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Abstract

Background: Children born with a cleft palate with or without a cleft lip (CP/L) are at increased risk for delayed language
development and speech sound disorders. Enhanced Milieu Teaching with Phonological Emphasis (EMT+PE) is a recommended
naturalistic intervention for toddlers with CP/L. The parents’ role in providing naturalistic interventions is critical and they need
training based on learning principles to implement these interventions. Telepractice is an appropriate method for training parents
and children with various speech-related disorders.

Objective: This study aims to determine and compare the effectiveness of telepractice and the parent-implemented EMT+PE
intervention on language and speech measures in toddlers with CP/L with usual interventions and determine the effectiveness
maintenance of the intervention.

Methods: A randomized controlled trial (RCT) will assess the efficacy of telepractice and the parent-implemented EMT+PE
intervention in enhancing speech and language measures in toddlers with CP/L. Eligible participants will be randomly assigned
to one of 2 groups: the conventional intervention group and the EMT+PE intervention group. Participants’ speech and language
measures will be evaluated remotely by trained raters before and after the intervention and 2 months after the intervention. Parents
of participants in the intervention group will receive 3 months of training in speech and language supportive strategies from
trained therapists using telehealth fidelity scales. Parents of participants in the control group will receive the conventional speech
and language intervention by cleft team therapists. Study outcomes will include language variables (mean length of utterance)
and speech production variables (percent correct consonants).

Results: The protocol was approved by the Research Ethics Committee of the University of Social Welfare and Rehabilitation
Sciences in February 2022. The selection process of participants, as well as training therapists and raters, commenced in January
2022, the therapy and follow-up period ended in June 2023, and pre- and postintervention assessments have been conducted.
Data analysis is ongoing, and we expect to publish our results by the summer of 2024. Funding is yet to be received.

Conclusions: The results of this study may help us develop a speech and language intervention with a different delivery model
for toddlers with CP/L, and the cleft team care can use these results in service delivery. Consistent with our hypothesis, speech
and language measures are expected to improve.
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Introduction

Background
Cleft palate with or without cleft lip (CP/L) frequently leads to
difficulties with speech and language [1-5]. Previous studies
have reported that children with CP/L have limited consonant
inventory, which leads to decreased expressive vocabularies
[6-8]. Thus, trained and experienced speech-language
pathologists (SLPs) in cleft and craniofacial teams often provide
speech-language therapy services for these children. Team-based
cleft care for this population follows particular intervention
protocols. However, due to limited cleft teams in some countries
or regions, especially in low-income and transitional countries,
and the long distance between the cleft teams and families’
residences, many of these children are unable to receive
appropriate speech-language therapy services. Parent training
and telepractice therapy sessions could help fill this gap [9-12].

Training and coaching for parent-implemented interventions
have been known as practical methods to prevent or improve
speech-language disorders in children [9-14]. Parents are
considered the first teachers of their children’s speech and
language development since they spend considerable time with
their children in a natural environment, which provides them
many opportunities to teach their children through daily routines.
Intervention approaches in speech-language pathology have
highlighted the crucial role of parents in these approaches.
Parents are trained to use supportive language and speech
strategies while interacting with their children [14]. Training
strategies parents use in a child’s environment also facilitate
the transfer of therapy from clinical settings to the child’s natural
environment [15-17]. A systematic review of 18 studies [18]
analyzing parent-implemented interventions revealed that
parents who received training increased their responsiveness,
usage of language models, and rate of communication with their
children—in addition to the use of language-supportive
strategies—had positive impacts on expressive language in
preschool children with or without language impairments.

Language and motor intervention approaches have been used
for children with CP/L. A systematic review [19] comparing
the benefits of linguistic and phonological versus motor
phonetics approaches revealed that although all the studies
reported significant findings, they did not report a more effective
intervention approach. Other studies [8] showed that both
approaches improved consonant inventory; however, the
linguistic and phonological approach was more effective in
improving speech outcomes. Most of these studies have been
conducted with children older than 4 years. It seems that the
naturalistic-based approach is more effective in and applicable
to younger children [20]. Enhanced Milieu Teaching (EMT) is
one of the approaches of the naturalistic approach. It is a
conversation-based naturalistic model for early language

intervention that uses children’s interests and initiations as
opportunities to model and encourage language use in daily
routines [15]. EMT with Phonological Emphasis (EMT+PE)
extends the prompting strategies of EMT to include
Phonological Emphasis (PE). PE or speech recasts are a subset
of recasts that target correct phonological production in response
to the child’s incorrect productions [5,11,12,21]. Studies have
reported positive effects of EMT+PE on language and speech
outcomes including the percentage of correct consonants (PCC),
consonant inventory, word production speed, compensatory
errors, expressive vocabulary, and receptive language [5,21,22].
EMT+PE delivery methods are flexible for children with CP/L.
Two pilot studies have demonstrated the effectiveness of the
EMT+PE intervention via telepractice [11,12].

Telepractice refers to services delivered over long distances
using videoconferencing or other technologies. Also, it is a
service delivery model for different purposes in specific
populations with communication disorders [13,23]. Telepractice
is used to train parents in parent-implemented approaches
[11,12,24]. Parent training via telepractice is implemented
through different media such as videoconferences, YouTube
videos, and web-based modules. The type of media for service
delivery depends on the media facilities [24,25]. Previous
research has indicated that treatment outcomes are comparable
for both in-person and telepractice service delivery, and these
methods are used as alternatives or as a hybrid approach [26].

