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Thank you for giving us the opportunity to provide input to be considered for the 2019 Budget 
for British Columbia (BC). 
 
Communication Matters is a grassroots advocacy group of registered speech-language 
pathologists (SLPs). Our vision is that all preschool-age children in BC will have access to 
the speech-language pathology services they need so they can maximize their learning, 
social development and well-being throughout life. 
 
We were happy to see that increasing speech-language therapy services for preschool-age 
children was specifically noted several times in the Select Standing Committee on Finance 
and Government Services Report on the Budget 2018 Consultation.  We hope that this issue 1

will be more specifically addressed in the 2019 Budget. 
 
 

As reported by the Canadian Public Health Association, every $1 spent 
on early childhood health and development saves up to $9 in future 
health, social and justice services (an 800% return on investment).   2

 
 
We have heard from many SLPs who wanted to provide input to previous years’ Budgets 
who were told their jobs may be at risk if they did that. Over the years we have also been 
discouraged from participating in advocacy efforts either because we could be disciplined at 
work or because it was believed that we would be wasting our time. However, as tax-payers 
we know it is fiscally responsible to speak up, and as SLPs we know we must speak up on 
behalf of the children who cannot speak for themselves. Communication Matters would like 
to put forward the following specific Ask that we hope you will strongly consider for the 2019 
Budget. This Ask is supported by extensive research and clinical experience.  
 
 

 
Based on research, Communication Matters is asking that funding be 

designated in the Budget 2019 for an additional 375 full-time 
speech-language pathologists to better meet the needs of 

preschool-age children in BC.  
 

 
 
 

1 Select Standing Committee on Finance and Government Services (2017). Report on the Budget 
2018 Consultation. Retrieved from 
https://www.leg.bc.ca/content/CommitteeDocuments/41st-parliament/2nd-session/FGS/Budget2018Co
nsultation/FGS_2017-11-15_Budget2018Consultation_Report.pdf. 
2 Canadian Public Health Association. (2013). Public Health: a Return on Investment [Video file]. 
Retrieved from https://www.youtube.com/watch?v=TVZxtuZhN_M. 
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The Numbers 
BC is known for being the province with the second lowest number of SLPs per 100,000 
people in Canada.   3

 
The Need: We know that approximately 10% of preschool-age children require SLP services. 
This means that the number of preschool-age children in BC who require speech-language 
support is approximately 23,000  – and Therapy BC recommends that a therapist carries a 4

caseload of 25-40 clients.  Assuming we use the higher caseload size (40 children), this 5

indicates that at least 575 full-time SLPs are needed to work with this population in BC. 
 
Current Number of SLPs: The Speech and Hearing BC Early Intervention SLP Director is 
working with Senior SLPs across the province to determine the exact number of SLP full-time 
equivalents (FTEs) currently serving the preschool-age population within the public sector; to 
find out what information has been gathered thus far, please refer to the fact sheet document 
from Speech and Hearing BC . Although we do not yet have this exact figure, we are 6

confident that less than 200 FTEs are currently working with this population. 
 
The Gap: Therefore, there is an immediate need for an additional 375 full-time 
speech-language pathologists for the preschool-age population in BC. If the current funding 
system is followed, these positions would be funded through the Ministry of Health and the 
Ministry of Children and Family Development. Alternatively, parents/caregivers could contract 
services from SLPs in private practice (similar to the At Home Program or funding for autism) 
or families could be allowed to claim services for preschool-age children through Medical 
Services Plan (MSP). 
 
In order to estimate the funding required, we can take the base starting wage of 
approximately $64,296 per year  -- plus benefits, which totals approximately $90,000 and 7

multiply that salary by the number of SLPs needed to address the gap. This means there is 
an immediate need for an additional $33,750,000.00 to be specifically designated for 
SLP services for preschool-age children in BC. 

