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ABSTRACT

An abstract of the thesis of Deborah Ellen Anderson for the Master of Science in
Speech Communication: Speech and Hearing Science presented June 6, 1996.

Title:

Parental Perceptions of the Efficacy of Clinical Intervention for Speech-

Language Disorders at Portland State University's Speech and Language Clinic.

The purpose of this study was to investigate the survey as a method of
assessing client satisfaction with clinical services and to then assess parental satisfaction
of clinical services at Portland State University's language clinic using the survey
method. The survey asked questions regarding the parents' perceived benefits from the
clinic, their perception of the skills of the clinicians who served their children, and the
parents' perception of the clinical atmosphere.
Eighty-five Consumer Satisfaction Surveys were mailed to 81 parents of
children receiving services at Portland State University Speech-Language Clinic
between the years 1987 and 1994. Eleven surveys were returned, all containing a
signed consent letter, representing a 13% rate. Determining the cause behind the poor
response rate for this particular survey was not difficult. No surveys were returned
from the years 1987 through 1989. The highest percentage of return was from the year
1994 (38% ), indicating that higher response rates were achieved if the client was polled
within 1 year of using clinical services. To further substantiate this conclusion, two of
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the parents contacted by telephone refused to participate in the survey, and gave length
of time as the reason behind their refusal. The overall response to the survey was
positive, indicating a high rate of satisfaction among the survey respondents with the
services provided at the Portland State University Speech-Language clinic.
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CHAPTER I
INTRODUCTION AND STATEMENT OF PURPOSE
Introduction
Research into communication disorders and the physiology of the speech and
hearing mechanism is resulting in a greater understanding of the functioning of
normal and disordered communication. This research includes all areas of
communication such as etiology, diagnosis and assessment, and treatment strategies.
A relatively new branch of research encompasses the area of clinical effectiveness
and patient outcomes. This type of research investigates the overall effectiveness of
programs and is appropriately named program evaluation research. The purpose,
according to Fink ( 1993 ), is to "provide information on the effectiveness of projects
so as to optimize the outcomes, efficiency and quality of health care" (p. 2).
Fink ( 1993) referred to five areas that can be assessed with a program
evaluation. These are the program merits, program objectives and activities,
program outcomes, program impact, and program expenses and costs. This study
was concerned with the area of program outcomes. Outcomes research originated in
the manufacturing industries early in this century when consumers began inspecting
products made in factories (Ellis, 1988). As these inspectors were gradually
employed by the industries themselves, the beginning of a concern with the end
product of a process was initiated (Ellis, 1988).
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Williamson, Hudson, and Nevins (1982) recognized a parallel development
of outcomes research in the history of the medical profession. They stated the
concept of quality assurance in the medical profession is related to third party
payments. Historically, the medical profession has regarded medical care as a
transaction between physician and patient. There were codes and policies regarding
delivery of medical care and payment rates set up by some governments and by the
profession itself Providing medical services to the poor was not covered in the
policies. In Europe, churches paid for services to the poor on an individual basis.
The concept of third party payment was born during American colonial times when
local governments began to provide services to the poor by establishing charitable
trusts (Williamson et al., 1982). As government programs increased in size and
scope, it became necessary to validate the effectiveness of programs, and in 1972,
the concept of the Professional Standards Review Organizations (PSROs) was
developed (Williamson et al., 1982).

It was out of this concept that quality assurance in the form of patient
outcomes research developed. While at first PSROs evaluated programs by
reviewing objective data (charts, records etc.), consumer influence created a demand
to include the evaluation of the patients' perceptions of the effectiveness of the
program (Ellis, 1988). Williamson (1978) said in reference to linking process to
outcomes, "quality assurance requires documentation of its [the program's] value to
the patient or to a larger social group such as the family, community or nation" (p.
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8).
Patient outcomes research encompasses many different areas. In the field of
speech-language pathology, the efficacy of individual treatments, of group as
opposed to individual sessions, of clinician as opposed to client-directed approaches,
as well as of entire clinical programs (e.g., private and university) can be studied
using objective measures such as test scores before and after treatment. Client
satisfaction with the services or treatment received is an area of outcomes research
that is more difficult to quantify.
Press (1994) said, "Patients are the experts when it comes to judging the
quality of care from the recipients' standpoint" (p. 60). Even though traditional
research tends to rely heavily upon objective measures, soft data such as patient
perceptions have a valuable contribution to outcomes research. Fink ( 1993)
regarded these qualitative data as providing one way to gauge the outcome of a
program in the absence of, or in addition to, more objective forms of data.
Patient surveys are one method to determine technical problems as well as
patient satisfaction with clinical services (Ellis, 1988). The American Dietetic
Association has successfully used patient satisfaction surveys to assess patients
perceptions regarding the technical and interpersonal aspects of a service (Dube,
Trudeau, & Belanger, 1994). In the field of speech-language pathology, the
American Speech-Language-Hearing Association (ASHA) has recently developed a
survey that assesses clients' satisfaction with clinical services (see Appendix A). The

4
ASHA survey assesses clients' perceptions concerning the clinical environment, the
satisfaction of the client with the service providers and support personnel, as well as
the clients' perceptions regarding treatment effectiveness and its usefulness in the
clients' everyday life.
Statement of Purpose
This study examined parent perceptions regarding the effectiveness of
services at Portland State University's language clinic. The research questions asked
by this study were: (a) Did the parent feel their child benefited from services at the
clinic? (b) Did the parents feel that the clinicians were knowledgeable and qualified
to serve their children? and (c) Did the parents feel that the clinical atmosphere was
set up to suit the needs of their children? The ASHA survey was used in this study
to evaluate parents' perceptions of the quality of service provided by the Portland
State University Speech-Language and Hearing Clinic.

CHAPTER II
REVIEW OF THE LITERATURE
The focus of this review of the literature is definitions of health care
outcomes and quality assurance, the need for quality assurance research, methods of
documenting quality assurance with a focus on client perceptions of clinical efficacy,
and issues surrounding the use of surveys to measure client perceptions.
Definition of Health Care Outcomes
Barr and Williamson (1982) defined health care outcomes as "those
characteristics of patient, health problems, providers, or the care process that result
from care interventions as measured at one point in time" (p. 113). Fink ( 1993)
defined outcomes as "the consequences of participating in a program such as health
status or emotional well-being" (p. 115). She further defined an outcome measure or
indicator as a synonym for outcome. For example, the results of a posttest would be
considered an outcome measure, that is, an outcome.
Williamson (1978) attributed the current definition of outcomes to
Donabedian and his report that differentiated between the processes, structures, and
outcomes revolving around patient care. Originally, Donabedian restricted his
definition of outcomes to those aspects of health care concerning recovery,
restoration of function, and survival (in Williamson, 1978). White (in Williamson,
1978) included the aspect of patient dissatisfaction within his definition of negative
outcomes. Williamson (1978) cautioned that outcomes should not be limited in their
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application as the health care field is evolving and the concepts surrounding
outcomes will also evolve.
Definition of Quality Assurance
Ellis ( 1988) defined quality as "that which gives complete customer
satisfaction" (p. 7). He further defined assurance as "making sure" (p. 8). The
combined definition stated: "Quality assurance is making sure that quality is
maintained" (p. 8). Williamson (1978) considered quality assurance as being relative
and not absolute, that is, an outcome may be perceived differently by different
groups of people. For example, intervention to correct an accent may be perceived
by the client as valuable, but perceived by the client's family as denying their culture.
The components of quality assurance are given by Williamson (1978) as the
classic evaluation indicators of efficacy, effectiveness, and efficiency. Williamson
defined efficacy as the extent to which intervention can be shown to be beneficial
under ideal conditions, while effectiveness is concerned with the actual benefits
derived in a clinical setting. Efficiency is then seen as the cost factor of the actual
benefits received. It was his premise that operational definitions are required to
maintain consistency in the field of quality assurance. Unfortunately, not all agree
with Williamson concerning the definitions of quality assurance and this
disagreement has hindered the establishment of a common method of measuring
quality assurance.
While Williamson (1978) defined quality assurance as consisting of three
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components (i.e., efficacy, effectiveness, and efficiency), Goldberg (1993) did not
break his definition down into component parts. Goldberg defined efficacy as
proving that treatment works, the client is getting better, and the client is
functioning at a higher level than before receiving treatment. In the area of clinical
research, Olswang (1990) defined treatment efficacy in terms of patient outcomes or
how well a certain treatment works. Olswang' s definition is similar to Williamson's
(1978) definition of effectiveness. King, Morris, and Fitz-Gibbon (1987) considered
the efficacy of clinical programs in terms of achievement of program objectives as
well as the attitudes and accomplishments of the program participants. This
definition encompasses Williamson's ( 1978) definitions of efficacy and effectiveness,
but does not address the issue of efficiency.
For the purposes of this study, the term quality assurance will incorporate
Williamson's (1978) definition that includes the components of efficacy,
effectiveness, and efficiency. It is hoped that in the future, as these types of studies
become more common, an agreement among disciplines on definitions of common
terms will be reached. As can be seen from the above discussion, there is a wide
variety of definitions for the term quality assurance. Without a common
terminology, quality assurance research becomes more difficult.
The Need for Quality Assurance Studies
Quality assurance studies are needed in all areas of the health care field in
order to ensure that the patient is receiving the best possible care. Cornett and
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Chabon (1988) noted that, in the past few years, the health care industry has been
concerned with cost containment. This concern has led to a need within the health
care community to document the value of services provided to the client. This
documentation should contain, according to Cornett & Chabon (1988), ways to
"define quality, identify appropriate types and levels of care, devising ways to
measure the quality of health-care services, and provide convincing utilization data"
(p. 137).

