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A B  S T  R  A  C  T  

Purpose: To our knowledge, there are no data examining the agreement 
between self-reported and clinician-rated stuttering severity. In the era of big 
data, self-reported ratings have great potential utility for large-scale data collec-
tion, where cost and time preclude in-depth assessment by a clinician. Equally, 
there is increasing emphasis on the need to recognize an individual’s experi-
ence of their own condition. Here, we examined the agreement between self-
reported stuttering severity compared to clinician ratings during a speech 
assessment. As a secondary objective, we determined whether self-reported 
stuttering severity correlated with an individual’s subjective impact of stuttering. 
Method: Speech-language pathologists conducted face-to-face speech assess-
ments with 195 participants (137 males) aged 5–84 years, recruited from a cohort 
of people with self-reported stuttering. Stuttering severity was rated on a 10-
point scale by the participant and by two speech-language pathologists. Partici-
pants also completed the Overall Assessment of the Subjective Experience of 
Stuttering (OASES). Clinician and participant ratings were compared. The associ-
ation between stuttering severity and the OASES scores was examined. 
Results: There was a strong positive correlation between speech-language 
pathologist and participant-reported ratings of stuttering severity. Participant-
reported stuttering severity correlated weakly with the four OASES domains and 
with the OASES overall impact score. 
Conclusions: Participants were able to accurately rate their stuttering severity during 
a speech assessment using a simple one-item question. This finding indicates that 
self-report stuttering severity is a suitable method for large-scale data collection. Find-
ings also support the collection of self-report subjective experience data using  ques-
tionnaires, such as the OASES, which add vital information about the participants’ 
experience of stuttering that is not captured by overt speech severity ratings alone.
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Stuttering is a relatively common communication 
disorder, characterized by involuntary disruptions to 
speech fluency (World Health Organization [WHO], 2006) 
and affecting between 5% and 11% of children by 4 years 
of age (Andrews & Harris, 1964; Dworzynski et al., 2007; 
Kefalianos et al., 2017; Reilly et al., 2013; Yairi & 
Ambrose, 2013). Around 70% of children who begin to 
stutter will recover, either naturally or with intervention 
(Franken et al., 2018; Yairi et al., 1996), and lifetime pop-
ulation prevalence of stuttering is estimated at 1% world-
wide (Craig & Tran, 2005). Stuttering severity appears to 
decrease with increasing age (Boyce et al., 2022); however, 
stuttering can still have a profound effect on quality of life, 
including reduced educational and vocational attainment 
(Gerlach et al., 2018; McAllister et al., 2012), increased 
incidence of bullying and social rejection (Langevin et al., 
2009), and increased anxiety-related mental health issues 
in children and adults (Briley et al., 2021; Iverach et al., 
2016, 2009). 

Historically, the field of stuttering has been repre-
sented by small in-depth clinical studies, which have led to 
the current state of knowledge. Increasingly, stuttering 
researchers are striving for larger scale, population-based 
studies for more representative samples to drive further 
novel insights into these conditions. As a result, we need 
to employ new methods, which enable large-scale data col-
lection that is cost- and time-effective. 

A succinct measure of stuttering severity is one core 
need for large-scale studies. There is no standardized 
approach to measuring stuttering severity; however, it is 
generally agreed that a speech assessment performed by a 
trained speech-language pathologist should record the 
presence, type, and frequency of stuttering behaviors, as 
well as the psychosocial impact of stuttering (American 
Speech-Language-Hearing Association, n.d.). Tradition-
ally, percent syllables stuttered (%SS) was widely used to 
assess stuttering severity and is calculated from a speech 
sample by comparing stuttered moments to otherwise fluent 
speech (Johnson, 1955). Severity rating scales are increas-
ingly preferred, as they provide an overall impression of 
frequency, duration, and severity of both primary and sec-
ondary stuttering behaviors. As an example, a block that 
may last for many seconds may be recognized as a severe 
moment of disfluency for a person who stutters, the gravi-
tas of which is not adequately represented by a single-
syllable rating of disfluency with the %SS rating approach. 
Furthermore, recent studies have demonstrated that %SS 
ratings performed by experienced speech-language patholo-
gists do not show adequate agreement and that there is no 
statistical reason to favor %SS over severity rating scales 
(O’Brian et al., 2020; Onslow et al., 2018). Severity rating 
scales also demonstrate acceptable relative reliability for 
use in research contexts (Karimi et al., 2014). 

