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ABSTRACT

Because language delay tends to persist, is
predictive of later learning problems, and is closely associated with
psychiatric disorders, it is important to identify language delay as
early as possible. In this study, language delay at age 2 was
investigated in 502 children who attended physicians. Language
assessment is not routinely carried out at thic age because current
screening instruments must be administered by a ‘physician or his
staff. For this research a screening test was devised which does net
need a professional to administer it. The Language Development Survey
(LDS) required the parent tv indicate whether the ch:ld produced word
combinations ind to check off, on 4 list of 250 words, all words
produced spontaneously. The criteria for "clear delay" were fewer
than 30 words and/or no word combinations at age 2. In the first yeax
of the study, 351 children were surveyed in five different pediatric
groups; 14 percent met the clear delay criteria. The range across
groups was from 9 to 17 percent, with the highest prevalence in an
urban hospital medical clinic. In the second year, 151 children were
surveyed 1n the same hospital medical clinic; 16 percent met the
criteria for clear delay. The rate of clear delay was higher in boys
than in girls. Total vocabulary size was significantly associated
with sex and socioeconomic status, with girls and children in the
upper social classes having larger vocabularies. Preliminary attenipts
to collect validity data on the LDS suggest that it will be useful in
future research. (Author/CB)
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Laﬁguéée delay at age & was i1nvestigated 1n SO¥ chxldrés
attendind pediatriciaﬁs. Data‘were collectéﬁ by parent report on
the Language_ngelopment Survey (LbS), an i1nstrument developed
'to assesc\Q?cabulary and word combinag1ans af 24 months. fhe
criteria #ﬁ; CLEAR DELAY were fewer tﬁan 30 words and/or no word
combiﬁations at 2. In Year 1. 381 children were =surveyed in five
different pediatric groups and 147 met the CLéhR DELAY c;xtéria.
The range across groups was from 9% to 172, with the higﬁest
prevalence in an urbe hospital medical clinics In Yéar'Zi }51
ch;dren were surveyed in the same hospital medical climic and
16% met the criteria for CLEAR DELAY. The rate of CLEAR DELAY /
was higher 1n boys than girls. significantly so ih Year.%..TQtal
vacabulary size was significantly associated with sex and SES,

with girls and children in the upper social classes having

larg&r vocabul:zries.
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Language Delav 1n 2-year-old Children

-Delaved language 1s 1ncreasingly being ideng}fled as none of

the major mental health problems 1n the Preschool years (NINCDS

)

19763 19?9). Lanquaqé delay 1s the mosf common devuiopmeﬁtal
Troblem found‘in preschool children (Rasx, Hart % Jenkins. 1980).
Pféschbol-landuage delay tends to persist for a number of vears
and ié a powerful predictor of later learning problems (Aram %
Nation 1980%f Silva, McGee, % Williams 19833 Spe;enson 19643
"

Strominger & Bashir 1977). A large proportion of children with
early langdaqe delay develop readiﬁg problems or oiher forms of
learning di;aﬁility when thé; enter school. even when children
.who are retatded, autistic, or neurologically impaired are
excluded from consideration (Fundudis, kKolvin., % Garside 1803 -
Kléckenberq 1980; Richman % Graham 1982). Behaviaoral/psychiatric
problems have been found iq abogt S0% of speech and
languéqe—deléyed children, a rate three times as high as that
found in children with normal langiiage (Cantwell, Baker %
Mattison 1979: Stevenson & Richman 1978).

Because language delay tends to persist, is predictive of

later learning problems, and is closely associated with

psychiatric disaorder, 1t 153 1mportant to 1denti1fy language del ay
as early as possible so that timely, appropriate 1ntervent:on
can be provided. It 15 the cohtentlon 0of this paper that

e
lanquage delay 1s readily 1dentifiable as early as 4 manths o+t

Ve
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age. Numerous devélopmental test norms indicate that a child of

-

24 months should have about 90 words and some 2--0-3 word B

S
combinations (Bzoch % lLLeague 1971% Capute % Accardo 19783%

]
Loplan, Gleason, Ryan, Burke, & Williams 1982% Frankenburg %

Ladds 1967). Thus, a child who has fewer than 30 productive
L~

~

words and/or produces no word combinations by the age of 2 is

manifesting significant language delay. Because la&nguage delay

at 2 has received scant research attention, we have very little
‘ >
gmpirical information about the proportion of 2—yeqr—old' /*Y/

children showing language delay of this degree.

