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| NTRODUCTI ON

Language therapy for aphasias has always presented a
chall enge to aphasiol ogi sts. Therapy for aphasia has a |ong
history-both in terns of years as well as the nunber of
techni ques used. The first recorded intervention of aphasics
was way back in 1558. (Benton and Joynt, 1960). Mbst of the
aphasia therapies have developed through trial and error.
Initial treatnments were very crude wusing herbs, potions,
leeching and blistering. Prior to the twentieth century,
aphasic retraining techniques were simlar to the training

t echni ques used wi th children.

The beginning of twentieth Century was dom nated by
retraining techniques. The two world war with a |arge nunber
of head injured soldiers evoked a surge of interest in
aphasi a rehabilitation and a Ilarge nunber of t her apy
techniques were developed. Therapies of all sorts were
tried out wthout any relevance to theory and w thout any
know edge of their effectiveness. At around that tine, many
studies were carried out to find the effectiveness of
| anguage therapy and the conclusion of these studies were
that |anguage therapy was effective in the rehabilitation of

aphasi a.

The 1950's and 60's saw a variety of therapeutic
techniques - simulating real life situations; role-playing;
l[ip and tongue exercises; articulatory drills; nultisensory

approach; activities for reading, witing; conversational



practice; card index plan; shifting dom nance; singing and
lip reading exercises. Al  these used sonme form of a
stimul ation. Thus t wo opposi ng Vi ews of aphasi a
rehabilitation devel oped and has dom nated t he field

t hroughout the history of aphasia rehabilitation.

1. aphasia viewed as the |oss of Language where re-eduction

is the main focus of therapy, and

2. aphasia believed to be due to the inpaired ability to
gain access to |anguage where stimulation - facilitation was
the main focus of therapy. Most of the therapy techniques

even today use some or the other form of stinmulation.

In the last twenty years or so, research has focused on
devel opi ng techni ques for various subtypes of aphasia. Many
speci fic approaches have been devel oped thus classifying the
aphasia therapy techniques into general techniques and
specific techni ques. Sone of the specific techniques are
Mel odic intonation therapy (sparks, Helmand Al bert, 1974),
Vol unt ary Control of Involuntary Uterances (Helm and
Barresi, 1980); HelmEicited program for syntax stinulation
(Hel m Est abr ooks, 1981); Visual action therapy (Helm and
Benson, 1978).

The scene in India is different. General stinulation
approaches have been largely used in the rehabilitation of
aphasi a. Notal |l of the specific techniques work well wth
the Indian population due to cultural factors. Very few
therapy techniques like linguistic profile therapy have been

devel oped keeping the Indian population in mnd.
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Wiere as in the Western countries where rehabilitation
of aphasia enjoys equal status with the rehabilitation of
other disabilities, it is not so in India. |In India, there
is very limted awareness of aphasia and nost of the
rehabilitation centres are in the netropolitan cities making
it difficult for the suburban and rural population to get the
benefit of rehabilitation. The rehabilitation of aphasia by
nature is a long term process; coupled with the distance,
time, noney and effort spent in reaching the rehabilitative
centres, it discourages the patient and the famly from

attending therapy leading to a high drop out rate.

Under such circunmstances, it becones essential to think
about alternative techniques which can facilitate t he
patients wthout placing too mnuch constraints on them
Hence, an attenpt is nade to develop a hone training kit for
t hose who cannot avail therapy at rehabilitation Centres due
to various reasons. Unlike the Western countries, in India,
there are the famly nenbers of the aphasic who can devote
time to training the aphasic at hone. This hone training
programis for the clinician and is not neant to be given to
t he patient directly. The clinician is expect ed to
t horoughly assess the patient before introducing the hone
training program  The program should be introduced in stages
and should be nonitored often. The kit, hence, can be used

only under the supervision of the clinician.



REVI EW OF LI TERATURE

Arthur Benton (1963) aptly stated that the history of
aphasia "begins at the beginning,"” for as long as humans have
enjoyed the gift of l|language they have been subject to
| anguage disturbances through injury or disease. | nf or mal
attenpts to "retrain" aphasic individuals have occurred
t hr oughout hi story as a consequence of t he nat ur a
inclination of humans to heal. Therapy for aphasia has a
long history with Benton and Joynt (1960) Mo cited sone of
the first recorded instances of both natural recovery and
intervention way back in 1558. It was BROCA' s suggestion in
1865 that, intensive and prolonged treatnent would bring
about a considerable inmprovenent in the patients condition
It was, however, Bateman's assertion in 1890 that "re-
eduction" is of value in attenpting to "re-establish man's
nobl est prerogative - the faculty of articulate |anguage
"which led to the energence and establishment of |anguage

therapy as a profession.

Prior to the twentieth Century, therapeutic retraining
techni ques used with aphasic patients resenbled those used in
training young children with enphasis being placed entirely
upon the use of the five sense. This nethodol ogy, however,
tended to be artificial, consequently, little progress was
made in aphasia therapeutics and various workers began to

| ook upon retraining techniques as hopel ess.

MIl"'s paper in 1904 threw new |ight upon the treatnent

of the aphasic. H's study pointed out that the aphasic,



because of prior experience and already organised brain
function; presented a different teaching problem from the
child. In addition he felt that the Ilimtation of the
aphasics training to pavlovian methodol ogies alone wusually
proved i nadequate. MII's paper not only discussed the
nmet hods used with aphasic patients but also the nonliguistic
aspects of the patient's rehabilitation nanagenent (i.e,
enotional factors, prenorbid intelligence, and education).
He noted that different nmethods are appropriate for different
patients and syndronmes and not all patients benefit from
retaining to the sanme degree. He also nentioned t he
i nfl uence of spontaneous recovery on the course and extent of
recovery. MIls" work nmarked one of the turning points in
aphasi a therapy because his paper was the first in English to
address recovery and rehabilitation in aphasia and although
his work was done over a century ago, his observations and
approach to aphasia rehabilitation are remarkably simlar to

much present - day practice and thought.

The first world war saw the energence of severa
hospitals for the brain injured patients. It was in Cermany
that the idea of treatnment for the disorders of |anguage due
to brain injury began. Follow ng which various authors wote
about their experience wth brain danaged patients.
Significant anong them were Froeschels, Isserlin, Henry Head
and Goldstein's contribution to the devel opnent of aphasia
therapy following the world war. This devel oping interest was
greatly stinulated by the large nunber of brain injured

patients who needed therapy as an aftermath of the world war.



Thi s was the population which offered a significant
challenge to aphasia therapists and indicated a nuch felt
need for developing new ideas in the conplex field of

aphasi a.

Rehabilitation of aphasics received nmuch attention only
after the second world war when the effectiveness of the
therapy techniques began to be evaluated. Because of the
energency conditions of the soldiers during the second world
war, treatnent was devel oped without reference to theory, As
a result of which therapy of all kinds were applied wth
little or no knowedge of its effectiveness or its
expectations. Aphasia therapy was opportunistic rather than
pl anned and the results obtained eve-r neither uniformy good
nor Unifornmy bad. Nevert hel ess, significant inprovenent was
observed anong aphasic patients follow ng re-education

(Butfield and Zzang wi I |, 1946).

Wi senburg and MCBride followwng a five vyear study
concluded that re-education increased the rate of recovery,
assisted in facilitating the use of conpensatory neans of
communi cation, and inproved norale. (Wisenburg and MBri de,

1935) .

Until the early 1940's the treatnent of aphasi a
concerned itself primarily with the post traumatic patients.
Concomtanty, increased tensions of |ife produced a grow ng
number of cerebro-vascul ar accidents due to hypertension.
Ther apy prograns then began to be dedicated to t he

rehabilitation of the civilian popul ati ons becom ng aphasic



due to CVAs and speech therapy services were being provided

to the aphasics at rehabilitation centres.

Several informational publications, workbooks, manuals,
and other treatnent guides for ho**" by the famlies and
friends of aphasic patients began to appear in the post world

war |1 period.

One of the first studies of re-education in the post
stroke popul ation war carried out by Marks, Taylor, and Rusk
1957). The results supported the idea that there S
significant functional benefit for aphasic patients who are
exposed to language training in a rehabilitation setting,

especially those with expressive aphasi a.

In a retrospective study of 69 patients, Vignolo (1964)
categorized patients into two groups : 42 patients received
speech therapy and 27 were untreated. He concluded that
there is a spontaneous evolution in the direction of recovery
of function and that re-education has a specific effect if it

was administered for nore than 6 nonths.

The studies on the effectiveness of speech therapy,

concl uded the follow ng:-

a. Retraining was effective

b. The post traumatic aphasic enjoys a better outcone than

t he post stroke aphasic

c. The early initiation of speech therapy enhances recovery



d. Younger patients fare best

e. Expressive aphasics recover the highest |evels of
| anguage perfornmance, followed by receptive and gl oba
aphasics (But field & Zang will, 1946; Luria, 1948; Ei senson,
1949; Wepnan, 1951).

There are certain variables particularly relevant to

recovery form aphasia. They are:

1. Spontaneous Recovery 'e -

Sone natural recovery takes place in the mgjority of
patients with or without intervention and this is usually in
the period imediately follow ng onset. Spontaneous recovery
is a potent variable in aphasia rehabilitation. Spont aneous
recovery is the period during which structurally undamaged
portions of the brain regain function following an insult
(Luri a, 1970) Luria explains spontaneous recovery as a
tenmporary depression or diaschisis of function of certain
areas rather than a destruction of brain tissues as was
assunmed anot her mechani sm of recovery could be the adaptive
transfer of function formone area to an other and re-

organi zation.

Luria referred to a period of 6-7 nonths post-onset as
the time when spontaneous restitution takes place, there is
however, a lack of consensus about the duration of the
spont aneous recovery period. Vignolo (1964) found greatest
i nprovenents in the first 2-3 nonths post on-set and recovery

rate dropped significantly after 6 nonths. Culton (1969)



found that rapid spontaneous recovery of |anguage function as

wel | as spontaneous recovery in intellectual function
occurred in the first nmonth following the onset of aphasia
and it does not occur after 1 year. Sarno and Levita (1971)
found greater change within a 3 nonth than a 6-nmonth post

peri od.

Spont aneous recovery is believed to be di fferent
dependi ng upon the type of etiology (Kertesz, 1976) such as
cer ebral infarcts, subarchnoid henorrhage and faster
recovery (Butfield and Zang will, 1946), Wepnan, to recover
faster than patients with thronboenbolic disease (Johnson,

1975) .

2. Age & Recovery :-

The consensus is that younger patients do better than
ol der patients (Ei senson, 1949; Wpman, 195.). Kertesz and
McCabe (1977) found that younger patients had a higher

initial recovery rate.

3 Type and Severity of Aphasia and Recovery : -

Patients wth different types of aphasia syndrones
recover differently. It has been observed that conduction
and anomc aphasics have a good prognosis for recovery

(Benson, 1970, Kerterz, 1979, a 1979b).

Al the investigators ave reported that the nore severe
aphasias do no recover as well as mlder fornms (Kertesz and

Mc Cabe, 1977, Sands et al., 1969., Schuell et al., 1964).



4. Recovery Patterns :-

Auditory conprehension inproves nore than expression
and this has been supported by a nunber of studies. Vignolo
(1964) noted that the receptive aspect tends to inprove nore
than expressive. Ludlow (1977) found no difference in the
sequence of recovery (fluent and nonfiuent). The aphasics

tended to recover the sanme structures used prenorbidly.

5. Tinme Since Onset & Recovery :-

In a retrospective study of the evolution of aphasia,
Vignolo (1964) reported that as the tine interval from onset
i ncreased, the nunber of patients inproving decreased. Ti e
since onset energed as an inportant prognostic factor; 2 and
6 nonths from onset seenmed to be inportant m|estones,
simlar findings were reported by sands et al., (1969) print

et al (1978), ReinVang and Envik (1980).

6. Psychosocial & Oher Factors -

Certain psychosocial synptons, such as depressi on
anxi ety, and, paranoia have a negative effect on the outcone
(Benson, 1979a, 1979b 1980., Lebrun, 1980) patient's
psychosocial state and prenorbid personality as inportant
prognostic factors. Eisenson (1949, 1964, 1973) felt that
patients wth outgoing personalities are likely to recover
nor e t han t hose with i ntrovert ed, dependent rigid

personalities.

THERAPEUTI C APPROACHES : -
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"There are as many nethods of treating aphasia as there
are aphasics" (Wepman, 1953). Literally, there are many
varieties of treatnent techniques cited in the literature,
depending for the nobst part upon the training and background
of the therapists rather than upon the needs of the patient.
Some follow educative (drills), sonme Psychosocial while
others stimulation approach. Various therapeutic aspproaches
can probably be traced back to two nmain opposing views that

dom nated throughout the history of aphasia rehabilitation.

a. Aphasia viewed as the |oss of [|anguage, or

b. Aphasia believed to be due to the inpaired ability to

gain access to | anguage.

The direct-structured pedagogi c approaches, one of the
earliest approaches enphasing re-education, are based on a
theory of aphasia as a |anguage loss while the stimulation
facilitation nethods generally follow an inpaired access

t heory.

METHODS OF APHASI A THERAPY : -

As a result of the divergent theories relevant to the
vari ables which affect |anguage recovery in aphasia, a
variety of therapeutic techniques have been suggest ed.
Because of the great diversity of approach, nethods are

al nost inpossible to classify.

As an alternative to speech therapy sone of those who

11



hold that aphasia is an irreversible condition recomend that
the patient be exposed to |anguage stimulation such as
wat ching tel evision, reading aloud and participating as nuch
as possible in speaking situations (Taylor, 1964). Thi s
approach suggests that recovery takes place under t he
conbi ned effects of spontaneous recovery and ver ba

stinulation and is offered as a substitute for fornma

treat nent. The underlying principle of this nethod is that
aphasia recovery is sonething like foreign |anguage |earning
and the nore one hears the |anguage spoken the nore likely
is the possibility that one will learn to speak. Thus the
patient's environnent should provide as much verbalization as

possi bl e.

The interaction between aphasia therapist and the
patient was regarded by few therapists to add to the
ef fectiveness of |anguage training. Language restoration is
facilitated by allowing the patient to mnmke all speech
attenpts without inhibition or control from a therapist.
(Agranowi tz, 1959, West, 1965). Activities simulating rea
life situations like tel ephoning, ordering froma nenu, role
pl ayi ng, pantom ne and i npersonation were enpl oyed.

(Backus, 1945, Agranowi tz, 1959, West 1965, Roone 1967).

Activities for reading, witing and exercises for
nmuscles for speech, imtating lip and tongue novenents
articulatory exercise materials and drills were wused by
therapists who believed in the principle of retraining.

These nmaterials were, however, adapted to adult interests

12



(Longerich, 1954).

Some clinicians advocate a nulti sensory approach
rather than attenpts to isolated nodalities during training,
sone workers have enphasized that one selection of a
vocabul ary nmust be based on its potential usefulness in daily
life (sheehan, 1948, schuell, 1955, Taylor 1958). Wile
others indicate that tecahing materials nust be selected
according to a patient's prenorbid interests (Backus, 1947,

Longerich, 1954; Schuell, 1955; Wepnman, 1963).

Conversational practice, rhythm practise, lip reading
training, singing and shifting dom nance have been tried.
Few authors |ike Taylor (1964), and Jacobson (1965) have
advocated a highly structured approach based on nodern
linguistic theory. Sone clinicians concentrate on building
vocabul aries around a common thene such as body parts or
house f urni shi ngs. SSimlar to this technique there are
t hose who teach "associated" words. Goda (1962) recommended
using the patient's spontaneous responses as the material for
treat nment.

Luria (1966) wused a nethod called "card index plan"
where a post traumatic mldly inpaired aphasic was trained to
wite dowm on separate cards, fragnents of the thene he has
to relate and them arrange the cards into their proper order
an speak from the,. Luria thus gave the idea that a

defective internal system can be replaced by an external aid.

Sone of the treatnent nethods have been based on the

13



idea that the |anguage dissolution observe in aphasia should
be viewed as a state of regression mrrors, during its
recovery, the stages of |anguage acquisition in a «child.
Accordingly, clinicians taught phonenes in the order of
acqui sition observed in children. Lenneberg, however,
opposes this view stating that when aphasic synptons subside
in an adult patient, he does not traverse the infant's stage

of | anguage | earning.

GROUP THERAPY : -

The rational for group therapy rests on the idea that
since speech is a social behavior the group setting provides
the natural mlieu in which to practice speaking. ( Sheehan
1946; Corbin, 1951 Wepnan 1951). Goup therapy enhances the
possibility that there are psychotherapeutic gains to be
realised when patients are with other aphasics. Goup nethod
was found to be a useful supplenent to individual treatnent.

(Bloom 1962; Boone, 1967).

It has been found by many authors that aphasic patients
often nake gains unrelated to the specific I|anguage skills
bei ng taught. It has been found that teaching in one
nodal ity helps to stinulate and reinforce |earning in another
nodality. Hence direct nethods nmay not be the nost effective
means; rat her therapy should nake use of the patient;s nost
intact nodalities to teach those skills for which he has the
greatest |oss. (Eisenson, 1964, Boone, 1967;). | nci dent a

learning was found to be nore effective than goal directed

14



learning in aphasic patients.

Besi des speech therapy, psychotherapy and drug therapy
have been used wth aphasic patients. Direct psycho therapy
was found to be effective in reducing enotional problems in

aphasics and resulting in verbal changes (Bl ackman, 1948).

Sodi um anytal was used by Linn (1946). He observed
"striking inprovenent in speech” and concluded that although
the anytal does not reverse an organic process, its use nmay
make it possible to hasten the rehabilitation of patients.
Critchcey (1952), Bergman and Geen (1951) observed no

i nprovenent in speech follow ng sodium anmytal adm nistration.

Broadly, the various techniques can be classified as

1. General Techniques &

2. Specific Technique

1. CGENERAL TECHNI QUES : -

Wepman (1953) believes that all aphasia therapists
adm nister "stinulation therapy”. Sone of the techniques
whi ch use this approach are the Auditory stimulation approach
by schuell (1955), stimulation facilitation approach by
Wepman (1951) and Visual-auditory approach by Ei senson
(1964).

15



Stinmulation - Facilitation Approaches :-

According to Wepnman, Aphasia therapy like any other
therapy is designed to help in changing behavior, not in the
confines of a therapeutic setting alone, but in life, and it
must be tailored to the neurological, linguistic and socia
needs of the patient. \Wprman believed that the primary role
of the aphasia therapist was to "Stinulate" |anguane in order
to facilitate |anguage performance. Wpnman (1951) rejected
the notion of aphasia as a specific speech or |anguage
disorder and interpreted the disturbance as a "disorder
affecting the patient's total reaction pattern due to a
di sturbance of the integrating capacity in the cortex". H's
"indirect"” stimulation approach was the natural result of his

views on the nature of the disorder.

Wepman believed in three aspects which were inportant

in the recovery process. They are,

1. What is done to any with the patient by any externa
agency. (Stimulation).
2. What the inpaired nervous systemis capable of doing

(Facilitation) and

3. What the state of the internalised drive of the patient

m ght be (Modtivation).

STI MULATI ON : -

Patients differ in their ability to be stimlated.

16



Sone patients can be stimulated while others cannot. Therapy
is organised, goal directed stinulation, based and his
notivation. A conmon observation during the recovery process
is the tendency for patients to develop |anguage forns quite
unrelated to the therapy. Vocabulries are used which are
considered as old recall patterns, in the manner in which
they were produced prior to the trauma. Therapy succeeds in
stimulating the patient to produce particular |anguage forns
and in doing so, permts the patients to function in |anguage

general ly, rather than specifically.

The content of therapy serve only to stimulate the
patient to produce the integrations necessary for |anguage,
but does not convey specific new |learning or new Vocabul ary

to the patients.

FACI LI TATI ON : -

Facilitation relates to the physiological state of the

organi sm Aphasia therapy facilitates the patient as he
prepares to function i.e., when he is ready to produce
| anguage he becones able to do so. Facilitation refers to

the ability to increase the flow of energy into the system
which permts it to formnew integrations for |[|anguage,
utilising the nervous tissue present which seens incapable of

spont aneous functi on.

Aphasi a therapy reduces the inpedance against function
by its stinulation effect. The inpedance here is thought of

as a destruction of the pathways which formthe integration

17



necessary for |anguage response, following trauna. The
difference between stinulation and facilitation is that
stinulation 1is external and cannot effect a change in the
patient wunless he is in a state or set or condition which
permts the integration to be made when such a state does
exist the stinmulation has it effect and the patient's efforts

are facilitated.

Facilitation 1is a binodal concept. It is first the
consequence of stinulation, that factor which assists the
nonintegrated cortical structure to function in a nore
integrated manner. At the sane tine it is the physiologica

lowering of the inpedance agai nst organised cortical action.

MOT1 VATI ON : -

A nere stimulation of neural system which s
physi ol ogically capable of functioning is not enough, a
physi ol ogical state of readiness nust also exist Dbefore
maxi mal learning of the formation of new, operative neura
integrations are possible. Mtivation indicates the Jevel of

goal -directed behavi or possessed by the patient.

The aphasic patient functions best when he reaches a
physi ol ogi cal state of high notivation. The therapist nust
be constantly aware of the patient's readiness to act in a

particul ar area.
Vepman states that the concept of stinmul ation.
Facilitation and notivation, form the constructs which are

inmportant in the recovery process. The interrel ated and

18



one cannot produce therapeutic changes without the ather. He
advanced the idea that group psychotherapy and famly
counselling were the nost effective nmeans of hel ping aphasic

patients to function at maxi mum | evel s.

The nost commonly used approach to aphasia therapy is
represented by those who nake primary wuse of auditory
stimulation as a neans of |anguage restoration. This nethod
is based on schuell's finding that inpairments of auditory
processing underling aphasia, and that all aphasics are
inpaired in auditory retention. As a result, Schuell and her
group rely heavily on auditory stinulation with controll ed
stimulus presentation. Schuell does not feel that the role
of the speech therapist should be that of a teacher. She
views the therapists task as directed to comunicating wth
the patient and stinulating the various |anguage process
which have been disrupted primarily through the auditory

channel .

Schuel | reports that aphasic patients need to hear and
grasp neani ngful sound patterns over and over, day after day,
nonth after nonth, as long as even mninmal aphasic synptons

exi st.

Schuel | enphasi zes the inportance of adequat e
stimulation, that 1is, the use of stimuli which are strong
enough (i.e, slow, short or loud enough) to be neaningful to

the patient who has suffered brain damage. The principles of

19



repetition and requiring on overt response to a stinulus are
also stressed by schuell in the nanagenent of aphasia.
Schuel | wurges the clinician to stinmulate rather than correct
the patient. Use of one |anguage nodality to facilitate
another during treatnent is very effective. Finally, schuel

believes that the individuality of the patient and his

| anguage inpairnent is inportant and hence individual therapy

should be given. Goup therapy, according to Schuell, is a
much less effective type of treatnent than I ndi vi dua
t her apy.

