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Foreword 

It was the beginning of a long-term friendship. I think it was in the summer 
of 1976 that Barbara Johnson, then Barbara Matthews, a masters-level grad- 
uate student in my Department of Communication Disorders, came into my 
office and said very confidently: “I want to do a thesis. I want to do some re- 
search. I like to write, and I want to work with you”-and she did. I cannot 
remember the exact order of delivery of her comments, but I do know that 
everything she said was spoken in the same cadence as the Latin proverb, 
“veni, Vtii, Vi& I came, I saw, I conquered.” Almost 19 years later, I recall 
that she had the same air of confidence when I approached her about writ- 
ing a book in the area of child language disorders. Her response was very 
similar: “I want to write a book. I have done research in the area of child lan- 
guage disorders. I like to write and, yes, I would like to workwith you [again].” 
Influenced by the same confident composure she had shown in 1976, I en- 
thusiastically recommended Barbara as an author to Delmar Publishers, Inc. 
As a result of this collaboration, Barbara has written Language I)isorders in 
Children: An Introductory Clinical Perspective, a book that most readers will 
regard as a long-term friend. 

It is not easy to write a book about language disorders in children because 
there is so much material to cover. Indeed, it is a challenge for an author to 
determine how to select information from this widespread discipline that 
best meets the need of the reader. Even more challenging is to write a book 
at the introductory level, because the nature of the topic is complex, contro- 
versial, and transdisciplinary. In order to cover the topic of language disor- 
ders in children in a comprehensive, efficient way, one not only has to have a 
clear understanding of the important issues involved in this area, but also a 
grasp of other, related disciplines such as linguistics, psychology, sociology, 
and education, and their impact on language behavior as well. 

Barbara Johnson has confronted all these literary challenges and succeeded. 
She has adroitly written a first-rate piece of work about language disorders in 
children. The chapters about family-centered clinical procedures, Chapter 5, 
and multicultural issues, Chapter 6, help to distinguish this book from other 
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books in the same field. These chapters, in particular, also provide readers 
with important information that will prepare them for the reality of future ser- 
vice delivery with language-disordered children. 

This text is designed for courses related to language disorders in children. 
It is very suitable for students who are taking their first course about lan- 
guage disorders and need a comprehensive, basic introduction to the topic. 
Johnson has done an excellent job of establishing a relationship between basic 
processes and clinical information. The text is up-to-date and written in a man- 
ner that accommodates a deductive teaching process. The inclusion of defi- 
nitions, learning objectives, and an extensive study guide in each chapter make 
the book student-friendly. The custom-designed materials provide the reader 
with many helpful and interesting learning tools. Barbara Johnson’s book will 
provide a strong introductory foundation about language and language dis- 
orders. Anyone who reads this book will find it to be an invaluable practical 
resource. 

With pride, 
Charlena M. Seymour, Ph.D., 1994 



Preface 

The available knowledge on the subject of childhood language disorders is 
enormous and growing rapidly, yet undergraduate majors in speech-language 
pathology are faced with establishing a comprehensive knowledge base com- 
prising the topics most consequential issues. It is on this foundation that stu- 
dents add subsequent knowledge and experience in order to achieve the goal 
of becoming independent, competent speech-language pathologists. There- 
fore, this volume summarizes the basics of language and normal language ac- 
quisition and then proceeds to present a cohesive exposition on the 
fundamentals of language disorders and related clinical issues. In combina- 
tion with appropriate course work, it not only provides students with an un- 
derstanding of key issues but is intended to pique their curiosity, motivating 
them to thoughtfully explore the topic of childhood language disorders, both 
now, as students, and in the future, as practicing professionals. 

The author assumes that the audience is in the early stages of building the 
framework that is essential to future career growth and success. The book is 
appropriate for undergraduates who are enrolled in courses in either language 
disorders in children or methods for clinical practice, and it is assumed that 
students have completed introductory courses in communication disorders 
(i.e., “Introduction to Speech-Language Pathology,‘* “Anatomy and Physiol- 
ogy of the Speech and Hearing Mechanism,” “Voice and Phonetics,” “Audi- 
ology I,” and “Language Development”) and core curriculum requirements 
(e.g., psychology, sociology, mathematics, and other science requirements). 
In order to accommodate learning needs of students at the intended level, 
the text includes clinical examples and illustrations as well as a comprehen- 
sive study guide series so that readers may have opportunity to assimilate each 
new concept as it is presented. 

The study guide series is designed to assist readers as they acquire and 
internalize new information, further guiding those who benefit from instruc- 
tion in how to highlight, organize, and retrieve information. In addition 
to answering each study guide question completely at the end of each chap- 
ter, it is suggested that students scan each chapter’s study guide just prior to 
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reading. By so doing, it is expected that they will be mentally prepared for each 
topic before it is presented. Further, professional terms are defined in the glos- 
SZUY and they are shown in boldface the first time they appear in the text. 

Overall, the volume illuminates language development and disorders from 
birth through adolescence, focusing primarily on the needs of children from 
birth through the primary grades. Further, the disordered populations de- 
scribed here are comprised of those individuals who are traditionally included 
as well as several populations that are typically absent in editions on this topic. 

The text is organized so that the most basic information is presented first, 
with subsequent chapters adding to and building on that groundwork. Part I 
is a discussion of language acquisition and the domain of language disorders 
(Chapters 1 and 2). Certain preliminary fundamentals are reviewed in the first 
chapter although modest prior knowledge is presumed. Language and its di- 
mensions are defined and described, prerequisites to language acquisition (in- 
cluding anatomical and physiological, phonological, perceptual, cognitive, and 
social factors) are reviewed, and major developmental milestones and the 
process of language acquisition are highlighted. Chapter 1 is intended to briefly 
recapitulate information that is necessary for understanding the content of 
Chapters 2 though 6. It is assumed that students have access to more detailed 
information as a result of having successfully completed the prerequisite 
courses. 

The second chapter defines language disorders and then expounds on a 
number of etioogical factors that can lead to disordered language develop- 
ment. Language characteristics of a variety of special populations are sum- 
marized. These include individuals with mental retardation, learning 
disabilities, childhood aphasia, attention deficit disoxder, reduced hearing sen- 
sitivity, central auditory processing disorder, developmental apraxia of speech, 
developmental dysarthrias, elective mutism, and autism, as well as multiple 
births. In describing each group, etiological, behavioral, and speech-language 
factors are all taken into consideration. 

Part 2 (Chapters 3 and 4) outlines the basic clinical operations that apply 
to assessment and intervention procedures for children with language disor- 
ders, beginning with guidelines for clinical practice from an ethical perspec- 
tive. Both screening and assessment procedures are described in Chapter 3. 
The general processes of a traditional language assessment are outlined in 
detail, from the time of initial contact to the writing of the assessment report. 
Modifications to the conventional language assessment protocol are suggested 
in order to facilitate assessment of taciturn and unintelligible children. 

Chapter 4 explains procedures for planning and implementing traditional 
language intervention. Intervention options are introduced for preverbal chil- 
dren, as well as for those with disrupted form, content, and use; disrupted con- 
tent-form interactions; separation of language dimensions; disrupted 
interaction between the dimensions; attention deficit disorder; and reduced 
hearing sensitivity. Intervention plans, lesson plans, and progress reports are 
also summarized. 
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Part 3 (Chapters 5 and 6) expands on the clinical ramifications discussed 
in Part 2 by describing implications for language-disordered children whose 
circumstances require modifications to the traditional model. In this part, 
the fundamentals from Chapters 1 through 4 are interfaced with prime is- 
sues such as family-centered intervention and multicultural concerns. 

Chapter 5 introduces students to the notion of linking family resources with 
professional expertise, a notion that is central to family-centered assessment 
and intervention. This concept is at the very core of all practice with the birth- 
to-age-3 population and is applicable to clients and fan&es of all ages. 

Chapter 6 is a coauthored chapter (with Teri Mata-Pistokache), which pro- 
vides introductory information about sexing language-disordered children 
from a variety of cultural backgrounds. As a profession we have become more 
culturally sensitive in recent years. New information on multicultural con- 
cerns has become available, and in this chapter it is shared with students at a 
preliminary level. 

In conclusion, the author wishes to acknowledge Bill Perison, for his end- 
less patience and for his editorial comments; Alyssa Ann, for cooperating; 
Helen and Ray Johnson, for their encouragement throughout the years; and 
Charlena Seymour, for her mentorship and continuous support; the commu- 
nication disorders faculties at UT-Pan Am for their cooperation throughout 
the project; and the many teachers, colleagues, students, clients and families 
who, together, enhanced my professional experience making it possible for 
me to complete this work. 
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CHAPTER 
1 

Language 
A Review of Fundamentals 

LEARNING OBJE-S 

At the am&&on of this chapte+, you should be able to: 

l Define language and consider how it is used for communication, con- 
sider how ideas are communicated through language, and consider lan- 
guage as a code that is systematic and conventional; 

l Describe and differentiate between each of the three dimensions of lan- 
guage (content, form, and use) and appreciate the three dimensions as an 
integrated whole; 

l Identifir and describe anatomical, physiological, audiological, neurologi- 
cal, perceptual, cognitive, and social conditions necessary for language 
acquisition; 

l Discuss each prerequisite to language acquisition in relation to the three 
dimensions of language; 

l Identify the approximate sequence and ages for developmental mile- 
stones associated with spoken language acquisition from birth through 
adolescence; 

l Identify aspects of spoken language that continue to become more so- 
phisticated through adolescence and adulthood; 

l Discuss the process by which spoken language is usually acquired; 
l Discuss some achievements associated with learning written language, 

and appreciate the relationship between spoken-language competence 
and academic success in reading and writing. 

3 



4 PART I--CHILD LANGUAGE AND LANGUAGE DISORDERS 

INTRODUCTION 

Welcome to the study of language disorders in children. In preparation for 
discussions pertaining to disorders, it is expedient to review some basic con- 
cepts about language in general. This includes a definition of language, pre- 
requisites to language, and the major milestones and basic processes of 
language acquisition. The first, and most fundamental, of these concepts is a 
definition of language. 

DEFINITION OF LANGUAGE 

Language can take a variety of forms, including spoken language, sign lan- 
guage, written language, and body language, as well as a variety of different 
languages and dialects. The scope of our discussion is limited to spoken lan- 
guage, its acquisition, its disorders, and basic implications for assessment and 
intervention. 

The definition of language that we find most useful describes language as 
a code, whereby ideas about the world are expressed through a conventional 
system of arbitrary signals for communication (Bloom, 1988). An m-depth 
explanation follows. 

Language Is Used for Communication 

The purpose of language is communication with one’s self and with others 
(Bloom, 1988). Communication that takes place with one’s self is called in- 
trapersonal communication. In this process, language is used for thinking, 
dreaming, imagining, and problem solving, to name a few examples. 

In contrast, interpersonal communication is communication between 
people. People use language to make requests, ask questions, give commands, 
offer statements, make exclamations, engage in conversation, and perform a 
variety of other communicative acts. All of these interpersonal communica- 
tion activities require the presence of at least two communicative partners- 
the listener and the speaker. 

Language Is Used to Communicate Ideas 

What we communicate through language is our ideas (e.g., thoughts) (Bloom, 
1988). In order to understand or use language, one must have ideas. For ex- 
ample, to understand the word cookie, one must grasp the concept (or idea) 
that is represented by the word. Without this knowledge, the word cookie is 
only a sequence of sounds without meaning. 

Concepts and ideas that are fundamental to language are gained through 
personal experience. That is, in order to realize the concept that is represented 
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by the word cookie, a person first must have experiences with cookies. Expe- 
riences that result in ideas can be concrete (i.e., perceived through one of the 
five senses) or abstract. 

In the act of intrapersonal communication (i.e., communication with one’s 
self), it is our ideas that we mull over and resolve. Intrapersonally, the idea is 
not shared. By contrast, in the act of interpersonal communication, ideas cause 
us to ask questions, make statements, give commands, and make exclamations. 
Interpersonally, the idea is shared. 

Language Is a Code 

In a general sense, when a code is employed, one thing is used to represent 
another (Bloom, 1988). For example, the symbols on the controls of a VCR 
are a code representing the various functions of each button on the control 
board. One knows that in order to cause the tape to play in a forward direc- 
tion, the arrow pointing to the right must be pressed. However, if one prefers 
to progress through part of the tape quickly, pressing the same arrow twice 
or pressing a button with two right arrows does the job, depending on the 
particular VCR. In each case, the symbols represent an action. This idiosyn- 
cratic symbol system, or code, is quickly learned by VCR users. 

Similarly, and more specifically, language is a code. Words and combina- 
tions ofwords are used to represent objects (i.e., people, things, places), events 
(i.e., occurrences), relations between objects (e.g., possession, location), and 
relations between events (e.g., timing, location) (Bloom, 1988). Therefore, the 
word (or acronym) VCR is not an object but rather only rvresenti the piece 
of equipment known as a VCR. 

The Code of Language Is Systematic 

The code can be learned because it is systematic; that is, it is ordered by a set 
of rules (Bloom, 1988). In any system, rules are followed. For example, to say 
we have a filing system means that there is a specific way to arrange the files, 
and that if they are placed in a different arrangement, the system will be bro- 
ken, impeding file storage and retrieval. 

Likewise, the code of language is systematic, or rule-governed. Words and 
combinations of words represent certain objects, events, and relations, cate- 
gorizing language as a systematic code. For example, the word VCR always 
represents the same type of equipment, while the word in always represents 
the same locative relationship between objects. 

Although some words and combinations of words may have a variety of 
meanings based on the context, there are rules that apply here as well. For 
example, the word b&y may represent a newborn, a childish person, a sweet- 
heart, or a doll belonging to a young child. However, regardless of the num- 
ber of possible meanings, if the rules about language content are followed, 
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the exact meaning intended by the speaker will be understood by anyone 
who is familiar with the language, 

The Systematic Code of Language Is Conventional 

Language can be understood by those who use it because the systematic code 
is a convention (Bloom, 1988). That is, knowledge of the code and its rules is 
shared by the users of the code. For example, the users of English agree that 
the word baby can represent any of a variety of people or objects, as men- 
tioned, depending on the context. Further, users of the language also agree 
that certain changes in word order alter meaning (e.g., ‘The boy ate the cookie” 
is different from “The cookie ate the boy”) and that certain phoneme com- 
binations are allowable, while others are not (e.g., final [nts] is allowed [as in 
mints], but initial [nts] is not). 

Therefore, language is a code whereby ideas about the world are expressed 
through a conventional system of arbitrary signals for communication. 

DIMENSIONS OF LANGUAGE 

The following discussion is intended as a brief overview of the three dimen- 
sions of language: form, content, and use (Bloom, 1988). It is expected that 
students who read this material have prior knowledge of these concepts and 
access to more detailed information as a result of having completed the pre- 
requisite coursework in the area of language acquisition. 

Language Content: Objects, Events, Relations 

The first dimension of language to be discussed is language content (Bloom, 
1988). Language content is the meaning, or semantics, of language. It is the 
objects, events, and relations about which we talk. The vast majority of chil- 
dren in all cultures have knowledge about objects, events, relations between 
objects, and relations between events, and they converse about these things. 

Topic. Content is constant across all cultures. For example, nearly all chil- 
dren have knowledge of the class of events that we call play. However, the 
specific objects, events, and relations that children experience may vary from 
culture to culture, and therefore, topics and vocabulary vary accordingly, Using 
the example of the class of events called play, the names assigned to the var- 
ious play activities, the objects associated with play, the complexity or sim- 
plicity of the objects and activities, how objects are used, the way activities 
are carried out, and a variety of other variables may differ across age-groups 
and cultures, even within the same geographic region. Therefore, in a con- 
versation about play, the overall concept of play comprises the content. How- 
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ever, the topic reflects the specific objects, 
the speakers’ social sphere or culture. 

events, and relations that OCCUT in 

Semantic Categories. Basically, semantics refers to the meaning conveyed 
by words, phrases, utterances, gestures, and body language. Specific seman- 
tic categories that may be used to sort words according to some aspects of 
language content are defined in Figure l-l. They include existence, recur- 
rence, nonexistence-disappearance, rejection, denial, attribution, possession, 
locative action, action, locative state, state, quantity, notice, dative designa- 
tions, additive relations, temporal relations, causality, adversative contrasts, 
epistemic states, specification, and communication (Lahey, 1988). The terms 
in the figure that describe semantic categories are presented in approximate 
chronological order for learning. That is, those at the top of the list are gen- 
erally acquired before those that appear further down. In addition, although 
each term is defined as-a unique entity, there are areas of overlap between 
some terms, and some words within an utterance may share some of the fea- 
tures of more than one category (e.g., in some instances, attribution and pos- 
session may be difficult to clearly differentiate from state). 

Language Form 

Language form, or the shape of the language, includes all aspects that con- 
tribute to the surface features of the language, or the way that it is perceived 
auditorily and visually (Bloom, 1988). In spoken language, it is the device used 
for connecting sound with meaning and it comprises at least four parts: 
phonology, prosody, morphology, and syntax. 

Surface Features. When spoken, the phonology (i.e., sound system) and 
prosody (i.e., rhythm) of the language are perceived as the language’s sur- 
face features. It is these surface features (i.e., phonology superimposed on 
prosody) that distinguish how a particular language sounds. Surface features 
are learned very early in the language acquisition process. That is, by about 
10 months of age, the meaningless babble of most children sounds remark- 
ably similar to the language of their parents. Surface features are not only 
learned very early, they are also transferred to a foreign language when it is 
learned adventitiously, such that a recognizable foreign accent is the result. 

Phmobgy. Phonology is described as the system of sounds and sound pat- 
terns that characterize the language (Bloom, 1988; Hodson and Paden, 1991). 
This division of language form consists of the rules that identify the phonemes 
and combinations of phonemes that the language allows. For example, the 
tapped r and trilled rr of the Spanish language are part of its phonology but 
not part of the phonology of Standard American English. Further, initial tl is 
allowed in Spanish, but not in English, while the many (i.e., 18) variations of 
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ExMmoa. Utterances that serve to point out or identify the existence of ob- 
jects. Early examples include looking at, touching, or pointing to an object 
while naming it (e.g., “bunny,’ ‘dog”). Eventually speakers identify existence 
more clearly (e.g., ‘*That is a bunny,” “That’s my dog”). 
Reaurmnce. Utterances that make reference to the reappearance of an ob 
ject or make reference to another instance of an object or event after the orig 
inal Instance is no ionger apparent. Early examples are represented by the 
word more (e.g., *more,’ ‘more juice, ‘more ~00,~ ‘more jump’), Later exam 
ples of recurrence are more complex (e.g., ‘I want more candy,’ ‘I ride again”), 
Now-. Utterances that make reference to the disap 
pearance of an object or action, or the nonexistence of en object or action, 
in any context in which the object or event might be expected.A form of 
negation is necessary to express this content category Some early examples 
include: ‘no,’ ‘all gsne,‘“no more,‘%vay’ Later fms may also include COW 
plex sentences usfngnof or a contraction of M (e.g,, ‘I don’t have any more 
juice,’ “The bunny is not here’). 
Rejec%n. Utterances that express that the child is opposing an action or re- 
fusing an 0bject.A form of negation is necessary to code this content cat+ 
gory Early forms include the word no as in ‘no eat” and “no wash.” Later 
forms also Include more complex sentences containing the word &nt 
Denial Utterances that negate the identity, state, or event expressed in a prior 
utterance. The prior utterance may be the child’s own utterance or the utter- 
ance of a communtcative partner. Early denial utterances are coded by the 
response ‘no- {e.g., mother says, ‘Spinach is good for you;” and child re- 
sponds, “No”). Later forms include contractions of not in more complex se% 
tf2me.s. 
AttrbutJon. Utterances that make reference to properties of objects with re- 
spect to (1) inherentsfete of the object (e.g*, ‘clean,’ “broken’) or (2) Speat 
&Won of an object distinguishing it from others in its class (e.g., ‘blue, 
“SfMQ. 

mn. Utterances indicating that a particular object is associated with a 
given person. Associations may be permanent (e.g., ‘my foot”) or temporary 
(e.g., “his crayon”), and the possessor may be coded with a noun (e.g., 
‘E%nj% toe’) or a pronoun (e.g., ‘your shoe’). The -s possessive morpheme 
Is not necessary to place an utterance in this category if possession is indi- 
cated by context (e.g., “Mommy hat’). In later forms it can also be coded by 
using a possessive pronoun and the copula form of the verb to be (e.g., lhat 
boat is yours”), 
Locative Actton. Utterances that refer to movement where the goal is to 
change th8 iocdhn of a person or obj@ (e.g., Snto the W. 
ActIon. Utterances that refer to movement relationships among people and ob 

Figure 14. Semantic categories defined. 
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fects where the goat ls not to change the tooation. The ftlovmmnt may or 
may not affect another person or object (e.g., ‘I eat the cookie,’ ‘It spins‘). 
Looative State. Utterances that refer to static spatial relationships. This cate- 
gay is used to establish location: no movement occurs. A preposition is not 
nec~s~iiiy in early examples (e.g., “Mommy work’). Later examples are coded 
by a preposltlon (e.g., ‘Baby in tub,” “Mommy is at work,” ‘Daddy is lying 
dawn?. 
State. Utterances that make reference to states of affairs. Four subcategoties: 
(1) infernal state, which codes feelings, attitudes, and emottons of animate be 
inga toward objects and events, and may include verbs such as /iko, want, 
shouid, or caw (2) exfurna/sfefe, which codes external conditions such as ‘hot* 
or ‘dark’; (3) 8HfriMM state, which refers to conditions or properties of an 
object {e.g., “dirty,’ ‘red,” ‘broken’); and (4) ,WXSE&W sfafe, which codes a 
temporary state of ownership (e.g., ‘have,’ ‘mine.’ ‘got’). 
QuanUt$ Utterances that designate more than one object or person by using 
a number (e.g., #vow), plural ?$ or adjective (e.g., m a)/, some). 
Nottce. Utterances that code attention to a person, object, or event and in 
elude a verb of notice (e.g., ‘see: ‘hear,’ Sook,’ Watch,’ ‘showr). 
Dal&. Utterances that designate the recipient of an object or action, either 
with or without a preposition (e.g., ‘This toy is for you,’ ‘Give that to me-). 
Add&w. Utterances that code a joining of two objects, events, or states 
wlthout a dependence retatfon between them (e.g., ‘I have an apple and a 
banana,’ ‘1’11 draw and you watch me’), A confunction is not necassary (e.g., 
That’s big. That’s little*). 
TempaaL Utterances that code the temporal contour of an event (timing), 
tense (temporal relations between the event and the utterance about the event), 
and temporal dependency between and among events (e.g.. sequential and sb 
multaneous events). Temporal utterances are coded by tense markers (e.g., 
sd, -If@ and words denoting temporal information (e.g., m be&e, m- 
M nw, when. aq firs). 
Causal. Utterances that involve an implicit or explicit cause-and-effect rela 
tionshlp between states and/or events. Words that may indicate causaiity it+ 
elude &MX%W and so Causality may also be coded using less obvlous forms 
(e.g., “Put a bandage on it and it will feel better,” ‘Don’t do that. You might 
get hurt”). 
Advenmtfve. Utterances that contrast the relations between two events and/ 
or states. Usually, one clause negates, qualifies, or somehow limits the other 
(e.g,, “This one is dirty, but the other one is clean,’ ‘The dog barks but he 
doesn‘t bite*). 
Eplstemk. Utterances that describe mental states of affairs (e.g., including 
Figure 1-I (continued). Semantic categories defined. 

(ccintinues) 
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m Hzhlrfk, ntmtwrtbe~ or w. Utterances in this category are usually, but 
not always, complex sentences. 
S-on, Utterances that indicate a particular person, ob@t, or event. 
This may include contra&e forms of the demonstrative pronoun (this vs. &@ 
and use of articles (&e vs. a). Eventually, specification involves the joining of 
two clauses. 
Communkatlon. Utterances that direct the listener to communicate the utter- 
ance to another person (e.g., Tel1 the doggie to stop barking’). 

Figure l-l (continued). Semantic categories defined. 

vowel phonemes that are a part of English phonology are not included in the 
Spanish language, which has only 5 vowel phonemes. 

Prosody. Prosody (also called the suprasegmental aspect) comprises vocal 
inflection, stress, intonation, pausing, and all other variables that contribute 
to the rhythmic contour of a language’s phoneme combinations. 

Morphology. Morphology includes the words and the morphemes (i.e., 
grammatical inflections) of the language. A morpheme is the smallest unit of 
language that carries meaning. For example, the phoneme [s] can be a mor- 
phemeinthat,ifaddedtoaregularnoun,itaddsthemeaningofpluralij(e.g., 
books); if added to a regular present-tense verb, it adds the meaning of third 
person singular (e.g., walks), and if added to a person’s name, it adds the mean- 
ing of possession (e.g., Susan’s). Other morphemes include, but are not lim- 
ited to, -ed (verb ending), -kg (verb ending), -tin (suffk), and re- (prefix). 
Any phoneme, or combination of phonemes, which, when added to a word 
or sentence, can be shown to change the meaning or grammatical inflection 
of that word or sentence, is a morpheme, 

Whole, single words are included in the division of language form called 
morphology. Words are divided into two broad cIasses, content words and 
function words. content words (also called contentives or substantives) are 
the major building blocks of language (Brown, 1973). They include the nouns 
(i.e., people, places, things), verbs (i.e., actions and states), and adjectives 
and adverbs (i.e., modifiers). Content words carry the meaning of the sen- 
tence and, in fact, are able to carry meaning even when isolated. 

Conversely, function words (also called functors) do not carry complete 
meaning when standing alone. Instead, function words are the “glue for hold- 
ing the building blocks of a sentence together” (Bloom, 1988, page 13). They 
are the prepositions (e.g., showing location, direction, or relationship), arti- 
cles, conjunctions, and pronouns that are used to connect the content words, 
and their exact meanings depend significantly on the content words that they 
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connect. For example, the meaning of the word mr~ depends entirely on who 
is the speaker and whether the possession is permanent (e.g., Umy nose”) or 
temporary (e.g., “my fork”). 

Syntax. Syntax det3nes the way in which users of a language arrange the 
morphemes so that they are meaningful to other users of the same language. 
It is the system of rules for combining the linguistic units. For example, in 
order to change the sentence ‘We walk home” to a past-tense sentence, the 
-ed tense morpheme is added (i.e., We walked home”). Individuals familiar 
with Standard American English know that the location of the -ed marker in 
the sentence is critical, and that apart from poetic license, the order of the 
words in the sentence is also consequential. 

In order for any sentence to have conventional meaning, the arrangement 
of the words and morphemes follows certain rules. Simply speaking, these 
rules are the syntax of the language. 

Language Content-Form Interaction 

Note that in the discussion about language form, meaning is continually ref- 
erenced. Further, recall that meaning is the significant feature of language 
content. Apparently, language form is the vehicle by which meaning (i.e., con- 
tent) is customarily conveyed. 

Therefore, in the context of real language, content and form are rarely sep- 
arated. That is, meaning obligates distinctive linguistic forms. For example, 
if one desires to relate an event that already occurred, then in order to accu- 
rately represent the content (i.e., meaning), standard past-tense morpholog- 
ical markers are a necessary part of the form used to express the ideas. Because 
of this dependent relationship between form and content, the two dimensions 
of language are said to interact whenever content obligates the use of a par- 
ticular form. 

Language Use 

Language use, also called pragmatics, is the language dimension that con- 
siders the function (i.e., goal, intent, or purpose) of the utterance and its con- 
text (i.e., speaker-listener relationship, situation, milieu) (Bloom, 1988). The 
exact form that an utterance takes and the ideas (i.e., content) that are ex- 
pressed depend on the intended function and context. 

Function. The function of an utterance is described as the goal, intent, or 
purpose. What the utterance is intended to accomplish depends on the goal 
of the speaker and the message that the speaker intends to convey to the 
communication partner or listener. Categories of language function indicate 
that language may be used to comment, protest, reject, emote, regulate con- 
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CO?Im@nt Utt8lanC8s that identify or d8SCiib8 objects, persons, states. or 
events with no other appalt3nt function, Comments may or may not be di- 
18Ct8d to another person. 

Ragulate. Utterances that serve to regulate others and require a response. 
Six types of regulatory utterances are described: (I) Incus attention: the 
child draws attention to self. an object, or an event; (2) dhctacffonx the 
child expresses a desire for some actlon to b8 carried out by another; (3) 
obtain an object the Child expresses a d8Sif8 for an object that may or 
may not be in the immediate context; (4) obtain !ezponse: the child’s ot. 
t8ranC8 obliges a Ijnguistic response from anOth81; (5) obfain fnlbnrreti’oi~ 
this is similar to obtaining a response, but here the child must obtain new 
information; (6) obtain p8fticipetion, or i&e: the child’s utterance serves to 
request that the listener participate in some activity with the child. 
Pmtest 01 Rejection. Utterances that express an Objection or refusal of 
objects or actions of another person. 
Emote. Utterances whose only function is to express emotion. 
Routine. Utterances that are used for wtain rituals (e.g.. greetings, trans- 
felling objects, t8t8phOn8 manners, songs). 

Report or Infom. Utterances describing objects or events not present. 
Pretend. Utterances that set an imaginary scene. 
Discourse. Utterances that serve to maintain and regulate conversational 
exchanges. Six subcategories are described: (1) mspond utterances that 
serve to provide a response that has been obligated by another person; 
(2) efim, of sdtnowfedge: in a response to the utterance of another per- 
son, the child indicates “yes”; (3) negate: in response to the utterance of 
another person, the child indicates disagreement; (4) W&a& utterance 
that lets the Speak81 know that the listener is attending (e.g., ‘uh huh”); 
(5) repair: child responds to request for clarification or misunderstanding of 
the listener; (6) initiate a topic or turn: Child attempts to get the floor or 
change the topic. 

Figure l-2. Categories of language function defined. 

versation, carry out a routine, report information, pretend, and accomplish 
discourse (Lahey, 1988). These terms are defined in Figure 1-2. 

Context. Context is the other dimension of language use. The context is de- 
termined by where the utterance takes place, what is present at the time, 
and, most important, to whom the utterance is directed. For example, in be- 
ginning a conversation, a pragmatic speaker considers information that the lis- 
tener needs in order to respond. Since shared information may not need to 
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be restated, objects, events, and relations are referenced differently depend- 
ing on whether they are evident to both speaker and listener. 

The speaker also considers the social needs of the listener and the speaker’s 
relationship to the listener. For example, a different form may be selected to 
convey the same information to a student peer as opposed to a university pro- 
fessor or employer. 

LANGUAGE COMPETENCE: INTEGRATING 
FORM, CONTENT, AND USE 

In order for language competence to be achieved, a person must success- 
fully integrate the three dimensions of language: form, content, and use 
(Bloom, 1988). Language form is highly dependent on content (i.e., what one 
talks about). This connection was described in the section on content-form 
interaction. Moreover,‘the purpose and context of the utterance (i.e., lan- 
guage use) strongly influence the form and content of the message. 

Therefore, although the three dimensions are presented separately so that 
you may understand the contribution that each makes to the total picture, in 
reality language form, content, and use are not separate pieces but integral 
parts of the whole. Each dimension affects, and is affected by, the other two. 
By successfully integrating the three, a language user is competent to com- 
municate with fellow communicators effectively, speaking and interpreting 
ideas accurately according to his or her intention. 

PREREQUISITES TO LANGUAGE ACQUISITION 

Having defined language with its three dimensions, let us begin considering 
how language is acquired, starting with a discussion of several conditions pre- 
requisite to language acquisition. These include aspects of anatomical, phys- 
iological, audiological, neurological, perceptual, cognitive, and social 
conditions that are considered to be important to the conventional acquisi- 
tion of spoken language. Since it is expected that the academic curriculum 
includes comprehensive courses in anatomy and physiology, audiology, psy- 
chology, and sociology, the information that follows is intended to be a basic 
overview, highlighting information that is available in more specific form 
through other sources. 

Anatomy and Physiology of the Speech Mechanism: 
Prerequisites to Language 

Anatomy refers to physical structure. The focus of this section is the anatomy 
of the speech mechanism (not to be confused with anatomy of the hearing 
mechanism and neuroanatomy, which are addressed in a later section). 
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Figure I-3. Anatomical 
structure that must be 
present and intact for 
conventional reduction of 
phonemes an 5 segments. 

In order to produce the phonemes and segments of the language (language 
form), certain physical structures (Figure l-3) must be present, intact, and 
working properly. They are the lungs (air supply), trachea, larynx (sound 
source), resonating cavities (pharynx, nasal cavity, oral cavity, and sinuses), 
velopharyngeal valve (velum and posterior pharyngeal wall), and articulators 
(tongue, velum, hard palate, teeth, and lips). 

Physiology is clearly related to anatomy in that it refers to the function of 
the anatomical structures, or what the structures actually do. Each structure 
has a particular primary biological function which, however important it is to 
life, does not contribute directly to language production. In addition to the 
biological purpose, each part has a communication function that, although 
secondary to the biological function, makes that structure indispensable to the 
production of the conventional language form. Thus, although communica- 
tion function is secondary to biological function, the primary purpose of this 
discussion is to shed light on the secondary function of the structures, that is, 
spoken communication. 

Air Supply. The primary function of the lungs is to oxygenate the blood in 
order to maintain life. The secondary function of the lungs is to provide a mov- 



CHAPTEiR l-LUUGUAGE: A REVIEW OF FUNDAMENTALS 15 

ing air stream that can be set into vibration, producing the voice, which can 
be shaped into the phonemes and segments that are the building blocks for 
language form. Exactly how this occurs is described as follows. 

Voice Production. As the air is dispelled from the lungs, it passes through 
the trachea and then the larynx (pronounced [lar-rgks]). If this airstream is 
used for speaking, voice is necessary for all vowels and more than half the con- 
sonants that characterize Standard American English. 

Voice production is possible because the vocal folds in the larynx are set 
into vibration by air flowing out of the lungs. That is, when the vocal folds are 
in the abducted position, they serve to obstruct the moving air. Therefore, 
upon exiting the lungs, air molecules traveling upward through the trachea 
force the abducted folds apart. Those molecules traveling along the sides of 
the trachea are then forced to travel a greater distance than the air molecules 
traveling up the center, as they must travel around the obstruction of the 
vocal folds. Since air molecules traveling along the sides travel farther, they 
also travel faster, creating a situation in which the air pressure around the folds 
is less than the air pressure above and below them. Because of this pressure 
differential and because the vocal folds are pliable, the folds move toward 
the midline and close. The closing of the vocal folds in this manner is called 
the Bernoulli effect (Figure l-4) (Boone and McFarlane, 1988; Colton and 
&spar, 1990). Once closed, the subglottal air pressure (i.e., pressure below 
the larynx), which is caused by the moving air being dispelled from the lungs, 
blows the folds apart again and comnletes the cvcle-which, in normal speak- 

Figure I-4. Bernoulli effect. 

/ pharynx 

vocal folds 
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ing situations, may be repeated 100 to 500 times per second. This rapid open- 
4 and closing of the vocal folds results in the vibratory sound known as voice. 

Figure 1-5. When the 
velopharyngeal valve is 
open, air may move through 
the nasal pathway, allowing 
production of the nasal 
consonants [ml, [n], and [IJ] 
and/or nasal resonance of 
other phonemes. 

Resonatiug Cavities, Having become an audible sound, the moving air 
continues upward, being further shaped and refined by the resonating cavi- 
ties: fast by the pharyngeal cavity and then by the oral and/or nasal cavities 
(Figure l-3), depending on which path the sound takes. If the velopharyn- 
geal valve is open (Figure 1-!5), the velum does not approximate the posterior 
pharyngeal wall and the air makes its way through the nasal pathway. Nasal 
consonants ([ml, [n] [a]) or nasal resonance of any other (nonnasal) 
phoneme is produced when the velum and pharynx take on the open config- 
uration. If, however, the velopharyngeal valve is closed (Figure l-6), pre- 
venting air passage to the nasal cavity, the velum approximates the posterior 
pharyngeal wall in a sphincterlike action (i.e., like the closing of a muscular 
ring). The oral consonants (i.e., all consonants except [m], [n], and [g]) and 
all vowels may be produced when the closed velopharyngeal configuration is 
assumed. 

Speech-Sound Production. The articulators offer the fmal influence on the 
air stream, producing the phonemes and segments of speech (part of language 
form). Tongue position, for example, determines the difference between a high 
front vowel (e.g., [i]) and a low back vowel (e.g., [a]). The audible characteris- 
tics of the consonant sounds are determined by a combination of factors. These 
include the place where articulators constrict (e.g., bilabial, lingua-alveolar), the 
manner in which they constrict (e.g., stop, fricative, or glide), whether the velo- 
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Figure I-6. When the 
velopharyngeal valve is 
closed, it prevents air 
passage to the nasal cavity, 
which is necessary for the+ 
production of oral 
consonants (any consonant 
except M, bl, and M), 
vowels, and oral resonance. 

, nasal cavity 

pharyngeal valve is open or closed (i.e., nasal vs. oral resonance), and whether 
the vocal folds have been set into vibration (i.e., voicing). 

Impact on Language Competence. Although the structural integrity of 
the speech anatomy and its ability to carry out the characteristic physiology 
are both necessary for language to be produced in its conventional form, the 
impact of anatomy and physiology goes beyond the production of language 
form. It influences language content and use as well. For example, one who 
is able to produce the conventional form of the language has opportunities to 
practice using it, thus gaining exposure to concepts (content) and ways for rep- 
resenting concepts through language (use). 

Further, language competence, or the integration of the three language 
dimensions, requires that all three dimensions develop adequately. When 
this occurs, the anatomical or physiological conditions enable one to produce 
the conventional language form so that it can be properly integrated with lan- 
guage content and use. Therefore, the health of the anatomical structures is 
important to the development of conventional language form, which in turn 
is critical to the ability to formulate and deliver messages effectively. 

Anatomy and Physiology of the Hearing Mechanism: 
Prerequisites to Language 

In order for one to interpret spoken language, the spoken language must be 
heard. The organ of hearing is the ear, and hearing is its primary function. 
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temporal 

au&al 
(pinna) 
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OUTER EAR WDDLE EAR INNER EAR 

Figure f-7. The parts of the ear. 

Anatomically, the ear is comprised of three main parts which must all be pre- 
sent and intact to enable unaided hearing that is adequate for spoken-language 
learning. These parts are the outer ear (auricle and ear canal), middle ear (tym- 
panic membrane and ossicles, including the malleus, incus, and stapes), and 
inner ear (oval window and cochlea) (Figure l-7). 

Outer Ear. The outer ear is comprised of the auricle, the ear canal, and 
the lateral surface of the tympanic membrane (Figure l-7). In order for hear- 
ing to occur, a sound (i.e., disturbance in the surrounding air waves) must be 
present in the environment. Once the sound reaches the auricle, it is fun- 
neled into the ear canal. It then travels to the tympanic membrane where the 
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airwave disturbance 
(Figure l-7). 

pushes against the lateral surface of the 

Middle Ear. 

Ossicukzr Chuin. By viewing Figure l-7, one can see that a chain of three 
tiny bones is attached to the medial surface of the tympanic membrane. As a 
group, the bones are called the ossicles; individually, they are called the 
malleus (hammer), incus (anvil), and stapes (stirrup). Their purpose is to mag- 
nifythe mechanical energy produced by the soundwaves that disturb the tym- 
panic membrane. 

They do this in much the same way as a lever and fulcrum amplify a physi- 
cal force according to the laws of physical science. In a general sense, this phe- 
nomenon is demonstrated in Figure 1-8. A X%-pound rock cannot be moved 
by applying 75 pounds of force (Figure 1-S A). However, by using a lever and 
fulcrum, the 75 pounds can be multiplied proportionately to the distance of 
the fulcrum (i.e., the small rock) from the force (75-pound child pushing). If 
the distance between the fulcrum (i.e., the small rock) and the force (i.e., the 
child pushing) is twice the distance between the fulcrum and the heavy object 
(i.e., the large rock), then the force will be multiplied by two, enabling one to 
budge the large rock with I50 pounds of force (Figure l-8 B). The lever and 
fulcrum can be adjusted to magnify the affect of the force by moving the ful- 
crum closer to the heavy object and further from the force (Figure 1-S C). 

This physical phenomenon can be demonstrated further by a seesaw (Fig- 
ure l-9). If a heavy child and a light child are to play together on the seesaw, 
the board must be moved so that the fulcrum is closer to the heavy child. By 
so doing, the weight of the lighter child is magnified so that both children 
achieve balance, enabling them to enjoy the seesaw. 

Similarly, in the middle ear, the joint between the incus and stapes serves 
as a lever and fulcrum. Therefore at the joint between these two ossicles, the 
displacement is increased so that by the time the sound reaches the end of 
the ossicular chain, it has tripled in magnitude. 

Eustachiizn Tube. Another important part of the middle ear is the eustachian 
tube (Figure l-7). This anatomical part connects the middle ear with the oral 
cavity via the nasopharynx. Its influence on the sound pressure that travels 
through the middle ear is that of maintaining appropriate air pressure, mini- 
mizing fluid buildup, and preventing infection. These functions facilitate the 
conditions necessary for magnifying the sound pressure (i.e., free movement 
of the tympanic membrane, ossicular chain, and oval window). 

Tympanic Membrane to Oual Window. Not only does the ossicular chain 
(the lever and fulcrum) increase the force of the auditory signal by a factor of 
three, the force is further magnified by approximately 30 times as it is received 
by the oval window of the cochlea (Figure l-7). This is because the force trans- 
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A 

\ 
Figure I-8. According to the laws of physical science, a lever is used to 
amplify physical force. 

mitted from a greater area to a lesser area is always increased proportionately 
to the change in size (according to the laws of physical science). 

A physical example of this is the pressure exerted on kitchen linoleum by a 
shoe having a flat heel 2 inches in diameter as opposed to the pressure exerted 
by a shoe having a conical heel with a 5’4 inch diameter (Figure l-10). Rarely 
do we see marks left on the linoleum as a result of a flat, wide heel. Instead, 
the marks are usually the shape and size of narrower, spikelike heels. This is 
because the pressure exerted on the linoleum through a flat, e-inch heel is the 
same pressure as is applied by the foot to the shoe. Thus, I.245 pounds across 
the 2 inches is reasonably well absorbed by the physical properties of the floor 
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A 35 Ibs 

70 Ibs 

B 

Figure l-9. The physical phenomenon of the lever and fulcrum effect 
can be demonstrated by a seesaw. 

(Figure l-10 A). However, the same 125 pounds applied to a conical heel is 
multiplied by the difference between the wide upper surface of the heel and 
the narrow lower surface. Thus, if the upper surface is 2 inches in diameter 
and the lower surface is l/4 inch in diameter, the same pressure is applied to an 
area only one-eighth the sire, and therefore, it is magnified eightfold. The 125 
pounds across 2 inches becomes equivalent to 1,000 pounds across V4 inch, 
and this force is what leaves a mark on the floor (Figure l-10 B). 

The same principle applies to sound pressure as it travels from the tym- 
panic membrane across the ossicles to the oval window of the inner ear. Since 
the surface area of the tympanic membrane is approximately 30 times greater 
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125 Ibs. 

125 Ibs. 

3 125 Ibs. 

IOOOIbs Figure I-l 0. The force transmitted from 
a greater area to a lesser area is always 
increased proportionately. 

than the surface area of the oval window, the resulting sound pressure is mul- 
tiplied by a factor of 30 (Figure l-11). Further, the movement of the ossicles 
results in a piston&e action, applying this amplified pressure to the oval win- 
dow in pressure surges. 

Inner Ear. The amplified mechanical pressure that is transmitted from 
the tympanic membrane to the oval window is immediately transformed into 
hydraulic pressure when it reaches the fluid-Hled cochlea. The tiny cochlea 
is approximately the size of the tip of the little finger and it requires only a 
fraction of a drop of perilymph (fluid) to fill it. This small amount of perilymph 
is set into motion by the vibration that reaches it through the oval window of 
the cochlea. It is in the cochlea that the hydraulic disturbance (i.e., sound) is 
differentiated for physical characteristics such as frequency and intensity. Sim- 
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Figure 1-l 1. The area of 
the tympanic membrane is 

approximately 30 times 
greater than the area of the 
oval window. Therefore, the 
sound pressure force that is 

applied to the tymp.anic 
membrane is magnified 

30 times as it is transferred 
to the cochlea through 

the oval window. membrane 

ply speaking, the acoustic information is received by the eighth cranial nerve 
(Figure l-7), which transmits it to Heschl’s gyrus in the temporal lobe of the 
brain (see Figure 142) for further interpretation. 

Impact on Language Competence. The hearing of spoken language im- 
pacts all three language dimensions. The form of spoken language is, by de- 
finition, how the language sounds. The content of the spoken language chiefly 
comprises the symbols representing objects, events, and relations, and the use 
of spoken language requires the selection of form and content in order to ef- 
fectively accomplish some communicative goal in a way that is appropriate 
for the communicative context. 

Therefore, since the form, content, and use of spoken language are all con- 
veyed by acoustic events, the development of all three is highly dependent 
on access to adequate hearing. Further, since spoken-language competence 
depends on one’s ability to integrate the three dimensions and one’s ability to 
advance and integrate the three dimensions depends on hearing spoken lan- 
guage, competence in spoken language depends on the healthy structure and 
function of the auditory mechanism, and/or one’s ability to compensate 
through amplification (e.g., hearing aids). 

Neurological Prerequisites to Language 

The cortex of the brain comprises two hemispheres-termed left and right. 
Although both contribute to language, the left hemisphere dominates for most 
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Figure I-1 2. Neuroanatomy. 

people. For that reason, all diagrams here depict the left hemisphere, and 
the remainder of the discussion of neurology describes left hemisphere func- 
tion predominantly. 

Each hemisphere comprises four cortical lobes: the frontal, parietal, oc- 
cipital, and temporal (Figure l-42). The lobes that concern our discussion 
are the frontal and temporal. Relevant noncortical areas of the brain include 
the cerebellum, arcuate fasciculus, and basal ganglia. 

Language Production. All the anatomical structures necessary for speech, 
language, and hearing are in communication with the brain through nerve 
supply. Therefore, the health of certain cortical structures and their associ- 
ated cranial nerves is critical to the production of spoken language. Language 
formulation, speech-sound production, and production of language are all dis- 
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cussed in the following 
and neurophysiology. 

pages in relation to contributions from neuroanatomy 

Speech-Sound Produtin. Broca’s area is located in the frontal lobe at the 
third frontal convolution (Figure 142). It is primarily responsible for formu- 
lating and programming the oral movements required for speech and lan- 
guage, with the help of the supplemental communication area, cerebellum, 
and basal ganglia. The supplemental communication area, which is also lo- 
cated in the frontal lobe (Figure l-E?>, at the upper end of the motor strip, 
assists in carrying out the movements that are planned in Broca’s area. The 
cerebellum is located below the occipital lobe and behind the brainstem (Fig- 
ure 14.2). It coordinates the movements that are planned in Broca’s area. 
The basal ganglia (not pictured) are located beneath the cerebral cortex and 
they inhibit meaningless, unintentional movements. 

Formulating Lmguage. In the formulation of language, topics and words 
are selected (language content and use) and sentences arc organized (content- 
form). In order for these activities to take place, Broca’s area of the frontal 
lobe and Wernicke’s area of the temporal lobe (see Figure 142) work coop- 
eratively. They are each involved in planning and producing language, and the 
two structures communicate with each other through a bundle of subcortical 
fibers called the arcuate fasciculus (not pictured). 

Producing Language. The areas of the brain described in the preceding sec- 
tion transmit neural messages to the speech mechanism through cranial 
nerves. To simplify an explanation of the event, the neurological commands 
are given at the level of the cortex (i.e., Broca’s area and Wernicke’s area) and 
then carried by cranial nerves to the appropriate anatomical structures. The 
structures carry out the command and the outcome is communicated back to 
the cortex, again via cranial nerves. 

Language Comprehension. In addition to speaking, language includes 
the hearing and understanding of incoming linguistic messages. Some of the 
same areas of the cortex that are involved in speaking are also involved in the 
hearing and understanding of language. It is primarily Wernicke’s area of the 
temporal lobe (Figure 142) that receives and interprets spoken language, with 
Broca’s area of the frontal lobe (Figure 142) playing a less significant role. 

Again, cranial nerves are involved. Cranial nerve VIII (the acoustic nerve) 
(Figure l-7) receives information from the ear (i.e., spoken language) and 
transmits that information to Wernicke’s area (Figure l-12) for interpretation 
and response. To a lesser degree the cranial nerves that innervate the articu- 
lators also participate in the comprehension of spoken language. 
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Phonological Prerequisites 

Phonological maturation requires two areas of skill development: (1) The 
phonemes that are included in the language are acquired and produced ac- 
curately (2) Then, the phonemes are skillMy produced in combination, ac- 
cording to the phonological rules of the language. Individuals who learn to 
produce spoken language must acquire skill in both these areas. That is, prior 
to the comprehensible production of a first word and subsequent words, a 
child must become able to produce several vowels and at least a few conso- 
nants with such accuracy that they are recognizable by adults who use the 
language and, further, the child must be able to combine at least two phonemes 
in sequence (consonant-vowel [CV] or vowel-consonant [VC]) at will and con- 
sistently (Oiler, 1976,198O). 

Perceptual Prerequkites 

In order for one to learn a spoken language, one must hear the language and 
perceive it. Exactly how spoken language is perceived is not fully understood. 
However, we do know that language is perceived mostly in the dominant (usu- 
ally the left) h emisphere of the brain, most actively utilizing Wemicke’s area, 
Broca’s area, the arcuate fasciculus, and the supplemental communication 
center (Figure l-12). 

Identification. In order to understand perception, one must first under- 
stand identification and discrimina tion, two intimately related concepts. 
(Indeed, some scholars do not differentiate between the two.) In the identi- 
fication of anything, one is aware of that thing’s characteristic properties. For 
example, if one is to identify a ball, one must know the properties that char- 
acterize objects in the word class, “ball.” 

Likewise, in the identification of speech sounds,.one must be aware of au- 
ditory, visual, and tactile-kinesthetic properties that characterize speech-sound 
patterns (Secord, 1989). In other words, one must have knowledge of what 
speech sounds like, looks like, and feels like when produced. By knowing the 
auditory, visual, and tactile-kinesthetic properties of the sounds, one estab- 
lishes a set of internal models for the sound system that characterizes the lan- 
guage (Winitz, 1989). These internal models include an internal auditory 
model (i.e., knowing what speech sounds like), an internal visual model (i.e., 
knowing what speech looks like), and an internal tactile-kinesthetic model 
(i.e., knowing what speech feels like when produced). 

Discrimination. Conversely, discrimination involves comparing one thing 
to another (Secord, 1989). In speech discrimination, one compares the tar- 
get sound to other sounds using the same auditory, visual, and tactile- 
kinesthetic criteria that are used for identification. Further, one compares 
sounds to internal auditory models, focusing on their most relevant acoustic 
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characteristics (Wtitz, 1989). This applies to sounds produced by oneself (in- 
trapersonal discrimination) as well as sounds produced by others (interper- 
sonal discrimination). 

Prosody. Language perception may possibly be explained by attention given 
to certain prosodic elements from which an overall interpretation is gleaned. 
We know that for the developing infant, the prosodic features (or musical as- 
pects) of the language are of greater import than the actual spoken words 
(Bloom & Lahey, 1978; Hodson & Paden, 1991; Wells, 1986). Even for adult 
listeners, research has shown that poorly articulated speech with good prosody 
is easier to understand than accurately articulated speech with inappropriate 
prosody (Oller et al., 1987). It is possible, then, that this melodic aspect of 
spoken language is critical to language perception. 

Production and Pekeption. Although it is most likely that one must first 
perceive the sounds and patterns of a language accurately in order to pro- 
duce them, perception and production continue to influence one another 
throughout language and phonological development. A sound or pattern may 
be perceived and imitated, but it is production practice that refines a per- 
son’s internal model of that sound or sound pattern, enabling him or her to 
produce and perceive sound patterns according to the conventions of the 
language system (Hodson & Paden, 1991; Winitz, 1989). 

Perceptual Bias. Perceptual bias probably contributes to language per- 
ception. That is, what we perceive is often influenced by expectations. For 
example, for some people the phoneme sequence perceived depends on which 
language was anticipated (Flege & Eefting, 1987). In order for language to 
be perceived as others perceive it, it is important, then, for individuals to share 
and expect the same internal models (Winitz, 1989). 

Impact on Language Competence. The perception of language goes be- 
yond the perception of the surface features of the language discussed thus 
far (i.e., phonology and prosody). That is only the first level of language per- 
ception. Even if surface features are perceived accurately, the message (lan- 
guage content) is still subject to further interpretation depending on the 
context in which the utterance is heard (language use), the expectations that 
one has concerning the utterance (language use), one’s familiarity with the 
information being communicated (language use), and one’s relationship to the 
speaker (language use) (Weiss, Gordon, & Lillywhite, 1987). 

The cerebral event of language perception impacts all three dimensions of 
language in much the same way as the auditory event of hearing spoken lan- 
guage. All three dimensions and their potential integration are highly depen- 
dent on one’s exposure to the language. This includes how the language sounds 
(form), the characteristic symbols representing concepts (content-form), and 
the context and function of the utterances (use). If one is to be exposed to a 
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spoken language, one must not only hear but also perceive each element as 
others hear and perceive it. 

Cognitive Prerequistes to Language 

Cognition means knowledge and the ability to use it. It includes linguistic 
knowledge and nonlinguistic knowledge-two domains that overlap and are 
not identical in shape. Both domains develop as one acquires experiences, 
with the size of the domain and degree of interface changing as one experi- 
ences the world. A complete match between the two domains is never 
achieved, even for adults. For example, most individuals always have knowl- 
edge that is difficult to express in words, such as knowing how to ride a bike 
(nonlinguistic knowledge), and most individuals always have knowledge that 
is not applicable outside the domain of language, such as knowing how to order 
words in a sentence (linguistic knowledge). 

However, even for small children, a large area of overlap exists between 
the domains of linguistic and nonlinguistic knowledge. That is, nonlinguistic 
knowledge can be expressed linguistically as one uses words and sentences to 
express ideas. Further, linguistic knowledge changes as one applies it to non- 
linguistic experiences. Both types of knowledge are necessary for language to 
be acquired (Rice & Kemper, 1984). 

Returning to our definition of language (Bloom, 1988), language is used to 
communicate ideas or knowledge. One gains knowledge through experiences. 
This is true of both linguistic and nonlinguistic knowledge, and both types of 
experiences are prerequisites to language learning. We must have experi- 
ences with the world to have something to talk about (language content). We 
must have experiences with the language so that we have a means for expressing 
thisknowledge (langu a g f e or-m and content) and so that we know the acceptable 
and appropriate way to go about expressing our knowledge (language use). 

Therefore cognition, or knowledge, is essential to the development of all 
three dimensions of language. Nonlinguistic knowledge is essential to the de- 
velopment of language content and use; linguistic knowledge is fundamental 
to language form, content, and use. Moreover, both types of knowledge are 
required if the three dimensions are to be integrated such that the person 
becomes a competent user of the language. 

Cognitive Concepts Prerequisite to Language Learning. Certain cog- 
nitive concepts are essential to language learning. Two important concepts are 
the concept of recognizing that one thing can be used to represent another 
and the concept of object permanence. 
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represent another. Infants begin to recognize this as shown by their use of 
symbolic gestures beginning in the second half of their first year of life (e.g., 
“waving bye-bye”). By the end of the first year, most children have begun to 
express certain wants and needs by using approximations of conventional 
words-nonconventional linguistic symbols that represent objects, events, 
and relations (e.g., “baba” may represent “bottle”). 

O&e& Permanence. Another example of a cognitive concept that is impor- 
tant to language learning is object permanence. In order to learn the linguis- 
tic referents for the many objects, events, and relations that one experiences, 
one must know that the objects, events, and relations either exist or can occur 
even when they are not in the immediate context. By recognizing that expe- 
riences exist or can occur outside one’s immediate realm, one is led to recog- 
nize that labels (linguistic referents) are important in order to request 
experiences that are not present in the immediate context. Therefore, the de- 
velopment of the cognitive concept of object permanence is important to the 
accelerated vocabulary growth that takes place in the second year. Moreover, 
the emergence of this concept is important to at least two semantic categories 
of language content: recurrence and nonexistence-disappearance (Figure 
l-l). In turn, these two categories are important to the development of two- 
word sentences. Therefore, it is not likely that coincidence can account for 
the remarkable vocabulary growth and the emergence of two-word sentences 
that coincide with the mastery of the cognitive concept of object permanence. 

Social Prerequisites to Language 

The preceding discussion presents information regarding anatomical, physi- 
ological, perceptual, and cognitive factors that contribute to the acquisition 
and maintenance of language. Each is necessary and prerequisite to language. 
However, the final factor to discuss, socialization, is perhaps the most critical. 
Further, it is the only variable over which we are able to exert some measure 
of control (noninvasive) in our efforts to facilitate language acquisition and 
the integration of the dimensions of language. 

Interpersonal language is a social phenomenon. It is an essential element 
of relationships between people. If one is to acquire conventional language, 
integrate all three language dimensions, and experience enjoyment and sat- 
isfaction as a direct result of social interchange, one must experience language 
in the context of social situations and view interpersonal communication as a 
meaningful, purposeful, and desirable event. 

Examples of early social behaviors that are fundamental to language ac- 
quisition include engaging in eye contact with a social partner, attending to 
the same object or event of interest (e.g., mother and child both engage in 
feeding or both attend to the auditory and visual characteristics of a rattle), 
and taking turns in a social activity (e.g., cooing, blowing, clapping). 
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As a result of social interchange, the infant learns the conventional labels 
for various objects, events, and relations because significant adults repeat- 
edly label the same objects, events, and relations for them as these occur in 
the childs presence. S ocial interchanges in which objects, events, and rela- 
tions are labeled in an atmosphere of acceptance and encouragement are 
fundamental to language learning. Through these interchanges, the child 
learns language form (i.e., the surface features and syntax of words and sen- 
tences), language content (i.e., how to describe objects, events, and relations), 
and language use (i.e., the context and function of such communicative events). 

MAJOR LANGUAGE ACQUISITION MILESTONES 
As a future professional in the field of speech-language pathology, it is im- 
portant for you to have a working knowledge of the process and approximate 
sequence of language acquisition so that you may optimally serve the indi- 
viduals who seek to benefit from your professional expertise. For example, in 
conducting screenings or diagnostic evaluations, your handy knowledge and 
understanding of linguistic expectations for people at all levels of language de- 
velopment is required for dete rmining whether further services are needed. 
Moreover, in providing services, you are effective only if you plan for your 
clients to acquire behaviors for which they are developmentally prepared and 
if you provide opportunities for your clients to engage in language-learning 
activities that naturally facilitate progress in language acquisition, 

For that reason, you may use the following narration as a guide while you 
continue to become familiar, in a practical way, with the stages of language 
performance and the process of language learning. It is by taking opportuni- 
ties to observe and interact with normally developing individuals, at all levels, 
that developmental milestones will become meaningful to you. Furthermore, 
it is by directly and consciously observing the interactions of people in the 
process of acquiring a first language that you will come to understand the nat- 
ural process of language acquisition and how the principles of that process 
may be applied to strategies for language facilitation and intervention. 

Therefore, in reading about each stage or age-group, it is your personal re- 
sponsibility to make the effort to (1) think about real people relative to each 
stage, (2) arrange to observe and interact with children, adolescents, and 
adults, and (3) observe young children interacting with their primary care- 
takers. By doing these three things, you will experientially verify the mile- 
stones and processes of language acquisition. 

The major milestones that are typically achieved in the process of language 
acquisition are briefly summed in Table l-l. Refer to it as you read. The 
table is intended to provide a sense of perspective regarding both the ap- 
proximate sequential order of major achievements and simultaneous acbieve- 
ments across content-form and use dimensions. 
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Ages 
Content-Form Use 
Characteristics Characteristics 

O-6 weeks 

cl6 weeks 
(1% to 4 
months) 

16-30 weeks 
(4 to 7’12 
months) 

3150 weeks 
(7% to llV2 
months) 

10-14 months 

14-U) months 

Reflexive vocalizations. Sounds 
include prevowels (resonant& ly 
and reconsonants, mostly 

& nas . 

Cooing and laughing. Reso- 
nants and constrictions may be 
produced alternately, but lla- 
ble units are not recogniza ?i le. 
Vocal play Marginal babbling 
begins at about 6 months. Vo- 
calizations seem to be re- 
inforced by tactile-kinesthetic 
sensation and social pleasure. 
Reduplicated babbling. Reso- 
nants and constrictions more 
closely resemble true vowels 
and consonants. Prosody be- 
gins to resemble adult lan- 
guage pattern. By about 8 
months, babbling appears to be 
under auditory control. 
Varie 
syllab f 

ated babbling. Strings of 
es closely resemble adult 

prosodic pattern, Early single- 
word utterances begin at 10-12 
months. Single-word utter- 
ances are used to re 
jects, events, and re P 

resent ob- 
ations. 

Words are utterances that re- 
semble adult words or phrases 
and are used consistently by 
the child in reference to a par- 
ticular situation or object. Most 
words are simplifications of the 
adult pattern. Vocables may be 
substituted for words. 
Successive single-word utter- 
ances, rapid increase in vocabu- 
lary, and increased frequency of 
talking. Man words are simpli- 
fications of x e adult pattern. 

Perlocutions (O-4 months). Ac- 
tions intentionally communi- 
cate a need and thereby result 
in a than e in caretaker bebav- 
ior such 5; at the need is met. 

Illocutions (4-10 months). So- 
cially recognized nonverbal sig- 
nals are used intentionally to 
convey requests and guide 
adult attention. 

Locutions. Child begins to use 
meaningful words purposefully 
By the time first words are spo- 
ken, child uses language for 
purposes of regulating other 
people, interacting socially, 
calling attention, initiating new 
topics, taking turns with a con- 
versational partner, and main- 
taining topic for a maximum of 
one or two conversational 
turns. 
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Ages 
Content-Form Use 
Characteristics Characteristics 

16-31 months 
(1% to 2v2 
ye=) 

2135 months 
(lV4 to 3 
y-4 

24-41 months 
(2 to 3% 
yead 

28-18 months 
(2% to 4 
yead 

‘3552 months 
(3 to 4% 
yea=) 

Onset of true two-word utter- 
ances. Two-word utterances 
begin to dominate late in the 
stage, with noun phrases and 
main verbs being used with 
regularity. Use of phonological 
processes (simplification pat- 
terns) is rapidly decreasing. 
lIivo-word utterances are used 
proficiently. Three- and four- 
word sentences are used. Ex- 
pressive vocabulary is several 
hundred words. Few simplifi- 
cation patterns remain. Uses 
regular plural -s, present pro- 
gressive -Ing, copula form of 
verb to be, no and not for nega- 
tion, some prepositions (in, 
on), routine forms of what and 
where questions. 
Uses demonstratives, articles, 
quantifying modifiers, posses- 
sive modifiers, adjectives, pres- 
ent-tense auxiliary verbs, addi- 
tional negative forms (no, not, 
can’t, don’t), and more complex 
wh- question forms (who, why, 
how). 
Sentences include a subject 
comprising a noun phrase with 
one or more elements. Child 
uses regular -ed past tense both 
appropriately and inappropri- 
ately; also present progressive 
(fs --itag), auxihary verbs in 
yes/no questions, inverted syn- 
tax and/or rising intonation to 
mark questions, and when 
questions. Most phonological 
processes (simplification pat- 
terns) have been suppressed. 
Child uses irre 

if! 
ar past-tense 

verbs, regular ‘r-d-person sin- 
g&r verbs, articles, and con- 
tractible copula (be). The child 

By age 2 years, a child can 
maintain a topic for a few con- 
versational turns, initiate a new 
topic, change topic, express 
imaginative conce ts, and ex- 
press personal fee ’ rm gs. Child 
does not yet consider the needs 
of the conversational partner. 

By age 3, the child engages in 
longer dialogues and demon- 
strates awareness of social as- 
ps;f discourse by verbally 

’ 
T 

g comments of con- 
versation partner and by code 
switching. Conversational co- 
hesion is not yet accomplished. 

(Continues) 
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Ages 
Content-Form Use 
Characteristics Characteristics 

41 months 
(3V4 years) 
kindergarten 

may negate a sentence by 
forming a contraction with a 
negative and auxiliary verb, 
past tense of verb to be, or 
some of the past-tense modals 
(would have, could have, 
should have). 
Child uses contractible auxil- 
iary be and irregular third-per- 
son singular, and may begin to 
use past perfect tense and past- 
tense modals. 

6 years Child uses and understands ad- 
verbial conjunctions. Child 
comprehends, but does not 
use, passive sentences. Change 
in word-association skill is 
under way (syntagmatic- 
paradigmatic shift). 

By the end of preschool years, 
child depends much less on 
conversational partner to carry 
the dialogue, audible mono- 
logues are replaced by inaudi- 
ble monologues, and shill with 
narration has developed sub- 
stantially. By kindergarten, lan- 
guage is used for all of the fol- 
lowing purposes: (1) regulating 
others, (2) interacting socially, 
(3) calling attention, (4) initiat- 
ing new topics, (5) maintaining 
several turns of conversations, 
(6) providing adequate infor- 
mation so that the conversa- 
tional partner is able to re- 
spond without seeking clarifi- 
cation, (7) expressing feelings 
and emotions, (8) responding 
to comments of the communi- 
cation partner with utterances 
that relate to the topic of con- 
versation, (9) code switching 
when the situation requires, 
(10) phrasing indirect requests, 
(11) using some deictic terms, 
and (12) talking to one’s self 
both audibly and inaudibly. 
Child responds to indirect 
hints, tries to repair misunder- 
stood utterances upon request, 
is beginning to view circum- 
stances or perspective of con- 
versational artner, and is be- 
ginning to evelop fundamen- B 
tals for dealing with languages 
at the metalinguistic level. 

(Continues) 
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Ages 
Content-Form Use 
Characteristics Characteristics 

7 years 

8 years 

9 years 

Child comprehends causality 
inconsistently, understands and 
uses many spatial opposites, 
understands and uses most 
deictic terms, can manipulate 
sounds to create rhymes, and 
can recognize unacceptable 
sound sequences and replace 
them with acceptable ones. 
Child understands and uses 
passive sentences, and under- 
stands comparative relation- 
ships. Morphological marker 
-er is used to denote that a per- 
son performs an action. All 
Standard En 
are produce if 

lish phonemes 
at all levels of 

conversation for native speak- 
ers. All rules for patterning 
phonemes and syllables are ac- 
curately applied. Any persisting 
articulation errors are not 
likely to resolve 

“R” 
ntaneously. 

Simple morphop anemic rules 
are applied accurately. 
Word-association skills resem- 
ble adult skill. 

10 years 

11 years 

Child uses in and on to express 
temporal concepts. 
Child comprehends and uses 
the word because consistently 
and accurately. Instrumental 
-er and adjectival -y are under- 
stood and used. 

12 years Child uses adverbial conjunc- 
tions and disjunctions. 

Child is skilled at making de- 
sires known through indirect 
request. Child tells narrative 
stories that have a plot that is 
charactmized by main charac- 
ter with a problem to solve, a 

P 
lan for overcoming the rob- 

em, and a resolution to tx e 
problem. 
Child is capable of sustaining 
concrete topics, is beginning to 
consider perspective of other 
people. Proverbs are inter- 
preted literally, Most children 
benefit from metalinguistic in- 
struction. 

Metaphoric language is par- 
tially understood. Child uses 
deictic terms for conversational 
cohesion and a variety of 
cohesive markers. Child repairs 
conversational breakdowns 
effectively. Child is meta- 
linguistically sophisticated. 

Figurative language is inter- 
preted more accurately. Ab- 
stract concepts are sustained in 
conversation. 
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Ages 
Content-Form Use 
Characteristics Characteristics 

13-15 years Adolescent uses and under- 
stands unless and at for ex- 
pressing temporal concepts. 

Figurative language is inter- 
preted accurately. Abstract lan- 
guage is used and compre- 
hended. 

E-18 years Morphophonemic .shifIs are 
made skillfully. 

Sarcasm, jokes, and double 
meanings are used effectively. 
Metaphoric language is used 
deliberately. Humorous com- 
ments are created skillfklly. 
Command of abstract language 
approaches adult skill. Adoles- 
cent is aware that each person’s 
perspective is different. 

The First Year of Me 

For most children, the f&t intelligible words are spoken just prior to the first 
birthday. The experiences that are accumulated in the 10 to I2 months an- 
tecedent to that milestone are essential and preparatory, as the process of ac- 
quiring language begins not with the onset of speech but with the birth of the 
child (Gleason, 1989; Sachs, 1989). 

Prespeech Development of Form and Content. Six stages occurring 
in the first year of life (Stark’s stages) are used to describe a sequence of de- 
velopmental milestones that precede spoken language (Stark, 1980). Most 
agree about the general nature and order of these stages, while also recog- 
nizing their considerable overlap, which occurs because one stage does not 
definitively end before the next begins. 

Reflexive V&x&aHun.ss. Stark’s stage one takes place from birth to approxi- 
mately six weeks of age and is characterized by reflexive vocalizations, or 
vocalizations that are automatic in nature (Table l-l). They occur in response 
to stimuli (e.g., sensations such as pain, hunger, and discomfort), and they 
seem to require no mental processing. Some examples include reflexive cry- 
ing, fussing sounds associated with discomfort, and a variety of primitive or 
vegetative sounds that typically disappear soon after birth (Stark, 1980). 

Sounds at this stage are predominantly nasal. Resonants (i.e., pre-vowels 
or vowel approximations) outnumber constrictions (i.e., pre-consonants 
or consonant approximations) by about five to one. Control of voice and nasal- 
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oral resonance is gross. However, control of all structures advances quickly at 
this very young age (Oiler, 1976,198O). 

Cooing and Laughing. Stark’s stage two begins at approximately 6 weeks and 
ends at about 16 weeks of age (lV2 to 4 months) and is characterized by coo- 
ing and laughing (Table l-l). Although some reflexive sounds may continue, 
the child also begins to make sounds of contentment and pleasure. Usually, 
the cooing and laughing sounds are elicited initially by attention from an adult 
or older child, and later they may occur in situations that lack any social stim- 
ulation, such as when the child engages in self-play (Stark, 1980). 

Resonant (i.e., vowel-like) sounds continue to dominate, with a few con- 
strictions (i.e., consonantlike sounds) being introduced, Although these pre- 
vowels and pre-consonant sounds may be produced alternately, they are vague, 
and syllable units are not recognizable (Oller, 1976,198O). 

Vocal Play. Stark’s stage three takes place from approximately 16 to 30 weeks 
of age (4 to 7l/2 months) and is characterized by vocal play (Table l-l). Dur- 
ing these months, the infant experiments with pitch and volume extremes. 
The limited vocal repertoire of reflexive and responsive utterances is expanded 
to include such spirited sounds as squealing, growling, yelling, raspberries (a 
precursor to fricatives), and nasal murmurs. 

Although the child’s playful expressions may not have any clear commu- 
nicative intent, they appear to be deliberate and are frequently made in con- 
junction with social interplay or as a part of nonsocial self-play (Stark, 1980). 
However, the vocalizations are probably reinforced and controlled by tactile- 
kinesthetic sensations combined with social pleasure. It is only later that the 
auditory sensations associated with producing sounds become a source of plea- 
sure and reinforcement (Oller, 1976,198O). 

As the vocal play stage (Stark’s stage three) begins to come to a close (after 
about six months of age), the phenomenon called margiua.l babbling be- 
gins (Oller & Smith, 1977). Marginal babbling is characterized by long series 
of syllabic segments that resemble adult syllables only in that they are com- 
posed of both consonants and vowels. A notable difference between adult 
syllables and the syllables of marginal babbling is that the phonemes and com- 
binations of phonemes either may or may not be the same ones heard in the 
adult language model. (Pre-vowels, or resonants, and pre-consonants, or con- 
strictions, may be used instead.) Further, the prosody of marginal babbling 
does not characteristically resemble adult language. That is, the sounds and 
sound patterns, the duration of the syllables, the frequency and duration of 
the pauses between syllables, and the pitch, inflection, and stress patterns of 
marginal babbling are clearly different from those heard in adult language. 

Reduplicated Babbling. Stark’s stage four can be observed between ap- 
proximately 31 and 50 weeks of age (7% to llV2 months) and is predominantly 
characterized by reduplicated babbling (Table l-l). Reduplicated babbling, 
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also called canonical babbling, is recognized easily as a series of repeated 
consonant-vowel (C-V) syllables (e.g., “ba ba ba . . .” “dee dee dee . . .“). In 
reduplicated babbling, the syllables begin to take on the features of adult 
speech production. That is, resonants and constrictions begin to more closely 
resemble true vowels and true consonants, respectively Further, the syllable 
duration, the duration and frequency of pauses, and the pitch, inflection, and 
stress patterns of tbe syllables begin to resemble adult language patterns. By 
approximating the prosodic patterns of adult language while speaking redu- 
plicated syllables that are not intelligible words, the child’s vocalizations may 
seem to mimic adult language, especially when this behavior is superimposed 
on the child’s developing ability to take appropriate turns with an interested 
conversational partner (Oiler, 1976,198O; Stark, 1980). 

By about 8 months, babbling appears to be under auditory, rather than 
tactile-kinesthetic, control. It is at this time that children with reduced hear- 
ing sensitivity often fall behind their peers in language development (Oller, 
1976,198O). 

Variegated Babbling. Stark3 stage five takes place from approximately 10 
to 14 months of age (Table l-l). In this stage, the child moves on to nonredu- 
plicated babbling, which also may be called expressive jargon or variegated 
babbling. Variegated babbling is different from the reduplicated babbling 
of the previous stage in that the child begins to use a variety of consonants 
and vowels within each syllable series and the repertoire is not limited to C- 
V patterns. Vowel (V), vowel-consonant (V-C), and consonant-vowel-consonant 
(C-V-C) syllables are heard as well. Further, greater variety is taken on in the 
stress and intonation of nonreduplicated utterances such that the stings of 
syllables very closely resemble the stress and intonation patterns of adult 
speech and nearly all phonemes used are standard to the adult language model. 
With an increased variety of articulatory patterns and closer approximations 
to adult phonemes and prosody, the child may speak in an unintelligible tongue 
that convincingly resembles the adult model in all respects except compre- 
hensibility (Stark, 1980). 

Early Single-Wmd Utterances. Stark’s stage six begins between 10 and 12 
months of age. It is characterized by the onset of single-word utterances, 
and ends when the child begins to use utterances that exceed one word (at about 
18 months of age) (Table l-l). Yards,” at this stage, are expressions that are 
similar in form to adult words or phrases and are consistently used in refer- 
ence to a particular situation or object (Owens, 1992). For example, the word 
baby may refer to the child speaking or to a child younger than the one speak- 
ing, while the word goggk may refer to the family pet or any other four-legged 
creature. The word momit (combined with an appropriate gesture) may be 
used in a situation where the child is making the request, “Come on, sit.” 

In order to produce the first real words, the child must have sufficient con- 
trol over the articulatory mechanism so that at least two adjacent phonemes 
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(a consonant and a vowel) can be produced in a consistent manner. Further, 
in order for adults to recognize the first real words, the C-V combinations must 
be repeatedly produced in a similar manner and context (Oller, 1976,198O). 

For many children, some utterances may not resemble the form of any adult 
word but may be used repeatedly and consistently by the child to represent 
the same object, event, or relation. An example may be the child who always 
says [b&p] when requesting a cracker or [son] when asking to be picked up. 
These wordlike utterances are called vocables or phonetically am&tent 
forms (PCFs), and their appearance is consistent with the onset of early 
single-word utterances. 

Further, the emergence of single-word utterances does not necessarily mark 
the end of variegated babbling, and in fact, the expressive jargon that pre- 
dominates the child’s vocal repertoire generally continues for some time. 

Prespeech Development of Language Use. Three stages describing the 
preverbal development of language use have been identified (Bates, 1976; Mc- 
Cormick 81 Schiefelbusch, 1984). They are the perlocutionary stage, the illo- 
cutionary stage, and the locutionary stage. Each is described as follows. 

Perlocutiona y Stage. The perlocutionary stage partially corresponds to 
Stark’s stages one and two (Table l-l). The perlocutionary stage is character- 
ized by perlocutions, which are actions that unintentionally communicate a 
need and thereby result in a change in caretaker behavior such that the need 
is met. 

For example, the infant experiences hunger and therefore cries. As a re- 
sult, the adult caretaker provides nourishment. Although the crying initiated 
by the child is not intended to result in satisfying the hunger sensation, the 
response of the adult caretaker serves to reinforce the child’s unintentional 
communicative behavior. Eventually, when the child recognizes the hunger 
sensation, crying is repeated intentionally in order to achieve the desired ef- 
fect of satisfying the biological need for food. 

Similarly, the child whose needs have been met may feel content and happy 
and therefore coo, with no communicative intent whatsoever. The cooing, how- 
ever, may result in adult attention and social interchange, and eventually the 
child makes sociable noises for the purpose of initiating social interaction. 

Illocutionu y Stage. The realization of the perlocutionary stage leads to the 
illocutionary stage, which generally corresponds to Stark’s stages three through 
five and is characterized by iUocutions (Table l-l). Illocutions are conven- 
tional, socially recognized nonverbal signals that are intended to convey re- 
quests and guide adult attention. Continuing with the examples used 
previously, intentional crying for the purpose of satisfying the biological need 
for food and intentional cooing for the purpose of initiating social interchange 
are both iliocutionary acts. At the illocutionary stage (approximateIy 4-10 
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months), an infant begins to use nonverbal communication purposefully, as 
directed by his or her own interests and needs. 

Locutiona y Stage. The accomplishment of completing the illocutionary 
stage prepares the child for the locutionary stage, which begins at about the 
same time as Stark’s stage six and corresponds to the onset of the child’s first 
words (Table l-l). Locutions are meaningful words that are used purpose- 
fully. By the time the child begins to use meaningful, conventional words 
purposefully, the child has alr ea y d 1 earned to use nonverbal language for reg- 
ulating the behavior of other people, for interacting socially, and for c&g 
attention to one’s self, an object, or an action (Bruner, 1978; Wetherby, 1991). 
Further, children who are beginning to utter their first meaningful words are 
already skilled at initiating new topics either verbally or nonverbally, although 
they are limited to topics represented by objects that are present. In addi- 
tion, they are adept at taking turns with a conversational partner and capable 
of maintaining a topic for a maximum of one or two conversational turns 
(Owens, 1992). 

In other words, at about the time that the first words are spoken, the foun- 
dation for becoming an effective user of the language has been laid and the 
process of becoming a skilled communicator has begun. It is now through con- 
sistent practice with the language that the child learns how to use conven- 
tional forms for effective social and purposeful communication. 

Prespeech Development of Comprehension. Whether comprehension 
of language precedes production or whether production precedes compre- 
hension has been a topic of debate for a number of years and does not appear 
likely to be settled in the immediate future. If comprehension precedes pro- 
duction, then children understand words and concepts that they do not yet 
express verbally. Conversely, if production precedes comprehension, children 
verbally express words and concepts that they do not yet fully understand. 

Both propositions appear to have a measure of validity for children who 
are learning their first language. That is, although it may be true that chil- 
dren who have not yet spoken their first words appear to comprehend sev- 
eral words and even some sentences, it is perhaps the act of processing and 
comprehending words and sentences that facilitates the eventual production 
of comprehensible utterances. Further, it may also be true that the first words 
are not completely understood by the child, and that the process of speaking 
the words in context is necessary in order for the child to begin to more fully 
understand the meaning of what is said. For example, it is not uncommon for 
a child beginning the second year of life to demonstrate incomplete under- 
standing of the word dada by using it to reference a number of adult males, 
much to the frustration of Daddy himself. By continuing to hear the word spo- 
ken in context and by continuing to say the word in appropriate and partially 
appropriate contexts, the child eventually gains a more complete under- 
standing of the word. 
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The Preschool Years 

For the purpose of this discussion, we consider the preschool years to begin 
with the second year and to be completed when the child enters school. There- 
fore, language acquisition and the behavior of children ages 1 through 5 years 
are described in this section. 

Early Development of Content and Form. We generally accept that first 
words are spoken at approximately the first anniversary of the child’s birth. 
From the onset of the first word, seven stages of language acquisition are la- 
beled according to Brown’s Stages: Pre-Stage I, and Stages I, II, III, IV V, 
and V+ (Brown, 1973; Miller, 1981). As with all stages of linguistic develop- 
ment, overlap is extensive in that the end of one stage is by no means pre- 
requisite to the beginning of the next. 

Brown’s Pre-Stage 1. The beginning of Browns Pre-Stage I apparently cor- 
responds to the beginning of Stark’s stage six and the beginning of the locu- 
tionary stage (Table l-l), both of which are described in the previous section. 
Brown’s Pre-Stage I describes the typical language performance of the ma- 
jority of children between the ages of 10 and 20 months. 

Pre-Stage I has two phases, the first of which is described as the EarEy One- 
Word phase. Children who linguistically function within the Early One-Word 
phase of Pre-Stage I have just begun to linguistically represent objects, events, 
and relations by using single-word utterances. ‘Words” at this stage (as de- 
fined in a previous section) resemble adult words or phrases and are consis- 
tently used in reference to a particular situation or object. At this level of 
language acquisition, single-word utterances may occur in combination with, 
or in juxtaposition to, the expressive jargon that is also typical of children who 
have just added approximations of adult words to their linguistic repertoires 
(Brown, 1973; Miller, 1981). 

The second phase of Brown’s Pre-Stage I is described as the Middle One- 
Word phase (Table l-l). The onset of the Middle One-Word phase is marked 
by the emergence of successive (or chained) single-word utterances, a rapid 
increase in vocabulary (from a handful of words to a few hundred by the close 
of the stage), and increased frequency of talking (Brown, 1973; Miller, 1981). 

Since your exposure to some of the concepts related to language acquisi- 
tion may be limited at this time, you may not understand what is meant by 
“successive single-word utterances” without an explanation. Therefore, con- 
sider the following two successive single-word utterances: “Goggie. Gone.” In 
this example, the child says the word goggie to report that a four-legged crea- 
ture was seen. Immediately after saying, “Goggie,” the child says “Gone,” to 
register that the animal is no longer within view. In this case, the two words 
are considered to be two successive, single-word utterances rather than a sin- 
gle two-word utterance because the child marks the end of each utterance by 
a downward inflection and the end of the first utterance by a brief, but no- 
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ticeable, pause. The completion of Browns Pre-Stage I is distinguished not 
only by the child’s attempts to use single words for the purpose of represent- 
ing objects, events, and relations, but also by the milestone of beginning to 
recognixe that two spoken words may be loosely juxtaposed to express a com- 
bination of ideas (Brown, 1973; Miller, 1981). 

Brown’s Stage I. In its turn, the beginning of Brown’s Stage I is recognized 
by the onset of true two-word utterances. The average utterance length for 
children in this stage is 1.01-1.99 morphemes, and the typical chronological 
age is 16-31 months (i.e., 11/3 to 2% years) (Miller, 1981). (See Table l-l.) 

The exact nature of two-word utterances is clarified by expanding on the 
previous example of successive single-word utterances. Having learned to suc- 
cessively chain single-word utterances such as “goggie” and “gone,” the child 
eventually begins to create short sentences, of two words in length, that rep- 
resent both concepts previously represented by the two shorter (one-word) 
sentences. For example, the single two-word utterance, “Goggie gone,” per- 
forms both functions of representing that a four-legged creature was seen or 
heard and that the four-legged creature has disappeared. Prosodically, a two- 
word utterance is different from a set of successive single-word utterances be- 
cause the downward inflection marking the end of the sentence is applied only 
to the second word (gone) and no noticeable pause is detected between the 
two words. 

Although the child in early Stage I has begun to combine words in order 
to produce very simple sentences, the single-word utterances and successive 
sets thereof continue to take the lead for some time. Toward the end of Browns 
Stage I, two-word utterances begin to dominate, with noun phrases and main 
verbs used with some regularity. Examples of two-word utterances having 
noun phrases include “My cookie” and “Big doggie.” Examples of two-word 
utterances having a main verb include “Baby look” and “Bobby eat.” Chil- 
dren who have completed Brown’s Stage I use two-word utterances with pro- 
ficiency, have begun to generate some three- and four-word sentences, and 
possess an expressive vocabulary of several hundred words (Brown, 1973; 
Miller, 1981). 

Brown$ Stage II. At Brown’s Stage II, children demonstrate an average ut- 
terance length of 2.00-2.49 morphemes and are typically between the ages 
of 21 and 35 months (i.e., 13/4 to almost 3 years) (Table l-l). The increase in 
utterance length can be accounted for by the emergence of the regular plural 
form -s (e.g., “cats”), the present progressive -ing verb form (e.g., “boy run- 
ning,” which lacks the auxiliary verb is), the copula form of the verb to be 
(e.g., “cat is big.“), use of the words YW and not for the purpose of negating an 
entire sentence (e.g., “Michael 7to eat spinach”), other forms of negation (the 
occasional use of can’t and don’t), some prepositions (e.g., in and on), and, 
routine and eventually, novel forms of what and where questions (Brown, 1973; 
Miller, 1981). 
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Brown’s Stage III. Browns stage III is characterized by utterances that are 
2.50-2.99 morphemes in length on the average, and it is within normal lim- 
its when it occurs between the ages of 24 and 41 months (i.e., 2 to 3% years) 
(Table l-l). The increase in utterance length can be accounted for by the emer- 
gence of demonstratives (e.g., this, these, those, that), articles (e.g., a, the), 
quantifying modifiers (e.g., some, a tot, two), possessive modifiers (e.g., h&, 
mine, hers), adjectives (e.g., b@, red, hot), present-tense auxiliary verbs (e.g., 
can, wUZ, be), frequent use of additional negative elements (e.g., rw, not, can’t, 
don’t), and more complexwh- forms (e.g., who, why, and hou, forms) (Brown, 
1973; Miller, 1981). 

Brown’s Stage IV Brown’s stage IV is typically characterized by utterances 
that are 3.00-3.74 morphemes in length, on the average; this stage is within 
normal limits for children when it occurs between the ages of 28 and 48 months 
(i.e., 2% to 4 years) (Table l-1). At this level, it is obligatory for sentences to 
include a subject or noun phrase (e.g., “Cookie all gone,” and “That is my 
boat”). Although sentences must contain a subject or noun phrase, the noun 
phrase most frequently consists of only one element. Articles, adjectives, pos- 
sessives, and demonstratives may be included occasionally but are not oblig- 
atory (Brown, 1973; Miller, 1981). 

Further, in Brown’s Stage IV, the regular -ed past-tense marker may be used 
both appropriately and inappropriately. For example, the child will have 
learned to add the past-tense -ed marker in order to express the past tense of 
regular verbs (e.g., walked, patted, cooked), and the child is likely to express 
the past tense of irregular verbs using the same marker (e.g., goed, buyed, 
eated). Also in regard to verbs at the Stage IV level, the child will have learned 
to use the present progressive verb form (e.g., “The dog is running”) and 
have begun to use at least one past-tense modal (e.g., could, wuukl, shouti, 
must, might) (Brown, 1973; Miller, 1981). 

Auxiliary verbs (e.g., be, can, will, do) are used in the phrasing of yes/no 
and wh- questions. Although Stage IV children begin to use inverted syntax 
to mark such questions (“Are you going?” as opposed to ‘You are going?‘), 
they continue to use rising intonation as an alternative method for marking 
questions. In addition to the other wh- question forms that appear in the ear- 
lier stages (what, where, why, who, andhow), w?zen questions emerge at Stage 
IV (Brown, 1973; Miller, 1981). 

Brown’s Stage V: At Brown’s Stage V, the average utterance length is 3.7% 
4.50 morphemes, and Stage V is within normal limits for children between 
the ages of 35 and 52 months (i.e., 3 to 4V3 years) (Table 1-l). It is at this level 
that we expect correct use of irregular past-tense verbs (e.g., cam, bought, 
went), regular third-person singular verbs (e.g., ‘The dog walks”; ‘The boy 
e&s”), articles (e.g., a, the), and the contractible copulabe (e.g., “Mary is thin”; 
“The cat ts fluffy”) (Brown, 1973; Miller, 1981). 



CHAPTER l-LANGUAGE: A REVIEW OF FUNDAMENTALS 43 

Further, at Brown’s Stage V, the child may negate a sentence by forming a 
contraction with the auxiliary verb and the negative (We aren’t running”; 
“They can’t go”). Negative contractions may also be applied to the past tense 
of be (e.g., wasn’t, weren’t) and to some past-tense modals (e.g., wouldn’t, 
couldn’t, and ddih’t) (Brown, 1973; Miller, 1981). 

Brown’s Stage V+. Brown’s Stage V+ applies to children with an average 
utterance length of at least 4.51 morphemes, generally preschool children ages 
41 months and older (i.e., 3%years) (Table l-l). It is at this level that children 
use the contractible auxihary form of be (e.g., ‘We’re running”), the uncon- 
tractible auxihary form of be (e.g., “tie you going? I am”), the uncontractible 
copula form of be (e.g., “Is the cat fluffy? He is”), and the irregular third-per- 
son singular (e.g., “John has some,” “The cow says moo,” “Mary does that”). 
Moreover, some children who have command of longer utterances begin to 
use the past perfect tense (e.g., have eaten, have titten) and past-tense 
modals (e.g., uxx&Z, could, should, must, or might) (Brown, 1973; Miller, 1981). 

Early Phonological Development. Throughout the preschool years, chil- 
dren increase their ability to produce the phonological structure of the lan- 
guage (Table l-l). The phonological structure has two components: (1) the 
sounds used by adult native speakers of the language and (2) the rule system 
that defines how the sounds can be arranged to form syllables and words (Hod- 
son & Paden, 1991). 

Regarding the development of the sounds or phonemes that are used by 
adult native speakers (Hodson & Paden, 1991), children hear and begin to 
process these phonemes (i.e., consonants and vowels) from birth, and even 
perhaps prenatally. Children produce approximations of adult phonemes (i.e., 
pre-consonants, or constrictions, and pre-vowels, or resonants) from birth, 
and sound production evolves such that most children actually begin producing 
identifiable true phonemes at about 6 months of age (i.e., near the end of 
Stark’s stage three). Marginal babbling (at Stark’s stage three) and redupli- 
cated babbling (at Stark’s stage four) include both the standard phonemes that 
are common to the language and the phoneme approximations that develop- 
mentally precede the production of standard consonants and vowels. 