In clinical settings, severity rating scales, for exam-
ple, 0–7 (Yairi & Ambrose, 1999) or 0–9 (Onslow et al., 
2020), are often used to track clients’ progress throughout 
intervention programs. There are no apparent differences 
between scales using 5, 7, 9, or 15 points (Cullinan et al., 
1963; Curran & Hood, 1977). Such scales are advanta-
geous, as they create a common measure that can be 
employed by the client in the clinic setting and at home 
without requiring any special training or equipment. Clini-
cian and client ratings are typically considered concordant 
if they differ by no more than 1 point on the rating scale 
(Eve et al., 1995; Hoffman et al., 2014; O’Brian et al., 
2004), a system that is a fundamental part of the most 
widely used treatment program for preschool children 
who stutter, the Lidcombe Program (Onslow et al., 2020). 

In addition to a push for “big data,” we now also 
acknowledge the need for patient experience data. It is 
important to look beyond the impairment level of severity 
of stuttering behaviors, to measure the subjective impact 
of the condition, enabling a full appreciation of the stut-
tering phenotype that, we know, can have a profound 
impact on quality of life (Craig et al., 2009; Reeves et al., 
2023). Previous research has been inconsistent, with some 
studies demonstrating evidence of associations between 
more severe stuttering and larger negative impact of stut-
tering (Blumgart et al., 2012; Caruso et al., 1994; DiLollo 
et al., 2003) and others demonstrating conflicting findings 
(Blumgart et al., 2010; Smith & Kelly, 1997). The Overall 
Assessment of the Speaker’s Experience of Stuttering 
(OASES; Yaruss & Quesal, 2006) contributes rich infor-
mation about an individual’s stuttering phenotype by pro-
viding data pertaining to the negative impact of stuttering 
across different domains (Yaruss & Quesal, 2006). 

Here, we sought to understand whether participants’ 
self-reported stuttering severity ratings correlated with 
direct clinical speech pathology assessment. We also exam-
ined the association between stuttering severity rating and 
the subjective impact of stuttering as measured with the 
OASES domains and overall impact score. We hypothe-
sized that stuttering severity would correlate positively 
with the subjective impact of stuttering. 

Method 

Participants 

This study was nested within a larger international 
genome-wide association study of stuttering (http://www. 
geneticsofstutteringstudy.org.au). We invited 1,071 partic-
ipants from the Australian arm of this cohort with a self-
reported history of stuttering described in the work of 
Boyce et al. (2022) for deep phenotypic characterization.
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This study is based on the first 195 participants who con-
sented. Participants were included if they were aged 5 years 
or older and stuttered currently or had stuttered in the past. 
The following description of stuttering was provided: “People 
who stutter have trouble getting their words out. Stuttering is 
where people repeat sounds over and over (e.g., ‘c-c-can I go’), 
repeat  words or syllables over and  over (e.g.,  ‘can-can-can I 
go?’), make prolonged sounds (e.g., ‘caaaaaaan I go?’), and 
have speech ‘stoppages’ or ‘blocks’ where no sound comes 
out.” Participants were excluded if they had experienced 
any acquired neurological disorders, such as traumatic 
brain injury, before the onset of their stuttering. 

The larger international genome-wide association 
study recruited participants via media campaigns and pro-
motion through support organizations, university depart-
ments, and stuttering clinics. Participants self-enrolled 
through the website (http://www.geneticsofstutteringstudy. 
org.au), where they provided their consent and completed 
survey questions (Boyce et al., 2022). 

