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One of the reasons I wanted to edit a volume on language disorders was to give myself the opportunity to write the final chapter of this book.   As I was finishing the final chapter of the phonology book that I edited with Karen Pollock (Kamhi & Pollock, 2005), I starting thinking that it was time to take stock of language disorders again.  The last paper I wrote on language disorders was about eight years ago, when I shared some of my struggles and thoughts about what children with language disorders should be called, how language disorders should be defined, how they should be classified, and how to deal with the continuing inconsistency between clinical and research constructs of language disorders (Kamhi, 1998).   I will revisit some of these questions in this chapter, focusing primarily on the use of language-based terms to label children with developmental language disorders.   
The other issue I will address in this chapter concerns the expanding knowledge base, scope of practice, and resulting specialization that has occurred in child language disorders during my almost 35 year career.  Editing this volume has helped crystallize a festering concern I have had with how our teaching, learning, and clinical practice has been affected by the natural evolution of our discipline of child language disorders. 
Language-Based Terms: Past, Present, and Future
In my 1998 article on developmental language disorders (Kamhi, 1998), I wrote: “I think it is unrealistic to expect that the diverse group of individuals involved with these children will ever use consistent terminology.  The sheer number of terms and euphemisms are simply too rich for one term to achieve universal usage” (p. 35).   This statement is as true today as it was then.   Some could make the case that there is even less agreement today.  Back in the late 1990’s, the research community reached a general consensus to use the term “specific language impairment” (SLI) to refer to children who have difficulty learning language in the absence of mental deficiency, sensory and physical deficits, severe emotional disturbances, environmental factors, and brain damage.   This consensus is now crumbling because of the growing evidence that the disorder is not specific to language and may not be distinct from other developmental disorders such as dyslexia (e.g., Bishop & Snowling, 2004; Kamhi & Catts, 1986; but see Catts, Adolf, Hogan, & Weismer, 2005, for an alternative view).   

The lack of consensus was exemplified in a recent meeting of the Brooks Advisory Board at the 2005 ASHA Conference.   The Board was discussing the possibility of publishing a new volume on specific language impairment  because the last one appeared more than 10 years ago (Watkins & Rice, 1994).   The members of the board (Marc Fey, Ron Gillam, Susan Ellis Weismer, Donna Thal, and James Law) all agreed that such a volume would be welcome.  This was the easy part.  The next 20 minutes of the meeting was spent discussing what to call the book.  Ron Gillam, who was interested in editing this volume, suggested “SLI-Not.”   Donna Thal’s preference was primary language impairment; mine was developmental language disorders (DLD) like the title of my earlier article and this book.  Susan Ellis Weismer suggested going back to the simple, nonspecific term child language disorders.   Needless to say, no consensus was reached.  What does it say about the profession if six so-called experts in child language disorders could not agree what to call a book on child language disorders?    
The chapters in this volume reinforce this lack of consensus.   Readers will find the full range of terms throughout the chapters in this book.  Authors who chose to use the more general term DLD because that is the title of this book often used more specific terms like SLI when citing research involving this population of children.  Sean Redmond even came up with a different term, preferring “Developmental Language Impairment” or DLI instead of DLD.  
In my 1998 article, I argued that it was not surprising that a variety of terms were used to describe children with language disorders, given the heterogeneity of the population and the diverse group of individuals involved in identifying, assessing, and treating these children.   Since writing that article, I discovered memetic theory which, I believe, provides a better explanation for why no language-based term has achieved widespread usage in our professional or the non-professional community (Kamhi, 2004).   The basic unit of memetic theory is the meme, a term coined by Dawkins (1976) to describe an element of culture that is passed on by non-genetic means, especially imitation.  Tunes, ideas, terms, clothing fashions are all examples of memes.  The key idea in memetic theory is that the truth value of a meme is not the primary determinant of its use.  Successful memes are those that are easy to understanding, remember, and communicate to others.

