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PREFACE
WHY THE EARLY INTERVENTION PROGRAM IS DEVELOPING
CLINICAL PRACTICE GUIDELINES
In 1996, a multiyear effort was initiated by the New York State Department
of Health (NYSDOH) to develop clinical practice guidelines to support the
efforts of the statewide Early Intervention Program. As lead agency for the
Early Intervention Program in New York State, the NYSDOH is committed
to ensuring that the Early Intervention Program provides consistent, highquality, cost-effective, and appropriate early intervention services that result
in measurable outcomes for eligible children and their families.
The guidelines are not standards nor are they policies. The guidelines are a
tool to help ensure that infants and young children with disabilities receive
early intervention services consistent with their individual needs and
resources, priorities, and concerns of their families.
The guidelines are intended to help families, service providers, and public
officials make informed choices about early intervention services by offering
recommendations based on scientific evidence and expert clinical opinion on
effective practices.
The impact of clinical practice guidelines for the Early Intervention Program
will depend on their credibility with families, service providers, and public
officials. To ensure a credible product, the NYSDOH elected to use an
evidence-based, multidisciplinary consensus panel approach. The
methodology used for this guideline was established by the Agency for
Health Care Policy and Research (AHCPR). This methodology was selected
because it is an effective, scientific, and well-tested approach to guideline
development.
The NYSDOH has worked closely with the NYS Early Intervention
Coordinating Council throughout the guideline development process. A
state-level steering committee comprised of early intervention officials,
representatives of service providers, and parents was also established to
advise the NYSDOH regarding this initiative. A national advisory group of
experts in early intervention has been available to the NYSDOH to review
and to provide feedback on the methodology and the guideline. Their efforts
have been crucial to the successful development of this guideline.
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CLINICAL PRACTICE GUIDELINE

QUICK REFERENCE GUIDE
FOR PARENTS AND PROFESSIONALS

COMMUNICATION
DISORDERS
ASSESSMENT AND INTERVENTION
FOR

YOUNG CHILDREN (AGE 0-3 YEARS)

This Quick Reference Guide provides only summary information.
For the full text of the recommendations and a summary of the
evidence supporting the recommendations, see Clinical Practice
Guideline: Report of the Recommendations.

QUICK REFERENCE GUIDE

INTRODUCTION
The guideline recommendations
suggest “best practices,”
not policy or regulation
♦ The guideline is not a required
standard of practice for the
Early Intervention Program
administered by the State of
New York.

The Clinical Practice Guideline on
which this Quick Reference Guide
is based was developed by a
multidisciplinary panel of
clinicians and parents. The
development of guidelines for the
Early Intervention Program (EIP)
was sponsored by the New York
State Department of Health as a
part of its mission to make a
positive contribution to the quality
of care for children with
disabilities.

♦ This guideline document is a
tool to help providers and
families make informed
decisions.
♦ Providers and families are
encouraged to use this
guideline, recognizing that the
care provided should always be
tailored to the individual child
and family. The decision to
follow any particular
recommendations should be
made by the provider and the
family based on the
circumstances presented by
individual children and their
families.

The guideline is intended to
provide parents, professionals, and
others with recommendations
based on the best scientific
evidence available about “best
practices” for assessment and
intervention for young children
with communication disorders.
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SCOPE OF THE GUIDELINE
This clinical practice guideline provides recommendations about best
practices for assessment and intervention for communication disorders in
young children.

PRIMARY FOCUS OF THE GUIDELINE
The primary focus of the recommendations in this guideline is:
♦ Communication disorders in children under 3 years of age
The primary focus of the guideline is children from birth to 3 years old.
However, age 3 is not an absolute cutoff, since many of the
recommendations in this guideline may be applicable to somewhat older
children.
♦ Communication disorders that are primarily speech and language
problems
While there are many aspects to communication, the primary focus of this
guideline is communication problems related to speech and language.
♦ Communication disorders that are not the result of hearing loss or other
specific developmental disorders
Communication disorders are sometimes the result of hearing loss or
other developmental disorders. The identification of children with these
problems is covered in a limited fashion in the guideline. The in-depth
assessment and intervention for these problems is not a primary focus of
the guideline.
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DEFINITION OF COMMUNICATION DISORDER
As defined by the American Speech-Language-Hearing Association
(ASHA), a communication disorder is:
“An impairment in the ability to receive, send, process, and
comprehend concepts or verbal, nonverbal, and graphic symbol
systems. A communication disorder may be evident in the processes
of hearing, language, and/or speech. A communication disorder may
range in severity from mild to profound. It may be developmental or
acquired. Individuals may demonstrate one or any combination of
the three aspects of communication disorders. A communication
disorder may result in a primary disability or it may be secondary to
other disabilities” (ASHA, 1993).

Operational Definition
The ASHA definition above includes children with a delay or
disorder in speech, language, and/or hearing.
In this guideline, the term “communication disorders” is
used to refer primarily to speech and language problems.
Although hearing disorders may result in a communication
disorder in young children, assessment and intervention for
hearing problems are not the primary focus of this guideline.
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WHY THE GUIDELINE WAS DEVELOPED
THE

I MP O R T A N C E O F U SI N G S CI E N TI FI C E VI D E NCE TO H EL P
SH A P E C LI NI C A L P R A C T I C E

Every professional discipline today
is being called upon to document
its effectiveness. Current questions
often asked of professionals are:

Evidence-based clinical practice
guidelines are intended to help
professionals, parents, and others
learn what scientific evidence
exists about the effectiveness of
specific clinical methods. This
information can be used as the
basis for informed decisions.

♦ “How do we know if current
professional practices are
effective in bringing about the
desired results?”

This guideline represents the
panel’s attempt to interpret the
available scientific evidence in a
systematic and unbiased fashion
and to use this interpretation as the
basis for developing guideline
recommendations. It is hoped that
by this process, the guideline
offers a set of recommendations
that reflects current best practices
and will lead to the best results for
children with developmental
problems.

♦ “Are there other approaches, or
modifications of existing
approaches, that might produce
better results or similar
outcomes at less cost?”
The difficulty in answering these
questions is that many times the
methods used in current
professional practice have not been
studied extensively or rigorously.
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HOW THE GUIDELINE WAS DEVELOPED
This guideline was developed
using standard research methods
for evidence-based guidelines. The
process involved establishing
specific criteria for acceptable
evidence and reviewing the
scientific literature to find such
evidence. Relatively rigorous
criteria were used to select studies
that would provide adequate
evidence about the effectiveness of
assessment and intervention
methods of interest.

generalizations were made from
evidence found in the studies of
somewhat older children.
In the full-text versions of this
guideline, each recommendation is
followed by a “strength of
evidence” rating indicating the
amount, general quality, and
clinical applicability (to the
guideline topic) of the evidence
that was used as the basis for the
recommendation.

Studies meeting these criteria for
evidence were then used as the
primary basis for developing the
recommendations. In addition,
there were numerous articles in the
scientific literature that did not
meet the evidence criteria yet still
contained information that may be
useful in clinical practice. In many
cases, information from these other
articles and studies was also used
by the panel but was not given as
much weight in making the
guideline recommendations.

For more information about the
process used to develop the
guideline recommendations as well
as a summary of the evidence that
supports them, see Clinical
Practice Guideline: Report of the
Recommendations.
A full description of the
methodology, the
recommendations, and the
supporting evidence can be found
in Clinical Practice Guideline:
The Technical Report.

When no studies were found that
focused on children in the target
age group (from birth to age 3),
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WHERE CAN I GET MORE
INFORMATION?

GUIDELINE VERSIONS
There are three versions of this
clinical practice guideline
published by the Department of
Health. The versions differ in their
length and level of detail in
describing the methods and the
evidence that supports the
recommendations.

There are many ways to learn
more about communication
disorders. Several resources are
listed in the back of this booklet.
In providing this list of resources,
we caution families and
professionals that the information
provided by these resources has
not been specifically reviewed by
the guideline panel.

Technical Report
♦ full text of all the
recommendations

Caution is advised when
considering assessment or
treatment options that have
not been studied using a good
scientific research
methodology.

♦ background information
♦ full report of the research
process and the evidence
reviewed
Report of the Recommendations
♦ full text of all the
recommendations

It is important to consider
whether or not there is good
scientific evidence that the
approach being considered is
effective for young children
with communication
disorders.

♦ background information
♦ summary of the supporting
evidence
Quick Reference Guide
♦ summary of major
recommendations
♦ summary of background
information
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BACKGROUND: UNDERSTANDING
COMMUNICATION DISORDERS
Although language and speech are
sometimes thought of as the same
thing, they are, in fact, different.

What Is Communication?
Communication is the process
used to exchange information with
others and includes the ability to
produce and understand messages.
Communication includes the
transmission of all types of
messages, including information
related to needs, feelings, desires,
perception, ideas, and knowledge.

♦ Language is a system of
communication using symbols
within a specific set of rules
involving a set of small units
(such as syllables or words)
that can be combined to
produce larger language forms
(phrases and sentences).

There are many forms of
communication, including:

♦ Speech is the method of verbal
language communication that
involves the oral production
and articulation of words.

♦ Nonlinguistic (gestures, body
posture, facial expression, eye
contact, head and body
movement, and physical
distance)

An important aspect of
communication includes the giveand-take interaction of the young
child with others. The way in
which the child communicates
varies with the child’s age and
developmental status.

♦ Verbal (communication using
words, such as speaking,
writing, or sign language)
♦ Paralinguistic (use of tone of
voice, emphasis of words,
change of inflection, etc., as
part of verbal expression)
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There is a systematic progression
of vocal and language
development that characterizes the
first 2 years of life. During the
second year of life, a child’s
comprehension and production
abilities expand rapidly. By 3
years of age, most children have
acquired the basics of language.

What Is Typical
Communication Development?
Communicative behaviors begin at
birth and evolve over time.
Children enter the world with a
limited but meaningful set of
behaviors that serve as
communication signals to parents
and caregivers.
Young children usually
demonstrate many kinds of
nonverbal gestures and social
routines before the onset of first
words. The production and use of
words emerge later in the child’s
development.

Communication is important
for all aspects of a child’s
development, and the quality
of the child’s communication
development has a long-term
impact on learning and on the
child’s ability to interact with
others.