Some epidemiological data on language delay at 3 have been
reparted 15 reteng vears. Stevenson % Richman (197&) feund that
-to-4% of the 705 I-year-old .children pirticiﬂéting in an

epidem1oloqicaf survey 1 . London were at least & months delaved

in theiwr language develogment. Of the 22 language-delayed

children i1dentified. SO were retarded. Only 4 children had
s

roughly normal cognitive ability 1n conjunction with significant . a

lanquéqe delay. Silva (1989) has reported that 8% of his qampyév
of 927 Z-year-old children 1n New Zealand were significantly
delayed 1n e1ther 1 angquage enpression‘(EZ), language
comprehensxop (Z7%4), or both aspects of language .(I%L). \

Ei1ghty~fi1ve pércent of the children delavéd in both

[

comprehension and production were retarded Wr borderline 1n [0.

One of the few reports dealing with the 1denti fication of
3
lang .age delay at 2 comes from an ‘epidemiological study of

.

2-year-olds 1n Bermuda (Hrincr, Goldfarb, Scarr, & M Zartney 1n
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¢ preses). In a population ot 418 children screened. 4% failed a

l anguage screeningi: about 104 of the population were judged to

need same- form of intervention wupon clinical assessment.

' Thus. there are tew prevalence studies o+ language delay in

¢ \
childregn as young as <. Hecause language delay 1n older children
. shows 'a strong assnociation with social class (Bolden % BRurns o
1983), the relationship between language delay at 2 and

socloeconomic status is of particular interest. There 1s alsa a
need, for a workable and pra;tical method of identifying
“lanquage—aelaved 2-year-olds {n the community. Most
‘epidemioloqical methods are too expensive and elaborate to serve
%or practical, everyday application. We havé chosen to identity
ﬁegiﬂﬁéahﬂélay‘at 2 by screening populations of‘chiidreﬁ
attendinq_pediatricians. As almost all 2-year-ald childrenr
recelve aediatric care (whether in private practices, HMOs, or
hospitél primary. care clinics), pediatric clients constitute a
large and unsefﬂéked popula%ion for language dela; screeqlng. -
A nuaber of screening tools exist for pedfatrxcians to use
1n assessing language: the Denver Devgicpmental Screening Test
(Frankenburg % Qodds 1967)%: the Language and Auditory Milestone
Scale (Capute and’ Accardo 1978); Coplan’s ELM (Coplan, Gleason,
" Fyan, Burke, % Williams 1982)% and the Receptlve—Enpressivé
,;> —\ Emergert Language Scale (REEL) (Bioch & Leaque 1971). Because
administration of all four of these scales reguires a physician

N or staf+ member, language assessment by vediatricians at 2 1g

not routinely carried out. Some of these i1nstruments 1nvol ve \}

i
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direct testing or observation of the child. However, because
. y, X ) .

“-year-old children cannat be counted upon to demonstrate their
v

best language skills during a brief pediatric exam.uthese
instruments all rely on parent report to some deqree. However ,
tew of the scales require thdt the parent provide any detaillad
documentation or spéciflc tllustrations ‘of the child's lanéuaqe
skxl&s. .
Because of the limitations of the existing language
screening instruments, it seemed necessary to develop a
different approach to lanquaqe.scr1=n1ng. A method was needed
‘which did not require physician time, prefterably one which could
be carri1ed out quiekly and efficiently in thé'clinic DF.OffiCE
warting room. Farental report was deemed the best means of
obtaining quick, reyiable. and valid language in%orma;ion at 2.
Work by Bates and colleagues has shown that parental report of
early language skills can be guite reliable, particlllarly when a
"recaogrrition ;urmat“ is provided by use of a word checklist
(Bates, Bretherton, Shaore, and lckrnew 1987). The aata éollection
méthod dev159d for this research required the parent to be very
spectfic and.concrete about the~ch11d’s lanquage'ékills. thusg
guarding against global overestimation of the child’s abilities.
In summary, this stud; was an 1ni1tial attempt to develop a
practical methodology for 1dent1€v1nq‘lahquaqe delay 1n
2~vear~o}d,ch11dren attending a wide éES spectrum of pediatric

ferlities. In the first year of the study; data were cul iected

In tive ditferent pediatric practices, one of which was an urban

B
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hozpital Medical climec.2In Year 2y the study war o wcked for

om
t

a second S-nonth period 1n this hospital climic. The Language
bevelopment Survey (LDS) developed for Fhe project was complgted
by the parent in the waiting room..The LDS coembined a vocabu;arQ
checklist with 1nquiries about the child’s production of word
combinatxmﬁsﬂ It thu% provided concreée and detailed i1n+ormation
about the size of the child's productive vocabulary and his u;e
of word combinations. These data on lexical and syntactic
develaopment were used to determ;ne the prevalence of lanquaqge
delgy at 2 and its association with a variety of demographic
fkctors.