The prevalence of cleft lip and palate (CLP) in Iran has been
reported as 1.24 per 1000 births, with an incidence rate of 1 in
1000 births [27,28] There are 6 active cleft teams in Iran, all
located in the center of major provinces. Iran, with a population
of over 80 million individuals, of which 26% live in rural areas
and 74% in cities, most families with a child with CLP are likely
to face significant challenges in accessing team services or may
not have the opportunity to use them due to their living
conditions. According to various studies [26,29], telepractice
service delivery can largely address the problems of health care
services and provide timely access to services for children and
families; therefore, our objective is to develop a protocol to
evaluate the effect of a parent-based telepractice EMT+PE
intervention on speech and language outcomes in
Persian-speaking toddlers with nonsyndromic cleft palate, and
compare this intervention to conventional, usual-care
interventions.

Aims

Primary Objectives
Our primary objective is to determine the effectiveness of a
parent-based telepractice EMT+PE intervention on language
and speech outcomes in toddlers with CP/L.
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Secondary Objectives
Our secondary objectives are to compare the effectiveness of
this parent-based telepractice EMT+PE intervention with
usual-care interventions and determine the effectiveness of the
intervention in the follow-up period.

Methods

Study Design
This is a single-blind, 2-arm, parallel randomized controlled
trial (RCT).

Study Population and Setting
The study will enroll 32 children with different types of oral
cleft including unilateral cleft lip and palate, bilateral cleft lip
and palate, and isolated cleft palate (Figure 1).

Participants will be recruited through local cleft palate teams
in 3 major provinces (Esfahan, Tehran, and Shiraz), social media
support groups, and local speech and language centers. All
child-parent dyads will be required to meet the inclusion criteria.

Figure 1. CONSORT (Consolidated Standards of Reporting Trials) flowchart showing the flow of participants in both groups.

Inclusion and Exclusion Criteria
Eligible participants including children, their parents, and SLPs
will be recruited through a rigorous review of the literature in
this field [4,11,12,21].

Inclusion Criteria

Children

The inclusion criteria for children are as follows: (1)
Persian-speaking children with CP/L aged between 18 and 36
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months before the intervention, (2) lack of a diagnosis of a
syndrome by a geneticist and by referring medical records to
cleft care teams, (3) undergoing primary palate repair by the
age of 15 months, (4) absence of sensorineural hearing loss or
a sound field hearing threshold greater than 30 dB HL (decibels
in hearing level), (5) preintervention assessment of typically
developing children wherein scores on the Age and Stages
Questionnaire in all domains (communication, fine motor, gross
motor, personal and social, and problem-solving skills) are
within the normal range (±1 SD from the cutoff points in each
domain), (6) the child’s sufficient joint attention with the parent
during the collection of play-based language samples, (7) at
least 1 type of compensatory error throughout the speech sample,
and (8) the child can produce at least 5 different words as
measured using the Macarthur-Bates Communicative
Development Inventory (MCDI).

Parents

The inclusion criteria for parents are as follows: (1) having
literacy skills at least at the level of elementary school education,
(2) being interested in participating in the assessment and
telepractice training sessions, and (3) being able to use a cell
phone containing apps that will be used in the intervention.

SLPs

The inclusion criteria for SLPs are as follows: (1) having at
least 5 years of experience in providing treatment approaches
for children with speech-language disorders, (2) not currently
delivering EMT+PE and not previously trained in the
interventional approach, and (3) having experience in treating
children with various speech-language disorders via telepractice.

Exclusion Criteria

Children

Children will be excluded from the study if they (1) are bilingual
or do not speak Persian, (2) have other dysmorphic features that
affect speech (fistula in the palate), (3) have been receiving
either therapy in the last 6 months or speech therapy in private
clinics, or (4) are participating in another research study
involving an intervention or multiple assessments.

Parents

Parents will be excluded from the study if they are (1) unable
to properly implement speech- and language-supportive
strategies or (2) unwilling to continue with the intervention
process.

SLPs

SLPs will be excluded from the study if they are unable to
provide weekly family therapy sessions.

Randomization and Blinding

Overview
After preassessments, participants will be allocated to either of
2 intervention groups to eliminate selection bias and control for
any extraneous variables: EMT+PE or the usual-care
intervention. Block randomized trials will be conducted for each
age group using the blockrand package in R software (version
4.1.3; The R Foundation). Randomization will be based on age
(3 age groups) and the 2 interventions. The flow of participants
through the study is illustrated using the CONSORT
(Consolidated Standards of Reporting Trials) flowchart in Figure
1.

Blinding of Raters and Reliability of the Data
Trained and experienced raters who are blinded to the grouping
of participants will transcribe audio and video samples of speech
and language. The samples will be collected from the parents
at home as they are interacting with their children using toys
and pictures, using the Profiles of Early Expressive Phonological
Skills (PEEPS) assessment.

Intervention

EMT+PE Intervention
The EMT+PE intervention consists of implementing supportive
speech and language strategies by parents in their interaction
with their children. All parents will be trained in accordance
with the Teach-Model-Coach-Review (TMCR) instructional
model that has been adapted for the telepractice environment
[9,30]. The Teach component of the instructional approach
involves introducing targeted supportive strategies. The Model
component includes the implementation of strategies by a
clinician when interacting with a child—we will implement this
component by showing recorded video examples of strategies.
The Coaching aspect entails parents using strategies during their
interaction with their children. The Review component includes
monitoring and evaluating the entire session and planning for
the next session at the end of every session. EMT+PE treatment
principles for the intervention group are illustrated in Figure 2.
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Figure 2. Principles of the EMT+PE (Enhanced Milieu Teaching with Phonological Emphasis) intervention. EMT: Enhanced Milieu Teaching.

