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Certificate in Speech-Language Pathology (India)

Speech And Language Assessment

Articulation refers to the physical production of speech sounds. It involves the coordinated movement of
the lips, tongue, teeth, alveolar ridge, hard palate, and glottis. In assessment, clinicians observe whether a
client can produce individual phonemes accurately and consistently. For example, a child who says “tup” for
“cup” demonstrates a substitution error, a common type of articulation disorder. The clinician may use a
picture naming task, a spontaneous conversation sample, or a structured articulation test such as the
GFTA‑2 (Goldman‑Fristoe Test of Articulation) to document the error pattern.

Phonology is the underlying system of sound patterns that governs how phonemes are organized in a
language. Unlike articulation, which focuses on the motoric aspect of sound production, phonology
examines the rules that determine which sound combinations are permissible. A child with a phonological
disorder might omit entire classes of sounds, such as all final consonants, resulting in “ca” for “cat.”
Assessment of phonology often involves a phonological process analysis, where the clinician identifies
patterns such as final consonant deletion, cluster reduction, or stopping. The PAT (Phonological Awareness
Test) can be employed to gauge the child’s awareness of phonological structure, an important predictor of
later literacy skills.

Receptive language denotes the ability to understand spoken or signed messages. It includes
comprehension of vocabulary, syntax, and discourse. In an assessment context, clinicians may use tasks like
following directions, answering yes/no questions, or identifying pictures after a verbal prompt. For instance,
a child who can point to a picture of a “dog” when asked “What animal barks?” demonstrates intact
receptive vocabulary. Standardized tools such as the PPVT‑IV (Peabody Picture Vocabulary Test) provide
norm‑referenced scores that help determine whether a child’s receptive skills are within expected limits for
their age.

Expressive language involves the production of spoken, written, or signed messages. It encompasses
vocabulary, grammar, and pragmatic use. Assessment of expressive language may include picture
description, narrative retelling, or spontaneous speech sampling. A typical task could be asking a child to
“Tell me what is happening in this picture.” The clinician evaluates the child’s ability to use appropriate word
order, verb tense, and connectives. The CELF‑5 (Clinical Evaluation of Language Fundamentals) is frequently
used to assess expressive language in both English and regional Indian languages when adapted.

Language delay is a term used when a child’s language development lags behind age‑appropriate
milestones. Delays may be specific to either receptive or expressive domains, or they may affect both. Early
identification is crucial because prolonged delays can impact academic achievement and social interaction.
In India, clinicians must consider bilingual exposure; a child may appear delayed in English but be on track
in the home language. A comprehensive assessment must therefore include tools in both languages, such
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as the Hindi Receptive Vocabulary Test alongside an English measure.

Dysarthria describes a motor speech disorder resulting from neurological impairment that weakens or
paralyzes the articulatory muscles. Characteristics include slurred speech, reduced speech rate, and
monotone pitch. Assessment involves evaluating respiration, phonation, resonance, articulation, and
prosody. The Frenchay Dysarthria Assessment can be adapted for Indian patients, and clinicians may also
use acoustic analysis to quantify voice quality parameters such as jitter and shimmer. A typical example is a
stroke survivor who produces “saaa” with a breathy voice and limited intelligibility.

Apraxia of speech (also known as childhood apraxia of speech) is a neurodevelopmental disorder where the
brain has difficulty planning the sequencing of movements needed for speech. Unlike dysarthria, muscle
strength is preserved, but the timing and coordination of articulatory gestures are disrupted. Clinical
features include inconsistent errors on repeated productions, difficulty imitating multisyllabic words, and
groping behaviors. The Kansas KIDS (Kids’ Involvement in Disorders of Speech) protocol is a structured
assessment that helps differentiate apraxia from phonological disorders.

Phonological disorder is a broader category that includes both phonological processes and patterns that
deviate from the target language norms. It is distinguished from articulation disorders by the presence of
systematic rule‑governed errors. For instance, a child who consistently replaces “k” with “t” (a stopping
process) across many words demonstrates a phonological disorder. Therapy often targets the underlying
rule, teaching the child to produce the correct phoneme in a variety of phonetic contexts.

