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Abstract

Background: Preschool language and neurodevelopmental problems often persist and impede learning. The aims
of the current study are to assess the uptake of a new universal 30 month health visitor contact and to quantify the
prevalence of language delay and social/emotional difficulties.

Methods: All families of 30 month old children in four Glasgow localities were offered a visit from their health
visitor. Structured data were collected relating to language, social and emotional development using three
instruments; The Strengths and Difficulties Questionnaire (SDQ), the abbreviated Sure Start Language Measure and
a two-item language screen.

Results: From an eligible population of 543 children, there was a 90% return rate of contact forms from the health
visitors, and assessments were completed on 78% of eligible children. Visit completion rates did not differ
significantly by socio-economic status. 3-8% of children were reported to have language delay depending on the
method of assessment. 8.8% of children scored in the “abnormal” range of SDQ total difficulties scores and 31.1%
had an abnormality in at least one subscale. There was substantial overlap between language delay and abnormal
scores on the SDQ.

Conclusions: Universal assessment of neurodevelopmental function at 30 months identified a significant
proportion of children, including those previously considered at low risk, with both language and social/emotional
difficulties. Further work is required to assess the precise nature of these difficulties and to assess the potential
impact on services.

Keywords: Child development, Language delay, Socio-emotional development, Screening, Preschool assessment,
Child health surveillance, Child psychiatry
Background
Behavioural problems identified in the preschool years
often persist [1,2] and their association with adverse
physical, mental health and forensic outcomes in adult-
hood is now generally accepted [2-6].
In 2010 the Scottish Government’s Health Department

mandated a new universal child health contact between
24-30 months to identify children who might benefit
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from further support. There had been no universal child
health surveillance contact beyond 16 weeks prior to this
policy recommendation, though families may have re-
ceived routine contacts from their health visitor depen-
ding on their assessed need and customary practices
within their region of the health service. The universal
surveillance contact was removed in part because of a
lack of evidence demonstrating effectiveness [7].
Language development is closely related to broader

social development, and there is a high incidence
of language/communication difficulties in children with
emotional and behavioural problems [8-12]. The strength
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Table 1 Return rates and completed contact rates by socio-economic status

SIMD quintile

1 2 3 4 5 Total

Denominator population with valid SIMD data* 262 66 56 65 85 543

N (% of denominator) with contact forms returned 237 (90) 61 (92) 50 (89) 55 (85) 77 (91) 486 (90)

N (% of denominator) completed contacts 206 (79) 53 (80) 44 (79) 47 (72) 71 (84) 421 (78)

Data return rates and visit completion rates by socio-economic status. Scottish Index of Multiple Deprivation (SIMD) quintiles (1 =most deprived, 5 =most affluent)
are calculated for postcodes of residence of participants.
*Nine children in the denominator population had missing SIMD data: six were visited and three were not visited.

Table 2 Number and proportion of children in abnormal
and normal SDQ groups

Scale Median
(interquartile

range)

Cut-off
scores

Normal/
borderline

Abnormal Total

Total 7.5 (5–12) 16 383 (91.2) 37 (8.8) 420

Difficulties

Emotional 1 (0–2) 3 367 (86.4) 58 (13.6) 425

Symptoms

Conduct 2 (1–3) 5 368 (86.6) 57 (13.4) 425

Problems

Hyperactivity 3 (2–5) 7 378 (88.9) 47 (11.1) 425

Peer 1 (0–2) 4 391 (92.0) 34 (8.0) 425

Problems
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of the association between language delays and behaviour
problems is however still subject to debate [13].
The majority of late talkers identified in the preschool

period tend to move into the normal range by school
age [14-18] but continue to have significantly weaker
language skills than peers with similar backgrounds. As
with behavioural problems, language difficulties iden-
tified at this age can persist in some form into later
childhood [19-21], adolescence [22,23] and adult life
[24-26]. Although some studies have sought to conduct
longitudinal follow-up, much of the research in this area
uses retrospective data with older participants from cli-
nical samples and is therefore less representative of the
whole population and less informative of the relationship
between early language and behavioural development.
There is an increasingly strong case for identification of

