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CHAPTER I
INTRODUCTION

The Porch Index of Communicative Abilities (PICA) is a "clini-
cal tool designed to assess and quantify certain verbal, gestural, and
graphic abilities" (Porch, 1973, p. 1). It was further stated by Porch
(1973) that the test enables the clinician to measure levels of output
ability and make inferences about the input and integrative abilities
of the aphasic patient.

The PICA consists of 18 subtests: L verbal, 8 gestural, and 6
graphic. It employs a multidimensional scoring system that quantifies
16 levels of responses in terms of varying degrees of accuracy, respon-
siveness, completeness, promptness, and efficiency. A single score is
assigned to a given response which describes the response in varying
degrees of these five dimensions. This multidimensional system is
viewed as a binary choice system in which the scorer, in evaluating a
response from a patient, makes a series of binary choices continuine
through a system until a decision yields a score (Porch, 1971). (See
Appendix A.) The PICA categories for scoring responses are presented
in Table 1.

Porch (1973, p. 1) stated that a "critical factor in the use-
fulness of the PICA is the reliability of the tester." He went on to

say that once the tester has achieved relisbility in his administration
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TABLE 1
THE PICA CATEGORIES FOR SCORING RESPONSES

Score Category Dimensional Characteristics
16 Complex Accurate, Responsive, Complex, Prompt, Efficient
15 Complete Accurate, Responsive, Complete, Prompt, Efficient
1L Distorted Accurate, Responsive, Complete or Complex, Prompt, Distorted
13 Complete-Del ayed Accurate, Responsive, Complete or Complex, Delayed
12 Incomplete Accurate, Responsive, Incomplete, Prompt
11 Incomplete-Delayed Accurate, Responsive, Incomplete, Delsgyed
10 Corrected Accurate, Self-corrected

9 Repeated Accurate, after instructions are repeated

8 Cued Accurate, after cue is given

7 Related Inaccurate, almost accurate

6 Error Inaccurate attempt at the task item

c Intelligible Comprehensible but not an attempt at the task item

N Unintelligible Incomprehensible but differentiated

3 Minimal Incomprehensible and undifferentiated

2 Attention No response, but patient attends to the tester

1 No Response No response, no awareness of task

Source: Porch Index of Cormmunicative Ability--Administration, Scoring, and Interpretation, Vol. 2,
p. 17, by Bruce E. Porch (1973).




and scoring, the subtests are sensitive to small changes in the
patient's performance.

Reliability can be defined as the relative absence of errors
of measurement in a measuring instrument {Kerlinger, 1973). This
definition therefore includes terms such as the stebility, dependa-
bility, predictability, and accuracy of the measure. The concern of
this study centered around the stability and dependability of scores
assigned by an administrator of the PICA to responses produced by a
patient during administration of the test. The method of examination
employed the review through the use of videotape recording of the

original evaluation during which the administrator rescored the test.

Statement of the Problem

Because of the numerous and frequently rapid judgments required
of the test administrator during the conduct of this test, considerable
concern was experienced by the writer regarding the ongoing accuracy of
the administrator of the test in scoring a continuous stream of re-
sponses by the patient. Subsequent rescoring by not only the author
but by other trained administrators, through the media of videotape
recordings, appeared to support this concern. It became a routine
procedure within the University of Montana, Speech, Language, and Hear-
ing Clinic, as well as at the Speech Pathology Clinic at the Glenrose
Hospital, Edmonton, Alberta, to review assigned scores by means of
video and/or audio tape. Hence, a study of this area was felt to be

warranted to explore the usefulness of such a procedure.
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These same test administrators in both clinics had reached a
level of proficiency that resulted in high inter-observer reliability
at the completion of their training on the PICA. Due to such possible
factors as infrequent use of the test, speed at which many responses
need to be recorded, and the fleeting nature of many responses which
must be scored, this proficiency level was subsequently questioned.
Either the audio or video review was felt to supplement the proficiency
level. The videotape was felt to be most helpful in that it allowed
for both auditory and visual cues to be reviewed in the rescoring
process.

From empirical observation, it appeared that the review of the
videotape supplemented initial scoring for the following reasons: (1)
it allowed for repeated observations during the videotape review of a
particular response, (2) the fact that the videotape picture was
usually taken from a front view of the patient, thus allowing for a
view of the patient from a different vantage point than that obtained
by the clinician during the original administration, and (2) the elim-
ination of the administrator!s concern for standard presentation of
instructions, which then allowed for more attention to be given to the
patient's response.

The videotape review was found to be most helpful for gestural
and verbal subtests because responses were often fleeting. It sppeared
that graphic subtest scores could be reviewed without videotape for
all factors except delay, self-correction, repetition of instructions,
and cued instructions. In administration of the graphic subtests the

clinician can make note of this reduced number of factors and thus it
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5
was felt that these subtests can be rescored without the necessity of
video replay.

The central question asked in this study was whether there was
a substaential difference in scores obtained on the verbal and gestural
subtests during administration of the test and scores obtained when
the test was reviewed throﬁgh video recordings by the original admin-

istrator.

