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Abstract 23 

Introduction: The World Health Organization’s International Classification of Functioning, 24 

Disability and Health (WHO ICF) calls on speech-language pathologists (SLPs) to provide care 25 

that impacts all aspects of an individual’s experience with a communication disorder, including 26 

their participation in valued life situations. However, SLPs often report feeling unprepared to 27 

implement and document interventions that target life participation. The purpose of this paper is 28 

to propose a framework to guide participation-focused intervention practices. This age- and 29 

disorder-generic framework is designed to be applicable with clients across the variety of 30 

settings in which SLPs work.   31 

Method: In this clinical focus article, we draw on past research and clinical experience to 32 

propose a restructuring of WHO ICF components such that participation is the primary focus and 33 

outcomes indicator for intervention. In this framework, a specific communicative participation 34 

situation is identified and assessed quantitatively, and a corresponding participation-focused goal 35 

is established through shared decision-making. Following that, assessments are conducted and 36 

goals are established in the areas of communication skills, physical and social environments, and 37 

personal perspectives.  38 

Results: The proposed framework provides concrete organizational structure as well as 39 

assessment, goal-writing, and intervention examples to assist SLPs in translating theoretical 40 

biopsychosocial frameworks into clinical practices.  41 

Conclusions: SLPs can and do provide holistic communication services to clients to help them 42 

achieve their life participation goals. This manuscript provides an example as to how we can 43 

document the need for, as well as the value and impact of our important work meeting the 44 

diverse life participation needs of clients. 45 
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Introduction 46 

 Several transitions are underway in many healthcare fields that are intended to ensure that 47 

healthcare services support individual clients and their families in achieving healthy, fulfilling 48 

life participation. While there is likely little disagreement that the ethical compass of clinical care 49 

points to providing the most optimal, individualized care possible, there is a paucity of tangible 50 

roadmaps guiding clinicians in how to get from theoretical stances to concrete clinical practices. 51 

The purpose of this clinical focus article is to provide such a map that includes guidance for 52 

conducting assessments, writing goals, implementing holistic intervention, and documenting 53 

outcomes as they pertain to life participation with a communication disorder. 54 

One of the foremost healthcare movements in recent years has been the adoption of 55 

biopsychosocial frameworks of health and disability. Biopsychosocial frameworks compel us to 56 

consider health as a complex experience that is shaped by biological elements (the physical 57 

condition and function of the body), psychological elements (emotional health), and social 58 

elements (the environment surrounding the individual) (Threats, 2006; Wade & Halligan, 2017). 59 

Most prominent among these frameworks is the World Health Organization’s International 60 

Classification of Functioning, Disability, and Health (WHO ICF; Figure 1) with its elements of 61 

(a) Body functions and structures, (b) Activities, (c) Participation, and (d) Environmental and 62 

personal factors (World Health Organization, 2001). The ICF defines body functions and 63 

structures as the anatomy and physiology of the body, with the term “impairment” used to refer 64 

to any physical injury to the body. The ICF uses the term “activities” to refer to execution or 65 

performance of discreet tasks or actions. The term “participation” refers to an individual’s 66 

engagement in real-life situations and how the individual fulfills their life roles and goals in the 67 

context of daily life. Finally, contextual factors include the environment (which can be aspects of 68 

the natural or built physical and social environments), as well as personal factors (which can 69 
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include demographic and related personal characteristics, as well as personal experiences and 70 

coping factors).  71 

 72 

[Insert Figure 1 about here] 73 

 74 

Biopsychosocial frameworks counteract traditional medical models of health which focus 75 

almost solely on treating the physical impairment and changing the individual with the health 76 

diagnosis. While addressing the physical impairment is an important aspect of clinical care, 77 

biopsychosocial frameworks also draw our attention to principles from social models of 78 

disability which emphasize how disability is created by barriers in the physical and social 79 

environments in which we live (Brewster, 2004; Jordan & Bryan, 2010; Oliver, 2013). 80 

Biopsychosocial frameworks remind  healthcare providers that helping clients to navigate those 81 

barriers, as well as  advocating for environmental and societal changes that can remove disabling 82 

obstacles in the world around us, are also important aspects of our clinical practices. The WHO 83 

ICF has been adopted into speech-language pathology (SLP) practice patterns by the American 84 

Speech-Language-Hearing Association (ASHA), which advises that the SLP scope of practice 85 

includes a wide range of clinical services that will ultimately help clients improve their overall 86 

life participation and quality of life in the context of a communication or swallowing disorder 87 

(American Speech-Language-Hearing Association, 2004; https://www.asha.org/policy/PP2004-88 

00191/).  89 

Biopsychosocial approaches to care are one component of a closely related movement in 90 

healthcare – that of person-centered care. Person-centered care embodies respect for client 91 

autonomy and choice, values the individual needs of each person, promotes a therapeutic alliance 92 
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between healthcare provider and client to meet those needs, and encourages a holistic view of the 93 

client in terms of caring for physical and emotional needs (Bellon-Harn, Azios, Dockens, & 94 

Manchaiah, 2017; DiLollo & Favreau, 2010; O'Halloran, Hersh, Laplante-Levesque, & Worrall, 95 

2010; Rogers, 1946). Adoption and realization of person-centered care requires a re-alignment of 96 

the relationships between healthcare professionals and their clients through shared decision-97 

making in which healthcare providers work collaboratively with clients and families to meet the 98 

values stated above (Kaizer, Spiridigliozzi, & Hunt, 2012; Parette Jr., Brotherson, & Huer, 2000; 99 

van Til, Drossaert, Punter, & Ijzerman, 2010; Wills, 2010). These influences of biopsychosocial 100 

frameworks of health, person-centered care, and shared decision-making converge in the recent 101 

move towards promoting value-based clinical services. Value in healthcare goes beyond 102 

financial considerations. Value also means that the experience and outcomes of healthcare 103 

services bring about meaningful change in clients’ lives such that they see the worth in having 104 

pursued that care (Rao, 2015; Rundell et al., 2015). The ideals described in these paragraphs are 105 

not unique to the field of speech-language pathology, but are promoted by a wide range of 106 

rehabilitation and other healthcare disciplines, as well as healthcare policy and advocacy 107 

organizations (Baum, 2011; Cardol et al., 2002; Imms et al., 2017; Law, 2002; Magasi, Hammel, 108 

Heinemann, Whiteneck, & Bogner, 2009; United Nations, accessed 2019; World Health 109 

Organization, 2001) 110 

 While the optimal healthcare scenario may be represented by the concepts defined in the 111 

previous paragraphs, day to day clinical practice often does not meet these ideals. SLP services 112 

in many settings still lean heavily towards a medical model of service delivery, focusing largely 113 

on addressing physical impairment and injury (e.g. language impairment or speech disfluency) 114 

and how those impairments impact the individual’s performance of communication tasks 115 
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(activities) (Collis & Bloch, 2012; N. Miller & Bloch, 2017; N. N. Simmons-Mackie, Threats, & 116 

Kagan, 2005; Threats, 2007; Torrence, Baylor, Yorkston, & Spencer, 2016). Clinicians certainly 117 

hope that improvements in these areas will generalize to improvements in life participation. 118 

However, associations between measures of participation and disorder severity are often weak to 119 

moderate, suggesting that impairment is likely not the only, or even primary influence on 120 

participation outcomes (Bolt, Eadie, Yorkston, Baylor, & Amtmann, 2016; Eadie et al., 2016). 121 

Thus, it is possible that maximal improvements in participation will not be reached unless SLPs 122 

look beyond the impairment to also systematically address other contributors to life participation 123 

in the context of a communication disorder, including environmental and personal factors.  124 

Clinicians face many challenges to implementing truly person-centered, biopsychosocial 125 

care. One challenge lies in translating frameworks such as the ICF into daily clinical practices. 126 

Numerous authors have advocated for modifying the ICF because of difficulties implementing 127 

the ICF in clinical practice. Their reasons include the need to better incorporate the personal 128 

viewpoints of clients in a framework of clinical practice, to better account for the role of 129 

environment and context in health and disability, to capture more holistic quality of life or lived 130 

experiences, to clarify confusion about distinctions among constructs (e.g., activity vs. 131 

participation), and to counteract the instinct to always start analyzing from the perspective of the 132 

physical impairment since that construct occupies the first construct encountered when reading 133 

the ICF from left to right following English reading conventions (Cruice, 2008; Huber, Sillick, & 134 

Skarakis-Doyle, 2010; Jette, Tao, & Haley, 2007; Kagan et al., 2008; Ravenek, Skarakis-Doyle, 135 

Spaulding, Jenkins, & Doyle, 2013; Ueda & Okawa, 2003).  136 

Another often-cited challenge to the implementation of person-centered, biopsychosocial 137 

intervention is the lack of sufficient resources, guides, and training (Collis & Bloch, 2012; N. 138 
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Miller, Deane, Jones, Gibb, & Noble, 2011; Torrence, et al., 2016; Verna, Davidson, & Rose, 139 

2009). Some initial resources have emerged. For example, the Life Participation Approach to 140 

Aphasia (LPAA) provides a foundational call to action emphasizing that a participation-focused 141 

approach to therapy must meet several critical criteria including: (a) The primary purpose of 142 

intervention is to improve life participation; (b) Services should be provided not only to the 143 

person with the communication disorder, but to everyone in their circle of family and close 144 

companions who are impacted by the condition; (c) Environmental and personal issues are 145 

appropriate and necessary targets for intervention; (d) People should receive services when they 146 

need assistance regardless of the stage of their condition; and (e) Outcomes measures should 147 

include documentation of the impact on life participation (Chapey et al., 2000; Kagan & 148 

Simmons-Mackie, 2007; Kagan, et al., 2008; Worrall, 2006). A more recent guide begins to 149 

translate the LPAA into concrete examples for choosing communication goals and creating 150 

collaborative, client-centered plans to address those goals, (Haley, Cunningham, Barry, & de 151 

Riesthal, 2019). Even with these initial guides, however, resources are limited, and are 152 

concentrated in the area of aphasia treatment for adults.  153 

The purpose of this paper is to propose a framework to guide person-centered, 154 

biopsychosocial intervention practices to help clients of all ages and disorders improve their life 155 

participation. After an introduction to the framework in the next section, subsequent sections of 156 

this paper will address the individual components of the framework by defining the component, 157 

discussing options for assessing that component, and providing suggestions for writing goals and 158 

designing intervention relevant to that component. The role of shared decision-making will be 159 

emphasized throughout. The text of this manuscript is accompanied by materials that SLPs may 160 

find helpful in implementing these procedures. Appendices A, B, and C provide case examples 161 
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using the proposed participation-focused framework with an adult with a voice disorder, a 162 

teenager with dysarthria, and a child with a developmental language disorder, respectively. In 163 

addition, online supplemental materials include a shortened guide to this information as well as a 164 

blank version of the treatment planning template used in the appendices that clinicians may want 165 

to print out and fill in as they work with clients to guide their organization of information. Given 166 

space limitations, these examples cannot be exhaustive, but we hope they provide some guidance 167 

for clinicians who are looking for further suggestions. We also encourage clinicians to expand 168 

upon and adapt the ideas presented here for their specific clients.  169 

A framework for participation-focused intervention 170 

We suggest an alternative organization of the WHO ICF components to guide person-171 

centered, biopsychosocial intervention practices (Figure 2). This reorganization places 172 

‘communicative participation,’ meaning communication that occurs in the context of an 173 

individual’s involvement in daily life situations (Eadie et al., 2006), at the center as the primary 174 

focus and central organizing principle of treatment planning and implementation. The elements 175 

of ‘communication skills,’ ‘communication environment,’ and ‘personal perspectives’ are 176 

regarded as contributing (potentially equally) to restrictions in communicative participation, and 177 

thus each warrants full consideration in treatment planning, intervention, outcomes 178 

measurement, and documentation. The circular nature of Figure 2 is intended to represent that 179 

there is not an inherent hierarchy among communication skills, communication environment, and 180 

personal perspectives, but that all warrant commensurate consideration and may influence each 181 

other. The dotted line around communicative participation represents a porous border between 182 

participation and the surrounding elements, thus acknowledging the frequent interactions among 183 

these elements and the flow of influences back and forth. 184 
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 185 

