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①   A	chaque	âge,	les	questions	à	se	poser	

n  Contexte	

Phase 2 of CATALISE: a multinational and
multidisciplinary Delphi consensus study of problems

with language development: Terminology

Dorothy V.M. Bishop,1 Margaret J. Snowling,1 Paul A. Thompson,1 Trisha Greenhalgh,2

and the CATALISE-2 consortium
1Department of Experimental Psychology, University of Oxford, Oxford; 2Nuffield Department of Primary Care Health

Sciences, University of Oxford, Oxford, UK

Background: Lack of agreement about criteria and terminology for children’s language problems affects access to
services as well as hindering research and practice. We report the second phase of a study using an online Delphi
method to address these issues. In the first phase, we focused on criteria for language disorder. Here we consider
terminology. Methods: The Delphi method is an iterative process in which an initial set of statements is rated by a
panel of experts, who then have the opportunity to view anonymised ratings from other panel members. On this basis
they can either revise their views or make a case for their position. The statements are then revised based on panel
feedback, and again rated by and commented on by the panel. In this study, feedback from a second round was used
to prepare a final set of statements in narrative form. The panel included 57 individuals representing a range of
professions and nationalities. Results: We achieved at least 78% agreement for 19 of 21 statements within two
rounds of ratings. These were collapsed into 12 statements for the final consensus reported here. The term ‘Language
Disorder’ is recommended to refer to a profile of difficulties that causes functional impairment in everyday life and is
associated with poor prognosis. The term, ‘Developmental Language Disorder’ (DLD) was endorsed for use when the
language disorder was not associated with a known biomedical aetiology. It was also agreed that (a) presence of risk
factors (neurobiological or environmental) does not preclude a diagnosis of DLD, (b) DLD can co-occur with other
neurodevelopmental disorders (e.g. ADHD) and (c) DLD does not require a mismatch between verbal and nonverbal
ability. Conclusions: This Delphi exercise highlights reasons for disagreements about terminology for language
disorders and proposes standard definitions and nomenclature. Keywords: Developmental language disorder;
specific language impairment; terminology; risk factors; definitions.

Introduction
Language problems are common in children, with
prevalence estimates ranging from3% to 7%, depend-
ing on age and definition (Norbury et al., 2016;
Tomblin, Records et al., 1997; Weindrich, Jennen-
Steinmetz, Laucht, Esser, & Schmidt, 2000). In
relation to their severity and prevalence, children’s
language problems receive considerably less research
funding than other conditions such as attention
deficit hyperactivity disorder (ADHD) or autism
spectrum disorder (ASD), with which they frequently
co-occur (Bishop, 2010). The term Specific Language
Impairment (SLI) has been widely used to refer to
childrenwhose language development is not following
the usual course despite typical development in other
areas. However, professionals and lay people alike
appear to be far less familiar with SLI compared with
dyslexia or autism (Kamhi, 2004). Of more concern,
Ebbels (2014) described how use of the term SLI had
become controversial, because it seemednot to reflect
clinical realities and excluded many children from
services.

Bishop, Snowling, Thompson, Greenhalgh and
The CATALISE Consortium (2016) used an online

version of the Delphi technique (Hasson, Keeney, &
McKenna, 2000) with the aim of achieving consensus
on these issues. Because of the complexity of the
subject matter, we divided the task into two phases:
the first, described by Bishop et al. (2016) focused
on criteria for identifying significant language prob-
lems in children. Here we describe the second phase,
where the same panel focused on the issue of
terminology for children’s language problems. Here
we describe this second phase.

Materials and methods
Ethics approval

This research was approved by The Medical Sciences Interdis-
ciplinary Research Ethics Committee, University of Oxford
(approval number: MS-IDREC-C1-2015-061). Panel members
gave written consent for their ratings to be used to derive a
consensus statement.

Delphi panel

We approached the same panel members who had formed part
of the CATALISE consortium for our previous Delphi on
criteria. As detailed by Bishop et al. (2016), we restricted
consideration to English-speaking countries, and there was a
predominance of speech-language therapists/pathologists
(SLT/Ps). Of the original panel, two declined to take part in
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Naissance	 1	an	 2	ans	 3	ans	 4	ans	 5	ans	 Adolescence	 Adulte	

§  Histoire	médicale	particulière	
§  Présence	de	facteurs	de	risque	associés	aux	troubles	du	langage		

•  Facteurs	génétiques	:	anomalies	chromosomiques	(syndrome	de	Down,	X	fragile,	…)	;	gène	de	
susceptibilité	pour	la	dyslexie,	TSA,	TDL,	bégaiement	

