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Introduction

Childhood Apraxia of Speech (CAS) is a motor
speech disorder where individuals struggle to plan
and coordinate the complex movements needed for

Abstract:

Background: Kinesio Tape (KT) is a flexible tape, can support and stimulate muscles,
providing sensory feedback to enhance muscle awareness and coordination. Purpose:
This study aims to assess the effectiveness of KT combined with oral motor training in
improving speech performance and oral motor skills. Methods: A two-group
experimental design was carried out on 10 children with developmental apraxia, divided
into two equal groups: an experimental group and a control group. The intervention
consisted of KT application, oral motor training, and sensory stimulation, provided to the
experimental group, while the control group received regular speech therapy. The
intervention lasted six months, with progress measured before and after using the
assessment tools developed by the researcher. Results: There was a significant
improvement in speech clarity, fluency, sound articulation, oral motor coordination, and
oral muscle strength following the intervention with KT (p < 0.05). Specifically, speech
clarity improved by 60.87%, oral muscle strength by 58.33%, and sound articulation by
59.09%, Sensory processing also improved, particularly in responses to tactile stimuli (p
= 0.042, effect size = 1.22). Post-intervention analysis showed a clinically meaningful
improvement in verbal and motor performance metrics. KT had the most significant
positive impact (p = 0.005, effect size = 2.55) on verbal articulation, oral muscle strength,
and motor coordination. Conclusion: KT was considered as an effective tool for
improving verbal and oral motor performance in children with apraxia, based on the
results showing significant improvements in speech clarity, fluency, articulation, and oral
muscle strength.

Keywords: Developmental Apraxia, Kinesio Tape, Speech Rehabilitation, Oral Motor
Improvement.

speech. This condition, often linked to damage in
brain regions like the left subcortex, insula, and
Broca’s area, results in speech errors such as
substitutions, additions, repetitions, and omissions
of sounds *. These errors are most noticeable at the
beginning of words and in sounds requiring
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intricate muscular coordination, and they worsen
with word length and complexity. The precise
neural mechanisms behind CAS remain unclear,
with possible causes ranging from vascular lesions
to tumors 23,

Verbal apraxia, a subtype of CAS, refers to
difficulty in performing voluntary, complex
movements required for speech, even when natural
coordination exists between the speech organs. It is
not due to muscle weakness but rather problems in
coordinating and organizing the speech motor
movements. Common characteristics of verbal
apraxia include a reduced speech rate, distorted
sounds, and incorrect substitutions, which are more
pronounced in longer or more complex speech
segments. This disorder may occur alongside
aphasia (language disorder) and dysarthria (motor
speech disorder) 4°*,

Speech disorders in CAS can also result from
structural and physiological changes in the oral
cavity and facial muscles, though not all speech
errors are directly linked to these changes. These
disorders can be developmental or arise from
trauma, injury, or neurological conditions.
Treatment often involves enhancing motor
planning and coordination to improve speech
production ",

A promising therapy for CAS is Kinesiology Tape
(KT), a flexible, water-resistant tape used in
neurological rehabilitation. KT provides support to
muscles and joints without restricting movement,
making it suitable for improving proprioception
and motor function. KT is applied to stimulate
sensory receptors, aiding in the activation of
muscles and enhancing coordination between
muscle groups. It works by creating a tactile stress
field on the skin that affects mechanoreceptors and
deep sensory receptors in the muscles, potentially
reducing pain and improving motor function °1%,
KT has various types based on application
techniques, including Standard KT, Advanced KT
(for deep muscle stabilization), Lymphatic KT (to
promote fluid flow and reduce swelling), and
Functional KT (to support muscle movement in
daily activities). In the context of CAS, KT is
applied to the face and oral muscles to enhance
deep sensory feedback, stabilize muscles, and
improve coordination of the muscles involved in
speech, such as the tongue, lips, and jaw. By
supporting the muscles and balancing muscle
activity, KT aids in improving oral motor harmony
and flexibility 113,

The therapeutic application of KT helps children
with verbal apraxia gradually improve their ability
to execute the complex motor tasks necessary for
speech.

