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INTRODUCTION

Over the last fev years there has been a rapid proliferation of research
dealing with pragmatice and aphasia. Pragmatics has had an enormous impact
on the field of speech and languasge pathology and as a result clinicians have
had to acquire a nev terminology, alter their viev of communication, and most
importantly, apply pragmatic principles to both diagnosis and treatment.
Pragmatice can no longer be relegated to a secondary or peripheral position
but must be considered as a legitimate and justifiable area wvithin the
communication system. Thie 18 particularly true in the area of aphasia,
vhere patients’ functional use of language is the ultimate standard by which
recovery is measured.

It ie generally accepted that there is sowe preservation of
communicative competence in aphasia and that even some severely impaired
patients are somevhat <functional. Evidence for the retention of
communicative competence comes from many sourcee and covers different areas
of communicative behavior (Gurland et al., 1982; Nevhoff et al., 1982; Penn,
1983; Schienberg and Holland, 1980; Wilcox and Davis, 1977).

Pragmatic assessment tools for use in aphasia are still in the process
of being conceptualized. Three different approaches can be identified,
namely, the use of standardized aphasia tests, teste of <functional
communication, and nonstandardized contextual tests. For the purpose of thie
discussion, only the third type vwill be coneidered.

In order to evaluate nonstandardized approaches, not only is it
esgential to examine how each accounts for the "pragmatic constructs®
{(Lubinski et al., 1980) of topic, task, participante and setting, but it also
ig essential to examine the reliability and clinical useability of these
toole.

A variety of taske have been used, including narrative discourse
(Easterbrook et al., 1982; Yorkaeton and Beukelman, 1980); elicited
communication (Guilford and O’Connor, 1982; Linebaugh et al., 1982);
unstructured conversation (Easterbrook et al., 1982; Florance, 1981; Penn,
1983) and obgervation of the patient in daily life settings (Holland, 1982).
In the wajority of studies the participants have been the patient and a
familiar clinician or researcher (Easterbrook et al., 1982; Florance, 1981;
Nevhoff et al., 1982; Penn, 1983). Researchers have also assessed patients
in interaction with other aphasic patients (Larkins and Webster, 1981;
Schienberg and Holland, 1980) and with unfamiliar nonaphasic individuals
(Gurland et al., 1982). In most investigations the setting has been
clinical. Florance (1981) and Holland (1982), hovever, collected data in
more natural and representative settings.

Although the determination of relisbility should be the firet step in
the development of contextual assessment tools, a reviev of the literature
indicatese that the issue of reliability has been given secondary status.
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Some studies provide no reliability information (Easterbrook et al., 1982;
Gurland et al., 1982; Lubinski et al., 1980) and othere mention it only
peripherally (Florance, 1980; Guilford and O’Connor, 1982). Relisbility data
vere provided by Wilcox and Davis (1977) who had 25% of their data classified
by two independent raters. Linebaugh et al. (1982) had three speech
pathologiste rate their samples, and Penn (1983) used tvo graduate students.

Clinical usesbility refere to the practical application and use of the
assessment tool in clinical settings. At this time, the assessment of
communicative competence is still a time-consuming task requiring the use of
video or audio equipment.

The purpose of the present study vas to determine the reliability of a
pragmatic agseasment tool, The Interactional Communication Profile (1cp),
developed to evaluate the interpersonal and interactional skille of an
aphagic patient and gignificant other.

METHROD

Subjects. The clinical population consisted of three aphasic patients
gelected from a university clinic and rehabilitation center. Patients with
moderate to severe speech and language deficite were excluded from the study.
They all had relatively intelligible speech and gufficient expressive and
receptive abilitiee to allov them to participate in' 8 conversation.

The raters (subjects) consisted of seven second-year master’s students
in Speech Pathology. At the time of the etudy they vere all enrolled in the
same graduate-level aphasia course and all had had limited clinical contact
vith aphasic patients.