In my meme’s eye view of speech-language pathology (Kamhi, 2004), I discussed the reasons why language-based terms have not been very successful memes.  Language, I argued, has a specialized meaning for SLPs, linguists, and other professionals who study language learning and disorders.  It is this specialized meaning that is difficult to understand and communicate to others.  The other problem with language-based terms is that they are not associated with obvious causal factors.   When an SLP tells parents that their child has a language disorder, this merely confirms what the parents already know----that their child has difficulty understanding language and/or is not putting words together like other children.    Terms that have more widespread use, such as auditory processing disorder (APD), sensory integration disorder (SID), or attention-deficit disorder, name the disorder as well as its presumed cause.   Having an auditory processing disorder, for example, means that the difficulty a child has processing auditory information is the reason for the learning problems exhibited.   Unlike language-based terms with their specialized meanings, causally transparent terms are often easy to understand, remember, and communicate to others.  Successful replication or widespread use of these terms does not, however, depend on the truth value of an idea or construct.  As I noted in my earlier article (Kamhi, 2004), there is considerable controversy about whether APD and SID are useful diagnostic classifications.  
 There are, of course, other factors that affect how readily a particular term permeates the professional and non-professional communities.  Asperger’s syndrome, for example, achieved widespread usage despite no clear understanding of its cause.  Its success is due in large part to the fact that a term was needed to describe a syndrome that previously had no acceptable label.   The term dyslexia is another example of a successful meme.  Its success, I argued (Kamhi, 2004), was the result of its easy diagnosis (presence of letter reversals) and association with high intelligence.  It does not matter that both of these characteristics of dyslexia are incorrect (e.g., Catts & Kamhi, 2005) because a meme’s success does not depend on its truth value.  Indeed, one of the most appealing aspects of memetic theory is that it provides an exlanation for situations in which the truth value of an idea is not the primary determinant of its use (Stanovich, 2000). 
 In 1998, I thought it was unrealistic to expect that there would ever be consistency in the terminology used for children with language disorders.  As I noted at the beginning of this section, I think this statement is as true today as it was back eight years ago.  I see no reason to suspect it will not be true 10-20 years from now as well.  If SLPs and child language researchers were the only stakeholders in this discussion, one might simply sit back and enjoy the continuing ebb and flow of “in” and “out” terms.   Meme competitions are ongoing, however, and these competitions can result in clear winners and losers.   Those who feel strongly about language-based terms have reason to be concerned because these terms often are losing these competitions.   
One of the primary reasons language-based terms are not widely used is that the majority of school-age children with language disorders are re-labeled as learning/reading disabled, dyslexic, or ADHD because the manifestation of the disorder changes with age.  Studies have shown, for example, that half of the kindergarten children with language impairments have significant reading difficulties in second and fourth grade (e.g., Catts, Fey, Tomblin, & Zhang, 2002).  When the criterion was changed to below the 25%ile, nearly 70% of children with language impairments were classified as poor readers.   The progression of a developmental language disorder, in this case SLI, is thus clear for at least half of the children: it becomes a reading problem.  

School-age children with language disorders who do not meet criteria for learning or reading disabilities may qualify for services because of socio-emotional or behavioral problems.   Baltaxe (2001), for example, has reported that socio-behavioral problems occur in more than half of the children diagnosed with communication disorders (Baltaxe, 2001), whereas Shaywitz, Fletcher, and Shaywitz (1995) has suggested that there is a specific type of ADHD (cognitive inattentive) that is characterized by academic problems and language-based deficits.   Given that most children with language impairments go on to have more educationally noticeable problems in reading, learning, attention, and behavior, there is little reason for special educators and other non-SLPs to use language-based terms. 

SLPs do, of course, use language-based terms, but the most recent omnibus survey of the children treated by school-based SLPs indicated that only 57% reported that they regularly served children with SLI (ASHA, 2004).   Articulation/ phonological disorders was the highest group served (93%) followed by autism and PDD (80%).  This is not surprising, but those who favor language-based terms would not be pleased that more SLPs reported that they regularly served children with pragmatic/social disorders (76%), learning disabilities (75%), and auditory processing disorders (67%) than children with SLI (57%).  Interestingly, although only 57% of school-based SLPs regularly served children with SLI, these SLPs evidently served a lot of children with SLI.  The mean number of students with SLI served was the second highest (16.8), with learning disabilities (16.3) and reading disabilities (14.3) close behind.  Articulation disorders led the way with an average of 22.8 students served.   Information was unfortunately not provided about the criteria used to assign students to these diagnostic categories.  
Although one might take comfort in the fact that more than half of school-based SLPs served children with SLI and served a lot of these children, these children are not necessarily the ones that researchers would classify as SLI.  Aram, Morris, & Hall (1993), for example, found that the congruence between clinically and research-defined SLI ranged from 20-71% depending on the discrepancy criteria used.  One of the primary reasons for this lack of congruence is that the research construct of SLI requires the administration of a measure of nonverbal IQ to ensure that children are not mentally deficient.  Clinicians, however, have never embraced nonverbal IQ tests, even in University clinics where students have been exposed to these tests.   For 30 years, I have taught students to administer nonverbal measures of IQ, but only at Indiana University, where there was a licensed psychologist as a staff member, were these test ever routinely administered to children with developmental language disorders.   Without such measures, the clinical construct of SLI cannot be the same as the research one because the majority of studies restrict SLI to children who perform with the normal range on these measures.  For example, the largest sample of children with SLI from the Iowa studies (n = 527) had a mean nonverbal IQ of 99.4 (SD = 8.6)(cf. Catts et al., 2005).   Even though some researchers allow nonverbal IQ to go as low as 70 (e.g., Kaponen, Mononen, Rasanen, & Ahonen, 2006), the majority of studies require nonverbal  IQ to be at least 80 and preferably 85.   