Review of the Literature

Porch (1967) presented as part of the construction of the test
an investigation of scorer agreements. The method involved a compari-
son of the PICA scores obtained by two trained observers and the
administrator of the test. Thirty patients were used for this part of
the study and a comparison of subtest means and response levels were
made. Results indicated that differences between the means of scores
were very small (.25 of one point for subtests and .19 of one point
for graphic, gestural, verbal and oversll response levels) when the
potential range of variation (15.0) was considered. This writer sug-
gests that although the possible range of variation is 15 points, the
greatest probable range would be 10 points; e.g., the change from a
L type response (unintelligible) to a 1l type response (distorted).
However, even 1f the difference between means of scores is compared
with this probable range, it might still be considered small.

An analysis of subtest score differences showed the following:

1. That no verbal subtest showed significant differences

between scorers.
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N
.

The significant variances were found mainly in Subtest III,
a gestural subtest, and Subtest E, a graphic subtest.

3. The lack of scorer agreement was attributed to a bias on
the part of one of the scorers and this was not consistent
over all subtests.

Porch (1971) stated that a given scorer might be inclined to
score slightly, though consistently, high or low on various subtests,
but that the main threat to scorer agreement was an occasional failure
to apply the rules of scoring.

Porch (1971, p. 791) also stated that "the patient's behavior
dictates which scoring category must be used to describe that behavior,
and therefore, the scorer has little opportunity to allow subjectivity
to enter into his decisions." In addition, he sald that although a
few of the 180 items recorded during the administration of the test
allow some freedom of interpretation and subjectivity, when and if dif-
ferences occur, they were small enough to have little effect on the
subtest mean. He concluded by saying:

Of course, any differences between scorers, no matter how
amall, mean one clinician is observing differences in behavior
that the other clinician is not observing and therefore clini-
cians who use the system feel a great responsibility to exert
every effort to score with precision and sensitivity. It is
a system in which clinical standards are far more stringent
than psychometric standards (Porch, 1971, p. 791).

The PICA battery of subtests was designed to sample a variety
of cormunicative skills at different levels of complexity. The range
of task difficulty was found to be wide, varying from Subtest A
(graphic), which was the most difficult task, to Subtest XI (gestural),

one of the easiest and least sensitive.
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In the test construction, 150 patients representing varying
degrees of communicative involvement were used. The scores within the
subtests were found to be widely dispersed for this group, covering
almost the entire ranpe of the 16-point scale. Broad dispersion of
scores was also evidenced in the overall scores and across all modali-
ties (verbal, graphic, and gestural) (Porch, 1967).

The use of videotaping and films versus live presentation in
past literature has been compared by this author, in an attempt to
determine the efficiency of one type of presentation over the other.
Results are inconsistent and vary according to the goals of the study.

The comparisons that have been made cover a wide variety of
subjects. These range from studies in which the subjects were tested
on the content learned wnder the two conditions (Taylor, Lipscomb, and
Rosemier, 1969), the effectiveness of videotape recordings in attitude
change versus a live presentation of the same materials (Wall and Boyd,
1971), to the value of using a videotape monitor in a standard psycho-
logical interviewing situation (Denoff, Stenmark, and Smith, 1970).

Taylor, Lipscomb, and Rosemier (1969) studied the difference
among three groups. One group interacted with the teacher for three
one-hour sessions per week for eight weeks, another group watched
these sessions via video tape and the third viewed the first two video
tapes of the first group's interaction and then interacted with the
teacher during one session for each of the eight weeks. Results indi-
cated that there was no difference in content learned between the live
interaction and the videotaped interaction groups. Denoff, Stenmark,

and Smith (1970) looked at the difference between videotape presentation
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of standard comments in a psychological interview and a face-to-face
interview using the same standard comments. Temporal data were com-
pared, e.g., frequency and duration of talking, by the subjects. They
found that normal subjects responded equally in temms of this temporal
data to the television monitor as to the live interviewer. The Wall
and Boyd (1971) study will be discussed further in the next paragraph.

Although there are studies which show contradictory results,
the emphasis of these studies has been considerably different from
that of this study. Croft, Stimpson, Ross, Bray, and Bieglic (1969)
felt that videotape presentations have fewer cues available than the
1live presentation. The study described these lost cues as including
fineness of facial features, color, three dimensionality, quality of
voice, and total situational gestalt. Croft et al. (1969) studied
attitude change and found that more change occurred with live presen-
tation of a message. It was noted that credibility of the source was
felt to be an important factor in effecting attitude change. This
study was replicated by Wall and Boyd (1971) who found no difference
between the two conditions and suggest that random assignment of sub-
jects to cells was not done by Croft et al. (1969), which may have
biased the results.

Flynn (1970) examined the development and evaluation of video-
taped discrimination training programs. The subjects were trained to
make discrimination judgments of selected phonemes in a training pro-
gram for the /s/ phoneme which was presented on videotape. The subjects
were given pre- and post-tests of their discrimination ability for

/s/f/r/, with part presented via videotape and part presented through
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live stimulus materials. Similar scores were obtained from both these
methods of testing, thus suggesting that the two conditions of video-
tape and live presentation are equal even for fine discrimination of
phonemes.

Cullinan and Prather (1968) compared the effectiveness of
rating stuttering by live communication and by audiotape. They then
compared their results with those obtained by Williams, Wark, and
Menifie (1963), who compared ratings of stuttering by audio and audio-
visual clues and suggested that equally reliable rating of the severity
of stuttering can be obtained from live rating sessions and audiovisual
recordings. The Cullinan and Prather (1968) study, in rating the
stutterer, included the following items: the degree of tension and/or
associated movements specific to dysfluency; relative duration of dys-
fluency; relative frequency of dysfluencies; overall severity of stut-
tering; normality of "nonstuttered" speech; bodily movements not
specific to dysfluency; and communication interaction. Each of the
items was rated on a scale of increasing abnormality from one to seven.

