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Abstract
Background: The UK is a multicultural, multilingual society and the majority
of paediatric speech and language therapists in England have at least one bilingual
child on their caseload. There are many imperatives driving the profession to
provide an equitable service for bilingual children. Evidence is beginning to
emerge, however, that bilingual children with specific language impairment are not
being identified and are, therefore, not accessing services. The situation facing
clinicians in the UK is not unique: it is mirrored around the world.
Aims: This paper reviews the literature relating to speech and language services
for bilingual children and begins by providing an overview of the forces driving
the need to provide equity of service. All aspects of the therapeutic process are
then examined, from referral to therapy, in order to identify features that are
regarded as best practice. Whilst the focus is on delivery of services in the UK,
research findings from around the world are considered.
Main contribution: Certain themes emerged during the review and their
implications are discussed. In particular, the need for assessment tools,
training and research is highlighted.
Conclusions: Features indicative of best practice are highlighted and tentative
suggestions made that would enable services to address the challenges of
serving bilingual paediatric caseloads.
Keywords: bilingualism, speech and language disorder, equity, referral, clinical
guidelines.

Introduction
The Royal College of Speech and Language Therapists states that ‘speech and
language therapists will uphold non-discriminatory practices at all times’ (RCSLT
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1996: 20). Evidence is beginning to emerge, however, that bilingual children in the
UK with specific language impairment are not being identified and therefore are
not accessing services (Crutchley et al. 1997a, Winter 1999). Demographic changes
mean that multiculturalism and multilingualism are issues of growing importance
for clinicians around the world (Roseberry-McKibbin and Eicholtz 1994, James
1995, Crutchley 1999). Challenges being identified in the UK are mirrored
elsewhere and certain common themes are emerging: the education of speech and
language therapists to work with bilingual populations and the need to develop
assessment tools are frequently highlighted. Progress in the area is often hampered
by lack of consistent terminology and data reporting (Winter 2001) and indeed by
lack of research (Crutchley et al. 1997b). Winter (2001: 490) reported: ‘There is
often a sense of powerlessness to improve the service to bilingual clients among
practitioners and their managers. The power of an argument for equity which is
backed up by careful data gathering was shown in this research to be considerable,
however’. In the light of this, the authors aim to review key issues related to equity
for bilingual children in the context of speech and language service provision and
to highlight areas for future development.

Bilingualism and speech and language disorder
The RCSLT Core Guidelines (2003) defines the term ‘bilingualism’ as ‘the
knowledge and/or use of two or more language codes (bilingualism or
multilingualism). An individual should be regarded as bilingual regardless of the
relative proficiency of the languages understood or used’. There are few reliable
official statistics on the number of bilingual children in the UK. There are virtually
no data available on language use in the UK and few data relating to ethnic
background. Attempts to gather such data via questionnaires and census returns are
fraught with difficulties, often of a personal and political nature, which can result in
both the original question and the response being manipulated (Crystal 1997,
Rahman 1998). Thus, the first author is aware of some individuals who reported
their language in the UK 2001 Census as ‘Kashmiri’ in order to indicate a political
stance about a territory in dispute between India and Pakistan, when on a daily
basis they would describe the language they speak as ‘Mirpuri’. As Crystal (1997:
289) comments, ‘Approximations and uncertainties are thus the norm in language
estimates’. Nevertheless, there is evidence suggesting that a growing number of
bilingual children will be referred to speech and language therapy services.

General population figures for UK
Language, ethnicity and culture are inextricably linked (Schott and Henley 1996,
Battle 1998). The terminology used in data collection about ethnic groupings is the
subject of ongoing debate by medical researchers who highlight political,
methodological and practical concerns (McKenzie and Crowcroft 1996, Gerrish
2000). It has also been noted that medical researchers often fail to take into
account recently developed ideas surrounding the concept of identity (Pfeffer
1998). Key areas of concern that have been highlighted include the following:

. The term ‘white’ is too broad and consequently often meaningless: it can
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encompass people from clearly different national, linguistic, religious and
cultural backgrounds (Gerrish 2000).
. The possibility of scientific racism implicit in some classification terminology
(Pfeffer 1998, Robinson 1998).
. Terms can have different meanings in different places, e.g. ‘Asian’ in the UK
generally refers to India, Pakistan and Bangladesh, whereas in North
America it refers to countries of the Pacific region such as Japan, China and
Malaysia (Pfeffer 1998).
. Individuals may not classify themselves in the same way that an outside
observer would classify them and their self-classification may change over
time (Crystal 1998, Gerrish 2000).
Considering these concerns, it is clear that extreme care should be exercised in
assuming ‘ethnic origin’ equates to bilingualism. However, in the absence of any
alternative large-scale data source, the data and terminology from official UK
government sources are used here. The most recent population data for the UK
(Scott et al. 2001) estimates the minority ethnic population at 4 million,
approximately 7.1% of the total population. Between 1992–94 and 1997–99, the
total minority ethnic population increased by nearly 15% compared with an
increase of 1% in the white population. The data reveal that while the UK
population is ageing (20% of the total population is over 65), less than 6% of
people within the minority ethnic community are over 65. Conversely, the minority
ethnic population has a greater proportion of people aged less than 15 years (30%)
compared with the white population (19%).
Incidence of speech and language disorders
The incidence of speech and language problems in children has recently been
established for a speech and language therapy service in Middlesbrough, UK
(Broomfield and Dodd 2003). The study examined all 1100 referrals made to the
local speech and language therapy service over a 15-month interval between January
1999 and April 2000. For a single year, incidence of referrals was calculated as
16.3% for primary communication disability (i.e. including fluency and voice cases)
and 14.6% for speech/language disability. Distribution of disorder type was:
dysfluency 5.3%, voice or velopharyngeal incompetence 2.0%; receptive language
difficulties 20.4%, expressive language difficulties 16.9%, speech difficulties 29.1%.
(The remaining 26.3% either did not attend, did not give consent, were within
normal limits or were transferred to the special needs service.) As bilingualism does
not cause communication disorder, there is no reason why bilingual children should
have a different rate of speech and language problems from a monolingual
population (Duncan and Gibbs 1989, Crutchley et al. 1997b, Crutchley 1999,
Winter 2001). Interestingly, the Middlesbrough data show that in the cohort of 730
children assessed as having speech/language disability, 33 were bilingual,
representing 4.5% of the sample, compared with an ethnic minority population
equating to 7.5% of the local school population (Office for Standards in Education
2001). Taking the Scott et al. (2001) figures and the Middlesbrough incidence, the
following calculation can be made:

. 30% of the minority ethnic population of 4 million is under 15 (Scott et al.
2001)~1 200 000.
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. 14.6% (Middlesbrough incidence figure for speech/language disability) of
1 200 000~177 600 ethnic minority children under the age of 15 likely to
have speech and language disorders in the UK.
It is not surprising, then, that Winter (1999) reported that 59% of speech and
language therapists working with a paediatric caseload in England have at least one
bilingual child on their caseload.
Refugees
The UK has received people seeking refuge since the arrival of Armenian
merchants fleeing Ottoman persecution in the twelfth century (Rutter 2001). In the
last decade, wars and religious and ethnic persecution have brought waves of refugees,
especially from Europe, the Middle East and Africa. During the last 5 years, there
has been a marked increase in the number of unaccompanied children seeking
asylum (Prasad 2003). Although refugee populations tend to cluster around either preexisting populations from a particular country or around the place of arrival in this
country, government initiatives have resulted in some people being dispersed around
the country ( Jones and Gill 1998b). The problem of service provision for bilingual
children is not, then, restricted to a limited number of geographical areas.
Current context of speech and language therapy provision for
bilingual children
There is evidence of a continuing increase in referral rates to speech and language
therapy in England (Enderby and Petheram 2000). There is also evidence that
appropriate postgraduate training of primary care practitioners increases the
number of referrals they make (British Stammering Association (BSA) 2000, Lees
et al. 2000) and that having a specialist post holder in place increases referrals (BSA
2000). This evidence, coupled with the demographic trends (Scott et al. 2001)
outlined above, suggests that the number of paediatric speech and language
therapists in the UK who work with bilingual clients is likely to increase. The
profession, however, is dominated by white monolingual females. An ethnic
monitoring exercise conducted by RCSLT in 1999 showed that of those who
returned questionnaires 98.5% described themselves as white and 98.5% were
female (RCSLT 1999b). Bilingual speech and language therapists are rare: one UK
training course based in an area with a high bilingual, ethnic minority population is
taking steps to increase its current 5% of undergraduate students from this
population (RCSLT 2001). Such students may, however, choose not to work in the
field of bilingualism (RCSLT 1998). Further, the standard of language proficiency
required for assessment and treatment of speech and language disorders is high and
bilingual clinicians’ knowledge of developmental patterns of a language may be
limited (Lahey 1992). Monolingual speech and language therapists who have chosen
to specialize in bilingualism are a rarity: Winter’s (1999: 96) finding that ‘there are
only a very few therapists who have a specialized bilingual caseload’ is echoed by
Law et al. (2000b: 3), who reported that ‘there are very few bilingual speech and
language specialists’. Quantifying this vague concept of ‘very few’ is problematic
but the RCSLT states that all speech and language therapists ‘with specific
responsibilities for working with ethnic minority groups should be members of the
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College Special Interest Group (SIG) in Bilingualism’ (RCSLT 1996: 152). The
most recent membership data (August 2002) indicates that 48 speech and language
therapists are members of this group. Of this cohort fewer still have the job title
‘Specialist in Bilingualism’, which would imply a professionally recognized level of
expertise in this area. This compares with the 8263 therapists registered as
practising in the UK (RCSLT 2002). Extrapolation of these figures indicates that
less than 0.58% of the speech and language therapy profession in the UK is
acknowledged as specialists in this field.
Myths
Kayser (1995: 186) argued that ‘When clinicians are unfamiliar with the literature
on child bilingualism, hypotheses, beliefs and myths are developed to fill this void’.
Further, clinicians need to evaluate published research with care as ‘much early
research in bilingualism was … biased by particular prejudices against bilingualism’
(Bialystok 1991: 1). An example of an area where myths abound is code switching.
Bilingual individuals code switch, often within a sentence. This has been viewed as
a reflection of their inadequate language ability rather than as a skill (Kayser 1995).
Crystal (1997: 365) wrote, ‘There is a widespread popular impression that the
children of bilingual parents are linguistically at risk. It is said that their brains will
not be able to cope, and that they will grow up ‘‘semilingual’’, confused, or retarded.
There is no justification for this pessimism’.
Similarly when a child presents with an educational or communication difficulty,
their parents frequently focus on bilingualism as a cause or contributing factor,
where monolingual parents would look for other sources of blame (Baker 1995).
Minority languages in the context of a dominant culture are often ignored. Most
countries only recognize one official language (Crystal 1997). This language is then
associated with political and educational power (Rahman 1998). In countries such
as the UK that are widely perceived to be monolingual cultures, minority languages
may consequently suffer attrition. People may avoid teaching their (minority)
mother tongue to their children. Uninformed clinicians may inadvertently collude
with parents’ negativity to minority languages. Despite professional guidelines
stating that ‘clients and carers should never be advised to give up speaking in their
home language as a means of supporting language progress in English’ (RCSLT
1996: 150), clinicians may still work predominantly in English and advise carers to
give up the home language and concentrate on English. As well as being contrary
to the overwhelming evidence (Juarez 1983, Duncan and Gibbs 1989, Leung 1996,
Rodby 1998, Cummins 2000) that mother tongue development does not hinder,
and indeed can support, English acquisition, this will lead to children who are
culturally and linguistically isolated.
Forces driving provision of an equitable service
Philosophical, legal, professional and political issues contribute to the argument for
equity in speech and language service provision. Each is considered below.
Ethical considerations
The 1948 Universal Declaration of Human Rights, adopted by the United
Nations, enshrined an ethical code. It states that ‘everyone is entitled to rights
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and freedoms … without distinction of any kind, such as race, sex, language,
religion …’ (UN 1948). The Convention on the Rights of the Child (UNICEF
1989: 89) further states that ‘parties shall promote … the exchange of appropriate
information in the field of preventative health care and of medical, psychological
and functional treatment of disabled children, including dissemination of and access
to information concerning methods of rehabilitation, education and vocational
information’. Communication is accepted as an essential part of human rights but
crucially, as Rudat (1994) notes: ‘Language is power. If you cannot understand or
be understood you have no power. You are at the mercy of everyone’.
Legal requirements
In the UK, the Race Relations Act means it is illegal to discriminate against a
person on racial grounds. The Commission for Racial Equality (CRE 2002: 1)
defines discrimination as occurring when ‘someone is treated less favourably on
grounds of their colour, race, nationality or ethnic origin’. An example of discrimination is failure to provide interpreters in health care contexts for a minority
group that is unlikely to speak English. Although no legal challenge on this aspect
of discrimination has yet been made, it is always possible (Schott and Henley 1996).
Professional standards
Professional bodies around the world make commitments to the notion of equity in
their codes of ethics. The professional standards of the RCSLT (1996: 150)
stipulate that ‘The College acknowledges the right of every individual to have access
to an appropriate speech and language therapy service for his/her identified needs.
The presence of a second language, or a first language other than English, does not
alter this philosophy’. Similar commitments to non-discriminatory practice are made
by the American Speech–Language Hearing Association (ASHA 2003), The Speech
Pathology Association of Australia (SPAA 2000) and the International Association
of Logopedics and Phoniatrics (IALP 2003). In addition, these professional bodies
have adopted guidelines to be followed by their members when working with bilingual
clients (ASHA 1985, RCSLT 1998, International Association of Logopedics and
Phoniatrics/M. Fredman, personal communication, 2002, SPAA 2002).
Social factors
The pervasive link between childhood language delay and disorder and poor social
outcomes is well established. Howlin et al. (2000) highlighted poor educational
attainment, low self-esteem and social problems in a long-term follow up of adults
who had been diagnosed in childhood with autism or developmental receptive
language disorder. Data have also been reported that indicates that a significant
number of young men entering prison have communication disorders ( Johnson
and Hamilton 1997), and government data (National Statistics Office) show that
there is a higher proportion of ethnic minority members in the prison population
than in the general population. Conclusions from these different research studies
need to be drawn cautiously. Nevertheless, it is probable that there are long-term
social consequences of failure to provide an equitable service to bilingual children.
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Government funding
The UK government currently provides substantial funding to areas of deprivation
under the Sure Start program, ‘to transform the chances of young children,
particularly those living in areas of deprivation. Research shows that minority ethnic
families suffer disproportionately high rates of poverty … Sure Start is likely to
have significant numbers of families from minority ethnic groups’ (DFEE 1999: 2).
Recent data (Locke et al. 2002) support earlier evidence (Whitehurst 1997,
Whitehurst and Fischel 2000) of a link between low socio-economic status and
language delay, and Sure Start areas are recruiting speech and language therapists to
their teams of workers.
What is an equitable service and what factors impede its
delivery?
Consideration of what constitutes an equitable service must include a systematic
evaluation of all stages of the therapy process from initial referral to discharge and any
arrangements for ongoing care arranged with other agencies following discharge.
Referral
Winter (1999, 2001: 465) conducted a comprehensive examination of the numbers
of bilingual children in speech and language therapy. The findings highlight the
difficulties in this area due to differing techniques of data collection and reporting
but do indicate that there is ‘both under-representation and over-representation of
bilingual children in different contexts of SLT provision’. This finding mirrors the
well-documented position that educationalists have encountered with bilingual
children in special educational needs provision (Crutchley et al. 1997a, Hall et al.
2001). For children to access the speech and language therapy service, they must
first be referred into the system. Research (Edwards et al. 1989, Enderby and
Petheram 1998, 2000) confirms that the main sources of referrals in the UK are
health visitors, education services and medical services, including general
practitioners (GPs). Enderby and Petheram (2000) studied referrals of both
children and adults to speech and language therapy and found the following mean
figures between 1987 and 1995: health visitors accounted for 29.3% of referrals,
education services for 10.4% and GPs for 6.7%. Parents are also noted as an
important source of referral by Edwards et al. (1989), accounting for 8.7% of
referrals in their sample, and it may be that parents are indirectly responsible for
more referrals as a result of raising their concerns with professionals who then
consequently refer the child.
Health visitors
Health visitors have contact with children from a few days after their birth until
school entry. They gather information informally about the child’s communication
abilities both indirectly by talking with parents and directly by listening to the child.
To gain such direct information, both about semantic and syntactic content as well
as the child’s sound system, the health visitor needs to share the same language as
the child. There are, however, few bilingual health visitors. The professional body,
the Nursing and Midwifery Council, currently does not have comprehensive data
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on the ethnic origin of health visitors as only 25% of the membership provides
such information (Hutchinson, personal communication, 2002). Anecdotal
evidence suggests that figures are not representative of the population as a
whole. For example, in Rochdale, England, there is one health visitor of a total of
56 who is from an ethnic minority background and who can speak one of the
ethnic minority languages, and of 15 school nurses, none come from an ethnic
minority background (Disley, personal communication, 2003). Approximately 17%
of Rochdale’s school children are from ethnic minority homes and speak 35
different languages. Bowers and Oakenfull (1996) noted that while health visitors
are good at recognizing English-speaking children with speech problems, they have
difficulty identifying other communication difficulties. When listening to children
speaking a language they do not share, it is likely that health visitors will overlook
even speech errors.
Teachers
There are no data available on the number of teachers from ethnic minority
communities in the UK although it is known that there is an under representation
(Revell 2003). Two factors may have led to many teachers adopting a conservative
referral policy: previous over-referral of children to special educational needs
provision (Crutchley et al. 1997b, Hall et al. 2001) and educational research
indicating that a child takes 2 years to attain conversational fluency in a new
language (Cummins 1979). The Lancashire County Council, which is responsible
for maintaining the largest number of schools in England (Kay, personal
communication, 2003), issues guidance to schools, which includes a flow chart
designed to help teachers decide if a child has language or learning needs. The chart
indicates that if a child has been in school and exposed to English for less than 2
years, they should be closely monitored. Only when the 2 years’ barrier has been
passed would the previous teacher and records be consulted and a referral to outside
agencies made (Scott and Jackson 2002). Teachers may have access to bilingual
classroom assistants but the lack of training for both teachers and assistants may
lead to some of the same problems outlined below for bilingual SLT co-workers.
Hayward (2001 and personal communication, 2002) surveyed bilingual classroom
assistants in Southampton. When asked how often they used their first language,
‘Some answered ‘‘Not at all unless it’s to tell them off!’’’ (Hayward personal
communication, 2002: 1).
Parents
There is currently a movement towards encouraging parental involvement in
identifying childhood difficulties (Law 1992). Many procedures being developed to
help the early identification of communication problems encourage professionals to
involve parents in the process of gathering information about a child’s skills (e.g.
Gale et al. 1994). Stokes (1997) reported on a sample of 398 children in Western
Australia and found parents were a reliable source for identifying language
difficulties. However, as Law (1992) notes, different cultures perceive childhood
very differently and this may have a dramatic effect on parental expectation of
language development. Bebout and Arthur (1992) questioned university students
from a variety of cultural backgrounds about their attitude to several specific
communication disorders and concluded that some cultures may place the onus for
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a communication difficulty on the child, who is perceived as lazy for not trying
hard enough. Thus, people from South East Asia, China and Hong Kong
participating in this study were significantly more likely to attribute stuttering and
misarticulation to the child not trying hard enough. Such an attitude might preclude
parents from making a referral to speech and language therapy.
Bowers and Oakenfull (1996) concluded that parents need empowering through
information if they are to play a full role in assessing their child’s development.
However, parents of bilingual children may fear their use of a linguistic minority
language will have a detrimental effect on their child’s speech and language
development. Forrest (2001: 56) reported the following comment from a parent:
‘You keep saying ‘‘Is something wrong with my daughter?’’ You know? She cannot
talk because [it] is a problem with language. It’s me with my language making
problem for her. … Instead of help her in life, have a second language, I’m making
problem for her. … So you start to feel guilty’. Such feelings of guilt may well
prevent a parent seeking help. Further, many parents from ethnic minority
backgrounds may have little idea about the nature of services that are available.
Singh (2002: 11) concluded that there was a ‘massively low expectation of services
in ethnic minority communities’.
General practitioners (GPs)
GPs in the UK are increasingly recognizing the difficulties that linguistic minority
groups encounter when attempting to access health services including GP
consultations (Free 1998, Free and McKee 1998). In a survey of referrals to speech
and language therapy, 50% of GPs stated they used written criteria, provided by the
local speech and language therapy service or the employing trust, to decide whether
to refer children (Anderson and van der Gaag 2000). Edwards et al. (1989) also
note a demand for screening tests by doctors. As such criteria are currently unlikely
to cover bilingual children, it would seem that GPs do not have an appropriate tool
to facilitate their referral of bilingual children.
Attendance at sessions with the speech and language therapist
A range of factors contribute to a high non-attendance rate for initial assessment,
although the negative effects of these factors can all be countered with relatively
little effort by the clinician. Duncan and Gibbs (1989) pointed out that
appointment letters may not be understood by people who cannot read English,
and indeed may induce a feeling of fear. Cassette tapes, sent before an initial
appointment, are available in a variety of languages and outline what the service
does (West Yorkshire SIG Bilingualism 2000). Telephone contacts can also
encourage attendance and give an opportunity to answer any preliminary questions
(Stewart and Williams 1998). They also give an opportunity to reassure carers that
an appropriate bilingual assistant or interpreter will be present if needed. The
timing of appointments may need to be culturally sensitive. For example, therapists
need to have a level of cultural awareness to avoid Friday afternoons for Muslim
clients who may have commitments centred on Friday prayers. Therapists often use
jargon that monolingual English speakers may struggle to understand: this problem
is amplified for bilingual clients and may deter them from continuing to access the
service (Benjamin 2001).
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Use of bilingual co-workers and interpreters

