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A search was conducted to determine how the term severe disability or severe handicap was defined in the research literature in three data-bases commonly used by special education and related professionals: education (ERIC), medicine (Medline), and psychology (PsycINFO). Articles were analyzed on three dimensions: disability category(ies), characteristic(s), and service need(s). Analysis included 307 studies dating from 1988 to 2003. Results indicate disparity in how terms are used both within and across disciplines. Implications are given for improving definitional use to make research findings meaningful, functional, and replicable.

Every science must be built on a sound taxonomy that permits logical inference and communication about phenomena (Woolf, 1964). Originally, taxonomy was applied exclusively to the natural and physical sciences. Later, social and behavioral sciences such as education were judged to require the same systematic under pinning. In addition, social and behavioral sciences were viewed as subject to scientific scrutiny as well as social acceptability (Woolf, 1964). 

Benjamin Bloom was among the first to apply taxonomy to education by suggesting that through classification and organization, a structure could be provided for communication, theory development, and inquiry. Bloom (1956) suggested a number of uses for taxonomy in education including: (a) communication, (b) facilitation of an educational perspective for behavior, (c) assistance in planning and evaluating changes in behavior, and (d) provision of a mechanism for viewing the educational process.

Bloom (1956) noted that taxonomies could further be distinguished from classification schemes; taxonomies constructed such that the terms correspond with a real order in the phenomena, and classification systems with arbitrary elements that are less stable over time. Classification schemes have been used to develop definitions in the field of special education, where many real phenomena are less tangible and tend to be influenced by transient social and political values. Although classification systems typically work with arbitrary constructs and are less resistant to change, such definitions routinely have been used to determine eligibility for services and guide programming.

As a consequence, classifying individuals with disabilities has been the subject of debate for some time. Classification systems and resulting definitions have been particularly confusing when used with persons having severe disabilities
 (Justen, 1976; Sternberg, 1988; McDonnell, et al 2003; Threats, 2006; Nota et al., 2006).

Despite the development of definitions, difficulties in the classification of persons with severe disabilities have continued for a number of reasons: (a) the wide range and variety of handicapping conditions inconsistently subsumed under the classification (Tawney & Demchak, 1984); (b) differences in the various disciplines providing services to the population and; (c) the tendency to mix dimensions within classification schemes such as cause (e.g. traumatic brain injury, other health impairment) with manifestation (e.g.,blindness, emotional disturbance) (Stevens, 1962). For example, Tawney and Demchak (1984) found that terms such as severely retarded; severely handicapped, and multihandicapped were used interchangeably.  Specifically, the authors conducted an analysis of introductory textbooks focusing on special education and found three definitional strategies used when referring to individuals identified as severely handicapped.  First, the term was applied mainly to individuals who were severely mentally retarded.  Second, the term was used generically and authors used behavioral descriptors to identify characteristics of the population; and finally, the term referred to levels of functioning and students’ instructional needs.  

Tawney and Demchak also analyzed research reported in the Journal of the Association for the Severely Handicapped (JASH) from 1982 to 1983. The authors found a number of definitional problems.  For example, the authors found there was confusion of the terms severely handicapped and severely retarded.  Further, they found that the term severe applied to areas of sensory deficit as well as to extreme deficits in academic, social, and intellectual behavior. A third source of confusion involved the interpretation of the term severe and multiple handicapping conditions.  Finally, Tawney and Demchak (1984) noted that professionals often used one term to refer to very different populations in the same study.  

Table 1

Components of the AAMR/AAIDD, TASH, and Federal Register Definitions

	
	AAMR/AAIDD (2002)
	TASH (1991)
	Federal Register (1988)

	Categories


	Mental retardation
	Persons with severe handicaps who have traditionally been labeled as severely intellectually disabled
	Term includes those children and youth who are classified as seriously emotionally disturbed (including children and youth who are schizophrenic), autistic, profoundly and severely mentally retarded, and those with 2 or more serious handicapping condition such as deaf-blind, mentally retarded-blind, and cerebral palsied-deaf.