Three significant othere (S0) participated by serving as conversational
partners. All three vere spouses.

Materials. Tvo test instruments, the Western Aphasia Battery (Kertesz,
1980) and the ICP vere used to collect data. The ICP vas designed to assess
interactional-interperaonal communication--the behavior of both participante
and six parameters of communication, proceeding from the general to the more
gpecific. The six parameters include Parameter 1: Conversatiopal Turne
defined as utterances in any modality(ies) produced by the speakei and the
listener’se response to it (Linebaugh et al., 1982). Parameter 2: Conversa:-

tional Analysis including the initiations and wmaintenances used Dby both

participante. An initiation vas defined as an utterance that starte a topic
or interaction and a maintenance as an utterance that extende a topic or
interaction. Parameter 3: Speech Act Analysis including the requests,

comments and responses of both participants. Parameter 4: Communicative

Succesg evaluated by means of a 6 variable by 12 level multidimensional

syetem. Parameter S: Self Correctional Strategies including the vord find-
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ing, motor speech and receptive strategies used by the patient. Parameter 6:

Asgistive Behaviors .ugsed by the significant other. (See Appendix for a
sample ICP form and descriptions of variables and levels.)

Data Collection. Each dyad vas videotaped for a total of 30 wminutes.
The experimenter vas pregent during testing but did not participate in the
conversation. The participante vere instructed to talk to each other and
vere given general topics chogen to ensure that there was no violation of the
convergational rules proposed by Grice, described by Davis (1985). (See
Appendix for details of the tasks and topics used.)

Editing and Transcription of Data. The videotapes vere edited to select

ten minutes of representative interaction for each dyad. A written script of
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each interaction vas made wvith conversational turne identified and utterances

numbered.

Rater Training. Initial training vas conducted at a group session where
ratere were given background information and s chance to observe videotapes
and rate patients. Each rater then had one additional conference wvith the
experimenter. 5
Rating Procedure. Ratinge were done on an individual basis. Raters
vere encouraged not to talk among themselves about the interactions and did
not see each others’ ratings. Raters wvere required to rate one interaction
per day and to complete each rating within one session. Within each session
they vere alloved to reviev the tape as many timee as needed.

Ratere vere required to rate all parameters, except the first, Conversa-
tional Turns. In order to complete the analyeis, raters vere required to
discriminate betveen and categorize a given nuwmber of behaviors, for example
digcriminate betveen initiation and maintenances (Parameter 2). Becauase the
utterances had been identified and numbered, it was possible for the raters
to use these numbers on their score sheete to indicate their decisgions.

Ratinge vere, therefore, very specific.
RESULTS

Resulte of the study vere analyzed statistically by means of the
folloving procedures: Percentage Agreewent calculated for Parameters 2-6;
Spearman Rank-Order Correlations calculated for Parameter 4 and Chi-square
calculated for Parameters 2 and 3. Resulte provided evidence for parameter,
category and patient differences such that all three variables affected the
ratinge and hence the reliability of the results. The folloving discussion
highlights some of the resulte and trends.

Inter-Pgrameter Differences. Reeults indicated that as the required
specificity of the ratinge increased, the relisbility wvas affected. This
finding was highlighted by percentage agreement figures shown in Table 1.
(Although Table 1 shove only selected percentage agreement for Patient 1, it
must be noted that the same trend vas noted for all patients.) The best
agreement wvas obtained for Parameter 2 (Conversational Analysis) which
required raters to make only a tvo-category <discrimination betveen
initiationse and wmaintenance. Agreement for Parameter 3 (requiring three
discriminations) wvere at a lover, yet still acceptable level. Agreement for
Parametere 4-6 was poorer--for Parameterg 5 and 6 no acceptable agreement wvasg
obtained.