As children move into the
“intentional language” stage,
language comprehension (what the
child understands) and language
production processes become
evident. Typically in young
children, the ability to understand
language develops before the
ability to speak or produce
language.
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♦ Phonology: the sounds of
language (consonants and
vowels) and rules for
combining sounds to form
words

What Is a
Communication Disorder?
Young children with a
communication disorder may have
problems with communication
development in one or more of the
following areas:

♦ Pragmatics: the practical use of
language (such as the use of
language in conversation)
including implicit and explicit
communicative intent,
nonverbal communication, and
social aspects of
communication

♦ Articulation: the movements of
the mouth, tongue, and jaw
involved in the production of
speech sounds
♦ Fluency: the overall flow or
rhythm of speech production

♦ Semantics: the meaning of
words and the meaningful use
of words in phrases or sentence
contexts

♦ Language Comprehension: the
ability to understand speech
(also called reception or
processing)

♦ Syntax: the rules governing the
order of and relationships
among words or phrases in
sentences

♦ Language Production: the
spoken or gestural (such as sign
language) expression of
language

♦ Voice: the vocal quality, pitch,
and intensity of speech

♦ Morphology: the formation of
words using the smallest
meaningful units in language
(words that can stand alone and
syllables or sounds that add
meaning to words

11

COMMUNICATION DISORDERS
In some young children with SLI,
only expressive language seems to
be affected, whereas others show
impairments in both receptive and
expressive development.

What Are the Major Types of
Communication Disorders?
The American Speech-LanguageHearing Association (ASHA,
1993) groups communication
disorders into the following three
categories:

2. Speech Disorders
A speech disorder is an
impairment of the articulation of
speech sounds, fluency, and/or
voice. Of the preschool-age
children served by speech
language pathologists in the
United States, it is estimated that
approximately 60% have a primary
language delay or disorder and
40% have some type of speech
disorder.

1. Language Disorders
Language disorder refers to a
problem with comprehension
and/or use of spoken, written,
and/or other symbol systems.
Young children with cognitive
delays, autism, and other general
developmental disabilities almost
always experience general delays
in their language development.

3. Hearing Disorders

Some children may not have
identifiable developmental delays
other than a language disorder.
These children may have what
some refer to as a specific
language impairment (SLI). SLI
is a significant limitation in
language ability without other
associated problems such as
hearing impairment, cognitive
delays, or neurologic problems.

A hearing disorder is the result of
impaired sensitivity of the
physiological auditory system. The
focus of this guideline is primary
communication disorders that are
not the result of hearing loss (or
other specific developmental
problems).
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Some young children are described
as “late talkers.” These are
children who have no problems in
other areas of skill development
(for example, they participated in
joint attention games with
caregivers or started walking at the
appropriate age) but who
demonstrate delays in expressive
language for unknown reasons.
Some of these children appear to
“catch up” to other children in
their age group by the preschool
and early school years.

What Causes a Communication
Disorder?
Communication disorders can
occur in isolation (not associated
with any other identifiable cause),
or they may coexist with other
conditions such as hearing loss or
developmental disorders such as
mental retardation and autism. The
specific cause of a communication
disorder is often unknown.
Do Children “Outgrow”
Communication Disorders?
Young children who have
communication disorders as a
result of hearing loss,
developmental disorders, or other
specific medical conditions do not
typically “outgrow” their
communication disorder.
Appropriate treatment for these
children may help them to improve
their language skills, but it will
probably not completely eliminate
the disorder.

How Common Are
Communication Disorders?
The American Speech-LanguageHearing Association (ASHA)
estimates that 42 million
Americans have some type of
communication disorder.
Communication disorders
represent the most common
developmental problem in young
children. As broadly defined by
ASHA, it is estimated that between
15% and 25% of young children
have some form of communication
disorder.
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COMMUNICATION DISORDERS

EARLY IDENTIFICATION OF COMMUNICATION DISORDERS
Early identification of children
with communication disorders can
occur in a variety of ways. In some
cases, certain behaviors or lack of
progress in the child’s
development may cause parents or
other caregivers to become
concerned that the child may have
a communication problem. In other
instances, a professional seeing the
child for routine health care may
become concerned about a
possible communication disorder
based on information from the
parents or direct observation of the
child

Risk Factors
Risk factors are current or
historical observable behaviors or
findings that suggest that a child is
at increased risk for either having
or developing a communication
disorder. For example, a history of
chronic ear infections is a risk
factor for communication
disorders.
Clinical Clues
Clinical clues are specific
behaviors or physical findings that
are a cause for concern that a child
may currently have a
communication disorder. For
example, a child having no spoken
words at 18 months would be a
clinical clue of a possible
communication disorder, including
hearing loss.

There are a number of risk factors
and clinical clues that increase the
concern that a child may have a
communication disorder. Risk
factors and clinical clues may be
noticed by the parents, by others
familiar with the child, or by a
professional who is evaluating or
caring for the child.

Risk factors and clinical clues for
speech/language problems are
listed in TABLES 1 and 2
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TABLE 1: RISK FACTORS FOR SPEECH/LANGUAGE
PROBLEMS IN YOUNG CHILDREN
A. Genetic/Congenital Problems
♦ Prenatal complications
♦ Prematurity*
♦ Microcephaly
♦ Dysmorphic child

♦Genetic disorders
♦Fetal alcohol syndrome
♦Known exposure to a teratogen
♦Positive toxicology screen at birth

B. Medical Conditions
♦ Ear and hearing problems (see Appendix A: Table A-1)
♦ Oral-motor or feeding problems (see Appendix A: Table A-2)
♦ Cleft lip or cleft palate
♦ Tracheotomy
♦ Autism (see Appendix A: Table A-3)
♦ Neurological disorders
♦ Persistent health/medical problems, chronic illness, or
prolonged hospitalization
♦ History of intubation
♦ Lead poisoning
♦ Failure to thrive
C. Family/Environmental Risk Factors
♦ Family history of hearing or speech/language problems
♦ Parents with hearing impairment or cognitive limitation
♦ Children in foster care
♦ Family history of child maltreatment (physical abuse or
child neglect)
* The more premature the birth and the more complicated the perinatal course, the greater the risk for

communication disorders and/or other developmental problems.
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For example, babbling usually
develops between 6 and 9 months
of age. A child not babbling or
babbling with few or no
consonants at the age of 9 months
is a clinical clue of a possible
communication problem.

Normal Language Milestones and
Clinical Clues of a Possible
Problem
Most young children vary
somewhat in the timing of their
communication development.
Typical speech and language
development, known as “normal
language milestones,” can be used
as a reference to monitor a child’s
speech and language development.

Some risk factors and clinical
clues of a possible communication
disorder can be identified at a very
early age; others may not be
recognized until parents,
caregivers, or professionals notice
that the child’s use of language
seems to be delayed compared to
other children within the same age
range.

The “normal language milestones”
presented in TABLE 2 are specific
communication behaviors grouped
according to the age range when
they usually first appear in most
children.
Although there is some normal
variation in the rate at which
children develop, these milestones
are usually first seen sometime
during the age range specified. The
age at which a behavior or absence
of a behavior starts to become a
cause for concern (a clinical clue)
corresponds to the upper limit of
the age range when this behavior
usually first appears in most
children.

Not all children who have
risk factors or clinical clues
have a communication
disorder.
The presence of risk factors
or clinical clues merely
provides an indication that
further assessment may be
needed.
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If parents have concerns because
the child has risk factors or clinical
clues indicating a possible
communication disorder, it is
recommended that they discuss
these concerns with a health care
provider or other professional
experienced in evaluating young
children with developmental
problems.

Listening To Parent Concerns
Parental concerns about the child’s
communication skills are an
important indicator that warrants
further assessment for the
possibility of a communication
disorder or hearing loss. Further
assessment might begin with a
formal or informal checklist or a
direct referral for formal
assessment depending on the level
of parental concern and presence
of other risk factors or clinical
clues.

If a child care professional
suspects that a child has a
developmental problem, including
a possible communication disorder
or hearing loss, it is important that
these concerns be discussed with
the parents. When a concern is
identified, it is important to
provide information to the family
about how to obtain an appropriate
evaluation by a health care
provider or other professional.
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TABLE 2: NORMAL LANGUAGE MILESTONES AND CLINICAL
CLUES OF A POSSIBLE COMMUNICATION DISORDER
During the First 3 Months
Normal Language
Milestones

Clinical Clues/Cause for
Concern in First 3 Months

♦ looks at caregivers/others

♦ lack of responsiveness

♦ becomes quiet in response to
sound (especially to speech)

♦ lack of awareness of sound
♦ lack of awareness of
environment

♦ cries differently when tired,
hungry, or in pain

♦ cry is no different if tired,
hungry, or in pain

♦ smiles or coos in response to
another person’s smile or voice

♦ problems sucking/swallowing

From 3–6 Months
Normal Language
Milestones

Clinical Clues/Cause for
Concern at 6 Months

♦ fixes gaze on face

♦ cannot focus, easily overstimulated

♦ responds to name by looking
for voice
♦ regularly localizes sound
source/speaker

♦ lack of awareness of sound, no
localizing toward the source of
a sound/speaker

♦ cooing, gurgling, chuckling,
laughing

♦ lack of awareness of people and
objects in the environment
Continued...
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TABLE 2 – Continued...

From 6-9 Months
Normal Language Milestones

Clinical Clues/Cause for
Concern at 9 Months

♦ imitates vocalizing to another
♦ enjoys reciprocal social games
structured by adult (such as
peek-a-boo, pat-a-cake)

♦ does not appear to understand
or enjoy the social rewards of
interaction

♦ has different vocalizations for
different states
♦ recognizes familiar people

♦ lack of connection with adult
(such as lack of eye contact,
reciprocal eye gaze, vocal turntaking, reciprocal social games)

♦ imitates familiar sounds and
actions

♦ no babbling or babbling with
few or no consonants

♦ reduplicative babbling
(“bababa,” “mama-mama”),
vocal play with intonational
patterns, lots of sounds that
take on the sound of words
♦ cries when parent leaves room
(9 mos.)
♦ responds consistently to soft
speech and environmental
sounds
♦ reaches to request object

Continued...
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TABLE 2 - Continued . . .

From 9–12 Months
Normal Language Milestones

Clinical Clues/Cause for
Concern at 12 Months

♦ attracts attention (such as
vocalizing, coughing)

♦ is easily upset by sounds that
would not be upsetting to
others

♦ shakes head “no,” pushes
undesired objects away

♦ does not clearly indicate
request for object while
focusing on object

♦ waves “bye”
♦ indicates requests clearly;
directs others’ behavior (shows
objects); gives objects to adults;
pats, pulls, tugs on adult; points
to object of desire

♦ does not coordinate action
between objects and adults
♦ lacks consistent patterns of
reduplicative babbling

♦ coordinates actions between
objects and adults (looks back
and forth between adult and
object of desire)

♦ lacks responses indicating
comprehension of words or
communicative gestures

♦ imitates new sounds/actions

♦ relies exclusively on context for
language understanding

♦ shows consistent patterns of
reduplicative babbling,
produces vocalizations that
sound like first words
(“mama,” “dada”)

Continued...
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TABLE 2 – Continued...

