Jemds.com Original Research Article

ASSESSMENT OF SPEECH AND LANGUAGE DELAY AMONG 0 - 3 YEAR OLD CHILDREN USING
LANGUAGE EVALUATION SCALE, TRIVANDRUM

Swapna K. Pillail, Veena Anand?, Sreedevi Babu3

1Assistant Professor, Department of Paediatrics, Sree Gokulam Medical College, Venjarammoodu, Thiruvananthapuram.
2Assistant Professor, Department of Paediatrics, Sree Gokulam Medical College, Venjarammoodu, Thiruvananthapuram.
3Professor, Department of Paediatrics, Sree Gokulam Medical College, Venjarammoodu, Thiruvananthapuram.

ABSTRACT

BACKGROUND
Communication! is vital for both biological and social existence. Speech and language is a complex brain function. Language? refers
to the entire system of expressing and receiving information in a way that is meaningful and includes verbal, non-verbal and written
forms, while speech is the audible manifestation of language and includes physical movement of lips, tongue and cords to produce
sounds. Delay3 in acquiring language development is often an early and most sensitive indicator of intellectual disability, pervasive
developmental disorder and specific learning disorders. Abnormalities in speech and language should be detected during the early
stages of life itself, so that early intervention could be instituted. The critical period for speech development is till 3 years of age.
Children* with speech and language delays develop speech or language in the correct sequence but at a slower rate than expected,
whereas children with speech and language? disorders develop speech and language that is qualitatively different from typical
development. Differentiating® between delays and disorders can be complicated. For this it is important to have sensitive® screening
tests, which can detect subtle developmental abnormalities. Such tools should be simple so that they can be administered even by
health workers after sufficient training and this practice should be implemented even at the primary health care level. Early
intervention is very important to improve the final outcome. Tools like LEST are very important in this respect. Both receptive and
expressive aspects of speech can be analysed using this tool. Speech assessment? should be made an integral part of the development
assessment programmes. Paediatricians, health professionals and parents should be made aware of speech evaluation and its
importance.

The aim of this study was to assess the prevalence of speech and language delay among 0 - 3 year old children and its association
with antenatal and natal risk factors.

MATERIALS AND METHODS

Type of Study- Descriptive study.

Reference Population- Children in the age group of 0 - 3 years in Thiruvananthapuram district.

Source Population- Children attending the well-baby clinic in Sree Gokulam Medical College who were willing to participate in the
study.

Study Sample and Sample Size

Inclusion Criteria- 200 children in the age group of 0 - 3 years attending the well-baby clinic and willing to participate in the study.
Exclusion Criteria- Children with physical abnormalities, hearing loss or previously diagnosed developmental problems.

RESULTS
Of the 200 children studied, 22 had language delay (11%). Maximum one item delay was in the 19 - 24 months’ age group (50%);
two or more item delay was maximum seen in 13 - 18 months’ age group (35.7%) and 19 - 24 months’ age group (28.5%).

CONCLUSION
The prevalence of language developmental delay is 11%. There is no significant association between antenatal, natal or post-natal
risk factors and language delay from this study.
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MATERIALS AND METHODS

Type of Study

Descriptive Study

Reference Population

Children in the age group 0 - 3 years in Thiruvananthapuram
district.

Source Population
Children attending the well-baby clinic in Sree Gokulam
Medical College who were willing to participate in the study.

Study Sample and Sample Size

Inclusion Criteria

200 children in the age group 0 - 3 years attending the well-
baby clinic and willing to participate in the study.

Exclusion Criteria
Children with physical abnormalities, hearing loss or
previously diagnosed developmental problems.

Tools
Language evaluation scale for 0 - 3 years, risk factor
assessment questionnaire, bell, rattle, toys, pictures.

