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Purpose: The purpose of this pilot study was to determine the effectiveness and
acceptability of an initial module (1.1; active listening skills) of the Simulated Training
in Evidence-Based Practice for Stuttering (STEPS) program, a theory-driven, multi-
module, content and learning platform designed to advance knowledge and skills in
working with culturally and linguistically diverse persons who stutter of all ages.
Method: Fifteen preservice speech-language pathologists (SLPs) were randomly
assigned to complete either the STEPS 1.1 module or a control module. In both
conditions, all participants engaged in pre– and post–clinical interviews with a
standardized patient portraying a parent of a child who stutters. Prior to partici-
pation, all participants provided self-ratings on the Jefferson Scale of Physician
Empathy–Health Profession Student. Post participation, trained observers rated
all participants’ active listening behaviors using the Active Listening Observation
Scale–Modified. Post participation, the STEPS 1.1 participants also completed
an intervention acceptability questionnaire.
Results: No differences between groups were found in self-perceived clinical
empathy prior to participation. Participants who completed the STEPS 1.1 con-
dition utilized paraphrasing and client-directed eye gaze significantly more fre-
quently at posttest than at pretest and significantly more than the control group
at posttest. Quantitative and qualitative responses from the participants who
completed STEPS 1.1 indicated high acceptability of its content, structure,
duration, and perceived impact.
Conclusion: Preliminary data from the present pilot study support use of the
STEPS 1.1 module to improve preservice SLPs’ use of skills that have been
shown to predict perceived clinical empathy and increase assessment and
treatment effectiveness.
Over the past 3 decades, clinicians have consistently
reported a lack of comfort and competence when assessing
and treating clients who stutter (Brisk et al., 1997; Cooper
& Cooper, 1985, 1996; Gabel, 2014; Kelly et al., 1997,
2020; Klassen & Kroll, 2005; Mallard et al., 1988; St.
Louis & Durrenberger, 1993; cf. Crichton-Smith et al.,
2003). Several reasons have been offered for the lack of
clinician competency in working with persons who stutter,
including the overall complexity or long-term nature of
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the disorder (Cooper & Cooper, 1996; Murphy & Quesal,
2004) and general negative attitudes and stereotypes
toward stuttering by speech-language pathologists (SLPs;
Brisk et al., 1997). However, the most frequently cited rea-
sons for limited knowledge about stuttering include self-
assessed shortages of fluency disorder–based counseling
curricula during academic training, limited availability of
fluency clients, and decreased emphasis on fluency disor-
ders and counseling skills within clinical practicum (e.g.,
Coalson et al., 2016; Kelly et al., 1997, 2020; Klassen &
Kroll, 2005; Yaruss & Quesal, 2002). This study piloted
the effectiveness of the initial module (1.1) of the Simu-
lated Training in Evidence-Based Practice for Stuttering
vember 2022 • Copyright © 2022 American Speech-Language-Hearing Association
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(STEPS) program, an accessible, theory-driven resource
designed to improve clinical competency among students
and practicing SLPs working with persons who stutter
and their families and to enhance client care. Specifically,
this study investigated the use of STEPS 1.1 to improve
active listening skills among preservice SLPs.

Clinical Training in Stuttering

Individuals who stutter and parents of children who
stutter consistently rate clinician competence as a critical ele-
ment in successful therapy (e.g., Plexico et al., 2010; Yaruss
et al., 2002). Despite the increasing number of students
entering speech-language pathology over the past decade
(American Speech-Language-Hearing Association [ASHA],
2015), a poll by the National Stuttering Association (2009)
suggests that clients who stutter continue to be dissatisfied
with the services of clinicians who provide treatment for flu-
ency disorders, a finding that mirrors published research
(e.g., Yaruss et al., 2002). Client frustration with services is
not surprising given that a high percentage of SLPs report
insufficient academic or clinical preparation as students
(Gabel, 2014). Unfortunately, the quantity and quality of
preprofessional training in fluency disorders has been a con-
tinued area of concern within the field (e.g., Lee, 2014;
Yaruss, 1999; Yaruss & Quesal, 2002). The majority of SLPs
report no exposure to fluency clients (e.g., 13%: Gabel,
2014; 43%: Kelly et al., 1997) during graduate or undergrad-
uate training. Access to clinical opportunities is insufficient
and may contribute, in part, to limited pursuit of postgradu-
ate specialization in fluency disorders (Coalson et al., 2016;
Gabel, 2014; McClure & Olsen, 2010).

In fact, the number of professionals who self-report
being competent to treat clients with fluency disorders
remains insufficient relative to the size and needs of the
clinical population. Among the 153,000+ practicing SLPs
in the United States, less than 1% report feeling competent
to provide services to the nearly 18 million individuals
who stutter, yet 80% (Kelly et al., 2020) to more than
97% (Coalson et al., 2016) of clinicians report having cli-
ents who stutter on their caseloads. Additionally, within
the field of speech-language pathology, receipt of ASHA’s
Certificate of Clinical Competence is dependent on the
student clinician’s understanding of and ability to provide
evidence-based practice across client populations. SLPs
are also expected to demonstrate counseling competencies
to address thoughts, feelings, and life impact associated
with communication disorders (ASHA, 2016).

The Role of Counseling in Clinical Practice
With Those Who Stutter

Researchers across health care professions (e.g.,
speech-language pathology, medicine, nursing, dentistry,
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and pharmacy) have demonstrated that patients, regardless
of diagnosis, race, ethnicity, gender, or socioeconomic status,
prefer clinicians who are competent in counseling (K. Beck
& Kulzer, 2018; Horvath et al., 2011; Lieberman, 2018;
Luterman, 2020, 2021). Active listening, one of the most
fundamental and trainable counseling skills, is character-
ized by verbal and nonverbal indicators that the clinician is
attending to and listening to the client (K. Beck & Kulzer,
2018; Ivey et al., 1968; Kuntze et al., 2009; Pehrson et al.,
2016; Shipley, 1997) and is highly relevant when working
with persons who stutter and their parents. Children who
stutter as young as 2 years of age report negative communica-
tion attitudes, and the emotional consequences of stuttering
often intensify with experiences of bullying, discrimination,
social rejection, and stigmatization (Blood & Blood, 2016;
Boey et al., 2009; Guttormsen et al., 2015; Weidner et al.,
2018). Parents of children who stutter report feeling helpless,
ashamed, and/or guilty about their children’s stuttering,
which ultimately influences pediatric treatment outcomes, as
well as their own and their children’s quality of life (Berquez
& Kelman, 2018; Humeniuk & Tarkowski, 2016; Langevin
et al., 2010; Nonis et al., 2021; Plexico & Burrus, 2012).
These complex emotional reactions to stuttering and their
impact on quality-of-life outcomes warrant the use of active
listening skills, which have been shown to increase client satis-
faction, trust, treatment adherence, perceived clinical em-
pathy, and positive treatment outcomes across a variety of
populations (Brugel et al., 2015; Jagosh et al., 2011; Kraft-
Todd et al., 2017; Luterman, 2021; Thistle & McNaughton,
2015), including parents of children who stutter (Berquez
et al., 2015; Berquez & Kelman, 2018; Croft et al., 2022).

Given the value of utilizing active listening and
other counseling skills with persons who stutter and their
families, there is a need for both explicit and experiential
instruction related to these skills at the undergraduate and
graduate training levels (Lieberman, 2018; Luterman,
2020, 2021). In a recent survey examining counseling cur-
ricula among accredited communication sciences and dis-
orders graduate programs (Doud et al., 2020), only 40%
of programs offered a stand-alone counseling course, sig-
naling a decrease from a previous systematic review inves-
tigating counseling curricula among accredited programs
(McCarthy et al., 1986). In another survey, 80% of partici-
pants (i.e., clinical fellows) reported that their graduate
program did not offer a counseling course and that they
did not feel comfortable providing clinical counseling
(Phillips & Mendel, 2008). However, significant correla-
tions between hours of weekly counseling experience, self-
reported comfort with, and self-reported preparedness for
counseling were observed, suggesting that opportunities to
counsel clients and families may increase comfort and
competence. This finding was reinforced by A. R. Beck
and Verticchio (2014), who found that 55% of preservice
SLPs and 67% of preservice audiologists reported that
yrd et al.: Improving Clinical Competence Through STEPS 2771



their lack of counseling competence was due to inexperi-
ence. Studies also suggest that self-reported empathy is
strongly associated with counseling competence and may
facilitate the clinician’s interest in and attunement to client
needs (Haley et al., 2017; Kelley & Kelley, 2013). Specifi-
cally, clinicians with greater empathy may demonstrate an
increased use of active listening skills, such as verbally
restating client concerns, engaging in client-directed eye
gaze, or asking follow-up questions (Haley et al., 2017;
Jones & Huggins, 2014).

