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Clinical linguistics is the application of the linguistic sciences to the study of language
disability in all its forms. Conceived as a 'pure' subject, clinical linguistics is
analogous to the goal of 'pure' linguistics. A commonly stated aim of linguistics is to
define the notion of 'human language', characterized by a set of linguistic universals.
The long-term aim of clinical linguisticss is to define the notion of 'human language
disability' in a similar way.

The label 'disability' should not be too narrowly interpreted. It relates to
anyone whose ability to use language is sufficiently undeveloped or impaired as to
require special treatment or teaching - whether or not they attend a 'clinic' in a surgery
or hospital. It is one of several which have been used to characterize the difficulties
involved: others include disorder, dysfunction, disturbance, disadvantage, deficit,
deprivation, and handicap. These labels differ in their nuances and expectations, and
vary in their standing as terms with professional status; some, indeed, are emotionally
loaded and politically sensitive. But from a clinical linguistic point of view, what is
important is the way they indicate the existence of a domain of abnormal language use
which, in its range and complexity, warrants specialist investigation.

Language disability has a wide variety of causes, only some of which are
demonstrably medical, and thus we are just as likely to encounter a person with a
serious linguistic difficulty in a school classroom, a pre-school playgroup, a young
adult training centre, or a home for the aged. The professionals who are involved in
the care and treatment of language-handicapped people also illustrate a wide range of
backgrounds: they include speech and language pathologists/therapists, school-
teachers, educational and clinical psychologists, pediatricians, and social workers. A
six-year-old child with a language disability may attend a hospital clinic in the
morning, receiving help from a speech and language clinician, then go to school in the
afternoon and receive further help from a teacher. Although the settings are clinical
and educational, respectively, it is the same child moving about, with the same
problem - and clinical linguistics, as a branch of applied linguistics, was devised
without reference to the social contexts in which diagnosis and intervention take
place, being focused specifically on the nature of the impaired linguistic system
within the individual. Because there is no convenient term which subsumes both the
medical and behavioural contexts of language disability; and as 'educational' has
already been appropriated for the study of language development in 'normal’ school
settings, 'clinical' has had to carry a heavier terminological responsibility than it is
etymologically entitled to receive.

The earliest references to difficulties with spoken or written language can be
found in ancient texts: stuttering, loss of speech, and pronunciation disturbance are
noticeable and dramatic effects, and have for centuries generated interpretations
which have ranged from the medical to the demonic. If there is one generalization
which can be made about the contribution of linguistics to this subject in recent
decades, it is this: that attention has now come to be focused on the less noticeable but
often much more important symptoms of language disability, and to those aspects of
the problem which have been ignored or misdiagnosed. 'Less noticeable' here refers to
any feature of speech production other than the audible qualities of pronunciation, the
order and omission of surface grammatical elements, and the actual items which
constitute vocabulary. These features exclude a great deal - in particular, most of the



properties of phonological systems, the sense relations between lexical items, the
constraints operating on discourse in interaction, and the many ramifications of
underlying syntactic structure. All of these can and do play a major part in identifying
the various kinds of language disability, but their importance has emerged only in the
clinical linguistic era of study.

The use of a clinical linguistic frame of reference has also enabled people to
make progress in identifying disorders of language comprehension, which are far
more difficult to spot by comparison with language production. It is not difficult to
hear from a recorded sample of speech that a child has made an error in pronunciation
or word order - a production error. It is much more difficult to establish that a child
has failed to perceive a distinction between sounds or been unable to understand a
grammatical structure or a particular choice of words. That requires careful testing
and the controlling of variables. Disorders of a pragmatic kind, likewise, have often
remained undiagnosed, or have been misdiagnosed as problems of a psychological or
social behavioural type.

In many ways, the history of language pathology, and the identification of
linguistic symptoms, has been a reflection of the history of ideas in linguistics.
Impressionistic phonetic observations of the utterances of aphasic individuals were
first made by neurologists in the late 19th century. By the mid-20th century these had
been superseded by more systematic transcriptions, especially when a cadre of
phonetically trained speech and language professionals came into being. By the
1950s phonetic descriptions were being routinely supplemented by some sort of
phonological analysis (in phonemic terms). From the late 1950s, tests of language
disability began to take into account basic (from the point of view of acquisition)
morphological contrasts, such as singular vs plural, or present vs past tense; and in the
1960s the first serious attempts at sentence classification began to be made.
Sophisticated syntactic accounts of disability emerged during the 1970s, and since
then there have been sporadic yet insightful applications of notions from semantics
and pragmatics - once again, reflecting the (also sporadically insightful) state of the
art in those subjects.