From 12–18 Months
Normal Language Milestones

Clinical Clues/Cause for
Concern at 18 Months

♦ begins single-word productions

♦ lack of communicative gestures

♦ requests objects: points,
vocalizes, may use word
approximations

♦ does not attempt to imitate or
spontaneously produce single
words to convey meaning

♦ gets attention: vocally,
physically, maybe by using
words (such as “mommy”)

♦ does not persist in
communication (such as may
hand object to adult for help,
but then gives up if adult does
not respond immediately)

♦ understands that an adult can
do things for him/her (such as
activate a wind-up toy)

♦ limited comprehension
vocabulary (understands fewer
than 50 words or phrases
without gesture or context
clues)

♦ uses ritual words (such as
“bye,” “hi,” “thank you,”
“please”)
♦ protests: says “no,” shakes
head, moves away, pushes
objects away

♦ limited production vocabulary
(speaks fewer than 10 words)

♦ comments: points to object,
vocalizes, or uses word
approximation

♦ lack of growth in production
vocabulary over 6-month
period from 12 to 18 months

♦ acknowledges: eye contact,
vocal response, repetition of
words

Continued...
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TABLE 2 - Continued . . .

From 18–24 Months
Normal Language Milestones

Clinical Clues/Cause for
Concern at 24 Months

♦ uses mostly words to
communicate

♦ reliance on gestures without
verbalization

♦ begins to use two-word
combinations; first
combinations are usually
memorized forms and used in
one or two contexts

♦ limited production vocabulary
(speaks fewer than 50 words)
♦ does not use any two-word
combinations

♦ by 24 months, uses
combinations with relational
meanings (such as “more
cookie,” “daddy shoe”); more
flexible in use

♦ limited consonant production
♦ largely unintelligible speech
♦ compulsively labels objects in
place of commenting or
requesting

♦ by 24 months, has at least 50
words, which can be
approximations of adult form

♦ regression in language
development, stops talking, or
begins echoing phrases he/she
hears, often inappropriately

Continued...
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TABLE 2 - Continued . . .

From 24–36 Months
Normal Language Milestones

Clinical Clues/Cause for
Concern at 36 Months

♦ engages in short dialogues and
expresses emotion

♦ words limited to single
syllables with no final
consonants

♦ begins using language in
imaginative ways
♦ begins providing descriptive
details to facilitate listener’s
comprehension

♦ few or no multiword utterances

♦ uses attention-getting devices
(such as “hey”)

♦ asks no questions

♦ does not demand a response
from listeners
♦ poor speech intelligibility

♦ able to link unrelated ideas and
story elements

♦ frequent tantrums when not
understood

♦ begins to include articles (such
as “a,” “the”) and word endings
(such as “-ing” added to verbs);
regular plural “-s” (cats); “is” +
adjective (ball is red); and
regular past tense (“-ed”)

♦ echoing or “parroting” of
speech without communicative
intent

TABLE 2 REFERENCES:
Miller J. Assessing Language Production in Children: Experimental Procedures. Austin, TX:
Pro-Ed, 1981.
Miller J, Chapman R, Branston M, and Reichle J. Language comprehension in sensorimotor
stages V and VI. Journal of Speech and Hearing Research, 1980; 23:284-311.
Olswang L, Stoel-Gammon C, Coggins T, and Carpenter R. Assessing prelinguistic and early
linguistic behaviors in developmentally young children. In Assessing Linguistic Behavior
(ALB). Seattle, WA: University of Washington Press, 1987.

25

COM
OMM
MUNI CATI ON DISO
ISORDE
RDER
RS

ROUTINE DEV
EVELOPMENTAL
ELOPMENTAL SURVE
URVEILLANCE
ILLANCE
Developm
opmeental sur
urvveillance
ance is a
xibl
ble,, ongoin
proceess in whi
hicch
ffllexible
ongoing proc
onalls moonit
chi
chilld care proffessiona
nitor a
hild’
velopm
opmen
chi
ld’s de
deve
ental status
duri
utiine he
heaalth care visi
vi
during ro
rout
visits or
whil
hilldhood
dh
hile provid
providing early chi
ser
servi
vicces.

It is import
portant to moni
onittor a
chil
d’ss com
omm
mun
uniication
hild’
devellopm
opmeent at 6, 9, 12, 18,
deve
24, and 36 months
onths..
Monit
Monitoring
oring the chi
hilld’s pa
pattterns and
timing of sspee
ge
peech and language
devellopm
deve
ent and then
then compa
comparring
opment
them
mal langua
nguagge
th
em to “nor
norm
stones”
one (se
seee TABLE
milestones”
ABLE 2) are an
porttant pa
parrt of rout
utiine
impor
de lopm
devel
opmenta
deve
ental survei
surveillanc
ncee.

Periodi
odicc deve
devellopm
pmeent
ntaal
surveillanc
ncee can be pa
parrt of rout
outiine
well-chi
hilld exa
xam
ms or done at othe
otherr
times whe
henn chi
hilld car
caree
proffessiona
onalls eva
vallua
uatte a chi
hilld.

A chil
uree to achi
hieeve a
hild’s failur
par
ular milestone by a certain
particula
age is a clini
niccal clue of a poss
blee
possibl
comm
dissorde
orderr. When
he a
unica
ommuni
cation di
chil
omm
mun
uniication
hild’s
d’s com
devellopm
ppeaars to be
opment
deve
ent appe
yed, it is appr
begi
gin
dela
de
layed,
ppropri
n
opriate to begi
more
ore spe
cific surve
urveiillanc
ncee for a
peci
comm
uni
ommunica
unication dis
disorde
orderr (referred
to as enhanc
al
nhanced
devvelopm
opmeental
ed de
surve
e.))
surveillanc
ance.

vellopm
opmeent
ntaal survei
nce foorr
Deve
surveillance
uniccation inc
ncllude
udess lookin
ookingg
ooki
communi
niccal
for risk factors, ident
dentiifyyin
yiing clini
omm
muni
uniccation
clues of possible
possible com
nt
dis
ders
ders, listening to par
disor
orde
parents’
heiir chi
hilld’s
onceerns about the
conc
deve
devellopm
opment,
ent, and us
usiing age
ge-appr
opria
opriate foorm
ppropr
orrmal screening
ning te
tests
ommunic
devellopm
pment.
for com
omm
unication deve
ent.

EIP 8
EIP

26

QUI
UIC
CK REFERENC
EFERENCE GUI
UID
DE

It is ext
extrremely impo
porrtant to do aann
objeectivvee assessme
’s
obj
ssessment of a chil
hildd’s
hea
herre is an
hearing sta
status if the
sed leve
incr
ncreased
vell of conc
onceern for
hea
hearing prob
probllems.

Surveillllance for
or
Heari
H
earing Probllems
It is recomm
ommended
nded tha
hatt rou
outtine
devellopm
opmenta
deve
ental surve
urveiillanc
ncee for all
young chil
ncllude
childre
dren inc
surveillanc
ncee foorr hea
hearing probl
prob
obleems.
It is strongl
onglyy recom
omm
mende
ndedd tha
hatt all
chil
children within the first 3 months
objeective
of life receive an obj
blyy in
scrreening
ni of he
sc
heaaring, pr
preeferabl
ne tal pe
the neona
perriod be
beffore
neonat
disscha
di
rge from the hospit
hospital.
harge

EIP 9

ible he
hear
Screeni
ning for poss
possibl
aring
proble
port
problems is par
particula
ularly impo
rtant
hilldre
dr
drenn
for inf
nfants and young chi
when:
♦ there
her
known risk factor
orss for
he e are known
hearing loosss
nica
♦ clini
cal clue
uess foorr
communi
omm
om uniccation dis
disorde
orderrs are
ide
dentiffie
identi
iedd
♦ parent
bout
ntss expr
xpreess conc
onceerns aabout
the possibil
possibility of a
communic
ommunication di
dissorde
orderr or
hearing loosss
ndings on
♦ there
here are abnor
bnorm
mal findings
a sppeeech/
h/llanguage screeni
eenning
ing
tes
test.

27

COM
OMM
MUNI CATI ON DISO
ISORDE
RDER
RS

AN ENHANCED
NHANCE SURVE
URVEILLANCE
ILLANCE APP
PPROACH
ROACH
It may be appropri
appropriate to have som
somee
chil
ow-up
hildre
dren return for a fol
olllowvis
nittiate screening) sooner
oone
visit (or ini
tha
n 3 months
han
onths depending
depending on the
degreee/seve
verrity of the appa
pparrent
degr
disorderr and the age of the chi
hild.
disorde
ld.

For child
hildren in whom the
herre is aann
ncrrease
inc
sedd leve
vell of conc
onceern foorr a
omm
munic
com
unication dis
disorder
order, it is
ommende
recomm
ine
ndedd tha
hatt rout
outine
devellopm
opmenta
urveiillanc
ncee be
deve
ental surve
plaaced with mor
oree frequent
quent aand
repl
nd
more
opmeental
ore spe
peccific devel
developm
surveillanc
ncee to moni
onittor
com
muni
uniccation deve
devellopm
opmeent.
omm

ncee proc
proces
ocess,
As par
part of the survei
urveillanc
it is importa
parrent
ntss
portant to provide pa
xpeccted
with infformation about expe
ge milestone
oness (see TABLE
nguage
langua
2), reasoons
ns for conce
conc
oncer
ern, aand
nd ways
to provi
de tthe
hilld with
provide
he chi
opport
niti
thatt encour
ncouraage
opportuni
ties tha
language
ge deve
devellopm
opmeent
nt..

Enhanc
devvelopm
opmeental
nhanced
ed de
ssur
urveillance
ance is recomm
ommende
nded
d ffo
for
oorr
young chil
childre
dren who have no
appar
devellopm
opmeental probl
problem
oblems
pparent deve
other
onceern about a
other than
han a conc
poss
ble comm
uniccation dis
orderr.
possible
ommuni
disorde
sionalls and pa
parrents ccaan
Proffesssiona
med dec
bout
make innffor
orm
decisions about
appr
opriaate actions ba
opr
bassed on tthe
ppropri
he
inf
nfo
forrmation tha
gatthe
red in the
hatt is ga
here
surve
ncee proce
urveiillanc
process.

As par
nhanceed surve
urveiillance
nc
part of enhanc
nce,,
it is rreecoom
ndedd tha
hatt pa
parrent
entss
mmende
begin
syste
ys ematic moni
onittoring of the
begin syst
the
hilld’
d’ss language
nguage. Thi
hiss can be done
chi
usee of a deve
devellopm
opmenta
through the us
ental
quesstionna
onnaiire des
hecckl
kliist or que
gnedd
che
designe
CD
DI
for use
use by par
parents
nts, such
such as the C
urees che
hecckl
kliist or
Words and Gestur
gess
ges and Stage
the Ages
estts are
are
uesstionnair
onna re. Thes
Que
onnai
These tes
hiss chapt
hapteer.
dis
discuss
ussed later in thi

EIP
EI
P 10

Once
program of enhanc
nhanceed
O
nce a progra
nce ha
hass begun,
begun, it is
sur
urve
veillance
urvei
om ende
ndedd tha
hatt the chi
hilld retur
recomme
omm
urnn
vallua
uattion wi
witthi
hinn 3 months.
for reeva
nths.

