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The purpose of this study was to determine if there is

a difference in functional communication skills between

elderly persons in nursing homes and those living

independently in the community. Thirty non-

institutionalized elderly subjects were given the Western

Aphasia Battery (WAB) screening tool. These scores were

compared to WAB screening scores obtained from 20

institutionalized subjects. The difference between these

scores was statistically significant. The

institutionalized subjects' scores were also correlated

with a Facilitators Evaluation of Communication Skills

(FECS) inventory. Results showed a moderate correlation

between the institutionalized subjects' WAB screening score

and their FECS rating. The benefits of a screening tool

for elderly populations are discussed.
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CHAPTER I

INTRODUCTION

The ramifications of classifying America as an ageing

society have not been fully realized (Shadden, 1988). In

the early 1900's, there were approximately 3 million

Americans over age 65, which amounted to only 4 percent of

the total population. In 1970 over 20 million Americans

were over 65, making up over 10 percent of the population

(Cox, 1988). Finally in 1984, there were approximately 28

million elderly in the United States comprising almost 12

percent of the population. "These figures represent a

ninefold increase in numbers and a threefold increase in

percentage since 1900" (Shadden, 1988, p. 3). Estimates are

that by the year 2000, 36 million Americans, 13 percent of

the population, will be over age 65 (Cox, 1988). By that

time, the average life expectancy will have risen from 71

to 75 years in males and from 78 to 82 years in females

Martin, et al. (1988). Not only are more Americans living

to age 65, but the general population is living longer once

they reach that age.

Nursing homes are likely to feel the impact of the

growing elderly population in terms of increased numbers of

residents and more stringent government regulations.
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Currently, approximately 2.3 million of the nation's

elderly are in nursing homes. That number is expected to

double within three decades (Consumer Report, 1988). The

quality of care given these people is under the scrutiny of

the U.S. Government, resulting in the establishment of

rigid regulations for nursing home operations. For

example, by the year 1991, residents will be required to

undergo a multidimensional comprehensive assessment to

determine their functional capacity. This includes some

assessment of communication abilities (White, 1989). Based

on the multidimensional assessment, communication skills

should "not diminish unless circumstances of the

individual's clinical condition demonstrate that diminution

was unavoidable" (Federal Register, February 2, 1989, p.

5365). Furthermore, it is required that nursing homes

"must provide or obtain rehabilitation services such as

physical therapy, speech-language pathology, and

occupational therapy to every resident it admits" (White,

1989, p. 75). Residents are no longer treated solely by a

"cure model" which merely emphasizes longevity, instead

they are treated with a "care model" which maximizes

functional capacity (Gerbino, 1988).

Considering current trends, speech/language

pathologists should see a larger number of older clients,

institutionalized as well as non-institutionalized, in

their caseload. In the future, larger numbers of
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non-institutionalized individuals could benefit from

services provided by speech-language pathologists in

private practice, hospitals and training facilities.

Currently, there are large numbers of elderly individuals

in nursing homes who would benefit from the services of

speech-language pathologists and audiologists. A study by

Chafee (1967) suggested that 92.5 percent of 223 patients

surveyed in 26 licensed nursing homes, "needed special

staff consideration with regard to speech and hearing"

(Mueller & Peters, 1981, p. 627). Another study of 158

nursing home residents over 60 years of age found that 60

percent of the residents screened had some type of

communication disorder. It was suggested that 48 percent

of the communicative impaired adults would "benefit from

some sort of therapeutic intervention or special staff

consideration in regard to their communication problems"

(Mueller & Peters, 1981, p. 628). Unfortunately, many

long-term care facilities do not provide speech-language

pathology or audiology services. Whether institutionalized

or non-institutionalized, the elderly population's need for

speech services should increase as their numbers increase.

Ironically, evidence shows that institutionalization

may cause a decrease in communication skills. This could

be due, in part, to a decrease in socialization (Hutchinson

& Jensen, 1980) and the fact that the nursing home is a

less stimulating environment than familiar surroundings.
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According to Holland (1980), normal non-institutionalized

individuals performed better on her assessment instrument,

Communication Abilities in Daily Living (CADL), than normal

institutionalized individuals (Wertz, 1986). The healthy

elderly individual who is placed in a nursing home

gradually ceases to convey and seek information and because

communication is a 'use it or lose it' phenomenon, the lack

of use results in loss (Wertz, 1986).

One of the most common problems associated with aging

is presbycusis, which involves both the peripheral and

central auditory mechanisms. The subsequent reduction in

hearing makes social exchange difficult (Hutchinson &

Jensen, 1980,). Introversion and withdrawal from

conversation may result from hearing impairment in the

older individual (Rupp, 1980).

