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People use language to communicate their needs and 

intentions, to express emotions, and to form relationships. 

It seems likely that a disruption in children's language 

development would have a negative impact on their social 

development. There is extensive research that shows that 

school age children with delayed language are "at risk" for 

increased maladaptive behaviors <Cantwell and Baker, 1977). 
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Whether this is also true for children in the earliest 

stages of language development is not yet known. 

The questions this study sought to answer were: 1) Is 

there a significant difference in the severity and frequency 

of maladaptive behaviors seen in language delayed children, 

children who were "late talkers," or children with normal 

language? and 2) Is there a significant difference among the 

three subject groups in terms of which behaviors parents are 

the most concerned about·? 

The subjects in this study ranged in age from 18 to 41 

months. They included 34 children with delayed language, 12 

children who were "late talkers," and 29 children with 

normal language. The behavior of the subjects was assessed 

using two parental questionnaires, the ~~!.!_~~QQ~ Personality 

Scale CCPS) <Cohen, 1975), and the Behavior Checklist for 

Toddlers CBCT) CRescorla, 1984). 

The first question was analyzed by calculating the 

means for each area of behavior assessed and comparing the 

means among the three subject groups. To determine if there 

were significant differences among the three subject groups, 

t-tests were conducted at the .01 level of significance. 

The second question was answered by determining what 

percentage of points, out of the total possible, parents 

assigned to each area of behavior. The behaviors were then 

ranked in order according to which areas of behavior parents 

assigned the highest percentage of points, and to which 



areas of behavior they assigned the lowest percentage of 

points. 

In answering the first question, the CPS showed the 

language delayed subjects to have significantly more prob

lems than the normal language subjects in the areas of 

hyperactivity/attention deficit disorder and conduct. The 

BCT showed the language delayed subjects to have signifi

cantly more problems with hyperactivity/attention deficit 

disorder and relationships. No statistically significant 

differences were found either between the language delayed 

subjects and the "late talkers" or between the normal lan

guage subjects and the "late talkers." 

In answering the second question, the CPS showed no 

differences among the three subject groups. The BCT found 

3 

only minor differences among the three subject groups, with 

the parents of the normal language subjects expressing the 

most concern about their children's health, and the parents 

of both the language delayed children and the "late talkers" 

expressing the most concern about their children's conduct. 
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CHAPTER I 

INTRODUCTION AND STATEMENT OF PURPOSE 

INTRODUCTION 

Much research has been devoted to learning how the 

behavior of children with language disorders differs from 

that of their non-language disordered peers. Language is an 

integral part of being human. It is the single most impor-

tant factor which separates man from animals. People use 

language to communicate their needs and intentions, to ex-

press emotions, and to form relationships. It seems likely 

that a disruption in children's language development would 

have a negative impact on their social development. The 

research to date shows that a relationship between language 

development and social development does exist. Several 

studies report that school-aged language delayed children 

are at risk far developing behavioral problems, including 

conduct disorders, attention deficit disorders, difficulty 

forming relationships, and other :maladaptive behaviors such 

as soiling and crying easily <Cantwell & Baker, 1977). 

Whether or not this is also true for younger children is not 

yet known. 

The speech-language pathologist may question the need 

to address the problem of :maladaptive behaviors in the lan-
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guage delayed child. After all, the role of the speech-

language pathologist is to remediate speech and language 

disorders, not behavioral disorders. However, there are a 

number of important reasons why speech-language pathologists 

must be concerned with behavioral disorders. First, how 

well children communicate has a major impact on how they are 

treated by both adults and other children who come into 

contact with them. Laughton and Hasenstab <1986) wrote, "An 

inability to communicate with other children interferes with 

the establishment of peer relationships. This, in turn, 

inhibits further social and linguistic expression" Cp. 183). 

Adults also respond more warmly to children who interact 

appropriately, and who follow the rules of language use. In 

turn, the way people respond to children and the input they 

give them will subsequently affect further language develop

ment. 

Another important reason for studying the behavior of 

language disordered children is the possibility that having 

a language disorder may cause children to develop maladap

tive behaviors in order to compensate for their inability to 

communicate effectively. Laughton & Hasenstab <1986) 

hypothesized that maladaptive behaviors such as hyperac

tivity and withdrawal may be attempts to compensate for poor 

communcation skills. They hypothesize that the hyperactiv-

ity so often seen in language disordered children may be an 

attempt to describe with actions what they have difficulty 
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putting into words. Poor language skills may also result in 

withdrawal. Withdrawal may occur because language delayed 

children need more time to process what has been said, or 

because they wish to escape from a communicative situation 

which is too taxing. If maladaptive behaviors do develop as 

a result of the language delay, teaching children to com

municate effectively may be a crucial part of preventing the 

occurrence of such behaviors. 

Third, the clinician must be prepared to deal with 

problem behaviors if progress is to be made. Children who 

are hyperactive or inattentive will waste much needed time 

in counterproductive activities such as squirming in their 

chairs, gazing out the window, etc. Knowing what maladap-

tive behaviors to expect from these children is the first 

step. Once it is known what behaviors to expect, the cli

nician can begin planning strategies for dealing with any 

difficulties that may arise because of them. If it is true 

that children who are language disordered display signifi

cantly more maladaptive behaviors, a routine part of any 

assessment should include assessing the child's behavior. 

Finally, although this study is not designed to 

determine a causal relationship between maladaptive behav

iors and language delays or disorders, it is hoped that it 

will provide some basis from which to formulate some hypoth-

eses. For example, if children under 4 years of age do not 

display significantly more maladaptive behaviors than their 



"normal" peers, it may be that the maladaptive behaviors 

develop as a result of the language delay. If maladaptive 

behaviors are a result of language delay, early language 

intervention might help to alleviate some of the problems. 

In recent years there has been a growing trend toward 

early intervention for the language delayed child. Until 

recently, it was a commonly-held belief that young language 

delayed children, ages 18 to 36 months, are simply "late

bloomers" who will in time catch up with their peers. 

Parents were admonished not to worry and told to delay 

seeking intervention. Today the current trend is toward 

early intervention. It is felt that delaying intervention 

will simply allow language delayed children to lag further 

behind their peers. If language disorders are identified 

early, before :maladaptive behaviors emerge, intervention 

could focus on remediating language without the added dif

ficulty of dealing with a child who is behavior disordered. 

If on the other hand, maladaptive behaviors do accompany 

early language delay, intervention may be even more impor

tant to curtail problem behaviors as well as remediate the 

language delay. 

STATEMENT OF PURPOSE 

4 

The purpose of this study was to determine if language 

delayed children between the ages of 18 and 41 months, or 

children who were "late talkers" display significantly more 
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maladaptive behaviors than their non-language delayed peers. 

The questions this study sought to answer were: 

1. Is there a significant difference in the severity 

and frequency of maladaptive behaviors seen in language 

delayed children, children who were "late talkers" or 

children with normal language?" 

2. Is there a difference among the subject groups in 

terms of which behaviors parents are the most concerned 

with? 

The hypothesis of this study is: The maladaptive 

behaviors of children 18 to 41 months old who have language 

delays, or who were "late talkers" will be significantly 

greater in terms of severity and frequency than the mala

daptive behaviors of children of the same age who have 

normal language. 

The null hypothesis is: The maladaptive behaviors of 

children 18 to 41 months old who have language delays, or 

who were "late talkers" will not differ significantly in 

terms of severity and frequency from the maladaptive 

behaviors of children of the same age who have normal 

language. 



6 

DEFINITION OF TERMS 

The following operational definitions were used for 

this study: 

Conduct - Problems in the area of conduct indicate a 

child whose behaviors violate the rights of others. Exam-

ples of problems with conduct include disturbing other chil-

dren, defiance, and aggression. 

g~~l!!!: - For the purpose of this study, the category 

of health is simply defined as problems with eating and 

sleeping. 

~~~~£1i~i1y/A11en1i~~ ~~fi£ii ~i~~rder <Hyperac-

tivity/ADD> - This category includes the behaviors over-

activity, difficulty concentrating and short attention span. 

The child who displays these characteristics might have more 

trouble staying on task than other children of the same age. 

He may become easily frustrated. 

~al~~~E!!~~ ~~~~~iO~§ - Maladaptive behaviors are any 

behaviors which are considered negative by parents and 

others who come into contact with the child. This includes, 

but is not limited to, the behaviors in this section. 

Mood - Problems with mood encompass such areas as 

anxiety and excessive sadness and includes more worries and 

fears than normal. The child may seem preoccupied and 

uninterested in playing. 

!S_~!_~!_i~~§_hiE_§_ - Problems in the area of relationships 

include shyness, avoidance of others, and poor eye contact. 



The child with this difficulty may have problems forming 

relationships with his/her siblings and might display 

problems with attention seeking. 

~i~re£~i~~l g~£~~ior~ - Stereoypical behaviors are 

movements or actions that are deliberate, repetitive and 

serve no useful purpose <American Psychiatric Association, 

1980). In this study stereotypical behaviors include head 

banging, peculiar preoccupations and rocking. 

7 



CHAPTER II 

REVIEW OF THE LITERATURE 

There has been a great deal of interest in how 

children with speech and language disorders develop in terms 

of their social skills and emotions. It seems likely that if 

something as integral to being human as language is disrupt

ed, this would have a negative impact on a person in a num-

ber of ways. In 1937, Orton stated that communicative dis-

orders of all types would interfere with a person's social 

and emotional development. This statement has been upheld 

by a number of different research studies conducted over the 

years. 

BEHAVIOR PROBLEMS OF CHILDREN WITH SPEECH 

AND/OR LANGUAGE IMPAIRMENTS 

A number of studies conducted over the years have 

indicated that children with speech and language disorders 

are more likely than children without such disorders to 

display maladaptive behaviors. Cantwell and Baker (1977) 

conducted an extensive review of the literature and tenta

tively concluded that there is a higher incidence of psychi

atric disorders in children who have speech and language 

disorders. They also concluded that the types of psychi-
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atric disorders present in this population are not signifi

cantly different from those seen in the normal population. 

These findings were not considered conclusive, however, due 

to methodological problems such as differences in diagnosing 

and defining psychiatric disorders, sampling bias and inade

quate sampling size, and failure to consider associative 

factors such as mental retardation and brain damage. 

In an attempt to eliminate some of the methodological 

problems of the other studies, Cantwell et al. <1979) began 

a study which included 293 children, ages 1 year, 11 months 

to 15 years, 11 months from a community speech clinic. Each 

child was evaluated by a psychiatrist and an interview was 

conducted with each child's parents and teacher using modi

fied versions of the Conners Parent and Teacher Question

naire <Conners, 1973) and the Rutter Parent and Teacher 

Questionnaire <Rutter et al., 1970). A diagnosis of a 

speech and/or language disorder was made by a speech

language pathologist. 

Cantwell et al. reported their findings for the first 

100 subjects in 1979. The results of the psychiatric evalu-

ation indicated that 53 out of the 100 subjects were diag

nosed as having at least one psychiatric disorder according 

to the criteria of the Diagno~iic and £tati~ti£~~ Manual of 

