznej negatywnie reagowalo na czyn-
nosci pielegnacyjne (np. czesanie wloséw, obcinanie paznokci, mycie twarzy),
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z kolei 49% unikato malowania palcami, dotykania mokrego piasku, kleju itp.
Dyskomfort zwigzany z noszeniem ubran o okreslonej fakturze i dotykaniem
metek czy szwoéw wystapil u 43% dzieci. Skorzystanie z porady dentystycznej
czy ortodontycznej byto utrudnione lub niemozliwe u 63% badanych. Dzieci
z grupy klinicznej mialy takze ograniczong diete pokarmowa, tzn. spozywa-
ty wybrane pokarmy (45%); 49% dzieci unikalo dotykania jedzenia, zwtaszcza
o konsystencji kleistej, lepkiej. Przesadne reagowanie na bol o stabym nateze-
niu pojawilo si¢ u 32% badanych, a 34% dzieci odczuwalo niepokdj, gdy nie
widzialy, kto ich dotyka. Trudnosci ze skupieniem uwagi dotyczyly 44% dzieci
z grupy kliniczne;j.

Podskala II. Funkcje oralne, anatomia
i funkcjonowanie narzgdow artykulacyjnych

Przeprowadzone badanie wykazalo, Ze problemy ze ssaniem pojawily sie
u 66% badanych. Manifestowaly si¢ one prezeniem sie dziecka, jego odsuwaniem
sie, placzem i niechecia do ssania. W grupie klinicznej obserwowane byly réwniez
problemy z potykaniem pokarméw (ptynnych - 42%, zageszczonych - 42%, grud-
kowatych - 57%). Trudnosci zwigzane z zZuciem i gryzieniem dotyczyly 64% dzieci,
a 48% badanych dtawito sie lub/i krztusilo podczas spozywania positkéw. Niepo-
koéj zwiazany z sytuacja karmienia i pojenia wyrazajacy si¢ odwracaniem glowy,
zamykaniem ust manifestowalo 44% badanych z grupy klinicznej.

W grupie klinicznej zaobserwowano takze nieprawidtowosci zwigzane z anato-
mig i fizjologig aparatu artykulacyjnego (zob. rysunek 1), np. nawykowe uchylenie
ust, zaréwno w czasie snu (57%), jak i podczas zabawy (61%). Ponad polowa bada-
nych miata stwierdzone nieprawidlowos$ci w zakresie napigcia migsniowego (67%).
U 34% dzieci z grupy klinicznej stwierdzono nieprawidtowosci w budowie ana-
tomicznej aparatu artykulacyjnego (np. skrocone wedzidelko, rozszczep podnie-
bienia). U 23% badanych wystepowal nieprawidlowy zgryz, a u 67% obecne byly
takze objawy ryzyka opdznionego rozwoju mowy’.

Wyniki grupy kontrolnej w zakresie obu podskal
Przeprowadzone badania wskazaly, ze réwniez dzieci z grupy kontrol-

nej doswiadczajg trudnosci w zakresie wrazliwosci sensorycznej (Podskala I)
oraz funkcji oralnych, anatomii i funkcjonowania narzadéw artykulacyjnych

7 Obserwowane objawy opo6Zznionego rozwoju mowy to m.in.: przesunigty w czasie okres
gaworzenia, maly zaséb i trudnoéci w odtwarzaniu wyrazen dzwickonasladowczych, nazywa-
nie wielu obiektéw tym samym stowem, brak prostych zdan typu ,Mama am” (za opdznienie
rozwoju mowy mozna uzna¢ wystepowanie tych objawoéw u dzieci powyzej 12. miesigca zycia).
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(Podskala II). Szczegélng uwage zwracaja wyzsze wyniki odnoszace si¢ do nega-
tywnych reakcji dotykowych podczas zabiegédw pielegnacyjnych (np. mycia twa-
rzy, zebdw) i w kontakcie z ubraniami o okreslonej fakturze (Podskala I). Z kolei
w Podskali II wyzsze wyniki dotyczyly funkcji prymarnych zwigzanych ze ssa-
niem, z gryzieniem i zZuciem oraz nieprawidlowosci w budowie anatomicznej
twarzoczaszki.

Dyskusja

W toku badan wtasnych dzieci z grupy klinicznej uzyskaty wysokie wyniki
zaré6wno w podskali Nadwrazliwos¢ sensoryczna, jak i w podskali Funkcje oralne,
anatomia i funkcjonowanie narzgdow artykulacyjnych, co wskazuje na trudnosci
tych badanych z prawidlowym odbiorem wrazen dotykowych, nieprawidlo-
wosci funkcji prymarnych w obrebie narzadu zucia (np. problemy ze ssaniem,
z gryzieniem, zuciem) oraz niewlasciwg dystrybucje napigcia mig$niowego. Pro-
blemy te pozostaja w bezposrednim zwiazku z rozszerzaniem diety oraz rozwo-
jem mowy (Babik-Broni¢ i in., 2023; Koziol-Kozakowska i Piérecka, 2013; Matyja
i Doroniewicz, 2016). Uzyskane wyniki koresponduja z tymi dostepnymi w litera-
turze (Dodrill i in., 2004; Walton i in., 2022) i - jak twierdzg badacze - wskazuja
na konieczno$¢ podjecia u tych dzieci interdyscyplinarnej diagnostyki zaburzen
karmienia, zwlaszcza u dzieci rozwijajacych sie neuroatypowo.

Zebrane wyniki dostarczyly takze dowodéw na to, ze skala SOWKUT jest
trafnym narzedziem do oceny trudnosci sensorycznych w toku diagnozy zabu-
rzen karmienia oraz moze stuzy¢ do identyfikowania badanych z zaburzeniem
wrazliwosci orofacjalnej w populacji dzieci zdrowych.

Przedstawione w tym artykule pierwsze w Polsce badania dotyczace wrazliwo-
$ci kompleksu ustno-twarzowego w kontekscie trudnosci w karmieniu lub/i przyj-
mowaniu pokarmoéw nie wyczerpuja zagadnienia zaburzen karmienia u niemowlat
i dzieci. Istnieje wiele przyczyn zaburzen karmienia - s to zaréwno czynniki
natury medycznej, Srodowiskowej, jak i psychicznej. Sformutowanie sztywnych
wytycznych w zakresie karmienia niemowlat i matych dzieci jest niezwykle trudne,
zwlaszcza w przypadku dzieci z juz zdiagnozowanymi zaburzeniami w rozwoju
lub z ryzykiem ich wystgpienia.

Zachowania protekcyjne rodzicow bedace wynikiem ich wigkszej wiedzy
na temat zasad karmienia, rozszerzania diety i wlasciwych postaw moga sprzy-
ja¢ budowaniu dobrej atmosfery wokoél karmienia oraz spozywania pokar-
mow, a w konsekwencji zmniejsza¢ nasilenie trudnosci zwigzanych z karmie-
niem. Z kolei zachowania nieprotekcyjne rodzica/opiekuna wynikajace z jego
wzmozonej wrazliwo$ci sensorycznej, trudnosci z wzajemnym dopasowaniem
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si¢ i komunikacja moga wplywaé negatywnie na proces karmienia. Kiedy kon-
sekwencja probleméw z karmieniem s3 symptomy rejestrowane przez lekarzy
(np. spadek wagi ciala, nieprawidlowe wyniki badan krwi), dziecko otrzymuje
pomoc medyczng niezbedng w tej sytuacji, ale pomoc ta jednoczesnie staje si¢
zrodlem stresu zaréwno dla dziecka, jak i dla jego rodziny. By¢ moze wczesniej-
sze monitorowanie tych trudnosci uwzgledniajace takze czynniki niemedyczne
(np. podwyzszong wrazliwos¢ sensoryczng) zmniejszyloby czestotliwo$¢ wyste-
powania lub/i intensywnos¢ zaburzen karmienia u malych dzieci.

Ze wzgledu na zlozonos$¢ probleméw pacjentdw z zaburzeniami karmie-
nia nalezy pamieta¢, ze diagnostyka powinna mie¢ status interdyscyplinarny
(zob. m in. Steinberg, 2007). W wielu badaniach (np. Walton i in., 2022) - co warto
podkresli¢ — wskazuje si¢ na stres, jakiego doswiadczaja rodzice dziecka, u ktérego
wystepuja trudnosci w przyjmowaniu pokarméw, oraz na wzmozenie rodziciel-
skich zachowan karmienia przymusowego, co z kolei moze prowadzi¢ do pogte-
biania si¢ zaburzen karmienia. W praktyce terapeutycznej zaburzen karmienia
stosuje sie rozne procedury behawioralne, ktérych celem jest m.in. zmniejszenie
niecheci do jedzenia, zwiekszenie tolerancji na niektére pokarmy czy repertuaru
zywieniowego. Rozszerzenie tych dzialan o strategie sensoryczne, tj. modyfikacje
diety, dostarczanie kontrolowanej dawki bodzcéw proprioceptywnych w obsza-
rze calego ciala, ze szczegdlnym uwzglednieniem okolicy ustno-twarzowej, moze
przynies$¢ pozytywne rezultaty (Baranek, 2002; Case-Smith i Humphrey, 2005;
Cermak i Mitchell, 2006; Lane, 2008; Royeen i Lane, 1991; Wilbarger i Wilbarger,
1991; Williamson i Anzalone, 2001).

Rekomendacje dla praktyki terapeutycznej

Wykorzystanie w praktyce diagnostyczno-terapeutycznej Skali do oceny nad-
wrazliwosci kompleksu ustno-twarzowego umozliwia:

wczesne rozpoznanie trudnosci sensorycznych zwigzanych z funkcjonowaniem
aparatu artykulacyjnego;
wczesne rozpoznanie trudnosci z karmieniem lub/i przyjmowaniem pokarmow;
okreslenie zwigzkéw miedzy trudnosciami z karmieniem lub/i przyjmowaniem
pokarmoéw a podwyzszong wrazliwoscig kompleksu ustno-twarzowego;
wdrozenie dzialan interwencyjnych majacych na celu pokonanie zdiagnozowa-
nych trudnosci.
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W zwigzku z tym, ze nadwrazliwo$¢ kompleksu ustno-twarzowego moze
wspotwystepowaé z innymi zaburzeniami przetwarzania sensorycznego®, wska-
zane jest rozszerzenie diagnostyki pacjenta o jego calo$ciowy profil sensoryczny”’.

Ze wzgledu na coraz czestsze wystepowanie zaburzen karmienia u dzieci
pod postacig wybidrczosci pokarmowej w stwierdzonych przypadkach rekomen-
dowane jest podejmowanie u dzieci nastepujacych dziatan:

1. Monitorowanie cato$ciowego rozwoju dziecka.

2. Ocena udziatu czynnikéw medycznych w zaburzeniach karmienia (aspekt
medyczny zaburzen).

3. Ocena udzialu czynnikéw srodowiskowych w zaburzeniach karmienia (aspekt
psychologiczny zaburzen).

4. Ocena udzialu czynnikéw sensorycznych w zaburzeniach karmienia (aspekt
terapeutyczny zaburzen).

5. Rozszerzenie diagnostyki o obszar wylonionych wstepnych czynnikéw spraw-
czych.

6. Udzielenie odpowiedniego wsparcia dziecku.

7. Udzielenie odpowiedniego wsparcia rodzicom/opiekunom dziecka.

Ocena wrazliwosci kompleksu ustno-twarzowego moze mie¢ kluczowe znacze-
nie dla rozpoznawania przyczyn zaburzen karmienia. Wlgczenie do opiekujacego
sie dzie¢mi z zaburzeniami karmienia diagnostycznego zespotu interdyscyplinar-
nego terapeuty integracji sensorycznej, ktérego zadaniem jest ocena parametréw
sensorycznych, moze przynie$¢ pozytywne rezultaty. Skutki niediagnozowanych
i niepoddawanych interwencji zaburzen karmienia negatywnie wptywaja na zdro-
wie malego pacjenta, ale takze na rozwoj jego aparatu artykulacyjnego, komuni-
kacji czynnej i ogdlne funkcjonowanie.

8 Zaburzenia przetwarzania sensorycznego (ang. sensory processing disorders, SPD) to brak
umiejetnoéci wykorzystywania otrzymywanych przez zmysly informacji w celu ptynnego, co-
dziennego funkcjonowania czlowieka. Ta kategoria diagnostyczna wspdttowarzyszy rozpoznaniu
ASD (DSM-5).

® Profil sensoryczny - specyfika odbioru bodzcéw przez danego czlowieka. Wiedza na temat
profilu sensorycznego dziecka jest niezbedna do wlasciwego programowania procesu wspoma-
gania rozwoju i proceséw uczenia sie (Dunn, 1997). Do oceny profilu sensorycznego mozna
wykorzysta¢ m.in. Profil Sensoryczny Dziecka (PSD) M. Wisniewskiej (2015a). Jest to narze-
dzie diagnozy funkcjonalnej w zakresie przetwarzania bodzcéw sensorycznych. Stuzy jako
pomoc w rozpoznawaniu potrzeb sensorycznych dzieci z zaburzeniami w rozwoju (w réznych
$rodowiskach), zrédlo do okreélenia zakreséw funkcjonowania sensorycznego i wymagajacych
interwencji terapeutycznej oraz narzedzie do wyjasniania niektérych aspektéw procesu uczenia
sie oraz mechanizméw trudnych zachowan (Wisniewska, 2015a).
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Typical and episodic features of voice, prosody and
breathing disorders in the statements of people with
cardiovascular diseases

ABSTRACT: Voice and prosody disorders are among the abnormalities that accompany selected
systemic diseases, including lifestyle diseases. In this second group of dysfunctions, circulatory sys-
tem diseases occupy a high position. Attempts to determine not only primary, but also secondary
disorders and their causes are part of activities providing highly specialized cardiological care, but
also support the implementation of possible rehabilitation activities — currently largely including
physiotherapy. One of the basic disorders coexisting with cardiovascular diseases are breathing dys-
functions, which in turn reduces the quality of communication - voice formation and the use of the
prosodic layer of speech. The text presents the results of a survey conducted on a group of 90 people
diagnosed with cardiovascular diseases. The aim of the procedure was to determine whether the
respondents had voice, prosody and breathing disorders, which of them occurred during the course
of the disease and whether they constitute a factor that, according to the respondents, reduces the
quality of their expression and communication. The survey results allow for the identification of
the dominant and less frequently occurring disorders in people with cardiovascular diseases.

KEYwoORDS: voice disorders, prosody, breathing disorders, circulatory system diseases.

Typowe i epizodyczne cechy zaburzen glosu, prozodii i oddychania
w wypowiedziach 0s6b z chorobami ukladu krazenia

STRESZCZENIE: Zaburzenia glosu oraz prozodii nalezg do nieprawidlowosci, ktére towarzysza wybra-
nym chorobom ogélnoustrojowym, w tym chorobom cywilizacyjnym. Wlaénie w tej drugiej grupie
dysfunkcji wysoka pozycje zajmuja schorzenia ukltadu krazenia. Proby okreslenia nie tylko pierwot-
nych, ale réwniez wtérnych zaburzen i ich przyczyn, wpisuje si¢ w dzialania zapewniajace wysoko
wyspecjalizowang opieke kardiologiczng, ale sprzyja takze wdrozeniu mozliwych dziatan rehabili-
tacyjnych — obecnie w znacznym zakresie uwzgledniajacych fizjoterapie. Jednym z podstawowych
zaburzen wspolistniejacych z chorobami ukladu krazenia sg dysfunkcje obejmujace oddychanie, co
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z kolei nie pozostaje bez wplywu na obnizenie jako$ci komunikacji — tworzenia glosu i wykorzy-
stania warstwy prozodycznej wypowiedzi. W artykule przedstawiono wyniki badan ankietowych
przeprowadzonych w grupie 90 oséb ze zdiagnozowanymi chorobami ukladu krazenia. Celem prze-
prowadzonego postepowania bylo okreslenie, czy u 0os6b ankietowanych wystepuja zaburzenia glosu,
prozodii oraz oddychania, ktére z nich wystapily w trakcie trwania choroby oraz czy stanowig one
czynnik obnizajacy zdaniem respondentéw jakoé¢ ich wypowiedzi i komunikacji. Wyniki ankiety
pozwalaja na identyfikacje dominujacych oraz rzadziej wystepujacych u 0séb z chorobami uktadu
krazenia, wspomnianych zaburzen.

SLOWA KLUCZOWE: zaburzenia glosu, prozodia, zaburzenia oddychania, choroby ukladu krazenia.

Introduction

Interest in the phenomenon of voice emission is currently experiencing
a renaissance of sorts. Certainly, one of the factors that played a significant role
in this case was the emergence of the virus that caused the COVID-19 pandemic,
which in some recovered patients caused secondary respiratory disorders. Ulti-
mately, the disease caused by the aforementioned pathogen, , also contributed to
complications in the form of dysphonia. In this situation, the focus of attention
was not only on the types of voice disorders that take into account its organic
changes of primary or secondary origin occurring in the larynx (Pruszewicz,
1992a), but also functional phonation disorders (Pruszewicz, 1992a) and dysfunc-
tions whose aetiology can be found in neurological disorders and the mental state
of the individual (Binkunska, 2016; Szkietkowska, 2012). Dysphonia occurring as
a consequence of specific diseases not directly related to the anatomy and physi-
ology of the speech organs, and not resulting from most of the disease processes
mentioned in previous studies on the subject, such as allergies, hormonal changes,
etc., is also of interest (Pruszewicz, 1992b).

Due to advancing knowledge, both medical and general therapeutic - pri-
marily related in this case to speech therapy and physiotherapy - attempts are
now being made in many diseases to identify not only their basic symptoms, but
also to pay attention to secondary disorders and those that do not occur in every
patient. The effectiveness of treatment, but also improving the quality of life, or
even striving to restore — as far as possible — the quality of life that existed before
the disease, depends precisely on the diagnosis of all disorders. Some of them
appear during the illness, constituting further symptoms. Among them, both
reduced respiratory capacity and dysphonia, which adversely affects the quality
of communication, can have a significant impact on reducing the quality of life.

Such a varied degree of respiratory and phonation disorders, and the asso-
ciated prosody, can be observed in a group of patients with lifestyle diseases,
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i.e. cardiovascular diseases, cancer, respiratory diseases, obesity, diabetes, allergies
and mental illnesses (Z6ltaszek, Budny, 2016). At the same time, the first three of
the above-mentioned diseases are the most common causes of death in Poland.

The specific nature of the first type of diseases, i.e. cardiovascular diseases,
is characterised not only by their high incidence in the populations of highly
developed countries , but also by the fact that they are the leading cause of death
in most of these countries. According to statistics, in Poland between 1980 and
2013, i.e. over a period of 33 years, cardiovascular diseases accounted for 45.2% to
52.2% of deaths, with the highest rates recorded between 1985 and 1995 (Cierniak-
Piotrowska, Marciniak, Stanczak, 2015). Between 2014 and 2021, the percentage
of deaths caused by cardiovascular diseases reached similar values, remaining
above 40%. This is therefore a rate ranging from 42.1% to 47.6% (GUS: https://
sdg.gov.pl/statistics_glob/3-4-1/).

In the literature on the subject, in studies that use statistical methods, it is also
possible to find prognostic data that take into account mortality due to cardio-
vascular diseases. Such a model is presented, for example, by Bogdan Wojtyniak
(2017). His study covers the years 2017-2050. The research analysed demographic
data on the ageing Polish population, taking into account actual and standardised
coefficients. The forecast model itself was compared with the results of the same
forecast taking into account the same cause of death in Finland. The choice of
this country was dictated by the fact that, as the author notes, due to the preven-
tion system implemented there, cardiologists consider this country to be a model
in terms of healthcare. The model data presented in the study forecast a decline
in the mortality rate of up to 48.4% for 2050, compared to the result for 2014, with
standardised data indicating slightly lower values (Wojtyniak 2017). This study
dates from 2017. It can therefore be assumed that the mortality model has been
modified, if only as a result of the occurrence of a phenomenon such as COVID-19,
which has not yet been included among the variables presented.

Cardiovascular diseases are largely associated with respiratory disorders
(Maruszewski, Zegler'l, Karolak, Wojnarowski, 2022a and 2022b). In the introduc-
tion to the study ,,Heart and Lungs“ (2022), Malgorzata Lelonek states: ,,For many
years, we have been observing the ageing of the Polish population, an increasing
number of patients with risk factors for cardiovascular disease, and a growing
number of cardiology patients who are increasingly burdened with numerous
coexisting conditions, including respiratory diseases. The coincidence of the latter
with cardiac diseases is one of the greatest diagnostic and therapeutic challenges
in clinical practice, requiring knowledge of the physiology and pathophysiology
of the circulatory and respiratory systems® (Lelonek, 2022, p. 5). The occurrence
of circulatory and respiratory disorders in the same patients results from the
interdependencies between the heart and lungs. These interdependencies occur
on at least three levels: anatomical, physiological and functional (Okninska, Zam-
browska, Maczewski, 2022). Both organs occupy the same space in the chest, are
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connected by a common network of blood vessels, and their functioning depends,
among other things, on changes in pressure within the chest (Okninska, Zam-
browska, Maczewski, 2022). Marta Okninska, Zuzanna Zambrowska and Michat
Maczewski state: ,,every serious heart disease also has pulmonary consequences,
and in turn, every respiratory disorder also affects the heart® (2022, p. 30).

Respiratory disorders diagnosed in people with circulatory disorders include,
among others, a change in breathing pattern from lower rib-diaphragmatic-
abdominal to rib or apical (Binkunska, 2012). This phenomenon is a potential
cause of disorders in voice production, but also in the length of utterances pro-
duced in a single exhalation phase. Usually, it is shortened, which has a nega-
tive impact on the quality of speech, resulting in the intake of air during speech
in places that are not conducive to its correct pronunciation. In turn, reduced
exhalation strength contributes to the unclear pronunciation of phonemes and
the partial elimination of certain prosodic features, such as limited intonation. In
some patients, a modification of the breathing pattern to a mixed pattern or, less
commonly, a complete transition to an oral pattern is also observed.

Changes in breathing, phonation and prosody in people
with cardiovascular disease

Respiratory fatigue is one of the most commonly reported symptoms observed,
among other things, during exercise tests conducted on people with selected heart
diseases (Laflamme, 2023). The literature on the subject provides information on
respiratory disorders accompanying physical exertion, such as walking or run-
ning, which occur in the everyday lives of people with cardiovascular diseases
(Jassem, Gruchatla, 2022; Szalewska, Lepska, Niedoszytko, 2002). Sleep apnoea
syndrome is also one of the characteristic respiratory disorders occurring in this
group of patients (Wolf, Narkiewicz, 2007). Despite the existence of individual
studies on dysphonia indicating a link between certain systemic diseases and
voice dysfunction (e.g. Pruszewicz, 1992), there is a lack of in-depth research on
the risk factor that cardiovascular diseases with coexisting respiratory disorders
may pose for phonation disorders.

As mentioned above, respiratory disorders are commonly diagnosed in patients
with cardiovascular diseases. In a sense, a similar relationship can be observed
between respiratory abnormalities and voice quality deterioration. The underly-
ing cause of dysphonia in people with cardiovascular diseases is the disruption of
dynamic breathing associated with speech production. This, in turn, is one of the
causes of changes observed in voice production, i.e. phonation. Recurrent dyspho-
nia is also sometimes associated with muscle abnormalities, increased muscle ten-
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sion in the chest and shoulder girdle (Szalewska, Lepska, Niedoszytko, 2002), and
are also the result of a specific type of breathing — so-called chest breathing, and
sometimes even clavicular breathing (Ordyk-Czyzewska, 2005; Walencik-Topitko,
2009; Zalesska-Krecicka, Krecicki, Wierzbicka, 2004). Therefore, abnormalities
in phonation and prosody may be one of the effects of disorders observed in res-
piratory function. Phonation abnormalities are also perpetuated by the improper
behaviour of individual muscle groups within the respiratory system. In turn, the
symptoms of these phonation disorders observed in communication translate into
the prosodic layer of speech, reducing not only the quality of the message conveyed,
but also the quality of life and self-esteem of people with cardiovascular diseases.

Basics of the methodology of own research

The subject of research in this article is the symptoms of breathing, phonation
and prosody disorders in people with cardiovascular diseases, while the aim is
to describe their occurrence. The main research question is: what dominant and
non-dominant voice disorders occur in the study group? Specific issues include
the following questions: Do people with cardiovascular diseases experience dis-
orders of breathing, voice production and prosody? If so, how do people in the
study group describe their severity?

What other types of disorders related to breathing and voice emission are indi-
cated by individuals in the study group? The study, the results of which are pre-
sented in this text, used quantitative analysis. The research tool used was a ques-
tionnaire containing questions about speech use and an attempt to determine its
quality, taking into account aspects of breathing, phonation and prosody in people
with cardiovascular diseases. The questionnaire was made available online, and the
results presented here are from a 6-month period between March and August 2024.

The research tool was designed for people with cardiovascular diseases, and its
purpose was to enable this population to identify and describe their discomfort
related to voice production during speech. The subjective nature of this type of
assessment, whenever it indicates a phoniatric problem, requires objective tests
carried out by a doctor. The possibility of discrepancies between the questionnaire
and objective diagnostic procedures should also be taken into account (Majdak,
2023). The fact that a self-assessment questionnaire requires further testing is not
its only weakness. Researchers also point out, among other things, that it is dif-
ficult to find a fully universal tool in this case. Monika Kazmierczak, analysing
the Voice Handicap Index (VHI) form, emphasises, for example, that it fails to
address such important issues as addictions, but also awareness and application
of voice hygiene knowledge in everyday life (Kazmierczak, 2016a).
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However, despite the aforementioned shortcomings inherent in subjective
research conducted using a questionnaire aimed at self-assessment - in this case,
self-assessment of voice quality — tools of this kind are considered useful and
are treated as one of the stages of diagnosis. Also during therapy, they are seen
as an aid in monitoring changes and the effectiveness of therapeutic interven-
tion (Olszewski, Nowosielska-Grygiel, 2017). The literature also includes voices
emphasising the screening value of this type of research (Wozniak, Orzel, Sta-
wicka, 2023; Niebudek-Bogusz, 2009).

In addition to the value that a survey can provide, for example as a screening
tool that allows for preliminary identification of a problem or enables tracking of
therapy results, a self-assessment questionnaire has another important value. It
allows for the identification of certain phenomena that are worth paying attention
to in a specific population. Therefore, in addition to the widely used VHI form,
the pVHI (,,Pediatric Voice Handicap Index®) (Zajac, 2023), as well as the Vocal
Tract Discomfort Scale (VTD) and specialised tools such as the Trans Woman
Voice Questionnaire (TWVQ) (Lorenc, Stempien, 2023).

Since, according to the authors of this text, the VHI questionnaire is cur-
rently the most widely known among Polish speech therapists, it is in relation to
this questionnaire that the distinguishing features of the questionnaire proposed
to people with cardiovascular diseases, concerning the subjective assessment of
phonation in this group, will be indicated. First of all, the tool addressed to the
aforementioned population required additional questions concerning, among
other things, the diagnosed disease, its duration and the method(s) of treat-
ment. Consisting of three main parts - self-assessment of functional status, self-
assessment of emotional status, self-assessment of physical status — the VHI form
refers, among other things, to the relationship between the speaker’s feelings and
the quality of their functioning in the professional environment (Kazmierczak,
2016b). The questionnaire for the subjective assessment of the voice in people with
cardiovascular diseases includes the following sections: voice, prosody, breath-
ing. Together, they contain 57 questions: 20 questions in the first section, 19 in
the second, and 18 in the third. The response scale was also modified compared
to the VHI form, which uses a five-point scale, extending it to a ten-point scale.

Research results
Basic data

The research group consisted of 90 people aged between 16 and 91. The basic
criterion for participation in the study was a diagnosis of cardiovascular disease.
60% of the respondents were women and 40% were men. Most of the participants
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(54.5%) remain professionally active. 30.7% are of retirement age, while 14.8% are
not working. The study group included people performing mental work (41.7%),
physical work (22.6%) and both types of work (35.7%). At the same time, 56.8%
of the respondents declared that their work requires vocal effort.

The respondents included people who have had heart disease since birth.
A large group are people who declare that they have been ill for about two decades.

The most common diagnosis indicated by the respondents was cardiac arrhyth-
mia - 47.2% of respondents; cardiovascular failure — 31.5% of respondents; con-
genital heart defect — 19.1%. Other disorders mentioned include: heart attack,
sudden cardiac arrest, atrial fibrillation, rapid heart rate, hypertrophic cardio-
myopathy, atherosclerosis, hypertension, aortic stenosis, aortic valve insufficiency,
stable coronary artery disease, heart block, cardiovascular damage as a result of
COVID-19, aortic aneurysm.

When asked about the impact of cardiovascular disease on their daily lives, 8%
of respondents said that the disorders they struggle with have significantly changed
their lives, while 67% said that the change has been minor. Twenty-five per cent
stated that they did not feel any negative effects of the disease on a daily basis,
and 2.2% of respondents stated that their health could be described as excellent.