The continuing incongruence between the research and clinical constructs of SLI  coupled with the re-labeling that occurs during the school years has the potential to threaten the very existence of SLI and other language-based terms as a distinct diagnostic category for school-age children.   I see no reason to be optimistic about language-based terms achieving more widespread usage.  There is in fact evidence that the use of language-based terms has peaked.   From 2000 to 2004 (ASHA, 2004), there was almost a 30% decrease in the proportion of clinicians regularly serving children with SLI (85%/57%).  This decrease is readily explained by the addition of APD and pragmatic disorder to the list of diagnostic categories in the 2004 survey.   For some clinicians, these labels apparently provide a more accurate diagnostic label than SLI.

I do think language-based terms will continue to be used in clinical practice, but their use will be limited to preschool children with language learning difficulties and young school-age children (kindergarten and 1st grade) with noticeable expressive or receptive language delays.  Older school-age children with language-based disorders will usually be re-labeled as LD, RD, dyslexic, ADHD, or BD/ED, depending on the primary manifestation or cause of their learning disorder.  Changing models of service delivery such as Response to Intervention and No Child Left Behind might also reduce the need to have distinct language-based categories because the model is based on how children respond to instruction not on disorder- specific diagnostic labels.   
Language-based terms will also continue to be used by the research community.  Despite the dissatisfaction with the term SLI by some influential researchers, I think this term will continue to be one used in most empirical studies.  I would not be surprised, however, to see an increase in the use of more general language-based terms (language disorder/impairment), in light of the growing evidence that the deficits characterizing this constellation of disorders are not specific to language.  

Despite my pessimistic outlook for the widespread use of language-based terms, there is a positive aspect to the limited and possibly decreasing use of these terms in school settings.  The language bases and language characteristics of all of the developmental disorders are now widely recognized and acknowledged.  SLI may be the purest of the language-based disorders, but all developmental disorders (e.g., dyslexia, learning disabilities, autism, mental retardation) have a language basis.   Although these non-language-based terms have achieved more widespread usage than SLI and other language-based terms, their use has had no discernible impact on the role that SLPs play in treating these disorders.  If anything, SLPs are more involved in treating these disorders than ever before.  As long as SLPs continue to play a significant role in serving children with language-based disorders, the decrease in language-based terms may turn out to have less of an impact on clinical practice than one might expect.   
The Consequences of an Expanding Knowledge Base and Increased Specialization
As one reads through the various chapters in this book, one has to be struck by amount of knowledge it is now necessary to have in order to treat the full range of individuals who have developmental language disorders.   The knowledge base of developmental language disorders has expanded at a rapid rate since 1974 when I entered the profession.   This expansion has been due to the increased appreciation and understanding of the full scope of language (syntax, morphology, semantics, phonology, pragmatics, and written language) as well as the natural progression of knowledge and specialization that occurs in any discipline.  In medicine, for example, 50 years ago most physicians were general practitioners.  As knowledge increased, medicine gradually became more specialized to the point where there are now physicians for almost every major organ (kidneys, lungs, stomach, intestines, brain, eyes, ears), body part (back, hand, knee, foot, knee), age (e.g., pediatric neurologist), and major diseases (cancer, cardiovascular, stroke, diabetes, gastro-intestinal, pneumonia,).  Specialization becomes even more refined at the research level, with researchers who devote their lives to studying specific viruses, bacterial infections, cancers, cardiovascular problems and so forth.  