This study aimed to assess the effectiveness of KT
combined with oral motor training in improving
speech performance and oral motor skills.

Methods
Participants:

The study included 10 children, divided into two
groups: an experimental group and a control group,
with 5 children in each group. A structured
intervention program was implemented over a
period of 6 months, where the experimental group
received KT application combined with oral motor
training and sensory stimulation activities, while
the control group participated in standard speech
therapy without the use of KT. Each session lasted
between 30 to 45 minutes, occurring three times a
week. The assessment tools used included a verbal
performance evaluation form, an oral motor
performance assessment form, and a sensory oral
processing evaluation form, all developed by the
researcher.

The experimental group received the intervention,
which involved the application of KT along with
structured oral motor training and sensory
stimulation activities. The control group received
regular speech therapy without the use of KT. The
KT was applied to specific areas of the face and
jaw to provide sensory feedback and enhance
motor coordination. The sessions also included oral
motor exercises targeting the lips, tongue, and jaw
to improve oral motor skills and speech production.
In addition, sensory stimulation activities were
integrated to enhance sensory awareness and
coordination between the oral muscles. These
activities included direct sensory contact using
specialized tools to stimulate areas around the
mouth, as well as light pressure on the face and
mouth to enhance muscle response. Visual sensory
stimulation was introduced through mirrors to help
the children monitor their mouth movements
during the exercises, along with auditory sensory
stimulation using speech exercise sounds.
Furthermore, the environment was adjusted to
stimulate various senses, such as changing seating
positions or adding visual and auditory stimuli,

Please cite this article as follows: Mansour W, Amer R The role of kinesiotape in speech rehabilitation and oral motor improvement in
children with developmental Apraxia: Case Control Study. B Int J PT 2025 Jun;3(1): 100 -112. DOI: 10.21608/bijpt.2025.355750.1061

101



B IntJPT 2025 Jun;3(1):100 -112. DOI: 10.21608/BIJPT.2025.355750.1061

providing additional cues to enhance the
coordination between the senses and muscles.

The progress of the children was assessed before
and after the intervention using verbal performance
evaluation forms, oral motor performance
assessments, and sensory oral processing
questionnaires. The results were analyzed to
determine the impact of KT on speech clarity,
motor coordination, and sensory processing in
children with developmental apraxia. Progress was
measured pre- and post-intervention using the
aforementioned assessment tools. The assessment
tools included a verbal performance evaluation
form to assess speech clarity, fluency, and
articulation; an oral motor performance assessment
form to evaluate the strength, coordination, and
range of motion of the speech organs (e.g., lips,
tongue, jaw); and a sensory oral processing
evaluation form to examine sensory responses
related to oral motor functions.

Therapeutic tools included KT: flexible and elastic
therapeutic tape used for application on the facial
and oral muscles; oral massage tools to stimulate
sensory awareness and reduce muscle tension; and
training materials for oral motor exercises,
including visual and tactile aids such as mirrors,
resistance tools, and chewing devices. Program
materials included a structured intervention
program manual, prepared by the researcher,
detailing the step-by-step application of KT and
accompanying exercises, as well as logbooks for
tracking progress, including daily records of
participant responses to the intervention.
Measurement instruments included pre- and post-
intervention evaluation forms to measure the
effectiveness of the program, and video recording
equipment for documenting changes in oral motor
and speech performance over time (optional, based
on participant consent).

Preparing the tape involved using flexible
kinesiology tape and cutting it into appropriate
longitudinal strips. The skin was cleaned
thoroughly before applying the tape, ensuring the
area around the lips and jaw was dry and free from
oils. The tape was applied gently on the lips from
the outer corner towards the center to support

movement during speaking or breathing, and on the
jaw from the lower jaw to the chin line to provide
stability during muscle movements. The tape was
applied in a slightly stretched position to enhance
motor coordination and encourage sensory
response, ensuring it did not cause discomfort or
pain for the child.