Ei senson believed that the objective of therapy for an
adult aphasic is to bring himas close as possible to hi s
prenmorbid status as over all circunstances wll permt. The
ultimate goal of therapy was to help the aphasic patient find
a purpose in life that is ahead of him The enphasis was on
their future roles in life and that read for persons close to
them to accept them as inportant menbers of society despite
| anguage limtations and the economic inplications inposed by
the severity of their circunstances. The best pathway for
stinmulation recommended by himare the sensory and notor
avenues. For some, aural node for reception and graphic for
production was considered and for sone visual for reception
and oral for production. Later, auditory-visual association
were established where picture identification and repetition
of the words followed by phrases and sentences were carried

out.

Various fornms of specific stinulation approaches were

20



defined by Taylor (1964).

1. Association Approach :-

Attenpting to elicit associated words by structuring
sessions around famlies of words and semantic units such as
body parts, furniture, etc., using the maxi num possible word

environments for each target word.

2. Situational Approach :-

Ever day situations are acted out , facilitating

functionally useful Iearning vocabulary or statenents.

3. Mnimal Differences Approach :-

Simlar sounding words and simlar looking witten

material are used as stimuli for teaching.

O her varieties of stinmulation. Appear to be Iless

structured. These are variously called:-

1. "Environnental Stinulation :-

Every body around the patient talks to himas nuch as

possi bl e.

2. "Rapport Approach" :-

There is a warm rel ati onship between the clinician and
the patient wthout regard to the content and nethod of

cont act.
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3. "Socialization Approach" :-

| ndi vidual or group session include infornal " Fun"

activities.

4. "Interest Approach"” :-

Subjects are discussed which related to the patients

previous group or individual work activities and interests.

5.  "Psychot herapeutic Approach" :-

Probl em of anxiety and |oss of self-esteem are focused

on and corrected.

DEBLOCKI NG METHOD : -

Weigl (1968) described a special kind of stimulation
which uses an intact channel to elimnate a block in
understanding or expression via other channels. A response
is evoked in an intact channel. (e.g., recognition of a
printed word) just before presenting the sane stinmulus to a
bl ocked channel (auditory conprehension).

PREVENTI VE METHOD : -

This is a specific application of linguistic theory by
Beyn and Shokhor Trotskaya (1966). | nstead of object namng
they worked in expressions as a whole, preventing the

occurence of telegraphic speech.

COVPENSATORY APPROACH : -

This encourages the patient to use his own conpensatory
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strategies e.g. the patient who needs repetition to
understand is encouraged to ask for it. Patients with word
finding difficulty are encouraged to circum ocute (Hol I and

1977).

I ndirect approaches, |ike content-centered discussion
therapy (Wepman, 1972 1976_ and Divergent senmantic therapy
(Chapey, 1988b,) are intended to inprove specific deficient
| anguage functions. Wpnman's "nonl anguage, content centered
di scussion therapy"” is conversation of a special kind. In
wepman's approach, the clinician helps the patient keep on a
topic, focus on ideas rather than on words. The patient was
directed away from "struggle for accuracy in word finding"
and towards through processes underlying the use of words.
This approach was effective, according to Wepman, because it
dealt wth the true problem of the patient, which was an

i mpoveri shnent of ideas rather than of words.

Content-centered discussion therapy places the patient
in a position to exercise divergent |anguage behavior where
enphasis is on "Variety, quantity, and relevance of output”
and where the patient nust" = = = provide i deas in
situations where a proliferation of ideas on some topic is

required". (Chapey, 1981b).

The divergent semantic approach to therapy is based on
the belief that spontaneous conmunication requires the use of
both a divergent, and convergent senmantic strategy. Aphasi c

patients are unable to produce the highest |evel centra

23



nervous system integration. The highest Ilevel cognitive
integrations are thinking, problem solving and creativity.
Use of divergent tasks will, therefor, focus on the essence
of the aphasic inpaired ability to produce higher |eve

cognitive integrations.

Quilford (1967) and other hypothesize, that divergent
production involves the wuse of a broad search of nenory
storage which convergent production involves a narrow search
of nmenory store. Use of both divergent and convergent tasks
in therapy appears to facilitate the patients reorganization

and retrieval of |anguage.

PRI NCI PLES : -

Begin with the tangible and nove towards the
repr esent ati onal
- - - Begin with the concrete and nove towards the abstract.
- - - Begin with the sinple and nove towards the conpl ex.

- - - Begin with the real and nove towards the possible.

- - Begin with actions upon objects and nove towards the
verbal i zati ons concerning these actions.
Begin wth exaggerated sensory stinmulation and
gradual | y decrease this exaggeration.
Begin with short responses and nove towards |onger
responses.
- - Begin with continuous reinforcenent and nove towards

intermttent reinforcenent.
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- - Begin with clinician reinforcenent and nove towards

self reinforcement.

The divergent nodel of treatnent includes two stages.
The first involves the patients observing a group of norma
adults, perhaps recorded on videotape, responding to a
di vergent task. The purpose is to orient the patient to the
task and to provide a nodel for the patient to enulate later.
In the second stage the patient carries out divergent tasks,
and " I ntervention should focus upon strengthening the
ability to retrieve nunerous and varied semantic responses

t hrough continuous reinforcement of relevant responses”.

Conver gent techni ques, such as cues to specific words,
can be used to facilitate retrieval of words which had not
been produced on a divergent Dbasis. Chapey' s severa

exanpl es of divergent tasks include instructions to:

1. Say words that begin wth or include a particular sound.

2. List problens inherent to a comon situation.

3. List uses of an object, and

4. Put a word in different sentences. Patients can be asked
to nane as many itens as they can think in a famliar
category such as countries, states, famliar streets, or

favorite foods.

Operant Conditioning & Programred Instruction :-

25



The theory underlying the use of operant conditioning
inmplies that the behavior which is desired exists in the
patient's behavioral inventory and can be mani pul ated so that
it will occur in a specifiable manner in response to specific
stimulus conditions. Jacobs and Taylor, (1966) reported an
experinment using poker chips as reinforcenent in which an
aphasic who had been treatnent for seven years was able to
increase and maintain her verb repertoire as evidenced by re-
exam nation three nonths later. Goodkin (1966) used operant
condi tioni ng to alter ver bal conseveration and

I nappropri ateness in aphasic patients.

Pr ogr ammed instruction can be considered as an
out grow h of t he | abor atory t echni que of oper ant
condi ti oni ng. The programm ng of many types of materials

requi ring aphasics to performa variety of tasks on autonated
devices has suggested that aphasics, even those severely
inpaired can lean to match visual configurations to perform
visual oddity tasks, and to wite their names (Taylor, 1966:
Rosenberg. 1965). The programed instruction presents itens
in smaller steps wth nore than systematically structured
teaching procedure. It is also called the psycholinguistic

appr oach.

The operations involved in |anguage recovery is viewed
as a continuum of skills beginning with the imtation of
novenent and proceeding to visual recognition, witing,

auditory conprehension, and finally oral production clinica
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obser-vatians of aphasic patients indicate that auditory and
vi sual decodi ng behavi or preceeded the learning of encoding
behavior, therefore, a preverbal |evel, conprised of graded
prograns teaching imtation and visual recognition, provide
the content for the first programed teaching sequences. In
other words, before any auditory oral coding behavior could
be expected of the patient, certain nonverbal skills have to
be nastered. These tasks consisted primarily of matching

obj ects and pictures.

Aphasics tends to acquire witing skills wearlier and
nore easily than oral skills. Infact, sonme patients never
acquire verbal control despite their ability to acquire a
considerable repertoire of witten skills. (Taylor, 1966)
Hence in the program witing tasks are introduced before

spoken | anguage.

Programmed instruction approach considers automatic
control of the linguistic elenents essential to normal verba
behavi or. Patterned responses are conditioned to carefully
specified stimuli until these responses becone automatic.
The |earner, therefore, has automatic control wthout the

necessity for intellectualizing his responses.

It is necessary to grade skills with in each operation
and appropriate vocabulary and structures of the pr ogr ammred
materials nust be selected. The criteria for selection of

materials were:
1. Phonemc sinplicity,
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2. Syllabic sinplicity,

3. Gammtical regularity,
4. Picturability,

5. Portability,

6. Frequency of usage, &

7. Functional inportance in daily comrunication.

Thus applying learning principles of shaping and

differential reinforcenent effective results can be obtai ned.

As the developnent in aphasia continued, clinical
procedur es wer e nodified so that t hey refl ect t he
characteristics of communication in the patient's real - life
ci rcunst ances. As Florance, etal, (1980) put it, "Wthout

addressing overall anticipated inpact of intervention in the
patient's |ife system we can spend enornous energy on
exercises and drills that may never inprove the patient's
out-of-clinic interactions”. One approach to facilitating
transfer formthe clinic to the patient's living environnent
is to construct the clinical interaction between clinician
and patient so that it is nore consistent with real face-to-
face conversati on, Pronot i ng Aphasi c's comuni cati ve
ef fectiveness of PACE therapy was designed to achieve this
kind of interaction (Davis and WIcox, 1981). PACE was
devel oped out of a recognition that the standard direct-
stinmulation techniques do not coincide with the structure of

natural conversation as closely as a structured treatnent
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interaction could. The objective of PACE is to nmaximze

aphasic's ability to comuni cate independently.

PACE focuses the patient and clinician on ideas to be
conveyed rather than on the struggle for |inguistic accuracy.
As turns are taken, patient practices both conprehension and
expression in a context requiring true communication. PACE
pronotes the use of a variety of speech acts, success is
measur ed relative to whether a nessage s conveyed.

Procedures of PACE are derived from four principles:-

1. The clinician and patient participate equally as senders
and receivers of nessages by taking turns to convey nessages
to each other. This role switching allows a variety of
feedback operations to occur, and permts the clinician to

nodel desirable communicative behaviors for the patient.

2. The nost powerful feature of PACE is an exchange of new
information between the <clinician and the patient, thus
creating a truly comunicative intersaction and maki ng
this procedure different from other treatnment approaches. In
PACE, nessage stinuli such as pictures of objects or actions
are kept from view of the receiver. Usually a stack of
stimulus cards is face dowmn on the table, and the patient and
clinician take turns drawing from the stack. The receiver
does not know what the sender is trying to convey, and nust

try to figure out the sender's nessage.

3. The patient has a free choice as to which comunicative
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channels (nodalities) he or she may use to convey new
i nformati on. The clinician does not instruct or direct the
patient to use particular strategy. Channels such as speech

witing, natural and conventional gesturing, pant om ne
drawi ng and pointing to pictures, printed words or objects in

the room may be used either singly or in conbination.

4. Feed back is provided by the clinician, as a receiver, in
response to the patient's success in conveying mnessage.
Communi cative success depends not just on what the patient
does, but also on the active participation of the «clinician
as receiver. The patient's success depends in part on the
clinician's ability to conprehend which is consisttent wth

natural conmmunicative interaction.)

SPECI FI C TECHNI QUES : -

Springier and Weniger (1986) reported that the ultimate
aim of |anguage therapy is to enable the aphasic patient to
manage the comunicative interactions again. Though they

pi ck up nonverbal cues relatively well, they often display
considerable difficulties with these features of discourse

which involve specific linguistic capacities. Ther ef or e,
specific nmethods for different types of aphasia began to be
used which tapped their linguistic and cognitive abilities.

Few of the specific techniques are :-

1. Melodic Intonation Therapy (MT) :-
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In 1942 the German neurol ogist Kurt Goldstein pointed
out that there are aphasic patients who are able to pronounce
words in song that they are unable to pronounce under other
ci rcunstances. This observation has pronpted aphasiol ogists
and speech clinicians to wuse nusic and rhythm in the
treatment of such patients. MIls (1904) suggested that it
woul d be beneficial to use popular songs. However,

experience indicates that it is difficult, to dissociate words

strongly associated wth a particular tune. Though the
patient may benefit psychologically with popular tunes, it
has little effect on production of pr eposi ti onal or

conver sati onal speech. Backus (1937), Ustvedt (1937),
Col dstein (1942) suggested that words and sentences be

presented to the patient in rhythmc accentuation.

It was not until 1972, however, that a formal study was
undertaken by Al bert, Sparks and Helm in order to seriously
explore the wuse of a singing technique to facilitate and
stimulate the prepositional speech of severely inpaired
aphasi cs. Enphasi s has been on recovery of formulation of
propositional |anguage rather than the notor aspects of

speech production.

Al bert, Sparks, & Helm were encouraged by the grow ng
evidence that the right cerebral hem sphere is dom nant for
music and intonational contours (Spellacy, 1970; Bl unstein,
Cooper 1974) M T was devel oped by hypothesesing that functions
associated with the intact right hem sphere nmay be exploited

for purposes of rehabilitating speech in left brain danaged
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individuals. The nane, nelodic intonstion therapy, was first
suggested by Sheila Blunmestein, whose own research first
identified the role of the right hem sphere in processing the

i ntonational contours of spoken sentences.

Wiile MT is directed to |anguage, some clinicians
have reported success adapting it to inprove slurred
articulations and to reduce the frequency of phonemc errors
in some aphasic patients. M T has undergone vari ous
met hodol ogi cal changes. Sparks, Helm and Albert (1974)
described a two Ilevel program in which real phrases and
sentences are sung in both [evels. Sparks and Holl and
(1976) later requires the patient to reproduce hunmmred
patterns w thout words, while the remaining three require him

to intone phases and sentences.

The MT program as described by Helm is a hierar-
chially structured program that is divided in to three
| evel s. In the first two levels, nultisyllabic words and
short, high probability phrases are nusically intoned. The
third level introduces |longer or nore phonologically conplex
sent ences. These | onger sentences first are intoned, then
produced wi th exaggerated speech prosody and finally spoken
normal | y. On all intoned phrases the clinician taps the
patients left hand once for each syllable. Itens are intoned
very slowy, with continuous voicing, using sinple high note-
low note patterns based on the normal speech prosody of the
phrase. Each syllable is sung separately, but a staccato

approach is to be avoi ded.
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Candi dacy for MT : -

1. Audi tory conpr ehensi on should be better than verba
expression. Auditory conprehension should be preserved enough
to include self-criticismof errors in verbal output. The
presence of self criticismand ultimately self-correction is

an inportant prerequisite to recovery from aphasi a.

2. The patients should have fairly good enotional stability

and reasonably good attention span.

3. The patients nust be severely inpaired in ver ba
expr essi ons. The MT programis geared to the needs of the
poorly articulated, nonfluent or severely restricted verba

output that nmay be confined to a nonsense stereotypy.

4. The patients who inproved the nost had the poorest
repetition skill prior to MT. This suggest that the patient
with repetition skill which is better than his other verba

abilities may not be a good candi date.
5. Poorly articulated speech, earning a rating of 3 or |less
on the BDAE profile of speech characteristics show good

i nprovenent with MT.

MT avoids the concept of re teaching the patient to

speak. Instead, this nethod is directed at facilitating and
stimulating the patient to produce what he still knows about
| anguage.
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The efficacy of MT has been described by various
aut hors. It has been suggested that this highly notivating
method nmay be effecting a psychol ogi cal break through. The
nost acceptable hypothesis to account for the efficacy of MT
is that increased use of the right hem sphere dom nance for
the nelodic aspects of speech increases the role of that
hem sphere in inter-hem spheric control of |anguage, possible
dimnishing the |anguage dom nance of the damaged |left

hem sphere.

2. Voluntary Control of Involuntary Uterances: -

In 1962 Goda suggested the clinicians use the patient's
spont aneous speech attenpts to determ ne treatnent vocabul ary
r at her than rely on prepared nmaterials for | anguage
rehabilitation. In a 1964 study of aphasia rehabilitation,
Vignolo summarized one approach to treatnent as follows
"First an automatic way to elicit a correct response is
f ound. The response is then tentatively elicited in nore
voluntary ways. In eliciting responses, facilitation 1is
| ooked for along the line of the Jacksonian automatic

Vol untary di ssoci ation".

Helm and Barresi (1980) described a nethod called
voluntary control of involuntary wutterances (V.C.1.U) in
which the vocabulary is determned involuntarily by the
patient. The one criterion guiding the clinician is that
only the patient's real word utterances are accept ed.

Patient's spontaneous wutterances formthe basis for the
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t herapy; and the patient, not the clinician, determnes the
treatnment | exicon. V.C.1.U is based on the belief that
virtually all aphasic patients have the ability to utter rea
words under sonme circunstances. The burden is on the
clinician to identify this core involuntary vocabulary and
help the patient bring it under voluntary control. Hence,
this approach is called voluntary control of involuntary
utterances of V.C.1.U  This approach can be used to inprove
verbal output in severally nonfluent aphasic patients whose
speech is limted to the stereotypic production of a few rea

wor ds.

The V.C 1.U  program begins wth presenting each
patient with printed words or phrases which he has been heard
to wutter during his fornmal education on wth enotionally
| eaden words. If the patient was imediately able to read
the word or phrase correctly, it was printed as an index card
to be used for self-nmonitored drills. If instead of reading
the word as printed, he utters a different real word, then
the original word was discarded and the patient's real word

utterance was offered.

Oal reading of the growing lists then gives way to
nore volitional propositional wuse of the target wor ds
t hrough responsive namng and confrontation namng tasks and

finally in conversation.
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Candi dacy for V.I.C U :-

1. Patients having severely limted verbal output, often to

a few real words used in a stereotypic manner.

2. Patients should be able to match words «correctly to
pi ctured obj ects and actions. Oral  reading may be
inconsistent with sone tendency to utter incorrect, but
related, words to stimuli. e.g., 'bed for hammock.

3. Helm Elicited Program for Syntax Stinulation:-

Hel m devel oped a program for the agrammatic patients
which she called the syntax stinulation program which was
subsequent |y nanmed Helm Elicited Program for synt ax
stimulation, or HELPSS (Hel m Estabrooks, 1981). Using this
program it has been suggested that agrammatic patients nmay
inprove in their ability to produce a wide variety of syntax
for pur poses of conmuni cati on. Wth this t echni que,
agrammatic patients produced |longer and syntactically nore
conplex statenments that they produced in conversationa

speech.

The Helm Elicited program for SYNTAX stinmulation is a
hierarchially structured approach to therapy that wuses a
story conpletion format to elicit 11 sentence types. There
are two task levels (A & 8) and nultiple exenplars for each
syntactic construction. Each exenplar is acconpanied by a

sinple line draw ng.
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In level A the clinician reads a short story (usually
about two sentences in length) that ends wth the target
sent ence. The story then is reread wthout the target
sentence, which nust be supplied by the patient. Wen |evel

A has been conpleted for a particular sentence type, using a

90% accuracy criterion for success, the second level s
i nt roduced. In level B the story does not contain the target
sent ence, Instead the patient nust produce the target as a

logical conmpletion of the story but without the benefit of
having heard the target as part of stinulus. When score
criterion has been reached for sentence type 1, level b, the
patient is introduced to sentence type 2 at level A and so
on until he or she can produce all 11 types at both |evels of

difficulty.

The purpose of the program is to stinulate and
facilitate grammati cal speech and not to teach rigid and rote

ver bal out put.

The type of sentences used are inperative intransitive,
i nperative transitives, i nterrogative, decl arative
transitive, declarative intransitive, conparative, passive,
Yes No. Questions, direct and indirect object. Enbedded

sentences and Future.

E.g. Sentence Type 1 - Inperative intransitive.

Level A (clinician) "M friend feels dizzy, so | tell
him'Lie down'. Wiat do | tell hinP"
(Patient) "Lie Down".
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level B (Cinician) "M friend feels dizzy, so | tell him
what ?

(Patient) "Lie Down".

Each story exenplar is usually acconpanied wth a
related picture to increase the saliency of the spoken

stinmuli.

Candi dacy for HELPSS : -

Helpss is a program for aphasic patients who display
agrammati sm  and noder at e to wel | - preserved audi tory
conprehension and s not appropriate for patients wth
little or no speech output or severely inpaired auditory

conpr ehensi on.

1. Aphasic Type :-

Broca's transcorti cal not or aphasi a, anterior

capsul ar/ putam nal aphasi a.

2. Speech Qutput :-

Nonfluent with restricted grammatical form and average
phase length of 2 or 3 words, consisting mainly of

substanti ve words.

3. Audi t ory Conprehensi on: -

Good single wrd and fair to good sentence and

par agr aph conpr ehensi on.
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4. Psychol ogi cal Features :-

Co- operative, good attention span and nenory.

4. Treatnent of Aphasic Perseveration (TAP) :-

The TAP program was developed wth an attenpt to
debl ock | anguage per formance by directly addr essi ng
perserverative behaviors. (Helm Estabrooks, Enery, & Elbert,
1987). The TAP programwas developed for patients who
mani fest atleast a noderate degree of perseveration in teats
of confrontation namng. The TAP program uses the sane seven
semantic categories as the Boston ""3 ngnostic Aphasi a
Exam nation (objects, letters, geonetric forms, actions,
nunbers, colors) body parts). The TAP itens, however, are
different from those on the BDAE and were chosen on the basis
of frequency of use, concreteness, length (nost are 1 or 2
syl | abl es), Phonetic/semantic variability and enotionality.
Pictures are also used. Each itenipicture is offered for
confrontation namng. |If the patient cannot nane a term as
many as three of the cues nmay be used to elicit a correct
response. After namng the item correctly wth a cue,
however, the patient nust imediately nanme to confrontation
i.e., "So what is this"? The ultimate goal of the programis
for the patient to nane 90% (34/38) of the pictured stinmul
with perservations occurring on no nore than 10% (cr 4) of
the itenms (progress is charted on graphs noting correct
responses, Nunmber of cues, & perseveration). |If the patient
does not show a pattern of slowy dimnishing perseveration

with slowy inproving nam ng, the TAP is discontinued.
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The cues given to the patient include oral reading of
the target word witten on a card, repetition of the word
after the clinician, unison speech providing initial phonene
of the target word, providing an open-ended sentence that
mght elicit the target word, gestural cue, tactile cue and

SO On.

Candi dates for TAP Program : -

1. Patients who show a noderate to severe degree of
perseveration in confrontation nam ng nay be good candi dates

for TAP.