Videotaping has been used extensively with the intention of
detailed analysis of the data for clinical use. Boone and Prescott
(1971) presented a speech and hearing therapy scoring manual, the pur-
pose of which was to quantify the interaction between two people or
between a clinician and a small group in therapy. The behavior of the
clinician and client are categorized in terms of content and sequence;
e.g., the clinician describing and explaining the specific goals or
procedures of the session would be classed as a category I response.

The client making an incorrect response was categorized as 7. The
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authors suggest that this system may be used to categorize therapy for
any kind of speech therapy problems including articulation, hearing,
language, and voice. Videotepe replay of a therapy session was recom-
mended for this purpose.

Videotape recordings have also been used to assess articulation
progress and as an aid in articulation therapy (Burkland, 1967), as
well as a means of recording behavior in free play settings (Norguist,
1971).

In view of the above studies, and the fact that the responses
scored on the PICA usually involve obvious movements and verbalizations
by the patient, it seems unlikely that the use of the videotape record-
ings to present the review will cause, in itself, a significant differ-
ence in scores between the live and review scoring conditions. That is,
the live scoring condition and the videotape scoring condition may be
thought of as equal, and any differences found in scores under the two
conditions will be due to factors other than live versus videotape
presentation.

Reliability studies on standardized speech and language tests
as well as psychological tests include inter-tester reliability or
test-retest relisbility studies, but not intra-tester reliability on
the same test. It was felt by the writer that the similarities of
test and review procedures outlined above would tend to support, at

least in part, the intra-tester procedures employed in this study.
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CHAPTER II

PROCEDURE

Subjects

Subjects were speech pathologists who were employed at the
Glenrose Hospital in Edmonton, Alberta, Canada, and at the Veteran's
Administration Hospital in Denver, Colorado. The subjects were cur-
rently using the PICA as part of their diagnostic~thersapeutic program.
All subjects had fulfilled the standard number of hours of training in
the administration of the test. These are stated by Porch (1973) as
forty hours of training which should be used to familiarize the scorer
thoroughly with the scoring method and manual, as well as practice
administration of the battery and scoring responses until the scoring
categories and test format are fully memorized. Following this, the
testing of at least ten patients with varying degrees of commmicative
impairment was carried out by each of the clinicians.

Six clinicians, three from each of the above centers, were
used. Each clinician tested two patients. Clinician experience varied
from a clinician who had taught numerous PICA workshops to one who had
learned the test only six months previously. All clinicisns learned
the test at a PICA workshop conducted either by Bruce Porch or by one
of his students and, on the average, had been using the test for at

least 18 months,

11
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Equipment

Videotaping equipment, including the camera, recording devices
(Sony #3650) and monitor, was borrowed from the setting in which that
part of the study was carried out.

The camera was set up to obtain the fullest and clearest pic-
ture of the patient being tested without violating the standard test
conditions, but allowed for a complete picture of the patient's body
and movements, the ¢linician, and the test items. The microphone was
set as close as possible to the patient to allow for adequate recep-
tion, without violating the standard test conditions. The microphone
placement allowed for clear reception of all the patient's vocal re-

sponses, and the clinician's instructions.

Standard Test Conditions

The conditions outlined in PICA, Volume 2, Administration,

Scoring and Interpretation, pages 2-11, were followed.

Experimental Procedures

The clinicians did not kmow the nature of the study nor did
they know that they would be asked to rescore the original test.

1. The following verbal instructions, prior to testing, were
given to each clinician. "If you are willing to take part in the study,
I would 1like you to administer the PICA to two people and score as you
would nomally. Your sessions will be videotaped. I would like you
to leave two 1l hour slots open in your schedule on either
or « The details of the study will be available and I

will answer any questions you may have about it after the test
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13
procedures have been completed. Please sit to the right and at right
angles to the patient.”

2. The score sheets were collected from the clinicians follow-
ing the testing. They did not calculate any of the subtest means.

3. The review occurred after 48 hours had elapsed but before
72 hours had elapsed following the initial administration. This pro-
cedure was employed because it seemed that in the usual clinic setting,
the interval between the administration and review would spproximate
this time interval. This range of time was also necessary because of
scheduling difficulties encountered in the various clinical settings.
It was expected that there would be some recall of the 120 instances
of scoring for each of the tests. The following verbal instructions
were given prior to the review: "This is the videotape of your session

with M s ON « I want you to re-score the

test as you see it now. I will stop the tape any time you need extra
time, and you can review the tape any time you are unsure of what re-
sponse occurred.®

L. At the completion of both administrations and reviews,
this writer interviewed each of the clinicians. They were given copies
of thelr test and retest score sheets. The clinicians were asked to
examine these sheets and if they changed some of their scores, they
were asked whether they recalled the reasons for the change. In those
instances where the clinician recalled a reason for the change, these
reasons were recorded. The clinicians were also asked not to discuss
the study nor the content of this interview until all the procedures

involved in the study were completed in his or her clinic.
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S. Explanation of the purpose of the study was given to the
subjects and all questions they had were answered at the completion of
the study. When the results of the study have been calculated, copies
of the results will be forwarded to each clinician.