A comprehensive clinical evaluation involved
gathering detailed information about the child's
medical and developmental history, along with
clinical observations of speech and movement
patterns. Standardized tests were used to measure
speech and motor abilities, such as speech and
language evaluation tests. Clinical observation
focused on the child's performance in speech and
movement tasks to identify abnormal patterns or
difficulties in motor coordination. A sensory-
nervous assessment evaluated sensory and motor
capabilities related to speech, including touch,
pressure, and movement. Functional assessment
analyzed the impact of motor speech disorder on
the child's daily communication and activities.

Sensory-motor awareness training aimed at
enhancing the child's ability to recognize the
required movements for speech and improving the
motor coordination of speech organs. Progressive
speech training began with simple words and
progressed to more complex words and sentences,
focusing on articulation accuracy'**. The use of
assistive techniques, such as hand gestures or
pictures,  supported = communication  and
understanding. Motor  coordination  training
focused on improving the coordination between
respiratory, vocal, and motor movements necessary
for speech production, while phonological
awareness training helped the child recognize and
differentiate sounds, contributing to improved
speech. Tailoring therapy to the individual needs of
each child, with an emphasis on repetition and
consistent practice, was a key approach to
achieving the best results

Ethics approval and consent to participate:

The study received approval from the Ethical
Committee and Informed consent was obtained
from the parents or guardians before the
commencement of the study.
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Figures 1: show the clinical application of KT in oral motor rehabilitation for children with developmental apraxia

An explanatory table of what was applied"

Tapin Sounds/Letters Auxiliar
Condition Problem ping Improved After Goal ) y
Method Treatment Exercises
- Two
strips from
the corners
of the
Excessive | mouth to
tension in | the middle . Reduce Lip
. Improving .
the jaw and of the articulation of muscle compressio
lip muscles cheek . tension n exercise
Dental Closure . . sounds like /b/,
preventing (light . and and gently
Issue . /m/, [/ with . .
natural tension 10- clear. correct increase blowing
mouth 15%). rod’uction lipand jaw | into a cup
movements - P ' flexibility. of water.
Horizontal
strip below
the chin
(light
tension).
- Two
Weakness Strengthen |  Balloon
. angled Supnort f 9
in the : pport for i
strips from | sounds requiri muscles blowing
mouth and quiring and exercise
Open Mouth | ower jaw the corners | iy closure and .
. of the . promote | and sipping
and Drooling muscles correcting
VIS mouth to distorted natural water
leading to : h hrouah
- the middle ot mout through a
_ of the closure. straw.
closing the .
lower jaw

Please cite this article as follows: Mansour W, Amer R The role of kinesiotape in speech rehabilitation and oral motor improvement in
children with developmental Apraxia: Case Control Study. B Int J PT 2025 Jun;3(1): 100 -112. DOI: 10.21608/bijpt.2025.355750.1061

103



B IntJPT 2025 Jun;3(1):100 -112. DOI: 10.21608/BIJPT.2025.355750.1061

mouth and (light
drooling. | tension 10-
20%).
Horizontal
strip below
the lower
lip
(medium
tension
20%).
- Small
strip below
the chin.
- Two
horizontal
strips from
the corners
of the
. mouth to
Excessive .
.. the middle
tension in Reduce
. of the Improve
the side . . lateral Straw
muscles cheek articulation of tension suckin
Constant Smile (light sounds that : g
. and . . and restore exercise
Position tension require balanced . oy
weakness : . natural lip | with light
. : 10%). lip opening and . .
in the lip coordinatio | resistance.
- Arch- closure.
closure n.
shaped
muscles. .
strip below
the lower
lip
(medium
tension
20%).
- Two
Jaw angled Improve
instability | strips from | Enhance control mus_c_le Slow and
and beneath of sounds stability steady
Unstable Jaw | difficulty | the chinto requiring an(_j mPUth
controlling | thesides | stanility, such as provide opening and
mouth (medium i 1dl, motor cIOS|_ng
during 20%). the jaw.