For the present study, participants were sent an 
e-mail with a link to an online information statement and 
consent form, inviting them to take part in further surveys 
and direct speech assessment via videoconference. The 
human research ethics committee at the Royal Children’s 
Hospital, Melbourne, approved the study (No. 37353). 

Data Collection 

Health and Medical Survey 
As part of their enrollment in the larger study, partici-

pants (aged ≥ 18 years) or parents (participants aged 
< 18 years) answered survey questions about the nature and 
impact of their or their child’s stuttering, including whether 
they had previously accessed speech pathology intervention. 

OASES Survey 
The OASES reflects the WHO’s International Clas-

sification of Functioning, Disability and Health (WHO, 
2006). Questions are divided into four domains: (a) 
general information, (b) reactions to stuttering, (c) com-
munication in daily situations, and (d) quality of life. 
Questions are rated on a 5-point scale, with higher scores 
reflecting a more negative impact of stuttering. Partici-
pants receive scores for each subscale and for the survey 
overall. All OASES response forms have been developed 
and validated within their respective age groups (Yaruss & 
Quesal, 2006). The OASES has a high degree of test–retest 
reliability, and normative data have been collected in North 
America (Yaruss & Quesal, 2006), the Netherlands (Koedoot 
et al., 2011), and Australia (Blumgart et al., 2012). 

In the present study, participants took around 15– 
20 min to complete the OASES online. Adult participants 

completed 100 questions from the OASES-A indepen-
dently. Teenagers (13–17 years) and school-age children 
(7–12 years) were advised to complete the OASES-T and 
OASES-S surveys, respectively, in conjunction with a par-
ent or trusted adult. The OASES-T contains 80 questions, 
and the OASES-S contains 60 questions. Children younger 
than 7 years did not complete this survey. The OASES 
response forms were scored in accordance with the test 
manual guidelines (Yaruss & Quesal, 2006). 

Stuttering Severity Ratings 
Participants then took part in a telehealth speech 

assessment with one of six qualified speech-language 
pathologists over the videoconferencing platform Zoom. 
The videoconference testing procedure was modified 
slightly to take account of participant age. Adult and 
teenage participants (individuals aged ≥ 13 years) were 
asked about their experience of stuttering and of stuttering 
interventions that they had received, if applicable. School-
age participants (5–12 years) were also asked about access 
to stuttering intervention if this was indicated and were 
asked questions about their hobbies and schooling to 
obtain a conversation sample. Stuttering severity ratings 
were based on 5 min of conversational speech. Through-
out the conversation, the speech-language pathologist took 
note of participants’ stuttering behaviors, including repeti-
tions, prolongations, and blocks, as well as secondary stut-
tering behaviors, such as movements of the head, trunk, 
or limbs, yet this information was not used further in the 
current study. After 5 min of conversation, the speech-
language pathologist recorded stuttering severity using the 
10-point severity rating scale, where 1 = no stuttering at 
all, 2  = extremely mild stuttering, and 10 = extremely 
severe stuttering (Reilly et al., 2009). Without knowing the 
speech-language pathologist’s rating, the participant and/ 
or parent was then asked “On a scale of 1–10, how would 
you rate your/your child’s speech during our conversation 
today? Where 1 is no stuttering at all, 2 is extremely mild 
stuttering, and 10 is extremely severe stuttering.” A score 
of 1 on this scale reflects that the participant or parent did not 
believe that they or their child demonstrated any stuttering 
during the 5-min conversation. The speech-language patholo-
gist then recorded the participant or parent’s response. 

Another qualified speech-language pathologist, here-
after referred to as Rater 2, was not involved in the speech 
assessments and was blinded to the participant and the 
assessing speech-language pathologist’s rating. Rater 2 
watched the 5-min conversation samples using video 
recordings from the videoconference assessments. Rater 2 
then provided a stuttering severity rating using the same 
10-point scale. Interrater reliability was calculated based 
on the pairs of ratings made by Rater 2 and the assessing 
speech-language pathologists.
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Statistical Analysis 

Paired t tests were used to investigate differences 
between participant stuttering severity ratings (self-report 
for adult participants; parent report for participants < 
18 years) and those made by Rater 2. We repeated these 
analyses stratified for (a) whether ratings were self- or par-
ent reported and (b) ratings for participants with and 
without a history of speech pathology intervention. 