Previous researchers investigating the effectiveness of
counseling intervention on self-reported and observed counsel-
ing competence suggested fundamental counseling skills,
including active listening, are trainable (e.g., Kaderavek
et al., 2004; Thistle & McNaughton, 2015). However, these
interventions were conducted over several in-person ses-
sions and employed a variety of resources, such as lecturers
and mock role players, which may not be accessible to or
feasible for clinical training programs nationwide.

Given the few SLPs who self-report being prepared
to serve persons who stutter, the need for experience to
improve basic counseling skills, and the limited availabil-
ity of specialists in fluency disorders postgraduation, the
field of speech-language pathology would benefit from an
accessible, parsimonious resource providing training in fun-
damental counseling skills to those who stutter and their
families to positively impact professional preparation in the
assessment and treatment of stuttering (Coalson et al.,
2016; Gabel, 2014; Kelly et al., 2020; Yaruss et al., 2017).

STEPS

As a solution to improving clinical preparation and
services for those who stutter, the first author of this study
developed the STEPS program, a theory-driven, multimo-
dule, content and learning platform designed to advance
knowledge and skills in working with culturally and lin-
guistically diverse persons who stutter of all ages. The
STEPS program provides undergraduate and graduate stu-
dents with an innovative, interactive opportunity to navi-
gate 1,000+ authentic clinical videos of expert clinicians
providing assessment and treatment practices to pre-
schoolers, school-age children, older adolescents, and
adults who stutter. Ultimately, professors will be able to
use STEPS in the classroom as a tool to support translat-
ing theory into practice. Practicing SLPs will have the
opportunity to expand their clinical skills in stuttering
through STEPS. Persons who stutter and their families
will also have access to STEPS to broaden their under-
standing of the nature and treatment of stuttering and to
further establish a sense of community.

Both in its early stages and when fully developed,
users, including students, SLPs, professors, and persons
who stutter and their families, will be able to easily access
2772 American Journal of Speech-Language Pathology • Vol. 31 • 27
STEPS on their personal computers or mobile devices to
observe and analyze a wide range of clinical scenarios and
make complex decisions in the absence of client risk.
Users can also access a significant video library of per-
sonal journeys with stuttering, client testimonials about
specific strategies (e.g., self-disclosure), and perspectives
about stuttering by caregivers and family members. For
example, through STEPS, users will be able to learn how to
identify, discriminate, and analyze speech disfluencies, espe-
cially distinguishing stuttered from nonstuttered speech, and
identify the prognostic markers that suggest natural recovery
versus persistence of stuttering. STEPS also provides users
with exposure to multiple complex case profiles that enhance
learners’ abilities to differentiate stuttering from other clini-
cal fluency disorders (e.g., cluttering) or differences (e.g.,
increased disfluencies in learners of multiple languages; Byrd
et al., 2015, 2020; Eggers et al., 2020). Of particular rele-
vance to this study, the initial STEPS module (i.e., STEPS
1.1) trains users in best practices for active listening and
counseling in stuttering assessment and treatment—skills
that are critical to increasing client satisfaction, trust, treat-
ment adherence, and clinical effectiveness across individuals
with a variety of communication differences and disorders
(Croft et al., 2022; Decety et al., 2014; Ebert & Kohnert,
2010; Elliott et al., 2018; Halpern, 2012; Hojat et al., 2011;
Kim et al., 2004; Larson & Yao, 2005; Plexico et al., 2010).

Purpose of This Study

The purpose of the present pilot study was to evalu-
ate the effectiveness of one module of STEPS (STEPS 1.1)
for improving preservice SLPs’ use of active listening
skills. The following research questions were addressed:

• Research Question 1: Does participation in STEPS 1.1
increase preservice SLPs use of active listening skills
when conducting an initial interview with a standard-
ized patient acting as the parent of a child who
stutters?

• Research Question 2: To what extent is the STEPS
1.1 intervention module acceptable to participants?
Method

Participant Eligibility and Recruitment

Eligible participants included undergraduate stu-
dents majoring in speech-language pathology (freshman to
senior) and leveling students (i.e., postbaccalaureate stu-
dents completing prerequisite courses in preparation for
graduate school) of at least 18 years of age. To prevent
participant bias, students who had taken a course with or
been supervised by one or more of the researchers of this
70–2788 • November 2022



Figure 1. Overview of the experimental procedure for N = 15 pre-
service speech-language pathology student participants. JSPE-
HPS = Jefferson Scale of Physician Empathy–Health Profession
Student; ALOS-M = Active Listening Observation Scale–Modified.
study were not eligible to participate. Students also needed
to be able to complete a survey remotely on the electronic
device of their choice and attend a 90-min session (i.e.,
random assignment to STEPS 1.1 or control condition) at
an on-campus clinical research facility. The researchers
recruited participants by e-mailing academic advisors, fac-
ulty members, and doctoral students in the Department of
Speech, Language, and Hearing Sciences, who forwarded
the recruitment letter to eligible participants. The recruit-
ment letter stated approval of the study by the university’s
institutional review board, identified participant eligibility
requirements, and provided the researchers’ contact infor-
mation. All participants corresponded with the researchers
via e-mail to complete the informed consent document
and to schedule the in-person research session.

Experimental Procedure Overview

The experimental protocol was developed based on
previous research studies implementing pre- and posttests
of counseling competence following a training intervention
(e.g., Kaderavek et al., 2004; Pehrson et al., 2016; Thistle &
McNaughton, 2015). First, all participants completed an
informed consent document and pretest measure of empa-
thy (i.e., Jefferson Scale of Physician Empathy–Health Pro-
fession Student [JSPE-HPS]; Hojat et al., 2001; Fields
et al., 2011) remotely on the electronic device of their
choice (Quail et al., 2016). Within 1 week, participants
completed a standardized clinical encounter (described in
further detail in the next section) with a standardized
patient actor portraying a parent of a child who stutters
(standardized patient parent [SP Parent]). Participants’ use
of active listening skills (to be detailed below) during this
interaction was video- and audio-recorded and analyzed
later by trained coders using the Active Listening Observa-
tion Scale–Modified (ALOS-M; Bodie et al., 2014; G. Bodie,
personal communication, September 11, 2020) as a measure
of active listening skills. Participants were randomly
assigned to either a STEPS 1.1 or control group. Following
participation in either condition, participants completed a
second, standardized clinical encounter as a measure of post-
test active listening and provided additional demographic
information. Participants in the STEPS 1.1 condition com-
pleted an intervention acceptability questionnaire. See
Figure 1 for a visual overview of the experimental proce-
dure. Each component of the procedure is described in
greater depth in the following sections.

Confidentiality and Informed Consent
All participants received an arbitrary code (e.g., A2)

to protect confidentiality throughout the study. Prior to
completing any measures, participants read and signed the
informed consent document remotely via Qualtrics. This
document outlined the general purpose of the study,
B

approval of the study from the university’s institutional
review board, known associated risks and benefits, the free-
dom to withdraw from the study at any time, and measures
taken to protect the participants’ identities and maintain
confidentiality. Participants who indicated consent were
given instructions for the next steps of the study.

Standardized Clinical Encounter

To provide a pre- and posttest behavioral measure
of active listening skills, all participants engaged in two
standardized clinical encounters with the SP Parents of a
preschooler who stutters. When interacting with partici-
pants, both SP Parents were blinded as to whether the pre-
service SLP participant was in the STEPS 1.1 or control
condition and whether the interaction was pre- or posttest.
Additionally, participants’ interactions with each SP Par-
ent were counterbalanced across pre- and posttests to con-
trol for potential order effects. Thus, each student inter-
acted with each SP Parent only once. This standardized
clinical encounter was modeled after previous studies (e.g.,
Marion et al., 2018; Pehrson et al., 2016) and designed to
reflect a portion of a typical initial evaluation session with
a parent of a child who stutters. Specifically, participants
were instructed to ask the SP Parent the following three
questions: (a) What brings you here today? (b) What do
you think caused your child’s stuttering? (c) What, if any-
thing, do you do when your child stutters? Participants
could conclude the interaction after obtaining answers to
these questions. These pre- and postclinical interactions
were video- and audio-recorded for later analysis.
yrd et al.: Improving Clinical Competence Through STEPS 2773



SP Parents
Standardized patients are commonly used with pre-

service clinicians to allow for student learning in the
absence of client risk (K. Beck & Kulzer, 2018; Hill et al.,
2010; Kaderavek et al., 2004; Penman et al., 2021; Quail
et al., 2016). Moreover, student counseling performance
across real and standardized patients has been shown to
be comparable (K. Beck & Kulzer, 2018; Schwartz et al.,
2015). The standardized patients in this study included
two female actors who portrayed the role of a parent of a
preschool-age child who stutters. Both actors had exten-
sive experience performing as standardized patients. Each
actor demonstrated typical speech and language skills, and
appropriate vocal quality and resonance as judged by
three certified SLPs who answered “yes” to binary yes/no
questions regarding these qualities.