Stuttering is a fluency disorder characterized by repetitions, prolongations, or blocks that interrupt the flow
of speech. It may be developmental, persisting beyond the typical age of fluency acquisition, or secondary
to neurological injury. Assessment requires observation of natural speech, as well as elicited tasks like
reading a passage aloud. The SSI‑4 (Stuttering Severity Instrument) provides a quantitative measure of
severity, while the OASES (Overall Assessment of the Speaker’s Experience of Stuttering) captures the
psychosocial impact.

Fluency in the context of speech‑language pathology refers to the smoothness and continuity of speech
production. Beyond stuttering, clinicians consider dysfluencies such as interjections, revisions, or
self‑corrections. A fluency profile helps differentiate normal developmental dysfluencies from pathological
stuttering. For example, a preschooler who frequently says “um” or “uh” while telling a story is exhibiting
normal disfluencies, whereas a child who repeats the initial consonant of a word multiple times may be
showing signs of a fluency disorder.

Voice disorders encompass a range of conditions that affect the quality, pitch, loudness, or vocal effort.
Common voice disorders include vocal nodules, polyps, and functional dysphonia. The assessment process
involves perceptual rating scales such as the GRBAS (Grade, Roughness, Breathiness, Asthenia, Strain) and
instrumental measures like acoustic analysis of fundamental frequency and harmonic‑to‑noise ratio. In
India, voice therapy may need to address cultural speaking styles, such as the use of high‑pitch vocalization
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in certain ceremonial contexts.

Resonance relates to the balance of oral and nasal acoustic energy during speech. Hypernasality occurs
when excessive nasal airflow escapes, often due to velopharyngeal insufficiency, while hyponasality results
from insufficient nasal resonance, as seen in chronic nasal obstruction. Clinical evaluation includes listening
for nasal consonants, performing a nasal emission test, and using tools like the Nasometer. A child with a
repaired cleft palate may present with hypernasal speech, requiring both perceptual and instrumental
assessment.

Nasality is a subcomponent of resonance, describing the perceived nasal quality of a voice. It can be
measured subjectively by rating scales or objectively through nasalance scores. For instance, a nasalance
score above 55 % on a sentence containing high nasal content may indicate hypernasality. In multilingual
contexts, clinicians must be aware that certain languages naturally contain more nasal phonemes,
influencing normative nasalance values.

Speech intelligibility refers to how well a listener can understand a speaker’s utterances without visual cues.
It is a functional measure often used in school‑age assessments. Intelligibility can be rated on a scale from
0 % (completely unintelligible) to 100 % (fully intelligible). A common method involves having unfamiliar
listeners transcribe a recorded speech sample. A child whose speech is understood 70 % of the time may be
considered to have mild intelligibility concerns, prompting targeted articulation therapy.

Pragmatic language encompasses the social rules governing the use of language in context. It includes
turn‑taking, topic maintenance, eye contact, and the ability to adjust speech according to the listener.
Assessment of pragmatic skills may involve role‑play scenarios, conversation analysis, or standardized tools
such as the CCC‑2 (Children’s Communication Checklist). A typical example is a child who speaks in a
monotone voice and fails to respond appropriately when a peer asks a question, indicating pragmatic
deficits.

Syntax is the set of rules that dictates how words combine to form phrases and sentences. Errors in syntax
may manifest as omissions of function words, incorrect word order, or overuse of simple sentence
structures. In assessment, clinicians may request the client to produce sentences of increasing complexity,
such as “The cat chased the mouse.” Scoring systems often assign points for correct use of subject‑verb
agreement, tense, and clause embedding. Children with specific language impairment frequently display
syntactic weaknesses despite normal non‑verbal cognition.

