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CHAPTER I

INTRODUCTTION

Aphasia is a complex language disturbance which presents a challenge
to the patient and those treating him. The normal person takes for granted
his ability to "... communicate in a smooth flow of speech." When this
ability is disturbed it is a major catastrophe to the person affected and

those close to him [31 p.1].

The bilingual or polyglot aphasic patient has for many years provided
additional interest and problems for workers in the field of aphasic treat-
ment and research. Up until the present this interest has certered around
the language which the patient is likely to recover first. Several theories
have been propounded and evidence presented in support of each. After working
with polyglot aphasics for some years this writer became interested in a
different aspect of the problem. It was no longer of great importance which
language would return first because the patient having treatment was only in
a position to be taught in the language spoken by the therapist. As the work

was done in Israel the language spoken was Hebrew.

It began to be of interest and practical importance whether or not
therapy in a secondary language was helping tbs patient tc recover the lang-
uage spoken at home. The question arose as to whether or not therapy in
Hebrew was being a hindrance or a help. If the former was true,then maybe

these patients should be left alone to recover spontaneously whatever



language they are able to recover alone. If therapy was a help, then to

what extent did it influence the patient's prii-ary or home language?

Examples have been reported in the literature of patients being taught
in countries other than their country of oirth, after sustaining war injuries
or accidents, and learning a foreign language which was unknown to them prior
to illness [31 p. 36]. In the experience of this writer the same has proved

to be the case amongst adult aphasic patients in Israel.

This country has a policy of encouraging and integrating new immigrants

from all over the world. As a result of this, the rajority of the population
speak two or more languages. It is thus an ideal country for the study of
bilingualism and poiyglittism. Because these patients are at present resident

in Israel, it 1is important for tnem to have therapy in r language other than
their mother tongue, as therapists cannot be found who are able to speak the
many languages common among the immigrant communities. After the writer had
worked with more than 25 patients over s period of five years in hospitals
in Haifa, Israel, it was observed that 20 of these patients had not spoken
Hebrew as their homelanguage prior to illness. No qualitative data had
been collected on the improvement made by these patients, but the impression

gained was that where improvement was made in Hebrew, it was made in other

languages as well.

It was thus with these observations in mind that the writer devised the
Aphasia Research Project (A.R.P.) which was funded by a research grant from
the Bureau of Disease Prevention and Environmental Control of the United
States Government. The main aim of this project was to test patients before
and after three months treatment and determine theeffect of therapy in

Hebrew on their home language. The second aim was to translate and adapt the
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H'spman and Lyle "Language Modality Teat of Aphasia" (L.M.T.A.) [60] into the

Heorew language

Kfhile planning the A.R.F. this writer felt that she would 1like to use
her work as a basis for a Masters dissertation. As Bar-David [5] was respon-
sible for the translation and adaptation of the L.M.T.A. it was considered
more suitable to use an independent aphasic test for this dissertation,and
utilise the L.M.T.A. results as a control. The writer thus decided to trans-
late the Sklar Aphasia Scale (SAS) [44] into Hebrew and to use this test as
an independant means of measuring the patients' difficulties. The SAS results
were only used for the purpose of this dissertation and not for the A.R.P.
It was also decided that 20 patients would be the sample for this study

whereas the A.R.P. was planned to test and treat 40-50 patients.

This present study is thus based on the work planned and carried out
by this writer for the A.R.P. with an additional diagnostic test, the Sklar

Aphasic Scale [44], being used to add another aspect to the original study.

In studying a bilingual and polyglot aphasic patient, the fact of his
aphasic condition is of first importance and any study of these patients
involves a preliminary analysis and understanding of aphasia. From the
earliest times in the study of aphasia attempts have teen made to label the
patient and to v.assify aphasics either in terms of the localisation of their
brain damage or, in more modem times, in accordance with the symptoms pre-
sented. It is suggested by this writer that a more fruitful approach is one
in which the remaining abilities of the patient could be described,in such
a way that other workers in the field will be able to understand the evalua-
tion of the patient,without necessarily knowing the implications of such
terms as e.g. Wepmanls pragmatic aphasia or Jakobson's "contiguity distur-

bances".
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Likewise no one therapeutic approach or technique has been used in
the study on which this dissertation is based. Therapy leads were given
by the test results obtained on each patient and several theoretical sources

drawn upon in planning aach individual therapy programme.

The purpose of this study 1is to determine the effect of therapy in
Hebrew on the patient's home language. It is hypothesized that there will
be a positive carry-over effect into the home language, and that because of
the processes stimulated during the period of therapy.it is of value to
treat even those patients whose knowledge of the Hebrew language was poor
prior to illness. It is assured that a process as such is stimulated, and
not Jjust the ability to understand and speak one particular language. From
this assumption it is predicted that there will be an improvement in all
languages spoken previously by the patient, and that therapy in Hebrew, which
was not the primary language prior to illness, will nevertheless help to

improve speech in the primary language.

Definitions

1, Aphasia has been defined by Taylor [46] as an "acquired impairment of
verbal behaviour caused by brain damage which impedes the linguistic features

involved in encoding cr decoding language."

Aphasia has also been considered as "a general language deficit that
crosses all languages modalities and may or may not be complicated by other

sequelae of brain damage," and impairment of auditory, visual and sensori-

motor processes [37 p 1137,



A further definition desciibes aphasia as "a nonfunctional impairment
In the reception, manipulation and/or expression of symbolic content those
basis 1is to be found in organic damage to relatively central brain struc-

tures" [31 p.8).

Aphasia may also be defined as "a disturbance or loss in the ability to
receive, analyse and express language signs or symbols" Sklar [44]. This
definition is used for the purpose of the present study, as the writer finds

it concise and adequately descriptive of the disorder to be discussed.

2 The term bilingual or polyglot aphasic will be used constantly in later
chapters. Bilingual 1is defined g- a person speaking two languages equally
well [11 p.119]. Two types of bilinguals are described by Osgood and Ervin
(31 p.135] namely "compound" and "coordinate." The former has learnt two

c des or systems of signs more or less as translation equivalents and the
latter has learnt his codes under different circumstances, e.g. one as a
child and the other as an adult or one at home and the other at work

"... compound and coordinate define the extreme' of a continuum along which
bilinguals will range." No bilinguals of the compound type have been in-

cluded in this study. v

Tor the purposes of the present study Lilingualism may be defined as
the sneaking of two languages (one possibly noi> fluently than the other)
and having learnt the two under different circums\ ances as described above
in coordinate bilingualism. Polyglots can thus be defined as individuals

speaking mire than two languages with varying degrees of fluency.

The term polyglot, which comes from the Greek words "poly" meaning many
and "glotta" meaning tongue, refers to the indivi’-'l speaking several

languages This term may be more applicable to the Israeli population than



bilingual as most of the immigrants from Europe speak at least three lang-

uages with various degrees of fluency.

This dissertation has been divided into two parts. Part One provides
a review of theoretic concepts, and in Part Two the practical aspects of
the study are described in detail.

In Qiapter II modem theories of aphasia will be presented with the emphasis

on psycho)inguistic theories. Various models and classifications will be
discussad.
Chapter H I presents a background to bilingualism and aphasia. The acquisi-

tion of language in the normal bilingual person is discussed and the special
difficulties facing the bilingual or polyglot who acquire aphasia emphasised.
Chapter IV attempts to review current trends in aphasic therapy and to deve-
lop a philosophy of therapy which will guide the therapy programmes used in
this study.

Chapter V discusses the background to the construction of tests for use with
adult aphasic patients and gives the rationale supporting the choice of
assessment instruments for this particular study.

Chapter VI outlines the preliminary steps taken to prepare and organise the

study.

Chapter VII summarises the case histories and therapeutic programme of each

patient treated.

Chapter VIIIprovides a detailed discussion of results obtained before and

after therapy.

Chapter IX discusses the conclusions reached in this study

An Appendix is added which will include the Sklar Aphasic Scale in
llebr.w. the pamphlet to aid the family of the patient and the Home Language

Questionnaire,
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A. Brief Historical Perspective

lu any consideration of aphasiology mention must be made of the pre
decessors to modern theory. In reviewing the literature it is possible to

group the various writers according to schools of Thought.

The first school of thought attests to localise the site of the lesion
causing the aphasic disturbance. Later a reaction developed to this type of
thinking and an effort was made to study the snhasic from the standpoint of
his speech and thought disturbances. Increased and more systematic observa-
tions led to the development of tests which in turn helped in the advancement

of therapeutic techniques.

The very early and primitive idea of brain function was as something
separated from the human body. Neurological disease or disturbances were
thought of as coming from the outside world or as an evil spirit entering

the brain [37 p.11].

The first important contributions to the constructive study of aphasia
were made in the 19th century when we have the concept of central representa-
tion of speech being presented by Broca. Tie publication of Broca's papei
entitled "Sur la faculte du language articule" in 1*61 and further papers
which appeared between 1B61-186S [IS p.39].focused the emphasis of the problem

on the precise cerebral localization of the centres of speech. Basing his



observations on post mortem findings,Broca expressed the view that articu-
lated speech is localized in the posterior third of the interior frontal

convolution of the left hemisphere

The works of Charles Wernicke [31 p.2],further broadened the scope of
aphasic study by attempting to locate the problem of the sens'ry aphasic
whose main symptom is impaired comprehension of speech sounds. Wernicke
believed that these patients had lesions in the first and second temporal
convolutions. Wernicke was the first to attempt to draw up a diagrammatic
scheme to analyse aphasia and he introduced a period to be known as the

"diagram makers."

Fallowing on Wernicke's work, several investigators described lesions
in one small part of the brain as causing a disturbance of mainly one form
of mental activity, Jlese ideas were acceptable because of the prevailing
p upositions of contemporary psychology and progress in anatomy and physio-
logy [36 p 12] Tie diagram makers were criticised on the basis of lacking

sufficient data and theor*.

In the 1860's a reaction to narrow localization developed. Hughlings
Jackson [56 p 35] formulated a new theory which negated the value of diagram
making and mapping of faculties. Jackson believed that it was the ability

to "propositionize" that was lost in the aphasic and not just words.

Sigmund Freud [31 p.2] was influenced by the writings of Jackson ,s d
in 1891 wrote a critical analysis of localization in relation \o aphasia.
He pointed out that language performances should be thought of as complex
processes involving many regions, rather than as memories stored away in

particular cells Freud is believed to have been far in advance of his time

in his thinking on aphasia.



Thr period between World Wsrs I and II is characterised by an ierprove-
went in the methods of studying aphasics and the compilation of tests to
better diagnose the condition. Sir Henry Head [37 p.33),as director of a
hospital for brain injuries in England, devised a series of tests and system-
atical ly gave them to a fairly large sample of patients. Head came to the
conclusion that in aphasia it was not a general intellectual ability which

was affected, but rather a specific mechanism which is language.

Yet another ndxance was made by Kurt Goldstein [37 p.38] whose careful
clinical observations lead to the formulation of concepts which are considered
valid until today. For example, he found that the aphasic patient exhibits
a rise in threshold and retardation of excitation which reduces his recepti-
vity and lengthens his reaction time. Another observation made by Goldstein
was that there was an impairment of abstract thinking. Goldstein's ideas on
testing made great strides forward in the history of aphasia theory. He
opposed quantification in testing but believed that tests should be construct-
ed in such a way that observations or how a patient obtains the results may
be made. The Goldstein and Sheerer [37 p.38] test of 1941 attempted to test

the abstract and concrete behaviour of aphasic patients.

The enphasis had now shifted to more careful clinical observations and
studies of the aphasic condition as part of hums;: behaviour. Keisenberg and
McBride [37 p 42] carried out a five year study of aphasia in 1955 . Advance*
were made in methodology which Schuell [37 p.42] considered as their mos.
important contribution to the study of aphasia. They were the first investi-

gators to use a normal control group and use standardized measurements.

Keisenberg and McBride and Head were not strict localizationists

although they conceded that some parts of the brain probably carry out certain



11

functions more than others, but Nielsen (1936-1953) believed that the doctrine
of cerebral 1localization had been discarded too soon [37 p.48). lie was a
strict localizationist and described specific areas and specific dysfunctions

which he believed were caused by lesions in these areas.

The opposition schools of localizationism and ant.l-localizationism have
each made their contribution to the study of aphasia and to the advancement

of scientific ideas regarding the brain and its activity.

B. Modem Theories of Aphasia

Much progress has been made in tne study of aphasia since World War II.
New schools of thought have developed in the Western world and the U.S.S.R.
and in more recent times the Russian texts have been translated, enabling

the English speaking worldto benefit from their research.

When discussing theories of aphasia, it is hard to draw the line between
the testing of aphasia andthe resultant theories of aphasic impairment which
energe and therapy Muchof the literature describes how investigators ! ave
formulated theories as a result of their experiences in testing i>r treating
aphasic patients. An attempt will be made in this study to distinguish bet-
ween the three separate elements in studying the aphasic patient. Firstly,

a purely theoretical background to modem concepts of aphasic impairment which
will be presented in this chapter. Secondly, a background to testing and

thirdly, a philosophy of therapy which will be described in later chapters.

In this section the writer proposes to highlight some significant develop
ments in neurological theories and psycholinguistic theories which have

affected modem thinking on aphasia.



The most significant development since World War II is the co-operation
between the various sciences in the study of aphasia and the progress in
nsycliOiinguistics, which aids our understanding of the problem. The new
neurological theories of the working of the nervous system and brain also
throw a brighter 1light on our understanding of what is involved in an aphasic

impairment.

Because of the uniqueness of language to the human species only, we do
not have the advantages of being able to study language behaviour uy experi-
mental surgical methods on lower animals. Information is obtained by
1) autopsy results being correlated with clinical evidence, for example as
described by Sklar [43], 2) the induction of temporary aphasia by injection
of sedative drugs through the carotid artery [32 p.86], and 3) electrical
stimulation of the cortex. The latter method was described by Penfield and
Roberts in 1959 [32 p.136]. These investigators were able, by stimulating
various parts of the cortex with electric current, to produce slurring,
arrest of speech, other speech difficult!;s and difficulties in reading and

writing.

Penfield and Roberts [32 p.134] further reported "area-localization and
not a point-localization " They did not find differences, as to speech dis-
turbance, when each of the three language zones in the left hemisphere was
stimulated by electric current. They thus concluded that the three zones act
as one system and an electrical disturbance in any part of the system may
disrupt the whole system. They are in favour of removing damaged areas in
order to give the patient a better chance of recovering language. Penfield
and Roberts [32 p.19] conclude that the following areas are important for
speech in this order "... the posterior temporo-parietal, Broca's and the

supplementary motor areas."



In n study done by A, Itecaen uid ft. Ar.gelergues in Paris [18], a
detailed description was given of t»e symptoms found in aphasic patients with
an attempt to find the exact localization of the lesion in the brain. They
were helped in their study by postmortem examinations or by surgery. The
conclusions drawn here too were that it is more pr< fitable to concentrate
our attentions on a broad view of a functional =zone rather than on a narrow
localizationist viewpoint. They do, however, point o it that one area appears
to be truly centrrl, i e the area traditionally known as Wernicke's area and
they found that destruction of this area leads to alteration of all language

modalities, even motor elements.

Attempts have been made by certain investigators to try to pin-point
small areas of the brain and es ablish which special function could be
localized in this area, eg Dr Nielsen proposes that Wernicke's area is the
locus of recognition of the sounds of words, the angular gyrus for visual
verbal recognition [31 p.48]. If definite areas were responsible for speci-

fic functions A.R Lnria [25 p.1l3] believes that with the destruction of

these areas such ""notions would be lost,and this has proved to be untrue,
lie states t> on of a circumscribed area of the cortex almost never
causes the « single isolated function hut rather a "syndrome" or

'symptom complex".

An analysis of the Russian literature recently translated reveals the
adherence of the writers to the work of Pavlov in their explanations of the
functioning of the cerebral cortex. Tkachev [49] quo es the theories of
Pavlov concerning the second signaling system, which is directly connected
vith the first signaling system and which he believes must be widely localized
in the cerebral cortex. Pavlov took into consideration data which indicated

that various forms of aphasia are associated with injury to different parts



of the brain. The demarcation between the signaling systems is, as quoted by

Tkachev,a matter of functional nature and not anatomical.

Luria [22] believes that the separate regions of the cortex firm compli-
cated systems for the analysis of wvisual, auditory, kinesthetic an lmotor
stimuli. Separate regions of the cerebral cortex form the most complicated
apparatus for specific forms of analysis and synthesis of "extrociptive" and
"proprioceptive" stimuli These were called by Pavlov the "ce*tic:il analyser
terminals". Under normal circumstances these analysers function viry effect-
ively but destruction of the brain tissue or breakdown in the blood supply
alter the conditions of its functioning, and reduce the strength of the nervous
processes within the limits of the given functional system. The normal func-
tion of the "analyser" is disturbed, and the process of analysis aid synthesis
within the 1limits of the modality with which the particular cortical system
is concerned acquires a pathological character. This disturbance of normal
processes within the 1limits of a given functional system, e.g. auditory, is

a direct primary result of every focal lesion of the cortex" [22]. This
effect, however, never remains isolated A secondary or systemic effect of
the given lesion is experienced in the complicated systems of temporal con-
nections which control forms of adaptive activity in human beings such as
speech, writing or reading, counting or the solution of cognitive problems.
These secondary effects of the disturbance of the normal action of a given

analyser include symptoms of aphasia, agnosia or apraxia.

Osgood and Miron [31 p 60] quote Luria as saying that "the time when
researchers could talk about special ‘'centers' for complex functions 1like
pronounciation, syntax or semantics 1is irrevocably gone". He advises one

to think of the primary effect of any focal lesion as disturbing the

function of some analyser ... which is responsible for the differentiation
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and synthesis of information in its modality," and furthermore to seek for
B "onchance contingencies among symptoms across patients ... and relate
such syndromes to loci of 1lesio,:s" [31 p.6l]. This 1is preferable to trying

to associate isolated symptoms with precise brain locations.

Certain important aspects of modern theory of aphasia will be discussed
below. They are theories of functioning of the association areas, cerebral
dominance, psycholinguistic theories of aphasia and classifications of the

aphasic disturbance.

1) Association Areas

The "association" areas have always been of special interest in the study
of aphasia because it has been presumed that ". . associative rather than
purely sensory or motor processes are involved in language behaviour" [31 p.40]
Experiments have been done on monkeys which show that the posterior association
areas are modality specific but the frontal association areas are non-specific.
The former finding has not been proved in man. The purpose of the posterior
association area appears to be to refine sensory-motor functions, whereas the
frontal association aree is "... neurologically in intimate relation with the
internal core systems" and functions in a manner which facilitates "modifia-
bility" behaviour connected with fighting, fleeing, feeding, maternal and

mating performances [31 p.40]

It appears that many lesions producing aphasia in man are in the primary
auditory cortex rather than in the association cortex. The ability to master
difficult and complex tasks in monkey's is reduced by a lesion in the poster-
ior temporal lobe, i.e. auditory association cortex. Some of the symptoms
found in aphssia arc similar in nature and complexity to these tasks. Because

there 1is nearly always a difficulty in auditory discrimination of complex
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worris or constructions in aphasia, it may be considered as "... primarily

a disturbance in the auditory node" [31 p.41].

How does the posterior association cortex interact with the primary sen-
sory regions? Dr. Karl H. Pribram [31 p.41] of Stanford University believes
ih.v. ". . the sensory systems actually have efferent as well as afferent fiber
connections, that 1is input-output mechanisms, functioning within the projection
systems". Through a process of learning, programs are built up in the
association areas which when activated operate back on the sensory cortical
areas. The inputs to these association areas are not considered to be
"modality specific" but their outnuts into the ".. ©primary sensory projection
systems arc modality specific" [31 p 42]. The evidence is not so clear as
regards motor activities. The precentral or "motor" cortex as it was known
classically, "... has direct afferent as well as efferent connections with
the periphery" [31 p 42] Thus there appears to be an input-output system
which functions to integrate, organise and refine movements, but the evidence

is not conclusive

There 1is also very little information on how the nervous system codes
the incoming data But it is known that "... the classic notion of point-
for-point projection from receptors to brain, via one-to one-correspondence
between links within neural chains 1is erroneous" [3lp.42]. The nervous
system 1is viewed by Lashley [31 p 43] as acting as awhole. He believes that
a given fiber in the central system is capable of carrying information from
any receptor at any time Although it may be true that some nerve fibers
carry information from one receptor more than from others. Osgood [31 p.43]
states that this idea of the functioning of the nervous system is perhaps

most applicable to the association areas
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2) Cerebral Dominance and Laterality

Osgood and Miron believe that there now seems to be no question that
there is localization of language functions in the sense that one hemisphere,
usually the left, is dominant. There appears to be, however, evidence of
some replication of function, either between the two hemispheres or between
regions of the dominant ienisphere, which would explain spontaneous recovery

[31 p.49].

One of the oldest approaches to speech was through cerebral dominance.
At first handedness as an index of cerebral dominance or its relationship to
speech was not considered. It was later theorised that a person being light
handed, speech must be localized in the left hemisphere and it was assigned
that in a left handed person speech would be localized in the right cerebral
hemisphere. With the exception of individuals who incur left cerebral damage
early in life, the 1left cerebral hemisphere is usually dominant for speech,
regardless of handedness, according to Roberts [33]. Therefore it seems to
him that the most important thing man inherits is a left cerebral hemisphere
dominant for speech, and it 1is possible that right handedness may have develop

ed secondarily to speech dominance.

This view is supported by other writers. Dr. Teuber [29] in a discussion
at the C1BA Conference on Cerebral Dominance states that handedness is not a
reliable marker of speech dominance. A preference for the left hand does not
predict what will happen 1if one hemisphere is destroyed. Penfield and Roberts
[29] concluded that the left hemisphere is dominant for speech in most people
kith handedness of questionable relevance. Osgood and Miron [31 p.SI] state
that there are strong and independent tendencies for humans to be right handed
and to develop speech organisation or dominance in the left hemisphere of the

brain. Thus most aphasics are right handed and also develop their language
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disturbances as a result of a lesion in the left hemisphere.

3) Psycholir.guistic Approaches to Aphania

As previously mentioned the study of linguistics, and more especially
psycholinguistics, has changed the approach to aphasia considerably in
recent years. The terminology used in psycholinguistics makes for a clearer
description of an aphasic patient's difficulties and is an invaluable aid in

the diagnosis and treatment of the aphasic patient's language disability.

Psycholinguistics has been defined as the "... investigation of the relation
ships among producers of messages, messages,and receivers of messages" [SI
p.1507]. It is thus concerned with the encoding and decoding aspects of

message production, reception and analysis. This writer feels that such an
approach is the most realistic for the speech pathologist faced with the
rehabilitation of an aphasic patient,and should thus provide the basis for

both testing and treatment.

No extensive, strictly linguistic type of approach to defining aphasia
has yet t ,*en devised, ‘inst authors use a loose classification into types
by "a linguist" either with or without the use of a preselected classifica-
tion, and then try to relate these types to traditional clinical types or
theoretical types as proposed by linguists 1like Jakobson [45]. Sprcen [45]
does not belie e that a "... discriminant function analysis of linguistic
data between traditionally defined clinical groups is likely to produce new
iuveas for classifying aphasia nor evidence to validify old classification.
He would like to see a complete departure from older concepts and a fresh
look at the patient on the basis of purely empirical linguistic data, and

adds that to date, Jones' and Kcvman's 1list of measures is the most compre-

hensive



Dr. Paul L. Garvin [161, at a Conference at U.C.L.A., comments on what
the linguists and non-linguists, 1i.e. brain researchers and clinicians, can
offer to each ot\er In his opinion, the main contribution of the linguists
is to provide a frame of reference and the contribution of the non-linguists
is to provide " a link to the physiological substratum of language and -

meai,* of validation."

One of the coaaaents made oy Geschwind [16] during the conference was
that language functions as a t/oss-rodal sign system. The only aspect of
this view which has interested linguists has been the problem of "synesthesia"
in relation to speech sounds. It may be worthwhile, stated Garvin [16],
for linguists to go beyond such limited observations and consider this cross-

modal function more systematically.

Dr. Roman Jakobson, at the same conference Mentioned above, spoke of the
two different factors which play an essential role in any speech event, namely,
the selection of the right word to be used and the . mbination of the tw)
selected verbal entities. The first factor is based on an internal relation
whereas the second involves the external relation to contiguity in various
forms and degrees, e.g. neighbourhood proximity, remoteness, etc. [20 p.68],

It is Jakobson's opinion that in an aphasic patient, we have a breakdown

either of the selective ability or the capacity of combination.

Jakobson further points out that the traditional discrimination between
two types of aphasia which were known as "sensory" and "motor", is very
leading, creating the erroneous impression that the entire problem lay either
in the damaged articulatory motor sctivities or in the harmed sensory appara-
tus The misunderstanding disappears as soon as the term encoding' is sub-

stituted for "motor" and "decoding" for "sensory*.



An interesting theory applied to the aphasic patient is that of micro-
genesis or language generation. The theory of Arnold Pick which he propound-
ed in a monograph written in 1913 [45], suggests, amongst other things, that
the choice of words for making an utterance itself is only the final step in
producing language. He asserted that most patients know fairly well what
they are going to say and errors occur at the last stage of language produc-
tion. Sprecn comments that "these errors tie closely related to the intended
words and are often caused by a lack of inhibition or of resistance towards

incorrect choices." [45]

Following on this theory, other workers in the field developed the con-
cept of a "pregestalt arrest of language" in aphasia. Werner [45] suggested
that the process of generating language is interrupted for other reasons
before it reaches the final gestalt. Spreen [45] quotes studies done by
Kemer, wherein the latter gives examples of patients producing "atmospheric"

"

impressions which precede the specific, correct articulation of the text."
If a patient sees the word "green" and reads it as "blue" he has already

gras d the concept of colour.