Speech Target Selection
Speech targets for each child are determined by analyzing the
errors produced in their speech sounds during the PEEPS
assessment. A list of sample words will be created from the
speech sound errors observed in the children’s PEEPS
assessment. To select the target speech sounds, developmental
norms and the frequency of speech sound errors related to cleft
palate, including high-pressure and fricative consonants in words
with the syllabic consonant-vowel-consonant-vowel structure,
are taken into account. For each child, place, and manner of
articulation, pre- and postvocalic voicing are considered. Once
a participant can produce 7-10 words per minute, a speech recast
strategy is integrated into the intervention process.

Usual-Care Intervention
Children assigned to the usual-care intervention (control) group
will be assessed twice before and after the 3-month intervention.
If they are not, they will be enrolled in cleft teams. They will
receive speech and language therapy there in accordance with
a specific protocol. Regular evaluations administrated every
3-6 months, are part of the usual speech and language
intervention for children aged up to 3 years undergoing team
care. Based on each child’s evaluation, early counseling is
provided to parents in person or remotely. Parents are expected
to apply the recommendations provided until the next visit. The

EMT+PE will not be administered to participants in the control
group throughout the experimental intervention period.

Procedure

Therapist Training
We will recruit 3 eligible SLPs based on the study inclusion
criteria. The process of implementing the protocol will be
explained to them by the first author; if they are responsible for
implementing it, they will participate in training sessions. They
will receive training regarding the study methodology,
participants, EMT+PE intervention, strategies, and fidelity of
implementation for therapists and parents. SLPs will receive at
least 3 in-person training sessions in accordance with the TMCR
instructional model. For the Teach component, the research
team will introduce speech and language strategies and their
rationale. For the Model component, video examples related to
the implementation of strategies by professional therapists in
interacting with a child with a language disorder will be shown
[12]. In the Coach component, therapists will implement
strategies through role-playing. Thereafter, for the Review
component, all training sessions will be monitored by
researchers and therapists, and questions related to session
content will be discussed and answered. For the
competency-based assessment according to telehealth fidelity
scales, each therapist will train a parent of a child with CP/L
on the telegram platform so that the groups will consist of a
therapist, a parent, and the main researcher. Then, the therapist
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will train the parent in at least 1 language strategy during offline
and web-based sessions, and the parent will send a video of
using the trained strategy when interacting with her child. Two
independent experts will observe the skills-based assessment
sessions and rate the therapists’ performance using telehealth
fidelity scales.

Parent Training
Parents will receive training on specific strategies and apply
them while interacting with their children at home. The
competency-based assessment of parents will be defined using
fidelity scales that are based on the trained strategies. The
therapist will connect with parents twice a week for 3 months
during the intervention course. The training sessions will be
held in both offline and web-based modes. The therapist will
share the material with the parents during offline sessions to
teach them the strategies. For the model component, the therapist
will send video examples of the strategies to the parents. Parents
will be provided sufficient time to study the documents and
view the video examples of the strategies. At the next stage of
the administration process, the therapist will schedule a video
call with the parents and they will discuss the content of the
documents and video examples that would be sent, and talk
about how to apply the strategies when interacting with their
child. After the discussion, the parents will submit a video that
shows them implementing the taught strategy. The therapist
will review the videos sent. Next, the weaknesses and strengths
of the video will be described on the basis of a fidelity checklist
through a video call. Trainees will learn 7 supportive speech
and language strategies that are arranged hierarchically from
easy to difficult, including environment arrangement, match
turns, modeling, prompting, time delay, expansion, and recasting
[12,22]. The environment arrangement strategy aims to enhance
the child’s engagement with the physical setup by selecting,
arranging, and managing materials. In the matched turns
strategy, parents are encouraged to match their turns of
conversation with those of their child and carry out language
mapping, in which parents are encouraged to mirror their child’s
actions during play and incorporate language into the shared
actions. Modeling involves a verbal model by the parent in
which the child is encouraged to imitate. In the prompting
strategy, the parent encourages the child to use an utterance at
the target level in a conversational interaction. In the time delay
strategy, parents encourage their child to promote initiation by
providing nonverbal cues rather than relying on verbal models
and commands; this includes assistance, pause in routine action
(when the parent is interacting with their child), visual selection,
and inadequate portion (ie, parents must ensure that the toys or
equipment that they provide to their children are complete and
ready to use; for example, if a doll is in a box, the child may
require assistance in unboxing it and starting to play with it).
In the expansion strategy, the parents repeat their child’s
utterance and add a word or phrase to complete its utterance.
Speech recasting involves repeating a child’s phrases with
modified grammar or speech production (or both).

Rater Training
The child’s speech and language samples are transcribed by 4
experienced and trained raters who are blinded to the child’s

group allocation (intervention or control). Before transcribing
the samples, they will be provided instructions on how to rate
the samples. To assess the reliability of the data, 25% of each
rater’s samples will be scored by an independent expert. In case
of inadequate agreement (ie, <85%) differences will be
identified, and the samples will be reevaluated.

Fidelity Assessment

Fidelity of Implementation for Therapists
Therapist fidelity will be assessed using an observational
checklist with Likert scales. This checklist is designed in
accordance with the components of the TMCR instructional
model and the telepractice environment (Kaiser Telehealth
Fidelity Scale). The checklist includes 5 sections: teach, model,
coach, review, and overall interaction. Each section has several
statements to measure implementation quality by the therapist.
After training sessions with the therapists and before starting
the intervention, they will be assessed using the fidelity checklist
while delivering the intervention to a parent. The reliability of
each therapist will be assessed (Multimedia Appendix 1).

