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Structured Abstract 

Background. Prevalence data are of interest to health professionals and educators to assist in 

planning of service delivery, allow for the calculation of the level of impact of intervention 

and allow for consideration of the boundaries between typical development and impairment. 

Aims. The aim was to determine the prevalence of children with communication disorders 

and other learning needs as identified by their teachers within all primary and secondary 

schools in an Australian school district over a three-year period.  

Methods & Procedures. Children with learning needs were identified from 14,514 students 

in the first year (wave 1) and the 14,533 students two years later (wave 2). Children were 

identified via a 4-phased data collection process designed to reduce selection and 

misclassification bias. Identification included teacher training, teacher referral, confirmation 

by documentation from relevant professionals including speech and language therapists, 

audiologists, psychologists and doctors and verification by the school district learning needs 

advisors.  

Outcomes & Results. Overall 5,309 students were identified as having some area of learning 

need in the first year and 4,845 students were identified two years later. In order of 

prevalence, the areas of learning need were: specific learning difficulty (17.93% in wave 1, 

19.10% in wave 2), communication disorder (13.04%; 12.40%), English as a second or other 

language (9.16%; 5.80%), behavioural/emotional difficulty (8.16%; 6.10%), early 

achiever/advanced learner (7.30%; 5.50%), physical/medical disability (1.52%; 1.40%), 

intellectual disability (1.38%; 1.20%), hearing impairment (0.96%; 0.80%), and visual 

impairment (0.16%; 0.30%). The male:female ratio for all children was 1.57:1 (wave 1) and 

1.66:1 (wave 2) and was the highest for the categories of behavioural/emotional difficulty 

communication disorders. There were significant differences between learning need and 

socioeconomic status quantile for all areas except for early achievers/advanced learners and 
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physical/medical disability. There was a higher prevalence of behavioural/emotional 

difficulty, and intellectual disability, in the lower SES quantiles and a higher prevalence of 

communication disorders in the mid-high SES quantiles. More children were identified as 

having an additional learning need in grades 1-3 (5-9 years of age). The children who were 

perceived as requiring the highest level of teacher support were those with an intellectual 

disability.  

Conclusions & Implications. This study provides comparative prevalence data for children 

with additional learning needs. There was a high prevalence of children typically seen in the 

caseloads of speech and language therapists, and teachers identified that many of these 

children required high levels of support within the classroom.  
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What this paper adds: 

Determining the prevalence of children with communication disorders is complex (see Law et 

al., 2000). In order to plan appropriate service provision for the health and education sectors, 

additional information regarding the comparative prevalence of communication disorders and 

other types of learning needs is required. The present study was conducted in two waves and 

identified between 36.58% and 33.30% of children as having at least one learning need. The 

identified areas of learning need listed from most to least prevalent were: specific learning 

difficulty, communication impairment, English as a second or other language, 

behavioural/emotional difficulty, early achiever/advanced learner, physical/medical 

disability, intellectual disability, hearing impairment, and visual impairment. Children 

typically seen in the caseloads of speech and language therapists were highly represented in 

these figures. Health and education services should ensure that these children receive 

sufficient support, including speech and language therapy services. 
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Children who have additional learning needs require support from both the health and 

education sectors in order to achieve their potential. Determination of the prevalence of 

children with additional learning needs is important for planning health and education 

services, to enable calculation of the success of future interventions and to reflect current 

theories of the margins between typical development and impairment (Law, Boyle, Harris, 

Harkness, & Nye, 2000; Williams, Darbyshire, & Vaghy, 1980).  

In a systematic review of studies of speech and language delay, Law et al. (2000) 

suggested that the median prevalence of speech and language delay is 5.95% with a range 

from 1.35% to 8.0%. Figures were higher when speech and language were considered 

separately. The prevalence of language delay ranged from 2.02% to 19% and speech delay 

ranged from 2.3% to 24.6%. Law et al. reported that prevalence figures appeared to be stable 

across the thirty year period surveyed (1967-1997). They attributed the range to 

methodological differences across the studies and described confounding factors as gender, 

socio-economic status and bilingualism.  

There are few studies that have compared the prevalence of communication disorders 

with other areas of learning need. Instead, comparative studies frequently focus on medical 

needs and/or other disabilities (e.g., Nielsen & Koefoed, 2006). One comparative prevalence 

study that has included communication disorders was undertaken by Paul, Desai, and 

Thorburn (1992) who found that in the 5,468 Jamaican children studied, the order of 

prevalence of disabilities from highest to lowest was: “cognitive”, “speech”, “visual”, 

“hearing”, “motor”, and “seizure”.  

Methodological considerations in prevalence research 

Prevalence of learning needs within a population can be determined in at least three 

ways: direct assessment, parent report and teacher report. In the field of communication 

disorders a number of prevalence studies have employed direct assessment of children’s 
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communication skills (see Law et al., 2000). One exemplary study by Tomblin, Records, 

Buckwalter, Zhang, Smith, and O’Brien (1997) conducted screening then diagnostic 

assessments to ascertain the prevalence of specific language impairment in kindergarten 

children in USA to be 7.4%. Harasty and Reed (1994) directly assessed 437 school children 

and found that 28.8-37.6% of children had communication impairment. Kirkpatrick and Ward 

(1984) directly assessed 2,251 school children found that 4.6% of students exhibited a speech 

impairment. 

Utilisation of parent and teacher report provides different measures of prevalence. 

These measures are useful to determine prevalence in a larger number of children, as well as 

to provide the perspective of the parent and teacher of the impact of the area of need. A 

number of studies have considered parental identification of disabilities (e.g., Hutchison & 

Gordon, 2005; Nielsen & Koefoed, 2006) including communication impairments (Fenson et 

al., 1993; Keating, Turrell, & Ozanne, 2001; Norbury, Nash, Baird, & Bishop, 2004). For 

example, Keating et al. indicated that parents identified 1.7% of 12,388 children aged 0-14 

years with difficulty talking, producing speech sounds, and stuttering. Additionally, a number 

of studies have considered teacher identification of disabilities (Clarizio, 1992; Poulou & 

Norwich, 2000) including communication impairments (Chevrie-Muller, Watier, Arabia, 

Arabia, & Dellatolas, 2005; Okalidou, & Kampanaros, 2001; Van Borsel, Moeyaert, 

Mostaert, Rosseel, Van Loo, & Van Renterghem, 2006). For example, Van Borsel et al. 

(2006) indicated that Belgium teachers identified 0.58% of 21,027 pupils from regular 

schools (aged 6-20 years) as stuttering. This portion was higher (2.28%) for children in 

special schools. 

