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STUTTERING: A MOVEABLE FEAST 1
Abstract

Purpose: This viewpoint explores the idea that a neurodiversity-affirming social model and a
medical model of stuttering healthcare are not mutually exclusive. In all cases, they should be
used in combination. For any client, the only way to attain an optimal clinical outcome is to
apply a combined medical and social healthcare perspective. The two models have a changing
contribution across the lifespan, according to client requirements, age, presenting complaints,
and neuroplastic change of the speech mechanism.
Conclusion: The benefits of neurodiversity applied to stuttering are a “feast” that is
“moveable” according to the developmental stage of stuttering and the personal needs of
clients. A less flexible view of the matter may prevent the best treatment outcome for clients.
In the case of early stuttering, an inflexible approach may cause serious, long-term harm to

children.
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STUTTERING: A MOVEABLE FEAST 2
Background

The medical deficit-based model of healthcare involves diagnosing and treating physical or
mental conditions with a focus on biological factors, including neurological differences. In
contrast, the social model of disability views health as influenced by social, economic, and
environmental factors. The neurodiversity movement advocates for societal change to accept
such conditions as natural variations of human function rather than as conditions that need to
be repaired because they are not “neurotypical.” According to Constantino et al. (2022), the
origins of the social model of disability were in a book by Oliver (1990). The term
“neurodiversity” is generally attributed to Singer (1999), and the concept was applied
originally with reference to autism spectrum disorder (Jaarsma, & Welin 2012, Ortega, 2009),
and it has been applied to other conditions such as learning disability (e.g., Sewell, 2022) and
ADHD (e.g., Baumer & Frueh, (2021).

The idea of accepting stuttering rather than struggling with it is a long standing one (for
example, see Sheehan, 1953). In the past few years, the neurodiversity movement has
prompted further development of stuttering acceptance (Byrd et al., 2024; Constantino et al.,
2022; Gerlach-Houck & Constantino, 2022; Gerlach-Houck et al., 2023; Irani et al. 2025,
Lamoureux et al., 2024, Mori, 2024; Prabhat et al., 2022; Reeves et al., 2023; Shenker et al.,
2023; Sisskin, 2023). Within those discussions, some dichotomous perspectives about the
matter have emerged. For example, some have suggested excluding “any approach that
attempts to correct, cure, or fix a disabling condition” (Byrd et al., 2024, p. 1). During a recent
conference panel discussion, there has been suggestion that pre-school children should be
included within such an approach: “We should give children a chance to live in a world where
children as young as 3 years old stutter openly, advertise their stuttering with pride, and say
the word ‘stuttering’ with excitement” (Irani et al. 2025, p. 5). However, most of the
discussion about stuttering and neurodiversity has been more nuanced, with several authors

noting that a neurodiversity-affirming social model and a medical model of stuttering
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STUTTERING: A MOVEABLE FEAST
healthcare are not mutually exclusive (Gerlach-Houck & Constantino, 2022; Mori, 2024;
Shenker et al., 2023). They can and should be used in combination. Consequently, this
discussion pursues this notion and explores the contribution of the two models across the
lifespan.
Adults and older adolescents

For adult and older adolescent clients, it is they who will determine the balance of social
and medical perspectives, and they will do this according to their requirements. Those
requirements lay on a continuum. At one end of that continuum, a client may wish only to
deal with functional limitations imposed by stuttering because overt stuttering moments are
time consuming. On average the rate of speech output for those who stutter is around a third
of peers, and often it is one fifth (Johnson, 1961; Spencer et al., 2009). Consequently, the
lifestyles of some adults and adolescents may benefit from dealing directly with those issues,
using variants of speech restructuring (prolonged speech, smooth speech, fluency shaping) or
stuttering modification (“stutter more fluently”) techniques. Documentation about the matter
indicates that a reasonable proportion of adults presenting to clinics welcomes such an
approach (Connery et al., 2022; Dsouza et al. 2021; Gerlach-Houck & Rodgers 2022;
Hayhow et al., 2002; Tichenor, & Yaruss, 2019; Vanryckeghem, & Van Eerdenbrugh, 2024,
Yaruss et al., 2002). This situation invokes a healthcare model where, as expressed by
Constantino et al. (2022), clinicians are the “experts and holders of knowledge” and those
who stutter are “the recipients of this expertise” (p. 1). Variants of speech restructuring
involve reducing or eliminating the impact of overt stuttering signs, such as repetitions,
blocks, prolongations, and superfluous verbal and non-verbal behaviors. In addition to being
time consuming, those overt stuttering features can cause debilitating daily struggling to
speak. Additionally, they may be associated with non-verbal superfluous events, such as
grimacing, blinking, and head and torso movements that may be socially stigmatizing. There

are well-known limitations of such approaches: the need for constant practice to maintain the
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STUTTERING: A MOVEABLE FEAST 4
requisite speech techniques, speech that feels different (Cream et al., 2003), and the risk of
sustaining or inducing social anxiety (Lowe et al., 2021), However, for some clients, those
disadvantages may prove in practice to trade off favourably against their benefits.