SP Parent Training
The SP Parent training process was modeled after

the protocols from Baylor et al. (2017) and Hill et al.
(2013). First, the SP Parents were provided with basic
information about stuttering (e.g., https://www.asha.org/
stuttering/), as well as written excerpts from peer-
reviewed, scholarly articles detailing parents’ reactions to
children’s stuttering and coping styles (e.g., Berquez &
Kelman, 2018; Humeniuk & Tarkowski, 2016; Millard
et al., 2018). Both SP Parents were then given a “profile”
outlining their character’s name, age, reason for seeking
an evaluation for the child, the child’s age, stuttering onset
and communication attitudes, and scripted responses to
learn (see SP Parent Script Development and Preparation
below).

Prior to learning the scripts, the SP Parents viewed
authentic clinical videos of parents of children who stutter
and were provided with observations regarding parent
behavior. In each video, an actual parent of a child who
stutters was shown answering questions in a diagnostic
interview. The researchers highlighted the parent’s verbal
and nonverbal behavior, such as response content, body
position, facial expression, tone, and affect (Baylor et al.,
2017). The videos were also used to highlight potential cli-
nician behavior, such as follow-up questions, and parent
reactions to clinician behavior (pausing thoughtfully after
the clinician asks a question, reactions to clinician inter-
ruptions, etc.). Throughout this initial process, SP Parents
were encouraged to take notes and share impressions
regarding the apparent impact of stuttering on both the
parent in the video and the parent’s child, consistent with
Baylor et al. (2017).

SP Parent Script Development and Preparation
The SP Parents were given a script that provided

responses to the three interview questions (i.e., What
brings you here today? What do you think caused your
2774 American Journal of Speech-Language Pathology • Vol. 31 • 27
child’s stuttering? What do you do when your child stut-
ters?). These questions were selected due to their common
use in stuttering evaluations and the emotional responses
that these questions tend to evoke from parents and care-
givers, as indicated by a video analysis of over 50 videos
from initial interviews of parents of children who stutter
at the first author’s clinical research center. These same
videos, as well as the first author’s 20+ years of experience
working with people who stutter and their families, were
used to develop two written scripts (one for each SP Par-
ent) to reflect common themes for each of the three ques-
tions (e.g., expressing feelings of worry, uncertainty, and
guilt). To control for script content while reflecting
authentic interview responses, both scripts contained the
following components: (a) identification of parent’s con-
cern (i.e., child’s stuttering), (b) description of child’s neg-
ative reaction (e.g., frustration), (c) parental self-blame
regarding the cause of stuttering, and (d) parental uncer-
tainty regarding what to do. Additionally, the authors
gave the SP Parents a list of recorded data so the
researchers and SP Parents could review with appropriate
responses.

Consistent with Baylor et al. (2017), the SP Parents
practiced their script delivery while incorporating the non-
verbal behaviors they observed in the training videos. The
researchers provided feedback throughout the process
regarding naturalness of delivery, affect, and script accu-
racy. For example, when one SP Parent appeared to be
less concerned than the other SP Parent, she was advised
to adopt a more concerned tone and to smile less. Each
practice session was video- and audio-recorded so the
researchers and SP Parents could review and discuss them
together.

After this initial practice session, the SP Parents
practiced for 1 week at home according to the parameters
emphasized in the SP Parent training and which is routine
practice for standardized patient preparation protocols,
before returning for another in-person practice session.
During this session, the SP Parents delivered their scripts
five separate times with different communication partners
including the second author (a certified SLP), a second
SLP with over 5 years of clinical experience working with
parents of children who stutter, and three undergraduate
student clinicians who did not participate in the study but
represented the target participant population. The second
author, the additional SLP, and the undergraduate stu-
dents were then asked whether the SP Parents delivered
their responses in a natural-sounding tone (yes/no),
appeared to be concerned about their child’s stuttering
(yes/no), and shared information one might expect a par-
ent of a child who stutters to share during an initial
assessment (yes/no). All five communication partners
answered “yes” to 100% of these questions across encoun-
ters with the SP Parents. These video-recorded practice
70–2788 • November 2022
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sessions were then shown to the first author with 20+
years of experience working with persons who stutter and
their families, who also endorsed the SP Parents as accu-
rate and believable (i.e., answering “yes” that the SP par-
ent delivered their responses naturally, with a tone of con-
cern, and with relevant content).

Experimental Conditions
STEPS 1.1. Preservice SLP participants in the

experimental condition engaged in the STEPS 1.1 intervention
module delivered in an online format. First, they were
provided with basic information about stuttering (e.g., written
descriptions of speech characteristics, prevalence, and
potential psychosocial impact on children and parents), as
well as video examples of different stuttering types and
severities. Next, participants read about effective nonverbal
and verbal active listening behaviors. These active listening
behaviors reflected those of a Western cultural context (i.e.,
the cultural context in which the study was conducted).
Effective nonverbal behaviors were described as subtle
indicators that the clinician is attending to the client, such as
engaging in client-directed eye gaze (i.e., looking at the
client as they are talking), head nodding, not interrupting,
and remaining silent for two full seconds after the client
responds to allow for more processing or sharing. Effective
verbal behaviors were described as verbally communicating
messages back to the speaker to confirm that ideas were
understood correctly, such as repeating or rephrasing the
client’s messages in a clear and succinct manner and/or with
an emphasis on their feelings. These behaviors, also known
in the counseling literature as counseling “microskills,”
were selected due to their trainability in preservice health
care professionals with little or no counseling experience
(Chandrashekar et al., 2020; Fontaine et al., 2019; Ivey et al.,
1968; Levitt, 2002) and their associations with increased
client satisfaction and perceived clinician empathy (K. Beck
& Kulzer, 2018; Bodie et al., 2012; Croft et al., 2022; Gold,
2018; Ivey et al., 1968; Thistle & McNaughton, 2015;
Turnbull et al., 2010). These nonverbal and verbal behaviors
parallel those on the ALOS-M used to assess participants’
demonstration of active listening in this study (Bodie et al.,
2014; Fassaert et al., 2007). The written descriptions of these
behaviors were each followed with two video exemplars
showing a clinician’s effective use of both verbal and
nonverbal behaviors. After watching each video exemplar,
participants were provided with an explanation of why the
clinician’s behavior was effective.

The primary portion of STEPS 1.1 guides partici-
pants through a series of videos depicting authentic clini-
cal interactions between clinicians and parents of children
who stutter. Following the two initial video exemplars and
accompanying explanation of the clinician’s active listening
behaviors, participants watched six videos ranging from 19
to 45 s each. Participants were prompted to watch each
B

video at least twice, with a focus on the clinician’s (a) non-
verbal and (b) verbal active listening behaviors, respec-
tively. The active listening skills that are assessed on the
ALOS-M (i.e., open questions; paraphrasing/verbal reflec-
tions; reflection of feelings; check-outs; and other nonverbal
indicators of acceptance, congruence empathy, and atten-
dance including open body language, client-directed eye
gaze, and back-channeling) were modeled in these training
videos. For the STEPS 1.1 module, we targeted exposure to
these core active listening skills by asking participants to
assess the degree to which the preservice SLPs featured in
the videos demonstrated three specific nonverbal behaviors
(i.e., client-directed eye gaze, silence, and body orienta-
tion) and one specific verbal behavior (i.e., verbal reflec-
tions of content and/or feelings) on a Likert scale from 1
(completely disagree) to 7 (completely agree). These rating
opportunities allowed participants to focus on global indi-
cators of active listening. Participants completed these
four ratings after watching each video and were provided
with immediate feedback regarding their ratings, including
provision of the authors’ own expert ratings of each video,
and qualitative rationale. Below is an example of a written
explanation of an expert’s rating of “1” for a clinician’s
verbal behavior (i.e., repeating or paraphrasing what the
client said in a way that was succinct, concrete, and clear):
yrd et
The clinician did not reflect or restate the parent’s
concerns. Instead, she went to the next question. She
could improve by summarizing the parent’s reason
for bringing her son in for the evaluation before
moving on. She could have restated the parent’s
response by saying something like: “Okay, thank
you for sharing. If I understand correctly, your son
has received speech therapy before, but it was not
the best experience. I am so glad that you have
come here. What are you hoping to gain from
today’s evaluation?” Feel free to watch the video
again to observe these behaviors in action!
Regardless of whether the participants’ ratings were
correct or incorrect, they could watch each video as many
times as they preferred and review the expert ratings and
qualitative rationales. For each of the last two videos, partic-
ipants were prompted to type in their own hypothetical ver-
bal restatement to the client prior to seeing the answer key,
which contained a written example of an acceptable verbal
restatement. The answer key was provided immediately after
participants submitted their hypothetical response. Partici-
pants could compare their written, hypothetical verbal
response to that on the answer key to assess accuracy. Fol-
lowing completion of STEPS 1.1., each participant engaged
in a second (posttraining) clinical interview with SP Parents.

