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A B S T R A C T

Purpose: Speech-language pathology programs use simulated learning experi-
ences (SLEs) to teach graduate student clinicians about fidelity to therapeutic
interventions, including static skills (clinical actions that are delivered in a pre-
specified way regardless of the client’s behavior) and dynamic skills (contingent
responses formulated in response to a client’s behavior). The purpose of this
study was to explore student learning of static and dynamic skills throughout
SLEs and live clinical practice.
Method: Thirty-three speech-language pathology graduate students partici-
pated in this study. Students were first trained to deliver an intervention before
having their treatment fidelity measured at three time points: an initial SLE,
actual clinical practice, and a final SLE. Treatment fidelity was first summarized
using an overall accuracy score and then separated by static and dynamic
skills. We hypothesized that (a) overall accuracy would increase from the initial
simulation to treatment but remain steady from treatment to the final simulation
and that (b) students would acquire dynamic skills more slowly than static skills.
Results: In line with our hypotheses, students’ overall accuracy improved over
time. Although accuracy for static skills was mostly established after the first
simulation, dynamic skills remained less accurate, with a slower acquisition
timeline.
Conclusions: These results demonstrate that SLEs are efficacious in teaching
students the clinical skills needed for actual clinical practice. Furthermore, we
show that dynamic skills are more difficult for students to learn and implement
than static skills, which suggests the need for greater attention to dynamic skill
acquisition during clinical education.
Simulated learning experiences (SLEs) are used by
speech-language pathology graduate programs at an
increasing rate to bridge the gap between academic knowl-
edge and clinical practice (Busch & Ma, 2023; Dudding
et al., 2017; Hill et al., 2021). Graduate programs use
SLEs to teach technical skills, introduce students to inter-
professional education, and develop practice patterns for
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low-incidence populations (Busch & Ma, 2023; Howells
et al., 2019; Lewis et al., 2018; L. L. Wolford & Wolford,
2020). The most compelling evidence for SLEs in the field
comes from a multisite randomized control trial, which
found that students acquire similar clinical competencies
in a 100% supervised live clinical setting as they do in a
setting where 20% of clock hours were acquired through
SLEs (Hill et al., 2021). Furthermore, SLEs are effica-
cious, yielding successful skill development in multiple for-
mats, and students report feeling more confident about
working with clients with communication disorders after
completing SLEs (Busch & Ma, 2023; Issenberg et al.,
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2005; Moineau et al., 2018; Thomas et al., 2023; Ward
et al., 2014, 2015; L. L. Wolford & Wolford, 2020; Zraick
et al., 2003). Although the SLE literature is robust, knowl-
edge gaps remain in part due to methodological choices
and outcomes extracted.

Many SLE studies use between-subjects designs that
compare two or more groups across two time points
using a pre–post between-subjects design (e.g., Benadom
& Potter, 2011; Clinard, 2022; Ferguson & Estis, 2018;
Hill et al., 2021; L. L. Wolford & Wolford, 2020; Zraick
et al., 2003). These studies often compare an SLE experi-
mental group to a control group that participates in either
standard clinical practice or a no learning condition. Stu-
dents who participate in SLEs perform equivalently to or
outperform students in the control group. These between-
subjects designs are largely used to prepare students for
administering standardized assessments rather than inter-
vention and quantify student success using aggregated mea-
sures (e.g., overall confidence, self-efficacy, or percent accu-
racy) rather than examining individual types of skills
(Broadfoot & Estis, 2020; Dudding & Nottingham, 2018;
Moineau et al., 2018). Consequently, there is limited infor-
mation about how students acquire different types of treat-
ment skills and how an individual student can apply the skills
learned during an SLE into real clinical practice (Norman
et al., 2012; Ward et al., 2014; G. W. Wolford et al., 2021).

Investigating how students acquire treatment skills is
important, since the skill sets for assessment and treatment
are not equivalent. For instance, (standardized) assessment
protocols are largely static in that the clinician delivers the
same set of items using prespecified language to each cli-
ent regardless of their responses. Intervention protocols
also contain static directions; yet, they are additionally
dynamic, meaning the clinician’s responses are contingent
on the client’s behavior. In aphasia treatment protocols,
these dynamic responses are usually guided by a cueing
hierarchy embedded within the static elements of the pro-
tocol. For instance, in Verb Network Strengthening Treat-
ment (VNeST), the protocol starts with a static step where
the clinician asks the client to identify the agent of a spe-
cific verb/action (Edmonds et al., 2014). This step is static
in that it is part of the protocol and is executed by the cli-
nician in the same manner each time. When the client pro-
vides an incorrect response to this static step, the clinician
employs a cueing hierarchy to assist the client in generat-
ing a more appropriate response (Edmonds et al., 2014).
The utilization of cueing hierarchies introduces a dynamic
element, as the cues need to be tailored to the individual
client and the targeted verb.