5. Treatnent for Wernicke's Aphasia (TWA) : -

The treatnent of Wrnicke's aphasia is challenging. In
1948, Neilson and his colleagues pointed out that if taught
to read, wite, and do arithmetic, the Wernicke's aphasic
would automatically relearn spoken |anguage. The nost
striking evidence that auditory conprehension skills may be
debl ocked through a different nodality is found in a study of
VAT is 1982. Eight globally aphasic subjects treated wth
VAT inproved significantly in auditory processing skills as
measure by Porch Index of communicative ability (Helm
Fitzpatrick, Barresi, 1982). Inproved auditory conprehension

is also an common "side effect” of MT.

| nprovenent in auditory conprehension skills as a
result of inproved ability to repeat words and phrases nay be

explained by a process Jones and Weprman (1961) called re-



auditorization; the transmssion of aurally received stinuli

into verbal responses.

Hel m Estabrooks and Fitz patrick have developed a

treatment approach to Wernicke's aphasia based on t he

evi dence that ability to repeat orally presented stinuli nay
be linked to the ability to process or understand these
stimuli. This method, <called treatnment for Veér ni cke' s

Aphasia or TWA, uses witten stinuli as the initial stable
representation of the stinulus words TWA progresses from
reading conprehension, to oral reading, to oral repetition,

and then to auditory conprehension al one.

TWA begins by using the nore intact nodality of reading
conprehension to stinulate oral reading. Wrds that are
orally read <correctly then are presented verbally for
repetition and finally for auditory conprehension via a
picture pointing task. The initial stimuli are those that
the patient can read aloud correctly. Subsequent stimuli are
added in a manner simlar to that used in voluntary control
of involuntary wutterances until the patient is capable of
handling mninmal pair words (i.e, those differing by only one

phonene) .

Candi dacy for the TWA Program : -

As the nane inplies, TWA is a syndrone specific
treat nent approach. Furthernore, TWA is appropriate only for
noderate to severe Wernicke's aphasia patients who have

difficulty processing signal words through the auditory
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nodal i ty. TWA candi dates nust denonstrate relatively good
ability to wunderstand witten stinuli at the single word
level (Picture - word matching skills) and sone ability to

correctly read picturable single words al oud.

6. Alternative & Augnentative Comuni cation System ' -

A obal aphasic patients are unable to use successfully
any form of natural |anguage and it is assuned that the
extensive left hem sphere lesion usually associated with this
syndr one has effectively erased nearly all linguistic
know edge. There are two option available for the gl obal

aphasi c patients:

1. One could try to rebuild or reteach [Ilinguistic skills

from the ground up, or

2. One could set natural |anguage aside, and attenpt to

teach an alternate form of conmmuni cati on.

Froschels (1933) called the nore preval ent,
nmet hod "Brain gymnastics" because it involved massive anounts
of drill, with the patient repeating and witing individual
sound, then learning to repeat two connected syllables and
then real words and so on. This nethod, however, seens to be
ineffective. It was suggested by Geschwind (1965), Johnson,
et (1976) that whole body command might be a basis for

treatment of gl obal patients.
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Alternative or Augnentative Comunication system have
been used wth the severely aphasic patients to provide a
nmeans of very basic functional comunication. For those
patients functioning at higher levels these systens may serve

as a catalyst to recovery of yet higher linguistic abilities.

1. Communication Boards :-

It has been a conmon observation, that with appropriate
trai ni ng somne globally aphasic patients can use a
conmuni cation board effectively, provided the nmessage is
sinmple and the Ilistener is insightful and denonstrates
pati ence. Al phabet boards, or board? that contian only single
words or ideas, are generally not effective for the globally
aphasi c person. Boards containing both picture and, its
witten equivalent are effective. Additional enhancenent nay
be provided by constructing individualized comunication
boards contai ning words and/or pictures that are particularly
useful to that person, pictures of wife, children, famliar

househol d obj ects, and personal objects.

Training begins wth only the target word bei ng
exposed. The clinician repeats the stimulus until the client
can point unfailingly to the named item The sane procedure
is followed for each of the itemto be in the client's core

vocabul ary.

2. Bliss Synbols :-

The wutilization of bliss synbols rather than pictures
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frequently produce i ncr eased general i zations of
comuni cation. Bliss synbols are less conplex to learn than
words, they appear wth the printed word(s) which they
represent and the patient 1is not ed to spell or
recogni se words before beginning. Bliss synbols are superior
to finger spelling or singing.

Man A Water
Door m Eye = Language

m
a

3. "Back to the Drawi ng Board" (BDB) :-

BDB is designed to encourage aphasic individuals who
are severely inpaired in verbal expression to conmnunicate
feelings, needs and events through draw ng. The stinul
used in this program consist of single-double-and triple
panel uncaptioned cartoons. The use of cartoons is based on
research evidence (Gardner, Ling, damm& Silverman, 1975).
that even severely aphasic patients may appreciate visua
humor in the from of cartoons. Furthernore, the enotiona
value of the stimuli (e.g., hunor or anger) often enhances
the performance of aphasic patients. Finally, the sinply

line-drawing style of cartoon's is relatively easy to copy.

The ultimate goal of the BDB programis for the patient
to use drawing for everyday conmunication when other neans of

exchange are unsuccessful.

4. Anmerican Indian Sign Code :-

Madge Skelly and her coll eagues introduced AMFRIND as a
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suppl enental comuni cation node for patients wth severe
apraxia of speech and aphasia. Skelly (1977) distinguishes
AVERI ND and sign |anguage for the deaf: "Indian Hand Tal k was
created to provide a universal conmunication node anong the
many tribes who did not share a common |anguage". The sign
directly depict concepts and concrete referents and are in
many ways |ike pantomnme. A "dialect" was devel oped so that
the signs could be done with one hand. One advantage of this
system is that it is understood by others wthout specia

t rai ni ng.

5. Communi cation Roll (Lenko, 1976; Hook, 1976) :-

Conmmuni cation roll consists of tw cylinders one
fitting inside the other. The inner can be turned by neans
of a wheel placed on the outer roll. Printed on the inner
roll is a |list of words or sentences. These words are
di spl ayed via a small wi ndow on the external cylinder, these

words can be changed from |lesson to |esson.

6. Finger Spelling :-

Chen (1968) developed a system of finger spelling using
the left hand. The signs resenbled actual printed capita
letters, thus aphasic patients can associate signed synbol
wth representative letters of al phabet. If there is a
conbi nation of gestures as well as sign formed with fingers
it is called 'talking hand" e.g., Water a sign of W and

pointing fingers to nouth.



7. Visual Conmmunication :-

Baker et al (1975) and Gardner etal (1976) wused a
vi sual comuni cation system which utilized a series of index
cards, each containing a sinple arbitrary (geonmetric) or
representational (ideo graphic) form denoting a neaningfu
units, Ei ght globally dysphasic patients were studied and
attai ned varying levels of wvisual comunication whi ch

i nvol ved.

Carryi ng out commands.
Answering questions.
Descri bi ng events.
Expressing feelings.

Expressi ng i medi at e needs.

o o A w N e

Expressi ng desires.

These findings indicate that global patients can naster
the basics of an alternative synbol system and that at |east
sone of the <cognitive operations necessary for natura

| anguage are intact despite the severe dysphasi a.

7. Visual Action Therapy :-

Those who believe that aphasia is due to inability to

gain access to what is known about |anguage rather than
"massive loss of |anguage" developed the wvisual action
t her apy.
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Gardner, Zurif, Berry and Baker (1976) need a visua
conmuni cati on (VIC) system wth gl obal aphasi cs. It
consisted of real objects and a series of index cards
containing sinple, arbitrary, or representational draw ngs
denoting neaningful units. Patients were required to carry
out operations such as follow ng commands, answeri ng
questions and describing events by nmanipulating the objects
and cards, based on the patient's perfornmance wth these
tasks, the investigators concluded that global aphasics do
retain a rich conceptual system and sone congnitive

operations necessary for natural |anguage.

There are several theoretical rationales to support the

training of gestural output system of global patients:

1. Gestural comunication nmay be used independently of

ver bal conmuni cati on.

2. Hand gestures for manual communication require |ess
refined control than the articulatory novenents required for

ver bal conmuni cati on.

3. Limb npvenents, unli ke face nopvenents, have nor e

predom nantly unilateral control.

4. The hand-arm unlike the bucco/facial apparatus necessary
for speech, is visible to the initiator and can be wusually

nmoni t or ed.

Hel m and Benson (1978) used a nonvocal

vi sual | y/ gestural approach to the rehabilitation of globally



aphasic patients. They developed a nethod called visual

action therapy (VAT) which trained severely aphasic patients
to represent hidden itenms with hand/arm gestures the VAT
method also include a program for bucco/facial apraxia in
which all representational gestures involve the nouth/face.
There are two nore VAT prograns called proximal Linb Visua

Action Therapy and Distal Linb Visual Action therapy (Helm
Ranberger, Brownell & AlLbert, 1985). It was found by the
authors that training patients to gesturally repr esent
objects involving proxinmal novenents was easier than dista

novenments. Proximal novenents include sawing, pretending to
hail a cab. Distal novenents include making the 'V  for

victory, turning a screw driver.

Al three VAT prograns use real objects, line draw ngs
of these objects, and pictures of a sinple figure using the
obj ect s. The materials wused are eight objects razor
tel ephone, cup, toy pistol, saw, hammer, screwdriver and
bl ack board eraser) and their contextual pronpts if indicated
(bl ock of wood, block of wood with protruding nail, block of

wood with protruding screw, and sl ate).

Each program consists of hierarchially ordered steps &
levels that nove the patient along a performance continuum
from the basic task of matching pictures and objects to the
communi cative task of representing hidden items wth self
initiated gestures. Score sheets are used to docunent from
one step or level to the next. Dependent test variables are

used to neasure the overall effectiveness of the prograns
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like the test itens used in Porch index of conmmunicative
Ability (Porch, 1967).

VAT is divided into three levels, the first |eve
contains twelve steps, while levels Il and 11l contain 6
steps each. Al directions and reinforcenents are given non-
verbally. Patient responses for each item at each step object
are scored, one point for fully correct, on half point for
self ~corrected, and zero for incorrect, A new step 1is
introduced when the patient produces correct responses for
every itemat the training step. Each session beings with a

review of the precedi ng step.

Candi dacy for Linmb V.AT. :-

1. dobal Aphasics with severely restricted expression and
conprehension of spoken and witten |anguage are the Dbest

candi date for V.A T.

2. Mbderate to severe intransitive and Transitive linb

apraxi cs benefit with V.AT.

3. Patients who are alert, oriented and co-operative wth

good attention span benefit with V.A T.

Candi dacy for Bucco/facial VAT Candi dates -

1. Patients having severely restricted verbal output despite
noderately preserved or recovered auditory skills.
2. Patients having noderate to severe bucco/facial apraxia

despite noderately preserved or recovered linb praxis.
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8. Patients having good attention span and well notivated

and co-operative.

8 Artificial Language Training in dobal Aphasics :-

The system used was a nodification of the one
originally devel oped by Premack (1971) for chinpanzees. The
primary elenents of the system are synbols, varying in color
size and shape which are functionally equivalent to words.
They synbol/words were cut out from colored paper and
sentences were witten by arranging the words from left to
right on a table top. Strings of sentences were at first
extrenely sinple, consisting, for exanple of the word 'sane'
pl aced between two Iike objects or the word different'
pl aced between two unlike objects. As training progressed
the nunber of nonlingustic elenments in a strings decreased
until the string finally consisted only words. Patient's
preference nust be scanned to find both the content and
reinforcer for training. For the first few trails response
open to the patient was the correct one, gradually a choice
was presented, but only after each of the devices had been

effortlessly introduced.

The patient was presented with two objects either A - A
or A- Band was trained to place with 'same' or ‘'different’
between them resulting in the declarative type strings 'A
sane A or 'Adifferent B'. Then patient was given both
wor ds simnul taneously and was required to choose between them
Then the interrogative was introduced. Patient was given two

objects (A ? A o A ? B) and was taught to answer by

50



substitution the appropriate predicate either sane or
‘different’
Patient's training was carried out with small set of

objects e.g. A was cup, B a spoon. As a transfer test random
conmmon objects that has never been used in training are
presented to the subject for analysing and manipulating.
Negation is taught next to the subject on sane - different so

that 'no-sane’ and 'no-different’ were single words. The

no' is detached formthe predicates and given to the patient

as an independent unit and the patient is required to insert

the two words 'no’' and 'same' or 'no and ‘'different’ in

proper order.

The patient's |exicon can be increased by teaching them
a few nouns, verbs and personal names each of these are
taught by associating a synbol with an object, action or
agent in the context of a sinple social transaction. Ver bs
can be taught by association, conprehension and production

are taught simnultaneously.

This training method was effectively used with globa
aphasi cs. This nethod suggests that each global aphasic
still has the ability to learn an artificial |anguage. Using
cut-out synbols which served as '"word" each with a referent,
t he gl obal aphasics denonstrated the capacity to learn sinple
construction and the capacity for wusing synbols is not
totally abolished in global aphasics (dass, Gazzaniga,

Premack, 1973).
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9. Conput er Assisted Visual Conmunication Program (C-Vic): -

Steele, Weinrich, Wertz, Klee Zewska, Carlson, 1989.
Winrich et al, 1989, have denonstrated that severe aphasic
patients can mani pul ate the conputer "nouse" and button click
necessary for operation and can learn the rules of lexica
organi sation. C - Vic enables patients having no spontaneous
speech or ability to read or wite to use pictures and icons
on conputer screen to communicate their needs and ideas. The
CGVic system consists of upto 240 different icons that are
grouped according to their semantic or syntactic function
e.g. actors, actions, objects conjunctions patients are
trained using a highly structured training protocol to Ilearn
the neanings of the icons as well as the rules of GCGWVic
"grammar". As part of their training, patients Ilearn to
construct and conprehend conplex sentences in the GVic
pictorical system Not all severely aphasic patients,
however have been able to grasp the lexical and syntactic
rules of GVic and to use them independently to initiate

conmuni cati on

CGVic training consists of two primary phases (Baker
and Nicholas). In phase |, patients learn the nechanics of
CVic; they are trained to carry out commands presented in G
Vic by the clinician (conprehension) and to answer question
and conpose descriptions of sinple acts by p>acing icons into
response slots on the conputer screen (production); phase 11

focuses on wusing GVic for real life comunicative acts,
including expressing needs, nmaking requests, and asking
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guestion. The duration of GVic treatnment is about 9 nonths.

(Baker and Ni chol as, 1994).

Li ngui stic Met hods : -

Recent approaches to therapy have focused on |inguistic
aspects. Wthin the |linguistic perview, deficits art*
identified at phonetic, phonemc, lexical and granmatica
| evel and treated accordingly. The contribution of

linguistics to therapy as seen by Lesser (1981) an

1. To expect a one to one correspondence between discovery
from linguistic exam nations of aphasia and recomendati ons
for therapy i.e., if linguistic investigations reveal that
there is an order of difficulty of linguistic elenments, then

the therapists discovers the position in this rank order to
which the patient has regressed and plans a therapy program
which takes the patient gradually forward through itens of

progressively greater difficulty.

2. Accurate linguistic descriptions gives opportunity for

feedback from therapeutic practice to linguistic theory.

Using this approach, therapy ains to helps a patient to
nove from a given state of functioning at one |level of
| anguage to higher nore el aborated state. A program of
st ep- by-step activities are developed at each |inguistic-
| evel . Such structured therapy has a significant effect than

gener al | anguage stimul ation. A nunber of i nguistic
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approaches have been developed and tried out in aphasia

rehabilitation.

Lhermtte and Ducarne (1965) coined the term "pre
| anguage therapy". It consists of a series of enpirically
selected exercises which are presented wth the aim of
m ni m si ng t he clinical mani f est ati ons of vari ous
neurol ogi cal distrubances which are frequently associated

with aphasi a.

Pre Language Therapy : -

Therapy for Borca's Aphasia: -

Pre |language therapy generally begins before |anguage
retaining. It is intended to prepare the patient to derive
t he maxi num possible benefit from subsequent | anguage
retaining. Pre language therapy is primarily focused on the
renmedi ati on of attentional disturbances, problens of spatial
and tenporal orientation, of nenory, of of calculation, as
well as on paretic and/or dyspraxic deficits which may
constitute obstacles to the retaining of spoken or witten

| anguage.

|. a) Therapy for Linguistic reduction in Broca's Aphasia*
Managenment of the linguistic reduction in Broca's Aphasia is
divided into two major stages, the first called denutizaticm

and the second called spontaneous production.
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Denuti zation :-

Therapy ains at the recovery of the nost automatic uses
of |anguage, words, the recovery of enotional and practica
| anguage. Facilitating procedures |ike phonemc cues,
contextual cues and the like paired with gestures, mne and

prosodi ¢ exaggerations are effective.

Spont aneous Production : -

As the patient nmakes progress, the reliance on
facilitating cues is quickly de-enphasized so as not to

i npede further progress and help patient to nove towards the

controlled repetition of spoken linguistic stinmuli, that 1is
towards the controlled repetition of spoken l'i ngui stic
stimuli, that is towards repetition which is voluntary even

if it is often defective in terns of articulatory production.
The patient is said to be in the stage of spontaneous
production when voluntary repetition is possible. Audi o-
visual nmethods used in the spontaneous production stage are
suppl enented by sessions devoted to the enrichnent of
avail able vocabulary and to the renediation of syntactical

deficits.

b) Therapy for phonetic disturbance in Broca's Aphasia

1. Therapy for Inpaired Articulation:-

The presence of sever apraxia in the post-onset period
prevents the voluntary novenents of articulatory structures.

The patient, hence has to be given exercises requiring
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imtation and then production on verbal commands, of the
articulatory novenents |ike elevation of t ongue, lip
protrusion, etc., once the patient can carry out these
novenents in a voluntary fashion, therapy ains at production
of phonenes and phonem c sequences. Learning exercises are
followed Dby drills and exercises to pronote stabilization,
generalization, and transfer to oral reading, conversation,

etc.,

2. Therapy for Inpaired Prosody :-

The patient nmay be given exercises centered on vocalic
chaining. Transitions between words, stress and nelodic |ine
to attenuate those dysprosodic aspects which interfere wth
the nodul ation of speech and reduce the intelligibility of
di scour se. Exercises ainmed at recovery of the intonationa
patterns of interrogatives, exclamations, negatives, etc.,
and exerci ses involving the repetition of enot i onal
expressions or utterances in which different enotions are
expressed nainly through variations in intonations can also

be carried out.

C) Ther apy for Agrammatism in --------------

Therapy includes exercises which aim at increasing the
availability of the commonest norpho syntactic rules. The
following principles enhances the effectiveness of therapy

(Lecours et al 1965).
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1. LeKidal elenents (nouns, adjectives and verbs) are
sel ected according to their frequency of usage in the

| anguage.

2. The questions asked during the early stages of therapy
are formulated in such a manner that the synt acti cal

structures of the correct response in predeterm ned.

3. Visual clues in the form of drawings and audio visua

t eachi ng nethods are presented.

4. Exercises to ensure conprehension of the semantic neaning
of comon syntactical structures precede exercises involving
the production of those structures. The hierarchy of
production tasks include repetition and coping followed by
oral evocation (ie exercise in which the aphasic nust
fornmulate a sentence using given |exical elenments > followed
by witten evocation. Procedures used in conprehension
exercises include pointing to pictures, in response to spoken
commands and the matching of witten sentences to thuir

correspondi ng pictures.

5. The exercises are presented in order of increasing

[inguistic difficulty.

S. The exercises ained at recovery of the syntactical
convention (relationships between words and sinple syntagns
in the <context of sentences) precede exercises ainmed at
recovery of the norphol ogical conventi on (rel ationships
between I|exical nonenmes and norphol ogical markers in the
context of words) . Inperative and assertive fornms precede

negative, interrogative and other transformations.
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7. Exercise in narration are carried out with the aim of
i ncreasing the transfer and generalization. Ther api st

gradual |y fades her assistance at these stages.

The therapy process consists of three successive stages!

1. Teaching of thematically Unrel ated Sentences ‘-

This stage is intended to focus the patient's attention
on structural aspects, ie on the syntactical features of the

stinmulus Utterances.

For Exanpl e

Therapist '- | want to buy a hat, so 1 go to the store and

______ what do | do?
Patient : | buy a hat.

In the beginning, the therapist may facilitate
production by providing the pronoun (or firstword) of the
target response. This type of exercise is preceded by

repetition and oral reading exercises.

2. Teaching thematically Related Sentence : -

This internediate stage focuses on the sinultaneous
control of semantic & Syntactic constraints, the patient nust
attend to both the syntactic structure of the t ar get

sentences and the nessages conveyed. 1 he exercises include
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production of sinple affirmative declarative type of
Utterances (SAD), Audio-visual cues arts used. Initially,
the patient repeats the therapists utterances follow ng which
oral reading of the printed matter is carried out. Finally
the therapist question the patient to elicit the target

response.

For Exanple :-

Sequenced illustrations wth the target sent ence

printed.

3. Expressive di scourse: -

This final stages ains at the transfer of gains into

narration. The patient is asked to narrate stories of
increasing length and conplexities. Initially, pi ctured
stimuli is given followed by narration on suggested topic and

wel | -known stories and gradually progressing to nore persona

narratives.

1. Therapy for Wernicke's Aphasi a: -

a. Therapy for Logorrhoea: -

The goal here is to silence the patient and to focus

hi s attention on various tasks which i ncl ude nostly
nonliguistic stimuli. The patient 1is required to use
gestures rather than spoken production. Once this goal is

achi eved | anguage retraining is began by using the follow ng

exerci ses; audi o phonatory (repetition), Visuophonatory (ora

59



readi ng), audio graphic (witing to dictation) and
vi suographic (copying) wusing the least inpaired nodality
which are then carefully and slowy carried over to dial ogue

si tuati ons.

b. Therapy for Phonem c Distrubances :-

Therapy for phonem c disturbances in Wernicke's aphasia
requires the establisnment of attending enviors and the
patient's recognition of his inpairment. The initial stages
include mnimzing the anticipation errors in oral reading,
by wusing a covering card so that the stinuli are exposed
syllable by syllable, and in repetition by presenting the
stimuli in segnents. Perseveration can be controlled by

| engt hening the interval between successive stinuli.

Si nce few errors are made on nonosyl | abl es,
bi syl | abl es, whose constituents share few common features are
used. E.g. hammer, pillow, Later bisyllables having simlar
phonenes are used E.g. seashore, seaside, these are followed
by consonant clusters and sinple syntagns, Small and sinple
phrases precede conplex sentences. Miltisyllabic words are

reserved for |ater stages of therapy.

