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Abstract in English

Background: When conducting a speech and language therapyeani®n study, one essential part
lies in the evaluation of the outcomes. The undaglyherapy itself and its delivery are aspectscihi
are mostly done in the background. There is Iftlgus on the question: Was therapy delivered with
fidelity, i.e. to what extent does the actual tipgraelivery correspond to the planned delivery? If
fidelity is discussed in a paper, researchers akport on therapy manuals, training and supemisio
of therapists, or adherence to the therapeutiaitgales. However, according to Cherney et al. (2013)
TF is regarded as a crucial component of any behaai treatment study (ibid.) and should therefore

be assessed in a speech and language therapyimtenvstudy.

Aim: The present thesis is part of a wider researcje@ron which a new conversation-based therapy

- calledBetter Conversations with AphagiARCA; Beeke et al., 2011; Beeke et al., submitRetkley

et al., 2013) — was designed. The therapy was gedvio eight people with agrammatism and their
conversation partners (CPs), together called a.dyad an adaptation of a conversation training
programme calledlSPPARC (Supporting Partners of People with Aphasia inaRehships and
Conversation; Lock et al., 2001a). Every dyad weated by the same speech and language therapist
(SLT) and all therapy sessions were videotaped.alineof the present thesis is to examine aspects of

TF retrospectively and thereby assess the degreeifoirm therapy delivery as planned.

Methods: The multifaceted concept of TF is introduced apgliad to the wider research project.
Using this concept, the degree to which the BCAdpg programme was delivered as planned, can
be measured. This can be achieved by developinlgtdidelity tool, which is based on a conceptual
framework of TF (Carroll et al., 2007), on practiaeported in the TF literature and on the generic
session plans of the BCA therapy. The first step teaobserve 23% of the therapy sessions and rate
them with the tool. These observations were comdlcin data of seven dyads. In addition,
descriptive data were collected to enlarge thelifidevaluation. In a last step, inter-rater relidyp
(IRR) of parts of the fidelity tool was also assgbwith the help of a second observer who rated 20%

of the sessions already used for the fidelity check

Results: The results indicate that, in terms of therapy eopta high fidelity level of 91.9% was
reached for the BCA therapy programme. Dyad-spefiielity scores thereby ranged between 86%
and 97%, which shows a certain degree of varigbiéiven when only one therapist was delivering
the intervention. It also suggests that each dgadived a satisfactorily equivalent interventioheT
duration and frequency of the therapy sessionedaaicross the dyads. However, this reflects the
individual and interactive nature of a conversatiased therapy. Qualitatively, the therapist showed

a high degree of desired behaviour associated thighdelivery of the BCA therapy programme



(averaged across the dyads: 96.7%). Other potentiderators of fidelity, such as the acceptance of
components of the therapy programme and the client¢ivation, were also investigated in the
present thesis, providing a multifaceted evaluatibiF. In terms of the inter-rater reliability tfe
designed fidelity tool, acceptable levels have beathed for almost all of the sessions observed by

two qualified SLTs.

Future directions: For future investigations, the procedural sectidrthe fidelity tool could be
refined in terms of fewer, essential elements efBICA therapy. Moreover, clearer rating guidelines
are necessary for rating the fidelity tool reliabypotential next step for future research mighttd
identify potential essential components of the BtBArapy and to relate the outcomes of the main
BCA research project to TF data. However, the ingpare and value of a fidelity evaluation is

already being demonstrated in the present thesis.



Abstract in German

Theoretischer Hintergrund:Eine Sprachtherapieevaluation besteht typischeenvaus der Messung
des tatsdchlichen Therapieeffekts. Die Evaluierutgr Therapiephase, also inwieweit die
urspriinglich vorgesehene Therapie Ubermittelt wuideB. wie in einem Therapiemanual
beschrieben), wird hingegen oft vernachlassigt. @mglischsprachige Literatur spricht in diesem
Zusammenhang héaufig von dem Konzept tteatment fidelity(TF) (was Ubersetzt in etwa dem
Begriff ,Therapiegenauigkeit' entspricht). Bericht&orscher tber Aspekte dieses Konzeptes, dann
wird dies meist auf das Therapiemanual, Therapsateiiungen oder -supervisionen, oder auf die
Messung der Therapiekonformitat des Sprachtherapeatzogen. Jedoch wird das Konzept der TF
nach Cherney et al. (2013) als eine wichtige Konepba einer verhaltenstherapeutisch orientierten

(Sprach-)Therapiestudie angesehen.

Ziel: Die vorliegende Arbeit ist Teil eines Uubergreifend Forschungsprojekts, in dem ein
konversationsorientierter Therapieansatz entwickalde Better Conversations with AphasBCA,
Beeke et al., 2011; Beeke et al., submitted; Bgckteal., 2013). Dieser Therapieansatz basiert auf
dem bereits vorhandenen KonversationstrainBiPARC (Supporting Partners of People with
Aphasia in Relationships and Conversation; Lockalkt 2001a). Fur die Umsetzung der BCA
Therapie wurden acht Paare therapiert, die jeveeitseiner aphasischen Person mit agrammatischer
Sprachproduktion sowie einer primaren Bezugspebsmtanden. Die Therapie wurde dabei fur alle
Probanden von der gleichen Sprachtherapeutin defithg und alle Therapiesitzungen wurden auf
Video aufgezeichnet. Das Ziel der vorliegenden Arbesteht in der Anwendung des TF Konzeptes
auf den BCA Therapieansatz, um den Grad der Korifatnmit der urspriinglich vorgesehenen

Therapie zu ermitteln.

Methodik: Zunachst wird das Konzept der TF beschrieben wihdli@ Daten von sieben Paaren der
Hauptstudie angewendet. Um die Therapielbermittlemmgyuantifizieren, also inwieweit sich die

Therapeutin an dem vorgegebenen Therapieprogramemtiert hat, wird sodann efidelity tool (d.h.

ein Beobachtungsinstrument) entwickelt. Diesesrumsént basiert auf einem speziellen TF-Modell
(Carroll et al., 2007), weiteren Methoden aus detiteratur und BCA-spezifischen Therapiepléanen.
Es werden insgesamt 23% der Therapiesitzungen itfé tieses Instruments beurteilt. Zusatzlich
werden schriftiche Dokumente der Hauptstudie asiaty, um TF moglichst umfassend zu erértern.
AbschlieRend werden 20% der beurteilten Sitzungen ginem zweiten trainierten Beobachter

eingeschatzt, um erste Aussagen uber die InterfRatieabilitat dedidelity toolstreffen zu kénnen.

Ergebnisse:Die Analyse der Videoaufnahmen mithilfe diekelity toolszeigt einen sodidelity score

(Genauigkeitswert) von 91,9%, was laut Literatureehohe Therapiekonformitat der Therapeutin



anzeigt. Die individuellefiidelity scorediegen dabei zwischen 86% und 97%. Dies deutetrsdits

auf einen gewissen Grad an Variabilitat in der @p&tibermittlung hin, auch wenn ein und dieselbe
Therapeutin die Therapie Ubermittelt. Andererdaiisen diese Ergebnisse annehmen, dass jedes Paar
die Therapie zu einem zufriedenstellenden Ausm#&falten hat. Im Hinblick auf die Dauer und
Frequenz der Therapiesitzungen zeigt sich ein bBb&grogenes Muster. Dies spiegelt jedoch die
interaktive Natur dieser Therapie wider. Zu durtimsitlich 96,7% wendet die Therapeutin
erwiinschte Therapieprinzipien wéhrend der SitzuragenWeitere Faktoren, die in der vorliegenden
Arbeit erhoben wurden, zeigen, dass die Studiemiether motiviert in der Therapie partizipieren,
jedoch gibt es Hinweise auf einzelne Therapiekorapten, die verbessert werden konnten. Fast alle

der untersuchten Teile déidelity toolsweisen eine gute Inter-rater-Ubereinstimmung auf.

Ausblick: In weiteren Forschungsbemihungen kdnnte angestretoten, die Anzahl der Items des
fidelity toolszu minimieren, idealerweise auf die essentiellEmiente der BCA Therapie. AuRerdem
wére eine Einfuhrung klarer Beurteilungsrichtlinieon Noéten, damit alle Teile des Instrumentes
zuverlassig angewendet werden koénnen. Ein nacl&taritt konnte darin bestehen, essentielle
Komponenten des BCA Therapieprogrammes zu ideietiéin, wofir die vorliegende Untersuchung
eine erste Grundlage darstellt. Die vorliegendeefirtlemonstriert insgesamt die Wichtigkeit und das

Potential einefidelity Evaluation anhand der Anwendung des TF KonzegtdialBCA Therapie.



1) Introduction

Treatment fidelity (TF) refers to the degree to aththe provision of a therapy corresponds to the
prototype therapy (Kaderavek & Justice, 2010).ds$ become an important concept in speech and
language therapy research (ibid.). In their systemaview of the strength of evidence of studies
reporting on communication partner training in apaa Cherney, Simmons-Mackie, Raymer,

Armstrong and Holland (2013) speak of TF as a etielement of behavioural treatment studies.

The present thesis is embedded in a research pmjeich evaluates a new conversation-based
therapy programme for people with agrammatic ajghasd their conversation partners (CPs), called
Better Conversations with Aphas{BCA; Beeke, Maxim, Best, & Cooper, 2011; Beekeakt
submitted; Beckley et al., 2013). Conversation-tat$eerapy programmes such as communication
partner training have become popular clinicallyd ayet they can be regarded as complex
interventions (Beeke et al., submitted; Cherneyalet 2013; Wilkinson & Wielaert, 2012), with

several interacting components and variable outsome

In recent years there has been an increased focdeaumenting the adequate application of therapy
in the fields of psychology, health behaviour imgertions and medical research. This has begun to
influence research into speech and language thendgywentions. In the present thesis, TF will be
applied to the data of the main research projelthofigh the case series does not include a control
group, it is nevertheless important to examine hatvegree the BCA therapy was actually delivered
to the clients in the way it was intended (see Klsmpen, 2011). The procedure of this investigation

is related to a conceptual model by Carroll ef2007).

Since knowledge in the area of conversation-balsedhpy approaches provided to both the person
with aphasia (PWA) and the CP (together called adylys just evolving, this thesis comprises a
descriptive design including both numerical andoakinformation. By assessing the adequacy of the
actual delivery of the BCA therapy in detail, theifarm and adequate delivery of this new

intervention to each dyad will be assessed.

The thesis is structured as follows: The first pahapter 2, section 2.1) presents the theoretical
background, giving a description of aphasia anchragnatic aphasia, followed by a review of
currently existing conversation-based therapy aggres for people with agrammatic aphasia and
their CPs. This will include a review of the theyaprogramme on which BCA is based — the
SPPARC (Supporting Partners of People with AphasRelationships and Conversation; Lock et al.,
2001a) conversation training programme — beforeBGBA therapy is described in the next sub-

section. After this first part, the concept of BHritroduced (chapter 2, section 2.2). This wilhgiet



of a definition of the term, the development of tbencept over time, and its measurement.
Furthermore, the most sufficient conceptual frarbwimr TF to date (Carroll et al., 2007) is

characterised, and the relevance of TF to speathaaguage intervention research will be discussed.

Chapter 3 lists the present research questionst, ldbapter 4 introduces the design of the wider
research project and will then describe the pgditis and the procedures of the current invesigati

including the fidelity tool that has been developgdhe author to evaluate TF for BCA.

By applying this study-specific fidelity tool, tlextent to which the actual delivery of the theréapin
accordance with the initially planned therapy isteynatically determined. This aspect of TF is
known as ‘adherence’ to the therapy programme andainly related to the content of the therapy
(see e.g. Carroll et al., 2007; Chan, O'Neill, McK®, Love, & Kissane, 2004; Lewinsohn, Clarke,
Hops, & Andrews, 1990). In order to assess theityuall treatment delivery, which can be regarded
as one factor that may influence adherence, tharépihaviour associated with the delivery of the
therapy is examined. Situations where clients controg the therapy programme are also covered by
the fidelity tool. By highlighting such dyadic betaur, so-called ‘participant responsiveness’ can b

established — another aspect that can influenceradbe (Carroll et al., 2007).

In a final step, inter-rater reliability (IRR) ofapgs of the fidelity tool will be assessed to explo
whether the tool can be implemented consistentlywmy different raters and could be used in future

studies that apply the BCA therapy programme.

The present thesis can be regarded as a first @ttendevelop a fidelity tool and conduct a TF
evaluation in an aphasia therapy study that eveduatconversation-based intervention. The aim is to
better understand the conversation-based therapenattess and to give recommendations for future

(larger scale) research studies.



2) Theoretical Background

2.1) Agrammatism and its treatment

2.1.1) Aphasia and its subtypes

Aphasia is traditionally defined as an acquiredylaage impairment resulting from brain lesion (e.g.
disturbed blood flow in terms of a stroke, cranreteal injury etc.) in the language dominant
hemisphere (Papathanasiou, Coppens, & Potagas).20t®s can be present for all language
components (phonology, morphology, syntax, semsngpragmatics) and across all modalities
(speaking, reading, writing and comprehension) @iuBPoeck, Weniger, & Willmes, 1983). More
recently, with the influence of the Internationdassification of Functioning, Disability and Health
(ICF; WHO, 2001), a holistic perspective on aphésia been developédn relation to therapy this is
known as the ‘consequences approach’ (Thompson &aN02008). Aphasia is hereby regarded as a
language impairment that has a considerable impaclife participation affecting “the person’s
communicative and social functioning, quality d€Jiand the quality of life of his or her relativasd
caregivers” (Papathanasiou et al., 2013: p. xx)thim present thesis, the latter understanding of
aphasia is used, since the main research projeethasch the author's work is based (Beeke et al.,
2011) evaluates a therapy programme which candsded as a consequences approach involving a
habitual CP of the PWA, and targeting their eveyydanversations.

Generally, aphasia can be divided into severalypast characterised by typical symptom complexes

(Huber, Poeck, & Springer, 2006). The standard symds of aphasia are as follows (ibid.):

= Global aphasia (occurring in around 20% of all PAtAhe end of the acute phase),
=  Wernicke’s aphasia (occurring in around 15% ofP&lfA at the end of the acute phase),
= Broca’s aphasia (occurring in around 15% of all P&lAhe end of the acute phase), and

= Anomic aphasia (occurring in around 30% of all P\atAhe end of the acute phade).

Table 1 illustrates general characteristics ofeéhfesir standard syndromes in relation to spontasieou

speech classified as either fluent or non-fluemg aelative impairment in different modalities:

! For most adults (around 95% according to HubeecRo& Springer, 2006), the left hemisphere oflihain is
specialised for language compared to the right Bphare. This reflects so-called language dominance.
Consequently, lesions in the left hemisphere oftrse language impairment.

% The ICF is a model that aims to describe any impat as a bio-psycho-social interaction (Grétzbadten,
2009).

% Based on different neuronal mechanisms of regtittin the brain, different phases of aphasia atien to the
time post-onset can be distinguished: The acuteg{¥6 weeks post-onset), the post-acute phas2 (denths
post-onset) and the chronic phase (from 12 mondbsgnset) (Wittler, 2009).

3



auditory comprehension, repetition and naming perémce? In section 2.1.2, one of the four

standard syndromes, Broca's aphasia with its coemtocalled agrammatism, will be highlighted.

Table 1

Characteristics of the standard syndromes of aghésised on Howard & Hatfield, 1987: p. 139)

Spontaneous Auditory Repetition Naming
Speech Comprehension
Global aphasia Non-fluent Poor Poor Poor
Broca’s aphasia Non-fluent Good Poor Poor
Wernicke’s aphasia Fluent Poor Poor Poor
Anomic aphasia Fluent Good Good Poor

2.1.2) Characteristics of agrammatic speech

As outlined in the previous section, at the endhef acute phase, around 15% of all PWA can be
described as having Broca’'s aphasia. In the chygmase (when patients are a minimum of 12 months
post-onset; Huber & Ziegler, 2000; Wittler, 2008 proportion of individuals with Broca’s aphasia
is around 46% according to Huber et al. (2006)sTicrease can be explained by the process of post-
stroke recovery (ibid.): Broca’s aphasia is oftlea tesult of restitution processes or recoveryepadt

of Global aphasia. Hence, research involving peapile chronic Broca’'s aphasia has a high clinical

relevance.

Production in individuals with Broca's aphasia tglly consists of simplified syntactic structures
reduced to nouns, adjectives, discourse markegs‘yeu know’, ‘well’) and few if any verbs (seege.
Goodglass, Kaplan, & Barresi, 2001; Schlenck, Sule & Springer, 1995). Their functional
comprehension is relatively preserved (e.g. with tielp of key words; Tesak, 2007: p. 83his
symptom complex, which often varies among patiédthlenck et al., 1995; Thompson & Bastiaanse,
2012), is known as agrammatism. Generally, therdesois characterised by non-fluent speech
production. The following examples illustrate treture of agrammatic speech productiofrdin. No

no no. Bus. No...ertnor: “Fine. Erm...lunch. Fantastic. Yedh(Examples are taken from own data

used in this project).

* Apart from these standard syndromes patients luaw sertain symptom complexes that can rather be
described as non-standard syndromes such as Tréoakcmotor aphasia, Transcortical sensory aphasid
conduction type aphasia (Huber et al., 2006).

® However, for an overview of the comprehensioniditties of individuals with agrammatism, see égrutin
(2001).



2.1.3) Conversation-based therapy approaches

Mostly, the aim of speech and language therapynfdividuals with agrammatism is to improve the
speaker’'s sentence production and surface gramrthinva clinical setting (for an overview, see
Beeke et al., 2011). The research group around phom(2003; 2005), to name a prominent example
of an approach targeting underlying syntax, foumat ppeople with agrammatism can profit from a

therapy based on Chomsky’s (1993) Government andifj Theory’

However, Beeke et al. (2011) suggest that targatieggrammar of everyday conversations may be
more effective than targeting decontextualisedagg (e.g. that used when describing picturesk Thi
idea is based on findings by researchers like Bedkikinson and Maxim (2007) who have shown
that the language output produced by speakers agthmmatism in everyday conversations has a
different grammatical structure compared to elitigpeech within a task-based language assessment

or therapy.