Pearson correlations were used to investigate the 
strength of the association between Rater 2 and partici-
pant stuttering severity ratings. Rater 2 was chosen 
because they rated all samples and were at less risk of 
bias, as they did not engage with the participant directly. 

Pearson correlations were also used to investigate 
the association between participant stuttering severity rat-
ings and subjective impact of stuttering, as measured by 
the four OASES domains and the OASES overall impact 
score. Stuttering severity and OASES scores were both 
rescaled to values between 0 and 1. 

Results 

Participant Demographics 

One hundred ninety-five participants took part (137 
males), aged 5–84 years (Mage = 48, SD = 22). There were 
23 school-age children (5–12 years), eight teenage children 
(13–17 years), and 164 adults (≥ 18 years). A demographic 
summary is provided in Table 1. 

Stuttering Severity Ratings 

A paired t test indicated no significant difference in 
ratings of stuttering severity between Rater 2 (M = 2.89, 

SD = 1.68) and participant or parent self-report (M = 
2.80, SD = 1.83) during direct telehealth speech-language 
pathology assessment, p = .43, Cohen’s d = −0.06. There 
was a strong positive correlation between Rater 2’s rating 
and participant or parent self-report, r = .68, p < .001, 
and 76% of participant ratings were within 1 point of 
Rater 2’s rating on the 10-point scale, indicating clinical 
concordance (O’Brian et al., 2004). Paired severity ratings 
are represented in Figure 1 by age group. 

Table 1. Demographic summary of people who stutter, by age, person reporting, and speech-language pathology (SLP) intervention 
subgroups. 

Age group n 

Sex 

Age in years 
M (SD) 

SLP 
intervention 

n (%) 

Self- or 
parent-rated 
SR M (SD)a,b 

SLP-rated 
SR 

M (SD)a 

Self- or 
parent-rated 
SR median 
(IQR)a,b 

SLP-rated 
SR median 

(IQR)a Male Female 

School-age 
(5–12 years) 

23 17 6 9.68 (2.22) 18 (78%) 3.07 (2.05) 3.09 (1.73) 3 (2–5) 3 (2–4) 

Teenage 
(13–17 years) 

8 7 1 15.52 (1.70) 8 (100%) 4.00 (2.73) 4.25 (2.87) 3.5 (2–6.25) 3 (2–7.25) 

Adult (≥ 18 years) 164 113 51 55.20 (16.89) 127 (77%) 2.71 (1.74) 2.81 (1.58) 2 (1.5–4) 2 (2–3) 

Total 195 137 58 48.24 (22.25) 153 (79%) 2.80 (1.83) 2.89 (1.68) 2 (2–4) 2 (2–3) 

Note. SR = severity rating; IQR = interquartile range. 
a Stuttering SR rated on 1–10 scale, where 1 = no stuttering at all, 2  =  extremely mild stuttering, and  10  =  extremely severe stuttering. 
b Self-rated for adult participants; parent rated for school-age and teenage participants. 

We conducted paired t tests with analysis stratified 
by whether the participant (aged ≥ 18 years, n = 164) or 
the parent (participants aged < 18 years, n = 31) per-
formed the rating (see Figure 2a). There was no evidence 
of a difference between self-rating (M = 2.71, SD = 1.74) 
and Rater 2’s rating (M = 2.81, SD = 1.58), p = .45, 
Cohen’s d = −0.06. There was a strong positive correla-
tion between Rater 2’s rating and adult participants’ self-
ratings, r = .62, p < .001. Similarly, there was no evidence 
of a difference between parent rating (M = 3.31, SD = 
2.23) and Rater 2 rating (M = 3.36, SD = 2.07), p = .82, 
Cohen’s d = −0.04. There was also a strong positive corre-
lation between Rater 2 ratings and parent-performed rat-
ings of child and adolescent participants, r = .85, p < .001. 

