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Recognition of television images as a developmental
milestone in young children: observational study
B W Lloyd, K Brodie

Abstract
Objectives To determine the age at which children
with apparently normal development can recognise
the television image of a cat, dog, or baby.
Design Observational study.
Setting District general hospital in north London.
Subjects 797 children with apparently normal
development aged between 8 and 23 months and 26
children with Down’s syndrome aged 18 months.
Outcome measures Whether or not the child
recognised the television image of a cat, dog, or baby
by naming, imitating, or pointing at the image.
Results By 18 months of age 96% (95% confidence
interval 94% to 98%) of normal children recognised
the television image of a cat, dog, or baby compared
with 5 of 26 (19%) children with Down’s syndrome.
Conclusion Recognition of the television image of a
cat, dog, or baby is a simple milestone, which may
help in the developmental assessment of young
children.

Introduction
A child who is slow to talk at 18-24 months of age is
likely to be normal but can cause concern about learn-
ing disabilities or a severe language disorder. It is
sometimes difficult to assess the development of such
young children, and there are few relevant and
validated milestones in this age group. A pilot
investigation led us to hypothesise that determining
how much interest children show in television images
might provide helpful information about children’s
development.

Methods
One of us (BL) approached the parents of children
who were either patients or siblings of patients at
North Middlesex Hospital in north London. We
excluded children who were preterm, who had known
developmental problems, or whose parents did not
speak English or own a television.

We first asked the parents “Does your child
recognise the picture of a cat, dog, or baby on the
television screen?” If the response was “yes,” we asked
“How do you know?”

We concluded that the child recognised the
television image if he or she named, imitated, or
pointed at it. Becoming excited or patting the screen
was not considered sufficient evidence.

The same questions were used by KB when
interviewing the parents of 18 month old children with
Down’s syndrome by telephone. These families were
identified by the Family Fund, a national organisation
that supports the families of children with disabilities.

Results
We interviewed the parents of 797 children of
apparently normal development aged between 8 and
23 months. At each month of age we interviewed the
parents of between 36 and 61 children (mean 49.8). In
addition, we interviewed 26 parents of children with
Down’s syndrome aged 18 months.

A statistical model describing the percentage of
children at each age who recognised a television image
was fitted using logistic regression (figure).

By 18 months of age 96% (95% confidence interval
94% to 98%) of normal children were reported to
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recognise the television image of a cat, dog, or baby
(figure) compared with 5 of 26 (19%) of the 18 month
old children with Down’s syndrome.

Discussion
Findings and shortcomings
Nearly all (96%) of the normal children were reported
to recognise the television image of a cat, dog, or baby
by 18 months of age. Some parents may have exagger-
ated their child’s abilities, but the pattern of responses
(figure) supports the view that our cut off point of 18
months is meaningful. Our study population seems
likely to be broadly representative of British children.
We do not think our findings were distorted by the
possible inclusion of a few children with unrecognised
developmental problems.

We did not question the parents in enough detail to
be absolutely sure that the child’s pointing was
designed to involve the parent (protodeclarative)
rather than being a form of instruction (protoimpera-
tive). Assuming the pointing was protodeclarative, our
milestone is a test of both understanding (does the
child recognise the image?) and “joint attention behav-
iours” (does the child want to share their interest?). The
first of these skills is impaired in a child with learning
difficulties and the second of these is impaired in a
child with autism.

Reynell described the development of the symbolic
understanding necessary for the development of
language.1 As a child becomes older he or she is able to
recognise increasingly abstract representations of an
object, including increasingly abstract pictures. The
television image of an object is more abstract than
pictures in books designed for very young children.
Nevertheless, our milestone is not a test of symbolic
understanding.

Previous work
Review of the published literature on pointing shows
some disagreement about when children recognise
images other than those seen on television. According
to the most recent manual for use with Griffiths
testing, a child “enjoys picture book” by 15 months of
age and “likes adult to show book” from 17 months of
age.2 Sheridan reported that at 12 months of age a
child “points with index finger at objects of interest”
and “shows interest in pictures.” At 15 months of age

he or she “looks with interest at coloured pictures in
book and pats page.” At 18 months of age he or she
enjoys simple picture books “often recognising and
putting index finger on boldly coloured items on
page.”3 In contrast, Reynell reported that at about
20-24 months of age a child of normal development is
capable of recognising “clear coloured pictures.”1

Baron-Cohen et al reported that children aged 18
months were likely to be diagnosed later as being
autistic if they failed three items of a developmental
assessment: protodeclarative pointing, gaze monitor-
ing, and pretend play.4

Usefulness of milestone
When a child with normal vision is slow to pass our
milestone, three main developmental disorders should
be considered: learning disabilities, a pure language
disorder, and autism. The range of normality is such
that, as with any milestone, some children of normal
development will fail to pass it on time. Equally, some
children with learning or communication problems
will not be detected by the use of our milestone, as
shown by our findings in children with Down’s
syndrome.

Formal testing systems such as the Griffiths and
Bayley tests require training and special equipment.1 5

The Denver developmental assessment test is simpler
to use.6 In this test, however, the only test item that is
relevant to language development, that does not
involve an ability to talk, and that should reliably be
achieved before 24 months of age, is the reported abil-
ity to help about the house.