language and behavioural [27] problems in early child-
hood given the range of effective interventions for
early neurodevelopmental and communication problems
[28,29]. Language delay in preschool children is common
[30], and many children are not identified until they begin
formal education [31]. In the United Kingdom, parents
are generally given advice about normal language develop-
ment and are then expected to identify children with
problems and notify their general practitioner or health
visitor [32]. The effectiveness of this approach in identi-
fying children with speech and language difficulties is
unclear and parental concerns about toddlers predomin-
antly emphasise eating, sleeping and toileting problems
[33]. Screening for language delay using standardised
measures could be a more reliable method of identifying
language and communication problems in the pre-school
years [34,35].
A pilot evaluation of a universal 30 month contact [36]

showed that community child health nurses identified a
substantial number of children with language delay and
behavioural problems who were previously considered at
low risk of developmental difficulties and who would nor-
mally not have received any preventative health service
input until school entry.
This aims of this study are to a: assess the uptake of a

new routine 30 month health visitor contact and b: to
quantify the prevalence of language delay and social/
emotional/behavioural difficulties and their potential
overlap.
Methods
Procedure
All families in four regions of Greater Glasgow with chil-
dren aged 30 months were offered a home visit by their
health visitor/public health nurse in August 2011. As
well as routine health visiting enquiry, the assessment
involved the use of structured instruments assessing so-
cial, emotional and behavioural difficulties and language
acquisition. The health visitors collected the data on
paper forms which were scanned using optical character
recognition software for later analysis by the research
team at the University of Glasgow. Population denomi-
nator data were provided by NHS Greater Glasgow and
Clyde.
The area-based Scottish Index of Multiple Deprivation

(SIMD) 2009 was used to assign socio-economic status to
areas of residence and the Health Plan Indicator (HPI) for
Scotland was used to classify previously assessed level of
need [37,38]. “Core” HPI status is assigned, usually at
8-16 weeks, to children considered to be at lowest risk.
These children do not usually receive any further routine
face-to-face health visitor contacts [39]. “Additional” and



Table 3 Language measures

Language measure Pass Fail Total

Child says 50 words 389 (92.2%) 33 (7.8%) 422 (100%)

Child puts two words together 412 (96.9%) 13 (3.1%) 425 (100%)

SSLM <10 words 395 (97.3%) 11 (2.7%) 406 (100%)
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“Intensive” HPI status is assigned to children considered
at higher developmental risk.

Participants
Families registered with a general practice with chil-
dren aged 30 months across North East & North
West Glasgow, East Dunbartonshire and Renfrewshire
were offered a home visit by their health visitor.

Measures
To assess the development of language and social &
emotional skills, the following measures were used:

� The parent report version of the 25-item
Strengths and Difficulties Questionnaire [40,41]
(SDQ) as the principal measure of social and
emotional functioning. Population norms for
preschool children were obtained from Prof. Robert
Goodman [42] and Dr Adrian Angold [43] based on
a population of American 2-5 yr olds. The SDQ
contains the following subscales;

o Emotional symptoms
o Conduct problems
o Hyperactivity/inattention
o Peer relationship problems
o Pro-social behaviour

� A four-component language screen including;

� The following questions based on the
Law-Miniscalco language screen [44];
Table 4 Language measure and abnormal score on SDQ

No abnormal
SDQ
score

Any abnormal
SDQ
score

Abnormal total
difficulties

score

Abno

Cannot produce
50 words

12/267**
(4.5%)

20/149**
(13.4%)

8/37** (21.6%) 9

<10 words
on SSLM

3/256* 7/144* 1/35

(1.2%) (4.9%) (2.9%)

(* = P < 0.05, ** = P < 0.01).
■ Does your child use two-word utterances?
■ Can your child say 50 words?
■ Can your child understand 50 words?