There is limited quantitative information in the liter-
ature on how student clinicians learn to implement cueing
hierarchies. However, a recent qualitative study on the
•2 American Journal of Speech-Language Pathology 1–12
experiences of four graduate students implementing con-
straint induced aphasia therapy indicates that students
feel challenged by cueing hierarchies and are initially
only comfortable implementing “straightforward” cues
(Dincher et al., 2020). The challenges that students face in
acquiring dynamic skills can be explained by cognitive
load theory (CLT). According to CLT, tasks with higher
intrinsic loads are more challenging to learn and execute
compared to tasks with lower intrinsic loads due to differ-
ences in the amount of working memory required to exe-
cute the task (Sweller et al., 1998; Young et al., 2014).
Dynamic skills, such as cueing hierarchies, carry higher
intrinsic loads than static skills. This is because success-
fully implementing a cueing hierarchy involves the clini-
cian analyzing errors in real time, understanding why they
occurred, and responding contingently. In contrast, exe-
cuting a static prompt only requires the clinician to be
aware that they need to follow the protocol’s procedures.

The purpose of this study was to investigate how
speech-language pathology graduate student clinicians
learn static and dynamic intervention skills. We were addi-
tionally interested in whether the skills learned during an
SLE transfer into actual clinical practice. Using a within-
subjects design, treatment fidelity was measured at three time
points for each student: an initial SLE, clinical practice (treat-
ment with real patients), and a final SLE. We first summa-
rized treatment fidelity using a total accuracy score and then
separated out static and dynamic skills. We hypothesized
that students would acquire dynamic treatment skills more
slowly than static treatment skills, and that this difference
would only be observed when intervention element was
entered into the analyses separately, rather than as an aggre-
gate (total accuracy) score. We additionally hypothesized
that students would demonstrate an increase in performance
from the initial SLE to treatment, reflecting the student’s
ability to incorporate supervisory feedback when applying
the skills learned during the SLE to real clinical practice.
Method

Participants

Ethical approval for this study was granted by the
Midwestern University institutional review board, and stu-
dents gave written informed consent to participate. Thirty-
six speech-language pathology graduate students con-
sented to participate in this study as part of a 10-week on-
campus clinical rotation. Our final sample included 33
participants (M = 25 years old, SD = 2.27; 31 identifying
as female) as three students were excluded due to missing
recordings of the simulation data. These 33 students had
54.8 clock hours (SD = 31.27) on average with the least



experienced cohort (see Appendix A, Cohort 3, N = 5) hav-
ing 0 clock hours and the most experienced cohort (see
Appendix A, Cohort 2, N = 6) having 93 clock hours (SD =
9.5). Nine students had prior experience working with a cli-
ent with aphasia. Participants had an average undergraduate
grade point average of 3.38 (SD = 0.23), an aphasia course
grade of 88.5% (SD = 4.54) and had completed at least
one assessment SLE prior to study enrollment.

The students were all enrolled in a graduate pro-
gram that took seven quarters to complete. Students com-
pleted all coursework during the first five quarters; the
aphasia course was offered during students’ second quar-
ter on campus. The program’s structure resulted in 28 of
33 students taking the aphasia course prior to enrolling in
the study, while five of 33 (see Appendix A, Cohort 3)
took the aphasia course concurrently with study enroll-
ment. Students acquired approximately 100 clinical clock
hours during four on-campus clinical rotations, beginning
in their second quarter. Students then completed their
remaining clock hours during two external rotations.