Please cite this article as follows: Mansour W, Amer R The role of kinesiotape in speech rehabilitation and oral motor improvement in
children with developmental Apraxia: Case Control Study. B Int J PT 2025 Jun;3(1): 100 -112. DOI: 10.21608/bijpt.2025.355750.1061

104



B IntJPT 2025 Jun;3(1):100 -112. DOI: 10.21608/BIJPT.2025.355750.1061

speech and | Horizontal
eating. strip below
the lower
lip (light
tension).
Horizontal
strip below
the lower
li
Over- p Reduce
. (medium
sucking or . Improve random . .
. tension). . . Light lip
.| protruding articulation of | movement
Involuntary Lip | . - Angled . pressure
. lips due to . sounds requiring s and .
Sucking strips on . with
weak . lip control, such enhance . .
both sides fingertips.
muscle of the as /b, Ifl. muscle
control. control.
mouth to
stimulate
the lip
closure
muscles.
- Small
strip below
the chin
Pushing the | towards Reduce
tongue the neck abnormal Slowly
. . Improve
outside the | (medium . i tongue push the
. articulation of
Involuntary mouth tension). . movement | tongue back
. sounds like /1/, .
Tongue Thrust during - Arch- s and into the
. Ir/, and back
swallowing shaped enhance mouth
: sounds. .
or strip below muscle exercise.
speaking. the upper balance.
lip to
encourage
lip closure.
rengthen
Difficult ] smell Improve S:nzs?:ze: Circular
Tongue in ton uZ P bel_ow articulation of responsible tongue
Movement movergent fhe chin sounds that forp tongue movegment
Difficulty : downward | yequire fine J :
. affecting sto movement exercise
(Ankyloglossia tongue -
speechand | stimulate and within the
) eatin movements, such improve its mouth
9| muscles. as 1/, /[, prove '
- Vertical flexibility.

Please cite this article as follows: Mansour W, Amer R The role of kinesiotape in speech rehabilitation and oral motor improvement in
children with developmental Apraxia: Case Control Study. B Int J PT 2025 Jun;3(1): 100 -112. DOI: 10.21608/bijpt.2025.355750.1061

105



B IntJPT 2025 Jun;3(1):100 -112. DOI: 10.21608/BIJPT.2025.355750.1061

strip on the
throat (as
needed).
- Angled
strip on
Weak p.
both sides Improve
control of . Deep
Laryngeal vocal cords of the neck | Improve voice | vocal cord breathin
Weakness and o from the | sounds and tone | control and . g
. resulting in . exercises
Voice larynx to and increase reduce
. a weak or . and vocal
Disorders . the base of | clarity of speech. | muscular ..
strained . training.
. the neck strain.
voice. .
(medium
tension).
- Vertical
strip below
the chin
towards
Weakness | the neck to
. . Strengthen | Slow water
in throat stimulate Improve . L
. . . swallowin drinking
. and mouth | swallowin articulation i
Swallowing . g muscles exercise
- muscles | g muscles. during .
Difficulty . . and with the
: obstructing - Two swallowing for
(Dysphagia) . enhance head
the small sounds like //, . .
. . their slightly
swallowing | stripson Iy . .
. function. tilted.
process. both sides
of the
throat to
support the
larynx.

Data analysis

The data collected from the assessments before and
after the intervention were analyzed using
appropriate  statistical methods. Descriptive
statistics were first used to summarize the
demographic characteristics of the participants and
their baseline measurements. To evaluate the
impact of the intervention, a paired t-test was
conducted to compare pre- and post-intervention
scores within each group (experimental and
control). Additionally, an independent t-test was
used to compare the differences between
experimental and control groups post-intervention.
ANOVA (Analysis of Variance) was performed to

assess the significance of changes across various
variables, such as speech clarity, fluency, sound
articulation, oral muscle strength, and motor

.coordination

Results
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Assessed for eligibility (n=12)

