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What is Communication?

Communication is the sending and receiving of information. 

There are four main aspects to communication:

1. Hearing is essential for the acquisition of oral communication, speech

and language. 

2.Language is the coded system which enables understanding, organization

and expression of meaning, thoughts and ideas. It takes the form of 

words and patterns of words in grammatical structures. Language can

be conveyed in an oral, written or gestural/sign form. It can be further

subdivided into expressive language (how we express ourselves using

words, gestures, etc.) and receptive language (how we understand 

words, gestures, etc.). 

3.Speech is the production of sounds and sequences of sounds. This 

can be further subdivided into voice quality, fluency and articulation

that all contribute to the intelligibility of what is said.

4.Pragmatics is the social aspect of turn-taking and joint attention 

that facilitates communication.

Causes of Speech and Language Problems

Historically causes of most communication disorders have not been known.

Genetic research in the past decade has linked the most common disorder,

specific language impairment, to inherited cerebral structure and function.

Other speech, language and hearing disorders have been attributed to a

variety of factors including maternal infection, genetics, traumatic brain

injury, maxillo-facial anomolies such as cleft lip/palate, birth trauma,

or syndromes (e.g. Autism Spectrum Disorder, Down Syndrome). 

The home environment is also a factor to consider. Limited stimulation

and family stressors can cause delay in speech/language development,

but do not cause disorders. Delays due to environmental factors can

be reversed with good language stimulation. 

When a family member has a speech/language/hearing disorder, the

children are at higher risk for communication difficulties. Pay special

attention if there is a positive family history for: learning disabilities,

permanent early childhood hearing loss, congenital syndromes, or if

the parent indicates concern.

Key Warning Signs

Emotion and Use of Eye Gaze

–Limited ability to share attention and/or emotions with eye gaze 

and facial expressions

–Limited use of eye gaze shifts between people and objects

–Delayed ability to understand and follow others’ eye gaze and finger 

pointing

Use of Communication

–Limited use of gestures and/or vocalizations to communicate

–Low rate of communication using gestures and/or vocalization

–Limited number of reasons for communication (e.g., child only 

communicates to protest and request food, but not to greet, label 

objects, etc.)

–Limited use of communication to share interest/attention with another

Use of Gestures

–Limited number of gestures (e.g., giving, showing, reaching, pointing)

–Limited use of symbolic gestures (e.g., waving, nodding head, 

gesture for talking on phone)

–Reliance on gestures and a limited use of vocalizations to communicate

Use of Sound

–Limited number of consonants

–Immature syllable structure (e.g., uses only consonant plus vowel 

combinations to represent words of varying lengths, such as 

na/banana or wa/water)

Understanding and Use of Words

–Delayed in understanding language and using language

Use of Objects

–Limited use of symbolic play (e.g., use of toy object to represent real 

object - phone, feed baby)

–Delayed spontaneous use of actions on objects in symbolic play

–Limited ability to imitate actions on objects

Other

–Positive family history

–Heightened parental concern

When to Refer

Refer all children to the Preschool Speech and Language System when

the parent expresses concern or the child presents with high risk

indicators or does not meet developmental milestones on the Rourke

Record or Nipissing District Developmental Screen™. 

Appendix K: Speech, Language and Hearing
Facts about Speech, Language and Hearing
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Appendix L: Autism Spectrum Disorder                        
Developmental Surveillance: Focus on 18–36 Months: Approach to Children with Identified Developmental Difficulty
By Wendy Roberts and Anita Jethwa

When a child has specific delays in communication and is not using verbal or nonverbal means to share interest with other people by 
12 months of age there is cause for concern, and a careful diagnostic appraisal needs to be done from a developmental point of view.
Similarly, any child who loses the use of language or social skills, particularly between the age of 9 and 24 months, needs to be looked 
at very carefully. When the absolute indicators for immediate evaluation are met, consideration must be given as to whether the child
could have an Autism Spectrum Disorder (ASD).

The term Autism Spectrum Disorder is now replacing the term Pervasive Developmental Disorder (PDD) since Pervasive Developmental
Disorder has become a confusing term for parents. Some parents have been given the diagnosis of PDD, and are then shocked a couple 

of years later to find out that, in fact, their child has autism. The use of the term Autism Spectrum Disorder allows the idea of progress
and skill development during the initial labelling process, shifting the child in a positive direction along the spectrum. Parents may be less
likely to feel that the autistic label is a permanent life sentence. Research has shown that even experienced professionals are not reliably
able to differentiate between the various types of Pervasive Developmental Disorder particularly in the preschool years. The term "high
functioning" has become confusing becasue it may be used to describe a child who is either intellectually high functioning or who has less
autistic symptoms.

Early identification of an Autism Spectrum Disorder is critical since outcome has been shown to be quite different if children have

intensive input in the preschool years. Many high functioning children have been missed in the past because, particularly with parent’s
scaffolding and support, observed interactions between the child and parent during a short visit to the clinic have failed to show any

outstanding abnormality. A prolonged period of observation (e.g., 5–10 minutes) of the child in a play situation is needed. 

Glascoe has shown that parent’s concerns are in fact very accurate and need to be paid attention to. The current 1 to 3 -year lag,
documented between the time when parents are first worried and when a physician first gives a diagnosis, must be reduced.