	Characteristics


	Characterized by significantly sub-average intellectual functioning, existing concurrently with related disabilities in two...adaptive skill areas…
	These people include individuals of all ages who require extensive ongoing support in more than one major life activity in order to participate in integrated community settings and to enjoy a quality of life that is available to citizens with fewer or no disabilities.
	Refers to handicapped children who, because of the intensity of their physical, mental, or emotional problems, or a combination of such problems…Severely handicapped children and youth may experience severe speech, language, and/or perceptual-cognitive deprivations, and evidence abnormal behavior such as failure to respond to pronounced social stimuli; self-mutilations; self-stimulation; manifestation of intense and prolonged temper tantrums; absences of rudimentary forms of verbal control; and may also have extremely fragile physiological conditions.

	Service Needs
	Communication, self-care, home living, social skills, community use, self-direction, health and safety, functional academics, leisure and work.
	Support may be required for life activities such as mobility, communication, self-care, and learning, as necessary for independent living, employment, and self-sufficiency.
	Need highly specialized educational, social, psychological, and medical services beyond those which are traditionally offered by regular and special education programs…


Some professionals have denounced classification systems and definitions as dangerous (e.g., Biklen [1986] concluded that advocacy needs to focus more on clarifying how special and regular classrooms produce good education and less on the specialness of the concept of learning disabilities). Others have argued that such systems provide a conceptual framework or picture of the person being classified and facilitate communication (Drew, Hardman & Logan, 1996; Westen et al., 2006). Three of the most commonly noted definitions applied to individuals having severe disabilities include the AAMR/AAIDD
 (2002), TASH (1991), and Federal Register (1988). Common to each are fundamental concepts related to characteristics, categories, and service needs; Table 1 highlights elements of each definition. Each definition places an emphasis on adaptive skill areas or measures of adaptation to the environment, and an ecological viewpoint that emphasizes the level of support needed by individuals in their daily lives.It is likely that definitional changes/issues will continue to evolve (as evident in the most recent revisions of the AAMR/AAIDD [2002] definition and of IDEA [Public Law 108-446, 2004]). AAIDD (2007) interviews Steven J. Taylor, editor of the journal formerly called Mental Retardation, now Intellectual and Developmental Disabilities (since February 20, 2007) about the name change after almost five decades; which parallels the name change of its publisher, formerly AAMR, now AAIDD (see Footnote 2), the world’s oldest organization representing professionals in developmental disabilities. The name change is viewed as a microcosm of society’s ongoing struggle to find a socially acceptable way of addressing persons with an intellectual disability (AAIDR, 2007, p. 1). According to Dr. Taylor (AAIDD, 2007), the name issue actually goes beyond linguistic terminology into questions about inclusion and acceptance of people with intellectual disabilities in society. TASH, an organization strongly advocating for persons with severe disabilities (using these exact words in the title of their journal Research and Practice for Persons with Severe Disabilities), went through years of struggling with a name change as well, before it decided to proceed as an acronym without specific words attached to each letter (J. Downing [associate editor], personal communication, February 23, 2007). The struggle is ongoing, indeed, as anyone who believes that we have finally arrived at the perfect terminology will be proven wrong by history (AAIDR, 2007, p. 1).

Although changes in classification seem to be inevitable, it is important that professionals in special education and other disciplines examine fundamental concepts related to classification systems for persons having severe disabilities. Examination of such systems will promote continued refinement of definitions and create a better means to share research among related disciplines; making research findings more meaningful, functional, and replicable.

One method for refining classification systems involves … select(ing) fundamental concepts and assign(ing) definitions that meet operational requirements without seriously violating accepted usage (Stevens, 1962 pp. 6). The purpose of the current research was to determine how the term severe disability or severe handicap was operationally defined in the research literature using fundamental concepts.  Research questions included: (a) what characteristics, categories, and service needs were identified by researchers when they referred to persons with severe disabilities or handicaps and; (b) were there differences in use of terminology among three databases/disciplines commonly used by special education professionals: education (ERIC), medicine (Medline), and psychology (PsycINFO)?