Williamson et al. (1982) stated that the American consumer has become
more concerned with the quality of care, the efficacy of some common medical
procedures, as well as the side effects of widely used drugs. Cost containment and
the efficient use of monetary resources are also of concern to the consumer,
according to Williamson et al. (1982). Williamson (1978) pointed to the growth of
self-help groups, as well as the popularity of alternative medical practices, as
evidence the public is less than satisfied with current medical practices. Creating
effective quality assurance studies will improve the efficiency and effectiveness of
current medical care (Williamson et al., 1982).
Williamson et al. (1982) suggested that studying the efficacy of a program or
intervention is only the beginning of the process. After the quality assurance team
documents evidence of a program's effectiveness, the next step is to design a study
to confirm the results and chart the variables that may have contributed to the
success of the program. This process will contribute to the growing data base of
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efficacy studies and will eventually lead to uniform methods to evaluate quality
assurance effectively.
Goldberg ( 1993) stated the professional integrity of the field of speechlanguage pathology requires the treatment delivered to be the best possible, and that
means using procedures that are tested and validated. To provide the best possible
treatment, efficacy studies of different treatment approaches are required, and these
types of studies have increased in the past 10 years (Miller, 1991). Vetter (as cited
in Miller, 1991) urged more efficacy studies of treatment methods to provide
justification for intervention services.
Efficacy studies are also necessary in the area of accountability.
Accountability, as defined by Olswang (1990), is the documenting of all areas of
client contact. Efficacy studies are a part of accountability in that they document the
effectiveness, efficiency, and effects of treatment (Olswang, 1990). Ellis (1988)
noted the third party payment system in America is requiring evidence of
intervention effectiveness as justification for payment. As resources become more
scarce, justifying treatment effectiveness may be one way of ensuring funding for
programs. As mentioned previously, third party providers are requiring more
accountability from service providers. Accurate record keeping by the clinician
documents patient improvement, thereby documenting the efficacy of intervention,
and fulfills part of the requirements for accountability. These records, according to
Zampella and Blake (1992), should be considered therapeutic tools and not an
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unnecessary bureaucratic encumbrance. The speech-language pathologist should
have a record keeping system that includes demographic information, diagnosis,
clinical history, goals and objectives, formal agreement between clinician and client,
and outcome measures and perceptions (Zampella & Blake, 1992). In this way, each
clinician contributes to the gathering of efficacy data while establishing the
documentation necessary for business purposes.
Methods of Documenting Quality Assurance
Efficacy studies can be carried out in various ways. King et al. (1987) and
Suchman ( 1967) developed program evaluations to assess the efficacy of clinical
programs. Program evaluations assess various aspects of an intervention or program
and encompass the following areas: (a) the extent to which the program achieved its
stated goals and objectives; (b) the characteristics of the individuals who provide the
services; (c) the characteristics of the people who received the services and the
effectiveness of the program as perceived by the consumers; ( d) the features of the
program that were most successful; ( e) the impact of costs of the program as well as
the social, political, and economic factors that may have influenced the outcomes
(Fink, 1993).
Fink ( 1993) addressed the issues of setting standards for evaluations that
would provide the evidence necessary to prove a programs effectiveness. One
method to evaluate the effectiveness of a program is to gather testimony from the
actual consumers of the program as to their perceived satisfaction with the program.
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To acquire this information, self-administered questionnaires can be used to
document the perceived benefits of the program. Self-administered questionnaires
are a form of survey that ask the participants to answer questions or respond to
items (Fink, 1993). Kleinsorge and Koeing (1991) used questionnaires to gather
information about consumer satisfaction. The American Dietetic Association relies
upon questionnaires to document consumer satisfaction with hospital food service
(Dube et al., 1994). Dube and colleagues mentioned that interpersonal aspects
(client perceptions of the quality of service rendered, the expertise of the
professionals providing the service, the location and atmosphere of the clinic or
office, as well as the relationship between client and service provider) of a service
have been measured successfully by many different types of services such as medical
and commodity services. These surveys then can be considered a valid method of
determining quality of service from the consumers point of view even though the
perceptions being rated are not scientifically objectified. As Press (1994) said, "Of
all outcome indicators, patient satisfaction reflects the broadest range of experience
with the entire institution" (p. 60).
Issues Surrounding the Use of Surveys
The validity of consumer perceptions is of concern when using a survey to
measure attitudes. While Williams (1994) questioned if consumer satisfaction
surveys really measure patient satisfaction, he acknowledged the importance of the
patients' evaluation in quality assurance measures. Donabedian ( in Williams, 1994)
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stressed the importance of client satisfaction as a measure of quality, as the client is
the ultimate authority on whether or not the provider met the client's expectations.
However, until the advent of a questionnaire that, by Williams' standards, is based
upon a body of knowledge relating to the patient's ability to evaluate a program's
effectiveness and also the process of how patients evaluate a program, we must rely
upon those questionnaires that are dependent upon "common sense, but unproven
assumptions" (Williams, 1994, p. 515).
Consumer bias is another issue surrounding the survey. Sudman and
Bradburn (1982) hypothesized that people answer surveys because they like to and
their reward is a type of psychic gratification. As people tend to want others to think
positively about them, Sudman and Bradburn suggested respondents may answer
questions in a positive manner thereby introducing bias into the survey. The best
method to handle this situation, according to Sudman and Bradburn, is to choose
questions that are similar to questions in other surveys and then compare the results
across studies. McDowell and Newell (1987) addressed the issue of bias in surveys
by offering two alternatives. One is to assume the perceptions of the people involved
are valid at the time of the survey. Since subjective judgments cannot be determined
by observation or objective measurement, the biases do not threaten the validity of
the survey. The other method requires a completion of a questionnaire by someone
other than, but familiar with, the respondent which can then be compared to the
respondent's perceptions.

(
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The issue of what type of response scale to use in the questionnaire is also
important. Sheatsley (1983) suggested a response scale that allows for more than
two response categories as people will tend to choose a positive response over a
negative one if they only have two choices. An ordinal response scale such as the
Likert Scale (Aday, 1989) is appropriate for use in surveys when respondents are
asked to rate attitudinal statements. This allows for more freedom of expression.
Issues of how to present the codes, such as having the positive choice first,
or having the greater number associated with the positive response or vice versa,
must be addressed when developing the scale (Sheatsley, 1983). McDowell and
Newall (1987) suggested that this be left up to the preference of the developer while
Sudman and Bradburn (1982) chose to start the scale with the least socially
desirable response so that the respondent will read all the responses before choosing
their answer. There is no agreement within the field as to the efficacy of either
method. Designing a survey that is valid and reliable is a complex undertaking. The
art of question development is probably the most complex part of the survey design
(Sudman & Bradburn, 1982). Fink (1993) listed several steps questionnaire
designers need to consider in designing the survey, including: (a) asking the right
questions, (b) asking the right people in the right way, (c) issues of cost and retrieval
of the questionnaires, and ( d) format and question design.
Another issue in survey design and use is that of response rate. Dillman
( 1983) devised a method to increase the rate of response of mail surveys. This
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involved sending out the original survey, waiting a set amount of time and then
sending out follow-up post cards to remind the participant to send in the survey.
Cover letters that explain the importance of the subject's participation also increased
response rates. Dillman (1983) also suggested that first class postage be used for
sending out the survey and for the follow-up postcards as studies showed this
tended to increase the response rate. Alwin (1977) suggested the use of telephone
follow-ups to increase response rate and reduce costs. These follow-up telephone
calls should be made between the 12th and 16th day after the return of the first
survey in order to optimize return rates (Alwin, 1977). Sudman (1967) also
suggested that the use of telephone follow-ups tended to increase response rates
while saving time and the expense of a second mailing.
Surveys in Speech Pathology
In 1972, Eisenstadt interviewed parents of language disordered children to
determine parental satisfaction with services rendered. Eisenstadt' s goal was to
determine if parents felt they were informed about the treatment process, if they
were informed about methods to prepare the child for the treatment process, and
ways they, the parents, could help to generalize treatment to the home. Eisenstadt
found that parents were satisfied with the treatment process as a whole; however, he
noted the parents had some concerns about their role in the therapy process and
their ability to access and understand what was occurring with their child. While
Eisenstadt did not conduct a survey as such, he did provide a rationale for
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evaluating the perceptions of parents regarding treatment issues. Eisenstadt stated,
"It is a truism that the physical and emotional well-being of the young patient is

often directly related to the physical and emotional status of the parent," (p. 9).
In 1994, ASHA did a follow-up study on consumers of the Consumer
Satisfaction Measure (CSM) to determine overall satisfaction with services provided
by speech-language pathologists. Results :from 11 hospital/rehab centers and 2
university clinics indicated an overall high satisfaction rating with services provided.
ASHA Reports (ASHA, 1995) stated, "results strongly indicate that at least
hundreds of consumers are getting the services they want :from a number of different
clinical programs" (p. 24).
A survey conducted at Portland State University in 1996 by Murphy also
resulted in high levels of parent satisfaction with services provided at the university
clinic. While the results of these surveys target different consumer groups, the one
result they have in common is a high level of satisfaction with services provided in
speech-language pathology.
Summary
As health care funds decrease, competition becomes more intense for a share

of the health care dollar. In order to prove the effectiveness of treatment, and
therefore justify payment for services rendered, outcome research is a necessary area
of study. Outcome research, in the health fields, covers many different areas,
however, the area of concern for this study is that of patient perception of the
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efficacy of treatment rendered.
Surveys are one useful way to gather and document outcome data
concerning patient perceptions of the quality of their care and the effectiveness of
the treatment received. Surveys create an additional area of research, that of the
development of a standardized instrument to measure subjective patient input. A
successful survey will have considered issues such as consumer bias, type of
response scale used, order of presentation of response codes, and methods to elicit
the greatest return rates.
Many areas of health care are utilizing surveys to measure consumer (or
patient) satisfaction with services provided. In 1989 ASHA developed a survey, the
Consumer Satisfaction Measure (CSM), to assist in the collection of data
concerning efficacy of treatment in a clinical setting. The focus of this instrument is
on adult clients and professional clinics; however, this survey was used for the
current study in order to meet one of the criteria of survey design: standardized
questions.