Procedure

This study is part of a larger protocol that investi-
gated training and clinical education models within the
context of an aphasia treatment program (see G. W.
Wolford et al., 2023). All students, except for six, imple-
mented the program virtually due to university policies
regarding the COVID-19 pandemic. Students were first
taught the treatment protocol, VNeST, either synchro-
nously or asynchronously.1 The trainings included the
steps of the VNeST protocol with examples of implemen-
tation. Students participated in two simulation experi-
ences, one after training (initial SLE) and one after com-
pleting the clinical rotation (final SLE). During the SLEs,
the clinical educator (E.J.W.) played the role of a client
with moderate Broca’s aphasia. The SLEs were standard-
ized so that the clinical educator made planned errors that
required maximal cueing at specific points in the protocol;
this allowed all students to demonstrate each step of each
cueing hierarchy (see Appendix B). In between the initial
and final SLEs, students participated in supervised clinical
practice where they were scheduled to deliver 16–30 hr of
VNeST to a client with aphasia. As is typical in clinical
practice, aphasia type (Anomic: 43%, Conduction: 10%,
Broca’s: 33%, Wernicke’s: 14%) and severity (Western
Aphasia Battery–Revised [Kertesz, 2006] Aphasia Quo-
tient M = 62.75, SD = 25.2; mild: 38%, moderate: 29%,
severe: 33%) differed across clients.
1Training group did not impact treatment fidelity on the initial SLE
in G. W. Wolford et al. (2023). Therefore, training groups were com-
bined here for ease of interpretation.
The same clinical educator (E.J.W.), who played the
role of the client with aphasia during the SLEs, supervised
the intervention sessions for all students except in rare cir-
cumstances such as illness. The clinical educator, who had
weekly experience using VNeST in his own clinical prac-
tice and 2 years of experience as a university clinical edu-
cator, provided feedback on the student’s ability to admin-
ister all items on the VNeST protocol after each SLE and
treatment session. Feedback was provided to students ver-
bally in a one-on-one setting following the SLEs. For
treatment, feedback was primarily delivered verbally dur-
ing postsession group debriefs that lasted approximately
15–30 min. Written feedback was also occasionally deliv-
ered during the session using the in-session messaging fea-
ture for students participating in the telehealth version.
Regardless of the delivery format, feedback was individu-
alized to each student, and all postsession debriefs
included a discussion of the error(s) made and demonstra-
tion of correct administration of the item(s) to promote
student learning and protocol fidelity.
Coding

The VNeST protocol was adapted from Conlon
et al. (2020) and is presented in detail in Appendix B.
Each specific action that a clinician takes in the VNeST
protocol is described as an “item,” and groups of items
are “steps” (Conlon et al., 2020). Each item was scored as
correct (1), incorrect (0), or not applicable (N/A). An item
was scored as correct if the student implemented it as
intended. An item was scored as incorrect if the student
failed to administer the item, made an error during admin-
istration, or if the clinical educator implemented an item
rather than the student. We elected to code the clinical
educator’s intervention as incorrect for the student,
because the clinical educator solely intervened as a correc-
tive technique rather than prospectively planning to model
a portion of the protocol (as in other protocols,
e.g., Donaldson et al., 2015). An item was coded as N/A
if the participant responded without the student generating
the item or if the response was not required in that con-
text, which only occurred for dynamic items. The total
accuracy for each step was scored as a percentage of the
number of items that the student correctly administered
within the step divided by the total number of items in the
step; an N/A response was not counted in the numerator
or denominator.

The first author coded all the data, and two trained
graduate students coded approximately 10% each of the
treatment and simulation data so that interrater reliability
could be calculated. All coders were blinded to SLE time
point (initial vs. final), but the treatment sessions were
apparent since clients were present. However, the coders
Wolford et al.: Acquiring Static and Dynamic Intervention Skills 3



did not have access to the simulation data during the cod-
ing of the treatment time point, meaning they did not
know the student’s baseline or final performance. Differ-
ences were resolved by consensus or by re-examining the
video recordings. The interrater reliability was κ = .89 for
the simulation data and κ = .78 for the treatment data.
Kappa values above .90 are considered almost perfect,
between .80 and .90 are considered strong, and values .60
to .79 are considered moderate agreement (McHugh,
2012). The slight difference in interrater reliability between
the treatment and simulation data is likely due to greater
variability in the treatment data due to the presence of dif-
ferent clients with different cueing needs, which likely
resulted in students needing different levels of support
from the clinical educator.

Three time points were coded: (a) the initial SLE,
(b) the first time that a student implemented the treatment
with their client2 (hereafter referred to as the treatment
time point), and (c) the final SLE. The initial SLE repre-
sents a baseline behavior after a didactic training and
shows the results of simulation learning, whereas the final
SLE shows the results of learning from the clinical rota-
tion. The treatment time point provides information about
how the students learned from the feedback provided after
the initial SLE.