Differences exist between the differing identification methods (Calnan & Richardson, 

1976; Haager & Vaughn, 1995). Hutchison and Gordon (2005) found that parent 

identification was similar to data from the Office for Population Censuses and Surveys 
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(OPCS) for hand function, personal care, consciousness and continence; whereas there was a 

higher prevalence of disability in the OPCS records for locomotion, communication and 

hearing. Parents, OPCS and medical records disagreed about prevalence of vision impairment 

and the authors cited definitional differences as the cause for this disagreement.  

Interpretation of prevalence data is constrained by the terminology and definitions 

used by researchers; with different prevalence figures being reported depending on the 

question being asked and terminology used. Kostanjsek and Ustun (2006) provided an 

example in reporting prevalence for visual difficulties. They indicated that there was a wide 

range of prevalence in response to the question: “How much of difficulty do you have in 

seeing?” compared to a much more unified range of prevalence in response to the more 

specific question: “How much of difficulty do you have in recognizing a person across the 

road?” Within fields such as communication disorders, inconsistent terminology and 

definitions abound (Walsh, 2005a; 2005b), adding to the complexities of interpreting 

prevalence data. For example, Dockrell, Lindsay, Letchford and Mackie (2006) indicated that 

in UK schools, decision-making regarding provision of service delivery for children with 

speech and language difficulties was influenced by the lack of common terminology. Thus, 

clear descriptions of the terminology and definitions used are necessary in prevalence 

research. 

Ensuring reduction of bias is also an important consideration in prevalence studies. 

The two major sources of bias that can impact on large-scale prevalence studies are selection 

bias and misclassification bias. Selection bias is “error due to systematic difference in 

characteristics between those who are selected for study and those who are not” (Last, 2001, 

p. 166). Byles (2005) recommended that the best way to estimate prevalence of a condition is 

through a representative cross-sectional study using either a descriptive or analytical design. 

Descriptive studies provide data for a random sample of people, whereas analytical studies 
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compare data from different groups of people. Misclassification bias is “the erroneous 

classification of an individual, a value or an attribute into a category other than that to which 

it should be assigned” (Last, 2001, p. 116). Many studies of prevalence are based solely on 

surveys or clinical judgement. Law et al. (2000) described these as “single-level prevalence 

studies”, and excluded these from their systematic review due to the possibility of under-

reporting prevalence, and lack of reliability data. Law et al. (2000) indicated that studies 

providing a “two-stage criterion” were more reliable and valid. The two stages involve a pre-

screen of the population, followed by direct assessment.  

Prevalence figures can differ at different points in time, so a study that provides at 

least two times of data collection enables more accurate interpretation of prevalence figures. 

For example, Bhasin, Brocksen, Avchen, and Van Naarden Braun (2006) found a higher 

prevalence of disabilities in 1996 compared with 2000 for identification of “mental 

retardation”, cerebral palsy, hearing loss, vision impairment, and autism spectrum disorders. 

However, comparison with previous prevalence figures in the early 1990s indicated that the 

1996 appeared to be an anomaly. Another reason for continual determination of prevalence is 

that prevalence may change over time. For example, the incidence of sensorineural hearing 

loss is declining in developed countries due to improved neonatal care and widespread 

immunisation programs (Smith & Bale, 2005). To date, it appears that there are no studies of 

the prevalence of communication disorders have been conducted over more than one point of 

data collection.  

After consideration of these different methodological concerns it is recommended that 

large-scale prevalence studies compare different areas of learning needs, consider the data 

source (direct assessment, parent, or teacher report), reduce the possibility of selection and 

misclassification bias, provide data from more than one point of time and provide definitions 

for terminology used for different classifications. In addition, to interpret prevalence data, 
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information is required about the impact of the learning need and the level of support 

required to enable children to realise their full potential. Relying on categorization of children 

according to area of disability or need is important; however, this alone is insufficient to 

actually plan the extent of services these children require. For example, in a study of the cost 

of services for approximately 10,000 students within disabilities in the USA, Chambers, 

Kidron, and Spain (2004, p. 20) indicated “The representation of all disability categories 

among students with very high expenditures adds to the notion that disability categories serve 

as general classifications rather than labels. In other words, they are informative, but not 

enough to accurately predict the magnitude of expenditures spent.” Consequently additional 

measures should be undertaken such as the determination of the level of support and planning 

required for these students. 

Context 

A Catholic Diocese in Sydney conducted a comprehensive study between 1994 and 2001 in 

order to determine levels of funding and the number of support teachers required to assist 

students with learning needs. During this time-frame, four waves of data were collected at 2-3 

year intervals: wave 0 - 1994, wave 1 - 1996, wave 2 - 1998 and wave 3 - 2001. Data 

collected during the first wave were classified as wave 0. These data were reported in a way 

that did not enable extensive data analysis; so have not been included in subsequent analyses 

by the present authors. However, wave 0 was useful for reducing the incidence of selection 

and misclassification bias (Last, 2001) in the subsequent waves of data collection, as all staff 

within the school district underwent stringent training procedures and ensuing discussions 

and checking ensured that subsequent data collection was as free of bias as possible. The 

present study examines data from waves 1 and 2: the two most comprehensive periods of data 

collection. Data from wave 3 is examined in McKinnon, McLeod and Reilly (in press), 
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specifically addressing teacher identification of speech-sound disorders, stuttering and voice 

disorders. 

At each wave of data collection the prevalence of children with learning needs was 

identified by teachers using a four-stage process within every primary and secondary school 

in this school district (outlined in the method). The data were a rich source of information 

regarding the prevalence of communication and other learning needs within a relatively large 

sample, so were reanalysed for the purposes of the present study. It is important to note that 

confidentiality was ensured: individual children were not identifiable to the researchers. 

Aims 

There were four aims of the present investigation: 

1. To determine teachers’ reported prevalence of children with additional learning needs in 

all primary and secondary schools in one Catholic Diocese in Sydney over two waves of 

data collection. 

2. To compare the prevalence of learning needs of relevance to speech and language 

therapists with other identified areas of need. The areas of learning need that were 

considered were: specific learning difficulty, oral communication disorder, unilateral 

and bilateral hearing loss, visual impairment, intellectual disability, 

behavioural/emotional disorder and physical/medical disability, and early 

achievers/advanced learners. 

3. To consider the impact of gender, socioeconomic status, and grade level on the 

prevalence of learning needs. 

4. To describe the level of support and planning provided to students with additional 

learning needs. 