Clearly, some deterioration of communication skills is

typical in the older person. The question facing the

speech/language pathologist, during assessment of the

elderly, is whether or not the individual can perform the

communication activities, which are needed to function in

their environment, i.e., what is the status of the

individual's functional communication skills.

For the purposes of this study, functional

communication is operationally defined as communication

efficiency, or "the success a patient has in solving life's

everyday problems" (Groher, 1988, p. 255). In order for
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the normal individual to communicate functionally, certain

skills must be present. These skills include the ability

to hear, the ability to comprehend what has been heard, and

the ability to express ideas with words. Any assessment of

functional communication must address these areas.

Assessment, in this study, refers to a brief

screening, which alerts the examiner to potential

communication problems. The term elderly encompasses any

individual over 65 years of age.

Historically, tests of communication abilities of the

elderly have not assessed functional communication in

natural environments. Instead, they assess language in

sterile situations, which require unimaginative responses

to unnatural communication situations (Holland, 1980).

Furthermore, most standardized tests for elderly

individuals are designed as in-depth measures for specific

speech/language deficits.

In-depth aphasia batteries used to assess language

skills began with Weisenburg & McBride's test battery

(1935). This test, among others, was followed by the

Wepman & Jones Language Modalities test for Aphasia (1961)

and Schuell's Minnesota Test for the Differential Diagnosis

of Aphasia (1965) (Goodglass & Kaplan, 1983). In 1967,

Porch introduced the Porch Index of Communicative Ability,

which was designed to assess expressive and receptive

language as well as gestural and graphic abilities. The
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Western Aphasia Battery was developed by Kertesz (1982)

and was designed as an in-depth test to evaluate content,

fluency, auditory comprehension, repetition, naming,

reading, writing and calculation. The first two sections

of this test will be discussed later in more detail.

Goodglass and Kaplan's Boston Diagnostic Aphasia Exam

(1983) also assesses the main clinical aspects of language

function. The basic premise underlying this test is that

certain language patterns are reflective of specific sites

of lesion (Holland, 1980).

Some aphasia test batteries have been designed

attempting to examine production of speech-language in

simulated natural communication situations. Recently,

Holland (1980) presented her test entitled Communicative

Abilities in Daily Living (CADL). The CADL simulates

communicative situations based on real-life situations in

which any mode of communication can be used in order to

convey a message.

All of the tests mentioned above were designed as in-

depth, formal evaluation tools. There are also informal,

or indirect, tests of language skills used to assess

elderly individuals. Informal tests are "utilized in

circumstances where the patient is either unwilling or

unable to cooperate with standard psychometric test

formats" (Groher, 1988, p. 258). One of the most widely

known of the informal assessment tools is Sarno's
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Functional Communication Profile (1969). This test does

not require the patient's cooperation. It simply rates the

individual on 45 examples taken from daily communication

experiences. Another such test is Felix's Subjective

Communication Report (1977), which is designed to be

completed by either the patient himself or a close

relative. Finally, A Questionnaire for Surveying Personal

and Communicative Style was designed by Swindell, et al.

(1982). This test also allows for a close third party to

provide information about the patient's communication

abilities (Groher, 1988). One of the most recent informal

assessment instruments was developed by Lomas, et al.,

(1989) entitled Communication Effectiveness Index (CETI).

The CETI relies on reported observations made by the

aphasic person's significant other who spends time with him

or her to make an accurate judgement of communication

performance (Lomas, et al., 1989).

There are numerous formal and informal instruments,

which assess communication abilities in the elderly. There

is, however, a scarcity of brief assessment tools designed

to screen an individual's functional communication skills.

The purpose of this study is to explore whether there is a

difference in functional communications skills, as

determined by an abbreviated version of the WAB, between

institutionalized and non-institutionalized elderly

individuals. For the purpose of this study
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institutionalized will refer to any elderly individual who

is residing in an extended care facility providing

intermediate level nursing care. Non-institutionalized

will indicate anyone living independently in the community,

which includes rented or privately owned homes, apartments

or Housing Urban Development (HUD) rent subsidized projects

for elderly individuals.



CHAPTER II

METHODS

Subjects

The non-institutionalized subjects for this study

consisted of 30 elderly individuals, ages 65 years or

older, who were living independently. Included in this

group were 12 males and 18 females, all of which were

native English speakers. These subjects were obtained, on

a volunteer basis, from an U.S. Department of Housing and

Urban Development (HUD) rent subsidized project for

independent low income elderly individuals as well as from

the community. The participants were judged to be normal

if they reported no known physical or mental disability,

and if they demonstrated, to the experimenter, orientation

to person, place and time. Each subject signed a release

form, which stated that they volunteered to participate in

this study. No subject included in the non-

institutionalized group resided in an extended-care nursing

facility. The mean age of the non-institutionalized

subjects was 74.3 years, with an age range from 65 to 87

years.