3 Speech-Language and Audiology Canada. (n.d.). Speech-language pathologists and audiologists per 
100,000 people in Canada. Retrieved from 
http://www.sac-oac.ca/sites/default/files/resources/Stats%20Map%20Canada_EN.pdf. 
4 Data Source: Demography Division, Statistics Canada, Ottawa. Prepared and presented by: BC 
Stats, BC Ministry of Technology, Innovation and Citizens’ Services. Retrieved from 
https://www2.gov.bc.ca/gov/content/data/statistics/people-population-community/population/population
-estimates. 
5 Therapy BC. Promoting Manageable Workloads Project Phase 2 – Preferred Practice Guidelines for 
BC Paediatric Therapists (2008). Retrieved from 
http://therapybc.ca/wp-content/uploads/2018/04/PMWFPT_FinalReport.pdf. 
6 Speech and Hearing BC (2018). Facts about Preschool Speech Services in British Columbia. 
Retrieved from 
http://speechandhearingbc.ca/content/wp-content/uploads/2018/09/Talking-points-Speech-Service-in-
BC-orig-draft.pdf 
7 Health Science Professionals Provincial Agreement 2014-2019 Wage Schedules. Effective First Pay 
Period after February 1, 2018. Retrieved from 
https://hsabc.org/sites/default/files/uploads/HEABC-HSPBA%20Feb%20%20Apr%202018%20wage%
20schedules-20171109.pdf. 
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Speech and Language Skills as a Foundation for Other Learning 
We are specifically advocating for preschool-age children because the early years is a 
critical time in a child’s development. “Barriers to children’s educational achievement start 
early, and continue to grow without intervention.”   8

 
Speech and/or language delays are often “invisible” even if completely debilitating, and this 
can put children with these difficulties at particular risk for being misidentified as having 
behavioural, learning, social, or other issues when what they really need is speech and/or 
language therapy. “Because speech pathologists are specialists trained to help children with 
communication difficulties, they can play a major role in making sure kids don’t progress 
toward the youth justice system.”  For more information on why it is important to treat speech 9

and language delays early, please read this article.  We also hope you will read this recently 10

released report from the Early Intervention Foundation in the United Kingdom which 
recommends that early language development become an indicator of child well-being 
and treated as a public health issue (like childhood obesity or immunizations) because 
language difficulties predict problems in literacy and reading comprehension and may also be 
indicative of problems in children’s behaviour and mental health.  11

 
Timely Service 
Population growth, better identification of speech/language delays, and increased public 
awareness of the risks of leaving these communication delays untreated, have all led to a 
massive increase in the demand for speech-language pathology services over the years. 
However, in most publicly funded programs the staffing levels have not increased with the 
demand for service.4 This has resulted in long waits for both assessment and intervention. In 
some parts of BC, families may wait more than 2 years for SLP services and in some cases 
they never receive services due to excessive waits.  12

 
A 2015 survey of BC SLPs in publicly funded positions found that 85% had some form of wait 
list.  With respect to defining timely service, the Pan-Canadian Alliance of 13

8 Center on the Developing Child (2009). Five Numbers to Remember About Early Childhood 
Development (Brief). Retrieved from 
https://developingchild.harvard.edu/resources/five-numbers-to-remember-about-early-childhood-devel
opment/. 
9 La Trobe University (2018). How poor reading and writing feeds the school-to-prison pipeline. 
Retrieved from https://nest.latrobe/poor-reading-writing-feeds-school-prison-pipeline/ 
10 Communication Matters (2017). Why is it important to treat speech and language delays as soon as 
possible? Retrieved from 
https://communicationmattersadvocacy.wordpress.com/2017/10/04/why-is-it-important/. 
11 Early Intervention Foundation (2017). Language as a child wellbeing indicator. Retrieved from 
http://www.eif.org.uk/publication/language-as-a-child-wellbeing-indicator/. 
12 Family Support Institute of BC. (2016). Parent Feedback Project Results. Retrieved from 
http://familysupportbc.com/wp-content/uploads/Parent-Feedback-Project-Report.pdf. 
13 Communication Matters. (2016). Speech-Language Pathology Service Provision for Young Children 
in British Columbia Survey Results, December 2015. Retrieved from 
https://communicationmattersadvocacy.files.wordpress.com/2017/09/2-page-survey-document-2016-0
8-05-revised-2017-05-01.pdf. 
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Speech-Language Pathology and Audiology Organizations has outlined the following 
acceptable wait times for services according to age and disorder: 