Adaptations to Fidelity Protocol Scoring

We made a few retrospective changes to fidelity
scoring to ensure that the treatment and simulation phases
were scored equivalently. For instance, during treatment,
students were provided with a PowerPoint shell that
included the written wh-words in Steps 1 and 3 (see
Appendix C). The PowerPoint shell was not given to stu-
dents during the SLEs, meaning they were expected to
generate the wh-prompts from memory. We therefore
excluded these two items (Items 1 and 25 in Appendix B)
from the analyses as students demonstrated near ceiling
performance on these items during treatment.

We additionally excluded the reading hierarchies
(Items 23, 29, 32, 33, and 37 in Appendix B) from the
analyses due to challenges with implementing choral read-
ing during teletherapy. Choral reading during teletherapy
led to distorted audio, which undermined the therapeutic
function of this step. Students adapted to this issue in dif-
ferent ways: Some students paused after each word to
allow the client the opportunity to say the word, others
attempted choral reading, and others had a caregiver con-
duct choral reading. As such, accepting or rejecting all
adaptations does not meaningfully reflect student learning.
•

2We used the second treatment session in place of the initial treat-
ment session for two students due to missing data.
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Statistical Analyses

Two analyses occurred in parallel: total accuracy
and intervention skills. For total accuracy, we computed
each student’s average performance across all items in the
protocol at each time point (i.e., one aggregate score per
student for each step). In the intervention skills analysis,
we analyzed the type of intervention skill, static and
dynamic, separately. Items that were always delivered and
were delivered the same way each time were labeled as
static skills. For example, Item 2 required the clinician to
select a verb and then ask, “Who can {verb} something/
someone?” (Conlon et al., 2020, p. 424; Edmonds et al.,
2014). Clinicians deliver this item the same way each time
while only varying the targeted verb. Items that were not
always delivered and could potentially be delivered in dif-
ferent ways were labeled as dynamic skills. For example,
Item 3 required the clinician to provide a cueing hierarchy
only if the client made an error on Item 2. The cues would
be individualized to the client and verb in the moment;
thus, they were dynamic and not preset. See Appendix B
for a complete list of the skills considered static and
dynamic. The intervention skill analysis resulted in two
data points (one static and one dynamic) per student per
time point.

All statistical analyses were completed in the statisti-
cal software R (R Core Team, 2022). A within-subjects,
repeated measures analysis of variance (ANOVA) was
specified using the “afex” package (Singmann et al., 2022)
to determine whether students’ total accuracy and inter-
vention skill accuracy differed across the three time points.
Type III ANOVAs were specified because of the potential
of interaction effects. The Greenhouse–Geisser correction
was used when sphericity was violated. Post hoc testing
was done by applying the Holm correction to the esti-
mated marginal means using the “emmeans” package
(Lenth, 2022).
Results

Total Accuracy

A one-way repeated-measures ANOVA with three
levels of Time (initial SLE, treatment, and final SLE) was
computed. The main effect of Time was significant,
F(1.36, 43.47) = 50.53, η2G = .478, p < .001. Students’ per-
formance was lower on the initial SLE (M = 61.8, SD =
17.70) compared to the final SLE, M = 88.0, SD = 7.95,
t(32) = −7.54, p < .001; and treatment, M = 85.2, SD =
9.40, t(32) = −7.48, p < .001. The treatment time point
(M = 85.2, SD = 9.40) did not differ from the final SLE,
M = 88.0, SD = 8.90, t(32) = −1.70, p = .10.



Intervention Skills

A two-way repeated-measures ANOVA with three
levels of Time (initial SLE, treatment, and final SLE) and
two levels of Intervention Skill (static and dynamic)
was specified. The main effect of Time was significant (see
Figure 1), F(1.56, 49.77) = 30.60, p < .001; η2G = .256.
Students’ performance was lower on the initial SLE, M =
51.5, SD = 27.59, compared to the final SLE, M = 78.6,
SD = 22.14, t(32) = −6.603, p < .001; and treatment, M =
72.6, SD = 25.05, t(32) = −5.16, p < .001. Students also
had lower performance on treatment, M = 72.6, SD =
25.05, than the final SLE, M = 78.6, SD = 22.14, t(32) =
−2.41, p = .02.