P Subject characteristics:
+ Notmeetingincusoncreri Regarding verbal assessment, the mean of speech
clarity was 2.3+0.5 in experimental Group (Pre),
3.7+0.6 in experimental group (Post), 2.5+0.4 in
Rendorized (110 control group (pre) and 2.6+0.5 control group
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Group (Pre), 3.6£0.5 in experimental group (Post),
pr— {_ Alocatio A"ocatedwm‘e’wemnM 2.7%0.5 in control group_(pre)'and 2.8+0.4 contrpl
.TheCommlgl?ﬁ;;;iewewadmona‘ ~Theef;:r;;r:satlug;z:ir*eif;vl:;;realmem grOUp- (pOSt), sound articulation \{Vas 22104 in
' ' experimental Group (Pre), 3.5£0.7 in experimental
group (Post), 2.4+0.5 in control group (pre) and
l l 2.5+0.5 control group (post). Regarding

e Mesgen T— performance assessment, Oral muscle strength was
ral Motor Performance Evaluation. ral Motor Performance Evaluation . . .
2.4+0.6 in experimental Group (Pre), 3.8+0.5 in
Verbal Performance Evaluation Verbal Performance Evaluation. - p p ( ) .
experimental group (Post), 2.6+0.5 in control
Oral Sensory Processing Evaluation Oral Sensory Processing Evaluation.
group (pre) and 2.7£0.4 control group (post), oral
' [ Resuts | v movement  coordination was 2.3+0.5 in
* The control group, which received traditional * the experimental group, which received : H H
therapy, showed limited improvement in verbal Kinesio Tape + Training, achieved eXpe”mentaI Group (Pre)’ 36106 In eXperImentaI
performance and oral motor skills, with no significant improvements across all group (Post)’ 25i04 N Control group (pre) and
significant statistical differences compared to measured areas, including speech fluency, .
baseline assessments speech clarity, and oral motor coordination, 2.6+0.5 COn'[r0| group (pOSt)1 and range Of motion
WARERORREEH SO v was 2.2+0.5 in experimental Group (Pre), 3.5+0.6
etween nre- and post-intervention

in experimental group (Post), 2.3+0.4 in control
group (pre) and 2.5£0.5 control group (post). Table
1

Figure 2: Flow chart of the study

Table 1: Verbal and oral motor performance assessment - pre and post intervention

Experimental Experimental Control Control Group

Group (Pre) Group (Post) Group (Pre) (Post)
Verbal assessment
Speech Clarity 2.3+0.5 3.7+0.6 2.5+0.4 2.6+0.5
Speech Fluency 2.5+0.4 3.6+£0.5 2.7£0.5 2.8£0.4
Sound Articulation 2.2+0.4 3.5+£0.7 2.4+0.5 2.5+0.5
Performance Assessment
Oral Muscle Strength 2.4+0.6 3.8+0.5 2.6+0.5 2.7£0.4
Oral Movement 23405 3.6£0.6 2.50.4 2.6£0.5
Coordination

Range of Motion 2.2+0.5 3.5+0.6 2.3x0.4 2.5+0.5

Data are presented as meant SD

mean value of response to gustatory stimuli was 2.2
+ 0.6 in experimental Group (Pre), 3.5 = 0.5 in
experimental group (Post), 2.3 = 0.4 in control
group (pre) and 2.5 = 0.4 control group (post). The
mean value of Response to Kinetic Stimuli was
2.3 £ 0.5 in experimental Group (Pre), 3.6 £ 0.5 in
experimental group (Post), 2.4 + 0.4 in control
group (pre) and 2.5 = 0.5control group (post).
Table 2

Regarding oral sensory processing assessment, the
mean of response to tactile stimuli was 2.3 + 0.5 in
experimental Group (Pre), 3.7 = 0.6 in
experimental group (Post), 2.5 £ 0.5 in control
group (pre) and 2.6 £ 0.4 control group (post). The
mean value of response to thermal stimuli was 2.4
+ 0.5 in experimental Group (Pre), 3.6 £ 0.6 in
experimental group (Post), 2.6 £ 0.5 in control
group (pre) and 2.7 £ 0.5 control group (post). The
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Table 2: Oral sensory processing assessment - pre
and post intervention

Cont
i ; Cont
Experime | Experime ol rol
ntal ntal grou
grou

group group o D

(Pre) (POSt) (Pre) (Pos;:
Respon

se to 2.5+0 | 2.6x0

Tactile 2305 |  3.7¢06 - P
Stimuli
Respon
se to

Therm | 24305 | 36206 | 20 | 27

al .
Stimuli
Respon
se to

Gustat | 22:06| 35:05| )| #>*
ory
Stimuli
Respon

se to 2.4+0 | 2,50

Kinetic GRS 3.6£0.5 p -
Stimuli

experimental group (Post), 2.5+0.4 in control
group (pre) and 2.6£0.5 control group (post),