Year Ia-Method

settings _// - ‘ '

In Year 1 of thg study, the prevalence of language delay at
2 was studied 1n fiveg different pediatric séttings, chosen to
represent a broad SES range, a diQersity of health deli;erv
patterns. and some geographical variation. In the two' N
Coﬁnectlcut settings., data collection }as carrrxed‘out over a
lZ-month period. Surveys were collected 1n a pediatric group 1in
upstate New York and 1n the Fhiladelphia Frivate and
Fhiladelphia Clinmic settings for approximately & months.
Subjects

The Gubjects 1n Year 1 of this researchswere 351 children

232 -

(¥}

1n the age range of 22-to-26 months coming for moncemergency

pediatr 1¢ appointments during the data collec 1on period. Office

statf members or student voluateers i1nvited parents to complete
“~
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thé survey while waitmnq/fur their pgdiatric appointments. While

>
Lt wase not possible to abtain surveys on every Z-year-old seen,

there was no systematic or cselective bias 1n subjyect

-

recrurtment. An estimated SO-to-657% of all CZ-year-olds seen 1n

» M ’ .
the practices during the data collection period ware surveyed.

The most common reason subjects were not surveved was time
pressure 1n the pediatrician’s office. Fewer than ‘10 parents

dclined to participate in the study.(less than 2% of the total

-

sanple).
» ‘ !
The Language Development, Survey <(LDS) |

1o ' .
The Lanquage Development Survey (LDS) ysed 1n Year 1 of

this research cénsisted of approximately 250 words common 1n

children’s early vocabularies, arranged accordlnq to semantic

14
category (see Table 1).

T M M M e M i S e i e e — - — . — . ———

T e e e e e S e e s e —— e e oy —— e " —

The wordes were taken from exiséing studies r» early lexical
dévelopment (Nelson, 1973% Rescorla, 1980). Qerbal instructions
were given as a supplemeat‘to the written 1nstructions on the
LDS: tne parent wgs asked to check off all the words on the list
which hetr cT}ld produced spont%peously. Instructions stressed
that wdrds/comprehended onl{ and words imitated only should not
be checked. However..paréntﬁ were told that words with "baby

talk" pronunciation or somuewhat bruad meanings ("shoe" tor

slipper) should be included. If the child was learning a foreign

BEST COPY AVAILABLE
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language 1nstead of Enalicsh (or was being raised bilinguallwv),

the parent was asled to check off Enclish equivalents of the

- "

child’s words. [f the parent informant did not spgak or read
English. no survey was collected. In addition to probidinq
voacabul ary 1nformation, t;e LDY also supplied Lnformatlén about
the child's developing synta:, The parent was asked to indicate

L

whether the child produced word cambinations. If the.child was

cambining words, the parent was instructed to write down

L] . &
examples f the child’'s sentences. Finally, the reverse Side of

the LDS requested ldentifying and demographic 1n€ormati§n. The

parent left the compleged form 1n the ped1atr1c1an s office, to

.
*

be Lmllected by the research staff. : .

o«

Data anaIVSLS

The demographic and background variables analyéed 1ncluded
sei, birth position, number of siblings, and prematurity status

‘of the child: educatioral level, employment status, marital
N

status, and occupationals level of each parents Hollingshead
> four—factor social status score faor the family (Hollinashead,
. ' . R ~
1973) % parental conderh about 'chi1ld’s languages primary language

spdken 1n the home; and. child's attendance 1n day care, Because

n

some parents did not complete all the demographic and bactground

4
1

information 1tems, sample sice for some of these variables wag
reduced.
. .
The LDS vacabulary words were coded as present (score =1)

or absent (score=0) 1in th? child’'s nroduct1ve y@n1con; Means

were computed both within each semant1L cateq ry and across the

-
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hole éhecklist. Fresence or absence lof word.combinatioqﬁ Was
scored and the mean length of the combinations li%éed‘wgs |
cale lated. This “mean length of combinations“ vérjable 1s
obviously not equivalent tb the ghildgs meén length of utterance
or MLU (Brown 1973), because it was not basgg on ¢ taped speech
sanple.

_ . '

We have adopted crjiteria for CLEAR language delay of fewer

gﬁan 20 wodds of productive vocabularry and/or no wérd

-

combinations at the age of 2. The Denver Developmental Screenipq

-Test (Frankenburg % Dodds 1967) indicates that between 75% and

§OZ of Eiyéar—old children have 2-word combinations. Capute and
Accardo (1978) place 2~word combinations at.ﬁi\months and S50
vocabulary words at 24 months. Coplan’s ELM (Cbplan. Gleason,
Fyan, Burke, % ?illiams 1982) folund that'?OZ of children had 2

. A

word sentences at I73.2 monthg and 50 words at 25.6 manths. The

L3

-

REEL (Brzoch % League 1971) places 2 word combinations at
_<0O-to~-12 months and 10O-to-20 words at 18-to-20 months. We Chose

our CLEAR DELAY criteria of fewer than 30 words and/or no
: £

cambinations at 2 so that any child meeting them would be most
un?iiely to menl fest age—-adequate language on any af the

aballable lanauage tests far young children. By using dual

a

criteria, 1t was possible to catch children who werse delaymd 1in

-

eirther vocabulary or syntax, as well as children delaved in both

these aspects of language.