Throughout phonological development, the proportion of nonstandard 
phonemes decreases such that by the time children begin to use variegated 
babbling (at Stark’s stage five), standard phonemes predominate. The mas- 
tery of standard phonemes continues throughout the preschool years and 
into the primary grades. Under typical language-learning circumstances, we 
can expect that by the age of 3, most children will have mastered all standard 
vowels and a few of the consonants (i.e., [p], [b], [ml, [h], and [w]), such that 
they use them consistently and with accuracy. Although other phonemes may 
be articulated accurately at this age, it is completely within normal limits for 
them to be inconsistent or somewhat distorted. The typical progression of 
phoneme mastery can be observed in Table l-2. It is generally accepted that 
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Age Level Phonemes Mastered 

30 to 36 months 
(2V2 to 3 years) 

36 to 54 months 
(3 to 492 years) 

54 to 66 months 
(4V2 to S/2 years) 
66 to 78 months 
(!I?/2 to 6V2 years) 

84 months (7 years) 

all vowels except [ZIP] and [ZP ] 
rising diphthongs: [ar], [au], [ou], [er]; 
co~onaa [PI, M, [ml, [WI; 
75% intelligible in connected speech. 
centering diphthongs: [w], [aa], [es], [~a], [up”]; 
~~onaa bl, M id, ItI, [dl, M, [sl; 
some stops substituted for fricatives (e.g., [p/f], [t/s], 

kw. 
coronae: El, [VI, M, IN WI, ill. 

bl, bl bowels>; 
all centering diphthon s; 
consonam: Ed M b H , Ul, 131, Ml, I&d. 
all consonant clusters 

Source: Weis, C.E., Gordon, M.E., & Lillywhite, H.S. (1987). Williams& Wilkins: Baltimore, Md. 

all standard consonants and vowels are mastered by most children by the age 
of 7 years. 

The second component of the phonological structure is the rule system that 
defines how the phonemes are arranged to form syllables and words (Hod- 
son & Paden, 1991). Returning to prespeech linguistic development, it appears 
that children are capable of combining pre-consonants and pre-vowels alter- 
nately as early as 6 to 16 weeks of age (at Stark’s stage two). Then, at about 6 
months of age (during Stark’s stage three), they begin to combine consonants 
and vowels to create recognizable syllables, although the rules that define how 
these phonemes are combined are not necessarily the same rules that govern 
adult language. By 7% months (at Stark’s stage four), reduplicated babbling 
demonstrates that the child has learned to combine consonants and vowels in 
order to form C-V syllables. At about 10 months (Stark’s stage five), the con- 
sonants and vowels are combined with greater variation, such that the unin- 
telligible variegated babbling impressively mimics the mother tongue. 

Further, at 10 to I2 months (Stark’s stage six and Browns Pre-Stage I), an 
emerging system of phonological rules can be identified. For example, most 
jargon-syllables and first words resemble adult words in that standard 
phonemes are used and the vowels and consonants are conventionally juxta- 
posed. However, other rules for arranging the phonemes are often simplified 
by very young children. For example, some words may not contain the stan- 
dard number of syllables (e.g., [ ba]/“bottle”) and others may lack initial or final 
consonant phonemes (e.g., [aklr’sock”; [no]Pnose”), while still others may 
simplify or reduce combinations of phonemes (e.g., [bu]/“blue”). These pat- 
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terns, which appear to simplify the adult patterns for ordering phonemes, 
are called phonological processes. They occur naturally in most early words 
of very young children (at about 12 to 18 months) and gradually come to occur 
less frequently, disappearing as the more complicated, standard phonological 
rules are acquired. Most simplification patterns (i.e., phonological processes) 
are completely suppressed by age 4 years in most children (Hodson & Paden, 
1991). 

Early Development of Use. As mentioned in the previous section, pre- 
verbal children achieve certain milestones with regard to language use, or 
pragmatics. By the time the first words are spoken, children have learned to 
use language for the purposes of regulating other people, interacting socially, 
calling attention, initiating new topics, taking turns with a conversational part- 
ner, and maintaining a topic for a maximum of one or IWO conversational turns 
(Table l-l). 

Development of Social Dkwurse. Preschool children build on these skills 
such that by 2 years of age they are able to maintain a topic for a few conver- 
sational turns, initiate a new topic, change the topic of conversation, and ex- 
press imaginative concepts and personal feelings. Two-year-olds, however, 
do not generally consider the needs of a conversational partner in that they 
rarely provide enough background information for a listener to enter the con- 
versation without seeking clarification (Owens, 1992). 

At age 3, children engage in longer dialogues and demonstrate awareness 
of the social aspects of discourse by verbally acknowledging comments made 
by a conversational partner and by code switching (Owens, 1992). Verbal ac- 
knowledgments of comments made by others in many cases may be minimal 
(e.g., “uh-huh,” “oh”). 

Code switching proficiency in 3year-olds varies from individual to indi- 
vidual. However, children at this level may demonstrate that they recognize 
the appropriateness of changing the communication mode according to the 
perceived needs of a communication partner. This may be accomplished by 
changing to Motherese when speaking to an infant or by changing dialects 
when conversing with an individual who is perceived to be a member of a 
particular culture. 

However, for 3-year-olds, maintaining a cohesive conversation continues 
to present problems. As a group, 3year-o& do not spontaneously produce a 
large number of utterances that are contingent to (i.e., related to) the ut- 
terance most recently spoken by a communication partner. Instead, most state- 
ments relate to the childs most recent utterance or a new topic. 

Throughout the preschool years, children depend on adults to take the 
lead when engaging in discourse, such that conversations are usually some- 
what imbalanced or asymmetrical (Kay & Chamey, 1981). This dependence 
on the contributions of others decreases as the child progresses toward be- 
coming a full conversational participant. 
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Devebpment of Self-Talk. Another characteristic of preschool language use 
that decreases with age and maturity is the pattern of engaging in long, audi- 
ble, private, self-directed monologues which are characterized by behaviors 
such as verbal play, songs, rhymes, accounts of imaginative stories and events, 
and expressions of emotions. These monologues are termed self-talk. Such 
audible, private monologues decrease substantially throughout the preschool 
years, and they appear to be replaced by inaudible monologues, or talking to 
one’s self (Kohlberg, Yaeger, & Hjerthohn, 1968). Apparently, people learn at 
a very young age that when conversing with one’s self, it is best to mutter qui- 
etly so as to conceal the content of one’s private ruminations. 

Dmebpment of Narration. A third form of language use that is understood 
and used by preschoolers is narration (Oiler, 1980). A narration is an unin- 
terrupted monologue that is generated for the purpose of entertaining or in- 
forming a listener. Narrations include four types (Owens, 1992). 

The recount is one type of narration. In a recount the child tells about a past 
experience, usually at the request of an adult who shares knowledge of the 
experience (Owens, 1992). For example, the child’s recount may begin with 
the adult request, “Tell me about our trip to the zoo.” 

An eventcast is an explanation of an ongoing or expected event. This form 
of narration may be used by children for the purpose of directing imaginative 
play (Owens, 1992). For example, the eventcast may begin with the child’s sug- 
gestion, “Let’s pretend that you’re Cinderella and I’m the fairy godmother.” 

An account is a spontaneous exposition (unrequested by the listener) about 
an experience that was not shared by the listener (Owens, 1992). For exam- 
ple, the account may begin with the child’s exclamation, “Guess what!” 

A stay, the fourth type of common narrative, is a monologue describing 
some fictional event. Although stories may begin with the traditional intro- 
ductory statement, “Once upon a time,” there are a variety of methods for in- 
troducing story narrations. Generally, stories have a plot that is composed of 
a main character who has a problem, a plan for surmounting the problem, 
and a series of events leading to successful resolution of the problem. How- 
ever, stories told by preschoolers often lack many of these characteristics, as 
story narration is one aspect of language that becomes much more fully de- 
veloped during the school years (Owens, 1992). 

In general, narration requires that the speaker provide all of the informa- 
tion to the listener in an organized whole (Roth & Spekman, 1985), and thus 
places more demands on the speaker than does dialogue or private mono- 
logue. For that reason, although most 3-year-o& use, and are capable of un- 
derstanding, all four types of narration, even 4- and 5-year-o& create 
narrations that lack a cohesive plot. Skill with narration continues to develop 
for a number of years and is used more effectively by school-age children and 
adults. 

Although children in most cultures are exposed to, and use, all four types 
of narration, the proportion of each type varies from culture to culture (Heath, 
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1986). For example, in some white, working-class families in the South, 
preschool experiences with narrative language are predominantly limited to 
recounts that are Ermly regulated by an examining adult. In the same group, 
preschool experiences with narrative accounts and stories are quite limited. 
By contrast, also in the South, in some African-American working-class fam- 
ilies, children typically have preschool experiences with accounts and event- 
casts but not necessarily with recounts. These differences among cultures may 
place some minority children at a perceived disadvantage when they enter 
school if teachers expect them to have had experiences with each of the four 
standard narrative types. 

Lmguuge Use Accomplishments at the Preschool Lmel. At the age of 5, most 
children are ready to begin kindergarten. In general, kindergartners are able 
to use language for all of the following purposes: (1) regulating other people, 
(2) interacting socially, (3) calling attention, (4) initiating new topics, (5) main- 
taming several turns of conversation, (6) providing adequate information so 
that the conversational partner is able to respond without seeking clarifica- 
tion, (7) expressing feelings and emotions, (8) responding to the comments 
of the communication partner with utterances that relate to the topic of con- 
versation (contingency), (9) code switching when the situation requires a vari- 
ation on the language, (10) phrasing indirect requests, (11) using some deictic 
terms such as this and that or here and there, and (12) talking to one’s self, 
both audibly and inaudibly (Table l-l). 

Early Development of Comprehension. This discussion of the pre- 
schoolers development of language comprehension is strongly influenced by 
the interactive relationship between language comprehension and produc- 
tion. It appears that at all levels of language achievement, individuals may be 
able to comprehend more language than they are able to speak. Apparently, 
language learners are also capable of verbalizing certain aspects of language 
that are beyond their immediate spontaneous comprehension. 

At all levels of language acquisition it may be the process of producing par- 
tially understood language that facilitates more complete understanding, while 
the process of comprehending complex language may be what facilitates ad- 
vances in one’s ability to express one’s self. Therefore, it is likely that the 
achievement of the expressive milestones described in this chapter is facili- 
tated by, and facilitates, the achievement of the corresponding receptive mile- 
stones. 

The School-age Years and Adolescence 

This discussion of school-age children begins with 6-year-o& as most chil- 
dren at that age are enrolled in kindergarten or first grade. By the time chil- 
dren enter school, they are capable of producing and understanding complex 



48 PART I-GHILD LANGUAGE AND LANGUAGE DISORDERS 

language, have a receptive and expressive vocabulary of several thousand 
words, and use language proficiently and for a variety of purposes. However, 
their language acquisition is not yet complete. In fact, the process continues 
through the school-age years and into adulthood. 

In general, school-age children increase in their abilities to produce longer 
utterances, use and comprehend indirect questions and requests, communi- 
cate with appropriate levels of politeness, switch codes appropriately accord- 
ing to a variety of situations, maintain a topic, talk about language (i.e., use 
language 7rz&z&ngz&&ZZtj), and access an increasingly large vocabulary. Fur- 
ther, throughout these years children deepen their understanding of words 
and grammatical forms and they improve in their ability to comprehend and 
use figurative language (Table l-l). 

6-Year-O&. At 6, children who are acquiring Standard American English 
as a first language under uninterrupted circumstances have achieved all mile- 
stones mentioned in the preceding section. Further, they speak in utterances 
that are estimated to be approximately 7.5 to 9.5 morphemes in length and 
have taken on a number of additions to their linguistic repertoires. That is, 
grammatically, most 6-year-o& are capable of using and understanding ad- 
verbial conjunctions such as now, then, so, and though (Scott, 1988), and they 
are beginning to comprehend, but not use, passive sentences (e.g., ‘The boy 
was kissed by the girl”) (Bridges, 1980). 

Pragmatically, children at this age respond to indirect hints. Further, when 
asked to repair miscommumcations (make a conversational repair), it is at 
about the age of 6 that children begin to truly repair their misunderstood ut- 
terances (Owens, 1992). Prior to 6, when informed that an utterance is not un- 
derstood, children generally repeat the misunderstood utterance verbatim. 
However, 6-year-olds will make limited changes in an attempt to address the 
difficulties encountered by the listener or conversational partner. 

Also from a pragmatic perspective, 6-year-o& are just beginning to learn 
to view circumstances from the perspective of other people, making it easier 
for them to provide adequate information to communicative partners. There- 
fore, fewer requests for additional information and clarification are neces- 
sary in order for people to enter into discourse with children at this level 
(Konefal & Fokes, 1984). 

Up until the age of 6, most children are incapable of dealing with language 
at a metaling&tic level. That is, they do not participate well in conversations 
about language and do not benefit remarkably from most instructions about 
grammatical form. However, at about the age of 6, many children begin to 
develop some fundamental abilities for dealing with language at the metalin- 
guistic or instructional level such that they can discuss differences between 
regular and irregular forms. Metaling&tic instruction combined with expe- 
riential learning can be successful with some 6-year-olds when teaching cer- 
tain basic linguistic concepts. 
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7-YemOlds. Even more can be expected of children who have passed the 
7th birthday. For one thing, by 7, mean utterance length has increased such 
that for many children, utterances of 9 to 11 morphemes are estimated as av- 
erage. 

Further, at 7, children comprehend the concept of causality only inconsis- 
tently. In like manner, the word because is understood in part, but not fully 
(Kuhn & Phelps, 1976) Additionally, spatial opposites, such as ZejWght and 
front/back, are understood and used by children at this level. 

Children at 7 years use and understand most deictic terms. Deictic terms 
are words whose meanings depend on speaker’s perspective as a point of ref- 
erence (Owens, 1992). For example, the exact meaning of the words here and 
there depends entirely on the speaker’s point of reference. Bring and take 
are other examples of deictic terms in that the speaker’s word choice depends 
on the direction that the object moves in relation to the speaker. The word 
bring is chosen when something is to move in the direction of the speaker, 
with the speaker being the point of reference (e.g., “Bring the book to me”). 
By contrast, the word take is chosen when something is to move away from 
the speaker (e.g., “Take these toys to your room”). Me and you and mine and 
yours are also examples of deictic pairs, as the word of choice depends on the 
speaker’s perspective. 

Grammatically, ‘I-year-o& typically order their words in sentences using 
the adult pattern. However, for children at this level, maintaining sentence 
rhythm is more important than including all the necessary words and 
phonemes, so that many comprehensible sentences are produced that lack 
some morphemes and function words (Holden & MacGinitie, 1972). 

Phonologically, at 7, most children are capable of manipulating sounds for 
creating rhymes (Owens, 1992). For example, 7-year-old children are typically 
able to generate a number of words rhyming with a simple word such as cat 
(e.g., hut, bat, mat, rat). Further, 7-year-olds typically recognize unaccept- 
able sound sequences and replace them with acceptable sequences when given 
the opportunity (Owens, 1992). For example, if an adult were to label an ob- 
ject with a nonsense word containing an unacceptable sound sequence for 
the English language (e.g., “tsno”) the 7-year-old is likely to recognize that 
the sound sequence is not standard, and is further likely to exchange it for 
one that is (e.g., “snow” or “to snow”). 

Pragmatically, by this age, most children are skilled at making their desires 
known through indirect requests (Garvey, 1975). For example, most 7-year- 
olds are completely capable of letting the adult in charge know that it would 
be nice to go outside to play simply by stating that it is a beautiful day out- 
side. Certainly, the skill with indirect forms begins before the age of 7, given 
that younger children are capable of requesting a drink by declaring that they 
are thirsty. However, it is not until approximately 7 that most children demon- 
strate consistent skill with indirect forms (Garvey, 1975). Even beyond 7, the 
skill and flexibility with which a person uses the indirect forms continues to 
improve. 
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With regard to narrative skill (discussed in the section on preschoolers), by 
the age of 7 children begin to tell narrative stories with a plot that is charac- 
terized by a main character with a problem to be solved, a plan for overcom- 
ing the problem, and some sort of resolution to the problem (Oiler, 1980). 

8-Year-Olds. At 8 years, children may speak in utterances that are between 
10.5 and 12.5 morphemes in length, on average, (ObviomJy, some longer and 
shorter utterances are produced, but it is within normal limits for utterance 
length to fall within this estimated range.) 

By the age of 8, children not only understand most passive sentences (e.g., 
‘The boy was kissed by the girl”), they use them properly as well (Baldie, 1976). 
Further, they understand comparative relationships such asfinnier tha?z and 
asfizzy as (Owens, 1992). The morphological marker -er denoting that a per- 
son or thing is used to perform an action, is also partially understood by 8- 
year-o& (Derwing & Baker, 1977). At 8, most children are consistently able 
to understand and use the -er marker to denote a person who performs an ac- 
tion (e.g., teacher, painter) but not to consistently denote a thing used to per- 
form an action (e.g., eraser, printer). 

Phonologically at this age, all Standard American English phonemes are 
typically produced by native speakers at all levels of conversation and all rules 
for patterning phonemes in syllables are accurately applied. It may be assumed 
that any articulation errors persisting to this point are not likely to resolve 
spontaneously. 

Morphophonemic development, which is an advanced aspect of phono- 
logical development, is under way as well by 8 years of age. Morphophon- 
emit ruIes are the rules that govern changes in pronunciation as morphemes 
are added. At 8, most children abide by the language’s basic morphophonemic 
rules. For example, they recognize that when the past-tense morpheme -ed 
is added to a word that ends in a voiceless consonant other than [t], -ed is 
pronounced as [t] (e.g., “laughed” is pronounced “[laeft]), that when -ed is 
added to a word that ends in a voiced consonant other than [d], that -ed is 
pronounced as [d J (e.g., “sneezed” is pronounced “[ snizd]“), and that when 
-ed is added to a word that ends in [t] or [d], -ed is pronounced as a separate 
syllable [ad] (e.g., “started” is pronounced “[sta&ad]“). 

Pragmatically, 8-year-olds are capable of sustaining concrete topics and are 
beginning to consider the intentions of other people (Owens, 1992). These de- 
velopments improve their ability to participate effectively as conversational 
partners. 

Proverbs are interpreted literally by 8-year-o& (Owens, 1992) so a state- 
ment such as, “A bird in the hand is worth two in the bush,” is interpreted as 
a comment about the value of birds in hands as compared to the value of 
birds in bushes, and not as an analogy meant to discourage impulsively risk- 
ing what one has on the chance of gaining what one does not have. 

At 8, most children who learn language under natural circumstances have 
the benefit of reasonably sophisticated metalinguistic awareness (Saywitz & 
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Cherry-Wtison, 1982). This enables them to increase their knowledge of 
language through discussions about it. Although direct experiential practice 
is still necessary in teaching language concepts, at 8, children of at least av- 
erage intelligence are able to gain linguistic insight through instruction. 

9-YearcOlds. At 9, children’s utterances are estimated to be between I.2 and 
14 morphemes in length. Regarding language content, 9-year-olds are able to 
associate words in a way that more closely resembles adult word-association 
skills. It seems that for very young children, words are associated syntactically, 
such that if asked to think of a word prompted by a stimulus word, the young 
child usually produces a word that is likely to occur next in a phrase or sen- 
tence. For example, the stimulus word “run” may result in the associative re- 
sponse, “away..” 

On the other hand, for older children (i.e., approximately age 9 and older) 
and adults, words are not usually associated according to anticipatory syntac- 
tic relationships, but rather according to semantic relationships. Therefore, 
older children and adults, if asked to associate the word”run,” may offer aword 
in the same grammatical class with a similar meaning, such as “hurry= or “race.” 

Actually, between the ages of 5 and 9, children make rapid changes in their 
word-association skills. Evidently, it is at about 5 that children begin to make 
the shift from syntactic word associations to semantic word associations. By 
the age of 9, word-association skills are apparently more semantic in nature 
than syntactic. Word-association skills continue to develop through adulthood, 
such that for adults, spontaneous word associations are nearly all semantic. 
This shift from syntactic to semantic word associations is called a “syntagmatic- 
paradigmatic shift” (Ervin, 1961). 

Some metaphoric language is partially understood by 9-year-olds (Owens, 
1992). For example, certain psychological states are described metaphorically, 
such as “purple with rage,” “ feeling blue,” and “a warm greeting.” Prior to 8 
or 9, children interpret these metaphors quite literally, with negligible ap- 
preciation for the figurative meaning, such that if asked to interpret a saying 
such as “feeling blue,” younger children are inclined to say that the person 
likes blue or is wearing blue clothing. On the other hand, by the time chil- 
dren are 8 or 9, they show some signs of beginning to appreciate that the say- 
ing is not to be interpreted literally. However, because of limitations in their 
ability to fully appreciate the relationship between the psychological state 
and the metaphor, at 9 a fully accurate interpretation of such metaphoric lan- 
guage is still unlikely. Thus, although “feeling blue” is no longer interpreted 
literally, the exact figurative meaning may not be clearly understood. 

Deixis is described in the section about 7-year-ok&, as at age 7 the major- 
ity of children are able to use and understand most deictic terms. However, 
as with many aspects of language, deixis continues to develop over a number 
of years, and at 9 children are usually becoming able to use deictic terms for 
the purpose of conversational cohesion (tying parts of the conversation 
together). 
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Several types of cohesive markers are used by children at this level. Sim- 
ply speaking, cohesive markers are words that serve to link the parts of the 
conversation together. One type of cohesive marker is the use of pronouns 
for the purpose of anaphoric reference (i.e., for the purpose of referring to a 
previously specified object, event, or relationship). For example, the pro- 
noun he may be used to refer to a male person who was previously identified 
by the speaker, or the demonstrative pronoun that may be used to reference 
an event that was already described (e.g., ‘When that happened”). 

Pragmatically, when communication breakdown occurs in discourse and 
a speaker is asked to repair a misunderstanding, up until about the age of 9, 
the type of repair that can be expected is minimal and may be as ineffective 
as a verbatim repetition with increased loudness. Most 9-year-olds, however, 
are able to identify the source of the breakdown and provide the needed in- 
formation in order to accurately clear up the confusion (Brinton, Fujiki, Loeb, 
& Winkler, 1986). Metalinguistically, 9-year-o& are sophisticated enough to 
discuss the process of noticing the misunderstanding, identify the source of 
the communication breakdown and the information needed by the listener, 
and execute the repair (Brinton et al., 1986). In addition, most nine-year olds 
are adept conversationalists, often sustaining topics through at least a dozen 
tUI-IlS. 

IO-Year-O&. The average, length of utterance for most lo-year-olds may 
be between 13.5 and 15.5 morphemes. Of course, variation between individ- 
uals is expected. 

The prepositions in, on, and at may be used to express temporal concepts. 
For example, generally, in and mc are used to express certain specific periods 
of time (e.g., “in December”; “in the afternoon”; “on Thursday”) and at is used 
to express an exact time (e.g., “at noon”; “at 3:OO”). Most lo-year-o& are ca- 
pable of comprehending and using the preposition in for its temporal func- 
tion in addition to the locative function that was initially learned many years 
prior (Owens, 1992). 

1 l-YewOlds. The estimated mean length of utterance for 11-year-olds may 
be between 15 and 17 morphemes, although individual performances vary. 
At 11 years, children consistently and accurately comprehend and use the word 
because, which is quite a sophisticated accomplishment. In order to fuI.ly com- 
prehend the causal relationship expressed by the word because, the child must 
not only realize the relationship between two events but also grasp the tem- 
poral ordering of the two events. Children who do not fully understand these 
causal and temporal concepts often substitute the conjunction and or then 
for because (e.g., “I need a bandage and I cut my knee”) or use the word be- 
cause with a reversed causal relationship (“I cut my knee because I need a 
bandage”). This pattern of misexpressing causality usuaIly dissipates by the 
age of 11 (Corrigan, 1975). 
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Some morphological markers are acquired by the age of 11. For example, 
in English the -y marker is often added to nouns and verbs in order to form 
adjectives (e.g., runny, pasty, shiny). This pattern is generally understood 
and used by the age of 11 (Owens, 1992). Another marker that is usually ac- 
quired by age 11 is the instrumental -er marker. That is the use of the word 
ending -er for the purpose of denoting a thing that is used to accomplish a 
task (e.g., eraser, printer). Although the -er marker denoting a human to per- 
form an action has been understood for some time, it is not until about 11 
that we can expect most children to use it accurately for the instrumental 
purpose, to denote a thing that is used to perform an action (Clark & Hecht, 
1982). 

Figurative language is more fully understood by II-year-olds than by 
younger children. For example, we examined the difficulties experienced by 
Q-year-ok& who are faced with comprehending certain metaphors, such as 
physical terms used to describe psychological states. At 11, children no longer 
misinterpret such metaphors (Owens, 1992), so a statement like “feeling blue” 
is now interpreted accurately to mean a state of melancholia or sadness rather 
than as a color descriptor. 

Most Ll-year-ok& are able to sustain abstract topics (Owens, 1992). Abstract 
topics may include events that have already taken place or have not yet taken 
place, as well as discussions about thoughts and ideas. 

1%YewOlds. For most &year-ok%, utterance length, on the average, is 
estimated to be between 16 and 19 morphemes. Individual differences are 
expected. Typically, &year-o& are capable of using the following adverbial 
conjunctions: otherwise, anyway, therefore, and however. They also use two 
disjunctions: reaUy and probably. However, the development of adverbial con- 
junctions and disjunctions is nowhere near completion, as we can expect to 
hear only 4 disjunctions per 100 utterances at the age of 12, in contrast to the 
I2 disjunctions that we can expect to hear per 100 utterances at the adult 
level (Scott, 1988). 

Younger Adolescents. As language continues to develop through the ju- 
nior high school years, individuals from age 13 to 15 years speak in utterances 
that are estimated at between 18 and 23 morphemes on the average. Mor- 
phologically, in English, the -Zy marker is used to denote many adverbs (e.g., 
9&cZy, barely). This grammatical marker is now consistently and accurately 
used and fully understood (Owens, 1992). 

Further, young adolescents are able to comprehend and use language on a 
much more abstract level than previously. Words such as unless and the tem- 
poral form of the word at are now understood and used accurately. Also dur- 
ing these early adolescent years, individuals begin to fully comprehend the 
figurative meanings of proverbs. Therefore, the “bird in the hand” that was 
misunderstood by the 8-year-old is interpreted accurately by most 13- to 15- 
year-ok% (Owens, 1992). 



54 PART I-CHILD LANGUAGE AND LANGUAGE DISORDERS 

Older Adolescents. Adolescents between the ages of 16 and 18 years may 
use utterances that are quite lengthy, perhaps more than 25 morphemes in 
length. Further, individuals at this level are continuing to learn to use and 
understand language, becoming increasingly adultlike in their performance. 

Although adolescent language learners have been using the standard sys- 
tem of phonology with proficiency for a number of years, it is during the later 
adolescent years that people become skilled at making morphophonemic 
shifts, enabling them to correctly pronounce grammatical variations on most 
words (Hodson & Paden, 1991). For example, the word photograph is pro- 
nounced with the primary stress on the first syllable, and the vowel in the 
second syllable is pronounced [a]. A morphological variation, photography, 
results in a few prosodic and phonemic differences, such that the word pho- 
tography has the primary stress on the second rather than the first syllable, 
and the vowel in the second syllable is not pronounced [a], but [o] or [a]. Un- 
derstanding the morphophonemic rules that govern these changes in pro- 
nunciation enables older adolescents to correctly pronounce unfamiliar 
variations of words. Many words have morphophonemic variations (e.g., “tele- 
graph/telegraphic,” “ cosmetic/cosmetology,” and the verb and noun forms of 
the word refuse, “retie/refuse), and it is in the later adolescent years that 
people become sophisticated in their ability to make phonemic adaptations 
for such morphophonemic changes in words. 

Pragmatically, older adolescents are likely to use sarcasm, jokes, and dou- 
ble meanings effectively (Shultz, 1974). Along the same lines, they make de- 
liberate use of metaphors (Gardner, Kircher, Winner, & Perkins, 1975). The 
ability to skillfully and creatively generate humorous comments and stories is 
one that does not suddenly emerge at this late date but rather gradually evolves 
over a period of many years. For example, even preschoolers are able to ap- 
preciate simple humor generated by others or even make occasional humor- 
ous comments. Further, many very young school-age children tell jokes and 
generate humorous remarks. By the time most people reach the later years 
of adolescence, the ability to understand and apply abstract concepts of humor 
is both skilled and spontaneous. Moreover, older adolescent language leam- 
ers are capable of explaining complex behavior and natural phenomena 
(Elkind, 1970), d emonstrating a command of abstract language that ap- 
proaches adult-level skill. 

In addition, many older adolescents are aware that each person’s perspec- 
tive is different (Owens, 1992), enabling them to fully participate in discourse. 
Individuals at this level provide enough information to satisfy their conversa- 
tional partners’ needs, take turns appropriately, sustain topics with skill, and 
change communication style as situations demand. 

Adulthood 

Language development continues throughout adulthood for most, with the 
exception of individuals who lose some level of command due to a disease 
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process or brain injury. Adult language becomes more elaborate with experi- 
ence, and the way in which an individual adult uses the language becomes 
more diverse. The language experiences and communication needs of the in- 
dividual are the primary factors that determine the extent to which language 
continues to develop and the amount of diversity that is achieved (Owens, 
1992). For example, as an adult who has selected to further your formal ed- 
ucation by pursuing a career in speech-language pathology, you have com- 
munication needs and experiences that are remarkably different from the ’ 
experiences and needs of adults who have chosen to pursue a different set of 
goals. 

As a result of communication needs and experience, adults tend to develop 
a rather complicated network of communication styles (Owens, 1992). This 
phenomenon is one that develops over a period of years, beginning at the 
preschool level. The system is adequately developed by the time one enters 
adulthood, and continues to undergo refinements throughout one’s life. For 
example, adult communication style may vary according to a number of vari- 
ables. Different styles may be called on depending on whether one is on the 
job, with an intimate partner, among strangers, friends, or business associates, 
at a social function such as a wedding, funeral, party, or sports event, or with 
individuals who are members of a specific ethnic heritage or social group. 
Adults have access to a variety of communication registers that are applied 
according to the situation. 

To complicate matters, one’s overall choice of words or choice of commu- 
nication style may depend on one’s political, social, or religious orientation. 
For example, in describing particular groups of people, the choice of words 
often reflects a person’s beliefs, values, or political orientation. These word 
choices do not necessarily change from situation to situation as do communi- 
cation registers, and they communicate to a listener something about an in- 
dividual’s identity in relation to the groups. These variations in communication 
style are called communication codes. Some examples of word choices that 
may characterize a person’s overall thinking pattern are: “pro-choice/pro- 
abortion,” “ birth parents/real parents,” and “single parent/unwed mother.” 

THE PROCESS OF LANGUAGE ACQUISITION 

Having read the preceding sections, you now have a sense of the milestones 
that characterize language acquisition in children who acquire Standard Amer- 
ican English as a first language. Although it is important for you as a student 
of speech-language pathology to have a knowledge of the milestones along 
with their approximate sequences and ages of emergence, it is equally im- 
portant to have a clear understanding of the processes or natural phenomena 
that result in the achievement of the milestones. It is by your understanding 
of the approximate sequences and ages associated with the milestones that 
you can accurately evaluate, diagnose, and plan intervention for individuals 
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who come to you for assistance. Similarly, it is that knowledge, combined 
with your understanding of the natural process of language acquisition, that 
enables you to effectively provide intervention for the same individuals. 

Several natural phenomena that typically result in first language acquisi- 
tion are discussed in the sections that follow. These are contextual phenom- 
ena, behavioral phenomena of primary caretakers, behavioral phenomena of 
language learners, and experiential phenomena contrasted to metahnguistic 
phenomena. 

Contextual Phenomena 

Basically, we are concerned with three contextual phenomena. They are the 
social context, the context of personal need, and the context of individual men- 
tal activity. 

Social Interaction and Opportunity. A first language is learned in a so- 
cial context that incorporates the activities of everyday life. Infants are ex- 
posed to a first language during daily routines of eating, bathing, preparing for 
sleep, dressing, being comforted, playing, and the like. Since infants are not 
capable of taking care of any routines independently, all daily activities are 
performed in the presence of another human being and thus provide the op- 
portunity for socialization between the infant and primary caretaker. Thus, 
the context of early exposure to language is described as social. Beyond in- 
fancy, language continues to develop in a social context. That is, when the 
first words are spoken, adult caretakers and older children respond, demon- 
strating to the child how language is useful for social interaction. Through- 
out life, language is experienced and acquired in the presence of social 
interchange. 

Personal Need and Interest. Beyond the social purpose, language is a ve- 
hicle by which needs and desires are communicated and thereby met. There- 
fore, a critical secondary context that influences the development of language 
is the context of need and personal interest. The needs and desires that young 
children experience certainly impact the words and combinations of mor- 
phemes that they acquire. The intensity with which one experiences a need 
or desire, combined with the realization that language is the medium by which 
these needs and desires can be communicated and thus satisfied, influences 
the rate of language acquisition. 

Mental Activity. A third context of language acquisition is the context of 
mental activity. Language is the medium by which our thoughts and ideas are 
expressed to individuals who matter to us. Therefore, a person who has 
thoughts and ideas has something to communicate, creating a need or desire 
to interact. Although the communication of thoughts and ideas is abstract 
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and cannot be done expertly until the adolescent years, even preschool chil- 
dren begin to develop skill in this abstract area by such linguistic activities as 
making requests for things that are not readily available (e.g., “Mommy, can 
we take out the paints and color?” or “I want to watch Beauty and the Beast”). 

The very concept of using language for the purpose of expressing ideas 
and thoughts brings us back to the idea that language is learned in a social 
context, because it is by sharing thoughts and ideas that the very young child 
enhances the social relationship with the primary caretaker and the older child 
initiates and strengthens new social relationships. 

Language Facilitation: Primary Caretaker’s Role 

During the social events that are also called daily routines, a child’s needs and 
desires are met by primary caretakers. Exactly what the primary caretakers 
do and say during these activities naturally facilitates the acquisition of the 
first language. One very important thing that primary caretakers do is talk di- 
rectly to the child, making the assumption that the child is a participating com- 
munication partner. Linguistic adaptations are made by the caretaker in order 
to accommodate the child socially, linguistically, and contextually. 

The linguistic adaptations made by primary caretakers have certain iden- 
tifiable characteristics, such that the language of caretakers has been given a 
name, Motherwe. The language of Motherese differs from standard adult lan- 
guage along all three language dimensions (described below). 

Adaptations to Language Form. In talking to the child, caretakers tend 
to adapt the form of the language, using simplified linguistic structures, a 
slightly elevated pitch, and imitations of the child’s utterances. Each of these 
adaptations of form has a purpose. For example, by using simplified struc- 
tures, the adult clearly demonstrates to the child exactly how to combine words 
to make short sentences. By imitating the utterances of the child, the adult 
relates socially on the child’s own level. Finally, by elevating pitch, the adult 
draws the child’s attention to the social interchange. 

Adaptations to Language Content. Primary caretakers also adapt the 
content of their language, selecting topics that have the attention of the child 
and therefore are assumed to be of interest. Caretakers talk most about what 
the child is looking at, listening to, or doing. By selecting topics that have the 
immediate interest and attention of the child, caretakers provide the child 
the opportunity to form clear associations between what is being said and the 
subject of the child’s attention. 

Adaptations to Language Use. Finally, caretakers tailor the use of lan- 
guage so that it addresses the pragmatic needs of the language learner. At- 
tempts at participation in sociable exchanges are met with acceptance and 
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encouragement, regardless of whether the child’s utterances approximate the 
adult language model. Not only does the adult caretaker not require the in- 
fant to conform to the adult standard, the adult conforms to the language of 
the child. One needs to observe a new mother for only a short time to see a 
clear demonstration of behavior that communicates total acceptance of im- 
mature attempts at social discourse. 

Further, what primary caretakers do naturally to reinforce comprehensi- 
ble language is important and worthy of being imitated by those who facile- 
tate language learning professionally. That is, the rewards caretakers usually 
offer for successful communication are of the highest and most powerful level 
of reinforcement. (See the section on reinforcement in Chapter 4.) They are 
not edibles, tangibles, praises, nor activities. Instead, when communicating 
with a primary caretaker, successful attempts at communication are typically 
met with (1) a verbal or physical response that communicates that the mes- 
sage is understood and appreciated, (2) a verbal response that is contingent 
to the child’s utterance, and (3) the encouragement to continue in the social 
exchange. 

For example, an ll-month-old child is engaged in a social exchange with 
the mother. The child picks up a toy telephone and says, “Gauk” (an approx- 
imation of talk). The mother pretends to use her hand as a telephone, places 
her thumb and small finger near her ear and mouth, and says: You want to 
talk? Hello.” Note that the mother does not correct the child’s articulation; 
she does not say, “Good speechl” or “I like the way you talkl”; she does not 
give the child a sticker or a piece of candy for having said a word; and she 
does not give the child the opportunity to add a block to a tower as reward 
for communication. What the mother does instead is far more powerful. She 
communicates that what the child says is understood, she models how to con- 
tinue a conversation with another person, and she communicates that con- 
tinued social communication is a desirable activity. 

Language Learning: The Child’s Role 

With language acquisition being a social phenomenon, it is not only neces- 
sary for the primary caretaker to perform certain acts, it is important for the 
child to participate. Primarily, the child’s role is to ~@XJ the socialization that 
surrounds the activities of daily living. It is by this socializing and by the en- 
joyment of it that the child encounters language and learns what language 
can do for one personally. 

Through language, needs and desires are communicated and thereby sat- 
isfied, ideas are expressed and thereby shared, and socializing is accomplished, 
which provides a source of great pleasure. If a child is to participate in the 
process of acquiring a first language, he or she must at least subconsciously 
recognize that language is an effective and preferred means for accomplish- 
ing these ends. 
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In addition, most children naturally imitate their significant others. Daily 
routines, rituals, expressions, and mannerisms are examples of adult behav- 
iors that children duplicate with astounding accuracy. This natural tendency 
to copy the individuals who care for them may serve to facilitate the acquisi- 
tion of the conventional form of the language. 

Metaling&tic and Experiential Phenomena 

Metalinguistics is language about language. Accordingly, the metahnguistic 
phenomena that contribute to language acquisition and development are the 
natural conversations about language that deepen one’s understanding of it. 
Further, under natural language-learning circumstances, among children who 
are acquiring language without interference, some may benefit in a limited 
way from metalinguisti~ conversations as early as age 6, and most children 
are capable of participating in, and benefiting from, direct language instruc- 
tion by the age of 8. 

For that reason, one may assume that metaling&tic phenomena do not 
play a significant role in natural language acquisition prior to the age of 6. Al- 
though some normally developing 6-year-o& benefit fi=om direct instruction 
on certain simple linguistic contrasts, usually any me&linguistic instruction 
at this level is naturally combined with experiential learning as described in 
the section on the caretaker3 role in language facilitation. 

Further, it is not until the age of 8 that most children are able to benefit 
fully from early metalinguistic instruction. However, even under natural 
language-learning circumstances, metalinguistic instruction is also strongly 
associated with experiential learning and examples. 

For example, the child who continues to say bringed instead of bmught may 
be metahnguistically instructed by a sign&ant other that the word has been 
used incorrectly and an example may be given to correct the verb form. The 
following conversation might be heard under such circumstances, and it ex- 
emplifies metalinguistic instruction in the absence of experiential demon- 
stration. 

Child: uMommy, I bringed you a flower.” 
Adult: “Michael. You brought me a flower.” 
Child: What?” 
Adult: “It’s not ‘I btinged you a flower.’ It’s ‘I brought you a flower.“’ 
Child: “Oh. I brought you a flower.” 
Adult: “Thank you.” 

Although as a result of the above conversation, the typical young child may 
recognize that brought is the correct past-tense inflection of the verb to bring, 
one might also consider the other consequences of such extemporaneous 
metahnguistic instruction. In addition to the correct past-tense inflection of 
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the verb, the child learns very little from the interchange. Nothing is learned 
about maintaining the topic or making contingent responses to the comments 
of others. Michael is given no reason to believe that what he says is important 
enough to deserve a related response. Moreover, he learns nothing about mak- 
ing appropriately polite responses upon receiving gifts. 

Thus, although metalinguistic instruction can be used to improve a child’s 
command of language structure, it does not predominate in natural language- 
learning opportunities, even of older children, and it does not usually promote 
the pragmatic use of language. Experiential opportunities are preferred. Per- 
haps the experiential phenomena occur in natural language learning because 
language use is nearly always compromised when metaling&tic instruction 
predominates the language-learner’s exposure to linguistic elements. There- 
fore, the following conversation may prove more effective. 

Child: “Mommy, I bringed you a flower.” 
Adult: “Oh, how nice, you brought me a flower. Thank you, Michael. Can 

you bring me another flower?’ 
(Michael goes to pick another flower and returns.) 
Child: “Here.” (presents flower.) 
Adult: “Thank you. You brought me another flower. You brought me two 

flowers ,” 
Adult: (Walks to Michael and gives a flower.) “And I brought you a flower.” 

In this second exchange, Michael does not receive direct instruction in the 
inflection of the verb to bring. However, he hears the irregular past-tense form 
used correctly four times, the natural and appropriate pattern of discourse is 
not interrupted, and he is not criticized but rather is shown respect by his con- 
versational partner. 

READING AND VVRITING 

The comprehension and production of spoken language does not necessarily 
develop through direct instruction but rather through experience and enjoy- 
ment in a social context, and it begins to develop long before actual perfor- 
mance can be measured. In much the same way, the reading and writing of 
printed language begins long before the formal instruction that takes place in 
school, through the social and interactive context of storytimes, bedtime sto- 
ries, and pretending to read while turning the pages of a picture book. It is in 
these highly interactive, sociable, and enjoyable contexts that a child begins 
to recognize that the orderly marks on the page correspond to the pictures 
and message of the story. It is also in these contexts that the child begins to 
take hold of the personal benefits that can be derived from accessing infor- 
mation through books. However, learning to read and write is quite different 
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from learning to understand and produce spoken language, as most people 
learn reading and writing though formal, systematic, metal&u&tic instruc- 
tion and planned experiential practice. 

Reading 

Learning to read requires that one master a progression of complex skills. 
These include the visual recognition of letter shapes, auditory recognition of 
letter sounds, and formation of a clear mental connection between the visual 
shapes and auditory sounds associated with each letter. To complicate this 
achievement, in English a number of letter shapes are associated with muhi- 
ple sounds. The letter c is an example. It is pronounced [k] when followed by 
the vowels a, o, and u, and also when it is followed by the consonants k, I, and 
r; but it is pronounced Is] when followed by the vowels e, i, and y . Many 
other consonants and all vowels have more than one sound that is associated 
with the visual letter symbol. 

Another set of visual symbols that must be learned and associated with au- 
ditory sounds are called digraphs. Digraphs are the combinations of two let- 
ters that, when they appear together in written form, are associated with a 
single sound. For example, when the letters ch appear together they sound 
like [tJ] or [k], when the letters sh appear together they sound like [J’], when 
the letters th appear together they sound like [e] or [S], and when the letters 
ph appear together they sound like [f]. 

Silent letters, short and long vowels, and rules for letter combinations are 
among the other factors that must be addressed when one is learning to read. 
In addition to the multiple and complex network of auditory-visual associa- 
tions that are made, one must also develop skill in sound blending and com- 
plex pattern recognition. Beyond that, a person who learns to read must 
comprehend the meaning of the written words and sentences that are read, 
even though the words and their meaning are disconnected from any mean- 
ingful context. 

writing 

All the previously mentioned auditory-visual associations are also necessary 
for learning to write. Further, rules for spelling in English are complicated 
and have many exceptions. Thus, in addition to knowing the rules that exist 
for spelling, a person must also have sufficient experience with viewing the 
written language so that one can recall the spelling of words that do not fit 
neatly into the highly irregular rule system. Therefore, the fact that a partic- 
ular sound may be represented by any number of letter combinations must 
be appreciated. For example, the auditory sound “uh” ([a] or [A]) may be 
orthographically transcribed as u in the word tub, o in the word loue, oo in 
the wordflood, and a in the word alone. 
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In addition to the auditory-visual associations, sound sequencing, and rules 
for spelling, writing requires that one develop sufficient fine motor coordi- 
nation to accurately reproduce the letter shapes with a writing instrument. 
Further, in order to write, one must have something to write, an idea. 

CONCLUDING REMARK!3 

This chapter focused on spoken and written language as it applies to Stan- 
dard American English when acquired under uninterrupted circumstances. 
However, for a small group of children, language acquisition is interrupted 
by conditions such as cognitive limitations, sensory-input reduction, motor 
skill deficit, deficiency in socialization, and lack of learning opportunity. It is 
under these circumstances that the stages and processes of language acquisi- 
tion proceed at a different rate and/or take a different course. The next chap- 
ter describes these circumstances and how they may impact language 
acquisition across all three dimensions: form, content, and use. 
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STUDY GUIDE I. 

A. Define each of the following terms and provide an appropriate example 
of each. 

1. language 14. relations between events 
2. interpersonal communica- 15. syllables 

tion 16. segments of language 
3. semantics 17. prosody 
4. intrapersonal communica- 18. suprasegmental aspects 

tion 19. morphology 
5. objects 20. morphemes 
6. communicative acts 21. content words 
7. events 22. function words 
8. communication partner 23. syntax 
9. language form 24. language use 

10. language content 25. pragmatics 
11. phonology 26. function of an utterance 
12. relations between objects 27. context of an utterance 
13. phonemes 28. language competence 

B. Describe what is meant by each statement. 
1. Language is used for communication. 
2. What we communicate through language is our ideas. 
3. Language is a code. 
4. The code of language is systematic. 
5. The systematic code of language is a convention. 
6. Content is constant across all cultures, while topic and vocabulary 

vary from culture to culture. 
C. Name and describe each: 

I. categories of language content 
2. categories of language function 

D. Address each of the following. 
1. Differentiate between anatomy and physiology. 
2. Discuss the difference between biological function and communi- 

cation function. 
3. Which dimension of language is directly affected by the structure 

and function of the speech mechanism? How is it affected3 And 
how are the other two dimensions affected indirectly? 
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4. Describe how anatomical and physiological limitations might im- 
pact language competence. 

5. How is hearing necessary for the conventional development of 
form, content, and use? 

6. Which cerebral hemisphere is usually dominant for language? 
7. Discuss language perception in relation to identification and dis- 

crimination. 
8. Discuss the role of prosody in language perception. 
9. How may perceptual bias impact language perception? 

10. Contrast linguistic knowledge and nonlinguistic knowledge. 
11. Describe what is meant when one says that certain cognitive con- 

cepts are essential to language learning. 
12. Why is social interaction necessary for language learning? 

E. Be able to locate each of the following structures on a diagram. 
I. lungs 17. auricle 
2. trachea 18. ear canal 
3. larynx 19. tympanic membrane 
4* Pharynx 20. malleus 
5. nasal cavity 21. incus 
6. oral cavity 22. stapes 
7. sinuses 23. oval window 
8. velopharyngeal valve 24. cochlea 
9. tongue 25. eustachian tube 

10. velum 26. Heschl’s gyrus 
11. hard palate 27. Wemicke’s area 
12. teeth 28. Broca’s area 
13. lips 29. supplemental commu- 
14. outer ear nication area 
15. middle ear 30. cerebellum 
16. inner ear 

F. Describe each of the following anatomical structures with regard to its 
contribution to production of language form. 

1. lungs 4. resonating cavities 
2. trachea 5. velopharyngeal valve 
3. w  6. articulators 

G. Describe each of the following anatomical structures in regard to its con- 
tribution to hearing. 

1. tympanic membrane 5. eustachian tube 
2. ossicles 6. Heschl’s gyrus 
3. oval window 7. cranial nerve VIII 
4. cochlea 

H. Describe each of the following neuroanatomical structures in regard to 
its contribution to speech production. 

I. Broca’s area 
2. supplemental communications area 
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3. cerebellum 
4. basal ganglia 

I. Describe each of the following neuroanatomical structures in regard to 
its contribution to language formulation. 

1. Broca’s area 
2. Wemicke’s area 
3. arcuate fasciculus 

J. Define the following terms. 
1. identification 4. perceptual bias 
2. discrimination 5. cognition 
3. phonology 

K. Questions about language acquisition. 
1. How will your knowledge of developmental milestones and the 

process of language acquisition enhance your ability to serve those 
who seek to benefit from your professional expertise? 

2. Describe in detail each of Stark’s six stages of prespeech linguistic 
development. 

3. What are “resonants” and “constrictions”? 
4. Differentiate between marginal babbling, reduplicated babbling, 

and variegated babbling. 
5. Differentiate between single-word utterances, successive single- 

word utterances, and two-word utterances. 
6. Stark’s stage six corresponds to which of Brown’s stages? 
7. Describe in detail the three stages of preverbal development of lan- 

guage use. 
8. By the time the child begins to purposefully use meaningful, con- 

ventional words, he or she has already achieved a number of prag- 
matic skills. What are they? 

9. Describe the relationship between language comprehension devel- 
opment and language production development. 

10. Describe in detail each of Brown’s seven stages of language acquisi- 
tion. 

11. For the purpose of early language acquisition, define the term 
word. 

12. What are the two components of phonological structure? 
13. Describe the development of skill in producing phonological struc- 

ture, as it takes place in the preschool years. 
14. What are phonological processes? 
15. At what stage of development are phonological processes normal 

and why do they disappear? 
16. Describe the preschooler’s development of language content and 

use. 
17. Describe the four types of narration. 
18. When children enter kindergarten, they are able to use language 

for a number of purposes. What are they? 
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19. Describe language acquisition milestones that are achieved by the 
ages of 6,7,8,9,10,11, and 12, and by early adolescents, later ado- 
lescents, and adults. 

20. What are deictic terms? 
21. What are metaling&tic abilities and at what age should we expect 

children to be able to benefit from metalinguistic instruction? 
22. Why is causality diEcult for children to understand? 
23. What are morphophonemic shifts? At what age should we expect 

people to be able to make these adaptations in pronunciation? 
24. Describe the adult use of communication registers. 
25. Describe the phenomena that typically facilitate language acquisi- 

tion. 
26. Differentiate between me&linguistic and experiential phenomena 

that characterize language learning. 
27. Why should speech-language pathologists be concerned about the 

learning of reading and writing? 
28. What can be done by speech-language pathologists in order to po- 

tentially minimize the risk of future difficulties with reading when 
providing early language intervention for some preschool-aged chil- 
dren? 



CHAPTER 2 

Childhood 
Language 
Disorders 
The Domain 

LEARNING OBjkTiVES 

At the con&&m ofthis chapter, you s?un& be prepared to: 

l Define language disorders; 
l Describe the potential effects of language disorders on each of the three 

dimensions of language and on the way in which the dimensions inter- 
face; 

l Describe circumstances that result in disordered language and how these 
conditions impact language development across all dimensions. 
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PART I--CHILD LANGUAGE AND LANGUAGE DISORDERS 

INTRODUCTION 

In order to assist in preparing you to address the specific atypical language be- 
haviors that you will encounter as a speech4anguage pathologi& this chapter 
begins by defining the term Ianguage disorder. The three dimensions of lan- 
guage (described in Chapter I) are then discussed, each dimension in terms of 
language behaviors that may be observed when disruptive patterns occur in a par- 
ticular dimension or in the way in which the dimensions interact. This is followed 
by a discussion of several circumstances that regularly result in language disorder 
and how each condition may impact language development across dimensions. 

LANGUAGE DISORDER: A DEFINITION 

The terrn kznguage d&x-&x is used to describe a heterogeneous group of chil- 
dren whose language behaviors are different from, and not superior to, the 
language behaviors of their same-age counterparts (Iahey, 1988). Thus, chil- 
dren whom we describe as having a language disorder exhibit language that 
is qualitatively and/or quantitatively different from that which is used by same- 
age children who have no Ianguage impairment, or they exhibit language 
that is similar to, but developing more slowly than, the language of their non- 
language-disordered peers. 

Language disorder is one of many terms used to describe such children. 
Other terms associated with the same concept include language delay, Ian- 
guage disability, language impairment, deviant language, specific lan- 
guage disability, and specific language impairment (SLI). Some terms 
may seem to imply late development while others seem to imply a qualitative 
or quantitative difference in performance. However, no one term is able to 
specify the exact nature of a particular child’s performance and all are found 
to be used interchangeably (Lahey, 1988). 

Therefore, regardless of which term is chosen to label a child’s condition, one 
may assume only that his or her language behaviors are different from, and not 
greater than, those expected at a particular chronological age. Beyond that, no 
additional assumptions are reasonable, regardless of the term chosen to label 
the condition. Without fail, the specific language behaviors are explicitly outlined 
in order to provide accurate and complete information about the individual child’s 
language performance across the three dimensions. Some examples that more 
completely describe disordered language are summarized in the following sec- 
tions. For academic purposes, each is presented as a separate entity. However, 
in reality dimensional disturbances rarely occur singly, or in isolation. 

Late or Slow Development of All Three Dimensions 

When language development is delayed across all three dimensions, language 
acquisition occurs in the same sequence as for normally developing children. 
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However, it begins later and/or proceeds more slowly (Lahey, 1988). Under 
circumstances of delay, language performance is different from that of the 
child’s peers only in that it lags behind, yet it is similar to the language ex- 
pected from younger children in both quality and quantity. 

An example of late or slow language development is a ‘7-year-old child whose 
language performance, both expressively and receptively, is that of a 4year- 
old, a condition identified and documented by both formal and informal tests. 
In addition, a child with late or slow language development may or may not 
display symptoms of disturbances of specific language dimensions. There may 
also be differences between expression and reception with regard to the de- 
gree of involvement. However,, in every case of late or slow development, all 
behaviors associated with each of the three language dimensions emerge late 
and/or develop slowly. 

Disrupted Content 

A diagnosis of disrupted language content may be assigned if the child pro- 
duces well-articulated, grammatically correct, and socially appropriate utter- 
ances that do not make much sense (Lahey, 1988). Language form is well 
developed, such that articulation is clear, intonation and stress patterns are 
typical of the child’s familiar language and culture, and syntax and morphol- 
ogy are accurate. Language use is also adequately developed, meaning that 
language is used for an apparent purpose with appropriate social interaction. 
However, language content is disrupted, such that the child’s ideas, concepts, 
and knowledge are insufficient for meaningful communication. 

The child’s portion of the following conversation is an example of disrupted 
language content. Notice that the child’s sentences are grammatically accu- 
rate and that he or she interacts appropriately with the adult. However, there 
are serious difficulties with the content of the child’s utterances. Substantive 
ideas are absent or do not make sense, especially when considered in relation 
to the adjacent adult comments. 

Ad& Tell me about your painting. 
Child: (Pointing to a painted picture of a cat): Red paint and blue paint 

are over here. I like to paint. 
Adult: (Pointing at the cat): Iook here! Tell me about this part. 
Child: (Pointing to the same place as the adult): Do you like it? 

Disrupted Form 

When language form is disrupted, the child’s ideas about the world, as well 
as his or her ability to communicate these ideas to a conversational partner, 
are well beyond the child’s knowledge of the linguistic system that is used for 
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representing and communicating these ideas (Lahey, 1988). Language con- 
tent is relatively intact. That is, the child has age-appropriate knowledge about 
objects, events, and relations and can use language to express ideas about the 
world. In addition, language use is adequate in that the child uses purpose- 
ful language with satisfactory social skill. 

However, the child may use articulation, phonology, syntax, morphology, 
and/or prosody that are not age-appropriate for the conventional language sys- 
tem, or the child may be nonverbal. Yet it may be evident that the child has 
something to say because clear messages are frequently communicated 
through gestures and other unconventional or primitive means. 

An example of a child with disrupted language form may be one with a de- 
sire to communicate the need for a drink but, who instead of using words (e.g., 
“May I have some juice?” or “I’m thirsty”), secures the mother’s attention 
and then stands at the refrigerator door holding a cup. Although the message 
is precisely communicated in a socially appropriate context, the form of the 
message is unconventional and primitive. This type of communicative behavior 
is typical of a preverbal or nonverbal child. 

Another example of disrupted language form is manifest in the following 
conversation about a spotted mouse and a brown mouse. 

Um, urn Spotted One is the 
one. The boy the brown. 

spotted one’s name. Spotted one the is girl 

Clearly the child has ideas to express including the name of the spotted an- 
imal and the gender of both. Further, the child communicates this informa- 
tion in an appropriate conversational format. The language form, however, is 
unconventional. That is, words are transposed in the second sentence (is and 
the), some necessary words are omitted in the third sentence (is and one), 
and some disfluencies are evident at the beginning of the utterance (urn, urn). 

Disrupted Interaction between Content and Form 

When a disruption occurs in the interaction that normally takes place between 
language content and form, the child attempts to express an idea that oblig- 
ates a,particular form but either omits the obligatory form or substitutes an 
inappropriate form in its place (Fey, 1986). Language use is intact, as the lan- 
guage is purposeful and the context is socially appropriate. 

An example of a disruption in the content-form interaction is the child who 
wishes to express an ongoing activity of brushing one’s own teeth, obligating 
the words, “I am brushing,” yet omits the word am or the -irrg morphological 
ending or substitutes an inaccurate verb form. This results in a form that does 
not accurately represent the intended idea (e.g., “I brushing”; “I am brush”; 
“I brush”; “I brushed”). 
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Disrupted Use 

When language use is disrupted, the child has a message or idea that is com- 
municated clearly through a conventional linguistic system, but the style of 
delivering the message is somehow inappropriate. Language content may be 
intact, as evidenced by age-appropriate ideas and knowledge, and language 
form may be intact, as evidenced by phonology, morphology, syntax, and 
prosody that are typical of the language that is common to the child’s culture. 
Nonetheless, the child has a problem with using language purposefully, with 
varying the content and form of the language to suit the circumstances, or with 
considering the needs of the communication partner, 

Children whose language difficulty lies with the dimension of language 
use may exhibit a variety of communication difficulties. For example, some 
children experience problems with assuming the roles of both speaker and lis- 
tener. As a result, these. children may not initiate communication or may not 
respond readily to the communication attempts of other people (Prutting & 
Kirchner, 1987). 

Children with language-use disorders may also experience difficulties with 
selecting, introducing, maintaining, and changing topics. For example, they 
may rarely select or initiate topics for discussion. They may be reluctant to 
participate in conversation or contribute to an ongoing topic so that it can be 
maintained. Furthermore, they may change topics without appropriately wam- 
ing their conversational partner that a new topic is about to be introduced 
(Prutting & Kirchner, 1987). 

A disorder of language use may also manifest itself in difficulties with con- 
versational turn taking. The children may hesitate to initiate or respond to 
opportunities to take a conversational turn. They may neglect to request clar- 
ification when needed or they may neglect to repair a miscommunication. 
Pause time between turns may be too long or too short, and they may inter- 
rupt or attempt to speak over the conversational partner. Some children may 
provide ambiguous feedback or fail to provide feedback at all so that the con- 
versational partner cannot tell whether clarification is needed. They may make 
contributions to the conversation that are not related to the immediate topic, 
or they may make comments that do not follow a logical sequence. In gen- 
eral, children with disrupted language use often lack skill in adapting their 
communication to the requirements of the specific listener or situation (Prut- 
ting & Kirchner, 1987). 

Paralinguisti~y, intelligibility may be depressed, vocal intensity or vocal 
quality may be inappropriate, prosodic patterns may be unsuited for the lan- 
guage and culture, or the form of the message may be disfluent. Nonverbally, 
a child may assume a physical position that is either too close or too far in re- 
lation to the conversational partner, or a child may make an inappropriate 
number of physical contacts or may make physical contacts that are socially 
unsuitable. The body posture may be too far forward or slouching, or a child 
may make excessive foot, hand, and arm movements. Appropriate gestures 
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may be lacking or inappropriate gestures may be used. The face may lack ex- 
pression, the expression may be forced or artificial, or eye contact may be ei- 
ther excessive or absent (Prutting & Kirchner, 1987). 

Occasionally, any or all of these characteristics may be observed in most 
children, which does not indicate disordered language use. However, when 
these patterns pervade a child’s communication style, a disruption of the di- 
mension of language use should be investigated. 

Disrupted Interactions between Form, Content, and Use 

When interactions between form, content, and use are disordered, it is pos- 
sible that all three dimensions of language are individually disrupted to some 
extent as well (Lahey, 1988). Regarding language form, messages may be well 
formed, with appropriate phonology, morphology, syntax, and prosody, and 
the conventional linguistic system is generally the one that is used by the child. 
Regarding language content, the child may use language to express some com- 
plex ideas about the world, and some element of content may relate the mes- 
sage to the situation in which the message is generated. Regarding language 
use, messages may be expressed for a specific purpose and in appropriate sit- 
uations, and language may be used for interpersonal interaction. 

However, the disordered interactions between the dimensions is evident 
when a contradiction exists between the content of the message and the way 
in which the message is delivered, and another contradiction exists between 
the content of the message and the form that carries the message. An exam- 
ple of disordered interaction between the three dimensions is the child who 
says, “Don’t spank the baby. Be nice to the baby,” while at the same time hit- 
ting a rag doll. The sample utterance may be one that was heard previously 
by the child in a similar situation and, therefore, is remotely related to an 
idea that the child is expressing. Yet the idea expressed is inconsistent with 
the child’s actions and the remark is not particularly appropriate for the con- 
text or situation. 

Separation of Form, Content, and Use 

For some children, the three dimensions of language do not appear to relate 
well to one another (Lahey, 1988). The content, or idea, is so far removed from 
the situation or context that any relationships among content, form, and use 
are concealed to the listener. 

A child may repeatedly utter a comment that has been heard previously. 
For example, suppose a child habitually goes through the daily routine re- 
peating the sentence, “Put the bear on Mary’s bed, Suzy.” This sentence is 
most likely one that the child has heard in some appropriate context in which 
Suzy was being directed to put a stuffed bear on Mary’s bed. However, by re- 
peating the sentence throughout the day, while the bear, Suzy, and Mary’s 
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bed are all absent from the context, the child expresses an idea that is not re- 
lated to the situation. Further, the form is precisely memorized, and it is re- 
lated neither to the idea nor the situation. Form, content, and use are therefore 
separated. 

Echolalia is another speaking pattern that exemplifies a separation of form, 
content, and use. Echolalia is said to occur when the child repeats an utter- 
ance or part of an utterance that has just been said by another person, with 
no apparent intent to convey, emphasize, or elaborate on the information com- 
municated by the previous speaker. The following is an example of echolalia. 

Adult: Put the clown away now. 
Child: Clown away now. 

Note that the form of the echolalic utterance is exactly the same as the 
form of the utterance just said by the adult. Therefore, the form is accurate 
to the extent that the adult’s utterance is accurate. Since the form does not 
represent an idea that the child is trying to express, content and form do not 
interact properly. Furthermore, the echolalic utterance is not an appropriate 
response to the remark made by the adult. Appropriate responses to the adult’s 
remark might be, “OK, n “No,” “Not now,” or “I don’t want to.” Therefore, the 
way in which the utterance is used is also disconnected from the meaning. 

Perseverative speech also exemplifies how one’s language may be charac- 
terized by separated form, content, and use. Perseveration is the meaning- 
less repetition of a behavior that may at one time have been useful, meaningful, 
or contextually appropriate. In the case of perseverative speech, it is the mean- 
ingless repetition of a remark that the child has beady said. The first time 
the child made the comment, it may have been appropriate. However, for 
some reason the child repeats the utterance in contextually inappropriate sit- 
uations. The reason for the continued repetitions may be that the child was 
reinforced the first time the utterance was used, so that the comment (content- 
form) was strengthened regardless of the context (use). However, external 
reinforcement is not necessary for perseveration to occur. An example of per- 
severative speech follows. 

Adult: (Playing with the toy farm animals and a toy barn): Oh look! A cow! 
what does the cow say? 

Child: (Child takes the cow and looks at it): Cou, say “moo. m 
Adult: (Visibly pleased): That’s right! 
Adult: (Picks up another cow, pretending that it is talking to the one that 

the child holds): Moo! Moo! 
Adult: (Gives the second cow to the child and picks up the horse. Allows 

child to play with the cows for a few moments. Child puts down the 
cows): Here’s the horse. What does the horse say? (Gives horse to 
child.) 

Child: (Holding horse in hand, looking at the horse): Cou, say ‘m00. n 
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In the example, the second time the child says the utterance, the exact form 
of the first utterance is repeated. Although the form represents a meaningful 
and appropriate reply to the first adult remark, it does not represent a mean- 
ingful response to the last remark. Therefore, form and content are separated. 
Further, the form and meaning of the child’s second utterance do not repre- 
sent a contextually appropriate response to the contingent adult remark. Con- 
sequently, language use is separated from content and form. 

Other common examples of children whose language suggests a fragmen- 
tation of content, form, and use are those whose language repertoires consist 
of recitations of radio and television ads, phrases commonly used by individ- 
uals in the child’s environment, and phrases used by radio and television broad- 
casters. Like the other examples, these represent language form that is not 
particularly meaningful in terms of the context at hand. 

Comprehension and Production Deficits 

It has already been suggested that language comprehension and language pro- 
duction develop simultaneously, for the most part, with comprehension prac- 
tice probably facilitating advances in language production and production 
practice probably facilitating language comprehension development (Chap- 
ter 1). However, in some children with language disorders, differences be- 
tween comprehension and production have been identified such that one may 
lag behind the other. 

Production Lags behind Comprehension. Generally, when a disparity 
exists between language comprehension and production, it is usually pro- 
duction performance that is found to trail comprehension (Lahey, 1988). This 
pattern makes sense, since in order for a child to produce language, the child 
must access, encode, and generate a well-developed set of linguistic repre- 
sentations, including phonologic, morphologic, syntactic, prosodic, semantic, 
and pragmatic options for coding the concepts that he or she wishes to express 
linguistically. 

On the other hand, comprehending language requires a less completely 
developed set of linguistic representations since it is not necessary to access 
representations and create sentences. By contrast, comprehension can be ac- 
complished by merely recognizing, differentiating, and associating the lin- 
guistic units that are heard. 

Comprehension Lags behind Production. Some children are able to 
produce utterances that appear to be beyond their own comprehension abil- 
ities. This is generally the case when the interaction between the three lan- 
guage dimensions is disrupted and the three dimensions are separated as 
described just prior to this section. In disrupted dimensional interaction, the 
message (content) contradicts form and context (use), whereas in separated 
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dimensions, there is no clear reZution.ship between the message (content) and 
its form or between the message and its context (use). In either case, utter- 
ances do not seem to be comprehended or appreciated by their speaker. 

LANGUAGE DISORDERS: ETIOLOGICAL FACTORS 

In addressing the topic of language disorders, it is important to discuss why 
some children experience difficulty with language acquisition while the vast 
majority acquire language without complications. Generally, when language 
is not acquired normally, we may presume that something has interfered with 
language learning (Lahey, 1988). Exactly what it is that interferes is called the 
etiology (cause) of the language disorder. A variety of etiologies may poten- 
tially result in language disorder. 

Five etiological categories are identified (Lahey, 1988). These include cog- 
nitive limitations, sensory input deficits, motor skill deficits, deficient social 
relations, and lack of linguistic opportunities in the environment. Some spe- 
cific conditions from each category are discussed, with each condition selected 
for discussion being one associated with a high incidence of language disor- 
der. For each, we describe some likely circumstances under which the con- 
dition develops, characteristics of the condition, and language behaviors that 
most typically result. 

It can also be assumed that, unless othenvise indicated, individual language 
performance varies and should be specifically assessed and described on an 
individual basis. Further, always bear in mind that for many individuals, a num- 
ber of disorders will be found to occur together. 

Cognitive Limitations 

Cognitive skill deficits are distinguished by low intelligence, difficulties with 
symbolic thinking, and/or difficulties with pattern recognition and identifica- 
tion (Lahey, 1988). This etiology category includes, but is not limited to, in- 
dividuals with mental retardation, learning disabilities, childhood aphasia, 
and attention deficit disorder. 

Mental Retardation. Mental retardation is identified when an individ- 
uals cognitive, intellectual, and behavioral skills are below that of same-age 
peers. Language disorder is a basic characteristic of mental retardation 
(Hegde, 1991). 

Mental retardation ranges in severity from mild to profound. However, most 
individuals with mental retardation are mildly affected (i.e., approximately 
89 percent), with intelligence quotient (IQ) scores between 55 and 69. 
Preschoolers who have a mild form of mental retardation achieve develop- 
mental milestones somewhat later than their peers, and upon reaching school 
they lag significantly behind their peers in achieving academic goals and there- 
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fore are usually placed in special programs for at least part of their formal ed- 
ucation. Adults with mild retardation are usually capable of holding down sim- 
ple jobs and living independently (Lahey, 1988). 

Moderately retarded individuals account for approximately 6 percent of all 
retarded people and have IQ scores between 40 and 54. Most moderately re- 
tarded people are identified at the preschool level because of obvious devel- 
opmental lags. Although they may eventually learn to talk, moderately retarded 
people often experience difficulties with some or all three dimensions of lan- 
guage. As adults, many can learn to carry out routine and repetitive tasks with 
supervision (Lahey, 1988). 

The remaining 5 percent of retarded people are divided between two cat- 
egories, severe and profound. Individuals with severe retardation have IQ 
scores between 25 and 39 and make up about 3.5 percent of the retarded 
population. Those with profound retardation have IQ scores below 25 and 
comprise approximately the remaining 1.5 percent. Individuals with severe 
and profound retardation are very late in achieving developmental milestones, 
including speech and language accomplishments. Indeed, some milestones 
are not achieved at all by individuals in these two categories. Severely and pro- 
foundly retarded people experience difficulties across all three language di- 
mensions and rarely achieve competence in conversation. Independent living 
is unlikely, as nearly all require close supervision throughout their lives (Lahey, 
1988). 

Around 2 percent of all children born at any one time are born with some 
degree of mental retardation or a condition that is likely to result in mental 
retardation (Hegde, 1991). Most likely, the children who are born under these 
circumstances are mentally retarded as a result of brain injury, chromosomal 
disorder, or genetic disorder. 

BrainInjury. Factors that may result in brain injury include excessively pre- 
mature birth, low birth weight, difficult and prolonged labor and delivery, ac- 
cidents, disease, and toxic chemicals. Premature birth and low birth weight 
are factors that leave a child vulnerable to a number of health problems. There- 
fore premature and low-birth weight children are frequently at risk for de- 
veloping conditions that may interfere with normal cognitive development 
and maturation of neuroanatomical structures. Difficult and prolonged labor 
and delivery may result in brain injury as a result of oxygen deprivation and 
stress applied to the infant. 

Although accidents sometimes occur at birth, accidents that result in brain 
injury can happen later as well. Car accidents are the most common acci- 
dent to result in brain injury. Serious falls and other accidental events re- 
sulting in closed-head or open-head trauma also can result in injury to the 
brain. Prenatal diseases and diseases that strike infants and very young chil- 
dren also may result in mental retardation secondary to brain injury Some 
examples are cytomegalovirus (CMV), meningitis, syphilis, rubella, mumps, 
and measles. Finally, children who are exposed to toxic chemicals, such as 
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lead, or those with prenatal exposure to drugs and alcohol may be at risk for 
mental retardation. 

Mental retardation that occurs secondary to brain injury ranges from mild 
to profound, depending on the extent and location of the injury. Lesion lo- 
cations that result in reduced language performance are usually in Broca’s 
area, Wernicke’s area, the supplemental communication center, the cerebel- 
lum, and/or the brainstem (Figure 142). However, with mental retardation, 
although the injury may include these specific sites, the lesion is usually dif- 
fuse (i.e., not confined to one small area of the brain). 

Further, although language characterized by late onset and slow develop- 
ment of language (i.e., delay) is a universal factor, any or all of the disruptions 
of specific linguistic dimensions may be observed as well. No specific disor- 
der pattern is universally associated with the mental retardation that results 
from brain injury. 

Cytomegalovirus (CMV) is the most common viral disease among the new- 
born. Further, it is the most common viral disease that results in brain injury 
and, thus, mental retardation. It is estimated that approximately 3,000 chil- 
dren each year are damaged by CMV Mental retardation results because of 
brain injury, which is the outcome of direct tissue destruction secondary to 
infection (Sever, 1983). CMV is especially dangerous to infants if it is con- 
tracted prenatally, with less effect resulting from perinatal and postnatal in- 
fection (Gerber, 1991). Infants born with the CMV infection have a high 
mortality rate. Those who survive are severely and multiply handicapped, with 
mild to severe mental retardation, motor disabilities, seizures, blindness, and 
deafness (Myers & Stool, 1968). 

The exact nature of the communication disorder resulting from CMV varies 
depending on the degree of mental retardation and nature of hearing loss. Be- 
havioral descriptions based on individual language performance are essential 
to understanding the idiosyncratic language-learning needs of a person with 
language disorder secondary to CMV. 

Fetal alcohol syndrome (FAS) is another example of brain damage that oc- 
curs prenatally and may result in a type of mental retardation (Young, 1987). 
FAS is likely to occur when a woman consumes alcohol when pregnant-and 
not necessarily in excessive amounts. No differences have been found in the 
frequency or severity of FAS in children born to alcoholic mothers as op- 
posed to mothers who drink only socially. 

FAS is among the most common birth defects and one of the leading causes 
of mental retardation (Gerber, 1991). The symptoms of FAS include three fea- 
tures. First, FAS babies are likely to be small in size and have alow birth weight, 
a condition that persists throughout postnatal development. Second, individ- 
uals born with FAS have permanent developmental delay and microcephaly 
(i.e., small brain circumference) below the third percentile. Other central ner- 
vous system disorders are also likely to occur. Finally, FAS results in charac- 
teristic facial features. These include microphthalmia (i.e., abnormally small 
size of one or both eyes), underdeveloped philtrum (i.e., a medial groove on 
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external surface of the upper lip), thin upper lip, and maxillary hypoplasia (i.e., 
an underdeveloped maxilla, or upper jaw). If all three symptoms are observed, 
then FAS is the diagnosis. If only two of the three physical symptoms are ob- 
served, the diagnosis is fetal alcohol effect (FAE) (Gerber, 1991). 

Regarding communication, a language disorder that correlates to the de- 
gree of mental retardation is expected (Gerber, 1991). The language disorder 
may be characterized by an across-the-board delay in language acquisition, 
or it may be characterized by any number of difI3culties with any combina- 
tion of the three language dimensions. In addition, there is a high incidence 
of craniofacial anomaly among children born with FAS (Gerber, 1991), and 
some evidence supports that FAS is characterized by articulation disorders 
and disfluency (Sparks, 1984). 

Chrmsd Disorders. Chromosomal disorders may also cause mental re- 
tardation. Chromosomal disorders bear some similarity to genetic disorders 
since the genes that code specific genetic information reside on the chro- 
mosomes. However, the chromosomal disorders are quite different from ge- 
netic disorders in that genetic disorders are always inherited as genes carrying 
a particular trait are passed down from one generation to the next, whereas 
chromosomal disorders are not inherited. 

Instead, a chromosomal disorder is a disorder of the number or structure 
of the chromosomes as they are distinctively arranged for a particular indi- 
vidual (Gerber, 1991). Each living organism has its own characteristic chro- 
mosomal pattern and number, which distinguish it from all other living 
organisms. This unique genetic pattern that identifies the individual’s chro- 
mosomal pattern has a particular genetic map indicating the exact location 
that each gene assumes on every chromosome (Gerber, 1991). The two types 
of chromosomal disorders are aberrations in chromosomal number and in 
structure. 

Disorders of chromosomal number are discussed first, The appropriate 
number of chromosomes for human beings is 46 (i.e., 23 from each biologi- 
cal parent). Therefore, in humans, 46 chromosomes reside in all cells through- 
out the body with the exception of the red blood cells. (Red blood cells have 
no chromosomes because they have no cell nuclei.) The number 46 is the 
only number that is normal for human chromosomal arrangement. Any other 
number is abnormal and results in deformity. 

Counting the exact number of chromosomes in a given cell is a relatively 
simple procedure for skilled professionals. Chromosomes are extracted from 
the body for the purpose of examination by taking a very small sample of blood 
or skin. In the case of a fetus, chromosomes are extracted by taking a small 
amount of amniotic fluid from the intrauterine space. 

Disorders in the number of chromosomes occur at conception, which is 
the stage of development when the chromosomes disjoin (i.e., separate). When 
a pair of chromosomes fails to separate, the outcome is an abnormal number 
of chromosomes for 1 of the 23 chromosomal pairs. This mishap results in a 
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chromosome number that is not 46 and not a multiple of 23. Usually, the re- 
sulting pattern is called trisomy, which means that 1 of the 23 chromosomal 
“pairs” has three members instead of the standard two. 

Trisomy 21 (Down syndrome) is the most common trisomy. The term Tri- 
somy 2.2 means that at the location of the 21st chromosome, there are three 
members instead of the customary two. Trisomy 21 is most often caused by 
late maternal age. Individuals with Trisomy 21 generally have the following 
characteristics: generalized hypotonia (i.e., reduced muscle tone) that extends 
through the oral cavity, resulting in an open-mouth posture and protruding 
tongue, hyper-flexibility ( i.e., increased flexibility) of joints, universal mental 
retardation, which is usually mild or moderate in degree; a characteristic face 
with brachycephaly (i.e., a disproportionally short head with a reduced front- 
to-back dimension), occasional eye discoloration; characteristically shaped 
outer ears; characteristic hypoplasia (i.e., underdevelopment) of the fifth fin- 
ger (60 percent), simian crease (45 percent) (i.e., a crease on the palm of the 
hand similar to that found in some monkeys), heart malformation (40 per- 
cent), dry skin accompanied by fine, soft, sparse hair (75 percent), universal 
hypogonadism (i.e., small testicles), and occasional seizures, strabismus (i.e., 
sporadic eye movements), and cataracts (Gerber, 1991). 

With regard to communication, individuals with Trisomy 21 present a num- 
ber of difficulties (Gerber, 1991). Mental retardation is inevitable, so delayed 
and disordered acquisition pervades all language dimensions. The severity of 
the language disturbance varies, as does the severity of the cognitive limita- 
tions. Some individuals with mild intellectual involvement display language 
abilities that approximate normal limits, while others whose involvement is 
more serious are either nonverbal or quite primitive in their language per- 
formance. All combinations of language disturbance between the two extremes 
are possible as well. Therefore, in order to identify the exact nature of the 
language disorder, a complete diagnosis is necessary including detailed de- 
scriptions of behavior. 

In addition to the wide range of possible language disturbances that may 
be manifest in Trisomy 21, a number of additional variables may serve to com- 
plicate the communication impairment. For example, upper respiratory anom- 
alies, which include external ear malformations and probable middle ear 
malformations, make the individual particularly susceptible to recurrent oti- 
tis media (Gerber, 1991). (For details on this condition refer to the section 
on otitis media and hearing loss later in this chapter.) 

A number of physical traits and physiological idiosyncrasies generally lead 
to problems with articulation. These include a characteristic head shape that 
results in a short distance between the front and back of the mouth, and a 
short vocal tract. Consequently the tongue may appear to be too large for the 
short oral cavity, and it may even protrude. When this occurs, articulation is 
usually affected (Gerber, 1991). 

Trisomy 13 (Patau syndrome) and Trisomy 18 (Edwards syndrome) are ex- 
amples of other disorders of chromosome number that may result in mental 
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retardation. However, individuals with an abnormal number of these larger 
chromosomes generally do not survive postnatally. If they do survive, life ex- 
pectancy is short and their handicaps are multiple and severe (Gerber, 1991). 

Disorders of chromosome structure may also result in mental retardation. 
Diagnosis involves the analysis of a tissue sample, as is required for a diagno- 
sis of abnormal chromosome number. However, determining the structure 
of chromosomes is far more complicated than simply counting the chromo- 
somal members. Each chromosome is approximately X-shaped, with four 
“arms,” two short and two long. Most disorders of structure occur when an 
arm of a chromosome is found to be missing or added (Gerber, 1991). 

Cri du Chat syndrome (5 p-) is one example of a disorder of chromosome 
structure. Cri du Chat syndrome is diagnosed by determining that a short arm 
of the fifth chromosome is lacking. The cause of this particular chromosomal 
anomaly is yet unknown. 

With regard to communication, a typically narrow oral cavity may result in 
articulation problems. Further, mental retardation can be expected, and the 
degree of language disorder generally correlates with, or is greater than, the 
degree of cognitive disability (Gerber, 1991). The exact nature of the language 
impairment with regard to the impact on all three dimensions of language is 
determined by diagnostic evaluation. A detailed description of individual lan- 
guage behavior is required in order to accurately describe the individual’s idio- 
syncratic language characteristics. 

Other structural deletion syndromes that result in mental retardation have 
been identified (e.g., 9 p-) (Gerber, 1991). However, they do not occur as often 
as Cri du Chat. Individual language behavior is generally related to the de- 
gree of mental retardation, and the exact nature of the language disorder is 
idiosyncratic to the individual person. 

Genetic Disorders. Genetic disorders are different from chromosomal dis- 
orders in that chromosomal disorders occur when a chromosome is damaged 
or fails to disjoin at about the time of conception. This condition cannot be 
inherited. By contrast, genetic disorders are the result of an abnormal gene 
being passed from one generation to the next. Genetic disorders are always 
inherited. However, they are not always congenital, as the symptoms of the 
genetic disorder may not manifest themselves until a number of years after 
birth. 

Fragile X syndrome (fra X), also called Martin-Bell syndrome, is the most 
common hereditary (or genetic) form of mental retardation, and it is among 
the leading causes of mental retardation overall (Wolf-Schein et al., 1987). Fra 
X accounts for 2 to 6 percent of all mentaUy retarded males (Nielson, 1983). 
It occurs in 1 in every 1,000 live male births (Carmi, Meryash, Wood, & Ger- 
ald, 1984) and 1 in every 2,000 live female births (Wolf-Schein et al., 1987). 

Fra X occurs when an abnormal gene resides on the long arm of an X sex 
chromosome (Scharfenaker, 1990). The inheritance pattern of fra X is similar 
to the inheritance pattern of most X-linked genetic traits. Briefly, female chil- 
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dren inherit two X sex chromosomes, one from each biological parent. Male 
children, on the other hand, inherit one X sex chromosome from the biolog- 
ical mother and one Y sex chromosome from the biological father. 

If the fra X genetic trait resides on one of the biological mother’s two X sex 
chromosomes, there is a 50 percent chance that each of her children will in- 
herit the syndrome, with male offspring being more seriously affected by the 
disorder than female offspring. This difference is due to the fact that the de- 
fective X sex chromosome is the only X sex chromosome inherited by the male 
children, whereas the female children with one abnormal X have a second 
normal X, which typically masks fra X symptoms to some degree (Scharfe- 
naker, 1990). 

If the fra X genetic trait resides on the biological father’s only X sex chro- 
mosome, then there is no chance that he will pass the syndrome on to his son 
because a son will receive no X sex chromosomes from him. However, he will 
pass the fra X genetic trait on to all his daughters (Scharfenaker, 1990). 

The physical characteristics of fra X are not apparent at birth. However, a 
number of features become increasingly evident as the child with fra X ma- 
tures (Wolf-Schein et al., 1987). These features include large head circum- 
ference, prominent forehead, long and narrow face, narrow distance between 
the eyes, high palatal arch, some facial asymmetry, prominent and long ears, 
and postpubescent macro-orchidism (i.e., exceedingly large testicles). 

The speech-language impairments of children with fra X may range from 
very mild to very severe. Speech-language delay is often the first symptom to 
be noticed, and with proper referral it may lead to the diagnosis. For that 
reason, all children who present with mental retardation of unknown etiol- 
ogy, autism, or four or more of the following characteristics should be referred 
for chromosomal analysis to determine whether the cause is fra X. The fra X 
checklist includes: mental retardation, perseverative speech, hyperactivity, 
short attention span, negative reaction to physical contact, hand flapping, hand 
biting, poor eye contact, hyperextensible (i.e., abnormally flexible) finger 
joints, large and prominent ears, large testicles, simian crease (i.e., a crease 
on the palm of the hand similar to that found in some monkeys), and family 
history of mental retardation (Hagerman, 1987). 

Unlike many other forms of mental retardation, the symptoms of the lan- 
guage disorder are not accounted for by the degree of mental retardation alone. 
This is demonstrated when fra X males are compared to Trisomy 21 males with 
similar cognitive abilities, as the language of fra X males is significantly more 
seriously impaired. For example, regarding language content-form interac- 
tions, fi-a X males use more jargon (i.e., unintelligible strings of syllables). Re- 
garding the way in which the three dimensions of language interact, fra X 
males perseverate more and use more echolalia. Further, concerning language 
use, fra X males make more inappropriate comments (i.e., off topic), they 
talk to themselves more, and they make fewer appropriate nonverbal ges- 
tures to support or enhance their attempts at verbal communication. In gen- 
eral, the identified fra X language characteristics are typical of autistic 
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language, and in fact there is a high incidence of fra X among individuals with 
autism (Wolf-Schein et al., 1987). 

In planning speech-language intervention for individuals with fra X, a team 
approach is suggested, which should include all professionals who assist in 
addressing the medical and educational needs of the child. In carrying out a 
speech-language program, it may be beneficial to consider that, typically, vi- 
sual memory is strong while auditory memory is weak. For that reason, in de- 
vising and implementing an intervention program, a clinician is wise to 
represent materials visually whenever possible (Scharfenaker, 1990). 

Learning Disabilities. A learning disability is identified when a school- 
age child performs below grade expectations (i.e., usually lagging by at least 
IWO grade levels) in the understanding and use of spoken language, written 
language, mathematics, and/or reasoning abilities, and when these ~S~NA- 
ties are not attributable to an identified handicapping condition (Hammill, 
Leigh, McNutt, & Larsen, 1981). Since the learning-disabled population is 
defined partially by the absence of an explanatory condition, accuracy in di- 
agnosing a learning disability largely depends on success in identifying hand- 
icapping conditions that may explain performance lags. Weaknesses that exist 
in our ability to properly isolate children who truly have no accompanying ex- 
planatory condition (e.g., recurrent otitis media, mental retardation, hearing 
loss, access to poor instruction, or lack of motivation) may cause the disorder 
to appear to be more common than it really is. In many schools, the diagno- 
sis appears to have reached epidemic proportions and is on the increase 
(Lahey, 1988). 

According to the Education of All Handicapped Children Act (also called 
Public Law 94-l&), the classification of learning disabilities may include con- 
ditions such as “perceptual handicaps, brain injury, minimal brain dysfunc- 
tion, dyslexia, and developmental aphasia,” indicating that there is substantial 
overlap between the condition of language-related learning disability and the 
condition of language disorder. One way to differentiate between the two is, 
first, to view language-related karning di.sabWes as the difficulties that one 
experiences with the academic language skills that are customarily learned 
through academic instruction and, second, to view language disorders as the 
difficulties that one experiences in the acquisition of nonacademic language 
skills that are usually achieved through exposure to caregiver interactions, and 
not the result of direct instruction (Lahey, 1988). 

Even by separating the two defmitions in this way, a number of school-age 
children diagnosed as language disordered in the preschool years often ex- 
perience academic difficulties and become categorized as learning disabled 
during the school years (Boone & Plante, 1993). It may be that the same fac- 
tors that contribute to the language-learning difficulties, if not remediated, 
will continue to interfere with the learning process at the academic level. 

For that reason, perhaps in our treatment of preschool-aged children with 
language disorders, we should keep in mind that the children are in a high- 
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risk category for experiencing academic difficulties as well. This may require 
that we give special attention to any language-related preacademic skills that 
are identified as troublesome for the language-disordered child and that we 
refer the preschool child to the schools for assistance if impending academic 
difficulties are apparent. 

Knowledge of specific difficulties associated with learning disabilities can 
assist in making referrals and planning remediation for high-risk children. 
Therefore, speech-language pathologists should know that children with learn- 
ing disabilities often experience motor coordination problems that may be 
exhibited in difficulty with rapid alternating finger movements, difficulty with 
imitating motor movements (in the absence of an explanatory perceptual dis- 
ability) (Rudel, 1985), and inaccurate production of polysyllabic words (Kahmi 
& Catts, 1986). Further, learning-disabled children also are likely to experi- 
ence difficulties with concentration and attention, a condition that is often 
accompanied by hyperactivity. 

Although attention deficits and motor problems improve somewhat with 
maturation, learning-disabled children continue to lag behind their age- 
matched peers and the gap widens with increasing age (Rudel, 1985). If, there- 
fore, in the process of treating a preschool child with a language disorder, we 
discover attentional and/or motor difficulties such as described here, we should 
take the proper steps toward addressing these concerns at the preschool level, 
whether by referral or by making adaptations to the intervention program. 

Childhood Aphasia. When a child experiences normal language develop- 
ment for a period of time and then incurs damage to the left hemisphere of 
the brain, acquired childhood aphasia is a probable result (Aram, Ekelman, 
Rose, & Whitaker, 1985). The cause of the damage to the left cerebral hemi- 
sphere is usually a traumatic injury due to an accident that results in closed- 
head or open-head trauma. However, stroke, infectious disease, tumor, and 
seizures are other possible etiologies for acquired aphasia in children. 

Linguistically, children with aphasia experience language comprehension 
difficulties that cannot be attributed to hearing loss or cognitive limitations. 
Comprehension problems include difficulties with understanding complex 
sentences, following directions, and reading. Academic difficulties can be ex- 
pected as a result (Cm&erg, Fihey, Hart, & Alexander, 1987). 

Research indicates that the expressive language of children who acquire 
aphasia is most often the nonfluent type. It seems to begin with a period of 
extreme nonfluency, which is so severe that the child may even be nonverbal 
at first. As spoken language emerges, it can be described as agrammatic and 
telegraphic due to the omission of morphemes, rearrangement of words, and 
omission of function words (Satz & Bullard-Bates, 1981; Swisher, 1985). 

Less often, children experience fluent aphasia. When they do, expressive 
language comprises easily produced, but unintelligible, words, phrases, and 
sentences that are spoken with a normal prosodic pattern. Whether the dis- 
order is fluent or nonfluent, expressive difhculties primarily affect content- 
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form interactions, and they are always accompanied by disturbed compre- 
hension. The severity of the disorder ranges from mild to profound, depend- 
ing on the extent, type, and location of the lesion, 

Further, for a period of time immediately following the cerebral insult, con- 
sistent recovery can be anticipated. It is during this acute stage of the illness 
that the young person with aphasia is particularly responsive to clinical inter- 
vention. However, the exact length of the amenable recovery period ranges 
from a few months to several years, depending on the type of lesion and sever- 
ity of the disorder (Lees & Urwin, 1991). 

Regarding intervention, it is important to evaluate the individual child and 
address the idiosyncratic needs that are evident for the specific case. Com- 
plete recovery is not to be expected, as most children with aphasia experi- 
ence a number of residual difficulties (Lees & Urwin, 1991). A continual 
reassessment of performance and progress is needed in order to determine 
whether the client is likely to benefit from continued intervention. 

Some prognostic indicators (defined in Chapters 3 and 4) have been iden- 
tified. That is, children who gain two standard deviations on formal testing, 
as measured at the end of the first six months, are likely to regain more skill 
than those who gain less than two standard deviations in the same time pe- 
riod (Lees & Urwin, 1991). Younger age of onset and traumatic injury (as op- 
posed to a vascular lesion) are positive prognostic signs. Persistent paraphasia, 
persistent perseveration (Lees & Urwin, lQQl), later age of onset, vascular 
etiology, and the experience of a coma for more than seven days (van Don- 
gen & Loonen, 1977) are all negative prognostic indicators. These measures 
are helpful in ascertaining expectations for progress. However, in making a 
decision regarding whether treatment is to continue, actual benefits that the 
child experiences from the intervention program are always given priority. 