Data Collection

200 children who came to the well-baby clinic were screened
using Language evaluation screening test (0 - 3 years), which
contains 33 items after obtaining permission from parents.
Credits were awarded if the child passes each item correctly.
The mothers were also interviewed. Response to certain items
were recorded as reported by the mother. If the child did not
cooperate, the child was asked to come for a second session.
All the tests were administered by a single observer. Based on
this the children were classified into normal (no delay), those
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with one delay and those with 2 or more delays. The total
prevalence of language delay was calculated. The mothers
were also administered the risk factor assessment
questionnaire to assess the risk factors for language delay. The
association between different parameters in the risk factor
assessment questionnaire and language delay was studied
using chi-square test.

Outcome Variables

The outcome variables of LEST are,
1. Normal: All items done.

2. One item not done.

3.  Two or more items not done.

RESULTS
This study was done among 200 children attending well-baby
clinic in Sree Gokulam Medical College, Thiruvananthapuram.

Age in Months Male Female Total

1-6 23 17 40

7-12 44 23 67

13-18 17 15 32

19-24 15 15 30

25-30 9 7 16

31-36 12 3 15

Total 120 80 200

Table 1. Distribution of Children
according to Age in Months

Out of the 200 children, 120 were males and 80 were
females.
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Figure 1. Distribution of Language Delay in Males in different Age Groups

6 children had 1 delay (5%) and 7 children had 2 or more delays (5.8%); 107 children were normal; 1 delay was maximum seen
in children in the age group 19 - 24 months, while 2 or more delays were seen in 1 - 6 months, 19 - 24 months and 25 - 30 months.

Total delay in males was 10.3%.
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Figure 2. Distribution of Language
Delay in Females in different Age Groups

Out of the 80 female children, 2 had 1 item delay (2.4%)
and 7 had 2 or more items delay (8.8%); 1 item delay was seen
in 1 - 6 months’ age group and 25 - 30 months’ age group; 2 or
more items delay was seen maximum in 13 - 18 months’ age
group and 19 - 24 months’ age group. Total delay in females
was 11.2%. There was no significant difference in delay
between males and females.
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Figure 3. Total Distribution of Language
Delay in different Age Groups

Of the 200 children studied, 22 had language delay (11%).
Maximum 1 item delay was in the 19 - 24 months’ age group
(50%); 2 or more item delay was maximum seen in 13 - 18
months’ age group (35.7%) and 19 - 24 months’ age group
(28.5%).
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Figure 4. Figure showing Relation
between Age and Language Delay

Birth 2or
Weightin | Normal 1 Delay More Total
KG Delays
<=2.5 26 1 1 28
26-3 82 3 9 94
3.1-3.5 54 4 4 62
>3.5 16 0 0 16
Total 178 8 14 200
Table 2. Table showing Relation
between Birth Weight and Language Delay
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Of the 8 children with 1 item delay, 4 were with birth
weight 3 - 3.5 (50%) and 3 had birth weight of 2.6 - 3.0 kg
(37%). Of the 14 children with 2 or more item delay, 9 had a
birth weight of 2.6 - 3 kg (64%) and 4 had birth weight of 3.1 -
3.5 kg (28%). Of all the children with delay, maximum delay
was seen in children with birth weight of 2.6 - 3 kg.

]')rz’lli):e(:; Normal | 1Delay 2 ](;:;l]\: }(,)Sre Total
Normal 120 6 9 135
Caesarean
and Assisted 58 2 > 65
Total 178 8 14 200
Table 3. Table showing relation between
Type of Delivery and Language Delay

Of the 200 children, 120 were born by normal delivery and
58 were born by CS. Of the 135 children born by normal
delivery, 15 had language delay (11.1%). Of the 58 children
born by CS, 7 had language delay (12.1%). There was no
significant difference in delay between children born by
normal delivery and CS with a p value of .94 by chi-square
testing.
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Figure 5. Figure showing the Relation
between Antenatal Risk Factors and Language Delay

Of the 200 children, 42 children had antenatal risk factors
and 158 children had no risk factors. Among the 22 children
with delay 7 had risk factors (31.8%), while 15 had no risk
factors (68%). There was no significant association between
antenatal risk factors and developmental delay with a p value
of .187 by chi-square testing.