•  Facteurs	médicaux	:	consensus	sur	le	sexe	(G)	et	l’âge	gestationnel	(Korpilahti,	2016;	
Rudolph,	2017;	Zubrick,	2007)	

•  Facteurs	environnementaux	:	consensus	sur	le	niveau	d’éducation	maternelle	(Jordan	&	
Levine,	2009;	Rudolph,	2017)	

§  Installation	difficile	des	précurseurs	de	la	communication	(Bishop	et	al.,	2017)	
•  Pas	de	babillage	
•  Pas	de	réponse	à	la	parole	ou	aux	sons	
•  Pas	ou	peu	de	tentatives	de	communication	de	la	part	du	bébé	



①   A	chaque	âge,	les	questions	à	se	poser	

Naissance	 1	an	 2	ans	 3	ans	 4	ans	 5	ans	 Adolescence	 Adulte	

§  Très	grande	variabilité	interindividuelle	:	critères	‘classiques’	(dont	
l’absence	de	combinaison	à	24	mois)	peu	fiables	

§  Cf.	facteurs	de	risque	à	la	naissance	
§  Indicateurs	d’un	développement	du	langage	atypique	(Bishop	et	al.,	

2017)	:	à	2	ans	
•  Pas	de	mots	
•  Interactions	minimales	
•  Pas	d’intentions	communicatives	
•  Régression	ou	stagnation	du	développement	langagier	
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Naissance	 1	an	 2	ans	 3	ans	 4	ans	 5	ans	 Adolescence	 Adulte	

§  Impact	fonctionnel	des	difficultés	de	langage	
§  Si	multilinguisme,	difficultés	également	présentes	dans	
l’autre	langue	

§  Présence	d’indicateurs	de	pronostic	négatif	
§  Entre	3	et	4	ans	:	plusieurs	domaines	langagiers	ko	
§  A	partir	de	5	ans	:	persistance	des	difficultés	(+	C°	
touchée	et	habiletés	non	verbales	faibles)	

§  Pas	de	condition	biomédicale	associée	

	
=	Trouble	Développemental	du	Langage	

(Developmental	Language	Disorder)	(Bishop	et	al.	2017)	



   
 
  

Maillart	(2018)	-	Traduit	de	Bishop	et	al.	(2017)	
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12. Il peut être utile de disposer d’une appellation générique à destination des décideurs 
des politiques de soins de santé pour regrouper les enfants qui ont des besoins en termes 
de soutien langagier. Le terme « Besoins en parole, langage et communication » (UK - 
Speech, Language & Communication Needs) est suggéré. 

 
Comme illustré dans la figure 2 ci-dessous, le TDL peut être considéré comme un sous-ensemble au 
sein d’une catégorie plus large qui reprend les difficultés affectant la parole, le langage et la 
communication, indépendamment de leur nature ou étiologie. 
 
Les termes « trouble développemental du langage » et « trouble des sons de la parole » sont deux 
entités hétérogènes qui regroupent des profils pouvant être distincts. De la même façon que le label 
« TDL » rassemble des profils altérant différemment les niveaux linguistiques (cf. point 11), l’appellation 
« TSP » est utilisée pour l’ensemble des difficultés de production de la parole qu’elles aient une origine 
linguistique, motrice ou physique.  En particulier, les atteintes phonologiques peuvent relever des deux 
diagnostics. Les experts reconnaissent que les classifications et la terminologie des « TSP » restent un 
sujet de débat (Waring & Knight, 2013) mais proposent quelques lignes de conduite : lorsque un trouble 
phonologique ou articulatoire assez isolé ayant un bon pronostic sera repris comme TSP et non TDL. 
Par contre, quand les troubles phonologiques persistent après 5 ans et sont accompagnés d’autres 
troubles langagiers, le diagnostic de TDL devrait être donné. Le double diagnostic de TDL et TSP peut 
quant à lui être évoqué face à un patient présentant des troubles langagiers et un problème moteur ou 
structurel de production de la parole. 
 

 
Figure 2. Diagramme illustrant les relations entre les différents termes diagnostiques. Traduit de Bishop 
et al., 2017 (figure 2). 
 
