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ABSTRACT  
This study was aimed to investigate to what extent impairments, disabilities and handicaps 
are used as diagnostic assessments and treatment goals in logopedics. Traditionally, 
logopedists are mainly concerned with impairments. These days, increasing attention is 
demanded for disabilities and handicaps as well. A survey study was carried out on 1,567 
patients in logopedic practices in the Netherlands to provide an empirical quantitative 
description of diagnostic assessments and treatment goals, formulated in terms of 
impairments, disabilities and handicaps. Results show that logopedists indeed often indicate 
impairments as diagnostic assessments and as treatment goals, particularly language 
development impairments and phonetic/ phonological articulation impairments. 
Interestingly, also large numbers of diagnostic assessments and treatment goals were 
indicated at the level of disabilities and handicaps; the most important being disability in 
expressing communication and occupational handicap. These results demonstrate that 
disabilities and handicaps may serve an important function in logopedics, in that they may 
guide assessment as well as therapy. It is concluded that disabilities and handicaps should 
be considered in the future development of the profession of logopedics. 

 
   There is a close relation between logopedics and medicine, although both professions 

have their own responsibilities for patients entering their practice. Treatment of physicians is 
based upon medical diagnosis, which is primarily concerned with the aetiology or 
pathogenesis of a disorder [1, 2]. Diagnostic assessment1 in logopedics complements this 
medical diagnosis, as it focuses on the consequences of the disorder. For example, in a 
patient with the medical diagnosis ‘cleft palate’, the logopedist could formulate his 
diagnostic assessment in terms such as ‘nasality’ and ‘lack of intelligibility’, and select his 
interventions in accordance with these assessments. Thus, logopedists are concerned with the 

                                                      
1 In this article the term ‘diagnostic assessment’ is used to refer to the conclusions the logopedist arrives at as a result of his/her own 
examination and observations. 
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functional behaviour of speech organs and with the communicative functioning of the 
patient. 

  The International Classification of Impairments, Disabilities and Handicaps (ICIDH) [3] is 
regarded as an excellent framework for diagnostic assessments of problems in functional 
health (instead of pathology) [4]. In this classification an impairment is defined as ‘any loss 
or abnormality of psychological, physiological or anatomical structure or function’ [3, p. 47]. 
For example voice impairments. A disability is ‘any restriction or lack (resulting from an 
impairment) of ability to perform an activity in the manner or within the range considered 
normal for a human being’ [3, p. 143]. An example is a disability in eating and/or drinking. 
A handicap is defined as ‘a disadvantage for a given individual, resulting from an 
impairment or disability, that limits or prevents the fulfillment of a role that is normal 
(depending on age, sex, and social and cultural factors) for that individual’ [3, p. 183]. An 
example is an occupational handicap in a teacher with voice impairment. Use of these ICIDH 
concepts is considered to be extremely useful in the context of audiological rehabilitation [5] 
and for measuring outcome in logopedics [6, 7]. 

  Traditionally, diagnostic assessments in logopedics are formulated in terms of 
disturbances at the organ level or at the level of physiological or psychological function, 
which may be considered as impairments according to the ICIDH. Thus in logopedic 
handbooks and in classifications of speech and language disorders, emphasis is mainly on 
impairments. This results in well-known categories like for example voice disorders, hearing 
disorders, articulation disorders, (developmental) language disorders, disorders in fluency 
and rhythm (disorders of speech flow), etc. [8–10]. 

  As a disorder of communication affects almost all aspects of a person’s life, logopedics is 
also engaged in the personal, social and occupational life of clients [11]. Therefore, 
increasing attention is now demanded for the levels of disabilities and handicaps in the field 
of logopedics. As Enderby [6] points out: ‘Therapists work not only in the area of 
impairment, but also with disability and handicap. The emphasis will often be different 
according to the disease or disorder, and to the patient’s and carer’s needs, residual skills and 
preferences’. 

  Because the distinction in impairments, disabilities and handicaps is a relatively new 
concept, little is known about its empirical value in logopedics. It is not known to what 
extent logopedists would now direct their diagnostic assessments in their patients on either 
impairments, or on disabilities and handicaps. Therefore the first aim of this study is to 
investigate to what extent logopedists use impairments as diagnostic assessment and to what 
extent their diagnostic assessments are concerned with the level of disabilities and handicaps. 

