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Speech and language delay in children: a practical framework
for primary care physicians

Opening Vignette

Aaron, an 18-month-old boy, was brought by his parents
to your clinic for his 5-in-1 booster vaccination and
developmental screen. His childcare teachers had raised
concerns that he was ‘slower’ in his speech and language
development as compared to his peers. His parents reported
that he is able to use the words ‘papa’and ‘mama’specifically
but say only two other single words. He can point and use
gestures to indicate his wants. You assessed his receptive
language to be age appropriate. He has no hearing problems
or behavioural concerns suggestive of autism spectrum
disorder. In general, he has been in good health and has
no significant past medical problems of note. Your clinical
examination of him was unremarkable. Aaron’s parents
appeared anxious and were concerned that he will be at a
disadvantage as compared to his peers when he grows up.

WHAT IS SPEECH AND LANGUAGE?

Speech and language are often mistaken to be synonymous.
Speech is the articulation and production of speech
sounds within the mouth, whereas language encompasses
comprehension, processing and production of communication.
Expressive language refers to the ability to communicate and
convey meaning to others. Typically, this output is speech, but
may be in the form of signs, gestures and written language.
Receptive language refers to the ability to understand the
communication of others, and encompasses auditory and visual
skills. Apart from expressive and receptive language, other
pertinent components of language development are necessary
for children to develop effective communication. These include
joint attention, play and social-pragmatic language (which
refers to the way in which language is comprehended and
applied in a social context).

The acquisition of normal speech and language skills is a key
developmental milestone that most parents eagerly anticipate.
Naturally, there are parental concerns and anxiety when there
are deviations from parental expectations or perceived norms.
Hence, the understanding of normal patterns of speech and
language development and identification of delays is crucial
in primary care.

The prevalence of isolated speech and language delays and
disorders was estimated to be between 5% and 12% (median
6%) among children between 2 and 5 years of age in the United
States.!"! Preschool children with untreated speech and language

delay may be at a higher risk of learning disabilities. This may
be exhibited in the form of diminished reading skills in grade
school, poor verbal and spelling skills, behaviour problems
and impaired psychosocial adjustment.!!! Consequently, this
may constitute an overall academic underachievement™ and
may eventually lead to an impact on employment and even
mental health.*! As such, early identification of delays through
developmental surveillance and screening, followed by prompt
evaluation and intervention, is critical.

HOW RELEVANT IS THIS TO MY PRACTICE?

A local study on the profiles and outcomes of children who
were referred to KK Women’s and Children’s Hospital
Department of Child Development between 2003 and 2004
noted that the most common presenting concern was speech
and language delay, and more than half the cohort was
recommended for speech and language therapy after review
by the paediatrician. Most of the children were around
24 years of age, consistent with the time at which speech
and language delays may begin to appear more evident due
to their impact on communication and social interaction.¥
In Singapore, structured childhood developmental screening
is conducted at regular intervals in the primary care setting
for all children aged 4 weeks to around 4—6 years. As part of
preventive care, the primary care physician is also encouraged
to use every encounter as an opportunity for developmental
surveillance. Moreover, many children of this age group may
not be enrolled in any formal education system, placing the
primary care physician in a central role in identifying delays.
Therefore, it is essential for them to have the knowledge and
skills to assess speech and language appropriately and to
provide appropriate counselling to caregivers on any issues
identified.

WHAT ARE THE NORMAL DEVELOPMENTAL
MILESTONES?

Development of speech and language arises from a complex
interplay between genetic factors and environmental
stimulation. In the first year of life, infants develop significant
foundations that underpin speech and language development,
and much of the language that they acquire is through listening
and interacting with people around them. Within the first
3 years of life, children understand a lot more than they can
express. Normal speech progresses through stages of cooing,
babbling, words and forming different combinations of words.
In language development, children go through stages of
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understanding and expressing more complex concepts. Table 1
describes the normal developmental milestones for speech and
language in children.™

WHAT CAUSES SPEECH AND LANGUAGE DELAY?

There is a range of acquisition of normal language milestones,
and a delay may be detected if the development falls outside
of what is expected. A delay can be significant, especially if
it persists into school age, limits communication and learning
and/or impairs social development. Speech and language delay
may be idiopathic or may occur as a facet of an underlying
medical condition or a social-environmental problem.
Examples of these causes are listed in Box 1.5

Decreased hearing acuity, whether bilateral or unilateral, can
significantly impact speech and language development in early
childhood. The earlier hearing loss occurs in a child’s life, the
bigger the impact on the child’s development. When the problem
is identified as early as possible, this negative impact can be
reduced. Hence, the Joint Committee on Infant Hearing endorses
early detection of hearing loss and intervention for infants
with hearing loss and recommends that infants confirmed to
have hearing loss should receive appropriate interventions
by 6 months of age.l It is crucial to note that hearing loss

may be progressive, and hence, may not be identified upon
newborn screening. In addition, hearing loss may be acquired
due to causes such as persistent otitis media with effusion,
bacterial meningitis, exposure to ototoxic medications or severe
hyperbilirubinaemia. As such, primary care physicians must be
vigilant to identify parental concerns; children suspected to have
hearing impairment and/or significant speech and language delay
should be referred for a formal hearing assessment.