The majority of patients (90.9%) declare that the treatment they have under-
gone — medication and cardiovascular procedures and operations — has improved
their quality of life. A significant level of improvement is declared by 19.3% of
respondents, while 9.1% believe that nothing has changed in terms of their qual-
ity of life. The remaining group believes that the treatment has improved their
quality of life to some extent. With regard to the effects of rehabilitation: 44.9%
of respondents underwent cardiac rehabilitation, and 31.5% participated in res-
piratory rehabilitation.

Breathing, voice and prosody in people with cardiovascular
diseases based on research results

Based on the analysis of the survey, it was found that as many as 70.9% of
respondents noticed undesirable changes in the functioning of their voice. These
are symptoms of dysphonia that appeared during cardiovascular disease. In indi-
vidual parts of the survey, the most frequently indicated symptoms were:

the need to clear the throat while speaking in order to restore the proper
tone of voice;

the need to abruptly end speech;

difficulty maintaining a consistent pitch;

increasing respiratory disorders and fatigue while speaking.
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The need to clear one‘s throat while speaking was indicated by 84.3% of
respondents, with 13.5% rating this problem highest on the scale (meaning that
on a scale of 1 to 10 points, the respondents indicated 10). The need to abruptly
end speech was identified by 60.7% of respondents, while 9% indicated it as the
most severe symptom. The problem of increasing fatigue associated with speaking
affected 77.3% of respondents, and 10.2% marked it as an exceptionally intense
disorder. Additionally, it is worth mentioning here that the highest rate of dis-
orders was recorded in the case of the sentence indicating a high level of fatigue
accompanying physical activity. This result reached a total of 94.4%, while it was
indicated as the most severe by 31.55% of the population.

The types of disorders mentioned, i.e. the need to clear one’s throat while
speaking and to stop speaking abruptly, difficulty in maintaining a constant
voice pitch, high and intensifying fatigue during speech, as well as during physi-
cal exertion, occurred at the highest level in people with heart rhythm disorders,
cardiovascular insufficiency, and people who had suffered a heart attack and
cardiac arrest.

As mentioned, the most frequently reported breathing-related disorders includ-
ed feeling tired more quickly during physical activity, e.g. walking, running and
other types of physical exercise. In this case, 94.4% of people reported feeling dis-
comfort when breathing. 31.5% indicated the highest level of disorder on a scale of 1
to 10. Respiratory disorders leading to increased fatigue when speaking are noticed
by 77.3% of respondents. The highest degree of this ailment is indicated by 10.2%
of people. The third most common breathing disorder reported by respondents
is the need to take breaths while speaking. This condition is reported by 73.3% of
respondents. 64.4% report that their sentences are shorter than before the disease.
62.9% report wheezing/sighing accompanying speech as a result of respiratory
functional abnormalities. 9% report the highest level of this type of abnormality.

In turn, the respondents indicated rib (thoracic) breathing as the least com-
mon breathing abnormality. This situation particularly affects 4.6% of respond-
ents in the case of dynamic breathing and 6.9% in the case of resting breathing.

The next part of the survey included statements describing the manner of pho-
nation that may be exhibited by people with cardiovascular diseases. The results
of the study, which concern voice abnormalities recognised by the respondents,
indicate the need to clear the throat and frequent hoarseness as the two disorders
with the highest incidence among the respondents. The first of these, as mentioned
earlier, , affects 84.3% of respondents. On the other hand, 76.4% indicated frequent
hoarseness. The need for vocal rest affects 74.2% of respondents. Seventy-three
per cent of respondents described their voice as ‘weaker’ than before the diagno-
sis of cardiovascular disease. Seventy-point-eight per cent described it as ‘tired’
and ‘worn out’. Sixty-nine point four per cent of respondents indicated a ‘feeling
of voice overload’ accompanying their speech. Meanwhile, 66% of respondents
indicated ‘hoarseness as a permanent component of their voice’.
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Chart 1
Respiratory disorders indicated by respondents

RESPIRATORY FATIGUE DURING PHYSICAL ACTIVITY 94,40%

HIGHEST LEVEL OF DYSFUNCTION 31,50%
INCREASED RESPIRATORY FATIGUE WHEN SPEAKING
HIGHEST LEVEL OF DYSFUNCTION

CLAVICULAR TYPE OF DYNAMIC BREATHING 73,30%

HIGHEST LEVEL OF DYSFUNCTION

| OFTEN HAVE TO TAKE IN AIR WHILE SPEAKING 73,30%

HIGHEST LEVEL OF DYSFUNCTION

69,30%

CLAVICULAR TYPE OF RESTING RESPIRATION
HIGHEST LEVEL OF DYSFUNCTION  [IRE1173
RIB-TYPE RESTING BREATHING

HIGHEST LEVEL OF DYSFUNCTION

64,40%

PRONOUNCING SHORTER SENTENCES ON ONE BREATH THAN BEFORE THE ILLNESS

HIGHEST LEVEL OF DYSFUNCTION

64,40%

RIB-TYPE DYNAMIC BREATHING

HIGHEST LEVEL OF DYSFUNCTION

GENERAL DISTURBANCES IN RESTING BREATHING 63,60%

HIGHEST LEVEL OF DYSFUNCTION

PANTING/SIGHING APPEARING IN SPEECH

THE HIGHEST LEVEL OF DYSFUNCTION

Source: own study.

Chart 2
Voice setting disorders indicated by respondents

43,80%

PHONATION DESCRIBED AS HARSH

HIGHEST LEVEL OF DYSFUNCTION

EFFECT ACCOMPANYING PHONATION RESEMBLING PUFFING

HIGHEST LEVEL OF DYSFUNCTION

31,50%

A WHISPER-LIKE EFFECT ACCOMPANYING PHONATION

THE HIGHEST LEVEL OF DYSFUNCTION

Source: own study.
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The voice disorders mentioned above and indicated by the respondents may
be, among other things, the result of abnormalities related to voice setting. It is
in this context that the responses presented in Chart 2 appeared.

The results presented in Chart 2 indicate a dominant tendency among the
respondents to leave the glottis more open (Maniecka-Aleksandrowicz, Domeracka-
Kotodziej, 2006). The result of this phenomenon is a noise accompanying pho-
nation, described in two responses: my voice when speaking sounds as if it were
accompanied by puffing; and my voice when speaking resembles a whisper. The
interpretation of the results presented in the above chart certainly requires tak-
ing into account the fact that the study discussed in this text, , is subjective in
nature. It would therefore be necessary to conduct objective studies on individu-
al respondents. Nevertheless, it is worth noting that most of the voice disorders
mentioned by the respondents may occur as a result of incorrect voice setting
or may be secondary to it. In turn, what is also important in the context of the
discussed topic is that respiratory-phonatory coordination is a prerequisite for
soft voice setting.

The prosody components included in the survey were: voice pitch, voice tim-
bre, intonation - especially the manner of voice production, and speech rate.
The majority of respondents felt that their voice pitch had decreased during their
illness. This statement was made by 58.4% of respondents. However, there was
also a group of respondents who claimed that they now use a higher voice than
before their illness. This population accounts for 19.1% of respondents. The ele-
ments indicated in the survey describing changes in voice timbre did not receive
particularly high scores. Most respondents indicated that their voice tone could
be described as ‘nasal’. This response was selected by 43.2% of respondents. The
most changes with the highest level were indicated in relation to abnormalities
accompanying intonation. These included: difficulty in maintaining a constant
pitch, the need to end a sentence abruptly, voice breaking and lack of control over
the voice, which is sometimes too high and sometimes too low. Other notice-
able changes in prosody may include tremors. These occur as a result of fluc-
tuations within the glottis, involving an increase and decrease in air flow. This
phenomenon results in unusual vibrations of the vocal folds (Maniecka-Alek-
sandrowicz, Domeracka-Kolodziej, 2006). The data on the results discussed are
presented in Chart 3.

With regard to changes in speech rate, the majority of respondents declare
that they began to speak more slowly during the course of their illness. This
population accounts for 47.2% of respondents. In turn, 29.5% say that they now
speak faster.
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Chart 3
Changes in intonation and voice tone indicated by respondents

NEED TO SUDDENLY INTERRUPT SPEECH/SUDDEN PAUSE 60,70%
HIGHEST LEVEL OF DYSFUNCTION 9%
DIFFICULTIES IN MAINTAINING A CONSISTENT VOICE PITCH 60,70%

HIGHEST LEVEL OF DYSFUNCTION [T IFA

LOWER VOICE 58,40%
HIGHEST LEVEL OF DYSFUNCTION [ ZETA

BREAKING VOICE 57,30%

HIGHEST LEVEL OF DYSFUNCTION TN

SHAKY VOICE 49,90%
HIGHEST LEVEL OF DYSFUNCTION  [IETE]1

VOICE ALTERNATELY TOO HIGH AND TOO LOW 48,30%

HIGHEST LEVEL OF DYSFUNCTION 7,90%

SLOWER SPEECH RATE 47,20%
HIGHEST LEVEL OF DYSFUNCTION 9%
NASAL TONE OF VOICE 43,20%

HIGHEST LEVEL OF DYsFUNcTION [
WHINY VOICE 33,70%
HIGHEST LEVEL OF DYSFUNCTION  JlJEN
FASTER SPEECH RATE 29,50%
HIGHEST LEVEL OF DYSFUNCTION [l ‘

HIGHER VOICE 19,10%

THE HIGHEST LEVEL OF DYSFUNCTION 2 ‘

Source: own study.

Summary

Disorders related to breathing, phonation and prosody are interdependent —
each of them can provoke the co-occurrence of the others. Voice abnormali-
ties accompany organic diseases as a secondary disorder (Pruszewicz, 1996b;
Binkunska, 2012). The above research results largely confirm the secondary nature
of dysphonia in people with cardiovascular diseases.

People diagnosed with cardiovascular diseases complain of troublesome dis-
orders of phonation, prosody, but also dynamic breathing, which is necessary for
voice production in everyday communication. The results of the study indicate that
the significant factors complained of by the respondents include such symptoms of
dysphonia as hoarseness and limited modulation capabilities - the ability to con-
trol the strength, pitch and intensity of the voice during speech. According to the
respondents, as the disease progressed, they experienced changes in the tone and
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average pitch of their voice, and their phonation time shortened. Sometimes their
speech is accompanied by voice tremors, and the phrases they utter are shorter.

Among the changes that are not dominant are a faster speech rate and the
use of a higher voice. In order to identify the causes of these changes, it would
be necessary to determine the age of the respondents who indicated these modi-
fications and to determine whether they result, for example, from the process of
puberty. The use of a higher voice or a higher vocal range may also be the result
of the implementation of certain physiotherapy exercises, e.g. breathing exercises
aimed at activating the diaphragm muscle (Szalewska, Lepska, Niedoszytko, 2002).

Undoubtedly, the description of the changes draws attention to the multifac-
eted nature of dysphonia, which leads to the conclusion that voice and prosody
disorders occurring during the course of cardiovascular disease may be among
the dysfunctions resulting from these diseases and accompanying abnormalities,
including breathing.
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Typowe i epizodyczne cechy zaburzen glosu,
prozodii i oddychania w wypowiedziach os6b
z chorobami ukladu krazenia

STRESZCZENIE: Zaburzenia glosu oraz prozodii naleza do nieprawidlowosci, ktére towarzysza
wybranym chorobom ogélnoustrojowym, w tym chorobom cywilizacyjnym. Wlasnie w tej dru-
giej grupie dysfunkcji wysoka pozycje zajmujg schorzenia uktadu krazenia. Proby okreslenia nie
tylko pierwotnych, ale réwniez wtérnych zaburzen i ich przyczyn, wpisuje si¢ w dzialania zapew-
niajace wysoko wyspecjalizowang opieke kardiologiczna, ale sprzyja takze wdrozeniu mozliwych
dzialan rehabilitacyjnych - obecnie w znacznym zakresie uwzgledniajacych fizjoterapie. Jednym
z podstawowych zaburzen wspdlistniejacych z chorobami ukladu krazenia sg dysfunkcje obejmu-
jace oddychanie, co z kolei nie pozostaje bez wptywu na obnizenie jakosci komunikacji — tworzenia
glosu i wykorzystania warstwy prozodycznej wypowiedzi. W artykule przedstawiono wyniki badan
ankietowych przeprowadzonych w grupie 90 os6b ze zdiagnozowanymi chorobami ukladu kraze-
nia. Celem przeprowadzonego postepowania byto okreslenie, czy u oséb ankietowanych wystepuja
zaburzenia glosu, prozodii oraz oddychania, ktdre z nich wystapily w trakcie trwania choroby oraz
czy stanowia one czynnik obnizajacy zdaniem respondentéw jako$¢ ich wypowiedzi i komunikacji.
Wryniki ankiety pozwalajg na identyfikacje dominujacych oraz rzadziej wystepujacych u oséb z cho-
robami ukfadu krazenia, wspomnianych zaburzen.

SLOWA KLUCZOWE: zaburzenia glosu, prozodia, zaburzenia oddychania, choroby ukladu krazenia.

Typical and episodic features of voice, prosody and breathing disorders
in the statements of people with cardiovascular diseases

ABSTRACT: Voice and prosody disorders are among the abnormalities that accompany selected
systemic diseases, including lifestyle diseases. In this second group of dysfunctions, circulatory sys-
tem diseases occupy a high position. Attempts to determine not only primary, but also secondary
disorders and their causes are part of activities providing highly specialized cardiological care, but
also support the implementation of possible rehabilitation activities — currently largely including
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physiotherapy. One of the basic disorders coexisting with cardiovascular diseases are breathing dys-
functions, which in turn reduces the quality of communication - voice formation and the use of the
prosodic layer of speech. The text presents the results of a survey conducted on a group of 90 people
diagnosed with cardiovascular diseases. The aim of the procedure was to determine whether the
respondents had voice, prosody and breathing disorders, which of them occurred during the course
of the disease and whether they constitute a factor that, according to the respondents, reduces the
quality of their expression and communication. The survey results allow for the identification of
the dominant and less frequently occurring disorders in people with cardiovascular diseases.

KEYwoRDSs: voice disorders, prosody, breathing disorders, circulatory system diseases.

Wprowadzenie

Zainteresowanie zjawiskiem emisji glosu przezywa obecnie swego rodzaju
renesans. Z pewnoscig jednym z kilku czynnikéw jakie odegraly w tym przypad-
ku istotne znaczenie bylo pojawienie si¢ wirusa, ktdry stat si¢ przyczyng pandemii
COVID-19, wtdrnie u niektérych ozdrowiencéw powodujac zaburzenia zwia-
zane z ukladem oddechowym. Ostatecznie, choroba wywotana wspomnianym
patogenem, przyczynita si¢ takze do powiklan wystepujacych w postaci dysfo-
nii (Miszczak, Lukowiak, Tuz-Hrycyna, 2023). W tej sytuacji, w centrum zain-
teresowania znalazly sie nie tylko tego rodzaju typologie zaburzen glosu, ktore
uwzgledniajg jego organiczne zmiany o podlozu pierwotnym lub wtérnym, wyste-
pujace w narzadzie krtani (Pruszewicz, Obrebowski, 2019; Pruszewicz, 1992a),
zaburzenia fonacji pochodzenia czynnos$ciowego (Pruszewicz 2019; Pruszewicz,
1992a), czy tez dysfunkcje, ktorych etiologii nalezy upatrywaé¢ w schorzeniach
neurologicznych i psychicznym stanie funkcjonowania jednostki (Binkunska,
2016; Szkietkowska, 2012). Zainteresowanie budza réwniez dysfonie pojawiajace
jako nastepstwo okreslonych chordéb niezwigzanych bezposrednio z anatomia
i fizjologia narzadéw mowy, nie wynikajace réwniez z wiekszo$ci wymienia-
nych w dotychczasowych opracowaniach tematu proceséw chorobowych, takich
jak np. alergie, zmiany hormonalne, itp. (Swidzinski, 2019; Wiskirska-Woznica,
Pruszewicz, 2019; Pruszewicz, 1992b).

W zwiazku z postepujaca wiedza, zaréwno medycznag, jak i ogdlnoterapeu-
tyczng — przede wszystkim zwigzang w tym wypadku z logopedia oraz fizjotera-
pia, obecnie w przypadku wielu choréb podejmuje si¢ probe okreslania nie tylko
podstawowych ich objawoéw, ale zwraca si¢ rdwniez uwage na te zaburzenia, ktore
posiadaja charakter wtdrny, a takze na te, ktére nie wystepuja u kazdego chorego.
Efektywnos$¢ leczenia, ale takze podniesienie komfortu zycia, czy wrecz dazenie
do przywrdcenia - o ile to mozliwe - takiej jego jakosci, jaka istniata przed cho-
roba, zalezy wlasnie od rozpoznania wszystkich zaburzen. Czes$¢ z nich pojawia
sie w czasie choroby stanowigc kolejne jej objawy. Wsrdd nich istotne znaczenie
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obnizajace komfort zycia moze posiada¢ zaréwno np. obnizona wydolnos¢ odde-
chowa, jak i dysfonia, ktora w niekorzystny sposob zmienia dotychczasowg jakos§¢
komunikacji.

Taki wlasnie zréznicowany stopien zaburzen oddechu, fonacji i co si¢ z tym
faczy prozodii, daje sie¢ zaobserwowa¢ w grupie pacjentéw z chorobami cywili-
zacyjnymi, a zatem: chorobami ukladu krazenia, nowotworami, schorzeniami
ukladu oddechowego, otyloscia, cukrzyca, alergia i chorobami psychicznymi
(Z6ttaszek, Budny, 2016).

Do specyfiki pierwszego rodzaju chordb, a zatem choréb ukiadu krazenia,
nalezy nie tylko wysoki wskaznik ich wystepowania w populacji krajow wysoko-
rozwinietych, ale réwniez fakt, ze to wlasnie one stanowiag w wiekszosci z nich,
gltéwna przyczyne zgonoéw. Wedlug statystyk, w Polsce pomiedzy 1980 a 2013
rokiem, zatem w okresie 33 lat, choroby ukltadu krazenia odpowiadaty za 45,2% do
52,2% zgondw, przy czym najwyzsze wskazniki odnotowane zostaly w pomiedzy
1985 a 1995 rokiem (Cierniak-Piotrowska, Marciniak, Stanczak, 2015). W okre-
sie pomigdzy 2014 a 2021 rokiem odsetek zgonéw spowodowanych chorobami
ukladu krwionosnego osiaggnal zblizone wartosci, nadal utrzymujac si¢ powyzej
40%. Jest to zatem wskaznik wynoszacy od 42,1% do 47,6% (GUS: https://sdg.gov.
pl/statistics_glob/3-4-1/).

W literaturze przedmiotu, w opracowaniach, w ktérych wykorzystywane sa
metody statystyczne, mozna dotrze¢ takze do danych prognostycznych uwzgled-
niajacych zjawisko umieralnodci na skutek choréb uktadu krazenia. Tego rodzaju
model przedstawia np. Bogdan Wojtyniak (2017). Jego opracowanie uwzglednia
lata 2017-2050. W badaniach analizie poddane zostaly dane demograficzne sta-
rzejacego si¢ spoleczenstwa polskiego z uwzglednieniem wspolczynnikow: rze-
czywistego i standaryzowanego. Sam model prognostyczny zostal zestawiony
z wynikami takiej samej prognozy uwzgledniajacej te sama przyczyne zgonow
w Finlandii. Wybdr tego panstwa podyktowany byl tym, ze - jak zauwaza autor
- ze wzgledu na wdrozony system prewencji, dla kardiologow, wlasnie ten kraj
jest modelowym pod katem opieki zdrowotnej. Przedstawione w opracowaniu
dane modelowe prognozuja spadek wspdlczynnika umieralnosci nawet o 48,4%
dla 2050 roku, w poréwnaniu z wynikiem dla roku 2014, przy czym na nieco
nizsze warto$ci wskazujg dane standaryzowane (Wojtyniak, 2017). Opracowa-
nie to pochodzi z 2017 roku. Mozna zatem zalozy¢, Zze model umieralnosci ulegt
modyfikacji, cho¢by na skutek wystapienia zjawiska takiego jak COVID 19, nie-
uwzglednionego jeszcze wérdd zaprezentowanych zmiennych.

Choroby uktadu krazenia sa w duzej cze$ci powiazanie z zaburzeniami
w funkcjonowaniu uktadu oddechowego (Maruszewski, Zeglen, Karolak, Woj-
narowski, 2022a i 2022b). We wstepie do opracowania ,,Serce i Pluca” (2022) Mat-
gorzata Lelonek stwierdza: ,Od wielu lat obserwujemy starzenie si¢ spoteczenstwa
polskiego, wzrastajaca populacje chorych obcigzonych czynnikami ryzyka roz-
woju choréb sercowo-naczyniowych, rosnacg liczbe pacjentéw kardiologicznych,
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ktérzy sa coraz bardziej obcigzeni licznymi schorzeniami wspolistniejacymi,
w tym chorobami uktadu oddechowego. Koincydencja tych ostatnich ze scho-
rzeniami kardiologicznymi stanowi jedno z najwigkszych wyzwan diagnostycz-
nych oraz terapeutycznych w praktyce klinicznej, wymagajace znajomosci fizjo-
logii i patofizjologii uktadu krazenia oraz uktadu oddechowego” (Lelonek, 2022,
s. 5). Wystepowanie zaburzen krazeniowych oraz oddechowych u tych samych
pacjentow wynika z wzajemnych zaleznosci jakie lacza serce i pluca. Dotycza
one co najmniej trzech pozioméw. Jest to poziom anatomiczny, fizjologiczny oraz
czynno$ciowy (Okninska, Zambrowska, Maczewski, 2022). Oba organy zajmu-
ja te samg przestrzen w klatce piersiowej, sa polaczone wspdlng siecig naczyn
krwionosnych, a ich funkcjonowanie zalezy miedzy innymi od zmiany ci$nien
w obrebie klatki piersiowej (Okninska, Zambrowska, Maczewski, 2022). Marta
Okninska, Zuzanna Zambrowska i Michal Maczewski stwierdzaja: ,kazda cigzka
choroba serca ma takze swoje konsekwencje ptucne, a z kolei kazde zaburzenie
ukladu oddechowego ma takze wplyw na serce” (2022, s. 30).

Do zaburzen oddechowych, jakie rozpoznaje si¢ u 0séb z zaburzeniami kraze-
nia nalezy miedzy innymi zmiana typu oddychania z dolno-zebrowo-przepono-
wo-brzusznego na zebrowy lub szczytowy (Binkunska, 2012). Zjawisko to stanowi
potencjalng przyczyne wystapienia zaburzen w zakresie tworzenia glosu, ale row-
niez w zakresie dtugosci wypowiedzi, ktora tworzona jest na jednej fazie wyde-
chowej. Zwykle ulega ona skréceniu, co wplywa w negatywny sposob na jakos¢
wypowiedzi skutkujac dobieraniem powietrza w czasie nadawania komunikatu
w miejscach niezgodnych z jego poprawnym wybrzmiewaniem. Z kolei obnizona
sifa wydechu przyczynia si¢ do mato wyrazistego wybrzmiewania foneméw oraz
cze$ciowego zniesienia niektorych cech prozodycznych - np. ograniczenia intona-
cji. U niektorych chorych dodatkowo zauwaza si¢ modyfikacje toru oddychania
na mieszany lub - rzadziej — catkowite przejscie na tor ustny.

Zmiany w zakresie oddychania a fonacja i prozodia
u 0s6b z chorobami uktadu krazenia

Meczliwo$¢ oddechowa stanowi jeden z najczesciej rejestrowanych objawow,
ktére obserwuje si¢ miedzy innymi w czasie prob wysitkowych, prowadzonych
u 0s6b z wybranymi chorobami serca (Laflamme, 2023). W literaturze przedmio-
tu mozna odnalez¢ informacje dotyczace pojawiajacych si¢ w zyciu codziennym
0s6b z chorobami krazenia, zaburzen oddechowych towarzyszacych wysitkowi
fizycznemu, takiemu jak np. marsz czy bieg (Jassem, Gruchatla, 2022; Szalewska,
Lepska, Niedoszytko, 2002). Do charakterystycznych zaburzen oddechowych
wystepujacych w omawianej grupie chorych nalezy réwniez zespdt bezdechu
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sennego (Wolf, Narkiewicz, 2007). Pomimo istniejacych w poszczegdlnych opra-
cowaniach dotyczacych dysfonii uwag, wskazujacych na zwigzek pomiedzy nie-
ktérymi chorobami ogélnoustrojowymi a dysfunkcjami glosu (np. Pruszewicz,
1992), brak jest wnikliwszych badan na temat czynnika ryzyka jakim moga by¢
dla zaburzen fonacji choroby ukladu krazenia wraz ze wspdlistniejagcymi zabu-
rzeniami oddechowymi.

Jak wspomniano, w przypadku choréb ukiadu krazenia rozpoznaje si¢ wspot-
wystepowanie zaburzen oddychania. W pewnym sensie podobng zalezno$¢ mozna
dostrzec w odniesieniu do nieprawidlowosci oddechowych oraz obnizenia jako-
$ci glosu. Podloze dysfonii u 0séb z chorobami krazenia stanowia zakldcenia
oddechu dynamicznego zwigzanego z nadawaniem mowy. To z kolei stanowi
jedna z przyczyn zmian obserwowanych w czynnosci gtosotworczej, czyli fona-
cji. Nawracajace stany dysfonii bywaja rowniez zwigzane z nieprawidlowosciami
w zakresie pracy mie$ni, ich podwyzszonego napigcia w obrebie klatki piersiowe;j
oraz obreczy barkowej (Szalewska, Lepska, Niedoszytko, 2002), stanowig takze
wypadkowa okreslonego typu oddychania - tzw. oddychania piersiowego, a cza-
sem nawet obojczykowego (Ordyk-Czyzewska, 2005; Walencik-Topitko, 2009;
Zalesska-Krecicka, Krecicki, Wierzbicka, 2004). Zatem nieprawidlowosci doty-
czace fonacji oraz prozodii moga by¢ jednym ze skutkdw zaburzen obserwowa-
nych w zakresie czynnosci oddechowe;j. Nieprawidlowosci fonacyjne utrwalane sg
réwniez poprzez niewlasciwe zachowania poszczegdlnych grup migsni w obrebie
ukladu oddechowego. Z kolei objawy wspomnianych zaklécen dotyczacych fona-
cji obserwowane w akcie komunikacji, przektadajg si¢ na warstwe prozodyczng
wypowiedzi, obnizajac nie tylko jako$¢ nadawanego komunikatu, ale takze kom-
fort zycia i samooceny 0sob z chorobami uktadu krazenia.

Podstawy metodologii badan wlasnych

Przedmiotem badawczym w przypadku niniejszego tekstu sg objawy zaburzen
oddechu, fonacji oraz prozodii u 0séb z chorobami ukltadu krazenia, natomiast
celem jest opis ich wystepowania. Gléwny problemem badawczy brzmi: jakie
dominujace i niedominujace zaburzenia gtosu wystepuja w badanej grupie oséb?
Do probleméw szczegélowych naleza nastepujace pytania: Czy u oséb z choro-
bami ukladu krazenia wystepuja zaburzenia oddychania, tworzenia glosu oraz
prozodii? Jesli tak, to w jaki sposdb ich nasilenie okreslajg osoby z badanej grupy?

Jakie inne rodzaje zaburzen zwigzanych z oddychaniem oraz emisja glosu
wskazywane s3 przez osoby z grupy badawczej? W badaniach, ktérych wyniki pre-
zentowanie s3 w niniejszym tekscie postuzono si¢ analizg ilosciowg. Jako narze-
dzie badawcze zastosowano formularz ankiety zawierajacy pytania dotyczace
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postugiwania si¢ mowg oraz prébe okreslenia jej jakosci uwzgledniajac aspekty
oddychania, fonacji oraz prozodii u 0séb z chorobami krazenia. Ankieta zosta-
ta udostgpniona w Internecie na stronach dedykowanych osobom z chorobami
ukladu krazenia np. Mam chore serce - co dalej?, natomiast prezentowane wyniki
pochodzg z okresu 6 miesiecy — pomiedzy marcem a sierpniem 2024 r.

Przygotowane narzedzie badawcze skierowane zostalo do 0séb z chorobami
krazenia, a jego celem bylo stworzenie mozliwosci tej wlasnie populacji, na wska-
zanie i opis istniejacego u nich dyskomfortu dotyczacego tworzenia gtosu podczas
wypowiedzi. Subiektywny charakter tego rodzaju oceny, zawsze wtedy, gdy wska-
zuje na wystepujacy problem foniatryczny wymaga badan obiektywnych, prze-
prowadzonych przez lekarza. Nalezy takze uwzgledni¢ mozliwos$¢ pojawienia si¢
rozbieznosci pomiedzy badaniem ankietowym a diagnostycznym postepowaniem
obiektywnym (Majdak, 2023). To, ze pozwalajaca na samoocen¢ ankieta wyma-
ga dalszych badan, nie jest jedyna jej stabsza strong. Badacze zwracaja réwniez
uwage miedzy innymi na to, ze trudno w tym wypadku o, w pelni uniwersalne
narzedzie. Monika Kazmierczak (2016a) analizujac formularz ,Voice Handicap
Index (VHI)” podkresla np. brak poruszenia w nim tak istotnej kwestii, jak pyta-
nie o nalogi, ale takze o $wiadomos$¢ i stosowanie w zyciu codziennym wiedzy
z zakresu higieny glosu (Kazmierczak, 2016a).