DISCUSSION

Of the 200 children studied, 22 had language delay (11%).
Maximum 1 item delay was in the 19 - 24 months’ age group
(50%); 2 or more item delay was maximum seen in 13 - 18
months’ age group (35.7%) and 19 - 24 months’ age group
(28.5%). This is higher than Stevenson and Richman (1976),
who obtained a prevalence of 6% for language delay and
Tomblin et al (1997) who obtained 7.4% delay.

5% male children had 1 item delay (5%) and 5.8% male
children had 2 or more items delay; 1 delay was maximum
seen in children in the age group 19 - 24 months in males,
while 2 or more delays were seen in 1 - 6 months, 19 - 24
months and 25 - 30 months. Total delay in males was 10.8%.

Out of the 80 female children, 2.4% had 1 item delay and
8.8% had 2 or more items delay; 1 item delay was seenin1 -6
months’ age group and 25 - 30 months’ age group; 2 or more
items delay was seen maximum in 13 - 18 months’ age group
and 19 - 24 months’ age group. Total delay in females was
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11.2%. There was no significant difference in delay between
males and females.

Prevalence of speech delay only ranges from 2.3 to 24.6%.
Kirkpatrick and Ward? (1984) identified 4.6% prevalence,
while Beitchman et al (1986) got a prevalence rate of 6.4%. In
contrast, Tuomi and Ivanov (1977) adopted a criteria of 1 year
behind chronological age and reported 24.6% in kindergarten
children, although this fell to 16.5% by Grade 1. These figures
are relatively high and probably reflect the relatively liberal
definition of what constitutes a case including children with
poor ‘stimulability.” Here children’s speech is reported in
absolute rather than developmental terms. For the age group
of 3 - 4 years in the study done by James et al, the speech
and/or language delay was 5%. In our study, it was 11% which
was higher. For the age group of 5 - 6 years, in the study by
Beitchman etal the speech and/or language delay was 11.78%.
In another study by Stevenson et al, it was 6.8%. In the present
study, the speech delay was 11% which can be compared to
the study done by Beithchman et al.

Stevenson and Richman!3 1976, Rescorla et al 1993
studies receptive and expressive delay, while Silval4 et al
(1983) seek to identify expressive delay in the absence of
delay in receptive language. Silval* et al 1983, Wong et al
estimate prevalence as between 2% and 3%, which remains
constant across the age range. To1516 classify children in this
way it is necessary to use standardised procedures that tease
apart expressive and receptive skills. Of all the children with
delay, maximum delay is seen in children with birth weight of
2.6 - 3 kg. There is no significant relation between birth weight
and delayed skills. The figures reported by Stevenson and
Richman, and Silva range from 2.34% to 4.27% over the age
range of 3 - 7 years).

There was no significant association between antenatal
risk factors and developmental delay with a p value of .187 by
chi-square testing. Of all the children with delay, maximum
delay is seen in children with birth weight of 2.6 - 3 kg. There
is no significant relation between birth weight and delay.

There is no significant difference in delay between
children born by normal delivery and CS with a p value of .94
by chi-square testing.

Recommendations

The prevalence of 11% speech and language delay in the
normal children enlightens the need for early screening
programs. Because communication is central to personal
development, social interaction and learning ability of child,
delay in the language and speech development should be
identified as early as possible. LEST should be used by
paediatricians and health workers during routine visits of the
child for early screening.

CONCLUSION

1. The prevalence of language developmental delay is 11%.

2. The prevalence of 1 item delay alone is 36.36%.

3. The prevalence of 2 or more items delay is 63.63%; 89%
children has normal development.

4. One delay is maximum seen in children in the age group
19 - 24 months.

5. There is no significant difference in delay between males
and females.
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Maximum delay is seen in children with birth weight 2.6 -
3 kg with no significant relation to low birth weight.
There is no significant association between antenatal,
natal or post-natal risk factors and language delay from
this study.
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