Some of the more classical features of autism and those seen in older children may be missing in the early years. There is not the same

degree of stereotypic and compulsive behaviours. There is not the same insistence on routines and rituals.  Many children are quite
affectionate both in accepting and in looking for affection, and many will have eye contact particularly to get their needs met, although
not sustaining eye contact for social interaction. The absence of the more typical signs has led in many cases to people making incorrect
definitive statements such as, “this is definitely not autism.”

Early Parental Concerns 
in Autism
–Extremes in temperament (passive to irritable)
–Poor eye contact
–Lack of or inconsistent response to name
–Difficult to engage in social play

Early Identified Behavioural Manifestations 
of Autism (Zwaigenbaum et al, 2005)
–Atypical early temperament (passive to extreme reactions)
–Atypical eye contact
–Atypical orientation to name
–Atypical social interest and affect
–Poor imitation skills
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When developmental delays in the social and communication are suspected in an infant or toddler it raises concern regarding the possibility
of an autism spectrum disorder. These children require immediate further investigation. The best current screening tool is the Modified
Checklist for Autism in Toddlers (M-CHAT). This tool was developed by Dr Diana L. Robins and her research team and was adapted 
from the Checklist for Autism in Toddlers (CHAT) the pioneer autism tool (Baron-Cohen et al., 1996). This checklist documents parent
reports of social interest, social play, pretend play, pointing to show and bringing an object to share interest. Primary care providers should
either be prepared to provide this further screening or to make appropriate referral so that further screening is completed. Specific screening
for ASD at 18 to 24 months using the M-CHAT should be performed on all children with any of the following: failed items on the
social/emotional/communication skills inquiry, sibling with autism, or developmental concern by parent, caregiver, or physician. If the 
M-CHAT is abnormal, use the M-CHAT Follow-up Interview to reduce the false positive rate and avoid unnecessary referrals and parental
concern. Information regarding appropriate use of the M-CHAT tool and follow-up interview are found at: www.mchatscreen.com.
(See Appendix M) Research articles that discuss the sensitivity and specificity of available screening tools for ASD can also be found on 
the website. Continued surveillance regarding social development is important even when the M-CHAT is initially negative.  

When a child is referred on for a diagnostic assessment usually by a Developmental Paediatrician or a Psychiatrist, the clinician must be
experienced and up-to-date in the assessment of autism. A diagnostic interview and observation scale must be used, in addition to either
questionnaires or observing videotapes from home and a community setting. The specific use of DSM-IV criteria in children under 3 is
not a reliable way to make a diagnosis. Using the DSM-IV criteria as a checklist is particularly unreliable in younger children; clinicians
need to be able to interpret DSM-IV criteria and apply them in an informed age-specific manner during the history-taking process.

A unique difference in younger children with ASD is unusual sensory interests. This can include seeking of tactile input such as rubbing
surfaces, squeezing balls that have different textures; dropping objects and watching them fall, or listening to them fall; watching unusual
light patterns; flicking light switches on and off; and looking through their fingers at a light in the background. Sensory peculiarity may
greatly limit food intake and some children will only eat very crisp food or very cold food. Many will not accept any mixtures at all.
Sensory limitations from diet can lead to quite significant iron deficiency, particularly after the 18-month period.

Younger children have less of the typical autistic repetitive behaviours such as jumping, spinning, or running around in circles. Many will
have subtle hand flapping or flicking and hyperextension of fingers.

Medical investigations should always include an audiological assessment with ABR’s if there is any doubt about hearing. Most chromosome
assessments will not reveal particular abnormalities unless there are significant dysmorphic features. The research is focusing particularly
on chromosome 7 and 15, but there is no diagnostic test yet. Children will usually be screened through DNA analysis for Fragile X
syndrome. If there is a history of pica, a lead level is suggested; if there is dietary restriction, look for decreased ferritin. If there is any
history suggestive of a metabolic disorder then a metabolic screen should be done. Many children, especially those with disturbed sleep
and those with significant regression, will have abnormalities on an overnight EEG. An awake EEG is not helpful, and most sleep
deprived EEG’s are difficult to interpret.

When autism is suspected, intervention must be urgent and intrusive. It involves the working together of a team that must include
parents. If a child is under 2 years, a referral to the Infant Development Program so that work can start in home in terms of teaching
skills to parents and working with the child to develop social reciprocity and communication. The Preschool Speech and Language
Initiative needs to be involved with the speech pathologist being a key member of the team. The Hanen Parent Program “More Than
Words” has been very helpful to give parents intensive education and modeling of intrusive interaction leading to the understanding of
communication starting in the child. The Regional Autism Services Program and the Preschool Behavioural Autism Program should be
contacted so that the child can be assessed for eligibility. Parent support and education programs run through the Geneva Centre in
Toronto, which is a Children's Mental Health Centre for children with autism, as well as local autism services, such as Autism Ontario
can be helpful.

During the last few years we have learned more about autism and have seen the results of early intervention. It is clear that children can
do better when they are detected at an earlier age, when families are able to access more support and more financial aid for both their
child’s education and respite care when it is needed. In the long term, society will pay less as children do better and families cope better.
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Appendix M: Checklist for Autism in Toddlers (CHAT)
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Appendix N: 18 Month Visit Flowchart                          
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Appendix O: Developmental Issues in an Older Child    
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