Attention Deficit Disorder. Children with attention deficit disorder 
(ADD) are highly distractible and inattentive, find it difficult to focus and 
sustain their attention on a topic or activity, and often act impulsively. Acad- 
emically, children with ADD are at risk because their behavioral characteris- 
tics interfere with ability to listen to instructions, follow directions, and 
complete assignments (Boone & Plante, 1993). 

Linguistically, children with ADD have disrupted language use, which is 
secondary to the other symptoms. For example, children with ADD are apt 
to interrupt while others are talking, attempt to talk over others, make com- 
ments that are inappropriate or unrelated to the discussion, and shift topics 
without warning. ADD may occur concomitant to other conditions that also 
result in language disorder, and when that is the case, language content and 
form may be impaired as well (Boone & Plante, 1993). 

In children, the symptoms of ADD can often be controlled by medication. 
Although symptoms subside with maturation for many individuals, ADD may 
persist into adulthood. For that reason, medicating a child with ADD is not 
enough. In order to prepare for the challenges of adult life, the child with ADD 
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must be helped to learn strategies that minimize the effects of distractions 
and maximize one’s ability to focus and to follow tasks through to completion 
(Boone & Plante, 1993). (Some suggestions are included in Chapter 4.) 

Sensory Input Deficits 

Hearing loss and central auditory processing disorder are the two sensory 
channel deficits that are likely to result in serious communication disorders. 
Blindness is a third significant sensory channel deficit, but its effect on com- 
munication development is slight when compared to the extreme effects that 
can result from the other two. 

Hearing Loss. In general, hearing loss is defined as reduced hearing sen- 
sitivity (Northern & Downs, 1991). The term loss is applied loosely in that it 
by no means implies that hearing was once present and has actually been lost, 
as the condition can be either congenital or acquired. The only sense that the 
term loss carries here is that hearing sensitivity is lower than that of most 
people. 

The terms hearing loss and rW2zed hearing are used interchangeably for 
the sake of this discussion, even though a number of other terms are often 
used to describe the condition. The terms hearing impahnent and hearing 
defed may be seen in the literature and in a number of clinical reports. How- 
ever, I do not advise using them because many individuals with reduced hear- 
ing capacity object to being described as “impaired” or “defective.” 

Although deafizess is the term preferred by those in a cultural community 
that comprises mostly individuals with severe or profound reduction in hear- 
ing, the term deaf is more meaningful when used to describe cultural phe- 
nomena than as a descriptor of hearing level and capacity for spoken 
communication. (Cultural phenomena associated with deafness are described 
in Chapter 6.) 

Speech-language pathology issues associated with reduced hearing sensi- 
tivity (i.e., hearing loss) are the topic of this section, and we feel that they are 
best described by the terms that we have chosen. Distinctions among groups 
of individuals within the population are defined by specifying the degree of 
reduced sensitivity (i.e., mild, moderate, severe, or profound). 

The impact of reduced hearing sensitivity on spoken language development 
depends on a number of factors. These include the degree, age of onset, type, 
configuration (as shown on an audiogram), and stability of the hearing loss. 
For children, additional contributing factors include the amount of training 
available, age at which training begins, age at which hearing amplification is 
provided, and consistency with which amplification is used. Family attitudes 
and availability of visual communication systems may also impact the effect 
of reduced hearing on the outcome of a child’s spoken communication de- 
velopment and training. 
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Figure 2-l. Levels of reduced hearing as shown on an audiogram. A 
hearing loss is considered mild if unaided thresholds are between 15 and 30 
dB, moderate between 30 and 50 dB, severe between 50 and 70 dB, and 
profound exceeding 70dB. 

The Degree of Hearing Loss. Four levels of severity are described. They are 
mild, moderate, severe, and profound hearing losses. 

A mild hearing loss is indicated when a person has a 15 to 30 decibel (dB) 
reduction in hearing sensitivity (see the audiogram in Figure 2-l). This con- 
dition has a mild impact on spoken language learning since the vowel sounds 
and many consonants are often heard clearly (Northern & Downs, 1991). 

However, low-energy sounds (e.g., voiceless consonants) may be missed 
by children with a mild hearing loss (Northern & Downs, 1991). Since many 
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grammatical morphemes in spoken English are carried by voiceless conso- 
nants, this problem may result in difficulties with language content-form in- 
teractions. For example, the regular plural is represented by the final -s 
morpheme (e.g., “boats”), as are the regular third-person singular verb form 
(e.g., “eats”) and the regular possessive (e.g., “Kate’s”). In addition, the -ed 
past-tense verb ending is often pronounced as the voiceless [t ] (e.g., “coughed) 
and may be missed in the presence of mild hearing loss. 

These low-energy sounds that carxy significant meaning may result in con- 
fusions and misperceptions if missed auditorily. They may also be the source 
of production errors that lead to misunderstandings. The conf%ons caused 
by mildly reduced hearing are typically minor and can be overcome with 
a combination of production training, careful observation, and listening 
practice. 

Moderate hearing loss is said to exist if the audiogram indicates a 30 to 50 
dB reduction in hearing sensitivity (Figure 2-l). Without amplification, spo- 
ken conversation is difficult for the affected person to understand. For indi- 
viduals with moderate hearing loss, vowels are heard more clearly than 
consonants, many speech sounds are not heard at all, and other speech sounds 
are heard inaccurately (Northern & Downs, 1991). In addition to word end- 
ings, short, unstressed words (e.g., prepositions, conjunctions, articles, auxil- 
iaries, and relational words) are also frequently missed. 

Without amplification, spoken language input is generally inaccurate or 
incomplete for the individual with moderately reduced hearing. Consequently, 
unless proper amplification is provided, spoken language is impaired across 
all three language dimensions. 

Language form is affected in that many of the standard phonemes of the 
language are not perceived accurately and therefore, are not produced accu- 
rately. As a result, speech may be largely unintelligible to those who are not 
familiar with the individual’s speaking pattern. Language prosody (i.e., pitch 
and inflection) may also be misunderstood or misrepresented by the person 
with moderate hearing loss. Various pitch and inflectional patterns that are 
represented by spoken language carry significant meaning, such as the sen- 
tence type (i.e., interrogative, imperative, exclamation, or statement) and the 
emotional tone of the speaker (e.g., angry, excited, or comforting). These pat- 
terns may not be heard accurately by the unaided individual with a moder- 
ately reduced hearing. 

Language content-form is affected in that numerous grammatical markers 
are not heard by the language learner, and therefore, they are not produced 
or comprehended in spoken conversation. Moreover, the effect of moderate 
hearing loss on emerging vocabulary development may be sign&ant. This, 
too, is the result of limited and inaccurate linguistic information received 
through the auditory mode (Northern & Downs, 1991). The individual with 
moderate hearing loss does not have adequate access to the standard linguis- 
tic information that represents concepts and experiences. Hence, vocabulary 
may be limited, word meanings may be confused, and in general, the per- 
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son’s ability to use spoken language for the purpose of expressing abstract 
and concrete ideas may be somewhat restricted. 

The effect of unaided moderate hearing loss on language use is equally 
consequential. Due to the lack of hearing spoken language in conversation, 
individuals with moderately reduced hearing tend to lack interest in spoken 
communication. Inattention is a natural result (Northern & Downs, 1991). 
Having missed much of the auditory information that is used to demonstrate 
appropriate conversational strategies, an individual may be unaware of the 
most effective ways to interact with others for purposeful spoken commu- 
nication. 

Severe hearing loss occurs when the loss is measured at 50 to 70 dB (Fig- 
ure 2-l). Without amplification, spoken language does not develop sponta- 
neously for children with severely reduced hearing as they do not hear most 
conversational speech sounds. However, they do hear their own vocalizations, 
loud environmental sounds (e.g., lawn mower, ringing telephone, electric saw), 
and the speech of others ifit is spoken very loud and at close range. 

If unaided, the effect of severe hearing loss on spoken communication is 
universally critical. Language content-form is grossly misunderstood and mis- 
represented by the individual with severely reduced hearing, as the sounds 
that carry the phonological, morphological, syntactic, and prosodic systems 
are not accurately experienced by the language learner. Further, it is also by 
auditory information that the use of the language is typically learned by indi- 
viduals acquiring spoken language. Hence, all three language dimensions are 
seriously affected by the condition of unaided severe hearing loss. 

Profound hearing loss is indicated if the hearing loss is measured at 70 dB 
or more (Figure 2-l). Without amplification and training, spoken language is 
not accessible to individuals with profoundly reduced hearing, as the only 
sounds heard are their own vocalizations, some of the rhythm patterns of the 
speech of others, and extremely loud environmental sounds (e.g., airplane at 
close range, rock music band) (Northern & Downs, 1991) 

Even with proper amplification, the person with profoundly reduced hear- 
ing may have extreme difficulty understanding and using spoken language. 
Intensive training is necessary in order for the individual to learn to under- 
stand and utilize the linguistic information that is received auditorily through 
a hearing aid. 

Common problems in the language content and form of individuals with 
profound hearing loss include difficulties with articulation, resonance, voice, 
morphological, syntactic, and prosodic features of the language. It has been 
estimated that naive listeners are likely to understand only 20 to 25 percent 
of the speech produced by individuals with profoundly reduced hearing 
(Northern & Downs, 1991). Language use is similarly affected due to the lim- 
ited and inaccurate auditory information that is received. 

Age of Onset. The age at which a person begins to experience reduced 
hearing has quite an impact on the effect of the hearing reduction on the 
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development of spoken language. Clearly, for individuals whose hearing re- 
duction begins prelingually, the impact is greater than for those who have 
the opportunity to hear and understand language prior to losing some of 
their hearing. 

Therefore, whether hearing reduction is congenital or acquired, if the re- 
duction manifests itself prior to the attainment of consistent understanding 
and use of spoken language for communication, it is considered to be a preh- 
gual hearing reduction, the effects of which depend on the degree of sensi- 
tivity reduction, as described. In order for all dimensions of standard spoken 
language to be acquired, amplification and training are necessary 

Individuals with &eenWous heating loss (postlingually acquired) may also 
require amplification and training in order to maintain and continue to ac- 
quire new spoken-language skills. Training may be necessary to facilitate an 
adjustment to the loss of hearing sensitivity and to familiarize one’s self with 
the use and maintenance of an amplification device. 

Consistency of the Hearing Reduction. Whether reduced hearing is experi- 
enced consistently or inconsistently may influence language development 
(Menyuk, 1986). For some children, a sensitivity reduction that is sporadic 
results in unstable or incomplete auditory input, which in turn results in con- 
fusions in any or all of the three language dimensions, and particularly, lan- 
guage content-form interactions. 

Con~guration of the Hearing Reduction. The exact shape of the hearing loss, 
as shown on an audiogram, also influences language development. This in- 
cludes which frequencies are affected, to what degree, and whether the sen- 
sitivity reduction is unilateral or bilateral. Specific frequency losses (i.e., 
mild, moderate, severe, or profound) and how they impact speech-language 
development were discussed in a previous section of this chapter. 

In addition to frequency, whether hearing reduction is unilateral or bilat- 
eral is an important factor that is considered when determining the effect 
that the reduction in hearing has on spoken-language acquisition. Certainly, 
a unilateral loss has a less serious impact than a bilateral loss. In fact, children 
with unilateral hearing reduction typically develop language normally and per- 
form at their age level on communication tasks. 

Remediation is required for unilateral hearing-sensitivity reduction, pri- 
marily for the purpose of assisting the individual in developing compensatory 
strategies that can be used when encountering negative listening conditions 
(Maxon & Brackett, 1992). Seeking and accessing visual cues, requesting clar- 
ification, and arranging for preferential seating are very important tactics for 
individuals with unilateral hearing loss. 

On the other hand, bilateral hearing reduction impacts communication with 
mild, moderate, severe, or profound consequences, depending on the de- 
gree of effect. Many people with either unilateral or bilateral hearing reduc- 
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tion are able to benefit from a~~ro~~ate arn~~~a~on de~e~~~~ on the de- 
e of loss. 

Further, the actual ~~~~~ of the a~~~~~~a~ (Figure 2-l) is impo te For 
example, many individuals with sensorineural he~g loss show a distinct au- 

gram pattern with the most serious reductions in the higher frequencies. 
s occurs such that many hearing losses are cussed by degree using more 

than one cate~o~. severe-to-profound, modorate-to-severe, and mild-to- 
moderate are degree ratings that describe a hearing reducti 
over more than one category, Exactly which frequencies are 
what degree each is affected impacts spoken l~~age acquisition, as it has a 

exact nature of the phonological and morphological 

Tabs of ~~a~~~ Lms. 
perienced am conductive heari 

ic types of hearing loss that may be ex- 
sensorineural hearing loss, and mixed 

onductive hearing loss occurs when 
mission of sound fmm the ear canal 
. enough the irmer ear (Fiord l- 

middle ear and ~~srnit~ng it to 

that ~pede the normal ~smission of sound include fo 
objects or excessive cerumen (i.e., ear wax) in the ear canal (Figure l-7), 
b~dup in the middle ear preven~g malleable movement of the ossicular 
chain (Figure I-7), stenosis (i.e., stiffness) or discontinuity (i-e., separation) 
of the ossicular chain (Figure l-7), and certain cra~ofaci~ m~o~ations. 
n all these cases, sound is not heard because it does not reach the intact 

inner ear (Figure l-7). 
A conductive hearing loss is diagnosed if the a~~olo~t is able to stimu- 

late the inner ear directly by bone conduction via the skull or temporal bone 
(Figure l-7). If bone conduction thresholds are within normal limits while 
air ~ndu~~on ~eshol~ indicate reduced head, then a inductive loss is 

sed (see Figure 2-Z). Most ~nduc~ve hearing losses are ~o~e~~ble 
medical treatment or surgery (bodes & Rowns, 1991). 
rineural hearing loss occurs when either the cochlea (Figure l-7) or 

cranial nerve VIII (Figure l-7) does not function properly. It is difficult to 
rentiate between a sensory loss, which is caused by cochlear damage, 
eural loss, which is caused by damage to the nerve. Therefore, these 

two types of hearing loss are typically discussed together as one type, described 
as sensor&neural (Northern & Downs, 1991). 

An audiologist determines that a hearing loss is sensori-neural as opposed 
to conductive if an audiogram shows that the sound reaches the cochlea, 
through the outer and middle ear, but is not sent to the brain for process- 

, because either the cochlea or cranial nerve VIII is damaged. This situ- 
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Sample conductive hearing loss as shown on an audio 
on is reduced; bone conduction is near normal. 

ation is determined to be the case if an audiogram shows that the air and 
bone conduction thresholds are reduced but at nearly the same level (see 
Fi 2-3). 

~so~~~eur~ hearing loss may be the result of a number of 
factors. ~e~bohc disease, baoterial or viral i~~~on causing high 
mosom~ disorders, and familial inheritance are a few etiologies. Sensori- 

hearing loss is nearly always irreversible (Northern & Downs, 1991). 
ixed hearing loss occurs,when conductive and sensor&neural hearin 

losses are both present in the same ~~~d~~. That is, the air inductor 
way is blocked by any of the obst~c~ons men~one~ and either the ~~~~a 
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Sample sensorineural hearing loss as shown on an ~u~o~arn. 

conduction are reduced. 

or the auditory nerve is also damaged. A mixed he~n~ loss is diagnosed by 
an audiologist ifan audio m indicates that neither air conduction nor bone 
conduction are within normal limits, bone conduc~on is closer to normal 
than air conduction, and a significant gap exists between air and bone con- 
duc~on thresholds (Figure 2-4). 

~~es of ~~ed ~~~~~~. Hearing loss may be the result of a number of 
factors. Five common etiologies are discussed in this chapter. They are otitis 
rne~~ ~~~t~ factors, acquired disease, genetic disorders, and c moso- 
mal corder. 
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igure 2-4. Sample of mixed hearing loss as shown on an au~og~~rn. Air 
and bone conduction are reduced; bone conduction is closer to noes 
limits. 

Ckitis media is an inflammation of the middle ear (Figure 1-7) and is nearly 
always due to poor eustachian tube function. The consequence is fluid in the 
middle ear that prevents the normal movement of the ossicular chain (rn~e~, 
incus, and stapes) (Figure 1-7) and results in some degree of ~nd~c~v~ hear- 
ing loss (Northern & Downs, 1991). 

Otitis media is the most common childhood ilhxess and one of the most 
frequent reasons for a young child to need medical attention (Noshes 

owns, 1991). Regarding the incidence of otitis media, it has been estim 
that (1) on any given day, up to 30 percent of all coin across 
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suffer from an ear infection, (2) before the age of six, a full 90 percent of the 
children in the United States have had at least one ear infection, (3) 50 per- 
cent of the children who experience a middle ear problem in the first year of 
life experience at least six more episodes before the third birthday and (4) 
nearly 20 percent of all children who suffer with ear infections require surgery 
to correct the condition (~~df~t & Carney, 1987). 

During an episode of otitis media, a child is likely to experience a hearing 
reduction of 20 to 30 dB in the affected ear (Fria, Cantekin, & Eichler, 1985). 

ence, it is apparent that an inconsistent conductive rn~d-to-moderate hear- 
ing loss may be an etiologieal factor for children who have a history of chronic 
otitis media concomitant to language disorder, although some researchers 
disagree, there is data to suggest that recurring episodes of otitis media 
may have a potentially detrimental effect on speech and language develop- 
ment [Merry&, 19861.) If this deleterious effect does indeed occur, it is prob- 
ably because of the confusions caused by inconsistencies in the hn~~s~c 
info~a~on that the child receives as a resnlt of fluctuations in hearing sen- 
sitivity. 

The most common of the prenatal diseases that is apt to cause seve 
profound hearing loss is maternal rubella, a condition that is also poten 

ult in visual handicap as well as ment~ retardation (Gerber, 1991). 
syphilis is a less common disease which, if it does not result in death 

t, is likely to result in sensori-neural hearing loss, mental retarda- 
s, psychosis, skeletal anomalies, and abnormal teeth (Gerber, 
ntly, these diseases interfere with the embryonic and fetal de- 
the ear, as well as other structures. 

ngitis, particularly the &~Zococcus ~~~~~~~ type, is an acquired 
that is likely to result in severe-to-profound hearing loss. In years 

past, measles and mumps were also common etiological factors causing hear- 
ing loss in ~hil~ood. However, most children are now vaccinated against 
measles and mumps, thus ~~rn~g their potentially damaging effects (Ger- 
ber, 1991). Theoretically, any disease that results in an excessively high fever 
for an extended period of time places a child at risk for hearing sensitivity re- 
duction and a number of other potentially h~~~apping conditions (North- 
em & Downs, 1991). 

Certain disorders of genetic origin may result in severe or profound hear- 
ing loss (Gerber, 1991). VVlnen we say that a condition is of genetic origin, we 
mean that the condition is inherited, The condition is transmitted through the 
invades gene structure, and it may or may not appear congenitally (at birth). 
Severe or profound hearing loss can be inherited by either recessive or dom- 
inant factors. 

It has been estimated that there are 5 to 10 gene locations for recessive hear- 
ing red~c~on. For the condition to be inherited recessively, both parents must 
carry the ~eee$s~ve gene. If both carry and pass along the concealed trait at 
~fferent gene locations, there is a 25 percent chance that hearing reduction 

occur in an offspring. If both parents carry and pass along the trait at the 



ne location, then there is a 100 percent chance that each offsprin 
rit reduced hearing sensitivity (Carrel, 1977). With recessive hearin 

r~duc~on, it is not necessary for either parent to have reduced hearing in order 
for the child to inherit the con~~on~.but both parents must carry the con- 
cealed recessive trait. 

When reduced hearing is inherited by a dominant gene 
essary for at least one parent to have reduced hearing in o 
inherit the condition. Dominant hearing reduction is inherited directly. If only 
one parent has the trait, and it is the result of one do~n~t gene, there is a 
50 percent chance that a child will belt reduced hearing Semitism If one 
parent has reduced hearing due to two dominant genes, there is a IO0 per- 
cent chance that the offspring will inherit the trait, regardless of the condi- 

the other parent. If both parents have reduced hearing due to each 
one gene for dominant hearing loss, there is a 75 percent chance of 
ing offspring with reduced hearing sensibly 

~sh~r’s ~~orne is an example of hermits de~ess. In~~du~ who have 
it have both reduced hearing sensitivity and retinitis pi~eutosa, a droves- 
sively degenerative condition of the eyes that leads to reduced visual field and 
blindness. The condition can be devastating because the person who has it faces 
a future of profound sensory deprivation. Counseling support services are crit- 
ical to the successfd m~agement of individuals with Usher ~drome. 

Some chromosome disorders may also result in reduced he~ng sensitiv- 
ity. In both Trisomy 13 (Patau syndrome) and Trisomy I8 (Edwards s~~ome), 
which were briefly addressed in the section on cognitive limitations, reduced 

a probable consequence, along with mental retardation and brief 
ancy. C%ildren with both types of chromosome disorders often are 
uncapped and do not survive. If they do survive, commu~cation 

m~a~ement is a com~hcat~d venture. 
Individuals with Turner syndrome often present with conductive, sensori- 

neural, or mixed hearing loss. Turner syndrome (also called 45X0) is a rela- 
tively common syndrome in which chromosomal analysis shows that the 
~~~du~ has only a single X sex chromosome and lacks the second sex 
mosome (X or U), which gener~y dete~ines the gender of the person 
ple with Turner syndrome are ~~~ female (as d~t~~~ed by the absence 
of a ‘II chromosome), and they are described as having reduced angle of the 
elbow, webbing of the neck, short stature, and sexual infantilism. seduced 
hearing sensitivity is common, Intelligence is within normal limits, edition- 
ally, patients are at risk for recurrent 

hen reduced he~g occurs set 
nosis and intervention are critical, Turner syn 
normal verbal and intellectual abilities, so they are likely to benefit from am- 
~~~ca~on and training (Gerber, IQOl), Those who suffer from recurrent oti- 
tis media are also likely to benefit from medical inte~en~on. 

nefelter ~drome ( ) is another disorder of chr~mQsome nu 
that can result in reduced hearing sensitivity (Gerber, 1991). In 
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syndrome, the individual% chromosomal pattern include one Y 
some and multiple X sex chromosomes. Patients with the disor- 

der are always male (as determined by the presence of the Y chromosome). 
They typically have progressive mental retardation, abo 
pro~essive hearing loss, and as many as 75 percent have 

to benefit from speech-gage Stevenson. 
the exact nature of the language dis- 

order, phonolo~c~ disorder, and hearing sensitivity level. 

Auditory Dysfunction. Central auditory d~~n~on is a type of 
an~to~ input that is not necessarily characterized by a reduction in 

earing sensitivity but instead by decreased ability to perceive and process au- 
ditory isolation. Under these circumstances, although spoken language 
may be heard, it is notepad or ~teTreted accurately, This phenome- 
non is believed to be the result either of a breakdown at the level of the cen- 
tral nervous system (Northern & Downs, 1991), or of interference with the 
brain% ability to process auditory i~o~a~o~ (Boone & Plante, 1993). 

One should always suspect central auditory dysfunction if a child behaves 
as ifbearing is reduced yet has a normal audiogram. Furtherp as witb any child 
for whom reduced hearing is suspected, always refer the child to an audiolo- 
gist or ear, nose, and throat spe&ist for in-depth testing and a diagnosis. 

Au~to~-pressing problems are often associated with language acquisi- 
tion scares. For example, a child with a central an~to~-p~ss~~ prob- 

adoring to normal e~ecta~o~s for the 
xperience a sudden loss of language after that 
first manifest themselves in spoken-language 

reception. The child may begin to behave as if spoken l~~age is not even 
heard, and subsequently, the development of expressive l~~age begins to 
fLlter. Even~~y the condition leads to disturbed receptive and expressive 
locale development as well as long-term academic ~fflc~~es. The sud- 
den change in performance is generally confined to langnage development, 
learnt motor and cognitive domains relatively intact (Boone & Plante, 1%23), 

enough associated with l~~age-leak problems, it is not reasonable 
assume that central 
sorder. Some resear 

at central auditory dysfunction is the causal factor when 
associated with language disorder, as normal language acquisition depends 
on normal au~to~-process~g skill (Elliot, Hammer, & School, 1989). Still 
others have shown evidence that central au~to~-processor disorder may 
oocur in the absence of any functional disorder of language acq~si~on (Lud- 
low, busy, Bassich, & Brown, 1983), casting doubt on the existence of any 
rela~ons~p at all. Therefore, the evidence does not point clearly to prob- 
lems with oentral auditory processing as a cause of l~~age disorders, al- 



though the two fiquently occur concomitantly. Further, 
tral auditory proces&ng disorder remains undetermined. 

the 

otor skiIk3 deficits are 

necessary for typical lan~age acquisition, the limitations imposed by the 
motor skills deficit may ~~re~~y have an adverse effect on the ac~u~i~on of 
ill aspects of language. 

Further, motor skills deficits result particularly fro 
Cal involvement. Therefore, they are frequen 
ne~rolo~c~ disorders associated with the 

rological disorders that may appear conco~- 
mental re~~~on~ behavioral corder, and 
or a ~eha~or~ disorder a~rn~~y 

indirect ~rnita~~~s imposed by th 
are complicated by the skews of ~o~cide~t~ lounge disorder. 

ltvo motor skills deficits are addressed in this are develop- 
mental ap of speech and the development l 

to fmd the desired ~rn~ma~on 

groping for volitional, nonspeech, 
d groping when attempting to irate 

oulty with mul~llabic words than with monosyllabic words. 
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Unlike apraxia of speech in adults, the exact cause of DAS is not clear and 
a precise site of neurolo~c~ lesion is not typically identifiable. Patients may 
show “soft” signs indicating subtle neurological involvement. Soft sigus in- 
clude difficulty with fine motor skills or coordination. However, formal labo- 
ratory tests, such as compute~zed tomo~aphy (CT) scans, fail to reveal 
localized cortical lesions (Darley et al,, 1975). 

~u~sti~y, receptive skills are often normal while expressive language 
abilities are seriously delayed. Some children with DAS are uninte~~ble or 
even unable to speak. We may not assume that expressive language difficul- 
ties are secondary to the motor-programming limitations because in cases in 
which DAS begins to resolve in affected children, a concomit~t expressive 
language disorder is sometimes identified (Air et al., 1989). 

Evidence suggests that the apparent neurological breakdown that causes 
difficulties with selecting and sequencing phonemes may also cause ~~cul- 
ties with selecting and.s~quencing morphological and syntactic units as well. 
Some language ~turb~ces accompanied by DAS are subtle and, in fact, do 
not emerge until the later elementary school years (Aram & Glasson, 1979). 
F’urther, the incidence of learning disabilities may be somewhat higher than 
average among c~dren with DAS (Yoss & Darley, 1974). 

Dvs ~~esta~on of a dovelopment~ d~a~h~a 
is one of the p~rna~ speech o~~acte~~cs of children with cerebral palsy, a 
pop~~on that frequently displays a number of coexisting motor, inte~ec~~, 
and language difficulties as well. Here we concern ourselves only with the 
dysarthric aspect of cerebral palsy, in keeping with the topic of this section. 
Intellectual and language ~cul~es resulting from brain injury are discussed 
elsewhere in the chapter. 

The dysarthrias are a heterogeneous group of communication disorders. 
They generally result in difficulties with coordinating and performing acts of 
respiration, phonation, ~cula~on, resonance, and prosody. The severity and 
exact nature of the s~ptom complex depends on the location and extent of 
lesion. Individuals may experience difficulties so serious that they are unable 
to speak, or they may have a mild disorder with only a few insi~~c~t dif- 
ferences in speech production. Three types of dysarthria are typically seen in 
children with cerebral palsy. They are dysarthrias of the spastic, athetoid, and 
ataxic types (Hegde, 1991). 

S~~~~C ~S~~h~~~ Spastic dysarthria results from injury to the pyramidal 
motor pathways, which are the cortical centers of motor control. In spastic 
dysarthria, the muscles seem to be stiff and rigid, probably because muscle 
groups that normally work coopera~vely work in opposition to one another, 

As a result, the speech movements made by the person with spastic 
dysarthria are abrupt, jerky, rigid, slow, and labored. Each of these features 
is likely to have a detrimental effect on respiration for speech, voice produc- 
tion, ability to coordinate and complete articulatory movements, accom- 
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pang velopharyngeal closure for casting oral and nasal resonance, 
the production of speech tbat is proso~c~~y rne~n~ and typical of 
~e~o~‘s native language. Spastic ~ptoms are seen in appro~mately 60 per- 
cent of the children with cerebral palsy. 

Atbetosis is caused by an injury to the 
cularly the basal ganglia. The lesion is 

bral cortex but in the b~stem (Figure l-42). The basal ganglia assist the 
cortex in planning physical movements by way o and 
the impulses that are sent from the cortex to the ups. 
basal ganglia are damaged, the cortical impulses reach the muscle groups 
witbout appropriate rno~~ca~on. This results in intentional movements ac- 
~rn~~ed by involuntary movements that are slow, ~~~~, and wormlike 
in nature and occur whenever the individual with athetosis attempts to move 
a muscle group. 

Involuntary, athetoid movements interfere with speech production if cer- 
tam muscle groups are involved. Ail aspects of speech p~duc~on, including 
respiration, voice production, oral-nasal resonance, ~c~ation, and prosody, 
may be affected by the slow, writhing movements of athetosis. 

A~~~ ~s~~~~. Ataxia is the result of injury to the ~~rebe~urn (Fi~re 
l-42), which is the neurological organ that assists in balancing and coordi- 
nating the movements of all muscle groups. When the cerebellum is damaged, 
muscle coordination is impaired. Generally with ataxia, the person’s move- 
ments are clump, awkward, and untreated. Further, muscle we ess 
may be a symptom of at&a. 

Ah muscle groups responsible for coordinating speech production are po- 
tentially involved. Therefore, awkwardness may be noted in the movements 
required for respiration, phonation, oral-nasal resonance, articulation, and 
prosodic variation. 

ent Social Relations 

Language is a social phenomena, and it develops naturally in the context of 
social relations. Young children learn to use language for a number of social 
reasons. For example, language is a method for successfully communicating 
one’s needs and desires to those who are able to sat-k+ them. Language is 
also a means for sharing ideas and learning the ideas of others, and can be 
used in initiating and developing social relationships. Further, language is 
one vehicle by which we learn to underst~d the people, things, and events 
that we encounter in the world around us. 

Within the first year of life, most children begin to interface language stim- 
ulation and language learning with social events, and thus they discover how 
handy language is for a~ornp~~ng a variety of social and ~mrn~ca~ve 
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purposes. Few individuals appear to miss the important connection between 
language and human relations. Children with elective mutism and autism are 
two examples of those who do. 

A child is considered to be electively mute if he or she 
is capable of speaking and yet consistently chooses not to speak in at least one 
frequency encountered social situation. The disorder usually begins between 
the ages of three and five years (Shvartzman et al., 1QQO). The electively mute 
child is not the shy child who hides behind his or her mother when intro- 
dueed to new people or is reluctant to talk when encount~~g unfamiliar sit- 
uations. This is the child who can, but consistently does not, talk whenever 
encountering a particular situation, regardless of the level of comfort and fa- 
miliarity with the people and surroundings associated with the context. 

Some electively mute children have only one situation that that causes them 
to man.%est vohmtary silence, such as home or school. However, others choose to 
remain silent the majority of the time, electing to speak only on rare occasions. 

Such children may view silence as the most effective means for accom- 
posing a number of communication objectives. For some reason, the child 
may have learned that a need or desire is more apt to be met (even to excess) 
if caretakers are uncertain about its exact nature. For that reason, it may be 
to the child’s perceived advantage to communicate only the fact that a need 
exists and to do this through ti nonverbal strategy (e.g., crying, whining, throw- 
ing toys, standing near an item that contains many options for the caretaker 
to choose, such as the refrigerator or an out-of-reach toy shelf). By so doing, 
the child prompts the caretaker to try to guess the need or desire and to ofTkr 
a number of options, some of which are far beyond the ~me~ate need. 

For example, if a child wants ice cream and indicates to the caretaker by 
means of crying and gesturing that a need exists, the sensitive caretaker is likely 
to make every attempt to identify the cause of crying. If the child does not di- 
rectly request the ice cream, by the time the crying is discontinued he or she 
may have successfully accumulated a number of tasty treats, such as cookies, 
candy> Fopsicles, and the like, in addition to the ice cream. This nonverbal 
routine may be found to be an especially effective method for a number of 
indulgences, including the appropriation of &e&ion, activities, and toys and 
the satisfaction of needs and desires. 

However, the motivation behind this pattern is not readily apparent. It may 
be that the child begins to use this nonverbal routine because language abil- 
ities are so low that it is the only viable commu~cation option. Some may 
begin to use the nonverbal routine because they are embarrassed by a coex- 
isting langauge difference or communication disorder. Traumatic experiences 
precipitate the disorder in a number of children, while a few may use the 
routine because, although they are able to speak clearly, they seem to prefer 
the outcome of the guessing game oreated by their silence. 

Regarding language dimensions, elective mutism appears to be a disorder 
of language use that is either the result of, or has a signi&ant impact on, gen- 
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e ed vacuities with language content and form. The language use 
pect of the disorder is readily apparent because the &Id chooses not to use 
spoken language for either communication or social. jinteraction. The degree 
to which the other dimensions are affected may be masked by the disorder 
itself. Moreover, the effect may be the result of lack of practice with spoken 
communication or may be attributable to some condition unrelated to the 
elective mutism. 

Coexisting communication disorders are common with electively mute chil- 
dren, indicating that when the behavior is first initiated it may be an attempt 
to bide inadequate communication skills or an attempt to fmd some method 
for successful communication. However, when elective mutism becomes a 
habit, this may be because experience proves to the child that silence is more 
effective than spoken ~ornrnu~~atio~. 

e When a child has autism, one should expect to observe si~~c~t 
impairments in reciprocal social interaction affe&ng both verbal and non- 
verbal communication (Ruter, 1983). The autistic child can be identified by 
four cardinal features. They are: (I) severe language comprehension deficit, 
(2) a notabie preference for being alone, (3) stereotypic& behaviors (e. 
floppy, rocking, spinning), and (4) remarkable ability in one area that does 
not coincide with overall ability or achievement (e.g., unusual command of 
mathematics, puzzles, memory, or visual-motor skills). 

The communication impairment of autism is not an impairment of spoken- 
language production but an impairment in the social aspects of communica- 
tion. In fact, autistic children do not generally use speech and language for 
the purpose of communication, Instead, autistic utterances have been de- 
scribed as ‘“self-sufficient,” “semantically and conversationally valueless,” and 
consisting of “grossly distorted memory exercises” (finer, 1943). 

No definite cause of autism has been determined (Fay & Schuler, 1980). 
Many years ago, it was believed and taught that autism was caused by parents 
who neglected to provide a caring, ~omm~cative environment for their child 
(bier & Eise~b~~, 1955). Since that time, however, the “social depriva- 
tion” theory has lost credence and a number of alternative explanations have 
been suggested (Boone & Plante, 1993). 

A series of studies provide sufficient indication of a probable neurological 
explanation for autism. A relatively clear pattern of abnormal brain develop- 
ment is apparent in autistic individuals (Browu, 19’78; Courchesne, Yeung- 
Courchnese, Press, Hessehnk, & Jernigan, 1988; Bimland, 1964). Further, 
the high incidence of autism among children with fra X (discussed previously 
in this chapter) may indicate a genetic etiology (WolfSchein et al., 31987). 

Even though the cause of autism is probably neurological or genetic, and 
not social, the symptoms of autism continue to implicate a pattern of abnor- 
mal social development. For example, with regard-to attention paid to social 
stimuli, children with autism are delayed or abnormal (Dawson & Dewy, 1989). 
Social eyegaze is atypical (Lawson, Hi& Spencer, Galpert, & Watson, 199C& 
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motor imitation is delayed or aberrant (Curcio, 1978), the ability to establish 
and maintain joint attention is delayed or abnormal (Wetherby & Prutting, 

is orbed (Damon et al., 
display normal or superior skills 
to language learning (Klinger & 

tan concept of object perma- 
nenoe (Dawson & Adams, 1984) and of early categorization skills (Ungerer & 
Si~an, 1987). This pattern indicates that the neurogenic problem of autism 
that generally leads to language impairment is a problem with the language of 
human interaction and not a predicament with language in general. 

With regard to language development, autistic children acqnire langnage 
later and &uch more slowly than their peers. Initially, hearing loss may be sus- 

cted because autistic chiklren may not respond to speech and hnman voices. 
r, hearing loss usually is ruled out early in the diagnostic process as 

c children generally respond to mechanical and other nonverbal sounds, 
Once eqressive language development begins, all dimensions of language 

and the way in which they interrelate are affected by autism, dosage form, 
content, and use are all disrupted. The three dimensions do not interact well, 
and a separation exists between form, content, and use, 

Regarding language form, telegraphic speech is common, witb omissions 
off~~on words and grammatical morphemes. Word order may also be some- 
what irregnlar (Hegde, 1991). Regarding langnage content, words referring 
to objects are learned more frequently than words referring to people, words 
expressing emotion are extremely ant to learn, and the me~gs ofwords 
may only be understood and used in a limited number of contexts. Pronoun 
reversal is also common with autistic children (Hegde, 1991), such that I, me, 
“tyt and mine are confused with ZJXJ, ~OZN, and yours. Regarding language 
use, words are not necessarily used for the purpose of ~rnrn~ica~on or so- 
cial exchange (Hegde, 1991). Instead, one may hear an autistic child talking 
to him- or herself. Sea-absorbed re~ita~ons and wordplay are some typical 
autistic language activities. 

age form, content, and use do not interact well for autistic children. 
dented by the contradictions that exist between the meaning of the 

message, the way in which the message is delivered, and the form that is used 
to carry the message. In other words, the ideas expressed are often inconsis- 
tent with actions, and comments are often inconsistent with the context or 
si~a~o~. The example of poor ~mension~ intem~tion at the be~nn~g of 

chapter may very well have been spoken by a child with autism. Recall 
that the child said, “Don’t spank the baby. Be nice to the baby,” while at the 
same time the child was hitting a doll. 

Form, content, and use are also frequently separated for autistic language. 
This pattern is exemplified by echolaha, perseveration, repeated repetitions 
of phrases and sentences heard or used in an earlier context, and long recita- 
lions 
radio 

of 
or 

~n~uncements 
television. 

that have been heard with some regularity on the 
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The ~ro~osis for au autistic child benefiting fern ~ommu~ca~on inter- 
vention is not ~~c~~ly encourage (IBoone & Plante, lQQ3), An interven- 
tion p r~q~es that the i~o~cm~~ behaviors of the child be identi~ed 
and addressed, with periodic re-evaluations to determine whether ~n~nued 
sealant is evilly justSed by the benefits to the client. 

e mastic environments of language-disordered children 
are bob si~~c~tly different from the environments of their peers, there is 
little evidence to support the supposition that language disorders may be 
caused by en~onm~nt~ derivation (Labey, 1988). However, for certain chil- 

officio with locale acquisition may result from reduced or abnor- 
n~stic input, lack of proper reinforcement for communicati 

and ~~c~~es with the affective relationship established between 
and burns caretaker. 

Extreme cases of social deprivation have been described (e.g., Itard 
boy), and they demons~at~ that in the absence of social and en~ronm 
opposites, l~~a~~ learning, bong other things, will suffer. Since com- 

e lack of social s~rnu~~on is a rare occurrence, such children are not ad- 
ssed s~e~ific~y in this chapter. 

Further, early inte~ention programs have been established ~rou~hout the 
nation based on the ~surn~~on that some children lack the en~ronment~ 
stim~a~on necessa~ for language learning and other ~reacad~mic skills. 
However, it may be speculated that this assumption is based on certain cul- 
tural e~ectations in the c~sroom and not on a true lack of soci~a~on or 
en~ronm~n~ s~rn~a~on in the home environment. Therefore, this group 
of children is also not discussed in this chapter. 

T* and multiple births, however, present a very practical e~mple of 1 
guage development under unusual environmental conditions (Tomase 

anle, & Kruger, lQ~6). In twins, environmental resources are compromised 
from the time of conception, and it is likely that the language problems often 
experienced by twins are the result of certain reductions in the ~~is~c op- 
pollees that are available to them. Therefore, for the purposes of this chap- 
ter, the soup that is chosen to represent those with reduced linguistic 
oppo~i~ is twins and multiple births. 

s. When two or more babies are born to the same 
age disorder is common (Day, 1932), but not 

,1986). In some cases, the difficulties with 
locale acq~si~on can be a~buted to physical cause such as brain l 

or c~ofa~i~ anomaly. However, the incidence of physical cause does 
account for the incident of disorder in this special p 
a number of unique environm rs common to multiple b 
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at least partial credit (Bornstein & Ruddy, 1984). For ex- 
s begin to share their en~~umen~ resources even pre- 

natally, such that two-thirds of monozygotic (i.e., identical) twins even share 
the same placenta. This pattern of sharing ail resources with a same-age sib- 
ling continues throughout cbildbood for most nonsmgleton children. 

A few perinatal experiences present nonsingleton children with medical haz- 
ards not usually faced by singleton children, Perinatally, more nons~gletons 
present with breech delivery than do singletons, and all but the first-born face 
a ater risk at delivery because of having to wait in line to exit the womb. In 
rn~~ple births, birth tends to take place asker a shorter gestation period and 
theb 
ford, 

weigh in at a lower birth weight than do their singleton peers (Mog- 
)* The resulting increased perinatal medical risks lead to increased 

risks for pos~at~ health problems, development ~~~~es, and ~rnrn~- 
cation disorders. Then, the neonatal period is often rife with medical and 
heath concerns. However, more no~in~eton children experience difficulty 
with language development than can be explained by the physical risk factors. 

Beyond the neonatal period, a pattern of environmental factors typically 
develops (Tomasello et al., 1986), and is suspect as a potential cause for lan- 
bake disorder in rn~~ple births. Although prenatal and pe~na~ risks may 
pose a threat to the child’s life and overall development, it may be that once 
a child is out of physical danger it is the postnatal risks that most threaten lan- 
guage development (Lytton, 1980). 

For example, a minor environmental concern may be that the simultane- 
ous arrival of more than one child subs~~~y increases the family size rather 
quickly and ~erefore is likely to strain the financial resources av~able to the 
family for child rearing. This may place the children at a disadvantage for so- 
cial and educational opportunity (Mo~ord, 1988). 

of greater concern is the possibility of reduced o~po~~ties for verbal 
communicative interaction with adults as a result of two interacting gable 

ogGord, 1988). First, the coexistence of more than one in&m in the family 
creates a social situation in which the children become dependent on each 
other and develop a very close sibling relations~p (Biale, 1989). They com- 
rn~cat~ with one another, play with one another, and simulate one another, 
reducing the need for adult ~rnrn~~~on and social interaction. 

Second, the adult caretaker has a group of babies to tend and no more time 
or energy than mothers of singleton infants (Bible, 1989). For that reason, 
maternal bonding may sufSer (Ahem, 1990) and adult time and attention may 
be somewhat compromised (Mogford, 1988). This is likely to explain why it 
has been found that the mothers of twins are more apt to speak to their chil- 
dren in directives as opposed to comments and questions, a communication 
style that is associated with slower linguistic development (Tomaseho et al., 
1986). Further, it may explain why mothers of twins give fewer replies that 
serve to encourage the child’s conversational topic as compared to mothers 
of singleton children (Tom~e~o et al., 1986). 
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guage for the benefit of the child (facilitating language content-form). In 
contrast, the triad (and broad, etc.) does not lend itself so easily to this pat- 
tern of crags s~rn~~o~ and, therefore, the caretaker% language facilita- 
tion o~po~~ti~s may be somewhat improved. 

For example, one can only speak directly to one person at a time, so 
riences with communication directed at the individual child may be 
~ro~mately in half for twins, and even more drastic 
of children. Further, unless two or more children are 
same thing, one is able to talk directly about what holds the child’s interest to 
only one child at a time. Again, at a rate approximately propo~onate to the 
number of children, this state of affairs decreases the amount of experience 

to interfere with normal language development. 
Byway of disagreement with the suppo~~on of cryptophasia, it appears that 

a number of the ne s (unique 3vordsW) that twins generate are ono- 
matopoeically, pho ally, or sern~~c~y motivated, That 
either sound like the object being named, represent pe~~t~nc 
logical pattern, or describe the concept without actually rising 
word form. For example, a set of twins was observed to consistently repre- 
sent the word “horse* by saying “[iha],” “water” by ~te~a~~ “[ 3,” 
and ~‘~~~e’~ by producing a low~~e~~ency bilabial ~pbe~ all 

ples of onomatopoeic~y motivated neologisms. 
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Since many singleton children also create neologisms that are ono- 
matopoe~c~y, phonolo~c~ly, or seman~c~y mo~vat~d, it: is licit to es- 
tablish the use of c~toph~ia based on neolo~s~c produc~ou alone. 
~eo~o~srns are used by many young children, and they do not necessarily in- 
dicate the use of a private language. As an example of one singleton child, in 
her second and third years, my daughter remarked that she had “a schnoozer” 
(onomatopoeic) whenever she needed to blow her nose, &vays said “[krpatJJ” 
for “catsup” (~houolo~c~ metathesis), and cons~ten~y referred to any time 
that had already passed as ‘jresterschmorning” (semantic). She also made up 
names for pretend foods (e.g., “bigeetahs” and “pickabnses”) and unfamiliar 
concepts (e.g., “chiff” for “beanY). 

In further dispute of the theory of c~toph~~, personal experience has been 
that when twins are said to use cryptophasia when conversing with one another, 
the phenomenon Ihat parents ident+ as such is the combining of long strings 
of u~nte~~ble syllables when the twins are socially engaged with each other. 

e twins observed have been %year-olds who, ifusing their parent’s language, 
would presumably have created sentences of maybe five to eight morphemes. 
It is unlikely that these children, who have had no exposure to a linguistic model 
demo~trating their private l~~age, are able to create and use a linguistic 
system that is more comphcated than the one used by their same-age peers 
who pattern their sentences after the language of their parents. A more likely 
conjecture is that for this population, a social form of variegated babbling per- 
sists beyond the middle of the second year. If, in fact, twin l~~age does occur, 
it may intefiere with the development of the stead stage, but so f=, the 
evidence has not emerged to either de~tiv~ly support or disprove the theory. 
Therefore, further research on the topic is needed. 

Reduced intelligence has also been reported by those who have studied 
twins. If verified, this could possibly be considered as a ~onen~ronrn~nt~ fac- 
tor ~on~buting lo language disorder. However, since verbal ~te~~ence scores 
are low for twins while performance scores are not, it is probable that the re- 
duced intelligence scores are an artifact of reduced language performance and 
not due to some cognitive apron commonly present in the group. Reduced 
inte~gence is not a reasonable e~~a~ou for l~~age delay in twins (Zazzo, 
1978). Reduced experience with dyadic interchange and compromised di- 
rect maternal attention are factors that are more likely to explain the devel- 
opmental lags in both the language and cognitive domains (Bornstein & Ruddy, 
1984). 

This chapter identifies the domain of language disorders with regard to a num- 
ber of specific populations that typically experience difficulty with the acqui- 
sition of spoken language. Etiological factors, general syrnptoms, l~~age 
~~torns, and impact on development of the l~~age dimensions are in- 
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eluded. In the two chapters that immediately follow, yen will read abont some 
general techniques that can be used to assess and treat the 1 
bordered in~~du~ encountered by professions pmc~c~~ in the main- 
stream of the field of sp~~h-l~~a~e pathology. 
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2 

1. Defme the term Za~g~age dim&x=. 
2. Describe the relationship between the following terms. What assump- 

tion(s) can be made about each? 
a. crags delay 
b. crags disability 
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c. language irn~~~e~t 
d. deviant language 
e. specific locale ~a~~~ 
f. specih hnguag~ im~~ent 

3. Describe each of the following disorder patterns, giving examples of 
a. late or slow development of all three language dimensions 
b. ~~pted language content 
c. basted language form 
d. ~s~pted interaction between form and content 
e. ~s~pted language use 
f. ~s~pted interaction between content, form, and use 
g* separation of content, form, and use 

4, Define e~hol~a and perseveration. Give examples of each. 
5. men there is a disparity between Ianguage production and language co 

prehe~ion ability, what is the typical relationship between the two an 
why is this paces likely to occur? 

6. Define each of the following and describe its potential impact on adage 
development. 
a. cognitive limitation 
b, sensory input reduction 
c!. motor skills deficit 
d. deficient social relations 
e. lack of hn~~c opposes in the environment 

7. What impact does mental ret~dation have on language ac~~si~on? 
8. D~eren~ate between mental ret~da~on caused by each of the fo~ow- 

ing. 
a, brain injury 
b. ~~omosom~ disorder 
e. genetic disorder 

9. Di~eren~ate between the way in which each of the fo~o~~ occurs. 
chromosome disorder 

t. genetic disorder 
10. Give some examples of toxic chemicals that lead to brain injury. 
11. Describe each of the fo~o~ng according to cause, symptoms, and speech- 

language ~h~~te~s~cs. 
a. Fetal alcohol syndrome 
b. petal ~~hol effect 
6, Trisomy 23. 
d. C1-t &J ~~~ syndrome 
e, Fragile X syndrome 
Define learning cabal 

ow does abet to iden~ handicapping conditions in general impact 
our ability to accurately diagnose a learning disability? 

14. Compare and contrast le~ng disability and specific htngu impair- 
ment. 
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15, How should our knowledge of the relationship between learning disabil- 
ity and specific language imp~ent impact our reagent of preschool- 
age children with a language disorder? 

16, What symptoms in language disorder may indicate that a preschool-age 
child is at risk for learning disability? 

17. what the lauguage symptoms of acquired childhood aphasia? How do 
they relate to Stevenson? 

18. What factors should influence prognostic decisions regarding a child with 
acquired childhood aphasia? 

IQ. What are the symptoms of attention deficit disordef? Include l~~age 
symptoms in your answer. 

20. Define hearing loss. 
21. Explain why the terms ~a~~g Zoss and reduced ~a~~~ are preferred 

over ~a~~g irnpainmmt and hearing hfect. 
22. Differentiate between the four levels of hearing reduction according to 

criteria for amount of reduced sensitivity, impact on perception and com- 
pr~he~ion of spoken language, and impact on produc~on of spoken lan- 
PatTee 

23. Differentiate between prelingual and adventitious hearing reduction ac- 
cording to the effect on spoken language acquisition. 

l How ant an insistent reduction in hearing sensitivity impact spoken- 
language acq~si~on? 

. What is the speech-large pathologist’s concern with the pattern of an 
audiogram? 

26. Explain the phenomena of conductive hearing loss, sensori-neural hear- 
ing loss, and mixed hearing loss according to etiology, diagnosis, and clin- 
ical imputations. 

27, How is central auditory dysfunction different from reduced hearing sen- 
sitivity? 

28. Describe the association between central auditory d~~n~on and lan- 
guage disorder. 

29. Describe how each of the following may cause reduced hearing sensitiv- 
ity. 

otitis media 
h prenatal factors 
C. acquired diseases 
d. genetic disorders 
e. chromosomaI disorders 

30. Describe the direct and indirect impacts that a motor skill deficit may 
have on langnage acquisition 

31. What are the characteristics of developments apraxia of speech? 
32, How is developmental apraxia of speech different from apraxia of speech 

in adults? 
34. In a general way, describe each of the developments dysarthrias. More 

sp~~i~c~y, how is spoken language affected by each? 
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35. ~~ereu~ate between spastic, athetoid, and ataxic dys as actor 
to the fo~o~ng variables. 

site of lesion 
b”. ~~torns 

36. Now are social relations related to the process of language ac~~si~on? 
37. Define elective mu~sm. 
38. What are some of the common behaviors that ~tin~is~ the electively 

mute child from other children? What may be the ~~l~a~o~ for this 
communication ~a~~~? 

39, Wow does elective mutism effect the three ~mensious of l~~ag~? 
40. What is au~m? 
41. M&at is the probable cause of autism3 
42. ~~sc~be the s~~toms ~so~~ated with autism. 
43. How does autism affect the three ~me~ions of images 
44. Describe some of the unusual e~~onment~ conditions expe 

twins and other rn~~~le births, beginning with the arenas 
and including perinatal and postnatal factors. 

45. Explain c~to~h~ia and how it may impact lan~age ac~uisi~on. Ex- 
plain the reasons for concern as to whether this phenomenon actually 
occurs. 

46. Twins, as a up, have reduced language and cognitive ab~i~es. Explain. 
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PART II-I~~ODU~O~ TO CLINICAL P~OC~DU~S 

an individual who plans to build a career in the field of speech-adage 
~a~olo~, you may anticipate spending many hours of your professional life 
conducing ~sessm~n~, so it is irn~~~t that you take pride in the process 
of successUly evaluating the ~mmunica~on needs of the clients you serve. 
Further, the competence that you bring to the assessment process impacts the 
success of the intervention programs that you recommend and admi~ster. 
This is because the assessment results become the foundation for all clinical 
services delivered to individual clients aud inte~ention requires continual 
assessment of progress and performance. 

Language assessment is a clinical service. Therefore, comments on language 
assessment are preceded by some general guidelines for clinical practice. 

Basic guidelines for clinical practice include adherence to the Ame~can 
Speech Language-Hearing Association (ASHA) Code of Ethics, the ASHA 
Certificate of Clinical Competence (CCC) as the mi~mum credential for in- 
dependent service delivery (as well as state lieensure in most states), and the 
client’s right to ~~d~n~~ in the cliuical relations~p. These topics are 
addressed below. 

a student who provides clmical services under the direct supervision of a 
ed speech-language pathologist, you and your supervisor are ethically 

obliged to know and abide by the ASHA Code of Ethics. (The code is pub- 
lished annually in the March issue of ASHA magazine.) The responsibility to 
know aud abide the code applies to all individuals who practice speech- 
1 or au~olo~ in the United States. 

ode of Ethics is pe~o~c~y revised, you are further oblig- 
ated to alter your professional behavior in order to comply with all changes 
as they occur throughout the years, Now, if you are a member of the National 
Student Speech-L~~age-Hea~n~ Association (~SSLHA) (and later, as a 
certified member of ASHA) you will be eligible to receive the necessary AS 
pub~ca~ons so that any chauges in expectations for professions conduct are 
readily accessible to you and your colleagues. 

The consequences for failure to follow ASHAs Code of Ethics are serious. 
You and your colleagues are accountable to report any suspected violations to 
the Ethical Practices Board of ASHA. The board is under obligation to in- 
vestigate all complaints and remove the CCC from those whose professions 
beha~or fails to comply with the code. 
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The CCC is necessary because it is considered by ASHA to be the any-level 
~r~den~~ for independent delivery of clinical services. Without the CCC, 
in~~du~ who practice in the fields of speech-language pa~olo~ and au- 
diology are obligated to operate under the proper supervision of a Carson 
who holds the ASHA certificate in the appropriate profession. 

In most states, a license to practice is required as well, and it is considere 
to be the ent~-level credential for independent clinical service delivery in 
the state, However, the acquisition of a state license does not negate the na- 
tional requirement for the CCC. 

ends 

In keeping with the Code of Ethics, people who seek professional help for 
~rnrn~~a~on problems have the right to expect that their ~n~~~s and your 
frn~n~s are m~ut~ned as private matters, so you must take every rne~ur~ 
to protect that right from ~e~nning to end of the process. The only circum- 
stances that call for unau~o~zed sharing of information about clients are (1) 
when the law requires disclosure of records, and (2) when sharing informa- 
tion is necessary in order to protect the welfbre of a client or the communi~ 
(These two circumst~ces rarely occur.) Otherwise, the unautho 
ing of info~a~on about clients is inexcusable. 

Simple oversights, such as a door left open and ~rn~~n~ audio e 
left on duck a parent inte~~w, an overheard conversation with a 
or fe~ow student in a serni~~~te condor, or a misplaced set of notes, may 
result in an unau~o~zed in~~du~ accessing private informa~on about a 
client. Failure to protect clients from all errors that may result in breach of 
~nfidon~~~ are likely to lead to consequences that vary in degree of sever- 
ity. At the very least, clients have reason to become angry with clinicians (and 
agencies) who carelessly allow info~ation to leak. More serious ~~~quenc~s 
include public em~arr~sm~nt, loss of reputation, legal action, loss of em- 
ployment, and investigative or disciplinary action from the Ethical Practices 
Board of ASHA. 

QN SCREENING 

apology are periodically requested to screen large num- 
order to identify those for whom a speech-language and/ 

assessment is indicated. Usually the requests come from pub 
lit and private schools that are in the process of screenin large numbers of 
cloven ~nu~y or upon re~stra~on. 
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Prep for e Screening 

In arranging for the communication screening, it is necessary to obtain writ- 
ten parental permission for the child to participate. This is done by sending 
a form letter to each child’s parents, with a pe~issio~ blank attached to the 
letter and instructions to return it before the day of the screening. You may 
soreen children only with written pension from a parent or guardian. A 
sample screening letter and permission blank are shown in Aping 3-l. 

wee rocedures 

Since the purpose of the screening is only to identi~ those children who may 
need a comprehensive assessment, and not to conduct the assessment, the 
procedures are relatively simple. Standardized tools are available (Fluharty, 
1974; Teas Department of Health, 1993). 

Usually, the screening procedure includes ~c~ation, language, and hear- 
ing ~mponents with planned observations of voice and fluency. The articu- 
lation component typically requires that the children prono~ce a short list 
of words containing phonemes that are expected to be produeed accurately 
at the age of screening. Picture or auditory stimuli may be used. 

The langnage component is often somewhat more complicated. Vicky, 
this includes (1) comprehension of oral command and sentences that are 
typically understood by children of the same age, (2) opportunity to use age- 
appropriate e~ressive language in a structured format, such as responses to 
questions, describing pictorial stimuli, and p~~ipa~ng briefly in conversa- 
tion, and (3) perhaps a brief conversational speech sample that can be used 
to make a cursory jud~ent about voice, fluency, and ~te~~b~~. 

For the hearing eminent of the screening, a qniet en~~ent is absolutely 
necessary. By using a portable audiometer, pure tones are tested across the 
speech frequencies at 20 dB of intensity (This parve is described in more 
detail in the section on hearing screenings that appears later in the chapter.) 

Children who perform according to age e~~ta~o~ are said to “pass” the 
communication screening, and no further testing is planned. Children whose 
performance is below age expectations are referred to an ASHA-certified 
speech-language pathologist for a comprehensive speech-language assessment 
or to au ASHA-reified audiologist for a complete audiological evaluation. 

Parents of Screetig Results 

soloing the screening, whether or not a complete assessment is reeom- 
mended is commu~~ated clearly to the parents in writing. Ordinarily this is 
accomplished by a form letter that specifies the areas screened, whether the 
child “passed” or “is referred,” and some suggestions for follow-up if neces- 
sary. A sample letter appears in Appendix 3-2, 



e next step for children who are referred is ~sessment. Spe 
1 ~mponent of that step is the topic of this chapter, and it w: 
in the fo~o~ng section. 

BAKE ASSESSMENT 

Parents and clients seek assistance from speech-language 
attempt to address a plethora of communication concern 
include language disorders, articulation disorders, moto 
voice disorders, disfluency, and reduced hearing sen 
sess~g each area is critical to competent service delivery and to p 
sa~fa~o~ and success. 

The scope of this chapter is Z~V&CJ to t!~ m.s 
it-8 c~~~~. Therefore, the following discussion is prim 
ciples, ses, and procedures that apply ~~~~y to 
~sessm~nt. 

ess 

The ~sessment of a chills langnage is usually 
because either behavior or an ideated condi 
nication domain requires professions atte 
preide ed condition, some nt a ingests state known to ~ten~~y 
result in langnage acqnisition s, In many cases, these children 
iden~~ed at birth as infants se include, but are not cited to, 
bies with c~iofac~ anomalies, cerebral palsy, Down syndrome (i.e., Trisomy 
21) or other chromosomal disorders, reduced hearing se~i~~~ secondary to 
prelate apron or heredity, diverse genetic con~~ons, and fetal ~~hol 
syndrome (FAS). For infants and very young children who are identified as 
being at risk, a family-centered approach (Chapter 5) is the most effective way 
to assess communication potential and should be given first ~~sidera~on 
whenever planning the assessment of any child below the age of four years. 

In addition to infants at risk, many children with commnni 
ties are identified for assessment not as a result of a predispo 
but because language does not develop as expected in the 
school-aged years. Either a traditional or family-centered app~a~h may be 
applied when assessing such children. 

Curates who are likely to benefit from the traditional, c~ent-centered 
approach are generally at least three years of age, separate well from their par- 
ents, ~~oipat~ in semistructured activities, and converse freely in 
fade, clinical environment. Only the ~~~on~, c~ent-entered me 

ntered assessment p~ciples 
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Regardless of whether the approach to assessment is ~~~on~ or family- 
centered, the speech-crags pa~olo~st becomes involved titer a parent 
becomes aware that a predisposing condition is likely to result in communi- 
cation impairment or when a parent determines that a child’s commumca- 
tion is inadequate. Therefore, a critical preliminary step to the assessment 
process is the contact made by concerned parents. Once they call attention 
to the fact that commu~ca~on is a matter of concern, we begin the proce- 
dures that lead to assessment, diagnosis, and inte~ention. 

At the time of the initial contact, the family representative (e.g., a p~ent) 
usually speaks to a clerical person whose job is to coordinate incoming re- 
quests for clinical services. This person supplies the parent with information 
about services provided at the center, fees, directions to the center, proce- 
dures for beaming eh~ble to receive services, and any ad~~on~ ~fo~a- 
tion unique to the center or requested by the parent. Further, ~~gements 
are made for the family to receive the required forms that are completed and 
returned before the assessment is scheduled. These forms typically include 
an agreement to receive services, authorization to seek and release infor- 
Macon, and case history intake form. (See Appendices 3-3 through 3-5.) 

ese forms are described in the following sections. 

ining Permissions 

Prior to providing a service to any child or adult, written permission is required. 
Fu~her, if any info~ation is sought from, or provided to, ~yone other than 
the client or legal ~~~~, written permission is required as well. The meth- 
ods that are used to obtain such permissions are the topic of this section. 

ement to eive Services. The fa parents agree to re- 
services at agency is always verified re before scheduling 

any sessions. This is necessary because it is e s~gnmg of the agreement 
that the client and parents enter into a business relations~p with the agency. 

ature on the agreement form indicates that the parents have been 
~fo~ed and uuderst~d all basic procedures and ~ide~es of the agency, 
hong with the potential benefits, risks, or obligations. By this signature, the 
ageu~y is protected against anyone’s claim of misi~o~a~on, providing that 
all agency personnel abide by the guidelines established in the a~eement. 

Therefore, all info~ation that the parents need in order to ~owledge- 
ably enroll in services appears on the agreement form. For example, if ser- 
vices are customarily provided or observed by students or if videotaping or 
au~otaping are standard procedures, the details are included in the agree- 
ment. Further, agreement to pay for services and a~end~ce guidelines are 
included if appropriate. The exact i~orma~on ~ont~ned in the agreement 
varies from agency to agency, However, the purpose of the form is to docu- 
ment tbat the parents have been told and understand the terms, benefits, 
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obligations, and potential risks (if any) of p~cipa~g in clinical se~ces at 
the agency A samph ~~e~rnen~ form can be found in Appendix 3-3. 

As mentioned, ~onfiden~~i~ is critical to all programs 
at ofher clinical services to clients. The automaton procedure is one mea- 

sure used to protect the clients’ right to receive services in a con~den~~ re- 
lationship. Many times, when serving clients a &nician needs to seek historical 
information from other professionals who have also served, or are concur- 

s the same individuals. In ad~~on, other service p 
require ~fo~a~on about clients. Formal written automaton is req~ed 
to follow through on these inquiries. 

Upon scheduling the assessment, if one anticipates that info~a~on will 
be needed from an external agency, the au~o~~on form is completed and 
signed at the onset. Additionally, whenever it becomes necessary to exchange 
information with an outside source, it is ne~ess~ to discuss this matter with 
the parents ~dve~~in~~g that they agree to each informational exchange. 

A sample authorization form is found in Appendix 3-4. The sample is a 
single form that is used to authorize both the seeking and the releasing of in- 
formation. (Some agencies use separate forms for each.) 

arations for Assessment 

Once the family notifies the center that they desire services and once 
return all completed and signed forms that are required, prep~a~ons 

The preparations include gathering initial case 
the ~sessment session, and making final 

wing History ~~o~a~o~. The case history intake 
is part sent to the client’s parents when they request ser- 

vices. Its purpose is to request identi$ing and historical isolation, and it 
must be completed and returned b an assessment. The com- 
pleted case history form is required because, if filled out 
according to inst~c~ons, it provide ation that is useful in 
det~~i~n~ the specific focus and procedures for the ~sessment. exam- 
ple of a case history intake form can be found in Appendix 3-5. 

hning the ~$~ss~~~t Session. Several steps are involved in plan- 
ning an assessment session. They include reading and studying the case his- 
tory intake form, iden~~ng assessment objectives, determining ques~ons to 
be asked during the interview, and selecting a test battery. 

bang aad St~~~~~~ the C~~~~e~ C~e-H~o~ ~~~. 
to planning an asse ment is to read and study the completed case 
the parent has fille out the forms as directed, the inform 



PART II-IN~O~U~ON TO CLINICAL P~OC~~U~S 

torical sense of the &M’s pe~o~~ce in a number of domains, ~clu~~ lan- 
speech, hearing, physical, cognitive, he&h and medical, social, fam- 
edu~tion~ development. Farther, it acquaints one with the concerns 

that caused the parents to initiate the assessment process. 
If the case history form is not Elled out according to instructions, the in- 

formation that it contains is vahrable nonetbeIess. For example, some case bis- 
tory forms arrive with illegible handwriting, numerous ~o~a~on~ gaps, 
ambiguous grammar and spelling, misused or unfamiliar medical terms, or 
any number of characteristics that interfere with one’s ability to understand 
exactly what the parent means. Although such an intake form may not pro- 
vide the exact info~a~on that one hopes to receive, it is very useful in di- 
recting interview questions and adapting language to suit the needs of the 
~te~ew info~~t. 

Further, if case history intake provides inadequate or unclear 
ing a polite phone call to the parent in order to c~~o~a~on 
visable for two purposes. Primarily you may clear up a casing issue prior 
to the ~sessment interview, and thus facilitate a smooth and percent as- 
sessment session. In addition, the call communicates to the parent that you 
are concerned about the child and interested in g accurate informa- 
tion, thereby creating an atmosphere of cooperation that persists through the 
clinical re~~o~~p. 

I~t~~~~g~s~~t ~~e~~. After reading the case history form care- 
fully, the second step is to identify objectives that are to be addressed by the 

assessment protocol. The fuu~men~ purposes of ~~ssment are 
ntify whether a ~rnmu~ca~ou 

scribe the problem and make a~prop~at 
cation problem is iden~ed, and (3) 
detected, to identify the source of concern and make appropriate recom- 
mendations. These purposes are general, as they apply to most assessments. 
However, nearly all language assessments are driven by several more specific 
objectives. The speci&c objectives seek to provide ac~mte information that 

scribing the condition and making 
sted by the second fundamental able 
as a result of the session, (1) the foun~~on for a workable re- 

~~ons~~ is es~b~hed with the client and (2) through interview and testing, 
each of the questions in Figure 3-l is addressed. In addition, even more spe- 
cific objectives may be developed in~~du~y as each ~sessment session is 
planned. These idiosyncratic objectives depend on the rn~~~o~ variables 
that characterize the presenting case history. 

~ete~~~~~g Ex& alter Questions. A third step is to determine the 
exact questions to ask during the assessment iuterview. The answers to the 
selected questions enable a very clear understanding of significant preceding 
events, why the family is seeking help, exactly how the client and faily view 
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What are the communication concerns of the parents and client? 
What are the client’s communication needs? 
In general, how does the child’s express’ka and receptive language 
compare to that of same-age peers? 
Regarding each dimension of language and the interactive relation- 
ships between the dimensions, how does this child’s expressive and 
receptive command of language compare to same-age peers? This in- 
cludes command of phonology, morphology, and syntax, expression of 
ideas, and purposeful use of contextual language. 
If speech is intelligible, are articulation errors present? If so, what are 
they and how does the child’s performance compare to that of same- 
age peers? 
If speech is not intelligible, what are the simplification patterns (phone 
logical processes) that contribute to speech-sound production difficul- 
ties and how do these patterns compare to those of same-age peers? 
Can an anatomical or physiological cause for the communication dif- 
ficulties be identified? 
Is hearing within normal limits or is an audiologicai evaluation needed? 
Do voice or fluency patterns indicate a need for further testing? 
Is further testing needed in any area other than lanugage, speech, 
and audiology? 
Is the client a candidate for intervention? If so, what objectives are 
recommended for the onset? 
If intervention is being considered, how likely is it that the child will 
benefit from it (prognosis)? 

Figure 3-I. Questions that are addressed through assessment. 

the condition, and what the family expects to gain from the assessment and 
potential intervention. 

Certain questions are asked as a matter of routine. For example, manyclin- 
icians customarily ask the family to explain exactly why they are concerned 
about the client’s communication, to describe the problem as they see it, to 
elaborate on exactly what they expect to gain from the assessment session, and 
to indicate the exact nature of the communication changes that they desire. 

These issues are important to address because the answers help coordi- 
nate assessment aotivities with the family’s purpose. For example, communi- 
oation skills of children are sometimes reported inaccurately on ease history 
intake forms. Some extreme examples include the child with seriously delayed 
language who is reported as having a mild intelligibility problem and the prag- 
matically disordered child who is reported as being d&fluent 
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den case history data is misleading, the preplanned assessment protocol 
is not apt to address the client’s actual ~ornrnu~~a~on needs. However, by 
big a few ~u~os~-o~ented questions at the time of the inte~ew, one takes 
a precaution against discovering that the assessment protocol is inappropri- 
ate ones it is in progress, or worse yet, once testing is complete. Neverthe- 
less, knowing that the protocol may change as a result of the biers to these 
questions requires that one build flexibility into the assessment protocol. 

In ad~~on to the puTose-o~ented questions, plan to ask the family to clar- 
ify and eyed on selected parts of the case history intake data. This step is 
necessary when information on the form is missing, scanty, incomplete, or 
vague, or because case history data simply calls attention to a si~atio~ re- 
quiring elaboration. The exact questions asked are different for every client 
as each presents a different history and individual styles vary for ~rnple~g 
the forms, 

~e~e~~~g the Tbt Batty. The fourth step is to select a battery of tests that 
is likely to answer pertinent questions about the client’s language pe~o~~~ 
and reported communication difficulties. In the case of a child referred for 

guage ~sessment, standardized and informal language testing, ~~~~on 
or phonolo~ testing, a he~ng scree~g, and an oral mech~sm exam are 
rn~dato~ parts of the assessment procedure. Exactly which tests are selected 
and precisely how these pr~edures are pe~o~ed depend on a num~r of 
client variables including ~hronolo~c~ age or age equivalency, attention, re- 
lated problems already identified, reported symptoms, cognitive &Us, and SO- 
cial factors. 

In addition, a few other areas may be tested or recommended for testing, 
de~en~ng on the client5 needs, They include voice, fluency, and any other 
aspects of the commu~ca~on domain identified by the case history as po- 
tential areas for concern 

In ordering the events of the assessment session, consider this su 
sequence. Begin with informal play or eonve~a~on for the purpose 

or-t. As soon as possible, initiate more structured, nonspeaking 
s (e.g., sagged test of language comprehension), and follow them 

with secured tests that require verbal responding (e.g., standardized tests 
of articulation or phonology and of language expression}. Less formal, less 
structured, interac~ve activities may be planned to occur next (e.g., conver- 
sational speech sample, lang,uage sample, and motor imita~on) . I?indy, plan 
to carry out any activities that may be perceived by the child as invasive (e.g., 
oral mech~sm exam, hearing scree~ug). 

g to Begin the Assessment Session. 

aring Matertak. A number of steps are taken prior to the assessment in 
order to increase the likelihood that it will proceed efficiently and effectively. 
Begin by preparing the materials for the session. This includes reviewing the 



chosen tests, collecting materials for testing, and org~g all tests and m 
terials so that they are easily accessed by you and out of reach of the child. 

~~e~~n~~g tlctitities to be Used tith the caned d~~~~ karat ~~te~~. 
Prior to the session, determine what is to be done with the child Duane the 
interview. Make arrangements for the child to be entertained or tested dur- 

e part of the session that you hope to use for ~o~~~ng case Astor in- 
ation. This is facilitated in some university clinics where teams of two or 

more clinicians are sometimes assigned to the same ease. corona in teams 
makes it possible for one well-prepared clinician to establish rapport and ad- 
minister a standardized test during the interview portion of the session. How- 
ever, in most clinical settings, independent service delivery is more ~rnrno~y 
practiced, making it necessary for a single person to occupy the child while 
sim~taneously interviewing the parent. 

Under these circumstances, regulating the &&l’s behavior during 
terview becomes somewhat more ~omphcated. This objective may 
~omplished by providing quiet toys and play materials for the child to use 
during the interview. The toys serve to acclimate the child to the clinical en- 
~ronment before the testing begins, while also providing a suitable diver- 
sion Beware, however, that some &i&en become rowdy at play even when 
alone and with quiet toys% making it iffiest to ~ncentrate on the ~te~ew 
or preventing a smooth transition to the testing format. Further, some chil- 
dren dem~d plenty attention reg~~ess of how interes~ng a diversion is 
prodded. these reasons, plan to closely monitor the child’s behavior 
ing the int ew, even if the child is supposed to be preoccupied at play. 
keep in mind that the situation can be used to one’s advantage. That is 
skilled inte~ewer is able to earn the parent’s trust during the 
the cud is present to observe the interaction, the task of e 
port with the child may be simplified. Moreover, the si~a~on 
observe p~ent-cold interaction and the chills independent 
titularly as they bear upon the opportunity for language le~ng. 

~r~a~n~ the Assessment Room. Immediately before the session, pre 
the assessment room. Check the video- and audio-recording equipment 
set it up so that it can be turned on quickly at the appropriate time. argyle 
the materials, placing them so that they are readily accessible to you and out 
of the child’s reach. If selected materials are to be made available to the child 
du~ng the interview, place them within reach and encourage the child to 
choose from them. These may include toys for quiet play, crayons and paper, 
modeling clay, blocks, and coloring books. 

Place testing materials and other a~oute~en~ that you wish to control 
~mpletely out of sight and reach. Such materials include tests, test manual 
s~rn~us items, materials for the stage sample and inform testin 
all other items that you expect to use as part of the test protocol. 
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Some centers have a high shelf in each room which is au excellent place to 
store objects that you wish to control. In other clinical environments, it is 
necessary to be more creative in managing the testing materials. The far end 
of a table, between your chair and a wall or table, inside a closed box or sack, 
and just outside the door in a semi~~vate corridor are some options that are 
often successful. 

Arrange the environment so that it is comfortable for an interview. Use a 
room that is large enough for all the imbviduals who are expected to partici- 
pate. Arrange the furniture so that people feel at ease and able to converse 

ly. ~i~ng around a table is desirable, as most people have a history of 
positive and comfortable experiences sitting around a table at mealtime. Fur- 
ther, the table serves as a place to write the information that the parents offer 
as well as providing a barrier that tends to mininnze feelings of ~erabi~~. 

Take measures to assure that the interview room is neat and orderly. Fur- 
ther, domestic effects such as flowers or decorations may be added becanse they 
sometimes help to relax the people being interviewed and enhance the physi- 
cal atmosphere. Just prior to beginning the session, close alI doors to observa- 
tion rooms. ~bse~a~on rooms are kept inaccessible to passers-by in order to 
protect ~~den~~ Further, le~timate observers are not visible to the client 
and parents, as their conspicuous presence may be distracting even though the 
observers are present only with written permission from the parents. 

~~~~ ~~~. Take the time to commit the name ofthe client, names 
of significant family members, and major case history details to short-term 
memory. By the time that you meet the family and client, they have been an- 
~~pa~g the event for a number of weeks. They made a phone call initiating 
the process, received materials in the mail, completed the materials, and re- 
turned them to the center. Further, the clerical staff called to set up an ap- 
pointment for the assessment. Therefore, interviewees often anticipate that 
you know who they are and are somewhat familiar with the nature of the prob- 
lem. Reg~~ess of how many clients are on your caseload or how busy you 
are on that particular day, you are obligated to readily recall the client’s name, 
names of the persons significant to the client, nature of the compl~nt, and 
sign&ant details of the case history report. 

bass to protocol ami . Finally, make sure that your writ- 
ten assessment protocol and materials are handy, The materials that should 
be readily available include the client’s fde (with a completed case history in- 
take form), a list of the concerns that you hope to address through the as- 
sessment, specific and general interview questions, a list of tests sequenced 
according to the order of administration, and all test forms, similarly sequenced 
according to planned order of administration. Clipboards, folders, accordion 
files, and notebooks are some methods for keeping these items organized, 
accessible to you, and out of the child’s immediate reach. 
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If on the day of the assessment the 

ing scent time in preparation and having waited needlessly* it may be tempt- 
ing to communicate disapproval or inconvenience, especially if the calI 
that the parents forgot the a~poin~eut or decided to cancel without 
in. However, keep in mind that the purposes of the call are only (I) to verify 
that the a~~in~~~t was missed and (2) to find out whether the responsible 
person wishes to reschedule. Communicating disapproval or personal ineon- 
venience is ~a~~b~o. 

Prior to heginning the interview and assessment procedures, the contact with 
t and family is somewhat inform. However, the rn~~od use 

e transition fern the waiting room to the assessment session is con- 
s~~ueu~~ to the success of the overd procedure. 

andF M~~~g~ur first chent for the 
is a somewhat stressful experience for most clinicians, and one that is not 
soon forgotten. As one gains experience handling introductions successfully, 
they become a familiar and amicable part of the professional experience. In- 
troductions go very smoothly if one considers the following suggestions. 

B&g OR f2”ime. Some centers have a receptionist to announce the cheat’s 
arrival, whereas others do not. ~eg~~ess, it is irn~~~t to be on time for 
the appointment. Check the designated waiting area at the appointed time. 
If the client has not yet arrived, check frequently for the next 10 to 15 min- 
utes or until the client arrives. Meeting the client and family in the sting 
area is preferred to asking them to find au of&e or cubicle however, proce- 
dures vary in different settings. 

Your En&-mm. Q&en enteriug the waiting room, enter with con~den~ and 
with a smile on your face. Use a voice that is clear, audible, and 
~~rno~~te by your demeanor that you are pleased to meet them. 

~~t~~~~g Y~~~~to Its. In~duoe~~~by~e name lieu 
fer that they use. Find out the name of each individual present and verify 
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that person”s relationship to the client. Introduce any members of a clinical 
team who may be present. Shake hands with adults, and accompany your hand- 
shake with suitable eye contact and a friendly smile. 

Int~d~ng ~~~e~to ~~~ldr~~. ?Vhen meeting children, assess their be- 
hatior before deciding exactly how to greet them. Approach a reticent child 
with friendly caution and a gregarious child with cautious enthusiasm, gaug- 
ing your manner according to the child% response to your attempts at initiat- 
ing contact. Whatever you choose to say or do, in general children often accept 
professions adults who meet them at their physioal level, call them by name, 
use sincere eye contact, smile, and interact briefly about something the child 
is doing. Some children are friendly upon an initial meeting, while others with- 
draw or hide behind a parent. Both extremes and all responses in between 
are possible and should be anticipated. 

Never apply pressure to a child who hesitates to converse, especially at the 
ini~ meeting. Making comments on how well the child talks or otherwise 
calling attention to communication is inappropriate. Further, comments about 

ating the child’s speech may only serve to delay achieving the desired 
level of comfort. Remember that a shy child often becomes comfortable after 
a reasonable period of acchma~on without being forced, 

ving to the Ammrnent Rxnn. Once everyone has been introduced, a 
quick transition to the assessment room is expedient. Suggest that the as- 
sessment begin and then lead the individuals to the designated area. What you 
do or say en route may vary according to the distance from the waiting area. 
Small talk is fine. For example, the walk to the assessment room is a good 
time to ask about the trip to the center, the availability of parking, and the 
weather outside. Avoid questions about the client in the public and semipublic 

to ensure that confidentiality is maintained. 

SIZE Talk. Upon reaching the room where the assessment interview is 
soheduled to take place, more specific discussion may ensue. Initially, you 
want to establish rapport, so continued small talk is fitting for a short time. 
However, the family is aware that they have come for a comm~ca~on eval- 
uation and they may become frustrated or impatient with extended chitchat. 

~~rn~~~~a~ng Guidelines and Expectutimw. As soon as possible, begin to 
let the family know about any guidelines they should observe during the ses- 
sion. For example, if you desire for the parents to be involved in rn~~ng 
the child, then ident+ reasonable behavioral e~~ta~ons and clearly com- 
municate their responsib~~es to them. 

~~~n~~t~ng the Awcwn-mt Plan. Inform the family of the protocol of 
assessment activities. Let them know that you plan to ask them questions 
du~ng the interview, that staled and informal tests are to be expected, 
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g is @armed, that you plan to look inside the child% 
partially inform them of the results before they leave 

ey may expect to receive a written ~sessment report 
in the mail within a few weeks. 

More detailed ~fo~a~~n about what to expect may also be given 
the ~~od~cto~ remarks if a parerit seer& uncomfortable or unsure 
ever, before ~~~~~ a detailed account of the plan, th 
served by asking if they have any questions about wh 
they request, you may elaborate briefly on the types of interview questions or 
dermis the generaIl nature of some of the language tests. 