One can find similar patterns of increased specializations within and across our profession. The creation of special interest divisions, the professional doctorate in audiology, and specialty certification are three of the more noticeable ways our profession has become more specialized.  The benefits of increased knowledge should be obvious, but increased knowledge also comes with some costs.  Sometimes these costs are quite literal as in the increased costs required for universities to support the faculty necessary to offer a professional doctorate and the costs involved in obtaining the degree for students (4 years for an AuD vs. 2 years for a Master’s degree).  Special interest divisions and specialty certification also require financial support, $35 to join a special interest division and about $70 a year to maintain specialty recognition (e.g., in the area of fluency).   The expanding knowledge base also has significant consequences on teaching and learning.   The more knowledge there is about developmental language disorders, the more difficult it is to teach or learn it all.  Teachers and consumers of knowledge thus need to become more selective in the information they decide to teach and learn.  Most importantly, increased knowledge and resulting specialization significantly impact clinical practice.  I elaborate on these points in the ensuing sections.

The Impact on Teaching and Academic Standards
When I entered the field in 1974, Roger Brown’s seminal book A First Language had just been published.  One could read all of the studies, chapters, and books in language acquisition and language disorders because there were so few of them and the scope of language was restricted to syntax and early semantic development in the preschool years.  Even in 1979, when I first began teaching at Case Western Reserve University (CWRU), I could expose my students to almost all of the existing knowledge about language development because pragmatics was just in its beginning stages, phonology was first beginning to be considered part of language (Ingram, 1976), and written language was no where to be found.   I would devote a few weeks to the biological, cognitive, social, and perceptual bases of language but did not discuss neurological aspects.  Now, one could have separate courses in each of these different areas, separate courses according to age (birth-3, 3-5, early school age, adolescence), and separate courses in different aspects of language (syntax, semantics, phonology, conversational discourse, narrative discourse, reading, writing, and so forth).   

The situation is similar for courses in language disorders.  My initial courses in language disorders focused almost exclusively on children with SLI, but as the scope of practice increased, it was necessary to include information about autism, developmental disabilities, hearing impairment, and reading and learning disabilities.  It was also necessary to teach students how to assess and treat these disorders in their different manifestations throughout the developmental period (infancy, preschool, school-age, etc.).  Some programs may add courses to cover certain content, but even when courses are added, they are not always required.  When I was at the University of Memphis, my school-age class was not required, so I needed to present some school-age information in my required course in language disorders.  
Given the staggering amount of information in language development and language disorders, teachers have to make difficult choices about the depth and breadth of coverage in their classes in these areas.   When I taught a 3 credit course in language disorders, I devoted one third of the class to causal factors, one third to different disorder types, and one third to intervention.  To cover assessment and diagnosis, students completed a comprehensive diagnostic project on a child with DLD that involved assessing perceptual, cognitive, social, and linguistic aspects of a child’s behaviors and writing up a diagnostic report.   I also used a comprehensive textbook like the ones written by Nicki Nelson (2001) or Rhea Paul (2005).

The course I teach now at UNCG requires even more selectivity because the department adopted a lifespan curriculum in which most of the disorder areas are covered in four age-specific courses.  I coordinate the 5 credit school-age course where I am expected to cover each of the nine disorder areas (e.g., fluency, voice, phonology, language, literacy, augmentative communication, etc.).  I have guest lectures for fluency, voice, augmentative communication, TBI, cleft palate, and school-based issues.  Although depth of coverage is sometimes sacrificed for breadth, and faculty expertise or  interest may lead to uneven coverage of information, the lifespan curriculum is a creative option for a small faculty.  
Our profession’s academic standards have had to keep pace with the increased knowledge base and scope of practice.  As the scope of practice increased and programs had to add courses in dysphagia, augmentative communication, multicultural issues, and language-learning disabilities, it was becoming increasing difficult to provide all of the necessary coursework in a two year (5 semester) period.  Small departments were also particularly taxed because of high teaching loads or the necessity to teach courses in areas of low interest or limited expertise.  The recent change in ASHA’s academic standards from course-based requirements to knowledge-based competencies gave programs the option of using clinical experiences, learning modules, and other non-course options to ensure student competency in a particular area.  The lifespan curriculum at UNCG would not have been possible under the old academic standards.  All speech-language pathology programs are grappling with how to provide students with the appropriate breadth and depth of knowledge given the constraints of time (5-6 semesters), personnel, and financial support.   
The Impact on Consumers of Knowledge
Non-academics may have little sympathy for faculty who need to continually decide what information to cover in class, but faculty are consumers of knowledge as well as teachers of knowledge and they, like students, and practitioners must make conscious decisions about the areas they will keep up with and the areas they will let slide.  We all like to view ourselves as life-long learners, but even life-long learners cannot be expected to stay current in every area.   Many would argue that it is difficult enough to stay current in one’s particular area(s) of specialization or expertise.  It is not uncommon for a researcher to feel that he or she can contribute the most to the profession by focusing on one area rather than many.  Even those of us who dabble in different areas have to make choices.  Early in my career, I kept up with developments in normal child language development by subscribing to The Journal of Child Language and Child Development and attending conferences like the Society for Research in Child Development.  Today, I no longer subscribe to these journals and do my best to keep up with developments in language through other information sources.   