Fidelity of Implementation for Parents
Parents’ ability to implement the trained EMT+PE strategies
with procedural fidelity will be determined through formative
visual analysis based on established learning criteria. To ensure
fidelity, therapists and an independent expert will assess parents’
use of each strategy during 8 monthly sessions, using a checklist.
The criteria for the strategies are as follows: environment
arrangement (80%), language mapping (75%), match turns
(75%), expansions (50%), modeling (40%), child’s target level
(50%), prompt (80%), delay (80%), and speech recast (40%).
The reliability of parents’ fidelity will be measured during the
intervention [12,13] (Multimedia Appendix 2).

Data Collection
In total, 32 children with CP/L in different provinces of Iran
(Isfahan, Tehran, and Shiraz) who meet the primary inclusion
criteria will be recruited. Next, the first author will call the
parents and explain the process and the study’s terms of
acceptance. Then, she will schedule a web-based session to
complete the assessment. Parents will complete demographic
information forms followed by the Age and Stages
Questionnaire for their children’s developmental screening.
Parents will collect speech and language samples before and
after the intervention for their child in the naturalistic
environment (Multimedia Appendix 3).

Primary Outcomes

Speech Outcome Measures
The early phonological development of Persian-speaking
monolingual children with CP/L is assessed using the Persian
adaptation of the PEEPS assessment, which focuses on early
acquired vocabulary [31]. The PEEPS assessment consists of
60 words that are expected to be expressed by Persian-speaking
monolingual children aged 18-36 months. When administering
the PEEPS assessment, an assessor first presents a picture or
toy to the child as a target word; at this stage, the child is
expected to respond independently. If the child does not respond,
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the assessor asks a question that requires the child to cue a
specific word (eg, “What is this?”). If the child fails to respond
again, the assessor utters a sentence that the child must complete
with the target word (eg, “The baby has...”). Finally, if the child
cannot produce the target word despite these cues, the assessor
provides a direct command (eg, “Say...”). If the child still cannot
produce the target word in response to the final command, it is
marked as having provided no response.

In this study, the PEEPS assessment will be administered to
assess consonant inventory based on the word-initial and
word-final consonants. Also, the accuracy of speech production
will be assessed by determining the total PCC, PCC stops, whole
structure match, and whole-word accuracy match by an expert
during a web-based session [32,33]. The evaluation session will
be recorded. If the child does not participate actively in the
web-based PEEPS assessment session, the parent will follow
the assessor’s instructions to record their child’s responses to
the speech sample and send them to the assessor.

The second version of MCDI provides parents with a categorized
vocabulary list and asks them to indicate whether their children
can express each word or phrase. The scale has 2 sections and
assesses 680 expressive vocabulary items in 22 semantic
categories among young children aged 16-30 months [34].

Language Outcome Measures
During the assessment, parents will engage in play sessions
with their children using various toys. A 15-minute language
sample will be collected remotely to determine the child’s
number of different words, number of total words, and language
complexity measured by mean length utterances. The assessment
session will be video recorded. If the child does not engage
during the web-based assessment session to collect language
samples, the parent will follow the assessor’s instructions for
recording the child’s responses and send the video recording to
the assessor.

Secondary Outcomes
Speech intelligibility will be measured using the Intelligibility
in Context Scale, which is a parent-reported social validity tool
[35]. The intelligibility rating is determined by the average
response on a 5-point rating scale over 7 questions [36].

>Parents will be required to complete a postintervention
satisfaction survey. The questionnaire aims to measure parent
satisfaction with the telepractice EMT+PE intervention and
parent training sessions (Multimedia Appendix 3).

Statistical Analysis

Analysis
The analysis will be carried out using descriptive and analytical
statistics. Descriptive statistics appropriate for summarizing
demographic information and assessment data will be used.
Preintervention differences between groups will also be
estimated. The data analysis will be carried out using the SPSS
(version 19; IBM Corp). The study’s outcomes will be presented
as an estimation of the difference between groups, with a 95%
CI and its associated P value. The statistical significance level
will be set at α=.05. We will use analysis of covariance, an

efficient statistical test that provides impartial estimations of
an intervention’s effects, assuming random treatment
assignment; this test is more powerful than other alternative
statistical strategies. We will also carry out a paired samples t
test, which compares the means of 2 variables within a single
group; it estimates the differences between the values of 2
variables for each case and tests whether their average is
significantly different from 0. Additionally, data from all
randomized participants will be included in the intention-to-treat
analysis.

Intended Sample Size
Based on comparable studies with a 95% confidence level, 80%
power of the test, variance of 0.0036 units, and an accuracy
(improvement) of 0.06 units in the PCC, each group requires a
maximum sample size of 16 participants.

Ethical Considerations
Participants’ safety risk will not be increased by participating
in this trial. Each participant’s information will be stored under
a unique number, and the coded information will be
appropriately stored. When the research is completed, the results
will be presented at scientific conferences or published in
scientific journals, and the identities of study participants will
remain confidential. The parents will be required to complete
the informed consent form before participating in the study, and
both the researcher and the participant must sign the document,
with a copy provided to the participant. This study has been
approved by the Research Ethics Committee of the University
of Social Welfare and Rehabilitation Sciences, Iran
(IR.USWR.REC.1400.310).

Results

The protocol was approved by the Research Ethics Committee
of the University of Social Welfare and Rehabilitation Sciences
in February 2022. The selection process of participants, training
therapists, and raters, commenced in January 2022, the therapy
and follow-up periods ended in June 2023, and pre- and
postintervention assessments have been conducted. Data analysis
is ongoing, and we expect to publish our results by the summer
of 2024. Funding is yet to be obtained.