[Insert Figure 2 about here] 186 

 187 

The participation-focused framework presented in Figure 2 is intended to be applicable 188 

across the many communication disorders that impact individuals across the lifespan. The drive 189 

to create an age- and disorder-generic framework arises from several factors. First, prior research 190 

suggests that many of the life participation restrictions that adults with communication disorders 191 

face are highly similar regardless of the underlying diagnosis (Baylor, Burns, Eadie, Britton, & 192 

Yorkston, 2011; Garcia, Laroche, & Barrette, 2002). These similarities may arise in part from 193 

common barriers to and facilitators of communicative participation in our environments. Second, 194 

restrictions in communicative participation are faced by people of all ages who have 195 

communication disorders. Examples of shared  restrictions in communicative participation across 196 

different diagnoses and ages includelimitations in employment or academic opportunities, loss of 197 

friends and social contacts, withdrawal from social situations, and feelings of frustration and 198 

isolation (Baylor, Yorkston, Eadie, & Maronian, 2007; Beitchman et al., 1996; Beitchman, 199 

Wilson, Brownlie, Walters, & Lancee, 1996; Bricker-Katz, Lincoln, & McCabe, 2009; 200 

Dalemans, de Witte, Wade, & van dan Heuvel, 2010; Dalemans, De Witte, Wade, & Van den 201 

Heuvel, 2008; Davidson, Howe, Worrall, Hickson, & Togher, 2008; Fujiki, Brinton, Isaacson, & 202 

Summers, 2001; Hinckley, 2002; Hodge & Wellman, 1999; Johnson, Beitchman, & Brownlie, 203 

2010; B. Lewis, L. Freebairn, & C. Taylor, 2000; B. Lewis, L. Freebairn, & H. Taylor, 2000; 204 

Markham, Van Laar, Gibbard, & Dean, 2009; McNaughton, Light, & Groszyk, 2001; N. Miller, 205 

Noble, Jones, & Burn, 2006; Northcott & Hilari, 2011; Parr, 2007; Smith et al., 1993; Walshe & 206 

Miller, 2011). Finally, as SLPs, we are trained to competently serve individuals with 207 
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communication disorders across the lifespan. While some SLPs may specialize in a specific 208 

disorder or age group, most SLPs will be called upon to serve clients across a diverse range of 209 

ages and/or disorders throughout their careers. An age-and disorder-generic framework that SLPs 210 

can adapt to each individual client will allow SLPs to approach participation-focused 211 

intervention in a similar manner and may facilitate communication within the professional 212 

community. 213 

Communicative Participation 214 

Participation-focused interventions ensure that therapy is motivated by, designed for, and 215 

accountable to outcomes specifically addressing each  individual’s needs and preferences for 216 

attaining or maintaining fulfilling involvement in the communication aspects of their daily life 217 

(Chapey, et al., 2000; Duchan, 2001; Kagan & Simmons-Mackie, 2007; Worrall, 2006; 218 

Yorkston, Baylor, & Britton, 2017b). Most clients seek clinical services (or are brought in by 219 

their families) because of concerns regarding how their communication disorder may impact 220 

what they want and need to do in their daily lives. It is the drive to fully engage in the human 221 

experience that will compel many people to strive for better, easier, and more satisfactory 222 

communication that not only allows them to function in their daily lives, but just as importantly, 223 

reflects  their identity in how they see themselves as individuals.  224 

In Figure 2, communicative participation is the starting point for treatment planning. 225 

Participation-focused intervention must involve assessing participation as a distinct construct, 226 

writing goals specifically to address participation, and later documenting progress in actual life 227 

participation. Maintaining the traditional intervention focus on impairment and activity 228 

performance, with the motivation, hope, or intent lingering in the back of our minds or the 229 

subtext of our documentation that the intervention will at some point connect to real-life 230 
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situations is not, in our opinion, inherently participation-focused. Participation-focused 231 

intervention starts with an understanding of what the individual needs and wants to do with 232 

communication in daily life, and ends when the client has gotten as close as possible to living 233 

that experience. Interventions targeting other aspects of the WHO ICF help the client build the 234 

skills, strategies, environmental supports, and psychological resources to bridge those two points. 235 

In the participation-focused approach to treatment planning that we are proposing in 236 

Figure 2, the “communicative participation” circle in the center represents a single, specific 237 

situation that will be the target for intervention (this process may be replicated sequentially or in 238 

parallel for multiple situations). Be sure the situation chosen for the participation goal is not too 239 

complex, grandiose, or distant into the future, all of which may be counterproductive to seeing 240 

meaningful change in a realistic timeline (Haley, et al., 2019). For a child or teen, targeting 241 

‘communication at school’ would not make the best participation goal, largely because most 242 

school days consist of a variety of situations that involve a variety of communication needs, 243 

communication partners, and communication settings. This leads to convoluted and confounded 244 

goals and treatment data. Instead, write different participation goals for different communication 245 

situations at school. Perhaps one goal targets ‘participation in conversations in group projects at 246 

school,’ while another goal targets ‘asking questions in class,’ and so forth. If the student says 247 

what they most want to focus on is talking with friends between classes –write a goal for that. 248 

And, if the timing of returning to school is unknown with a teen with a new onset of disability, 249 

focus on more immediate participation goals such as ‘participation in conversations with 250 

therapists during rehab sessions,’ or ‘phone conversations with family members.’ 251 

Although we want to help clients improve their communicative participation in all 252 

aspects of their lives, focusing on a single (or select few) situation(s) in therapy may have 253 
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advantages, particularly if the groundwork is laid for good generalization. If the focus of 254 

intervention remains only on improving participation in a general sense across the range of 255 

different situations in a client’s life, it is difficult to get specific in therapy in terms of what 256 

stimuli to practice, what environmental modifications to implement, and so forth. As a result, 257 

intervention techniques and strategies may remain vague and nonspecific, leaving it to the client 258 

to try to tailor and adapt strategies for specific situations. Some clients may be good at that, but 259 

others will struggle – hence perpetuating the risk of a disconnect between intervention and real 260 

life. In contrast, working in greater depth and detail on a specific life situation allows the client 261 

to practice highly relevant and immediately useful skills and environmental modifications using 262 

the exact stimuli and strategies that they will apply in their targeted situation. 263 

This situation-specific focus may yield several benefits. Clients may be highly motivated 264 

by what they see as relevant and productive intervention because they can immediately 265 

experience how therapy connects to their daily lives. Motivated clients may work harder or stay 266 

engaged longer for better therapy gains. Furthermore, there may be an increased likelihood that 267 

participation in the targeted situation will improve because of the direct work on that situation – 268 

hence better outcomes. Finally, when clients (and families) see how practice, strategies, and 269 

modifications work to improve one situation, they may be empowered to generalize those 270 

strategies to new situations, thus contributing to a global improvement in life participation.  271 

The specific situation(s) to be addressed in intervention should be chosen through a 272 

process of shared-decision making with the client and key stakeholders. One of our research 273 

participants, a man with multiple sclerosis (MS), advised us that the best starting point for 274 

intervention is to ask the client, “What is the most important conversation for you?” In this 275 

gentleman’s case, he was participating in speech therapy to enhance speech intelligibility during 276 
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a time in his life when he was single after a recent divorce. His ‘most important conversation,’ or 277 

life communication situation, was meeting and dating new women. When that situation was not 278 

addressed in therapy, he felt disappointed in what he described as a “see Dick and Jane run,” 279 

therapy program because of its rudimentary level of practice that bore little relevance to his daily 280 

life. This perception of speech therapy as irrelevant to daily life can also be felt by children 281 

(Merrick & Roulstone, 2011). For children, the role of the child versus the caregiver in choosing 282 

life situations to work on in therapy will be adjusted according to the age and situation of the 283 

child. When any clients are not able to easily convey the communication situation(s) they would 284 

like to focus on in therapy with appropriate communication support, other resources that might 285 

be helpful include the Life Interest and Values (LIV) cards (Haley, Womack, Helm-Estabrooks, 286 

Lovette, & Goff, 2013) for adults, and the Children’s Assessment of Participation and Enjoyment 287 

(CAPE) and Preferences for Activities of Children (PAC) for children (King et al., 2004).  288 

 Measuring communicative participation. 289 

 If communicative participation is to be recognized as the primary focus of intervention 290 

and key indicator of treatment success, a participation-focused approach to intervention must 291 

start by measuring communicative participation. SLPs may want to consider three key issues 292 

when selecting or designing participation measures. First, assessment of communicative 293 

participation is different than assessment of communication skills. A measure of speech 294 

intelligibility, language skills proficiency, or speech fluency, even when conducted in the target 295 

environment, does not necessarily reflect the experience of engagement or involvement that truly 296 

represents communicative participation. Participation measures need to reflect the convergence 297 

of communication skills, the environment, and personal perspectives to document whether the 298 

client is meeting their communication demands and preferences successfully and satisfactorily.  299 
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 Second, when at all possible, a patient-reported outcome (PRO) should be included as a 300 

key indicator of participation restrictions and intervention outcomes (Brown et al., 2004; Law, 301 

2002; Perenboom & Chorus, 2003; Whiteneck, 1994). Respect for client dignity and autonomy 302 

demand that clinicians document the viewpoint of the individual client (and possibly family) 303 

with regards to the extent and nature of restrictions in participation that they experience and the 304 

outcome that would be satisfactory to them – and that clinicians later document if that targeted 305 

outcome was achieved. While not all clients with significant language and cognitive impairments 306 

may be able to complete PROs, many clients are able to do so with appropriate communication 307 

support (Tucker, Edwards, Mathews, Baum, & Connor, 2012), including children as young as 5 308 

years of age (Varni, Limbers, & Burwinkle, 2007; Young, Yoshida, Williams, Bombardier, & 309 

Wright, 1995). When not, judicious use of proxy report may be helpful.  310 

Finally, participation measurement should be sensitive to change with intervention. 311 

‘Inventory’ information such as what people communicate about in life situations, how often 312 

they do so, who they communicate with, and so forth is important background knowledge for 313 

designing person-centered intervention. However, these constructs would serve as good 314 

measures of treatment outcomes only if the client wants or needs to change how often they 315 

participate or who is in their social network. For example, if changing the frequency of 316 

involvement is not feasible due to the nature of the situation (e.g., a school club only meets once 317 

a month) or due to the client’s preference to continue with the established frequency, then 318 

frequency of participation is not a good treatment target or a good measure of treatment gains. 319 

Other constructs, such as the client’s satisfaction with their participation, or their judgment that 320 

they are meeting their communication needs, may be more appropriate treatment targets and thus 321 

more sensitive measures of treatment gains. This concept was illustrated by an adult participant 322 
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with spasmodic dysphonia in a prior study who mentioned that she never missed a book club 323 

meeting (Baylor, Yorkston, & Eadie, 2005; Yorkston et al., 2008). Just as we, the interviewers, 324 

were reflecting positively on her frequent book club attendance, the participant stopped us to 325 

emphatically say, “No. I go, but I don’t participate.” Her point was well taken that to her, 326 

successful participation involved some level of engagement or involvement that could not be 327 

captured by simply measuring frequency of attendance at the event. 328 

 Considering these issues, SLPs may look to the growing repertoire of published PRO 329 

measures. A number of review articles provide examples of PROs in the areas of fluency (Franic 330 