Communication with the client and their carers is an essential prerequisite for all
speech and language therapy sessions. The RCSLT (1996: 151) states ‘it is essential
that a bilingual professional, para-professional, co-worker or translator in the
client’s home language is involved’. Given the low numbers of speech and language
therapists from ethnic minority backgrounds (RCSLT 1999b), it is likely that the
profession will continue to rely on bilingual co-workers and interpreters. However,
no statutory qualifications are required for such posts in the UK. Despite attempts
to address training issues (Hooke et al. 1995), there is currently no national training
scheme in place in the UK for bilingual co-workers. Training is offered on an ad
hoc basis within individual departments.
Use of interpreters, when no bilingual co-workers are employed, can be
problematic. Translation is a complex task (Bell 1991) which in the medical and
educational setting is frequently left to willing but untrained individuals. Useful
background information about good practice when working with interpreters is
available (Juarez 1983, Barnett 1989, Schott and Henley 1996, Wyatt 1998, Rutter
2001, Burnett and Fassil 2002, Australian Department of Immigration and
Multicultural and Indigenous Affairs 2003). Many pitfalls have been noted (Kayser
1995, Farooq et al. 1997, Free and McKee 1998, Richman 1998, Robinson 1998, Maltby
1999, Ahmad 2000, Gerrish 2001, Ledger 2002). Some key points are outlined below:

. A client/carer may have some ability to speak English, but this ability may
not be adequate for the specialist vocabulary of the speech and language
therapy clinic. Researchers have found that people in distress ‘are more likely
to express themselves only in their mother tongue’ (Robinson 1998: 94).
Similarly, if people are using a language in which they are less proficient,
they are likely to give simple answers rather than more detailed, accurate
responses. Often one parent will have more English skills than the other and
may dominate the interaction: at an interview recorded by the first author, a
mother who spoke no English sat and allowed her husband to answer
questions about their child before commenting to the interpreter, ‘If you
weren’t here I’d be looking at her face and thinking ‘‘What are they talking
about?’’ I’d be clueless’.
. Sessions that have to be translated take longer and time will need to be
allocated for briefing and then debriefing the interpreter. In the current
environment in the UK National Health Service (NHS) where emphasis is
placed on numbers of clients seen, the clinician may have to explain this to
service commissioners.
. Clinician needs to know which languages and dialects are spoken by the
local community and ensure the interpreter speaks the same language as the
client. Some languages and dialects are held in low esteem by speakers
(Miller 1984a, Rahman 1998, Robinson 1998) and their very existence may
even be denied. Pert and Letts (2003) report that of 13 children described as
Urdu (a high status language) speakers by their parents, 10 in fact were
Mirpuri (a low status language) speakers. Chamba and Ahmad (2000: 94)
report that ‘Pakistani parents were more likely to experience frustration in
finding an interpreter who knew their particular dialect’. At recent
employment interviews of Pakistani heritage candidates undertaken by the
first author, assessment of language proficiency revealed that only four of
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eight candidates spoke the languages they claimed. Local government bodies
usually have information, derived from census returns, about local
community language profiles and frequently publish this information on
the World Wide Web. There are, however, no agreed standards for people
working for interpreting services and their language skills may not be
adequate, especially for the specialist vocabulary employed in a speech and
language therapy clinic. Furthermore, they may fail to appreciate the
particular emphasis the clinician is seeking or fail to highlight information
they gain as they do not understand its particular importance.
Family members should not be asked to act as interpreters. The use of
children in particular raises serious ethical concerns as it will give them
access to personal information about their parents and siblings: information
to which they would not normally have access. It may also put the child in a
position where they are the first family member to hear what will be
perceived as bad news, e.g. being asked to translate to their parents the
information that their sibling has autism and is unlikely ever to communicate
normally. Furthermore, relying on a child as an interpreter may result in
them missing school.
In the UK, interpreters may not have the same understanding of, and
contractual obligations to, confidentiality as speech and language therapists.
Owing to the violence and persecution they are fleeing and the need to
protect other family members remaining in their country of origin (Rutter
2001), refugees and asylum seekers in particular are likely to be concerned
about issues of confidentiality arising from the use of casual interpreting
staff. To help counter this concern the interpreter should be asked to
emphasize to the parents and child that the proceedings will be confidential.
Interpreters can share the client’s language but not their culture. They may
therefore fail to give the clinician essential cultural background information
and there may even be antagonism between client and interpreter, e.g. both
may be Urdu speakers but one from Pakistan and one from Bangladesh,
countries which historically have had a distrust of each other.
Translation styles vary. The clinician may get a general translation rather
than a word for word translation: in the process, the interpreter may filter
out some information they regard as unimportant. It is essential to have close,
accurate, translation of language samples elicited for assessment (see below).
Availability can cause difficulties as on-site interpreters are rarely available at
short notice. Telephone interpreting services are available (Jones and Gill
1998a) and some offer services throughout the UK (Burnett and Fassil 2002).
Professionals often do not have any training in how to work with interpreters.