Discussion

This study is the first RCT with follow-up, which aims to
develop a protocol to evaluate the effect of parent-based
EMT+PE through telepractice in Persian-speaking toddlers with
nonsyndromic cleft palate.

In this study, the impact of the interventions will be evaluated
by language and speech outcomes as primary outcome measures.
Language outcomes include a vocabulary inventory, collected
using the MCDI, mean length utterances, number of total words,
and number of different words, collected through language
samples and during the parent-child interaction. Speech
outcomes including PCC, consonant inventory, whole-word
accuracy match, and whole structure match will be collected
during the PEEPS assessment. The effect of interventions will
be examined for 12 weeks, with an additional 8-week follow-up
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period for the EMT+PE group to exclude any temporary effects
that may have limited clinical value. Our results will provide
information about the efficacy of the parent-implemented
EMT+PE telepractice intervention in enhancing speech skills
while also promoting speech production and language measures
and its stability over a prolonged period. In addition, we will
obtain parents’ satisfaction and score on the Intelligibility in
Context Scale before and after delivering interventions as
secondary outcome measures. Improvement of speech
intelligibility is a long-term target of most speech therapy
interventions.

The study’s limitations include its small sample size for each
age group. To address the effects of such interventions, a
larger-scale clinical trial is necessary. Additionally, the
intervention and follow-up periods are limited in demonstrating
effects. It is important to note that toddlers are in different age

ranges and may require more time to develop their language
and speech skills.

In summary, we anticipate demonstrable effects of the
parent-implemented EMT+PE telepractice intervention on
language and speech outcomes in toddlers with CP/L; these
should specifically include not only an extended vocabulary
inventory but also an improved consonant inventory and speech
intelligibility. This study’s results may help develop a specific
intervention with a different delivery model for toddlers. Parent
training through telepractice has multiple benefits for families,
including providing therapy for children with speech-language
disorders, reduced costs, unrestricted access to therapy services
for people living in rural areas, and saving time and expenses
[24-26]; therefore, cleft care teams can harness our results in
service delivery.

Acknowledgments
We wish to express our gratitude to the participants who cooperated with us in this randomized controlled trial. We also thank
Prof Nancy Scherer, Ann P Kaiser, Jennifer Nietfeld, and Dr Akram Ahmadi for their valuable contributions and sincere assistance.
All authors declared that they had insufficient or no funding to support open access publication of this manuscript, including from
affiliated organizations or institutions, funding agencies, or other organizations. JMIR Publications provided article processing
fee (APF) support for the publication of this article.

Data Availability
The research team will retain all the data obtained from the study. In compliance with applicable legal and statutory obligations,
the coordinating principal investigator will archive all study-related documents for 5 years upon completion of the study.

Authors' Contributions
All authors contributed to the protocol’s design, construction, and writing.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Telehealth Fidelity Scales.
[PDF File (Adobe PDF File), 314 KB-Multimedia Appendix 1]

Multimedia Appendix 2
EMT+PE Fidelity Rating Form. EMT+PE: Enhanced Milieu Teaching with Phonological Emphasis.
[PDF File (Adobe PDF File), 157 KB-Multimedia Appendix 2]

Multimedia Appendix 3
Study timeline.
[DOCX File , 24 KB-Multimedia Appendix 3]

References

1. Hardin-Jones M, Chapman K. The impact of early intervention on speech and lexical development for toddlers with cleft
palate: a retrospective look at outcome. Lang Speech Hear Serv Sch. Jan 2008;39(1):89-96. [FREE Full text] [doi:
10.1044/0161-1461(2008/009)] [Medline: 18162651]

2. Jones C, Chapman K, Hardin-Jones M. Speech development of children with cleft palate before and after palatal surgery.
Cleft Palate Craniofac J. Jan 2003;40(1):19-31. [FREE Full text] [doi: 10.1597/1545-1569_2003_040_0019_sdocwc_2.0.co_2]
[Medline: 12498602]

JMIR Res Protoc 2024 | vol. 13 | e54426 | p. 8https://www.researchprotocols.org/2024/1/e54426
(page number not for citation purposes)

Tahmasebi et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

https://jmir.org/api/download?alt_name=resprot_v13i1e54426_app1.pdf&filename=f90ebe3be2c3935e3a5629897e8b8459.pdf
https://jmir.org/api/download?alt_name=resprot_v13i1e54426_app1.pdf&filename=f90ebe3be2c3935e3a5629897e8b8459.pdf
https://jmir.org/api/download?alt_name=resprot_v13i1e54426_app2.pdf&filename=56305aa1389d654a4bf7dc64f8870b8c.pdf
https://jmir.org/api/download?alt_name=resprot_v13i1e54426_app2.pdf&filename=56305aa1389d654a4bf7dc64f8870b8c.pdf
https://jmir.org/api/download?alt_name=resprot_v13i1e54426_app3.docx&filename=3ab2e07b39f791035cf3f4bc9cb8fb49.docx
https://jmir.org/api/download?alt_name=resprot_v13i1e54426_app3.docx&filename=3ab2e07b39f791035cf3f4bc9cb8fb49.docx
https://doi.org/10.1044/0161-1461(2008/009)
http://dx.doi.org/10.1044/0161-1461(2008/009)
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18162651&dopt=Abstract
https://doi.org/10.1597/1545-1569_2003_040_0019_sdocwc_2.0.co_2
http://dx.doi.org/10.1597/1545-1569_2003_040_0019_sdocwc_2.0.co_2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12498602&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


3. Scherer N, Baker S, Kaiser A, Frey J. Longitudinal comparison of the speech and language performance of United States-born
and internationally adopted toddlers with cleft lip and palate: a pilot study. Cleft Palate Craniofac J. Aug 2018;55(7):941-953.
[FREE Full text] [doi: 10.1597/15-237] [Medline: 27723377]

