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Gaging clinician satisfaction with the person-centered, shared decision-making approach to manual therapy (MT) with voice and swallowing disorders.

Proposal

Background
Throughout my program at UWTSD, my course of research has been directed towards refining and better defining components of a person-centered model of MT that I teach to clinicians. Before beginning this program, earlier interpretations of these methods were included in my continuing education seminars, taught to speech-language pathologists (SLPs) starting in 2013. I now see that those early concepts were crude attempts at explaining a complex process. Armed with a deeper understanding of how another person responds to MT-style touch and how their responses to taking responsibility for their care have influenced treatment outcomes, I’ve updated my curriculum. Though the informal feedback received from learners regarding integrating the approach into their treatments has been positive, the feedback is only in the form of general course evaluations completed immediately at the end of each seminar. No data has been collected (or requested) to gauge the quality of their experiences in the clinic and how this new information has allowed them to evolve as clinicians. This project probes deeper, looking for details my shorter course evaluations could not gather. 

My approach contrasts sharply with existing models of manual therapy in the SLP field (Dehqan, 2020; Marszałek et al., 2012; Rubin and Lieberman, 2002), with these and other author’s work having published validity. My method differs from traditional MT with voice and swallowing in two ways. First, the hands-on aspects are slower, less aggressive, and provide sustained input compared to traditional MT. Second, the patient is seen as an equal and capable of giving valuable input throughout the evaluation and treatment. Such an SDM approach differs from the clinician-as-expert approach taken by most traditional MT models, where the clinician is tasked with determining problems and implementing solutions. With my approach unpublished, it is incumbent on me to produce data to support my claims. 

Purpose of Research Activity
To determine end-user (typically an SLP) experiences from adding a person-centered, shared decision-making model of a slower, less aggressive, and sustained model of MT into their interventions. As it was the intended desire that treatment outcomes from this approach improve (objectively measured and subjectively reported by the SLP), this project will survey SLPs who have taken one of my seminars since to gauge these experiences.

Research Question
To what extent have my courses changed the clinical encounters of the SLP end-user who utilizes this work? 

Aims of Research Activity/Learning Outcomes of This Project
· To determine the value of my courses to the end user SLPs and their patients.
· To determine how the content from my courses has become embedded into the practice of the end user SLP.
· Consolidate SLP feedback to determine the utility of this approach and identify areas in need of change.
· To modify my model to maximize value to the end user SLP and to add the potential for greater change to the patients they serve. 



Methodology
A design-based research model will be utilized to evaluate the survey results and filter them back into my “product,” my continuing education seminars. These updates will allow my product to be better accepted by the governing body I rely on to grant continuing education approval to my end-users (ASHA, or the American Speech and Hearing Association), to SLPs interested in taking future classes, and to the ultimate end-user, the patients those SLP serve. 

Using a mixed-methods design, a combination of a quantitative 5-point Likert Scale (Awang, 2016) and qualitative free-text (Abraham et al., 2020) survey will be distributed to graduates of my live seminars (2020 and later) to gauge their a) satisfaction and experiences applying the person-centered MT concepts taught in the classes, and b) their satisfaction and experiences applying the slow, gentler, and lingering style of MT services taught in the seminars. These questions would include:

1. The initial questions would determine if the end-user had previous experience applying a different model of MT before taking my training. If yes, I would collect their feedback to ask if they felt one model (traditional aggressive, minimal to non-SDM version or my model) had characteristics that made it more desirable in terms of ease of use and patient outcomes. Through individual responses, I would be able to extract trends to record the perceptions of the efficacy of this model regarding the ease of implementation of this model and personal perceptions of its advantages and limitations. In this scenario, I will compare previously held experiences and opinions from the more traditional form of MT (minimal to non-SDM and a more aggressive input style) with my model. 
2. If the end-user had no prior experience using MT with their interventions and, if none, collect data to determine the relative ease or lack of ease in incorporating this model into their daily interventions. Through individual responses, I would be able to extract trends to record the perceptions of the efficacy of this model regarding the ease of implementation of this model and personal perceptions of its advantages and limitations. I would be surveying feedback on the ease and apparent effectiveness of using the SDM model and using a slower, gentler, and lingering style of MT. 
3. No matter the end user’s experience with MT, the survey would determine the patient’s feedback regarding the intervention style. Did the patient feel heard and respected? Were they surprised at the level of input they were requested?  
4. No matter the end user’s prior experience with MT, the survey would help determine whether the person-centered model taught from the perspective of MT was transferrable to the more general intervention methods used by the SLPs who had taken my class. 

I plan to use a survey consisting of a Likert-style scale and free text commentary to poll past class participant on how my course has influenced their practice. This data will be analyzed and reported in the final paper. The data will then be translated into changes in my future classes to maximize benefit and value for the end user SLP and the patients they serve. Additionally, I anticipate the study outcomes will incentivize further research into the model.

Participants
Participants will be secured by contacting SLPs who have taken my class since 2020 through the start of the survey (August 2023). The 2020 inclusionary date was chosen as my courses underwent a significant update during that year and became more aligned with my current thinking. As not all the SLPs attending my seminars have been trained in any form of MT, I will explore the experiences of both groups: those with prior training who added my model and those with no previous experience who implemented my model as a first experience. Each will be contacted via email via a direct email list procured through an opt-in process. Additionally, to reach those whose email may have changed since it was supplied to me, an appeal will be made through social media for feedback from this identical demographic group. 

With this information available, a more objective understanding of the utility of my model will be realized. It is hoped that such information would lead others to pursue quantitative and qualitative research into this person-centered model of MT care. 

Ethical Considerations
A fundamental philosophical dilemma exists if the views of my end-user conflict with my views (Reeves et al., 2005). With the goal of this project being a positive evolution of my teaching model, I must lean into deciding for changes (or lack of) that best benefit the patient, even if they conflict with my core beliefs. These beliefs have not been externally vetted, and this project serves that purpose.  

Protection of patient confidentiality will be assured through a written request for no patient-identifying characteristics in the free-text sections of the survey. Any potential confidential information or identifiers will be anonymized or omitted from the final paper. Though the initial pool of SLPs asked to participate in this study will be known, respondents' privacy will be assured using an anonymous online survey tool. Survey results will be stored on this researcher’s private password-protected computer, with data stored in a secure HIPAA-compliant cloud-based platform (Dropbox Professional). 

As the model I taught end-users originated, insider researcher concerns must be addressed. Fleming (2018) addresses the concerns of insider researchers and helps resolve these issues. Fleming’s principles will be used throughout this project, including recognizing the influence of bias, where respondents may filter their opinions, knowing their comments are reflected directly onto me. I will work to avoid data contamination (Fleming, 2018, pg. 313) by requesting respondents answer the questions without regard for my feelings. I will add to this assurance by reminding them that their responses are gathered and analyzed via an anonymous survey tool. 

Methods
Methods for information acquisition include an integrative literature review (Torraco, 2016) to uncover strengths and stumbling blocks of my model, an examination of the survey respondents’ views, and self-reflection to incorporate these views into new incarnations of my approach. The opinions and feedback of respondents will be compared to my professional goals to allow one not to overshadow the next. I may discover aspects of my approach that respondents feel need revision. Some feedback will result in changes to my curriculum. 

[bookmark: _Hlk175923294]Such a mixed methods design (Ryu, 2020) will allow current perspectives from the existing literature, individual perspectives and experiences from end-users, and triangulation with my personal and professional goals to coalesce to evolve my teaching model. 

An expected timeline for this project is as follows:
July 1, 2023: Approval from my tutor for this research proposal and begin project.
August 1, 2023: Surveys distributed to potential respondents.
September 1, 2023: Deadline for surveys to be returned.
Program pause initiated: September 22, 2023
Return to studies: April 1, 2024
December 4, 2023: Draft submission.
January 1, 2024: Finished project presented to tutor.
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Gaging clinician satisfaction with the person-centered, shared decision-making approach to manual therapy (MT) with voice and swallowing disorders.

Introduction 
The research question presented here is to be examined from the results of the surveyed material that forms the foundation of this paper. The purpose of this study is to allow me to explore aspects of my work not covered in previous papers in this academic program, with a long-term goal of translating these discoveries to improve the quality and utility of my course work to benefit both the end user and the patients they serve. 

My original undertaking of this MA program was to build a more academically credible narrative to ground the course work I teach to speech-language pathologists (SLP). I've established that foundation through earlier papers (Fritz 2020, 2021, 2023). However, in reviewing those previous papers in this program and considering the overall research question to be answered, unanswered questions remain. 

Do the changes I made in my curriculum represent an improvement on existing models, or are they just a different translation with similar outcomes? I have previously examined the history of the development and explanation of manual therapy’s effects within the speech-language pathologist (SLP) population and compared that evolution with that seen in the more general manual therapy community. I have discussed perceived limitations and gaps in existing models of laryngeal manual therapy (LMT) and proposed alternatives and improvements to update them to align with current standards in the general manual therapy (MT) communities (Fritz, 2020; Fritz, 2024). Left unanswered is whether there has been an advancement of outcomes vs. another interpretation of existing models. 

Though I teach SLPs a broader perspective on the potential mechanism of action for MT, do they add value to the interventions? A universally accepted narrative of the mechanisms of action for manual therapy with voice and swallowing disorders does not exist, though there are many firmly held positions (Fritz, 2024). Historically, authors narrow their explanations to a few traditional tissue-based or pathology-based perspectives. Still, with the literature composed of what appear to be completely different models, many may feel confused at the lack of explanation for these discrepancies (Roy et al., 1993; Rubin and Lieberman, 2000; Marszalek et al., 2012; Asher, 2013). With the inclusion of magnetic resonance imaging of the brain before and after LMT (Spengler et al., 2017; Roy et al., 2019), more recent advances have been made in understanding the broader impacts of peripheral touch in the resolution of voice disorders. However, current research perpetuates historically simplistic views of these mechanisms (Toles and Harris, 2023). Given this lack of standardization, reasonable recommendations could be made to attempt to collate these narratives, which, in a recent paper published outside this program, I’ve written on this topic with the hope of sparking others to work to understand and accept a broader range of mechanisms (Fritz 2024). Do SLPs consider these changes relevant, applicable, and valuable to their practice?

Does shared decision-making (SDM) differ from existing LMT models used by SLPs, and if so, does it add value to the therapeutic outcomes? I previously explored SDM inside and outside the manual therapy field (Fritz, 2021). As SDM is at the core of my approach, it became one of the pillars from which the survey questions were stated. Though SDM was examined in the above reference paper, newer material will be presented in the literature review below. Will SLPs find SDM helpful?

This final paper aims to move beyond the theoretical and examine the direct experiences of those applying my approach to gauge the utility and efficacy of the model I’ve promoted. 






Literature review

In my previous papers in this program, an integrative literature review model (Torraco R., 2016) was used to explore the underpinnings of core topics that form the basis of my approach, and this paper and study are layered on the concepts established in those previous papers (Fritz, 2020, 2021, 2022). Those previous reviews allow me to examine my findings and conclusions through the lens of newer information, forming a state-of-the-art review (SotA) process (Grant, 2009; Barry, 2022). Since the conclusion of my last paper in 2022, additional resources were presented to me that have caused me to reflect on the need for changes and bolstered my beliefs in the validity of my approach. As these resources were not obtained through a more rigorous literature review, I questioned my biases in their inclusion. However, Barry (2022) permitted me to see my opinions in reviewing these new resources as one based on subjectivism, as "(t)he SotA review generates an interpretation of the data that is informed by the expertise, experiences, and social contexts of the researcher" Barry, 2022, p. 285). While one interpretation of the SotA review process states that the aim is for a comprehensive review of the current literature (Grant, 2009, p. 95), I've deviated from this course with my focus on two pieces of newer literature. As the study survey was formulated and distributed to study participants before acquiring these two new sources (due to a necessary pause in my academic course of studies), there is no recognition of recent findings reflected in the questions provided. This gap will be discussed later. 