Control condition. The control condition task was
designed to promote a similar level of cognitive engagement
al.: Improving Clinical Competence Through STEPS 2775



as experienced by the STEPS 1.1 group and to take a similar
amount of time (i.e., 45 min to 1 hr). Participants in this
condition viewed informational videos about the university’s
speech, language, and hearing department and rated each
video’s effectiveness (e.g., “This video was informative
regarding academic opportunities at [the university]”) using a
1 (completely disagree) to 7 (completely agree) Likert scale.
Participants were also asked to share comments regarding
why each video was effective or ineffective in providing
information about the university’s department. Following
completion of the viewings and ratings, each participant
from the control group engaged in a second (posttraining)
clinical interview with SP Parents.

Piloting the Experimental Protocol
Prior to this study, the experimental protocols for

the STEPS 1.1 and control conditions were piloted with
six graduate students studying audiology to ensure smooth
and feasible implementation, identify optimal camera
angles for the standardized clinical interactions, and pro-
vide the SP Parents with an opportunity to engage in
repeated encounters while maintaining fidelity to their
roles. The piloting process demonstrated that the STEPS
1.1 and control interventions took a similar amount of
time (i.e., 45 min to 1 hr)—two cameras were needed to
capture both the SP Parent and the student’s behavior—
and confirmed other intervention logistics (e.g., allowing
participants to adjust computer volume, asking partici-
pants to leave phones and backpacks in waiting room,
etc.) were feasible and consistently implementable across
participants.

Settings and Materials

When participating in their respective conditions
(i.e., on the computer engaging in the STEPS 1.1 or con-
trol condition), participants were alone in an office within
the clinical research center. During the study, participants
only interacted with either the researcher or the SP Par-
ents. All instructions were given individually to each par-
ticipant in their designated office; therefore, participants
were not in the presence of and did not talk with one
another at any point before, during, or immediately after
engaging in the experimental conditions. All offices con-
tained an iMac desktop, keyboard, and mouse. Each iMac
contained the Qualtrics link to the assigned online condi-
tion. When watching videos as part of the experimental
conditions, participants were able and encouraged to con-
trol the computer volume independently. Given that par-
ticipants were asked to leave their phones and backpacks
in the lobby, no extraneous items, apart from a water bot-
tle if desired, were present.

The standardized clinical encounter was conducted
in the clinical research facility’s therapy rooms, where
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evaluation and treatment sessions with people who stutter
are typically held. Thus, the clinical interaction setting
resembled an authentic clinical environment. Therapy
rooms contained a table and chairs. Prior to engaging in
the standardized clinical encounter, all participants were
provided with a clipboard, pen, and piece of paper con-
taining the interview questions. These materials are those
typically used during a clinical assessment. All participants
were video- and audio-recorded using a Cannon Vixia
HFM500 with a Sennheiser AVS Wireless Lavalier micro-
phone. Separate cameras were used to capture each partic-
ipant from two angles: (a) a frontal view and (b) a profile
view. The frontal angle was used to analyze each partici-
pant’s verbal and nonverbal behavior, whereas the profile
angle was used to analyze the SP Parent’s behavior for the
ongoing fidelity assessment. The authors viewed each
video and determined whether the SP Parents delivered
the script naturally (yes/no), with a tone of concern (yes/
no), and according to how it was written (yes/no), con-
firming the presence of all three elements by SP Parents
for every video. The SP Parents were observed to main-
tain accuracy in script content and delivery with no signif-
icant deviation over the course of the study.

Measures

Pretest measures included a quantitative measure of
self-reported empathy by preservice SLPs and ratings by
trained observers of the participants’ active listening
behaviors during the preexperimental standardized clinical
encounter. Posttest measures included ratings, by trained
observers, of participants’ active listening behaviors during
a second standardized clinical encounter. Participants in
the STEPS 1.1 group also completed post-intervention
demographic and acceptability questionnaires. Measures
are described in more detail below.

Clinical Empathy
Given that self-reported empathy can influence use

of active listening skills (Haley et al., 2017; Kelley &
Kelley, 2013), and to control for this variable across the
two participant groups, the JSPE-HPS, a 20-item scale
designed to measure self-reported empathy in health care
professional students, was used to examine participants’
self-reported clinical empathy prior to participation in the
study (Fields et al., 2011; Hojat et al., 2001). Responses
are provided on a Likert scale from 1 (strongly disagree)
to 7 (strongly agree). This measure was developed as an adap-
tation of the JSPE (Hojat et al., 2001), which measures physi-
cians’ and medical students’ empathy, defined as an “uncriti-
cal understanding of the patient’s experiences, emotions and
feelings” (p. 355). In the adapted version for health care pro-
fessions students, the word “physician” was replaced with
“health care professional.” For the purposes of this study, the
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term speech-language pathologist (abbreviated as “SLP”) was
used instead. The JSPE-HPS previously has been used to
measure empathy among students in dentistry (Sherman &
Cramer, 2005), nursing (Fields et al., 2004), and speech-
language pathology (Quail et al., 2016). Across these studies,
the measure has demonstrated adequate construct validity,
internal consistency, and test–retest reliability. To calculate a
total score, negatively worded items are reverse-scored before
summing the item response scores. A higher total sum reflects
higher levels of self-reported empathy. This measure was pre-
sented electronically via the Qualtrics platform.

Pre- and Posttest Ratings of Active Listening
Skills

ALOS. The ALOS-M (Bodie et al., 2014; Fassaert
et al., 2007) was used to measure preservice SLPs’ active
listening behaviors in the standardized clinical encounters
before and after participation in the STEPS 1.1 or control
condition. The ALOS-M was selected for use in this study
because it includes all the basic active listening skills
emphasized and modeled in the STEPS 1.1 intervention
module and is recommended for use by active listening experts
(G. Bodie, personal communication, September 11, 2020).
Although many active listening or communication coding
systems commonly used in research include more advanced
counseling skills, such as making interpretations or providing
information (e.g., Bylund & Makoul, 2005; Chamberlain &
Ray, 1988), the ALOS-M emphasizes the fundamental active
listening skills of primary interest in this study.

The ALOS-M, developed by Bodie et al. (2014),
focuses on ratings of the participant’s use of four specific
active listening behaviors: (a) open questions (open-ended
questions that encourage the client to continue talking), (b)
paraphrasing (restating the client’s message in the client’s
own words), (c) reflection of feelings (making statements
that capture the overall feelings the client expressed), and
(d) check-outs (short questions to assure accurate under-
standing of the client’s responses; G. Bodie, personal com-
munication, September 11, 2020). Additionally, raters pro-
vide a fifth global rating of the participant’s use of nonver-
bal and verbal behaviors to communicate acceptance, con-
gruence, and empathy, including assessment of the
speaker’s tone, attendance (e.g., open body language and
client-directed eye gaze), and use of back-channeling (e.g.,
“Yeah” and “Uh huh”; G. Bodie, personal communication,
September 11, 2020). As mentioned previously, these active
listening skills were modeled in the STEPS 1.1 module.

When assessing participants for their use of active
listening skills, raters (see section below) provided Likert
scale scores from 0 (never) to 4 (always) for each of the five
active listening items. In a previous study, this five-item
active listening scale demonstrated high internal consis-
tency and divergent validity, thus supporting its psychomet-
ric properties (Bodie et al., 2014). An additional adaptation
B

expanded the length of the scale from five to 10 items to
allow for ratings of the participant’s active listening skills,
on the same items, in both the first and second halves of
the clinical interaction (G. Bodie, personal communication,
September 11, 2020). This 10-item scale is referred to as the
ALOS-M in this study. Quantitative ratings of the partici-
pants’ use of open questions, paraphrasing, reflection of feel-
ings, check-outs, global empathy, and overall active listening
skills were calculated by averaging the scores from the first
and second halves of the clinical interaction. Higher average
ratings reflect more frequent use of active listening skills.