o The Sure Start Language Measure, [45] a
50-item word checklist based on the McArthur
Communicative Development Inventory [46] the
measure which is rapidly becoming the ‘industry
standard’ for the description of children’s early
expressive language [47]. This was adapted and
standardised for use in Sure Start programmes in
England [48,49] and a threshold developed for
the purposes of early identification.
Analysis
Data were analysed using descriptive statistics, cross-
tabulations and correlation coefficients using IBM SPSS
Statistics v19.
Ethical approval was not required for this work as it was

conducted as part of a service evaluation. The Caldicott
Guardian (data controller) for NHS Greater Glasgow and
Clyde gave permission for use of the evaluation data in
this report.
Results
From a potential 543 children in the eligible population
for this contact, data were obtained from 486 (90%)
children who either received the 30 month contact or
had attempted contacts. Full data were obtained on 421
children, 78% of those eligible.
Of the sample of 486 children, 64.8% were assigned to

the Core HPI (lowest risk status) before the contact, with
17.5% Additional HPI (intermediate risk) and 6% Intensive
HPI (children requiring multi-agency involvement). 10.7%
of children had missing HPI information and 1% had not
yet had HPI allocated.
Table 1 demonstrates that a large proportion (48.3%) of

participants in this sample were, at the time of data collec-
tion, living within the most deprived areas of Greater
Glasgow.
rmal emotional
symptoms

score

Abnormal conduct
problems
score

Abnormal
hyper-activity

score

Abnormal
peer problems

score

/57* (15.8%) 9/56* (16.1%) 7/47* (14.9%) 7/34** (20.6%)

4/55* 0/52 3/47 2/34

(7.3%) (0%) (6.4%) (5.9%)



Table 5 Language measure and abnormal score on SDQ

Cannot produce
50 words

<10 words
on SSLM

No abnormal SDQ score 12/33 (36.4%) ** 3/11 (9.1%) *

Any abnormal SDQ score 20/33 (60.6%) ** 7/11 (63.6%) *

Abnormal total difficulties score 8/32 (25%) ** 1/10 (10%)

Abnormal emotional symptoms score 9/32 (28.1%) * 4/10 (40%) *

Abnormal conduct problems score 9/32 (28.1%) 0/10 (0%)

Abnormal hyperactivity score 7/32 (21.9%) * 3/10 (30%)

Abnormal peer problems score 7/32 (21.9%) ** 2/10 (20%)

(* = P < 0.05, ** = P < 0.01).
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Social/emotional/behavioural function (SDQ) data
Table 2 shows values as well as counts of normal
(including borderline) or abnormal values for children
within each SDQ sub-scale. Provisional cut-off values
based on the 90th percentile of a population of American
2-5 yr olds were provided by Dr A. Angold.
There were substantial overlaps between abnormal

subscale scores. Of the 151 children who had any sub-
scale abnormality, 78 (52%) had more than one. All chil-
dren with an abnormal Total Difficulties score had an
abnormal score in at least one of the four sub-scales.

Language data
Table 3 shows that in the brief language screening
questions, 3-8% of children had evidence of language
delay.
There were substantial overlaps between problems

identified by the different language screening methods.
For example, 9/11 (82%) children who were able to say
fewer than 10 words from the Sure Start Language
Measure (SSLM) were reported to have a total spoken
vocabulary of fewer than 50 words. The mean SSLM
vocabulary of children reported to use <50 words on the
“Can your child say 50 words?” measure was 12 and the
mean vocabulary of those reported to use >50 words
was 42.
Fourteen Chi-squared analyses were conducted in

order to measure the significance of the overlap between
language and SDQ results.
Table 6 Gives the distribution of language and SDQ total diff
area of residence

N (%) of denominator population with abnormal SDQ Total Problems Scale s

N (%) of denominator population with vocabulary of <50 words

Sdq Total Problems Scale And Language Delay By Socio-Economic Status. Scottish I
fluent) Are Calculated For Postcodes Of Residence Of Participants.
Tables 4 and 5 show the overlap between SDQ
problems and language delay as assessed by inability
to say 50 words and failure to say 10 words from the
SSLM list.

Population distribution of language and social/emotional/
behavioural problems
No significant social patterning were identified for
either SDQ Total Problems score or for language
delay (Chi Square for trend p = 0.26 and 0.82 respec-
tively) (Table 6).

Assigned risk status (HPI) and assessed level of difficulty
Overlap quantified using Cross-tabulation and signifi-
cance tested with Chi-Square analysis (Tables 7 and 8).
Of those children who failed the “Can your child

say 50 words?” question, 13 (43%) had previously
been allocated to the “core” HPI group (i.e. previously
considered to require no routine support) and four
(36%) of those failing the SSLM 10 word cut off also
had “core” HPI status prior to the 30 month assess-
ment. Of those children who had any abnormal SDQ
subscale score, 89 (64%) had previously been allocated
to the “core” HPI group.