Conversation-based (sometimes referred to as otienafocused or pragmatic-oriented) therapy
approaches target the conversation behaviour of @for PWA rather than the syntactic or
morphologic performance of the PWA (Wilkinson & Wdert, 2012). Hence, the objective is to
directly enhance daily and natural conversationajnip by practising the use of conversation

strategies (ibid.).

Over the past years, different researchers in thglcAAmerican language area have developed
approaches that deal directly with the conversadibifities of PWA and/or their CPs. Aten’s (1986)
‘Functional Communication Therapy’ (FCT), accordiogSchlenck et al. (1995), can be listed among
the conversation-based therapy approaches suftatpeople with agrammatism and their CPs. Other
approaches include ‘Conversation Coaching’ (Hollah®91; 1997) and ‘communication partners’
(Lyon et al., 1997), training volunteers to comnuaté with PWA. Also Nichols, Varchevker and
Pring (1996) implemented a therapy focused onitrgicommunication strategies (verbal and non-
verbal strategies) where the PWA and at least amaly members took part. ‘Supported Conversation
for adults with Aphasia’ (SCA; Kagan, 1998a, 199Bhgan & Gailey, 1993) is another conversation-
based approach focusing on CP training. ‘SuppoRiadners of People with Aphasia in Relationships
and Conversation’ (SPPARC; Lock et al., 2001a) ioaversation training based on Conversation
Analysis (CA).” Efficacy data for SPPARC can be found in KagamcRB) Duchan, Simmons-Mackie
and Square (2001). SPPARC is described in moreil detasection 2.1.3.1. Moreover, the

® One central assumption of this theory is that dachuage consists of a basic word order and thatteer
orders are derived by a process called ‘movement’.

" CA is a quallitative research method which is diteen, using audio or video recordings of rea lif
interactions. Researchers in the field of Aphagjplose this method to analyze aphasic languagausal-life
conversations between PWA and their CPs (see B26k®, for an overview).

5



‘Conversation Partner Scheme’ (McVicker, Parr, Rhu& Duchan, 2009), which is practiced at
Connect the communication disability network, in Londomww.ukconnect.org), represents another
conversation-based approach, developed to traimntetrs to converse with PWA who experience

social isolation. Table 2 shows an overview ofttierapy approaches introduced above.

Table 2

Conversation-based therapy approaches (chronoldlgiacadered) for aphasia originating from the

Anglo-American language area

Therapy approach Abbreviation Authors

‘Functional Communication Therapy’ FCT Aten (1986)

‘Conversation Coaching’ - Holland (1991, 1997)

‘Communication Partners’ - Lyon et al. (1997)

‘Supported Conversation for adults with aphasia’ ASC Kagan (1998a, 1998b),
Kagan & Gailey (1993)

‘Supporting Partners of People with Aphasiain  SPPARC Lock et al. (2001a)

Relationships and Conversation’

‘Conversation Partner Scheme’ - McVicker et al.q20

It should be noted, that these examples do notusiely target agrammatism and that the listed
examples are not claimed to be a complete enurografi the Anglo-American conversation-based
therapy approaches (for an overview, see Wilkin&oWielaert, 2012). Furthermore, studies using
these programmes mainly focus on the training ef @ rather than on the PWA (for a systematic

review, see Simmons-Mackie, Raymer, Armstrong, &fall & Cherney, 2010).

In the German language area, conversation-basedgigs such as role-plays (e.g. Bilda et al., 2008
or conversation-oriented group therapy sessionspeaetised (Moriz, Geissler, & Grewe, 2009).

Moriz et al. (2009: pp. 52-53) list examples offeiént approaches for aphasia therapy in relation t
the ICF, targeted at the communication abilitiesttef CP and/or the PWA. Concerning concrete
therapy approaches, the PACE programme (Promotipbgagics’ Communicative Effectiveness;

Davis & Wilcox, 1981, 1985; Davis, 2005) is widéimown and practised (Schlenck et al., 1995).
However, this approach does not exclusively target-life conversations. Apart from this, Steiner
(1994) constructed the so-called ‘TEAMWORK’ conatittn programme which can theoretically be
applied to therapy for individuals with agrammatiand their CPs (Steiner, personal communication,

April 30, 2013). Bongartz (1998) and Bilau et ab{7) designed German CP training programmes.

8 Bilda et al. (2008) trained prototypical everydgeech acts (e.g. buying coffee at a bakery). Epsroach,
focusing on PWA, reflects high frequency video-litbsenversation training at the computer, aiming at
improving functional everyday communication.



The CP training developed by Bongartz (1998), faaneple, consists of four main steps including
elements such as role-play, analysis and discusdigitieo recorded conversations (of the PWA and
the CP), modified PACE principles and Conversatidoaching (Holland, 1991, 1997). To the

author’s knowledge, however, to date, no efficaatadire available for this approach.

The next two sections describe the Better Conviersatwith Aphasia (BCA) therapy programme
provided in the main research project of which tthiesis is a part (see chapter 4 for detailed
methodology), and its origins in SPPARC (Lock et 2001a). This will set the scene for the fidelity

tool developed for the present thesis further on.

2.1.3.1) The SPPARC conversation training programme

The SPPARC (Lock et al., 2001a) conversation tngirprogramme was developed by the ‘Coping
with  Communicating’ research project in the Depaninof Human Communication Science,

University College London (UCL). It applies CA aiwdesigned to be delivered either in a group
setting (that is, a group of CPs) or with the PWid dhe CP together as a couple; either way, it

focuses on directly changing the CP’s conversdigmviours.

SPPARC consists of three progressive main stefk)(ilf he first is to raise awareness of the broad
idea of conversation and conversation behaviowh(sis ‘the aim of a turn’ or ‘overlapping talk’) in
relation to aphasic speech in general. The secmpudiscludes raising the awareness of a CP’s own
conversation behaviour. The third step of the mpgne consists of the facilitation of the
identification and use of strategies for changee Khy techniques included in the therapy (video
feedback, role-play and conversation activitieg) lssised on a model of experiential learning (Kolb,
1984; see Beckley et al., 2013 for an overvie®gveral studies found mostly qualitative indicator
for its efficacy (Burch, Wilkinson, & Lock, 2002;dck et al., 2001a, 2001b; Wilkinson, Bryan, Lock
& Sage, 2010), and showed that changes in a CRiavimur could lead to indirect changes in a

PWA's conversation.

SPPARC is beginning to have an impact outside thgil@cAmerican language area. To date, a Dutch
(Wielaert & Wilkinson, 2012) and a Slovak (Cséfalv& Brnova, 2009) adaptation have been
developed. In 2013, a study on a Swedish adaptat&Es published, reporting indicators that the
adapted CP training programme is effective (Sald@atkman, & Hartelius, 2013).

° Video feedback, i.e. showing a dyad short conviEns@xtracts of their own conversations (videothgaring
the assessment process) or of conversations af BWe& and their CPs, is a method which aims alaitiitg
discussions about aspects of the clients’ own cati®ns.
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With regard to the present investigation, it is artant to know which therapist skills are associate
with the delivery of SPPARC, and consequently VB@A, which is an adaptation of SPPARC.

The SPPARC manual discusses the use of generaiselting-related techniques (manual part 1: p.
84), especially in relation to the observation adeo clips and discussions taking place during
therapy. However, the authors of SPPARC (Lock &tdal not fully specify exactly what is meant by
counselling-related techniques. In the manual (pap. 84), a few examples are given (e.g. use of
active listening skills, reflection, leading quesi$), but it is not further explored which of thame
essential or are to be expected. Also, it is nitecgure whether these skills named in the maramal ¢

be regarded as a complete listing.

Since counselling skills fundamentally underpin seech and language therapy management of
clients, defining characteristics can be found incm other literature. Parkinson and Rae (1996)
provide a straightforward definition of the termuoselling, based on the College of Speech and

Language Therapists (1991):

“Counselling is described as a ‘mechanism’ or ‘pege’ which assists individuals in their
exploration and clarification of thoughts and fegjs so that they may see difficulties more
objectively and make their own decisions. This @ssds construed as taking place in an

understanding, supportive atmosphere where thafistrpractices active listening.” (p. 142)

The technique o#ctive listeningis listed in the short paragraph in the SPPARCuab(part 1: p.
84). Egan (1998) describes it as the foundatiomraferstanding; to listen actively to the client’s
concerns and priorities, to their feelings, ematioexperiences and resources or strengths (ibid.).
Brumfitt & Clarke (1983), in their work which dealsith the application of psychotherapeutic
techniques to the management of aphasia, highlgiing a skilful summary of what has just been
said in order to make clear to the client that been understood and may not need to be said agai
(p- 99) as an important skill. Another aspect airselling-related skills is the expression of wdrmt
and empathy towards the client (Eicher, 2009; LedB®5), and as the authors of SPPARC state in
another publication, affirming and encouraging tiyad (Lock et al., 2001b). Further, Lock et al.
(2001b) state that “the clinician should aim tatilntiem [the clients] with the confidence to trgw

strategies in their everyday conversations at hqime29; see also Howard & Hatfield, 1987: p. 83).

Moreover, the SLT is expected to supply individsedl advice to the dyad (Lock et al., 2001a,
SPPARC manual part 1: p. 26). This is achieved foywiging advice sheets or working with short
video examples made before therapy started, @tisty certain conversation patterns (e.g. a repair
sequence or a so-called test question by the Cérder to raise the dyad’s awareness of their own
conversation behaviour). Moreover, with regarddentifying strategies for change, it is important

that the SLT tries to guide the dyad to make tbein choices and to avoid making judgements about



what conversation patterns the dyad should retaghange (Lock et al., 2001a, SPPARC manual part
1: p. 27 and 80). This principle is reflected bg following quote taken from the SPPARC manual
(Lock et al., 2001a, part 1: p. 85): “(...) it is Whrreiterating that you should be wary of being

prescriptive about what is ‘good/to be retained’bad/to be changed’ about any conversatitn”.

After having described SPPARC, the content, aint @inciples of the BCA therapy programme,

used in the main research project and adapted $RARC, will be outlined next.

2.1.3.2) The Better Conversations with Aphasia thepy programme

Beeke and colleagues (Beeke et al., 2011; Beekk, submitted; Beckley et al., 2013) have designed
a conversation-based therapy approach called B&Gadan SPPARC. It uses Kolb’s adult learning

model (1984) as its basis, as does SPPARC (forvarview see Beckley et al., 2013). The BCA

therapy programme can be found online at httpsefekucl.ac.uk from 5 August 2013).

However, Beeke and colleagues created two significhanges in their BCA therapy programme.
The first is the focus on conversational difficedtiresulting from agrammatism instead of relatirey t
programme to aphasia in general (Beeke et al.,)2@condly, the team decided to work directly
with the PWA to train them to use conversationtegjigs, instead of solely targeting the CP (as is
common in most of the previous research in thig,asee section 2.1.3). This was done in order to
discover whether the PWA can learn from convergatioerapy (ibid.; Beckley et al., 2013).
Compared to SPPARC, this led to the creation ddidditional therapy session focusing on strategies
for the PWA (e.g. gesture, use of key words, wgittmd drawing), and additional therapy handouts
and activities (for an overview of all the handouised in the wider project see Appendix 1).

Moreover, the PWA is an active participant througtrall sessions.

The overall aim of the therapy is to increase mutmaerstanding between the couple (Beeke et al.,
2011). The change in a dyad’s conversations agsdciaith the therapy is expected to be both
guantitative and qualitative in nature (ibid.). Beeet al. (2011) state, “in order to evaluate the
therapy, we will compare (...) conversation findirfgppm the pre-therapy baselines and post-therapy

follow-ups, and also seek the views of the dyad2¢6).

The BCA therapy programme consists of 8 weeklyisasf around 1.5 hours in length taking place
at the clients’ home (Beckley et al., 2013). Altbbuthere is evidence for the effectiveness of

intensive therapy (5-10 hours of therapy per wdek)people with chronic aphasia (e.g. Bhogal,

19 However, the SPPARC manual also gives the optiothe SLT to make “explicit verbal suggestions for
strategies for the partner/couple to try” (SPPAR&hmal, part 1: p. 86).
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2003; Meinzer, Djundja, Barthel, Elbert, & Rocksty@005), the idea of the project leaders was to
design a therapy programme that is in accord vkighcurrent practices of the National Health Service
(NHS) in the UK. Furthermore, in the German guidedi for aphasia therapy (Deutsche Gesellschaft
fur Neurologie [DGN], 2008), the intensity of 5-Iburs a week (see above) is not regarded as

mandatory for conversation training (p.'6).

Fundamental principles of the BCA therapy progranfiolew those discussed in section 2.1.3.1 for
SPPARC. Additionally, in relation to the aim of tBEA therapy programme to work with the PWA
as well as the CP, the therapist should focus om jparticipants during therapy sessions, so thtt bo
have equal roles (Beckley et al., 2013). The sjwegbals for each BCA therapy session are

illustrated in Table 3.

Table 3

Session goals of the BCA therapy programme (cothfoleowing discussion with S. Beeke)

Session R | The overall goal(s) of the session is/are...

1 ...to raise the dyad’s overall awareness of coaiens.

2 ...to raise the dyad’s awareness of different aifrisrns.

3 ...to raise the dyad’'s awareness of repair in gerdD
to help the dyad to identify own patterns ofaiep

4 ...to identify patterns of turn building in the PVgAwn conversation AND for the PWA
to select strategies for change and to expegidmem within a structured task.

5 ...to identify patterns of turn building in the GRSwn conversation AND for the CP to
select and practice strategies for change.

6 ...to facilitate the identification and implemematof strategies for change in relation to
topic.

7 ...to facilitate the implementation of strategies¢hange.

8 ...to support the dyad to implement the stratefgieshange.

To date, although results have been publishedéeweeral of the eight dyads who participated in the
main study (Beeke et al., 2011; Beeke et al., stibchiBeckley et al., 2013), there currently exists
published overview of the case series results. Kewen the project final report for the fundergth
Stroke Association) (January 2012, updated Jun&)2@qieliminary findings are presented for all

dyads. Table 4 gives an overview of these outcomes.

1 please note, that the cited version of the guidslis not the most recent one. However, in theentiversion
from 2012, no further information could be found-@tation to conversation training in aphasia.
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Table 4

Preliminary outcomes (based on quantitative dats)dyads 1-8 (source: project grant final report,

January 2012, updated June 2013)

Participants Quantitative conversation changes Positive
(names are result?
pseudonyms) Yes/No/?
Dyad Kate talks more — more agrammatic utterancesnfioze sentence Yes
N° 1 structures attempted, fewer one-word utterances)
Shelley fewer interruptions (but: qualitative reswnly) ?
Dyad Simon talks more — more topics initiated — increlasge of chosen Yes
N° 2 strategies (writing, drawing)
Cath fewer understanding checks Yes
Dyad Giles uses chosen strategies (writing, drawing)wgrempted by ?
N°3 wife (but: qualitative results only)
Linda fewer test questions (ones where the ansnaready known) - Yes
fewer comments on PWA ability (e.g. ‘well done’jrere
understanding checks
Dyad Graham increased use of chosen strategies (writimge, key words to | Yes
N° 4 introduce a topic)
Alex fewer test questions (ones where the answaréady known) —| Yes
fewer understanding checks
Dyad Jill talks more — more topics initiated Yes
N°5 David fewer test questions (ones where the ansnaréady known) Yes
Dyad Barry increased use of chosen strategies (writnawing, key words | Yes
N°6 to introduce a topic)
Louise fewer understanding checks Yes
Dyad Maggie decrease in use of chosen strategies (gyriirawing, gesture) No
N° 7 Christina | no change No
Dyad Stuart talks more — more topics initiated Yes
N° 8 Pamela fewer test questions (ones where the answakeady known) | Yes
fewer questions

Note: Green shading means that positive resultsreperted for both the CP and the PWA, whereas

red shading indicates, that no positive resultsehbgen found for the PWA and the CP.
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As Table 4 shows, preliminary findings indicatettlize therapy resulted in positive changes for
dyads 2, 4, 5, 6 and 8 (both for the PWA and fer @P), whereas for both persons of dyad 7, no
positive changes have been revealed. For dyadsl B dhe findings indicate a positive trend (e.g.

fewer interruptions) but often the changes arelgbigased on qualitative findings.

2.2) The concept of treatment fidelity (TF)

When building an evidence base for a new and contpdbavioural treatment like the BCA therapy,
researchers need to report on the treatment {{Sedig et al., 2008) as well as the therapy outome
In the context of designing, implementing and exthg treatments, one key consideration is TF
(Hennessey & Rumrill, 2003) which is a measurehefreliability of the administration of a treatment
(Hinckley & Douglas, 2013Y.

A considerable amount of literature on the conadptF has been published in different research
areas, such as psychology, education and mediPiasicularly in the last 20 to 30 years many
researchers have discussed and developed fidebgsament (e.g. Bellg et al., 2004; Borrelli et al.
2005; Carroll et al., 2007; Lichstein, Riedel, &i€éve, 1994; Waltz, Addis, Koerner, & Jacobson,
1993; Yeaton & Sechrest, 1981), especially in tledd fof health behaviour intervention research
(Borrelli et al., 2005): The following review of literature predominantipciudes studies that
investigate aspects of TF from the field of psyolygl which encompasses the origin of the concept
(Di Rezze, Law, Gorter, Eva, & Pollock, 2012), dra$ most in common with the field of speech and

language therapy.