& Bothe, 2008; Yaruss, 2010; Zraick, Atcherson, & Brown, 2012), voice disorders (Francis et 331 

al., 2017; Franic, Bramlett, & Bothe, 2005), aphasia (de Riesthal & Ross, 2015; Irwin, 2012), 332 

and acquired dysarthria (Donovan, 2012). Other resources for PROs that are not specifically tied 333 

to communication disorders, but may contain participation-related constructs are those associated 334 

with the National Institutes of Health (NIH) Patient-Reported Outcomes Measurement 335 

Information System (PROMIS®) and NEURO-QOL™ (Quality of Life in Neurological 336 

Disorders) (http://www.healthmeasures.net). While communication disorder PROs provide 337 

different types of insight into the client’s perspective, not all of these are considered measures of 338 

communicative participation (Eadie, et al., 2006). Some instruments focus on client-report of 339 

physical symptoms such as voice quality, speech fluency, or difficulty performing 340 

communication tasks. Other questionnaires elicit information about clients’ feelings about their 341 

communication such as feeling embarrassed or anxious. These constructs certainly would 342 

contribute to communicative participation, but do not give a complete picture of how symptoms, 343 

emotions, or other issues all come together for a summative impact on participation. In some 344 

cases, instruments have subscales that do give a more global view of communicative 345 
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participation, for example ‘Section IV: Quality of Life,’ in the Overall Assessment of the 346 

Speaker’s Experience of Stuttering (OASES) (Yaruss & Quesal, 2006); or ‘Section D: How 347 

dysarthria affects my communication with others,’ in the Dysarthria Impact Profile (Walshe, 348 

Peach, & Miller, 2009). The overall caution remains, however, that just because an instrument is 349 

patient-reported does not guarantee it is measuring participation. 350 

As of this writing, there are few validated measures dedicated to communicative 351 

participation, which may be related to several challenges in developing these instruments 352 

including agreeing on the definition and scope of the construct of ‘participation,’ as well as the 353 

rigorous process for developing measures demanded in the current state of measurement science 354 

(Brandenburg, Worrall, Rodriguez, & Bagraith, 2015; Darling-White, 2017). Published PROs for 355 

adults include the Communicative Participation Item Bank (CPIB) that captures the extent to 356 

which the individual feels he or she is experiencing restrictions in daily conversational situations 357 

(Baylor et al., 2014; Baylor et al., 2017; Baylor et al., 2013; C. Miller, Baylor, Birch, & 358 

Yorkston, 2017). Options for pediatric populations include the Speech Participation and Activity 359 

Assessment of Children (SPAA-C), which is an interview tool used to gather information about 360 

the child’s participation needs and desires (McLeod, 2004). Questions on the SPAA-C are not 361 

only geared toward the child, but also to parents, siblings, and teachers for a more holistic view 362 

of the child’s participation in a variety of contexts. Another option is the Speech Situations 363 

Checklist developed for school-age children who stutter (Brutten & Vanryckeghem, 2007). 364 

Most of the PROs described above cover a wide range of communication situations, so 365 

they are beneficial for measuring clients’ general participation during initial intake assessment or 366 

at discharge. They may also help the client-clinician team identify various situations of concern. 367 

However, per the framework presented in Figure 2 and the discussion above, intervention should 368 
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focus on specific situations. Questionnaires that cover a broad range of situations might not be 369 

sufficiently sensitive to changes in the specific situation targeted in intervention. For the time 370 

being, then, this leads to the need for additional non-standardized methods of assessment that can 371 

focus precisely on the situation(s) to be targeted to maximize sensitivity to change in a manner 372 

that is meaningful to the client.  373 

Self-anchored rating scales are a good option for this purpose (Fox, 2012). Self-anchored 374 

scales may take the form of a Likert scale (e.g. rate on a scale of 0 – 10 which number represents 375 

how you feel) or a visual-analog scale (VAS; e.g. the client makes a mark on a 100-mm line to 376 

represent how they feel). What makes such scales self-anchored is that the construct rated and 377 

the endpoints, or anchors of the scales are defined using concepts and/or terminology that 378 

reflects the client’s feelings (Fox, 2012). For example, a client who has identified participation in 379 

conversations in her weekly knitting group as her ‘most important conversation’ might be asked 380 

to rate how satisfied she is with participation in conversations at knitting club on a 100 mm VAS 381 

with 0 = not at all satisfied and 100 = very satisfied. The scale does not have to be anchored with 382 

the concept of satisfaction, but could be anchored with whatever term reflects the client’s 383 

viewpoint. Clients might identify more with rating an experience of ‘feeling left out,’ or ‘feeling 384 

isolated,’ or ‘being a bystander in conversations,’ or other perspectives. Whatever format is used, 385 

this scale should be saved for this client and used again later to assess progress. See Appendix B 386 

for an example of a Likert scale being used to measure communicative participation. 387 

Writing a communicative participation goal. 388 

 Once a client’s current participation status in the targeted situation has been measured, 389 

the next step is to write a goal or behavioral objective to address this restriction (Hidecker, 390 

Adamsl, & Ross, 2011). Setting goals can be a complex process with a diversity of viewpoints, 391 
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targets, and methods to be considered (Sherratt et al., 2011). When writing a participation-392 

focused goal, there may be some specific issues to consider. First, the goal must be about 393 

communication (or swallowing) to be within our scope of practice, but, just as with assessment, 394 

it does not have to be about communication ability, proficiency, or accuracy – those issues will 395 

be addressed in the next section on communication skills. Successful communicative 396 

participation means that the client is involved and included in that communicative situation in a 397 

way that meets their needs or preferences regardless of how accurate the speech production, 398 

voice quality, or word-finding might be. The participation goal should target an endpoint that 399 

reflects personal significance in that reaching that goal will be personally meaningful to the 400 

client (Bothe & Richardson, 2011; Northcott, Burns, Simpson, & Hilari, 2016; Wyrwich et al., 401 

2005; Zeppiere et al., 2012). Shared decision-making during the goal-setting process might 402 

involve asking clients to describe what a satisfactory outcome looks like to them, or when using 403 

a quantitative measure, having them identify the number or rating that they would find to be a 404 

satisfactory outcome. We have found in our research interviews that after acknowledging that the 405 

ideal outcome (e.g. resolution of the communication impairment) may not be likely for adults 406 

with chronic communication disorders, participants usually move fairly easily to a discussion of 407 

what would constitute a satisfactory or meaningful outcome that is feasible.  408 

 Participation-focused goals should otherwise follow conventions of SMART goals 409 

(Bovend'Eerdt, Botell, & Wade, 2009; Torres, 2013). They should identify specific targets that 410 

are observable and measurable with a defined time frame. The smoothest transition from 411 

assessment to goal-writing is to use the same scale that was used in collecting pre-treatment data 412 

on the targeted situation as the method for defining goals. For example, with our hypothetical 413 

client who has identified participation in conversations in her knitting group as her ‘most 414 
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important conversation’ to work on in therapy, our goal might be: “Client will report a level of 415 

satisfaction with participation in conversations at knitting club as 80 or higher on a 100 mm VAS 416 

(0 = not at all satisfied; 100 = very satisfied) by the end of 8 weeks.” Goal-attainment scaling 417 

(GAS) may also be a good option for participation-focused goals. GAS is a person-centered, yet 418 

standardized goal format in which levels of progress or success are defined on a five-point scale 419 

on which -2 = the worst possible outcome, 0 = the most likely outcome, and +2 = the best 420 

possible outcome (Krasny-Pacini, Evans, Sohlberg, & Chevignard, 2016; Schlosser, 2004). 421 

During the GAS process, the client and clinician work together to operationalize each of the five 422 

levels in the scale in terms of meaningful levels of success for that individual. See Appendices A 423 

and C for examples of GAS as it relates to communicative participation goal-setting. 424 

 Before leaving the topic of writing goals for communicative participation, we would like 425 

to highlight one additional point. In prior research (Torrence, et al., 2016), we noted a fairly 426 

common practice of writing goals such as, “Client will demonstrate speech intelligibility of 90% 427 

or higher at the end of 8 weeks to facilitate participation in knitting club.” We would argue that 428 

this is not a goal that specifically targets participation. This is a goal that targets speech 429 

intelligibility – a communication skill. A goal such as this states that the motivation for 430 

improving intelligibility is a life participation situation, but that is not the same as ensuring that 431 

improved participation in that situation is actually achieved. The client can even achieve 90% 432 

intelligibility at knitting club meetings, but that is not the same as knowing that the client has 433 

achieved a satisfactory level of participation (i.e. involvement or engagement) in communication 434 

at knitting club. Even with a high level of speech intelligibility, the client’s participation in 435 

knitting club may still be restricted by factors such as negative reactions from communication 436 

partners due to her residual unnatural speech, or a reluctance to participate due to feeling self-437 
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conscious about her speech. Thus, tagging a participation-related motivation on to the end of a 438 

skill-based goal does not, in our view, make it a participation goal because it does not ensure that 439 

the goal will target the full experience of participation in that communication situation. 440 

 Once the communicative participation goal has been defined, we now move to the larger 441 

circle in Figure 2 where each of the areas of communication skills, communication environment, 442 

and personal perspectives will be considered. In Figure 2, the dotted, or porous border between 443 

each of these elements and communicative participation is intended to reinforce that what is 444 

addressed in each of these areas will flow together to shape the ultimate participation outcome 445 

(and we also might consider that changes in participation may have reciprocal effects in each of 446 

these areas). Much of the work in intervention will target these three components of skills, 447 

environment, and personal perspectives, but the team needs to remember to go back and measure 448 

outcomes at the level of the overall participation goal to ensure an optimal, holistic outcome has 449 

been achieved.  450 

Communication skills 451 

The communication skills element in Figure 2 combines the ICF concepts of body 452 

function and structure (impairment) along with activity (defined as the discreet, non-453 

contextualized ability to perform speech, language, or cognitive tasks). The communication skills 454 

section refers to the physical and cognitive-linguistic communication abilities of the client, and is 455 

where many traditional speech, language, and cognitive skills assessments would occur to 456 

answer questions such as: Does this client have sufficient strength, speed, and range of motion in 457 

the speech musculature to produce intelligible speech? Does this client demonstrate accuracy 458 

with verbal expression skills such as word-finding and grammatical language formulation? Does 459 

this client demonstrate accurate recall, information processing, and other cognitive skills? The 460 
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communication skills component might also include the client’s abilities to use compensatory 461 

strategies. For example, can the client access a display on a speech-generating device accurately 462 

through pointing with a finger or is an eye-gaze system needed? Can the client program 463 

reminders into a smart phone as a strategy for taking medications on schedule? 464 

The communication skills element of the framework is easily recognizable as forming the 465 

bulk of our traditional work. Skills-based assessment and intervention are areas where we are 466 

already highly proficient as a discipline, and this excellent work needs to continue. Thus, we will 467 

not provide examples of assessments, goals, or intervention relevant to communication skills. 468 

We would, however, like to emphasize the importance of the activities and materials used in 469 

assessment and intervention being overtly relevant to the target situation (e.g. the actual 470 

vocabulary, materials, and other stimuli used in the situation). With adults in particular, we have 471 

heard many complaints in our research interviews about the “childish,” seemingly random, and 472 

completely irrelevant therapy drills to which clients have been subjected. For example, one 473 

research participant said, “We wrote down ten phrases that I never say and practiced saying them 474 

loudly.” Too often, we seem to start with a therapy task such as a drill of labeling flashcards, and 475 

then ponder how to make that drill functional for the client. Instead, perhaps we should start with 476 

the actual participation situation and work on breaking that activity into tasks to practice in 477 

therapy. Even if the client is significantly impaired and needs simplified stimuli, these can still 478 

be taken directly from the targeted participation situation and modified as needed. Therapy that 479 

is engaging for the client because of a direct and obvious relevance to their chosen life situation 480 

may be more likely to motivate clients to follow through with recommendations (Haley, et al., 481 