Method

Procedures/Selection Criteria

A literature search was conducted using the key terms severe disability and severe handicap. This choice reflected definitions commonly used in the literature (McDonnell et al., 2003) across fields serving persons with disabilities, when used as a general descriptor vs. referring to specific conditions or categories. Sources reviewed were: (a) published between 1988-2003; (b) available in English; (c) empirical (excluding opinion pieces) studies of individuals with disabilities as subjects as well as their parents, caregivers, teachers; and (d) available in one of three databases: ERIC, PsycINFO, or Medline. Databases were selected to represent disciplines common to the social sciences and the work of researchers involved with persons having severe disabilities.

Instrumentation

An instrument was developed using the three definitions commonly used to classify persons with severe disabilities: TASH (1991), AAMR/AAIDD (2002), and the Federal Register (1988) (See Table 1). Analysis of the definitions produced a checklist for coding.  The checklist contained four sections: (a) general demographic information (such as database source, publication date, author(s) and subject characteristics); (b) classification of disability (i.e., how subjects in the study were categorically labeled such as mentally retarded, multi-handicapped, autistic, mentally ill); (c) characteristics of the subjects (i.e., whether participants were identified as having intellectual, motor, communication, sensory, adaptive, social skill needs, if causation was given, and/or nature and source of methods used to identify individuals having severe disabilities); and (d) service needs areas identified for individuals with severe disabilities (i.e., self-direction, behavior, functional academics, motor, and/or communication). The checklist was tested initially with articles published before 1988. Based on this field testing by four graduate students, the checklist was revised for reliability.

Reliability

Point by point inter-rater reliability was conducted on 10 % of the articles using two expert independent raters. Reliability was calculated by percent of agreement between independent raters on the presence/absence of information in the study. Reliability ranged from 88% to 98% agreement with a mean of 93%.

Statistical Analyses

In addition to reporting descriptive statistics, chi-square analyses were applied to the three data-bases to determine if there were differences in the proportions of frequency with which definitional components from each of the three dimensions appeared (i.e., categories, characteristics, service needs).

Results

Demographic Information

A total of 307 studies were included in the review. Fourteen studies appeared in more than one database; the information from those studies was coded for each database they were listed in. Forty-seven percent of the studies were found in the PsycINFO database (n= 151), 45% (n = 143) in ERIC, and 8% (n = 27) in Medline. Table 2 contains the frequency of studies across the years 1988 through 2003.  Number of subjects ranged from 1 (n = 18) to 11610 (n = 1) with 1 and 3 subjects as the modes. Thus, the preponderance of research was small sample research. Subjects ranged in age from 3 months to 63 years.

Table 2

Frequency of Studies Across Years

	Year
	N =307

	1988
	1

	1989
	26

	1990
	32

	1991
	20

	1992
	10

	1993
	29

	1994
	5

	1995
	28

	1996
	28

	1997
	18

	1998
	17

	1999
	5

	2000
	1

	2001
	34

	2002
	49

	2003
	4


Overview of the Database Analysis

Disability based on categorical classification.  Categorical classifications with the highest percentage 

Table 3

Classifications of Disability

	Classification
	N = 307
	Percent

	Mentally handicapped

Physically handicapped

Other

Communication

Developmental disorder

Multihandicapped

Autism

Epilepsy

Deaf/hearing impaired

Blind/visually impaired

Emotionally disturbed

Medically fragile

Mentally Ill

ADHD

Traumatic brain injury

Deaf/blind
	197

127

126

120

101

90

80

60

54

54

35

20

20

14

10

2
	61.37

39.56

39.25

37.38

31.46

28.04

24.92

18.69

16.82

16.82

10.90

6.23

6.23

4.36

3.12

  .62


of representation in the literature were individuals labeled as having mental disability (61%, n = 197), physical disability (40%, n = 127) and communication impairment (37%, n = 120). Individuals labeled as deaf/blind comprised the lowest percentage (.62%, n = 2) (see Table 3 above).