~~t~~~w. You have met your client and the concerned fam- 
have given them some information about the pr~ed~es, 

and you are sitting in the room where the language-assessment inte~ew is 
sch~d~ed to take place,- It is now time to begin. In so doing, remember that 
in keeping with the general ~sessment purposes, the objectives of 

interview are (1) to obtain the necessary information ef~cien~y and po- 
litely and (2) to begin to establish a clinical relationship. ~~o~~h a number 
of ques~ons are asked that are impo~~t to the outcome of the session, the 
ove~~n~ interview objective is W$ to ask your questions but rather to col- 
lect the info~a~on that the ques~ons address. Further, ~rodu~~ve inter- 
view behavior includes paying attention to posture, body images prosody, 
and the language expressions that you use. 

~~~~~e. A~~ro~~ate interview posture ~ommu~~ates a~~roachabi~~, 
comfo~, ~rofession~m, and co&dence. Sitting naturally in 

is desired, Avoid rocking, recaps swiveling* fidgeting 
ta~~~~, pen clicking, slouc~~, rigid body posture, an 

movement. 

ody ~~gu~ge. Body mandate is important. Your physical demeanor 
~rnrnu~~t~s willingness to accept the information 
use the isolation for the client’s benefit. By mai 
tact, listening carefully, and taking notes as needed 
itive message while avoiding some of the negative 
are given by some interviewers. For example, an interviewer who does not 
listen hefty and neglects to take notes communicates to the parents a lack 
of interest in what they have to say- a message that sabotages all efforts to 
learn needed information. It is advisable to keep one’s mind on the general and 
specific ~u~oses, listen very carellly to what the informants say, think about 
how this nonagon addresses the questions about the child’s commu~cation 
bagel, and avoid bung about yourself and how you appear to them. 

Prosody carries an irn~o~~t message, so use a tone of voice 
, ~mp~sio~te, and seriously interested, I Use venom in pitch 



34 PART II-INVOLUTION TO CLINICAL PROCEDURES 

loudness, speaking rate, and pauses that are within the normal range for for- 
mal conversational speech. 

Ikrbal Language. Select language carefullywhen phrasing questions or com- 
ments, wording questions and remarks as gently as possible. Use words and 
phrases that are socially acceptable, respectful, and easy to understand. Avoid 
professional jargon, as it can confuse or alienate lay people. Instead, know 
and understand the terminology well enough to explain it in plain, simple 
language. 

Initiating the Opming Interview. Initiating the opening interview can be 
done in a very natural way by beginning with a question that asks what the 
parents want the assessment to accomplish. Although elaboration may be 
needed, the answer to this question generally leads to a clear s~tement of 
the problem, description of the commu~~ation pattern, ~fo~a~on about 
the exact direction to be taken in testing, and insight into ctations for in- 
tervention. The ques~on also commu~cates genuine interest in mee~g the 
parents’ felt needs and addressing their idiosyncratic concerns. This fa~~tat~s 
~s~b~~~g rapport and the comfort of the parents. Questions about current 
~mmunication patterns, developments milestones, and history flow easily 
once t-he parents’ expectations and purposes for initiating the evaluation 
process are clearly established. 

Eding the ~nt~~~, ~stab~s~ng a natural, yet d&mite, ending to the in- 
terview is also ad~~geous. Having asked the planned and s~n~eo~ ques- 
tions and being satisfied that you have accumulated all the info~ation needed 
in order to proceed with testing, a natural way to indicate that the questions 
are over is to give the parents the opportunity to ask questions and make 
comments. When they indicate that all their questions have been addressed 
satisfactorily, it is expedient to suggest that the standardized and informal test- 
ing begin. Then you can move comfortably from the interview to the testing 
format. 

Anxiety Level. When engaged in assessment interviews, one encounters a 
number of behavior patterns, which clinicians must learn to handle sky. 
For example, a degree of anxiety is naturally associated with the experience 
of providing information about one’s child to strangers, even concerned pro- 
fessionals. How much stress an individual experiences and how the individ- 
ual reacts to stress are different for each person. Some people clearly 
demonstrate a si~~c~t level of anxiety and concern over the situation, while 
others appear very comfortable and spontaneous. Adapt your style to suit the 
individual, taking whatever precautions are necessary to make certain that you 
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get the needed information while at the same time establishing a workable 
clinical relationship. 

If parents demonstrate concern or anxiety, it is up to you to make an attempt 
to put them at ease. In general, people who are uncomfortable can become 
somewhat more comfortable if they believe that they are speaking to a per- 
son who relates to them, listens to them, and is interested in their concerns. 
For that reason, use body language and a tone of voice that communicate ac- 
ceptance; assume a posture that is similar to, but not exactly like, that of the 
parent informant; take on a facial expression that shows genuine compassion 
and concern; select friendly and nonthreatening words and phrases; and en- 
gage in a little extra small talk about some common interest or experience, 

Conversely, some people appear quite relaxed at the time of the interview. 
If this is the case, rapport may be established quickly and the amount of en- 
ergy to be invested in putting the informant at ease is markedly reduced. Even 
so, it is wise to demonstrate sensitivity in gathering information. It is also ad- 
visable to maintain a suitable level of professionalism even if the informant 
appears relaxed and comfortable. Regardless of how comfortable the clinical 
relationship, always think carefully before offering even the most innocent, 
spontaneous remark. 

Willingness of Informant. The amount of information that people offer and 
how willing they are to offer it varies greatly. Some people practically inter- 
view themselves, volunteering very appropriate information and anticipating 
questions before being asked, while others are extremely difficult to interview, 
offering minimal responses to questions and leaving one with the impression 
that information is being withheld. Most people fall between the two extremes 
in their styles of providing information. 

When people hesitate to offer information, one may attempt to identify 
the reason for this response pattern. For example, a taciturn informant may 
behave in such a way because of an increased level of anxiety or distress, lack 
of trust, cultural orientation, unfamiliarity with the circumstances or sur- 
roundings, and any number of additional factors, in any combination. The like- 
lihood of immediately identifying the exact cause of reserved behavior is low 
because there are so many possibilities and potential combinations of the 
possibilities. Further, many variables are difficult to change once the assess- 
ment is in progress (e.g., the identity of the assessing clinician). 

However, most problems with informants who hesitate to inform can be 
resolved, at least in part, by remembering the purposes of the interview. That 
is, you are there to obtain needed information efficiently and politely and to 
begin to establish a clinical relationship. Therefore, ask the necessary ques- 
tions with sensitivity and respect, carefully listen to the responses however 
minimal they may be, and gently ask more specific supplementary questions 
in an attempt to assist the parent in providing the data necessary for a suc- 
cessful outcome to the assessment session. 
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Further, you should develop sensitivity to the individual’s limitations. If a 
parent becomes agitated, angry, or emotional with detailed inquiries, drop the 
issue, at least temporarily You may return to difficult questions later if they 
are critical to the assessment and if the parent becomes more relaxed later in 
the session. Otherwise, important unanswered questions may be included in 
the recommendations section of the assessment report. Since individuals vary 
in the amount of prodding necessary to get them to provide information, ex- 
actly how you deal with each person has to be determined on a individual basis. 

Emotions. A communication assessment is an emotional time for many par- 
ents, and individual styles vary for dealing with the emotions. Again, although 
extremes exist, most people fall somewhere in the middle regarding how much 
emotion they experience and how they handle their emotions. For example, 
many people cry when they begin to discuss the communication difficulties 
that their offspring experience. Although crying is a completely natural re- 
sponse, the amount of crying and the degree of control vary greatly. 

Since you cannot predict from the case history whether crying will occur, 
expect that it will and be prepared for it. At the very least, it is your respon- 
sibility to make sure that a box of facial tissues is both visible and accessible 
from the onset of the interview. Making tissues handy from the very begin- 
ning communicates, without words, that crying is normal and that you have 
seen it before. 

More important, however, being prepared to handle crying involves mental 
preparation. Think about how you might feel if you cried in the presence of a 
stranger during a session that could not be terminated abruptly and consider 
what you would prefer that stranger to do for you. For example, the person 
who cries probably feels ugly, embarrassed, and out of control, at the very 
least. Although staring or looking away are somewhat instinctive responses, they 
are both undesirable as they increase the awkwardness experienced by the 
person crying. Do your best to maintain nat~ra.2 eye contact during the crying 
episode. Acknowledge the crying, and to the best of your honest ability, seri- 
ously assure the parent that you understand what it feels like to cry. Do not 
pretend to understand exactly how they feel or what they are going through, 
as such comments are rightfully interpreted as insincere. And do not laugh. 
Give the individual a few moments but continue the interview as soon as pos- 
sible, perhaps moving temporarily to a less emotional topic. In general, the 
crucial communication to the parent who cries is that crying is natural in this 
circumstance, that you know what it feels like to cry, and that you are a com- 
passionate person who cares about the concerns that bring on tears. 

Other emotional responses may include excessive anger, inappropriate 
laughter, and extreme frustration. Regardless, when an immoderate or inapt 
emotional response is elicited by the interview, in most cases it is legitimate 
to suspect that the emotion is precipitated by the stress commonly associated 
with the circumstance. Therefore, focus on gathering the necessary informa- 
tion while acknowledging, yet making very little of, any emotional outbursts. 
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StayCng on Topic. Staying on the topic of the interview is difficult for some 
people. Your responsibility is to see to it that a minimum of time is wasted on 
topics unrelated to the communication problem, while still communicating 
to the parents that their concerns are important to you. 

The topics that are likely to interfere with progress during an assessment 
interview are varied and unpredictable. Some parents have an uncanny knack 
for introducing and relentlessly pursuing unrelated topics. These may in- 
clude detailed accounts of recent family arguments, illnesses or accidents of 
family members, explanations for having missed a session or for tardiness, 
marital disputes, personal dilemmas, and recent events that are apparently re- 
layed for entertainment purposes. 

In order to deal effectively with off-topic issues, it is necessary to first ver- 
ify that an issue is unrelated to the communication needs of the child. Un- 
fortunately, this takes some time as, in order to be sure that the issue is 
unrelated, one must first listen to a certain amount of rambling about the mat- 
ter. However, such behavior must be brought under control as quickly as pos- 
sible because ifthe habit is not checked, some individuals can go on indefinitely 
while providing very little clinically useful information. 

One way to handle off-topic behavior is to verify the conversation’s rela- 
tionship to the interview. This can be accomplished by politely mentioning 
that you are not certain exactly how this part of the conversation relates to 
the issue. By doing this you (1) expedite the process of getting to the point if 
the topic is related, (2) pave the way for resuming the topic if it is unrelated, 
and (3) communicate to the person that you are truly interested in the com- 
munication needs of the client. 

Further, with some parents, accounts of marital and family disputes often 
include an invitation for the professional to take sides. It is critical that one 
learn to effectively handle this particular type of off-topic behavior, as it not 
only wastes time unnecessarily but also opens the door to the possibility of 
alienating at least one family member (and probably two or more). 

One way to manage invitations to become involved in disputes is to briefly 
recapitulate all sides of the issue and point out the redeeming features of 
each perspective. By doing this, you communicate (1) that you are a good lis- 
tener who heard all sides equally and (2) that you appreciate the value of 
each point of view. Never handle disagreements by taking sides. 

Separating the Child from the Parents 

If you are using a traditional client-oriented approach to assessment, in most 
cases it is desirable for the child to separate from the parents in order to ac- 
complish testing with a minimum of distractions. If separation is desired, there 
are two probable times for initiating the transition to separate accommoda- 
tions. If two clinicians work on the assessment cooperatively, separation from 
the parents can take place prior to the interview as one clinician will be able 
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to take the child to different quarters for preliminary activities and testing 
while the other clinician conducts the parent interview. Typically, however, 
only one clinician orchestrates the assessment and when that happens, sepa- 
ration is often scheduled to take place immediately following the interview. 

For a traditional assessment, many clinicians expect the child to separate 
from the parents for a number of reasons. For one, establishing a pattern of 
attending the sessions independently may be desired so that the clinician can 
establish a working relationship with the child and the child can form a habit 
of independent activity at the center. Moreover, standardized test adminis- 
tration is not enhanced by unpbnned parental presence. That is, if not in- 
structed properly, parents often provide the child with information that 
contaminates the standardized test results and can inadvertently serve to dis- 
tract their child from the task. 

Children vary in their responses to separation from parents. Some make 
the transition quite easily, while others panic and experience serious separa- 
tion anxiety as well as stranger anxiety. For many children aged 3 and older, 
separation concerns are overcome almost automatically by curiosity. That is, 
the transition from the interview to the testing format can be facilitated by 
making accessible some alluring toy or activity, emphasizing the opportunity 
to do this interesting work independently, informing the child of the exact lo- 
cation of the parent, and allowing an anxious child to be accompanied by some 
familiar toy, object, or even one of the parent’s possessions (e.g., car keys). 

Nevertheless, certain young children persist with tears and other symptoms of 
anxiety, so that some parents may decide to separate without the child’s permis- 
sion or even not to separate at all. If the decision is made not to separate, then a 
skilled clinician can use parental involvement to facilitate cooperation and gather 
information about the communication patterns of the home environment. (See 
Chapter 5 for specific information on collaborating with families.) 

If, however, the decision is made to separate even with continued anxiety, 
the child’s crying often stops during a period of acclimation. However, some 
very young children do not adjust to unfamiliar surroundings, regardless of 
how attractive the enticement. Consequently, in determining whether sepa- 
ration is crucial to the success of the assessment, keep in mind that forcing 
an unwilling child to separate can work against the purposes of gaining in- 
formation about language performance and establishing a positive clinical 
relationship. For example, panic-stricken, frightened children who are be- 
side themselves with tears generally provide very few representative exam- 
ples of their language skills. Further, forcing a child to separate may serve to 
establish several nonproductive patterns in the clinical relationship that will 
be difficult to change. The act of attempting to coerce a child to separate sets 
up an adversarial relationship between the client and clinician. Moreover, 
the emotions of fear and anxiety become strongly associated with the experi- 
ence of attending the center, a pattern that, if allowed to continue, will inter- 
fere with the acquisition of work habits that are expedient for participating in 
a productive assessment session and intervention program. 
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For these reasons, ifit becomes obvious that a child is not willing to sepa- 

rate, the decision to include a parent in the assessment probably benefits the 
long-term interests of the child. Although the standardized information that 
is obtained may be somewhat compromised, valuable information will be 
gained about the child’s spontaneous communication patterns with parents 
and the clinician. Moreover, once the child enters the testing environment, 
even with the parents in tow, a wealth of standardized and informal data can 
be accumulated by a careful clinician who is a skilled observer, provided the 
dynamics of the familial relationships are monitored carefully. (See Chapter 
5 for specific suggestions.) 

Establishing Rapport with the Child 

Whether or not the child separates from the parents, it is necessary to estab- 
lish a friendly, workable relationship with the child before beginning the test- 
ing. Therefore, for the first several minutes of the session, you may decide to 
participate in parallel play (described in Chapter 4) until reaching a level of 
trust and comfort that allows for friendly social interaction with the child. 

The age and experience of the child heavily iniluence the amount of time 
and we of interaction needed to achieve a suitable level of trust. As a rule, 
adolescents require a short, relaxed conversation, perhaps in the context of 
culturally salient paraphernalia. School-age children often become reasonably 
relaxed following a brief conversation, guessing game, or an introduction to 
a puppet or cartoon character, again taking cultural orientation into account. 
Some preschool children, however, require extended informal play at their 
level with interesting and familiar stimuli before becoming comfortable. This 
need is sometimes exacerbated if a child has a history of negative experience 
with strangers or with clinical, medical, or educational settings. 

In general, establishing rapport requires that one engage the child in some 
activity that is unstructured, fun, nonthreatening, culturally relevant, and 
client-oriented. Although the purpose of the activity is simply to help the child 
become comfortable with you and the clinical setting, information about com- 
munication and social skills can be learned while establishing rapport. In fact, 
important observations of play skills, motor coordination, and sociability can 
be made while at the same time building the foundations for trust and for so- 
cial interaction. 

Further, if conversation is a part of the rapport-building activity, the con- 
versational speech sample can be collected while establishing rapport. The 
conversational speech sample is different from the language sample that is 
collected and analyzed as part of the formal testing (to be discussed later in 
this chapter). By contrast, it is simply the act of engaging the client in con- 
versation for the purpose of informally judging intelligibility, language per- 
formance level, voice, fluency, prosody, and pragmatics. Although the 
conversational speech sample is not formally analyzed, taping it is advised so 
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that it may be used later to confirm judgments about 
communication. 

these parameters of 

The Testing Situation 

Once the child is relatively comfortable in the clinical environment, stan- 
dardized and informal testing can begin. A host of specific tests are available 
to formally assess language from birth through adolescence. You are encour- 
aged to familiarize yourself with them so that you can choose appropriately. 
Since new tests become available all the time and since we assume that one’s 
preparatory curriculum includes specific instruction and practice in the use 
of available tests, this chapter does not include a detailed description of dis- 
crete tests. Instead, the chapter addresses specific assessment objectives and 
general procedures for accomplishing the objectives. 

Where to Begin. Once the child is comfortable in the testing situation, it 
is still important to continue to nurture his or her confidence and trust, keep- 
ing in mind that this is the child’s first encounter with you and the testing sit- 
uation. For that reason, it is advisable to begin with a test that allows the child 
to perceive a reasonable degree of success, requires little or no verbal re- 
sponding, and presents little or no perceived threat to the child. A reasonable 
place to start may be with an evaluation of motor imitation or play skills or a 
test of receptive language. Moreover, unless speech intelligibility is seriously 
reduced, a test of articulation may be a suitable icebreaker for some young 
children, especially if using a test with colorful pictures, since the activity is 
not verbally challenging and it gives the child the opportunity to succeed at 
the very onset of the clinical interaction. 

Some activities that are not suitable for initiating the testing are the oral 
mechanism examination and language sampling. This is because both activi- 
ties require a significant level of rapport before they can be executed suc- 
cessfully. Specifically, the oral mechanism exam is perceived by many children 
as invasive, and therefore threatening. Further, difficulties with the oral mech- 
anism exam can serve to undermine cooperation for the remainder of a ses- 
sion. For that reason, the oral mechanism exam is not a good starting activity 
and rather is best left until the end of an assessment session. 

Encouraging Continued Responding. Standardized tests of language are 
important parts of the assessment. However, they can take considerable time 
and can be somewhat tedious for both you and the child. For that reason it is 
important to plan to incorporate some strategies that encourage the child to 
continue participating and responding after the interest level associated with 
the novelty of the test has worn down. The type of feedback that you give is 
important to that end. Most children continue to respond if success is expe- 
rienced. Therefore, appropriate feedback is used to communicate success to 
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the child. If the child is responding, whether the answers are right or wrong 
he or she is nonetheless succeeding, so you should reinfmce parMdpm only. 
Compliment the child for working so hard and praise the child for cooperat- 
ing well. Avoid any comments that indicate the accuracy of responses and avoid 
changing to a neutral or negative tone when an incorrect response is given. 

Another way to encourage a child to continue to respond is to provide some 
sort of tangible reinforcement that is scheduled to be given at fixed or vari- 
able intervals, regardless of accuracy. For example, a child may receive a star 
or a sticker on a chart (or picture) for every 5 to 10 responses on a language 
test, 5 to 10 pages on a test of articulation, or for 3 to 5 minutes of coopera- 
tion. Children are idiosyncratic in what motivates them, so the decision to pro- 
vide tangible reinforcers should be made on an individual basis. When the 
more commonplace stars and stickers lack appeal, alternative options are avail- 
able. Some children enjoy reinforcers such as earning ice chips, opportuni- 
ties to blow bubbles, periodic peaks out the window, or permission to push a 
toy car for a few seconds after several responses. Regardless of the method 
of reinforcement, the important thing is that the child perceive success, re- 
main interested in the activity, and complete the task. 

Managing the Child’s Behavior. 

Cooperation. Successfully managing the child’s behavior is critical to child- 
hood language assessment. That is, you are best able to learn what you need 
to know about the child if he or she cooperates and interacts socially. Suc- 
cessful behavior management is essential to achieving cooperation and posi- 
tive social interaction for many children. 

Cooperation can be achieved by a number of strategies. Primarily, to achieve 
cooperation the child has to sense your genuine interest or positive attitude. 
On the other hand, if the child senses dislike, frustration, or any other nega- 
tive attitude, cooperation is unlikely. People often make an extra effort for 
people who like them and whom they like, and children are no exception. 

Second, the child needs to qetience success. People like to succeed, and 
experiencing success often causes one to anticipate more success. By com- 
municating that the child’s work meets your expectations, you enhance the 
chances of having the child “play on your team” during the assessment and 
during subsequent clinical sessions. 

Further, a child is likely to cooperate if presented with some sense of chuice 
or limited control. For example, when administering a standardized test to a 
young child, plan to provide tangible reinforcers for specified intervals of co- 
operation; then, give the child a sense of control by providing a choice of tan- 
gible reinforcers. In order to present this choice, before even beginning the 
test, show it to the child and briefly summarize the expectations according to 
the procedures described in the test manual. Then show the child the method 
that will be used to collect the tangible reinforcements (e.g., a chart or picture 
for stickers, a racetrack for playing with a car), and present the child with two 
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choices for reinforcers by asking which the child prefers (e.g., animal stickers 
or colored stars, the red car or the blue car). By providing a choice of rein- 
forcer, one allows the child to control some aspect of the activity while at the 
same time controlling the aspects that are critical to acquiring the needed in- 
formation. 

Choices are also very useful for distracting a child from noncompliant be- 
havior. For example, if a child refuses to point to test stimuli, you may pro- 
vide a choice as to how the responses are to be indicated (e.g., puppet’points 
to pictures or child puts a token on the picture). Further, by way of example, 
if a child refuses to go to the assessment room, you may provide a choice as 
to how the child will walk to the destination (e.g., walking in front of an adult 
or holding the adult’s hand). When given two choices on how to perform the 
act, many children forget to refuse and take the opportunity to make a choice. 

Sometimes when a child refuses to cooperate, it is easy for a clinician to 
fall into the trap of begging and negotiating. Avoid this pattern at all costs, as 
it puts the child in control. There is a difference between offering choices 
and allowing the child to control the session. For example, if the child refuses 
to participate in an activity, you give up all authority by offering one altema- 
tive after another. By so doing, you put yourself in the position of being re- 
fused and the child in the position of waiting for the best offer and perhaps 
even enjoying a sense of power. 

If the child refuses to participate in the activity, a more suitable course of 
action is to present only two choices as to hou, the activity is to be done (not 
whether it is to be done). In this way, you remain in control while allowing 
both yourself and th e child to preserve a sense of dignity. 

Making Behavioral Observations. One part of the language assessment 
that is critical to the success of the diagnosis and recommendations is the act 
of making behavioral observations when interacting with, and watching, the 
child. These are not necessarily a part of any standardized test, although they 
may be observed informally while administering one. 

Some behavioral parameters that come under scrutiny include, but are not 
limited to, attention span, distractibility, frustration, compliance, willingness 
to participate, ability to focus and complete a task, play skills, motor imitation 
skills, social skills, and use of gestures or alternate means of communication. 
When a child does not readily participate in standardized testing, the list may 
become quite lengthy as it may be necessary to gather nearly all assessment 
data through observation. 

Assessment Protocol and Objectives for Specific Testing 

The language assessment protocol typically includes each of the following parts: 
(1) detailed testing of expressive and receptive language, including all three 
dimensions, (2) articulation or phonology testing, (3) oral mechanism exam- 
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ination, (4) hearing screening, and 
fluency). Each part of this protocol 

(5) m5llary testing if necessary (voice or 
is driven by a set of objectives in that area. 

Language Testing. For each young child who is referred for language as- 
sessment, the protocol usually includes standardized tests of language, lan- 
guage sampling, and observations of spontaneous language performance apart 
from testing and sampling. Each aspect of language assessment provides 
unique and valuable information. 

Standmdizd Testing. Standardized tests are administered whenever possi- 
ble because they provide a means by which the child’s performance may be 
quantifiably compared to the performance of large groups of children in a sim- 
ilar age category. This is valuable information because it quantifies a level of 
functioning for the individual child. In addition, specific information is learned 
regarding performance on all dimensions of language from both expressive and 
receptive perspectives. (Tests and subtests exist to measure overall language 
performance, semantics, syntax, morphology, and pragmatics, all from both 
expressive and receptive points of view. Further, standardized instruments are 
available for testing language learners from birth through adulthood.) 

Precise administration of the standardized test is critical to the outcome of 
the language assessment. Before attempting to administer a test, always read 
the manual carefully, practice the test format as suggested in the manual, and 
seek clarification to avoid any potential trouble spots in test administration. 

These steps are necessary because tests are standardized under a specific 
set of conditions. If you unintentionally or unsystematically alter the condi- 
tions under which the test is given, you may find yourselfin the situation where 
the test results are not usable. Some examples that may result in this cir- 
cumstance are inadvertently selecting a test that is inappropriate for the child’s 
chronological age, inaccurate use of instructions and carrier phrases, ne- 
glecting to allow for a specified response time, and recording the wrong in- 
formation on the response form. 

It is not always possible to achieve standardized administration of stan- 
dardized tests for every client. For example, when no standardized test is avail- 
able in the child’s dominant language or dialect, alternatives to standardized 
testing are explored. (Some alternatives are described in Chapter 6.) 

Other circumstances that may interfere with standardized administration 
of tests include, but are not limited to, lack of voluntary participation, exces- 
sive distractibility, and sensory impairment. For example, a child who refuses 
to participate in standardized tests leaves you with no choice but to assess 
language through less formal methods. A highly distractible child may require 
that the standardized test be administered in a number of short sessions or 
with an excessive use of reinforcers, while a child with reduced vision may re- 
quire that the test stimuli be enlarged or altered so that they can be perceived 
either visually or tactilely. 
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Despite the justification behind altering a standard procedure, the ratio- 
nale, a clear description of the alternate procedures, and the exact outcome 
must be clearly documented on the test form and in the written assessment 
report whenever a standardized test is altered in any way. Further, when in- 
formal procedures are used instead of standardized tests, regardless of the 
rationale, the details must be explicitly documented in the assessment re- 
port. The reason for choosing an informal format, the exact nature of the in- 
formal procedures, and the information obtained by the informal procedures 
are all important to the clinician who next sees the child for further assess- 
ment or intervention. 

Collecting a Spontaneous Language Sample. Language assessment often 
includes a spontaneous language sample, especially for preschool and younger 
school-age children. Unlike the conversational speech sample taken early in 
the assessment session,‘the spontaneous language sample is taken with the 
understanding that the child’s utterances are to be transcribed and analyzed 
in detail immediately following the assessment, and the sample conversa- 
tion does not commence until the child is relatively comfortable in the clin- 
ical setting. 

A number of methods are available for analyzing the samples (Crystal, 
Fletcher, & Garman, 1976; Lee, 1980; Miller, 1981: Prutting & Kirchner, 1987; 
Shriberg & Kwiatkowski, 1986; Tyack & Gottsleben, 1974), so you must follow 
the specific guidelines of the protocol that you select. In addition, some gen- 
eral guidelines seem to apply for most language sampling analyses. For ex- 
ample, in general, the purpose of collecting the sample is to make a 
representative portion of the child’s speech accessible for analysis. Therefore, 
the child is engaged in a spontaneous, informal conversation under condi- 
tions that are believed to elicit a representative sample of the child’s language, 
and measures are taken to preserve the conversation on videotape and, per- 
haps, audiotape. In order to increase the probability of collecting for analysis 
a sample that is representative, a number of steps are taken as a matter of 
routine. These include collecting the sample in a familiar (or at least com- 
fortable) setting, engaging a conversational partner who is familiar to the child 
(or at least giving the child time to become accustomed to the examiner be- 
fore engaging in conversation), providing interesting and familiar materials 
that are age-appropriate and culturally relevant, avoiding all stimuli and ma- 
terials that either structure the session or limit response options, asking few 
if any direct questions, avoiding questions to which one already knows the 
answer, listening carefully to the child, and attempting to look at the conver- 
sation from the child3 perspective. 

The conversation is preserved on video- and/or audiotape so that it can be 
transcribed according to the format recommended by the selected analysis 
procedure. Videotape is preferred to audiotape since it maintains the visual 
as well as the auditory context. However, reel-to-reel audiotaping results in 
clearer auditory reproduction. Therefore, many professionals recommend 
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using both media. Audio cassette recording also has its advantages in that it 
can be done less conspicuously than reel-to-reel, and if high-quality tape is 
used, the auditory reproduction is usually suitable for assessment purposes. 

Measures may need to be taken to further preserve contextual cues, espe- 
cially when a child’s intelligibility is compromised. When you are directly in- 
volved in collecting the language sample, the objects and events are clear 
because they occur in context. However, when you are reviewing the tape, 
even soon after the session, the context may escape your immediate recol- 
lection. For that reason, make the effort to add audible comments that will 
serve to enhance your ability to remember the conversational context at a later 
time. (For example, repeat what you think the child has said and then com- 
ment.) Once recorded, the sample is analyzed according to one of the avail- 
able formats. All aspects of each dimension of language are of interest in the 
analysis of the language sample data. 

The spontaneous, expressive language fMm is assessed in several steps. First, 
the most obvious aspect of language form, which is perhaps the least compli- 
cated to measure, is the utterance length, called the mean length of utter- 
ance (MLU). 

When calculating MLU, it is first important to determine whether the sam- 
ple is truly representative of the childs spontaneous, connected speech (Miller, 
1981). In order to be considered representative, the conversation must not 
contain a high rate of imitative responses (not exceeding 20 percent), frequent 
self-repetitions, high proportion of answers to questions (not exceeding 30- 
40 percent), memorized routines (e.g., ABCs, counting, rhymes), or high pro- 
portion of conjoined clauses (e.g., clauses joined by and or another conjunc- 
tion). If it is determined that the sample is not representative, no further 
analysis takes place and the procedure of collecting a spontaneous conversa- 
tion for analysis must be repeated. 

The calculation of the MLU is a simple procedure (Miller, 1981), requiring 
that one count all morphemes in a selected series of consecutive utterances 
and then divide by the total number of utterances counted. The result is the 
average number of morphemes for each of the speaker’s utterances, or mean 
length of utterance (MLU). Guidelines are available for counting morphemes 
and calculating MLU (Miller, 1981). 

MLU = number of morphemes 
number of utterances 

Beware that MLU can only be reliably interpreted when it is between 1.01 
and 4.49 (Miller, 1981), and that at best, it is only a general indicator of struc- 
tural development. Once MLU has been calculated, it is possible to calculate 
an approximate MLU age equivalent for utterance length by using the fol- 
lowing formula (Miller, 1981): 

Age in months = 11.99 + 7.857 (MLU) 
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A comparison of the age equivalent to the child’s chronological age can be 
used to partially determine whether language structure is age-appropriate or 
delayed. However, MLU is never the only determining factor for defining 
the age-appropriateness of language structure, and calculating MLU is never 
substituted for a detailed analysis of the spontaneous language sample. 

The average number of morphemes that a child uses in each utterance is 
largely influenced by the number of morphemes in the child’s expressive reper- 
toire. This is a mathematical artifact because MLU is based on a count of mor- 
phemes in each utterance and therefore is dependent on morphological 
development. For example, children who do not yet have command of the 
-ing verb ending, regular past-tense -ed ending, possessive -s, and regular 
third-person -s ending tend to have shorter MLUs than children who do have 
a command of these morphemes. 

An analysis of 14 grammatical morphemes that are spread across Brown’s 
stages II through V+ is-suggested (de Villiers & de Villiers, 1973; Miller, 1981) 
so that a more elaborate (than MLU) structural analysis may be obtained. By 
making this analysis, mastery level is determined for a number of morphemes. 
This mastery data, combinedwith MLU, enables one to define the child’s struc- 
tural language development according to one of Browns stages, which then 
permits a detailed analysis of the language structures that are expected at the 
child’s stage of language performance. Specific instructions for accomplish- 
ing a complete morphological and syntactic analysis are available (Miller, 1981). 

Finally, regarding language form, a language sample can be used to ana- 
lyze phonological development (Ingram, 1981; Shriberg & Kwiatkowski, 1986; 
Weiner, 1979). However, if phonological development becomes a matter of 
concern, it is because speech-sound production is so aberrant that the words 
and sentences are highly unintelligible. Therefore, it is unlikely that the same 
language sample used to identify phonological processes is also usable for an 
accurate analysis of morphology, syntax, and content. The purposes and gen- 
eral procedures of phonological assessment are discussed in the upcoming 
section on assessing unintelligible children. 

Lang-e content is another dimension of language that can be examined 
by subjecting a transcribed conversation to specific analysis. For language- 
sample analysis, content is often divided into two parts-referential meaning 
and relational meaning (de Villiers & de Viiers, 1978). 

Referential meaning concerns the one-to-one link between words and the 
concepts or ideas that they represent. Two methods are used for analyzing ref- 
erential meaning. The first, the type-token ratio (‘ITR), measures lexical di- 
versity, or the variety of different words at the expressive command of the 
child. Basically, the TTR is a ratio calculated as follows (Templin, 1957): 

TTR = number of different words in the sample 
total number of words in the sample 

That is, in evaluating the language sample for ‘ITR, one first counts all words 
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in the sample. If the same word (e.g., dog) occurs more than once in the sam- 
ple, it is counted each time it occurs. This number becomes the denomina- 
tor in the TTR equation. Then, the clinician counts each different word that 
occurs in the sample. For example, if the word dog appears five times in the 
sample, it is only counted once. The number of different words becomes the 
numerator in the TTR equation. 

For children ages 3 through 8 years, the type-token ratio is typically 12 
(or 5) (Miller, 1981). That is, the total number of words spoken by the child 
during the language sample is usually about twice the number of different 
words in the sample. Specific procedures for calculating ‘ITR are available 
(Miller, 1981). 

Semantic field analysis is another way of measuring the relationship be- 
tween the words and concepts or ideas that they represent. This measure is 
used to identify the total number of meaning categories and the number of 
words that are expressed-in each meaning category. Completing a semantic 
field analysis is a complicated process, which is done when the sample is rel- 
atively simple or if semantic deficiencies are suspected. The 21 semantic cat- 
egories used for the analysis are shown in Figure l-l, Procedures are available 
for conducting a semantic field analysis (Miller, 1981). 

Relational meaning is the other side of language content that can be sub- 
jected to analysis by language-sampling procedures. Relational meaning con- 
terns the semantic connections between concepts, words, and sentences (de 
Villiers & de Villiers, 1978). Three levels of analysis are described (Miller, 1981). 
They are intrasentencial relations, or relations between the words in a sen- 
tence; intersentencial relations, or relations between sentences; and non- 
linguistic relations, or relations between the context and the content. 
Procedures for analyzing relational meaning are available (Miller, 1981). 

lkmgwge we is the third dimension of language, and parts of the language 
sample can be used to analyze this dimension as well (Prutting & Kirchner, 1987). 
The pragmatic protocol (Prutting, 1982) provides a framework for evaluating 30 
pragmatic aspects of language as obtained from an observed conversation. 

Making Observations. Finally, as part of the language assessment protocol, 
observations of language performance are made. Although informal, this part 
of the assessment can provide some useful information about the practical way 
in which the person uses language. The observations begin when the child is 
met in the waiting room, with attention paid to the child’s interactions with 
family members, clinicians, and others. 

Observations continue throughout the evaluation, whether or not the child 
participates in planned activities. When a child does not comply with stan- 
dardized testing, informal observations of language performance become a 
critical portion of the assessment protocol. In this case, each and every sen- 
tence, social exchange, or attempt at human interaction becomes an essential 
part of the assessment data and is potentially usable for informally estimating 
level of function and identifying performance patterns. 
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Articulation or Phonology Testing. The testing of speech-sound pro- 
duction is part of every language assessment. Articulation testing is one op- 
tion for evaluating speech-sound production, and it is selected when the client 
is relatively easy to understand. The purpose of articulation testing is to iden- 
tify speech-sound production errors that potentially require intervention or 
to rule out speech-sound production as a matter of concern for the client. 

Conversely, phonological testing is selected for clients whose speech is 
highly unintelligible. The purpose is to identify phonological processes, or 
speech-sound production patterns, that are different from those of the stan- 
dard adult model and have persisted beyond the age at which they normally 
occur. Processes (simplification patterns) are identified so that they can be 
targeted in intervention. More information on this topic appears in the sec- 
tion on evaluating unintelligible children, later in this chapter. 

Hearing Screening. A hearing screening is part of every language assess- 
ment. Several key frequencies across the audiogram are tested at 20 dB of in- 
tensity. With a compliant client, ifresponses are achieved for all tones, reduced 
hearing sensitivity can be ruled out. 

However, if responses are not achieved for all frequencies and if the client 
is compliant, then behavioral observations are made and a complete hearing 
evaluation is recommended. The hearing screening is not used to identify a 
hearing loss but only to identify individuals who require a complete audio- 
logical evaluation, to be conducted by an ASHA-certified audiologist. 

Some clients do not comply with the hearing screening. In that case, it is 
important to document that the hearing screening was attempted and to make 
plans to prepare the child to participate in an audiological evaluation in the 
near future. Many very young clients require that behavioral audiometry 
training be incorporated into an intervention plan in order to prepare for an 
accurate hearing screening or hearing evaluation. 

Oral Mechanism Examination. For every language assessment, an oral 
mechanism exam is completed in order to rule out or seek to identify any 
anatomical or physiological causes for the communication disorder. This re- 
quires examining the oral mechanism in order to determine whether struc- 
ture and function are adequate for the production of speech sounds in 
connected speech. The anatomical structures that must be intact and opera- 
tional and can be examined by visual inspection include the lips, teeth, tongue, 
palate, velum, and uvula (Figure l-3). On visual inspection, examine each 
structure for symmetry, completeness, lack of tremor or involuntary motion, 
and lack of malformation. Further, each movable part should move symmet- 
rically, smoothly, precisely, and accurately. Velophaxyngeal competence can 
be informally evaluated by visual inspection and auditory perception. Iaryn- 
geal function is evaluated by acoustic perception. Specific testing formats are 
available (see, e.g., Dworkin & Culatta, 1980). If anatomical or physiological 
differences are identified, then a medical referral is usually in order. This is 
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especially true if a relationship is suspected between the communication 
order and the physical difference. 

diS- 

AddMonczl Testing. Specific additional testing depends on case history data 
and the outcome of the conversational speech sample. If the voice is aberrant 
for the age or gender, then vdce testing is an important part of the complete 
assessment. Likewise, if fluency is afkcted,fluatcy testing becomes conse- 
quential to the complete assessment. If one becomes aware that either of these 
is a matter of concern prior to the language assessment session, voice or flu- 
ency testing may be included. However, the presence of a voice or fluency 
problem often becomes apparent only after the language assessment has 
begun. In this case, a detailed assessment of fluency or voice may either be 
done extemporaneously or may become part of the recommendations rather 
than becoming an ancillary part of the assessment itself. 

Modifications to the Protocol for Use 
with Unintelligible and Taciturn Children 

The effective assessment of unintelligible and noncommunicative children 
often requires a thoughtfully adjusted protocol. Therefore, the protocol sug- 
gested in the previous section can be modified to meet the needs of some chil- 
dren. Suggested modifications follow. 

Assessing Unintelligible Children. 

Language Testing. Undoubtedly, as a speech-language pathologist, you will 
have the opportunity to assess the language performance of children who are 
difK%xlt to understand. This situation presents a considerable challenge be- 
cause when a child’s words are not understood, it is difficult, if not impossi- 
ble, to evaluate many aspects of the expressive side of each of the three 
language dimensions. 

For example, expressive language content cannot be surmised accurately 
when the phonological or articulatory form of the language is so distorted 
that the content of the message escapes the listener. Further, with regard to 
the evaluation of expressive language use, the appropriateness of the language 
generated by the child is difficult to evaluate if it is carried by an unintelligi- 
ble emissary Expressive language content and use are subservient to speech- 
sound production in this way 

Language form is even more dependent on speech-sound production. That 
is, when morphemes are omitted or distorted in the context of numerous 
phonological errors, one may be unable to determine whether the morpho- 
logical errors are due to a language disorder or a problem with speech-sound 
production. Further, when considering language form, if the message is un- 
clear as a result of serious speech-sound production errors, then word order, 
lexical selection, and relations between lexical items are also difkult to as- 
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certain, making the evaluation of expressive semantics, morphology, and syn- 
tax impracticable. 

Therefore, in order to definitively assess all three dimensions of expressive 
language performance, most of the client’s language has to be reasonably com- 
prehensible. For that reason, when a child’s language is unintelligible, for- 
mally assessing most aspects of expression may be tabled until the necessary 
levels of intelligibility have been achieved. 

Poor intelligibility does not prevent one from obtaining limited informa- 
tion about language expression and extensive information about language com- 
prehension. For example, the mere fact that the child is unintelligible suggests 
that phonological testing is required and that the possibilities of phonologi- 
cal process disorder, developmental apraxia of speech, and developmental 
dysarthria should be explored. 

For the unintelligible child, a specific assessment objective ought to be to 
identify the persistent phonological processes (simplification patterns) that 
interfere with intelligible speech-sound production in connected speech. 
This can be done by a standardized test of phonology (Hodson, 1986; Kahn 
& Lewis, 1986; Weiner, 1979) or by transcribing and phonologically analyzing 
the child’s utterances in connected speech (Ingram, 1981; Shriberg & Kwiat- 
kowski, 1986). In general, these procedures require the identification of pho- 
netic patterns in words that the child apparently intends to say and the 
identification of the phonetic patterns actually produced by the child. By this 
analysis, the phonological patterns that differentiate the child’s speech-sound 
production from the adult model are identified. In addition, phonological test- 
ing may include a phonetic inventory (inventory of phonemes used or mas- 
tered), syllable structure analysis (frequency of words having a particular 
syllable structure such as CV, VC, CVC, CCVC, CVCC, and CCVCC), and 
measures of homonymy (frequencies of similar-sounding word approximations 
that represent different meanings such as no/snow and no/nose) in sponta- 
neous speech (Ingram, 1981). 

Another aspect of language that is assessed carefully in the unintelligible 
child is receptiue language. Although expressive language may not be under- 
stood, receptive scores often reveal many clues about the knowledge of lan- 
guage as compared to that of same-age peers. Therefore, another goal of 
language assessment for the unintelligible child is to completely assess re- 
ceptive language skills. 

Standardized tests may be used to determine whether language reception 
approaches age expectations. If it does, one may cautiously presume that the 
apparent expressive language delay is secondary to the speech-sound pro- 
duction difficulties. In this case, a resulting intervention objective is likely to 
be directed at achieving substantial improvement in intelligibility, followed by 
a complete reassessment of language expression and comprehension. 

If standardized receptive language testing indicates that language com- 
prehension is low compared to that of children in the same age range, then it 
becomes necessary to conduct a more detailed analysis of language reception 
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to identify specific aberrant characteristics. The results of standardized test- 
ing may be used to guide a detailed analysis of receptive skills. 

For example, if the standardized tests show that the child has an unac- 
countable dif%ulty comprehending certain parts of speech (e.g., adjectives, 
adverbs, or verbs), certain morphological markers (e.g., -ed endings, -s plural 
endings, or -ing verb endings), or certain sentence structures (e.g., subject- 
verb-object, agent-action-object), then the clinician may create a series of in- 
formal tasks designed to estimate the client’s level of comprehension for each 
identified area of difficulty. 

The specific reception difficulties can be appropriately addressed in inter- 
vention even when poor intelligibility interferes with the comprehensive as- 
sessment of language expression. As with children who display no 
comprehension difficulties, substantial improvement in intelligibility is an 
intervention objective and is followed by a complete reassessment of language 
expression and reception. 

Further, when speech is unintelligible, the oral-mechanism exam becomes 
critical as the unintelligible speech-sound production may be the result of 
anatomical or physiological differences. Sluggish or uncoordinated oral move- 
ments, velopharyngeal incompetence, palatal insufficiency, or other anatom- 
ical or physiological differences may be responsible for the distorted 
speech-sound production. Therefore, a third goal of the language assessment 
for the unintelligible child is to search for any evidence of physical differ- 
ences that may account for speech-sound production errors. 

The hearing of the unintelligible child is screened as a part of the assess- 
ment, in the same way as it is routinely screened for every child who under- 
goes a speech-language assessment. Hearing loss may be the cause of 
unintelligible speech. It is particularly suspect as a cause if receptive lan- 
guage skills are also depressed, nonverbal intelligence approaches or exceeds 
average, and speech production is character&d by hollow resonance, mono- 
pitch, prolonged vowels, and the omission of high-frequency, low-energy con- 
sonant sounds. For that reason, a goal of the assessment for an unintelligible 
child is either to rule out reduced hearing sensitivity or to refer him or her 
for a complete audiological evaluation. 

Voice and fluency can be judged informally when the child’s speech is un- 
intelligible. This is done while taking a conversational speech sample at the 
beginning of the assessment session. If either is judged to be questionable or 
inappropriate, as is also the case with an intelligible child, specific voice and 
fluency testing can be attempted immediately or recommended for a subse- 
quent session. Therefore, a final goal of the assessment for an unintelligible 
speaker is to identify whether voice or fluency testing is indicated. 

Assessing Taciturn Children. When a child’s language performance is 
being assessed and that child hesitates to speak or speaks only rarely, a unique 
set of challenges is presented. The first objective is to determine whether the 
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child is able to speak and chooses not to or whether the child is simply un- 
able to speak. 

If one determines that the child is able to but chooses not to speak, the 
second objective is to determine the factors that contribute to the child’s de- 
cision to remain quiet. For example, a child who can speak but does not may 
opt for silence because of compromised intelligibility, voice disorder, foreign 
accent, dialect, discomfort in unfamiliar settings, or because nonverbal com- 
munication is more effective in achieving desired results, (See the section on 
elective mutism in Chapter 2.) With a taciturn child who can speak but does 
not, it is critical to include in the assessment objectives the identification of 
the child’s reason for electing a silent life-style, since the child’s rationale de- 
finitively influences the proper course of treatment. 

If, on the contrary, one determines that the child is unable to speak, then 
it is important to identify the cause of the child’s inability to use spoken lan- 
guage for communication and the level of competence for both receptive 
and expressive language performance. In order to accomplish this objective, 
refer to the general assessment guidelines that were delineated previously in 
this chapter. 

In some cases, it may be determined that the child is unable to speak and 
also lacks motivation to learn to use language for social communication. If so, 
identify the cause of the language delay, the level of language competence, 
and the social pattern that prevents the child from becoming motivated to 
Ieam to use spoken Ianguage for communication. In most cases these three 
factors are interrelated, since a child who has difficulty learning language 
may consequently lack enthusiasm about social verbal communication. 

In addition to these specific language assessment objectives, when assess- 
ing the language abilities of taciturn children it is important to include test- 
ing in each of the following areas: (1) expressive and receptive language 
performance with regard to content, form, and use, (2) examination of the oral 
mechanism to identify any physical cause for difficulty with learning spoken 
language, (3) hearing screening to identify or rule out the need for an audio- 
logical evaluation, (4) articulation testing for those whose speech production 
is somewhat intelligible, (5) phonological testing for those whose speech pro- 
duction is highly unintelligible, and (6) observations of voice and fluency to 
determine whether further voice or fluency testing is needed. Often, with tat- 

iturn children, some of these assessment objectives must be tabled with the 
intent of gathering more information at the onset of the intervention program. 

Scoring Tests and Interpreting Results 

When the interview, testing, and observations are completed, a primary ob- 
jective is to organize and interpret all the information that has been amassed. 
Scoring and interpreting tests is a significant part of meeting this goal. 
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When scoring and interpreting standard.ized tests, the objectives are to (1) 
accurately and quantifiably compare the child’s performance to age-matched 
peers for a variety of expressive and receptive language activities, (2) cor- 
rectly identify specific areas of strength and weakness, and (3) make solid 
recommendations for language intervention, if appropriate. With these pur- 
poses in mind, carefully score the tests, abiding by the instructions printed in 
the manual and using the manual as a guide for interpreting test results. Ad- 
ditionally, in order to ensure that the standardized test data remains a part of 
the client’s permanent record, take care to check that all identifying infor- 
mation has been provided in the appropriate spaces on the test form. 

Informal tests and observations can be scored and interpreted as well. In 
order to do this, first identify the exact behavior that you wish to observe. Ex- 
amples of observable behaviors include using speech to make requests, com- 
bining words to make short sentences, and amount of time spent in social 
interchange whether verbal or nonverbal. Then, during the session, either 
count the number of times that each behavior occurred or measure the amount 
of time that the child spent engaged in the behavior of interest. If appropri- 
ate, percentages or frequency counts are calculated. It is then possible to use 
this information to informally verify the mastery of identified behaviors so that 
a performance level may be cautiously estimated for the child. 

Summarizing the Resuks 

Once the tests and observations have been scored and interpreted, you should 
have a clear understanding of exactly how the client’s language behavior is 
different from peers and some ideas as to what must change in order for the 
behavior to be brought closer to age expectations. In summarizing what has 
been accomplished in the assessment, answer each of the following questions: 
(1) Does a language disorder exist? (2) If so, what are the exact characteris- 
tics of the language disorder and what can be done to improve the client’s 
language performance? (3) If a language disorder is not identified, what 
prompted the parents to request a language assessment and what can be done 
to reduce, eliminate, or otherwise address their concerns? 

Communicating the Assessment Outcome to Client and Family 

The closing interview is used to communicate the outcome of the language 
assessment to the parents. In general, the same guidelines apply as for the 
opening interview. However, the purpose of the closing interview is not to 
gather information (unless questions emerge through the assessment activi- 
ties), but to address the concerns that the parents expressed during the open- 
ing interview and to share the findings of the assessment session. 

Begin the closing interview by reviewing concerns that the parents have 
expressed about the child’s communication pattern. Then review the tests 
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administered, including each test’s overall purpose and the child’s perfor- 
mance. Finally, share the summary of findings. The parents have a right to 
know whether a language disorder has been identified, the characteristics of 
the language disorder, and the resulting recommendations. If a language dis- 
order was not identified, they also have right to know how that was deter- 
mined, why their concerns about language are unsubstantiated, and what can 
be done about the concerns that they expressed. 

Before leaving the center, the parents are given the occasion to ask any ques- 
tions. The end of the closing interview is an excellent time to provide them 
with that opportunity. 

WRITING THE ASSESSMENT REPORT 

Upon completing the assessment, begin writing the assessment report im- 
mediately. The recollection of the events and of the client’s performance is 
best if pen is put to paper on the same day as the assessment is managed. 

Report Writing 

In approaching the issue of professional report writing, it is important to men- 
tion the report’s fundamental purposes. As a student clinician, it may seem 
that the report is written because it is a practicum requirement. Although 
report writing is a requirement of practicum, the reason for writing the re- 
port is unrelated to whether the clinician is enrolled in practicum, as reports 
are required at every level of experience in the profession of speech-language 
pathology. Instead, the report is written because the sign&ant background 
information and the procedures and findings of the assessment must be doc- 
umented in an accurate, concise, clear, complete, orderly, and purposeful way. 
If you write reports that accomplish these objectives, the reports are useful 
to you, the client, third-party payers, other members of the medical and 
professional community, and members of your own profession who follow you 
in serving the client. 

Accuracy. Writing accurate reports includes verifying any significant back- 
ground information and faithfully representing the procedures used and be- 
haviors observed during the assessment. Accuracy is always enhanced by 
selecting the most appropriate words to document all that is reported. 

Always remember that the report goes out over your signature and that if 
it contains inaccuracies, your reputation will suffer. Therefore, report only 
what happened during the assessment, not what might have happened or what 
you wish had happened. 

Word choices influence accuracy. One particular word selection error that 
is often committed by students is the use of the words can and able when, in 
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fact, ability is difficult to verify by observation, especially when one says that 
the child is twt able to do something. Cannot, wdd not, b not able, and does 
not !ruoe the a&Z@ are all potentially inaccurate word choices because the 
child may very well be able to do something but chooses not to. For the record, 
it is more accurate to describe exactly what the child does or does not do, 
leaving out the question of whether the child has the ability. 

Brevity. Writing concise reports is important because the length of the re- 
port is often the factor that determines whether the report is read by profes- 
sionals who receive it. In my general experience, physicians rarely have time 
to read any report that exceeds two or three pages. insurance companies and 
other professionals may be somewhat more lenient, but no one is apt to read 
an excessively long report. 

If what you write deserves to be read, make every effort to keep it short. 
Weigh your words carefully, omitting all unnecessary verbiage and insignifi- 
cant details. Say what you have to say one time and in the most appropriate 
part of the report. Reports written by new clinicians are often lengthy because 
information is repeated unnecessarily. This is usually done if the clinician is 
unsure of exactly where the information belongs in the report. Upon careful 
proofreading, if you find that you repeat yourself, evaluate the topic carefully 
and decide on the one place to report each fact. 

Clarity. Regardless of how accurate and concise the report, it must also be 
clear so that the people who read it can understand exactly what has happened 
and what is known about the client. This requires that you be specific, use 
impeccable grammar, include significant details, complete each topic before 
moving on to the next, make use of paragraph divisions, and select the most 
meaningful words to represent the concepts you wish to express. You should 
also define medical and professional terms. A person reading the report should 
not have to refer to a medical dictionary or handbook of speech-language 
pathology in order to understand the conditions described therein. 

Clarity is further enhanced by choosing a tense and sticking to it consis- 
tently throughout the report, with only a few, meaningful exceptions. Tense 
switching causes confusions that are difficult for the reader to resolve. As a 
general rule, use the past tense for everything that has already taken place and 
the present tense for describing current status. Avoid the future tense, ex- 
cept in the prognosis and recommendations sections, and in general, avoid 
the past-tense modals (e.g., would, could, should). 

Furthermore, a part of clarity is legibility. All reports should be typed or 
word-processed so that the print is easily read. 

Coxnpleteness. Complete reports require including all significant details. 
To determine whether a particular detail is significant, evaluate whether it 
influences the assessment findings or recommendations. If it does, include 
it; if not, leave it out. 
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Organization. Well-organized reports require a logical order. Using a pre- 
determined format is essential to producing orderly reports. A sample as- 
sessment report format is found in Appendix 3-6. In addition, within each 
section of the format, a chronological or sequential pattern is helpful. Fur- 
thermore, organization is facilitated when each topic is covered completely 
in one place and not revisited throughout the document. 

Rationale. Writing purposeful reports requires including a rationale for 
each clinical decision recorded in the report. Clinical decisions reported in 
assessment reports include the selection of specific tests, assigning diagnosis, 
determining prognosis, and making recommendations. 

Every clinical decision has a rationale behind it. For example, you choose 
to administer certain tests because you believe they are able to provide needed 
information. The fact that the supervisor told you to give a particular test and 
that the test is the only one that you know how to administer are not reason- 
able rationales. In making independent clinical decisions, your thinking must 
go far beyond that. If you do not know why the supervisor suggested the test, 
find out why and document the rationale. If a test is needed that you have not 
given previously, learn how to give it and know why it is recommended as a 
suitable choice for the particular assessment. 

The same applies to all diagnoses, prognoses, and recommendations. None 
of these decisions are made without weighing evidence such as background 
information, test scores, and observed patterns of behavior. Consequently, you 
should always provide the reader with the evidence. 

Parts of the Report 

A sample report format is provided in Appendix 3-6. Refer to it for an out- 
line of the parts that are typically included in an assessment report. 

Identifying Wormation. The first part of most assessment reports, called 
the identifying information, provides basic information about the client. At the 
very least it includes the name, address, and phone number of the client; names 
of parents or guardians; client identification number; languages or dialects; 
referral source, date of report; date of assessment; and the names and quali- 
fications of all students and professionals responsible for managing the case. 

Statement of the Problem. The statement of the problem usually appears 
near the beginning of the report. It is typically a brief quote taken from the 
case history intake form or parent interview, which explains the communica- 
tion concern as expressed by those requesting the assessment. The source of 
the statement is then documented. 
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Background Information. Significant background information is also re- 
ported near the beginning of the report. This data is taken from the case his- 
tory intake form and parent interview, as well as from records received from 
other professionals who have served the child. Always document the source 
of any information not learned through testing and clinical observations (e.g., 
“According to the case history intake form completed by the parent . . . ,” or 
“Dr. Garcia’s medical report, dated WY%, states . . .“), 

When including background information, it is important to pay attention 
to the fact that only sign+ant background information is appropriately sup- 
plied in the report. That means that only information that directly impacts 
the findings or recommendations is to be included in the report as part of the 
background. All other information remains part of the record but is not nec- 
essarily included in the report. 

Testing Procedures and Results. The next section of the report focuses 
on testing procedures and results. This is where one documents the tests se- 
lected, rationale for selecting the tests, and outcome of the testing procedures. 
The bulk of the assessment report comprises this section, which is divided into 
a number of subsections that include (1) language testing, (2) articulation or 
phonology testing, (3) oral mechanism examination, (4) hearing screening, 
and (5) ancillary testing. 

Behavioral Observations/Clinical Impressions. The behavioral obser- 
vations and clinical impressions section typically follows. It is here that you 
report any pertinent information learned through informal procedures such 
as observation and interaction. 

Summary of Findings. The summary of findings is where you briefly sum- 
marize what you learned about the client during the assessment. Incorporate 
only the most salient data from the standardized and informal findings. 

Diagnosis. The diagnosis is a very brief statement that describes the client’s 
condition with regard to language performance only The diagnosis is always 
backed up with evidence, or a rationale. 

For example, the diagnosis may be “moderately delayed language secondary 
to fetal alcohol syndrome (FAS).” The rationale for this diagnosis states how 
you know that language is moderately delayed, and it may include a brief sum- 
mary of standardized tests or observations that led to determining the diag- 
nosis of moderate language delay The rationale also includes how you know 
that the child has FAS, which is most likely by way of parental report or med- 
ical records. 

Diagnoses of conditions that are indirectly related to speech-language sta- 
tus may sometimes be reported as well. Examples include, but are not lim- 
ited to, a diagnosis of mental retardation or emotional disability, and physical 
or medical condition. If these types of diagnoses are included in the report, 
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the appropriate diagnosing professional is cited as the source, along with a 
rationale for including this information in the language assessment report. 

Prognosis. A prognostic statement is a statement of opinion regarding 
whether the client is likely to benefit from intervention. It is not a statement 
of whether the person will eventually achieve age-appropriate skills and it is 
not a guarantee of any kind, as we cannot, and do not, guarantee our services. 
However, when a person is enrolled in intervention, the clinician is obligated 
to consider whether there is reasonable evidence to support potential bene- 
fit from such services. If the evidence indicates that benefits are likely to be 
gained by the client, then intervention is offered as an option. However, if 
the evidence is uncertain, the client has a right to know that the services may 
not achieve the desired results. Further, if the evidence suggests that the client 
is unlikely to benefit from intervention, enrolling that person in an interven- 
tion program is unethical, regardless of who referred the client for services. 

For these reasons, speech-language pathologists are required to prognos- 
ticate. Further, we must provide the evidence, or rationale, on which the prog- 
nosis is based. Some variables that may be considered when weighing the 
evidence include motivation, willingness to participate in the program, fam- 
ily involvement, room for improvement, attendance patterns, complicating 
medical or social conditions, personal emotional stability, and progress in the 
intervention so far. 

Clients may be divided into four prognostic categories. They are (1) clients 
who are likely to benefit from intervention (good prognosis), (2) clients who 
may benefit from intervention but present some variables that may interfere 
with progress (fair prognosis), (3) clients for whom a prognosis cannot be de- 
termined (uncertain or guarded prognosis), and (4) clients who are not likeIy 
to benefit from intervention (poor prognosis). 

Recommendations. The recommendations are usually the last content area 
included in the report, and they appear in list form so that they can be scanned 
with ease. The purposes of the recommendations section are to (1) bring clo- 
sure to the assessment, (2) initiate a plan for addressing the identified com- 
munication problems, and (3) provide the next professional who meets the 
client with a direction in which to proceed. 

The recommendations always include a statement indicating whether in- 
tervention is recommended. This decision is based on the prognosis, as dis- 
cussed in the previous section. For example, for individuals in the first 
prognostic category, it is judged that the person is likely to benefit from in- 
tervention, so intervention is recommended. 

For individuals in the second and third prognostic categories, some factors 
indicate that improvement may be expected as a result of intervention while 
other factors indicate that some variables are likely to interfere with progress. 
Since a definitive prognosis cannot be determined for individuals in these 
categories, intervention is reasonably recommended on a trial basis, or the 
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parents may be given the option to make a decision based on available evi- 
dence as it is presented to them. 

For individuals in the fourth prognostic category, since evidence suggests 
that intervention is not likely to benefit the client, intervention is not recom- 
mended. In fact, it is unethical to recommend intervention under such cir- 
cumstances. However, when stating the evidence and reporting that 
intervention is not recommended, it is sensible to make a statement inviting 
the parents to seek a reassessment in the event that circumstances change. 

The recommendation for or against initiating an intervention program is 
based on whether the evidence indicates that intervention is likely to benefit 
the client. It must never be based on whether there is room in the caseload 
for the client to receive services. Clients have the right to know whether they 
need services, regardless of whether the center that provided the assessment 
is able to follow through on the recommendation. If there is no room in the 
caseload, individuals who need services ethically must be referred to outside 
agencies so that their needs can be met. 

Moreover, a recommendation for intervention is not based on whether 
someone has already assigned that person to receive services. Assignments for 
intervention are not ethically made by uncertified personnel, who may assign 
people to receive services without considering clinical evidence or without 
credentials qualifying them to make such a decision. Only a certified speech- 
language pathologist who has recently evaluated the client is equipped to 
recommend intervention. In contrast, secretaries, school principals, special 
education coordinators, rehabilitation directors, department heads and other 
administrators, and even those who hold political office are not authorized to 
make that decision unless they hold the appropriate certificate of clinical com- 
petence and have recently evaluated the client. 

In addition to making a recommendation with regard to whether inter- 
vention is warranted, the recommendations may also include a few sugges- 
tions for specific intervention objectives. If these are included, the evidence 
leading up to the objectives is included as well. For example, if behavioral 
audiometry is recommended as a part of the intervention program in order 
to prepare the child to participate in an audiological screening, then one does 
not simply state that behavioral audiometry is recommended. The reason be- 
hind the recommendation is also stated, which in this example is to prepare 
for accomplishing the objective of a hearing screening. 

Referrals may also be a part of the recommendations section. Any time 
an assessment indicates that the client needs further testing that is not in- 
corporated in the intervention program, a referral to an outside professional 
is expedient. Some potential referrals include recommendations for educa- 
tional testing, psychological testing, medical examination, or audiological 
examination. 

Finally, questions that remain unanswered may be listed in the recom- 
mendations section. Because of time limitations or human factors, the in- 
terview and testing may not completely answer all questions about the child’s 
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language performance. Usually few, if any, questions remain, and they may 
be listed in the recommendations as issues to be addressed in the immedi- 
ate future. 

Signature Lines. The very last section to appear on the assessment report 
displays the dated signatures and credentials of all professionals and students 
who participated in the assessment and in the preparation of the report. The 
signatures are not inscribed on a report until all revisions have been final- 
ized. By placing your signature on the line, you certify that the information is 
true to the best of your knowledge and that you agree to the findings and rec- 
ommendations contained therein. 

Dissemination of the Report. Clinical reports are ready for dissemina- 
tion within a reasonable time after completion of the clinical service. Some 
centers require that reports be ready within 1 working day of completing the 
service, while others allow up to 10 or 15 working days. 

When ready for dissemination, the completed report becomes part of the 
client’s permanent file at the agency and a copy is often mailed to the parents 
as a matter of record. Copies of the report are sent to outside agencies upon 
request o&y if a signed authorization to release information is obtained from 
the parents and filed in the permanent record. 

Upon completion of the assessment and assessment report, intervention 
is the next step for many clients. Therefore, the chapter that follows begins 
by explaining how assessment information may be used to plan an interven- 
tion program. 
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STUDY GUIDE 3 

1. What does the acronym ASHA stand for? 
2. How does a speech-language pathologist know the minimum expectations 

for professional conduct? 
3. What are some potential consequences for failure to comply with ASHAs 

Code of Ethics? 
4. To whom should you report suspected violations of the Code of Ethics? 
5. To whom does the Code of Ethics apply? 
6. What are the only two circumstances that call for the unauthorized shar- 

ing of information about a client? 
7. What are the purposes of a speech-language screening? 
8. What is the procedure to follow if a child performs below age expecta- 

tions on a speech-language screening? 
9. For what reasons do parents usually initiate a speech-language assess- 

ment? 
10. What is the purpose of the form called “Agreement to Receive Services”? 
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11. What is the purpose of obtaining written authorization to seek and release 
information? 

12. Once all forms have been completed and returned to the center, describe 
the procedures that you follow in order to prepare to manage the child’s 
language assessment. 

13. What should you do if you receive a case history intake form that is in- 
complete or unclear? 

14. What are the fundamental objectives of an assessment? 
15. More specifically, exactly what is accomplished by the language assess- 

ment session? 
16. What are the purposes of the assessment interview? 
17. During the interview, which questions are asked as a matter of routine, 

and why? 
18. What introductory procedures can you follow to facilitate a smooth in- 

troduction to the assessment session? 
1% What do you do if your client is excessively late for an assessment ses- 

sion? 
20. Considering the opening interview, describe the difference between ask- 

ing your questions and collecting the information that the questions seek 
to address. 

21. What question might facilitate the smooth initiation of the opening in- 
terview? 

22. As a clinician, how might you handle each of the following human factors 
during an interview? 

;. 
excessive anxiety on the part of the parent 
a reluctant informant 

c. excessive emotion on the part of the parent 
d. frequent off-topic conversation 
e. bids for taking sides in an argument 

23. What can you do to facilitate the transition from the interview to the test- 
ing format? 

24. What might you do if a child refuses to separate from the parents? Why 
do you choose that oourse of action? 

25. How is rapport established with the child? 
26. What clinical objective can be accomplished while building rapport? 
27. What type of testing may be introduced at the beginning of the session? 
28. Describe the type of feedback that is most likely to encourage a child to 

continue to respond to the requirements of testing. 
29. What can you do to facilitate cooperation? 
30. List some behavioral parameters that are observed during an assessment. 
31. List and describe the parts of the language assessment. 
32. For each part of the assessment protocol, list the specific objectives and 

how they may be accomplished. 
33. Differentiate between a language sample and a conversational speech 

sample. 



CHAPTER 3-AN INTRODUCTION TO LANGUAGE ASSESSMENT 163 

34. Differentiate between standardized and informal language testing. 
35. what are the general purposes for collecting a language sample? 
36. What measures are taken to ensure that the language sample is repre- 

sentative of the child’s speech? 
37. What is done with language sample data ifit is determined to not be rep- 

resentative? 
38. What is MLU and how is it calculated? 
39. What type of information is gained fi-om calculating MLU? What are the 

40. 
41. 

42. 
43. 
44. 
45. 
46. 

47. 
48. 
49. 

50. 

51. 
52. 

53. 

54. 
55. 

56. 

57. 

58. 

59. 

limitations of MLU? 
For what purpose is MLU never used? 
When a language sample is used to evaluate phonological development, 
what types of analysis are usually impractical? 
What is ‘ITR and how is it measured? 
What information is obtained from measuring TTR? 
Describe the purposes of conducting a semantic field analysis. 
Describe how a language sample can be used to evaluate pragmatics. 
Differentiate between the type of client for whom articulation testing is 
appropriate and the type of client for whom phonological testing is ap- 
propriate. 
Describe the purposes of a hearing screening. 
Describe the purposes of an oral mechanism examination. 
Describe the objectives and procedures used to guide a language assess- 
ment when a child is unintelligible. 
Describe the objectives used to guide a language assessment when a child 
is taciturn. 
What are the f&&mental objectives for scoring and interpreting tests? 
What questions are answered when summarizing the accomplishments 
of an assessment session? 
Exactly what is accomplished during the closing interview of an assess- 
ment? 
What are the fundamental purposes of the assessment report? 
What is a clinical decision? What is a rationale? why should ah clinical 
decisions be substantiated by a rationale? 
What is a prognostic statement and why is it included in the assessment 
report? 
Describe the four prognostic categories and how they influence whether 
intervention is recommended. 
In addition to intervention, what types of recommendations may be in- 
cluded in the report3 
W’ho signs the assessment report and when is the report signed? What 
do the signatures at the bottom of the report mean? 

60. What becomes of the assessment report once it has been approved and 
signed? 
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CHAPTER 4 

An Introduction 
to Language 
Intervention 
Guidelines for a 
Client-Centered Approach 

At the wnclusim ofthis chaptec you should be prepared to: 

l Plan a language intervention program; 
l Implement a language intervention plan; 
l Regularly evaluate progress achieved in language intervention; 
l Determine when discharge from language intervention is appropriate 

and plan applicable follow-up procedures. 
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INTRODUCTION 

In the profession of speech-language pathology, a’significant portion of time 
is spent planning and administering intervention programs. This is true for 
most speech-language pathologists, including those in private practice, pub- 
lic and private schools, hospitals, rehabilitation agencies, university clinics, 
and for those connected with special projects. 

Career choices that do not traditionally require a great deal of applied in- 
tervention are occupied by fewer people, and they may include the positions 
of researcher, administrator, academician, and diagnostician. However, even 
diagnosticians are often intimately involved in planning intervention. Further, 
academicians and administrators are most effective if they are experienced 
service providers who are capable of planning and implementing interven- 
tion. Moreover, the researchers ability to identify and solve practical prob- 
lems faced by clinicians is greatly enhanced by firsthand knowledge and 
experience with identifying and treating individuals having communication 
disorders. Th ere ore, the content of this chapter is critical to every student f 
who plans a career in the profession of speech-language pathology, regard- 
less of any intention to specialize. 

Enhancing language development in children is a distinguished goal. Lan- 
guage is a domain that enables people to make their needs and desires known, 
establish meaningful relationships, and succeed academically. Without ade- 
quate language skills, quality of life is almost invariably compromised. For that 
reason, the changes that a competent speech-language pathologist can facil- 
itate in a young child’s life and in the lives of that child’s family members are 
often profound. Although our efforts may at times go unrecognized, it is im- 
portant to take satisfaction in knowing that our contributions usually can, and 
do, make a difference. 

Language intervention, like assessment, is a clinical service, so similar at- 
tention is paid to ethics and confidentiality. These issues are covered in de- 
tail in Chapter 3, and although not repeated here, they apply equally. 
Accordingly, refer to the annual March issue of ASHA magazine for a copy of 
ASHA’s current Code of Ethics. If you have not done so already, read it and 
make a decision to comply, both in intent and in practice. Also review the 
section in Chapter 3 of this volume, called “Guidelines for Clinical Practice,” 
for some elaboration on ethics, qualifications for service delivery, and the con- 
fidential clinical relationship. 

PLANNING LANGUAGE INTERVENTION 

Once a language assessment has been completed, a speech-language pathol- 
ogist often determines that an individual child uses language that is different 
from, but not exceeding, age expectations. In other words, according to def- 
inition (Chapter 2), the tested child is found to have a language disorder. If 
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that is the case, language intervention is often one of the recommendations 
resulting from assessment. Further, as described in Chapter 3, a productive 
assessment identifies some general and some very specific areas of strength 
and weakness. This general and specific information is extremely useful in 
guiding the initial planning for language intervention. 

All recommendations and critical information about strengths and weak- 
nesses should appear in the language assessment report. Although the final 
report may not be available at the time intervention begins, the information 
contained therein is accessible through communication with the diagnosing 
clinician. It is important to obtain this information prior to initiating any in- 
tervention program. 

Following Up on Recommendations 

When beginning to plan intervention, one first reviews the assessment report 
in order to identify any recommendations that require follow-up. In addition 
to the recommendation for language intervention, one may find that further 
testing is advised, that a referral was made to an outside service provider (e.g., 
audiologist, physician, physical therapist, psychologist), or specific long-term 
objectives have been identified by the person conducting the assessment. 
Therefore, prior to beginning to plan an intervention program, the managing 
clinician first develops a plan for following up on the existing set of recom- 
mendations. 

Using General Assessment Data 

Once the clinician has identified the recommendations and is in the process 
of planning follow-up, the assessment report is carefully reviewed so that the 
initial sessions of the intervention program can be planned. In general, the 
reported assessment results enable one to specify the dimensions of language 
that are disturbed. These may include any of the dimensional disturbances 
described in Chapter 2. Further, in a general way, the assessment report pro- 
vides enough information to define the language disorder in terms of the bal- 
ance between performance criteria in both comprehension and production. 

For demonstration purposes, an example follows which will be referenced 
throughout the chapter. This example is presented for illustration only and is 
not to be interpreted as a model program. The sample procedures are only 
presented in order to demonstrate how the explicitly stated principles may 
be interpreted and applied. In order to facilitate a separation of the specific 
example from the generic principles, the example appears in italics through- 
out the chapter. 

By using the general assessment data the disturbed dimensions of language 
are identified, and perhaps some details are described in a limited way For 
the example, assume that the child in the example ti m&, that his name is 
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John, and that he is 52 months of age (4 years, 4 months). Furthermore, sup- 
pose that standardized testing (spec#cally, the standardized test called Test 
of Language Development-Primary, or the TOLD-P) ident@ed the language 
disturbance as generally characterized by a delay in expressive vocabula y (a 
disturbance of the content-form interaction). Table 4-J summa&es the results 
of John’s sample language assessment. 

Using Specific Assessment Data 

In addition to an identification of the general dimensional disturbances, the 
successful assessment session produces some very tangible evidence about 
discrete performances, and this information is used to definitively describe 
the characteristics of the language disorder. It is this distinct information that 
is useful for planning the intervention program. 

In the example (Table 4-l), since a standardized test indicates low perfor- 
mance in expressive vocabula y, more specify testingfollows. ForJohn, a type- 
token ratio (TTR) is calculated, which shows hi-s vocabulay lacks diversity 
(Table 4-I). (TTR is described in Chapter 3.) Further, a semanttifild analy- 
sis is then applied to determine those semantic categories (types of words) used 
by John and those lacking in his spontaneous conversation. (See Figure l-1 
for complete descriptions of semantic categories, and see Chapter 3 for a de- 
scription of the semanticfild analysis.) 

The semantic field analysis for this sample client (Table 4-l) shows that 
words are used wnsistently to represent existence, recurrence, nonexistence- 
disappearance, rejection, denial, and attribution. It also shows that words 
are used to representfirst-per possession but not second- and third-person 
possession, and rarely to indicate locative action, action, or hxative state. Fur- 
thermore, no additional semantic categories are observed in the childs spon- 
taneous speech. 

Moreover, specific idiosyncratic needs of the child that may impact the 
course of intervention are identified by the language assessment. In many 
cases these needs relate to the etiology of the language disorder, age and so- 
ciability of the child, cognitive level, social and cultural orientations, family 
support, and concomitant conditions that directly or indirectly impact com- 
munication development and intervention. For the sake of the example, as- 
sume that the etiology of the language disorder is unclear, intelligence is within 
normal limits, social skills are age-appropriate, family support is reasonable, 
and the child resides in the Midwest and identi.s with a segment of Euro- 
American culture. In addition, the child is diagnosed as having attention deficit 
disorder in addition to the language delay (Table 4-l). 

Using all this information, a clinician establishes goals that begin to address 
the idiosyncratic needs of the child. From the evidence, the intervention pro- 
gram of the example case logically begins by addressing those aspects of lan- 
guage that are used inconsistently and those that are likely to interfere with 
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Summary of Assessment Results 

Client’s Name: John 
Client’s Age: 52 months (4 years, 4 months) 
Diagnosis: Expressive language delay, primarily limited to delayed expres- 

sive vocabulary (a content-form interaction). This was deter- 
mined by standardized testing, type-token ratio, and semantic 
field analysis. 

Etiology: Uncertain 
Concomitant 
Symptoms: Attention Deficit Disorder (ADD) 

Standunked 
Test Results: subtest Standard Score Percentile 

Informal Test 
Results: 

Picture Vocabulary 10 50 
Oral Vocabulary 5” 5” 
Grammatic 10 50 
Understanding 
Sentence Imitation 9 37 
Grammatic 8 25 
Completion 
Word Discrimination 11 63 
Word Articulation 12 75 
Type-token ratio (‘ITR) of .32 indicates that vocabulary lacks 
diversity. 
Semanticfield analysis indicates: Semantic categories used 
consistently are existence, recurrence, nonexistence-disappear- 
ance, rejection, denial, and attribution. 
Semantic categories used inconsistently are possession (used to 
represent first-person possession, but not second- and third- 
person), locative action, action, and locative state. 
Semantic categories not used at all are state, quantity, notice, 
dative, additive, temporal, causal, adversative, epistemic, speci- 
fication, and communication. 
(See Figure l-l for description of semantic categories.) 

*Significantly below age expectations. 

the client’s ability to benefit from intervention and/or succeed academically. 
Those aspects of language that are used consistently are not addressed be- 
cause apparently they have been mastered by the child. Those aspects of lan- 
guage that are not used at all are not addressed directly because the child may 
not be developmentally ready to comprehend and use them. (However, they 
maybe brought to the child’s immediate attention in preparation for later work.) 
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It is, however, the aspects of language that are used inconsistently that are 
likely to be chosen as targets (1) because they have not yet been mastered, 
and (2) because inconsistent use suggests that the child is somewhat aware of 
them and therefore may be developmentally ready to begin to include them 
in the expressive repertoire. More speci!ly, with reference to the example, 
the semantic categories of possession, locative action, action, and locative state 
are selected to be addressed in intervention because these are the categories 
that are used inconsistently. (See Figure 4-l.) 

In addition, the example intervention program addresses the sample child’s 
need to learn to focus attention and manage distractions (Table 4-l). This di- 
rection is pursued in an attempt to provide the child with strategies to com- 
pensate for the concomitant condition of attention deficit disorder because it 
is likely to impede clinical intervention and eventually academic progress. By 
learning to make the nwst of incoming stimuli, language acquisition can be 
facilitated, potential eficiency of language intervention is increased, and 
preparations are made to improve the likelihood of academic success. 

Writing Language Intervention Objectives 

Once you have determined what you want to accomplish in intervention and 
why, you are ready to begin writing the intervention objectives. Long-term 

identify all semantic categories used by the child. 

Semantic cate- 
gories used 
consistently. 

Do not target. 
Child has prob- 
ably mastered 
the semantic 
categories. 

Semantic cate- 
gories used in- 
consistently. 

Target. Child is 
somewhat aware 
and may be 
developmentally 
ready to com- 
prehend and 
use the seman- 
tic categories. 

Semanticcategories not used at 
all. 

Do not target May evaluate 
yet. Child may further. Child 
not be develop- may not have 
mentally ready. had opportunity 
May introduce to use semantic 
to prepare for categories. 
later work. 

Figure 4-I. Identifying lexical targets through semantic field analysis. 
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and short-term objectives are both critical parts of the process of planning 
language intervention, so they are both discussed below. 

Long-Term Objectives. Long-term objectives are written first in order to 
define the expected communication status of the client at the time of dis- 
charge. For that reason long-term objectives are often called terminal objec- 
tives or discharge objectives, Long-term objectives are usually somewhat 
general and are established bye xamining the overall fIndings of the assessment. 

In the example, the child is ident@ed as huving attentzon de&it disorder 
and a d&zy in expressive vocabukz y (an aspect of language content-form in- 
teraction). Assuming that 120 wgnitive barriers prevent, the accomplishments 
that are tightly expected at &&urge, are (1) achievement of age-appropriate 
expwssive and receptive vocabuluy, (2) rnarraging distractions so thut they 
donot~nt~~ewithperfonnance,and(3)j~ngattentlontocomp2etetasks 
(Table 4-2). . 

Exactly how these long-term objectives are documented is important.Al- 
though somewhat general, the written long-term objectives must be clear to 
anyone who has access to them, including parents, teachers, social workers, 
psychologists, physicians, audiologists, ancillary professionals, and other 
speech-language pathologists. The reason why the objectives must be clear 
to individuals outside the profession is that their input is often very valuable 
in evaluating progress toward achieving the objectives, and also because those 
who care enough to read the written intervention plan deserve to understand 
what it says. 

The reason the objectives must be absolutely clear to other members of 
the profession of speech-language pathology is because the case may be picked 
up by someone else with little or no advance notice, and the next professional 
who sees the client may need to apply the objectives with minimal opportu- 
nity for detailed discussion. Family emergencies, medical emergencies, sud- 
den or serious illness, and change of employment are all reasons that may 
result in an abrupt change of clinician, requiring that an unfamiliar speech- 
language pathologist implement the objectives you write. 

Expected Status at Time of D&charge 

Problem Identiid Expected Memention Outcome 

Delayed language, speci&aUy Achievement of age-appropriate expressive vo- 
expressive vocabulary. cabulary. 
Attention deficit disorder. (I) Focusing attention to complete tasks. 

(2) Managing distractions so that they do not in- 
terfere with performance. 
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It is often the case that unclear written objectives are not completely un- 
derstood by the one who writes them. That is how they come to be written in 
a way that is not lucidly clear to others. For that reason, it is essential that the 
clinician have a firm grasp of what is to be accomplished in intervention be- 
fore committing these intentions to paper. 

In order to be clear, the long-term objectives explicitly state (1) who (2) will 
do what, (3) to what degree of mastery and (4) under what circumstances. 
Consequently, a prima y long-term objective fM- the client in the example may 
read something like this: ‘IJohn will perform within age expectations on the 
Oral Vocabula y subtest of the TOLD-P (given at assessment) and will achieve 
a TTR of 0.5 as measured by a spontaneous language sample. ” (See Table 4-3.) 

In addition to being clear, an objective must be associated with a clearly 
stated rationale, the rationale being the tangible evidence on which the ob- 
jective is based. For the example, the evidence is the stamdardized test results 
that led to the io?enti$cation of a delay in expressive vocabula y. Thus, the 
stated rationale in the example may be ‘because standardized testing and 
TTR indicate delayed petformunce in language content-form and the delay is 
spec@cally characterized by an expressive vocabula y that lacks diversity.” 
(See Table 4-3.) 

Short-Term Objectives. Short-term objectives clearly define the imme- 
diate steps to be achieved while working toward a particular long-term ob- 
jective. These are taken from the more specific assessment data that is used 

Anatomy of a Long-Term Objective 
Lmg-Term Objectives Explicitly Stated A Long-Term Objective for the Exampk 

(Part I) (Part II) 

(1) Who? 
(2) Will do what? 

(3) To what degree of mastery? 

John 
will perform 

within age 
expectations 

will achieve 
‘ITR of .5 

(4) Under what circumstances? 

(5) Why? (Rationale) 

on the Oral as measured by 
Vocabulary subtest a spontaneous 
of the TOLD-P sample 
because standardized testing indicated 
delayed performance in the interactions 
between language content and form, 
specifically characterized by an expres- 
sive vocabulary that lacks diversity. 
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Baseline Frequency of Occurrence of the Proposed Targets 
When Obligated by Context 

Proposed Target Baseline Frequency 

A Second-person possessive pro- 30% 
duction 

B Third-person possessive produc- 30% 
tiOll 

C Locative action production 35% 
D Action production 35% 
E Lmative state production 20% 

to define the particular weaknesses of the child. In the example, the spectific 
testing includes a semantic field analysts which ident@es four semantic cate- 
gories that the child uses inwnsistently. Thus the short-terri goals seek to fa- 
cilitate the emergence of these apparently deficient semantic categories. 

Before actually beginning to write the short-term objectives, it is impor- 
tant to obtain quantified baseline data describing performance in the target 
area. Since in the example we wish to fditate the emergence of words that 
represent second- and third-person possession, locative action, action, and 
locative state, baseline data is collected to estimate the frepency of occurrence 
of these targets when obligated by context. 

For example, since we are interested in targeting words that represent third- 
person possessiues (his, hers, her, their, Joe’s, Majs), we obtain a baseline for 
expression of the semantic catego y by associuting items with a particular per- 
son, puppet, or doll, and then asking the child to ident@ to whom each item 
belongs (e.g., “Whose boat is this?” “Whose book is thi.9”). 

For the sake of the example, assume baseline data indicates that the child 
produces 3 of 10 expressive opportunities (30 percent) for that particular tar- 
get. The procedure is repeated for all proposed targets (Tabb 4-4). 

As with long-term objectives, the short-term objectives follow the format 
of defining exactly (1) who (2) will do what, (3) with what degree of mastery 
and (4) under what circumstances (Table 4-5). The short-term objectives are 
very specific. Each can be accomplished within a few weeks or months and, 
if accomplished, will bring the client closer to reaching one of the discharge 
objectives (Table 4-2). Further, as with long-term objectives, a rationale clearly 
defines the evidence on which the objective is based (Table 4-5). The fol- 
lowing set of short-term objectives corresponds to the long-term objective in 
the example. 
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Anatomy of a Short-Term Objective 

To What De- Under-What 
W$U Do WIurt gree of Mastey Cfrcumstanc43s Whq 

(A) 
John 

W 
John 

(C) 
John 

(D) 
John 

09 
John 

willusewords 
representing 
second-person 
possessive 

will use words 
representing 
third-person 
possessive 

will use words 
representing 
locative action 

will use words 
representing 
action 

will use words 
representing 
locative state 

for 8 of 10 
opportunities 

for 8 of 10 
opportunities 

for 8 of 10 
opportunities 

for 8 of 10 
opportunities 

for 8 of 10 
opportunities 

inaspontaneous 
conversation. 

in a spontaneous 
conversation. 

in a spontaneous 
conversation. 

in a spontaneous 
conversation. 

in a spontaneous 
conversation. 

This objective 
was selected 
as a result of 
semantic field 
analysis and 
standardized 
testing. 

This objective 
was selected 
as a result of 
semantic field 
analysis and 
standardized 
testing. 

This objective 
was selected 
as a result of 
semantic field 
analysis and 
standardized 
testing. 

This objective 
was selected 
as a result of 
semantic field 
analysis and 
standardized 
testing. 

This objective 
was selected 
as a result of 
semantic field 
analysis and 
standardized 
testing. 
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B. 

C. 

D. 

E. 
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John will use second-person possessives (e.g., your, yours) for 8 out of 10 
opportunities in a spontaneous conversation. This objective is selected 
as a result of semantic field analysis and standardized testing. 
John will use third-person possessives (e.g., his, hers, its, their, theirs, 
Sam’s, Tina’s) for 8 out of 10 opportunities in a spontaneous conversa- 
tion. This objective is selected as a result of semantic field analysis and 
standardized testing. 
John will use words representing locative action (e.g., going in, coming 
out, going up, coming down, putting on, taking off) for 8 out of 10 op- 
portunities in a spontaneous conversation. This objective is selected as a 
result of semantic field analysis and standardized testing. 
John will use words representing action (e.g., run, jump, walk, roll, throw, 
eat, drink) for 8 out of 10 opportunities in a spontaneous conversation. 
This objective is selected as a result of semantic field analysis and stan- 
dardized testing. 
John will use words representing locative state (e.g., in, out, on, under, 
next to, beside, between) for 8 out of 10 opportunities in a spontaneous 
conversation. This objective is selected as a result of semantic field analy- 
sis and standardized testing. 

Developing Procedures That Address Short-Term Objectives 

Procedures address the short-term objectives directly and the long-term ob- 
jectives indirectly. Written procedures clearly define the activities that are to 
be completed by the client and clinician in order to achieve the short-term 
objectives. Anyone reading the description of the procedure or observing it 
in process must be able to see clearly how the procedure relates to and serves 
to accomplish the objective. Further, the evidence on which the procedure is 
based (rationale) is included in the description so there will be no question 
as to how the procedure is intended to accomplish its purpose. 

The written description of the procedure describes the clinical activities 
and lists the materials needed in order to accomplish the activities. U&g the 
same example, let us develop two procedures that may be used to accomplish 
short-term objective B (as proposed in Table 4-5). The objective states that 
]ohn will use third-person possessives (e.g., his, her, hers, their, theirs, Sam’s, 
Tina’s) for 8 out of 10 opportunities in a spontaneous conversation (80 per- 
cent). Baseline data shows that John used the forms at approximately 30 per- 
cent accuracy prior to initiating the intervention program (Table 4-4). 

In order to accomplish this objective, it is important to present John with 
opportunities to hear third-person possessives being used in simple contex- 
tual speech and for these words to be clearly and systematically associated 
with the possessive relationship between a third person and an object. It is aLso 
importantforJahn to have the opportunity to attempt to label the third-person 
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possesshe relationship as it occurs in a notural context. The example proce- 
dures described in Figures 4-2 and 4-3 may be used to accomplish that end. 

The Language Intervention Plan 
The intervention plan-also called the individualized educational plan (IEP)- 
is a document that is written at the initiation of the intervention program. 
The purpose of the written plan is to formally document baseline informa- 
tion and the intervention proposal and to communicate this data to appro- 
priate family members and professionals. The exact form, length, and amount 
of detail vary according to setting. For demonstration purposes, two sample 
intervention plan formats appear in Appendices 4-l and 4-2. 

Ail the general report-writing guidelines delineated in Chapter 3 apply to 
intervention plans. The plan typically includes the following parts: (1) identi- 

Materials: boy doll (Sam), girl doll (Tine), cookies, juice, tbur napkins, four 
cups, tea party set for iixx, small table, and four small chairs. 
Location and Set-Up: Room 6. Place Sam and Tina (dolls) in chairs and 
set the table. 
Tlme: I O-l 5 minutes. 
Actlvltles: The clinician gives a cookie to Sam and says: ‘I giw Sam a 
codde. That cookie is Samb. It is his axkie.‘ Each time the ciiniclan says 
a word representing the third-person possessive relationship (in italics here), 
the clinician emphasizes the word slightly and gestures toward the posses- 
sive relationship. Each time the clinician gives Sam a cookie, the sentences 
or uatiations of them are systematically repeated, using a corrwxsationai 
tone. Similar sentences and gestures are repeated to describe the posses- 
sive relationship betvveen Sam and his cup, napkin, chair, and spoon. The 
same procedure is also executed to clearly describe Tina possessive re- 
lationship to her cookie, cup, napkin, chair, and spoon. (John and the clin- 
ician’s possessive relationships with the same items are defined for John in 
object& A.) Small talk related to the tea patty Is expected in addition. 
Rational& By experience with hearing and using the third-person posses- 
sive in the appropriate contexts, John will begin to use the semantic reia- 
tionships in conversational speech. 
Evaluation: The clinician evaluates John’s expressive command of third-per- 
son possessive by asking him to express to whom each item belongs. 
(Probes include: “Whose cookie Is this?” “Whose chair is this?’ etc.). 

Figure 4-2. Clinical Exam le: Procedure 1 may be used to accomplish 
short-term objective B (Tea arty). 8 
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fMerl8fs: boy doll (Sam), girt doll (fina), boy and ghl doll clolhes (boots, 
shoes, socks, sla&, shirts, bm tie, hats, skirts, dresses, blouses, jewelry, 
play makeup, etc.), mirror. 