6. Each clinician was asked to fill in a questionnaire fol-
lowing both administrations. The questionnaire covered information
concerning the experience and training of the clinicians in the admin-
istration and scoring of the PICA, whether the patient had been tested
previously, and the emotional state of the patient during the adminis-

tration of the test. (See Appendix B.)
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CHAPTER III
RESULTS

The data for this study consisted of PICA test results from
the gestural and verbal subtests (VGS), for 12 patients, obtained
during administration and, again, during review via videotspe. Six

¢clinicians were used, each testing two patients.

Average Scores

The potential range of variation for the following scores was
15 points, but the probable range, as noted earlier, was 10 points.
The average score for all of the 12 subjects (VGS) given to the
patients employed in this study is presented in Table 2. It should
be noted that the differences for each of the tests under the two
conditions ranged from O to .18 of one point.

The mean scores for the eight gestural subtests for the 12
patients under the two conditions are presented in Table 3. The dif-
ferences range from .0l to .36, a slightly larger range than for the
average of 12 subtest scores reported previously.

Results of the mean scores for the four verbal subtests for
the 12 patients under the two conditions are presented in Table L.
The ranpge of differences for these subtests was .03 to .50, which was
slightly larger than the range obtained for the gestural subtests as
well as for the VGS.

15
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TABIE 2

DIFFERENCES BETWEEN AVERAGE SCORES FOR VGS UNDER THE
ADMINISTRATION AND REVIEW CONDITIONS

Clinician Patient Administration Review Difference
1 a 1’-‘-18 lhlls -003
b 13.58 13.60 .02
2 ¢ 13.80 13.82 .02
d 13.38 13.11 .03
3 e 13.h2 13039 ‘.03
£ 12.28 12.28 .00
N g 10.34 10.29 -.05
h 11.6L 11.46 -,18
5 i L.28 L.38 .10
j 8029 8.28 --01
6 k 13.03 12.95 -.08
1 11.62 11.48 - 1)
TABIE 3

DIFFERENCES BETWEEN AVERAGE SCORES FOR EIGHT GESTURAL SUBTESTS UNDER
THE ADMINISTRATION AND REVIEW CONDITIONS FOR EACH TEST GIVEN

Clinician Test Administration Review Difference
1 a 14.25 4.2k -.01
b 13.83 13.84 .01
2 [+ 13191 13085 "006
d 13.5L 13.65 J1
3 e 13.2k 13.35 A1
f 130’46 13¢h3 -003
L g 13.96 13.88 .12
h 13.86 13-50 "036
5 i 5.08 5.19 a1
J 9&23 9009 "olh
6 k 130’-‘5 13.31 -.lh
1 11.95 12.00 05
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TABIE L

DIFFERENCES BETWEEN AVERAGE SCORES FOR FOUR VERBAL SUBTESTS
UNDER THE ADMINISTRATION AND REVIEW CONDITIONS

R —" e e gt

Clinician Test Administration Review Difference
1l a 14.03 13.98 -.05
b 13.10 13.15 .05
2 c 13,58 13.75 17
d 13 .05 12 093 - 012
3 e 13!78 130’48 -030
f 9.90 10.00 .10
b g 3.10 3.13 03
h 7.20 7.25 .05
5 i 2.67 2.75 .08
J 6.43 6.65 .22
é k 12.18 12.23 .05
1 10.95 10.45 -.50

It is suggested that the greater range of differences found
under the two conditions, VGS and verbal subtests, might have been
contributed to by the greater number of subtests involved in obtaining
the average VGS scores. That is, with the obtained VGS averages, 12
subtest scores contributed to the mean score obtained. In the case of
the verbal subtests mean score, only four tests contributed. This
might suggest that the greater number of subtest scores may have lent
themselves to a more normal distribution. In the case of the gestural
subtests, this same argument might also be extended. It should be
noted that the greatest range of differences was found between the

verbal subtest means (.03 to .50 of a point) with the least range being

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



18
found between the VGS means (0 to .18 of a point). The pestural means

fell between these two scores (.01 to .36 of a point).

Score Changes

The score changes for each of the subtests were calculated
from the difference between subtest means under the administration and
review. (See Appendix C.) These were totaled for the 12 subjects
without regard to sign. That is, the sum of the differences between
subtest means for each of the subtests was calculated. The total num-
ber of score changes for each subtest for all 12 tests given was found.
(See Appendix D.) The average score change for each subtest for all
tests given was obtained by dividing the total number of score changes
for each subtest into the sum of differences for each subtest. These
results are presented in Table 5. From this table, the following
features appeared salient: (a) the average score chanpe for each
subtest varied from .25 to .08 of one point; (b) the total number of
changes for each of the subtests for all subjects ranged from 39 to 2;
(c) the size and total number of changes for the verbal subtests
tended to be greater than for the gestural subtestss

Average Sum of Differences (disregarding sign) for

Four Verbal Subtests . ¢« « ¢ o« ¢ ¢ ¢ o ¢ o o o 4.03
Average Sum of Differences (disregarding sign) for

Eight Gestural Subtests . . « + ¢« o ¢ ¢« ¢ o o » = 2,38
Average Number of Changes for the Four Verbal