Morphology concerns the internal structure of words, including prefixes, suffixes, and inflectional endings.
Morphological errors include incorrect verb tense (e.g., “goed” instead of “went”) or omission of plural
markers (“two dog”). Morphological assessment can be integrated into narrative tasks, where the clinician
notes the correct use of past tense and plural forms. The MLU (Mean Length of Utterance) metric often
reflects morphological development, with higher MLU indicating more complex word formation.

Semantics deals with word meaning and the relationships between concepts. Semantic deficits may be
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observed as limited vocabulary, overuse of generic terms (e.g., “thing”), or difficulty categorizing objects. An
assessment may involve a picture sorting task where the client groups items by category, such as animals
versus vehicles. Semantic networks can be visualized using concept maps, helping clinicians identify gaps in
lexical knowledge.

Phonemic awareness is the ability to manipulate individual phonemes within words, a critical precursor to
reading. Tasks include phoneme segmentation (“Say the sounds in ‘bat’”), blending (“What word do /k/ /
æ/ /t/ make?”), and deletion (“Say ‘cat’ without /k/”). The Phonological Awareness Test 2 is commonly
administered in English, while region‑specific adaptations exist for Hindi, Tamil, and other Indian languages.
Children with weak phonemic awareness often require explicit instruction to develop decoding skills.

Phonological awareness is a broader construct that includes awareness of larger sound units such as
syllables, onsets, rimes, and phonemes. It can be assessed through tasks like syllable clapping, rhyme
recognition, and onset‑rime segmentation. For example, a child who can clap out the syllables in “banana”
shows syllable awareness but may still struggle with phoneme‑level manipulation. Intervention programs
such as “Sound‑Sound” target these skills through systematic, multisensory activities.

Auditory processing refers to how the central nervous system interprets acoustic information. Disorders in
auditory processing may affect the ability to discriminate sounds, follow rapid speech, or understand speech
in noisy environments. Assessment tools include the SCAN‑3 (Screening Test for Auditory Processing
Disorders) and the DPT (Dichotic Listening Test). A child who mishears “cat” as “bat” in a quiet room may
have a phonological processing deficit, while one who struggles only in background noise may have a
auditory figure‑ground problem.

Language assessment tools can be classified as standardized or informal. Standardized tools provide
norm‑referenced scores, allowing comparison to a representative sample. Examples include the CELF‑5,
PPVT‑IV, and GFTA‑2. Informal measures involve language sampling, narrative analysis, and dynamic
assessment. Dynamic assessment examines learning potential by providing mediated instruction and
observing change over time, useful when normative data are unavailable for a particular language.

Standardized test administration follows strict protocols to ensure reliability and validity. Clinicians must be
trained in test scoring, must use the appropriate age‑equivalent forms, and must consider cultural and
linguistic relevance. For instance, the Test of Language Development‑2 (TOLD‑2) includes pictures that
reflect Western contexts; when used with Indian children, the clinician may need to replace items with
culturally familiar equivalents while maintaining test integrity.

Informal assessment complements standardized testing by providing ecologically valid information about a
client’s everyday communication. Techniques include conversational analysis, parent‑report questionnaires,
and classroom observations. The Speech‑Language Developmental Profile (SLDP) is a checklist that parents
complete, offering insight into functional communication abilities across settings. Informal assessment is
especially valuable for children from multilingual homes where standardized norms may not exist.
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Language sampling involves recording a natural speech sample and analyzing it for linguistic features.
Samples can be collected during play, storytelling, or everyday conversation. Transcription follows the
International Phonetic Alphabet (IPA) or a simplified orthographic system. Analysts calculate measures such
as MLU, type‑token ratio, and the frequency of grammatical morphemes. A language sample of 50
utterances may provide sufficient data to identify specific syntactic deficits.

Narrative analysis focuses on the ability to construct coherent stories with a clear beginning, middle, and
end. Clinicians evaluate story grammar elements such as setting, characters, problem, resolution, and causal
connections. The Story Grammar Scoring System assigns points for each element, allowing quantitative
comparison across participants. A child who tells a story lacking a resolution may be demonstrating
difficulty with discourse organization, a target for pragmatic therapy.