9
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The institutionalized subjects were selected from an

intermediate care facility, ICF-3 nursing home, with 57

residents. These subjects were also chosen on a volunteer

basis. Twenty-two of the 57 residents agreed to the

screening by signing a release form identical to the one

signed by the non-institutionalized subjects. Two

residents had to be excluded from this study due to

extremely poor vision, leaving a total of 20 residents in

the institutionalized subjects. The 18 females and two

males in this group were all native English speakers. The

mean age of the institutionalized subjects was 85.8 years,

with an age range of 67 to 98.

Fourteen of the 20 residents signed a release to

allow examination of their nursing home medical records to

obtain further information. The admitting diagnoses of

these residents' were examined in terms of possible effects

on communication, e.g. stroke, Alzeheimer's disease, etc.

Because of inaccessibility, medical record for the non-

institutionalized subjects were not examined. These

subjects reported their own medical history, including

significant illnesses, during an interview immediately

prior to the screening.

As with the non-institutionalized subjects, for

institutionalized subjects to be included in the screening,

it was necessary for them to be able to respond verbally,

whether appropriately or inappropriately, to simple
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greetings. They also had to have adequate vision to

describe the picture card in the WAB's Spontaneous Speech

subtest. For both groups, vision was considered to be

inadequate if the subject reported difficulty seeing the

picture card. Residents not tested, either refused or did

not meet the above criteria. Both non-institutionalized

and institutionalized subject data are summarized in Table

1.

Table 1

Mean Age, Age Range, and Standard Deviation (S) in Years of
Non-institutionalized and Institutionalized Groups. (M =
Males; F = Females)

N M F Mean Range S
Age

Non-institutionalized 30 12 18 74.3 65-87 7.4
subjects

Institutionalized 20 2 18 85.8 67-98 7.15
Subjects

Subjects for both groups lived in the North Texas

area. Variables such as ethnicity and gender were not

controlled.

Materials

The screening tool used for this study consisted of

the first two subtests of the Western Aphasia Battery

(WAB). "The Western Aphasia Battery was designed to

evaluate the main clinical aspects of language function"

(Kertesz, 1982, p. 1). The WAB consists of 10 subtests and
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has been standardized on a total of 150 aphasic and 59

control subjects.

The Spontaneous Speech subtest of the WAB was designed

to elicit a language sample utilizing interview style

questions and a picture description. The language sample

is subsequently analyzed using two ten-point scales. One

scale measures information content and the other measures

fluency, grammatical competence and paraphasia.

The Auditory Comprehension subtest is composed of 20

simple yes-no questions. The first nine questions are

relevant to the individual's own person. The next five

questions deal with the individual's environment and the

last six questions are more general in content. This

subtest yields a maximum score of 60 points (Kertesz,

1982).

A study of the WAB by Crary and Rothi (1989) provides

support to the notion that the first two sections,

specifically the Information Content portion of the

Spontaneous Speech subtest, could be an adequate predictor

of communication functioning. According to the study, the

WAB's Aphasia Quotient can be best predicted by the

Information Content subtest.

Administration of the Western Aphasia Battery yields a
total score termed the Aphasia Quotient, which is said
to reflect the severity of the spoken language deficit
in aphasia. This score is a weighted composite of
performance on 10 separate WAB subtests. Based on
data from 100 patients, all 10 subtests were found to
correlate highly with each other and with the AQ, but
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the score from one subtest, Information Content, was
the best predictor of the AQ (Crary & Rothi, 1989, p.
163).

It is possible to assess several aspects of a person's

communication skills using the score derived from

Information Content. "Kertesz (1979) suggests that the

Information Content score represents a measure of

functional communication" (Crary & Rothi, 1989, p. 166)

To complete the Spontaneous Speech and Auditory

Comprehension sections of the WAB, an individual must be

able to adequately hear the instructions and questions, and

must "possess some degree of both comprehension and

expression abilities to respond appropriately" (Crary &

Rothi, 1989, p. 166). These are the most basic skills

necessary for communication.

Materials used for the WAB screening, in addition to

the WAB Spontaneous Speech and Auditory Comprehension

subtests, included a tape recorder, blank tapes, and the

picnic picture card from the WAB.

Procedures

Testing and Information gathering, for both the non-

institutionalized and institutionalized subjects, were

conducted by the experimenter.

