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SPEECH-LANGUAGE THERAPY WITH ZULU CLIENTS:
IMPLICATIONS FOR LINGUISTICS
Jenny Fahl
Department of Speech & Hearing Therapy
University of Durban—-Westville
In South Africa, speech-language therapy (SLT) is a relatively
young profession, which has thus followed the precedents and
trends set in other countries, especially the United Kingdom
and America. Many of the position and practice statements
jssued by our American counterparts serve as guidelines for our
work here. On the basis of this, the Scope of Practice State-—
ment (Asha,1989) will be used, at this point, to clarify the
position of the profession in South Africa. Thus, our role is
to “... identify, assocsc, and provide treatment for individuals
with communicatiomn dizorders..., mamage and supervise pro-
grammes and services related to human communication and its
disorders..., counsel individuals with disorders of communica-—
tion, their families, caregivers and other service providers."
{ASHA,1989:47). The scope of practice of the speech-language
pathologist (SLP) is further clarified by consideration of the
definition chosen for communication. Our role has expanded from
working with articulation problems (correcting speech, includ-
ing sigmatisms, rhotacisms, thetasisms and so forth !)to being
involved with syntax, then semantics and later pragmatics, in
response to the theoretical developments in the definition of
communication. The definition and model provided by Carrow-
Woolfolk & Lynch (19B2) is one such example of a multidimen—

sional and integrative perspective, stressing four dimensions:
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cognitive, linguistic knowledge, language performance 3ng
communicative environment. Their model of language  is  repee.

sented diagrammatically as follows:
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Figure 1: Carrow-Woolfolk & Lynch’s (1982:10Z2) integrative

model of language

1t is obvious from consideration of this model that many other
professionals and disciplines have input into the field of SLT.
A vital relationship is that betwsen SLT and linguistics, which
clearly relates to the purpose aof this conference. The rela-
tionship iz a two-way process, as noted by Ball & FKent,
(1987:2 when discussing the relationship between SLT and
clinical linguistics in the editorial of the first izsue of the
Journal, Clinical Linqguistics % Phonetics, This orientation
was, for obvious reasons, directod primarily to commupication

disorders, but there is much, especially in the South African
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context to be gained from the acknowledgement of a two-way

relatinnship directed to normal compunication.

gvaluation of the current situation

Having outlined the vast areas with which S5LT is involved, it
is necessary to evaluate the current situation in South Africa

with regard to services offered. This evaluation will be limit-—
sd to the Natal region, as it is this area with which the
writer is familiar. There are SLP’'s in the haspitals in the
greater Durban area and FPietermaritzberg (currently nine,
spread among speech-language therapy and audioclogy pasts at
five hospitals); a relatively large number employed at special
pducation schools; some SLP’'s serving the mainstream school
population, and some in private practice. A recent recomnended
ratio in the United Kingdom for the number of gualified SLP's
per 100 COC population is 26 (Enderby & Davies, 1989). In 1991,
there were approximately 8% SLP's in Natal, highlighting the
inadequacy of the situation. For example, in the Valley of a
Thousand Hills, one small, discrete section of Natal, is a
community of about 80 000 people, mostly Zulu-speaking, scat—
tered over an area of approximately 250 aguare kilometers
(Friedman, 1991). who until 1992 were without any SLT setrvice
becides that provided at haspitals in Durban, more than 35
kilometers away. Only recently have relevant communication-
related issues begun to be addressed via 12 SLT students doing
community research and projects there. Further, as can, be seen

by the distribution of place of employment of SLP’'s as given
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above, there is an unequal spread of professionals in terms of
both facilities and resourcns. This would seem to parallel tha
conditions noted by Wells (1976) where, for doctors in Souty
Africa, a developing rather than a developed country, lBECkett,
1976) there were averwhelming needs and limited resgurces,
resembling third world conditions. These facilities are predop-
inantly available to the minority white population graup
(Beckett,1976), yet, it can be anticipated that in South Afri-
ca, as in America, there is going to he an ever increasing
demand on SLP‘'s generally, and on them to wark with people of
different language and cultural groups (Terrell & Hale,1992),
Likewise in Australia, McAllister (198%) stressed the increag-
ing demands for SLT in more varied contexts. In America this is
a "mingrity" concerpn, whereas in South Africa, it is a "majori-
ty" concern {Asha,19%1), and is further complicated by the
iniquities of, and ongeing changes to, the education systems in
South Africa. Thus, of the 87 Natal 8LP's mention2d above, all
are English or Afrikaans speakers. There is not a single Zulu~
speaking speech therapist to work with the large Zulu-speaking
population. At this stage it would seem that the Speech &
Hearing Therapy Department at the University o©Ff Durban-West-
ville is the only department of the five in South Africa to
have an affirmative action policy with regard to training
prospective African language SLP's. It is then, primarily with
the Zulu-speaking population in Natal that this paper is con