Picture description tasks, such as the “Frog Story” or “Cabin Picnic” pictures, are widely used to elicit
structured language samples. The clinician prompts the client to “Tell me everything you see in this picture.”
This task provides a controlled context for assessing vocabulary, syntax, and discourse skills. Errors such as
omitted relational terms (“next to,” “behind”) can reveal deficits in spatial language, important for academic
success.

Spontaneous speech refers to unprompted, natural language use. It is valuable for assessing functional
communication and may be recorded during free play or classroom interaction. Spontaneous speech
reveals the client’s ability to retrieve words, maintain turn‑taking, and adapt language to different
interlocutors. Clinicians often compare spontaneous speech performance to that obtained in structured
tasks to identify discrepancies.

Language development milestones provide a framework for typical acquisition timelines. In India,
milestones may be reported in both English and regional languages, requiring clinicians to be familiar with
bilingual development patterns. For example, by 24 months children typically produce two‑word
combinations, can name familiar objects, and follow two‑step commands. Delays beyond these milestones
warrant comprehensive assessment.

Phonemic inventory is the set of phonemes a child can produce correctly. Assessment involves eliciting a
range of words that contain each target sound in various positions (initial, medial, final). A complete
phonemic inventory by age three is expected for most languages. Gaps in the inventory guide therapy
focus; a child lacking the /ʃ/ sound may need targeted drills in that place of articulation.

Speech sound disorder is an umbrella term covering both articulation and phonological disorders. It is
diagnosed when a child’s speech intelligibility falls below 80 % in conversational contexts. The disorder may
be classified as “childhood apraxia of speech,” “phonological disorder,” or “articulation disorder” based on
the error pattern and underlying mechanisms. Early intervention is essential to prevent secondary academic
difficulties.

Expressive vocabulary is the set of words a person can produce spontaneously. It is often measured using
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expressive naming tasks, where the clinician shows a picture and asks the client to label it. An expressive
vocabulary deficit may manifest as frequent use of generic terms (“thing”) instead of specific labels (“ball”).
Intervention may include semantic mapping and explicit teaching of high‑frequency words.

Receptive vocabulary differs from expressive vocabulary in that it reflects words the client understands
regardless of whether they can produce them. It is commonly assessed with picture‑pointing tasks, where
the client selects the image that matches a spoken word. A child who can point to a “dog” when asked but
cannot say “dog” demonstrates a receptive‑expressive gap, a pattern often seen in children with autism
spectrum disorder.

Syntax comprehension tasks evaluate the ability to understand grammatical constructions. Clinicians may
use sentence‑following tasks that require the client to act on multi‑step commands (“Touch the red ball and
then the blue cube”). Errors in syntax comprehension can indicate deficits in processing complex
grammatical forms, such as subordinate clauses.

Prosody encompasses the rhythm, stress, and intonation patterns of speech. Dysprosody may present as
monotone speech, inappropriate pitch contours, or irregular stress placement. Assessment includes
listening to the client read a passage aloud and rating pitch variation using a scale such as the Prosody
Profile. Prosodic deficits are common in individuals with autism and may affect intelligibility and social
perception.

Intelligibility rating scales provide a standardized way to quantify how understandable a speaker is. The
Speech Intelligibility Rating (SIR) scale rates speech from “very unintelligible” to “fully intelligible.” Clinicians
may also use listener‑based transcription tasks, where unfamiliar listeners write down what they hear. A
rating of “moderately intelligible” may prompt a focus on reducing specific articulation errors.

Dynamic assessment is an interactive approach that evaluates a client’s learning potential rather than static
performance. The clinician provides mediated assistance, such as prompting or scaffolding, and observes
the client’s response. This method is particularly useful for bilingual children where normative data are
lacking; it helps distinguish language difference from disorder. An example is teaching a child a new word
and noting how quickly they can incorporate it into sentences.

