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| NTRODUCTI ON

"Intervention is an innovative process which responds
to the neurologic, linguistic and social needs of each client.
Language intervention is a conplex, flexible, dynamc process
which is ained at restoring or reestablishing the individuals
previously | earned | anguage behavior, not only within the

domain of the clinical cubicle, but inlife". (Wpnman, 1972).

Language intervention in aphasia is also called as
| anguage rehabilitation or |anguage therapy. Language therapy

for aphasia ains at restoring |language to the prenorbid | evel.

Initially, treatnment started in a crude fashion using
herbs, potions as well as renedies affecting the vascul ar system
such as leeching, blistering and cautery. These orthodox

treatment were in the forefront till twentieth century.

The need for nore studies on |anguage therapy for aphasics
started after the first world war with increasing nunber of
head injured soldiers. Al though earlier studies enphasized
treatnent, the question about the nature and efficacy of |anguage
treatment remai ned unanswered. During this period, researchers
reported that treatnment was effective,although they did not
substantiate their clainms. (Fazier and I ngham 1920; Wi senberg

and McBride, 1933).

World War |1 once again evoked a surge of interest in

aphasia rehabilitation, many prograns including academ c subjects,



reading, witing, arithnetic and spelling were taken up as
reeducati on was the underlying thenme of rehabilitation. In
1950's and 1960's, stinulation was the central core of treat-
ment of aphasia. The question of efficacy was raised.
Researchers like Vignolo et al (1964) reported positive effects

of aphasi a therapy.

In 1970's, |anguage treatnent was a nuch debated issue.
Few researchers reported no treatnent benefits (Sarno, Silverman

and Sands, 1970).

As years passed, |anguage therapy for aphasics noved away
from | anguage centered drills and stinmulus response repeating
to festering | anguage by using real |ife activities out of

whi ch | anguage grows.

The recent attenpts to nodify aphasics | anguage, taps the
intact nodality for different types of aphasia as in the tech-
ni ques of nelodic intonation therapy(MT) for Broca' s aphasia

and vi sual action therapy (VAT) for d obal aphasia.

Now, the focus has shifted fromnodality to linguistic
aspects. Wthin the linguistic perview, deficits are identified
at phonetic |l evel, phonemc level, l|exical l|level, granmtica

| evel and treated accordingly.

Its contribution to therapy as seen by Lesser (1981) are -
1) A one-to-one correspondence between discovery fromlinguistic

exam nations of aphasia and recommendati ons for therapy.



2) Accurate linguistic descriptions gives opportunities for

f eedback from therapeutic practice to linguistic theory.

Li ngui stic investigations reveal that there is a universa
rank order of difficulty of linguistic elenments. This helps
the therapist to discover the position in the rank order in
which the patient has regressed and help to plan a therapy
programe which takes the patient gradually forward through

itens of progressively greater difficulty.

This shift fromnodality to linguistic aspects has nmade
researchers to view the rationale for aphasia therapy in a

different |ight.

"A Rationale for |anguage therapy with persons who have
aphasia is based upon the belief that |anguage constituted what
i's considered a human essence and that therapy effects a change

in a patients |anguage performance"” (Chapey, 1981).

A part of rationale for |anguage therapy is based upon
t he denpnstrated effectiveness of therapy. Effectiveness is

determ ned by a change in | anguage behavi or over tine.

Need for the study: Present literature contains scant inforna-

tion on linguistic factors and the functional use of [|anguage
in daily life. In therapeutic intervention the interrelation
bet ween the two needs to be established. The study focuses

on these issues.



Almof the study: The present study focuses an linguistic

aspects that are worked upon in therapy session and its reflec-

tion if any in daily conmunication behavior.

The study attenpts to identify the functional inprovenent
as a consequence to |anguage therapy based on |inguistic

prem ses.

Here, the term 'functional' is used to specify the di nmen-
sion of |anguage performance, that is used in everyday life

and not just that in the clinical setting.



REVI EW OF LI TERATURE

From t he days of the first description of the role of the
cortex in language productionin1870, till the first world war,
the primary attention on aphasia was centered upon the rol e of
cortex in language function with hardly any attention given to

rehabilitation.

The idea of treatnment for the disorders of |anguage due
to brain injury began in Germany and it was only with the
growh of interest in problens of adjustnent in the genera
popul ation, that therapy for the brain injured gained w de

spread recognition.

Thi s devel oping interest was greatly stinulated by the
| arge nunber of brain injured patients who needed therapy as
an aftermath of the second world war. This was the popul ati on
which offered a significant challenge to aphasia therapists
and indicated a nuch felt need for devel oping new ideas in

the conplex field of aphasia.

Wth the know edge gai ned through experience with brain
damaged patients during the war, it is believed that nmany of
themwere rehabilitated to some degree to |lead a satisfying

life.

Though the brain injured were rehabilitated before 1940,
it was not until the second world war, that rehabilitation

received nuch attention. During the second world war, treatnent



was devel oped without reference to theory because of the emergency
conditions of the soldiers and aphasia therapy was opportunistic
rather than planned with the results obtained being neither

uni formy good nor uniformy bad.

Having briefly reviewed the historical devel opnent of inter-
vention strategies in aphasia, the issues underlying aphasia

rehabilitation are briefly outlined as foll ows:

| ssues underlying aphasia rehabilitation

The subject of recovery and rehabilitation in aphasia has
been of great interest to many workers in the field who were
notivated by a desire to treat the aphasic patients. However,
few valid conclusions on the efficacy of treatnent was perm ssible
because very little was known about the pathophysi ol ogy of aphasia

and | ess about the recovery process.

Though the end product of damage to human communi cati on
faculties were well described, one was unable to explain the
observed |l oss in the absence of a thorough understandi ng of
normal | anguage processes. \While this was the case with the
pat hophysi ol ogy, recovery process possessed even nor e seri ous

probl ens.

The contenpl ation of the process of recovery appeared diffi-
cult as one could argue that the brain cells involved in | anguage
functions are destroyed and the functions they serve are irretri-
vably lost. On the other hand, one could also argue that the
concept of | anguage organi zation is not wholly dependent on

anatom cal factors.



Yet, spontaneous recovery assumned the place of a potent

vari able in aphasia rehabilitation.

Spont aneous recovery is the period during which structurally
undamaged portions of the brain regain function follow ng an

insult (Luria, 1970).

Expl anations for spontaneous recovery were offered on the
following lines by Luria (1970):
a) Tenporary depression of function of certain areas,

b) Adaptive transfer of function fromone area to others.

a) In sone patients, destruction of brain tissues were assuned,
whereas in reality, the injuries tenporarily depressed the func-
tion of certain areas. This depression or diaschisis, could
spread to a whol e system of functionally related areas, when it

passed, the disturbed function could recovery conpletely.

b) Anot her possi bl e nechanism for recovery by transfer of function

and reorgani zati on.

One area of the brain takes over the function of another
area resulting in adaptive transfers thus conpensating for the

functional defect sustained as a result of brain damage.

The functional transfer was said to vary from -
i) "Vicarious conpensation” in which another area of the brain
assunmes the functions of the damaged area.
ii) More conplex transformational of the function itself, where
a function comes to be performed by new processes occuring
in areas having altogether different functions. The transfer

of function could take place either at a subcortical |eve



or in symetrical areas of the right hem sphere. Opinions
differ regarding the inportance of studies of spontaneous

recovery in aphasi a.

Spont aneous recovery is believed to vary from person to
person depending on factors as listed bel ow -
a) Tinme factor (b) Etiology (c) Type of Aphasia (d) Age

of the patient (e) Educational |evel, and (f) Behavioral factors.

These factors have been studi ed over the recent years and

are sumari zed bel ow

a) Tinme factor: is the period during which spontaneous recovery

is said to occur. The tine period suggested by different authors

are |listed bel ow

- Vignol o (1964) Two nont hs post onset
- Culton (1969) First nonth post onset
- Butfield and Zangw || 1

(1946) ﬁ Si x nont hs
- Luria (1963) 1

- Sarno and Levita
(1971) Three to six nont hs.
b) Etiology: Spontaneous recovery is believed to be different

dependi ng upon the type of etiology (Kertesz, 1976).

Kertesz and McCabe (1977) are of the opinion that recovery
rates differ in various etiologies such as cerebral infarcts,
subar chnoi d henorrhage and trauma, presumably related to the

extent of the damage.



Post traumatic patients were said to have faster recovery

(Butfield and Zangwi | |, 1946; Wepman, 1951; Luria, 1970).

Patients with henorrhage were believed to recover faster

than patients with thronboenbolic di sease (Johnson, 1975).

c) Type of aphasia: Sonme types of aphasia were believed to

i nprove nore rapidly than others (Head, 1926). While recovery
fromanarthria was limted (Vignolo, 1964)e¢ Anomc patients

made t he best recovery (Kertesz and McCabe, 1979).

d) Age of the patient: Age was considered as a potent factor

i n spontaneous recovery from aphasia (Ei senson, 1949 and Wepman

1951) .

Vignolo (1964) stated that recovery was better when younger
t he age. Smth (1975) opined that elder patients showed dim -

ni shed recovery.

But, Helm (1978) found that age was a nonsignificant factor

in recovery process.

e) Educational |evel: Educational |evel was found to be non-

significant variable in recovery from dysphasia (Sarno, Silverman

and Levita, 1970, Smith, 1971; and Helm 1978).

f) Behavioral factors: E senson (1949) felt that patients who

had outgoing personalities and nodest |evels of aspiration had
a better prognosis than patients who were euphoric, rigid and

dependent .
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Benson (1973) on the other hand summarized that depre-

ssion, paranoia and euphoria affects recovery from aphasi a.

Thus, owingto the role of the above stated factors, it
is difficult to know definitely whether and how much spont a-

neous recovery will occur (Goldstein, 1971).

Summarizing in the words of Goldstein, 1971

" Spont aneous recovery can be said to develop slowy and
before it occurs, the patient nmay devel op defensive and protec-
ti ve nechani snms, mannerisns, enotional reactions, wong ways
of conmpensation for the defect which |ater becones a hindrance,

if recovery sets in".

Further, special nmethods have to be applied based on psycho-
| ogi ¢ and bi ol ogi c know edge concerning the nature of the defect.
Thi s enables the patient to think that he is not as disturbed

as he thought and hel ps to accel erate spontaneous recovery.

Even if spontaneous recovery is effective, for further

| nprovenent, special training brings the desired effect.

Therefore, in order to accelerate the recovery, perhaps
t herapy should be started as early as the problemis noticed in
order to overcone the social, psychol ogical and comuni cati ona

limtations.

Ther apeuti ¢ approaches:

It has often been said that "there are as many net hods of

treati ng aphasia as there are aphasi cs" (wepnan, 1953).



Vari ous therapeutic approaches can probably be traced back
to two nmain opposing views that dom nated throughout the history

of dysphasia rehabilitation.

The views were -
a) Dysphasia viewed as the |oss of |anguage, or
b) Dysphasia believed to be due to the inpaired ability to gain

access to | anguage.

These views have largely determ ned the maj or approaches to
treatnment. The "l oss" theory has |led to pedagogi c approaches
while the "inpaired access” has resulted in stinulation and reorga

ni zati on approaches.

Pedagogi ¢ Appr oach:

This was one of the earliest of all approaches to aphasia
rehabilitation which primarily enphasized on reeducation. Their

mai n goal was attai nment of normal speech and | anguage processes.

"Reeducation" as a probable neans of restoring |anguage in

aphasia was first suggested by Bateman (1890).

The area of reeducation for aphasia remained within the
purvi ew of neurol ogi sts and psychol ogi sts for many decades.

(MIls, 1904 and Froeschels, 1914).

However, it was only with the two world wars, that the

explorations of the possibilities for reeducation in aphasia
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wer e undertaken as a large scale. This work devel oped in Gernmany,
Sone of the prom nent works related to the above are Poppel route

1917, Isserlin, 1941; and CGoldstein, 1942.

VWi | e popperouters (1917) work is inaccessible, Isserlin
(1941) briefly reported that of the 178 cases he studied, conplete
recovery was seen in 10.1% marked inprovenent in 25.3% sone

i mprovenent in 55.6% and no Significant change in 9%

Gol dstein (1919, 1942) summed up his experiences of the
probl ens and net hods of reeducation illustrating the principle
val ues of reeducation in predom nant expressive aphasia, the

nmet hod explained by himis as foll ows:

Prelimnary training begins in the use of appropriate nuscles
by exercises of |ips and tongue. Thus, the patient is initially
shown to imtate and then to make a nunber of positions and
novenents of the lips, tongue, palate and larynx. Once the
control of these novenents are achi eved, speech training is

commenced.

Speech training consists of teaching the patient to imtate
sinpl e speech novenents of the therapist, using visual and

tactual aids.