The main effect of Intervention Skill was also signifi-
cant (see Figure 1), F(1, 32) = 118.57, p < .001; η2G = .360:
Students were more accurate with static skills, M = 82.4,
SD = 16.92, than dynamic skills, M = 52.7, SD = 28.03.
The interaction between Time and Intervention Skill was not
significant, F(1.95, 62.49) = 0.69, p = .50; η2G = .004.
Discussion

The purpose of this study was to investigate how
speech-language pathology graduate students acquire static
and dynamic skills in the context of an aphasia treatment
protocol. We were additionally interested in how skills
taught during SLEs transfer to actual clinical practice. In
Figure 1. Changes in intervention skill acquisition across time. SLE =
simulated learning experience. Error bars reflect ±1 standard error.
line with the latter aim, we found that students made sub-
stantial gains in accuracy between the initial SLE and treat-
ment time points; however, less growth was observed
between the treatment and final SLE. This finding re-
affirms previous research that demonstrates that SLEs are
valuable educational experiences for graduate students to
develop clinical skills (e.g., Hill et al., 2021). These results
additionally suggest that students can translate the interven-
tion skills learned during an SLE into clinical practice (with
high fidelity), particularly when the SLE includes individu-
alized feedback, as occurred in this protocol (Cantrell,
2008; Decker et al., 2013). This is important since the pri-
mary instructional aim of clinically relevant SLEs is to
teach students to implement protocols with fidelity.

The intervention skills analysis added nuance to the
results by showing that students learned static skills more
easily than dynamic skills. This analysis also revealed that
static skills are acquired earlier in the clinical rotation,
whereas dynamic skills were still not mastered by the end
(i.e., < 80% on average; Conlon et al., 2020). The
decreased accuracy for dynamic skills compared to static
skills aligns with our hypothesis, as well as a recent quali-
tative study showing that dynamic skills were more chal-
lenging for students to acquire than static skills (Dincher
et al., 2020). Static skills are likely easier for students to
acquire, because they are produced the same way each
time. In a way, static skills can be memorized. In contrast,
dynamic skills, such as cueing hierarchies, require the cli-
nician to respond contingently to the client. CLT suggests
that dynamic skills are learned more slowly than static
skills due to their higher intrinsic load (Sweller et al.,
1998). Accurately administering the cueing hierarchy is an
intrinsically challenging task because the client can pro-
vide all ranges of responses.

CLT also predicts that inexperienced students will
have greater difficulty implementing dynamic skills. The
cognitive demands of real-time analysis and adaptation
are compounded by limited experience in the therapeutic
environment in which some behaviors have not yet
become automatic (i.e., germane load; Fraser et al., 2015;
Sweller et al., 1998; Young et al., 2014). Consistent with
CLT’s predictions, an exploratory ANOVA examining the
impact of having a prior clinical rotation (a proxy for
clinical experience) on skill acquisition revealed a signifi-
cant Experience × Intervention Skill interaction, F(1, 31) =
11.23, p = .002: The most inexperienced students (Cohort
3, see Appendix C) had greater difficulty acquiring dynamic
skills than students in the other cohorts, t(31) = −2.71, p =
.011, but there were no differences in static skill acquisition
across the cohorts, t(31) = 0.339, p = .737. This analysis
indicates that the students in their first clinical rotation
struggled more with dynamic skills than those with prior
clinical experience. To address these needs, clinical
Wolford et al.: Acquiring Static and Dynamic Intervention Skills 5



education models suggest that clinical educators should
provide explicit directions and static scripts to enhance
student learning particularly for more novice students
(Anderson, 1988; Peña & Kiran, 2008), who likely benefit
from a reduction in cognitive load. The reduction of
extraneous cognitive load facilitates students in adapting
to the therapeutic environment, a crucial step that needs
to occur before dynamic intervention can be delivered.
However, additional research is needed to identify the
necessary supports for early stage learning that ensure
higher fidelity and accelerated skill acquisition.