Response to intervention (RTI) is a systematic framework that monitors a child’s progress in response to
evidence‑based therapy. RTI involves multiple tiers of support, with data collection at each stage to
determine the need for increased intensity. In speech‑language pathology, RTI may be used to track
improvements in articulation accuracy over several weeks, allowing clinicians to adjust treatment plans
based on measurable gains.

Parent‑report questionnaires gather information from caregivers about the child’s everyday communication.
Instruments such as the Communication Development Inventory (CDI) provide percentile ranks for
expressive and receptive vocabulary. Parents may also complete the Speech and Language Clinical
Assessment in Children (SLCAC), which captures functional language use across home and school settings.
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These reports complement direct assessment by highlighting contexts where difficulties are most apparent.

Functional communication assessment examines how a client uses language to meet daily needs. This may
involve role‑play scenarios such as ordering food at a restaurant, asking for help in a classroom, or making a
phone call. Clinicians rate the client’s performance on criteria such as appropriateness, clarity, and social
reciprocity. Functional assessments guide goal setting that aligns with real‑world communication demands.

Language intervention plan is a document that outlines specific, measurable, attainable, relevant, and
time‑bound (SMART) goals based on assessment findings. For example, a goal might state, “The client will
produce the target phoneme /s/ correctly in 80 % of opportunities across three consecutive sessions.” The
plan includes the therapeutic approach (e.g., phonological awareness training), materials, frequency of
sessions, and criteria for progress monitoring.

Therapeutic approaches vary depending on the disorder. Articulation disorders often use the “traditional
drill” method, where the client practices target sounds in isolation, words, and sentences. Phonological
disorders may employ “minimal pair contrast” therapy, emphasizing the functional load of phonemes.
Pragmatic deficits are addressed through “social skills groups,” role‑play, and video modeling. Voice therapy
may incorporate “resonant voice” techniques to reduce vocal strain.

Multilingual assessment is a critical component in the Indian context, where many children are exposed to
two or more languages from birth. Clinicians must evaluate each language separately, using tools that are
culturally and linguistically appropriate. For instance, a Hindi‑English bilingual child may be assessed with
the Hindi Expressive Vocabulary Test and the English CELF‑5. Cross‑language comparisons help determine
whether a deficit is language‑specific or global.

Cultural considerations influence both test selection and interpretation. Some assessment items may
contain culturally unfamiliar objects (e.g., “snowman”) that could bias results. Clinicians should adapt stimuli
to reflect the child’s cultural environment while preserving the psychometric properties of the test.
Additionally, attitudes toward speech disorders vary across regions, affecting family engagement and
compliance with therapy.

Normative data provide the benchmark against which individual scores are compared. In India, normative
data for many standardized tests are limited, especially for regional languages. Researchers are working to
develop norms for tools such as the Hindi Articulation Test and the Tamil Language Assessment Battery.
Until robust norms are available, clinicians may rely on percentile ranks from comparable populations or use
cross‑linguistic benchmarks.

Reliability refers to the consistency of assessment results across time, raters, and test forms. High reliability
ensures that observed changes reflect true progress rather than measurement error. Clinicians can improve
reliability by following standardized administration procedures, training raters, and using inter‑rater
agreement checks. For example, two speech‑language pathologists may independently score a language
sample and compute a kappa statistic to assess agreement.
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Validity concerns whether a test measures what it purports to measure. Content validity ensures that test
items represent the construct of interest, such as syntax or phonology. Construct validity examines whether
test scores correlate with related measures (e.g., a phonological awareness test correlating with reading
ability). In the Indian context, validity studies must examine whether English‑based norms hold true for
children whose primary language is Hindi or Malayalam.

Test‑retest effects occur when repeated administration of a test leads to improved scores due to familiarity
rather than genuine skill development. Clinicians mitigate this by using alternate forms of the test, spacing
assessments appropriately, and interpreting changes within the context of therapy. For instance, a child’s
score improvement on the PPVT‑IV after six months may partially reflect practice effects, necessitating
careful interpretation.