2019). As one of our SLP students said, we need to make therapy, “Come to life.”  482 
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As critical as our work is in the area of habilitation and rehabilitation of communication 483 

skills, skills alone do not necessarily guarantee successful communicative participation. 484 

Furthermore, many of our clients will not be able to attain or recover typical communication 485 

abilities or independent use of compensatory strategies. If all emphasis in clinical intervention 486 

and documentation is placed on communication skills, important ways that SLPs can, and 487 

already do help people with communicative participation will go unrecognized and unaddressed. 488 

Thus, the other two sections of the large circle in Figure 2 – communication environment and 489 

personal perspectives – should receive equal consideration in all aspects of clinical practice.  490 

Communication environment 491 

The communication environment portion of the framework, like the environmental 492 

factors element of the WHO ICF, incorporates aspects of the physical and social environments 493 

that may impact communicative participation. The physical environment can include natural 494 

and/or human-made aspects of a setting, as well as products and technology that are used in 495 

various settings (Howe, Worrall, & Hickson, 2004). Common characteristics of the physical 496 

environment that restrict communicative participation include background noise, long distances 497 

across which people need to project their speech, technology such as phones, drive-through 498 

window intercoms and smart speakers that do not transmit distorted speech well, linguistically 499 

complex printed and web-based materials, and so forth (Baylor, et al., 2011; Garcia, et al., 2002; 500 

Howe, Worrall, & Hickson, 2008a, 2008b; Rose, Worrall, & McKenna, 2003).  501 

The social environment includes the communication partners and what they bring to 502 

communicative interactions in terms of attitudes, support and relationships, and more formal 503 

services and policies (Howe, et al., 2004). There is strong evidence documenting the extent to 504 

which communication partners can be either facilitators of or barriers to communicative 505 
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participation depending on how they interact with the person with the communication disorder 506 

(Baylor, et al., 2011; Kagan, 1998; Merrick & Roulstone, 2011; N. N. Simmons-Mackie & 507 

Damico, 2007; Yorkston, et al., 2017b; Yorkston et al., 2007; Yorkston, Klasner, & Swanson, 508 

2001). While not universal, communication partners who are more familiar to the person, who 509 

are more patient and allow sufficient time for communication, and who interact with people with 510 

communication disorders with genuine respect often facilitate participation. Conversely, 511 

communication partners who are rushed, impatient, dismissive, condescending, or unaware of 512 

how to communicate with the person can create impenetrable barriers to life participation. In 513 

recognition of the powerful role of communication partners, an increasing number of programs 514 

focused on training communication partners are emerging. Some programs target specific 515 

populations such as aphasia (Cruice, Johansson, Isaksen, & Horton, 2018; Kagan, 1998; N. 516 

Simmons-Mackie, Raymer, Armstrong, Holland, & Cherney, 2010; N. Simmons-Mackie, 517 

Raymer, & Cherney, 2016), specific age groups such as parents of young children with 518 

communication disorders (Roberts & Kaiser, 2011), or specific situations such as healthcare 519 

settings (Baylor, Burns, McDonough, Mach, & Yorkston, 2019; Burns, Baylor, Morris, 520 

McNalley, & Yorkston, 2012; Eriksson, Forsgren, Hartelius, & Saldert, 2016; Forsgren, 521 

Hartelius, & Saldert, 2017; Legg, Young, & Bryer, 2005; N. N. Simmons-Mackie et al., 2007; 522 

Sorin-Peters, McGilton, & Rochon, 2010). 523 

There are other examples of how physical and social environments can restrict 524 

communicative participation that might not be quite as direct but are important to recognize as 525 

we strive to understand the complexity of how environment shapes communication – and how 526 

we might target this in intervention. For example, in a prior study, an individual with MS who 527 

did not have communication impairments but who depended on a wheelchair for mobility was 528 



24 
 

not able to join groups of friends for conversation during an outdoor reception where tables were 529 

placed on a grassy lawn that her wheelchair could not navigate (Yorkston, et al., 2001). She 530 

considered her communicative participation restricted for reasons that had nothing to do with her 531 

speech or language abilities. While addressing mobility is not within the SLP scope of practice, it 532 

is within our scope to appreciate that these factors intersect with the social and physical 533 

environments to impact communicative participation. We should work with the client, family, 534 

and other members of the intervention team on removing communication barriers in all forms. 535 

Assessing the communication environment  536 

 Standardized or published measures of communication environments, either physical or 537 

social, are lacking. Some instruments such as the Craig Hospital Inventory of Environmental 538 

Factors (CHIEF)(Whiteneck et al., 2004) address the environment and are geared towards 539 

rehabilitation populations, but the CHIEF deals mostly with issues related to mobility and is 540 

likely not specific enough to serve as a sensitive outcomes measure for modifications of 541 

communication environments. Measures of social networks (Blackstone & Berg, 2003) identify 542 

the people who are involved in a client’s communication environment, but a measure of the size 543 

or make-up of a social network is not necessarily a good measure of treatment outcomes unless 544 

the client’s goal is specifically to change the size or membership of the network. Aspects of the 545 

social environment may be reflected in constructs such as social support, but the types of 546 

measures of social support used in most health research have been little used in speech-language 547 

pathology and may be of questionable relevance to the type of support that enables 548 

communicative participation (Eadie et al., 2018). Thus, when assessing the communication 549 

environment, clinicians need to rely largely on non-standardized assessments at this time. 550 
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 Ideally, clinicians would be able to go into the targeted participation situation with the 551 

client to observe, describe, and perhaps measure how characteristics of the physical and social 552 

environment serve as barriers to or facilitators of communicative participation. Unfortunately, 553 

feasibility limits these opportunities. This is also an area where shared decision-making is critical 554 

in order to understand what aspects of the environment serve as barriers and facilitators to 555 

participation from the client’s viewpoint, and what the client most wants to change. Clinicians 556 

may want to use or adapt templates such as those presented in the appendices and supplemental 557 

materials for both the physical and social environments that help identify, describe, and measure 558 

through client self-report the extent to which various environmental features are seen as a 559 

problem or barrier to participation. In this manner, the clinician can quickly see which 560 

environmental features are the largest problem, can have a quantitative measurement of baseline 561 

status, and can then use these data to formulate corresponding goals to target the areas of 562 

environmental modification that are of greatest concern or might have the greatest impact on 563 

participation. Clearly, conversations about key communication partners may be delicate, and 564 

clinicians need to consider if and how to include other stakeholders in these assessments.  565 

 Writing goals targeting the communication environment. 566 

When writing goals that target environmental modification, and when planning 567 

intervention, we are mindful that the client may have limited control over some environments 568 

(e.g., noise in a restaurant, lack of pictures on a restaurant menu). We should counsel the client to 569 

work on reducing environmental barriers to communication for which there is a reasonably good 570 

potential to have some influence, but still we cannot guarantee that we can resolve or remove the 571 

environmental barriers because some issues may be beyond the client’s influence. There may be 572 

several ways to approach writing goals to reflect this. One option is to target a reduction of the 573 
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problem per the client’s report such as in the following goal: “Client will report that the extent to 574 

which background noise interferes with communication in the targeted situation of conversations 575 

at knitting club is 2 or lower (scale 0 – 5 with 0 = no interference and 5 = extreme interference) 576 

by the end of 3 weeks.” Another option is to focus on helping clients develop and implement 577 

strategies for managing the environment, even if those strategies do not fully resolve the 578 

problem. A goal of this nature would be: “Client will implement a minimum of three strategies 579 

focused on reducing background noise in the targeted situation of communication at knitting club 580 

over the next three weeks.” Regardless of whether or not the strategies are optimally successful, 581 

through the process of developing and attempting the modifications, the client is learning skills 582 

that may lead to future improvements in or strategies for reducing environmental barriers. Note 583 

that when writing goals addressing the social environment, rarely do we write goals in which the 584 

communication partner is the subject of the goal because most goals need to be written from the 585 

perspective of the client. However, in some situations, goals may expressly target behavior 586 

change for communication partners, particularly for children with communication disorders or 587 

for adult clients who are highly dependent on family or others for communication supports.   588 

Intervention addressing environmental modifications. 589 

Intervention to address the environment might take several approaches. One important 590 

approach is disclosure to and education of communication partners in the client’s targeted 591 

situation (W. Murphy, Yaruss, & Quesal, 2007; Trichon & Tetnowski, 2011). The clinician may 592 

work with the client (and possibly key communication partners) to practice and implement these 593 

strategies. SLPs also play a very important role in terms of helping to generate flexible and 594 

creative ideas for other ways that clients can gain better access to places and situations through 595 

modifications of those settings, or by clients’ leveraging of tools, resources, or other facilitative 596 
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aspects of the environment. A key recommendation here that makes environmental modification 597 

part of therapy is that the SLP should remain engaged with the client at every step of planning 598 

and implementing environmental modifications. This does not mean handing the client a list of 599 

possible strategies and leaving the client to possibly flounder with implementing them on their 600 

own. Many clients will not feel comfortable with self-advocacy or other steps needed for 601 

environmental modification. As part of therapy sessions, SLPs can help clients explore, 602 

formulate, and implement strategies – and follow up with further problem solving. SLPs may 603 

want to adapt approaches such as those used in self-management health programs for coaching 604 

and supporting clients (Lorig & Holman, 2003; Yorkston, Baylor, & Britton, 2017a).  605 

Before leaving this section on the environment, it is worth pausing to reflect further on 606 

the reciprocal nature of the social environment, particularly in the context of communication 607 

disorders because communication inherently involves interactions among people. In this section 608 

we have discussed how family, friends, co-workers, teachers, and others form the social 609 

environment for the client; and how optimizing participation outcomes for the client may involve 610 

making efforts to improve the actions and behavior of the people around them. Likewise, 611 

however, the client is part of the social environment for these other individuals. Close family 612 

members such as parents, spouses or partners, children, and others may experience challenges 613 

associated with living with and/or caring for someone with a communication disorder. The WHO 614 

ICF refers to this impact of a family member’s health condition on an individual as third party 615 

disability. Evidence is emerging documenting the third party disability that families may 616 

experience as a result of their loved one’s difficulties with communication (Grawburg, Howe, 617 

Worrall, & Scarinci, 2013; Mach, Baylor, Hunting Pompon, & Yorkston, 2019). Similar 618 

literature is available relevant to families of children with disabilities that are often associated 619 



28 
 

with communication disorders (Abbeduto et al., 2004; Estes et al., 2009; Guillamon et al., 2013; 620 

N. Murphy et al., 2011; N. Murphy, Christian, Caplin, & Young, 2007; Namkung, Greenberg, 621 

Mailick, & Floyd, 2017). This is important for clinicians to recognize and address. Family 622 

members likely experience stress associated with increased caregiving burden, additional roles 623 

and responsibilities at home, financial strain, and loss of emotional closeness with the client. 624 

Placing further responsibilities on family members to learn new accommodations for the person 625 

with the communication disorder may compound that stress further. A holistic approach to 626 

improving life participation for the client must therefore consider the impact on family or other 627 

individuals close to the client, and must provide relief for their needs as well using family-628 

centered approaches to therapy (Stone, 1992). 629 

Personal perspectives 630 

Returning to Figure 2, the remaining component to be considered for its role in shaping 631 

communicative participation is personal perspectives, which is re-interpreted from the personal 632 

factors component of the WHO ICF. In this component, clinicians are reminded of the critical 633 

importance of understanding the many unique characteristics that shape individual responses to 634 

living with a communication disorder (Huber, et al., 2010). This is where each client represents 635 

the intersection of the many cultures to which they belong – cultures that may reflect ethnicity, 636 

geography, spirituality, gender identity, family make-up and roles, education and occupation, 637 

hobbies and interests, etc. In this category we also consider how each individual approaches their 638 

experiences in terms of their life views, coping mechanisms, and priorities and values. Certainly, 639 

when it comes to personal factors, there are many aspects of an individual that we could not nor 640 

should not seek to change. Respect for the individual is paramount. However, there are likely 641 

areas within this domain where we can be of help. 642 

Assessing personal perspectives  643 
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Fear, anxiety, self-consciousness, or a host of other emotional reactions to a 644 

communication disorder or difference may contribute to a client’s withdrawal from life 645 

situations, and thus warrant attention in and of themselves as a focus of intervention (Flasher & 646 