The final stages includes concentration on the nost
affected node ie repetition. |If all the nodes are affected,
"method of codes' described by deRi baucourt-Ducorne can be
used which stresses on facilitating recovery by providing

associations of sound 8 neaning to the patient's oral of or

60



witten producti ons. For exanpl e. | f t he pati ent
spont aneousl y said Kar ( car), the t her api st woul d
imediately try, by associating, repetition, witten word,
gesture, rapid sketch etc., to elicit words such as Karban
(carbon), Karpit (carpet), Pit, (pit), PItl (pity), etc.
(Lhermitte et al., 1983).

c. Therapy for Paragrammti smin Werni cke's Aphasi a: -

Paragrammati sm or dyssyntaxia is characterized by the
juxtaposition of lexical words. Therapy ains at providing
correct exanples of the syntactic structures of sentences,
erroneously produced by the patient. The patient is asked to
read the stinmuli, to repeat them and to reproduce them from
menory in speech and in witing. The nost useful productions
are obtained by asking the patient to tell a famliar story

and to describe different pictures or scenes.

Therapy progresses wth the patient having to join
sentence fragnents witten on different cards and exercises
requiring the selection of norphological markers with
reference to other sentence constituents. An order of
increasing linguistic conplexity is followed. The nmaterials
used in the therapy exercises are simlar to that used in the

| ast stages of therapy for agrammati on.
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I11. Therapy for Lexical D sturbances :-

A greater or lesser degree of word finding difficulty
is seen in all 'true aphasias (C. Foxi, 1917). Wuen |exica
reduction is clearly evident, the stages of |exical therapy

i ncl ude.

1. Nam ng exercises to pronote recovery of a basi c
vocabul ary. The initial words are senmartically diverse &

have a high frequency of usage.

2. Refinenents, included in the later stages of therapy,
requires the patient to name not only each stimulus, but also
its different conponents (e.g. first '"leaf' and then its

"stem and 'veins') Lhermtte et al, 1983.

Low frequency words which are related in terns of
conceptual association (e.g. table-book) are introduced at
|ater stages. During the first stages of therapy, draw ngs
and pictures are used which are supplenmented wth witten

wor ds.

Once the patient reaches a stage where facilitating
cues are not require, 'rotated nam ng’' (Onbredane, 1951)
exerci ses can be begun. Here the patient is asked to respond
to a picture card. No cues are given nor is a tinme limt
set. A second card is then presented for the namng task
correct namng is followed by presentation of the first and

second card to verify the continued availability of the



appropriate response, A third is introduced |ater. Thi s
method was found to be useful in therapy for patients wth

ammesi ¢ aphasi a.

In case of Broca' s aphasia, the above steps can be
carried put by giving phonemc cues. The fol |l ow ng
linguistically oriented exercises are carried out. These
exercises are ainmed towards the associated producation of
words which are defined in relation to others by different

types of semantic associ ations.

1. Antonyns :-

The patient's task is to find a word of opposite
meaning to a stinmulus word presented orally or in witing.
The patient can select the antonym froma Ilist of words
spoken by the therapist or witten on separate cards.
Exer ci ses shoul d i nclude production of nor phol ogi ca
opposites (E.g. proper-inproper) as well as |exical opposites

(E.g. thick-thin).

2. Synonytns -

The patient's task is to conme out with words which are
simlar in meaning to the stimulus word presented orally or

in witing.

3. Honmonyns :-

The stinmulus word presented has multiple neanings and
the patient has to produce words which are related to the
possi bl e neanings of the stinulus word. The stinulus may be

presented either orally or in witten form
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4, Derived Wrds :-

The task of the patient is to supply sonme form of
derivation of the stinmulus word. For E.g. if the stinulus
word is ‘'form he has say its derivations |ike inform

reform fornmal and so on.

5.  Conpound Wrds -

The task of the patient is to form conpound words when
the first elenent of the conmpound word is uiven.

E.g.:- Daydream day light, day tinme and so on.

6. Categories :-

The patient 1is given a stinmulus word designation a
categories of simlar itens and he/she has to retrieve the
nane of sone category nenbers.

E.g. Eatables - Vegetables, Fruits, Rice, bread and so on.

7. Paradigns :-

The stinmulus provided here is an inconplete sentence
with the Ilexical word mssing.-------- task is to
supply different words which will be appropriate to fill the
gap in the sentence.

E g. John reads in the library (books, mnagazines,

newspapers, journals and so on).

8. O her Conceptual Associations: -

O her anal ogues exercises include namng parts of whole
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(tree-roots, t runk, br anches, | eaves, fruit etc.,)
retrieving words bearing sone conceptual relation to the
stimulus. (Wnter O snow, cold, skiing etc.,) )Lhermtte et

al, 1983).

9. Semantic analysis and synthesis :-

The synthesis task includes namng the word when it is
defined or its features are described.
E.g. ('part of a car which controls its direction'- steering

wheel ).

The analysis exercise includes the presentation of a
single word and the patient has to either define or describe
the features of the word.

E.g. "Apple' - Fruit, Edible, Red Color and so on.

Language Oriented Treatnment (LOT) : -

Language Oiented Treatnent, as described by Shewan
(1978) uses an operant paradigm while the content is based
on the know edge about |anguage inpairnent in aphasics the
purpose is to teach strategies rather than responses. LOr
has its roots in a particular view about aphasia that
mai ntains that the |anguage system itself is inpaired or
disturbed as well as that access to it potentially is
di st ur bed. Therefore, aphasia does not represent sinply a
loss of |anguage or inpaired access to an otherwi se nornal

| anguage, rather, aspects of the system phonol ogi ca
semantic, syntactic, or any conbination of these, are
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i nmpai red. Evi dence to support this view corner from nany
sources, some of the nost potent being Zurif and his
coll eagues work with agrammatic aphasics who were inpaired
not only in their ability to produce or construct granmmati cal
sentences but also in their underlying know edge about basic
grammatical relationship (Zurif and caramazza, 1976). Thi s

suggests an inpairnent in the syntactic systemitself.

Data have also denonstrated that aphasie patients
semantic know edge appears to be disrupted. The scope of
their semantic categories did not <coincide wth norma
subjects semantic category boundaries and they did not nake
the sane distinctions anong semantic features as did nornal

adults nodalities.

The frequently reduced scores and the increased |atency
of various types of responses in aphasia patients denonstrate
their reduced efficiency in processing |anguage. One of the
goals of LOT is to increase the patients efficiency of
processing | anguage, both receptively an expressively. In
addition to inpairnment of |anguage system aphasia also
i nvol ves a di sturbance to processing mechani sns for
understanding and producing |anguage, one of the ways of
circum venting processing problenms is by teaching aphasic
patients to enploy a different strategy bo approach a
problem or to use a cueing system to aid processing (Witney,
1975; Shewan 1976). LOT views the |anguage content of
treatment as inportant. Treatnent is nore than providing

indiscrimnant stinulation. Because |anguage is not |ost,
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the goal is not strictly retraining or reduction, however,
the | anguage system is inpaired and the content of treatnent
is directed towards those inpaired nodalities and at |eve

that are appropriate to the degree of inpairnent.

LOTs goals are to facilitate inproved efficiency,
reorgani zation, and/or the establishnment of function 1in
honol ogous brain areas so that |anguage processing operates
at its best possible level. For severely inpaired patients,
an alternate system or augnentative system to oral | anguage

may be required.

The <content of LOT is specified by dividing the
conmuni cation system into five nodalities. These served as

the maj or content divisions of LOT.

a. Auditory processing.

b. Visual processing.

c. Gestural and conbi ned gestural -verbal conmunication.
d. Oal expression.

e. Gaphic expression.

Each of the five nodalities is divided into areas, one
or nore of which nmay be appropriate to include in training.
The areas specify in greater detail content aspect of LOT

within each nodality.
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1.

Auditory Processing (A . P):-

Areas :-

1. Awareness of auditory stimuli (AAS).

2. Recognition of auditory stinmuli (RAS).

3. Monitoring speech (MOS).

4. Conprehension of Single units (CSU).

5. Conprehension of short series (CSS).

6. Conprehension of meaningful linguistic units (CMJ).
7. Conprehensi on of sentences (CSE).

8. Conprehensi on of paragraphs (CPA).

9. Conprehension of narratives and di scourse (CND).

Il. Visual Processing (V.P.): -
Areas :-

1. WMatching non verbal material (MM

2. Matching verbal material (MM

3. Visual correspondence/recognition (VOC)

4. Reception of gestured nmessages (RGW

5. Recognition of spelling (RSP)

6. Readi ng conprehensi on (RCO

7. Reading textual material (RTM

I11. Gestural and Gestural 0 verbal Comrunication. (G GV)
Areas :-

1. Attention (ATT)
Acknowl edgnent of |istener nmessage.
Gestural comrunication (GCO

Si npl e speech acts (SSA)

o B N

Speech acts ( SSA)
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IV. Oal Expression (OCE) :-

Areas :-

1. Aut omati ¢ speech series (ASS)

2 Phonol ogi cal - articulatory production (PAP)
3. Repetition (REP)
4

Oral reading (ORE)

b

O al spelling (OSP)
6. Wrd retrieval (NAM
7. Oral formul ati on (OFO0)
8. Conversati on (CON)

9. Di scourse (DSC)

V. Gaphic Expression (GE ) -
Areas : -

1. Traci ng and/ copyi ng nonverbal material (TCN)

2. Traci ng and/or copying verbal nmaterial (TVC)
3. Witing famliar material (WM
4. Witten spelling (WD)
5. Witten nam ng (WNA)
6. Witten formulation (WO
7. Witing conplex material (WCM
In LOT, the learning of specific stinulus response
bonds is not the goal. Here, the stimulus is presented, the

client makes a response, and the clinician provides feedback.
In LOT the sane stinuli are not used over and over again
until the <client Jlearns then to criterion of so to 90%
correct, rather different stinmuli at a conparable. Level of

of processing difficulty are presented to elicit responses.
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Know edge of results is provided so the clinician and client
know how well the client is able to process at this |evel
and, consequently, when to proceed to the next Ilevel of

difficulty.

This processing provides practice and reorganizational
opportunities so that the neurophysiol ogical nechanism can
inprove or appropriately alter its functioning. This may
happen by increasing effectively, devel opi ng alternate

pat hways or net works, or repairing inpaired pathways.

Li nguistic Profile Therapy (LPT) :-

The rationale of LPT is "Rehabilitative programre based
on individual aphasics linguistic profile are on concrecte
grounds affording both neasurable precision and direction at
every stage in therapy. They are considerably nore tailor
made than traditional approaches to |anguage therapy for

aphasi cs" (Karanth, 1986).

LPT is nore conprehensive than the traditional nmet hod
of the therapy taking into account both the nvodality bound
deficits and those of linguistic conplexities. Therapy is
based on the patients linguistic profile as obtained in the
[inguistic profile Test. It offers the therapists a concrete
base, therapeutic direction and neasurable precision in
terns of therapeutic progress. That section of the test in
which the patients performance is the poorest is taken up for
t her apy. The rationale underlying this choice is that all

the three linguistic level in phonology, semantics and
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syntax, are intervened and cannot be seperated in the nornma
use of | anguage, therefore, it is not expected that aphasics
will show clear cut deficits in any one |evel. The level at
which the greatest deficit is seen is taken up for therapy on
the premse so that it is there in that the Aphasic's
greatest difficulty lies and inprovenments at the | evel woul d
not only inprove his deficit at that level but also in his

overall conmuni cati on.

Al the aphasics, irrespective of the type of aphasic,
the severity and time postonset (with the exception of severe
gl obal aphasics), are anenable to therapy. LPT is easily

amenabl e for honme training prograns.

The Vari ous Levels are: -

l. Phonol ogy : -
a. Phonem ¢ Di scrim nati on.
b. Phoneti c Expression.

c. Running Speech.

1. Syntax :-

a. Morphophonem e structures.

b. Plural fornms

C. Tenses

d. PNG MAr kers

e. Case Markers

f. Transitives, intransitives and causatives
g. Sent ence types

h. Pr edi cat es
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i Conj unctions, conparatives and quot----
j. Conditional C auses

k. Participial constructions

I1'1. Semantics :-

a. Semantic discrimnation
b. Semantic expression

01. Nam ng

02. Lexical Category

03. Synonyny

04. Antonyny

05. Hononyny

06. Pol ar questions

07. Semantic anomaly

08. Paradigmatic relations
09. Syntagmatic relations
10. Semantic contiguity

11. Semantic simlarity

| V. D scourse

APHASI A REHABI LI TATION I N I NDI A

Rehabilitation of the Aphasics in India is restricted
mainly to specialized nedical centres and to a |esser extent
to private clinicians in their clinics. Mst of the nedical
centres and clinics are restricted to urban areas. Mbreover,

there are very few trained specialists and these few prefer
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to work in netropolitan cities. Hence, there is very limted
understanding of aphasia not only by lavman but also by
speech pathologists. The slow long term nature of aphasia
rehabilitation prograns present many problenms for t he
aphasics in India. Not all the centers and clinics offer
free services in India and even if services are offered free
of charge, there are other nature of problens an aphasic and

his famly has to encounter.

In a country like India, people have to depend upon
public transportation for attending therapy at specialized
centres. The di stance, tinme and noney spend and the effort
taken to reach the centres, along wth the long term nature
of rehabilitation wth its slow progress made in therapy,
di scourages the aphasic and his famly from attendi ng therapy

leading to a high drop out rate.

In India, there is a very limted awareness of aphasia
and there are no wel fare schenes or organisati ons who have as
their main objective the rehabilitation of aphasia. There
are, however many wel fare schenes provided by the governnent
of India to other disabilities like hearing [|oss, visua
probl ens, nental retardation and physical disabilities. The

probl em of aphasia is not given much attention.

Due to lack of adequate beds in hospitals, aphasic
patients are discharged as soon as their neur ol ogi cal
condition stabilises. This makes it necessary for the

aphasic to travel regularly fromtheir hones to centres for
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foll ow up. In case of aphasics who present
probl ens |ike hem pl egi a.

with notor
travel ling becones difficult. Very

few facilities are provided to patients an wheel <chairs in

I ndi a. This Mkes it tedious for the aphasics tc trave

regularly. Hence it is not surprising to find a high rate of

drop outs fromtherapy in India. There is only a very snall

nunber of highly Mtivated aphasic with a supportive

who benefit

famly
from long term rehanbilitation program

Under these conditions, it becomes necessary to think

about alternative technig.es which can facilitate the patient

wi t hout placing too much constraints on him Considering the

probl ens faced by aphasics in India, home training prograns

based on Linguistic Profile Therapy '----- ., 1988- have been

tried out. It has been found that western nethods like MT

for expressive aphasia, do not work well with India patients

due to cultural factors. Hence, an attenpt is nmade to

develop a Hone Training Kit for the Indian aphasic. This kit

is mainly for the clinician who after a thorough assessnent

of the patient, wll introduce the programin stages and wil

monitor it regularly. This kit is not nmeant to be given

directly to the patient, but wll be wused under t he

supervision of the clinician.
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VETHODOLOGY

A Hone training program has been devel oped keeping in
mnd those aphasics who cannot avail the facilities of
regular therapy at rehabilitation centres. Since nost of
the rehabilitation centres, in India, are in the netropolitan
cities, it becones difficult for aphasics residing in distant
pl aces to get the benefit of therapy. Hence a hone training
program i s devel oped, which includes therapy techni ques and
activities which can be easily carried out by the famly

menebers of aphasics.

Aphasia therapies can broadly be classified as genera
techniques and specific techniques. The general techniques
are the traditional stinulation approaches which are broad
based. It does not consider the specific deficit of the
i ndi vi dual aphasic and these techniques are used irrespective
of the subtypes of aphasia. The specific approaches, on the
other hand, are used with specific subtypes of aphasia, |ike
mel odic intonation therapy for Broca's Aphasia; Visual Action
therapy for global aphasic; and so on. Specific techniques,
however require the serrvices of a professionally trained

i ndi vi dual .

Hence, the honetraining program has been devel oped for
different degrees of aphasia rather than the subtypes.
However, illustrations and exanples are------ with respect to
the major subtypes. Thus, this program can be used for all

types of aphasias. This programis given in H ndi because
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it is the |anguage comonly spoken all over India. It can,
however, be easily adapted into other |anguages depending on

t he | anguages the aphasi cs speak.

Therapy program for the follow ng degrees of aphasia

have been given.

M1 d aphasias and Nam ng difficulties.
MIld to noderate aphasi as.

Moderate to severe aphasi as.

A w N R

Sever e aphasi as.

The therapy techniques described for the different
degree of aphasia do not require a qualified professional.
Instead the techniques and activities chosen are such that no
specific training is required to give therapy. Since this
home training programis for the famly to carryout at hone,
only those techniques which are sinple, easy to follow and
adm ni ster, requiring very little know edge of t he

conplexities of specific techniques are used.

The follw ng therapy techniques have been discussed

for the various degrees of aphasi a.
1. Conmunication boards for the initial stages of treatnent

of severe aphasi a.

Severe aphasics are unable to use any form of natura
| anguage and al ternative conmuni cati on systens have been used

with the severely aphasic patient to provide a neans of very
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basic functional communication. since conmunication boards
are easy to construct and use; inexpensive and can be easily
made at honme; their use has been described wth specific

reference to the rehabilitation of severe apahsic.

2. Language Oiented Treatnment for the noderate to severe

aphasi cs.

The Language Oiented Treatnent (LOT) is a nodality
based approach. It is observed that aspects of the [|anguage
system such as conprehensi on, production, repetition, reading

and witing are inpaired in aphasia.

The content of LOT is directed towards. the inpaired
nodalities and at levels that are appropriate to the degree
of inpairnent. Mor eover, the activities included do not
require any specific training. They are based on I|ayman's

know edge of | anguage.

3. Linguistic profile therapy for the mld to noderate

aphasi as.

The mld to noderate aphasics have certain anount of
| anguage. They have difficulties only in syntax, semantics
and discourse. The activities included in the LPT are such
that it includes the specifics of |anguage w thout focusing
on the very basic skills. It is assunmed that the inprovenent
at one level not only inproves the deficit at the level but

al so in the aphasics overall conmunication.
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4. Deblocking for the mld aphasias and namng difficulties.

The mld aphasics present with namng difficulties only
and debl ocking technique facilitates namng. It is based on
the rationale that by stinulating the central processes of
| anguages by any or all nodalities, at |east one, especially
verbal expression would be facilitated. Deblocking, infact,
can be used in all types and degrees of aphasi a.

Though the honme training programis for the famly of
the aphasic, it 1is not meant to be given to the famly
directly. The Hone training kit is for the therapist who
t hor oughl y eval uat es the aphasic using any of t he
standardi zed aphasia tests like the Wstern Aphasic Battery
(Kertesz and Pool s, 1974); Boston Di agnosti c Aphasi a
Exam nation (Goodglass and Kapl an, 1972) and Linguistic
profile Test (Karanth, 1980). Based on the scores obtained
the therapist rates the patient as mld, noderate or severe
aphasi a and sel ects the appropriate therapy program Once a
therapy programis selected, a hierarchy of itens from sinple
to difficult has to be nmade within each section of the
pr ogr am The famly is given guidelines on how to carry it
out at home. The famly is given the programin witing with
exanples for each activity, so that additional activities and
materials can be developed by the famly depending on the
aphasics need to communicate. Further levels of difficulties
are introduced as the patient nakes progress. Thus the

program has to be introduced in stages and has to be

nmonitored regularly. This requires the famly and the
aphasi c to visit the rehabilitation centres once In
forthright.
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HOME TRAINING KRIT




HOVE TRAI NING KI' T

The Home training kit contains information onthe

fol | ow ng:

1. The famly and the aphasic and famly counselling.
2. Conmruni cat i on boards for the initial st ages of

rehabilitation of the severe aphasics.

3. Language Oiented Treatnment for the noderate to severe
aphasi cs.
4. Linguistic profile therapy for the mld to noderate
aphasi cs.

5. Deblocking for the mld aphasics and namng difficulties.

6. Concl usi on.

THE FAM LY AND THE APHASI C

The inportance of the place of the famly on the
aphasi a rehabilitation team cannot be overenphasi zed. O
all known illnesses, aphasia is probably the one whtch
affects the famly nost directly. Turnblom and Myers (1952)
stressed the inportance of the famly in "setting the
at nosphere and det erm ni ng t he noti vation for
rehabilitation". Wepman (1951) pointed out that nost often
the major responsibility of aphasia rehabilitation rested
upon the famly and friends. Biorn-Hansen (1957) found that
the nature of the relationship between the person wth

aphasia and his famly exerted a considerable influence on
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the patient's progress. The famly plays a key role through
out the course of the illness; fromthe initial suspension of
communi cation to eventual rehabilitation and recovery. Buck

(1968) justifiably qualified aphasia "The famly ill ness".

The Inpact of Aphasia on the Famly :-

The abrupt, unexpected 1loss of the ability to
communi cate affects all aspects of the lives of the persons
and their famly. The famly's reaction to the illness nmay
be either extrene or noderate, supportive of destructive
eventually leading to a disruption in the equilibrium Few
of the reactions and attitudes of famly nenbers are given

bel ow.

1. Role Change :-

One of the nost frequently reported problens is that of
change in the roles. The spouse is suddenly faced wth
responsibilities and duties that fornerly belonged to the
partner. This change is especially traumatic if the patient
is the sole support of the famly. The healthy spouse not
only becones the sole breadw nner, but also nust raise that
children, attend to managenent and upkeep of the house, nake
maj or, decisions on financial matters and have the 'last

word' on nost subjects.

Reactions to the role reversals are variable. Sone may
fear or resent the new responsibilities, while sone may

panic and feel crushed by the nultitude of responsibilities
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that were fornerly shared, sonme may discover previously
untapped potential and enjoy their new authority which they
may find satisfying, even rewarding. E ther reaction can
create an obstacle to recovery for the patient. Some of the
spouses have reported that due to the change in roles, the
famly as a closely knit unit no longer existed with neither
of them enjoying the sanme things nor discussing their

probl enms with one anot her.

2. drritability :-

Irritability is an especially disturbing characteristic

when it creates, as it frequently does, guilt feelings.

3. @ilt :-

Turnblom and Mers (1952) reported that guilt was

mani fested by the famly in different, ways:- a feeling

a. that they were responsible for the patient's problens.
b. that the aphasia was a punishment for wong done, or
C. that they were not doing all they should be doing for

their relative.

Sone link the stroke to a stressful event, an argunent
or to overwork in the days prior to the attack. Sonme spouses
blame thenselves for their inability to foresee the stroke
and even accuse thensel ves of negligence, for not preventing

it.
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4. Atered Social Life :-

Social activities and recreation decrease in inportance
for all couples where one of the nenbers has aphasi a. A
| ar ge proportion of couples conplain of t he soci a
estrangnment inposed by aphasi a. Friends gradually stopped
comng to visit according to famly nmenbers. Many of the
famlies admtted, however, that it was they and nob their
friends who were responsible for the estrangnent. Spouses of
persons with aphasia, drowning in a nultitude of tasks, have
little time to devote to external contact. They rarely
entertain friend, many admt that they avoid discussing the
spouse's disability wth their friends; they also tire of
constantly repeating the same explanations to each new
|istener. Many of the famlies are ashamed and enbarrassed
by the conduct of their relative wth aphasia and have

di couraged visits by their friends and rel atives.