~~~tal £iso~£~~~ <DSM-III) <The American Psychiatric 

Association, 1980). Attention deficit disorder was the most 

common, occurring in 19 children. This disorder includes a 
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developmentally inappropriate short attention span and poor 

concentration. Oppositional disorder, defined as an opposi

tion to all authority, constant argumentativeness, and an 

unwillingness to respond to persuasion was the second most 

common psychiatric disorder. It occurred in 13 of the chil-

dren. Twelve of the subjects had anxiety disorders; all 

were shy, 2 were overanxious, and 3 had separation anxiety 

disorders. Four of the subjects displayed conduct disorders 

including antisocial behavior which violates the rights of 

others. One had chronic depression, and 1 had a stereo-

typed movement disorder. They concluded that children with 

speech and/or language disorders were "at risk" for psychi

atric illness, but a causal relationship was not determined. 

Mattison, Cantwell and Baker (1980) later reported the 

findings from administration of the Conners <1972) and 

Rutter et al. <1970) parent and teacher questionnaires. 

They found that the items reported most frequently by par

ents of children with combined speech and language disorders 

were problems with attentional-motor items (e.g. easily 

frustrated, excitable, impulsive, restless, short attention 

span, easily distract-ed, and tantrums), conduct items 

<e.g., disobeys at home), health items (e.g., nightmares, 

problems getting to sleep and stomach aches), developmental 

and language items Ce.g., hard to understand), mood items 

Ce.g., angry or irritable), and relationship items (e.g., 

shy, fights with siblings, solitary and afraid of new 
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people). Teachers in the study reported much the same data 

as the parents, and it was determined that both agreed with 

the findings of the psychiatrist, particularly in the area 

of attentional-motor items and relationship items. <It must 

be noted that the study conducted by Mattison, Cantwell and 

Baker <1980) included 5 mentally retarded children, 4 hear

ing impaired children, 2 autistic children, and 1 child from 

a bilingual background>. 

In 1982(a), Baker and Cantwell published further 

findings on the same subjects. The parents of 40% of the 

language delayed children reported that their children's 

feelings were easily hurt, and 38% of the parents reported 

that their children were easily frustrated. 

Baker and Cantwell further reported <1982b) that while 

only 29% of the children with a pure speech disorder <e.g., 

articulation disorder, voice disorder, fluency disorder) 

displayed some type of psychiatric illness <e.g., attention 

deficit disorders, avoidance disorders, oppositional disor

ders, separation anxiety disorders, adjustment disorders or 

affective disorders), 45% of the children with combined 

speech and language disorders, and a total of 95% of the 

children with a language disorder (e.g., expressive, recep

tive, or processing disorder no less than 6 months below age 

level) were diagnosed as psychiatrically ill. 

Fifty-three percent of the children in the 1979 

Cantwell et al. study were found to have "diagnosable 
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psychiatric disorders according to DSM-III criteria" <p. 

499, Baker and Cantwell, 1987). In 1987 they published 

their findings on these children. The majority of differ

ences and those which were most significant between the two 

groups were in the area of language development. They found 

that "The psychiatrically ill children showed significantly 

more disorders involving language, whereas the psychiatri

cally well children tended to have fewer disorders involving 

language and more disorders involving pure speech" <p. 507). 

Also, their expressi~e and receptive language deficits were 

more severe than those of the psychiatrically well children. 

The only developmental milestones which distinguished the 

ill children from the well children were the age at which 

the first word and the first sentence were spoken. The 

psychiatrically ill children were significantly delayed in 

both these areas. Cantwell and Baker (1987) found that 

speech and language are the factors "most significantly 

associated with psychiatric illness" <p. 508). They point 

out that this may mean that "speech and language factors may 

play a more direct role in the development of psychiatric 

disorders than has been previously hypothesized" <p. 508). 

There have been other studies which support the find

ing that an association exists between speech and language 

disorders and behavioral disorders. Botelho <1986) cited 

the research of Beckey (1942) who observed children and 

reviewed teachers' reports to determine what factors were 
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related to delayed speech development <delayed speech devel

opment was not defined) and concluded that these children 

did not want attention, played alone, and cried easily. 

Botelho <1986) further reports that unlike Cantwell and 

Baker <1980), Beckey did not consider temper tantrums and 

thumb sucking to be frequently occurring behaviors in the 

delayed speech children. 

STUDIES DIFFERENTIATING CHILDREN WITH SPEECH DISORDERS 

FROM CHILDRN WITH LANGUAGE DISORDERS 

Studies have indicated that the type and severity of 

maladaptive behaviors observed in children are related to 

the type and severity of their communication deficit. 

Baker, Cantwell and Mattison (1980) compared the behavior of 

46 children with "pure" speech disorders to that of 53 chil

dren with combined speech and language disorders and found 

that significant differences did exist. Children with com-

bined speech and language disorders were rated significantly 

worse in terms of hyperactivity syndrome (e.g., excessive 

motor activity, attentional deficit, etc.), conduct disor

ders, establishing relationships and develop developmental 

phenomena <e.g., wetting bed/pants, crying easily, etc.). 

Cantwell and Baker <1982a) concluded from their 

research that children with language disorders were much 

more likely tu be psychiatrically ill than the children with 

pure speech disorders. Eighty-seven percent of the psychi-
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atrically ill children had language disorders while only 36% 

of the psychiatrically well children had language disorders. 

A study by Botelho (1986) supports these findings. 

Included in her study were 19 subjects between the ages of 5 

and 11 years with speech and/or language impairments matched 

for age and sex with 19 subjects who had normal speech and 

language as determined by school records and a speech

language pathologist. Each group contained 14 boys and 5 

girls. Behavior was evaluated using the Child Behavior 

Checklists <Achenbach & Edelbrock, 1983). 

teacher questionnaires were used. 

Both parent and 

In comparing the speech and/or language impaired 

subjects to the normal subjects, Botelho (1986) found no 

significant differences. Upon dividing the boys into three 

groups, however, speech and language impaired, language 

impaired and speech impaired, she found significantly more 

maladaptive behaviors in both the speech and language 

impaired, and language impaired boys as compared to the 

speech impaired and normal boys. As with the boys, the 

girls displayed no significant differences between the 

speech and/or language impaired girls and the normal girls. 

They were not further subdivided into three groups because 

of the small number of female subjects. 

The types of problems teachers identified more fre

quently in the speech and language, and language impaired 

boys included significantly lower school performance, inat-

---, 
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tentiveness, agressiveness, and more difficulty learning. 

These same differences were not reported by the parents, but 

Botelho (1986) speculated that the problems seen may be due 

to the more taxing language demands placed on children in 

school. 

MALADAPTIVE BEHAVIORS OF CHILDREN WITH 

IMPAIRED LANGUAGE ONLY 

Researchers have long suspected that language delays 

or disorders are related to behavioral and emotional prob

lems. In 1959, Ingram remarked upon the large number of 

behaviorally disturbed children being seen by speech-

language pathologists. Weiner (1968) also reported a high 

number of behaviorally disturbed children being seen by 

speech-language pathologists. The research which has been 

done to date supports these findings. 

Stevenson and Richman <1978) conducted an epidemiolog

ical study of the language and behavior of 3-year old chil

dren. They took a random sample of 705 children. Using a 

test of expressive and receptive language, they found that 

24 (3.1%) of the children had a language delay. They used a 

Behavior Screening Questionnaire to identify behavior prob

lems and found that 101 <14.3%) of the children in the sam

ple displayed behavior problems. Stevenson and Richman 

<1978) found that of the children with language delays, 

59. 1% had behavior problems. This is highly significant 
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when one considers that only 14.3% of the sample population 

displayed any behavioral problems. Also significant was the 

fact that 12.9% of the children identified as having behav

ior problems also were language delayed compared to 3.1% of 

the sample population who were language delayed. 

In comparing the types of behavior problems seen in 

language delayed and non-language delayed children, 

Stevenson and Richman (1978) found few differences except 

that the behavior problems of the language delayed children 

were more severe. The types of problems they observed were 

most frequently in social relationships (e.g., dependency, 

relationships with siblings, relationships with peers). 

Also reported were problems with parental control, unhappy 

moods, poor appetite, overactivity, and difficulty concen

trating. 

LANGUAGE DELAYS IN BEHAVIORALLY DISTURBED CHILDREN 

Other researchers have studied the language delays of 

children who display maladaptive behaviors. Some studies 

include children in child guidance centers <Chess & 

Rosenberg, 1974; Wylie, Franchak, & McWilliams, 1965), and 

others have studied behaviorally, emotionally disturbed 

children attending public schools <Camarata, Hughes, & Ruhl, 

1988). 

Wylie, Franchak, and McWilliams (1965) found that 15% 

of a total of 292 children in a community child guidance 
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clinic diplayed what they referred to as "defective speech," 

including 27% who had articulation problems, 24% with 

delayed speech, 20% who stuttered, and 29% who had combined 

disorders. Five maladaptive behaviors were seen in the 

children with "defective speech" significantly more often 

than in the children with normal speech: Soiling, thumb

sucking, wetting, hyperactivity and involuntary movements. 