.....---

CHAPTER III
METHOD
Subjects
The subjects for this survey were 81 parents of 85 children who are language
disordered or delayed who had previously received service at the Portland State
University Speech-Language clinic.
The criteria for the selection of the subjects were:
1.

The subjects' children must have been enrolled in the PSU clinic

during the years of 1987 through 1994.
2.

The subjects' children completed at least one term in clinic.

Only those subjects who signed and returned an informed consent form (see
Appendix B) were included in the study.
Sixty-nine of the children were from the language only group, and 16 of the
children were from the articulation and language group. The mean age for all
children in the study was 4 years, 6 months, with a standard deviation of 1. 08 years
and a range of 2 years to 16 years of age. The mean length of time the children spent
in clinic was 1 year, 6 months with a standard deviation of. 7 years and a range of 2
to 7 years.
Instrument
Standardized measurement instruments were not available for parental
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perceptions of the efficacy of clinical intervention in a supervised clinical setting;
therefore, a questionnaire developed by ASHA, Consumer Satisfaction Measure
(CSM), (see Appendix A) that addresses client and parental perceptions was used in
this study. The CSM consisted of a self-mailing, one page questionnaire with
instructions for administration. There were 7 general areas covered in the survey
with 2 to 4 response items for each of the 7 areas. A question regarding the parents'
inclination to recommend the clinic to others as well as space for additional
comments was provided. The questions on the CSM were designed to elicit parental
perceptions about the efficacy of intervention as well as parental satisfaction with
the procedures in the clinical setting. The components of the survey included
questions about:
1. The satisfaction with the clinical environment.
2. The timeliness and promptness of the staff.
3. The satisfaction of parents with clinicians, supervisors, and support staff.
4. Client outcome including generalization and duration of improvement.
The response codes are orthographic with the key listed above the questions
and are closed ended, meaning the respondents are required to choose from six
responses: (a) Strongly agree (SA), (b) ~(A), (c) Neutral (N), (d) Disagree
(D), (e) Strongly disagree (SD), and (e) Not applicable (NA). Respondents are
instructed to circle the response that best suited their perceptions. For this study a
consent form (see Appendix B) and a cover letter (see Appendix C) were included
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along with the questionnaire. As the questionnaire is designed to be answered from
the client's viewpoint, the cover letter also instructed the parents to answer the
questions as if they were the person receiving the service.
Validity
Internal validity as defined by Suchman (1967) refers to the use of question
types that have been used on other instruments to elicit the same type of
information. If the various indices used to measure a concept or an opinion are
highly interrelated, that measure will have a high internal validity (Suchman, 1967).
Given that definition, this instrument had a high internal validity in that it used the
same question types as that used by similar instruments, such as the Parent of Client
Rating Scale used by the Portland State Speech and Hearing clinic (see Appendix
D). As the CSM was commercially prepared by the national professional
organization, content validity was assumed to have been established by the authors
of the survey.
Procedures
Addressed and stamped envelopes were coded with the client's number. A
survey that was coded with the client's number, a coded consent form (see
Appendix B ), a cover letter (see Appendix C), and a self-addressed stamped
envelope for returning the surveys was mailed out to the potential participants. The
cover letter consisted of the following information:
1. An explanation of the survey and the purpose of the survey.
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2. A statement as to why the respondent's reply is important.
3. Assurances of confidentiality.
4. Instructions on how to fill out the survey.
5. A contact person to answer any questions they may have.
Three to five days after the original mailout, calls were made to 5 parents to
determine the clarity of the instructions. Vigderhous (1977) suggested that the
longer the time elapsed between the original mailout and the follow-up contact, the
less effective the follow-up contact will be. Alwin ( 1977) suggested that the most
effective way of increasing response rates and reducing costs is by using a
combination of telephone, mail, and personal interviews. To reduce costs and the
amount of time needed for completing the survey, this study used a telephone
follow-up as a reminder to the subject to return the survey. The telephone follow-up
was made 2 weeks from the day the first return came in (Alwin, 1977). Responses
were tracked by number codes. This information was used to determine the
respondents who needed the follow-up procedures. Anonymity was assured as no
space for a name was included on the questionnaire; however, a coding system was
used for identification and tracking purposes.
Data Entry and Analysis
Data were entered on a table using an IBM computer. The data were entered
according to question number and the response code circled for that number. No
response to a particular question was treated as a does not apply/unable to rate
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choice.
The written comments section was analyzed to determine the most common
observations made by the parents. These were listed separately in order of frequency
of occurrence.
Data were represented by descriptive statistical forms as the study involved
one group of respondents with no comparisons being made between this group and
other groups or studies. To address the three essential questions of this survey, the
responses were grouped according to the issue they addressed. Questions 2 and 7
(question group 1) addressed the first question posed in this study, that is, did the
client benefit from services at the clinic? Questions 4 and 6 (question group 2)
addressed the second question, that is, did the client feel that the clinicians were
knowledgeable and qualified to serve them? Questions 1, 3, and 5 (question group
3) addressed the last question posed by this study, that is, did the client feel that the
clinical atmosphere was set up to suit their needs?
A frequency distribution of the response groups was compiled to determine
the satisfaction level with that particular area. Results were displayed on a bar
'

graph. The mode for each question group was determined by the most frequent
response for each response category and displayed on a bar graph. Mean scores for
each item and the mean score for each question group were calculated. For this
analysis, the following numerical values were assigned to the five responses: (a) SA
= 5, (b) A= 4, (c) N = 3, (d) D = 2, (e) SD= 1. The NA responses were not

CHAPTER IV
RESULTS AND DISCUSSION
Results
Return Rates
Preliminary to reporting the findings, data regarding the survey return rates are
presented. Eighty-five Consumer Satisfaction Surveys were mailed out to 81 parents
(with 4 parents receiving 2 surveys each as they had two children in clinic during the
designated years) of children receiving services at Portland State University SpeechLanguage Clinic between the years 1987 and 1994. As there were not sufficient
language-only clients, 16 (out of the 85) surveys were sent to parents of children
receiving articulation and language treatment. Eleven surveys were returned, all
containing a signed consent letter, representing a 13% (11/85) return rate.
Out of the 85 surveys mailed out, 87% (74/85) were not returned, with 34%
(29/85) returned as undeliverable, and 53% (45/85) not returned (included 2 surveys
that were resent with new addresses and not returned.) Two weeks after the first
survey was mailed, follow-up telephone calls were made to all respondents whose
surveys were not returned (45/85), or who had surveys returned as undeliverable
(29/85). In the group of surveys returned as undeliverable, 32% (27/85) of the
respondents were unable to be contacted by telephone, 1% (1/85) returned the
survey after telephone contact, and 1% (1/85) did not send in the survey after
telephone contact.
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In the group of surveys not returned (45/85), 38% (32/85) were unable to be
contacted by telephone. Of the 13 contacted by telephone, 8% (7/85) did not send in
the survey after telephone contact, and 2% (2/85) declined to send in the survey due
to the time elapsed between their clinical experience and the survey request. Five
percent (4/85) of the respondents in this category stated they did not receive the
survey.
In both categories, undeliverable and not returned, 18% (15/85) of the 74 nonrespondents were contacted by telephone. Only 1% (1/85) of the surveys were
returned after telephone contact, 9% (8/85) were not returned, even though the
respondents acknowledged receiving them, with 2% (2/85) declining to send in the
survey as they felt their response would not be valid due to the amount of time
lapsed between their clinical experience and the receiving of the survey. Five percent
(4/85) stated they did not receive the survey. The remaining 69% (59/85) of the
respondents could not be reached by telephone as their telephone numbers were no
longer valid.
Survey Response
The Consumer Satisfaction Survey developed by ASHA contained two errors
that were not noticed at the time of mailout. Each survey category was followed by
two to four sub-questions pertaining to the category. Survey category 2 (see
Appendix A), contained an extra response code line for the survey category;
however, all respondents circled all three response code lines. Only the last two lines
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were used when calculating results. A second error occurred on survey category 6,
in that a response code line was left out for survey category 6A. Some respondents
wrote in a response and some did not, and this was taken into consideration when
the averages of each sub-question were determined.
The data analysis provided modes and means for each of the survey categories,
as well as overall averages for each of the research question categories. Strongly
agree