Jednak mimo wspomnianych mankamentéw wtasciwych badaniom o cha-
rakterze subiektywnym, prowadzonym za pomoca ankiety, ktdrej celem jest
samoocena — w tym wypadku samoocena jakosci glosu — narzedzia tego rodzaju
uwazane s3 za przydatne i traktowane sg jako jeden z etapéw diagnozy. Takze
w okresie trwania terapii, postrzega si¢ je jako pomoc umozliwiajaca monitoro-
wanie zmian i skutecznodci oddzialywania terapeutycznego (Olszewski, Nowo-
sielska-Grygiel, 2017). W literaturze znalez¢ mozna réwniez glosy podkreslajace
warto$¢ przesiewows tego rodzaju badan (Wozniak, Orzel, Stawicka, 2023; Nie-
budek-Bogusz, 2009).

Oprocz wartosci jaka pelni¢ moze ankieta, stanowigc np. narzedzie badania
przesiewowego, ktoére pozwala na wstepng identyfikacje problemu, czy umoz-
liwia $ledzenie wynikéw terapii, kwestionariusz samooceny ma jeszcze jedna
istotng warto$¢. Pozwala na okreslenie pewnych zjawisk, na ktére warto zwrdcic
uwage w okreslonej populacji. Totez oprocz szeroko stosowanego formularza VHI,
w praktyce uzywa si¢ réwniez wersji pVHI (,,Pediatric Voice Handicap Index”)
(Zajac, 2023), a takze ,Skali Dyskomfortu Traktu Glosowego” (,Vocal Tract
Discomfort” - VTD) oraz narzedzi wyspecjalizowanych, takich np. jak ,,Trans
Woman Voice Questionnaire” - TWVQ (Lorenc, Stempien, 2023).

Poniewaz najszerzej, jak zakladajg autorki niniejszego tekstu, polskim logo-
pedom znany jest obecnie kwestionariusz VHI, to wlasnie w odniesieniu do
niego wskazane zostang cechy wyrdzniajace zaproponowany osobom z choro-
bami ukladu krazenia kwestionariusz, dotyczacy subiektywnej oceny fonacji
w tej grupie. Przede wszystkim narzedzie skierowane do wspomnianej populacji
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wymagalo postawienia dodatkowych pytan dotyczacych miedzy innymi rozpo-
znanej choroby, czasu jej trwania oraz sposobu/sposobéw leczenia. Skladajacy
sie z trzech zasadniczych czgsci — samoocena stanu funkcjonalnego, samoocena
stanu emocjonalnego, samoocena stanu fizycznego - formularz VHI, odnosi si¢
min. do zwigzku pomiedzy odczuciami moéwigcego a jakoscig jego funkcjonowa-
nia w $rodowisku zawodowym (Kazmierczak, 2016b). W ankiecie przeznaczonej
do subiektywnej oceny glosu u 0s6b chorych na choroby krazenia znalazly si¢
cze$ci: glos, prozodia, oddychanie. Razem zawierajg one 57 pytan: w czesci pierw-
szej znajduje si¢ 20 pytan, w drugiej — 19, w trzeciej — 18. Modyfikacji poddano
takze skale odpowiedzi w poréwnaniu do formularza VHI, w ktérym jest ona
pieciostopniowa, rozszerzajac ja do skali dziesieciostopniowe;.

Dane podstawowe

Grupe badawczg stanowito 90 osob, w wieku od 16 do 91 lat. Podstawowym
kryterium, ktére decydowalo o udziale w badaniu bylo rozpoznanie choroby
ukiadu krazenia. Sposrod badanych 60% stanowily kobiety, 40% - mezczyzni.
Wigkszo$¢ osob (54,5%) pozostaje aktywna zawodowo. 30,7% jest w wieku eme-
rytalnym, natomiast 14,8% nie pracuje. W grupie badawczej znalazly si¢ osoby
wykonujace prace umystowa (41,7%), fizyczng (22,6%) oraz oba rodzaje pracy
(35,7%). Jednoczesnie 56,8% badanych deklaruje, iz wykonywana przez nich praca
wymaga wysitku gltosowego.

Wsrod badanych znalazty sie osoby, ktérym choroba kardiologiczna towarzy-
szy od urodzenia. Liczng grupe stanowia osoby deklarujace, iz chorujg od okoto
dwoch dekad: od 18 do 21 lat.

Najczestszym rozpoznaniem wskazanym przez osoby ankietowane byly zabu-
rzenia rytmu serca — 47,2% badanych oséb; niewydolnos¢ sercowo-naczyniowa —
31,5% ankietowanych; wada wrodzona serca — 19,1%. Pozostale wymienione zabu-
rzenia to: zawal, NZK (nagle zatrzymanie krazenia), migotanie przedsionkéw,
przyspieszone tetno, kardiomiopatia przerostowa, miazdzyca, nadci$nienie tetni-
cze, zwezZenie zastawki aortalnej, niewydolnos¢ zastawki aortalnej, stabilna choro-
ba wienicowa, blok, uszkodzenia ukladu krazenia w wyniku covidu, tetniak aorty.

W odpowiedzi na pytanie o wplyw choréb uktadu krazenia na codzienne zycie
badanych, 8% deklaruje, ze zaburzenia, z ktérymi sie zmaga, w znacznym stopniu
zmienily ich zycie, natomiast 67% zamiane te zauwaza w niewielkim zakresie. 25%
deklaruje, iz w zaden sposob nie odczuwa na co dzien negatywnych skutkéw choro-
by, a 2,2% badanych deklaruje, ze ich stan zdrowia mozna okresli¢ jako doskonaty.

Wigkszos$¢ chorych (90,9%) deklaruje, ze wdrozone leczenie — przyjmowa-
ne leki oraz przebyte zabiegi i operacje dotyczace ukladu krazenia, poprawito



LOGOPEDIASILESIANA.2024.13.01.07
5.227228 Ewa Binkuniska, Magdalena Zajac

jako$¢ ich zycia. Znaczny poziom poprawy deklaruje 19,3% badanych; z kolei
9,1% uwaza, iz w zakresie jakosci ich Zycia nic si¢ nie zmienilo. Pozostala grupa
uwaza, ze leczenie poprawilo w pewnym zakresie jakosc¢ ich zycia. W odniesieniu
do skutkéw rehabilitacji: 44,9% badanych, korzystalo z rehabilitacji kardiologicz-
nej, 31,5% brato udziat w rehabilitacji oddechowe;.

Wyniki badan
Oddychanie, glos i prozodia u 0séb z chorobami ukladu krazenia

Na podstawie analizy ankiety stwierdzono, ze az 70,9% badanych oséb zauwa-
za u siebie niepozadane zmiany dotyczace funkcjonowania ich glosu. Mowa tu
o tych objawach dysfonii, ktére pojawily si¢ w czasie choroby ukladu krazenia.
W poszczegolnych czesciach ankiety najczesciej wskazano na:

potrzebe odkastywania w trakcie wypowiedzi, po to, by glos nabrat odpow-
iedniej barwy;

potrzebe raptownego zakornczenia wypowiedzi;

trudnosci dotyczace zachowania statej wysokosci glosu;

narastanie zaburzen oddechowych i me¢czliwosci w czasie méwienia.

Na potrzebe odkastywania w czasie wypowiedzi wskazalo 84,3% responden-
tow, w tym najwyzej na skali (oznacza to, ze w skali od 1 do 10 punktéw, odpo-
wiadajace osoby wskazaly 10) zaznaczylo ten problem 13,5%. Z potrzeba raptow-
nego konczenia wypowiedzi identyfikowato sie 60,7% pytanych, natomiast jako
dolegliwo$¢ o najwyzszym natezeniu wskazalo ja 9% oséb. Problem polegajacy
na narastajacej meczliwosci zwigzanej z méwieniem dotyczyl 77,3% odpowia-
dajacych, a jako zaburzenie o charakterze wyjatkowo intensywnej dolegliwosci
zaznaczylo go 10,2%. Dodatkowo warto w tym miejscu nadmieni¢, iz najwyzszy
wskaznik zaburzen odnotowano w przypadku zdania wskazujacego na wysoki
poziom zmeczenia, jakie towarzyszy aktywnosci fizycznej. Wynik ten osiagnat
ogélem, az 94,4%, natomiast w stopniu najwyzszym wskazywany zostal przez
31,55% populaciji.

Wymienione rodzaje zaburzen, a zatem potrzeba odkastywania w czasie wypo-
wiedzi oraz raptownego jej zakonczenia, trudno$ci w utrzymaniu statej wysokosci
glosu, wysoki i podlegajacy intensyfikacji stopienn meczliwosci w trakcie mowy,
a takze w czasie wysitku fizycznego wystapily na najwyzszym poziomie u oséb
z zaburzeniami rytmu serca, z niewydolno$cig sercowo-naczyniowa oraz osob
po przebytym zawale serca i NZK.

Jak wspomniano do najczesciej wskazywanych zaburzen zwigzanych z oddy-
chaniem nalezalo szybsze odczuwanie zmeczenia w trakcie aktywnosci fizycznej
np. chodzenia, biegania oraz wykonywania innych rodzajéw ¢wiczen fizycznych.
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W tym wypadku 94,4% oso6b stwierdzilo, iz zauwaza u siebie dyskomfort dotycza-
cy oddychania. 31,5% na skali od 1 do 10 wskazalo najwyzszy poziom zaburzenia.
Zaburzenia oddechowe prowadzace do wzmozonej meczliwosci w czasie méwie-
nia zauwaza u siebie 77,3% badanych. W stopniu najwyzszym na t¢ dolegliwos¢
wskazuje 10,2% osob. Trzecim zaburzeniem dotyczacym oddychania najczesciej
wskazywanym przez respondentéw jest konieczno$¢ dobierania powietrza w trakcie
wypowiedzi. Na te dolegliwo$¢ wskazuje 73,3% respondentéw. Krétsze niz przed
chorobg zdania wymawia 64,4%. Na wystepujace w wyniku oddechowych niepra-
widlowosci funkcjonalnych, towarzyszace wypowiedzi sapanie/wzdychanie wska-
zuje 62,9%. Poziom najwyzszy tego rodzaju nieprawidfowosci zauwaza u siebie 9%.

Wykres 1
Zaburzenia oddechowe wskazane przez osoby ankietowane
ZMECZENIE ODDECHOWE W TRAKCIE AKTYWNOSCI FIZYCZNE) 94,40%
NAJWYZSZY POZIOM DYSFUNKCJI 31,50%
WZMOZONA MECZLIWOSC ODDECHOWA W CZASIE MOWIENIA 77,30%
NAJWYZSZY POZIOM DYSFUNKC)! (Lo Jp Lo
TYP OBOJCZYKOWY ODDECHU DYNAMICZNEGO 73,30%
NAJWYZSZY POZIOM DYSFUNKCII 17,40%
W TRAKCIE MOWIENIA MUSZE CZESTO DOBIERAC POWIETRZE 73,30%
NAJWYZSZY POZIOM DYSFUNKCII [REX:Th]
TYP OBOJCZYKOWY ODDECHU SPOCZYNKOWEGO 69,30%
NAJWYZSZY POZIOM DYSFUNKC)I [ 10174
TYP ZEBROWY ODDECHU SPOCZYNKOWEGO 66,70%
NAJWYZSZY POZIOM DYSFUNKC) R
WYMAWIANIE NA JEDNYM ODDECHU KROTSZYCH ZDAN NIZ PRZED CHOROBA 64,40%
NAJWYZSZY POZIOMDYSFUNKC) [ Ts X n‘ ‘
i |
TYP ZEBROWY ODDECHU DYNAMICZNEGO 64,40%
NAJWYZSZY POZIOM DYSFUNKCII RS I ' ‘
OGOLNE ZABURZENIA ODDECHU SPOCZYNKOWEGO 63,60%
2 ||
NAJWYZSZY POZIOMDYSFUNKC) IR BPILT i L%
|
POJAWIAJACE SIE W WYPOWIEDZI SAPANIE/WZDYCHANIE 62,90%
NAJWYZSZY POZIOM DYSFUNKCI [T 3] l ’ ‘ | ’

Zrédlo: opracowanie wiasne.

Z kolei jako najrzadziej wystepujace nieprawidtowosci dotyczace oddycha-
nia ankietowani wskazali jego typ zebrowy (piersiowy). Sytuacja ta w szczegdlny
sposob dotyczy 4,6% badanych w przypadku oddechu dynamicznego oraz 6,9%
w odniesieniu do oddychania spoczynkowego.
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W kolejnej czgsci ankiety znalazly si¢ zdania opisujace sposob fonacji, jaki moze
by¢ reprezentowany przez osoby z chorobami ukladu krazenia. Wyniki badania,
ktére dotycza rozpoznawanych u siebie przez ankietowanych nieprawidlowosci
zwigzanych z glosem wskazuja na potrzebe odkastywania oraz czesto powtarzajaca
si¢ chrypke, jako dwa zaburzenia o najwyzszym poziomie wystepowania u oséb
badanych. Pierwsze z nich, jak wcze$niej wspomniano, dotyczy 84,3% ankietowa-
nych. Natomiast na cz¢sto powtarzajaca si¢ chrypke wskazalo 76,4%. Pojawianie si¢
potrzeby odpoczynku gltosowego dotyczy 74,2% badanych. Jako ‘stabszy’ niz przed
rozpoznaniem objawéw choroby ukladu krazenia, opisalo swdj glos 73% respon-
dentoéw. Jako zmeczony’, a takze ‘zuzyty’ okreslito go 70,8% osob. Na towarzyszace
wypowiedzi ‘wrazenie przecigzenia glosu’ wskazalo 69,4% badanych. Natomiast na
‘chrypke jako staly komponent swojego glosu’ wskazuje 66% ankietowanych.

Wymienione powyzej, wskazane przez respondentdéw zaburzenia glosu, mogg by¢
miedzy innymi wynikiem nieprawidfowosci zwigzanych z nastawieniem glosowym.
W tym wlasnie kontekscie pojawily si¢ odpowiedzi przedstawione na wykresie 2.

Wykres 2
Zaburzenia nastawienia glosu wskazane przez osoby ankietowane

FONACJA OPISYWANA JAKO TWARDA

NAJWYZSZY POZIOM DYSFUNKCJI

TOWARZYSZACY FONACII EFEKT PRZYPOMINAJACY
CHUCHANIE

NAJWYZSZY POZIOM DYSFUNKCJI

TOWARZYSZACY FONACII EFEKT PRZYPOMINAJACY
SZEPT

NAJWYZSZY POZIOM DYSFUNKCJI

Zrédlo: opracowanie wiasne.

Wyniki prezentowane na wykresie 2 wskazuja na dominujaca w grupie oséb
ankietowanych tendencje¢ do pozostawiania w wigkszym stopniu niedomknietej
szpary glosni (Maniecka-Aleksandrowicz, Domeracka-Kotodziej, 2006). Efektem
tego zjawiska jest towarzyszacy fonacji szum opisywany wskazywany w dwoch
odpowiedziach: mdj glos w czasie wypowiedzi przypomina brzmi tak, jakby towa-
rzyszyto mu chuchanie; oraz: moj glos w czasie wypowiedzi przypomina szept.
Interpretacja wynikow jakie prezentuje powyzszy wykres z pewno$ciag wymaga
uwzglednienia tego, ze badanie, ktérego wyniki omawiane s w niniejszym tek-
$cie, ma charakter subiektywny. Wymagane byloby zatem wdrozenie u poszcze-
gblnych respondentéw badan o charakterze obiektywnym. Nie mniej warty uwagi
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jest fakt, ze wigkszos¢ zaburzen glosu jakie wymieniane sg przez badanych, moze
wystepowaé w wyniku nieprawidfowego nastawienia glosu lub wtérnie do niego
prowadzi¢. Z kolei, co takze istotne w kontekscie omawianego tematu, warunkiem
nastawienia migkkiego jest koordynacja oddechowo-fonacyjna.

Wiréd komponentéw prozodii, jakie uwzgledniono w ankiecie znalazty sie:
wysokos¢ glosu, charakterystyka jego barwy, intonacja — szczegélnie sposob
prowadzenia glosu oraz tempo mowy. W odczuciu wigkszosci pytanych oséb
wysokos¢ ich gltosu w czasie choroby ulegla obnizeniu. Tego rodzaju stwierdzenie
deklarowato 58,4% badanych. Jednak wsréd badanych pojawila si¢ rowniez grupa
respondentow, ktora twierdzi, ze postuguja si¢ obecnie wyzszym glosem niz przed
choroba. Populacja ta stanowi 19,1% badanych. Wskazane w ankiecie elementy opi-
sujace zmiany w zakresie barwy glosu nie uzyskaty szczegdlnie wysokich wynikoéw.
Najwigcej 0osob wskazalo, ze barwe ich glosu mozna okresli¢ jako ‘nosowg’. Tego
rodzaju odpowiedz zaznaczylto 43,2% oséb. Najwiecej zmian o najwyzszym pozio-
mie wskazano w odniesieniu do nieprawidtowosci towarzyszacych intonacji. Zna-
lazty sie tutaj: trudnosci w zakresie zachowania stalej wysokosci glosu, potrzeba

Wykres 3
Zmiany w zakresie intonacji oraz barwy glosu wskazane przez osoby ankietowane
POTRZEBA NAGLEGO PRZERWANIA WYPOWIEDZI/NAGLA PAUZA 60,70%
NAJWYZSZY POZIOM DYSFUNKCJI 9%
POJAWIAIACE SIE TRUDNOSCI W ZACHOWANIU STALE) WYSOKOSCI GEOSU 60,70%

NAIWYZSzY POzZIOM DYSFUNKC AR
GtOS NIZSZY 58,40%
NAJWYZSZY POZIOM DYSFUNKC)I I JEITA
LAMIACY SIE GLOS 57,30%
NAJWYZSZY POZIOM DYSFUNKC  JIFSE
DRZACY GtOS 49,90%
NAIWYZSZY POZIOM DYSFUNKC)I  JIETE
GtOS NAZMIANE ZA WYSOKI | ZA NISKI 48,30%

NAJWYZSzY POZIOMDYSFUNKC)  [IEZETA

WOLNIEJSZE TEMPO MOWY 47,20%
NAJWYZSZY POZIOM DYSFUNKCII 9%
NOSOWA BARWA GtOSU 43,20%

PLACZLIWA BARWA GLOSU 33,70%

NAJWYZSZY POZIOM DYSFUNKCII T2

NAJWYZSZY PozIOMDYSFUNKCI [ED ‘ ‘
SZYBSZE TEMPO MOWY 29,50%
NAJWYZSZY POZIOM DYSFUNKCII . ‘
GLOS WYZSZY 19,10%

NAJWYZSZY POZIOM DYSFUNKCII

Zrédlo: opracowanie wiasne.
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raptownego skonczenia wypowiedzi, famanie si¢ gtosu oraz brak panowania nad
glosem, ktdry raz jest za wysoki, a raz za niski. Wéroéd innych zauwazalnych
zmian w zakresie prozodii pojawia¢ si¢ moze drzenie. Wystepuje ono w wyniku
zachodzacych w obrebie szpary glosni fluktuacji obejmujacych wzrastanie oraz
zmniejszenie si¢ przeplywu powietrza. W wyniku tego zjawiska dochodzi do
nietypowych drgan faldéw gltosowych (Maniecka-Aleksandrowicz, Domeracka-
-Kolodziej, 2006). Dane dotyczace omawianych wynikéw prezentuje wykres 3.

Z kolei w odniesieniu do zmian dotyczacych tempa mowy, wiekszo$¢ badanych
deklaruje, ze w czasie trwania choroby zaczeli wypowiadac¢ sie wolniej. Popula-
cja ta stanowi 47,2% badanych. Z kolei 29,5% twierdzi, iz méwi obecnie szybciej.

Podsumowanie

Zaburzenia dotyczace nieprawidlowosci oddechowych, fonacyjnych i pro-
zodycznych warunkujg si¢ wzajemnie - kazde z nich moze prowokowaé wspot-
wystepowanie pozostalych. Nieprawidlowosci glosu towarzysza jako zaburzenie
o charakterze wtérnym chorobom organicznym (Pruszewicz, 1996b; Binkunska,
2012). Przedstawione powyzej wyniki badan w duzej mierze potwierdzaja wtérny
charakter dysfonii wystepujacych u 0séb z chorobami krazenia.

Osoby, u ktérych rozpoznano choroby krazeniowo-naczyniowe skarzg si¢ na
doskwierajace im zaburzenia fonacji, prozodii, ale réwniez oddechu dynamicz-
nego, wlasciwego dla tworzenia glosu w codziennej komunikacji. Wyniki badan
wskazuja na to, ze do istotnych czynnikéw, na jakie uskarzaja si¢ ankietowani
mozna zaliczy¢ takie objawy dysfonii jak chrypke, ograniczone mozliwosci modu-
lacji - operowania podczas wypowiedzi sila glosu, wysokoscia, czy jego nateze-
niem. Zdaniem ankietowanych wraz z rozwojem choroby pojawily sie u nich
zmiany obejmujace barwe i §rednie polozenie glosu, a skroceniu ulegt czas fonacji.
Czasem wypowiedzi towarzyszy drzenie glosu, a wypowiadane frazy sg krétsze.

Wsréd zmian, ktére nie naleza do dominujacych znalazty si¢ zmiana tempa mowy
na szybsza, ale takze postugiwanie si¢ wyzszym glosem. W celu identyfikacji przy-
czyn pojawienia si¢ tych zmian nalezatoby okresli¢ wiek badanych, ktérzy wskazali
wymienione modyfikacje i okreslenie, czy nie wynikaja one np. z procesu dojrzewania.
Operowanie wyzszym glosem, czy wyzszej siegajaca skala glosu, moze by¢ réwniez
efektem wdrozenia w zakresie fizjoterapii niektorych ¢wiczen np. oddychania, ktérego
celem jest uaktywnienie mie$nia przepony (Szalewska, Lepska, Niedoszytko, 2002)

Niewatpliwie w opisie zmian zwraca uwage wielopostaciowy charakter dysfonii,
co prowadzi do wniosku, iz zaburzenia glosu oraz prozodii pojawiajace si¢ w okre-
sie trwajacej choroby ukladu krazenia moga naleze¢ do dysfunkcji wynikajacych
z tych choréb oraz towarzyszacych im nieprawidtowosci obejmujacych oddychanie.
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Parental assessment of communication attitudes
in children with stuttering in early school age
— practical implications

ABSTRACT: The article presents a quantitative study of how parents assess the communication atti-
tudes of early school-age children who stutter compared to parents of fluent-speaking peers, using
a questionnaire adapted from the Communication Attitude Test (CAT) within a quasi-experimental
design. The results show that the vast majority of parents of children who stutter perceive clearly
negative communication attitudes in their children, while almost all parents of fluent children report
no such difficulties. Statistical analysis (Student’s t-test) confirms a significant difference between
groups, underscoring the impact of stuttering on parental perception and highlighting the need to
systematically involve caregivers in diagnosis and therapy as well as to provide them with evidence-
based education and support.

KEYWORDS: stuttering, parental assessment, communication attitudes, early school-age children,
speech-language intervention

Rodzicielska ocena postaw komunikacyjnych dzieci z jakaniem
w wieku wezesnoszkolnym - implikacje praktyczne

STRESZCZENIE: Artykul przedstawia badanie ilo$ciowe dotyczace oceny postaw komunikacyjnych
dzieci w mlodszym wieku szkolnym z jagkaniem, dokonywanej przez ich rodzicéw, w poréwnaniu
z ocenami rodzicéw dzieci moéwiacych ptynnie, z wykorzystaniem kwestionariusza zaadaptowa-
nego z ,,Testu do badania postaw zwigzanych z komunikowaniem si¢” (CAT) w ramach projektu
quasi-eksperymentalnego. Wyniki wskazuja, ze zdecydowana wigkszo$¢ rodzicow dzieci z jaka-
niem dostrzega wyrazne negatywne postawy komunikacyjne u swoich dzieci, podczas gdy niemal
wszyscy rodzice dzieci ptynnie méwiacych nie zglaszajg takich trudnosci. Analiza statystyczna (test
t-Studenta) potwierdza istotng réznice miedzy grupami, podkreslajac wplyw jakania na percepcje
rodzicéw oraz koniecznos¢ systematycznego angazowania opiekundw w proces diagnostyczny i tera-
peutyczny, a takze zapewniania im edukacji i wsparcia opartego na dowodach.

SLOWA KLUCZOWE: jakanie, ocena rodzicielska, postawy komunikacyjne, dzieci w mlodszym wieku
szkolnym, interwencja logopedyczna
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Introduction

Stuttering is a complex phenomenon that affects many people around the
world, regardless of culture, religion, or socioeconomic status. It is sometimes
referred to as speech disfluency in speech. Stuttering varies from case to case,
depending on its severity and type (Adamczyk, 1998; Bloodstein and Bernstein
Ratner, 2007; Kelman and Nicholas, 2013).

Stuttering may or may not reduce a child’s quality of life. However, it is impor-
tant to note that the emotions experienced, and attitudes manifested in relation
to speech are very individual. Some children who stutter do not experience any
negative feelings or reactions related to communication. These are students who,
despite stuttering, talk to other children and engage in activities both at school
and at home. Therefore, it can be concluded that disfluency does not interfere with
their everyday functioning. Most often, however, children who experience stutter-
ing are accompanied by difficult emotions, including shame, panic, anxiety, guilt,
and loneliness. These individuals are usually withdrawn from communication,
do not speak up in groups, and do not talk to hide their stuttering. They believe
that speech disfluency has a strong impact on their lives, including limiting their
functioning in various areas. For this reason, it is important to support children
who are unable to cope with emotional difficulties on their own, both from Speech
Language Pathologists and parents (Fasciszewska, 2018; Millard, 2019).

Usually, the literature on the experience of stuttering provides information on
how people who stutter — adults, adolescents, school-age children, and preschool-
ers — perceive their own disfluency. Little is still known about how stuttering is
understood by parents of children with speech disfluency. This article discusses the
outlined problem based on the results of a study conducted among a group of par-
ents of children who stutter and a group of parents of children who speak fluently.

Parental perspective on stuttering - state of knowledge

Currently, when we talk about stuttering, we think of it as a different way of
speaking rather than a speech disorder. Many young children who stutter do not
consider it to be their problem or something they should fight against. However, it
is worth noting that parental perspectives can influence how children themselves
react to their own disfluency. Parents of children often fear the consequences of
speech disfluency, which can have a significant impact on their children’s future,
including difficulties in school performance and in establishing relationships with
peers (Rocha, Yaruss, Rato, 2019).
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According to Guttormsen, Yaruss, and Bottegard Ness (2021), parents often
perceive stuttering as something that negatively affects their children. Studies
over the years show that most caregivers believe that speech disfluency causes
frustration in their children. Moreover, it is a cause of sadness and anger in
everyday life. Parents also note that compared to their peers, a large proportion
of children who stutter experience more negative thoughts and communication
attitudes. Stuttering can affect not only those who experience it, but also their
parents and those closest to them. When dealing with children who experience
speech disfluencies, parents often want to help them by slowing down their speech,
using shorter sentences, or interrupting and finishing their sentences for them.
Parents sometimes experience negative emotional reactions, including anxiety,
sadness, frustration, and self-blame (Yasar, Vural-Batik, Ozdemir, 2020).

The parental perspective is also extremely useful in diagnostic and therapeu-
tic activities. Many Speech Language Pathologists, to ensure a comprehensive
assessment, also focus on information obtained from caregivers in their work.
This information is essential when a child’s stuttering is characterized by high
variability. It provides important information about speech fluency in communi-
cation situations in which specialists are not directly involved. In addition, under-
standing the functioning and dynamics of the family and the parents’ attitudes
towards stuttering can aid therapy. Family relationships directly affect children’s
ability to cope with stuttering. Sometimes, parents’ reactions to stuttering can dif-
fer significantly from the attitudes presented by children who stutter. It is worth
adding that parents and their children with stuttering have their own distinct
needs, thoughts, feelings, and fears related to stuttering, which should be con-
sidered in therapeutic programs (Rocha, Yaruss, Rato, 2019)

Problem and research objective

For human actions to be effective, it is important that they are purposeful.
Formulating a research objective is an indispensable and necessary condition that
must be met when undertaking scientific research (Lobocki, 2001).

The general objectives of the study described below are: to present an analysis
of parental assessment of the communication attitudes of children with stutter-
ing in early school age, as well as to compare it with parental assessment of the
communication attitudes of fluent-speaking children in early school age.

Two specific objectives have been formulated for the above-mentioned general
objectives, which are as follows:

I Analysis of the degree to which parents notice the occurrence of with stuttering
IT Detection and analysis of the practical implications of the research results
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To achieve the above-mentioned general objectives, general research ques-
tions were formulated to help analyze the data obtained in the course of the study:
1. What is the parental assessment of the communication attitudes of children with

stuttering in early school age?

2. Does the parental assessment of the communication attitudes of children with
stuttering differ from the parental assessment of the communication attitudes
of fluent early school-age children?