Seen within this historical perspective, the role of clinical linguistics, as an
applied linguistic discipline, can be summarized under five headings.

Clarification A long-standing aim for the subject has been to clarify areas of
(especially terminological) confusion found in the traditional metalanguage and
classification of disability. Over the past century there has been a proliferation of
competing and overlapping terms for types and symptoms of disordered linguistic
behaviour. For example, what one author might describe as an articulation error
others might describe as a misarticulation, dyslalia, pronunciation defect, or phonetic
handicap. 1t would be naive to hope that systematic linguistic descriptions can
resolve all such confusion - if for no other reason than that linguistics itself is by no
means short of competing descriptions and terminology! - but a precise account, using
explicit criteria, can at least clearly indicate the range of data to which a term relates,
and thus contribute to better mutual comprehension.

Description A major area of clinical linguistic research has been to provide ways of
describing and analysing the linguistic behaviour of patients, and of the clinicians and
others who interact with them. Until fairly recently, there were no published
descriptive case studies of the language of individual patients, as encountered in a
sample of their speech. There are still very few which look comprehensively at all



linguistic levels; and even fewer which trace the progress of a patient longitudinally,
over time, or sociolinguistically, over different social contexts. But the number of
such studies is on the increase, as illustrated by the publishing policy of Child
Language Teaching and Therapy, which strongly supports the need for case studies.
The aim, as ever, is to establish system in what often seems to be randomness. For
some disorders, such as cases of delay in child language acquisition, the systemicness
is often easy to demonstrate, at least for the early years of acquisition, as there are
normative models of language development which can be used as an orientation. For
others, such as the various kinds of adult aphasia, the task is more problematic.

Diagnosis An important aim of clinical linguistics is to provide a classification of
patient linguistic behaviours, as part of the process of differential diagnosis. For
decades, diagnosis of language disability was carried out on a solely medical basis,
with the causes of a problem identified in terms of impaired anatomy, physiology, or
neurology - aphasia, cleft palate speech, deafness, dyspraxia, dysphonia, and many
other such 'syndromes' were identified in this way. But, when an increasing number
of people with language disability were encountered who did not have any medical
reason for their problem (thought to be as many as 60% of all cases), it became
evident that a purely medical model of investigation would not suffice. A
linguistically informed classification, in which a language disability is characterized
explicitly with reference to its use of phonetic, phonological, grammatical, semantic,
pragmatic, and other variables, can provide an alternative diagnostic model, and one
which is more able to provide insights about intervention in cases where there is no
clear evidence of any medical condition.

Assessment Clinical linguistics has also been much involved in devising more
sophisticated assessments of abnormal linguistic behaviour. The notion of assessment
is here being contrasted with diagnosis. A diagnosis tells us what is 'wrong' with a
patient; an assessment tells us just how seriously the patient is 'wrong'. In the case of
children with language disability, assessment usually takes place by locating a
selection of the various features of the child's language on charts (of phonology,
grammar, etc) which have been organized on developmental lines, based on research
in child language acquisition. Children can then be seen to be so many months or
years behind the norm, with respect to their use of those features, or can be seen to be
completely abnormal ('off the chart', deviant).

Intervention The ultimate goal of clinical linguistics is to formulate hypotheses for
the remediation of abnormal linguistic behaviour. Not all aspects of a patient's
problem are directly relevant to the need for linguistically based intervention, of
course - outside the linguist's purview are disorders of eating and swallowing, for
example - but for those which are relevant, clinical linguistics can help clinicians to
make an informed judgement about 'what to teach next', and to monitor the outcome
of an intervention hypothesis, as treatment proceeds. To a large extent, this means
moving well beyond the patient's language, to include an investigation of the language
used by the person(s) carrying out the intervention, the kind of teaching materials
used, and the setting in which the interaction takes place.

We can summarize much of the preceding discussion by saying that the chief
aim of clinical linguistics is to provide the clinician with increasing levels of insight
and confidence in arriving at linguistic decisions. Basic insights are of course not



difficult to achieve, as has been repeatedly shown since the 1960s through the analysis
of short audio samples of clinical interactions. A 15-minute sample is often enough to
yield illuminating patterns of a phonological, grammatical, or semantic kind - patterns
which would not otherwise be apparent to even an experienced listener. The problem
lies not just in the listener's inability to distinguish the many variables which are being
simultaneously used by the patient, but to notice the many variables which are not
being used. To take an example from grammar, it is not difficult to spot that someone
is using a pronoun wrongly or omitting an auxiliary verb (him gone, she jumping); it
is a quite different matter to spot that certain features are completely lacking (e.g. no
adverbs used at all, or no use of prepositional phrases). Only a systematic survey of
all the potentially relevant features can guarantee that nothing of importance is being
omitted, and such surveys invariably provide the clinician with insight into the
linguistic abilities of the patient. They also, inevitably, generate clinical confidence -
a sense that one in control of the situation.