(SA),~

(A), neutral (N), non-applicable (NA), disagree (D) and strongly

disagree (SD) are the possible responses to the survey categories. Appendix E
delineates the respondents' actual answers to the seven questions and includes their
written responses. Questions two and six have been highlighted to remind the reader
they contain errors in the response code lines. There were no replies in the strongly
disagree area, so this response choice was not utilized. There were 231 responses
possible (7 categories with 21 sub-questions); with the missing response code lines
taken into consideration (Category 6), 221 responses (from the 11 surveys returned)
were received. Overall, 60% (133/221) of the responses fell in the strongly agree
area. 31 % ( 69/221) in the agree area, 4% (9/221 ), in the neutral area, 1% (3/221) in
the non-applicable area, 3% (6/221) in the disagree area, and as stated before, no
responses fell in the strongly disagree area. The overall mean rating on the survey
was 4.4 on a 5-point scale.
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Research Question 1
Survey category number 7 addressed the first research question: Did the client
benefit from services at the clinic? The modal response for research question 1 was

SA. The mean response on the 5-point rating scale was 4.6. Figure 1 provides the
frequency distribution for items pertaining to the first research question. Survey
category number 7 stated: We respect and value your comments. Survey item 7A
asked the parents if they felt that overall the program services were satisfactory, and
82% (9/11) of the respondents replied in the two agree categories (73% SA, 9% A).
Eighteen percent (2/11) responded in the N category. The mean rating was 4.5.
Survey item 7B inquired if the parents would seek the services at the Portland State
Speech-Language Clinic again, with 91 % (10/11) of the parents indicating they
would use the clinic again (64% SA, 27% A) and only 9% (1/11) replying in the N
category. The mean rating was 4.5 Survey item 7C asked ifthe parents would
recommend the clinical services to others and 100% (11/11) indicated they would
recommend the clinical service to others (73% SA, 27% A). The mean rating was
4.7.
In summary, 90% (30/33) of the total responses were in the two agree
categories with 70% of the responses in the SA category and 21 % were A, and 9%
(3/33) of the responses were in the N category; no responses were in the D
category. SA was the modal response for all sub-questions in this category and the
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Figure 1. Frequency Distribution for survey
item related to research question 1 : Did the
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Questions:
7a = Overall the program services were satisfactory
7b =I would seek your services again if needed
7c = I would recommend your services to others
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mean rating was 4.6, suggesting that the majority of the parents felt that their child
did benefit from services at the clinic.
Research Question 2
Survey category number 4 addressed the second research question: Did the
clients feel the clinicians were knowledgeable and qualified to serve them? The
modal response for the second research question, was SA. The mean rating was 4. 6
on a 5-point scale. Figure 2 provides the frequency distribution for survey categories
pertaining to the second research question. Survey category number 4 stated: Q:w:
Speech-Language Pathology and Audiology staff are highly trained and qualified to
serve you.
For survey item 4A, My clinician was prepared and organized, 100% (11/11) of
the parents responded that they felt their clinicians were prepared and well
organized (82% SA, 18% A). The mean rating was 4.5. Survey category 4B asked
parents if procedures were explained to them in a manner they could understand,
and 82% (9/11) indicated they understood the explanations of the clinicians (55%
SA, 27% A). Eighteen percent (2/11) of the parents replied with neutral responses.
The mean rating was 4. 5. Survey category 4C, My clinician was experienced and
knowledgeable, received 82% (9/11) responses in the two agree categories (64%
SA, 18% A), 9% (1/11) NA responses, 9% (1/11) responses in the D category and

3% in the NA category. The mean rating was 4. 4.
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Modal responses for each of the three sub-items was SA. Overall, 67% (22/33)
of the responses fell in the SA category, 18% (6/33) in the A category, 9% (3/33) in
the N category, and 3% (1/33) in the D category. The mean rating was 4.6.
Research Question 3 ·
Survey categories number 1, 3 and 5 addressed the third research question: Did
the client feel the clinical atmosphere was set up to serve them? The modal
response for research question 3 was strongly agree (see Figure 3 for frequency
distributions for all three sub-items).
Survey category 1, It is important that we see you in a timely manner, received
an overall modal response of SA. Both 1A, My appointments were scheduled in a
reasonable period of time, and lB, I was seen on time for my scheduled
appointments, received 100% (22/22)of the responses in the two agree catgories
(Research question lA received 73% SA and 27% A; lB received 82% SA and
18% A). The mean rating was 4.7 for IA and 4.8 for lB with a combined rating of
4.8.
You are important to us; we are here to work with you, survey category 3, had
an overall modal response of SA. Item 3 A, concerning the attitudes of the support
staff, (The support staff who served me were courteous and pleasant), received
100% (11/11) in the two agree categories (64% SA, 36 % A). The mean rating was
4.6. Item 3B, The clinician who served me was courteous and pleasant, also
received 100% positive responses from the parents (55% SA, 45% A). The mean
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Figure 3. Frequency distribution for survey
items related to research question 3: Did the
client feel the clinical atmosphere was set up
to suit their needs?

Questions:

la= My appointments were scheduled in a reasonable period of time
1b = I was seen on time for my scheduled appointments
Ja = The support staff who served me was courteous and pleasant
Jb = The clinician who served me was courteous and pleasant
Jc = Staff considered my special needs
Jd = Staff included my family or other persons important to me in the
services provided
5a =Health and safety precautions were taken when serving me
5b = The environment was clean and pleasant
5c = The environment was quiet and distraction free
5d = The building and speech-language pathology services were easy to
get in
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rating was 4.5. Item 3C, Staff considered my special needs, received 91% (10/11)
positive responses (SS% £A, 36% A), with one parent (9%) responding in the NA
category. The mean rating for 3C was 4.S. All the parents (11/11) responded in the
two agree categories (73% SA, 27% A) category to item 3D, Staff included my
family or other persons important to me in the services provided. The mean rating
was 4.7.
Survey category 5 was concerned with the clinical environment and stated:

ltis

important that our environment is secure, comfortable, attractive, distraction-free,
and easy to reach. The overall modal response for this question was SA and the
mean rating was 4. 4. See Figure 3 for frequency distributions for survey category 5.
Ninety-one percent (10/11) of the parents responded in the two agree categories

(64% SA and 27% A) to survey category 5A, Health and safety precautions were
taken when serving me. One parent (9%) replied in the D category and commented
pertaining to the toys shared among children without sterilization. The mean rating
was 4.8. Item SB, The environment was clean and pleasant, received 100% (11111)
positive responses (55% SA, 45% A) from the parents using the clinic. The mean
rating was 4.5. One hundred percent (11/11) of the parents also agreed (64% £A,
and 36% A): The environment was quiet and free of distraction, survey category

SC. The mean rating was 4.6.
Item SD, The building and treatment areas were easy to get to, received 73%

(8/11) positive responses (18% SA, 55% A) and 27% (3/11) D responses. The mean
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rating was 3. 6. One parent stated in the comment section that parking and stairs
were a particular difficulty. The overall modal response for items 1, 3 and 5 was SA,
with individual sub-items in this group also receiving a modal response of SA.
In summary, survey categories 1, 3 and 5 addressed the issue of the client's
perception of the clinical atmosphere, and overall received 95% (105/110) in the
two agree categories (60% SA, 35% A), and 4% (4/105) in the ll category. One
percent (1/105) replied in the N category. These results suggest that the majority of
the parents who utilized the Portland State University Speech and Language clinic
were satisfied with the clinical services and the clinicians who served them.
Discussion
Demographics
In order to examine probable contributing factors for the poor response rate for
this survey, the amount of time lapsed since the clients were entered in the Portland
State University Speech and Language clinic was determined for those who did not
return the survey as compared to those who did. Age ranges of the respondent's
children upon entering clinic and exiting clinic was also examined as well as
response rates for two groups of subjects, those children receiving language
treatment and those children receiving articulation and language and treatment.
In the respondent group, the average age for language clients upon entering
clinic was 4 years, 1 month and 3 years, 6 months for articulation and language
clients, with an overall average of 4 years. The average exit age was 5 years for
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language clients, 6 years for articulation and language clients with an overall average
of 8 years, 3 months. Total time of enrollment in clinic for both groups averaged 2
years 3 months each, with an overall average of 2 years 3 months. The average
amount of time since the clinical service ended was 2 years 4 months for the
language group, 3 years for the articulation and language group with an overall
average of 2 years 5 months (see Appendix E). Nineteen percent (3/16) of the
parents of the children receiving articulation and language treatment returned the
surveys compared to 11 % (8/69) of the parents of those children only receiving
language treatment.
In the non-respondent group, average age upon entering clinic was 4 years 4
months for the language group, 6 years 1 month for the articulation and language
group, and 4 years 7 months for the combined group. Exit ages averaged 5 years 8
months for the language group, 8 years 5 months for the articulation and language
groups with an overall average of 6 years 3 months. Total years spent in clinic for
the language group was 1 year 8 months, 2 years 5 months for the articulation and
language group and 1year9 months for the combined group. The average amount
of time since the clinical service ended was 4 years 6 months for the language group,
2 years 9 months for the articulation and language group with an overall average of
4 years 3 months (Appendix F). Table 1 displays data regarding the age ranges of
respondent and non-respondent children upon entry into clinic and exit from clinic as
well as the years the groups entered and exited clinic.