BEST COPY AvaiLAp £ 11
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’ Year 1: Results

Demographic characteristics of ' the pediatric_samples

The five pediatric groups provided a broad sample of

1 A}

children recelving medical care 1n public and private urban.
settings (see Table 2).

1nsert Table 2 about herg
- : g T T T T T T T T e e
;iThe data on Hollingshead social status indicate that the most

pr1911aqed;pedlétric group was the New Haven HMO (Grbup B, with

Y

P é L]
88% .0f the families in social classes [ and Il. In New Haven

LI -~
-

Frivate (Group A) ana Fhiladelphia Frivate (Group D). about

. N .
¢ .. .

two-thirds of the families were in the top two social classes.

New York Frivate (GrouplC) had na social class | famlliés.
F1inally, the Fhiladelphia Climic population consisted brimarily
0f families 1n SDCI&¥ class V. The maJOr;ty of clienés in the
Fhiladelphia clinic weré blact, while the other four pragtices

served mainly white families i however, racial 1nformation Qas
‘ndt cotarned on the survey. The percentage of foreign famifles
was hxahest 1N the New Haven HMO (1.%) and New Yofk Frivate
(9%) % 1n the uther three practlces;.Fwwe{‘tham 5% of the

-

tamilies were foreirgrr.

Almost all the children 1n the tour private settings came

a8y

from 1ntact two-parent families, In contrast, only 29% ot the

children 1n the Fhiladelphia Clinic lived with both parents.

I

s
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similarly, the Fhiladelphia Clinic sample was the only one

showlng & low rate ot employveent of +athers. Makternal empleiment

tanaed widely across the five groups: the lowgst rate of .
. . e . ﬁ

matermnal emplovment was 1n the Fhildelphia Clinic group. which N

canslsted primarily ot women on public assistance. The highest

L3

rate of maternal emplavment was 1n the New Haven HMO group, : '

where wmany of the fathers were graduate students. The majyority -~ .

2f parents 1n the two New Haven groups and in Fhiladelphia

\ « .
Frivate had colleye or qraduate‘dggrees. In the New York Frivate

arid Fhildelphia Clinic groups. the modal pattern was -a high

schaool education for both parents.

~

il

The fi1ve pediatric samples gonte 'd approiimately egual
proportions of girls and boys. The per. entage of first-born
children 1n the sample was about S0% 1n the five groups. The New

i

Haven HMO and Fhiladelphia Clinic had-the highest proportions of

.F1r5t~Qan~ch11dren (627 and 8% vs. 46%, 4ézk~and S0%) .

“

Frematurity information was notlcollected 1n the New Haven .

settings, but the other thtree groups showed a wide range 1n the

prdapoartion of premature children (14% 1n New York Frivate and

Fhiladelphia Clinic Qs. 2% 1n Fhiladelphia Frivate).

In the Fhiladelphia Clinic and dMew Yort Frivate groups,
about VS% ot the childrer were cared for full-time by their
mothers. In contrast, substantial numoers of children 1n the
other three Settlﬂgeh;ere receilving day care or substitute cares,

Hew Haven HMO had the highest dav.-are rate (617%), which 1s

conslatent with the high Tevel of hat@rpal employment 1n that

13 SEST COPY AVAILABLE
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Tatal vocabulary results

- v - - . a e o e oo e e +

Mean total vocabulary size was calculated for each of the

. .

f1ve pediatric graﬂﬁs and for the total pediatric sanile. As can

¢ 7

be seen 1n Table '3, the Qiqhest total vocabulérv sl2e was. found
1N the 'the New Haven HMO Jroup (1468 words).

J
inﬁgﬁh/Table 3 about Rere

Three of the pediatric‘broups had mean total vocabulary size of .
o .

;S . 150-to~160. Finally, the F"hiladelphi;« Clinic group had a4 mean
| dkbtal vocabulary size of 127. While the EVErall analysis of
variance of total vocabuiafy‘s1:e across pediatric groups
vielded a significant hesult (F=4,62, df=4, . = .OS); the only
significant pair-wise comparlso?.was be%ween the two most
extreme qroubs (New‘Haveﬁ HMO vs. Philaéelphia Cl1nic),

Inspection of Table I reveals that the modal vocabulary
size 1n the Fhiladelphia Clinic was between 190 and 150 words.
In contrast, the modal vocabulary size in the other four
pediatric groups was in the 200-to-I00 word range. However., the
five péd1atr1c grouvps did not diffé?‘gﬁarplv 1n the percentage .
ot children with fewer than S50 words. This percentage ranged
from L34 to 13% across the five groups.