5. Financial Problens :-

The nmany problens which the famly of the person wth
aphasia nust face are aggravated by financial conplications.
Not only are expenses sharply increased h't. in many instances

i ncome is suddenly reduced.

6. Unrealistic Attitudes :-

Mal one (1969) and kinsella and Duffy (1978) reported
that many spouses nmanifest unrealistic attitudes about the
patient's future. Spouses of persons with aphasia tend to

believe that inprovenent will take place and that the person
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will eventually recover the ability to speak. Mst spouses

believe that the difficulties will dissipate over time, and

that the person will resunme fornmer activities within a year

or two at nost.
7. Over Protection :-

Feelings of guilt often go hand in hand wth over

protection. Sonme spouses make every effort to avoi d

situations which nmay be stressful for the person with aphasia

while others performtasks that the person is quite capable

of executing. Patients every novenent including sleep

i ntake of nedicine and food, and novenent inside and outside

the house are nonitored and the patient 1is never left

unattended at home. As a result, persons wth aphasia becone

i ncreasingly dependent and demanding on their spouses.

8. Over Solicitousness and Rejection

Famly attitudes of over solicitousness or rejection

may stem from what Turnblom and Myers (1952) referred to as a

feeling of "anxiety and uncertainty"” by the famlies " in

the famly-patient relationship”. There was evidence that

the famly menbers, not quite certain how to act or react to

their relative with aphasia, either gave excessive attention

to the patient or pretended that there was no change,

attenpting to ignore or avoid the very real problens which

had to be net. In many cases, over-protection disguises

feelings of rejection the rejection is not

overtly expressed,

but it is inplicit in statenents such as "I consider ny

partner nore of a child than a spouse".
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9 Job Negl ect :-

Because of tinme and thought devoted to their spouses
after they becone aphasic, the partners report that they have

negl ected their jobs.

10. Marital Relations :-

The loss of the ability to speak has a particular
effect on the relationship between spouses. The couples are

no longer able to conmmunicate subtly their feelings and

I mpr essi ons. They experience problens wth interpersona
conmuni cation and friction soon escal at es. Alterations in
their marital relations were reported by all spouses of

persons wth aphasia studied by Linebaugh and young Charles

(1978).

11. Health Problens :-

Mental as well as physical health of spouses and close
relatives of aphasic may be inpaired. One of the conmmon
reason for this is disturbed sleep. A comonly heard
spouse's conplaint; "I can't sleep, his slightest novenent

wakes nme up!".

12. Effects on Children :-

Children in the famly of a person with aphasia present
a special problem Because of their youth, the problens can
have nore far reaching effects on children. One of the
common conplaints of children of aphasic patients is that

parents do not have tine for them
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FAM LY COUNSELLI NG

From the beginning of the recovery period through
rehabilitation and discharge, the famly perforns an
inmportant role in the success of the rehabilitation program
Very few speech pathol ogists recognize that the attitude of
famly influence the effects of therapy. Hence counselling
the aphasic's famly should be considered as a part of the
rehabilitation program The speech pat hol ogi sts, if need
arises, can also consult the nedical and other rehabilitative

staff to help them in counselling the famly.

The famly of the aphasic should be counselled on the

following points

1. Provide the famly with information regarding the nature
of aphasia and its inpairnents.

2. Prepare the famly for rehabilitation.

3. Help the famly communicate effectively wth the aphasic
patients; and

4. Help the famly adjust to the return of the aphasic

person to the community.

1. Information Gving :-

Mbst famlies have no prior experience wth persons
wth aphasia and are in need of adequate and reliable
information on the nature of aphasia and its associated
probl ens. It is essential to famliarize the famly wth

aphasia in order to better understand and accept the person
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with aphasia. Providing information regarding the nature and
effects of brain damage is the first and nost inportant topic
in counselling. It is the duty of the speech pathologist to
explain to the famly the nature of aphasia, its neurol ogical
origin, its many manifestations, and the specific synptons of
each type of aphasia. Famly usually wants to know the
prognosis, the factors influencing recovery, the duration of
treatnent, and the particular behavior of the person wth
aphasia. The clinician should inform them of the objectives
of treatnment and the methodol ogy being enployed. Di rect
di scussions with the famly can be supplenented with witten

materials to read at hone.

2. Preparing the Famly for Rehabilitation :-

The therapist should devote some time in preparing the
famly for rehabilitation. The clinician should create an
at nosphere where the relationship of the clinician with the
famly 1is open and there is a wllingness to exchange
i nformati on. The goal of counselling should be sel f -
understanding on the part of the famly. The famly may be
encouraged to disclose their feelings about their problens
during the process of therapeutic comunication. The
clinician can help the famly identify the problens through
restating, sinplifying, re-formulating their ideas, asking
gquestions to clarify and extend ideas, presenting the fanly
with facts about the situation, and reinforcing the famly
for insightful conmunication. Carl Rogers (1961) stated that

there are three essential qualities required in the process
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of therapeutic relationship - genuiness on the part of th&
clinician, unconditional positive regard for the patient, and

enpat hi ¢ understanding of the patient's problens.

3. Helping Fam |y Comuni cate Effectively with the Aphasic :-

The famly nmenbers should be told about t he
conmuni cative strategies which will help them conmmunicate
nore effectively wth the aphasic patient. Some of the
conmuni cation strategies are listed bel ow
-- Face the aphasic patient when speaking with him
— Encourage the aphasic patient to talk or comunicate
t hrough any neans about his needs.

-- Speak slowy and clearly to the aphasic patient.

Tal k about topics - objects and people in the inmediate
envi ronnment .

Do not shift fromone topic to other. Keep the topics
rel at ed.

Use short, syntactically conplete utterances.

Pause between ulterances to help the patient conprehend
t he nessage.

Repeat inportant ideas several ways. Use synoynms and
descri pti ons.

Use nonverbal cues along with spoken conmunication to
facilitate conprehension.
— Ask questions which require sinple, short responses or
ones which can be conmuni cated nonverbally.

Encourage the aphasic to use nonverbal cues to suppl enent

his verbal attenpts.
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Encourage other patients (in hospital) to talk wth the
aphasi c patient.

Gve the patient tinme to find words.

The therapist can denonstrate a few of the strategies
like denonstrating how to slow down their speech, pausing
bet ween words and sentences and so on. The therapist should
arrange for a few denonstration sessions for the famly
menbers to observe the therapy so that accurate practice is
carried out at honme. Famly nenbers should be allowed to
participate in the session and they should be encouraged to
devel op their own strategies. Famly participation should be

encouraged at every stage of rehabilitation.

4. Helping the Fam |y Adjust to the Return of Aphasic to the

Conmuni ty

The famly has to be counselled on the nodifications
that wll occur in famly routine i ke reinstatenent of
famly roles, hone training and so on. These topics can be
handl ed better in a group situation with other famlies of
aphasic individuals. Goups famly counselling is not only
time saving but it gives the famly a chance to share
problenms and frustrations with other famlies who also have
simlar difficulties. During the process of sharing their
probl ems, they get to know each other strategies of coping

with the aphasic patients.
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COMVUNI CATI ON  BOARDS FOR THE | NI TI AL STAGES OF RECOVERY OF
SEVERE APHASI CS

The severely aphasic patient who have lost conpletely
all aspects of his functional |anguage, and for whom the
chances of recovery are quite slim requires alternative
conmmuni cation systens to provide a neans of vary basic
functional communi cation. For other aphasic patients who are
functioning at higher levels, the enploynent of these systens

hel ps in the recovery of higher linguistic abilities.

Aphasia is a l|anguage disturbance and it is not
surprising that therapists focus on retaining of linguistic
skills by enphasizing on vocabulary retrieval of words and
object nanes. Very mnimal attention is given to the use of
alternative systens wth aphasics. Some of alternate
conmuni cation system used in the rehabilitation of aphasics
are conmuni cati on boards; nechanical conmunication devices;
nonspeech synbolic systens; finger spelling; pantomnme and
gesture; sign |anguage; intersystem c reorganization; and

bi of eed back.

The use of the communication boards will be discussed
in the rehabilitation of severe aphasics. These boards are
easy to construct, they are inexpensive and can be used very

easily at hone.
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Communi cat -i an hoards are a non oral nmet hod of
instruction which can serve as a conmunication system for the
aphasic individual in which the synbols are reproduced on a
display and in which nessages are transmtted by the user
indicating in the appropriate sequence the synbols on the
board that encode them  Communication boards not only help
the aphasic in a tw-way communication but also facilitates
the devel opnent of vocabul ary, syntactic rules and concepts

needed to think and express hinself effectively.

Before proceeding to the use of comunication boards,
the therapist nust evaluate the aphasics' linguistic skills,
intellectual capacity and general status. This helps the
therapist in determining the level at which the aphasic is
functioning and what type of a board can be constructed for
hi m For the severe aphasic, who has lost ail basic skills
of language, picture boards are effective. For the aphasic
with relatively good auditory conprehension and poor
expr essi on (i.e., mld or noderate aphasics) sent ence

construction board may be useful.

The contents of the board, be it pictures, words or
sentences, nust be within the intellectual capacity of the
aphasi c. The boards should be constructed such that it nmneets

t he aphasics needs in different conmunication situations.
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The severe aphasics present with notor problens. They
may be nonanbul atory requiring the board to be nounted on the
wheel chair. Visual problens due to age should be taken into
consideration and certain nodifications |ike bigger pictures,
bigger prints, spacing between words and so on need to be

made.

Ability to indicate a picture or word by pointing or
signaling (either manually or by indicating with eyes) is
essential to comunication board use. Unanbi guous pointing

or signaling is inportant for effective conmunication.

Conmuni cati on boards consist of one or nore sheets of
sone type of material on which the elenments of a synbol
system are reproduced. The materials used can be paper
cardboard, <cloth, plywod or plastic. A synbol is a set of
sensory inmages, or signs that suggests for sonething else by

reason of relationship (association) or convention.
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The various synbol system which can be wused on the

communi cati on board are

1. Printed English or Another Language :-

This is the nost flexible and efficient symbol system
It can transmit any nessage which the user can spell and that

those with whom he is conmmunicating can read.

2. Phot ographs, Draw ngs or a Conbination of the Two :-

It is a concrete and easy system for nobst people to
learn as well as to understand. This systemis useful for
conmuni cating basic needs in hospital as well as at honme and

during the initial stages of therapy.

3. Bliss Synbolics :-

Sone | anguage boards use specialised synbol s or
graphic systemto represent concepts. These synbols are the
bliss synbol s. Bliss synbolics is a pictographic,
i deographic witing system for persons who are unable to read
or spell English words well enough to encode the nessages
they w sh to transmt. The al phabet consists of 100 basic
synbols, 30 of which are internationally recognized (Arabic
Nuner al s, mat hemati cal signs, punct uati on, di recti onal
indicators, etc.,). These synbols can be used either singly
or in conbination. New concepts are formed by bl ending two

or nore synbol s.
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Most bliss synbols encode information on a semantic
level while a few encode granmatical information. Each
synbol elenent represents a general idea, of concept. The
general idea, or concepts, usually includes a set of related
i deas, or concepts that would be encoded in English (or
anot her | anguage) by nore than one word. For exanple, the
synbol for water with the addition of other elenments can nean
rain, steam snow, cloud, |ake, ocean, freezing, hail river

or current.
WATER RAIN CLOUD

It is inportant to note that, a word always appears

under the synbol .

Bliss synbols have an advantage over the picture in
that, it increases the generalisation of the aphasic's
[imted synbol set and allows himto say nore things with the
few synbols he m ght acquire. An advantage of bliss synbols
over signing and gestural systemis that the word is always
witten beneath every synbol. Hence the system is not a
cl osed system because anyone can comunicate with the aphasic

even if the person has no know edge of the bliss synbols.

Bliss synbols can be used to convey nessages about the
"here and now' as well as the past and the future. It can

encode both abstract and concrete concepts.



The basi c synbols such as yes, no, hello, goodbye, eat
and drink, should be introduced first since the individual is
already famliar with this. This encourages the individua

to use the synbols neaningfully to conmunicate.

The Stages of Teaching the Synbol s

1. I ntroduction of the synbols to the aphasic.

2. Mdeling a pointing response to the synbol and
verbalizing the neaning of the synbol.

3. Pronmpting of a pointing response.

4. Use of synbols for communicati on.

5. Drills and practice to nake the patient nore fluent in

the mani pul ation of these picture synbols.

Synbol identification and conprehension followed by
effective use of synbols for spontaneous comrunication shoul d

be the objectives of the training program

Bliss synbols appear to be less conplex to learn than
wor ds. Bliss synbols have been found to be effective in
aiding respondent and spontaneous expression in nonvoca
nmotorically i npai red, cerebral pleased and MR Si nce
aphasics exhibit a simlar kind of nonvocal behavior, bliss

synbolics can be used with aphasics as well.
4. Phot ographs & Draw ngs, Bliss Synbolics & Printed Wrds
can be Used Sequentially :-
Phot ographs and drawi ng can be used first and gradually

bliss synbolics can be introduced to increase the nunber of
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nmessages the person could encode. As the patients know edge
of bliss synbolics I ncreases, bliss synbols can be
substituted for pictures and photographs, as the patient's
ability to read printed words increases, It can be

substituted for bliss synbols.

Sone of the factors to be considered while designing a

conmuni cati on board:

1 Construction Mterial ;-

The materials used are paper, Cardboard, cloth, plywod
or plastic. The type of material chosen depending on a
nunber of factors.
Size of the board, the larger board, the nore sturdy the
materi al needed.
The length of tinme it is intended to be used. The | onger
a board is intended to be used, the nore durable the nmateria
needed.
If the board is to be nore portable the mterial used
should be lighter in weight.
— A plastic contact paper can be used to cover the materia
to prevent it from soiling.
-- A board which is to be used horizontally does not required
a very sturdy material as a board which will be used at an

angl e.
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2. Size :-
The size of the material again depend upon a nunber of
factors.

The nunber of the elenents of the synbols that wll be
used. The greater the nunber of elements, the larger the
size of the board.

The size of the elenents of the synbols that wll be
used. The larger the size of the elements, the larger the
size of the board.

— The nethod used to indicate synbol el enents. If the
aphasi c patient uses eye pointing rather than finger
poi nting, the elements should be seperated out so that it is
easier for the observer to understand the gesture. In such a

case, a larger board would be needed for a given nunber of

el enments.
— \Wiere the board has to be nounted. If the board has to
be nmounted on the wheel chair. It places restrictions on its

m ni rum and maxi mum Si ze.
If nmore nunber of sheets of nmaterials are used, the size

of each sheet can be limted.

3. Method of Reproducing Synbol Elenents on the Board :-

The el enents can be reproduced on pieces of a material
(usually paper or card paper) which can be attached on the
board with the help of pins. The synbol elenents can al so be
directly reproduced on the board. The forner, however, is
used when a few elenents are to be introduced at a tine or
when the elenents have to be updated periodically as the

aphasi ¢ nmakes progress.
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The synbol systens can be printed and drawn with felt-
tip markers. Different color inks can be used to indicate a
category to which each belongs (e.g. nouns, red; verbs, blue,
etc.,). If letters of al phabets are reproduced either singly
or in conbination, they can be done so by typing the letters

or witing them in bold face.

Phot ographs can al so be reproduced on board to help the

aphasic identify and name the famly nenbers.

4. Method of Mounting the Board : -

The board should always be nmounted horizontally so that
the persons wth whom he is comunicating can see his
indications. |If eye pointing is used to indicate, the board,
will have to be nmounted vertically. \Whatever the position of
the board it should be visible to the user and should be

conpatible wth his or notoric ability to indicate nessage

conponents on it. The conmon placenents are either on a
table or on the |ap. If the board is used in a vertica
position, appropriate stand or support will be needed to

position it at a particular angle.

5. Board Surface (Covering) :-

The board <can be covered using a plastic sheet to

prevent it from getting soil ed.
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| ndi vi dual i zati on of content on conmuni cati on boards.

Each board should be nmade for a specific aphasic,
taking into account his linguistic, physical and intellectua

abilities as well as the communi cati on needs.

Wiile the content and format of the conmmuni cation board
must be designed for each individual there are certain
comonal ities |ike use of synbols to express feelings (happy,
angry, etc); social greeting 'How are you'?, 'good norning',
pl ease, thank you. Synbols to express '"Yes' and 'No' are

the basic synbols to be used with all aphasics.

| NDI VI DUALI ZI NG BOARDS FOR PHYSI CAL PROBLEMS : -

For an aphasic presenting with hem plegia, the synbo
el ements should be reproduced on the "better side or the
"good" side to facilitate effective comunication. I[f we
put the material on the other side it may be stressful for

the patient.

Three basic approaches for providing a neans of

i ndi cati on.
There are three types of strategies that can be used

for indicating nessage conmponents on a comuni cati on board

5canni ng, Encoding and Direct Selection (Vanderheiden, 1976).
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1. Scanning :-

Scanning is the sinplest of all three strategies. | t
is a technique in which the selections are offered to the
user by a person or display, and where the user selects the
characters by responding to the person or display. It is a
teachique in which the itens in the aphasic's vocabularly are
presented to himone at a tine so that he can let us know

when the item he wants is presented.

The sinplest exanple of a scanning technique 1is the
Yes/ No guessing technique. A person sinply presents choices
to the aphasic such as, "you are thirsty?", "Does sonething
hurt you", "Do you have to go to the bathroon?" etc., and

when the desired nessage is presented, the aphasic signals

"Yes" in sone manner, such as smling, nodding, etc.

A conmmuni cation board which can be used for a scanning
response node is a rectangular, rowcolum matrix boar d.
Each <cell <contains a nessage conponent - a letter of the

al phabet, a digit, a mark of punctuation or a few words. The
person communicating wth the aphasic has to poinb to the
individual <cells in a matrix one after another and ask for
each whether it contains the nessage. -------- ent he or she

wishes to transmt, continuing until a Yes

reponse is

obtai ned. This, though, effective is tinme consum ng

The two-step scanning is a hit conplex but efficient

t echni que. Here the board is divided into segnents, each
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containing a nunber of cells. A segnent, for exanple, may be
a row of cells. The person being conmunicated to woul d point
to each of the segnents and ask for each of the segnents and
ask for each whether it contains the nessage conponent until
a 'Yes' response is obtained. Once a 'Yes' is obtained he
then proceeds to the cells in the segnment one after the other
and asks for each whether it contains the nmessage conponent
until a second 'Yes' response is received. This process can

be repeated for each synbol elenent in a nessage.

For an aphasic to use this technique he or she nust be

sufficiently intact:

1. Visually, to identify the nessage conponents in t he

boar d,

2. Conceptually, to understand their neanings, &

3. Auditority, to understand the questions asked.

Though it is a sinple Yes-No response technique, it 1is

often time consum ng.

2. Encoding :-

Encoding can be defined as a technique is which the
desired choice is indicated by a pattern or code of signals,
where the pattern or code nust be nenorized or referred to
on a chart (Vander heiden, 1976) sone of the types of

encodi ng schenes are
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a. A chart containing series of printed nessages a person
mght want to transmt (for e.g. "I am hungry") that are

nunbered consequtively.

b. A communication board in which each cell contains one of
the nunbers that appears on the chart (the nunber of cell s
being equal to the nunber of nessages on the chart. A one
step of a two step scanning node could be used to signal the
nunber of nessages the person wishes to transmt. Here, only
a single scan of the board is necessary to transmt a
nmessage. However, only Ilimted nunber of predeterm ned

nmessages can be transmitted using it.

A nore conplex encoding strategy involves transm ssion
of the nessage in any cell on the board by neans of two
digits. The first would indicate the row nunber of the cel
containing the conponent and the second the nunber of the
colum in which it appears. For e.g. if there are sixty-four
cells on the conmunication board (i.e eight rows and eight
colums), the encoding device only has to display the digits

from1l to 8.

The encoding technique is generally faster if the
individual has sonme form of quick nmotion, or if t he
individual is able to point directly to a noderate nunber of
different squares. For an aphasic whose novenents are slow
and erratic, the encoding approach may be even slower than

scanni ng.
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This appraaeh requires nmare responses and thus nore
work from the aphasic. This depends on the physi ca
abilities and how quickly he fatigues. The encodi ng
technique is nore abstract than the scanning approach where

the choices are nore directly presented to the aphasia.

3. Direct Selection :-

This is the nore straight forward and common of the
three techniques. It is defined as any technique in which
the desired choice is directly indicated by the user.

(Vander hei den, Harris-Vander-heiden, 1976).

The sinplest exanple of direct selection is direct
gesture. |If the aphasic wants to go out, he |ooks or points
at the door. On the communi cation board, the aphasic directly
indicates wth his hand the letters, words, pictures etc.
which he wants to use to nmake up his nessage, Since each
gestural response indicates a nessage conponent, this node
requires fewer novenents (but better controlled novenents) to
encode a nessage than do scanning or encoding, thus, it
transmts nessages faster and with less fatigue than either

of the other response nodes.

The different type of gestures which can be used are:
1. Hand (or finger gestures)
2. Eye gestures (directed gaze), &

3. Hand gestures.
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Wile recommending a conmunication board for t he
aphasic, the therapist should given witten information about
the conmunication board, and instructions to use it, to

famly nmenbers.

Comuni cation boards nust be dynam c, content nust be
changed as the |anguage devel ops. The boards may require
changi ng every few days as the aphasics |anguage devel opnent

progresses and as his needs to conmuni cate expands.



LANGUAGE ORI ENTED TREATMENT FOR MODERATE TO SEVERE APHASI CS

Language Oi ented Therapy views aphasia as an

inmpairment in |anguage system and the access to it, rather
t han a l oss of |anguage. Aspect s of t he system
phonol ogi cal , semantic, syntactic, or any conbination of

t hese, are inpaired.

LOI's goals are to facilitate inproved efficiency, re-
or gani zati on, and/or the establishnent of function in
honol ogous brain areas so that |anguage processing operates

at its best possible level (Shewan, 1978).

The content of LOT is divided into five nodalities.
Audi tory processing,
Vi sual processing,
Gestural and conbi ned gestural -verbal comrunication,

Oral expression,

S

G aphi ¢ expression

The |language content of LOT is very inportant. The
materials and tasks presented to the patient determine the
patient's progress. Training in the deficit |anguage areas
and training wth |language content at an appropriate
difficulty level are inportant. This makes it necessary for
the therapist to <carry out a detailed evaluation of the

patients linguistic abilities.
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The five language nodalities of LOTI are mut ual |y
exclusive and nonoverlaping. The activities wused should
enphasize that nodalities being trainded and make m ninal

demands from any other nodality.