Manual therapy (MT) is traditionally described as an intervention that affects the peripheral level of tissues or structures, viewing the underlying mechanism of action as occurring peripherally where the intervention is applied (Bialosky, 2018; Kolb., 2020). Such perspectives are "based on biomechanical assumptions at the root of the patient's symptoms, with palpatorily identifiable dysfunctions, that can be treated employing specific techniques aimed at joint tissue, myofascial tissue, or nervous tissue" (Geri et al., 2019, pg.2). Laryngeal manual therapy (LMT) follows a similar line of reasoning, with dysphonia seen as due to shortening of, or increase in tension in the perilaryngeal musculature, poor posture, and structural limitations of hard tissues of the cricothyroid visor (Rubin and Lieberman, 2000, pg. 1022), and a successful LMT intervention as increasing muscle length, diminishing muscle tension, improving posture through alterations in local conditions, and improving movement in the cricothyroid visor (Nasrin et al., 2022). The evolution of MT from its historically viewed local effects to updated explanations has been thoroughly explored and deconstructed in previous papers and through a paper I recently published that examined the gaps in the literature (Fritz, 2020, 2021, 2022, 2024). In that paper, I discuss the multiple mechanisms of action that potentially influence any MT encounter. The new information inserts itself as an additional influencer on therapeutic outcomes and can present a range of possible mechanisms that can help shape clinician behaviors.

Since writing my previous papers, I've been made aware of two concepts that have expanded my understanding of the underpinnings of my approach and caused me to re-examine the core principles of how I treat patients and educate others. Lacking a specific blueprint for including SDM in the MT setting, many mechanics of interpreting and applying SDM in the manual therapy setting were created organically and modified through trial and error. However, as I share my approach with others, I've received input that has validated specific aspects of my teachings and raised questions. These questions were exposed in the previous introduction. 
Meta-therapy is a concept that, when applied in voice therapy, explains the effects of clinical expertise (Helou, 2017). Clinicians often see the technique (or modality) as the primary driver of change, but the principles of meta-therapy describe a more extensive process. Helou has written about the concept of meta-therapy as it applies to her work in transgender voice and communication training: "(P)atients can participate in therapy tasks (e.g., resonant voice therapy, flow phonation, or conversational training therapy), but in the absence of a clinical dialogue that helps the patients learn to pin these techniques onto a conceptual framework, the approaches will likely fall short of full effectiveness (Helou, 2019). Looking back at my broad-based MT education and through the feedback of others who’ve shared similar observations, it could be argued such patterns appear to exist across much of the MT field. 
Through my experiences, I have seen learners new to MT encounter similar pitfalls. Armed with techniques taught in school, on-the-job training, and continuing education, they often fail to meet the reported outcomes that other, more experienced clinicians achieve. Mastery was stated to be a product of becoming proficient in applying techniques through proper hand placement, correct engagement of the targeted tissues, and other mechanistic processes, with re-taking of seminars recommended to accomplish mastery. The specificity of techniques was implied to be essential, though studies often show the opposite (Behlau, 2018; Cherkin et al., 2013; Kennard et al., 2015).
Even before encountering Helou’s works, I suspected that successful outcomes were more than just developing expertise with the techniques. I began to see that course repetition helped to create a deeper understanding of the context in which the methods were presented and helped me learn the meta-therapy of that modality. Translating these past experiences into how I run my seminars, we immediately dive into the meta-therapy concepts from the start. In speaking about voice therapy, Petty (2022) encapsulated this view of the need to emphasize the meta-aspects of the treatment with "(t)he patient is introduced to both the "what" of therapy—the specific exercises designed to improve voice quality—and also the "how," the dialogue about treatment rationale and expectations for ongoing voice change and ultimate therapeutic success" (p. 1). 
An internet search was performed using Google Scholar (scholar.google.com) to explore the concept of meta-therapy through the lens of manual therapy, with the search query “manual therapy” and meta-therapy, with 11 results. One was my paper (Fritz, 2024). Van Stan et al. (2024) mention how two popular methods of LMT utilize meta-therapy for patient inclusion in the MT process by “they have multiple ways of providing error feedback (patient-directed vs. clinician-directed) as well as cueing, educating, and motivating the patient to improve engagement and adherence” (Van Stan et al., 2024, p. 1777), however, fail to discuss those processes. Of the remaining results from the search, the remaining articles were either non-applicable or referred to references discussed below without setting examples of how meta-therapy can be applied to MT. Lacking external blueprints, a discussion of papers within the SLP domain yielded the most information. 

Through the numerous papers authored and co-authored by Helou (Helou, 2017; Helou, 2019; Helou et al., 2021) and related works (Tilton-Bolowsky et al., 2021; Donohue and Coyle, 2022; Petty et al., 2022), my comprehension of meta-therapy was refined from multiple perspectives. Through an online introduction, Helou became aware of my approach to manual therapy, where the environment created around the touch-based intervention is often a more critical driver of change than the hands-on work itself. She noted the strong parallels with her work on meta-therapy. The parallels she saw related to my concepts of the conversation surrounding MT, setting the proper context for the empowered patient to play a more prominent role in the therapeutic encounter. 

Donohue and Coyle (2022) state that “clinicians can easily state what they do in therapy, but describing the process of how they do therapy can be a challenge” (p. 1). Though often thought of as a skill clinicians learn over time, the authors emphasize that meta-therapy skills can be taught to clinicians to improve the effectiveness of an intervention and hasten the acquisition of that intervention. The authors emphasize the need to increase patient awareness of the involved processes. In the case of their paper, education on the process of swallowing is necessary to incentivize the therapy process (p. 3), which aligns well with my process of incentivizing patient feedback to share in treatment decisions. In a step-by-step fashion, they define the differences in beginner vs. expert dialoguing as concrete examples of how the meta-therapy occurs, allowing contextualization of the process (p. 4). As clear and meaningful conversation and language are essential to my work, the examples provide a template for improving my teaching methods.

Further expanding Helou’s initial applications of meta-therapy beyond transgender voice therapy into work with cognitive communication disorders, Tilton-Bolowsky et al. (2022) speak of the progression of the new graduate SLP’s modeling communication styles of supervisors. Over time, that same SLP can adapt and modify those dialogues to meet the various needs of the person in treatment. They speak of this transition into understanding the “how” of therapy yet is seldom taught in the educational system (Tilton-Bolowsky et al., 2022, p. 2). Encouraging the patient’s active role in their treatment is stressed, and learning to exercise power in the therapeutic process (p. 9) strongly mirrors the approach used in my work. With such self-efficacy, they better make decisions about their care and goals. 

Petty et al. (2022) state that meta-therapy “is not the “what” of the treatment, that is, the specific techniques to be learned by the patient, but rather the “how,” that is, the crafted dialogue that guides the patient through the treatment rationale, the behavioral expectations for both clinician and patient and the anticipated outcomes of the therapeutic process” (p. 1). The authors describe the voice assessment process, one that often includes stroboscopy to allow a view of the laryngeal mechanism during speech, as a potential motivator for the patient, as it will enable them to visualize their dysfunctional voice and, with treatment, how the imaging depicts improvements in sounds (p. 3). Such exercises are seen as a meta-therapy process, allowing the clinician to translate therapeutic gains to the patient with tools beyond the auditory awareness of vocal gains. Such methods align with a frequent practice at workshops, where laryngeal visual imaging is combined with MT, allowing learners to witness the internal effects of an externally applied MT process. 

Helou et al. (2021) map out similar inclusions of patient self-efficacy as necessary conditions for successful outcomes, allowing the patient to see they have a locus of control over outcomes (p. 12). Such factors enable the patient to see their role in therapy as more than passive. The task assigned to the patient in the SDM-based MT model I teach seeks to leverage self-efficacy, with treatment outcomes dependent on how the clinician frames the treatment process. I consider patient introspection throughout the MT process a significant factor in successful outcomes, with the patient actively involved throughout the therapeutic process. My views align with those seen as parts of the mechanisms of action for successful voice therapy (Helou et al., 2021, p. 7), one I had not included in my recent paper (Fritz, 2024).

In my seminars, I routinely mention that new learners believed they attended the workshop to learn new therapeutic models of impact via touch-based interventions. However, I desired to translate SDM concepts via the envelope surrounding the MT work, as I saw those principles applying broadly across the spectrum of interventions performed by the SLP. Previously, I saw myself as an outlier, asking clinicians to look beyond what others see as the vital components of manual therapy interventions, but with little external validation for such an approach. Helou's writings allowed me to establish and ground this approach not as that of the outlier but as one supported in our current literature. 

Helou (2017) was not the first to introduce meta-therapy concepts into the SLP domains and cited earlier writings by Iwarsson (2014), stressing the views that clinical expertise should be taught to the clinician in their education rather than learned over time. Helou's work inspired me by providing a philosophical framework to validate my approach. Instead of relying on clinician trial and error or requiring learners to take multiple seminars to gain knowledge, meta-therapeutic principles are instilled from the first exposure to this work. 

Another fortuitous encounter gave me further insight into my process and made me reflect on possible errors and needs for recalibration in my approach. As explained in my previous writings, in efforts to maximize SDM, I strive to elevate patient input. However, patients are often comfortable deferring treatment decisions to the clinician, expressing these thoughts through statements like "Do what you feel is best; you are the expert." Such declarations are joint in physical therapy practice, as, being highly trained in a specialized field, the public sees us as knowing how to help them through their current struggles. Evolving from earlier clinician-as-expert perspectives, I’d begun to downplay my expertise in efforts to elevate patient perspectives. When questioned on why I would defer telling a patient what was best for them, I would confirm that though I am well-trained and have strong opinions based on my training and education, I would then tell them that I've not lived their life, nor can I know what sort of intervention feels like it might be helpful until they give me their opinions. I worked hard to incentivize their input, potentially improving our chances of treatment success. In my seminars, I encouraged learners to hold fast to striving for equality of decision-making, even in the face of patient refusal to commit to such a model. However, another perspective that made me rethink this strategy was presented.

My model was based on ensuring shared decision-making, a standard I sought in every interaction. My understanding of that process, which I had only a rudimentary knowledge of, caused me to run headlong into actioning those principles when a more balanced look at power in the therapeutic relationship was in order. 

Throughout my MA process, I've interrupted my studies twice. One was due to a family medical issue, and the second was for personal reasons. It is often said that everything happens for a reason, and, in the case of better understanding the strengths and limitations of my model, this adage is true. Earlier in 2024, I was asked by two SLPs who had attended a past seminar to present a virtual talk to members of the Voice Foundations Southern California Chapter. In the lead-up to that presentation, I had a brief online discussion with one of those SLPs, who shared a paper she had co-written with me. The paper "Self-Determination Theory Applications in Culturally Responsive Voice Therapy" (Castro, Enclade, and Biel, 2023) thrust upon me a rationale that caused me to rethink my position on striving to elevate patient input into the SDM process when their personal choice caused them to choose to defer decisions to the clinician. I did not understand the need to recognize cultural, social, and economic diversity and how it can influence a person's ability, willingness, and sense of necessity of their input into healthcare decisions. I’d also neglected to respect a person’s request to have me choose and decide on their behalf. I had been using basic tenets of SDM as motivation to empower patient input into the MT treatment process with little regard for the individual's cultural biases and perspectives and their freedom of choice. I'd viewed patient motivation as something I could (and should) influence via incentivization without looking into more profound aspects of those norms and values unique to every person and group. 

Previously, while researching prior papers and setting up my survey questions for this paper, I anticipated that my study results would culminate in a final refinement of my approach. However, lessons learned from these recent discoveries are unlikely to appear in the data collected for this study. It is anticipated that reflection on the data and subjective impressions from study participants, coupled with a more thorough grounding in the underpinning of my approach via meta-therapy principles and self-determination theory concept, will advance and evolve my work. 

