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language assessment and intervention model: Clinical application of
Theory of Mind in language assessment and intervention
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Abstract: This paper explores the establishment of a " Language-Social Communication-Cognition" three-dimensional
model for children’s language assessment and intervention, grounded in the clinical reasoning framework for broadly defined
language disorders. First, it lists the common language and communication issues in children with neurodevelopmental disorders
and outlines evidence-based early language intervention approaches that align with this three-dimensional model. As children
enter the preschool and school-age years, this model aids in the differential diagnosis process by analyzing the distinct root
causes of language disorders, autism spectrum disorder ( ASD), attention-deficit/hyperactivity disorder ( ADHD), and
intellectual disability. Neither early language intervention approaches nor linear language intervention processes are effective in
advancing the critical skills these children need for academic learning and social participation. This paper emphasizes the crucial
role of " Theory of Mind" ability within the three-dimensional model during this stage and dedicates a section to its detailed
elaboration. Finally, the paper proposes a narrative-based language intervention system that implements the " Language-Social
Communication-Cognition" model in practice, with three dimensions advancing together and synergistically. and explains its
evidence-based foundation and clinical procedures.
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1 The "Language-Social Communication-Cognition"
Three-Dimensional Language Intervention Model

1.1 Clinical Application of the Clinical Reasoning
Framework for Broadly Defined Language Disorders
in Developmental Disorders Before the age of four,
when children visit pediatric primary care, develop-
mental-behavioral pediatrics, or psychiatric clinics,
parents’ chief complaints often center on concerns

[

such as "late talking", "not talking" or "poor so-
cial communication skills". After the diagnostic and
differential diagnostic workups, the most common
diagnoses include: Language delay or language dis-
order, autism spectrum disorder ( ASD), global
developmental delay ( with potential etiologies
including rare genetic diseases like metabolic disor-
ders, structural neurological abnormalities, and
perinatal/prenatal high-risk factors), and hearing
impairment.

Among these common diagnoses, according to
the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-5)1, a language
disorder is defined as language abilities that are sig-
nificantly below age-level expectations, causing
functional impairment in social contexts, while rul-
ing out hearing impairment, intellectual disability
(referred to as global developmental delay in early
childhood), and other neurodevelopmental disor-
ders like ASD. In the International Classification of
Diseases, 11th Revision (ICD-11)', this condition

'

is termed " Developmental ILanguage Disorder'
(DLD). According to the DSM-5, the diagnosis of a
language disorder before the age of four is not con-
sidered stable. At this stage, if language is signifi-
cantly delayed, the clinical term "language delay"
is often used. Approximately half of these children
catch up with their peers by ages 4 - 7, but long-
term follow-up is necessary, as many may still
experience difficulties with narrative and reading in
their school years. In addition to the language dis-
order defined by the DSM-5, the CATALISE inter-
national expert consensus suggests that language
deficits occurring in other conditions such as ASD,
global developmental delay or intellectual disability, and
hearing impairment should be termed " language
disorder associated with other conditions," also
disorder. Taken
together, these two categories are collectively re-

ferred to as broadly defined language disorderst™".

known as secondary language

The primary conditions underlying broadly de-
fined language disorders require differential diagno-
sis; therefore, clinical history taking, assessment,
and intervention cannot be limited to "whether the
child has started talking" and "whether the child is
speaking well". Liu et al. , in the Pediatric Clinics
of North America”, proposed a clinical reasoning
framework for broadly defined language disorders
(Figure 1), emphasizing that comprehensive as-
sessment and intervention should cover the follow-

ing domains:

Fig. 1 Clinical reasoning framework for broadly

defined language disorders

1) Social Communication Skills: Including @
Early social communication skills: a. Basic commu-
nication skills, such as prelinguistic skills; Joint
attention and turn-taking. b. Communicative intent
(Speech acts), such as requesting objects, reques-
ting actions, sharing, and asking questions. @ Ex-
tension to school-age period: Development of The-
ory of Mind and the ability to follow appropriate
social rules.

2) Language Skills: Including @ Early phono-
logical repertoire development, use of functional
vocabulary, and understanding of commands; @
Extension to school-age period: Comprehensive se-
mantic and syntactic skills, narrative and pragmatic
skills and higher-order pragmatic skills in the
school years, such as understanding and using non-
literal language.

3) Cognitive Skills: Including @ Early play
skills, such as constructional play and symbolic
play. @Basic cognitive functions like understanding
fundamental concepts. @ Extension to school-age
period: Higher-order cognitive functions in the school
years, such as executive functions (i. e. memory, atten-

tion, and problemrsolving skills, etc. ).
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4) Speech Skills;: Including speech accuracy
and fluency.

Simultaneously, from a holistic developmental
perspective, it is essential to assess other develop-
mental domains closely related to language. such
as: Sensory Skills (auditory, visual, and overall
sensory processing abilities) ; Motor Skills (gross
motor, fine motor, muscle tone); Emotion & Be-
havior functioning (e. g. , the presence of healthy
attachment with caregivers early in life and overall
emotional regulation) . Finally, external factors,
namely the Environment ( caregivers *~ effective
interaction, language input, parenting styles),
must also be considered.

According to this clinical reasoning frame-
work, the three core components of early language
intervention for children with broadly defined lan-
guage disorders before the age of 4 include: 1) Early
basic communication and communicative intent
skills within Social Communication Ability. 2) Early
phonological repertoire, functional vocabulary use,
command comprehension, and simple semantic and
syntactic skills within Language Ability. 3) Early
play skills and understanding of basic concepts
within Cognitive Ability. At the same time, in early
intervention, caregiver involvement as an external
factor is particularly crucial. Therefore, evidence-
based intervention methods almost universally
include parent education and coaching. Evidence-
based interventions in common clinical practices
include: the It Takes Two to Talk early language
intervention program for children with language
delay; the Early Start Denver Model (ESDM), JAS-
PER (Joint Attention, Symbolic Play, Engagement &
Regulation) intervention, Pivotal Response Treat-
ment (PRT), and other Naturalistic Developmental
Behavioral Interventions (NDBD ™/, as well as Ap-
plied Behavioral Analysis - Verbal Behavior (ABA-VB)
training mainly for children with ASD; and the
"Observe, Play, and Talk - Bethel Family Training
Program" based on the Enhanced Milieu Teaching
for children with language delay, global develop-
mental delay, and ASD"® . These evidence-based
early intervention models all address " Language-
Social Communication-Cognition" three-dimension-
ally and simultaneously.

In recent years, the neurodiversity perspective
has been increasingly emphasized in interventions

for language disorders and related developmental

L19J This perspective views neurodevel-

conditions
opmental differences not merely as pathological
deficits but part of natural human diversi-
ty. Intervention should therefore balance functional
improvement with respect for individual differ-
ences, emphasizing environmental adaptations and
communication accessibility, rather than just "cor-
recting" deviations. This perspective further sup-
ports the "ILanguage-Social Communication-Cogni-
tion" three-dimensional model based on the clinical
reasoning framework for broadly defined language

which

synergistic intervention and collaboration across

disorders, emphasizes multi-dimensional
family, school, and healthcare systems.

1.2 Clinical Challenges in Language Intervention
for Preschool and School-Age Children After the
age of 6, when children visit pediatric primary
care, developmental-behavioral pediatrics, or psy-
chiatric clinics, parents’ chief complaints often re-
volve around concerns such as " poor attention",
"very poor academic performance, difficult to teach
skills" or "poor social communication at school".
After the diagnostic and differential diagnostic
workups, the most common diagnoses include: At-
tention-deficit/hyperactivity disorder ( ADHD ),
specific learning disorder (including impairment in
reading, impairment in written expression, and im-
pairment in mathematics), ASD, intellectual disa-
bility, and language disorder.

Comorbidity among these conditions is com-
mon. For example, the comorbidity rate of ADHD
and language disorder is as high as 50 %, yet the
co-occurring language disorder is often overlooked
in this age group. Within specific learning disor-
ders, reading impairment can be further divided in-
to decoding problems and comprehension prob-
lems. It is noteworthy that comprehension prob-
lems may result either from an inability to under-
stand text due to decoding issues, or underlying
language comprehension deficits within a language
disorder, requiring careful differential diagnosis.

In China, common treatments and interven-
tions for these children, aside from medication for

ADHD,
training for children with ADHD, reading inter-

include; Parent behavior management
vention for children with reading impairment, writ-
ing intervention including occupational therapy for
children with writing impairment, and intervention

for higher-level social skills for children with high-
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functioning ASD C(e. g. social thinking training).
However, a substantial proportion of these chil-
dren have a comorbid language disorder and also re-
quire systematic assessment and intervention.