The non-institutionalized subjects were the first to

be screened. Non-institutionalized subjects residing in a

HUD rent subsidized project for independent elderly

residents were screened in a small, quiet room in the
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manager's office. Non-institutionalized subjects from the

community were screened, individually, in a quiet corner of

the Community Center's Senior Citizen dining room. After

each subject signed a release form, the WAB screening tool

(see Appendix A) was administered. A brief explanation of

the purpose of this study was given, by the experimenter,

to each participant before the screening. The participants

were told that this screening was for research purposes

only, that all personal information would be confidential,

and they would not be given any information regarding their

performance on the screening.

The Spontaneous Speech subtest of the WAB was

administered first. There were no instructions given prior

to the administration of this subtest due to its informal

conversational style. The first six questions of the

Spontaneous Speech subtest are personally relevant and

require no explanation. This part of the screening was

conducted as an interview. If a subject failed to provide a

complete answer to any question, one prompt was given to

elicit more detail. If the subject still failed to provide

adequate information, the experimenter proceeded to the

next question and the subject's response was scored as

incomplete. The final question in this section, however,

requires a complete description of a picture. For this

question, the experimenter instructed each individual to

"describe in complete sentences everything that you see in
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the picture." The picnic picture from the WAB was then

presented to the non-institutionalized subjects. If the

description was incomplete, the subjects were asked if they

could comment on anything else in the picture. This prompt

was only given once. If it did not elicit a more detailed

description, the item was scored as incomplete according to

criteria established by the WAB. After describing the

picture, the subjects had completed the Spontaneous Speech

subtest. A tape recorder was used to record the

spontaneous speech sample obtained in this subtest for

analysis and scoring.

Following completion of the Spontaneous Speech

subtest, the Auditory Comprehension subtest of the WAB was

given. The non-institutionalized subjects were instructed

to "answer yes or no to the following questions." The

subjects were also cautioned that some of the questions

might seem silly, but they were by no means designed to

insult their intelligence. Unlike the Spontaneous Speech

section, all questions in this subtest could immediately be

scored as correct or incorrect. Therefore, it was not

necessary to tape record this subtest.

Following the screening, each subject's spontaneous

speech sample was transcribed and scored according to

criteria set in the WAB. Accuracy of personally relevant

information for the non-institutionalized subjects was not

verified, due to the inaccessibility of documentation or
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personnel necessary for verification. A total score for

each screening tool was then derived by combining the

Spontaneous Speech score with the Auditory Comprehension

score.

After concluding the non-institutionalized subjects'

screening, the institutionalized subjects were screened.

The subjects, nursing home residents, were screened,

individually, in their rooms. They were first given an

explanation concerning the nature of this study. The

subjects then signed a release form identical to the one

used with the non-institutionalized subjects. The subjects

were also asked to sign a release to allow examination of

their medical records.

After the release forms were signed, the WAB screening

tool was administered following the same procedures used

with the non-institutionalized subjects. Again, the only

instruction given during the Spontaneous Speech subtest was

for the picture description. The first six questions of

this section were presented in an interview format, as with

the non-institutionalized subjects, and were an extension

of the initial greeting. This section of the screening was

tape recorded to be scored later. The Auditory

Comprehension subtest was preceded by the same instructions

used with the non-institutionalized subjects. When

subjects responded to a question in this section with a

statement, they were reminded that these questions only
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required a yes/no answer. This subtest was scored while

being administered.

Following the screening, the Spontaneous Speech

subtest was transcribed and the screening tool scored.

Medical records, of the consenting institutionalized

subjects, were then examined. Information obtained from the

records included the resident's admitting diagnosis, as

determined by their physician. Other health problems that

occurred during the subject's stay in the nursing home were

also noted. The patients' diagnoses were examined in terms

of possible effects on communication proficiency.

Information in the residents' folders were also used to

determine the accuracy of the responses to the personally

relevant questions, provided by the subject on the

Spontaneous Speech subtest.

Finally, a Facilitator's Evaluation of Communication

Skills (FECS) scale (Davis and Wilcox, 1981) was completed

by the Activity Director of the nursing home for each

institutionalized subject. The FECS is a five-point scale,

which was designed as a tool for facilitators to monitor

the communication skills of their residents (see Appendix

B). The scale ranges from 0: the "receiver has no idea as

to the nature of the message"; to normal: "message conveyed

on first attempt" (Davis & Wilcox, 1981). The other levels

of this scale include "poor, fair, and good" rating points.

Each of the ratings are accompanied by a short description,
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which allows for more accurate scoring. For the purpose of

this study, the FECS was used to rank the communication

skill of each institutionalized subject who had taken part

in the WAB screening. The FECS was used to determine the

relationship between the residents' communication skills,

as perceived by a familiar third-party, and their

performance on the WAB screening tool. Because this scale

was designed for institutionalized individuals, it was not

used to rate the non-institutionalized subjects. The

Activity Director was chosen to complete a scale for each

subject because she had regular contact, five days per

week, with each resident tested. The score obtained from

the screening test was subsequently correlated with the

rating given to each resident by the Activity Director.