While the wording may differ, traditional MT and LMT broadly view the impact of the intervention being accomplished through tissue manipulation, with the "hypothesized physical effect of such massage is reduced laryngeal height and stiffness along with increased mobility. Once laryngeal tension is normalized, and range of motion is restored, an improvement in vocal effort, quality, and dynamic range reportedly follows" (Dromey et al., 2008, pg. 197). While none of the myriad of LMT papers and books published since Aronson (1990) specifically advise or caution against promoting a shared model of decision-making, none state patient input as a necessary condition for change, and little emphasis is placed on the benefits of establishing a therapeutic alliance between clinician and patient. Contrast these views with more recent observations on the improvements in clinical outcomes when the intervention is based on an established therapeutic relationship between the patient and clinician (Miciak et al., 2018). While the nature of clinical relationships continues to vary widely, with operator-driven (clinician-as-expert) models at one end of the continuum and interactor-driven (SDM) models at the other (Jacobs and Silvernail, 2011), the needle is moving away from exclusionary approaches and into more egalitarian, patient-centered ones. 

In drawing out the differences between traditional LMT and my SDM-based model, I wish to clarify my biases. I retold history in earlier papers that described my aversion to MT models that did not appear to value elevating patient input into the therapeutic process. My early training encouraged clinical expertise as a desired motivation, and it was established to permit the therapist to become an expert in solving the problems of others. While our biomedical world is firmly set up in such ways, I noted how patients were often disenfranchised from their healing process. They were usually expected to stifle opinions in deference to the expert. My choice to extract myself from such a therapeutic model was an early step in recognizing that disempowerment, and I sought a path to allow for an increased voice for those I serve. Castro et al. (2024) lay out a clear pathway for promoting and establishing patient autonomy by including principles of SDM in clinical practice, with explicit references to my ethics and professional therapeutic approach. 

As mentioned in my previous papers in this program (Fritz, 2020, 2021, 2022), my approach is not the typical perspective in traditional MT and LMT encounters. I acknowledge that this historical, clinician-as-expert, non-patient-driven approach has been shown, through years of LMT-published research, to be effective in reducing the problems facing our patients; these models contrast sharply with emerging trends in healthcare that call for increasing patient input (Gustin, 2019; Kon, 2010; Leng, 2017; Moore, 2018; Santana, 2018; Thomson and MacMillan, 2023). 

Besides the wake-up call to allow more patient choice, Castro et al. (2023) outline strategies for supporting patient autonomy, competence, and relatedness to support their psychological needs concerning SDM. Comparing those principles with my own, I saw tremendous common ground, bolstering my enthusiasm for the direction of my approach. I view this new information as a better grounding in how I view the SLP feedback gleaned from this study. 








Methodology
I undertook a mixed methods design (Ryu, 2020) to allow current perspectives from the existing literature, individual perspectives and experiences from end-users, and triangulation with my personal and professional goals to coalesce to evolve my teaching model. 

My survey was distributed, and data was collected from 8/18/23 – 9/1/23, with invitations sent to SLPs who participated in seminars from April 2020 - August 2023. One thousand twenty survey invitations were distributed via previously provided email addresses. Additionally, social media posts were made, inviting qualified individuals to participate. Of the 1020 requests, 53 completed surveys were returned. The survey was intended only for SLPs, and although through the survey responses, two participants identified themselves as professionals other than SLPs. The data from those two respondents were removed, leaving 51 qualified participants. 

Before beginning this study, I reflected on the question I wished to answer and the biases that needed to be addressed and discussed, ones that would impact the reach of any conclusions gathered. The cohort for this survey consisted of SLPs worldwide, though most learners reside in the United States. Though all accepted responses came from SLPs, and I am a physical therapist, we share common characteristics as health care providers, and we are interested in expanding our knowledge from what might be viewed as working from the edges in each given profession. In my experience, physical therapists seldom work with voice, swallowing, and related problems, while SLPs often are not exposed to MT as a foundational intervention in their profession. As an expert in the field and understanding my possible influence over class participants, I acknowledge that their feedback does not represent a random sample (Mulisa, 2022). While random sampling would require that any person (or any SLP) could act as a potential candidate for inclusion in this study (any SLP), Mulisa would describe my participant selection as non-random, or, more accurately, a non-probability sampling (Mulisa, 2022, pg. 76). My participants were selected from a small pool of SLPs across the globe, and from within that group, they had the potential to be influenced by my ideals. However, it was this exact group I wished to poll to determine their relative satisfaction from the information I provided, and non-probability sampling was a means to achieve this end.

To further elaborate on issues relating to bias, some of the questions asked requested clinicians to compare traditional laryngeal manual therapy (LMT) and the approach taught in my workshops, Foundations in Manual Therapy (FMT). While an individual’s opinions matter, the clinicians surveyed for this study spent considerable time with me in a 2-day classroom setting. Additionally, my social media (and other) promotional materials could have raised an interest in influencing their decisions to participate in my workshop. Each learner was required to complete my 2-hour online course before sitting for the in-person seminar. During this time, I related my opinions on the different manual therapy (MT) styles to them, including thoughts on how one approach may be more patient-centered than others. Through hearing my views, many may have adopted them as their own, drawing them into my tribe (Kanuha, 2000). As traditional LMT does not work from a patient-centered, shared decision-making (SDM) perspective, my seminars set up a potential dualistic conflict (Kristjánsson, 2021), discussing my opinions on the limitations in the LMT model and expressing my preferences towards approaches that optimize SDM. While I knew they represented a minority of the total participants, those SLPs with prior experience in LMT were asked to compare this approach with FMT. 

When creating the questions for the survey, I was fully aware that there are few opportunities for an SLP to attend an in-depth workshop that teaches LMT. Canvassing learners at every seminar, most of whom have had some training in LMT, relate that a peer or supervisor introduced them to that model, and it is rarely reported that they underwent formalized training such as that presented in my seminars. Gleaning from these SLPs that their training in LMT was typically limited in time and scope, I understand that if exposed to a different model, one where they had a financial and time-spent investment (such as my seminar), I would be capable of exerting influence, skewing the objectivity of the comparisons I sought through this survey. Ideally, finding participants in my seminars who had undergone a similar level of training in LMT would have allowed a better metric for comparing the two models. However, this was not possible, nor was it sought. Acknowledging this lack of equality for comparison, I found the questions relevant, with the responses potentially helpful. Given the conditions mentioned above, there is no quantitative data to explore, as even Likert scale ratings are embedded within the above-mentioned biases. The results were intended to guide future practice, not to determine objective analyses of one model’s superiority or whether SDM reflects an improvement over the existing clinician-driven model. While motivations for such guidance are personal, I hope these results may filter into the more general research and practice domains. Combining the Likert scale, yes/no questions, and free-text responses allowed data triangulation (Bans-Akutey, 2021), allowing multiple perspectives on the class content and questions to validate my data. 

Within the discussions, as my sample is non-probability, my representations of statistics are not intended to convey quantitative proof but merely to discuss preferences and actions within the sampled group. 1-5 Likert scale responses were converted to percentages, with a response of 1 represented by 0% and 5% by 100%. As my survey was developed based on what I viewed as a logical and linear progression of information, results will be presented and discussed in that exact order. From the open-ended questions, responses were reviewed for themes (Saldana, 2005) to determine patterns to establish overall learner preferences best. The numbering of discussed elements (below) matches those on the survey. After each free-text response, the 1-5 Likert Scale rating is noted as (x). Verbatim free-text responses are posted in bold italics, with my comments on specific responses interspersed as appropriate. Though not fully inclusive, I included a sampling of the free-text responses in this section, as they can allow me to translate my perceptions of responses to the reader. Annotations were provided to some of the responses to establish the repeating themes and to note the strengths and limitations of the survey tool. In the few instances where a response used professional abbreviations, I edited the comment to allow a broader understanding. Redundant free-text responses were excluded, and no attempt was made to make grammatical corrections to avoid altering the context provided in each respondent’s free-text replies. 

Findings
1. Did you take the Foundations in Manual Therapy: Voice and Swallowing Disorders Seminar (Introductory or Advanced) on or after April 2020? If not, please answer "NO" and do not complete the remainder of the questions.

This was the initial question to determine a potential respondent’s inclusion in the survey. In hindsight, an additional question would have asked if the respondent was an SLP. 

2. Since taking the Foundations in Manual Therapy: Voice and Swallowing Disorders (FMT) seminar, did/do you use the techniques and aspects of the approach taught in the class in your practice?

From the beginning of embarking on providing education for SLPs, one of my goals had been to ensure I was giving helpful information to that audience. In the United States, continuing education is required for regular professional licensing renewal. With such standards in place, it is not uncommon for professionals to choose courses that are easily accessed or more affordable vs. those that provide valuable insight and may require travel or an outlay of personal funds. Was I giving value that my audience would use?
[image: Forms response chart. Question title: 2.     Since taking the Foundations in Manual Therapy: Voice and Swallowing Disorders (FMT) seminar, did/do you use the techniques and aspects of the approach taught in the class in your practice?
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There was a 67% rating from 51 respondents, indicating a significant usage of the course content in regular practice. In hindsight, asking participants if barriers kept them from reporting higher usage may have highlighted areas needing improvement. 

3. If you answered “Not at all” to question #1, why don’t you use it? If you answered “Not at all” to question #1, please answer only those questions below that apply.

There were no free text responses from the SLPs who participated in this survey.

4. Before taking the FMT seminar, did you receive any training in your SLP education (undergraduate or graduate level) or through work-based mentoring to use manual therapy interventions?

[image: Forms response chart. Question title: 4. Before taking the FMT seminar, did you receive any training in your SLP education (undergraduate or graduate level) or through work-based mentoring to use manual therapy interventions? . Number of responses: 51 responses.]
Of 51 respondents, 55% replied “Yes” to this question. This high number was surprising, as when I asked a similar question at every in-person class, I estimated that only 10% answered in the affirmative. This may indicate that those motivated to participate in this survey had more prior training and experience applying manual therapy than the overall attendees in my courses. It might also be speculated that this cohort had higher internal drivers to pursue MT training of any type.

5. If yes to question 3, was your previous exposure to manual therapy from the more traditional laryngeal manipulation perspective?
[image: Forms response chart. Question title: 5. If yes to question 3, was your previous exposure to manual therapy from the more traditional laryngeal manipulation perspective? . Number of responses: 30 responses.]
As mentioned previously, more aggressive styles of LMT are the most represented manual therapy intervention mentioned in the literature (Dunphy, 2013), skewing the probability of responses towards this model being what was previously taught. Given the inclusion of clinicians from the UK responding (such demographics were not asked to avoid any ability to identify respondents), some responses may have included a model taught there (vocal massage, Flock, 2023). Of 30 responses, 23 signified that LMT was their original experience. As there were no follow-up questions, the type of training of the remaining 7 participants is unknown. The 23 participants who learned LMT can now be tracked to determine their preferences when comparing their original learning with the FMT model. 

Reviewing the question, I failed to query those who answered “No” about the type of MT training they attended. 

6. If you did learn traditional laryngeal manipulation at university or on the job, did that training give you the skills and confidence to use it in your practice? 

Concepts intended to improve outcomes need to be translatable into practice. Of those who received prior training in LMT, was that training sufficient to be used in practice? The responses were well scattered in the results below, with an obvious mean at the mid-point of the Likert scale. I interpret this as the average previously trained clinician felt only 50% equipped to use LMT in clinical practice. As mentioned, nearly all LMT training in the USA is given informally via peer or supervisor training. Under the correct mentoring, this level of training may be sufficient for some, but from the results, it appears many felt not sufficiently trained. Of note: 35 people responded to this question, which should only reflect the 30 who answered “yes” to question 5. As my survey did not wall off questions based on a previous response, I cannot account for this discrepancy. 
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7. Do you have any comments to share regarding your traditional laryngeal manipulation training regarding providing you the skills and confidence to use it in your practice?

A few themes repeated themselves, with negatives from their LMT training, including a lack of in-depth training, fear of harm, unrealistic expectations, and non-lasting effects seen with frequency. Positive comments spoke to patient preferences for that work and that their training adequately prepared them for success with the work.