At the other end of the continuum of clinical requirement, clients may only require
assistance to live successfully with stuttering without modifying its overt features. For the
longer term, the social model of disability foreshadows a society that better accommodates
those who stutter, as noted by some authors (Irani et al., 2025; Reeves et al., 2023). This
model, as expressed by Constantino et al. (2022), is one where “people who stutter are the
experts of their experience and holders of knowledge; professionals and academics are their
allies, collaborators, and advocates for social change” (p. 1) Where clients require assistance
to live successfully with stuttering, those allies are speech-language pathologists (SLPs), the
families of those who stutter, and stuttering support groups. Social anxiety, which is common
amongst those who stutter, may be an issue here. It has been argued that standard anxiety
management is within the scope of practice for SLPs (Menzies et al., 2009). And if needed,
there are stuttering-specific clinical resources to assist SLPs with that clinical process
(Australian Stuttering Research Centre, 2024; Menzies et al., 2009). And of course, referral to
a clinical psychologist is always an option.

More often than not, clients will sit somewhere between the extremes of the continuum
outlined above, with different balances between modifying overt stuttering features and
strategizing to live successfully with the condition. Establishing a suitable combination of the
two approaches occurs as the SLP becomes acquainted with the client. From within a
healthcare perspective where clinicians are the “experts and holders of knowledge”
(Constantino et al., 2022, p. 2), there have been recommended formal assessments to guide
the process of determining a management plan (Brundage et al. 2021). Finding the right
balance between that healthcare perspective of modifying overt stuttering and managing

anxiety, guided by client the client’s experiences and lived experience of the condition, can be
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STUTTERING: A MOVEABLE FEAST 5
clinically challenging. For example, attempts to modify overt stuttering may in fact sustain, or
even induce anxiety by promoting self-focused attention and safety behaviors (Lowe et al.,
2021). And, of course, the balance of the two perspectives is likely to change during the
treatment process. For example, as suggested by studies of the relation between speech-
related anxiety and speech restructuring (Craig & Hancock, 1995; Iverach et al., 2009),
reduction of the former may well increase the clinical viability of the latter. In other words, a
client who is anxious but requires the benefits of speech restructuring may be able to attain
those benefits better after first dealing effectively with anxiety.

Young children

There is a complicating matter here. Obviously, the presenting clinical requirements of
clients are fundamental to determining clinical processes. Yet, stuttering begins early in life at
a median of 31 months, and it may persist into old age (for an overview, see Onslow, 2025,
Lecture Two). Adults, and older adolescents, will invariably present to clinics and explain
their needs to SLPs. Those clinicians will then explore and clarify their needs—perhaps with
the assistance of formal assessments (Brundage et al., 2021)—before proposing a
management plan. But in the case of pre-school children who have recently begun to stutter,
carers will bring them to SLPs to seek assistance. So, in that situation, the start of the
therapeutic alliance (Asay & Lambert., 1999; Wampold et al., 1997) between clinician and
carer begins with a treatment recommendation by the clinician after consultation with carers.

In this situation, SLPs need to incorporate empirical findings about the biological
component of stuttering, which involves genetics (for an overview, see Onslow, 2025, Lecture
Two) and networking of brain regions involved with spoken language (for an overview, see
Neef & Chang, 2024). With children, neuroplasticity decreases with age, and this has
implications for early stuttering management (Chang 2014; Neef & Chang 2024; Shenker et
al., 2023; Venkatagiri, 2005). In short, given the neuroplasticity of the young brain, SLPs

cannot dismiss the possibility that, to some extent, because of neuroplasticity of the speech



138

139

140

141

142

143

144

145

146

147

148

149

150

151

152

153

154

155

156

157

158

159

160

161

162

STUTTERING: A MOVEABLE FEAST 6
mechanism, stuttering can resolve early in childhood. Not only does that make sense from a
neuroscience perspective but it is also obvious from the fact that so many cases of early
stuttering resolve “naturally” without the need for formal intervention. It is also consistent
with outcomes of early intervention from clinical trials. Many reviews, including a Cochrane
review (Sjestrand et al., 2019), conclude that although the evidence is far from perfect, it
conveys the existence of a large effect size from early stuttering intervention. That benefit is
associated with improvement in domains of psychological health, quality of life, and
communication attitude (De Sonneville-Koedoot et al., 2015; Woods; 2002). In short, basic
and applied empirical evidence raises a reasonable prospect of lasting and clinically
significant stuttering reduction shortly after onset. SLPs need to share this information from
carers who present to clinics with stuttering pre-schoolers. In fact it cannot ethically be
withheld. Its clinical application to pre-schoolers may well contribute to offsetting the well-
known lifetime impacts of the condition.

