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According to Kent (2000), Apraxia of speech is a speech disorder caused by a “deficit with the programming for the rapid sequence of motor movements” that are required for speech, despite the muscles remaining intact and functional. Aphasia is not only limited to language impairment it includes auditory, reading, writing and gesture, and approximately 80% of language disorders arise from a consequence of stroke (Sickert, Almut, Anders, Lutz-Christian, Munte, Thomas, F., Sailer, & Michael., 2014). Whilst there are a wide range of tests available to evaluate the severity of apraxia, correct diagnosis is paramount for the adequate treatment plans required to potentially improve the condition and life of patients living with aphasia. We will discuss Frenchay Aphasia screening test (FAST) and Aachen Aphasia Test (AAT).

Speech pathologists usually have a 30 minute window in which to diagnose a patient, with highly variant patient performances and symptoms, (Vogel, et al, as cited in Rohde, A., Worrall, L., Godecke, E., O'Halloran, R., & Farrell, A., 2018) therefore correct and speedy diagnosis allows for acute follow up and the most suitable treatment plan (Hachioui, H. E., Visch-Brink, E. G., Lonneke, M. L. de lau, Van De Sandt-Koenderman, M. W. E., Nouwens, F., Koudstaal, P. J. & Dippel, D. W. J., 2017). 
However, most diagnostic tests are used initially by non-specialists to assist with referral, with a lack of test validity (Rohde, et al, 2018). Additionally, both FAST and AAT have a place within diagnostics and treatment. 

Whilst Frenchay aphasia screening test shortened version is currently used within the UK to diagnose patients within a ward setting and takes approx. 3-10 mins to complete with a non-specialist with the use of flash cards, the full version takes 45 mins -2 hrs with a trained therapist (Enderby, P. & Crow, E., 1996), indicating that it may fatigue patients and be costly for the NHS to have a therapist with just one patient for that length of time. 

The FAST test was derived from the MTDDA which was originally designed in 1980, even though the reliability of the shortened test is high (correlated at 0.98) (Enderby, P. & Crow, E., 1996), it must be questioned if the test may be reliable. One criticism found limitations with this test for patients with conditions such as hemianopia have occurred and false negative results in four patients diagnosed with cerebral artery and right basal ganglia, which showed reduced cognitive function due to poor short term memory (Al-Kwaja, I., Wade, D. T., & Collin, C. F., 1996) indicating that it may not be as suitable for patients with Wernicke’s aphasia. 

Furthermore, the FAST test assesses aspects of comprehension, expression, reading and writing, any cognitive task requires some level of verbal understanding (Ivanover, M., & Hallowell, B., 2013) therefore, problems may arise with correct diagnosis due to the reading and writing aspect of this test and diagnosis for patients diagnosed with both Wernicke’s due to lack of comprehension and Broca’s aphasia due to limited writing skills. 

Furthermore, if the FAST test is administered by a younger person that the person taking the test, that already has the answers, then the person with aphasia may feel devalued by having their deficits highlighted (Ivanover, M., & Hallowell, B., 2013), this is especially true within some cultures. 

Additionally, this isn’t designed to treat the patient, only to diagnose aphasia, however, this test doesn’t identify the cause (Enderby, P. & Crow, E., 1996). Patients need to be diagnosed within 3- 6 weeks which is a shorter time scale than with the Aachen aphasia test (AAT). However is considered one of the more modern tests available today (Ivanover, M., & Hallowell, B., 2013).


	Whilst there are six subtests in the Aachen Aphasia Test, this is a diagnostic, grouping and quantification tool (Schnakers, et al, 2015) that uses four standard clinical syndromes (Global, Broca, Wernicke, Amnesic) which are distinguished through spontaneous speech with a discrimination rate of 81.7% accuracy, it then states a 85.8% correct diagnosis with the use of the entire test and 65% of subtests. 

This is achieved by characteristics of an individual and their frequency of occurrence. Poeck et al (as sited in Bhogal, S. K., Teasell, R., & Speechley, M., 2003) evaluated AAT, which consists of 9 hours a week of treatment for 6-8 weeks. The treatment consists of six subtests which aim to assess the condition for severity and results showed that after patients were treated within the time period of four months, after initial diagnosis, the treatment success rate was 78%. However, this decreased to 46% after the four month referral period (Bhogal, et al, 2003). 

One criticism of AAT is that it was derived from Smallest space analysis in 1967, also, this test was originally in German (Bhogal, et al, 2003), raising question of how well the diagnostic element lends itself to other languages, control tests have been done within the German form of this test but no other languages (Ivanover, M., & Hallowell, B., 2013) this raises concerns due to the phonological, and syntactic meanings are different within different languages.  

Additionally, the test does require a lengthy process 30 minutes – 2 hours and therefore shorter tests may be easier and more useful with diagnosis, as most individuals recovering from an ailment such as stroke, may fatigue easily. Furthermore, the test requires patients to write as part of the test, testing for graphemes and phonemes (Poole. M. L., Brodtmann, A., Darby, D., & Vogel, A. P., 2017), if a patient has endured a stroke and this has affected their limbs, this may not be possible, therefore must question suitability for both Broca’s and Wernicke aphasia patients. 

	



In conclusion, with such a limited amount of time for diagnosis with Speech therapists, along with both the FAST and AAT full diagnostic tests taking up to 2 hours to complete, perhaps errors are inevitable due to patient fatigue (Schnakers, et al, 2015) or other factors such as the individuals social economic status, age, and education should all be considered. When diagnosing other co-morbid conditions such as stoke, cerebral artery and right basal ganglia damage causing problems with short term memory for patients along with false negatives for individuals with Wernicke’s aphasia (Al-Kwaja, I., Wade, D. T., & Collin, C. F., 1996) should also be taking into consideration and provide evidence that errors do occur. Whilst FAST is only a diagnostic test it is not able to identify the cause (Enderby, P. & Crow, E., 1996). However, it does have high reliability of the shortened test (correlated at 0.98), however, misdiagnoses has occurred and Wernicke’s due to lack of comprehension and Broca’s aphasia due to limited writing skills. AAT is a diagnostic, grouping and quantification tool (Schnakers, et al, 2015) with four standard clinical syndromes, with an a 85.8% correct diagnosis with the use of the entire test. However, the original test was devised in German, and even though control testing was done in this language, it wasn’t in the other languages (Ivanover, M., & Hallowell, B., 2013). Additionally, the phonological, and syntactic meanings within different languages vary, causing concern, another criticism is the test requires patients to write as part of the test, testing for graphemes and phonemes (Poole. M. L., Brodtmann, A., Darby, D., & Vogel, A. P., 2017), therefore must question suitability for both Broca’s and Wernicke aphasia patients that have endured a stroke, if this has affected their limbs, the test would not be possible. However, the treatment success rate was 78% provided this was within a four month period after initial diagnosis, providing evidence that it is a successful diagnostic and treatment tool with aphasia patients. 
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