  

METHOD 
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Participants 

Participants were all students attending every Catholic primary and secondary school in one 

Diocese in Sydney over a three year period. Students attending state and other non-Catholic 

schools in the school district were not included in this study. In wave 1 of data collection 

there were a total of 14,514 students: 10,206 in 37 primary schools (kindergarten-grade 6; 

aged 5-12 years) and 4,308 in 7 secondary schools (grade 7-grade 12; aged 12-18 years). In 

wave 2 of data collection there were a total of 14,533 students: 10,164 in 36 primary schools 

and 4,369 in 7 secondary schools. All students attended mainstream schools: there were no 

special schools within this Catholic Diocese. Overall there were an equivalent number of 

females and males in the primary school years and more females than males in the secondary 

school years for both waves of data (see table 1). 

Insert table 1 here 

 

Procedure 

A four-stage process was used to identify the students who had additional learning 

needs. In the first stage, an information session was held for the principals and learning 

support teachers within each of the schools within the diocese to instruct them of the 

procedures and protocols of the identification process. A ‘descriptors booklet’ (Catholic 

Schools Office, 1996; 1998) provided descriptions of the various areas of learning need of 

interest to the Diocesan School Office. To exemplify the level of detail provided to the people 

involved, the Appendix contains the descriptors used for the identification of children with 

communication disorders (including children with delayed acquisition) and specific learning 

difficulties.  

The second stage was held during a staff meeting in term 2 of the school year. Each 

principal and learning support teacher instructed teachers within their schools about the 
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purposes and identification methods of the study and supplied the teachers with a descriptors 

booklet and class survey sheet. Within one week the teachers were required to review all 

students in their class and identify students who warranted identification. For the primary 

schools the students’ regular classroom teacher identified the students whereas in the seven 

secondary schools the English teachers identified the students.  

In the third stage, the teachers’ recommendations of identified students were reviewed 

by the learning support teacher and confirmed using supporting documentation. In the case of 

identification of a child with a communication disorder, a speech and language therapist’s 

report was required as supporting documentation. In the case of identification of a child with 

a hearing impairment, an audiologist’s report was required. Reports were accessed from 

school records or by initiating an assessment of the child. 

The fourth stage entailed the principal and learning support teacher reviewing the 

information about each identified student. They presented the data to each school’s learning 

needs committee. Each committee included a Diocesan-based special needs advisor who was 

an educational psychologist. The advisor provided a measure of external validation to the 

process and ensured consistency across schools. Finally, the second author entered and 

cleaned the data, checking for and correcting any missing data and inconsistencies. 

Reduction of bias 

In order to reduce selection bias, all children within the entire school district were 

included in the sample. However, students attending state and other non-Catholic schools in 

the school district were not included in this study. Additionally, the study was undertaken in 

term 2, so that the teachers had already had a term to get to know their students. Furthermore, 

teachers were asked to consider every child in their class, thus increasing the probability of 

inclusion. In order to reduce misclassification bias, the four stage identification process was 

put into place. That is, children’s identification by a teacher required the confirmation from a 
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report by an additional professional. In addition, validation of consistency across schools was 

undertaken by the special needs advisor for the diocese (an educational psychologist) as well 

as the school’s special needs committees. 

 

Data analysis 

Prevalence figures were analysed using the Statistical Package for the Social Sciences 

v11.0. Co-occurrence of learning needs as well as relationships amongst the various learning 

needs and socioeconomic status were examined using Chi-Square. Finally, the provision of 

support and planning was determined. 

 

RESULTS 

 

Prevalence of students with learning needs 

In wave 1 there were 5,309 students (3,072 males and 2,237 females) identified by 

their teachers as having additional learning needs. In wave 2 there were 4,845 students (2,890 

males and 1,952 females, 3 missing) identified by their teachers as having additional learning 

needs.  

Prevalence of learning needs 

The prevalence of specific areas of learning need is indicated in table 2. In order of 

prevalence, the identified areas of learning need were: specific learning difficulty, 

communication disorder, English as a second or other language, behavioural/emotional 

difficulty, early achiever/advanced learner, physical/medical disability, intellectual disability, 

hearing impairment, and visual impairment. The first five categories had a significantly 

higher reported prevalence than the final four categories. 
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Insert table 2 here 

 

 

Co-occurrence of learning needs 

Co-occurrence of learning needs within a child was possible. Table 3 indicates the 

number of learning needs identified per child in waves 1 and 2 of data collection. The 

majority of children were identified as having one area of learning need; however, some 

children were identified as having up to six areas of learning need. The first row of Table 3 

indicates that there were a small number of children in the total cohort (10 in wave 1; 22 in 

wave 2) who were identified as having no specific learning needs. There were two likely 

reasons for this: either there was no appropriate category for these children or that appropriate 

documentation (e.g., from a speech and language therapist) was not received in time for data 

entry (the most likely reason). The children who were identified as having no specific 

learning needs appeared to be randomly located within the data set; for example, the 22 

children in wave 2 identified as having no learning needs were from 11 different schools and 

represented 17 males and 5 females.  

Insert table 3 here 

 

 

The mean number of learning needs per child reported by teachers in wave 1 was 1.63 

(SD = 0.844) and in wave 2, 1.24 (SD = 0.831). There was a significant difference between 

the number of learning needs identified in each wave of data collection using a one-way 

ANOVA (F (1, 10152) = 546.83; p<.00005). 

 
The prevalence of communication disorders in wave 2 of data collection is taken as an 

example of the co-occurrence of identified learning needs. Eight univariate Chi-Squares were 

 15



 

computed simultaneously, requiring a significance level of 0.00625 to protect against chance 

significant findings. There was a highly significant association that students identified as 

having a communication disorder were also identified as having an intellectual disability, or 

as speaking English as a second or other language (p < 0.001). There was also a highly 

significant association that students identified as having a communication disorder were not 

identified as early achievers or advanced learners (p < 0.001). There was a moderate 

association with being identified as having communication disorder and having a hearing 

impairment (p <0.00625). In contrast, there was no significant association between being 

identified as having a communication disorder and a specific learning disability, visual 

impairment, behavioural/emotional difficulty or physical/medical disability.  

 

The impact of factors on prevalence figures 

Male:female ratio 

The male:female ratio was calculated for each of area of learning need (see table 4). 

Overall there were more males than females who were identified as having additional 

learning needs (wave one: 1.57:1; wave two: 1.66:1). There were more males than females 

for most types of learning needs, with the exception of visual impairment (wave 1) and 

intellectual disability (wave 2), where there were more females than males. The highest ratios 

of males:females was for behavioural/emotional difficulty and communication disorder. The 

ratio was similar between waves 1 and 2 of data collection for all areas of learning need 

except English as a second or other language, intellectual disability, hearing impairment and 

visual impairment. 