Spreen [45] writes of the microgenetic regression hypothesis as predicting
that words with high associative meaning tend to be more easily substituted
than others. He quotes Howes' explanation for this; namely that even normal
speakers use abstract words less frequently than concrete ones. As aphasics
use rare words less freque tly than familiar ones, abstract words are more

easily affected than concrete ones.

4) Classifying the Aphasic Disturbance

Various authors have attempted to classify different types of aphasia or

formulate models to classify aphasic disorders based on their own interpretation



of the linguistic disturbance involved,

Jokobson [20] believes that the works of Luria are the most instructive

”

in the study of aphasia. Firstly, because he approaches the different
types of aphasic impairments on several levels," and also because of the oppor-

tunity given to him to work with such a large number of aphasic patients in

Moscow.

With the works of Luria and Jakobson attempts were made by other investi-
gators such as Nepman to classify aphasia from a linguistic point of view.
This represents an advance on the older type of classific tion. The classi-
fications of the above mentioned writers and that of Schuell [37] will be

presented below.

1. Luria [24]

a) Sc..4ory aphasia is a type of disturbance of the analysis and synthesis
of speech sounds. Because of the disintegration of phonemic hearing which is
present, naming is difficult and even giving a hint of the initial sound of
the word dees not help the patient. He finds it more difficult to point to
an object when he is provided with a choice of words such as: "show me your

eye and your nose

b) Acoustic amnesic aphasia is also a selection disorder but the phanemic
hearing remains relatively intact. In this type of disorder the patient, finds
difficulty when the amount of information is increased, e.g. if asked to repeat
a number of similar syllables or to write three words similar in sound struc-

ture. These patients have a naming difficulty and are not helped by hinting

the beginning of a word.



c) Afferent Motor Aghwia. If the post-central part of the cortex is
impaired there exists what Luria terms as "disturbance of the articulem"
which leads to a form of afferent or kinaesthetic motor aphasia. These
patients have difficulty pronouncing words using a kinaesthetic foundation.
They substitute sounds in writing which are similar in articulation, e.g.

'khalat* as 'khanatl in Russian.

d) Efferent Motor Aphasia (traditional Broca's Aphasia). This ratient'
tray have individual nouns but find? difficulty in combining words into sen-®
tences . At times he exhibits the well known symptoms of "telegraphic style"
of speech. The ability tc shift from one articulation to another is ##*y
diffiawlt. The disturbance is also reflected in writing. Letters are

rearranged or repeated and often they cannct write a syllable or word [26 p.208],

e) Semantic Aphasia. The patient has the acoustic structure of speech

intact but 1is unable to grasp the difference in grammatical construction, e.g.

efather's brother' and 'brother's father'. He also has difficulty in inter-
preting complex construction which requires abstractions, e.g. 'less brightl
is the same as 'dark'. Jakobson [20] quotes studies done in Polish by

Doroszewiki and difficulties experienced by aphasics speaking Czech or
Hungarian where contrast of long and short vowels plays a great rolo in the

language and is lost by the aphasic.

f) Dynamic Aphasia 1is described by Luria as belonging to the combination
disorders but presents nc disruption on the phonemic or grammatical level.
The patient experiences difficulty when he attempts more than one sentence
or when switching one system of signs to another, e.g. answering a verbal
order with a prescribed gesture. There 1is a disturbance of inner speech

present and an impairment of the regulation function of speech.
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Luria’s six types of aphasia have been analysed by Jakobson [20] who

comments on three dichotomies which underlie these aphasic types as follows:

1) Combination which implies contiguity and affects mainly

encoding versus selection which implies similarity and

affects primarily decoding.

2) Successitivity versus simultaneity.

3) Disintegration versus limitation.

2. Jakobson [19,20]

Jakobson's
tic approach to
tic typology of

"

mical data

contribution to the field of aphasiology lies in his linguis-
the problem. He believes that "... an intrinsically linguis-
aphasic impairments outlined without any regard to the anato-

gives us a pattern which proves to be "... remarkably near to

the topography of those lesions of the brain which underlie these impair-

ments." [20]

After considering the analyses of Luria and various European and American

works combir.t.i with his own observations, Jakobson [20] presented a tentative

topographic analogue showing what he considers is the close correspondence

between the location of lesion and linguistic typology of impairments.

The combination (contifguity) disorders appear to be
connected with the more anterior lesions of the cortex and
the selection (similarity) disorders with the more poster-

ior lesions. [20]

Dr. Neman Geschwind [20] criticised Jakobson's model in that it suggests

that 1in association with fluent paraphastc speech there must be a disturbance
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of comprehension and of repetition. Conversely, disturbance of comprehension
is thought of necessity to entail 1 disturbance on the expressive side, but,
argues Geschwind, we can find these elements varying independently. There

are also many cases quoted in the literature of isolated comprehension distur-
bances, without an expressive or encoding side. When the decoding ability is
destroyed, the encoding ability may still be preserved if it was strongly
developed prior to the onset of the decoding disturbances, but usually such
disturbances lead to a deterioration of encoding as well. "This seems to be

a feasible assumption if one accepts that the active mastery of language

implies 1its passive mastery." [20]

Jakobson [19] believes that those who view aphasia as a unitary general

disorder with different types of aphasia representing differences in
quantity of disturbance, rather than in quality ..." are committing a linguis-

tic error.

The writer would like to quote Jakobson's explanation as to why the

combination disturbances affect prime.ily the encoding activity of the patient,

whereas the selection disturbances strike especially the decoding activity.

In the process of encoding, impairments affect the

context rather than its constituents whereas the decoding
process presents the reverse relation. The speaker makes

the selection of elements before combining them into a
whole. The building of context is a secondary stage and
more susceptible to disruption. Therefore the encoding
process succumbs most often to combination disturbances. [20]

In decoding we first have to grasp the whole and this is particularly

vulnerable to the selection disturbances. Here lies the difference between

speaker and listener. There are no homonyms for the speaker. "When he says

'bank' he knows perfectly whether he is speaking about the shore of a river
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or a financial establishment . but the listener if he is not helped by

the context, struggles with homonymy [20]

There are no purely encoding or purely decoding disorders, only differ-

ence in hierarchy. There 1is much less dependency of decoding on encoding
than vice versa. "More or less intact decoding processes are compatible with
hadly disrupted encoding" [20]. The sphere of our decoding is wider than our

encoding activities.

3. Wcpman

Wepman [20] reminds us that there is a level of language lower than the

cortical one. The patient is often seen who can echo or repeat anythingbut

has no spontaneous language of his own.

Although there 1is no ideal topographical relationship

between the brain and language, the fact that it is even
possible to suggest such a relation using behavioral data

is important for it provides usat least with a take-off

point discussing the issue from a linguistic point of view. [20]

To identify the linguistic disturbances in aphasia the semiotic classi-
fication as used by Charles Morris is found most suitable by Wepman [59].

Three basic properties of :igns and their relationship to each other are

suggested. They are: (a) "semantical", which is the relation of signs to
objects or events; (1) "syntactical", the relation of signs to signs,
and (c) "pragmatical", the relation of signs to interpreters. These

three types of aphasia will be discussed below.
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Kepman end Lyle [59] compere semantic aphasia to Jackson's proposition-
alising but think it is even closer to "Luria's loss of the ability to
communicate ideas" and to Jakobson's description of the "similarity" dis-
order in language usage. Such patients are described by Jakobson as having
their words lisdted to the more frequently used words of the language. There

is a retention of some grammatical form and function.

b) Syntactic Aphasia

In syntactic aphasia the ability to nominate, propositionalise, communi-
cate ideas and decode may well be relatively intact. Grammar, both in use
of words for grammatical purpose and in the form of inflectional endings,
tense or gender, suffers most radically. Lurie suggests that these are often
"telegraphic" speakers. Jakobson speaks of the disorder as a loss of the

ability to encode.

c) Pragmatic Aphasia

The pragmatic aphasia cannot maintain a working relationship between
the stimuli he receives and his verbal efforts. Although there is some simi-
larity to the semantic aphasic, their disability seems much more one of
controlling their verbal efforts. This is comparable to Luria's description
of the "breakdown of the regulatory functions of speech connections" [59]
There appears to be a breakdown of the ability to obtain meaning from a

stimulus and use it as a basis for orderly symbol formulations.

Below the writer presents a table as suggested by Dr. Geschwind [59],
in which he attempts to show the relationships and similarities between the

types of aphasia described by the Classical writers, Wepman, Jakobson and

Heed.



Classical Wapman Jakohson Head

Broca's Syntactic Contiguity Verbal
Motor

Expressive
Anterior

Posterior Pragmatic Similarity Syntactic
Wernicke's
sensory

Anomic Semantic Similarity Nominal
Amnesic
Amnestic

Wepman [59] does not agree with this table as he believes that his

pragmatic aphasia is more similar to Luria's "regulatory dysfunction" and

not Wernicke's sensory aphasia.

4. Schuell, Jenkins and Jimcnet-Pabon

Schuell et al [57 p.188] believe that "A classification system is an

attempt

complex

to abstract diawnsions that are meaningful and useful in dealing with

processes or events." It is important to know what is interfering

with the patient's ability to communicate and what can be predicted about

his future ability. The classification arrived at by Schuell and co-workers

is based on recurring patterns of impairment. The five major categories used

by Schuell et al are as follows:

Group I

Simple Aphasia which 1is a reduction of available language in all
modalities. No specific perceptual, s-snsori-motor or dysarthria
components arc present. (This writer is not in favour of the term

"simple" as no aphasia really is simple).



Group II Aphasia complicated by central involvement of visual processes.

Group III Aphasia with severe reduction of language in all modalities
cosplicated by sensori-motor involvement.

Groun IV Aphasia with some residual language preserved and usually with
both dysarthria and visual involvement.

Group V An irreversible aphasic syndrome with almost complete loss of

fractional language skills. (37 p.190]

One of the arguments that has arisen in modem aphasic theory is in
answer to the question whether the disturbances in aphasia can be shown to
distribute themselves along a single difficulty dimension, or whether there
is evidence for several independent dimensions of disturbance. Schuell and
Jen) :ins [31 p.124] approach the problem from the point of view of a single
dimension of difficulty whereas Wepnan and Jones [57] isolate input-output
modality and translation factors and have drawn up a model illustrating their
concept of aphasia. Their model shows ” ... input transmission leading to
integration leading to output transmission.” Both input and output are
regarded as being modality bound, whereas although transmission has some
modality linkage it is not bound by it. Aphasia is regarded as an integra-
tion disruption and is symbolic in nature. Agnosias and apraxias on the
other hand are non-symbolic and are considered as transmissive disorders

which respond well to direct therapy [57].

In contrast to this model, Schuell and Jenkins used test items on a

large sample of aphasic patients and as a result they concluded that am uni-

dinenstonality of language deficit is present in aphasia. The test items
which gave them these results were those which "... yielded a reproducibility
coefficient of .96” and "... provided maximum spacing along the difficulty

continuimi." After cross validation of the 16-test battery gave an index of
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.92, Schuell and Jenkins concluded that they had "... impressive evidence

for laiidieensionality of the language deficit in aphasia [51 p.112].

Both these approaches to aphasia have a direct bearing on testing and
therapy. The Jones and Wepman [60] model led to the formulation of the
Language Modality Test of Aphasia. Schuell and Jenkins' [51] test battery
formed the basis of the Minnesota Test for Differential Diagnosis of Aphasia.
Both the tests are discussed in Oiapter V under Selection of Assessment

Instruments.

Jones and Wepman are critical of the conclusions reached by Schuell and
Jenkins [21]. They base their criticism on the fact that the tests were
"highly restricted" and that "... an inappropriate method of analysis was
used to prove the existence of a single hierarr’-v of language functions."

On the other hand, factor analysis on which Jones and Wepman base their

theory is also open to bias in the sampling of tests.

A possible compromise is sought by Osgood and Miron [51 p.126] who add

the following conclusion to the above dispute.

Even if factors such as visual versus auditory input
modality and vocal versus manual output modalities are not
dimensions of aphasia, the general factor reported by
Schuell and Jenkins may be analysed into at least two
separate bipolar factors, which are dimensions in aphasia.
One factor represents differences in levels of involvement,
i.e. systolic versus skill or abstract versus concrete.

The second represents differences in process, 1.e. receptive

versus expressive or decoding versus encoding.

After having read through the literature, it is felt that the important
consideration today must be a pragmatic one. What can the aphasic do at

present and how can he be helped to regain more of his lost abilities?
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The arpuwnta put forward by various writers to support their models or
terminology of aphasia lose their importance when it is realised that very
often authors are describing the same disorders un”er different names. This
appears to lead to confusion amongst professional workers handling one case
at the same time, and it is often preferable not to label a patient "pre-
dominantly sensory aphasic" or "pragmatic" aphasic but to describe his
difficulties in more easily understood terms unt*i a more widely accepted
terminology is in common use amongst doctors and therapists all over the

world.

Spreen [45] believes that a psycholinguistic approach to aphasia has
considerable promise. The clinician often feels that the traditional testing
methods 1limit his approach to the statement of loss and expression of 'how
much." He cannot express the patient's "impoverished" speech, which he knows
is simplified, or distorted in it grammar, or faulty in choice of words.

The psycholinguistic approach provides the opportunity to analyse these fea-

tures.

But the psycholinguistic approach is only in its infancy and much study
and research remains to be done before we can really call our approach to the

atudy of xphasia, psycholinguistic.

Until such time as a true psycholinguistic descriptive analysis of
aphasic disturbances 1is available, this writer is not in favour of using any
classification. It is felt that a full analysis of the patient's assets and
liabilities at the time of observation and testing is less confining and more
informative and valuable to the clinician. Classifying or labelling the
aphasic tends to "pigeon-hole" the clinician's attitude towards the patient's

difficulties and often stints therapy planning. The Jones and hepman [60]

/31



classification based on the L.M.T.A. my be the closest to a "true" psycho-
linguistic approach which is used today, but this writer finds the label ling
of patients as semantic, pragmatic, etc., confusing and is hopeful that in
the near future a more internationally understood az.d accepted analysis of

aphasia will provide a basis for psycholinguistic therapy.

For the purpose of the present study, a description will be given of
each patient in Qiapter VIII, showing where his main difficulties lie.
Patients will not be classified into any of the known classification systems
which have been queried by various authors mentioned previously. Rather, each
patient will >*e described as an individual who has suffered a brain trauma or
disease, and presenting a number of symptoms which have to be treated clini-

cally.

Summary

A brief historical background to the study of aphasia was presented
leading up to modem theories of functioning of the cortex which elevant
to aphasia. Emphasis was laid on the recent developments in psycholinguistic
theory, which have a direct bearing on testing and language therapy in the
aphasic patient. In conclusion, it was decided not to adhere to any classi-
fication of aphasia for the purpose of this study, but to describe each pat-

ient in terms of his abilities and difficulties.



A BACKGROUND TO BILINGUALISM AND APHASIA

"The study of aphasia in hi lingual4ae or polyglots promises unique in
sights into both the nature of aphasia and the workings of psycholinguistic

processes" [31 p.135].

Minkowski [30] is of the opinion that aphasia in polyglots provides
with the opportunity of observing and studying the,
comportment and pathological dissolution of different
particular languages of an individual as natural functional
systems represented in his brain and of comparing them with

each other in their disturbances at a given moment and in
the course of time.

As a prelude to understanding what happens in the bilingual and polyglot
when his language processes are disrupted due to aphasia, it is essential to
review briefly how these individuals have acquired two or more languages,and

what affr us acquisition may have had on them as normal indiviv.; is.

The fii iestion to be answered in such a discussion is whether or not
bilingualism ex *s. At a CIBA conference on aphasia in 1963, experts *n the
study of linguistics argued over the existence of a true bilingual. The con-
ference report 1is not very helpful on this point. Although several delegates
quoted their own personal experiences, e.g. Dr. Langer quoteJ the sensation
of dreaming in one language, yet no-one really defined the term bilingualism
clearly. Mrs. Milner of Quebec doubted the existence of true bilingualism,

although she admits that in Quebec they have the opportunity of observing



something which may be bilingualism. She stated thai people,who have grown
up in households where both French and English have been spoken from the
start,have a composite knowledge of both languages and are able to switch
completely from one to the other, although in testing they may know a word
in one language but no corresponding word in the other. This gives rise to

doubt in her mind about true bilingualism [31 p.119].

Jakobson quoted the works of Leopold, an American linguist, who wrote of
his experiences in speaking only German with his little daughter, while his
wife only spoke English to her. The child had an absolute mastery of both
languages but obviously each carried a slightly different emotional connota-
tion. Nevertheless, Jakobson regards this us a true bilingual. A definition
of bilingualism was given by A.S.C. Ross [11 p.119]. He was in ro doubt that
bilingualism exists and spoke of the bilingual as a person speaking both lang-
uages perfectly. Such a definition does not take into account the conditions
under which the languages were learnt and it is felt that the definition pro-
posed by Osgood and Ervin eives us a more lucid picture of the problem [31
p.135]. The latter have formulated a psychological theory of bilingualism
which incorporates the linguist's notion of two forms of bilingualism account-
ing for the differences in types, in terms of the manner in which bilinguals
acquire and use their two languages. The compound bilingual is one who has
learnt two codes, 1i.e. two systems of signs more or less as a set of transla-
tion equivalents for example in a bilingual home. Here two sets of linguistic
stimuli and responses for the same mediating processes are present. The co-
ordinate bilingual has, however, learnt his two codes under different circum-
stances, e.g. one as a child and the other as an adult. Here different -ed-
iatire processes operate between the two sets of linguistic stimuli and res-
ponses [39 p.135]. Osgood and Miron quote Lambert as providing behavioural

evidence 1in support of this theory for non aphasic individuals In Inmbert's



research project in Canada,

the profile differences for the 'sane' concepts presented

in the two languages were determined for French-English biling-

uals varying in degree of compoundness as estimated from life-

history criteria and from latencies of associated responses

to stimulus words. [31 p.136]
The results obtained proved the theory of Osgood and Ervin Lambert found
that the profile differences were significantly greater for coordinate biling-
uals when the two languages had been learnt in different linguistic communi-
ties, i.e. when presumably different significances for signs were operating.
The same subjects were then tested for retroactive interference, 1i.e. they
were given a test of English words to learn and then the interference of an
interpolated list of French words upon the retention of the English words was
measured as compared to a interference of an interpolated 1list of English
translation equivalents. The prediction that the coordinate bilinguals would

show less interference since in theory their mediating processes are less

similar for the two languages, was proved correct [31 p.136].

Dr. Uriel Weinreich [21 p.53], a linguist of Columbia University, tails
of languages being "in contact". He explains this concept by saying that
languages are said to be "in contact" if they are used alternately by the
same person. The practice of alternately using two languages will be called

bilingualism.

Psychological conceptions of bilingualism and interference vary from
cno school of thought to another. From the point of view of the individual,
the two languages arc two types of activity in which the same organs are
employed [53 p.71]. Weinreich quotes an early theory of Epstein's, in which
the latter found that a direct association between an idea and a foreign wrrd

is possible. But he believed that the knowledge ol one language intervenes
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in the learning of subsequent ones. If one has formed associations between

(a) and (b) the formulation of an association between (a) and (c) is inhibited
and once the association (a)-(c) 1is formed, the reproduction of either (b) or
(c) 1in association with (a) 1is inhibited. Therefore, bilingualism is an
obstacle in ideation [53 p.71). This theory was criticised as applying only
to adults and being outmoded in the field of "psychology of thought".

Stem [S3 p.72) believed that contrary to Epstein's theory a knowledge of
several languages leads to individual thoughts and an understanding of shades

of meaning.

In Weinreich's study of Language in Contact [53 p.1l4), the terms mother
tongue or native language are not used. Instead he prefers the use of primary
and secondary languages. It is of interest to know to what extent a second or

third language will affect the first language learnt by an individual.

No easy way of measuring or characterising the total impact of one leng-
uagc on another in the speech of bilinguals has been, or probably can be,
devised [S3 p.63). The only possible procedure is to describe the various
forms of interference and tabulate their frequency. The deviations from the
norms of either language which occur in the speech of bilinguals as a result
of using more than one language 1is referred to by Uriel Weinreich as "inter-
ference phenomena". When a bilingual uses a phoneme of the secondary language,
and in so doing subjects it to the phonetic rules of the primary language,

interference has occurred.

In order to study the interference of one language on another, the differ-
ences and similarities of each language must be investigated from every point
of view - phonic, grammatical and lexical. The forms of mutual interference

of languages can be stated in terms of descriptive linguistics. There arc.



of course, also many extra-linguistic factors which will affect the speech of
the bilingual, e.g. socio-economic factors, attitudes towards the culture of
each language coamiunity, etc. Language contact can thus best be studied in

a broad psychological and socio-cultural setting on an interdisciplinary

basis [53].

One manifestation of linguistic interference 1is an utterance containing
elements which belong to another language but which are understood by both
speaker and listener. There are manyexamples of this ineveryday conversa-
tion in Israel, where words such as 'shalom' (goodbye) or 'bevakashal (please)
are freely dispersed among the primary language conversations of non-Hebrew
speaking individuals. Often phonemesor semantemes cause language interference.
Weinrcich quotes words such as 'cold'and 'kalt' sounding the same to a Yiddish-
speaking American. Identification of scmantei.es may cause a Russian to use the
sentence 'I have long feet' meaning legs, or to identify word patterns such as

'T him see' which is admissable In Russian [E3 p.8].

A structuralist theory of communication distinguishes between speech
and language and assumes that "every speech event belongs to a definite lang-
uage" [53 p.7]. Transferred or "borrowed" elements in language are those
parts of an utterance which the speaker or listener recognises as coming
from another language. This Weinreich calls an example of linguistic inter-

ference.

In a detailed description of the types of interference that may occur in
a bilingual's speech, Weinreich enumerates and elaborates on phonic, grammati-
cal and lexical interference. "Phonic interference concerns the manner in
which a speaker perceives and reproduces the sounds of one language which

might be designated as secondary, in terms of another to -e cnllod nrimary."
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In a very interesting detailed analysis, a case of a Swiss man speaking
Romansh and Schwyzertiitch as his secondary language is described. For example,
there is confusion between the /K/ sound and the /Kk*V which leads one to dis-

tinguish a Romansh accent in Schwyzertiitch [23 p. 124].

Not all phone si**iitutions lead to misunderstandings. The foreigner's
use of a guttural /r/ in English will not change the meaning of his word,
e.g. in Israel the Israeli use of a guttural /r/ in English words such as
'room' or 'car' marks his speech as foreign but nevertheless understandable.
There are several ways 1in which one vocabulary can interfere with another
Morphemes may be transferred from one language to another or may be used in
"new designative functions". Simple words may be transferred into the second-

ary language, i.e. German holismok (holy smoke) [S3 p.47]

Lexical borrowing is less restricted in bilinguals than phonic or gram-
matical interference. Why should borrowing of vocabulary take place even
among unilinguals? Weinreich [S3 p.56] believes that the need to designate
new things, places and concepts 1is one of the reasons. Polish and Ukranian
have borrowed Rumanian words mostly in the sphere of mountain habitat and
cattle grazing. Certain internal factors in a language also contribute to
innovating processes, e.g. low frequency of words. Frequent words come easily
to mind and are more stable, infrequent words are more subject to oblivion
and replacement. Sometimes homonymy causes borrowing. Because of the similar-
ity and clash between words such as carrum (cart) and camem (meat) the
nosges borrowed voiture and viande f”om French. Often affective words lose

their expressive force and others are borrowed which are felt to be more

expressive. Synonyms are adopted when available. This comes more easily
"or the bilingual. The question of social values is also of importance in
borrowing of words. The bilingual 1is likely to borrow and use words from a
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language which he fee*s adds to his prestige and social status. Many
Israelis use English words freely in Hebrew sentences for the above reason

£SS pp. 56-GO].

The bilingual may choose to transfer phonemic sequence from one language
to another, e.g. American Italian azzoraiti 'that* all right' or to -mend tie
usage of a word to conform with a foreign model. Compound words and phrases

arc also of'en transferred either completely ut in part £S3 p.47-50].

fherc is a lack of agreement by many prominent scholars of language as
to the possibility of grammatical interference, but Weinreich believes that
sucli influence may be studied if both languages are described in the same

terms, in a given (intact situation [53 p.29].

The sentence "he comes tomorrow home" is an example of a grammatical
relation of word order from one language (German) to morphemes of another
(hnglis'n) and such interference is common in the speech of bilinguals (53
p.371. examples of interference of word order are common, as are interferences
r modulation patterns. The Israeli child whose home language is Hebrew can
he heard asking in English "you want tea" with the voice rising on the last

word.

A language community may under the influence of the speech of bilinguals,
extend the functions of the morphemes in its language. This may include the
creation of new grammatical categories which are 'freer' or more explicit
than the original grammatical form. For example, the possessive suffixes in
Israeli Hebrew ire falling into disuse (bet-cha 'house-your' is much less
common than ha-bajit shel-cha 'the house of you') under the influence of the

European mother tongues of so many Israelis. Ihc opposite type of influence
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Bvhich changes a system to a less explicit form is quite rare but 1is known to

occur [53 p.b52].