· My SLP program generally discouraged the use of touch and seemed to consider it a potential liability. There was no hands-on practical work at any stage of training. I was, however, introduced to laryngeal massage/manipulation while studying on a graduate level voice course in the UK. Workshops were taught by Jacob Lieberman and Barbara Houseman. These were brief experiences without sufficient carryover/follow-up on the course, and limited partner work (This person left no response to Question 6).

The scope of practice (SOP) for the SLP in the United States does not specifically allow or disallow the use of manual therapy. Interpreting this document (Scope of Practice in Speech-Language Pathology, 2016) allows the SLP to determine if the intervention addresses diagnoses within their SOP, determine if adequate evidence exists to support the intended intervention, and pursue training to ensure competence in carrying out the intervention. Within the broadness of these SOP interpretations come differing opinions. Some learners have expressed concerns or doubts about whether MT is an allowable intervention in past classes despite the freely available evidence within and outside the SLP-specific research literature stating its applicability. 

· (t)he actual "hands on" instruction was very limited (4).

· It is very different from the FMT work. It is not as in-depth and not based on principles of exercise physiology or anything like what I learned with Walt Fritz (3).

· It felt very brief and subjective and I felt that if not done properly it would result in harming my patient (1).

Lacking a thorough grounding in the principles of manual therapy, fear of harm is a legitimate concern. However, when this fear is instilled through graduate education, such cautions cause clinicians to hesitate to attempt MT (Dugan, 2020, p. 79). Though it is not well represented in the literature, when using aggressive methods or working in what are viewed as danger zones, there is an implied logic that potential risks rise as the levels of force (or supposed depth of work) increase, with the possible result in an underutilization of MT of any style (Dutta et al., 2018; Posadzki and Ernst (2013). If, instead, an MT method is presented across a more significant time frame, backed by a grounding in the underlying principles of the positive effects of MT regardless of the amount of force used, coupled with supportive mentoring throughout the training, such fears of harm. 

· Coursework prior to FMT, implied a more cookbook approach that following steps 1, 2, and 3 would always result in outcome A, B, and C. If a different outcome occurred, you weren't doing it right (and that was wrong) (3).

In outcome-based studies, protocols are typically used to assess a model’s validity effectively and provide the same standard of care to all study participants. Many may believe that to match a study’s outcome, the protocol must be followed. However, at every seminar I lead, I ask learners, “Who adheres to protocols in their daily work?” A few clinicians raise their hands, as most use protocols as templates for their practice, modified to match each patient's needs. To my knowledge, in the general manual therapy literature, there has been no study that shows that efficacy is optimized by holding an MT stretch for X number of minutes when compared to the hold times of another model. I’ve encountered relatively rigid colleagues and educators who feel protocols must be followed, while others see the gray areas and allow them to influence their clinical decision-making.

· The training was standard with no variance per patient. It was not an individualized approach but a “boxed” one size fits all approach (3).

· It was very involved and uncomfortable for the clients. I was worried about hurting somebody and I have been put off using it for these (amongst other) reasons (1).

Though more aggressive methods may allow the voicing of patient boundaries at the deepest end of pressure, my experiences of the range of pressures used in many MT models of clinician-dictated pressure levels ignore patient perspectives. The individual narrative of a model often determines the amount of pressure used, with users of each model following the lead of their education, LMT included. A quote from Aronson (1990), “less aggressive techniques often fail“ (p. 315), re-appears in later LMT research (Roy and Leeper, 1993, pg. 243), is implied in others (Ross, 1999, p. 139), and referenced as a need even in a recent paper (Daniels et al., 2024, p. 9). However, wide variations in pressures exist across the MT spectrum, from the very light (Muñoz-Gómez, E, 2022) to the very aggressive (Koren and Kalichman, 2018), all citing positive outcomes. With a broader view, Behlau (2019) reflects on the benefits of the various LMTs, no matter what pressure level is used (p. 674). With this in mind, I teach that the patient should be included in determining the proper pressure. With this comes the need to ensure patients understand their role in the process, which is one very crucial difference between LMT and FMT.

· It was helpful to patients but didn't have lasting effects in most (4).

In my previous papers (Fritz, 2020, 2021, 2022, 2024), I outlined the concepts that underpin how and why MT interventions may foster lasting changes. When models frame the peripheral tissue anomaly (i.e., abnormal muscle tension) as the target for remediation, success is not reached until the clinician judges that tension to have been reduced. Such models seemingly ignore the multifactorial nature of any disorders, choosing instead to single out one peripheral concept, which was assessed in what I view as a very subjective manner (Steppe, 2011). If more central factors are ignored in favor of isolating what might be a product of an overly sensitized nervous system, behavioral by-products of trauma or injury, or mismatches in contextual factors between clinician and patient, even an appropriately applied MT intervention may fail to produce lasting results (Fritz, 2024). 

· I have always felt confident using manual techniques including: circumlaryngeal massage, laryngeal manipulation and reposturing. I had excellent hands-on mentorship and guidance during my training and have felt well-versed in these techniques and confident with implementing them even when I was a new clinician. I continue to add to my armamentarium with learning new techniques (5).

My experience in training in LMT occurred in the UK, where I took an immersive 2-day small group workshop led by a well-regarded educator in LMT. This training had similarities to my own workshops in that the work was presented in a manner where each participant was mentored correctly, with a deep model presented throughout. As mentioned previously, such trainings are rare in the USA, which may result in few study participants witnessing such educational opportunities in the LMT field.

8. Did the education supplied in the FMT seminar give you the skills and confidence to use it in your practice?

This question was individually asked to determine learner satisfaction with the FMT training. By inference, it also allowed me to compare the responses from nearly identical questions asked in #6 regarding LMT training. Of 52 respondents, all replied with a rating of 3 or higher, with a mean score of 4.2 (compared to a mean of 2.9 in Question 6). From these scales, I can assume that my product leads to greater confidence for clinicians beginning to apply FMT. 
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9. Do you have any comments to share regarding your FMT training regarding providing you the skills and confidence to use it in your practice?

Knowing most participants felt that the FMT training gave them the skills and confidence to use in their practice, the free-text comments allowed me access to a broader range of responses.

· Partner work was essential to applying techniques and gaining feedback from a diverse group of people. By repeating the seminar, confidence is building. New clinicians were supported through opportunities for CF seats. Skills go beyond manual therapy to include encouraging guidance from the individual (3).

· Walt presents the information precisely with a hands on approach while emphasizing dialogue with the person and not the “patient”. What a loving way to connect (5).

· Walt uses a fantastic hands-on approach which allows you to practice and get real time feedback from your client. He allows time to ask questions and receive additional feedback, if needed (5).

· It really helped that Walt Fritz backed up the work with research. This is pivotal when communicating with MDs and other professionals re: the relevance of MFR (myofascial release) (5).

· FMT has completely changed the way I practice when treating people with head and neck cancer. It has been a vital component of my clinical practice and has been beneficial in improving patient outcomes both functionally as seen with FEES/MBSS and per their reports (5). 

· FMT took away the cookbook and the idea that there can only be one right way. The focus was shifted back to the patient and the patient determined what was meaningful, where therapy needed to progress to. This acknowledgment in the coursework about the "gray areas" of manual therapy boosted my confidence. Confidence continues to build through time and patient experience/feedback (4).

· I want to practice more on my colleagues or on patients I know very well before using it with more patients (4).

Learning styles vary. Some new learners initiate using the FMT approach on their first day back in the clinic, while others are more restrained. 

· I haven’t had a chance to put the skills into practice yet as I just took it recently and my patients are awaiting their follow up appointments. I’m confident that I will be able to template this into practice and look forward to taking the advanced class next year (4).


10. If you’ve learned both traditional laryngeal manipulation and the FMT approaches, did/do you prefer one approach over the other?

At the onset of planning this study, I was, in part, seeking to determine the clinician’s opinions on the superiority or preference of one model over the other. Though it may go without mentioning, I hoped that my class participants saw advantages in the FMT model that were not offered in the LMT model. Much of the responses supported my hopes, but since the study was initiated (mid-2023), I’ve realized that the choice need not be an either/or. Instead, working from not only the positive comments received in my survey regarding the use of LMT but also recognizing the weight of the evidence that supports the use of LMT (Behlau, 2019; Dehqan, 2020; Dromy et al., 2008; Kennard et al., 2015; Marszalek et al., 2012; Roy et al., 2019), I have begun incorporating aspects of traditional LMT into my Introductory and Advanced seminars. Reading and commenting on the responses here reinforced my initial quest, as from 33 responses, 32 preferred my FMT approach. While rewarding, I can see how recency bias may have impacted responses, creating suboptimal medical care potential (Featherston, 2020, p. 3). 
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In my seminars, I discourage learners from considering FMT a standalone intervention and instead teach that it should be embedded with all other current models of care. However, as previously mentioned, with a typically more extended training period in FMT vs. LMT, most end users tend to be enthusiastic about adopting the model of care taught in the seminars based on this intensive training. With a better understanding of recency bias, I will endeavor to position FMT as sharing a common purpose with LMT rather than one being superior to the other. As mentioned above, LMT manipulation components, though applied more slowly to allow patient awareness and input, should capture a broader range of patient preferences and values without sacrificing outcomes.

11. Can you comment on what informed your preference?

· FMT seems more patient focused. They are an equal in the process (4).

Allowing manual therapy to be seen as patient-focused is one of my primary goals when presenting my work to others. However, as discussed above, my transition towards a middle ground between FMT and LMT allows me to see one person’s experiences of both models displaying equality in effect as reassuring. 

· My preference is for a shared decision-making, person-centered approach (FMT) rather than the clinician-as-expert model I observed in my experiences of traditional laryngeal manipulation. Elevating the provider may lead to passivity, confirmation bias, unrealistic expectations, dependency, or diminishing personal role in meeting/maintaining outcomes over time. Furthermore, I have found that, for myself, manual therapy to improve mobility/sensation in supporting structures has been more relevant to my vocal goals than obsessing over the larynx (3).

· The FMT approach provides the patient/client with an invitation. Upon consent communication is instigated followed by a non-invasive and a patient/client directed touch and potentially manipulation. The patient becomes an active participant in the process whereas traditional laryngeal manipulation was taught to me as a static exercise (4).

· It feels more like a collaborative process with the patient rather than something that the therapist does TO the patient (4).

Working to evolve manual therapy from the traditional clinician-as-expert model into one of shared decision-making is another one of my motivations for teaching. Though never worded in such a way, every LMT study I’ve read hands decision-making power to the clinician (Aronson, 1990; Rubin and Lieberman, 2000; and Roy et al., 2019), while in the more general manual therapy literature, shared decision-making is being seen as an integral aspect of medical care (Devisch, 2015; Grenier, 2024). Seeing my views be handed down to another professional provides me with a rich reward. 

· I wish there was an answer for "no preference". I believe they are different and both have their application, depending on the patient. For oral, head, and neck cancer patients, I prefer FMT. For muscle tension dysphonia (MTD), traditional laryngeal manipulation still tends to be my go-to because it is generally effective and I have years of experience successfully applying it. FMT is a back up for me in those cases (4).

While not offered an option that met their needs, this person best meets my goals in this work. Combine what I teach with everything else that you’ve found effective. 

· The acknowledgement of the fluidity of the work - there is no one right way to improve patient outcomes. The patient is the driving force in directing care (Rating 4).

12. Did/do you modify the material presented in the FMT class, or did/do you closely follow how it was initially presented?

As a new learner in MT, I mimicked the educator’s words and actions. Over time, I began to improvise, making my models with language and techniques. I passed this practice onto learners at my workshops, telling them that it is acceptable to use the in-class demonstrations and concepts from the manual when starting. However, each person is asked to view each patient (and every encounter with that patient) as a unique experience, one in which a technique performed as taught may not connect with a person’s lived experience. I encourage others to modify my work to align with the individual. 