28

QUI
UIC
CK REFERENC
EFERENCE GUI
UID
DE

AFT
FTE
TE
ER 3 M ONT
ONTH
THS OF ENH
NHA
HAN
ANC
CED
SUR
URVE
VEI LLANCE
NC
CE
E

ON TH
THE I NI
N TIIAL VIS
NITI
I IT
ISI
When a pro
proffessiona
onall ini
nittially
suspe
hilld may have a
uspeccts a chi
omm
munic
orderr, it is
com
unication dis
disorde
impor
tant to:
porta

a) If the child has caught
aught u
up
p to
age--appropr
age
appropri
appr iaatte norm
ormal
guage
langu
aan
nggu
uage milestone
stones…

♦ determine if a he
heaaring
assessment or other
other
ment iiss
developme
velopmenta
deve
ntal assess
ssessm
neeeded
ne
ded

It is recoom
mmended
hatt the chhil
ild
nded tha
receive no fuurt
urrthe
herr spe
peccific
assessment but cont
ontiinue enhanc
nhanc
ed
nced
devellopm
ncee and
opmenta
deve
ental surv
surveillanc
vallua
uattion no la
late
ter
retur
urnn for reeva
onths..
than
han 3 months

educate par
♦ educ
parents
nts about nor
norm
normaal
ngua devel
language
developme
opment and
ge disor
ders
langua
nguage
orde

In yooung
ung chi
hilldr
dreen, langua
language
ge
skills change dramat
dramatiical
allly
duri
ng the
during
the chil
hild’s first 3
arss. It is impo
year
mpoort
rtant to
reccognize
ogni that it is offten
re
dettermine the
diifficult
ult to de
reas
reason
on for or extent of a
ommunic
orderr in
comm
unicati
ation dis
disorde
young chil
childr
dreen, par
partticular
ularlly
in childre
hildren less than 24
onths
hs of age with no othe
mont
otherr
appar de
devvelopm
opmeental
apparent
Somee chi
hilldren, in
concerns. Som
otherr
the absence
absence of any othe
devvelopm
opmental
probleems, may
may
de
ental probl
ntuall
eventual
atch up to the
ir
ually catch
heir
pe
seem to
peeers and thus may see
“outtgrow”
grow” thei
heir
ay..
munic
com
omm
unicati
ation del
delay

♦ teach par
parent
use appropr
ntss to use
ppropri
ppr iate
che
cklists to moni
heckli
onittor
comm
en t
om
ommuni
uniccation deve
devellopm
opmen
♦ teach par
parent
ntss methods to
encour
ncoura
nc age the chi
hilld’
d’ss language
ngua
deve
deve
vellopm
opmeent
♦ establi
blish an appoint
ppointm
ment foorr a
ow--up vis
ffol
ollow
visit
EIP 11

ow-up
At the time of any fooll
olllowvis
omm
mende
ndedd tha
hatt
visits, it is recom
decisions about ffu
dec
fur
uur
urt
rthe
herr
actions be based
based on the
child’s
d’s progr
progress duri
during the
sur
ve
veil
ncee pe
perriod.
urve
illanc

29

COMMUNICATION DISORDERS

b) If communication has
improved but not caught up to
language milestones…

If there continues to be a concern
about communication development
but no indication of other
developmental problems, it is
important to:

In a child who has no other
apparent developmental disorder,
it may be appropriate to begin
more specific screening or
assessment for a communication
disorder (including hearing loss) if
the child has not caught up to
expected language milestones over
a 3- to 6-month period of active
surveillance.

♦ encourage parents to continue
monitoring the child’s language
development
♦ intensify parent education
♦ inform the parents that the child
may be at risk for language
problems or may eventually
catch up to normal language
milestones—it is too soon to
know for sure

Or, it may be appropriate to
continue surveillance and have the
child return for reevaluation within
3 months if:

♦ encourage parents to increase
activities in which the child has
an opportunity to interact with
other children (exposure to
children with normal language
development might be provided
through a variety of activities,
such as library story groups,
day care, or playgroups)

♦ the child’s communication has
improved (by some objective
measure as well as in the
clinical judgment of the
professional), and
♦ the communication delay does
not appear to be affecting other
areas of the child’s
development, and

♦ establish a hearing history and
rule out hearing loss

♦ there are no other
developmental concerns, and
♦ the parents and the professional
are comfortable extending the
surveillance period.
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SCREENING TESTS FOR COMMUNICATION DISORDERS
Screening tests for communication
disorders are intended to lead to a
“yes” or “no” decision that a child
either may have or is unlikely to
have problems with
communication. The intent of
screening tests is not to arrive at a
formal diagnosis. Instead, the goal
of screening is to identify children
for whom there is an increased
likelihood of a communication
disorder and who, therefore, need
further in-depth assessment to
establish the diagnosis.

General Principles of Screening
for Communication Disorders
Many screening instruments are
readily available to detect possible
communication disorders.
However, even screening
instruments that are easy to
administer usually require the
experience of a qualified
professional (knowledgeable about
communication disorders in young
children) to interpret results and
counsel parents.
It is recommended that screening
for communication disorders
include use of:

There are various approaches to
screening for communication
disorders in young children.
Screening tests for communication
disorders can be used to screen all
children in a certain age group or
can be used more selectively to
screen children when there is an
increased concern for a
communication disorder that has
already been identified.

♦ open-ended questions
♦ informal or formal checklists
♦ formal screening instruments
♦ observation of parent-child
interactions in a setting that is
familiar to the child
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If initial screening is done with a
formal checklist or parent
questionnaire, one of the following
is recommended:

If a screening instrument suggests
the possibility of a communication
disorder, further assessment is
needed to determine whether a
communication disorder exists and
to establish a diagnosis.

♦ Language Development Survey
(LDS)

If a screening instrument suggests
a communication disorder is not
likely, it is still important to assess
the child for other developmental
or medical problems that may have
caused the initial concern.

♦ MacArthur Communicative
Development Inventories
(CDIs)
♦ Ages and Stages Questionnaire
(ASQ) (not reviewed in the
guideline)
If there is an increased concern
about a possible communication
disorder in a young child, use of
formal screening instruments for
communication disorders is
recommended. Formal screening
instruments may include:
♦ Clinical Linguistic Auditory
Milestone Scale (CLAMS)
♦ Early Language Milestone
(ELM) Scale
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LANGUAGE
DEVELOPMENT
SURVEY
(LDS)

MACARTHUR COMMUNICATIVE
DEVELOPMENTAL
INVENTORIES
(CDIS)

The Language Development
Survey (LDS) was originally
designed to be completed by
parents in a clinical setting, but it
can also be mailed to parents. It is
a test of expressive language
designed to identify language
delay in 2-year-old children.

The MacArthur Communicative
Developmental Inventories (CDIs)
are norm-referenced tests of
language development in children
and are based on parent reports on
a standardized questionnaire.
The CDIs are intended to describe
typical language development in
children from 8 to 30 months of
age. There are two formats: one for
children age 8 to 16 months old
and another for children age 16 to
30 months. Parents complete a
standardized questionnaire asking
about various aspects of nonverbal
and verbal communication.

The LDS consists of a one-page
vocabulary checklist of
approximately 300 words, plus a
question asking about combining
two or more words into phrases.
The LDS may be useful in
identifying children 24 months of
age who have a possible
communication disorder. If a child
at 24 months has less than a 50word vocabulary or has no word
combinations, further assessment
is needed.

The CDIs are useful to aid in the
recognition of children who would
benefit from further assessment. If
the child is from a family in which
Spanish is the primary language,
the Spanish version of the CDIs
may be particularly useful.
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CLINICAL LINGUISTIC
AUDITORY
MILESTONE SCALE
(CLAMS)

EARLY
LANGUAGE
MILESTONE SCALE
(ELM)

The Clinical Linguistic Auditory
Milestone Scale (CLAMS) was
developed to screen for language
delays in young children between
birth and 3 years of age. The test
uses standardized methods for
obtaining information from a
parent report and from direct
interaction between the examiner
and the child. The CLAMS is
designed to be administered by a
physician in an office setting.

The Early Language Milestone
(ELM) Scale was developed for
use in the pediatrician’s office for
a brief screening of a child’s
language abilities. Responses are
obtained from a combination of
parent report, examiner
observation, and direct testing.
The ELM Scale may be useful for
identifying 24-month-old children
who have normal expressive
language development. The ELM
Scale may be less useful for
identifying children with
expressive language delays at 24
months. A revised version, the
ELM-2 Scale, is now available.

The test determines if a child has
specific language skills or abilities
that have been found to be present
in most typically developing
children in specific age ranges.
The CLAMS is most useful for
confirming normal language
development in children from 14
to 36 months of age. It may also be
useful as a screening test to
identify expressive language
delays in children age 25 to 36
months.
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IN-DEPTH ASSESSMENT
Several standardized tests and
assessment methods have been
developed to provide a more indepth assessment of children who
have a possible communication
disorder. These tests are intended
to further evaluate children when a
communication disorder is
considered possible due to risk
factors and clinical clues, parental
or professional concerns, and/or
positive screening test results.

It is recommended that an in-depth
speech/language evaluation
include:
♦ hearing ability and hearing
history
♦ history of speech/language
development
♦ oral-motor and feeding history
♦ expressive and receptive
language performance (syntax,
semantics, pragmatics,
phonology)

When screening suggests the child
has a possible communication
problem, an in-depth assessment
by a speech language pathologist is
recommended in order to
determine if a communication
disorder is present. It is
recommended that an in-depth
assessment focus on identifying
the child’s strengths as well as
intervention needs. It is important
to share the assessment results
with the parents.

♦ social development
♦ quality/resonance of voice
(breath support, nasality of
voice)
♦ fluency (rate and flow of
speech)
♦ information about culture,
ethnicity, and linguistic
variations

It is important to ask parents about
their concerns and questions. This
will assist the professional in the
choice of assessment materials and
procedures.
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Some aspects of communication
(including pragmatics, discourse,
voice, and fluency) are not easily
measured using standardized tests.
Therefore, it is important to
include alternative assessment
approaches in addition to
standardized tests.

Samples of spontaneous speech
collected in natural contexts are
important for determining the
child’s level of language
development and obtaining a
description of the child’s language
form, language content, and
language use. Observations of
interactions between the caregiver
and child can serve as a measure of
the effectiveness of the child’s
communication.

