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Abstract 

The Speech and language therapy is a clinical based and scientifically practices 

oriented therapeutic intervention in all over the world. In consideration the scientific 

validity, the Centre for the Rehabilitation of the Paralysed (CRP) in Bangladesh to 

implements the Speech and language therapy for the patient with communication 

difficulties. A standard service always demands to measure its implementation 

components thus will be helpful to identify the barriers and access of service 

utilizations for further initiative. Due to insufficient service utilization, the study is 

aimed to identify the influencing factor to utilize the available speech and language 

therapy service for the children with communication difficulties.  

This study was a cross sectional analysis consists of 152 respondents who are the 

parents or caregiver attend pediatric out patients for at least four consecutive sessions.  

This study showed significant challenges for service utilization are distance from the 

therapy service centre (likelyhood ratio p.000), financial problem to afford speech 

therapy service (p.000), unavailable appointment, long waiting time (49.3%) Besides 

that perceived quality of speech therapy service found highly quality full (58.6%). 

However 60.5% respondent believes that lack of awareness were responsible for 

delayed improvement of the child.  

The result interpreted in terms of influencing factors to utilize the existing speech 

therapy service which could be a potential resource for the service providers, policy 

makers to consider in order in improving the speech therapy service quality that 

ultimately helps to complete the treatment and successful rehabilitation. 

Key word: Speech and language therapy, influencing factor, utilization of service, 

communication difficulties.  
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Introduction  &  Justification       Chapter I 

1.1 Introduction: Ability of successful communicate is the only a unique feature of 

human being. The ability of communication sometimes disturbed disordered which can 

occur form birt to late age at any time. The communication disorders and may require 

lifelong care after an incidence that affect communication skills and limit the 

communicative functioning. Communication disability often intervenes by speech and 

language therapy. Communication Rehabilitation is a process to enable and engage the 

person in to the mainstreaming society trough proper evidence based management 

(Davidson, et al. 2008). Access and utilize the existing intervention service  

communication disability are influenced by variety factors such as the attitude to service, 

perception of betterment, financial capacity to afford, distance of service facility,  level of 

education of the person with communication disorder and his family members(Horne, et 

al. 2013). Besides that the intervention and rehabilitation service also depends on the 

availability of service, cost of service and professionals skills. Bangladesh is a developing 

country where speech and language therapy service is newly introduced. It is important to 

gradually expand the number of speech therapist to meet the needs against the number of 

incidence / case & prevalence of communication disorder is higher. Speech and 

Language Therapist of Bangladesh are facing a lot of barriers besides and the patients 

themselves too to carry out the successive rehabilitation. Both speech therapist and 

clients have different opinion and observation regarding the discontinuation and 

unsuccessful rehabilitation process. In this study the investigator would like to understand 

those influencing factor to continue the successful intervention or rehabilitation of how to 

overcome in future with proper management initiatives. 
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1.2 Justification and Background:  

Bangladesh is a developing country where the majorities of people are leaving in average 

socioeconomic status (CPD, 2015) so that the proper health care and necessary 

rehabilitation process are challenging to access. The government offering the community 

level health care facilities to all but still the rehabilitation care are not enough and easy to 

access(NFDDP, 2014). Besides the government some nongovernmental organizations 

(NGO) are offering rehabilitation services for the person with communication disability. 

In government level the Bangladesh Protibondhi Unnoyon Foundation offering the 

rehabilitation services to community people in a limited range due to lack of enough 

qualified speech and language therapist.  

Centre for the Rehabilitation of the Paralysed are one of the pioneer NGO leading in 

rehabilitation service. Many patients however dropped out from speech and language 

therapy department. Reasons of drop out could be explored in order to take action to 

ensure as a accessible speech therapy service. Besides speech therapist and speech 

therapy service that is offered in some NGOs like Centre for the Rehabilitation of the 

Paralysed (CRP) there are about thirty five (35) speech and language therapist who work 

independently to serve the child and adult with speech and language disorders. CRP 

speech and language therapy department is well structured and offering valid treatment 

but do not reach all patients that would need it .still a significant number of the patient are 

not attending to take service though a huge number of children / person need speech and 

language therapy service. Those who attend for service within them  Many of these cases 

need a comprehensive rehabilitation service but speech and language therapist found that 

majority of the cases dropped out from CRP-SLT department and return to their home 
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without completing proper rehabilitation. Every year the CRPs serve at least six thousand 

(6,000) new patients with communication disorders (CRP annual Report, 2016). But there 

is no appropriate estimation of approximate dropout patient. The reason of dropout from 

CRP is a remarkable issue. Still speech and language therapist  have knowledge gap 

regarding the reasons of dropout discontinued. So if we can explore the reason of dropout 

of patients from the SLT department though CRP have enough resources and facilities 

that would be a big achievement for future planning and development of speech and 

language therapy effective and efficient service.  

 So it is justified to know the scientific answer why the patients are not continuing the 

rehabilitation service. Speech therapy service is a newly introduced service in Bangladesh 

that’s why its need to be explored the influencing factors to offer the complete 

intervention and rehabilitation service. So the study will help to explore the influencing 

factors from the stakeholders’ perspective and thus the quality, effectiveness and efficacy 

will be improved.   

1.3 Research Question: What are the factors influences to utilize the available service of 

speech therapy for the children with communication disability. 

1.4 Operational Definition  

1.4.1Influencing factor: In the study influencing factor interprets the facilitators of 

obstacles to continue the speech therapy intervention / rehabilitation service form the 

speech and language therapist (SLT). The confounding issue that prevents the patient, 

caregiver or the SLT’s to carry out the rehabilitation process e.g. distance, financial 

problem could be a negative influence besides that the level of improvement, family 
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support could the facilitator of the study. It could be the service, service provider, 

financial status, knowledge, awareness, family system. 

1.4.2 Service facility: In the study the investigator would use the term service facility in 

terms of communication intervention and rehabilitation as the speech therapy service that 

encompass from clinical assessment, intervention and extended to the home or workplace 

that helps to overcome the limitation and enhance the participation in to the community 

and social life. This are represents experience in service oriented difficulties, duration, 

waiting time, no of appointment, instrument quality, availability of instrument, 

organizational facilities for service, therapists quality, attitudes, cooperation, 

demonstration of therapy activities, clarity of advice, motivation by therapist, disclosure 

of patients treatment outcome, therapists professionalism, level of satisfaction. Those 

things are identified as to know intervention or rehabilitation status that focus on 

compensatory strategies that works on the residual functioning of the client to enable his 

communicative functioning through active participation in normal life.  

1.4.3Communication disorder: Communication disorder refers to any disruption of 

communication process that may occur due to congenital or acquired neurological or non 

neurological disease or conditions. The communication disorder could be the speech 

difficulties, receptive and expressive language difficulties or voice disorders. The 

communication disorder could occur in association with some disease / condition such as 

cerebral palsy, down syndrome, cerebro-vascular accident (Stroke), meningitis or autism 

spectrum disorder.   
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1.4.4 Children: In this study the investigator used the term children that indicates those 

who have the communication disorder either congenital or acquired and age range from 1 

months to twelve years. The children could be male or female.  

1.4.5 Family member:  The family member indicates who are responsible to deal with 

the patient in his daily life and who are involved in decision making of the child specially 

directly involved in the treatment target such as parents in case of child.  

1.4.6 Speech and language therapist:  speech and language therapist are health 

professionals who have completed the Dhaka university undergraduate program on B Sc 

in speech and language therapy and currently working as a clinical speech and language 

therapist at Centre for the Rehabilitation of the Paralysed (CRP), in any centre of CRP 

Bangladesh who are dealing with the children with communication disability.  
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   Literature Review         Chapter II 

2.1 Speech &language therapy: Speech and language therapy provides life-changing 

treatment, support and care for children and adults who have difficulties with 

communication, or with eating, drinking and swallowing.  Speech and language therapists 

(SLTs) are allied health professionals. They work closely with parents, carers and other 

professionals, such as teachers, nurses, occupational therapists and doctors.   (RCSLT, 

2015) 

Speech-language therapist is a specialist sometimes called a speech pathologist or speech 

& language pathologist with a role to assess, diagnose, treat and help prevent speech, 

language, cognitive-communication, voice, swallowing, fluency and other related 

disorders. (Centre for Speech and Langauge Pathology, 2014) 

2.2 Nature of the Work: A speech-language pathologist works with a full range of 

communication disorders including the following evaluate and diagnose speech, 

language, cognitive-communication and swallowing disorders. A variety of qualitative 

and quantitative assessment methods are utilized including standardized tests, and other 

special instruments, in order to analyze and diagnose the nature and extent of speech, 

language and other impairments. (ASHA, 2015) 

Treat speech, language, cognitive-communication and swallowing disorders in 

individuals of all levels, from infancy to the elderly, utilizing an individualized plan with 

both long-term goals and short-term goals established for each individual’s needs. 

(ASHA, 2015) 
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Clinical services may be provided individually or within groups, depending upon the 

work site and individual’s diagnosis and needs. 

Speech-language pathologists often work as part of a “team”, which may include 

teachers, physicians, audiologists, psychologists, social workers, rehabilitation counselors 

and others. There are also corporate speech-language pathologists who work with 

employees to improve communication with their customers.(Centre for Speech and 

Langauge Pathology, 2014) (ASHA, 2015) (RCSLT, 2015). 

2.3 Speech and language therapy (SLT) for Children  

Speech and language therapist usually deals with mild, moderate or severe learning 

difficulties, physical disabilities, language delay, specific language impairment, , specific 

difficulties in producing sounds, hearing impairment, cleft palate, stammering, 

autism/social interaction, difficulties, dyslexia, voice disorders, selective mutism. SLT 

deals with the preventive, curative and rehabilitative aspects of those conditions. 

(RCSLT, 2015) 

2.4 Speech and language therapy (SLT) for Adult 

Besides the paediatric conditions speech and language therapist also deal with adults 

with  communication or eating and swallowing problems following neurological 

impairments and degenerative conditions, including stroke, head injury, Parkinson's 

disease and dementia. Alongside head, neck or throat cancer, voice problems, mental 

health issues, learning difficulties, physical disabilities, stammering and hearing 

impairment also treated by speech & language therapist (RCSLT, 2015) 
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2.5 Work Sites of Speech and Language Therapist: Speech-language pathologists 

work in a variety of settings including Public and private schools, Hospitals, 

Rehabilitation centers, Short-term and long-term care facilities, Colleges or universities, 

Private practice offices, State and local health departments, State and governmental 

agencies, adult day care centers/Centers for developmental disabilities , Research 

laboratories and rehabilitation centers.  (ASHA, 2015) (RCSLT, 2015) 

2.6 Communication Difficulties: A communication disorder is impairment in the ability 

to receive, send, process, and comprehend concepts or verbal, nonverbal and graphic 

symbol systems. A communication disorder may be evident in the processes of hearing, 

language, and/or speech. A communication disorder may range in severity from mild to 

profound. It may be developmental or acquired. Individuals may demonstrate one or any 

combination of communication disorders. A communication disorder may result in a 

primary disability or it may be secondary to other disabilities. (ASHA, 2015) 

A speech disorder is an impairment of the articulation of speech sounds, fluency and/or 

voice. 

An articulation disorder is the atypical production of speech sounds characterized by 

substitutions, omissions, additions or distortions that may interfere with intelligibility. 