Discussion
We sought to assess the uptake of a new routine
30 month health visitor contact and to quantify the
prevalence of language delay and social/emotional
difficulties.
There was a 90% return rate of contact forms from

the health visitors, and assessments were completed
on 78% of eligible children. Health visitors were pro-
vided with additional local administrative support to
allow for time to be allocated to these 30 month con-
tacts. Almost half of the families eligible for assess-
ment had homes in the most deprived quintile of
Scottish areas of residence. Contact completion rates
did not vary significantly by socio-economic status,
which contrasts with earlier Scottish data demonstra-
ting a decline in coverage with increasing age of pre-
school children and that this decline was steeper in
the most deprived quintile [50].
iculties scale abnormalities by socio-economic status of

SIMD quintile Total

1 2 3 4 5

core 17 (8.6) 4 (7.4) 2 (4.3) 4 (7.8) 3 (4.3) 30 (7.2)

15 (7.7) 4 (7.4) 1 (2.1) 5 (6.8) 6 (7.9) 31 (7.0)

ndex Of Multiple Deprivation (Simd) Quintiles (1 = Most Deprived, 5 = Most Af-



Table 7 Association between language and HPI status

Cannot produce 50 words <10 words on SSLM

Core HPI 13/33 (39.4%) ** 4/11 (36.4%) *

Additional HPI 12/33 (36.4%) ** 6/11 (54.5%) *

Intensive HPI 4/33 (12.1%) ** 1/11 (9.1%) *

(* = P < 0.05, ** = P < 0.01).
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A large proportion of 30 months old children give
indications of having at least some social/emotional
or language difficulty. Of the sample of 425 children
for whom we have SDQ data; 8.8% were above the
threshold for the Total Difficulties Score of the SDQ,
while a higher proportion (13.6%) had scores sugges-
ting likely emotional and conduct problems (following
further examination of the individual subscales). Simi-
lar data have been reported from the Growing up in
Scotland cohort at age 34 months [51]. No socio-
economic patterning of language or social/emotional/
behavioural problems was evident in our sample. This
may reflect our modest sample size, but it is equally
possible that social gradients demonstrated elsewhere
[52] may emerge later in the preschool years.
Based on the simple language screening questions;

3-8% of children in the sample had some indication
of language delay.
There was substantial overlap between language

delay and social/emotional difficulties as judged by
abnormal scores on the SDQ. The association be-
tween abnormal SDQ scores and failure to produce
50 words was significant (P < 0.05) for each subscale
of the SDQ although the use of multiple comparisons
should be noted in interpreting the strength of these
associations. Only around one third (12/33) of chil-
dren with language delay had no abnormal SDQ
subscale scores, and children with abnormal SDQ
subscale scores are about three times as likely to have
language delay than those with no abnormal subscale
scores. Our analysis appears to show that it is more
common for children who have language delay to also
Table 8 Association between socio-emotional results and HPI

No
Abnormal
SDQ score

Any
abnormal
SDQ score

Abnormal total
difficulties score

Abno
emo

sympto

Core HPI 193/270 *
(71.5%)

89/151 **
(58.9%)

16/37 ** (43.2%) 32/58 *

Additional
HPI

40/270 *
(14.8%)

37/151 **
(24.5%)

14/37 ** (37.8%) 16/58 *

Intensive
HPI

11/270 *
(4.07%)

13/151 **
(8.6%)

5/37 ** (13.5%) 7/58 *

(* = P < 0.05, ** = P < 0.01).
have co-occurring socio-emotional difficulties (60.6% -
63.6%) than for children who have socio-emotional
difficulties to also have language delay (13.4% - 4.9%).
These findings support other reports that language
delay without associated neurodevelopmental prob-
lems is relatively uncommon in early childhood [53].