Location 8 Set Up: Room 6. Sam and Tina (dolls) are sitting on top of 
a box full of doll clothes beside a doll-length mirror. 
Time: IO-1 5 minutes. 
ActblUes: Clinician identifies each clothing item as Sam’s (his) or Tina’s 
(hers). John is encoutaged to undress and dress the rag dolls, and is en- 
couraged to match the clothes with the appropriate doll. The clinician con- 
tinues to verbally label the items according to owner and encourages John 
to do the same. The mirror is used to allow each doll to visually exarn- 
Ine his or her self. Informal conversation is expected in addition. 
Rationale: By experience wlth hearing and using third-person possessive in 
the appropriate contexts, John will begin to use the semantic relationships 
in conversational speech. 
Evaluation: The clinician ev8luates John’s expressive command of third-per- 
son possessive by asking him to express to whom each item belongs. 
(Probes Include: “Whose boot is this?’ ‘Whose makeup is this?” etc.). 

Figure 4-3. Clinical Example: Procedure 2 May be Used to Accomplish 
Short-Term Objective B (Dress Up). 

@ing information, (2) diagnosis, (3) significant bacicground information, (4) 
objectives and procedures, (5) prognosis, (6) recommendations, and (7) dated 
signatures with credentials, The first three sections are very similar to the in- 
formation that appears in the most recent assessment report for the same 
client, as identi$jng inform&on, diagnosis, and @#cant background in- 
form&on do not usually change between assessments. Having been described 
previously, they will not be revisited in this section. 

Objectives and Procedures. The objectives and procedures section is writ- 
ten in order to document the long-term objectives, short-term objectives, 
and procedures for the particular client. Strategies for developing this aqect 
of the interwntion plan, and some pertinent examples, appear in Tables 4-l 
through 4-5 and Figures 4-2 and 4-3. 

In the plan, more than one long-term objective may be presented as, even 
in our simple example, it is possible to write a number of long-term objectives. 
(See proposed targets of Table 4-2.) Further, several short-term objectives 
appear under each long-term objective, a number of procedures may coin- 
cide with each short-term objective, and some procedures may be used to 
address several short-term objectives simultaneously. Therefore, a few options 
exist for recording objectives and procedures. Some clinicians prefer to out- 
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line them according to Appendix 4-3. However, an alternative way in which 
to report objectives and procedures is to report corresponding long- and short- 
term objectives together, separating the procedures section and taking care 
to refer to the appropriate short-term objectives when describing each pro- 
cedure. This method may be selected if certain procedures address more than 
one objective. In this case, the format that appears in Appendix 4-4 may be 
a more useful guide. 

Prognosis. It is likely that the prognosis section of the plan is very similar 
to the prognosis that appears in the most recent assessment report. However, 
if additional evidence emerges, it is considered and the prognosis is revised 
as needed. Some evidence that may emerge, if a client is in intervention, is 
response to treatment and details about behavioral patterns that become ap- 
parent as a result of continued and regular contact with the child. In deter- 
mining prognosis, one considers these and all the variables suggested in the 
prognosis section of Chapter 3. 

As with the prognosis described in Chapter 3, if the evidence gives ade- 
quate reason to suspect that the client is likely to benefit from intervention, 
then the intervention plan is legitimately carried out. If such reasonable evi- 
dence is not available, then the client is discharged or admitted to interven- 
tion for a brief trial period to determine whether the client is likely to benefit 
from intervention. 

Recommendations. The recommendations section usually follows the 
prognosis. Since writing the intervention plan indicates that treatment is about 
to begin or is in progress, it is unnecessary to write a recommendation for or 
against treatment. However, if intervention is being conducted on a trial basis, 
then one of the recommendations specifies the length of trial and proposed 
method for evaluating whether treatment continues beyond the trial period. 
Further, the recommendations include any referrals not yet carried out (e.g., 
medical, educational, psychological), formal communication to be initiated 
(e.g., seeking information from parents or professionals), activities that are 
preparatory for an upcoming clinical event (e.g., behavioral audiometry in 
preparation for hearing evaluation), and testing scheduled to take place while 
the intervention plan is in effect. 

Signatures. As with the assessment report, the very last section of the plan 
is composed of the dated signatures and credentials of all professionals and 
students who participated in the writing of the report and are in the process 
of contributing to planning and executing of the intervention program. Your 
signature on the plan indicates that you have read it, that you agree to its con- 
tents, and that you take responsibility for executing it. For that reason, no 
one signs the report until all revisions are complete. 

The signature of a family representative may also be included in this sec- 
tion. If included, the family member’s signature indicates that the person has 
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had the opportunity to read, question, and comment on the report. However, 
it does not necessarily mean that the family member has participated in the 
preparation of the report in any way 

Using Results of Intervention to Establish New Targets 

Sometimes it is necessary to establish or revise a plan after a child has received 
intervention for a period of time. Some possible reasons for this may be that 
(1) the intervention plan has expired, (2) the short-term objectives have been 
achieved, or (3) the certified speech-language pathologist managing the case 
determines that the plan is no longer appropriate. When this happens, the 
process of establishing targets is somewhat modified in that one takes into 
account, not only the available assessment data, but also the achievements 
resulting from intervention. 

When revising a plan, always refer back to the most recent assessment in 
order to identify the diagnosis and supporting evidence. For the example, 
this information appears in Table 4-L Then refer to the previously identi- 
fied long-term objectives that are documented in the client’s previous in- 
tervention plan(s) (Tables 4-2 and 4-3). Since long-term objectives 
rightfully reflect the client’s expected status at the time of discharge, plans 
are made to continue to systematically address each discharge objective, 
unless you suspect that the client has reached a long-term objective or un- 
less the long-term objectives are no longer appropriate due to some signif- 
icant change in status. 

In order to address each long-term objective, one must first obtain defini- 
tive information about the client’s current performance status with regard to 
each. For the purpose of demonstration, our discussion elaborates only on 
the one long-term objiective that appears in Table 4-3. 

For the sake of the example, suppose that the reason for revising the pkzn is 
that]ohn has reached criterion on all of the short-term objectives (Table 4-S) 
that were initially deveZoped. In order to continue to move in the direction of 
the long-term objective (Table 4-3), it is now necessary to establish a new set 
of short-term objectives. Therefore, the next step is to identify the short-term 
objectives that are most appropriate for the client’s current performance level. 

Since the example intervention program (Tables 4-S and 43) targets se- 
mantic categories in order to achieve age-appropriate vocabulary and in- 
crease lexical diversity, we return to the results of the sample semantic &ld 
analysis as reported in Table 4-1. Further informal assessment then takes 
place in order to identijy the semantic categories that are appropriate for wn- 
tinued intervention. 

The targets (in the case of the example, semantic categories) not previ- 
ously mastered and not recently targeted are probed according to the crite- 
ria presented in Figure 4-l. From that probe, the semantic categories that 
are found to be used consistently and those that are not used at all are not 
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considered for targeting, for the reasons outlined in the figure. However, those 
used inconsistently are considered as potential targets. 

Next, baseline data are collected and short-term objectives and corresponding 
procedures are developed in order to facilitate the development of the new tar- 
gets. Methods for collecting specific baseline data and for developing short-term 
objectives and corresponding procedures are described earlier in this chapter. 
Ewrmples appear in Tables 4-4 through 4-7 and Figures 4-2 and 4-3. 

Reporting Progress 

In university speech and hearing centers, progress is typically reported at the 
end of each academic term, and a progress report that is separate from the in- 
tervention plan is used to record the accomplishments of the program. The rea- 
son that separate reports are used to record planning and progress in university 
settings is that each case is closed at the end of term and then picked up by a 
new clinician, and perhaps even a new supervisor, when the next term begins. 

A sample progress report format is shown in Appendix 4-5. The signifi- 
cant difference between it and the Intervention Plan (Appendices 4-l through 
4-4) is in section 4, “Objectives and Progress.” In this section, each long- 
term objective is written with its corresponding series of short-term objec- 
tives. In a progress report, progress toward criterion is described and/or 
quantified under each short-term objective. 

Further, section 5 of the Progress Report (“Clinical Impressions”), is simi- 
lar to the same section in the Assessment Report (Appendix 3-S). The clinical 
impressions section puts forth any pertinent information that is not included 
elsewhere in the report and is likely to benefit the next managing clinician. 

Settings other than university clinics follow a similar procedure for report- 
ing progress. However, since it is not usually necessary to close each case at 
the end of the academic term, each revised intervention plan is likely to in- 
clude a section on reporting progress. 

The frequency with which progress reports are written varies depending 
on setting. For example, in university speech and hearing centers, the re- 
ports coincide with academic terms; and in schools, the reports coincide with 
state guidelines and perhaps the academic year. Hospitals, private agencies, 
rehabilitation centers, and other settings vary in their requirements for doc- 
umenting progress. In general, progress reporting is done on a regular basis, 
it coincides with revision of intervention plans, and there should always be a 
current intervention plan on file with progress reports that correspond to all 
expired or completed plans. 

IMPLEMENTING A LANGUAGE INTERVENTION PLAN 

Although developing and writing clear and accurate plans is essential to the 
success of the intervention program, it does not ensure attainment of the de- 
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sired results. The plan has to be carried out effectively and must be adapted 
as needed in order to suit the changing needs of the client. 

Preparing and Organizing tbe Language Program 

Effective administration of the intervention program begins with prepara- 
tion for each session. Several suggestions for assessment preparation are de- 
tailed in Chapter 3 and, in essence, they apply to preparation for intervention 
as well. These suggestions include familiarizing one’s self with the plan and 
materials, collecting and organizing the materials, rehearsing some of the ac- 
tivities (especially as a new clinician), and preparing the setting prior to be- 
ginning the session. 

Lesson Plans. As a student clinician, a detailed weekly (or daily) lesson plan 
is an important part of planning and administering the intervention program. 
These plans are necessary for a number of reasons: (1) The weekly lesson 
plan forces the inexperienced clinician to consciously address the changing 
needs and progress of the client on a frequent and regular basis; (2) It pro- 
vides the clinical supervisor with information about the student clinician’s 
problem-solving skills, ability to identify and address the changing needs of 
the client, and practical grasp of the clinical situation overall; (3) It provides 
the supervisor with an opportunity to evaluate and comment on the plan be- 
fore it is carried out; (4) It provides the supervisor with an outline that can be 
referenced while observing the clinical activities in progress. 

Weekly lesson plans come in a variety of formats. Usually they include a 
minimum of identifying information, a brief statement of diagnosis, long-term 
objectives, short-term objectives to be addressed in the sessions, procedures 
corresponding to each short-term goal {as outlined in Figures 4-2 and 4-3), 
a list of materials needed to carry out each procedure, and an evaluation of 
progress achieved during the previous lesson plan period. . 

For student clinicians, lesson plans are submitted to the supervisor in ad- 
vance, revised as necessary, and administered once approved by the clinical 
supervisor. Revisions and suggestions are made by the supervisor so that the 
student clinician may benefit from the experience of the certified professional 
who is ultimately responsible for overseeing the management of the case. 

Establishing Rapport 

All that was said about establishing rapport in Chapter 3 (on assessment) ap- 
plies to intervention as well. The notable exception is that in an intervention 
program you have access to more time for the development of the clinical re- 
lationship since the child returns for two or three sessions each week. 
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General Suggestions for Facilitating Change in Behavior 

The concept of providing what is called “intervention” implies by its very name 
that someone (i.e., a clinician) does something to or for someone else (i.e., a 
client) in an attempt to intercept (i.e., intervene in) an identified behavior pat- 
tern and change it in some way. Generally, in language intervention, it is a 
new communication behavior that is to be acquired by the client. In many 
cases, an old behavior is suppressed at the same time. 

In an @art to demonstrate how this may be applied, let us continue with 
the example (Tables 4-1 through 4-5 and Figures 4-2 and 4-3). The new be- 
haviors that are to emerge in the demonstration are expressive use of words 
representing second- and third-person possessive, locative action, action, and 
locative state. Since the example targets third-person possession, let the ex- 
ample continue with that objective and say that spec@cally, words representing 
third-person possession will be acquired according to short-term objective B 
of Table 4-5. In order to acquire this new pattern, it may be necessary to sup- 
press an old pattern, depending on what the child is already doing to repre- 
sent the target forms. For example, if the child is not representing third-person 
possession at all, then only a new pattern is presented and learned and no old 
patterns are suppressed. Howevec ifthe child is substituting the third-person 
objective case (e.g., him/his, them/theirs) or omitting the -s possessive mor- 
phological marker (e.g., ~ary/~aryS), then the old pattern must be suppressed 
as the new pattern emerges. From a clinical perspective, it is important to un- 
derstand exactly how these changes in the client’s behavior may be systemat- 
ically orchestrated. 

The A-R-C Paradigm. 

Antecedents. In attempting to change a person’s behavior, one often fol- 
lows a fairly simple three-step process that is referred to as the A-R-C para- 
digm. In this paradigm, the A stands for autecedent, or the event that elicits 
the target behavior. It is called the antecedent because it generally hap- 
pens immediately before the target. Some call it an antecedent stimulus or 
a stimulus, which makes sense because it not only happens before the tar- 
get, it is what is done to stimulate the client to produce the target. 

Responses. The R of the A-R-C paradigm stands for response, meaning 
the client’s response to the antecedent stimulus. This is also called the target 
behavior, and its exact nature is driven by a short-term objective. 

Consequences. The letter C represents consequence, which is also called a 
consequent stimub~, stimulus, or reinforcer. The consequence is what oc- 
curs immediately after the response to the antecedent stimulus. A carefully se- 
lected consequence serves to either increase, maintain, decrease, or extinguish 
the client’s response behavior. Logically, increasing or maintaining the response 
is the desired effect for language patterns that we hope to strengthen. How- 
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ever, a carefully selected consequence can be effective for decreasing and ex- 
tinguishing undesired behaviors that may need to be suppressed in order to 
manage behavior or in order to allow desired behaviors to emerge. 

ControUing Response by Controuing Antecedents and Consequences. Using 
the A-R-C paradigm requires that one carefully identity and control all three 
aspects: the antecedent, the response, and the consequence. The first to be 
identified and controlled is the desired response, or target behavior, which is 
controlled through the antecedent and consequence. Fur the example (Ta- 
bks 45 and 4-6), the responses are idknti~d as prvductkm of words repre- 
senting third-person possession. 

Then, it is important to plan circumstances or procedures under which the 
target is likely to occur. These circumstances are the antecedent stimuli. Plan- 
ning the antecedent is an important step because it is critical that the clini- 
cian select antecedents that are likely to elicit the desired response or target. 
A poorly planned antecedent may result in a response but not the one that is 
targeted, yielding the plan ineffectual for accomplishing its purposes. For the 
example, some suggested antecedents are &&bed in the tea party and dress- 
up procedures (Figures 4-2 and 4-3, and Table 4-6). 

Finally, it is important to plan a consequence that is likely to have the desired 
effect on the client5 responsive behavior. If the response is a behavior that we 
hope to strengthen or develop, then the consequence is designed to increase or 
maintain the behavior (Table 4-6). Ifit is a behavior that we hope to suppress, 
then the consequence is designed to decrease or extinguish the behavior. 

Hierarchy of Rdnforcers. A variety of consequences can be used to 
strengthen a response pattern. However, they range in effectiveness and in 
potential for facilitating carry-over to natural communication. A hierarchy 
of reinforcers that includes four types has been identified (Cole & Cole, 1989) 
(Table 4-6). For that reason, one carefully selects the consequences in order 
to maximize the desired effect. 

Primay reinfm are at the lowest end of the reinforcer hierarchy (Table 
4-6). That is, they are the least effective and they are not particularly apt to 
facilitate carry-over to natural communicative contexts. Primary reinforcers 
are reinforcers that fulfill a physical need, such as hunger or thirst. They may 
include frosted cereal, chips, candy, food of any hind, and beverages as a re- 
ward for language behavior. Primary reinforcers (e.g., food and beverages) are 
recommended with reservation because (1) their presence in the mouth in- 
terferes with the child’s ability to participate in activities requiring speaking, 
(2) they increase salivation, causing further interference, (3) they often pre- 
sent a distraction from the language-learning activity, and (4) unless used at 
mealtime, they usually require that one introduce a consequence that is not 
related to either the response or the activity at hand. 

The second level of reinforcer is the actMy reinfker (Table 4-6). Activ- 
ity reinforcers are exercises that the child is allowed to do as rewards for per- 
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The A-R-C Paradigm 
Situ&on. The procedure is the dress-u 
clinician has identified each article of c P 

example that appears in Figure 4-3. The 
othing according to its owner. John has 

taken the footwear off both rag dolls and appears to be interested in replacing Sam’s 
with a pair of boots. 
Antecedent. Clinician shows John Sam’s boots and Tina’s boots and says: Whose 
boots do you want? His or hers?” 
Response. John says, “his boots.” 

Level Reinforcer 
conse9uenceoptions 

Pott?nti Problems Suggested Use 

(1) primary 

(2) Activity 

(3)Socid 

(4)Cmntic- 
nication 
success 

Clinician puts a 
treat in John’s 
mouth and then 
hands him the 
requested boots. 

Clinician pro- 
vides an oppor- 
tunity for John 
to put a piece 
a puzzle and 

in 

then hands him 
the requested 
boots. 

Clinician says, 
“Good speech,” 
and then hands 
John the re- 
quested boots. 

Clinician hands 
John the re- 
quested boots 
and then contin- 
ues with the 
procedure. 

(A) Food in mouth 
interferes with speech 
production. 
(B) Salivation inter- 
feres with speech pro- 
duction. 
(C) Demonstrates to 
the child an unnatural 
and apragmatic re- 
sponse to a verbal re- 
quest for boots. 

(A) Activity may de- 
tract from the proce- 
dure. 
(B) Activity takes time 
from the procedure. 
(C) Demonstrates to 
child an unnatural and 
apragmatic response to 
a verbal request. 

(A) Demonstrates to 
child an unnatural and 
aP* 

r 
atic response to 

a ver al request. 

Some children need 
lower levels in order to 
maintain interest. 

(a) Use only if child 
is not motivated by 
higher levels. 
(b) Combine with 
higher levels, with 
the goal of decreas- 
ing and eventually 
eliminatin the 

f lower-leve re- 
inforcer. 

(a) Use only if child 
is not motivated by 
higher levels. 
(b) Combine with 
higher levels, with 
the goal of decreas- 
ing and eventually 
eliminating the 
lower-level re- 
inforcer. 

(a) Combine with 
higher level, with 
the goal of decreas- 
ing and eventually 
eliminatin the 

f lower Ieve re- 
inforcer. 

Use whenever 
possible. 
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formance. Although more effective than primary reinforcers, they do not nec- 
essarily facilitate carry-over to natural communication. For that reason, they 
are used sparingly and usually for the purpose of encouraging continued par- 
ticipation in an activity or test. Examples of activity reinforcers include games, 
opportunities to manipulate a toy or desired object, coloring, building and 
constructing things, and crafts. 

Some problems often occur with activity reinforcers. For example, many 
inexperienced clinicians have been observed to build intervention session 
around activities rather than around the objectives and procedures. Further, 
even if the language objectives are being addressed, it seems that the activi- 
ties consume entirely too much time during the session. Hence, if an activity 
reinforcer is selected, one must see to it that the activity takes up a minimum 
of time, and that the objectives, and not the act~ties, are clearly the focus of 
the session. 

At the third level areso&z-Z reinforcers (Table 4-6). This is the second to 
highest level, so these types of reinforcers may be used with some degree of 
confidence. Keep in mind that social reinforcers are surpassed by another level 
with regard to effectiveness and facilitating carry-over. Examples of social re- 
inforcers are comments and gestures directed at the child, communicating 
that the clinician is pleased. Verbal praise (e.g., “Good work,” “Excellent,” “Ex- 
actly!“) and encouraging gestures (e.g., thumbs up, reassuring smile, hand- 
shake, high five) are included. 

Unlike activity reinforcers, social reinforcers can be administered instan- 
taneously and therefore do not distract from the intervention objectives. They 
are also useful to encourage continued responding. However, the notewor- 
thy weakness of social reinforcers is that they may call attention to themselves 
because they are a somewhat unnatural response to the child’s attempts at 
communication. For example, it is unnatural to respond to the child’s verbal 
request with a comment such as, “I like the way you said that.” A more nat- 
ural response is to comply with the request, either verbally or nonverbally. 

This brings us to the highest-level reinforcer, which is communication suc- 
cess (Table 4-6). The child’s attempt at communication successfully accom- 
plishes the intended purpose. If your response to the child communicates 
that what the child says accomplishes its purpose, then you are using a level 
of reinforcement that is effective and likely to facilitate carry-over to nat- 
ural communication. 

Regarding the hierarchy of reinforcers, please note that some children do 
not readily maintain satisfactory interest when only the higher levels of rein- 
forcement are used. The lower levels are therefore useful and important for 
children who require them for motivational purposes. When this happens, 
(1) take care to ensure that the reinforcer does not become the focus of the 
session, (2) minimize the time spent delivering the reinforcer, and (3) when- 
ever possible pair the lower-level reinforcer with a higher-level reinforcer, 
gradually replacing the lower with the higher as the child becomes self- 
motivated. For example, if the child requires an activity reinforcer (level 2), 
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include verbal praise (level 3). Then, gradually decrease the frequency of the 
activity reinforcer and increase the frequency of the verbal praise. Moreover, 
gradually introduce communication success (level 4) as a reinforcer and in- 
crease its frequency as the child begins to respond to it. 

Planning for Generalization. If a language intervention program is nec- 
essary for a child, it is because of real-life communication needs. Therefore, 
clinical objectives never end with achieving specified goals in the clinical en- 
vironment alone. Instead we always expect that the intervention gains even- 
tually become incorporated into the child’s everyday communication 
repertoire. Unfortunately, this takes place only if we plan from the beginning 
for generalization. 

Therefore, the time to begin thinking about generalization and carry-over 
is not as each objective is achieved. Instead, it is during the initial planning 
for achieving the objective. The following suggestions, if applied throughout 
the intervention program, can be used to facilitate generalization. 

Meaning/d Context. Always practice targets in contexts that are meaning- 
ful to the child. That is, create situations that the child is likely to encounter 
in the context of the familiar social and cultural sphere and where each tar- 
get can be practiced purposefully. Repeating sentences and labeling picture 
cards are not particularly meaningful to most children. However, the sample 
procedures of Figures P-2 and 4-3 are examples of contexts that can be mod- 
ified so as to make them meaningful to children from a variety of backgrounds. 

Real Communication. Always practice targets in a context in which real com- 
munication occurs. This means provide the child with opportunity to com- 
municate new information. For example, in Figures 4-2 and 4-3, the client 
has to tell the clinician which item is desired. Since the clinician does not know 
in advance the desires of the client, new information is communicated. 

ConvmutinuZ Cohesion. Always promote conversational cohesion by prac- 
ticing targets in conversations for which a number of turns are maintained on 
the same topic. One mistake that is easy to make when practicing a target is 
to direct the child to produce a series of unrelated sentences with similar gram- 
matical form, rather than requiring the child to participate in an ongoing, co- 
hesive conversation. In the real word, conversations are cohesive and the 
grammatical form of adjacent utterances varies. So the child needs experience 
with cohesive and varied utterances. Therefore, introducing a topic and stick- 
ing to it for a number of turns is advised. This also is demonstrated in Figures 
4-2 and 4-3. 

Motivation to Communicate. Always practice targets in a context for which 
the motivation to communicate is high. Select topics that are interesting to 
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the child. Keep your manner animated, so that you are seen as a person with 
whom the child wants to converse. 

Variety of Speech Acts. Practice all types of speech acts, not just repetitions 
and recitations. Every type of speech act is needed for communication out- 
side of the clinical environment. So introduce all of them when in the clini- 
cal environment. (See categories of language function, Figure l-2, for 
descriptions of a variety of speech acts.) 

The Rea2 W&.-L As much as possible, talk about real things. These are the 
topics that are socially and culturally relevant to the child, are of interest to 
the child, and involve things that the child is likely to encounter when out- 
side the clinic. 

Find ways to take the events of the intervention room out into the world. 
For example, if you can-create an aura of the desired target around some- 
thing that the child takes outside of clinic, do so. An example may be a sticker 
or prize that has “witnessed” all the child’s work over a period of time. By em- 
phasizing the object’s association with the language work, and then by giving 
the object to the child, you create a constant reminder for the child with re- 
gard to a language pattern that you want to generalize. 

Moreover, you should fmd ways to take the real world into the interven- 
tion room. For example, allow the child to bring a favorite toy or game to be 
used in intervention, as long as it does not become a distraction. You can also 
allow a family member to attend. Make sure that discussions revolve around 
the real experiences in the child? Me. 

Brief field trips are another way to facilitate the marriage between the real 
world and the therapy room. In nice weather, conducting a session or part of 
a session outdoors is possible. A walk to the vending machines for a soft drink 
is another possible way to take intervention out into the real world. However, 
frequent and extended field trips are rarely practical, and they may tend to 
dilute the effect of the intervention program. 

Managing Environment and Behavioral Events 

In managing the intervention session, it is of considerable importance to con- 
trol certain environmental and behavioral factors. That is, when you skillfUy 
manage the physical environment, the linguistic environment, and the child’s 
behavior, you clear the way for carrying out your objectives effectively and 
efficiently 

The Physical Ewiroxunent. The physical environment that surrounds 
clinical interaction includes the room itself and all the furniture, decorations, 
materials, and effects contained therein. The proficiency with which inter- 
vention is carried out is enhanced by taking charge of all these accouterments. 
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The room ideally contains only the furniture and materials needed for the 
session, However, in practice it often occurs that an intervention room also 
serves as an office, a materials room, or all three. If this is the case, arrange 
the room so that the part used for clinical service is somewhat separated. 

Minimize visual and auditory distractions as much as possible. Arrange the 
work table so that the toys, materials, and office equipment are out of view 
and especially out of reach. If you decorate the room, decorate only one or 
two walls, which permits you to arrange the table so that it does not directly 
face a host of opportunities for distraction. Further, do whatever you can to 
eliminate and minimize ambient noise. 

In preparation for the session, organize the work area so that it contains 
only the materials needed for that session. Do not allow materials to pile up 
from one session to the next. During the session, keep materials organized, 
within your reach, and out of the immediate reach of the child. 

The Lingnistic Environment. The linguistic environment is somewhat 
more abstract than the physical environment and is therefore somewhat more 
difficult to control. However, planning and controlling the linguistic environ- 
ment are essential to successful intervention. Since one general objective of 
intervention is to clearly associate linguistic targets with objects, events, and 
relations, careful planning is required. The scenario is carefully set up, the 
words are carefully selected, and the timing has to be close to perfect so that 
the object, event, or relation coincides with the linguistic representation of it. 

For example, in the demonstration (Figure 4-2), a tea party is used to fa- 
cilitate the emergence of third-person possessives (e.g., his, her, hers, their, 
theirs, Sam’s, TinaS). In managing the linguistic environment, it is important 
then to time the labeling of the possessive relationship with the occurrence of 
demonstrating the possessive relationship, such that it is absolutely clear to 
the child that the words represent the relationship between the object and its 
owner: That is, the words “Sam’s cup” are spoken at a time in which the rela- 
tionship between Sam and his cup is clearly illustrated. 

Managing Behavior Problems. Behavior management is important to 
the intervention program because the successful outcome depends on the 
child’s ongoing cooperation and participation. Further, when guiding inter- 
vention, the clinician sees the child week after week for extended periods, 
providing ample opportunity for the child to challenge authority in the clini- 
cal environment, thus making it essential that the child understand and abide 
by the rules. 

Cooperation. Cooperation is one fundamental ingredient for successful in- 
tervention, and it must be present if behavior is to be managed efficiently. 
A number of suggestions for enlisting a child’s cooperation are discussed in 
Chapter 3 and therefore, are not repeated in this section. 
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Ap&ing the A-R-C Paradigm The A-R-C paradigm can be applied in order 
to facilitate harmony with children who do not typically comply with the guide- 
lines established by the clinician in charge. In making this A-R-C application, 
first identify the antecedent, response, and consequence according to the 
guidelines presented previously. When dealing with a negative behavior that 
you want to eliminate or redirect, the R of the A-R-C, or response, is the neg- 
ative behavior. The event that precipitates the negative behavior is the an- 
tecedent (A), and the event that immediately follows is the consequence (C). 

With recurring negative responses, if the antecedent is identified and suit- 
ably changed, the negative behavior often discontinues. For example, suppose 
a client repeatedly threatens the clinician by stating she is about to vomit. As 
a result, an inexperienced clinician may become visibly concerned, allow pe- 
riodic trips to the rest room, and virtually beg the child to continue to work. 
Then, when it becomes apparent that the child is only making the claim in 
order to avoid work, the same clinician may no longer allow trips to the rest 
room and may begin to insist that the child work, ignoring any complaints of 
a stomachache. At this juncture, the child may voluntarily follow through on 
the threat and vomit, causing the clinician considerable distress. The neophyte 
clinician is left with no confidence for dealing with the situation in the event 
that it recurs. 

In an attempt to intercept the antecedent and discontinue the recurring 
negative behavior rather than “playing the child’s game,” the more experi- 
enced clinician might consider allowing no trips to the rest room and making 
no attempt to insist that the child continue working with a sick stomach. In- 
stead, at the first suggestion of the impending disaster, the clinician might con- 
sider providing the child with a suitable receptacle and instructing the child, 
in a matter-of-fact way, to go ahead and vomit in it (or keep it handy) so that 
work can continue (Table 4-7). By doing this, the clinician gives credence to 
the child’s claim and at the same time establishes the fact that the planned 
activities are a very high priority and, therefore, cannot readily be manipu- 
lated or put aside. 

For recurring behaviors such as the one in the Table 4-7, antecedents are 
often identified and changed so that the behavior is not likely to be repeated. 
However, some behaviors are difficult to predict and some antecedents are 
di%cult or inconvenient to alter. In these cases, it is advisable to ident+ the 
event that immediately follows the negative behavior (the consequence) be- 
cause in many cases it is the consequence that serves to keep the undesirable 
act alive. 

The most effective consequence for maintaining or increasing a behavior is 
one that results in successfully achieving some personal objective. This is con- 
sistent with the levels of reinforcers described in Table 4-6. In many cases, 
the personal objective of the child who engages in a negative behavior is to 
gain attention, usurp control or authority, or become amused. If the child 
achieves any of these by engaging in the negative behavior, it is very likely that 
the same negative act will occur again in order to accomplish the same goal. 
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Using the Antecedent to Decrease or Eliminate a Recurring Negative 
Behavior Pattern 

Antecedent Response 
Child claims to need to vomit. Clinician he- 
comes concerned. Many tri s are made to the 

Child voluntarily vomits. 

rest room. When convin cecf that the child is 
using the threat to manipulate the situation to 
her advantage, the clinician insists that the child 
do her work. 

Alternatiw Antececbnt 
Child claims to need to vomit. Clinician offers 
child a suitable receptacle and matter-of-factly 
informs the child that work will continue when 
she is through. 

Response 
Child loses interest in vomiting 
and reluctantly returns to work. 

Consequently, if manipulating the antecedent is not an option, it is impor- 
tant to identify the immediate consequence, determine whether it achieves a 
personal objective for the child, and substitute a different consequence that 
does not accomplish the child’s objective. For example, a young child might 
repeatedly attempt to abuse clinic materials, only to receive a lecture (atten- 
tion) from the clinician. In order to intercept the ineffective consequence, the 
clinician must cease lecturing the child and replace lecturing with a different 
consequence that does not provide the child with the desired attention or di- 
version from work. One possible alternative consequence that might decrease 
the frequency of the destructive behavior is for the clinician to immediately 
and matter-of-factly remove the materials from the child’s reach, inform the 
child that the privilege of using the materials has been lost for the remainder 
of the session, and then immediately, and temporarily, replace the materials 
with something less interesting (Table 4-8). 

When selecting a consequence, it is desirable to choose one that is a nat- 
ural result of the negative behavior. For example, in the previous example, 
the mistreated materials are removed from the child’s access. That is a nat- 
ural consequence. Further, it is best ifthe consequence that is applied is fully 
understood by the child. This is partially accomplished by exphtining to the 
child the relationship between the offense and the consequence. For exam- 
ple, you may say, “‘YOU lost the privilege of using these materials today be- 
cause you are breaking them.” However, just because the consequence is 
explained does not guarantee that the child understands, so follow through 
by asking him or her to explain why the materials were removed from access. 

Disciplina y Action. In rare cases, it may eventually become apparent in 
working with some children that cooperation has not been achieved, even to 
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the extent of deliberate def&nce. When this takes place, suitable disciplinary 
action may be necessary in order to maintain control of the situation and ac- 
complish the objectives of the session. 

Before applying any disciplinary action, it is important to identify that the 
undesirable behavior is, in fact, a deliberate attempt to challenge authority. 
It is unacceptable to discipline a child for a behavior that occurs as a result of 
forgetfuhress, fear, anxiety, or any other source that can be attributed to being 
a child in an unfamiliar situation. Discipline a child only if you are certain 
that he or she is aware of the expectations, has been reminded, and clearly 
has chosen to defy authority. 

Even if you are certain that discipline is an appropriate action, you are lim- 
ited to certain disciplinary options. For example, you have ru) u~thority to pun- 
ish in any way. Punishment includes, but is not limited to, corporal (i.e., 
physical) punishment, which includes spanking, hitting, shaking, arm twist- 
ing, hand squeezing, roughly putting a child down in a chair or rough handling 
of any kind, and any touch that is more restrictive than what is required to ac- 
complish the act of bringing the child’s behavior under control. 

Punishment also includes nonphysical punishment, which covers criticism 
of the child or the child’s work, insults and labels (e.g., “naughty,” “not good,” 
“bad”), withdrawal of affection, influencing other people to respond nega- 
tively toward the child, and any consequence that has not been explained ad- 
equately. Further, nonphysical punishment covers any consequence that is 
unreasonable in relation to the offense or in relation to the child’s age such as 
an extended time-out (i.e., more than 1 minute for each year of age), carrying 
a consequence over from one activity to the next or one day to the next, ap- 

Using Consequence to Decrease or Eliminate a Negative Behavior Pattern 

Antecedent Response Consequence Result 
Clinician presents 
a deck of picture 
cards to be used 
for a language ac- 
tivity, 

Antecedent 
Same 

Client bends Clinician lec- 
the cards. tures the client. 

Client accomplished the 
objective of getting at- 
tention. Negative behav- 
ior was strengthened 
and will probably recur. 

Alternate 
Response Consequence Result 
Same clinician re- Client did not accom- 

moves clients 
access to the 

plish the objective. Neg- 
ative behavior was not 

cards and re- strengthened, so it may 
places them with 
a less interesting 

decrease in frequency of 
occurrence. 

activity. 
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plying the consequence to only one child when two or more are involved, and 
any disciplinary action that causes the child to feel badly about him- or herself. 

Commonly, if natural consequences are exhausted, acceptable disciplinary 
action involves temporarily removing the child from the situation. Tradition- 
ally this procedure is called ti me-out, although some have found different 
names for it. If you need to use a time-out procedure, what you call it is im- 
portant because its name becomes clearly associated with punitive action. For 
example, one teacher insisted on calling time-out”the thinking chair,” where- 
upon some children in her class came to regard thinking as something that is 
done as a result of having broken a rule, Another teacher called it “the li- 
brary” because of its location in the classroom, causing some children to as- 
sociate a visit to the library with having broken a rule, These are unfortunate, 
but real, examples. If you choose to use a term other than time-out, make 
sure that it is neutral, does not encourage a negative thinking pattern, and 
does not cause the child to feel badly about him- or herself, 

Time-out is accomplished by removing the child from all stimulation and 
opportunity for a short period of time. All materials may be removed from 
the child or the child may be sent to a specified location for a few moments 
of solitary time. Further, the reason for the time-out must be clearly and pre- 
cisely explained to the child. 

The duration of time-out is important to control. Once the child has been 
in time-out for more than 1 minute for each year of age, he or she has prob- 
ably lost sight of the offense, rendering time-out ineffective as a consequence. 
Furthermore, leaving a child in time-out for an extended period of time is 
unreasonable. Even less than 1 minute for each year of age can be very ef- 
fective if it is the child’s decision to return to the work situation and to co- 
operate. 

In general, the following guidelines may be helpful in determining and ad- 
ministering disciplinary action. Appropriate discipline always communicates 
to the child that the behavior is inappropriate and not that the child is bad, 
and it never compromises the child’s self-image. The consequence is always 
clearly associated with the offense. Natural consequences are always tried 
before time-out or other unnatural consequences. Characteristically, appro- 
priate discipline is fair, appropriate for the child5 age, proportionate to the 
offense, and always applied with the express purpose of helping the child bring 
behavior under an internal locus of control. 

Managing Groups. In some settings, a clinician does not have the luxury 
of managing only one child at a time. Particularly in the public schools, most 
intervention is done in groups of two or more. 

Selecting the wmposition of a language group is one important step to- 
ward successfully managing the children in it. Ideally, the children are of sim- 
ilar age and cognitive level and are working on similar short-term objectives, 
or at least short-term objectives that can be readily coordinated procedurally, 
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moreover, their combined behavior patterns should be reasonably manage- 
able for the clinician. 

For example, the child in the demonstratton model is working on expand- 
ing expressive semantic categories (Table 45). &though it is possible that sev- 
eral children exist in the same grade with a similar problem, it is unlikely. Thus, 
in order to pro&de a group program that benefits all children concerned,]ohn 
may be placed in a group of children whose diverse language deficiencies can 
all be addressed using similar props and setups. 

A number of content-form interactions can be addressed using scenarios 
such as those described in Figures 4-2 and 4-3. These may include children 
working on a number of morphological markers and grammatical forms. The 
diflerence betweenJohn and his cohorts may be that, althoughJohn is work- 
ing on acquiring third-person possessive forms, his group members may, at 
the same time, use the tea party (Figure 4-2) and dress-up (Figure 4-3) ex- 
periences to hear and practice such forms as past tense -ed, present progres- 
sive -ing, and plural -s word endings. Other children may be in the group to 
hear and practice sentence structures, such as noun phrase elaboration, verb 
phrase elaboration, or subject-verb-object sentence composition. Regardless 
of the combination of objectives within the group, make it a priority to select 
children who can all experience and practice their targets through similar 
scenarios. 

Once the children arrive for their group session, it is important to main- 
tain control of the situation so that each child is able to gain the maximum 
benefit. In order to achieve this, a first suggestion is for the clinician to be in- 
timately acquainted with each child’s long- and short-term objectives and have 
a firm grasp of how each planned procedure can be used to accomplish them. 
Time spent during the session trying to recall or look up these matters is not 
only time wasted, it is also an invitation for the children to usurp control. 

Second, the clinician must be well organized and impeccably prepared for 
the group session. Especially with younger children, it is important to keep 
them occupied and to move swiftly from one procedure to the next so that 
they do not become bored or distracted. 

Third, the clinician must establish the rules and take a hard line on requiring 
that all individuals comply. Suggestions in Chapter 3 on soliciting coopera- 
tion and suggestions about behavior management are very helpful to anyone 
who is interested in monitoring an established set of rules in groups. 

Finally, it is critical that the clinician remain keenly aware of the dynamics 
of the individual group members throughout the session. Action must be taken 
at the first indication that even only one child is becoming distracted. Re- 
member that if you lose control, even momentarily, it will be difficult to re- 
gain any sense of dignity or authority. Consequently, if you are sensitive to 
the warning signs that control may be lost and if you intercept the challeng- 
ing behaviors before they become a problem, you will be free to carry out your 
procedures as planned. However, if you do not take charge, you may spend 
the entire session attempting to regain your ability to guide constructive be- 
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havior. This is a situation that prevents you from carrying out your plan, and 
it also prevents the children from benefiting from the program as designed. 

SYMPTOM-SPECIFIC SUGGESTIONS 
FOR LANGUAGE INTERVE3lTION 

The preceding section includes a general outline and corresponding sugges- 
tions for implementing an ordinary language intervention program. The sug- 
gestions are meant to be applied aptly as a matter of course. In this section, 
more specific suggestions are provided with regard to the language interven- 
tion programs for children with a selection of specifk language-learning needs. 
The suggestions that follow are for the language programs of preverbal chil- 
dren, children with deficient content-form interactions, children with dis- 
rupted language content and use, children for whom the language dimensions 
are separated, and children for whom the language dimensions do not inter- 
act well. They also apply to children with attention deficit disorder, children 
with central auditory dysfunction, children who are electively mute, children 
with reduced hearing sensitivity, and children who experience language dif- 
ficulties that are concomitant with difficulties in learning to read and write. 

Intervention Options for Preverbal Children 

In order to move from being a preverbal child to being a child who uses even 
minimallanguage meaningfully, certain social, phonological, and cognitive mile- 
stones must be met. Some children who are preverbal have nonetheless already 
achieved some of these milestones. Therefore, it is important to determine 
exactly which milestones have been reached and which still need to be ac- 
complished in order to move successfully from the preverbal to the verbal 
realm. Behaviors that are critical to first-word production and some corre- 
sponding facilitation suggestions are described in the remainder of this section. 

Social Milestones. Social milestones that are prerequisite to first words 
promote the development of the dimension of language use. In order to begin 
to use language meaningfully, a child must (1) desire social interaction and 
see language as a vehicle for social interaction and the development of social 
relationships, (2) see language as a means for communicating needs and de- 
sires (e.g., regulating the behavior of others), (3) take conversational turns, 
(4) initiate concrete topics, either verbally or nonverbally, and (5) maintain 
topics, verbally or nonverbally, for at least one or two conversational turns. 

Social Interaction. Social interaction may be facilitated through a number 
of play activities. Reciprocal gaze (i.e., looking at one another) and joint at- 
tention (i.e., paying attention to the same object) are fimdamental to social 
interaction, and they may be facilitated by songs, nursery rhymes, finger plays, 
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and games such as peek-a-boo and pat-a-cake. Further, they are very useful 
in helping a child to learn to enjoy verbal types of social interaction. 

Communi.cating Needsand De-sires. Language as a means for communicat- 
ing needs and desires is accomplished nonverbally first, and then, later, ver- 
bally Pointing, gesturing, crying, and other nonverbal methods can be used 
by the child to successfully accomplish a personal goal. For example, if a child 
points at a ball and then an adult gives the ball to the child, the child may come 
to associate pointing at an object with being given the object. Initially, the clin- 
ician may physically manipulate a child’s hand for pointing and then give the 
object to the child. 

Alternately, if the child is capable of pointing, the A-R-C paradigm may be 
carefully applied in order to help him or her mentally associate the act of point- 
ing with the accomplishment of controlling adult behavior. For example, sup- 
pose the desired response (R) is the act of pointing at the object. Then, the 
antecedent (A) is carefully planned to provide a motivation for the child to 
point. A possible antecedent may be to arrange the room so that several very 
attractive options are within the child’s view but out of reach. If this antecedent 
alone does not precipitate the desired pointing response, then the environ- 
ment may be further manipulated to encourage responding. For example, an 
adult may model the pointing response for the child. When the desired re- 
sponse (R) is elicited by the carefully planned antecedent (A), then the con- 
sequence (C) is applied immediately, with the most effective consequence 
being to comply with the child’s request for the desired object. 

Wn Taking. Turn taking is learned preverbally through a number of expe- 
riences. Peek-a-boo, immediate verbal or nonverbal imitation, motor imita- 
tion, and vocal play are only a few examples of ir&ormal games that are used 
to preverbally facilitate turn taking. 

Topic Initiutim and Topic Maintenance. Topic initiation and topic mainte- 
nance can be encouraged by making interesting items visible so that the child 
can point them out to the adult, either verbally or nonverbally This may be 
enhanced by making the items visible but not accessible to the child. For ex- 
ample, a child who wants to use a visible jar of soap-bubble solution to blow 
bubbles but cannot reach it is likely to point it out in order to gain your as- 
sistance. Further, a number of additional conversational turns on the same 
topic, once the bubbles have been acquired, encourages topic maintenance. 
On the contrary, if the child can reach the bubbles, calling them to the at- 
tention of an adult seems unnecessary to the child. Keep in mind that plac- 
ing any coveted object out of reach has the potential to encourage the child 
to initiate a topic. 

In addition to making an enticement visible but not accessible, several 
other strategies are usually successful in encouraging a reticent child to initi- 
ate a topic and take a subsequent conversational turn. These may include pro- 
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viding an activity for which some of the necessary materials are missing. For 
example, a clinician may prepare a child for finger painting by providing a 
smock, easel, and paper, but deliberately neglect to provide the paint. If the 
child is interested in painting, he or she has a reason to find a way to request 
the paint. 

Another strategy that often encourages preverbal children to initiate a topic 
is the transgression of a known rule. For example, most children know that 
when dressing a doll, the shoes go on the feet. If, instead, the clinician places 
the shoes on the doll’s hands or head, then the child will have reason to initi- 
ate a topic in order to help the clinician dress the doll according to standard 
conventions. 

One last strategy that may encourage a quiet child to initiate a turn and 
perhaps maintain the topic is to give the child two options for activities that 
may be performed. For example, by showing the child that both the ball and 
the modeling clay are the options, the child may be encouraged to indicate 
which one is desired. 

Phonological Milestones. The dimension of language form is promoted, 
in part, by developing the phonological aspect of language. In order to achieve 
phonological proficiency adequate for first-word production, the child must 
(1) produce a few recognizable consonants and vowels, and (2) consistently 
combine these phonemes to generate identifiable CV or VC syllables. 

Producing Rewgnizable VoweLs and Conwnunts. In order to encourage the 
production of the recognizable vowels and consonants, the clinician system- 
atically and clearly presents CV or VC syllables in a meaningful context, using 
consonants with the stop-manner feature ([k], [g], [t], [d], [p], and [b]) or 
bilabial-place feature ([p], [b], [ml), along with back or neutral vowels ([A], 
bl, and bl>. S ome CV or VC combinations that may be considered for this 
purpose include [AP] (up), [aut] (or&), [bo] (ball), [bAbA] (bubble), and [bu] 
(boo, as in peek-a-boo]. 

Once produced, the syllables may be practiced in succession, as if practic- 
ing reduplicated babbling. However, reduplicating the syllables is not so much 
the objective as is working toward producing the syZZabZtzs wnsistently and in 
a meaning@1 contmt. 

Cognitive Milestones. By achieving certain cognitive milestones, devel- 
opment of language content can be promoted. In order to produce mean- 
ingful words in context, the child must (1) mentally associate a combination 
of phonemes with an object, event, or relation and (2) consistently say the 
same CV or VC combination in order to represent the particular object, event, 
or relation. 

Mental Asso&t&ms. Mental associations between a word and what the word 
represents emerge through repeated experience. That is, an adult consistently 
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labels the same object, event, or relation by using the exact same combina- 
tion of phonemes, and the child comes to associate that word with the con- 
cept that it represents. For example, the event of going up is always 
represented by the word up, the event of going out is always represented by 
the word out, and the object that is a ball is always called ball. 

Therefore, in order to plan for the cognitive milestones to be met, a clini- 
cian selects objects, events, and relations that can be represented by simple 
CV, VC, or CVC combinations. Then, the clinician sets up situations in which 
he or she carefully and systematically labels each object, event, or relation in 
a meaningful context. By so doing, comprehension of the selected concepts 
is facilitated. 

Regarding objects, in order for the first word to be produced, a child must 
be able to visually track objects, look for a moving object’s reappearance after 
it disappears behind a screen, gaze at a partially hidden object and actively 
search when it fails to reappear, and actively search for an object that was re- 
cently the focus of attention (Lahey, 1988). 

Regarding events, a child must be able to act on objects in prescribed ways, 
such as causing objects to disappear and reappear, imitating the actions of 
another person, performing appropriate actions on an object when the actions 
have not been seen before, and increasing the variety of actions and objects 
that are acted upon (Lahey, 1988). 

Regarding relations, the preverbal child must understand certain object- 
to-object relations. These may be demonstrated by separating objects that 
have been joined in some way (taking a simple puzzle apart); rejoining ob- 
jects that have been taken apart (putting the simple puzzle back together); 
joining objects that have not been joined previously, not necessarily taking into 
account how the objects may or may not relate (putting a toy cow into a play 
house); and joining objects in a way that shows an appreciation for the rela- 
tionship between the objects (covering the doll with a blanket) (Iahey, 1988). 

Cons&tent &presentations. The other cognitive step necessary for first-word 
production is the associution between the object, event, or relation and thephys- 
id act of consktmtly producing the syL?ubife that represents it. For example, 
the child may be able to say [up] consistently and even repeat the VC syllable 
again and again. However, in order to use the syllable as a meaningful word, 
the child has to clearly associate saying up with the event of going up. 

This association is promoted by encouraging the child to express a known 
desire. For example, if the clinician becomes aware that the child wants to be 
picked up because the child’s arms are outstretched in an upward direction, 
then the clinician might encourage the child to approximate the word up be- 
fore actually picking up the child. Some ways to encourage the child to at- 
tempt to say the word might include saying, “Up? What do you want? Up?” 
or by saying, “Up?” while stretching one’s arms out to the child. If the child 
can be encouraged to say up, if the clinician picks the child up immediately 
thereafter, and if this event is repeated a number of times, then a mental as- 
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sociation will be formed 
the event of going up. 

between the production of the VC syllable and 

Talking With Preverbal Children. 

Simplifying Linguistic Complexity. One principle that can be applied when 
modeling linguistic structures to preverbal children is the act of simplifying 
linguistic complexity (Fey, 1986). For example, when speaking to a preverbal 
child, you may use very short, simple sentences that include only key words 
(e.g., ‘Want up? instead of “Do you want to go up?’ or “More cookie,” in- 
stead of “Here’s another cookie”). This is done in order to provide a linguis- 
tic model that is within the child’s grasp of both comprehension and 
production. 

However, some controversy surrounds this procedure (Fey, 1986). Drasti- 
c&y reducing the length and complexity of utterances when facilitating Ian- 
guage comprehension and production is not necessarily essential, as many 
children learn to comprehend and produce language when adult-language 
models are only minimaIly reduced. Further, modeling only utterances that 
are grammatically incomplete is not always desirable because it may deny the 
child the benefit of hearing longer, grammaticaIly complete utterances in con- 
textual speech. 

Nevertheless, for the purpose of demonstrating with absolute clarity how 
words can be combined or how morphological markers can be used mean- 
ingfully, it is acceptable to model very short, simple, even telegraphic sen- 
tences to preverbal children and to children who primarily use single-word 
utterances. Still, once the simplified sentence has been clearly modeled in an 
appropriate context, it is wise then to present a similar sentence that is sim- 
ple yet grammatically complete (e.g., while reaching out to the child, the adult 
says: Want up? Do you want up?“). 

Self-Talk. Self-talk (Fey, 1986) is a very innocuous method for facilitating 
an interaction with a child who hesitates to communicate verbally. When en- 
gaging in self-talk, one verbalizes whatever one sees, hears, does, or feels. Self- 
talk is talk produced by the adult about what he or she is experiencing. It is 
always produced with a great deal of enthusiasm and the adult’s activities are 
highly animated, so that the child is likely to be motivated to join in. 

Self-talk is enhanced if the adult mimics the activities of the child and then 
uses the same enthusiasm and animation to describe the imitations. By this 
modification to self-talk, the adult enables the child to hear an account of on- 
going, firsthand experiences. Further, the adult communicates a positive mes- 
sage about the child’s choice of activities. 

Several objectives may be accomplished during self-talk. For the reticent 
child, it provides a nonthreatening environment that places no demands to 
either speak or listen. Further, it provides a communication model that demon- 
strates spoken language at any level the clinician chooses. For example, if the 
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objective is for the child to begin to increase utterance length to two words, 
then the clinician models two-word sentences, while if the objective is to fa- 
cilitate certain morphological markers, then the clinician creates short sen- 
tences modeling the specific markers that are targeted. 

Par&l-Talk. ParaIIel-taIk (Fey, 1986) is similar to self-talk in that it is the 
clinician who does the talking. However, it is different from self-talk in that 
in parallel-talk, instead of talking about one’s own experiences, the clinician 
makes comments about the actions of the child and the objects that appear 
to hold the child’s attention. 

Parallel-talk has far greater potential than self-talk for facilitating language 
development in children who hesitate to speak because, in addition to that 
which is accomplished by self-talk, parallel-talk accomplishes at least three im- 
portant objectives: (1) parallel-talk communicates to the child that the adult ap- 
preciates the object or event that is of interest; (2) it provides a clear linguistic 
label describing exactly what is of apparent interest to the child at that moment; 
and (3) by talking about objects and events that are of interest, one increases the 
probability of the child producing a spontaneous utterance in response. 

Facilitating Interaction between Language Content and Form 

Content-form interactions, as defined in Chapter 2, are the linguistic occa- 
sions whereby the context of the utterance obligates a particular language 
form. When content-form interactions are disrupted, the context obligates the 
form but the form is not used. Because of the powerful interdependency and 
interrelation between language content and language form, this type of defi- 
ciency describes many of the disruptions of both language form and content. 

For example, the vocabulary deficiency described in the demonstration 
sample (Tables 4-l through A and Figure 4-2) may at first glance appear 
to reflect a disruption of language content alone. However, the content, or 
meaning, is represented by very specific words and other morphological mark- 
ers, each having a particular and identifiable form. Therefore, it is not con- 
tent alone that is disrupted, but the representation of content by form, or the 
interaction between content and form. 

Furthermore, by way of example, any morphology errors are the result, 
not just of difficulties with language form but also with the way in which that 
form is used to represent content. For example, the -ed past-tense marker is 
an aspect of language form that carries a great deal of meaning. By leaving it 
out, the entire idea of a sentence is altered (e.g., “I love you” is very different 
from “I loved you”). The same holds for nearly all morphological markers, in- 
cluding, but not limited to, -s (plural), -s (possessive), -s (third-person singu- 
lar verb form), -ing (present progressive), -trig (gerund), copula be, auxiliaries, 
modals, and prepositions. 
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Syntactic structure is also an aspect of form that is mutually dependent with 
content. Word order, for example, is clearly important to meaning, as is demon- 
strated by changing the order of the words in a simple sentence such as, “The 
boy chased the a3g” to ‘The dog chased the boy,” which conveys an entirely 
different idea. 

Toddlers and Preschoolers Who Talk. Once the child uses single-word 
utterances with some degree of regularity, he or she is no longer considered 
preverbal. However, once language intervention is initiated, it usually con- 
tinues until reaching the terminal objectives or age-appropriate language. 

With very young children in language intervention, a child-centered (as 
opposed to a trainer-centered) approach is very appropriate for facilitating 
content-form. Not only can child-centered approaches be implemented dur- 
ing planned intervention sessions, adaptations can also be implemented by 
caregivers during daily routines (Fey, 1986). Child-centered procedures are 
also called facilitative-play procedures, which are described in the paragraphs 
that follow. 

Facilitative Play. Facilitative play is one vehicle by which child-centered 
intervention can be applied. For the purposes of this discussion, facilitative 
play is defined as an activity in which (1) the child is free to select materials 
and the manner in which the materials are used, (2) the activity is used to 
create a highly accepting and responsive environment in which the child is 
motivated to communicate spontaneously with the clinician or caregiver, and 
(3) the activity is used as the context for applying child-centered language in- 
tervention procedures (Fey, 1986). 

By using facilitative play, a skilled clinician can facilitate the emergence of 
a number of content-form interactions. These include, but are not limited to, 
increasing utterance length, expanding semantic categories, introducing mor- 
phological markers, developing more advanced sentence structures, and ad- 
justing inaccurate syntactic arrangements of words in sentences. 

FoZZodng the Child’s Lead. The fundamental facilitative play procedure is 
called following the child’s lead, and it permeates nearly all procedures that 
characterize the child-centered approach. Following a child’s lead involves 
three steps (Fey, 1986). 

First, the clinician (or caregiver) sets up a situation that is likely to result 
in some communicative attempt on the part of the child, and then he or she 
waits for the child to say or do something that can be interpreted as an attempt 
at communication. For example, the clinician knows a child (Veronica) well 
enough to know that a ball is a favorite toy, so the clinician sets up the inter- 
vention room such that a ball is visible but not accessible to Veronica. Fur- 
ther, self-talk and parallel-talk may be incorporated in order to provide a 
linguistic model for the target word. By arranging things in this way, the clin- 
ician is reasonably assured that any overtures made in the direction of the 
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ball can be interpreted as behavior intended to communicate a desire to have 
or play with that toy 

Second, having waited for the child to produce a behavior that can be rea- 
sonably interpreted as an attempt at communication, the clinician then pro- 
ceeds to interpret the behavior as having meaning and some communicative 
intent. Continuing with the example of Veronica, once in the intervention 
setting, Veronica sees the ball, points to it, and says, “ba.” The utterance ba 
may be interpreted in a number of ways, and it is up to the clinician to choose 
the likeliest possibility. For example, the utterance may be intended to point 
out that there is a ball “over there,” or it may be interpreted as a request to 
obtain or play with the ball. 

The child’s behavior and the clinician’s objectives may be used to interpret 
the intentions. For example, if the child points to the ball and then moves di- 
rectly to the modeling clay, the clinician can be reasonably sure that the in- 
tent is merely to point out the presence of the ball in the room. However, if 
the child points to the ball and continues to gesture toward it, and perhaps 
even whine, the clinician can assume that the intent is to communicate a de- 
sire to either have or play with the ball. 

Third, once the child has made the utterance and the clinician has inter- 
preted it in some way, it is up to the clinician to give a communicative response 
that is intended to facilitate language development. Options for these kinds 
of responses include expansions, expatiations, recast sentences, and buildups 
and breakdowns. 

Expa&ons. Expansions (Fey, 1986) are defined as contingent verbal re- 
sponses that repeat a child’s prior utterance while adding relevant grammat- 
ical, and sometimes semantic, details. When following the child’s lead, using 
expansions is one option for responding to the child’s behavior in such a way 
as to facilitate communication development. 

In the example above, when Veronica says a word approximation meaning 
bad and continues to gesture toward the ball, the clinician can use expansions 
if an objective is to increase Veronica’s utterance length to two words. Two- 
word utterances that can be modeled immediately subsequent to Veronica’s 
single-word utterance include ‘Want ball,” “Play ball,” or “Ball down.” 

Once the ball is in the child’s possession, expansions combined with self- 
talk or parallel-talk may be used to continue to model two-word utterances 
for Veronica. “Roll ball,” “Throw ball,” “Bounce ball,” uBall up,” “Ball gone,” 
and “More ball” are all examples of two-word combinations that may be pre- 
sented as expansions to Veronica’s single-word utterance. In each case, the 
utterance describes for Veronica something that she (or the clinician) is doing 
with the ball. 

Expansions accomplish a number of objectives. Comprehension of the 
model is facilitated because the model is composed, in part, of something 
that the child has already said. Moreover, by expanding the child’s utterance, 
the adult communicates that what the child says is important and worthy of 
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attention. Further, expansions model appropriate and contingent conversa- 
tional responses and are likely to facilitate the development of conversational 
cohesion. 

Expatiatirms. Expatiations (Fey, 1986) are similar to expansions and are de- 
fined as contingent responses that extend some aspect of the child’s meaning 
by contributing new, but relevant, information. They do not necessarily de- 
scribe something that the child is doing. Instead, they add new information 
or even suggest possibilities for things that can be done. 

In the example used here, when Veronica’s single-word utterance is ex- 
panded, in each case the expanded utterauce describes something that Veron- 
ica or the clinician is doing. By contrast, an expatiation might describe the 
ball further by adding new information about the ball (e.g., “Red ball,” “Big 
ball”), or it may suggest to Veronica something that she can do with the ball 
(e.g., any of the previously mentioned two-word sentence expansions, ifspo- 
ken as a suggestion). 

Expatiations are likely to facilitate language development in the following 
ways. Since the adult model is closely related to an utterance recently spoken 
by the child, it is likely that the more complicated adult model will be com- 
prehended. If it is not comprehended immediately, then because of the rela- 
tionship between the model and the child’s utterance, the child is likely to 
search for a logical interpretation of the adult model. Further, expatiations 
foster an appreciation for the reciprocal nature of conversation in much the 
same way as expansions. That is, the child learns by firsthand experience that 
the utterance is worthy of adult attention and experiences conversation that 
is appropriate and cohesive. 

Recast Sentences. Recast sentences (Fey, 1986) are related to expansions and 
expatiations in that the child’s own sentence is repeated in some modified 
form. Recast sentences, however, are somewhat more complicated in that 
the clinician changes the modality or voice of the sentence rather than sim- 
ply adding grammatical or semantic markers. Statements may be changed to 
the question form, such that if the child says, “The baby is hungry,” the clin- 
ician responds with, “Is she hungry?” Active voice may be changed to passive 
voice, such that the sentence, “The dog chases the cat,” is changed by the 
clinician to say “The cat is chased by the dog.” 

All the objectives of expansions and expatiations can be accomplished by 
recast sentences. Further, recast sentences are useful for children who are 
working on more complex grammatical forms. 

Bddups and Breakdowns. Buildups and breakdowns (Fey, 1986) describe 
a three-part procedure that is applied to the child’s own utterance and can be 
used to help a child understand the relationships between words in more com- 
plex sentences (Figure 4-4). The first step is for the clinician to expand the 
child’s utterance, or build it up. For example, suppose that Veronica, in the 
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Chlkt Want bell. 
Adult Wonica wants to catch the ball. (buifdup) 

You want to catch the ball. 
Play catch with the bail, 
Catch the ball. 
Veronlce wants ta play catch 
with the ball. 

Figure 4-4. Clinical example: Buildup and breakdown procedure. 

example above, says, Want ball.” The clinician then builds up the utterance 
by saying, ‘Veronica wants to play catch with the ball.” 

Thesecondstepisforthecliniciantotaketheerpandedutteranceandbmak 
it down into a series of repetitive and related utterances. Some possible break- 
down sentences might be: “You want to catch the ball.” “Play catch with the 
ball.” “Catch the ball” (Figure 4-4). 

The third step is for the clinician to build the utterance up again, by re- 
peating the original expansion or some variation of it. The original expansion 
in this case is “Veronica wants to play catch with the ball” (Figure 4-4). 

All the objectives accomplished by expansions and expatiations are also 
accomplished by the buildup-and-breakdown procedure. However, the 
method is not appropriate for children who have difficulty paying attention 
while the clinician goes through the three-step modeling process. Further, 
the procedure is probably most effective when it is combined with other fa- 
cilitative play procedures such as parallel-talk, expansions, expatiations, and 
recast sentences. 

School-AgeChildren. Many school-age children and older preschool- 
ers are able to benefit from intervention procedures that have more struc- 
ture than the child-centered approaches. However, the basic principles of 
facilitative play are very appropriate for older language learners as well. 
That is, the clinical environment is one in which the child is motivated to 
communicate. It is an accepting environment where the child is able to 
experiment with language without fear of being criticized. Moreover, the 
child is allowed to select the materials whenever possible. Children work 
harder if they are allowed to participate in this way. Further, the clinician’s 
response to the child’s utterances is important since it demonstrates, in a 
nonthreatening way, some possibilities for alleviating the language errors 
that occur, 

Znteractioe Lunguuge Development Teaching (ZLDT). ILDT is a procedure 
that combines structure with some flexibility, and it is ideal for groups of 
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three to six school-age children (Lee, Koenigsknecht, & Mulhem, 19'7$. When 
using ILDT, each session lasts approximately 50 minutes and is divided into 
two parts. 

The first part of the ILDT session lasts for about 30 to 35 minutes. During 
this time, the clinician tells a story that has been selected or developed specif- 
ically with consideration given to the intervention objectives of the children 
in the group. In determining the content of the story and in telling the story, 
some principles are followed. First, the theme and the characters of the story 
are familiar to the child. That means that the clinician may select from well- 
known stories, such as fairy tales and fables, or the clinician may write a story 
that uses real-life and familiar scenarios and characters, such as family and 
classroom routines. This principle is applied in order to minimize the atten- 
tion that the child must pay to the new information, thus freeing him or her 
to focus attention on the target forms. 

Second, in telling the story, the clinician restates important events fre- 
quently. This is in order to enable the children to hear the target structures 
repeatedly. Primary targets are modeled at least five times during the story, 
while secondary targets (those recently acquired or future primary targets) 
are presented at least three or four times. 

Third, the use of simple props is encouraged. As their purpose is only to 
hold the child’s attention during the telling of the story, props that lack detail 
are perfectly acceptable. Fourth, the children are encouraged to participate 
in telling the story. However, target responses are required only after suffi- 
cient models have been presented. 

Fifth, because a number of children are in the group and they may not all 
have the same primary and secondary targets, the clinician plans the presen- 
tation of targets very carefully. Individualized stimuli are presented to each 
child and different questions are asked depending on which child is expected 
to respond. 

Sixth, when a child makes an incorrect response to a question, the clini- 
cian has a number of response options that may be used to facilitate the 
child’s producing the desirable grammatical form. These include giving a 
complete model that the child is required to imitate, giving a partial model 
that the child is required to repeat and complete, requesting that the child 
expand on the utterance, requesting a repetition, repeating the child’s error 
in order to demonstrate its inappropriateness, and requesting a self- 
correction. 

Once the story is complete, the children take a short break and then begin 
part two of ILDT, which is to participate in a group activity that continues 
the theme of the story and affords each child an opportunity to practice the 
targets. Part two activities require about 20 minutes of time, and they may be 
artistic, dramatic, or real-life in nature. During the activity, the clinician col- 
lects language samples to assess progress, models the targets in a meaningful 
context, and elicits the target responses from the children in spontaneous con- 
versational speech. 
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Intervention Options for Children 
with Disrupted Language Content 

The child with disrupted language content needs meaningful experiences that 
encourages him or her to have something of consequence to say. These ex- 
periences include experiences with objects (people, animals, things, or places), 
events (things that happen), relations between objects (the way in which peo- 
ple and objects are related to each other), and relations between events (the 
way in which events are related to one another in time and space and with re- 
gard to causality). 

For children who have difficulty developing language content, practice ex- 
periences may be simple. Further, objects, events, and relations should be 
clearly labeled linguistically so that the child not only encounters a variety of 
concepts, but also experiences hearing the language used for the purpose of 
coding the experience. Self-talk, parallel-talk, reduced linguistic complexity, 
and facilitative play strategies, as described in the sections on facilitating 
content-form, may also be applied to facilitate the coding of language content. 

Intervention options for Unintelligible Children 

When language form is disrupted to the extent that a child is difficult to un- 
derstand, knowing whether comprehension is also impaired is critical to plan- 
ning intervention. Therefore, some suggestions follow, both for unintelligible 
children with age-appropriate comprehension and for unintelligible children 
for whom language comprehension is also compromised. 

When Comprehension Is Age-Appropriate. When a child’s speech is 
unintelligible and language comprehension is age-appropriate, it is probably 
disrupted form, and not content or use, that lies at the root of the communi- 
cation disorder. Since speech is unintelligible, it is difficult to ascertain whether 
expressive language is at or below age level or to identify specific aberrant pat- 
terns of language expression. Moreover, since comprehension is within nor- 
mal limits, there is no apparent need to address language from a receptive 
point of view. Therefore, it is critical to first improve intelligibility so that the 
child can be understood before dete rmining whether any expressive language 
targets are to be addressed. 

For unintelligible children, a phonological approach to intervention is often 
recommended. This involves the identification of phonological processes (pat- 
terned modifications of speech-sound production that are not consistent with 
the standard rules of the language). In general, phonological processes are 
simplified productions of standard phoneme sequences and words (Creag- 
head & Newman, 1989). Some examples are syllable reduction ([ba] for bot- 
tle), consonant sequence reduction ([bu] for blue), and stopping ([ti] for see) 
(Hodson, 1986). 
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Once the patterns are identified, then the patterns, and not the error 
phonemes, must be addressed in a very systematic manner. Addressing sim- 
plification patterns, or phonological processes, is a very efficient method for 
improving the intelligibility of an unintelligible child. These patterns are ad- 
dressed through a cycles approach that combines auditory bombardment, vi- 
sual and tactile stimulation, production practice, and semantic awareness. 
Complete descriptions of the approach are available (Hodson & Paden, 1991). 

When Comprehension Is Compromised. When compromised compre- 
hension is concomitant to unintelligible speech, then, in addition to the phono- 
logical targets, discrete comprehension diffkulties must be identified and 
targeted. This may be accomplished in much the same way as the cognitive 
milestones addressed in the previous section on the preverbal child. 

Intervention Options for Children with a Pattern 
of Disrupted Language Use 

A child whose language disturbance lies with the dimension of language use 
has age-appropriate ideas to communicate and communicates them clearly 
through the conventional linguistic system yet delivers the message in a way 
that is inappropriate. For example, children who have attention o?ej?cit disor- 
der (ADD) often display symptoms of diffkulties with the dimension of lan- 
guage use. Their apragmatic behaviors often include interrupting people, 
attempting to talk over the words of other people, making comments that are 
inappropriate or unrelated to the topic, and shifting topics without warning. 

Some children with learning diwbilities, emotimul disturbance, and mm- 
tal retardation also show symptoms of adversely effected language use. Any 
combination of the symptoms of disrupted language use (as described in Chap- 
ter 2) may appear in these aggregates of children. 

Elective mtism describes a group of children whose language use is also 
inappropriate. Since the electively mute child chooses not to speak, speaker 
and listener roles are impaired, initiating and maintaining topics is not done, 
changing topics is unnecessary, turn taking is nonexistent, and para.hnguistic 
aspects of verbal communication are absent. &rralinguistic aspects of non- 
verbal communication may or may not be appropriate, depending on the child. 

Children who have been inuolved in extensive speech therapy are another 
group that may have difficulties with language use. Many of the symptoms 
appear to be the result of having spent a significant amount of time sitting 
across the table from an adult, and practicing the production of unrelated 
words or sentences and speech that is not meant to provide new information 
to a conversational partner. 

Inappropriate communication behaviors that are sometimes noticed in 
long-term recipients of speech therapy seem to include the tendency to (1) 
produce or recite utterances rather than interact socially or exchange infor- 
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mation, (2) shift topic without warning, (3) wait for instruction before taking 
a turn, (4) ignore nonverbal clues that communicate that clarification is 
needed, and (5) neglect to request clarification when needed. In short, 
speech is considered something to be practiced and not as a vehicle for mean- 
ingful communication. 

Most of these problems can, and should be, avoided by using intervention 
techniques that are natural and communicative rather than those that are 
repetitive and devoid of context. Suggestions for natural, communicative 
strategies appear in the previous section, “Planning for Generalization.” 

Preschool-Age Children. Regardless of the exact objectives that are to 
be addressed for the preschool-age child with disrupted language use, chil- 
dren benefit more from firsthand experience than from instruction. There- 
fore, if the clinical objective is for the child to successfully participate in rituals 
such as routine greetings and closings, then situations are set up that enable 
the child to first observe another person participating in the routine appro- 
priately and then practice the routine with a real communication partner. 

Some sample circumstances that may be used to facilitate the demonstra- 
tion and practice of greeting and closing routine might include (1) arranging 
for another adult or child to enter the room periodically, (2) using puppets or 
dolls to demonstrate the routine and then participating in the routine with 
the child, or (3) using group intervention in which each child assists in demon- 
stration and practice. 

The use of puppets is practical for most settings where preschoolers receive 
clinical services. The demonstration steps may include (1) introducing the il- 
lustration, (2) using puppets or role players to illustrate the target, (3) briefly 
discussing exactly what happened immediately following the illustration, and 
(4) judging whether an illustrated behavior is appropriate or inappropriate. 

The introduction to the illustration may include an explanation of the in- 
tervention objective, which should be modified to match the child’s level of 
understanding. For example, if the objective is for the child to use greeting 
and closing rituals, then the introduction may include a story about people 
coming and going and the kinds of things they say when they first see each 
other and when they part. By the time the introduction is over, the child will 
be mentally prepared to pay attention to greetings and closings. 

The illustration is carried out by puppets or role players. An example might 
be for the puppets to perform a series of several greetings and closings. Two 
friends meeting on the street, a visit to Grandma’s, and seeing the teacher at 
the grocery store are some possibilities. The puppets carry out the routines, 
clearly demonstrating what one says and does when greeting someone and 
when terminating a conversation. 

When the puppets have demonstrated greetings comprehensibly, the child 
may then participate in some discussion about what has happened. This may 
include a recount of the skits performed by the puppets. It may also include 
some speculation on what to do in similar circumstances not illustrated. 
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The illustration may take on a little more depth at this point, if desired. That 
is, the puppets may continue to perform but now, sometimes their behavior 
is appropriate and sometimes not. For example, during a set of follow-up skits, 
the puppets may forget to greet each other or they may greet each other in a 
rude way. This is the child’s opportunity to judge whether the behavior of the 
puppets is appropriate or inappropriate. The discussion about the inappro- 
priate skits may include some problem solving about how the unsuitable be- 
havior makes the other person feel and what could be said or done that would 
be more apropos. 

Following the illustration, the child has the opportunity to role-play in order 
to practice the language use objective. The practice steps may include (1) 
preparation for the practice skit, (2) role-play using puppets or other children, 
and (3) discussion of the performance with regard to the pragmatic target. 

In preparing the child for the practice skit, it is important to make very clear 
exactly what roles are to be assumed by whom. The demonstration skits will 
probably have prepared the child adequately for the practice experience. Ex- 
planation of the details, however, may include telling the child the names and 
roles of the participants and the occasion and purpose of the meeting. More- 
over, ifit is the case that the puppet is going to behave inappropriately, it may 
be wise to inform the child of this in advance so as not to cause embarrass- 
ment or hurt feelings as a result of the performance, 

The performance is an opportunity for the child to participate in a series 
of practice exercises with a puppet or role player. These may be similar to the 
illustration skits described previously. 

Once the performance is complete, a discussion may follow. This includes 
comments about what has happened, and about what the characters did and 
said. It may also include a judgment of whether the puppets behaved appro- 
priately, and if they did not, what they could do to improve their interactions. 

Although it is not usually the case that a child is asked to use an inappro- 
priate behavior during the practice exercise, be prepared for that possibility 
as well. If a child behaves inappropriately, the clinician should evaluate each 
situation individually. It may be wise to address the inappropriate behavior 
directly by asking the child to identify it and come up with some suggestions 
for alternative actions. However, with some children who are particularly sen- 
sitive, calling attention to an error in the presence of peers may be devastat- 
ing and may discourage future willingness to participate in role-play activities. 

School-&e Children. By the age of 6, most children begin to benefit from 
instruction about language as long as it is appropriately combined with direct 
experience, while children age 8 and above have an even greater apprecia- 
tion for metahnguistic training. For that reason, the suggestions for preschool 
intervention apply to this group as well. Further, with school-age children it 
is possible to incorporate more direct and abstract instruction and to increase 
the complexity of the tasks. 
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When Form, Content, and Use Are Separated 

A child whose language is characterized by a separation of content, form, and 
use typically uses a language form that is not particularly meaningful in context. 
Examples are echolalia and perseveration. A child may repeatedly utter com- 
ments heard either in the home, at school, on the radio, or on the television. 

In Chapter 2, an example was given of a child who repeatedly says, “Put 
the bear on Mary’s bed, Suzy,” regardless of whether the bear, Mary, or Mary’s 
bed are even remotely accessible to Suzy. Other examples include the child 
who immediately repeats, verbatim, what has been said by another person 
(echolalia) or who repeats an utterance that was correct at one time but is no 
longer correct or accurate (perseveration). 

Children who demonstrate behaviors characteristic of a separation of the 
language dimensions are often seriously mentally retarded, autistic, socially 
inappropriate, or emotionally affected. How well we are able to bring echolalic 
and perseverative behaviors under control is quite dependent on the degree 
of severity that characterizes the disorder. That is, a child who is mildly re- 
tarded (with an IQ of 55 to 69) may be capable of consciously controlling the 
occurrence of nonmeaningful utterances. By contrast, a child who is moder- 
ately or severely retarded (an IQ between 25 and 54) may have more diffi- 
culty identifying when a response is not meaningful in order to suppress it. 
For the profoundly retarded (an IQ below W), the capacity for controlling 
meaningless utterances is usually minimal. 

In children who are able to learn to control echolalia and perseveration, this 
is often done by calling the child’s attention to the fact that the utterance is 
not related to the immediate context or ongoing events. Once this is pointed 
out, some suggestions for meaningful and contextually related utterances may 
be offered. Further, the client may be asked to produce some contextually rel- 
evant alternatives. 

When Interactions Between Form, Content, and Use Are Disrupted 

A child whose language behavior indicates a disordered interaction between 
the dimensions (i.e., content, form, and use) uses language that has an obvi- 
ous contradiction between the content of the message and the way the mes- 
sage is delivered. The example given in Chapter 2 is the child who says, “Don’t 
spank the baby,” while hitting a rag doll. 

Children whose dimensional interactions are disordered, as with those 
whose dimensions are separated, are often retarded or autistic. Further, the 
ability to bring the behavior under control is dependent on the degree of 
impairment. The suggested methods for accomplishing this are similar to 
those described in the preceding section on separation of content, form, and 
use. 
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When Attention Deficit Disorder Interferes 

A child is diagnosed as having attention deficit disorder (ADD) when behav- 
ior indicates that he or she is highly distractible and inattentive. This condi- 
tion typically impedes language acquisition, primarily in the dimension of 
language use. Further, if not addressed adequately in the preschool years, 
ADD has a negative impact on academic success. Therefore, the diagnosis of 
ADD significantly impacts the planning and implementation of the interven- 
tion program. It is important to address the attention deficits directly from 
the beginning of intervention, not only in order to increase the manageabil- 
ity of the child but also to prepare him or her to use social language appro- 
priately and to succeed academically. 

Since the child with ADD is characteristically distractible and inattentive, 
the two general goals that distinguish intervention for ADD are that the child 
learn to (1) manage distractions and (2) focus attention. In most cases, leam- 
ing to manage distractions results in an increased ability to focus attention. 
Therefore, the two general objectives can usually be addressed simultane- 
ously, as follows. 

Managing Distractions. In order for a child to learn to manage distrac- 
tions, it may be necessary first to remove as many distractions as possible and 
then systematically to reintroduce them one at a time, as the child becomes 
capable of concentrating in their presence. At least three types of distrac- 
tions may interfere with a child’s ability to focus attention. They are visual 
distractions, auditory distractions, and psychological distractions. Any com- 
bination of the three may serve to prevent a child from completing work and 
behaving appropriately; consider all three when determining which distrac- 
tions to bring under clinical control. 

Managing VWd Distractions. Visual distractions are the things and peo- 
ple that are present in the room and interfere with the child’s ability to con- 
centrate. Other children, the clinician, articles of clothing, jewelry, toys, 
intervention materials, papers, equipment, furniture, decorations, and clocks 
are a few examples. For the child with ADD who is visually distracted, ini- 
tially these distractions are best minimized as much as possible. Thus, the child 
might be scheduled for individual sessions and seated at a table that faces a 
blank wall, with only the few materials necessary for the current assignment 
within view. Excessive verbal praise may be offered in an attempt to encour- 
age continued work. 

As the child becomes able to concentrate in this rather sterile environ- 
ment, the clinician may add a few visual distractions, very systematically and 
one at a time. In order to achieve concentration, it may be necessary for the 
clinician to continually notice when the child becomes distracted and remind 
him or her to focus attention. However, it is ultimately the child’s responsi- 
bility to identify distractions and return to task. 
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When the child identifies and resolves visual distractions independently, 
then it may be time to introduce additional distractor items. For example, a 
purposeful picture may be added to the wall. Then, as the child becomes able 
to autonomously focus attention even in the presence of the picture, an ex- 
traneous item may be added to the table or the table may be turned so that 
some of the room decorations are visible. 

Eventually, it is hoped that the ADD child who is visually ’ tracted is able 
t to concentrate in a setting with an increasing number of mis llaneous dis- 

tractions that include a variety of people and things. The preparation for that 
accomplishment involves achieving an internal locus of control for managing 
a few distractions at first and eventually a number of potentially interfering 
visual stimuli. 

Managing Auditory Distractions. Auditory distractions are another type of 
distraction that may interfere with the ADD child’s ability to concentrate. They 
include noises that occur in the room, such as sounds produced by air condi- 
tioning or heating systems, ambient noises in the corridor, clocks ticking, and 
conversations of other people who may be working in adjacent quarters. Re- 
gardless of whether a child has ADD, all these variables should be controlled 
to the best of the clinicians ability. In some settings, that may require nego- 
tiating for a private and reasonably quiet work area. 

If auditory distractions are present in the room, they should be carefully con- 
trolled by the clinician in much the same way as the visual distractions. That 
is, you should begin with a reasonably quiet room. If the child tends to be dis- 
tracted auditorily, systematically add one distraction at a time (e.g., soft back- 
ground music, a clock ticking), never adding a new distraction until the child 
has achieved independent control of the auditory distractions at each level. 

Managing Psychological lX.str&. Psychological distractions are the most 
abstract and the most difficult to bring under control. If a child is distracted 
psychologically, intrapersonal communication (i.e., personal thought) inter- 
feres with the chills ability to concentrate. These thoughts may pertain to an 
anticipation of activities yet to come, preoccupation with the time, recollec- 
tion of past events, or mental problem solving. 

All people engage in these mental activities at least some of the time. How- 
ever, when one’s internal thoughts consistently interfere with the ability to 
focus attention and complete a task, then intervention is indicated. 

As with the visual and auditory distractions, with psychological distractions 
it is necessary to begin with an external locus of control and gradually move 
toward an internal locus of control. Some steps toward accomplishing the in- 
dependent control of psychological distractions may include the following: 
(1) Initially the clinician identifies the fact that the client is internally distracted 
and informs the client of the distraction, calling his or her attention back to 
the task. (2) After a number of distractions have been managed successfully 
in this way, the clinician begins to increase the subtlety of the signal so that 
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the client is responsible to identify and control the distraction without direct 
instruction. (3) Once that has been accomplished, the clinician begins to de- 
mand that the client focus attention, without being told to do so, whenever 
an episode of distraction is called to the client’s attention. (4) When the client 
is consistently taking the responsibility to return to a task after being informed 
of a mental distraction, the clinician may begin to request that when distrac- 
tion is identified as present, the client specifically ident$ its source. (5) Even- 
tually, the client recognizes when a mental distraction has interfered with the 
ability to focus attention, identifies the distraction, and returns to the taskwith 
no specific instructions from anyone. 

Focusing Attention. Simultaneous to teaching the child to manage dis- 
tractions that interfere with attention, the clinician works with the child on 
improving the ability to focus attention. Being alert to factors that impact in- 
terest level, intensity of concentration, and duration of concentration is emi- 
nently important to achieving this. 

Interest Level. If a child has attention deficit disorder, his or her level of in- 
terest in the intervention activities is critical to focusing attention and to the suc- 
cess of the program. This is because attention to the task is necessary (1) for 
progress toward achieving language objectives, (2) for establishing a pattern of 
paying attention to the task while in the clinical environment, and (3) for even- 
tually learning to consistently focus attention outside the clinical setting. 

In planning intervention, select activities that are interesting to the child 
and use them for the greater part of the session. Interesting activities can be 
identified by questioning the child, the parent, the teacher, and significant 
others about the kinds of activities that typically hold the child’s attention for 
more than a few moments. 

Once a selection of interesting activities has been identified, they are then 
adapted to make them useful for facilitating the child’s language learning 
needs. For example, the activities described in Figures 4-2 and 4-3 (tea party 
and drewup) are selected for the child only aper determining that they are 
likely to hold attention for su&ient time to carry out the language-learning 
objectives. If there is no evidenw that the activities in Figures 4-2 and 4-3 
are likely to hold the child’s attention, then they are not selected and, in fact, 
are replaced by activities that are more likely to interest the child. For exam- 
ple, if the child has an interest in a popular cartoon show, its char&em may 
be used to achieve the objective offditating comprehension and production 
of third-person possessive pronuuns instead of using the props suggested in 
the example. 

~mtially, the goal is to achieve consistent attention for a period of time that 
is significantly longer than the baseline. If a session is 30 minutes long, a clin- 
ician may begin the program by planning to use a variety of high-interest ac- 
tivities for the entire session, with each activity being no more than 4 to 5 
minutes in length. When consistent attention is achieved with extremely stim- 
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ulating activities, then some more structured, more mundane activities should 
be introduced gradually For example, once the child has established a pat- 
tern of focusing attention when engaged in the highly varied, stimulating pro- 
cedures, then it is time to introduce one very short activity that is less 
interesting to the child, but not completely dull. The duration of the less- 
interesting activity may be from 1 to 5 minutes, depending on how long the 
child tolerates it without becoming significantly distracted. The timing for 
introducing the activity within the session is important. It may be best to ini- 
tiate the less interesting activity about halfway through the session so that at- 
tention can be adequately focused before introducing it and also so the session 
can end after a significant period of highly stimulating work. With success 
the duration, number, and frequency of the less-stimulating activities can be 
increased gradually. 

Intensity 0jConumtratiim. In increasing a distractible childs ability to focus 
attention, a clinician must be mindful of the intensity of the child’s concen- 
tration. For example, the quality of the concentration can vary throughout a 
session, even if the child does not appear to be actively distracted by internal 
and external stimuli. By paying close attention to signs that concentration is 
waning (e.g., wandering eyes or off-topic questions), a clinician may antici- 
pate off-focus behavior before it occurs and then intercept it (by changing 
activities or by managing distractions) before it interferes with the goal of es- 
tablishing a pattern of focused attention in the clinic. 

Duration of Concentration. Like intensity of concentration the clinician 
monitors the duration of each period of concentration. This is done so that 
(1) breaks in concentration can be predicted, and perhaps avoided, before they 
occur and (2) the clinician can monitor, and eventually extend, the typical 
length of concentration periods. Be aware that the length and intensity of con- 
centration may vary for different levels of interest. 

In the Case of Central Auditory Dysfunction 

When a child is known to have central auditory dysfunction, two intervention 
objectives take priority. They are (1) to make auditory information accessible 
to the child and (2) to enable the child to gain the ability to manage distrac- 
tions. The second objective was discussed in moderate detail in the previous 
section on attention deficit disorder. 

The first objective, making auditory information accessible to the child, was 
not described previously because it specifically applies to children who have 
central auditory dysfunction. In order to accomplish this objective, one may 
systematically decrease the length and complexity of utterances spoken to the 
child, gradually increasing them as the child gains ability to handle incoming 
auditory stimuli. Moreover, systematically inserting meaningful pauses, em- 
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phasizing key words, and increasing visual and tactile cues all help to facilitate 
the processing of auditory information. Each of these modifications is utilized 
heavily at the initiation of the intervention program and then systematically 
reduced as the child gains the ability to make use of auditory information. 

When a Child Is EIeetively Mute 

Elective mutism was described in Chapter 3. In language intervention, it is 
important to break the aberrant communication pattern that has evolved with- 
out passing judgment on the caretakers or the child for having allowed the 
habit to become firmly established. Since the pattern emerges and is perpet- 
uated in the context of the family or home, it is necessary to implement a 
family-oriented approach to intervention (see Chapter 5). In the family- 
oriented approach, the clinician guides the individual family members as they 
(1) identify their personal behaviors that serve to sustain the pattern, (2) make 
decisions about how they plan to change their own behaviors so as to encourage 
verbal communication, and (3) implement the changes. 

In addition to involving the family, some modification can be made to in- 
crease the likelihood that the electively mute child will speak in the language 
intervention session. That is, children who do not wish to speak can be 
prompted to break the ice by a number of methods. A few minor adjustments 
have been found to facilitate a relaxed clinical atmosphere and are therefore 
appropriate for intervention in the event of elective mutism. These are the 
provision of culturally sensitive background music, use of the child’s own fa- 
miliar toys, and minimizing distractions in the clinical environment. However, 
providing a relaxed atmosphere offers no assurance that the child will talk. 
This is only a beginning. (Other suggestions were given in the section on non- 
verbal children earlier in this chapter.) 

Removing all expectations of verbal communication is also essential to fa- 
cilitating speech in elective mutism. Although removing expectations does not 
guarantee that the child will speak, neglecting to do so practically guarantees 
that he or she will not. 

Additionally, we sometimes provide an electively mute child with a puppet 
or doll. Then, we speak directly to the puppet, waiting for a response from 
the child. By not speaking directly to the child and instead substituting the 
puppet, we create a situation in which the child is not the one who speaks since 
the words and sentences belong to the puppet. Even before an electively mute 
child speaks in an interpersonal exchange, the puppet technique can be used 
to gather information about the child’s language abilities and to practice all 
types of linguistic patterns. 

Beyond that, once the electively mute child begins to speak voluntarily, a 
language disorder is likely to become noticeable. Whether disturbed language 
is the cause or result of the elective mutism is difficult to determine, and prob- 
ably irrelevant to the plan and outcome of treatment. It is incumbent on the 
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clinician to accurately describe and treat the unique features of the language 
disorder as they emerge. Whenever there is a clinical history of elective 
mutism, it is crucial that the family participate in the language intervention 
program (see Chapter 5). 

When Hearing Sensitivity Is Reduced 

Speech-language intervention for the individual with reduced hearing sensi- 
tivity is often quite different from what is appropriate for individuals who have 
sensory access to spoken language. In addition to the degree of sensitivity re- 
duction, timing and consistency of ampli&ation and training as well as expo- 
sure to signed communication systems can strongly iniluence the outcome of 
the intervention program. An explanation of exactly how these factors are likely 
to impact intervention and some specific intervention suggestions are pro- 
vided in the following sections. 

Thing and Consistency of Am$ifhation and Training. When an in- 
dividual has reduced hearing sensitivity and he or she (or the family on the 
client’s behalf) wishes to learn to understand and produce spoken language, 
then amplification and training are required-the earlier, the better. Three 
types of amplification devices are available: hearing aids, tactile aids, and 
cochlear implants. Regardless of the device used to enhance sound signals, if 
spoken language is to be learned, individuals with reduced hearing require 
access to amplification and training as early as possible. Spoken language is 
primarily an acoustic event and is best learned through accessing and com- 
prehending its acoustic patterns. 

The most common amplification device is the hearing aid. “Apes of hear- 
ing aids include body-type, all-in-the-ear, behind-the-ear (B’E), bone con- 
duction, contra-lateral routing of signals (CROS), and extended-frequency 
hearing aids. 

Regardless of type, most hearing aids are composed of three basic parts 
(Figure 4-5), the microphone, ampler, and receiver. Sound enters the hear- 
ing aid through a microphone. The microphone changes the acoustic signal 
(i.e., sound) into an electrical signal. llzle intensity of the electrical signal is 
then increased through the amplifier. Finally, the amplified electrical signal 
passes through the receiver, where it is converted back into an acoustic sig- 
nal that is much louder than the one picked up by the microphone. The mag- 
nified acoustic signal then leaves the hearing aid and enters the ear canal by 
way of an ear mold (Figure 4-5). It eventually travels through the air con- 
duction pathway of the external ear toward the middle ear and cochlear (Fig- 
ure l-7) (Northern & Downs, 1991). 

what we can expect a hearing aid to do is to magnify the sound so that the 
person with reduced hearing detects sounds that are otherwise inaudible. The 
difference between the minimum sound that a person is able to hear with 
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Figure 4-5. Basic parts of 
a behind-the-ear hearing aid: 
microphone, amplifier, re- 
ceiver, ear mold. Ada ted 
from “How to Buy a R 
Aid” (ASHA). 

earing 

and without hearing aids is called the functional gain. Although individual 
differences can be expected, Table 4-9 shows the approximate amount of f&c- 
tional gain that can be reasonably expected for four levels of reduced hearing 
(Northern & Downs, 1991). 

lractile sensory aids are another type of amplification device. Their func- 
tion is to change auditory signals into vibratory patterns on the skin. By using 