In addition, it is worth noting that a common
challenge in clinical practice is that traditional be-
haviorally based language interventions often reach
a bottleneck once children begin producing phrases
or simple sentences. To solve this clinical problem,
we must first debunk a common misconception:
that is,

That language intervention is linear
teaching long sentences and later longer sentences
to those at the short-sentence stage, and from two-
picture stories, progressing to three-picture sto-
ries, and eventually to full narratives. This inter-
vention process seemingly follows the trajectory of
normal language development, but in clinical prac-
tice, it yields minimal results for children with neu-
rodevelopmental disorders in this stage. For chil-
dren with broadly defined language disorders, inte-

grated interventions that target early language, so-

cial communication, and cognition such as the
Early Start Denver Model (ESDM) or traditional
ABA-VB approaches

gress from "nonverbal" or

may help children pro-
"late talkers" to using
short phrases and sentences. The goal is to build
the rich semantic and syntactic knowledge needed
for social communication and learning in preschool
and school settings, such as supporting narrative
skills, reading, and writing. Merely teaching longer
sentences and stories with more pictures through
behavioral methods only achieves rote memoriza-
tion. These children still fail to generalize complex
sentence structures and narrative skills in school
and daily life. For language intervention at this
stage, it is still necessary to first establish the
multi-dimensional " Language-Social Communica-
tion-Cognition" model from the clinical reasoning
framework to support differential diagnosis. Subse-
quently, individualized and multidimensional inter-
vention plans should be designed and implemented
according to the underlying and derivative problems
identified for each specific diagnosis.

1.3 Proposing the " Language-Social Communica-
tion-Cognition" Three-Dimensional Language Assess-
ment and Intervention Model for Preschool and
School-Age Children Based on the Clinical Reasoning
Framework  According to the clinical reasoning
framework, the "lLanguage-Social Communication-

Cognition" three-dimensional model for children

aged 3 - 4 years and older who have started talking
and can use phrases and short sentences, language
skills are no longer centered on understanding sim-
ple commands and using functional vocabulary, but
rather on enriching comprehensive semantic and
syntactic skills and the ability to use diverse sen-
tence structures for social communication. Cogni-
tive skills also must extend beyond play skills and
basic concept understanding to include sustained at-
tention and higher-order cognitive functions, par-
ticularly executive functions. Similarly, social com-
munication skills need to progress beyond early
skills such as eye contact and joint attention. The
development of Theory of Mind (ToM) ought to
become central at this stage. Narrative and prag-
matic skills are the integrated manifestation of
these "Language-Social Communication-Cognition"
skills in both learning and social participation con-
texts. Children with language disorders, ADHD,
ASD, or intellectual disability may all exhibit defi-
cits in narrative and pragmatic skills during their
preschool and school years. Differential diagnosis
requires a detailed analysis of which domain (s)
within the " Language-Social Communication-Cog-
nition" model underlie these deficits. However, in
the medical community, there is currently a lack of
systematic analysis and discussion on ToM, from its
theoretical foundations to clinical applications——for
example, the developmental trajectory of ToM
skills, how ToM and cognition influence each
other, and the core function of ToM in the social
use of language, especially in narrative, reading,
and writing. The second part of this article will

focus on ToM from theory to clinical application.

2  Theory of Mind Within the " Language-Social
Communication-Cognition" Triad: Theory and Clini-
cal Applications

2.1 Origins of the ToM Construct The idea that
children develop a " Theory of Mind" has been
widely discussed in developmental psychology for

about forty yearsH®

. Theory of Mind refers to our
tendency to predict and explain others’ behavior on
the basis of their internal workings: Their feel-

beliefs,

knowledge and point of view. Take an everyday

ings, intentions, desires, attitudes,
example in which we see a person doing something
foolish, such as pouring orange juice in his cof-

fee. We understand it by saying, " Oh, he thinks
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that carton is the milk!" We need to talk about the
person’s mental state, in this case a false belief, to
explain the aberrant behavior. When do children
begin to think like us about others’ mental states
like false beliefs? Meta-analyses find astonishing
convergence across hundreds of studies that false
beliefs are understood by children at around 4 - 5
years of aget*,

2.2 The Developmental Course of ToM But The-
ory of Mind development is a long path that begins
in early infancy. Certain types of Theory of Mind
skills reliably precede others in a well-documented

which belief

understanding and even higher order developments
[15]

progression, culminates in false
like intentional deception
2.2.1

tween purposive action and action that is accidental

Infancy Infants notice the difference be-
or unintended™® ., Among the first things babies
become attuned to is someone’s goal behavior, and
babies as young as a year might even help someone
get what they are trying to reach. In the first year
of life babies learn to follow someone else’s point-
ing to an object!'®. They also learn to "share atten-
tion", looking back and forth between the object
and the other person to check the line of their
gaze. This stage has been considered crucial for
word learning, because it helps to anchor the sound
of a word to a possible referent'™. In the absence
of shared attention, a word could mean an infinity
of different things in the environment™"1,
2.2.2 Two-year-old stage By two years of age,
children attend to other people's approach, avoid-
ance, and reactions of liking or distaste'???, Chil-
dren learn and use the word want from an early
age, first to express their own desires, and later to
capture their observations of otherst®. An equally
critical manifestation is in the domain of symbolic
or pretend play. When children appreciate that oth-
ers can hold intentions or emotions that diverge
from their own, they begin to coordinate imagina-
tive roles (e. g. , "you be the doctor, I'll be the pa-
tient") and later even negotiate alternative perspec-
tives within play?"?*.
2.2.3

of age, children become aware of the possibility

Three-year-old stage Around three years
that other people might not have seen the same
thing that they saw. They become increasingly
aware of what someone else might have seen,

heard, or touched, and use that to figure out what

that person knows™*,

All of these observations are used by the child
to build a model, a theory, of what makes people
act the way they do. It is a slow development that
seems to arise in stages, and the evidence so far
suggests it may be a universal pattern®?. This is
what psychologists mean by saying the child is
building a theory of other minds: Attending to
their intentions, their feelings, their desires, their
sensory experiences, and their knowledge. The the-
ory that children build is rooted in observations of
behavior, but aided greatly by hearing the words
that caregivers use to highlight the inner states'*.

Forty years ago, the first studies found that
young children do not seem to grasp others’ false
beliefs''. A commonly used task for children is
about unexpected contents, in which children see a
familiar container, perhaps one that usually holds
their favorite candy™®'. They are asked what they
think is inside, and when they say "candy", the
box is opened to reveal something unexpected, like
pencils. When asked "what did you first think was
in the box?", children aged 3 or 4 often will not
admit that they ever thought candy was in the
box. When asked what a new person will think is in
the box when they first see it, the young child will
say the person will think pencils are in it. It is as if
the new knowledge of the child has replaced belief,
and that idea cannot be retrieved.

A second classic task is about unseen displace-
ment™*). The child watches one person puts an ob-
ject, say a ball, in a basket, then leaves. A second
person moves the ball to a new location, perhaps
into a box, then leaves. The first person comes
back, and the child is asked where the person will
first look for the ball. As adults, we predict that
they will look in the place where they put it, that is
in the basket. But again, once a young child knows
the real location of the ball, they cannot recover
the false belief. They predict that the person will
look in the box.

2.2.4 When the

child passes the false belief tasks at age 4 or 5%,

Four to five-year-old stage

it is evidence that they can separate what they
themselves know from what someone else might
believe. They can distinguish between reality in the
shared world, and the world that someone else has
world that might be

created, a temporarily

wrong. Since the 1980s, there have been hundreds
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of careful studies using a very wide range of tasks
and materials. The studies extend across widely di-
vergent cultures and conditions of child rearing*l.
2.3 Impacts of ToM Development on Language,
If the

child does not develop an adequate Theory of Mind,

School Social Interactions, and Education

what are the consequences? In the early stages, a
child who fails in the area of joint attention will
have great difficulty linking sound to meaning, and
therefore learning words®’ . Children with limited
awareness that other people can have different in-
tentions and desires often fail to produce pretend
play that involves imagining others’ ideas®?%,
Children who cannot judge others’ intentions or de-
sires, or fail to consider emotional reactions, will
not be able to join their peers in play or be out of
step with the people around them in many ways. As
children get older, their social relationships outside
the family, with peers and teachers, are increasing-
ly important, and children with poor Theory of
Mind skills can be victims of teasing and bullying"*"
and be less able to negotiate friendships™.
Educationally, Theory of Mind development
also has implications for how children succeed in
school. A central part of early schooling is the
achievement of literacy, which in turn rests on the
ability to understand and produce oral narra-

6] Telling a narrative is a considerable ac-

tives
complishment for a young child, as it draws on
both their understanding of the world and complex
language. In narrative, the child must plan a much
larger sequence and keep it complete and coher-
ent. Even when the plot is sensible, the stories of
preschool children are based on what Jerome Brun-
er™®™ called the "landscape of action”. They describe
the physical events that happened, in a rough se-
quence. With the development of ToM, children
begin to talk about the reasons why the characters
acted, what their motives were, what they wan-
think-

ing. Bruner called this the "landscape of conscious-

ted, expected, and what they were
ness", and this is the manifestation in talk of the
child’s developing theory of mind. To tell an ade-
quate story, the narrator needs to give the charac-
ters goals, intentions, desires, emotions, and be-
liefs. They have to be animated as human figures
with minds in addition to actions. This is a pro-
found change, and opens the door to new academic

horizons in literacy.