Intercategory Differences. Results obtained for Parameter 4 (Communica-
tive Success) need special wmention. Spearman Rank-Order correlations are
summarized in Table 2. Resulte indicate that all the interrater correlations
(N=37) vere gignificant for each patient. Although statistically
gignificant, results indicated lack of acceptable agreement (See Table 1) at
all levels except 12, which identified verbal complete utterances.

In summary, the results of the study indicated a lack of acceptable
reliability for the ICP. Reliability decreased as specificity increased and
vag affected by interparameter, intercategory and interpatient variables.
The results highlighted the inconsistency of the ratings and indicated that
gome of the ratere vere able to rate some of the parametere some of the time.
This inconsistency doee have a positive eide, as it indicates that raters
vere able to learn part of the system. It ie obvious, hovever, <that the
inconeistency cannot be tolerated and that the ICP cannot be used clinically
at present vith any reliability.
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Table 1. Selected percentage agreement (PA) for Patient 1, Parameters 2-6.

PARAMETER Patient Significant Other
N PA N PA
2 Maintain 454 a8s 272 76
3 Comment 230 64 218 68
4 Level 12 171 S0 - -
" 11 22 0 - -
v 10 20 0 - -
" 9 29 0 - -
r a8 66 a9 - -
S Word Finding 17 0 - -
Motor Speech 16 0 - -
6 Significant Other Behavior - - 49 -
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Note. PA figures represent the percentage of judgments in vhich there vas an
acceptable level of agreement greater than 71% (Pl and P3) and 67% (P2)
N represents the number of judgments in a category regardless of agreement
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Table 2. Correlation summary: Communicative success.

Patient
Category* 1 2 3 Total
Very High, >.90 2 1 5 8
High, .70-.90 19 8 16 43
Moderate, .40-.70 0 6 0 6
Low, .20-.40 0 0 0 0
Slight, <.20 0 o 0 0
Total 21 15 21 57

P T I T T T 1 e r s T Y T T T - T e ST T T T L L L
===------=-=-=-—==-_=—=---=——-—_----==—=—=---—=—=-_---—------..-_-———-----—---

Note. Each figure represents the number of significant correlations in each
of the five categories
#Guilford’s classification of categories, cited by Williams, 1968, pp. 134.
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Although the results of the present study indicated a lack of acceptable
reliability for the ICP, the results muast be interpreted in terms of the
exploratory nature of the study and in terme of the folloving factors.

Patient Selection. Patients vere limited both in terme of number (N=3)
and in terme of symptowmology. All presented with mild symptome and did not
provide the raters vithqpultiple opportunitiee to rate certain behaviors, in
particular revisions. N

Rater Training. The resulte seem to suggest that the wmajor factor
affecting the results wvas the lack of adequate training provided to the
ratera. Raters were not given sufficient hande-on experience with the proce-
dure and did not have an opportunity to receive sufficient feedback about
their performance.

Rater Selection. The resulte must be interpreted in terme of the large
number of raters. Ae the number of raters increases, the reliability is
likely to decrease. The use of a large rater sample is, hovever, essential
at thie preliminary stage of test development--especially if the assesswent
ie to be used by a large heterogeneous group of clinicians. The experience
of the raters wmust also be acknowledged as an added factor affecting the
results. All raters had little clinical experience with aphasia, and it may
be postulated that wmore experienced clinicians wvould have yielded better
reliability figures.

The ICP Iteelf. The assessment tool itself and the categories dewmar-

cated for assessment need to be validated by further research and testing.
CONCLUSIONS

A great deal of empirical work is still needed if ve are to understand,
not only hov human interaction works, but hov it is affected and how it can
be assessed. If pragmatices promises to demonstrate hov communicative compe-
tence is a product of the appropriate uee of nonverbal and paralinguistic
behavior, in addition to verbal behavior, then assessment tools must reflect
this paradigm (Prutting, 1982). In the field of aphasia, both the complexity
of the disorder and the area of pragmatice wmakes it impossible to envisage
that ve vill ever develop a pragmatic test of aphasia. Probably the best ve
can manage 1is to develop a flexible profile with a protocol that provides
different options for different patients.