35
Table I
Respondent and Non-Respondent Children: Means and Ranges of Age Upon Entry
and Exit in Clinic, Years Entered and Exited Clinic

Age in years
entering clinic
Mean (range)

Age in years
leaving clinic
Mean (range)

Year entered
clinic
Mode {range)

Year exited
clinic
Mode (range)

Time elapsed
since dismissed
Mode (range)

Language

4:1
(3-5)

5
(4-9)

1990
(1988-1993)

1992
(1990-1994)

2 years 4
months
(1 to 5 years)

Articulation
and
language

3:6
(3-4)

6
(5-7)

1990
(1989-1990)

1992
(1991-1992)

3 years
(2 to 4 years)

4:0
(3-5)

6
(4-9)

1990
(1988-1993)

1992
(1990-1994)

2 years 7
months
(1 to 5 years)

Language

4:4
(2-10)

5:8
(2-11)

1989
(1987-1993)

1992
1987-1994

4 years 6
months
(1 to 8 years)

Articulation
and
language

6:1
(3-16)

8:5
(4-21)

1989
(1987-1993)

1992
(1989-1994)

2 years 9
months
(1 to 6 years)

4:7
(2-16)

6:3
(2-21)

1989
( 1987-1993)

1992
(1989-1994)

4 years 3
months
(I to 8 years)

Group

Respondents

Both groups

Non-respondents

Both groups

Further analysis of the respondent and non-respondent children's exit years,
(Table 2) indicates a higher percentage of respondents' children exited the clinic in
the years 1992 through 1994 than the non-respondents' children. No surveys were
returned from the parents of clients who were enrolled in clinic from the years 1987
through 1989 even though 30% (26/85) parents were polled from those years.
Twelve percent (10/85) of the surveys were sent to parents whose children ended
their clinical experience in 1990 with a 10% (1110) return for that year.
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Table 2
Percentage of Respondent and Non-respondent Exiting from Clinic by Year

Year

Respondent
(x/85)
%

Non-respondent
(x/85)
%

1987
1988
1989
1990
1991
1992
1993
1994

0
0
0
1
1
5
2
4

2
8
20
11
2
32
6

6

For 1991, 4% (3/85) of the surveys were sent out, with a 33% (1/3) return rate.
The majority of clients 3 7% (31/85) ended their clinical experience in 1992, yet only
13% (4/31) responses were received from those participating in that year. From the
year of 1993, 8% (7/85) of the parents were polled and 29% (2/7) responded to the
survey. Nine percent (8/85) of the parents were polled from 1994 and 38% (3/8)
returned their surveys.
The highest percentage ofreturn was from the year 1994, with 38% (3/8) of the
parents polled returning their surveys. It appears that the shorter the time lapse
between exiting the clinic and the initial request to rate the clinical services, the
higher the response rate. To substantiate this conclusion further, two
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of the parents contacted by telephone chose not to participate in the survey, and
gave length of time ("It was too long ago, I don't remember"; "I can't give accurate
answers because it was so long ago") as the reason for their not completing the
survey.
Eighty percent (59/74) of the non-participating respondents were unable to be
contacted by telephone as telephone forwarding service had been canceled. In other
words, only 30% (26/85) of the addresses and telephone numbers of the original
mailing list were valid. It is possible that a portion of the non-respondents' addresses
and telephone numbers were incorrectly recorded in the clinic files. Since the
majority of the non-respondents were in clinic before the year of 1993 (86% ), time
is likely a major factor in the high rate of non-response to the survey.
While the scope of this survey did not allow for an in-depth analysis of the
reasons behind the low response rate, the previous factors mentioned, that is, time
since exiting from clinic, and incorrect addresses and telephone numbers, indicate
the need to survey clinic clients within 6 months to I year of their clinic experience.
Address and telephone changes could be incorporated into the clinic records by
utilization of the mail and telephone forwarding services, thereby updating the files
of the clients who are no longer receiving clinical services. More importantly, clients
would be asked for their opinion while the clinical experience is still clear in their
minds.
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Survey
It is unfortunate that the survey itself was flawed. Valuable information was lost
as there was no consistency in the way the respondents replied to survey categories
2 and 6 that had the flawed answer codes. It was impossible to determine the
rationale behind the respondents' responses. It cannot be determined if the
respondents who did answer the flawed questions adjusted their replies to fit the
answer codes appropriately or if they replied to the question category and ignored
the questions. Therefore, incorporating these answers into the final data count
would skew the data and possibly provide misleading information to the reader.
One hundred percent (22/22) of the responses in survey category 2, It.is
important that you benefit from Speech-Language Pathology and/or Audiology
Services, were in the agree categories. The mean rating in survey category 6, It.is
important that we provide you with efficient and comprehensive services, the modal
response was A, 73% (16/22) of the parents' responses were in the SA/A categories
with the modal response being A. Eighteen percent (6/3 3) of the parents replied in
the NINA categories and 3% (1/33) of the parents replied in the D category. The
mean rating was 4. 7. These results suggest that the parents felt that they or their
children benefited from clinical services and that the clinical services they received
were appropriate and well managed.
The overall response to the survey was positive, indicating a high rate of
satisfaction with the services provided at the Portland State University Speech-
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Language clinic (Table 3). Combining the S.A and A categories and including survey
categories 2 and 6, 93% (213/231) of the responses indicated a positive response to
clinical services. Only 18 responses, 12 in the NINA categories (6 of these in survey
category 6) and 6 in the D category (only one from survey category 6) could be
considered a less than positive response, representing an overall 7% dissatisfaction
rate with services provided at the clinic. It is interesting to note that no responses
were received that fell in the Sil category. An analysis of the areas of clinic that
were not as satisfactory as could be desired shows that the majority ofD (Table 3)
responses (4/6) came in research question 3, Did the client feel that the clinicians
were knowledgeable and qualified to serve them? Out of the 5 D responses found in
survey categories 1,3,4,5 and 7, 3 fell in the answer group 5D (The building and
treatment areas were easy to get to). One respondent commented that "the parking
and stairs were somewhat difficult." Given that many of the clients coming to the
clinic have other children, this observation is understandable (Appendix G). Portland
State University is an urban college located in the heart of a large city. Parking is
somewhat difficult even though the clients are provided with parking passes. In
some cases, the parent may have to park on the upper levels of the parking structure
or park at a distance of 5 blocks from the clinic (in the 12th street structure). If the
client has other children or babies in strollers, diaper bags, etcetera, this can present
a challenge. A possible solution to the parking problem would be to assign a certain
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Table 3
Survey Response Totals Categorized by Research Question with Modal
Responses
For Each Item
Research Question 1: Did the client benefit from services at the clinic?
Survey Item

#2

#7

Totals

#SAIA

22

30

52

#NINA

0
-0
SA

3

3

#D

MODE

0

SA

55

Research Question 2: Did the clients feel the clinicians were knowledgeable and qualified to serve them?
Survey Item

#4

#6

Totals

#SAIA

29

21

#NINA

3

6

50
9

SA

SA

61/66*

#D

2

MODE

Research Question 3: Did the client feel the clinical atmosphere was set up to serve them?
Survey Item

#1

#3

#5

Totals

#SAIA

22

43

105

#NINA

0

40
0

#D

0

0

4

4

MODE

SA

SA

SA

llO

All Survey Items

Survey Items 1,3,4,5,7

Total Responses Received

231

176

SAIA

213

164

NINA

12

7

D

6

5

TOTALS

231

176

*The difference between the amount ofresponses received(28) and the amount ofresponses possible (33) resulted from the errors
in the response code lines for survey category 6.