2.4 Clinical Significance of ToM The importance
of theory of mind in clinical groups is also well doc-
umented. ToM is also a key component in the "lan-
guage-social communication-cognition " three-di-
mensional model. It has been established that chil-
dren on the autism spectrum may have particular
difficulties with theory of mind™*, and some con-
tinue to fail the classic tasks even into adoles-

cencel*®]

. The more severely affected children are
also more likely to have trouble with reading faces,
understanding emotions, and understanding joint

(2] For children with high functioning

attention
ASD, persistent difficulties with second-order be-
lief, irony/sarcasm, deception, and faux pas com-
prehension undermine the interpretation of subtle
intentions and social norms, which in turn severely
affects friendship quality, conflict resolution, and
classroom participation. These ToM difficulties can
shape hallmark ASD symptoms in social communi-
cation/pragmatics, peer relations, adaptive func-
tioning, and academic discourse, amplifying chal-
lenges beyond a single, unitary deficit.

Other children with delayed language but nor-
mal cognition, for example some children with

39]
b

hearing impairmentt or language disorders not

linked to ASD such as developmental language dis-

ordert*-

, have particular difficulty with the stage
of false beliefs, suggesting that language may be
critical for this step. Children with DLD exhibit dif-
ficulties in complex syntax and pragmatic language
use that limit their ability to represent multiple
perspectives simultaneously, a cornerstone of false-
belief reasoning.

In addition, children with ADHD display diffi-
culties in " executive function" skills*) and emo-
tional regulation, resulting in difficulties in false
belief tasks that demand sustained concentra-

[42]

tion""*', Also, well-documented executive function

vulnerabilities particularly working memory,
response inhibition, and cognitive flexibility——
limit children’s ability to hold in mind conflicting
representations ( what I know vs. what the other
believes), inhibit prepotent reality-based respon-
ses, and flexibly shift between perspectives during
belief reasoning'*’. Further, ADHD is {requently
associated with pragmatic language vulnerabilities
such as reduced sensitivity to subtle mental-state

cues, irony, or conversational implicatures, which

further predict variance in ToM beyond core EF
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deficits.

3  Clinical Practice of the " Language-Social Com-
munication-Cognition" Three-Dimensional Model for
Preschool and School-Age Children

3.1 Clinical Process Step 1 is diagnosis and dif-
ferential diagnosis. First, within the diagnostic and
differential diagnostic process, the child's most core
domain of difficulty must be identified by conduc-
ting clinical interview and observation guided by
the " Language-Social Communication-Cognition"
three-dimensional model for preschool and school-
age children (Figure 2). For children with language
disorder, ASD, ADHD, and intellectual disability,
although the parents’ chief complaints may include
"poor narrative skills in kindergarten, can’t get to
the point across when telling things, poor social
skills", the underlying problems differ across dis-
orders: For language disorder, the root problem
often lies in semantic and syntactic language diffi-
culties; for ASD, the primary challenge are social
communication issues particularly related to ToM;
for ADHD, the core difficulties often center on at-
tention and executive functions within the cognitive
domain; and intellectual disability, the root prob-
lem is usually basic and broad cognitive function is-
sues such as basic concepts, which in turn affect
semantic and syntactic abilities, ToM, and execu-
tive functions, although these are usually not the
primary causes. The challenge in differential diag-
nosis is that all these root problems affect other ar-
eas. Moreover, a child may have comorbidities,
meaning that multiple areas may be the underlying
issues simultaneously. Nevertheless, an important
clue in the differential diagnosis process is that the
most prominent and troubling issues reported by
parents often point to the root problem. Finally,
the differential diagnosis must also consider other
relevant domains within the clinical reasoning
framework beyond " LLanguage-Social Communica-
tion-Cognition," such as speech skills, sensory
skills, motor skills, emotion/behavior functioning,
and environment.

In the diagnostic and differential diagnostic
process, assessments within the " Language-Social

Communication-Cognition " three-dimensional model

includes

Fig. 2 "Language-Social Communication-Cognition"
three-dimensional model for preschool and

school-age children

1) In language, assessments focusing on se-
mantic and syntactic abilities should include stand-
ardized assessment tools such as the Diagnostic Re-
ceptive Ex pressive Assessment o f Mandarin - Com-
prehensive ( DREAM-C)M% combined with non-
standardized interactive evaluations. In addition,
children’s narrative and pragmatic abilities should
be assessed in detail. Common tools include the
Frog, Where Are You? Narrative Retell Protocol
(FWAY) ., the Multilingual Assessment Instrument
for Narratives (MAIN), and the Mandarin Ex-
pressive Narrative Test (MENT)H,

2) In social communication, in addition to ear-
ly basic social communication skills such as joint
attention, the assessment of ToM ability is crucial.
The most commonly used measures include classic
false-belief tasks such as "unseen displacement" or
"unexpected contents". The MENT simultaneously
assesses a child’s narrative skills and ToM abilities,
covering three important levels in the developmental
trajectory of ToM, including understanding false
belief.

3) In cognition, beyond early cognitive play
skills, assessments should include basic cognitive
function, executive function, and attention. As-
sessments commonly used clinically include the
Wechsler Intelligence Scale for Children (WISC),
Cognitive Assessment System - Second Edition
(CAS2), Behavior Rating Inventory of Executive
Function, Second Edition (BRIEF-2), and Conners
Test, Third Edition

(Conners CPT-3) .In executive function assess-

Continuous Performance

ment, narrative tasks can evaluate a child’s lan-

guage-based executive functions. For example, in
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the MENT, the story grammar section reveals or-
ganization and planning skills through the causal
and temporal sequence of the plot, while character
management and the macro-coherence of the story
reflect the child's working memory, cognitive flexi-
bility, and ability to inhibit irrelevant information.
Step 2 is to formulate a clear, individualized "
Language-Social Communication-Cognition" three-
dimensional intervention plan based on the child’s
diagnostic and differential diagnostic results. At
this stage, narrative and pragmatic ability reflects
the child’ s integrated function across these three
dimensions. Moreover, research shows that narra-
tive-based language training can organically weave
together training in language, social communica-
tion, and cognition to form a multi-dimensional,
progressive, and alternating intervention path.
3.2 Evidence-Based Support It is increasingly
well-documented that language aids in guiding the
child towards a Theory of Mind, for intentions,
desires, sensory experiences, and knowledge!'®
. But it may play an especially important role in
helping to separate false beliefs as anomalies. Sur-
prisingly, it is not so much the words as the gram-
mar. Words like want, see, know, may help organ-
ize the child’ s multitude of observations of the
world into concepts. But think and believe introduce
a new complexity, because they introduce further
clauses that can be false™” . Children’s ability is
tested on complex sentences that contain false clau-
ses, such as this one from the DREAM assessment
for Mandarin™® ; The girl thought she found her
slipper, but it was really a mouse under the
bed.What did the girl think she found? Note that
to answer, the child must ignore what they know
and answer "her slipper". Children who cannot an-
swer these questions usually cannot pass false be-
lief tasks. The result has also been found for deaf
children”™™ for children with ASD”"and those with
DLD"? ., Further research has indicated that train-
ing children to understand embedded complement
clauses with verbs such as "say/think" improves
both syntax and false-belief understanding™*.
Parent-implemented rich mental-state storybook
interactive reading promotes ToM generalization.
At the same time, children with strong ToM
produce narratives with proper mental-state lan-

guage, clear causal-motivational links, and good

global coherence. ToM uniquely predicts narrative

1"+ Train-

quality beyond general language leve
ing that targets mental-state talk and relevant syn-
tax has been shown to improve both ToM and nar-
rative competencies, underscoring their reciprocal
development™®,