Often a choice is made by a speaker whether or not to inte ate trans-
ferred words. The choice seems to depend on individual psychological and
socio-cvltural factors and is more clear-out in the integration of grammar

than sounds [53 p.46].

Uriel Weinreich [S3 p.121] puts forward evidence of the detrimental
effect of bilingualism on children and states that because of the lack of
agreement in different parts of the world about the teaching of a second

language, this task is put off until the tenth or eleventh year.

The writer cannot agree with this, as almost every child in Israel is
bilingual, with no obvious ill effects. It is true, of course, that the
child speaking Hebrew as his primary language will have a richer vocabulary
initially, but the bilingual child appears to catch up very quickly. Penfield
and Roberts quote neurological research which establishes the years from 4

to 10 as being the maxima? time for acquiring a tecond language [32 p.256].

BIMNGUALISM AND POLYGLOTTISM IN' APHASIA

From the time that Broca aroused interest in the subject of aphasia,
neurologists began to examine and report on the effects of aphasic distur-
ances on bilinguals or polyglots. Many case reports appeared in the litera-
ture and from these, various "laws" have been deductd. Charlton [10] in

writing of Ribot (1906) says that the latter claimed that the language learnt



earliest in life by the patient was the last to be lost and the easiest to
recover. This hypothesis seemed "attractive both on neurological grounds in
view of the vulnerability of recent rather than remote memory to cerebral
insults, and psychologically, since it seemed to emphasise the importance of

childhood training."

Pitres, a pupil of Charcot, who published a study entitled 'Etude sur
L'Aphasic Chez Les Polyglothes" in 1895, thought that the patient would be
more likely to retain the language he used most frequently prior to illness

although it may not have been his original language (10]

Professor M. Minkowski [31 p.36], of the University of Zurich, thinks
that "the language most strongly «v*>Dorr.ed by emotional or affective factors"
such as prestige, or language <y spouse or a language of childhood will
be preferred. Minkowski [30] believes that a similar deviation from the rule
of Pitres may take place if the most current language of the polyglot apbasic
presents particular difficulties in reactivation and restoration. This may
be due to its mode of acquisition and "... its special linguistic structure in
view of the specific localisation, extension, neuropathology and dynamics of
a brain lesion in the dominant hemisphere or in both." This may be the case

of a dialect suffering a temporary or lasting inhibition relative to the

literary language.

In a paper presented to the 1lth Congress of the International Association
of logopedics and Phoniatrics in Iondon in 1959, Joan van Thai [52] described
m't experiences with patients whose native language was not English. Out of
13 patients only two recovered their mother tongue first, seven used English
first as a necessity, three by force of habit and one for affective reasons.

'iss van Thai supported the view of Minkowski that nr.ny cases of aphasia do

not recover their most familiar language first for psychological rcn-ons.
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In reading through the literature and case histories avnilaMe, it.
would seem that bilingual and polyglot aphasics differ greatly in their
manner of reacquisition of language and in the first language relearnt after

illness. Several explanations are offered to explain this phenomenon.

Minkowski [30] believes that the particular language an aphasic will
begin to use after illness 1is dependant on psycho-biological conditions,
wants and necessity of an individual. This approach appears to be supported
by Roman Jakobson, who expressed the point of view at the CIBA conference
that the language with which the patient has the strongest emotional ties
would prevail. He seems to think that women are more affected by this rule
of emotionality [11 p.120]. Another delegate to the CIBA conference, E. Bay
[11 p.120], is of the view that necessity rules the reacquisition of language.
If one becomes aphasic in England, then English will probably return first.
However, Jakobson disagrees with this observation. He quoted Jews in New York
hospitals who have spoken English for years but after a motor accident could
only speak Yiddish, their childhood language, which they had nearly forgotten

prior to trauna [11 p.120].

According to Geschwind [27], the most extensive work to date has been
done by Lambert in Montreal who has found that it is not always the patient's
native language which returns first. He believes that the language which is
best preserved when the patient becomes aphasic, 1is the language which he was
using most and knew best Jjust prior to becoming aphasic. He quotes Howes as
having decided that it 1is not reasonable to compare the two languages in poly-
glot aphasics until the patient is given a few days' practice in the leas used
language. Under these circumstances he found, by use of his statistical
measures of aphasic language, that the patient was equally proficient or

equally poor in both languages. Thus, he concludes that the differences
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described in the performances of patients in different languages may be due

to giving the patient inadequate practice in one of his languages.

Lambert and Fillenbaua are quoted as having completed a paper analysing
some 26 European cases and 14 Montreal cases in relation to the hypotheses of
Ribot, Pitres and Minkowski [10]. The cases in Montreal displayed support
for both Ribot's "primary" principle and Pitres' "habit strength" principle,
simultaneously, but the European cases quoted by Lambert support either one
principle or another, many supporting Minkowski's "rule" of the emotional
factors concerning a particular language being most important in its recovery
[31 p. 36].. Charlton [10], although admitting that this study is more system-
atic than those undertaken up till now, points out that Lambert and Pillenbaum's
study was not carried out on an unselected group of French-Canadian aphasics.
The authors relied on case reports from European literature to gain information
on patients who learned second languages later in life and not simultaneously
with another tongue They considered this a 'pilot study' and their findings

not conclusive.

In Minkowski's [30] article on polyglot aphasia, he reviews several
workers in the field and quotes Pitres as coming to the conclusion that a
polyglot adult aphasic does not necessarily suffer a loss of language to the
same degree in all the languages he knew prior to illness. Usually the
patient begins to understand then to speak the language which he used most
at the time of onset of the aphasia. This 1is not always his mother language
but mostly so Other languages are slowly regained Pitres, as quoted by
Minkowski, believes that this "... systematic restitution of linguistic functions
is due to the centres of speech having been 'shaken' but not destroyed." Th</
resume their lost function after a certain lapse of time. Pitres believes

that this temporaly loss of function is sufficient explanation for the



enoeena in polyglot sphasics" and there is no necessity to try to find
4
separate centers in the cortex for each language. In fact, he ewnhasi”rhat
the systematic regression of aphasic symptoms in polyglots negates the exist-
ancc of separate centers for each language. Pitres observations made in 1895
ere still significant today As MinVr-hski states
it seems in fact difficult to realise how and why the
usually irregular vascular or traumatic lesions in the cortex
or subcortical whit* matter should affect in a more or less
selective way mostly the centers and pathways connected with
foreign languages and spare those serving the mother language

or the most current one, or in some cases bring forth an
inverse selective result. [30]

Minkowski [30] believes that a more acceptable explanation of the aphas<c
condition in regard to different languages lies in the "function and dynamic
relation between them in a common cortical substratum." In certain pathole tal
conditions it is observed that one language may be more favoured and yet a.

be an inhibitor.

Ilenshelwood (1902) as quoted by Minkowski [30] describes a case of an

Englishman, aged 34, who spoke English, French, Greek ai«w Latin. He became
completely aphasic after an apoplectic stroke. His aphasia improved gradually
but :.c was left with a marked alexia. When his reading was tested it was
found that he read Greek correctly, -alin nut su correctly hut more fluently

than French and the latter still better than English. The conclusion readied
here 1is that Greek and Latin were learnt more by vision, i.e. reading and
writing than by hearing, French occupied an intermediate place and English

being the mother tongue was lei .nt originally by hearing and repeating.

Hecaen [11 p.120] finds that the disorganisation is similar in every
language that one 1is able to speak fluently. He appears to be supported in

this idea by Milner of Quebec [11 p 118] who sivs she has never seen a



striking difference between the degree of aphasia in one language or the
other in Canada. She believes that when a difference is seen it is a reflec-
tion of the skill of the observer She further comments that in Quebec
where people speak both French and English well, they do not succeed in

keeping the languages separate.

An interesting study done in New York city amongst aphasic Puei leans
ho had learnt English as a second language late in life is reported b
Lisenson [11 p.121). The subjects were permitted to identify a series of

pictures in any language that came to them Not one of them identified con-

sistently either in English or Spanish. All of them identified some pictures
in English and these tended to be pictures related to American culture. It
probably had some status significance too Another * Lor which was brought

out by Charlton [10] indicated tha: nmnv polyglots have strong feelings about
languages and on emotional grounds may refuse to speak one language, e.g. it
was foiaid that the German refugees in New York may refuse to speak German

even when their English is very poor and their refusal may persist even when
the patient becomes aphasic. In his .ecent study of 10 bilingual aphasic
cases in New York, Oiarlton came to the conclusion that all languages arc
affected to a similar degrc-. In only two of the cases was there any evidence
of one language being preferred in use or retention. In both these cases
psychological factors were attributed as causes for the patient preferring

one language instead of using both 10].

Minkowski [30] stresses,

the extreme individual variability of clinicial, psycho-
pathological, neurophathologicel , linguistic and social fea-
tures of each individual case of aphasia in a polyglot,
waking it a special and difficult problem to solve.
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Th« language which a polyglot aphasir. recovers first and uses more than
other languages 1is dependant upon his who!i personal vy, his warts and needs.
The writer feels that I'tis summing up of the problem by Minkowski, gives a
true picture of its complexity. The factors that will influence a normal
adult's acquisition of a second or more languages and his ability to use them
freely in conversation, writi.ig and reading, will probably play a part in his

re-acquisition of these languages after aphasia.

After quoting several cases of his and from other writers all over
the world, Minkowski feels that there is sufficient evidence to support devia-
tions from the rule of Pitres, especially if at the moment of the onset of
aphasia pressing, deep-rooted emotional needs, cause the patient to use a
language other than is his usual or most currently used one [SO]. Charlten
[10] expresses the view that psychological factors such as the desire to
retrin the more socially accepted language or not to be considered a

'foreigner' may be found to be decisive in the choice of language regained.

The relationship between the languages previously spoken by a polyglot
may be 'synergestic' or 'antagonistic' or 'mixed character'. P ' whichever
method the language was originally learnt "... O're exists a natural synergy
between the primsiy and all secondary languages," according to Minkowski [30].
This is evident in the aphaiic where all languages are affected and then
gradually restored though nt different rates and to a different degree.
Minkowski [30] believes that there is often an intermingling of two languages
on speaking and writing which sei s to support the idea of a common represen-

tation or close representation of "different languages in a common substratua

of the brain."
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It is important to understand general lavs of physiology in order to
understand some of the complicated phenomena which are manifested by the
polyglot aphasic. According to the laws of excitation, synergy and antago-

"

nistic relations are closely connected in organised cerebral functions
like languages . . To demonstrate this point, cases were presented by
inkohski [30] which showed how aphasics sometimes re-acquired one language
(not always the mother tongue) and then gradually lost this language again
hen re-acquiringa second language. In one case this second language was
the natient's mother tongu. and in another case a Swiss-German professor is

quoted as having relearnt French and literary German but never again mastering

hit mother tongue.

These “samples further prove how complex the problem is and how, with
so many complex neurological, genetic, linguistic and other fa tors at work
simultaneously it 1is practically impossible to explain aphasia in polyglots

from one particular theory only.

Halpem [17] quotes three of his own cases. The first, a _an who had
snoken German as his hoffc language and later acquired Hebrew on immigration
to Palestine. After being wounded by a bullet at the age of 24 he gradually
regained Hebrew speaking, reading and writing but his German was full of
faults. Halpem feels that this is a deviation from the rule of Pitres.

A second case 1is described by Halpem of a Russian immigrant whose Hebrew
returned completely but whose Russian remained very poor. Halpem's third
example is of an American iimeigran'; whose first language to return was his
nother-tongue and who suffered great frustration when he returned home and
found that he could not unders'.c-'d or con erse in Hebrew with his children.
With s conscious effort he managed to regain Hebrew. It appears to this

writer that all three of Halptm’s cases slur that the languavt rust necessary
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to the patient will be the first to be relearnt or will be re-established
with effort as in the third care. The affective emotional factors appear

t® ¢ of vital importance in the re-acquisitiemof a particular language
Bftcr aphasia. The cases of lialpem have been chosen out of many cases
quoted by Minkowski and others because they represent the only other attempt
at recording the recovery of the speech of polyglot aphaslcs in Israel prior

to the present study.

In siasmary, it may be said that the study of aphasia in bilingual* and
polyglots provides the linguist with an excellent opportunity to study

learning and relearning of languages. Many writers have questioned if biling

ualism exists and if so, how to best define it. The distinctions made by
Osgood and Miron [31 p.135] between compound and coordinate bilinguals appear
to best solve the problem. The study of bilinguals also affords the oppor-

tunity to study the affect of languages on one another and the different

fores of language interference.

In recent times there has been no general agreement as to which language

returns first after an aphasic condition. This writer agrees with the state-
ment made by Minkowski [30], that the whole personality of the patient, with

all its implications, 1is the guiding influence on the reaoquisitiun of any

particular language in the aphasic patient.



CHAPTER IV

APHASIC THERAPY

Th* notion of rehabilitating patients who have acquired aphasia was
relatively unknown on a large scale basis until World War II. Up until then
interest in aphasia was focused mainly upon its neurological classifica-

tion.

A philosophy of aphasia therapy is based upon what the clinician believes
to be the nature of the aphasic disturbance. It is dependant on one's belief
in either stimulating all modalities or only concentrating on one modality.

It is influenced by the clinician's approach to the aphasic as a person and
is affected by the clinician's ideas of testing and the amount of information

available from test results.

In this chapter the writer intends to outline some modem approaches to
therapy and to briefly describe a few research projects which have had sn
influence on therapy. Certain accompanying problems which affect the aphasic
patient will be outlined and special problems affecting polyglot and bilingual

patients will be deals with.

Prior to treating or even testing a patient, a full cuse history is re-
quired. In the p esent project, a summary of the neurological and general
redicel findings was available for the therapist. In the general case history
factors of special significance included date of arrival in Israel, languages

spoken prior to illness and circionstcnces under which Hebrew was leamt.



In order to take a full case history, the family of the patient should
be interviewed as early as possible. Their anxiety aust be allayed and their
desire to help the patient turned into constructive channels. An under-
standing, cooperative family has proved to be of gru-at assistance in the

aphasic's rehabilitation.

Schuell et al [37 p.332) believe that methods of treatment are subject
to prejudices determined by the therapists ideas concerning the "nature of

the disability being treated."

The writer believes that there is no one approach or one method which is
applicable to aphasics and aphasic therapy in general. But whatever methods
are used, certain general principles can be kept in mind. As a result of
testing the patiei.t, the therapist must know what his abilities are and where
it is appropriate to commence therapy. The general principles of behaviour
therapy, i.e. carefully selecting stimulus materials and reinforcing correct
responses, should provide a basis for treatment. This may be taken to extremes
as in the use ofteaching mu' es or may be used as the Dbasis on which to
build a freer and wider prog.”m* such as was used with majority of

patients in the present study.

Clinical techniques are effective for some patients aid not for others.
It is the responsibility of the clinician to be aware of this problem and to

disgard i technique when it is not of wvalue [37 p.333].

The aphasic patient wants to ispiove his ability to coawmlcate, and

recover sufficiently to be able to continue with his 1life. The clinician
ust be aware ofwhat goals the patient is setting for himself. When they
.ire tv iHstic he should -c hclifCtl to reach then.

/so



What is important to the therapist in treating a patient is to analyse,
through test results, what exactly the patient is able to do and where he
has difficulties. The location of the patient's lesion is not of such great
importance as the understanding of the patient's remaining abilities and
disabilities. The-apy should he based on this analysis. The tendency to
"label” a patient 1is too confining for a dynamic approach to therapy and it
is preferable to think of the patient as an adult, unable to understand and
communirate in various spheres, and able to do certain tasks. Most modem
aphasic tests give the therapist the above leads. Recent tests such as the
Wepman Language Modality Test of Aphasia [60] and Schuell's Minnesota Test
for Differential Diagnosis of Aphasia [38] give the therapist detailed infor-
mation as to where the patient's language process breaks down. As Jakobson
[20] said, the emphasis is on description and not labelling of patients.
"Call it what you want. All that matters is to know what you are speaking

about". This appears to be an apt comment on the attempt to label aphasicc.

Martha Taylor [47] divides the wvarious approaches to therapy described
in the literature into three large general categories: (1) The Non Specific
Stimulation Approach, (2) The Specific Stimulation Approach, and (3) The
Psycholinguistic Approach. This writer has numbered Taylor's sii>divisions
of eich of these approaches to make the following discussion of her analysis

clearer:

1 The Non Specific Stimulation Approach

(la) Spontaneous Recovery The first approach follows the belief that
aphasia 1is an irrevocable state and the only progress which will
take place will be as the result of spontaneous recovery. Many

physicians support ti is view.



db)

(1c)

CId)

(If)

Tha Environment Stimulation Approach suggest? that recovery fro®
aphasia takes place under combined effects of spontaneous recovery
and verbal stimulation. This means that the environment of the
patient should be filled with as wuch verbalisation as possible.
Followers of this approach believe that auditory stimulation is

of great importance, but in general it is not important what sti-

mulation is given as long as it is of a verbal kind.

Rapport “proa.h In this approach the context or method selected
is not considered important as long as a warm relationship exists

between clinician and patient.

The Socialisation Approach follows the principle that motivation
via socialisation will lead to an improvement in theaphasic's

condition. Group sessions are usually held.

The Psychotnerapeutic Approach concentrates on the problems of

anxiety and loss of self esteem with 1little or no direct attempt

to retrain language.

The Interest Approach attempts to stimulate interest in the treat-

ment process by selecting subject matter which was of interest to

the patient prior to illness.

The Specific Stimulation Approach includes the following:

(2a)

Association Approach which attempts to introduce an infinite member
of possible associations for a word, and hence strengthen the

patient's association for the word and ability to recall it.



(2M In the Situational Approach every-day situations are acted out,

and the

(2c) Auditory Stimulation Approach is used by those who believe that
patients improve in their ability to understand, read and write
when auditory stimulation is employed. The length of each unit
and word frequency comprise the basis for choice of therapy

materials.

(2d) The Minimal Difference Approach is based on the idea that one of
the aphasic's primary difficulties is the kinaethetic and/or visual
recognition of similar small language units: the written letters
and phonemes. Therefore minimal word pairs, similar sounding words
and minimal spelling differences in words are often used as stimuli

in teaching.

Taylor [47 p.8] believes that in reviewing all the above methods,

aphasia therapy has been dominated by random trail and error based on intuition

and improvisation.

The present writer cannot accept this rigid approach as being a valid
criticism of therapy to date. As will be shown further on in this chapter,
Schuell [37] and her co-workers have developed therapy techniques based on
an understanding of the patient's disability and incorporating a number of
the approaches de; cribed above by Taylor. It must be noted, however, that
even experts such as Schuell appear to reach a point in the treatment of a
ce-tain type of severe aphasic,where imitation is possible but no carryover
into spontaneous speech is effected [27]. The solut. n may lie in the type

of psych 'linguistic programme as outlined below by Taylor.
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3. The Psycholinguistlc Approach

The psycholinguistic appro*ch is used by a very limited Timber of clini-
cians . It is important for clinicians to understand the process of language
learning in general. Hie learning of a language is based on pattern practice
of the fundamental structures of the language. To facilitate the establish-
nent of language habits, the linguists suggest that in pattern practice the
utterances must be short, vocabulary must b* selected on the basis of frequency
of occurrence and only one item at a time should be taught. Patterns should
be built on vocabulary already learnt and different linguistic features should

not be mixed.

An interesting observation made by Goodglass [47 p.13] is that the plural
form of words are more likely to be retained by aphasics than the possessives,
even 1f the two words may be identical phunemicelly, e.g. 'bills' and 'Bill's

book'. This is of great importance for the aphasia therapist,

/ study which has some bearing on the psycholinguistic treatment of
aphasics was reported in 1962 by Rochford and W:Ilians [34]. They studied the
relationship between the breakdown of naming ability in aphasics and the
acquisition of vocabulary in children. The conclusions drawn were that there
was a highly consistent order of difficulty in both groups of subjects. The
authors thus believe that the breakdown of speech seen in pathological condi-

tions shows some parallels with its acquisition in the developing individual.

It may be possible to suggest a further conclusion that the adult aphastc
should thus be retrained in language acquisition in a programme which is

designed in accordance with the vocabulary acquisition of the child.

The primary task of the clinician in a psycholinguistic approach 1is to

decide on what responses he wants to teach, "... arrange natters so that these

/S4



54

-esponscs occur as frequently as possible, with emphasis on success rather
than errors" in order to "reinforce the successigl responses" [47 p.14]
Such an approach to therapy is based on two principles. The first implies

that aphasics should be retrained by taking into account psycholinguistic

findings on language learning. The second is a belief in the use of operant
conditioning and programmed learning. Most of the responses we are interested
in teaching aphasics are operants: If we desire to change behaviour one way

to do it is to wait for the desired response to occur and then reinforce it'

(47 p.14].

Very little has been reported in the literature on programmed learning
in general and in particular with aphasics. "Yne of the few reports found by
this writer concerns an experiment by Taylor [47] on programmed learning with
a group of severely impaired aphasic patients who had not responded to conven-
tional treatment. This experiment was carried out in New York. The patients
were submitted to a carefully designed pre-verbal programme to train imitation,
visual recognition and pre-writing activity. All materials chosen were done
so by linguistically determined criteria. For example, the choice of objects
for teaching of matching was based on linguistic elements connected with the
name such as ease of phonemic elements, monosyllabic word, high frequenty of
occurrence 1in spoken language, etc. Taylor observes that while the material
appears to be nonvtonous and repetitious, patients showed the maximus atten-
tion and very little anxiety. The programme enabled patients to work at their
own rate and forces the therapist to work at the patient's real level of func-
tioning. The results obtained on this study were very encouraging and it is
hoped that programmes for less severely impaired aphasics will be worked out

in the future,and will be available for therapists to experiment on in other

parts of the world.



Taylor's approach is more rigid than the philosophy of treatment pro-
pounded by Schuell et al. It is this writer's opinion that the personal con
tact with the patient, which is of such great supportive wvalue in the early
stages of therapy, minimized in a teaching machine programme. Such a
programme also requires a great deal of discipline anv experience, on the
part of the therapist. This writer has had no practical experience with
teaching machine* and prograsm>ed lerming ir the Hebrew language, but believes
that in certain patients this type of treatment may be the solution to the
problems presented by the aplasic. It appears that a thorough knowledge of
the whole therapeutic process in its minutest details, is imperative prior to
the commencement of therapy. Froo one point of view this is an advantage a*
the thei ipist is forced to know exactly where he is going and what steps he
is about to take. Conversely, it appears to this writer from only a theore-
tical knowledge of this type of therapy, that it may be too binding o 'hi
therapist and his ingenuity during the process of treatment. Not all thera-

pists will be capable of carrying out such a programme.

Wopman and Jones [59] started their research in aphasia '.n an attempt to
discover why certain patients did not improve, i.e. those in the global cate-
gory . They began t explore in therapy the idea of whether one could move
a patient progressively from a global aphasic state,through jargon aphasia
through a pragmatic state to the semantic and finally syntactic state. Thi.
would take the place of the usual and often unsuccessful approach of trying

to move the patient from his global disability directly to the semantic state

At the Conference which took place at the University of California, Los
Angeles in November, 1963. Kepman [59] gave a case illustration of this
approach but it did not truly demonstrate his attempt to move the patient

through the various st.tes of aphasia. Ceschwind [59] further criticised



this approach by stating that if we believs that localizations are different
for different kinds of aphasia, it is hard to see how disturbances with

di. lerent localizations could possibl. e different stages 1in the recovery

process.

Spreen ['$] finds this approach to aphasic therapy, which is founded on
the linguistic theory of regression, "an exciting" hypothesis, but so far not
sufficiently substantiated, lie believes that it should be possible to investi-
gate such a theory because if it is true, recovery should follow a predictable

course, as outlined by Nepnan and Jones [59).

The approach followed by Schuell et al [57 p.358), 1is based on thu
supposition that "... sensory stimulation is the only method we have for
making complex events happen in the brain." The clinician is not teaching

the aphasic patient to speak, read or write, lie tries rather to communicate

with the patient tnd to . stimu ate disrupted processes to function maximally.

Schuell et al [37 p.339) enumerate six principles of therapy as presented

Selow:
1) The first principle of treatment is the use of intensive auditory stimu-
lation although not necessarily through audito/y channels alone. In an

experiment carried out as a prelude to the Minnesota Test of Differential

fiagnosis of Aphasia [20 p 244), sSchuell and Jenkins found that there is

a relatively high frequency of association er*ors. When auditory stimuli
alone were presented 59% of all errors were association erro . When visual
stimuli were added, the test became easier for most patients. This *ave the

therapy lead of using visual stimuli with auditory stimulation and, in fact,

aany patients do respond correctly when they look at a word while it is

spoken by the examiner.



2} The second principle of therapy is adequate stimulus, and the clinician

iust manipulate the stimulus so that the patient can perceive it.

) Hie third principle involves the use of repetitive sensory stimuli, A
"attent may look confused when a word 1is said once, but after hearing it a

fow times, ski s recognition and his attempts to repeat the word improve.

A) Each stimulus presented should elicit a response. When the patient
listens and makes an appropriate response, a wnole cycle of activity is set
in motion, which "involves discrimination, selection, integration and faci-

litation of ensuing responses' [37 p.341]

5) It is an important aim of therapy that the clinician should elicit and

not force responses.