Compared to this rich body of research, littlertere on TF exists in the area of speech and &ygu
therapy intervention studies. This situation mansfrom the fact that TF issues are usually regorte

in the context of higher-level study designs suelR&Ts (see e.g. Godfrey, Chalder, Ridsdale, Seed,
& Ogden, 2007). Such trials are difficult to desayrd execute in speech and language therapy studies
(e.g. communication partner training) and are tioeeerelatively rare (Cherney et al., 2013). Some
papers, however, do report on some aspects of & (eonitoring and documenting fidelity)
especially when assessing complex speech and lgaginerapy interventions. Adams, Lockton,
Gaile, Earl, and Freed (2012), for example, provadeomplex speech and language therapy
programme, which includes behavioural elementghitdren with pragmatic language impairment

within an RCT and report on TF. Also in the exptorg trial conducted by Riches (2013), providing

12|n the present thesis, the tertrsatment, interventioandtherapyare used synonymously.
13 Studies in the field of health behaviour changrifoon behaviours related to e.g. physical activity
smoking (see e.g. Resnick et al., 2005).
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a usage-based therapy approach to children witbifsp&anguage impairment, the author discusses
issues of TF, e.g. the need to use a more detailexvention protocol and video-recording in future
research. Another example is the work by Hickeyufgeois and Olswang (2004), in which
volunteers were trained to communicate with PWAthis study, adherence to treatment procedures
was examined. In May 2013, the first review of itm@ortance and reported frequency of TF related
to aphasia treatment studies was published (HigcKleDouglas, 2013) which undermines the

growing attention which the concept attracts is tiesearch field.

For the literature review on TF in the presentit)es simultaneous search in several database€(ERI
(ProQuest), FRANCIS, MEDLINE, PSYCINFO, and PubMe@)s conducted viletalLib using the
following terms:treatment fidelity, intervention fidelity, fidelityf treatment, speech and language
therapy * Research articles originating from different reskafields such as health behaviour
intervention research, psychology and speech amglége therapy research were included to get a
broad knowledge base of the development of thergeii& concept over the years. In addition, the

relevant studies identified by the search werersearor further literature.

2.2.1) Definition and development

TF is a term that encapsulates a concept origikalbyvn adreatment integritylt assesses whether a
treatment or therapy was delivered as intendedrfelesey & Rumrill, 2003). Other terms to describe
TF are procedural reliability, intervention fidelity implementation fidelity program(me) fidelity
treatment adherence process reseaattd therapist'sor clinician’s adherencer competenceThe

fact that the concept of TF can be found withinesavexpressions in the literature reflects valiigbi

in definitions and leads to confusion in terms dfatvexactly should be measured when assessing TF
(Nelson, Cordray, Hulleman, Darrow, & Sommer, 2018)this thesis, the term ‘TF’ will be used

consistently to refer to this concept.

The variability found in definitions of TF is outked with the help of the following four examples.
Nelson et al. (2012) define TF as “the extent tacllan intervention’s core components have been
implemented (and differentiated from control coiudis) as planned” (p. 2). Bellg et al. (2004), ba t
other hand, describe TF as “the methodologicategiias used to monitor and enhance the reliability
and validity of behavioural interventions” (p. 85B)ogue, Liddle, Singer, and Leckrone (2005) refer

to TF by relating it to the following three compot® adherencdthe degree to which an intervention

4 MetaLibis a service provided by University College Londahich enables one to cross-search several
databases at once. More information can be fourti@mwebsite: http://metalib-
a.lib.ucl.ac.uk/V?RN=601006214 (last visited orf'Zgril 2013).
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is delivered as planned)pmpetencdthe level of skill with which the intervention @elivered) and
differentiation(the theoretical distinctiveness of an intervemgoessential components compared to
those of control interventiond) For the purposes of this thesis, it should bedthat, due to the fact
that there is no control group in the main researchect, the aspect of differentiation is not velet
and is therefore not discussed any further. A fodfinition, from Carroll et al. (2007; based on
Dusenbury, Brannigan, Falco, & Hansen, 2003), sttat TF is the degree to which a therapist
implements an intervention as intended, which gbaek to the original concept of treatment
integrity. In fact, a generally accepted understagmaf TF is the original idea of treatment intégri
This highlights the objective to ensure the unifityrnconsistency, and replicability of a treatment

delivered in a particular research setting (HereyegsRumrill, 2003).

The overall development of TF during the last 20¢8@rs is illustrated with the help of Figure 1.

/ 2004 \
/ 1991 \ Bellg et al.
Before 1991 Moncher & Prinz five-part treatment fidelity
Traditional concept of Formal definition otreatment framework,
treatment fidelity fidelity based on Lichstein et al.'s
& (1994)-model
Treatment integrity 1993 &
(whether a treatment is Waltz et al. 2007
delivered as intended) Evaluation of therapist Carroll et al.
K / K behaviour / \ Implementation Fidelity
Framework

Figure 1: Development of the concept of TF over the timeHats own Figure)

The specific terntreatment fidelitywas first employed by Moncher & Prinz (1991) wiho,their

seminal paper, introduced a formal definition:

“Treatment fidelity is a relatively recent methodgical consideration that refers to two

related, but distinct issues. (...) treatment intiggfi..) [and] treatment differentiation”

(p. 247 1)

!> However, Carroll et al. (2007) report that “difatiation actually measures something distinct ffitality”

(p. 3).
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Again, it should be noted that this definition ighiy relevant in the context of clinical efficatiyals
(when having a control and an experimental condjiti@dwo years later, the paper by Waltz et al.
(1993) emphasised the evaluation of therapist bebes: The conceptualisations by Moncher &
Prinz (1991) and Waltz et al. (1993) have then bm®darged by Lichstein, Riedel, & Grieve (1994),
who criticised previous research. According to ¢hasithors, there had been a failure to address
client-focused issues when investigating TF. Ttwreefin their treatment implementation model, they
added two aspects to the previous definitioeseipt of treatmenfe.g., that the client understands
and uses the skills that are delivered) andctmenie.g., that the client implements the treatment

skills into his or her dalily life).

The addition of client-focused behaviour to the aaptualisation of TF reflects a development that
enlarges the traditional understanding of treatmiatégrity, in which therapist behaviour is
emphasised and related to adherence (i.e. hash#gmapy been delivered as intended?) and
competence (i.e. in what way has the therapy bekwveded?). The rationale to include client-focused
behaviours when assessing TF is to uncover if entldid or did not understand how to perform
cognitive or behavioural skills learned within @asen (Borrelli et al., 2005). One could, for exdenp
have high levels of adherence but weak outcomethdM assessing client behaviours, researchers
would not know whether this result occurred becaisan ineffective treatment or because the client

did not understand how to use the skills taught.

Based on the conceptualisation of Lichstein ef{(#94), the research group around Bellg (2004)
designed a framework consisting of five main aremsthe assessment of TF. This framework is

described in detalil in section 2.2.2, becausertbpes to TF measurement.

A widely accepted framework, created by Carrolalet(2007), is considered the most sufficient one
to integrate TF into the main research processtami@scribe the ingredients and influencing factors
of TF (Hasson, 2010). This so-called Implementatiidelity Framework (IFF) including both

therapist-focused and client-focused behaviourlvélbutlined in section 2.2.3.

In the aforementioned definition of TF given by Bett al. (2004), the termeliability (consistency)
andvalidity (accuracy of what a variable measures) are statten, researchers report on TF within
the ‘reliability’ section of their paper. This cée explained by the fact that checking fidelity mea
determining the so-called procedural reliabilitye (i reliability on the treatment) (see e.g. Malisha
Capilouto, & McBride, 2007). Furthermore, TF belertg the broader concept of validity, because
ensuring that a treatment is provided the way asg pre-planned makes it more feasible to be able
to relate the effects of a study to the treatmtsetfi (Hennessey & Rumrill, 2003). Validity can be
divided into the two umbrella terms: internal axteenal validity. Internal validity of a study refits

the cause-and-effect relationship between a tredtrmed predicted outcomes (Bellini & Rumirill,
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1999), and “external validity necessitates the taweaof reproducible procedures that can be

generalised across research samples and settiigshéssey & Rumrill, 2003: p. 124).

Another important aspect of the multifaceted cohddp is its role within the systematic ‘scale-up’
process (Kaderavek & Justice, 2010). This proceshkides different hierarchically ordered steps
ranging from small scale studies, efficacy studiieplementation under highly controlled settings) t
effectiveness studies (implementation under comeeat conditions). By assessing TF, an
intervention is enabled to move through this prec@bid.: p. 370). The authors also state that
throughout this process, TF should be measurechab possible effects of fidelity variation are
uncovered. The Complex Interventions Guidance,ighitl by the Medical Research Council (MRC,
2008), and summarised by Craig et al. (2008), atsmurages researchers to record TF in relation to
the development and evaluation of complex intefieast® However, in the guidelines, strict fidelity
to a therapy manual is regarded as problematied#ptations of a therapy to local settings are

relevant.

To summarise the aspects outlined above, the mesacof TF is to ensure valid and reliable data by
comparing a specific intervention and its deliverya standard of the intervention, i.e. a desaiptf

the intended intervention and its implementatiorog®, Lipsey, & Freeman, 2004j. This
conceptualisation overlaps with process evaluaituischer, Laurant, & Grol, 2003) which can be
described as an exploration of the way in whichra@rvention is implemented (Craig et al., 2008).
Process evaluation, according to Craig and collesadibid.), can “provide valuable insight into why
an intervention fails or has unexpected consequecavhy a successful intervention works and how
it can be optimised” (p. 982). In the case of a nemwgramme, “process evaluation may be
appropriate [...] to answer questions about how wdilas established its intended operations and
services” (Rossi et al., 2004: pp. 175-177).

In fact, process evaluation and fidelity assessrhemt the same objective (Hasson, 2010), but are
different in terms of their focus. The differencetween the two overlapping concepts is outlined by
Hogue, Liddle, & Rowe (1996: p. 335): According tleese authors, a fidelity-focused research
guestion within a study might be “Did the theragguar as it was planned?” whereas a more process-
related research question might be “What exactbuwed in the sessions?” The former reflects the
main goal of confirming a specific model and cagaiog certain therapist behaviours, the latter
embodies a discovery-oriented focus. The authdo&l.fi point out that the so-called adherence
process research is one part of a whole processrats framework (including more aspects, for

example therapeutic context which includes cliemthaviour or therapist-client interactional

' The Complex Interventions Guidance can be fourmhemt: www.mrc.ac.uk/complexinterventionsguidance
(last visited on 10th August 2013)

" The termimplementatiordescribes “what a program consists of when ieisvdred in a particular setting”
(Durlak & DuPre, 2008: p. 329).
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processes¥ In a more recent paper, Hogue et al. (2005) usadimfidelity process analysiand
describe it as a subcategoryiofervention process researchurthermore, fidelity process analysis
“draws upon quantitative measurement procedurdsgdiaerate multivariate data on the degree or
intensity of program implementation, including dimé&ns such as breadth and depth of program
content, frequency and skilfulness of interventienhniques, and number and timing of sessions”
(ibid.: p. 193).

For the purposes of this thesis, TF is definechagdegree to which a therapy programme is delivered
as intended (adherence in relation to therapy oonéad the skilfulness with which the programme is

delivered (competence). Furthermore, these twocts@ee expected to be related to the context of
client behaviours within a session. In the nextisacthe measurement of TF will be discussed. This

definition includes the major elements from TFrliteire.

2.2.2) Measurement

As outlined above, a variety of definitions canlbleelled by the term ‘TF. As a consequence, the
same heterogeneity occurs regarding the measureshdiit (Mowbray, Holter, Teague, & Bybee,
2003), i.e. TF is measured variously among diffenaterventions (see e.g. Chan et al., 2004; K&an
Thompson, 2003; Lichstein et al., 1994; Peach &t&e2010). Bellg et al. (2004) go even further
and speak of an inconsistency of TF measurememarticular within the field of health behaviour

research.

Fidelity measurement can take place either onge &.an initial stage of a new therapy or at any
stage after implementation), or repeatedly (Bondris, Salyers, Williams, & Kim, 2000). There are
various purposes of fidelity measures: Researchaght aim for documenting and monitoring
adherence or for the facilitation of communicatianthe literature (e.g. discrimination of different
treatments which share similarities), the synthedia body of research, or the identification of
critical ingredients of a therapy (ibid.). Hogueaét(1996) distinguish between three main categori
in order to measure adherence: (a) procedures s@getd accomplisigquality control (therapist
training or supervision prior to or during treatrhenovision), (b) procedures tmatalogue therapist-
in-session behaviouslong specified parameters (e.g., document aralys¢herapist self-reports of
activities related to adherence), anddb¥ervational review method@sbserving the therapist during

a session). According to the authors, observatiorslew methods embody the best way to

18 An in-depth analysis of the interaction of the SAfd the PWA during therapy is for example provitgd
Horton & Byng (2000) who therefore made use of dade coding system. Their paper can be regardeshas
example of a process evaluation.
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investigate treatment adherence research. Moread®Em researchers aim to capture interactive data
(e.g. when measuring competence), continuous olsenv of therapy sessions is the preferred

sampling method (Eames et al., 2008).

There are a number of strategies or methods fonttiyiag TF, which range from direct to indirect
approaches. Among the practicable fidelity tooks @irect observation (the ‘gold standard’), check-
sheets, indirect observation via videotapes, ratimgexperts based on documentation data, and self-
report checklists (e.g. Kaderavek & Justice, 20@wbray et al., 2003; Resnick et al., 2005).
Fidelity tools to quantify TF are normally ones tthaters score while observing sessions or
interviewing participants (Parham et al., 2007)cIStools are easier to develop if “detailed practic

manuals” exist (Bond et al., 2000: p. 78).

In their literature review of studies in the fields mental health, health, substance abuse treatmen
education and social services, Mowbray et al. (20p®vide a variety of examples of the
measurement of TF. The authors state that twordiifedimensions of TF should be considered when
measuring TF: thetructuredimension and thprocessdimension. The structure dimension of fidelity
involves the examination of essential componentthefintervention such as treatment adherence or
treatment completion. Johnson et al. (2007), fangXe, included elements of each therapy session,
session goals (therapeutic aims) and participaatsg@.g. homework completion) in their fidelity
checklist (see Appendix 2). According to KaderageBustice (2010), the measurement of treatment
procedure (as these authors call the structure rdiime) is relatively uncomplicated (e.g. using a
checklist). The process dimension, on the othedhambodies aspects such as the quality of the
treatment delivery, and other aspects such astal@mt interactions, emotional climate or values
and principles (Mowbray et al., 2003). With regtodhis dimension, researchers distinguish between
treatments that are delivered well or appropriatalyd treatments that are delivered poorly
(Kaderavek & Justice, 2010). Thus, this factor eatds therapist competence with respect to the

therapy provided (Di Rezze et al., 2012).

More and more researchers use a multidimensiomabaph to fidelity including structural as well as

procedural dimensions in order to investigate TEudBciently as possible (e.g. Hasson, Blomberg, &
Dunér, 2012; Odom et al., 2010). The applicatioa ofultidimensional approach is also supported by
Mowbray et al. (2003: p. 333), Kaderavek and Jagi010: p. 375) and Parham et al. (2007: p. 218).

Clarke (1998) agrees that the “assessment of erdéion fidelity should distinguish between fidelity
to the program [which reflects adherence] versuspmience in the delivery of the program” (p. 30).
Although Carroll et al. (2007) argue that compegerscoften not assessed, this aspect was found in
some of the reviewed studies (e.g. Adams et all22Chan et al., 2004; Eames et al., 2008, 2009,
Hildebrand et al., 2012): Chan et al. (2004), fearaple, investigated TF in a RCT and constructed

scales that reflect both the content and the psookthe therapy programme. One example of an item
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reflecting the competence of a therapist, relateérpathy, is: The therapist expressed warmth
toward family membetsThis is part of the categoryhierapeutic relationship However, the authors

did not explain which concrete therapist statemeatsbe regarded as an indicator of the expression
of warmth. Eames et al. (2008) included a simitami in their so-called.eader Observation Tool
These authors relate empathy to the behaviouragoges feelings acknowledgemerdind Self-
reflection’ and illustrate these categories with concrete ekesngf therapist statements. According to
Carroll et al. (2007), researchers need a benchieagk prescribed techniques) to be able to assess
quality of treatment delivery. For initial evaluats of programmes and when fidelity criteria arstfi
developed, it is recommended to focus on the strecdimension (Mowbray et al., 2003).
Furthermore, “if essential components of an intetiem are not known, then fidelity of the whole

intervention is needed” (Carroll et al., 2007: {2)5

TF is regarded as a potential moderator betweantarvention and its intended outcomes (Carroll et
al., 2003; Clarke, 1998), i.e. fidelity can affélee success of an intervention. There is evidehat t

maximising TF leads to the best outcomes (Hassal.,e2012). However, Mowbray et al. (2003)

state that outcomes may vary with fidelity onlythe fidelity tool is reliable and valid, and if one

knows that the properly implemented intervention peoduce the intended outcomes. Borrelli et al.
(2005) emphasise that TF provides researchers mvdle confidence that their intervention was
administered as planned, but that higher fidetypot automatically associated with better outcomes
As a result of their review of 542 empirical implentation studies, Durlak & DuPre (2008) find that
positive outcomes have often been obtained with 60%lementation (whereas a few studies
suggested a level of 80% or above). The authongeattgat the level of fidelity necessary to achieve
better outcomes depends on whether the core comizoné the interventions have already been

effectively delivered.

At this point, an excursion into the area of preoegaluation (i.e. the exploration of the way inebh

an intervention is implemented) is useful. In heolb about issues in the context of planning,
delivering and evaluating speech and language gieirsterventions, Eicher (2009) outlines four

factors that influence the success of a therapemtervention (based on Hubble, 2001, see also
Lambert, 1992): (1) factors that cannot be inflehby the SLT such as client resources (40%); (2)
the therapeutic relationship (30%); (3) effectst thi@m from the expectations a client has of the
intervention (15%); and (4) the methods of the rirgation itself (15%). This conceptualisation

(identified through meta-analyses of psychotherspyglies) is demonstrated graphically in Figure 2.