Insert table 4 here 

 

Socioeconomic status (SES) 
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The Socio-Economic Index for Areas (SEIFA) scale (Australian Bureau of Statistics, 

2003) was used to determine the SES for the schools attended by each student. The SEIFA 

scale is a composite calculated from data regarding educational attainment, income, 

employment, and occupation supplied by households during the 2001 Australian National 

Census. The SEIFA scale was categorised into six quantiles for the purposes of the present 

research: Top 10% (>90%), Next 15% (75-90%), Next 25% (50-75%), Next 25% (25-50), 

Next 15% (10-25%), Lowest 10% (< 10%). There were no schools in the lowest two 

categories of SEIFA since this area of Australia has high socio-economic status. The 

breakdown of learning need by SES is shown in table 5.  

Relationships amongst the various learning needs and socioeconomic status were 

computed for each wave of data using nine crosstabulations and Chi-Square as a measure of 

independence of the observations. A full Bonferroni correction was applied to the probability 

value for each of these so that the new value was p<0.0055. The final column of table 5 

shows the significance level of SES by learning need. For both waves of data there were no 

significant differences between SES quantile and identification of early achievers/advanced 

learners and physical/medical disability. For both waves 1 and 2 of data collection there were 

significant differences between SES quantile and identification of the following areas of 

learning need: communication disorder, English as a second or other language, 

behavioural/emotional difficulty, and intellectual disability. For communication disorder, 

there was a higher prevalence in the mid-high SES quantiles, but not the highest SES 

quantile. For English as a second or other language, there was a higher prevalence in the 

highest SES quantiles. For behavioural/emotional difficulty, and intellectual disability, there 

was a higher prevalence in the lower SES quantiles. 

Insert table 5 here 
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Grade level 

Table 6 shows the breakdown of children with identified learning needs in each grade. 

It was not possible to test the association of this due to the small numbers in the majority of 

cells. However, it can be seen that during grades 1-3 (aged 5-9 years) there was an increased 

prevalence of identified learning need. Specific learning difficulties are likely to be identified 

in these early grades with the emergence of literacy and numeracy. For many areas of 

learning need this declined throughout the secondary school years, particularly for years 11 

and 12 (aged 16-18 years) when the number of students remaining at school decreased. It is 

likely that the school leavers were those with lower levels of academic attainment possibly 

with additional learning needs. 

Insert table 6 here 

 

Level of support and planning provided 

Level of support 

The teachers indicated their “perception of the level of support required to 

successfully include each identified student in their classroom” (Catholic Schools Office, 

2001, p. 4). A six-point scale was used from 0 = no support needed to 5 = very high level of 

support needed. Table 7 shows the level of support data for waves 1 and 2. The students who 

were perceived to need the highest level of support were those with an intellectual disability 

followed by students with visual impairment, behavioural/ emotional difficulty or hearing 

impairment. The majority of students with communication disorder were perceived to need 

moderate (30.4%), high (17.6%) or very high (9.6%) levels of support.  

The mean level of support across all identified learning needs for the two periods of 

data collection was 1.97 and 2.25. The mean level of support reported by teachers to have 
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students included in their classrooms is significantly greater for wave 2 respondents 

compared with wave 1 (F (1, 10152) = 154.58, p < 0.0005).  

Insert table 7 here 

 

Individual Education Plan (IEP) 

No data were collected during wave 1 on whether students identified as having a 

learning need had an IEP in place. These data were collected during wave 2 (see table 8). The 

students who had an intellectual disability were most likely to have an IEP in place (89.1%), 

followed by children with physical impairments such as vision (45.5%), hearing (40.2%) and 

physical/medical disabilities (35.1%). The students with communication disorder were 

unlikely to have an IEP in place (16.8%). 

Insert table 8 here 

 

Consultation from outside agencies 

In the wave 2 additional data were collected related to communication with outside 

agencies and curriculum adaptations that were required to be made for students with 

additional learning needs. Students who were identified as requiring long-term direct 

consultation with outside agencies were those identified with visual impairment (36.4%), 

physical/medical disability (26.7%), intellectual disability (23.6%) and hearing impairment 

(17.2%). The majority of students (62.4%) who had a communication disorder received no 

involvement from outside agencies (see table 9). That is, they were not seen by speech and 

language therapists, or professionals other than teachers.  

Insert table 9 here 

 

DISCUSSION 
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The present investigation determined teachers’ reported prevalence of children with 

additional learning needs in all primary and secondary schools in one Catholic Diocese in 

Sydney in over two waves of data collection. In wave 1, 36.58% of the 14,514 students were 

identified as having an additional learning need and in wave 2, 33.30% of the 14,533 students 

were identified. Even though prevalence decreased (table 2), the mean level of support 

increased in wave 2 (table 7). In the current climate of inclusive education, this large number 

of children with additional learning needs requiring high levels of support places high 

demands on classroom teachers.  

There was a significant difference between the number of children identified as 

having additional learning needs between waves 1 and 2 of data collection. It is important to 

recall that prior to the data collected for the present investigation wave 0 was conducted to 

reduce selection and misclassification bias. The significant difference between waves 1 and 2 

highlights the importance of repeated measures of prevalence, rather than reliance on one 

point of data collection. In the present investigation, at least three factors may account for the 

higher figures in wave 1. Firstly, the difference between the prevalence of learning needs may 

in part be due to the changed political circumstances in the region where the data were 

collected. Funding allocation for special education was tied to the reporting of prevalence 

figures in wave 1 (see McKinnon & Gordon, 1999). In wave 2, funding for support teachers 

was divorced from the data collection. That is, teachers may have been more disposed to 

identify a student as having a disability in the first wave of data collection. Secondly, it is 

possible that there were demographic changes within the region as the number of students 

identified as having English as a second or other language decreased significantly between 

the first and second waves of data collection. Finally, one of the primary schools was closed 

between the two waves of data collection, although it is likely that many of these students 

attended another of the primary schools surveyed in wave 2. 
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The learning needs of children typically included in speech and language therapists’ 

caseloads were highly represented: specific learning difficulty, communication disorder, 

English as a second or other language, behavioural/emotional difficulty, intellectual 

disability, and hearing impairment. In the Australian state where this study was undertaken, 

speech and language therapists are not employed in educational settings (Speech Pathology 

Australia, 2001), adding to the needs of these children as well as their teachers (for further 

discussion see McKinnon and McLeod, 2005). This may explain why the majority of students 

(62.4%) who had a communication disorder received no involvement from outside agencies 

(table 9). 