 



Points	communs	des	TDL	

n  Difficultés	pour	produire	et	traiter	le	langage	

n  Impact	fonctionnel	-	affecte	la	vie	de	tous	les	jours	

	
n  Risques	secondaires	à	long	terme	

n  Niveau	langagier	à	5	ans	prédit	35	à	43%	des	résultats	scolaires	à	10	ans	(Einarsdottir	et	al.,	2016)	
n  +	de	difficultés	pour	trouver	un	emploi	(Conti-Ramsden	et	al.,	2018)	

n  +	de	troubles	anxieux	à	l’âge	adulte	(Brownlie	et	al.,	2016)	

Ce questionnaire a pour but de documenter des impacts des difficultés langagières ou d’un trouble de langage sur la communication fonctionnelle de l’enfant au 
quotidien. Veuillez lire chaque énoncé attentivement puis cocher la case correspondant à votre observation de la communication de l’enfant en comparaison aux 
autres enfants de son âge. N’hésitez pas à rapporter des exemples en lien avec les énoncés que ce soit dans le questionnaire ou dans la section « commentaires » 
à la fin du document. 

Nom de l’enfant : __________________________________ DDN : ______________ (jj/mm/aaaa)      Âge : ____________         No. de dossier : ___________ 

Rempli par : __________________________________          Date : ______________ 

N’y parvient 
pas du tout1 

Beaucoup de 
difficultés 

Quelques 
difficultés 

Aucune 
difficulté Commentaires 

EN COMPARAISON AUX AUTRES ENFANTS DE SON ÂGE, IL OU ELLE : 1 2 3 4 
1. Utilise des mots pour faire des demandes (ex. demander de
l’aide, des objets, de la nourriture, etc.). � � � � 

2. Parle assez clairement pour être compris. � � � � 

3. Lorsqu’il n’est pas compris, il trouve un autre moyen efficace
de transmettre son message (ex. gestes). � � � � 

4. Participe aux conversations et aux jeux avec d’autres enfants
(ex. amène une nouvelle idée, pose une question). � � � � 

5. Participe verbalement à des activités de groupe (ex. causeries
et discussions). � � � � 

6. Peut communiquer de manière efficace avec :
• des adultes qui le connaissent bien � � � � 

• des adultes non-familiers (ex. nouvel  éducateur;
caissier à l’épicerie) � � � � 

• des enfants de son âge � � � � 

7. Peut participer à une conversation. � � � � 

8. Peut raconter des histoires qui ont du sens. � � � � 

9. Peut raconter des évènements passés. � � � � 

10. Comprend les consignes habituelles (ex. lors de l’habillage,
du bain). � � � � 

1 L’échelle Likert de l’outil du « Washington Group » de l’OMS/Unicef est retenue car elle correspond le mieux aux besoins d’utilisation. https://data.unicef.org/resources/module-child-functioning/ 

QLIF_3-6 
Questionnaire sur le langage et les impacts fonctionnels chez les enfants de 3 à 6 ans 
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Hétérogénéité	des	TDL	

n  Nature	des	difficultés	(domaines	langagiers)	
n  Sévérité	des	difficultés	
n  Evolution	avec	l’âge	

Il	y	a	le	contenu	
du	cadeau	

Il	y	a	l’emballage	
du	cadeau	Il	y	a	la	façon	de	

donner	le	cadeau	
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n  Critères	fixés	par	l’INAMI	pour	un	trouble	du	langage	oral	
n  Bilan	prescrit	par	un	médecin	

n  Traitement	prescrit	par	un	médecin	spécialiste	

n  Traitement	débute	dans	les	60	jours	qui	suivent	le	bilan	

n  Min.	1	score	≤	P3	dans	un	test	de	langage	«	approuvé	»	

n  Pas	de	perte	auditive	(≤	40dB	à	la	meilleure	oreille)	

n  Pas	de	trouble	de	l’intelligence	(QI	total	≥	86)	

n  190	séances	de	30	minutes	sur	2	ans	

n  Possibilité	de	reporter	30%	pour	une	rechute	(entre	6	mois	et	2	ans	après	la	fin	de	
la	période	de	remboursement)	

②   Quand	l’idéal	n’est	pas	encore	réalité	



n  Critères	fixés	par	l’INAMI	pour	une	dysphasie	
n  Bilan	et	traitement	prescrits	par	un	neuropédiatre	

n  Min.	5	ans	

n  Impact	fonctionnel	

n  Pas	de	TED	

n  Traitement	débute	dans	les	60	jours	qui	suivent	le	bilan	

n  Min.	1	score	≤	P3	dans	trois	domaines	langagiers	
n  Pas	de	perte	auditive	(≤	40dB	à	la	meilleure	oreille)	

n  Pas	de	trouble	de	l’intelligence	(QI	perf	ou	non-verbal	≥	86)	
n  384	séances	de	30	minutes	sur	2	ans	
n  Puis	96	séances	par	année	de	renouvellement	(jusqu’aux	17	ans	révolus)	