S‘lbtests . L L] * . * L4 L * L 4 * L ] L] L L] L] L L d . * 26.75

Average Number of Changes for the Eight Gestural

S‘mwsts . . * L 4 - L . L] L4 * L L J * . L) L ] [ ] L . . 16 L] 87
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TABLE 5

COMPARISON OF AVERAGE SCORE CHANGES (DISREGARDING SIGN) FOR EACH
SUBTEST WNDER THE ADMINISTRATION AND REVIEW CONDITIONS

Sum of Total Number Average

Subtest Differences of Changes Score Change
I 5.5% 38* b
11 5.0 37 .1k
I11 5.6 39 b
v h.8% 29* 17
v h.2 2l 18
VI .8 8 .10
VII 1.5 18 .08
VIIT 6 3 .20
IX 3.9% 27* b
X .8 b .20
X .5 2 .25
XTI 1.9% 13% 15

# Verbal subtests

In general, the verbal subtests also showed greater dispersion
of size of score changes than the gestural subtests (see Table 6).
These data were calculated from Appendix C.

Average Standard Deviation for Verbal Subtests = 8

Average Standard Deviation for Gestural Subtests = .33

Figure 1, showing the total number of changes made for each

patient tested, related to his/her average score for VGS, appeared to
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TABLE 6

STANDARD DEVIATION OF CHANGES BETWEEN THE ADMINISTRATION AND
REVIEW CONDITIONS FOR FACH SUBTEST FOR ALL TESTS GIVEN

Subtest Standard Deviation

I 6%

I .37

111 .61
Iv L6l

v s

VI 17

VII .26

VIII .16
IX JL1*

X L9

xa .10
X11 26%

# Verbal subtests

suggest that the lower the level of overall functioning, the greater
the number of score changes that occur. However, a number of caution-
ary factors associated with this finding need to be noted: (1) Only
two of the 12 patients tested functioned below an overall level of 10
for V3S; (2) the same clinician tested both ﬁatients who functioned
below this level; (3) the only patient whose emotional state was judged
by his clinician to have significantly interfered with the administra-

tion and scoring of the test was the one whose average for the 12
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subtests was 8.29. Forty scoring changes, the highest number through-
out the study were made between the two test conditions for this patient.

A comparison of the direction and mean size of score changes
under administration and review of verbal and pestural subtests for all
subjects tested 1s presented in Table 7. It can be seen that score
changes moved in both positive and negative directions for both the

verbal and gestural modalities. However, on three out of the four

TABLE 7

A COMPARISON OF DIRECTION AND MEAN SIZE OF SCORE CHANGES FROM
ADMINISTRATION TO REVIEW OF VERBAL AND GESTURAL SUBTESTS
FOR TWELVE SUBJECTS

Direction and Size
Modality Subtest of Change
Subtest I -.19
Subtest IV +.02
Verbal
Subtest IX +,06
Subtest XII +.0h4
Subtest II -.23
Subtest III +,20
Subtest V =02
Subtest VI -.03
Gestural
Subtest VII -0l
Subtest VIII -.05
Subtest X -,03
Subtest XX -0l
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verbal subtests (Subtest IV, Subtest IX, and Subtest XII) score changes
were in a positive direction, while on seven out of the eight gestural
subtests (Subtest II, Subtest V, Subtest VI, Subtest VII, Subtest VIII,
Subtest X, and Subtest XI) score changes were in a negative direction.
The mean size of score changes from the administration to the review,
for the 12 subjects for each of the subtests, ranged from .02 of one
point to .23 of one point. This is small if compared with the possible
range of 15 points or the probable range of 10 points.

The direction and size of score changes under the conditions
of administration and review were independent of the difficulty of the
subtest. (See Appendix E.)

Types of Changes

Over all items and all tests given, 2L4.07 percent of the scores
assigned during administration were changed during the review. From
Figure 2 it can be seen that an 11 type response (a delayed incomplete)
was altered most often--46 percent of the total number of times it
occurred. The score that changed the least compared with the total
number of times of occurrence was 15 (a complete response), which was
altered 6 percent of the time.

In the examination of Table 8, which shows the distribution of
changes over 120 items from the response level given during adminis-
tration to that given during the review for the 12 subjects, it should
be noted that the communicative ability of the particular 12 subjects
tested may have skewed the results. However, it is of interest to
note that the major type of score changes involved a decision related

to delay (score changes of 15 to 13, 13 to 15, 12 to 11, and 11 to 12),

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



FIGURE 2
PERCENTAGE OF RESPONSE CHANGES FROM THAT ASSIGNED DURING ADMINISTRATION
AT EACH OF THE LEVELS USED, OVER ALL ITEMS AND AIL TESTS GIVEN
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TABLE 8

DISTRIBUTION OF NUMBERS OF CHANGES OVER 120 ITEMS FROM THE
RESPONSE LEVEL GIVEN DURING ADMINISTRATION TO THAT
GIVEN DURING REVIEW FOR TWELVE SUBJECTS

Review
16 15 1 13 12 11 10 9 8 7 6 S5 L 3 2

16
15{ 620 6 18% 9 1 2 2
1h 8122 L L
13| ¥ 7\11 3 0L 2 2 2 1
12 b 1 ;\1) 12% 8 1
11 1 11 7757 1 6
;?; 10 1 \18 2 1
59 s 1
g 8 523 2
7 1 1 3 Lk 1 3 \7h 1 L 3
6 1 1 1 2 52 S 1
5 5 8 6 1
h 2 2 3 2 1
3 9 8 %2 1
2 2 12 43
1
0

* Change related to a decision about delsy.
— Number of times no changes in score occurred.
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It also appears that the majority of score changes were approximately
1 or 2 points in magnitude except for 7 (related response) which
changed S points 11 times, L points 10 times, with the maximum change
of 8 points occurring twice. These 8-point changes were the largest
that occurred under the two conditions in the study. In addition,
score changes tended to cluster at the 10 type score and above, at the
6 type score and below, and throughout the 7 type score. However, as
evidenced by the averages reported earlier, most of the large numbers
of changes tended to cancel out each other. This can be seen from the
relatively equal distribution of score changes on either side of the
diagonal in Table 8.