Cohen's d was 2.0, percentage change
(experimental group) was 60%. The mean value of
speech fluency was 2.5+0.4 in experimental Group
(Pre), 3.6£0.5 in experimental group (Post),
2.7+0.5 in control group (pre) and 2.8+0.4 in
control group (post), Cohen’s d was 1.78,
percentage change (experimental group) was 44%.
The mean value of sound articulation was 2.2+0.4
in experimental Group (Pre), 3.5x0.7 in
experimental group (Post), 2.4+0.5 in control
group (pre) and 2.5+0.5 control group (post),
Cohen's d was 1.64, percentage change
(experimental group) was 59%. The mean value of
oral muscle strength was 2.4+0.6 in experimental
Group (Pre), 3.8+£0.5 in experimental group (Post),
2.6+0.5 in control group (pre) and 2.7+0.4 control
group (post), Cohen’s d was 2.44, percentage
change (experimental group) was 58%. The mean
value of oral movement coordination was 2.3+0.5
in experimental Group (Pre), 3.6£0.6 in
experimental group (Post), 2.5+0.4 in control
group (pre) and 2.6+0.5 control group (post),

The mean value of  speech clarity was  Cohen's d was 1.82, percentage change
2.3+0.5 in eXpel’Imental Group (Pre), 3.7+0.6 in (experimental group) was 57%. Table 3
Table 3: Clinical measurement results with effect size and percentage changes
Percentage
Experimental | Experimental Control | Control Cohen's Change
Measure Group | Group .
Group (Pre) | Group (Post) d (Experimental
(Pre) | (Post) G
roup)
Speech 2.3+0.5 3.7+0.6 | 2.5+0.4 | 2.6+0.5 2.0 60%
Clarity
Speech 2540.4 36+0.5 | 2.7+05 | 28404 | 178 44%
Fluency
_ Sound 2.2+0.4 3.5+0.7 | 2.4+0.5| 2.5+0.5 1.64 59%
Articulation
Oral muscle 2.4+0.6 3.8£0.5 | 2.6£0.5 | 2.7+0.4 2.44 58%
strength
Oral
movement 2.3£0.5 3.6£0.6 | 2.5+0.4 | 2.6£0.5 1.82 57%
coordination

Speech clarity and fluency, sound articulation, oral muscle strength, oral movement coordination and
response to tactile stimuli were a significant between experimental and control group. Oral movement
coordination and response to thermal stimuli were insignificant between experimental and control group.

Table 4: ANOVA Results

Table 4
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Type of Measure (Experimental/Control) | F Value P
Speech clarity Experimental/Control 4.56 | 0.033*
Speech fluency Experimental/Control 3.21 | 0.049*
Sound articulation Experimental/Control 5.67 | 0.012*
Oral t .
ra rmovemen Experimental/Control 2.95| 0.063
coordination
Oral muscle strength Experimental/Control 6.45 | 0.004*
Oral movement Experimental/Control 4.22'| 0.027*
coordination
Response 1o tgctllg Experimental/Control 3.89 | 0.042*
stimuli
Response 1o the_rma! Experimental/Control 2.34 | 0.089
stimuli
* Significant p value <0.05.
The results showed statistically significant values below this threshold were considered

improvements, indicating that the intervention with
KT had a positive impact on both verbal and motor
performance. Multiple regression analysis was
applied to examine the relationship between KT
application and improvements in verbal and motor
performance. A significant positive effect was
observed, with a p-value of 0.005. Age and gender
did not significantly influence the overall
improvement, as their p-values were above 0.05.
Variables such as oral muscle strength and motor
coordination showed significant positive effects
with p-values below 0.05. The significance level

was set at p < 0.05, indicating that results with p-

Discussion

KT, a flexible therapeutic tape often used
in physical therapy, has gained attention in various
rehabilitation areas, including speech therapy,
particularly for children with developmental
apraxia of speech (DAS). Developmental apraxia
of speech is a motor speech disorder where children