6) Following on this comes the idea that the clinician snould stimulate
rather than correct. By this is meant that the clinician should not spend
time in correcting wrong rcsposv.es, but in gutting the language process to
trrk end the latter will hsoren when adequate stimulation is given. One

modality should be used to facilitate another throughout the course of treat-

ment. For example, spelling words aloud helps the pnfient to write them,
hear them and then remember them. Meaningfulness of stim.i.1 is of vital
importance. In dealing with language, familiarity as opposed to novelty of

stimulus 1is very important [27].

All clinicians treating aphas .a, whatever their philosophy of treatment
may be, recognize that there are psychological concomitants of the aphasic
condition. These will influence the patient's ability to respond to treatment

initially and to progress while under treatment. It is also important for the



clinician to bs aware of these factors as they are part of the individual

with whom he Is working.

ihe psyci# logical concomitants which are discussed below are: 1) Per-

severation, 2) Emotional 1lability, and 3) Catastrophic reaction.

1) Perseveration is one of the side effects often experienced by aphasias.

It is defined by Allison and Hurvitz [20] as "the continuation or recurrence

of an experience or activity without the appropriate exciting stiuul.'S." It

is an involunrary process. The writers felt that there is a link between
perseveration and either imperfectly comprehending a stimulus or imperfectly
responding to it. Perseveration is one of the recognized symptoms of "clouding
of 'onsciousness" [20]. It persists after other symptoms of clouding of con-
sciousness disappear and is often induced by asking a patient to perform a
familiar act and then another, e.g. to print then write letters. Allison and

Hurwitz belie.r that at the time of pcrseverating the patient has insight into

his disability. Emotional tension and anxiety fartlitate perseveration.
2) Emotional lability is a very common psychological condition experienced
by aphasics [37 p.316]. It is an excesrive reaction to a situation. Hie

patient laughs or cries excessively although usually in an appropriate situa-
tion. He is uncomfortable and embarrassed by this behaviour,as are his family
and friends,and it is necessary to explain the nature of the condition to them.

The patient also feels better when he understands that his reaction is or)

experienced by many other aphasics.

3) A catastrophic reaction "... may be characterised as a 'psychobiological
breakdown' involving the organism as a whole in a situation where a success-

ful performance does not seem possible™ [14]. Such a response 1is often the
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patient* reaction to a situation which he finds too hard. He may show
irritability, evasiveness or aggressiveness. It is often preceded by persevera-
tion. Eisenson [14] believes that this type of reaction usually occurs in

people who previously resorted to psychosomatic symptoms in order to avoid
demanding situations. This type of reaction should be prevented or avoided
by the therapist whenever possible. Both the perseveration and emotional
reactions were dealt with frequently during the course of the present project

and will be described in Part II of this dissertation.

The bilingual or polyglot patient presents difficulties in a therapeutic
situation which are not found in other aphasic patients. The patient may
often have feelings of inferiority in the second language and feel that he
cannot progress. Some families object to the patient being taught in a lang-
uage which was not his primary language prior to illness. The patient may
aifo experience interference from one of the languages not being used in
therapy. It is this writer's observation that most people, when counting,
e.g. money, do so in their primary language. Tnis 1is very not!Able in a
country such as Israel where it is possible to tell a person's origins as
soon as he begins to count or give change in a shopping transaction. Certain
patients object to having treatment in a language that was less familiar to
them than their own home tongue. This presents a problem of resistance and

lack of motivation on the part of the aphasic.

One of the first tasks 1in handling a polyglot aphasic is to make it

clear to him that in what ever language he 1is going to have treatment, it

Will ha of positive value to him.

'he problem of learning a new linguistic system was discussed at the

Conference on Aphasia reported by Osgood and ''iron [31 p.36]. It was pencrally
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aj»r«cd that this is a difficult task. However, Eisenson [31 p.36] saij that
during the war, his group had trained some aphasics to read and write who,

when their records arrived, proved to have been il (prate prior to injury.

In th< present study, many patients will be treated who were very weak
or klmost illiterate in Hebrew prior to illness,and an attempt will be made

to include reauing and writing in the rehabilitation programme.

In general, the therapist requires a very patient and sympathetic atti-
tude towards the aphasic patient. A very ccannon mistake amongst hospital
staff and laymen is to talk down to the aphasic and treat him as a child.

This has to be guarded against.

Group therapy has a purpos if its own and is not as useful as this
writer had previously supposed. It is limited in its application in aphasic
treatment and to be of value, patients have to be carefully selected. Be-
cause the aphasic patient has to have treatment adjusted to his individual
needs and his own pace of improvement, it is often wasteful to let him take
part in a group where each individual is at a different stage of treatment.
It is very rarely that two or more patients are found in one clinic at one

time who are at a similar stage of recovery.

The purpose and advantage of group therapy for the aphasic is to see
other patients at work and be encouraged by their prog"ess. The accent in

roup therapy should be on common problems and net on individual difficulties.

Although Bloom [8] describes very good rtsults in gioup I'.erapy, because
ov the re-inforccment of correct verbal responses which takes "lace by the

effect of verbal behaviour on the audience in a proup, this writer hns not
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found this to be true. Possibly the choice of patients in the Institute of
ihysical Medicine and Rehabilitation in New York was much larger than those

available for the present study, and thus patients could be better selected

for r oup work.

Summary

The aphasic patient is an individual suffering from a communication
disorder. He requires careful testing to analyze the exact extent of his
disabilities and to pinpoint his most argent needs. Once a starting point
for therapy is decided upon, his treat;eut must include stimulation with
carefully graded material.which allows the patient to progress at his own
rate, which reinforces his positive responses and presents new challenges

within h'.s range of abilities.



TESTING PROCEDURES IN APHASIA

I INTRODUCTION

rhe basic assumption that would underly a test procedure in aphasia is
that the results obtained would yield information which will give an accurate
description of the patient's present status, and also allow a prediction to
be made concerning improvement Vo be expected and the kind of therapy to be
used [48]. Schucll states that 'an adequate diagnostic test must sample
relevant kinds of behaviour in all language modalities over the entire range

of aphasic deficit" [40 p.138].

The process of testing is essentially one of as*mg significant questions
and making pertinent observations. A good test helps the examiner to make
systematic observations under controlled conditions. Benton [7] views the
construction of an aphasic test as involving careful selectior of items, and
considcrethe following aspects: pilot testing to determine reliability;
validity and level of difficulty; collection of normative data for perfor-
mance on each test of appropriate group of subjects; assessing the influence
of age, sex and cultural status on performance level; determining the
effects of practice or prior experience with the tests; and considering
whether two or more equivalent forms of the battery should be constructed
it, order to permit unbiased repeated examination of the same patient. These

factors should also be considered when a tester is evaluating available test

batteries in order to select an appropriate assessment tool.
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The approach to devising an aphasic test 1is dependent upon the examiner's
philosophy of the nature and implications of aphasic disturbances. If the
examiner thinks of the ap/asic as having undergone permanent intellectual
changes and having a new personality,then he aims at evaluating such change,
c.p CoMstein f£f14] believed that the various dysfunctions found in the
aphasic patient are a manifestation of a single di order which is the loss
of ability to grasp the essential nature of a process. Goldstein and Scheerer
[14] thus devised a test to measure abstract and concrete behaviour. Benton
|71 stipulates the tester's concept of language as a precondition to the for-
mulation of any aphasic test. There are other possible concepts of language
which rly be acceptable to a tester, and will determine the nature of the
exami.intion and the tests included in it. He may believe that there 1is only
one basic language function which, in addition to various non-linguistic
abilities, 1s disturbed in aphasia. Or he may think of language in terms of

basic grammatical categories [7].

According to Schuell, Jenkins and Jimenez-Pabon [37 p.174], "Any testing
methods that enable the examiner to observe adequate samples of language
behaviour may be used." The aphasic patient has suffered a disturbance in
his language behaviour. The examiner has to find out what abilities are
retained, and where an” why language 1is disrupted. The language behaviour

of the aphasic patient 1is observed and as the underlying processes of lang-

uage behaviour cannot e observed, they must be inferred [37 p.169]. Schuell
et al. observe for example that "... a reduction of vocabulary and reduction
of verbal retention span cross language modalities." They infer thut "... the

same processes operate in the retrieval of words and retention of s .uences
of words, regardless of the use to be made to them." If a patient could not

say a word then he could not write it either or if a patient mispronounced
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->uie” a* "fovs<» \ he would write it this ray too (37 p.170]. This writer
is -ad the same expe-ience with several patients to be described in the

c apter on therapy. Thus, to sumarize this point, the patient’s language
ehaviour has to be carefully observed, underlying processes inferred from

the observations and then evidence sought to support the inferences.

The problem of test construction in the field of aphasia is cocpared by
Benton (7] to the problem of constructing intelligence tests. Because of the
similarity between intelligence and larg’i»»e (both being controlled by central
nervous system factors and both being cu'tural products "... with the social
environment being an indispensable precondition for the development of each,")
it is possible to look at the problems of I.Q. test construction and benefit
from the experience gained therein. Benton believes that we are today in
aphasic testing where intelligence tests were in 1900. Many aphasic tests
arc in use in different clinics throughout the world but according to Benton,
"... there is 1little evidence in published form that they are well standardised
objective and useful" [7]. The preconception of the basic nature of intelli-
gence determines the construction and use of tests, e.g. Raven's Progressive

atrices would theoretically he the best test if intelligence is thought of

as a single general ability [7].

Benton [7] believes that with the diversity of conceptual approaches to
aphasia, it may not be possible at present to achieve a single conceptual
framework. As an alternative to this, he suggests a pragmatic approach to
t e standardisation of a basic aphasic examination. There are certain as

:ts of aphasia which all students of the subject will agree on as a necessity
testing, e.g. a test of visual object-naming and a test of oral language
nprchension nth?r items -Mich as lupctition of digits, words or sentences,

-ays Bentun, may He rortrcx < nl Some solution or understanding must be



fourd to the conceptual problems before a broadly acceptable standard examina-

tion for aphasia can be constructed.

ronton, together with colleagues in Italy, 1is in the process of con-
structing a battery of tests which it is hoped will fore the basis of a multi-
Jinpual instrument for the investigation of aphasia. This would go far to-
wards establishing an operational understanding among workers in different
parts of the world The international test will not consist of identical
tests but rather of essentially equivalent tests which have been standardised

on the language population to which it is to be applied [71.

In recent times, the major projects of test construction have been
carried out by Eisenson [12], Schuell [36] and Wepean [59]. In this chapter
these tests, in addition to the Sklar Aphasic Scale (SAS) [44] will be re-
viewed. Reasons will be given for rejecting the Eisenson and Schuell tests
in favour of the Sklar for this particular study. Tie Nepean and Lyle Lang-
uage Modality Test of Aphasia (VM.T.A.) was translated into Hebrew and
adapted for use in Israel by Bar David [5] as part of the A.R.P. Because
this study J?. an independent one,it was thought advisable by the writer to
isc an additional test and obtain independent results. All patients were
tested on the L.M.T.A as well as the SAS thus providing a control. Results
will be presented shtr/ing the correlation of scores obtained on the ,ame

patients tested on both those tests.
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-Tw of the first test-batteries '#evised for use especially for aphasics
was conyleted by Head la 1925 [50 p.256]. He gave detailed instructions as
to the use of the test such as the quiffcness of the room and recording every-
thing the patient says and doe*. Head attempted to test a patient’s ability
to respond to auditory, kinaesthetic and visual stimuli. For example, one
of the tests requires a patient to match objects seen, then to name the
objects, then point to an object named by the exaaiiner and finally to recog-
nize an object placed unseen in his hand. The patient 1is required to respond
to the same sequence of tests when presented in different ways. Many of the
tests devised by Ilend were incorporated into later tests; e.g. clock-setting
is used by Eisenson, paragraph reading and then relating in speech and writing
whnt 1is remembered, 1is used by most examiners including Schuell, Eisenson and
Sklar. Tests of arithmetical ability art also to be found in most of the more

modem tests.

Weisenberg and McBridr [54] based their findings on a research project
carried out in 1929 They chose a wide variety of tests in an attempt to
-over all the performances which may be disturbed and to provide for more
detailed study of those performances which show the greatest or swst inter-
esting changes. Tests were provided to assess spontaneous speech, days of
week etc., naming, repeating, understanding of spoken language, reading,
writing and many other items taken from existing psychological and educational

tests. As a result of this study, Weisenberg and McBride adopted the follow-

ing classification: 1) Predominantly expressive, 2) Predominantly receptive,
5) Expresciv*-!* ceptive, and 4) Amnesic. The importance of their classifica-
tion was the rtcognition of the idea of "predominance". They emphasized the

fact that expressive disorders were not pure and included elements of the
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reccni-«v« and vice versa. The Weisenberg and McBride classification is used

by >isi son as a btsls for the construction of his test.

Up until recent times the evaluation of the adult aphasic's language
disturbance was almost entirely a measurement of his ability to read write,
spell and speak in response to given stimuli. The test items varied in type
and difficulty and the patient's responses were recorded on a pass/fail basis.
For example, in the Eisenson test, one can obtain a picture of how severe
the patient's disability is in auditory verbal comprehension, but this does
not give a clue *%» to what underlying process has been affected or what causes

the auditory verbal disabilities.

With the works of writers such as Jakobson [20] and buris [26] (which
were described in Chapter II of this dissertation) linguistic processes were
emphasized and it is now as acceptable to think of aphasia as a psycholinguis-

tic disorder as a neurological one [59 p.142].

I.uria has not evolved one standardised test thnx this writer is aware
of, but has provided a number of tests which investigate the linguistic
difficulties presented by each type of aphasic. buris [26 p.374] believes
that the expressive and receptive aspects of speech should be considered
separately in testing the aphasic patient despite the intimate connection
between them. He also states that the level of speech construction must be
investigated, e.g. 1f the patient can only name familiar objects or if he
can pronounce a whole phrase, a different level of complexity is involved.
A brief outline of the tests employed by buria will now be discussed, followed

by the tests devised by Wcpman ct al., Schuell, Eisenson and Sklar.

/68



The first step employed by 1lAiria in testinp,is to test phonemic hearing.
e proposes several methods for this purpose one of which is to ask the
patient to distinguish between pairs of similar or different sounds presented

to him, e.g. "b-p, d-t".

The second stage employed is the investigation of word comprehension,
liere again several alternatives are presented,one of which is to ask the pat-
ient to point tc a picture whose title he is given from among a number of
pictures placed on the table. The patient is next tested in his understanding
of simple sentences and then logical grammatical structures. In this latter
test, he may be asked to point to two objects, then to carry out some acti-
vity with the objects and lastly to carry out an activity which is requested

in a more complicated manner.

In investigating expressive speech, Luria [26 p.330] requires the patient
to repeat simple wo-ds, then more complicated words, words with only pho-

neme differentiating them, e.g. 'sample*, 'temple'.

In discussing the testing of naming ability, Luria [26 p.398] describes
the complexity of the process of naming by description, e.g. "What do you
call the hing that tells the time?" Finally the patient is required to name

the category such as "furniture" to which various items belong.

To test narrative speech, Luria [26 p.403] presents the patient with a
sir !.e picture which he is required to describe. Oi a simple level the pat-
ient 1is asked to describe events such as what he had for lunch,end this is

radually made more difficult until the patient is required to tell the story

of a theatrical production Ant ti er test rceuires tl-e patient to add the

iissing word in a sentence.



it is not possible in this chapter to give details of all the tests

used by Luria. Only the tests of speech have been briefly described.

Lur~a f«6 p.408] also tests the reading, vriting and arithmetic ability
of the patient as well as the intellectual ability, lie attempts to analyze
overy possible aspect of the patient'l difficulty. His tests reveal his
extensive knowledge and understanding of the problems involved. They art
not presented in a form which is practical for use by the average clinician
treating an aphasic patient. But they provide » detailed study from which
research workers in the field may draw for the purpose of devising their

own tests.

Kepican and his colleagues [48] began to approach the study of aphasia
from a linguistic point of view and as a result they revised their concepts

of aphasia and aphasic testing.

Tikofsky refers to several studies conducted by Wepnan and co-workers
but does not give details [48]. As a result of these studies Wepean came
to the conclusion that two essential roles of language may be described in
terms of the Central Nervous Systei, 1.e. transmissive fimctions and inte-

grative functions [48].

Wepman and Lyle incorporated their findings into the construction of

the Language Modality Test of Aphasia (L.M.TA.) vhich was published in
1%7 [60].
B. Language Modality Test of Aphasia (L.M.T.A.) - Wepman et al.

In the L.M.T.A., the patient is presented with a balanced set of tasks



.o'®cii require the use of visual, auditory, oral and graphic abilities.

This test of aphasia was constructed on the basis of experience with over
two hundred aphasic patients and after recognition of the fact "... that
existing methods of assessment of their language disorders failed to provide

standardised information of either language loss or the language they re-

tained" {60].

The test consists of two forms, I and II, each with comparable items
of equalled difficulty. This writer considers this a distinct advantage in
the L.M.T.A. over other tests for aphasia as the possibility of learning,
as a factor influencing retesting results from th: repetition of the same

test items, 1is eliminated.

Another improvement on previous tests is th« study of the patient's
spontaneous story telling.which provides a measui-e of his ability to use
syntax as well as vocabulary In interpreting the results of the L.M.T.A.,
Wepman points out the ,x>st likely p;.hw»ys fot beginning therapy in accor-
dance with the majority of correct responses in n particular sub-modality,

e g. when the majority of subject's errors are Category 2 (phonetic errors),
his symbolic language processes may be considerec relatively intact. "By
combining the total responses scored in Category 1 (correct responses) and
Category 2, an estimate can be wade of the retained ability to conceptualise
and symbolise in language" {60 p.21]. When the scores on visual stimuli
responses and auditory stimuli responses are compared an indication of the

. better retained modality for language formulation at the symbolic level
and therefore the most likely immediate pathway for success in therapy ..."

s o’ tained (60 p.21] Similar clues for therapy are indicated by the scores

tained in other categories as out' t iv.-1
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Th« Language Modality Test of Aphasia takes into consideration the
iact that useful distinctions can be aadc between responses to visual and

auditory stimuli.

Wepman and Jones [59] found a difference in patients' ability to
respond to specific stimuli and their ability to communicate in instructed
situations. This led to a psycholinguistically based see'ng of responses,
and to an evaluation of free speech of patients according to their vocabu-
lary and ability to use it. Instead of using a pass/fail method of scoring,
a scale of errors was devised which provides a psycholinguistic evaluation
of each response. Differential scoring of items is related to the modalities
of the input,and items arc provided for evaluation of free speech. Each

response 1is graded on a six point scale, as follows:

1. 2. 3. 4. 5. *,
Correct Phonetic or Syntactic Semantic Jargon or No
Response Orthographic Error Error Illegible Response

Response

The original version of the Language Modality Test of Aphasia is pre-
sented frame by frame on a film strip. Some items entail combinations of

visual and auditory materials, e g. selecting the picture that matches a

spoken concept Other items require the subject to name a pictured object
and he 1is then presented with a picture and four printed words. He 1is asked
to point to the word which names the pictured object. There are several

such composite items in the test [31 p.198].

Wepman und Jones [48] depart from the traditional approach to the

lasslfication of the type of language impairment and describe the observed



deficit in linguistic terms. Five types of aphasia are described: prag-
matic, semantic, syntactic, jargon and global [48]. One criticism of the
L.M.I.A. which is made by Tikowsky [48] is thut no attempt is made to eval-
uate reading comprehension beyond the sentence level. This writer feels
that in the present study such a criticism is not of importance as so many
of the bilingual and polyglot aphasics were unable to read more than the

simplest material in Hebrew prior to illness.

C. The Minnesota Test for Differential Diagnosis of Aphasia (M.T.D.D.A) -

Schuell [38]

The above test is divided into five sections comprising tests for
auditory disturbances, visual and reading disturbances, speech and language
disturbances, visuomotor and writing disturbances and disturbances of numeri-
cal relations and arithmetic processes. Each subsection has been graded
from easier tests,which will explore residual abilities in severe aphasics,
to more difficult items to test mild aphasic impairment. The test material
is presented on cards which have been compiled into two smail booklets and
are easy for the examiner to handle. In addition, the examiner needs a
number of objects. Schuell believes that short tests for aphasia are un-
satisfactory as they fail to analyze the reasons for failure ineach modality
[39 p.23]. The Minnesota test was published in 1965 after manyyears of
experimenting with the various test items at the Minneapolis \eterans

Administration Hospital.

Hus writer believes the Minnesota test to be a thorough and good test

and the reasons for not using it in the presentproject will be presented in

a later section of this chapter.
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Br Aphasia - Eisenson f£f!31

Eisenson's "Examining for Aphasia" was published in 1954. The test items

were designed to reveal both assets and liabilities of the patient at the time

of testing. The test items are divided into sections examining receptive and
expressive functions. The patients ability to identify sounds and then words
is tested. He is also requested to answer simple questions and dictation is

given. Arithmetic questions are included as are sentences and passages for
reading comprehension. This test 1is less interesting in content and method
of presentation than the M.T.D.D.A. and was also rejected for this project for

reasons which will be given later.

E. Sklar Aphasia Scale (SAS) - Sklar [44]

The SAS [44] was developed at Wadsworth Veterans Hospital in Los Angeles,
California. The purpose of the test was to measure the nature and severity of

language disturbances resulting from brain damage, and to provide systematic

information gathered — these disorders. Sklar based his scale "... on a
modification of yoothesis tnat language is a highly specialised form
of behaviour ac an individual as a learned series of skills in mani-
pulating language symbols and signs"[44 p.7]. Disturbances of verbal behaviour

may be analysed independently as part of many disorders or symptoms following
brain damage. The SAS samples the linguistic skills of auditory-verbal and

visual-verbal comprehension, oral speech and graphic behaviour and speech

behaviour.

The SAS aims primarily at sampling functional language behaviour and test
items were limited to those which fall into the category of "... over learned

functional communication skills" [44 p.7]. Tlie test materials were taken from
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hundreds of Items used previously in the investigation and evaluation of
aphasics, and new materials were added in accordance with modem psycho-
linguistic theories which have been discussed previously in this disserta-

tion.

In order to establish the 5AS as a valid instrument for evaluating
language behaviour of aphasic patients, five validity studies were done by
Sklar with the test [44]. In a comparison of raw scores, means and S.D.
on the Eisenson, Halstead-Wepman, Schuell Short Examination for Aphasia end
Sklar Aphasia Scale, the Sklar test was found to have a mean score of 68.8
as compared to the Schuell 70.S, Eisenson 61.7 and Halstead-Wepman 63.8S.

The Standard deviations also indicated the comparability of the four tests.
The coefficients between the four tests are high, the highest being 97 bet-
ween the Sklar Aphasia Scale and the Schuell. The rank difference correla-
tion method was used to evaluate the relationship between the Sklar Aphasia
Scale and the Wechsler-Bellevue Intelligence Scale, Bender Visual Motor,
Gestalt, Porchacn and Goldstein-Scheerer Tests. The findings suggest that
language impairment as measured by the Sklar Aphasia Scale correlates signi-
ficantly with the psychological constructs measured by the tests used.
Sklar [43 p.89] describes an investigation of the relations between psycho-
logical and language test scores and autopsy findings in aphasia. The
Aphasia Evaluation Summary (as the Sklar Aphasia Scale was then called)

"... emerged as a reliable index of cortical deterioration on the basis of

a comparison of its results and the neurologists rating of aphasia patients'

autopsy protocols."
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Concluding R— arks

Tlie M.T.D.D.A is very thorough end easy to present. It is preferred
by this writer to the Eisenson which is eore time consuming and less inter-
esting in content. The M.T.D.D.A. has also been thoroughly tested and used
on hundreds of patients. The L.M.T.A. provides the most original and inter-
esting form of presentation but must be well studied by the clinician prior
to administration. It is more difficult to score than the other two tests.
The SAS is an easy test to adminster and score,altnough it may be more
superficial than those described above. ©No test replaces extensive observa-
tion by the clinici-n. This writer believes that a test does not provide
conclusive diagnostic data. It is only the starting point and guiding 1line
for further observation. It is also hoped that one day a test will exist
which can be used internationally and provide a diagnostic picture whose

implications arc understood by workers in many countries.

IIT. SELECTION OF ASSESSMENT INSTRUMENTS

In selecting assessment instruments in research, one has to have clearly
defined exactly what one 1is attempting to measure and to what purpose the
test results will be applied. In the present study, an attempt has been
made firstly to evaluate the language disturbances of bilingual and polyglot
adult aphasic patients before and after three months of therapy and, secondly
to measure the carry-over effect of therapy into their hoaw languages. All
patients learnt Hebrew only in adulthood. Two distinct types of tests were
required in the present study. The first was a good, easily adaptable and

translatable, diagnostic aphasic test which could be used on all patients to
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assess their aphasic disability in the Hebrew language. The second type
of test sought was a simple assessment instrument to gauge the patient’s
ability to perform on several language tasks in his primary language. This
latter test had to be simple so that a member of the patient's family could

do the "testing” in a language usually unfamiliar to the clinician.

In the search for assessment instruments, the type of patient encounter-
ed and the fact that Hebrew, the test language, was of necessity and by
definition, only a secondary language had to be kept in mind. Many patients
were 1lliterate in Hebrew or very week in reading and writing, and a test
isplying a former deep knowledge of the Hebrew language or providing long

and difficult passages for reading comprehension, was deemed unsuitable.

A test was sought which would indicate areas of difficulty in language
understanding and expression and which, although it would evaluate functional
language and be easily translatable, yet would comply with the criteria set

out by experts on aphasia testing.