Subjects and Clinicians

Four of the 12 subjects in the study were tested for the first
time. A comparison of the number and size of score changes with this
varisble of whether the subject had previously been tested did not
suggest any relationship. (See Appendix F.)

No apparent difference was found in consistency of scores under
the conditions of administration and review and the amount of training
or experience of the clinician. {See Appendix G.)

From the interview, one of the clinicians felt that the video-
tape review scoring was most accurate, one felt that the live presen-
tation was most accurate, and the other four varied in their opinions
depending on a particular patient or aspect of his behavior.

Only the emotional state of one of the 12 patients tested was
judged by his clinician to have interfered with the administration and

scoring of the test. (See Appendix H.)
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CHAPTER IV
DISCUSSION

This study stermed from the observation that in rescoring the
PICA using videotape, the clinician often altered a number of assigned
response scores., The aim, therefore, was to collect and analyze data
to explore the possible causes, magnitude and consequences of these

response score changes.

Analysis of Average Scores

Porch (1967, p. 37) compared the difference between subtest
mesns and modality means of 30 patients for three scorers to establish
inter-observer reliability. If the initial 12 subtests are taken, the
average difference for these 12 subtests calculated from the difference
between the highest and lowest of the three scorers was .17 points,

The range of differences between the average scores for the 12 subtests
under the administration and videotape review conditions, obtained in
this study, was .18 points. Hence, using the average for 12 subtests,
the change is very small and is almost equal to the findings in the
inter-observer reliability studies conducted by Porch (1967).

A comparison of data from this study on the verbal and gestural
subtests under the administration and review conditions, with the above
mentioned relisbility data (Porch, 1967), showed that for the verbal
modality, the range between the highest and lowest differences (from

27
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.03 to .50 points on this study) was slightly larger than that found
by Porch (1967) (from .12 to .29 points). For the gestural modality,
the range between the highest and lowest differences (from .01 to .36
points on this study) was slightly smaller than that found by Porch
(1967) (from .05 to .61 points). However, the difference in modality
scores under the two conditions could still be considered as minimal

when the total possible ranpe of difference (15 points) is noted.

Score Changes

The results of the average score change under administration
and review were similar for each of the subtests, and were all less
than .25 of one point. This was a smaller difference than that found
by Porch (1967). The verbal subtests on the average in this study
showed more and larger changes than did the gestural. This was con-
trary to the findings of Porch (1967), where scorer disagreement on
the verbal items was found to be lower than on gestural items, as
noted in the previous paragraph. It should be noted that in all of
the asbove comparisons made between this study and the findings of Porch
(1967), that this study was one of intra-observer reliasbility under two
conditions (administration and review), while Porch (1967) investigated
inter-observer reliability in direct observation of test administration.
Thus, it may be argued that the comparisons were not valid. However,
as no other criteria for the significance of the size of score changes
was available, the results of Porch's (1967) relisbility study were
selected as a reference.

In spite of the small differences found between the average

scores discussed earlier, over 2L percent of the time assigned scores
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were changed from the administration to the review condition. Hence,
these changes must tend to cancel each other out. That is, score
changes tended to move in both a positive and negative direction and
the magnitude of these changes were about equal in either of these
directions over the VGS for each of the 12 subjects. Another factor
was that the magnitude of changes was usually only one or two points.

Even though score changes tended to cancel each other out, it
appeared that over all tests given, verbal subtest changes tended to
move in a positive direction while gestural subtest changes tended to
move in a negative direction. This would suggest that verbal responses
appeared less impaired to the clinician on the videotape review while
the gestursal responses appeared more impaired. Verbal responses tend
to be more discrete than gestural responses, e.g., to the question,
"As completely as possible, tell me what you do with each of these,"
for a 15 (complete) score, the patient may answer, "I brush my teeth
with a toothbrush." However, to the question, "As completely as pos-
sible, show me what you do with this," the patient must part his lips,
exposing his teeth and demonstrate a brushing motion for a 15 score.
Hence, because gestural responses are more fleeting and more complex,
the clinician may have overestimated the patient's response during the
live administration and this would tend to explain why gestural re-~
sponses were scored lower on the videotape review. It is sugpgested by
the writer that verbal responses were more easily recalled from the
live presentation to the review because there are fewer of them (four
verbal subtests to every eight gestural) and this may have been an aid

in the second scoring, e.g., the scores became more intelligible.
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Type of Response

An 11 response is described as "incomplete-delayed," that is,
two dimensions of defective communication ability are involved. These
require two decisions, one regarding promptness and one regarding com-
pleteness. None of the other PICA scores involves a double decision
similar to this one, which may account for the relatively high number
of the times the score changed (L6 percent of the time). A complete,
accurate, reesponsive, prompt and efficient score, a 15, was the most
consistent score under the two conditions. This would suggest that
clinicians have most difficulty judging impaired commmicative ability,
particularly if more than one dimension of judgment is involved.