Alternative approaches may
include observation of the child
and an analysis of natural
language samples (the child’s
speech and language as they are
used in settings that are familiar to
the child and with familiar persons
such as parents and caregivers).
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USING RESULTS OF THE ASSESSMENT IN DECIDING WHETHER
TO INITIATE SPEECH/LANGUAGE THERAPY
The decision to initiate
speech/language therapy for young
children or not to depends on the
nature of the speech/language
problem and the developmental
level of the child. Professionals
use information from the in-depth
speech/language assessment and
the developmental assessment,
including any special assessments
for cognition, hearing, or other
special evaluations such as oralmotor problems.

Considerations for Initiating
Speech/language Therapy

Separate recommendations are
given for children who have only a
speech/language problem with no
other apparent developmental
problems and for children in whom
the speech/language problem is
accompanied by other
developmental problems such as
general developmental delay,
hearing problems, or oral-motor
problems.

♦ a developmental assessment
that includes appropriate
assessment of the child’s
cognitive status

In deciding whether or not to
initiate speech/language therapy in
young children with possible
communication disorders, it is
important that parents and
professionals have available to
them current information from all
of the following:
♦ in-depth speech/language
assessment

♦ assessment of hearing
♦ assessment of oral-motor
problems, if present
After findings of the above
assessments are available, it is
important to make preliminary
decisions regarding the need for
speech/language therapy.
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Factors to consider in making the
decision about beginning
speech/language therapy include:

Children with Speech/Language
Problems and Developmental
Delays

♦ the severity of the child’s
speech/language delay

♦ the child’s cognitive status

It may not be necessary to initiate
formal speech language therapy
for children with general
developmental (cognitive) delays
if the following three conditions
are met:

♦ the presence of hearing, oralmotor, or any other significant
problems that may affect the
child’s communication

♦ the child’s comprehension and
expressive language are
consistent with the child’s
developmental level, and

It is important to recognize
that the indications for
speech/language therapy in
children with general
developmental delays may
change over time as the child
develops.

♦ the child has no other specific
speech/language impairments,
and

♦ the type of the child’s
speech/language problem

♦ the cognitive delay is not
associated with a specific
condition in which
communication problems are
usually a major component
(such as Down syndrome or
autism)
For children with specific
developmental disorders
associated with conditions in
which speech and language
problems are usually a major
component (such as Down
syndrome or autism), it may be
beneficial to initiate formal
speech/language therapy.
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When the child’s language level
and developmental level are the
same and there are no other
specific speech/language disorders,
it is recommended that parents and
professionals initiate activities to
stimulate language development,
including appropriate social
interactions. It is also important to
continue active developmental
surveillance.

Considering Speech/Language
Therapy for Children with No
Other Developmental Problems
When in-depth speech/language
assessment finds that a child has a
speech/language problem, but the
developmental assessment
indicates no general developmental
delay or other developmental
problems, it may be useful to
consider whether the child has the
following:

In deciding whether to initiate
speech language therapy for
children with developmental
delays, it is important to
consider the degree of
confidence in the test results.
Cognitive tests that rely on
language ability may
sometimes underestimate the
child’s cognitive abilities.

♦ a delay in expressive language
but normal language
comprehension, and no other
specific language impairments
(sometimes referred to as
“specific expressive language
delay” or SELD)
♦ a specific language impairment
(SLI)
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One area of current discussion
among experts in the field is the
extent to which formal speech/
language therapy is necessary for
young children ages 18 to 36
months who have a language delay
but no other developmental
problems.

Children with Severe
Speech/Language Delays
For children at ages 18 to 36
months who have had an in-depth
assessment that indicates a severe
delay and who have no other
apparent developmental problems,
it is recommended that formal
speech/language therapy, as well
as a comprehensive health
evaluation, be initiated.

There is a certain degree of
variation in the timing of language
development in typically
developing children in this age
range. Many of these children with
milder language delays may catch
up with typically developing peers
by 48 months of age, especially if
efforts are made to facilitate
language development. However,
initiating speech/language therapy
is important for those children who
have more severe delays.

A severe delay may be
indicated by:
♦ at 18 months, no single
words
♦ at 24 months, a vocabulary
of fewer than 30 words
♦ at 36 months, no two-word
combinations
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Some parents can help provide
intervention for their child
provided that:

Considerations of the Language
and Culture of the Child and
Family

♦ adequate amounts of
professional and parent time are
allocated for parent training

It is always essential to consider
and respect the culture and primary
language of the family when
providing interventions for
children with communication
disorders.

♦ parents receive adequate
direction from the professional
♦ there is ongoing monitoring of
the child’s progress by the
professional

Although it is important to
consider the parents’ preference in
determining the language used in
the intervention, it is strongly
recommended that any
intervention be conducted in the
primary language used in the
home. This is important so that
natural interaction and
communication can occur between
the child and the family at home. It
is important that parent education
and counseling, including written
materials, be in the primary
language of the family.

The Professional’s Involvement
in the Intervention Process
It is recommended that the
professionals involved in
providing intervention have
expertise and experience with
infants, toddlers, and their families
and be qualified and appropriately
credentialed under the professional
practice acts of New York State.
It is important that all
professionals collaborate in
coordinating and integrating
techniques and approaches when
working with the child and family.

It is recommended that a
professional who is fluent in the
language of the child and the
family conduct any direct
speech/language therapy.

50

QUICK REFERENCE GUIDE

Because parent involvement is
such an integral part of the
development of speech and
language, it is important for
professionals involved in parent
education and training to be
competent in the language of the
family and familiar with its
culture.

A person familiar with the culture
and language of the family can
review intervention techniques and
materials to determine if they are
culturally appropriate.
It is important that any interpreters
assisting in the intervention
process be trained by the
professional providing the
intervention to ensure that
interpretations of the child’s
behaviors are culturally and
linguistically accurate. It is
recommended that interpreters
participate in the specific
intervention program.

If a professional fluent in the
child’s primary language is not
available, it is recommended that a
specially trained translator
interpret for the professional who
is providing the intervention.
If the professional providing the
intervention is not familiar with
the culture of the family, it is
important to have a cultural
informant to advise the
professional on issues that may
cause misunderstanding during the
course of therapy.
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In this guideline, group
speech/language interventions are
defined as interventions that
involve a professional working
with two or more children who
both have a communication
disorder. The size, number of
participants, and structure of the
group may vary depending on the
needs and abilities of the child,
intervention techniques, and the
setting.

Individual Speech/Language
Therapy Approaches
Individual speech/language
therapy (either as the only kind of
intervention or in combination
with group interventions) may be
useful in treating young children
with communication disorders.
Individual therapy may be
especially important at the
beginning stages of treatment as
specific treatment objectives are
established and as the child
becomes familiar with the
professional and the use of
particular techniques. However,
individual therapy as the only
intervention method may produce
less generalization of language
skills to other situations than
would group interventions that
involve multiple conversational
partners.

Group interventions may occur in
a clinical, classroom, or
community setting (such as the
professional’s office, day care, or
preschool). More informal settings
might include opportunities for
children to interact at library or
recreation programs.
In somewhat older children, group
interventions may take place in a
preschool setting. Group
interventions in preschool settings
may either be specialized classes
for children with developmental
disorders or include peers with
normal language development.

It is important for professionals
conducting individual
speech/language interventions to
work with the parents to decide the
goals of the intervention and
monitor the child’s progress.
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When choosing the treatment
strategy for individual therapy
sessions, it is important to
consider:

Group Speech/Language
Therapy Approaches
Depending on the age and
language development level of the
child, group speech/language
intervention in a developmentally
appropriate group may be useful
for young children with
communication disorders (either as
the only intervention or combined
with individual therapy).

♦ the child’s chronological age
and developmental level
♦ the type and severity of the
child’s communication disorder
♦ other developmental deficits or
medical problems
♦ strengths and interests of the
child

The specific techniques used by
the professional providing the
intervention are often similar for
both individual and group
intervention settings.

♦ other therapies the child is
receiving
♦ the family’s interest in and
ability to participate in the
intervention

Group speech/language
interventions are useful to
encourage generalization of
language skills to other
settings. In contrast,
interventions provided
directly by a professional in
individual therapy sessions
may be more useful in
establishing the structural
aspects of language.

♦ language used by the child and
the family
♦ community resources
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SPECIFIC INTERVENTION TECHNIQUES
Speech and language interventions
for young children with
communication disorders include a
variety of specific techniques.
There are several ways to classify
these techniques. An intervention
plan for an individual child usually
incorporates a number of specific
techniques.

Directive Interventions
Directive interventions usually
include the following three
characteristics: providing massed
blocks of trials, providing
situations in which the
professional controls the incentives
and the related consequences
(reinforcers), and using
consequences such as verbal praise
or tokens that are not related to the
child’s current activities.

Directive versus Naturalistic
Intervention
One of the major distinctions
between techniques is the extent to
which they are based on either
directive or naturalistic
approaches. Intervention
approaches are usually not limited
to only one approach, but rather
include a mix of both, usually
starting with a more directive
approach and moving to a more
naturalistic approach. Many
speech/language interventions
combine elements of both.

Directive approaches use specific
techniques such as modeling and
prompting to elicit targeted
language structures from the child.
An example of modeling is having
the professional name an object
shown to the child and then
prompting the child to name the
object. Prompting involves the
professional presenting a verbal
command or question, or some
nonverbal cue, to the child to
produce a desired verbal response.
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Naturalistic Approaches

Selecting a Technique or an
Approach

Naturalistic approaches commonly
include the following three
characteristics: providing learning
opportunities in the day-to-day
environment of the child rather
than structured learning sessions,
following the child’s focus of
attention or interest, and using an
incentive and a reinforcer that are
naturally associated with a
particular communication
response.

No one specific speech/language
therapy technique or approach is
best for all young children. When
selecting an intervention technique
or approach, it is important for the
professional providing the
intervention to consider the
individual characteristics of the
child, including the child’s stage of
language development. It is often
useful to consider the child’s
conversational skills and verbal
style in deciding whether to use a
more directive or a more
naturalistic intervention.

Naturalistic interventions use
specific techniques that create
opportunities for the child to learn.
This approach utilizes aspects of
adult-child interaction that
promote language learning in the
child’s natural environment. In a
naturalistic intervention, the
professional arranges materials in
the environment to elicit specific
responses from the child. Deciding
which techniques to use for an
individual child requires the
professional to draw upon
knowledge about normal language
learning and to be aware of the
needs of the particular child.

For some children, more directive
interventions may be appropriate,
particularly at the beginning stages
of treatment. Directive
interventions can be very effective
in developing initial structures of
speech or gesture. Naturalistic
interventions may be more useful
in increasing spontaneous
language and generalization to
nontreatment settings.
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Evaluating Specific Intervention
Techniques

A progression of intervention
strategies from more directive
approaches to more
naturalistic approaches is
important.