Also of interest are those cases where a linguistic analysis enables the clinical
linguist to explain a general characteristic of a disability, or even of a class of
disabilities. For example, research in child language acquisition has shown that, when
children are making progress in one area of language, they may be making a loss in
another. A typical example is the observation that pronunciation deteriorates when
children attempt more advanced syntactic constructions than those they have
previously been producing satisfactorily. This kind of 'trade-off' between phonology
and syntax - and between other combinations of levels, and also between features
within levels - has turned out to be an important effect in language disability, where it
can be 'manipulated' in a clinical intervention. For example, during a therapy session
in which the six-year-old language-delayed boy referred to above was being taught to
insert adjectives within noun phrases, the child's attempts at a noun phrase without the
adjective were always pronounced with good phonology and fluency; whereas his
attempts to say the noun phrase with the adjective in place resulted in erratic pausing,
stuttering, and a deterioration in segmental phonological accuracy. This behaviour
could be 'switched on and off' by the therapist, and provided clear evidence in support
of the view that there are limitations on the amount of linguistic processing which
may take place at any point in development. Once a phenomenon of this kind is
noticed, of course, it can be put to use as a hypothesis in other contexts: if a normally
fluent patient manifests non-fluency, it gives good reason for the clinician to suspect
that a processing overload is taking place. Something may be being taught too
quickly or in the wrong order.

This example illustrates the three pillars of any clinical linguistic approach:
description - grading - intervention. Good description of an oral sample is at the heart
of all clinical linguistic study - a principle which has its roots in classical linguistic
anthropology - but in the context of language disability, such a description cannot
stand alone. The information it contains needs to be graded in some way, so that the
speaker's level of linguistic achievement can be assessed: such grading, as we have
already seen, typically takes the form of a chart or scale on which stages of
development are recognized - the stages deriving from a synthesis of the findings in
child language acquisition research. Once the information contained in a sample is
transferred onto such a chart, it is possible to make a tentative diagnosis, by
establishing a pattern in the distribution of linguistic forms. Even if a diagnosis is not
possible, it is at least possible to see the charted information as an assessment, which
identifies the nature of the gap between where the patient is and where he or she ought
to be. If the patient was five years old, but the distribution of linguistic forms was



clustering around the two-year level, one would conclude that the patient was three
years delayed - and of course it is possible that different degrees of delay might be
found within different linguistic levels. A patient might be three years delayed in
grammar, but only two years delayed in phonology (or not delayed at all). Similarly,
a patient might be three years delayed in the acquisition of clause structure, but only
two years in the acquisition of phrase structure. Plainly, there are innumerable
possibilities, when all the variables in phonology, grammar, semantics, and
pragmatics are taken into account. The expectation, however, is that certain patterns
of delay will recur between patients, enabling us to group patients into a small number
of linguistically defined diagnostic types (or syndromes). This is the long-term aim of
a great deal of contemporary research. And a corresponding aim motivates much of
the current work in adult language disability, too, though the extrapolation of grading
procedures derived from child language research plainly has its limitations in such
cases.

Once patients have been located on such a chart, and their linguistic age turns
out to be below their chronological age, the targets of intervention are automatically
set: the aim is to make them progress from where they are (on the chart) to where they
ought to be. Because there are so many variables, a number of possible pathways
suggest themselves. Clinical linguistics is not yet at the stage where it can provide
principles enabling clinicians to decide which pathway will produce the best outcome.
All that can be done, in the present state of knowledge, is to work systematically
through some of the possibilities, slowly building up a more advanced linguistic
system, and looking out for indications that the treatment is paying off (such as when
a pattern is carried over to spontaneous use outside the clinic) or not (such as the
appearance of unexpected non-fluency). All change needs to be regularly monitored,
to demonstrate that progress is being made - this is the task of assessment. The
keeping of comprehensive linguistic records is a further priority, without which the
efficacy of intervention can never be demonstrated.

Clinical linguistics has been operating along these lines since the late 1960s,
and a great deal of research has been carried out, especially in relation to the task of
establishing reliable methodological procedures and practicable descriptive
techniques. There are now several introductory books on the subject, a growing
number of case studies, a major journal (Clinical Linguistics & Phonetics, founded in
1987), and an academic body (The International Clinical Phonetics and Linguistics
Association, formed in 1991).
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