	

②   Quand	l’idéal	n’est	pas	encore	réalité	



n  Recouvrement	partiel	entre	TDL	et	dysphasie/TLO	
n  «	Tous	les	TDL	sont	des	troubles	du	langage	oral	mais	tous	les	TLO	ne	sont	pas	
des	TDL	»	
n  Trouble	du	langage	oral	:	la	production	des	sons	(=	phonologie)	seule	pourrait	être	

touchée	≠	TDL	=	TSP	(Trouble	des	Sons	de	la	Parole)	(Bishop	et	al.,	2017)	

n  «	Toutes	les	dysphasies	sont	des	TDL	mais	tous	les	TDL	ne	sont	pas	des	
dysphasies	»	
n  Dysphasie	:	implique	min.	trois	domaines	langagiers	touchés	≠	TDL	

②   Quand	l’idéal	n’est	pas	encore	réalité	



n  Limites	de	la	nomenclature	actuelle	
n  Quid	de	la	pertinence	d’un	terme	distinct	(TLO	vs.	dysphasie)	pour	marquer	
une	sévérité	(alors	que	les	difficultés	et	les	stratégies	d’intervention	
logopédique	ne	sont	pas	de	nature	différente)	?	

n  Exclusion	en	cas	de	performance	faible	à	un	QI		

n  Pas	la	richesse	de	la	terminologie	proposée	par	CATALISE	:	

n  Trouble	des	sons	de	la	parole	

n  Trouble	du	langage	associé	avec	X°	

	

②   Quand	l’idéal	n’est	pas	encore	réalité	
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Abstract

Background: Paediatric speech and language therapist (SLT) roles often involve planning individualized intervention
for specific children, working collaboratively with families and education staff, providing advice, training and
coaching and raising awareness. A tiered approach to service delivery is currently recommended whereby services
become increasingly specialized and individualized for children with greater needs.
Aims: To stimulate discussion regarding delivery of SLT services by examining evidence regarding the effectiveness
of (1) intervention for children with language disorders at different tiers and (2) SLT roles within these tiers; and
to propose an evidence-based model of SLT service delivery and a flowchart to aid clinical decision-making.
Methods & Procedures: Meta-analyses and systematic reviews, together with controlled, peer-reviewed group studies
where recent systematic reviews were not available, of interventions for children with language disorders are
discussed, alongside the differing roles SLTs play in these interventions. Gaps in the evidence base are highlighted.
Main Contribution: The service-delivery model presented resembles the tiered model commonly used in education
services, but divides individualized (Tier 3) services into Tier 3A: indirect intervention delivered by non-SLTs, and
Tier 3B: direct intervention by an SLT. We report evidence for intervention effectiveness, which children might
best be served by each tier, the role SLTs could take within each tier and the effectiveness of these roles. Regarding
universal interventions provided to all children (Tier 1) and those targeted at children with language weaknesses or
vulnerabilities (Tier 2), there is growing evidence that approaches led by education services can be effective when
staff are highly trained and well supported. There is currently limited evidence regarding additional benefit of
SLT-specific roles at Tiers 1 and 2. With regard to individualized intervention (Tier 3), children with complex or
pervasive language disorders can progress following direct individualized intervention (Tier 3B), whereas children
with milder or less pervasive difficulties can make progress when intervention is managed by an SLT, but delivered
indirectly by others (Tier 3A), provided they are well trained and supported, and closely monitored.
Conclusions & Implications: SLTs have a contribution to make at all tiers, but where prioritization for clinical
services is a necessity, we need to establish the relative benefits and cost-effectiveness at each tier. Good evidence
exists for SLTs delivering direct individualized intervention and we should ensure that this is available to children
with pervasive and/or complex language disorders. In cases where service models are being provided which lack
evidence, we strongly recommend that SLTs investigate the effectiveness of their approaches.

Keywords: language disorder, intervention, evidence based practice (EBP).
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moorhouseschool.co.uk

See commentaries DOIs 10.1111/1460-6984.12422, 10.1111/1460-6984.12424 and 10.1111/1460-6984.12425 and the response DOI
10.1111/1460-6984.12436 for some initial discussion.