Fogle, 2011; Holland & Nelson, 2013; Riley, 2002). Resilience and other coping mechanisms 647 

may improve communicative participation even in the context of ongoing impairment. One such 648 

construct that has been receiving increased attention is self-efficacy. Self-efficacy refers to the 649 

confidence or belief a person has that they can accomplish a task (Bandura, 1977). Self-efficacy 650 

may contribute to communicative participation (Boyle, Beita-Ell, Milewski, & Fearon, 2018), 651 

and may be related to favorable intervention outcomes in communication disorders (Babbitt & 652 

Cherney, 2010; Bray, Kehle, Lawless, & Theodore, 2003; Gillespie & Verdolini Abbott, 2011; 653 

Hinckley, 2006). Measures related to this construct are emerging such as the Communication 654 

Confidence Rating Scale for Aphasia (CCRSA) (Babbitt, Heinemann, Semik, & Cherney, 2011) 655 

or the Self-Efficacy Scale for Adult Stutterers (SESAS) (Ornstein & Manning, 1985). However, 656 

given the range of other possible personal perspectives or emotional reactions that may warrant 657 

attention, and the likelihood that there may not be a published measure for many issues that SLPs 658 

need to assess, clinicians will likely continue to rely on non-standardized methods to measure 659 

personal perspectives. SLPs may identify the most salient feelings a client is experiencing 660 

through a qualitative interview, and then use those client-identified terms to form self-anchored 661 

rating scales to quantify the construct as described above (see Appendices for examples). Or, the 662 

clinician may create a handful of self-anchored scales asking the client to rate different feelings 663 

about their communicative participation to find the construct that seems to resonate most with 664 

the client. The key is to measure a highly relevant perspective for the client so that it is more 665 

likely to guide intervention to meaningful issues, and to be sensitive to change with intervention. 666 
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Caution may be warranted about using general PROs related to constructs such as quality of life. 667 

While these are important constructs, many of the general health measures may be too broad in 668 

their scope to be sensitive to changes in one communication situation for the client. 669 

Writing goals for personal perspectives. 670 

Writing goals for personal perspectives may be very similar to writing goals for 671 

environmental modifications as described above. Goals may target improvement in how the 672 

client feels about their participation, implementation of targeted strategies, or other approaches. 673 

Most personal perspective goals will likely rely heavily on patient-reported outcomes since they 674 

are about the feelings and viewpoint of the client. A good place to start with writing goals is to 675 

use  the measurement scale from the assessment as an effective way to link assessment, 676 

intervention, and outcomes documentation. This is assuming that the construct that was 677 

evaluated in the assessment captures a personal perspective, feeling, or attitude with which the 678 

client identifies and wants to change. Many feelings and attitudes can be targeted, but if it is not 679 

something that is relevant to the client, the construct will not be sensitive to change, nor will any 680 

change be meaningful. Thus goals should be phrased using terms with which the client can 681 

identify.  For example, a young teen is not likely to use a clinically-sounding term such as “self-682 

efficacy” in their vocabulary, but will more likely report that they “feel weird” about doing 683 

something. Careful, supportive interviewing by the clinician may help to operationalize “feeling 684 

weird” in the client’s terms, and those terms can then be incorporated into both assessment 685 

ratings and corresponding goals related to personal perspectives. As an illustration, perhaps a 686 

teen with a reading impairment reports that they feel weird at school because their school 687 

requires group class work, and the client is afraid they will “stand out as being different” because 688 

of their challenges with reading. Perhaps the goal for that client is as follows: “The client will 689 
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report that they feel that they stand out in a negative way due to reading difficulties in group 690 

academic activities at a level of 4 or lower on a 0-10 scale (0 = I don’t feel I stand out at all; 10 = 691 

I stand out way too much) by the end of 10 weeks.” Another example of a personal perspectives 692 

goal might address implementation of coping strategies. An adult client with disfluency may 693 

experience feelings of anxiety or nervousness before entering their target situation of daily team 694 

meetings at work. One aspect of their intervention might include implementing calming 695 

strategies such as self-talk or focused breathing before entering the situation. A goal for this 696 

approach might be: “The client will report implementing strategies designed to calm situational 697 

anxiety (focused breathing techniques) in at least three different team meetings at work in the 698 

next two weeks.” 699 

Intervention for personal perspectives. 700 

When approaching interventions for personal coping, we should never assume that the 701 

emotional experiences of a communication disorder are commensurate with the degree of 702 

physical impairment. Furthermore, SLPs cannot ignore the emotional challenges and simply 703 

hope they will resolve by doing more speech and language drills. Even if a complete recovery 704 

from the impairment is likely, clients still have to manage the inevitable fear, distress, and 705 

concerns that arise during their recovery and that might linger thereafter. Take, for instance, a 706 

vocal performer who has vocal fold nodules. While nodules are a highly treatable condition, the 707 

diagnosis of nodules is often very distressing, particularly for professional voice users. Even 708 

after the nodules are fully resolved, these clients may be left with residual anxiety of the 709 

possibility of nodules recurring in the future, thus impacting their willingness to participate in a 710 

variety of communication situations. We need to attend to these highly personal concerns 711 
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directly – and we need to document the immense value of our work in this area to stakeholders 712 

by writing goals and measuring outcomes that guide our work and clarify our impact.  713 

The types of intervention to address personal perspectives will be highly individualized. 714 

There are many references available to assist clinicians with our long-established role of 715 

integrating counseling into intervention (Flasher & Fogle, 2011; Holland & Nelson, 2013; Riley, 716 

2002). Techniques such as motivational interviewing (Behrman, 2006; Rollnick & Miller, 1995) 717 

and self-management (Lorig & Holman, 2003; Yorkston, et al., 2017a) are additional examples 718 

of resources that clinicians may use in all aspects of participation-focused intervention.  719 

Clinical Implications 720 

The purpose of this manuscript is to provide one possible framework with a concrete 721 

organizational structure, assessment ideas, and examples of goals and interventions to assist 722 

SLPs in translating theoretical biopsychosocial, person-centered constructs into tangible clinical 723 

practices. In the framework in Figure 2, the intervention planning process starts with first 724 

identifying a specific communicative participation situation that is important to the client to 725 

change, assessing participation in that situation, and then writing a corresponding participation-726 

focused goal. Following that, assessments are conducted and goals are established as warranted 727 

in each of the areas of communication skills, physical and social environments, and personal 728 

perspectives. Conducting assessments and writing goals specifically for each of these areas 729 

allows for needs to be identified and progress to be demonstrated separately in each element that 730 

contributes to participation. This is helpful in situations where progress might be more rapid in 731 

some areas than others. For example, a client and clinician might notice that while impairment is 732 

improving rapidly, overall participation is not – and that might align with lack of improvement in 733 

environmental accessibility or personal perspectives – thus perhaps identifying the need to 734 

increase intervention efforts in one of these areas. Attention to each element separately holds the 735 
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team accountable for exploring and addressing each relevant component that contributes to 736 

participation outcomes, while the overall participation goal ensures verification that the elements 737 

have indeed come together to culminate in the ultimate outcome of improved participation. 738 

Many clinicians are already weaving person-centered, biopsychosocial elements into their 739 

sessions with clients. The question we ask here is if clinicians are making their work in each of 740 

these elements part of their formal assessment, documentation, and intervention processes? If we 741 

do not systematically assess, write goals for, measure outcomes of, and document our work in 742 

each area of communication skills, environmental factors, and personal perspectives related to 743 

life participation, we run a very high risk of not identifying critical areas where we could be of 744 

service to clients, of not being as helpful to our clients as we could be, and of not making it 745 

abundantly clear to other stakeholders such as referral and funding sources how valuable our 746 

work is with clients in terms of the breadth and depth of how we can bring meaningful changes 747 

to client’s lives. If we do not do these things in a value-driven healthcare environment, we may 748 

be undermining the value we bring to our clients as well as how we prove the value of our 749 

services to stakeholders. We may be selling our profession, and our clients short. 750 

 In considering a participation-focused framework such as the one proposed in this 751 

manuscript, several questions related to clinical practice might arise. Are some of these factors 752 

such as environmental and personal factors within our scope of practice? Are they within our 753 

domain of ‘skilled services’ warranting reimbursement? We would argue not only for the 754 

importance of taking a participation-focused approach, but that a truly comprehensive and 755 

holistic approach demands the skilled services of SLPs. Our profession (along with audiology) 756 

has long been recognized as the experts in communication disorders, and that includes all aspects 757 

of communication disorders – the physical impairment as well as the environmental and personal 758 
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factors. Clearly there are boundaries to our scope of practice, but that does not negate the 759 

importance of our role as holistic providers caring for a diverse range of issues related to living 760 

with a communication disorder. However, if we want recognition for this holistic work, if we 761 

want to be called on to do more of this important work, and if we want to be reimbursed for that 762 

work, we need to make evident to all stakeholders through the formal mechanisms of our goals 763 

and outcomes data, the wide-reaching and profound impact we can and do have in clients’ lives.  764 

 Successful implementation of participation-focused intervention would ideally be 765 

supported by more than frameworks and guidelines. First, future research, including research that 766 

follows the principles of implementation science (Olswang & Prelock, 2015), evidence-based 767 

practice (Sackett, Straus, Richardson, Rosenberg, & Haynes, 2000), and practice-based research 768 

(Crooke & Olswang, 2015) is needed to contribute to the evidence base regarding the efficacy 769 

and effectiveness of intervention approaches such as this. Second, SLPs need additional 770 

resources to implement the diverse and creative therapy approaches required to help clients 771 

achieve their maximal possible outcomes. These resources include training, assessment and 772 

intervention materials, and funding support. Logistical aspects of clinical services such 773 

scheduling, session length, treatment location, and other features of treatment also need to be 774 

more flexible to implement patient-centered approaches. Some programs, largely in university 775 

clinics or freestanding community clinics, have been able to exercise that flexibility to initiate 776 

group programs, centers, and other community programs (Byrd et al., 2016; Elefant, Baker, 777 

Lotan, Lagesen, & Skeie, 2012; Elman, 2016; Glista & Pollens, 2007; Mackenzie, Paton, Kelly, 778 

Brady, & Muir, 2012; Ross, Winslow, & Marchant, 2006; Shih et al., 2012; N. Simmons-Mackie 779 

& Holland, 2011). However, we would argue that while these are highly beneficial, 780 

participation-focused intervention does not require groups and centers. Even if SLPs are 781 
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constrained to short sessions within the four walls of their one-on-one treatment rooms, they can 782 

still pursue an intervention path that starts with asking each client, “What is your most important 783 

conversation?”  784 

  785 
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Figure Captions 1221 

 1222 

Figure 1. 1223 

The traditional framework for the World Health Organization’s International Classification of 1224 

Functioning, Disability, and Health (WHO ICF) (World Health Organization, 2001). 1225 

 1226 

Figure 2. 1227 

The elements of the ICF are re-organized into a participation-focused framework. In Figure 2, 1228 

communicative participation is the central focus. As such, clinicians are urged to consider 1229 

participation first and foremost. They do this by working together with their clients to first 1230 

develop goals for participation for specific situations identified by the client and other key 1231 

stakeholders as most important to address. This is followed by developing goals for 1232 

communication skills, communication environment, and personal perspectives which support the 1233 

primary participation goal. The circular nature of the figure is intended to represent that there is 1234 

not an inherent hierarchy among communication skills, communication environment, and 1235 

personal perspectives, but that all warrant commensurate consideration and may influence each 1236 

other. The porous border between communicative participation and the surrounding elements is 1237 

intended to represent the frequent interactions among these elements and the flow of influences 1238 

back and forth. 1239 

 1240 

 1241 

 1242 

 1243 
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 1244 

Appendix A 1245 

Adult Example 1246 
 1247 

Client background: Susanna is a 38 year-old female with vocal nodules who works full-time as 1248 
a team-lead in a technical field. She works in an open floor plan office environment.  1249 

 1250 

Step 1: Assess baseline overall communicative participation  1251 
Susanna’s score on the general short form of the Communicative Participation Item Bank (CPIB) 1252 
was T=55. The maximum possible score on this short form, indicating no interference with 1253 
participation is T = 71, so this client is scoring approximately 1.5 SD lower than a typical adult 1254 

reporting no communicative participation restrictions. 1255 
 1256 

Step 2: Select a specific situation to target in intervention  1257 
Susanna wants to work on participation in social conversations with colleagues at work (going 1258 
out to lunch, visiting on breaks, etc.). She reports that she is getting by ok with required work 1259 

communication, but tends to hold back more than she would like from social communication 1260 
with colleagues at work. She would like to change that, particularly because she sees connecting 1261 
with her team members on a social basis at work as important to her success as a team lead. 1262 

 1263 

Step 3: Measure baseline participation in the chosen situation and write participation-1264 
focused goals 1265 
 1266 
Example of baseline measurement using Goal-Attainment Scaling (client’s response is circled) 1267 

 1268 

+2 
I don’t feel as if I’m holding back at all from social communication at work. I 

feel included and I genuinely enjoy it. 