Once the patient speech inproves, every effort is made to
develop it neither a nore natural setting, and exercises in
readi ng, nam ng, describing pictures and sinple conversation forns

the part of the speech therapists routine.
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Retraining in receptive dysphasics assuned a nore round

about route.

Di sorders of reading were approached along indirect lines
(Compensation and substitution). The basis for systematic
reeducation in these cases was to trace the outlines of the
letters within their finger tips and then spell out. Wen
this becanme automatic, the patients were given normal reading
material and instructed to carry out cursive witing novenents

in reaction to it.

Eventual Iy, they becane rapid, abbreviated and finally
dropped out, but reappeared with unfamliar and difficult words.
The nmethods were purely enpirical and adapted by trial and

error to the individual case.

However, little was done directly in cases with any degree

of word deaf ness.

Wth severe dyslexic cases, progressive practice was fruitfu

like reading silently and then al oud.

In the case of witing, reeducation work |ike systematic
exercises in copying, spelling and dictation and occasionally

instruction in grammar was carried out.

Retraining in cases of gross acalculia was achieved to a
[imted extent by the use of highly concrete procedures conpar-

able to those used in teaching young children. In mlder cases,
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progressive practice in arithmetic and sinple exercises in
arithnetic of the ordinary scholastic type were given and they

were given practice in handling noney.

Formal reeducation was term nated when the patient had
inmproved to a point where little or no practical disability
remained or it was termnated in the |ess responsive cases,
where the | anguage condition approved stationary despite pro-
| onged reeducation. At this point, careful psychol ogica

reexam nati on was i ndi cat ed.

The nerits and limtations of this traditional technique

can be briefly summarized as foll ows:

"Reeducation increases the rate of inprovenent and aids
in overcomng specific disabilities and also in hel ping the
patient to find new ways of achieving the results he is unable

to achieve in a normal manner" (Wisenberg and McBride, 1935).

On the other hand, the authors were seldom able to conpare
in a controlled manner the course and outcome of the disorder in
two equated groups of patients of which only one group was given

formal reeducation.

Consequently, they possessed no definite standards to assess
spont aneous recovery of cerebral function as opposed to the

effects of reeducati on.

Subsequent to the traditional pedagogi c approach, a great

vari ety of techniques including drug therapy, sociotherapeutic
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t echni ques, group therapy and rol e playing were reported as
effective in the early latter half of the twentieth century,
(Linn, 1967; Aarouson and Shatin et al, 1950; Bloom 1962;

Backers and Henry, 1947).

Al'l these approaches seened to depend upon the training
and background of the therapists, some therapists were stinulat-
ing their patients by one technique, while others were using
di fferent techniques but in the final analysis, all therapists,
regardl ess of their particular approach, new doi ng what m ght

be called "stimulation therapy".

This resulted in a nunber of techniques viz:
- auditory stimulation by schuell (1955).
- Stimulation approach by Wepman.

- Visual -auditory approach by Ei senson

Stinul ati on approach’ (Wepnman).

"Language is the conmon tool of interpersonal relations -
t he interpersonal needs, the clinmate of recovery, the notiva-
tion to continue - such interpersonal and interpsychic events

requi re our nost heartful attention” (Wpnman, 1972).

According to Wepman, Aphasia therapy |ike any other therapy
is designed to help in changing behavior, not in the confines of
a therapeutic setting alone, but in life, and it nust be tailored

to the neurological, linguistic and social needs of the patient.

He believed in three aspects which were inportant in the

recovery process. They are - STIMJLATION, FAC LI TATION and
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MOTI VATI ON. These three forns were inextricably related and
coul d not produce therapeutic changes w thout brining about
changes in the other. Hi s approach to therapy can be summari zed

as foll ows:

STI MULATI ON: Therapy is organi zed, goal directed stimulation
based upon a recognition of the patients needs, his drives and
his notivation. Vocabularis are used which are considered as
old recall patterns, nuch in the manner in which they were

produced prior to the trauna.

By stinmulating the patients, it permts themto function
I n language generally, rather than specifically i.e. the patients
may use the words which are far renoved fromthe vocabul ary

used in therapy.

Therefore, the content of therapy serves only to stinulate
the patient to produce the integrations necessary for |anguage,
but does not convey specific new | earning or new vocabulary to

t he patient.

FACI LI TATI ON

This relates to the state of the organi sm sonetines the
patient seens ready to produce the integrations necessary for

use in | anguage, and at other tinmes, he seens quite unready.

Aphasia therapy facilitates the patient as he prepares
to function i.e. when he is ready to produce |anguage, he

becomes able to do so.
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Facilitation is a binodal concept:

a) It is, as a consequence of stinulation, that factors which
exi sted as nonintegrated cortical structures begin to function
in a nmore Integrated manner.

b) It is the physiological |owering of the inpedance agai nst

organi zed cortical action.

The i npedance here m ght be thought of in ternms of the
destruction through trauma of the pathways which forned the
previ ous integrations necessary for |anguage response and which
| eave the patient wth sufficient cortical tissue for response
but insufficient intact pathways for the particular act he w shes
to perform Therefore for successful integration, new pathways

are facilitated by |owering the inpedance.

MOTI VATI ON: Wepman states that stinulation - facilitation do not

conpl etely explain the recovery process.

The concept of notivation is expressed in ternms of the
psychol ogi cal state of readiness for the formation of new,
operative, neural integration. Motivation indicates the |eve
of goal directed behavior, possessed by the patient. Mdtives
are defined as goals to action, goals to be achieved, consciously

recogni zed and not as the present status of the case.

The aphasic patient functions best when he reaches a psycho-
| ogi cal state of high notivation. By careful observation of the

pati ents behavior, one can see the success, we are obtaining in -
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a) meeting his needs, and
b) in our attenpts to assist himin his resolution of his

| anguage deficit.

AUDI TORY STI MJULATI ON (Schuel ) :

"Clinical findings indicate that inpairment of auditory
retention and recall are reversible to a considerabl e degree
and that inprovenent of articulation, word finding, reading
and witing often results fromthe use of a single therapeutic
principles STRONG CONTROLLED, | NTENSIVE AUDI TORY STI MJULATI ON
(Schuel |, 1955).

She reported that aphasic patients need to hear and grasp
meani ngful sound patterns over and over, day after day, nonth

after nonth, as long as even m nimal aphasic synptons exi st.

Auditory stinmulation was considered as the foundation of
all aphasia therapy she proposed six inportant principles

involved in the use of effective auditory stinulation. They are:

1) Material used should be neaningful to the patient and rel evant
to the context in which it is used.

2) Length of each auditory unit presented nust be carefully
controll ed.

3) The patient should make a specific response to each | anguage
to each | anguage unit presented.

4) Abundant and varied materials should be used during each

clinical period.
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5) Maxi mal nunber of verbal attenpts should be nmade by the
patient during each clinical period.

6) Defective responses should not usually be corrected.

She has reported sonme inportant techni ques for
1) auditory stimulation, (ii) vocabulary and | anguage usage
ii1) sensori-notor involvenent (a) facilitation of novenent
patterns (b) for obtaining specific sounds (c) reinforcing

sounds and facilitating speech, nopvenents.

El SEASON S APPROACH: Ei senson believed that the objective of
therapy for an adult aphasic is to bring himas close as possible
to his prenorbid status as overall circunstances will permt.

The circunstances may include notor and sensory inpairnents as
well as nodification in intellectual and | anguage. Social and
vocational readjustnents are associated with these and include

patients famly and the patient hinself.

The ultimate goal of therapy was to help the aphasic
patient find a purpose in |life that is ahead of him The
enphasi s and thrust of therapy for sone patients was on their
future roles in life and the need for persons close to themto
accept them as inportant nenbers of society despite |anguage
limtations and the economc inplication inposed by the severity

of their circunstances.

He reported that therapy should be started as soon as the

patient is able to take notice of what is going on about him



20

He stressed the role of psychotherapy for aphasics which

assists them for adjustnments in life.

The best pathway for stinulation recormended by him are the
sensory and notor avenues. For sone, aural node for reception
and graphic for production was considered and for sone visua
for reception and oral for production. Later, auditory-visua
associ ation were established i.e. by picture identification and

repetition of the words followed by phrases and sentences.

To sunmarize, Wepnman believed in three aspects of therapy
stinmulation,facilitation and notivation, while Schuell considered
auditory stimulation as the basic approach and Ei senson contri -
buted to visual auditory approach with oral (spoken) feedback

response.

MODERN- METHODS:

The continued interest in aphasia rehabilitation and the
debate about its usefulness led to the Solution of specific
nmet hods for different types of aphasia, tapping specific |anguage

skills |ike speaking, understanding, reading, witing, ... etc.

Anna Basg, Capitani and Vignolo (1979) found that rehabili -
tation had a significant positive effect on inprovenent in al
| anguage skills. It was found that oral |anguage nodalities
tend to inprove nore than correspondi ng aspects of witten
| anguage. Formal | anguage rehabilitation had a positive effect

on the inprovenent of the ability to communi cate through speaking



21

listening, witing and reading provided that it was carried
out during at least 6 nonths and at a rate of no |l ess than 3

i ndi vi dual session/ week.

Springer and Weni ger (1986) reported that the ultimte aim
of language therapy is to enable the aphasic patient to nanage
the comruni cative interactions again. Though they pick up
nonverbal cues relatively well, they often display considerable
difficulties wwth these features of discourse which involve

specific linguistic capacities.

Therefore, specific fornms of therapy, verbal and nonverbal
are used with different types of aphasia tapping their linguistic

and cognitive ability.

The therapeutic nethods can be classified into -

a) nonlinguistic nmethods (b) |inguistic nethods.

a) Nonlinguistic nethods: are -

1) Programmed instruction

2) artificial |anguage system

3) Melodic intonation therapy (MT)

4) Voluntary control of involuntary utterances (VClIU)

5) Visual action therapy (VAT

1) Programred instructions This has been used by Holland (1970), by

Sarno, Silverman and Sands (1970).

Hol | and (1969) described the characteristics of programmed

instruction by defining in detail the behaviour ultimtely to be
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taught. The programer then surveyed the response repertoire
of persons for whom the programis intended or choose a grossly
rel ated response that the patients are capable of emtting.

She defined this as the prograns begi nning. The program noves
in small, carefully controlled steps towards cl oser approxi -
mati ons of the criterion behavior, which is called as shaping.

Correct responses are differentially reinforced.

Hol |l and (1969) reported success in increasing auditory
menory span for auditory materials consists of sequences of
digits and progressively |longer and nore conplex units of

spoken speech.

2. Artificial |anguage system Artificial |anguage system

was used to train global patients by dass, Gazzani ga and

Premack (1972).

Despite gross deficits in natural |anguage, the patients
were able to learn an artificial |anguage systemusing cut out
paper synbols for words. Various |evels of conpetence were
attained ranging fromthe expression of relations between objects
(sane and different) to sinple statenents of action (subject

predi cate - direct - object).

O her tests of conceptual - cognitive capacity reveal ed

potential for abstraction and conceptual thought. It is proposed
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that despite massive | anguage | oss, globally aphasic patients
retain a rich conceptual system and at |east sone capacity for

synbolization and primtive linguistic functions.

3) Melodic intonation therapy (MT): Al bert, Sparks and

Estrabrooks were encouraged by the grow ng evidence that the
right cerebral hem sphere is dom nant for nusic (Spellacy, 1970)
andi ntonati onal contours (Bl unstein, Cooper (1974). These

findi ngs suggested that function associated with the intact

ri ght hem sphere m ght be used to inprove the | anguage functions
of the damaged | anguage dom nant |eft hem sphere. The resultant

techni que came to be known as "Ml odic Intonation Therapy"(MT).

Estrabrooks suggested the followng criteria in determ ning

t he candi dacy for MT:

1) The patient nmust be severely inpaired in verbal expression.

2) The patient nust have intact conprehension skill for process-
ing the verbally presented M T stinuli.

3) The patient nust have renai ned severely inpaired in verbal
expression for at least 4 nonths. This is to exclude the
spont aneous recovery period (Culton, 1969; Sarso, 1971).

4) The patient nust have received a previous course of [|anguage
rehabilitation, but remained severely inpaired in expression

so that, this nethods nerit can be enphasized.

To summari ze, the best candidate for M T woul d denpnstrate

the main characteristics of "phonemc articolatory disorders of
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speech”, at |east noderately intact auditory conprehension,
severe oral apraxia, poor word repetition and tendency toward
use of a restricted phonem c stereotyping, for eg, 'bika bika’
In addition, the best patient will have aphasia as a result
of CVA rather than extensive intracranial surgery and wll be

closer to 4 nonths than 99 nont hs post onset.