One of the major reasons for change in scores between the two
conditions asppeared to be related to decisions concerning delays (see
Table 8), but the caution regarding the communicative asbility of the
subjects in this study is repeated, that is, 10 of the 12 subjects
functioned at an overall level of 10 or above and the judgment of delay
is a major dimension in the assignment of score at this level, compared
with subjects functioning below 10 where a delsy in response is no
longer recorded. The criteria for scoring delays vary according to
the subtest. As an example, for subtests involving reading, the clin-
ician was instructed to read the instructions over to himself twice
and if the patient had not responded, a delay was scored; for subtest
II, however, delay was defined as "any of the sbove responses, but
delayed"; for subtest I, delay was defined as "response types that are
significantly delayed, sugpesting that the patient needs some addi-

tional processing time before he can respond" (Porch, 1973). During
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the administration of the test, a delay in response can vary up to 30
seconds in duration, at which time a repeat of the instruction is given
and another score assigned.

From the interviews with the clinicians involved, delay was
Judged according to a number of standards: (1) comparison with per-
formance of a subject with normal commmnicative ability, (2) according
to the general rate of response for that particular patient, or (3) a
combination of (1) and (2). It is suggested that the large number of
delay changes may be a factor of inadequate definition of a delay re-
sponse. During the videotape review the clinicians appeared to be
slightly more strict in their assessment of delay than during the ad-
ministration. The writer also speculates that they becsme more con-
sistent during the review when other pressures of test administration
were not present.

From Table 8, the score 7 (related response) showed relatively
larger changes under the two conditions than other scores and this
suggests that clinicians may have difficulty differentiating between
incomplete and related responses. Clinicians appeared to recognize
related responses more easily under conditions of videotape observa-
tion. Again, it might be suggested that when the clinician is free of
the pressure of test administration, he may be more sensitive to the
patient's response. Another score that appeared to change under the
two conditions was related to a decision on the intelligibility of
scores (score changes between the response levels of 5, intelligible,
and 2, attention). It is of interest to note that the trend was for

these scores involving intelligibility to increase during the videotape
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review, suggesting that the patients! responses became "more intelli-
gible" and more differentiated during the review. Here again, the same
hypothesis might be offered. When the clinjclan is free of test admin-
istration responsibility, he may be more sensitive to the meaning of
the patient's distorted speech.

Clinicians

From the results obtained in this study, it would appear that
following the basic training on the administration and scoring of the
PICA as stated earlier, the amount of further training on this test
has little relation to score inconsistencies under the two conditions
of administration and review. These inconsistencies may be affected
by such factors as level of communicative sbility and the emotional
state of the subject. However, it seems that the clinician's ability
to obtain consistent average scores is maintained over 18 months after
basic training. It is expected that clinicians involved in this study
attempted to administer and score the PICA more accurately under the
research conditions than they routinely did, but it is felt by the
writer that this would not substantially change the results.

The cliniclans offered the following comments when asked to
compare the accuracy of assigmment of scores under the two conditions:

= the videotape review allowed for more careful observations

because it is possible to go back and verify them.
- the live presentation gave more sense of what the patient
was doing because of the proximity.
- the live presentation was more accurate, particularly with

a low level patient, because you were "testing in context."
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-~ the videotape scoring was better because I did not have to

control for my behavior such as facial cuing.

Conclusions

The results of this study suggest that the average scores on
the PICA for VGS and for each of the verbal and gestural modalities,
are stable under the two conditions of live presentation and videotape
review. Hence, rescoring as a general practice is not suggested from
these data. Clinicians could perhaps review scoring occasionally via
videotape as a check on their continued reliability. It also appears
that the use of videotape recordings in teaching the administration
and scoring of the test is a valid procedure, because average scores
for the live presentation and videotape review remained consistent.

Tt should also be noted that verbal and gestural modalities remained
consistent over the two conditions. This appears to be in agreement
with past research which also indicates that the live presentation and
the videotape review are highly similar.

However, 2L percent of the scores were changed from the admin-
istration to the videotape review; thus, 76 percent of the scores
remained unchanged wnder the two conditions. The major reason for the
score changes observed in this study include: (1) inadequate defini-
tion of delay, hence this response type tends to be subject to a
variety of assignment criteria; (2) the relatively subjective response
category of 7 (related) seems to be sensitive to repeated viewings via
videotape, that is, the clinician may decide on one occasion that a
response was "related", on another he may categorize the same response

as more impaired and therefore an "error"; (3) clinician's difficulty
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Judging an 11 (incomplete-delayed) score which requires decisions on
two dimensions of commmicative impairment. It is suggested that when
the clinician is free of the pressures of test administration during
the videotape review, he may be more sensitive to the patient's re-
sponses, and therefore, score more accurately.

The present study employed a limited number of subjects and
clinicians. It is suggested that follow-up studies to this present
investigation involve a larger number of subjects, whose overall com-
municative ability is more representative of each of the levels of
response. The majority of subjects in this study, on the average
scores for VGS, functioned above the 10 response level. It is the
writer's impression, based on the results of this study, that average
scores for VGS and verbal and gestural modalities would always tend to
be stable from the live administration to the videotape review, even
if a larger and more representative sample of patients were used.
Having this more representative sample of varying degrees of communi-
cative involvement would allow for more definitive examination on the
types of responses, e.g., delays, that are likely to change under the
two conditions. It would also allow for investigation of the rela-
tionship between the patient's overall level of communicative func-
tioning and the total number of score changes.