cerned.,
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coltural and linguistic factors such os those touched on above

are of utmost concern to the SLF who uses language as the tool
ta help people with language problems. Our American counter-
parts bave jusitly stated that for a language profession such as
ours to wark in English with clients who speak little or no
gEnglish would be not only bes regarded as being ipappropriate
according to the policy of the American Speech~Language Hearing
association, but could also result in the erronecus diagnosis
of communicative impairment and the provision aof unnecessary
management. Although many SLP's may be aware of and sensitive
to linguistic amd cultural differences, Terrell & Hale (1992:5)
stress that "sensitivity to these differgnces «lone may not be

sufficient...". It would seem then that we are currently i1l

equipped to serve the Zulu-speaking populatien of MNatal.

Thus, 1in Natal there are many broad issugs which must be ad-
dressed for us to be able to grasp the extent of the problems
facing the SLF's and clients. Multilingualism, proficiency in &
second language, disadvantage, lack of afferdable access to
services and facilities and poverty are but a few of these. It
is evident from this that am increase in the numbers of person-—
nel or facilities available would not be sufficient to “solve"
the problems. Whatever the case, such solutions are unlikely in
the present fimancial climate in South Africa. The next step

then is to evaluate. redefipe and seek alterpative methods.



http://spilplus.journals.ac.za/

Alternatives

Firstly, it is necessary to address the way communication is
viewed. AL prescnt, most communicative intervention, and wmuch
"medical" intervention is curative in nature., It bas been
suggested by many, such as Friedman, 1991, Toms, 1991, and
ASHA, 1991, that intervention should rather, be promotive of
health. Thus, "Health is not just the absence of disease, but
rather a positive intervention in a community, with their
participation and involvement so as to creatively tackle the
community problems that cause ill health” (Toms, 1991). With
regard to 5LT, the American Speech-lLangage Hearing Association
in 1988 issued a position statement on the prevention of commu-
nicative disorders, and this prevention is seen as one of the
main responsibilities of the SLT profession. Again the need for
a broad perspective is seen, where prevention of disease caus-
ing or related to disordered communication becomes a profes-—
signal concern, Thus, the SLF would need to understand certain
specific prevention strategies and accept responsibility for
carrying out research in the area of prevention. Further,
"alternative professional roles and strategies must be de~
veloped, and the information and skills to adopt and practice
them must be acquired" (ASHA, 1991:17). Prevention, however,
should not be simplistically viewed, but rather in terms of
three levels. Primary prevention encompasses avoidance of
communicative disorder; secondary, the early detectien; and

tertiary reflects more accurately our current position, that
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is, the lessening of disability. The vital role of research is
svident once again if we are to be involved in a worthwhile
way dn "“promoting the development and maintenance of optimal

communication behavior" (ASHA,1991:18)

Communication, including speech, language, voice, fluency and
hearing, is then an aspect of health, and should be seen within
the framework of a changing approbach to addressing health
issues, both internationally and locally. The Alma-Ata (Inter-
national Conference on Primary Health Care,1%78) declaration of
health for all as a fundamental human right should be our
froad perspective. At present, determining who is eligible for
SL.T services involves determining a significant (which is not
easily definable) communicative disorder, and is complicated by
government regulations (ASHA,1989b). A future health service
for South Africa would be based on the primary health care
approach and would involve equal rights to health, accessible
and affordable health, the participation of the community in
health services and innovative strategies to achieve this
(Padayachee & Wilson, 1991). “Health care (its knowledge,
practice, and institutions), does not aperate in a vacuum in
society. Its form and nature is determined by the society
within which it exists, and conversely, it contributes towards
reproducing the particular relations of that society" (Solanki,
1991). 1If this is applied to SLT, in a post apartheid, demo~
cratic South Africa, SLT should be comprised of skills train-

ing, formal and informal education, relevant research, the
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collection and dissemination of information, and the creatioen

of community health projects based on community need,

Having now, within the South African, and specifically with
regard to the Natal Zulu speaking community, reevaluated both
issues of definition and aim, let us now address more directly
the issue of "how". Ferhaps you had begun to wonder where the
SLT/linguistic relationship had gone. It was necessary to firsg
establish & shared framework, before addressing the “how®
issue, and returping to the questions put before us at this
conference, that is, what does linguistics offer the language

professions; and what do the language professions offer lip-

guistics.