● Children with speech sound disorders should wait no longer than two months from the 
time of referral to the time of assessment. Following assessment, high risk children 
aged birth to 3 years should wait no longer than 3 months for intervention and low risk 
children in this age range should wait no longer than 6 months. High risk children 4 to 
6 years of age should wait no longer than 1 month from assessment to intervention, 
and low risk children in this age range should wait no longer than 3 months.   14

● Children with language disorders should wait no longer than 2-3 months from the time 
of referral until the date of the first available appointment.  Following the initial 15

appointment, children from birth to 3 years of age should wait no longer than 2-3 
months for intervention. High risk children who are 4 to 6 years of age should wait no 
longer than 1-2 months for intervention, and low risk children in this age range should 
wait no more than 3-4 months for intervention. 

 
Effective Service 
Providing effective service means delivering a level of speech-language support that will 
effect meaningful change -- that is, change that will make a positive difference to the child’s 
life. If adequate levels of service are not provided, it may be that public funding is being used 
to provide levels of service that cannot make a single iota of meaningful difference in the 
child’s life. We want to see an immediate future when levels of service do make a meaningful 
difference for all children who need speech and/or language support in their preschool years, 
and that will ideally support each child to come closer to his/her potential in many areas of 
development including learning, socialization, self-esteem and well-being. The level of 
service required to be “effective” will differ relative to several variables including the nature of 
the child’s speech-language delay/disorder and the supports the child has outside of 
speech-language therapy (e.g., family, day-care, community programs, etc.). Clinical 
research and clinical experience guide SLPs in their assessment of what each child needs to 
ensure effective intervention. Sadly, with current levels of funding in BC, even if an SLP in 
the public sector can see a child in a timely way for assessment and intervention (which is 
rare) the amount of therapy that can be offered is usually far below what is needed to support 
the child fully, and is often below what is needed to effect meaningful change. 
 
Human Rights 
Children have fundamental rights to education and health care. In 1990 Canada signed the 
UN Convention on the Rights of the child and Article 24 states that, “States Parties recognize 
the right of the child to the enjoyment of the highest attainable standard of health and to 
facilities for the treatment of illness and rehabilitation of health. States Parties shall strive to 

14 Pan-Canadian Alliance of Speech-Language Pathology and Audiology Organizations. (2009). Wait 
List Project Report on Benchmark Wait Times for Paediatric Speech Sound Disorders. Retrieved from 
http://www.sac-oac.ca/system/files/resources/wait_times_Paediatric_Speech_Sound_Disorders_fullre
port.pdf. 
15 Pan-Canadian Alliance of Speech-Language Pathology and Audiology Organizations. (2014). 
Assessment and Intervention Wait Times Benchmarks: Children with Language Disorders. Retrieved 
from 
http://www.sac-oac.ca/system/files/resources/3.1_children_with_language_disorders_benchmark.pdf. 
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ensure that no child is deprived of his or her right of access to such health care 
services.”  As signees of this Convention, we are under obligation to ensure that children 16

have access to the speech-language services they need. And as  British Columbians, we 
know that strengthening our children -- beginning with an early foundation of speech and 
language skills, will strengthen the future of our province. 
 
Financial Benefits 
According to the Center on the Developing Child, “Providing young children with a healthy 
environment in which to learn and grow is not only good for their development—economists 
have also shown that high-quality early childhood programs bring impressive returns on 
investment to the public. ...participants followed into adulthood benefited from increased 
earnings while the public saw returns in the form of reduced special education, welfare, and 
crime costs, and increased tax revenues from program participants later in life.”  17

 
As mentioned previously, the Canadian Public Health Association reported that every $1 
spent on early childhood health and development saves up to $9 in future health, social and 
justice services (an 800% return on investment).   18

 
IN CONCLUSION 
We are asking the current NDP government of BC to significantly increase the funding 
allocated for speech-language services for the preschool-age children of this province. 
Specifically, we are asking that an additional $33.75 million be designated for this purpose.  
 
Since communication development is the foundation for many areas of development 
including learning, socialization and self-esteem, it has been shown that exponential gains 
can be achieved by strengthening this foundation early in life. 
 
And since speech-language delays are often “invisible”, even when debilitating, we ask that 
the increased funding be specifically designated for this purpose, rather than amalgamated 
into a more generalized “early intervention” or “education” fund where invisible needs may 
not end up receiving any increased funds. 
 