Conclusions
The 30 month universal nurse contact reported here ap-
pears to identify significant developmental needs which
may otherwise have gone unmet. We have demonstrated
that the assignment of children to the 3 HPI groups in
the first 4 months of life based on the anticipated degree
of support required did not usefully predict which chil-
dren would have possible problems at age 30 months.
The (English) National Service framework has proposed
that decisions about category assignment should be de-
ferred, often to the end of the first year. This view has
been was supported by research in health surveillance
[54,55] and endorsed in the 2006 revision of Health for
All Children.
The pathways from assessment to intervention are

currently being optimised and judgement of the over-
all cost and utility of the 30-month surveillance visit
will need to take into account the wider impact on
primary care and specialist services. Because screening
for communication problems and behavioural difficul-
ties could result in a substantial increase in secondary
care workload, it is important to refine any universal
screening measures as much as possible in order to
identify only those children whose problems are likely
to be persistent, to have a serious impact on educa-
tion and life chances, and be remediable. Further re-
search work is ongoing to ascertain the screening
performance of the approach described here, based on
parental reporting of difficulties through detailed psy-
chometric assessment of children with and without
identified problems. The development of effective in-
terventions to improve outcomes in children with
confirmed developmental difficulties at this age re-
mains a high priority.
status

rmal
tional
ms score

Abnormal conduct
problems score

Abnormal
Hyper-activity

score

Abnormal peer
problems score

(55.1%) 26/57 ** (45.6%) 24/47 (51.1%) 19/34 (55.9%)

(27.6%) 20/57 ** (35.1%) 15/47 (31.9%) 10/34 (29.4%)

(12.1%) 7/57 ** (12.3%) 4/47 (8.5%) 3/34 (8.8%)



Sim et al. BMC Pediatrics 2013, 13:206 Page 6 of 7
http://www.biomedcentral.com/1471-2431/13/206
Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
PW, JO’D, CG, JL & LT designed the study, and contributed to the writing of
the manuscript. MA conducted statistical analysis of the SIMD data. FS
conducted the statistical analysis with contributions from LT and PW and
wrote the first draft of the manuscript. All authors read and approved the
final manuscript.

Acknowledgments
We are grateful to the health visitors and families who took part in this pilot
work. Professor Robert Goodman commented on the draft manuscript and
kindly provided us with normative SDQ data for preschool children.

Funding
This study was funded by NHS Greater Glasgow & Clyde.

Author details
1Institute of Health and Wellbeing, College of Medical, Veterinary and Health
Sciences, University of Glasgow, Caledonia House, Royal Hospital for Sick
Children, Yorkhill, Glasgow G3 8SJ, UK. 2Public Health, NHS GG&C, Glasgow,
UK. 3Communication & Language Sciences, University of Newcastle,
Newcastle, UK. 4NHS GG&C, Glasgow, UK. 5Child & Adolescent Psychiatry,
University of Gothenburg, Gothenburg, Sweden. 6Centre for Rural Health,
University of Aberdeen, Centre for Health Sciences, Old Perth Rd, Inverness
IV2 3JH, Scotland.

Received: 4 December 2012 Accepted: 10 December 2013
Published: 13 December 2013

References
1. Gillberg C: The ESSENCE in child psychiatry: early symptomatic

syndromes eliciting neurodevelopmental clinical examinations.
Res Dev Disabil 2010, 31(6):1543–1551.

2. Caspi A, Moffitt TE, Newman DL, Silva PA: Behavioral observations at Age
3 years predict adult psychiatric disorders: longitudinal evidence from a
birth cohort. Arch Gen Psychiatry 1996, 53(11):1033–1039.

3. Arseneault L, Moffitt TE, Caspi A, Taylor PJ, Silva PA: Mental disorders and
violence in a total birth cohort: results from the Dunedin study.
Arch Gen Psychiatry 2000, 57(10):979–986.

4. Odgers CL, Caspi A, Broadbent JM, Dickson N, Hancox RJ, Harrington H,
Poulton R, Sears M, Thomson M, Moffitt TE: Prediction of differential adult
health burden by conduct problem subtypes in males. Arch Gen
Psychiatry 2007, 64(4):476–484.

5. Billstedt E, Gillberg C, Gillberg C: Autism after adolescence: population-based
13- to 22-year follow-up study of 120 individuals with autism diagnosed in
childhood. J Autism Dev Disord 2005, 35(3):351–360.