Both the institutionalized and non-institutionalized

subjects' screening tests were randomly reviewed by a

certified Speech-Language Pathologist to verify scoring

accuracy. Table 2 presents a summary of the tests

administered to both the non-institutionalized and

institutionalized subjects.
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Table 2

Summary of Tests Administered to Non-institutionalized and
Institutionalized Subjects.

Subjects Tests
Administered

WAB FECS
Screening

(Spontaneous Speech
and Auditory
Comprehension

Subtests)

Non- x
institutionalized
Subjects

Institutionalized
Subjects X X



CHAPTER III

RESULTS

Non-institutionalized Subjects

The data recorded for the non-institutionalized

subjects including scores obtained on the WAB screening

tool, their frequency of occurrence, and percentage of

subjects receiving that score are presented in Table 3.

The two subtests from the WAB used for the screening

test yielded a possible maximum score of 80. As seen in

Table 3, 20 individuals, approximately 67 percent of the

non-institutionalized subjects, made a perfect score (80)

on the screening, two scored 78, and eight subjects made a

score of 77. There were no scores below 77 in the non-

institutionalized subjects. Therefore, all scores obtained

by the non-institutionalized subjects on the WAB screening

instrument were within the range of 77 to 80. The mean

score obtained on the WAB screening tool, by the non-

institutionalized subjects, was 79.1 with a standard

deviation of 1.3 (see Table 4).

Institutionalized Subjects

Table 5 summarizes information pertaining to the

institutionalized subjects, including WAB screening

20
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Table 3

Summary of WAB Screening Scores for Non-institutionalized
Subjects, Including Frequency of Occurrence (f) of Each
Score and the Percentage of Subjects Receiving That Score.

WAB Screening f %
Score

80 20 66.67

79 0 0.00

78 2 6.67

77 8 26.66

Table 4

Summary of Non-institutionalized Subjects's Overall WAB
Screening Scores Including Mean (X), Range (R) and Standard
Deviation (S). (Maximum Possible Score = 80)

WAB Screening

X R S

Non- 79.1 77-80 1.3
institutionalized
Subjects

scores, their frequency of occurrence and percentage of

occurrence.

As shown in Table 5, the institutionalized subjects

had a much wider distribution of scores than the non-

institutionalized subjects. The distribution was

negatively skewed with seventy percent of the scores being

above 68.
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Table 5

Presentation of WAB Screening Score Distribution for
Institutionalized Subjects, Including Frequency of
Occurrence (f) and Percentage of Each Score. (Maximum
Possible Score = 80)

WAB Screening f %
Score

79 1 5

78 3 15

77 1 5

76 2 10

75 2 10

74 3 15

73 1 5

72 1 5

68 1 5

65 1 5

58 2 10

50 1 5

31 1 5

However, only 25 percent of the scores were within the

range of scores obtained by the non-institutionalized

subjects, 77 or above. Thirty percent of the

institutionalized subjects obtained a score of 68 or below.

The lowest score obtained by the institutionalized subjects

on the WAB screening tool was 31 and the highest score was

79. The total mean score for this group was 69.5 with a

standard deviation of 11.7 (see Table 6).
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Table 6

Institutionalized Subjects' WAB Screening Scores Including
Mean (X), Range (R), and Standard Deviation (S).

WAB
Screening

X R S

Institutionalized 69.5 31-79 11.7
Subjects

The non-institutionalized and institutionalized

subjects' WAB mean scores are shown in Table 7. The mean

scores for the Spontaneous Speech and Auditory

Comprehension subtests, as well as the total score mean,

were higher for the non-institutionalized subjects than for

the institutionalized subjects. On the Spontaneous Speech

subtest, which yielded a maximum possible score of 20, the

non-institutionalized subjects' mean score was 19.97 and

the institutionalized subjects' mean score was 15.6. The

difference between the non-institutionalized subjects' mean

and the institutionalized subjects' mean on the Spontaneous

Speech subtest was 4.27. Sixty was the maximum score which

could be obtained on the Auditory Comprehension subtest. On

this subtest the non-institutionalized subjects' mean score

was 59.2 which was 5.35 points above the institutionalized

subjects' mean score of 53.85.
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Table 7

Non-institutionalized and Institutionalized Subjects' Mean
Scores on WAB Subtests and Overall Mean.

WAB Subtests

N Spontaneous Auditory Total
Speech Compre- Mean

hension Score

Non- 30 19.87 59.2 79.1
institutionalized

Institutionalized 20 15.6 53.85 69.5

Figure 1 is a graphic comparison of the non-

institutionalized and institutionalized subjects' overall

mean scores on the WAB screening.