As previously discussed, TF mainly covers aspectselation to techniques and methods (e.qg.
assessment of adherence), though it often doagdedertain elements of the therapeutic relatignshi

(e.g. assessment of the competence of therapyedgliv
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extratherapeutic variable
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m Expectancy and hope
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Technigues and methods

Figure 2: Factors that influence the success of an interger{ource: Eicher, 2009, based on Hubble,
2001)

To return to the measurement of TF, Di Rezze gR8l12), in their paper on paediatric rehabilitatio
research, distinguish betwespecificandgenericmeasures. Specific measures are used if therapist
adherence to one intervention is to be examinediganeric measures are used if both adherence and
differentiation of more than one intervention is focus. The work of Di Rezze et al. (2012) suggest
that the type of measure researchers should condefgends on the research question. Specific
measures, according to the authors, are best doitetie evaluation of a new therapy programme
(ibid.).

In 2004, Bellg and colleagues advocated a widebgdcifidelity measurement approach that
subdivided the assessment of TF into five mainsavda@ch can be regarded as “mutually exclusive”
(Borrelli et al., 2005: p. 853): (1) design of sgu¢?) monitoring and improving provider trainin@)
monitoring and improving delivery of treatment; @pnitoring and improving receipt of treatment;
and (5) monitoring and improving enactment of tmeeit skills. Their five-part framework is
illustrated in Figure 3 with examples of suggesteehsurement strategies. This framework differs
from other conceptualisations in that it providesearchers with advice in terms of designing aystud
and training providers (ibid.). A critical discussiof the Bellg et al. (2004) framework can be fdun
in Leventhal & Friedman (2004).
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<Ensure fixed length, number and frequency of contacts;

esign of SIUdy use a treatment manual etc.

Monitoring and improving «Standardised training, score providers on their
provider training adherence using an a-priori checklist etc.

*Monitor participant complaints, use scripted
intervention protocol, videotape encounter and review
with provider etc.

Monitoring and improving

delivery of treatment

Monitoring and improving *Have providers review home activity, have providers
receipt of treatment monitor and give feedback on practice sessions etc.

. . . «Use structured interview with participants, conduct
Monitoring and improving follow-up discussions with participants etc.

enactment of treatment skills

Figure 3: The Bellg et al. (2004) five-part framework for {@&uthor’s own illustration)

The conceptualisations and recommendations of Blkj. (2004) provide an important overview of
the broad horizon of measuring TF. However, prattguestions such as the number of therapy
sessions to examine in order to check fidelity,aor acceptable degree of fidelity, still remain.
Concerning the amount of therapy sessions that toeleel checked in a TF evaluation, some papers do
not specify the exact proportion (e.g. Clarke, )988others, the range of the percentage of ramlgom
selected therapy sessions lies between 15% and(d@foChan et al., 2004; Hickey et al., 2004;
Hinckley & Carr, 2005; Kaderavek & Justice, 201@&winsohn et al., 1990). Rating scales used in
order to execute a fidelity check most commonlysistnof Likert-type scales, i.e. ordered scales for
categories with a middle category (e.g. Chan et 2004; Clarke, 1998; Johnson et al., 2007;
Lewinsohn et al., 1990; Lichstein et al., 1994)scales that capture the occurrence or non-ocatgren
of a behaviour or an event (e.g. Adams et al., 26tldebrand et al., 2012; Justice, 2002). In ortder
illustrate the structure of TF checklists, two exdas (from Lewinsohn et al., 1990 and Johnson.gt al
2007) are presented in Appendix 2. The raters thkms are often experienced with the therapy
programme that is being evaluated and mostly atependent members of the research team (e.g.
Edmonds & Babb, 2011; Hildebrand et al., 2012; lrswhn et al., 1990). Re-rating of therapy
sessions in order to check on the quality of figlefheasures is reported to be examined for 10%
(Johnson et al., 2007), 20% (Rose & Sussmilch, P@0®I sometimes even 30% of the sessions
already coded (Eames et al., 2008; Lewinsohn et18P0). Second raters are often students (e.g.
Lewinsohn et al., 1990) who usually receive codiragning (e.g. Eames et al., 2008). According to
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Aspland and Gardner (2003; as cited in Eames e2@D8), a level of inter-rater agreement of 70%
and above can be regarded as acceptable. Onésoritif some papers is that inter-rater reliability
(IRR), using statistical coefficients such as Cdbdmppa or intra-class correlation, is not always
calculated (e.g. Justice, 2002; Johnson et al7)28( IRR is reported, methods vary among different
studies depending on the rating scales used. Kieppammonly used for nominal scales, whereas
intra-class correlation is suitable for ordinal lssa(see e.g. Eames et al., 2008; Lewinsohn et al.,
1990). In terms of what constitutes an acceptabtgek of fidelity, Carroll et al. (2007) state tlaat
high level of fidelity is an intervention that “agelfles completely to the content, frequency, duration
and coverage prescribed by its designers” (p. 40@om & Strain (2002), in their paper on the
strength of scientific evidence from single-subjexsearch, speak of a “quite high” (p. 157) degrfee
fidelity for a mean score of 1.79 (maximum: 2.00)s reflects a percentage of 89.5%. Clarke (1998)
regards fidelity levels between 78% and 100% as.hilg the current thesis, with the information
gained from the TF literature, a high level of Brconstrued as 80% and above (see also Borrelli et
al., 2005; Johnson et al., 2007). The suggestechinearks for fidelity procedures discussed above are

summarised in Table 5.

Table 5

Summary of suggested benchmarks in relation tditfiderocedures (based on a synthesis of TF

literature)

Question regarding fidelity procedures Suggestion derived from the TF literature

Amount of therapy sessions to be checked? Between 15% and 40%, randomly selected

Type of rating scale used in order to conduct a Likert-type scaleor occurrence/non-

fidelity check? occurrence

Characteristics of rater(s)? Trained, independent, familiar with the
intervention

High fidelity level? 80% and above

Amount of therapy sessions to be checked by a 10-30%
second rater?

Acceptable level for inter-rater percentage 70% and above
agreement?
Computing inter-rater reliability (IRR)? Intra-class correlation, Kappa

However, most of these examples report on studias ihclude an experimental and a control

condition as well as more than one therapist ovides delivering an intervention. This is important

19 Cohen’s Kappa and intra-class correlation aréssitt that are used in order to compute IRR. Tiegsure
the level of agreement between observers and ¢domeagreement that would be expected by chance
(Hallgren, 2012).
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to keep in mind because it embodies a differendbaavider research project the data for the ptesen

thesis are taken from (a case series investigtimegffectiveness of a single therapy programme).

Finally, there exist several problems associatdd thie measurement of TF. First of all, TF research
is time-consuming in nature (Hogue et al., 1996drédver, fidelity ratings often involve a bias in
terms of voluntary raters being too positive oratag (Mowbray et al., 2003). It is suggested that
different fidelity criteria are measured with afdient reliability, feasibility or cost (i.e., cornce
may be more challenging to measure reliably, ibp.:329), for example structure criteria are
regarded as less subjective and more reliable phacess criteria. Another issue mentioned in the
review by Mowbray and colleagues (2003) is relatedhe validation of fidelity measures (i.e.
assessing the reliability or validity of fidelityiteria). If researchers wish to use fidelity tools an
ongoing basis, for example, one must note thatraromes could change over time. This could lead
to the necessity to redesign or rescale such aTbeke issues, however, are only a small seleofion
those mentioned in Mowbray et al.’s paper (ibiEdmes et al. (2008), moreover, discuss the use of
Likert-type scales, which can — due to the potémhal-range tendency — produce confounding
results. The use of fidelity measures as self-nooimigy tools is also considered problematic in terms

of a subjective bias.

2.2.3) Implementation Fidelity Framework (IFF)

As mentioned in section 2.2.1, Carroll et al. (20@dnstructed a conceptual framework for the
evaluation of TF (the authors use the témplementation fidelifywhich is currently regarded as the
most sufficient framework for TF (Hasson, 2030The IFF includes traditional components of TF
(adherence in terms of therapy content) as wedbasalled moderating factors, which are expected to
influence the degree of TF. The advantage of trasnéwork is that it explains the functions of
different aspects of TF and the relationship to anether within the research process as a whole.

This framework will now be discussed in more detaith reference to Figure 4.

According to the IFF, the main part of TF consisfsadherencewith its subcategories content,
coverage, frequency and duration. The assessmextthefrence therefore refers to whether the core
elements of the intervention have been implemerdgedintended and if the participants (all

participants who should be participating in a sjudgeived these elements as often and for asdsng

2 However, the research group around Carroll (2@8€tes that more empirical research is neededtdt.te
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designed by the developef§As already mentioned, adherence may be affectednbgerating

factors.

" Potential moderating factors
| Complexity of treatment \
| Facilitation strategies |
Quality of delivery /
~._ Participantresponsiveness -~

Adherence
content
coverage
frequency | BN NN Outcomes

duration

of TF

Treatment

Evaluation/

Component analysis to
identify “essential”
components

Figure 4: IFF (adapted on the basis of Carroll et al., 2007)

Potential moderating factors include the complexifythe intervention, facilitation strategies, the
quality of delivery and participant responsivenégssmplexity of an intervention refers to both the
nature of the therapy and to the (specific or vagi@scription of it. Previous studies have founat th
the degree of complexity of an intervention hasndélmence on the degree of TF (see e.g. Dusenbury
et al., 2003). The statement “specificity enhanaéserence” (Carroll et al., 2007: p. 5/9) reflects
perfectly the idea behind this moderating factoaciftation strategies consist of a number of
strategies included in Bellg et al.’s (2004) moghsle section 2.2.2) such as training of therapists
the use of treatment manuals. These may optimeselélgree of TF and standardise therapy delivery
(Hasson, 2010). According to the IFF, quality o€ tdelivery (i.e. how therapy is delivered) is
regarded as another moderating factor, reflectimy éxtent to which a therapist approaches a
theoretical ideal associated with therapy deliv&sarroll et al. 2007). The fourth moderating fadsor

L Core components, known as ‘active ingredientslude specific treatment targets (e.g. specifiergratical
forms), therapeutic techniques (e.g. modellingaHfesms during interactive play) and the requiretador
dosage (e.g. highly concentrated exposures setimed a week)” (Kaderavek & Justice, 2010: p. 371).
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participant responsiveness, referring to both thdigpant(s) receiving the intervention and the
therapists delivering the intervention. This indador example statements made by participants on
the relevance or outcomes of the intervention eirthtngagement in the activities of the therapy. An
example would be a less enthusiastic participaditegy to a reduced likelihood of implementing an
intervention’s components properly. Carroll et @007) describe different possibilities concerning
the relationships between these moderating fa¢egs quality of delivery might affect participant

responsiveness).

The link between TF and therapy outcomes is visadliwith the help of a broken line (see Figure 4).
This indicates that the relationship between armeat and its outcomes is external to TF, although,

according to the authors, the degree of TF cahdory affect the outcomes.

The notation “component analysis to identify ‘es@#hcomponents” (see Figure 4) implies that the
aspect of programme differentiation in the mod#ieo than suggested in the literature (e.g. Moncher
& Prinz, 1991), is regarded as separate from TFe ahthors argue that unique elements of a
programme need to be identified separately from foF,example with the help of TF data and

outcome data of several studies which all tess#imee intervention.

2.2.4) Relevance to speech and language intervemtiesearch

Sections 2.2.1 to 2.2.3 defined TF, outlined pokisds for its measurement and introduced a
conceptual model of TF (the IFF). The next stepisliscuss the extent to which TF is relevant to

speech and language intervention research.

Possibly the most useful paper to date on TF imasijphtreatment is the review of Hinckley and
Douglas (2013). With the aim of examining the fregey with which TF aspects are reported in
aphasiology, they reviewed 149 studies publishethénjournalsAphasiology, American Journal of
Speech-Language Patholognd theJournal of Speech, Language, and Hearing Resebativeen
2002 and 2011. These constitute experimental stubet mainly apply multiple baseline designs or

single subject designs. The results are illustratédgure 5.

The authors found that 14% (N=21) of the studigdieitly reported some aspect of TF. One example
is the study by Hickey et al. (2004). These autlmep®rt on ‘procedural reliability’, in other words
adherence to treatment procedures, since theyoa@gmsure that each volunteer in their study receive
a specific training in a uniform manner. The majodf the 21 studies checked for adherence, having

one or more rater(s) to observe a proportion oéeidped sessions (mostly an amount of 10-25% of
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all therapy sessions). There was no obvious trewehrds an increasing proportion of studies
reporting on TF over time.

30 1
a1
20 5
ol | . & Total No. of Studies
10 1 ® No. Reporting Fidelity
S 1 ) .
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Figure 5: Hinckley & Douglas, 2013 — Proportions of aphasialges reporting on fidelity by year

Kaderavek & Justice (2010) suggest that TF is asttoat that is not only important in clinical
practice of speech and language therapy, but algesearch contexts. However, the authors also
argue that SLTs are more familiar with validity amediability issues in relation to outcome measures

whereas issues related to the treatment itselfféea disregarded (ibid.: p. 370).

Why is TF relevant to research in communicatiororiers? First of all, TF can help to create
replicable methods and provides empirical evidetwesupport the use of a specific treatment
(Hennessey & Rumrill, 2003: p. 124). Moncher & Rri(l991: p. 249) argue that documenting
treatment delivery helps to interpret the resufta study more properly: If significant results are
found, for example, they could be due to unknowmponents of a treatment that have been added,
or due to components seen as inactive which hage bmitted, or due to an effective intervention.
By assessing TF, these connections should becoesgecl— an aspect which is relevant to any

research study.

Relevance of TF to speech and language intervergiggarch is furthermore justified by the fact that
psychotherapy research and rehabilitation reseahetie many characteristics: Hildebrand et al.
(2012: p. 716) report on the suggestion of Whytd &tart (2003), namely that psychotherapy

research and rehabilitation face similar challenigeattaining and demonstrating TF because the
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therapy programmes in both fields are difficulgtoantify and highly depend on therapy delivery and
the interactions between the therapist and that¢tie

Cherney and co-workers (2013), in a recently publissystematic review of communication partner
training, argue that TF is a crucial element of aehavioural study. However, their results indicate
that almost all of the studies included in theialeration of methodological quality and outcomes
omitted TF. According to Cherney et al., only 13%te reviewed studies (those by Hickey et al.,
2004, Kagan et al., 2001, and Legg, Young, & Br@805) included TF in their papefsThis
percentage is similar to that identified by Hingk& Douglas (2013), which was 14%.

In summary, the importance of assessing aspecl§ @ being highlighted by a growing number of
researchers in the area of (adult) speech and dagegtherapy. In order to sufficiently report on
therapy studies, it is expected that future speachlanguage intervention papers will include TF as

an essential component.

2 The authors (Cherney et al.), however, do notllefefine which aspects of TF were investigatethese
three papers.

27



3) Research questions

As outlined above, the evaluation of TF is a grapissue regarding the methodological quality of a
study targeting behaviour change. Especially wébard to future investigations of conversation-

based therapy approaches, it is therefore necessdeyelop adequate fidelity tools.

The objective of the present thesis is to constaudidelity tool specific to the BCA therapy

programme and to conduct a TF evaluation of the casies that was carried out by Beeke and
colleagues. Their study design did not include atrob group and only one therapist delivered the
therapy (for details of the design of the widereash project see chapter 4). The main motivatfon o
the current investigation is to check whether eaficthe dyads involved in the case series received
therapy as planned in a uniform manner. The aita iacrease confidence in attributing outcomes to

the intervention itself, and to facilitate a potahtuture report on the outcomes at a group level.

Based on the author’s review of the TF literatarepultidimensional fidelity tool including struceur

and process components was designed with the iioreoft capturing as complete a representation of
TF as possible for BCA. Structure components, h@wnegwild the focus, as suggested by Mowbray et
al., 2003. The IFF (Carroll et al., 2007), desdailie chapter 2, section 2.2.3, served as a conakptu
model, because it covers important aspects of Trisnegarded as a promising model for research

projects as well as for clinical practice. The preghesis addresses the following research qusstio

1. To what degree have the planned components of @& tRerapy programme been
delivered to the participants of the case series?
Was the therapy delivered as often and for as &snglanned?
To what degree does the behaviour of the theragiistict desired BCA intervention
principles?

4. What can be found out about the participants’ fati®n and motivation for the
BCA therapy programme during the sessions?

5. What strategies have been used to support theaectelivery of the BCA therapy
programme?

Moreover, three sub-questions shall also be anslvere

6. Can the findings of the fidelity evaluation be ustd refine the new therapy
programme?
Does the fidelity tool have an acceptable levdRR?
Do the findings of the current fidelity evaluationdicate an influence of moderating
factors on adherence?
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4) Methodology

4.1) The Better Conversations with Aphasia-researcproject

The research group around Beeke (2011) conductstddy (from 2008 until 2012) in which the
effectiveness of the BCA therapy programme (se@teh&, section 2.1.3.2) was tested. The study
design of the main research project comprises @ sases evaluation of eight dyads (Beckley et al.,
2013). Figure 6 shows the design of the therapgystMulti-site NHS ethical approval was obtained
from Cambridgeshire 1 Research Ethics CommitteeojéPt-ID: 08/H0304/40). A pro-forma

summarising key ethical issues is enclosed in Agped

Pre-therapy Baseline Therapy Post-therapy Follow-up
Assessments Assessments
(8 weeks) (8 weeks) (8 weeks)
Pre-therapy Assessment Weekly therapy sessions 1-8 Post-therapy Assesdraealt 2
2and 3
1|2|3|4\5\6\7\8 9\1o|11|12|13\14\15\16 17|18|19\2o\21\22|23|24
week 1-8 week 9-16 week 17-24
Conversation video 1-8 Conversation video 9-10 @osntion video 11-18

Figure 6: Study design of the main research project (addpbedl Beeke et al., 2011)

Each dyad participated in the main study for 24 kgedivided into three main phases: pre-therapy
phase (8 weeks) to gather an assessment baseliaado PWA, therapy phase (8 weeks); and post-
therapy phase (8 weeks) to carry out follow-up sssent. Each participant acted as his or her own
control (Beckley et al., 2013). In addition to thgsessment (see section 4.2.1), each dyad was asked
to videotape 18 natural conversations in their hower the six months. Participants videotaped their
daily conversations on their own without being givgespecific topic of talk (each video lasted abun

20 minutes). These videotapes were then analystdiime objective to show stability in pre-therapy
conversations and change in post-therapy convensaghaviour. The outcomes of the therapy are

currently being evaluated (see chapter 2, sectibi32 for an overview).