Disability based on characteristics. Characteristics identified most frequently in the reviewed articles included intellectual (69%, n = 222), communication (57%, n = 183), and motor skills (54%, n = 173) (see Table 4). 

Table 4

Characteristics of Disability

	Characteristics
	N = 307
	Percent

	Intellectual
	222
	69.16

	Communication
	183
	57.01

	Motor
	173
	53.89

	Adaptive
	170
	52.96

	Sensory
	147
	45.79

	Social Skills
	128
	39.88

	Causation
	23
	7.17


Nature and source of characteristics was most frequently provided in relation to intellectual (n = 48), adaptive skill areas (n = 41), and motor (n = 41).  

Table 5

Nature and Source of Characteristics

	Characteristic
	N
	Percent

	Intellectual


Adaptive scales


Standardized measures


Files/records


Observation
	(48)

21

20

5

2
	44

42

10

4

	Motor

Physical characteristics


Adaptive scales


Observation


Files/records
	(41)

18

18

3

2
	44

44

7

5

	Communication


Comm characteristics


Adaptive scales


Observation


Files/records


DSM


Staff nomination


Standardized measures 
	(35)

16

14

1

1

1

1

1
	46

40

8

8

8

8

8

	Sensory


Adaptive scales


Characteristics


Staff nomination


DSM
	(16)

7

6

2

1
	44

38

13

6

	Adaptive


Adaptive scales


Characteristics


Observation


Files/records


Standardized measures


Disciplinary offense
	(41)

22

12

2

2

1

1


	54

29

5

5

2

2

	Social Skills


Adaptive scales


Observation


DSM


Characteristics
	(21)

13

6

1

1
	62

29

5

5

	Causation
	(16)
	


Sources most frequently noted included the use of adaptive scales and characteristics of the subjects.  Examples of characteristics of the subjects included descriptions such as severe orthopedic disorders, poor walking patterns for motor characteristics, and uses manual sign, uses one to two word sentences for communication characteristics. Disability causation was provided in 16 articles and included causes such as brain injury, congenital disorders, and other specific syndromes. Table 5 (above) provides an analysis of the sources (i.e., evaluation instrument categories) used to determine the presence of a characteristic in the literature reviewed.

Disability based on service needs. Service needs are listed in Table 6. Needs most frequently provided in studies included communication (32%, n = 102), social/interpersonal (25%, n = 81), and daily living/self-help (23%, n = 75). Service needs least frequently noted included occupational/physical therapy (8%, n = 27) and health and safety (8%, n = 25).

Table 6

Service Needs

	Needs
	N = 307
	Percent

	Communication
	102
	31.78

	Social/interpersonal
	81
	25.23

	Daily living/self-help
	75
	23.36

	Motor
	68
	21.18

	Behavior
	66
	20.56

	Other
	65
	20.25

	Functional academics
	62
	19.31

	Community use
	50
	15.58

	Self-direction
	46
	14.33

	Sensory
	42
	13.08

	OT/PT
	27
	8.41

	Health/safety
	25
	7.79


Comparisons of the Databases

The three databases (ERIC, PsycINFO and Medline) were subject to statistical comparisons to determine if there were statistical differences in which components of the three definitional dimensions were used.

Disability based on categorical classification. Table 7 provides the results of Chi-square analyses of categorical classification. Individual proportional comparisons were made on the presence versus absence of each category listed. Analysis revealed that the databases differed significantly on the categories of communication disorders, developmental disabilities, multiple disabilities, and medical fragility (listed in order of ascending discrepancy). Medline studies contained significantly fewer labels of communication disorders than PsycINFO studies, and ERIC studies used this label significantly more often than PsycINFO studies. Developmental disabilities were classified significantly less often in PsycINFO studies than in Medline, and significantly more often in ERIC studies than in Medline. ERIC studies used the category of multiple disabilities significantly more often than the other two databases, and Medline studies classified subjects as medically fragile significantly more often than PsycINFO or ERIC. In addition, Medline studies contained diverse, other than the identified main categorical labels (see Table 7) with a significantly higher frequency than the other databases.