Narrative-based language intervention, espe-
cially dialogic shared reading that incorporates
mental state language and prompting questions,
can simultaneously engage sustained attention and
executive functions in real communicative con-
texts. During storytelling, children must maintain
and update information about events and characters
(working memory), inhibit off-topic and reality-
based automatic responses to stay on track (inhibi-
tory control), and flexibly shift perspectives and
causal relationships between multiple characters or

timelines (cognitive flexibility), thereby ensuring

the causal coherence and overall consistency of the

narrative ™"

Therefore, language training integrating the
various micro and macro components of narrative
can simultaneously promote executive functions
(planning and sequencing, working memory, in-
hibitory control, and cognitive flexibility), Theory
of Mind C(especially false-belief reasoning). and
higher-level language ( discourse comprehension
and summary, overall coherence, causal connec-
tions, character management), as well as the
structure and coherence of written narratives in
school-age children, thereby supporting the trans-
fer to literacy skills. This evidence further supports
the multidimensional synergy emphasized in the
"Language-Social Communication-Cognition" inter-
vention model. The Dream TALK-N (Training of
Acquisition of LLanguage and Knowledge-Narrative)
language training program is an example of a sys-
tem based on this three-dimensional intervention
model. This narrative-based language intervention
paradigm proceeds with alternating and progressive
interventions across several modules: " Semantics
and syntax"(language), "Theory of Mind" (social-
communication) , and " Reference and time coher-
ence" (cognition especially language-based executive
function), and "Narrative Integration" (integration
of language, social communication and cognition

skills).
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Fig. 3 DREAM TALK-N (Training of Acquisition of LLanguage and Knowledge-Narrative) language training model

4 Conclusion

The clinical reasoning framework, the " Lan-
guage-Social Communication-Cognition" three-di-
mensional language assessment and intervention
model is supported by a substantial body of clinical

research evidence. It not only provides evidence-

based interventions for infants and toddlers
such as the " Observe, Play, and Talk-Bethel Family
Training Program", but also subverts the ineffec-
tive, linear approaches to language intervention for
preschool and school-age children who have persis-
tent language and social communication difficul-
ties. Instead of simply focusing on increasing sen-
tence length or story picture complexity, this model
integrates syntax, Theory of Mind, and language-
based executive functions, forming a multidimen-
sional, systematic, and progressive narrative-prag-
matic language intervention framework that pre-
pares children for academic language use and deeper
social communication required in school settings.
However, this model must be viewed within the
broader clinical reasoning framework, as many
children present with complex profiles beyond the
three core domains, including multiple factors such
as motor skills, sensory processing, and emotion-
al/behavioral issues. These situations often require
multidisciplinary collaboration (e. g., cooperation
among developmental-behavioral pediatrics, speech-
language therapy. psychology/neuropsychology,
audiology, occupational/physical therapy, and edu-
cation).

Secondly, a gap in awareness and implementa-

tion still exists across different systems (medical,
school, family): ToM and narrative-pragmatic as-
sessments and interventions need greater integra-
tion into healthcare and education systems, and ca-
pacity building for physicians, therapists, and
teachers remains a priority.

Finally, future research should focus on pro-
moting: 1) How artificial intelligence and digital
technologies can empower language assessment and
intervention within the "ILanguage-Social Commu-
nication-Cognition" model; 2) Advancing interven-
tion research for children with developmental disor-
ders such as DLD, ASD, ADHD, and hearing im-
pairment. This should incorporate neurodiversity
perspectives, recognizing individual differences and
communication preferences as integral to interven-
tion design, avoiding one-size-fits-all goals, and
promoting personalized and inclusive language in-
tervention and education; 3) Establishing a closer

longitudinal connection between language and liter-

acy development building a bridge from syntax,
Theory of Mind, and narrative ability to reading
comprehension, written expression, and academic
language; 4) Exploring a hybrid intervention model
that combines "home training with professional in-
tervention", for example, by integrating natural
interactions in family settings with structured
training by professional therapists through parent
coaching, dialogic reading, and Al-assisted lan-
guage training games, to achieve true integration
and generalization of the "Language-Social Commu-

nication-Cognition" three dimensions.



« 1170 -

LS R ZY R 2025 4F 11 A48 33 %45 118)  Chin J Child Health Care, Nov. 2025, Vol. 33, No. 11

(FOTCTTTOTOOTOTOTTOTOTOOTOT OO TO OB OO OO

SOOI

-

Vo, by
s LREIR -

ANEE 2B TEETNIBANEREF(TEETREETS T HE
) EBMERFRGEF TP CHERMAFR. ERELFENMRFEEMN >R
SFADFREABERALRE, EBHT EENIXREZNAFEH L, £
BT MAIEEFTRELE TR INRE S R TSR, AKIES
[ A AR K 0 H b B F MR R 6 R S i e TR, e K F R E RAE T
FENGHERBEA o A TFREFTAGHHLL BHE,

2

B e

B0 0 0 D D D D D D D D D D D D D D 3 D D D D D D D D D D D D D DSBS Y

FOTCOTTOTTOTOT OO TOVT OV OT OO OO OO OO

SOOI

Jill de Villiers: L& S HIETFRBILETE T FHEARFTR.£ZBEARE
# 5 5 &% + (Member of American Academy of Arts and Sciences), £ B &
EMFRAGBLHR . EOMERFAREF PO AR CHEETFR . £E
R FERCEFE L, TRARATEAIEEST IR, ALY FE
TAEEF . ETARELE % B (Theory of Mind) R, VA RE T E
FLIRRE TR FILENHE T A RAEST TS,

@@@@ SOOI OO

2

OO DO OO OO OO OO T

<z>0<><><><><><><><><><><><><><><>Q<><><><><>Q<><><><><><><><><><><><><><><>Q<><><><><>Q<><>O<><>0<><><><><><><><><>Q<><>O<><><><><><><><>0<><><>Q<><><><><>Q<><>O<><><><><><><><>0<><§>

“U B AL N = 4R S VPR TR S ——

OB PV AL 55 VSR B A1 PR . H

O OE RUETTOGE F R IR RSB AE AL L A I H A s A LB F O 5 T R
e BB 2 R P WA LAY R LR R S VA8 )AL B 28 T A S A PR IE RIR F T BUA R . BEE LE A
AU T 40 R 2 0 400 7 M A2 W A e R bl e e A R 3 BT U O IR % R A L R B 2 Bl B A R T B A 4

ANFEARIR R . RIE T TR R ML 55 T TR R AR A RR A o il L B A 2 2 ) A 2 I 5 i G g . A
SCHRTE T = AERER 0 f# 327 (Theory of Mind) 88 3 761X — By Bt o9 S AR T OF L i B0 b AT TR 20 Bk . Je )i - $2 4l

TR TR A 2 TN = A A S ST S B ) TR Y = A AR T I A TR T U R L O R T LG Ik

i A PRI

x1%& %, Jill de Villiers

T B [ B BE o o LW B 571400

KR OB F R AR E R IRRE B FF TG KOS O B BRI

FESES:RITY

XEKFRIRAS : A XEHS:1008-6579(2025)11-1170-09 doi:10. 11852/zgetbjzz2025-1227

KRS WE B WA WO R R S R BB %

1 “BEHXEGBE NN ZHEENES TER

L1 s e ls REFIERELT HER
PR lE R R LE A S AT LR R A E

o BE AT L IRMUE i A B g (autism spectrum dis-

o )URFRRG MR 2 I X K EURRET I 0 L LA Y A0 7 T g A 2R A5 LA ST g i 452

Me” SANTF 7 AW RE ) 227 45 &l 2 W

order, ASD) 4T % & B 2% O N A] BE ¥ Je £ 47 jit

AR AR 90 T TAL B 2 DL R P 8 R e A ) S

X L LIRS W R AR CORS B B2 I 5 et



TR JLE PR A G 2025 4F 11 58 33 B4 11 )

Chin J Child Health Care, Nov. 2025, Vol. 33,No. 11 - 1171 -

F (5 5 ) ) (Diagnostic and Statistical Manual
of Mental Disorders, Fifth Edition, DSM-5)t", &
H AR 1E S e T 0 AR T R KT O ok A2
Ty te 52 1) i 75 HEBR W 7 B 45 R 0 B4 R0
MK BB M ASD LKk B RN, 7ECHE R
PN 2555 + — ) (International Classification of
Diseases, 11th Revision, ICD-11) v, % [&% 5 4 FR
Rk B MHIE T B (developmental language
disorder,DLD), M #i DSM-5,7¢ 4 % DIHiiE & bt
Rz AT E .. W BoE S W 2% A . IR B
ZEMN BT REBRE”, ZPBURILRRTE 4~T7 %
I 38 EE [ % ABATS 5 R I BE VT 5 PR oy HE v 2 807 2 i
WS TT RE AL S BE R . 53 4h L BR DSM-5 i
FE R B iR A CATALISE [ Pr % 5¢ 3t L4
X ASD L 42T & B IR R O A W ) 6 4
A v D B A T DR B A L N B O 5 A
TRAHOC I IE 5 BEfg”, NPRdk R 1B F i, W& S
IR BT L F RS,