Client-directed eye gaze. The participants’ use of
client-directed eye gaze was defined by the amount of time
the participant looked at the SP Parent while the SP
Parent was talking (Brugel et al., 2015; Dijkstra et al.,
2013). Consistent with previous studies investigating active
listening skills among nurses (Caris-Verhallen et al., 1999,
2000) and pharmacy students (Thakur et al., 2019), client-
directed eye gaze was calculated by dividing the number
of seconds that the participant looked at the SP Parent’s
face by the duration of the total participant–SP Parent
interaction (i.e., first word spoken to last word spoken).
The final proportion was multiplied by 100 to obtain a
percentage of time that the participant engaged in client-
directed eye gaze. This percentage was calculated for
participants’ pre- and posttest SP Parent interactions.

ALOS-M and Client-Directed Eye Gaze Raters and
Interrater Reliability

To ensure valid and reliable measurement of partici-
pants’ pre- and posttest active listening skills, two raters,
including the second author and a research assistant who
was otherwise uninvolved and unfamiliar with the study’s
purpose, research questions, and experimental conditions
(i.e., a neutral rater), completed the ALOS-M ratings and
client-directed eye gaze calculations for this study. Two
different neutral raters completed the ALOS-M ratings
and the client-directed eye gaze calculations, respectively.
Interrater reliability training and analyses were then con-
ducted to ensure valid and reliable measurement of partic-
ipants’ pre- and posttest active listening skills.

For the ALOS-M ratings, the second author and neu-
tral rater reviewed the ALOS-M coding manual (G. Bodie,
personal communication, September 11, 2020) and com-
pleted three practice video ratings together. Per the manual,
the coding process included the following core components:
(a) noting the start and end times of the interaction, (b)
determining the interaction midpoint, (c) rating the partici-
pant’s active listening skills (i.e., use of open questions,
paraphrasing, reflecting feelings, check-outs, demonstration
of acceptance, empathy, and congruence) for the first half
of the interaction, and (d) rating the participant’s active lis-
tening skills for the second half of the interaction. Raters
could view the video as many times as they needed to be
yrd et al.: Improving Clinical Competence Through STEPS 2777



satisfied with their ratings and were encouraged to use the
coding sheet to take notes about the active listening behav-
iors they observed (e.g., providing time markers corre-
sponding to use of paraphrasing, open questions, etc.).

Recall that participants were instructed to ask the
standardized patient actor three open-ended questions typi-
cal of a diagnostic interview; thus, the raters did not code
or include these questions as part of the participants’ active
listening behaviors. Rater discrepancies were addressed and
resolved during this training period through discussion
among the raters and by contacting the author of the man-
ual for clarification (G. Bodie, personal communication,
October 11, 2020). Eighty percent agreement among raters
was achieved prior to discussions, and 100% agreement was
achieved after discussion, at which point raters began view-
ing the experimental videos.

Modeled after the protocol from Byrd et al. (2021),
videos were presented in a randomized order to the
trained research assistant who was blinded as to whether
the participant was in the STEPS 1.1 or control group
and whether they were viewing the pre- or posttest interac-
tion. Additionally, the pre- and posttest videos were coun-
terbalanced across both the STEPS 1.1 and control groups
such that 50% of participants’ pretest and 50% of partici-
pants’ posttest videos were rated first. Only one of each
participant’s videos was rated in the first 50% of videos
viewed, ensuring that no participants’ two videos were
rated consecutively. Each of the two raters viewed and
rated 100% of the videos over a period of 7 weeks. The
raters maintained an interrater reliability of .924, as deter-
mined by Cohen’s kappa for two raters, prior to resolving
discrepancies. Discrepancies were resolved, and the raters
achieved 100% agreement through discussion (i.e., at
times, one of the raters chose to change their rating to
align with that of the other rater, or if not, an average of
both ratings was used) prior to analyzing the data.

For client-directed eye gaze, the second author and
the neutral rater began by reviewing the client-directed
eye gaze calculation procedure and completed three prac-
tice videos together. Next, the second author calculated
client-directed eye gaze for 100% of the videos, and the
research assistant, who was blind to the study’s purpose,
hypotheses, and experimental conditions, completed calcu-
lations for 50% of the videos. At least 80% agreement was
maintained throughout the calculation process. Discrepan-
cies in agreement regarding the percentage of client-
directed eye gaze in each interaction were resolved by
viewing the video together and coming to a mutual agree-
ment prior to analyzing the data.

Intervention Acceptability
A social validity measure based on the Kirkpatrick

model (Hutchinson, 1999) and adapted from Pehrson
et al. (2016) and Thistle and McNaughton (2015) was used
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to determine participants’ perceptions of the acceptability
of STEPS 1.1 and satisfaction with the experience. Specifi-
cally, participants provided responses on a scale from 1
(extremely disagree) to 7 (extremely agree) for five state-
ments asking about STEPS 1.1’s effectiveness for increasing
clinical confidence and competence, ease of use, enjoyment,
and value (e.g., “Participating in STEPS 1.1 increased my
confidence related to counseling individuals with communi-
cation disorders”). After rating each statement, participants
could provide additional comments in a text box. Addition-
ally, four open-ended questions asked participants what
they liked about STEPS 1.1, what they disliked about
STEPS 1.1, their perceptions of the duration of STEPS 1.1,
and any additional comments related to their experience.

Demographic Questionnaire
All participants reported the following demographic

information: age, gender, classification (freshman, sopho-
more, etc.), previous or current clinical experience or practi-
cum with individuals with communication disorders, cour-
sework related to stuttering and/or counseling, and previous
interactions with persons who stutter. If participants indi-
cated previous or current clinical practicum with any clini-
cal population, they also were asked to indicate the number
of months they were engaged in that experience.

Statistical Analyses

Data in this study did not meet assumptions of nor-
mality and homogeneity of variance needed for parametric
statistics. Thus, nonparametric and descriptive statistics
were used to analyze results. First, Mann–Whitney–
Wilcoxon tests were conducted to ensure nonsignificant,
between-groups differences in previous clinical experience
and empathy, each of which has been shown to be positively
associated with increased use of active listening skills (Haley
et al., 2017; Yang et al., 2021). The Mann–Whitney–
Wilcoxon test was also used to compare the STEPS 1.1
and control groups’ use of active listening skills before
and after intervention. The Wilcoxon signed-ranks test
was used to identify within-group active listening differ-
ences following participation in either the STEPS 1.1 or
control condition. We also reported medians, standard
deviations, and ranges of participants’ active listening
scores using descriptive statistics, as well as results from
the social validity measure.
Results

Participant Corpus

The participant corpus included 15 preservice SLPs,
with eight participants in the STEPS 1.1 group and seven
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participants in the control group. All 15 participants com-
pleted the study in its entirety. These sample sizes resemble
those from previous studies exploring the effectiveness and/
or acceptability of pilot interventions (de Blok et al., 2006;
DiIorio et al., 2003) including active listening interventions
(e.g., Levitt, 2002; Newman et al., 2022) and other pilot
interventions in the field of communication sciences and
disorders (e.g., Nicholson et al., 2015; Pitt et al., 2017). Par-
ticipants ranged from 18 to 31 years of age and reported a
range of academic and clinical experiences. Groups did not
significantly differ in months of previous clinical experience
(p = .844) or empathy (p = .908), as measured using the
JSPE-HPS. See Table 1 for additional data regarding par-
ticipant demographics, empathy scores, and academic and
clinical experiences.

Active Listening Skill Differences Between
Groups

Mann–Whitney–Wilcoxon tests indicated that the
STEPS 1.1 and control groups were not significantly differ-
ent in their pretest use of open questions (p = .752);
paraphrasing (p = .372); reflection of feelings (p = .423);
check-outs (p = .350); or demonstration of empathy, accep-
tance, and congruence (p = .905). Participants also demon-
strated similar percentages of client-directed eye gaze, as
demonstrated by nonsignificant differences between groups
(p = .536).

Posttest analyses revealed significant group differ-
ences in use of paraphrasing, U = 55, p = .002. Specifi-
cally, the STEPS 1.1 group (Mdn = 2.625) paraphrased
significantly more often than the control group (Mdn =
Table 1. Participant demographics, academic, and clinical experiences (N

ID Group
Age

(years) Gender Classification

Previous
clinical

experience
(no. of
months)

L

A2 STEPS 19 Female Sophomore No (0) Y
A4 STEPS 19 Female Junior No (0) Y
A6 STEPS 31 Female Leveling Yes (12) Y
B4 STEPS 20 Female Junior No (0) N
C1 STEPS 20 Female Junior Yes (12) Y
C2 STEPS 21 Female Junior Yes (4) Y
D4 STEPS 19 Female Junior No (0) Y
D2 STEPS 21 Female Junior No (0) Y
A3 Control 20 Female Sophomore Yes (1) Y
A5 Control 19 Female Junior Yes (12) Y
B1 Control 19 Female Sophomore No (0) Y
B3 Control 21 Female Senior Yes (36 Y
B5 Control 18 Female Freshman No (0) Y
B6 Control 18 Female Junior No (0) Y
D3 Control 21 Female Junior No (0) Y

Note. JSPE-HPS = Jefferson Scale of Physician Empathy–Health Pro
Practice for Stuttering.