Although the evidence is compelling that early stuttering intervention requires a medical
healthcare focus, that cannot, and should not, exclude a social perspective. When a pre-school
child experiences even a short period of stuttering before and during a successful early
intervention, there is potential for that experience to attract negative social attention from
peers (Ambrose & Yairi, 1994; Langevin et al. 2009; Weidner et al., 2015) and to distress the
child and carers (Langevin et al., 2010). The negative psychological impact of that early
stuttering is well documented (Briley et al. 2019; McAllister, 2016; Tigrak et al., 2020). All
this highlights the need for counselling support with a therapeutic alliance (sometimes
referred to as the working alliance) between the clinician and the client/carer (Asay et al.,
1999; Wampold et al., 1997) to assist the child and family. Even in cases when early
intervention quickly results in no stuttering, it is essential for the child and family to deal with

the presence of stuttering for a short period.
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STUTTERING: A MOVEABLE FEAST 7
The early school years

Much of the contemporary discussion about neurodiversity and stuttering focuses on the
school years, and for good reason. A large body of research, dating from the start of the last
century, has presented consistent reports that fear and avoidance of speaking, and
concealment of stuttering, are common in classrooms (Barbara, 1956; Berchiatti et al., 2020;
Boyle et al., 1994; Conradi, 1912; Daniels et al., 2012; Klompas & Ross, 2024; Peters &
Starkweather; 1989; Schindler, 1955; Williams et al., 1969). The quality-of-life impairment
from stuttering is equivalent to chronic adult medical conditions such as cardiovascular
disease, diabetes, and cancer, and it spans domains of education, occupation, and mental
health (Norman et al., 2023). The origins of all this are apparent during the early school years,
with 7—12-year-olds who stutter being five times more likely to be diagnosed with social
anxiety disorder than peers (Iverach et al., 2016) and educational disadvantage documented at
that age (Berchiatti et al., 2020; Boyle et al., 1994; Conradi, 1912: Schindler, 1955, Williams
et al., 1969).

Consequently, in all cases where a school-age child is managed by an SLP, everything
possible needs to be done to assist the child to live successfully with stuttering during that
time of life. The usual supportive counselling relationship with the child and carers may well
be supplemented with anxiety management procedures. And usually that support will include
teachers. There is comprehensive literature documenting how the input of teachers can
provide a classroom environment in which students who stutter can thrive and feel safe (for
example, see https://actionforstammeringchildren.org/support/support-for-schools/ and
https://www.uts.edu.au/asrc/resources; see also Barbara; 1956; Cook et al., 2013; Cozart &
Wilson, 2022; Davidow et al., 2016; Knudson, 1940; Lowe et al., 2023; Michael Palin Centre,
2018; Onslow, 2017; START, 2024).

For older school-age children, as for adults and older adolescents, fluency management

may be a useful strategy, and this raises an issue that emerged earlier with pre-schoolers.
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STUTTERING: A MOVEABLE FEAST 8
Clearly, neuroplasticity of the speech mechanism lies on a continuum, and there is no certain
age at which early intervention procedures become non-viable for older children. This is
shown by non-randomized evidence that one early intervention, the Lidcombe Program,
attains clinical responses in one third of 7—12-year-olds that are identical to outcomes for pre-
schoolers (Johnson, Onslow, et al., 2024). For another third, clinically significant
improvements occurred. As is the case with older children, those improvements were
associated with post-treatment gains in psychological health, quality of life, and
communication attitude.

Again, this evidence cannot ethically be excluded from consideration for this age group.
Resources are available to assist clinicians with the task of adapting the Lidcombe Program
for 7-12-year-olds (Johnson, Carey, et al., 2024) and to determine as quickly as possible if the
treatment will be viable for a child in that age range. There is also evidence that another early
intervention based on syllable-timed speech may be applied to this age group without any of
the penalties potentially associated with speech restructuring and stuttering modification
(Andrews et al., 2012).

Other clinical approaches for this age group are variants of speech restructuring and
stuttering modification. As some authors have commented, at this age, such techniques have
potential to be harmful rather than helpful (Gerlach-Houck et al., 2023; Reeves et al., 2023).
Although variants of speech restructuring and stuttering modification can increase fluency, for
some children, they may sustain speech avoidance during social interactions because of fear
that those techniques may fail to increase fluency as intended. Or such techniques simply may
sustain anxiety by drawing peer attention to a child’s use of a novel way of speaking. This
could in turn promote social rejection or even bullying. Considering such prospects, a clinical
decision to teach a school-age child to use speech restructuring or stuttering modification
procedures is an onerous one indeed. The consequences of a clinical error of judgment are far

more serious than for such an error with adult clients.
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STUTTERING: A MOVEABLE FEAST 9
Concluding comments

For every client who stutters, regardless of age, neurodiversity-affirming methods (social
models) and the contrasting approach of deficit-based (medical) models of healthcare need to
be involved to some extent. How they are combined, and the extent to which they are
combined, is a clinical matter determined by the client’s needs, age, presenting complaints,
and the viability of neuroplastic change of the speech mechanism. A dichotomous and
polarising view of the matter may prevent the best treatment outcome for clients (Shenker et
al., 2023). In the case of children, such clinical thinking can be detrimental to their long-term
health. For any client, the only way to attain an optimal clinical outcome is to apply a

combined medical and social perspective.
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