+1 
I engage in most social interactions at work that would typically would. I 

enjoy them more than not, but still hold back and am not entirely comfortable. 

0 

I engage in social situations that I feel I ‘have to’ or that are really important, 

but others that I might enjoy I still avoid. I’m mostly involved but not entirely. 

While I don’t particularly enjoy the situations, they are not miserable. 

-1 
Social interactions at work make me nervous and uncomfortable. I avoid most 

of them unless it is going to be really obvious or hurtful to someone if I avoid 

them. These interactions are a ‘duty’ but not enjoyable because I feel stressed. 

-2 

I avoid all social interaction at work that I possibly can, even if it risks 

offending other people. I feel miserable when I think about social interactions 

because of feeling nervous and self-conscious.  

 1269 

Goal: Client will report that she is at the “+1” level on her goal-attainment scale (see above) 1270 
representing that she is engaging in most of her highly-valued social communication situations at 1271 
work with a moderate level of comfort by the end of 10 weeks. 1272 

 1273 
Step 4: Measure baseline communication skills in the chosen situation and write skills-1274 
based goals 1275 
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 1276 
Baseline measurement and data: As part of a comprehensive diagnostic voice evaluation, the 1277 
client’s voice quality was rated using the Consensus Auditory Perceptual Evaluation of Voice 1278 
(CAPE-V) (Kempster, Gerratt, Verdolini Abbott, Barkmeier-Kraemer, & Hillman, 2009). This 1279 

involves a 100-mm visual analog scale (0 = normal; 100 = severely impaired). Overall voice 1280 
quality (rated by SLP) = 62, roughness = 45, breathiness = 55, strain = 50, pitch (low) = 25, and 1281 
loudness (too quiet) = 35. 1282 

 1283 
Goal: Client will demonstrate all aspects of voice quality at an SLP-judged rating of 15 or lower 1284 

on the CAPE-V protocol by the end of 12 weeks. 1285 

 1286 
Step 5: Measure baseline environmental barriers in the chosen situation and write relevant 1287 

goals for environmental modifications 1288 
 1289 
Baseline measurement and data: 1290 

 1291 
Physical Environment: This table reflects client report and is completed via interview. 1292 

Environmental 

Feature 
What works well? 

What does NOT work 

well? 

How much of a 

problem is this per 

client report? 

(0 = none; 5 = extreme) 

Noise 

Noise is usually lower if 

we go during non-

traditional lunch hour. 

When it is my turn to 

choose the restaurant I 

always choose the quietest 

one I know.  

Most restaurants we go to 

are so noisy that I often 

just can’t be heard. 

0     1     2     3     4     5 

Space  

(large rooms; 

outside) 

When I sit in the middle of 

the table – kind of the 

center – I feel I can be 

heard better than if I am 

way at one end.  

When we have one really 

large table and I am at a 

far end, people at the 

other end often cannot 

understand me. 

0     1     2     3     4     5 

Phone 
Not relevant to this 

situation  

 
0     1     2     3     4     5 

Other 

technology 

(automated 

phone systems, 

drive-through 

intercoms, etc.) 

Not relevant to this 

situation other than when 

it is my turn to make the 

reservation. Most 

restaurants use online 

reservations so I don’t 

have to call.  

 

0     1     2     3     4     5 
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Being able to 

see / be seen by 

communication 

partners  

(different 

rooms) 

When people watch me 

when I am talking I think 

it works better – I try to 

use gestures and facial 

expression to help convey 

my message.  

This is not a huge issue 

except when the food 

comes and people are 

paying attention to their 

plates instead of looking 

at who is talking, I think 

people understand me 

less well. 

0     1     2     3     4     5 

Things I need to 

read 

(computer, 

textbooks, etc.) 

Not relevant to this 

situation.   

  

0     1     2     3     4     5 

Things I need to 

write 

(forms, emails) 

Not relevant to this 

situation   

  

0     1     2     3     4     5 

 1293 
Social Environment: This table reflects client report and is completed via interview. 1294 

Person 
How do they help with 

communication? 

What is NOT helpful 

for communication? 

How much of a 

problem is this per 

client report? 

(0 = none; 5 = extreme) 

Everyone 

Co-workers know that in 

general I’m having 

problems with my voice 

and when I seem reluctant 

to go to lunch with them, 

they always encourage me 

to come along. They are 

friendly and supportive in 

a general way. 

 While they are generally 

supportive, they don’t 

really pay attention to 

my voice problems in the 

situation – meaning they 

don’t seem to be aware 

that they should or could 

change anything. 

0     1     2     3     4     5 

 Everyone 

  It is a lively group. 

Conversations are 

usually fast-paced and 

loud. These are not quiet, 

shy people!  

0     1     2     3     4     5 

Kayla and 

Micah 

 They tend to dominate 

the conversations. They 

interrupt frequently so it 

kind of feels like ‘verbal 

combat’ sometimes.  

0     1     2     3     4     5 
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Alejandra 

She seems to ‘get it’ in 

terms of being aware of my 

problem more than anyone. 

Often if we end up sitting 

together, she and I will just 

visit and she kind of has 

this attitude of ‘ignore 

everyone else if they are 

difficult – let’s just visit.’ 

 

0     1     2     3     4     5 

 1295 
Goals (2 examples as options): 1296 
1. Client will implement two strategies to educate communication partners about her 1297 

communication needs in social situations at work by the end of 4 weeks. 1298 
 1299 

2. Client will report that the extent to which group dynamics (talking over each other; fast 1300 
conversations) interfere with her participation in conversations in social situations at work is at a 1301 

level of 2 or lower (scale 0–5 with 0 = no problem; 5 = extreme problem) by the end of 4 weeks. 1302 
 1303 

Step 6: Measure baseline relevant coping constructs in the chosen situation and write goals  1304 
 1305 
Baseline measurement and data: Susanna reports feeling very nervous about social interactions at 1306 

work. She feels her nerves might be as much of an issue holding her back as her actual voice 1307 
quality. We captured her baseline level through the following scale (client’s response is circled): 1308 

 1309 

How nervous do you feel about communicating in social activities at work (such as office 1310 

lunch outings)? 1311 
 1312 

Not at all          Very 1313 
nervous         nervous 1314 
0  1  2  3  4  5  6  7  8  9  10 1315 

 1316 
 1317 
Goals (2 examples as options): 1318 

1. Client will report experiencing a level of nervousness about communicating in social 1319 
interactions in work settings as a 3 or lower (scale of 0 – 10; 0 = not at all nervous; 10 = very 1320 
nervous) by the end of 6 weeks. 1321 

 1322 

2. Client will report implementing calming strategies (deep breathing, refocusing, self-talk) on at 1323 
least four occasions in social conversations at work by the end of 2 weeks. 1324 

 1325 

  1326 
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Appendix B 1327 
Teen Example 1328 

 1329 
Client background: Sam is a 14-year-old female with dysarthria due to cerebral palsy. Sam 1330 

recently transitioned to a new school at the start of 9th grade. Sam’s parents have requested a 1331 
speech evaluation as they are concerned about a perceived decline in speech intelligibility 1332 
following a large growth spurt this summer. Sam’s parents report that Sam seems socially 1333 
isolated and lonely since starting high school. They believe this is due to Sam’s speech 1334 
intelligibility. Sam has a history of speech therapy, but has not received services in several years.  1335 

 1336 
Step 1: Assess baseline overall communicative participation 1337 
Although Sam’s parents are key stakeholders, Sam is the expert and should be consulted. Using 1338 

the Speech Participation and Activity Assessment of Children (SPAA-C) (McLeod, 2004) as a 1339 
guide for an interview, you learn that Sam is not concerned about her speech. Sam recognizes 1340 
that her speech has gotten worse recently, but she does not believe that her speech impacts her 1341 

ability to be social. Sam states that her primary barrier to successful communication is her ability 1342 
to type, text, and write (i.e., fine motor skills). This makes schoolwork and keeping in touch with 1343 

friends outside of school difficult. Sam has also stopped participating in organized activities 1344 
outside of school (e.g., sports) due to the increased academic demands of high school.  1345 
 1346 

Step 2: Select a specific situation to target in intervention 1347 
Sam would like to be more involved in conversations with her friends outside of school. Sam and 1348 

her friends use text based messaging apps to communicate outside of school. Because of her fine 1349 
motor skills, Sam responds slowly and has difficulty keeping up with the conversation.  1350 

 1351 

Step 3: Measure baseline participation in the chosen situation and write participation-1352 

focused goals 1353 
 1354 
Baseline method of measurement and data:  1355 

 1356 
Example using a Likert scale (Sam’s responses are circled): 1357 

 1358 
How satisfied are you with your involvement in conversations with your friends outside 1359 

of the school setting (regardless of mode of communication)? 1360 
 1361 
Not at all          Very 1362 
 satisfied         satisfied 1363 

0  1  2  3  4  5  6  7  8  9  10 1364 
 1365 
Goals:  1366 

1. Sam will report a level of satisfaction with communicative participation conversations with 1367 
friends outside of the school setting (regardless of the mode of communication) as an 8 or higher 1368 
on a scale of 0 – 10 (with 0 = not at all satisfied and 10 = very satisfied) by the end of 10 weeks. 1369 
 1370 
2. Using talk-to-text software, Sam will initiate conversations via text message with a friend on 1371 
three separate occasions by the end of three weeks. 1372 
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Step 4: Measure baseline communication skills in the chosen situation and write skills-1373 
based goals 1374 
 1375 
Baseline method of measurement and data: Sam’s speech intelligibility per the Test of Children’s 1376 

Speech (TOCS+; (Hodge & Daniels, 2009) is 85% intelligible in sentences. When the TOCS+ is 1377 
replicated with listeners rating in the context of background environmental noise (simulating a 1378 
noisy community setting), sentence intelligibility drops to 70%. During a trial of talk-to-text 1379 
software, Sam’s intelligibility deficits result in transcription errors 60% of the time.  1380 

 1381 

Goal: Using clear speech strategies, Sam will compose at least 5 messages via talk-to-text 1382 
software that are each 85% accurate by the end of six weeks. 1383 

 1384 

Step 5: Measure baseline environmental barriers in the chosen situation and write relevant 1385 
goals for environmental modifications 1386 
 1387 
Baseline method of measurement and data: 1388 

 1389 
Physical Environment: This table reflects Sam’s report and is completed in an interview. 1390 

Environmental Feature What works well? 