(ASHA, 2015) 

A fluency disorder is an interruption in the flow of speaking characterized by atypical 

rate, rhythm, and repetitions in sounds, syllables, words, and phrases. This may be 

accompanied by excessive tension, struggle behavior, and secondary mannerisms. 

(ASHA, 2015) 
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A language disorder is impaired comprehension and/or use of spoken, written and/or 

other symbol systems. The disorder may involve (1) the form of language (phonology, 

morphology, syntax), (2) the content of language (semantics), and/or (3) the function of 

language in communication (pragmatics) in any combination. (ASHA, 2015) 

A hearing disorder is the result of impaired auditory sensitivity of the physiological 

auditory system. A hearing disorder may limit the development, comprehension, 

production, and/or maintenance of speech and/or language. Hearing disorders are 

classified according to difficulties in detection, recognition, discrimination, 

comprehension, and perception of auditory information. Individuals with hearing 

impairment may be described as deaf or hard of hearing. (ASHA, 2015) 

Deaf is defined as a hearing disorder that limits an individual's aural/oral communication 

performance to the extent that the primary sensory input for communication may be other 

than the auditory channel. (ASHA, 2015) 

Hard of hearing is defined as a hearing disorder, whether fluctuating or permanent, 

which adversely affects an individual's ability to communicate. The hard-of-hearing 

individual relies on the auditory channel as the primary sensory input for communication. 

(ASHA, 2015) 

2.7 Rehabilitation: Rehabilitation of people with disabilities is a process aimed at 

enabling them to reach and maintain their optimal physical, sensory, intellectual, 

psychological and social functional levels. Rehabilitation provides disabled people with 

the tools they need to attain independence and self-determination. (WHO, 2015) . 
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Rehabilitation in case of communication disorder is one of the challenging issues as its 

sometime time consuming (Davidson, et al. 2008).   

Its estimated that the 15% of the total population of the world have any degree of 

disability where 8% of the them are living in developing third world countries where 

often access to basic health and social services is limited for all citizens. (WHO, 

Disabilities and rehabilitation, 2015) 

2.8 Culture: Culture refers to the cumulative deposit of knowledge, experience, beliefs, 

values, attitudes, meanings, hierarchies, religion, notions of time, roles, spatial relations, 

concepts of the universe, and material objects and possessions acquired by a group of 

people in the course of generations through individual and group striving. (TAMU, 

2015). In Bangladesh the culture has influence to the rehabilitation. As our own culture 

have traditional belief of treatment to the bonny doctors and other religious traditional 

healers. So it has a greater effect to the children with communication disability. 

Sometimes the children’s are not attend the speech therapy intervention due to these 

traditional culture. Culture is closely linked to the awareness and attitude of an 

individual.  
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Methodology         Chapter III 

3.1 Conceptual Framework   
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3.2 Study Objective 

3.2.1 General objective:  

The general objectives of the study are to assess the influencing factors to service 

utilization among children with communication disabilities from specialized 

rehabilitation centre in Bangladesh.  

3.2.2 Specific objective 

 To find out the socio demographic characteristics of participant.   

 To assess the service facilities for the children with communication disabilities.  

 To determine the physical environment barriers of the respondents.  

 To assess the family and social support among children communication disabilities.  

 To identify the association among influencing factors to utilize the speech therapy 

service.   

3.3 Study Design:  

A descriptive cross sectional study has conducted among children with communication 

disability to understand the factors influencing utilization the speech and language 

therapy service.   

3.4 Study Population: Children with communication disability attend at SLT Dept, CRP 

3.5Study Area 

The study has been conducted in Centre for the Rehabilitation of the Paralysed (CRP), 

Head office at Savar, and all other divisional branches of it situated in Mirpur-Dhaka, 

Rajshahi, Barishal, Moulovibazar, and Chittagong.CRP was selected for the study as this 

CRP is one of the renowned rehabilitation centre in Bangladesh particularly for speech 

and language therapy and here a large number of qualified speech and language therapist 
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works. There are no other facilitieswithin  Bangladesh for speech and language therapy 

where all types of communication problems are treated in the same professional and 

organizational standard. 

3.6 Study Period: 

Total study period is 5 months (January 2016 to May 2016) 

3.7 Sample size  

Sample Size Calculation 

𝑛 =  𝑍  
1 − 𝛼

2 

𝑑
  

2

× 𝑝𝑞 

Here,  

Z (1-α/2) = 1.96 

P=50% = 0.50  

q = 1- p = 1- 0.50 = 0.50 

d = 0.08 

n=   
1.96×1.96×0.50×0.50

0.08×0.08
 

=150.06 

So according to the sample size determination, the numbers of the subjects are estimated 

152number of participants. All the respondents had selected from CRP head office, CRP 

Mirpur and all branches of and attending of CRP attending as caregiver of the child. They 

could be parents or others who are responsible for financial liabilities, daily care, decision 

making.  
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3.8 Eligibility of Respondents 

3.8.1 Inclusion criteria 

 Children aged 1 month to 12 yearswith communication disabilitiesattending in 

outdoor facility of Speech and language therapy deportment of all divisional 

branches of CRP. 

 Patients who attended at least 3 speech therapy sessions in CRP.  

 The patient whois accompaniedbytheir care giver.  

 As respondent father, mother, or any other relativewho are responsible for 

financial liabilities, daily care, decision making.  

 Both male and female are eligible 

3.8.2 Exclusion criteria: 

 Those who are currently in door patients attending in CRP at all divisional 

branches. 

 Paid care giver as respondents. 

 All the adult patients. 

3.9 Sampling Technique:  

All the speech therapy outdoor attending clients care givers has be the selected 

purposively.  A enumeration survey were conducted prior to the actual data collection to 

check the data collection tools and the nature of findings. A Enumeration checklist were 

developed to list eligible care giver of the child. The check list contained line number, 

name of the person, relationship with the child, nature of responsibilities with the child.  
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3.10 Survey / Data collection  Instruments: 

Data were collected at CRP premises using a self inventorysemi-structured questionnaire. 

The questionnaires were pre-tested on to two non-sample respondentsfrom CRP Savar, 

Dhaka with a draft Bangla version of the instrument to get feedback on the suitability, 

appropriateness and sequencing of the questionnaire. And thus the final version have 

developed  

3.11 Data management and analysis:All eligible respondents werebeing selected for the 

interview from all different divisional branches of CRP within the data collection time. 

The face to face interview wasused to collect information from respondents. The 

response written in to the questioner by the interviewer and were stored in a secured 

place to maintain confidentiality. The questioner / data sheet were containing a code no. 

Data were stored in to the computer database and the database wereuse for further 

analysis and investigation.Finally the data were collected from a 10-15 minutes face to 

face interview with in the CRP premises.  

The collected data were edited, coded and entered into a database using SPSS software. 

Analysis has done targeting the study objectives by considering the indicators. 

Descriptive analysis of all relevant variables has done using measures of frequency; 

association within /between variables were tested using chi squareχ2 tests.  

3.12 Quality control and quality assurance  

The study was undertake with a pilot testing and peer reviewto ensure the quality of the 

study. Twelve voluntarily data collector recruited based on their experiences and 

educational qualifications.  One day extensive training was held to train the field data 
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collectors. The field staffs were informed about the background of the study, objectives, 

methodology, individual section of the data collection instruments, interviewing 

techniques etc. Mock interviews were conducted among themselves to get acquainted 

with the questionnaire to ensure that the procedures under statically control. Field trial on 

the questionnaire. Field trail on the questionnaire were conducted in a CRPSavar from 

non sample. All data collection was accurate and interprets carefully according to 

supervisor guideline. Investigator strictly have tried to ensure to imply appropriate 

internal quality control measures and ensure that the data produced and reported are of 

known quality and uncertainty. 

3.13 Ethical consideration:  

The proposal has reviewed by the ethical board/committee of CRP and was approved by 

BHPI and Dhaka University. Permission were attained the patient records for participant 

contact address. A written information sheet were provided to participants informing 

them about the aims and significance of the study and the participants agreement to 

participate in the study then his or her consent have taken with written signatory/ finger 

print. Participants were also free to decline or withdraw in participating in the study. It 

was adhered to that data will be only accessed by the researcher and the supervisor of this 

study. Confidentiality was maintained strictly during the course of study and during every 

step of the research. No patients name and address was identified to the public domain 

and the entire document kept confidential. All data and relevant document was stored in a 

secured file cabinet. 

The following variables were considered at the time of preparing data collection 

instrument.  
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Broad Category of 

the Variables 

Selected Variables 

Socio-demographic 

variables   

Age, sex, academic qualification of parents, occupation of 

parents, living area, type of family, income – expenditure, 

treatment expense.   

Disease related 

variables  

Types, cause, duration of treatment.  

Service Quality/ 

quality of care 

Experience in service oriented difficulties, duration, waiting 

time, no of appointment, instrument quality, availability of 

instrument, organizational facilities for service, therapists 

quality, attitudes, cooperation, demonstration of therapy 

activities, clarity of advice, motivation by therapist, 

disclosure of patients treatment outcome, therapists 

professionalism, level of satisfaction. 

Financial aspect Difficulties in finance, treatment cost, treatment associated 

expenditure, paid care giver, financial burden, cost 

effectiveness. 

Family and social 

support 

experienced types of barriers, gender-age related 

discrimination, cooperation, stigma, attitudes, decision maker 

Physical aspect  Distance, accessibility, transportation, physical disability of 

child, heaviness of child. 

Knowledge and 

awareness  

Expectation, level awareness toward service, self 

actualization.  
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Result                       Chapter IV  

All the result of the analysis are shown in table, bar chart, pie chart as appropriate.    

4.1 Table 1: Distribution of respondents by age, education, occupation, income and 

expenditure            

 Frequency Percent 

Age category of child 

≤36 months  (≤3 years) 42 27.6 

37-72 months (3-6 years) 71 46.7 

73-108 months (6-9 years) 17 11.2 

108 through above (9 +  years  22 14.5 

Mean=60.84 months     SD± 36.27 

Mother's Educational Qualification 
No education 8 5.3 

Primary level 20 13.2 

Secondary 59 38.8 

Higher Secondary 22 14.5 

Graduate 26 17.1 

Post Graduate 17 11.2 

Father's Educational Qualification 
No education 6 3.9 

Primary level 17 11.2 

Secondary 46 30.3 

Higher Secondary 23 15.1 

Graduate 36 23.7 

Post Graduate 24 15.8 

Mother's Occupation 
House Wife 131 86.2 

Service 20 13.2 

Business 1 .7 

Father's Occupation 
Agriculture 8 5.3 

Service 79 52.0 

Business 41 27.0 

Day Labor 7 4.6 

Others 15 9.9 

No Job 2 1.3 

Monthly Income  

≤5000 BDT 8 5.3 

5001 BDT - 10000 BDT 33 21.7 

10001 BDT - 15000 BDT 28 18.4 

15001 BDT to 20000 BDT 22 14.5 

 20000+ 61 40.1 

Median:18500                      SD: ± 26489.674 

Monthly Expenditure    

≤5000 BDT 7 4.6 

5001 BDT - 10000 BDT 36 23.7 

10001 BDT - 15000 BDT 22 14.5 

15001 BDT to 20000 BDT 29 19.1 

20000 +BDT 58 38.2 

Median: 20000.00              SD: ± 135998.502 
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Table 1.1 shows the demographic information of the respondent. The age range of the 

participant is below three to nine plus years. The 46,7% respondents child is in 

between 3-6 years of age where as lowest number of the respondent in 6-9 years of 

age. The mean age of the is 60.84 months  Most frequent education and mothers 

38.8% which are similar to fathers highest 30.3% in secondary level. 86.2% Mothers 

occupation is house wife where as the fathers occupation are mostly 52.2% of service. 

