NEURODEVELOPMENTAL DISORDERS

Childhood-Onset Fluency Disorder

(Stuttering)

DSM-5-TR 315.35 | ICD-10-CM F80.81

Disruption of the normal fluency and timing of speech with repetitions, prolongations, and blocks that generate

anxiety and communicative avoidance.

CUMULATIVE INCIDENCE

~8% of children

ADULT PREVALENCE

~0.5-1%

© CLINICAL PICTURE

Sound and syllable repetitions, sound prolongations, and silent blocks interrupt speech and
worsen under time pressure and scrutiny.

Secondary behaviors emerge: eye blinking, facial grimacing, head jerks, foot tapping, and
visible tension during blocks.

Word substitution and circumlocution hide stuttering, so counted disfluency frequency
underestimates the true burden of the disorder.

Fluency is typically normal during singing, choral reading, and speech to pets or infants, a
hallmark that supports the diagnosis.

Anticipatory anxiety builds around telephone calls, introductions, ordering food, and
reading aloud in the classroom.

Roughly 75-80% of preschool onsets remit within four years; persistence past age 7
predicts a largely lifelong course.

= DIAGNOSTIC CRITERIA AT A GLANCE
® Disturbance in the normal fluency and time patterning of speech that is inappropriate
for the individual's age and language skills.

Characterized by frequent sound or syllable repetitions, prolongations, blocks, broken
words, circumlocutions, and physical tension.

The disturbance causes anxiety about speaking or limits effective communication,
social participation, or academic and occupational performance.

Onset occurs in the early developmental period; later onset is coded as adult-onset
fluency disorder and warrants neurologic workup.

Not attributable to a speech-motor or sensory deficit, neurological insult, or another
mental disorder.

)\, DIFFERENTIAL & COMORBIDITY

= Normal preschool disfluency features whole-word and phrase
interjections without tension or secondary behaviors.

repetitions and

Distinguish cluttering, which involves rapid or irregular rate, collapsed syllables, and poor
awareness of the disruption.

Screen for acquired neurogenic and functional stuttering when onset is sudden, occurs in
adolescence or later, or follows injury.

TYPICAL ONSET

Ages 2-5 (peak ~33 months)

SEX RATIO
~2:1in kids; ~4:1in adults

I NEUROBIOLOGY & PHYSIOLOGY

Heritability approximates 70-85%; mutations in the lysosomal enzyme genes GNPTAB,
GNPTG, and NAGPA are established causes.

Imaging shows reduced left arcuate fasciculus integrity and deficient auditory-motor
coupling for online speech feedback.

® Anomalous right-hemisphere overactivation during speech together with reduced left
inferior frontal activity are replicated findings.

Basal ganglia and supplementary motor area timing circuits are implicated, consistent
with the benefit of dopamine antagonists.

Gray matter differences in left inferior frontal and premotor cortex appear in children
before compensation develops.

Acquired neurogenic stuttering follows stroke, traumatic brain injury, or dopaminergic
drugs and lacks the classic secondary behaviors.

Q PSYCHOLOGICAL MECHANISMS

Anticipatory anxiety and avoidance form an operant cycle: escape from feared words is
negatively reinforced and severity grows.

» Demands and capacities models frame stuttering as a mismatch between environmental
speech demands and the child's motor capacity.

Listener reactions shape self-concept early; children as young as 4 already report
negative attitudes about their own speech.

= Social anxiety disorder develops in roughly 40-60% of adults who stutter, driven by
years of anticipated negative evaluation.

@ Covert stuttering with heavy avoidance can sound fluent yet carries the greatest
emotional burden and functional impairment.

Social anxiety disorder is the leading comorbidity; also assess ADHD, language disorder,
and speech sound disorder.

Bullying, school avoidance, and constrained career choice are common functional
consequences requiring direct clinical attention.

Treatment cvioence-BASED MANAGEMENT

@ PHARMACOLOGIC > PSYCHOTHERAPY

@ ADJUNCT & SUPPORTIVE

CPMHT - CLINICAL ONE-SHEET

e No medication is FDA approved for stuttering;
pharmacotherapy is adjunctive and secondary to
fluency-focused speech therapy.

Dopamine antagonists such as risperidone and
olanzapine show modest benefit but carry weight gain
and metabolic risk.

Treat comorbid social anxiety disorder with sertraline
50-200 mg/day to address avoidance rather than
fluency itself.

Review dopaminergic agents, high-dose stimulants, and
bupropion when their initiation coincides with
worsening fluency.

Reassess medications and neurologic history in any
adult with new-onset stuttering before attributing it to a
developmental disorder.

Y% CLINICAL PEARLS

Lidcombe Program is first-line for preschoolers:
parent-delivered  verbal contingencies in  daily
conversation with weekly clinic visits.

Randomized evidence supports Lidcombe, showing
roughly double the reduction in stuttering frequency at
9 months versus natural recovery.

Stuttering modification teaches cancellations, pull-
outs, and preparatory sets so the person stutters more
easily rather than avoiding.

Fluency shaping trains prolonged speech, easy vocal
onsets, and light articulatory contact, then transfers to
real-world speaking.

CBT targets social anxiety and avoidance and improves
quality of life even when stuttering frequency changes
little.

e Refer preschoolers now if there is family history, tension, or onset over 6 months ago.

¢ Treating the anxiety without treating avoidance leaves the disorder intact.

¢ Sudden adult-onset stuttering is neurologic or functional until proven otherwise.

Aligned to DSM-5-TR (APA, 2022) - Educational reference only — not a substitute for clinical judgment or full diagnostic assessment.

Track severity with the SSI-4 and lived impact with the
OASES rather than counting disfluencies alone.

Altered auditory feedback devices provide delayed or
frequency-shifted feedback with variable and often
transient benefit.

School accommodations include extra response time,
alternatives to reading aloud, and an explicit anti-
bullying plan.

Refer to self-help organizations such as the National
Stuttering Association for peer support and reduction of
shame.

Counsel parents to slow family speech rate, reduce
rapid questioning, and pause before responding to
lower time pressure at home.
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before use in academic work, and confirm medication dosing against current prescribing information.

CPMHT - CLINICAL ONE-SHEET Childhood-Onset Fluency Disorder (Stuttering) 2/2