The views encouraging flexibility understandably conflict with protocol-driven models, with the latter requiring conformity to understand better an intervention’s effect across a spectrum of subjects. Based on my career-long experiences in manual therapies, having fidelity with flexibility is commonly followed in my physical therapy profession (Kendall, 2018). Such views frequently conflict with suggestions in the literature, citing models such as my own’s lack of conformity and protocol (Daniels, 2024) as limitations. These conflicting views are addressed at each seminar presentation, with a polling of my audiences for learners’ professional approach to protocols vs. flexibility. After the discussion, there is an observable consensus that protocols have a place, but nearly the entire audience confesses to the flexibility of shaping interventions to individual needs. However, as I introduce my approach in a setting that is often the only time I have contact and get feedback from SLPs before they begin applying the seminar content, having the ability to gather input on these potentially controversial conflicts may prove to be enlightening. 
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The results of the Likert Scale question showed a higher tendency to remain faithful to the material and the techniques as presented in the seminar. With the scale choices that ranged from “Followed it exactly as taught in the FMT seminar” as a score of “1” to “Modified the work greatly” as a score of “5”, more found themselves sticking to a more literal translation of the presented techniques. After reviewing these results, I realized that I might have been well-served by adding an additional question to shed more light on these tendencies. Had I asked survey participants how long they’d been using the concepts, I may have been better able to determine if there was a tendency for less experienced users to stick more closely to the techniques with less deviation. As I believe flexibility (with fidelity to the patient’s preferences and the evidence) is a crucial component of successful manual therapy interventions, I see a limitation in this section of my research. 

13. If you made modifications to the FMD approach, what sort of modifications did you make?

· I adjust hold time based in the patient’s comfort levels with physical contact (2).

· I have altered some of the suggested dialogue (2).

· Depended on what the patient wanted. Some patients wanted movement, sometimes I included aspects of MNRI in the mouth (4).

· Hand placement, combine some elements of laryngeal massage with FMD (3).

· I modify some of the techniques for people with head and neck cancer if they have had anatomical changes due to surgery and/or radiation (ex. partial glossectomy - I may not always be able to do tongue stretching the same way.) (3).

· Adding manual lymph drainage to the neck/face before/after manual work. I find that the patient is more comfortable both with the expectation of the therapist's touch, the pace of movements, the creates patient willingness to provide feedback on location/pressure/duration. Sometimes stretches are static, sometimes the stretches including minute fluctuations in pressure/direction similar to bouncing/rotating a digit or slowly transferring pressure from palm of hand onto the fingertips. All depends on the needs of that patient and what we are trying to accomplish (3).

· I often switch between the FMD and traditional approaches quite fluidly (2).

· Combined it with traditional laryngeal manipulation (4).

The above two responses mirror each other, yet each person’s self-described rating differed. In hindsight, I may have worded questions 12 and 13 poorly. I would assume that the SLP would see blending two different models as significantly modifying what was taught in my workshop (Note: When the survey period closed, I had yet to add traditional LMT to my seminars).

· The language we used in the workshop... it doesn't work so well in Greek... in modifying the language, I feel it impacted on the approach somewhat as well. Also, I feel I was more rushed (time-wise) than you were in the workshop. And though I understand how being patient is of the essence. I also felt pressured by my very own "result-centered" inner pressures..(3).

This respondent identified a potential limitation in my model of presentation. The specific class the respondent referred to was one in Athens, Greece, where the workshop was translated in real-time into another language. I am aware that differences in the cultural, social, religious, ethnic, and economic background of the individual patient (and provider) may necessitate modifications in the presentation of the MT work. However, this comment made me realize that I must be more aware of potential conflicts. My approach, which relies on language-based interaction, may require adjustments to overcome such obstacles (McCarthy et al., 2024; Reis et al., 2022; Stewart and Loftus, 2018).

Of the three respondents who scored Question 12 with a 5 (“Modified the work greatly”), only one provided a free text response in Question 13. Reviewing the comments provided above from those who scored Question 12 lower on the Likert Scale, everyone’s interpretation of their applied flexibility/variance from how the work was initially presented varied greatly. From how my questions were worded and arranged, I cannot know if this variability reflects a standard interpretation deviation or a flaw in my survey. 

14. When you began using the work, did you initially find the model presented in the FMT approach easy to incorporate into your interventions?

57% of respondents had prior experience learning and incorporating MT before their seminar with me (Question 4). Believing that new learners of any model may feel awkward incorporating new concepts into practice, I would have anticipated a high level of reported difficulty incorporating the work into practice. This topic is discussed at every seminar presentation. Types of work not modeled as the norm in their profession, of which MT qualifies, are often challenging. Frequent questions asked of me in workshops reflect this apparent awkwardness, and we try to work through this dilemma in various ways. I regularly pose a scenario to the SLPs in my classes. I state, “When a patient is sent to see a physical therapist for the first time, most have a mental picture of the interaction. However, when a patient is set to see an SLP for the first time, most have little idea what an SLP does. They probably do not know that many (most) SLPs do not use MT regularly. It is you (the SLP) who feels it is out of place. Maybe we need to look within and ask if each of you can accept that the potential role of the SLP is larger than what many in the profession envision. Boxing oneself into a predefined role may limit our potential to help others.” 

Though I present this concept of artificially narrowing one’s range of potential expertise, I have had no way to gauge the effectiveness of my invitation to expand one’s range of intervention choices.
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Regarding the ease of incorporating MT into the practice of the SLP, the results have given me confidence that specific aspects of my presentation have met with success. I expected results to be highest at the 50% mark, anticipating a normal distribution of responses. However, with 42% reporting a “5” (Easy to incorporate into interventions), SLPs who have taken my seminar have easily found ways to add MT to their interventions. 

15. Do you have any comments on the ease of incorporations of the FDM approach into your interventions?
	
· I was able to use it immediately (5).

· You allowed and encouraged engaging the patient and their needs and wants. That was a great way to introduce and incorporate MFT in my sessions (5).

· If I listen, the person will guide me (5).

· It was a very smooth, easy transition and most patients were very receptive (5).

The feedback I’ve received over the years of teaching this work (and applying the principles with my physical therapy patients) has shown that when a clinician is met with positive outcomes and patient alignment with the SDM MT model taught, willingness to dig deeper improves for the SLP. 

· Just have to get past the part of being afraid to touch patients (5).

· The feedback loop is challenging with some people. Some patients are not very in tune with their bodies and they don't provide enough feedback to make the treatment successful. Another challenge is everyone feels different, anatomy can vary between people (3).

In my career using MT as my primary intervention, I’ve read and witnessed many reasons why some patients cannot accept some models and their narratives. These excuses include explanations that some people simply are out of touch with their feelings, or poor interoception. Interoception can be defined as one’s ability to self-regulate based on internal and external cues (Chen, 2021). One can correlate with reports that others cannot connect with their inner experiences (“being in tune with their bodies”) and poorly developed or nurtured interoceptive awareness. Touch has been shown to foster interoceptive sense (McParlan, 2022), making the process of MT a potential path to allowing a greater sense of self easier. I’ve also witnessed some clinicians, when met with pushback from the patient regarding the attempted intervention, brush off those responses as a limitation on the part of the patient. While diminished interoception may be an issue, I also see such reports as a limitation in the clinician’s ability to connect with their patient adequately. While I do not see this happening frequently in my workshops, this response showed that this topic is one to address in future presentations. 

· The difficulties are more in the ergonomic limitations of the office space I practice in (3).

This response made me regret not including a question to gauge the length of time since taking the seminar and, possibly, when each person took the class. Respondents could participate in my survey if they completed the workshop from April 2020 through August 2023. In 2022, I transitioned the "patient" treatment position in class lab experiences from supine (lying face up) to sitting. This change was instituted for several reasons: most SLPs lacked easy access to a massage table-like work area. Additionally, I began to understand that many of the voice, swallowing, breathing, and oral motor/feeding disorders treated by the SLP occur more frequently while a person is upright (sitting or standing), treatment effects and the underlying process may vary from supine to sitting (Johnsson et al., 1995; Shiino et al., 2016; Iizumi, 2017). Therefore, learning/applying MT may be more relevant to the patient when taught and used from an upright position. I’m unable to ascertain if this respondent was commenting on conditions as taught before or after the modification mentioned above. 

· It many ways FMT was a natural extension of what I was already working on with patients; manual lymph drainage, on/off the mat table, emphasis on patient perception, teaching patients the technique for carry over/generalization (5).

· It’s really easy to add in FMT while patient is completing traditional dysphagia exercises (5).

· It was very easy to incorporate these techniques into my practice (5).

Based on the selected free-text comments and the ratings noted in Question 14, I feel I’ve created a relatively easy product to incorporate into an existing treatment program for the SLP.

16. Did/do you find the variability presented in the FMT seminar regarding the need to modify the amounts of pressure, the direction of stretch, and other factors in response to patient feedback easy to incorporate?

Presenting new information is challenging, as new learners often feel more comfortable with a roadmap, a guide to get started. Some see this as a benefit of an established protocol, where steps, timing, and sequencing are mapped out in advance. Early in my teaching career, I resisted such maps, seeing them as a potential way to bypass the individual patient's needs. I was taught this in my early training, with repeated warnings to avoid seeing any patient acting and responding as a previous one did. Though I moved on from that model, current viewpoints support treating the patient as a unique individual (Anjum, 2016). How would new learners respond to my model that presents variability as a central component?
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With response 1 being, “I had difficulty with the allowable variability of the FDM approach,” to response 5, “I had no difficulty with the allowable variability of the FDM approach,” my concerns appear to have been unwarranted. Only one respondent replied with a score of 1 or 2, while the highest percentage rated this question 5. I was able to dive deeper into this ease of incorporation through the free-text responses given in the next question.

17. Do you have any comments on the inclusion of variability into the FDM approach into your interventions?	

· I appreciate the variability and the focus on that in the course. No approach is a one size fits all (5).

· I like the open approach. That’s new for us speechies (5).

· I am thankful for it and feel like I am finally treating for long term success for each patient (5).

· Yes, that was fantastic. Patients so much WANT to be included and so asking them to guide my pressure, direction, etc. was super fabulistic! (5).

· I'm still working on it. Often I get the sense patients are providing answers they think I want to hear or hold onto a belief that tolerating more pressure means quicker healing. Taking the extra time to work through these issues with patients is beneficial in the long run and I think builds better patient/therapist trust (4).

This person’s awareness that patients need time to adapt to a different model and may substitute other behaviors to compensate for lack of understanding reflects well on how the information is translated in seminars. Some patients grasp and appreciate the concepts quickly, while others adapt slowly, if at all. 

· Working with stroke patients who have very often cognitive impairments can make it difficult for them to answer my questions and to know what feedback to give me (difficulty to identify what they are feeling; ex., sensory impairment, anosognosia, etc.) (4).

Such challenges are not unique to the FMT model and require adaptability on the part of the therapist to reach their patients where they are. Throughout my classes, I give examples of how I work to overcome obstacles, such as the one described in the above free-text reply. I include the difficulties one can encounter within those examples, even from patients with intact cognition, sensation, and communication. Though the response given by this participant was an isolated one, I need to be mindful of further working through these potential issues in future presentations. 




18: Does shared decision-making add value to your interventions?
SDM is the core of my approach. My long view of MT is that SDM adds value, honors patients’ rights, and potentially increases outcomes. Though evidence in the literature has yet to be fully confirmed in the MT setting (Tousignant-Laflamme, 2017), it has been found to offer greater opportunities for change in the setting of physical therapy (Coronado and Bialosky, 2017; Moore and Kaplan, 2018), within the field of speech pathology (Isaksen, 2018; Jovanovic et al., 2022; Askren and Leslie, 2019) and across the spectrum of healthcare (Leng, 2017). 
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Respondents felt optimistic about the value of SDM, but what might be some of the comments from the 30% who responded with a response of 3 or 4?
19. Do you have any comments on the value shared decision-making added to your interventions?

· Amazing for adults and older peds; not so great for littles (2-5) (Response 3)

· I'm still working on it. Often I get the sense patients are providing answers they think I want to hear or hold onto a belief that tolerating more pressure means quicker healing. Taking the extra time to work through these issues with patients is beneficial in the long run and I think builds better patient/therapist trust (Response 4).