Thank you for your time. 
 
Respectfully, 
 
Sarah Frumento and Sue Scott 
On behalf of the Communication Matters Team 

16 Canadian Children's Rights Council. (n.d.). About the U.N. Convention on the Rights of the Child 
(UNCRC). Retrieved from 
https://canadiancrc.com/PDFs/UN_Convention_on_the_Rights_of_the_Child_en.pdf. 
17 Center on the Developing Child. (2009). Five Numbers to Remember About Early Childhood 
Development (Brief). Retrieved from 
https://developingchild.harvard.edu/resources/five-numbers-to-remember-about-early-childhood-devel
opment/. 
18 Canadian Public Health Association. (2013). Public Health: a Return on Investment [Video file]. 
Retrieved from https://www.youtube.com/watch?v=TVZxtuZhN_M. 
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Pan-Canadian Alliance of Speech-Language Pathology and Audiology 
Organizations 

 
Wait List Project 

Report on Benchmark Wait Times for Paediatric Speech Sound Disorders 
March 2009 

 
 

Background 
 
The Pan-Canadian Alliance ad-hoc committee on paediatric speech sound disorders 
(SSD) wait lists was formed in December 2008. The mandate of the committee was to 
develop recommended benchmarks for maximum wait times for assessment and 
intervention with preschool and school-aged children (birth to eighteen years) who 
present with speech sound disorders (SSD) (otherwise known as articulation 
disorders/delays, functional articulation errors, or phonological disorders/delays). The 
committee was comprised of 7 members (one ex-officio) consisting of practicing 
clinicians and an academic/clinical researcher, all of whom had experience in the study 
and/or treatment of SSDs. 
 

Relevant Literature and Considerations 
 
Speech Sound Disorders (SSDs) is a term coined by Shriberg, Austin, Lewis, 
McSweeny, & Wilson (1997) and includes the following categories of sound disorders: 

•  Genetic (comparable to what was previously known as ‘functional’ or ‘of unknown 
origin’); 

•  Otitis Media related; 
•  Subclinical motor speech disorders; 
•  Residual errors (i.e., /r, s, th/, etc.) seen in school-aged children 

 
The following considerations influenced our recommendations for wait times: 
 
SSDs can be associated with language impairments, reading disability and associated 
academic difficulties, as well as social problems that may lead to poor long-term 
outcomes such as school failure, underemployment, and delinquency. Genetic overlap 
between SSD and dyslexia is well established (Bishop & Adams, 1990; Lewis, Shriberg, 
Freebairn, Hansen, Stein,& Taylor, 2006; Lyytinen, Aro, Eklund, Erskine, Guttorm, 
Laakso, et al., 2004; Smith, Pennington, Boada, & Shriberg, 2005; Tunick & 
Pennington, 2002) and persistent problems with phonological processing (required for 
decoding in the reading process) are characteristic of both SSD and dyslexic 
populations (Larrivee & Catts, 1999; Nathan, Stackhouse, Goulandris, & Snowling, 
2004; Raitano, Pennington, Tunick, Boada, & Shriberg, 2004; Rvachew, 2007). 
 
Interventions that are provided at the appropriate time and with the appropriate intensity 
can lead to successful resolution of the child’s difficulties with speech accuracy and 
intelligibility, and can prevent the associated long-term sequelae noted above. 
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There is growing evidence that children whose speech and language problems 
normalize before school entry have markedly better outcomes than children whose 
speech and language problems persist past the point of school entry (Nathan et al., 
2004; Webster, Plante, & Couvillion, 1997). Children who begin school with persisting 
speech problems use more ‘special services’ while in school than children whose 
speech problem is resolved prior to school entry (Shriberg & Kwiatkowski, 1988). 
 
The committee believes that all children referred to a speech-language pathologist 
require timely assessment in order to determine the nature of their communication 
difficulty. 
 
Based on the evidence cited above, in the case of preschool children, assessment must 
occur in a timely enough fashion to allow for adequate intervention to take place prior to 
school entry, should it be required. Research suggests that a minimum of 20 hours of 
intervention is required in order to achieve a measurable improvement in speech 
intelligibility (Campbell, 1999; Jacoby, Levin, Lee, Creaghead, & Kummer, 2002; 
Schooling, 2003). Delayed initiation of the treatment program may not leave enough 
time for resolution of the child’s SSD prior to school entry. 
 