International Journal of Language & Communication Disorders
ISSN 1368-2822 print/ISSN 1460-6984 online C⃝ 2018 Royal College of Speech and Language Therapists

DOI: 10.1111/1460-6984.12387

③   Une	prise	de	hauteur	pour	la	rééducation	
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Figure 1. Response to intervention model of intervention for children with language disorders. [Colour figure can be viewed at wileyonlineli-
brary.com]

We recognize that evidence is not the only influence
on clinical decision-making; evidence-based practice in-
volves using clinical expertise and experience to make
decisions about the care of individual clients by inte-
grating the values of the ‘fully informed’ client with the
best available evidence from systematic research into the
decision-making process. In addition, there are ethical,
financial, national and local political considerations that
influence service decisions. However, outcomes should
inform the decision-making process. By summarizing
the evidence we aim (1) to help clinicians present an
overview of the evidence to clients, so they are ‘fully
informed’; and (2) to stimulate discussion about the di-
rection of the profession in relation to children’s SLT ser-
vices, highlighting where further research is needed. An
important premise is the general agreement that com-
munication is a human right and that SLTs have a key
role to play in maximizing functional communication
in children with speech, language and communication
needs (McLeod 2018).

In this paper, we focus primarily on children with
language disorder. Language disorder arises in develop-
ment and is affected by a complex interplay of genetic
and environmental factors. We use the term ‘language
disorder’ in the manner set out by Bishop et al. (2017) to
refer to all children with language difficulties that cause
functional impairment in everyday life and are associ-
ated with poor prognosis. This includes children whose
language difficulties occur in isolation (for which the rec-
ommended term is ‘developmental language disorder’,
DLD) and those whose language difficulties are associ-
ated with other conditions such as autism. For brevity,
we have limited ourselves to literature relating to the
populations that comprise a significant percentage of
children’s SLT services. We do also consider pre-school

children with low language where the prognosis is un-
clear, who would often be served by Tier 1 and 2 inter-
ventions. Both groups of children (those with language
disorders and with language difficulties with unclear
prognosis) are included in the umbrella term ‘speech
language and communication needs’ (Royal College of
Speech and Language Therapists (RCSLT) 2017).

SLTs working with language difficulties or language
disorder are part of the multidisciplinary children’s
workforce who have complementary skills and a com-
mon goal of maximizing the child’s functioning, activity,
well-being and participation, in both education and so-
cially. The SLT’s specific role in part depends on the roles
and working models of the other professionals in that
workforce. Close collaboration between SLTs, families
and other professionals supporting children with lan-
guage difficulties and disorders is a crucial component
of effective support for these children and their families.

Tiered intervention models

Tiered intervention models generally divide interven-
tion into three different levels, waves, stages or tiers
(e.g., Fuchs and Fuchs 2006, Gascoigne 2006, Law et al.
2013, Snow et al. 2015). However, there is a mismatch
in terminology used in education versus health services
(shown schematically in figure 1).

Education intervention tiers are generally related to
the characteristics of children. Tier 1 aims to provide
high-quality teaching for all; Tier 2 provides education-
led language programmes for children performing just
below age expectations; and Tier 3 focuses on children
with identified language disorders who are not making
expected progress and are likely to require individual-
ized intervention. Tiers are thus broadly matched to

③   Une	prise	de	hauteur	pour	la	rééducation	

n  Contexte	

Ebbels	et	al.	(2019)	
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n  Ce	que	nous	dit	la	littérature	scientifique	sur	le	TDL	
n  Nombreuses	explications	avancées	(pour	une	synthèse	récente,	voir	Paul,	2020)	

n  Influence	de	l’environnement	
n  Explications	biologiques	(gènes,	anomalies	structurelles	du	cortex)	
n  Explications	cognitives	(processus	auditifs	altérés,	capacités	de	traitement	

limitées,	déficit	d’apprentissage	procédural	…)		

n  Cause	probablement	multifactorielle	
n  Pas	d’erreurs	typiques	et	systématiques	

n  Plusieurs	types	de	PEC	logopédique	efficaces	pour	atteindre	un	langage	
fonctionnel	(Gillam	et	al.,	2008;	Loeb	et	al.,	2009)	

n  Exploiter	les	mécanismes	d’apprentissage	du	langage		
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n  Répéter	pour	enraciner…	mais	ce	n’est	pas	suffisant	!	
n  Enfants	TDL	ont	besoin	de	plus	de	présentations	avant	d’acquérir	le	mot	
en	production	comme	en	compréhension	(Gray,	2004;	Rice	et	al.,	2000)	

Effet	de	groupe	
Effet	du	nombre	de	présentations	
	
Effet	d’interaction	
§  Performances	TDL	16x	=	Contrôles	4x	
§  Écart	se	creuse	!	