4. Scherer N, D'Antonio L, McGahey H. Early intervention for speech impairment in children with cleft palate. Cleft Palate
Craniofac J. Jan 2008;45(1):18-31. [FREE Full text] [doi: 10.1597/06-085.1] [Medline: 18215094]

5. Kaiser A, Scherer N, Frey J, Roberts M. The effects of enhanced milieu teaching with phonological emphasis on the speech
and language skills of young children with cleft palate: a pilot study. Am J Speech Lang Pathol. Aug 15, 2017;26(3):806-818.
[FREE Full text] [doi: 10.1044/2016_ajslp-16-0008]

6. Meinusch M, Romonath R. Early language intervention for children with cleft lip and/or palate: a systematic review.
Evid-Based Commun Assess Interv. Dec 2011;5(4):197-215. [FREE Full text] [doi: 10.1080/17489539.2012.678093]

7. Lane H, Harding S, Wren Y. A systematic review of early speech interventions for children with cleft palate. Int J Lang
Commun Disord. Jan 2022;57(1):226-245. [FREE Full text] [doi: 10.1111/1460-6984.12683] [Medline: 34767284]

8. Bessell A, Sell D, Whiting P, Roulstone S, Albery L, Persson M, et al. Speech and language therapy interventions for
children with cleft palate: a systematic review. Cleft Palate Craniofac J. Jan 2013;50(1):e1-e17. [FREE Full text] [doi:
10.1597/11-202] [Medline: 22433039]

9. Roberts M, Kaiser A, Wolfe C, Bryant J, Spidalieri A. Effects of the teach-model-coach-review instructional approach on
caregiver use of language support strategies and children's expressive language skills. J Speech Lang Hear Res. Oct
2014;57(5):1851-1869. [FREE Full text] [doi: 10.1044/2014_jslhr-l-13-0113]

10. Ha S. Effectiveness of a parent-implemented intervention program for young children with cleft palate. Int J Pediatr
Otorhinolaryngol. May 2015;79(5):707-715. [FREE Full text] [doi: 10.1016/j.ijporl.2015.02.023] [Medline: 25796294]

11. Ellis P, Scherer N, Lien K. Enhanced milieu teaching with phonological emphasis: a pilot, telepractice study for parent
training in early intervention. Int J Speech Lang Pathol. Jun 02, 2023.:1-15. [FREE Full text] [doi:
10.1080/17549507.2023.2199176] [Medline: 37265060]

12. Philp J, Ellis P, Scherer N, Lien K. Enhanced milieu teaching with phonological emphasis: a pilot telepractice parent training
study for toddlers with clefts. Children (Basel). Aug 26, 2021;8(9):A. [FREE Full text] [doi: 10.3390/children8090736]
[Medline: 34572168]

13. Snodgrass M, Chung M, Biller M, Appel K, Meadan H, Halle J. Telepractice in speech–language therapy: the use of online
technologies for parent training and coaching. Commun Disord Q. Nov 24, 2016;38(4):242-254. [FREE Full text] [doi:
10.1177/1525740116680424]

14. Kaiser AP, Hancock TB. Teaching parents new skills to support their young children s development. Infants Young Child.
2003;16(1):9-21. [doi: 10.1097/00001163-200301000-00003]

15. Kaiser A, Roberts M. Parent-implemented enhanced milieu teaching with preschool children who have intellectual disabilities.
J Speech Lang Hear Res. Feb 2013;56(1):295-309. [FREE Full text] [doi: 10.1044/1092-4388(2012/11-0231)] [Medline:
22744141]

16. Hemmeter M, Kaiser A. Enhanced milieu teaching. J Early Interv. Sep 14, 2016;18(3):269-289. [FREE Full text] [doi:
10.1177/105381519401800303]

17. Trembath D, Mahler N, Hudry K. Evidence from systematic review indicates that parents can learn to implement naturalistic
interventions leading to improved language skills in their children with disabilities. Evid-Based Commun Assess Interv.
Oct 17, 2016;10(2):101-107. [FREE Full text] [doi: 10.1080/17489539.2016.1231387]

18. Roberts M, Kaiser A. The effectiveness of parent-implemented language interventions: a meta-analysis. Am J Speech Lang
Pathol. Aug 2011;20(3):180-199. [FREE Full text] [doi: 10.1044/1058-0360(2011/10-0055)] [Medline: 21478280]

19. Alighieri C, Bettens K, Bruneel L, Sseremba D, Musasizi D, Ojok I, et al. Comparison of motor-phonetic versus
phonetic-phonological speech therapy approaches in patients with a cleft (lip and) palate: a study in Uganda. Int J Pediatr
Otorhinolaryngol. Apr 2020;131:109849. [FREE Full text] [doi: 10.1016/j.ijporl.2019.109849] [Medline: 31918243]

20. Lancaster H, Lien K, Chow J, Frey J, Scherer N, Kaiser A. Early speech and language development in children with
nonsyndromic cleft lip and/or palate: a meta-analysis. J Speech Lang Hear Res. Jan 22, 2020;63(1):14-31. [FREE Full text]
[doi: 10.1044/2019_jslhr-19-00162]

21. Scherer N, Kaiser A, Frey J, Lancaster H, Lien K, Roberts M. Effects of a naturalistic intervention on the speech outcomes
of young children with cleft palate. Int J Speech Lang Pathol. Oct 2020;22(5):549-558. [FREE Full text] [doi:
10.1080/17549507.2019.1702719] [Medline: 32164442]