number of parking spaces for clinic use only in a parking area located directly across
from the clinic building, providing easier access to the clinic. Additionally, the clinic
is located in the basement of Neuburger Hall, and although the clinic is accessible,
the elevator or stairs may potentially add to the parents difficulty, especially during
high traffic times.
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Another D response (see Table 3) was found in question 5A (Health and safety
precautions were taken when servina me). This client commented that the toys used
in clinic should be washed before other children handle them. This is a valid point,
and one that should be addressed by the clinicians. A box of antiseptic wipes kept
with the clinician could be used to disinfect the toys between use, and would take
very little of the clinician's time.
The fifth D response was found in research question 2, survey category 4C, My
clinician was experienced and knowledgeable. One parent marked D (Table 3).
Survey category 4, Our Speech-Lanauaae Pathology and Audiology staff are highly
trained and gualified to serve you, received 33% (4/12) of the less than desirable
responses (3 N, 1 D) and this could be related to the way the question was framed.
The question, as stated, refers to an established clinic rather than teaching clinic. In
the teaching environment, supervisors are watching and commenting on techniques
and procedures used by the clinicians, thereby reinforcing the perception that the
clinicians are not fully trained (which is the case). However, 88% (29/33), gave a
satisfactory rating for this question group, indicating that the student clinicians at
Portland State University are meeting the needs and perceptions of their clients and
their families.
Neutral responses were found in both survey categories 7 (three responses) and
4 (two responses). Of the three neutral responses found in survey category 7
(client's perceived benefits from clinic services), 2 were from question 7 A (Overall,
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the program services were satisfactory). One respondent commented that too much
time was spent on assessment and not enough time spent on improving the child's
skills. Another respondent stated that the child could have avoided some problems if
there had been a continuing program at the clinic. One neutral response came from
survey category 7B, I would seek your services again if needed. Again, the clinic is a
teaching clinic and can only provide a certain number and kind of service due to
time, personnel, and monetary constraints. As both of these respondents gave the
clinic an overall satisfactory rating, it appears they understand some of the
constraints placed upon a teaching program.
As stated previously, 2 N responses came from survey category 4, (client's
perception of the competency of the clinicians), 4C (Clinician was experienced and
knowledgeable) and one N response was found in this category. It would seem that
some of the respondents may have read the question as pertaining to practicing
speech-language pathologists and not to students.
Survey category 3, (You are important to us, we are here to work with you),
3C (Staff considered my special needs), received the other N response. Survey
categories 3A, 3B, and 3D all received SA responses. As there was only one
response of this type in this category, it appears the clinicians met the clients'
specific needs satisfactorily.
The results of this survey compare are in agreement with Murphy's findings
(1995). Murphy received a 90% positive response rate from parents of children
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receiving articulation, and articulation and language treatment from PSU Speech and
Hearing Clinic.
Overall, the response to the survey was satisfactory. As none of the respondents
replied with only one answer choice, it is reasonable to assume that the respondents
read each question and gave it some thought before choosing an answer code that
best suited their perceptions. It can then be stated that from the limited results of
this survey, the Portland State University Speech-Language Clinic has provided
satisfactory services in the areas of perceived benefit from services to children with
language disorders at the clinic, qualifications of the clinicians, and the overall
clinical environment.

CHAPTER V
SUMMARY AND IMPLICATIONS
Summary
The purpose of this study was to investigate the survey as a method of
assessing client satisfaction with clinical services and to then assess parental
satisfaction of clinical services at Portland State University's language clinic using
the survey method. The survey asked questions regarding the parents' perceived
benefits from the clinic, their perception of the skills of the clinicians who served
their children, and the parents' perception of the clinical atmosphere.
Eighty-five Consumer Satisfaction Surveys were mailed to 81 parents of
children receiving services at Portland State University Speech-Language Clinic
between the years 1987 and 1994. Eleven surveys were returned, all containing a
signed consent letter, representing a 13 % rate. Determining the cause behind the
poor response rate for this particular survey was not difficult. No surveys were
returned from the years 1987 through 1989. The highest percentage of return was
from the year 1994 (3 8%), indicating that higher response rates were achieved if the
client was polled within 1 year of using clinical services. To further substantiate this
conclusion, two of the parents contacted by telephone refused to participate in the
survey, and gave length of time as the reason behind their refusal. The overall
response to the survey was positive, indicating a high rate of satisfaction among the
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survey respondents with the services provided at the Portland State University
Speech-Language clinic.
Implications
The results of this survey are applicable to many different clinical and student
areas. As health care concepts change, we must, as a profession, change with them.
The increasing costs of health care are resulting in an environment that demands
accountability, not only from those who serve in the medical field, but also from
those who work in an educational environment. Even the previously untouchable
universities are now held accountable for the feasibility of their programs and
required to justify their expense or face closure of their programs.
In the face of this current economic crisis in health care, we as a profession
must demonstrate the efficacy of our treatments, in order to justify our existence to
those who control the distribution of health care money. The efficacy of treatment
must of necessity support the concept that what we do makes a definitive difference
in the course of the client's disorder. Part of that difference includes the perception
of the client towards the effectiveness of the treatment process. After all, if clients
are not satisfied with the services they have received, can it be said that the
treatment was truly effective?
Research Implications
Research in the area of speech-language pathology involves many different
ideas and interests. New treatment techniques, causes of disorders, interaction
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between mind and body, instrumentation to detect response times, and location of
nervous system stimulation are only a few of the areas being researched today.
However, the common factor in all research in the field is its eventual application to
human beings.
The development of reliable indicators of consumer satisfaction is an
important step in providing the kinds of services the client desires. New clinics could
poll the community and determine the types of services the clients are looking for;
established clinics could use consumer satisfaction measures to determine the quality
of service they are providing as well as the areas in need of improvement. All could
be contributors to a national database in which the data would be collated and
distributed in useful form. It would also allow for regional factors to be taken into
consideration. For example, do consumers in different areas of the country have
differing expectations concerning services received or clinical environments?
The survey itself presents a new area of research that has increasing potential
for the field of speech-language pathology. Where does one go to find a valid and
reliable instrument to determine client's perceptions about clinical services or to
determine the efficacy of treatment? One of the most important aspects of research
for the survey would be in developing a survey in the field of speech-language
pathology that would have sufficient reliability and validity to adequately measure
clinical outcomes. As has already been seen, the standardization of a survey
designed to assess a particular area is a science in itself. Standardized instruments
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and standardized questions, with documented validity and reliability studies,
covering a wide range of research and clinical services would be invaluable in
providing necessary information to researchers and clinicians alike.
The ASHA survey is a beginning step in the process of developing a survey
instrument specifically designed for the field of speech-language pathology.
However, as Montgomery (1995) stated, ASHA Patient Satisfaction Forms are
specifically targeted to adults and "We need to design appropriate measure for
children" (p. 7). Since speech-language pathologists serve a wide range of clients,
surveys are needed that target specific groups, for example, parents of children with
language disorders or articulation disorders or both. Other surveys could target
adult clients specifically or those clients that have hearing disorders as well as
speech or language disorders.
In 1994, Wensing, Grol, and Smits reviewed the literature pertaining to
patient report and its impact on quality of care. They asserted that "Patient report
seems to be a workable method for quality assurance," yet, "there appears to be a
large variety in the methods that are used" (p 46). Until valid and reliable methods
for assessing client perceptions are investigated and researched, this aspect of
quality assurance can not be incorporated into the overall efficacy data, thereby
ignoring an aspect of efficacy that would prove most valuable in justifying our
services.
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Developing surveys in the field of speech-language pathology will serve a
two-fold purpose. First, a data base of verified and reliable questions would allow
the working clinician to engage in outcomes research, thereby adding greatly to the
store of available knowledge. A second benefit comes in the ability to state, with
fact and figure, the validity and reliability of the instrument, resulting in a verifiable
source of data that can be added to the research data to provide additional sources
of validation and justification for services rendered for speech-language treatment.
The research into the designing of survey questions pertinent to speechlanguage pathology should not only focus on the client's perception of assessment
and treatment outcomes, but also include questions regarding the client's
perceptions of the skills of the clinician, the professional and personable aspects of
the clinician, as well as the clinical environment (as does the ASHA instrument).
Another important aspect that should be incorporated into client satisfaction surveys
is fee for services charged. Clients should have the opportunity to assess if they felt
they were receiving services in proportion to the fees paid.
As data collation and storage are becoming more accessible and economical,