It is also pertinent to look out for features of autism spectrum
disorder (ASD) in children who present with speech and
language delay. Although most significant delays will be noted
in language and social-emotional domains, delays may also
be present in other domains of development. Caregivers may
raise associated behavioural concerns that involve problems
with social-emotional reciprocity, non-verbal communication
and difficulty developing, maintaining and understanding
relationships.” For example, children with ASD often have
difficulty maintaining eye contact and using gestures to
express their intentions. They may appear socially insensitive
and are often focused on their own topics of interest, rather
than the interests of others. Other features include repetitive
and stereotypic motor movements, need for sameness and
routines, fixed interests of abnormal intensity or focus, as well

Table 1. Receptive and expressive language milestones.

Milestone type Skill Mean age (mth) Normal range (mth)

Receptive Alerts to sound Newborn N/A
Orients to sound/turns to voice 4 3-6
Responds to name 4 4-9
Understands ‘no’ 10 9-18
Follows one-step command with gesture 12 10-16
Follows one-step command without gesture 15 12-20
Points to several body parts 18 12-24
Follows two-step command with gesture 24 22-30
Understands basic spatial terms (e.g. in, on, under) 28 27-30
Follows three-step, unrelated directions 34 33-36

Expressive Cooing (vowel sounds) 3 1-4
Laughs 4 3-6
Babbling (consonants added to vowel sounds) 6 5-9
Dada/mama non-specifically 8 6-10
Dada/mama specifically 10 9-14
3-5-word vocabulary 12 -
Immature jargoning (i.e. gibberish with inflection) 13 10-18
Mature jargoning (i.e. gibberish with the occasional word) 18 16-24
10-25-word vocabulary 18 -
=50-word vocabulary (50-300 words) 24 (minimum) -
Two-word phrases 24 20-30
Uses pronouns indiscriminately 24 22-30
States first name 34 30-40
Uses pronouns appropriately (i.e. I, you, we, me, they) 36 30-42
>200-word vocabulary (200-1000 words) 3 years -
75% of speech intelligible to strangers 3 years -
Three-word sentences 3 years -
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as increased or decreased reactivity to sensory input.[”? For
example, they may often have an obsession for sameness in
household routines and be resistant to change. Children with
ASD may also develop strong interests in certain topics such
as letters and numbers. Though some may be able to read as
carly as 2 years of age, they have difficulties in communicating
with others and understanding what they read. These features,
where present, should prompt primary care physicians to refer
the child to a developmental paediatrician.

Environmental deprivation may also be a contributing factor to
speech and language delay. This includes less-than-desirable
circumstances such as poverty, parents with limited knowledge
of child development, victims of child neglect or abuse, and
lack of warm and nurturing parent—child interactions.

WHEN SHOULD | REFER TO A SPECIALIST?

The prognosis for children with speech and language delays
depends on the nature and severity of the underlying cause,
and the supports and interventions they received. Children
identified to have speech and language delays in the context
of global developmental delay, cognitive delay or ASD should
be referred promptly to the appropriate medical or allied health
professionals for evaluation and early intervention services.

‘Red flags’ are noted at ages where 90% of typically developing
children have achieved a developmental milestone. A useful
resource would be the developmental checklist in the health
booklet, which is based on the Denver Developmental Screening
Test-Singapore (DDST-Singapore).!® This is currently the only
tool that is standardised for the local population. The cut-offs
on DDST-Singapore indicate 90" percentile norms of the
population at the stated age (an item would be scored as ‘Delay’
when a child older than the 90" percentile passing age failed
the item). Importantly, red flags [Box 1] may point towards an
underlying cause of the child’s speech and language delay.t
Knowing these can guide the primary care physician to initiate
prompt and appropriate referrals to medical or allied health
professionals in the tertiary institutions.

WHAT CAN 1 DO IN MY PRACTICE?