In addition, Figure 2 and 3 are graphic comparisons of

the non-institutionalized and institutionalized subjects'

mean scores on the individual subtests including

Spontaneous Speech and Auditory Comprehension.

In order to ascertain possible significant differences

between the various means of the non-institutionalized and

institutionalized subjects' scores, a series of two tailed,

Mann-Whitney U-tests for independent data were performed.

The U-values were then converted to z-scores. Results of

the U-tests are summarized in Table 8.

Differences between the non-institutionalized and

institutionalized subjects' overall means were significant



NON-INSTITU-
TIONALIZED

INSTITU-
TIONALIZED

Figure 1. Graphic representation of the non-
institutionalized and institutionalized subjects' overall
mean scores on the WAB screening. (maximum possible score:
80)
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NON-INSTITU-
TIONALIZED

INSTITU-
TIONALIZED

Figure 2. Graphic representation of the non-
institutionalized and institutionalized subjects' mean
scores on the Spontaneous Speech Subtest. (maximum
possible score: 20)

26

20.

15.

10--

O

I
an
0A
WE

z
z

I

0.



NON-INSTITU-
TIONALIZED

INSTITU-
TIONALIZED

Figure 3. Graphic representation of the non-
institutionalized and institutionalized subjects' mean
scores on the Auditory Comprehension Subtest. (maximum
possible score: 60)
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Table 8

Sum of ranks (ER), U-values, and z-scores for Spontaneous
Speech, Auditory Comprehension, Overall WAB Screening. Non-
institutionalized (Degrees of Freedom: N, = 29, N2 = 19)

Test N [ R U- z-score Subject
value

Spontaneous 30 1055 10 -5.743 Non-I.
Speech Subtest

20 220 590 5.743* Inst.

Auditory 30 919 146 -3.0496 Non-I.
Comprehension
subtest 20 356 454 3.0496* Inst.

Total 30 1024 41 -5.1289 Non-I.
WAB Screening
Scores 20 251 559 5.1289* Inst.

* significant at or above the 0.05 level

at the .05 level. There was also a significant difference,

at the .05 level, between the subjects' subtest means.

Each score, obtained by the institutionalized

subjects, is presented in Table 9 with its corresponding

Facilitator's Evaluation of Communication Skills (FECS)

rating.

To determine the degree of relationship between the

institutionalized subjects' WAB screening scores and the

FECS ratings an analysis was performed using the Pearson

product-moment correlation coefficient (r) (see Table 10).

The resulting correlation between the FECS ratings and the

overall WAB screening scores was found to be equal to .67,

a moderate linear relationship. Individual subtests were
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Table 9

WAB Screening Scores and Corresponding FECS Ratings:
0 = Very Poor; 1 = Poor; 2 = Fair; 3 = Good; and
4 = Normal. (Mean WAB = 69.5; Mean FECS = 1.9)

WAB Screening Score

79

78

78

78

77

76

76

75

75

74

74

74

73

72

68

65

58

58

50

31

FECS Rating

3

4

4

3

3

2

2

1

3

1

2

2

1

1

1

2

1

1

1

0

also correlated with the FECS ratings. The correlations

between the FECS ratings and the Spontaneous Speech were

.59 and .64 between the FECS ratings and the Auditory

Comprehension subtest. Both correlations reflect a
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moderate linear relationship. The significance of the

correlations were examined using t-tests. All three

correlations were significant at the .05 level. Therefore,

the FECS rating score is correlated, at least to some

extent, to the score achieved by the institutionalized

subjects on the WAB screening.

Table 10

Pearson r Correlation Values, t-values and Significance of
r for Institutionalized Subjects' Overall WAB Screening
Scores, Individual Subtests, and FECS Ratings.

Correlations with r t-value
FECS ratings

Overall WAB scores 0.67 3.85 *

Spontaneous Speech 0.59 3.10 *
Subtest

Auditory 0.64 3.52 *
Comprehension
Subtest

* significant at or above the 0.05 level



CHAPTER IV

DISCUSSION

The results of this study demonstrated that the non-

institutionalized elderly subjects, as a whole, scored

significantly higher on the WAB screening tool than the

institutionalized subjects. This finding held true for

both the Spontaneous Speech subtest, as well as the

Auditory Comprehension subtest of the WAB.

On the Spontaneous Speech subtest, the

institutionalized subjects exhibited more paraphasia and

word finding difficulties than the non-institutionalized

subjects. Information content scores were typically lower

for the institutionalized subjects than for the non-

institutionalized subjects. Differences between the

subjects' performance, within this subtest, were most

prevalent on the picture description task. Whereas 97

percent of the non-institutionalized subjects gave a

complete description of the picture, only 10 percent of the

institutionalized subjects' descriptions were scored as

being complete. On this subtest, zero percent of the

institutionalized subjects received a perfect score (80),

31
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compared to 93 percent perfect score on the part of the

non-institutionalized subjects.