  The primary purpose of diagnostic assessment is to determine what the logopedist should 
do to assist the improvement of communication [2]. Once it is determined that treatment is 
needed, the logopedist will propose a therapy plan, which includes the objectives of the 
treatment [12, 13]. These treatment goals can be derived from the diagnostic assessment. In 
one patient, several impairments, disabilities and handicaps may be assessed [4, 5]. It is 
assumed that just a few of these serve as treatment goals actually guiding therapy. It would 
be interesting to investigate to what extent treatment goals are chosen at the level of 
impairments or at the level of disabilities and handicaps. 

  Thus, in this article two questions will be answered. First, to what extent are not only the 
(traditional) level of impairments, but also disabilities and handicaps used for diagnostic 
assessments in logopedic practices? Second, to what extent are assessments at these three 
levels selected as treatment goals for guiding therapy?  
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METHOD  
 

Design  
A survey study has been conducted to collect data on patients applying for logopedics. In 

the period September 1993 to September 1994, 172 therapists in 103 practices or 
departments took part in this study. The first 6 months were used to include new patients in 
the study. The registration form had to be completed after a maximum of 6 months, so the 
second half year was used as an extension period for treatments in progress. The 
participating logopedists were randomly selected from the address files of the Dutch 
Association of Logopedics (NVLF) as well as the Chief Inspectorate of Public Health in the 
Netherlands (GHI). Logopedists who volunteered were then selected according to the field in 
which they would be able to participate. On the basis of an earlier investigation [14], four 
fields were selected covering 88.9% of the total of logopedics in the Netherlands. These 
fields are: (1) institutional care (hospitals, nursing homes, rehabilitation centres); (2) private 
practice; (3) community care (for children in primary schools); (4) special schools (e.g. for 
children with learning/ behavioural disorders). Logopedists working in other fields, for 
example audiological centres and day centres for the elderly, were excluded from 
participation in the study to provide for coherent groups. 

 

  Logopedists  
Most logopedists participating in this study were female (94%). The mean age of the 

logopedists in the study was 34.4 years (minimum 24 years, maximum 57 years). These data 
are in concordance with the results of other studies [14, 15]. The mean number of years that 
the logopedists had practised in the profession was 10.6 years. 

 

  Registration Form  
In order to collect data on patients, a standard registration form was used. In this form, three 

sections were distinguished. In the first section patient characteristics were recorded, such as 
gender, date of birth and indications for referral or medical diagnosis. These indications were 
established by the referring physician and classified afterwards according to the International 
Classification of Diseases (ICD-10) [16]. However, in this survey no indication for referral 
or medical diagnoses was available for more than one third of the patients. In the second 
section, the logopedists could indicate which diagnostic assessments were made. The third 
section of the registration form included information on treatment goals and interventions. 
The first and second sections of the form were filled in as soon as the logopedist had made 
the assessment. The third section in the registration form was filled in as soon as the 
treatment was ended, or after the permitted registration period of a maximum of 6 months 
per patient. 

  The standard list of diagnostic assessments for logopedics that was used in the form was 
based on the ICIDH. The ICIDH in its original form is rather impractical and time-
consuming for use in logopedics, both because a number of items are not relevant for use in 
the profession, and because terminology is uncommon in logopedics. Relevant items were 
therefore selected from the ICIDH and where necessary modified for use in logopedics with 
the help of an expert panel. The inter-rater reliability of this list showed satisfactory to good 
agreement for diagnostic assessments in this list [17, 18]. 

  Logopedists participating in the present study received instructions on how to register 
diagnostic assessments on the form. One instruction worth mentioning here read that in case 
the impairment ‘dysarthria’ was diagnosed, additional impairments in either voice, 
articulation, nasality, fluency and sensorimotor functioning were not to be scored. These 
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impairments were considered to be inherent to dysarthrias. Furthermore, logopedists were 
allowed to register as many diagnostic assessment categories as needed, but only a maximum 
of five treatment goals. 