In terms of the reformulated aims for the SLT profession, many
problems such as insufficient people obtaining access to health
care, major linguistic and cultural gaps, the role of economic
factors, second language English speaking, exist and provide

challenges.

Training

Dne of the first issues to be addressed in this regard is stu
dent training. If students are to be able to cope in multicul-
tural (Deal,19689:76: Smith,1988) and multilingual contexts,
they will need additional or alternative knowledge and skills .
nowledge in areas such as anthropology and sociology would be

of use. Possibly, training should be more integrative and take
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place in a number of different settings (Chezik, Pratt, Stew

art, &% Deal, 1989). Our present models of service delivery, and
the use of translators, interpreters_ and aides
(McAllister,1985) must be considered. Educational philosophies
require scrutiny, and here, Aitchison (1971) notes that educa-
tion is never neutral, that it should be relevant, especially
with regard to current issues, and that it should foster a
praoblem solving approach rather than a recipe search. As the
current system of school education for the average Black scolar
does not seem to equip many to gain entry to a course such as
ours. or to cope academically inm such a course, the route of
affirmative action should be investigated as an option. This
would increase the number of Zulu-speaking SLFP's working with
the community, and they could serve as role models for further

SLF's.

Strategies

At present, the search and implementation of alternate strate-
gies to achieve more adequate health care (Aitchison, 1991) is
gathering momentum. A traditional model which most people are
familiar with is the pull-out, one- to-one method of interven-
tien. Other methods have been suggested, such as
collaborative/consultative service delivery in the classroom
(Ferguson,1991), with fluency problems (Cooper, 1991), and in
order to extend language aims into the curriculum (Achilles,

Yates, & Freese,1991}; the group model and the integrated model
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{(Mcpllister.1983); family-centercd services (Crais, 1991); 449
the consultation model at a primary, secondary or teftlary
level (Frassimelli, Superior, & HMeyers, 198Z). What is esgen

tial bere is to take into account a community based view, that
of primary health care, whereby the services are offered where
most accessible. The aspect of community participation (Padaya-
chee & Wilson, 1991) and initiation is vital. Chezik, Fratt,
Stewart, & Deal (1989) highlight problems, such as pooar or
limited access, lack of public transport, limited fipances, and
low levels of public awareness, in the service delivery ip

remote and rural areas. Another important concept is that of

skill sharing, and demystifying the professional (Toms, 1991).

Most of the above has pertained to service delivery. It is

obvious that current methods of assessment would also need to
be evaluated, predominantly in the light of the models men-
tioned above. A novel method for a particular situation has
been used by Terrell, Arensberg, % Rosa (1992). It is a
parent—child comparative analysis, of Juse when a SLP is assess-—
ing a «child with whose dialect he/she may be unfamiliar. A
major issue is, of course, the use of tests on a population for

which those tests were not normed.

Research

The overriding issue which arises from all of the above and

which will fipally serve to address the conference questions is
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research. In its present position, research has ;ccnrding to
Pikk (1991:111) made a great contribution to man’'s knowledge
and progress, but has also had destructive effects (as seen in
nature). In South Africa, research, especially health or
"disease” research has "...largely been determined by the State
through a variety of councils...". At times, academic standards
are the main issue, not the "people", Likewise the content of
health resegarch has frequently been determined by funders as
opposed to, for example, community needs. Herer (198%9:7%) also

comments on the narrow view of society held in previous social

science research.

FPikk (1991:113) outlines a route forward for research which he
feels would be appropriate. He says, "one of the challenges for
researchers is to find ways of getting people or people’s
organisations to participate actively in research - not just in
a token manner but participation at every stage of the research
process, from determining the research guestion, planning,
conducting the reseatrch and implementing the research finding."
He advocates against the reliance on guantitative research to
the exclusion of gualitative research. Despite his harsh criti-
cism, Pikk (19%1:114) does believe that academic researchers
have an important role, being "mental" workers, transferring
their skills to the people, being accountable to the people,
and consulting. If research findings are not used, this should