) S B A 1Y R R T R HE AT 4092
PRI 1032 L DPAk 0 IS BE AR T I 107 I 3
W7 X T & AEDHE AL S LRR 2 e ) i R i T X
T BREAS 00 I DR R 5 HE 42 (UL 1) 5 0 4 T Y
Aili F0 - T %8 95 LA R 5T

A

B 1) SO T A I DR S 2 HE 2R
Fig. 1 Clinical reasoning {framework for broadly

defined language disorders

DARZZEERE J1 - A O 5 WA 4 52 V4 38 fiE
J1ca FEAYEERE S35 HE U0 UL T AT L RE - L W) O T
B sb S HLAE Iy . e ISR Wy i T3 E R B
P32 BRI R AEE 5 (O A fif 3] 27 5% 301 14 4 22 74 T fE
T+ O iR BE 7 AR ST 25 A S U RE

2) 15 F RE T AL S O 135 Pl 57 L DA KRS8 T
FE M )3l A 2> B 5 O 8 0 21 2 I 1 15 S

AE )« 0 SCRVRJ YR £ 5 B ) AU JH B ) L EE & By
8 FHBE T Hean 5 Ah 2 2 0 B ALis 45 5

3)INH AL HE O R B RE  LL A M B 2
BERE AN RAEME B B2 4 BE 45 5 © Ak A & 21 A 45 JE R
NI T BE 5 O A fif 3]~ 1 19 A9 B g B ) A R I E - G
WMPRAT I RE P YICAL 1 i s ke R) RERE ) 45

) F AR ST ALHE TR K B I M RE AR B

() BN DA 1A O B 1) ) B 3 0 0[] 1 37 Ay 5 7
TR AR AL & n S (U A R AR
TR e A FLRE ) 25D Lis 3 (R 3 Wi Az 3, L
KA B 4 AT S CLE T 5 75 R0 5 B 5
TARFEAR A OC FR DL B R A 17 5 8 T RE 0 55D .
I b T B R AN ZR L R BRBE (IR SR 35 10 A 8%
B 55 F AR A 5 0 A .

AR XAl R SR ZHE 2 AT X 4 B RTEAT X
R L E W R E S T RO 3 A
& D AAZ IR 8 RE 7 b A0 B 4 BE A 9 38 BE ) F YA T8
SHHLEE T 5 2) 1R & A8 7 i i L e A ST L T e 1)
33 HIAFE 4 R, DL K — LB 1 HL s SO ) g
3)IN I RE I vh i L4 Bo B RE R R AR M S B A
eI,

() B B30 9 g S B PR 2R B IR SR L S
o F ARIE Y P05 2 AR A 3% K BE R AR
BEFE T o I K UL AR TIE T 007 AL 1 AR S
KREBIRZILEM It Takes Two to Talk FHiE= T
P H ; EEIE A ASD JLE K R PH A L (Early
Start Denver Model, ESDM) | JASPER (Joint At-
tention, Symbolic Play, Engagement &. Regula-
tion) T . &4 |2 [ T i (Pivotal Response Treat-
ment, PRT) % { SR 15 & B 17 8 T 1l (Naturalistic
Developmental Behavioral Interventions, NDBI)'/,
VLR R F AT R 43 #r-if & 47 4 (Applied Behavioral
Analysis - Verbal Behavior, ABA-VB) JI| 2k % ;18 &
WERKBRE 2K TIRS . ASD JLE W I T 558
AR 5 T 1 s (Enhanced Milieu Teaching) ) “[a]
A R Be [l LA B Y 2570, 3 SE AR I 1Y) S 3 1 A
AR T H A S - = LE R i JEA T

WL 4E 3k, 1 2 Z FEPE (neurodiversity) #7515
R K AH G R B MR R R R T B BT i e
P XA P& R E 2 5 IR AR AR
PR B TT 2 22 AP B — B 20 o TN B 2 RE 2 T
SR E AR OGBS B 5 V58 AT KM Ccom-
munication accessibility) , T ANAUAY 52 “ 2 1F 7 22 .



« 1172 - TR LB PR A A K 2025 4F 11 A58 33 B4 11 )

Chin J Child Health Care,Nov. 2025, Vol. 33,No. 11

AL — 2 SRR T XS BRI R R B HE SR Y
“TEE AL I = YR AR 5 I 22 2 B P A4
5 FE-E - RAER G E.
1.2 FEWPAFHHILEE T T R IE R DK
L3 6 2 Z )5, B LERER . Z T 1T 8 LR EOR

MBS KK FIRRET “EEIAE DT 2
% VHORST A A ORI A ek is W R
YONS WIS L B W2 B G5 R AL - T R B G £ 5
[% #5% ( attention-deficit/hyperactivity disorder,
ADHD) R 5E 2 > B i CELAG PR AT 18] 12 B 6%, AT 5
B AEA T B FEAT)  ASDE J1 R G A1 1E S B
(GE N

KL bR R A 30 e in ADHD il
B 1 114 58 6 1k 50 060 FUR AR T RS 1 e A
TEAE XA AFIR BEA Ty 0 2 o e o > B fig v [ 332
s Tk S 3 A e 0 ) A0 L o [ R R Y O
fifg 0] R A ] fig S DX i A [a) 80 I AN S0 5 3
0 ] BE R P R O T A A T AR 1) RS B
T LT Y2

BExEIx e 8L, T = A H UL 0 IA T R T B
R 78X ADHD JLE B 25 Y3097 Z 4h i 4245
Xt ADHD JLEE B 5K AT 2y 8BRS U L AT 0T 1 352 e
i JLEE B B 32 T 900 B X 1 5 A L 2 09 AR Mk VR T
GEBT T, DL R R T e ASD JLEE (1 = B 4t 28
e 711 0 Canat 22 AR 250 45 . SR, ik 2 AR L
A AR K — 8 3 T 1 35 B A 0 5 B 0E R A Y
TEAL A9,

T3A GRS TE R I i R TP DL A — A R
R L s i al ] f ) KA ok Z 5 AR G my LT R
F o EWIE T TR0 B T, AR D XA I IR (R)
R B R DL R X BE T IR
115 5 T U A 4 ik S g ) B B Y )L B K )
FIEE A B /) o [R] Bp DA 79 T e s 0 3] = PRl 3 i
JE st U R R . XA T IR R PR 1L
T K E PR H ST G IR S R 0 XA B Be
B R E TR L E RO . T RATT
MIEFREMAWILE ER AT R g R
NS SRt B R NS TR T B e =i (1 R G DA S
I 5 ABA-VB T 4E, BRI A IF 17 5k
“FF R K R B O R ) R AT AR . BT R
T L AE &Iy ) LIl 12 A5 A 58 V) 38 22 2] v i 55 22 1
F @ W SO Ak Re oy 1 B L 3E AT T A 2R 1Y i
FARASAE L an A DL R o £ )L TR 2 i B

14 58] 52 F0 5 5 AR T A L ANGE AT R B0 O K A
T ok T 2 P B R ) G T A A LR R LR
BT MU TC A2 o ABATTATS SR AE 41 L Bl /27 A R A= 3% o
ANBEZ AL B A URALE S e . X AL T
BrB LE AR T I 8 R BRI T SR F R
I A JEL 2 AE SR A N7 3 4k 58 I - TA T £ A A
TSk Al B 46 00132 Wi L SR T AR I 12 W7 HE 1 AN TRD 9 B 1
RV 1] A0 A9 A ) RTRE 35 3 S i 22 4 i A~ PR B T
S
1.3 ARIB G /R B H AR R AT i 5 AT M A 2 8 L
F BT AR AR = R TR T IR X
T 16 PR S0 25 HE 2R 0 B A0 08 5 Ak 38 Y A T =
YR 0T 3~4 % LU B 201 1, ] R i A
JE A L FE R U o T RE )N PSR A LR 4R A R
iz e PR TR L TR T RV I RE T DA R
it AN [R) g 20 A7 o 5 44 5 (8 FH A9 BB 5 TA i B
ST LR Ui R B0 R 7 A A ARE A A A AR A
fig 7 30 SE AR B L v T R B AR T AR A FE AT
TIfe s #1381 8 e 7, A P FUR R B A
TR 3¢ 1 45 BE 1, MO B f# 152 (Theory of Mind,
ToM) e JJ 1 & & & X A B BC i A% 0 . AU i T BE
F R S B AR A I E N R T AR 2 ) gt
A LA IRI . B BERS . ADHD, ASD fIE J)
s i 45 KR LR BT BEAE &0 L Bl 2 i B B 2 B0 M A
TR R . S S W T T A 43 AT R R AR
51 [P] RULE T 35 -4k 3 T8 38 DA 07 1 6 A4 i R L 3R
. AR BE AR H T OC 0 R B 1 IS S ik 2
Il PR IO FH A 22 6P 43 B AT e ke = 4610 4n - 00 8 e 52 i
JIRE B PIFE U B 52 58 J7 AN 2Z 8] 4n o] A
SEA) LA B A 152 A8 1 A6 5 I Ak 28 Al L R S
AU BRSO DI RE . AR SCRY S 4
0 7 0 R 2 1 B B I PR .