The general issues and the questions based on them give rise to the following
specific questions:

1. Do parents of children who stutter notice negative communication attitudes in
them? If so, which ones and to what extent?

2. Are there any practical implications for the research results obtained, and if so,
what are they?

Research method and sample characteristics

Two research methods were used in the study: the pedagogical experiment
method and the survey method.

A quasi-experimental research design was used in the study. Quasi-experimen-
tal studies are called ex post facto studies. They differ from strictly experimental
studies in that only at least one dependent variable is strictly controlled by the
researcher. However, any manipulation of the independent variable, which is pre-
determined and only needs to be identified by the researcher, is excluded. When
conducting quasi-experimental research, the researcher’s task is to ultimately pre-
sent the impact of one or more independent variables on the controlled depend-
ent variables. In quasi-experimental research, the researcher deliberately selects
a control (comparison) group for the experimental group (Lobocki, 2006). The
quasi-experimental study undertaken in this article has one independent vari-
able, which is the presence of stuttering in a child. The dependent variable is the
parental assessment of the child’s communication attitudes.

The second method is the survey method, whose primary function is to col-
lect information about a problem that fascinates the researcher (Lobocki, 2006).
The basic research techniques of the survey method are interviews, questionnaires,
and conversations (Lobocki, 2001). The study described below used a question-
naire survey.

This study used the “Questionnaire for parents of children who stutter and for
parents of children who speak fluently”, which was developed for the purposes
of the study. It was based on the “Communication Attitude Test (CAT)”, which
is one of the self-assessment tests included in the “Behavior Assessment Battery
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for School-Age Children Who Stutter (BAB)” by Gene J. Brutten and Martine
Vanryckeghem (2021). The survey is addressed to parents of children who stutter
and parents of children who speak fluently. The questionnaire consists of thirty
short statements to be answered with “true” or “false” - they are identical to the
statements contained in the original Communication Attitude Test (CAT) (2021).
The test items have only been reworded to refer to the parents’ opinion on their
child’s attitude towards speaking in specific situations. The parent’s task is to
mark “true” if they believe that a given test item refers to their child’s communi-
cation attitude, or “false” if the statement is untrue. Finally, as in the case of the
original Communication Attitude Test (CAT) (2021), if the respondent marks
the word “true” 17 times and the word “false” 13 times, the researcher receives
feedback about the child’s negative attitude towards their speech, according to
the parent. The highest possible score is 30, while the lowest is 0. Negative reac-
tions reported by the parent are awarded 1 point. This tool allows, among other
things, verification of which attitudes are considered negative only by parents of
children who stutter, and which ones are considered negative for both groups —
the experimental and control groups.

The research took place in Warsaw. The following groups participated:
group I (experimental) — parents of children with stuttering in early school age,
group II (control) — parents of fluent-speaking children in grades 1- 3 of primary
school. Both groups were quantitatively homogeneous. A total of forty-two par-
ents participated in the study, twenty-one from each group.

Data Analysis Procedure

The PS IMAGO Pro 8.0 (SPSS 28) program was used for the statistical analysis
of the results obtained during the study. Descriptive statistics were determined
for the variable (presence of stuttering in the child) in the parents surveyed. The
results were also analyzed using the student’s t-test for independent samples.

Results

In search of answers to the general and specific research questions, parents of
children who stutter and parents of children who speak fluently were asked to com-
plete a prepared questionnaire. Tables 1 and 2 below present the results obtained.
The last column contains the final parental assessment of the child’s communication
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attitudes, which may indicate the presence or absence of a negative attitude towards
their own speech in their children. The “+” sign indicates scores that indicate the
presence of negative communication attitudes in children in the opinion of their
parents, while the “-” sign indicates scores that do not indicate the presence of a
negative attitude towards speaking. In accordance with the recommendations in
the CAT (2021) tool, parental opinions of > 12 are counted as those that indicate
the presence of negative reactions related to speaking.

Table 1
Results of the survey based on CAT (2021) for parents of children who stutter
Parent code Negative
of a child Score in points ~ communication
who stutters attitudes
rdjl 17 +
rdj2 15 +
rdj3 16 +
rdj4 15 +
rdj5 9 -
rdj6 17 +
rdj7 22 +
rdj8 24 +
rdj9 26 +
rdjlo 24 +
rdjll 14 +
rdj12 15 +
rdjl3 24 +
rdjl4 25 +
rdjl5 1 -
rdjl6 22 +
rdjl7 25 +
rdj18 14 +
rdj19 7 -
rdj20 27 +
rdj21 9 -

Source: own study.
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An analysis of the collected results shows that as many as seventeen parents
of children with stuttering, constituting 81% of the entire experimental group,
believe that their child exhibits negative communication attitudes. Only 19% of
caregivers (n = 4) state that their child, despite their speech disfluency, does not
experience a negative attitude towards their own speech.

Chart 1
Parental assessment of the communication attitudes of children who stutter

19%

positive

negative

81%

Source: own study.

A detailed analysis of specific responses from parents showed that in the group
of parents of children who stutter, 100% of respondents (n = 21) answered “false’
to the statement: “Other children would like to speak like my child.” This indi-
cates that caregivers notice negative reactions from their offspring in this regard.
The statements “Sometimes my child’s words get stuck in their mouth when they
speak,” “My child speaks well almost all the time,” and “My child does not speak
like other children,” where as many as 20 parents, representing 95% of the entire
main group, indicated the presence of negative communication attitudes in their
child. A high percentage of parents (90%; n = 19) believe that people sometimes
finish their child’s sentences for them, and they also notice that their child does
not easily get words out. It is worth noting that in the case of parents from the
experimental group, there was no test item in which none of the caregivers noticed
signs of negative speech-related reactions in their child. Only two parents (10%)
noticed that their children who stutter do not like to talk. The same percentage
of caregivers stated that their children are not good conversationalists. In turn,
three parents (14%) concluded that their child prefers to write rather than speak.
These are the test items that received the lowest scores in the group of parents of
children who stutter.

]
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Table 2
Results of a CAT-based survey (2021) for parents of fluent-speaking children
e e
a fluent-speaking Score in points comm.unlcatlon
child attitudes
rdl 0 -
rd2 13 +
rd3 2
rd4 2 -
rd5 2
rd6 0 -
rd7 4 -
rd8 4
rd9 5 -
rd10 0
rdll 1 -
rd12 0 -
rd13 1
rd14 5 -
rd15 2
rd16 6 -
rd17 8 -
rd18 1
rd19 0 -
rd20 2
rd21 7 -

Source: own study.

A questionnaire conducted among parents of fluent children shows that as
many as 95% of caregivers (n = 20) believe that their child does not exhibit nega-
tive communication attitudes. Only the responses of one parent (rd2) scored
a total of 13 points, which, according to the CAT tool (2021), falls within the
range of results that should not be ignored by the diagnostician, as most parents
of fluent children notice fewer negative reactions related to their child’s speech.
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Chart 2
Parental assessment of the communication attitudes of fluent-speaking children

5%

positive

negative

95%

Source: own study.

Table 3
Results obtained in the survey based on the CAT test for parents
in the control group (C) n = 21 and the experimental group (E) n = 21

Experimental Control

group group
Average 18,00 3,10
Standard deviation 6,245 3,330
Median 17,00 2,00
Mode 15i24 0i2
Minimum 7 0
Maksimum 27 13

Source: own study.

Table 3 above presents a summary of the results obtained among parents of
children who stutter and parents of children who speak fluently. The lowest result
(minimum) in the control group is 0, while the highest (maximum) is 13. In the
experimental group, the minimum score is 7 and the maximum is 27. Therefore,
the range, i.e., the difference between the minimum and maximum scores in the
group of parents of children who stutter is 20. In turn, among parents of fluent
children, it is 13. Both in the main group and in the control group, there were two
values with the highest frequency (mode). The most frequently occurring number
of points in the experimental group was 15 and 24, while in the control group
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these results were 0 and 2 points, respectively. The arithmetic mean of the results
obtained among parents of children experiencing stuttering x = 18.00 (standard
deviation SD = 6.245). In the control group, the arithmetic mean of the results
obtained in the study x = 3.10 (SD = 3.330).

The above results were also analyzed using the Student’s t-test for independ-
ent samples, which showed that the difference in mean scores between the two
groups is statistically significant (t = 9.651; p = <0.001) for the assumed significance
level of a = 0.05. This shows that the groups differ significantly from each other.

Below is a frequency table (Table 4) showing the point and percentage break-
down of responses from parents of children who stutter and parents of children
who speak fluently in a 30-point questionnaire. The table omits final scores that
had a zero frequency, i.e., none of the caregivers obtained them, e.g., 10 points.

Table 4
Frequency table - point and percentage distribution of results obtained in a 30-point
questionnaire for parents from the experimental and control groups

Number Experimental group Control group

of polnts frequency (f) [%] frequency (f) %]
0 - - 5 238
! - - 3 143
2 B - 5 23.8
! - - 2 95
° : - 2 95
6 ) - 1 48
7 1 4.8 1 4.8
s - - 1 48
9 2 9.5 -
1 1 438 ;
b : : 1 438
14 2 438 -
15 3 14.3
16 1 438 ;
17 2 9.5 -

22 2 9.5 - -



LOGOPEDIASILESIANA.2024.13.01.08
Parental assessment of communication attitudes... p. 11 of 28

(Table 4 - continued)

Number Experimental group Control group
of points frequency (f) [%] frequency (f) [%]
24 3 14.3 -
25 2 9.5 -
26 1 4.8 .
27 1 4.8 . -

Source: own study.

As a result, 14.3% of parents of children who stutter scored 15 and 24 points.
These are the two scores achieved by the most caregivers in the experimental
group. In contrast in the control group, five people, representing 23.8% of the
total, obtained a final score of exactly 0 points after completing the questionnaire.

Conclusions and practical implications

The presented study aimed to analyze parents’ assessment of the communi-
cation attitudes of children with stuttering in early school age and to compare
it with parents’ assessment of the communication attitudes of fluent-speaking
children in early school age.

With regard to the first general question concerning parental assessment of the
communication attitudes of children with stuttering in early school age, the study
revealed that among the total number of respondents (n = 21), seventeen parents
of children with stuttering stated that their child displays negative communica-
tion attitudes. In contrast, only four caregivers, representing 19% of the entire
experimental group, believe that their child does not display a negative attitude
towards their own speech, despite their stuttering. When analyzing the degree to
which parents notice negative communication attitudes in children who stutter, it
should be emphasized that all parents of children with speech disfluency answered
“false” to the statement “Other children would like to speak like my child” and
20 parents (95%) considered the statement “My child speaks well almost all the
time” to be false. This indicates that parents perceive negative reactions related to
communication in children who stutter. The same number of parents (95%) stated
that “My child does not speak like other children” and that “Sometimes my child
gets stuck when speaking.” A very high percentage of parents (n = 19; 90%) also
noted that “People sometimes finish my child’s sentences for them.” Nineteen
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caregivers (90%) also perceived the statement “My child finds it easy to get words
out” to be false. Slightly fewer parents (n = 17; 81%) indicated that the statement
“I like the way my child speaks” is false, and the same number responded “true” to
the statement “My child would like to speak like other children.” These responses
clearly show that parents perceive their children’s difficulties in accepting stuttering.

Within the second research problem, concerning the comparison of parental
assessment of the communication attitudes of both groups, the study showed that
the experimental group and control groups differ significantly and statistically
significantly from each other.

The final specific objective of the study was to identify and analyze practical
implications based on the results obtained. The in the parent questionnaire
show the need to involve caregivers in the diagnostic and therapeutic process, as
well as the need to continuously expand their knowledge about stuttering and
ways to support children who experience it. It is important that Speech Language
Pathologists specializing in stuttering spread reliable, evidence-based knowledge
about stuttering among parents by:

organizing meetings for parents themselves, where they can share their
experiences and fears and find ways to help each other;

organizing meetings for parents with their children who stutter, allowing
them to learn about each other’s needs and jointly plan family strategies for
communication at home;

organizing group and/or individual meetings between parents and Speech
Language Pathologists, who would explain important issues related to speech
disfluency, creating regular support group meetings where participants can
take advantage of workshops that provide additional help for the whole family;
an example of this are the workshops created as part of the nationwide Logo-
Lab project (www.logolab.edu.pl), led by the University of Silesia in Katowice;
creating informative multimedia materials posted on websites dedicated to
parents and support groups on social media;

creating brochures and leaflets on living with stuttering.

Compliance with the above practical implications, which have been indirect-
ly determined by the results of the study, will increase overall public awareness
of living with stuttering in our country in the future, as well as change the
approach to stuttering therapy towards one focused on acceptance.

Limitations of the study

The study provided a lot of information on the research questions asked - both
general and specific in the context of parental assessment of the communication
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attitudes of children with stuttering. However, it would be advisable to increase
the size of the study groups and expand the study to include qualitative research -
conducting in-depth interviews with parents. This would allow for the develop-
ment of a specific, interesting category identified from the quantitative research.
In addition, it would be interesting to examine separately, independently of each
other, the maternal and paternal assessment of the communication attitudes of
children who stutter.

Summary

The results of the study described in this article prove that parental assessment
of communication attitudes indicates that, according to parents, their children
who stutter have a negative attitude towards their way of speaking. The study
confirms that involving parents of children who stutter in the therapeutic pro-
cess and introducing various family strategies and tactics in speech therapy will
be effective (Rocha, Yaruss, Rato, 2019). Parents want the best for their children,
so they pay attention to all the difficulties that arise in their children’s lives. Car-
egivers of children who stutter are concerned about how speech disfluency will
affect their children’s future lives, which is why they are characterized by a high
level of anxiety. In addition, parents often blame themselves for their children’s
stuttering. Scientific research clearly shows that caregivers are not to blame and
are not responsible for their children’s stuttering. On the contrary, parents are
in the best position to help their children in the process of symptom remission.
Although changes in the way parents communicate with their children are not the
cause of speech disfluency, they can affect its frequency. Research confirms that
parents experience greater anxiety when communicating with a person who stut-
ters than with a fluent speaker (Zenner et al., 1978, as cited in Kowalczyk, 2020).

A comparison of parental assessments of both groups of subjects confirms that
the assessment of parents of fluent children indicates positive communication
attitudes in their children, in contrast to the experimental group. It is therefore
advisable to continuously develop and expand parents’ knowledge about the dif-
ficulties their child faces - in this case, stuttering. This is because positive and
supportive interaction between the child and their parents promotes therapeutic
success, the development of interaction with other children, and a reduction in
anxiety. Strong parental attachment has a huge impact on mental resilience (Yasar,
Vural-Batik, Ozdemir, 2020).
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Rodzicielska ocena postaw komunikacyjnych
dzieci z jakaniem w wieku wczesnoszkolnym
- implikacje praktyczne

STRESZCZENIE: Artykul przedstawia badanie ilo$ciowe dotyczace oceny postaw komunikacyjnych

dzieci w mlodszym wieku szkolnym z jakaniem, dokonywanej przez ich rodzicéw, w poréwnaniu

z ocenami rodzicéw dzieci méwigcych ptynnie, z wykorzystaniem kwestionariusza zaadaptowa-
nego z ,Testu do badania postaw zwiagzanych z komunikowaniem si¢” (CAT) w ramach projektu
quasi-eksperymentalnego. Wyniki wskazuja, ze zdecydowana wigkszo$¢ rodzicow dzieci z jaka-
niem dostrzega wyrazne negatywne postawy komunikacyjne u swoich dzieci, podczas gdy niemal
wszyscy rodzice dzieci ptynnie méwiacych nie zgtaszajg takich trudnoéci. Analiza statystyczna (test
t-Studenta) potwierdza istotng réznice miedzy grupami, podkreslajac wplyw jakania na percepcje
rodzicéw oraz koniecznos¢ systematycznego angazowania opiekundéw w proces diagnostyczny i tera-
peutyczny, a takze zapewniania im edukacji i wsparcia opartego na dowodach.

SLowaA KLUCZOWE: jakanie, ocena rodzicielska, postawy komunikacyjne, dzieci w miodszym wieku

szkolnym, interwencja logopedyczna

Parental assessment of communication attitudes in children with stuttering
in early school age - practical implications

ABSTRACT: The article presents a quantitative study of how parents assess the communication atti-
tudes of early school-age children who stutter compared to parents of fluent-speaking peers, using
a questionnaire adapted from the Communication Attitude Test (CAT) within a quasi-experimental
design. The results show that the vast majority of parents of children who stutter perceive clearly
negative communication attitudes in their children, while almost all parents of fluent children report
no such difficulties. Statistical analysis (Student’s t-test) confirms a significant difference between
groups, underscoring the impact of stuttering on parental perception and highlighting the need to
systematically involve caregivers in diagnosis and therapy as well as to provide them with evidence-
based education and support.

KEYWORDs: stuttering, parental assessment, communication attitudes, early school-age children,
speech-language intervention
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Wprowadzenie

Jakanie jest zlozonym zjawiskiem, ktore wystepuje u wielu oséb na $wiecie
niezaleznie od kultury, religii czy sytuacji spoleczno-ekonomicznej. Bywa okresla-
ne jako nieplynnos¢ w mowie. Jakanie w indywidualnych przypadkach rézni sie
od siebie — w zaleznosci od natezenia oraz typu nieptynnosci (Adamczyk, 1998;
Bloodstein i Bernstein Ratner, 2007; Kelman i Nicholas, 2013).

Jakanie moze, ale nie musi obniza¢ jakosci zycia dziecka. Jednak istotne jest
to, ze przezywane emocje oraz manifestowane postawy, zwigzane bezposrednio
z mowg s3 bardzo indywidualne. Niektérym dzieciom z jgkaniem nie towarzyszg
zadne pejoratywne uczucia ani reakcje zwigzane z komunikacja. Sg to bowiem
uczniowie, ktérzy pomimo wystepujacego u nich jakania rozmawiajg z innymi
dzie¢mi, podejmuja si¢ aktywnosci zaréwno w szkole, jak i w domu. Wobec tego
mozna stwierdzi¢, ze nieplynnos¢ nie przeszkadza im w funkcjonowaniu na co
dzien. Najczesciej jednak dzieciom doswiadczajacym jakania towarzyszg trudne
dla nich emocje m.in. wstyd, panika, niepokoj, poczucie winy oraz samotnosci.
Osoby te sg zazwyczaj wycofane z komunikacji, w grupie nie zabieraja glosu,
nie odzywaja si¢ chcac ukry¢ swoje jakanie. Uwazaja, Ze nieplynno$¢ w mowie
wywiera silny wplyw na ich zycie, w tym ogranicza ich funkcjonowanie w réz-
nych sferach. Z tego wzgledu wazne jest wsparcie dziecka, ktore samodzielnie nie
jest w stanie poradzi¢ sobie z trudno$ciami emocjonalnymi, zaréwno ze strony
logopedy oraz rodzicow (Fasciszewska, 2018; Millard, 2019).

Zazwyczaj literatura zajmujaca sie tematyka do$wiadczania jagkania przeka-
zuje informacje o tym, jak osoby z jagkaniem - dorosli, mtodziez, dzieci w wieku
szkolnym oraz przedszkolnym, postrzegaja wlasng nieptynnos¢é. Wcigz niewiele
wiadomo o tym, jak jagkanie jest rozumiane przez rodzicéw dzieci z nieplyn-
noscia mowy. W niniejszym artykule podjeto dyskusje na temat zarysowanego
problemu, opartg na wynikach badan przeprowadzonych wsréd grupy rodzicow
dzieci do§wiadczajacych jakania oraz grupy rodzicéw dzieci méwiacych plynnie.

Rodzicielska perspektywa jakania - stan wiedzy

Obecnie, méwiac o jakaniu, my$limy o innym sposobie méwienia, a nie
o zaburzeniu mowy. Wiele malych dzieci doswiadczajacych jakania nie uwaza,
ze jest to ich problem ani co$ z czym powinny walczy¢. Jednak warto przy tym
podkresli¢, ze rodzicielskie perspektywy moga mie¢ wplyw na to, jak same dzie-
ci reaguja na wlasng nieplynnosé¢. Rodzice dzieci z jakaniem czesto obawiajg sie
konsekwencji nieplynnosci mowy, ktére moga mie¢ istotny wptyw na przyszios¢
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ich dzieci m.in. trudnosci w osiagnigciach szkolnych, w nawigzywaniu relacji
z réwie$nikami (Rocha, Yaruss, Rato, 2019).

Jak podaja Guttormsen, Yaruss i Bottegard Neess (2021), rodzice czgsto postrze-
gaja jakanie jako co$, co negatywnie wplywa na ich dzieci. Badania na przestrzeni
lat ukazuja, Ze wiekszo$¢ opiekunéw uwaza, ze nieptynnos¢ mowy powoduje fru-
stracje u ich dzieci. Ponadto jest przyczyng smutku i gniewu w codziennym zyciu.
Rodzice zauwazajg takze, ze w poréwnaniu do réwiesnikow duza czes¢ dzieci
z jakaniem doswiadcza wiecej negatywnych mysli oraz postaw komunikacyjnych.

Jakanie moze mie¢ wplyw nie tylko na osoby, ktére go doswiadczaja, ale row-
niez na ich rodzicéw, osoby z najblizszego otoczenia. W stosunku do dzieci, u kto-
rych pojawiajg si¢ nieptynnosci w mowie, rodzice czgsto chcac im pomoc zwalniajg
tempo moéwienia, uzywajg krétszych wypowiedzi lub przerywaja i dokanczajg za
nie zdanie. Rodzicom niekiedy towarzysza reakcje emocjonalne o negatywnym
zabarwieniu m.in. niepokdj, smutek, frustracja, samooskarzanie (Yasar, Vural-Batik,
Ozdemir, 2020).

Perspektywa rodzicielska jest réwniez niezwykle przydatna w dzialaniach
diagnostyczno-terapeutycznych. Wielu logopedéw, w celu zapewnienia komplek-
sowej oceny, skupia sie w swojej pracy réwniez na informacjach uzyskanych od
opiekunéw. Sa one niezbedne w momencie, gdy jakanie u dziecka charakteryzu-
je si¢ bardzo duza zmienno$cia. Pozwalaja bowiem dostarczy¢ istotnych infor-
macji na temat plynnosci méwienia w sytuacjach komunikacyjnych, w ktérych
specjalisci bezposrednio nie uczestniczg. Dodatkowo poznanie funkcjonowania
i dynamiki rodziny oraz postaw rodzicéw wobec jakania moze wspomoc terapie.
Relacje rodzinne bezposrednio wplywaja na zdolno$¢ dzieci do radzenia sobie
z jakaniem. Niekiedy zdarza sie, Ze reakcje rodzicéw na jakanie mogg si¢ znacz-
nie r6zni¢ od postaw prezentowanych przez dzieci z jakaniem. Warto dodag¢, ze
rodzice oraz ich dzieci z jakaniem majg swoje odrebne potrzeby, mysli, uczucia
i obawy zwigzane z jakaniem, ktére powinny by¢ uwzgledniane w programach
terapeutycznych (Rocha, Yaruss, Rato, 2019).

Problem i cel badan

W osigganiu skutecznosci dziatan ludzkich wazna jest ich celowos¢. Sformu-
fowanie celu badawczego jest nieodzownym oraz koniecznym warunkiem, jaki
nalezy spelni¢, podejmujac si¢ wykonania badan naukowych (Lobocki, 2001).

Celami ogdlnymi ponizej opisanego badania sa: przedstawienie analizy rodzi-
cielskiej oceny postaw komunikacyjnych dzieci z jagkaniem w wieku wczesno-
szkolnym, a takze poréwnanie jej z rodzicielskg oceng postaw komunikacyjnych
plynnie méwiacych dzieci w wieku wezesnoszkolnym.
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Do wyzej przedstawionych celow ogolnych sformulowane zostaly dwa cele
szczegolowe, ktdre brzmia nastepujaco:
I Analiza stopnia zauwazania przez rodzicéw wystepowania u ich dzieci z jaka-
niem negatywnych postaw komunikacyjnych
IT Wykrycie i zanalizowanie implikacji praktycznych z uzyskanych wynikow
badan
Do wyzej przedstawionych celéw ogoélnych postawione zostaly ogélne pytania
badawcze, ktére pomoga w analizie uzyskanych w toku badan danych:
1. Jaka jest rodzicielska ocena postaw komunikacyjnych dzieci z jakaniem w wieku
wczesnoszkolnym?
2. Czy rodzicielska ocena postaw komunikacyjnych dzieci z jakaniem rézni si¢
od rodzicielskiej oceny postaw komunikacyjnych ptynnie mowigcych dzieci
w wieku wezesnoszkolnym?
Z problemdéw ogoélnych oraz postawionych na ich podstawie pytan plyna
nastepujace pytania szczegolowe:
1. Czy rodzice dzieci z jakaniem zauwazaja u nich negatywne postawy komuni-
kacyjne? Jesli tak, to ktore i w jakim stopniu?
2. Czy i jakie sg implikacje praktyczne dla uzyskanych wynikéw badan?

Metoda badan i charakterystyka préby

W badaniu wykorzystano dwie metody badawcze: metod¢ eksperymentu
pedagogicznego oraz metode¢ sondazu.

W badaniu wykorzystany zostal schemat badania quasi-eksperymentalny.
Badania quasi-eksperymentalne nazywane sg badaniami typu ex post facto. Réznia
sie od badan stricte eksperymentalnych tym, ze $cistej kontroli badacza podlega
jedynie co najmniej jedna zmienna zalezna. Natomiast wykluczona jest wszel-
ka manipulacja zmienng niezalezng, ktdra jest z gory okreslona i jedynie osoba
badajaca musi ja zidentyfikowaé. Przeprowadzajac badania technikg quasi-eks-
perymentalng badacz ma za zadanie finalnie zaprezentowaé wplyw jednej lub
kilku zmiennych niezaleznych na kontrolowane zmienne zalezne. Osoba badajaca
w badaniach quasi-eksperymentalnych celowo dobiera grupe kontrolng (poréw-
nawcza) do grupy eksperymentalnej (Lobocki, 2006). Podjete w tym artykule
badanie quasi-eksperymentalne posiada jedng zmienng niezalezng, ktdrg jest
obecnos¢ jagkania u dziecka. Natomiast zmienng zalezng jest rodzicielska ocena
postaw komunikacyjnych dziecka.

Druga metoda jest metoda sondazu, podstawowa jej funkcja jest zbieranie
informacji o fascynujacym badacza problemie (Lobocki, 2006). Podstawowymi
technikami badawczymi metody sondazu s3: wywiad, ankieta oraz rozmowa
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(Lobocki, 2001). W ponizej opisanym badaniu skorzystano z badan kwestiona-
riuszem ankiety.

W niniejszym badaniu wykorzystany zostat ,Kwestionariusz ankiety dla
rodzicéw dzieci z jakaniem oraz dla rodzicéw dzieci ptynnie méwiacych”, ktdry
zostal opracowany na potrzeby badania. Powstal na podstawie ,,Testu do badania
postaw zwigzanych z komunikowaniem si¢ (CAT)”, ktory jest jednym z testow
autoewaluacyjnych, wchodzacych w sklad ,Baterii testow do oceny zachowan
dla dzieci w wieku szkolnym, ktore si¢ jakaja (BAB)” autorstwa Gene’a J. Brutte-
na i Martine Vanryckeghem (2021). Ankieta skierowana jest do rodzicow dzieci
z jakaniem oraz do rodzicéw dzieci ptynnie méwigcych. Kwestionariusz sklada
sie z trzydziestu krotkich stwierdzen, na ktére nalezy odpowiedzie¢ ,,prawda” lub

»falsz” — s3 one tozsame ze stwierdzeniami zawartymi w oryginalnym Te$cie do
badania postaw zwigzanych z komunikowaniem si¢ (CAT) (2021). Pozycje testo-
we s3 jedynie przeformutowane w ten sposob, aby odnosity si¢ do zdania rodzi-
cOw na temat nastawienia do méwienia ich dziecka w konkretnych sytuacjach.
Zadaniem rodzica jest zaznaczy¢ stowo ,,prawda”, jesli wedlug niego dana pozy-
cja testowa odnosi si¢ do postawy komunikacyjnej jego dziecka lub ,falsz”, gdy
jest to stwierdzenie nieprawdziwe. Finalnie, tak jak w przypadku oryginalnego
Testu do badania postaw zwigzanych z komunikowaniem si¢ (CAT) (2021), jesli
respondent zaznaczy stowo ,,prawda” 17 razy, a stowo ,falsz” 13, badajacy otrzy-
muje informacje zwrotng o negatywnym, wedtug rodzica, nastawieniu dziecka do
jego mowy. Najwyzszym mozliwym wynikiem jest 30, natomiast najnizszym 0.
Zglaszane przez rodzica negatywne reakcje jego dziecka otrzymuja bowiem
1 punkt. Narzedzie to umozliwia m.in. weryfikacje, ktore postawy sa uwazane
za negatywne tylko dla rodzicéw dzieci z jakaniem, a ktére dla obydwu grup -
eksperymentalnej i kontrolne;j.