 

  Procedure  
Logopedists were instructed to include in the survey all patients applying for logopedics, 

immediately after the start of the registration period. The number of patients to be registered 
in each location was agreed upon preceding the start of the study. In each field the total 
number of patients was planned to be in proportion to the relative percentage of that field 
[14]. 

  In total 1,761 patients were included in the study. Distribution across the four fields turned 
out as was planned. The proportion of institutional care was 20.9% (planned: 20%), private 
practice 29.4% (planned: 30%), community care 18.5% (planned: 19%) and special schools 
31.1% (planned: 31%). 

 

  Data Analysis  
First a quantitative description is given of the characteristics of patients in this study. 

Second, quantitative analysis is presented of the diagnostic assessments and treatment goals. 
For this analysis, assessments were combined into main categories. A main category was 
counted as being present in a patient, as soon as at least one sub-item of that category was 
registered. As this study is focused on the relationship between diagnostic assessments and 
treatment goals, 194 patients who did not receive any treatment were excluded from the 
quantitative analyses. This means descriptions will be presented of 1,567 patients. 

 

  RESULTS  
 

Patients and Indications for Referral  
Table 1 shows some characteristics of the patients. Most patients were male. A vast 

majority of the patients was under the age of 18 years. 
  Medical indications for referral, coded according to the main chapters of the ICD-10, are 

presented in table 2. For 560 patients (35.7%) neither indication for referral nor medical 
diagnosis was known to the logopedist. The indications for referral show a great variety. 
Most important is the ICD-10 chapter ‘Psychological and Behavioural Diseases’; this group 
includes specific developmental disorders of speech and language, stuttering and specific 
developmental disorders of motor function, among others. Another large group is 
‘Symptoms, Signs and Abnormal Clinical and Laboratory Findings, Not Elsewhere 
Classified’. In this group, four major disorders are voice disturbances, dysphasia and 
aphasia, dysarthria and anarthria and dysphagia. The chapter ‘Diseases of the Circulatory 
System’ includes cerebrovascular diseases, and within the group of ‘Diseases of the 
Respiratory System’, the main diagnoses are concerned with diseases of vocal cords and 
larynx (for example nodules, polyps). 

 

[TABLE 1]   
 

[TABLE 2]    
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Diagnostic Assessments and Treatment Goals 
 Table 3 shows the impairments, disabilities and handicaps that were diagnosed and 

indicated as a treatment goal. At the level of impairments, the diagnostic assessment 
categories phonetic/phonological articulation impairments and language development 
impairments were indicated most frequently, 43.3 and 42.3%, respectively. Table 3 shows 
that these impairment categories were also most often selected as treatment goals (32.6 and 
37.0%). The impairments nasality and dysarthria were indicated the least, both as a 
diagnostic assessment (5.2 and 5.8%, respectively) and as a treatment goal (4.1 and 4.6%). 

  At the level of disabilities, the disability in expressing communication was diagnosed in 
62.4% of the patients, followed by the disability in understanding communication (43.3%). 
These two disabilities were also most often selected as treatment goals (38.1 and 19.5%, 
respectively). The disability in eating and drinking was indicated the least by logopedists, in 
10.2% of the patients as a diagnostic assessment and in 7.3% as a treatment goal. 

  At the level of handicaps, the most often registered diagnostic assessments were 
occupational handicap (50.0%) and handicap in social integration outside of family (44.9%). 
These handicaps were also most often selected as treatment goals, be it to a lesser degree of 
12.2 and 11.0%, respectively. 

  Finally, information on the general distribution of impairments, disabilities and handicaps 
as treatment goals over all patients provides an overview of the findings of this study. In 
table 4, the relative distribution of treatment goals aimed at the level of impairments, 
disabilities and handicaps is given. This table presents the percentage of patients for which 
logopedists had indicated at least one treatment goal. It is shown that in 98.7% of the 
patients, at least one treatment goal was aimed at the level of impairments. Interestingly, in 
about half of the patients (51.2%) at least one treatment goal was aimed at the level of 
disabilities. The lowest percentage was found at the level of handicaps. Still, almost a quarter 
of all patients was indicated at least one treatment goal at this level. 