the device, children with profoundly reduced hearing can be taught to rec- 
ognize suprasegmental aspects of speech that are otherwise unavailable to 
them. These include distinguishing prosodic features of spoken language, iden- 
tifying the number of syllables, and contrasting voiced/voiceless, nasal/oral, 
and stop/continuant phoneme pairs (Franklin, 1988). 

CochZear implants are the newest of the advances toward providing indi- 
viduals with profoundly reduced hearing with clear representation of the 

Approximate Functional Gain Reasonably Expected for Four Levels of 
Reduced Hearing 

Degree of Hearing LASS L,evel of Sound Awareness with 
(Unaided Thresholds) Amplijkation (Aided Thresh&s) 

lOO+ dB 45435dB 
75-100 dB ZS-SOdB 
SO-75 dB 15-30 dB 
2550 dB O-15 dB 
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sounds of spoken language. The cochlear implant is a device that is surgically 
implanted in the temporal bone (Figure l-7) behind the pinnae (Figure l- 
7). The device’s microphone receives sound and uses the sound to artificially 
stimulate the acoustic nerve. The acoustic nerve (Figure l-7) carries the ar- 
tificially induced acoustic signals to the brain where the signals are interpreted 
as sound (Loeb, 1985). 

Certainly, the cochlear implant provides the most promise for the future 
with regard to providing people who have reduced hearing with a means for 
hearing and understanding spoken language. However, cochlear implants are 
not for everyone as they have not yet been refined to the point where they 
can provide the masses with natural hearing ability. Thus, the criteria for se- 
lecting cochlear implant candidates are rigorous. 

Suggestions for Intervention. Although making sure that amplification 
is available is an important step, it is not enough. The sound that the person 
hears through a hearing aid is a mechanical one, it may be very soft and the 
frequency configuration may be different from what is perceived through nat- 
ural hearing. Therefore, if a person is to learn to identify and interpret the 
sound patterns of spoken language, it is critical that both amplification and 
training begin as soon as the hearing loss has been identified and that both 
amplification and training should be applied consistently throughout the 
language-learning years and beyond. Individuals whose amplification and 
training are delayed or inconsistent are at a distinct disadvantage for learning 
to use the information that is acoustically provided by the amplification de- 
vice. In order to facilitate language acquisition through the auditory mode 
for individuals with reduced hearing sensitivity, the following principles and 
procedures are applied (Johnson & Paterson, 1991). 

Adequate Aided Hearing. The client must first have aided hearing that is ad- 
equate for spoken language acquisition. A number of steps can be taken to de- 
termine whether this is the case. Examination of the unaided audiogram is the 
first step. Clients with unaided thresholds as low as the following levels can 
generally be provided with sufficient gain to allow them to detect the essen- 
tial speech cues: 250 Hz at 85 dB, 500 Hz at 100 dB, 1000 Hz at 115 dB, 2000 
Hz at 115 dB, and 4000 Hz at 95 dB (Figure 4-6). 

Anyone with a lesser unaided hearing sensitivity may not be a candidate 
for learning spoken language through the auditory mode. However, individ- 
uals with extremely low levels of hearing sensitivity may desire amplification 
so that some benefits can be gained from whatever levels of sensitivity are at- 
tained. Further, they may learn certain aspects of spoken language through 
tactile, kinesthetic, and visual stimulation. 

Once a person has been fitted with an amplification device, the next step 
is to identify those with aided audition that is potentially usable for spoken 
language learning. The client’s aided hearing potential for language compre- 
hension and language learning may be indicated by comparing the aided 



218 PART II-INTRODUCTION TO CLINICAL PROCEDURE3 

Frequency in Hertz(Hz) 

325 250 500 1000 2000 4000 8000 

‘nterity 
decibels 

w w 

20 

30 

40 

50 

60 

000 

Figure 4-6. Evaluations of unaided thresholds: clients with unaided 
thresholds down to the solid line can generally be provided gain sufficient 
to allow them to detect essential acoustic cues of spoken language. 

audiogram to Ling’s banana-shaped curve, or “speech banana” (Ling, 1976). 
The speech banana was proposed as the lower limit for potentially usable aided 
hearing. These lower limits are, approximately, 50 dB or better at 250 Hz, 60 
dB or better at 500 Hz, 65 dB or better at 1000 Hz, 60 dB or better at 2000 
Hz, and 50 dB or better at 4000 Hz (Figure 4-7). Students with aided hear- 
ing levels at or above the banana-shaped curve are potentially good candidates 
for learning many of the auditory features of spoken language through the 
hearing mode. 
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A third step in determining whether a client can benefit from speech- 
language work presented in the auditory mode is the administration of the 
Five-Sounds Test (Ling, 1976). The test is comprised of five speech sounds 
(bl, [al, Dl, Lfl, ad [ 3, h h s w ‘c re p resent approximately the five routinely 
tested speech frequencies on an audiogram (250,500,1000,2000, and 4000 
Hz respectively). Clients as youngas approximately 2V2 can be taught to re- 
spond to this test. 

On administering the test, the speech-language pathologist says each of the 
five sounds in random order while located in a position that does not allow the 
client to observe facial cues. The client may respond by using an age- 

Frequency in Hertz(Hz) 

125 250 500 1000 2000 4000 8000 

‘“Yty 
decibels 

(dw 

40 - 40 - 

130 130 

140125 14'125 250 250 500 500 1000 1000 2000 2000 4000 4000 

Figure 4-7. Lin@ U 
lower limit for potenti 3r 

h banana,” which was proposed by Ling as the 
y usable aided hearing (L,mg, 1976). 



220 PART II-INTRODUCTION TO CLINICAL PROCEDURES 

appropriate response such as repeating the sound heard, pointing to an icon 
representing the sound heard, raising the hand, clapping, or putting blocks 
in a box. 

Three essential elements are gained through knowledgeable use of the Five- 
Sounds Test. They are (1) information about whether the hearing aid is work- 
ing, (2) information about the client’s frequency-response curve, and (3) 
approximately the most effective listening distance for the client on that par- 
ticular day. 

By taking the time to complete this procedure, we are likely to identify 
clients who can benefit from speech-language training by way of auditory stim- 
ulation. By so doing, those clients who have hearing sensitivity sufficient for 
learning the sound patterns of spoken language have the opportunity to do so 
and we do not frustrate those who are apt to derive more benefit from leam- 
ing language through exclusively tactile, kinesthetic, and visual modalities. 

Properly Working AmpZij?cation De&e. The client’s amplification device 
must be working properly. The presence of the hearing aid in the appropri- 
ate place on the child’s body does not necessarily indicate that the hearing aid 
power switch is on, that the aid is powered by its battery supply, or that it is 
working properly. Therefore, each time that the client arrives for assessment 
or intervention, it is important for the clinician to check the hearing aid and 
to teach the client and the client’s parents to conduct the same check on a 
daily basis. A checklist for daily monitoring of hearing aids can be found in 
Appendix 4-6, 

When a problem is identified, it is important for the clinician to be able to 
troubleshoot the hearing aid so that the exact nature of the problem can be 
identified and addressed as soon as possible. Appendix 4-7 provides methods 
for troubleshooting three common hearing aid complaints. The complaints 
are (1) that the hearing aid is not working properly, (2) that the hearing aid is 
not working at all, and (3) that the hearing aid is feeding back (e.g., squealing). 

Confidence in Listening for Meaning. The client must develop confidence 
in listening for meaning. This can only happen if listening for meaning and 
attending to sound are an integral part of the speech-language intervention 
program as well as of the child’s home and academic environments. It may be 
that, as a profession, we are not yet in the habit of providing our clients who 
have reduced hearing sensitivity with ample opportunity to become confident 
with their ability to utilize the sound that is amplified through a hearing aid 
(Johnson & Paterson, 1987). 

Appropriate Listening Distance. The instructor’s voice must be at an ap- 
propriate listening distance from the amplification device and ambient signal- 
to-noise ratio must be considered. The appropriate listening distance for a 
client on a particular day and in a particular physical location is determined 
by administering the Five-Sounds Test every time the client is seen for in- 
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tervention. Auditory work 
achieved on the test. 

is best presented at a distance for which success is 

Discrimination Practice. Clients initially need some syllable-level and word- 
level discrimination practice to focus their attention and clear up auditory con- 
fusions. Listening practice with isolated speech sounds must be placed back 
into meaningful prosodic context as soon as possible, This is accomplished by 
embedding words in phrases and sentences for listening practice. 

Active Participation. The client must be an active participant in the lis- 
tening process. Some techniques that can be applied to accomplish this end 
include asking the child to repeat what was heard, requiring early self- 
evaluation and self-monitoring, and encouraging production practice as soon 
as the client is ready. 

Listening Practice without Visual Cues. The client should have an oppor- 
tunity to practice listening without benefit of visual cues. Mouth covering is 
not recommended because it interferes with the transmission of the signal and 
models a communication strategy that does not occur naturally in appropri- 
ate conversations. Instead, ask the client to listen, and not to watch, if the 
task emphasizes listening alone. Side-to-side seating, with the clinician slightly 
behind and on the side on which the client has the most hearing sensitivity, 
is preferred. 

lndve All Sense y Modalities. You should exploit to the fullest all sensory 
modalities when working with a client who has reduced hearing sensitivity. Al- 
though the emphasis is on maximizing audition for clients who have suffi- 
cient residual aided capacity, tactile, kinesthetic, and visual modes are very 
important and should not be ignored. 

In fact, whenever a client with reduced hearing has sufficient residual hear- 
ing for learning language through auditory stimulation, then all sensory modal- 
ities should be used to their fullest potential in training. By way of contrast, 
when sufficient residual hearing capacity is not available to the client, then 
only the tactile, kinesthetic, and visual modes should be exploited to facilitate 
spoken communication. 

Use of Sign Language Systems. American Sign Language (ASL) is often 
used as a means of communication by many individuals with severely and 
profoundly reduced hearing sensitivity. ASL is a language that is quite dif- 
ferent from spoken English in nearly all respects, including timing, syntax, 
morphology, and use of facial expression and body language. A unique and 
beautiful language, ASL is the native language of many members of the deaf 
community and an excellent way to communicate in approximate silence. 
Furthermore, it is a means by which many individuals with severe or pro- 
found hearing reduction spontaneously establish a dominant language, a cri- 
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terion that appears to be critical to intellectual and cognitive development 
(Cummins, 1979). 

A number of variations derived from ASL exist and are often used in an at- 
tempt to teach spoken English to the deaf through visual means. These al- 
ternate sign systems are called Manually Coded English (MCE) (Caccamise 
& Newell, 1983). 

Pidgin Sign English (PSE) is a system of MCE that is widely used when 
deaf and hearing people interact, and it is well accepted by members of the 
deaf community. PSE combines the critical features of both English and ASL. 
ASL signs are basically connected in English word order, meanings of the ASL 
signs are maintained, and many of the spatial, directional, and temporal char- 
acteristics of ASL are preserved. PSE is a sign system that evolved naturally 
as a result of communication need (Caccamise & Newell, 1983). 

Manually Coded English (MCE) includes a number of Manual English 
(ME) systems that were invented by hearing people for the purpose of teach- 
ing spoken English to the deaf. Seeing Essential English (SEE 1) and Sign- 
ing Exact English (SEE 2) are examples of ME systems. These systems include 
signs borrowed from ASL and a number of invented signs and invented gram- 
matical markers. Further, the ASL meaning of many borrowed signs is not 
preserved (Caccamise & Newell, 1983). 

The Manual English (ME) systems are used primarily for teaching Eng- 
lish morphology and syntax to deaf children. They are not particularly well 
received by members of the deaf community. 

Regardless of the manual system that is used, signing does not necessarily 
assist deaf people in learning spoken English any more than knowledge of 
English assists people in learning Spanish or French. Even systems that pre- 
serve English grammar are not particularly effective in teaching spoken Eng- 
lish to deaf people. This is because the visually represented grammar gives 
very little information on how the language actually sounds. 

In fact, since various sign systems are often superimposed on spoken Eng- 
lish for communication and training, the simultaneous use of speech and sign 
may at times interfere with an individual’s opportunity to learn spoken lan- 
guage. Further, signing while speaking or speaking while signing may inter- 
fere with the clinician’s ability to judge competence in the spoken language. 
A similar pattern has been noted in bilingual children who use two spoken 
languages, such that in bilingual language assessment it is recommended that 
only one language be used at a time because using two languages simultane- 
ously impedes the clinician’s ability to determine the client’s communication 
abilities in each individual language (Kayser, 1993). The same is true of spo- 
ken and signed languages for the following reasons. 

In simultaneous communication, prosodic changes occur. When used 
simultaneously, both speech and sign are accomplished more slowly, drawing 
out certain words, syllables, and signs in order to accommodate simultaneous 
production of two different languages. This effect is exaggerated for signing 
systems that attempt to represent all morphological and syntactic forms of 
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English manually, such as Seeing Essential English (SEE l), Signing Exact 
English (SEE 2), Cued Speech, and finger spelling. 

In simultaneous communication, lexical choices are affected. Communi- 
cators tend to select words and signs that have equivalent counterparts in both 
languages, and we avoid using words and signs that do not. This limits expo- 
sure to a variety of vocabulary options. 

Linguistic interference also occurs in simultaneous communication, result- 
ingin inaccurate conversational feedback For example, I have a functional un- 
derstanding and use of sign language as a result of having used it on a daily basis 
for 5 years and using it sporadically since that time. If a deaf client signs and 
speaks simultaneously, it is often the signed message rather than the spoken 
one that is understood. If, as a speech-language pathologist, I indicate that the 
message is clear, the individual with reduced hearing may misinterpret the 
feedback to mean that the spoken message is clear when in fact it is not. Fur- 
ther, if a clinician signs and speaks simultaneously during intenrention activi- 
ties, the person understands the signs and has no reason to pay attention to 
the available auditory characteristics of the spoken language. Therefore, the 
speech-language pathologist who uses simultaneous communication (speech 
and sign) predominantly deprives the person of the opportunity to listen to 
the spoken language and gain information about its auditory characteristics. 

Despite these difficulties with simultaneous communication and manual 
systems, ASL and PSE are worthwhile as communication modes, and the 
ME systems are useful to demonstrate English morphemes and syntax. The 
early presentation of a manual system is one means for ensuring that indi- 
viduals with severe or profound hearing loss have the primary language that 
is necessary for cognitive development. Sign language and simultaneous com- 
munication are also valuable and useful in a number of clinical situations. 
These include conversations not related to clinical assessment or intervention, 
providing instructions in the client’s dominant language in order to assure that 
there is no misunderstanding regarding the clinical activity, clarifying infor- 
mation that has been misunderstood, and providing a visual demonstration 
of English morphology and syntax. 

However, if sign language is used exclusively or if spoken language is not 
experienced without sign, the individual who desires to learn to communi- 
cate verbally is at a distinct disadvantage for learning to understand the acoustic 
patterns that constitute spoken language. Further, attempting to assess skill 
in either language during simultaneous communication is an exercise in fu- 
tility. The only skill that is assessed accurately in the simultaneous communi- 
cation mode is skill in using two languages simultaneously 

When Reading and Writing Difficulties Are Also Apparent 

The profession of speech-language pathology is not formally designated for 
the teaching of reading and writing. However, a relationship exists between 
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early language development and reading success. Therefore, the children that 
we see who have difficulty acquiring a frrst language in the preschool years 
are often at risk to experience difficulty in school when learning to read and 
write. Further, many of the school-age children who receive speech-language 
services are the same children who receive remedial instruction in the areas 
of reading and writing. 

For that reason, we are concerned with some aspects of reading and writ- 
ing development. Perhaps in some early language intervention programs it 
may be within our scope of practice to address risk for difficulty in learning 
to read and write. 

One clinical activity that may serve to minimize risk of reading failure is to 
take measures to ensure that books and reading are regularly introduced to 
the preschool-age child in a sociable, enjoyable, interactive context. A partic- 
ular type of book that may be especially helpful in this regard is a book of 
nursery rhymes, although many other types of books should be given serious 
consideration as well. Evidence has shown that better readers are likely to be 
quite familiar with nursery rhymes (Bryant, Bradley, McLean & Crossland, 
1989). A nursery rhyme book can be incorporated naturally into the language- 
facilitation program, as many of them facilitate role-play activities such as 
‘Ring Around the Roses,” “Jack and Jill Went Up the Hill,” and “Pat-A-Cake.” 
Nursery rhymes also provide experience with rhyming and word play that are 
useful in facilitating language acquisition. Further, the language-play experi- 
ence that is provided by nursery rhymes may be an important prerequisite to 
the metalinguistic development that is required for one to benefit from read- 
ing instruction. 

Another speech-language experience, that perhaps lessens the risk of read- 
ing difficulties, is experience with narratives. Evidence has shown that poor 
readers also exhibit poor narrative skills (Norris & Bruning, 1988). Narratives 
and reading have a common factor, as both place the responsibility of creat- 
ing the context on the one who is doing the narrating or reading. Experien- 
tial practice with all four types of narration may be beneficial. That is, in 
addition to facilitating language, the activity may also potentially reduce risk 
of failure in reading and academic achievement. 

Once children with language difficulties reach school, there are a number 
of other things that speech-language pathologists can do to help mitigate the 
potential for serious reading and writing problems. First, if the child has been 
placed in special education for reading and writing difficulties, it behooves 
the speech-language pathologist to work cooperatively with the specialist who 
is directly addressing these academic concerns. 

Second, if the child is diagnosed as having attention deficit disorder (ADD), 
we may incorporate into our intervention program several objectives to ad- 
dress this concern. (Several intervention options for ADD were presented ear- 
lier in this chapter.) 

Finally, consider that the etiology of the language disorder may be the same 
as that which causes the reading and writing disturbance, as both spoken and 
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written language require that one process and formulate symbolic informa- 
tion. Therefore, several language objectives can be included in the interven- 
tion program that may help the child with both spoken and written forms of 
language. These include, but are not limited to, objectives that address sound 
discrimination, auditory-visual associations, pattern recognition, and com- 
prehending abstract information in the absence of context. 

REGULAR EVALUATION OF PROGREM 

Essential to the effectiveness of the intervention program is the clinician’s abil- 
ity to continually evaluate (1) the changing needs of the client, (2) the bene- 
fit that the client gains from the program, and (3) the strengths and weaknesses 
of the program as administered. This requires some sensitivity to the client, 
clinical instinct, skilled observations of performance, continual problem solv- 
ing, and a generous amount of adaptability on the part of the clinician. The 
regular collection of data is used to facilitate this process. 

Regular Data Collection 

Whenever a client participates in an intervention program, it is necessary to 
periodically evaluate progress toward both short-term and discharge objec- 
tives. Progress toward short-term objectives can be assessed informally as often 
as each time that the client is seen, because the frequency or duration of tar- 
get behaviors can be measured at each intervention session. 

Some clinicians measure performance throughout the session, accumulat- 
ing masses of data. Others prefer not to use this method when working with 
children because (1) data collection throughout a session can interfere with 
one’s ability focus on the objectives and procedures, (2) the child can be dis- 
tracted by the data collection activity, and (3) the amount of data that is ac- 
cumulated is often rmwieldy. 

Instead, it may be preferable to set a brief period aside at the end or at the 
beginning of each session, using that time for the sole purpose of data col- 
lection. That way, the clinician is free to focus attention and energy on the 
objectives and procedures for most of the session. Session-by-session data is 
collected in much the same way as the baseline data described earlier in the 
chapter. Once collected, the session-by-session data is compared to baseline 
(Table 4-4) and to the targeted degree of mastery as defined in the short-term 
objective (Table 4-S). 

In a continuation of the example, ]ohn’s baseline is 30 percent for the pro- 
duction of third-person possession. The short-term objective aims at an 80 per- 
cent degree of mastery, so it is expected that the session-by-session data will 
fd between baseline (SO percent) and target (80 percent), and that as time 
goes on, it moves in the direction of the target. For demonstration purposes, 
Figure 4-8 indicates session-by-session progress from baseline to completion. 
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Figure 4-8. Clinical example: Johns session-by-session erformance on 
production of third-person possession as measured from % aseline (BL) to 
completion. 

Some clinicians prefer not to measure performance each and every time 
that the client is seen. Even so, a regular schedule of data collection, such as 
every other session, weekly, or biweekly, is advised. 

The reasons for collecting regular data are many. For one, by frequently 
measuringperhormance the clinician is always aware of the client’s status with 
regard to progress toward completion of short-term objectives. Moreover, any 
sudden changes in performance are readily apparent so the source may be 
identified and addressed as quickly as possible (Johnson, 1988). 
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Informal and Standardized Retesting 

It is important to periodically ascertain the client’s status in relation to the long- 
term objectives. Informal and standard&ed tests are used to accomplish this end. 

An assessment is readministered under three circumstances. One is when 
the child is regularly scheduled for reassessment. Most states have regulations 
regarding how frequently a child is permitted to participate in a state-funded 
reassessment and this is not very often. Every two or three years seems to be 
somewhat typical. For children whose services are not supported by state 
funds, the guidelines do not apply. However, it is wise to establish at the be- 
ginning of the intervention program exactly how and when the child’s progress 
toward long-term objectives are to be assessed. 

Another circumstance that calls for reassessment is when the child has pro- 
gressed such that the short-term objectives no longer apply and, therefore, 
additional testing may be needed to establish a set of new objectives. This 
can sometimes be accomplished through informal procedures. However, for- 
mal reassessment may be justifiable. 

The other circumstance calling for reassessment is when the child has 
achieved a performance level that causes one to suspect that discharge may 
be appropriate. Formal testing may be done at this time to confirm whether 
the terminal objectives have in fact been met. 

DISCHARGE AND FOLLOW-UP 

Clients are discharged from an intervention program for a variety of reasons. 
In most cases, it is because the client has achieved all of the long-term objec- 
tives. This is of course desirable and is usually the case. However, a few clients 
are discharged for other reasons, such as not benefiting from intervention, not 
being likely to benefit from continued intervention, referral to another agency 
(e.g., due to a move, client’s choice, or professional recommendation), and the 
client’s choice to discontinue services for personal reasons. 

Follow-up logically ensues after discharge. As with all other steps in the 
clinical pnxxss, follow-up is also documented, usually by a series of clinic file 
notes. Some possible follow-up options include scheduling a reassessment 
after a specified period of time and using a tickler file to make a phone call 
or send out a questionnaire after a predetermined date. The reasons for 
following-up on discharged clients is to identify individuals who may benefit 
from reinstating services, and to receive feedback from the individuals who 
have firsthand experience with the services provided at the center. 

CONCLUDING REMARKS 

Part 2 (Chapters 3 and 4) provides a fairly detailed introduction to traditional 
approaches for assessment and intervention. These and similar procedures 
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are applied for the majority of young clients who receive language services. 
However, many clients have a number of special needs that require carefully 
planned modifications to the traditional methods. The next part (Chapters 5 
and 6) offers an introduction to principles and procedures for addressing the 
special needs of the very young and of children who identify with a variety of 
cultural groups. 
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STUDY GUIDE 4 

1. Exactly what do you do to determine what needs to be accomplished by 
the intervention program? 

2. Differentiate between long-term objectives and short-term objectives. 
3. Exactly what do long-term objectives explicitly state? Exactly what do 

short-term objectives explicitly state? 
4. What is a rationale? Why is a rationale statement included when writing 

intervention objectives? 
5. Describe the relationship between short-term objectives and procedures. 

Describe the relationship between long-term objectives and procedures. 
6. What is included in the written description of an intervention proce- 

dure? 
7. Describe the format and purpose of an intervention plan. 
8. What circumstances may warrant the revision of an existing intervention 

plan? 
9. How does one determine prognosis? How does prognosis impact whether 

treatment is recommended? 
10. What is included in the recommendations section of an intervention plan 

and why? 
11. What does your signature on the intervention plan indicate? 
12. How does one go about using results of intervention to establish new tar- 

gets? Why might it be necessary to establish targets in this way? 
13. Why are lesson plans necessary? 
14. what is typically included in lesson plans? 
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15. How does one use antecedents and consequences to increase language 
behavior (A-R-C paradigm)? 

16. Define and give examples of antecedents. 
17. Define and give examples of consequences. Include information about 

the hierarchy of reinforcers. 
18. What measures does a clinician take to control the physical environment? 
19. What measures does a clinician take to control the linguistic environment? 
20. Apply the A-R-C paradigm to the management of behavior problems. 
21. Describe appropriate and inappropriate disciplinary actions, 
22. How does one go about selecting the children for group intervention? 
23. What measures does a clinician take to control the behavior of groups of 

chil&en? 
24. How does one plan for generalization? Why is it important to take these 

steps? 
25. Describe some intervention plans for preverbal children. 
26. Describe child-oriented intervention. 
27. Describe facilitative play and how it may be used to accommodate lan- 

guage acquisition. 
28. Describe the types of interactions that are suggested for speaking to pre- 

verbal children. 
29. Differentiate between self-talk and parallel-talk. 
30. Describe each of the following procedures and how they may be used to 

facilitate language acquisition. 

it-. 
expansions 
expatiations 

C. recast sentences 
d. buildups and breakdowns 

31. Describe interactive language development teaching (ILDT). 
32. Describe intervention options for unintelligible children whose language 

comprehension is age-appropriate. 
33. Describe intervention options for unintelligible children whose language 

comprehension is compromised. 
34. What circumstances may precipitate a disorder in language use? 
35. Describe some procedures that may be used to address difficulties with 

language use in preschoolers. How might these procedures be altered to 
address the needs of school-age children? 

36. What can be done to address the needs of a child for whom the dimen- 
sions of language are separated or for whom the interactions between 
the dimensions are disordered? 

37. Describe some procedures that can be used to address attention deficit 
disorder. 

38. What are the fundamental intervention objectives for a child with cen- 
tral auditory dysfunction? 

39. Describe some procedures that can be used to address elective mutism. 
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40. Explain the signi&ance of timing and consistency of amplification and 
training with regard to individuals with reduced hearing sensitivity. 

41. How does a hearing aid work and what can we expect a hearing aid to do 
for the person with reduced hearing sensitivity? 

42. How much functional gain can we reasonably expect from a hearing aid? 
Since functional gain may be different for Merent amounts of hearing 
reduction, qualify your answer according to level of hearing sensitivity. 

43. What are tactile aids and how are they used? 
44. What are cochlear implants and how might they help a person with re- 

duced hearing sensitivity? Are they always recommended? Why or why 
not? 

45. Why is the provision of appropriate amplification alone not adequate if a 
person with reduced hearing wants to understand and produce the sound 
patterns of spoken language? 

46. What procedures might you use to identify a person with aided audition 
that is adequate for spoken language learning? 

47. What is accomplished by administering the Five-Sounds Test? 
48. How often should a hearing aid be checked and by whom? 
49. Describe the hearing aid check procedure. 
50. Describe the basic procedures for troubleshooting a hearing aid that is 

either not working properly, not working at all, or giving feedback. 
51. Describe a training procedure for assisting a person with reduced hear- 

ing if that person wishes to learn to comprehend and produce the sound 
patterns of spoken language. 

52. How is sign language useful in speech-language intervention? 
53. How might exclusive use of simultaneous communication interfere with 

one’s opportunity to learn the actual sound patterns of spoken language? 
54. why is it important to continually collect data throughout an interven- 

tion program, and how is this done? 
55. How often should informal and standardized testing be repeated and why? 
56. What factors are considered when making a decision regarding the dis- 

charge of a client? 
57. Describe an appropriate follow-up sequence. 
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Addressing the 
Lan uage 

% Nee s of the 
Very Young 
Collaborating With Families 

LEXRNING OBJIXTIVES 

At the con&&on of this chapter you will be prepared to: 

l Discuss federal guidelines for the delivery of services to disabled 
preschoolers and their families and why these guidelines have increased 
the need for family-centered services in the field of speech-language 
patholw, 

l Compare a family-centered model of clinical service delivery to a tradi- 
tional model; 

l Apply a number of suggestions for implementing a family-centered ser- 
vice delivery program; 

l Plan and implement family-centered assessment sessions and interven- 
tion programs. 

235 
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INTRODUCTION 

Speech-language pathologists are finding that it is becoming increasingly nec- 
essary to address the communication needs of some individual clients by first 
addressing the needs that exist in the clients’ family units. This is true be- 
cause we serve an increasing number of individuals in the birth-to-age 3 pop- 
ulation, an age group that responds better to idiosyncratically devised family 
programs than to relatively infrequent, one-on-one instruction from a stranger. 
It is when serving infants and toddlers that we are obliged to involve the fam- 
ily; however, family-centered procedures can, and perhaps should, be ap- 
plied to selected clients at all ages. 

PUBLIC LAW 99-457 

One might be curious why the number of infants and toddlers served by 
speech-language pathologists has been on the increase. One reason is that 
the federal government is now required by law to financially support com- 
prehensive early intervention for preschool children with disabilities, begin- 
ning at the time of birth (Houle & Hamilton, 1991). 

In 1986, the Education of the Handicapped Act (now called the Individu- 
als with Disabilities Education Act [IDEA], or PL 94-142) was amended by 
Public Law 99457 (PL 99-457) (Houle & Hamilton, 1991). Compliance with 
Public Law 99-457 became mandatory in 1991. Prior to the passage of PL 9% 
457, its predecessor (PL 94-142) required that the federal government mod- 
estly support services for disabled preschool children aged 3 years and older. 
Further, PL 94-142 did not require that the government provide support ser- 
vices for disabled children below the age of 3. However, PL 99457 has made 
significant changes in the federal support available to two age groups-& to 
5-year-o&, and newborn to 3-year-olds. 

Three- to Five-Year-Olds 

With the advent of PL 99-457, preschool children between the ages of 3 and 
5 are now eligible to benefit from all services, rights, and protections that had 
previously been afforded to school-age children, with no cost to the parents 
(Section 619 of PL 99457) (Houle & Hamilton, 1991). That is, any child over 
the age of 2 who is identified as having a disability is referred to the public 
schools or a state education agency so that services can be provided and fed- 
eral funding obligations can be explored. Resulting services are documented 
and monitored by Individualized Education Programs (IEP). Although family- 
centered services are not required for children who have passed their 3rd 
birthdays, they are very appropriate for many 3- to 5year-old children re- 
ceiving Section 619 services. 
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The federal government supports the individual children who are eligible 
for services under Section 619 by providing money to the state of residence 
and by allowing the state education agency to oversee the services and the 
funds. In order for a state to qualify for such funding, all eligible children 
within the state must receive services. 

Newborn to 3-Year-Olds 

A disabled child below the age of 3 may be eligible for limited federal sup- 
port under three conditions (Part H of PL 99-457) (Houle & Hamilton, 1991). 
(1) Any child who experiences developmental delays in one or more domains, 
as measured by appropriate diagnostic instruments, is eligible for federal sup- 
port. The developmental realms that are considered include physical, cogni- 
tive, language and speec.h, psychosocial, and self-help and adaptive domains. 
(2) Any child diagnosed as having a physical or mental condition that has a 
high probability of resulting in developmental delay in any of the listed do- 
mains is eligible for federal support. Some conditions that may categorize a 
child as being at risk for delay include mental retardation, cleft palate, ge- 
netic syndromes, hearing impairment, as well as any other condition that is 
known to result in delay. (3) If a particular state has opted to provide services 
to children at risk for whom no delay or handicapping condition has been iden- 
tified, any child for whom a delay is likely in the absence of intervention is 
also eligible for federal support. 

No child in these three categories may be denied services because of in- 
ability to pay. However, for those who are able to pay, a sliding scale may be 
used to determine the exact proportion of the cost that is absorbed by the 
federal government to supplement the cost to the family. Services to individ- 
ual infants and toddlers are supported by federal funding through money al- 
located to the state of residence. The agency through which the money is 
managed is designated by the governor of the state (Houle & Hamilton, 1991). 

The Part H program is particularly important to the topic of this chapter 
because of its strong emphasis on serving families. It requires that the com- 
munication assessment include an evaluation of both the child and the fam- 
ily, with consideration given to the strengths and needs of all parties concerned 
(Houle & Hamilton, 1991). Further, intervention services are documented 
on an Individualized Family Service Plan (IFSP), which include objectives 
and procedures for the family as well as the child. 

FUNDAMENTALS OF FAMILY-CENTERED 
CLINICAL PROCEDURES 

With the implementation of PL 99-457 in 1991, the character of our profes- 
sion has begun to change and may continue to do so remarkably as we begin 
to focus on the younger clients that we are required to serve as a result of 
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Part H of the amendment. The following comments describe some of the ap- 
proaches that have been developed in order to better serve infants, toddlers, 
and their families. In general, when serving children below the age of 3, the 
family must be an integral part of the program. Nevertheless, the family- 
centered approach is used to benefit many clients at all levels. 

Why Involve Families in Clinical Service Delivery? 

Regardless of the age of the client, when we ask a family to participate in a 
clinical program, we are interested in linking the benefits of our professional 
expertise with the resources that are available to the particular family (An- 
drews & Andrews, 1990). As speech-language pathologists, we have the edu- 
cational background, preparatory clinical experiences, and access to a wide 
variety of resources that.enable us to develop objectives and procedures that 
specifically address the communication needs of our clients. On the other 
hand, each member of a client’s family has a unique perspective on the client, 
the client’s communication abilities, how he or she fits into the family unit, 
and the family’s interactive patterns. Further, members of the family gener- 
ally share love and respect with the client and are intimately connected to 
the client’s everyday routines and experiences. Our goa is to enhance our ex- 
pertke by taking advantage of all that the family can contribute to the pro- 
gram and to enhance the family resources by sharing With them the benefits 
of our expertise. 

Family-Centered and Traditional Approaches Compared 

In order to understand the family-centered approach to clinical-service de- 
livery, it is helpful to identify similarities and differences between it and the 
more traditional approaches, Family-centered and traditional approaches are 
alike in that both (1) are initiated because an individual is experiencing, or is 
at risk for, difficulty with communication; (2) involve communication objec- 
tives determined as a result of a diagnostic evaluation and/or progress assess- 
ment; (3) make use of intervention procedures that are known to facilitate 
the achievement of communication objectives; (4) require that the family be 
consulted regarding background information, statement of the problem, ex- 
pectations for intervention, and measurement of progress throughout an in- 
tervention program; and (5) may employ home assignments and home 
programs. On the other hand, differences exist in each of the following areas: 
hierarchy of authority, methods for developing objectives and procedures, 
clinical relationships, and scheduling of sessions. 

Hierarchy of Authority. In the traditional approach, we generally accept 
that the clinician is the one who makes the major decisions regarding the ser- 
vice plan. This is because the clinician has educational background, clinical 
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experiences, and access to resources, qualifying that individual to make such 
decisions competently. Certainly, in making clinical decisions, many clinicians 
go out of their way to seek input from the family so that family needs and 
concerns are considered regardless of whether the program is officially family- 
centered. Traditionally, seeking fmily input may be done after sessions, briefly 
at the end of sessions, at scheduled meetings, or over the telephone. How- 
ever, consistent family input is not necessarily a part of traditional programs. 

Conversely, using a family-centered approach, the family members attend 
and participate in every session, a strategy that enables family input to reach 
the clinician as each decision is made. Family input is always considered when 
making any decision that impacts the outcome of intervention. 

Methods for Developing Objectives and Procedures. The develop- 
ment and management of a personalized intervention program is a project 
that involves a number of types of clinical decisions, with the establishment 
of objectives and of procedures being two types that occur on an ongoing basis. 
Generally, when a traditional approach is taken, objectives and procedures are 
determined as a result of standardized and informal testing. Although family 
input is often sought, the clinician must specifically seek it outside the realm 
of the planned intervention sessions. Further, in the traditional model the 
goals and procedures are typically directed at changing the communication 
behavior of one person-the client. 

On the contrary, when taking the family-centered approach to service de- 
livery, family input is aZways sought at the time that the goals and procedures 
are determined. Coals and procedures are generated by the clinician, taking 
into consideration the resources, priorities, and opinions of the family mem- 
bers. Also, the goals and procedures of the family-centered program address 
the communication needs of the client within the context of the famiZy. This 
means that some goals and procedures may require change in the behavior 
of the client and other family members, or they may require change in the 
family communication system as a whole. 

ClinicaI Relationship. In most traditional models, the primary clinical 
relationship is between the clinician and a client or group of clients. Although 
clinicians develop clinical relationships with family members as a result of 
brief conversations before and after traditional sessions and as a result of 
scheduled consultation or planning meetings, most contact with clients is 
outside of the context of the family. 

By contrast, when implementing a family-centered program, the clinical 
relationship is between the clinician and every family member who chooses 
to participate in the program. Almost all contact with clients takes place within 
the context of family communication. 

Moreover, in a family-centered program, a number of clinicians may work 
with one family. One model program suggests employing a clinical team com- 
prised of a few clinicians who work directly with the family, and a few ob- 
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servers who do not have direct contact with the family but are only involved 
in program planning and providing feedback (Andrews & Andrews, 1990; John- 
son, Maxfield, & Sheeler, 1992). 

Scheduling of Sessions. In a traditional approach to clinical service de- 
livery, sessions are scheduled frequently and with regularity. Traditionally 
clients know that they attend on specified days, such as every Tuesday and 
Thursday; every Monday, Wednesday and Friday; or on a daily basis. Fur- 
ther, service delivery programs are usually implemented during regular work- 
ing hours (i.e., 9:00 A.M. to 5:00 P.M.) and they take place at a clinic or speech 
and hearing center. 

There are a number of advantages to these traditional scheduling patterns. 
For example, regular appointments are more easily kept than irregular ones, 
and frequent appointments are necessary in order for the client to make suf- 
ficient progress, especially since traditional sessions comprise the majority of 
planned communication activities that address the intervention objectives. 
Furthermore, meetings scheduled during the day are convenient for many 
service providers, and with young children daytime meetings do not inter- 
fere with bedtime and mealtime rituals. 

Scheduling family-centered services may be somewhat more flexible. Some 
clinicians prefer to continue with fixed scheduling so that appointments can 
be remembered and kept. Even so, the regularly scheduled meetings may be 
less frequent, with the amount of time between sessions depending on the 
needs and desires of the family combined with the professional opinion of 
the clinician. Once each week or every two weeks may be workable in some 
situations. In a family-oriented program, less frequency may be necessary 
because the actual work that is done toward achieving goals is carried out by 
family members on a daily basis in the context of the family. 

Some clinicians and families may prefer to schedule sessions on an as- 
needed basis. This works well for families whose need for professional input 
varies. For example, a family may participate in a session on a Monday and 
then return on Thursday, perhaps because of difficulties experienced in car- 
rying out the assignment or because the goal is accomplished very quickly. 

Another family may participate in a session on the same Monday and con- 
tinue to work at home for a week or two before returning. This may be the 
case if the assignment is fully understood and progress is continuing. In ei- 
ther situation, it is the familyk responsibility to determine when it is time to 
return for another session and to contact the clinician for an appointment 
when the need arises. Of course a clinician may call families regularly (e.g., 
weekly) to maintain contact and reassure them that they should call for a re- 
turn appointment when ready. 

In scheduling a family-centered program, a clinician may consider com- 
bining family-centered with traditional sessions. Perhaps concurrent to a fixed 
schedule of frequent sessions having a traditional format, a family may have 
the option of arranging a family session every few weeks or on an as-needed 
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basis. By so doing, a client may receive the benefits of both traditional and 
family-centered programming. 

Another variation in scheduling that may be seen in family-centered pro- 
grams is arranging for sessions to take place outside regular working hours. 
When this is initiated, it is usually due to difficulties with convening an entire 
family during the working day. The individual clinician or agency adminis- 
trator determines whether participating in off-hour scheduling is possible. If 
off-hour scheduling is selected as an option for accommodating family needs, 
then methods for compensating work time and methods for ensuring safety 
and adequate clerical support after hours is necessarily explored. 

Also, home visits are considered an option for family-centered services. Ses- 
sions do not need to be provided in the context of the clinic and, in fact, home 
sessions can be more beneficial in several ways. For example, by traveling to 
the home for some sessions, the clinician has an opportunity to directly ob- 
serve, in a very natural setting, the family, its available resources, and its com- 
munication patterns. This enhances the clinician’s ability to more fully 
understand the communication pattern, the context in which the communi- 
cation pattern is developing, and the materials that are available in the home 
for carrying out the program activities. 

Evaluating the Family-Centered Approach as an Option 

Clearly, family-centered programs are the only alternative for some clients, 
such as the very young. In addition to being a very practical approach for 
preschoolers, the family-centered approach is mandated by law for children 
under 3 years of age who receive federal support. 

However, for a number of clients over the age of 3, the family approach is 
only one of many alternatives, while for others, family-centered programs may 
be completely inappropriate. Before commencing the program, the clinician 
judges whether a family is likely to benefit from a family-centered service de- 
livery model. This requires the evaluation of a number of variables, including 
the child’s age and willingness to interact with strangers, language or dialect 
of the family, motivation and commitment of the family, potential for real com- 
munication within the clinical relationship, the family’s perceived ability to 
understand and perform the activities, and the time available for the family 
to participate in the program. 

Age of Client. The law requires that any client below the age of 3 who re- 
ceives services based on federal support must receive evaluation and inter- 
vention services in the context of the family. Therefore, only family-centered 
services are appropriate for most people in that age group. Regardless of the 
law, children below 3 generally benefit more from family-centered services 
than they do from traditional services. 
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For example, an infant who is identified as having a condition that is apt to 
result in a communication disorder is unlikely to benefit from sessions that 
take place a few days each week outside the context of the family. Instead, 
preparing the family members to facilitate communication during the daily 
routines is desirable. Although the need for addressing the problem within 
the family may decrease somewhat as a child approaches the third birthday, 
a family-centered model is probably the most effective choice for many 
preschool-age children. 

Client’s Willingness to Interact with Strangers. Regardless of age, some 
children hesitate to communicate with strangers. ‘Ihis is especially true of chil- 
dren who receive services because of elective mutism. It may also be true of 
children who present emotional or psychological disturbances. Often in a tra- 
ditional program, if a client does not separate from the parents or if the client 
does not speak to the clinicians, attempts at intervention are impossible or un- 
successful. A family-centered program may be one strategy for initiating ser- 
vices with a client or family who have these behavior patterns. 

Language or Dialect. Individual speech-language pathologists generally 
serve a number of clients whose dialect is different from their own. Although 
it is not appropriate for clinicians to attempt to change a client’s dialectal pat- 
tern, it may also be impractical or unreasonable for the clinician to become 
facile in every dialect that is used in a particular region. Families, on the other 
hand, are adept at using the dialect that is common to their culture. There- 
fore, in order to provide services to a client in the dialect of the familiar cul- 
ture, family-centered services may be employed more appropriately than 
traditional services. (See Chapter 6 for some suggestions.) 

Motivation and Commitment. In order to benefit from a family-centered 
service program, the family must be motivated and committed to addressing 
the needs of the client within the context of the family. Further, each indi- 
vidual must be motivated and committed to making appropriate personal adap- 
tations that enhance progress. 

Motivation and commitment are difficult to judge. However, we rely on 
clues given by the family members to measure these attributes. For example, 
the response to your suggestion for family involvement may offer some indi- 
cation as to the amount of participation that can be expected. 

Once a family-centered program has begun, the demeanor of the family 
members at the initial and subsequent meetings may also prove revealing. 
Further, the amount of time that individual family members devote to the pro- 
gram activities may be used as a gauge to determine whether their motiva- 
tion and commitment are adequate for success in a family program. 

Real Communication. In family-centered programs, real communication 
is an absolute necessity. We expect the family to participate in generating 
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the goals and procedures, and we depend on their honest input to ensure 
that the program adequately meets the needs of the client and family. We 
also depend on their consistent, straightforward information about whether 
assignments were completed, whether communications are understood, 
whether the goals and procedures are amenable to the family members’ ex- 
pectations, and whether the activities are able to be performed in the home. 
Therefore, we need evidence leading us to believe that candidates for fam- 
ily programs are willing to communicate openly and honestly with the clin- 
ician or clinical team. 

Ability to Understand and Perform. the Activities. We are obligatedto 
make certain that the activities are simple and doable. We are further oblig- 
ated to explain the activities in language that is understood and used by the 
family, and to provide these simple explanations in writing. Regardless of the 
efforts that we make to facilitate family understanding, a small group of peo- 
ple may be unable to understand the activities or remember them long enough 
to carry them out successfully Therefore, prior to engaging a family in a pro- 
gram, we may judge the likelihood of individuals comprehending and doing 
the activities. For some clients with these kinds of d.i&cuhies, modifications 
to a family program are in order. 

‘I3me to Devote to the Program. Even with all the factors that point to- 
ward a potential benefit from a family-centered program, the family must be 
willing and able to set aside time that can be applied to the sessions and home 
activities. Families who lack time to attend sessions and carry out the activi- 
ties of the program are likely to be disappointed with progress. 

Suggestions for Implementing a Family-Centered Program 

SuccessMly implementing a family-centered program requires that a clini- 
cian transfer a number of skills that have been successfully applied when using 
a traditional approach. It also requires that one extend the boundaries of clin- 
ical service delivery to include some nontraditional strategies, taking care to 
stay within the scope of practice that is appropriate for the profession of 
speech-language pathology. That is, the boundaries may be extended to in- 
clude some techniques borrowed from counseling so as to facilitate group 
cooperation for the purpose of accomplishing clinical objectives. However, 
the boundaries are not extended to provide counseling services. The scope of 
this section, therefore, is to defme and describe some of the traditional and 
nontraditional strategies that are common to family-centered services. The 
discussion begins with describing how we go about defining the family so 
that we can identify the individuals who appropriately participate in a family- 
centered program. 
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Define the Family. For the purpose of implementing a family-centered 
program, a family member is defined as any person who is significant to the 
client’s communication environment and who is interested in participating in 
the program (Andrews & Andrews, 1990). For children, these may include 
parents, grandparents, siblings, aunts, uncles, cousins, stepparents, step- 
siblings, foster parents, neighbors, close friends, day care providers, and part- 
ners to single parents. The families of adult clients may include any or all of 
these, plus spouses, children, and home care providers. Everyone who spends 
significant time communicating with the client and who wishes to participate 
is invited to participate in the family program, regardless of the persons bio- 
logical or familial relationship to the client. 

Contact the Family to Arrange a Meeting. A hallmark of the family- 
centered approach is that the entire family participates in the sessions and 
that, with the guidance of the clinician, members of the family carry out the 
intervention program at home. Therefore, a family meeting is initiated at the 
suggestion of the clinician. In order to accomplish this, the clinician contacts 
the family and suggests that the whole family participate in the sessions. It is 
at this time that the clinician arranges for a family meeting and invites all in- 
dividuals who communicate regularly with the client and wish to participate. 

Furthermore, during the first contact, the clinician clearly explains to the 
family representative the exact purpose of involving the family in the program. 
The family needs to know that we hope to utilize their knowledge about their 
family member in order to better serve that person and that we plan to share 
our expertise and guide them as they carry out the major portion of the pro- 
gram at home. 

Expressing to the family that we need their input in order to best serve their 
family member is important. It is also important to demonstrate our com- 
mitment to this concept by giving serious consideration to any suggestions that 
they raise and by somehow making use of every suggestion even if it must be 
seriously adapted in order to be clinically usable. 

Facilitate Family Cooperation. The family-centered approach is an un- 
familiar format to most people who seek professional assistance. A lifetime of 
experience leads most people to believe that when one consults a profes- 
sional for help it is the professional who addresses the problem. For that rea- 
son, many initially hesitate to participate fully in the family-centered program. 
This pattern may cause a family to appear uncooperative when in fact they 
are simply responding to an unfamiliar schema by using familiar behaviors and 
patterns. Participation must be encouraged. The following strategies may be 
helpful in enhancing family participation. 

We tell them that we need their help, giving them credit for being the ex- 
perts about their family while acknowledging ourselves as experts on profes- 
sional issues. It is important for the family to believe that they will contribute 
to the family-centered program as part of a team of experts. A family who has 
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a member with a communication problem or with a high risk for a commu- 
nication problem may already be feeling a sense of failure. The very fact that 
they have initiated the process of seeking clinical intervention is evidence 
that they feel somewhat helpless in addressing the problem independently 
By emphasizing their ability to contribute to the process, we empower them 
to facilitate needed changes. By emphasizing that they are a part of a team of 
experts, we reassure them that they are not alone in attempting to solve the 
problem; and we give them hope that they will gain the information and re- 
sources needed to facilitate improvement in the communication skills of their 
family member. 

We create an atnwsphere t,hut welcomes participation from every family 
member. Real and honest communication takes place only if the atmosphere 
is encouraging and nonthreatening. Since real communication is critical to the 
success of the program, the physical and emotional environments are friendly, 
our demeanor is calm and approachable, and our comments and questions are 
reassuring and positive. 

As soon as possible, we @e the family members something to do so they 
can feel they are exercising some control over the communication problem. 
This usually comes in the form of an assignment. A simple observation as- 
signment can be given to a particularly receptive family representative as early 
as the initial contact so that the family can begin working on something con- 
crete even before commencing the program. An example of an early obser- 
vation assignment may be for each family member to write down the exact 
sequence of events for two attempts at communication between the time of 
the initial contact and the first family meeting (one successful attempt and 
one unsuccessful). 

By the time the first family meeting is complete, every family member who 
plans to continue in a family-centered program will know of at least one ac- 
tivity or observation that they will accomplish prior to the next meeting. Re- 
gardless of the exact assignment that is given, it is important to make sure 
that it is one that provides an experience of success and distinctly addresses 
the individual needs of the client and family. 

In addition to home assignments, family members can be given responsi- 
bilities during sessions right from the beginning of the first meeting. For ex- 
ample, when they arrive at the first family meeting, it is important to make 
known their exact in-session responsibilities. One responsibility that parents 
need to take in family-centered sessions is the responsibility to monitor the 
behavior of their own children. This, however, is not inherently clear to many 
parents unless it is explained to them because they have probably had expe- 
riences with classrooms and other instructive domains where a child’s behav- 
ior is monitored by the professional while in the professional’s environment. 
However, in the family-centered program, we want to empower the parents 
to take charge of their child. Therefore, we let them know the rules at the 
outset, and we also let them know that they are the ones to enforce the rules. 
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The rules should be few and simple, and each negative should be countered 
with a positive alternative. For example, for the sake of safety, we may have 
a rule that the children are not to play near the electric outlet. Instead of sim- 
ply stating that the child is not to play in that comer of the room, we also tell 
the parents exactly which parts of the room are available for play and why. 

By putting the family members in charge of the children and by keeping 
the rules simple, we give them a sense of control over their children’s behav- 
ior. Hopefully, this will transfer into a sense of control over the communica- 
tion problem, which is likely to foster a worthwhile feeling and thus facilitate 
cooperation. 

Another responsibility that is communicated to the family at the outset is 
each family member’s role as a participant in the program. This might best be 
communicated in a positive way, emphasizing the importance of their poten- 
tial contributions to the outcome, as family participation is necessary both dur- 
ing and between each session of the family-centered program. 

If a family is to cooperate, the family members must believe that their im- 
mediate concerns are being addressed. Therefore, we ask them to describe 
their immediate concerns. If we neglect to seek this input, the goals that we 
select may not be particularly meaningful to the family, thus creating a situa- 
tion that works against our attempts at winning cooperation and making 
progress toward communication goals. 

For example, suppose a family has a young preschooler who is old enough 
to speak in short sentences but has not yet uttered an intelligible word. Fol- 
lowing the formal assessment, a clinical team may prepare to present a plan 
for facilitating approximations of single words. However, in this case, when 
asking the family for input, the team may learn that a major priority for the 
family is unrelated to the production of single words. For example, a family 
with a nonverbal preschooler may be reasonably interested in addressing some 
of the immediate communicative concerns, such as getting the child to indi- 
cate “yes” and “no” accurately or using gestures to accurately communicate 
certain basic needs and desires. 

These kinds of objectives may not involve the utterance of a first word at 
all and some of them may be accomplished rather quickly. For example, hav- 
ing the child indicate “yes” and “no” may be learned by associating the child’s 
positive and negative desires with physical manipulation of the head for nod- 
ding and side-to-side shaking. In the early stages of the program, their prior- 
ities take precedence so that a very real family need can be met and they can 
experience some personal satisfaction. By being willing to adapt our plan to 
accommodate their perceived needs, we demonstrate respect for the opinions 
of the family members, genuine interest in meeting their needs, and sincere 
concern for the client’s success. Thereby, we pave the way for initiating goals 
that we believe are in the best interest of the client. That is, the family whose 
preschooler has not yet said a first word may be more accepting of our plan 
for accomplishing first-word production after we have shown them that we 
can address their perceived immediate needs (e.g., indicating “yes” or “no”). 



CHAPTER !ZLADDRESSING THE NEEDS OF THE VERY YOUNG 247 

Professional judgment may prevent us from honoring some family requests 
as presented. For example, a person may want us to accomplish an objective 
that is outside the realm of OUT professional expertise, or someone may pre- 
sent an objective that is clearly in the long-range future for the client, given 
current levels and skills. In these cases, efforts are made to use a suitable part 
of the family’s suggestion, demonstrate how an activity may work toward ac- 
complishing the suggestion, or make an appropriate referral to a professional 
who is qualified to meet the family’s immediate felt need. 

If we want family members to cooperate with us, we must make an heroic 
effort to understand the wmmunimtion dynamics that typically occur in that 
particularfamily. For example, every family works together differently and 
has a different communicative style. These factors may strongly impact the 
outcome of intervention, and if understood and directed properly they can 
often be used to the advantage of the client. By knowing (1) who is in charge, 
(2) how the people in the family relate to one another, (3) the typical voeab- 
ulary that is used and understood among the family members, (4) the prob- 
lems that are faced by the family, (5) the experiences that the family members 
have undergone together, and (6) how the client fits into all of this, the clin- 
ician is able to address family needs in a meaningful way. This communicates 
to the family that they are understood; and people who believe that their po- 
sition is understood are likely to cooperate. 

Further, when observing the family and trying to understand that family’s 
communication patterns, it is important to look for something posithe. This 
may be somewhat difficult to do because we are often in the habit of looking 
for the patterns and behaviors that need to be changed. However, if we want 
the family members to feel that we understand them adequately and if we 
want them to believe that we are on their side, they must also believe that we 
see their family unit in a positive way. If whatever changes we recommend 
are preceded by a report of what the family members are doing well, they are 
often more apt to cooperate and less apt to see our suggestions as criticism. 

We need to take care to be reassuring, and not cast judgment or criticize 
in any way. Families who are seeking professional help may already be expe- 
riencing a sense of failure or guilt and may unintentionally criticize or judge 
themselves and each other. If this is the case, they may see no reason to come 
to us for something that they are already doing themselves, without positive 
results. For that reason, regardless of what a person says or does in a family- 
centered session, it is imperative that the clinician refrain from passing judg- 
ment or making remarks that could be interpreted as critical. 

In fact it is best to refrain from volunteering any evaluative comments or 
suggestions for change. Of course, eventually, suggestions need to be made 
since the purpose of the program is for the family and the client to benefit 
from our professional expertise. However, advice is more likely to be accepted 
if it is offered after a very positive communication atmosphere has been es- 
tablished by the clinician and in response to a specific request for input. 
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One thing that the clinician can do to take action toward developing a pos- 
itive atmosphere is to make sure that at least one positive remark is commu- 
nicated in writing each time the family meets. Planning to do this forces the 
clinician to look for something that the family does well, which helps one to 
view the family in a positive way, and projects a positive impression. Writing 
down one positive remark each time also gives the family some consistent, 
concrete evidence that they are succeeding. The positive comment can be 
given in writing on the assignment sheet that will be discussed shortly. (See 
Figure !%I) For example, a comment may be, “Mrs. (Client) listens very care- 
fully to what the child says,” or “Mr. (Client) speaks directly to the child when 
describing something that has happened.” The positive comments are used 
to reinforce some behavior in the family that should continue and that is judged 
to be useful for achieving progress in the communication program. 

Understand the Problem from Everyone’s Perspective. Everyone in 
the family may see the problem from a different perspective. Everyone in 
the family has experienced the problem under different conditions, and each 
deals with the problem in a personal way. As the clinician, it is your respon- 
sibility to try and appreciate each persons experience, goals, and frustrations. 
By looking at the problem though each persons eyes, you will develop what 
is called a polyocular view of the problem (Andrews & Andrews, 1990). 

In order to develop this polyocular view, you must have a plan for how you 
will come to understand all of the facets of the communication problem being 
experienced by each family member. One simple thing that can be done to 
accomplish this is to give each person the opportunity to respond to all sub- 
stantive questions that are asked at any time during the program. For exam- 
ple, during an initial meeting, it is important to ask each person to describe 
what communication with the client is like personally In a traditional model, 
we may pose a question like this to all members present at the evaluation in- 
terview, but generally when one individual responds, we move on to the next 
question without seeking a response from all other family members present. 
In a family-centered session, however, we seek to understand each person’s 
perspective so we ask everyone to respond to each question. 

Another strategy that can be used to assist in developing a polyocular view 
is to give the family members time to freely interact with each other. Although 
this strategy may feel awkward, it can provide a wealth of information about 
the interactive patterns that naturally occur in the family. 

Handle Disagreements Carefully. Whenever a family congregates to dis- 
cuss a problem that has been identified within the family, it is inevitable that 
disagreements will surface regarding how the problem should be handled. 
The degree of conflict depends on the history and communication patterns 
of those present. You, as the clinician, must learn to manage these disagree- 
ments successfully. The following suggestions may be helpful as you learn to 
handle conflict interactions. 
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Expect disagreements to arise. If you are overwhelmed by the fact that the 
family members argue during the session, you will become distracted from 
your purpose. Remember, you are there for the purpose of linking your pro- 
fessional expertise with the family’s resources. All families have disagreements, 
and how the family ha& conjkt is one of its txwurces. Expect conflict to 
happen and when it does, view it as an opportunity to learn about how the 
family functions when disparity occurs. 

Recognize your professional limitations: it is not your job to resolve the 
disagreements within the family If their disagreements are so complicated 
that they interfere with progress, then refer the family for counseling so that 
conflict resolution can be facilitated by a qualified professional. 

Never take sides. Whenever two family members disagree about how a 
problem should be handled, it seems natural for both parties to try and win 
support for their way of thinking. For example, in some families, one parent 
may believe that speech therapy should be composed of very structured drill 
work while the other parent believes in a less-structured approach. When 
these types of disagreements come up and when either or both people try to 
solicit your support, it is to everyone’s best interest for you to diplomatically 
redirect the conversation, dismissing yourself of any commitment to either 
way of thinking. 

Talk openly about disagreements in a positive way. When family members 
disagree, acknowledge the fact that opposing viewpoints have been identified. 
Then, try to use the disagreement to the advantage of the program goals. For 
example, cooperation may be facilitated if a clinician points out how fortu- 
nate the child is to have the advantage of experiencing both parents’ per- 
spectives. The child can learn to appreciate flexibility from one parent and 
structure from the other. Additionally, progress and cooperation may be fa- 
cilitated if we create assignments that take advantage of both points of view. 
For example, if one parent desires a structured approach and the other is more 
comfortable with flexibility, the two family members can have separate as- 
signments that are tailored to their individual strengths. The more structured 
activities can be carried out by one parent, while the other parent can do the 
activities that require spontaneity and flexibility. 

Use vocabulary That Is Used by the Family. We have already mentioned 
that in our conversations with the family we should be careful to observe their 
communication style so that we may understand it more completely. It is also 
very important to use these observations to become familiar with the type of 
language that is typically used by members of the family. Certain word choices 
may become evident upon observation. Knowledge of these lexical idiosyn- 
crasies helps us to frame our suggestions in a way that makes sense to the 
family members. That is not to say that we should imitate them or use their 
dialect if it is not our own. Indeed, it may be ludicrous (and perhaps insult- 
ing) to do so. However, if the family says, “I want to be able to understand the 
way he pronounces his words,” then your communication with them should 
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use the word understand as opposed to more sophisticated words like corn 
prehension, wmpmMity, and inteUigibility, and the word pmwunce as 
opposed to produce, articulate, or even references to phonology. 

As a student in the process of acquiring a new set of professional termi- 
nology, it can be tempting to use the opportunity of a family meeting to prac- 
tice the jargon that you are trying to master. Unfortunately, this habit interferes 
with communication when conversing with people outside the profession. (It 
is also unfortunate that the temptation does not end when we become certi- 
fied and licensed.) Therefore, it is advisable that you establish the habit of sim- 
plifying your language and rephrasing professional jargon whenever you speak 
with families. In a family-centered program it is our responsibility to take these 
personal adaptations one step further, using the types of words and phrases 
that we have heard the family members using in conversations among each 
other. By doing so, we ensure that the message is understandable to the fam- 
ily members and we demonstrate that we relate to them and understand their 
problem in a very real way. 

Assess Disorder in Context of Family Communication. In addition to 
the formal testing procedures that assist in making a diagnosis and generat- 
ing suggestions for intervention goals, we want to observe free and uninter- 
rupted communication among the family members. We are particularly careful 
to look for communication patterns in the family that may have an impact on 
the identified communication disorder, how some of these patterns can be 
used to improve communication behavior, and how some of these patterns 
may need to be modified or redirected in order to facilitate desired change. 

Standardized testing may be administered in the presence of the family, 
and in some cases family members may be given a specific job to do in order 
to assist in the testing procedure. If a family member assists in administering 
a standardized test, the exact nature of family assistance is documented in a 
prominent place on the test form and in the diagnostic report. The amount 
of assistance that a family member gives during formal testing can vary greatly 
and depends on need and on a professional judgment of that person’s relia- 
bility as a tester. Regardless of the amount of involvement that a family mem- 
ber has, that person must receive specific instruction regarding the purposes 
and procedures of the test. 

For example, even if a parent assists minimally, such as by encouraging the 
child to cooperate during the administration of the Assessment of Phonolog- 
ical Processes-Revised (APP-R), the parent needs to know that the test is 
being given so that we can record exactly how the child pronounces each of 
the words. The parent also needs to know that the specific stimulus words 
are the ones that the child should say and that we want to give the child the 
opportunity to pronounce the words spontaneously before providing any kind 
of model. Extensive demonstration may be used to support these instructions. 

Parents who participate extensively in test administration also need to be 
apprised of the purpose of the test and the general procedural guidelines. 
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For example, if a parent complains that the child’s speech is unintelligible 
but the child refuses to speak in the presence of the clinician, it may be nec- 
essary for the clinician to instruct the parent in detail and then watch from 
the observation room while the parent presents the items. 

In this example, suppose the client refuses to speak in the presence of the 
clinicians and the parents report that the child’s speech is totally unintelligi- 
ble. For part of the testing protocol, a family member may show the APP-R 
stimuli to the client, encourage him or her to name the items, and elicit imi- 
tative responses where necessary, all while the clinicians record responses from 
the observation room. A tape recorder may be placed in the evaluation room 
so that responses can be verified at a later time. Although information gath- 
ered in this way is not useful for standardized scoring, it may be used to col- 
lect enough information to determine the phonological processes that are to 
be addressed and to collect a wealth of information about the family mem- 
ber’s style of working with the client. As a result, the information may be very 
useful in helping to create idiosyncratic assignments that effectively use the 
family members talents and abilities. 

Agree on Changes in Behavior of Client and Family. One of the pur- 
poses of initiating the clinical program is to facilitate changes in the commu- 
nication behavior of the client. In the family-centered program, we may find 
that some of the client’s communication behaviors are addressed most effec- 
tively by changing some aspect of family communication as well. Regardless 
of whose behavior is to be changed, the clinician and the family m2(st agree 
on the changes. 

Often, in order to ensure that the family is in agreement with the changes, 
before presenting any suggestions for intervention objectives we ask each fam- 
ily member to express an opinion of exactly what needs to change. We also 
ask them to suggest one thing that they would like to see accomplished by in- 
tervention. Many family members have difficulty with this task and need en- 
couragement. They may hesitate because ifthey knew what needed to be done, 
they would not have sought professional help or because they have little con- 
fidence that their suggestions are worthwhile. Either way, they should be re- 
assured that their opinions are wanted and needed. 

Although some parents are able to make suggestions that are very specific 
and can be applied directly to the program (e.g., “I want the child to be able 
to indicate yes or no”), in most cases the suggestions are vague and need ex- 
planation before they can be used. For example, many people say, “‘All I want 
is to be able to understand my child,” or “I just want my child to talk.” Al- 
though vague, these suggestions can be used. For example, ifthe parent sim- 
ply wants to be able to understand the child, then we know that our short-term 
objectives should clearly lead toward improved speech intelligibility. 

Once we have sought specific input from the family we are ready to use all 
of the information that we gathered (i.e., through standardized and informal 
testing, as well as observations) for the purpose of developing a set of pro- 
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posed objectives. These proposed objectives are presented to the family and 
the family has the opportunity to suggest changes, additions, and deletions. 
Everyone must participate in the process of developing the objectives to en- 
sure that everyone is committed to addressing them in an agreed-on format. 

Agree on Intervention Procedures. Once we have agreed on the changes 
that are to be made, we then agree on the procedures that will be used to ac- 
complish the changes. In our experience, family members rarely have sug- 
gestions for clinical procedures, and in fact, if we ask them to suggest methods 
for accomplishing the needed changes, they have reason to question our pro- 
fessional competence. Therefore, a clinician might make some suggestions for 
approximately two procedures that can be used, allow them to choose between 
them, and encourage them to make adaptations to accommodate their lifestyle. 
These suggested procedures must be simple, easy to do, and clearly related 
to the objectives that have been established. Some families choose to apply 
all suggestions rather than only one, while other families prefer to only par- 
tially accept the suggestions, making adaptations to suit their own family re- 
sources. Since the family members implement the procedures, it is important 
that they understand the procedures, that they agree that the procedures can 
be accomplished by them in their home environment, and that they clearly 
see the relationship between the procedures and the agreed-on goal. 

Guide Family Members in Implementing Intervention Procedures. 
The procedures that have been chosen to address the objectives are per- 
formed daily at home by specified family members. Since the clinician will 
not be present when the procedures are carried out, adequate family prepa- 
ration is needed. 

First, we demonstrate the procedure to the family members. Of course we 
prefer to engage the client in the demonstration activity; however, some clients 
may not interact with the clinician at first, so it is acceptable to engage a sub- 
stitute for the purpose of demonstration at the initial family meeting. The 
demonstration should be sufficient in length to give the family members a 
clear sense of what to do. 

We then ask the family members who will perform the procedure to demon- 
strate so that we can be sure that the procedure has been fully understood. 
Again, we expect the client to be involved in the demonstration but in the 
first session it may be necessary to use a substitute. 

While the family demonstrates the procedure, the clinician looks for ways 
that the procedure or technique can be enhanced. If some modifications ap- 
pear to be needed, the clinician fades into the demonstration, modeling the 
changes in a nonthreatening way. The clinician is very careful to avoid point- 
ing out errors or undesirable behaviors. Families who demonstrate for chni- 
cians are nervous enough without us confirming the fear that they may be 
criticized. It is usually unnecessary to point out people’s weaknesses ifwe focus 
on developing their strengths (Andrews & Andrews, 1990). 
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For example, some families develop a habit of speaking in unusual voices 
to the client, such as in an inappropriately high pitch (almost a falsetto). They 
may do this because it attracts the child’s attention and because the child im- 
itates it more than any other speaking pattern. They may do it because they 
are at a loss as to how to facilitate communication and this pattern results in 
at least some attempts at imitation- even though inappropriate. Whether to 
address this apparently counterproductive communication pattern may be a 
point of deliberation for the clinical team. However, rather than telling the 
family what not to do, more may be accomplished by giving them some very 
simple and concrete activities that are likely to lead to immediate success. 
Then, as soon as the client begins to improve, the family members are often 
found to discontinue their inappropriate behavioral pattern. Perhaps this is 
because, when they discover some strategies that work, they no longer per- 
ceive a need to do the things that do not. 

Once the procedures are agreed on and the clinician is certain that the 
family understands how to perform the procedures, the clinician provides 
the family with a list of goals and procedures in writing. (See Figure 5-l.) 
This helps them to remember exactly what to do, and why and how they 
should do it. 

Agree on Home Assignment. The family-centered program relies heav- 
ily on home assignments because although the clinical intervention is designed 
in the presence of the clinicians and family, most of the intervention that 
takes place is done by the family in the home by way of assignments. There- 
fore, the family and clinicians must come to agreement on the assignments 
during the family-centered session. The assignments include both activity and 
nonactivity types. 

Activity Assignment. The intervention procedures described in the previ- 
ous section are a major part of the home assignments. They are developed, 
demonstrated, and refined in the session. Then the family takes the proce- 
dure home in the form of an activity assignment. 

Nddty A.s&gnmt?nt. In addition to activities, we often want families to 
complete other assignments between sessions. For example, we may want 
them to observe the client or family unit for a particular behavior or pattern 
of behavior. There are a number of things that we can ask families to observe 
and document between sessions. Among these are interactive patterns, 
changes in performance, expressive lexicons, and nonverbal patterns. 

If it is determined that a nonactivity (e.g., observation) assignment would 
benefit the client, then the assignment with its rationale is presented to the 
family and the family determines whether it can be done at home and whether 
they understand how it may result in desired progress. 
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CommnfcQtingHmAssignments. Activity andnonactivity assignments are 
given to the family in writing before the end of the session. The goals and ac- 
tivities should be simple and easy to understand. They should be written in 
the language that is typically used by the family, and it should be clear to the 
family members that the procedures will facilitate accomplishment of their 
goals. An example format for written assignments can be found in Figure 5-l. 

FAMILY-CENTERElD LANGUAGE ASSESSMENT 

Each family-centered assessment session is Merent. However, the outline 
below describes a format that may guide you in planning for a family assess- 
ment meeting. The outline is meant to supplement the preceding section 
which includes details about the procedures that may be followed. 

late 
James of Individuals Present 

&marks 

The Goals 

The Assignments 

Date of Next Meeting 

Figure 5-l. Family-Centered Program: Assignment Sheet 
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Intrduction 

First, we introduce ourselves and allow the family members to introduce them- 
selves. We establish each persons relationship to the child and purpose for 
attending the session. Then we establish the purpose of using a family-centered 
approach, delegate to the parents the responsibility of managing the chil- 
dren, and explain the order of events for the meeting: interview, assessment 
(standardized and informal), break, presentation of proposed objectives and 
procedures, demonstration, and assignments. 

Explaining the order of events is consequential so that the group under- 
stands what is going to happen and why. For example, they need to know that 
we will take a break so that they do not become concerned that the break is 
taken because someone did something wrong. They also need to know that 
they will participate in the process of determining goals so that they are pre- 
pared to provide meaningful input. Further, they need to know that they will 
participate in a demonstration so they are not taken off guard when they are 
asked to show us how they will perform the activity at home. Moreover, they 
need to know that the clinician wiIl blend into their demonstration so they 
can expect this to occur and then naturally look for the clinician to modify the 
procedure or technique. 

Interview 

We gather information about the client and the family, asking each person to 
respond. In addition to the standard case history intake, the kinds of questions 
that we ask include: ‘What do you hope to gain from this meeting?” ‘What is 
communication with the client like for you? What is the exact history of the 
communication disorder?” “Is there one thing that you wish the client could 
do that would meaningfully improve communication? “Is there any behav- 
ior in the family unit that, if changed, would enhance the outcome of the 
communication program?” The answers to these questions will be consid- 
ered when determining goals later on in the session. 

Assessment 

The assessment part of the meeting may include informal and formal assess- 
ment procedures. One informal procedure that may be used is the observa- 
tion of the family. In order to accomplish this, we give the family members 
opportunity to interact with each other freely, observing for interactive pat- 
terns that may have an impact on the outcome of the program. This may be 
done spontaneously and is usually most effective ifit is done once the family 
has become comfortable with the clinician. 

Formal assessment may include the administration of standardized and non- 
standardized tests. If needed, family members may assist in test administration. 
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Break 

The break is especially necessary if more than one clinician is involved. It gives 
the clinicians and observers the opportunity to discuss all that has been ob- 
served during the session, it gives the clinician who has been working directly 
with the family the opportunity to observe the family, and it gives the family 
the opportunity to relax for a few moments. In some situations a family may 
be given a short assignment for the break, such as filling out forms or making 
a list of toys at home that can be used for a home activity. 

During the break, the clinician prepares a set of objectives that will be pre- 
sented to the family for their consideration. In preparing this list, the chni- 
cian considers all of the input that the family has given about their expectations, 
all the communicative patterns observed and how they may impact the out- 
come of the program, and the results of the standardized and nonstandardized 
(informal) tests. 

Presentation of Proposed Objectives and Procedures 

During the break the clinician considers the input that has been given by 
the family and the results of the assessment. Consequently, a set of objec- 
tives has been prepared, addressing the client’s needs and the family’s con- 
cerns. The family now has the opportunity to suggest additions, deletions, 
and modifications during this problem-solving portion of the family meet- 
ing. Once the objectives have been agreed on, the clinician presents the pro- 
cedures that will be used to accomplish the objectives. Again, the family has 
the opportunity to suggest adaptations to suit their lifestyle and communi- 
cation pattern. 

Demonstration 

The agreed-on procedures are initially demonstrated by the clinician. Then, 
the family members who will perform the procedures demonstrate, with the 
understanding that the clinician blends in to encourage alternate strategies. 
The demonstration continues until the clinician is certain that the family 
members are comfortable with the procedures and willing and able to do 
them at home. 

Assignment 

The objectives and procedures are given to the family as part of the assign- 
ment. Another part of the assignment may be for the family to observe and 
document a particular behavior within the family unit. All assignments are 
given in writing to facilitate later recall. 
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FAMULY-CENTERED LANGUAGE INTERVENTION 

A number of follow-up sessions take place after the initial family meeting for 
every family-centered program. Although each follow-up session is different 
depending on the exact needs of the family, the subsequent outline may be 
used as a guide. (Some similarity can be noted between the intervention ses- 
sion outline and the assessment-session outline that was just presented.) 

Introduction 

Occasionally, a family member joins the program after it has been going on 
for some time. In that case, the new person is introduced to the clinician and 
all aspects of the introduction may be reviewed (as described in the section 
on the assessment session). 

Current Status Report 

The family is given the opportunity to update the clinician on what has been 
happening in the home program since the last meeting. As clinicians, we are 
particularly interested in how the assignment went. In some cases, we find 
that the assignment was not done. If that has happened, it is usually because 
the assignment was not understood, was not liked, was not clearly connected 
to the goal, or was otherwise inappropriate. For that reason, we attempt to 
find out about this in a nonthreatening way so that we can increase the chances 
that future assignments will be completed. 

This is also a good time to ask some questions that help you understand 
the family’s expectations for the immediate future. This information provides 
insight for preparing proposed objectives and procedures later in the session. 

Family Demonstration 

The family demonstrates the procedure that has been done at home since 
the last session. The clinicians specifically observe for behaviors of the fam- 
ily members that need to continue and behaviors of the family members that 
would be more effective if they were modified. Clinicians also look for evi- 
dence of progress and behaviors of the client that need to be addressed. 

Break 

This break is similar to the one described in the section on the assessment ses- 
sion. It gives the clinicians and observers the opportunity to discuss all that 
was observed during the session, it gives the clinician who has been working 
with the family the opportunity to observe the family, and it gives the family 
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the opportunity to relax briefly During the break, the clinician prepares some 
proposed modifications to the program (e.g., goals and procedures). In prepar- 
ing this list, the clinician considers all of the input that the family has given 
about their expectations, all of the communicative patterns that have been ob- 
served, and how each may impact the outcome of the program. 

Presentation of Proposed Modifications to Program 

During the break the clinician considers the input that was given by the fam- 
ily and the outcome of the family demonstration. As a result, some mod&a- 
tions to the objectives and procedures have been prepared. The family now 
suggests additions, deletions, and modifications to these suggestions. 

Clinician Demonstration 

This demonstration is similar to the one described in the section on the as- 
sessment session. That is, the modifications to the procedures or new proce- 
dures are demonstrated by the clinician. Then, the family members who will 
perform the procedures demonstrate with the understanding that the clini- 
cian fades in to encourage alternate strategies. The demonstration continues 
until the clinician is certain that the family members are comfortable with 
the modified procedures and that they are willing and able to do them at home. 

Assignment 

The modified objectives and procedures are given to the family as part of the 
assignment. Another part of the assignment may be for the family to observe 
and document a particular behavior within the family unit. All assignments 
are given in writing to facilitate recall. 

Dismiss~ from a Family-Centered Program 

As with all service delivery prograrns, when a clinician contemplates dismissal, 
a number of factors must be considered. In many cases, clients are discharged 
because they have reached expected performance levels; thus, intervention 
is no longer needed. We wish that all clients could be dismissed as a result of 
program success, but unfortunately, a number of other circumstances may 
contribute to the decision to discontinue family-centered, as well as tradi- 
tional, services. 

Lack of progress is one reason for discharging a client from a family- 
centered program. If discharge is considered due to lack of progress, the rea- 
son behind the lack of progress is identified and attempts are made to address 
any factor that may interfere with advancement toward the established goals. 

In some situations, an interfering factor may be identified and addressed 
within the context of the family-centered program. For example, a family 
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that consistently neglects to complete activities at home can expect that 
progress will be minimal. However, if the reason for overlooking the home 
program activities can be identified and accurately addressed, the client is 
likely to make progress toward the goals. 

Situations may arise in which the interfering factor is identified but cannot 
be addressed within the context of the family-centered program. For exam- 
ple, a family’s communicative patterns may reveal a number of dysfunctional 
relationships within the family structure, thus impeding any sort of positive 
change that can be facilitated by family communication. Serious interpersonal 
problems between family members, unwillingness of individuals to consider 
alternative communication strate@es, and firmly established behavioral pat- 
terns that counteract attempts at facilitating positive change are all examples 
of patterns that may have a negative impact on progress. Families with these 
types of problems may be discharged from the family-centered program with 
a referral for counseling.- In the meantime, the client may benefit from a tra- 
ditional intervention approach. 

The Last Session 

Regardless of the reason for discharge, the final session of a family-centered 
program is marked in a positive way. Inviting additional guests to attend (e.g., 
classroom teacher, special education coordinator, neighbor, family members 
who have not been involved in the program), holding it at a different loca- 
tion, and providing refreshments are some strategies that may enhance the 
milestone value of the program’s last session. 

The last session is different from the assessment and intervention sessions 
described earlier in this chapter in that the purpose of the fmal session is to 
review the accomplishments made by the client and family during the pro- 
gram and to discuss any related future plans. 

Every final session has its own personality. However, in a general way, it is 
constructive to give all individuals the opportunity to share their view of the 
accomplishments made though the program. An atmosphere of celebration 
is appropriate for all families who have completed a program, regardless of 
whether all objectives were met. 

Follow-up Alternatives 

Families who are discharged because of having met the goals of their inter- 
vention program should be followed informally for a period of time. For ex- 
ample, the clinician or a designee may contact them after a specified number 
of weeks or months to ask for a verbal status report. Another possibility may 
be for the family to return for reevaluation after a specified time, such as 6 
months or 1 year. 
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Clinicians who have discharged a family that has not yet met the goals of 
the intervention program may have a number of follow-up alternatives. Some 
families may discontinue the family program and transfer immediately into a 
traditional program. The traditional program is one vehicle for continuing 
communication between the clinician and the family. 

A referral is another method of follow-up that facilitates continued work 
toward the agreed-on objectives. The referral is made in order to address a 
situation that interfered with the program, so following through on the re- 
ferral is one method that the family uses to continue to address the goals. Once 
referred, if the family agrees, the clinician may make regular contacts for a 
verbal status report or a reevaluation may be scheduled to take place at a spec- 
ified time in the near future. 

CONCLUDING l@MARKS 

This discussion on family-centered services will be followed by a discussion 
about serving the needs of individuals representing diverse cultural groups. 
This is an appropriate transition because, although the family is a tremen- 
dous resource for all clients, for clients whose background is unfamiliar, the 
family members are often able to provide the link between our professional 
and personal experiences and the valid communication needs of the child. 
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STUDY GUIDE 5 

1. Why has the number of infants and toddlers served by speech-language 
pathologists been on the increase? 

2. Prior to the implementation of PL 99457, what was the obligation of the 
federal government to provide support services to disabled preschoolers? 

3. Describe the services available to disabled preschoolers through Section 
619 of PL 99-457. 

4. Describe the services available to disabled preschoolers through Part H 
of PL 99457. 
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5. Why is an understanding of Part H of PL 99-457 particularly important 
to the topic of family-centered clinical services? 

6. What is our purpose when we involve families in the process of clinical 
service delivery? 

7. Compare family-centered to traditional approaches for clinical service de- 
livery. Discuss similarities and differences. 

8. For the purpose of implementing a family-centered program, define the 
family. 

9. what factors should be evaluated in determining whether a family pro- 
gram is appropriate, and why? 

10. In contacting the family to arrange the first family meeting, exactly what 
should be communicated? 

11. Why is it necessary to encourage most families to participate? 
I.2. What is accomplished by emphasizing the family’s ability to contribute to 

the intervention process? 
13. What is accomplished by communicating that the family members are 

part of a team of experts when they participate in a family-centered pro- 
gram? 

14. How might you create an atmosphere that welcomes family participation? 
15. What is accomplished by giving the family members responsibilities and 

activities as soon as possible? 

19. 

20. 

21. 

22. 

23. 

24. 

25. 

26. 

27. 
28. 
29. 

16. What are some immediate activities that family members can perform? 
17. Who should control the children during the family meetings, and why? 
18. Why do we ask the family members to define their immediate concerns 

before establishing program objectives and procedures? 
What are some reasons for not addressing all immediate family concerns 
exactly as they are requested? 
If it is decided not to address a family concern directly, what can be done 
to help the family understand that their concerns are a priority? 
What is accomplished by making an effort to understand the communi- 
cation dynamics that occur within the family? 
Why is it sometimes difficult for us to identify the positive aspects of the 
family communication? 
What is accomplished by relating positive aspects of family communica- 
tion to the family members? 
In a family program, what is accomplished by passing judgment and crit- 
icizing? 
what should occur in the family program prior to offering any sugges- 
tions for changing an aspect of family communication? 
what is accomplished by offering one positive comment in writing after 
each session? 
Describe a polyocular view and explain why it is important. 
How does one develop a polyocular view? 
How can family disagreements be used to the advantage of the program? 
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30. What strategies might you use to manage family disagreements effec- 
tively? 

31. In the family program, for what purposes do we listen for the type of lan- 
guage that is habitually used by the family? 

32. What is meant by assessing the communication disorder in the context of 
the family? 

33. How might family members be used to administer standardized tests’? 
34. Describe the process of determinin g objectives and procedures that meet 

with the agreement of the family. 
35. Exactly what do we do to guide family members in implementing inter- 

vention procedures? 
36. Describe the two types of home assignments that may be given. 
37. What should be accomplished during the introduction of an assessment 

session? 
38. What questions might be asked during the interview of an assessment ses- 

sion? How might the answers to these questions be used later in the ses- 
sion? 

39. What is the purpose of the break that takes place during most family- 
program meetings? 

40. During the assessment session, when is the demonstration over and why? 
41. When a family has not completed an assignment, how should that be 

handled and why? 
42. What are some reasons for dismissing a client from family-centered inter- 

vention? 
43. What are some follow-up alternatives for families who are no longer in- 

volved in a family program? 
44. How is the final session of a family program different from the other ses- 

sions that have taken place throughout the program? 
45, Each of the following terms represent concepts that may need to be com- 

municated to a family. None of the terms are inherently clear to lay peo- 
ple and should not be used without explanation. Consider each term and 
write exactly what you would say to a family member to express the con- 
cept that is represented by it. 

it. 
communication assessment m. presentation of stimulus items 
audiological evaluation n. language context 

c. test reliability 0. language form 
d. test administration p. language use 
e. verbalizations cl. content-form interactions 
f. language comprehension r. phonological processes 
g. language expression s. language sample 
h. pragmatics t. objectives 
i. syntax u. procedures 
j- semantics v. polyocular view 
k. morphemes w. below-age-level performance 
1. prosody X. at-age-level performance 
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y. PL99-457 cc. unintelligible speech 
2. carry-over dd. pivot phrases 
aa. generalization ee. telegraphic speech 
bb. articulation errors ff. motherese 
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CHAPTER 6 

Introduction to 
Multicultural 
Issues 
Identifjhg, Assessing, and Treating 
Children of Various Cultural 
Backgrounds 

Barbara Ann Johnson and Teri Mata-Pistokache” 

LEABNING OBJEcn[vES 

At the conclusion of this chapter, you should be prepared to: 

l Discuss ASHA’s position and plan for addressing the communication 
needs of people from various cultures; 

l Discuss~terminologythatisbQsicto~e~~onofm~ooncems, 
l Ident@ characteristics that impact language assessment and intervention 

for a small selection of minority cultures; 
l Recognize that minorities are overrepresented in special education, un- 

derstand why, and avoid referring minority children for special services 
unnecessarily; 

“Teri Matdistokache, M.S., CCC-SW is Assistant Professor, Communications Disorders, Uni- 
versity of Texas-Pan American, Edinburg, Texas 
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l Recognize levels of language proficiency and how they impact assess- 
ment and intervention for minority-language children; 

l Identify available language assessment and intervention procedures that 
may be used for appropriately addressing the needs of minority children. 

INTRODUCTION 

The population of the United States is in the process of becoming increasingly 
diverse with respect to cultural and linguistic preferences. The 1990 U.S. 
census indicated that at least 25 percent of the nation was composed of 
people connected with racial and ethnic minority groups. Approximately I2 
percent were African-American, 9 percent Hispanic, 3 percent Asian/Pacific- 
American, and 1 percent American Indian and Eskimo. The rate of popula- 
tion growth for these groups was reported as 110 percent for Asian/Pacific 
Americans, 55 percent for Hispanics, 38 percent for Native Americans and 
Eskimos, and 15 percent for African-Americans. By contrast, the rate of pop- 
ulation growth for Americans of European (non-Hispanic) descent was re- 
ported at only about 3 percent (Taylor, 1993). 

If these trends continue, by the year 2000, Hispanics will have increased 
by an additional 21 percent; Asian Americans, by an additional 22 percent; 
African-Americans, by about I2 percent; and European Americans (non- 
Hispanics), by a little more than 2 percent (Battle, 1993). It is estimated that 
by the year 2009, one-third of all school-age children will be identified with 
racial or ethnic minority groups (Spencer, 1986). Further, by the year 2010, it 
is estimated that one-third of the overall population will be composed of what 
is now considered to be the minority, and that by the middle of the twenty- 
first century, the so-called majority will be the minority (Taylor, 1993). 

As a result of these demographic changes, speech-language pathologists are 
being called upon to serve increasing numbers of individuals from a wide va- 
riety of cultures, each having a unique set of normative behaviors, learning 
styles, social beliefs, and views of the world; each being diverse within itself; 
and each having unique and identifiable linguistic variations (Battle, 1993). 
For that reason, it is incumbent upon every speech-language pathologist and 
every student of speech-language pathology to become familiar with some 
basic principles for addressing the needs of individuals from a variety of cul- 
tural and linguistic backgrounds. Our further responsibility is to learn as much 
as possible about the cultural and linguistic characteristics that impact speech- 
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language referral, assessment, and intervention of individuals who identify 
with various backgrounds. 

This chapter is an effort to introduce these issues at the preprofessional 
level. For practical reasons, the information provided herein is meant as an 
introduction alone. Hopefully, the content encourages a fundamental appre- 
ciation of the importance of cultural and linguistic factors when addressing 
individual language needs. It also provides basic information about a few iden- 
tified groups and encouragement to seek out more specific information re- 
garding the languages and behaviors of cultural groups that you expect to 
encounter with relative frequency. Further, the chapter outlines some com- 
mon inappropriate referral, assessment, and intervention procedures so that 
they can be avoided, and it offers suggestions for identifying, assessing, and 
treating the communication needs of minority-language children. 

ASHA PREPARES ITSELF TO ADDRESS COMMUNICATION 
NEEDS OF MINORITY INDIVIDUALS 

As the association that certifies professionals who serve individuals with com- 
munication disorders, ASHA recognizes the responsibility to prepare its mem- 
bership to competently serve the growing number of individuals who identify 
with federally designated minorities. ASHAS position, commitment, and plan 
are described below. 

ASIA% Position and Commitment 

Speech-language pathology and audiology are among the few professions whose 
national organization (ASHA) has had a long-standing history of policies that 
oppose discrimination. Throughout the years, these policies have influenced 
where official meetings are held, restricted afEliations of elected officers, and 
defined ethical conduct associated with clinical practice. ASHA’s policies op- 
posing discrimination underlie the basic tenets of the association (Carey 1992). 

Further, ASHA has a history of having official policies that demonstrate 
commitment to promoting a&native action. Appointments to committees 
and boards, selection of educational program faculty and topics, investments, 
and specific governmental lobbying efforts have all been influenced by ASHA’s 
commitment to affirmative action (Carey, 1992). 