Osgood and Miron [37 p.13] stipulate that a test battery, should attempt
to measure language performances within a sensitive range of difficulty. If
the examiner wants to compare a patients results at different times or his
results with those of other patients, a uniform method of administrating and
scoring the tests 1s required. This however should not defer the examiner

from making "flexible, searching observations."

The translation and adaptation of an aphasic test such as the Language

Modality Test of Aphasia (L.M.T.A.) [60] or Minnesota Test for Differential
Diagnosis of Aphasia (M.T.D.D.A.) [42] 1is in itself a major task as demons-
trated by the project reported on by Bar David [5]. The translation of a

suitable test was only a secondary aim of the present study.



There are many examples of items in the M.T.D.D.A. where translation
and adaptation to the Hebrew language would have required rewriting items
and finding new pictures. The M.T.D.D.A. for example presents the patient
with a set of cards showing pictu.es of objects with such similarly sound-
ing names as 'peas' and 'bees' and the patient 1is required to discriminate
auditorially between the pair. In the visual and reading disturbance tests,
the patient 1is required to discriminate visually between such words as
'saw (was), town (down), store (stone), one (on)'. Another factor compli-
cating translation, is that the .'Hebrew language has no vowels in the form
of letters. Other items in the M.T.D.D.A.,such as the difficulty of the
passages provided for testing reading ability,were considered unsuitable
for use in the present study, where the majority of patients did not have
the ability to read difficult material prior to illness. The test 1is also
long and very detailed which was not considered necessary for the present
purposes as all patients were also tested on the L.M.T.A. These criticisms
also apply to the Eisenson test [12] which was considered end rejected for

the present study.

Thus a test was sought which, although giving a good clinical picture
of the patient's difficulties and indicating areas requiring therapy, would
be simpler to translate and adapt. The Sklar Aphasia Scale (SAS) [41] was

chosen as being suitable.

A. The Sklar Aphasia Scale (SAS)

The SAS was published by Dr. Maurice Sklar in 1965. Details of this
test have been given earlier in this chapter. It was chosen for use in this
project because it required a minimum of alteration to comply with Israeli

conditions and the Hebrew language, and was easily translated. The passages
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provided to test reading comprehension are simple newspaper articles which
the average Israeli is used to reading. The objects chosen for naming both
orally and graphically are known ones in Israel and no changes were required.
The words given for visual decodingwere easily translatable and thus the

SAS was usable with very few changes anddid not provide a translation or

adaptation problem.

This test has also been compared by McCloud [28] to three other aphasic
tests and found to have a high correlation with these tests. McCloud com-
pared tl’S Sklar Evaluation Summary and three other aphasic tests on 12 post
Cerebral Vas*. lar Accident patients in order to assess: " (1) the ease of

administration, (2) accuracy of interpretation of test items without placing

too much responsibility of judgment on the examiner; (3) ease of scoring
and objectivity of diagnosis; and (4) scoring which considers physical and
behavioural factors. In addition, the responses of the 12 patients to each

of the four tests were co lared to establish degree of variability between
test measurements." The three testsused for comparison with the SAS were
the SchueV's Short Examination forAphasia, Eiseason's Examination for
Aphasia and Halstead-Wepman Aphasia Screening Test. In order to arrive at

a mode of comparison each test was divided into four categories, viz auditory

and visual reception, and oral and graphic expression. Each category was
given a value of 25,for a total possible score of 100 for each test. A
mathematical constant was computed for each category in each test. For

example, in the Schuell test there were 44 test items in the auditory cate-

gory. Fach item was computed to have a value of 57 for a possible score of
25. IThere was found to be an extremely high degree of correlation between
the four tests The correlation coefficient between the results of the Sklar
and other three tests was as follows: Sklar and Schuell an r of .974,

Sklar and Halstead-Keproan an r of .845, Sklar find Eisanson an r of .917,
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Since the SAS attempts to assess the overt residual language behaviour
of aphaaic patients, the communication theory concept was used by Sklar as
the most appropriate method of classification. This theory

eee  affirms that a social coameiication occurs when a
sign 1is (1) decoded (received and comprehended),

(2) transcoded (transformed internally), and (3) encoded
(transmitted orally or graphically) (44 p.7].

Die SAS material 1is thus organized in four separate sub-tests, viz:

(1) Auditory Decoding - These items measure auditory verbal comprehen-
sion and the patient is only required to respond with a gesture or
by giving a motor response. The patient is tested cn recv«piition
of body parts, comprehension of overlearned words wH > are likely
to be familiar to the patient, association of words to his environ-
ment, identification of common objects and memory span for visually

presented objects.

(2) Visual Decoding - The items presented include etching simple
letters and words, testing word picture association, recognition
of antonyms, simple arithmetic processes and silent reading com-
prehension and recent memory. These sub-tests require motor or
pointing responses and attempt to test the patient's "ability to
recognise and analyse different typer of graphic signs usually
acquired with formal learning"([44 p.4]. Normal adults with a

fourth grade education can cope with these sub-tests.

(3) Oral Encoding - samples areas of oral verbal process. Items
previously presented for decoding are now pres-rr.tod for naming.
The patient 1is required to describe a picture presented in sub-

test (2) and to read and describe a short news item.



Graphic Encoding - tests residual writing ability of items presented
previously in other sub-tests. Pictures of objects require label-
ling. The examiner dictates progressively longer sentences to be
written and the patient ia asked to write five sentences about the

picture presented in sub-tests (2) and (3).

Scoring is as follows: When a patient responds without difficulty and
correctly to an item, he is scored "0" which means no impairment. If he
requires some assistance, he is scored "1" and no response ov an incorrect

response 1is scored "2".

Transcoding 1is affected by certain verbal behaviour such as jargon,
perseverations, dysarthria, ocal apraxia, dysphonia, etc. which the clini-

cian is required to mark off on a check 1list provided by the SAS.

Sklar considers the score of "1" as being an indication of transcoding
ability. A low transcoding score may either mean a very severe aphasia or
very mi J]. A high score represents a transcoding difficulty. Each sub-test
has a possible impairment score of 100 and a prognosis of retraining poten-
tial is made on the basis of the total impairment score obtained by dividing

the sum of all the scores by 4.

It was felt that the Sklar Aphasia Scale would be a suitable, reliable

test for use in this project.

3. Home Language Questionnaire (H.L.Q.)

The second test necessary for this study was a tool to measure the

patient's tbility in his home language before and after throe months treat

meet.
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The aim of such a test was to measure as accurately as possible the
patient's ability to cany out activities at the request of a family
member; to use everyday language; understand what he reads and is read
to him; and write simple words. It was not practical to translate any
known test into the many languages which it was predicted would be the home
languages of the group to be studied. This would also have involved a
testing problem as the tester would have had to be familiar with all the

languages being used.

It was hoped to obtain a general picture of the patient's ability in
his home language and also to have a means of comparing his condition be fora
and after three months treatment. It was realised that this questionnaire
would only give a superficial indication and could not be thought of as a
true aphasic test but, under the circumstances, where the compilation of a
test in eight or nine different languages was not feasible, the II.L Q. was

considered by the writer as being the only alternative.

A questionnaire was chosen as being the simplest diagnostic tool for
a layman to use and one with which he may even be familiar. The writer
decided m twenty questions as being adequate to give a general picture of
the patient's difficulties in his home language. The questions were selected
from items appearing in the SAS and the Eisenson tests. The letter test
provides items such as clock setting and counting which were considered
suitable for the H.L.Q. as they are easily observable. Items were taken
from the SAS to provide a closer link between this test end the H.L.Q. In
order to provide questions to test both encoding and decoding activities,
the questions were analyzed and details of this analysis are provided in
Appendix II. The writer attempted to evaluate auditory and visual encoding,

graphic and oral decoding and the ability to carry out simple everyday tasks
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such as counting. The patients' family were required to test the patient
and thus questions had to be put simply and to require answers or actions

observable by a layman.

In order to score the 11.L.Q. the construction of a rating scale was
considered. In constructing a rating scale it must be decided how many
scale positions or categories are to be used. A basic consideration is
the degree of differentiation wanted in the measurement. The most signifi-
cant problem in the use of rating sca.es has to do with their wvalidity.
Investigators [41 p.356] have assumed that their rating scales were valid

when the following conditions were obtained:

1) The attributes being measured were relatively objective so that
their meaning would be uniformly understood by raters using the
scale.

2) The ratings themselves were obtained under optimal conditions, in-
cluding carefully constructed scales, trained judges and specified

common terns of reference.

Under these conditions, one may not go too far wrong in assuming that

if the obtained ratings are reliable, they are probably also valid [41 p.356]

A large element of judgement enters when a rater places an individual
on a rating scale on the basis of his observed behaviour. In general, when
devising a rating scale, procedures are sought which make it possible to
place individuals on a scale with less likelihood of error. For this purpose
standardised questionnaires are usually constructed. In this approach the
individual does not directly describe himself in terms of his position on
the dimension in question. Rather, he expresses his agreement or disagree-

ment with a number of statements relevant to it; on the basis of these



responses he is assigned e score. Such a questionnaire, as described by
SelJitz et al. [41l} was devised for the Home Language Questionnaire, the

difference being that the latter was not standardised.

The scoring of the questionnaire was done on a five point rating
scale. The rating scale was chosen as being relatively easy to use and
providing opportunity for as fine a discrimination as that of which the
rater 1is capable [41 p.340]. The five point scale indicates a disability
score. The higher the patient's score the greater his disability. On the
five point scale a score of "No" was scored "5" and "Yes" was scored "1".
A patient with a score of 20 was considered to have no disability. (See

Appendix II for detailed questionnaire).

This test was of vital importance in the final decision whether or not
to accept a patient for therapy in the present project. At times when the
patient's knowledge of Hebrew had been poor prior to illness he may have
scored results on the L.M.T.A and SAS which would indicate an aphasic
condition. Khen the patient showed no disability at all on the H.L.Q., he
was not taken for therapy and his results on the L.M.T.A. and SAS were inter

preted as heing due to a lack of minimal knowledge in the Hebrew language.

Thus for the purpose of this study, all patients were tested on the
Sklar Aphasia Scale in Hebrew and the Home Language Questionnaire in the
appropriate language All patients vere also tested on the language Moda-

lity Test of Aphasia which was one of the aims of the A.*.P.



The problem of test construction and stration in the field of
aphasia has been briefly discussed. The development of aphaaic tests was
viewed as a background to a more detailed discussion of the tests devised

by Luria, Wepman at al., Schuell at alEisenson and Sklar.

The factors influencing the choice of assessment instruments for this

study were presented and the SAS and H.L.Q. discussed.



Th« purpose of this study is to measure the effect of speech and lang-
uage therapy, given in another language, on the hoaw language of the bilingual
or polyglot adult aphasic. As previously stated, the study undertaken by
this writer was part of a larper study with a similar purpose, namely the

Aphasia ResearJi Project (A.R.P.).

I. HYPOTHESIS

It was hypothesised that therapy given in Hebrew, which was not the
patient's home language, would nevertheless have a positive effect on the
recovery of the home language. Such an hypothesis was based on the writers
observations of such patients over a period of five years. It was believed
that recovery of language as such, and the psychological and emotional re-
lief which this would afford the patient, aided in the recovery of his home
language. It was further hypothesised that languages learnt at different
times 1in a person's life would be stored in memory units in the same areas
of the brain as the home language. Thus stimulation of Hebrew would aid in

the retrieval of other languages, including the home language.
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II. METHOD

A. Preliminary Procedures
1) The initial step was to find suitable diagnostic tests. For this
purpose three tests other than the L.M.T.A. were considered. It was

* ought desirable to employ an independent test for the present study and

not the L.M.T.A. which was being used in the A.R.P.

The tests considered were the "Minnesota Test for Differential Diagno-
sis of Aphasia" (Schuell [38]), "Examining for Aphasia" (Eisenson [12]),
and "Sklar Aphasia Scale" (Sklar [44]). Detailed consideration of these
tests and reasons for the final selection have already been given in Chap-
ter V. In deciding on the most appropriate test the writer had to take into

consideration the following points:

(a) Ease of adaption and translation into the Hebrew Language.

fb) Length of the test. A long test was not considered desirable as
all patients were being tested on the L.M.T.A. as well.

(c) Test items requiring reading or writing of lengthy difficulty
passages. As all of the patients only spoke Hebrew as a second
language and several of them were expected to be illiterate in
Hebrew, it was considered preferable to choose a test which tested
fmctional language ability and did not overstress the ability to

read or write.

After full consideration of all the above factors, it was decided to

use the Sklar Aphasia Scale (SAS) [44].

2) A Home Language Questionnaire (which is discussed in Chapter V) had
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to be devised as a means of measuring the patient's ability in his home
language, prior to and after three months therapy. Items were sought which

would be relatively easy to answer by members of the patien.s1l family

Therefore they had to be easily observed functions such as: "Can the patient
tell the time?" "Does he appear to understand news when it is told to him?"
"Does he recognise colours?" The items were chosen from the SAS, and the

Eiscnson test and were supplemented by questions which the writer considered
suitable for inclusion. In order to assure that a cross section of processes

was being tested, the writer analysed each question. Details of this analyses

are presented in Appendix II.

3) Therapy Aids. Pictures were sought which would provide large, clear
representations of everyday objects, food, clothing and parts of the body.
It was thought suitable to use pictures which had been devised for use with
aphasics. Those provided in the Taylor and Marls Therapy Kit* were taken.
Certain of the pictures were altered to meet local cultural needs, e.g. the
newspaper picture was changed to one of a Hebrew paper. The words naming
the pictures were translated into Hebrew Other pictures were collected
depicting various activities, to provide stimulus material for less sever*
aphasics. A set of plastic letters was acquired. Two Hebrew newspapers

were chosen as providing simple reading material in large print and with

adult content.

4) A pamphlet to the family of the Aphasic Patient was compiled by the
writer and printed in Hebrew, French and German (See Appendix III). This
’.unphlet was bused on a simi.ar pamphlet prepared in Hebrew by Bar David [4)
and supplemented by material taken from Schuell et al. [3? p.375], \an hiper

[51] and from the writer's own clinical experience It describes briefly the

*Taylor, M.L. and Marks, M.M. Aphasia Rehabilitation Manual and Therapy
Kit, McGraw Hill, New York, 1959.
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types of difficulties which the aphasic patient may encounter in under-
standing and expressing language. Advice is given to the family on how to
help the patient cope with his difficulties and on how they should react

to his condition. Mention is made of the handling of the patient when he

is at home.

The purpose of this pamphlet was to describe the aphasic condition in
simple language and to give general ad/ice to the family This was considered

necessary for the following reas'vis:

(a) Although advice was given to the family by the therapist, it was
often forgotten because of the emotional stress under which the
family found itself due to thepatient's illness.

(b) Many of the families were not literate in Hebrew and appreciated

simple explanatory material in their own language.

5) Contact was made personally with the heads of Neurological Depart-
ments and Rehabilitation Departments at hospitals in the Haifa area and by
letter to all doctors in this areaThis was done in order to explain the

project and enlist the cooperation of all the doctors concerned.

6) Forms were printed to be used by doctors to refer aphasic patients
and for the therapist to record therapy plans and reports The former were

sent to heads of Hospital Neurological Departments and Rehabilitation Depart

ments.

B Subjects

Every patient referred by a doctor with a medical diagnosis of aphasia



was accepted for testing. Doctors referred patients by means of the
refcrial form mentioned under preliminary procedures. This included details
as to the physical diagnosis, eye sight and herring, psychological condition,

date of onset of illness, date of arrival in Israel and home language

Doctors' definitions of aphasia varied and it was decided to accept
all cases referred by a doctor for testing. It is also important to note
that many doctors did not provide the details requested on the referral
form and the therapist had to obtain the information when taking the case

history.

Patients rejected for the project were:

(1) Israeli bom, Hebrew speaking patients.
(2) Patients considered unfit physically or ally to benefit from

treatment.

Doctors referred all patients with aphasia to the project. If in
discussion with the doctor, family or on first interview with the patient
the criteria above were found to pertain, the patient was rejected for
testing. In one case it was not possible for the doctors to decide on his
mental state until after therapy was initiated. His response to therapy

helped to formulate a diagnosis of mental instability.

Patients were treated at the following hospitals in Haifa:

(1) Ramb am Government Hospital.
(2) Rothschild Municipal Hospital.
(3) Yefe-Nof Nursing Home.

(4) Elisha Private Nursing Home.
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Treatment was continued with the patient in his own home until he had

completed three months therapy.

Twenty patients wove accepted as suitable for treatment. Fifteen other
patients were tested but either did not receive treatment or received some

treatment,but were not retested for the following reasons:

Three patients were rejected as unsuitable according to criteria above.
Six patients refused treatment.
Four patients died during treatment.

Two patients could not be retested due to illness.

The twenty patients studied in this project came from a variety of countries
and cultural backgrounds. There were eight females and twelve males. The
following tables indicate the distribution of countries of origin and home

language.

TABLE I - COUNTRY OF ORIGIN. AGE AND SEX

(age is at time of 1st Assessment).

Country Age Sex Marital Status
Algeria 39 F M
Austria 62 M M
Germany 46 M M
I 60 F D
I 54 M M
Hungary 76 M N
Iran 39 F M
Irag 62 M M
I 56 M M
n 40 M M
Lebanon 34 F M
Poland 64 M M
I 63 F W
I 47 M M
Rumania 66 M M
I 68 F W
I 72 M M
I 53 F W
I 57 M M
Russia F M

62

Total Subjects: 20 Total Males: 12
Mean Age: 56 Total Females; 8
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Country No. of Patients

Algeria
Austria
Germany
Hungary
Iron
Irag
Lebanoi
Poland
Rumania
Russia

PSR WRNWR R

Total 20

TABLE II - HOME LANGLOE DISTRIBUTION

Home Language No. of Patients

Arabic
French
German
Hungarian
Polish
Rumanian
Yiddish

W w NN NN

Total 20

The women fron European countries were in general well educated, could
read and write in their home language and to some extent in Hebrew. The
women from North Africa and Arab countries were less well educated and one
was illiterate Of the twenty patients, eight were female and five came

from European countries.

The twelve males treated were all literate in their home languages
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All the malej had learr.t

does not mean that they understood what they read.
formal lessons in Hebrew either in Israel or in their country of origin,
"hr average age of the group was 56.

aged 34 and the oldest a male aged 76.

The number of years that the patients had been living in Israel was

as follows:

TABLE IIT

Case

o IS wWN R

e« -~ P P HRPRPREPR R R
R O 0O Jovn P> WD R O

No

some Hebrew as the language of prayer but thli

The youngest patient was a female

PERIOD OF RESIDENCE IN ISRAEL

No of Years

less

over

No. of Years Age of leaving
in Israel Country of Origin
17 49
13 49
20 48
35 29
20 56
36 27
6 33
20 19
28 18
16 18
18 54
16 37
30 30
22 25
29 25
17 39
44 18
18 22
34 23
34 28
Summarcry
in Israel No. of Patients
10 years 1
11-20 " 10
21-30 " 4 !
31-40 " 4
40 " 1

Three patients had had
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The edu.vtional status ot these patients was as follows:

TABLE IV - EDUCATION RECEIVED (IN COUNTRY Of OP.IG?:)

No. Years of )
No. of Patients

schooling

Illiterate 1
1 -5 years

6 -12 " 13

University or 3
equivalent

Analysis of the patients' occupations revealed the following

TABLE V - OCCUPATIONAL STATUS

Occupation No. of Patients

Housewife

Labourer, carpenter, banker
Merchant

Engineer, accountant

;clerk

Teacher

[ O VR

I

The following neurological diagnoses were made:

TABLE VI - NEUROLOGICAL DIAGNOSIS

Neurological Diagnosis No. of Patients
C.V.A. IS
Embolism
Trauma 1

Tumor (Benign)



Wfc* elapse of time between the onset of illness and the first testing

of the patient is shown in Table VI7

TABLE VII - PERIOD BEFORE TESTING (AFTER ONSET OF IIJJfESS)

Length of Time After

Commencement of Illness No. of Patients

2 weeks 6
1 month 7
6 weeks 3
2 months 3
S months 1

C. PROCEDURE

The twenty subjects used in this study were tested, and retested after
three months therapy on the SAS. Eighteen of the subjects were also tested
and retested by an independent examiner on the L.M.T.A. The two patients
not tested on the L.M.T A. did not respond to the screening test and thus
were not given the complete test. Testing took from 1/2 to 3/4 hour de-
pending on the severity of the aphasia. The use of the L.M.T.A. was part
of the A.R.P. but the results were used as a control on the SAS foi the
present study,and are presented together with results on the SAS and H.L.Q.

in Chapter VIII, where they are considered statistically.

In the following chapter, where each case is discussed individually,
mention will be made of the time lapse between the administration of the

threi tests. In general, it was attempted to proceed in the following

order:



(1) Case history

(2) SAS

(3) H.L.Q.

(4) L.M.T.A,

(5) Providing family with pamphlet

(6) Plan treatment on a monthly basis,

The case history always preceded testing. Details were obtained from
the patient's hospital file and supplemented by information gained from the

family. Of special significance for this study were the following:

(a) Medical diagnosis (including date of onset of present illness,
other illnesses, vision and hearing, mental and emotional condition)
(b) Country of origin and home language.
(c) Period of residence in Isra-1.
(d) Former education with details of Hebrew education (where learnt,
level of knowledge) .

(e) Occupation

Procedures 2, 3 and 4 above were carried out cn consecutive days.
With some patients tha L.M.T.A. was given 24 to 48 hours later. This
procedure was not always possible. The patients being tested were nil
Sick people whose general condition varied from day to day and often during
different periods on the same day. A test was often postponed due to the

patient's poor general condition.

Schuell et al. (37 p.159] mention the inconsistency of responses as
one of the criticisms against systematic testing of aphasics. It was not
considered of vital importance by this writer whether the L.M.T.A., SAS or

H.L.Q. were presented first.as It was not believed that the patient would
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of necessity improve through learning by the time the second or third
test uas given. In fact, a patient could regress slightly by the time the

se ond vest was given or not respond as well because of a deterioration in

mood,

The H.L.Q., presented several difficulties. It was found very difficult
for the families to decide on the right position on the five point scale,
and the therapist at times had to make this Jjudgement for then Very few
families were able to really judge whether or not the patient understood
material read to him. All H.L.Q. results arc very subjective. The method
of administering the H.L.Q. was as follows: A member of the patienA family
or a member of the hospital staff when the family was not available, sat

with the therapist and the patient. The therapist explained that each of

" " " "

the questions could be answered by either "yes" or "no", "seldom* , "some-
times", or "often", each with a slight diffe.mnce in degree. The therapist
tht.n read the question softly to the family member in Hebrew and told him
to ask the patient the question in the home language. The therapist and
family member then discussed the most appropriate rating for the patient on

that particular question.

Each family was given a copy of the pamphlet "To You the Family of the

Adult Aphasic Patient" after completion of the H.L.Q.

In planning therapy for each patient his remaining abilities and his
uture coemiimication needs were taken into account. It was hoped that
realistic goals would be set. Therapy was started at a point where the

patient could respond and cooperate.

All patients treated in hospitals were also receiving physiotherapy

and >ccupational therapy The decision to start treatment was taken in



17

consultation with the doctor and above mentioned therapists. At all times
this team work was stressed. In dec.ding on commencement of treatment
the patient's physical strength, willingness and ability to cooperate were

considered by the team.

Even in patients who responded better to visual stimuli a great deal
of auditory stimulation was given,as this writer found by experience that
Schuell et al. [37 p.338] a.e correct in their statement that the first
principle of treatment is auditory stimulation although not necessarily

through auditory channels alone.

Each patient received three months therapy free of charge both while
in hospital and later at home. Each therapy period was approximately 1/2
hour three times a week given in a private room. There were two patients
who, because of the mildness of their condition, received one months treat-
ment after which time they felt sufficiently rehabilitated to cease having

treatment.

After a period of three months all patients were retested both on the
SAS and H.L.Q., and were dismissed or referred elsewhere for further treat-

EMt .

Problems

1) Because of the conditions in Israeli hospitals where it is impossible
to keep a patient hospitalised longer than is absolutely necessary, there was
always an urgency to take c patient as soon as possible for fear of his leaving

the hospital before having treatment.



Vignolo [44] believes that a patient evaluated early after the onset
of illness will have the greatest capacity to benefit from speech therapy.
Nevertheless, Schuell et al, advise waiting a few weeks after the C.V.A or
trauma in order to obtain the moot accurate results in testing [37 p.1l60].
Although it 1is not possible to predict the rate or limits of the spontaneous
recovery which will take place in the first few weeks, they believe in waiting
until the patient is neurologically stable before testing. This was not

always pos'iblc in the present study.

2) It had been hoped to have a larger sample but because of the high
percentage of patients who could not complete the three month programme, and
because of the difficulties experienced in finding suitable patients a smaller

sample was taken.
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CHAPTER VII

CASE DISCUSSIONS

In this chapter the writer will present details of test results and
briefly Hiscuss the therapy programme carried out with each patient. In
Trenting these patients the writer adhered to the philosophy expressed in
Jiapter IV, of treating the case as an individual, net labelling him and
trying to find the best therapy technique to suit each patient. In the case
descriptions which follow,the writer will discuss each case under the fol-

lowing headings:

1) Case history
2) Test results
3) Aims of therapy and progress made

4) Retest scores

Test and retest results obtained with 18 of the patients on the L M.T.A.
have been included. These results apart from providing further information
about the patients in a test situation, will also be used as a control on
the SAS results. These results will be considered statistically in Chapter
VIII In this chapter the SAS disability scores are given in percentages

whereas in Chapter VIII the total scores will be given.