Only two of these behaviors, soiling and thumbsucking, were 

found to occur at a statistically significant level. It was 

noted by Wylie et al. that the fact that the children with 

impaired speech were significantly younger may have inf lu-

enced their findings. The children with impaired speech 

ranged in age from 2 to 16 years with a mean age of 8 and a 

mode of 6. The children with normal speech included chil

dren aged 3 to 17 years, with a mean age of 10 and a mode of 

9. 

A study conducted by Chess and Rosenberg C1974) also 

looked at children in a child guidance center. They found 

that parents of 64% of the speech and language disordered 

children reported behavioral problems, including tantrums, 

disruptive behavior, difficulties in peer relationships, 

discipline problems, enuresis, separation anxiety, withdrawn 

behavior, hypochondriasm, and extreme sullenness. Hyperac-

tivity was reported as a problem in 19% of the speech and 

language disordered subjects. 
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An interesting outcome in both the Wylie et al. 

(1965) study and the Chess and Rosenberg <1974) study is the 

incidence of children with articulation disorders versus 

children with language disorders. Normally, articulation 

comprises around 54% of all speech and language disorders 

<Spilka & Steer, 1951i Van Riper, 1954). Only 27% of the 

children in the child guidance centers studied by the 

researchers had articulation disorders. This may be an 

indicator that children with articulation disorders are less 

likely than children with language disorders to develop mal

adaptive behaviors. 

Camarata, Hughes, and Ruhl <1988) conducted a study to 

determine if mild to moderately behavior disordered children 

have more significant language delays than children whose 

behavior is normal. Included in the study were 38 children 

identified as mild to moderately behavior disordered who 

were "enrolled at least part-time within special education 

classrooms in regular elementary schools" <p. 193). The 

subjects ranged in age from 8 years, 9 months to 12 years, 

11 months. The Test ~!. Language Development--Intermediate 

<TOLD--I) <Hammill & Newcomer, 1982) was used to assess the 

subjects' language development. It was administered with 

the following results: 27 <71%) of the subjects' standard 

scores fell two or more standard deviations below the mean 

of the normative data reported for the test on one or more 

subtests. Of the 11 remaining subjects, all but 1 scored 
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more than one standard deviation below the mean on one or 

more subtests. However, the intelligence quotients of the 

subjects in this study ranged from 67 to 126. Since the 

normative data on the TOLD--! is based on children with 

intelligence quotients in the normal range, Camarata and 

Hughes also reported separately for those subjects in their 

study who had normal !Q's. Of the remaining 21 subjects 

with normal IQ's, 20 received standard scores one or more 

standard deviations below the mean of the normative sample 

on one or more subtests. 

SUMMARY 

In surveying the literature, it is apparent that 

children with speech and/or language disorders are "at risk" 

for developing maladaptive behaviors. Several studies have 

shown a higher prevalence of behavior disorders in these 

populations CCant~ell & Baker, 1977). It has also been 

found that children with either combined speech and language 

disorders or language disorders display a higher incidence 

of maladaptive behaviors than do children who have only 

speech disorders. Cantwell and Baker <1982b) found that 

only 29% of children with pure speech disorders displayed 

maladaptive behaviors while 45% of the children with speech 

and language disorders and 95% of the children who had only 

a language 19 disorder displayed some type of psychiatric 

illness. 



20 

However, while much is known about problem behaviors 

of language delayed or disordered children aged 3 and up, no 

research has focused strictly on children aged 3 and under. 

Cantwell et al. <1979) included subjects in their study who 

were as young as 1 year, 11 months old, but the study also 

included subjects as old as 15 years, 11 months. Wylie et 

al. <1965) studied children as young as 2 years old, but the 

mean age of the subjects was 8, and the mode 6. 

The only study to date which has specifically focused 

on preschool children is that of Stevenson and Richman 

(1978) who did an epidemiological study of 3 year old chil-

dren. They found that much like older children, 3 year old 

children who have language delays are significantly more 

likely than non-language delayed children to display mala-

daptive behaviors. However, it cannot be assumed that even 

younger children will follow the same pattern. 

The importance of a study focusing on children in the 

earliest stages of language development must not be over

looked. It may be of real benefit in helping to solve the 

problem of the relationship between language delays or dis

orders and maladaptive behaviors. If nothing else, it will 

aid speech-language pathologists in deciding what areas to 

assess in the very young child. 



CHAPTER III 

METHODS 

SUBJECT SELECTION 

Three groups of subjects were used for this study: 

Language delayed, "late talkers," and children with normal 

language. The subjects were recruited for the study using 

media advertisements and referrals from local pediatric 

clinics. The language delayed CLD) group consisted of 34 

children between the ages of 19 and 41 months. The determi-

nation of a language delay was made using the criteria out

lined by Rescorla <1984>. Children were considered language 

delayed if between the ages of 18 and 23 months they used 

less than 10 words, or if between 24 and 30 months of age 

their expressive vocabulary was less than 50 words and/or 

they used no two-word combinations. The second group, the 

"late talkers," consisted of 12 subjects between the ages of 

19 and 41 months. The "late talkers" were those children 

initially classified as language delayed because their 

expressive vocabularies were less than 10 words at 18 to 23 

months. However, these children's vocabularies "caught up," 

exceeding 50 words by 24 months of age. The third group, 

the normal language subjects, consisted of 33 children 

matched to the other two groups by age, sex ratio, and 
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socioeconomic status <SES). They were placed in the normal 

language group because their language exceeded the criteria 

outlined for language delay. 

SES was determined using a four-factor scale developed 

by Myers and Bean <1968). SES scores on this scale range 

from 1 to 5 with one being the highest. 

The subject data is reported on two separate tables as 

two behavioral questionnaires, (a) the ~hi~~ho~~ Pers~~al~~ 

Scale <CPS) <Cohen, 1975), and (b) the Behavior Checklist 

for Toddlers <BCT) <Rescorla, 1984) were used in this study. 

The CPS was administered, on the average, 5 to 7 months 

later than the BCT. Therefore the mean age of the subjects 

is slightly higher on the CPS than it is on the BCT <See 

Tables I and II). Also, the number of subjects for the two 

behavioral questionnaires vary slightly as both question-

naires were not filled out by all parents. 

TABLE I 

DEMOGRAPHIC DATA FOR THE SUBJECTS ON THE CHILDHOOD 
PERSONALITY SCALE: MEANS OR PERCENTAGE. 

------------------------------------------------------------
Subject Group N Age in Months Sex SES 

------------------------------------------------------------

Language Delayed 33 32 73% Males 2.97 
27% Females 

Late Talkers 11 29 73% Males 3 
27% Females 

Normal 29 32 66% Males 2.48 
34% Females 

------------------------------------------------------------



TABLE II 

DEMOGRAPHIC DATA FOR THE SUBJECTS ON THE BEHAVIOR 
CHECKLIST FOR TODDLERS: MEANS OR PERCENTAGE. 

Subject Group N Age in Months Sex 

Language Delayed 34 25 74% Males 
26% Females 

Late Talkers 12 25 75% Males 
25% Females 

Normal 28 26 67% Males 
33% Females 

A determination of the child's level of expressive 

vocabulary was made by having the parents fill out the 

Lagguag~ ~~vel'2.E.~~~l ~~~y~y CLDS) CRescorla, in press) 

<Appendix A). The LDS lists 350 common early words and 
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SES 

2.94 

3 

2.47 

parents are asked to circle the words their child says. The 

LDS has been shown by Rescorla to have excellent reliabil-

ity, validity, sensitivity Ci.e., the ability to correctly 

identify delayed children), and specificity <i.e., the abil-

ity to identify normal children as normal). 

In order to be eligible to participate in the study, 

the children whose parents filled out the LDS had to meet a 

number of requirements. First, they had to have normal 

hearing as measured by passing a hearing screening at 25 dB 

in a sound field. Second, they had to have normal intelli-

gence as determined by a score of 80 or above on the Mental 

Development Index of Ig~ ~~Yl~ ~£~1~§ £[ Inf~~l ~~vel9.E.~~~l 
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<Bayley, 1969). Finally, subjects included in the study 

could show no signs of the disorders of autism, craniofacial 

or neuromotor dysfunction, as determined by the observation 

of a speech-language pathologist. All children who partici

pated in this study passed the above screening measures. 

INSTRUMENTS 

The behavior of the subjects was assessed using two 

questionnaires filled out by the parents: (a) the CPS and, 

Cb) the BCT. Each questionnaire requires the parent to read 

a word or sentence and assign a number designating the 

degree to which it describes their child. 

The decision to use both questionnaires in this study 

was based upon several factors. First, both questionnaires 

were available at the time the data were collected. Second, 

the two questionnaires provide somewhat different informa-

ti on. The CPS requires the parents to judge how frequently 

a behavior occurs in their child. It also requires them to 

provide responses to very specific behavioral items such as 

"Turns his head away or looks down in an uncomfortable way 

when people pay attention to him." It was designed to 

assess psychiatric disorders in children from 18 months to 

12 years of age. This makes it a useful tool if at later 

date a follow-up study is conducted using these subjects. 

The BCT was designed specifically to assess the 

behavior of toddlers and requires the parent to make a more 



general appraisal of their child's behavior. Rather than 

requiring parents to judge the frequency of certain behav

iors their child displays, they are required to make a 

judgement of whether a behavior such as "shyness," or 

"moods" is "no problem," "some problem," or a "major prob-
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lem". It may be that the items on the BCT are somewhat more 

relevant for toddlers. Also, it includes information on two 

areas of behavior that are not covered on the CPS, namely 

health and stereotypical behaviors. These are items that 

were covered in other studies and it was felt by this 

researcher that this information was important. 

The CPS <Appendix B) has three separate sections, two 

of which were used for this study. The first section allows 

the individual to assign a score from 0 to 6, on how often 

each behavior is observed in the child Ci.e. 0 = Never, 1 = 

Almost Never, 2 = Seldom, 3 = Half the Time, 4 = Frequently, 

5 =Almost Always, 6 =Always). Eighteen items out of a 

total of 20 were used from the first section. The 2 items 

which were not used assessed language rather than behavior. 