Early identification and appropriate management of
developmental delays are essential and can positively alter
the child’s developmental trajectory.””’ Parental concerns
about developmental delays (be it perceived or true delays)
should be addressed and promptly acted upon. Among all the
developmental domains, speech and/or language concerns
make up the most common presenting concern of parents,
both locally and globally. This may be a result of concerns
raised by childcare or preschool teachers and may arise from
parents’ own observation of their children and comparison
with other children, including the child’s siblings. Although it
is pertinent for primary care physicians to be able to identify
delays and make appropriate referrals where warranted, it is

Box 1. Causes of delayed speech and language
development and red flags.®

Causes of delayed speech and language development
1. Hearing impairment
2. Perinatal risk factors resulting in hearing impairment
3. Disorders of central nervous system processing:
() Global developmental delay
(b) Intellectual disability
(c) Autism spectrum disorder
4. Developmental language disorders
5. Disorders of speech production:
(a) Articulation disorder
(b) Dysarthria
(c) Verbal apraxia
6. Presence of anatomic abnormalities (e.g. cleft lip, cleft palate)
7. Environmental deprivation
Red flags in speech and language development
1. Inconsistent or lack of response to auditory stimuli at any age
Regression in language or social skills at any age
No babbling by age 9 months
No pointing or gesturing by age 12 months
No intelligible single words by age 16 months
No joint attention (i.e. following the eye gaze of others) by age 15 months
No two-word spontaneous phrases by age 24 months

Inability to respond to simple directions or commands (e.g. ‘sit down’,
‘come here’) by age 24 months

9. Speech predominantly unintelligible at age 36 months
10. Hypernasality at any age
11. Inappropriate vocal quality, pitch or intensity at any age

O NSOk wN

equally important for them to provide reassurance and allay
parental anxiety in the absence of red flags.

Educating parents to make use of the health booklet’s
developmental checklist is key as a first step towards early
identification.!'”? Apart from early identification, parents may
also be taught to use the checklist as a guide to work towards
the next milestone. Through developmental surveillance,
parents must be encouraged to raise any concerns during each
well-child visit.

As highlighted earlier, red flags identified through developmental
surveillance and developmental screening should prompt an
early specialist review. Some children may have a mild speech
and/or language delay (but still remain within the 90" percentile
based on DDST-Singapore). In such cases, in the absence of
red flags and with a normal clinical examination, parents can be
counselled on the acceptable norm and appropriate stimulation
activities [Box 2].1'""2 Together, the primary care physician and
parents can work on an action plan [Box 3] and decide on goals
which can be reviewed at the next follow-up visit. Figure 1
illustrates a framework for this process.!'”

Concerns with speech and language delay inevitably lead to
parental anxiety, and these must be adequately addressed. In
cases where a referral is indicated, parents can still be counselled
on appropriate stimulation activities. In such situations, the
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Figure 1: A framework for management of speech and language delay in the primary care setting.['!

Box 2. General strategies for speech and language
development.['12

1. When your child starts an interaction through talking, gesture or
behaviour, respond to it. Assume your child is talking back to you even if
he/she makes sounds, babbles or simply paying attention to you.

2. Pause and give your child the opportunity to initiate or take his/her turn in
the interaction.

3. Repeat what your child has said and expand on them. For example, if your
child says ‘car’, you can say ‘blue car’ or ‘Daddy is in the car’.

4. Use opportunities in the daily routines. For example, teach body parts
during bath time, teach colours/quantity of food during meals.

5. Talk about things as they happen (e.g. when you change your child, watch
television, go to a shop) or whatever your child is interested in.

6. Expose your child to lots of different words in lots of different
contexts (e.g. this is your cup, this is mummy’s cup, mummy’s cup is
big, your cup is small).

7. Give choices (e.g. ‘Do you want to wear shoes or sandals?’).

8. Read and share books with your child from birth. Talk about the
pictures and point to the words as you read them. Make it a daily
routine if you can.

9. Sing songs and nursery rhymes, paired with actions as much as possible.

Box 3. Parental counselling: a proposed action plan.

1. Educate

(a) Inform parents about normal speech and language development.

(b) Emphasise the potential red flags to look out for.

(c) Share on communication skills, which form the foundation for learning,
play, social interaction and building relationships with others.

2. Empower and equip

(a) Equip parents with general strategies to promote speech and language
development and communication.

(b) Identify specific issue for the child, that is, receptive/expressive language
or speech, and tailor advice towards it.

(c) Introduce stimulation activities and learning games.

3. Encourage exposure

(a) Work on the milestone that the child had not been able to achieve.

(b) Work towards the next milestone based on the Denver developmental
screening test.

4. Evaluate

(a) Arrange for follow-up visit in 3 months to review progress.

(b) Counsel parents that the child may need a specialist referral if there are red flags
or if concerns of speech and language delay persist despite exposure.

primary care physician should also counsel the parents on the
potential evaluation and intervention that may take place in
the tertiary setting. For example, this would usually include a
hearing assessment and review by a general paediatrician and a
speech and language therapist. In certain cases, a direct referral
to a developmental paediatrician may be necessary.