No L.M.T.A. results are given for patients no. 1 and 2 as tiie examiner

was not able to obtain responses from them

The patients taken in this study will be divided into four groups
according to the initial test results on the SAS as follows:
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Group 1 - 91 - 100%
Group II - 61 - 90%
Group III - 31 - 60%
Group IV - 11 - 30%

The above scores represent a degree of disability, i.e. the higher the
.core the greater the disability. All males in the study had learnt Hebrew
as a prayor language and both males and females had learnt Hebrew informal-

ly fron day to day 1living unless otherwise stated.

GROUP I

Case 1 (F.K.)

F.K. was a male aged 66, I n Rumania and living in Israel for 17
years. His home language was Hungarian and his knowledge of Hebrew prior
to illness had been limited. He had not been able to read in Hebrew but was
literate in German, Rumanian and Hungarian. By profession he was a baker.
He had suffered a C.V.A. at the end of December 1967 and was first tested

on 4th February, 196%*.

On examination, he appeared to have an oral apraxia and tongue movements
were vVery poor. Test results on the SAS showed a disability score of 90%
with oral encoding being totally impaired. The score on the H.L.Q. was 79.
Both tests were given on the same day The patient was able to recognise
the names of his family and friends. He was not tested on the L.M.T.A. as

he could not respond to items on the screening test

As he was unable to phonate, therapy was initiated with the achievement

of phonation as the main aim. The second aim was to istrove auditory decoding
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xn the belief that intense auditory stimulation would aid in phonating and
achieving words. Basing therapy on suggestions given by Schuell et al

[3/ p.349] the patient was encouraged to vocalise and produce vowel sounds
He then progressed to /M/ and a few lessions later to /oa/, In accordance
with Wepmans's regression hypothesis [58], it was attempted to lead him
into a babbling stage and jargon prior to words. The patient perseverated
on /ma/. Words starting with thegga%zEZiigwgéie attempted with 1little
success. At all lessons, the patient was given exercises in pointing to

a number of objects on the table in front of him. He continued finding this
difficult until the tenth lesson. When he was able to recognise objects,
an attempt was made to introduce pictures for recognition. It was also
attempted to sing with him. He was able to sing tunes to /me/ but became
very emotional and cried easily. Patient was encouraged to count in unison
with the therapist from 1-5 and to attempt to imitate the rhythm of simple
words. Very little progiess was made and it was decided to concentrate on

writing to enable the patient to have some form of communication. He copied

the numbers and wrote his name in Latin letters.

On retesting, this patient was found to have come down 26% in his dis-

ability score on visual decoding and 12% on graphic encoding. There was
little difference on test and retest scores on other items. The impairment
scores on test and retest were 90% and 79%. Prognosis was considered to be

poor. On the H.L Q., the patient only improved by 5 points. Both tests were

given on the same day.

Case 2 (S.9)

Case No. 2 was a male aged 62 of Iragi origin who was a laundry worker

prior to illness. He suffered a C.V.A. one month before being referred for



in the belief that intense auditory stimulation would aid in phonating and
achieving words. Basing therapy on suggestions given by Schuell et al.

[37 p.349] the patient was encouraged to vocalise and produce vowel sounds
He then progressed to /M/ and a few lessions later to /ma/ In accordance
with Wepmans's regression hypothesis [58], it was attempted to lead him

into a babbling stage and jargon prior to words. The patient perseverated
on /ma/. Words starting with thcs”1leU eee”wé&e attempted with little
success At all lessons, the patient was given exercises in pointing to

a number of objects on the table in front of him. He continued finding this
difficult until the tenth lesson. When he was able to recognise objects,

an attempt was made to introduce pictures for recognition. It was also
attempted to sing with him. He was able to sing tunes to /ma/ but became
very emotional and cried easily. Patient was encouraged to count in unison
with the therapist from 1-5 and to attempt to imitate the rhythm of simple
words. Very little progress was made and it was decided to concentrate on
writing to enable the patient to have some form of communication. He copied

the numbers and wrote his name in Latin letters.

On retesting, this patient was found to have come down 26% in his dis
ability score on visual decoding and 12% on graphic encoding. There was
little difference on test and retest scores on other items. The impairment
scores on test and retest were 90% and 79%. Prognosis was considered to be
poor. On the H.L.Q., the patient only improved by 5 points. Both tests were

given on the same day.

Case 2 (S.9)

Case No. 2 was a male aged 02 of Iragi origin who was a laundry worker

prior to illness. He suffered a C.V.A. one month before being referred for
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for treatment with a right hemiplegia andsevere aphasia. He spoke

Arabic at home and had been in Israel for 13 years

On the SAS he had an Impairment score of 91% with 10di impairmentin
oral encoding. He scored 80 on the H.L.Q Roth tests were given onthe
same day. No phonation was possible. He was not tested on the L.M.T.A.

as he failed to respond to the screening items.

Treatment was aimed at achieving phonation initially. The patient
was very depressed and withdrawn and showed no emotional reactions. After
five lessons he was still unable to phonate, only cough. He was able to
match forms on card 5 of the Minnesota Test and to copy these forms. This
test item was used as a therapy aid for this patient and not for testing purposes

Cn attempting to write, he was able to write numbers 1 to 10, with several

perseverations. It was decided to show him words in an attempt to initiate
phonation. This aided him in phonating and he managed to say /a/. ©No t '’
ther speech was achieved during the full three months treatment. Every

session was started with auditory stimulation to improve auditory decodi.ig
with objects. Very little progress was made in this sphere. The patient
became very upset during the course of therapy and cried at most of the
lessons. He had a wild, frightened look in his eyes It was decided after
six weeks therapy to concentrate on the patient's ability to copy written

words and try to develop spontaneous writing. Very little progress wus made.

The patient was retested on the SAS and H.L.Q. on the same day. On the
SAS retest, he scored 94%. The H.L.Q. showed an improvement by 2 points

dropping from 80 to 78.
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Case 3 was a wrean aged 68, bom in Rumania and having immigrated to
Israel 20 years previously. She suffered a C.V.A. in November 1968 and was

rs '""erred for treatment two months later with a right hemiplegia and severe

aphasia. Her education consisted of four years in primary school and she
had been unable to write Hebrew prior to illness. Yiddish was spoken at
home.

On -he SAS, she scored 93% impairment with 100 in oral encoding. On

the II.L.Q. she scored 85 and on the L.M.T.A. 412. The L.M.T.A. was given

two lays after the other two tests.

Work was started on improvement of auditory decoding. The patient was
asked to match objects and much time was spent ir t* Jung her to understand
and carry out simple commands suUi as "give me ...” . Sentences were used

to help increase cues such as "where is the pencil?".

it was hoped that by combining commands with objects, the patient would
learn to use the words in a useful linguistic form, as outlined by Sc.rgill
[35]. After three months of treatment a slight improvement was noticed by
the therapist in the patient's co-operation, alertness and understanding.

This improvement is not reflected in the test results

The patient scored 93% on the SAS retest. The same as she had achieved
on the initia’ test. The H.L.Q. showed i drop from 85 to 8l. No speech was
achieved but only a certain nimtber of jargon words on which the patient per-

severated. L.M.T.A. retest score was 405. The H.L.Q. and L.M.T.A. wer: given

one day before the SAS.



Case 4 was a male aged 64 of Polish origin. He had been a merchant
prior to illness and was married for the second tine. He suffered a C.V.A.
with right hemiplegia two weeks before being tested. He had been literate

in German and Hebrew, and had lived in Israel for 34 years when first tested.

On testing he scored Pit on the SAS and B4 on the H.L.Q. He scored
IOC on oral encoding, 94 on graphic eicoding and 84 on visual decoding, but
his understanding was not so severely impaired. On the L.K.T.*. he scored
341. The SAS and H.L.Q. were given on consecutive days and the L.M.T.A.

three days later.

At the start of therapy, the patient was emotional and cried easily
He had some jargon but no speech. In attempting words, he only achieved
noises with his 1lips and a type of click The first aim in therapy was to

achieve some meaningful phonation by making use of whatever sounds he could

vocalise and developing them into words (Schuell [37 p.3507). By pressing
his 1lips together he was able to say "m-m" and then ’ina". Object* and
later pictures were chosen which began with /m/. Words were els*l attempted
with /a/. Objects and pictures were used for st. -.ulatior. "Hie writer con-

centrated on auditory plus visual stimuli with the main emphasis on the
former. The word was said five times by the therapist and then attempted by
the patient while watchi .g himself in the mirror. Attempts were made to re-
establish automatic speech such as counting and singing familiar songs. The
patient was able to write numbers spontaneously after eight lessons and was
instructed to say the nvmbers as he wrote. In order to start words with
initial consonants other than /m/ and /n/. the motor kineesthetic method wat

usod. In this way labials were achieved and then /t/ and /d/. At this stage
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the names of the patient’s family were introduced. The patient began
imitating further sounds and found that hearing and seeing the word at the
same time facilitated his articulating the word. This had beer mentioned

by .chus1ll et al. ;37 p.536], From the tenth lesson the patient was able

to follow reading of simple sentences and later to read together with the
therapist from an easy newspaper. It was also attempted to get him to write
words sounding them out as he did so. The patient's auditory memory span
was still weak and exercises were given to train him to retain the names of
objects in the room or numbers, and then to point to the objects or write
the numbers. Simple arithmetic was also exercised. The patient was now at
home and alone with his wife who spoke only German to him. She was convinced
that she could teach him on her own. On the other hand, she was constantly
complaining of ailments and staying in bed with only the patient to look
after her. The patient reached a plateau and showed no improvement for a
few lessons. It was decided to devise a simple form of teaching machine to
provide auditory stimulation in Hebrew and the necessary practise between
lessons. A tape reco-der was chosen with only four different coloured
buttons to work it. A lesson was recorded by the therapist wiintervals
on the tape to allow for the patient's response One part of the lesson
required the patient to read sentences from his exercise book together with
the recording. The patient was taught how to manipulate the tape and repeat
parts of the lesson when necessary. It was regretted that a proper teaching
machine, as outlined by Appel [3], was not available to help overcome the
reduction in auditory memory span. During lessons, attempts were made to

improve the patient's auditory recognition of letters before writing them

(Luria [23 p.1R2]).

After 32 lessons, the patient showed an improvement in vll itemson the
SAS with a score of FI and a reduction of disability on the H.L.Q. of 30

ZM6
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points, but from the pra-.ticr.! rcint of wview, he did not have sufficient
verbal language for every day communication. His retest score on the

L.M.T.A. was 242. He was tested on the SAS and H.L.Q, two days after the

L.M.T.A.

Case 5 (Y.H.)

Case 5 was a male aged 76, bom in Hungary and living in Israel for
20 years. He had been able to read and write Hungarian and German but his
literary knowledge of Hebrew was limited to reading prayers. He could
speak Yiddish and some Hebrew. He had been a labourer before retiring and
had suffered a C.V.A. one month before being tested. He was hard of hearing

in the right car.

He scored 00% on the SAS, 53 on the H.L.tj. and 420 on the L.M.T.A.
which was administered three days after the other two tests. Oral encoding
and verbal decoding were most severely affected. He was confused, depressed

and labile when therapy was started.

The aim of therapy initially was toelicit naming of simple objects
by using loud auditory stimuli and emphasizing visual stitnili. Easy auto-
matic speech, such at in counting and singing, was encouraged in order to
improve the patient's mood and increase confidence. This has been dis-
cussed by Agranowitzand McKeown [1 p.103]. Writing was started from the
beginning of treatment. The patient was able to write numbers spontaneously
and to copy his name, address, etc. At times, the patient perseversted both
orally and graphically. Techniques were used to help him overcome this.
The patient was ask.d aquestion to which theperseverated word would be

an appropriate answer and then the subject was changed and cues were given

tm



or * different k'ord. This often helped him to break the perseveration.
Observing the therapist's face and then his own in the mirror was a useful
visual cue in Initiating oral responses. Reading was used and provided
an added interest for the patient. It was found that hinting at the first
letter of a word did not help this man at all. Luria [26 p.35?] has des-

cribed such a difficulty and believes that it is caused by a lesion in the

extra-auditory divisions of the 1left temporal lobe. The patient's voice
was verv soft and weak from the outset. Kith encouragement, he was able to
improve the vocal loudness which helped him to communicate. There appeared

to be many periods of regression during treatment, wh.n the therapist then
took the patient back to easier tasks such as counting in order to overcome

his emotional crises and increase self-confidence.

On retesting, this patient scored 64% on the SAS and 27 on the H.L.Q.
Ills retestscore on the L.M.T.A. was 263.This test was given two days after

the SAS and H.L.Q.

Concluding Comments on Croup 1

All five patients in this group were over 60 years old and had
suffered a C.V.A. The first three patients had had very limited general
education. Cases 1 and 3 achieved vocalisation and perseverated on the
jargon they were able to produce. Case 2 did not even reach this stage.
Cases 4 and 5 were able to produce words and made the most progress,
apparently due to their superior auditory decoding ability from the outsst.
But vase 4continued to have difficulties 1in distinguishing between different

speech sounds to the end of the period of treatment.

Tkachev et al. [49] believe tha* the patient will only recover speech

Zioe



uhen he is able to differentiate between various speech sounds. This wes

not achieved with Group I patients.

kepman and Lyle [SB] state that one cause of failure with global apha-
sics 1is that too much has been expected of them in therapy. They believe
that in accordance with their regression theory, a patient should be made
to move progressively through various stages of language, e.g. the global
patient to use jargsn, the jargon patient to use words. This was attempted
with all the patients in this Group with 1little success. It should, however
be emphasised that Cases 1 and 2 did not pass the screening stage of the
L.M.T.A. and thus would not have qualified for treatment by Wepman and I.yle.
They were, however, included in this study as the families were anxious to
do everything possible,and the patients were co-operative and showed that
they wanted treatment. A major problem with these patients was to decide
when to abandon one technique and try something new. The therapist was
limited to a three month oeriod of treatment and in two of the cases had to

make the decision to change the emphasis from the achievement of speech to

the written word. The aim h all five of the patients was to open up a
channel of communication wiw» those around them. This Jj unsuccessful in
three out of the five patients. No avenue of entry into the patient's
consciousness (Wepman [5S p.247]) was found in Cases 1 and 2.

GROUP 1II

Case 6 (ML.)

Case 6 was a female aged 63, bom in Poland and having immigrated to

Israel in 1932. She was a widow and a housewife prior to illness. She had



had eight years of schooling and spoke both Polish and German.

M.L. was tested on the SAS and H.L.Q. two days after the L.M.T.A., and
was first seen six weeks after being admitted to hospital with suspected
narrowing of the carotid artery causing aphasia. Her SAS score was 76%
with her major problem being visual decoding. She scored 64 on the H.L.Q.

and 289 on the L.M.T.A.

At the outset, auditory and visual stimuli were used to get the patient

to name objects and then pictures. At a later stage, she was also asked

to write the names of objects. Therapy was given to increase her awarenc;s
of her surroundings and to help her recognise and name objects, furniture,
clothing and body parts. Exercises as described by Agranowitz and Mckeowr
ere used [1 p.77]. This patient was very aware of her handicap and seemed
confused by her inability to make sense when speaking. She was able to use
sentences and attempted to carry on a conversation although her thought pro-
cesses were not always logical or coherent. She 1lived alone and was retarded

in her progress by her lack of stimulation and opportunity to practise at

home.

On retest she scored 74% on the SAS, 59 on the H.L.Q. and 261 on the
L M.T.A. Her main disability on the verbal level was in describing pictures
or events in understandable sentences. The SAS was given two days after

the L.M.T.A. and H.L.Q.

Case 7 (H.H.)

Case 7 was a female aged 39 who suffered a depressed skull fracture

and left parietal decompression after being hit on the head by her husband



dming a quarrel. She had immigrated tf Israel six years previously and

had had six years schooling in Bagdad, her place of birth. Her home lang-
uage was Arabic. She had taught herself to read and write Hebrew and
was anxious to perfect her knowledge. The mother of six children, her

'ein occupation prior to ill:,ess had been housekeeping and helping her
husb nd on the agricultural holding on vhich they lived. She was anxious,

< prated and a little disorientated when tested

iz :

She was first tested on ¢he L.M.T.A. and H.L.Q. twelve days after
the onset of the aphasia and four days later was given the SAS. She scoijd
72* on the SAS with a high disability score in graphic encoding and a low
score on auditory decoding. On the H.L.Q. she scored 45 and 305 on the

L.M.T.A.

Therapy was initiated with the main aims being to improve the patient's
reading and writing ability, to help overcome a slight articulatory diffi-
culty and verbal perseveration and to improve the patient's d pressed mood.
Therapy was given twice weekly with patient No. 8 who shared a room with
her. Although their communication needs were very different, they were
able to help each other emotionally. The third lesson each week was an
individual one when the therapist concentrated on the patient's writing
difficulties. Progress was very rapid. By the 12th lesson the patient
was reading fluently and writing spontaneously This case trieo to cir-
cumvent words which were difficult for her ano was helped to use these
vords as cues for the correct word as described by Berman and McLean [6].
She was highly motivated to improve her writing ibility as she wanted to
write letters to her son in the army. As her speech difficulties lessened,
the patient became more difficult to handle and shoved aggressive traits.

During the early stages of treatment, therapy had to be temporarily inter-
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rupted when the patient had an abortion.

The L.M.T.A. was given four days before the SAS. She scored 120
on the L.M.F.A. and 11% on the SAS. On the H.L.Q. which was given two
days later she scored 24. It was felt by the writer that much of the
patient's initial improvement was due to spontaneous recovery. The prog-
nosis was thought to be good at the outset because of the etiology of the

condition and the patient's age

Case 8 (D.B.H.)

Case b was a female aged 39, bom in Algeria and having been in
Israel for 20 years. She was a housewife and the mother of four and was
illiterate in Hebrew. She had been suffering from a mitral stenosis and
auriculai fibrfflation which led to a cerebral embolism three weeks before

being tested. She had right facial paralysis and a right hemipVlegia.

On the SAS she scored 79% and on the H.L,Q. 69. These tests were given

on the same day. The L.M T A. was given five days previously and she
scored 420. Her understanding was only mildly impaired but her oral en-
coding disability was total. Graphic and visual scores were influenced

by her illiteracy in Hebrew.

The primary ad4< in initiating therapy was to obtain phonation.

Suggestions given by Schuell et al. [37 p.349] were used for this purpose.

The patient began by imitating therhythm of words. She was hampered by
dysarthria and exercises were given to improve tongue and lip movements.
Mien she was able tc produce /*/, a programme of vt tbulary building was

started using names of objects starting with this Iletter. Pictures were
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used for visual stimulation. The patient made very good progress and

was soon using words and then imitating simple sentences Mirror work
proved to be of help to her In improving articulation. Action pictures
were used for description and sentences were encouraged. Group sessions
were held with Case No. 7. She was a more assertive, aggressive person-
ality with no inhibitions in speaking, even with faults. She encouraged
Case No. 8 and helped her to improve her vocabulary between lessons. Her
condition was also explained to her children who helped her on her visits

home

Retest results showed a score of 441 on the SAS and 41 on the H.L Q.
which were given on the same day. On the L.M.T.A. given two days earlier

she scored 229.

Case 2 (E.K.)

A 46 years old male of German origin who had been in Isrr-1 for 28
years. His nine years schooling was received .n Germany but he had learnt
Hebrew formally on his immigration to Palestine. He had worked as a
clerk prior to illness. When first seen for testing, he had suffered his
fourth C.V.A. about three weeks previously. His speech had not been

affected after the first three strokes. He was in a state of depression

and cried throughout the test.

He scored 79* on the SAS and 79 on the H.L.Q given on the same day
with a score of 298 on the L M.T.A. three days later. Oral encoding was
totally impaired except for his ability to repeit the word "eye" in Hebrew
His graphic encoding was also seriously affected. The best score obtained

tas on auditory decoding



The aims of therapy were to improve decoding ability by getting the
patient to match words to pictures and to develop a working vocabulary to
enable the patient to communicate with his surroundings, and thus decrease
frustration and alleviate depression. At the start of treatment, the
patient was better able to match words to pictures than point to objects
in the room He was reluctant to attempt phonation and when he did, he
npde a great effort. He had previously undergone voice therapy and attempted
to overcome his aphasia disability by applying his rules of breathing exer-
cise to no avail. Writing was started from the third lesson. He was able
to copy his name and address and numbers which he then attempted to read.

The patient was irritated by attempts to help him regain words by giving

him the first sound - Luria [26 p.399] has described cases in which the
prompting was of no help and this case appeared to be one of them. He
gradually began to use a jargon speech which the therapist accepted as being
a step towards communication. With the development of jargon, the tension
seemed to be slightly released. From the jargon he progressed to words.

This would appear to be in accordance with Wepman and Lyle's "regiession
hypothesis" [58]. The patient showed a great interest in reading and writing,
and would not take part in any other rehebilative programmes at the hospital.
An attempt was made to use large plastic letters to aid the patient in
achieving spontaneous writing but he refused to cooperate. He was very

wilful and determined to try only those activities which he felt could

help him. He was very intolerant of his wife and preferred not to have
her assist him. The relationship between them bad not been favourable prior
to his illness. Towards the end of the three months treatment, a new method

was attempted which the patient preferred and he achieved better results.
The patient was required to say a word with the aid of the mirror and auditorv

stimulation from the therapist (Luria uses this method - [23 p.183]). He then
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attempted to write the word while the therapist continued to sound out

the letters for him. His dictation began to improve although lie frequently
reversed letters. He found it helpful to concentrate on group of words
starting hitfc the "tmc letter combination. This has been described as a
means of revealing lost 'internal word patterns" by Luria [23 p.204],

Reading a simple newspaper in unison with the therapist helped him.

On testing, the patient scored 43% on vhe SAi, and 44 on the H.L.Q.
There was an improvement in all subtest i*ems. His L.M.T.A. retest score

was 177. The L.M.T.A. was given five days before the SAS and H.L.Q.

Case 10 (R.A.)

A woman aged 34 of Lebanese origin. She had undergone a 'rcnto-
parietal crainotomy for the excision of a benign tumour six keeks before
being referred for testing. Her formal education had ended at the age of
14 due to a severe burning accident. She was the mother of two girls and
a housewife. She was able to read and write simple Hebrew prior to the
operation. On being examined she was found to have a right hemiplegia,

was very underweight and weak physically.

She scored 61 on the SAS with a low disability score in auditory de-
coding and a high score on oral and graphic encoding. This test was given
three days before the L.M.T.A. and six days be”re tne H.L.Q. On the H.L.Q.

he* score was 63 and on the L.M.T.A. she scored 256.

The aim of therapy was to encourage development of vocabulary through
—-.uditory stimulation and to start working on choral reading and writing,

when the patient was strong enough for these activities. Objects in the



room and tho patient's food were used initially, and it was found that with
the slightest prompting she was able to articulate a word similar to the
one indicated by the therapist. From the outset, emphasis was laid on sen-
tences and not isolated words. This is in accordance with Scargill [36]
and p.oved to be very useful with this patient. By the fourth lesson, she
was readin” with the therapist and attempting with help to relate what she
had read. Sht also started writing her name, address, numbers and words.
After working on simple pictures she began describing action pictures. Her
speech showed many dyslalic elements. She found /v/ very difficult and
substituted either /b/ or a sound influenced by a previous phoneme, e.g.
"Tel-Avil" instead of "Tel-Aviv". Her understanding of political topics
and her general attitude and behaviour did not seem to reflect a similar
regression in her behaviour as is described by Wepman [38]. The patient
was reluctant to use a mirrui because of her deteriorated physical appear-
ance and so motor kinaesthetic aids were given to enable her to improve
articulation. Sentenras were encouraged at each lesson. Her automatic
.speech as snown in counting, naming days of the week etc. improved rapidly
but by retest date she still had many distortions and substitutions although

was attempting to use sentences.

Her retest score on the SAS was 37% and 39 on the H.L.Q. On the

L.M.T.A. she scored 160. The SAS was given two days after the L.M.T.A.

and the H.L.Q. two days later.

Concluding Comments on Group II

Group II patients included four young cases ranging between the ages

of 3a and 46, two of whom had suffered trauma or surgery. Their prognosis



from the outset was better than those in Group I. It is believed by this
writer that Cose No. 7 made an almost entirely spontaneous recovery.
Usgocd and Miron [3] p.331 state that in the early stages after trauma or
surgery spontaneous recovery is due in part to racovery from the ". physio-
logical effect of edema ...". This would »<c*m applicable to Case No. 7.
All the patients in this group had had i good spoken knowledge of Hebrew
prior to illness. With the exception of Case No. 6, who had very little

motivation to improve and little opportunity to practise as she lived

alone, the rest of this group made good progress.

GROUP TIII

Case 11 (M.O.)

A male aged 72 of Rumanian birth and having lived and worked in Israel
as a merchant for 18 years. His spoken Hebrew was adequate prior to ill-
ness but reading and writing had been weak as the patient had been able to
carry on his business in Yiddish and Rumanian. He had also spoken French.
He was seen by the writer a month after suffering a C.V.A. which left him

with a right hemiplegia.