Each of the five nodalities is divided into areas, one
or nore of which nmay be appropriate to be included in
trai ni ng. These areas are nmutual 'y excl usi ve, but
col l ectively enconpass the entire nodality. In the treatnent

for each nodality, detailed nmaterial for each area has been

i ncl uded. The itens in each area are organized into
hi erar chi es, wth the easiest nmaterial listed first.
Treatnent materials and activities for several | evel s of

difficulty for each area for each nodality are provided.
These material are limted and the clinical/caretaker should
creat additional materials and when required, based on the

gui del i nes provided under each level in each area.

The nodalities, areas and |levels to be chosen for an
i ndi vidual patient depends entirely on a thorough evaluation
and assessnent of the patient's linguistic skills. Those
nodalities in which the patient has difficulty are chosen had
again, wthin these npdalities, the areas affected are
chosen. These areas are organized in a hierarchy of

difficulty for each patient.

Every aphasic patient may not show the same hierarchy
of difficulty as given in the LOT program The therapi st

should be flexible in preparing the LOT program for each
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i ndi vi dual  aphasi c. In a noderate Rroca's aphasic, for
exanple, with a fair anount of gestural conmunication, area
4. sinple speech acts and area 5, speech acts of the gestura
and gestural-verbal communication nodality can be begun
first. Once the patient is able to conplete the activities
in those areas, focus can be shifted to the treatnent of ora
expr essi on. Si mul t aneousl vy, activities for Vi sua
processi ng, graphic expression and auditory processing can be
carried out. For a Broca's aphasic nore time should be spend

on the expressive nodalities than the receptive nodalities.

In a severe Wernicke's aphasic, for exanple, who is
able to recogni ze environnental sounds and verbal questions,
a hierarchy of itens starting focom level 3 of the area of
recognition of auditory stimuli in the Auditory perceptua
processing nodality can be begun gradually noving on the
auditory conprehension nodality. Thus for a Wernicke's one
needs to spend nore time on receptive nodalities than

expressi ve.
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ACTI VI TIES FOR AUDI TORY PERCEPTUAL PROCESSI NG DEFICITS : -

Area 1 :- Awareness of Auditory Stimuli:-

The aphasic individual has to raise his hand whenever a

auditory stinulus is present.

The auditory stimuli presented should be hiearchial.

1. Recorded environnental sounds and nusic.
E.g. door slamm ng, telephone ringing, cooker whistle, clock
alarm ringing, door bell, wviolin, tabla, flute, veena,

har moni um hamreri ng.

2. Recorded human and ani mal sounds -
E.g. laughing crying, singing, man's voice, wonan's Vvoice
child's voice, dog barking, cat neowi ng, cow noving goat

bl eati ng, duck quacki ng.

3. Record environmental sounds, human and ani mal sounds and
nmusi ¢ presented one after another. The aphasic raises his
hand only for human and animal voices and Kkeeps his hand

| owered for environnental sounds and nusic.

Area 2 :- Recognition of Auditory Stimuli :-

The aphasic individual has to match the auditory

stimuli with +the corresponding pictures. Two pi ct ur ed
stimuli should be presented along with the auditory stinuli
and the aphasic should point to the appropriate picture. In

the followi ng set, the appropriate pictures are underli ned.
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1. Recorded environnental sounds and nusic: -

E.g. 1. Telephone Ringing Train
2 Fl ute Car hor n
3 Al arm cl ock Violin
4. Cooker Wistle Hanmmer i ng
5. Tabla Al rpl ane
6 Mot or cycle Poor sl anm ng

2. Recorded sanples of speech in the aphasics nother tongue
presented along wth Ilinguistic stimuli of a |anguage,
patient is not famliar with. The patient raise his hand
when the linguistic stimuli of his nother tongue is
present ed. Any neaningful linguistic stimli Can be

presented randomy.

3. The next level involves the aphasic ability to recognise

the communi cative intent of a nessage.

At this level, comands and yes-no question are
randomly presented to the aphasic. The aphasic has to
respond with the appropriate gesture when a command s
presented and wth either '"Yes' or '"No' when a Yes - No

guestion is presented.

I \-'! C
E.g. = AT 4\e: & 1
AT T3z |
hAH 3a13:AT |
\ '
T o] gAdR & /
A :'I-—\a-: ¥ 2
& AT 1 Yid &/
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As therapy progresses, the patient will be required to

gi ve additional verbal response other than 'Yes' or 'No'.

Area 3 :- Monitoring Speech :-

1. The aphasic patient should be auditorily presented a
subj ect-object-verb utterance in response to an action
pi cture. Present a few grammatical utterance and a few
ungrammati cal utterance. The patient has to determ ne

whet her the given utterance is grammatically correc.. or not.

E.g. For the action picture of a woman washi ng cl ot hes.

A\ hY
LY B L N pe

Correct Sentence HiRd s &l e
| ncorrect Sentence %ﬁsef {ﬁ‘ rVEY ;;T'f"}
2. The patient has to fornulate a subject - object - verb

utterance in response to an action picture which is recorded
and played back to the patient for himto determ ne whether

or not his utterance is grammatically correct.

3. The next level of difficulty requires the patient to
judge whether his utterance 1is grammutically correct,
imediately followng his response to an action picture.
Additional levels of difficulty would require the patient to
nmonitor his utterances for phonem c accuracy, sent ence

conpl eteness and content appropri ateness.
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ACTI VITIES FOR AUDI TORY COVPREHENSI ON DEFI CI TS

Area 4 :- Conprehension of single Units :-

1. The patient should be presented with nonosyllabic nouns
in unrelated series. the patient is required to point to the
appropriate picture when the underlined word is auditorily

present ed.

LI ST OF PI CTURES MONGSYLLABI C NOUNS | N UNRELATED SERI ES : -

i, God giﬁ: T§Eﬂ“
2 o¥at ATET é{iﬁi

= R

T AT LS

e . | =

’ R ar &

2. The patient should be presented pictured rmonosyllabic

nouns in related series. The underlined words are auditorily

presented and the patient has to point to the appropriate

pi cture.
1 A <A ATR
2: oAqOs He P
3. . 0.

:_[_-I—f_ o IR
A - Hel A
> W Yo o

3. The difficulty level can be increased by increasing the
word length, including less frequent and unfamliar words,

altering semantic class, and grammatical class.
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Area 5 :- Conprehension of Short Series -

1. New sets of three printed words are placed in front of
the patient. The words in given row are presented auditorily

and the patient has to point to the appropriate series.

The stinuli used are printed nouns and verbs. If the
patient is unable to read, pictured stinuli can be used. The

first level includes presenting the itens in related series.

W

g*-{ (if_]mi E‘TEW}H . ";_‘ET’_{I_‘ o[-t f .i- .‘s—h} =l )

be AT Fioey] ST =T @i agr

P

2. The following sets of three printed words are placed in
front of the patient. The words are unrelated in a series.
The words in given row are auditorily presented and patient
has to points to the appropriate series. PRinted are

pictured stimuli are used.

R T“A ‘| Eh_;-\:ﬂé"‘\_ 1= AT Uhed oh U

3. ozl Rt B |, W g A

4. IR &T_h d—f 1cA FcAl 2 ;r-
-t K R '

; . -0 = ] N 0y C hw_

O F&T FAT F{) 3H H2ST oYl 12ledi

3. To increase the difficulty, the follow ng parameters can
be altered; word length, frequency of occurrence of words,

grammatical class, and semantic cl ass.



Nunber series, phonene series (letter series) can be

begin once the patient is able to grasp the word series task

Area 6 :- Conprehension of short Meaningful Linguistic Units
1. The patient should be presented wth three action
pi ctures and auditorily presented wth an I mperative
sent ence. The patient is required to select the nost

appropriate picture.

Action pictures | nperative Sentence Expect ed Response
. ™ \ .
Woa s h i oo g=r dl Qﬁﬁf§\ t or pick the
Eati ng pi cture containing
Dri nki ng the action 'drinking

To increase the difficulty of the task, conplex actions

can be taken up.

Action pictures | nperative Sentence Expected Response
H i t ot i 3ﬂg§% $M5“44§4“ It or picks up
Col I ecting s AT ¢ \ the action picture
Smel I'i ng of "collecting"

2. The patient should auditorily be presented wth Yes No
question and is required to indicate 'Yes' or 'No'. The

guestions range fromsinple to difficult questions.

2. T &R 9@l Wﬂ% 2
3. gm S SRkg ot &)
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4-@%@&?"%?

_ Vn
° BT Foll FNT &1 @A)
(N y

S ga Mol g Tad) &’

Sentence type, length and ------------ can be
altered to add difficulty.
Area 7 :- Conprehension of Sentences :-
1. Three pictured nouns are placed in front of the patient

and auditorily present a sentence with the noun omtted. the
pati ent is required to select the picture word nost

appropriate to conplete the sentence.

Sentence Picture Nouns Expected Response
3ﬂéﬁf}- Q{ iafﬁﬁt (o) Patient selects the
Q’Fﬂ—‘ g, gig I (W urdow) picture of House.

T (Howuse)

A few examples of such sentences

v, STl o -7 1 | | cf=) gﬂ
o A ¥ (59
Sy ge % &) ()

(p8]

& . N e K
SlarZT %‘ - (g
Bl gl 0 AN, A O
A sS=hi Yt i}ﬂ' Trg—i'?'fd". 211 (g—q]f”)
2. Longer sentences to increase tLhe complexity of Lhe task

can be taken.

1 ) ¥ f&'gﬁﬁ\ (.z:cﬁ;;c‘ g7 )
; H 2 .

—&r _@,__D].— gl gﬁ_\ Q_df‘__lrzﬂm
2. ot A ¢ Y SA: et Y

J

> ofm ¥ AT &Y S ¥ S e | (Hoet)
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R

. — A——i S0l3 1 (1< 21]
%‘l. T enel Seoal ARG [ ()%
; -

= P
\\‘ ‘_\___ ,_r___\l \"'-.. o o . | r j_‘\ l‘::_r.‘.
5. & &Ha gl TAwer sip | (Rt
Addi ti onal level s of difficulty can be introduced by
altering stimulus length, sentence types, granmati ca

contrasts and frequency of occurence of words.

Area 8 :- Conprehension of Paragraphs :-

A paragraph of about 3 - 4 sentence in length should be
read out to the patient. The patient is required to respond

with "Yes' or '"No' for the questions related to the content

Later, paragraphs containing nore sentences, |onger
sent ences, syntactically conpl ex, unfam i ar wor ds,
unfam liar topics can be used. The patients attention,

interest and notivation should be considered. The paragraphs

can be chosen accordingly.

Area 9 :- Conprehension of Narratives and Discourse:- 1

Read al oud newspaper articles containing 10 - 12 sentence;
ask inferential and factual questions related to its content.

The patient is required to respond with "Yes" or "No".

2. The patient is required to follow T.V. and radi o news and

prograns; and questions related to it are to be answered.
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ACTI VI TIES FOR VI SUAL PROCESSI NG DEFI CI TS

Area 1 :- WNMatching Non Verbal WMateri al

1. Pair of identical famliar objects are taken. The set of
the objects are placed in front of the patient. The patient
should be presented with the replica of the underlined words,

and is required to point to the appropriate matchi ng object.

1. Cup Key Pen
2. Book Ri ng Conb
3. Kni f e Pl ace Bal |
4. Earri ng. Bowl Spoon
5. d ass Shoe Key.

2. A set of three pictured objects are placed in from of the
pati ent. The object representing the underlined words shoul d
be presented and the patient is required to place it on point

to the correspondi ng picture.

1. Book Bal | Conb
2. Pl ate Earri ng Pen

3. Kni f e Penci | Brush
A Spoon Box Bal |
5. Key Dol | Wt ch

3. The patient should be presented with non-identical pairs

of pictures representing the same objects. The set of
pictures are placed in front of the patient. The patient
shoul d be pr esent ed wth t he alternate pi ct ur ed

representation of the underlined word, and he/she is required

to points to the appropriate picture.
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The task can be made nmore difficult by presenting
choices from the sane semantic category colors, fornms and
actions can also be included.

1. A rplane Dr ess Tabl e
2. Television Cap Tree
3.  Flower Train Dog
A.  House Shirt Car
5. Apple Boat Chair.
Area 2 :- Matching Verbal Material :-
1. Sets of three printed words are placed in front of the
patient. The patient should be presented with a card wth
the wunderlined word printed on it. The patient is required
to point to the matching word in the erries. Vi sual l'y
dissimlar words are presented first followed by visually
simlar words.
1.  HR i ZalTeA[
5 AT HST Al |
3 (:TCT, ol t‘{:a;
4o AT S er T e §
5. oLy AR
1. Jic AT H
hysi PHJ =r=1)

FET T HR[

"3} = 8
- horH hHA dhrd | oo
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T FTET Ser o
2. PR Ser AT fhetig
S ger S 3r

. ﬂ%ﬂ"uﬂ”nﬁf" Bt ez
SR ERCE

Area 3 :- Visual Correspondence/ Recognition :-

(5]

a. Association of Visual Materials.
1. Real words and Non words are presented in series. The

patient is required to point to the real word.

[

hold Iy
thelg —E\&I_H_IQL 4é
S LR <
GG g¥er  dea
o el S G v

r

£~

2. Real words, non words and psendo words are presented in a
series., The patient is required to point to the real word.
b 3 J0) G
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b. Association of Mterial within a super ordinate category.

1. The patient should be presented with fifteen pictures in
front of himto sort into three unrelated categories, each
consisting of 5 nenbers. The stimuli used are sets of

pictured nouns belonging to the same cas. ,ury
IS AH =T FOE"
-TTFD—aETa — N s

g le- 51 ‘..)‘j[ o

—

2. Cq:djf— Yo 5 = o8
3. el AT Exgll)
6. TEAIH FTT ST
> IR M Geowl

2. The patient should be presented with ten pictures of the

same semantic category to be sorted into two sub categories.
iﬁ;ﬁ

A
(IR = o
e L%a] MR ¢ Heul ]
2. M Y
3Hlof
3. ey
AT et
4 L]
] 2 ot
5. FEVEN —
3*113_%‘ S H| 2R
AT ‘ - _
L B [ o151 ] aloetl [T
2 e~ I o<1 |
QO . .
3 2] AaTsT
i Al JExy
5. gl e
Area 4 :- Reception of Gestured Message : -

1. The patient should be presented wth three real objects.
Gesture the function of one object, and the patient has to

point to the corresponding item
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2. The patient should be presented wth three action
pictures. Performthe action, and the patient is required bo

point to the corresponding picture.

3. Three 1line drawings of objects are presented bo the
patient. Cesture the function of object; the patient is

required to point to the correspondi ng draw ng.

The difficulty of the task can be increased by wusing

two or nore gestures in conbination, for matching.

Area 5 :- Recognition of Spelling :-

1. The patient should be presented with a picture. Printed
words with and without spelling m stakes are presented to the
patient. The patient is required to point to the <correctly

spelt word corresponding to the picture.

1 AT — dnadlut

Yo T

N [ N
3. yﬁm — IR
) S S i S

A S [eh
S, a5 — g
2. The patient should be presented wth sets of three
sent ences, containing words wth or wi t hout spel I'i ng
m st akes. The patient is required to select the sentence

with the correct spelling.

~ R e [ . ..

1. a. B ®T 4R GRT HIIT €
b |ﬁ_ e R . Y 7
©oBndld e 4 oy YAl E

° Bad v g o AT e
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Area 6 :- Reading Conprehension :-

1. The patient should be presented with three pictured
nouns and a printed word. The patient is required bo point

to the appropriate picture which the printed word represens.

2. The patient should be presented with three, printed two -
words phrases. A pictured noun is placed in front of the
patient, the patient is required to point to the phrase

corresponding to the picture.

Pi ctured Noun Printed Phrase Expect ed Response
Red Shirt

—

11 ehHof ~ Foinls o the phTage
— I.'W
AT ([T
oATed P HI
Hot M1k ' |
o t_g o J"‘( all

|
ATH &Y
Difficulty can be introduced by including difficult
vocabul ary increased length and syntatic conplexity.
Area 7 :- Reading Conplex Material :-

1. The patient has to read a short newspaper advertisenent.

True/ Fal se statenents about the content of the advertisenent
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is provided in printed form or may be auditorily presented,

The patient responds with '‘'True' or ‘Falsa’
[ o . e K Y g & L N
T, % B[N0 }_g TAH A R IR g_ | 9/ BErath 135 XY 3.
7o H— B
L. g Tagiide der a7 &

| (Fvefd)
e e b VSR .y =
AE H | Hled %a? H N €] (3154 )

rJ

3. ;g i To] F‘HLQ_ Cﬁi_ Q'fo} r_r |+r A ‘f\‘LT ( “‘T'I-E:._'
© 34 % deh XY X ‘(r:) 4E3N

s H £ ) Y,

"N
\.

I~

2. The patient has to read a short newspaper item True/Fal se
statements about its content are provided in printed form or
may be auditorily presented. The patient responds wth

"true" or "fal se".

Addi ti onal | evel s may be developed by increasing the

length and conplexity of the material.
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ACTI VI TIES FOR GESTURAL AND GESTURAL VERBAL COVMUNI CATI ON

Area 1 :- Attention :-

The aphasic patient gains the attention of the I|istener
by sone nethod other than verbal |anguage. Attention may be
gained through any of the followng :-

Eye cont act
Touch
Vocal i zati on
Gesture

Conbi nati on of the above

For exanple, and aphasic may touch the clinician to

attract attention.

Before the presentation of any stinmulus in the therapy
task, the clinician should see to it that the patients

attention is drawn towards it.

Area 2 :- Acknow edgnent of Message Received :-

The aphasic patient is required to enploy any of the
followng nethods to indicate that a nessage has been
recei ved -

Head nod
Head shake
Vocal i zati on

Gest ure.

For exanple, the aphasic patient nods his head when the

clinician indicates that his son has acconpani ed him

122



Area 3 :- Gestural Communication :-
a. Single Gestures.

1. The patient should be presented with a picture of a
particular enmotion or feeling. The enotion or feeling is
expressed along with the picture. The patient is required to
imtate the enotion or feeling. The patient is later

required to provide the facial expression only on

presentation of the picture and w thout a nodel.

LIST OF EMOTIONS OR FEELING - fear, dis |I|ike, pleasure,

surprise, anger, pain unhappiness, synpathy.

2. The aphasic patient should be presented with a picture
depi cting a situation associated wth a conventi onal
gesture. The patient should be provided with the gestures

which has to be imtated. Later the patient is required to

provi de the gesture w thout a nodel.

The stimuli used are pictures depicting situtions

associ ated with conventional gestures.

Gestures : -

1. Finger to lips : be quiet

2 Hands over ears : Noi sy

3 Pi nchi ng Nose : Unpl easant snel
4. Rubs Stonach : Hungry

5 Thunb to Mouth @ Thirsty.

In case of hem plegia, gestures can be nodified for

execution with one hand.
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3. The patient should be presented with the pictures of
actions as well as provided with a nodel to imtate. The
patient, then has to provide the gesture without a nodel,

whenever the picture is presented.

LI ST OF ACTI ONS

1. Eating 6. Reading
2 Sl eepi ng 7. Cooki ng
3 Dri nki ng 8. \Washing
4. Witing 9. Conbing hair
5 Runni ng 10. Driving.

As therapy progresses pictures are elinmnated and
appropriate comunication situations should be designed in

whi ch the patient provides the appropriate gesture.

b Gesture Conbi nations : -

1. The patient should be presented with action pictures, and
is required to execute two or nore gesture to present the

information in the picture.

For exanple :-
Action Picture expect c-d Response
Cooki ng Gesture of stirring in a
Vessel with spoon and
Gesture of licking lips

indi---- tasting good
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2. The patient has to wuse appropriate gestures while
describing an event, while comunicating with famly nenber
while conveying ideas and opinions regarding newspaper
articles or T.V. prograns. The gestures should be generalized

to everyday comuni cation tasks.

Area 4 :- Sinple Speech Acts : -

1. The patient should be presented with an action picture
and is required to communicate one of the following semantic
functions contained the picture; agent - action, action-
object, or agent-object. The patient has to point to the

agent and object and denonstrate there action).

E. g. The patient point to the Man and Food and gestures
Eating along with pointing and gestures to communicate the
type of nessage being sent as well as its <content. Even
intonation contour with a drop at the end for nam ng, rising
contour for questioning, sharply rising & falling intonation
contour signaling readiness for the next stimulus are a few

exanpl e which the patient has to performat this |evel.

Area 5 :- Speech Acts :-

The patient increases the conplexity of comunication

by conbi ning verbal and non verbal aspects/

1. The patient should be presented with an action pictures
and is required to conmunication information about sone
aspect of the picture by providing at Ileast one word

suppl emented with an appropriate gesture.
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For example, for the picture of a girl reading, the patient

says "Grl" and gestures "Reading".

2. The patient should be presented with an action picture
the patient is required to communi cate some aspects of the

pi cture by providing on or nore words in conbination with one

of more appropriate gestures.

The anpunt of verbalizing and/or gesturing rmust be

gradually increased at this |evel.
Once the patient is able to perform well and oral

speech increases, the focus in treatment shifts to activities

for facilating oral expression.
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ACTIVITIES FOR ORAL EXPRESSI ON

Area 1 !- Automatic Speech Series :-
1. The patient should be orally provided with itens in a
seri es. The patient is required to produce the series in

unison with the caretaker. A witten formof the stinmuli may

al so supplenent the oral stimuli.

l[tens in Series Include:-

1 Counting 1 to 10
2 Days of week

3. Months of year
4

al phabet s.

2. The patient should be provided with first item in the
series orally wth witten supplenent. The patient is
required to provide the remainder of the itens. M ssi ng

itens are supplied by the caretaker.

3. The patient has to say the elenments in a series without a

oral or witten nodel.

Area 2 :- Phonol ogical Articulatory Production :-

1. The patient should orally be presented wth abstract

words, and is required to produce each item correctly five

tines.

Examples ' QIEIGAI qRea=T HHT
TR =g ST
YAt };ﬁr_\g\ T = ",%



Area 3 :- Repetition :-

The caretaker should auditorily present a sentence, and
the patient is required to imtate it. Start wth sinple

sentence and nove to conplex and abstract sentences.

Area 4 :- Oal Reading :-

Printed words should be presented to the patient, who
is required to read it aloud. Hgh inmageability and |ow
imageability content words are presented. To increase the
difficulty adjectives, verbs, functional words and non words;

phrases and sentences can be used.

Area 5 :- Wrd Retrieval or Anonmia :-

1. The patient should be presented with a sentence, either
auditorily or visually, for conpletion. The names of three
types of ~cues are placed on witten cards. The patient
should be given a clue when he fails to conplete the
sentence. The remaining cues are atenpted if success is not
achieved on the first trial. |If the patient provides an
appropriate word of a lower vocabulary Ilevel, hel/she is

encouraged to think of a synonym

LR e e e | e &1 (T HH)D
6T e pF v &) ) |
 SRET X N MT AT - @t (5T )
¢ Yorgfea T X %o vl &T (AT

T e R T 3 s ey & )

Gradually the cues should be minimized.