Most statements in the first section refer to behaviors 

which are negative or maladaptive, but some refer to behav-

iors which are positive or adaptive. In order to use both 

the negative and positive statements, the scoring was 

reversed for the positive behaviors (i.e., a score of 0 

became a scort: of 6; a score of 1, 5; a score of 2, 4; a 

score of 3 remained 3; a score of 4 became 2; a score of 5, 
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1; and a score of 6, 0. 

The second section of the CPS has a statement in which 

the person is asked to assign a number indicating how 

closely that statement describes the child (e.g., 0 =Not At 

All, 1 = Just a Little, 2 = Pretty Much, 3 = Very Much). 

All 12 items from this section were used in the study. 

The third section of the CPS was not used for the pur

pose of this study as it asked parents to make more of a 

general rating of their child's skills and did not cover 

specific behaviors. 

The BCT <Appendix B) has only one section with a 

number scale from 0 to 2 Ci.e., 0 =No Problem, 1 =Some 

Problem, 2 =Major Problem). The BCT has a total of 26 

i terns. Only 25 of the items were used as one, "stuttering/ 

stammering" assesses speech rather than behavior. 

In order to facilitate comparisons across the two 

scales, as well as comparisons within the research litera

ture, the items on the instruments were grouped into cate

gories; on the CPS these categories include hyperactivity/ 

ADD, immature relationships, conduct, and mood; on the BCT 

these categories include hyperactivity/ADD, immature rela

tionships, conduct, mood, health and stereotypical behav-

iors. 
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On the CPS, Section 1, hyperactivity/ADD included the 

following items: 

1. 'Loses interest in what he has started doing. 

2. 

Goes from one thing to another. ' 

'Jumps, runs and is on the move. 

still for long.' 

Can't seem to be 

3. 'Persists in trying to do something, even if he 

has some small problems along the way.'* 

4. 'Quickly shows his anger and frustration if he 

can't get something done that he's working on. 

5. 'Gives long attention to objects, toys or books 

that interest him.'* 

6. 'Can get away from you quick as a flash when he 

wants to. ' 

7. 'Can pay attention to a long time to something.'* 

8. 'Active, impossible to keep up with him.' 

Hyperactivity on Section 2 of the CPS included: 

9. 'Restless <overactive).' 

10. 'Excitable, impulsive,' 

11. 'Fails to finish things he starts,' 

12. 'Fidgeting,' 

13. 'Inattentive, distractible' 

14. 'Demands must be met immediatly; easily 

frustrated. ' 

A Hyperactivity score for the CPS was calculated by combin

ing the scores for Sections 1 and 2. 



On the BCT hyperactivity/ADD included: 

1. 'Overactivity' 

2. 'Concentration' 

3. 'Is impulsive.' 

The child's ability to form relationships and his 

social skills were also assessed. On Section 1 of the CPS 

this category included: 

1. 'Turns his head away or looks down in an 

uncomfortable way when people pay attention to 

him.' 

2. 'Shies away from getting attention.' 

3. 'Tends to be resistant and unfriendly. ' 

4. 'Would rather be left alone if you try to play 

with him or talk to him. ' 

5. 'Smiles to a friendly person'* 

Section 2 of the CPS did not include any relationship 

items. 

On the BCT problems with relationships included: 

1. 'Attention seeking' 

2. 'Shyness' 

3. 'Relationships with brothers/ sisters.' 

4. 'Overly dependent' 

5. 'Poor eye contact.' 
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The third category of behavior assessed was conduct. 

On the CPS this included only two items in Section 2: 

1. 'Disturbs other children. ' 

2. 'Temper outbursts.' 

On the BCT conduct included these characteristics: 

1. 'Difficult to manage.' 

2. 'Aggression.' 

3 . ' Defiant . ' 
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Mood was assessed using both sections of the CPS. On 

Section 1 problems with mood included: 

1. 'Lies down, rests his head, or falls asleep 

instead of playing.' 

2. 'Sits without doing anything unless another person 

tries hard to get him interested. ' 

3. 'Seems to have little zest for normal activities. 

Acts tired.' 

4. 'Talks and acts happily and with excitement about 

things that interest him.'* 

On Section 2 of the CPS mood included: 

1. 'Cries' 

2. 'Mood changes quickly.' 

3. 'Temper outbursts.' 

4. 'Anxious. ' 

5. 'Overly sad.' 
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On the BCT mood included: 

1. 'Moods.' 

2. 'Worries. ' 

3. 'Fears.' 

4. 'Withdrawn, "spacey."' 

5. 'Cries or laughs too easily.' 

Health was assessed only on the BCT as the CPS has no 

items which fit in this category. It included only problems 

with: 

BCT. 

1. 'Eating' 

2. 'Sleeping' 

Stereotypical behaviors were also assessed only on the 

This category included: 

1. 'Echoes speech.' 

2. 'Repetitive habits (flapping, twirling).' 

3. 'Tics.' 

4. 'Peculiar preoccupations.' 

5. 'Rocks back and forth.' 

6. 'Bangs head.' 

*Scoring will be reversed 

PROCEDURES 

The behavioral questionnaires were filled out by either 

one or both parents together. The parents were given the 

questionnaire with the instructions to fill it out as they 

felt it best described their child. The CPS was given to 



parents to fill out at home and they returned it by mail. 

The BCT was filled out by parents while they waited for 

language testing to be completed on their child. 

DATA ANALYSIS 
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In order to compare the language delayed subjects, the 

"late talkers" and the normal language group, each child was 

assigned a score for each of the behavioral categories based 

upon the parent's rating. The scores were tallied using the 

coding sheets in Appendix C. The subject's scores are 

reported in Appendix D. The total score possible varied 

among the different behavioral categories. On the CPS the 

total possible score for hyperactivity/ADD was 66; the total 

possible for relationships was 30; the total possible for 

mood was 39; and the total possible for conduct was 6. On 

the BCT the total possible score for hyperactivity/ADD was 

6; the total possjble for relationships was 10; the total 

possible for mood was 10; the total pos~::ible for conduct was 

8; the total possible for stereotypical behaviors was 12; 

and the total possible for health was 4. 

After determining the mean score for each area of 

behavior for each of the three subject groups, the means 

were then compared to determine if a significant difference 

existed among the LD, "late talkers," and normal language 

The two behavioral questionnaires, the CPS and the BCT were 

analyzed separately. 
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STATISTICAL ANALYSIS 

The first question posed by this study was "Is there a 

significant difference in the severity and frequency of mal

adaptive behaviors displayed among the three subject 

groups?" To answer this question, t-tests were conducted to 

determine if there were any differences between either the 

normal langauge subjects and the LD subjects; the normal 

language subjects and the "late talkers"; or the LD subjects 

and the "late talkers." The t-tests were conducted at the 

.01 level of significance. A .01 level of significance was 

chosen as 30 t-tests were conducted and it was felt that 

using a lower level of significance would result in too high 

a percentage of Type I errors. The second question this 

study sought to answer was "Is there a?y difference among 

the three subject groups in terms of what types of behaviors 

parents are the most concerned about?" This question was 

answered by determining which areas of behavior parents 

assigned the highest percentage of total points possible to 

and to which area of behavior they assigned the lowest per-

centage of points possible. The areas of behavior were then 

ranked in order from highest to lowest percentage of points 

assigned. 
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RELIABILITY AND VALIDITY 

Rel.!~E!l!!Y 

As a check on the researcher's scoring, 10% of the 

tests were rescored by a person who was trained as to how 

the tests were scored. The average percentage of agreement 

was 98%. 

Y~~i~i~Y 

To check the validity of the categorization of the 

items on the two questionnaires into the factors of hyper

activity/ADD, relationships, mood, conduct, health and 

stereotypical behaviors, two other people categorized the 

items. The judges had no special background, but were 

trained as to what the behavioral terms in the study meant. 

The judges agreement with this author was, on the average, 

90% on the BCT and 85% on the CPS. 



CHAPTER IV 

RESULTS AND DISCUSSION 

RESULTS 

The purpose of this study was to determine if differ-

ences exist in the severity, frequency, and type of maladap-

tive behaviors seen among language delayed children, chil-

dren who were "late talkers," and normal language children 

aged 18 to 41 months as reported by parents. Two parent 

questionnaires were used, Ihe ~~~1£~£££ ~~~so~~l~~y Sc~l~ 

<CPS) <Cohen, 1975) and The Behavior Checklist for Toddlers 

<BCT) <Rescorla, 1984). 

The first question addressed was whether or not sig-

nificant differences exist in the severity and frequency of 

maladaptive behaviors reported for LD children, children who 

were "late talkers," and normal language children. To 

answer this question, the means were compared for each 

behavioral category assessed on the two questionnaires for 

each of the three subject groups using ~-tests. The differ-

ences among the subject groups are reported in Tables III, 

IV, and V for the CPS and in Tables VI, VII, and VIII for 

the BCT. Differences between the subject groups were con-

sidered significant at the .01 level. 
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On the CPS differences were found between the LD sub-

jects and the normal subjects for both hyperactivity/ADD and 

conduct with the LD subjects displaying significantly more 

maladaptive behaviors in both these areas <See Table III). 

TABLE III 

t-TESTS INDICATING DIFFERENCES BETWEEN THE NORMAL <N) 
AND LANGUAGE DELAYED <LD> SUBJECTS ON THE 

CHILDHOOD PERSONALITY SCALE. 

Behavior 

Hyperactivity/ 
ADD 

Relationships 

Mood 

Conduct 

Mean 
CSD) 

N - 23.40 
(9.29) 

LD - 30.26 
(9. 23) 

N - 6. 14 
(4.71) 

LD - 8.70 
(5. 88) 

N - 5.07 
(3.16) 

LD - 7.74 
(5. 30) 

N - 1.36 
(. 95) 

LD - 2. 18 
<1. 38) 

df t E~ 

61 -2.911 <.010* 

61 -1.900 . 118 

55 -2.477 .034 

59 -2.748 <.010* 

------------------------------------------------------------

* Significant 
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The CPS showed no significant differences between the 

normal subjects and the "late talkers" or between the 

delayed subjects and "late talkers" <See Tables IV and V>. 