2 “BEHTHABINNZHEEDRN LS RIEIE
1 0l R Kz

2.1 wREMEEAGRE JLESKBELLE M
TERE T A WL R A K 0 B AA U E BT SE T 4
40 AEH LTI AR L AR A A ) T T Al A
BN TE O BDIRES (RLAE TS 45 R I VB B SR L E
SRR A B A ) A B0 A A R AN B9 AT D o i dn 2
B B A AT ST P BORE A S L A A
RO A SE 2 A S R < L At L TS R A
50T KA i R AR B X S YO BUR S FLAR



TR JLE PR A G 2025 4F 11 58 33 B4 11 )

Chin J Child Health Care, Nov. 2025, Vol. 33,No. 11 - 1173 -

M5 e —Fh B3R &7 A B8R X Fh S Y
VR

LB S FEAE A A WA 2 TF AR N —FF L g
AR N B0 BDRZS CInA5 R 15 2O BT HEHL Y 45
G 2 WS R 0 4 A & B, A8 JLA B SE g b A 5 R
WA — 8k LB R AT 4~5 B 72 A4 HIERE
g PRAR A R &
2.2 WHMBEEFE-AXFT AL DPMEMNE
R —A A ILRWE O IR iR B L R I R K it
TR, B SEIER .0 R LR e S R E Hb S T A L
AE HH B, I AR — A K R F T IR SE Y L [
(R J kR A AR O Y R R e A 4 ik B
PR R A A R B, HL B 20 R R S 0
BIEe, WA E IR A .
2.2.1 B ZILee% XA Hpysh7E 5 M
SRECTE R M shE 1, BLE R IR S Y h
Mamm ARG NI ., 24 1 26,5
Al RE 2T B RN 2 AT IR A T2 R 1y H AR
Y. BCEE SR LIE 2 2 BB At N 48 J7 m KB HEA
Prdntt . ML R I e I EE iR S
PN TP S 1 Ra o R 7RI NG /NG 1 R s/ T
KRB B RN 2] A5 2O HE 2, o B B L E
— AT (4 7 R B — A T RE S AR s BT
5 B = 6 W] 5C 7, — 4> 6] 0] RE X L BR BE AR Y G 8
WX g,
2.2.2 2%WB 2 ZE LE ST E BB
AT R, DA K A Bl R Y R T LB AR Rk
oI AR —dn] ) F R R A L B S
R A At AT X Al N A R TR R R
X — B B L2 AE G A P s 43 i ek 3 e o B T
EAME . MILEH GBI A S A C AR
14 2 PR B & B At A1) 188 8 A Ui 3R e HE AR & A
AR B A FR N L I R R B R W AE
i ke v B VRS [ £ € 0 0 AR
2.2.3 3%BrE 3, JLEZ W E IR E AT
REWAFERHC I ERIMARTY . A E 68 19 HE K
SN AT REF i W o i ik 482 50 A 4 5 I DA sk ofe 4 e S
A NEGE AT A,

JIT A X W% 28 3y, R 23 L B T Ok 8 M T
— AR AL B —Fh OC T AT A AT 2 an ik AT Bl
A EE RIS, XA ST R — NS E kR
TP B B B B A IR R e =L E Y
— R 1 & AR Bl R O B A R U Y

“OLFE AR ER R At 0 A R R B2 2] O T A
N Az AR BE SR AR, XA A
SRR UE T XS AT R UL, (2 T 21 JE B 3 X0 0 #IR
BWE TS KR KR,

K2 40 4R e B 0F 58 & B4 JLALT- I A g
FLOE A A RS IR AR ST . — AR L S
CREAMOY AT S A N B LE R B — R
F 25 25 o B a0 — A 38 B 2 A A AT] de B R B AR 1 &
R TS NN TP S /N N | W = I <
7Y & T T, BRI SR R A B R B
NG EERN IR — IR B a3 %
a4 B PLEAESR DR INAC ZATIA K B 2
W HE—2 M B S R E R T
AN B R AT A7 LE S BIE L. i
L B AR R T R A A & T ik 2815 AR
IR LE AR

Ty — A4 LS I R WL B R AT 45 L FE
SR LR O 5 — A AR — AP Can ko i
WTPRZEMEIFT . BEE DN R B W
Mg, i aE TR AREREITT . M - ARk
B W58 & ) L X A AN 28 AR B S 4k k7 AR
NS T At 2% 25 5 7 B O A8 R Ath [ ek 1)
i, {H 4 2 LLFTAY L 3 — HUHE BR A B SE 0 R
S0 T T D A R A A AT S IR N2 L &
THIK.

2.2.4 4~5FWMB MILEAE A~5 PR
BERAE AT S5 i Sk sk R A AT BB S X 4 1 2
JHE B F 5 5 b AT REAAE N 28 . b T RE S X 43
REE N R RN U TR = Rl /NPT < s e el Bt T i
B M S R AR R . A 20 el 80 ARAR L
kO &AL EHTE R T A R A AR 0T 5 5 6
RO G A DA S S . X SR T B R T 2 b S
AR By =W L E N TN R ST S

2.3 SHMEARMNETATFPFRARTAKT
MRk R R R R A B A L EE L T RE £ e AL
2 H. 2 B At 17 RN T T B RO S
MR 5 o e L By B B = LR 6 R B9 L R
SE LUK 7 5 R SO R . DA R MR TR 2 215 |
Py it X b W 2L AR A B A AR AR . SRR
T AT RES A A H AR RS AR = B
fife 300 YU TG T R AT AR AT P i R T ik S W A
N R k1 2 By i LB L 76 45 Rk 22 B g
RIBAREAA . HETFRMEKILEERENS



« 1174 -

TR LB PR A A K 2025 4F 11 A58 33 B4 11 )

Chin J Child Health Care,Nov. 2025, Vol. 33,No. 11

[ f 0 A 5C 28 20 A MR Bl T 2L B =0 A 0
FAE 1 )L 2 T iy B ) R R ) e L
S5 [5) B ST R AR R R AP 0 A T

TEHUH S 0 ik B2 A LA L B 2
MRA LR, AR AL T 55 RS
AE T B ARAT o X O T L2 X 11 R Y B i
P R REILENEE SIS R, E
RACRE T L2 XS T 5 60 B A AR T X B AR S
MR . R, L A 25 BE 8 L R — > L A
AT PE R 22 (0 FAF P 51 o I P G 8 B 1 3 B
P . Bruner " $ JLH R Y & K 43 S 9 A B B
LR AT S T8 W S BACE L) SE BR K A 1 )
PR N FE DRy A0 5 1 A 0 iR 52 14 R B L L3
PEAS P R S . BE 08 BUA AP Sh AL
B GO ERE . 8 T IRE A e B R
TR BT A H b R B R
b Ry RN AV B N A g s 2 [ SR
BHINY” . X — P AR AU T A R R RER
WAL EA AR ARG ERITE T — 48
[
2.4 SR IERESL ORI E B
Il PRATESE v 45 3 1 58 400k B ) HLAE 3 5 4 220
I - DR = HERE Y e M 5012 W 7 B0 AT ) — R
Y. AU E S WIHIE . ASD JLE 7RO F
B AT AE R S RMESS  — 26 R L B 3 A
AR TC R i 2 M A RS AR ST . 2
M 558 T 4 L 2 A A ) S R L LA A9 2 L
[ 56 7 TR AT A L R ESY . mTRg ASD &
JUAE B g B 1) A R A A A 55 o o 491 e KO 5
T U B A7 O A WA 5 e AL A5 T TR 22 A7 A TR
HE S B AT TC v TR AN B 0 O BT S A e R
T 5 W A 3 S5 L vh S g DR B 0 LA B A R
HAZHZ RS 5. 3200 5 i 12 68 7 64 1R XE
RZI R ASD JLZE A% 0 D) RE SR U B 23 7438
M2 AL RE Sy T HL e S B 1 L o 2R
LE IR E BB LA IR T RE D AR+ 22 3 5
fifk R 1) LR 7 2% o foff JFG IR XE S 4 R BR T B — A AR 52
TR R L TR BN 2 Rz R e 46 .