Inter‑rater reliability is crucial when multiple clinicians are involved in scoring language samples. Training
sessions that standardize transcription conventions, such as the use of “…” to indicate pauses, enhance
consistency. Regular calibration meetings help maintain high inter‑rater reliability, which is essential for
research and clinical documentation.

Acoustic analysis provides objective data on speech characteristics. Parameters such as fundamental
frequency (F0), intensity, formant frequencies (F1, F2), and spectral tilt are measured using software like
Praat. Acoustic data are particularly valuable in voice disorders, where clinicians can track changes in jitter,
shimmer, and harmonics‑to‑noise ratio over the course of therapy.

Instrumental assessment includes tools such as the Nasometer for resonance, the Electroglottograph for
vocal fold vibration, and the Videofluoroscopic Swallow Study for assessing oral motor function related to
speech. These instruments augment perceptual judgment, providing quantitative evidence that can inform
diagnosis and treatment planning.

Oral motor examination evaluates the strength, range of motion, and coordination of the articulators.
Clinicians assess lip closure, tongue lateralization, and jaw stability using tasks such as “blowing a bubble” or
“pushing a popsicle stick with the tongue.” Findings from the oral motor exam guide the selection of
therapy techniques; for example, a child with reduced lingual strength may benefit from “tongue resistance
exercises.”

Speech perception assessment examines how the client processes auditory information. Tasks may include
discrimination of minimal pairs (“bat” vs. “pat”), identification of phoneme length, and detection of prosodic
cues. A child with dyslexia may show normal speech perception but difficulty with phoneme manipulation,
highlighting the need for targeted phonological training.

Phoneme discrimination tasks are often used in the assessment of auditory processing disorders. The
clinician presents two spoken words and asks the client to indicate whether they are the same or different.
Accurate discrimination of vowel height or consonant voicing is essential for later reading development.
Errors in this domain may suggest a need for auditory training programs.
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Auditory discrimination training involves repeated exposure to contrasting sounds, often using
computer‑based programs. The goal is to strengthen the neural pathways responsible for differentiating
speech sounds. For example, a child who confuses “s” and “sh” may engage in a drill where the child hears a
series of words and must indicate the target sound, receiving immediate feedback.

Speech‑language pathology in schools plays a vital role in early identification and intervention.
School‑based clinicians conduct screening using tools such as the Frequency‑Based Screening Battery,
collaborate with teachers to implement classroom accommodations, and provide consultation on
language‑rich activities. Integration with special education services ensures that children with identified
speech‑language needs receive appropriate support.

Telepractice has emerged as a viable service delivery model, especially in remote regions of India where
access to qualified clinicians is limited. Assessment via video conferencing requires careful adaptation of
tasks; for example, picture‑based naming can be shared on screen, and the clinician observes the client’s
articulation in real time. Telepractice guidelines emphasize privacy, informed consent, and technical
reliability.

Ethical considerations in assessment include confidentiality, informed consent, and cultural competence.
Clinicians must obtain permission from parents or guardians before administering tests, explain the purpose
and procedures in understandable language, and ensure that assessment findings are shared in a respectful
manner. When working with diverse linguistic populations, sensitivity to cultural norms around
communication styles is essential.

Documentation of assessment findings should be clear, concise, and organized. The report typically includes
an introduction, background information, test battery, results (including raw scores, standard scores, and
percentile ranks), interpretation, and recommendations. Use of standardized terminology and consistent
formatting facilitates communication among multidisciplinary teams.

Goal setting follows the assessment phase and is driven by the client’s functional needs. Goals should be
specific to the identified deficits; for example, a goal for a child with a phonological disorder might be, “The
client will produce the target phoneme /k/ correctly in the word ‘kite’ across three consecutive trials.”
Progress monitoring involves periodic reassessment using the same instruments to track changes.

Progress monitoring is essential for evaluating the effectiveness of intervention. Clinicians may use “data
points” collected during each session, such as the number of correct productions per target, and plot these
on a graph to visualize trends. A plateau in progress may signal the need to modify the therapeutic
approach or increase the intensity of treatment.