The prevalence of children identified with communication disorder was 13.04% 

(wave 1) and 12.40% (wave 2). When compared to the systematic review data provided by 

Law et al. (2000), this figure is higher than the median but within one standard deviation of 

the figure provided by (median = 5.95%; SD = 2.28 to 6.68%) of prevalence of children with 

speech and language impairment and falls within the range provided for children with speech 

or language impairment. The prevalence figure in the present investigation is lower than the 

figure reported by Beitchman et al. (1986) who provided a figure of 19% for speech or 

language delay of five-year-old children in Canada. Children who were five-years-old in the 

present investigation were most likely to be in kindergarten. The prevalence of kindergarten 

children identified by their teachers as having a communication disorder in the present 

investigation was 16.47% (wave 1) and 11.59% (wave 2), lower than reported by Beitchman 

et al. (1986). 

There are two previously published studies of prevalence of communication disorders 

in Australian school children. The methodology of both studies included direct assessment of 

children, unlike the present investigation. The Harasty and Reed (1994) study was undertaken 

in the same city as the present investigation (but in different schools). They found that 
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between 28.8-37.6% of children had communication impairment; a figure that was higher 

than the present investigation. Kirpatrick and Ward (1984) determined that 4.6% of 2251 

school children from kindergarten to grade 6 had “articulation errors”. McKinnon, McLeod 

and Reilly (in press) analysed teacher identification of speech-sound disorders for wave 3 of 

the present data set and provided a lower rate of 1.06%. 

In the present study, there was a highly significant relationship between children 

identified with having a communication disorder and children who spoke English as a second 

or other language, or were identified as having an intellectual disability; a moderate 

relationship with hearing impairment and no relationship with specific learning disability, 

visual impairment, behavioural/emotional difficulty or physical/medical disability. Chevrie-

Muller et al. (2005) similarly found a relationship between children who were identified by 

their teachers as having a communication disorder and those who spoke French as a second 

language. From the data source, there was no way of determining whether communication 

disorder was identified if it occurred in the person’s first language(s) as well as in English. 

However, since identification of a communication impairment required a speech and 

language therapy report, then it is highly likely that the child’s first language(s) were 

assessed. Australia is one of the world’s most multicultural societies (Hugo, 2002) and 

Australian speech and language therapists frequently use interpreters and are well versed in 

multicultural issues regarding the identification and difference between difficulties with 

English as an other language versus a communication disorder in all languages spoken by the 

child.   

The limited and/or lack of a significant correlation between communication disorder 

and hearing impairment, learning disability or physical disability corresponds with the 

findings of Broomfield and Dodd (2001) who similarly found that none of the children 

referred to a mainstream paediatric speech and language therapy service in the United 
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Kingdom had these additional areas of need. It is particularly interesting that there was no 

significant association between identified as having a communication disorder and a specific 

learning disability, or behavioural/emotional difficulty. To take the example of 

behavioural/emotional difficulty, emotionally disturbed adolescents have been reported to 

have a higher prevalence of communication disorder (Baker & Cantwell, 1987). Indeed 

Rosenthal (1991) reported that “…communication deficits constituted a central feature of 

emotional disturbance in adolescence…” (Rosenthal, 1991, p. 191). Incarcerated people are 

also reported to have a higher prevalence of communication disorder (Johnson & Hamilton, 

1997) including young offenders (Bryan, 2004), and adult female prisoners (Olson Wagner, 

Gray, & Potter, 1983).  

A greater number of males to females have been reported in almost all studies of 

children with disabilities (e.g., Broomfield & Dodd, 2001; Campbell et al., 2003; Chambers 

et al., 2004; Chevrie-Muller et al., 2005; Nielsen & Koefoed, 2006). For example, Chambers 

et al. (2004) indicated that of the 10,000 students identified with disabilities in the USA 

during 1999-2000, the ratio of males to females was 2:1. The present study similarly found 

that overall males exhibited more areas of learning need than females. However, this was not 

the case for every area of need; there were more females than males for visual impairment 

(wave 2) and intellectual disability (wave 1). 

Significant differences between SES and learning need has previously been 

documented for children with disabilities (e.g., Nielsen & Koefoed, 2006), including 

communication disorders (for a review see Law et al., 2000). In the present investigation 

there were significant differences between learning need and socioeconomic status quantile 

for all areas except for early achievers/advanced learners and physical/medical disability. 

There was a higher prevalence of behavioural/emotional difficulty, and intellectual disability, 

in the lower SES quantiles and a higher prevalence of communication disorders in the mid-
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high SES quantiles. There are a few limitations to be considered when interpreting the figures 

from the present investigation. Firstly, the SES quantiles were not proportionally represented 

in the sample. There were no schools in the lowest two SES quantiles, and higher numbers of 

schools in the highest SES quantile. Secondly, allocation to SES quantiles occurred for 

schools, not individual children. No schools were located on the border between regions with 

differing SES quantiles so it was likely that children who attended the school, lived within the 

same SES region as their school. It is still possible that some individual children would be 

coded differently from the SES coding of their school. Finally, Calnan and Richardson (1976, 

p. 181) indicated that there was indirect evidence to suggest that SES differences in the 

identification of speech disorder “could be explained in terms of differences in children's 

dialect and language rather than a reflection of speech deficits”. However, this is less likely to 

occur in the present investigation as regional dialectal variation is not traditionally 

acknowledged as occurring in Australia (Cox, 1996). 

In the present study more children in younger grade levels had additional learning 

needs. Decreasing prevalence by age has been reported in many studies (Law et al., 2000). 

For example, in a study of the prevalence of speech and language disorders in the UK, 

Enderby and Philipp (1986) estimated that 691.2 pre-school children per 100,000 were likely 

to have a speech and language disorder at any one time, compared with 400 school children 

per 100,000. 

Finally, the level of support and planning provided to students with additional 

learning needs was ascertained. In wave 2, teachers indicated the majority of students with a 

communication disorder were perceived to need moderate (30.4%), high (17.6%) or very 

high (9.6%) levels of support. Yet, the students with communication disorders were unlikely 

to have an IEP in place (16.8%) and the majority of students (62.4%) who were identified as 

having a communication disorder received no involvement from outside agencies. That is, 
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they were not seen by speech and language therapists, or professionals other than teachers. 