The treatnent program by sparks Hel mand Al bert (1974)
2

consists of al/level program and Sparks and Hol |l and (1976) have
proposed a 4 |evel programin which the first |evel required
the patient to reproduce hummed patterns w thout words, while
the other three required the patient to intone phrases and

sent ences.

Therapy utilizes high probability word phrases and sentence
itens which are nusically intoned according to the inflection
stress and rhythm patterns of the natural speech prosody of

each item

Phonol ogically less conplex itens are chosen at the el enen-
tary |level by avoiding the consonant bl ends and i ntroducing

bi | abi al and al veol ar sounds in the early treatnent program

Fam |y names, greetings and sinple comments are included

at the elenentary | evel

G eason et al (1975) suggested that command statenents

precede statenents of fact in the hierarchy.
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The singing follows a high note, |ownote pattern. Each

syllable is sung separately but a stacatto approach is avoi ded.

To concl ude the therapist assiststhe patient in hand tapping
foll owed by humm ng and progresses to verbalization. The therapis
and the patient say in unison in all the steps wth the therapi st
gradual ly fading away. The therapy is concluded when nornma

speech prosody is utilized. i

4. Voluntary control of involuntary utterances: (VAU - This

approach putforth by Estrabrooks and Barresi (1980) ained at
hel ping the patients to bring involuntarily is produced utterances
under voluntary control and hence ternmed "Voluntary control of

I nvoluntary Utterances" or VCIU.

Aphasi ¢ popul ation with noderately intact conprehension
and severely nonfluent verbal output with apraxia are anenabl e

to VCI U.

Patients with stereotyped verbal expression |ike 'No'

"Oh', "l don't know ,.... were found to be the best candi dates

for this technique of therapy.

This approach differs fromothers in that the patients
spont aneous utterances formthe basis for the therapy and the

patient not the clinician, determ nes the treatnent | exicon.

5. Visual Action Therapy (VAT): VAT is a nonverbal treatnent

whi ch enabl es gl obally aphasic patients to produce synbolic
gestures for visually absent pictured object stimuli (Ertabrooks)

Criteria for selecting patients were given by Helmet al are as

foll ows:



26

a) Patient should be diagnosed as d obal Aphasi a.
b) Patient should have received some other form of |anguage

t herapy which has failed to result in any inprovement.

The theoretical rationales to support the training of
gestural output systens of global patients given by Estrabrooks
et al are:-

a) Gestural comunication may be used independently of verbal
conmuni cati on

b) Hand gestures for manual comunication require |ess refined
notor control than the articulatory novenents required for
ver bal conmunication

c) Linb novenents, unlike facenovenents, have nore predom nately
uni | ateral control

d) The hand-arm unlike the bucco/facial apparatus necessary
for speech is visible to the initiator and can be visually

nmoni t or ed.

Despite the theoretical advantages of using gestures,
there are certain abstracts which may interfere with their

| earning a gestural system

a) Patients with gl obal aphasia usually have severe linb apraxia
of the non-hemplegic left armas a part of their symptom This
may prevent patients fromusing representational gestures as a

natural neans of conmuni cati on.

b) Severe auditory and readi ng conprehension disturbances

preclude the use of verbal or witten instructions.
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c) Sone patients may not show significant inprovenent by using
VAT because of the facial apraxia. VAT trains the linb praxis

and not the bucco facial praxis.

The treatnment program consists of three levels. First
| evel contains 12 steps, levels 2 and 3 contains 6 steps each.
Directions and reinforcenents are given nonverbally. Each

session begins with a review of the precedi ng step.

The hypot hesi s which explains inprovenent in auditory
and readi ng conprehension are (I) Patients may enploy interna
verbal nonitoring during the training program (2) VAT may
| nprove general attention skills (3) VAT may inprove visua
spatial and visual search skills (4) VAT may integrate some of
t he conceptual systens necessary for |inguistic performance.

(Hel m and Benson, 1978).

B) Linguistic Methods:

The above types of therapy are nodality bound. These forns

of therapies were used till the |ast decade.

In the |ast decade, therapy has focussed nore on linguistic
aspects. Conseqgently a nunmber of |inguistic approaches are being

devel oped and tried out in aphasia rehabilitation.

Various researchers have contributed to the |inguistic
aspects in aphasia therapy. (Lecours (1965); Lhermtte et al
(1969); Lhermtte and Ducame, B(1965), Lecours (1975); Nespoul ous
J.L (1973).
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Lesser (1978) reports the contribution of linguistics to
therapy as follows -
a) The first is to expect a one to one correspondence between
di scovery from |inguistic exam nations of aphasia and reconmen-
dations for therapy i.e. if linguistic investigations revea
that there is an order of difficulty of linguistic elenents,
then the therapi st discovers the position in this rank order
to which the patient has regressed and plans a therapy pro-
gramme which takes the patient gradually forward through itens

of progressively greater difficulty.

b) The other attitude is to point at the contradictory results
and different interpretations far fromthe linguistic investi-
gations and stress that they denonstrate the conpl exing of the

| anguage di sorders after brain damage.

Lherm tte and Qucarne (1965) coined the ternipre |anguage
t herapy" which is given prior to |anguage training. "It con-
sists of a series of enpirically selected exercises which are
presented with the aimof mnimzing the clinical manifestations
of various neuropsychol ogi cal disturbance which are frequently

associ ated with aphasi a”.

Prel anguage therapy focuses on renediation of attentiona
di st urbances, problens of spatial and tenporal orientation, of
menory, of calculation and dyspraxic deficits which affect retrain-

ing of spoken or witten | anguage.
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In cases of Broca's aphasia, a programme for preparatory
exercises for phonetic level therapy is utilized which controls
intra oral pressure, imtation, performance on command vari ous

movenent s of speech organs, witing exercises are also included.

Prel anguage therapy can be used simlarly with other types

of aphasia so that |anguage therapy gets facilitated.

Ther api es based on |inguistic principles have been given
for several types of aphasia.

|. Therapy in Broca's Aphasi a.

|. a) Therapy for linguistic reduction: given by Lhermtte et al (19
Managenent of the linguisticreduction is divided into 2 stages

i) Denutization (ii) Spontaneous producti on.

i) Demutization: Here the automatic uses of |anguage i s encouraged

Phonem ¢ cues and contextual cues along with m ne, gestures are

used to enhance speech production. Gadually, the patient is

encouraged to produce nmeani ngful linguistic units in Unison with

the therapist. This includes inperative predicates, expression

of enpotions, etc.

i i) Spontaneous productions Here, audiovisual cues are used. D alog

ues which includes propositional questions, replies and coments

are made use of.

| (b): Therapy for phonetic disturbances: Therapy includes notor
imtation followed by verbal imtation in the initial stages;

|ater, the patient is required to produce on verbal conmand.
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The course of therapy is hierarchically organized. Vowels
are taught first followed by consonants (stops before fricatives,

anterior consonants before the posterior ones etc )

Therapi st and the patient produce the phonetic features
i n Uni son acconpani ed by hand gestures. Later, the patient

repeats these features w thout cues and exaggeration.

After phonenes are accurately produced, syllable enchaining
is done i.e. the exercises including phonem c sequences in order

of increasing conplexity (words, phrases and sentences).

These | earning exercises are followed by drills and exercises
to pronote stabilization, generalization and transfer to ora

readi ng, conversation etc.

I.(c) Therapy for inpaired prosody: The expression of joy,

surprise, fear etc, are expressed through variations in into-

nati on.

Sonme of the suprasegnental features of discourse are
affected in Broca's aphasia. The speech is nonotonous, exagge-

rated, leading to a |loss or disturbance of normal speech nel ody.

The patient nmay be given exercises centred on Vocalic chain-
ing, transitions between words stress and nelodic Iine. Exercises
are ained at recovery of the intonation patterns of interrogatives,

negati ves, etc.



B. Word Fluency:

Ask the patient to name as many animals as
she can in 1 m nute. The patient may be hel ped
hesitant "Think of a domestic animal, |I|ike the
or awild animal, like the tiger". The pati ent
be pronpted at 30 seconds. Score 1 point for
ani mal named (except for those in the example),
if distorted by literal paraphasia.
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Articulation and prosody can be conbi ned through prol onged

t rai ni ng.

1(d) Therapy for Agrammati sm Therapy includes exercises which
aimat increasing the availability of the comonest norpho-

syntactic rul es.

The follow ng principles enhances the effectiveness of
t herapy (Lecours et al 1965).
1) Lexical elenents (nouns, adjectives and verbs) are selected
according to their frequency of usage in the | anguage.
2) The questions asked during the early stages of therapy are for-
mul ated in such a manner that the syntactical structure* of the
correct respond is predeterm ned.
3) Visual cues are presented.

4) Exerci ses of conprehension precede those of production.

Conpr ehensi on exercises include pointing to picture in
response to spoken command and matching of witten sentences

to their correspondi ng pictures.
Production exercises - repeating, copying, reading

5) Inperative and assertive forns precede nagative, investigative

and ot her transformations.

6) Exercises in narration are carried out wwth the aimof increas-
ing the transfer and generalization. To help this, therapists

assistance is gradually decreased.
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Stages In therapy:

It consists of three successive stages.
1) Teaching of thematically unrel ated sentences.
Initial stage, focuses on the patients attention on structura

aspects i.e. on the syntactical features of the stinulus utterances

eg. Therapist: | want to go out, so | open the door and what do
| do?
Patient: | go out.
Initially, the first cue is given by the therapist. Exercises are

preceded by repetition and oral reading.

2) Teaching Thematically related sentence.
| nternmedi ate stage, where the patient attends to both the
syntactic structure of the target sentences and the nessages

conveyed (semantics).

Here, exercises include 'SAD (sinple affirmative decl ara-
tives) type. Audiovisual cues are used. Initially, repetition
of the therapists utterances followed by oral reading of the
printed matter and therapists questions to elicit the target

response is used.

Eg. Picture of a lady walking Picture of lady falling

Printed: Lady is wal ki ng She trips and falls off.

3) Expressive di scourse:

- Final stage ains at the transfer of these gains into variation.
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Articulation and prosody can be conbined through prol onged

t rai ni ng.

I (d) Therapy for Agrammati sm Therapy includes exerci ses which
aimat increasing the availability of the comonest norpho-

syntactic rules.

The follow ng principles enhances the effectiveness of
t herapy (Lecours et al 1965).
1) Lexical elenents (nouns, adj actives and verbs) are selected
according to their frequency of usage in the | anguage.
2) The questions asked during the early stages of therapy are for-
mul ated in such a manner that the syntactical structures of the
correct respond is predeterm ned.
3) Visual cues are presented.

4) Exercises of conprehension precede those of production.

Conpr ehensi on exerci ses include pointing to picture in
response to spoken command and matching of witten sentences

to their correspondi ng pictures.
Production exercises - repeating, copying, reading

5) Inperative and assertive forns precede nagative, investigative

and ot her transfornmations.

6) Exercises in narration are carried out wwth the aim of increas-
ing the transfer and generalization. To help this, therapists

assi stance is gradually decreased.
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Stages in therapy:

It consists of three successive stages.
1) Teaching of thematically unrel ated sentences.
- Initial stage, focuses on the patients attention on structura

aspects i.e. on the syntactical features of the stinulus utterance

eg. Therapist: | want to go out, so | open the door and what do
| do?
Patient: | go out.
Initially, the first cue is given by the therapist. Exercises are

preceded by repetition and oral reading.

2) Teaching Thematically related sentence.
- Internedi ate stage, where the patient attends to both the
syntactic structure of the target sentences and the nessages

conveyed (senmantics).

Here, exercises include 'SAD (sinple affirmative decl ara-
tives) type. Audiovisual cues are used. Initially, repetition
of the therapists utterances followed by oral reading of the
printed matter and therapists questions to elicit the target

response i s used.

Eg. Plcture of a lady walking Picture of lady falling

Print ed: Lady is wal ki ng She trips and falls off.

3) Expressive di scourse:

- Final stage ains at the transfer of these gains into variation
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Initially, pictured stinmuli is given followed by narration
on suggested topic of well known stories which |ater noves on

to personal narratives not dependent on such formalized |earning.

I'l. Therapy for Wernicke's Aphasi a:

Il a) Therapy for |ogorrhoea: The goal here is to silence the
patient and to focus his attention on different tasks which include
nostly nonlinguistic stimuli and require gestural rather than

spoken producti on.

Lhermtte et al (1965) states that after conpleting the above
task, language retraining is begun. The exercises includes:
- audi ophonatory exercisesby repetition
- vi suoophonatory exercises by oral reading.
- audi ographic exercises by witing to dictation

- visuographi c exerci ses by copying.

The | east inpaired node are utilized first. Transition

fromthese stages to dialogue situation is carefully done.

Il (b) Therapy for phonem c disturbances: Therapy exercises are

pl anned to follow an order of increasing difficulty.