Transition planning addresses the shift from early intervention services to school‑age services or from
school to adult services. Assessment data inform the transition plan by highlighting persistent strengths and
weaknesses. For example, a teenager with a residual mild articulation disorder may require accommodations
in higher education, such as extended time for oral presentations.
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Research implications of assessment findings contribute to the evidence base of speech‑language
pathology. Data from large‑scale assessments can be used to develop normative databases for Indian
languages, evaluate the reliability of new screening tools, and examine the efficacy of intervention
protocols. Clinicians are encouraged to engage in practice‑based research, documenting outcomes and
sharing results through conferences and journals.

Professional development ensures that clinicians remain current with emerging assessment techniques,
technology, and best practices. Participation in workshops on “Dynamic Assessment for Bilingual Children,”
seminars on “Acoustic Analysis of Voice,” and courses on “Culturally Responsive Assessment” enhances
competency. Continuous learning supports high‑quality services and improves client outcomes.

Interdisciplinary collaboration is vital when speech‑language concerns intersect with other health domains.
For instance, a child with a cleft palate may require coordination between speech‑language pathologists,
surgeons, orthodontists, and audiologists. Joint case conferences facilitate comprehensive care, allowing
each professional to contribute expertise toward a unified treatment plan.

Case example: articulation disorder in a Hindi‑English bilingual child
A six‑year‑old boy presents with inconsistent substitution of /r/ with /l/ in both languages. The clinician
conducts a language sample in Hindi, using a picture description task, and in English, using a structured
articulation test. The analysis reveals that the error pattern is more pronounced in Hindi, where the rhotic /r/
has a trilled articulation. The assessment includes the Hindi Articulation Test, which confirms the substitution
pattern. Intervention focuses on minimal pair drills contrasting /r/ and /l/ in both languages, incorporating
culturally relevant words (e.g., “raja” vs. “laja”). Progress is monitored weekly using a percent‑correct chart,
and after eight weeks the child achieves 85 % accuracy in both languages.

Case example: pragmatic language deficit in an autistic child
A nine‑year‑old girl with autism spectrum disorder displays limited turn‑taking and inappropriate topic
shifts during peer interactions. The assessment employs the CCC‑2 checklist completed by parents, a
structured role‑play scenario with a clinician, and classroom observations. Findings indicate deficits in
conversational reciprocity and non‑verbal communication. Intervention includes social skills groups, video
modeling of appropriate greetings, and parent‑mediated practice at home. Outcome measures, such as the
increase in appropriate initiations per minute, show a significant rise from two to six over a three‑month
period.

Case example: dysarthria following a stroke
A 58‑year‑old man suffers a left‑hemisphere ischemic stroke resulting in spastic dysarthria. The assessment
includes a respiratory support evaluation, the Frenchay Dysarthria Assessment, and acoustic analysis of
voice quality. Findings reveal reduced speech intelligibility (SIR rating of 2) and increased breathiness.
Therapy focuses on diaphragmatic breathing exercises, phonation drills, and paced speech techniques. After
ten therapy sessions, the client’s intelligibility improves to an SIR rating of 3, and acoustic measures show a
reduction in jitter from 1.5 % to 0.8 %.
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Case example: auditory processing disorder in a school‑age child
A ten‑year‑old boy struggles to follow oral instructions in noisy classrooms. The clinician administers the
SCAN‑3, revealing deficits in auditory figure‑ground discrimination and binaural integration. Intervention
includes auditory training using computer‑based programs that gradually increase signal‑to‑noise ratio, and
classroom accommodations such as preferential seating and use of a sound‑field system. Post‑intervention
testing demonstrates improved scores on the figure‑ground subtest, and teachers report better classroom
participation.