When comparing the two subtests within the

institutionalized group, performance was better on the

Auditory Comprehension subtest than on the Spontaneous

Speech subtest. This may be due, in part, to the selection

criterion, which required all subjects to understand a

verbal explanation of the screening, thus, requiring a

certain optimum level of auditory comprehension skills.

Results indicate a negatively skewed distribution obtained

by both the institutionalized and non-institutionalized

groups on this subtest. The range of scores, however, was

much greater for the institutionalized subjects than for

the non-institutionalized subjects. In addition, perfect

scores (80) on this subtest were only obtained by 30

percent of the institutionalized subjects, whereas 73

percent of the non-institutionalized subjects received a

perfect score. There was a strong tendency for non-

institutionalized subjects to perform better on auditory

comprehension tasks than the institutionalized subjects.

Studies also suggest that a person's communication

skills decrease upon being institutionalized (Lomas, et

al., 1989). The most significant distinguishing

characteristic between the institutionalized subjects and

the non-institutionalized subjects in this study was the

fact that the institutionalized subjects were all dependent
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on nursing home staff to assist them, to some degree, with

basic activities of daily living, whereas the non-

institutionalized subjects were able to live independently.

The non-institutionalized subjects did not reflect

etiological factors, which could contribute to

communication deficits. Therefore, their scores were

assumed to be more representative of a normal elderly

population.

From the non-institutionalized subjects' performance

on both subtests, a range of scores was derived. These

subjects were considered to be representative of a

functional, elderly population due to their independent

living situation. Therefore, it is assumed that the scores

derived from these subjects represent a range of normal

performance by independent elderly individuals.

Medical records indicated that twenty-five percent of

the institutionalized subjects had experienced a stroke.

There was no incidence of strokes reported among the non-

institutionalized subjects. Other medical problems, which

were exclusive to the institutionalized subjects, included

Alzheimer's disease, Parkinson's disease, and post

traumatic cerebellar dysfunction. These diagnoses were

obtained from the medical records of the consenting

institutionalized subjects and were the only etiological

factors that were judged to have had a possible effect on

the subjects' communication skills.
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Results suggest that the institutionalized subjects'

WAB screening scores and their actual functional

communication skills, as perceived by a nursing home

employee, were moderately congruent. There is a moderate

possibility that a low WAB screening score will have a low,

corresponding FECS rating. Both subtests, when correlated

individually with the FECS ratings, yielded a moderate

correlation. However, the correlation between the auditory

comprehension subtest and the FECS ratings was slightly

higher than the correlation between the FECS ratings and

the spontaneous speech subtest. This finding was not

predicted because the FECS rating scale focuses mostly on

the expressive skills of the resident and not on receptive

skills. Therefore, a higher correlation between the FECS

rating and the Spontaneous Speech subtest was expected. It

is possible that the correlation between the WAB screening

tool and the FECS rating could have been higher if the FECS

rating scale had been more detailed and had required a more

comprehensive description of the resident's communication

skills from the facilitator.

Results from this study imply that the first two

subtests of the WAB could be used by speech-language

pathologists as a screening tool to assess the elderly

institutionalized and non-institutionalized individual's

communication skills. This assessment could be useful

during the speech-language pathologist's initial visit with
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the resident because it has the potential to provide

information on the individual's communication strengths and

weaknesses. From this information, the direction of

further testing, if any, can be determined.

The Spontaneous Speech section of this screening test

includes simple interview-style questions, such as "How are

you today?" which establish a comfortable atmosphere for

the person being assessed. This also allows for a more

natural speech sample than those obtained using questions

that are not personally relevant. The speech sample

obtained in this section provides the speech-language

pathologist with information concerning the resident's

expressive language skills. The sample is scored according

to its information content and the individual's fluency and

grammar. However, other observations can be made from the

sample, such as an assessment of vocal quality. Also

disorders such as dysarthria, apraxia, and aphasia may be

identified from this speech sample and subjected to more

comprehensive evaluations.

The Auditory Comprehension section of the WAB

screening test gives the speech-language pathologist an

impression about the resident's receptive language skills.

The twenty yes-no questions range in complexity from

personally relevant to more complex, ideational

information, which can aid the speech-language pathologist

in determining where receptive skills break down.
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Finally, this screening tool can alert the tester to

the need for audiological testing. If the resident has

trouble hearing the instructions for the screening test, an

auditory evaluation may be necessary. A numerical value

for hearing acuity, however, is not included in the scoring

for this assessment.