Clinicians are faced with similar choices to stay current.  Like some faculty, some clinicians might specialize in a particular area (birth-3, augmentative communication, autism, etc.), but most are likely to have wider ranges of expertise.  Most school-based clinicians, for example, must have the knowledge and competence to treat a variety of disorder types in children of varying ages.
It is not only more difficult to stay abreast of all of the knowledge advances, the increased specialization that often accompanies these advances also makes it more difficult to understand these advances.  Specialization does not just mean more narrow knowledge domains, it also refers to the specialized knowledge required to understand the knowledge advances.   For example, neurological advances require understanding of the latest imagery techniques (fMRI, PET, MEG scans) whereas causal-based research may require knowledge of the latest theories in linguistics, perception, memory, cognition, and genetics.  Consider, for example, the differences in knowledge needed to understand early studies on grammatical morphology in children with SLI (e.g., Leonard, 1972; Menyuk, 1964; Morehead & Ingram, 1973) versus later studies (see Leonard, 1998, for a now almost dated review).  Understanding the competing linguistic accounts for the grammatical difficulties experienced by children with SLI requires knowledge of principles and parameters framework (Chomsky, 1981), extended optional infinitive (Rice, Wexler, & Cleave, 1995), missing agreement, (Clahsen, 1989), and implicit rule deficit (Gopnik, 1990).   Research has also become more methodologically and statistically sophisticated.  Knowledge of hierarchical linear modeling is now often necessary to answer causal and predictive research questions.  

We are also all now faced with the additional challenge of the vast amount of information available through the world-wide web and other un-edited sources.   Making sense of information from these sources requires a more discerning consumer of knowledge than in years past when information access was limited to colleagues, peer reviewed professional journals, and conference presentations.   With all of the information available today, one can find support for almost any viewpoint.  A caveat emptor mentality is thus more important than ever before. 
The Impact on Clinical Practice  

The amount of knowledge now available about language disorders and how to treat them may, paradoxically, make it more difficult to make good clinical decisions.     
How does a clinician decide which assessment instrument or treatment approach to use given all of the choices available and all of the conflicting claims about what works and what doesn’t work?   Or, how does a clinician decide what to work on when a client’s language problems are not limited to one or two areas?  In other words, what does a clinician do with a student who has deficiencies in the language areas covered in Chapters 7 through 14 (syntax-morphology, semantics, conversational discourse, narrative discourse, word-level reading and spelling, text comprehension, and writing)?   Clinical decisions were much easier 30 years ago when language was limited to syntax-morphology and early semantic relations.  