I n the beginning of therapy, anticipation errors (activate -
tactivate) has to be mnimzed. This can be done by exposing
the stimulus syllable by syllable. This syllable by syllable by

exposure can be achieved in oral reading by covering the card.
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Perseveration can be controlled by |engthening the

i nterval between successive stimuli.

Since few errors are made on nonosyllables, initially,
bi syl | abl es whose constitutent phonenmes do not share many conmon
feature (hanmmer, pillow) are used. Later, bisyllabic stimnuli
havi ng simlar phonenmes are used. (Satin, seashore, seaside)

these are followed by clusters |ike concrete, structure, etc).

After bisyllables are established small phrases are included

and | ater coupler sentences are trained.

Al aj ouani ne et al (1964) state that oral reading is |ess
i mpai red than repetition. Hence, they recommend witten word
pairing with auditory nodel. Since witing to dictation is
| ess inpaired, the patient is trained to wite and read sinul -

t aneously.

In the final stage, other nodes are renoved and concentration
on therepetition node is stressed. |If the patient has difficulty
in all nodes, the "nethod of codes" by de Ri beucourt.

- Docarne is utilized; whose association of sound and neani ng

is done eg. If the patient spontaneously say 'car', the therapi st

should imrediately try to associate it with witten word, with

a gesture or with a rapid sketch to elicit the production of 'car

Il (¢c) Therapy for paragramuatism Paragrammti sm or dyssyntaxia
is characterized by the juxtaposition of |exical words. Para-

phasi c substitutions are observed.



35

The sentence stimuli used in the therapy exercises include
correct exanples of the syntactical structures erroneously product
by the patient. The patient is asked to read. The stimuli, to
repeat them and to reproduce them fromnenory in speech and in

writing. O her exercisesare, joiningof sentencefragnmentswittenondifferent c

An order of increasing |inguistic conplexity is foll ows:

Thematerials used are simlar to that used in the |ast stages

of therapy for agrammtism

Therapy for |exical disturbances:

Lexi cal disturbances are observed in all type of aphasia
excluding pure anarthria, pure agraphia, pure word deafness and

pure word blindness.

VWhen | exical reduction is clearly evident, the first stage
of lexical therapy consists of nam ng exercises - this is to
pronote recovery of a basic vocabulary. The initial words are
semantically diverse and a have a high frequency of usage.
Refinenments are included in the |ater stages of therapy, where
the patient is asked to name not only each stinulus, but also

its different parts (Watch - hands, bracelets).

Low frequency usage words and words which are related in
terms of conceptual association (eg. Chicken-Table) are introduced

| at er.
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During the first stages of therapy, drawi ng and pictures

are used with witten words.

Onbredane (1951) used the term "Rotated Nam ng". Here,
cues are not given, and the patient is asked to respond to the
picture card. No time limt is inposed. Then a 2nd card is
given to name. Again first and second card are presented to
verify the continued availability of the appropriate response.
Later, a third card is introduced. This nethod was found to be

useful in therapy for patients with ammesic aphasi a.

For Broca's aphasics, phonemnm c cues should be given al ong
with the above steps and followi ng exercises are utilized which
are linguistically oriented. These exercises are ained towards
t he associ ated production of words which are defined in relation

to others by different types of senmantic associations.

1) Antonynmes: A stinulus word is presented orally and inwiting
and the patients task is to find a word of opposite neaning or
during initial exercises to select the antonymfroma list of

wor ds spoken by the therapist or witten on separate cards.

2) Homonyms: Here, the patients task is to produce different

wor ds each one of which is related to the possi bl e neani ngs.
3) Synonyns: which have simlar neaning.

4) Derived words - the patient has to say some derived forns of

the stinmulus word, (front-affront, frontier, forefront).
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5) Conpound words - the first elenent is given and conpound words

are constructed by the patient.

eg. Key-Keyhol e, Keyboard.
6) Categories - Here, the patients task is to retrieve the nane
of sone category nenbers.

eg. Tools - hamer, screw driver. etc.

Li ngui stic Profile Therapy (LPT)

Thi s techni que was devel oped by Karanth (1986). Therapy

is based on the assessnment and description of the profiles of
The

i ndi vi dual aphasics on the TPAK Psycholinguistics abilities
in Kannada).

The rationale of the therapy is as foll ows.
Rehabi litative progranme based on individual aphasics |inguistic
profiles are on concrete grounds affording both neasurable
precision and direction at every stage in therapy. They are
consi derably nore tailor made than traditional approaches to

| anguage t herapy for aphasics "(Karanth, 1986)".

LPT is nore conprehensive than the tradition nethod of the
t herapy taking into account both the nodality bound deficits

and those of linguistic conplexities.

It offers the | anguage therapi st a concrete base, therapeutic

di recti on and neasurabl e precision in terns of therapeutic progress
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This nethod is easily anmenable for honme training prograns under

t he gui dance of |anguage therapists.

The subject candidacy to undergo this therapy are -

Irrespective of the type of aphasia, the severity and tine,

all aphasics are anenable to therapy. But, LPT may not be

i mredi ately practicable with severe global aphasics. It is
suggested that with these patients |anguage therapy may be
initially based on a broad two prolonged outline with focus

on automatic speech on one hand and progmati c usage of | anguage
on the other . \Wen the patient shows sone inprovenent within

this broad frame work, LPT could be begun.

The details of the therapy have been put forth in the

subtitle "Current study".

These are the few linguistic approaches which are currently

bei ng used in therapy.

EFFI CACY OF THERAPY FOR APHASI A :

Despite the fact that aphasia therapy has existed for severa
decades the question of efficacy of therapy for aphasia remins

equi vocal

The earlier reports of Frazius and Ingram (1920) stated that
"I nprovenent has been marked in every patient, the aphasic
synmptons of sone of whom had previously remained stationary for

several nont hs".



39

Butfield and Zangwi || (1946) reported on the treatnent of
aphasia and inprovenent after reeducation.
46%of their patients were judged as much i nproved.
31%as their inproved and

23% as uni nproved.

Wepman (1951) studied soldiers with traumatic head injuries
during Il world ear and 51%of his patients showed i nprovenent

after | anguage rehabilitation.

Several researchers have reported the effectiveness of
speech therapy for aphasics. (Meikle, Wechcler, Tuppu et al 1979,
David, et al 1982).

Many studi es have used nonrandom zed control group and have
found the effectiveness in therapy. (Basso, Capitani and
Vi gnol o, 1979; Basso, et al, 1975; Deal and Deal, 1978; Hagen, 1973;
Schwan and Kertsz, 1981).

Addi tional studies w thout using control groups, have provided
evi dence towards solving the efficacy issue and have reveal ed posi -
tive effects for | anguage treatnent (Broida, 1977; Butfield and
Zangwi | |, 1940; Debul and Hanson, 1975; Prins et al 1978, Sands,
Sarno and Shankweiler, 1969; Safer, 1973; Smth et al 1972
Wertz et al, 1978; Wertz et al 1981).

But, other researchers contradict the above studies stating
that speech therapy for aphasics is |least effective (sarvo eta

1970; Rincoln et al, 1984).
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This is because the subject as a whol e provokes nmany

constructive criticisns and conmrents.

Researchers like Pring (1983), Coltheart (1983); Code(1985)
suggest that single subject studies m ght be an appropriate too
for therapists who are com ng under increasing pressure to

denonstrate the value of their work.

Advant ages of single subject studies are as follows: -

1) The subject can act as his/her own control, thus avoiding

the need to match another subject on all the rel evant variabl es

2) No patient remains untreated.

3) The study can be nore easily carried out by practicing
t herapists in a normal clinic.

4) Details of the intervention techniques are given, thus making
the study clinically useful to other therapists and nore
realistically replicable.

5) The clinician receives ongoing information about the efficacy

of his/her therapy for the patient in question.

According to Pring (1983), the duration and extent of sponta-
neous recovery, support and stinulation provides by relatives and
friends are difficult to account. In addition, is difficult to

generalize the results of single case studies.

But, these nethodol ogi cal objections are negated by nost
singl e subj est designs where the efficacy of therapy has been

put forth (Anne Hesketh, 1986; Pring, 1986).
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MI1ler (1984) points out the advantages of single case
studies in studying the efficacy of treatnent.
1) If specific forns of intervention is shown to effect inprove-
ment in the specific skills to which they are directed, it can
be plausibly argued that treatnent was the cause of such
i nprovenent .
2) This claimcan be strengthened by show ng that i nprovenent
does not occur in another area of deficit not related to the
treat nent.
3) Anot her advantage is that inprovenment may be nore rapid if
specific areas are treated than if the nmeasure of inprovenent
is a nore general one.
4) The use of specialized treatnment allows a nore satisfactory

resolution of the baseline problem

In alnost all of the above reviewed net hods, inprovenent
was observed. But, the Inprovenent inclinics was generally
not correlated with the overall conmmunication abilities of the

patient.

Chapey (1976) opined that the need for socialization is
the core of man's existence and the desire to communicate with
others is the essence of that socialization. Therefore, to
satisfy the social needs, man needs other comrunication abilities

like witing, reading, usedin anatural manner.

Know edge of natural speech utterances has increased rapidly

in recent years through psycholinguistic research.
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Ther ef or e,

/the working principles that seemnost useful to future aphas
rehabilitation programs are - (Wpman, 1957).
1) That the aphasic patient is an individual exhibiting both
internal and external needs with definable problenms both in
psyche and soma and others, that are truly psychosomati c.
2) That the aphasic adult is an individual exhibiting behavior
which is the product of his biological inheritance, his early
environnmental conditioning plus his brain injury and its consequen
3) A broadly conceived attitude towards the therapeutic clinmate

i sessential becauseof t hewi de spreadnat ur e of t heaphasi cpatientsgeneralizedpr

Havi ng consi dered the above factors, therapy should enphasize
the used to nmeasure the inprovenent not only the clinics, but

also in the overall conmmunicational abilities of the patient.

The objective of the present study is to check the efficacy
of linguistic profile therapy in bring about functional inprove-
ment (which considered other communicational abilities) as

measured by functional conmmunication profile (FCP).
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CURRENT STUDY

AlM The present study ainmed at analyzing the efficacy of

| anguage therapy in aphasia. The | anguage therapy was based

on Linguistic profile Therapy (LPT) which focuses on linguistic
aspects. The reflection of such therapy in a patients daily

conmmuni cati on was studi es.

TOOLS: The tools used in this study were:

a) Western Aphasia Battery (WAB)
b) Test of psycholinguistic abilities in Kannada (TPAK)

c) Functional conmunication Profile (FCP)

a) WAB: This test was designed by Kertesz and Poole (1974).

WAB was designed for clinical and research purpose.

The oral | anguage subtests are:

- spont aneous speech

- auditory, verbal conprehension

- repetition

- nam ng.

These are used to assess the severity and type of aphasia. The
summary of their scaled scores provides the Aphasia quotient(A Q.

The test format is given in Appendix "A .
b) TPAK: This test was designed by Karanth (1980)

The test was designed with the "objective of evaluating the

I inguistic conpetence of aphasics by obtaining and anal yzi ng



44

adequate |inguistic sanples at the phonem c, syntactic and

semantic levels both in reception and expression”. (Karanth, 1980)

The test is conprised of three mpjor sections:
I . Phonol ogy
1. Syntax

I1l1. Semantics.

The phonol ogi cal section elicits all the basic features in
t he phonol ogi cal system of the Kannada | anguage. It contains

two subsections.

Phonemi ¢ discrimnation deals with the patients ability to
di stingui sh between basic features of the phonol ogical systemin
hi s speech reception. Mninmal pairs are used with words sel ected
for their famliarity and picturability. Here, the patient is

asked to point to the picture naned.

Phonetic expression deals with the patients ability to
pronounce the different phonenes of the Kannada | anguage in

different word positions and conbi nations.

Section Il deals with syntax. Here, the patients are asked
to say whether the given sentence (aural/witten) is correct or
not . Both correct and incorrect forns are included and accuracy
of the response, is checked. The constructs involve transitives,

intransitives tenses, causatives, conjunctives,... etc.

Section Ill deals with senentics. Here the objective is to

check whether the patient knows the neaning or concept associated
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with words and t he rel ationship between the words. Here, the

patient's expression of this know edge in speech is tested.

The subsections include semantic discrimnation and semantic
expression. The former one tests the conprehension in terns of
colours, furniture and body parts; and the latter one tests the

expression in terns of nam ng, synonyny, hononymny, antonyny,.etc.

The stimulus is admnistered in either the oral or graphic
node, which ever suits the patient, while testing both reception
and expression. Responses can be gestural spoken or witten both

in reception and expression.

Spoken and heard speech are the only forns tested. Readi ng
and witing are used as additional channels of reception and
expression for purposes of testing, but these are not scored

(Karanth, 1980).