Finally, we examined whether there was a difference 
between participant ratings compared to Rater 2’s ratings, 
stratified for those with and without a history of speech-
language pathology intervention (see Figure 2b). Here, we 
were examining whether there was a difference in ratings 
between those who had experienced therapy and, hence, 
who may have arguably been better at self-rating. There 
was no evidence for a difference between ratings made by 
participants with a history of speech-language pathology 
intervention (n = 153; M = 2.85, SD = 1.88) and Rater 2 
(M = 2.97, SD = 1.72), p = .32, Cohen’s d = −0.08. There 
was a strong positive correlation between this group’s rat-
ings and Rater 2’s ratings, r = .69, p < .001.
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Figure 1. Weighted scatter plot between participant and Rater 2’s 
stuttering severity ratings by participant age group, with adult par-
ticipants (n = 164) in blue, teenage participants (n = 8) in red, and 
school-age participants (n = 23) in green. Line of best fit repre-
sents the correlation between ratings, and gray bands around the 
line represent the confidence interval. 

Similarly, there was no evidence for a difference between 
ratings made by participants without a history of speech-
language pathology intervention (n = 42;  M = 2.64,  SD = 
1.66) and Rater 2 (M = 2.60,  SD = 1.48),  p = .82, Cohen’s d = 

0.04. There was also a strong positive correlation between this 
group’s ratings and Rater 2’s ratings,  r = .63,  p < .001. 

Figure 2. Weighted scatter plots between participant and Rater 2’s stuttering severity ratings. (a) Scatter plot stratified by rater, with adult 
self-reported rating (n = 164) in blue and parent-reported rating (n = 31) in red. (b) Scatter plot stratified by participant history of speech-
language pathology intervention, with positive history (n = 153) in red and negative history (n = 42) in green. Line of best fit represents the 
correlation between ratings, and gray bands around the line represent the confidence intervals. SLP = speech-language pathology. 

OASES Survey 

Of the 195 participants in the recruited sample, 142 
completed the OASES (73%). Twenty-six of those who com-
pleted the OASES had never received speech-language 
pathology intervention (mean overall impact score = 2.26, 
SD = 0.66), and the remaining 116 had received interven-
tion (mean overall impact score = 2.19, SD = 0.66). OASES 
data are summarized in Table 2 by domain and age group. 

Stuttering Severity Ratings and Subjective 
Impact of Stuttering 

Pearson correlations were used to examine the associ-
ation between self-rated stuttering severity scores and sub-
jective impact of stuttering scores, as measured by the four 
OASES domains and the OASES overall impact score. 
Correlations between stuttering severity rating and scores on 
all domains of the OASES are summarized in Table 3. There 
was a weak positive correlation between self-reported stutter-
ing severity rating and overall impact score on the OASES 
survey, r = .30,  p < .001  (see  Figure  3).  

Interrater Reliability 

We compared ratings made by Rater 2 to those made 
by the six speech-language pathologists who completed
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Table 2. Overall Assessment of the Subjective Experience of Stuttering (OASES) data by domain and age group. 

Age 

(a) General information (b) Reactions to stuttering (c) Communication in daily situations (d) Quality of life Overall impact score 

M (SD) CI  

Impact 

rating M (SD) CI  

Impact 

rating M (SD) CI  

Impact 

rating M (SD) CI  

Impact 

rating M (SD) CI  

Impact 

rating 

School-age 

(n = 17) 

2.83 (0.34) [2.66, 3.01] Moderate 2.08 (0.77) [1.69, 2.48] Mild-to-

moderate 

1.91 (0.68) [1.56, 2.26] Mild-to-

moderate 

1.53 (0.65) [1.20, 1.87] Mild-to-

moderate 

2.13 (0.55) [1.85, 2.41] Mild-to-

moderate 

Teenage 

(n = 5)  