N

W

&)}
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Area 6 :- Oal Fornmulation :-

The patient should be presented with two sentences to
conbine and orally produce. Pictures can be used to

suppl enent producti on.

a) ZATEH ¥ STIE ¥ G 2awr =T
b&FrrE“eer“zﬁLf

Ed C N EHFFJTTD" X a
2 W cnl ﬁ@qﬁq;jm =T JE s g 28 o
. ;“_)- oﬁ‘d_.?ﬂ Qéf‘iﬁ‘qgé?_gr =
. a 156 e SRS AT |
A By 3 F e e

8! <oT H e &
e S dh B e

) a3 { =% 2 S|

Area ;q—l—.- .}{Conversatﬁ; 3?'7? Jé[" G}@_ S-E‘ 34\1'?3’ <3>T' z}]? A ‘ﬂj}—/

o

E

A 2

The patient should be engaged is conversation about a
famliar topic for 5 mnutes. Later he/she is engaged is
conversation about unfamliar topics. The patient should be
encouraged to talk to unfamliar speakers in famliar as well
as unfamliar situations. The nunber of participants can

al so be increased.

Sonme of the topics for Conversation are
1 Patient's hobbies
2 Patient's job
3. Activities of famly nenbers
4 A current event taking place in the country of which the

patient is only partially aware of.

129



Area 8 :- Discourse :-

1. the patient is required to orally provide a narrative
about material read, or viewed.

1. Newspaper article

2. Television program

2. The patient is required to orally outline steps involved
is certain activities.

1. Oganizing a party

2. Oganizing a cultural event

3. The patient is required to give a brief speech about a

particul ar subject matter
1. Pros and cons of mass nedi a.

2. Problem of unenploynent in India.
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ACTI VI TIES FOR GRAPHI C EXPRESSI ON

Area 1 :- Tracing and Copyi ng Nonverbal Material -

1. The caretaker should present drawings of functionally

famliar objects and the patient has to trace them

2. The caretaker should present a line drawing of the

objects and the patient has to copy it.

3. The caretaker should present a line drawing for 10 sec.,

and the patient is required to draw it from nenory.
4. To increase the difficulty of the task, nore conplex line

drawi ngs can be introduced.

LI ST OF A FEW FUNCTI ONALLY FAM LI AR OBJECTS USED FOR TRACI NG

AND COPYI NG ACTIVITIES : -

01. CQup 11. dock

02. Tree 12. T.V

03. Chair 13. Bed

04. Conb 14. Cupboard
05. Tree 15. Tooth brush
06. Door 16. Jug

07. Ladder 17. Knife

08. Cap 18. Pen

09. Bag 19. Plate

10. Box 20. House
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Area 2 :- Tracing and Copying Verbal Material :-

This area includes two activities.
1. Tracing and copying verbal material when single itens are

present ed.

2. Tracing and copying when the verbal materials are
presented in a series.

a. Single item

1. The patient should be presented with a printed letter,

and he/she has to copy it.

LIST - HND LETTERS

1. H 19; = g
B2. H 12 X
B3. ;T 13. q«
B4 . q‘ 14. in
5. & 15, &
6. 7 16. &
07. & 17.  af
es8. j?' 18, o
29. =T 19. o
10. 3] 20, 'y
2. The patient should be presented with a number, and he/she

has to copy it.

LIST OF HINDI LETTERS

1. ¥’
22. w 2
Ba L] &d
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D4, (o)
25.
26.
7.
28.

29.

V-3 LT T

10.

3. The patient should be presented word,and he/she has to

copy it.

LIST OF HINDI LETTERS

1. HA 11, gigT
02. & 12, affc
23. qET 13, qaéﬂ
04. A 14, jﬁﬁx
5. 12 15, a%tﬂ"
®6. Yo 16. E{Qﬁ
27. Skh 8 Sii{
o8. ALT 18. g
9. 3T 19, iﬁ?ﬂ"
10. 9 20. g;q“
To increase the difficulty of the task, |onger words

and nunber can be introduced.

B. Itenms in a Series.

1. The patient should be presented with a series of printed

letter, and which he/she has to copy.
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LIST OF PRINTED SERIES OF LETTERS

1. Jq - 7 g‘
02 '3" o = .?_
23, T gﬁ T o
A S
5. gf 1g~ '3T' T
® T w F x
T I T F
. T T a T

- o Y I

10. Qr %~ éHq s_

2. The patient should be presented with a series of nunbers

whi ch he/she has to copy.

LIST oOF PRINTED SERIES OF NUMBERS
21. 0 ) "

w
22.
% R & ”
3.

%
", VA v ]
e5. Lo 2
26, i 2
a?.ao
es. ?
29, 97

&

¢
%
2
3
o
2
T
10.
(2]

2
y
Y
¥
<
3 2
Q
2 ]

3. The patient should be presented with a printed series of

words which he/she has to copy.
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LIST OF PRINTED SERIES OF RWORDS

21 Hd ST odie] 11. &'d ahy I3

2. 48 Yo~ SN 12 I oAA oA
°3. gl Uy s 13- I8 g YT

az..;_fg I A 43 JgT oA
5. /D o Gor 15 FeT g ule
%. o Oy 3T 160 o7t T A
°7. A5 éa—-mﬁ-u}.ﬂ' Sray =T
o8. B Ser o 18- A am iz
9. F=T 2 Sy 190 € Sty i

[

1085 3N A9 22 HOT 9 oA

To increase the difficulty of the task, | onger words

and nore nunbers can be introduced in the series.
Area 3 :- Witing Famliar Material :-

1. The patient should be presented with segnents of highly
famliar printed words, wth one elenent mssing. The

patient has to wite the mssing el enment.

LI ST OF PRINTED SEGVENTS OF H GHLY FAM LI AR MATERI AL
W TH ONE ELEMENT OM TTED

21. T[T ﬁr — AR
02. ﬁTFroYTQ‘ A2
@e3. __ cfi"Ui?-r‘ '—&ﬁ—

e . L S

05. o5 r- N

6. ;—Fﬁ-q—r\,— &W el -
T R 13 9®

SToaIT
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e8. STTNAI B e
9. FEER g Geig il
0. T e

2. The patient 1is required to wite highly over |earned

materials in a given series.

LI ST OF H GHLY OVER LEARNED MATERI AL
NAME & ADDRESS
NUMBERS FROM 1 TO 10
H NDI  ALPHABETS
DAYS OF THE WEEK

oA W N R

MONTHS OF THE YEAR

3. The difficulty level can be increased by introducing

activities such as witing date, address, signhature in a

letter; filling in a formrequiring personal details and so
on.
Area 4 '- Witten Spelling :-

The patient should be provided with a word, and he/she

has to wite it. The stinmuli used are nouns. Short & sinple

words should be used first, and , gradually, as the patient
makes progress, | onger and nore difficult words should be
i nt roduced. As therapy processes, verbs, adjectives, and

functional words should be incorporated.
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Area 5 :- Witten Namng :-

The patient should be presented with a pictured noun,
and he/she 1is required to wite -------- Once again an
hi erarchy of sinple nonosyllabic nouns to conplex nouns is to
be established. To increase the difficulty, increased word
| engt h, higher |evel of vocabulary and verbs, adjectives, and

functi onal words should be incorporated.

Area 6 :- Witten Fornulation -

1. The patient should be presented with an action picture,
and he/she is required to wite a short sentence describing
the activity. The materials used should be action pictures
to elicit highly famliar sentences of about 4 - 5 words in

length in correct grammatical structure i.e, S O V order.

Actions Expected Response
1. Sleeping dJ-odl -E%‘ 3l C';.L{
@2. Eating VSl W) G KT gW
03, Mashing S a7 eir 28
Q4. Writing g‘l%_c%“ ;;?,1—:1-5{ 5—5—(\- él
5. Drinking 71;1']'(_,{—4_& q}'g,%‘ I%_ JZT %f
6. Reading fz-i‘lz.hﬁ' go -‘: E‘i,
@7. Singing 3;1_\.]}3?? < ;F’“\TS\;!
8. Cooking oTET 2@ o T 43#31 %J
e Reelil 2te T &)
18. Sitting o A
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2. The patient should be presented wth two sentences,

either orally or in witten form and he/she is required to
conbine theminto one conplex witten sentence. The length
and grammatical conplexity can be increased as therapy

progress; use of punctuation may al so be incorporated.

a0 ¥ & suEen |

> 3T A A HR |

Patient response gf’ﬁﬁq— T ST T AT 4;%§;%,[

BT AT qEr

" GERI &mET e |

Patient re%Ponse T dﬁﬁ%ﬁ";;ﬁcr)ﬁT aﬁ%jjr*4ﬁij;rtﬂTP§Hﬁ
A ey

b'ﬁﬁrzﬁ'w(}m oY |

Patient response G ﬂ—-:‘ N, A S
& 37 apR Jar A U~ S AT

Area 7 :- Witing Conplex Material :-

The followng hierarchy can be followed in witing
conplex materials. Increasing length and conplexity of the

output is required of the patient.

1. The patient is required to wite a narrative about a
newspaper article he has read recently, or of a T.V. program

he has watched recently.

2. The patient is required to wite letters to friends and

famly nmenbers.

3. The patient is required to wite an essay on any topic.
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LI NGUI STI C PROFI LE THERAPY FOR THE M LD APHASI CS : -

The linguistic profile therapy is based on t he
rationale, that rehabilitative program based on individua
aphasic's linguistic profile are on concrete grounds
providing both nmeasurable precision and direction at every
stage of therapy. (Karanth, 1988). The therapist should
obtain the linguistic profile of aphasics by analyzing their
linguistic abilities at the phonological, syntactic and
senmantic | evel s, both in terns of conpr ehensi on and
expression, by using the linguistic profile test (karanth,

1980) .

The linguistic profile therapy is based on the scores
obtained in the linguistic profile test. The scores obtained
in each of the three sections,that, of phonol ogy, syntax and
semantics, out of a maxi mum of 100 each, are conpared wth
each other. That section in which the patients performance
is the poorest is taken up for therapy. The rationale
underlying this choice is that it is not always possible to
clearly delineate phonological errors as against those of
syntax and semantics and vice versa. These three linguistic
levels are normally interwoven. They are not clearly
separated in the nornmal use of |anguage and a deficit at any
one level, even if strictly at that level, wll effect the
patient's performance at other |evels. A clear cut deficit at

one |evel cannot be expect ed.
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The level at which the greatest deficit is observed is
taken up for therapy on the premse that, it is at this |evel
that greatest difficulty lies and inprovenent at this |eve
will not only inprove the aphasics deficit at that |evel but
also in the overall conmmunication. Wen the aphasic's
deficit is nore or less the sane at two levels, Dboth the

| evel s are taken up simultaneously.

Wthin each level a hierarchy of itens is nade from
least to the nmost difficult. The least difficult items are
chosen first to facilitate success and conti nuance in therapy

as well as to keep up the patient's notivation.

The list of itens at the three levels are as foll ows.

I PHONOLOGY

A Phonem ¢ Discrimnation
B. Phonetic Expression

C.  Running Speech

|1 SYNTAX

Mor phophonem ¢ structures

Pl ural forns

Tenses

PNG Mar ker s

Case Markers

Transitives, Intransitives and Causatives

Sentence Type

L o . m O o W >

Pr edi cat es
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l. Conj uncti ons, Conparatives & Quotati ues,
J. Condi ti onal C auses

K. Partici pial Constructions

Il SEMANTI CS

A Semantic discrimnation
B. Semanti ¢ expression

01. Naming

02. Lexical category,

03. Synonyny

04. Antonyny

05. Hononyny

06. Pol ar questi ons

07. Semantic Anonaly

08. Par adi gmatic rel ations
09. Syntagnatic rel ations
10. Senantic contiguity

1. Semantic sinlarity

IV :- Discourse :-

Usi ng linguistic profile test, each aphasi c is
evaluated for the above nentioned itens and a hierarchy of
items is devel oped depending on his/her performance at each
| evel . Therapy progresses according to the hierarchy from
least difficult to nore difficult itens. Thus this is a
nore tailor nade approach of rehabilitation where choice of
items depends on the perfornance of the aphasic at various

| evel s.
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Debl ocking technique can be used at each |evel. Not
only is a wverbal stinulus presented to the patient but
vi sual , graphic and tactile stinmulus is also presented to
facilitate response. For exanple, if the patient is wunable
to respond to a verbal stinulus, the sanme can be presented in
a witten form Real objects or pictures can be wused
wher eever appropri ate. G adually, during the course of
t herapy, those nodalities are withdrawn in which the patient
perforns well, and the patient is encouraged to respond to

ver bal sti mul us.

The exanpl es provided under each section is limted and
the caretaker has to prepare additional materials, depending
on the aphasics notivation, interest, intellectual |evel

based on the guidelines provided under each section.
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PHONOLOGY

1. Phonemc Discrimnation ;-

On the basis of the Ilinguistic profile test, the
therapi st gets to know, what are the mnimal pairs in which
the patient has failed and which are the features the patient
cannot discrimnate. Based on this, the therapist should
prepare several mnimal pairs for each single feature the
patient fails to discrimnate. Thus, for exanple, if the
patient fail to discrimnate between a long and a short
vowel , the patient should be provided with list of words and

sentence containing this feature.

"zer  dler
For example - o _
IR H
A 3t
A A

2. Phonetic Expression :-

Once the therapist gets to know the sounds in which
the patient has difficulty, he/she should prepare a list of
words containing the stimulus word in the initial, nmedial and
final positions as well as in clusters. The patient. is
required to repeat each word clearly. Thus if the patient
has difficulty in fricatives, a list of word containing the
fricatives in initial medial and final position is prepared
for drilling.

e e

For example. ‘5:“—-4"7"{?;;'1_—' _1_1._{__

Hio TS
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Thus list of words should be prepared for each
defective sound. List of sentences containing the fricatives
w Il also be used for drilling.

N \ N~ &
1. AT T IqW & =)

A

. [ N
HAT e Tragr ot

N

3 Runni ng Speech : -

In order to facilitate the stabilisation and carry-over
of the defective sound, patient 1is required to r ead

par agr aphs contai ning the defective sound.
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SYNTAX : -
a. Morphophonemc Structures :-

Most | anguages have certain rules to join two or nore?
words to forma conmpound word. Simlarly, verbs are affixed

to other verb-roots to form conpound verbs.

For example

N s %
Hdlojol <RIl - H2gAATT

= | == N _ \
JT_{B_ &:ﬁ@\j Qalmt _ :_{r"_ r_;_\”{ LTC,\}_’

Based on the assessnent with linguistic profile test,
the therapist gets a basic information on the kind of errors
the patient nmakes in the norphophonem c structures. If the
patient is wunable to use the correct conpound words, he
should be given a few exanples to denonstrate the conbination

of words to form conmpound words.
T 4+ 539 = gEARkRE

Simlarly, the following affixes when added to a given

verb root, nives a comnund Verh

5 r

T AT = qiAl

B o N
(—\ﬂf_) ‘c_",‘,.-v’-ﬂ'l = AlS \

S— - L —
Sl oAl 3&AT = T octlatl

Reception :-

The patient should be presented with both correct and
incorrect fornms and he/she is required to Ilisten carefully

and indicate whether the itens are correct or not.
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= e i\‘ %ﬂ— = miéﬁ Covveck

aOq 3] ngﬁq = Tﬁ?gaﬁ__ \ncoreedc
%’ZJI_-» INATH = %‘mﬂ-‘zﬂ‘é:f Correck

The patient can then be asked to correct the incorrect

fornms or point to the correct form when given alternates.

. N N
Q\ . S gy Ui=1 Covrett
HA ~ X - T

|}

W Loy wect

WT  + JiAAl = G AAT  Incovyest

[HHA +XAT  _ gwgaT GHIEAT
C Corvretk) (ln tevyeck)
o] + BHIRT - E——
- SLAL - QAT HHIR ATSTHHTR
C”worrodg C
lowye k)
T . b ST
Expression - (\» cor veet) CEoTxf(kﬂ

The patient is required to provide the correct conmpound

word for the follow ng

Expected Response

N e

SRe  #T R it TStEtha

ST ent uiat 2 T3Tluied
Verbal and/or written stimulus can be provided to the

patient ,Pictures like ¢ aﬁﬂﬂ}ﬁretc., can be used.
B}

b. Plural Fornms :-

Reception :-

Present the patient with the pictures of the singular
and plural forms and he/she is required to point to the

appropriate picture when asked. Use additional distractors

as the patient progresses,

. R : -\ N . VR A o
?§T%c1 W R m’é«?ﬂ—_ A 1hAl , FST- @é J%E?,“—*Ag.i)a\sf —ais
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For exanpl e, Wen the caretaker says:fﬁﬁaf;the patient has to
point to the picture in which there are nore than one chair.
Simlarly, when the caretaker says 724, the patient is

required to point to the picture containing a single girl.

Expression : -

The patient is required to provide the correct singular
and plural conpound fornms for the appropriate pictures.

For exanpl e: -

The caretaker first points to the picture of dog and

thendogs. The patient is expected to sayf~land %:;#'

Simlarly, a list of singular and plural words have to

be prepared for drilling exercises.

The same exercises can be carried out wusing witten
stimuli instead of pictures. Gadually, pictures and witten
stimuli are with drawmn and the patient says the plural form

in response to the verbal stimulus.
c. Tenses :-
Reception : -

The patient should be presented wth three picture
depicting actions representing past, present and future

t ense.

146



For esample, the three piactures can be,

Past g1 ﬁ‘s— ;; R e 5027
Present 0{557 #g_ a? §$T¥'.1T£' R8T gT
Future CJ|_§ | &S- El\:n 34u3 ‘r'_iw STT |

1
The caretaker says a sentence and the patient has to
point the picture representing the correct tense.

One nore exanple is

Past doa— S HHITT GE={ |

Present =T C’F{&ﬂﬂ_‘ T’{_&_C‘?{ . IET F_\i_
Future == (A —__\“‘i;”‘l

Expression : -

The patient should be presented wth two action
pictures representing two tenses. The caretaker points to a
particular picture and the patient is required to described

the action using correct tense.

For example,

The two pictures are

. 8) .
1. sl 24| 86t §L1 (Fvegeont)

2. oBET T TET &l (fase)

The caretaker points to the picture 1. and the patient

is required to say the correct present tense oo ;;1faggT'§f

Simlarly, many such action pictures representing the?
tenses can be used. Witten stinmulus can be wused to

suppl enent the pictures. Once the patient is able to carry-
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out the above activities correctly, the caretaker can say a
sentence in one tense and ask the patient to say the sane
sentence in the other tenses. For exanple, the caretaker

says the sentence

N . ) 2=
i gg <&l g_|
in present tense and requests t he
N
patient to say the past and future tenses i.e., J& {d

'L_{;'E_lh g (Past) 5 oa_ “ §\°)-'r ( Futu re)
D. Person Number Gender (P.N. G Marker :-

1. Person :-

Reception :-

The patient should be presented with pictures in which
the three distinctions of person - First person, second
person and third person are depicted. The caretaker says a
sentence representing one of the distinctions of person and

the patient is required to point to the appropriate pictures.

For exanpl e \ L
SR R WA
H 29[| 7’;; } . Frvst *To
e ML N
r_gér 3 é_t— I| t,_ Second f::?.-'}rf, o )
— \ .
&2y | 4T “T(q 5_ [ (T vd Pe, S O J

Phot ographs of famly nenbers can be wused for this

activity.

Expr essi on: -

The patient should be presented with pictures in which
the three persons - first, second and third and the patient

has to describe the picture using the appropriate person.
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The verb should agree in person wth noun.

For exanple, the caretaker points to the photograph of the

patient eating, and the patient is require to say.

]
L

7 ,

{

N A %
H 297 (374r ) s |

If the patient, consistently, nmakes errors on a
particular person - say third person fag;)é‘ ), the patient

should be given drills for that particul ar person.

For exanple, choose nore picture in the third person and

carryout reception and expressive activities for the sane.

2. Nunmber : -

Reception :- ,

The patient should be presented with action pictures in
the third person, sonme pictures contain one individua
performng the action while the others contain two or nore
individuals performng the action. The caretaker says a
particular sentence and the patient has to point to the
appropriate picture.

i D i
For example, a. olf gl &l

e I W &
2&T

A

e

|
|
I

(637

The caretaker says (a.) and the patient is required

to point to the picture of a boy drinking.
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Expression : -

The caretaker points to a particular picture and the

patient has

to say the correct sentence with the appropriate

nunber marker. The verb should agree in nunber wth the

noun.

For exanpl e,

peopl e drink

the caretaker points to the picture of rmany

ng and the patient is required to say. éf ii—;

3. Gender : -

Reception : -

The patient should be presented with action pictures in

whi ch either

For example,

of the sexes is performng the action.

The caretaker says a sentence, and the patient s

required to

point to the correct picture. If the caretaker

says el é%~§gr%? , the patient is required to point to the

picture of t
the patient

sl eepi ng.

\.

he male child sleeping; and if he says fHL? v

is required to point to the picture of the woman

Expression : -

The caretaker points to a picture and the patient s

required to

say the correct sentence using the appropriate

gender marKkers. The verb should agree in gender wth the
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noun. For exanple, the caretaker points to the picture of
nmen sleeping and the patient is required to say either ﬁrﬂ\,_\,gﬁ
or sgfireir & ¢

As the patient progresses, questions can be asked
requiring the patient to and t he guesti ons usi ng

appropriate person, gender and nunber markers.

For example, D(_g;;; -H_-)Qiﬁ‘ Edhl "b_.{[_'c}}.\?—?_ éﬁxl
e — (Y &
2) & Frg amT B BUE |
e. Case Markers :-
The noun, pronoun or adjective takes a formto show its

relation to neighboring words. These are the case nmarkers.

- N
In H ndi , - are sone of the case narkers.
ﬁ,-%r}a:b«z\r

Reception :-

The patient is presented with three action pictures,
- e .\'- N =) i ‘2,
For example , JTH Shoid <o [@1g gl ¢ J
. Na Vo= K
‘213‘1‘ e \.""f‘;\i J.r 4_“—4'&_{' f\ i (

Jort on;\»ll ]
%‘ﬁ”a Eﬁ{ Y

Fo ST 3 Hu &1

The caretaker presents a sentence and the patient 1is

required to point to the appropriate pictures.

Expression : -

The caretaker points to the picture and the patient is

required to say the sentence using the correct case narkers.