Badania mialy miejsce na terenie Warszawy. Udzial wziety nastepujace grupy:
grupa I (eksperymentalna) — rodzice dzieci z jakaniem w wieku wczesnoszkolnym,
grupa II (kontrolna) - rodzice dzieci ptynnie méwigcych z klas 1-3 szkoty pod-
stawowej. Obydwie grupy badane byty pod wzgledem ilo$ciowym jednorodne.
Udzial w badaniu wziglo tacznie czterdziescioro dwoje rodzicéw, po dwadzie-
$cioro jeden z kazdej grupy.

Procedura analizy danych

Do analizy statystycznej uzyskanych w toku badania wynikéw wykorzystano
program PS IMAGO Pro 8.0 (SPSS 28). Ustalone zostaly statystki opisowe dla
zmiennej (obecnos¢ jakania u dziecka) u badanych rodzicéw. Przeprowadzono
takze analize wynikow testem t-studenta dla prob niezaleznych.
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Wyniki

Poszukujac odpowiedzi na postawione pytania badawcze, ogdlne oraz szcze-
goélowe, poproszono rodzicow dzieci z jakaniem oraz rodzicéw dzieci mowia-
cych plynnie o wypelnienie przygotowanego kwestionariusza ankiety. Ponizsze
tabele 1 oraz 2 przedstawiaja uzyskane wyniki. Ostatnia kolumna zawiera finalng
rodzicielska ocene postaw komunikacyjnych dziecka, ktéra moze wskazywac na
obecnos¢ badz brak negatywnego nastawienia do wlasnej mowy u ich pociech.
Znakiem ,+” oznaczono wyniki punktowe, ktére wskazuja na wystepowanie nega-
tywnych postaw komunikacyjnych u dzieci w opinii ich rodzicéw, natomiast zna-
kiem ,,-” zaznaczone zostaly wyniki niewskazujgce na obecnos¢ pejoratywnego
nastawienia do méwienia. Zgodnie z zaleceniami znajdujacymi si¢ w narzedziu
CAT (2021), rodzicielskie opinie wynoszace > 12 liczone sg jako te, ktore wskazuja
na wystepowanie negatywnych reakcji zwigzanych z méwieniem.

Tabela 1
Wyniki ankiety stworzonej na podstawie CAT (2021) dla rodzicéw dzieci z jgkaniem
oot g N
z jakaniem w punktach komunikacyjne
rdjl 17 +
rdj2 15 +
rdj3 16 +
rdj4 15 +
rdj5 9 -
rdj6 17 +
rdj7 22 +
rdjs 24 +
rdj9 26 +
rdjlo 24 +
rdjll 14 +
rdjl2 15 +
rdjl3 24 +
rdjl4 25 +
rdjl5 11 -

rdj16 22 +
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(cd. tabeli 1)

Kod .r0d21ca Wynik Negatywne
dziecka unktach postawy
z jakaniem WP komunikacyjne
rdjl7 25 +
rdjl8 14 +
rdj19 7 -
rdj20 27 +
rdj21 9 -

Zrédlo: opracowanie wiasne.

Analiza zgromadzonych wynikéw ukazuje, ze az siedemnastu rodzicoéw dzie-
ci z jakaniem, ktorzy stanowig 81% calej grupy eksperymentalnej uwaza, ze ich
dziecko prezentuje negatywne postawy komunikacyjne. Zaledwie 19% opiekunéw
(n = 4) stwierdza, ze ich pociecha mimo swojej nieptynnej mowy nie doswiad-
cza negatywnego nastawienia do wlasnego méwienia.

Wykres 1
Rodzicielska ocena postaw komunikacyjnych dzieci z jgkaniem

19%

pozytywne
negatywne

81%

Zrédlo: opracowanie wiasne.

Szczegdlowa analiza konkretnych odpowiedzi rodzicéw wykazata, ze w grupie
rodzicoéw dzieci z jakaniem 100% os6b (n = 21) odpowiedzialo ,,falsz” na stwierdzenie,
ktére brzmi: ,,Inne dzieci chcialyby méwi¢ tak jak moje dziecko”. Wskazuje to na
to, ze opiekunowie w tym zakresie zauwazaja negatywne reakcje ze strony swojego
potomstwa. Bardzo wysokie wyniki uzyskaly takze zdania ,,Zdarza si¢, ze stowa
utkng mojemu dziecku w ustach, kiedy si¢ wypowiada”, ,Moje dziecko méwi dobrze
niemal przez caly czas” oraz ,,Moje dziecko nie méwi tak jak inne dzieci”, gdzie az
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dwadziescioro rodzicéw, ktérzy stanowia 95% calej grupy gléwnej, wskazalo obec-
nos¢ negatywnych postaw komunikacyjnych u ich dziecka. Wysoki procent rodzicéw
(90%; n =19) uwaza, ze ludzie czasami koncza wypowiedzi za ich dziecko, zauwazaja
takze, ze ich dziecko nie wydobywa z tatwoscig z siebie stow. Warte podkreslenia
jest to, ze w przypadku rodzicow z grupy eksperymentalnej nie odnotowano pozy-
cji testowej, w ktérej zaden z opiekunéw nie zauwazylby u swojego dziecka oznak
negatywnych reakcji zwigzanych z mowa. Zaledwie dwoch rodzicéw (10%) zauwaza,
ze ich dzieci do$wiadczajace jakania nie lubig méwi¢. Réwniez tyle samo procent
opiekundw stwierdzilo, ze ich pociechy nie s3 dobrymi rozméwcami. Z kolei trzech
rodzicoéw (14%) wysnulo wniosek, ze ich dziecko woli pisa¢ niz méwic. Sa to pozy-
cje testowe, ktdre otrzymaty najnizsze wyniki w grupie rodzicéw dzieci z jgkaniem.

Tabela 2
Wyniki ankiety stworzonej na podstawie CAT (2021) dla rodzicow dzieci plynnie méwigcych

Kod r0d21ca. Wynik Negatywne
dziecka plynnie postawy
. w punktach . .
moéwigcego komunikacyjne

rdl 0 -
rd2
rd3
rd4
rd5
rd6
rd7
rd8
rd9
rd10
rdl1l
rd12
rd13
rd14
rd15
rd16
rd17
rd18
rd19
rd20
rd21

—
W

+

(= . = ST SR )
'

—_ 0 AN N U = O =
\ ' ! ' |

] [\S] [«
I

Zrédlo: opracowanie wiasne.
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Przeprowadzony wsréd rodzicéw dzieci plynnie méwiacych kwestionariusz
ankiety ukazuje, ze az 95% opiekundéw (n = 20) uwaza, ze ich dziecko nie prezen-
tuje negatywnych postaw komunikacyjnych. Jedynie odpowiedzi jednego rodzi-
ca (rd2) uzyskaly sume réwng 13 punktéw, ktora wedlug narzedzia CAT (2021)
miesci si¢ w granicach wynikow, ktdre nie powinny by¢ ignorowane przez dia-
gnoste, bowiem wiekszo$¢ rodzicow dzieci méwigcych plynnie zauwaza mniej
negatywnych reakeji zwigzanych z méwieniem ich dziecka.

Wykres 2
RodZzicielska ocena postaw komunikacyjnych dzieci plynnie mowigcych

5%

pozytywne

negatywne

95%

Zrédlo: opracowanie wiasne.

Tabela 3
Wyniki uzyskane w ankiecie stworzonej na podstawie testu CAT dla rodzicow
w grupie kontrolnej (K) n = 21 i eksperymentalnej (E) n = 21

ekspe?;rflzjltalna Grupa kontrolna

Srednia 18,00 3,10
Odchylenie 6,245 3,330
standardowe

Mediana 17,00 2,00
Moda 15124 0i2
Minimum 7 0
Maksimum 27 13

Zrédlo: opracowanie wiasne.
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Powyzsza tabela 3. przedstawia zestawienie uzyskanych wynikéw wéréd rodzi-
cow dzieci z jgkaniem oraz rodzicéw dzieci ptynnie méwiacych. Najnizszy uzy-
skany wynik (minimum) w grupie kontrolnej wynosi 0, natomiast najwyzszy
(maksimum) 13. Natomiast w grupie eksperymentalnej wynik minimalny to 7,
a maksymalny - 27. W zwigzku z powyzszym rozstep, czyli réznica zachodza-
ca pomiedzy minimalnym uzyskanym wynikiem a maksymalnym w grupie
rodzicow dzieci z jagkaniem, wynosi 20. Z kolei wsrod rodzicéw dzieci mowia-
cych plynnie 13. Zaréwno w grupie gléwnej, jak i kontrolnej wystepowaty dwie
warto$ci o najwyzszej frekwencyjnosci (moda). Najczesciej pojawiajaca sie liczba
punktéw w grupie eksperymentalnej bylo 15 oraz 24, podczas gdy w grupie kon-
trolnej wyniki te wynosity odpowiednio 0 oraz 2 punkty. Srednia arytmetyczna
wynikow uzyskanych wérod rodzicow dzieci doswiadczajacych jakania wynosi
X = 18,00 (odchylenie standardowe SD = 6,245). Natomiast w grupie kontrolnej
$rednia zdobytych w toku badania wynikéw jest rowna X = 3,10 (SD = 3,330).

Wykonano réwniez analize powyzszych wynikow testem t-studenta dla préb
niezaleznych, ktéra wykazala, ze réznica §rednich wynikéw pomiedzy dwiema
grupami jest statystycznie istotna (t = 9,651; p = <0,001) dla zalozonego poziomu
istotnosci rownego a = 0,05. Ukazuje to, ze grupy te roznig si¢ znaczaco od siebie.

Ponizej znajduje sie tabela czestosci (tabela 4), przedstawiajaca punktowe oraz
procentowe zestawienie odpowiedzi rodzicéw dzieci z jakaniem oraz rodzicéw
dzieci ptynnie méwiacych w 30-punktowym kwestionariuszu ankiety. W tabeli
pominieto ostateczne punktacje, ktore miaty zerowa czestos¢, czyli nie uzyskalo
ich zadne z opiekunéw np. 10 punktow.

Tabela 4

Tabela czestosci - punktowy oraz procentowy rozktad uzyskanych wynikow

w 30-punktowym kwestionariuszy ankiety dla rodzicow z grupy eksperymentalnej
oraz kontrolnej

Liczba punktéw Grupa eksperymentalna Grupa kontrolna
czestosé (f) [%] czestosé (f) (%]

0 - - 5 23,8
1 - - 3 14,3
2 - - 5 23,8
4 - - 2 9,5
5 - - 2 9,5
6 - - 1 4,8
7 1 4,8 1 4,8
8 - - 1 4,8
9 2 9,5 -
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Grupa eksperymentalna Grupa kontrolna
Liczba punktéw
czestosé (f) [%] czestosé (f) [%]

13 - - 1 4,8
14 2 4,8 - -
15 3 14,3 - -
16 1 4,8 - -
17 2 9,5 - -
22 2 9,5 - -
24 3 14,3 - -
25 2 9,5 - -
26 1 4,8 - -
27 1 4,8 - -

Zrédlo: opracowanie wiasne.

W rezultacie 14,3% rodzicéw dzieci z jakaniem uzyskalo 15 oraz 24 punkty. Sa
to dwie sumy punktéw, ktére osiagnelo najwiecej opiekunéw z grupy ekspery-
mentalnej. Natomiast w grupie kontrolnej pie¢ oséb, ktdre stanowia 23,8% calo-
$ci uzyskato po wypelnieniu kwestionariusza ankiety wynik finalny wynoszacy
réowno 0 punktow.

Whnioski i implikacje praktyczne

Zaprezentowane badania mialy na celu przedstawienie analizy rodzicielskiej
oceny postaw komunikacyjnych dzieci z jakaniem w wieku wczesnoszkolnym,
a takze poréwnanie jej z rodzicielskg oceng postaw komunikacyjnych ptynnie
mowiacych dzieci w wieku wezesnoszkolnym.

W odniesieniu do pierwszego pytania ogdélnego dotyczacego rodzicielskiej
oceny postaw komunikacyjnych dzieci z jakaniem w wieku wczesnoszkolnym
badanie ujawnilo, ze wsrdd ogdtu oséb badanych (n = 21) siedemnastu rodzicéw
dzieci z jakaniem stwierdzilo, ze ich dziecko prezentuje negatywne postawy komu-
nikacyjne. Natomiast jedynie czterech opiekunéw, ktérzy stanowig 19% calej grupy
eksperymentalnej, uwaza, ze ich dziecko nie prezentuje negatywnego nastawienia
do wlasnego méwienia, pomimo wystepujacego u niego jakania. Analizujac sto-
pien zauwazania przez rodzicow negatywnych postaw komunikacyjnych u dzieci
z jakaniem nalezy podkresli¢, Ze wszyscy rodzice dzieci z nieptynnoscia mowy
odpowiedzieli ,falsz” na stwierdzenie ,,Inne dzieci chciatyby méwi¢ tak jak moje
dziecko” a 20 rodzicéw (95%) uznalo za falszywe zdanie ,Moje dziecko mowi
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dobrze niemal przez caly czas”. Swiadczy to o obecnosci u dzieci z jgkaniem w oce-
nie rodzicéw negatywnych reakcji zwigzanych z komunikowaniem sie. Tyle samo
rodzicéw (95%) stwierdzilo, ze ,,Moje dziecko nie moéwi tak jak inne dzieci” oraz
ze ,,Zdarza sie, ze stowa utkng mojemu dziecku w ustach, kiedy si¢ wypowiada”.
Roéwniez bardzo wysoki odsetek rodzicow (n = 19; 90%) zauwaza, ze ,,Ludzie cza-
sami konczg wypowiedzi za moje dziecko”. Takze 19 opiekundw (90%) spostrzeglo,
ze zdanie ,,Moje dziecko z fatwoscia wydobywa z siebie stowa” jest nieprawdziwe.
Nieco mniej rodzicéw (n = 17; 81%) wskazalo jako falszywe zdanie ,,Podoba mi sie
to, jak méwi moje dziecko” i tyle samo odpowiedzialo ,,prawda” na stwierdzenie
»Moje dziecko chcialoby moéwi¢ tak jak inne dzieci”. Odpowiedzi te ukazuja jed-
noznacznie, Ze rodzice dostrzegaja u swoich dzieci trudnosci z akceptacjg jakania.

W obrebie drugiego problemu badawczego, dotyczacego poréwnania rodziciel-
skiej oceny postaw komunikacyjnych obydwu grup, badania wykazaly, ze grupa
eksperymentalna i kontrolna znaczaco, istotnie statystycznie si¢ od siebie réznig.

Ostatnim celem szczegétowym przeprowadzonego badania byto wykrycie
i zanalizowanie implikacji praktycznych na podstawie uzyskanych wynikéw. Uzy-
skane w kwestionariuszu ankiety dla rodzicéw odpowiedzi wykazujg potrzebe
wlaczania opiekunéw w proces diagnostyczno-terapeutyczny, a takze potrzebe
cigglego poszerzania ich stanu wiedzy na temat jakania i sposobéw wspierania
dzieci, ktére go doswiadczaja. Wazne jest, aby logopedzi zajmujacy sie balbuto-
logopedia szerzyli wérdd rodzicéw rzetelna, oparta na dowodach wiedzg poswie-
cong tematyce jakania poprzez:

organizacje spotkan dla samych rodzicéw, gdzie bedg mogli nawzajem podzieli¢
sie swoimi do$§wiadczeniami, legkami oraz wspdlnie znalez¢ droge pomocows,
organizacje spotkan rodzicéw z ich dzie¢mi doswiadczajacymi jakania, ktore
pozwola im pozna¢ nawzajem swoje potrzeby i wspdlnie zaplanowac strategie
rodzinne dotyczace komunikacji w domach;

organizacje spotkan grupowych i/lub indywidualnych rodzicéw z logopedami,
ktérzy wyjasnialiby im istotne zagadnienia dotyczace nieptynnosci w mowie;
tworzenie cyklicznych spotkan grup wsparcia, gdzie mozna skorzysta¢ z moz-
liwosci uczestniczenia w warsztatach, ktére s3 dodatkowa pomoca dla calej
rodziny; przykladem sg warsztaty, ktore powstaly w ramach ogélnopolskiego
projektu LogoLab (www.logolab.edu.pl), ktérego liderem jest Uniwersytet Sla-
ski w Katowicach;

tworzenie informacyjnych materialéw multimedialnych zamieszczanych na
dedykowanych rodzicom stronach internetowych oraz grupach wsparcia na por-
talach spotecznosciowych;

tworzenie broszur oraz ulotek na temat zycia z jakaniem.

Zastosowanie si¢ do powyzszych implikacji praktycznych, ktére posrednio
okreslone zostaty dzieki wynikom badania, pozwoli w przyszlosci zwigkszy¢ ogol-
ng $wiadomos¢ spoleczng dotyczacy zycia z jakaniem w naszym kraju, a takze
zmieni¢ podejscie do terapii jakania w kierunku skoncentrowanym na akceptacji.


http://www.logolab.edu.pl
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Ograniczenia badan

Zrealizowane badanie dostarczylo wielu informacji na postawione pytania
badawcze - ogdlne i szczegdtowe w kontekscie rodzicielskiej oceny postaw komu-
nikacyjnych dzieci z jgkaniem. Jednak wskazane byloby poszerzenie liczebno-
$ci grup badanych oraz rozszerzenie badania o badania jakosciowe - przepro-
wadzenie wywiadéw poglebionych z rodzicami. Pozwoliloby to na rozwiniecie
konkretnej, interesujacej kategorii wytonionej z wykonanych badan ilosciowych.
Ponadto interesujacym zagadnieniem byloby poznanie oddzielnie, niezaleznie od
siebie matczynej oraz ojcowskiej oceny postaw komunikacyjnych dzieci doswiad-
czajacych jakania.

Podsumowanie

Opisane w niniejszym artykule wyniki badania wlasnego dowodza, Ze rodzi-
cielska ocena postaw komunikacyjnych wskazuje na to, ze wedtug rodzicéw ich
dzieci z jagkaniem wykazuja negatywne nastawienie do swojego sposobu wypo-
wiadania si¢. Przeprowadzone badanie potwierdza, ze wlaczenie rodzicéw dzieci
z jagkaniem w proces terapeutyczny oraz wprowadzenie réznych strategii rodzin-
nych oraz taktyk w terapii logopedycznej bedzie efektowne (Rocha, Yaruss, Rato,
2019). Rodzice chcg dla swoich dzieci jak najlepiej, dlatego zwracaja uwage na
wszystkie pojawiajace si¢ trudnodci w zyciu ich pociech. Opiekunowie dzieci
doswiadczajacych jakania obawiajg si¢ tego jak nieplynno$¢ mowy wplynie na
dalsze zycie potomstwa, dlatego charakteryzuje ich wysoki poziom zaniepo-
kojenia. Ponadto rodzice czesto uwazajg sie za winnych wystepowania jakania
u ich dzieci. Badania naukowe wyraznie ukazujg, ze opiekunowie nie s winni,
nie odpowiadaja za wystapienia jakania u dzieci. Wrecz przeciwnie, rodzice sa
w stanie najskuteczniej wspomoc swoje pociechy w procesie ustgpowania obja-
wow. Pomimo, ze zmiany w sposobie komunikacji rodzicéw z ich dzie¢mi nie
s3 podlozem nieptynnosci w mowie, to moga one wptywac na ich czestotliwos¢.
Badania potwierdzaja, ze rodzice do$wiadczaja wiekszego niepokoju w trakcie
aktu komunikacyjnego z osobg z jagkaniem niz z plynnie méwiaca (Zenner et al.,
1978 za: Kowalczyk, 2020).

Zestawienie rodzicielskiej oceny obydwu grup badanych potwierdza, ze ocena
rodzicéw plynnie méwiacych dzieci wskazuje na pozytywne postawy komuni-
kacyjne ich dzieci w przeciwienstwie do grupy eksperymentalnej. Wskazane jest
zatem, aby stale rozwija¢ i poszerza¢ wiedze rodzicéw na temat trudnosci z jaki-
mi zmaga si¢ ich pociecha — w tym przypadku z jagkaniem. Bowiem pozytywna



LOGOPEDIASILESIANA.2024.13.01.08
s.28228 Natalia Radkowska-Marczak

i wspierajaca interakcja dziecka z rodzicami sprzyja sukcesom terapeutycznym,
rozwoju interakeji z innymi dzie¢mi oraz zmniejszaniu si¢ leku. Silne przywia-
zanie rodzicielskie ma ogromny wplyw na odpornos¢ psychiczng (Yasar, Vural-
-Batik, Ozdemir, 2020).
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Supporting the development of children with speech
disorders - suggestions for teachers and tutors’

ABsTrACT: This article discusses the issue of supporting the development of children who have
been diagnosed witch speech disorders, but also contains information about the elements of
speech therapy prevention, including children who do not suffer from speech-related difficulties.
The aim of the article is to indicate how a teacher can support the development of his students, both
those with speech disorders and those who do not have any difficulties. This article also presents
the essence of interdisciplinary approach to the child’s development, in which the closest people
from his environment participate, including the teacher. Speech plays an extremely important
role in human life and accompanies him from the prenatal period. In order to be able to support
a student with speech difficulties, it is necessary to know the process of its acquisition, what is
the pathomechanism of the formation of the most common speech disorders in children and get
acquainted with the therapeutic activities of a speech therapist.

KEeyworps: child development, cooperation of specialists, speech disorders, speech therapy prevention

Wspomaganie rozwoju dzieci z zaburzeniami mowy — wskazéwki dla nauczycieli

i wychowawcow

STRESzZCZENIE: W artykule poruszono problematyke wspierania rozwoju dzieci, u ktérych zostaty
stwierdzone zaburzenia mowy, ale réwniez zaprezentowano informacje o elementach profilaktyki
logopedycznej obejmujacej dzieci, u ktérych nie stwierdza si¢ trudnosci zwiazanych z mowa. Celem
artykulu jest wskazanie, w jaki sposob nauczyciel moze wspiera¢ rozwoj swoich uczniéw, zaréwno
tych z zaburzeniami mowy, jak i tych, u ktorych nie stwierdza sie zadnych trudnosci. Wskazano tez
istote interpersonalnego podejscia do rozwoju dziecka, w ktérym uczestnicza najblizsze osoby z jego
otoczenia, w tym nauczyciel. Aby mdc wspiera¢ ucznia z zaburzeniami mowy nalezy najpierw poznaé
proces nabywania mowy przez czlowieka i patomechanizm powstawania najczesciej wystepujacych
zaburzen mowy u dzieci oraz zapoznac si¢ z podstawowymi dziataniami terapeutycznymi logopedy.
SLOWA KLUCZOWE: rozwdj dziecka, wspolpraca specjalistow, zaburzenia mowy, profilaktyka
logopedyczna

* Research was conducted as part of their own academic work.
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What influences greatly the child’s development is the environment in which
he lives. Initially, he is taken care of by his close family. With the course of time,
the childcare environment is changing. There appear new people, who, similarly
to the family members, care for his progress. Obviously, these are teachers and
tutors. Because of the fact that the child begins to spend more time at educational
care centre (nursery, kindergarten, school) than at home, the importance of the
teacher in the process of child’s development is increasingly emphasized. (Demel,
1983; Cieszynska & Korendo, 2007; Chrzan-Detkos, 2018a).

Charges having difficulties in expressing themselves verbally are put on speech
therapy. It aims at eliminating speech disorders and creating the conditions which
enable the child to use speech freely in certain communicational situations. Apart
from working with a speech therapist, the child needs to practice on his own since
that enhances the results of the therapy. Such practice can be held not only at
child’s home but also in any educational institution he attends, where it can be
supervised by the teacher. Meanwhile, speech therapy prophylaxis may be aimed
at the charges who do not suffer from speech disorders so as to prevent any speech
problems from arising and to promote activities supporting the correct develop-
ment of speech. Such actions can be also taken by teachers. What is more, tutors,
parents and speech therapists, who stay in touch with one another, can consult
and verify the child’s progress as well as influence his further therapy and his
wellbeing in a peer group. It is called the interpersonal attitude towards child’s
development. (Demel, 1983; Cieszynska & Korendo, 2007; Chrzan-Detkos, 2018a).

Factors affecting the appropriate development of speech

In the analysis of child’s speech development it is important to become famil-
iar with some factors (both biological and environmental) affecting the correct
speech development. These are the conditions which ought to be met to ensure
that child’s verbal communication is developing properly.

Biological factors responsible for appropriate speech development are: physi-
cal, phonemic and prosodic hearing, mobile brain and efficient memory and the
right functioning of the peripheral nervous system.

The proper functioning of hearing organ enables the right perception of audi-
tory stimuli, namely the sounds of the surrounding world, music and the sounds
of speech. During the child’s maturation, certain auditory functions are evolv-
ing. Consequently, he becomes able to notice the existence of the stimulus itself
as well as the similarities and differences between sounds; he can also locate
them. The child gains the competences which are crucial in speech development,
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for instance he learns to identify the melodies of some utterances and associates
them with certain emotional states. Moreover, he becomes capable of remember-
ing the sounds heard before since the auditory memory is improving. Physical,
phonemic and prosodic hearing dysfunction may respectively lead to deafness or
hearing impairment, dyslalia or aprosodia and inability to understanding verbal
communication (Obrebowski & Donat-Jasiak, 2010; Pruszewicz & Obrebowski,
2010, pp. 624-625; Przybyla & Kasica-Bankowska, 2016).

The brain is responsible for numerous activities. It controls not only the basic
ones (like respiration, digestion, excretion etc.), but also physical activities, emo-
tional behaviours, cognitive processes and language and communicative skills.
The brain develops from the prenatal period up to adulthood. The most signifi-
cant periods while considering brain development are the prenatal period and the
early childhood, when the most intensive growth of the brain and the increase
of synaptic density between neurons are observed (cf. Panasiuk, 2018, pp. 36-51;
Przybyla, 2015, pp. 559-564). Any negative factor occurring in these periods may
disturb brain development and result in dysfunctions in many areas (including
the speech) (Panasiuk, 2018, pp. 36-51).

Maturation of the nervous system coincides with the development of child’s
language skills, motor skills, postural skills and cognitive skills as well as with
his sensory and intellectual development. Subsequently, other significant devel-
opmental changes, like sitting crawling or walking, take place (Matyja & Doro-
niewicz, 2018).

The nervous system is responsible for psychomotor development, namely the
posture, locomotion, eye-hand coordination, social skills and speech. Motor devel-
opment allows the gradual acquisition of new motor skills, what forms the basis for
fine motor skills, including the ones connected with the orofacial area. Thanks to
the motor skills, the child may not only control the work of small muscles groups
(ex. a tongue), but also coordinate the muscle activity, what is related to speech
development. Therefore, the delay in psychomotor development has a negative
impact on the process of verbal communication formation (cf. Przybyla, 2016).

The correct functioning of the peripheral nervous system depends on the pos-
tural tension. Initially, its immature distribution does not allow to make some
specific moves, but it is becoming possible as the nervous system is maturing.
The child acquires new skills since his nervous system is subjected to various
sensorimotor experiences. That is why, mature movements can be incorporated
throughout gross motor skills as well as fine motor skills, with the ones of the
orofacial area too (Matyja & Doroniewicz, 2018).

The environmental factors are the ones connected with the child’s surround-
ing. The child’s brain develops dynamically and absorbs the information which
reaches it from the moment of birth up to 7 years of age. For this reason, it is
vital that all the actions taken by child’s caregivers are carefully thought-out since
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some of them might have an adverse effect on the youngster’s growth. The pre-
natal conditions, the period before the child is born, are important too. It is the
mother who is responsible for most of them as these include mother’s medical
record, forms of treatment, medication taken, being drug-free, regular medical
check-ups, following doctor’s recommendations or avoiding stress.

When the child is born, a daily routine and a set of habits are established in
order to support his adequate development. Thanks to such implementations, the
sense of safety and stability are created. (cf. Przybyla, 2015, pp. 582-588). The way
of feeding a baby is of huge importance as well. It is assumed that breastfeeding
facilitates exercising the articulatory organs, whilst breast milk itself is rich in
nutrients contributing to child development in general. The way of feeding a bit
older children follows certain rules as well. These are connected not only with
the right position of a child being fed but also with the place where it happens.
Using a soother past the age of 18 months is considered to be the reason of speech
defects. Some specialists allow to use it only in cases when it serves a therapeutic
function (like the treatment of some disorders related to muscle tension).

It is not only the mother who takes responsibility for the child development
but also all the people who stay in contact with him - close and distant rela-
tives, sometimes also teachers and tutors. The way they would address the child
is meaningful too. It is not advised to use hypocorism (baby talk, diminutive
forms). Preferably, the talk ought to be gentle and uninhibited, focusing on the
correct articulation. The child’s speech is not flawless from the very beginning.
To could be like that, a certain process has to take place and it cannot be accel-
erated. Therefore, the child talking should not be overly corrected as it may lead
to the social withdrawal and isolation. In a natural, undisrupted development,
the child reaches the moment when he asks umpteen questions, which should
be answered. The youngsters need to get involved in conversations because the
interaction and communicating with another person cannot be replaced by using
new technologies, which in fact, do not support the speech development but hin-
der the whole process.