What does 

NOT work 

well? 

How much of a 

problem is this per 

client report? 

(0 = none; 5 = extreme) 

Noise 
Not relevant to this 

situation. 

 
0     1     2     3     4     5 

Space  

(large rooms; outside) 

Not relevant to this 

situation. 

 
0     1     2     3     4     5 

Phone 
We don’t not talk on the 

phone. We only text. 

 
0     1     2     3     4     5 

Other technology 

(automated phone 

systems, drive-through 

intercoms, etc.) 

 Siri never 

understands me. 
0     1     2     3     4     5 

Being able to see / be seen 

by communication 

partners  

My friends and I do not 

video message. We only 

text. 

 

0     1     2     3     4     5 

Things I need to read 

(computer, textbooks, etc.) 

Not relevant to this 

situation.   

  
0     1     2     3     4     5 

Things I need to write 

(forms, emails) 

NOTHING! EVERYTHING!  
0     1     2     3     4     5 

 1391 
Social Environment: This table reflects Sam’s report and is completed in an interview. 1392 
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Person 

How do they 

help with 

communication? 

What is NOT helpful for 

communication? 

How much of a 

problem is this per 

client report? 

(0 = none; 5 = extreme) 

Everyone 

 My friends don’t 

know that it is hard 

for me to text. They 

just think I am too 

busy to talk.  

Everyone types so fast during 

group texting. Once I have 

written a response to a comment, 

that conversation is over and my 

response doesn’t make sense. 

0     1     2     3     4     5 

 1393 
Goals: 1394 
1. Sam will implement two strategies to educate friends about her communication needs when 1395 

texting by the end of 3 weeks (e.g. Sam texting a single character to let friends know to wait 1396 
while she composes a message; friends ask if she has something to add before they close a chat). 1397 

 1398 

2. Sam will rate the negative impact of her inefficiency in texting on participation in 1399 
conversations with friends at a level of 2 or lower (scale 0-5 with 0 = no problem; 5 = extreme 1400 

problem) by the end of 6 weeks because of use of smartphone supports such as word prediction. 1401 
 1402 

Step 6: Measure baseline relevant coping constructs in the chosen situation and write goals  1403 
 1404 
Baseline method of measurement and data: To assess Sam’s personal views of her skills in oral 1405 

communication vs. written communication, you might capture her baseline level through the 1406 
following scales (Sam’s response is circled): 1407 

 1408 
How confident are you in your ability to communicate using speech? 1409 
 1410 

Not at all          Very 1411 
confident                confident 1412 

0  1  2  3  4  5  6  7  8  9  10 1413 
 1414 
 1415 

How confident are you in your ability to communicate using writing / texting? 1416 
 1417 
Not at all          Very 1418 
confident                 confident 1419 

0  1  2  3   4  5  6  7  8  9  10 1420 
  1421 
Goals: 1422 
1. Sam will report experiencing a confidence level of 8 or higher (scale of 0 – 10; 0 = not at all 1423 
confident; 10 = very confident) when using oral communication with her friends outside of 1424 

school by the end of 6 weeks. 1425 
 1426 
2. Sam will report experiencing a confidence level of 7 or higher (scale of 0 – 10; 0 = not at all 1427 
confident; 10 = very confident) when using written / text communication with her friends outside 1428 
of school by the end of 6 weeks. 1429 
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Appendix C 

Child Example 

 

Client background: Our client is a 7-year-old male, Hector, with developmental language 

disorder and suspected dyslexia. 

 

Step 1: Assess baseline overall communicative participation 

Using the Speech Participation and Activity Assessment of Children (SPAA-C) (McLeod, 2004) 

as a guide for the interview, Hector’s teacher reports that Hector rarely, if ever, voluntarily 

communicates with peers at school, and he often appears withdrawn during classroom activities. 

When Hector does attempt to participate, communication breakdowns happen frequently. At 

these times, Hector becomes frustrated and acts aggressively. Hector’s teacher has noticed that 

Hector’s self-confidence in his reading ability has decreased to the point that he now refuses to 

try to read independently. Hector reports that he feels sad about his ability to communicate in 

classroom activities via the SPAA-C child form that allows users to answer by pointing to a 

smiley face, a neutral face, or a sad face.  

 

Step 2: Select a specific situation to target in intervention (replicate this process for other 

situations) 

During the interview, Hector reports that his favorite classroom activity is when his teacher reads 

aloud to the students during daily story time. Hector likes listening to stories, but states that his 

teacher reads too fast and it is hard to participate in the class discussion about the story because 

the other students answer questions so quickly. Hector’s teacher agrees that story time is the time 

that Hector is most likely to attempt to participate. Given the frequency of communication 

breakdowns, this is often the time he is most likely to act aggressively towards other students.  

 

Step 3: Measure baseline participation in the chosen situation and write participation-

focused goals 

 

Baseline method of measurement and data:  

Example using Goal-Attainment Scaling (Hector’s teacher’s response is circled): 

 

+2 

Hector participates during story time with minimal prompting, and 

communication breakdowns are infrequent. Hector is able to manage his 

frustration by using communication repair strategies with minimal reminders. 

+1 

Hector participates during story time with minimal prompting, but 

communication breakdowns are frequent. Hector is able to manage his 

frustration by using communication repair strategies with minimal reminders. 

0 

Hector participates during story time with moderate prompting. 

Communication breakdowns are frequent. Hector only utilizes communication 

repair strategies with reminders and prompts, but his frustration is low during 

communication breakdowns and he does not aggressively towards students. 

-1 

Hector participates during story time with moderate prompting. 

Communication breakdowns are frequent. Hector only uses communication 

repair strategies with reminders and cues. Hector is highly frustrated during 

communication breakdowns, but does not act aggressively towards students.   
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-2 
Hector rarely participates during story time. When he does, communication 

breakdowns are frequent. Hector does not use any communication repair 

strategies. He becomes highly frustrated and aggressive towards students. 

 

Goals:  

1. Hector’s teacher will report a level of 0 or higher on the goal-attainment scale by the end of 10 

weeks indicating that he is participating in story time with moderate prompting and using repair 

strategies with cues in that situation with a low level of frustration and no aggressive behaviors. 

 

2. Hector will indicate that he was happy while participating in story time by pointing to a happy 

face (rather than a neutral or sad face) after 6 out of 10 story time sessions by the end of 10 

weeks. 

 

Step 4: Measure baseline and write any relevant goals for communication skills 

Baseline method of measurement and data: The Test of Integrated Language and Literacy Skills 

(TILLS) is a norm-referenced test that is valid for the identification of language and literacy 

disorders (Nelson, Plante, Helm-Estabrooks, & Hotz, 2016). Using the Identification Core score 

for 6- to 7-year-olds, Hector’s score of 19 is consistent with the presence of a language/literacy 

disorder. In order to participate in class room story time, you decide to target both a language 

comprehension goal and a language formulation goal. 

 

Goals:  

1. Hector will answer “where” questions by pointing to the correct object in a picture book 85% 

of naturally occurring opportunities in 2 story-telling / joint reading sessions with the clinician 

with minimal cueing by the end of 4 weeks.  

 

2. Hector will demonstrate correct verbal use of prepositions (‘beside,’ ‘under’ etc.) in 8 out of 

10 opportunities during picture description tasks with the clinician with minimal cueing by the 

end of 4 weeks.  

 

Step 5: Measure baseline and write any relevant goals for environmental modifications 

 

Baseline method of measurement and data: 

 

Physical Environment: This table reflects input from Hector and Hector’s teacher as well as 

SLP observation. 

Environmental 

Feature 
What works well? 

What does NOT work 

well? 

How much of a 

problem is this per 

client report? 

(0 = none; 5 = extreme) 

Noise 

Hector is able to 

attend to the story 

when only the teacher 

is speaking. 

Other students often 

interrupt or talk during 

story time. 
0     1     2     3     4     5 
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Space  

(large rooms; 

outside) 

Hector participates 

more frequently when 

given preferential 

seating (close to the 

teacher) during story 

time. 

Hector is distracted and 

withdrawn when he sits 

far away from the 

teacher during story 

time. 

0     1     2     3     4     5 

Phone 
Not relevant to this 

situation 

 
0     1     2     3     4     5 

Other 

technology 

(automated 

phone systems, 

drive-through 

intercoms, etc.) 

Not relevant to this 

situation 

 

0     1     2     3     4     5 

Being able to see 

/ be seen by 

communication 

partners  

(different rooms) 

When Hector can 

maintain eye contact 

with his 

communication 

partner 

The children are often 

looking at the teacher 

during story time and 

not at each other. If 

Hector is at the back of 

the story time circle, he 

has a harder time 

maintaining eye contact 

with the teacher. 

0     1     2     3     4     5 

Things I need to 

read 

(computer, 

textbooks, etc.) 

Picture books Chapter books with few 

pictures and little 

context for vocabulary  
0     1     2     3     4     5 

Things I need to 

write 

(forms, emails) 

Not relevant to this 

situation. 

 

0     1     2     3     4     5 

 

 

Social Environment: This table reflects input from both Hector and Hector’s teacher as well as 

SLP observation. 

Person 

How do they 

help with 

communication? 

What is NOT helpful 

for communication? 

How much of a problem 

is this per client report? 

(0 = none; 5 = extreme) 
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Hector’s 

teacher 

 She is aware that it 

is difficult for him 

to understand and 

reads at a good 

pace.  

  She often tries to finish 

Hector’s message for 

him because it takes so 

long for him to 

formulate an answer. 

0     1     2     3     4     5 

Alysia (student 

in class) 

Is very patient with 

Hector and always 

allows him to finish 

his thoughts. She 

never seems to have 

trouble 

understanding him. 

 

0     1     2     3     4     5 

Everyone 

 Students often talk over 

one another in an 

attempt to answer the 

teacher’s questions 

about the story first. 

Hector does not have 

time to formulate an 

answer before everyone 

else jumps in. 

0     1     2     3     4     5 

 

Goals: 

1. Hector will be given preferential seating (close to the teacher) in 4 out of 5 daily story time 

sessions in the classroom by the end of 1 week. 

  

2. Hector and his SLP will educate Hector’s teacher and peers about two listener-managed 

strategies (e.g., maintaining eye contact, allowing ample time to formulate and finish a message, 

etc.) that can be utilized when communicating with Hector by the end of 2 weeks.  

 

Step 6: Measure baseline and write any relevant goals for personal perspectives and coping 

 

Baseline method of measurement and data: Hector’s frustration related to his communication 

manifests in aggressive behavior towards other students. Hector’s teacher reports that he exhibits 

at least 2 aggressive behaviors during daily story time (~10 behaviors per week).  

 

Goals: 

1. Hector will exhibit 1 or fewer aggressive behaviors (as an indication of low frustration levels) 

during each daily story time per teacher report by the end of 2 weeks. 
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Figure 2. 



 

 

Structuring Intervention to Improve 
Communicative Participation 

 

The blank diagram below can be used by the clinician and client to create a visual guide for their plan by 

filling in the chosen communication situation and the relevant goals for each component of the diagram.  

The following pages provide a step by step guide that clinicians can use to document goals and data. 

This form may be reprinted for clinical use. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Step 1: Assess baseline overall communicative participation 
(Data from interview and patient-reported measures of satisfaction with communication in life 

situations) 

 

 

 

Step 2: Select a specific situation to target in intervention 
(Based on assessment of communication needs and client preferences) 
 
 
 
 
 
Step 3: Measure baseline participation in the chosen situation and write participation-focused goals 
 (Ideas include goal-attainment scaling or patient-reported Likert scale) 
 
 
 Baseline method of measurement and data: 
 
 
 
 
 
 Goal: 
 
 

 

Step 4: Measure baseline communication skills in the chosen situation and write skills-based goals 
 

Baseline method of measurement and data: 
 
 
 
 
 
 Goal: 
 
 
 
 
 
 



 

 

Step 5: Measure baseline environmental barriers in the chosen situation and write relevant goals for 
environmental modifications 
 

Baseline method of measurement and data: 
 
The physical environment: 

 

Environmental 
Feature 

What works well? 
What does NOT work 

well? 