B

0.000). Analyses also indicated significant differences in
use of client-directed eye gaze, U = 55, p = .001, with the
STEPS 1.1 group demonstrating a significantly higher per-
centage of client-directed eye gaze (Mdn = 74.78) than the
control group (Mdn = 41.40). No significant, between-
groups differences were found for use of open questions
(p = .631); reflection of feelings (p = 1.00); check-outs
(p = .922); or demonstration of empathy, acceptance, and
congruence (p = .261). See Table 2 for medians, means,
standard deviations, and ranges of participants’ pre- and
posttest active listening behaviors according to the ALOS-M
and use of client-directed eye gaze, respectively.

Active Listening Skill Differences Within
Groups

Within the STEPS 1.1 group, Wilcoxon signed-ranks
tests indicated significant differences in use of paraphrasing
(p = .034) from pre- to posttest. Specifically, participants
paraphrased significantly more often after participating in
STEPS 1.1 (Mdn = 2.625) compared to pretest (Mdn =
0.000). A significant increase in use of client-directed eye
gaze (p = .008) was also observed from pretest (Mdn =
51.07) to posttest (Mdn = 74.78). The STEPS 1.1 group
did not demonstrate within-group, pre- to posttest differ-
ences in use of open questions (p = .098); reflection of feel-
ings (p = 1.00); check-outs (p = 1.00); or demonstration of
empathy, acceptance, and congruence (p = .073).

Within the control group, results indicated nonsignifi-
cant pre- to posttest differences across variables including
use of open questions (p = .100); paraphrasing, reflection of
feelings (p = 1.00); check-outs (p = 1.00); and
= 15 preservice speech-language pathology students).

earned about
stuttering in
academic

coursework

Learned about
counseling in
academic

coursework

Previous
interaction

with persons
who stutter

Empathy
score

(JSPE-HPS)

es No Yes 116
es No Yes 123
es Yes No 137
o No No 103
es Yes Yes 124
es Yes Yes 116
es No Yes 129
es No No 121
es No No 121
es No Yes 112
es No Yes 128
es Yes Yes 129
es Yes No 103
es Yes Yes 118
es Yes No 125

fession Student; STEPS = Simulated Training in Evidence-Based
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Table 2. Means, medians, standard deviations, and ranges of participants’ pre- and posttest active listening behaviors for N = 15
participants.

Behavior

Pretest Posttest

Mdn M (SD; range) Mdn M (SD; range)

Open questions
STEPS 0 0.41 (0.65; 0–1.75) 0.5 0.78 (1.06; 0–3)
Control 0.5 0.39 (0.38; 0–.75) 0.5 1.10 (1.17; 0–3)
Total 0 0.4 (0.52; 0–1.75) .5 0.93 (1.08; 0–3)

Paraphrasing
STEPS 0 0.78 (1.38; 0–3.75) 2.63 2.84 (0.84; 2–4)*
Control 0 0.29 (0.76; 0–2) 0 0.43 (0.79; 0–2)
Total 0 0.55 (1.13; 0–3.75) 2 1.72 (1.48; 0–4)

Reflection of feelings
STEPS 0 0.06 (0.18; 0–.5) 0 0.25 (0.71; 0–2)
Control 0 0 0 0.14 (0.38; 0–1)
Total 0 0.03 (0.13; 0–.5) 0 0.2 (0.56; 0–2)

Check-outs
STEPS 0 0 0 0.16 (0.44; 0–1.25)
Control 0 0.29 (0.76; 0–2) 0 0.57 (1.51; 0–4)
Total 0 0.13 (0.52; 0–2) 0 0.35 (1.06; 0–4)

Acceptance, congruence, and empathy
STEPS 2 1.72 (0.75; .75–3) 2 2.22 (0.41; 1.75–3)
Control 1.5 0.78 (0.78; 1–3) 1.86 1.86 (0.79; 1–3)
Total 2 1.73 (0.73; .75–3) 2 2.05 (0.(0.62; 1–3)

Client-directed eye gaze
STEPS 51.07% 51.23% (14.18; 26.43–69.3) 74.78% 74.96% (12.22; 55–91.95)*
Control 49.23% 45.3% (11.23; 24.46–54.22) 41.41% 40.8% (16.05; 18.5–65.9)
Total 50% 48.46% (12.8; 24.46–69.3) 65.9% 59.01% (22.28; 18.5–91.95)

Note. Open questions; paraphrasing; reflection of feelings; check-outs; and acceptance, congruence, and empathy were measured using
the Active Listening Observation Scale–Modified (Bodie et al., 2014) on a scale from 0 (never) to 4 (always). Client-directed eye gaze values
reflect the percentage of time eye gaze was maintained. STEPS = Simulated Training in Evidence-Based Practice for Stuttering.

*Significant difference within and between groups at posttest (p < .01).
demonstration of empathy, acceptance, and congruence
(p = 1), as well as nonsignificant differences in client-
directed eye gaze (p = .688). Table 2 reports the within-
group means/medians, standard deviations, and ranges of
participants’ pre- and posttest active listening behaviors
according to the ALOS-M and use of client-directed eye
gaze, respectively.

Social Validity and Acceptability

In response to the five-item social validity and
acceptability measure, all eight STEPS 1.1 participants
reported participating in STEPS 1.1 active listening train-
ing increased their counseling confidence (M = 6.78, SD =
0.44) and competence (M = 6.33, SD = 0.87). Participants
also reported that the STEPS 1.1 platform was easy to use
(M = 7.00, SD = 0.00), enjoyable (M = 7.00, SD = 0.00),
and worth their time (M = 7.00, SD = 0.00).

Participants’ qualitative responses revealed a high
level of satisfaction with and acceptability of the initial
module of the STEPS 1.1 intervention program. Specifi-
cally, participants reported that participating in STEPS 1.1
increased their awareness of effective versus ineffective
counseling behaviors, as well as their confidence using these
behaviors with the parent of a preschooler who stutters.
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Participants reportedly appreciated the opportunity to view
the videos multiple times, were satisfied with the program
duration, and felt that participating was worth their time.
With regard to suggestions for improvement, participants
suggested having the videos depict a broader range of client
behavior during counseling interactions with parents of pre-
schoolers who stutter and provide examples of questions
and comments that encourage parents to share their feel-
ings about their child’s stuttering and provide additional
opportunities to practice paraphrasing within the initial
STEPS 1.1 module. Qualitative responses detailing partici-
pants’ acceptability of and perceptions of the content of
STEPS 1.1 are reported in Table 3.
Discussion

Researchers have repeatedly demonstrated SLPs
self-report having low competence and confidence when
assessing and treating persons who stutter (Kelly et al.,
1997, 2020; Tellis et al., 2008) and express discomfort with
using the word “stuttering” during stuttering assessments
(Byrd et al., 2020). These self-reports of clinical un- or
underpreparedness may contribute, at least in part, to cli-
ent reports of dissatisfaction, with persons who stutter
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Table 3. Social validity and acceptability questionnaire responses for n = 8 participants in the STEPS 1.1 group.

Item M (SD; range) Representative quote(s)

1. Participating in STEPS increased
my counseling confidence.

6.78 (0.44; 6–7) “STEPS showed me how effective rephrasing what the client says is at making
them feel important and understood.” (D4)

“Even after watching a few videos, I felt much more relaxed and open, though
certainly not the best at counseling. I was also more aware of
my actions and the actions/words of the client.” (B4)

2. Participating in STEPS increased
my counseling competence (i.e.,
my ability or skill level).

6.33 (0.87; 5–7) “I felt much more comfortable in the second evaluation than I did in the first,
and believe I was able to gain more knowledge from the client the
second time around.” (D2)

“My skill level in counseling parents of individuals with CSD has definitely
increased. I do not know if my ability to counsel the individuals themselves
(with CSD) has increased. For instance, are these techniques still applicable
when interviewing a child who stutters?” (A6)

3. STEPS was easy to use. 7 “I liked being able to replay the video as many times as I needed, and I felt
like I learned something from the computer portion of STEPS.” (A6)

4. I enjoyed participating in STEPS. 7 “I am hoping to specialize in fluency disorders in grad school and I am so
glad I had the opportunity to participate in this and start getting some
knowledge on what exactly stuttering entails and how to handle initial
evaluations!” (A4)

“It felt way more personal than my day-to-day classwork, and that personal
experience with clients is what drew me to becoming an SLP
in the first place.” (A6)

5. Participating in STEPS was worth
my time.

7 “I truly feel more prepared to counsel clients than before the STEPS
program.” (A6)

6. What did you like about STEPS? “What I like about it is that I am only a second year SLP major and was able
to have this experience that really opened my eyes.” (A2)

“I like that it offered both written/module-type lessons to prepare me and
make me think about things I wouldn’t have noticed myself and later it
allowed me to apply it to a real-life scenario.” (B4)

“I enjoyed getting multiple opportunities to exhibit what I learned here.” (C1)
“I really liked all of the videos varying in good and bad.” (C2)
“I liked how many video examples it provided. This really helped me

understand what effective and ineffective listening looks like.” (D4)
7. What did you dislike about STEPS?