Unfortunately, only two respondents in the 3-4 category left a free-text response. I discuss the difficulties of using an SDM approach with small children in class. Though challenging, the task is not impossible. Overcoming underlying patient beliefs (more pressure = quicker results) can be difficult. However, an understanding of self-determination theory (Castro, 2023) may lead the clinician to allow those perceptions on the part of the patient.

20. Was it difficult for your patient to understand why you asked them for their input with the shared decision-making approach presented in the FMT class?

Clinical encounters of the physical therapist and SLP are often based on the biomedical perspective, where the problem is “they presume that pain, illness and disease is due to an objective mechanical deviation in structure, function or physiology. Such biomedical assumptions about illness positions osteopaths as knowing and skilled agents who can reach into the workings of their patients machinery to intervene in its function” (Thomson, 2023, p. 2). Contrast these views with “models of healthcare which reposition the patient as a person, motivating the practitioner to take part in meaning-making” (Thomson, 2023, p. 2). I teach such a meaning-making model, and I was curious if patients had difficulty adapting to such a perspective. 
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The graphic shows that most clinicians reported their patients had little trouble adapting. Not fleshed out was whether this ease was a natural tendency of the patient when exposed to being offered a choice, a reflection of the education clinicians provided to their patients before beginning treatment, or a combination of these two variables. I was encouraged by these results; if a model cannot be understood and followed, it seems of little value.

21. Are there specific disorders or diagnoses you find more appropriate for manual therapy?

A concept repeated often by some people I follow on social media related to the caution that if you expect to use one tool for every problem, you’ve probably limited the patient’s potential gains. Having a broad skill set, including multiple models and intervention choices, gives the clinician a better chance to meet the individual needs of each person who comes for help. While I believe this to be true, I recognize that I break from this perspective. I believe strongly in the value of movement, exercise, and strengthening, but use means that would be considered non-traditional in my physical therapy profession. I do not prescribe rote exercises but instead, determine the preferences of my patient and work with them to use their preferences to resume a more normal movement. MT is my primary treatment tool, with movement as how each patient begins to move forward from the gains made through MT. When a patient comes to see me, MT is my primary tool, with movement not being secondary but the progression of events that treatment follows. 

Based on my decade-plus experience working with SLPs in an educational setting, I’ve found them grounded in the desire for a clinical decision-making model. Such a model, expected in medical fields, allows one to use the decision-making tree to determine if the treatment matches the diagnosis. Still, it is the antithesis of how I’ve spent the past thirty years in the clinic. I encourage SLPs to respect the diagnosis but deviate towards the functional deficit. I can recall being challenged at a seminar by a clinician who asked why we would even consider using MT with progressive neurological diseases, such as Parkinson’s. Such diagnoses give us little hope for functional gains. I responded by saying that while we can certainly not change the trajectory of this neurological problem, were the functional deficits the patient was dealing with totally immune to help or improvement? Only later did a published study address using MT with this diagnosis (Ateras, 2017). 

I pride myself on transparency in the work I use and teach. As a physical therapist teaching SLPs, I know only a tiny part of the larger world of the patient populations, functional deficits, and foundational education of the SLP. I relate this ignorance at every seminar presentation. As such, I’m unaware of how my work translates to those in other fields. This question gave me a chance to know more.
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Responses to this question were surprising and, to a small extent, disappointing. I’d hoped that SLPs could translate the seminar principles across a broad spectrum of patient populations and disorders. However, such a view is myopic, magnified by my lack of understanding of the SLP profession. After reflecting on these results, I was able to understand them better when I placed them in the context of the general physical therapy patient population. 

My practice is a niche one, as I do not see patients fresh from surgery or those whose physicians sought an exercise-based approach for them. These patients filter into the more typical physical therapy practice. Patients who seek me out are often those that traditional physical therapy left them with incomplete results or people who had an inherent bias towards a hands-on, MT approach. As a result, I’m mindful that I see a narrow range of problems in my MT practice and, as such, see the logic behind the survey responses here. 

22. Do you have any comments on the diagnoses you find more (or less) appropriate for the use of manual therapy?

· Seems to work well with HNC and MTD patients (5). 

· Anxiety induced dysphagia/dysphonia, post CVA, post accident, it has been helpful for some folks post radiation therapy (5).

· More: HNC, Less: Acute CVA (4).

· Tongue ties and related feeding/swallowing difficulties (5).

· Voice patients have been the most appropriate (4).

· More for the actor/singer (5).

· It is very helpful for the head and neck cancer population, TMJ issues and muscle tension dysphonia (5).

Additional responses followed the trend posted here. The questions that were lacking from my questions established the context for the given responses here. SLPs replied with what they found FMT most helpful, but few answered with what FMT is not well-suited for. Also, an additional question asking for the primary diagnoses each respondent works with would have allowed me to understand this model's utility better. It is possible that the diagnoses/disorders reported to be helped by FMT were the only diagnoses/disorders the individual sees in the clinic. These issues are seen as a limitation of the survey tool. 

23. Considering the various support provided in and after the seminar's conclusion (pre-seminar online course, hands-on manual, Facebook group for discussion and viewing of videos, the ability to contact Walt Fritz with questions), were they valuable resources to help shape your use of the work?

Creating an environment of support was a concern from the beginning of teaching this work to SLPs. As such, I created support mechanisms via a dedicated Facebook group and other resources intended to act as a means for further learning. To better support learners, I recently added a new video series called “Peer-to-Peer Mentoring Videos,” where past participants shared how they began incorporating MT into various job scenarios. (Note: this video series premiered after the survey was completed) 
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The survey results left me satisfied that I met most respondents' needs. However, those who responded on the lower rating scale left me curious.

24. Do you have any comments on the support provided? Do you have features you wish were available?

I chose to display only comments in the 2-3 range on the Likert Scale here, but only two respondents in that category chose to leave a free-text response.

· More documentation support (2).

· I suspect all these modalities are hugely valuable, and I only marked a 3/5 because I haven't actually sat my butt down to use any of your support!!... YET!!! (3).

The second response supplies no beneficial information, but the first aligns with frequent questions heard in seminars. I provide an extensive documentation PDF to all learners through a Google Drive folder distributed before each workshop. It is possible the respondent was unaware of this document; I may have failed to remind learners in that class, or the person found the PDF insufficient to provide benefit. Even this lone comment is sufficient for me to expand on specific examples I supply, a combination of my example notes and samples from past participants. 


25. Does manual therapy add value to your interventions?
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I am again pleased with the positive responses from participants and curious about the two people who gave the question a response of 3.

26. Do you have comments on the value manual therapy adds (or doesn't add)?

After reviewing responses, no free-text replies were given from respondents who supplied a scale of 3, as was the case for the 14 who responded with a 4 rating. These gaps leave me unable to reimage my class presentation to ensure a higher perception of value. From those who gave a rating of 5, some of the responses were:

· The majority of my patients are for breathing and oral function. It takes my therapy to a greater level of effectiveness.

· My coworkers see the value and are sending me their patients.

· FDM has assisted me in improving patient outcomes; particularly with the more severe or complicated patients who do not immediately respond to more traditional approaches.

· Manual therapy completely changed my career and patient outcomes - specifically for people with head and neck cancer. It was the missing tool I needed to help my patients succeed.

· I am working on recognizing the patterns I see; I've found that a lot of patients with tongue tie have a lot of tightness in the neck, face, and jaw and respond really well to those exercises. It almost adds a diagnostic lens to my evaluation process (if I'm on the fence whether there is a tie, if the manual therapy "doesn't stick" then I tend to lean towards the pt needing a frenectomy).

· One value I think it adds is that it makes it easy for the patient to be seen as a whole person, not just their disorder, and to emphasize the patient's sense of control over their recovery.

This final remark was professionally and personally satisfying. Seeing my place in helping others recover is rewarding and allows me to feel my work is valuable. 

27. Do you feel the approach taught in the FDM seminar is aligned with evidence-based practice?

In my early experiences learning MT in the 1990s, evidence-based practice (EBP) was not a topic stressed as a necessary component of the work. In hindsight, this omission may have been influenced by the lack of quality evidence supporting myofascial release and related MT models. It was not until the mid-2000s that I began to learn more about EBP and how it can apply to the work I was using and teaching. Looking back at my first five years of teaching this work to SLPs, my attempts to elevate my content to match the ideals of EBP were clumsy and rudimentary. In full disclosure, it was not until I began this MA program in 2020 that I understood the correct way to support, explain, and implement MT from an EBP perspective. 
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The graph shows a profile like the last few graphs shown above. Pleased with the 4’s and 5’s, I look to learn more from the people who responded with a rating of 3.

28. Do you have any comments on the alignment of the FDM approach with evidence-based practice?

· I find it difficult to give evidence/ articles if/when people ask me (3).

Of those who rated Question 27 at a 3, only one of seven responded. Without attempting to imagine context from the reply, I can draw little in the way of conclusions. Did I not supply sufficient evidence? Was the evidence I did supply not sufficiently arranged and accessible? Or was the evidence supplied deemed insufficient?

Earlier this year, I introduced a revision to the course manual supplied to all learners. Among other changes, with this revision came an update to the references that support each section of the seminar. I work to provide evidence not only for the techniques but also for the underlying SDM approach taken through the workshop. Without additional input from those survey participants who were less than pleased with the evidence supplied, I hope the new course manual makes it easier for future learners to locate references to support this work to their colleagues and patients. 

29. Do you feel the information taught in the FMT seminar allowed your patient to feel respected and heard (patient validation)?

One of the significant differences between FMT and LMT is the inclusion of patient input, where the patient is given a potentially equal share in the decisions that go into every intervention. The responses to this question are of great importance. 
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There was again a propensity for positive responses, with the nearly 79% agreement at a response level of 5 being the highest seen throughout this survey. 

30. Do you have any comments on if and how patient validation impacted outcomes?

As the only free-text responses to this question came from those who gave a rating of 5, in this case, I can only learn from the positives.

· I finished the course last Saturday. This past week my patients opened up and shared many important aspects about their health which they hadn't shared before.

· Builds therapeutic alliance to increase participation.

· It keeps them coming back for therapy until they reach their goals. MFR is rarely offered with speech/swallowing therapy so that also makes our clinic unique in our geographical area. (Note: “MFR” refers to myofascial release, the title of this work before rebranding in 2020. Many class participants refer to this work through those old descriptors.)

· I think FMT fosters an environment that encourages (requires) patient feedback and validation for success. I think patients are not always used to being seen as a person or having their statements being taken seriously and this can create some initial hesitation when starting FMT

· I can speak of measurably improved outcomes yet, but, as an inner sense, I feel that it is a huge shift in the quality of the outcome.

31. Thanks for your responses. If you have additional comments or suggestions for changes to the curriculum, please leave them below. 

· Sure thing. Walt, thanks for all you do. You have made a huge impact on our profession ♥️
























Conclusions

Reflecting on my initial research proposal, no changes were made throughout the study. 
Based on the feedback, I’ve received validation that the product I sell to SLPs provides value to themselves and their consumers. The positive replies incentivize me to continue my work, with changes as mentioned throughout the Findings section. Limitations and gaps were noted, which is to be expected and were, in part, my purpose. These constructive comments have already been or will be addressed through the implementation of the new Peer-to-Peer video series, improvements in the manual and references, the need for more clarity in documentation samples and examples, being mindful of cultural, social, religious, and economic barriers to accepting a role within the model of SDM and blending traditional LMT into my teaching model. 

Some frustrations resulted from my survey, as I left holes in areas where constructive criticism could have been given. These gaps will be addressed by amending my post-seminar evaluation forms, allowing learners to flesh out their feedback from the completed course better. However, with the newness of this just-learned model, learners may not have enough experience introducing the work to their patients to be equipped to comment in the manner collected through this survey. I learned a lot about how my survey lacked cohesiveness, yet I was able to collect sufficient data to answer my research question. 