Table 7

Chi-square Analysis of Classification

	Classification
	Chi-square
	p

	Traumatic brain injury 

Autism

Mentally Ill

Epilepsy

ADHD

Emotionally disturbed

Deaf/hearing impaired

Blind/visually impaired

Physically handicapped

Mentally retarded

Other

Communication

Developmental disorder

Multiply handicapped

Medically fragile
	.182

.366

.421

.441

1.077

1.167

1.870

2.130

3.116

4.812

7.684*

8.574*

14.447*

24.451*

33.385*
	.913

.833

.810

.802

.584

.558

.393

.345

.211

.090

.021

.014

.001

.000

.000


Note. * indicates significant difference in proportion (on the ( = .05 level)
Disability based on characteristic classification. Table 8 provides the results of chi-square analyses of characteristic classification. Analysis revealed no statistically significant discrepancies in the classification of the characteristics of the subjects with severe disabilities in the studies from the 3 databases. Thus, the overall, general evaluation of the subjects’ functional characteristics who were considered to have severe disabilities appeared to be much more universally agreed upon within the 3 disciplines.

Table 8

Chi- square Analysis of Characteristics

	Characteristic
	Chi-square
	p

	Social Skills
	.205
	.903

	Sensory
	.311
	.856

	Motor
	.590
	.744

	Intellectual
	.650
	.722

	Communication
	1.000
	.607

	Adaptive
	1.256
	.534

	Causation
	1.727
	.422


Disability based on service needs. Table 9 provides the results of chi-square analyses of service needs. Analysis revealed that the databases differed significantly on the proportions of identified service needs. Differently rated service need categories included (in ascending order of discrepancy) social/interpersonal needs, functional academics, behavioral needs, sensory needs, daily living/self-help, self-direction, and communication needs.

Table 9

Chi square Analysis of Service Needs

	Area of Service Need
	Chi-square
	p

	Health/safety
	.636
	.727

	Other
	1.684
	.431

	OT/PT
	2.545
	.280

	Motor
	2.576
	.276

	Community use
	4.850
	.088

	Social/interpersonal
	12.400*
	.002

	Functional academics
	13.739*
	.001

	Behavior
	14.245*
	.001

	Sensory
	14.600*
	.001

	Daily living/self-help
	16.836*
	.000

	Self-direction
	21.063*
	.000

	Communication
	23.237*
	.000


Note. * indicates significant difference in proportion (on the ( = .05 level)

ERIC studies contained social/interpersonal needs significantly more often than PsycINFO studies, and Medline studies contained them significantly less often than PsycINFO studies. The same proportions are true for studies in these databases in terms of functional academics service needs. Behavioral needs were mentioned significantly less often in Medline studies than in ERIC or PsycINFO. ERIC studies indicated sensory needs with a significantly higher frequency than PsycINFO studies, and Medline studies with a significantly lower frequency than PsycINFO studies. Daily living or self-help needs are listed significantly less often in Medline studies than in the other two databases. Self-direction, and communication needs were both significantly more frequently mentioned in ERIC than in PsycINFO studies, and significantly less frequently in Medline than in PsycINFO studies.

Discussion and Implications

It has been posited that definitional issues surrounding individuals with special needs will always exist and are fundamental to the advancement of science (Tawney & Demchak, 1984; Simeonsson & Scarborough, 2001). However, there is a danger that too much definitional variation may impede the advancement of science and ultimately obscure the needs of the population for which the research was initiated-persons with disabilities themselves. To impose order to a taxonomy or classification scheme, fundamental concepts should be identified and resulting definitions should be operational and socially acceptable (Stevens, 1962). The following discussion addresses fundamental concepts present in the three definitions commonly used with persons having severe disabilities: characteristics, categories, and service needs. Further, suggestions for professionals who are conducting research are outlined.