Resulte of thie study indicate that the ICP is just a "firet order
approximation®" (Penn, 1983) of an interactional-interpersonal assessment tool
and that continued research i1s needed to increase the reliability and
clinical useability of the tool. In particular, the study needs to be repli-
cated using a larger and more representative clinical population, more
experienced raters, and improved rater training. The ICP itself needs to be
modified, particularly Parameter 4 (Communicative Success), and adapted to
capture the symptomatology of other clinical groupe, including patiente with
right hemisphere lesione and head injuries.
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DPISCUSSION

@: A lot of these spouse behaviors that you obgserved or didn’t observe could
be directly explained by hov much time has gone by. I’'m alsoc curious
about hov long your couples vere married. There is very little unshared
information in a marriage. The breakdovn may be the result of the
gpecific aphasic impairment rather than a failure of one of the spouses
to make the proper presupposition of the other spouse’s knovledge.

A: The patients vere all in the acute phase, an average gix months post
onset. They had all been married for more than 20 years.
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I'm a spouse of somecne vho has had several cerebral hemorrhages and has
been wmore or less aphasic for the last 15 years. I have been moved by
the paperg in this aession. There are many issues that need to be dealt
vith partly because once you’'re out of the acute phase or access to
speech pathologiste gpere are different iasuee that occur. Longitudinal
studies will shov that things do deteriorate over time in relationships
if there is not some sort of intervention from other community providers.
There 18 need for public education. There are things that speech
pathologists do that are helpful in terms of strategies that have a great
impact on relationships. Also things like wvord retrieval strategiee that
may be helpful. For exawple, as a spouse, hov long do you let somebady
struggle trying to come up with the vord because you don’t want to
agsist.
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APPENDIX

Interactional Communicetion Profile
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APPENDIX

Jargon or Unintelligibility

3. REVISED - UNREVISED

Active strategy use by patient to
repair or revise communication

4. ABSISTED - UNASSISTED

Assistance provided by 50

5. = = [«

Time taken to complete a message:
Captures nonfluency

6. = - A

Time taken to start or respond To & message

D (= P ON _OF T ASK ND oOPICS
IQ _ELICIT COMMUNICATION

The TASIK was constant - the participants were required to engage in

conversation.

The following are some examples of the TOPICS suggested to the partici-
pants. Thess topica were designed to incorporste the following parameters:

old (past / new (recent) information and shared / unshared information.

Talk about 1 / sharxed information - an event from the past
(broadly defined to include vacations, specific incidents) or more

generally, your lives together.

Talk sbout o1 /7 unshayxed information - in particular yous
lives prior to your relationship.

Talk sbout new __/ _shared information - the stroke and the sffects

of this; family, recent happenings and the managing of day to day problems.

Talk about new 7/ wunashared information - & recent event that
your spouss knows nothing about.
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(continued)
DESCRIPTION OF LEVELS
A score of 12 implies the production of a successful verpai and

linguistic utterance; an utterance most resembling “normal®.

score of 11 implies thet the utterance was efficient and successiyl

in all respects, but was ponverbai.

scors of 10 ind that the was 1, but revised.
score of 9 highlighta the concept of listener stance, the

utterance was succassful but assisted.

score of 8 implies that the utterance was successful. but
Anefficient.

score of 1 highlights the timing aspect of the utterance, it was

successful, but the time was jnsppropriata.

score of 6 implies that an was ful of the
variable of timing.

score of §'indi that the was 1 of
inefficiency.

score of 4 indicates that although assistance was provided, the

utterance was still unsuccessful.

scors of ) indicates that although there wers attempts O rav:se. the

utterance was still unsuccessful.
score of 2 implies that the utterance, although v-vbal, was
unsuccessful becsuse of the ponlingujstic element.

score of 1 implies that the nonverbal communication was unsuccessful

because it was nonlinquistic.