Many different, specific
intervention techniques have been
shown to be effective for
improving speech/language skills
in children with communication
disorders. Specific techniques that
will prove to be most effective for
an individual child will depend
upon many factors, including the
type of communication disorder,
the child’s personality, and
whether or not the child has other
developmental problems.

While directive approaches are
perhaps more important initially
for some children, some functional
aspects of language (such as how
to participate in a conversation)
need to be learned using more
naturalistic approaches.
A naturalistic approach may help
to facilitate long-term goals for
speech/language interventions
such as expressing basic needs,
establishing functional use of
language, interacting socially, and
acquiring knowledge.

It is recommended that the
treatment objectives for each child
be clearly identified and defined
with clear criteria for success. It is
important to evaluate the
effectiveness of the speech/
language interventions on a regular
basis. When a child is receiving
speech/language therapy, it is
important to assess behaviors and
communication skills at the
beginning of treatment and to
document progress at the end of
each intervention session.
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♦ present learning material in
small increments (through the
use of task analysis) and
provide sensory, emotional, or
physical supports

Strategies for Children with a
Communication Disorder and
Other Developmental Problems
Particular communication
treatment strategies may have to be
modified when the child’s
communication disorder is
combined with other disabilities.
Some strategies that might be
helpful in setting up the
communication environment
include:

♦ set up predictable schedules to
help a child transition from one
activity to another
♦ present language-related
concepts concretely,
repetitiously, and/or with
multisensory input through the
use of sensory cues, which may
need to be dramatic or
exaggerated

♦ adapt materials, equipment, and
lessons to the developmental
level of the child
♦ adapt the home and/or therapy
environment so the child has to
solve problems or reinforce
skills to do what he or she
wants to do

♦ include parent and peer
interactions as part of the
communication environment in
order to help foster
generalization of
communication skills

♦ set the level of stimulation in
the environment to the
individual learning style of the
child

Children whose development
is affected in multiple areas
require multiple services. It is
important to coordinate these
services so interventions are
not fragmented and parents
are not put in the role of
coordinating services for the
child.

♦ use preparatory physical or
sensory stimulation or alerting
activities prior to or during
language stimulation
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TABLE A-1
RISK FACTORS FOR HEARING PROBLEMS IN YOUNG CHILDREN
Genetic or Congenital Factors
♦ Family history of hereditary childhood sensory-neural hearing loss
♦ Congenital infections known to be associated with hearing loss
♦ Craniofacial anomalies
♦ Birth weight less than 1,500 grams
♦ A genetic syndrome known to include hearing loss
Exposures or problems occurring after birth
♦ Low Apgar Scores (0–4 at one minute or 0–6 at five minutes)
♦ Hyperbilirubinemia requiring exchange transfusion
♦ Ototoxic medications
♦ Bacterial meningitis
♦ Mechanical ventilation for five days or longer
♦ Recurrent or chronic otitis media with effusion
From: Joint Committee on Infant Hearing, 1994

TABLE A-2
RISK FACTORS AND CLINICAL CLUES FOR ORAL-MOTOR / FEEDING
PROBLEMS IN YOUNG CHILDREN
Risk factors
♦ Craniofacial disorders or syndromes (of the head and neck)
♦ Cleft lip or cleft palate
♦ Tracheotomy
♦ Cerebral Palsy
Clinical clues
♦ Poor weight gain
♦ Prolonged feeding time
♦ Poor suck
♦ Gagging
♦ Excessive drooling
♦ Hyper/hypo sensitivity

♦ Undifferentiated cry sounds
♦ Poor volume or quality of crying
♦ Lack of reciprocal babbling
♦ Reduced vocal play
♦ Failure to thrive
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TABLE A-3
CLINICAL CLUES OF POSSIBLE AUTISM IN YOUNG CHILDREN
The clinical clues listed below represent delayed or atypical behaviors that
when observed in children with a possible communication disorder may be a
clinical clue for autism (although some of these findings may also be seen in
children who have a developmental delay or disorder other than autism).
If any of these clinical clues are present, further assessment may be needed
to evaluate the possibility of autism or other developmental disorder.
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦
♦

Delay or absence of spoken language
Looks through people; not aware of others
Not responsive to other people’s facial expressions/feelings
Lack of pretend play; little or no imagination
Does not show typical interest in or play near peers purposefully
Lack of turn-taking
Unable to share pleasure
Qualitative impairment in nonverbal communication
Does not point at an object to direct another person to look at it
Lack of gaze monitoring
Lack of initiation of activity or social play
Unusual or repetitive hand and finger mannerisms
Unusual reactions or lack of reaction to sensory stimuli

From: Clinical Practice Guideline for Autism/Pervasive Developmental
Disorder, New York State Department of Health, 1999.
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months. Developmental Medicine and Child Neurology 1996; 38: 613–31.
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C-1 EARLY INTERVENTION PROGRAM: RELEVANT POLICY
INFORMATION
EIP � 1

Children experiencing communication delays consistent with the State
definition of developmental delay are eligible for the Early
Intervention Program. Children with diagnosed communication
disorders, including specific language impairment, hearing loss,
developmental language disorder, receptive expressive language
disorder, and dyspraxia syndrome are eligible for the Early
Intervention Program by having a “diagnosed condition with a high
probability of developmental delay.”
(page 4)

EIP � 2

The terms assessment, parents, and screening are also defined in
regulations that apply to the NYS Early Intervention Program. These
definitions are included in Appendix C-3.
(page 5)

EIP � 3

In New York State, the term used for professionals who are qualified
to deliver early intervention services is “qualified personnel.”
Qualified personnel are those individuals who are (1) approved to
deliver services to eligible children to the extent authorized by their
licensure, certification or registration, to eligible children and (2) have
appropriate licensure, certification, or registration in the area in which
they are providing services. See Appendix C-3 for the list of qualified
personnel included in program regulations.
(page 5)

EIP � 4

Under the NYS Early Intervention Program, physicians and other
professionals are considered “primary referral sources.” When
primary referral sources suspect a possible communication disorder or
a developmental delay communication, development, they must refer
the child to the Early Intervention Official in the child’s county of
residence unless the parent objects to the referral. See Appendix C-4
for a list of Early Intervention Officials.
(page 14)

EIP � 5

Parents can refer their children directly to the NYS Early Intervention
Official in their county of residence if they suspect a possible
communication disorder.
(page 14)

EIP � 6

Primary referral sources, including physicians and other
professionals, are required to inform parents about the Early
Intervention Program and the benefits of early intervention services
for children and their families.
(page 14)
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EIP � 7

The child’s multidisciplinary evaluation for the Early Intervention
Program must be conducted in the child’s dominant language,
whenever feasible.
(page 15)

EIP � 8

Professionals who suspect a child may have a communication delay
or disorder due to parent concerns or in the course of developmental
surveillance must refer the child to the New York State Early
Intervention Program, unless the parent objects to a referral. (page 26)

EIP � 9

Children with hearing impairments are eligible for the Early
Intervention Program. Professionals who suspect a child may have a
hearing problem, due to parent concerns or results of developmental
surveillance, must refer the child to the New York State Early
Intervention Program, unless the parent objects to a referral. (page 27)

