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Critically discuss the methods used to explore the language deficits experienced by aphasic patients.
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	Aphasia is defined as “the disturbance of any or all of the skill, associations and habits of spoken or written language, produced by injury to certain brain areas that are specialized for these functions” (Goodglass & Kaplan, 1983, p5). When discussing aphasia, it is important to recognise its use as a collective term for different types of aphasia. Broca’s aphasia (known as expressive) involves patients having difficulty with speech, but can comprehend sentences efficiently, whereas patients with Wernicke’s aphasia (receptive) speak fluently but their sentences lack meaning, with poor ability of sentence comprehension (Geschwind, 1979). This essay will be critically discussing two methods used to explore the language deficits related to aphasia. Whilst there are many different methods, this essay will focus on the Frenchay Aphasia Screening Test (FAST) and the Reitan-Indiana Aphasia Screening Examination (ASE).
	The Frenchay Aphasia Screening Test (Enderby, Wood, Wade, & Hewer, 1986) is a test that screens for aphasia. The FAST was developed to provide healthcare professionals with a quick and simplistic way of identifying aphasia in patients. It does not need to be performed specifically by specialists; it can be performed by general practitioners, student medical staff and non-practitioners (Enderby, Wood, Wade, & Hewer, 1986). The test takes approximately three to ten minutes to complete and is very brief in comparison to other methods to test language.
	Patients who undertake the FAST are scored on their abilities using the following subscales; comprehension, verbal expression, reading and writing (Enderby, Wood, Wade, & Hewer, 1986). The test centres around a double-sided card stimulus that depicts a river scene on one side. The other side depicts geometric shapes and then five sentences. For comprehension, the patient is required to point out different items on the river scene e.g. a boat, a tall tree, or sequences of items e.g. a man’s left leg then a canoe. Similarly, the patient must point out the different geometric shapes. For verbal expression, the patient is asked to describe the river scene in as much detail as possible. The picture is then removed and the patient is then asked to name as many animals in one minute as they possibly can; not just limited to the ones in the river scene. For reading, the patient must read the sentences to themselves and perform the action provided. Finally, for writing, the patient must write about what is happening in the river scene in a maximum of five minutes. The responses are then scored out of a total of 40. Aphasia is present if the total score falls below the following points, 27 for those under 60 years old, and 25 for those over 60.
	A review by O’Neill et al. (1990) found that there was an inverse relationship between age and FAST score. Participants for the study were split into two groups, elderly people and elderly people with a first time stroke. The study involved performing the FAST test on both sets of participants. Of the fifty-one elderly participants, ten of those failed the test, compared to twenty-eight of the eighty-two participants with a first time stroke failing the test. The researchers noted that the stroke participants failed due to a reduced level of consciousness. The results questioned the reliability of FAST for testing for language deficits in aphasia patients as both groups failed the test.  However, the sample of normative participants for the study was limited, and it can been suggested that the stratified cut-off points for the test scores should be interpreted carefully as to not incorrectly classify an elderly patient as aphasic, (Salter, Jutai, Foley, Hellings, & Teasell, 2006). It is also important to take into account other ailments that may affect their language skills like dementia. 
	In addition, the FAST suffers from a lower level of specificity compared to a clinical examination, which implies that the use of the test is not an effective substitute for a thorough assessment by a trained clinician (Salter, Jutai, Foley, Hellings, & Teasell, 2006). Though the quickness and accessibility for non-specialists to perform the test is a positive for immediate results, this in turn can also be seen as a limitation as a specialist may notice certain traits that may not be covered by the criteria included in the brief test.
	Similar to the brevity of the FAST scale, the Reitan-Indiana Aphasia Screening Examination presents a brief scale with subscales of reception, expression and comprehension. The ASE is a subsidy of the Halstead-Reitan Neuropsychological Test Battery (HNTB), a series of eight tests that evaluate the functioning of the brain and nervous systems. (Reitan & Wolfson, 1985)  Unlike the FAST, it is recommended that only specialists perform ASE (Williams & Shane, 1986). Originating in 1949 as the Halstead & Wepman Aphasia Screening test (Halstead & Wepman, 1949), the 51-item scale was revised to 32 items in 1985. The test involves the naming and writing of items, reading increasingly long passages, repetition of words, arithmetic problems, the drawing of shapes without releasing the pencil and following instructions to touch an area of the body on the opposite side to the hand. Unlike the FAST, the participant is scored on their incorrect responses.
	Reviews of the ASE suggest that there is a significant link between level of intelligence and test score on the ASE (Salter, Jutai, Foley, Hellings, & Teasell, 2006). The tasks involved in the ASE can be influenced by level of intelligence rather than levels of aphasia (Ernst, 1988). Though the scoring criteria was revised, there is still some difficulty in scoring some aspects accurately and in turn harbour a lower level of reliability than the FAST (Salter, Jutai, Foley, Hellings, & Teasell, 2006). It has been suggested that a more detailed scoring system with increased focus on the hard-to-score items would improve the reliability (Barth, MacCiocchi, Giordani, Berent, & Boll, 1984 ). The ASE was also reviewed to explore whether sex influenced the outcomes of the HNTB, and the results showed that whilst the test favoured men slightly, the result was not strong enough to make a concise conclusion (Dodrill, 1979).
	To conclude, there are many different methods of testing for language deficits in aphasia patients. Brief accessible tests have been created to provide quicker and easier assessment methods for this reason, though this also is their downfall. The brevity of the FAST and ASE tests often do not take into account the pre-existing factors of the patient that can influence results such as intelligence, age-related illness and gender. The accessibility of the FAST means it can be performed by someone who is not a specialist in the field of speech and language, and important crucial signs could be missed and can lead to misclassification. 
[bookmark: _GoBack]	To combat this, whilst it is important that aphasic patients can have their language skills assessed quickly, it is imperative that this is carried out professionally and with as much specialist knowledge as possible. Future methods should incorporate factors such as age group, gender and pre-existing illnesses, as well as an increased focus on training individuals who may need to perform these tests to a high standard. 	
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