Many Health Trusts in the NHS, recognizing their obligations under current
equality legislation, maintain a register of interpreters for their staff to access.
Currently, the central government funds interpreters for people classified as asylum
seekers. Despite this, there is evidence emerging that staff are prepared to ‘make
do’ rather than access these services. Thus, Gerrish (2001: 570) quotes a district
nurse: ‘It would be impossible to use an interpreter for all patients who don’t speak
English. … I’d need an interpreter working full time with the team and when you
think of the other teams who would need one … the trust couldn’t meet the
demand’. In a similar vein, Warriach (personal communication, 2002) reports a
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hospital department saying: ‘we don’t book interpreters because their time is wasted
if the client doesn’t turn up’. These, apparently economic, decisions made by staff
without considering the wishes and needs of clients contribute to the problem
highlighted by Free and McKee (1998: 380) that ‘Service use is a particularly
inadequate measure of need for black and ethnic minority groups’.
Clinic equipment
To encourage children to relax and communicate as effectively as possible,
clinicians should strive to ensure that clinics are ‘child friendly’. When working with
bilingual children, some changes may be needed to ensure that equipment is
culturally appropriate and familiar to children (Law et al. 2000b). Thus, culturally
appropriate toy food, cooking utensils and dolls are more likely to engender a
relaxed clinic atmosphere and encourage spontaneous play. Many suppliers are now
marketing such equipment (see appendix A), but clinicians can often find
appropriate items in the shops used by their local ethnic minority families.
Assessment of bilingual children
Accurate diagnosis is essential for appropriate treatment. When assessing the
bilingual child, the speech and language therapist must make a differential diagnosis
between language difficulties resulting from limited knowledge of a language and an
underlying language impairment that will affect all the languages spoken by a child.
Only the second group of children is the concern of the speech and language
therapist (Stokes and Duncan 1989, James 1995). Best practice in the assessment of
bilingual children raises a number of important issues. Some of these issues are now
considered.
Case history
It is essential to take a full, detailed case history (Kayser 1995). This should include
information about the child’s general development as well as language development.
The attitude that the clinician projects in this interaction will have an effect on the
amount and quality of information elicited: it is essential that no antipathy towards
the client and their culture is suggested either verbally or non-verbally (Robinson
1998). Different cultural values and beliefs can mean that parents are reluctant to
respond to some questions, for example feeling that questions about academic
progress should be addressed directly to teaching staff (James 1995, Wyatt 1998).
Variation in cultural practices should be taken into account (Miller 1984b, Battle
and Anderson 1998) in order to attach appropriate weight to information elicited.
For example, it is common for Pakistani heritage children raised in the UK to be
weaned later than is considered normal in the UK (Rote 1996) and to demonstrate
prolonged use of a bottle up to and beyond school entry. Cultural information that
may be useful to the speech and language therapist is available (see appendix B).
The case history should also elicit a full language history, mapping not only which
languages are used and for how long they have been spoken, but also the frequency
and context of use (Juarez 1983, RCSLT 1996, Wyatt 1998, Hall 2001). Bilingual
children are not a homogeneous group and this information about language use
and exposure is crucial for future decisions about assessment tools, interpretation
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of assessment findings and in which language(s) to deliver therapy (Nicoladis and
Genesee 1997, Gutierrez-Clellen 1999).
Language to be assessed
All the languages to which a child has been exposed should be assessed separately
in order to get a complete picture of their communicative ability (Nicoladis and
Genesee 1997). Having established which languages are to be assessed, the
therapist needs to familiarize him/herself with at least the basic linguistic structures of each language (RCSLT 1998). Sources that give such information are listed
in appendix B. Nevertheless, it is likely that the clinician will encounter some
linguistic variations that are either not documented or differ from the written
descriptions of the standard form (Gupta and Chandler 1993, Roseberry-McKibbin
1994). When this occurs, the clinician should ask detailed questions of both the parents
and co-worker or interpreter in order to gain further insight into the language spoken.
Formal assessment
Standardized speech and language assessments are the tools of our profession.
There are, however, few culturally appropriate assessments for bilingual children
available for use by speech and language therapists (Juarez 1983, Adler 1991,
Crutchley et al. 1997b). The problems associated with using formal tests with
bilingual children have been well documented (Stokes and Duncan 1989,
Roseberry-McKibbin 1994, Kayser 1995, Wyatt 1998, Hall 2001), and some key
points are summarized below.
Translation
In general, the principle is that tests should not be translated as there is a risk of
changing the specific linguistic structure being assessed (Roseberry-McKibbin 1994,
Kayser 1995). Thus, for example, the question ‘Who’s washing?’ in English does
not indicate the gender of the person undertaking the action. If shown two pictures
of a man sleeping and a woman washing, the child must understand the verb
‘washing’ to respond correctly. However, the same question in Mirpuri does
indicate to the listener whether the person carrying out the action is male or female
due to gender inflections and agreement and in this case the child could identify the
correct target by the gender markers rather than by the verb alone (tables 1 and 2).
To keep the same level of complexity when translating this instruction from
English to Mirpuri, it would be essential to ensure all the stimulus pictures, and
thus all the inflections, were of the same gender.

Table 1. Example of female gender marking in Mirpuri
Who’s washing? (where the target is a female)
kL̃n
who

|toni

washing (zfemale)

pi
is (zfemale)
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Table 2.

Example of male gender marking in Mirpuri

Who’s washing? (where the target is a male)

|tona

kL̃n
who

washing (zmale)

pIa
is (zmale)

Tests may contain culturally inappropriate items
For tests to give a true picture of a child’s speech and language skills, it is assumed
that the child is familiar with the objects and pictures they are being asked to work
with: cultural differences mean this may not be so (Miller 1984c, Wyatt 1998).
Thus, English cooking and eating utensils look very different to those a Chinese or
Pakistani heritage child is used to. Pictures and printed materials themselves may be
unfamiliar to a child from a home where the language spoken has no written form.
Furthermore, some religions and cultures discourage pictured representations of
people and may have objections to particular items, e.g. many Muslims would
object to a child being asked to touch a toy pig.
Normative data
Normative data should never be applied to a population, other than that from
which it was developed. Norms developed from English monolingual speakers
should never be applied to bilingual speakers of English (Juarez 1983, RoseberryMcKibbin 1994). It should be understood that normative patterns for bilingual
acquisition will be different (for each language spoken by an individual) when
compared with monolingual acquisition patterns for those languages (Yavas and
Goldstein 1998, Quinn 2001). It is widely accepted that bilingual speakers do not
form a homogeneous group (Nicoladis and Genesee 1997, Gutierrez-Clellen 1999),
yet interestingly those few researchers presenting normative data for bilingual
children rarely comment on whether their sample had a sequential or simultaneous
pattern of acquisition. Where authors have attempted to offer bilingual normative
data in tandem with monolingual data the quality of that data may vary: The British
Picture Vocabulary Scale, 2nd edn (Dunn et al. 1997), offers normative data developed
from 2571 monolingual children over an age range of 3;00–15;08, whilst the
normative data offered for bilingual children were developed from 410 bilingual
children (who spoke a range of language combinations and about whom the test
authors point out there was no information regarding length of attendance at
British schools) and only covers the age range 3;00–8;05. Appendix C sets out
those tests currently available that either have been specifically designed with a
bilingual population in mind or which have bilingual normative data in addition to
English monolingual data. Crutchley et al. (1997b: 131) concluded that ‘research is
much needed. In the meantime, clinicians have to resort to informal methods and
locally developed assessments’.
Informal assessment
As with any informal assessment, the informal assessment of a bilingual child
allows the speech and language therapist to gather information and language
samples from a child over a longer time span and in a variety of settings. Care
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should be taken to use culturally appropriate equipment to allow the child to
demonstrate his/her skills (Wyatt 1998). Turn taking skills, eye contact and nonverbal behaviour are all culturally determined (Robinson 1998, Wyatt 1998). Thus,
the respectful avoidance of eye contact with adults encouraged in many Asian and
African children could be viewed as evidence of a pragmatic difficulty if English
behavioural norms are applied (Wyatt 1998). Different cultures encourage different
patterns of adult–child interaction (Nicoladis and Genesee 1997, Yavas and
Goldstein 1998). It may be that for cultural reasons a child is particularly reluctant
to part from their parents and interact with the clinician (Kayser and Restrepo
1995). In such cases, observation of the child playing and interacting with his
siblings or peers could be a richer source of data. Children’s books are a favoured
resource with many clinicians during informal assessments (Kayser and Restrepo
1995), but it should be remembered that some languages do not have a written
form (Crace 2002) and so books will not be a familiar object: lack of familiarity
could well bias the data collected. In the UK, it is estimated (Rahman 1998) that
there are over 500 000 people of Pakistani origin who speak the language Mirpuri
(sometimes also called Pahari or Potwari) as their mother tongue: this language does
not have a written form. Clinicians should also be aware of the judgmental implications
of labelling such parents as ‘illiterate’ when in fact literacy is not an option.
Language samples elicited during informal assessment in mother tongue will
need to be translated. If a formal method of recording translations (Pert and Stow
2002, 2003) is adopted, the clinician can ensure accuracy and has a clear record
against which to measure future progress (tables 3 and 4).
Table 3.