Where only 13.2% mother were involved in service. Monthly income of the 

participant was  ranged from 5000BDT to 20000 plus. Maximum respondent 40.1% 

are in the range of above twenty thousand taka where as 21.7% are within 5001-

10000BDT. On the other hand Motherly 38.2% expenditure are above 20000BDT.  
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4.2 Table 2: Distribution of the respondents according to their gender and living 

status 

 

 

The table shows the distribution of the total respondents according to their gender and 

living status where row represents three major leaving statuses category of 

respondents labeled as urban, semi urban and rural. Specifically (58.6%) are from 

urban area where as (25.7%) respondents are from village which is the almost double 

of the semi urban (15.8%). On the other hand the total numbers of male are (63.2%) 

whereas female (36.8%).  More over the number of male is higher in all three living 

area where the male (37.5%) from urban, (9.9%) from semi urban and (15.9%) from 

rural besides that female are (21.1%) from urban, 9 (5.9%) from semi urban and 

(9.9%) from rural area. 

 

 

  

Living Area 
Gender of the respondents 

Total 
Male  Female 

    n (%)   n (%)  (%) 

Urban 57 (37.5)        32 (21.1)   89(58.6) 

Semi Urban 15 (9.9)          9  (5.9)   24(15.8) 

Village 24 (15.8)      15  (9.9)   39(25.7) 

Total 96 (63.2)       56  (36.8)   152(100) 
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4.3 Table 3: Distribution of the respondents according to their relationship with 

types of family 

 

Table 3 shows types of care giver and family member. Among 152 respondents, there 

are 60.5%from nuclear family and 39.5% from joint family. Within all types of care 

giver, in most cases 87.5% mother takes care of child (which is the highest category) 

of which 53.9% mothers in nuclear family and 33.6% mothers in joint family. Besides 

that grandmother is in second highest frequency 6.6% who takes care of the child 

whilst in 3.9% cases of joint family grandmother involves in child’s care. In 2.6 % 

cases father, 1.3% cases paid care giver and siblings, and .7% cases both father and 

mother takes care of the child.   

  

Most of the time who 

take care of the child 

Type of Family 
Total 

Nuclear Family  Joint Family 

 n  (%)  n  (%)  n (%) 

Mother   82  (53.9)   51   (33.6)  133  (87.5) 

Grand Mother  4   (2.6)   6    (3.9)  10   (6.6) 

Father  4   (2.6)   0    (0.0)    4    (2.6) 

Siblings  0   (0.0)    2    (1.3)    2    (1.3) 

Paid Care giver  2   (1.3)    0    (0.0)    2    (1.3) 

Parents  0   (0.0)   1    (.7)   1    (.7) 

Total 92(60.5)  60(39.5) 152(100) 
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4.4 Table 4: Distribution of the respondents according to their diagnosis and 

types of problem  

Diagnosis criteria 

Types of problem 

Total Communication 

problem 

 Communication 

problem & 

physical 

disability 

 n    (%)  n   (%)          n   (%)  

Cerebral Palsy 19   (12.5)   75    (49.3)     94  (61.8) 

Autism 17   (11.2)  6    (3.9)   23   (15.1) 

Speech &Language Delay 10   (6.6)  2    (1.3) 12   (7.9) 

Attention Deficit & Hyperactivity 

Disorder 
7    (4.6) 

 
0    (0.0)   7    (4.6) 

Down syndrome    0.71   (.7)  4    (2.6)   5     (3.3) 

Hearing Impairment 2    (1.3)      0.71    (.7)   3     (2.0) 

Stroke     0.71   (.7)  2      (1.3)   3     (2.0) 

Cleft lip and plate (Post operative)    0.71   (.7) 
      0.71    (.7) 

  2     (1.3) 

Hydrocephalus 0     (0.0) 
       0.71   (.7) 0.71     (.7) 

Learning Disability 0      (0.0) 
 

     0.71    (.7) 
0.71     (.7) 

Microcephalus 0     (0.0) 
 

     0.71    (.7) 
0.71     (.7) 

Total 58(38.2)  94(61.8) 152(100.0) 

 

The table 4 shows the distribution of the respondents according to their diagnosis and 

types of problem among all respondents. Among all respondents (61.8%) are 

diagnosed as having cerebral palsy which is highest in frequency whereas the second 

most frequent diagnosis is Autism 15.1%. Subsequently speech and language delay 

7.9%, Attention deficit and hyperactive disorder is 4.6%, Down syndrome 3.3%, there 

are some other diagnosis that are below 2% these are hearing impairment, stoke, cleft 

lip and palate and times hydrocephalus, microcephalus, learning disability were 

found. Besides that (38.2%)  subjects has only communication problem and (61.8%) 
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subjects have both communication and physical disability.(49.3%) children with 

cerebral palsy (CP) have both communication and physical disability where 19 

children with CP having only communication problem. In case of autism (11.2%) 

child out of (15.1%) having only communication problem where as remaining 6 

(3.9%) child have both communication and physical disability.  In case of attention 

deficit & hyperactivity disorder (ADHD) 4.6% (7) only have communication 

problem. On the other hand there are some other less than 3% of response found in 

case of only communication disability and communication associated with physical 

disability in case of hearing impairment, stroke, cleft lip-palate, hydrocephalus, 

learning disability, microcephalys. 
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4.5 Figure 1: Distribution of respondents according to the causes of 

communication and physical disability   

Figure 1 represents the causes of the disability among 152 subjects of the study. 

Among all cases, 46.7% had a congenital cause as top leading cause, whereas 19.7% 

times birth complication was the cause of disability which is second most leading 

cause. Subsequently the causes of disabilities are disease after birth (15.8%), 

unknown cause 11.2% and trauma after birth 6.6%, which is the least leading cause of 

disability in this research sample.   
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4.6 Table 5: Overall barriers regarding access to SLT Service and its 

Organizational Aspect 

Problems to Service 

Utilization 

Percentage response 
Total 

Mean, 

SD Yes  No 

   n     (%)        n    (%)   

Barriers to access SLT service      

Problem faced from 

organizational point of view to 

avail speech therapy service. 

82(53.9)  70(46.1) 100% 1.46±500 

Appointment is not available as 

per therapist advice 
68(44.7)  84(55.3) 100 .45±.499 

Appointment is not available 

according to caregiver’s choice 
54(35.5)  98(64.5) 100 .36±.480 

Frequent change of Therapist 29(19.1)  123(80.9) 100 .19±.394 

Time Consuming Treatment 20(13.2)  132(86.8) 100 .13±.339 

Insufficient  speech therapist  11(7.2)  141(92.8) 100 .13±.260 

Barriers from Organizational 

Aspect 
     

Intolerable waiting time to get 

appointment.  
75(49.3)  77(50.7) 100% .49±.502 

Lack of professional promotion 

activities for speech therapy  
31(20.4)  121(79.6) 100% .20±.404 

No waiting room 30(19.7)  122(80.3) 100% .20±.399 

Insufficient ventilation in therapy 

room. 
25(16.4)  127(83.6) 100% .16±.372 

No residential Facility   14(9.2)  138(90.8) 100% .09±.290 

 

The table 5 shows the overall barriers to access speech therapy service and concerned 

organizational challenges. More than half of the respondent 82(53.9%) out of 152 

have experienced with various barriers to access and utilize the speech therapy service 

from service and concerned organizational aspect. 44.7 % respondents has 

experienced with insufficient speech therapy session that has been recommended by 

concerned therapist more over 35.5% respondent have reported as they are not getting 
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time according to their choice. 19.1% respondent also claimed regarding frequent 

change of therapist that affects to get desired outcome from therapy. Besides that 

13.2% respondent perceived that the duration of treatment program is lengthy where 

as 7.2% mentioned that that the number of speech therapist is insufficient so that they 

need to wait. on the other hand half of the respondent also faced barriers from 

organizational aspect. Major complain from the half of the total respondent (49.3%) is 

intolerable waiting time to get appointment. Other than this 20.4% respondent 

claimed that lack of professional promotional activities for speech therapy service that 

creates barrier to know about the existing service. Some of the respondent 16.4% 

perceived that the ventilation of therapy room is insufficient where as 9.2% 

respondent noted that there are no residential facilities for the outdoor patients.   
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4.7 Table 6: Barriers to receive services from speech therapists 

Specific criteria 
Response (%) 

Total Mean , SD 
Yes No 

 n   (%)  n   (%)    

Difficulties faced form directly 

from Speech and Language 

Therapist. 

26   (17.1) 126 (82.9) 100% 8.53±1.734 

Provide therapy less than 45 

minutes (Standard Time) 
 14    (9.2) 138 (90.8) 100% .09±.290 

Don't set treatment goal by 

discussion with guardian 
6    (3.9) 146 (96.1) 100% .04±.195 

Therapist's Behavioral Problem     3   (2) 149  (98) 100% .02±140 

Don't share clients progress / 

deterioration with care giver 
2    (1.3) 150 (98.7) 100% .01±114 

Difficulty to understand 

therapists instruction 
2    (1.3) 152 (98.7) 100% .01±.114 

Therapist engaged in personal 

work during therapy session 
2   (1.3) 150 (98.7) 100% .01±.114 

Therapist's shows 

discriminatory behavior 
1   (.7) 151 (99.3) 100% .01±.081 

 

The table represents the perceived barriers that has been creates form concern speech 

therapist. 17.1% respondent found who have faced challenges from directly speech 

therapists. Among all of the respondent 9.2% claimed as the major perceived barrier 

is speech therapist provide less time than expected. Besides that 3.9% respondent 

found the therapist did not set treatment goal with discussing guardian. There are 

some other perceived barriers found less than 2%, these are didn’t share clients 

improvement status, difficulties to understand therapists advice, engaged in personal 

work during session and very rarely only 1 respondent claimed that the therapist 

demonstrated discriminatory behavior.     
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4.8 Figure 2: Perceived service quality of speech therapy service  

The table represents the perceived service quality and the level of satisfaction from 

speech therapy service. More than half of the respondents 58.6% found the speech 

therapy as highly quality full and 41.4% found fairly quality full but no respondent 

found as not sure about the quality of speech therapy service. The mean and standard 

deviation is 1.41±.494.  
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4.9 Figure 3: Satisfaction measures of respondents to speech therapy service 

 

In case of level of satisfaction 42.8% respondents found highly satisfied to speech 

therapy service where as more than half of the total respondent respond as fairly 

satisfied to speech therapy service. Only a few 2.6% respondents claimed as not sure 

about the level of satisfaction. The mean and standard deviation is 1.60±.543.  
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4.10 Figure 6: Importance of speech therapy service to family member.  

 

The figure shows that the 51.3% family member of the respondents found the speech 

therapy is highly important to the child whereas 34.2% found fairly important. On the 

other hand 14.5% family members found speech therapy is not important for the child 

where the mean and standard deviation is 1.63 ±.725. 
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4.11 Figure 5: Social stigma related barriers of the respondents to avail speech 

therapy. 