The test format and scores are given in Appendix 'B'.

c) Functional communication Profile (FCP)

This profile was designed by Sarno (1963). This is a profile
which is used to neasure a di nension of |anguage performance not
used in clinical setting.

\

FCP consists of a list of 45 communi cati on behavi our which

are used in common in daily life. The itens such as handling

noney, saying greetings, calcul ation,etc. are included.
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Its purpose is to enconpass as nuch information about a
patient's residual |anguage function as possiblein the sinplest
and nost visual manner. A quantifiable neasure of functiona
conmuni cation regardl ess of an individuals severity of inpair-

nment is obtained.

Rati ngs for each |isted behaviour are made on a continuum
al ong a nine point scale fromzero to normal. Ratings are done
on the basis of a non structured interaction with the patient in

a conversation situation.

Scores are expressed as subscores for each conmunication
nodal i ty- novenent, speaking, understanding, reading and others
The scores are converted in ternms of percentage and wei ghted
scores in each nodality. A overall percentage is obtained by
adding up the wei ghted scores which reflects total functional
conmuni cation abilities.
eg: An overall score of 62% indicates that the patient's tota
conmuni cation effectiveness is 62% of his prenorbid |evel.

The profile is given in Appendix 'C'.
SUBJECT:

The subject of this study RRis a 33 year old right handed
male. He is a native speaker of Kannada (a draw di an | anguage
spoken in Karnataka -South India) and could understand English
also. RR is literate having studied upto twelth class and

wor ked as a Electrical Technician in a factory.



CASE HI STORY:

The patient was brought to "Al India Institute of Speech
and Hearing" four nonths after a stroke, with the follow ng
conpl ai nts.

- Difficulty in nam ng

- Difficulty to say what he wanted to say

- He had right hem plegia for one nonth after the incident.
Medi al reports revealed the follow ng -

- Left carotid insufficiency

- Left cerebral infarction

- No cranial nerve involvenent

- Normal intracranial circulation

The present investigates interviewed the patient four nonths

after the incident and adm nistered the tests described earlier.

PROCEDURE

Three tests (WAB, TPAK, and PCP) were admnistered in the

standard procedure in three sittings and a baseli ne was recorded.

Envi ronment of adm nistration:

The environnent was made as distraction free as possible
by carrying out the procedure in a quiet roomand by the renova

of any potential visual distractive stimulus.

Patient's condition during test admnistration:

- He was physically fit and his nedical conditions was stable.

- He did not have any sensory problens.



The tests were admnistered in a formal sitting except FCP
whi ch was given both formally and informally (as per the

instructions in the manual ).

Response recording:

The responses were transcribed verbatum in WAB and TPAK and

visually represented in FCP.

t he scores obtained by the subject in the three tests are

given below in Table 1 to 3,

Subtests Patient’ s score

Spont aneous speech

- Fl uency 3

- Information cont ent 5
Conpr ehensi on 6.3
Repetition 0.6

Nam ng 0.8

A Q 14. 7x2=29. 4

Tabl e-1 WAB scores
The scores reflected good information content in the
pati ent's spontaneous speech. But the repetition task was

poorly perforned by the patient.

As described earlier, WAB is used to assess the type and
severity of aphasia. Despite the good information content in

spont aneous speech, the diagnosis of "Broca' s aphasia" was nade



as his fluency,

to his auditory verba

repetition and nam ng was poor,

conpr ehensi on.
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as conpar ed

TPAK: The pretherapy linguistic profile is given in Table-2,

Section

Section-|

Section-11

Section-111

A

®

Tm O 0O w

Subsecti on Possi bl e
t ot al
score

Phonem ¢ discrim -

nati on 48
Phoneti c expression 52
Mor pho phonem c

structures 10
Pl ur al forns 5
Case mar ker s 5
PNG mar ker s 10
Tenses 10
Transitives, |Intransi-
tives and Causatives 10
Conj unctives, conpa-

rati ves and quotaelves 10
Condi ti onal cl auses 10
Participial construc-
tions 10
Sent ence types 10
Pr edi cat es 10

SENVANTI C DI SCRI M NATI ON

Col ours
Furniture

Body

parts

Subj ect s
score.

33
31

8.5
3.5

6.5

Tot al
scores on
sections

58.5
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Secti on Subsecti on Possi bl e Subjects Total
Tot al score score on
score sections
B. SEMANTI C EXPRESSI ON
1. Nam ng 20 3
2. Lexical category 15 1
3. Hononyny 5 0
4. Synonyny 5 3 38
5. Antonyny 5 2
6. Semantic anonoly 5 1
7. Paradigmatic relations 5 0
8. Sytagmatic relations 5 0
9. Semantic contiguity 5 3
10. Semantic simlarity 5 4
11. Pol ar questions 10 5
Grand Tot al 160. 5

Tabl e-2 Scores obtained on TPAK
On The TPAK, the subject perforned poorly on all the three
subsections. However, phonem c discrimnation, expression and

senmanti c expression were particularly poor.

FCP. The pretherapy percentage scored by the subject in all

nodal ities are given in Table-3.
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Modal ities Patient's Patient's Wi ghted
raw score score in score
per cent age

Movenment 13 32% 8.4
Speaki ng 23 29% 5.2
Under st andi ng 55 46% 11.0
Readi ng 22 34% 6. 2
O hers 23 41% 5.8
Overal | percentage score 26. 7%

Tabl e-3 patient's FCP scores.

The conprehensi on scores were maxi num conpared to ot her

nodal i ti es and speaking nodality scored the |east.
THERAPY:

After conpletion of the pretherapy eval uations the patient

and his famly were counsell ed.

Therapy for this patient was entirely based on his linguistic
profile as obtained in the TPAK and did not include the functional

aspects.

Duration of |anguage therapy for this patient was three
months with three sessions in a week. The duration of each session

ranged fromthirty mnutes to forty five m nutes.

The therapy programe drawn for this patient naned l|inguistic
profile therapy (LPT) was based on his linguistic profile (pretherap

linguistic profile). The scores obtained on each of the three
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sections that of phonol ogy, syntax and semantics, out of a nmaxi num
of 100 each, were conpared with each other. That section in which
t he patients performance was the poorest was taken up for therapy.
The rationale underlying this coice was that it is not always
possible to clearly delineate phonol ogical errors as against those
of syntax and senmantics and vice versa. All the three linguistic
| evel s are intervened and cannot be separated in the normal use

of language. Therefore, it is not expected that apnasics wll
show cl ear cut deficits in any one level. The level at which the
greatest deficit is seen is taken up for therapy on the prem se
that it is therein that the aphasic's greatest difficulty lies
and inprovenent at the level would not only inprove his deficit

at that level but also in his overall conmunicati on.

Accordingly, in this patient, the therapeutic focus was on

semanti cs and phonol ogy.

Fol | owi ng hi erarchy was obtained in R R s first evaluation

under phonol ogy and the semantic subsections.

Phonol ogy Senmanti c expressi on
Phonem ¢ di scrim nation Semantic contiguity
Phoneti c expression Semantic simlarity

Pol ar questi ons

Ant onyny

Nani ng

Lexi cal category
Semantic Anonoly
Honmony ny

Paradi gnmatic rel ations
Syntagmatic rel ations
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Accordingly, the followi ng goals were specified for |anguage

therapy for R R

I.(a) Phonem c discrinnation:

The aimwas to

- train the patient to distinguish between basic features of the
phonol ogi cal systemin his speech reception.

- mnimal pairs to be used.

- matching of pictures and witten materials to be used with
oral stinulus.

(b) Phonetic expressions:

The aimwas to

- train the patient to repeat after the therapi st and produce
spont aneously di fferent phonemes in initial, nedial and fina
position.

- picture cards and witten materials along with phonem c cues

to be used.

1. Semantic Expression:

To inprove patients performance in the following semantic areas:
1. Nanming: The aimwas to

- train the patient to nanme the objects presented to him

- comon objects of daily use to be used.

tactual, phonem c and graphic cues to be used.

2. Lexical category: The aimwas to

- train the patient to name as many aninmals as he can in one mnute

- different lexical categories to be used - like fruits, vegetables
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- The cues to be used are - graphic, pictorial and phonenic.

3. Senmantic simlarity:

The aimwas to train
- the patients to match and explain the relationship between
two words which are semantically simlar.

eg. In Kannada adu = ata
@ [ 2

4. Semantic contiguity:

The aimwas to

- train the patient to match and explain the relationship of two

wor ds which are semantically contigous.
eg. On Kannada, bene = tupa
®

- graphic and phonem c cues to be used.

The successive steps to be worked by revising the previous

steps in therapy.

Once such a hierarchy was established, fromthe least diffi-
cult to the nost difficult, the former ones were trained first
to facilitate success and continuance in therapy and to keep up

the patient's notivation.

After the linguistic itens were chosen, the nodalities that
were affected were taken into consi derati on. Based on the debl ock-

ing principle, each stinulus was presented in as many nodalities
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as possible - oral, witten, picture and object. The patient
was encouraged to use all nodalities in response. G adually,
t hose nodalities in which the patient perforned wall were

wi t hdrawn and the patient forced to fall back on the affected

modal i ti es.

Illustration of therapy to RR

Mat erial s used were - picture cards, objects (real ones and
nodel s), book, sketchpens.

His maj or nodality problens were repetition and oral expression

as in nam ng. Wen working on nam ng, he was given t he object

to be named and its name in the witten form He was encouraged

to ook at these and feel the object (tactual cue) while the

t herapi st named for him He was then encouraged to repeat the

word after the therapist. Gadually the witten word and t he

obj ect were withdrawn and the patient was asked to repeat the

word after the therapist. 1In the later stages, the patient was

made to name the object presented to himw thout any cues.
Simlarly, the other itenms were worked out in therapy.

RESULTS AND DI SCUSSI ON

The subject was reevaluated on the WAB, TPAK, and FCP after
thirty six sessions of therapy for a period of 3 nonths. The post

t herapy scores are given in Table (4), (5) and (6).



Spont aneous speech
Fl uency

I nf or mati on cont ent
Conmpr ehensi on
Repetition
Nam ng

A Q

> o o NN

N 0 OO N

52.

Table (4)- Patient's posttherapy WAB

Secti on Subsecti on

A. Phonem ¢ di scrim nation
B. Phoneti c expression

A. Mor pho phonemic structures
B.Plural forns

C. Case nmarkers

D. PNG mar kers

E. Tenses

F. Transitives, Intransitives and
Causati ves

G Conj uctives, conparitives and
Quot ati ves

H. Condi tional cl auses

. Participial construction
J. Sentence type

K. Predi cat es

A.  SEMANTI C DI SCRI M NATI ON
1. Col ours

2. Furniture

w

Body parts

56

scor es.
Possi bl e Subject's
t ot al score
score
48 48 )
)
52 40 )
10 9.5 )
5 3.5))
5 3 )
10 6.5 ;
10 6 )
10 7 §
)
10 7 )
10 7 ;
10 6 )
10 7 ;
10 7 )
5 5
5 5
5 4

Tot al
scor e:
on

88

69. 5
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Section Subsection Possible subject's Total
total score scores
acore on

secs.
B. SEMANTI C EXPRESSI ON
1. Nam ng 10 15 ;
2. Lexical category 15 5 )
3. Honmonyny 5 2 E
4. synonyny 5 5 )
5. Antonyray 5 3 ; 62
6. Semantic anonoly 5 1)
7. Paradigmatic relation 5 0 ;
8. Syntagmatic relation 5 1)
9. Semantic contiguity 5 5 ;
10. semantic simlarity 5 5 )
11. Pol ar question 10 6 ;
Grand Tot al 219.5
Tabl e (5) Post therapy l|inguistic profile.
- Modalities Patlient's Patient's Weighted
score score in score
percentage
Movenent 21 52% 13.6
Speaki ng 41 51% 9.2
Under st andi ng 82 68% 16. 4
Readi ng 39 61% 11.0
O hers 33 59% 8.2
Overal | percentage score 58. 4%

- e T

Tabl e (6) Patient's post therapy FCP scores.
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The results in table (5) indicate that, the patient showed
i mprovenent in semantics and phonol ogy sections. The increase
in Syntax scores were also observed. Simultaneously an increase

in WAB and FCP were also noted as given in table (4) and table (6)

THERAPY PROGRESS:

After three nmonths of linguistic profile therapy, the

foll owi ng inprovenent was observed in the subsections which were

wor ked upon.

I.a) Phonemic discrimnation - The patient could discrimnate al

the features of the phonol ogical system using mniml pairs. He

could point out to the pictures appropriately.

b) Phonetic expression - Repetition inproved renmarkably with

addi ti onal phonenic cues, he could repeat the phonenes, in al

t he positions.