Analysis of varlénce was used to examine the relationship
between total vocabulary 5129..sex of child, and SES of the .

family 1n the caombined pediatrlc sample. Girls had larqger

| BEST COPY AVAILABLE 14
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vocabularies than bovys (169 vsg. 132 words:‘F= 20,10, df=1, 299,
7 : :
RS L0001) . 5ES also showed a highly signiticant association

&

with total vocabulary size (F=7.83, df=4, 299, p < .0001), with

children 1n siocial classes I and 1] showing significantly larger

°

vdcabularies than children in socilal classes IIL, IV, and V (178

-

and 162 vs. 133, 119, and 128), according to Newman-kEeuls tests.

vdord combinations data across pediatric_groups

e e 2T —— i e S e S ST \

The mean length qf combinations for the combined pediatric
qraups was J3.30. Although the one-way analysis of varliance

acraoss the five groups was significant (F=2.6}. df=4, p “0.05),

the only significant pair-wise difference was that between fhe
two most ertreme groups (New Haven Frivate vs. New.York
Frivate).

Two-way analysis aof variance using sex and SES as factors

1ndicated significant effects for both variables, but no

sitgnificant 1nteraction. Farallel to the total vocaﬁulary data,
girls were more advanced in mean leﬁqth of Cohbinations 3.81
ve. 3.237 F=12.84, df=1, 239, p < .dJO1). There was no consistent
or predictable pattern to the SES differences, abthough the
overall F value was §iqnificant (F=3.21, df=4, 239, p * ,0S).
EC_Y§£€QS§NQf_lEDQH§§§W9€£§¥

Tge percentage of children manifesting CLEAR delay was

LY

calculated, using our criteria aof fewer than 30 words and/or na

~

word colhbinations at 2. As can be seen 1n Table %, the

Dercen%‘[ waﬁﬁigféayed children ranged from 9% 1n New

15
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York Frivate to (7% in Fhiladelphia Clinic, with an overali rate
of lanquage delay of 14%. The percentage of children showirg
language delay was not significantly related té elither pediatric
group aor SES, as determined py chi-square analy315; However , tLe
h1ghest raie of language delay was found in the Fhiladelphia
Clxnlc.sample (17%) 3 ghls was nat surpc}sing, gliven thg
well;documented association between economic disadvangage and
developmental deléys ot all types. On the contrary, it is
surpéésinq that the difference in rate of éelay between the most
disadvantaged population and the upper middle class popu{ations
was not greater. |
UVt the 48 CLEAR DELAY children., &5% were bovs. However, the
proporgion of boys showing CLEAR delay status (17%) was not
sani?acantl? different than the 10% rate of CLEAR delay for
girls. Theré was no significant association between CLEAR DELAY
'status and child's birth position (first-borns 12% vs.
latgkgborns 16%) . Lanquage delay ﬁasknot_51gnific§nt1y related

/

to danare/home care sfgéhs. The rate of language delay 1n the

e

ey

children born premature was 25%., as oppaosed to 13% in children
born at term, although the chi-square was rot significant. Of
the total 48‘CLEAR DELAY <hildren, seven were from foreign
families. Thus, apprux1métely one~third of the foreign chlldreh
met the CLEAR DELAY criter:ia, comparéd to 1% of the ch11qren 1n
fam1lleé speaking only English (X2=6.54, df=1, p <« .05).

Eixactly half of the 48 language-delaved children had fower

than 20O words AND they di1d not produce word combinations.
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Chlfdren who hgd moré than 0 vocabul ary words but nf wor d

‘combinations comprised I9% of the language-delaved grioup.

Finally, only 15% of the language—-delayed children had fewer
than 30 words of productive vocabulary but some word
combinations. It ig to be expected that the numbeyr of children

1n this last group would be small, as research indicates that

* o\

children usually do not start combining words until they have
about 350 productive .vocabulary ite@% (Nelson 1973% Regcorla

1980) .-
-

Farents of children igentified as showing CLEAR delay were
. “*

!

four times-more likely to be concerned about their child's
3 ’
language d9velopment than parents of children identified as not
delayed (55Z1YS. 12%, X2=49.15, df=1, p < .001). Seventeen
,fir " “
/ ~

percent of parents in the CLEAR DELAY group and 18% of péfents

1n the NORMAL group did not respond to the question géncern1ng

- [}

parental concern about® child's language.

Year_2: Method . . /
." .-

. K
" ~
2

Frocedure . \ - <0
L] . o

In Year 2 of the research, data were collected for a second
6-month period in the Fhiladelphia Clinic, a primary care center

s@rving primacily 1nner-city, minority families. Surveys were
P | .
obtained on {51 children, approsimately 75% of the 22—-to-26

month-olds seen during the time peggod. Feder than 10% of
parents approached declined to complete the survey.