Fundamental Concepts

Categories. One of the most glaring issues to emerge from the present study was the finding that categorical term(s) represented no consistent meaning. Twenty-eight percent of the studies did not contain a category of disability from the given 15 categories indicating a wide disparity of who exactly was classified as having a severe disability. Further, findings affirmed wide variations in the use of terms such as severe disability, severe handicap, severely handicapped, and severely disabled. In the present study the most frequently used categorical classification was mental retardation (63%), a finding consistent with Tawney and Demchak (1984) who found that the term severely handicapped was most synonymous with severe mental retardation.  However, responses were scattered throughout 15 different classifications. It seems obvious that research outcomes, interventions, or instructional strategies would differ significantly based on whether an individual was mentally retarded, had epilepsy, or a physical disability.  The data also revealed information related to severity versus the number of disabilities.  Some researchers used the categorization of multihandicapped while others indicated disabilities from a number of categories.  

Also evident from the data was interchangeable use of categorical dimensions such as causation (e.g., epilepsy or traumatic brain injury) with manifestation. Mixing of categorical dimensions can lead to difficulty in classifying persons with disabilities (Stevens, 1962). For example, blindness and cerebral palsy are categories of disability. Blindness permits logical inference about the individual- that he or she may be unable to see. However, cerebral palsy is a categorization system based on causation (brain insult before or during birth). The term does not permit specific logical inference about the individual identified. The current federal classifications for the Individuals with Disabilities Education Act (IDEA; Public Law 108-446, 2004) illustrate the perpetuation of such mixed categorization. Some categories are defined by cause (e.g. traumatic brain injury, other health impairment); others by manifestations (blindness, emotional disturbance).
Characteristics. In general, there was a lack of information related to characteristic classifications; nature and source of intellectual characteristics was listed most often but in only 48 instances.  Further, the most frequently used source was adaptive scales.  Interestingly, the use of adaptive scales has been widely criticized, particularly in relation to formalized definitions such as the AAMR/AAIDD definition of mental retardation (Greenspan, 1997; Smith, 1997).  Critics have stated that tools for measuring adaptive skill areas have not been adequately developed (Smith, 1997; Hancock & Phipps, 2006), the construct of adaptive behavior is not adequately understood (Greenspan, 1997), and adaptive scales should not be used in determining intellectual functioning because adaptive behavior is not significantly associated with IQ (Smith, 1997).  However imprecise, the use of adaptive scales appears to come closer in identifying the characteristics and/or service needs of individuals having severe disabilities than any other single measure.  Although more undoubtedly can be done to achieve greater precision in adaptive scales (Drew et al., 1996; Hancock & Phipps, 2006), such scales provide tangible examples of characteristics that can put research findings into a needed context. Not surprisingly most standardized measures related to IQ; no standardized measures were used to assess motor, sensory or social skill characteristics.

Coinciding with the use of adaptive scales, some researchers used examples of the characteristics and/or the etiology of the disability for individuals under study. Interestingly, there were some differences in terminology usage between professionals involved in medicine and those in the social science fields.  These differences most likely reflect the varying perspective of the researchers.  For example, Medline researchers used the categories of developmental disability and multihandicapped less frequently.  In the case of developmental disabilities, as defined in the Developmental Disabilities (DD) Assistance and Bill of Rights Act (1990), more emphasis is placed on functional limitations and the services that may be needed. Further, Medline researchers were more likely to indicate a cause of disability than others. Again, those involved in medical research may attach more meaning to etiology (and thus to potential for prevention) than those in the social science field.