I'1.Semantic expression:

a) Nam ng: The patient could nane 10-12 objects appropriately
wi t hout any cues.
Wth additional cues (tactual and phonem c), he could do nore -

b) Lesical category: In one mnute, the patient could say 5-6

names of aninmals w thout cues and 10-12 with pictures.

- He could nane 6-8 vegetables with visual cues

- He could nane 5-6 fruits with visual cues
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The results in table (5 indicate that, the patient showed
i mprovenent in semantics and phonol ogy sections. The increase
in Syntax scores were also observed. Simultaneously an increase

in WAB and FCP were also noted as given in table (4) and table (6)

THERAPY PROGRESS:

After three nonths of linguistic profile therapy, the

foll owi ng inprovenent was observed in the subsections which were

wor ked upon.

I.a) Phonemic discrimnation - The patient could discrimnate al

t he features of the phonol ogical system wusing mnimal pairs. He

could point out to the pictures appropriately.

b) Phonetic expression - Repetition inproved remarkably with

addi ti onal phonenmic cues, he could repeat the phonenes in al

t he positions.

1. Semanti c expression:

a) Nam ng: The patient could name 10-12 objects appropriately
wi t hout any cues.
Wth additional cues (tactual and phonem c), he could do nore -

b) Lecical category: In one mnute, the patient could say 5-6

names of aninmals wi thout cues and 10-12 with pictures.
- He could name 6-8 vegetables with visual cues

- He could name 5-6 fruits with visual cues



c) Semantic simlarity and semantic contigulty:

Wt hout any cues, he could match the appropriate forma

orally or graphically.

DI SCUSSI ON

The results of the present study indicate inprovenent in
FCP scores for the case who had undergone 36 sessions of LPT,

Paral |l el y, changes in WAB AQ was al so not ed.

The pre and post therapy scores obtained by the subject
on the three tests are given in the formof a bar diagram
G aph-1(See page No. 60)

As may be seen there was an increase in WAB AQ from 29.4 to 52. 2.

I n TPAK, there was an increase from160.5 to 219.5. Qut of
a possible total of 300, when converted to 100 (as depicted in
the graph) it was found that the TPAK scores shifted from 53. 33

to 73.16 fromfirst evaluation to second eval uati on.

When a conparitive (pre and post therapy) linguistic profile
was drawn (Table-7), it was observed that there was a substantia
change in the scores on the categories which were worked upon in
therapy. Alongside a slight inprovenent was al so noticed in the
syntactic category, which was not specifically worked upon in therapy,
This can be attributed to the close interrelation between the

| anguage conponents nanely syntax, senmantics and phonol ogy.
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Secti on Subsecti on Possi ble Subs. Subs Total Total
Tot al score score score score
Ist. 2nd 1st 2nd
eval n eval n eval n,
A Phonetic discrimnation 48 33 48 )
B. Phoneti c expression 52 31 40 ) 64 88
I A. Mor phophonemni ¢ structure 10 8.5 9.5 )
B. Plural forns 5 3.5 3.5 ;
C. Case markers 5 4 3 )
D. PNG nar ker s 10 6.5 6.5 ;
E. Tenses 10 5 6 )
F. Transitives, Intransi- ;
tives and causative 10 6 7 ) 58.5 69.5
G Conj unctives, conpara- )
tives and Quotati ves. 10 5 7 )
H. Condi ti onal cl auses 10 3 7 ;
| .Participial constructions 10 6 6 ;
J. Sentence types 10 6 7 )
K. Predi cat es 10 5 7 )
[11. A. SENANTI C DI SCRI M NATI ON
1. Col ours 5 5 5 ;
2. Furniture 5 4 5 1
3. Body parts 5 5 4 )
B. SENANTI C EXPRESSI ON . )
1. Nami ng 20 3 15 ;
2. Lexical category 15 1 5 )} 38 62
3. Hononyny 5 0 2 )
4. Synonyny 5 5 5 i
5. Ant onyny 5 5 3
6. Semantic Anonoly 5 1 1 )
7. Paradigmatic relations 5 0 0 )
8. Syntagmatic rel ations 5 0 1 )
9. Semantic contiguity 3 5 )
10. Semantic simlarity 5 5 ;
11. Pol ar questions 10 5 6 160 219.5
Tabl e-7: Conparative Linguistic Profile.



6 2

An alternate explanation for the inprovenent shown by the
patient could of course be spontaneous recovery. There is no
clear cut evidence as to how and what brings about spontaneous
recovery. Since the present case reported for therapy after 4
nont hs of his stroke and spontaneous recovery is generally said
to occur within two nonths (Vignolo, 1964) and al so because
the shift of scores as seen in pretherapy and post therapy indi-
cated a definite recovery pattern, the recovery is attributed to

l'i nguisticprofiletherapy.

Parallely, a shift of scores in overall percentage from
26. 7%to 58.4%was seen in FCP. Though the itens of FCP were
not worked in therapy, an inprovenent was observed in all nopda-
lities like - nmovenent, - speaking, - understanding, - reading -

ot hers.

VWhen a conparitive functional conmunication profile was
drawmn (Profile(a), it was observed that there was an increase in
scores by 2-3 points in sone of the itens under all nodalities.
Remar kabl e i nprovenent was observed in few itens |ike - saying
greetings, -ability to imtate oral novenent, -understanding

di rections, -reading newspaper headlines.
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On the basis of the above results, one can postul ate that
linguistic based therapy such as LPT, helps in total rehabili-
tation of the patient. As seen in this subject, wth increnent
in his linguistic capacity, even his functional ability in

conmuni cation inproved.

In order to further check on the above results, a second
pati ent who could not attend therapy was studied over a period

of three nmonths in the sane fashion as the subject of this study.

The subject CS was a 50 year right handed male. He was a
nati ve speaker of Kannada. He did not know any ot her | anguage
and was literate having studied upto tenth class and worked as

an Agricul turist.

Case History: The patient was brought to AIISH, tw nonths after

a stroke, with the follow ng conpl aints.

- conplete |oss of speech

- poor conprehensi on.

The present investigator exam ned the patient and adm nistered
the three tools: WAB, TPAK and FCP in a standard procedure. The

test was admnistered in three sitting and a base |ine was recorded

Three nonths later, a reevaluation was done on all the three

tools, under simlar sitting as in the first evaluation,
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Tabl e-8 depicts the scores of first and second eval uation

I

Tool s Results of Ist Results of IInd
eval uati on eval uati on
1. WAB
(A Q 5 13
2. TPAK
( Raw scores) 22 44
3 FCP
—lQverall %age) 22.8%_._ -30. 9%

As depicted in table-8 and graph(2), a slight inprovenent was

observed in all the three tests - WAB, TPAK and FCP.

Based on these results, the slight inprovenent can be

attributed to spontaneous recovery.
CONCLUSI ON:

It appears that the inprovenent brought about by |ingui-
stically based therapy (LPT) is significantly greater as in the
first patient (R R than the inprovenent by spontaneous recovery a
in the second patient (C.S). However, it is inportant to clarify
these issues in further studies with patients who have simlar

types and severity of aphasia.
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New York University Medical Center

SPEECH AND HEARING THERAPY SERVICE 6 7
Functional Communication Profile
us
Chart No.
EVAL (Bl ue) RE- EVAL (Red) RE- EVAL (Red) RE- EVAL (Red)
Date Date Date Dat e
0, _ 0,
m_3fiL% ( 1.9 m 17 4X0)( MO»> g/l ég Q/I /UZ
S J3_JE 7 (1 0-5)  tX: r« % U % U %
ujai A %(ir-0) uA&X SO |, =® R %
bjal™ (823 §31 & flany 00
1 overall 2 £ . £7. Overall - Overal 1 % Overall
NORMAL GO00 FAIR POOR
= bilitv to imtate oral movement
bre] ttempt to communicate
u::.' bility to indicato "yes" and "no"
:S Indicating floor to elevator operator
T gestures
greetings
own name
| i nouns
@ | verbs
z | | aying noun-ver') combinations
x yayi no pnrase”® (non-automatic)
é i vi ng di recti ons
i peaking on the telephone
ayino short complete sentences (non-automatic)
T aying long sentences (non-automaticj
],[ jftwareness or gros> environmental sounds
awareness or enmotional voice tone
Understanding of own name
awar eness of speech
. g Recognition of famly names
a ol Recognition of "rnes of famliar objects
] Z . ;
i Py Understandi ng action verbs
5 Understanding gestured directions
El Understanding verbal directions
= under st anding simple conversation with one person
= under st anding television
J understanding conversation with more than two people
nderstanding movies
nderstanding conmplicated verbal directions
| nderstanding rapid complex conversation
eading single words
eading rehabilitation program card
4 eading street signs
by eadi ng newspaper headlines
S eading letters
= eading newspaper articles
eadi ng magazines
eading books
_r riting name
ime orientation
E opying ability
r ritlng from dictation
= and!| i ng money
sing writing in lieu of speech
alculatlon ability
| ESTIMATED TOTAL SPEAKI NG VOCABULARY: 0 1-50 50-100 100-500 500-1000  over 10551
DEPARTMENT OF REHABI LI TATI ON MEDI CI NE. NEW YORK UNI VERSITY MEDI CAL CENTER,
Speech Therapy Service, New York, New York
Copyright M L.Taylor, 1963 NYU afr?

- PS-483
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SUMARY

The major aimof the study was to check the efficacy of
| anguage t herapy for aphasics based on the" Linguistic Profile
Therapy (Karanth, 1986) and to identify the reflection of such

therapy in a patients daily comunication profile (Sarno, 1965).

There have been shifts in the approach to therapy since
the two world wars. The approaches have shifted from genera
stinulation to programred instructions and of late to treatnent
geared towards the specific problens of the subtypes of aphasia

The latter approaches are both nonlinguistic and |inguistic.

Despite the existence of |anguage therapy for aphasia over
several decades, its efficacy continues to be questioned. Mich
of this anmbiguity is due to the lack of controlled studies, which
in turn are due to the difficulties in matching and groupi ng
aphasi ¢ subjects and studying themin a controlled manner over

a long period of tine.

Sonme of the many factors to be considered in controlling
are cause and type of aphasia, extent of brain damage, prenorbid

| anguage abilities, level of literacy, nunber of |anguages known.

In order to overcome sone of these problens, efficacy of
| anguage therapy in aphasia is increasingly relying on single

case paradi gns.
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In the present study, a subject of Broca's aphasia was taken.
Three tools were utilized to have a baseline of his capabilities.
The tools used were - Western Aphasic Battery - WAB(Kertesz and
Pool e, 1974); Test of Psycholinguistic Abilities in Kannada - TPAK
(Karanth, 1960); Functional Conmunication Profil e-FCP(Harno, 1965).

Ther apy was given based on LPT (TPAK) for thirty six sessions
with the duration ranging from 30 to 45 m nutes/session. Language
focused on the area of greatest deficit within which a hierarchy
of items beginning with the least difficult was formed and taken

up for therapy one by one.

Reeval uati on was carried out after 36 sessions and the result
were noted in all the three tests. An increase in score in TPAK
was reflected in functional inprovenment of the patient (FCP) with

a sinultaneous change in WAB scores.

The above inprovenent was attributed to the Iinguistic based
therapy with a corresponding change in the patients daily comuni -
cation. However, this needs to be further docunented in aphasics

of different clinical subtypes and severity.

To conclude, linguistic profile therapy is a useful therapeut
met hod for the rehabilitation of aphasics. It takes into account
both the nodality bound deficits and those of linguistic units and
conplexity. It offers the |anguage therapist a concrete base,

t herapeutic direction and neasurable precision in ternms of thera-

peutic progress or the lack of it.
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Though LPT focusses |anguage therapy on nodality deficits
and those of linguistic |evels of phonol ogy, syntax and semantics,
it brings about a change in the patients daily comunication
behavi our. The daily comunication behaviour include-attenpt to
speak. Understanding novies, T.V s,...; reading newspapers: handl -

ing noney, calculation ability. ....etc.

SUGGESTI ONS FOR FURTHER RESEARCH

The useful ness of specific therapeutic methods such as LPT
needs to be docunented carefully. \Werever possible group studies
that take into consideration other factors such as age, sex,
| anguages known, onset of therapy, duration of therapy need to be
carried out. When this is not possible, as is oftenthe case the
single case method with different subtype of aphasia and severity

can be docunent ed.