Behavior 

TABLE IV 

t-TESTS INDICATING DIFFERENCES BETWEEN THE 
NORMAL CN) AND LATE TALKING <LT> SUBJECTS 

ON THE CHILDHOOD PERSONALITY SCALE, 

Mean 
<SD) 

df t 

Hyperactivity/ADD N - 23.40 
(9.29) 

Relationships 

Mood 

Conduct 

LT - 31. 09 
(7. 50) 

N - 6.14 
(4. 71) 

LT - 7.73 
(4.40) 

N - 5.07 
(3.16) 

LT - 9.50 
(5.22) 

N - 1.36 
(. 95) 

LT - 2.50 
(1, 32) 

24 -2.705 

2.1 -1.000 

13 -2.638 

15 -2.608 

~ 

.024 

.999 

. 040 

.038 



TABLE V 

t-TESTS INDICATING DIFFERENCES BETWEEN THE LANGUAGE 
DELAYED <LD) AND LATE TALKING <LT) SUBJECTS 

ON THE CHILDHOOD PERSONALITY SCALE. 

Behavior Mean 
<SD) 

Hyperactivity/ADD LD - 30.26 
(9. 23) 

Relationships 

Mood 

Conduct 

LT - 31.09 
(7.50) 

LD - 8.70 
(5. 88) 

LT - 7.73 
(5.40) 

LD - 7.74 
(5.30) 

LT - 9.50 
(5.22) 

LD - 2.18 
<1. 38) 

LT - 2.50 
<1. 32) 

df t 

23 -.300 

25 . 579 

17 -.964 

19 -.683 

Ei. 

.999 

.999 

.999 

.999 
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------------------------------------------------------------

The BCT showed the LD subjects to have significantly 

higher scores than the normal subjects in the areas of 

hyperactivity/ADD and relationships. No significant differ-

ences were found between the normal and LD subjects in the 

areas of mood, conduct, health or stereotypical behaviors 

<See Table VI). 



TABLE VI 

t-TESTS INDICATING DIFFERENCES BETWEEN THE NORMAL <N) 
AND LANGUAGE DELAYED <LD) SUBJECTS ON THE 

BEHAVIOR CHECKLIST FOR TODDLERS. 

Behavior Mean df t E~ ----- (SD) 

38 

------------------------------------------------------------
Hyperactivity/ N - .30 
ADD (. 65) 

48 -3. 151 <.010* 
LD - 1. 18 

<1.47) 

Relationships N - .62 
(.81) 

51 -3.214 <.010* 
LD - 1.62 

<1. 60) 

Mood N - .67 
(. 84) 

56 -1.765 .158 
LD - 1. 18 

<1. 42) 

Conduct N - 1. 17 
<1.21) 

(52 -2.639 .020 
LD - 2. 08 

<2.38) 

Health N - .63 
(. 75) 

58 -.479 .999 
LD - .74 

(. 75) 

Stereotypical N - . 33 
Behaviors (. 80) 

t52 -1.007 .638 
LD - . 53 

(. 75) 

* Significant 



No significant differences were found between the 

normal subjects and "late talkers" or between the LD 

subjects and the "late talkers" on the BCT <Tables VII and 

VII!). 
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The second question addressed in this study was 

whether or not differences exist between the subject groups 

in terms of which behaviors parents are the most concerned 

with. In other words, for each subject group, to what 

behaviors did parents assign the highest scores, and to what 

areas of behavior did they assign lower scores? Since the 

categories of maladaptive behaviors do not contain equal 

numbers of points possible on either of the two question

naires, a rank ordering was determined by dividing the total 

points possible on a particular category of behavior by the 

mean received by the subject group. On the CPS, no differ

ences were found between the types of concerns displayed by 

the parents of each subject group. That is, parents of LD 

children, normal language children and "late talkers" all 

assigned the highest percentage of possible points to the 

category hyperactivity/ADD. The parents ranked concern 

about their child's conduct, second, immature relationships, 

third, and mood last. The results are displayed in Figure 

1. 

Some differences did occur in the parents concerns as 

outlined by the BCT. Parents of both the late talkers" and 

the LD subjects were most concerned with their child's 
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TABLE VII 

t-TESTS INDICATING DIFFERENCES BETWEEN THE NORMAL <N) 
- AND LATE TALKING <LT> SUBJECTS ON THE 

BEHAVIOR CHECKLIST FOR TODDLERS. 

Behavior Mean df t E~ 

Hyperactivity/ N - .30 
ADD (. 65) 

17 -2.158 .086 
LT - .92 

(. 90) 

Relationships N - .62 
(. 81) 

18 -1.658 .222 
LT-1.17 

o. 03) 

Mood N - .67 
(. 84) 

26 .225 .999 
LT - .58 

0. 17) 

Conduct N - 1. 17 
<1.21> 

14 -1.502 . 304 
LT - 2.08 

(2.38) 

Health N - .63 
(. 93) 

27 -.423 .999 
LT - .75 

(. 75) 

Stereotypical N - .33 
Behaviors (. 80) 

41 .903 .999 
LT - .17 

(. 39) 

------------------------------------------------------------
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TABLE VIII 

t-TESTS INDICATING DIFFERENCES BETWEEN THE LANGUAGE DELAYED 
<LD) AND LATE TALKING <LT) SUBJECTS ON THE 

BEHAVIOR CHECKLIST FOR TODDLERS. 

Behavior Mean df t Ei. 

Hyperactivity/ LD - 1. 18 
ADD (1. 47) 

35 .718 .999 
LT - .92 

(. 90) 

Relationships LD - 1.62 
<1. 60) 

~l'j · .... tv -1. 115 .546 
LT - 1. 17 

(1. 03) 

Mood LD - 1. 18 
<1. 42) 

26 1.427 .324 
LT - .58 

<1. 17) 

Conduct LD - 2. 10 
<1. 62) 

14 -. 198 .999 
LT - 2.08 

(2.38) 

Health LD - .74 
(. 75) 

21 -.058 .999 
LT - .75 

(. 39) 

Stereotypical LD - .53 
Behaviors (. 75) 

40 2. 127 . 074 
LT - . 17 

(. 39) 

------------------------------------------------------------
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L----------------------------~--------~-----------
H c R M 

£lguE~-l· Order in which parents ranked their concerns 
about the behaviors displayed by their children on the 
CPS. 

H = Hyperactivity, C = Conduct, R = Relationships, M = Mood 

O = LD Subjects,•= Late Talkers, A= Normal Subjects 
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conduct while parents of the normal language children dis-

played the most concern for their child's health. However, 

parents of normal children did assign the second highest 

percentage of points possible to the area of conduct. The 

parents of the "late talkers" were also more concerned about 

their child's health than for any of the other behavioral 

items, ranking it second highest. For the LD subjects 

parents considered hyperactivity/ADD <number 2) to be more 

of a concern than health <number 3). Parents of the normal 

language subjects ranked mood as their third area of con-

cern. Mood was ranked fifth by parents of both the LD sub-

jects and the "late talkers." Parents of all three subject 

groups considered relationships to be their fourth area of 

concern. Hyperactivity/ADD was ranked as fifth by parents 

of the normal language subjects. Stereotypical behaviors 

were listed as the area of least concern by parents of all 

three subject gro~ps. The results are displayed in Figure 

,..., 
c, . 

DISCUSSION 

) 

The two questionnaires, the CPS and the BCT both show 

the LD subjects display significantly higher scores in the 

area of hyperactivity/ADD than the normal subjects. This 

finding is in agreement with the 1978 study of British chil-

dren conducted by Stevenson and Richman. They found that 3-

year old language delayed children display significantly 
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~----------------------------------------------------
c H He R M s 

!~~~E~_2. Order in which parents ranked their con
cerns about the behaviors displayed by their children 
on the BCT. 

H = Hyperactivity/ADD, R = Relationships, M = Mood, 
C = Conduct, He = Health, S = Stereotypical Behaviors 
Q = LD Subjects, •= Late Talkers, A= Normal Subjects 
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higher scores in the areas of overactivity Cp < .01) and 

poor concentration <p < .01). Hyperactivity and attention 

deficit disorder have also been found to occur more fre

quently in subjects diagnosed as childhood aphasics <Paul, 

Cohen, & Caparulo, 1983; Paul & Cohen, 1984), and in school

age children with less severe language delay <Wylie, et al., 

1965; Botelho, 1986). 

The two questionnaires also were in agreement that no 

significant differences exist between the normal subjects 

and the "late talkers" nor between the LD subjects and the 

"late talkers." This finding indicates that the scores of 

the "late talkers" fall midway between the scores of the 

normal language and LD subjects in terms of their maladap

tive behaviors. 

There are two categories on which the two question

naires differed; relationships and conduct for the normal 

and LD subjects. The CPS showed the LD subjects to have a 

significantly higher mean conduct score than the normal 

language subjects. Although the BCT showed the LD subjects 

to have more problems with conduct than the normal language 

subjects, the difference was not statistically significant. 

Another area of difference is that the BCT showed the 

LD subjects to have a significantly higher mean for immature 

relationships than the normal language subjects. Again, 

while the CPS did not show a statistically significant dif

ference between the normal and LD subject groups, the LD 
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group did receive a higher mean score. This researcher does 

not find it wholly unexpected that differences exist between 

the two questionnaires. In comparing the items on the CPS 

and the BCT, it can be seen that for several of the cate

gories, the items on the two questionnaires are quite dif

ferent, particularly in the areas of relationships and con

duct. The conduct category on the CPS includes only two 

items, i.e., "disturbs other children" and "temper out 

bursts." The BCT has four items that comprise the category 

of conduct, i.e., "difficult to manage," "temper tantrums," 

"agression" and "defiant." 

This researcher cannot say with certainty which of the 

questionnaires more accurately reflects the actual behavior 

of the subjects. However, there are at least three possible 

reasons for the differences. First, on the CPS there are 

only two items categorized as conduct. It may be that if 

the CPS contained more items in the category of conduct the 

difference between the normal and delayed language subjects 

may not have been significant. Also, the items on the BCT 

are more relevant for toddlers than the items on the CPS. 