On the SAS he scored 39% and 33 on the H.L.Q., with a score of 173 on
the L.M.T.A. All modalities were equally affected and the patient had
some dysarthtia. The L.M.T.A. was given first,followed by the SAS two days

later and the H.L.Q. two days afterwards.

Therapy was initiated with exercises to improve tongue and lip move-

ments. The patient was also encouraged to develop his language ability by



describing pictures iu ftiil sentences. Several times he was able to give
the word in French ,at not in Hebrew. Therapy was given to aid the patient
in reading and relating short paragraphs on topics of interest to him.

He was treated with Case No. 12 for five lessons before the latter left
the hospital. Both being of Rumanian origin, it was found that their
common background was n bond. They discussed Rumania and Rumanian food.
The patient was advised to practise exercises to .mprove his dysarthria
between lessons. Although this patient was able to name certain objects
and articles of clothing in Rumanian, he was not sure of the names in Heb-
rew and was helped to learn them. For this purpose pictures were used
with labels. Towards the end of the three monti , the patient was able

to discuss politics in Hebrew.

He was retested on the H.L.Q., then the L.M.T.A. and SAS with a two
days interval between tests His retes on the SAS showed a score of 22%
with an improvement in all scores. Jn the H.L.Q. he scored 21 uid 96 on
the L.M.T A. This patient was one of the few whose home language inter-
fered with his re-acquisition of speech in Hebrew. It is believed that
the fact that Yiddish and Rumanian were used daily in the patient's 1life

before illness influenced their improvement.

Case 12 (P.P.)

A widow aged S3 who was bom in Rumania and had been in Israel
16 years when she suffered a C.V.A. She also suffered from diabetes. She

was left with a right hemiparesis and aphasia.

On testing, she scored 43% on the SAS, 55 on the H.L.Q., and 200 on
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four d*vs later. Auditory decoding was hardly impaired and the highest
i.isability score was obtained on graphic encoding. This score may have
been influenced by the patient's poor knowledge of Hebrew reading and

writing previously.

She was in a depressed state from the start of therapy but was co-

operative. It was decided to aim at increasing her spoken and written
vocabulary and encourage her to use sentences. For this purpose pictures
were used as stimulation. Initially she was asked to match words to pic-

tures and later to copy words and attempt to write words spontaneously.

She showed difficulty in recognising pictures out this ability improved
with treatment. She was encouraged to talk about everyday activities,

such as her meals. In order to improve writing ability work was done on
auditory recognition of letters of the alphabet [37 p.360]. Emphasis was
placet' on se.ittnccs rather than words in the belief that language has to
be restored and not Jjust vocabulary. Scargill [35] writes of the patient
being taught in a useful language form and Luria [23 p.148] stresses the
use of sentences. From about the tenth sersion, the patient's mood impro-
ved. She showed enthusiasm for describing magazine pictures and for read-
ing newspaper articles which was started at this stage. Work wcs also
started on communication needs at home, such as shopping. The patient's
last five lessons were given together with Case No. 11 who was also from
Rumania. At this stage of treatment they were able to carry on a simple
conversation and discuss Rumanian food, describe pictures and read together

from a simple newspaper. The group therapy had a positive affect on this

patient and improved her depressed mood.

On retesting, she scored 33% on the SAS, 29 on the H.L.Q. and 155 oi

the L.M.T.A. which was gi/en four days before the other two tests.
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A divorcee aged 60 who was bovn and educated in Germany. Site had
completed high school and had continued learning singing at a music conser-
vatoire. Apart from German, she had spoken French, Italian and English
but her Hebrew had been weak, although she had been in Israel for 30 years.
;he had suffered a cerebral embolism six weeks before being tested and

was left with a transient right hemiplegia.

On testing she scored 52% on the SAS and 55 on the H.L.Q, and on the
L.n.T.A. 365. The SAS and H.L.Q. were given on the same day and the L.M.T.A.

four days earlier.

She confused and disorientated and had a slight oral apraxia.
Her nig ?st disability see. B was on oral encoding. Therapy was initiated
with improveirvnt of the oral apraxia as the main aim. When the patient

concentrated on imitating a sound of a word, she was unable to do so but

was often able to say a word spontaneously. Writing and reading were used
as a means of stimulating speech. All oral attempts became like a singing
lesson. She tried to yhonate vowel sounds by singing them. In this res-

pect, she resembled :ase No. 9 who had also had voice training at an earl-
ier stage in his 1life. For both patients this proved to be a disadvantage.
The writer avoided asking the patient to imitate words as this led to
frustjiatitn and forcing. Scbuell [37 p.264] believes that patients should
not be allowed to struggle on words. Instead, she was asked to match words
to pictures and write words which she attempted to say while writing. Aftei
a few lessons, the writer increased the auditory stimulation and allowed
the patient to imitate words orally after hearing them five times - Sehuell

[37 p.353]. The patient began developing spontaneous speech in German and
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scmeti.es cam out with a phrase in English. It was difficult to hold her
attention during lessons. She continually jimped up to look for something
and had to be brought back to the lesson. The patient, nevertheless, mad.
some improvement. Work was done on reading in unison and conversational

speech. She began using Hebrew phrases and sentences although her speech

remained laboured and self-conscious. She did not feel comfortable using

Hebrew.

On retesting, she scored 56% on the SAS ai 4 42 on the H.L.Q. with a
score ~39 on the L.M.T.A. The latter test was given five days after

the SAS and H.L.Q.

Case 14 (N.H.)

A male aged 47 of Polish origin who had been well educated and had
been a production manager in a metal factory prior to his first C.V.A.
at the age of 43. He had been in Is ael for 22 years. His home language
was Polish but he had also spoken Yiddish, Russian and German apart from

Hebiew. He suffered a C.V.A. six months prior to testing but received no

treatment.

On testing, he scored 46% on the SAS and 44 on the H.L.Q. with 200

on the L.M.T.A. The SAS was given three days before the other two tests.

His main difficulties were in reading and writing. Therapy was
initiated with pictures of objects used tc stimulate naming orally and
writing. The patient was givan auditory stimulation to discriminate bet-

ween the sotaids heard, and t# attempt to write them ir the correct order.

He was given practice in writing words £xtm dictation where the initial
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h* »tt«pted words with different endings. He was encouraged to read
short articles and write words from the articles which were difficult for

him. TTie patient progressed well and was aware of his improvement.

On retesting he scored 43% on the SAS, 34 on the H.L.Q. and 158 on

the L.M.T.A. The SAS was only given a week after the H.L.Q, and L.M.T.A.

Case IS (Y.W.)

A male member of a communal settlement, married and aged 54. He had
completed hign school in Germany and one year post-school. In 1939, he
had immigrated to Palertine. He had studied Hebrew in Germany for one
year and had spoken, written and read Hebrew prior to illness. He was

first seen two weeks after suffering a C.V.A.

On the SAS ho scored 41% and 48 on the H.L.Q. On the L.M.T.A. he

scored 147. The SAS was given two days bofore the H.L.Q. and the L.M.T.A.

a day later.

Understanding was unimpaired but his oral encoding disability was
severe and difficulties in graphic encoding were also marked. Because of
his unimpaired auditory decoding, prognosis was considered favourable. The
patient had been left-handed all his 1life and was now suffering from a

right hemiplegia There was a dysarthria present and several substitution

and distortions in his speech.

Therapy was initiated with the improvement of his dysarthria and the

stimulation of language expression as the main aims. The patient was
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great ly helped by minor work and by visual stimuli. Reiding of the news-
paper was started immediately Early on in treatment, the patient became
a grandfather for tie first time and the excitement and happiness motivated
him and helped stimulate his speech. Writing was practised with material
lroei the newspapers read. He was able to write a letter to his daughter
with many mistakes. He was continually aware rf his difficulties and
could explain them accurately, for example, hi. distortions in spelling
From the twelfth lesson, he began to feel a tingling sensation in his face
ami movement of the facial muscles improved. He reported feeling better
when he speaks softly. At this stage therapy was concentrated on his
writing difficulty and in particular on certain consonants (n, ch, m, sh)
dictation was given using these letters.The patient was asked to sound out
the letters as he wrote the word and he was given a lot of auditory stimu-
lation before attempting to write the words. It was found that when the
patient was unable to write a word correctly, he had the same spelling
mistakes in spelling the word orally [36]. He was encouraged to spell the

words out aloud before writing them, and his wife would correct him when

necessary.

On retesting, the patient scored on the SAS, 21 on the H.L.Q. and

7P on the W.T.A. which was given four days before the other two tests.

(.esc It (Y S.)

Case 16 was a hank clerk aged 56 of Iragi origin who had been living
m Israelfor seventeen years. He had had two heart attacks duiing the

past two years and had suffered a C.V.A. two weeks before being tested. Me

was left with a mild hemiplegia and aphasia.
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to testing, he scored SSt on the SAS. 4t on the H.L.Q. and 221 on
the L.M.T.A. This patient's auditory decoding wM only mildly disturbed
and encoding, both oral and graphic, were most impaired. The SAS was

given first and the L.M.T.A. and H.L.Q. two days later.

The patient had a very co-operative family who were prepared to help
hint in all his rehabilitative activitiei. The/upy was aimed at improving
his recognition of objects and pictures and naming these objects. At the
sn e time, he was required to read and write the names. Pictures of objects
were used to simulate vocabulary ami later action pictures. Before writing
words, he was required to sound out the letters. This proved to be helpful.
Reading was initiated with the therapist reading aloud and gradually allow-
ing the patient to take the lead [37 p.357]. The patient was able to
describe briefly what had been read. After ten lessons, the patient re-
ported having a dream during which he spoke fluently, to awaking, he
apparently spoke fluently to his fami.'y md regresjed after fifteen minutes
This made him believe that some miraculous recovery was possible and at
this stage the writer explained to him what had caused the speech difficulty

and that it would require patience and hard word to achieve improvement.

He was perserverating both in spoken language and writing and fou.d
it difficult to find his written mistakes. Symptoms which he described
resembled those of stuttering, i.e. ability to speak well with some people
and not with others, blocking completely at times and having repetitive
blocks. He was told to relax and try to think out what e was going to
say and attempt to say it again. This helped him Because of his vocational
needs as a bank clerk, time was devoted to improving impaired arithmetical
ability at each lesson. As the patient found picture descriptions easier,

hj progressed to free speech. He was required to act out certain situations
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with the therapist such as phoning to orcer a taxi, etc. Towards the end

ol the three months therapy period, the patient was taught how to use his
own mistakes as cues.ﬁH

v> retesting, he was found to have a score of 10% in the SAS and 22
on the H.L.Q. with 79 on the L.M.T.A. The SAS was given three days before

the other two tests.

Concluding Coemwr.ts on Group 111

The patients in this group all made relatively good progress Four
of the six patients felt confident enough to carry on »*ith their daily
lives without further treatment. Two ma'e patients, Case No, 3.5 and Case
ho, 16 were able to return to their former employment although on a reduced
scale. Both these patients had very gooces help from their families between
therapy sessions and this undoubtedly aided in their good impreverent both

in language and emotional state

Case No, 13 needed further treatmentbut it seemed obvious that ther-
apy in German would be of more assistance to her. Both this patient and
Case No. 11 were hampered in their recovery of Hebrew by interference from
their home languages. Case No. 11 had beer, more conversant in Hebrew

prior to illness than Case No. 13 and so regained more Hebrew tian the

latter.



Case 17 (2.Y.)

Case 17 was a woman of Russian origin who had been a teacher of
backward children prior to illness. Her home language was Yiddish and
her Hebrew had been good She suffered a C.V.A. with resulting right
hemiparesis two months before being tested. The patient had been left-

handed prior to illness

On testing, she scored 11% on the SAS. There was some doubt whether
to treat the patient but her higher score of 31 on the H.L.Q. and her own
feeling of disability decided the matter. She scored 78 on the L.M.T A.
The L.M.T.A. was given first, the H.L.Q. three days later and the SAS three

days after that.

Her main difficulty was in graphic encoding and therapy was initiated
to help her overcome her perseverations and distortions in writing. She
was also helped in improving her ability to describe in sentences what she
had read. For this purpose, simple paragraphs were used. She was asked
to read the article aloud, then summarize what she had read and then write
her susmry. She progressed well and was soon reading her regular daily
nrsspaper In the same way as l.he paragraphs described above. A slight
dysarthria was also present which was treated by giving tongue and lip

exercises. The patient only received two months treatment but was retested

after tne three months period.

Retest results showed a score of 9% on the SAS and 26 on the H.L.Q.
with 68 on the L.M.T.A. The SAS was given five days after the othe. two

tests. At the time of retesting, the patient complained of tiredness and



?:us apparently Influenced her results. Her oral encoding impairment
>..1. .tv.lci on retest than testing and is believed to have been influenced

by the patient's fatigue.

Case 18 (C.C.)

rase 18 was a male accountant aged 40 who was of Iragi origin and
ad been in Israel for eighteen years. His Hebrew had been good in all

spheres. Ho offered a C.V.A. two weeks before being tested.

"is test score on the SAS was 1lit and 24 on the H.L.Q. On the L.M.T.A.

V  scored 125. The L.M.T.A. was given four days befoie the other two tests.

Although his disability was only slight, it disturbed the patient

because of his professional needs. He was anxious to return to work and

his reading and writing difficulties affected him Therapy concentrated
on improving these aspects. He began by writing 'it.ds, then paragraphs
,Itich he had read from the newspaper. He was also given dictation. At

all times, self-inspection and correction were stressed so that the patient
ios soon able to work on his own and correct his mistakes. He only received

lessons for one month as he felt capable of continuing on his own.

iti retesting, he scored 6% on the SAS and 20 on the H.L.Q. showing
no impairment in either language. lie scored 68 on the L.M.T.A. Hie H.L.Q.

was given two days before the L.M.T.A. and the SAS only five days later.

Case 19 (M.C.)

Case 19 was a male aged 57 who had been a carpenter prior to suffering



a C.V.A. and being luft Kith a slight right hemiparesis, dysarthria and
a mild aphasia twelve days before being tested. lie was of umanian origin
and had been in Israel for 54 years. lie had spoken and written Hebrew.

The L.M.T.A. was given first,and the SAS and II.L.Q. two days later.

Testing revealed i predominantly graphic encoding difficulty and a
slight dysarthria. His scores were 15% on the SAS and 21 on the II.L.Q.

with 88 on the L.M.T.A.

During a month's treatment, the patient was helped by practising
words with certain difficult letters to overcome his dysarthria, and was
aided in overcoming his writing difficulty by practising writing from dic-
tation and then spontaneously. He improved sufficiently to reject the

idea of having treatment after he had left the hospital.

On retesting, he scored 4% on the SAS, 20 on the II.L.Q. and To on the

L.M.T.A. All three tests were given on the same day.

Cast 20 (II.B.)

Case 20 was a male aged 62 of Austrian origin. He had been living in
Israel for 34 years and was an estate agent with a primary school education,

lie nad diabetes and had suffered a cerebral -mbolism two weeks before being

tested.

His greatest disability 'as in verbal decoding and he also had a
slight dysarthria and slow, drawled speech. The L.M.T.A. was given one day

before the SAS and the II.L.Q. four days later. On the SAS he scored 29%,

21 on the II.L.Q. in Ylddifh and 145 on the L.M.T.A.



Work was initiated on this latter problem with the patient being en-
couraged to articulate words clearly while reading and to increase ipeed
of reading. He worked on reading paragraphs and repeating words not pro-
nounced clearly. He was also asked to repeat the contents of the paragraph
which proved to be difficult for him,as hia memory span for written material
was poor. Towards end of treatment, pictures were introduced as a stimulus
for spontaneous speech. The patient was disturbed by his general condition
and especially his inability to carry on a normal sex life as he had prior
to illness. This preoccupation affected retest results as he kept digressing

while being retested and the writer feels that his scores were thus affetted.

lie scored 30% on the SAS, 22 on the H.L.Q. ith a score of 86 on the
L.V.T.A The L.M.T.A. and H.L.Q. were given on the sat* day and the SAS one

tiny later.

Concluding Comments on Croup IV

Al’ the patients in this group were very mild and two of them responded
very well to treatment. Case Ho. 20 did not seem to be highly motivated to

improve his speech. He was already coping with business activities despite

his dysarthria.

Central Comments

In this chapter it was attempted to show that various ‘/pes of thera-
peutic programmes were utilised depending upon the severity of the patient

and the ultimate goals in therapy. Cenain factors appear to have played



a significant role in tne amount of recovery made. These are:

1) Age: All the younger patients made satisfactory progress. It is
possible that they were also more motivated than the more elderly patients.

7Z) Etiology The extent of brain damage and the patient's general
hcalt.i influenced his improvement. Where brain damage appeared tobe more
severe, the patient's improvement was slower and often minimal.

3) Emotional State: Patients who were not depressed and who were suf-
ficiently aware of their difficulties, made the best progress.

4) Family Cooperation: This was of great importance. In Cases No. 7
and 10 this was the significant factor which helped the patients to make a
good recovery.

5) Former Language Spoken: It appears to this writer that patients
who had never mastered Hebrew although they had been 1living in the country
for 15 years or more, were hampered in recovering the little Hebrew they
had known, by interference from the Pome Language. This was true mainly of
those patients who were German fry " manian speaking,and was not found to be
true of patients from Arab speaking countries. It would be of interest to
discover why particularly German speaking people find the acquisition of a

language, such as Hebrew, very difficult

Therancuti.c Influence on Home Language

The hypothesis of this study that therapy in Hebrew would have a
positive influence on the patient s home language apj-ears to be proved
correct. Where improvement was made in Hebrew, a similar improvement was
found in the home langua-'- in t v majority of patients. A detailed consider

tion of the test scores will he presented in the following chapter. In



iief it may he added that fifteen out of the twenty patients treated made
improvement both in Hebrew and their home language. Cases No. 19 and 20
were very mild frcm the outset and showed 1little change in either language.
Case Jo. 1 was very severe and made minimal improvement. Case No. 2 regressed
after three months treatment due to his very severe condition. Case No. 3
showed slight regression in her home language and no improvement in Hebrew.
IThere was no case in which improvement was shown in the home language with-
out a comparable improvement in Hebrew, e.g. Case No. 9 scored 79% on the
SAS test and 43% on the retest. On the H.L.Q. he scored 79 and 44; Case
No. 16 scored 55% on the SAS and 10% on the retest. On the H.L.Q. ha scored
46 and 22. The SAS retest score shows no aphasia, the H.L.Q. shows a very
slight disability as a score of 20 is normal. Case No. 4 scored 91% on the
SAS and 51% on the retest. He scored 84 wvn the H.L.Q. and 54 on the retest.
In Appendix IV where detailed results are given of each patient it will be

seen that results in Hebrew and the patients home language follow a similar

pattern.
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CHAPTER VIII

RESULTS AND DISCUSSION OF RESULTS

Research is carried out in order to test the acceptability of hypotheses
which are derived from our theories of behaviour. After having dec led on
a hypothesis and having collected data, an objective decision must be reached
as to whether the data can be confirmed or not. The objective procedure is
based on the information obtained and on the risk we take that our hypothesis

may be incorrect.

The purpose of the present study 1is to show the effect of speech end
language therapy in Hebrew on the patient's home language. Thus the most
important result 1is the comparison of the test and retest scoreson the SAS5
and the test and retest scores on the H.L.Q. It was also ofimportance to
the writer to test the validity of the SAS as used in Hebrew For this pur-
pose the L.M.T.A. and SAS scores on test and retest will be compared.
Several statistical tests are available for use with a given research design
and a test must be chosen "whose model most closely approximates the condi-
tions of the research" and "whose measurer ent requirement ismet by the
measures used in the research" [42 p.6}. When the nature ofthe population
to be sampled and the manner of sampling have been achieved, a statistical
model 1is established. For the purpose of this study, nonparametric statis-

tical tests iere chosen for the following reasons as given by Siegel [42,:
1) The sample size is small-

2) The variables involved have not been measured on an interval

scale.
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3) A non-parametric test does nat specify conditions about the

parameters of the population from which the sample is taken

In order to compare raw scores on the L.M.T.A. and SAS, a roea.is of
calculating such scores on the former test had to be found. As the test
stands it provides scores under each sub-test but no total scores. The
writer suggested a means of calculating total scores and this was accepted

by Kcpman [61] as follows:

A patient 1is scored on a scale of 1-6 for each item on a sub-test It
was suggested that his score multiplied by the number under which it
appears, e.g. four tallies under number 6 would count as 24. This gives
a quantitative wvalue to the scores. On the advice of h'epman [61] the "Tell

A Story" item was omitted as he believes that there is no comparative item
in the SAS, and also the means of scoring differs from the other items on

the L.M.T.A.

In research it is often necessary to know whether two sets of scores

are related a- " so to what degree. Siegel [42 p.202] presented the
5 carman * ietion Coefficient, i.e. as "... a measure of association
which re< both variables be measured in at least an ordinal scale

so that the objects or individuals under study may be ranked in two ordered

series."

This method of correlation was considered the most suitable for com-
paring the results obtained in the present study. Details of Raw Scores

and statistical procedures used will be found in Appendix IV.

It if necessary to rank the scores obtained by subjects on the two

tests to be compared before the rs can be worked out Rani ng 1is a method
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of organizing scores into an ordinal scale which shows the relationship

between the scores, 1i.e. some are higher than and others lower than any

given score [42 p.24].

Where two subjects have achieved the same results, each of them is

as.,igned the average of the ranks which would have been assigned had no

ties occurred. The effect of ties on the rs in this study is negligible

as the proportion of ties 1is not large [42 p.206]

The results obtained in this study will be presented in the following

order:

1)

1) Correlation coefficient between SAS and L.M.T.A. tests
2) Wilcoxon Matched Pairs signed-ranks test to show significance of
improvement on SAS and H.L.Q. respectively-

3) Correlation coefficient between SAS and H.L.Q. tests

A Comparison between Results on the L.M.T.A. and SAS Tests

Method: Results on the above two tests and retests were ranked taking

'ase No. 3 as I. Cases Nos. 1 and 2 did not achieve results on the L.M.T.A.

and thus were not used in this comparison. The Spearman Rank Correlation

Coefficient r$ was used to establish the correlation between the results on

the two tests and a formula taking into account ties in ranking was used as

follows:

Ix2 4 ty2 - td?

Iy
2/1x51i:%5

where
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and

t3 - t
IT
The rf on the SAS end L.M.T.A. test results was 0.93 with a level of

significance of P - 0.0l1. On the retests the rs obtained was 0.95. The

level of significance here was P B 0.01.

Conclusion: As the level of significance between the SAS and L.M.T.A.
is high, it can be concluded that the two tests measure the same disorder.
The L.M.T.A. was proved valid as a test of aphasia in Hebrew by Bar-David [4),

therefore it may be presumed that the SAS is also valid.

2) A Measure of Improvement on the SAS and H.L.Q. Respectively

The Wilcoxon matched pairs signed-ranks test is used when the researcher
wants to show which member of a pair is "greater than" which i.e., the sign
of the difference between any pair, and he can also rank the differences in
order of absolute size [42 p.75]. In this study the test was used to show
whether patients made a significant improvement on the SAS end the H.L.Q.

respectively. On the SAS the T obtained between test and retest is 8.

This enables us to reject the null hypothesis at a level of signifi-

cance of P"™ 0.01. On the H.L.Q. the T obtained is 6.5.

The Null hypothesis is rejected at a level of significance of 0.01
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To*t« there 1is a significant difference between test and retest on

both tests.

3) A Comparison of Results Obtained or. the SAS Test and Retest and the

H.L-.Q. Test and Retest

yethod: Results on the above tests were ranked including cases No. 1
and 2. The index of rate of improvement is the difference between the
ranking on test and retests. This difference (d) was then ranked. The

reranking on the SAS and H.L.Q. was then compared and r, computed.

The Spearman Rank Coefficient Correlation between the improvement made
on the SAS and the improvement made on the H.L.Q. is rg B .72. The level

of significance is P B 0.01 0.72 > 0.53.

Conclusion: It appears from the above result that the correlation of
improvement between the results obtained on the SAS and H.L.Q. is significant.
It may thus be stated that there is a positive relationship between the
improvement made by a group of 20 patients in Hebrew and in their own home

language after three months speech and language therapy.

HISCUSSION OF RESULTS

(1) Comment on Test Used

It is the opinion of this writer that no test replaces careful obser-
vation. Both the SAS and L.M.T.A. proved to be valid tests of aphasia and

gave lends as to the type of therapy proprame to be planned and the areas
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HMost requiring assistance. It is necessary to exaaine the patient oneself
or to be present at Vie time of testing in order to observe how the patient

reacts to the test material and testing situation.

It must be restated that the H.L.Q. was not considered tc be a "test"
but a questionnaire designed to provide some information about the patients;1
home language ability at the time of testing. Nevertheless the Spearman
Rank Correlation Coefficient between the H.L.Q. and SAS was rSmM0.88 (P < 0.01)

which is a significant correlation.

The H.L.Q. proved to be a difficult questionnaire to use because of the
necessity to explain questions in Hebrew and have the questloaner translate
then into his home language It was never certain how accurately the question

had been translated and to what extent the patient was being helped.