Students with a communication disorder were similar to those with a specific learning 

disability, English as a second or other language, behavioural/emotional difficulty and early 

achievers/advanced learners. In fact, those who were identified as early achievers/advanced 

learners received the least amount of support. In contrast, those with a biological basis for 

their learning need (visual, hearing, intellectual, physical/medical disabilities) were more 

likely to be seen regularly by outside agencies and to have an individual education plan in 

place. For example, the students who had an intellectual disability were most likely to have 

an IEP in place (89.1%), followed by children with physical impairments such as vision 

(45.5%), hearing (40.2%) and physical/medical disabilities (35.1%). Dockrell and Lindsay 

(2001) indicated that teachers faced three challenges when supporting children with speech 

and language difficulties: the additional difficulties experienced by the children, their own 

knowledge gaps, and the barriers to meeting the children’s needs. It is likely that these three 

challenges were also apparent for teachers working with children in the current investigation. 

Since the present investigation, the school district has implemented additional procedures to 

identify and support students with communication disorders and other learning needs 

including the employment of a consultant speech and language therapist to collaborate in 

their assessment and development of intervention strategies (M. Raper, personal 

communication, November 9, 2004). 

 

SUMMARY and CONCLUSIONS 

A large-scale prevalence study was conducted using a four-stage identification 

process designed to reduce selection and misclassification bias that commenced with teacher 

identification. These data are distinctive in that they compare different areas of learning 

needs, provide data from more than one point of time and provide definitions for terminology 
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used. In addition, information about the level of support required and provided for each area 

of learning need was included to assist in planning of service delivery and interpretation of 

prevalence data. Overall 36.58% of students were identified as having some area of learning 

need in the first year and 33.30% of students were identified two years later. In order of 

prevalence, the areas of learning need were specific learning difficulty, communication 

disorder, English as a second or other language, behavioural/emotional difficulty, early 

achiever/advanced learner, physical/medical disability, intellectual disability, hearing 

impairment, and visual impairment. The children who were perceived as requiring the highest 

level of teacher support were those with an intellectual disability. There was a high 

prevalence of children typically seen in the caseloads of speech and language therapists, and 

teachers identified that many of these children required high levels of support within the 

classroom.  

Gender, SES and grade level of the student were confounding factors. The highest 

male:female ratios were for behavioural/emotional difficulty and communication disorders. 

There were significant differences between learning need and socioeconomic status quantile 

for all areas except for early achievers/advanced learners and physical/medical disability. 

More children were identified as having an additional learning need in grades 1-3.  

Future research into the prevalence of communication disorders could include 

comparisons of teacher report, parent report, and direct assessment using similar definitions 

across each method of data collection. Future research also could include a breakdown of the 

prevalence of different types of communication disorders; however, comparisons between 

broader areas of learning need are also a valuable contribution to education and health service 

planning. Finally, the field of communication disorders can benefit from large-scale 

prevalence studies, particularly those that are interdisciplinary and longitudinal, in order to 

assist in planning of service delivery, to allow for the calculation of the level of impact of 
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intervention and to allow for consideration of the boundaries between typical development 

and impairment.  
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APPENDIX. Definition of communication disorders and specific language difficulties 

from the descriptors booklet 

Source: Catholic Schools Office, Diocese of Broken Bay (1998). Special needs survey. 

Waitara, NSW: author.  

“These descriptors are intended to assist teachers in the identification of students who have 

special needs in the classroom. If you have not dealt with descriptors like this or used a 

process like this before, please study the descriptors carefully, discuss them with other staff 

and the Learning Support Teacher before completing the Class Survey.” 

1. Communication disorders 

Students with communication disorders have difficulty in understanding, producing, and 

using language for different purposes in different contexts. This may have a minimal or 

significant impact on their skills in interacting socially. Some students may also experience 

specific difficulties in producing speech sounds and fluent speech or may have voice 

production difficulties.  

Difficulty understanding language: e.g., simple to complex questions forms (classroom 

discussions or assignments) or classroom terminology (e.g., word, sentence, compare, 

contrast, evaluate); following directions; understanding concepts and vocabulary in factual 

key learning areas (KLAs) (e.g., maths, HSIE [human society and its environment], science 

and technology, PDHPE [personal development/ health/ physical education]); extrapolating 

the main idea or inferences during discussions or from written texts; or retaining orally 

presented information.  

Difficulty producing oral and written language: e.g., use of immature sentences or poorly 

constructed sentences; lack of fluency in language (overuse of non-specific words, e.g., stuff, 

thing; gestures and fullers, e.g., um, ah); KLA text types e.g., narratives, recounts, 

descriptions, reports, procedures and arguments are poorly sequenced, contain limited 
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information or lack cohesion. Further difficulties in a written form may involve skills in 

editing and self-monitoring. Some students may experience difficulties in using age-

appropriate humour and selecting context-appropriate vocabulary. Students with significant 

communication difficulties may not be able to use language in an oral or written form and 

may rely on augmentative and alternative communication aids. 

Difficulties with social communication: e.g., comprehending or using the ‘rules’ for social 

interactions in all contexts; initiating and maintaining conversations; interpreting and using 

age-appropriate body language (e.g., facial expression, posture); selecting appropriate verbal 

skills (e.g., language and voice pitch or rhythm). These students may withdraw from or 

‘control’ their social environments. 

Difficulties with articulation: e.g., sound production (mispronunciation of words and/or age-

appropriate sounds), poor saliva control and muscle coordination. 

Difficulty with voice: e.g., consistently hoarse or husky voice with some periods of voice 

loss; voice has a nasal quality; voice is too soft/loud/high/low. 

Difficulty with fluent speech: e.g., repetition of sounds, e.g., b b ball; repetition of words, 

e.g., I can can can go; repetition of phrases, e.g., I can go I can go I can go to the shops; 

blocks, e.g., It’s a .... ball. 