Deciding what treatment approach to use.  The difficulty deciding which assessment procedure or treatment approach to use is one of the primary justifications for evidence-based practice, the most recent attempt to make clinical decisions more science than art.  Previous research has found that the decisions clinicians make are most influenced by previous educational experiences, colleagues, experts in the field and by what has been referred to as a “what works” teaching epistemology that influences must of clinical practice (Kamhi, 1999, 2004, 2006a; Stanovich, 2000).  Stanovich (2000), for example, has found that most teachers do not embrace a particular theoretical orientation; instead, they are “committed pragmatists who single-mindedly pursue what works” (p. 416).  Teachers and clinicians are most influenced by the changes that occur in their student and client behaviors (Gersten & Brengelman, 1996).  This is why teachers and clinicians are not averse to using different instructional approaches.   
Fortunately, and not coincidentally, the use of behavioral change to validate clinical decisions is also consistent with a central tenet of evidence-based practice (EBP):  the strongest evidence for a clinical decision is experimental validation with an individual client (Ylvisaker, 2004).   The key question, as I have discussed elsewhere (Kamhi, 2006a), thus becomes how behavioral change is experimentally validated.   Ylvisaker suggests that experimental validation could come in the form of trial therapy, diagnostic teaching, or dynamic assessment.  It would also be important to show that the treatment provided, not some other variable, was primarily responsible for the behavioral change.   
In a recent clinical forum on EBP (LSHSS, October, 2006), I discussed how different views about what constitutes experimental validation have the potential to polarize clinical practice (Kamhi, 2006b).  Polarization is not new to our profession or others.  In my early years in the profession, behaviorists were pitted against constructivists, naturalists, nativists and other “ists” who believed more was involved in teaching and learning that operant conditioning and stimulus-response learning.  The new polarization is between those who embrace scripted, programmatic interventions and those who prefer individualizing interventions to the particular strengths and weaknesses of a client.   The scripted, manualized interventions are seen as having high fidelity, being reliable, and thus easy to empirically validate.  Individualized treatments, on the other hand, are seen as having low fidelity, reliability, and difficult to empirically validate.  

We have already seen this polarization occur in the area of fluency disorders.  The recent heated exchange of letters in response to a clinical forum on language research and stuttering shows this polarization is not just a minor academic disagreement (Ingham, 2005; Bernstein-Ratner, 2005; Ryan, 2006; Weiss, 2006).   There are also examples of polarization occurring in child language and literacy with the increased use of scripted programs like Fast ForWord (Scientific Learning, 2006), Earobics (Cognitive Concepts, 2006), LiPs (Bell et al., 1999), Wilson (Wilson, 2002), and Language! (Greene, 2005).   Even though one can raise legitimate questions about the level of experimental validation supporting these programmatic interventions, they have more experimental validation than most non-programmatic individualized treatment approaches.  In the last year or so, I have met more than a handful of clinicians who use published programmatic approaches exclusively because they feel these programs are more effective than the non-programmatic ones they used in the past.  Programs also save time in treatment planning that allows clinicians to see more clients.   
Faced with increasing pressure to provide evidence-based treatment and too many intervention choices, I think there will be an increase in the use of programmatic treatment approaches for children with language and literacy difficulties.  This increase will come not just from SLPs who decide to use these approaches, but from special educators and reading teachers who recognize the language bases of reading and are typically more comfortable using scripted programmatic interventions than SLPs who are often trained to individualize intervention.   SLPs should not be threatened by special educators encroaching on their scope of practice just as special educators and reading specialists should not be threatened by our expanded scope of practice.  The more professionals working on language-based skills, the better.   The Response to Intervention (RTI) model of service delivery is particularly conducive to collaborative professional efforts not only to treat children with language-based learning problems, but also to prevent or mitigate the extent of these disabilities (see Cole, this volume, Ehren & Ehren, this volume, and Troia, 2005).  
Deciding what area of language to target.   I think this question is more difficult to answer than the previous one.  If the question were not so important, this might not be a problem, but selecting the right goal to target is actually the most important decision a clinician or any teacher makes.  The “what works” teaching epistemology and EBP principles make it highly likely that clinicians and teachers will use an approach that leads to a desired outcome, even if the approach is not the most efficient one.   The same principles are used to justify and support goal selection, but the consequences of not selecting the right goal or best one are generally much worse than the consequences of not using the most effective or efficient treatment approach.  If an inefficient approach is used to target the right goal, it will take a little longer to attain the goal, but the goal will eventually be attained.  Targeting an inappropriate goal, however, is unlikely to lead to improvement in a more appropriate goal.   For example, I remember spending an entire semester years ago trying to get an 8-year-old child to use I instead of  me for the subjective case.  I am sure there were more appropriate discourse or written language goals that I could have been targeting.   Empirical evidence will often not help resolve disagreements involving treatment or goal selection because the evidence will usually be interpreted to support one’s theoretical viewpoint.  As I wrote several years ago (Kamhi, 1999), when scientists debate clinical issues, there is often no middle ground because they “need to convince clinicians that their view is the only one that has both theoretical coherence and empirical evidence to support it.  This often leads to the use of emotionally charged rhetoric and exaggerated claims of the dangers of using the wrong treatment approach” (p. 95), or targeting the wrong goals.   Some clinicians may be more likely to take a middle ground than scientists or not get caught up in clinical debates, but those who do might be even more fervent than scientists because they have witnessed the benefits of their approach with real clients. 
Our profession, like every other one, has a long history of clinical debates.  When I entered the profession in 1974, there was a heated debate between those who believed that the best way to improve language abilities was to target discrete auditory and visual processing skills as measured by the ITPA (Illinois Test of Psycholinguistic Abilities)(Kirk, McCarthy, & Kirk, 1968) and those who believed that the best way to improve language was to actually target language structures and forms (e.g., Lee, Koenigsknect, & Mulhern, 1975).  A heated debate in phonology was between those who targeted auditory discrimination before speech production in adherence to the traditional Van Riper approach (Van Riper & Emerick, 1984) and those thought it was best to target speech production (e.g., MacDonald, 1964).  A couple of current debates are whether it is best to target low-level auditory processing skills or higher-level language skills (e.g., Friel-Patti, 1999), and whether strategy-based training or knowledge-oriented teaching is the best way to improve reading comprehension (e.g., Hirsch, 2006).  
Some scientists (e.g., Laughlin, 2005) have suggested that the scientific method is not designed to resolve conceptual disagreements like the ones underlying most of our clinical debates.  Laughlin, a theoretical physicist, gives the example of how the fight over the theory of superconductivity was one of the longest and bitterest in the history of science because the central issue was conceptual.  The theory was eventually accepted for the wrong reasons---factual and methodological ones rather than conceptual ones, which Laughlin believes is common in the history of science.  Although debates in physics are clearly not the same as our clinical debates, our debates can be just as long and contentious as those in any other discipline. 