6. Dodge KA, Pettit GS, Bates JE: How the experience of early physical abuse
leads children to become chronically aggressive. In Developmental
Perspectives on Trauma: Theory, Research, and Intervention.Rochester
Symposium on Developmental Psychology, Volume 8. Edited by Cicchetti D,
Toth SL. Rochester, NY, US: University of Rochester Press; 1997:263–288.

7. Scottish Executive: Health for all Children 4 - Guidance to Implementation in
Scotland 2005. Edinburgh: HMSO; 2005. http://www.scotland.gov.uk/
Publications/2005/04/15161325/13443.

8. Cohen NJ, Davine M, Horodezky N, Lipsett L: Unsuspected language
impairment in psychiatrically disturbed children: prevalence and
language and behavioural characteristics. J Am Acad Child Adolesc
Psychiatry 1993, 39:595–603.

9. Cohen NJ, Barwick MA, Horodezky N, Vallance DD, Im N: Language,
achievement and cognitive processing in psychiatrically disturbed
children with previously identified and unsuspected language
impairments. J Child Psychol Psychiatr 1998, 39:865–877.

10. Cohen NJ, Menna R, Vallance DD, Barwick MA, Im N, Horodezky N:
Language, social cognitive processing, and behavioural characteristics of
psychiatrically disturbed children with previously identified and
unsuspected language impairments. J Child Psychol Psychiatr 1998,
39:853–864.
11. Nelson JR, Benner GJ, Cheney D: An investigation of the language skills of
students with emotional disturbance served in public school settings.
J Spec Educ 2005, 39:97–105.

12. Ripley K, Yuill N: Patterns of language impairment and behaviour in boys
excluded from school. Br J Educ Psychol 2005, 75(1):37–50.

13. Rescorla L, Ross GS, McClure S: Language delay and behavioural/
emotional problems in toddlers: findings from Two developmental
clinics. J Speech Lang Hear Res 2007, 50(4):1063–1078.

14. Aram DH, Nation JE: Preschool language disorders and subsequent
language and academic difficulties. J Commun Disord 1980, 13:159–198.

15. Ellis Weismer S: Typical Talkers, Late Talkers, and Children with Specific
Language Impairment: a Language Endowment Spectrum? In Language
Disorders from a Developmental Perspective:Essays in honor of Robin S.
Chapman. Edited by Paul R. Mahwah, NJ: Erlbaum; 2007:83–102.

16. Rescorla L: Do late talking toddlers turn out to have languages and
reading difficulties a decade later? Ann Dyslexia 2000, 50:87–102.

17. Rescorla L: Language and reading outcomes to age 9 in late-talking
toddlers. J Speech Lang Hear Res 2002, 46:360–371.

18. Rescorla L, Lee EC: Language impairments in young children. In Handbook
of Early Language Impairment in Children, Nature, Volume I.
Edited by Layton T, Watson L. New York: Delmar; 2000:1–38.

19. Rice M, Taylor C, Zubrick S: Language outcomes of 7-year-old children
with or without a history of late language emergence at 24 months.
J Speech Lang Hear Res 2008, 51:394–407.

20. Conti-Ramsden G, Botting N, Simkin Z, Knox E: Follow-up of children
attending infant language units: outcomes at 11 years of age. Int J Lang
Commun Disord 2001, 36(2):207–220.

21. Johnson CJ, Beitchman JH, Young A, Escobar M, Atkinson L, Wilson B,
Brownlie EB, Douglas L, Taback N, Lam I, Wang M: Fourteen-year follow-up
study of children with and without speech/language impairments:
speech/language stability and outcomes. J Speech Lang Hear Res 1999,
42(3):744–760.

22. Aram DH, Ekelman BL, Nation JE: Preschoolers with language disorders:
10 years later. J Speech Lang Hear Res 1984, 27:232–244.

23. Stothard SE, Snowling MJ, Bishop DVM, Chipchase BB, Kaplan CA:
Language-impaired preschoolers: a follow-up into adolescence. J Speech
Lang Res 1998, 41(2):407–418.

24. Clegg J, Hollis C, Mawhood L, et al: Developmental language
disorders: a follow-up in later adult life; cognitive, language, and
psychosocial outcomes. J Child Psychol Psychiatr 2005,
46(2):128–149.