Attending nursery or kindergarten before starting school education is another
environmental factor that influences child development. One of the advantages of
these educational institutions is the fact they incorporate the sensible curriculum
which creates the right conditions to practice the correct pronunciation. The spe-
cialists working there are able to notice any developmental abnormalities quicker
than the caregivers at home. The immediate therapeutic intervention and the
correction of appearing malfunctions make it possible for a child to start school
smoothly and comfortably (cf. Bernatowicz-Lojko et al., 2018).
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Pathomechanism of speech disorders formation

Each of developmental disorders, including the speech disorder, has its own
pathomechanism. The teacher, as a therapist, should be aware of the causes of such
disorders so as to be able to help the child eliminate the symptoms of it. Among
the neurobiological causes of speech disorders, there are some innate factors
such as genetic abnormalities (ex. chromosome anomalies) and the acquired ones,
like the anomalies occurring in prenatal, perinatal or postanatal period. Factors
which can be classified as detrimental in prenatal period are vitamin deficien-
cies, mother’s diseases (including parasite diseases), exposure to viruses of any
kind, exposure to harmful radiation or toxins (in the form of medication, drugs
or chemical substances), inadequate nutrition, complications during pregnancy,
stress or perinatal injuries. Pregnancy (especially its early stage) is the time of
intensive cellular growth and just developing nervous system is the most sensi-
tive and prone to damages. Pathogens might cause some relevant changes to the
brain or the nervous system as well as block the formation of some organs. What
is more, hypoxia (low oxygen level) and hypercapnia (high carbon dioxide level)
can cause damages to the peripheral nervous system (Diener, 1999; Michalik, 2011).

The consequences of damages caused to nervous system are postural tension dis-
orders. The anomalies related to them affect both gross motor skills and the orofacial
area. The lower tension is connected with limited mobility of temporomandibular
joints and lips. It happens that the child respires incorrectly - through mouth, what
can be caused by an improper resting position of a tongue (ex. interdental). Breathing
through the mouth all the time may lead to certain alterations within the jaws. The
improper position of a tongue results in malocclusion, speech impediments, irregu-
larities in rate of respiration and phonation. Sucking and swallowing disorders which
occur can hinder the feeding process. Among older children, some difficulties with
biting, chewing or using an open cup might appear. On the contrary, hypertonia
(increased muscle tension) disrupts motor coordination, including the articulatory
system, the respiratory system and the phonation system (Emiluta-Rozya, 2014).

Another agent causing speech disorders is prematurity. Premature birth can
be the consequence of some social factors (excessive burden and physical exer-
tion, high stress level, working in a standing position on a regular basis, noise,
poor health awareness and low socioeconomic status) or medical factors (cervical
insufficiency, intrauterine infections, uterine disorders, mother’s diseases, multi-
ple pregnancies). Pregnancy is the time of child’s growth and preparation for his
post-fetal existence. The newborn, who is prematurely born, could not reach the
final form since its prenatal development has not been completed. The further
process of his formation is held in incubator, away from the mother, what can be
a great stress trigger. Therefore, it may lead to some adverse reactions that affect
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the brain. No stimulation of orofacial area, which occurs while breastfeeding,
might disrupt the oral functions. The child may also have some problems with
hearing, sight and distinguishing his mother’s voice or some delays in psycho-
motor development.

In mother’s womb, the child becomes accustomed to various sounds which can
be heard there, for instance with his mother’s voice. Thanks to that, he familiarizes
himself with the speech, especially the prosodic features of it. Prematurely born
child is deprived of such experience and, as a consequence, may have some prob-
lems with processing the prosodic features of language later on. Frequently, those
children are said to have problems with delayed speech development, articulation,
decreased vocalization, limited range of vocabulary, building complex sentences,
understanding the verbal content. Premature babies are worse at rhyming or tasks
concerning phonemic hearing. Therefore, while being of pre-school age, it is noticed
they may become more aggressive or rebellious and, at the same time, more with-
drawn or fearful. Furthermore, there is a risk of depression, which is not revealed
until adolescence (Cieszynska & Korendo, 2007; Milewski, 2004).

C-section is another cause of complications since it may result in some mal-
functioning of muscular system, hyperesthesia (extreme sensitivity in the sense
of touch). The anaesthetics given to mother while delivering a baby can increase
or lower the child’s muscle tension, what influences his orofacial area negatively.
C-section may also disturb lactation, resulting in inability to breastfeed, which
is beneficial for emotional bond between mother and child as well as the infant’s
further speech production.

Another factor disturbing speech development is the incorrect way of feeding
the child. It includes both the wrong body position of mother and child while
feeding and also the inappropriate way of feeding itself. The wrong body posi-
tion triggers the compensations of certain mechanisms - the body asymmetry
and the uneven distribution of postural tension might be observed. Because of
those disturbances, the orofacial area cannot serve its function. If the mother is
slouching while feeding, the child is ‘bent” and slightly active. However, when the
mother deflects herself excessively, it makes the child squirmy and uncomfortable.
A common mistake is to seat the child in a place which is not adjusted to feeding.
Sometimes, there is no footrest what causes the child’s body to bent, his head to
lean on the shoulder and therefore, disturbing his diaphragm to function prop-
erly. Feeding the children in an inappropriate way may also lead them to have
some balance disorders. In such cases, the spoon with food is ‘wiped’ against the
upper lip instead of being kept in a horizontal position (Chrzan-Detko$, 2018a;
Cieszynska & Korendo, 2007; Demel, 1983).

Hearing plays a key role while learning the language. Noise disturbs the pro-
cess significantly as the continuous or increasing auditory stimuli can put the
child in a bad mood (insecurity, anxiety, fear, annoyance, excitation, increased
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muscle tension), be the reason of apathy or psychomotor disorders and make the
mental processes a little slower. Noise affects the auditory organ directly, thus the
ear itself is prone to injuries. Some of the sounds are so intense (ex. explosion)
that, as their result, the tympanic membrane may get damaged or perforated.
What is more, an auricular hematoma might occur, as well as ossicular chain
dislocation. Consequently, there may appear conductive hearing loss, tinnitus,
the feeling of clogged ears or Eustachian tube dysfunction (cf. Kurkowski 2019a,
2019b; Obrebowski & Donat-Jasiak, 2010; Przybyla, 2017, pp. 111-113).

It happens that a child is born with defective auditory organs. Children who do
not undergo any rehabilitation are observed to be distracted, absent-minded, unre-
sponsive to verbal orders and mother’s voice (or having delayed reactions) or to be
selectively mute. Moreover, some learning difficulties and problems with relations
between the child and the teacher or the child and a group of peers may appear.
Therefore, the child might be unfairly judged as the one with a low intelligence quo-
tient (cf. Kurkowski, 2019b). Children who do not participate in rehabilitation of
auditory organs may have problems with perception, visual analysis and synthesis.
Speech development is disturbed; in case of deaf children it is delayed, just as the
development of their verbal and pictorial memory. It is observed that these children
have inadequate kinaesthetic experience and as a result, the limited ability of tactile
perception. In order to make the auditory apparatus function property, the kinaes-
thetic experience cannot be disturbed - the key to correct pronunciation is feeling
aware of articulatory organs (movement disorders are characterized by rapid and
uncoordinated moves) (Kordyl, 1968, pp. 116-129). Inability to communicate with
the surrounding world seems to be emotionally challenging. Children with some
hearing impediments do not babble at all or their babbling process is distorted - the
ability to locate sounds is limited (the same goes for their auditory memory) and
the stage of echolalia (the repetition of phrases, words or other sounds the person
hears) is omitted or appear late. One can also notice some defects of prosodic fea-
tures of speech, limited vocabulary range, no hearing control (resulting in inability
to improve misarticulation), respiratory problems and velum malfunction, what
influences the quality of verbal communication.

Speech development disorders, ex. stuttering, can be the results of some inju-
ries caused by negligence or violence (of any kind; including psychological and/or
physical abuse). Mother’s postpartum depression may disturb the child develop-
ment, not only right after birth but also during adolescence. If there is too little
time spent with or devoted to children, they might turn angry, rebellious or even
aggressive. Thereby, some children try to attract their parent’s attention, strive
to have contact with them. Others become reserved and introverted, internalize
their feelings, talk less and less and consequently, their development (including
speech development) is hindered (cf. Chrzan-Detko$, 2018a, 2018b; Diener, 1999;
Emiluta-Rozya, 2014; Grabias 2014).
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Suggested forms of therapy implemented by teachers and tutors

Stimulating speech development in children

The scope of speech therapist’s work includes not only eliminating the already
existing speech disorders but also speech therapy prophylaxis, namely all the
activities implemented to prevent any speech disorders from arising. The knowl-
edge of speech therapy prophylaxis should be possessed by everyone who stays
in contact with a child - not only parents and family members but also certain
specialists of various fields, such as general practitioners, paediatricians, psychia-
trists, orthodontists, otolaryngologists, neurologists, phoniatricians, psychologists
and, of course, teachers and tutors.

Then, what can a caregiver do to support speech development in children?
The answer is given in ‘twelve logopedic commands’ formed by Leon Kaczmarek
(1977). According to Kaczmarek, those twelve suggestions make it possible to
create the appropriate conditions for speech development. Speech acquisition is
done through listening, that is why, the speech the child is surrounded by must
be accurate. More and more frequently, it is emphasized that the speech defects
ought to be eliminated among teachers. It also refers to so called ‘baby talk™.
The observation of children is equally important. Being aware of the right course
of speech development, as well as child’s growth in general, enables us to notice
some potential dysfunctions and respond to them immediately (ex. if the child
does not talk much, his speech is incomprehensible or some gross motor skills
disorders are observed). General mobility supports language acquisition so the
child needs to be encouraged to physical activity of any kind. The interpersonal
attitude towards child development and cooperation of his caregivers are of
great importance as well. That means that if the teacher notices any anomaly
in a child (ex. related to the structure of functioning of the speech apparatus),
it should be consulted with a parent, and a speech therapist. Parents, teachers
and tutors ought to stay in constant touch not only with one another, but also
with other specialists, who take some kind of care of a child. It will have a posi-
tive impact on his development. Speech disorders, especially stuttering, might
be the consequence of changes in lateralization, from a left-handed to a right-

! Baby talk is characterized by slower articulation rate, pitch shifting, longer pauses, extend-
ing certain sounds, modifying the melody, a great number of questions (connected with rising
intonation). Apart from suprasegmental (prosodic) features of baby talk, we may differentiate also
the segmental ones (referring to individual sounds or phonemes): substitution, reduction of hard
consonant clusters or skipping certain sounds. Moreover, some diminutive forms and hypocorism
are used, sentences are shortened and the grammatical forms of the third-person singular or the
first-person plural are used instead of the first- and second-person singular.
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handed one. Literacy (here: learning how to write) is the process which starts
in the period of ongoing speech development, when language centres are form-
ing and locating in the child’s brain. That is why, this ongoing process should
not be interfered as it may result in speech defects. Another factor contributing
to speech development in children is the way their environment responds to
them talking. Indifference, unwillingness to hold conversations, inappropriate
reactions (ex. laughing) or constant error correction in what has been told can
hinder speech development. The best method to teach a language is to talk to
the child. Dialogues are a natural method of practicing the language. What is
more, there is a moment in child development when he begins to ask questions,
due to being curious about the surrounding world. The answers provided to
those questions should provoke further inquiries and be a good starting point
for advancing his speech.

Exercises improving the respiratory apparatus®

Children suffering from speech disorders often deal with some difficulties
concerning the respiratory apparatus (which cooperates closely with articula-
tory and phonatory systems). During speech therapy;, it is getting improved due
to suitable exercises. Children with speech disorders but no breathing problems
also benefit from the exercises, though treat them as a form of relaxation - just to
unwind, improve focus and attentiveness — what also have some positive effects
on the therapy.

Exercises designed for younger children:

quieting or lulling plush toys, the game of ‘snake’ - children breathe in and
produce the sound [ciii] or a longer sound [s];

blowing on cold hands;

blowing on ‘hot’ drink;

playing with a drinking straw — each of the children gets a cup of water and
a drinking straw; their task is to make bubbles using the air they are breath-
ing through the straw;

blowing the wrappers — each of the children gets a drinking straw; their task
is to blow the wrappers off the table using the straw;

playing with feathers or pinwheel - each of the children gets a colourful
feather or a pinwheel; their task is to set it in motion using their own breath;
playing on the meadow - children are smelling the flowers or are trying to
blow the dandelions;

playing with soap bubbles.

2 Exercises taken from: Diener, 1999; Koztowska, 1998.
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Exercises designed for older children:

imitating the sounds of rustling leaves, sound of the wind and the sea - chil-

dren produce the sound [sz] longer (to diversity the exercise, children can

‘rustle’ louder and quieter in turns);

exercises using water and a drinking straw — each of the children gets a cup

of water and a drinking straw; their task is to make some dimples on the

water surface using their breath and then, blowing air in various sequences:

longer and shorter or stronger and weaker;

exercises using the drinking straw - each of the children gets a drinking

straw; their task is to use the straw (and the air they have breathed in) to

sort out the colourful pieces of paper which are on the table (put the pieces

of the same colours together);

playing with a table tennis ball - children pair off and sit opposite one

another; each pair gets a table tennis ball; their task is to move the ball to

each other using the air they breathe out;

exercise using feathers — each of the children gets a feather; their task is to

keep the feather in the air using their breath;

exercise with counting - children take a deep breath and try to count as

long as possible on one breath;

exercise involving body movement - children put their hands up while

breathing in and lower them while breathing out;

whistling;

blowing up balloons.

Other exercises improving the respiratory system are singing and reciting

poems. In such exercises, the articulation rate and correctness are the most
important factors to pay attention to.

Exercises improving gross motor skills and fine motor skills’

Motor skills are not only closely connected to speech development but also
coexist with cognitive, emotional and social skills. All of these are necessary to
learn the language since its acquisition takes place in a real life around. The child
(ex. who is crawling or learning to walk) can see new objects and learns their
names from the caregivers (through listening), therefore, enriching his vocabulary
and becoming more and more creative and independent. Motor development in
children follows a planned genetic pattern. Children (especially newborn babies)

* Exercises taken from: Cieszynska & Korendo, 2007.
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acquire new skills about the same time during their growth. However, if the pat-
tern is disturbed, the child should be stimulated and encouraged to learn new
activities. When choosing the exercises, the child’s age and his level of develop-
ment should be taken into account*.
Gross motor skills exercises:

physical activity of any kind - going for walks, playing with the ball, run-

ning the obstacle course, taking part in playground activities, skipping the

rope, dancing;

imitating some actions (marching, rubbing the tummy, stamping)

competitions (ex. who can stand on one foot longer, who can reach the fin-

ish line faster);

learning how to dress, tie the shoelaces, button up;

pantomiming.

Fine motor skills exercises:

playing with colourful pompoms, pea, pieces of paper (sorting them out

depending on colours or sizes);

matching blocks, sorting them out depending on shapes;

drawing (copying another picture, completing the picture, drawing an

object of certain category ex. toys, clothes or food);

colouring (colouring within the lines, colouring according to a given pat-

tern — ex. circles are green, triangles are blue and squares are red);

joining the dots on a piece of paper;

eating independently with a spoon and drinking using an open cup;

playing with plasticine;

creating some artwork;

playing with blocks;

stringing beads.

Phonation exercises’

Phonation exercises focus on suprasegmental features of language, namely the
prosody of speech. It is crucial in production and reception of verbal commu-
nication since it affects the assessment of emotions, intentions and the meaning

* A detailed description of gross and fine motor skills development in certain stages of children’s
life can be found in publication Wezesna interwencja terapeutyczna. Stymulacja rozwoju dziecka od
noworodka do 6. roku zycia by Jagoda Cieszynska i Marta Korendo (2007).

> Exercises taken from: Kozlowska, 1998; Styczek, 1980.
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of the given statement. The adequate development of prosody in children plays
a key role in their further reading comprehension practice. While the speech is
developing, it may occur that child’s voice is too quiet, is produced with a great
effort (what makes the child tired), is too loud or is getting hoarse. Phonation
exercises might be helpful in overcoming those problems.
Exemplary phonation exercises:

mumbling - extending the sound [m]; to diversify an activity ask for hum-

ming a simple kids song;

slow articulation of vowels with sounds like [m] or [n], ex. [ma], [me], [mi],

[mo], [mu] or [na], [ne], [ni], [no], [nu];

articulating the vowels quietly and loudly, high and low; initially, only one

vowel is practised, later on exercise is done with two, three and more vowels;

pronouncing easy words or sentences by whispering, in full voice and then

shouting;

producing the sound [au] in the form of a question, positive sentence and

negative sentence;

producing the sound [au] with conveying certain emotions, like surprise,

amazement, anger etc.;

singing songs;

sound-imitating activities.

Exercises improving the articulatory system®

The basic development of speech in children ought to be completed before
the age of seven. By then, the child should gain such efficiency of motor skills
of articulatory system that he is able to produce all the phonemes of his mother
tongue freely and smoothly. Some children though, have difficulties and are unable
to produce certain sounds even as the primary school students. It may influence
their school performance negatively. That is why, it is crucial to eliminate the
speech dysfunctions before the child starts primary school.

The organs like tongue, lips, velum (soft palate), jaw and cheeks are used to
produce sounds by humans. They are called articulatory organs and together
they form the articulatory apparatus, which is responsible for pronouncing the
certain sounds appropriately.

Before starting the practice which aims at improving the articulatory system,
it has to be checked whether children do not suffer from interdentalism (a speech

¢ Exercises taken from: Diener, 1999; Kozlowska, 1998.
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defect in which the child puts the tongue between the upper and lower teeth while
producing sounds which do not require such action). In that case, exercises out-
side the oral cavity should be avoided.
Exercises designed for younger children:
a) tongue exercises:
imitating: a rude schoolmate who is sticking out his tongue and trying to
touch his chin; a snake (using the tongue to touch the corners of the mouth);
a giraffe (trying to touch the nose with the tip of the tongue); a bear eating
honey (using the tongue to lick lips and rubbing the tummy); a horse (try-
ing to produce a clip-clopping sound of the hooves);
imitating an activity of brushing the teeth with the tongue;
b) lips exercises:
sending kisses to a friend;
imitating the mime - children imitate the facial expressions of happiness
(lips spread like by producing sound [e]), sadness (lips formed in a shape of
a horseshoe), surprise (rounded lips), insult (the lower lip is curved), anger
(lips are closed and narrow);
imitating the sounds of: the ambulance, the police, the fire brigade - in turns,
children produce sounds like [e] and [0], then [i] and [u]; a donkey - in turns,
children produce sounds like [i] and [0]; a monkey - in turns, children pro-
duce sounds like [u] and [a]; a fish - children put the lips together and push
them out, imitating fish mouth; a rabbit — children try to hide their lower
lip behind the upper incisors while the upper lip is pushed forward; a horse
— children snort as a horse
¢) velum exercises:
yawning, coughing;
imitating snoring;
imitating a pig — children produce the grunting sound of a pig;
d) jaw exercises:
with their mouth closed and tongue resting on the floor of the mouth, chil-
dren lower the jaw and pull it up;
children move the jaw forward and backward;
children move the jaw to the right and to the left;
e) cheeks exercises:
imitating: a hamster — children accumulate the air in their cheeks like a
hamster does with its food supplies (firstly, the air is in both cheeks, then in
turns, it is moved from one cheek to the other); a balloon - children take a
deep breath and blow up a balloon until it pops and the air escapes; a mouse
- children pretend that a small mouse has hidden in their mouth and now it
is looking the way out, touching the cheeks from the inside (children touch
their inner cheeks with the tongue).
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Exercises designed for older children:

a) tongue exercises:
counting teeth — the tongue touches each tooth from the outside and inside;
pushing the upper and lower lip with the tongue (the tongue is laid behind
the upper and lower lips interchangeably);
massaging and painting the hard palate and the gums with the tongue;
tongue rolling;

b) lips exercises:
sucking the upper and the lower lip interchangeably;
sucking the lips inside the mouth and trying to smile at the same time;
biting the upper lip with the lower teeth and the lower lip with the upper
teeth;
covering the upper lip with the lower one and covering the lower lip with
the upper one;
whistling;
sorting out the colourful pieces of papers by using a drinking straw and the
air that is being sucked through the straw;
exercise using the drinking straw — each of the children gets a drinking
straw; their task is to hold the straw between the upper lip and the nose;
exercise using the drinking straw — each of the children gets a drinking
straw; their task is to pick the straw up using their lips only;

¢) velum exercises:
yawning;
coughing;
grunting;
snoring while breathing in and breathing out;
snorting;

d) jaw exercises:
while keeping the mouth open, children pull up and lower the jaw;
chewing an invisible chewing gum - children pretend to chew the gum and
imitate the moves similar to chewing;
scratching the lips with the teeth - children scratch their upper lip with the
lower teeth moving the jaw forward and then, they scratch their lower lip
with the upper teeth moving the jaw forward;

e) cheeks exercises:
children take a deep breath, then release the air and suck their cheeks in;
children take a deep breath and move the air from one cheek to another at
a different pace (once it is slow, once it is quick);
moving the lips to the right and then to the left.
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Exercises for auditory perception’

Exercises aiming at improving hearing require to involve three types of hear-
ing: physical, phonemic and prosodic one. What might be also mentioned here
is the musical hearing, which directly influences the prosody and the fluency of
speaking. Listening exercises usually start with the practice of physical hearing,
which is responsible for recognizing certain auditory stimuli and the perception
itself. Then, there is a practice of musical hearing which influences the sense of
rhythm and the prosody of speech as well as supports the recognition of sounds
of various levels and pitches. The last phase of listening exercises is the practice
of phonemic hearing thanks to which particular sounds can be distinguished (ex.
voiced or voiceless, whooshing and hissing).

Exercises for younger children:

imitating the surrounding sounds (opening and closing the door, knocking
on the door, locking the door, moving the chair, bouncing the ball, tapping
the spoon against the glass, stirring the water in a cup, pouring the water,
stamping, clapping hands, tearing a piece of paper etc.);

imitating the sounds produced by animals;

guessing the sounds produced by animals;

guessing the sounds of musical instruments;

guessing the pace of a played melody (slow/fast);

guessing the names of songs played;

physical activity with music - a teacher is playing a melody using a certain
musical instrument (at different paces); childern’s task is to stamp their feet
at the speed of the heard melody (if the music is slow, they need to stamp
slowly; if the music is fast, they need to stamp faster);

guessing the tone and intonation - a teacher is reading a story and modify-
ing his voice making it louder or quieter, quicker or slower; children’s task
is to name the manner the story is being read by the teacher.

Exercises for older children:

looking for the source of sounds - a teacher hides a toy (or another object
which is producing some sounds) in a place they are in; child’s task is to
find the hidden toy using only his sense of hearing and, eventually, some
tips given by his friends;

playing with music - a teacher is playing the drum; children’s task is to
repeat the sequence of sounds by clapping their hands, stamping their feet
or using simple syllables (ex. [ta-ta-ta], [la-la-la]);

guessing the voices of friends — children have to close their eyes and the

7 Exercises taken from: Cieszynska, Korendo, 2007; Diener, 1999; Koztowska, 1998.
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teacher chooses one of them (by touching his shoulder) to say a word or a
sentence (ex. to answer a question about his favourite food); the rest of the
children have to guess who has said that;

naming the sounds of the surrounding world - children name the sounds
produced by the objects or phenomena around them (ex. dripping rain, a
squeaking gate, rustling leaves, blowing wind, hammering nails, knock-
ing on the door, the sound of the sea); children can also say what they have
heard while having fun on the playground or taking a walk (shouting chil-
dren, stamping of the feet, calling for somebody, singing birds, buzzing bees,
barking dogs etc.);

identifying the number of words in a sentence or the number of sounds in
a word; identifying the initial and final sounds;

dividing words into syllables, counting them, identifying the initial and
final syllable;

naming - a teacher shows some objects which can be found in children’s
surrounding, starts the name with its initial syllable and children’s task is
to say the missing part of the word;

playing with words - a teacher provides children with the initial syllable
and their task is to add other syllables so as to make a word.

Exercises for practicing the sounds articulation

The consolidation of sounds is the most time-consuming stage of speech
therapy. The automatization of sounds follows a certain scheme, which is used
by a speech therapist:

a) practising sounds in isolation, ex. [s];
b) practising the sound in a syllable, firstly in an open one (ex. [sa], [se], [so], [sul,

[sy]), and then in a closed one (ex. [sas], [ses], [sos], [sus], [sys]);
¢) practising the sound in words, firstly as the beginning sound (ex. sowa), then as

the ending sound (ex. las), finally, as the middle sound (ex. kotyska);
d) practising the sound in word combinations, ex. niebieska sukienkas
e) practising the sound in utterances, sentences, ex. Pies Reks czgsto psoci;
f) practising the sound in longer narrative forms, ex in short stories, poems or songs.

The automatization phase might be used by teachers and tutors in longer nar-
rative forms, such as short stories, poems or songs. Sounds which are the most
frequently mispronounced by children are [s], [z], [c], [S], [Z], [¢], [r], [k] and [g].
The exemplary texts which can be implemented by teachers during logopedic
exercises for a group of children are:
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sound [s]: Katarzyna Marciniak Stonoga; Julian Tuwim Pstryk!; Jan Brzech-
wa Na wyspach Bergamutach;

sound [z]: Julian Tuwim Abecadlo; Wanda Chotomska Z;

sound [c]: Wanda Chotomska C; Malgorzata Strzalkowska Hocki-klocki;
Malgorzata Strzatkowska C jak cykada;

sound [$]: Julian Tuwim Wszyscy dla wszystkich; Jan Brzechwa Papuga;
sound [Z]: Jan Brzechwa Pomidor; Jan Brzechwa Zubr; Jan Brzechwa Zyrafa;
sound [¢]: Jan Brzechwa Kaczka-dziwaczka; Jan Brzechwa Entliczek-pentlic-
zek; Julian Tuwim Ptasie plotki;

sound [r]: Julian Tuwim Okulary; Julian Tuwim Raz - Dwa - Trzy!; Mag-
dalena Witkiewicz Krowa;

sound [k]: Jan Brzechwa Katar; Jan Brzechwa Dzik; Julian Tuwim Cuda i dziwy;
sound [g]: Wanda Chotomska G; Jan Brzechwa Ta#icowata igla z nitkg,
Malgorzata Strzatkowska G jak goryl.

Summary

The ability to use the speech depends upon numerous factors. Most of them
might either support or hinder the process of speech acquisition. Speech therapy
is introduced in order to eliminate speech disorders. However, some therapeutic
actions can also be performed by child’s caregivers (parents or teachers). These
are crucial for the therapy since its aim is to enable the child to use verbal com-
munication freely in any social context. Because of the interdisciplinary attitude
to speech development in children, the progress they have been making during
the therapy may be monitored and verified and the therapy itself can be modi-
fied if necessary. Logopedic exercises implemented by the teacher as fun activities
can have a positive impact on children suffering from speech impediments. And
for those who do not have them, such exercises would serve not the therapeutic
function but the preventive one.
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Wspomaganie rozwoju dzieci z zaburzeniami mowy —
wskazowki dla nauczycieli i wychowawcow*

Supporting the development of children with speech disorders —
suggestions for teachers and tutors

ABsTRACT: This article addresses the issue of supporting the development of children diagnosed
with speech disorders, while also providing information on speech therapy prevention for children
who do not exhibit speech-related difficulties. The aim of the article is to outline how teachers can
support the development of their students, both those with speech disorders and those without any
difficulties. The article emphasizes the importance of an interdisciplinary approach to child devel-
opment, in which the child’s immediate surroundings, including the teacher, play an essential role.
Speech development is a crucial aspect of human life, beginning in the prenatal period. To effectively
support a student with speech difficulties, it is necessary to understand the process of speech acquisi-
tion, the pathomechanisms underlying common speech disorders in children, and the basic thera-
peutic interventions used by speech therapists.

Keyworps: child development, cooperation of specialists, speech disorders, speech therapy prevention

STRESZCZENIE: W artykule poruszono problematyke wspierania rozwoju dzieci, u ktorych zostaly
stwierdzone zaburzenia mowy, ale réwniez zaprezentowano informacje o elementach profilaktyki
logopedycznej obejmujacej dzieci, u ktérych nie stwierdza sie trudnosci zwigzanych z mowg. Celem
artykutu jest wskazanie, w jaki sposob nauczyciel moze wspiera¢ rozwéj swoich uczniéw, zaréwno
tych z zaburzeniami mowy, jak i tych, u ktérych nie stwierdza si¢ zadnych trudnosci. Wskazano tez
istote interpersonalnego podejécia do rozwoju dziecka, takiego podejscia, w ktérym uczestniczg naj-
blizsze osoby z otoczenia dziecka, w tym nauczyciel. Aby méc wspieraé ucznia z zaburzeniami mowy,
nalezy najpierw pozna¢ proces nabywania mowy przez czlowieka i patomechanizm powstawania

* Badania zostaly przeprowadzone w ramach pracy wlasne;j.
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najczesciej wystepujacych zaburzen mowy u dzieci oraz zapoznac si¢ z podstawowymi dziataniami
terapeutycznymi logopedy.