 Although empirical studies have surely played an important role in resolving some of our clinical debates, conceptual factors have as well.  When Liz Bates, Carol Prutting, Tanya Gallagher and others showed the importance of assessing and teaching language in context, no empirical study was needed to prove that it was better to target language in meaningful communicative contexts.  Even behaviorists jumped on board the pragmatics bandwagon (see, for example, Goldstein, 1990), though they had to disguise their continued use of operant procedures.   Convergent empirical evidence and, in some cases, theoretical coherence, eventually will resolve even the most heated scientific or clinical disagreements.   Unfortunately, while in the midst of these debates, it is often difficult to envision how they will be resolved given the disregard the disputing camps usually have for each side’s empirical evidence and conceptual viewpoint.  
Clinicians today are thus confronted not just with the contentious debates, but with difficult decisions selecting specific goals to target when language deficiencies affect both spoken and written language, multiple language domains (syntax, semantics, pragmatics), different discourse types (narrative, expository, persuasive), discourse contexts (classroom, peer, home), and related behaviors (social, cognitive, behavioral).  Using more efficient service delivery models (collaborative, consultative, classroom-based) does not necessary make these decisions any easier because there is still the question of which goals to target.   Consider, for example, the case of a 4th grade student who has deficiencies in both spoken and written language.  After much thought, our knowledgeable school-based clinician decides to focus the majority of her efforts on improving written rather than spoken language because reading and spelling comprise 75% of the state-wide, year-end exam 4th grade students must pass to move on to 5th grade.  Having made the decision to focus written language, the clinician still needs to determine the focus of intervention.  Should it be on phoneme awareness, sound-letter knowledge, word-level reading, spelling, writing, text comprehension, world knowledge, or simply learning how to answer the questions that will be on the end of the year proficiency exam?   
If we tweak this case and assign the majority of written language intervention to the classroom teacher, special educator, and/or reading specialist, the SLP can play a consultative role with these professionals while focusing her primary intervention efforts toward improving the student’s spoken language deficiencies.  Narrowing the focus to spoken language, of course, helps, but still leaves decisions about what area of spoken language to target:  syntax, semantics, conversational discourse, narrative discourse, figurative language, or social language (cf. Brinton, Robinson, & Fujiki, 2004).   Determining which spoken language goals to target is clearly no easier than determining which written ones to target.
When I think about the challenges clinicians face keeping up with knowledge advances, changes in scope of practice, and choosing sides in the various clinical debates, I become overwhelmed.  What words of encouragement can I offer a clinician when I become overwhelmed just thinking and writing about these challenges?   Fortunately, there are many clinicians who are not overwhelmed by these challenges.  Quite the contrary----these clinicians welcome these challenges.  I know this for a fact because I have worked with clinicians like these. I have also had them in my classes and met them at workshops and conferences.   These clinicians welcome new knowledge because this knowledge might help them provide the treatment their students need to overcome their language and learning problems.  These clinicians often view their own challenges as relatively minor ones compared with the challenges faced by children and adolescents with developmental language disorders.  This does not mean it will be easy to figure out how to target different aspects of language and different discourse types in multiple contexts.  These clinicians are persistent though and their persistence is rewarded with significant improvements in their clients’ language and learning abilities.  If they share their success with others, they may also be rewarded with the professional esteem that admiring colleagues will bestow upon them for their clinical accomplishments.  They will read books like this and not be overwhelmed with all of the information, expanded scope of practice, and required expertise.  Although some may become specialists in a particular area, most will remain generalists with a lot of specialized knowledge.   Maybe you are one of these clinicians.  If so, keep up the good work.  If not, try to find one of these clinicians to shadow and learn from.
Some Final Thoughts