The figure represents the social stigma related barriers to receive the speech therapy 

service. Among the all respondent 37.5% found social stigma as a barrier to receive 

speech therapy service besides that more than half of the respondent did not found 

social stigma as a barrier to receive the speech therapy service. Only 3.3% respondent 

is not sure about the social stigma. The mean and standard deviation of the data is 

1.66±.541.   
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4.12 Table 7: Physical barriers to access for speech therapy service 

Physical barriers Aspect 
Percentage response 

Total Mean & SD 
Yes No 

The distance or transportation 

system interrupts to take 

Speech and Language Therapy 

service. 

59.2% 40.8% 100% 1.41±.493 

Using Multiple Transport 40.1% 59.9% 100% .41±506 

Time consuming journey 40.1% 59.9% 100% .41±.492 

Transport are not available 12.5% 87.5% 100% .14±452 

Accessibility Problem 11.2% 88.8% 100% .11±.316 

 

The table shows physical barriers of respondent where more than half of the 

respondents 59.2% have faced physical barriers to access speech therapy service 

centre.  Among them the top most physical barriers are using multiple transport and 

time consuming journey by 40.1% respondent. Where the 12.5% respondent found is 

unavailability of transport as second most barriers. Besides that 11.2% faced physical 

accessibility problem along the way of home to hospital. 
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4.13 Figure 6: Level of awareness of family member to speech therapy service. 

The above figure shows that level of awareness of the family members to speech 

therapy service. 40.1% respondents think that their family members are highly aware 

regarding speech therapy service where half of the total respondent’s family 50.7% 

found fairly aware. Besides that 9.2 % found not aware of speech therapy service. 

Here the men and standard deviation is 1.69±.633.  
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4.14 Figure 7: Respondents self actualization on lack of awareness and 

knowledge contribute to child’ delayed access to service.  

The following table shows that a 60.5% of the total respondents found their lack of 

awareness and knowledge contribute to delayed access to service. Whereas 38.2% 

respondent found no relation to their knowledge and awareness with the access of 

speech therapy service. Besides that only 1.3% respondents found as having not sure 

about it. The mean and standard deviation is 1.41±.519. 

  

Yes 

60.5%

No

38.2%

Not sure 

1.3%

Parents Lack of Awareness Affects the Improvement of Child



35 
 

 

4.15 Table: 8.1: Association between Monthly Income of respondent and ability 

to bear cost of Speech service   

 

From the table 8 , thirty eight respondents were capable to provide the speech therapy 

service cost within their income range more than 20000 BDT and 17 was moderately 

capable from their sided within this range. Only 6 respondents were not capable of the 

above mentioned income range. Some respondents were allowed to show their ability 

to provide speech and language therapy service cost moderately with from the lower 

income range to 20000 BDT. Among the 152 participants, 44 was their beyond 

capacity with all income ranges. The above table 7.1 was showed the association 

between monthly income and bear to service cost of speech therapy which was 

statistically significant (likelihood ratio is p=0,000). 

Monthly Income of 

respondent 

Ability to bear service cost 

Total With in 

Capacity 

Moderately 

with in 

capacity 

Beyond 

capacity 

Below 5000 BDT 0 3 5 8 

5001 BDT - 10000 BDT 5 15 13 33 

10001 BDT - 15000 BDT 3 12 13 28 

15001 BDT to 20000 BDT 5 10 7 22 

More than 20000 38 17 6 61 

Total 51 57 44 152 

Table 8.2: Chi-Square Tests 

 Value df Asymp. Sig. 

(2-sided) 

Pearson Chi-Square 43.877
a
 8 .000 

Likelihood Ratio 47.425 8 .000 

Linear-by-Linear Association 33.581 1 .000 

N of Valid Cases 152   

a. 3 cells (20.0%) have expected count less than 5. The minimum expected count is 

2.32. 
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Table 9.2: Chi-Square Tests 

 Value df 
Asymp.  

Sig. (2-sided) 

Pearson Chi-Square 24.213
a
 4 .000 

Likelihood Ratio 24.525 4 .000 

Linear-by-Linear Association 20.392 1 .000 

N of Valid Cases 149   

a. 2 cells (20.0%) have expected count less than 5. The minimum expected count is 

2.38. 

The above table 9 shows that 52 respondents were coming from more than 45 km to 

take therapy service from the centre. Only 16 respondents have not faced any problem 

within this distance. Besides, 15 respondents were faced difficulties within the range 

5.1-15 km. From this analysis, 24 respondents out of 32 have not faced any problem 

due to distant less than 5 km.  The above table 9.1 suggested the association 

(likelihood ratio, p=0,000) between the distance of therapy centre with physical 

barriers to take speech therapy service.   

4.16 Table 9.1 Association between distance of therapy centre and   physical 

barrier to take speech therapy 

Distance from Therapy 

Centre 

Distance or transportation system 

interrupts to take speech therapy 

service. 
Total 

Yes No 

 less than 5 Km 8 24 32 

5.1 km - 15km 15 10 25 

15.1 km - 30 km 11 7 18 

30.1 km - 45 km 4 2 6 

More than 45 km 52 16 68 

Total 90 59 149 
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The table 9 shows that 89 respondents were found the standard quality of speech 

therapy service from their maximum level of satisfaction and also some respondents 

involved with their less satisfaction from the quality of speech and language therapy 

services. Nearly one third of the respondents were found below standard regarding 

quality of speech therapy service. So finally we can conclude from the table 10.1 that 

level of satisfaction was highly association with quality of speech therapy and 

likelihood ratio was p=0,000.  

 

 

4.17Table 10.1: Association between service quality and level of satisfaction  

Level of satisfaction  Service quality of speech 

therapy 

Total 

Standard 

Quality  

Below 

standard 

Highly satisfied 53 12 65 

Fairly satisfied 36 47 83 

Not Satisfied 0 4 4 

Total      89     63 152 

Table 10.2: Chi-Square Tests 

 Value df Asymp. 

 Sig. (2-sided) 

Pearson Chi-Square 27.682
a
 2 .000 

Likelihood Ratio 30.465 2 .000 

Linear-by-Linear Association 27.464 1 .000 

N of Valid Cases 152   

a. 2 cells (33.3%) have expected count less than 5. The minimum expected 

count is 1.66. 
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From the table 10, about 103 respondents were aware to the speech therapy service 

and they do not discriminated based on their child by gender. Among the respondents, 

only 29 was discriminated due to their level of awareness within the categories of 

highly aware, less aware and not aware respectively.  So finally the above mentioned 

table 11.1 shows association between non discrimination of the child by gender and 

awareness of family members regarding speech therapy service and likelihood ratio 

was p=0,000.  

4.18 Table 11.1: Association between discriminated for gender by family 

members and level of awareness regarding speech and language therapy service.  

Discrimination for gender by 

family members to receive the 

speech therapy service. 

Family members level of awareness 

regarding speech therapy service 

Total 

Highly 

aware 

Fairly 

Aware 

Not aware 

 

 

 

 

Yes 6 15 8 29 

No 55 48 6 109 

No Comments 0 14 0 14 

Total 61 77 14 152 

Table: 11.2 Chi-Square Tests 

 Value df Asymp. 

 Sig. (2-sided) 

Pearson Chi-Square 32.471
a
 4 .000 

Likelihood Ratio 34.833 4 .000 

Linear-by-Linear Association 
2.650 1 

.104 

N of Valid Cases 152   

a. 2 cells (22.2%) have expected count less than 5. The minimum expected count is 

1.29. 
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Discussion         Chapter V 

This study is mainly aimed to explore the influencing factors to utilize the available 

speech therapy service those who attend outdoor service facility at Centre for the 

Rehabilitation of the Paralysed (CRP) which is one of the renowned rehabilitation centre 

for the disability and rehabilitation service. Speech therapy service is also a unit of 

service which is available in all five divisional centres including main centre. There are 

152 participants were attend the study where the parents and care giver attend as 

respondent. The age range of the respondents child those who attend for speech therapy 

service is ≤3 years to 13 years. 46.7% the highest percentage of respondents children are 

in between 3 to 6 years whereas 27.6% children aged between 27.6 % (table1).  . The 

lowest number of children’s are aged between 6-9 years. It represents that most of the 

time the children attend for the service after 3 years of age. Early intervention is not seen 

in child, early intervention helps to improve the child as evidence shows (McColl, 2005).  

The secondary level of education is the highest in percentage of both mothers 38.8% and 

fathers 30.3%. Whereas the lowest percentage of education with in total population is 

illiterate. Specifically 5.3% mother and 3.9% father are illiterate. The parent’s 

educational status is a vital part for the improvement of the child. There less number of 

parents are available those who complete the higher education such 17.1% mother and 

23.7% father have completed graduation. level of education is a contributing factor 

(Hartley,1998) . In case of occupation highest 86.2% mother are house wife where as 

fathers highest percentage is 52% for service besides that 13.2% mother are service 

holder.. Monthly income of the family is another vital factor for treatment or service 

utilization. In these study 40.1% respondent’s monthly income is more than 20,000 
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thousand which is the highest in percentage among all respondent whereas 5001-10000 

BDT is in second rank (table1).  Besides that average monthly expenditure is also more 

than 20000 BDT of 38.2 % respondent. Alongside 5001-10000 is in second rank for 

expenditure. As the more than 20000 BDT is most people’s income so the expenditure 

also in same level. It represents that people income and expenditure are equal. Though 

the 5000-10000 people are in second rand for both income and expenditure but they are 

the vulnerable group for drop out from service as they earn a very limited income. In this 

study the most of the participant came from urban 58.6 % and 15.8% from semi urban 

and only 25.7% from village. Recent years Bangladeshi per capita is increased. (World-

Bank, 2016). There could be an influence of urban participant to show more income 

range. Ultimately the below average (≤5000) income people (5.3 %.) are very less in this 

study.  

In this study total number respondents children male (96%) are double in comparison to 

the female (56%) and the ratio of male and female are always higher in urban 37.5% out 

of 58.6%, semi urban 9.9% out of 15.8% and village 15.8% out of 25.7% of children 

attended for speech therapy (table 2).  87.5% cases mother are the main care giver of the 

child whereas 86.2% mothers are house wife (table-3). Mothers are commonly highest in 

nuclear and joint family to take care of the child. It represents mother are closely attached 

for the child care and treatment. There is no evidence found that mother is important for 

childs therapy but it a common phenomena. In this study most of the responds children 

(61.8%). Research in developing country CP is more prevalent (Jhonson, 2002) have 

diagnosed as having cerebral palsy where both physical and communication problem are 

mostly seen as 49.3% out of total case 61.8% (Table-4).  Some times its also seen in the 
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literature that cerebral palsy can affect the communication ability. Communication 

disorder can be seen in CP (Jhonson, 2002). Subsequently the number of congenital cause 

46.7% of disability is highest.(figure-1). There could be a relation to the diagnosis of 

cerebral palsy and congenital cause and birth complication cause (19.7%). Major cause of 

cause of CP is congenital (Jhonson, 2002).  Autism is second most frequent 15.1% 

diagnosis among the participant. There is exceptional features have found 3.9% children 

with autism have physical and communication problem. Autism may have physical 

disability (Jhonson, 2002). There are some. All other condition like down’s syndrome 

mostly have only communication problem, speech delay, hearing impairment etc. speech 

and language delay, sown syndrome, have communication problem (Jhonson, 2002).  

There could be a relation to the unknown cause (11.2%) with autism because the cause of 

autism is unknown (Jhonson, 2002).  