EIP � 10 Under the New York State Early Intervention Program, primary
referral sources include a wide range of professionals who provide
services to young children and their families (see the definition in
Appendix C-3). Primary referral sources must refer children at risk or
suspected of having a communication delay or disorder, or other
developmental problem, to the Early Intervention Official in the
child’s county of residence. When there are heightened concerns
about communication development, and these concerns are not yet to
the level of a suspected communication delay or disorder, a child may
be considered at risk for communication development. In these cases,
professional judgment and parent concerns must be weighed in
determining if a child should be referred to the Early Intervention
Official as an at-risk child. If it is determined that the child is at risk
for a communication delay or disorder, the child should be referred
unless the parent objects.
The Early Intervention Official is responsible for ensuring that
children at risk for developmental problems are screened and tracked,
and referred for a multidisciplinary evaluation if a developmental
delay or disorder is suspected. If it is determined that a child is not yet
at risk for a communication delay, it is still important to monitor the
child’s progress through developmental surveillance.
(page 28)
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EIP � 11 Professionals who suspect (because of parent concerns or results of
developmental surveillance) that a child may have a communication
disorder or delay must refer the child to the New York State Early
Intervention Program, unless the parent objects to a referral. (page 29)
EIP � 12 If a child has not made progress or shows signs of regression after
three months of developmental surveillance, the child should be
referred to the Early Intervention Program as suspected of having a
delay in communication development or a communication disorder.
(page 31)
EIP � 13 Under the Early Intervention Program, the multidisciplinary
evaluation team may decide, with the consent of the child’s parent, to
first perform a screening to determine whether to proceed with an
evaluation or what type of evaluation is needed.
If a screening test is used before a child is referred to the program
(such as during developmental surveillance included as part of a
routine health care visit) and the results suggest a possible
communication disorder, the child should be referred to the Early
Intervention Program for a multidisciplinary evaluation, unless the
parent objects. With parent consent, the results of the screening should
also be provided to the multidisciplinary evaluation team selected by
the parent to conduct the child’s evaluation.
(page 36)
EIP � 14 The multidisciplinary evaluation team can use a combination of
standardized instruments and procedures, and informed clinical
opinion to determine a child’s eligibility for services.
(page 38)
EIP � 15 Under the NYS Early Intervention Program, the multidisciplinary
evaluation team is responsible for informing the parent(s) about the
results of the child’s evaluation.
(page 38)
EIP � 16 Under the New York State Early Intervention Program, parents may
exercise their rights to a mediation or impartial hearing if the
multidisciplinary evaluation findings show that the child is not eligible
for early intervention services.
(page 38)
EIP � 17 Under the NYS Early Intervention Program, the multidisciplinary
evaluation team may use a combination of standardized instruments
and procedures, and informed clinical opinion to determine a child’s
eligibility for early intervention services.
(page 38)
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EIP � 18 Under the Early Intervention Program, a multidisciplinary evaluation
must assess all five areas of development (cognitive, communication,
physical, social-emotional, and adaptive development). The multidisciplinary evaluation is provided at no cost to parents. (page 40)
EIP � 19 An assessment of physical development, including a health
assessment, is a required component of the multidisciplinary
evaluation under the NYS Early Intervention Program. Whenever
possible, the health assessment should be completed by the child’s
primary health care provider.
(page 40)
EIP � 20 Audiological services are covered under the NYS Early Intervention
Program.
(page 41)
EIP � 21 Children with hearing impairments are eligible for the New York
State Early Intervention Program by having a diagnosed condition
with a high probability of developmental delay.
(page 41)
EIP � 22 Under the Early Intervention Program, augmentative communication
systems are considered “assistive technology devices.” The potential
need for an augmentative communication system could be identified
through the child’s initial multidisciplinary evaluation, or later
through a supplement evaluation, or as part of ongoing assessment.
The need for assistive technology devices must be agreed upon by the
parent and the Early Intervention Official, and included in the
Individualized Family Service Plan.
(page 42)
EIP � 23 In New York State, children with speech language delays are eligible
for the Early Intervention Program if their delays are consistent with
the State’s definition of developmental delay (see Appendix C-3).
Most children with only mild expressive language delays will not
meet the eligibility criteria established in the State’s definition of
developmental delay. These children may be considered at risk for
communication delay. In determining whether to make a referral to
the Early Intervention Program, professionals and parents should
carefully judge the extent of their concerns and the need for formal
screening and tracking. See pages 28–31 on enhanced developmental
surveillance.
(page 46)
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EIP � 24 Under the New York State Early Intervention Program, the
multidisciplinary evaluation team may use a combination of
standardized instruments and informed clinical opinion in determining
whether a child meets the eligibility criteria for the program. If the
multidisciplinary evaluation team views the combination of a child’s
expressive language delays and preponderance of prognostic factors
(see Table III-7 in Report of the Recommendations) as showing that a
child meets the eligibility requirements, then these findings should be
thoroughly documented in the evaluation.
(page 46)
EIP � 25 Under the NYS Early Intervention Program, early intervention
services must be included in a child and family’s Individualized
Family Service Plan (IFSP) and provided at no cost to parents, under
the public supervision of Early Intervention Officials and the State
Department of Health by qualified personnel, as defined in State
regulation. (See Appendix C-4 for a list of Early Intervention Officials
and Appendix C-3 for the definition of qualified personnel.) (page 48)
EIP � 26 Under the NYS Early Intervention Program, an IFSP must be in place
for the child within 45 days of referral to the Early Intervention
Official. The IFSP must include a statement of the major outcomes
expected for the child and family, and the services needed by the child
and family. The IFSP must be reviewed every 6 months and evaluated
annually. Information from ongoing assessments should be used in
IFSP reviews and annual evaluations.
(page 48)
EIP � 27 An IFSP may be amended any time the parent(s) and the Early
Intervention Official agree that a change is needed to better meet the
needs of the child and family.
(page 49)
EIP � 28 Under the New York State Early Intervention Program, a child and
family’s IFSP must be evaluated on an annual basis. This may include
an evaluation of the child’s developmental status if needed. After the
child’s initial multidisciplinary evaluation, supplemental evaluations
may also be conducted when recommended by the IFSP team, agreed
upon by the parent and early intervention official, and included in the
child’s IFSP.
(page 49)
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EIP � 29 Under the NYS Early Intervention Program, early intervention
services can be delivered in a wide variety of home- and communitybased settings. Early intervention services can be provided to an
individual child, to a child and parent or other family member or
caregiver, to parents and children in groups, and to groups of eligible
children. (These groups can also include typically developing peers.)
Family support groups are also available.
(page 52)
EIP � 30 Under the NYS Early Intervention Program, early intervention
services can be delivered in a wide variety of settings. Early
Intervention services can be provided to an individual child, to a child
and parent or other family member or caregiver, to parents and
children in groups, and to groups of eligible children. (These groups
can also include typically developing peers.) Family support groups
are also available. See Appendix C-3 for the official service models as
defined in NYS regulations on the Early Intervention Program.
(page 55)
EIP � 31 Under the Individuals with Disabilities Education Act and New York
State Public Health Law, early intervention services must be provided
in natural environments to the maximum extent appropriate to the
needs of the child. Natural environments means settings that are
natural or normal for the child’s age peers who have no disabilities.
(page 55)
EIP � 32 Under the NYS Early Intervention Program, providers of early
intervention services are responsible for consulting with parents and
other service providers to ensure the effective provision of services
and providing support, education, and guidance to parents and other
caretakers regarding the provision of early intervention services.
(page 56)
EIP � 33 The type, intensity, frequency, and duration of early intervention
services provided to a child and family under the NYS Early
Intervention Program are determined through the IFSP process. All
services in the IFSP must be agreed to by the parent and the Early
Intervention Official. If disagreements arise about what should be
included in the IFSP, parents can seek due process through mediation
and/or an impartial hearing.
(page 60)
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EIP � 34 Children with diagnosed conditions with a high probability of
developmental delay are eligible to receive early intervention services
under the New York State Early Intervention Program. (page 61)
EIP � 35 Personal amplification devices are considered assistive technology
devices under the NYS Early Intervention Program.
(page 63)
EIP � 36 Audiology services, including monitoring of the child’s hearing loss,
amplification fitting, and assessing the effectiveness of amplification
devices, are included as early intervention services under the NYS
Early Intervention Program.
(page 63)
EIP � 37 Medical and health services of this nature are not considered early
intervention services under the NYS Early Intervention Program.
However, the child’s service coordinator is responsible for
coordinating the provision of early intervention services and other
services needed by the child and family. This includes providing
appropriate referrals and facilitating access to other services needed
by the child and family that are not provided under the Early
Intervention Program.
(page 64)
EIP � 38 Augmentative communication systems are considered assistive
technology devices under the NYS Early Intervention Program.
(page 65)
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C-2 EARLY INTERVENTION PROGRAM DESCRIPTION
The Early Intervention Program is a statewide program that provides many
different types of early intervention services to infants and toddlers with
disabilities and their families. In New York State, the Department of Health
is the lead state agency responsible for the Early Intervention Program.
Early Intervention services can help families:
♦ Learn the best ways to care for their child.
♦ Support and promote their child’s development.
♦ Include their child in family and community life.
Early Intervention services can be provided anywhere in the community,
including:
♦ A child’s home.
♦ A child care center or family day care home.
♦ Recreational centers, play groups, playgrounds, libraries, or any place
parents and children go for fun and support.
♦ Early childhood programs and centers.
Parents help decide:
♦ What are appropriate early intervention services for their child and
family.
♦ The outcomes of early intervention that are important for their child and
family.
♦ When and where their child and family will get early intervention
services.
♦ Who will provide services to their child and family.
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Early Intervention Officials (EIO)
In New York State, all counties and the City of New York are required by
public health law to appoint a public official as their Early Intervention
Official.
The EIO is the person in the county responsible for:
♦ Finding eligible children.
♦ Making sure eligible children have a multidisciplinary evaluation.
♦ Appointing an initial service coordinator to help families with their
child’s multidisciplinary evaluation and Individualized Family Service
Plan (IFSP).
♦ Making sure children and families get the early intervention services in
their IFSPs.
♦ Safeguarding child and family rights under the Program.
The EIO is the “single point of entry” for children into the Program. This
means that all children under three years of age who may need early
intervention services must be referred to the EIO. In practice, Early
Intervention Officials have staff who are assigned to take child referrals.
Parents are usually the first to notice a problem. Parents can refer their own
children to the Early Intervention Official. (See Step 1 of Early Intervention
Steps.) Sometimes, someone else will be the first to raise a concern about a
child’s development. New York State public health law requires certain
professionals, primary referral sources, to refer infants and toddlers to the
Early Intervention Official if a problem with development is suspected.
However, no professional can refer a child to the EIO if the child’s parent
says no to the referral.
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Service Coordinators
There are two types of service coordinators in New York State: an initial
service coordinator and an ongoing service coordinator. The initial service
coordinator is appointed by the Early Intervention Official. The initial
service coordinator helps with all the steps necessary to get services, from
the child’s multidisciplinary evaluation to the first Individualized Family
Service Plan (IFSP).
Parents are asked to choose an ongoing service coordinator as part of the
first IFSP. The main job of the ongoing service coordinator is to make sure
the child and family get the services in the IFSP. The ongoing service
coordinator will also help change the IFSP when necessary and make sure
the IFSP is reviewed on a regular basis. Parents may choose to keep the
initial service coordinator, or they can choose a new person to be the
ongoing service coordinator.
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Eligibility
Children are eligible for the Early Intervention Program if they are under
three years old AND have a disability OR developmental delay. A disability
means that a child has a diagnosed physical or mental condition that often
leads to problems in development (such as Down syndrome, autism, cerebral
palsy, vision impairment, hearing impairment).
A developmental delay means that a child is behind in at least one area of
development, including:
♦ Physical development (growth, gross and fine motor abilities).
♦ Cognitive development (learning and thinking).
♦ Communication (understanding and using words).
♦ Social-emotional development (relating to others).
♦ Adaptive development (self-help skills, such as feeding).
A child does not need to be a U.S. citizen to be eligible for services. And,
there is no income “test” for the Program. The child and family do have to
be residents of New York State to participate in the Early Intervention
Program.

How is eligibility decided?
All children referred to the Early Intervention Official have the right to a
free multidisciplinary evaluation to determine if they are eligible for
services. The multidisciplinary evaluation also helps parents to better
understand their child’s strengths and needs and how early intervention can
help. A child who is referred because of a diagnosed condition that often
leads to developmental delay, such as Down syndrome, will always be
eligible for early intervention services. If a child has a diagnosed condition,
he or she will still need a multidisciplinary evaluation to help plan for
services. If a child has a delay in development and no diagnosed condition
the multidisciplinary evaluation is needed to find out if the child is eligible
for the Program. A child’s development will be measured according to the
“definition of developmental delay” set by New York State.
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Services
The Early Intervention Program offers many types of services. Early
intervention services are:
♦ Aimed at meeting children’s developmental needs and helping parents
take care of their children.
♦ Included in an Individualized Family Service Plan (IFSP) agreed to by
the parent and the Early Intervention Official.
Early intervention services include:
♦ Assistive technology services and devices.
♦ Audiology.
♦ Family training, counseling, home visits, and parent support groups.
♦ Medical services only for diagnostic or evaluation purposes.
♦ Nursing services.
♦ Nutrition services.
♦ Occupational therapy.
♦ Physical therapy.
♦ Psychological services.
♦ Service coordination services.
♦ Social work services.
♦ Special instruction.
♦ Speech-language pathology.
♦ Vision services.
♦ Health services needed for children to benefit from other early
intervention services.
♦ Transportation to and from early intervention services.
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Provision of services
Only qualified professionals, i.e., individuals who are licensed, certified, or
registered in their discipline and approved by New York State, can deliver
early intervention services. All services can be provided using any of the
following service models:
♦ Home- and community-based visits. In this model, services are given to a
child and/or parent or other family member or caregiver at home or in the
community (such as a relative’s home, child care center, family day care
home, play group, library story hour, or other places parents go with their
children).
♦ Facility- or center-based visits. In this model, services are given to a child
and/or parent or other family member or caregiver where the service
provider works (such as an office, a hospital, a clinic, or early
intervention center).
♦ Parent-child groups. In this model, parents and children get services
together in a group led by a service provider. A parent-child group can
happen anywhere in the community.
♦ Family support groups. In this model, parents, grandparents, siblings, or
other relatives of the child get together in a group led by a service
provider for help and support and to share concerns and information.
♦ Group developmental intervention. In this model, children receive
services in a group setting led by a service provider or providers without
parents or caregivers. A group means two or more children who are
eligible for early intervention services. The group can include children
without disabilities and can happen anywhere in the community.
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Reimbursement
All services are at no cost to families. Funding sources to cover the cost of
services include Medicaid and private health insurance, supplemented by
county and state funds. For more information about the New York State laws
and regulations that apply to Early Intervention services, contact the Bureau
of Early Intervention.
New York State Department of Health
Bureau of Early Intervention
Corning Tower, Room 287
Empire State Plaza
Albany, NY 12237-0660
(518) 473-7016
http://www.health.ny.gov/community/infants_children/early_intervention/