What would you change for future
users?

“Include a different module for counseling the clients who stutter, since this
module seemed focused on counseling the parents of clients who stutter.
I would love to participate in something like that!” (A6)

“Perhaps some more variety in examples of how different clients behave in
counseling.” (B4)

“I think that adding some short videos about what types of questions to ask
clients to get them to talk more about their feelings would be helpful. Also,
videos about common stuttering myths and how to explain to the client
that they are false would be great.” (D4)

“I don’t think I disliked anything, but I would maybe allow for a second
submission of a modified response to the client after seeing the efficient
response. This could make for good practice on what open ended
questions could look like.” (D2)

8. Please share your comments
regarding the duration of STEPS
(i.e., the length of STEPS as
a whole).

“The program was the perfect amount of time in my opinion.” (C1)
“I thought the length was perfect. It was long enough that I easily

remembered the information but not too long that I got bored.” (D4)

9. Additional feedback “I’m impressed with how much I gained from this experience, which only
lasted about 1 hour! I certainly feel like I’ve gotten more valuable
information than I would have gotten from an average hour of class.” (A6)

“Absolutely loved having the opportunity to participate in STEPS! I feel like
this is going to be very beneficial for my future as an SLP and it gave
me so much excitement for the next few years I will spend continuing
to learn more about this field!” (A4)

“Thank you so much for this experience. I believe I am walking away with
a lot more knowledge and confidence.” (D2)

Note. Items were based on Pehrson et al. (2016) and Thistle and McNaughton (2015). Responses were provided on a Likert scale from 1
(extremely disagree) to 7 (extremely agree). When a single representative quote is presented, that was the only qualitative feedback for that
item. The letter–number combinations (e.g., A6) represent each participant’s anonymous code. STEPS = Simulated Training in Evidence-
Based Practice for Stuttering; SLP = speech-language pathologist.
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and/or their families perceiving SLPs as not understanding
or adequately attending to their concerns (Manning, 2004;
Yaruss et al., 2002). The lack of preservice clinical train-
ing opportunities specific to stuttering and counseling
likely plays a role in clients’ dissatisfaction with services
and feelings of unreadiness among SLPs (Yaruss et al.,
2017). The purpose of this pilot study was to determine
the effectiveness and acceptability of STEPS 1.1, the first
module of an accessible, cost-effective, theory-driven con-
tent and learning platform, for improving active listening
skills in one target group—preservice SLPs—during initial
assessment interviews of parents of young children who
stutter. Findings have implications for improving training
for SLPs working with persons who stutter and their fami-
lies, increasing accessibility to and feasibility of clinical
training and improving stuttering assessment and treat-
ment effectiveness.

The Use of STEPS 1.1 to Improve Active
Listening Skills

Findings from this study suggest that participation
in STEPS 1.1 increases preservice SLPs’ use of some
active listening skills compared to pretest and to a control
group when conducting a brief initial interview with an SP
Parent of a child who stutters. Specifically, preservice
SLPs who engaged in STEPS 1.1 utilized paraphrasing
and client-directed eye gaze significantly more frequently
at posttest than at pretest (and more at posttest than par-
ticipants who did not participate in STEPS 1.1). Signifi-
cant pre- to posttest differences were not observed for use
of open questions; reflection of feelings; check-outs; or
global ratings of acceptance, congruence, and empathy
across the STEPS 1.1 or control groups.

There are several reasons why participants demon-
strated the greatest improvements in paraphrasing and
client-directed eye gaze following participation in STEPS
1.1 compared to other active listening behaviors. First, as
previously indicated, videos provided through STEPS 1.1
were relatively brief (i.e., 19–45 s each), and the STEPS
1.1 training module used in this study lasted approxi-
mately 45 min. Previous studies citing broader improve-
ment in active listening skills following intervention were
longer in duration, with interventions lasting several hours
(Kaderavek et al., 2004), lasting several weeks (Newman
et al., 2022), or occurring over the course of a semester
(Kuntze et al., 2009; Levitt, 2002). The duration of this
study was purposefully brief to provide initial data about
the method and outcome of STEPS 1.1 in preparation for
future, expanded research. Our pilot study supports use of
even a brief active listening intervention to achieve
improvement in client-directed eye gaze and use of
paraphrasing; however, it is possible that other active lis-
tening skills, such as the use of check-outs, may require
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longer exposures to clinician behavior and repeated oppor-
tunities for practice before improvement is observed.

Second, although STEPS 1.1 participants observed
video exemplars of clinicians demonstrating each of the
active listening behaviors that subsequently were assessed
(e.g., reflection of feeling, check-outs, and demonstration of
empathy), they were only asked to rate and were provided
corrective feedback for the clinician’s use of client-directed
eye gaze, silence, body orientation, and verbal reflections/
paraphrasing of content and/or feelings. Therefore, partici-
pants did improve use of two of the behaviors—client-
directed eye gaze and paraphrasing—they explicitly identified,
but not other active listening skills. It should be noted that
body orientation was largely determined by the arrange-
ment of the interview room (i.e., placement of the chairs,
table, and cameras). Previous studies also have shown that
the use of silence (e.g., pausing) is particularly challenging
for learners (Back et al., 2009; Levitt, 2002). Thus, increas-
ing the use of silence may require longer, more explicit
training (an empirical question for further investigation). In
general, our findings suggest that engaged and intentional
practice of specific targets, rather than passive observation,
seems to be most effective for improving preservice SLPs’
use of active listening skills.

Acceptability of STEPS 1.1

Quantitative and qualitative responses from the eight
participants who completed STEPS 1.1 indicate that the ini-
tial active listening module of the STEPS 1.1 program was
highly acceptable in its content, structure, duration, and
impact, as reflected by quantitative ratings ranging from 5
to 7 across each social validity domain. Participants’ quali-
tative responses provide valuable insight into which specific
components of STEPS 1.1 were most effective and those
that should be adjusted in future iterations. For example,
for self-perceived increases in counseling competence fol-
lowing the STEPS 1.1 intervention, participants reported a
mean average rating of 6.33 on the Likert scale of 1
(extremely disagree) to 7 (extremely agree). As illustrated in
Table 3, one participant noted being able to collect more
information from the SP Parent during the second clinical
interaction, suggesting that training students in active lis-
tening skills through STEPS 1.1 may increase their per-
ceived abilities to collect information during a diagnostic
interview. Another participant shared uncertainty regarding
whether the active listening skills learned through STEPS
1.1 would apply in a different but related clinical context,
for example, when interviewing a child who stutters. Future
studies should determine the degree to which STEPS 1.1
(and subsequent modules) improve preservice SLPs’ active
listening and other clinical skills with children, teens, and
adults who stutter; parents and other caregivers; and prac-
ticing SLPs across varying clinical scenarios.
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Importantly, STEPS 1.1 also appears to be feasible
and acceptable for implementation. All eight participants
who started the STEPS 1.1 intervention voluntarily com-
pleted it, and all participants “extremely agreed” that
STEPS 1.1 was easy to use, enjoyable, and worth their
time. Participants independently accessed and navigated
the STEPS 1.1 active listening module without needing
help from the researcher, supporting the feasibility of its
use among preservice SLPs in a university setting and
either in person (as in this study) or online.

Participants’ responses regarding what they liked
about STEPS 1.1 revealed components that were particu-
larly salient or meaningful, such as the number and variety
of video exemplars, as well as exposure to “real-life” clini-
cal situations even at an early stage in their education in
the field. The value of exposure to stuttering at the pregrad-
uate level is supported, in part, by previous researchers who
have found that increased exposure to fluency disorders at
the undergraduate and graduate levels is associated with an
increased likelihood of specializing in fluency disorders
postgraduation, suggesting opportunities for the develop-
ment of even more advanced skills and expanded clinical
experience (Coalson et al., 2016). Findings from this study
suggest that STEPS 1.1 is a brief, effective, and viable
method for providing students with increased exposure to
stuttering even at the undergraduate level and that students
recognize and appreciate this opportunity.