Vari ed single subject case designs may be used. Designs
| i ke ABAB wi t hdrawal and reversal designs, nultiple baseline design

can be used to study the efficacy of aphasia therapy.
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Score sheet:

= Voo
R,

- oA
Max. Score Patient's score Total for AQ
| . Spont aneous speech
a) Information content 10
b) Fl uency 10
c) Tot al 20
(Divide the total by 2- 10)
Il. Auditory verbal conprehension
a) Yes-No question 60
b) Auditory-word recog- 60
nition
c) Sequential commands 80
Tot al 200
(Divide the total by 20-10)
I1l. Repetition 100
(Divide the score by 10) 10)
V. Nam ng
a) Object nam ng 60
b) Wrd fluency 20
c) Sentence conpletion 10
d) Responsive speech 10
Tot al 100
(Divide the total by 10 10)
by 2

Aphasia Quoti ent Add t ot al & Miltiply



TEST OF PSYCHCOLI NGUI STI C ABI LI TIES | N KANNADA
SECTION | : PHONOLOGY

Section |I-A - Phonetic Discrimnation

nstructions: Place the pictures representing each m ni mal

pair in front of the subject. Read aloud the words of the m ni mal
pair and ask the subject to point out to the appropriate pictures.
If the subject fails to do so give himthe witten fornms of the
mnimal word pair and ask himto match themw th the appropriate
pictures. Score 1 for each correctly identified picture. Allow
correction once only if the subject is very certain his earlier
response was wrong. Repeat once if required.

51 : SUBJECT'S . Response ......

No, indmal Pair ... PHONIC Graphic

1, DY — Ty

3, W — ey

4, BJIBOA — BUBUN - ’

5. a@{- we | .
6, B4 —my

Te 0 — AL .

. B, 3Wg— By | L
9. af’.m - T, o
10. 400 — L.0u

11, 20— d

12, a0¥ — o9 ' | . |

13, OF¢— omg T
14, I — oY
15, QO — Fdow
16, FRT - Ty _
17. !E{!:,,-- Ty : o . i
18, B0V — $YY ' | i
19, @&i;-—. faod\);ﬁ ‘

20, ON — D

21, Gfé t _;ifé-' . . . A\ V -.’-'; h
2, Sy — Juon ' o

23, YN = Puyy B

24, OR — [3 ; '

A

TOTAL SCORE: 48



SECTION |-B: Phonem c Expression

I nstructions: Ask the subject to repeat each word clearly after
you. If the subject is unable to repeat the word give himthe
written formof the word and ask himto read it al oud. If he
fails to do so then give himthe appropriate picture and ask
himto name it. Score 1 for each correctly repeated target
sound. Errors involving phonemes other than the target

phoneme should not be scored but taken into account during

qualitative analysis.

51 STLMULUS SUBJECT'S REG:ONGES
No.  WORD Repetition Reading Naming
1, O3

2, O ‘

3., WO o . P o

4, B3O ;

5, @oruo

6, (Y IR

7. 09 '

8. s

9. W .

10, o

11, %9

12, BIo .

13, URqBF¥
14, TIT,T

15, 7ons g ‘

16, SKJom .

17, @03 . | -
a, wosan | _ )

19, o '

20, @

21, dJeer - o WS
z2, @Y ;

22 Gw; - SR K Lot

24, ™a

25. Mg I



26
27
28
29
30
31
32
33
34

36
37
38
39
46
41
42

39

Fe s

o3
FI0U0
T30
303

2
35,0

o Nex)
Ao
HJT

330,
OJUdJ  Odud
TJR T3 0
gde dodune
FIOU

9leTa
T
adJe I
FARINIY
50:&
?.J;-c;;'
&d
g0,
&0
HJoe ¥

TOTAL SCORE:

52

SUBJECT' S SCORE:




SECTI ON | -C Runni ng Speech

Instructions: Read the follow ng passage slowy and clearly.
Ask the subject to repeat it after you. Later ask the subject
to read the passage aloud. Use aspiration wherever necessary.
This section is not to be scored. Analyse the subject's
performance on this section in terns of his perfornmance on
Section |1-B. Aso pay particular attention to clusters and

t ake observational notes.

Passage:

30570 Ho, urd T,20pTNG.  UDY BIOY GURJY MRATOY
¥ FrEIDe A00UR,, {00 NIEH FEROT BHOIJe UTa0 . 0T EIMYRIY
HEOIVITE VI8 R BTV« GTI¥RIy IO IVT WANOT BYNBIIN

LOBY TUBTD LOOUE . B¢ FWA0IURIG MR ERITTOU BITCONIF0LT -
A Tuptf DBVGITY,, JOBRBHV,,+ H0 LT FOF Brigd SIUNOIIVTOZIOme

BF, FODD AR, SBOJOIRTY IAIUTGY maauamﬁdeao . TVOSINET
TC IOTOTC Q0IVIITY .

Boeed dudu, Y 8

20T D00 Byl 38,0000, 30ROV, e 20TY FudRY
Uﬁﬁdq 30e B3, 0, ) DJoe oy @mﬁﬁ d%adgw- et
SBT) g Guoﬁu--%gﬂ MWBOIVg O,y DF,000 mad Tood ool
R 8. w0, d QO BIN,, Bovuden DFHS « wzU CLBOIJING aomo
8300, 0 MO+ U0F, UGJ DRI IS g TOIISLOUHI) Fiq . -
MBI LT AFq PHIBIIIC 4 T ¢ Dond # 93U



Transcript-1 (Repetition)

Transcript-2 (Reading)

Analysis of Clusters



SECTION -11 : SYNTAX

I nstructions: I nstruct the subject that the follow ng list of

words and sentences contains both correct and incorrect forns.
Ask the subject to listen carefully and indicate whether each

itemis correct or not. Illustrate with one or two exanpl es
if need be. Read the itenms in the list one by one. Repeat
once if necessary. If the subject fails to respond give him

the test itens in the witten form Accept correction once.
Score % for each accurate response in subsections A B, C and D
and 1 for each accurate response in subsections EF, G H |

J and K Make a note of the nmodality to which the subject
responds.

A. Morphophonem ¢ Structures

:
he. | TSTImM b RRERNe | Resromse

1. Wy .

2. JyaRA,, 3

3. | swsuide, |

4o arlel Y] i i

Be QABOIJTO _ g

6. Fou T3 _ L ‘

7.1 3Suiosoo, : N

8. FIBIN ‘ _ |

9, | mewmo, - | C

10, ROV, |
11. BOTVTIIY ‘

12, 4315 U\)aom

13. Fgrod

4. |  wowdd | - | ;
15. |  suoo, '

16. | Qmdd

17. 1 oz,

18. | mTo,,

19, oo

20, BUR,TOO,,

SUBJECT'S SCORE
T — Sy ————




B. Plural Forns
Zé. TEST ITEM RES PONSE ACCURACY
11 | ®sugonodudy
5 uyivy '
3 c;v;-:;
4 | Bag
5 | aJorivy
& | Reoonvy .
7 FOTRTY N
L g | zor,Eo0
i 9 | donsondy :
} 10 | 9%,0800 '
i SCORE: '
C. Case Markers
@!gi. . TEST ITEM RESFONSE ACCURACY
1| sugonadd de 9
2| Boe3, nosod
3| 2nq g e
¢ | POMBOMIOT BOTHg
5 | FUTT BTN
6 | =,R00000 3uBodue,,
' Fely £ OOV
7| BUTLT Snpaduy 3098, |
g | om0 coveEy
Neworor wiy - .
10 &JT;&OG Bed




D.

PNG MARKERS:

51
N

TEST ITEM

RESPONSE.

ACCURACY

1.
2,
4,
5.
6.

Te

3

N Y Buunus

TIVU wOUT ¢

3.3 ®a00, L.anty
4

BIJ UV 3
e BoONTD

- 307 AJReBudEY

lr 830V Breenuza g

8.} M EY wTuTo_,3

Yo

1G

OrY FVON3BY
ride 3 2.60%0
G BIC TS0 D
AT %88

e Juohdd

e dDoRe rwé_;e 0307

e Sand0
000 A0 BJITY
RV wude d

Ton) Buwernud e

20ef €3 IR BUITY

~

1 23 ApeBodty

Ao




E. Tenses

E

Transitives,

;i TEST ITEM RESPONSE | ACCURACY
1| AR mdqﬁa; 20

2 I OF00 399 1000y ‘

3 | Boso ady BUReT '

PR ENE- SO SN

5 @ao; Rok aao; o 3,7 2508060

6 | J &m;oe: Qd}ae.ﬁ

7 | wgzu #¥c BT wodug

8 | 202 3093y wOUTLE .

o | I TG00, TWITo, WIBLLS
1o | @R e 200000, WUILe D

SCORE:

Intransitives and Causati ves

S1

TEST ITEM

ol 'RESPONSE% ACCURACY
1] mor aeou 7%

, | 93,0 30mBUTLd

5 | zosom toude,?

s 1 PRV TagSle SQ3Le S

5 } G, THROINTI LT i
6 1 moru g Suurus,d

7 | ooou Ragon For SUPBUSILE
g 1 sonuasuy Suphzy

9 I &agod Saﬁ‘hbﬁda,cd
1o 1 99=0 aunvan aﬁgisa_,a




G. Conjucctives,

Conpar ati ves

and Quotatives

i

I

?—s

o

4

1
ITEM i
|

TEST

T
RESFONSE | ACCURKCY
:

pn}

ride %

20 0f ok 30q G0

S Uurgty BogIgTV BH0ZU,

TSR FOTOHID T 4O BIHLOUY |

Je Gog TUTLYY DOT0U

3V, TRV Agremil 2ol
??fd’?da NGB T e

3
1
-}

Aoe ZF TOTLZONDE BT

BOTR A D03 GTigHaiti o

ARTOW T FU0UURT WO fRUDTy

Gp0E RoR Aot woud g de dnvo

V&0 S0EG undra Yy

i
1
:
h
- s ~ ¢ [
. E .
T Do :
- a S
S -
T R
N
1
|
3 . .
i !
7o famt S H
NN i
i
. "
N !
K
Tl
Eae : .
.- v
Lt
e .y Praiy 24 ‘-‘.'.-..;"":.L'.‘L:'-'.:"-'.L‘-‘:T-’: 5
oo mamm

H. Condi ti onal

Cl auses

I
}

SCORE:

1
No|

RESFCNSE

GCCURLCY

1

5

o

o

~1

i

g

DR Bert dUrenCJe Wiy ¢ riud o
R R Brq WUt BIRULBMIINY,,

GG FORN word Bty APIUd R
COTMBOIVENTY Ta FoRNY,, O30 Jur,T

I TITH_ 3
NG e grt wEdey SO0 anto

QeI , TOlYe 28,03 S S0 e
e nade s
el SJRTde M eBed SURRUEINBV .

{

Mo Rd Mot 2uverd 3a9 i ofoduny )
e B,

AHD JOSR 20T Andg FTeBUd e

208 Wt Bl HORY

AordTedl dose mxs;mri
H m

A g




| . Particular Constructions

TEST ITEM

RES PONSE

ACCURACY

STeRvq BJREBE LGY HIT 0JSB
AL B FUITIE BIBINT ?

zJ:i< 5 ROoT0 o

SERS 'aerq_; oy BJB s0d &od
ABI D RY LT TP LU0

B do 0y SUBUTTI0Y TgT0u

BEPY BOogTINOA LODY FTE BOOIIIID 49

BID 3003 2.8 duvernvzde,,

AP Wyt IO BOTT0 PO

| M URe 00URFE. WOTIT WIIU, OJTR

E wor

J. Sentence Types

SCORE:

51
No,

TEST ITEM

RESPONSE

ACCURACY

G DOTE IR T "-:*Ua-,,,
GT0 BT R0 I HIBLHEID TIyTo_,0

ORRY 2RGI R BB

AW Jda L0

™S 8 FUI SJoBTTY

Fon Tl X ¥

GEYY SUDCSOTURIL BIIED RFLHY
T 8030D,, ATV #E_To 7

QEUR THLE BORTD, T ~

o) Fos wOB .




K

Pr edi cat es

51
NO.

TEST ITEM

RESPONSE

ACCURACY

1C,.

Be TUNLE IO

& oo FF0u

ARy Bosed 0JJeDe

BTT FOIN BTtV

& $§u; EOD A |
BopeTRR. %0 B30 Fotud
A3, 0 BpUe PR J0N
@ﬁd AN OJJBQUQ?_

& ﬂ;u; aﬁ:

8 2¢0 @ao;smu

SCORE:




SECTION |11 : SEMANTI CS

Section IIl-A : Semantic Discrimnation

I nstructions: Ask the subject to point out to the colour,

obj ect and body part named. Name the items one by one. | f

he fails give himthe witten words and ask himto match them
with the corresponding itens. Repeat item once if necessary.
Accept correction once. Score 1 for each itemidentified

correctly.