How much of a problem 
is this per client report? 
(0 = none; 5 = extreme) 

Noise 

  

0     1     2     3     4     5 

Space  
(large rooms; 
outside) 

  

0     1     2     3     4     5 

Phone 

  

0     1     2     3     4     5 

Other technology 
(automated phone 
systems, drive-
through 
intercoms, etc.) 

  

0     1     2     3     4     5 

Being able to see / 
be seen by 
communication 
partners  
(different rooms) 

  

0     1     2     3     4     5 

Things I need to 
read 
(computer, 
textbooks, etc.) 

  

0     1     2     3     4     5 

Things I need to 
write 
(forms, emails) 

  

0     1     2     3     4     5 

 

  

0     1     2     3     4     5 



 

 

 

  

0     1     2     3     4     5 

 

  

0     1     2     3     4     5 

 
Communication Partners who influence participation: 
 

Person 
How do they help 

with communication? 
What is NOT helpful 
for communication? 

How much of a problem 
is this per client report? 
(0 = none; 5 = extreme) 

 

  

0     1     2     3     4     5 

 

  

0     1     2     3     4     5 

 

  

0     1     2     3     4     5 

 

  

0     1     2     3     4     5 

 
 
 Goals: 
 

 

 

 

 

 

 

 



 

 

Step 6: Measure baseline relevant personal perspectives in the chosen situation and write goals  
 

 

Baseline method of measurement and data: 
 
 
 
 
 
 Goals: 
 

 

 

 

 

 This process and document should be replicated for as many specific situations as the client wants to 

target in intervention. 



Guide for Structuring Intervention to Improve 

Communicative Participation 

 

This document is intended to serve as a shortened guide to the process of implementing a participation-

focused intervention program as described in the full article. Clinicians may also want to use the 

accompanying blank template on which they can fill out a participation-focused intervention diagram for / 

with the client and use the blank spaces to fill in assessment data, goals, and other information for each 

program element. 

 

 

Step 1: Assess baseline overall communicative participation 

 

Purpose: Using a rigorous outcomes measurement instrument to assess communicative 

participation provides a baseline to demonstrate treatment progress later and to capture the impact 

of your intervention as a whole. This will also help with identifying specific situations to target in 

intervention. 

 

Steps to take: There are many ways to assess participation, but a recommended starting point is 

to obtain a patient-reported measure of the extent to which communicative participation is 

satisfactory or restricted. This focus on a patient-reported outcome supports the importance of 

client-centered care. Choose one of the many patient-reported outcomes available for 

communication disorders, but look closely at the construct to ensure that it truly captures 

something related to the client’s satisfaction or dissatisfaction with communication and 

interactions in real-life situations. Not all patient-reported outcomes capture participation-related 

constructs. Questionnaires related to specific symptoms (e.g. self-rated speech quality) are not 

recommended here. Participation or quality of life instruments are more appropriate. For 

example, the Communicative Participation Item Bank (CPIB) captures patient report of 

restrictions in a variety of conversational situations for adults, and the Speech Participation and 

Activity Assessment of Children is an example for pediatric populations. If a published measure 

is not available, use a nonstandardized rating scale. 

 

Step 2: Select a specific situation to target in intervention (replicate this process for other 

situations) 

 

Purpose: Working on a specific communication situation may provide several benefits. First, this 

will hopefully produce meaningful changes in the client’s communicative participation. Second, 

working on a specific situation may help the client develop more concrete strategies than a vague 

approach to participation in general. Third, concrete skills and strategies developed effectively for 

one situation may help the client adapt or generalize these strategies to other situations. 

 

Steps to take: Based on interviews with the client and client responses to the patient-reported 

outcomes measure or nonstandardized rating scale used in the prior step, work with the client to 

choose a specific situation in which they would like to improve their participation. 

 

Step 3: Measure baseline participation in the chosen situation and write participation-focused goals 

 

Purpose: Measuring a pre-treatment baseline is critical for documenting later change in 

participation. This measure is different than the general participation measure above. This 

measure captures the baseline level and change for the specific situation you are going to address 

in intervention. Thus, this measure will be more sensitive to the intervention addressing this 

target, whereas the general participation measure above will likely capture a more holistic view of 



all aspects of an intervention program and the cumulative impact of your work across several 

situations. 

 

Writing a measurable and observable goal for participation in the situation will codify for all 

stakeholders the importance of participation as part of a therapy program and the role of the SLP 

in helping clients with these important goals. When a goal is written, it becomes a part of the 

therapy program. This now provides a specific targeted outcome against which to measure 

progress. Having a goal specifically addressing participation in the situation will provide a way to 

capture how various issues that you target in intervention converge to influence participation. 

Later in this process you will write goals for different specific elements of participation such as 

working on communication skills, environmental modifications, and personal coping. Those 

separate goals will be used to track progress in each of those areas separately. This goal targeting 

participation provides a mechanism to reflect how progress in each of these other areas converge 

for the overall outcome in terms of engagement in the communication situation.  

 

Steps to take: This is a great place to use goal-attainment scaling or self-anchored rating scales to 

create a hierarchy of goals for involvement in a specific situation. Another option is a simple 

client rating of satisfaction with involvement (or similar construct) in that situation. Use the same 

method of measurement for documenting progress towards the goal. 

 

Important Tip: This is NOT the place to evaluate or focus on communication skills such as 

speech intelligibility or language production. This is the place to measure broader involvement / 

inclusion / engagement in a communication situation. This is the big picture as to how satisfied 

the person is with interacting with people taking into account all aspects of the situation. The 

focus on communication skills comes later. 

 

Step 4: Measure baseline communication skills in the chosen situation and write skills-based goals 

 

Purpose: This is the area that incorporates much of our traditional work as speech-language 

pathologists (SLPs) in terms of helping clients improve their skills and abilities for 

communicating in the targeted life situation. This is the section to focus on speech intelligibility, 

voice production, language skills, use of compensatory strategies by the patient, and any other 

communication skills or abilities we might help the client develop. 

 

Steps to take: This is where most of our traditional assessments of speech, voice, or language 

function will occur. Goals will also resemble traditional skills-oriented goals, but keep them 

focused on the target situation. 

 

Intervention: The interventions here will draw heavily on our traditional skills-based 

interventions for improving speech intelligibility, cognitive-linguistic function, and clients’ use of 

strategies to improve their own communication abilities.  

 

Important tip: Any drills or exercises should work directly on the vocabulary, conversation 

topics, or other stimuli that would be used in the specific, targeted participation situation. 

 

 

Step 5: Measure baseline environmental barriers in the chosen situation and write relevant goals 

for environmental modifications 

 

Purpose: This section acknowledges that the communication environment can pose significant 

barriers to, or serve as significant facilitators of communicative participation. The environment 



may involve aspects of the physical environment (background noise, technology, layout of a 

setting), or the social environment (attitudes and reactions of communication partners). This 

section brings environmental modification into the official fold of intervention as an area that we 

will address to document our role in helping clients navigate environmental barriers, and to 

remind ourselves that this is an important component of a comprehensive approach to improving 

communicative participation. 

 

Steps to take: At the time of this document, there are few ‘formal’ measures of communication 

environments, and thus non-standardized assessments will likely be used. See the example in the 

accompanying template and the appendices of the manuscript for documenting and measuring the 

impact of key aspects of the physical and social communication environments. This template is 

completed through an interview with the client in which the client describes and rates 

environmental barriers and facilitators, and the client and clinician then convert those into goals 

to work on reducing the most salient barriers. Common barriers are listed in the worksheet, but 

the clinician should modify this template to focus on any of these or other barriers that are most 

relevant to the targeted situation.  

 

Two types of example goals are provided. One type of goal demonstrates success by the client 

simply attempting or implementing strategies to improve environmental accommodations. This 

type of goal recognizes that there are limitations to the extent to which any individual can 

influence the environment, and attempts at strategies may or may not cause significant change in 

the environment. However, there is success in simply implementing or attempting strategies 

because that may facilitate further efforts that are ultimately successful. The second type of goal 

is to document actual reduction of barriers or improvement of facilitators in the environment.  

 

Intervention: Though interventions will be varied, all will involve working with the client to 

explore the feasibility of various options for managing or altering the communication 

environment and then implementing those changes. Assisting and supporting the client in self-

advocacy may be an important part of this. Working on strategies for disclosure and 

communication partner education may be frequent goals. For example, the clinician might assist 

the client in exploring the best method for educating communication partners and developing 

information to share with communication partners. The clinician may help in educating 

communication partners or participating in advocacy directly helping the client as seems 

appropriate. 

 

Important tip: Clearly there are some limitations to what we can do in environmental 

modification. We cannot change many aspects of built environments; and we can only influence 

communication partners to a certain extent. Furthermore, we cannot write goals in a format as to 

what OTHER people will do – we have to write goals from the frame of reference of what our 

clients will do. Having acknowledged that, see the examples in the manuscript appendices about 

how we can write goals for our clients to promote self-advocacy and environmental modification 

to the extent possible.  

 

Step 6: Measure baseline relevant personal perspectives in the chosen situation and write goals  

 

Purpose: The counseling role of SLPs has long been recognized as a highly valuable part of our 

work. The emotional and psychological impacts of communication disorders are well-

documented; and practicing clinicians are aware that helping clients who are living with 

communication disorders to do so with the best possible emotional and psychological health is an 

important part of our work. As important as it is, we have not always incorporated our counseling 

role into the more ‘formal’ aspects of our work with clients – measuring baselines, writing goals, 



and documenting progress. The purpose of this section is to both remind clinicians to explore this 

important aspect of intervention with clients, and to structure this part of our work with clients in 

a way that provides evidence of the highly valuable work that we do.  

 

There are many constructs and terms that might fall under this umbrella of personal perspectives 

and coping. Some common areas we might work on with clients include self-efficacy in 

managing communication situations, managing feelings of stress or anxiety related to 

communication, development of resilience for living with a communication disorder, etc.  

 

Steps to take: This is an area in which patient-reported outcomes are critical because only the 

person living with the communication disorder or difference can really inform us about their 

feelings. Caution is warranted against using scales that may address emotional status and coping 

that are not directly tied to communication disorders because these broader, more generic scales 

may not necessarily be sensitive to changes that you can implement in intervention. For example, 

a questionnaire about general life stress may not capture the issues specific to living with a 

communication disorder, or the changes that occur due to intervention for the communication 

disorder. Similarly, remember that not all patient-reported questionnaires for communication 

disorders will address personal coping. Questionnaires that ask more about symptoms such as 

voice quality or speech characteristics are not necessarily capturing the topics that fit here. This 

may be another area in which a simple rating scale, similar to examples used above, is 

implemented to target the specific feelings or perspectives the client is experiencing. Discussion 

with the client may yield terms or expressions that tie into the construct that should be measured. 

Goal-attainment scaling may also be helpful here.  

 

Intervention: Intervention might consist of a variety of counseling or other supportive 

techniques. For example, we might explore factors contributing to feeling nervous about social 

communication to see if we can help the client identify and manage triggers. We may work on 

relaxation techniques for the client to implement to help manage the nervousness about 

communication. The approach must be tailored for the client’s needs. 

 

Important tip: We must remember the balance between our scope of practice related to 

communication disorders and counseling needs that may extend beyond our scope of practice. 

SLPs can and should take a leading role in helping clients to live successfully day to day with 

communication disorders, including the emotional coping, but we cannot take on broader 

counseling needs that go beyond our scope of practice. 
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