Commitment to cultu.ml diversity is evident in ASW governance structure, 
which includes committees on the status of racial minorities, cultural differences, 
linguistic differences and disorders, and political and social responsibility. ASHA 
is one of the few national professional and scientific organizations to carry a 
long-standing tradition (about 25 years) of maintaining a staffed unit within its 
national office dedicated solely to minority at%irs (Carey, 1992). 

Throughout the years, ASHA has promulgated a number of position state- 
ments, guidelines, and definitions regarding multicultural issues and linguistic 
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differences. These documents have served to clarify issues that impact the pro- 
fessions and professionals, and they include such topics as social dialects, ser- 
vices to language-minority individuals, and language competence (Carey, 1992). 

Resource development projects sponsored by ASHA have educated thou- 
sands of members across the country on bilingual issues and on commrmi- 
cation disorders in multicultural populations. ASHA has conducted national 
conferences and institutes on underserved populations, Hispanic populations, 
minority recruitment, multicultural professional education, and historically 
Black institutions. The latest standards for ASHA certifications and accredi- 
tations require that individuals demonstrate multicultural literacy and that 
multicultural education begin at the preprofessional level (Carey, 1992). 

ASHAs long-standing commitment to minority concerns has been demon- 
strated in many ways. Further, in 1992, “Multicultural Agenda 2000” was pub- 
lished in an effort to bring these operations together and move toward the 
future with a workable plan for addressing the needs of individuals who rep- 
resent a diverse range of cultural backgrounds (Carey, 1992). 

ASHATs Plan: Multicultural Agenda 2000 

Multicultural Agenda 2000 seeks to improve the profession’s commitment to 
minority cultures in six areas. They include (1) membership, (2) leadership 
involvement, (3) the ASHA national office structure and staff, (4) policies 
and programs affecting services, education, and research, (5) governmental 
and legislative efforts, and (6) public image. 

Membership. Regarding its membership, ASHAS plan is designed to in- 
crease the proportion of individuals who identify with federally designated 
racial/ethnic minority groups to 10 percent by the year 2000 (Carey, 1992). 
This is an increase of 6 percentage points over the 4 percent representation 
reported in 1987 (Cole, 1987). 

Leadership. Regarding leadership involvement, ASHA proposes to ensure 
that individuals who identify with federally designated racial or ethnic mi- 
nority groups are afforded opportunity to participate in the leadership of the 
association. This includes a commitment to minority participation within the 
governance structure, within the special interest division structure, and in 
the design and implementation of all activities and programs sponsored by the 
association (Carey, 1992). 

National Office Structure and Staff. Multicultural Agenda 2000 makes 
a commitment to increase the proportion of individuals who are members of 
federally designated racial/ethnic minorities who are employed by ASHA in 
managerial positions. The objective is for the ratio of minorities in the national 
office staff to approximate minority representation within the association at 
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large. A further objective is to assure the maintenance and prominence of 
minority programs in the national office organizational structure (Carey, 1992). 

Policies and Programs Affecting Professional Services, Education, and 
Research. Multicultural Agenda 2900 communicates to the ASHA mem- 
bership that it is the responsibility of every ASHA member to upgrade per- 
sonal knowledge and skill in order to appropriately serve and study 
multicultural populations (Carey, 1992). Resources and continuing education 
opportunities that encourage individuals to make this commitment have been 
sponsored by ASHA for a number of years. Further, certification and ac- 
creditation requirements take measures to ensure that, as you enter the pro- 
fession, you have opportunity to understand this responsibility from the onset 
of your preprofessional education. 

Governmental and Legislative Efforts. ASHA is committed to promot- 
ing improved health care, educational opportunities, and overall quality of life 
for members of federally designated minority populations. Further, ASHA op- 
poses acts that are contrary to such goals (Carey, 1992). 

Public Image. ASHA is committed to ensuring that in all its communica- 
tion to the public, it presents an image that demonstrates recognition of the 
cultural diversity that characterizes the nation, ASHAs membership, and the 
people who are served by ASHA’s certified professionals. Further, the com- 
mitment is not only to demonstrate recognition of diversity, but also to demon- 
strate ASHAS commitment to serving members of a wide variety of cultural 
groups (Carey 1992). 

CLARIFICATI[ON OF TERMS 

Terminology used to discuss multicultural issues can become confusing. We 
hope to unravel some of the confusion by providing definitions in this sec- 
tion. We begin with general terms that are used to describe populations, move 
on to terms describing attitudes about populations, and end with terms and 
concepts related to language and culture. 

General Terms Describing Multicultural Populations 

In order to understand the diversity that characterizes our nation, it is impor- 
tant to understand the differences between three concepts that are frequently 
confused with one another. The concepts are race, ethuicity, and culture. 

Race. The term race describes one’s biological and anatomical attributes, 
such as skin color, facial features, and hair texture (Battle, 1993). Race is en- 
tirely a physical phenomenon determined by heredity. At this point in the 
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history of physical anthropology, most consider that there are three distinct 
races of human beings - now termed Ethiopian (originating in the southern 
third of Arabia and sub-Saharan Africa), Palaearctic (originating in Europe, 
western Asia and Africa north of the Sahara), and Oriental (originating in Aus- 
tralia and eastern Asia) (Grolier’s Academic American Encyclopedia, 1994). 

Ethnkity. Ethnici~ is described by one’s race, origin, characteristics, and 
institutions (Battle, 1993). Ethnicity is determined by heritage and embraces 
the concept of belonging to a particular ethnic group. For example, ethnicity 
refers to the sharing of a unique social and cultural heritage passed on from 
one generation to the next. Ethnic heritage is frequently identified by dis- 
tinct patterns of family life, language, recreation, religion, and other customs 
that cause certain individuals to be differentiated from others (Banks, 1987). 

Ethnicity may sometimes be confused with race because ethnic groups often 
share the same racial or biological heritage. However, race represents a strictly 
biological concept, whereas the term ethmcity makes a statement about so- 
cial and cultural history and about belonging to a group which may or may 
not be racially homogeneous. For example, Hispanics may be of the Palaearc- 
tic race ifthey are Mexican-American, but Hispanics may also include mem- 
bers of the Ethiopian race (e.g., some Puerto Rican individuals). 

Cukure. Culture is defkred by the behaviors, beliefs, and values of a group 
of people who are brought together by commonakies. Explicit and implicit 
behaviors characterize each particular cultural group (Battle, 1993). 

Explicit cultural behaviors are those characteristics by which the group is 
often recognized by outsiders, Explicit behaviors include distinguishing styles 
of dress, language and speaking patterns, eating habits, customs, and life-styles 
(Battle, 1993). 

By contrast, implicit cultural behaviors are those that are not readily ob- 
servable. They include such factors as age, gender, family, roles within the 
family, child-rearing practices, socioeconomic status, education, religion and 
spiritual beliefs, fears, attitudes, values, perceptions of what constitutes a hand- 
icapping condition, and exposure to and adoption of other cultural ways (Bat- 
tle, 1993). 

Culture is transmitted by ethnic groups through customary patterns, lan- 
guages, and social institutions (Garcia, 1982). For example, Mexican- 
Americans as an ethnic group transmit Mexican-American culture by 
perpetuating a variety of cultural events. One example of a Mexican-American 
cultural event is the custom of celebrating quinceuiieras, the commemora- 
tion of a young girl’s passage to womanhood at the age of 15 years. For this 
important event, the young woman whose life is being celebrated chooses an 
elegant gown, traditional Mexican food is served, traditional Mexican music 
is played by a mariachi band, and religious customs are represented (e.g., the 
rosary, the Bible). 
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Further, the traditional language is incorporated in the many Spanish terms 
associated with the event even if English is the dominant language of the f&n- 
ily. For example, the friends and relatives who sponsor the event are given the 
title of padrinos or padrinas, and these individuals receive special recognition 
at the banquet (e.g., padrhos y pa&has CM salon are the individuals who fi- 
nance the rental of the hall that is used for the quinceaikra’s festivities). 

Terms Describing Attitudes toward Various Groups 

Both positive and negative attitudes toward various cultural groups are evi- 
dent in the world around us. The predominantly negative attitudes of etb- 
nocentrism (which can be positive at times), racism, prejudice, stereotype, 
and discrimination are described first. The more supportive attitudes of cul- 
tural pluralism and cukural relativism are then described. 

Ethnocentrism. Ethnocentrism has tW0 sides. Asa dynamic social force, 
it can be either cohesive or corrosive. 

CuZtur~ Prk&. The cohesive side of ethnocentrism is the universal attitude 
of pride in one’s ethnic or cultural group. Cultural pride can serve to draw 
people together by providing a group with solidarity. Pride in one’s heritage 
is a cohesive force whenever it enhances self-esteem in the group and in the 
individual members of it (R. Garcia, 1982; S. Garcia, 1983). 

CulturaE Degradation. Ethnocentrism is a corrosive social force when it 
causes bigotry, intolerance, alienation, or social dejection. Cultural degra- 
dation is a corrosive type of ethnocentrism, which occurs when groups are 
made to feel that their cultures are inadequate, backward, or inferior. Cultural 
degradation may result in attitudes of low self-esteem and self-rejection (R. 
Garcia, 1982; S. Garcia, 1983). 

Cultural Chauhism. The other corrosive form of ethnocentrism is cul- 
tural chauvinism. This is the attitude that other groups are not only differ- 
ent but are also perceived as being wrong and inferior. Cultural chauvinism 
presumes that the people of one’s own group are superior to members of other 
groups who are perceived as “barbaric,” “uncivilized,” or devoid of the “in” 
group’s redeeming values and ways (Garcia, 1983). 

Racism. Racism is the attitude that one’s racial group is inherently superior 
to another group (Garcia, 1982). Racism corresponds to both facets of the cor- 
rosive side of ethnocentrism-cultural degradation and cultural chauvinism. 

PrcrJu&e. Prejudice is a negative apriori judgment about a group or about 
a group’s indi vr u ‘d al members. The judgment is made without knowledge, 
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analysis, or evaluation of the 
the group (Garcia, 1982). 

facts concerning the individuals who constitute 

Stereotype. A stereotype is an oversimplified, often negative concept about 
members of a particular group. The “tight Scotsman,” the “rich Jew,” the 
“sneaky Mexican,” and the “Italian lover” are examples of ethnic stereotypes 
(Garcia, 1982). 

Discrimination. Discrimination consists of direct or indirect acts of exclu- 
sion, distinction, differentiation, or preference on account of group mem- 
bership. Discrimination is based on racial or ethnic affiliation (Garcia, 1982) 
and other conditions that sometimes set individuals apart as different (e.g., 
handicapping condition, handedness, hair color, physique, or physical ap- 
pearance). The attitudes of racism, prejudice, and stereotype are manifest in 
the act of discrimination. 

Biases that result in discrimination are acquired through the teachings and 
beliefs that pervade homes, schools, and communities throughout humanity. 
Young people acquire these misconceptions and biases unless they are pro- 
vided with information and experiences that teach about people of a variety 
of racial and ethnic backgrounds (Garcia, 1982). 

Cultural Pluralism. Cultural pluralism occurs when a number of diverse 
cultural groups coexist within the boundaries or framework of one nation, 
and these groups are mutually supportive of one another. A pluralistic soci- 
ety comprises people connected with diverse cultures, each having signifi- 
cantly different beliefs, behaviors, colors, and in many cases different 
languages (National Coalition for Cultural Pluralism, 1973). 

Cultural Relativism. A person who takes the position of cultural relativism 
views each ethnic and cultural group from its own vantage point. It takes the 
attitude that cultures are different but not necessarily inferior or superior. Cul- 
tural relativism requires that we perceive each culture (and its people) from 
its own unique perspective rather than solely from the perspective of one’s 
own cultural sphere (Garcia, 1982). 

In a climate of ethnocentrism, racism, prejudice, stereotypes, and dis- 
crimination, cultural relativism is not enough to counter the deep-seeded 
teachings of childhood. Its positive effects are quickly neutralized in the pres- 
ence of extreme and firmly established forms of negativism (Garcia, 1982). 

Beyond Cultural Relativism. To proactively counter negative teachings, 
professionals need to go beyond taking a posture of cultural relativism. There- 
fore, we are all encouraged to carefully analyze our own covert and overt be- 
haviors with regard to the negative attitudes and acts (ethnocentrism, racism, 
prejudice, stereotype, and discrimination). By taking this step we become able 
to identify our own attitudes or perceptions and increase our cultural sensi- 
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tivity. It is important to increase personal awareness of negative attitudes and 
behaviors so that we can address them directly For some people, recogniz- 
ing negative attitudes may be a difficult task. For example, when dealing with 
clients whose cultures are unfamiliar, if opinions are particularly extensive and 
deep-rooted, significant effort is required to recognize them, make the nec- 
essary changes, and consciously oppose negative thinking patterns. Regard- 
less, everyone who serves a clinical population must make the effort to identify 
and let go of any tendency toward intolerance of difference and the behav- 
iors that are commonly associated with this thinking pattern. 

Terms and Concepts Related to Language and Culture 

Language and culture are interrelated and great diversity can be found across 
the nation, both between and within the various groups. However, it is some- 
times wrongly assumed that all people share a similar culture and language. 
For that reason, people of minority language or minority dialect are some- 
times evaluated for their proficiency in a language that is not related to the 
their cultural heritage or experience. Since this should not be the case, it is 
basic for speech-language pathologists and students of speech-language 
pathology to understand, the dependent relationship between language and 
culture, the fundamental differences between language and dialect, the dif- 
ferences between language disorders and language differences, and the 
phenomena of code switching and sqle switching. The basic concepts are 
explained in this section. 

Dependence of Language on Culture. All humans are members of at 
least one cultural group, with definable implicit and explicit cultural behav- 
iors. For each individual, communication patterns are determined by one’s 
cultural orientation (Battle, 1993). 

All societies have routines whereby children become socialized. This so- 
cialization process begins in the home via the interaction of the child and sig- 
nificant others. During this socialization period the child learns the cultural 
norms of the community which include the rules of appropriate behavior as 
well as the values and beliefs that underlie overt behaviors. 

Linguistic and interactional demands that are placed on children vary 
across cultural groups. For example, it is through daily interactions with sig- 
nificant others that children acquire the linguistic systems and rules for par- 
ticipating in dialogues within that culture (Blount, 1982; Iglesias, 1985). 
Children begin to understand and then use the languages that surround 
them. It is through this process that language facilitates an unconscious trans- 
mission of values, beliefs, and culture across generations; thus acquisition of 
language also constitutes the acquisition of one’s native culture (Ripich & 
Spinelli, 1985; Westby, 1988). 
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Language and culture grow up together over a period of history and within 
each persons lifespan, and the two function in harmony with one another. 
Much of culture is enacted and transmitted through language. The songs, 
hymns, and prayers of a culture; its folk tales and wise sayings; its appropri- 
ate forms of greeting and leaving; and its history, wisdom, and ideals are all 
wrapped up in its language. The memories and traditions of a culture are stored 
in its language. 

Language and Dialect. 

Language. Language (as defined in Chapter 1) refers to the code whereby 
ideas about the world are expressed through a conventional system of arbi- 
trary signals for communication (Lahey, 1988). Spanish, English, Navajo, and 
American Sign Language are examples of languages. 

Dialect. For the purpose of our discussion, the term dialect is used to de- 
scribe a subset of the broader term, language. Dialect refers to phonemic, lex- 
ical, and semantic variations that occur within the language (Sapir, 1921) and 
are common to a particular group of people who are from the same region, 
of the same socioeconomic group, or share a similar ethnic heritage. For ex- 
ample, in 1800 Louisiana claimed three different varieties of French: 
“Louisiana Standard French,” spoken by white descendants of the original 
French settlers; “Cajun French,” spoken by Acadians expelled from Canada; 
and “Louisiana French Creole,” a combination of French and West African 
languages spoken by the West Africans imported to work on plantations (Conk- 
lin & Lourie, 1983). 

In this chapter, the broader term, language, is used when discussing both 
linguistic and dialectal variations unless the more specific term is required 
for the sake of accuracy. Although we recognize that dialectal differences are 
not exactly the same as language differences, the generalization of terms is 
necessary due to limitations in the scope of the chapter. 

Code Switching and Style Switching. 

Code Switching. Code switching is the alternating use of two languages at 
the word, phrase, and sentence level, with a complete break between lan- 
guages in phonology (Valdez-Fallis, 1978). An example of code switching be- 
tween Spanish and English within the same sentence is ‘Tties unu apple?” 
(-Do you have an apple?“). 

Style switching. Style switching is the changing of linguistic form that oc- 
curs within a language. This includes changes within a dialect, such as switch- 
ing from informal to formal language in order to accommodate situational 
demands (Labov, 1970). For example, when addressing one’s peers, one might 
request a drink of water in a much different way than when addressing one’s 
boss or university professor. 
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Style switching also includes changes from one dialect to another in order 
to accommodate a listener or conform to perceived social constraints. For ex- 
ample, most speakers of Black English have some facility in switching between 
Black English and Standard American English. In the case of this particular 
dialect, Occurrences of style switching seem to depend on two factors: (1) skill 
with Standard American English and (2) perceived social consequences for 
using Black English or Standard American English in each particular situa- 
tion (Seymour & Miller-Jones, 1981). 

Language Differences and Language Disorders. 

Language l3$hmces. For every cultural group, expectations about com- 
munication behavior and perceptions of what constitutes a communication 
disorder are unique. These expectations and perceptions are the product of 
the particular group’s cultural values, perceptions, attitudes, and history (Bat- 
tle, 1993). 

Language differences occur whenever avariation of a symbol system is used 
by a group of individuals; this unique symbol system reflects shared regional, 
social, cultural, or ethnic factors. Language differences are typically charac- 
terized by variations in vocabulary, pronunciation, grammar, and pragmatics 
(Campbell, 1991). 

An ident&ed speaking pattern is considered to be a language difference 
and not a language disorder under each of the following circumstances: (1) the 
speaking pattern is universal to the social group or culture, (2) it is universal 
to the native region, (3) it is considered to be appropriate by the cultural group, 
or (4) it is explained by sociohistorical factors that describe the cultural group 
(Campbell, 1991). 

Language differences do not require clinical intervention. In fact, language 
intervention is not appropriate when the pattern is characteristic of a linguistic 
difference, if in fact a concomitant language disorder is not identified. 

Ldnguage Disorders. As defined in Chapter 2, the term language c&sor&m 
describes the language behavior of a heterogeneous group of children whose 
language is different from and not superior to the language of their same-age 
counterparts (Lahey, 1988). For the minority community, comparing a child’s 
language to same-age counterparts means to compare one’s language to the 
norms and expectations of the language community of which the child is a 
member (Peters-Johnson & Taylor, 1986). 

In determinin g whether someone who identifies with a minority culture has 
a language disorder, the following criteria are considered. A language disor- 
der is identified if (1) the speaking pattern is not universally used in the so- 
cial or cultural group, (2) it is not universally used in the native region, (3) it 
is not considered to be appropriate in any situation for the native cultural 
group, and (4) the speaking pattern can be explained by cognitive limitations, 
sensory-input reduction, motor skills deficit, deficient social relationships, or 
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it cannot be explained by sociohistorical factors that characterize the cultural 
group (Campbell, 1991). 

Ldmguage Disorder Concom itant to Language Diierence. A language dis- 
order can occur in a child who also demonstrates a pattern of language dif- 
ference. A child whose language pattern does not correspond to the language 
patterns of the community is appropriately considered for intervention, 
whether a language difference is identified or not. 

CHARACTERISTICS ‘IX-IAT IMPACT LANGUAGE ASSESSMENT 
AND INTERVENTION FOR SEVERAL MINORITY CULmS 

Basic information about select groups of cultural minorities is provided in 
order to introduce you to some patterns of behavior that may be encountered 
when meeting people outside your familiar cultural spheres. Only very fun- 
damental information is included because the primary purpose of this chap- 
ter is to introduce you to the process of becoming a culturally literate 
professional. Further, it is both impractical and impossible to detail all the 
characteristics of all the cultural groups that may be encountered, as they are 
many in number and each identified group is strikingly diverse. 

Hispanic Cultures 

History. Historically, Hispanic people (i.e., people of Spanish heritage) 
began to arrive on this continent more than 500 years ago, and perhaps more 
than 100 years before the arrival of travelers from the British Isles and west- 
em Europe. Much of what is now the southwestern United States was pop- 
ulated by Hispanics long before the territories became states. Much of Texas, 
New Mexico, Arizona, and southern California continue to be populated by 
people of Hispanic heritage whose families have lived in this country for many 
generations as well as those who have recently immigrated (Kayser, 1993). 

In these parts of the nation, Spanish continues to be spoken. It is the dom- 
inant language of some and the secondary language of others who are bilin- 
gual; moreover, Spanish is the only language for some monolingual 
Hispanie-Americans. 

The racial heritage of Hispanic people is varied. Some Hispanics are de- 
scendants of Native-Americans who settled in the Americas before the Span- 
ish conquest. Other Hispanics are direct descendants of Spanish and European 
settlers. Still others have African-American ancestors, and a few are of Asian 
ancestry (Langdon, 1992). 

Demographics. Individuals from Spanish-language backgrounds already 
constitute the largest group of non-English background people in the United 



CHAPTER 6-INTRODUCTION TO MULTICULTURAL ISSUES 277 

States. After African-Americans, Hispanics constitute the largest minority 
group in the United States. If sustained immigration continues, Hispanics will 
become the dominant minority group by the year 2000 (Bouvier & Davis, 1982; 
United States, 1985). 

The number of Hispanic Americans has increased dramatically during the 
past two decades, and accelerated growth is forecast for the next decade 
(Figueroa, Fradd, & Correa, 1989; United States, 1985). Thus, the number of 
individual Spanish speakers with limited English proficiency (LEP) and non- 
English proficiency will increase and the language skills of the individual peo- 
ple within the group will probably continue to vary tremendously 
(Oxford-Carpenter et al., 1984). 

The largest concentrations of Hispanic people residing in the United States 
are found in the states that border Mexico-California has 34 percent and 
Texas has 21 percent of the total Hispanic population in the nation. Other 
states with high concentrations of Hispanics include New York, Florida, Ari- 
zona, New Jersey, New Mexico, and Colorado. The largest identified Hispanic 
group is Mexican (58 percent), followed by Central and South American (14 
percent), Puerto Rican (13 percent), other Hispanics (9 percent), and Cuban 
(6 percent) (United States, 1990a). 

Cultur~andSocialAspects. The heterogeneity within Hispanic cultures 
makes it impossible to easily characterize specific cultural features of Hispanic 
groups (Penalosa, in press; Erickson & Iglesias, 1986). However, a few com- 
mon characteristics can be recognized. For example, older individuals may 
be given special respect because of their advanced age and experience; hand- 
shaking is accompanied by hugging and kissing upon greeting family and close 
friends; and family takes precedence over everything else, including job, 
school, and friendship (Langdon, 1992). 

In social gatherings where adults and children are present, Hispanic adults 
have been noted to interact primarily with other adults. Adults do not ask chil- 
dren for their interpretation of events or emotional evaluations (Heath, 1986). 
Children are exposed to vocabulary related to names of relatives and rela- 
tionships within the extended family (Guendelman, 1983), and Hispanic chil- 
dren are not usually asked to repeat facts or to predict what they will do. 

Language. Spanish continues to be a worldwide language. The United 
States is one of the largest Spanish-speaking countries in the world, behind 
Mexico, Spain, Colombia, Argentina, and Peru (United States, 1991). In 1976, 
the number of Spanish speakers in the United States was approximately 8.57 
million, and it is projected to be 16.61 million by the year 2010 (Veltman, 1990). 

There are significant differences among Hispanic children in terms of the 
quantity and quality of exposure to the English language. Some children are 
exposed to caretakers who model nativelike proficiency in both Spanish and 
English; others are exposed to nativelike modeling in one language and lim- 
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ited models in the other; and many are exposed to a mixed code of Spanish 
and English. 

Distinct linguistic patterns emerge when an individual is consistently ex- 
posed to more than one language. The individual may (1) be of limited Eng- 
lish proficiency, (2) demonstrate high levels of proficiency in one or the other 
language, (3) be of limited proficiency in both languages, or (4) exhibit high 
proficiency levels in both languages (Payan, 1984). 

Spanish differs significantly from English in all dimensions. It is useful for 
clinicians to be aware of the major differences between the two systems so 
that differences due to second-language learning can be recognized as dif- 
ferences and not mistaken for disorders. 

PhonoZogy. Phonologically, Spanish has 18 consonants, including four semi- 
vowels, while English has 24 consonants with three semivowels. Spanish has 
five vowels, compared to 12-14 vowels in English. The following are exam- 
ples of typical English productions specific to individuals whose first lan- 
guage is Spanish: [tJ/J] (chip/ship), [s/z] (price/prize), [t/0] (tin/thin), [b/v] 
(imbiteiinvite, ban/van), [i/11 (seewsick), [&I (bet/bat), [AC] (pat/pet), 
[A/D] (cut/caught), and [u/u] (luke/look). 

Syntax. Syntactically, there are several primary differences between the 
Spanish and English languages. Selected ones include differences in word 
order for changing grammatical meaning, differences in ways that number 
and grammatical gender are indicated, and differences in ordering adjectives 
and nouns in sentences. 

In English, word order is important for communicating grammatical mean- 
ing. For example, if changing a statement to a question, one inverts the syn- 
tax of the noun and verb (e.g., ‘You [do] have an apple,” versus, “Do you have 
an apple?“). The Spanish language, however, relies more on vocal inflection 
to communicate these types of grammatical changes (e.g., “~Tu tienes una 
munzana?” literally means ‘You have an apple?” but if the intonation is raised 
at the end of the sentence, it becomes the question, “Do you have an apple?“). 

Spanish has a full set of number and gender markers to show adjectival and 
articular agreement with the noun. Therefore Spanish speakers use word end- 
ings to indicate both grammatical gender (masculine or feminine) and num- 
ber (singular or plural) for all words that modify the noun; and the gender 
and number of the noun determine the word endings to be applied to all mod- 
ifiers associated with it. In English, however, grammatical gender is not ex- 
pressed and number is inflected for nouns and verbs only. 

To demonstrate differences in the way number is grammatically expressed, 
in English one might say, ‘The frogs are jumping.” The fact that there is more 
than one frog requires that the plural ending be added to the word “frog” and 
that the plural form of the verb “to be” be applied (“are”). The article “the,” 
however, is the same for both singular and plural applications. By contrast, the 
same sentence in Spanish (‘Xa.s ranus estan saltando”) requires that the noun 
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(runas), verb testan), and article modifier (las) all be inflected to indicate plu- 
rality. (If only one frog were jumping, one would say, “La ranu esta sultando”). 

Regarding grammatical gender, English nouns do not carry grammatical 
gender specifications. However, in Spanish, some words are grammatically 
feminine while other words are grammatically masculine. Therefore, in Span- 
ish all modifiers that describe the noun reflect gender specification. The Span- 
ish word for “frog” is runa. Since it is of feminine grammatical gender, the 
article is IQ, and any other modifiers that are added also carry a feminine gram- 
matical marker. Thus, the phrase “the frog” is “la rana,” and “the frogs” is ex- 
pressed as 7as ranas. n By contrast, the Spanish word for rabbit is conejo, which 
is grammatically masculine. The article is the masculine el, and all modifiers 
carry a masculine grammatical marker. Thus, the phrase, “the rabbit” is ‘el 
CUW&,” and “the rabbits” is expressed as “los -OS.” 

To demonstrate the order& O~WW.S and &je&m in the sentences, Eng- 
lish adjectives generally precede nouns and bear no grammatical markers (e.g., 
“the white house,” “the white cats”). In Spanish, adjectives are typically placed 
after the noun, and they must agree with the noun that they modify in both 
number and gender. For example, the Spanish word for “house” is “casa,” 
and the word for “white” is “blanca” or “bkmco, * depending on gender (“bkzn- 
cas” and %Z~YKOS” for the plural forms). Therefore, the phrase, “the white 
house” is expressed, “la casa ldmca. n Similarly, “the white cats” is expressed, 
70s gatos bluncos. ,a 

Attitudes toward Communication Disorders. Unfortunately, there ap- 
pears to be little reliable demographic data on the incidence of handicapping 
conditions in bilingual populations. This is partially because there are still large 
numbers of minority-language children whose conditions have either been 
misdiagnosed or undiagnosed (Ortiz & Maldonado-Colon, 1986). 

Among many Hispanic and other minority groups, there is a tendency to 
attribute a child’s “visible” handicap to an external nonmedical reason (Mey- 
erson, 1988). This applies to communication disorders as well as other po- 
tentially handicapping conditions. For example, some Mexican-American 
mothers have been known to attribute their children’s cleft palate to an eclipse 
during pregnancy (Meyer-son, 1983,199O). Others may attribute a congenital 
problem to a %usto” (%igh&l situation”) during pregnancy, to “mal presto” 
(“witchcraft”), or to “mal ujo” (=evil eye”). Still other mothers report that their 
child’s affliction is a direct punishment for wrongdoing. Among Cubans, a 
child’s physical or mental problem is often attributed to “empacW’ (“indi- 
gestion”), “&stn.ayo” (“fainting spell”), “decaimiento” (“lack of energy”), or 
%arrmW’ (“obsessive thinking”) during pregnancy (Queralt, 1984). 

A belief in folk medicine (curardmimw) as part of a medical or rehabili- 
tative process is common among some Hispanics. Curandenimno is practiced 
by %uran&eros” (“healers”) in Mexico or “espitit&as” (“spiritualists”) 
in Puerto Rico. The curunderos use a combination of intense concern, ritu- 
als, herbs and herbal teas, oil massage, amulets, and prayers. Some groups 
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seek medical care from physicians for physical problems, rehabilitation 
from rehabilitation specialists, and psychological support from txranderos 
(Meyerson, 1990). 

African-American Cultures 

History. Exactly how most African-Americans came to reside on the North 
American continent is a significant part of the African-American language and 
culture. Further, how the African-American culture and European-American 
culture met and evolved side-by-side is significant to the relationship that these 
two highly diverse groups presently share. Terrell and Terrell(l993) high- 
lighted some of these significant events quite eloquently. 

African-Americans, also referred to as Black Americans, are currently 
the largest minority population in the United States. A highly diverse 
group of people, they can be very wealthy or very poor, or rural or urban 
dwellers. For all this diversity, the one factor that many African- 
Americans share is that they descended from Africans who experienced 
the forced emigration from their homeland to this country and the eco- 
nomic and political enslavement of an entire race of people, and who 
subsequently struggled to survive in and overcome a tradition of racism 
and discrimination. The various ways in which African-Americans have 
reacted and responded to this single, unifying factor have resulted in 
the elements of African-American culture as it currently exists. Included 
in this culture are attitudes, music, religion, and language styles. (p. 3) 

Demographics. African-Americans constitute the largest minority group 
in the United States today. The African-American population includes not only 
African descendants but also immigrants from Caribbean nations. 

More than half of the African-American population resides in southern 
states. About one-third resides in urban centers of the Midwest and North- 
east, particularly in Chicago, Detroit, Baltimore, Washington, D.C., New York, 
and Philadelphia (Payne, 1986). 

Cultural and Social Aspects. In many urban and working-class African- 
American families, mothers or grandmothers are recognized as the strong 
authority figure in the home. Males (e.g., brothers or uncles) may assume 
nonauthoritative roles (Payne, 1986). 

In terms of language, a study of poor African-American families in Louisiana 
(Ward, 1982) identified some parent-child interaction patterns. Apparently, 
parents in the study interacted more with “lap babies” than with older tod- 
dlers who talked, children did not initiate conversation and were expected to 
make minimal responses when asked a question, and children were expected 
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to listen and follow instructions as opposed to initiating conversations and se- 
lecting topics. 

Five attributes are recognized as being characteristic of African-American 
families. These attributes are: (1) strong kinship bonds, (2) strong work ori- 
entation, (3) flexibility of family rules, (4) strong achievement, and (5) strong 
religious orientation (National Urban League, 1971). 

~guage* 
Evokdon. Most of the Western Europeans who forced emigration upon 
Africans during the seventeenth century did not know the languages of the 
Africans, nor did the Africans know the languages of the Europeans. Further, 
it is likely that most of the Africans came from a variety of linguistic back- 
grounds, so they did not know each other’s languages. With a need for com- 
munication between the groups and no common language, abbreviated 
patterns of communication developed. With continued use, rules, inflections, 
and other systematic linguistic patterns evolved (Terrell & Terrell, 1993). 

The dialects that emerged are different from the dialects that evolved among 
European-American people in the same regions of North America because 
the African-American slaves were not permitted to become immersed in the 
language and culture of the European-Americans. Therefore, African- 
Americans had no way of knowing all the features of Standard American Eng- 
lish, and they had no way of keeping up with mainline changes as the languages 
continued to evolve and mature. Therefore the two languages and cultures 
grew up side-by-side but independently (Terrell & Terrell, 1993). 

Dialect. A number of linguistic dialects are spoken among Black Americans 
in the United States. These include the Guhah dialect, which is spoken by per- 
sons living on islands adjacent to the coasts of South Carolina and Georgia. 
There are also various creoles such as Jamaican Creole English. 

However, the most prominent linguistic system of African-Americans is 
known as Black English. Black English is the language that evolved among 
many African-Americans who underwent forced emigration in the nineteenth 
century, and it is one of many dialects of American English. Black English is 
a completely rule-governed linguistic system. The highest percentage of users 
of Black English are the African-American working class (Dillard, 1973). Many 
African-Americans do not use the dialect at all (Terrell & Terrell, 1993), and 
the extent to which a person identifies with African-American culture may 
influence the extent to which the person uses Black English and the density 
of the dialect (Terreh & Terre& 1981). Some individuals vary their use of the 
dialect, switching codes to accommodate the communicative context and com- 
pany (Terrell & Terrell, 1993). 

Further, Black English is not used exclusively by African-Americans. De- 
pending on the degree of socialization with Black English speakers, a num- 
ber of Caucasians, Hispanics, and Asians use the dialect as well (Terreh & 
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Terrell, 1993). Many of the linguistic features of Black English and many of 
the diverse cultural characteristics that are associated with users of Black Eng- 
lish are described in detail in a number of sources (Terrell & Terre& 1993). 

Phonology. There are many basic phonological rules of Black English that 
differentiate it from the Standard American English sound system. A few of 
these rules include (1) the silencing or substitution of medial and final con- 
sonants in words, (2) the silencing of unstressed initial phonemes and un- 
stressed initial syllables, (3) the silencing of the final consonants in final 
consonant clusters, and (4) use of [ skr] for [ str] in the initial position of words. 

Regarding the silkming or substitution of medial orjnal consonants in 
words, when using Standard American English one might say the words “noth- 
ing,” “tooth,” “they,” and protect.” To represent the same concepts in Black 
English, one might say.“[n&In],” “[tuf],” “[de],” and “fpotekt].” 

The silencing of unstressed initial phonemes and unstressed initiul sylla- 
bles can also be demonstrated. In standard English, sample words with un- 
stressed initials are “about,” “tomatoes,” and “one” (as in “this one”). In Black 
English, these concepts might be represented by saying “[baut],” “[metoz],” 
and “[An],” 

With regard to the sikncing of tb3ntzl wnsonant in a wnsonunt cluster at 
the errd of a word, example words with f’mal consonant clusters are “desk,” 
“mind,” and”missed” (pronounced [mist I). To represent these concepts when 
speaking Black English, one might say “[d&s],” “[maIn],” and “[mIs].” 

Some Standard American English words contain the [str] blend in the ini- 
tial positions (e.g., street, string, straight). These words are ofien represented 
in Black English by substituting the [ skr] blend. For example, “string” is pro- 
nounced “[skrn~]” and “street” is pronounced “[skrit].” 

Syntax. Black English morphology and syntactic rules are extensive and can- 
not be simplified to a few general rules. Examples are selected for discus- 
sion. 

Inflection of verbs may be shown by examining changes in regular and ir- 
regular verbs and changes in noun-verb agreement (e.g., substituting “cash,” 
“seen,” and “done” for the Standard American English forms of “cashed,” 
“saw,” and “did”). Double modals are used in Black English (e.g., “u;ed to 
couldn’t” and “like ta”). The -s morpheme is often silenced for possessives 
(e.g., the Standard American English phrase “the boy’s hat” may be repre- 
sented by saying “the boy hat”). Comparatives and superlatives that are ir- 
regular in Standard American English are sometimes regularized in Black 
English (e.g., “stupidest” and “baddest”). Multiple negatives are used (e.g., 
“He didn’t do nothing,” and “Nobody didn’t do it”). Additionally, irregular re- 
flexive pronouns may be regularized (e.g., “hisself” and “theirself”) (Terrell & 
Terre& 1993). 
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Attitudes toward Communication Disorders. Some African-American 
individuals may be embarrassed by certain disorders or have superstitions or 
religious beliefs about them. This applies to communication disorders as well 
as medical and physical disabilities. Fok medicines may be considered a 
“cure-all” for certain problems. Unfortunately little research is available to 
provide information on what members of African-American societies con- 
sider pathological and what to do about identified problems (Peters- Johnson 
& Taylor, 1986). 

Native-American Cultures 

History. The Native-American cultures are the cuhures native to the Amer- 
ican continents. Native Americans populated the geographic region that is 
now known as the United States (and other parts of North America) for many 
centuries before any other people migrated to it. 

Demographics. The Native-American cultural group comprises nearly two 
million individuals who identify with approximately500 specific tribal groups, 
each of which is diverse in both language and culture (Harris, 1993). Fifty per- 
cent of the population is under the age of 21 years (Dukepoo, 1980). 

Each Native-American tribe has the status of a sovereign nation with a sep- 
arate governing body. Each tribal government has a govemment-to- 
government relationship with Washington, DC. This feature affects ah aspects 
of Native-American life, and it is shared by no other minority group in the 
nation (Harris, 1993). 

People who identify with Native-American culture reside in all 50 states, 
with most of the population being concentrated in California, Oklahoma, Ari- 
zona, New Mexico, North Carolina, and Alaska. There are 278 reservations 
and 209 Ah&-Native villages in the United States, many of which are iso- 
lated from major population centers. The tremendous size of some reserva- 
tions and their remote distance from metropolitan areas profoundly affects 
socialization, language patterns, and accessibility to health and rehabilitative 
services (Harris, 1993). 

More than half of the Native-American population reside in urban areas 
and not on the reservations or native villages. Urban dwellers are usually more 
educated, with lower unemployment rates, greater family income levels, and 
fewer dependent children than Native-Americans living on reservations. Re- 
gardless of location and acculturation into mainstream America, many Native- 
Americans maintain traditional life-styles and child-rearing practices (Harris, 
1993; Miller, 1975; Red Horse, 1983). 

cultural and social Aspects. Native-American children frequently have 
numerous problems in academic performance due to cultural conflicts with 
the educational system and associated difficulties with the English language 
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(Cazden & John, 1971). The following is a list of characteristics common to 
Native-American children which often lead to teacher misconceptions and 
low teacher evaluations: (1) valuing cooperation over competition, (2) avoid- 
ing public recognition, (3) producing a lower level of language in English- 
dominated classrooms, (4) responding to authority figures by looking down 
or away, (5) valuing the present more than the future (which can result in dif- 
ficulties with long-term planning), (6) offering less affirmative head-nodding, 
verbal interaction, and eye contact, and (7) tending to be visual learners, thus 
having difficulty responding to verbal instructions. 

In Native-American families, extended family members are considered to 
be as important as immediate family members, sharing the same bond and 
level of intimacy. For example, with the Chippewa tribe the children of one 
brother are considered children of another brother. The Chippewa father 
teaches the children skills necessary for earning a living; the grandfather trans- 
mits philosophy, religion, knowledge of how to live a good life, and the way 
of the world; and the uncle is traditionally responsible for carrying out the task 
of disciplining the children (Basso, 1972). 

Language. 

Pidginization. Pidginization is a modification of a language that evolves 
for the purpose of communicating between people from dissimilar linguistic 
backgrounds. Short, simplified utterances that contain only substantive words 
are used (Terrell & Terre& 1993). Pidginized language resembles tele- 
graphic speech. 

The rapid pidginization of Native-American languages has added to prob- 
lems in English performance. Many tribal languages are rapidly losing lexi- 
con and undergoing a process of syntactic simplification. For example, one 
Choctaw bilingual educator stated that the Choctaw spoken by tribal mem- 
bers in Oklahoma is considered “children’s speech” by tribal members in Mis- 
sissippi (Jacobson, 1979). Those students whose primary language is simplified 
Choctaw are sometimes severely handicapped in learning English as a sec- 
ond language. 

Students who speak and write in pidgin Native-American English are often 
viewed as failing in academic settings. This is because many mainstream Amer- 
icans view nonstandard English as a mark of poor education or an indicator 
of poor performance in school (Anderson & Anderson, 1983). 

Language and Child-Rearing. Regardless of whether they have traditional 
or urban identity, the majority of Native-American families use child-rearing 
language practices that are incompatible with mainstream culture (Miller, 
1975). For example, many Native-American mothers interact with their chil- 
dren silently and nonverbally. No matter how familiar they become with Euro- 
American culture, common language facilitation activities that include verbal 
interchange (e.g., story-time, peek-a-boo) are not typically practiced. Further, 
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Navajo mothers have been noted to interpret the language and behavior of 
active, verbal children as discourteous, restless, self-centered, and undisci- 
plined (Guilmet, 1979). 

Language Churacteristics. Over 200 different Native-American languages 
are spoken in the United States with dialectal variations within each. In order 
to demonstrate some characteristic differences between English and Native- 
American tongues, some characteristics of the Navajo language are selected 
for discussion. 

Phondogy. The Navajo language differs from English in that final conso- 
nants are uncommon in Navajo and are not easily heard or produced when 
Navajo speakers begin to learn English (Harris, 1993). This presents prob- 
lems with hearing and producing cognate pairs that differ by the final conso- 
nant only. Further, many morphological changes are made in English by 
adding consonantal suffixes (e.g., -ed, -s, or -ing), This is further complicated 
by the fact that there is no [r~] phoneme in Navajo. Therefore, the present 
progressive verb tense (-hag) is usually difficult to perceive and pronounce 
(Harris, 1993). 

SyWzx. Navajo language has intricate verb structures that focus more on the 
aspect of motion and state than on the aspect of time. Number is not expressed 
in noun forms but in verb forms. Verb forms are singular, dual, and plural (one, 
two, and more than two). Third-person pronouns (e.g., he, she, it, thy) do 
not exist. As a result, syntactic confusions are inevitable when Navajo speak- 
ers learn English as a second language (Harris, 1993). 

Attitudes toward Communication Disorders. Regarding health risks 
that impact communication development, Native-Americans have the high- 
est prevalence of otitis media in the world (Stewart, 1986); and fetal alcohol 
syndrome (FAS) and fetal alcohol effect (FAE) present a major threat to the 
health and communication development of young Native-American children. 
Because of the high prevalence of these three disabilities, combined with en- 
vironmental factors such as poverty and limited access to quality education, 
members of the Native-American cultural groups experience an increased risk 
for communication disorders. Further, necessary medical and rehabilitation 
services are often remote, impeding access to modern facilities and profes- 
sionals who may address disabling conditions (Harris, 1993). 

Historically, many tribes have considered the child with disabilities (in- 
cluding communication disorders) as a gift from the Creator. This was espe- 
cially true of the mentally retarded. Today, however, attitudes toward 
handicapped individuals are less positive although there still seems to be an 
overall feeling of acceptance among most tribal members (Harris, 1993). 
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Asian-American Cultures 

History. &an-Americans come from Asia or are descendants of immigrants 
from Asia. Asian immigrants have been coming to the United States for more 
than two centuries, dating back to 1785 (Cheng, 1993). 

hian-Americans may be the most extremely diverse of all of the cultural 
groups that have been discussed, as the Asians who have immigrated to the 
United States have come from a legion of historical, social, political, and lin- 
guistic backgrounds. The diversity ranges from a&rent, well-educated, vohrn- 
tary immigrants to those whose status is that of preliterate refirgees. These groups 
differ greatly in their motivation for leaving their homelands, the effects of cul- 
ture shock, and degree of acculturation upon arrival in the United States. 

The number of identifiable Asian groups is more than 17, and it includes 
people from China, Japan, Korea, India, Vietnam, Cambodia, Laos, and var- 
ious Pacific Islands including Guam, the Philippines, and Samoa. These in- 
dividuals represent literally hundreds of languages and dialects (Cheng, 1993). 

Demographics. In the last two decades, the greatest number of migrants, 
immigrants, and refugees coming to the United States have come from South- 
east Asia (Cheng, 1993). The ~ian/Pacif-ic Island population in the United 
States doubled between 1980 and 1990 (United States, I99Ob). Asian people 
reside throughout the United States with the highest concentrations in Cali- 
fornia, Hawaii, New York, Illinois, and Texas (Ima & Rumbant, 1989). 

Cultural and Social Aspects. The Asian/Pacific populations hold a vari- 
ety of religious, philosophical, and cultural practices. Major religions and 
philosophies include Buddhism, Confucianism, Taoism, Shintoism, Animism, 
Islam, and Christianity. Because of extreme cultural diversity, cultural gen- 
eralizations are impossible to draw. For demonstration, we describe a few char- 
acteristics of some prominent Asian cultures. 

Chinese. In Chinese culture, respect for elders and the strength of the fam- 
ily unit are highly valued. One of the most important ideals of Chinese cul- 
ture is the pursuit and maintenance of harmony Value is placed on an outward 
calmness and on inner control of ill-favored emotions such as anger, jealousy, 
hostility, aggression, and self-pity. openly confronting another person is viewed 
as undesirable. Education is considered to be extremely important. Chinese- 
hnericans work hard to remove any linguistic and cultural barriers that may 
inhibit a good education (Cheng, 1993). 

Korean. Korean people have extended families that typically include three 
generations. The father is usually the head of the household and represents 
the family honor. 

Teachers in Korea have a great deal of authority. Students are well disci- 
plined and there are few delinquency problems in school. 
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other Asiam. In most Asian cultures, interactive patterns are very struc- 
tured and predictable. An individual’s status defines that person’s role in a 
communication event. 

The ability to work harmoniously within the group is highly valued over in- 
dividual achievement. This includes being sensitive to the needs of others, 
showing emotional restraint, and working for the good of the group rather 
than for personal gain and recognition (Mat&a, 1989). 

Ianguage. Hundreds of distinct languages and their many dialects are spo- 
ken in East Asia, Southeast Asia, and the Pacific Islands. Since so many lan- 
guages are represented, only a few are selected for discussion-Chinese, 
Korean, and Japanese. 

phonology. There are several major differences between the sound systems 
of Chinese and English. For example, Chinese words are composed of single 
syllables, making the rules for English syllabification and stress extremely 
diflicult to master as a second language. As a result, speech may sound tele- 
graphic and choppy. Further, few words have final consonants. Therefore, 
Chinese speakers often omit final consonants. Moreover, there are no conso- 
nant blends in most Chinese languages, making it difficult to master conso- 
nant clusters common to English. 

The sound systems of Korean and English are quite different. In Korean, 
there are no consonant clusters in the initial and final positions of words, af- 
fricates do not occur in the final positions of words, and several distinctive fea- 
ture classes do not occur, making sound substitutions necessary (e.g., [b/v], 
[p/v], [s/s], [s/z], and interchangeable use of [1] and [r]). 

Japanese has 5 vowels plus 18 consonants. Only the [n] consonant occurs 
in the final position. Double consonants such as [kk] and [pp] may occur. 
Difficulties noted in Japanese people learning English include adding vow- 
els to word endings (e.g., [mrlkuJ/milk) and the following consonant substi- 
tutions: [r/l], [s/z], [j/9], and [b/v] (Cheng, 1993). 

Sy~&zx. Chinese grammar is noninflectional and does not use plural mark- 
ers, tense markers, cop&s, the verb to haue, articles, or conjunctions. Prag- 
matically, Chinese people generally do not interrupt a speaker to ask questions. 
Therefore, in conversation, Chinese speakers may appear passive or non- 
participatory. 

In &wean, there is no tonic word stress so that speakers may sound mo- 
notonous and have difficulty with interrogative intonation. Korean has no gen- 
der agreement, no articles, no verb inflections for tense and number, and no 
relative pronouns. 

In]apanese, all verbs appear in the final position of the sentence. Personal 
pronouns are omitted since they are inferred by context. No distinction is 
made between singular and plural. For questions, interrogative markers are 
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not needed at the initial part of the sentence because “yes/no” questions are 
marked at the end (Cheng, 1993). 

Attitudes toward Communication Disorders. There are many different 
Asian/Pacific folk beliefs that relate to communication disorders and other po- 
tentially handicapping conditions. Levels of education, background, and per- 
sonal experience shape individual reactions to folk beliefs. 

Depending on geographic region and background, many Asian/Pacific peo- 
ple may view a handicapping condition as the result of wrongdoings of the in- 
dividual’s ancestors. Spiritual or cultural beliefs such as imbalance of inner 
forces, bad wind, spoiled foods, gods, demons, spirits, or “hot and cold forces” 
are thought to cause handicaps. Specifically, the Chamarro culture views a 
handicapped person as a gift from God and believes he or she belongs to every- 
one. The handicapped person is thus protected and sheltered by the Chamarro 
family (Cheng, 1989,1993). 

For Asians, illness may be treated with all available methods before con- 
sulting a physician. Treatments of disabilities or illness vary and may include 
options such as surgery, medication, therapy, acupuncture, massage, cao (coin 
rubbing), batfi (pinching), giac (placing a very hot cup on the exposed area), 
steam inhalation, and herbs (Cheng, 1993). People may seek medical or re- 
habilitative assistance from a western-trained doctor (or specialist), a folk med- 
icine man or woman, a faith healer, or a shaman. 

Deaf Cultures 

A cultural minority that is frequently ignored is that which characterizes the 
deaf community. This group of individuals has a unique language and culture 
that deserves to be recognized by our professions since a very high percent- 
age of its members receive speech-language and audiology services. Since the 
group is not typically covered in writings that concern minority cultures as 
they relate to communication disorders, a fair amount of detail is included here. 

The comments that follow result from five years of firsthand experience 
with people who identify with deaf culture. This experience was predomi- 
nantly professional, educational, and social. 

History. In general, deaf people have had to combat a long-standing history 
of being considered handicapped, and hence inferior, and are therefore inti- 
mately acquainted with stereotyping and discrimination. In spite of this histor- 
ical pattern, attitudes toward the majority culture vary, depending on individual 
experiences and attitudes promulgated within the personal social spheres. 

Demographics. People who identify with deaf culture include hearing and 
deaf people raised in families or communities having a high concentration of 
deafpeople, d e af people who grow up attending schools for the deaf, and deaf 
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people who become acculturated at a late age as a result of coming into con- 
tact with members of the deaf culture. Many deaf people seem to be bi- 
cuitural, with deaf culture being either the dominant or secondary culture 
depending on exposure and opportunity. Some deafpeople do not affiliate at 
all with deaf culture, either by choice or by lack of convenience. 

Speech-language pathologists encounter people who identify with deafcul- 
ture under a number of circumstances: (1) If employed by a school for the 
deaf’, the students and many faculty members are likely to aREate with deaf 
culture. (2) If providing services to a hearing or deaf child who has one or more 
deaf parents or deaf siblings, both the child and family members identiiywith 
the deaf culture to varying degrees. (3) Likewise, a number of deaf children 
and adults seek speech-language services in order to facilitate spoken com- 
munication. 

Cultural and Social Aspects. 

Third-Party Cmnmnication. One aspect of deaf culture that is often mis- 
understood is the use of either a third party or a machine for the purpose of 
communication. Interpreters for deaf people, relay services, and telecom- 
munication devices for the deaf (TDDs) are commonplace among the deaf, 
and unfamiliar to those who have little exposure to deaf culture. 

The use of Cnterpretemfor the deafis particularly important to understand 
because interpreters are necessary to facilitate meaningful communication 
between deaf and hearing people if a common language is not shared. If using 
an interpreter, it is critical to understand that the interpreter is bound by a 
code of ethics which limits the exact nature of the services that the inter- 
preter is allowed to perform during the conversation, The sole function of 
the interpreter is to represent what you say to the client and what the client 
says to you, and to do TW more than that. This means that if you make a mis- 
take in what you say, if you talk too fast for the interpreter to keep up, if your 
message is unclear, or if the client becomes confused, it is not the interpreter’s 
role to inform you that a communication problem has occurred. It is your re- 
sponsibility to recognize signs of communication breakdown, just as if the in- 
terpreter were not present. In addition, it is not the interpreter’s purpose to 
help the student with homework or to do tutoring. 

Further, it is important to recognize that when using an interpreter some 
of what is said may be lost or not communicated as intended. Although the 
interpreter makes every effort to faithfully represent each person’s words, it 
is not always possible for the interpreter to recognize or communicate the sub- 
tleties that convey the intent behind the spoken or signed words. In addition, 
communication takes place very quickly and translation is a complicated 
process; therefore direct translation is not always possible. Understandably, 
interpreters can fall behind or may find it necessary to summarize parts in 
order to keep up. 
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Tekommdcatkm devicesfor the &ajare called TDDs and ‘ITYs (short 
for teletypewriter) in the vernacular. They are electronic devices that are at- 
tached to a telephone, and they permit orthographic communication between 
two parties whose phones are both plugged into a TDD, independently. The 
keyboard of the device appears very much like a small typewriter with a liquid- 
crystal display showing the message as it is typed in. Printouts of the message 
are possible on some TDD models. 

Users of TDDs develop fluency in an orthographic code that is basically 
incomprehensible to those not familiar with it. For example, when terminat- 
ing a conversation, one types in “SK” to indicate that the conversation is over. 
If the other party agrees, then that person confirms by typing in “SKSK m 

Communication relay AY&ZVM are also important to understand, as they 
are consequential to the deaf community when communicating by phone to 
hearing people who do not have access to TDDs. Therefore, if you are con- 
tacting or being contacted by a deaf person (e.g., for making or cancelling ap- 
pointments), you may use an unofficial or official relay system. In some cities, 
official relays are available and they can be called at various times of day or 
night to relay messages. In areas that do not have this support service, some 
deaf people set up their own unofficial relay systems with friends or relatives. 

Access to News and Events. Because of difficulties with reading and writ- 
ing and because of limited support services in most areas, many deaf people 
are unaware of significant news and events. For example, one deaf college stu- 
dent came from a city that had been affected by a newsworthy tragedy in which 
several lives were lost. Some months after the accident, upon returning from 
a visit home, he appeared to be very depressed. When questioned about this 
change in demeanor, he reported that when he was in his hometown on Spring 
break he learned that the father of his best friend had lost his life. When he 
mentioned his friend’s name, it was recognized immediately as the surname 
of a person who had been killed in the tragedy that had been a top story in 
the national news several months prior. Because of lack of access to the news, 
the student had not even heard about the event until he went home and con- 
tacted his friend. 

Newspapers that carry information about important events are written in 
complex language that may be difficult to follow unless reading skill is high. 
Although many news broadcasts are available with closed captioning, the com- 
prehension of the captions is directly related to one’s reading level, and closed 
captions are about as easy to follow as newspapers. Some areas of the coun- 
try have simultaneous signed interpretation for news broadcasts, and this 
method is effective for deaf people who are fluent signers. 

Family Structure. Deaf children grow up in families that represent a cross 
section of all of the diversity that characterizes the nation. However, a few 
circumstances sometimes occur as a direct result of having a deaf child in the 
family and these circumstances result in patterns common to deaf culture. 
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For some individuals, language competence for spoken communication may 
or may not develop. In these cases, if the parents do not sign and if the child’s 
spoken skills are seriously compromised, communication within the family 
presents a serious problem. 

It is very common for deaf children to grow up in schools for the deaf, which 
is a situation that changes family structure and influences the role the family 
plays in the child’s upbringing. When a child lives away from home Monday 
through Friday for the entire school year, much of the parental-type nurtur- 
ing is done by people who are not related to the child and do not have the 
same affection as does a parent. Further, the values that the child comes to 
embrace are sometimes remarkably different from the values of the family. 
Children are exposed to the values of their teachers and peers much more in- 
tensely than they are exposed to the values of their parents. Further, when a 
child is away for so much time, it takes a tremendous effort on the part of all 
family members to develop the closeness that sometimes comes naturally to 
families who are united throughout the year. 

Also related to family life is the tendency for some parents to view their 
child as ‘disabled” and as a result to be protective or indulgent, mediating for 
a child for an unnecessarily long time after same-age peers are learning to 
survive independently. If this pattern continues for a number of years, it can 
lead to expectations about the world that are inaccurate, as well as disap- 
pointment and failure. 

Relationship to Mainstream Culture. Regarding the relationship that deaf 
people share with the majority culture, many are members of it or intimately 
associated with it. However, the communication barrier often remains when- 
ever deaf individuals interact with hearing people who are not familiar with 
deafness and deaf culture. Despite the awkwafdness of the circumstance, in 
general it has been noted that most deaf people seem to appreciate efforts 
that hearing people make to learn standard systems of manual communica- 
tion and are willing to patiently labor through sincere efforts to meet com- 
munication needs at least halfway. 

Therefore, anyone who expects to interact with deaf people with regular- 
ity is advised to become familiar with American Sign Language (ASL) signs. 
Further, even if you are not plarming to work with deaf individuals on a reg- 
ular basis, be aware that you will find the need to communicate manually on 
some occasions. Therefore make the effort to learn at least the manual al- 
phabet and basic signs necessary for communication survival. 

Language. The native language of those who identify with deaf culture is 
American Sign Language, which was briefly described in Chapter 4. ASL is 
learned through context-embedded exposure to it during social interchange, 
just as is every other language (as described in Chapter I). Consequently, being 
deaf does not automatically result in the opportunity to learn ASL. Many deaf 
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people do not sign at all. Others have varying degrees of proficiency with 
ASL and English, depending on background and opportunity. 

Many of the features of spoken language are not readily accessible to deaf 
people because of sensory input limitations. In order for a deaf person to ac- 
quire spoken language, intensive training is required. Few with severe or 
profound reduction in hearing acquire nativelike skill in spoken language, even 
with extensive training. 

Spoken-Language Comprehension. Expectations regarding language com- 
prehension are critical for communication with deaf people. Individual lev- 
els of skill vary proportionately to the degree of hearing reduction, exposure 
to spoken language, and history of effective training in spoken language. In 
most cases spoken-language comprehension is compromised. 

Further, feedback indicating whether spoken communication is understood 
is often inaccurate for a number of reasons: (1) The person may believe that 
the communication is understood when in fact it is not. (2) The deaf person 
may use an ASL sign to indicate that if you continue to talk, comprehension 
may come. However, to someone not familiar with ASL, the gesture appears 
to be a green light to continue talking and the assumption is made that com- 
prehension is occurring. (3) The deaf person may not want to indicate that 
the communication is not understood because of fear of being judged as lack- 
ing intelligence. This may be taken to the extreme of even overtly pretend- 
ing to understand, when in fact the person does not. 

Regardless of the reasons for these types of miscommunications, it is your 
responsibility to become sensitive to the very subtle cues that indicate that 
communication has begun to break down. For important communications, it 
is best to verify comprehension by asking the person to repeat the gist of the 
message (through whatever mode is useful), and also by presenting the same 
information through two or more modes. 

Wdtten Communication. Never assume that a deafperson understands writ- 
ter. communication better than spoken communication. Usually, the person’s 
knowledge of spoken English is similar to the same person’s knowledge of 
English in its written form. Unless you are certain that the person’s reading 
and writing skills are advanced, whenever verifying information in writing it 
is appropriate to keep the message simple and limit the writing to key words. 
Unless a person has had extensive opportunity to learn written language, long 
complicated notes are useless. They do not facilitate meaningful communi- 
cation and they can serve to further complicate a misunderstanding. 

Figurative Language. When you want your message to be understood, use 
literal, and not figurative, language. The comprehension of proverbs, 
metaphors, slang, and symbolic language comes with experience with the 
language; thus, the deaf individual whose facility with spoken language is com- 
promised may become confused by abstract spoken expressions. Literal in- 
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terpretation is always a possibility, so in some cases figurative language can 
cause a serious misunderstanding. 

That is not to say that deaf people are incapable of comprehending and using 
figurative language. ASL is rife with figurative symbols, and they are used quite 
eloquently by individuals who are proficient in the language. For example, 
the ASL sign that one might use to instruct someone else to stop talking is a 
sign that, if taken literally, would mean to cut off the tongue with scissors. 

In addition to figurative language, spoken humor may not be appreciated 
by a deaf person who is marginally familiar with spoken language. However, 
this is not a reflection of an overall inability to accept or deal with humor. 
Humor is a significant part of the deaf culture and ASL lends itself quite well 
to the use of humor. 

Pragmdics. Eye contact is very important to deaf communicators. However, 
it may not be the eye contact that is expected if one’s primary experience is 
with hearing people. The eye contact that is important to deaf people, for the 
purpose of communication, may focus on the general personal space of the. 
communication partner, with less visual attention being paid to the eyes and 
more attention being paid to the mouth and hands. 

Similar to eye contact, speaker4sten.er distance may be influenced by ac- 
climation to deaf culture. This is because when signing, people use all their 
personal space in order to perform the signs. In conversation, it is not expe- 
dient for distance between speakers to interfere with this personal signing 
space. Further, in order to appreciate the full effect of the communication 
event, one must stand back and take in the whole view. 

Speech Intelligibility. Partially intelligible and unintelligible speech are also 
common among the deaf. Therefore, what we do to try to understand an un- 
clear message is important. Asking for a repetition is sometimes an appropri- 
ate action since most deaf adults are able to effectively repair unclear 
utterances. Requesting a written note is also appropriate; however, if skills in 
written language are affected, the note may be dif&xlt to decipher. Another 
method of attempting to clarify a misunderstanding is to identify exactly what 
you do understand about the utterance and then ask key questions in order 
to fill in the gaps. This technique is useful when communicating with most 
people whose language is partially comprehensible, whether deaf or hearing. 

Further, it is your responsibility to recognize when you have not understood 
the communication offered by a deaf person and to clearly communicate that 
fact, even specifically requesting clarification. The deaf person may not re- 
pair a misunderstanding unless you directly ask for a repair. Do not assume 
that a subtle signal or a puzzled look will result in an automatic attempt to clar- 
ify information. 

Factors Influencing Lmguage Dominance and Pm-. Language dom- 
inance and language proficiency in deaf people are influenced by a number 
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of variables. Generally, the linguistic choices include spoken and manual com- 
munication systems and combinations thereof, 

Competence in spoken language is possible. Extensive training is required, 
since deaf language learners have limited access to the audible characteristics 
of spoken language. Competence in manual communication is also possible. 
ASL, PSE, and other manual systems (described in Chapter 4) are available 
to many deaf language learners if they are exposed to the deaf cultural com- 
munity and to instruction in the use of manual systems for communication. 

In some cases, it appears that language competence does not develop ad- 
equately in either spoken or manual communication modes. When this hap- 
pens, it is likely to be due to a lack of adequate exposure to spoken or manual 
systems. Under these circumstances, the consequences for cognitive devel- 
opment are grave. 

Attitudes toward Communication Disorders. Perhaps in an attempt to 
counter negative experiences that apparently result from stereotypes, many 
deaf people are resolved to demonstrate that deafness is not a handicap and 
that deaf people are capable of performing any task, given appropriate re- 
sources. Whether this is the attitude of most deaf individuals remains to be 
confirmed. However, the position has been stated publicly on many occasions. 

OVERREPRE%ENTATION OF MINORITIES 
IN SPECIAL EDUCATION 

As a result of current referral, identification, and assessment practices, many 
minority-culture children are overrepresented in special education, particu- 
Iarly in the language-related disciplines such as learning disabilities and com- 
munication disorders. These include children who identify with racial and 
ethnic minority groups, children who are linguistically different, and chil- 
dren of low socioeconomic background (Amber-t & Melendez, 1985; Garcia, 
1984; Mercer, 1972; Ortiz & Yates, 1983; Rueda, 1989; Shepard et al., 1981; 
Tucker, 1980). In a similar vein, children who speak languages other than Eng- 
lish in the home are sometimes classified as having communication disor- 
ders, even if they are not truly handicapped (Shepard et al., 1981). 

Apparently, many children with dialectal differences are often placed in 
articulation intervention, even if their speech-sound production patterns are 
consistent with the phonological rules of the community dialect. (For exam- 
ple, some Hispanic children may say “[J&W]” for chair or “[hot]” for uote; 
and some African-American children may say “[bof]” for both.) Further, many 
children with linguistic differences are placed in language intervention, even 
through they use language that reflects opportunity and experience, or lan- 
guage that is appropriate for second-language learners. 

Neglecting to consider levels of language competency (as described later 
in this chapter) is at the core of the problems related to referring children for 
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special services unnecessarily In addition, some likely reasons for overreferring 
children with language differences include stereotypes and misconceptions 
about racial and ethnic minorities, a scarcity of properly educated bilingual 
and minority-language professionals, and inappropriate clinical procedures. 
Each of these reasons is described in the sections that follow. 

Stereotypes and Misconceptions 
Stereotype is defined in a prior section as an oversimplified, often negative 
concept about members of a particular group (Garcia, 1982). Such concepts 
are potentially able to influence whether a child is referred for communica- 
tion assessment and whether the assessment results in a recommendation for 
intervention. 

Classroom Manifestations of Stereotyping. Indications of stereotyping 
that are manifest in the classroom are important to understand because speech- 
language pathologists receive many of their referrals from classroom teachers 
who are often the first to notice that language skills do not adequately serve a 
particular child for academic success. Unfortunately, many educators carry 
stereotypical ideas about minority-language children that can result in both 
over-referral and underreferral (Hamayan & Damico, 1991). Further, these at- 
titudes can result in low expectations for student performance and thus influ- 
ence the way in which children are treated in the classroom (Brophy & Good, 
1974; Eder, 1981; Good, 1986). Low teacher expectations are manifested by the 
identified instructional patterns that are listed in Figure 6-1. 

In summary, our expectations affect the way we behave in situations and 
the way we behave affects how other people respond. Teachers expect spe- 
cific behavior and achievement from particular students. Because of these 
expectations, some teachers behave differently toward different students. 
This teacher treatment communicates to each student what is expected. Im- 
balanced treatment influences self-concept, achievement, motivation, and 
level of aspiration. If stereotypical treatment is consistent over time, and if a 
student does not actively resist or change it in some way, it tends to shape 
achievement and behavior. With time, the student’s achievement and behav- 
ior conforms more and more closely to that which is expected. Therefore, 
high-expectation students are led to achieve at high levels, while low- 
expectation students achieve at slower rates. In essence, a self-fulfilling 
prophecy occurs in that teachers have within their command to communi- 
cate expectations to children, shaping individual behavior toward expected 
patterns (Brophy & Good, 1974). 

Effect of Stereotype and Misconception on Referral. Studies carried 
out in the United States, Canada, and Britain show that many educators tend 
to have negative, stereotypical expectations of minority students. For exam- 
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(1) In generet, teachers tend to wait fess time for lowexpectation stu- 
dents to answer questions. 
(2) Teachers often give up on low-expectation students when they fail to 

answer questions correctly. Giving them the answer or calling on someone 
else are common but inapproptiate teacher responses to student-response 
latency. 
(3) Some teachers may inadvertently reward inappropriate behavior of low- 

expectation students. This is done by praising marginal or wrong answers 
and poor wok When students become aWare of this pattern, it tends to 
discoutage et%%. 
(4) Low-expectation students are apparently cnidzed more than high- 

expectation students In parallel sltuations. Further, many teachers critidze 
misconduct while neglecting to give constructive feedback regarding poor 
academic work. 
(5) Low-expectation students often do not receive praise in situations 

where other students are typically praised. Many teachers tend to fail to 
notice and praise hard wcxk and improved perfbrmance that results from 
persistent effort, 
(6) Teachers often fail to give low-expectation students meaningfui feed- 

back Feedback that is given is frequently nonspecific or not patticularfy 
USefUl. 

(7) Many teachers are inclined to call on l~-expectation students less often. 
(8) Some teachers tend to pay less attention to lo&-expectation students 

unless they are misbehaving. By doing this, they miss opportunities to re- 
inforce good work. Further, many teachers fail to monitor what iow-expeo 
tation students do and neglect to provide regular and timely feedback. 
(9) LMpectation students are sometimes segregated in seating patterns 

(10) Teachers generally expect and demand less of lcw-expectation stu- 
denIs. Some teachers allow other students to call out answers if the 
original respondent hesitates. This enables the more motivated students to 
take advantage of most of the public response opportunities. Further, it may 
demoraliie less aggressive students who are trying to respond and/or re- 
inforce slower students who are trying to avoid responding (Brophy &Good. 
1974). 

Figure 6-l. Manifestations of low teacher expectations, adapted from 
Brophy and Good (1974). 

pie, kindergarten teachers in Toronto were asked to identify students whom 
they felt were likely to fail academically and those whom they felt would be 
highly successful. In the study, minority-language students were judged as 
about half as likely to succeed academically and about twice as likely to fail 
(Fram & Crawford, 1972). 
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A large number of studies have shown that many educators tend to use more 
positive interactions with students whom they perceive as high achievers as 
opposed to low achievers (Good & Brophy, 1971). In view of the fact that mi- 
nority students are frequently and stereotypically perceived as low achievers, 
it is not surprising that they are also reported to experience less positive in- 
teractions with their teachers (Cummins, 1984). 

As a result of preconceived ideas and resulting teacher interactive styles, 
the risk of inappropriate referral to speech-language and other special- 
education services is clearly inflated in the case of minority children from low 
socioeconomic status backgrounds. Children are referred even in the ab- 
sence of cognitive, sensory input, motor skill, or social deficits that justify such 
a referral. 

Effects of Stereotype and Misconception on Identification and 
Assessment. Once referred, negative attitudes and low expectations can 
further affect performance and serve to perpetuate the stereotype. In as- 
sessment, all aspects of test selection, administration, scoring, and interpre- 
tation are potentially influenced by stereotyping. Results of traditional early 
identification measures often reinforce stereotypical expectations. This is rot 
because the stereotypes are valid, but because few of the available standard- 
ized tools for identifying communication problems are appropriate for mi- 
nority children (Fram & Crawford, 1972). The outcome is that either (1) 
erroneous screening and assessment results are regarded as valid, and thus in- 
tact children are identified as having potential problems (i.e., overreferral), 
or (2) problems identified through testing are viewed as a function of language 
and cultural barriers and as a result no intervention is recommended for chil- 
dren who would benefit from it (i.e., under-referral) (Cummins, 1964). 

Common Misconceptions about Second-Language Learning. Pro- 
fessionals and other school personnel (e.g., teachers, principals, diagnosti- 
cians) who work with minority-language children may not have an 
understanding of the process of second-language learning. This includes 
speech-language pathologists who are responsible for the diagnosis and treat- 
ment of language disorders in the population of minority-language children. 

Research demonstrates that misconceptions are prevalent among speech- 
language pathologists in school settings. For example, in one study 20 masters- 
level speech-language pathologists were interviewed. All were employed by 
a school system in a community where 56 percent of the population was rep- 
resented by Mexican-Americans and therefore each provided services to a 
high concentration of children who were learning English as a second lan- 
guage. In general, the following misconceptions were identified. Many clin- 
icians -gZy assumed (1) that in order to be considered bilingual, the child 
would be required to speak Spanish and English with equal ability and with 
ability similar to that of monolingual English- or Spanish-speaking children; 
(2) that the optimum time for learning two languages is before the age of three 
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years; (3) that the preferred method for learning a second language is for one 
person to speak language A while the other person speaks language B; and 
(4) that code switching is an indication of inadequate vocabulary and word- 
finding problems (Kayser, 1990). 

These inaccurate beliefs reflect an incomplete knowledge of how children 
become bilingual, when children experience initial exposure to a second lan- 
guage, and how bilingual people use two languages socially when commum- 
eating with one another. Individuals who hold misconceptions are likely to 
misunderstand language-proficiency expectations among people who use two 
languages. Misdiagnosis and improper intervention are both likely results if 
misconceptions are not countered by r adequate preparation for the task 
ing bilingual and minority-language children (Kayser, 1990). 

of serv- 

Lack of Properly Ed&ated Bilingual and 
Minority-Language Professionals 

A serious shortage exists in the number of professionals qualified to serve in- 
dividuals who identify with ethnic and racial minority communities. There- 
fore many children who identify with ethnic or racial minority groups and 
receive speech-language services are assessed by people who are either un- 
familiar with the minority language, unfamiliar with appropriate assessment 
procedures for that language and culture, or inadequately prepared to meet 
the needs of ethnic and racial minority children (Garcia, 1984). 

In 1985,91 percent of the certified speech-language pathologists who were 
surveyed reported that they had received no training pertinent to minority- 
language populations during their preprofessional and graduate level educa- 
tion (Campbell, 1985). In an informal review of 1986 applicants for the 
Certificate of Clinical Competence, only 8 percent of the newly graduated 
professionals had elected to take a course related to multicultural communi- 
cation (Flint-Shaw et al., 1987). 

Further, minorities represent only 4 percent of the certified speech- 
language pathologists and audiologists nationwide (Cole, 1987); and only 1% 
of ASHA’s membership is proficient enough in any foreign language to pro- 
vide clinical services to foreign-language speakers (American Speech- 
Language-Hearing Association, 1985). However, more than 25 percent of the 
population identifies with a racial/ethni&ultural minority group (Taylor, 1993), 
and a healthy proportion of that 25 percent is likely to have a dominant lan- 
guage other than English. 

It follows, then, that only about 4 percent of the professionals (at the max- 
imum) are likely to be competent to serve at least 25 percent of the popula- 
tion needing speech-language services. Under these circumstances, there are 
two possibilities for service delivery to minority-language clients. (1) It is pos- 
sible that minority professionals carry disproportionately large caseloads when 
compared to their colleagues. (2) In addition, it.is probable that minority- 
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language clients go without competent and appropriate services. That is, ei- 
ther speech-language pathologists who are not qualified in minority-language 
service delivery assess and treat the clients regardless of qualifications, or peo- 
ple who need intervention go without services at all. 

Whether this pattern will change in the near future is uncertain, as minor- 
ity students represent only about 9.6 percent of all students enrolled in speech- 
language pathology and audiology programs nationwide (Council of Graduate 
Programs, 1986), a proportion that still falls seriously short of the 25 percent 
representation of those needing services in the general population-and the 
25 percent is continually increasing. Therefore, either a disproportionately 
large burden continues to rest on the shoulders of minority and bilingual 
speech-language pathologists, or many of the clients who identify with racial 
and ethnic minorities will continue to be served by people who are not pre- 
pared to meet their needs. 

A third alternative exists: it is for members of ASHA and students of speech- 
language pathology, who are presently not culturally literate, to take advan- 
tage of continuing education opportunities and thereby prepare to become 
involved with the process of providing competent services to minority- 
language clients. (Some opportunities for professionals who lack specific com- 
petence in minority languages are described later in this chapter.) 

Problems Caused by Inadequate Preparation. 

Luck of Considerdion Given to English Pro-. Regarding bilingual in- 
dividuals, there are three categories describing English proficiency as it re- 
lates to the identification of disorders-bilingual-English proficient, 
limited-English proficient, and those with limited proficiency in both lan- 
guages. Understanding the differences between these categories is critical to 
diagnosis, valid intervention, and to the assignment of a qualified speech- 
language pathologist for intervention. Qualifications for working with each 
group are discussed in a later section (‘Competency and Familiarity with 
Minority Language”). 

Lack of Consideration Given to the L,evels of Language Competency. Four 
levels of language competency have been identified (Cummins, 1982). (See 
Figure 6-2, p. 311.) Their characteristics and how to apply them are described 
in detail in the section on considering language competency in second-lan- 
guage learners. The crux of the issue is that higher levels of language profi- 
ciency are considerably relevant for cognitive development and academic 
progress. It appears that these are the aspects that are often neglected in iden- 
tification, assessment, and intervention. Further, it is the surface manifesta- 
tions of linguistic proficiency that are frequently the focus of many clinical 
activities, yet surface skills do not necessarily prepare one for academic suc- 
cess. Failure to appreciate the differences between basic interpersonal com- 
munication and the higher-level cognitive-academic language results in a 
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failure to assess and treat all levels of language proficiency-a practice that 
has unfortunate consequences for many minority-language students. 

One unfavorable consequence is the identification of pseudo-deficits. That 
is, children whose exposure to the English language is compromised may not 
develop academic language proficiency equal to their peers (Fradd & Cor- 
rea, 1989), and so when classroom performance is examined, they may take 
on the appearance of being language disordered, learning disabled, or intel- 
lectually deficient (Levin, 1985; Waggoner, 1984a, I984b). As a result, pseudo- 
deficits (as opposed to true deficits) in language are identified. The 
pseudo-deficits are in fact not language disorders but evidence of gaps in the 
mastery of English (knbert, 1986). 

Another undesirable consequence of neglecting to consider levels of lan- 
guage dompetency is that children are often placed in the wrong treatment 
setting or classroom. That is, if the whole paradigm is not taken under ad- 
visement when determining language dominance, only the lower-level skills 
(i.e., familiar language with contextual cues) are commonly considered. If com- 
petence at the lower (i.e., basic interpersonal) level is confirmed, then the 
child may be placed in a learning situation (e.g., classroom or therapy envi- 
ronment) where higher skills (i.e., unfamiliar language and reduced contex- 
tual cues) are required for successful participation. As a result, the improperly 
placed child may appear to have academic difficulties that have no true rela- 
tion to academic deficiency and the misplacement may have been avoided by 
properly considering all levels of language competency when making deci- 
sions about language dominance and classroom placement. 

Inappropriate Clinical Procedures Commonly Used 
with Minorityhqpage Children 

Inappropriate clinical procedures are identified as having been frequently em- 
ployed when serving minority-language children. Some are described here 
so that you may recognize and avoid them. 

Inappropriate Identification and Referral Procedures. 

Rejkrrd Checklists. Wh en referring children for special-education assess- 
ment (including speech-language referrals), educators may use checklists such 
as the one that appears in Table 6-l. The checklists are meant to draw teacher 
attention to behaviors commonly associated with learning problems and ed- 
ucational handicaps. If a child exhibits the behaviors on the checklist, some 
teachers refer children for special-education assessment. Unfortunately, close 
inspection of these types of checklists reveals a number of behavioral simi- 
larities between children who are rightfully referred for special-education 
assessment and minority-language children who do not need special services 
(Maldonado-Colon, 1985). It is common for behavior problem checklists that 
are designed to assist teachers in identifying educational problems (Table 6- 
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1) to include many characteristics of second-language learning and minority- 
language status. This results in confusion about what distinguishes language 
differences from language disorders and learning disabilities. This confusion 
results in overreferral for some minority-language children (Maldonado- 
Colon, 1985). 

The confusion probably occurs because use of English for communication 
is typically reduced and perhaps compromised. As a result, culturally naive 
speech-language pathologists and educators may stereotypically (and inaccu- 
rately) view minority-language students as exhibiting speech and/or language 
disorders (Kretschmer, 1991). Learning style is another area that often diverges 
from teacher expectations and thus causes minority-language children to ap- 
pear different (Trueba, 1987). (See column 5 of Table 6-l.) Inappropriate re- 
ferrals and misdiagnoses are often the outcome when minority-language 
children are paired-with educators 
mance and learning style. 

who arbitrarily focus on language perfor- 

Academic Perjbrmmce. Minority-language students may exhibit academic 
difficulties such as difficulty comprehending concepts that are presented in 
an unfamiliar language. These may lead to other academic problems in all 
areas including reading and writing. The result is that the child appears to be 
handicapped when in fact no true handicapping condition is present. These 
difficulties are often the result of lack of previous formal education, peda- 
gogical orientation of the students’ bilingual education program, or the ex- 
tent and nature of the family’s involvement and attitude toward education 
(Kretschmer, 1991). 

Children are then referred for assessment on the basis of behaviors that 
do not fit the expectations of educators. As a result of erroneous referrals and 
inappropriately conducted assessment, it is often recommended that inter- 
vention ensue, not because special services are required, but because lin- 
guistic, cultural, economic, and other background characteristics are falsely 
interpreted as deviant. Speech-language pathologists and educators must be 
made aware that some behaviors, which although they do not conform to 
expectations of some cultural groups, are normal given an individual’s cul- 
tural reference, social group, or prior experience. Such behaviors are better 
characterized as differences rather than deficits or handicaps (Ortiz & 
Maldonado-Colon, 1986). 

As with the checklists, academic behaviors that are directly or indirectly 
related to linguistic proficiency constitute the most frequent reason for re- 
ferral of minority-language children (Garcia, 1984; Maldonado-Colon, 1984; 
Ortiz & Yates, 1983). Research documents that many of the behaviors con- 
sidered problematic by teachers are, in reality, characteristic of students who 
are in the process of normal second-language acquisition. 

When children are referred for assessment based on environmental fac- 
tors (e.g., teacher style, curriculum, or classroom organization) rather than 
on their own personal disability or need, this misclassification affects the over- 
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The following checklist has been used to help educators identify chikhen who may 
be experiencing learnin problems. Note that many behaviors also typically charac- 
terize second-language earners (adapted from Ortiz and Maldonado-Colon [ 19861). P 

Inter- Ad?& 
Attt?nW Personau Relations/ School 

Emotiorrcrl Adu.nity Adaptation Language 
“short 
attention 
span 
“&+ 
tractible 
talks 
excessively 
“day- 
dreams 
unable to 
wait turn 
loud & 
noisy 
constant 
need for 
stimulation 
hyperactive 
“demands 
immediate 
grati&a- 
tion 

L2zga- . 

Ounable to 
stay on task 
*appears 
confused 

sad/ 
*aPPY 
‘nervous/ 
ilIlXi0U.S 

“shy/timid 
short 
tempered 
‘poor self- 
confidence 
extreme 
mood 
changes 
cries easily 
unusual 
manner- 
isms or 
habits 
“fearful 
easily ex- 
citable 
inappropri- 
ate emo- 
tional 

responses 
immature 
toileting 
problems 
“diffhl~ 
adjusting 
to new sit- 
UitiOnS 

cruel 
uncoopera- 
tive 
loses 
control 
overreacts 

few friends 
verbally 
aggressive 
O “denies 
responsi- 
bility for 
actions 
instigates . IIll!+ 
behavior 
in others 
o”easily 
influenced 
bsv 
““demands 
attention 
inconsider- 
ate 
selfish 
lies 
steals 
jealous 
can’t keep 
hands to 
self 
manipu- 
lates others 
suspicious 
‘cannot 
handle 
criticism 
O ‘avoids 
competi- 
tion 
prefers to 
be alone 

talks back 
to adults 
intimidated 
by author- 
w 
overly 
anxious to 
please 
O ‘passively 
uncoopera- 
tive 
di.StlUStful 
of adults 
refuses 
to accept 
limits 
““defiant 
ambivalent 
toward 
adults 
uses pro- 
fanity 
**clings to 
adults 
“overly 
dependent 
*Oseeks 
constant 
praise 
rebellious 
OOneeds 
teacher 
direction 
and feed- 
back 

diSlUptS 
other 
students 

3EZout 
OOdoes not 
complete 
assign- 
ments 
o”cannot 
work inde- 
pendently 
copies 
other’s 
work 
o”exerts 
little effort 
O “lacks 
interest/ 
apathetic 
frequently 
tardy or 
absent 
OOgives up 
easily 
**cann0t 
manage 
time 
““lacks 
drive 
o “disorga- 
nized 
*‘cannot 
Plan 
O*unable to 
tolerate 
change 

(continues) 

speaks ex- 
cessively 
*speaks in- 
frequently 
Ouses 
gestures 
“speaks in 
single 
words or 
phrases 
‘refuses to 
answer 
questions 
‘does not 
volunteer 
informa- 
tion 
Ocom- 
ments 
inappro- 
priately 

22 
Opoor 
compre- 
hension 
“poor 
vocabulary 
*mculty 
sequencing 
ideas 
"difficulty 
sequencing 
events 
“unable to 
tell or re- 
tell stories 
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Inter- tilt 
Relations/ sch4Kd 
Authority Aduptath Lunguage 

Phrsicallr 
aggressive 

o”sporadic oconfuSes 
academic similar 
perfor- sounding 
mance words 
makes “poor pro- 
excuses nunciation 
destructive Opoor 
“does not syntax 
initiate 
needs re- 
minding 

oNormal behaviors that often characterize culturally linguistically diverse children, 
resulting in inappropriate referrals. 

o”Behavioral characteristics of culturally linguistically diverse children that are also 
frequently associated with learning disabilities. 

all expectations and educational opportunities provided to these individuals. 
The end result is that students are made to feel marginal in their ability to 
succeed and they begin to act accordingly (Sinclair & Ghory, 1987). In turn, 
the pattern can result in reduced academic performance, social difficulties, 
and affective problems. The student becomes disabled, but the etiology is not 
related to some exceptionality inherent in the student. Instead, it is caused by 
the diagnosis or by some other factor external to the student (Cummins, 1986). 

Inappropriate Assessment Procedures. Some commonly used assess- 
ment patterns that are inappropriate for minority-language children have been 
identified. Misdiagnosis and overreferral are often the outcome of these prac- 
tices. They are discussed here so that you may avoid using unsuitable tech- 
niques that may cause you to mistake minority-language children for children 
who indeed are in need of speech-language services. 

Reliunce on Traditiond Test Batteries. Although minority-language students 
can best be assessed by using a nontraditional informal approach to testing 
(discussed later in this chapter), many evaluators continue to rely solely on 
traditional test batteries (Westby, in press). While traditional assessment tools 
exist (e.g., standardized, commercially developed tests), their use with 
minority-language students has serious drawbacks. Lack of facility with stan- 
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dard English impedes performance for many children, making it difficult to 
obtain an accurate assessment of linguistic skills. Moreover, because stan- 
dardized tests measure only select aspects of language, they do not reflect 
the students’ overall proficiency and comprehension (O&s & Schiefflin, 1979). 

Contrived Assessments. Traditionally, language skills are assessed within iso- 
lated settings that specifically focus on distinct components of the linguistic 
system (Bates, 1976; Dore, 1975; Hahiday & Hasan, 1976; Liles, 1987; Ochs 
& Schiefflin, 1979). Children are expected to demonstrate their abilities in 
artificial situations where language is isolated from meaningful context (e.g., 
picture pointing tasks, fill in the blanks). This method provides a way to scru- 
tinize very specific language skills (Culatta, Page, & Ellis, 1983; Spinelli & 
Bipich, 1985). However, it is not always useful when assessing the language- 
learning needs of minority children and children with limited English profi- 
ciency, as contrived assessment situations reduce the probability of accessing 
and analyzing representative language (Spinelli & Ripich, 1985). 

Inappropriate Intervention Procedures. Problems with the interven- 
tion that is applied in the case of minority-language children seem to result 
from the fact that most speech-language pathologists are not adequately pre- 
pared to address the needs of this population (due to inadequate knowledge 
about multicultural issues or lack of proficiency in the minority language). The 
lack of properly prepared professionals was discussed earlier in this chapter. 
In summary, the problem is that the number of bilingual and minority- 
language clinicians is disproportionately low (4 percent) when compared to 
the number of minority-language children who receive speech-language ser- 
vices (more than 25 percent). 

The result is that (1) many inadequately prepared clinicians are not aware 
that some of the children on the caseload are not in need of services and (2) 
they then pursue intervention objectives that are not appropriate for meet- 
ing the language-learning needs of minority-language children. These include 
objectives that focus on linguistic differences, teaching English as a second 
language, and lower-level skills (e.g., drill activities with phonics as opposed 
to higher-level problem-solving activities). Further, intervention is often con- 
ducted in the native language of the clinician, regardless of whether it is the 
dominant language of the client. 

PROVIDING EFFECTIVE CLINICAL, SERVICES 
TO INDMDUALS WHO IDENTIFY WITH 
DIVERSE WlXURAL GROUPS 

Whenever possible, it is expected that those who provide speech-language 
services to individuals of minority-culture background possess the qualifica- 
tions and competencies that are necessary to effectively serve the language- 
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learning needs of the individuals being served. For that reason, qualifications 
and competencies are described. 

However, due to a shortage of personnel and a wide variety of cultures re- 
siding in certain geographic regions, circumstances exist that do not always 
allow for every minority-background child to be served by a professional who 
identifies with or completely understands the child’s linguistic and cultural 
perspective. Therefore, some alternative suggestions are provided for those 
who encounter clients of minority backgrounds with whom they have inade- 
quate direct prior experience. 

Clinical Services Provided by Qualified Professionals 

Qualifications of those who serve minority individuals are similar as for those 
who serve all clients, regardless of minority status. That is, qualified profes- 
sionals are ASHA-certified (and state-licensed where required), have appro- 
priate academic and clinical preparation for the population being served, 
possess a working knowledge of language acquisition milestones and processes, 
and are culturally literate. In addition, under ideal circumstances the clinician 
is a competent user of the minority language or dialect. 

ASHA Certification. Fundamental to all admonitions regarding service 
to any client, including minority-language individuals, is the principle that all 
clinical services are provided by competent professionals. First and foremost, 
the professional who treats the client is certified by ASHA or adequately su- 
pervised according to the association’s guidelines. 

Academic and Clinical Preparedness. The ASHA-certified speech- 
language pathologists who provide clinical services are required to be pre- 
pared academically and clinically. Academic preparation includes course work 
and/or seminars and workshops that address the communication needs of 
minority-language clients. Clinical preparation includes supervised clinical 
practice or collaborative practice prior to taking on independent responsibil- 
ity for addressing client needs. 

The requirements of academic and clinical preparation are no different 
from the requirements that underlie all clinical service delivery. Certainly, no 
competent professional presumes to diagnose or treat a client without having 
adequate academic and clinical preparation for the specific presenting disor- 
der (e.g., cleft palate, voice disorders, fluency disorders, or language disor- 
ders). By the same token, no competent professional presumes to diagnose 
or treat a minority-language client without adequate academic and clinical 
preparation. This is because, unless speech-language pathologists are pre- 
pared to understand linguistic differences through academic and clinical ex- 
perience, assessment procedures often lead to inaccurate diagnoses, 
mislabeling (Cummins, 1984; Juarez, 1X%3), and inappropriate intervention. 
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Knowledge of Language-Acquisition Milestones and Processes. Cen- 
tral to appropriate language assessment for minority-language children is 
knowledge of language acquisition milestones along with awareness of profi- 
ciency levels and cultural differences. General patterns of language acquisi- 
tion are probably similar across languages and cultures (Brown, 1973; Seymour 
& Miller-Jones, 1981; Seymour & Seymour, 1977; Slobin, 1985). However, 
differences may exist in the emergence of specific linguistic features that are 
unique to a particular group. 

For example, first words emerge at about 10 to I2 months of age, and this 
is true cross-culturally. However, the specific words that are expected may be 
different for children in different cultures depending on the objects, events, 
and relations that they experience with frequency and perceive to be impor- 
tant. This occurs because children learn words that are related to topics adults 
feel children should know. 

Cukural Literacy. As communication specialists, it is important for each 
not only to identify the characteristics of our own native cultures and com- 
munication patterns, but to make the effort to become functionally literate 
with regard to cultures other than the ones with which we personally iden- 
tify To become culturally literate, one must come to understand that culture 
involves much more than characteristics of language and dialect. Culturally 
literate professionals understand that one’s culture permeates every dimen- 
sion of communication. We must appreciate that each individual who seeks 
to benefit from our services views the world in a way that can only be com- 
pletely understood through the eyes of the culture with which that person 
identifies (Battle, 1993). 

Competency and Familiarity with Minority Language. In addition, ad- 
equate familiarity with the minority language is required if one is to compe- 
tently provide speech-language services to minority-language people. The 
number of bilingual speech-language pathologists who are available to serve 
the growing number of individuals with a primary language other than Eng- 
lish is quite small and constitutes only about 1 percent of the certified mem- 
bers of ASHA (ASHA, 1985). However, a much greater proportion of the 
population served by ASHA-certified professionals prefers to use a language 
other than Standard American English. 

Individuals who wish to consider themselves bilingual for the purpose of 
providing services to minority-language clients should compare their skill to 
ASHAs definition (Cole et al., 1988) before attempting to become involved 
in the process of providing clinical services to bilingual people and to those 
with limited English proficiency. (ASHA’s definition for bilingual speech- 
language pathologists and audiologists is in Appendix 6-l.) 

ASHAs Committee on the Status of Racial Minorities (ASHA, 1985) has 
recommended competencies for assessment and remediation of communi- 
cation disorders of minority-language speakers. They are as follows: 
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Serving BiZingual English-Frofkient Clients. Clients in this group are bilin- 
gual. They have nativelike control of English and may or may not have com- 
parable control of the minority language. Speech-language pathologists who 
provide services to bilingual English-proficient clients must be able to dis- 
tinguish between dialectal differences and communication disorders and they 
must understand the minority language as a rule-governed system. Knowl- 
edge of the phonological, grammatical, semantic, and pragmatic features of 
the minority language is essential. Further, it is necessary to have knowledge 
of nondiscriminatory intervention procedures (“Social Dialects,” 1983). (Sug- 
gestions are introduced later in this chapter.) For bilingual English-proficient 
clients, it is not essential that the speech-language pathologist be proficient 
in the minority language. 

Serving Limited English-Projbient (LEP) Clients. These are clients who are 
proficient in their native language which is not English and have limited com- 
mand of English. For this group, assessment is conducted in the native lan- 
guage. In order to be competent to assess limited English-proficient clients, 
clinicians must have native or near-native fluency in both the minority lan- 
guage and in English. Qualified clinicians are able to describe the process of 
speech and language acquisition for bilingual and monolingual individuals and 
how those processes are manifested in the oral and written modes. Further, 
clinicians are able to administer and interpret both standardized and infor- 
mal assessment procedures and are able to distinguish between communica- 
tion Werences and disorders. Clinicians are also able to utilize intervention 
techniques to treat minority-language individuals with communication disor- 
ders and recognize cultural factors that may affect the speech-language ser- 
vices that are provided to minority-language individuals. 

Some parts of the United States have high concentrations of a variety of di- 
verse cultural groups, and therefore, a wide assortment of languages are rep- 
resented. It is not possible for clinicians to be fluent in every language. 
Therefore, some suggestions for clinicians are offered in the next section of 
this chapter (“Alternatives for Professionals Who Are Not Bilingual or Not 
Adequately Prepared for Minority-Language Children”). 

Serving Clients Wb Are Limited in Both the Minority Language and Eng- 
lish. These individuals possess limited communicative competence in both 
the minority language and English. For clients in this category, communica- 
tion should be assessed (objectively and subjectively) in both languages to 
determine language dominance. (Procedures are explained in the section on 
assessment that appears later in this chapter.) The results of the bilingual as- 
sessment then determine the languages to be used in intervention. 

All of the competencies required for assessing limited English proficient 
clients are also recommended for assessing individuals in this group. (See the 
previous section.) If intervention is to be provided in the minority language, 
one adheres to the competencies recommended for providing intervention 