Clinical Education Takeaways

There are two main clinical education takeaways
that this study helps to inform. The first is that clinical
educators should place additional emphasis on supporting
and monitoring the acquisition of dynamic intervention
skills, since these are the skills that are more difficult for
students to acquire, despite being critical to effective inter-
vention. In contrast, static skills can be taught rather
quickly, mostly through didactic instruction. Although
static skills appear to remain relatively stable throughout
the rotation, clinical educators should continue to monitor
student performance in this area, particularly since not all
students achieved the 80% mastery level (Conlon et al.,
2020) by the final SLE (see Appendix A). The second
takeaway is that understanding the differences in static
versus dynamic patterns can likewise be valuable for iden-
tifying students who may need additional support or who
are at risk of remedial performance. The students who
struggle with dynamic tasks may be performing within the
expected range—especially in their early educational
career—but the students who struggle with both dynamic
and static tasks may need extra support to succeed.

Limitations and Future Directions

The primary limitation of this study is that there
was variability in terms of student experience within the
program. For example, students were initially trained to
administer VNeST using different materials (Wolford et al.,
2023). There was also variability in how many direct
VNeST administration hours students acquired during the
rotation, when students took the aphasia course, and in the
types of clients they worked with. Although individual plots
of each student’s performance across time indicates that
our findings regarding the acquisition of static versus
dynamic skills is observed across all students (see Appendix
A), future studies are still needed to explore potential stu-
dent and client variables that may be impacting student
skill acquisition. Expanding these research findings into
other treatment protocols would also be beneficial to
understand whether these acquisition patterns are specific
•6 American Journal of Speech-Language Pathology 1–12
to VNeST or student skill acquisition more generally. Addi-
tional research is also needed to address how best to teach
dynamic skills in a single clinical education rotation with
the goal of student mastery as few students implemented
dynamic skills with 80% accuracy on the final SLE (see
Appendix A).

A final limitation of this study is the potential for
coder bias. While all coders were blinded to whether the
simulations were initial or final sessions, the same could
not be done for the treatment sessions. Coders would not
know if a simulation was initial or final but could recog-
nize actual clients at the treatment time point. We
attempted to mitigate this issue by withholding coder
access to the accuracy data, which allowed us to blind the
coders to the student’s baseline and final performance
when coding the treatment data. Another potential issue
with coding is that the first author was the primary coder.
While two additional coders scored 10% of the treatment
and simulation data, resulting in strong interrater reliabil-
ity, future studies should consider a design that allows for
complete blinding of the coder to conditions.
Conclusions

This study aimed to understand whether students
acquired dynamic and static skills similarly and whether
skill acquisition can be transferred from an SLE into
actual clinical practice. Regarding Aim 1, our results sug-
gest that students acquire static intervention skills with
training relatively quickly. However, dynamic skills are
more challenging and take longer to acquire and therefore
should be the focus of clinical instruction, particularly
since they are the active ingredients (Turkstra et al., 2016)
that individualize therapy. We additionally show that stu-
dents transfer the skills learned in an SLE into actual clin-
ical practice, but that aggregating intervention elements
into a total accuracy score is less informative than analyz-
ing individual intervention skills (i.e., static vs. dynamic),
particularly when trying to understand how students
acquire clinical skills from SLEs.
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Appendix A

Individual Accuracy by Time

Figure A1. The acquisition of static and dynamic skills separated by participant. Each cohort represents a group of students
that completed the protocol during the same 10-week rotation. The cohorts are identified using numbers, and letters are
used to indicate individual students within each cohort. Cohort 3 has the least experience; they completed the study as part
of their first of four on campus clinical rotations. Cohort 2 is the most experienced group; they completed the study as part
of their fourth or last on-campus clinical rotation. SLE = simulated learning experience.
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Appendix B (p. 1 of 2)

Adapted VNeST Protocol

Item Skill type Step and description

Step 1: Generate of Agent + Verb + Patient Triads:

1 S Write, who, what, and the target verb

2 S 1st Who: Clinician places verb and asks, “Who can verb (something/someone)?”

3 D aSemantic Cueing: Provide semantic cueing hierarchy as needed

4* S 1st What: Clinician asks “What does a subject + verb”

5* D aSemantic Cueing: Provide semantic cueing hierarchy as needed

6 S 1st Read: Clinician instructs participant to read triad aloud

7* S 2nd Who: Clinician places verb and asks, “Who can verb (something/someone)?”