SLOWA KLUCZOWE: rozwdj dziecka, wspolpraca specjalistow, zaburzenia mowy, profilaktyka
logopedyczna

Srodowisko, w ktérym zyje dziecko, ma duzy wplyw na jego rozwdj. Poczat-
kowo opieke nad dzieckiem sprawuje najblizsza rodzina. Z czasem $rodowisko
opiekuncze zmienia si¢. Pojawiaja si¢ nowe osoby, ktére, podobnie jak rodzina,
dbaja o rozwdj dziecka. Sa to oczywiscie nauczyciele i wychowawcy. Dziecko
zaczyna spedzac wigcej czasu w placdwce pedagogiczno-wychowawczej (ztob-
ku, przedszkolu, szkole) niz w domu, dlatego coraz czesciej zwraca si¢ uwage
na role nauczycieli w procesie rozwoju dziecka (Chrzan-Detkos, 2018a; Cieszyn-
ska i Korendo, 2007; Demel, 1983).

Podopieczni majacy trudnosci w stownym wyrazaniu sie zostaja objeci opieka
logopedyczna, ktérej zadaniem jest wyeliminowanie zaburzenia mowy oraz stwo-
rzenie odpowiednich warunkéw do tego, aby dziecko mogto swobodnie postugi-
wac sie mowa w réznych sytuacjach komunikacyjnych. Oprécz terapii niezwykle
wazna jest praca dziecka poza gabinetem logopedy, poniewaz utrwala to efekty
uzyskane podczas terapii. Taka praca moze odbywac si¢ nie tylko w domu dziecka,
lecz takze w placéwce, do ktdrej ono uczeszcza, pod kierownictwem nauczyciela.
Z kolei podopieczni, ktérzy nie zmagaja si¢ z zaburzeniami mowy, moga zostac
objeci profilaktyka logopedycznag, ktdrej zadaniem jest zapobieganie powstawaniu
zaburzen mowy i propagowanie czynnosci wspomagajacych prawidlowy rozwoj
mowy dziecka. Dzialania w ramach profilaktyki logopedycznej moze podejmo-
wa¢ réwniez nauczyciel. Ponadto, rodzic, logopeda i nauczyciel moga pozostawa¢
w stalym kontakcie, konsultowacé i weryfikowa¢ postepy dziecka oraz mie¢ wplyw
na jego dalszg terapi¢ oraz jego samopoczucie w grupie réwiesniczej. Nazywa si¢
to interpersonalnym podejsciem do rozwoju dziecka (Chrzan-Detkos, 2018a; Cie-
szynska i Korendo, 2007; Demel, 1983).

Uwarunkowania prawidlowego rozwoju mowy

W analizie rozwoju mowy dziecka wazne jest zapoznanie si¢ z uwarunko-
waniami (biologicznymi i srodowiskowymi) prawidlowego rozwoju mowy, czyli
z warunkami, ktére nalezaloby spetni¢, aby mowa dziecka rozwijala si¢ optymalnie.

Czynnikami biologicznymi, ktére odpowiadaja za prawidlowy rozwoj mowy,
sa: stuch fizyczny, fonematyczny i prozodyczny, mobilny moézg i wydolna pamiec¢
oraz poprawne funkcjonowanie obwodowego uktadu nerwowego.

Prawidlowe funkcjonowanie narzadu stuchu pozwala na wlasciwa percepcje
bodzcéw stuchowych, czyli dzwigkdéw otaczajacego $wiata, muzyki, dzwigkow
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mowy. Wraz z dorastaniem dziecka rozwijaja si¢ poszczegdlne funkcje stuchowe,
dzigki ktérym moze ono dostrzega¢ istnienie samego bodzca, podobienstwa i roz-
nice miedzy dzwiekami, moze je tez lokalizowa¢. Dziecko zdobywa umiejetnosci,
ktdre s kluczowe w rozwoju mowy, np. uczy si¢ rozpoznawaé melodie wypowiedzi
itaczy¢ je z odpowiednimi stanami emocjonalnymi, rozwija sie pamigc¢ stuchowa,
dzigki ktorej zapamietuje ustyszane wczesniej dzwieki. Dysfunkcja stuchu fizycz-
nego, fonematycznego oraz/lub prozodycznego, moze prowadzi¢ odpowiednio
do gluchoty lub niedostuchu, dyslalii oraz aprozodii i niemoznosci rozumienia
tekstu mowionego (Obrebowski i Donat-Jasiak, 2010; Pruszewicz i Obrebowski,
2010, s. 624-625; Przybyla i Kasica-Bankowska, 2016).

Mozg odpowiada za wiele czynnosci, od tych podstawowych (oddychanie,
trawienie, wydalanie itp.) przez sprawnosci ruchowe, zachowania emocjonalne,
procesy poznawcze az po czynnosci jezykowe i komunikacyjne. Rozwija si¢ od
okresu prenatalnego az po wiek dorosty cztowieka. Szczegdlnie waznymi okresami
dla ksztaltowania si¢ moézgu sa okres prenatalny i wczesne dziecinstwo, ponie-
waz w tym czasie odnotowuje si¢ najbardziej intensywne tempo wzrostu mézgu
oraz wzrost gestosci polaczen synaptycznych miedzy neuronami (por. Panasiuk,
2018, s. 36-51; Przybyla, 2015, s. 559-564). Kazdy negatywny czynnik wystepuja-
cy w tych okresach moze zaburzy¢ prawidlowy rozwéj mézgu i doprowadzi¢ do
zaburzen w wielu obszarach (réwniez w obszarze mowy) (Panasiuk, 2018, s. 36-51).

Podczas dojrzewania ukladu nerwowego dziecko rozwija si¢ jezykowo, moto-
rycznie, posturalnie, zmyslowo, poznawczo oraz intelektualnie. Kolejno nastepuja
wazne dla rozwoju mowy oraz calego organizmu dziecka etapy, takie jak siedze-
nie, pelzanie, chodzenie (Matyja i Doroniewicz, 2018).

Uktad nerwowy odpowiada za rozwoéj psychomotoryczny, czyli postawe, loko-
mocj¢, koordynacje wzrokowo-ruchows, kontakty spoleczne i mowe. Rozwdj
motoryczny pozwala na stopniowe nabywanie nowych umiejetnosci ruchowych,
ktére stanowia podstawe ruchéw precyzyjnych, réwniez tych zwigzanych z obsza-
rem orofacjalnym. Dzigki umiejetno$ciom motorycznym dziecko moze kon-
trolowa¢ prace matych grup mieéni (np. jezyka), koordynowac ja, co wiaze sie
z rozwojem mowy. Dlatego opdznienia w rozwoju psychomotorycznym wplywaja
negatywnie na proces ksztaltowania si¢ komunikacji werbalnej (por. Przybyla,
2016).

Prawidlowe funkcjonowanie obwodowego ukladu nerwowego jest zalezne od
napiecia posturalnego. Poczatkowo jego niedojrzaly rozklad nie pozwala na wykony-
wanie precyzyjnych ruchéw, ale wraz z dojrzewaniem uktadu nerwowego stopniowo
staje si¢ to mozliwe. Dziecko nabywa nowych umiejetnosci, gdyz jego uklad
nerwowy jest poddawany réznym doswiadczeniom sensomotorycznym. Dzigki
temu moze tworzy¢ dojrzale akty ruchowe nie tylko w obrebie motoryki duzej,
lecz takze malej, w tym w obszarze orofacjalnym (Matyja i Doroniewicz, 2018).

Uwarunkowaniami $rodowiskowymi nazywa sie¢ dzialania najblizszego oto-
czenia dziecka. Mézg dziecka od narodzin do 7. roku zycia dynamicznie si¢ rozwi-
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ja i chlonie informacje docierajace z otoczenia. Dlatego wazne jest, aby dziatania
0s6b sprawujagcych opieke nad dzieckiem byly odpowiednio przemyslane — niekto-
re z interwencji mogg negatywnie wplynac¢ na rozwoj matego cztowieka. Wazne
s3 rowniez warunki prenatalne, czas, zanim dziecko przyjdzie na swiat, za ktére
w wigkszosci odpowiada matka. Mozna zaliczy¢ do nich: wszelkie choroby matki
i ich leczenie, zazywanie lekéw, stosowanie/unikanie uzywek, przestrzeganie
wizyt kontrolnych i zalecen lekarskich czy unikanie sytuacji stresowych.

Wraz z narodzinami dziecka powstaje pewien harmonogram dnia i wdrazane
s3 rytuaty, ktdre sprzyjaja prawidlowemu rozwojowi noworodka. Dzieki temu stwa-
rza si¢ mu poczucie bezpieczenstwa i stabilnosci (por. Przybyla, 2015, s. 582-588).
Duze znaczenie ma réwniez sposob karmienia dziecka. Przyjmuje si¢, ze karmie-
nie piersiag wspomaga trening narzadéw artykulacyjnych, natomiast samo mleko
matki jest bogate w sktadniki, ktdre przyczyniaja sie do ogdlnego rozwoju dziecka.
Karmienie nieco starszych dzieci réwniez ma swoje zasady. Wigze sie to nie tylko
z prawidlowa pozycja dziecka, ale tez z miejscem, ktére sie do tego wykorzystuje.
Uzywanie smoczka przez dziecko powyzej 18. miesigca zycia uwaza si¢ za przyczyne
powstawania wad wymowy. Niektorzy specjalisci dopuszczajg uzywanie smoczka
jedynie w niektérych przypadkach, gdy mialby on pelni¢ funkcje terapeutyczna
(np. w leczeniu zaburzen zwigzanych z napigciem migéniowym).

Oprécz matki za rozwéj dziecka odpowiadaja wszyscy, ktérzy majg z nim
kontakt — blizsza i dalsza rodzina, a z czasem nauczyciele. To, w jaki sposéb opie-
kunowie beda si¢ zwraca¢ do dziecka, ma ogromne znaczenie. Nie jest wskazane
uzywanie w mowie kierowanej do dziecka spieszczonych form wyrazéw (zdrob-
nien, zmigkczen). Zaleca si¢ mowe tagodna, swobodna, z naciskiem na prawidtowa
artykulacje. Mowa dziecka nie od razu jest doskonala. Aby taka mogta by¢, musi
zaj$¢ pewien proces, ktoérego nie mozna w zaden sposob przyspieszy¢. Dlatego nie
nalezy nadmiernie poprawia¢ wymowy dziecka, gdyz moze to spowodowac jego
wycofanie si¢ z kontaktow spolecznych. W naturalnym, niezaburzonym rozwoju
dziecko osigga wiek, w ktérym zadaje wiele pytan; powinno si¢ na nie udziela¢
odpowiedzi i prowadzi¢ z dzieckiem bogate rozmowy. Interakcji, komunikacji
z drugim czlowiekiem nie zastapi szeroko pojmowana nowoczesna technologia.
Ta nie wspomaga rozwoju mowy, moze go wrecz hamowac.

Kolejnym czynnikiem srodowiskowym ksztaltujacym rozwoéj dziecka jest jego
uczeszczanie do zlobka lub przedszkola przed rozpoczeciem edukacji w szkole.
Do zalet takich instytucji nalezy posiadanie przez nie $wiadomego programu
dzialtania, ktdry pozwala stwarza¢ odpowiednie warunki ksztaltowania prawidlo-
wej wymowy. Pracujacy w placéwkach specjalisci moga szybciej niz opiekunowie
w domu dostrzec nieprawidtowosci w rozwoju dzieci. Bezzwloczna interwencja
terapeutyczna i korekta zaburzen umozliwi dziecku swobodne i przyjemne roz-
poczecie nauki w szkole (por. Bernatowicz-Lojko i in., 2018).
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Patomechanizm powstawania zaburzen mowy

Kazde z zaburzen rozwojowych, w tym zaburzenie mowy, ma swdj patomecha-
nizm. Nauczyciel w roli terapeuty powinien wiedzie¢, co mogto spowodowa¢ dane
nieprawidtowosci, aby méc odpowiednio poméc dziecku w eliminacji objawow
zaburzen. Wsréd neurobiologicznych przyczyn zaburzen rozwoju mowy wyrdznia
si¢ czynniki wrodzone, takie jak nieprawidtowosci zachodzace w materiale gene-
tycznym dziecka (np. nieprawidlowosci chromosomalne), i nabyte, czyli nieprawi-
dlowosci zachodzace w okresie pre-, peri- i postnatalnym. W okresie prenatalnym
czynnikami szkodliwymi mogg by¢: niedobory witamin, choroby matki (w tym
choroby pasozytnicze), narazenie dziecka na kontakt z réznego typu wirusami, ze
szkodliwym promieniowaniem, z toksynami w postaci lekéw, uzywek i srodkéw
chemicznych, nieodpowiednie odzywianie si¢ matki, komplikacje podczas ciazy,
stres, urazy okoloporodowe. Okres cigzy (szczegdlnie tej wczesnej) to czas, w kto-
rym odbywa sie intensywny wzrost komorkowy, a ksztaltujacy sie dopiero uklad
nerwowy jest najbardziej wrazliwy i podatny na uszkodzenia. Patogeny moga powo-
dowa¢ m.in. niewyksztalcenie si¢ jakiego$ narzadu czy istotne zmiany w moézgu
oraz ukladzie nerwowym plodu. Niedotlenienie i nadmiar dwutlenku wegla przy-
czyniajg sie z kolei do wystepowania uszkodzen osrodkowego ukladu nerwowego
(Diener, 1999; Michalik, 2011).

Konsekwencja uszkodzen ukladu nerwowego s3 zaburzenia napigcia posturalnego.
Nieprawidlowosci z tym zwigzane dotycza zaréwno motoryki duzej, jak i sfery orofacjal-
nej. Obnizone napiecie wiaze sie ze staba ruchomoscia stawdw zuchwowo-skroniowych
i warg. Zdarza sig, ze dziecko oddycha w sposob nieprawidlowy — przez usta, a przyczy-
na tego moze by¢ niewlasciwa pozycja spoczynkowa jezyka (np. miedzyzebowa). Utrzy-
mujace sie oddychanie torem ustnym moze doprowadzi¢ do zmian w obrebie szczgk.
Niewtasciwa pozycja jezyka powoduje wady zgryzu, artykulacji oraz zaburzenia rytmu
oddychania i fonacji. Zaburzeniu ulegaja czynnosci ssania i potykania, co powoduje
trudnosci podczas karmienia. Gdy dziecko jest starsze, pojawiaja si¢ trudnosci w zakre-
sie gryzienia, zucia i picia z kubka otwartego. Natomiast wzmozone napigcie miesniowe
zaburza koordynacje ruchowa, w tym prace aparatu artykulacyjnego, oddechowego
i fonacyjnego (Emiluta-Rozya, 2014).

Wezesniactwo to kolejna z przyczyn zaburzen w rozwoju mowy. Powodem
przedwczesnego porodu moga by¢ czynniki spoleczne (nadmierne obcigzenie
i wysilek fizyczny, wysoki poziom stresu, stojagca postawa ciala podczas pracy, hatas,
niska $wiadomo$¢ zdrowotna oraz niski status spofeczny) i medyczne (niewydol-
no$¢ cie$niowo-szyjkowa, infekcje wewnatrzmaciczne, wady macicy, choroby matki,
cigza wieloplodowa). Cigza to czas ksztaltowania si¢ dziecka, jego przygotowywania
sie do zycia pozaptodowego. Noworodek, ktory przychodzi na swiat przedwczesnie,
nie mogt sie¢ w pelni uksztaltowaé, rozwdj prenatalny takiego dziecka nie zostat
ukonczony. Dalszy proces jego ksztaltowania odbywa si¢ w inkubatorze, z daleka
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od matki, co powoduje u dziecka silny stres, a ten z kolei wywoluje niepozadane
reakcje w moézgu. Brak stymulacji obszaréw orofacjalnych, ktéra dokonuje si¢ pod-
czas karmienia piersig, przyczynia si¢ do wystepowania zaburzen funkcji oralnych.
Dziecko moze mie¢ tez trudnosci z rozréznianiem glosu matki, problemy ze stu-
chem i wzrokiem, réwniez rozwdj psychoruchowy dziecka moze by¢ op6zniony.

Dziecko w okresie prenatalnym oswaja si¢ z réznymi dzwigkami, ktére do
niego docierajg, np. z glosem matki. Dzieki temu zapoznaje si¢ z mowa, a szcze-
golnie z jej cechami prozodycznymi. Wczedniak jest tego doswiadczenia pozba-
wiony, co moze powodowa¢ pdzniejsze problemy w przetwarzaniu cech prozo-
dycznych jezyka. U takich dzieci czesto stwierdza si¢ opdzniony rozwoj mowy,
problemy artykulacyjne, zmniejszone wokalizacje, mniejszy zasob stow, uzywanie
kroétszych zdan, wieksze problemy w rozumieniu tresci stownych. Dzieci urodzone
przedwcze$nie gorzej radza sobie z rymowaniem i zadaniami dotyczacymi stu-
chu fonemowego. W wieku przedszkolnym u wcze$niakéwzauwaza si¢ nasilenie
zachowan agresywnych, buntowniczych, jak i wycofania, leku. Istnieje réwniez
ryzyko wystapienia u takich dzieci depresji, ktore ujawnia si¢ dopiero w okresie
dorastania (Cieszynska i Korendo, 2007; Milewski, 2004).

Cesarskie ciecie niesie z sobg kolejne komplikacje. Moze spowodowaé wysta-
pienie dysfunkcji w ukladzie miesniowym dziecka, nadwrazliwosci na dotyk.
Srodki znieczulajgce podawane matce podczas porodu wzmagajg lub obnizajg
napiecie migsniowe dziecka, co wplywa negatywnie na jego obszar orofacjalny.
Cesarskie ciecie moze zaburzy¢ laktacje, co wiaze si¢ z niemoznoscig karmienia
piersia, ktore korzystnie wplywa na wiezi emocjonalne miedzy matka a dziec-
kiem, ma réwniez wplyw na jego pozniejsza artykulacje.

Innym czynnikiem, ktéry zaburza rozwo6j mowy, jest nieprawidlowe karmienie
dziecka, np. niewlasciwa pozycja zaréwno dziecka, jak i matki podczas karmie-
nia oraz niewlasciwy sposdb podawania pokarmoéw. Nieprawidlowa pozycja ciala
powoduje kompensacje pewnych mechanizméw - dochodzi m.in. do powstawa-
nia asymetrii ciala i dysproporcji w rozkladzie i wielkos$ci napiecia posturalnego.
Wszystko to zakloca prawidlowa realizacje przez obszar orofacjalny jego funk-
cji. Zbyt zgarbiona pozycja matki podczas karmienia powoduje, ze dziecko jest
»zgiete”, malo aktywne, natomiast zbyt odgieta pozycja matki jest przyczyna pre-
zenia si¢ dziecka. Czestym bledem jest sadzanie dziecka w miejscach, na sprze-
tach, ktore nie sg do tego przystosowane. Zdarza sig, ze dziecko nie ma podpory
pod stopami. Jego tuléow zgina sie wtedy, glowa opiera si¢ na barkach, a dodat-
kowo zaburzona jest praca przepony. Karmiac dziecko w nieodpowiedni sposéb,
mozna przyczyni¢ sie do wystgpienia u niego zaburzen réwnowagi. W takiej
sytuacji tyzeczka z pokarmem jest ,wycierana” o gérng warge; prawidtowo pro-
wadzona tyzeczka powinna znajdowac si¢ w pozycji poziomej (Chrzan-Detkos,
2018a; Cieszynska i Korendo, 2007; Demel, 1983).

Stuch odgrywa kluczowg role w nauce mowy, a hatas zdecydowanie zaburza
jego funkcje; staly lub nasilajacy sie bodziec dzwigkowy moze powodowa¢ zle
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samopoczucie dziecka (niepewnos¢, niepokdj, lek, rozdraznienie, pobudzenie,
wzmozone napiecie mig¢sniowe), apatie, zaburzenia psychomotoryczne, a proce-
sy psychiczne moga ulec zwolnieniu. Halas oddzialuje bezposrednio na narzad
stuchu, wiec takze ucho moze dozna¢ urazéw. Niektore z dzwigkdw sg bardzo
silne (np. eksplozja), w ich wyniku moze doj$¢ do uszkodzenia btony bebenkowe;j
ucha, wtloczenia jej do jamy bebenkowej, wystapienia krwiakéw w jamie bgben-
kowej lub przerwania tanicucha kosteczek stuchowych. Konsekwencjami moga
by¢: przewodzeniowe zaburzenie stuchu, szumy uszne, uczucie petnosci w uchu
i nieprawidlowa praca trabki stuchowej (zob. Kurkowski 2019a, 2019b; Obrebow-
ski i Donat-Jasiak, 2010; Przybyla, 2017, s. 111-113).

Zdarza si¢ rowniez, ze dziecko rodzi si¢ z uszkodzonym narzadem stuchu.
U dzieci, ktore nie s3 poddane rehabilitacji, zauwaza si¢ roztargnienie, niewypel-
nianie polecen stownych, brak reakcji (lub jej opdznienie) na glos matki, wtérna
niemote; wystepuja tez trudnosci w nauce szkolnej, jak i w kontaktach z nauczycie-
lem oraz réwiesnikami, co powoduje, ze niesprawiedliwie ocenia sie takie dziecko
jako majace niski iloraz inteligencji (Kurkowski, 2019b). Nierehabilitowane dziecko
z uszkodzonym narzgdem stuchu moze doswiadcza¢ trudnosci i opdznien w zdol-
nosci spostrzegania, analizie i syntezie wzrokowej. Cierpi réwniez rozwo6j mowys;
u dzieci gluchych jest on opdzniony, tak jak rozwdj pamigci stownej i obrazko-
wej. Mozna zauwazy¢, ze takie dzieci majg nieprawidlowe odczucia kinestetyczne,
a w konsekwencji ograniczong zdolnos¢ spostrzegania dotykowego. Aby jednak
aparat artykulacyjny dziecka pracowal poprawnie, jego odczucia kinestetyczne
nie moga by¢ zaburzone, czucie potozenia narzagdoéw artykulacyjnych jest bowiem
kluczem do poprawnej wymowy (Kordyl, 1968, s. 116-129). Niemozno$¢ skon-
taktowania si¢ z otoczeniem za pomocg stéw wywoluje trudnosci emocjonalne.
U dziecka z uszkodzonym stuchem gaworzenie wcale nie wystepuje lub ulega
znieksztalceniom, funkcja lokalizacji dzwieku jest ograniczona tak jak pamigé
stuchowa, etap echolalii (nasladowania dzwiekéw) jest pomijany lub wystepuje
z opOznieniem, zauwazalne sg zaburzenia prozodii mowy, zasob slownictwa jest
ubogi, dziecku brakuje kontroli stuchowej, co uniemozliwia mu korekcje biednej
artykulacji, zauwaza si¢ rowniez zaburzenia oddychania i nieprawidtowa prace pod-
niebienia miekkiego, co tez ma wplyw na jakos¢ werbalnego porozumiewania sie.

Zaburzenia rozwoju mowy dziecka, np. jakanie si¢, moga by¢ spowodowane
takze urazami wynikajacymi z zaniedbania lub szeroko pojmowanej przemocy
(np. psychicznej i/lub fizycznej). Zdarza sie, ze depresja poporodowa matki powo-
duje zaburzenia rozwoju dziecka (nie tylko po porodzie, lecz takze w okresie doj-
rzewania dziecka). Zbyt mata ilo$¢ czasu poswigcanego przez rodzicéw dziecku
moze by¢ przyczyna jego buntu, ztodci i agresji. Niektdre dzieci probujg zwrocic
na siebie uwage, walcza o kontakt z rodzicami. Inne z kolei zamykaja si¢ w sobie,
tlumigc emocje - z czasem mdwig coraz mniej, az rozwdj (w tym rozwoéj mowy)
zostaje zahamowany (por. Chrzan-Detkos, 2018a, 2018b; Diener, 1999; Emiluta-
-Rozya, 2014; Grabias 2014).
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Proponowane formy terapii zaburzen mowy
realizowane przez nauczycieli i wychowawcow

Stymulacja rozwoju mowy dziecka

Zakres pracy logopedy obejmuje eliminowanie powstatych juz zaburzen mowy;,
ale tez profilaktyke logopedyczna, czyli dzialania zapobiegajace wystapieniu nie-
prawidlowosci zwigzanych z mowa. Wiedzg z zakresu profilaktyki powinni mie¢
wszyscy, ktorzy majg kontakt z dzieckiem - oprocz rodzicéw i rodziny specja-
lisci z réznych dziedzin, np. lekarze rodzinni, pediatrzy, psychiatrzy, ortodonci,
laryngolodzy, neurolodzy, foniatrzy, psycholodzy, a takze pedagodzy i nauczyciele.

Co zatem dla rozwoju mowy dziecka moze zrobi¢ opiekun w placéwce? Odpo-
wiedz tkwi w ,dwunastu przykazaniach logopedycznych” autorstwa Leona Kacz-
marka (1977). Tych dwanascie wskazéwek umozliwia stworzenie warunkéw do
prawidlowego rozwoju mowy. Przyswajanie mowy odbywa si¢ poprzez stucha-
nie jej, dlatego tez mowa, ktdéra dziecko styszy w swoim otoczeniu, powinna
by¢ poprawna. Coraz czeéciej zwraca sie uwage na eliminowanie wad wymo-
wy u nauczycieli. Dotyczy to takze tzw. jezyka dzieciecego'. Wazna jest rowniez
obserwacja dziecka. Gdy wiemy, jak powinien przebiega¢ proces ksztaltowania
sie mowy i ogdlny rozwdj dziecka, mozemy zauwazy¢ ewentualne nieprawi-
dlowosci i odpowiednio wcze$nie na nie zareagowa¢ (np. gdy dziecko malo sie
wypowiada, jego mowa jest niezrozumiata lub gdy przejawia trudnosci zwigzane
z motoryka duzg). Ogoélna sprawnos¢ ruchowa wspomaga nabywanie jezyka przez
dziecko, dlatego warto zachecac je do wszelkiej aktywnosci ruchowej. Niezwykle
wazne s3 interpersonalne podejscie do rozwoju dziecka i wspdtpraca jego opieku-
néw. Oznacza to, ze jesli nauczyciel zauwazy pewng nieprawidlowos¢ u dziecka
(np. zwigzana z budowg lub funkcjonowaniem aparatu artykulacyjnego), powinien
skonsultowa¢ ja z rodzicem, ale tez z logopeda. Staly kontakt rodzicéw, opie-
kunéw i nauczycieli z innymi specjalistami, ktoérzy réwniez sprawuja pewna
opieke nad dzieckiem, moze pozytywnie wplynaé na jego rozwdj. Zaburzenia
mowy (szczegélnie jakanie) moga by¢ skutkiem zmiany lateralizacji reki dziec-
ka z lewej na prawg. Nauka pisania przypada jeszcze na okres, w ktérym rozwoj
mowy sie ksztaltuje, wyksztalcaja sie i lokalizujg si¢ o$rodki mowy w mozgu

! Cechami jezyka dziecigcego sa m.in.: zwolnione tempo méwienia, wzmacnianie i §ciszanie
glosu, wprowadzanie pauz, przedtuzanie poszczegdlnych glosek, modulowanie melodii, wyste-
powanie duzej iloéci pytan, co wiaze si¢ z intonacjg pytajaca. Oprocz cech suprasegmentalnych
(prozodycznych) jezyka dziecigcego mozna zauwazy¢ tez jego cechy segmentalne (odpowiadajace
za sama realizacje glosek): substytucje, redukcje trudnych grup spoélgloskowych oraz opuszczenia
poszczegdlnych glosek. Ponadto uzywa sie zdrobnien i spieszczen wyrazdw, zdania sa skracane,
a formy jezykowe 1. i 2. 0s. l. poj. zamieniane na formy 3. os. 1. poj. lub 1. os. I. mn.
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dziecka. Dlatego tez ingerowanie w niezakonczony jeszcze proces umiejscowie-
nia si¢ poszczegdlnych o$rodkéw mowy skutkuje jej zaburzeniami. Na rozwoj
mowy dziecka ma wplyw to, w jaki sposdb otoczenie reaguje na jego wypowiedzi.
Obojetnos¢, brak podtrzymywania rozmowy z dzieckiem, niestosowne reakcje
(np. $miech) czy ciagle poprawianie jeszcze niedoskonalych wypowiedzi moga
zahamowac rozwoj mowy. Najlepsza metoda nauki jezyka jest prowadzenie roz-
mow z dzieckiem. Dialogi sa naturalnym treningiem mowy. Ponadto w pewnym
okresie rozwoju dziecka zaczyna ono zadawac¢ pytania, ktére wynikajg z checi
poznawania $wiata. Odpowiedzi na takie pytania powinny prowokowa¢ dziecko
do zadawania kolejnych i rozwijania wypowiedzi.

Cwiczenia usprawniajace aparat oddechowy?

Dzieci z zaburzeniami mowy czesto majg trudnosci z pracg aparatu oddecho-
wego (ktory Scisle wspdtpracuje z aparatem artykulacyjnym oraz fonacyjnym).
Podczas terapii usprawnia si¢ go za pomocg odpowiednich ¢wiczen. U dzieci
z zaburzeniami mowy niemajacych trudnosci z czynnoécig oddychania ¢wicze-
nia oddechowe traktuje si¢ jako forme relaksacji - maja na celu rozluznienie,
poprawienie koncentracji i uwagi oraz pozytywnie wplywaja na przebieg terapii.