Case example: language delay in a multilingual toddler
A two‑year‑old girl exposed to Telugu at home and English in preschool shows limited two‑word
combinations in both languages. The assessment utilizes the CDI for both languages, a language sample in
each language, and parent‑report questionnaires. Results indicate a receptive‑expressive gap in English but
age‑appropriate skills in Telugu. Intervention targets English vocabulary expansion through picture books,
while supporting continued development in Telugu. After six months, the child begins producing two‑word
combinations in English, demonstrating the value of a bilingual assessment approach.

Case example: voice disorder in a professional singer
A 30‑year‑old classical vocalist presents with vocal fatigue and occasional hoarseness after performances.
The assessment includes perceptual rating using the GRBAS scale, acoustic analysis of fundamental
frequency stability, and laryngeal videostroboscopy. Findings reveal mild vocal nodules and excessive
subglottic pressure. Therapy incorporates resonant voice training, breath support exercises, and ergonomic
counseling for rehearsal schedules. Follow‑up after three months shows a shift in the GRBAS grade from
“moderate” to “mild,” and the vocalist reports improved stamina during concerts.

Practical challenges in the Indian context
One major challenge is the scarcity of standardized tests with validated norms for many regional languages.
Clinicians often resort to translating English instruments, which may alter item difficulty and cultural
relevance. Another difficulty is the wide dialectal variation within a single language; for example, the
pronunciation of the retroflex /ʂ/ differs between Punjabi‑speaking regions, affecting articulation
assessment. Limited access to instrumental equipment, such as nasometers, in rural settings necessitates
reliance on perceptual judgment, which can be less objective. Additionally, stigma surrounding speech
disorders may deter families from seeking early assessment, emphasizing the need for community outreach
and education.

Strategies to overcome assessment barriers
Developing home‑grown normative data through collaborative research projects can fill the gap in
language‑specific norms. Training programs that emphasize culturally responsive assessment techniques
equip clinicians to adapt materials appropriately. Mobile assessment kits, including portable recording
devices and tablet‑based screening apps, can extend services to underserved areas. Engaging community
health workers to conduct preliminary screenings helps identify children who need comprehensive
evaluation.

Read online: https://certificates.gsbf.co.uk/guides/4739741/speech-
and-language-assessment

Greenwich School of Business and Finance · 09 Jul 2026



G U I D E

Future directions
The integration of artificial intelligence (AI) in speech analysis promises rapid, objective assessment of
articulation, voice quality, and prosody. AI‑driven apps can provide real‑time feedback to clients, supporting
home‑based practice. Expansion of telepractice platforms, coupled with secure data storage, will increase
accessibility. Ongoing efforts to create comprehensive normative databases for Indian languages will
enhance the precision of diagnosis and the effectiveness of intervention.

Key terminology summary
Articulation – physical sound production; Phonology – sound pattern system; Receptive language –
comprehension; Expressive language – production; Language delay – lag in milestones; Dysarthria – motor
speech weakness; Apraxia – planning deficit; Phonological disorder – rule‑governed errors; Stuttering –
fluency disruption; Voice disorders – quality alterations; Resonance – oral‑nasal balance; Nasality – nasal
quality; Speech intelligibility – understandability; Pragmatic language – social use; Syntax – sentence
structure; Morphology – word structure; Semantics – meaning; Phonemic awareness – sound manipulation;
Auditory processing – central hearing; Dynamic assessment – learning potential; RTI – tiered support;
Parent‑report – caregiver input; Functional assessment – everyday use; Multilingual assessment – multiple
languages; Cultural considerations – context relevance; Normative data – benchmarks; Reliability –
consistency; Validity – accuracy; Acoustic analysis – objective measures; Instrumental assessment – devices;
Oral motor – articulator function; Speech perception – auditory discrimination; Telepractice – remote service;
Ethical considerations – professional standards; Documentation – report writing; Goal setting – SMART
objectives; Progress monitoring – data tracking; Transition planning – service continuity; Research
implications – evidence generation; Professional development – ongoing learning; Interdisciplinary
collaboration – teamwork.

Read online: https://certificates.gsbf.co.uk/guides/4739741/speech-
and-language-assessment
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