(2) Time Lapse Between Tests

In planning the procedure for this project, it was decided to administer
the three tests to be used on consecutive days and where feasible, on the
same day. For practical reasons this was very difficult. The patients'
fasdlies were not always available and the H.L.Q. had to be given when some-
one from the fastily was present who knew the home language well enough to
ask the questions. This writer does not consider that the time lapse b tween
tests was of vital importance for the wvalidity of this study. ©No therapy
was started until all the tests had been given The high correlation between
test results on the SAS and L.M.T.A. appears to indicate that there was no

significant change in the patient's condition at the time of testing on each
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This study and the A.R.P. present the firstVattenpt lto use eit);cr the

(3) Test Results

SAS or L.M.T.A. in the Hebrew language. This writer considers some of the
results to have been affected by the examiners' inexperience in the use of
these tests. Case No. 13 was the first patient to be tested. Her results

on the three tests vary She is ranked as 10 on the SAS and 4on the L.M.T.A.
Other subjective factors which were apparent to the writer appear to have
affected test and retest results, viz. fatigue, nervousness and relationship
with the tester. Case No. 17 was very tired when having the SAS and 11.L.Q.
retest . d this was thought to have affected her results. Case No. IS was
nervous while taking the L.M.T.A. retest. He was not well acquainted with
the examiner as with the examiner on the SAS,and expressed his nervousness
and anxiety to prove himself. Cases No. 1 and 2 were not able to achieve
scores on the L.M.T.A. as they could not even pass the screening test. Ooi
the basis of this failure they should not have been taken for therapy. But
as has been stated previously in Chapter VII, the writer felt that an attempt
should be made to help them. Tlieir poor results both on the SAS and 11.L.Q.

shows the ineffectiveness of speech and language therapy with such patients.

(4) Method of Acquiring Hebrew

The patients in this study can be divided into three groups as regards

their means of learning Hebrew initially:

a) As
b) As
c) As
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There is no difference in results between the patients in the three

groups. Therefore it may be concluded that the method of learning Hebrew

initially was not an influencing factor on the patients progress.

(5) Spontaneous Recovery

This was considered as a possibility with each case. In a nunfcer of

cases it seems to have influenced the patients progress. Case No. 7 showed

very rapid and marked improvement which the writer felt was due to spontan-

[31 p.33] state that the recovery from

eous recovery. Osgood and Miron

oedema in the early stages after trauma or surgery inf* 'ces the patient's

spontaneous recovery. This appears to be true of Case No. 7. Both Cases

No. 18 and 19 were very mild at the outset and did not receive the full three

months therapy because they felt able to cope on their own. Spontaneous

recovery may have played a role in their recovery.

6) Regression

There was very little regression noticed after three months therapy.

In patients where no progress was made in Hebrew the same applied to their

home language. Where a drop in test results was evident, such as in Case

20, it was only a slight regression and in this case was probably influenced

by the patients anxious state at the time of retesting. Case No. 3 made no

significant progress.
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(7) Tamily Influence on Therapy

It was found that when the patient's family were cooperative and willing

to help in the therapy programme, progress was influenced positively. This

'as true in Cases IS and 1l6.

In Case No. 9 (E.K.) where the relationship of the patient to his wife
"as aggressiw prior to illness, she could not be of any assistance in the
therapy programme The same applies to Case No. 7 (H.H.) but in this instance

spontaneous recovery was evident and the family relationship did not inter-

fere with improvement.

(*) Psychological Factors

Eisenson 1is of the belief that aphasics who were neurotic prior to ill-
ness will have more difficulties in adapting to the situation than those who
were better adjusted [31 p.51] In this study psychologycal factors played a role
uoth in the general recovery of language and possibly in the ease with which
one language may have been regained in preference to others. This will be
consented on in more detail in the next chapter. In the case of patients
13 (R.B.) and 11 (: 0.) affective factors played an influence on their recovery
cf Hebrew. Both of them had managed well in their home language prior to
illness and had never had the incentive to speak Hebrew. On the other hand,
patients such as 16 (Y.S.) and 18 (C.C.) were motivated to return to profes-

sions in which spoken ard written knovledge of Hebrew would be essential.

General Comments

This writer considers it of importance that no patient made significant
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improveient in Hebrew without a similar improvement in his home language.
Conversely, no patient regained his home language during the three months
f'.eiapy without a comparative gain in Hebrew the language of treatment. This
fact seems to prove that the improvement in the home language could net have
been a result of spontaneous recovery alone as a similar improvement was
made in Hebrew. Therefore, therapy given in Hebrew must have been the in-

fluencing factor on the recovery of the home language.
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CHAPTER IX

CONCLUSTION

A samr-le of twenty adult aphaslc patients living in Israel and having

imigratec. in adulthood was studied with the following hypothesis in view:

That therapy in Hebrew which was not the patients home language, would

have a positive effect on th* recovery of the home language.

After having been tested both in Hebrew and their home languages, and
having received therapy on an average of three times a week for three months
it was concluded that there is a positive influence of therapy in Hebrew
on the patient's home language. It was also shown statistically that a
significant correlation exists between the results obtained on tie Sklar
Aphasia Scale in Hebrew and on a Home Language Questionnaire in the patient's
own home language. No patient made a significant improvement in his home
language without a corresponding improvement in Hebrew, the language used
in therapy. Conversely no patient improved in Hebrew without a similar
improvement in his home language. It may therefore be assumed that therapy

in Hebrew had a positive effect on the Home Language.

An attempt will be made to draw on the theories of aphasia and of
hi lingual ism which were discussed in Part I of this dissertation, in order

to find an explanation which will justif" the above conclusions.

No-wherc in the literature has this writer been able to find proven
explanations of whit takes place in the brain during the recovery of lang-

uage after aphasia. Neither have investigators reached final conclusions
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a* to a psychological or neurological explanation of bilingualism in terns
of where different languages are located in the brain [53 p.72]. Never-
theless, this writer does not believe that separate centres exist for each
language learnt by an individual Penfield [32 p.253] states that "French
is not subserved by one area of the brain and English and Chinese by others
lie claims that in thirty years experience in Montreal he has not come across
cases of patients who have lost one language and retained another after
brain injury. From this it maybe assumed that when an area of the cortex
is damaged or injured and a language function disturbed, the same function
in other languages is disrupted as well. Thus if through therapy the lang-
uage centres can be stimulated, all languages stored in thrse areas should

benefit.

The method of learning a secondary language may have an effect on how
it is restored after aphasia. The patients treated in this study were all
what may be termed "coordinate tilingual" according to the definition of
Osgood and Miron [31 p.35). Each language was learnt under different cir-
cumstances and has different affective associations for the bilingual. This
writer believes that the relearning of Hebrew was important for eighteen
out of the twenty patients treated and motivated the* in therapy ttily two

patwerzre able to run their daily lives without the use of Hebrew

A theory which may explain the carryover of i“rovement into the home

language, 1is propounded by Osgood and Miron [31 p.136]. They state that

”

development cf linguistic discrimination* depends upon psychophysic-

logical factors rather than the structure of any code per ae.' This has
won « bmm cornet W V.*,. i-t th., Wltow th« U. orier to do
so it wuld tew to ho that " ... rrot—tid «.d I-l.oooBit controt,

locoiooi i. oc¥* "TO trtnsfosTod to othor lo.ro.to. I"



It appears to this writer that such a transferal w,y have taken place anon:;>t

the majority of patients treated in this study.

“rom a physiological view point it is hypothesised that therapy, -~e-
activate”tertain iupaired areas of the brain or stimulates other areas to
take ovei disrupted language functions. In order to achieve this restora-
tion of .anguage, it 1is believed that a process of auditory and visual

mi?it be initiated, as was done with the patients in this study
Schuell et al [37 p.338] have stated that "... repeated sensory stimulation
is essential for organization, storage and retrieval of patterns in the
brain and it. would be strange if language patterns operated according to

seme other principle.**

When the patient's main difficulty lies in an inpainnent of auditory
perception, Luria [23 p.164] describes a process of retraining which
illustrates the writer's belief that retraining of auditory perception need
not be confined to any particular language. The patient's improved ability
to distinguish between and articulate different phonemes must have an effect
on other languages in which these sounds feature. In the case quoted by
luria, the difficulty after trauma was marked by a disturbance of 'phenematic
learing'. lie could not repeat words and could not distinguish t>etween

onemes, e.g. he repeated 'paba' as 'fcaba*. The initial treatment con-
s sted in stimulation to enable him to distinguish between various sounds
in words. Gradually the patient began to retain speech sounds and then
to understand words. It is believed that patients in the present study who
were trained to hear the sound /na/ and distinguish it from Zna/ weye being

aided in using these sounds in their home language and other languages

spoken formerly.

/1%4
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IXiriitf ther”y, the patient usually begins naming objects other than
those ne has been trained to name. "It is as if, having discovered the key
to a locked door, it becomes progressively easier to secure materials that
are already stored there" [31 p.33]. This seems to be applicable also to

the recovery of words in languages other than that used in therapy.

The treatment programme was based on the individual needs of each
patient and the family involved in helping the patient between lessons
wherever possible. It was evident in the patients improvement when the
family was being cooperative. Cases Nos. 15 and 16 are examples of a
positive influence of the family, whereas the lack of improvement in Case
No. 3 was considered due partly to her solitary existence. Cases Nos. 4
and 9 could have made further improvement, in this writer's opinion, had

their family relationships been more favourable.

The writer believes in the benefit to the patient of simultaneous
writing and saying of words It may be true that the act of writing with
the left hand does not in itself help in regaining speech (Schuell [36 p. 152]),
but it is thought that the combined activitiesfacilitate the recall and
uttering of the word. In this respect, 1illiteracy was considereda dis-
advantage for the patient undergoing treatment. The ability of patients

to read the daily newspaper acted as a reinforcing factor in whatever lang-

uage the paper was read.

Croup therapy proved to be of little value in the present study.
There were only four patients who were hospitalized at the same time and

for whom group therapy was of assistance.

It was of interest to this writer to note the interference of the

patient's former languages on his recovery of Hebrew. Of special signifi-

Z14s
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cance was the fact that the aaoxait of time since iemigration was not as
important as the patients' age and hceie language. The majority of younger
patients and those coming from countries in Africa or the Middle East weie
able to relearn Hebrew without inserting words of another language. Those
patients from Europe, and especially from Germany and Rumania, continually
introduced words from their hone language into their Hebrew vocabulary.
There are, of course, emotional factors which may have played a role in
this procjss. The younger patients with families and children were more

highly motivated to speak in Hebrew,

LIMITATIONS OF THE PRESENT STUDY

One of the unforeseen problems which was encountered in this study,
was the difficulty in finding suitable patients. The number of patients
who did not want to complete treatment, or could not be accepted for treat-

ment was relatively high Only 20 patients received treatment out of 35

tested.

In planning this study it was originally considered having a control
roup who would not receive therapy during the three months between testing
and retesting. It was decided to wait until the project was voderway and
then to reconsider this proposal. Once the project was started, and the
difficulty in finding suitable cases was experienced, it was proved to be
impractical to consider a control group. It is believed that the lack of
a control group made it difficult to ascertain the amount of spontaneous

recovery which may have played a role in the patient# recovery of speech

and language.



There were variables during the period of treatment which were beyond
the control of the therapist. The amount of home language which the patient
heard and spoke with his family and friends, could not be estimated. Osgood
and Miron (31 p.33] point out that in considering the amount of improvement
an aphasic tins made, the practice and experience which he gains in ever day

living betwer i therapy sessions must be taken into account.

A further limitation lay in the lack of suitable test material in all
languages other than Hebrew. The H.L.Q. 1is not considered to be an adequate
test and yet for practical purposes the compilation of tests in the wvarious
languages was impossible. The fact that the family had to be relied upon
to ask the questions on the H.L.Q. and to convey the correct interpretation

of the answers to the therapist was a distinct draw back.

This writer believes that more intensive therapy, e.g. once a day in-
stead of three times a week 1is essential for severe patients. Several of
the patients in this study may have made better progress had they received

daily treatment.

Mention must be made of the physical conditions under which the patients

were tested and treated. Every attei was made to obtain the most suitable
conditions for this purpose. But the patients were not seen in a speech
clinic but in various hospitals and in their own homes. The conditions were

not always ideal and in hospital it was often difficult to eliminate noise.

APPLICATION

The results of this study may be applied in the following ways:

1) The Sklor Aphasia Scale was proved to be a reliable, easily adaptable



it J iieved that this will be true in languages other than Hebrew.

2) The attempt to use a tape recorder to provide stimulation at home

for Case No. 4 could be applieo io other aphasic patients or patients with

different speech defects.

3) The results of this study indicate that an adult aphasic may be
taught words in a foreign language which he did not know prior to illness,

fhis may be applied to the teaching of new languages to aphasics.

SUGGESTED RESEARCH

1) It was of interest to this writer to note that some home languages
interfered with the relearning of Hebrew. It is known in Israel that certain
communities find the learning of Hebrew more difficult than do others. It
would thus be of importance to investigate which languages in a bilingual
or polyglot aphasic patient tend to interfere with his relearning of the

language of the country in which he lives.

2) It is suggested that languages"which are linguistically related
such as Hebrew to Yiddish, may aid the,bilingual aphasic in language re-
education, whereas languages unrelated such as Hungarian and Hebrew may

act as an interference in therapy. This hypothesis could be investigated.

3) A similar project, to the one reported here, in a country such
as South Africa with English and Afrikaans speaking patients, would provide

interesting results for comparison with those obtained in this study.

4) a group of compound bilingual aphasics. who have learnt their twee-

languagcs as "translation equivalents [31 p.135], should he studied to



coupare their progress to that made in the present study.

5) It may be of interest to determine whether or not a group of
aphasics who were bom in Israel and spoke Hebrew as their home language

would have made the same progress as the patients in the present study

6) A further study similar to the present one but including a control

group who do not receive therapy may be possible in other parts of Israel.

In conclusion, this writer believes that the present study may provide
information, help and encouragement for those therapists in all parts of
the world who have felt doubtful about treating adult aphasic patients whose

home language 1is not that of the country in which they live.



Confused.
Depressed.

Anxious

Jargon
Dysarthie

Retardation.

Sub-Test

I-A-D
II-V-D
III-0O-E
IV-C-E

TOTAL IMPAIRMENT SCORE Equals

impairment Scores of

T ¢ II ¢ IITI ¢ IV divided by A -

Prognosis:

APPENDIX I

SKLAR APHASTIC SCALE
by MmuTlce Sklar. Ph.D.
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.tiVmen n*»nnn
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Uncooperstive. Other Other
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Oral Aprsxla. Substitutions. Distortions.
Other Other Other.
THE SAS IMPAIRMENT SCORES ANALYSIS PROFILE
Item Score . Total
None Mild Moderate Severe
Impairment 0 1 2 Global
a a - -0 10 11 30 31 60 61 90 91 100
m2 0 10 11 30 31 60 61 90 91 100
m2" 0 10 11 30 31 60 61 90 91 100
m2 * 0 10 11 30 31 60 61 90 91 100
0 10 11 30 31 60 61 90 91 100
Ihi<Favorable
(circle one) Favorable ~



IV . GRAPHIC DECODING

(C - E)
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VISUAL DECODING (V - D)
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AUDITOR DECODING (A - D)
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12.

13.
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8.

10.
1.
12.
13.
14.

15.

16.
17.
18.
19.
20.

HOME L AW itGE QUESTIONNAIRE

The questions are analysed according to whether they test the folloving:

Automatic, everyday activities -

Auditory decoding
Auditory decoding Motor
Visual decoding

Oral encoding

Graphic encoding
Arithmetic ability

Score
Question

Can the patient tell you his naae and
address? Lt i i e

Does he recogni e the n s of family
and friends?

ian he say their names?  ..........
Can he count to 20 ? ...............

Can he name furniture in the room,
e.g. table? ...t

Can he read the newspaper and under-
stand what he reads? ............ ...

Can he read his name if its written
for him? e o o o o o o 6 o o e « o

Can he read aloud? .................
Can he count money?  .....i.iiieinn
Does he understand what he is asked?
Does he understand what is read to him?
Can he ask questions?  ............
Does he recognise colours? ........
Can he tell the time?  ............

Can he do what he is asked, e.g. open
your mouth, close your eyes?

Can he copy his name and simple words?
Can he write simple words from dictation?
Can he point to objects in the room?

Can he find the words to express himself?

Does he understand when he is told news"

|
Pao<p >
=

I

Nearly Some-

Always times

Analysis

Seldom No

A/O

A/0

A/0O

V-0

AR/E

V/E

V/E

AM

A/C
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APPENDIX III

PAMPHLET PREPARED FOR THE FAMILY OF THE APHASIC PATIENT*

TO YOU
THE FAMILY

OF THE APHASIC PATIENT.

In the last few days or weeks, you have known that someone close to you
is suffering from an illness which makes it difficult for him to communi-
cate with you You may also have been told that the cause of this difficulty
is an injury to the brain. He doesn't remember names and he may pick u- an
object such as a pen and not know what to do with it. At times you tell him
some simple news and he doesn't understand. He may ask for his glasses and
try to read the paper. When the letters don't make sense to him he complains
that he needs new glasses. This is often not the cause of the trouble. The
truth is that he may see as well as befoxe but the words and the letters are
rcaningless to him He may be one of tl patients whose speech has been lost
completely and he tries to communicate with you by using words which sound
like nonsense. Or he may be one of the less severe cases who can express
-irtself but suddenly forgets the name of a simple object. All these and
BMany more are symptoms of a disorder known as "Aphasia". What does aphasia
really mean? It means a loss of language - a loss of the ability to communi-

cate. The severity of the disorder varies from patient to patient and in

This pamphlet was translated into Hebrew b> T. Gabrieli, into
French by E Lamdani and into German by H. Rosenberg, all of Haifa, Israel.
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the same psMent at different times. The difficulties are not only in
speaking. A patient may not be able to read or write, to do arithmetic or
to understand spoken language. Seldom does a patient have only one of
these defects. Usually he has a combination of two or more. Now that the

patient has started speech lessons there are many things you can do to he’u

him.

1) Remember that the patient is an adult who is having difficulties,
lie should not be treated as a child.

2) His most urgent need is to communicate. Encourage him to do so in
whatever way he 1is able. He may be able to point to things that he wants
or to write words. Encourage him to speak when he makes an effort but don't
demand too much from him. He may become easily tired and despondent.

3) It sometimes helps the patient who is searching for the right word
if you give him a hint or remind him of the first letter of the word. This
is often enough to help him to say the word. But allow him to try to find
the word alone before you help him.

4) Don't let him feel that you are worried or upset by his speech

difficulty. Don't ask him to speak more clearly or to "tell them" when
friends come to visit. This only embarasses him and won't help him to
speak.

5) Sometimes you may find it impossible to understand what the patient
is trying to tell vyou. You may try to help him by suggesting that he for-
gets about it for the time being and you'll discuss it again later.

6) Speak to hi': clearly and simply. It may be difficult for i.im to
understand long sentences and explanations,so it is better to explain things
briefly.

7) It helps to talk to him about everyday things that he can see in his

surroundirji, e.g. his food, the furniture in the room, his clothes. You
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iray ask him to name these things for you and to try to ask for the things

he wants.

8) Encourage him to use everyday phrases such as "Shalom", 'Mow are you".
This will help him to be more sociable.

9) Ask him simple questions which require simple answers such as
"Yes" or "No" instead of asking him questions such as "What happened todayT"

10) If you feel he understands you should tell him the news from home
and let him feel that he is still an important part of the family and you
value his opinion when he is able to give it.

11) Some patients become easily upset. When you find that he begins to
laugh or cry easily and finds it difficult to stop himself, change the sub-
ject and start talking about something else.

12) lie should not have more visitors than he can cope with. You should
explain to the visitors before they see him that he has difficulty in under-
standing and in speaking. It helps to tell them some of the things you have
learnt about aphasia before they see the patient (not to ask complicated
questio.n, not to show their upset or worry about his lack of speech, etc.).

13) If a patient was difficult before the illness he may be even more

SO now. Others who were easy-going people may become difficult, impatient
and frustrated as a result of their illness. You must show patience and
understanding.

14) Don't make the patient feel too optimistic by statements such as
"Don't worry you will soon be back at work". It is better to say to him
"I understand how hard it is for you, but you are making good progress").

15) You will probably ask yourself how long will it take for the patient
to get better. This 1is a very difficult question to answer. It is generally
accepted that the patient makes his maximum recovery in the first six or

nine months after the onset of illness. Some patients may return to their

/187



former employment, and others may not recover sufficiently to return to work.
The main thing is to encourage the patient to be as independent as possible
in every aspect of his 1life Recovery is a slow process which is helped
be encouraging the patient to do as much as he can for himselfDon't spaal
for thepatient or answer questions for him when he is able to do so for

himself,even if his speech is not clear.

When the patient returns home remember the following:

1) He must be as independent as 1is physically possible.

2) Don't keep remembering or talking about how he used to be before.
Accept him as he 1is now and help him to make the most of the abilities he
has.

3) Try to have a sense of huaour and encourage him to see the lighter
side of 1life too without laughing at him.

4) Try to look after yourself and see that you have time out of the
houf.e away from the patient at least once a week.

5) Try to keep the patient busy around the house with suae type of
occupation he may have learnt in hospital.

6) He must be helped to resime his former role in the family to as

large an extent as 1is possible.

Recovery 1is a slow process. It is helped by encouraging the oatient
to do as much as he can for himself. The important thing is to foiget his

handicap and make full use of the abilities that are left to him.



Excludlnp cases

H2 -
test test test
*Please note: Cases No. 1 and 2 as discussed in Chapter VII, are pre-
sented as No. 19 and 20 as they have no L.M.T.A. results. In calculating

the rs between the SAS and H.L.Q. they again appear as No. 1 and 2.



retest

SPEARMAN RANK CORRELATION COEFFICIENT: r.

where

This formula takes into consideration ties in ranking



Therefore there 1is a high correlation between the two tests



Therefore there is
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Hifirefor* there 1« m hiph corrrlatior between the two tests.
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Case

10
11
12
13
14
Is
16

18
19
20

r*?

rr2
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AND H.L.O. TK<rr

end C7) of Raw Scores

d a?
-1.5 2.25
-0.5 0 25
-1.5 2.25
4 16
0 "
2 4
0 0
2.5 6.25
1 1
-1 \
35 12.25
1.5 2 25
-2 4
3 9
—a 9
2.5 6.25
1.5 2.25
-2 4
-2 4
M 12 ISM

(20)1 - 20 23- 2
%%———--——- —TSH *C.A 5-0.S ¢« 664.S

665 - 1 5 =+ 663.5

664 5*663 S-1S0 _ 1178

Tlicrefore there is a high correlation between the two tests.
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10
11
12
13
14
15
16
17
18
19

20

11

13

10
15
24

21

19
28

16

34.

34.

33

30

G. CtiMPAIt1SUN BCThTEN UtPROVEMENT MADE ON SAS AMU I 1 Q.

Rank

18

14

12

32

22.

25
31
27

26

22.

38
36
37
39
40

29

Ranking o,' the difference between SAS test and retest.

Ranking of the difference between 11.t.Q.

SAS

! fk

.5 3.5

-3
1
11

5 12.5

10

10
20

v

Pank A*

14

20

17.

10.

12

14.

16

13

10.

19

.5

Case!

10
11
12
13
14
Is
16
17
18
19
20

12

26

14.

14.

18

19
27

31.
36.

33.

16
29
13

31.

23

20.

24

36.

28
22

25

36.
33.

30

39.

36.

14

12

17.

14

15

12

30.
13.

18.

14.

test end r=t,«,

(S BN G Iy

18
14

N

10

12
13

16

16

16
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G. fXyTAPISCT1 BETWEEN IMmjVnr.NT MAPI; ON SAS

.Rank 1
Rank A
Case N V
1 3.5 12.25
2 -6 36
3 2.5 6.25
4 0.5 0.25
5 -0.5 0.25
6 1.5 2.25
7 0 0
6 1.5 2.25
0 0
10 2.5 6.25 1
11 0.5 0.25 3
12 s 25
13 4 16
14 -1.5 2.25 |
15 -5.5 30.25
16 3 9
17 0 0
18 -2 4
19 5.5 30.25
20 -3 9

d" . 191.75

r , I1x2*ly2-1* , 331.66*330.66-191.75 . 662.32-19.75 _ 450.57
8 2/rx3*ry2 2/331.66%330.66 “TTSTS 661

2ili

.h.» tv .a|~.,T,.XMZJjH . A .24,

ly2 B 331.66 - 1 « 330.66
» 0.72 (r <0.01)

There 1is a si<rnific;uit relations; !;' .etfoen the inprovemeut nade on the
SAS and H.L.Q.
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wi J £ ? mftATOini) PAIR signed RANKS qpor

Retest

Case , 4 Rank of d.

1 -2 o1

2 122 16

3 104 15

4 8 3.5
5 206 20

6 140 17

7 144 18

8 94 13

9 68 12

10 32 8
11 62 .

12 20 6.5
13 98 14

14 I 182 19

15 8

16 20 6.5
17 42

18 -2

19 44 10
20 -12 -5

T g (P < 9.01)
N 20

Therefore there is n significant difference between test and retest.
Hie Null hypothesis tint there is no difference between fsst and retest

has been rejected at 0.01 level of significance.



H»L.Q Teat aiid Retest

Case di RiJik of dA
! -5 -6.5
2 30 18
3 26 14.5
4 5 6.5
5 44 20
6 28 17
7 35 19
8 24 12.5
) i: 10

10 26 14.5

It 13 11

12 10 9

13 27 16

14 24 12.5

15 5 6.5

16 4 4

17 1 1.5

18 1 1.5

i 6.5

i
T r.T (P < 0.01)

Therefore there is a significant difference between test and retest,
ihc Null hypothesis is that there is no difference between test and retest.

This has been rejected at a level of significance of P* 0.01.
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