Language aphasia methods 
[bookmark: _GoBack]
	University of Wales Trinity Saint David

	Critically discuss the methods used to explore the language deficits experienced by aphasic patients.  
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	To enable the critical discussion of methods used to explore language deficits experienced by aphasic patients, it would first be prudent to explain what are meant by language deficits in relationship to aphasia. Aphasia is caused by damage to the language specific areas of the brain through physical injury, brain tumour or stroke. It should also be noted that language aphasia can be caused gradually by such conditions as Alzheimer’s disease.
Aphasia can be classified in either one of two ways. Firstly, receptive, where the individual has a difficulty in understanding language, and secondly, expressive, where the individual has a difficulty in using language. The term language refers not only to the spoken word, but to written, gesticulated or drawn. 
There are a multitude of language aphasia’s the main aphasias being, Global aphasia, Broca’s aphasia, Mixed non-fluent aphasia, Wernicke’s aphasia, anomic aphasia and primary progressive aphasia, moreover, there are additional variations of aphasia that do not fit specifically into one of the main types of aphasia. This being the case, there are many screening and testing tools both available as is or in kit form to be adaptable to what best suits an individual, thus due to word count restrictions, this paper will only critically examine at three tools. Firstly, the Language screening test (Flamand-Roze, C., Falissard, B., Roze, E., Maintigneux, L., Beziz, J., Chacon, A., Join-Lambert, C., Adams, D., Denier, C., 2011). Secondly, The Aphasia rapid test (ART) (Azuar, C., Leger, A., Arbizu, C., Henry-Amar, F., Chomel-Guillaume, S., Samson, Y., 2013). And thirdly, the Ullevaal aphasia screening test (UAS) (Thommessen, Bautz-Holter, & Laake, 1999)
The first screening tool to be discussed is the language screening test, which was designed to be brief, this it does by being completed in less than two minutes (Flamand-Roze, et al., 2011). The reason that the language screening test, was designed to be administered at the bedside of the patient by nursing staff in the acute and chronic phases of stroke. The language screening test is used as a tool to explore; naming, repetition and automatic speech from the expressive index to assess for Broca’s area, as this is linked to expressive language, for example, correct , of the individual, and recognition and verbal instruction from the receptive index; how the individual perceives spoken language as this could indicate problems in the Wernicke’s area. However, it does not assess either the writing or comprehension of text (Rohde, et al., 2018). The language screening test was validated psychometrically against the Boston diagnostic aphasia examination (Goodglass & Kaplan, 1972), scored high on both sensitivity .98 and specificity 1.00, and with a high reliability for both the intraclass correlation coefficient =.96 and inter-rater agreement =.998 (Flamand-Roze, et al., 2011; Rohde, et al., 2018). The intraclass correlation coefficient is a measure for estimating the reliability of sets of ratings, based upon the analysis of variance and estimation of variance components for one-way classification (Bartko, 1966), the inter-rater agreement is a reliability measure that presents specific linear agreement weights and minimal sample sizes (Cicchetti, 1976). As has been previously stated, the language screening test does not look at written language, so this would need to be checked after referral to the speech and language therapist, although it does, however, examine gesticulation, which would make it useful for the examination of individuals whose first language is sign language. Arguably, due to the simplicity of the test, it is possible to have it translated and administered in any language,
	The Aphasia rapid test (Azuar, et al., 2013) was designed to be administered by any health professional as a brief bedside assessment to rate and monitor the severity of aphasia in acute stroke patients and has shown to be highly predictive of the three-month verbal outcome (Rohde, et al., 2018). The Aphasia rapid test examines the execution (Guyette & Diedrich, 1981) of simple and complex orders, repetition, object naming, scoring of dysarthria, verbal semantic fluency task (Azuar, et al., 2013; Rohde, et al., 2018). The Aphasia rapid test has an administration time of three minutes (Azuar, et al., 2013). Psychometrically the ART has a validity on sensitivity of .90, which is high, and (Rohde, et al., 2018) moderate specificity of .80 (Azuar, et al., 2013). Although it should be noted that the aphasia rapid test does not differentiate between aphasia, apraxia of speech and dysarthria, and thus, should not be utilised as a diagnostic tool (Rohde, et al., 2018). Psychometric reliability had an inter-rater = .99, which is high on concordance coefficient, and a weighted Kappa of .93, which again is high. As mentioned, the ART does not discriminate between aphasia, as has been previously explained, apraxia of speech, is developmental, and is a difficulty with imitative speech production (Guyette & Diedrich, 1981), whereas, dysarthria is described as a faulty pronunciation or deviation caused by neuromuscular problems in the motor production of language, often coming across as slurred speech (Enderby P. , 1980).
	The Ullevaal aphasia screening test (UAS) (Thommessen, Bautz-Holter, & Laake, 1999) has an administration time of between five and fifteen minutes and was designed to be administered at the patient’s bedside by nursing staff (Rohde, et al., 2018). The UAS evaluates expression, comprehension, repetition, reading, reproduction of word strings, writing and free communication based on the painting Self-portrait by Theordor Kittelsen, to elicit a more emotive language (Rohde, et al., 2018). This then classifies patients into one of four categories namely, no, mild, moderate or severe The psychometric data for the UAS for validity has a sensitivity of 75% which is low to moderate, and a specificity of 90%, classed as moderate (Rohde, et al., 2018). The authors of the UAS explain that predictive value of a negative test was considered satisfactorily high (Rohde, et al., 2018). The reliability was tested using a weighted kappa = .83, which gave a coefficient of agreements rated as moderately high (Rohde, et al., 2018).
	In conclusion, the three models looked at, the language screening test, aphasia rapid test and the Ullevaal aphasia screening test have all shown to be adequate for the initial screening of patients experiencing stroke symptoms, thus expediting the referral to more specialised services of speech and language therapy, where it may be possible then to alleviate some of the stress caused by either the loss or difficulty in both language production and reception. 
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