 

[TABLE 3]   
 

[TABLE 4]   
 

DISCUSSION  
 
In this survey, it was studied to what extent logopedists would indicate their diagnostic 

assessments and treatment goals at the level of disabilities and handicaps, in addition to the 
level of impairments which was expected to be more common to logopedists. 

  This study shows that logopedists most frequently indicated diagnostic assessments as 
well as treatment goals at the level of impairments. This was to be expected because 
classifications in the profession traditionally have been formulated in impairment terms. 
However, an interesting result of this survey is that logopedists also indicated a large number 
of disabilities and handicaps to describe not only diagnostic assessments, but treatment goals 
as well. So it seems that the three conceptual levels of the ICIDH are all important in the 
profession of logopedics. We agree with Enderby [6] that the value of the ICIDH for 
logopedics is that it assists the shift in emphasis from the pathology of a disease to its 
consequences and that this approach also allows therapy to define its goals, which are not 
always impairment- oriented, in a precise and holistic way. 

  Diagnostic assessments and treatment goals are a suitable tool to characterize a profession 
[4]. From the results of this survey, the following characterization may be given of the 
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profession of logopedics. At the level of impairments, phonetic/phonological articulation 
impairments and language development impairments were most often registered as 
diagnostic assessments and as treatment goals. Generally speaking, logopedics as a whole 
will be mainly occupied with the assessment and therapy of these communication problems. 
At the level of disabilities, the disability in expressing communication was most often 
registered as a diagnostic assessment as well as a treatment goal. This implies that an 
important characterization of logopedics in general is the concern for enhancing patients to 
express themselves. At the level of handicaps the occupational handicap was most often 
registered for both diagnostic assessments and for treatment goals. The eventual effects of 
communication disorders on the occupation of patients are regularly mentioned, but may not 
be classified as logopedic assessments or treatment goals. 

  Our empirical findings clearly show that logopedists do not only work in the area of 
impairments, but also with disabilities and handicaps. It is important for the profession to not 
only focus on impairments, but also on disabilities and handicaps as this will help 
logopedists to adjust their care to the specific needs of their patients. 

  Some procedural aspects of this study should be considered, as these may differ from 
other studies. First, the present study is concerned with clinical assessments of logopedists. 
This means that no attention was paid to the precise method or measurements on which these 
assessments were based. For example, we did not ask for exact measurements of airflow in 
order to allow for the assessment ‘nasality’. Second, as we did not impose objective criteria 
for the assessments, differences may arise among logopedists. For example, assessments 
might be influenced by the training and education of logopedists. However, the reliability 
with which the assessments were made proved to be satisfactory to good [17, 18]. For the 
purpose of survey research, this list of diagnostic assessments therefore was considered to be 
a suitable tool. 

  The use of the ICIDH-based terms of impairments, disabilities and handicaps in 
logopedics may be of importance for the future development of our profession. Usage of the 
ICIDH terminology will improve the communication among logopedists. And as this 
terminology is now implemented more and more into other allied health professions [4] and 
rehabilitation [5, 6], using the ICIDH terminology will also enhance communication with 
other professions. Furthermore, the ICIDH could provide a basis to design communitybased 
studies to estimate the prevalence of speech and language problems [19]. Such estimates are 
needed for service planning. Finally, the use of impairments, disabilities and handicaps in 
logopedics offers a useful means for future research on outcome measurement. To measure 
the change related to the logopedic treatment, it is insufficient to rely on medical 
classification and diagnosis. Instead, Enderby [6, 7] proposed to define both the disorder and 
the goals of therapy in terms of the ICIDH. In connection with this, there is now a growing 
need for diagnostic tests and procedures for each impairment, disability and handicap [4]. 

  In conclusion, application of the conceptual levels of impairment, disability and handicap 
seems highly appropriate for the profession of logopedics. Especially the introduction of 
disabilities and handicaps as defined by the ICIDH is considered to be of great value for 
logopedic practice and research. By using these relatively new concepts, logopedists will be 
able to adapt their care to the specific needs of their patients and reveal the complex 
diagnostic assessments and therapeutic activities that are carried out. 
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