Participants also provided critical insights about
how STEPS 1.1 should be modified for maximum effec-
tiveness and engagement. For example, one participant
suggested allowance of more opportunities for users to
type in hypothetical verbal responses after observing the
expert clinician to obtain more practice and, presumably,
increase confidence and competency. Participants also sug-
gested inclusion of videos providing exposure to persons
who stutter themselves and depicting a wider variety of
client behavior. Participants also suggested that STEPS
1.1 could provide guidance on how to elicit thoughts and
feelings from clients and how to counsel clients regarding
myths and facts about stuttering. Finally, participants
shared their satisfaction regarding how much they gained
from STEPS 1.1 despite the brevity of the intervention
and, in comparison to classroom instruction, implicating
the role of STEPS 1.1 for improving clinical training.

Future Expansion of STEPS

In future studies, examination of STEPS 1.1 in
terms of optimal number and types of practice opportuni-
ties and types of video exemplars necessary to achieve
competency in active listening skills is needed. STEPS also
is being expanded to target training across the diverse ele-
ments of stuttering assessment and treatment. As noted in
the introduction, another module focused on identifying
B

stuttering behaviors currently is being tested. Other future
expansions of STEPS will include training modules that
target differential diagnosis (e.g., stuttering vs. cluttering);
comprehensive assessment of the affective; behavioral and
cognitive components of stuttering; acquiring knowledge
about the genetic, developmental, and epigenetic contribu-
tions to stuttering; and evidence-based methods of advanc-
ing clinical care (self-disclosure, voluntary stuttering, com-
munication effectiveness, etc.). Expansions of STEPS may
also target increased understanding of stuttering among
teachers, university professors, interdisciplinary health care
professionals, and the general population to reduce mis-
conceptions and stigmatization of stuttering.

Implications for Clinical Training and Practice

Results from this study are encouraging in that even
brief participation in an intervention that targets effective
use of active listening in a stuttering assessment, such
as STEPS 1.1, can increase preservice SLPs’ use of
paraphrasing and client-directed eye gaze. Arguably, these
two behaviors can begin to enhance the quality of clinical
assessment and treatment of persons who stutter and all
client populations SLPs serve (Croft et al., 2022). Findings
also echo those of previous studies in medicine, nursing,
and psychotherapy citing improvement in use of active lis-
tening and other counseling skills following participation
in an online intervention (Kemper et al., 2008; Lockwood
et al., 2018; Pehrson et al., 2016; Schönrock-Adema et al.,
2009) and signal exciting directions for training in speech-
language pathology. Specifically, to help students improve
use of active listening skills (e.g., client-directed eye gaze
and paraphrasing), instructors and clinical supervisors
could utilize training methods that allow for observation,
application, corrective feedback, and repeated practice, as
included in STEPS. Given its cost-effectiveness and acces-
sibility, this training method could be used to supplement
classroom instruction and/or provided to students as an
additional opportunity for learning and clinical exposure.

Improving preservice SLPs’ use of active listening
skills also has positive implications for consumers of our
clinical practice. Perceived clinical empathy is highly asso-
ciated with greater client satisfaction and enhanced treat-
ment outcomes (Elliott et al., 2011, 2018) and has been
highlighted as a key contributor to effective provision of
clinical services for persons who stutter (Manning, 2004;
Plexico et al., 2010). These positive outcomes are particu-
larly relevant when working with parents of children who
stutter who often report strong, negative emotional
responses to their child’s stuttering (Berquez & Kelman,
2018; Croft et al., 2022; Humeniuk & Tarkowski, 2016;
Langevin et al., 2010; Nonis et al., 2021; Plexico &
Burrus, 2012). Equipping preservice SLPs with active lis-
tening training may promote their use of these skills as
yrd et al.: Improving Clinical Competence Through STEPS 2783



practicing SLPs across client populations and, more spe-
cifically, as applicable to STEPS, to foster more personal-
ized, empathic care for persons who stutter and their
families.

Additional Considerations and Future
Directions

Findings from this pilot study should be interpreted
with the following considerations in mind. First, given the
exploratory nature of this study, the sample size was rela-
tively small (i.e., 15 participants total) and homogeneous
(e.g., all female participants and from the same univer-
sity). Participants’ pre- and posttest behaviors and accept-
ability measures may differ within a larger and more
diverse sample. Future studies should recruit a larger par-
ticipant sample that reflects greater diversity in gender
and career stage (e.g., preservice vs. practicing SLPs) to
determine whether these factors influence the effectiveness
and acceptability of STEPS 1.1 for improving active lis-
tening skills. It should also be considered that all partici-
pants in this study elected to enroll and had learned about
stuttering in their coursework and thus might reflect a
more motivated group of preservice SLPs than those from
a randomly selected sample. It should also be noted that
several acceptability questions were posed in an affirma-
tive manner (e.g., “Participating in STEPS 1.1 increased
my confidence. . .”), which might have affected partici-
pants’ responses. Participants’ self-reported acceptability
may differ with more neutral item wording. In contrast,
the four open-ended questions allowed for the full range
of comments and suggestions.

Given that motivation can influence trainees’ use of
active listening skills (Nemec et al., 2017), future studies
should determine the effectiveness of active listening skills
training when participants are randomly selected. Future
studies should also investigate additional contributors to
individual differences in use of active listening skills in a
stuttering assessment, such as self-reported empathy, anxi-
ety, confidence, previous clinical experience, previous
interaction with persons who stutter or as a person who
stutters, and time since stuttering and/or counseling course
enrollment and/or clinical training experience in stuttering.
Each of these factors may influence participants’ present-
ing levels of comfort, confidence, and counseling compe-
tence, as well as the necessary intervention dosage needed
to achieve competence (Chan et al., 1998; Jin et al., 2019;
Kelley & Kelley, 2013; Levitt, 2002; Schlair et al., 2012).
Moreover, given the experimental design of this study, it
is unknown whether gains in active listening observed in
the STEPS 1.1 group (i.e., increased use of paraphrasing
and client-directed eye gaze) were maintained. It is critical
to determine whether participants in STEPS 1.1 maintain
improvements in active listening skills over time and how
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much exposure to STEPS 1.1 is necessary for maximum
and long-lasting effectiveness.

For clinical training, it would be interesting to iden-
tify the influence of clinical exposure to persons who stut-
ter through interactive video modules, such as in STEPS,
on participants’ clinical confidence and self-perceived com-
petence when working with persons who stutter, particu-
larly given the literature citing low self-reported confi-
dence and competence among SLPs with this population
(Byrd et al., 2020; Gabel, 2014; Kelly et al., 2020; Tellis
et al., 2008). It would also be helpful to compare the use
of counseling microskills following STEPS 1.1 to simple
instruction in a classroom setting in relation to both dem-
onstration and self-perceptions of comfort and confidence
in implementing these skills. The influence of opportuni-
ties such as STEPS on participants’ decisions to work with
those who stutter, and even specialize in stuttering later in
their career, should also be examined. Coalson et al.
(2016) reported that extensive exposure to child or adult
fluency clients (i.e., five clients or more) predicted later
self-reported specialization in fluency disorders. However,
it is unknown whether simulated exposure, such as that
provided through STEPS, is as effective as in-person expo-
sure. Future studies should investigate the influence of
STEPS (1.1. and additional modules) on clinicians’ post-
graduation specialization in fluency disorders, with an
emphasis on the appropriate dosage needed to signifi-
cantly increase participants’ desires to provide services to
those who stutter, or even specialize in stuttering.

Additionally, future studies should investigate the
use of the STEPS training approach for improving more
advanced counseling skills, such as information giving,
relaying a diagnosis of stuttering, counseling persons who
stutter on avoidance behaviors, and rectifying common
misconceptions about stuttering. The effectiveness of
STEPS for improving these skills should be examined not
only immediately following intervention but also over
time.
Conclusions

This study provides pilot data supporting the use of
brief intervention via the STEPS 1.1 program to improve
preservice SLPS’ use of client-directed eye gaze and
paraphrasing and active listening skills that have been
shown to predict perceived clinical empathy and increase
assessment and treatment effectiveness. Future studies
should determine whether gains following participation in
STEPS 1.1 are maintained over time, recruit larger and
more diverse participant samples, test other modules of
STEPS, and identify the effectiveness of STEPS 1.1 and
all of STEPS’ components across critical competencies
related to assessing and treating persons who stutter.
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Data Availability Statement

The authors are actively collaborating with our institu-
tion’s department of research data services to develop a pub-
licly available website for the Arthur M. Blank Center for
Stuttering Education and Research, the expressed purpose
of which will be to share (a) data sets, (b) published articles,
and (c) professional posters and presentations. A prototype
of this website may be found at https://moody.utexas.edu/
centers/lang-stuttering-institute/stuttering-research-resources,
with a more full-scale rollout of the website targeted for Jan-
uary 1, 2023.
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