25. Beitchman JH, Jiang H, Koyama E, Johnson CJ, Escobar M, Atkinson EB,
Vida R: Models and determinants of vocabulary growth from
kindergarten to adulthood. J Child Psychol Psychiatr 2008, 49(6):626–634.

26. Richards M, Power C, Sacker A: Paths to literacy and numeracy
problems: evidence from two British birth cohorts. J Epidemiol
Community Health 2009, 63(3):239–244.

27. Wilson P, Minnis H, Puckering C, Gillberg C: Should we aspire to screen
preschool children for conduct disorder? Arch Dis Child 2009, 94:812–816.
doi:10.1136/adc.2009.158535.

28. Tickell C: The Early Years: Foundations for Life, Health and Learning: An
Independent Report on the Early Years Foundation Stage to Her Majesty’s
Government. London: HMSO; 2011.

29. Ellis Weismer S: Intervention for Children with Developmental
Language Delay. In Speech and Language Impairments in Children:
Causes, Characteristics, Intervention Andoutcome. Edited by Bishop D,
Leonard L. Philadelphia: Taylor and Francis; 2000:157–176.

30. Law J, Boyle J, Harris F, Harkness A, Nye C: Screening for primary speech
and language delay: a systematic review of the literature. Int J Lang
Commun Disord 1998, 33:Suppl-3.

31. Laing GJ, Law J, Levin A, Logan S: Evaluation of a structured test and
a parent led method for screening for speech and language
problems: prospective population based study. BMJ 2002,
325(7373):1152.

32. Hall DMB, Elliman D: Health for all Children Revised Fourth Edition.
Oxford: OUP; 2006.

33. Jenkins S, Bax M, Hart H: Behaviour problems in preschool children.
J Child Psychol Psychiatr 1980, 21:5–18.

34. Miniscalco Mattson C, Mårild S, Pehrsonn NG: Evaluation of a
language-screening programme for 2.5-Year-olds at child health
centres in Sweden. Acta Paediatr 2001, 90:339–344.

http://www.scotland.gov.uk/Publications/2005/04/15161325/13443
http://www.scotland.gov.uk/Publications/2005/04/15161325/13443


Sim et al. BMC Pediatrics 2013, 13:206 Page 7 of 7
http://www.biomedcentral.com/1471-2431/13/206
35. Nelson HD, Nygren P, Walker M, Panoscha R: Screening for speech and
language delay in preschool children: systematic evidence review for the
US preventive services task force. Pediatrics 2006, 117(2):e298–e319.

36. Thompson L, McConnachie A, Wilson P: A universal 30-month child health
assessment focussed on social and emotional development. J Nurs Educ
Pract 2012. In press.

37. Deprivation measures: Guidance for ISD analysts. http://www.isdscotland.org/
Products-and Services/Deprivation/Deprivation_Measures_Guidance.pdf?1.

38. Identifying Need and Targeting Support. Edinburgh: HMSO: Scottish Executive:
Health for all Children 4 - Guidance to Implementation in Scotland 2005;
2005. http://www.scotland.gov.uk/Publications/2005/04/15161325/13443.

39. Crofts DJ, Bowns IR, Williams TS, Rigby AS, Haining RP, Hall DMB: Hitting the
target: the equitable distribution of health visitors across caseloads.
J Public Health 2000, 22(3):295–301.

40. Goodman R: Psychometric properties of the strengths and difficulties
questionnaire. J Am Acad Child Adolesc Psychiatry 2001, 40(11):1337–1345.

41. Goodman R: The strengths and difficulties questionnaire: a research note.
J Child Psychol Psychiatr 1997, 38(5):581–586.

42. Goodman R: Assessing preschool children’s emotional and behavioural
adjustment: a report to the department of health on two projects involving
the development and well-being assessment. 2012. Downloadable from
www.dawba.info/EarlyYears accessed 17/7/2012.

43. Angold A, Egger H, Erkanli A: Reliability and screening properties of the SDQ
in preschoolers. Jan 2010. In Press.

44. Miniscalco C, Nygren G, Hagberg B, Kadesjo B, Gillberg C: Neuropsychiatric
and neurodevelopmental outcome of children at age 6 and 7 years who
screened positive for language problems at 30 months. Dev Med Child
Neurol 2006, 48(5):361–366.

45. Turner E, Mears P, Houston AM: Implementation of the sure start language
measure. Community Pract 2004, 77(5):185–189.