(Prigent	et	al.,	soumis)	

TDL	
Contrôles	



③   Une	prise	de	hauteur	pour	la	rééducation	

n  Varier	pour	généraliser		
n  Généralisation	=	création	d’une	représentation	abstraite	applicable	à	de	
nouveaux	éléments	

n  Variabilité	dans	le	langage	adressé	à	l’enfant	permet	
n  Au	niveau	phonologique	:	représentations	phonologiques	plus	robustes	

n  Au	niveau	lexical	:	la	formation	de	catégories	sémantiques	et	de	concepts	
n  Au	niveau	morphosyntaxique	:	l’élaboration	de	structures	syntaxiques	abstraites	



③   Une	prise	de	hauteur	pour	la	rééducation	

n  Varier	pour	généraliser	
n  Au	niveau	de	la	phonologie	

n  Apprentissage	de	non-mots	chez	des	enfants	de	3-4	ans	sans	difficulté	
de	langage	(Richtsmeier,	Gerken,	Goffman	&	Hogan,	2009)	

n  Chaque	non-mot	dit	10	fois	:		
n  Par	10	locuteurs	différents	(1x	chacun)	
n  Par	1	seul	locuteur	

n  Production	+	rapide	et	meilleure	si	10	locuteurs	différents	!	
n  Variabilité	acoustique	favorise	l’abstraction	et	donc	la	production	



③   Une	prise	de	hauteur	pour	la	rééducation	

n  Varier	pour	généraliser	
n  Au	niveau	de	la	morphosyntaxe	

n  Enfants	avec	TDL	

n  2	conditions	:		

n  12	verbes	≠		

n  24	verbes	≠		
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Variability in the Language Input to Children
Enhances Learning in a Treatment Context

Elena Plante,a Trianna Ogilvie,a Rebecca Vance,a Jessica M. Aguilar,a Natalie S. Dailey,a

Christina Meyers,a Anne Marie Lieser,a and Rebecca Burtona

Purpose: Artificial language learning studies have
demonstrated that learners exposed to many different
nonword combinations representing a grammatical form
demonstrate rapid learning of that form without explicit
instruction. However, learners presented with few exemplars,
even when they are repeated frequently, fail to learn the
underlying grammar. This study translated this experimental
finding in a therapeutic context.
Method: Eighteen preschool children with language
impairment received conversational recast treatment for
morpheme errors. Over a 6-week period, half heard 12 unique
verbs twice each during recasts (low-variability condition),
and half heard 24 unique verbs (high-variability condition).
Children’s use of trained and untrained morphemes on

generalization probes as well as spontaneous use of
trained morphemes was tracked throughout treatment.
Results: The high-variability condition only produced
significant change in children’s use of trained morphemes,
but not untrained morphemes. Data from individual
children confirmed that more children in the high- than
the low-variability condition showed a strong treatment
effect. Children in the high-variability condition also
produced significantly more unique utterances containing
their trained morpheme than children in the low-variability
condition.
Conclusion: The results support the use of highly variable
input in a therapeutic context to facilitate grammatical
morpheme learning.

Aprimary goal in clinical research is the development
of intervention procedures that are not only effec-
tive but also efficient. Research on the clinical

treatment of child speech and language disorders has suggested
that treatment durations of 8 weeks or more will generally
produce better clinical outcomes than those of shorter dura-
tions (Law, Garrett, & Nye, 2004). Although an increase
in treatment duration may provide better results in some
instances, it is not always the case that better results would
be obtained for all treatments. This is particularly true for
treatment of grammatical errors. Law et al. (2004) reported
that expressive syntax treatments did not uniformly yield
positive results. Although a small number of additional treat-
ment studies have been published since 2004, it is clear that
the effect of specific treatment parameters on treatment
effectiveness remains poorly understood (Proctor-Williams,
2009). Here, we investigated whether a simple manipulation
involving the nature of the linguistic input provided to chil-
dren has an impact on the effectiveness of a conversational

recast treatment for the remediation of grammatical mor-
phology errors in preschool children with specific language
impairment (SLI).