3.07 (0.53) [2.41, 3.86] Moderate-to-

severe 

2.49 (1.17) [1.03, 3.94] Moderate 2.39 (1.05) [1.09, 3.69] Moderate 2.19 (1.17) [0.74, 3.64] Mild-to-

moderate 

2.50 (0.95) [1.32, 3.68] Moderate 

Adult (n = 120) 2.67 (0.64) [2.55, 2.78] Moderate 2.42 (0.75) [2.28, 2.55] Moderate 1.98 (0.74) [1.84, 2.11] Mild-to-

moderate 

1.78 (0.81) [1.63, 1.93] Mild-to-

moderate 

2.20 (0.67) [2.08, 2.32] Mild-to-

moderate 

Total (n = 142) 2.70 (0.61) [2.60, 2.80] Moderate 2.38 (0.77) [2.25, 2.51] Moderate 1.98 (0.74) [1.86, 2.11] Mild-to-

moderate 

1.76 (0.81) [1.63, 1.90] Mild-to-

moderate 

2.20 (0.66) [2.09, 2.31] Mild-to-

moderate 

Note. CI = 95% confidence interval of the mean.
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speech assessments with the participants. There was a 
strong positive correlation between the two raters, r = .89, 
p < .001, and 93% of ratings were within 1 point of the 
paired rating.

Table 3. Pearson correlations between Overall Assessment of the Subjective Experience of Stuttering (OASES) domains and participant stut-
tering severity rating. 

OASES domain 

Self- or parent-rated SR (n = 142) 
speech-language pathology–rated SR 

(n = 142) 

r [CI] p r  [CI] p 

(a) General information .19 [.02, .34] .025* .35 [.19, .49] < .001** 

(b) Reactions to stuttering .28 [.12, .43] .001** .39 [.24, .52] < .001** 

(c) Communication in daily situations .29 [.13, .43] < .001** .47 [.33, .59] < .001** 

(d) Quality of life .28 [.12, .42] .001** .40 [.26, .54] < .001** 

Overall impact score .30 [.15, .45] < .001** .46 [.32, .58] < .001** 

Note. SR = severity rating; CI = confidence interval. 

*Correlation is significant at the .05 level (two-tailed). **Correlation is significant at the .01 level (two-tailed). 

Discussion 

Through in-depth phenotypic characterization, this 
study examined the agreement between self-reported stut-
tering severity (participant or parent report) and clinician 
ratings. We found no significant difference in ratings per-
formed by qualified speech-language pathologists when 
compared to participant self-report, and ratings were 

significantly positively correlated. There was a positive 
correlation between self-reported stuttering severity and 
scores on the OASES survey (Yaruss & Quesal, 2006); 
however, this correlation was weak. 

Figure 3. Scatter plot between participant self-rated stuttering 
severity and OASES overall impact score. Line of best fit repre-
sents the correlation between ratings, and gray bands around the 
line represent the confidence interval. OASES = Overall Assess-
ment of the Subjective Experience of Stuttering 

Previous research suggests that speaking about rat-
ings and identifying stuttering events with a client at the 
beginning of a stuttering treatment program will increase 
clinical agreement (Ingham & Cordes, 1997a, 1997b; 
O’Brian et al., 2004). During the speech-language pathol-
ogy assessment, participants were presented with the 10-
point stuttering severity scale (Reilly et al., 2009) but were 
not engaged in discussion about stuttering types or behav-
iors. Even so, parents’ rating of their child’s stuttering and 
adults’ rating of their own stuttering were in agreement 
with speech-language pathologist ratings. Overall, 76% of 
participant-reported ratings were within 1 point of the 
speech-language pathologist’s rating, which is indicative of 
concordant ratings in clinical intervention programs 
(O’Brian et al., 2004; Onslow et al., 2020) and also close 
to 93% concordance seen between speech-language pathol-
ogists’ ratings. Participant ratings agreed with speech-
language pathologist ratings, regardless of presence or 
absence of past speech-language pathology intervention, 
indicating that participants and parents were able to apply 
the rating scale appropriately, even if they had not rated 
stuttering severity previously. These findings support the 
accuracy of stuttering self-report for large-scale data col-
lection in that participants do not need training before 
being able to apply the rating in practice. 