As a developing country we have several barriers to access and utilize the speech therapy 

service (Hartley, 1997). In this study the barriers faced from several source like 

organizational, speech therapy, speech therapist, economic, treatment cost,  other aspect, 

awareness. The are several studies have found similar types of problem. In this study the 

more than half of the participant 53.9% had experienced with speech therapy service and 

organizational problem.  There are 44.7% respondent have complained as appointment is 

not available and 35.5% claimed as appointment time is not available as per their choice. 

In a similar study explored in developing country the number of cases is higher in 

proportionate to the number of service provider (Hartley, 1998). So unavailable speech 

therapy appointment may be due to the insufficient therapist. Here other barriers found 

that 13.2% patients perceive that the speech therapy service is time consuming. In a study 
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of Daly et al. (2002) found the outcome duration is a predictor of drop out or 

discontinuation from treatment.  Another study found that appointment timing is a major 

issue that creates barrier to access the service which is similar to these findings (Daly et 

al. 2002). Frequent change of therapist (19.1%) is also a barrier for the respondent where 

there is no evidence found in this regard but shortage of therapist is explored (Majnemer, 

2001).  

There are some specific organizational barriers also explored by the respondent. 49.3% 

respondent found problem in long waiting time for the speech therapy service which is 

the major perceived barrier from organizational point of view. A similar types of the 

study found the long waiting time is a major perceived barrier (Majnemer, 2001). A study 

conducted on 10898 participant where long waiting times is top most reason to 

discontinue the allied health service (McColl, 2005). In this study 20.4% respondent 

found lack of promotional activity of speech therapy service that may help them to know 

about speech therapy service early. A study found that awareness to service is a major 

barriers to access the service (Hartley,1998). Some other barrier predictors of service 

utilization are no waiting room 19.7%, ventilation problem 16.4% and insufficient 9.2% 

which have found in this study. In the same study of Hartley, (1998) found that hospital 

environment as a barrier to access the service.  

The speech therapists also a vital part of service provision. In this study a few number of 

respondent 17.1% have faced difficulties form speech therapist. Within this respondent 

9.2% claimed as the therapist attend therapy less 45 minutes. A study found that the 

timing of therapy session is factor that influence to receive the health care sercice 

(Hartley,1998). Besides that less than 2% respondent also claimed as difficulties to 
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understand therapist instruction. In the same study found language accent could be a 

barrier to understanding the instruction from therapist (Hartley,1998). In this study less 

than 2% respondent found the therapist shows discriminatory behavior to the client. On 

the other hand McColl, (2005) found that some time the health care professional show 

negative attitude to the clients that makes a negative impression to the service. It’s a 

remarkable issue but it’s not that a remarkable number. Due to professional skills some 

therapist may do below standard practice like setting target without sharing with the 

client which is seen in this study as 3.9% responded have experienced with it. In the 

study of Hartley(1998), Marshal & Tarar (1989) reported that less underdeveloped 

countries’ speech therapist get less opportunity for training in order to develop their skills 

that helps to provide more standard service. As Bangladesh is one of the developing 

countries here also speech therapist found fewer opportunities to develop their 

professional skills. This ultimately creates a confounding barrier to the service utilization.  

The in this study the more than half of the participant 58.6% respondent claimed speech 

therapy service as highly quality full. There is no similar study found where speech 

therapy service quality was measured. Majnemer, (2001) found that the educational status 

is confined with the level of satisfaction to the service. In this study more than half 59% 

of the participant has completed secondary level of education.  

In this study 54.6 % are fairly satisfied with speech therapy service where as the 42.8% 

are highly satisfied. This level of satisfaction manifested due to variety of reasons like 

education, child’s level of improvement, economica status etc. Majnemer (2001) 

mentioned socio economic status is a big predictor of level of satisfaction to 

rehabilitation. Daly et al. (2002) claimed in his study that level of satisfaction is related to 
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quality of improvement and service. In a study of McColl (2005), Blendon et al.(2001) 

dissatisfaction as third most prevalent barrier to access but in this study the most of the 

respondent are satisfied and fairly satisfied to the speech therapy service. So it indicates 

dissatisfaction is not a barrier identified in this study.  

According to the respondents 51.1% family found the importance of speech therapy 

service where as 14.5% found those who think speech therapy is not important. It may be 

a because most of the participant of the study have diagnosed as cerebral palsy associated 

with both communication and physical disability (49.3%). So as the child have suffering 

from physical disability the family members may be influenced by this. As a result 14.5% 

are not found speech therapy as important service. Hartley (1998) explained in his study 

that in Tanzania and Pakistan speech therapy is in low priority in comparison with 

physical therapy. 

Social stigma is not a major barrier in this study. Only 37.5% found have experienced as 

having stigma that creates barrier to access the service. As Hartley (1998) mentioned that 

social factor contribute to the different perception to service and poor literacy can 

contribute the stigma.  

Physical barrier is one of the most identified barrier in this study. 59.2% respondent 

reported as they have problem with distance. The specific barrier times consuming 

journey (40.1%) and multiple transport (40.1%) unavailability of transport is 12.5% and 

accessibility problem is 11.2%. In a similar types of study of  Daly et al. (2002)  found 

that the distance, transportation system and traveling time are the major barrier. Hartley 

(1998) also found the transportation is one of the main barriers to access the service.  
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In this study the family member of the respondent awareness to speech therapy is not a 

major barrier. Almost 91% respondents are in between highly and fairly aware. 

Majnemer (2001) stated that the level of education is a indicator to the level of 

awareness. So the family members educational status or the perceived benefit may 

influence them to attend the service. McColl (2005) suggested that the perceived benefit 

are linked to level of improvement.  

Parent’s lack of awareness is a major barrier to the development of the child. 60.5% 

respondent believes that their lack of awareness confounds to the child’s progress or 

improvement. The respondent may not come for early intervention for their speech 

problem which is seen in the age category of the child. Here 46.7% children 3-6 years 

range where as 0 to 3 years child are 27.6% in this study.  In relation to that 46.7% child 

have congenital cause. That means due to lack of awareness the respondents may be not 

able to attend for early intervention that ultimately leads them less improvement.  In a 

study of  Daly et al. (2002) claimed self efficacy helps to access the health service. So the 

timely awareness may be a major problem to the respondents so that they are honestly 

declared their lack of awareness had negatively influence the child’s improvement.  

In this study, showed the association between monthly income and bear to service cost of 

speech therapy which was statistically significant (likelihood ratio is p=0,000). Daly et al. 

(2002) found in his study the financial cost of service is one of the major barriers to 

service utilization. He also told that income of the participant are also a major predictor 

of participation in service. McColl, (2005) found a total different scenario of where he 

claimed in his study that there is no significant relationship to the income and use of the 
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speech therapy service but the cost of is second most reason of service utilization.  So the 

monthly income of the participant is a major influencing factor to utilize the service.  

In the study there is a significant relationship as likelihood ratio, p=0.000 between the 

distance of therapy center physical barrier to take speech therapy (table 9). In the similar 

types of study has conducted Daly et. al. (2002), that distance is a major barrier to attend 

the heath service. Another study found that the physical barrier is a one of the main 

contextual factor to utilize the service. So in this regard the distance of the most 

significant influencing issue to attend the service. Though the maximum participant 

(40.1%) claimed more than 2000BDT income but on the other hand 38.2% have more 

than 2000BDT expenditure. So though the income is high but it depends on the 

expenditure.  

In this study found that, level of satisfaction was highly association with quality of 

speech therapy and likelihood ratio was p=0,000 (Table 10). In the study of Daly et al. 

(2002 ) found that the perceived benefit from service is a major predictor of satisfaction. 

It indicates if a patient gets benefit from service his level of satisfaction would be high.  

This manse the CRP’s speech therapy service quality is good enough to have satisfaction 

from patients. So it can be concluded that service quality is a major influencing factor to 

continue the speech therapy service.  

In this study investigator found significant association between non-discrimination of the 

child by gender and awareness of family members regarding speech therapy service and 

likelihood ratio was p=0,000. Daly et al. (2002) claimed that after one month of the 

intervention phase, the female patients were reduced from 83% to 50%. 
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Nondiscrimination to the child is more likely to attend the speech therapy service. So 

gender is not considered in case of service utilization when the family members are aware 

of it.   
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5.2 Limitations of the Study  

There are a number of limitations of the study that should be considered. The data was 

collected by data collector form different venue; however they were well trained prior to 

the data collection. As there was no estimation of exact prevalence of children with 

communication disability in Bangladesh, the sample size was determined in a 

hypothetical figure.  Error level 7 considered as its statistically acceptable range of error. 

In the study the data was collected from only Centre for the Rehabilitation of the 

Paralysed (CRP) within its all branches to ensure that all the sample would exposed form 

same standard of service. Though the study would intend to explore influencing factor to 

from a specific group of people but there could be some other influencing factor to the 

different service centre apart from CRP. The data though shows the number of 

influencing factors but it may not be the exact representative of total population. The data 

was taken from the variety of diagnostic group, some time the influencing factors are 

depends on the types of diagnosis. Though the samples are from collected around CRP 

branches and the influencing factors were discussed commonly.  

The investigator tried hardly to avoid biasness to select sample, data manipulation and 

miss interpretation. During the data collection most of the times the mothers were 

respondent but few were father and other caregiver. Alongside the level of challenge 

faced by father may vary from mother of an individual child. So there is a chance of 

missing some important challenges. Children with communication disability and both 

communication with physical disability may have different types of challenges. Apart 

from the limitations the study have so many unknown knowledge had explored that 

would help in future to improve and facilitate of service.   
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5.3 Policy Implication  

As speech and language therapy is a newly established profession, the professional body 

should immediately consider the appropriate policy strategies to ensure the access of the 

person with communication disorders to the existing service by minimizing the 

challenges and facilitating the opportunities.   

In addition Centre for the Rehabilitation of the Paralysed can also play a vital role on 

minimizing the barrier that face by the patients as the majority of speech therapist are 

working here as a practitioner and its wide spread branches. Though the challenges are 

distance, finance, awareness, knowledge, service quality, CRP can promote service 

access by providing financial support from social welfare support, promotional program 

by community rehabilitation trainer (CRT) in a specific area and advocacy to the 

government level, awareness raising program in national TV, Raio, Newspaper etc.  

As an individual the speech therapist also can promote the awareness rising by facebook, 

youtube, writing article in news paper, arranging free speech therapy camp etc.  
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5.4 Conclusion 

Speech therapy service is very proving a satisfactory and good quality service as per the 

respondent besides that there are number barriers contributes to discontinue or irregular 

service from specialized speech therapy centre. These influencing barriers are financial 

barrier, distance of therapy, centre family awareness, knowledge regarding existing 

service of speech and language therapy. Though the speech and language therapy is 

newly introduced but its demand is increasing over time. It’s a big challenge to ensure the 

equal access by the entire service consumer. In order to provide successive intervention, 

it’s important to consider the influencing factors which are major predictor of drop out or 

discontinuation. In this study several negatively influencing factor has identified which is 

not possible to manage by one single organization like CRP. Some of the factors beyond 

the concern of the institute like family attitude, awareness, financial solvency etc. besides 

the organization can take initiative to improve quality of care and number of therapists, 

reducing cost of service or offering the free of cost service. Besides that government also 

responsible to ensure the right to access for the health care service of the children with 

communication difficulties.   
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5.5 Recommendations  

The investigator found some recommendation in for this study.  

 The respondents recommend that CRP need to arrange residential facility for the 

long distance patients in all centers.  

 The respondents also recommend to increase the number of therapist as they don’t 

get enough therapy appointment 

 Most of the respondent demands financial support or to reduce the therapy charge.  