E.Q. ‘;\}?‘a— Cﬂﬁ' .\Er tﬂ";ijl[_— ';‘T X 15 g7
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To make the activities nore conplex, the caretaker can
present a sentence with a wong case marker and the patient

has to correct it by using the correct case marker.

For example

Caretaker + ¥z~ o T |
Patient ; ‘?{'5" BT e |
Catetaker ﬁ“aﬁr Ens%—dﬁ
Patient =a§g¢?r qﬁ;%“?ﬂ

f. Transitive, Intransitives & Causatives: -

Recepti on: -

The following action picture are presented to the

patient.

eE? i? Q;ﬂ |£¥:HT g_J (Intransitive)
al g E{'?-a' tﬁﬁ[aufdl g—} (Transitive)

Ll ]
o R A wor SaETel e

The caretaker presents a sentence verbally and the

patient has to point to the appropriate picture.

A few nore exanples are,

T A= 3%*(3* 4}r ¥é}-éL l ('FkanSHibﬂ)
2. ﬁT?T aﬁ‘ St LAl 4‘3}"3&/ ( causative)
IT. 1. @zl E?Ef' é%_ ;ﬁ;r Erl ( {rqrﬁthR.>

b _ g
2. |U ool @7 ger [Aeiedl ¢ ccavsative)
CNERl

I11. 1. 2§ RN | (Tvangibive)
2. g hmH Q;QIEf?*! (:quggqiivﬁj
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Expression :-

Using the sane pictures as nentioned above, t he

caretaker points to a pictures the patient

has to say the
correct sentence!

The patient can also be given

sentence verbally or
with the verb m ssing which he has
either verbally or

graphically, to provide
in witten form

E.g.

L. A3 TE hiH Zg o ﬁdﬂsé}r)rhﬂ 3\11_3!" 45\"_ (4;,?&—_-'

2. g GH Hg e ot Tt PR

3. g AT gL AT g7 &Tsﬁ_??if gj(%j%f?r
i L

s'raaa”ﬁkm?c}r@ SEt I I5H

6| Gaan
& cFr)

g. Sentence Types :-
Reception : -

The patient should be presented with two pictures

- one
in which the book is kept

on the table the other
The patient

in which
is then asked to point to the
picture in which there is a book.

there is no book.

For example,

NF ¥ o N Raa o ¥ sR &7

Patient points to the picture in which there is a book
N - oo N s .
S 4 B & BAe AT F T g0 s

Patient point to the picture in which there is no book
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Simlarly, negati ve, Interrgation affirmative
sentences can be depicted using pictures. The task of the
patient is to point to the appropriate pictures wien a

guestion or a statement is made.

Expression : -

The patient should be encouraged to use questions and
negatives to describe pictures.

For example
| e ) 19
dﬁhﬂ Al &V é {
In response to a picture showing a girl dancing.
J— = ¥ 9
12 hAEI g E _
In response to a picture showing a chain in a box.

In case a patient has difficulty only in usi ng
gquestions but has no problenms in negatives or affirmatives,
receptive and expression activities should focus on the use
of questions. Thus, depending on the difficulties of the

aphasic, materials and activities should be devel oped which

will focus on those aspects.
h. Predi cates: -
Reception :-
The patient should be presented with pictures which
i : — =y % -
requires the patient to use FH|Ya| T4 CRHIT, ZT@ean and

so on to denote the possessor.

The caretaker presents pictures/photographs of famly
menbers. The patient is required to point to the appropriate

pi cture/ photograph in response to the given stinulus.
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For exanple :
1. A picture/photograph of the patients book.

2. A picture/photograph of one of the famly nenber's dog.
The caretaker says Er ;{g} ﬁkﬂtwﬁ‘éi ] and th& patient

is required to point to the picture/photograph 1. In

response to & §§§§T‘3;?;ﬂﬂ2} the parent has to point to

pi ct ur e/ phot ograph 2.

Expression -

Using simlar kind of pictures/photographs the patient
S encouraged to say the <correct sentence using the

appropriate words to denote the possessor.

A few more examples are :-

iBSe E
L oag O Uiy A st 6]
2. fFERT HAA hted HTS ]
7 5 A4 %_\_“j*_— é%—%é[—]
‘. Zoer £ A5

The car et aker can ask question to elicit t he
appropriate responses. The patient should be encouraged to

ask questions using appropriate markers.

I. Conjunctions and Quotatives -

Reception :-

The patient should be presented wth pictures and

he/ she has to point to the appropriate pictures.
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Pictures

1.

reading, boy & girl picture of boy &
reading girl reading
2. Pen, pencil FAN AT fhdld Point either to
book iazalrﬂ pen or book
3. Pen, pencil %xﬁ;%r‘_‘ Point to pencil
= %\?ﬁﬂr)
book 1%5:“@1 BT
4., Cow, cow & boy, Pl s Point to cow
gﬂn 375 &
cow hitting a boy ia_ ., hitting a boy
HRT  gg iah‘étzu‘
Pictures Stimulus Response
1. Book & pen Pointing to the “hAH Eﬁ%? fiﬁﬂa‘ﬁﬁq
on a table picture 5‘\:\_ IHIY %\
2. Egg, & fish Pointing to the 3#37- Egk('JTgﬁé%
on a plate picture AL 3\'\— CAVEY %7
3. Pen, scale, Pointing to the — 5
eraser in a box picture 7 ~ g
Sef 3 gy ¥
J. Conparatives :-
Reception : -
The patient should be presented wth pictures of
i dentical objects which are either simlar, smaller or |arger
then the other. The patient is required to point to the

Boy reading, girl

nanmed obj ect.

Stimulus

ATHF ST cATh
9€ 1T &1

Response

Pointing to the
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For exanple :-

Four pictures of various sizes of shirts are presented
to the patient. The caretaker points to one of the shirts

and says

L_ Y
ST H S Faor S|
2. §H ¥ BT Haror  Beamay

The patient is also required to point to the snallest

and the biggest shirt.

Simlarly pictures of various sizes of di fferent
obj ects can be presented to the patient. The patient has to
point to the pictures of the smallest, biggest, smaller than

& larger that the size of the object.

Expression : -

Patient should be presented simlar kinds of pictures
as used in the receptive activity. The patient 1is asked
guestions regarding the pictures which he/she has to answer

using the appropriate conparatives.

For exanpl es,

Trees of different sizes are pre%ent@d)carwtakar points

\ C
to the biggest tree. The question asked is 6 ag‘ éT$ﬂ g]

The patient is required to answer Zjg ag-{;$ a#é}ﬁ éﬁ" Q{ETcgw

2 Patient 1is presented wWwith two identical shoes. The
N el
question asked is E"f Al “‘4\-{' éL? ? The

patient is required to answer i?ch{éTr“[qu é¥%{-§ﬂ
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3. Patient is presented with pictures of cars of different

sizes. The caretaker points to the smallest car & questions.

The patient is required to answer Zia &1 43 iﬁ" EﬁTET'§T

k. Conditional Cl|l auses: -

Reception :-

The patient should be presented with four pictures of
various objects. He is required to performance activity in

response to the caretakers comrands.
For exanpl e,

1. The four pictures are - shoes, socks, boots, chappals.

The caretaker commands, 312 5??"f%?;ﬁ; g s ) g—) IT 6T 35T 337)

and the patient is required to obey the comrmand.

2. The patient is presented with pictures of various fruits.

The caretaker commands, uia i%'sﬁhﬂ c%é;ﬁ‘)ﬁﬁ¥'3979‘ Fﬁiﬁﬂﬁil

3. The patient 1is presented wth pictures of Dbrinjal,

flower, leaf and lady's finger and given the command, ﬂg;'éﬂaﬁz

55‘%}3‘&L- ;ﬁr~§§5a;¢t¥¢§ﬁThe patient is required not to
7

close his eyes as there is no picture of carrot.
Expression :-

The patient is presented wth few sentence verbally or

graphically, with the conditional clauses m ssing, he/she has

to fill the mssing slots.
N . N — e G S N NN
1. ZA3R 3 r}ﬁ, oo T (T u—i‘;@'ﬁHCr\ﬁ )
& — N —_— 7 1, VI €Y.
2. d&8 28 Uﬁggfari);ﬁ* I ZIRIHA a;qrﬂéﬂliiﬂq )
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b, T IE S DT IFIpAT -3 dur Lo @)
5. 5 <O aEte, A UaeT § s (FR)

et

The patient should be asked questions regarding daily

events which he/she has to answer using the —conditiona

cl auses

Question Answear

EH T ey & 7 ug%ﬁ‘é\rma}rmﬁéaaéﬁﬁ%%
( \

AT OE TG ARGH TR BT g8 qgAlé AT ofmT e & |

Had) &) . , T |
g ;‘“?ﬁ Eﬁﬂ\‘a%” ma\cﬂ? i?%_—cﬂjg STIH 45T Ggalc] wm’_&

[
. LT e geAdr &1 7 Fe dET tead, At Tz iR
O SwgSrFa aard? o @ o o & e €F
St T &

el

p%)

w

8

6]}

1 Participial Construction :-

Reception

The patient should be presented with action pictures

and is required to point to the appropriate pictures.

Exampl es.

The pictures of a boy wal king, boy singing, boy singing
and wal king are presented to the patient. The caretaker says
JE sl STAT &5 TSNS A R cie I & |
and the patient has to point to the appropriate picture.
Similarly, pictures for the foll ow ng participial

constructions.

1. mz%r?r@rg%ﬁ:%\
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. qr.%iraﬂgwéﬁ

%

Patient can be asked questions using participial

constructi ons.

O, T ey 9
1. j IER| @i Hledl I
T AE & .
2. a1 HE el a&?¥ciE%l iy
3. T =Y =™ ;-n}.{‘d—r(—,_ﬂ* A Gch | o_al_ Lﬂmh’gD
‘omET S ST &S Gl BT ST &)
Expression :-

The patient should be presented with simlar kind of
pictures used in reception activities. The caretaker points
to a picture and the patient has to construct a sentence with

the appropriate participle.
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SEMANTI CS : -

a. Semantic Discrimnation :-

A patient, who has difficulty in discrimnating the
various body parts, should be presented wth pictures of
various body parts. The caretaker points to the various body

vl

parts and asks <ai| #E &\U4 . & ! and the patient s
required to respond with Yes/ No. The caretaker should then

nane a body part and the patient is required to point to it.

=" O - = e . _ - i
Body parts - o1& , 41| FHAT24 , @ 124} e 5 < 1=4) ‘é d FH3

0 YAl

and so on,

Simlar kind of activities can be carried out to
facilitate discrimnation of colors, furnitures, connon

obj ects and so on.

b. Semantic Expression :-

1 Nam ng : -

The patient should be presented with real objects and
pi ctures of various common objects. The patient is required
to nane the object. Deblocking technique can be used to
facilitate nam ng. The patient can be nade to feel the
object & see. the object, witten formof the word can also

be provided to facilitate nam ng.

2 Lexical Category :-

The patient is required to nane atleast five itens
under each lexical category - animals, fruits, vehicles,

furnitures, bodyparts, colors, shapes and so on. Initially
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pictures of various categories can be mxed and given. The
patient is required to sort them out, nane each category e.g.
furniture and the nane each item of the category banana,

orange, grapes, etc.,

The caretaker presents a word and the patient s

required to provide a word with identical neaning.

For example.

1. J& S Gl

" o el
2. 3agdl  — ool
3. AT — Tuel
o pfTenr - RN
5. gomel - S
6. qidd — 4T
4. Antonyny -

The caretaker present a wrd and the patient is
required to provide a word with opposite meaning. Pat i ent
first points to the appropriate picture (opposite) and then

says the word.

SR =R 4

Ne===s e
2 ﬁuni‘ ——-‘;%k'"['l
3 PRIl — sl

2}
Al
A

|

I

?,_.!-.

M
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5. Honmonyny -

The patient should be presented with four pictures, two
of which have the sane word representing its neaning.
E.9. sl nmeaning water and fire. The patient is auditorily
presented with the word i#T and he has to point to both water

and fire.

The patient is then provided with honmonyns and he has
to explain both the meanings of the word. Some of the

homonyms are é—[:): > v@ﬁ_s‘l,_i-) ;i’_’ﬁ-_{_d’ HA 5 ToA

6. Polar Questions :-

The patient should be presented with questions which

require himto respond with either 'Yes' or 'No'.

1. &1 HAY a1t AR F,L ] @1%
2. ol Ged ofieT 33T 3 A

3. &l fr‘%’?% ad Ar o &9 &)
S ol vl IA° - %mrl?f (\?Tﬂ C}_L ) (3T )

B ofFTH fAer F et ¢ ) GTed)

The patient is required to answer JI| or A -{—1&‘_:;‘ 0T

m

oA .

7. Semantic Anomaly :-

The patient is required to indicate whether t he
following sentences are neaningful or not and if it is not
meani ngful, why is it not neaningful and what is the correct

form of the sentence.
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-

( ) _ o \
A gag i‘”‘““tﬁ e BT g I &) 57
_ Q. o § g H{el € e éﬁ |
il S B S N s T &

. = A : '
?]‘ ng'T Y 17 HIT VAT C"’\__‘g’i‘l}\-— BT AT g ﬂ“%gfmﬁ
I AN I s oy

M

w

o~

hY
Q%’t_’.—[%‘_ﬂ 2leial Q—IE,T‘ 3‘”% @‘I’S_T ?rﬁﬂdnd é >
8. Paradigmatic Relations - @TET G—Tﬁj
The patient has to fill in the mssing word according

to the relationship the previous word pairs share.

1. D?XIT—L;NFKJF.%W}

5 — (TFimE)
2. HHT — ST 5 AT . (TR
¥ Ferll—uvimggr , A . (fRar )
e B — gl 2 3—77;:[.:4 (YA

5. 1%‘557,. .eja—u?r'j nha - _‘Cu_)-f—;o

9 Syntagmatic Rel ations: -

The patient has to fill in the mssing word according

to the relationship the previous word pairs share

. T _ A
Lo Ora) —~ 'qu- 5 29lel]  —— (=97 )
] \ :
2 Huoﬁ” - c%f 3 I%W%IIJ" . (3%)
3. — =
SECEUS ey S AT == )
. :
_ NP 9T gemr _ (for)
- #'_, o -
T — olth | sy (3T

10. Senmantic Contiguity:-

The patient is presented with pairs of words and he has
to explain the relationship between the words. Patient is

presented wth four pictures of which two form word pairs.
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Patient has to identify and explain the relation ship between

t he words.

a gg — PYST & T hUE] et g_T

2. o - o NE ¥ T g=T &

> ot - dfar Sror gFer & qlen & &

|

b0 s~ RIS ) 3 O Rar Sywerr &1

A £ ¥ o= aadar &
11. Semantic Simlarity :-

The patient is presented with pairs of words and he has

to explain the relationship between the words.

IHA — AT

geT — giE
TR~ SiT=AT
28137 — T

The patient is then presented with one of the words of

the word pairs and he is required to provide the other word.
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DI SCOURSE : -

Most of the mld aphasics present with deficit in
their discourse. It is at this level that their problem
becones evident. Some nmld aphasic patients nmay not have any

deficit at any other |evel except discourse where a Qross
deficit nay be observed. The following is the response of

description task.

"I'n this, Cow this wonan who is there 1is

mlking the cow This vessel which is lying with it. And
man plough. These are two bullocks. He is ploughing. He,

to the cock, this man who is there, is feeding seeds to the

cock. There is a village, that's all. Huts etc. are there."
The patient 1is merely pointing out to the wvarious
characters. There is no story format. there is a lack of

intrasentential cohesion and no continuity of reference.

Sone of the characteristic features of mld aphasics
di scourse are stereotypic enpty speech, lack of content, |ack
of intra sentential cohesion, no continuity of reference,
unnecessary repetition of sent ence, verbosity, wor d

retrieval problens and lack of intonation and substance.

Hence, tine should be spent in working on the discourse

of the patient. The patient is required to talk about a few

topics at length. The topics can be:
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1. Personal information - famly nmenbers, nature of job,

hobbi es, recreation and so on.

2. Picture description - The patient should be presented
with a picture depicting a scene, and is required to talk

about whatever he perceives in the picture.
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DEBLOCKI NG FOR M LD APHASI AS AND NAM NG DI FFI CULTI ES

The rationale of deblocking is that by stinulating the
central processes of |anguages by any or all nodalities, at

| east one, especially verbal expression would be facilitated.

Debl ocking involves the use of a relatively uninpaired
nodality to deblock the inpaired nodality. It is a technique
wher e an inpaired function 1is preceded by relatively
uninmpaired function involving the sane semantic content.
This prior stinulation wth an intact node is cal | ed

prestinul ati on phase.

Prestinmulation is of three types.

1. Direct, in which the key word appears in t he

prestimul ati on phase.

2. Indirect, in which a related word, synonyny or antonyny,

appears in the prestinulation phase.
3. Direct and indirect prestimnulation.

|f, for exanple, the auditory channel of the aphasic is
inmpaired, prestimulation includes a printed word or picture

representing the content to be debl ocked. The debl ocki ng

techni que can be used in all types and degrees of aphasia.
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To Debl ock Nam ng : -
I. Reading to Deblock Namng : -

Direct prestinulation: Here the witten or printed key

word is presented to the patient. E.g. 2 A1 $IIATAT

The caretaker presents the picture of =+ and the patient is

required to read as well as see the picture and say =7

Indirect deblocking : Here the key word is not directly

presented to the patient. Instead semantically related words
are used. E.g. witten or printed sentence u‘gcpza%',the ‘
caretaker then presents the picture of =23 . The patient

is required to read the. sentence and then see the picture and

say. HH

A few nore exanples using reading to debl ock nam ng.

Prestimul ation Stinmulus Presented Patients response

by car et aker

I. Direct

Witten or printed Pi ctures

words .

" Z2aull

a. gd° CERT Sags  oRA

b. B o o el 8 2

c. ILATE Shetla) " Speild

d . T = ~
i ATA T o

e ZI3ETOT T e

; C‘“-ﬁ L-"{}“—” " 6 Ipi}s\\"ﬁé’
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Il. Indirect

Written or printed fletures
sentence
2.3 J EF 9T & Eareg e S’Lf ¢Rdlotl Says
b. FTRI N AW efr A 67 BAAR] et "
. Tg Grot &1 Spetiar "
d. 275" igw-gfi oAt "
e. g Aear & g;f?oﬂFﬂ“q4gﬁﬁ%7 5?ﬂéi§€iﬁf "
I1. Auditory Mode to Debl ock Nam ng : -

Direct prestinulation Here the caretaker auditorily
presents the Kkey word to the patient. The caretaker then

presents the picture and the patient is required to name it.

I ndi r ect prestinmulation Here the car et aker

auditorily presents semantically related words. The picture

is then presented and the patient is required to nane it.

Exanpl e
Prestinul ati on Stinmulus Presented Patient's response
by caretaker
I. Direct
Auditory stimulation Picture of Saye Y
g =Py
I1. Indirect
Auditory stimulation Picture of Says g3

ﬁ.{-ﬁ‘% ngﬁ’g]

SES
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I11. Tactile Mode to Debl ock Nam ng : -

Direct prestimulation :Here the caretaker presents the
real object to the patient to feel it. The caretaker then
presents the picture of the object and the patient is
required to name it. For exanple, the patient feels the pen

with his hands, the caretaker then presents the picture of

the pen and the patient is required to name it 'pen

V. A conbination of tactile, visual, graphic and auditory
node can be used to deblock namng. During the course of
t herapy, those nodalities are withdrawn in which the patient
performs well, and the patient is encouraged to respond to

only one stimulus.

Cues to Facilitate Nam ng :-

Cues can be given to patient to facilitate nam ng.

Sone of the cues which can be given are :-

1. Semantic Cues :- The patient can be provided wth a
short definition or the features of the word in order to

facilitate the production of the correct word.
E.g. Part of the body through which we see- 'Eye's'. Color of

our hair - 'Bl ack.

Anot her cue would include presentation of a single word
to the patient and he/she is required to list semantic

features or given a short definition.
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E.g. Aeroplane - 'Vehicle', '"Flies', etc.,

Hor se - Animal, domestic, etc.

2. Phonetwic Cues :- The patient can be provided wth the

first phonene (Sound) of the word to facilitate nam ng.

3. Carrier Phrase :- The patient can be provided wth a
carrier phrase |like "The name of the animal is
"The nane of the fruit is , etc.,

QG her cues to facilitate namng are :-
1. Antonynms and synonyns of the word to facilitate the

nam ng of the correct word.

2. The first element in a conmpound word can be presented to
the patient and the patient is required to conplete the word,

e.g. Sun fl ower

3. Categories : The patient is provided with the category to
which the word belongs and the patient is required to nane

t he wor d.

E.g. Category 'd othes
Wrd "Shirt'.

4. Paradigns : The patient is provided wth an inconplete
sentence with the omtted elenent being the lexical word.
The patient is required to provide the correct word.

Eg. | live in—_ (Palace, house, farm.
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CONCLUSI ON

The Hone Training Programis for the famly of those
aphasics who cannot avail the facilities of regular therapy
at rehabilitation centres. Though the therapy techniques
and activities chosen are such that no specific training is

required, it cannot be handed over directly to the famly.

The therapist has to evaluate the aphasic using any of
the standardized test batteries and should introduce the
program in stages. The appropriate therapy wth t he
appropriate hierarchy of itens should be selected for each
i ndi vi dual patient. It is possible that during the course of
therapy the patient may progress from one therapy program to
anot her . The therapist should be flexible and nake the
necessary changes in the program This requires nonitoring

and reassessnent of the patient every forthright.

Monitoring the patient is required for two mai n
purposes - one, to note the progcess----- so that further
materials and activities can be devel oped depending on the
patients needs; second, to see that the hone training is
carried out regularly at hone. It is often observed that
hone training progranms are usually not followed to the core

unl ess nonitored regularly.

The famly nenbers should be given guidelines on how to
carry out the program at honme. They should also be given
instructions in witing wwth exanples for each activity and
encouraged to develop their own materials wth additiona

activities depending on the aphasics need to comuni cate.
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SUMVARY

A Home training kit has been developed for those
aphasics who cannot attend therapy regularly due to sone
r eason. The Hone training kit is for the famly, but to be
used under the supervision of a qualified professional. The
kit is not to be handed over to the famly directly; instead
the program has to be introduced in stages. The therapi st
assesses the patient, rates himas mld, noderate or severe
and selects the appropriate therapy program depending on the
degree of aphasia. Only after a detailed eval uation, does the
clinician know which sections of the therapy programare to
be given as hone training. Regular nonitoring is essentia
for the hone training to be effective. The patient, thus,
gets the benefit of therapy without having to strain hinself

to reach rehabilitation centres.

For a successful home training, sincere co-operation,
devotion, notivation and a desire to inprove on the part of

the patient and famly is essential.
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