 

2. Specific learning difficulties 

Students with specific learning difficulties are of average or above average intelligence but 

exhibit difficulties in developmental and/or academic skills. While these students may be 

achieving in other areas, they have specific diagnosed difficulties which results in their 

requiring additional support to access some aspects of the curriculum. The difficulties may 

include a number of the following: reading, writing, spelling, handwriting, maths (number, 

space, measurement), oral language skills, thinking, memory, visual processing, auditory 
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processing, motor coordination, attention, organisation, copying, following directions, task 

completion, social skills. 
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Table 1. Description of all students in the primary and secondary schools in waves 1 and 2 of 

data collection 

Level Gender Wave 1 Wave 2 

Primary Males 5,048 5,016 

Primary Females 5,158 5,148 

Secondary Males 1,836 1,879 

Secondary Females 2,472 2,490 

Primary Total 10,206 10,164 

Secondary Total 4,308 4,369 

Primary and 

secondary 

Table Total 14,514 14,533 

 

 36



 

Table 2. Prevalence of additional learning needs in waves 1 and 2 

 Wave 1 Wave 2 

Identified area of 

need* 

Number 

of 

students 

identified  

Prevalence 

in the 

students 

with a 

learning 

need 

(n = 5,309) 

Prevalence 

in the total 

number of 

students 

(N = 

14,514) 

Number 

of 

students 

identified 

Prevalence 

in the 

students 

with a 

learning 

need 

(n = 4,845) 

Prevalence 

in the total 

number of 

students 

(N = 

14,533) 

Specific learning 

difficulty (SLD) 

2,603 49.03% 17.93% 2,770 57.20% 19.10%

Communication 

disorder 

1,892 35.64% 13.04% 1,805 37.30% 12.40%

English as a second or 

other language (ESL) 

1,329 25.03% 9.16% 836 17.30% 5.80%

Behavioural/emotional 

difficulty  

1,185 22.32% 8.16% 891 18.40% 6.10%

Early 

achiever/advanced 

learner  

1,059 19.95% 7.30% 806 16.60% 5.50%

Physical/medical 

disability  

220 4.14% 1.52% 202 4.20% 1.40%

Intellectual disability 200 3.77% 1.38% 174 3.60% 1.20%

Hearing impairment 139 2.62% 0.96% 122 2.50% 0.80%

Visual impairment 23 0.43% 0.16% 44 0.90% 0.30%

Table total 8,650 100.00% 36.58% 7,650 100.00% 33.30%

*Students could be identified in more than one of these categories 
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Table 3. Number of learning needs per child in wave 1 and wave 2  

 
 Wave 1 Wave 2 

Number Frequency Percent Frequency Percent 

0 10 0.19% 22 0.45%

1 2,983 56.19% 2,732 56.39%

2 1,473 27.75% 1,469 30.32%

3 681 12.83% 521 10.75%

4 135 2.54% 89 1.84%

5 24 0.45% 11 0.23%

6 3 0.06% 1 0.02%

Total 5,309 100.00% 4,845 100.00%
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Table 4. Ratios of males to females for each area of learning need for waves 1 and 2 

Identified area of learning need Wave 1 Wave 2 

Specific learning difficulty (SLD) 1.70:1 1.63:1 

Communication disorder 1.89:1 1.87:1 

English as a second or other language (ESL) 1.07:1 1.52:1 

Behavioural/emotional difficulty  2.77:1 2.78:1 

Early achiever/advanced learner  1.02:1 1.06:1 

Physical/medical disability  1.47:1 1.40:1 

Intellectual disability 1.02:1 0.89:1 

Hearing impairment 1.28:1 2.05:1 

Visual impairment 0.77:1 1.20:1 

Total of all learning needs 1.57:1 1.66:1 
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Table 5. Prevalence of learning need by socioeconomic status (SES) quantile for waves 1 and 

2  

Learning need Direction Wave Socioeconomic quantile# Significance

  

 

25%-

50% 

50%-

75% 

75%-

90% > 90%  

  1 
57.92% 61.36% 49.52% 43.75% * Specific learning 

difficulty (SLD)   2 
57.49% 52.84% 61.55% 57.51% NS 

  1 
35.02% 43.32% 51.71% 30.11% * Communication 

disorder   2 
31.98% 35.19% 46.21% 37.69% * 

  1 
4.53% 5.35% 35.43% 32.35% * English as a second or 

other language (ESL)   2 
3.11% 5.68% 30.51% 22.59% * 

  1 
27.16% 22.73% 23.53% 20.75% * Behavioural/emotional 

difficulty   2 
24.19% 15.84% 16.25% 17.80% * 

  1 
17.84% 17.78% 18.33% 21.37% NS Early 

achiever/advanced 

learner  

 
 2 16.89% 17.78% 14.08% 16.74% NS 

  1 
4.79% 2.81% 3.15% 4.55% NS Physical/medical 

disability    2 
5.39% 3.14% 2.53% 4.45% NS 

  1 
5.59% 6.28% 2.87% 2.92% * Intellectual disability 

  2 
5.99% 4.11% 3.25% 2.74% * 

  1 
3.06% 4.68% 1.37% 2.31% * Hearing impairment 

  2 
2.63% 2.06% 3.07% 2.51% NS 

  1 
0.53% 0.80% 0.82% 0.23% NS Visual impairment 

  2 
1.68% 1.33% 1.81% 0.34% * 

  1 751 748 731 3079  
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  1 751 748 731 3079  Total number of 

children in each SES 

quantile 

 
 2 835 827 554 2629  

 

 

 

Key  > 90% is equivalent to the highest level of socio-economic status 

* = Significant at p<0.0055; NS = not significant 
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Table 6. Prevalence (%) of identified learning needs in each school grade for waves 1 and 2 

Identified area of 

need 
Wave K 1 2 3 4 5 6 7 8 9 10 11 12 

 Age 

range 

5-6 

years 

6-7 

years 

7-8 

years 

8-9 

years 

9-10 

years 

10-11 

years 

11-12 

years 

12-13 

years 

13-14 

years 

14-15 

years 

15-16 

years 

16-17 

years 

17-18 

years 

 1 12.76 20.27 22.39 23.00 19.58 19.81 17.50 19.14 17.55 16.38 15.80 10.66 6.45 Specific learning 

difficulty (SLD)  2 15.90 21.77 22.15 21.34 21.58 20.12 14.71 19.92 20.26 19.65 16.60 14.50 12.29 

 1 16.47 16.50 17.06 17.79 13.35 12.18 11.00 11.05 10.84 11.72 8.88 3.29 2.36 Communication 

disorder  2 11.59 15.77 14.29 12.06 11.85 11.52 9.99 15.29 16.16 13.48 16.21 4.63 5.05 

 1 10.09 10.61 11.13 10.83 9.82 9.25 9.82 6.87 7.87 6.92 5.35 6.27 5.97 English as a second or 

other language (ESL)  2 6.27 6.91 5.28 5.29 6.37 6.96 5.04 4.89 7.68 4.53 6.46 3.44 3.37 

 1 6.38 7.42 6.80 8.12 7.18 6.32 7.68 12.53 12.00 13.85 13.05 6.11 4.40 Behavioural/emotional 

difficulty   2 4.75 5.09 6.37 5.09 5.34 5.31 4.08 9.40 11.79 6.80 9.49 5.83 6.06 

 1 4.95 6.71 8.39 9.54 11.31 7.94 9.45 7.01 5.81 6.79 6.01 2.04 0.94 Early 

achiever/advanced 

learner  

 2 4.69 6.21 7.47 6.45 7.47 7.63 7.27 3.88 3.18 2.77 3.29 1.79 1.85 



 