22. Scherer N, Yamashita R, de Oliveira DN, DiLallo J, Trindade I, Fukushiro A, et al. Early speech and language intervention
in Brazilian-Portuguese toddlers with cleft lip and/or palate. Clin Linguist Phon. Jan 02, 2022;36(1):34-53. [FREE Full
text] [doi: 10.1080/02699206.2021.1912187] [Medline: 33899624]

23. Whitehead E, Dorfman V, Tremper G, Kramer A, Sigler A, Gosman A. Telemedicine as a means of effective speech
evaluation for patients with cleft palate. Ann Plast Surg. Apr 2012;68(4):415-417. [FREE Full text] [doi:
10.1097/SAP.0b013e31823b6897] [Medline: 22421491]

24. Quinn E, Kaiser A, Ledford J. Hybrid telepractice delivery of enhanced milieu teaching: effects on caregiver implementation
and child communication. J Speech Lang Hear Res. Aug 09, 2021;64(8):3074-3099. [FREE Full text] [doi:
10.1044/2021_jslhr-20-00430]

JMIR Res Protoc 2024 | vol. 13 | e54426 | p. 9https://www.researchprotocols.org/2024/1/e54426
(page number not for citation purposes)

Tahmasebi et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

https://doi.org/
http://dx.doi.org/10.1597/15-237
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27723377&dopt=Abstract
https://doi.org/10.1597/06-085.1
http://dx.doi.org/10.1597/06-085.1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18215094&dopt=Abstract
https://doi.org/10.1002/(SICI)1096-8628(19991215)88:6%3C714::AID-AJMG24%3E3.0.CO;2-B
http://dx.doi.org/10.1044/2016_ajslp-16-0008
https://doi.org/10.1080/17489539.2012.678093
http://dx.doi.org/10.1080/17489539.2012.678093
https://doi.org/10.1111/1460-6984.12683
http://dx.doi.org/10.1111/1460-6984.12683
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34767284&dopt=Abstract
https://doi.org/10.1597/11-202
http://dx.doi.org/10.1597/11-202
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22433039&dopt=Abstract
https://doi.org/10.1044/2014_JSLHR-L-13-0113
http://dx.doi.org/10.1044/2014_jslhr-l-13-0113
https://doi.org/10.1016/j.ijporl.2015.02.023
http://dx.doi.org/10.1016/j.ijporl.2015.02.023
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25796294&dopt=Abstract
https://doi.org/10.1080/17549507.2023.2199176
http://dx.doi.org/10.1080/17549507.2023.2199176
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37265060&dopt=Abstract
https://www.mdpi.com/resolver?pii=children8090736
http://dx.doi.org/10.3390/children8090736
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34572168&dopt=Abstract
https://doi.org/10.1177/1525740116680424
http://dx.doi.org/10.1177/1525740116680424
http://dx.doi.org/10.1097/00001163-200301000-00003
https://europepmc.org/abstract/MED/22744141
http://dx.doi.org/10.1044/1092-4388(2012/11-0231)
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22744141&dopt=Abstract
https://doi.org/10.1177/105381519401800303
http://dx.doi.org/10.1177/105381519401800303
https://doi.org/10.1080/17489539.2016.1231387
http://dx.doi.org/10.1080/17489539.2016.1231387
https://doi.org/10.1044/1058-0360(2011/10-0055)
http://dx.doi.org/10.1044/1058-0360(2011/10-0055)
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21478280&dopt=Abstract
https://doi.org/10.1016/10.1016/j.ijporl.2019.109849
http://dx.doi.org/10.1016/j.ijporl.2019.109849
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31918243&dopt=Abstract
https://doi.org/10.23641/asha.11356904
http://dx.doi.org/10.1044/2019_jslhr-19-00162
https://europepmc.org/abstract/MED/32164442
http://dx.doi.org/10.1080/17549507.2019.1702719
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32164442&dopt=Abstract
https://europepmc.org/abstract/MED/33899624
https://europepmc.org/abstract/MED/33899624
http://dx.doi.org/10.1080/02699206.2021.1912187
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33899624&dopt=Abstract
https://europepmc.org/abstract/MED/22421491
http://dx.doi.org/10.1097/SAP.0b013e31823b6897
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22421491&dopt=Abstract
https://doi.org/10.1044/2021_JSLHR-20-00430
http://dx.doi.org/10.1044/2021_jslhr-20-00430
http://www.w3.org/Style/XSL
http://www.renderx.com/


25. Bellon-Harn M, Morris L, Manchaiah V, Harn W. Use of videos and digital media in parent-implemented interventions
for parents of children with primary speech sound and/or language disorders: a scoping review. J Child Fam Stud.
2020;29(12):3596-3608. [FREE Full text] [doi: 10.1007/s10826-020-01842-x] [Medline: 33024404]

26. Akemoglu Y, Muharib R, Meadan H. A systematic and quality review of parent-implemented language and communication
interventions conducted via telepractice. J Behav Educ. Nov 11, 2019;29(2):282-316. [FREE Full text] [doi:
10.1007/s10864-019-09356-3]

27. Khazaei S, Shirani AM, Khazaei M, Najafi F. Incidence of cleft lip and palate in Iran. A meta-analysis. Saudi Med J. Apr
2011;32(4):390-393. [Medline: 21483999]

28. Haseli A, Hajimirzaie S, Bagheri L, Sadeghian A, Ahmadnia E. Prevalence of cleft lip and cleft palate in Iran: a systematic
review and meta-analysis. J Mazandaran Univ Med Sci. 2019;28(168):A.