Additionally, those past learners who chose to devote time to answering the survey could have had more positive feelings toward me and the FDM model. Such positives could skew feedback. For example, those who had a less positive experience in a seminar or failed to see the relevancy of the materials may have chosen not to participate. A trend noted throughout the survey responses was that those with higher Likert Scale ratings tended to provide free-text responses. 

My survey distribution to the target cohort did not collect data on emails that were returned due to changes in email addresses or my email being blocked by the recipient. As judged from the tone of the many free-text responses from those who did respond, there was a feeling of positivism towards the model. Though this expression may indicate underlying preferences, values, and experiences favoring the FDM model, I have only these responses to work with. 

Many educational and practical resources were obtained through this study. Most were discussed throughout this paper and have and will prove invaluable for future seminars and my physical therapy practice. 

Research question: To what extent have my courses changed the clinical encounters of the SLP end-user who utilizes this work? 

I can conclude that participants' responses and experiences reflect a significant change and advancement in the clinical encounters of SLPs. While the hands-on components of the FMT approach appealed to many, I believe that the elevation of patient participation and the many benefits of the SDM model elucidated through the free-text responses indicate that SLPs found value in the materials. Considering the reactions, SDM allowed them to evolve their therapeutic encounters because of the workshop. 

In hindsight, I regret not asking if participants found themselves using the core principles of SDM in their other non-MT-related SLP interventions. This goal is something I state in every class, but from the results of this survey, I will not know the answer. However, as I have blended SDM principles across my physical therapy intervention spectrum, I hope SLPs will follow suit. 
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	Details of any other primary data collection method:



(this box should expand as you type)
	
	


If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the following sections (please refer to Guidance Notes).

If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained. 

SECTION G: Intended Participants
	1
	Who are the intended participants:
	
YES
	
NO

	2
	Students or staff at the University?
	☐
	☒

	3
	Adults (over the age of 18 and competent to give consent)?
	☒
	☐

	4
	Vulnerable adults?
	☐
	☒

	5
	Children and Young People under the age of 18? (Consent from Parent, Carer or Guardian will be required)
	☐
	☒

	6
	Prisoners?
	☐
	☒

	7
	Young offenders?
	☐
	☒

	8
	Those who could be considered to have a particularly dependent relationship with the investigator or a gatekeeper?
	☐
	☒

	9
	People engaged in illegal activities?
	☐
	☒

	10
	Others (please identify specifically any group who may be unable to give consent) please indicate here and tick the appropriate box.

	☐
	☒

	11
	Other – please indicate here:

(this box should expand as you type)
	
	



	12
	Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and how will they be recruited? 

	13
	How many participants are expected?

	
The questionnaire will be emailed to all in-person class participants who have taken the class since January 1, 2021. It is anticipated that 700-800 past learners will be sent the questionnaire. 

(this box should expand as you type)

	14
	Who will the participants be?

	
The questionnaire will ask that only speech-language pathologists, speech-language therapists, and those who self-identify as voice professional complete and return the survey. Each learner in my in-person seminars supplies one or more email addresses, which will be used for contact. 


(this box should expand as you type)

	15
	How will you identify the participants?
	
As returned questionnaires will be anonymous, participants will be assigned a unique number. 

(this box should expand as you type)





	16
	Information for participants:
	
YES
	NO
	
N/A

	17
	Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?
	☒
	☐
	☐

	18
	Will you tell participants that their participation is voluntary?
	☒
	☐
	☐

	19
	Will you obtain written consent for participation?
	☒
	☐
	☐

	20
	Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?
	☒
	☐
	☐

	21
	If the research is observational, will you ask participants for their consent to being observed?
	☐
	☐
	☒

	22
	Will you tell participants that they may withdraw from the research at any time and for any reason?
	☒
	☐
	☐

	23
	With questionnaires, will you give participants the option of omitting questions they do not want to answer?
	☒
	☐
	☐

	24
	Will you tell participants that their data will be treated with full confidentiality and that, if published, it will not be identifiable as theirs?
	☒
	☐
	☐

	25
	Will you debrief participants at the end of their participation, in a way appropriate to the type of research undertaken?
	☒
	☐
	☐

	26
	If NO to any of above questions, please give an explanation 

	27
	
Direct observation is not a part of this study.
(this box should expand as you type)



	28
	Information for participants:
	
YES
	NO
	
N/A

	29
	Will participants be paid?
	☐
	☒
	☐

	30
	Is specialist electrical or other equipment to be used with participants?
	☐
	☒
	☐

	31
	Are there any financial or other interests to the investigator or University arising from this study?
	☐
	☒
	☐

	32
	Will the research activity involve deliberately misleading participants in any way, or the partial or full concealment of the specific study aims?
	☐
	☒
	☐

	33
	If YES to any question, please provide full details 

	34
	


(this box should expand as you type)



SECTION H: Anticipated Risks
	1
	
Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 

If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  

	2
	Full risk assessment completed and appended? 

	Yes 
	☐

	
	
	No
	☒

	3
	Risks to participants
No personal patient-related data is being requested. Sex, age, and race of the results of the Participant’s experiences is asked to be omitted.

	4
	Risk to Participant:
1. Participants risk negative perceptions of themself by providing criticism of the Investigator’s views. Despite anonymity, providing candid and potentially negative feedback may place Participants in an uncomfortable position. 
(this box should expand as you type)
	How will you mitigate the Risk to Participant
1. To properly mitigate such risks, the Investigator will assure Participants that honesty if of foremost importance, no matter how it may seem to cast a negative light on the work.


(this box should expand as you type)

	5
	If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities

	
	


(this box should expand as you type)

	6
	Risks to investigator
For example: personal safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest

	
	Risk to Investigator:
1. Exposing weaknesses and flaws in the investigator’s model not previously known. 
2. There is an inherent emotional distress risk for this investigator from obtaining feedback that reflects negatively on my professional stance. 


(this box should expand as you type)
	How will you mitigate the Risk to Investigator:
1. No mitigation of risks from #1 is needed.
2. The investigator must have a clear boundary between criticisms of his model and criticisms of himself as a person. 



	7
	University/institutional risks
For example: adverse publicity, financial loss, data protection

	
	Risk to University:
Association of the University with the Investigator’s model, and any negative feedback on this work, may be seen as reflecting negatively on the University.

The risk to the University will be of data protection.

(this box should expand as you type)
	How will you mitigate the Risk to University:
An disclaimer will be included in the questionnaire provided to each Participant releasing the University of any responsibility for potentially negative reviews of the Investigator’s model. 


All data will be received by this examiner in an anonymous manner and will be stored on my password-protected computer, with only myself having access to that password.



	8
	Disclosure and Barring Service

	9
	If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.
	YES

	NO

	N/A


	10
	Does your research require you to hold a current DBS Certificate?
	☐
	☒
	☐



SECTION I: Feedback, Consent and Confidentiality
	1
	Feedback
What de-briefing and feedback will be provided to participants, how will this be done and when? 

	
	
An email address will be provided to Participants should they have questions or wish a summary of study findings.



(this box should expand as you type)

	2
	Informed consent
Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded in accordance with prevailing data protection legislation.

	
	
Using an online questionnaire, the Investigator will obtain consent through the inclusion of a NEXT button on an initial screen. Once confirmed, the Participant will be moved onto the study questions contained on subsequent screens. 

(this box should expand as you type)

	3
	Confidentiality / Anonymity
Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case. 

	
	
The online questionnaire will not collect personal data, allowing the Participant anonymity. 
(this box should expand as you type)



SECTION J: Data Protection and Storage
In completing this section refer to the University’s Research Data Management Policy and the extensive resources on the University’s Research Data Management web pages (http://uwtsd.ac.uk/library/research-data-management/).
	1
	Does the research activity involve personal data (as defined by the General Data Protection Regulation 2016 “GDPR” and the Data Protection Act 2018 “DPA”)?
	YES
	NO

	
	“Personal data” means any information relating to an identified or identifiable natural person (‘data subject’). An identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that natural person.
	☐
	X

	2
	If YES, provide a description of the data and explain why this data needs to be collected:

	
	

(this box should expand as you type)

	3
	Does it involve special category data (as defined by the GDPR)?
	YES
	NO

	
	“Special category data” means sensitive personal data consisting of information as to the data subjects’ –
(a) racial or ethnic origin,
(b) political opinions,
(c ) religious beliefs or other beliefs of a similar nature,
(d) membership of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),
(e) physical or mental health or condition,
(f) sexual life,
(g) genetics,
(h) biometric data (as used for ID purposes),
	
☐
	
X

	4
	If YES, provide a description of the special category data and explain why this data needs to be collected:

	
	

(this box should expand as you type)



	5
	
Will the research activity involve storing personal data and/or special category data on one of the following:
	YES
	NO

	6
	Manual files (i.e. in paper form)?
	☐
	☒

	7
	University computers?
	☐
	☒

	8
	Private company computers?
	☐
	☒

	9
	Home or other personal computers?
	☐
	☒

	10
	Laptop computers/ CDs/ Portable disk-drives/ memory sticks?
	☐
	☒

	11
	“Cloud” storage or websites?
	☐
	☒

	12
	Other – specify:

	☐
	☒

	13
	For all stored data, explain the measures in place to ensure the security of the data collected, data confidentiality, including details of password protection, encryption, anonymisation and pseudonymisation:

	
	
All data will be stored on the Investigator’s password protected personal computer and password protected Dropbox cloud-based storage system. Should such identification be necessary, all participants will be given a unique numerical identifier to ensure confidentiality and this list will be kept securely in the password protected folder.

(this box should expand as you type)

	14
	All Data Storage

	15
	Will the research activity involve any of the following activities:
	YES
	NO

	16
	Electronic transfer of data in any form?
	☒
	☐

	17
	Sharing of data with others at the University?
	☒
	☐

	18
	Sharing of data with other organisations?
	☐
	☒

	19
	Export of data outside the European Union or importing of data from outside the UK?
	☒
	☐

	20
	Use of personal addresses, postcodes, faxes, emails or telephone numbers?
	☒
	☐

	21
	Publication of data that might allow identification of individuals?
	☐
	☒

	22
	Use of data management system?
	☐
	☒

	23
	Data archiving?
	☐
	☒

	24
	If YES to any question, please provide full details, explaining how this will be conducted in accordance with the GDPR and DPA (and/or any international equivalent):

	
	
All data will be encrypted and kept in password protected cloud storage on the Participant’s password protected Dropbox services which will not be shared. Any USB sticks used to store or transfer data will be password protected. All data transfers will be encrypted, and password protected.  All participants will be given a unique identifier to ensure confidentiality and this list will be kept securely in the password protected folder. The data will be stored until the completion of the project and then deleted. In accordance with the DPA2018, participants will have the right to ask to see what data is held relating to them, and this data will be deleted immediately if the participant requests this, in which case the data will not be used in the project.


(this box should expand as you type)

	25
	List all who will have access to the data generated by the research activity:

	
	
Only the Investigator will have access to the generated data.

(this box should expand as you type)

	26
	List who will have control of, and act as custodian(s) for, data generated by the research activity:

	
	
Only the Investigator will have control of to the generated data and will act as the custodian.

(this box should expand as you type)

	27
	Give details of data storage arrangements, including security measures in place to protect the data, where data will be stored, how long for, and in what form. Will data be archived – if so how and if not why not.  

	
	
All data will be encrypted and kept in password protected cloud storage (Dropbox) on the Investigator’s system which will not be shared. Any USB sticks used to store or transfer data will be password protected and will be reformatted at the end of the project to destroy the data. The data will be stored until the completion of the project and then deleted.

(this box should expand as you type)

	28
	Please indicate if your data will be stored in the UWTSD Research Data Repository (see https://researchdata.uwtsd.ac.uk/ ).   If so please explain. (Most relevant to academic staff) 

	
	The date will not be stored in the UWTSD Research Data Repository.


(this box should expand as you type)

	29
	Confirm that you have read the UWTSD guidance on data management (see https://www.uwtsd.ac.uk/library/research-data-management/)

	YES
	☒

	
	
	NO
	☐

	30
	Confirm that you are aware that you need to keep all data until after your research has completed or the end of your funding
	YES
	☒

	
	
	NO
	☐





SECTION K: Declaration
	31
	The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.