Discerning readers might recognize a pattern in my thought processes.  Identify a problem, make it seem like it is intractable, and then at the last possible moment when it seems like there is no possible way out (i.e., in the final paragraph), show that things might not be so bad after all.  So, for the first problem--- the decreasing use of language-based terms--- I ended up arguing that it was not important what the disorder was called.  What was important was that all of the stake-holders recognized the language bases of common developmental disorders and the role that SLPs play in treating individuals with these disorders.    For the other problem----the consequences of knowledge advances and changing scope of practice that overwhelmed me---the “I-thrive-on-challenges” clinician swooped in to save the day.  
The same discerning reader who noticed this pattern of problem creation and resolution might also wonder whether my happy-ending resolutions will actually come to pass.  In other words, what if I am wrong and the decreasing use of language-based terms and increase in knowledge and specialization are really not good for our profession?   What if sometime in the next 10 years or so, ASHA decides that it is no longer possible to attain minimum competencies with a 2-year Master’s degree and that a professional doctorate in speech-language pathology will be the entry level degree for certification just like it now is for audiology?  What if specialty certification becomes the norm, not the exception?  What if the decreased use of language-based terms results and increased use of programmatic interventions does actually reduce the role SLPs play in language-based disorders?   What if there are actually relatively few clinicians who welcome continual knowledge advances and broader scope of practice?  What if most clinicians do not welcome the challenge of figuring out how to target multiple areas of language?  What if most clinicians decide they should focus primarily on written language because reading, not spoken language, is the focus of federal and state education initiatives and assessments. 
What will the future hold? This is ultimately the question I have been grappling with throughout this final chapter.  The crystal ball that I had hoped would help me answer similar questions about speech-sound disorders a couple of years ago is still not working (Kamhi, 2005).  Without the help of supernatural powers, I used the past to make some predictions about what assessment and treatment of speech-sound disorders would be in the future.  Although this worked well for questions about speech-sound disorders, it does work well for language-based disorders.  Speech-sounds disorders are a narrow, circumscribed problem space.  Language is too broad based.  There are different language-based disorders with their own professional and theoretical histories and different aspects of language to consider.  There are also different professionals involved as well as external social-political factors and significant scope of practice and service delivery issues to consider.  
Unlike speech which is our domain and always will be, language, despite our attempts to make it our domain, can never be exclusively ours.   Although there are good reasons to think that SLPs will play an important role in treating language-based disorders for the foreseeable future, this is by no means a sure thing.  The vast majority of people outside our profession have no idea about the role we play in treating language-based disorders like dyslexia or learning disabilities.  Just today (8/28/06),  I received an email from a university colleague asking me I could recommend someone to provide a diagnosis for her 4th grade 10-year-old son with a learning disability.  She was surprised and apologetic when I wrote back that our clinic assessed reading and learning disabilities.   Non-professionals, of course, do not know about the language bases of reading or learning disabilities, so there would be no reason for them to know that SLPs might be qualified to assess and treat these learning problems.  The fact that few outside our profession know the scope of our practice might suggest a little caution in predicting our future role treating language-based disorders.  Throw caution to the wind, you say?  I agree, but it’s your turn now.  You lead the way. 
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