 The number of CRP branches was recommended to increase. 

 The new updated therapy equipments also another big recommendation from 

patients.  

 As per the findings its necessary to start huge awareness raising program by using 

variety of mass media to promote speech therapy service. 

 I order to make accessible service the referral form other health professional also 

recommended.  

 The number of the respondent could be increased, the randomization of the 

sample also need to be considered in future.  

 In further study, living area and nature of challenges or influencing factor should 

be identified.  

 However according to the different centre of service the nature of influencing 

factors could be identified. 

 The homogeneous respondent would be much effective than in general. 

 The study could be a mixed type of study, where the therapist and family 

members have got the chance to express in a qualitative manner.   
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 There could be 3-4 focus group discussion with the therapist and caregiver to 

identify the influencing factor.  

 The duration of the similar types of study need to be increased e.g. for one year.  

 Need to arrange fund to conduct the study in a successful manner.  

 In order to identify the influencing factors, the existing service quality could be 

identified in future.  

These are the major recommendation of the study for future readers.  
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cÖkœcÎ        

nmwcUvj AvB wW                                                M‡elYvq AskMÖnb Kvixi AvB wW bst   
M‡elYvq AskMÖnb Kvixi bvg t                     †gvevBj bs    

µwgK 

bs 

cÖkœ mg~n †KvwWs K¨vUvMwi  †KvW 

1.1 mv¶vrKvi MÖn‡bi ¯’vb  mvfvi wm Avi wc =1 

wgicyi wm Avi wc =2 

ivRkvnx wm Avi wc=3 

ewikvj wm Avi wc =4 

PÆMÖvg wm Avi wc = 5 

wm‡jU wm Avi wc = 6 

 

1.2 i‚Mximv‡_ Avcbvi m¤cK© wK? gv=1, evev=2, i‚wMi fvB/‡evb=3, `vw`/bvwb=4 M„nKg©x  =5, 

Ab¨vb¨=6-----(wbw`ª÷ Ki‚Y) 

 

1.3  i‚Mxi cÖK…Z eqmt   eQi I gv‡m wjLyb     eQi       gvm 

1.4 i‚Mxi wj½  
†Q‡j =1 †g‡q=2  

1.5 i‚Mxi cÖwZewÜZvi aib  †hvMv‡hvM =1 

†hvMv‡hvM I kvixwiK=2 

Ab¨vb¨ =3------(wbiw`ªó K‡i ejyb) 

 

1.6 †iv‡Mi Kvib Rb¥MZ =1 

R‡b¥i mgq RwUjZv =2 

Rb¥ cieZ©x AvvNvZ=3 

Rb¥ cieZ©x†ivM =4 

ARvbv=5 

 

1.7 gv‡qi wk¶vMZ †hvM¨Zv  Awkw¶Z=1 

cÖv_wgK=2 

gva¨wgK =3 

D‛PgvawgK=4 

MÖvRy‡qU=5 

†cv÷ MÖvRy‡qU=6 

Ab¨vb¨=------(wbw`ª÷ Ki‚Y)=7 

 

1.8 wcZvi wk¶vMZ †hvM¨Zv  Awkw¶Z=1 

cÖv_wgK=2 

gva¨wgK =3 

D‛PgvawgK=4 

MÖvRy‡qU=5 

†cv÷ MÖvRy‡qU=6 

Ab¨vb¨=------(wbw`ª÷ Ki‚Y)=7 

 

1.9 gv‡qi †ckv  

 

M„wnYx =1 

PvKzix =2 

e¨emv=3  

w`b gyRyi=4 

Ab¨vb¨ (wbw`ª÷ Ki‚Y) =5 

  

1.10 wcZvi †ckv  K…wl= 1 

PvKzix =2 

e¨emv=3  

w`b gyRyi=4 

Ab¨vb¨ =5 ------(wbw`ª÷ Ki‚Y) 

 

1.11 emevm K‡ib †Kv_vq  kni =1 

Dckni =2 

MÖvg=3 

 

1.12 †ewki fvM mgq ev‛Pvi †`Lvïbv 

†K K‡i?  

gv=1, evev=2, i‚wMi fvB/‡evb=3, `vw`/bvwb=4 M„nKg©x  =5, 

Ab¨vb¨=6-----(wbw`ª÷ Ki‚Y)  

 

1.13 cwiev‡ii aib wK?  GKK=1 

†hŠ_= 2 

 

1.14 cwiev‡ii  AvbygvwbK gvwmK Avq 

KZ nq? 

---------------------- 

cv‡ki N†i msLvq wjLyb  

 

1.15 cwiev‡ii  AvbygvwbK gvwmK e¨q 

KZ nq?  

----------------------- 

cv‡ki N†i msLvq wjLyb  

 

1.16 cwiev‡ii A_© DcvR©†bi Drm wK?  wcZvi PvKzwi /e¨emv  =1 

gv‡qi PvKzwi / e¨emv  =2 

emv fvov=3           Ab¨vb¨=4 -----(wbiw`ªó  K‡i ejyb) 

 

1.17 Diagnosis  †KvwWs cieZ©x‡Z Kiv n‡e 
  

 

†mev I †mevi gvb m¤cwK©Z  

µwgK cÖkœ mg~n †KvwWs K¨vUvMwi  †KvW  

e 



bs  

2.1 KZ †mkb ¯cxP †_ivwc  wb‡‛Qb? msL¨vq ejyb   

------------†mkb 

 

2.2 ¯cxP †_ivcx  †mev MÖn‡b wK †Kvb ai‡bi mgm¨vi 

m¤§yLxb n‡‛Qb ?  

 n¨vu = 1 , bv = 2 

**hw` n¨vu nq Z‡e cieZ©x 2.3 cÖkœ wR‡Ám 

Ki‚b Ab¨_vq Gwo‡q hvb 

 

2.3 ¯cxP †_ivcx  †mev MÖn‡b wK wK mgm¨vi m¤§yLxb 

n‡‛Qb ? 

†_ivwc‡÷i Dc‡`k gvwdK Gc‡q›U‡g›U bv 

cvIqv =1 

cQ›` gZ mg‡q †_ivwc bv cvIqv=2 

Nb Nb †_ivwc‡÷i cwieZ©b =3 

mgq mv‡c¶ wPwKrmv =4 

Ab¨vb¨----------------()=5 

  

 

 

 

**GKvwaK DËi 

MÖnY‡hvM¨ 

2.4 wbqg Abyhvqx 45-60 wgwbU ¯cxP †_ivcx cÖ`vb 

Kivnq Zv h‡_ó g‡b K‡ib wKbv  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

2.5 Avcwb wK mivmwi ¯cxP †_ivwc cÖ`v‡bi mgq wK 

Avcwb ev‛Pvi mv‡_ Dcw ’̄Z _v‡Kb?  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

2.6 ¯cxP †_ivwcó wK Avcbv‡K †mk‡b Dcw¯’Z _vKvi 

e¨vcv‡i DrmvwnZ K‡i| 

 n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

2.7  ¯cxP †_ivcx †mev †bqvi Rb¨ KZ¶b mgq A‡c¶v 

Ki‡Z nq ?  

1-5 wgwbU=1 

6-10 wgwbU =2 

11 wgwbU Gi AwaK = 3 

 

2.8  ¯cxP †_ivcx †mevi gvb †Kgb g‡b K‡ib ? gvb m¤§Z =1 

†gvUvgywU m¤§Z =2 

   gvb m¤§Z bq =3 

 

2.9 ¯cxP †_ivwc †`Iqvi Rb¨ e¨eüZ wRwbm/miÄvg 

KZUv mnR jf¨ g‡b K‡ib? 

mnR jf¨ =1 

†gvUvgywU mnR jf¨  =2 

LyeB Kg mnR jf¨=3 

avibv †bB=4 

 

2.10 cÖwZôv‡bi mvwe©K e¨e¯’vcbvi e¨vcv‡iwK †Kvb 

ai‡bi  mgm¨vi m¤§ywLb n‡‛Qb? 

   n¨vu = 1 , bv = 2 

**hw` n¨vu nq Z‡e cieZ©x 2.11  cÖkœ wR‡Ám 

Ki‚b Ab¨_vq Gwo‡q hvb 

 

2.11 cÖwZôv‡bi mvwe©K e¨e¯’vcbvi e¨vcv‡iwK wK †Kvb 

ai‡bi  mgm¨vi m¤§ywLb n‡‛Qb? 

I‡qwUs i‚g †bB=1 

Gc‡q›U‡g›U wb‡Z KvD›Uv†i `xN© mgq A‡c¶v 

Kiv=2 

i‚g A‡bK Mig =3 

¯cxP †_ivwc m¤c‡K© cÖPviYv †bB=4 

Ab¨vb¨---------- (wbiw`ª÷ K‡i 

ejyb)=5 

 

 

 

 

**GKvwaK DËi 

MÖnY‡hvM¨ 

2.12 Avcwb wK wm Avi wc Qvov Ab¨ †Kvb †mev †K›`ª 

†_‡K ¯cxP †_ivwc wPwKrmv MÖnb K‡i‡Qb ?  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3 

**hw` n¨vu nq Z‡e cieZ©x 2.13 cÖkœ wR‡Ám 

Ki‚b Ab¨_vq Gwo‡q hvb 

 

2.13 Ab¨ †mev †K‡›`ªi ¯cxP †_ivwc †mevi gvb †Kgb ? Lye fvj=1 

†gvUvgywU fvj =2 

fvj bq=3 

avibv †bB=4 

 

2.14  Avcwb wK g‡b K‡ib wm Avi wc Qvov evsjv‡`‡k 

Ab¨ †Kvb †mev †K›`ª Gi‡P‡qI gvb m¤§Z ¯cxP 

†_ivwc wPwKrmv w`‡‛Q? 

n¨vu = 1 , bv = 2 avibv †bB=3 

 Ab¨vb¨¨-------(wbiw`ª÷ K‡i ejyb =4  

 

2.15 †_ivwc‡÷i i‚M I †_ivwc m¤cwK©Z `¶Zv †Kgb?   `¶ =1 

†gvUvgywU `¶=2 

†gv‡UI `¶ bq =3 

 

2.16 †_ivwc‡†÷i w`K †_‡K wK ai‡bi mgm¨v m¤§yw¶b 

nb ?  

†_ivwc‡÷i Dc‡`k eyS‡Z mgm¨v=1 

†_ivwc‡÷i AvPiY RwbZ mgm¨v =2 

 ev‛Pvi DbœwZ/AebwZ wK nj Zv e‡jb bv=3 

civgk© K‡i †_ivwci j¶¨ wVK K‡i bv=4 

45 wgwb‡Ui †P‡q †_ivcx Kg mgq †`q =5 

†_ivwc cÖ`v‡bi mgq wb‡Ri Kv‡R e¨¯— _v‡K=6 

•elg¨g~jK AvPiY K‡i _v‡K=7 

Ab¨vb¨---------- (wbiw ª̀÷ K‡i ejyb =8 

 

 

 

 

 

** 

GKvwaK DËi MÖnY‡hvM¨ 

 

 

2.17 †_ivwc÷ wK ev‛Pvi mv‡_ Avš—wiK  n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

2.18 †_ivwc‡÷ wK Avcbv‡K wKfv‡e evwo‡Z †_ivcx 

w`‡eb Zv wkwL‡q †`q?  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

2.19 †_ivwc‡÷ wK Avcbv‡K evwo‡Z †_ivcx Kiv†bvi 

¸i‚‡Ëi  e¨vcv‡i AewnZ K‡i†Q?   

 n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

5 4 

1 2 3 

5 4 

1 2 3 

5 6 4 

1 2 3 

7 8 



2.20 wm Avi wc †Z Avcwb ¯cxP †_ivwc †mev wb‡q 

KZ‘Kz mš‘ó  ? 