46. Fenson L, Dale PS, Reznick JS, Thal D, Bates E, Hartung JP, Pethick S, Reilly JS:
The MacArthur Communicative Development Inventories: User’s Guide and
Technical Manual. San Diego: Singular Publishing Group; 1993.

47. Law J, Roy P: Parental report of infant language skills: a review of the
development and application of the communicative development
inventories. Child Adolesc Ment Health 2008, 13(4):198–206.

48. Harris F, Law J, Roy P: The Third Implementation of the Sure Start Language
Measure. Nottingham: DFES, Sure Start; 2005. https://www.education.gov.uk/
publications/standard/publicationDetail/Page1/SSU/2005/FR/014 accessed 17/
7/2012.

49. Roy P, Kersley H, Law J: The sure start language measure standardisation
study, july 2004 - March 2005. 2005. http://www.literacytrust.org.uk/
talk_to_your_baby/policy_research/1540_research_sure_start_language_
measure_standardisation_study_july_2004-march_2005, accessed 17/7/2012.

50. Bradshaw P, Tipping S: Growing Up In Scotland: Children’s Social, Emotional and
Behavioural Characteristics at Entry to Primary School. Edinburgh: Scottish
Government; 2010. http://www.scotland.gov.uk/Publications/2010/04/26102809/0
accessed 17/7/2012.

51. Wilson P, Bradshaw P, Tipping S, Henderson M, Der G, Minnis H: What
predicts persistent early conduct problems? Evidence from the growing
up in Scotland cohort. J Epidemiol Community Health 2013, 67:76–80.

52. Marryatt L, Thompson L, McGranachan M, Sim F, White J, Wilson P:
Annual Report: Evaluation of Glasgow City Parenting Support Framework; 2012.
http://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/
mentalhealth/projects/psf/reportsandpublishedpapers/.

53. Ek U, Norrelgen F, Westerlund J, Dahlman A, Hultby E, Fernell E: Teenage
outcomes after speech and language impairment at preschool age.
Neuropsychiatr Dis Treat 2012, 8:221–227.

54. Blair M, Hall D: From health surveillance to health promotion: the changing
focus in preventive children’s services. Arch Dis Child 2006, 91(9):730–735.

55. Bellman M, Vijeratnam S: From child health surveillance to child health
promotion, and onwards: a tale of babies and bathwater. Arch Dis Child 2011.

doi:10.1186/1471-2431-13-206
Cite this article as: Sim et al.: Language and social/emotional problems
identified at a universal developmental assessment at 30 months. BMC
Pediatrics 2013 13:206.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.isdscotland.org/Products-and%20Services/Deprivation/Deprivation_Measures_Guidance.pdf?1
http://www.isdscotland.org/Products-and%20Services/Deprivation/Deprivation_Measures_Guidance.pdf?1
http://www.scotland.gov.uk/Publications/2005/04/15161325/13443
http://www.dawba.info/EarlyYears
https://www.education.gov.uk/publications/standard/publicationDetail/Page1/SSU/2005/FR/014
https://www.education.gov.uk/publications/standard/publicationDetail/Page1/SSU/2005/FR/014
http://www.literacytrust.org.uk/talk_to_your_baby/policy_research/1540_research_sure_start_language_measure_standardisation_study_july_2004-march_2005
http://www.literacytrust.org.uk/talk_to_your_baby/policy_research/1540_research_sure_start_language_measure_standardisation_study_july_2004-march_2005
http://www.literacytrust.org.uk/talk_to_your_baby/policy_research/1540_research_sure_start_language_measure_standardisation_study_july_2004-march_2005
http://www.scotland.gov.uk/Publications/2010/04/26102809/0
http://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/mentalhealth/projects/psf/reportsandpublishedpapers/
http://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/mentalhealth/projects/psf/reportsandpublishedpapers/

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Procedure
	Participants
	Measures
	Analysis

	Results
	Social/emotional/behavioural function (SDQ) data
	Language data
	Population distribution of language and social/emotional/behavioural problems
	Assigned risk status (HPI) and assessed level of difficulty

	Discussion
	Conclusions
	Competing interests
	Authors’ contributions
	Funding
	Author details
	References