In Singapore, many families speak more than one language at
home. Evidence indicates that bilingualism does not result in
language delays, but is associated with increased cognitive control
such as improved executive function skills and mental flexibility.['!
The home language should be preserved wherever possible; an
option would be the one person—one language model, where each
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parent is encouraged to use his or her own language with their
child. This enables parents to connect with their children in their
own native language and allows the child to hear and speak both
languages too. When there are significant concerns of speech and
language delay in a bilingual child, a specialist referral should be
made. Each family is unique. Hence, a case-by-case approach is
frequently taken, with consideration given to the family setup as
well as the caregivers’ degree of confidence and proficiency in the
spoken languages.

Last but not least, primary care physicians should actively
reinforce recommendations on the use of digital media in
early childhood. Studies show associations between excessive
screen time in early childhood and cognitive, language and
social-emotional delays that are likely secondary to reduced
opportunities for parent—child interaction. As per the latest
American Academy of Pediatrics guidelines,!”! children below
18 months of age should avoid use of screen media other than
video chatting. For those between aged 18 months and 2 years,
any media should be of high quality, and parents should watch
these programmes with their children to help them understand
the content. For children aged 2—5 years, screen usage should
be limited to an hour of high-quality programmes per day, with
adult supervision. In the primary care setting, it is also crucial
to promote healthy habits within families with regard to the
use of digital media.l') Some examples include the following:
1. Avoid the use of digital media for both parents and children
during mealtimes, before bedtime and during parent—child
playtime.
2. Avoid the use of digital media as the only means of calming
children down.
3. Switch off televisions and other devices when not in use.

Most importantly, digital media must not replace parent—child
interaction. Caregivers should take every opportunity to
interact, connect and communicate with their children.

TAKE HOME MESSAGES

1. Speech is the verbal production of language, whereas
language encompasses the understanding, processing and
production of communication.

2. Speech and language delay may be idiopathic or may
occur as a facet of an underlying medical condition or a
social-environmental problem.

3. Primary care physicians play a crucial role in early
identification of speech and language delay, and specialist
referrals should be initiated when red flags are present.

4. Ininstances where speech and language delay is mild with
no red flags, the primary care physician should provide
reassurance, discuss an action plan and monitor the child’s
progress.

5. Parental counselling on the anticipated evaluation and
intervention should be provided when specialist referrals
are warranted.

6. Primary care physicians should actively counsel caregivers
on the use of stimulation activities and strategies to promote
speech and language development for their children.

Closing Vignette

You performed a full developmental assessment for Aaron.
Aside from mild expressive language delay, you assessed that
the rest of his developmental domains were age appropriate.
Aaron had been meeting all his developmental milestones
during the previous touchpoints of developmental screening.
No red flags were identified thus far. You reassured his parents
and allayed their anxiety. You educated them on normal
speech and language development and the red flags they
should look out for. Together with them, you worked on an
action plan and provided them with strategies to improve
Aaron s language and communication skills. You arranged a
follow-up visit in 3 months to review his speech and language
development.
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Question

True False

XN

9.

12.
13.

14.

15.
16.
17.
18.

Speech and language concerns are the most common presenting developmental concerns from parents.
The use of signs and gesturing for communication is a form of expressive language.
Preschool children with untreated speech and language delay may be at higher risk of behavioural problems.

Speech and language development arises only from environmental stimulation.

Within the first 3 years of life, children express a lot more than they can understand.
Speech and language delay may occur as part of an underlying medical condition or social-environmental problem.

Unilateral hearing impairment can significantly affect speech development.
Infants with hearing loss should receive early intervention by 2 years of age.

A normal newborn hearing screen indicates that speech and language delay is not secondary to hearing impairment.
10. Autism spectrum disorder presents with delays in language and social domains only.
11. A social history should be taken for children with speech and language delays as environmental deprivation can be a

contributing factor.

Children identified to have global developmental delay should be immediately referred for specialist review.

Children unable to achieve a milestone that 90% of the population at the stated age can achieve should be followed up
again in 3 months for review and referred for specialist evaluation if the delay persists.

In cases where children are referred to a specialist for further evaluation of speech and language delay, parents should be
advised to await specialist review before attempting stimulation activities at home.

Following commands is a form of receptive language development.

The average age range for children to respond to their name is 9-12 months.

The development of appropriate use of pronouns occurs at a mean age of 3 years.

The average age range for children to say their first name is 30-40 months.

19. Inconsistent or lack of response to auditory stimuli is a red flag at age 6 months and above.

20. No babbling by age 6 months is a red flag in speech and language development.
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