
 
 

 

 
 
 
 
 
 
 
 
 
 
 

  

NSW Speech Pathology Evidence Based Practice Network 

Critically Appraised Paper: TREATMENT (CAP-T) 
 

CLINICAL BOTTOM LINE: The results suggest that a short but brief Integrated Phonological Awareness 

intervention, targeting linked speech production and phonological awareness goals, may be an effective method for 
simultaneously targeting speech, phonological awareness, and decoding in school aged children with Childhood 
Apraxia of Speech. 
 

 
 
 

Citation: Moriarty, B.C. & Gillon, G. (2006) Phonological awareness intervention for children with childhood 

apraxia of speech. International Journal of Language Communication Disorders, 41(6), 713-734 

Method: Design and Procedure (e.g., note type of research design, comment on randomization, summarize treatment 

intensity as appropriate, such as dose (trials) per session, session length, frequency, total treatment duration, summarize general procedure, 
resources / materials required) 
Each child had 3 x 45 minutes sessions per week for 3 weeks (approx 7 hours of individual treatment each).  
Sessions focused on: 1) phonological awareness activities designed around the child’s particular speech target; and 
2) targeted speech production practise.  Children were required to articulate target words in most phonological 
awareness activities. Feedback on errors was provided verbally and by demonstration using the grapheme tiles (eg 
pointing to the grapheme tile with the deleted letter). No articulatory prompts were provided.  
 
Each session included the following phonological awareness tasks; 

• Identifying phonemes in isolation 

• Identifying initial and final phonemes in words 

• Phoneme segmentation and phoneme blending =eg segmenting back as b-a-ck with differently coloured tiles 

• Phoneme manipulation with letter (grapheme) blocks = eg change step to stop using grapheme tiles 
 
Multiple single subject design with repeated measures, thus the children were used as their own control. Baseline 
and post-intervention measures compared. Once phonological process targeted in intervention. One other 
phonological process selected as a control (ie untreated). Probes were matched to targets for phonological structure. 
A nonword reading task was also administered. The celebration method and 2SD band methods were used to 
identify whether the variation between pre and post measures constituted significant improvement.  
 

Method: Participants (where relevant note number of participants, inclusion/exclusionary criteria, characteristics of participants in 

experimental group and control group/s): 

• 3 school aged children with Childhood Apraxia of Speech Derek - 7.3 years, Paul - 6.10 years Kate - 6.3 years.  

• All had severe speech difficulties in single word or connected speech  

• Clinical presentation varied but all had; severe speech difficulties with PCC in connected speech  at 30.7%, 
77.8% and 15.6% (latter child only using single words); vowel errors; consonant deletion; voicing errors; 
breakdown in multisyllabic words; inaccuracy in sequenced postures on oromotor assessment; sequencing errors 
in sequencing postures on oromotor assessment; DDK sequencing difficulties; poor phonological awareness;  
breakdown and difficulty sequencing in connected speech.  

• Ozanne’s 1995 CAS diagnostic model was referred to in assigning CAS diagnosis, ie deficits in phonological 
planning, phonetic programme assembly, and motor programming.  

• Derek: normal nonverbal intelligence, severe expressive and receptive language impairment with no EL-RL gap 

• Paul: low nonverbal intelligence (SS=69), severe expressive and receptive language impairment with RL>EL gap 

• Kate: high average nonverbal intelligence, some expressive language impairment, RL>EL gap 
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PLEASE NOTE THE DATE WHEN THIS CAP  WAS COMPLETED,  
 BECAUSE THE CLINICAL BOTTOMLINE MAY HAVE CHANGED IN LIGHT OF  MORE RECENT RESEARCH. 

 
 

Clinical [PICO] Question [Patient/problem, Intervention, (Comparison), Outcome]: 

In children with CAS does intervention (e.g., DTTC, Integrated Phonological Awareness Approach, AAC, 
Combined Melodic Intonation Therapy + Multimodal approach, +/- PML principles) improve speech (+/- 
literacy, overall communication skill) when compared to no intervention?   



 

 

Results: (Briefly summarize the results – you could note whether the outcome was evaluated with/without blinding; note how many (if 

any) of the participants ‘dropped out’ of the study; note if effect size was reported, and what it was – see manual for more information about 
effect sizes.) 
The two least severe participants showed significant improvement in speech production with transfer to untrained 
words. These same two children showed significant gains in all trained phoneme awareness skills performing at near 
ceiling levels post treatment, as well as significantly improved performance on the nonword reading task.    
 
The third and most severe participant, Paul, did not acquire the targeted speech phoneme. Factors to consider in his 
lack of progress were are his lower IQ and very severe speech sound disorder (ie severely limited vowel and 
consonant repertoire and high inconsistency). Paul required significant modification of tasks during treatment. He 
showed significant gains in targeted phoneme segmentation, phoneme identity, and letter-sound knowledge, but no 
generalisation to untrained tasks.   

 

Appraised By: EBP Paediatric Speech Group Date: 2013 

Additional comments about level, quality and/or nature of the evidence: (e.g., limitations of the study, need for further research 

addressing a specific issue; assessors weren’t blind, insufficient baseline or baseline not stable, effect size not reported)  
 

Participants are not followed up. The post treatment measures were conducted at 1 and 2 weeks post treatment so 
comments about maintenance and generalisation cannot be made. It is unclear if the improvements transferred from 
single word to connected speech.  
 

Level of Evidence (NHMRC, 2009)  Circle one     I       II      III-1      III-2      III-3      IV     

Quality of Evidence:   √Rated      Not Rated Paper is reviewed on SpeechBITE 

(i) rating system (e.g., PEDRo, SCED Scale from SpeechBITE) _Single subject design. No rating score given.                 

(ii) score _______________   If the paper has not been rated, just check ‘not rated’. 

Relevance to practice (e.g., In this section just note down the clinical groups thoughts about the relevant of the research findings 

for clinical practice. Consider some of the following questions - were the participants and/or treatment context similar/different to everyday 
clinical practice? Is replication possible in clinical practice? What barriers might prevent the results from be applied to everyday clinical 
practice? What could be done to address barriers? If barriers can’t be modified, how could the procedure be modified to accommodation 
limitations in clinical practice?) 
This is one of relatively few studies looking at the treatment of severe speech sound difficulties in children of school 
age. Clients were noted to be very similar to some of the most severely affected children with speech sound 
disorders. The approach is easily applicable in terms of goals and type of approach. The 3 sessions per week is 
more than most public facilities permit, however the support for this approach lends clinicians to consider the most 
effective  method of delivering sessions (eg once a week for 9 weeks versus 3 times a week for 3 weeks).  

Critically Appraised Paper: TREATMENT (CAP-T) continued.... 
 

Nature of Evidence:  feasibility     efficacy study    effectiveness study    
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BECAUSE THE CLINICAL BOTTOMLINE MAY HAVE CHANGED IN LIGHT OF  MORE RECENT RESEARCH. 

 
 