be questiconed in terms of the relevance of that research. An
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esample of the lind of appropriate research mentioned above jg
Essential Mational Health Research (ENHR). It is appropriate
research, developed ta fill gaps in bhealth research, and to get
equity in health and development. To clarify further, it is
essential in that public health prablems receive priority; it
is national in that it operates at all levels from country to
family, but is gpecific to environments; health is included jp
that it is aimed at development; and finally, the research must
be scientifically valid, but relevant. Traditional resrarch
methods may be used, but the most important problems of the
population are addressed (Task Force on Health Research for
Development Secretariat, 1991).
In this third area of change, the above provides us with a
framework within which to view research for a population such
as that addressed in this paper, the Zulu-speakers of Natal,
Linguistics has much to offer the language professions in  this
regard, but the two-way relationship between linguistics and
SLL,T must be borne in mind. The input of many other profession-
als and disciplines, as noted earlier, is also of importance.
Relevant research areas include:
~ attitudes to communication disorders (Bebout & Arthur, 1992),
including degree af concern, positive and negative views,
desirability of intervention (Cole, 1%89)
—attitudes to issums such as views on accent reduction (Shewan &
Malm, 198%)

-preferences as to who should provide a service (Cole, 198%9)

-research on Zulu. An article by Connolly (1988} stresses the
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cgnsiderable contribution of theoretical linguistics to SLT,
put little of such research can be directly used with Zulu or
7ulu~speakers

_geveloping age appropriate, adequate instruments for use in the
assessment of communication (ASHA, 198%9b)

-the development of norm-referenced or standardised assessment
procedures (ASHA, 19890)

-interpreter training (Anderson,1992)

-gpecific developmental norms for different aspects of language,
such as those used by Grunwell (1985) which pertain to develop-
ment of the phonetic inventory and the use of phonolegical
simplification processes

~agpects of normal development in phonemic, allophonic, syntac-—
tic, morphological, semantic, lexical and pragmatic development

-canvassing for change in assessment and eligibility for therapy
guidelines with employing bodies (ASHA, 198%b)

-what, if any, information needs to be given about normal and
disordered communication, and to whom
-the prioritisation of health problems

—~how to use existing knowledge

~the development of new strategies

=-prevention (ASHA, 19791). If emphasis is to be plar=ed on the
promotion of health, the ASHA view on research should be con-
sidered. Two types of preventive research are discussed; prein-—
tervention and intervention research. This 1is given below

(ASHA, 1991:29).
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".,..prevention research i1ncludes only research designed tn
yield results directly applicable to interventions to prevent
occurrence of disease or disability or the prograssion cof
detectable but asymptomatic disease.'... Freintervention
research involves three things:

1. Identification of risli factors for disease or disability.
2. Development of methods for identification of dissase
controllable in the asymptomatic stage.

. Refinement of methodological and sta?istical procedures
for quantitatively assessing risk and measuring the effects
of preventive interventions.

Intervention research involves the following:

1. Development of biologic interventions to prevent occur-
rence of disease or disahility or progrossion of asympiomatic
disease.

2. Development of environmental interventions to prevent
occurrence of disease or disability or progression of asymp-
tomatic disease.

5. Development of behavioral interventions to prevent occur-
rence of disease or disability or progression of asymptomatic
disease.

4. Conduct of clinical and community trials and demonstra-
tions tao assess preventive interventions and to encourage
their adoption."

-possible topics for research in a prevention programme arc

given below (ASHA, 1991:30)
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"a. Epidemiologic studies in genctics.

b. Documentation of effects of intervention with high-risk
individuals.

c. Development of field-tested prevention education materi-
als.

d. Documentation of effects of prevention education with se
lected groups.

e. Elucidation and quantification of disorder—-specific,
known risk factors.

. Attitudes of other professions toward expanded roles of
speech-1language pathologists and audiologists in prevention.
g, Clinical trials for efforts in prevention and interven-—
tion.

h. Reexamination of existing data on incidence, prevalence,
and populations at increased risk for communication disor-
ders.

i. Factors influencing individuals to follow prevention
guidelines or regimens.

j. Distribution and determinants of conditions to which

communication disorders are secondary."

Conclusion

As a broad issue was tackled in this paper, it must be acknowl-
edged that much has begen simplified, even oversimplified. This
in part reflects the enormity of the task awaiting SLP‘s and
other disciplines in addressing health, inclusive of cnm&unica-

tion issues in a changing South Africa. In order to face and



http://spilplus.journals.ac.za/

432

meet these challenges, it is the writer's opinien that linguig-
tics has much of value to offer SLT,., and SLT has much to Uffer.
linguistics, IF we stop doing research for the sake of ,a.

search, and ensure that future research is relevant tgo the

society we live in.
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