29. Palomares-Aguilera M, Inostroza-Allende F, Solar L. Speech pathology telepractice intervention during the COVID-19
pandemic for Spanish-speaking children with cleft palate: a systematic review. Int J Pediatr Otorhinolaryngol. May
2021;144:110700. [FREE Full text] [doi: 10.1016/j.ijporl.2021.110700] [Medline: 33862334]

30. Kaiser A, Roberts M. Parents as communication partners: an evidence-based strategy for improving parent support for
language and communication in everyday settings. Perspect Lang Learn Educ. Aug 2013;20(3):96-111. [FREE Full text]
[doi: 10.1044/lle20.3.96]

31. Sakhai F, Golmohammadi G, Tohidast SA, Baghejari Z, Nouhi K, Jafari N. Development of a vocabulary list for the Persian
version of the profile of early expressive phonological skills: a pilot study. Speech Lang Hear. Mar 04, 2024.:1-10. [doi:
10.1080/2050571x.2024.2321733]

32. Stoel-gammon C. Relationships between lexical and phonological development in young children. J Child Lang. Oct 18,
2010;38(1):1-34. [FREE Full text] [doi: 10.1017/s0305000910000425]

33. Stoel-Gammon C, Williams A. Early phonological development: creating an assessment test. Clin Linguist Phon. Apr
2013;27(4):278-286. [FREE Full text] [doi: 10.3109/02699206.2013.766764] [Medline: 23489340]

34. Mahmoudi BB, Soraya M, Badiee Z, Kazemi Y, Soleimani B. The size of expressive lexicon in 18-to-36-month-old children
raised in Farsi-speaking families: a comparative study. J Res Rehabil Sci. 2012;7(5):a. [FREE Full text] [doi:
10.22122/JRRS.V7I5.190]

35. McLeod S. Intelligibility in Context Scale: cross-linguistic use, validity, and reliability. Speech Lang Hear. Feb 10,
2020;23(1):9-16. [FREE Full text] [doi: 10.1080/2050571x.2020.1718837]

36. Aghaz A, Kazemi Y, Hemmati E, Zarifian T. Psychometric properties of Persian version of Intelligibility Context Scale in
Persian-Speaking Children. Sci J Rehabil Med. 2022;10(6):1270-1283. [FREE Full text] [doi: 10.32598/SJRM.10.6.22]

Abbreviations
CLP: cleft lip and palate
CONSORT: Consolidated Standards of Reporting Trials
CP/L: cleft palate with or without cleft lip
dB HL: decibels in hearing level
EMT: Enhanced Milieu Teaching
EMT+PE: Enhanced Milieu Teaching with Phonological Emphasis
MCDI: Macarthur-Bates Communicative Development Inventory
PCC: percentage of correct consonants
PE: Phonological Emphasis
PEEPS: Profiles Of Early Expressive Phonological Skills
RCT: randomized controlled trial
SLP: speech-language pathologist
TMCR: Teach-Model-Coach-Review

Edited by A Mavragani; submitted 09.11.23; peer-reviewed by N Tahmasebifard, M Fotuhi; comments to author 06.02.24; revised
version received 14.02.24; accepted 22.02.24; published 19.04.24

Please cite as:
Tahmasebi N, Zarifian T, Ashtari A, Biglarian A
Telepractice Parent Training of Enhanced Milieu Teaching With Phonological Emphasis (EMT+PE) For Persian-Speaking Toddlers
With Nonsyndromic Cleft Palate: Protocol for a Randomized Controlled Trial
JMIR Res Protoc 2024;13:e54426
URL: https://www.researchprotocols.org/2024/1/e54426
doi: 10.2196/54426
PMID: 38640014

JMIR Res Protoc 2024 | vol. 13 | e54426 | p. 10https://www.researchprotocols.org/2024/1/e54426
(page number not for citation purposes)

Tahmasebi et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

https://europepmc.org/abstract/MED/33024404
http://dx.doi.org/10.1007/s10826-020-01842-x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33024404&dopt=Abstract
https://doi.org/10.1007/s10864-019-09356-3
http://dx.doi.org/10.1007/s10864-019-09356-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21483999&dopt=Abstract
https://europepmc.org/abstract/MED/33862334
http://dx.doi.org/10.1016/j.ijporl.2021.110700
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33862334&dopt=Abstract
https://pubs.asha.org/doi/full/10.1044/lle20.3.96
http://dx.doi.org/10.1044/lle20.3.96
http://dx.doi.org/10.1080/2050571x.2024.2321733
https://doi.org/10.1017/S0305000910000425
http://dx.doi.org/10.1017/s0305000910000425
https://doi.org/10.3109/02699206.2013.766764
http://dx.doi.org/10.3109/02699206.2013.766764
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23489340&dopt=Abstract
https://doi.org/10.22122/jrrs.v7i5.190
http://dx.doi.org/10.22122/JRRS.V7I5.190
https://doi.org/10.1080/2050571X.2020.1718837
http://dx.doi.org/10.1080/2050571x.2020.1718837
https://doi.org/10.32598/sjrm.10.6.22
http://dx.doi.org/10.32598/SJRM.10.6.22
https://www.researchprotocols.org/2024/1/e54426
http://dx.doi.org/10.2196/54426
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38640014&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


©Neda Tahmasebi, Talieh Zarifian, Atieh Ashtari, Akbar Biglarian. Originally published in JMIR Research Protocols
(https://www.researchprotocols.org), 19.04.2024. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in JMIR Research Protocols, is properly cited. The
complete bibliographic information, a link to the original publication on https://www.researchprotocols.org, as well as this
copyright and license information must be included.

JMIR Res Protoc 2024 | vol. 13 | e54426 | p. 11https://www.researchprotocols.org/2024/1/e54426
(page number not for citation purposes)

Tahmasebi et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/