In the present study, we expected to find a positive 
correlation between self-reported stuttering severity and 
overall impact score on the OASES (Yaruss & Quesal, 
2006). Previous research has been inconsistent, with some 
studies demonstrating evidence of associations between 
more severe stuttering and larger negative impact of stut-
tering (Blumgart et al., 2012; Caruso et al., 1994; DiLollo 
et al., 2003) and others demonstrating conflicting findings 
(Blumgart et al., 2010; Smith & Kelly, 1997). We hypothe-
sized that the more overtly disrupted somebody’s speech
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is, the more barriers they face across their personal and 
professional lives, and the bigger the impact on their qual-
ity of life overall. We did find a relationship in the 
expected direction; however, the correlation was weak for 
each of the four OASES domains and for the OASES 
overall impact score. This finding is in line with Ward 
et al. (2021), who identified a gap between behavioral and 
social measures of stuttering in commonly used stuttering 
assessment tools. This also suggests that the subjective 
impact of stuttering is influenced by other factors beyond 
stuttering severity that were not assessed in this study and 
could be further explored in future research. 

Compared to Australian adult OASES normative 
data (n = 200) presented by Blumgart et al. (2012), our 
group of 120 adults scored higher on general information 
and lower on reaction to stuttering, communication in 
daily situations, and quality of life, resulting in a lower 
overall impact score (M = 2.20, SD = 0.66). Compara-
tively, Blumgart et al. (2012) demonstrated a mean of 2.66 
(SD = 0.65) in their sample. This could be partly 
explained by demographic differences, with 43% of our 
adult participants being greater than 60 years, compared 
to their 21.5% greater than 60 years. Blumgart et al. 
(2012) also found a weak positive association between 
more severe stuttering (> 4%SS) and scores on general 
information. Interestingly, in our group, general informa-
tion was the only domain not significantly correlated to 
stuttering severity rating at the 0.01 level. This could be 
due to methodological differences of using a severity rat-
ing scale, which takes into account secondary stuttering 
behaviors, rather than %SS, which only takes into account 
proportion of stuttered speech. 

As in other areas of the world, stuttering treatment 
in Australia is shifting toward a more disfluency-affirming 
approach (Reeves et al., 2023). A recent investigation by 
Lowe et al. (2021) raised some important points around 
how traditional speech restructuring interventions may 
induce or increase speech-related anxiety, with potential 
for harm. Our data showed evidence of a correlation 
between overt stuttering severity and subjective impact of 
stuttering; however, the correlation was weak. As part of 
a comprehensive description of the stuttering phenotype, it 
is important to capture the subjective experience of stut-
tering, as well as measuring overt stuttering severity. Fur-
thermore, it is important to capture the direct views and 
experiences of individuals with the condition of interest. A 
limitation of the current study is that our younger age 
groups are small (n = 23 and n = 8 for school-age and 
teenage groups, respectively). In the future, it would be 
useful to consider parent-reported and/or self-reported 
stuttering severity ratings in a larger sample of school-age 
and teenage children. It would also be useful to investigate 
the correlation between these ratings and subjective 

impact of stuttering as a factor of age group and person 
rating. Here, we focused on severity ratings without any 
additional training on stuttering behaviors. Further work 
could examine whether agreement is even higher for sever-
ity self-report when factoring in types of stuttering 
behaviors. 

Conclusions 

Overall, our findings support the use of self-report 
in large cohort studies of people who stutter, where a 
speech assessment conducted by a speech-language pathol-
ogist is not typically feasible. Our findings also support 
the use of self-report measures, such as the OASES, which 
can provide insight into the subjective impact of stutter-
ing. The subjective impact of stuttering is not captured by 
symptom-based speech severity ratings; however, it con-
tributes importantly to holistic phenotypic characterization 
in a complex human condition such as stuttering. 
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