Example from a Punjabi/English bilingual boy aged 6;01

Target (Punjabi)
Target word-by-word
translation
Client’s sentence
Word-by-word translation
English translation
Key

bet h i
sit 2ingzfemale

"

je
is

k i
(E) tbe
bet h i
|t e
o
girl&
chair e
on
sit-tingzfemale
(the) girl sitting on (the) chair
(the) denotes item which has no analogue in the source language. (E) denotes
the following word is in English in the context of a Punjabi utterance
Code switching to English ‘chair’ instead of kursi. Omission of je

"

Comments
Table 4.
Target (Mirpuri)
Target word-by-word
translation
Client’s sentence
Word-by-word translation
English translation
Key

Comments

k i
o
girl&

Example from a Mirpuri/English bilingual boy aged 5;07
d nani
ze
lady

tbavl̃
rice

p ka0i
e 2ingzfemale
cook

"

pi
iszfemale

k i
tbavl̃
(E) meIk
ka ni
(P)je
o
&
girl&
rice
make
do2ingzfemale
is
(the) girl is make doing rice
(the) denotes item which has no analogue in the source language
(E) denotes the following word is in English in the context of a Mirpuri
utterance
(P) denotes the following word/morpheme is in Punjabi in the context
of a Mirpuri utterance
Code switching has doubled-up the verb, with a specific English lexical
verb and a dummy ‘do’ in L1.
Error on person (girl instead of lady)
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It can be seen that informal translation, where clear records of the translation
process are not kept, could result in important information being lost. It is useful to
record the incidence of code switching. This phenomena in now accepted as a
common, normal behaviour observed in bilingual speakers (Nicoladis and Genesee
1997, Gutierrez-Clellen 1999, Pert and Letts 2003) and should not be viewed as
signalling a lack of language skill.
Developmental milestones
Clinicians are used to comparing data obtained during informal assessment with
checklists based on developmental milestones. There is a paucity of such data for
bilingual populations: as Lahey (1991: 638) comments with regard to the situation
in the USA, ‘it is unlikely we will be able to study in any depth all of the diverse
populations represented in this country’. There is, however, one crucial underlying
theme to research findings: there is no evidence to support the idea that bilingual
children have significantly different language development milestones than
monolingual children (Nicoladis and Genesee 1997, Gutierrez-Clellen 1999).
Research on normally developing bilingual children, who are learning their
languages successively, indicates that phonological development for each of the
languages known is qualitatively different to that of monolingual children learning
those languages (Holm 1998, Holm and Dodd 2001). Clinicians may wish to
develop normative data that apply to their own local populations (Juarez 1983,
Yavas and Goldstein 1998).