The BCA therapy consisted of 8 weekly sessions eaelmound 1.5 hours in length. For the content

and session goals, see chapter 2, section 2. T.8ke(3) again.
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4.2) Applying aspects of TF to the Better Conversains with Aphasia-

research project

4.2.1) Participants

A total of 18 participants were recruited for th&ler research project from aphasia support groups,
private speech and language therapists, univeapityasia clinics and speech and language therapists
working in the NHS. The group of participants omaly consisted of 9 dyads: in each case one
person classified as agrammatic and his or heifigignt other (spouse or family member). All PWA
suffered from lesions in the left hemisphere of bihain. They were classified agrammatic according
to their spoken output in conversation with theeegsh SLT and from their verbal description of the
Cookie Theft picture from the Boston Diagnostic Apta Examination (BDAE, Goodglass & Kaplan,
2001). All participants were English native speakeThe dyads received the BCA therapy
programmé? Each dyad was treated by the same research SliTmute than ten years of clinical
experience. One dyad (dyad 9) withdrew from therapg has been excluded from further analysis.
Furthermore, dyad N8 wanted their data to be destroyed after the meiject ended, and so they

have also been excluded from this thesis.

Therefore, the participants analysed in the curtbasis consisted of 7 people with agrammatic
aphasia (3 females and 4 males, time since strok® @ 16 months, age @ 56 + 10 years, age left
education @ 18 + 2 years) and their 7 CPs (5 fesn&enales). An overview of key characteristics of
the participants is illustrated in Table 6. A tablith additional information on the PWA (e.qg.

previous treatment) can be found in Appendix 4.

% However, dyads N1 and 2 received the therapy programme in a $jiglifferent sequence: For them,
session 2 was actually session 3 and vice versapiiihcipal investigator and the research SLT deti
reverse these sessions from dyddMn, because of emotional reactions of the fivst PWA when talking
about ‘repair’ (rather problematic aspects of coaaton) too early in the therapeutic process.
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Table 6

Sociodemographic and clinical parameters of thetipgrants

Dyad N° & Age (inyears Sex Duration of Previous Age left CP
PWA at time of aphasia (in employment education pseudonym
pseudonym recruitment) months at and relation
time of 1 to PWA
session)
1: Kate 49 F 33 Jazz singer 21 Shelley (twin)
2: Simon 39 M 30 Own business 17 Cath (wife)
3: Giles 55 M 59 Senior sales 18 Linda (wife)
manager
4: Graham 63 M 60 Hospital 16 Alex (partner)
manager
5: Jill 57 F 39 Cashier at 16 David (sorf)
bookmakers
6: Barry 60 M 17 Gardener/book18 Louise (wife)
illustrator
7: Maggie 71 F 40 Deputy head 22 Christina
teacher (daughter)

Note: M=male, F=female.

#This CP does not live with the PWA.

A series of language assessments was administee@tdRWA (for the whole assessment battery see
Beeke et al., 2011). An overview of selected exgivesand receptive language abilities as well as th
results of an assessment that examines the noah@&lnantics of each PWA is given in Figure 7.
Appendix 5 shows the corresponding raw data andhedwhere available). Expressive language
abilities are represented by the results of thee@b§ Action Naming Battery (OANB, Druks &
Masterson, 2000), and the subtest 53 (written simgirds) of the Psycholinguistic Assessments of
Language Processing in Aphasia (PALPA, Kay, Les&eColtheart, 1992). Receptive abilities are
represented by subtests 47 (single word to pignatching) and 4 (minimal pair discrimination) of
the PALPA (ibid.) as well as the Comprehensive Agphd est (CAT, Swinburn, Porter & Howard,
2004). Finally, the PWA's results on the Pyramidd &alm trees Test (Howard & Patterson, 1992)
reflect the integrity of semantic representationsnfverbal semantics). It should be noted that the
scores of the Object & Action Battery, the CAT ahd PALPA subtest 53 each are an average of

scores over three pre-therapy baselines.
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Percentage correct

mPWA 1
EPWA 2
mPWA3
mPWA 4
mPWAS
mPWA 6
mPWA7

OANB ObjectOANB Verb PALPA 53 PALPA 47 PALPA4 CAT Pyramids and

naming naming Written single Single word Minimal pair Compreh. of Palm Trees
words to picture discrimination  written Test
matching sentences

Figure 7: Overview of the results of the pre-therapy assesssn(expressive language abilities,
comprehension and non-verbal semantics) for eacheoseven PWA (source: author's summary of

the data from the wider project)

4.2.2) Description of the data

Each therapy session of the main research profcblen videotaped. For these videos, a Panasonic
Digital Video Camera (NV-DS28) was used. It hasrbset up in a way that the dyad and the SLT
have been clearly visible. Data analysed in theetiinvestigation consisted of a randomly selected
sample (identified via Microsoft Excel with the pedf the ‘RAND’-function) of 25% (N=14) of all
videotaped therapy sessions (two sessions for dyani), based on indications found with the help of
the TF literature review. This refers to a totalldt.3 hours of randomly selected therapy sessions.
The video data have been stored on encrypted exteand drives at UCL. Furthermore, written notes
by the research SLT have been collected in ordget@additional information on the therapy phase of
each of the seven dyads. Data for the presentthesie collected retrospectively after the enchef t
intervention which was May 2010 for dyad® N. This allows studying TF independently, and

adequate implementation of therapy components earetified (Chan et al., 2004).

In order to construct a fidelity tool, generic seagplans have been used as a foundation. Thetfidel
tool will be described next.
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4.2.3) Fidelity tool

A fidelity tool was devised in order to conductidefity evaluation of the case series. Generally,
almost all components of the IFF (Carroll et aDQ2; see chapter 2, section 2.2.3) have been dpplie
adherence with its subcomponents content and deseell as a selection of the potential moderating
factors. An exception was the subcategory ‘covérdige. what proportion of the target group
participated in a study, see Hasson, 2010) belgnmirthe category of adherence. It was not regarded
as important to investigate this aspect in thegaremvestigation. Furthermore, the moderatingdiact
‘complexity of the intervention’ was not investigdt since it was not regarded as essential foffhe

evaluation of such a new therapy programme for waicmanual has not been developed yet.

Table 7 gives an overview of the research questiomstioned in chapter 3, the areas to measure in
relation to the underlying TF model, and the sosirard methods to collect the d&tZhis partly
follows the structure outlined in the paper by Has$2010). Since the development of a pilot
observational fidelity tool builds the foundatiohtbe current investigation, one column of the ¢abl
defines whether that specific area was includetiéntool or not. The aspects of dose and facifitgati

strategies are not included in the tool as thesahlas could not be observed within sessions.

4 Research question® (“Can the findings of the fidelity evaluation bsed to refine the new therapy
programme?”) is not mentioned in Table 7, as ibagganies the majority of the whole analysis. Redear
guestion N 8 (“Do the findings of the current fidelity evatien indicate an influence of moderating factors on
adherence”), moreover, does not belong to the gémérplan and is therefore not included in Table 7
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Table 7

General TF plan including areas to measure, gengnalcess questions, data sources and data

collection method (following the structure by Hags2010)

Area to measure -
related to the model
by Carroll et al.
(2007)

Current research
question (see chapter 3)

Data source and data collection
method

ncluded in

fidelity tool?

Evaluation of Adherence

Content

(1) To what degree have

the BCA therapy
programme been delivere
to the participants of the
case series?

(7) Does the fidelity tool
have an acceptable level
IRR?

the planned components ¢

=

=

D

Development of a procedural
section with the help of the

generic a priori session plans
Retrospective observation of 25%
of all the videoed therapy sessions
(N=14)

Rating of a selection of items of
the procedural section by a
second, trained rater in order to
investigate IRR (N=3 therapy
sessions)

X

Dose (frequency,
duration)

(2) Was the therapy
delivered as often and for
as long as planned?

Dates on and timing of the video
clips of the therapy sessions
Notes of the SLT on the dyad
session plans

L

Descriptive
data collected

Potential moderating

factors

Quality of the

(3) To what degree does

Development of a qualitative

X

delivery the behaviour of the section with the help of identifying
therapist reflect desired fundamental principles of the
BCA intervention therapy programme
principles? = Retrospective observation of 25%
of all the videoed therapy sessions
(N=14)
(7) Does the fidelity tool |= Rating of a selection of items of
have an acceptable level of  the qualitative section by a second,
IRR? trained rater in order to investigate
IRR (N=3 therapy sessions)
Participant (4.1) What can be found |= Development of a client-focused |E
responsiveness out about the participants’ section to uncover statements

satisfaction with the BCA

the sessions?

(4.2) What can be found
out about the participants’
motivation during the
sessions?

therapy programme during

)

reflecting the participants’
satisfaction with the treatment
This is included in the main
fidelity check of the 14 therapy
sessions

Rating of the review of the home
activities that the participants
should have done outside the
sessions

Facilitating strategieg

(5) What strategies have
been used to support the
accurate delivery of the

BCA therapy programme?

Email-survey for the research SL

L]

Descriptive
data collected

Complexity of the
intervention

How complex was the
intervention?
How specific is the

intervention’s description?

Email-survey for the project
leaders

L

Not included in
the current
investigation
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The pilot version of the fidelity tool is dividedtb three sections. These sections cover adhetence
the content of the therapy programme (proceduraia®, competence of the therapist in terms of
guality of therapy delivery (qualitative sectiomjdaparticipant responsiveness (client-focused aecti
to cover the interactive dynamics of the BCA thgrampgramme). The content of the three sections is

described in the following paragraphs.

4.2.3.1) The procedural section

The procedural sectiorof the fidelity tool created to carry out the médidelity check’ is targeting
small units chronologically ordered over a reldiiveong period of time (whole session). As the
essential components of the intervention, i.e.dlbat are expected to create therapeutic change, a
not known yet, fidelity to each component of therdpy programme was examined (Carroll et al,
2007).The section is designed to enable an external tatill in the tool via observation of therapy
videos. Almost all of the items identify adherenbet some items are expected to indicate both
adherence and competence (e.g., when the thelamiist a discussion with the dy&d)f an item is
classified with both adherence and competence,stitiges as a clue for the rater to look at desired
behaviour (see below; qualitative section). Thengeof this section are based on the a priori
constructed generic session plans that exist fon eassion, i.e. they are specific to the actiwitind
materials of the BCA therapy programme. They areerdpist-oriented (following the
recommendations by Hogue et al., 1996 to rate thdyapist behaviour when assessing adherence).
The aim for this procedural section is to catalotjusrapist in-session behaviour to getcerall
fidelity score of the therapy delivery. A separatgding sheet was used for each session since
different materials have been planned for the digtividual sessions. An example of the procedural

section is given in Figure 8; the whole procedsadition is illustrated in Appendix 6.

% |n this thesis, the teritemis interchangeably used with the wandservation Each item or observation
refers to one component of the therapy, such ascagbkion, a handout or a practice conversation.
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Session 2 — turns, sequences and actions 1 - introduction
Procedural section: Essential content of the therapy programme
Item Rating Classification Notes (tim is important) Domain

The therapist reviewed the home activity. 0/035/1 E16 adh Assigning
Reviewing home
activity to raise
awareness of
conversations with
aphasia in general

The therapist asked the dyad to remember 2 things from session 1 about 0/035/1 E17 adh Reviewing thelast

agrammatism and conversation. session(s)

The therapist had a discussion with the dvad on tums and sequences. 0/035/1 E18 | adh/com Havinga discussion
to support
identification of
own conversation
behaviour

The therapist introduced SPPARC-handout C27 (About Tums). 0/035/1 E19 adh Talking through
handoutstoraise
awareness of
conversation
behavioursin
general

NOTE:In the session this SPPARC-handout was originally split into 2 0/05/1 E20 adh Talkng through

separate aphasia-friendly handouts. so the therapist introduced 2 handouts. handoutstoraise
awareness of
conversation
behavioursin
general

Figure 8: Example of the procedural section of the fideidgl (parts of session 2)

The three-point rating scale that is applied to phecedural section distinguishes between therapy
content that wagully, partly or not delivered as planned (1=fully delivered, 0.5=padktlivered,;
O=not delivered) following the procedure as examiibg Lewinsohn et al. (1990). Furthermore, the
rater should make use of the ‘Notes’-column foeitiag the timing of each item and for additional
(qualitative) comments (e.g. why an item is ratath\0.5). It was decided to use this Likert-type
scale as it is expected that in theory, items cbeldelivered, but maybe not properly (e.g. becafise

a certain participant reaction), i.e. the intergetiature of this kind of therapy is aimed to Heoted
with the help of this scale. Furthermore, as thestroict of TF is understood as a ‘degree’ (Di Rezze

et al., 2012: p. 442), Likert scaling was chosen.

Each item of the procedural section is given a&tetE” (essential content of the therapy programme)
and a number which reflects its order in the oagitherapy programme (see Figure 8). Firstly, this
helps to relate items of thdient-focused sectiofsee below) to the actual procedural item (e.g. a
client complaint related to E22). Secondly, theteattitems (N=133 over all of the eight sessions)
can be clustered into 22 major domains based onnthimm elements of the SPPARC therapy
programme (Lock et al., 2001a) and the adaptatadnthe wider research project. This reflects a
macroanalytic system behind the 133 essential obitems (see Appendix 6 and Figure B).

general, the major domains involve the followingneénts: providing a structure of the therapy,
assigning/reviewing a session or a home activalking through a handout, having a discussion,

showing a video, doing role play, selecting straedor change, providing materi&.

% There are 3 items in the whole therapy progranonevhich no specific domain was identified (see Apgix
6).
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It must be taken into account, that within the &8s, three items were optional, i.e. the thetapis
only delivered these items if she regarded it fsvemt. These items are E8 in session 1 and E81 and

E82 in session 5 and they are shaded orange inn&ipp6é.

4.2.3.2) The qualitative section

Quality of deliverywas checked although to date, for this speciferapy programme, there is no
official benchmarking available (see Dusenburylet2003). The qualitative section of the fidelity
tool can therefore be regarded a very first attetmgiet an idea of the manner the therapy has been

delivered.

For the purpose of examining the degree to whiehShT shows desired behaviour associated with
the therapy delivery, the fundamental principleshaf BCA programme (for theoretical rationale see
chapter 2, section 2.1.3.1) were listed for ratifitgr discussion with S. Beeke. These principles ar
theoretically derived from the SPPARC manual amdatiaptations of the BCA therapy:

»= “The therapist supplied individualised advice (bagsednalyses of conversation between the
PWA and the CP)

= “The therapist guided the dyad to make their owricelsb

» “The therapist focused both on the PWA and on tRe b that the PWA and the CP had
equal roles during the session”

= “The therapist avoided making judgments about wdtaiversation patterns the dyad should

retain or change”?’

These items should give an idea of the degree tohwthe therapist showed desired behaviour and

almost all of these items are expected to be ptegémin all of the eight therapy sessidfis.

In addition to these intervention-specific prineig| counselling-related techniques were included in
the qualitative section of the fidelity tool (aftdiscussion with S. Beeke). The counselling-related
techniques included in the tool are the followirigr (theoretical rationale see chapter 2, section
2.1.3.1):

" This last principle can also be described as ‘®stfation not conscription” (Lyon, 1997: p. 142y. is, it is
meant, that the therapist tries to avoid beinggipsve or judgmental about what is good conveosatbut
rather that the therapist tries to provide the t®wgth the resources and opportunities to distiusis
conversation habits and to achieve new ways of exmation that work well for them (see also SPPARC
manual, part 1: p. 27).

% The behaviour “The therapist avoided judgementaiatvhat conversation patterns the dyad shouldrrera
change” is not expected to be present in sessamdin session 8. In the same two sessions, mareibresitem
“The therapist guided the dyad to make their ownicds” is not listed for rating.
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* “The therapist used active listening skills”
* “The therapist gave skilful summaries of what hasrbsaid”
* “The therapist expressed warmth and empathy towtreslyad”

» “The therapist affirmed and encouraged the dyad”

It is important for the rater to know that theseumselling-related skills are associated with

discussions within a therapy session.

Eames’ approach (Eames et al., 2008; see chapsscfion 2.2.2) was taken as a guide to explain
what is meant by each of the qualitative itemdtish the present fidelity tool: In order to gdietter
imagination of what SLT statements related to eddhese qualitative items could look like, Table 8
was created, including the item itself, expectetkgaries (derived from Eames et al.,, 2008) and

examples.

The scale of the qualitative items (counsellingded skills and fundamental principles) distingash
between therapist behaviour which the rater obsargeat all (0), occasionally(0.5) ormost of the
time (1). It follows Chan et al.’s (2004) rating scdiar their items included in the category
‘therapeutic relationship’The items are given the letter “P” (fundamentahgples of the therapy
programme) or “C” (counselling-related skills). Bdtugh this list of desired behaviour is used to
assess the quality of therapy delivery, the audfppreciates that this is a highly complex variable
which refers to a huge amount of literature, oftlscribed as therapeutic relationship or alliance.