The score obtained from this screening may not be as

valuable for the speech-language pathologist as the actual

information gained during the assessment process. The

resident's performance on the speech sample and on the

simple yes/no questions may yield more information than the

numerical value assigned after the assessment is scored. A

normal range of scores has been suggested, however,

judgements concerning the need for further testing should

not be made solely from the score obtained from the

assessment.

Existing tests of communication abilities in the

elderly are typically indepth evaluations which do not

allow for brief assessments. A screening test that

addresses the basic skills necessary for functional

communication would be a valuable tool for use with nursing

home and similar populations. The WAB screening tool

allows observation of basic communication skills in a

minimal amount of time. In this study approximately ten

minutes, per subject, were required to administer the

screening tool.
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Considering the fact that the elderly population is

rapidly increasing, the speech-language pathologist is

likely to see a larger number of people over age sixty in

their caseload. Also considering new regulations

concerning long-term care facilities, there will be an

increased number of speech pathologists providing services

to nursing home residents. It has already been determined

by studies, such as the one by Mueller (1978), that there

is a need for speech-language pathology and audiology

services for these populations.

The graying of America represents a challenge for

Speech-Language Pathologists and Audiologists. "As

practitioners, we know that human communication is an

essential and integral part of almost all activities of

daily living and is extremely important in maintaining an

individual's independence and capacity to cope" (Herer,

1989, p. 36). The ability to communicate is intrinsically

related to the older person's quality of life. Speech-

Language Pathologists and Audiologists have the opportunity

to take a leadership role in identifying elderly persons

who would benefit from rehabilitative services. This is

especially true for elderly individuals residing in nursing

homes.

Future research, utilizing the first two subtests of

the Western Aphasia Battery, could compare the nursing home

residents' performance on the WAB screening tool with their
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performance on an indepth speech-language evaluation. It

would also be beneficial to further test this screening

tool on non-institutionalized individuals. Other studies

might look at varying levels of non-institutionalized

living, for example community versus rent-subsidized

housing, to determine whether there is a significant

difference in functional communication skills. The

possibility of using the WAB screening tool in

comprehensive functional assessments of elderly individuals

should be considered. Geriatric assessment and planning

programs, which provide an assessment of functional

communication abilities and provide a health care plan for

caregivers based on the evaluation, could utilize a speech-

language screening tool. Programs which provide

comprehensive functional assessment of elderly individuals

are becoming more prevalent. It is felt that this type of

program will continue to grow and gain attention as the

need increases for their service. At this time, measures

of functional communication are frequently omitted in

multidimensional assessments (Frattali & Lynch, 1989). In

the future, assessment of functional communication should

arise as a valuable aspect of the overall evaluation.
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Appendix A

Western Aphasia Battery (WAB)

Spontaneous Speech Subtest

1. How are you today?

2. Have I seen you before?

3. What is your name?

4. Where do you live?

5. What was your occupation?

6. Tell me a little about why you are here.

7. (Present test picture.) Tell me what you see.

Please use complete sentences.

Auditory Comprehension Subtest

Instructions: Answer "yes" or "no" to the

following questions. Some of the questions

may sound silly, but they were by no means

designed to insult your intelligence.

1. Is your name Smith? ("no" should be correct)

2. Is your name Brown? ("no" should be correct)

3. Is your name (real name)

4. Do you live in Houston? ("no" should be correct)

5. Do you live in (real residence) ?

6. Do you live in Austin? ("no" should be correct)

7. Are you a man/woman? ("yes" should be correct)

8. Are you a doctor? ("no" should be correct)
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9. Am I a man/woman? ("yes" should be correct)

10. Are the lights on in this room? ("yes" should be

correct)

11. Is the door closed?

12. Is this a hotel?

13. Is this (real test location)?

14. Are you wearing red pajamas?

15. Will paper burn in fire?

16. Does March come before June?

17. Do you eat a banana before you peel it?

18. Does it snow in July?

19. Is a horse larger than a dog?

20. Do you cut the grass with an ax?
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APPENDIX B

Facilitator's Evaluation of Communication Skills

I. Evaluate each resident's communication in

terms of clarity, informativeness, and

relevance by marking the scale below:

Poor Fair Good Normal

Receiver has no idea as to the nature of the

message.

Message is not completely understood by the

receiver.

Message conveyed after specific question

feedback (e.g., "Are you talking about your

son? Did he come to visit?")

Message conveyed after general feedback

(e.g., "I'm not sure what you mean, can you

tell me more?") indicates a lack of

understanding.

Message conveyed on first

attempt.

0

0:

Poor:

Fair:

Good:

Normal:
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