In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice which is published on the website: https://www.uwtsd.ac.uk/research/research-ethics/ 

	
	Signature of applicant:
	[image: A close-up of a signature

Description automatically generated]
	Date:
22 April 2023



For STUDENT Submissions:
	32
	Director of Studies/Supervisor:
	Louise Emanuel
	Date:  25.4.23

	33
	Signature:
	
Louise Emanuel

	



For STAFF Submissions:
	34
	Academic Director/ Assistant Dean:
	
	Date:

	35
	Signature:
	

	



Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:
	☒
	I have read the guidance notes supplied before completing the form.

	☒
	I have completed ALL RELEVANT sections of the form in full.

	☒
	I confirm that the research activity has received approval in principle

	☒
	I have attached a copy of final/interim approval from external organisation (where appropriate)

	☐
	I have attached a full risk assessment (and have NOT completed Section H of this form) (where appropriate)  ONLY TICK IF YOU HAVE ATTACHED A FULL RISK ASSESSMENT

	☒
	I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice.

	☒
	I understand that before commencing data collection all documents aimed at respondents (including information sheets, consent forms, questionnaires, interview schedules etc.) must be confirmed by the DoS/Supervisor, module tutor or Academic Director.

	☒

	I have deleted the guidance notes before submitting the PG2 for consideration



	RESEARCH STUDENTS AND STAFF ONLY
All communications relating to this application during its processing must be in writing and emailed to pgresearch@uwtsd.ac.uk , with the title ‘Ethical Approval’ followed by your name.
You will be informed of the outcome of your claim by email; therefore it is important that you check your University and personal email accounts regularly.

	STUDENTS ON UNDERGRADUATE OR TAUGHT MASTERS PROGRAMMES should submit  this form (and receive the outcome) via systems explained to you by the supervisor/module leader.



This form is available electronically from the Academic Office web pages: https://www.uwtsd.ac.uk/academic-office/appendices-and-forms/ 


Application Process

All staff research projects and all research students must submit the Ethical Approval Form to the University Research Ethics Committee via the Academic Office (pgresearch@uwtsd.ac.uk).   Staff research directly in relation to personal study for taught undergraduate or Masters programmes should be submitted via the Institute procedures explained below.

Taught masters and taught undergraduate research Ethical Approval Forms are considered within Institutes.  Institutes will provide details of the specific processes for this.  Where the Ethical issues within any single ethical application are of particular concern the Institute will refer these to the University Research Ethics Committee.   Any student activity that involves the collection of primary data needs to undergo Ethical approval, this includes assignment work as well as dissertations.   

Notes for guidance in completion of this form

Section A:  About You
Please complete all relevant sections

Section B:  Approval for research activity
Research proposals must be approved in principle before applying for Ethical Approval.  The proposal approval only becomes final when the ethical approval is received.  

The process for proposal approval varies according the individual and programme of study:
· Research students, by application on form PG1 to the Research Degrees Committee
· Taught students by review of research proposal within Institutes (Institutes provide specific details of these processes)
· Staff, by agreement by the Academic Director/Assistant Dean

Section C:  External Ethical Guidance materials
Many discipline areas are required to operate with the discipline specific codes of research ethics (for example health, psychology, education etc.), any such codes must be listed and you must tick to confirm that you have consulted with these.

Section D:  External Collaborative Research Activity
Provide details of the external collaborative partners, where appropriate you might want to submit a copy of the external collaboration agreement with the Ethical Approval Form.  If the partner requires the research to be subject to its own internal Ethical approval process then please provide details of that process and a copy of any final (or interim) approvals received from the organisation.

Section E:  Details of Research Activity
Remember that the individuals reviewing this Ethical Approval Form may not have seen your research proposal, and also may not be experts in the specific area of your research.  The information provided should therefore be jargon free and clearly stated.

Indicative Title:  please use the same title as used on the research proposal.

Purpose:  the Ethical approval process will want to ensure that the methods you propose are adequate and appropriate to address the research aims and objectives.  Excessive additional data collection can be seen as unethical.

Proposed Methods:  the Ethical approval process seeks to ensure that you understand the methods that are intended, and that the implementation of those methods will be appropriate and without unnecessary impact on respondents.  This section must explain how the methods described will lead to the collection of necessary and sufficient data, but not excessive data.  Please be specific.

Location:  this needs to mention geographical location and also local situation (for example, within Local Authority Offices in Cardiff, using a private room but close to other individuals).  If you are collecting data within an organisational setting then you need to explain the permissions that you have obtained to do this.

Research Activity outside of the UK:  please complete this section in detail, and note any guidance you have received.  Also describe your own familiarity (or not) with the location that you will be utilising.

Section F:  Scope of Research Activity
Please tick ALL of the research activities that might be undertaken.   If any additional types of activity are intended then please add an extra box and describe these.

If you have answered no to all questions in F then sections G and I do not need to be completed.  .  Signatures are still required in section K.

Section G:  Intended Participants
Please tick all categories that might apply.

Numbers & Source:  if you are using a series of different methods or research activities please list numbers for each stage/phase.  Be clear about how you will find respondents.   Will you use intermediaries, and if so how?  How will you ensure compliance with your sampling strategy?

Information for participants:  all participants should be appropriately informed about the research, what is expected of them and what will happen to the information that they provide.  The Ethical review process does not ask to see this documentation, but requires this to be reviewed and approved by the Director of Studies in the case of research students, the supervisor/module tutor in relation to students on taught programmes and the Academic Director/Assistant Dean in relation to staff research.

Section H:  Anticipate Risks
All research carries some level of risk.  The answers you provide to questions in this section will be reviewed to ensure that you have an appropriate understanding of the type of risks involved and how you can mitigate against these risks. If you have completed a full risk assessment, as required for example for laboratory work, field work, clinical tests, diving operations, or by a collaborative partner, you may append that to this form.  In that case, please tick the box indicating this has been provided.  You will not then be required to complete Section H.

Risk to participants   Think very carefully about how your actions/questions/discussions might affect the people you are involving as participants.  You might identify the risk as small but it would still be a risk.  Many types of question have the potential to make respondents less content with their life / job; you need to recognise and try to ameliorate any such effects
If these are business owners, time with you may reduce profit.  
In some locations physical risk is very real to both participants and yourself, please consider this.

Risk to you, the researcher   Think about where you will meet people, if there are any dangers involved in the location.  If you are meeting people as individuals think about using a public place.  In general do not visit people in their own homes or remote locations.  If you are talking to individuals about certain issues think about how their responses might affect you emotionally.  What about the risk of collecting insufficient data?

Risk to the University   When undertaking your research, you are acting as a member of the University (student or staff).  Professionalism is important, so it is important to be well organised and well prepared. Punctuality, clarity etc. are all part of this.  What will you do to ensure this?  You must ensure you do not harm the good name of the University in any way and do nothing to undermine the reputation of the research it conducts and sponsors.  Upholding high standards of conduct and integrity are vital in this regard. You must also conduct the research in such a way to minimise the potential for claims of negligence made against the University, its researchers and any collaborating individual or organisation. In this respect you should always comply with ethical, legal and professional frameworks, obligations and standards as required by statutory and regulatory authorities, as well as the university’s Research Integrity and Ethics Code of Practice.  Research misconduct in this respect can take many forms, including:
· fabrication: making up results or other outputs (eg, artefacts) and presenting them as if they were real
· falsification: manipulating research processes or changing or omitting data without good cause
· plagiarism: using other people’s material without giving proper credit
· failure to meet ethical, legal and professional obligations: for example failure to declare competing interests; misrepresentation of involvement or authorship; misrepresentation of interests; breach of confidentiality; lack of informed consent; misuse of personal data; and abuse of research subjects or material
· improper dealing with allegations of misconduct: failing to address possible infringements such as attempts to cover up misconduct and reprisals against whistle-blowers

Adverse Outcomes.  Think carefully about the possibilities, and cover here

Section I:  Feedback, Consent and Confidentiality

Feedback to participants:  outline your approach.   Will interview transcripts be shared with respondents to check accuracy?  Will summaries of questionnaire analysis be made available to respondents in some way?   Will an overview report be provided?  How and when?

Informed consent:   Draft letter / e-mail / or heading (or footer) section of questionnaire must be approved by DoS/supervisor (if research student), supervisor/module tutor if taught student, or Academic Director / Assistant Dean if a member of staff.
Confidentiality/Anonymity.  Explain clearly how you will ensure confidentiality and anonymity.

Section J:  Data Protection and Storage
Before completing this section it is necessary to read the University’s Research Data Management information.   The questions that follow are designed to ensure compliance with the Data Protection Act as well as established research protocols.

Many research activities will involve electronic transfer of data and use of data management systems in the summarisation and analysis of data.  You will need to explain these in relation to compliance with the Data Protection Act.

Think carefully about who will have access to your data, this will include supervisors and examiners. Also that a thesis will be made available via the University library and the British Library system.  If you are seeking an access bar for a period of time after completion then mention it here.  If you will provide a copy of your findings, or intend to give a presentation, to a facilitating/ supporting/accessing organisation then explain that in this section.  But also think about the general principle of data sharing, as explained in the Research Data Management information.

In terms of storage of data please ensure security, and also mitigate against loss of data.

Section K:  Declaration
Ensure the appropriate countersignatures have been provided
Look carefully at the checklist and ensure that you comply with and tick all that are relevant to your research.


Appendix 2: Original Survey (uploaded with submission). Also at https://drive.google.com/file/d/1erQQ63QTzHe6dKbI23dGtJHaYtFmbzU9/view?usp=sharing

Appendix 3: Survey Results (PDF uploaded with submission). Also at: https://drive.google.com/file/d/1cbr3WkI_hX_n-jqLxtsqLszv13NzsgzI/view?usp=sharing

Appendix 4: Survey Results (Excel file uploaded with submission). Also at: https://docs.google.com/spreadsheets/d/1wNetalzK0c4S0MR_GgWj2p3ehLf9VXes/edit?usp=sharing&ouid=117196383401721208405&rtpof=true&sd=true
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4. Before taking the FMT seminar, did you receive any training in your SLP education (undergraduate

or graduate level) or through work-based mentoring to use manual therapy interventions?
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5. If yes to question 3, was your previous exposure to manual therapy from the more traditional

laryngeal manipulation perspective?
30 responses

® Yes
® No





image5.png
6. If you did learn traditional laryngeal manipulation at university or on the job, did that training give

you the skills and confidence to use it in your practice?
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8. Did the education supplied in the FMT seminar give you the skills and confidence to use it in your
practice?
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10. If you've learned both traditional laryngeal manipulation and the FMT approaches, did/do you

prefer one approach over the other?
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12. Did/do you modify the material presented in the FMT class, or did/do you closely follow how it

was initially presented?
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14. When you began using the work, did you initially find the model presented in the FMT approach

easy to incorporate into your interventions?
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16. Did/do you find the variability presented in the FMT seminar regarding the need to modify the

amounts of pressure, the direction of stretch, and ... response to patient feedback easy to incorporate?
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18. Does shared decision-making add value to your interventions?
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20. Was it difficult for your patient to understand why you asked them for their input with the shared

decision-making approach presented in the FMT class?
51 responses

30

20 22 (43.1%)

13 (25.5%)

13 (25.5%)
10

9%)




image13.png
21. Are there specific disorders or diagnoses you find more appropriate for manual therapy?
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23. Considering the various support provided in and after the seminar's conclusion (pre-seminar

online course, hands-on manual, Facebook group for...le resources to help shape your use of the work?
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25. Does manual therapy add value to your interventions?
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27. Do you feel the approach taught in the FDM seminar is aligned with evidence-based practice?
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29. Do you feel the information taught in the FMT seminar allowed your patient to feel respected

and heard (patient validation)?
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2. Since taking the Foundations in Manual Therapy: Voice and Swallowing Disorders (FMT)

seminar, did/do you use the techniques and aspects ...he approach taught in the class in your practice?
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