Committee members believe that wait times should reflect the clinical reality of varying 
priority levels for service. This should be based on a review of risk factors for each 
individual referred for intervention. As noted by Glogowska, Roulstone, Peters, & 
Enderby (2006), the more risk factors identified at assessment, the higher priority for 
timely intervention if successful outcomes are to be achieved. 
 

Risk Factors 
 
The committee recommends that the presence of any one of the following identified risk 
factors would place a child in the “high risk” category related to intervention services: 
 

•  Reported family history of speech-language delays/disorders and/or reading 
difficulties; 

•  Identified language impairments in conjunction with speech sound disorders at 
the time of assessment; 

•  Identified difficulties with phonological processing, including non word repetition 
tasks and phonological awareness tasks at the time of assessment; 

•  Child is entering school (i.e., kindergarten or grade one) in September of the 
coming school year. 

•  The speech difficulties noted at the time of assessment are impacting the client’s 
ability to participate in activities and roles in his/her daily life. 

 
The greater the number of risk factors identified at the time of assessment for each child 
would increase their priority for service. 
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Wait Time Definitions 
 

The following definitions were established for wait times: 
 
Time to Assessment: The maximum time clients should wait for an initial response 
following the service provider’s receipt of a referral/self-request for service and 
accompanying intake information. 
 
Time to Intervention: The maximum time clients (i.e., children with an identifiable 
speech disorder) should wait for intervention following the service provider’s 
assessment. 
 

Benchmark Recommendations  
 
In this section we present recommended wait time benchmarks for assessment and 
intervention. They were developed with consideration of existing literature, clinical 
survey data collected by CASLPA, and the collective experience of the group members. 
 
Time to Assessment 
 
Summary recommendation: The maximum time patients/clients should wait from the 
time they receive a referral until the date of the first available appointment is 2 months. 
 
Time to Intervention 
 
Summary recommendation: The maximum time patients/clients should wait from the 
time of initial assessment until intervention is as follows: 
 
Risk Category Birth to 3 Years 4 to 6 Years School Age 
High Risk 3 months 1 month 3 months 
Low Risk 6 months 3 months 8 months 
 

Committee Members 
 

Crystal Klassen, M.A., R.SLP, S-LP(C), CCC-SLP 
Judy Meintzer, M.SLP, R.SLP, S-LP(C) 
Susan Rvachew, PhD. S-LP(C) 
Brie Schindel, M. SLP, R.SLP, S-LP(C) 
Charla Tillapaugh, M.S., R.SLP, S-LP(C) 
Nancy Whelan, M.S., R.SLP 
Susan Rafaat (ex officio), M.Sc., R.SLP, S-LP(C) 
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Assessment and Intervention Wait Times Benchmarks: Children with Language Disorders 

Preamble 
The Purpose, Scope, Source, & Limitations of the Benchmarks 

Purpose: The purpose of this document is to present recommendations on the speed with 
which agencies/individuals providing service to children with language disorders should initiate 
(a) initial assessments; and (b) intervention.

Scope: This document contains wait times benchmarks for children in three age groups: 
preschool, early school age, and later school age. The recommendations made apply to children 
with Specific Language Impairment (SLI) and those with a language disorder unassociated with 
another diagnosis (e.g., Down Syndrome, Autism Spectrum Disorder). 

Source: Recommendations were made following a review of relevant research evidence. As 
there is not, to our knowledge, any scholarly literature that directly addresses the issue of 
recommended wait times for assessment and intervention in child language disorders, we 
reviewed literature that related indirectly to the issue because it fell within one or more of 6 
categories of relevant research: (1) prevalence and risk; (2) short and long-term consequences; 
(3) impact of intervention; (4) timing of intervention; (5) amount of intervention; and (6)
prioritization.