8* D aSemantic Cueing: Provide semantic cueing hierarchy as needed

9 S 2nd What: Clinician asks “What does a subject + verb”

10 D aSemantic Cueing: Provide semantic cueing hierarchy as needed

11 S 2nd Read: Clinician instructs participant to read triad aloud

12 S 3rd Who: Clinician places verb and asks, “Who can verb (something/someone)?”

13 D aSemantic Cueing: Provide semantic cueing hierarchy as needed

14 S 3rd What: Clinician asks “What does a subject + verb”

15 D aSemantic Cueing: Provide semantic cueing hierarchy as needed

16 S 3rd Read: Clinician instructs participant to read triad aloud

17 S 4th Who: Clinician places verb and asks, “Who can verb (something/someone)?”

18 D aSemantic Cueing: Provide semantic cueing hierarchy as needed

19 S 4th What: Clinician asks “What does a subject + verb”

20 D aSemantic Cueing: Provide semantic cueing hierarchy as needed

21 S 4th Read: Clinician instructs participant to read triad aloud

Step 2: Reading triads

22 S Participant reads all triads aloud

23 D bChoral Reading Hierarchy: Provide choral reading hierarchy as needed

Step 3: Wh- Questions from a triad

24 S Clinician requests participant choose SVO triad to expand

25 S Clinician writes out Where When Why slots in correct order

26* S S3 Where: Clinician elicits where to expand the triad

27* D aSemantic Cueing: Provide semantic cueing hierarchy as needed

28 S 1st Read: Clinician instructs participant to read expanded triad aloud

29 D bChoral Reading Hierarchy: Provide choral reading hierarchy as needed

30 S S3 When: Clinician elicits when to expand the triad

31 D aSemantic Cueing: Provide semantic cueing hierarchy as needed

32 S 2nd Read: Clinician instructs participant to read expanded triad aloud

33 D bChoral Reading Hierarchy: Provide choral reading hierarchy as needed

34 S S3 Why Clinician elicits why to expand the triad

35 D aSemantic Cueing: Provide semantic cueing hierarchy as needed

36* S 3rd Read: Clinician instructs participant to read expanded triad aloud

37* D bChoral Reading Hierarchy: Provide choral reading hierarchy as needed

Step 4: Semantic Judgments

38 S 3 Correct sentences presented or answered

39* S 3 Sentences with incorrect subjects presented or answered

40 S 3 Sentences with incorrect objects presented or answered

41 S 3 Sentences with semantic reversals or answered

42* D cJudgment Cueing Hierarchy: Provide reading cueing hierarchy as needed

10 American Journal of Speech-Language Pathology 1–12



Appendix B (p. 2 of 2)

Adapted VNeST Protocol

Item Skill type Step and description

Step 5: Verb elicitation

43* S Clinician asks, “What verb have we been working on?”

44* D aSemantic Cueing: Provide semantic cueing hierarchy as needed

Step 6: SVO triads/sentence generated

45* S Triad Start: Clinician asks the client for who and what does the verb

46 S Triad Complete: After client gets the subject or object, clinician prompts the client for a
complete sentence

47* D aSemantic Cueing: Provide semantic cueing hierarchy as needed

Note. The Verb Network Strengthening Treatment (VNeST) fidelity protocol was adapted from Conlon et al. (2020), p. 423.
Each specific action that a clinician takes is described as an “Item” and groups of items are “Steps.” “S” indicates a static
skill, and “D” indicates a dynamic skill. Items 1, 23, 25, 29, 32, 33, and 37 were excluded from the analyses to equate scor-
ing across the simulated learning experiences and treatment time points.
aThe semantic cueing hierarchy progresses from minimum to maximum cueing. A minimum cue is a semantic cue, and a
maximum cue is four written choices (one target, three related foils). bThe choral reading hierarchy progresses from minimum
to maximum cueing. A minimum cue consists of a direct model, and a maximum cue is choral production of the triad. cThe
judgment cueing hierarchy progresses from minimum to maximum cueing. A minimum cue consists of the clinician re-
reading the sentence. A maximum cue is re-reading the sentence a second time placing emphasis on the incorrect agent or
patient. The judgment cueing hierarchies could occur up to 12 times during treatment (once per sentence) but only occurred
once in the simulations.

*Indicates a planned error in the simulation protocol that was designed to elicit maximum prompting on the dynamic items.

Wolford et al.: Acquiring Static and Dynamic Intervention Skills 11
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Appendix C

Completed VNeST Digital Shell Example

An example, using the verb “bake,” of the PowerPoint shell students had access to during treatment for Step 1 (A) and Step
3 (B). Printed words were provided as part of the PowerPoint shell while words written in cursive represent client generated
responses.
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