data collection centers are being established to collect, analyze and disseminate data
regarding outcome research. However, Pietranton and Baum (1995) examined 90
programs and individuals who reported being involved in outcome data collection.
Out of the 90 programs, only 5 collected usable data that could be sent to a national
data collection center. Clearly, there is a need for a standardized method of data
collection in the field of speech pathology.
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ASHA is asking members to provide the association with information
regarding individual or organizational efforts at collecting treatment efficacy or
outcome data (see ASHA, News, 1994, p. 15), with the goal of establishing a
national data collection center to gather information and generate reports on
outcome effectiveness.
Clinical Implications
Perhaps the most important aspect of survey use in the clinical arena is in the
ability of the surveyor to interpret and modify existing programs to provide better
service to clients. We are moving into an era where the competition to attract clients
is intense and the consumer is more knowledgeable and demanding of their rights as
consumers. Health care is a marketplace controlled by the 3rd party payer and the
consumer, and the professional is no longer an "expert" with complete autonomy. A
survey is one way to determine the needs of the consumer as well as a method of
collecting efficacy data.
In order for the survey to be a useful instrument in determining client
satisfaction, a reliable method of tracking clients is a necessity. As the results of this
survey showed, the most important factor in response rate was time, as those who
were polled approximately a year after their clinical experience had a higher rate of
return than those polled 3 to 5 years after their experience. It appears that to obtain
a higher response rate, polling clients a year after their clinical experience would
provide the most optimal response rate.
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Keatly, Miller, and Mann (1995) highlighted the role of the computer in the
clinical environment by stating, "using a medical outcomes software program with a
database of similar patients, the speech-language pathologists cannot only gather
specific outcome information about a patient, but can make critical comparisons to
similar patients" (p. 52).
University Clinical Implications
In the beginning, the idea to send out a survey to assess client satisfaction
with services at the university clinic seemed a simple one. We would go to the
program files and gather names and dates and send out surveys to the appropriate
clients. We soon found out that the survey process was neither simple or quick.
The university had a rating scale (see Appendix D) that, with some
modification, would have been appropriate for the purposes of this study. However,
results were not tabulated into useful form, and the dispersal and collection system
was not assertive, in that clinicians were not aggressively soliciting survey response
as the surveys were distributed during the week of clinic closing and finals. Also,
validity and reliability studies were not conducted on this survey, so it was decided
that the ASHA survey (see Appendix A) would be a more reliable tool to measure
consumer satisfaction. We also wanted to assist in the establishing of a uniform
measuring instrument, so the choice to go with the national instrument was
considered the best way to achieve this goal.
The most difficult part of the survey process was accessing the client files.
The files were being kept in hard copy, with the information available becoming less
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consistent the farther back we searched. We found addresses unreadable, times in
clinic not clearly stated, even the client's name was not accessible in some cases. Of
course, files and addresses were not updated periodically which accounted for the
poor response rate for this survey. At the time of the study, no attempt had been
made to computerize the files, although the idea was under discussion.
We attempted to input the client data into a computer database program;
however, the task proved to be too complicated for the scope of this study. The
question of reliability came up at this point, as ASHA informed us that in order to
prove the reliability of our data base, we had to prove the data base was reliable
(information was entered with a consistent pattern). Questions arose as to how to
input information in a consistent fashion, and we realized that only one person could
do the data entry, in order to make the data consistent. It would benefit the
university if they could find the funds to hire a part time person to take over this
project and complete the data entry for all clients of the clinic. This would give the
university a fairly accurate count of patients served and provide important and useful
demographic data for further research and funding concerns.
We also found a great need to develop a standardized form that would
include all the demographic information on the client as well as severity levels, types
of treatment, and medical complications, in summary, if the database was going to
be useful, it needed to contain information that would allow for consumer
satisfaction surveys as well as research into other areas, such as longitudinal studies
to determine efficacy of treatment approaches. A form will also be required for past
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clients, and this form should provide for methods of consistently charting missing or
incorrect data.
It would also be useful to include in the survey a question regarding the
client's willingness to participate in future studies concerning their clinical
experience. A client list of potential participants would be valuable for research into
studies of treatment efficacy, such as retesting the client and comparing the test
results with the exit data and with the perceptions of the participants.
Another benefit of this type of database would be the preparation of
clinicians to think in terms of data collection, demographics and data retrieval. When
considering which treatment options would be best for a client, a database of
comparable demographic information, treatment efficacy paired with medical
complications, age and perhaps even gender, could be a valuable tool for the
beginning clinician.
This researcher hopes that this preliminary study will be the first of many,
more sophisticated attempts to document clinical efficacy and client satisfaction with
the clinical process. As accountability and treatment efficacy issues continue to
make demands on all aspects of speech-language pathology, it is imperative that we
do what we can to document this information for the benefit of everyone in our
profession so we remain competitive in an already highly competitive market.
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Appendix A
SPEECH-LANGUAGE PATHOLOGY and/or
AUDIOLOGY SERVICES-TREATMENT

.....................................................................
Consumer Satisfaction Measure

After answering all items, detach here and return
READ each item carefully, CIRCLE the one answer
that is best for you
SA-Strongly Agree
A-Agree

1.

2.

3.

4.

N-Neutral
0-Disagree

It is important that we see you in a timely manner.
A.
My appointments were scheduled in a reasonable period of time.
B.
I was seen on time for my scheduled appointments.
It is important that you benefit from Speech-Language Pathology and/or Audiology
services.
A.
I am better because I received these services.
B.
I feel that I have benefited from speech-language pathology and/or
audiology services.
You are important to us: we are here to work with you.
A.
The support staff (e.g., secretary, transported, receptionist, assistant)
who served me was courteous and pleasant.
B
The clinician who served me was courteous and pleasant.
C.
Staff considered my special needs (age, culture, education,
handicapping condition, eyesight and hearing).
0.
Staff included my family or other persons important to me in the
services provided.
Our Speech-Language Pathology and Audiology staff is highly trained and
qualified to serve you.
A.
The clinician was prepared and organized.
8.
The services were explained to me in a way that I could understand.
My clinician was experienced and knowledgeable.

c

5

6.

It is important that our environment is secure, comfortable, attractive, distinction
free, and easy to reach.
A.
Health and safety precautions were taken when serving me.
8.
The environment was clean and pleasant.
C.
The environment was quiet and distraction free.
D.
The building and speech-language pathology services were easy to
get in.
It is important that we provide you with efficient and comprehensive services.
I feel that the length and frequency of the service program were
A.
appropriate.
8.
My clinician planned ahead and provided sufficient instruction
and education to help me retain my skills after my program ended.
I feel that my program was well-managed, involving other services when
C.
needed (e.g., teachers, dentist, doctors).

SD- Strongly Disagree
NA-Not applicable

SA
SA

A
A

N
N

0

SD
SD

NA
NA

SA

A

N

D

SD

NA

SA

A

N

D

SD

NA

SA

A

N

D

SD

NA

SA
SA

A
A

N
N

D
D

SD
SD

NA
NA

SA

A

N

D

SD

NA

SA

A

N

D

SD

NA

SA
SA
- ,, '·

A
A

N
N

D
D

SD
SD

NA
NA

SA
SA
SA

A
A
A

SA

D

~

,,.

/~

I·'

'•

N
N
N

D
D
D

SD
SD
SD

NA
NA
NA

A

N

D

SD

NA

SA

A

N

D

SD

NA

SA

A

N

D

SD

NA

SA
SA
SA

A
A
A

N
N
N

D
D
D

SD
SD
SD

NA
NA
NA

7.

We respect and value your comments.
Overall the program services were satisfactory.
A.
I would seek your services again if needed.
8.
I would recommend your services to others.
C.
Check the services you received
D.
Speech-Language Pathology
Comments:

Audiology

Thank you for your time
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Appendix B
Informed Consent Form
INFORMED CONSENT FORM

I,

, agree to take part in this research

project on parental perceptions of the effectiveness of clinical services at Portland State
University's Speech and Language Clinic.
I understand that the study involves filling out a questionnaire concerning my feelings
about the clinical services provided to my child.
I understand, that because of this study, I will be required to spend a maximum of 10
minutes to fill out the survey.
Joan McMahon has told me that the purpose of the study is to learn how parents feel
about the services provided by the Portland State University Speech and Language Clinic and to
ask for my input on how to improve the services.
I may not receive any direct benefit from taking part in this study. But the study may help
to increase knowledge that may help others in the future.
Mary Gordon-Brannan has offered to answer any questions I have about the study and
what I am expected to do.
She has promised that all information I give will be kept confidential to the extent
permitted by law, and that the responses of all people in the study will be kept confidential.
I understand that I do not have to take part in this study and that this will not affect any
further relationship I or my family may have with the Portland State University Speech and
Language Clinic.
I have read and understand the above information and agree to take part in this study.

Date: _ _ _ _ _ _ _ _ _ __

Signature: _ _ _ _ _ _ _ _ _ _ _ _ __

If you have concerns or questions about this study, please contact the Chair of the Human
Subjects Research Review Committee, Office of Research and Sponsored Projects, 105
Neuberger Hall, Portland State University, 503-725-3417.
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Appendix C

Cover Letter

Dear ParenUGuardian:
My name is Joan McMahon, Professor in the Speech and Hearing program at Portland
State University. I am conducting a research project, concerning parent perceptions of the
effectiveness of services received by their children at Portland State University's (PSU) Speech
and Language Clinic. I am attempting to determine whether parents believe their children
benefited from the services received at PSU's clinic and what parents' overall attitudes are
regarding the clinical atmosphere and staff. It is hoped that this study will lead to more specific
measures of satisfaction and effectiveness and to the improvement of future clinical services at
Portland State University.
I am sending a questionnaire to the parenUguardian of all children who received language
services from PSU any time between January 1, 1987 and August 30, 1994. If you choose to
participate in this study, you will need to complete the attached approval sheet and questionnaire.
Please fill out the questionnaire as if you were the person receiving the service. Neither your
· name nor your child's name will be used in reporting results.
If there are any questions or problems regarding any aspect of this study, please call Mary
Gordon-Brannan at 725-3143. Additionally, of you have any problems associated with your
involvement in this study, please contact the secretary of the Office of Research and Sponsored
Projects. Portland State University, P.O. Box, 751, Portland, Oregon, 97207. They may be
reached by telephone at 503-725-3417.
Please complete the attached approval sheet and return it along with your completed
questionnaire, in the self-addressed stamped envelope provided. Only those questionnaires
accompanied by the approval form will be used in this study. Thank you for your help.

Joan McMahon, M.S.
Professor

_ _ I am interested in participating in your study.
_ _I am not interested in participating in your study.

SIGNATURE

DATE_ _ _ __

CHILD'S NAME: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
ADDRESS: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
TELEPHONE NUMBER: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
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Appendix D
Parent of Client Rating Scale
CLINIC

TERM and YEAR

PARENT OF CLIENT RATING OF PORTLAND STATE UNIVERSITY
SPEECH AND HEARING CLINIC
This questionnaire rating form is designed to help us maintain the quality or improve our clinical training
and services program at Portland State University. One method of improving our Program is to obtain
feedback from parents of younger clients or from the clients themselves.
The feedback provided by you will help us determine the overall effectiveness of our clinical program
as well as helping us plan and improve clinical services at PSU. Your time and cooperation are greatly
appreciated.
Age of Client:
Sex:

Number of terms
in Clinic:
Dates of
entry/dismissal
from clinic:

Instructions: For each item below, circle the number of the descriptive term which most nearly expresses your feelings
about our clinical services.
KEY:

1.