HoAt N I BT SO E RS g L E ]
DLD JL#" R IE & i W7 B JL #1074 iR
{5 & B By BRI R . X BB BT TE A SR P L 1
T RE T AT BRI B R A 0 AR R B B AZ O
Z A DLD JL 3 A 5 2% 5] 35 25 0 A Ak 2238 = 1l

7 TAFAE PR S5 BRI T Al AT [ B 2 Ak 22 S A 1Y
fE 7. T IX A RE O IE R RS DR AE & HE B A R 0
i

ADHD JLUFE [F)FE 3R 30 08 ik 12 K T 4 4
MATTZERAT iR LA B 26 5 5 T S 2 L 3K
U R SR B R R ST S T R R
A ADHD JL#AE S0 AT B BE J5 T A7 75 12 2 19 JfE 55
P JEHOR A T AR IS AL BN 0 8 H1IAR 33 1 T
THT » 3o 4 DR M1 3555 1 b 7] A 4 PG R v ) I O B A
B SO B R AR AN TR TE 75l BT AR
(97 1Y RE 7 400 Ak 6 T BE S A9 3 5 SR BE T A K AE
AR R AR 22 6] R TG e e iy BE - e Ah . ADHD
FBLH PR B 5 B A 22 T T RE 0 R B 3 e 690
PR LR ORI 7R A B BR T A% O AT 2
RE BB 52 2 41 ADHD &8 L0 % i 35266 ) 25 5+
P 32 3 46 P 3R ) R

3 FIRMHAMFRHBILECEST HITAE A

=#HEAIERIT R

3.1 WRAE AWML R2H. B E
P12 WS 501012 T 14 3 R v MR AR A % A R A
WLE G 5 sl - = e X (UL 2) 5 38
P R RE SR AT )2 AL ER L $ L3 i 2
B, XS B L ASDLADHD F1 % 7 B A
BJL, AR R K VAR P] RE AL 45 L 3 A L el AU
e FFEB ARG 7 L odbche 2274, |2
JEIE T R R OL A SR IR n) AT BB A ORI R
B AL ASD 8L T BEFE O B A 152 0 78 I 4E 58
43 (A1 s ADHD g8 L AT RE 76 0 i & 1 1 Ak
Fr O RE )R L m R g B A L 3 AT AR 7E A A 2%

Bl 2 AU R A S 4 L B R A A = g
Fig. 2 "Language-Social Communication-Cognition"
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Fig. 3 DREAM TALK-N language training model

AR AR I PR RE 75 HE B 1 B i S A S Y T -
7 = AT VA AT UL 255 R A I PR AT 5
RS A B A LU B AR AL T3 4 R & W) SR
VEABE VN GR7XAEEIEAT R0 T 87 i L 1
7 T SO0 R 25 0 0T A R A2 R 8 TR X L B B
2 b 9 o ) 5 K B R AT R R i T
RO TR ) k- il - AT DR AT PIL A
a2 e A e U R S AR T
M AR HE 4 )L B~ 7 B TR 5 IR 2 4 58
T RE ST o AR 3X — A5 0 3 a6 20 4 7 B 225 WL A9 e
IRIBEHER R L N 1 22 )L 1Y 165 00 b 60 4% —
A% O G W L AN B 52 2% E AL L 35 03 Bl L R Ak B
AT N5 2 H N R X Se i BUTE AL 5 2 2 = B b
PECI AR FAT A ILEL F G S0 0B/ Mg i
E NIV NS AR 7B RV &2 SE ST SiDEE X (DD

HWGAERT R G (BEIT L E B Z T
TE S Y5 S0 2 T B 22 B L0 B A e S A T T
il F ARG IR RN R BEEERIR R AL
W OGTE  BE A2 IR YT I 5 00T 1 g ) HE AT = R
J5

e s AR IE N EHESD: DA T8 e Bk
W] 78 18 75 -4k 58 7 3 -TA 0 A op I R OE DR A
A5 2) 4R [ #h e n DLD.ASD ADHD,
Wr I BEASE R B R IE S TR . WA,
X B 5% 0 T 43 M A A s 2 RE PR AL AR F L
AR 22 SR A R A T U T B )
(R i S 1 D T F S I 705 e 1) R X A AN A 2
MBS HRE SBELER: DRI EERNIES
H5EE R R A O R S L
FHE Sy =2 b A e ] S A L P T e Ak KRR
FIHR ., OBERREINGS Ll T LS 7R
A AT TR 1 40 38 2 51 BE S 6 B 52 L AT



TR JLE PR A G 2025 4F 11 58 33 B4 11 )

Chin J Child Health Care,Nov. 2025, Vol. 33,No. 11 .

1177 -

e ) By i 5 AT 55 45 7 3 6 R 5 5 (1 H AR BB
5 a7 I 25 F AL DI R A 45 A USE B iE 5 -
HEAE VA - = 4 HOE RS Sz A .

S & ik

[1]

2]

(3]

(5]

[6]

[7]

(8]

9]

[10]

[11]

[12]

[13]

American Psychiatric Association. Diagnostic and statistical
manual of mental disorders[ M]. 5th ed. Arlington (VA) .
American Psychiatric Publishing, 2013.
World Health Organization. International classification of diseases
for mortality and morbidity statistics[ R/OL]J. 11th rev. Ge-
neva: World Health Organization, 2019. Available from: ht-
tps://icd. who. int/
Bishop DVM, Snowling MJ, Thompson PA, et al. CATAL-
ISE: A multinational and multidisciplinary Delphi consensus
study. Identifying language impairments in children[]]. PLoS
One. 2016,11(7) :e0158753.
Bishop DVM, Snowling MJ, Thompson PA, et al. Phase 2
of CATALISE: A multinational and multidisciplinary Delphi
consensus study of problems with language development:
Terminology[ 1. J Child Psychol Psychiatry []]. 2017, 58
(10):1068-1080.
Camarata S, Liu XL, Lee W, et al. Adapting the UNICEF/
WHO Nurturing Care Framework for speech-language pa-
thologists to support Sustainable Development Goal 4[] ]. Int
J Speech Lang Pathol, 2022,24(5):1-5.
Schreibman L, Dawson G, Stahmer AC, et al. Naturalistic
developmental behavioral interventions: Empirically valida-
ted treatments for autism spectrum disorder[ J]. ] Autism
Dev Disord, 2015,45(8) :2411-2428.
XE S EFRERE ST RS AR T B o E L
fRAgEAR %, 2022,30(8):813-817, 821.
Liu XM. Clinical intervention for language delay and lan-
guage disorders[J]. Chin J Child Health Care,2022,30(8):
813-817, 821. [in Chinese].
Tang L., ZhaoJ, He T, et al. Effect of online parent training
in promoting language development of children with language
delay in Hubei province, China[J]. Int ] Lang Commun Dis-
ord,2024.
Fletcher-Watson S, Happé F. Autism: A new introduction
to psychological theory and current debate [ M ]. London:
Routledge, 2019.
Leadbitter K, Buckle KL, Ellis C, et al. Autistic self-advo-
cacy and the neurodiversity movement: Implications for au-
tism early intervention research and practice[ ] ]. Front Psy-
chol,2021,12:635690.
Mueller KIL., Tomblin JB. Examining the comorbidity of language
disorders and ADHD[J7. Top Lang Disord, 2012,32(3):
228-246.
Wimmer H, Perner J. Beliefs about beliefs: Representation
and constraining function of wrong beliefs in young chil-
dren’s understanding of deception[ ]J]. Cognition, 1983,13;
103-128.
Wellman HM, Cross D, Watson J. Meta-analysis of theory-

[14]

[15]

[16]

[17]

(18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

[29]