Conversational recast therapy has been identified as
a successful intervention approach to remediate grammati-
cal deficits for children with SLI (Camarata & Nelson,
1992; Camarata, Nelson, & Camarata, 1994; Leonard,
Camarata, Brown, & Camarata, 2004; Leonard, Camarata,
Pawlowska, Brown, & Camarata, 2006; Nelson, Camarata,
Welsh, Butkovsky, & Camarata, 1996). Treatment typi-
cally occurs in the context of a conversational interaction
between a clinician and a child. The clinician creates situa-
tions in which a targeted grammatical form is likely to occur.
When a child attempts the targeted grammatical form within
an utterance, the clinician responds to the child with an
utterance that maintains the same semantic content pro-
duced by the child but that uses the correct grammatical
form. In addition, a recast is contingent on the child’s utter-
ance. Recasts may follow spontaneous productions by the
child or utterances that were obligated by the conversational
context created by the clinician. Both correct and incorrect
attempts by the child can be recast.

Conversational recast treatment does not involve
explicit instruction to the child during treatment. Instead,
the clinician’s recasts provide models of the grammatical
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③   Une	prise	de	hauteur	pour	la	rééducation	

n  Etaler	pour	consolider	
n  Apprentissage	distribué	><	massé			
n  Etaler	l’apprentissage	favorise	la	consolidation	chez	les	enfants	avec	un	TDL	
n  Desmottes	et	al.	(2017)	

n  6	sessions	d’apprentissage	sur	1	jour	
n  6	sessions	d’apprentissage	sur	3	jours	

+ n Aussi chez les enfants TDL (Desmottes et al. , 2017) 32

Tâche SRT visuelle
Même dosage 
d’apprentissage mais étalé 
différemment (1 jour vs 3)

A – 6 sessions sur 1 jour (J1) 
puis rappel (J14)

B – 2 sessions (J1) puis 2 
sessions (J2) puis 2 sessions 
(J7) puis rappel (J21)

Résultats
1) Augmenter l’intensité 

n’aide pas

2) Étaler aide surtout  
les  enfants TDL

+ n Aussi chez les enfants TDL (Desmottes et al. , 2017) 32

Tâche SRT visuelle
Même dosage 
d’apprentissage mais étalé 
différemment (1 jour vs 3)

A – 6 sessions sur 1 jour (J1) 
puis rappel (J14)

B – 2 sessions (J1) puis 2 
sessions (J2) puis 2 sessions 
(J7) puis rappel (J21)

Résultats
1) Augmenter l’intensité 

n’aide pas

2) Étaler aide surtout  
les  enfants TDL
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Evidence-based pathways to intervention for children with language disorders 5

Figure 1. Response to intervention model of intervention for children with language disorders. [Colour figure can be viewed at wileyonlineli-
brary.com]

We recognize that evidence is not the only influence
on clinical decision-making; evidence-based practice in-
volves using clinical expertise and experience to make
decisions about the care of individual clients by inte-
grating the values of the ‘fully informed’ client with the
best available evidence from systematic research into the
decision-making process. In addition, there are ethical,
financial, national and local political considerations that
influence service decisions. However, outcomes should
inform the decision-making process. By summarizing
the evidence we aim (1) to help clinicians present an
overview of the evidence to clients, so they are ‘fully
informed’; and (2) to stimulate discussion about the di-
rection of the profession in relation to children’s SLT ser-
vices, highlighting where further research is needed. An
important premise is the general agreement that com-
munication is a human right and that SLTs have a key
role to play in maximizing functional communication
in children with speech, language and communication
needs (McLeod 2018).

In this paper, we focus primarily on children with
language disorder. Language disorder arises in develop-
ment and is affected by a complex interplay of genetic
and environmental factors. We use the term ‘language
disorder’ in the manner set out by Bishop et al. (2017) to
refer to all children with language difficulties that cause
functional impairment in everyday life and are associ-
ated with poor prognosis. This includes children whose
language difficulties occur in isolation (for which the rec-
ommended term is ‘developmental language disorder’,
DLD) and those whose language difficulties are associ-
ated with other conditions such as autism. For brevity,
we have limited ourselves to literature relating to the
populations that comprise a significant percentage of
children’s SLT services. We do also consider pre-school

children with low language where the prognosis is un-
clear, who would often be served by Tier 1 and 2 inter-
ventions. Both groups of children (those with language
disorders and with language difficulties with unclear
prognosis) are included in the umbrella term ‘speech
language and communication needs’ (Royal College of
Speech and Language Therapists (RCSLT) 2017).

SLTs working with language difficulties or language
disorder are part of the multidisciplinary children’s
workforce who have complementary skills and a com-
mon goal of maximizing the child’s functioning, activity,
well-being and participation, in both education and so-
cially. The SLT’s specific role in part depends on the roles
and working models of the other professionals in that
workforce. Close collaboration between SLTs, families
and other professionals supporting children with lan-
guage difficulties and disorders is a crucial component
of effective support for these children and their families.