Cwiczenia przeznaczone dla dzieci mlodszych:

uciszanie lub usypianie maskotek, zabawa w weza — dzieci nabieraja powiet-
rza i wymawiajg [ciii] lub dlugg gtoske [s];

chuchanie na zmarzniete dlonie;

dmuchanie na ,,goracy” napoj;

zabawa ze stomka - kazde z dzieci otrzymuje kubeczek z wodg oraz stomke;
zadaniem dzieci bedzie stworzy¢ babelki w wodzie za pomocg wydychanego
przez stomke powietrza;

zdmuchiwanie papierkow - kazde z dzieci otrzymuje stomke; dzieci przy uzy-
ciu stomki muszg zdmuchna¢ ze stolika roztozone na nim kawatki papieru;
zabawa z piérkami lub wiatraczkiem - kazde dziecko dostaje kolorowe pior-
ko/wiatraczek i wprawia je/go w ruch swoim wydechem;

zabawa na face - dzieci wachaja kwiaty lub zdmuchuja dmuchawce;
zabawa z bantkkami mydlanymi.

Cwiczenia przeznaczone dla dzieci starszych:

nasladowanie dzwieku szeleszczacych drzew, szumu wiatru lub morza —
dzieci wymawiaja dluga gloske [sz] (dla urozmaicenia ¢wiczenia mozna
»szumie¢” raz glodniej, a raz ciszej);

¢wiczenie z uzyciem wody i stomki - kazde z dzieci otrzymuje kubeczek
zwodg oraz sfomke; zadaniem dzieci bedzie utworzenie za pomocg wydechu

2 Podane ¢éwiczenia za: Diener, 1999; Kozlowska, 1998.
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~wglebienia” w tafli wody lub dmuchanie w pewnych sekwencjach: krétko

i dtugo albo stabo i mocno;

¢wiczenie przy uzyciu stomki - kazde z dzieci otrzymuje stomke; przy uzy-

ciu sfomki (za pomoca zasysania powietrza) dzieci maja posegregowac

wedlug koloréw rozrzucone na stole kawalki papieru w réznych kolorach;

zabawa z pileczka ping-pongowaq - dzieci dobierajg si¢ w pary i siadaja

naprzeciw siebie przy stoliku; kazda z par otrzymuje jedng pileczke; zada-

niem dzieci jest przesuwac do siebie nawzajem pileczke za pomocg wydy-

chanego powietrza;

¢wiczenie przy uzyciu pidrek - kazde z dzieci otrzymuje piérko; zadanie

polega na utrzymaniu go w goérze za pomocg oddechu;

¢wiczenie polegajace na liczeniu - dzieci nabierajg powietrza i probuja

na jednym wydechu liczy¢ jak najdluzej;

¢wiczenie z pomoca ruchéw ciata - dzieci wdychajg powietrze, unoszac rece

do gory, a wydychajg podczas ich opuszczania;

gwizdanie;

nadmuchiwanie balonéw.

Ponadto ¢wiczeniami usprawniajacymi proces oddychania jest $piew oraz

recytacja wierszykow. Przy tego typu ¢wiczeniach nalezy zwrdci¢ uwage na pra-
widlowg artykulacje i tempo mowy.

Cwiczenia rozwijajace sprawnos¢ motoryczng i manualna®

Motoryka odpowiada za sfer¢ poznawczg, emocjonalng i spoleczng oraz ma
$ciste powiazanie z procesem rozwijania mowy. Uczenie si¢ jezyka odbywa sie
wlasnie poprzez poznawanie otaczajacej rzeczywistosci. Dziecko (np. pelzaja-
ce, stawiajace pierwsze kroki), widzac nowe przedmioty, slyszy od opiekunéw
ich nazwy i w ten sposdb wzbogaca swoj stownik wyrazowy, staje si¢ bardziej
kreatywne i samodzielne. Rozwdéj motoryczny przebiega wedlug zaplanowanego
schematu genetycznego. Nowe umiejetnosci pojawiaja si¢ u dzieci (szczegdlnie
u noworodkow) mniej wiecej w tym samym czasie. Jesli jednak schemat ten jest
zaburzony, nalezy poddac dziecko stymulacji srodowiskowej, czyli zachgcac je do
nauki nowych czynnosci. Cwiczenia powinny by¢ dostosowane do etapu rozwoju
dziecka i zgodne z jego wiekiem*.

Cwiczenia motoryki duzej:

wszelka aktywno$¢ ruchowa — spacery, gra w pitke, pokonywanie toru
z przeszkodami, zabawa na placu zabaw, skakanie na skakance, taniec;

3 Cwiczenia za: Cieszynska i Korendo, 2007.

* Szczegblowy opis rozwoju motoryki duzej i malej w poszczegélnych latach zycia dziecka
mozna znalez¢ w publikacji Wezesna interwencja terapeutyczna. Stymulacja rozwoju dziecka od
noworodka do 6. roku zycia autorstwa Jagody Cieszynskiej i Marty Korendo (2007).
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nasladowanie czynnosci ruchowych (marszu, masowania brzucha, tupania itp.);
zawody (np. kto najdtuzej utrzyma si¢ na jednej nodze, kto szybciej dobieg-
nie do mety);
nauka ubierania si¢, wigzania butéw, zapinania guzikow;
pantomima.

Cwiczenia motoryki matej:
zabawa z kolorowymi pomponikami, z grochem, kawatkami papieru (ich
segregacja wedlug koloru, wielkosci);
dopasowywanie klockéw, ich segregowanie wedle ksztaltow;
rysowanie (odwzorowywanie rysunku, uzupelnianie rysunku, wykonywa-
nie rysunku obiektu z jakiejs kategorii, np. zabawek, ubran, pokarméw);
kolorowanie (kolorowanie bez wychodzenia poza kontury, kolorowanie
wedlug okreslonych sekwencji — np. kola sg zielone, trdjkaty niebieskie,
a kwadraty czerwone);
aczenie kropek na kartce;
samodzielne jedzenie lyzeczka i picie z kubka otwartego;
lepienie z plasteliny;
prace plastyczne;
zabawa klockami;
nawlekanie koralikow.

Cwiczenia fonacyjne®

Cwiczenia fonacyjne koncentruja si¢ na cechach suprasegmentalnych jezyka,
czyli na prozodii mowy. Odgrywa ona bardzo wazng role w tworzeniu i odbio-
rze wypowiedzi stownych, poniewaz ma wplyw na ocen¢ emocji, intencji oraz
znaczenia danej wypowiedzi. Prawidlowy rozwdj prozodii w wieku dzieciecym
ma istotne znaczenie dla pdzniejszej nauki ptynnego czytania ze zrozumieniem.
W toku rozwoju mowy zdarza si¢ jednak, ze glos dziecka wydaje si¢ zbyt cichy,
wydobywa si¢ z trudem (przez co dziecko sie meczy), jest zbyt glosny lub poja-
wia si¢ chrypka. W poradzeniu sobie w tego typu trudnosciami pomocne moga
by¢ ¢wiczenia fonacyjne.

Propozycje ¢wiczen fonacyjnych:

mruczenie — przedluzenie gloski [m]; dla urozmaicenia ¢wiczenia mozna
nuci¢ prostg dziecieca piosenke;

powolne wymawianie samoglosek z gtoska [m] lub [n], np. [ma], [me], [mi],
[mo], [mu] lub [na], [ne], [ni], [no], [nu];

wymawianie samoglosek cicho i glosno oraz wysoko i nisko; poczatkowo dzie-
ci wykonujg ¢wiczenie z jedna samogloska, nastepnie z dwiema, trzema itd.;

5 Cwiczenia za: Kozlowska, 1998; Styczek, 1980.
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wymawianie prostych stéw lub zdan szeptem, pelnym glosem i wykrzy-
kiwanie ich;

wymawianie polaczenia glosek [au] tak, jakby to mialo by¢ pytanie, twier-
dzenie i przeczenie;

wymawianie polaczenia glosek [au] jako zdziwienia, zachwytu, gniewu
i innych emocji;

$piewanie piosenek;

zabawa w dzwigkonasladownictwo.

Cwiczenia usprawniajace narzady artykulacyjne’

Podstawowy rozw6j mowy dziecka konczy si¢ z uplywem 7. roku zycia. Do
tego czasu powinno ono zdoby¢ taka sprawno$¢ motoryczng narzadéw artyku-
lacyjnych, ktéra pozwoli mu na swobodne i prawidlowe wypowiadanie wszyst-
kich fonemoéw jezyka ojczystego. Niektore dzieci miewajg trudnosci i nie potrafia
poprawnie wymawia¢ pewnych glosek jeszcze w szkole. Moze to by¢ przyczyna
trudnosci szkolnych. Dlatego wazne jest, aby wszelkie nieprawidtowosci w zakre-
sie mowy wyeliminowa¢ przed pojsciem dziecka do szkoty.

Do narzadéw artykulacyjnych zaliczajg sie: jezyk, wargi, podniebienie miekkie,
zuchwa oraz policzki. To wlasnie te elementy tworza tzw. aparat artykulacyjny,
ktéry odpowiada za prawidtowa wymowe poszczegélnych glosek.

Przed przystagpieniem do ¢wiczen wlasciwych usprawniajacych narzady arty-
kulacyjne nalezy dowiedzie¢ sie, czy dzieci nie majg wady wymowy zwanej
miedzyzebowoscia (podczas realizacji glosek jezyk jest wowczas wsuwany miedzy
zeby). Przy tej wadzie wymowy nalezy unikac¢ ¢wiczen na zewnatrz jamy ustnej.

Cwiczenia przeznaczone dla dzieci mlodszych:

a) ¢wiczenia jezyka:
zabawa w nasladowanie: niegrzecznego kolegi, ktéry pokazuje jezyk i wysta-
wia go na brode; zmijki (dotykanie jezykiem kacikoéw ust); zyraty (proby
dotknigcia jezykiem czubka nosa); niedzwiadka jedzacego midd (oblizywa-
nie warg jezykiem i masowanie brzuszka); konika (klaskanie);
zabawa w mycie zebow jezykiem;

b) ¢wiczenia warg:
przesylanie caluskéw do kolegi lub kolezanki;
zabawa w mima - dzieci nasladujg miny: wesofa (wargi rozciagniete jak do
gloski [e]), smutna (wargi w podkdéwke), zdziwiona (wargi zaokraglone),
obrazona (dolna warga wywinieta), zta (wargi waskie);
zabawa w nasladowanie: sygnatéw karetki pogotowia, policji, strazy pozar-
nej — dzieci wymawiaja na zmiane gloski [e] oraz [o], nastepnie [i] oraz [u];

¢ Cwiczenia za: Diener, 1999; Kozlowska, 1998.
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osiotka — dzieci wymawiaja na zmiane gloski [i] oraz [o]; matpki - dzieci wymawiaja
na zmiane gloski [u] oraz [a]; rybki — dzieci $ciagaja wargi i wysuwaja je do przodu,
po czym je otwieraja, udaja pyszczek rybki; krdliczka — dzieci chowaja dolng warge
za gorne siekacze, gérna warga jest wysunieta do przodu; konika - dzieci parskaja;

¢) ¢wiczenia podniebienia miekkiego:
ziewanie, kaslanie;
udawanie chrapania;
udawanie §winki - dzieci chrumbkaja;

d) ¢wiczenia zuchwy:
dzieci przy zamkniegtych ustach i z jezykiem lezagcym na dnie jamy ustnej
opuszczajg zuchwe i podnoszg ja;
dzieci wysuwajg zuchwe do przodu i cofaja ja;
dzieci przesuwaja zuchwe w prawg i lewg strong;

e) ¢wiczenia policzkow:
zabawa w nasladowanie: chomika - dzieci gromadza powietrze w swoich
policzkach tak jak chomik gromadzi zapasy (najpierw ,,zapasy” znajduja sie
w obu policzkach, nastepnie raz w jednym, raz w drugim); balonika - dzieci
nabierajg powietrza w policzki i pompuja balonik, nastepnie balonik peka
i powietrze ucieka; myszki — w buziach dzieci ukryta si¢ mata myszka i szuka
wyijscia, dotykajac policzkéw od srodka (dzieci wypychaja jezykiem policzki).

Cwiczenia przeznaczone dla dzieci starszych:

a) ¢wiczenia jezyka:
liczenie zabkow - jezyk dotyka kazdego zabka od strony wewnetrznej
i zewnetrznej;
wypychanie gornej i dolnej wargi jezykiem (jezyk utozony naprzemiennie
pod goérna i dolng warga);
masaz lub malowanie podniebienia twardego oraz dzigsel jezykiem;
zwijanie jezyka w rulon;

b) ¢wiczenia warg:
zasysanie na zmiane raz gérnej, raz dolnej wargi;
zasysanie warg do wewnatrz jamy ustnej, dzieci probujg usémiechna¢ sie
przy takim ufozeniu warg;
nagryzanie dolnymi zebami wargi gérnej oraz gérnymi z¢bami wargi dolnej;
nakladanie wargi gérnej na dolng oraz wargi dolnej na gérna;
gwizdanie;
segregowanie kolorowych papierkéw za pomocg zasysania stomka powietrza;
¢wiczenie ze stomka - kazde z dzieci otrzymuje stomke; zadaniem dziecka
jest utrzymanie stomki pomiedzy nozdrzami a gérng warga;
¢wiczenie ze stomka - kazde z dzieci otrzymuje stomke; zadaniem dziecka
jest podnies¢ stomke ze stolika za pomocag samych warg;

¢) ¢wiczenia podniebienia miekkiego:
ziewanie;
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kaslanie;
chrzgkanie;
chrapanie na wdechu oraz wydechu;
chrumkanie;

d) ¢wiczenia zuchwy:
dzieci z otwartg buzia i szeroko rozlozonym w buzi jezykiem obnizajg i pod-
noszg zuchwe;
zucie niewidzialnej gumy balonowej — dzieci wyobrazaja sobie, ze Zuja gume,
i wykonuja ruchy zucia;
drapanie warg zebami - dzieci drapig gorng warge zebami dolnymi, wy-
suwajac zuchwe do przodu; nastepnie drapig dolng warge zebami gérnymi,
wsuwajac zuchwe;

e) ¢wiczenia policzkow:
dzieci nabieraja powietrza do buzi, nastepnie wypuszczaja powietrze i zasy-
sajg policzki do wewnatrz jamy ustnej;
dzieci nabieraja powietrza do buzi, po czym przesuwaja powietrze raz do
jednego policzka, raz do drugiego, zmieniajac przy tym tempo (wolno,
szybko);
$cigganie ust raz na jedng strone, raz na druga.

Cwiczenia percepcji stuchowej’

Cwiczenia stuchowe wymagaja uruchomienia trzech rodzajéw stuchu: fizycz-
nego, prozodycznego oraz fonematycznego. Do tej grupy mozna dolaczy¢ réwniez
stuch muzyczny, ktéry $cisle wptywa na prozodie i ptynnos¢ méwienia. Cwicze-
nia stuchowe zazwyczaj zaczyna sie treningiem stuchu fizycznego, odpowiada-
jacego za sam odbior, dostrzezenie roznych bodzcow dzwigkowych. Nastepnie
przechodzi si¢ do treningu stuchu muzycznego; trening ten ksztaltuje poczucie
rytmu i prozodi¢ mowy, ale tez uczy odrdzniania dzwigkéw o réznym nateze-
niu i wysokoséci. Ostatnim etapem w ¢wiczeniach stuchowych jest trening stu-
chu fonematycznego, ktéry odpowiada za rozréznianie glosek (np. dzwigcznych
i bezdzwigcznych, szumiacych i syczacych).

Cwiczenia stuchowe dla dzieci mtodszych:

zabawa w odgadywanie dzwiekow otoczenia (otwieranie i zamykanie drzwi,
pukanie do nich oraz zamykanie ich na klucz, przesuwanie krzesta, odbi-
janie pifki, stukanie lyzeczka o szklanke, mieszanie wody w kubku oraz jej

przelewanie, tupanie, klaskanie w dlonie, przedzieranie kartki papieru itp.);

zabawa w odgadywanie odgloséw zwierzat;

zabawa w nasladowanie odgloséw zwierzat;

7 Cwiczenia za: Cieszynska, Korendo, 2007; Diener, 1999; Koztowska, 1998.
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zabawa w odgadywanie dzwiekow instrumentéw muzycznych;
zabawa w odgadywanie tempa przygrywanej melodii (szybko/wolno);
zabawa w odgadywanie piosenek;
zabawa ruchowa z muzyka - nauczyciel przygrywa melodi¢ na wybranym
instrumencie muzycznym, raz wolno, raz szybko; zadaniem dzieci jest
tupac zgodnie z tempem, w jakim nauczyciel wygrywa melodi¢ (muzyka
gra wolno - dzieci tupig powoli, muzyka gra szybko - dzieci tupig bardziej
energicznie);
zabawa w odgadywanie sposobu méwienia — nauczyciel czyta znang dzie-
ciom bajke, modulujac przy tym glos - raz czyta gtos$no, raz cicho, raz powoli,
araz szybko; zadaniem dzieci jest odgadna¢, w jaki sposob nauczyciel czyta
bajke.

Cwiczenia stuchowe dla dzieci starszych:
zabawa w szukanie zrédta dzwigku - nauczyciel chowa w pomieszczeniu
malg grajaca zabawke (lub inny przedmiot, ktéry bedzie wydawat dzwigk);
jedno z dzieci wyrusza na poszukiwania danej zabawki, polegajac na zmy-
sle stuchu oraz (w razie potrzeby) na podpowiedziach kolezanek i kolegdw;
zabawa z muzyka - nauczyciel wystukuje rytm na bebenku; zadaniem dzieci
jest powtdrzy¢ sekwencje, klaszczac w dionie, tupigc lub wymawiajac proste
sylaby (np. [ta-ta-ta], [la-la-1a]);
zabawa w rozpoznawanie gloséw kolezanek i kolegéw — dzieci zamykaja
oczy, a nauczyciel wybiera jedno dziecko (dotykajac je w ramig), by wypo-
wiedzialo dowolne zdanie (np. odpowiedzialo na pytanie, jakie jest jego
ulubione danie); pozostale dzieci musza odgadna¢, kto si¢ wypowiadal;
zabawa w nazywanie ustyszanych odgloséw dobiegajacych z otoczenia -
dzieci nazywajg dzwigki wydawane przez przedmioty lub zjawiska z oto-
czenia (np. deszcz kapie, furtka skrzypi, wiatr/morze szumi, liscie szelesz-
czg, mlotek stuka, ktos puka do drzwi); dzieci moga réwniez opowiadac, co
uslyszaly podczas spaceru lub pobytu na placu zabaw (krzyk dzieci, tupa-
nie nogami, wolanie pani, $piew ptakéw, bzyczenie pszczoly, szczekanie
psa itp.);
rozpoznawanie, ile wyrazéw jest w dowolnym zdaniu lub ile jest gtosek
w danym wyrazie; szukanie pierwszej i ostatniej gloski;
dzielenie wyrazéw na sylaby, szukanie pierwszej i ostatniej sylaby;
zabawa w nazywanie — nauczyciel pokazuje kolejno przedmioty znajdujace
sie w otoczeniu dzieci, rozpoczyna wyraz pierwszg sylabg; zadaniem dzieci
jest dokonczy¢ dany wyraz;
zabawa w tworzenie wyrazéw — nauczyciel wymawia pierwsza sylabe; zada-
niem dzieci jest dodanie kolejnej/kolejnych tak, by powstat dowolny wyraz.
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Cwiczenia utrwalajace artykulacje gtosek

Utrwalanie gloski jest najbardziej czasochlonnym etapem podczas terapii
logopedycznej. Automatyzacja gloski odbywa si¢ na podstawie schematu, z ktd-
rego korzysta logopeda:

a) utrwalanie gloski w izolacji, np. [s];
b) utrwalanie gloski w sylabie, najpierw otwartej (np. [sa], [se], [so], [su], [sy]),

a nastepnie w zamknietej (np. [sas], [ses], [sos], [sus], [sys]);

¢) utrwalanie gloski w wyrazach, najpierw w naglosie (np. sowa), nastepnie
w wyglosie (np. las), nastepnie w §rodgtosie (np. kolyska);

d) utrwalanie gloski w potaczeniach wyrazowych, np. niebieska sukienkas

e) utrwalanie gloski w wypowiedzeniach, zdaniach, np. Pies Reks czesto psoci;

f) utrwalanie gloski w diuzszych formach narracyjnych, np. w opowiadaniach,
wierszach czy piosenkach.

Etap automatyzacji moze by¢ réwniez realizowany przez nauczycieli i wycho-
wawcow w postaci dluzszych form narracyjnych, czyli w opowiadaniach, wier-
szach czy piosenkach. Najczesciej znieksztalcane przez dzieci sg gloski [s], [z], [c],
(8], [z], [¢], [x], [K] i [g]. Oto przykladowe utwory, ktére moga by¢ wykorzystywane
przez nauczycieli w ¢wiczeniach logopedycznych dla grupy dzieci:

gloska [s]: Katarzyna Marciniak: Stonoga; Julian Tuwim: Pstryk!; Jan Brze-
chwa: Na wyspach Bergamutach;

gloska [z]: Julian Tuwim: Abecadlo; Wanda Chotomska: Z;

gloska [c]: Wanda Chotomska: C; Malgorzata Strzatkowska: Hocki-klocki;
Malgorzata Strzatkowska: C jak cykada;

gloska [§]: Julian Tuwim: Wszyscy dla wszystkich; Jan Brzechwa: Papuga;
gloska [z]: Jan Brzechwa: Pomidor, Zubr, Zyrafa;

gloska [¢]: Jan Brzechwa: Kaczka-dziwaczka, Entliczek-pentliczek; Julian
Tuwim: Ptasie plotki;

gloska [r]: Julian Tuwim: Okulary, Raz - Dwa - Trzy!; Magdalena Witkie-
wicz: Krowa

gloska [k]: Jan Brzechwa: Katar, Dzik; Julian Tuwim: Cuda i dziwy;

gloska [g]: Wanda Chotomska: G; Jan Brzechwa: Taricowata iglta z nitkg;
Malgorzata Strzatkowska: G jak goryl.

Zakonczenie

Umiejetnos¢ postugiwania si¢ mowa zalezy od szeregu czynnikow. Wiele
z nich moze wspomoc lub zaburzy¢ proces jej nabywania. W celu eliminacji
zaburzen rozwoju mowy prowadzi sie terapi¢ logopedyczng. Pewne dzialania tera-
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peutyczne mogg by¢ jednak wykonywane przez opiekunéw dziecka (rodzicow czy
nauczycieli), s3 one bardzo wazne dla przebiegu terapii logopedycznej, poniewaz
jej celem jest stworzenie warunkéw do tego, aby dziecko moglo swobodnie
postugiwac sie mowa w kazdej sytuacji spotecznej. Dzigki interdyscyplinarne-
mu podejsciu do rozwoju mowy dziecka mozna weryfikowac postepy terapii logo-
pedycznej i modyfikowa¢ jej plan w razie koniecznosci. Cwiczenia logopedyczne
w formie zabaw prowadzone przez nauczyciela mogg mie¢ pozytywny wplyw
na dzieci majace zaburzenia mowy. Wobec dzieci, ktére ich nie majg, beda pet-
nily funkcje profilaktycznag, a nie terapeutyczna.
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Odsytacze bibliograficzne i bibliografi¢ sporzadza si¢ wedlug zasad ustalonych przez
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Odsylacze
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publikacji i ewentualnie odwotanie do strony lub stron:
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* Podane w podrozdziale przyklady opiséw bibliograficznych dotycza tekstow polskojezycz-
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-tabeli: Podstawowe wzory odsylaczy i adreséw bibliograficznych - teksty angielskojezyczne.
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dzialanie, przebieg czynnosci i zdarzen z zachowaniem ich nastepstwa, chronologii
i z uwzglednieniem zwiazkéw zachodzacych miedzy nimi” (s. 62).

Nie stosuje si¢ odwolan typu ,ibidem”, ,tamze”, ,idem”, ,,tegoz”.

Bibliografia
Bibliografia moze zawiera¢ wylacznie pozycje przywolane w opracowaniu.
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w tym samym roku, to szereguje sie je alfabetycznie, a do roku wydania publikacji

dodaje sie kolejng litere alfabetu. Jesli autor wystepuje réwniez jako wspoltautor,
takie pozycje zamieszcza si¢ po ksiagzkach jednoautorskich:

Boksa, E. (2014). Trudno$ci w komunikowaniu si¢ dzieci i mlodziezy z mozgo-

wym porazeniem dzieciecym w opinii specjalistow. W: A. Hamerlifiska-Latecka

i M. Karwowska (red.), Interdyscyplinarnos¢ w logopedii (s. 188-207). Gliwice:

Komlogo.

Boksa, E. (2016a). Dysfagia z perspektywy zaburzen komunikacji jezykowej u dzieci
i mlodziezy z niepetnosprawnosciami sprzezonymi. Krakow: Libron.

Boksa, E. (2016b). Slinotok i zaburzenia komunikacji u pacjentéw cierpiacych na
dysfagie. Studia Pragmalingwistyczne, 8, 271-282.

Boksa, E., i Chmielewska, K., (2016). Znaczenie zabawek zwierzecych w rozwijaniu
kompetencji komunikacyjnej na tle teorii rozwojowych Winnicotta, Holliday’a
i Kozieleckiego. W: E. Bator, B. Gierszewska i K. Kepczyk (red.), Koziotek Mato-
tek i inne bajkowe zwierzeta w tekstach literatury i kultury (s. 26-35). Pacanéw:
Europejskie Centrum Bajki, Kielce: Instytut Filologii Polskiej Uniwersytetu Jana

Kochanowskiego.
Opis bibliograficzny sporzadza si¢ na podstawie strony tytutowej publikacji.

W wypadku podwojnych nazwisk umieszczamy miedzy nimi facznik bez spacji:
Dobrze: Kowalska-Nowak
7le: Kowalska — Nowak, Kowalska-Nowak, Kowalska - Nowak

Miedzy inicjatami imion - z odstepem.

Tytuly - kursywa vs pismo proste:
- tytul ksiazki lub czasopisma: kursywa;
- tytul rozdziatu w ksigzce, artykulu w czasopi$mie itp.: pismem prostym.

Tytuly — duze vs mate litery:

- tytul ksigzki, artykulu et al. (takze w jezyku angielskim) - duze litery tylko
w pierwszym wyrazie tytulu, podtytulu oraz w wyrazach, w ktérych wypad-
ku zapis duzg literg wynika z reguly ortograficznej (np. w nazwach wilasnych).

- tytul czasopisma — duze litery w kazdym wyrazie (z wyjatkiem spdjnikdw itd.).
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W publikacjach polskojezycznych informacje bibliograficzne, ktdre sg zawarte
w publikacji, podaje sie w jezyku oryginatu (np. ,red.”, ,ed.”, ,eds.”, ,Hrsg.”, ,,t.,
wvol”, Teil”, ,Bd.”, ,nr”, ,no.”, ,Nr.”, ,;ttum.”, ,transl.”, ,iibers.”). W publikacjach
angielskojezycznych stosuje sie odpowiednie okreslenia angielskojezyczne nieza-
leznie od zapisu w oryginale (czyli zamiast ,red.”, ,Hrsg.” itp. zapisuje si¢ ,,ed.” lub
»eds.”, zamiast ,,t.”, , Teil”, ,Bd.” — ,vol.” itd.).

Numeracje odnoszaca sie¢ do toméw, czedci, zeszytéw, numerdw czasopisma itp.
zapisuje si¢ zawsze cyframi arabskimi, niezaleznie od zapisu zZrédtowego.

Oznaczenie tomu i numeru czasopisma podajemy po tytule czasopisma, oznaczenie
tomu - kursywa, oznaczenie numeru - pismem prostym w nawiasie, bez odstepu
przed nawiasem:

...Przeglgd Logopedyczny, 23(4)...

W wypadku publikacji ksiazkowych nalezy poda¢ informacje o wydawcy.

Jesli w publikacji nie podano informacji o roku wydania lub wydawcy, nalezy to
zaznaczy¢, stosujac skroty facinskie, odpowiednio: ,,s.a.”, ,,s.n.”.

W zapisie oznaczajacym zakres, np. zakres stron, stosuje sie myslnik (potpauze)
bez §wiatel (stosowanie w tej funkeji tzw. krotkiej kreski, tj. tacznika, jest btedem):
Dobrze: 25-35
Zle: 25-35,25 - 35,25 - 35

Jesli publikacji zostal nadany DO, to nalezy go poda¢, w formie hipertacza (jako
ostatni element opisu bibliograficznego, po kropce; na koncu takiego akapitu krop-
ki sie nie stawia):
Pham, B., i McLeod, S. (2019). Vietnamese-speaking children’s acquisition of
consonants, semivowels, vowels, and tones in Northern Viet Nam. Jour-
nal of Speech, Language, and Hearing Research: JSLHR, 62(8), pp. 2645-2670.
https://doi.org/10.1044/2019_JSLHR-S-17-0405
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