The BCT may be a more accurate reflection of the behavior of 

the children in the study. However, the possibility exists 

that the CPS is actually a more sensitive measure of the 

parent's true opinion. It may be that since the CPS simply 

requires the parent to state how frequently the behavior 

occurs, the parent is responding more accurately. A parent 



might be reluctant to label an unacceptable behavior as a 

"major problem" as is the case if the parent assigns the 

full number of points <2) on the BCT. 
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The research literature seems to support the findings 

of the CPS, that is, that language delayed children do show 

significantly more problems with conduct than do children 

with normal language skills. This has been the case with 

older language delayed children. Stevenson and Richman 

<1978) found that 3-year old language delayed children are 

significantly more "difficult to control" than normal lan-

guage children Cp < .001). However, they found no differ-

ences between the two groups in the area of "tempers." 

Mattison et al. <1980) in their study of 99 children from a 

community speech and hearing clinic stated that the speech 

and language disordered children were rated severe by par

ents for such behaviors as tantrums, which supports the 

findings of the CPS in this study as "temper outbursts" was 

one of the two items labeled as conduct. Teachers rated 

this same group of children as having a problem with their 

attitude toward authority. Although the BCT did not find a 

statistically significant difference between the normal and 

LD subjects, it was filled out by parents only, not by 

teachers as was the case in the study conducted by Mattison 

et al. C1980). In comparing this study to that of Mattison 

et al. <1980) it must be remembered that the children in 

their study were in preschool or middle school. 



48 

The relationships category on the BCT showed the LD 

subjects to score significantly higher than the normal lan

guage subjects. The CPS did not show a statistically sig

nificant difference between the two groups in this area, 

although the language delayed subjects did, on the average, 

score higher. For both questionnaires, five items comprise 

the category immature relationships. However, the items on 

the two questionnaires are quite different. The CPS rela-

tionship items are very specific and seem to portray a child 

who is unfriendly and does not enjoy receiving attention 

<See Appendix B for a complete listing of the items). The 

items on the BCT tend to show a child who, while not 

unfriendly is shy, overdependent, and has some problems 

getting along with his/her brothers and sisters. It may be 

that while problems with relationships do occur more fre

quently for children with delayed language, the manner in 

which the problems are manifested are more in terms of over

dependence rather than withdrawal and hostility. 

Other research tends to support the finding of the BCT 

for immature relationships (i.e. delayed language subjects 

show significantly more problems with relationships than do 

their normal language peers). Stevenson and Richman C1978) 

found that language delayed children displayed significantly 

higher scores in the areas of problems with dependency Cp < 

.05), relationships with siblings <p < .01), and relation

ships with peers Cp < .05). An interesting fact is that 



49 

Stevenson and Richman (1978) found no difference between the 

two groups in the area of attention seeking. Attention 

seeking was one of the items on the BCT labeled as immature 

relationships. As a comparison of individual items was not 

done in this study, it cannot be stated with certainty if 

this one item differed significantly between the two groups. 

Baker et al. (1980) also found older language delayed chil

dren to show significantly more problems with relationships. 

Parents in that study named shy, fights with siblings, soli

tary and afraid of new people as being problem items for the 

combined speech and language impaired children. 

No significant differences were found between either 

the "late talkers" and the normal language subjects or 

between the "late talkers" and the LD subjects. It may be 

that if more "late talkers" had been included in the study 

more significant differences would have emerged. 

The second question addressed in this study was 

whether or not parents of the three subject groups differed 

in terms of what areas of behavior they were most concerned. 

It seems that parents of children in each group differ lit-

tle on areas of most concern. No differences were found on 

the CPS and only minor differences were found on the BCT. 

The only difference on the BCT between the "late 

talkers" and the LD subjects was that health and hyperactiv-

ity/ADD were reversed for these two groups. Health was 

ranked second and hyperactivity/ADD third by the parents of 
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the "late talkers." Parents of the LD subjects ranked their 

concern about their children's hyperactivity/ADD second and 

concern about health third. Somewhat different results 

occurred for the normal subjects with parents' scoring 

revealing health to be their area of most concern. They 

placed hyperactivity/ADD quite low on their list of concerns 

(fifth). This is not unexpected as one would expect parents 

of normal children to be more concerned about problems with 

eating and sleeping than anything else. Some difference in 

how parents ordered areas of concern may be due to the fact 

that health was not one of the categories assessed on the 

CPS. These findings were supported by the research of Baker 

and Cantwell <1982b) who found that parents of language dis

ordered children complained more frequently about hyperac

tivity and developmental problems while parents of pure 

speech disordered children complained more frequently about 

somatic complaints. 

It is interesting to note though, that parents of 

normal language subjects ranked hyperactivity/ADD fifth on 

the BCT when they ranked it first on the CPS. This differ

ence may in part be due to the fact that two of the three 

items on the BCT have to do with the child's ability to con

centrate and his/her attention span, while on the CPS there 

are more items which assess the child's level of activity. 

It may be that parents of normal children are more concerned 

with excess energy than they are with short attention span. 



Hyperactivity/ADD also was ranked lower on the BCT than on 

the CPS by parents of both the ''late talker~' and the LD 

subjects. 
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The finding from this research that little difference 

exists in the types of maladaptive behaviors displayed by 

language delayed and normal language children is supported 

by Cantwell and Baker (1977) and Stevenson and Richman 

<1978). It also has been found that the types of psychiat-

ric disorders displayed by children with more severe handi

caps <e.g. brain damage and intellectual retardation) do not 

differ markedly from the types of psychiatric disorders seen 

in the general population <Cantwell & Baker, 1977). In 

other words, the same types of maladaptive behaviors are 

seen in both normal and language delayed children, but 

language delayed children display more maladaptive behaviors 

than non-language delayed children. 



CHAPTER V 

SUMMARY AND IMPLICATIONS 

SUMMARY 

Human beings rely on language to share their thoughts 

and feelings, to express their needs and intentions. With-

out a shared language, man would be much the same as any 

other animal. It seems likely that if a children's language 

skills were impaired, it would have a negative impact on 

their social development. Several studies support the 

hypothesis that language delayed children are "at risk" for 

developing maladaptive behaviors <Cantwell & Baker, 1977). 

To date there have been several studies which have looked at 

the behaviors of speech and/or language delayed children. 

However, only one of these studies focused primarily on pre

school children. In 1978, Stevenson and Richman studied 3-

year old children in the London area to determine if lan

guage delayed children showed more maladaptive behaviors 

than nonlanguage delayed children. They found that even 

language delayed children as young as 3 years old have 

significantly more maladaptive behaviors than their non

language delayed peers. However, it cannot be assumed from 

this study that even younger children will follow the same 

trend. Therefore, this study was designed to look at chil-

-~---[ 



dren in the earliest stages of language development. The 

subjects ranged in age from 18 to 41 months. 

The questions addressed by this study were: 
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1) Is there a significant difference in the severity and 

frequency of maladaptive behaviors seen in language delayed 

children, non-language delayed children, and children who 

were "late talkers" between the ages of 18 and 41 months as 

reported by parents? and; 2) Is there a difference among 

the subject groups in terms of which behaviors parents are 

the most and least concerned about. The means and standard 

deviations were computed for each category of behavior 

reported on the two parent questionnaires. Differences were 

determined by comparing the results between the three groups 

of subjects using ~-tests and were considered significant at 

the .01 level. 

The data was analyzed using t-tests because this 

researcher felt from looking at the raw data and from 

reviewing the literature that differences would exist 

among the three groups. The purpose of this study was to 

determine what those differences were. Differences were 

considered significant only at the .01 level because of the 

large number of t-tests conducted. It was felt that using a 

lower level of significance would result in too high a 

chance of Type I errors. 

In looking at the results of this study, it can be 

seen that even very young language delayed children and 



those who begin talking late are "at risk" for increased 

maladaptive behaviors. The language delayed children 

received significantly higher scores than the normal lang

uage children in the areas of hyperactivity <as reported 

both on the CPS and the BCT), conduct <CPS only> and rela

tionships <BCT only). 

IMPLICATIONS 

Re§_earch Impl!_~atio~§_ 
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There are several interesting findings from this 

study, but the need for further research still exists. A 

limitation of this study is that only 11 to 12 subjects were 

used in the groups of "late talkers." It would be useful to 

conduct a study with a larger sample of "late talkers." 

Perhaps if more "late talkers" had been included in this 

study, some significant differences would have been found 

between the "late talkers" and the other two subject groups. 

Another area of further research would be to conduct a 

longitudinal study to determine whether or not changes in 

maladaptive behaviors are observed in the "late talkers" or 

the LD subjects over time and/or as their language improves. 

As there have been no studies conducted to date as to what 

types of maladaptive behaviors are displayed by children who 

begin talking late, it would be especially useful to know 

whether or not their behavior improves over time or whether 

it remains the same. If these behaviors were to improve as 



the children's language improved it could then be hypothe

sized that the children's inability to express themselves 

clearly led to the maladaptive behaviors. 
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Since these maladaptive behaviors do manifest them

selves so early, however, it seems likely that language is 

not a direct cause of the maladaptive behaviors but rather 

that both occur due to some other mutual cause, such as 

temperamental differences, inability to learn pro-social 

skills, inability to use models in the environment or inter

action with parenting style. It may be that the tempera

ments of children with language disorders differ from those 

of children without language disorders. If differences 

exist in this area, it could affect how parents perceive 

their children, thereby influencing how they describe their 

behaviors. Also, a mismatch between the temperament of the 

child and the parent could influence the child's personality 

development. ThiE factor was considered before beginning 

the study, but at the time, no measurements of temperament 

were available for children under 4 years of age. 