Service Needs. The largest percentage of service needs occurred in the area of communication and behavior.  It seems obvious that there would be some overlap in service needs (e.g., motor needs could affect daily living needs; behavior needs could affect social interpersonal needs, etc). However, the services identified represent a very wide range of needs for persons with severe disabilities from a number of domain areas (over 11 needs were identified).

Recommendations

As noted in the introduction, it is likely that definitional changes/issues will continue to evolve as professionals aim for finding more accurate and fair, socially and politically valid ways of describing groups of people. Some variety of terms seems to be inevitable, and it is natural that descriptors would be dynamic and changing along with scientific and philosophical developments in society (e.g., the name change of AAMR to AAIDD, 2007). However, professionals should aim for establishing and periodically re-examining a fundamental agreement, following up with scientific and/or societal changes and developments, so that functional and supportive exchange and collaboration between experts in educational, psychological, and medical professions be facilitated and not complicated by terminological variance.

Using Stevens’ model (1962), any taxonomy applied to persons having severe disabilities should: a) identify fundamental concepts; b) meet operational requirements; and, c) be socially acceptable. Based on the findings of the current study and the foundational work of Bloom (1956) and Stevens (1962), we offer the following suggestions:

Identification of Fundamental Concepts.

1. Education and related personnel should look at fundamental concepts such as characteristics, categories, and service needs when reporting and interpreting research.  Dimensions within categorical schemes should not be mixed by causation versus manifestation. Further, researchers should distinguish between the impact of the disability (severity) and number of disabilities (single versus multiple). 

Operationalization of Descriptors.

2. Researchers should use caution when using a descriptor such as severe disability and should instead use specific descriptors of populations including categories, characteristics, and service needs.  

(a) The scientific community should revisit components of operational definitions and provide examples that illustrate characteristics, categories, and service needs as well as address functionality and topography of behavior (e.g., aggression) (Alberto & Troutman, 1999; Simeonsson & Scarborough, 2001; Westen et al., 2006). Descriptions should approach the level of accuracy/comprehensiveness of independent variables in experimental research.

(b) The nature and source of characteristics should be given.  If adaptive scales are used, a description about the scale should be included, as well as what it measures, interpretation of scores, and any psychometric information available. 

Socially Accepted Terminology.

3. Researchers must be aware that terminology will likely evolve over time and be subject to cultural constraints (Tawney & Demchak, 1984; Biklin & Felson- Duchan, 1994; Hancock & Phipps, 2006). Professionals are urged to use person first language (Graziano, 2002) and identify stakeholders of research to guide language use.  Researchers should clearly describe categories, characteristics, and service needs to avoid use of unnecessary and perhaps inaccurate labels.

Summary

Although the field of special education continues to progress, it appears that little has been done to clearly define persons having severe disabilities. If the science of special education is to progress, researchers from multiple disciplines must examine fundamental concepts, and operationalize their language in a socially acceptable manner. As Charters (1959) suggests, researchers working with students labeled as having severe disabilities must become …unusually careful writers… (p.v). Further, they must be critical of misapplication of terms. When researchers begin to describe rather than label, there is a better chance that science can be replicated, interpreted with greater accuracy, and avoid labels that may change over time and attach unnecessary stigma. By providing comprehensive descriptions, practitioners in a number of related disciplines can share knowledge and advance our understanding of the field.
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� Throughout this discussion, we use the terms severely disabled and severely handicapped as those are the terms most often used in the literature. We recognize the pejorative nature of the terms and the resistance to their usage, however our purpose is best served by analyzing their usage in the context they are used. Thus, although we recognize the movement to replace severe disability with significant disability, we further recognize that even the most contemporary sources (e.g. McDonnell et al., 2003) use the term severe disability.


� In 2007, the American Association on Mental Retardation (AAMR) has changed its name to American Association on Intellectual and Developmental Disabilities (AAIDD); yet their latest up-to-date definition of mental retardation remains unchanged the one cited (2002), as at the preparation of this manuscript. AAIDD plans a new revision for 2008.
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