[o Year 2 of the study. about 100 words were. added tqlthe\h

LDS, producing a chechklist of about 740 words. The words added

| ' < BEST COPY AVAILABLE
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were primarily lower freguency words Aqvthe semantic categories
:
of household words, toys. clothing, and vehitles. The data

collection procedures were similar to those used in Year 1.

except that the studﬁ?t valunteers in Year 2 received somewhat
. 3 N ° )

more training and monitoring than had been possible 1n 'Year 1.

”

. Year 2 Results
}J -~

Total vocabulary'results
Mean total vocabulary size in the Fhiladelphia Clinic was
higher 1n Year 2 than Year 1 (150.70 vs. 127.67). This

s1ganicént increase was not due to the longer checklist, as 1t

M

was still presént when the "pew" words wére leted from the

. ﬂ ' L4
Year 2 list and the mean re-calculated. The,Year

-\

2 vs. Year 1

difference may be due to the better training which—fhe student

volunteers received in the secand year of the study, leading to

i

collection of more complete vocabulary i1nforpation from the
parent. However, the“meanjlenqth of combinations 1n Year 2 1in

the Clinic was very similar to-the mean in r 1 (3.54 vs.

-

Z.44) .,

Frevalence of language delay

hd ]

A total of 24 children in Year 2 met the CLEAR DELAY
criteria of fewer than 30 words and/or no combinations,

equivalent to 164 of the sample of 151. This 1s highly —

consistent with the Clinic CLEAR DELAY rate of 17% in Year 1. As
in Year 1, the majority of the~CLEAR DELAY «hildren were boys
(71%4). The se:: difference far CLEAR DELAY status was signfxcant

1N Year I (XIZ=&.13, df=1l, p T .05 . 0f the 24 CLEAR DELAY
[

BEST COPY AVAILABLE
18



o

-

l.anguage Deléy.
17
children, 27% were prematures, contrasted with 15% premacures in
the total samgle. waever, this dgff&reﬁte was not significant.
Uf the 24 CLEAR DELHY children, 50% had fewer than =0 words
AMD no combinations. This is ldentical to tHe proportion 1in Yeahv
1 meeting both criteria. Farty-two percént of’the QLEQR DELAY
children i1n Year 2 had more than 0 words but nq combinat1m65.
Finally, B% of the CLEAR DELAY children in Year 2 had some
combinatiénglbut fewer than 70 words, about half the progaortion ’

found in Yaar 1.

Validation of 'the LDS

— e ok ey 1a0m cron nae .

’

to see all 24 CLEAR DELAY children ‘identified in Year 2 fo

N

clinical assessment. Eleven children could not be geén, Four of
these livea.in homes with no telephane ang parents did not reply
to lettg?s of inguiry mailed to them. The other seven parents
weYé'contacted by phone, but an assessment s@ssion could notlbe
arranged. It was not possible tog obtain‘any further intormation
about 27% of these 11 children, but iéforma£1on was obtained an
the other 72% strongly supparting & diagnosis of significant
language delay. 3Such confirimatory evidence was secured from
hospital records, &onversations with the child's pediatrician,
or phone contact with the parent. For example., 1nformation was
obtained on one child who.had a history of meningitis,

hvydrocephalus, and mental retardation: another child was being

evaluated 1n the Clinic for selzures and mental retardation: two

BEST COPY AVAILABLE 19 ‘
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were twinsg boys. baorn 4 weeks prematurée, whose mother reported

4 . ‘ »
over the telephone that they each had fewer than 10 words of
pProductive vocabulaiy. .
A total of 17 out ¢f the 24 CLEAR DELAY children were seenm

tor assessnent. The Bavley Scales of Infant Development and the

Reynell Language fomprehension and Verbal Expression Scales were

administered. Ten children,ﬂor 7%, were found to have delays of
=) montHs or more in Iangﬁage when tested: 6‘had delays in both
comprehensionland production, I had only expressive delay, and 1
had a severe receptive delay and marginal productive language.
Only 3 of the 10 Iﬁnquage_delayed‘ctharen had-BayTey scores of
8Q or aboves the other 7 language;delayed children hsad ERayley
SCores ranqiqq fram SO to 74. |
Three of the 173 CLEAR DELAWY children (23%) were.not
significantly language;delayed an assessment. All three had me£
only one of the two CLEAR DELAY criteria when surveyed. Far two
¢ _

children, assessment could not be arranged until 2 1/2 months

’ '

atter the survey was colfgcted. During this interval, one child
began combining and the other added many words ta his
vocabulary. Thus, both were norm;l when tested. The third child
was the onfy case of cClearly erfaneous classificatlon detected.
The mother had listed that the child had more than 150 words,
but then checked "no" for combinations. At the asseszment
sessi1on, she recognized her mistalbe and reported that her child