Limitations: Review of this literature provided a helpful starting place in establishing evidence-
based benchmarks for service delivery with this population; however, it did not provide 
concrete answers. The final benchmarks emerged from a process of thoughtful reflection on 
the literature, discussion and debate among those with clinical and scholarly expertise in the 
field, and review of survey data on current practices across Canada. These benchmarks are 
based on the best available evidence and are intended to provide guidance to the Canadian 
clinical community. We recognize the unique realities and stressors faced by each service 
provider; at the same time we urge service providers to use this document to instigate 
discussion and reflection on their current wait times and to consider practices that might have 
the effect of bringing their wait times in line with these benchmarks. We also encourage 
providers to recognize that benchmarks for both assessment and intervention can be met in a 
variety of ways. Assessment, for instance, may be achieved through a brief, initial screening. 
Intervention may be initiated through information sessions or parent training groups while 
families wait for more individualized service. The literature we reviewed suggests that with 
appropriate intensity and professional training, there are a variety of effective means of 
providing intervention for this population, including group formats, and intervention through 
supportive personnel.   

Definition of Key Terms 

For the purposes of establishing these benchmarks, we considered language disorder broadly. A 
language disorder is defined by ASHA as “impaired comprehension and/or use of spoken, 

Communication Matters 13 of 22



 

Assessment and Intervention Wait Times Benchmarks: Children with Language Disorders 
May 2014 Page 2 of 10 

written and/or other symbol systems. This disorder may involve (1) the form of language 
(phonology, morphology, syntax), (2) the content of language (semantics), and/or (3) the 
function of language in communication (pragmatics) in any combination” (Ad Hoc Committee 
on Service Delivery in Schools, 1993, p. 40). Children with language disorders are a 
heterogeneous group of individuals who have developmental or acquired disorders affecting 
expression or comprehension/expression of language. The impairment may persist across the 
lifetime but may vary over time in manifestations, effects, and severity (Owens, 2014). The 
benchmarks in this document pertain to children with language disorders, unassociated with 
other diagnoses.  
 

Relevant Literature and Considerations 
 
The following considerations influenced the recommendations that follow on wait times for 
assessment and intervention: 
 

1. Prevalence & Risk: Child language disorders are relatively common and are associated 
with multiple risk factors. Prevalence estimates range from 2-19% depending on the 
specific characteristics of the population being reported on (ASHA, 2008; Bickford-
Smith, Wijayatilake, & Woods, 2005; Nelson, Welsh, Vance Trup, & Greenberg, 2010; 
Justice, Bowles, Turnbull, & Skibbe, 2009; McCue Horwitz, et al., 2003; Prathanee, 
Thinkhamrop, & Dechongkit, 2007, Stanton-Chapman, Bainbridge, & Scott, 2002; 
Tomblin, Records, Buckwalter, Zhang, Smith, & O’Brien, 1997; Zubrick, Taylor, Rice, & 
Slegers, 2007). Risk factors for child language disorder are varied and include: family 
history, preterm birth, low-birth weight, not breast-fed, later birth-order, low 
socioeconomic status, a low ApGAR score, lower parental education (Prathanee, 
Thinkhamrop & Dechongkit, 2007; Tomblin, Records, Buckwalter, Zhang, Smith, & 
O’Brien, 1997). 
 

2. Short and Long-term Consequences: Child language disorders are highly correlated with 
reading disability, academic difficulties, behavioural issues and poor social relationships 
which may, in turn, lead to poor long-term outcomes such as school failure, under-
employment and delinquency (Aram & Nation, 1980; Beitchman et al., 2000; Brownlie 
et al., 2004; Clegg, Stackhouse, Finch, Murphy, & Nicholls, 2009; Cohen, Davine, & 
Meloche-Kelly, 1989; Conti-Ramsden & Botting, 2004; Conti-Ramsden & Botting, 2008; 
Dockrell & Lindsay, 1998; Donlan, Cowan, Newton, & Lloyd, 2007; Durkin & Conti-
Ramsden, 2010; Jerome, Fujiki, Brinton, & James, 2002; Justice, Bowles Turnbull, & 
Skibbe, 2009; Knox & Conti-Ramsden, 2003; Naylor, Staskowski, Kenney, & King (1994); 
Prior, Bavin, Cini, Eadie, & Reilly, 2011; Puranik & Lonigan, 2012; Rescorla, 2002; Ripley 
& Yuill, 2005; Savage, 2005; Snowling, Adams, Bishop & Stothard, 2001; Snowling, 
Bishop, Stothard, Chipchase & Kaplan, 2006; Toppelberb & Shapiro, 2000; Young et al., 
2002). 
 