Nol TEST ITEM SUBJECT'S RESPONSE

FHONIC GRAPHIC
COLOURS i | fozu
ii | BEUo

FURNITURE <4 HJIGE

vii | doeso

viii [ADERISNS)
ix mgdq} SUTJID T

S8

®xii oo
xiii A 3Ta Py
xiv ALl Qi

KV BN




Section 111-B; Senmentic Expression

1. Nam ng

I nstructions: Ask the subject

If he fails to do so check whether
explain its use, through gestures score 1 for

named (oral or written response)

obj ect

to nane the object

present ed.

he con write the nanme or

tion of objects (as seen through gestural

Accept nild paraphasi as.

but not for

each correctly

recogni -

expl anations).

:1' TEST ITEM SUBJZCT'S RESEFONSES
Coe
FHONIC [GRaPHIC | GESTURAL

1. PePt PR

ii, B
i1y, BRE

ive 2

v. NBodJed

vi. &Qﬁ? waw;
vii, T8
viig B30
ix, 303V
Xo OJ0CH
xi. 22900
XiiMR10 £
xiid BUFLT
xiv 5555
xve 0T

xviiiﬁJaaﬁ

(RN —— N




APPENDIA- A |

Western Aphasic Battery Test Bookl et

Patient Data
| . Spont aneous Speech

1 23 w330, #enNpeTa?

) . . 3 N
- = had

2 g 2o, ooy uodihgedo? BT JoRY aadé;m.[ 300 TOedMa% 1t

3. 239, AT .
: oV wnond LER S
~ R
4. R3TUy DI VT e )
N . . - o "‘. " . . ' _:.‘} ‘ . (‘
5. &DDW I I0RTILLLT? Coe s T
‘ e e --gghlz
6. . mo,A DF 2000UDD? AU DR 3wond dogu e L f
- }.\"\ :_‘ .
. . e
7. e 83,00, DA sBoduva,d e ) ’
' * B . ._ LT AT

Max. Score - 10 Patient's Score: Functional Content

10 Fl uency



ye

-2
1. Auditory Verbal Conprehension.
A. Yes/too questions.

S P R e LN P I I .
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Lexi cal Category

I nstructions: Ask the subject to list the names of all the

ani mal s that he knows, for one m nute. If he is unable to
name them check whether he can write them Give him an
exanple or two if need be. Score 1 for each correctly

naned ani nal .

Scor e:

Homony ny
Instructions: Ask the subject to give alternate meanings
for the following words. Test itens may be given verbally

or graphemcally. Score h each for all correct responses.

i, &ood
ii, @3,
iii, 7%
iv, UoB
ve T9
Score:
Synonyny
I nstructions: Instruct the subject to match pairs with

identical meaning in the follow ng sets of words. Test
items to be given verbally or graphically. Score 1 for each

correctly matched pair.

i,00% (a) FoUh
ii,Bodv : (b) SR D]
jii, B0 ey (0

iv_aﬂoddaFd -_ (@) "oa

o9 - .



5. Antonyny
Instructions: Instruct the subject to match the opposite

pairs in the followi ng sets of words given verbally or in
writing. Score 1 for each correct pair.

i. 89 - (a) o004 ‘ '
ii. 29m (b} 3usy
iii, wPeOdv | (c) S
ive ﬁﬂ; (d) T
ve 0%, () dUodia
(£) Sty

6. Semanti c Anonmly
Instruct the subject to indicate whether each of the foll ow-
ing sentences is nmeaningful or not and explain why, if not
meani ngf ul . Test itenms to be given -rally or in writing.

Score 1 for each correct explanation.

i. AR 995 FF0Z 200SOTHO
ii. O300B 39y Soh
iii. T NencHA ?»C‘S\)@'_.ﬁ

ive 208 Beopghdld,C
BROIRE AN FOUHINUT 3

Ve

SCORE:

7. Paradigmatic Rel ations
Instruct the subject to explain the nmeaning of the follow ng
ternsgi venverbal l yor graphically. Scorelfor eachcorrect expl anati on.

i. 3,
ii. P23
iii. 9%,
vi. 8,01

N Ve 3;5\)&, .

SCORE:



8. Syntagmatic Rel ations

Instruct the subject to fill in the mssing slot. Test itens
to be given verbally or graphically. Score 1 for each correct

response.

i) IRTUR  — I, OV ——
ROB ~— TBEFy, FOoV) N ‘ s

ii.
—_— —— - - <

iii. ®og — DO, &R T

1v. OFF — 330q, MO .
v. 2II0 — 079, PRRIIT N
SCORE§

9. Semantic contiguity

Instruct the subject to match and explan the relationship
bet ween the follow ng groups of words given verbally or

graphically. Score 1 each for every correct pairing.

b — i

i, g (a) ©RQ
11, B  (p) B ; '
iii. w8, . le) guez ' i? ;
iv. d\}fwg (d) A .':
ve ® (£ 3o,
' C™ pg, , SCORE:
10. Semanti c Simlarity

Instruct the subject to match and explain the relationship
bet ween the follow ng groups of words given verbally or

graphically. Score 1 each for every correct pairing.
i. &6o (a) ©o@

11,000 N (b) TV

iii. B0 © (c)

ju geRsy () P8 -

vﬂU&Jﬁ (e) ©8



11. Polar Questions

Instruct the subject to answer the follow ng questions

with either '"Yes' or 'No'. The questions my be given
orally or in writing. Fill in the subject's nanme in the
blank in item (2). Accept corrections only if the subject
is very certain. Score 1 for each correct response.

ii QUESTIONS . RESPONSE | ACCURACY

i. 3%y ATOU edUThe DOBIRET

ii, ARq BRIV — DoBUve ?

1ii.g ROF BITU JugIJe0U DoBIE ?
jv. W0 2deTJe FV0DOS ?
v. B 30medodu. WRhvY BuuByBodue?
vi. T OFY,, BUIPINIZ,,B03Ue 2
vii, PODOSUF U8, BorUda,300Q? e
{11, WD PIBVg FIVOIVIT SRTOV
yLide EENFENLSN L
iX. 0% FONIN0B BITLUD 7

%, IV,00000 BUT IZLOTRIDET LIS T ¢

SCORE:




SECTI ON |1V: DI SCOURSE

I nstructions: Ask the subject to answer the follow ng questions
at | ength.

(1) &ﬁ; @mdaﬁo ?

‘(p) MBq 30T 0.3 ?

(3) &30 930 Fus FRBUY4e T

(1) B 83,00, D0 Taud,d D000 930z R EU



)

(5) wory 7 U0 UFT0 QRN R,uon AUD 30 DEU ABIGNYIRH
302 Bt o -

DISCOURSE ANALYSIS




SUBJECT PROFORVMA - TEST OF PSYCHOLI NGUI STI C ABI LI TIES I N KANNADA
SECT| ON SUB- SECT| ON Possi bl e | Subject's | Total
Tot al Score Scores
Score on
sections
SECTION I A Phonetic Discrimnation 48
B Phonem c Expression 52
SECTI ON 1
A Morphophonemi ¢ Structures 10
B Plural Fornms S
C Case Markers S
D PNG Markers 10
E Tenses 10
F Transitives, Intransitives and
Causatives 10
G Conjunctives, Conparatives
and Quotatives 10
H Conditional Clauses 10
I Participial Constructions 10
J Sentence Types 10
K Predicates 10
SECTION II1A Semantic Discrimnation
1. Colours
2. Furniture 5
3. Body Parts 5
B Semantic Expression
1. Nam ng 20
2. Lexical Category 15
3. Homony nmy 5
4. Synonyny 5
5. Ant onyny 5
6. Semantic Anomaly 5
7. Paradigmatic Relations 5
8. Syntagmatic Rel ations 5
9. Semantic Contiguity 5




QUALITATIVE ANALYSIS



/ York University Medical Center
EECH AND HEARING THERAPY SERVICE

Functional Communication Profile

\PPENDIX '

EVAL (Blue) RE-EVAL (Red) RE~EVAL (Red) RE~EVAL (Red)
Date Date Date Date
H % .} M % ( <) oM % . ) M % ( . )
5 % -} s % D A . ) s % ( )
u % ( L)oo % N % ) % <)
R 0. ) R A0 ) RA___ L) w —h )
o % . ) o # o ( S AN . ) 0 % ( <)
Overall L Overall L% Overal! o Overall v
NORMAL __ GOOD_ FAIR  POCR g «
= ! Wbility to imitate oral movement
Z 1 httempt to communicate
z pbility to indicate "yes' and '‘no"
a Indicating floor to elevatar operator
x

Lse of gestures

Saying qreetings

Faying own name

[Sayinn rnouns

Eaying verns

1 { [Saying noun-vugh combinations

K ayine pnrases (non-automatic)

Giving directions

Bpeaking on the telephone

ayino short complete sentences (non-automatic)
| aying leong sentences (non-automatic)

SPEAKING

fiwareness of gros: environmental sounds

Kwareness of emgticnal voice tone

Understanding of own name

Pwareness of speech

Recognition of family names

o Recognition of names of familiar objects
Understanding action verbs

Understanding gestured directions

nderstandina verbal directions

Understanding simple conversation with one person
Understanding television

nderstanding conversation with more than two people
nderstanding movies

Understanding complicated verbal directions
bnderstanding rapid complex conversation

UNDERSTAND ENG

Feading single words

Reading rehabilitation program card
Reading street signs

Reading newspaper headlines

Reading letters

Reading newspaper articles

Reading magazines

L Reading books

READ ING

Writing name

ime orientation

opying ability

ritlng from dictation

andling money

Es]nq writing in lieu of speech
alculation ability

OTHER

_rE$TIHATED TOTAL SPEAKING VOCABULARY: O =50  50-100 100-500 _ 500-1000 __over 1000}

DEPARTMENT OF REHA?]LITATION MEBICINE. NEW YORK UNIVERSITY MEOICAL CENTER,
- Speech Therapy Service, New York, New York

Copyright M.L.Taylor, 1963 NYU 4777 - PE-483




FUNCTI ONAL COVMUNI CATI ON PROFI LE

This form was designed to rate an aphasic patient's functional comunication skill. We
used effectively, the Profile should tell you at a glance (1) the patient's status at th
begi nning of re-training, (2) functional progress nmade, and, (3) the course of progress.
The scal e makes no attenpt to rate performance in response to clinically presented |anguage
tasks. Therefore, the examiner's estinated rating of function should be based on infornal
interaction with the patient, in accordance with the follow ng guidelines.

The exami ner should bear in mind that
"Functional" means w thout cues, assistance, or artificial conditions. The rating
should reflect the patient's voluntary control, in the course of daily life, over a
particul ar act of conmunication.
"Normal " should be considered equal to the patient's pre-norbid communication
effectiveness, not only in ternms of accuracy of performance, but rate of performance,
| atency of response, and node of performance. "Normal", then, is not a pre-set
quantity or quality of performance, but will vary in accordance with the patient's
pre-norbid educational, social, and intellectual |evel.
"Good". "Fair", and "Poor", then, can only be defined with reference to the specific
subject's "Normal" performance, thus putting a severe burden upon the clinician to
devel op his own stable reference framework.

I NSTRUCTI ONS FCR USE

A. Initial Evaluation ( use Blue pencil )

1. Fully color the area from zero (0) to whatever point on the rating continue
you consider the patient's functional level in each activity.

2. Count the nunber of filled in blocks - except for those in the 0 colum -
wi thin each of the 5 dinensions (i.e., Speaking, Reading, etc.) and post
each sum score in the left hand colum at the top of the page.

3. Refer to Instructions for Scoring on the Conversion Table to calculate ii
percentages, and record correspondi ng percentage scores in t he space *
provi ded.

B. Re-Evaluation ( use Red pencil )

This rating should occur at regular intervals after the initial evaluation. One
nonth intervals are usually considered m nimum re-eval uati on peri ods.

1. Fill in additional blocks along the continuum in those activities in which
the patient has made noticeable functional gain, to the point to which you
estimate the patient has progressed.

2. In ink, wite the date of the re-evaluation on the highest filled in block in
each activity.

3. Again, count the nunber of filled in blocks (both blue and red) in each
di mensi on, and post each total in the re-evaluation colum at the top of the

page. Refer to the Conversion Table and record the correspondi ng percentage
scores in the space provided.

Repeat these steps at each re-evaluation.

Pl ease Note: In those rare cases where a patient regresses during therapy, it
is advisable to conplete a new FCP.

CAUTI ONS REGARDI NG USE

A Chi |l dren: In using the rating scale with children who have limted or no devel opnent
of comuni cation function, "Normal" should be equated with "Average" for
the child's particular age level in the general population. Were a
child has a communication disorder superinposed upon previously nornal
| anguage devel opment, "Normal" should then be interpreted as being equal to
the child's estimated pre-norbid |anguage |evel.

Pl ease Note: The Percentage Conversion Table does not apply to children's scores.

B. dinical Experience: The FCP form has been devised for use by experienced
clinicians, having access to hundreds of aphasic patients in any given
year. The formmay have little validity when used by inexperienced
personnel having only intermttent contact with aphasics or access to