statistically significant. Table 5

Table 5: Multiple Regression Analysis Results

Independent | Beta t P Adjusted
Variable (B) | Value R2
Age | 022 | 1.67| 0.101 0.35
Sex | 0.10| 0.92| 0.376 0.35
KT | 045| 3.23]|0.005* 0.35
Oral Muscle *
Strength 039 | 291]0.011 0.35
Oral  Motor | 331 511 | 0.043* 0.35
Coordination

struggle with planning and coordinating the
movements required for speech. While KT is
traditionally used for musculoskeletal issues, some
speech therapists have explored its potential role in
improving oral motor function and speech
production in children with DAS ¢
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KT may help support and stabilize muscles
involved in oral motor tasks, such as the lips,
tongue, and jaw. By providing sensory input, it can
increase awareness of these muscles and
potentially improve coordination. Children with
DAS often have difficulty with motor planning for
speech, and KT might assist by providing
proprioceptive feedback to the muscles involved in
speech production *’. Proprioceptive feedback
from KT may help children with apraxia improve
their awareness of oral structures, such as the lips,
tongue, and palate. This sensory input could
promote better control over muscle movements
required for articulation and speech production 8,

Some children with apraxia experience
weakness or underdeveloped oral motor muscles.
KT can provide gentle support to these muscles,
potentially improving their ability to perform
required movements for speech. For children who
struggle with proper tongue placement and jaw
stability during speech, KT could provide subtle
external support, helping them achieve more
accurate articulatory movements. It may also
reduce tension and encourage more efficient motor
patterns during oral motor exercises. Tension in the
oral and facial muscles can impede smooth speech
production. The application of KT may help
alleviate such tension, allowing for improved
muscle function and speech clarity 19202,

The study results demonstrated that the
intervention using KT had a significant positive
impact on both verbal and oral motor performance
in children with apraxia. A variety of measures
were employed to assess improvements in verbal
performance, oral motor skills, and oral sensory
processing, with clear clinical effects observed
when comparing pre- and post-intervention results.

The results indicated significant clinical
improvements, with substantial gains observed
across all measures in the experimental group
compared to the control group. Specifically, speech
clarity improved from 2.3 £ 0.5t0 3.7 £ 0.6 in the
experimental group (a 60% improvement). Speech
fluency increased from 2.5+0.41t0 3.6 £ 0.5 (a 44%
improvement). Sound articulation improved from

2.2 £ 0.4 t0 3.5 £ 0.7 (a 59% improvement). Oral
muscle strength improved from 2.4 £+ 0.6 to 3.8 +
0.5 (a 58% improvement). Oral movement
coordination showed a 57% improvement,
increasing from 2.3 + 0.5 t0 3.6 £ 0.6.

Neither age nor gender had a significant
impact on the overall improvements, as the p-
values for these factors were greater than 0.05.

Significant positive effects were observed
for oral muscle strength and motor coordination,
with p-values below 0.05, emphasizing the role of
these factors in the observed improvements.

In agreement with our results, Awaad et al.
22 reported that KT in oral motor rehabilitation in
children with speech and motor disorders. The
research suggested that KT could provide sensory
feedback to the targeted muscles (such as the lips,
tongue, and jaw), helping to improve motor control
and speech articulation. In the case of children with
DAS, this feedback could support muscle
coordination and planning.

Similarly, Li LL et al. 2 showed that KT
was applied to children with developmental
disabilities, including speech and motor
impairments. The tape was found to reduce muscle
tension, which is important for children with DAS,
who often exhibit excess tension in the muscles
needed for speech

Limitation

small sample size, which may restrict the
generalizability of the findings to a broader
population of children with apraxia. A larger
sample could enhance statistical power and
improve the reliability of the results. Future studies
should aim to include a greater number of
participants to address this limitation and validate
the findings in more diverse contexts.

Conclusion:

Overall, the study results showed that KT
significantly contributed to the improvement of
verbal and motor performance in children, with the
intervention proving effective across all measured
outcomes.
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