We do not fear that asking about our milestone
could encourage excessive television viewing. Indeed,
we usually couple inquiry about this milestone with
suggestions about limiting television viewing.

We consider that our milestone is a useful part of
the developmental assessment of children aged 15-24
months. Unlike many milestones, ours is supported by
information about a large number of children—
roughly twice the number tested over the same age
range during the recent revision of the Griffiths’s scale.1

Our milestone needs neither special equipment
nor special training. This makes it particularly useful
for general practitioners and health visitors.

We thank Mrs Dot Lawton (Social Policy Research Unit) who,
acting on behalf of the Family Fund, put us in touch with the
families of children with Down’s syndrome, and Dr Hilary Cass
and Dr Dominic Croft for helpful suggestions on an earlier draft
of the manuscript.

What is already known on this topic

Few simple and validated milestones exist to help
assess the development of children under 2 years
old who do not talk

What this study adds

By 18 months of age 96% of children of normal
development were reported by their parents to
show that they recognised the television image of
a cat, dog, or baby by naming, imitating, or
pointing at the image
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Waiting times for cancer patients in England after general
practitioners’ referrals: retrospective national survey
Peter Spurgeon, Fred Barwell, David Kerr

Britain fares rather badly in international comparisons
of cancer patients’ survival rates. Relative survival rates
in England and Wales1 are generally lower than in
Europe,2 which in turn are lower than rates in the
United States.3 The differences between England and
Wales and the rest of Western Europe in survival rates
for colon cancer and female breast cancer arise prima-
rily in the first six months after diagnosis, suggesting
that these differences may relate to later presentation
or delays in treatment for British patients.

Given this background, the government has
pledged to “end waiting times for cancer surgery,
thereby helping thousands of women waiting for
breast cancer treatment.” The assumption is that
reduced waiting times will lead to more rapid diagno-
sis, earlier instigation of care, and reduced psychologi-
cal morbidity. Indeed, the NHS has been asked to set a
target of two weeks from referral by a general
practitioner to first hospital outpatient appointment
for all suspected cases of cancer.

In order to investigate the delays that British
cancer patients face, we undertook a retrospective
survey of patients with newly diagnosed cancer in
October 1997.

Subjects, methods, and results
We invited all English acute hospital trusts (whether
cancer centres or units) to submit relevant information
on all new patients with a cancer diagnosis confirmed
during October 1997. The data were collected during
April and May 1998, allowing a tracking period of up
to six months after diagnosis. We measured how long
the patients were required to wait from their initial
referral by their general practitioner for an outpatient
appointment, for their first definitive treatment (when
appropriate), and for any subsequent treatment.

Data returns were made by 218 (98%) of the 223
trusts, representing 13 454 patients. A greater pro-
portion of patients who had been urgently referred by
their general practitioner were seen within two weeks
compared with those who were non-urgent referrals.
However, the results clearly showed that there was sub-
stantial variation in patients’ waiting times according to
tumour type, whether the initial referral was coded

urgent, and the region where treatment was under-
taken. The table shows that waiting times for urgent
appointments were significantly less than the waiting
times for non-urgent appointments: this was so for all
10 types of cancer and for time from general
practitioner referral to first definitive treatment as well
as for time from referral to outpatient appointment.

Waiting times for cancer patients in England, from general
practitioner referral to first outpatient appointment and to first
definitive treatment (excluding referrals not by general
practitioner)

Type of cancer
and urgency of
referral

Time to first outpatient
appointment (days)

Time to first definitive
treatment (days)

Median
(interquartile

range)

When 90%
of patients

seen

Median
(interquartile

range)

When 90%
of patients

seen

Breast (n=1517):

Urgent 9 (4-15) 22 27 (15-41) 62

Non-urgent 14 (8-21) 29 35 (21-57) 90

Colorectal (n=1023):

Urgent 13 (6-21) 35 39 (21-64) 95

Non-urgent 27 (16-43) 60 72 (44-104) 147

Lung (n=767):

Urgent 7 (3-13) 21 39 (21-61) 91

Non-urgent 12 (7-22) 33 47 (28-77) 112

Ovary (n=189):

Urgent 6 (1-14) 23 21 (14-40) 64

Non-urgent 24 (7-32) 39 45 (18-77) 116

Cervix (n=321):

Urgent 22 (10-34) 58 46 (28-79) 123

Non-urgent 41 (27-65) 93 75 (44-119) 181

Uterus (n=223):

Urgent 19 (9-29) 39 47 (24-83) 114

Non-urgent 29 (19-41) 55 73 (50-122) 163

Prostate (n=677):

Urgent 19 (9-29) 44 53 (26-91) 143

Non-urgent 41 (23-56) 77 111 (64-183) 292

Bladder (n=627):

Urgent 20 (7-32) 48 57 (28-84) 124

Non-urgent 33 (21-57) 70 82 (56-119) 178

Stomach (n=241):

Urgent 10 (4-22) 36 42 (21-73) 112

Non-urgent 27 (18-50) 70 75 (36-100) 150

Oesophagus (n=249):

Urgent 11 (5-21) 33 44 (24-63) 85

Non-urgent 24 (13-35) 57 65 (37-112) 154
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