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to limited English-proficient students. If intervention is to be provided 
lish, proficiency in the minority language may not be necessary 

in Eng- 

Alternatives for Profession& Who Are Not Bilingual or 
Not Adequately Prepared for Minority-Language Children 

Regardless of your cultural orientation or background, if you continue to pur- 
sue a career in the profession of speech-language pathology, it is inevitable 
that you will have occasion to provide clinical services to a variety of individ- 
uals who are members of cultures other than the one with which you iden- 
tify In some cases, you may reside in an area with a large concentration of 
people who are members of cultures other than your own. In that case, if at 
all possible, it is your responsibility to become familiar with the cultures and 
linguistic features that characterize the people of that region since you are 
likely to be called on fairly often to serve members of that group. 

On the other hand, individuals from a variety of unanticipated cultural 
groups may seek your services and you may have no way of predicting in ad- 
vance the specific cultural groups so that you may study the characteristics. 
Further, in some regions so many cultural groups are represented that it would 
be impossible to become completely familiar with each. Regardless of whether 
you serve a large or small number of individuals of any particular cultural 
group, each individual deserves to be served competently and each person de- 
serves to be treated with respect. The following general guidelines and col- 
laboration strategies may be used to facilitate the process, but they are not 
meant to substitute for educating one’s self about a number of discrete cul- 
tural groups whenever possible. 

General Guidelines. 
1. In communicating with individuals from cultural groups other than your 

own, you should learn the name of that culture as assigned by its members- 
and use it (Battle, 1993). Outdated and/or ethnocentric terms are not appro- 
priate as they have been discarded by the group for a reason. Therefore they 
are likely to offend. 

2. Avoid the use of generic terminology as substitutes for more descriptive 
racial or ethnic terms (Battle, 1993). For example, it is easier to use a generic 
term, such as “cultural minority,” than it is to learn the name of a cultural group 
as assigned by its members, but a negative attitude is clearly communicated 
by such practice. 

Further, the generic term that you choose may not be particularly accu- 
rate. For example, referring to a child as “multicultural” may not be particu- 
larly accurate if the child is predominantly familiar with only one culture. 

3. Be aware of words, images, and situations that suggest that all or most 
members of a racial or ethnic group are the same without taking into account 
variations within the group (Battle, 1993). Make no assumptions about the 
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individual persons beliefs, behavioral patterns, and personal status based solely 
on your knowledge of race, language, or apparent cultural afHiation. Physi- 
cal appearances and first impressions may be misleading. Further, each cul- 
tural group is diverse within itself. Therefore, specific personal characteristics, 
if they are significant to language assessment or intervention, are best deter- 
mined on an individual basis. 

4. Be aware that some terms have negative racial, ethnic, or socioeconomic 
connotations. A number of terms imply that European-Americans are the stan- 
dard by which all other groups should be evaluated (Battle, 1993). Some ex- 
amples include “culturally disadvantaged” and “minority” Other evaluative 
terms include reference to “good” and “bad” language or imply that the char- 
acteristics of a dialect or language difference are “errors” or “error patterns.” 

Some individuals may need to learn to overhaul thinking patterns and care- 
fully monitor communication registers so that negative, racist, and ethno- 
centric thinking patterns can be changed and so that clients can be effectively 
served. If you are a person who is apt to say that someone is a member of a 
particular culture but has some other positive quality, if you are likely to poke 
fun at a distinctive group when you are in the company of those who do not 
identify with that group, or if you occasionally preface comments with “I’m 
not prejudiced, but,” then you probably are at risk to make ethnocentric com- 
ments that offend people. Such thinking patterns are difficult but not impos- 
sible to overcome. 

5. Avoid using expressions that reinforce racial and ethnic stereotypes. These 
include expressions that employ color-symbolic language (e.g., “black humor,” 
“yellow”) and slanglike reference to racial or ethnic groups (e.g., Indian giver) 
(Battle, 1993). 

6. Be aware of the nonverbal sources of miscommunication between peo- 
ple from Werent cultural groups. These may include acceptability of touch- 
ing, appropriate speaker-listener distance, suitable topics for conversation, 
and styles of greeting (Battle, 1993). 

7. Be aware of verbal sources of miscommunication between people from 
different cultural groups. Suitable word selections, topic management styles, 
and extent of small talk are some examples of verbal behaviors that can result 
in misunderstanding when people communicate cross culturally (Battle, 1993). 

Collaboration Strategies. It is recognized that not all speech-language 
pathologists possess the recommended competencies to serve minority- 
language children. Therefore, some alternative strategies are suggested so that 
those with limited skill are able to make the most of the available resources, 
enabling them to enhance their service to minority-language clients. Speech- 
language pathologists who are not bilingual are encouraged to take each of 
the following steps whenever appropriate (ASHA, 1985). 

1. Establish contacts with ASHA-certified individuals who are bilingual&- 
cultural. In some settings, the bilingual contacts may be hired as consultants 
in order to accommodate the needs of minority-language children. 
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2. Establish a clinical cooperative. By doing so, a district or group of agen- 
cies may employ an itinerant speech-language pathologist whose primary role 
is to serve the needs of minority-language children. 

3. Establish networks with professionals who work in a variety of settings. 
By so doing, the available means are multiplied through interagency sharing 
of equipment and human resources. Networks are also valuable for the pur- 
pose of recruiting individuals who are competent to serve minority-language 
populations. 

4. Establish the agency as a clinical-fellowship site or graduate-practicum 
site for individuals from programs with adequate training in minority-language 
service delivery. Graduate students and recent graduates from such programs 
are a valuable resource when assessing and treating individuals with minority- 
language dominance. 

5. Establish interdisciplinary teams. If bilingual speech-language pathol- 
ogists who are knowledgeable about serving minority-language populations 
are not available for collaboration, then explore the possibility that such in- 
dividuals may be available in other professions, such as psychology and spe- 
cial education. If such individuals are available and willing to participate, an 
interdisciplinary team may be established in order to guide decisions made 
with regard to minority-language children. 

6. Use interpreters and translators. The use of interpreters and translators 
is appropriate under three circumstances: (a) when the speech-language 
pathologist does not meet the recommended competencies for serving 
minority-language children, (b) when an individual who needs services speaks 
a language that is uncommon to the geographic region, and (c) when there 
are no trained professionals with proficiency in the minority language who 
are available to provide services. 

Considering Levels of Language Proficiency 
in Second-Language Learners 

The issue of language proficiency is central to the process of identifying and 
treating minority-language children. It seems that when people learn a sec- 
ond language, competency is achieved at basic levels of communication ear- 
lier and perhaps more completely than at more advanced levels. Recognizing 
these levels is at the core of language assessment and intervention since mis- 
understandings surrounding these levels often lead to misdiagnosis and inef- 
fective intervention practices. 

In the mid-1970s, the distinction between levels of language proficiency 
was formally identified (Skutnabb-Kangas & Toukomaa, 1976). Apparently, 
Finnish immigrant children who were either born in Sweden or who immi- 
grated at a relatively young age (e.g., preschool) appeared to converse ap- 
propriately and comfortably in everyday, face-to-face situations regardless of 
whether using Swedish or Finnish. For the same group literacy skills were 
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considerably below age expectations in both languages. As a result of study- 
ing this observation, a distinction is recognized between four levels of lan- 
guage proficiency (Cummins, 1984). These levels are best understood by 
examining the quadrants that appear in Figure 6-2. An expanded explana- 
tion of the figure follows. 

Language Competency as It Relates to Language Context, The hor- 
izontal continuum (Figure 6-2) relates to the range of contextual support for 
expressing and comprehending the meaning of language. The extremes of this 
continuum are described in terms ofcontext-embedded versus context-reduced 
communication (Cummins, 1982). 

Familiar language, 
requiring minimal 
cognitive effort 

A 
Language is 
familiar and 

context-embedded. 

Context-embedded 
language 

8 
Language is 

unfamiliar and 
context-embedded. 

Unfamilia 

C 
Language is 
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context-reduced 
language 

D 
Language is 

unfhmiliar and 
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efbt 
Figure 6-2. , Four levels of language proficiency: The four quadrants are 
used to describe four levels of language proficiency (adapted from 
Cummins, [1984]). 
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In context-embedded communication (left side of the horizontal contin- 
uum), language is supported by a wide range of meaningiirl cues (Cumrnins, 
1982). For example, when baking cookies and talking about the ongoing ac- 
tivity, the words correspond to the events as they occur. That is, events (e.g., 
stirring, mixing, pouring), objects (e.g., flour, sugar, salt, dough, spoon), and 
relations (e.g., in, around) are pointed out at about the time that they appear. 
Since the contextual cues are available to facilitate comprehension and pro- 
duction, context is said to support language. Therefore language, under these 
circumstances, is considered to be context-embedded. Sample activities pre- 
sented in Chapter 4 (Figures 4-2 and 4-3) are examples of activities that 
lend themselves to context-embedded communication. 

On the other hand, for context-reduced communication (right side of hor- 
izontal continuum), contextual cues are absent and the child is forced to rely 
on linguistic cues alone (Cummins, 1982). For example, explaining how to 
make cookies in the absence of supporting materials or demonstration is a task 
in which the context is seriously reduced. In this case, interpretation and for- 
mulation of messages depends heavily on knowledge of the language itself. 

The amount of context that is available to facilitate language comprehen- 
sion and production ranges from situations in which nearly all language is sup- 
ported by context (e.g., demonstration) to situations in which negligible 
language is supported by context (e.g., lecture). This range is represented by 
the horizontal continuum of Figure 6-2. 

Language Competency as It Relates to Familiadty with the Language. 
The vertical continuum (Figure 6-2) relates to degree of mastery for the type 
of language that is used in the situation. The upper end of the vertical con- 
tinuum consists of communicative tasks and activities in which language is 
largely familiar, and therefore little cognitive energy is required for success- 
ful participation (Cummins, 1982). An example of familiar language is mem- 
orized rituals such as conventional greetings and closings (e.g., “Hello.” “How 
are you?” “Fine, thank you, and you?“) and small talk. 

At the lower end of the continuum are tasks and activities in which the com- 
municative tools are not yet familiar, thus major cognitive effort is required 
(Cummins, 1982). An example of language that is not familiar is language 
whose content is not known, such as an explanation concerning a new con- 
cept. Memorized rituals do not meet the requirements of this type of con- 
versational schema. 

Four Levels of Language Competency. The two continua intersect, 
forming a set of four quadrants (Figure 6-2). These quadrants are used to 
define four levels of language proficiency that are situation dependent (Cum- 
mins, 1982). They are described as follows. 

Basic Interpersonal Communication Skills (BICS). The upper left quad- 
rant (A) of Figure 6-2 describes a situation in which the context provides ample 
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cues (context-embedded) and the language that is required is familiar. The 
type of communication required by this situation is called basic interpersonal 
communication skills (BICS). Competency at the BICS level is superficial. 

An example of a BICS situation might be a conversation about an impending 
storm while standing outside looking at the sky. Perhaps one might point to 
the thunderclouds and say that it is going to rain so it is not a good day for a 
picnic (Fradd, 1987). The language is context-embedded because all the ob- 
jects, events, and relations are clearly visible while being represented lin- 
guistically. The language is not cognitively demanding because words, 
morphological markers, and syntactic relations are all familiar. 

Many second-language learners achieve competence at the BICS level after 
approximately two years of exposure (Cummins, 1982), and this is long be- 
fore competence at the three higher levels can be expected. This was the case 
with the Finnish immigrants described previously. 

Unfamiliar Language in Context-Embedded Situation. The lower left quad- 
rant (B) of Figure 6-2 describes a situation where, although adequate con- 
textual cues are available, the language that is required is not familiar 
(Cummins, 1982). The demand in this situation is to use contextual cues to 
decipher and produce unfamiliar linguistic concepts. 

Tasks in this quadrant require some familiarity with symbols in order to re- 
spond correctly Interaction with another person is not necessary to complete 
the task and students may be expected to function alone. Activities in Quad- 
rant B are more interpersonal than in Quadrant A, and they usually involve 
some type of reading and writing in addition to conversation. 

Tasks in Quadrant B are those with which the child has had a great deal of 
prior experience. For example, a child is learning to play a board game spe- 
cific to a familiar sport and the game requires the child to combine or asso- 
ciate known vocabulary that is related to a well-known sport and apply it to 
the board game (Fradd, 1987). 

Interactive Language Development Teaching (ILDT) (Lee, Koenigs- 
knecht, & Mulhern, 1973), an intervention technique described in Chapter 
4, is another example of a Quadrant B language activity. Recall that for ILDT, 
a familiar theme is used to facilitate the teaching of unfamiliar linguistic 
concepts. 

Familiar Language in Context-Reduced Situation. The upper right quad- 
rant (C) of Figure 6-2 describes a situation in which, although the required 
language is familiar, the language used in the situation is not supported by con- 
textual cues (context-reduced) (Cummins, 1982). This situation places de- 
mands that are not required in the conditions of Quadrants A and B. That is, 
language must be comprehended and produced in the absence of adequate 
contextual evidence. 

The language in Quadrant C is still interpersonal but task demands are 
cognitively demanding. Other people are usually involved in providing con- 
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textual support. An example situation might be using props to solve mathe- 
matical word problems while studying with a friend (Fradd, 1987). 

Cognitive Academic Language Projkieny (CALPS). The lower right quad- 
rant (D) of Figure 6-2 is the most difficult in that contextual cues are not avail- 
able and the required language is not yet mastered. Since this circumstance 
describes the language requirements of many academic classrooms, the com- 
munication required is described in terms of cognitive academic language pro- 
ficiency skills (CALPS), which requires approximately 5 to 7 years to achieve 
(Cummins, 1982). 

CALPS tasks are usually performed alone. As tasks become more context- 
reduced, they also become more individualized and less interpersonal or in- 
teractive. An example is listening to a lecture and then completing a writing 
exercise based on the lecture. Another example is solving word problems in- 
dividually (Fradd, 1987). 

Comprehensive Language Assessment: 
Suggested Procedures for Minority-Language Children 

For minority-language children, a comprehensive language assessment ide- 
ally begins with preassessment and then a determination of language domi- 
nance, two procedures that are not typically done with those not having 
minority status. Further, the ideal assessment protocol for minority-language 
children requires that the clinician be abreast of a number of alternatives to 
the available standardized tools. The discussion that follows addresses each 
of these issues. 

Pre-Assessment. The assessment of any student with limited English Pro- 
ficiency (LEP) or culturally linguistically diverse (CLD) background is pre- 
ceded by collecting information related to the reason for the referral. The 
process is called preassessment or prerejbd, and through it the communi- 
cation disorder is carefully considered in terms of whether referral for as- 
sessment is an appropriate step and in terms of whether the child’s needs can 
be aptly met without intervention (Barona & Santos de Barona, 1987). The 
following five criteria are considered in the pre-assessment process. 

Experiential Background of Teacher and Child. When considering whether 
to refer a child for testing, it is important to determine whether the experi- 
ential background of the teacher or student contributes to the perceived prob- 
lem. For example, an educator who does not have training or experience with 
diverse cultural backgrounds should consider whether the child’s learning 
problems are teacher induced. Further, the child’s academic background (e.g., 
school attendance, change in school), family background (e.g., mobility, life- 
style), and medical background (e.g., sensory problems, history of illnesses) 



CHAPTER &-INTRODUCTION TO MULTICULTURAL ISSUES 315 

should be scrutinized to identify any historical variables that may contribute 
to the communication difficulties. 

Culture of Tea&wand Child. The cultural backgrounds of both the teacher 
and the student must be considered. If the teacher is not familiar with the 
child’s culture or if the child’s culture is different from that of the school, then 
it is possible that cultural variables contribute to the apparent communica- 
tion problems. 

Lmguage Proficiency of Teacher and Chtld. In making a referral based on 
academic performance, one considers whether the teacher and the child share 
a common language. Further, the child’s proficiency in the minority language 
and English are taken into account. 

Teaching St@ of Teacher-and Learning Style OfChild. Consideration is given 
to whether the teaching style of the teacher matches the learning style of the 
student. Learning styles are often influenced by cultural orientation, so teach- 
ers may need to adapt their style to match the learning needs of minority- 
language children. 

Perceptions and Expect- of Teacher and Child. How teachers and stu- 
dents view one another can also influence academic performance. Teachers 
who carry negative attitudes toward cultural diversity may impede academic 
success. Further, due to their background, some students view school as un- 
necessary or irrelevant. 

When to Rejkr for Ass- t. The assessment proceeds only after all pos- 
sible explanations for the difficulties have been explored and after all ques- 
tions concerning the adequacy of such efforts have been satisfied. While the 
assessment process itselfinvolves many areas that require sensitivity and skill, 
it is equally important that the steps leading up to the referral reflect an aware- 
ness of the role that language and cultural diversity may play in the commu- 
nication problems experienced. In particular, an assessment is conducted only 
after evidence has been gathered proving that the learning environment is not 
deficient. This evidence includes confirmation that the educational programs 
in use are appropriate for the ethnic, linguistic, and socioeconomic groups 
being served and that these programs have been implemented effectively. 

Classifhation of Disorder for Follow-Up. As a result of assessment, 
the child’s learning problem is described according to one of three cate- 
gories that describe the child’s problem in terms of how it is to be addressed 
(Adelman, 1971). The three categories are Learning Problem Type I, Type II, 
and Type III. 
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Type 1. A Type I Learning Problem is identified if the assessment reveals 
that the child’s problems result primarily from deficiencies in the learning 
environment. This is not considered to be a disorder, and the problem is ad- 
dressed by modifying the learning environment so that it accommodates the 
learning needs of the child. Language intervention is not recommended and, 
in fact, the process ends with preassessment procedures as described previ- 
ously (Adelman, 1971). An example of a Type I classification is a minority- 
language child who is referred for speech-language assessment but is found 
to have language that is within normal limits when taking cultural and envi- 
ronmental factors into consideration. 

Type II. A Trpe II Learning Problem is considered to be a minor disorder. 
For this classification, the problem is found to result from a combination of 
deficiencies, some of which can be attributed to the child and some to the 
environment. Type II problems are often addressed adequately by making 
modifications in the learning environment. Although language intervention 
is not necessarily recommended, the speech-language pathologist may work 
cooperatively with the academic teacher in order to recommend appropriate 
modifications to the academic environment (Adelman, 1971). An example of 
Type II classification is a minority-language child who experiences academic 
difficulties related to second-language learning, requiring that adaptations 
be made to the classroom in order to accommodate the child’s academic and 
language-learning needs. 

Type III. Trpe III Learning Problems are identified when the problem is 
found to result primarily from deficits in the child’s performance and poten- 
tial for language acquisition. Type III problems are clearly considered to be 
disorders and special placement is required in order to address the needs of 
the child. Speech-language intervention is recommended if language-learning 
needs are identified (Adelman, 1971). An example of a Trpe III classification 
is a child who language performance is found to be compromised due to cog- 
nitive, sensory, motor skill, or social deficits, even when taking cultural and 
environmental factors into consideration. All of the etiological factors de- 
scribed in Chapter 2 have potential for causing such a deficit. 

Determining Language Dominance of Child. As suggested in the sec- 
tion on language differences and disorders, the standard that is used to de- 
termine whether a child’s speaking pattern is due to a difference or a disorder 
is the language pattern of the child’s own community. Determining the exact 
nature of the community language may be somewhat complicated, as people 
who ident+ with ethnic and racial minorities often experience exposure to 
the minority language with a range of dialect densities, various codes, Stan- 
dard American English and variations of it, and code switching (Seymour & 
Miller- Jones, 1981). Furthermore, some language patterns carry a social stigma 
or penalty (Irwin, 197’7), a circumstance that leads to perceived obligation to 
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cor&orm to Standard American English regardless of which linguistic style is 
preferred (Shuy, 1971). 

Therefore, once the child has been referred, the first step in a compre- 
hensive individualized assessment is to determine language status or language 
competency for both the language of the home and the language of the class- 
room (Kayser, 1989; Wilkinson & Ortiz, 1986). This measure is important for 
children who may have been exposed to two or more spoken languages or di- 
alects, and it is also important for deaf individuals who use spoken and signed 
languages with varying degrees of proficiency. 

The purpose of the language competency assessment is to identify the 
child’s stronger language (language dominance) and to identify level of com- 
petency for each language. (Competency levels are discussed in a previous 
section of this chapter.) This information about language dominance is used 
to determine the languages to be used in the assessment and the testing in- 
struments to be administered. Information about language dominance is also 
considered in interpreting test results and in developing recommendations 
for intervention if appropriate. By carefully identifying the child’s stronger 
language prior to beginning the assessment, we decrease potential for mis- 
identification, assuming that assessment is conducted in the appropriate lan- 
guages by a competent individual who is properly prepared for the task 
(Wilkinson & Ortiz, 1986). 

All of the procedures described in the following paragraphs are meant to 
be used in a systematic and quantifiable fashion. Further, none are intended 
to be used alone. Instead, they are applied in combination in order to com- 
prehensively determine the child’s language preference, dominance, and com- 
petence in a variety of domains and with a variety of communication partners 
( Kayser, 1989). 

Stu&r&& Instruments. Existing standardized procedures alone are not 
recommended for determining language dominance (Wilkinson & Ortiz, 
1986), as they tend to reduce the examination of the complex phenomena of 
bilingualism, linguistic preference, and language dominance to a simple sur- 
vey of lexical and phonological properties of each language. Instead it is rec- 
ommended that information about the child’s language preferences be 
obtained from language sampling under a variety of circumstances, from ob- 
serving the child’s use of language in group situations and in the classroom, 
and from questionnaires about the child’s language use practices and prefer- 
ences (Kayser, 1989). 

hnguage Sampling. General procedures for conducting and analyzing a 
language sample are presented in Chapter 3. However, in the case of chil- 
dren who identify with a minority culture, it is recommended that the sam- 
ple be elicited in a minimum of three contexts (e.g., home, school, and clinic) 
and with a minimum of three different conversational partners (e.g., siblings, 
peers, and clinician) (Kayser, 1986). 
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Culturally salient materials are selected to elicit the sample and measures 
are taken to ensure that the child is comfortable enough to produce language 
that is representative (Seymour & Miller- Jones, 1981). Further, the child’s lan- 
guage is compared to the language of other children from the same cultural 
and ethnic community (Kayser, 1989). 

For example, culturally salient materials are materials that are likely to be 
found in the child’s cultural sphere, that represent the culture’s people with 
reasonable accuracy, and that can be applied to familiar traditions and folk- 
ways. The child should have access to choose from a variety of toys, books, and 
materials with which the child can readily identify Therefore, a selection of 
picture books showing people from a variety of races and cultures are made 
available, the dolls and action figures include people with a range of appear- 
ances, and objects for discussion include those things that are likely to be found 
in the child’s home and community environments. Further, the child should 
not be quizzed with regard to any items that are not chosen or items with which 
the child is not likely to be reasonably familiar. 

Language preference is tentatively identified by systematically observing 
the code selected by the child under a variety of circumstances and by sys- 
tematically observing the child’s responses to both linguistic patterns as they 
are presented by several communication partners. 

Observing and Charting Language Behavior in Chsroom. Two methods 
for observing and charting behavior are recommended when attempting to 
identify the linguistic behaviors used by children in group interaction. As 
with language sampling, it is important to pay particular attention to the lan- 
guage of choice and the responses to each linguistic pattern as it is presented. 
The two methods for accomplishing these are the scan technique and the focal 
technique, which are described as follows (Kayser, 1989). 

When using the scan technique, an observer attends to the behaviors of a 
particular child for a specified period of time that is relatively brief (e.g., 10 
minutes), records exactly what the child does and says, with whom the child 
interacts, and any other notable data regarding that particular child. Then 
the observer moves on to pay attention to the behavior of a different child in 
the group, repeating the procedure until all children of interest are observed 
and adequate data is collected on each (Kayser, 1989). 

When using the focal technique, the observer concentrates on watching 
the behaviors of one child in the group over an extended period of time (e.g., 
1 hour). The focal technique may be applied over a period of several days in 
order to gain accurate and complete information about the child’s linguistic 
patterns in the classroom (Kayser, 1989). 

Questionnaires. Questionnaires are applied in order to gain information from 
a number of individuals who interact with the child on a regular basis. Par- 
ents and teachers are some examples of people who may be asked to complete 
a questionnaire or participate in a questionnaire interview. The goal of the 
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questionnaire procedure is to obtain an accurate description of language pro- 
ficiency and language preference for several domains from the perspectives 
of a number of people who are well acquainted with the child (Kayser, 1989). 

The Assessment Battery. 

T&ng in Both Languuges. Federal and state policies mandate that the eval- 
uation be conducted in the child’s primary language unless it is not feasible 
to do so (PL 94-142). Whenever assessing children who are possibly bilingual 
or bidialectal, it is always appropriate to test in both languages (Kayser, 1989; 
Seymour & Miller-Jones, 1981). That is because language disorders affect 
common underlying language processes (Cummins, 1982,1984); it is not pos- 
sible for a bilingual child to have a disorder in one language and not the other. 
Therefore, if a child is to be considered for intervention, assessment criteria 
must include evidence th-at the disorder exists in the native language system 
as well as in standard English (Juarez, 1983). A minority-language child is 
judged as having a language disorder only if (1) the language behaviors are 
not characteristic of people from the same cultural group who speak the same 
language or dialect and who have had similar opportunities to hear and use 
the language, and (2) this is found to be the case for the minority language as 
well as for English (Mattes & Omark, 1984). 

Evaluator with Nativelike Fluency in Both Languages. Valid non-discrim- 
inatory assessment is carried out by an evaluator who has nativelike fluency 
in both languages and is familiar with regional variations of the minority 
language (Ortiz et al., 1985). In addition, the evaluator has all of the qual- 
ifications that are described in an earlier section of this chapter and in 
Appendix 6-l. 

Natural Communication as Opposed to Standardized Tests. Standardized 
English tests are not recommended when assessing the communication be- 
haviors of children who identify with minority cultures (Seymour & Miller- 
Jones, 1981; Taylor & Payne, 1983). This is because test construction, test 
administration, content, tasks, numbers of minority students used in deter- 
mining normative data, and inevitable potential for misinterpretation of re- 
sults are bound to lead to conclusions that do not reflect what the individual 
child knows about the language (Amber-t & Dew, 1982; Kayser, 1989). In- 
stead, assessment of minority-language students is geared toward natural com- 
munication, utilizing measures that address all levels of language mastery 
(Wilkinson & Ortiz, 1986). 

A few standardized tests are available for testing children of minority cul- 
ture. The standardized approach to testing is a western European social- 
communicative event (Heath, 1984) and therefore may be unfamiliar to 
many children who identify with cultures other than those derived from or 
strongly influenced by western Europe. Further, the test items of most stan- 
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dardized tests do not represent the linguistic experiences of many children 
(Kayser, 1989). For these reasons standardized tests, as they exist, are not 
recommended for assessment and diagnostic purposes (Seymour & Miller- 
Jones, 1981). Therefore a number of alternatives are recommended in order 
to improve the language-assessment practices that are used when testing mi- 
nority children. Alternatives to standardized instruments are suggested 
(Kayser, 1989). 

Alternatives to Standardized Testing. One alternative to standardized test- 
ing is to systemutically modify a standardized procedure. A test procedure 
may be modified in order to help elicit the information necessary to accurately 
determine communication skill within the familiar cultural/ethnic commu- 
nity, while utilizing an existing standardized instrument (Kayser, 1989). When- 
ever any modification is applied to a standardized procedure, it may influence 
test validity and reliability, so all modifications must be recorded on the test 
form and in the assessment report. 

Since the validity and reliability of the results may be affected by the mod- 
ifications and since normative data of most standardized tests does not apply 
to many members of minority cultures, the scoring and interpreting of test 
results are done with a great deal of caution and with more regard paid to 
language-acquisition milestones than to the client’s standing in relation to pub- 
lished norms. The following modification procedures are sometimes applied 
to standardized tests in order to gain more accurate assessment information 
(Erickson & Iglesias, 1986; Kayser, 1989; Weddington, 1987). 

1. Reword the test instructions. 
2. Provide additional time for the child to respond. 
3. Continue testing beyond the recommended ceiling. 
4. Record all responses, particularly when the child changes or explains 

an answer, makes additional comments, or performs a demonstration. 
5. Compare the child’s answers to the &l&s dialect or to features known 

to characterize first- or second-language learning. Restore articula- 
tion samples and expressive language samples, giving credit for lan- 
guage variations or language differences. 

6. Develop several additional practice items for each subtest so that the 
process of “taking the test” is clearly established prior to formally be- 
ginning the actual test procedure. 

7. On picture recognition tests, request that the child name the pic- 
ture in addition to pointing. By doing this, you may ascertain 
whether the standardized response is appropriate to the child’s cul- 
tural community. 

8. When a child’s response appears to be incorrect according to the test 
manual, request that the child explain why the seemingly incorrect 
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answer was selected. It may be that the child’s response is completely 
logical when cultural experiences and expectations are considered. 
If a child has had limited experience with books, line drawings, or stan- 
dardized testing procedures, and if picture identification is required 
by the test, you may request that the child identify the actual object, 
body part, action, or photograph if needed. By doing this, you may 
learn whether a particular response is related to level of experience 
with the testing process as opposed to language competence. 
Complete the testing in several sessions if necessary 
Omit items that you expect the child to miss because of age, language, 
or culture. 
Change the pronunciation of vocabulary words if a particular pro- 
nunciation is common to the child5 cultural experiences. 
Use different pi&es if the ones provided by the test are potentially 
subject to cultural bias. 
Accept culturally appropriate responses as correct, even if they are 
not listed as correct in the test manual. 
Have a parent or other trusted adult administer the test items ifit en- 
courages responding or if it provides a way to administer the test in 
the CM&S familiar dialect. 
If necessary, repeat the test stimuli more times than specified in the 
test manual. 

Adapting a test is a second alternative, which is different from modifying a 
test in that when a test is adapted (or revised), the task, and perhaps the con- 
tent of the instrument, undergo substantial changes. Tests are adapted for 
the purpose of including stimuli that are culturally meaningful to the client 
in order to comply with the assessment objective of obtaining true informa- 
tion about the child’s language, so that it can be described accurately (Gavillan- 
Torres, 1984; Weddington, 1987). 

However, when a standardized instrument is adapted, a new instrument 
evolves. Although the revised test may be more likely to provide nonbiased 
and accurate assessment results, it is neither norm-referenced nor standard- 
ized; hence, it does not profess to have the same validity and reliability as 
does the standardized instrument. Therefore, the standardized normative data 
that are included in the original test manual are not applicable for use with 
the adapted instrument. Instead, part of the process of adapting the test may 
include the development of normative data that apply to the local culture 
(Erickson & Iglesias, 1986). 

Test adaptation is a complicated process that involves a cooperative effort 
among a number of professionals. The endeavor involves making culturally 
relevant changes in both the content of the test and the tasks that the test re- 
quires the child to perform (Kayser, 1989). 
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In order to accomplish this, the test and its contents are viewed by a num- 
ber of bilingual or bidialectal specialists. These include at least two bilingual 
or bidialectal academic teachers from different levels of academic teaching 
(e.g., primary and secondary), at least one speech-language pathologist, a 
psychologist, a special education teacher, and a bilingual or bidialectal mem- 
ber of the community (Kayser, 1989). Suggestions are available for making 
effective adaptations to existing standardized instruments (Kayser, 1989). 

Lapzguage samphg is a third alternative. General procedures for language 
sampling are described in Chapter 3. Further, more specific guidelines and 
comments on using a language sample for the purpose of partially determin- 
ing a child’s language proficiency are included in a previous section of this 
chapter. 

In addition, language sampling is an important part of the assessment bat- 
tery for children who identifjr with minority cultures. Because of its flexibil- 
ity, language-sampling procedures can be used to eliminate many of the 
cultural-bias problems associated with standardized test administration and 
therefore yield a wealth of information about the child’s actual communica- 
tive competence (Seymour & Miller- Jones, 1981). 

A fourth alternative is the use of criterion-referenced procedures. Criterion- 
referenced testing follows the analysis of a representative language sample 
and it is different from both language sampling and standardized testing. 
Criterion-referenced testing is different from language sampling in that the 
latter is quite flexible, while the former is structured and seeks to probe per- 
formance in very specific areas that are explicitly described with regard to per- 
formance criteria in advance of the testing (Gorth & Hambleton, 1972). 

Criterion-referenced testing is different from standardized testing in that 
psychometric norms are not used. Instead the clinician who applies criterion- 
referenced procedures uses knowledge about the sequential order of language 
acquisition and cognitive development as a reference when evaluating the 
child’s performance on the criterion-referenced tasks. The purpose of 
criterion-referenced testing is to follow up on the results of the language sam- 
ple and thus pursue in greater detail the areas of concern identified by sam- 
pling (Seymour & Miller- Jones, 1981). 

An example of criterion-referenced testing is the systematic evaluation of 
a child’s achievement of an identified developmental or language milestone. 
For instance, if a child is 20 months of age yet lacks vocabulary and does not 
yet join words to form short sentences, one might systematically investigate 
whether the cognitive concept of object permanence has been acquired. 
Knowing that object permanence usually becomes complete between 10 and 
18 months of age, it is expected that the average 20-month-old child grasps 
the concept. To systematically test this concept, one might provide situations 
that involve the disappearance of a desired object or event, carefully observ- 
ing the child to determine (1) whether the child looks for or requests the ab- 
sent object or event and (2) the frequency and duration of the child’s attempts 
to retrieve the object or event. 
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Documentation of Linguistic Di.ffmences and Socioeconomic Status. Fur- 
ther, as part of the assessment, a number of questions are asked in order to 
understand the cultural and environmental factors that may influence the 
child’s language development. The extent to which both languages are used 
within the family and external to the family, and family attitudes toward both 
languages and cultures are important to identify In addition, the literacy ac- 
tivities of the family and community are useful to recognize in order to gain 
a complete understanding of the linguistic opportunities that are accessible 
to the child (Kayser, 1989). 

Language Intervention: General Suggestions for Minority ChiIdren 

If intervention with minority-language children is to be effective, it must be 
culturally valid. That is, it must be offered in the context of the values, at- 
titudes, and wishes of the familiar culture. This includes giving consideration 
to attitudes toward communicative disorders and what to do about them, as 
well as incorporating the cultural and linguistic experiences that are indige- 
nous to the child’s world (Westby & Rouse, 1985). Further, in a general sense, 
effective intervention strategies take into account factors that include the 
child’s facility with language at all levels (see BICS and CALPS earlier in this 
chapter), individual academic skill, reception- and response-modality prefer- 
ence, and preferred cognitive style. A few key intervention considerations 
are outlined as follows. 

Native-Language Instruction. Competent client participation requires 
that the client grasp exactly what the task requires and accurately compre- 
hend feedback regarding performance and instructions on how to achieve suc- 
cess. When the primary mode of instruction is Standard English, 
minority-language clients are at a decided disadvantage. In a sense, they are 
denied access to instruction unless some provision is made to assure that they 
understand what is required (Tiinoff, 1987). 

For that reason, we are advised not to restrict use of first or dominant lan- 
guage by second-language learners (California, 1984). Concepts, knowledge, 
and skills are most effectively taught through the language that is most familiar 
to the child. Further, the mother tongue is not only the best instrument for 
learning (especially in the early stages), it is an essential part of the child’s sense 
of identity (Anderson & Boyer, 1970). 

Utilize Home-Cultural Information during Instruction. Children learn 
the rules of discourse naturally in their homes. This allows them to partici- 
pate socially with other members of the family and community. When a child 
is a member of a minority culture, the familiar rules of discourse may not trans- 
fer easily for use in school and other unfamiliar circumstances. This is because 
the rules of classroom discourse usually reflect those of the majority culture, 
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which may be different from the discourse rules that are familiar to minority- 
language children. When coupled with insufficient English-language skills, 
minority-language children are deterred from participating competently in 
instruction until they understand and master the majority-culture rules of 
discourse. 

For this reason, effectiveness of instruction may be enhanced by structur- 
ing cooperative working situations where minority-language students are al- 
lowed to talk as they work, helping each other with task completion. Also, a 
clinician may respond to or use referents from the student’s home culture to 
enhance instruction. For example, with a Spanish-speaking Hispanic child it 
is appropriate to use the term “‘w @ito” (“my little son”), in order to convey 
fondness and belongingness. One may also take into account, and make use 
of, preferred learning and social-interactive styles (Peters- Johnson & Taylor, 
1986). It is recommended that clinicians make use of materials that are de- 
signed specifically for linguistically and culturally diverse children. This in- 
cludes commercial materials as well as books, toys, and household items that 
truly represent the activities and people of the home culture. Moreover, mo- 
tivators and reinforcers that are compatible with the child’s culture and ex- 
perience are preferred. 

AS a general rule, when a clinician accommodates the rules of discourse to 
suit the minority culture, learning is more likely to occur (Tikunoff, 1987). 
These include adapting rules of discourse, selecting materials, and checking 
personal attitudes. 

In addition, minority-language students may be confronted with classroom 
demands that convey values and expectations that conflict with those of the 
home culture. In this case, clinicians are obligated to ensure that minority- 
language students understand the cultural values and expectations that are re- 
quired to succeed in traditional academic settings. Even so, minority-language 
students must never be led to perceive a priority of rightness when the class- 
room values and norms conflict with their own (Tikunoff, 1987). 

Comprehensible Input. In order for students to acquire language, they 
must be able to understand what is being communicated to them. Compre- 
hensible input refers to meaningful language that is useful in achieving profi- 
ciency, so comprehensible input is basic to effective instruction (&ashen, 1981). 
Effective intervention is organized to provide students with comprehensible 
input, that is, meaningful language that they can comprehend and apply. 

There are at least three things that a clinician must do in order to generate 
effective intervention programs that provide comprehensible input to 
minority-language children. The clinician must (1) assess the student’s level 
of linguistic function, (2) determine the task demands of the intervention ac- 
tivity that is under consideration, and (3) reconcile the discrepancy between 
the child’s level of linguistic function and task demands (Tikunoff, 1987). 
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Beyond that, it is important to be able to accommodate the child’s level of 
linguistic function so that the demands of the intervention task can be met 
successfully. Some suggestions for accomplishing this are as follows. 

Nonlinguistic Means for Encouraging Compdwndon. First the clinician 
may encourage comprehension through the use of nonlinguistic cues. Ges- 
tures, pictures, audiovisual materials, and facial expressions are all helpful in 
providing a nonlinguistic environment that is conducive to understanding spo- 
ken or written language (&ashen, 1982). 

High-ContextandLow-ContextAcCiuitCes. Theclinicianmayprepare acom- 
bination of high-context and low-context activities to be used in intervention 
(Westby & Rouse, 1985). High-context activities include tasks such as mak- 
ing cookies from a recipe, talking about the calendar or weather, and recap- 
ping the events of the. day. By contrast, low-context activities include 
conversations about things that are not present in the immediate context. For 
reinforcement, a family member may help with low-context activities at home 
(Westby & Rouse, 1985). For example, some family members can read a li- 
brary book with the child, and clinicians can teach family members how to 
ask appropriate questions and how to talk about the story with the student as 
they read together. 

Social and Academic Goals. 

Consideration to Academic Level and Social Sk&s. Consideration should 
be given to developing goals in both academic and social language skills (refer 
to CALPS and BICS earlier in this chapter). Minority-language individuals 
master aspects of social and academic language at different rates and with 
different degrees of proficiency. Grade level, previous education experience, 
gender, ethnicity, fust-language skills, age of arrival to the country, and pre- 
vious opportunities for learning English all contribute to the success of the 
intervention program and should be considered when developing goals and 
procedures (Fradd & Weismantel, 1989). 

Gradually Reducing Context and Increasing Cognitive Demands. A major 
aim of language development for second-language learners is to develop stu- 
dents’ ability to manipulate and interpret cognitively demanding context- 
reduced text. A key to why minority students often fail to develop high levels 
of second-language academic skills is because their initial instruction has em- 
phasized context-reduced communication (i.e., instruction in English that is 
unrelated to prior out-of-school experience). This can be prevented by in- 
creasing contextual cues when presenting the second language to the child, 
thus increasing comprehensibility of the less familiar language. Then, by grad- 
ually reducing the availability of contextual cues, the child is prepared to 
comprehend and use the second language in cognitively demanding, context- 
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reduced situations (see the discussion on BICS and CALPS earlier in this 
chapter). 

CONCLUDING REMARKS 
The comments on multicultural issues conclude this introduction to language 
disorders in children. Each topic covered in this volume deserves to be fol- 
lowed by more detailed study as you proceed with your preprofessional and 
graduate education. Throughout your education and career, you will con- 
tinue to add to this groundwork as new information becomes available to you 
and as you come into contact with the many individuals whose rate or pattern 
of language acquisition requires clinical attention. 
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STUDY GUIDE 6 

1. According to the 1990 U.S. Census, what percentage of the national pop- 
ulation is composed of people who identify with racial or ethnic minor- 
ity groups? 
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2. What is the estimated population growth rate for each of the following 
groups? 
a. Asian/Pacific-Americans 
b. Hispanic-Americans 
c. Native Americans and Eskimos 
d. Americans of European descent (non-Hispanic) 

3. 

4. 
5. 

6. 

7. 

8. 

9. 
10. 

11. 
12. 

What is the estimated proportion of the national population that will be 
composed of racial/ethnic minorities by the year ZOlO? 
When is it predicted that the current majority will become the minority? 
How do these demographic changes affect the profession of speech- 
language pathology? 
Explain ASHA’s commitment and position as it prepares to address the 
communication needs of minority people. 
Describe Multicultural Agenda 2000 as it relates to each of the follow- 
ing. 
a. ASHA membership 
b. professional leadership 
c. ASHA national Offrce structure and staff 
d. policies and programs affecting professional services, education, 

and research 
;. governmental and legislative efforts 
. public image 
Define and differentiate between each of the following terms. 

it. ZZicity 
c. culture 
Describe how language and culture are dependent on each other. 
Define each of the following terms, and give a personal example of each. 

L. 
ethnocentrism 
racism 

c. prejudice 
d. stereotype 
e. discrimination 
Describe the cohesive and corrosive sides of ethnocentrism. 
Define each of the following terms. 
a. cultural pluralism 
b. cultural relativism 

13. How might you go beyond cultural relativism in order to effectively 
counter negative teachings and attitudes? 

14. Define and differentiate between the following terms. 
a. language and dialect 
b. language difference and language disorder 

15. How do we know if a language difference and language disorder occur 
concomitantly? 
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16. Describe and differentiate between the following levels of language pro- 
ficiency in bilingual people. Which category is indicative of a disorder? 
a. bilingual English proficient 
b. limited English proficient (LEP) 
c. limited in both languages 

17. Describe how language competency relates to language context. 
18. Describe how language competency relates to language mastery. 
19. Describe each of the four levels of language proficiency, and give an ex- 

ample of each. 
20. How do the levels of language competency relate to assessment and in- 

tervention for children of minority background? 
21. What are some of the reasons behind the pattern of overrepresentation 

for minorities who receive special education services? 
22. How do stereotypes and misconceptions about minorities affect referral 

practices? 
23. What are some common misconceptions about the process of learning a 

second language? 
24. How can stereotyping be manifest in the classroom, and why are these 

25. 

26. 

27. 

patterns important for the speech-language pathologist to identify? 
Why do so many people who identify with racial/ethnic minority groups 
receive services from speech-language pathologists who are not familiar 
with the minority language and culture? 
What percentage of speech-language pathologists identifies with a racial/ 
ethnic minority group? How does this compare to the overall population 
of people served by the profession? What are the likely consequences of 
this pattern? 
How does the percentage of minority students in speech-language pathol- 
ogy compare to the national trend for minority representation? What are 
the likely consequences of this pattern? Are there any alternatives? If so, 
what are they? 

28. Discuss the problems that have been noticed with using referral check- 
lists for the purpose of identifying minority-language children who need 
speech-language services. 

29. Discuss the problems that have been noticed with using academic per- 
formance observations for the purpose of identifying minority-language 
children who need speech-language services. 

30. Describe some commonly used assessment procedures that are inappro- 
priate for minority-language children. 

31. Describe some commonly used intervention procedures that are inap- 
propriate for minority-language children. 

32. For how long has Spanish been spoken in what is now known as the south- 
western part of the United States? 

33. What is the racial heritage of Hispanic people? 
34. What is the largest minority group in the United States? 
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35. What is the largest group of people with non-English background in the 
United States3 

36. Where are the largest concentrations of Hispanic people in the United 
States? 

37. What are the countries of origin for most Hispanic Americans? 
38. Give some examples of Hispanic cultural characteristics? 
39. What are the probable outcomes of being exposed to two languages si- 

multaneously during language acquisition? 
40. Describe some of the phonological and syntactic differences between 

Spanish and English. How might these influence the acquisition of Eng- 
lish as a second language? 

41. Describe some of the attitudes toward communication disorders (and 
other health-related problems) that might be found among Hispanic peo- 
ple. 

42. Describe the process by which Black English and Standard American 
English came to evolve side-by-side but independently 

43. Who uses Black English? 
44. 

45. 

Describe some of the phonological and syntactic differences between 
Black English and Standard American English. 
How are communication disorders viewed among African-Americans? 

46. Native Americans have a high prevalence of three conditions that are con- 
sidered to be etiological factors related to communication disorders. What 
are they? 

47. Where do the Native Americans reside? 
48. What are some of the cultural and social characteristics of Native- 

American culture? How might these influence the way Native-Americans 
perform in school? 

49. How does the pidginization of Native-American languages affect learn- 
ing English as a second language? 

50. Phonologically and syntactically, what are some of the differences between 
the Navajo language and English? 

51. Describe how Native Americans generally view individuals with handi- 
capping conditions. 

52. Which is probably the most extremely diverse cultural minority in the 
United States? Why is this probably the case? 

53. Which is the most rapidly growing cultural minority in the United States? 
54. Where are the highest concentrations of Asian/Pacific-Americans? 
55. Describe some of the cultural and social characteristics of Asian/Pacific 

groups. 
56. Describe how some Asian languages are different from English phono- 

logically and syntactically How might these differences impact learning 
English as a second language? 

57. How are communication disorders (and other health-related concerns) 
viewed by Asian/Pacific people? 
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58. Describe the groups of people who are likely to identify with deaf cul- 
ture. 

59. What is the native language of those who identify with deaf culture and 
how is it learned? 

60. Why is third-party communication necessary for many deaf people? De- 
scribe the third-party communication options. 

61. What is the only function that is served by an interpreter? How does this 
affect your responsibility as a communicator when you use one? 

62. How is comprehension of spoken communication affected by deafness? 
How does this affect your responsibility as a communication partner? 

63. How is written communication affected by deafness? What can you do 
to facilitate written communication when necessary? 

64. What are some of the potential problems with using figurative spoken- 
language when communicating with a deaf person? Why are the same 
problems not apparent when using signs? 

65. How might deafness affect eye contact and speaker-listener distance in 
conversation? 

66. How is speech intelligibility affected by deafness? What can you do to fa- 
cilitate your understanding of semi-intelligible and unintelligible speech? 

67. How is access to news and events affected by deafness? 
68. What variables influence language dominance and proficiency in deaf 

people? What language is likely to be dominant for the deaf person? Do 
all deaf people de ve 1 op competency in a language? If not, why not? 

69. Describe some family patterns that are common to deaf culture. 
70. How do members of deaf culture relate to the mainstream culture? 
71. What are the academic and clinical preparations that are necessary for 

delivering services to minority-language clients? 
72. What are the characteristics of a culturally literate professional? 
73. What percentage of ASHA professionals are bilingual? 
74. What are the competencies required to consider oneself bilingual for the 

purpose of delivering services to minority-language clients? How are these 
competencies different for each of the following groups? 
a. bilingual English-proficient clients 
b. limited English-proficient clients (LEP) 
c. limited in minority language and English 

75. Discuss each of the general guidelines that should be followed whenever 
serving individuals who identify with a cultural group other than your own. 

76. Discuss the collaboration strategies that are recommended for profes- 
sionals who are not adequately prepared to independently serve minority- 
language clients. 

77. Discuss why knowledge of language acquisition milestones is central to 
appropriate language assessment for minority-language children. 

78. Outline the eight-step preassessment process and discuss why it is used. 
79. What is meant by determining language competency of the child? 
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80. Why is it necessary to determine language competency before beginning 
the assessment procedures? 

81. Describe how each of the following procedures is used to determine lan- 
guage competency: 
a. language sampling 
b. observing and charting language behavior 
c. questionnaires 

82. Why is testing in both languages critical. to unbiased assessment of 
minority-language children? 

83. Why are natural communication measures preferred to standardized test- 
ing when assessing minority-language children? 

84. Discuss each of the following alternatives to standardized testing. 
a. systematic modification of a standardized procedure 
b. adapting a test 
c. language sampling 
d. criterion-referenced testing 

85. Why is it important to document linguistic differences and socioeconomic 
status when assessing a minority-language child? 

86. Differentiate between Type I, Type II, and Type III Learning Problems. 
Which type of learning problem requires intervention and why? 

87. What is culturally valid intervention? 
88. Discuss the following intervention considerations in terms of what is 

meant by them and in terms of how they are to be implemented. 
a. native-language instruction 
b. utilization of home-cultural information 

:. 
using comprehensible input 
employing nonhnguistic means for encouraging comprehension 

e. utilizing high-context and low-context activities 
f. giving consideration to academic level and social skills 
g. gradually reducing context and increasing cognitive demand 
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APPENDIX 3-1. PERMISSION TO SCREEN: SAMPLE 

Date 

Dear PARENT(ORINSERTNAME) 

We are pleased to announce that a communication screening will be done 
atthe ~NAMEOFSCHOOL) on [DATEOFSCREENING). Thescreeningwillbe 
done to identify children who may have difficulties with speecManguage or 
hearing. If you wish for your child to participate in the screening, sign the 
attachedformandretumitby [DEADLINE-MAYBEDATEOFSCREENING). 

A certified speech-language pathologist from [NAME OF AGENCY) will con- 
duct the screening. The results will be given to you, in writing when the 
screening is complete. . 

If you have any questions, please call. We hope that you and your child will 
be able to take advantage of this opportunity. 

Sincerely, 

~NAME,CREDENTIALS,ANDAFFILIATIONOFPERSONCOORDINAllNGTHE 
SCREENING-USUALLYSOMEONEFROMTHECHILD'SSCHOOL) 

Date 

I understand that a communication screening will take place on (DATE) at 
the (NAME OF SCHOOL), and I agree that my child will participate in the 
screening. I understand that the screening involves a hearing test and a 
speech-language test. I also understand that I will be informed of the 
screening results on (DAM). 

(Name of Child) 

(Name of Parent) 

(Signature of Parent) 

(Date) 
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APPENDIX 3-2. SCREENING RESULTS: SAMPLE 

Date 

Dear [NAMESOF.CHILD'SPARENTS)Z 

With your permission, (NAME OF CHILD) participated in a communication 
screening today at the (NAME 0F scH0or.J. As a result of the screening we 
recommend that your child 

receive no further testing at this time. 

receive a complete speech-language assessment in order to rule out 
or identify any problems that your child may have with speaking or 
listening to spoken language. This testing should be done by an 
ASHA-certified speech-language pathologist (list attached). 

receive a complete audiological assessment in order to rule out or 
identify any problems that your child may have with hearing. This 
testing should be done by an ASHA-certified audiologist (list at- 
tached). 

If you have any questions about these results, or wish to discuss them, 
please contact me. I will be pleased to answer any questions about your 
child’s performance on the screening. 

Sincerely, 

~NAME,CREDENTIAISANDAFFILIATIONOF ASHA-CERTIFIED PERSONWHO 
q 
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APPENDIX 3-3. AGREEMENT TO RECEIVE SERVICES: 
SAMPLE 

Name of Client ID# 

I represent the above-named client and desire for that person to receive 
speech-language and/or audiology services at the (NAME OF CENTER). 1 
agree to the terms, benefits, obligations, and potential risks of such services 
as they have been explained to me. 

I understand that the center provides speech-language and audiology ser- 
vices with the intent to benefit the communication abilities of the client and 
that, in the event that the professionals at the center determine that ser- 
vices are not likely to benefit the client, the center will discontinue the ser- 
vices. Further, I understand that I may terminate the services at any time 
by informing the center of my plans to discontinue, and that the center may 
terminate services for any of the following reasons: completion of discharge 
objectives, lack of benefit received by client, professional judgment of the 
supervisor, and frequent absenteeism or tardiness. 

I agree to attend sessions as scheduled, pay for services at the time that 
they are rendered, give one working-day’s notice of cancellation, and pay 
for any sessions that are cancelled with less than one-working-day’s notice. I 
have been issued a fee schedule and am aware of the cost of services and 
payment procedures. 

I understand that the center is a part of an academic program at (NAME OF 
UNIVERSITY) and that the services will be provided by students who are ap- 
propriately supervised by professional university employees holding the ap- 
propriate Certificate of Clinical Competence from the American 
Speech-Language-Hearing Association (ASHA). I understand that the su- 
pervisory policies of the center meet the minimum standards of ASHA as 
defined by the standards of the Educational Standards Board and Profes- 
sional Services Board of the Association. 

I understand that the services that the client receives will be observed on a 
regular basis by the designated supervisor, and that they may be observed 
by students of speech-language pathology for educational purposes only I 
also understand that family members of the above-named client are en- 
couraged to observe the services by using the designated observation 
facility. 

I understand that video and audio taping may be used for assessment and 
educational purposes only. I have been informed that in the event that 
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video- or audiotaping is used for purposes other than assessment of client 
and education of students, that I. will be informed in writing of the exact na- 
ture of the project and will be given the option to agree or disagree with 
participation in the project. 

Although risks are not usually associated with speech-language and audiol- 
ogy services, in the event that the above-mentioned client is to receive ser- 
vices in a high-risk category, I understand that the risks will be explained to 
me, and that I will be given the opportunity to terminate services if I deem 
that the potential risks outweigh the potential benefits. 

Signature 
ReIationship to Client 
Supervisor 

Date 
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APPENDIX 3-4. AUTHORIZATION TO SEEK AND RELEASE 
INFORMATION: SAMPLE 

Name of Client ID# 

I represent the above-named client who receives speech-language and/or 
audiology services at the [NAME 0F CENT& I agree that the providing 
agency listed below will send information to the receiving agency listed 
below. I agree to this exchange with the understanding that all information 
received by the center is confidential and will not be shared further without 
my written consent. 

Name and address of agency that will send information: 

Name and address of agency that will receive information: 

Signature 
Relationship to Client 
Supervisor 

Date 
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APPENDIX 3-5. CASE-HISTORY INTAKE FORM: SAMPLE 

Date 

Ident&ing Information 

ID# 

Client’s Name 
Address 

Phone Number 
Birth date 
Language(s) spoken in the home 

Age 

Mother’s Name 
Address 

~ ~- 
Phone Numbers: Home 
Occupation 
Education 

Work 

Father’s Name 
Address 

Phone Numbers: Home 
Occupation 

Work 

Legal Guardian(s) 
Address 

Phone Numbers: Home 
Occupation 
Education 

Work 
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How did you learn about the Speech and Hearing Center? 

Describe the problem. 

Exactly what would you like the staff at the Speech and Hearing Center to 
do for you? 

Speech-Language 

At what age did the child begin to respond to speech? 

At what age did the child respond to his/her own name? 

Did the child coo and babble? 

At what age did the child begin to interact socially? 

At what age did the child begin to make a deliberate effort to make wants 
and needs known? 

At what age did the child say first words? 
What were the first words? 

When did the child begin to combine words to make short sentences? _ 

Give an example of a first short sentence. 

Does the child use language that is similar to that of other children at the 
same age? If not, please explain. 
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Are family members able to understand the child’s speech? If not, please 
explain. 

Are strangers able to understand the child’s speech? If not, please explain. 

Describe the speecManguage that child uses at this time. 

What language(s) does child use at school? 

What language(s) does child use at home? 

What language(s) is the child most comfortable using? 

Hearing 

Has the child’s hearing been tested? . 

Do you suspect a hearing problem? 

Does the child respond to environmental noises (e.g., doorbell, telephone, 
radio, doors opening and closing, papers shuffling)? If not, please explain. 

Does the child wear a hearing aid? 
If so, please describe. 

If so, at what age did the child begin wearing hearing aid(s)? 

If so, at what times during the day and for what activities does the child 
wear the hearing aid(s)? 



350 APPENDIX 35 

Does the child have a history of ear infections? Explain. 

When watching TV, does the child turn the volume up so that it is uncom- 
fortable for other people in the same room? 

Physical 

Birth-length Birth-weight 

Age when child first held head up 

Age when child first rolled over 

Age when child first sat up 

Age when child first crawled 

Age when child first stood alone 

Age when child first walked 

Age when child gained daytime bladder control 

Age when child gained nighttime bladder control 

Age when child gained control of bowels 

Current height Current weight 

Is the child5 coordination similar to other children of the same age? 
If not, please describe. 

Does the child wear glasses? 

If so, since what age? 

If so, is vision corrected to ZO/2O? 



APPENDIX 3-5 351 

Cognitive 

Have difficulties with learning been noticed? 
If so, please explain. 

Is the child’s knowledge of the world similar to other children at the same 

If no, please explain 

Has the child been identified as mentally retarded? 
If so, please explain. 

Has the child experienced problems in school? 
If so, please explain. 

Health and Medical 

Length of pregnancy 

Complications during pregnancy 

Length of labor 

Complications during delivery 
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Health problems identified at birth 

Number of days in hospital at birth 

Serious illnesses, syndromes, diseases, chronic medical conditions 

Hospitalizations (reason and length of stay) 

Social 

Does the child use language for social purposes? 

Does the child have friends? Lkt first names/ages 

Does the child play well with other children? 

Describe. 

How does the child react to meeting strangers? 

How does the child respond to unfamiliar surroundings? 
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What kinds of games and activities does the child enjoy? 

353 

Names and ages of all members of household 

Is this a foster child? 

Is the child adopted? 

Describe how the child relates to other members of the household. 

Educational 

Current grade in school 

Have any grades been repeated? 

If so, which grade(s)? 

If so, what was the reason given? 

Name of the school at which the child is enrolled 
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Do you have any questions that you would like us to answer? 

If so, list your questions below. 

Exactly what would you like to accomplish by your visit to the speech and 
hearing center? 
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APPENDIX 3-6. ASSESSMENT REPORT FORMATz SAMPLE 

I. Identif$ng Information 
II. Statement of the Problem 
III. Significant Background Information 
IV Testing Procedures and Results of Testing 

A. Detailed testing of expressive and receptive language, including 
all three dimensions 

B. Articulation or phonology testing 
C. Oral-mechanism examination 
D. Hearing screening 
E. Other testing 

vi Behavioral Observations and Clinical Impressions 
VI. Diagnosis 
VII. Prognosis 
VIII. Recommendations 
Ix. Signatures with Credentials and Dates 
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APPENDIX 4-l. INTERVENTION PLAN FORMAT: SAMPLE 1 

I. Identifying Information 
II. Diagnosis 
III. Significant Background Information 
IV Objectives and Procedures (see Appendix 4-3) 
V. Prognosis 
VI. Recommendations 
VII. Signatures with Credentials and Dates 
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APPENDIX 4-2. IN’IXRVENTION PLAN FORMAT: SAMPLE 2 

I. Identifying Information 
II. Diagnosis 
III. Significant Background Information 
Is? Objectives (see Appendix 4-4) 
v. Procedures (see Appendix 4-4) 
VI. Prognosis 
VII. Recommendations 
VIII. Signatures with Credentials and Dates 
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APPENDIX 4-3 FORMAT OPTION FOR RECORDING 
OBJECTIVES AND PROCEDURES IN AN 
INTERVENTION PLAN 

IV. Objectives and Procedures 
Long-Term Objective I. 

Short-Term Objective A. (Leads to accomplishing long-term 
objective I.) 

Procedure 1. (Addresses short-term objective I.A.) 
Procedure 2. (Addresses short-term objective IA.) 

Short-Term Objective B. (Leads to accomplishing long-term 
objective I.) 

Procedure 1. (Addresses short-term objective I.B.) 
Procedure 2. (Addresses short-term objective LB.) 

Long-Term Objective II. 
Short-Term Objective A. (Leads to accomplishing long-term 

objective II.) 
Procedure 1. (Addresses short-term objective 1I.A.) 
Procedure 2. (Addresses short-term objective 1I.A.) 

Short-Term Objective B. (Leads to accomplishing long-term 
objective II.) 

Procedure 1. (Addresses short-term objective 1I.B.) 
Procedure 2. (Addresses short-term objective II. B .> 
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APPENDIX 4-4 AIXERNATIVF, FORMAT OPTION FOR 
RECORDING OBJECTIVES AND 
PROCEDURES IN AN INTERVENTION PLAN 

IV Objectives 
Long-Term Objective I. 

Short-Term Objective A. (Leads to accomplishing long-term 
objective I.) 

Short-Term Objective B. (Leads to accomplishing long-term 
objective I.) 

Short-Term Objective C. (Leads to accomplishing long-term 
objective I.) 

Long-Term Objective II. 
Short-Term Objective A. (L,eads to accomplishing long-term 

objective II.) 
Short-Term Objective B. (bads to accomplishing long-term 

objective II.) 
VI Procedures 

Procedure 1. (Addresses short-term objective I.A. and B.) 
Procedure 2. (Addresses short-term objective I.A. and C.) 
Procedure 3. (Addresses short-term objective 1I.A. and B.) 
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APPENDIX 4-5 PROGRESS REPORT FORMATz SAMPLE 

I. Identifying Information 
II. Diagnosis 
III. Significant Background Information 
IV Objectives and Progress 

A. Long-term Objective 1 
1. Short-term Objective la 
2. Short-term Objective lb 

B. Long-term Objective 2 
1. Short-term Objective 2a 
2. Short-term Objective 2b 

vi Clinical Impressions 
VI. Prognosis 
VII. Recommendations 
VIII. Signatures with Credentials and Dates 
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APPENDIX 4-6 MAINTAINING AND MONITORING 
A HEARING AID 

Speech-language pathologists should check each of the following at the be- 
ginning of every assessment or intervention session. Parents and/or clients 
should be taught to make the same check at the end of each day. Checking at 
the end of the day is better than checking at the beginning of the day because 
weak batteries recharge overnight but are not apt to last throughout the day. 

1. Check to make sure that batteries have sufficient 
a. Use a volt meter to check batteries. 

power. 

b. Discard and replace batteries as soon as voltage drops below the 
level prescribed in that particular hearing aid’s handbook. 

2. For body hearing aids, check cords. They should be in good condition. 
a. Replace broken cords. 
b. Replace fractured cords. To identify fractured cords, place the re- 

ceiver against microphone and shake the cord. Fractured cords 
will cause intermittent feedback. 

3. Check receivers for body aids. There should be no evidence of damage. 
a. Examine casing for cracks. 
b. Check washer between earmold and receiver for snug fit. Loose fit 

may result in feedback. 
c. If hearing aid does not work and cords and batteries are known to 

be in good condition, a new receiver should be tied. If aid still 
does not function, internal damage to the hearing aid may be as- 
sumed. 

4. Hearing aids (both body aids and behind-the-ear aids) should be 
checked to make sure that they reproduce speech clearly Use a custom 
earmold, stethoscope, or plug with tubing and listen through the hear- 
ing aid to the five sounds ([u], [a], [e], [s], and [s]. Any distortion of 
sound may indicate internal malfunction (Johnson & Paterson, 1991). 
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APPENDIX 4-7 TROUBLESHOOTING A HEARING AID 

1. Complaint: The hearing aid is not working properly. 

FL 
C. 

d. 

e. 

f. 

g* 
h. 

Check “M-T-O” position. Switch shoXl be set to “M.” 
Check battery for leakage. If leaking, wipe compartment with a 
soft cloth, discard battery, and replace it. 
Check battery for voltage using a volt meter. If voltage is below 
recommended level, discard battery and replace. If a volt meter is 
not handy, turn aid to full volume. If feedback does not occur, bat- 
tery is weak or dead. 
If sound distortion or intermittent signal occurs, send hearing aid 
for repairs. It may have internal problems. 
Check for plugged tube. If tube is plugged, remove blockage or re- 
place tube. 
Check for clogged hook. If hook is clogged, remove blockage or re- 
place hook. 
Check for clogged filter. If filter is clogged, wash or replace. 
Check tubing for evidence of a tear or perforation. If tom or per- 
forated, replace tubing. 

2. Complaint: The hearing aid is not working at all. With the hearing aid 
system intact, turn the aid on full volume and listen for feedback. 
a. If there is no feedback, check the battery, 
b. If the battery has sufficient voltage, leave the volume on and re- 

move the ear mold and ear hook. If feedback occurs, the problem 
is external to the aid (ear mold, tube or hook). Check the following: 
i. Attach the ear hook. If no feedback occurs, the hook may be 

blocked. Clear blockage or replace hook. If the hook appears 
to be clear, check the screw threads. If screw threads are dam- 
aged, make arrangements for service. 

ii. If feedback continues when you attach the hook, attach the 
earmold and tnbing to the hook. If feedback stops, the ear- 
mold bore or tubing may be blocked. Clear blockage or re- 
place the blocked part. 

c. If no feedback occurs when you turn the aid to full volume the 
problem is internal to the aid. Check the following: 
i. on/off switch 
ii. volume control 
iii. battery compartment 
iv. microphone port 

3. Complaint: The hearing aid is “feeding back.” With the hearing aid sys- 
tem intact, turn the aid to full volume and listen for feedback. Then: 
a. Cover the tip of the ear mold with your finger. If the feedback 

stops, the cause may be a poor-fitting ear mold. Make arrange- 
ments to adjust the ear mold fitting. 
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b. If the feedback continues, remove the ear mold and cover the tip 
of the hook with your finger. If the feedback stops, the cause may 
be a hole or tear in the tubing. Replace the tubing. 

c. If feedback continues, remove the hook and cover the tip of the 
microphone port with your finger. If feedback stops, the cause may 
be due to a broken hook. Replace the hook. 

d. If feedback continues, look for a crack in the case. If the case is in- 
tact, the problem is probably internal to the hearing aid. In either 
event, the hearing aid is in need of repair. 
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APPENDIX 6-l. DEFINITION OF A BILINGUAL 
SPEECH-ILANGUAGE PMOLOGIST 

Speech-language pathologists or audiologists who present themselves as bihn- 
gual for the purposes of providing clinical services must be able to speak their 
primary language and speak (or sign) at least one other language with native 
or near-native proficiency in lexicon (vocabulary), semantics (meaning), 
phonology (pronunciation), morphology/syntax (grammar), and pragmatics 
(use) during clinical management. 

To provide bilingual assessment and remediation services in the client’s lan- 
guage, the bilingual speech-language pathologist or audiologist should pos- 
sess (1) ability to describe the process of normal speech and language 
acquisition for both bilingual and monolingual individuals and how those 
processes are manifested in oral (or manually coded) and written language; 
(2) ability to administer and interpret formal and informal assessment pro- 
cedures to distinguish between communication differences and communi- 
cation disorders in oral (or manually coded) and written language; (3) 
ability to apply intervention strategies for treatment of communicative dis- 
orders in the client’s language; and (4) ability to recognize cultural factors 
which affect the delivery of speech-language pathology and audiology ser- 
vices to the client’s language community (Payne, 1986). 



Glossary 
Adventitious-acquired after the time when the individual has command 
of a first language. 
Anatomy-physical or biological structure. 
Antecedent-an event that precedes and elicits a response or target be- 
havior. 
Antecedent stimulus-See Antecedent. 
Apraxia of speech- a sensorimotor speech disorder that impairs one’s 
ability to voluntarily produce phonemes and words. 
Assessment-an m-depth evaluation for the purposes of diagnosing and 
making recommendations. 
Authorization-permission. 
Behavioral audiometry-engaging a child in play activities that are 
specifically designed to prepare him or her for accurately responding to a 
hearing screening or audiological assessment. 
Bic&ural-having a background that includes significant firsthand expe- 
rience with two distinct cultural groups. 
Bilateral-on two sides. 
Bilingual-having fluency in two languages. 
Canonical babbling-see Reduplicated babbling. 
Carryover-transfer, as in transfer of intervention accomplishments for 
spontaneous use in activities of daily living. 
Chromosome-an x-shaped body contained in the cell nuclei of plants 
and animals, which is responsible for transmitting genetic characteristics 
from one generation to the next. 

365 
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Code-a 
other. 

system whereby one (or symbol) is used to represent an- 

Code switching-the alternating use of two languages at the word, 
phrase, and sentence levels, with a complete phonological break between 
languages. 
Cognition-knowledge and the ability to use knowledge. 
Cohesive markers-words that serve to link the parts of a conversation. 
Communication breakdown-a misunderstanding resulting from failure 
to adequately send or receive the intended message. 
Communication code-a variation in communication that reflects one’s 
political, social, or religious orientation and thus characteristically commu- 
nicates something about identity in relation to the groups; not necessarily 
situation-dependent. 
Communication register -a situation-dependent variation in communi- 
cation, including changes in word selection, pronunciation, and inflectional 
and pragmatic characteristics. 
Communication style- See Communication register. 
Comprehensible-understandable. 
Confidentiality-honoring of a person’s right to privacy. 
Congenital-apparent at birth. 
Consequence -event that occurs immediately after the response to an an- 
tecedent and can be used to increase, maintain, decrease, or extinguish a 
response. 
Consequent stimulus-See Consequence. 
Constriction-pre-consonant; approximation of a consonant sound. 
Content-form interaction-the dependent relationship between lan- 
guage form and language content that occurs whenever content obligates 
the use of a particular form. 
Content words-major building 
verbs, adjectives, and adverbs. 
Contingent-logically related. 

blocks ofa language, including nouns, 

Conversational cohesion-the degree to which the words and sentences 
of a conversation are logically connected. 
Conversational repair- identification of the source of a communication 
breakdown and the provision of needed information in order to clear up the 
misunderstanding or confusion. 
Conversational speech sample- a taped conversation that is taken for 
the purposes of informally judging intelligibility, language performance 
level, voice, fluency, prosody, and pragrnatics. 



GLaOSSARY 367 

Copula-verb fto be) that links the subject with the predicate to describe a 
state of being (e.g., “The cat is big”; ‘We are hungry”). 
Cryptophasia-private language. 
Cdturd chauvinism-the attitude which presumes that people of one’s 
own group are superior to members of other groups and thus that members 
of other cultural groups are not only different, but wrong and inferior. 
Cdturd degradation- the act of giving a cultural group the impression 
that its culture is believed to be inadequate, backward or inferior, and thus 
debasing the self-esteem of group members. 
Cultural literacy-familiarity with cultural groups other than one’s own as 
well as having the understanding that culture involves much more than 
characteristics of language and dialect, that one’s culture permeates every 
dimension of communication, and that each person views the world in a 
way that can only be comjpletely understood through the eyes of the culture 
with which that person identifies. 
Culturally salient- meaningful and familiar to individuals who belong to 
a particular cultural group. 
Culturally valid-See Culturally salient. 
Cultural pluralism-the coexistence of a number of diverse and 
supportive cultural groups within the boundaries of one nation. 

mutually 

Cukurd pride-universal attitude of self-respect and satisfaction based 
on one’s heritage within a particular cultural group, enhancing self-esteem 
within the group. 
Cultural relativism-the position that each culture is different, but not 
necessarily inferior or superior; perceiving each culture from its own per- 
spective and not from the perspective of the individual’s own culture. 
Cukure-a term used to describe behaviors, beliefs, and values of a group 
of people who are brought together by commonalities. 
Data-organized set of information. 
Decibel (dB) -unit used to measure amplitude of sound. 
Deictic term-word whose meaning depends on the speaker’s perspective 
as a point of reference. 
Deixis-use of a deictic term. See Deictic term. 
Deviant language-see Language disorder. 
Diagnosis-identification 
ment. 

ofa problem br formal examination or assess- 

Dialect-a subset of language referring to the phonemic, lexical, and se- 
mantic variations that occur within a language and are common to a partic- 
ular group of people from the same region, of the same socioeconomic 
group, or of a similar ethnic heritage. 
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Discharge-release, dismissal. 
Discharge objective-See Long-term objective. 
Discrimination-differentiating between things based on an awareness of 
identified characteristic properties; consists of direct or indirect acts of ex- 
clusion, distinction, differentiation, or preference on account of group 
membership. 
Disfluent-choppy; not flowing smoothly 
Dismissal-See Discharge. 
Dominant gene type-gene whose characteristics are capable of being 
manifest whether paired with a similar or dissimilar gene type. 
Dyad-a pair of individuals conversing. 
Dysarthrias- a heterogeneous group of communication disorders gener- 
ally resulting in difficulties with coordinating and performing acts of respi- 
ration for speech, phonation, articulation, resonance, and prosody. 
Echolalia-the repetition of an utterance that was just spoken by another 
person, with no apparent intent to convey, emphasize, or elaborate on the 
information communicated by the previous speaker. 
Ethics-rules or standards governing the conduct of members of a profes- 
sion; principles of right or good conduct. 
Ethnicity-heritage and 
teristics, and institutions. 

group membership, based on race, origin, charac- 

Ethnocentrism-the attitude of focusing on one’s own heritage, which can 
be used as a cohesive or corrosive force depending on how it is applied; in- 
cludes cultural pride, cultural degradation, and cultural chauvinism. 
Etiology-cause as determined by diagnosis. 
Expressive jargon- See Variegated babbling. 
Figurative-meaning does not correspond to the exact meanings of the 
words in the text. 
Fluency-flow, smoothness. 
Follow-up-action taken to inquire about the outcome of a recommenda- 
tion or action taken after discharge. 
Functional gain-difference between the weakest 
to hear with (as opposed to without) hearing aids. 

sounds a person is able 

Function words-words whose exact meaning depends significantly on 
the content words that they connect, including prepositions, articles, con- 
junctions, and pronouns. 
Gene-structure that codes specific genetic information as it is passed 
down from one generation to the next; genes are located on chromosomes. 
Generalization-See Carryover. 
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Genetic-inherited, as genes carrying a particular trait are passed down 
from one generation to the next. 
Hertz (Hz)-unit used to measure sound frequency, 
Identification-recognizing or demonstrating awareness of a target’s char- 
acteristic properties; the act of recognizing a deficit in performance; also, 
the act of recognizing individuals who require assessment and/or interven- 
tion services. 
Idioglossia-See Cryptophasia. 
Illocution-conventional, socially recognized, nonverbal signals that are 
intended to convey requests and guide attention. 
Inherited-resulting from a gene being passed from one generation to the 
next. 
Interdisciplinary tear&-a group 
of disciplines, who meet to address 
vices from the group. 

of professionals, representing a variety 
the needs of individuals receiving ser- 

Interpersonal communication-communication between people. 
Intervention-the act of doing something to or for someone in order to 
initiate change. 
Intrapersonal communication-communication with one’s self. 
Jargon-unintelligible strings of syllables. 
Language-a 
a conventional 

code whereby ideas about the world are expressed 
system of arbitrary signals for communication. 

integration of the three Language competence-the successful 
sions of language: form, content, and use. 

through 

dimen- 

Language content-the meaning, or semantics, of language. 
Language delay-See Language disorder. 
Language difference- a variation in a symbol system used by an entire 
group of individuals; this unique symbol system reflects shared regional, so- 
cial, cultural, or ethnic factors and is typically characterized by variations in 
vocabulary, pronunciation, grammar, and pragmatics. 
Language disability-See Language disorder. 
Language disorder- a term used to describe a heterogeneous group of 
children whose language behaviors are different from, and not superior to, 
the language behaviors of their same-age counterparts. 
Language form-th e s h ape of the language, including all aspects that 
contribute to the surface features of the language (how it is perceived audi- 
torily and/or visually). 
Language impairment-See Language disorder. 
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Language sample-part of formal language testing; a carefully planned 
conversation that is taped and subsequently evaluated for the purpose of in- 
depth analysis. 
Language use-th e di mension of language that considers the function of 
the utterance and its context, also called pragmatics. 
Lesion-injury, wound. 
Lexical item-word. 
Locative--a word designating location. 
Locution-meaningful words that are used purposefully. 
Long-term objective-a 
cation status at discharge. 

general goal that defines the expected communi- 

Marginal babbling-long series of syllabic segments that resemble adult 
syllables only in that they are composed of both consonants and vowels. 
Sounds and sound patterns; duration of syllables; frequency and duration of 
pauses between syllables; and pitch, inflection, and stress patterns differ 
from adult language. 
Mental retardation-a condition that occurs when an individual’s cogni- 
tive, intellectual, and behavioral skills are below those of same-age peers. 
Metalinguistics-language (talking) about language; instructions pertain- 
ing to language. 
Metaphoric-See Figurative. 
Misdiagnosis-failure to identify a problem through assessment, inaccu- 
rate identification of a problem through assessment, or identification of a 
problem through assessment when, in fact, a problem does not exist. 
Monolingual-having fluency in one language only. 
Monologue-a long speech. 
Morpheme-4 e smallest unit of language that carries meaning. 
Morphology-study of morphemes; includes the words and morphemes 
of a language. 
Morphophonemic rules-rules that govern the changes in pronunciation 
of words as morphemes are added. 
Motherese-linguistic adaptations made by an adult caretaker 
accommodate a child socially, linguistically, and contextually. 

in order to 

Narration-uninterrupted monologue that is generated for the purpose of 
entertaining or informing a listener. 
Neologism-invented word. 
Neonate-newborn. 
Neurological-having to do with the brain or nervous system. 
Nonfluent-choppy; not flowing smoothly. 
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Nonverbal-without spoken words. 
Obligatory-compulsoxy, required by context. 
Orthographic-written. 
Otitis media-middle ear infection; fluid in the middle ear. 
Overreferral-the act of recommending assessment 
for individuals who are not in need of services. 

and/or intervention 

Paralinguistics-aspects of language apart from phonology, morphology, 
and syntax; includes prosody, voice, fluency, and some aspects of 
pragmatics. 
Parallel play-the act of playing side-by-side and independently. 
Parallel-talk-making comments about the actions of the child and ob- 
jects that appear to hold the child’s attention without an attempt to obtain a 
response. 
Perception-achieving understanding. 
Perinatal-at birth, during the birth process. 
Perlocution-actions that unintentionally communicate a need and 
thereby result in a change in caretaker behavior such that the need is met. 
Perseveration-meaningless repetition of a behavior, which may or may 
not have been useful, meanin@, or contextually appropriate at an earlier 
time. 
Phoneme-the smallest pronounceable unit of a language. 
Phonetically consistent form (PCF)-See Vocable. 
Phonological process -simplification pattern used in the attempted pro- 
nunciation of words, phrases, and phoneme sequences. 
Phonology-the system of sounds and sound patterns that characterize 
the language, including phonemes and syllables. 
Physiology-function of anatomical structures. 
Pidgin&&on--mod of a language that evolve for the purpose of 
communicating with people from dissimilar linguistic backgrounds. 
Pidginized language-a language that evolves as a result of communica- 
tion between individuals from dissimilar linguistic backgrounds and charac- 
terized by features of both languages, composed of short, simple utterances 
that contain only substantive words, and often resembling telegraphic 
speech. 
Polyocular view- appreciating a circumstance from the perspective of 
many individuals. 
Practicum-the experience of engaging in supervised clinical practice. 
Pragmatic+--See Language use. 
Pre-consonant-See Constriction. 
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Prejudice-a negative a priori judgment about a group or about a group’s 
individual members. 
Prelingual-before the time when the individual has command of a first 
language. 
Preverbal-before the time when an individual begins to use words for 
communication. 
Prevowel-See Resonant. 
Process-a natural phenomenon marked by gradual changes that lead to- 
ward a particular result. 
Prognosis-a statement of one’s professional opinion regarding whether a 
client is likely to benefit from intervention. 
Prosody-the suprasegmental aspects of a language, comprising vocal in- 
flection, stress, intonatio.n, pausing, and all other variables that contribute 
to the rhythmic contour of the spoken segments or syllables. 
Protocol--plan. 
Pseudo-deficit-difference in performance that is based on gaps in the 
mastery of English, not to be used as evidence of a language disorder. 
Quantify-measure numerically 
Race-a term describing one’s biological and anatomical attributes as de- 
termined by heredity, including skin color, facial features, and hair texture. 
Racism-the attitude that one’s racial group is inherently superior to an- 
other group, corresponding to cultural degradation and cultural chauvin- 
ism. 
Rapport-relationship of mutual trust. 
Rationale-evidence on which a decision is based. 
Recessive gene type -a gene whose characteristics are incapable of 
being manifested when paired with a dominant gene type. 
Recommendation-advice based on findings. 
Reduplicated babbling-series of repeated consonant-vowel syllables; 
syllable duration, duration and frequency of pauses, and pitch, inflection 
and stress patterns somewhat resemble adult language patterns. 
Referral--a recommendation to consult an outside source. 
Reflexive vocalization-vocalizations that are automatic in nature and 
occur in response to stimuli. 
Reinforcement-See Consequence. 
Reinforcer-See Consequence. 
Resonance-tone as determined by vibrations within a hollow chamber. 
Resonant-pre-vowel; approximation of a vowel. 
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Response-target behavior, or what the client does immediately after an 
antecedent. 
Screening-brief evaluation to determine whether an assessment is neces- 
sary 
Segment-See Syllable. 
Self-play--the act of entertaining one’s self in the absence of interaction 
with other people. 
Self-talk-long, audible, self-directed private monologue characterized by 
behaviors such as verbal play, songs, rhymes, accounts of imaginative stories 
and events, and expressions of emotions; the act of verbalizing whatever 
one is seeing, hearing, doing or feeling. 
Semantic catogory-classifkations used to sort words according to identi- 
fied aspects of language content. 
Semantics-refers to the meaning conveyed by words, phrases, utter- 
ances, gestures, and body language. 
Short-term objective- a specific goal that clearly defines the immediate 
steps to be achieved while working toward a particular long-term objective. 
%m&aneous communication--the act of speaking and signing at the 
same time for the purpose of communication. 
Single-word utterance-expression that is similar in form to an adult 
word or phrase and is consistently used by the child in reference to a partic- 
ular object or situation. 
Specific language disability-See Language disorder. 
Specific language impairment--See Language disorder. 
Speech-language pathologist-a person who is certified by the Ameri- 
can Speech-Language-Hearing Association in speech-language pathology 
and therefore is qualified to diagnose and treat individuals with speech- 
language disorders. 
Stereotype-an oversimplified, often negative, concept about members of 
a particular group. 
Stimulus-See Antecedent, Consequence. 
Style switching--changes of linguistic form within a language in order to 
accommodate situational demands, including changing from one dialect to 
another as well as situation-dependent changes that occur within a dialect. 
Suprasegmental-See Prosody. 
Syllable-smallest possible combinations of two or more phonemes, com- 
prising the segments of the language. 
Syntax-system of ruIes for combining linguistic units, such as morphemes 
and words. 
Target behavior-See Response. 
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Terminal objective-See Long-term objective. 
Third-party payer-an agency that pays on behalf of a private individual 
for services rendered. 
Time out-temporary removal from stimulation and opportunity 
Triad-a group of three; specifically, three individuals conversing. 
Thorny-a disorder of human chromosome number in which one of the 
23 chromosome pairs has three members instead of the normal two. 
Twin talk-See Cryptophasia. 
Unilateral-on one side. 
Variegated babbling-syllable series that resembles the adult language in 
all respects expect comprehensibility. 
Vascuhr lesion-a lesion caused by interrupted blood supply. 
Vocable-utterance that does not resemble the form of an adult word but 
is used repeatedly and consistently by the child to represent the same ob- 
ject, event, or relation. 
Vocal play-experimentation with pitch and volume extremes. 
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A-R-C Paradigm, 182,189,195 
Account, see Narration 
Adjectives, 42 
Air supply, see Lungs 
Alcohol, 79 
Anatomical structures, 14 
Antecedent, 182 
Aphasia 

childhood, 85 
APP-R (Assessment of Phonological 

Presses - Revised), 250 
Articulators, 14,16 
ASHA 

Certificate of Clinical Competence 
(CCC), 120 

certification, 305 
code of ethics, 120,168 
Committee on the Status of Racial 

Minorities, 306 
Ethical Practices Board 120 
Muhicultural Agenda 2000,268 
multicultural policies, 267 

Attention deficit disorder (ADD), 86, 
171,206,210,224 

Autism, 103 
Auxiliary verbs, 42 

Babbling 
marginal, 36 
reduplicated, 43 

reduplicated canonicaI, 36 
variegated, 37,43 

Behavior management, 141,182,187, 
192 

Behavioral audiometry, 148 
Bernoulli effect, 15 
Brachycephaly, 81 
Brain 

arcuate fasciculus, 24,25,26 
brain stem, 79,101 
Broca’s area, 25,79 
cerebellum, 25 
communication areas, 25 
hemispheres, 23 
Heschl’s gyms, 23 
injury, 79 
Wernicke’s area, 79 

Broca’s area, see Brain 
Brown’s stages, 40,146 

Case history, 125 
Central-auditory dysfunction, 98,194, 

213 
Cerebral palsy, 100,123 
Certificate of Clinical Competence 

(CCC), see ASHA 
Chromosomal disorders, 80 

Klinefelter syndrome (XXY), 97 
Trisomy 13 (Patau syndrome), 81 
Trisomy 18 (Edwards syndrome), 81 

37s 
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Chromosomal disorders (continued) 
Trisomy 21 (Down syndrome), 81 
Turner syndrome (4!5XO), 97 

Cochlea, see Ear 
Code of Ethics, see ASHA 
Cognition, 28 
Cognitive concepts, 28 
Cognitive skill deficits, 77 
Cohesive markers, 52 
Communication 

codes, 55 
interpersonal, 4,29 
intrapersonal, 4 
registers, 55 
style, 55 

Communication relay systems, 289 
Comprehension, 39 
Concentration 

duration, 213 
intensity, 213 

Confidentiality, 121,166 
Consequent stimulus, 182 
Constrictions, 35 
Content words, 10 
Contextual phenomena, 56 

mental activity, 56 
personal need, 56 
social interaction, 56 

Conversational 
cohesion, 51 
partner, 37,45,47 
social interaction, 194 
topic initiation, 195 
topic maintenance, 195 
turn-taking, 195 
turns, 39,45 

Cti du Chat syndrome, see Genetic 
disorders 

Cryptophasia, 107 
Cultural literacy, 306 
Culture, see Multicultural terminology 
Cytomegalovirus (CMV), 78 

Deaf culture 
family structure, 290 
figurative language, 292 
relationship to mainline culture, 

291 
speaker-listener distance, 293 

spoken-language communication, 
292 

written communication, 292 
Deafness, 87 
Deictic terms, 47,49 
Deixis, see Deictic terms 
Demonstratives, 42 
Developmental apraxia of speech 

(DAS), 99,150 
Dialect, 4 
Discharge objectives, 171 
Discipline, 190 
Disfluent, 73 
Down syndrome, see Chromosomal 

disorders 
Drugs, 79 
Dyad, 107 
D)Wtl-lliaS 

ataxia, 101 
athetosis, 101 
developmental, 100 
spastic, 100 

Ear 
inner, 22 

cochlea, 2!5,92 
cocblear implants, 216 
cranial nerve VIII, 25,92 

middle, 19 
eustachian tube, 19 
ossicles, 19,92 

outer, 18 
tympanic membrane, 18 

Echolalia, 75,104,209 
Education of All Handicapped Children 

Act (PL 94-142), 84 
Elective mutism, see Mutism, elective 
Environment 

managing distractions, 210 
auditory, 211 
psychological, 211 
visual, 210 

focusing attention, 212 
linguistic, 188 
physical, 187 

Ethnicity, see Multicultural terminology 
Eventcast, see Narration 
Expressive jargon, see Babbling, 

variegated 



Family-centered clinical procedures 
assessmenl, 236,255 
clinical relationship, 238 
communication behavior, 250 
communication patterns, 245,247 
comparison, 238 
culture, 242 
dialect 242 
disagreements, 248 
discharge, 259 
documentation, 250 
evaluation, 241 
family definition, 244 
family input, 238 
follow-up, 259 
fundamentals, 237 
implementation, 243 
intervention, 236,238,252 
intervention procedures, 252 
interview, 255 
language assessment, 254 
objectives, 256 
responsibilities, 245 
scheduling, 244 

Fetal alcohol effect (FAE), 80 
Fetal alcohol syndrome (FAS), 79,123, 

157 
Figurative, see Language 
Five-sounds test, 219 
Fragile X syndrome, see Genetic 

disorders 
Function words, 10 

INDEX 

consistency, 91 
functional gain, 216 
intervention, 215 
loss, 87,151,217 

degree, 88 
mild, 88 
moderate, 89 
profound 90 
severe, 90 

mixed, 92 
sensori-neural, 92 

Hearing screening, 148 
Heschl’s gyrus, see Brain 
Homonymy, 150 
Hyperactivity, 83 
Hypogonadism, 81 
Hypoplasia, 80,81 
Hypotonia, 81 

Idioglossia, see Cryptophasia 
Illocutions, 38 
Individualized family service plan 

(IFSP), 237 
Inflection, see Prosody 
Interactive language development 

teaching (ILDT), see Language 
intervention 

Interdisciplinary team, 313 
Intervention plan, see Language 

intervention 

Khnefelter syndrome (XXY), see 
Chromosomal disorders 

Genetic disorders, 82 
Cri du C?wt syndrome (5 p-), 82 
Fragile X syndrome (fra X), 82 
Usher’s syndrome, 97 

Hearing aids, 215 
Hearing loss, 87 
Hearing mechanism 

anatomy, 17 
physiology, 17 

Hearing reduction 
adventitious, 91 
causes, 92 
conductive, 92 
coniiguration, 91 
congenital, 87 

Language 
acquisition, 4,40,70 

first year, 29,35,101 
milestones, 30,196 
older adolescents, 54 
prerequisites, 13,17 
preschool children, 40 
school-age children, 47 
younger adolescents, 47 

assessment, 123 
interview, 126,153 
objectives, 126,153,170 
preparation, 125 
protocol, 126,142 
recommendations, 126 
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Language (continued) 
assessment (continued) 

report, l!S, 167,176 
testing, 142,152,153 
testing procedures, 157 
testing situation, 140 
tests, 125,153,168 

code, 5 
competence, 13,17,23 
comprehension, 25,39,47 
content-form interaction, 11,199, 

209 
context, 12 
deficits 

comprehension, 76 
production, 76 

definition, 4,5,28 
delay, 70 
dimensions 

content, 6 
form, 6,7,89 
interaction, 11,89 
separation, 74,209 
use, 6,11 

disability, 70 
disorder, 70,168 

characteristics, 167 
etiological categories, 77 

disordered interaction, 74 
disruption 

content, 71 
content-form interaction, 72 
form, 71 
use, 73 

figurative, 48 
formulation, 25 
function, 11 
impairment, 70 
intervention 

break-downs, 202 
build-ups, 202 
discharge, 227 
evaluation, 225 
expansions, 201 
expatiations, 202 
facilitative play, 200,203 
follow-up, 227 
generalization, 186 
implementation, 182 

individualized education 
programs (IEP), 236 

interactive language 
development teaching 
(ILDT), 203 

objectives, 186,210 
documentation, 170 
long-term, 167,170 
short-term, 172,175 

options, 205 
parallel-talk, 199,205 
plan, 166,167,176,179,180,210 
procedures, f75,177,192 
recast sentences, 202 
recommendations, 182 
report, 167,177,179 
self-talk, 205 

perception, 26 
perceptual bias, 27 
production, 25 
purp=, 4 
sample analysis, 144 

referential meaning, 146 
relational meaning, 146,147 

screening, 121 
semantic categories, 7 
social prerequisites, 29 
surface features, 7 
sy”m 11 

Larynx (sound source), 14 
Length of utterance, 145 

mean (MLU), 145 
Lesson plans, 181 
Licensure, 121 
Linguistic adaptations, 57 
Locutions, 39 
Lungs, 14 

Martin-Bell syndrome, see Genetic 
disorders, Fragile X 

Measles, 78,96 
Meningitis, 78,96 
Mental retardation, 77 
Metalinguistics, 59 
Microcephaly, 79 
Microphthalmia, 79 
Misconceptions, 295 
Modifiers, 42 
Monologues, see self-talk 
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Morphology 
morpheme, 10 
morphological marker, 50,199 

Morphophonemic 
development, SO 
rules, 50 
variations, 54 

Motherese, 45,57 
Motor skiUs deficits, 99 
MLlhicllltural 

academic performance, 301 
attitudes toward communication 

disorders 
African Americans, 283 
Asian/Pa&c peoples, 288 
deaf culture, 294 
Hispanic Americans, 279 
Native Americans, 285 

bilingual English-proficient clients, 
307 

clinical services, 305 
classroom procedures, 318 

focal technique, 318 
scan technique, 318 

cohaboration strategies, 309 
interpreters and translators, 310 
questionnaires, 318 
testing, 319 

demographics 
African Americans, 280 
Asian/Pacific peoples, 286 
deaf culture, 288 
Hispanic Americans, 270 
Native Americans, 283 

inappropriate assessment 
procedures, 303 

inappropriate clinical procedures, 300 
inappropriate intervention 

procedures, 304 
language 

acquisition milestones, 306 
assessment, 275,276 

comprehensive, 314 
documentation, 323 
testing, 319 

adapted tests, 321 
bilingual, 319 
criterion-referenced 

procedures, 322 

language sampling, 322 
modified tests, 319 
standardized tests, 319 

code switching, 273,274 
competency, 306,311 

assessment, 317 
basic interpersonal 

communication skills 
(BICS), 312 

cognitive academic language 
proficiency (CALPS), 
314 

familiar language, 313 
unfamiliar language, 313 

context, 311 
cultural and social aspects 

African Americans, 280 
Asian/Pacific peoples, 286 
deaf culture, 289 
Hispanic Americans, 277 
Native Americans, 283 

dialect, 273,274 
differences, 275 
disorders, 275 

classifications, 315 
dominance, 316 
familiarity, 306,312 
interactive language 

development teaching 
(ILDT), 313 

intervention, 276,323 
pidginization, 284 
style switching, 273,274 

limited English proficient clients 
(LEP), 307 

terminology 
chauvinism, 271 
cultural degradation, 271 
cultural phualism, 271,272 
cultural pride, 271 
cultural relativism, 271,272 
culture, 270 
discrimination, 272 
ethnicity, 269 
ethnocentrism, 271 
prejudice, 271 
race, 269 
racism, 271 
stereotype, 272 
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Multiple births, 105 
Mumps, 78,96 
Mutism, elective, 102,206,214,242 

Narration, 46 
Narratives, 224 
National Student Speech-Language- 

Hearing Association (NSSLHA), 
120 

Neologisms, 107 

Object permanence, 104 
On&mechanism examination, 128,148, 

151 
Ossicles, see Ear 
Otitis media, 81,94 

PalataI insufficiency, 151 
Parallel play, 139 
Par-aphasia, 86 
Perceptual prerequisites, 26 
Perinatal infection, 79 
Perlocutions, 38 
Perseveration, 75,86,104,209 
Perseverative speech, 83 
Pharyngeal cavity, 16 
Pharynx, 16 
Phoneme, 10 
Phonology, 7,278,282,285,287 

phonological development, 146 
phonological prerequisites, 26 
phonological processes, 45,148 
phonological rules, 44 

Physiology, 13 
Pitch, 37,89 
Postnatal infection, 79 
Pragmatics, 11,45 
Pre-consonants, see Constrictions 
Prespeech development, 35 

comprehension, 39 
illocutionary stage, 38 
linguistic, 43 
locutionary stage, 39 
perlocutionary stage, 38 
Stark’s stages, 35 

Pre-vowels, see Resonants 
Primary caretaker, 57 
Prognosis 

prognostic categories, 158 

prognostic recommendations, 178 
prognostic statement, 158 

Pronoun reversal, 104 
Prosody, 7,10,27,89,133 
Proverbs, 5O,53 
Pseudo-deficits, 300 
Public Laws 

Education of the Handicapped Act 
(PL 94-W), 236 

Individuals with Disabilities 
Education Act (IDEA), or PL 
94-142,236 

Public Law 99457,237 
Part H, 237 
Section 619,236 

Race, see MuhicuIturaI terminology 
Reading, 61,224 
Recommendations, 138 
Recount, see Narration 
Referrals, 159 
Reflexive vocalizations, 35 
Reinforcement, 58 
Reinforcers, 182,183,189 

activity, 183 
communication success, 185 
primary, 183 
social, 185 

Reports 
signature lines, 160,177 

Resonants, 35 
Resonating cavities, 14 
Retinitis pigmentosa, 97 
Rubella, 78,96 

Self-Talk, 46, 198 
Semantic field analysis, 147,168,173 
Sensory-Input Deficits 

auditory processing disorder, 87 
blindness, 79,87,97 
deafness, 87 
reduced hearing, 87,88 

Services 
agreement to receive, 124 
comparison, 238 
confidentiality, 121 
family-centered, 236,238 
forms, 122 
permission to receive, 124 
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preparations for, 125 
traditional approaches, 238 

Sign language 
American Sign Language (ASL), 

221,291 
Manual English (ME), 222 
Manually Coded English (MCE), 222 
Pidgin Sign English (PSE), 222 
Seeing Essential English (SEE l), 

222 
Signing Exact English (SEE 2), 222 

Simian crease, 81,83 
Social discourse development, 45 
Speech 

discrimination, 26 
identification, 26 
mechanism 

anatomy, 13 
physiology, 13 

Speech banana, Ling’s, 218 
Speech intelligibility, 293 
Speech-sound production, 16,25,148 

articulation testing, 148 
phonological testing, 150 
unintelligible, 151 

Stark5 stages, 35 
Stereotypes, 294 
Story, see Narration 
Strabismus, 81 
Suprasegmental aspect, see Prosody 
Syllable structure analysis, 150 
Syntagmatic-paradigmatic shift, 51 
Syntax, 11,278,282,285,287 
Syphilis, 78,96 

Tactile sensory aids, 216 
Target behavior, 182 
Telecommunication devices for the deaf 

(TDDs), 290 
Telegraphic speech, 104 
Test of Language Development- 

Primary (TOLD-P), see 
Language assessment tests 

Third-party communication., 289 
Trachea, 14,lS 
Triad, 107 
Trisomy, see Chromosomal disorders 
Turner syndrome (45X0), see 

Chromosomal disorders 
Twin talk, see Cryptophasia 
‘llfympanic membrane, see Ear 
Type-token ratio (‘ITR), 146,168 

Usher’s syndrome, see Genetic 
disorders 

Velopharyngeal 
competence, 148 
incompetence, 151 
valve, 16 

Velum, 16 
Viral disease, 79 
Vocal inflection, 10 
Vocal play, 36 
Voice production, 15 

Wemicke’s area, see Brain 
Word-association skills, 51 
Writing, 61 
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