3. Impact of Intervention: Interventions that are provided at the appropriate time and 
with the appropriate intensity can lead to successful resolution of the child’s difficulties 
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and prevent the associated long-term sequelae referred to in (2) (Aram & Nation, 1980; 
Bickford-Smith, Wijayatilake, & Woods, 2005; Gallagher & Chiat, 2009; Snowling, 
Adams, Bishop & Stothard, 2001; Snowling, Bishop, Stothard, Chipchase & Kaplan, 
2006). 
 

4. Timing of Intervention: There is some evidence that intervention prior to school entry 
reduces the length and intensity of intervention necessary to prevent the associated 
sequelae referred to in (2). Most notably, Snowling et al. (2006) reported that children 
whose language delay had resolved by 5.5 years had a good outcome relative to those 
whose language difficulties persisted through the school years. And Young et al. (2002) 
reported that children first identified at 5 years continued to lag behind their peers at 
age 19 years in intellectual ability and all domains of academic achievement. 
 

5. Amount of Intervention: Some research suggests that children require about 8 to 20 
weeks of intervention to achieve each language goal; thus, delayed initiation of the 
treatment program may not leave enough time for resolution of a child’s language 
disorder prior to school entry. Reports of optimal length of intervention vary. Bellon-
Harn (2012) suggests the ideal length lies between 4 and 13 weeks based on their work; 
Jacoby, Lee, Kummer, Levin, & Creaghead (2002) found noteable improvement after 20 
hours of treatment. Law, Garrett & Nye (2004) reported that interventions longer than 8 
weeks are more effective than those less than 8 weeks. Roberts & Kaiser (2011) 
mentioned 12-18 weeks of intervention whereas McCartney et al. (2011) suggested that 
a minimum of 22 hours of therapy by adequately trained individuals is necessary in 
order for children to make significant gains in language targets. In a systematic review 
on narrative intervention Peterson (2011) suggested that a minimum of 320 minutes of 
intervention or longer was required in order to see moderate-large effect sizes. 
 

6. Prioritization: The literature suggests that for preschool children the following factors 
place children at high-risk for severe, persistent language disorder: combined receptive 
and expressive language disorder; family history of speech and language problems, 
lower frequency of communication acts, less mature syllable structure, lower levels of 
symbolic play (Chowdhury & Benasich, 2003; Olswang, Rodriguez, & Timler, 1998). 
Other risk factors identified in this age group relate to: gender, temperament, and 
familial support, among others (Harrison & McLeod, 2010). For school age children, the 
presence of one or more of the following factors place children in the high-risk category: 
reported family history of speech-language delays/disorders and/or reading difficulties 
(Prathanee, Thinkhamrop & Dechongkit, 2007; Tomblin, Records, Buckwalter, Zhang, 
Smith, & O’Brien, 1997); combined receptive and expressive language disorders (Clegg, 
Stackhouse, Finch, Murphy, & Nicholls, 2009; Flax, et al., 2009; Olswang, Rodriguez, & 
Timler, 1998; Justice, Bowles, Turnbull, & Skibbe, 2009); identified phonological 
processing and/or reading difficulties in conjunction with oral language impairments at 
the time of assessment (Tomblin et al., 2000); entering school (kindergarten or grade 
one) in September of the coming school year (Snowling et al., 2006; Young et al., 2002); 
the language difficulties noted at the time of assessment are impacting the client’s 

 
Communication Matters

 
15 of 22



 

Assessment and Intervention Wait Times Benchmarks: Children with Language Disorders 
May 2014 Page 4 of 10 

ability to participate in activities and roles in his/her daily life (Hart, Fujiki, Brinton, & 
Hart, 2004). Preschool and school age children who fall in the high-risk categories should 
be prioritized for service.  