Tiered intervention models

Tiered intervention models generally divide interven-
tion into three different levels, waves, stages or tiers
(e.g., Fuchs and Fuchs 2006, Gascoigne 2006, Law et al.
2013, Snow et al. 2015). However, there is a mismatch
in terminology used in education versus health services
(shown schematically in figure 1).

Education intervention tiers are generally related to
the characteristics of children. Tier 1 aims to provide
high-quality teaching for all; Tier 2 provides education-
led language programmes for children performing just
below age expectations; and Tier 3 focuses on children
with identified language disorders who are not making
expected progress and are likely to require individual-
ized intervention. Tiers are thus broadly matched to

④   Un	duo	gagnant	en	classe	maternelle	

n  Contexte	



Habiletés langagières en 
petite enfance Dickinson, 2011 

Contextes éducatifs 
en petite enfance 

Facteur	de	protection	en	
multipliant	les	sources	
de	stimulation	
langagière	

n  Importance	des	contextes	éducatifs	pour	soutenir	le	développement	
du	langage	et	de	la	communication	de	façon	préventive	

④   Un	duo	gagnant	en	classe	maternelle	



n  La	simple	fréquentation	d’un	contexte	éducatif	ne	suffit	pas…	

n  Effets	positifs	SI	la	qualité	éducative	y	est	suffisamment	élevée	
(Burchinal	et	al.,	2010)	=	

n  Relations	positives	et	chaleureuses	entre	les	enfants	

n  Enseignant	utilise	différentes	techniques	et	attitudes	qui	soutiennent	le	
développement	du	langage	et	le	développement	de	concepts	

n  Enseignant	entretient	des	relations	chaleureuses	et	sécurisantes	avec	
les	enfants	de	sa	classe	

④   Un	duo	gagnant	en	classe	maternelle	



④   Un	duo	gagnant	en	classe	maternelle	

n  Au	départ	du	projet	pilote	SOLEM	

n  Offrir	du	soutien	à	tous	les	enfants	:	prévention	

n  Soutien	individualisé	:	repérage	par	l’observation	

n  Soutien	par	l’enseignant	:	interlocuteur	quotidien	

n  2019	:	Engagement	de	logopèdes	dans	les	CPMS	

n  Travailler	en	collaboration	avec	les	équipes	éducatives	
dans	le	but	de	mettre	en	place	des	actions	de	
prévention	et	de	détection	des	difficultés	

n  Rechercher	des	solutions	avec	les	enseignants,	au	sein	
de	la	classe	≠	tester	les	enfants	



④   Un	potentiel	duo	gagnant	en	classe	maternelle	

n  Au	départ	du	projet	pilote	SOLEM	

n  Offrir	du	soutien	à	tous	les	enfants	:	prévention	

n  Soutien	individualisé	:	repérage	par	l’observation	

n  Soutien	par	l’enseignant	:	interlocuteur	quotidien	

n  2019	:	Engagement	de	logopèdes	dans	les	CPMS	

n  Travailler	en	collaboration	avec	les	équipes	éducatives	
dans	le	but	de	mettre	en	place	des	actions	de	
prévention	et	de	détection	des	difficultés	

n  Rechercher	des	solutions	avec	les	enseignants,	au	sein	
de	la	classe	≠	tester	les	enfants	



Pour	conclure	…	

	



un	Terme	à	Diffuser	Largement	

dès	Trois	ans,	un	Diagnostic	et	une	PEC	Logopédique	sont	possibles	
§  Pensons	impact	fonctionnel	et	pronostic	
§  Exploitons	la	littérature	scientifique	pour	nos	actions	
§  Intervenons	de	manière	directe	et	indirecte	



Pour	en	savoir	+	:	https://radld.org/	



L’enfant	a	moins	de	3	ans	et	vous	souhaitez	discuter	du	
langage	ou	donner	des	conseils	aux	parents	de	cet	enfant	?		

n  Voici	une	capsule	vidéo	«	grand	public	»	réalisée	avec	le	service	
AIMA	Soumagne	et	qui	aborde	les	questions	suivantes	:		

n  Comment	se	construit	le	langage	de	l’enfant	?		

n  Quelles	sont	les	étapes	du	développement	langagier	?		

n  Comment	soutenir	le	langage	du	jeune	enfant	(prévention)	?	

n  Quid	de	la	place	des	milieux	d’accueil	?	

n  https://www.youtube.com/watch?v=-QUo2y-HbgQ	
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