Report writing
On completion of assessment it is common practice for therapists to write reports
conveying their findings and proposed intervention to other agencies. When writing
about bilingual children, it is essential to indicate clearly which languages were used
for all the assessments and in which language(s) any subsequent programmes will
be set. Information should also be included on the child’s pattern of language use
in different environments, i.e. which languages are used by the child at home and at
school (Wyatt 1998). Failure to document this information could result in an
education department allocating inappropriate monolingual English support time to
an individual child: Cline (1998: 160) notes that ‘there is often no basic information
on children’s competence in their first language in the advice attached to Special
Educational Needs Statements’.
Therapy
Gutierrez-Clellen (1999) reviewed research findings concerning efficacy of
treatment delivery in the language of the home (L1) or in the child’s second
language (L2). Examining data from studies of both normally developing and
clinical populations, Gutierrez-Clellen concluded that intervention outcomes could
be maximized when L1 was used. Gutierrez-Clellen noted that for some
phonological targets, intervention may be necessary in both (all) languages
spoken by a child. This finding resonates with the evidence (Holm et al. 1997, 1998)
that whilst articulation errors are not language specific, phonological errors are
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language specific. Thus, although intervention for articulation errors conducted in
one language will generalize to another language, intervention for a phonological
error in one language will not generalize to the child’s other language (Holm and
Dodd 2001).
There is evidence that practice does not always reflect research findings. Forrest
(2001: 51) quotes a speech and language therapist saying: ‘What you tend to do in
those cases (when neither parent has fluent English) is get the best case history you
can, go into the school and treat the child basically as a monolingual speaker and
work on the child’s English’. Lack of bilingual staff is undoubtedly a major factor
here, but the situation has not been helped in the UK by recent debate among
politicians on language use in the homes of refugees and asylum seekers. The
acquisition of English, the dominant language, was again held up as more desirable
than the use of other mother tongue languages (Hattersley 2001). This politically
led debate is in fact unique neither to the UK nor to this century, and it appears to
be driven both by prejudice associated with immigration and misconception
regarding language development and use (Tse 2001). Clinicians unsure of the
research data indicating the need for remediation in mother tongue may be
susceptible to such social pressure and feel they are ‘doing the right thing’ when
delivering therapy in English. Thus, Pert (2002) reports a clinician saying, ‘Isn’t it
better for them to be working in English now they’re here?’, and Forrest (2001: 61)
highlights a speech and language therapist working with bilingual children who felt
English was important for school-age children: ‘They’re going to go through the
English education system … so parents are often quite happy that their child is
going to be taught English or their English language is going to be remediated’.
A central plank of much therapeutic intervention is the concept of indirect
intervention via parents: this often involves instruction or information leaflets and
homework sheets being given to parents. There has been a movement to offer
written translations of such documents but in fact there is evidence (Tuffnell et al.
1994, RCSLT 1999a) that due to literacy issues, many members of the target
audience cannot read such leaflets: an audio version on cassette tape or CD is more
useful. Where direct parental involvement in therapy activities is planned, it should
be remembered that different cultures have different views of what constitutes
appropriate adult–child interactions (Miller and Abudarham 1984, Nicoladis and
Genesee 1997, Ebbeck 2001): within this context, it might be unrealistic to set
work for the parents to carry out with their child at home. It may be that activities
designed for the child and their older siblings would constitute a more acceptable
alternative. As Roseberry-McKibbin (1994: 84) comments, ‘Treatment should be
sensitive to and account for children’s cultural characteristics and learning styles’.
Discussion
Recognizing diversity from disorder in bilingual children is a challenge for speech
and language therapists. In order to provide an equitable service, the profession
needs to address the issues raised. The equity issues specifically addressed with
regard to bilingual children in the UK also reflect findings in the USA. RoseberryMcKibbin and Eicholtz (1994) surveyed 1145 clinicians in the USA and found only
23.6% reported any training in multicultural issues, whilst only 10% spoke a second
language with enough fluency to conduct assessment and treatment in that
language. Lack of assessment instruments was cited as the most frequently
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encountered problem by 52.3% of the sample. Similar findings relating to the
ethnicity of speech–language therapists’ (RCSLT 1999b), lack of appropriate
assessments (Crutchley 1999) and the lack of training on bilingual issues (Raval et al.
1999) are reported in the UK. Planning for a more equitable service might consider
the following issues.
Education of speech and language therapists for practice with bilingual cases
Cline (1998: 160) highlights a ‘need to ensure that relevant professionals are
competent to work effectively with the full range of the ethnic and linguistic groups
in their geographical areas’. The need for this training is being identified both by
researchers and by clinicians themselves (Cheng et al. 2001). Despite this, a survey
of undergraduate training courses for speech and language therapists in the UK,
undertaken in 1998/1999, revealed the total time spent on teaching about
bilingualism and linguistic minority clients throughout the entire course varied from
1 to 36 hours (Raval et al. 1999). Cheng et al. (2001: 125) surveyed nine speech–
language pathology courses in Australia and New Zealand and reported ‘most
programs currently provide an inadequate level of theoretical and practical training
to equip students to work in multi-cultural settings’. Currently, social psychologists
are highlighting the need for contact between different ethnic groups to help
diffuse social tension within communities (Ward 2003). Adler (1991: 12)
comments, ‘speech–language specialists … lack … experience in interacting with
limited English proficiency speakers’. Training courses need to consider not only
formal teaching on bilingualism, but also seek clinical placements where students
can develop practical skills with children from different linguistic and cultural
backgrounds. The lack of specialist speech and language therapists in this area has
been highlighted and has inevitable consequences for the standard of patient care.
Forrest (2001) compared two speech and language therapy departments in England,
finding that in a department with no specialist support 78.5% of the therapists
reported that they did not believe that bilingual children in their area received an
adequate assessment. By contrast, 100% of the therapists in a department with
specialist support believed that bilingual children in their area did receive adequate
assessment. As well as developing appropriate skills in monolingual Englishspeaking therapists, there is a need to encourage students from ethnic and linguistic
minority groups into the profession. Evidence from medical research indicates that
patients prefer dealing with professionals from their own minority group rather
than with interpreters (Bhui 1998, Maltby 1999, Freeman et al. 2002).
Training of bilingual co-workers and referral agents
There is a need for nationally agreed standards for employing and training coworkers and interpreters. RCSLT is currently encouraging the development of
networks to support bilingual co-workers. Such networks need to be developed
further as a means of developing and disseminating good practice. There is a
growing interest in speech and language therapy assistants undertaking National
Vocational Qualifications (NVQ) in order to access higher pay scales. The
attainment of recognized qualifications and related pay benefits encourages
employees to remain in post, developing skills, rather than moving from one job to
another. The flexible nature of the NVQ allows for new elements to be written in
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to the optional units, which added together form the qualification. This presents an
ideal opportunity for speech and language therapists acting as assessors to develop
elements relating to bilingualism and translating.
Speech and language therapists need to offer training to referral agents to
ensure they identify potential cases and refer them to us for an opinion. The
growing tendency for therapists to participate in multidisciplinary teams gives ample
scope to offer such training both via formal training sessions and during parallel
working. Thus, working alongside health visitors and doctors offering advice about
language stimulation during a routine baby clinic offers opportunities to
demonstrate skills relating to eliciting language samples and to highlight those
children about whom the speech and language therapist would have concerns and
wish to see again for a more detailed assessment. Funding of speech and language
therapists in Sure Start areas is particularly targeted at encouraging parental
involvement: speech and language therapists need to ensure that parents are given
appropriate information about language development in bilingual children both to
support parents using mother tongue and to facilitate parents in making appropriate
referrals of their children. In particular, therapists working collaboratively with
parents and other referral agents need to consider the finding of Wong Fillmore
(1991: 325), arising from the American Head Start programme, that ‘For languageminority children, any program that emphasizes English at the expense of the
primary language is a potential disaster’.
Development of assessment tools
Assessments methods, both formal and informal, need to be developed and
refined. Three issues need to be considered.
Local norms
It may be appropriate for some clinicians to develop tests for their local
populations. Local service managers would need to support such developments
with resources such as clinician time. Efficient and effective assessment tools allow
quicker and more accurate diagnosis, leading to more effectively targeted therapy: in
the longer term, this should save clinician time as well as providing a more
equitable service. It would be difficult to justify the time involved if norms were
developed in every NHS Trust within the UK, but Trusts could group together to
develop such data. The RCSLT could be proactive in this work: it has an
established network of clinical advisors in bilingualism, who could encourage
appropriate links between therapists working with similar communities. Data
developed could then be disseminated to a wider audience via the RCSLT special
interest groups in bilingualism.
Published assessments
Publishers should be alerted to the need for targeted assessments developed
for specific groups of bilingual children. The size of the sales market currently
limits the willingness of publishers to support development of assessments for
minority groups. One approach is to ensure that all new assessments for Englishmonolingual speakers include adequate normative data for one or more specific
groups of bilingual children. In the immediate future, however, it is unlikely that
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there will be commercially published assessments for the full range of language
combinations, learned successively and sequentially. Some overseas students train as
speech and language therapists in the UK before returning to their own countries
to practise. Although it is made clear to students that they should not do so, some
translate and use tests they have been trained to use in the UK. It would be helpful
if training courses encouraged these newly qualified therapists to develop
assessments for use with monolingual children in their home country. These
assessments could then be normed on local bilingual populations in the UK.
Research studies in speech and language disorders
Crutchley et al. (1997b: 118) remarked that ‘bilingual children with SLI have not …
been the subject of a great deal of research attention’. Most research on speech and
language disorders excludes bilingual children because their data cannot be clearly
identified as reflecting disorder as opposed to the effects of acquiring English as a
second language. For example, a large randomized control study of community
based speech and language therapy in pre-school children explicitly excluded
bilingual children by setting a criterion for ‘children acquiring English in a
monolingual home’ (Glogowska et al. 2000: 924). Similarly, a recent call for
participants in a study of parent–child interaction therapy with young children who
stammer requires children who ‘use English as the primary language at home’
(Millard 2003: 17). Thus, Law et al. (2000a: 174) reported in their literature review
on the prevalence and natural history of primary speech and language delay that
‘the data here do not address bilingual or ethnically diverse populations’.
There is a real need for this gap in the knowledge base concerning bilingual
children and communication disorders to be addressed. Research focussing
specifically on groups of children acquiring particular language pairs both
successively and sequentially should become a research priority for the profession
(Cheng et al. 2001). One way of bridging the knowledge gap would be for
researchers primarily focusing on communication disorders in monolingual children
to include rather than exclude any bilingual children in the population studied.
Small group studies, or case studies of bilingual children assessed on the same
measures, not only would build knowledge of communication disorder and
bilingualism, but also would provide theoretically important evidence about the
nature of delayed and disordered acquisition of speech and language.
Knowledge of statutory requirements
Budget holders and service commissioners need to be aware of the legal and ethical
requirement to provide appropriate resources, both human and physical, and
should be presented with detailed plans to offer this provision. Such plans need to
include a detailed analysis of the local community and future population
projections; these data are easily accessible via local government organizations and
the Internet and could be included as a matter of course in departmental annual reports
to trust boards.
As well as changes on a macro scale, individual clinicians need to take the
initiative and ensure they develop appropriate skills (Cheng et al. 2001). As Juarez
(1983: 65) notes, ‘It is the professional responsibility of any speech–language
pathologist, monolingual or bilingual, to obtain the information and skills necessary
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for working with the population served’. There is a statutory requirement (RCSLT
1996) for registered clinicians in the UK to engage in continuing professional
development (Health Professions Council 2003). It would be helpful if more
training opportunities related to working with bilingual children were available for
clinicians, at both local and national levels. In addition to formal training, the
profession could consider the development of a mentoring role at regional level
whereby clinicians with expertise in the field could support clinicians in adjacent
areas who were developing their skills.
Conclusion
Clearly, the speech and language therapy profession in the UK has much ground to
cover before it can be sure it is offering an equitable service to bilingual children.
The notion of audit is of increasing importance and it is hoped that service
managers will consider the features of best practise highlighted in this review and
use them as benchmarks when evaluating their own service provision. Bilingualism
is the normal human condition (Crystal 1997). The profession must continue to resist
the temptation to view bilingualism from a pathological viewpoint and embrace the
view that ‘bilingualism in a child or adult is an advantage’ (RCSLT 1996).
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Appendix A : Suppliers of books and equipment reflecting
ethnic minorities
Equipment
Multicultural dolls, toy food and
cooking utensils
On-line catalogue of bilingual books
and language learning equipment
Public libraries in multicultural cities
usually have large sections devoted
to books, magazines, newspapers,
CDs and audio cassettes in minority
languages
The Virtual Picture Album compiled
and distributed by the Less Commonly
Taught Languages Project at the
University of Minnesota has culturally
appropriate pictures and suggestions
for grammatical structures they can be
used to teach