2.
3.
4.

5.

6.
7.
8.
9.

Excellent= 1
Very Good= 2
Does not apply/unable to rate = X

Good = 3 Fair

How would you rate the overall clinical service received at
the PSU clinic?
How accurately was your child's communication problem
evaluated?
What degree of improvement did you note in the
communication problem?
In general, how would you rate the personal interaction of
the PSU staff with your child?
How would you rate the following services at the PSU
clinic?
A.
Conferencing
B.
Observational opportunities
C.
Explanation of clinical goals and techniques.
In general, how well do you feel your child's behavior was
managed at the PSU clinic?
In general, how appropriate were the methods and
techniques for improving your child's communication
problem?
How effective do you feel the facilities, materials and/or
equipment seemed at PSU?
How appropriate were recommendations for referral?

Recommendations: Would you recommend this clinic to others?
(Please circle one) YES
NO
Comments:

=4

Poor= 5

1

2

3

4

5

x

1

2

3

4

5

x

1

2

3

4

5

x

1
1

2
2

3
3

4
4

5
5

x
x

1
1
1

2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

1

2

3

4

5

x
x
x
x
x

1
1

2
2

3
3

4
4

5
5

x
x

2
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Appendix E
Respondent Data

Respondent Children: Birthdates, Year Entered, Exited Clinic, Ages Upon Entering and Exiting
Clinic and Number of Years in Clinic
Language Clients
(Respondent)
Client

Birth date

number

Year

Age upon

Exit from

Age exited

Total years

entered

entering

clinic

clinic

in clinic

clinic

clinic

year

(years)

9

1990

1993

3

1994

4

1

17

1985

1990

5

1994

9

4

22

1984

1989

5

1992

8

3

73

1988

1992

4

1992

4

1

75

1988

1993

5

1993

5

1

91

1986

1990

4

1990

4

1

94

1988

1991

3

1994

6

3

143

1984

1988

4

1992

8

4
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Appendix E
Respondent Data {continued)

Articulation and Language Clients
(Respondents)
Client

Birthdate

number

Year

Age upon

Exit from

Age exited

Total years

entered

entering

clinic year

clinic

in clinic

clinic

clinic
(years)

4/5

1986

1989

3

1992

6

3

85/20

1986

1990

4

1993

7

3

24/26

1986

1990

4

1991

5

1
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Appendix F
Non-Respondent Data

Non-Respondent Children: Birthdates, Year Entered, Exited Clinic, Ages Upon Entering and
Exiting Clinic and Number of Years in Clinic
Language Clients
(Non-respondent)
Client

Birthdate

number

Year

Age upon

Exit from

Age exited

Total years

entered

entering

clinic year

clinic

in clinic

clinic

clinic
(years)

1

1989

1992

3

1993

4

1

2

1983

1991

8

1992

9

1

7

1985

1989

4

1992

7

3

10

1985

1990

5

1990

5

1

12

1984

1989

5

1990

6

1

15

1988

1992

4

1992

4

1

18

1985

1990

5

1992

7

2

19

1986

1990

4

1992

6

2

24

1986

1989

3

1989

3

1

28

1988

1990

2

1991

3

1

29

1983

1989

6

1992

9

3

37

1988

1991

3

1991

3

1

40

1984

1990

6

1992

8

2

43

1984

1989

5

1992

8

3

44

1986

1989

3

1989

3

1

46

1985

1989

4

1989

4

1
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Appendix F
Non-Respondent Data (continued)

Language Clients
(Non-respondent)
Client

Birthdate

number

Year

Age upon

Exit from

Age exited

Total years

entered

entering

clinic year

clinic

in clinic

clinic

clinic
(years)

47

1985

1990

5

1990

5

1

49

1986

1990

4

1990

4

1

55

1987

1990

3

1992

5

2

59

1984

1989

5

1992

8

3

60

1988

1991

3

1992

4

1

62

1982

1992

10

1993

11

1

63

1985

1989

4

1989

4

1

64

1985

1989

4

1989

4

1

66

1985

1992

7

1994

9

2

67

1990

1993

3

1993

3

1

68

1986

1990

4

1992

6

2

69

1983

1986

3

1988

5

2

72

1983

1989

6

1989

6

1

78

1982

1989

7

1989

7

1

79

1982

1989

7

1989

7

1

82

1986

1989

3

1990

4

1

83

1985

1989

4

1990

5

1
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Appendix F
Non-Respondent Data (continued)

Language Clients
(Non-respondent)
Client

Birthdate

number

Year

Age upon

Exit from

Age exited

Total years

entered

entering

clinic year

clinic

in clinic

clinic

clinic
(years)

84

1986

1989

3

1992

6

3

90

1983

1989

6

1989

6

1

93

1986

1990

4

1990

4

1

96

1986

1989

3

1992

6

3

102

1982

1987

5

1988

6

1

104

1983

1988

5

1989

6

1

105

1982

1988

6

1993

11

5

107

1984

1988

4

1988

4

1

108

1985

1988

3

1992

7

4

109

1985

1988

3

1992

7

4

112

1983

1987

4

1988

5

1

113

1983

1987

4

1987

4

1

114

1984

1987

3

1992

8

5

115

1984

1987

3

1992

8

5

116

1985

1988

3

1992

7

4

117

1982

1987

5

1992

10

5

118

1983

1992

9

1992

9

1
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Appendix F
Non-Respondent Data {continued)

Language Clients
(Non-respondent)
Client

Birth date

number

Year

Age upon

Exit from

Age exited

Total years

entered

entering

clinic year

clinic

in clinic

clinic

clinic
(years)

119

1983

1987

4

1988

5

1

124

1984

1988

4

1989

5

1

125

1984

1988

4

1988

4

1

126

1985

1988

3

1990

5

2

127

1982

1987

5

1987

5

1

. 129

1986

1989

3

1989

3

130

1982

1988

6

1988

6

1

131

1987

1989

2

1989

2

1

132

1983

1988

5

1989

6

1

136

1984

1988

4

1992

8

4

140

1985

1988

3

1989

4

1
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Appendix F
Non-Respondent Data (continued)

Articulation and Language Clients
(Non-respondent)
Client

Birth date

number

Year

Age upon

Exit from

Age exited

Total years

entered

entering

clinic year

clinic

in clinic

clinic

clinic
(years)

2/3

1985

1991

6

1994

9

3

3/4

1986

1989

3

1992

6

3

5/6

1983

1987

4

1989

6

2

78/97

1982

1988

6

1992

10

4

11/8

1985

1989

4

1989

4

1

79/98

1971

1987

16

1992

21

5

90/99

1984

1988

4

1992

6

2

13/11

1985

1992

7

1994

9

2

14/13

1985

1991

6

1993

8

2

15/14

1984

1989

5

1990

6

1

16/16

1985

1992

7

1994

9

2

84/101

1983

1988

5

1992

·9

4

21/23

1987

1993

6

1994

7

1
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Appendix G

Client

RC
Code

s:-

I

I

Survey Responses and Written Comments

s:- s:- s:-

s:-

COMMENTS

LANGUAGE CLIENTS (L)
L-9

a

SA R S A

b

c

SA

d

L-17

a

A

b

A

c
d

L-22

1::
llA

1:

SA

SA

SA

SA

SA

SA

D

A

A

A

A

N

A

D

a

SA

SA

b

SA

SA

c

SA

SA

a

SA

SA

SA

b

SA

SA

SA

SA

SA

c
d

llN

1:LP

:: 1::
A

d
L-73

Parking, stairs some what
difficult

SA

RC: Response code line (see Appendix A)
SQ: Survey Question number (see Appendix A)

A large part of contact time
was in assessment and
not enough time was spent
helping my child to improve
her skills.
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Appendix G

I s:- s:- I

Survey Responses and Written Comments (continued)
Client

RC

s~-

a

SA

SA

SA

b

SA

A

A

SA

SA

Code
L-75

c

s~-

d

L-91

a

SA

b

SA

c

SA

:A

SA

SA

A

b

SA

NA

A

A

A

d

I

:~p

llSA

_ _ _ _ speech
development has
been amazing due to early
intervention
in speech-language
pathology

Consistent, excellent
quality and support

A

a

SA

SA

SA

b

SA

SA

SA

SA

SA

c

As you can see we had a
very positive
experience at PSU, Thank
you

:: 1::

a

c

L-143

COMMENTS

A

d

L-94

s;-

d

SA

RC: Response code line (see Appendix A)
SQ: Survey Question number (see Appendix A)

Wish there would have
been a continuing
program. _ _is still
having problems that
probably could have been
avoided.

70
Appendix G

I s:- s:- s:- I

Survey Responses and Written Comments (continued)
Client
RC
Code

S~-

s:-

COMMENTS

ARTICULATION AND LANGUAGE CLIENTS (All)

All 4-5

a

SA

SA

b

SA

SA

c

SA

SA

D

d

All

a

A

SA

D

b

SA

N

A

D

A

24-26

c

a

A

A

A

b

A

A

A

A

A

85/20

c

Regarding cleanliness: The
toys handled by children
should be washed before
others handle them.

A

d

All

The program was very well
run and the clinicians
were wonderful.

d

A

RC: Response code line (see Appendix A)
SQ: Survey Question number (see Appendix A)

__has improved beyond
our strongest
wishes because of your
clinic.