Thus, the results of this sub-section need to tegpreted cautious.
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Table 8

Qualitative items of the fidelity tool with poteaiticategories and illustrative examples (structure

following Eames et al., 2008)

Qualitative item

Category

lllustrative example (e.g SLT statement)

D

The therapist supplied Referring to dyad- 0 Showing and reflecting on video clips of th
individualised advice (based on| specific behaviour dyad’s own conversations

analyses of conversation betwe

the PWA and the CP).

The therapist avoided making | Not being prescriptive No concrete example identifiable, but: in a
judgments about what way connected to the item “The therapist
conversation patterns the dyad guided the dyad to make their own choices.
should retain or change.

The therapist focused both on tl] Directing questionsto |o  “Something goes wrong [in this clip]. Can
PWA and on the CP, so that thel both the PWA and the you tell me — either of you — what it is?”
PWA and CP had equal roles | CP 0 “What do you both think?”

during the session.

The therapist guided the dyad tq Opportunities forthe |o “No, it's purely what you guys think.”

make their own choices.

dyad to choose what tq
work on

“It is what you would like to be doing, what
works for you two. (...) And that you feel
confident with what you're doing.”

The therapist affirmed and

Positive body languagsd

Thumbs up, nodding

—

encouraged the dyad. Praise o0 ‘“Excellent”

o “And when you use them [the strategies], i
works. Fantastic!”

o ‘“It's really good”

o “Don't give up on it yet”

0 ‘“That’s a brilliant drawing”

The therapist expressed warmth Feelings o ‘“If you want to have a break, tell me.”
and empathy towards the dyad.| acknowledgement o “Are you alright with watching it [the clip]
again?”

o ‘“ltishard.”

Self-reflection 0 '"lt's not easy. It has taken me a while to ge
the hang of this stuff".

The therapist gave skilful Rewording client o PWA is drawing something. SLT: “It's like
summaries of what has been sa| statements (reflective) you wanting a van. Is that what you're
thinking?” — PWA agrees.

0 Summary of what the CP or PWA describe
for example when talking about home
activity

The therapist used active Acknowledgement 0 “Asyou said, it is a lot of information today
listening skills. o “Yes”, “Hmm”

Clarifying question 0 “But I've understood you right; this is what
you're saying? For you it's not the most
frustrating thing?”

0 “So that's what you guys are calling it, the

‘focus word'?”

Note: The exemplary statements are taken from @tanused in this project.
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Another aspect that is included in the qualitatpart of the measure (and can be defined as a
fundamental principle) is the overall aim of a g@ssEvery session has its own goal(s), whichsg al
reflected in each session title (see chapter 2 h3d Appendix 6). Each session aim should again be
rated with a three-point scale, where 0 corresptmtision’t agree,0.5 corresponds tiopartly agree

and 1 meankfully agree(to a specific statement such as “The overall @lithe session, to raise the
dyad’s awareness of different aims of turns, wdseaed”, or “The overall aim of the session, to

identify patterns of turn building in the CP’s owonversation, was achieved”).

Appendix 6 includes the qualitative section of fildelity tool.

4.2.3.3) The client-focused section

As outlined above, the procedural section congitsmall units of the therapy content. By rating
these small units instead of more broad categasigsgtional influences that might have changed or
hindered the delivery of the programme as planrrexlild be uncovered. Such influences (e.g., a
discussion on an issue that was not planned) @nlib inserted in theient-focused sectiofthe so-

called extemporised items).

Another reason for including this section is tharamation of a moderating factor of TF, participant
responsiveness. If, for example, the rater docusnehienever a client talks about his or her opinion
about a certain activity or video clip during thession, this knowledge can help to evaluate aspécts

participant responsiveness (i.e. satisfaction efgrticipants). The rater is asked to describetéine,

to relate it to the essential content (e.g. inti@tato E22), and insert the timing of the item amy

additional notes if considered necessary.

The aim of this section is to explore in-sessioterances by the clients that refer to the client’s
satisfaction with the therapy programme or to tlogimion about therapy content such as a specific
material or video clip. However, observation ofrdy sessions to assess participant responsiveness
is an uncommon method compared to the literatiee €sg. Carroll et al., 2007; Hasson, 2010), but
for the current thesis, these client behavioursewded to be covered alongside the main fidelity
check.

Furthermore, in order to reveal participant moiwat the rater should evaluate the home activity
which the participants are asked to work on outthidesessions. It should be noted down, whether the

dyaddid, partly didor did notdo their home activity.

Appendix 6, in which the whole fidelity tool for &aof the eight therapy sessions can be found, also

includes the client-focused section.
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4.2.4) Procedures

A mixed-methods approach was conducted in ordemtwer the research questions. In accordance
with the IFF (Carroll et al., 2007), data conceghadherence as the main part of TF and some of the
potential moderating factors (quality of delivemydaparticipant responsiveness) were obtained via
observation of the video-recorded therapy sessi@dditionally, secondary data sources (an email

survey and document analyses such as notes ondudivsession plans or dates on video tapes) were

conducted in order to examine other aspects os€E Table 7, section 4.2.3).

The author of the present thesis observed the tagded therapy sessions (rater 1, a qualified Safl) f
the rating of adherence, quality of delivery anigrttHfocused behaviours during sessions. Table 9

provides an overview of the sessions observed théHidelity tool.

Table 9

Sessions observed with the fidelity tool

Dyad 1 |Dyad 2 |Dyad 3 [Dyad 4 |Dyad 5 |Dyad 6 Dyad 7

Session 1 X
Session X
Session 3 X X X

Session 4| X X X IRR
Session X IRR

Session X X
Session 7 X IRR

Session 8 X X
Note: X=session observed; IRR=session observed bgcand rater in order to assess inter-rater

reliability.

A second rater (a former Speech and Language Theatadent from UCL already familiar with the
main research project) additionally observed anddr&0% of the previously coded 14 sessions in
order to investigate inter-rater reliability of tpeocedural and the qualitative section of theliige
tool. An amount of 20% was regarded as acceptatderding to the literature (see chapter 2.2.2).
The author of this thesis provided a tutorial (idhirs in length) in which the second rater recewed
structured training. This training session consisté the following steps: (a) provision of general
information of the BCA therapy programme, (b) shaescription of the importance to document

fidelity and introduction to the concept of TF, &jplanation of the different sections and itemthef
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fidelity tool and (d) practice of rating a 10-mieutideo excerpt of a therapy session. Unfortunately
was hot possible to conduct a longer rating tsalce the whole training session was restricted to
maximum of 1.5 hours. This was because the seatnd observed the sessions on a voluntary basis
and therefore her maximum availability of time p@sd on this project was around 8 hours (including

the rating process itself).

The collected data have been analysed using MiftrBgoel (2007 and 2010; Microsoft Corporation,
WA, USA), and the Statistical Package for the SoSieiences (SPSS, version 19 and 21; SPSS
Incorporated, IL, USA). For particular segmentshivittherapy sessions, the transcription programme
F4 plus(Dresing, Pehl & Schmieder, 2012; available ap:Htbww.audiotranskription.de/) was used
in order to analyse these conversations furthereRample of a transcribed segment of a therapy
session (dyad 7, session 3) is given beldMaggie, a PWA, and the SLT are reflecting on an
exercise, the so-called ‘Talking pen challengeé (8ppendix 1).

SLT: and then you had the pen
Maggie: yes

SLT: so did that feel that was difficult?
Maggie: yes=no! no

SLT: no. (1.0) so (.) ((writes something down)) if veetalking about the activity. (3.5) did you
think (.) did you find that it was: ((writes somity down)) it waggood[it was useful?]

Maggie: [good] yeah

# Transcription conventiong( )), comments by the transcriptor; (.), pasiserter than one second; (3.5),
pause took approximately 3.5 secorgisod words in bold are emphasised by the speaker; walen indicates
prolonged sound; yes=no, equal sign indicatestttatvords or syllables are immediately followinghather
without a pause; [ ], overlapping talk; ( tHe transcriptor is not sure what exactly has tseéh
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5) Results

In this chapter, the results of the TF examinatidlhbe illustrated, alongside the research questio
Section 5.1 will focus on adherence and sectionof.2noderating factors. Two perspectives will be
applied: a dyad-focused perspective, in order ponteon the degree of accurate therapy delivery and
to find out whether the therapy programme was pledito each dyad in a uniform manner, and a
session-focused perspective which might help retfreetherapy programme. In section 5.3, a first
attempt to validate the study-specific fidelity ltogill be made by outlining the results of the
assessment of IRR. Whenever a statistical tes{isrted, values of p<.05 are regarded as statigtica

significant.

5.1) Adherence

(1) To what degree have the planned componentseoBCA therapy programme been delivered to

the participants of the case series?

A randomly selected sample 5% of the therapy sessions (N=14) was observeu tvé so-called
procedural section of the fidelity tool in orderitwestigate the subcategory ‘content’ (correspogdi
to research question 1). In sum, this refers t®@ haursof video-recorded therapy. Parts of the
procedural section of the fidelity tool have alg®b used to investigate IRR (see chapter 5.3jhdn t

present subchapter, the ratings conducted by Igtbe author of this thesis) will be presented.

As mentioned in chapter 4, section 4.2.3.1, thesdtaee optional activities in the procedural isect

of the tool (E8 in session 1; E81 and E82 in ses&ipsee Appendix 6). These three items (or

observations) were excluded from the following aldtions because the research SLT could decide
whether she wanted to conduct these or not; iesethihree observations are not mandatory. The
overall number of observations across the samplel agfessions was 232. Across the eight individual

sessions of the therapy programme, the numberbsdraeations vary, since each session includes a

different number of materials or activities andduls different aims.

However, for dyad Ri3, there was not enough evidence for one sesséssipn R8) to carry out the
fidelity check properly. The reason for this waattthe SLT could not videotape the whole session
due to technical problems. Furthermore, the origseasion plan with handwritten notes by the SLT

did not include enough information on the missitgms. The resulting percentage of delivery
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(50.0%) for this session was therefore removed ftbendata for further analyses since it was not

regarded as representative.

After removing this particular session from theajdhe mean number of observations per dyad is 32
(SD=9.7) with a range between 18 for dyatid\session 5) and 41 for dyad N(sessions 4 and 6).
Per session across all dyads, the mean numbersefvations is 18 (SD=5.2; range: 5-25). Table 10

reflects these patterns.

Table 10

Number of observations included in the main figladlteck for each dyad and across sessions

Dyad N°  Session Number of Number of Mean number of
number observations observations (dyad- | observations per
checked (session-specific) | specific) session (dyad -specific
4 16

1 41 21
6 25
2 18

2 38 19
3 20

3 5 18 18 18
1 14

4 39 20
6 25
7 14

5 3 o) 19 10

6 3 20 36 18
4 16
3 20

7 36 18
4 16

Overall | 227 227
Mean| 17.5 32.4
Standard deviation 5.2 9.7

Note: For dyad R3, only one session has been included in the aisahgsthe second session could
not be checked in a sufficient way.

¥ Session 8 for dyad”™ is not regarded as an outlier since the numbesbservations (n=>5) is not
more than 2.5 standard deviations below the meah5§l although this was almost the case;

however, this needs to be taken into account witenpireting results.

The results of the ratings for the procedural secof the fidelity tool are shown in Table 11. The

final data include 13 sessions and a total of 2B3epvations which refer to a maximum overall
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fidelity score of 227. The achieved score giventhwy rater is 208. This represents 91.9% (SD=3.9),
i.e. the overall fidelity score across all dyadaterl to the subcategory ‘content’ is 91.9%, based

the analysis of 23% of the 56 therapy sessions.

Table 11

Dyad-specific fidelity scores and overall fidektgore

Dyad Session N Activities planned, Activities delivered, icz:,r ?;r;;age
N° checked Maximum score Actual score Mexinmum score *100
4
1 5 41 37.5 915
2
2 3 38 355 93.4
3 5 18 17.5 97.2
1
4 5 39 35 89.7
7
5 8 19 17 89.5
3
6 4 36 34.5 95.8
3
7 4 36 31 86.1
Mean 32.4 29.7 91.9
Standard deviatior 9.7 8.7 3.9

Note: For dyad Ri3, only one session score has been included imrhéy/sis as the second session

could not be checked in a sufficient way.

When having a closer look at the dyad-specificliigescores (see Table 11), four of these are above
90% (for dyads N1, 2, 3 and 6). For two dyads, the scores lie petdw 90% (dyads N4 and 5).
The fidelity score for dyad 7 is the lowest at 86.ITable 12 summarises fidelity scores related to
this cut-off value of 90%. It must be kept in mitiéit the scores of the dyads are based on different

numbers of observations.
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Table 12

Fidelity scores related to a cut-off value of 90%

Dyadl Dyad2 Dyad3 Dyad4 Dyad5 Dyad6 Dyad7

fidelity >90% X X X [] L] X []
score  <90% [ | [] [] X X [] X

Averaged across sessions and dyads, 88.5% ofehes itvere given a rating of fully delivered,
N=201), 6.2% of the ratings indicatedrtial adherencegcorresponding to a rating of 0.5, N=14) and
5.3% of the items were given a rating omot(deliveredN=12). A list of the items which have been

rated agartly deliveredor not delivereds given in Appendix 7.

In terms of the major domains (Appendix 6) thateéhdneen assigned to each of the items of the
procedural section, there is no particular patwractivities that have been rated ras delivered
However, out of the 14 ratings classifiedpastly delivered 50% of these 14 items (N=7) belong to

the major domain dhaving a discussion

An overview of the ratings for each dyad is showthwhe help of Table 13. If the 0- and 0.5-ratings
are summed up and divided by the individual sumalbfratings, dyad R 7 shows the highest
proportion of items rated with 0 and 0.5 at 0. blipfved by dyad 4 with 0.16, and dyad 1 with 0.15.

Table 13

Dyad-specific ratings of the procedural sectionhs fidelity tool

Dyad Number of items rate Number of items rated Number of items rated Proportion
N° as fully delivered as partly delivered as not delivered not delivered + partly delivered
all observations
14 2 0
1 21 3 1 0.15
17 0 1
2 18 1 1 0.08
17 1 0 0.0¢
13 0 1
55 0 3 0.10
13 1 0
5 3 1 1 0.16
19 1 0
6 14 5 0 0.08
17 1 2
7 13 1 5 0.17
Sum 201 14 12
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Next, a session-focused perspecisrapplied. Figure 9 shows the fidelity scoresdach of the eight
sessions. Note that the percentages of sessi@)$,17 and 8 are based on one single sessiohdbkat
been observed. Sessions 3, 4 and 6 reflect aveodges (session 6) and three observed sessions

(sessions 3 and 4).

The lowest fidelity score becomes evident for sas8§i (70.0%). It must be kept in mind, however,
that this value is based on one single sessionamith 5 observations. For this reason, this valag h
to be considered with caution. The session with gbeond lowest fidelity score, based on two
observed sessions and therefore a total of 50 \wdig@mns, is session 6 (89%). These results are
relevant to the potential refinement of the therpmygramme, and this issue will be explored further

in the Discussion chapter.

Appendix 8 lists all ratings for the 13 sessiora7(@bservations) of the procedural section by itlse f

rater (and the second rater where available, seechbpter 5, section 5.3).

100 - 97.2
92.9 94.4 96.4

95 - 92.5

0 | 90.6 89.0

85 -

80 -

75 1 70.0
70 -

65 -

60 -

55 -

50 - . : : : : : :

1 2 3 4 5 6 7 8
Session number

Fidelity score (in %)

Figure 9: Session fidelity scores across all dyads

(2) Was the therapy delivered as often and fooag las planned?

Secondary data sources (documents and materidisasuibie notes written by the SLT on the dyad’s
individual session plans and the dates and timofghe video clips of the therapy sessions) were
reviewed with the aim to report on the frequencd daration of the treatment (also referred to as
‘dose’), to document whether the BCA therapy adyuabs delivered as eight 1.5-hour sessions over

eight weeks.
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The corresponding research question (listed abmae e divided into three sub-aspects: (a) Did each

dyad receive eight therapy sessions? (b) Did dsatapy session take around 1.5 hours? (c) Were the

sessions done approximately once a week? Raw dathecfound in Table 14. The findings indicate

that each dyad did receive a total of eight thesgssions.

Table 14

Raw data of the duration of therapy sessions gafread document analyses

Length of therapy sessions (in minutes)

Session Session| Session Session| Session| Session| Session| Session Mean dyad-
1 2 3 4 5 6 7 8 specific
1 68 150 83 87 73 73 75 64 84
o | 2 80 62 75 77 62 91 62 62 71
E 3 54 90 62 83 83 107 83 90 82
2| 4| 31 83 57 90 116 89 90 12 85
E 5 32 51 53 70 53 80 71 59 59
0| 6 52 60 60 76 54 122 114 56 74
7 47 51 76 93 62 80 52 56 65
Mean
session-| 52 78 67 82 72 92 78 72 | Overall: 74
specific

The mean length of a session was 74 minutes (SB=Bshge: 31-150; interquartile range: 58-&6).

Thus, sessions were generally shorter than origiredpected (the main research team expected

sessions to take 1.5 hours), with the exceptiorsesfsion 6 which took 92 minutes on average

(SD=17).

There is considerable variation among the dyadseréd#s for dyads 1 to 4 and 6 to 7, therapy

sessions took 65 minutes or more on average, dyatdved less than 60 minutes of therapy on

average. Figure 10 illustrates this variation. ©hédier in the Figure (for dyad 1) reflects a lemfbr

150 minutes in session 2. Performing a Kruskal-Walhe-way ANOVA on the duration of therapy

sessions for the seven dyads, it can be assumetthéne is no significant difference among the dyad

(Kruskal-Wallis Testyx?(6, N=56)=12.477; p=0.053}.