In addition, a panel of "experts" (persons demonstrating inter-
observer relisbility) could observe with the clinician under the two
conditions so that a judsment of which condition is most accurate in
terms of score assignment could be made. It is noted that these

"experts" would be free of the pressures of test administration, and
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therefore in a position to devote their entire attention to the scoring
process. This would also allow for better interpretation of the find-
ing which showsd score changes in a positive direction for three out
of the four verbal subtests and score changes in a negative direction

for seven out of the eight gestural subtests.
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CHAPTER V
SUMMARY

The aim of this study was to collect and analyze data in order
to explore the possible causes, magnitude and consequences of assigned
response scores on the verbal and gestural subtests of the PICA under
two conditions. One of the conditions was live administration and
scoring of the test, and the other a videotape review of the same test
by the original administrator.

Six clinicians tralned in the administration and scoring of
the PICA and 12 subjgcts with varying degrees of communicative ability
were used in the study.

Results showed that overall averages of VGS as well as the
verbal and gestural modality averages made only slight changes under
the two conditions, suggesting that the PICA is a reliable test. How-
ever, scores were altered under the two conditions over 2L percent of
the time, so that these changes must tend to cancel each other out.
The type of response that changed between the original administration
to the rescoring was most often related to the 11 response (incomplete-
delayed). It seems this score requires decisions on two dimensions of
impaired communicative ability, where other scores require decisions
sbout only one dimension at a time. Response types involving delay

and those involving intelligibility were the other responses that

36
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changed most frequently. It 1s suggested that a more definitive

description of the category of delay is indicated. More careful
selection of the patient population would be required, however, before

this observation could be validated.

Implications and suggestions for further research were pre-

sented.
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APPENDIX A
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Porch Index of Communicative Ability - Theory and Development, Volume 1, p. 15, by
Bruce E. Porch (1967).
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APPENDIX B
QUESTIONNAI RE

Approximately how many times, within the past three months, have
you administered the PICA?

What training did you have in administration and scoring the PICA?

How long has it been since you learned this test?

Have you tested either of these patients previously, using the
PICA?

Name Yes / No

Name Yes / No

To what degree do you feel the patient's emotional state during
the test (e.g., anxiety, frustration, anger) interfered with your
administration and scoring of the test? (Mark the appropriate
level according to the following scale).

Made scoring Did not
simificantly make scoring

more difficult more difficult
5 AL 3 2 1
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SIZE OF CHANGES CALCULATED FROM THE DIFFERENCE BETWEEN SUBTEST MEANS

APPENDIX C

UNDER ADMINISTRATION AND REVIEW
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APPENDIX D

NUMBER OF CHANGES FOR EACH SUBTEST
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APPENDIX E

SUBTESTS RANKED IN ORDER OF DIFFICULTY COMPARED WITH THE
DIRECTION AND MEAN SIZE OF SCORE CHANGES FOR ALL
TWELVE SUBJECTS WDER THE CONDITIONS OF
ADMINISTRATION AND REVIEW

Subtest Size and Direction of Score Change

I -.19
II -.23
v -.02
v +.02
IX +.06
I +.20
VII | -.0h
XI1 +.th
VI -.03
X -.03
VIII -.05
X -.0L

The verbal and gestural subtests are ranked from most to least
difficult.
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APPENDIX F

RELATIONSHIP BETWEEN PREVIOUS TESTING OF THE SUBJECT AND THE NUMBER
AND SIZE OF SCORE CHANGES BETWEEN ADMINISTRATION AND REVIEW

Previously Tested Not Previously Tested

Subject Number of Size of Subject Number of Size of
Changes Changes Changes Changes

a 10 .9 b 9 1.3

e 18 2.1 c 13 1.6

f 20 2.5 d 25 3.6

e 12 1.8 i 3L h.8

h 18 4.0 k 25 Lh.7

h Lo 3.k

1 18 k.6
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APPENDIX G

CLINICIANS RANKED IN ORDER OF THE AMOWNT OF EXPERIENCE
COMPARED WITH THE SIZE AND NUMBER OF CHANGES MADE
INDER CONDITIONS OF ADMINISTRATION AND REVIEW

Clinicians Ranked Total Number of Changes Total Size of Changes

(high - low) for Both Tests for Both Tests
3 38 h.6
1 19 2.2
L 30 | 5.8
5 74 8.2
6 L3 9.3
2 38 5.0
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APPENDIX H

DEGREE TO WHICH PATIENT'S EMOTIONAL STATE INTERFERED
WITH ADMINISTRATION AND SCORING OF THE TEST

L9

Made scoring
significantly
more difficult

2

L

Subject J

Did not

mske scoring

more difficult

1

Subject

a

Subject b

Subject
Subject
Subject
Subject
Subject
Subject
Subject
Subject

Subject

i

k
1

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



	An Investigation of videotape rescoring of certain subtests of the Porch Index of Communicative Ability
	Let us know how access to this document benefits you.
	Recommended Citation

	tmp.1459884606.pdf.u700u