Summary 
 
Given the serious negative consequences of untreated language disorders, it is recommended 
that all children referred to a speech-language pathologist receive timely assessment. Timely 
assessment is important not only because it enables timely language intervention but because 
it enables prompt referrals to other services children may require. We know that in some cases 
Speech-Language Pathologists are the first professionals young children with more complex 
needs see. Because it is often difficult from intake information to determine the severity and 
scope of a language disorder a prompt initial assessment is critical for all children. Thus, we 
have made no distinction among age groups when establishing the benchmark for time to 
assessment. We emphasize, however, that in the case of preschool children, it is important that 
assessment occur quickly enough to allow for adequate intervention to take place prior to 
school entry. 
 
Some research suggests that a minimum of 8 hours of intervention is required in order to 
achieve a single language goal; many children with language disorders will have multiple goals. 
Other studies suggest that the optimal time frame for intervention lies around 20 weeks. The 
clinical reality means that it is necessary to establish priorities for intervention. Given the 
compelling evidence that children with receptive/expressive language disorders are at greater 
risk for long-term problems than children with expressive-only disorders, it is recommended 
that those children be prioritized for service. Other variables mentioned previously (e.g., family 
history, co-occurring difficulties with phonological processing and/or reading) should also be 
considered. Haynes & Pindzola (2012) suggest that decisions should not be based on any one 
indication alone but a pattern of signs. Risk-factors described in this document, as well as 
others identified in the literature, should be weighed for each individual client. 
 

Wait Time Definitions 
 

The following definitions were established for wait times: 
 
Time to Assessment: The maximum time clients should wait for an initial response following 
the service provider’s receipt of a referral/self-request for service and accompanying intake 
information. 
 
Time to Intervention: The maximum time clients (i.e., children with an identifiable language 
disorder) should wait for intervention following the service provider’s assessment. 
 
The terms “time to assessment” and “time to intervention” are used in a broad sense to 
encompass a variety of forms of service delivery. For example, assessment might include a 
relatively brief initial screening. Intervention may include the provision of parent training 
program or group-based intervention provided through supportive personnel.   
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Benchmark Recommendations  

 
In this section we present recommended wait time benchmarks for assessment and 
intervention. They were developed with consideration of existing literature, clinical survey data 
collected by CASLPA, and the collective experience and expertise of the group members. The 
benchmarks are expressed as ‘ranges’ in months; this leeway takes account of unique realities 
faced by each service provider, differing pressures at particular times of the year, as well as 
unforeseen circumstances that may arise for any provider from time to time.  
 
Time to Assessment 
 
Summary recommendation: The maximum time patients/clients should wait from the time they 
receive a referral until the date of the first available appointment is 2-3 months. 
 
Time to Intervention 
 
Summary recommendation: The maximum time patients/clients should wait from the time of 
initial assessment until intervention is as follows: 
 

 Birth to 3 Years 4 to 6 Years School Age 

• high risk  2-3 months1 1-2 months 2-3 months 

• low risk 3-4 months 4-6 months 
1 Establishing risk is challenging in this age group because dramatic shifts can occur in short periods of time. Therefore, all 
children in the birth-3 years age group should wait no more than 2-3 months between assessment and intervention. Prompt 
intervention should be enabled by the fact that, at this age, communicators of many different levels of ability can typically be 
served in a single group. Further, a common initial intervention option involves caregiver training, which is less resource-
intensive.  

 
For school age children, the presence of one or more of the following factors place children in 
the high-risk category:  

 reported family history of speech-language delays/disorders and/or reading difficulties 
(Prathanee, Thinkhamrop & Dechongkit, 2007; Tomblin, Records, Buckwalter, Zhang, 
Smith, & O’Brien, 1997);  

 combined receptive and expressive language disorders (Clegg, Stackhouse, Finch, 
Murphy, & Nicholls, 2009; Flax, et al., 2009; Olswang, Rodriguez, & Timler, 1998; Justice, 
Bowles, Turnbull, & Skibbe, 2009);  

 identified phonological processing and/or reading difficulties in conjunction with oral 
language impairments at the time of assessment (Tomblin et al., 2000);  

 entering school (kindergarten or grade one) in September of the coming school year 
(Snowling et al., 2006; Young et al., 2002);  

 the language difficulties noted at the time of assessment are impacting the client’s 
ability to participate in activities and roles in his/her daily life (Hart, Fujiki, Brinton, & 
Hart, 2004).  
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