bei@health.state.ny.us
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C-3 EARLY INTERVENTION PROGRAM DEFINITIONS
These definitions are from 10 New York Code of Rules and Regulations,
§69-4.1 and §69-4.10. For a complete set of the regulations governing the
Early Intervention Program, contact the New York State Department of
Health, Bureau of Early Intervention at (518) 473-7016 or visit the Bureau’s
Web page: www.nyhealth.gov/community/infants_children/early_intervention/index.htm.
Sec. 69-4.10 Service Model Options
(a) The Department of Health, state early intervention service agencies, and
early intervention officials shall make reasonable efforts to ensure the
full range of early intervention service options are available to eligible
children and their families.
(1) The following models of early intervention service delivery shall be
available:
(i) home- and community-based individual/ collateral visits: the
provision by appropriate qualified personnel of early
intervention services to the child and/or parent or other
designated caregiver at the child’s home or any other natural
environment in which children under three years of age are
typically found (including day care centers and family day care
homes);
(ii) facility-based individual/collateral visits: the provision by
appropriate qualified personnel of early intervention services to
the child and/or parent or other designated caregiver at an
approved early intervention provider’s site;
(iii) parent-child groups: a group comprised of parents or caregivers,
children, and a minimum of one appropriate qualified provider
of early intervention services at an early intervention provider’s
site or a community-based site (e.g., day care center, family day
care, or other community settings);
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(iv) group developmental intervention: the provision of early
intervention services by appropriate qualified personnel to a
group of eligible children at an approved early intervention
provider’s site or in a community-based setting where children
under three years of age are typically found (this group may
also include children without disabilities); and
(v) family/caregiver support group: the provision of early
intervention services to a group of parents, caregivers (foster
parents, day care staff, etc.) and/or siblings of eligible children
for the purposes of:
(a) enhancing their capacity to care for and/ or enhance the
development of the eligible child; and
(b) providing support, education, and guidance to such
individuals relative to the child’s unique developmental
needs.
(b) Assessment means ongoing procedures used to identify:
(1) the child’s unique needs and strengths and the services appropriate
to meet those needs; and
(2) the resources, priorities and concerns of the family and the supports
and services necessary to enhance the family’s capacity to meet the
developmental needs of their infant or toddler with a disability.
(g) Developmental delay means that a child has not attained developmental
milestones expected for the child’s chronological age adjusted for
prematurity in one or more of the following areas of development:
cognitive, physical (including vision and hearing), communication,
social/ emotional, or adaptive development.
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(1) A developmental delay for purposes of the Early Intervention
Program is a developmental delay that has been measured by
qualified personnel using informed clinical opinion, appropriate
diagnostic procedures and/or instruments and documented as:
(i) a twelve month delay in one functional area; or
(ii) a 33% delay in one functional area or a 25% delay in each of
two areas; or
(iii) if appropriate standardized instruments are individually
administered in the evaluation process, a score of at least 2.0
standard deviations below the mean in one functional area or
score of at least 1.5 standard deviation below the mean in each
of two functional areas.
(ag) Parent means a parent by birth or adoption, or person in parental
relation to the child. With respect to a child who is a ward of the state,
or a child who is not a ward of the state but whose parents by birth or
adoption are unknown or unavailable and the child has no person in
parental relation, the term “parent” means a person who has been
appointed as a surrogate parent for the child in accordance with Section
69-4.16 of this subpart. This term does not include the state if the child
is a ward of the state.
(aj) Qualified personnel are those individuals who are approved as required
by this subpart to deliver services to the extent authorized by their
licensure, certification or registration, to eligible children and have
appropriate licensure, certification, or registration in the area in which
they are providing services, including:
(1) audiologists;
(2) certifies occupational therapy assistants;
(3) licensed practical nurses, registered nurses and nurse practitioners;
(4) certified low vision specialists;
(5) occupational therapists;
(6) orientation and mobility specialists;
(7) physical therapists;
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(8) physical therapy assistants;
(9) pediatricians and other physicians;
(10) physician assistants;
(11) psychologists;
(12) registered dieticians;
(13) school psychologists;
(14) social workers;
(15) special education teachers;
(16) speech and language pathologists and audiologists;
(17) teachers of the blind and partially sighted;
(18) teachers of the deaf and hearing handicapped;
(19) teachers of the speech and hearing handicapped;
(20) other categories of personnel as designated by the Commissioner.
(al) Screening means a process involving those instruments, procedures,
family information and observations, and clinical observations used by
an approved evaluator to assess a child’s developmental status to
indicate what type of evaluation, if any, is warranted.
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C-4 TELEPHONE NUMBERS OF MUNICIPAL EARLY
INTERVENTION PROGRAMS
Please visit our Web page
http://www.health.ny.gov/community/infants_children/early_intervention/
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ADDITIONAL RESOURCES
American Speech-LanguageHearing Association (ASHA)
2200 Research Boulevard
Rockville, MD 20850

Answerline: 1-888-321-ASHA
Action Center:
1-800-498-2071 – members
1-800-638-8255 – non-members

Website: http://www.asha.org/

Fax: 1-301-296-8580

National Dissemination Center
for Children with
Disabilities (NICHCY)
PO Box 1492
Washington, DC 20013-1492

1-800-695-0285
Fax: 1-202-884-8441

Website: http://www.nichcy.org
The Parent Network of WNY
1000 Main Street
Buffalo, NY 14202

1-866-277-4762
1-716-332-4170
Fax: 1-716-332-4171

Website: http://www.parentnetworkwny.org/
Parent to Parent Network
of New York State
500 Balltown Road
Schenectady, NY 12304

1-800-305-8817
1-518-381-4350
Fax: 1-518-393-9607

Website: http://www.parenttoparentnys.org

NOTE: Inclusion of these organizations is not intended to imply an
endorsement by the guideline panel or the NYSDOH. The guideline panel
has not specifically reviewed either the books or the information provided by
these organizations.

105

SUBJECT INDEX

107

SUBJECT INDEX
Assessment of communication disorders .............................................. 14, 37
Auditory Brainstem Response (ABR) ........................................................ 41
Augmentative communication.............................................................. 42, 64
Clinical clues for communication disorders................................................ 16
Clinical Linguistic Auditory Milestone Scale (CLAMS)............................ 35
Communication
definitions .......................................................................................... 9
typical development ......................................................................... 10
Communication delay/disorders
background ........................................................................................ 9
clinical clues .............................................................................. 18, 20
cultural considerations ............................................................... 15, 50
definition ........................................................................................ 3, 4
developmental surveillance .............................................................. 26
early identification ........................................................................... 16
enhanced developmental surveillance .............................................. 26
language milestones ................................................................... 18, 20
Communication development
language milestones ................................................................... 18, 20
risk factors for communication disorders ......................................... 16
Cultural considerations......................................................................... 15, 50
Definitions of guideline terms ...................................................................... 5
Developmental assessment......................................................................... 40
Developmental delays/disorders
speech/language problems.......................................................... 44, 61
Developmental surveillance
enhanced .......................................................................................... 28
routine.............................................................................................. 26
Direct intervention approaches................................................................... 52
Early identification..................................................................................... 16
Early Language Milestone Scale (ELM) .................................................... 35
Enhanced developmental surveillance........................................................ 28
Feeding problems................................................................................. 42, 63
Group speech/language therapy............................................................ 52, 54
Guideline versions ....................................................................................... 8
Hearing disorders ................................................................................. 12, 27
assessment ....................................................................................... 41
109

intervention ...................................................................................... 63
In-depth assessment ................................................................................... 37
Individual speech/language therapy ..................................................... 52, 53
Intervention................................................................................................ 48
cultural consideration ....................................................................... 50
directive ........................................................................................... 57
evaluating an intervention technique ................................................ 59
group therapy ................................................................................... 54
individual therapy ............................................................................ 53
naturalistic ....................................................................................... 57
parent involvement........................................................................... 49
parent training .................................................................................. 56
professional involvement ................................................................. 50
selecting a technique or approach..................................................... 59
Language delay/disorders........................................................................... 12
developmental surveillance .............................................................. 26
Language Development Survey (LDS)....................................................... 34
Language milestones............................................................................ 18, 20
MacArthur Communicative Developmental Inventories (CDIs)................. 34
Natural language samples........................................................................... 39
Naturalistic intervention approach.............................................................. 57
Oral-motor and feeding problems......................................................... 42, 63
Parent concerns .......................................................................................... 19
Parent training programs ............................................................................ 56
Parents' involvement in intervention .......................................................... 49
Professionals' involvement in intervention ................................................. 50
Risk factors for communication disorders .................................................. 16
Screening tests ........................................................................................... 32
Specific expressive language delay (SELD) ............................................... 45
Specific language impairment (SLI)..................................................... 12, 45
Speech disorders ........................................................................................ 12
Speech/language therapy
children with developmental delays ........................................... 44, 61
children with no other developmental problems ............................... 45
considerations for initiating.............................................................. 43
directive ........................................................................................... 57
group therapy ................................................................................... 54
individual therapy ............................................................................ 53
naturalistic ....................................................................................... 58

110

There are three versions of each clinical practice guideline
published by the Department of Health. All versions of the
guideline contain the same basic recommendations specific to
the assessment and intervention methods evaluated by the
guideline panel, but with different levels of detail describing the
methods, and the evidence that supports the recommendations.
The three versions are:

The Guideline Technical Report
✦ full text of all the recommendations
✦ background information
✦ full report of the research process and
the evidence reviewed.

Communication Disorders

Quick Reference Guide
✦ summary of major recommendations
✦ summary of background information

◆

The Clinical Practice Guideline:
Report of the Recommendations
✦ full text of all the recommendations
✦ background information
✦ summary of the supporting evidence

Quick Reference Guide

GUIDELINE VERSIONS

CLINICAL PRACTICE GUIDELINES

Quick Reference Guide
for Parents and Professionals
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For more information contact:
New York State Department of Health
Early Intervention Program
Corning Tower Building, Room 287
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(518) 473-7016
http://www.health.state.ny.us/nysdoh/eip/index.htm
eip@health.state.ny.us
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