1

had been using sentences for several months.
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As part of our prellmlnary validation efforts, a small

nunber of children identified as NORMAL on the LDS were also

?

seen for assessment. Sim ot the 7 children seen (86%) had

erpressive. language scores within I months of their

chrcnolagical age and Rayley %coreé of 90 or abové. The sayentﬁ

child had clear behavior problems,- a Rayley séore of 80, an

Ve
L2

8-manth delay in receptive language, and a S-—-month delay in
expressive language.
R
Discussion

This paper reports data on a research Qrohram to Hdentify

and analyze language delay at 2. We have QEvised a method +for o
collectfnq language Surve; data from pediatric-populatlons which
is guick . and effigienht.: We have gathered data on 562 children
drawn from five pediatric settings which differ &idelv 1N .
demographic characteristics and mode of health care delivery.
Qur hethodaloqy hgs been successfully emplayed in bgth private
“and clinic settings. using both middle class and lower class
parent 1nfarmants. The nu@ber'o¥ parents declining to complete
the LLDS has been small. Many parents hecame quite engrossed 1n “J/
' completing the checklist. They were selective in/éhecklnq off
words, clearidvy i1ndicating on the ch;ckl19t words their child did
not say. as well as words prodoced.
About 10% of Z2-year-olds met our criteri1a for CLEAR
l anguage dela§ 1 even the most advantaged oediatricg
" :

populatiaons. This rate 1s substantially higher than the languaqge

delay rate of Z-to-S% typically reported for Z-year-olds (S11lva
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19801 Stevenson % Richman 1976). This is to be expected., as 1t

H

1s surely the case that some percentage of children showing

-

language delay at 2 will have developed normal language by RN

However ., few data current}y exist 1ndicating the magnitude of

p

]

.this percentage. .
b}

Our daﬁa iqgica;g that the prevalence of language delay was

[ 4

somewhat’ higher in the dis=c¢vantaged, infer-city pediauric

H
— -

setting than in the privaie practices (17% in Year 1 and l1&% in
yZ }

o vear ). However, the substantial rates of CLEAR DELAY foumd in.

L4
-

the private practices indicate that language delay at 2 is by no

means a problem confined to disadxantagéd children.

- A -
-
4

The similarity of rate of delay. found across the four
privéte sett1ngs'and the nearly identical rates‘of delay
bbtained in the Cl;nic in Year 1 ‘and Year 2 are evidence of the
reliability of our methodology. The data we have collected thus
far suaggest that future replications of the procedure will
result in CLEAR DELAY rates in the range of 10-to-16%.

Boys had a niqhér rate of language delay than girls 1n both
Year | and Year 2, aithough the di1fference was only significant
1N Year 2. Language delay showed a clear but non—:1§n141cant
tendency to be associated with premature status in both Year 1
and Year 2. Flnﬁllv. sex was significantly related Fo total
vocabulary size 1n both yvears of the study. The consistency of
these findings across replxcatidns demonstrates that the

procedure we have developed vields raobust and -stable results.

: .
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Owr preliminary attempts to coflect validity data on *the -
LDS suggests that we will be able to demnnstrate qoéd )
sensitivity and specificity for the 1nstrumént 1n.future
research. More than 70% of the children 1dentified as CLEAR
DELAY on the LDS'qppeared to be siqni%icantly language-del ayed,
as documented by either direct clinical assessment or by |
confirmatory report from pediatricians or parents. The majority

=) .
of language-delayed children were showing at least mild mental

- 3
k)

retardationn In contrast, none of the smal l number'of children
NORMAL an the LDS who were assessed h&d/%HgnificaHt 1anqﬁaqe_
delay or mental retérdatibn. '

In conclusion, we have develaoped a methodploqv to id;nﬁify
fanquaqe~delayed Z-year-olds 1n pediatric populations. Sych
children are known to be seriocusly at risklfor continuing
language broblems. learning disabilities, and
psvch1atr1c/behavior§i disgrder. The data we have collected
indicate that language}delayed Z-year-olds can be found 1n all
SES groups. These children manifest a variety of syndromes and
the etiologies of their ianguage delay are maltiple. The
rese;rch reported here 1s a beginning step in 1deﬁtifviq9 these
children. In future research, we plan to replicate our

prevalence firndings, delineate the various 2-year language delay

syndromes, and\lnvestiqate the persistence of 2-year language

L3

delavy.
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Table 1
Year 10 Language Development Survevy “

Flease check off each word yowr child says. Don’t include words
vour child can understand but not say. lt's ok to count words that
aren’'t pronounced clearly..If vour child speaks a foreigr lanqguage,
please check off English versions of the words he t(.ses.