[30]

of-mind development: The truth about false belief[ J]. Child
Dev,2001,72:655-684.
Yu C, Wellman HM. A meta-analysis of sequences in theo-
ry-of-mind understandings: Theory of mind scale findings
across different cultural contexts [ J]. Dev Rev, 2024;
74:101162.
Wellman HM, Liu D. Scaling of theory-of-mind tasks[]J].
Child Dev, 2004,75(2) :523-541.
Woodward AL. Infants’ ability to distinguish between pur-
poseful and non-purposeful behaviors [ J ]. Infant Behav
Dev,1999,22(2) :145-160.
Gergely G, Nadasdy Z, Csibra G, et al. Taking the inten-
tional stance at 12 months of age[]J]. Cognition, 1995, 56
(2):165-193.
Tomasello M. Joint attention as social cognition[ M]//:
Moore C, Dunham PJ. Joint attention: Its originsand role
in development[ M|, Hillsdale (N]J): Lawrence Erlbaum
Associates,1995: 103-130.
Tomasello M, Farrar MJ. Joint attention and early language
[J]. Child Dev., 1986,57(6):1454-1463.
Quine WVO. Word and object[ M]. Cambridge (MA) : MIT
Press; 1960.
Wellman HM, Woolley JD. From simple desires to ordinary
beliefs: The early development of everyday psychology[J].
Cognition, 1990,35(3) :245-275.
Repacholi BM, Gopnik A. Early reasoning about desires:
Evidence from 14- and 18-month-olds[]J]. Dev Psychol,
1997,33(1) . 12-21.
Shatz M, Wellman HM, Silber S. The acquisition of mental
verbs: A systematic investigation of first references to men-
tal state[J]. Cognition, 1983,14:301-321.
Rakoczy H, Tomasello M, Striano T. Young children know
that pretending is not reality: Implications for the develop-
ment of representations and self-control [ J]. Child Dev,
2005,76(4):1071-1081.
Harris PL. The work of the imagination| M]. Oxford; Blackwell
Publishers, 2000.
O’ Neill DK. Young children’s reasoning about visual per-
ception: Issues in the understanding of knowledge acquisi-
tion[ J]. Child Dev, 1992,63(2);:386-398. doi: 10. 1111/j.
1467-8624. 1992. th01600.
Yu J. Theory of mind development: Constructing a mental
model of others[ M]. Springer, 2019.
Dunn J, Meins E. Communication and understanding of mind:
How language affects the development of theory of mind
[M]. //: Carruthers P, Smith PK. Theories of theories of
mind. Cambridge: Cambridge University Press, 1997.
169-184.
Wimmer H. Thedevelopment of children’s understanding of
the mental worldf M. //: Wimmer H, Gruber HJ, Perner
M. Beliefs about beliefs. Cambridge: Cambridge University
Press, 1985. 1-15.
Perner J, Leckam S, Wimmer H. Three-year-olds difficul-



« 1178 -

TR LB PR A A K 2025 4F 11 A58 33 B4 11 )

Chin J Child Health Care, Nov. 2025, Vol. 33,No. 11

[31]

[32]

[33]

[34]

[36]

[37]

[38]

[39]

[40]

[41]

[42]

[43]

[44]

ty with falsebelief; The case for a conceptual deficit[J]. Br
J Dev Psychol, 1987,5(2):125-137.

Baldwin DA. Infants’ ability to consult the speaker for clues
to word reference[ 7. J Child Lang,1993,20(2):395-418.
Baron-Cohen S. Mindblindness: An essay on autism and
theory of mind[ M]. Cambridge (MA): MIT Press, 1995.
Jarrold C, Boucher J, Smith PK. Pretend play in autism:
Theory, assessment, and intervention[ M]. //: Smith PK,
Jarrold C. Autism and developmental psychology. Chiches-
ter: Wiley, 2003. 73-95.

Smith PK. Bullying: Definition, types, causes, consequences and
intervention[ J ]. Soc Personal Psychol Compass, 2017, 11
(1):e12389.

Vissers CTWM, Koolen S, Hermans D, et al. Theory of
mind development in children with language impairment: A
training study[J]. ] Speech Lang Hear Res, 2016,59(2)
253-264.

Bruner JS. Actual minds, possible worlds[ M]. Cambridge
(MA): Harvard University Press, 1986.

Bruner JS. Acts of meaning[ M]. Cambridge (MA): Har-
vard University Press, 1990.

Baldwin DA. Infants’ ability to consult the speaker for clues
to word reference[ J]. ] Child Lang, 1993,20(2) :395-418.
Farrar MJ, Benigno JP, Tompkins V, et al. Are there dif-
ferent pathways to explicit false beliel understanding? Gen-
eral language and complementation in typical and atypical
children[J]. Cogn Dev,2017,43;49-66.

Schick B, Peterson CC. Theory of mind in deaf children;
The role of language. In: Burack JA, Charman T, Yirmiya N,
Zelazo P. The development of autism: Perspectives {rom
theory and research[ M ]. Mahwah (NJ]): Lawrence Erl-
baum Associates, 2004; 269-292.

Moses LJ, Devine RT. Executive function, theory of mind,
and social behavior in children with ADHD[]J]. ] Abnorm
Child Psychol,2001,29(6) :571-585.

Ozbaran B, Pineda DA. Theory of mind deficits in children
with ADHD: Relationship with sustained attention [ ] ].
Child Neuropsychol. 2007,13(5) :411-425.

Willcutt EG. Doyle AE, Nigg JT. et al. Validity of the ex-
ecutive function theory of attention-deficit/hyperactivity
disorder; A Meta-analytic review [ ] ]. Biol Psychiatry,
2005,57(11) :1336-1346.

Alderson RM, Kasper LJ, Hudec KL, et al. Attention-def-
icit/hyperactivity disorder ( ADHD) and working memory
in children: A meta-analytic review[ ] ]. Neuropsychology,
2013,27(3):287-302.

Carlson SM, Moses L]J. Individual differences in inhibitory
control and children's theory of mind[]]. Child Dev, 2001,
72(4):1032-1053.

[46]

[47]

[48]

[49]

[50]

[51]

[53]

[54]

[55]

[58]

I 75 B #9 :2024-09-10

Liu XL, de Villiers J. Ning C, et al. Research to establish
the validity, reliability, and clinical utility of a comprehen-
sive language assessment of Mandarin[ J]. ] Speech Lang
Hear Res,2017,60(3) :592-606.

Hao Y, Li S, Zhang YW, et al. A narrative evaluation of
Mandarin-speaking children with language impairment[]J]. J
Speech Lang Hear Res, 2018,61.:345-359.

Dunn ], Meins E. Children’s understanding of mental states
[M]. //: Tomasello M, Slobin DI. Beyond nature-nurture:
Essays in honor of Elizabeth Bates. Mahwah (NJ):
Erlbaum, 2005:289-308.

de Villiers JG, de Villiers PA. Linguistic determinism and
the understanding of false beliefs [ M ]. //: Mitchell P,
Riggs KJ. Children's reasoning and the mind. Hove (UK) ;
Psychology Press, 2000:191-228.

Schick B, de Villiers JG, de Villiers P, et al. Language and
theory of mind: A study of deaf children[]J]. Child Dev,
2007,78(2) :376-396.

Tager-Flusberg H, Sullivan K. A componential view of the-
ory of mind: Evidence from Williams syndrome[ ] ]. Cogni-
tion,1994,50(1-3) : 177-190.

Farrar MJ, Maag L. Early language development and the e-
mergence of false belief understanding: Evidence from chil-
dren with language impairment[ J]. Dev Psychol, 2002, 38
(5):770-783.

Durrleman S, Burnel M, Thommen E, et al. Fostering
mental-state reasoning through syntax in children with au-
tism: A training study[]J]. Autism Res, 2020, 13 (9):
1566-1580.

Astington JW, Pelletier J. Theory of mind, language, and
narrative competence in child development[ M]. //: Asting-
ton JW, Baird JA. Why language matters for theory of
mind. Oxford: Oxford University Press, 2005:209-225.
Losh M, Capps L. Narrative ability in high-functioning chil-
dren with autism or Asperger's syndrome[]]. ] Autism Dev
Disord,2003,33(3):239-251.

Durrleman S, Delage H. Autism spectrum disorder and spe-
cific language impairment; Overlaps in syntactic profiles
[J]. Lang Acquis, 2016,23(4) :361-386.

Janssen N. Narrative coherence and executive functioning in
children: A developmental approach[J]. J Child Lang,
2024,51(2) :345-367.

Scionti N, Frolli A, Esposito G. Executive functions and
narrative skills in school-age children: The role of working
memory and cognitive flexibility[ J]. Front Psychol, 2023,
14.1114853.

f&E H#1:2025-10-10 ARCHIE AGEE