Other researchers have hypothesized that both psychi

atric disorders and speech and language disorders are due to 

some mutual cause. Cantwell and Baker (1977) hypothesized 

that both could be due to such common antecedents as intel-

lectual retardation, deafness, or brain damage. These 

factors were taken into consideration in this study. All 

children who participated in the study had normal intelli-



gence and normal hearing, and none of the children in the 

study had brain damage. It may be that only an indirect 

link exists between speech and language disorders and 

behavior disorders <Rutter, 1972). It is only through 

further research that these questions will be answered. 

A further limitation of this study was that neither 

the CPS nor the BCT have been evaluated for reliability or 

validity. The results of this study would perhaps be 

strengthened if that information were available. 

~!~~ic~! lmplica~~~~ 
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This study has several important implications for the 

practicing speech-language pathologist. First, it provides 

support for the trend toward early intervention. Second, it 

provides some evidence that even children who begin talking 

late but then talk normally are still more likely to display 

more maladaptive behaviors than their normal language peers. 

Third, it points out the need for a multidisciplinary team 

approach to early childhood intervention. In looking at the 

findings from this research, it can be seen that even very 

young language delayed children are more likely than their 

normal peers to display inappropriate behaviors. In looking 

at the research to date, it can be hypothesized that since 

older language delayed children display significantly more 

maladaptive behaviors than their normal language peers that 

these behaviors are not going to just disappear. It is 

important that speech-language pathologists share with other 
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professionals the knowledge that even very young language 

delayed children are more likely to develop maladaptive 

behaviors. As the same types of behaviors are observed in 

older language delayed children <Cantwell & Baker, 1977) it 

does not seem that simply ignoring the problem makes it go 

away. This leads to the issue of whether or not speech-

language pathologists should be concerned about the child 

who begins to talk late. 

In the past, parents were often told not to worry if 

their children did not say their first word until two or 

even three years of age. However, this study gives reason 

for some concern. Although no significant differences were 

found between the normal language children and the "late 

talkers," there was a definite trend for the "late talkers" 

to display higher scores in almost all areas assessed. This 

indicates that while the "late talkers" do not have behav

ioral problems as severe as those of the LD children, they 

are still "at risk" and should not be considered "normal." 

If nothing else, it might be reassuring for parents of chil

dren who are "late talkers" to know that certain differences 

in behavior should not be totally unexpected for their 

child. 

Finally, this study underscores the need for a multi

disciplinary team approach in early language intervention. 

The speech-language pathologist must be prepared to see more 

maladaptive behaviors in language delayed children and must 
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have knowledge of how to deal with those behaviors. Botelho 

(1986), in discussing the findings for her research, made 

the point that speech-language pathologists and psycholo-

gists must work together to find the best possible treatment 

plan for language delayed children. She wrote: 

A team approach may be most effective in 
working with the child, as the speech-language 
pathologist can provide information to the school 
psychologist/counselor to help them understand the 
language component of the behavior problem and they 
can provide the speech-language pathologist with 
appropriate techniques to deal with the behavioral 
problems to minimize interference with learning. 
<p. 65) 

In looking at the combination of behavioral problems and 

language disorders seen even in children less than 3-years 

old, the importance of a multidisciplinary approach cannot 

be overstressed. It is difficult to determine as of yet, 

whether or not language disorders lead to behavioral dis-

orders or whether the relationship between the two is less 

direct. The best approach therefore seems to be one that 

would allow the speech-language pathologist and the psy-

chologist to combine their unique areas of knowledge to 

provide the best possible intervention for these children. 
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The Language Development Survey 

FOOD ANIMALS ACTIONS HOUSEHOLD PERSONAL CLOTHES ---- ---- ------ ----- -----
apple bear bath bathtub brush belt 
banana bee breakfast bed comb boots 
bread bird bring blanket glasses coat 
butter bug catch bottle key diaper 
cake bunny clap bowl money dress 
candy cat clean chair paper gloves 
cereal chicken close clock pen hat 
cheese cow come crib pencil jacket 
coffee dog cough cup penny mittens 
cookie duck cut door pocketbook pajamas 
crackers elephant dance floor tissue pants 
drink fish dinner fork toothbrush shirt 
egg frog doodoo glass umbrella shoes 
food horse down knife watch slippers 
grapes monkey eat light sneakers 
gum pig feed mirror PEOPLE socks ------
hamburger puppy finish pillow aunt sweater 
hot dog snake fix plate baby 
ice cream tiger get potty boy OUTDOORS ------juice turkey give radio daddy flower 
meat turtle go room doctor house 
milk have sink girl moon 
orange BODY help soap grandma rain 
pizza PARTS hit sofa grandpa sidewalk ---pretzel arm hug spoon lady snow 
soda belly jump stairs man star 
soup bottom kick table mommy street 
spaghetti chin kiss telephone own name sun 
tea ear knock towel pet name tree 
toast elbow look trash uncle 
water eye love tv Ernie etc PLACES ----

face lunch window church 
TOYS finger make VEHICLES home -----
ball foot nap bike hospital 
balloon hair outside boat library 
blocks hand pattycake bus McDonalds 
book knee peekaboo car park 
bubble leg pee pee motorbike school 
crayons mouth push plane store 
doll neck read stroller zoo 
present nose ride ACTIONS train -----slide teeth run <Cont.) trolley 
swing toe see take truck 
teddybear tummy show throw 

sing tickle 
sit walk 
sleep want 
stop wash 



MODIFIERS 

allgone 
all right 
bad 
big 
black 
blue 
broken 
clean 
cold 
dark 
dirty 
down 
good 
happy 
heavy 
hot 
hungry 
little 
mine 
more 
open 
pretty 
red 
shut 
stinky 
that 
this 
tired 
up 
wet 
white 
yellow 
yucky 

OTHER 

A,B,C etc 
away 
boo boo 
bye bye 
curse words 
here 
hi,hello 
in 
me 
meow 
my 
myself 
night night 
no 
off 
on 
out 

Please list any other words 
your child uses here: 

Does your child combine two 
or more words in phrases? 
<e.g. more cookie, car 
bye bye, etc> 
yes __ no 
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Please list below THREE of 
your child's longest and best 
sentences or phrases: 

please -------------------------Sesame Street 
scuse me 
shut up 
thank you 
there 
under 
welcome 
what 
where 
why 
woof woof 
yes 
you 
yumyum 
1, 2, 3 etc 

This survey was developed by 
Leslie Rescorla, Ph.D. 
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Father 

Mother 

Family Name: 

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
NATIONAL INSTITUTE OF MENTAL HEALTH 

CHILDHOOD PERSONALITY SCALE (CPS)--R 
(Factor Scale) 

Name of Child; 
Age: 
Date: 

INSTRUCTIONS: The purpose of this questimnaire is to get a picture of each child's persooality as he or 
she typically has been for the last t1"0 ITIXlths. ~ of the sentences nay describe the child very \olell, 
Other sentences will not be at all like this child. There are seven colums after each sentence. For each 
sentence, check the colulum that is ITDSt true of this child's perscnality arx1 the way he acts. 

n exarrple of the type of question arrl Never AlJrost Seldan Half Fre- Alnost Al.ways 

S\oler it: Happy to sing when there are Never The flue!ltly Al.ways 

the house. ""~ 
0 l 2 3 4 s 6 

hild always sin@; when there are guests, you sl'nlld check colum "6", If he never sin@> for ~ 
ck colum "Cl". If he sings saretirres but not al-ways, check the box between ''O'' arx1 "6" that best 
him. 

!lever Al.rrost ISeldan Half Fre- Alnost Al-ways 
Never The Ruently Al-ways 

Tirre 
: 0 l 2 3 4 s 6 

H Loses interest in i.hat he has started doing, Goes 
fran one thing to another 

H Jurps, runs, arrl is on the rrove, Can't seem to 
~ still fm: long 

R Turns his head away or looks down in an unccm-
fortable wav when Df'Onle oov attention to hirr. 

M Lies down, rests his head, or fall asleep 
instead of playing 

M Talks with delight. Gets pleasure out of al.rrost I everytbing -····------
H Persists in trying to do sarething, even if he 

has sare srrall problems along the way 

H Quickly shows his anger and frustration if he I 
can't get sarething done that he's w::irking on I 

R Shies away fran getting attention. ~bves away 
from """"le 

M Si ts without doing anything unless another I 
person tries hard to get him interestec'. I 
lhll talk or babble to you about his toys, I I 
clothes, an::l what he is doing I ~ i 

H Gives long attention to objects, toys, or I I 
I 

>vv-,\,o +ho+ '~•p-~~• "'- I I 

H Can get away fran you "quick as a flash" i I I hTien be h:ilJ1« ,. " I 
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Never Al.Jrost Seldan Half Fre- Al.llDst Always 

Never The quently Always 
Tim:! 

0 1 2 3 4 5 

R Smiles to a frien:ily person 

M seans to have little zest for J'lOilTBl activi-
ties. Acts tired 

M Talks an:i acts happily an:i with excitetalt 
about things that interest him 

H Can pay attention for a long tine to sare-
thing 

H Active, irrpossible to keep up with him 

R Ten:is to be resistant an:i unfrien:ily 

R Would rather be left alone if you tty to 
play with him or talk to him 

Is a talkative child wtio expresses 
himself in language or near language 

Listed below are items about children's behavior or problems they saretim:!s have, lbol lllX:h do you think 
your child has been bothered by this problan at this tine? 

6 

?bt at all Just·a·little Pretty .nu:h Very ll1X:h 

0 1 2 3 

H Restless (overactive) I 
H Excitable, int>ulsive i I 

c Disturbs other children 

II Fails to finish things he starts 
(short attention) i 

H fidgeting I 
I 

H Inattentive, distractible 
J 

I 1 
' 

H furrarrls JTl.JSt be !TEt imred ia t ly; i : 
frustrated I ' 

' M Cries 

M ~bod changes quickly ' 
I 

c Terrper outbursts i 
; 

M Anxious 

M Overly sad . 
In cooparison with other children his or her own age, ~ "IO.lld you describe yoo:r child? 

