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A Hierarchy of Therapeutic Cueing for Language Stimulation 

Betsy Cutler Schreiber, MMSci

 Our approach can help someone whose communicative abilities have been limited due to accident or disease by developing self-cueing strategies to facilitate communication.  With self-cueing, we can find ways to help clients function again as best as they can.   

So think pragmatically, think in terms of solutions and think of how the therapy process can be FUN.  

Keeping in mind that the ultimate goal of therapy is to improve functionality of the client as much as possible, there are several parts to an effective therapy plan:

1.  Fostering conversation using what ever means necessary, (writing, gesture, pictures)

2. Stimulating language via all modalities, 

3. Improving oral motor functioning in regards to speech and eating/swallowing while

 
 normalizing general muscle tone and relaxation, 

4. Developing skills to improve  communication independently, practicing functional activities such as phone, ordering, making appointments, greetings, reading the newspaper, writing on a calendar, signing or filling out forms,  using a tape recorder for music or books on tape, to name a few.   

Along with the goals we establish for our clients, we must always be evaluating their behavior and trying new materials and approaches to facilitate language. Each client is unique, so we must learn to be good observers of behavior and good listeners. 

· All stimuli and behaviors can be placed on an imaginary linear continuum, from easy to hard and from simple to complex. . 

As we converse with others, we derive cues from the environment and from the people we are speaking with. (That is part of the reason why conversation amongst the adult neurologically language impaired looks better than when we test them by looking for specific words and longer utterances.) 

· Our goal with cueing is to develop SELF-cues. 

When the client leaves the therapy room, we want him or her to be able to use their own skills, rather than rely on others. Since they may not be able to develop their own means of self-cueing, we include self-cue skill development as part of the therapy plan.  The client may or may not have the ability to provide his or her own cues, yet. But through out the therapy and rehabilitation process, we work toward the various ways of self-cuing, such as writing, gesturing, drawing pictures, and talking about the item or activity with words that are available. 

 I am attempting to establish a hierarchy of cueing levels, which are less intrusive, more like conversation or truly generated entirely by the client.  In this model, I have used “ oral conversation” as a communication modality, but this idea of hierarchy can be applied to writing, reading and listening in a variety of cognitive and linguistic situations in which the language-impaired adult may wish to engage.

The cues are listed from the most independent for the very high functioning, to imitation for someone who has severe difficutlies, which would be the most dependent cue. The list is by no means linear but will generally go from complex and independent to simple and most dependent. 

If you have another idea about self cuing that you wish to add, please feel free to do so keeping along these lines.  Be careful to move slowly, speak slower and clearer, but naturally.

1. Self correcting: (error recognition is a very good prognostic sign)

a.) The client hears him or herself say a word, hears that it is an error and fixes it orally.

b) The client says the word, the listener shows that it is not understood, the client reads the facial expression and fixes it, or says it again to clarify

c) The client recognizes the error and tries to fix it but uses writing the word or the first letter to get it correct.

d) Client uses gestures to get it correct.

e) Client uses categorization or circumlocution to find the word he is looking for.

2) Clinician or Listener Assisted: (here the client knows he made a mistake, but can’t help himself and looks others to do so

a) The clinician first guides them to use the above means of cueing if the client can write or figure out the word with categorization. The clinician will say, “ Can you write it? Can you draw it? What do you do with it;” show me”, requesting a gesture.

b) If the client 
is unable to do the above, and they get frustrated, the stress will make word finding more difficult, so I don’t belabor the self-cueing. If I can figure out the word they want, I will help them say it with sentence completion, giving them the first sound or simply have them imitate the word as best as they can. During diagnostic therapy, which is often a part of the therapy plan, I look for the modality that can serve the client best. Sometimes, they might initially do better with categorization, but as they improve, they may begin to write a little. At no time do I continue to frustrate them, stress reduces the chances that they will succeed.
      Clinician or Listener assisted cues are like this:

First, talk about the object or activity, Use gestures too. (it’s a baseball game) You can say, “ do you play like this with a ball?” and you can mimic swinging a bat.

Next, If they cant get it, give them a short phrase that is common,                                             “on TV you watch ______.”

Next, Write the word, let them read it themselves,  

At the end, you can give them a sound or just say the word and let them repeat it. 

For the most, a simple first sound will help, but know that it is natural to have an active listener help the talker, but not therapeutic.

  Always be working toward independence in cueing, talking about it, writing it, gesturing the activity.  Its ok to put it aside or say, “lets come back to this later” In this instance, we let the client lead us to determine how much or how slowly/quickly we should go. Health, intelligence and overall personality may have an effect on the speed of the rehab and learning. Keep it positive and always moving toward independence no matter the communicative level.