Supplier
NES Arnold International, Excelsior Road,
Ashby Park, Ashby de la Zouch LE65
1NG, UK
http://www.bilingual-supplies.co.uk
Examples of resources available:
http://www.bradford.gov.uk/council/
libraries/asian_page.html and
http://www.glasgowlibraries.org/culdivlibs.htm
http://carla.acad.umn.edu/VPA/vpa.html
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Appendix B: Resources offering information about different
cultures and languages

. Campbell, G. L., 1995, Concise Compendium of the World’s Languages (London:
Routledge)
. ‘Colloquial’ series (e.g. Colloquial Urdu) (Routledge)
. ‘Teach Yourself Language’ series (Sevenoaks: Hodder & Stoughton)
. Ethnologue http://www.ethnologue.com/: books and e-books about
languages and cultures of the world for education, research and reference
. Basic Comparative Grammar Guides for Arabic, Bengali, Turkish, Urdu/Hindi:
London Special Interest Group in Bilingualism, c/o Speech and Language
Therapy Department, Shrewsbury Centre, Shrewsbury Road, Forest Gate,
London, E7 8QP, UK
. ‘Footprint Handbook’ series (e.g. Footprint Pakistan) (Bristol: Footprint
Handbooks): these books, aimed at travellers, give useful cultural
information as well as a brief history of the country in question
. ‘Insight Guide’ series (e.g. Pakistan) (London: APA Publ.): these books,
aimed at travellers, give useful cultural information as well as a brief history
of the country in question
. www.edu.bham.ac.uk/bilingualism/database/dbase.htm: comprehensive database referencing journal articles, books and resources connected to
bilingualism
. Schott, J. and Henley, A., 1996, Culture, Religion and Childbearing in a Multiracial
Society: A Handbook for Health Professionals (Oxford: Butterworth-Heinemann):
includes detailed information about several different cultures and religions

Appendix C: Tests suitable for bilingual children
Verbal comprehension

. Dunn, L. M., Dunn, L. M., Whetton, C. and Burley, J., 1997, The British
Picture Vocabulary Scale, 2nd edn; available at: NFER Nelson, Unit 28,
Bramble Road, Techno Trading Centre, Swindon, SN2 8EZ, UK
. Masidlover, M. and Knowles, W., 2001, The Derbyshire Language Scheme,
Punjabi and Mirpuri Punjabi Adaptations; available at: Derbyshire Language
Scheme, Derbyshire County Council, Amber Valley and Erewash Area,
Market House, Market Place, Ripley DE5 3BR, UK
. Wheldall, K., Mittler, P., Hobsbaum, A., Duncan, D., Gibbs, D. and Saund,
S., The Revised Sentence Comprehension Test with the Panjabi Version (NFER
Nelson)
Expressive language

. Chavda, P. and Jin, L., 2003, Assessment of Gujarati Syntactic Structures; available
at: STASS Publ., 44 North Road, Ponteland NE20 9UR, UK
. Duncan, D., Gibbs, D., Noor, N. and Whittaker, H., 1988, Sandwell Bilingual
Screening Assessment Scales for Expressive Panjabi and English (NFER Nelson, out
of print)
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Phonology
. Buxton, F. and Hooke, E., 1996, Turkish Phonological Screening Assessment; available
at: London Special Interest Group in Bilingualism, c/o Speech and Language
Therapy Department, Shrewsbury Centre, Shrewsbury Road, Forest Gate,
London E7 8QP, UK
. Dodd. B., Hua, Z., Crosbie, S., Holm, A. and Ozanne, A., 2002, Diagnostic
Evaluation of Articulation and Phonology; available at: The Psychological Corporation, 32 Jamestown Road, London NW1 7BY, UK
. Rees, O. and Trythall, M., Cwlwm Welsh Phonetic Screening Assessment (STASS Publ.)
. Stow, C. and Pert, S., 1998, The Rochdale Assessment of Mirpuri Phonology with Urdu
and Punjabi (Rochdale: S. Pert).
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