 1 1.24 1.34 1.27 1.29 1.29 1.70 0.89 2.02 1.29 2.26 1.83 3.13 2.04 Physical/medical 

disability   2 0.76 0.91 1.03 1.35 1.03 1.05 1.76 1.75 2.25 1.89 1.84 1.94 2.69 

 1 0.52 0.83 1.40 1.49 0.81 1.77 1.18 1.62 2.97 3.06 2.48 0.63 0.63 Intellectual disability 

 2 0.32 0.84 1.42 0.84 1.30 1.50 1.20 2.38 2.52 1.01 1.32 1.05 0.84 

 1 1.82 1.34 1.60 0.88 0.95 0.77 0.52 0.81 0.65 0.80 0.52 0.16 0.00 Hearing impairment 

 2 1.08 0.84 1.55 0.71 0.96 0.82 0.72 0.63 0.40 0.38 0.53 0.75 0.67 

 1 0.39 0.06 0.27 0.07 0.14 0.15 0.15 0.00 0.13 0.00 0.13 0.31 0.16 Visual impairment 

 2 0.38 0.63 0.58 0.26 0.21 0.15 0.24 0.38 0.13 0.00 0.13 0.15 0.34 

 1 1536 1564 1501 1478 1476 1297 1354 742 775 751 766 638 636 Total number of 

children in each 

grade  

 2 1579 1433 1553 1551 1460 1337 1251 798 755 794 759 669 594 
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Table 7. Perceived level of support by area of learning need for waves 1 and 2 

Identified area 

of need 

Wave Level of support* Total 

  0 1 2 3 4 5  

   n  % n  % n  % n  % n  % n  % N 

 1 44 1.6% 585 21.1% 783 28.3% 829 29.9% 377 13.6% 152 5.5% 2770 Specific learning 

difficulty (SLD)  2  -  - 675 25.9% 902 34.7% 803 30.8% 204 7.8% 19 .7% 2603 

 1 31 1.7% 286 15.8% 450 24.9% 548 30.45% 317 17.6% 173 9.6% 1805 Communication 

disorder  2 12 .6% 385 20.3% 587 31.0% 615 32.5% 262 13.8% 31 1.6% 1892 

 1 26 3.1% 185 22.1% 217 26.0% 231 27.65% 123 14.7% 54 6.5% 836 English as a 

second or other 

language (ESL) 

 2 9 .8% 523 49.4% 354 33.4% 148 14.0% 24 2.3% 1 .1% 1059 

 1 21 2.4% 136 15.3% 197 22.1% 249 27.9% 164 18.4% 124 13.9% 891 Behavioural/ 

emotional 

difficulty  

 2 5 .4% 406 34.3% 356 30.0% 273 23.0% 125 10.5% 20 1.7% 1185 

 1 152 18.9% 313 38.8% 202 25.1% 112 13.9% 22 2.7% 5 0.6% 806 
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 1 152 18.9% 313 38.8% 202 25.1% 112 13.9% 22 2.7% 5 0.6% 806 Early achiever/ 

advanced learner   2 9 .8% 523 49.4% 354 33.4% 148 14.0% 24 2.3% 1 .1% 1059 

 1 6 3.0% 61 30.2% 33 16.3% 46 22.8% 32 15.8% 24 11.9% 202 Physical/ medical 

disability   2 2 .9% 68 30.9% 45 20.5% 51 23.2% 44 20.0% 10 4.5% 220 

 1 -  - 3 1.7% 20 11.5% 28 16.1% 58 33.3% 65 37.4% 174 Intellectual 

disability  2  -  - 4 2.0% 16 8.0% 44 22.0% 113 56.5% 23 11.5% 200 

 1 4 3.3% 35 28.7% 23 18.9% 27 22.1% 18 14.8% 15 12.3% 122 Hearing 

impairment  2  -  - 31 22.3% 25 18.0% 52 37.4% 25 18.0% 6 4.3% 139 

 1 1 2.3% 8 18.2% 7 15.9% 11 25.0% 9 20.5% 8 18.2% 44 Visual 

impairment  2  - - 4 17.4% 5 21.7% 5 21.7% 5 21.7% 4 17.4% 23 

Total Wave 1 1 63 1.2% 2054 38.7% 1593 30.0% 1204 22.7% 350 6.6% 45 .8% 5309 

Total Wave 2 2 251 5.2% 1294 26.7% 1314 27.1% 1201 24.8% 542 11.2% 243 5.0% 4845 

Key.* 0 = no support needed to 5 = very high level of support needed 
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Table 8. Number and percentage of students with IEP by area of learning need for wave 2 

Identified area of need IEP  

Absent 

IEP  

Present 

% of students  

with IEP  

Specific learning difficulty (SLD) 2565 205 7.4% 

Communication disorder 1502 303 16.8% 

English as a second or other language (ESL) 724 112 13.4% 

Behavioural/emotional difficulty  762 129 14.5% 

Early achiever/advanced learner  793 13 1.6% 

Physical/medical disability  131 71 35.1% 

Intellectual disability 19 155 89.1% 

Hearing impairment 73 49 40.2% 

Visual impairment 24 20 45.5% 

 



 

Table 9. Involvement of outside agencies by area of learning need for wave 2 

Identified area of need No involvement Outside 

agencies 

consulted 

  

Outside 

agencies: 

short-term 

direct 

  

Outside 

agencies: 

long-term 

direct 

  

Total 

 n % n % n % n % N 

Specific learning 

difficulty (SLD) 

2055 74.2% 342 12.3% 218 7.9% 155 5.6% 2770 

Communication disorder 1127 62.4% 307 17.0% 193 10.7% 178 9.9% 1805 

English as a second or 

other language (ESL) 

701 83.9% 69 8.3% 37 4.4% 29 3.5% 836 

Behavioural/emotional 

difficulty  

562 63.1% 149 16.7% 81 9.1% 99 11.1% 891 

Early achiever/advanced 

learner  

740 91.8% 47 5.8% 11 1.4% 8 1.0% 806 

Physical/medical 

disability  

95 47.0% 43 21.3% 10 5.0% 54 26.7% 202 

Intellectual disability 76 43.7% 37 21.3% 20 11.5% 41 23.6% 174 

Hearing impairment 45 36.9% 44 36.1% 12 9.8% 21 17.2% 122 

Visual impairment 16 36.4% 8 18.2% 4 9.1% 16 36.4% 44 
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