% The interquartile range reflects the spread ofesin the middle 50% of all data and is therefare
influenced by outliers or extreme cases.
3L A Kruskal-Wallis one-way ANOVA does not assumemally distributed data; it is the non-parametric
equivalent of ANOVA (Dancey & Reidy, 2002).
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Figure 10: Distribution of the length of the eight therapgsiens for each of the seven dyads

The plan to deliver weekly therapy sessions wasessful only for dyads 2, 4 and 6. For all other

dyads, the planned time span between two consectiiarapy sessions actually lasted longer than

one week mostly due to life events (e.g. holidagesulting in an overall duration of therapy frornto8

15 weeks. A summary of these aspects can be founidble 15.

Table 15

Results of the analysis of the category ‘dose’ thase aspects of frequency and duration of the

therapy programme

Dyad N° Eight therapy Range of the length | Mean length of | Number of weeks over
sessions received?| of therapy sessions in| therapy sessions | which eight sessions
‘f Yes: X No minutes in minutes (SD) | were delivered

1 S f 64-150 84 (28) 12

2 f 62-91 71 (11) 8

3 f 54-107 82 (17) 15

4 f 31-120 85 (29) 9

5 f 32-80 59 (15) 10

6 f 52-122 74 (28) 9

7 N 47-93 65 (17) 11

Across all | f 31-150 74 (23) 11
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From a session perspective, there is variabilitieims of the length of the individual session®asr
dyads: Figure 11 reflects the session length oétbkt sessions across dyads and shows a peak lengt
in session 6 (Median=89 minutes). After this sassibere is a steady fall in the duration of th&t la
two sessions. When comparing the mean length sf@e4 (52 minutes, see Table 14) with the mean
length of session 6 (92 minutes), for example, @sicerable difference is identifiable. This time, a
Kruskal-Wallis one-way ANOVA reveals a significagifference among the eight therapy sessions
(x*(7, N=56)=16.786; p<.05). This means that the fherogramme varies significantly in terms of

length among the eight individual sessions.

These results are relevant to the potential refererof the therapy programme (e.g. enlarging sessio

1 in terms of adding more content), and this issilidoe explored further in the Discussion chapter.
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Figure 11: Distribution of the length of each of the eightsiens across the seven dyads

Summary of adherence:

For the subcategory ‘content’, the final fidelithiexk including a sample of 13 sessions out of 56
(23%) reveals an overall fidelity score of 91.9%. iacross all dyads, a degree of 91.9% of the

therapy content has been delivered as intended.stloire is based on a total of 227 observations tha

50



have been rated amt deliveredpartly delivered or fully delivered An amount of 88.5% of all the
observations has been ratedfalty delivered(which refers to the rating ‘1’). 6.2% of the obged
activities have been rated with Ofm(tly delivered and 5.3 % with Or(ot deliveredl From a dyad-
specific perspective, only the fidelity score ofady3 is based on a single session (since the second
session could not be satisfactorily checked), wdeefer all other dyads, the fidelity scores reflact
average across two observed sessions. The totdderush observations for the dyads range between
18 (dyad 3) and 41 (dyad 1). Dyad-specific fideStores range between 86.1% and 97.2%. From a
session-perspective, session 8 manifested witldaditfi score of 70%. This value relies on only 5
observations conducted by observing one sessi@afigle dyad. Thus, it needs to be interpreted

with caution. The remaining sessions 1 to 7 shayh fidelity scores ranging from 89.0% to 97.2%.

The findings related to the subcategory ‘dose’ shibat each dyad received eight sessions, but a
variation of session length among the dyads (tascame evident. The frequency of the therapy,
however, was less than once a week for most oflyhds; the time management was consistent with
the planned frequency of one session a week fod=ya 4 and 6. Across all dyads, a significant
variation of session length among the eight sessias found. Session 6 was the only session with

an average length of 1.5 hours; all other sesdasted shorter on average.

5.2) Moderating factors

A selection of Carroll et al.’s (2007) suggestedderating factors (‘quality of delivery’, ‘participa
responsiveness’ and ‘facilitating strategies’) witlw be reported to address research questions 3, 4
and 5.

(3) To what degree does the behaviour of the thstragflect desired BCA intervention principles?

The qualitative section of the constructed fidetdpl has been used for rating the same 14 vidsos a
for the procedural section in order to analysedhality of therapy delivery. Again, 17.3 hours of
video data have been observed in order to rateedetsierapist behaviour which is associated wi¢h th
delivery of the BCA therapy programme. Moreoveis thection has also been used to perform an

assessment of IRR (reported in section 5.3).

A similar 3-point rating scale to that one usedthtie procedural section (0, 0.5 and 1) has been
applied. The rater should to decide whether cettaimaviour has been shown by the therapistst

of the timé (which refers to 1), 6ccasionally (which refers to 0.5) orrot at all (which refers to 0).
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These qualitative items have to be rated quiteestibely, compared to the items included in the
procedural section (e.g. talking through handoutsstiowing video clips) which can mostly be
observed easily. An attempt to describe SLT stattsnéhat can be categorised as a specific

gualitative behaviour has already been shown iptenal, section 4.2.3.2 with the help of Table 8.

Again, dyad N 3's session 8 was removed from the analyses (s®eh The results of the TF check
for the qualitative section, based on the remaidiBgessions, show high scores: They range between
90% (dyad 7) and 100% (dyads 3, 4 and 5). The Hvscare that indicates the degree to which

desired therapist behaviour was present is 96.1%43). These findings are illustrated in Table 16.

Table 16

Dyad-specific quality scores and overall qualitpise

Dyad N°  Session N Maximum score of Actual score Percentage
checked desired behaviour _Aclual Score  4ypq
Meinrum score

1 g 19 17.5 92.1

2 g 19 18.5 97.4

3 5 10 10 100

4 613 16 16 100

5 ! 16 16 100
8

6 i 20 19.5 97.5

! 3 20 18 90.0
4

Mean 17.1 16.5 96.7

Standard deviatio 3.6 3.1 4.1

Table 16 also shows, that on average, 17 quaktat&ms were rated for each dyad (SD=3.6; range:
16-20). The items were the same across all sesditmvgever, there are some exceptions. In sessions
1 and 8, two of the items are not listed for rat{ihe therapist avoided judgments about what
conversation patterns the dyad should retain ornggaand “The therapist guided the dyad to make
their own choice8 because these behaviours are not expected prdsent within the first and last

session of the BCA therapy. Furthermore, for soessisns, only one overall aim was identified
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(sessions 1, 2, 6, 7 and 8), for others two oveialls were listed (sessions 3, 4 and 5). Appendix 6

can be consulted for a detailed listing of the tjative items across the eight sessions.

The frequency with which each item has been ratiéal @y 0.5 or 1 can be found in Figure 12. The
behaviour “The therapist avoided judgements abdwtwonversation patterns the dyad should retain
or change” was the one most frequently rated wihcOmpared to the other items. No single item in
the fidelity check, however, was rated with a 0o at all’). This suggests that, for this section,
Likert-scaling turned into a binary rating systeihe most consistent qualitative items anehé
therapist used active listening skKill§ The therapist gave skilful summaries of what hanksaid,
“The therapist expressed warmth and empathy towdrelslyad and “The therapist affirmed and
encouraged the dyadeach of which reached the maximum score of ¥8sacall observations. These

four items reflect counselling-related behaviolteins.

The therapist used active listening skills.
13

The therapist gave skilful summaries of what hantsaid.
13

The therapist expressed warmth and empathy towlaeds
dyad. 13

The therapist affirmed and encouraged the dyad.
13

The therapist guided the dyad to make their owricelso ml
10 2

m0.5
The therapist focused both on the PWA and on thesGP

that the PWA and the CP had equal roles duringission. 12 0

The therapist avoided judgments about what contiersa N/A
patterns the dyad should retain or change. 7 2

The therapist supplied individualised advice.
12

Overall session aim 2

Overall session aim
12

0 1 2 3 4 5 6 7 8 9 10 11 12 13

Figure 12: Frequency of ratings (@rot at alt 0.5=occasionally 1=most of the timeof therapist
behaviour across the observed sessions (N=13); dNapplicable
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(4) What can be found out about the participanttisfaction and motivation for the BCA therapy

programme during the sessions?

The client-focused section of the fidelity tool aglkes research questiofi M It underlines the
interactive nature of this kind of therapy and pigrthe analysis of client statements that mighegi
insights into satisfaction with components of therapy, i.e. it aims to monitor positive comments o
complaints made by the clients during the obsethiethpy sessions (to monitor client complaints is a
TF strategy suggested by Bellg et al., 2004; sapteh 2, section 2.2.2, Figure 3). Moreover, ithmig
also help to relate findings of the proceduralisecto influences by participant behaviour (e.g th

items that have been ratedre deliverecor partly delivered.

It is important to keep in mind that in the TF dature, self-report (e.g. Carroll et al., 2007) or
interviews (e.g. Hasson, 2010) are common techsitme&xamine participant responsiveness. In the
current investigation, however, it was not possiolalo this, so evidence was sought by observing

participant comment during videotaped therapy sessi

The next paragraphs consist of a selection of mEti positive and negative client statements
regarding their satisfaction with certain parts tbé BCA therapy programme. The quotes are
structured chronologically from session 1 to sesdfloacross dyads. Whenever a statement had a
negative influence on therapy delivery, the coroesiing ratings (by rater 1) of the procedural secti

will be shown. There are no comments by dyad hnfollowing paragraphs as they did not make

meaningful comments on therapy content in the sessibserved.

Transcript 1 - Session 1
Alex: () yeah I really thought we will get sorteerapy today
SLT: mmh
Alex: because it
SLT: it's avery [different type of therapy]
Alex: [yeah yeah]

The statement ‘yeahreally thought we will get somierapy today (Transcript 1) was made by
Alex (CP, dyad 4) at the end of the first therapgsson. The content of this session apparentiynbas
been in accordance with his wishes or expectatilinseems that ‘therapy’ for this client means
something different from what was actually happgnihis important to note that the content of BCA

therapy session one mainly consists of explorirey dgad’s understanding of conversation (with
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aphasia) in general and the SLT talking throughdbats about conversation, aphasia and
agrammatism. It is about raising the dyad’'s ovemalareness of conversation (which is the overall
aim of the session), and there are no exercisgs f{eactising a certain non-verbal strategy) fa th
PWA or the CP. After Alex states this, the SLT e the aim of the therapy programme to him and
clarifies the nature of this therapy approach. Aendetailed transcript of this situation can benftbu

in Appendix 9. This situation is not regarded asrdllnencing factor on the degree of fidelity fdwg
session (probably because it was made at the ertieokession and the consequence was an

explanation of the nature of the therapy approach).

Transcript 2 - Session 3

SLT: no. (1.0) so (.) ((writes something down)) if veetalking about the activity.
(3.5) did you think (.) did you find that it wagwites something down)) it

was good [it was useful?]
Maggie: [good] yeah
SLT: or:
Maggie: good.
SLT:  ( )
Maggie: no.
SLT: so you find that it was (.)
Maggie: yeah
SLT: it was good.
Maggie: good.

Transcript 2 stems from a conversation at the éginof therapy session 3, when the SLT and the
dyad (N 7) are reflecting on the home activity, the sdezhlTalking pen challenge’ (see Appendix
1, handout 2.4, for an explanation). It seems khaggie (PWA) liked this activity Good) which

she confirms when the SLT was asking her agafedh.(...) Good).
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Transcript 3 - Session 4:
SLT: fantastic right. ((laughing))
Shelley: was that=was that supposed I'm jisik ing about holding theen
SLT: mmh
Shelley: but it doesn't [make you aware that it is your tirispeak]
Kate: [yeah yeah yeah]
Shelley: ‘cause | asked my con (.) my conversation wasufaip questionseally
SLT: yeah

A different opinion about the ‘Talking pen challenchome activity (see Appendix 1) becomes
evident in Transcript 3. The comment by Shelley,(@d 1) shows that this specific home activity
(which was done by this dyad at the beginning eé®m 4 because they did not have time in between
sessions) was not considered useful by*h&he aim of this activity, to raise the dyad’s aeress of
turn-taking, was apparently not achieved, accortiinghelley (but it doesn’'t make you aware that it

is your turn to spedk

The two former statements (Maggie and Shelley) esexts examples of how individually certain
activities of a conversation-based therapy aregiexd by different clients. These two statements,

however, are not regarded as having a direct infleaen the session fidelity scores.

Transcript 4 - Session 4
((SLT explaining home activity handout))
SLT: any questions?
Barry: no.
Louise: no: no. [that's very useful]
SLT: [that's great that's alright]

Louise: [( )] very good.

32 Moreover, since for dyads 1 and 2, sessions Bamere switched around, the actual ‘Talking Penliéhge’
home activity was supposed to be done betweerosss3iand 4 for this dyad.
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Barry: yeah

After the SLT talks through the home activity hand(BCA handout 4.3, see Appendix 1), Louise
(CP, dyad 6) emphasises that she finds this handaitl (see Transcript 4). This statement suggests
that the satisfaction of clients with a certainiamt, in this case the home activity, makes it mor

likely that the clients do the activity outsideession.

Transcript 5 - Session 4
((SLT and Maggie are reflecting on conversatiomgtie PWA))
SLT: ((smirks)) some of these aren't (.) brilliant.
Maggie: yeah
SLT: some of these there's not much (.) to work with.
Maggie: yeah

Transcript 5 originating from a conversation withinerapy session 4 reflects the opinion by Maggie
(PWA, dyad 7) about the conversation strategiesrénspecifically about BCA handout 4.2, see
Appendix 1). It seems that she does not like tisersdegies, and in a situation before this excéhngt,
SLT already got the feeling that it might be haod faggie to think about different ways to take a
specific turn (regarding a turn in a video clip sinaduring this sessiori}.In terms of an influence on
the therapy content, it is striking that the SL&ves out a discussion on the ease of strategyfiese a
a practice conversation at the end of this ses@ea Figure 13, E68). Thus, it might be that the
negative criticism by Maggie influenced subsequbetrapy delivery. Because the process of the
discussion between the dyad and the SLT is coreideemarkable in terms of the potential
consequences for therapy delivery, a more detaitscript can be found in Appendix 10 and the

relevant part of the procedural section of thelitigéool is shown in Figure 13 (see rating of E68)

3 However, it might also be, that the video clip ethbuilds the fundament for the discussion or fiamking
about different ways to get a message acrosgditbink about different strategies), is interpcetifferently by
the dyad and the SLT in this session.
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The therapist asked the PWA to pick three strategies to adh
practice. 03:38-06:23: SLT
explains the aim of the
session: To pick three
strategies; 24:48-28:00
mime and facial
expression) Then: SLT
asks CP. Then, the third
strategy is key word
chosen by CP and

1|E63 agreed with by PWA
The therapist had a practice conversation with the PWA (or adh/com 28:01-28:11 and 02:26
CP and PWA if appropnate) which was videoed separately. 14:3

P
\ge=ir

0.5)E64
Therefore, the therapist offered a choice of 3 pictures. PWA to adh
choose one. 1{E65 03:05-03:17
The therapist explaned to the PWA that he/she has to describe adh
the picture to the therapist (or CF). 1 |[E&6 02:26-03:18
The therapist asked the PWA to put a strategy into practice adh
(and coaches az necessary). 1|E67 03:05-14:33
The therapist discussed the ease of strategy use with the adh/com Not done I guess:
dyad after the practice conversation. Probably this was not
done because of
emotional reaction/state
0|E68 by PWA
The therapist assigned the home activity and introduced adh 14:36-17:19
BCA-handout 4.3 (Building turns in conversation). 1{E69

Figure 13: Parts of the procedural section of session 4 (&adcluding the name of the item, the
score given by rater 1, the classification (e.g7;Elh=adherence, com=competence) and qualitative

notes

Transcript 6 - Session 5:
SLT: any questions about that at all?
Linda: no. noit's clear I think there are some very gtipd
SLT: great
Giles: indeed very nice

At the end of session 5, Giles (PWA) and Linda (@ygd 3) signal their satisfaction with the home
activity for the following week, which is shown ifranscript 6. They seem to be happy with the
handout (BCA handout 5.3, see Appendix 1) and stimiv positive attitude towards this when the
SLT asks whether there are some questions left Sihiation is similar to Louise’'s comment at the
end of session 4 (see Transcript 4) and againpakéive attitude towards this home activity might

enhance the likelihood of a dyad actually workimgitoduring the week.
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Transcript 7 - Session 6:

Alex:  to be honest this session (I have to say) is quiéewhelming today
[(whether) I'm tired]

SLT: [oh I'm sorry]

Alex: no [no I'm not] I'm being honest.

SLT: [that's alright] that's fine

Alex: it's=it's=it's=it's (.) it's a lot of informaticoverload. [Tane]
SLT: [yeah] yeah

Alex: what doyou feel. ((looks at Graham))

Graham: yes ye:s

Transcript 7 probably includes the statement witl most obvious influence on therapy delivery.
This client, Alex (CP, dyad 4), says that he ferlsrwhelmed and Graham, his partner, agrees. The
SLT states Well we leave it there for todgyalthough originally, a practice conversation vpéasnned
after this situation. A detailed transcript of tisigecific conversation can be found in Appendix 11.
The resulting ratings of two subsequent items, gadgs being not delivered (E112 and E113)

illustrated in Figure 14, can therefore be expldibg this client statement.

The therapist intreduced SPPARC-handout C47a+b (Follow adh
the Conversation Leader).

1(E111
The therapist asked the dyvad to do a practice adh
conversation with each other — each to put strategy into
practice. D[E112 Not done
The therapist videoed this conversation and discussed it adh/com
with reference to topic strategy sheet (SPPARC-handout
Caée). 0|E113 Not done

The therapist assigned the home activity and adh 56:10: "Hawe a think about this week"
introduced BCA-handout 6.2 (Joining forces). (How could you start a new topic?);

1{E114 26:30

Figure 14: Parts of the procedural section of session 6 (dyadcluding the name of the item, the
score given by rater 1, the classification (e.gl Eladh=adherence, com=competence) and qualitative

notes
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Transcript 8 - Session 6

SLT: okay does the topic keg@ing. so when you guys start a conversation is it

easy to keep (1.0) keep it going.
Kate: yeah!yes
SLT: (1.0) would you agree with that? ((looking at $dnal)
Kate:  ((looking at Shelly)) yes.