Lye mš‘ó =1 

†gvUvgywU mš‘ó =2 

†gv‡UI mš‘ó bq =3 

**hw` 3 bs DËi (†gv‡UI mš‘ó bq) nq Z‡e 

3.22 cÖkœ wRÁvm Ki‚b , Ab¨_vq Gwo‡q hvb|  

 

  

2.21  Avcwb ¯cxP †_ivwc †mev wb‡q mš‘ó bq †Kb?  1 

 2 

3 

**gyj K_vwU 2-3 k‡ã wjLyb  

†KvwWs cieZ©x‡Z Kiv n‡e  

Avw_©K †cÖ¶vcU 

3.1 Avw_©K w`K we‡ePbv K‡i Avcbvi wK ¯cxP‡_ivwc 

†mev MÖnb Ki‡Z wK †Kvb mgm¨v  n‡‛Q?  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

 

 

3.2 ¯cxP †_ivcx wPwKrmvi e¨q Avcbvi Rb¨ †Kgb  

e‡j g‡b K‡ib?  

mv‡×i g‡a¨i g‡a¨ =1 

†gvUvgywU mv‡×i g‡a¨ =2 

mv‡×i g‡a¨ bq =3  

 

3.3  ¯cxP †_ivwc †mev wb‡Z gvwmK KZ UvKv LiP nq?  

**UvKvi cwigvb  cv‡ki N†i msLvq wjLyb  

 

3.4 hvZvqvZ I Avbykvw½K LiP †Kgb nq e‡j g‡b 

K‡ib? 

mv‡×i g‡a¨i g‡a¨ =1 

†gvUvgywU mv‡×i g‡a¨ =2 

mv‡×i g‡a¨ bq =3 

 

3.5 ev‛Pvi †`Lvïbv I h‡Zœi Rb¨ †eZb fz³  Kg©x 

wb‡qvM K‡i†Qb?   

 n¨vu = 1 , bv = 2   

3.6 hZUzKz mgq †_ivwc cÖ`vb Kiv nq †mB Abycv‡Z †h 

LiP nq Zv †Kgb g‡b K‡ib?  

†ewk=1 

h_vh_ =2 

Kg=3 

 

3.7 ev‛Pv wK wbqwgZ Ab¨ †Kvb wPwKrmvq / †_ivwc 

†mev wb‡‛Q?  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3 

**hw` DËi n¨vu nq Z‡e 3.8 cÖkœ wRÁvm 

Ki‚b , Ab¨_vq Gwo‡q hvb| 

 

3.8 Ab¨vb¨ wPwKrmv †mevi Li‡Pi  Kvi‡b ¯cxP 

†_ivwc †mev wK evav MÖ¯’ n‡‛Q?  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3 

 

 

3.9 †mev MÖn‡bi Rb¨ wm Avi wc Gi KvQvKwQ evmv / 

†nv‡Uj fvov wb‡q _vK‡Qb?   

** GB DËi bv n‡j  5.3 cÖkœ wR‡Ám Ki‡Z 

n‡ebv|  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3 

**hw` DËi n¨vu nq Z‡e 3.10 cÖkœ wRÁvm 

Ki‚b , Ab¨_vq Gwo‡q hvb| 

  

3.10 evwo / †nv‡Uj Li‡Pi  Kvi‡b ¯cxP †_ivwc †mev 

wK evav MÖ¯’ n‡‛Q? 

  

cvwievwiK Ges mvgvwRK †cÖ¶vcU 

4.1 †_ivwc †mev MÖn‡bi †¶‡Î cvwievwiK fv‡e 

Avcbvi ev‛Pv wK wjsM •el‡g¨i wkKvi n‡‛Q?  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

4.2 †_ivwc †mev MÖn‡bi †¶‡Î mvgvwRK fv‡e Avcbvi 

ev‛Pv wK wjsM •el‡g¨i wkKvi n‡‛Q?  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

4.3 Avcbvi ev‛Pv wK eq‡mi Kvi‡b †_ivwc †mev 

MÖn‡bi †¶‡Î cvwievwiK fv‡e •el‡g¨i wkKvi 

n‡‛Q? 

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

4.4 Avcbvi ev‛Pv wK eq‡mi Kvi‡b †_ivwc †mev MÖn‡bi 

†¶‡Î  mvgvwRK fv‡e •el‡g¨i wkKvi n‡‛Q? 

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

4.5 Avcbvi cÖwZ‡ewkiv wK ev‛Pvi ¯cxP †_ivwc MÖn‡bi 

e¨vcv‡i AeMZ wKbv?   

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3 

hw` DËi n¨vu nq Z‡e 4.6 cÖkœ wRÁvm Ki‚b , 

Ab¨_vq Gwo‡q hvb|   

 

 

4.6 ev‛Pvi ¯cxP †_ivwc MÖn‡bi e¨vcv‡i Avcbvi 

cÖwZ‡ewk†`i  `„wófw½ †Kgb e‡j g‡b K‡ib?  

fvj =1 

gyUvgywU fvj=2 

fvj bq-3 

 

4.7 evwo‡Z KiYxq  ¯cxP †_ivwci Dc‡`k mg~n 

cvj‡bi †¶‡Î cwiev‡ii Ab¨vb¨ m`m¨†`i 

AvšÍwiKZv †Kgb?  

h‡_ó =1 

†gvUvgywU h‡_ó =2 

 AvšÍwiK bq -3 

evwo‡Z Ab¨ †Kvb m`m¨ †bB =4 

 

4.8 Avcwb wK g‡b K‡ib cwiev‡ii Ab¨vb¨ m`m¨ iv 

Avcbv‡K AviI mn‡hvwMZv  Ki‡j ev‛Pvi DbœwZ 

AviI e„w× †cZ? 

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

4.9 Avcbvi cwiev‡ii m`mmiv ¯cxP †_ivwc †mevi 

¸i‚Z¡ wKfv‡e g~j¨vqb K‡i?  

h‡_ó =1 

†gvUvgywU h‡_ó =2 

mn‡hvMxZv K‡i bv =3  

 

4.10 mvwgwRK KzcÖ_vi Kvi‡b ev‛Pvi ¯cxP‡_ivcx †mev 

wb‡Z †Kvb evavi mgyw¶b n‡‛Qb wKbv ? 

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3   



4.11 ev‛Pvi wPwKrmvi e¨vcv‡i Pzovš— wmavš— †K †bq ? gv=1, evev=2, Df‡q=3,Ab¨ †KD=4----

---- ( †K---wbw`ª÷ Ki‚b) 

 

 

wdwRK¨vj †cÖ¶vcU  

5.1 Avcbvi evwo †_‡K †_ivwc †mev †K‡›`ªi `~iZ¡ 

†Kgb e‡j g‡bK‡ib?  

**AskMÖnb Kvwi hv ej‡e c†ki N‡i m“Lvq 

wjLyb 

 

 wK wg 

5.2 `yiË we‡ePbvq †_ivwc †mev MÖn‡bi Rb¨ wm Avi wc 

Gi KvQvKwQ evmv / †nv‡Uj fvov wb‡q _vK‡Qb?   

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

5.3 hvZvqvZ e¨e¯’vi / `yi‡Ëi  Kvi‡b ¯cxP †_ivwc  

†mev MÖn‡b evav m„wó Ki‡Q? 

  n¨vu = 1 , bv = 2 gšÍe¨ 

†bB=3 

**hw` n¨vu nq Z‡e cieZ©x 5.4 cÖkœ wR‡Ám 

Ki‚b 

 

5.4 Avcbvi evwo †_‡K †_ivwc †mev †K‡›`ªi hhvZvqvZ 

wK wK  evavi m¤§yLxb n‡‛Qb e‡j g‡bK‡ib? 

cÖ‡emM¤§Zvi Kvi‡b evav m„wó Ki‡Q=1 

GKvwaK Rvb evnb e¨envi =2 

mgq mv‡c¶=3  

Ab¨vb¨=4-------(wbiw`ªó K‡i ejyb)  

 

Ávb I m‡PZbZv msµvš— 

6.1 ¯cxP †_ivwci gva¨‡g Avcbvi ev‛Pvi †hvMv‡hvM 

mgm¨vi KZZzKz DbœwZ n‡e Avcwb wK g‡b K‡ib?  

A‡bK †ewk =1 

†gvUvgywU =2 

A‡bK Kg= 3 

gy‡UI n‡‛Q bv=4 

 

6.2 ¯cxP †_ivwc m¤c‡K© Avcbvi cwievi KZZzKz 

m†PZb e‡j g‡bK‡ib? 

A‡bK m‡PZb=1 

†gvUvgywU m‡PZb =2 

m‡PZb bq=3 

 

6.3 Avcwb wK g‡bK‡ib Avcbvi m‡PZbZvi Afv‡e 

ev‛Pvi †hvMv‡hvM `¶Zv weKv‡k wej¤^bv n‡q‡Q 

wKbv? 

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

6.4 Avcwb wK g‡b K‡ib ¯cxP †_ivwc †mev m¤c‡K©  

mevi gv‡S m‡PZbZvi Afve i‡q‡Q ?  

n¨vu = 1 , bv = 2 gšÍe¨ †bB=3  

mvwe©K we‡ePbv 

7.1 ¯cxP †_ivwc †mev MÖn‡bi Rb¨ Avcbvi wK 

Ab¨‡Kvb mgm¨v Av‡Q hv Avcwb GB GLb ej‡Z 

cv‡ib wb? ejyb 

1 

2 

3 

4 

**gyj K_vwU 2-3 k‡ã wjLyb 

cieiwZ‡Z †KvwWs Kiv n‡e|  

7.2 Avi wK wK myweav _vK‡j Avcbvi ¯cxP †_ivcB 

†mev wb‡Z AviI mnR nZ e‡j g‡b K‡ib ? 