FooD ANINALS ACTIONS . HOUSEHOLD FEQPLE QUTDOOR MODIFIERS OTHER
juice cow give clogk acsay snoW cold hello
a1 lk bee shaw light daddy flower bad byebye
cookie bug bring blanket boy aoon big N nightaight
water donkey look chair girl house good no
toast frog kiss door aan rock nice on
apple goose rock bed lady tlag hot yes
cake aonkey feed creb grandma tree thie e
banana pig s1ng pillow grandpa stare that off
drink puppy dance telephone oWn name sun firty shut up
bread tiger push washer auntie sky yucky boaboo
butter turkey eat drawer uncle pretty where
cheese turtle walk table baby PLACES sticky curse words
eqg elephant cough bottle pet nase park stinky what
peas bunny tickle cup pool allgone
lollipop  chicken dinner spoon CLOTHES beach wet
candy f1sh lunch glass cost school
crackers  snake breakfast knife shoes porch SOUNDS PLEASE LIST ANY
coffee dog o fork hat store choochoo OTHER WORDS
food cat coae dish socks church boos YOUR CHILD
qua duck up plate boots library 2008 USES:
aeat horse down pajamas 200
cheerios  bear nice PERSONAL belt vEHICL quack
noodles bird get pencil nightgown car <~ aeoN
nut wash key bib bike woof
peach BODY PARTS brush pen pants truck ticktock
pickle aouth coab paper sweater boat yuayuas
hat dog eve clap 'natch tights train
hanburger ara see tissue slippers plane
p1224d toe stop SCiss0rs shirt bus
soda leg throw pocketbook wagon
spaghett:  knee peekaboo aoney helicopter
. belly hutton pattycake
10¢§ penis bath DOES YOUR CHILD CONBINE 2 WORDS? (“aore cookie,® ‘car byebve')
doil teeth peepee YES NO
book hair doodoo
ba'l ear nap PLEASE LIST BELON SOME OF YOUR CHILD'S SENTENCES:
‘eddy bear vagina 50 big '
blocks thuab outside
swing ankle hug
) ride

love

28
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. Table 2
Year 1: Demographic Characteristics of Fediatric Samples
) Fediatrie Samples
. A) g C P E

SES status (N) 70 96 22 26 124~
I 47% &H8% Q%4 . S67% A
I 1% 20% 457, . 2T S S
ITI 24% &y % 1 18% T19% 12%
IV - 47, 2% 18% 12% 10%
Vv YA 2% . o 18% O CIRYA

N
Family type (N) 735 o9 23 2 131
. Two—parent CASYA 9% B8I% ) FO% 8%
One—-parent S 7% 17% 10% T 62%
’ .. L4

Mother 's Emplaoyment (N) 72 =8 22 20 137
Unemployed 347 417% b47 S 82%
Fart-+i1me ,=1% 247 18% 13% 7%
Full—-time . "2S% 247 18% RIRYA 117%

¥ .

Father 's Employment (N) 7% 55 21 29 4]
Unemploved 47. L37% S 107% 417
Fart-time 4% \ 7% 0% R4 7%
Full-time 2% 80% A 86 52%

Mother *s Education (N) 73 38 o2 Z0 131
l.ess than H.S. grad. 47 A 18% G 22%
H.S. grad. 217% 12% S0% ZO% 6O
Some post-H.S. 137% 1O% 18% 23% 10%
College grad. I3 47%. % 23 7%
Graduate degree 27% 29% a% 23% 2%

Father s Education (N) 735 =8 Py 20 137
Less than H.S. grad. 77 07 17% 8% 18%
H.S. grad. 18% 7% Q6% 22% O
Some post-H.S. 147 7% 17% 11% 10%
College grad. 2I% 167 11% 22% 12%
Graduate degree 8% : 70% O I7% )

A: New Haven Frivate *

B: New Haven HMO

C: New York Private

D: Fhiladelphia Private

E: Fhiladelphia Clinic
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' | | y Table =
H .
Year li.Language Results Across Fediatric Samples
) Fediatric Samples
- .\
A B C D €
. P . .
Mean Vocabulary Size 157.64 168.5= 160.48 150, 30 127.467
Distribution of Total ,
Vocabulary Size
530 words - 15% 16% 13% 13% 14%
S0-99 words 12% 8% Q% 13% 18%
100-149 words 15% 8% 26% 20% - 31% -
150-199 words 28% . 19% . 47, 20% 227
200-299 words 26% 437 487, 33ZM7 18%
D300 words 7% 3% 0% 0% 0%
Fercentage of CLEAR .
language delay 10% 135% 9% 10% 17%
Mean length of )
combinations given .44 3.94 T.04 3.61 3.33
% -
* AT New Haven Frivate

B: Wew Haven HMQ

C: New York Frivate

DI Fhiladelphia Frivate
E: Fhiladelpinia Clinic
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