Better than ITDSt Average Slower than rrost 

l 2 3 

language skills 
physical skills 

social skills 

errotional rraturity 

problem solving ability 
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BEHAVIOR CHECKLIST FOR TODDLERS 

CHILD'S NAME PARENT'S NAME 

DATE 

NO SOME MAJOR 
PROBLEM PROBLEM PROBLEM 

He Eating ----
He Sleeping ------
H Overactivity ----- ------
H Concentration ----- ----- ------
R Attention Seeking ----- ------ ------M Moods ----- ---- ------
M Worries ------- -----
M Fears ----- ----- ------c Difficult to Manage ----- ----- -----c Temper Tantrums ------ ----- ----c Agression ----- ------ ------
R Shyness ---- ------
M Withdrawn ------ ------s Echoes speech ----- ------ -----s Repetitive habits ------ ------ -----

<flapping, twirling) 
R Relationships with ------- ------ ------

brothers/sisters 
R Overly Dependent ----- ------ -----s Tics ----- ----- ------

Stuttering/Stammering ______ ------- ------
R Poor eye contact ----- -----
M Cries or laughs 

too easily ------ ------- -------
H Is impulsive ------ ----- ------c Defiant ------ ----- -----s Peculiar Pre-

occupations ----- ----- -----s Rocks back and 
forth ----- ------ ------s Bangs head ---- ------ -----

DOES YOUR CHILD HAVE PROBLEMS WHICH CONCERN YOU IN ANY OTHER 
AREAS OF BEHAVIOR OR DEVELOPMENT? 



SlHIOd D.N: I ao:::> 
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CHILDHOOD PERSONALITY SCALE 

SCORE FORM 

NAME ------------------------
CODER ______________________ _ 

AGE -------------------------
DATE _______________________ _ 

HYPERACTIVITY MOOD RELATIONSHIPS 

Question # ;t of Points Question # ii ot Points Ruestion :ii- (4i of Points 

Hl Ml R 1 

H 2 M 2 R2 

H 3 ~" M3 R3 

H4 M 4 ~" R4 

H 5 
I 

M5 R 5 >': 

I 
H 6 M5 TOTAL 

H 7 ~·, M 7 

-·---~ 
H 8 M8 COKDUCT 

H 9 M9 Question 4; # of Points 

H 10 c 1 

H 11 c 2 

H 12 

H 13 

H 14 

TOTAL TOTAL TOTAL 
--·~·'-· * Reverse Scoring 
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BEHAVIOR CHECKLIST FOR TODDLERS 

SCORE FORM 

NAME CODER -------------------------
AGE DATE ----

HYPERACTIVITY RELATIONSHIPS MOOD 

-
Question ft #of Points Question # tf of Points Question # :f.1 of Points 

--
H 1 R 1 M 1 

----· 

H 2 R 2 M 2 
I -- .. ,._ 

H 3 I R 3 M 3 
I 

H 4 
I R 4 M4 

R 5 M 5 

TOTAL TOTAL TOTAL 

-

STEREOTYPICAL CO:t\Dl'CT HEALTH 
BEHAVIORS 

Question :fi j: of Points Question 4! ~: of Points Question :/= ~:of Points 

s 1 cl I He l 
I 

s 2 c 2 I He 2 
I 
: 

s 3 c 3 I He 
I 

I 

s 4 I c . 
'-I I 

' I -
I 

s 5 I 
I 

T 
----

s 6 
I 

TOTAL I TOTAL TOTAL 
·----- ------ - - ' -·-~·-



viva .L:>E:rs:ns 
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CHILDHOOD PERSONALITY SCALE --------- --------- -----
NORMAL ------

H R M c 

12 7 5 2 0 
14 17 11 6 1 
27 32 0 2 1 
32 26 20 11 1 
36 14 5 7 1 
39 17 8 5.5 2 
40 25 5 3 1 
50 28 2 1 1 
55 11 3 1 0 
56 30 8 6 2 
58 29.5 6 9.5 2.5 
59 22 7 7 1 
63 26 6 6 1 
72 37 12 14 2 
78 14 0 1 0 
81 33 1 4 1 
113 29 9 6 3 
126 9 6 4 0 
128 32 4 3 4 
129 11 1 2 1 
130 30 5 3 1 
131 38 6 4 2 
132 20 4 4 1 
133 8 4 4 2 
138 34 19 3 3 
139 21 4 10 2 
141 20 7 8 1 
144 22 3 5 1 
150 36 7 5 1 

TOTAL 678.5 178 147 39.5 ----

MEAN 23.40 6. 14 5.07 1.36 

S. D. 9.29 4.71 3. 16 .95 
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BEHAVIOR CHECKLIST FOR TODDLERS ------- ------- -- ------

NORMAL ----

H R M s c He 

12 0 1 0 1 1 1 
14 0 0 0 0 0 1 
27 0 0 1 0 2 0 
32 1 2 1 0 3 2 
36 0 0 0 0 0 1 
39 0 0 0 1 2 0 
40 0 0 0 0 0 0 
41 0 0 0 0 0 0 
50 0 0 0 0 1 0 
55 0 0 0 0 0 0 
56 0 2 1 1 1 4 
58 0 0 3 0 3 0 
59 0 0 1 0 0 1 
63 1 1 2 1 1 0 
72 2 1 2 4 2 1 
78 0 0 0 0 2 1 
81 2 0 0 0 4 1 
113 0 0 1 0 0 0 
126 0 1 0 0 0 0 
128 0 1 0 0 2 0 
129 0 0 1 0 0 0 
130 0 0 0 0 0 0 
131 2 1 1 1 3 2 
132 0 2 0 0 2 0 
133 0 2.5 2 0 0 1 
138 0 1 0 0 1 2 
139 0 2 1 0 1 0 
141 0 0 0 0 1 0 
144 1 1 1 1 3 0 
150 0 0 2 0 0 1 

TOTAL 9 18.5 20 10 35 19 ----

MEAN .30 . 62 .67 .33 1. 17 .63 

S. D. .65 .81 . 84 .BO 1.21 .93 
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CHILDHOOD PERSONALITY SCALE -------- -------- ----
DELAYED ------

H R M c 

1 22 12 5 1 
6 55 14 23 3 
7 41 11 10 5 
15 23 6 10 1 
19 33 19 6 2 
29 39 4 13 3 
52 32 1 8 2 
53 25 1 2 0 
54 27 8 5 2 
57 28 18 13 1 
83 38 5 5 3 
85 24 9 8 3 
87 25 6 6 3 
88 30 8 3 0 
89 45 7 10 2 
90 29 13 5 2 
91 20 1 2 3 
92 11 13 2 1 
93 24 2 6.5 1 
94 28 18 1 2 
98 35 7 4 2 
102 43 4 8 1 
103 11 10 11 1 
105 37 7 4 2 
107 22 8 7 3 
111 33 21 9 6 
112 25 9 7 1 
114 31 16 12 2 
115 36 4 5 2 
116 40 1 3 5 
119 23.5 4 4 1 
142 32 2 15 4 
145 31 18 23 2 

TOTAL 998.5 287 255.5 74 ---
MEAN 30.26 8.70 7.74 2. 18 

S. D. 9.23 5.88 5.30 1.38 
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BEHAVIOR CHECKLIST FOR TODDLERS ------- ------- --- ------

DELAYED -----
H R M s c He 

1 0 0 0 0 0 0 
6 5 3 2 0 3 1 
7 3 2 1 1 3 0 
15 2 1 0 0 0 1 
19 3 4 4 2 3 1 
29 4 0 1 2 5 1 
52 1 0 3 0 2 0 
53 0 0 1 0 0 0 
54 2 0 0 0 4 0 
57 0 3 2 1 1 0 
83 0 5 1 0 4 1 
85 0 2 3 0 3 1 
87 0 0 0 0 2 1 
88 2 3 4 1 0 1 
89 2 2 3 0 3 2 
90 0 0 0 1 0 1 
91 0 2 1 2 2 0 
92 0 3 1 0 1 1 
93 1 3.5 4 2 2 0 
94 0 0 1 0 1 2 
98 1 0 0 0 1 0 
100 1 1 0 0 1 0 
102 5 1 0 1 7 2 
103 0 2 0 1 0 2 
105 0 0 0 0 2 0 
107 0 0 0 0 1 1 
111 0 3 2 1 2 2 
112 1 0 0 0 1 1 
114 0 2 0 0 2 2 
115 2 1 0 1 4 0 

116 1 4 2 0 3 0 

119 2 2.5 0 0 2.5 1 
142 0 0 0 0 2 0 
145 2 5 4 2 4 0 

TOTAL 40 55 40 18 71. 5 25 -----

MEAN 1. 18 1.62 1. 18 .53 2.10 . 74 

S. D. 1. 47 1.60 1. 42 .75 1.62 .75 
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CHILDHOOD PERSONALITY SCALE -------- -------- ----
LATE TALKERS ------

H R M c 

4 37 13 13 3 
9 23 3 2 2 
26 35 15.5 9.5 1 
51 26 2 4 4 
86 27 5 6 2 
95 39 3 10 3.5 
97 25 7 4 2 
101 34 10 12 1 
109 45 8 20 5 
122 30 7 13 3 
184 21 11. 5 11 1 

TOTAL 342 85 104.50 27.50 -----

MEAN 31. 09 7.73 9.50 2.50 

S.D. 7.50 4.40 5.22 1. 32 

BEHAVIOR CHECKLIST FOR TODDLERS -------- -------- --- -------
LATE TALKERS ------

H R M s c He 

4 2 2 0 0 6 2 
9 1 0 0 0 0 2 
26 2 2 1 1 0 0 
51 0 0 0 0 0 0 
60 0 2 0 0 2 1 
86 0 0 0 0 0 0 
95 2 2 0 0 4 1 
97 0 0 0 1 2 1 
101 2 1 0 0 3 0 
109 1 3 4 0 7 0 
122 1 1 1 0 2 1 
184 0 1 1 0 1 1 

TOTAL 11 14 7 2 25 9 ---

MEAN .92 1. 17 .58 .17 2.08 . 75 

S. D. .90 1.03 1. 17 .39 2.38 .75 



KEY: 

H-Hyperactivity/Attention Deficit Disorder 
R-Relationships 
M-Mood 
C-Conduct 
S-Stereotypical Behaviors 
He-Health 
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