1 

2 

3 

**gyj K_vwU 2-3 k‡ã wjLyb 

cieiwZ‡Z †KvwWs Kiv 

n‡e| 

7.3 ¯cxP †_ivwc †mev wb‡Z wM‡q wm Avi wci  †Kvb 

w`K Avcbv‡K mš‘ó n‡q‡Qb  

1 

2 

3 

**gyj K_vwU 2-3 k‡ã wjLyb  

cieiwZ‡Z †KvwWs Kiv 

n‡e| 

 

  

  

 

DËi `vZvi mv¶i /         wUcmB 

 

Z_¨ msMÖvn‡Ki bvg I mv¶i  

 

ZËveavq‡Ki bvg I  mv¶i  



Questionnaire 

 Hospital ID No       Research ID: 

 Participant Name:       Cell Phone No: 

1. Socio-Demographic & Associate Information (1.1-1.17) 
S N Questions Coding Category Code 

1.1 Place of interview 1=CRP Savar 
2=CRP Mirpur 
3=CRP Rajshahi 
4=CRP Borishal 
5=CRP Chittagong 
6=CRP Sylhet 

 

1.2 Relation with the client 1=Mother 
2=Father 
3=Siblings 
4=Grand mother 
5=Paid Caregiver 
6=Other ………(Specifiy) 

 

1.3 Age of child Write as per client say  

1.4 Sex 1= Male 
2= Female 

 

1.5 Types of Problem 1=Communication 
2= Communication & 
Physical 
3= Other ……..(Specify) 

 

1.6 Cause of the disease 1=Congenital 
2=Birth complication 
3= Trauma after birth 
4= Any disease of 
complication after birth 
5=  Unknown cause 

 

1.7 Mother's Educational Qualification 1=Illiterate 
2= Primary 
3= Secondary 
4= Higher Secondary 
5=  Graduate 
6=Post Graduate 
7= Other ------(Specify) 

 

1.8 Father's Educational Qualification 1=Illiterate 
2= Primary 
3= Secondary 
4= Higher Secondary 
5=  Graduate 
6=Post Graduate 
7= Other ------(Specify) 

 

1.9 Mother's Occupation 1= House Wife  



             

2. Service & Service Quality Aspect (2.1-2.21) 
S N Questions Coding Category Code 

2.1 How many sessions did you attended for Speech 
and Language therapy? 

Write in number  __________ 

2.2 Do you face any problem to avail speech therapy 
service? 

1= Yes ,  
2= No 
**If yes please ask 2.3 
otherwise skip the question 

 

2.3 What are the specific problem you faced to avail 
speech therapy? (Only Therapy service 
perspective not therapist ) 

1 = Appointment is not 
available as per therapist 
advice  
2 = Appointment is not 
available according to my 

 

2= Service 
3= Business 
4= Day Labor 
5=  Other …..(Specify) 

1.10 Father's Occupation 1= Farming 
2= Service 
3= Business 
4= Day Labor 
5=  Other …..(Specify) 

 

1.11 Living Area 1=Urban 
2= Semi Urban 
3= Village 

 

1.12 Most of the time who take care of the child 1=Mother 
2=Father 
3=Siblings 
4=Grand mother 
5=Paid Caregiver 
6=Other ………(Specifiy) 

 

1.13 Type of Family 1=Single family 
2=Joint family 

 

1.14 Income of the Family (Approximately) Write in number __________ 

1.15 Expenditure of the Family (Approximately) Write in number __________ 

1.16 Source of Family Income 
Answer could be all 4 options 

1=Fathers Service / Business 
2=Mothers Service/Business 
3= House rent 
4= Other …..(Specify) 

 

1.17 Diagnosis 
Answer could be more than 1 option 

1= Cerebral Palsy 
2= Autism 
3= Speech & Language Delay 
4= ADHD 
5= Hearing Impairment 
6= Meningitis 

 



choice 
3 = Frequent change of 
Therapist  
4= Other 

2.4 Do you think according to organization policy, 
45-60 minutes therapy time is enough? 

1= Yes ,   2=No 
3= No comments  

 

2.5 Were you present during the therapy session? 1= Yes ,   2=No 
3= No comments/? Not 
always 

 

2.6 Do the therapist encourage you to be present 
during the session? 

1= Yes ,   2=No 
3= No comments 

 

2.7 How long do you need to wait to attend the 
session at out door? 

1= 1-5 Minutes 
2= 6-10 Minutes  
3= 11 or more minutes   

 

2.8 How do you think about the quality of provided 
speech & language Therapy? 

1= Quality full 
2= Moderately Quality full 
3= Not Quality full  

 

2.9 How do you think about the availability of 
speech & Language Therapy materials in 
Market? 

1= Easily Available  
2= Moderately Available  
3=Hardly Available 
4= No Idea  

 

2.10  Do you face any problem from over all 
organizational management? 

1= Yes ,  
2= No 
**If yes please ask 2.11 
otherwise skip the question 

 

2.11 What types of difficulty do you face from over all 
organizational management? 

1= No waiting room 
2= Long serial  in cash     
counter for  appointment  
3= High temperature in 
Therapy room 
4= Other -----(Specify) 

 

2.12 Do you receive speech and language therapy 
from other therapy centre except CRP? 

1= Yes ,  
2= No 
**If yes please ask 2.13 
otherwise skip the question 

 

2.13 What do you think what is the quality of other 
therapy centre except CRP? 

1= Very good  
2= Moderately good  
3= Not good  
4= No Idea 

 

2.14 Do you think any other therapy centre provides 
more better quality Speech & Language  Therapy 
service rather than CRP? 

1= yes  
2= No  
3= No Idea  

 

2.15 How do you perceive the expertise of the 
therapist regarding Disease and treatment? 

1= Expert 
2=moderately Expert 
3= Not expert at all  

 

2.16 What types of difficulties you faced form your 
Speech and Language  Therapist? 

1= difficulty to understand 
therapists advice  

 



2= therapist’s behavioral 
problem 
3 = Don't share child’s 
progress / deterioration 
with care giver 
4 = Don't set treatment goal 
by discussion with me  
5 = Provide therapy for less 
than 45 minutes (Standard 
Time)"  
6 = Therapist engaged in 
personal work during 
therapy session 
7 = Therapist's shows 
discriminatory behaviour 
8= Other -------(specify) 
9= I did not face any 
problem 

2.17 Was the therapist cordial with your child? 1= Yes ,   2=No 
3= No comments 

 

2.18 Does the therapist teach you how to practice 
therapeutic activities at home? 

1= Yes ,   2=No 
3= No comments 

 

2.19 Does the therapist inform you the importance of 
home exercise of Speech Therapy? 

1= Yes ,   2=No 
3= No comments 

 

2.20 How much satisfied you are to receive the 
speech and language therapy service from CRP? 

1= Highly satisfied  
2= Moderately satisfied  
3= Not satisfied at all 
If answer is option 2 or 3, 
please ask question no 2.21 

 

2.21 Why you are not satisfied to Speech and 
Language Therapy service? 

1----------------- 
2.---------------- 
3.---------------- 
Write the main key words  

 

  

3. Economic & Financial Aspect (3.1-3.10) 

S N Questions Coding Category Code 

3.1 Economically do you have any problem to avail 
speech therapy service? 

1= Yes ,   2=No 
3= No comments 

 

3.2 How do you think regarding the cost of Speech 
& Language therapy service to you? 

1= With in capacity  
2= Moderately with in 
capacity  
3= beyond the capacity  

 

3.3 What is the monthly expenditure of speech 
&languagetherapy? 

Write in number  

3.4 How do you think regarding the cost of 
transportation and associated expenditure to 

1= With in capacity  
2= Moderately with in 

 



avail Speech & Language therapy service to you? capacity  
3= beyond the capacity 

3.5 Do you recruit any paid care giver for the child? 1= Yes ,   2=No 
3= No comments 

 

3.6 How do you think of the cost therapy in 
proportionate to the time? 

1= Highly Cost  
2= Appropriate cost 
3= Less Cost  

 

3.7 Does the child currently receives any other 
treatment or therapy regularly? 

1= Yes ,  
2= No 
**If yes please ask 3.8 
otherwise skip the question 

 

3.8 Does the expenditure of other treatment 
interrupts the speech therapy service? 

1= Yes ,   2=No 
3= No comments 

 

3.9 Do you rent a house or hotel nearby CRP to get 
the speech therapy? 

1= Yes ,  
2= No 
**If yes please ask 3.10 
otherwise skip the question 

 

3.10 Does the expenditure of hostel or rented house 
interrupts to received speech therapy service? 

1= Yes ,   2=No 
3= No comments 

 

 

4. Family and Social Aspect (4.1-4.11) 

S N Questions Coding Category Code 

4.1 Is yourchild discriminated for gender by family 
members to receive the speech and Language  
therapy service? 

1= Yes ,   2=No 
3= No comments 

 

4.2 Is yourchild discriminated for gender by society 
to receive the speech and Language  therapy 
service? 

1= Yes ,   2=No 
3= No comments 

 

4.3 Is yourchild discriminated for age by family 
members to receive the speech and Language  
therapy service? 

1= Yes ,   2=No 
3= No comments 

 

4.4 Is yourchild discriminated for age by society to 
receive the speech and Language therapy 
service? 

1= Yes ,   2=No 
3= No comments 

 

4.5 Does your neighbor know that your child 
received speech and language therapy? 

1= Yes ,  
2= No 
**If yes, please ask 4.6 
otherwise skip the question 

 

4.6 What is the attitude of your neighbors toward 
your child regarding the benefit of speech and 
Language therapy service? 

1= Highly Positive 
2= Moderately Positive  
3= Not Positive at all   

 

4.7 How much cooperative are other family 
members to carry out the speech and Language 
therapy at home? 

1=Fully Cooperative  
2= Moderately cooperative  
3= Not cooperative 

 

4.8 Do you think if other family members would 
help you more to carry out the speech and 

1= Yes ,   2=No 
3= No comments 

 



Language therapy at home, the improvement of 
the child would be much better? 

4.9 How your family membersfeel the importance of 
speech and Language therapy service? 

1= Highly Important  
2= Moderately  Important 
3= Not at all 

 

4.10 Does social stigma create obstacles to carry out 
the speech therapy service 

1= Yes ,   2=No 
3= No comments 

 

4.11 Who is responsible to take final decision 
regarding Childs treatment? 

1= Mother 2= Father  
3= Both Father and Mother 
4= Other------(Specify) 

 

 

5. Physical Aspect (5.1-5.4) 

S N Questions Coding Category Code 

5.1 What do you think is about the distance from 
your house to CRP? 

Write in number   

5.2 Do you rent any house/hotel nearby CRP by 
considering the distance of your house? 

1= Yes ,   2=No 
3= No comments 

 

5.3 Does the distance or transportation system 
interrupts to take Speech and Language Therapy 
service? 

1= Yes ,  
2= No 
**If yes please ask 5.4  
otherwise skip the question 

 

5.4 What type of barriers do you face for 
transportation system in order to go to therapy 
centre? 

1=Accessibility problem  
2= Multiple transport  
3= Time consuming  journey  
4=Other ------(Specify) 

 

 

6. Knowledge & Awareness Aspect (6.1-6.4) 

S N Questions Coding Category Code 

6.1 How do you think about the extent of 
improvement of your child’s communication by 
speech and language therapy 

1= Full improvement  
2= Moderately 
improvement  
3=very little improvement  
4= No improvement  

 

6.2 How do you think of your family members level 
of awareness regarding speech and language 
therapy 

1=Highly Aware  
2= Moderately  Aware  
3=Very poor aware  
4= Not Aware at all  

 

6.3 Do you think that your lack of awareness 
contributes to delayed development of the 
child? 

1= Yes ,   2=No 
3= No comments 

 

6.4 Do you think there is lack of awareness of 
regarding speech and language therapy among 
general people? 

1= Yes ,   2=No 
3= No comments 

 

 



7. Additional Information (7.1-7.3)  

S N Questions Coding Category Code 

7.1 Do you have any other complaints, perceived 
barriers that you can’t express yet in order to 
utilize speech and language therapy? 

1----------------- 
2.---------------- 
3.---------------- 
Write the main key words 

 

7.2 What else facilities can help you to utilize the 
speech and language therapy service? 

1----------------- 
2.---------------- 
3.---------------- 
Write the main key words 

 

7.3 In what aspect you are satisfied in order to take 
speech and language therapy at CRP? 

1----------------- 
2.---------------- 
3.---------------- 
Write the main key words 

 

 

 

 

Questionnaire for the SLT focus group members (has that questionnaire remained the same as your/my 

proposal per 23-11-2015? 
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