Shelley: (2.0) well yeah | mean it depends. if you (1.0) geat youmwords out. (and

if) I can (.) we can cdimue it.
SLT: mmh
Shelley: | mean obviously it'all about what we've been talking aboutdpe.
SLT: yeah yeah.

In Transcript 8, Shelley (CP, dyad 1) comments dardout (SPPARC handout C46b, see Appendix
1) and states that she has the feeling that itoteimg new that they are talking about (hean
obviously it's all about we’ve been talking aboefdre’). However, this statement does not influence
the session fidelity score; it is rather a sign tBlaelley does not find this component of the thgra

programme (handout) beneficial.

Transcript 9 - Session 6

SLT: okay. sowho (.) if (.) who keepsthe topic going. (what) would you say.
(3.5) is it-

Shelley: (we)both isn't it. (1.5) both? (3.0) well it gends. [doesn't it?] yogan't
Kate: [( )]

SLT: [yeah no there's]

Shelley: [(they're just sort of like)] veryague vagueguestions.

SLT: well it's just a way of sort of stimulating consation and again. getting (.) all of us |
guess to sort of fiect on what what welo when (.) when yowstarting a topicwho
(1.0) you know so it's (.) you're saying that yguybu do start topic sometimes Kate

which isgreat and then ((breathing out)) (2.0)
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The comment They're just sort of like very vague vague questigeee Transcript 9) refers to

SPPARC handout C46b. Shelley (CP, dyad 1) seemfsate problems to answer some of the
guestions because she feels they are vagué. Such feedback is important not only to know as a
therapist that a client has problems to work thtoag exercise, but also in terms of the therapy
programme itself. It might be worth having a lodktlze reactions of other dyads with this specific

component of the therapy programme and to findangther it should be adjusted.

Transcript 10 - Session 8:

SLT: | hope it's been useful to you both
Jill: yeah yeah
SLT: yeah?

David: Do you think it's been useful? ((looking at Jill))
Jill: yeah
David: good

This last quote from Transcript 10 taken from s@s8& shows that Jill (PWA, dyad 5) finds session 8
beneficial. This indicates that the content of thist session of the BCA therapy programme is
accepted by this client, which is important for therapy designers to know for future investigagion

using the BCA therapy. However, the reader shool@ that this transcript reflects the opinion of a

single participant, which is hard to generalise.

After illustrating the indications for the clientsicceptance of components of the BCA therapy
programme, the next step is to highlight the clientotivationduring the therapy. The completion of
home activities was defined as an indicator foirthtivation. By analysing the beginning of ea¢h o
the 13 observed therapy sessions, it was ratechethtie participants have (partly) done their home
activity or not. Whenever a dyad could report oa ttome activity or present their notes on the
correspondent handouts, it was judged that the dichdo their home activity. This was the case for
almost all the sessions that have been observatdevtw, for one dyad (dyad’N), the home activity
has not been made or has been rategasly done, apparently due to time restrictions. Table 17

shows the results.
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Table 17

Results of the analysis of home activity for th@liServed sessions

Dyad Number Session Did their home Partly did their Didn’t do their
checked activity home activity home activity
1 4 [] [] B
6 [] X []
2 2 B [] []
3 X [] []
3 5 B [] []
4 1 N/A N/A N/A
6 X [] []
5 7 B [] []
8 X [] []
6 3 B [] []
4 X [] []
7 3 B [] []
4 B [] []

The relevant transcripts of the reviews of homeévigts from dyad 1 (sessions 4 and 6) are shown in

Appendix 12.

(5) What strategies have been used to supportdbearate delivery of the BCA therapy programme?

With the aim to document which strategies have lmmlied by the wider research team in order to
ensure an accurate therapy delivery, a short esnaiey was conducted with the research SLT who

provided the therapy to the dyads. The questioms:we

=  Which strategies (e.g. provision of a manual, dginds, training, and feedback) have been
used to support the accurate delivery of the thepapgramme?

* How did you as the research SLT perceive theseegies?

The research SLT mainly answered the first quedtipmeporting that she created generic session

plans on the basis of ones that the principal ithyatr of the wider project provided. Then, the
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content was personalised for each dyad (e.g. fgargi video clips from the dyad's own
conversations) by her (the research SLT) in cladktoration with the principal investigator. The
research SLT and the principal investigator aldieththrough the important elements of particular

video clips for each dyad.

To summarise, it appears that guidelines and exXperdback were the main facilitating strategies
used to support the accurate delivery of the BCérahy programme. However, apart from the

designed session overviews there was no manuachs s

Summary of the moderating factors:

In summary, the SLT showed desired BCA interventminciples to a high degree across the
observed sessions (96.7%). In terms of participasponsiveness, the client statements associated
with session 6 indicate negative opinions on thate (session feels overwhelming or redundant).
Positive statements demonstrating the clients’ gtecee of the therapy were also documented. The
motivation of the clients was measured with thephafl a rating of home activities, which shows
positive results for almost all dyads. Facilitatisigategies such as the creation of generic session
plans and expert feedback have been used in ther wadearch project to optimise uniform and

competent therapy delivery.

5.3) Inter-rater reliability (IRR)

(7) Does the fidelity tool have an acceptable |l@fdRR?

After outlining the main aspects of the TF evaloiatia final step is to explore the quality of the
fidelity tool, i.e. the consistency among the olagonal ratings conducted by two different
observers! This assessment is known as inter-observer rétigbinter-coder reliability or inter-rater

reliability (IRR), and can be regarded as a fitapgo validate the pilot fidelity tool.

IRR reflects whether the fidelity tool can be implknted by different independent raters in the same
way on the basis of the same video samples. Asioment in chapter 2, section 2.2.2, a generally

accepted level of inter-rater agreement is 70%raloog to Eames et al. (2008).

IRR was examined for the pairs of dual-rated vithgmes. Using the procedural and the qualitative

section of the tool, ratings from the first ratdre( author of the present thesis) have been comuhpare

3% The termbservercoderandrater are used interchangeably.
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with those from the second rater (a qualified Slotl &olunteer) who received a training session of
1.5 hours in length (see chapter 4, section 4.2#&r the training session took place, the autbfor
the thesis enlarged the explanation of the quisditatection of the fidelity tool with illustrativELT
statements. This means that after the trainingy iAtobserved the sessions (see below) with a more
vague explanation of the qualitative section (he.concrete SLT statements to illustrate what is
meant by the items), since at the time of the imgirsession, the illustrative examples of the items
have not been created yet. This is important tq kaemind when interpreting the results of the

gualitative section of the tool.

20% of the sessions (which is regarded as an adadepamount according to the TF literature)
observed by the first rater were coded a second kiynrater 2 (session 4 for dyad 7; session 5 for
dyad 3; session 7 for dyad 5, see Table 9 in chaptsection 4.2.4). This is according to a fully
crossed design (Hallgren, 2012), as all the itefrsach of the three sessions have been rated by the

same two raters. An illustration of two variantsaadilly crossed design is provided in Table 18.

Table 18

Fully crossed design of an IRR study (source: agldph the basis of Hallgren, 2012: p. 25)

All subjects rated by Subset of subjects rated

multiple coders’ by multiple coders
Rater 1 Rater 2 Rater 1 Rater 2
Observation 1 X X X X
Observation 2 X X X
Observation 3 X X X X
Observation 4 X X X

*This reflects the design of the present investigafrom a session-focused perspective, since the

same raters were used across all observationsselsaion included in the IRR assessment

After calculating percentage agreement, an intaascl correlation (ICC; two-way random,

consistency, single-measures; Shrout & Fleiss, 19&s performed. ICC was used as well as
percentage agreement because the latter does mettctor agreements expected to be made by
chance (Hallgren, 2012). However, the calculatibliC&, Kappa values or other IRR-statistics varies
among different papers in the TF literature. Somes, researchers just report on percentage
agreement (see chapter 2, section 2.2.2). ICC lasilmn was also chosen because the fidelity tool

rating system categorises high, medium and low gomes of behaviour (1, 0.5, 0), which is
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categorical data with an ordinal structure (Halilgr2012; Agresti, 2010). For this kind of data \vith
a fully crossed design, ICC (two-way model, singheasures, consistency) can be regarded as

appropriate, according to Hallgren (2012: p. 27).

Guidelines for determining levels of Kappa or ti@Cl statistic, as suggested by Cicchetti (1994),
describepoor intra- or inter-examiner levels of agreement falues below .40, for a range between
.40 and .59 the level is described as béang from .60-.74 it can be regardedgmodand from .75-

1.00, the inter-rater agreement is in gxeellentrange.

First, percentage agreement and ICC will be desdrib relation to the procedural section of the
fidelity tool. This will be followed by a qualitate analysis of the items that have not been agraed

After this, the findings regarding IRR for the dtative section of the tool will be presented.

IRR for the procedural section of the fidelity tool

Individual observations between the first and tbeosd rater for the three sessions (which refers to
20% of the sessions rated by the first observergwempared. A total of 50 items (E54-E69, E70-
E89 and E115-E128) were rated by both observerssadhe three sessions. For this analysis, the
optional items E81 and E82 (session 5) were incluglace overall fidelity is not affected by this
calculation. The distribution of the ratings givey rater 1 and rater 2 are illustrated in Figure 15
Surprisingly, there is no single item for whichaa® gave a rating of 0.5, which is a pattern thats

the rating scale into a binary one. Both ratersdaost of the items with 1.
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Items rated with O (not delivered), 0.5 (partly delvered) or 1
(fully delivered) by rater 1 and rater 2

Figure 15: Ratings given by rater 1 and rater 2 for the tlsessions included in the IRR investigation
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Percentage agreements were determined to asciRRirSession-specific percentage agreement was
calculated by dividing the overall number of ocoasi where both raters gave the same rating (i.e.
agreed on 0, 0.5 or 1), with the total number afesbations (referred to as maximum score). As
illustrated in Table 19, the overall percentagecagrent of 86.8 (range: 80.0-92.9; SD=6.5) reflects
acceptable IRR (as already outlined in chapteRR.Zhe lowest percentage agreement is found for

session 5 (dyad 3), whereas the highest agreesezdched for session 7 (dyad 5).

Table 19

Results of the ratings conducted by rater 1 aneérr&, session-specific percentage agreement and

intra-class correlations for the procedural section

Session Rater 1 Rater 2 Number of agreed Maximum Percentage ICC?®

checked score score items score agreement

D7TH4 14.5 12 14 16 87.5 T72

D3TH5 17.5 14 16 20 80.0 570

D5TH7 135 13 13 14 92.9 .800
Overall 86.8

Standard deviation 6.5

Note: ‘D7TH4’ corresponds to therapy session 4y&di7.
*Two-way random, single-measures, consistency IGC, @n estimate of inter-rater reliability that

would generalise to an independent sample of rgtgralified SLTS).

In a next step, a two-way model of ICC was caladatvith SPSS, based on the steps that are
suggested in the paper by Hallgren (2012). TheltreguCC was in the excellent range (Cicchetti,
1994) for the 16 items of session 4 and the 14gtefisession 7 (see Table 19). The ICC level fer th
20 items of session 5 indicates fair agreement drtvthe two raters (ICC=.570). This suggests that
fidelity to the content of the therapy programma ba rated consistently across raters for the itwms

sessions 4, 5 and 7.

The relatively low ICC value for session 5 might éelained by the fact that there seems to be a
systematic pattern in the ratings of the non-agreleservations: In three out of four cases with
disagreement, rater 1 coded the observation witltatey 2 with 0. For the fourth observation that

differed between the two raters, rater 1 gave artér 2 a 0 (see Appendix 8).

In the following paragraphs, a qualitative analysisall the items that have not been agreed oh wil

be undertaken.
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E56 (dyad 7, session 4)this item is rated a®illy delivered by rater 1, whereas rater 2 suggebtsit
not been delivered. Probably this discrepancy origimah the vague nature of the itenirife

therapist had a discussion with the dyad on issuihsturn taking in generd).

E64 (dyad 7, session 4Rater 1 suggests this activity has bpartly delivered. The explanation the
rater noted down is that the practice conversai@s been done, but not videoed separately. On the

other hand, rater 2 rates this itermasdelivered without additional notes.

E71 (dyad 3, session 5)This discrepancy (1 by rater 1, O by rater 2) fidgsresults from the
previous item E70The therapist reviewed the home activity would be better to describe which
home activity this was supposed to be so that #ber is more aware of the difference between

discussing home activity and reviewing the contdrihe previous session.

E77 (dyad 3, session 5)This indicates that the rating procedure is gsiibjective. While rater 1
gives a 1, because of the SLT askidgain, have a look at what type of turn you arertgk rater 2
rates this item with a 0. Her explanation is tiet €P identifies straight away, what she is doimg) a

the SLT consequently asks a different question.

E83 (dyad 3, session 5)Rater 1 gives a 1 for this item, whereas rateedards this as beimpt
delivered Rater 2 had problems with the similar item E#&8tlss is a sign for refining this item in

terms of explaining more detailed what it aims for.

E88 (dyad 3, session 5Rater 1 gives a 0.5 because the practice coni@rsags not videoed, but
they discussed the ease of strategy use. Howeater, 2 suggests this item hast been delivered,

resulting in a 0.

E121 (dyad 5, session 7Rater 1 suggests that this activityflfe therapist asked the dyad if they
think they have been using these over the lastvesks in their daily conversations, and if not, why

not’) has beemartly delivered (corresponding to 0.5). Rater 2, howenaged this item with a 0.

To sum up, the outlined differences between the faters suggest that rater 1 tended to give a 1,
whereas rater 2 rated the items not agreed onrraitiea O (note that rater 2 never rated with @&.5

all). This pattern implies that refinement of thaining session for raters is needed.

IRR for the qualitative section of the fidelity too

Again, based on the observations of the first amel decond rater, percentage agreement was
calculated by dividing the overall number of ocoasi where both raters agreed on 0, 0.5 or 1, with

the total number of items (referred to as maximeore). In sum, 29 items have been rated by both
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raters. However, rater 2 has not rated two itenseasion 4 (dyad 7), and one item in session 7(dya
5). The overall percentage agreement of 87.5% &.ab®.5-100.0; SD=21.7) reflects acceptable IRR
across the three sessions, but it must be notedthibee is high variability among the sessions,
possibly due to subjectivity. Furthermore, it shibdle taken into account that the percentage
agreement of session 4 lies under the acceptaldbdé70%. ICC was calculated for session 4 with a
value indicating poor inter-observer agreement ¢gtti, 1994). Although inter-rater percentage
agreement was 100%, SPSS could not compute IC8efsions 5 and 7, because variability in the
raw data was lacking. Raw data of the ratings efghalitative section can be found in Appendix 13.
In Krippendorff (2011), the issue of lack of vaiilép is explained more detailed. Table 20 reflects

the results for the IRR assessment of the quaigastection.

Table 20

Results of the ratings conducted by rater 1 aneérr&, session-specific percentage agreement and

intra-class correlations for the qualitative sectio

Session Rater 1 Rater 2 Number of agreed Maximum Percentage ICC?

checked score score items score agreement

D7TH4 8 6.5 5 10 (8) 62.5 .258

D3TH5 10 10 10 10 100.0 o,

D5TH7 9 8 8 9 (8) 100.0 o
Overall 87.5

Standard deviatior 21.7

Note: ‘D7TH4’ corresponds to therapy session 4ya&di7.
*Two-way random, single-measures, consistency IGC, @n estimate of inter-rater reliability that
would generalise to an independent sample of rgtgralified SLTS).

"Due to the lack of variability in the raw data, S&ould not calculate ICC.

Table 21 summarises the results of the IRR invastig. It shows that the overall percentage
agreement of both sections is similar, but the eaimglicates higher variability in the qualitative
section of the fidelity tool. Averaged across &llee sessions, ICC values indicate good agreement
across the raters for the procedural section, lmar mgreement for the qualitative section, as

expected.
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Table 21

Inter-rater reliability of the independent ratindsr the procedural and the qualitative section loé t

fidelity tool averaged across the three sessiorsenled by both raters

Section of the fidelity Percentage Range ICC

tool agreement

Procedural section 86.8% 80.0-92.9% .674 (good)
(adherence/content)

Qualitative section 87.5% 62.5-100% .258 (pobr)
(competence)

®This ICC value is not an average but reflects b€ bf one session.

5.4) Summary of the results

Table 22 summarises selected results in relatidhega@omponents adherence, quality of delivery and
participant responsiveness to provide an overviemain fidelity aspects investigated in the current
study. The results suggest that the therapy prageamias most properly implemented for dyads 2, 4
and 6. For dyads 1, 3, 5 and 7, at least one aspéctf the following was not implemented as it was
planned by the team of the main research projekdlitliy score in relation to therapy content (lowes
score for dyad 7 compared to the other dyads), aloserms of therapy frequency (not provided as

planned for dyads 1, 3, 5, 7), and completion ehéactivity (not or only partly done by dyad 1).

Although the fidelity evaluation might not covef #ie parts that have an influence on the succkess o
therapy (see Figure 2, chapter 2, section 2.212)atteempt (see below) will be made to explore
possible links between fidelity scores and outcomuality scores and outcome and quality scores and
fidelity scores to test the assumptions of a liskstated in Carroll et al. (2007; see chapter @jme
2.2.3).
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Table 22

Summary of selected fidelity evaluation-resultsretation to adherence, quality of delivery and

participant responsiveness

) _ Participant
Adherence Quiality of delivery _
responsiveness

Dyad | Fidelity score related | Therapy delivered over | Quality score (%) Home activity
N° to therapy content (%) | a period of 8 weeks? done?
1 91.5 = (12 weeks) 92.1 >
2 93.4 97.4

v (8 weeks) v
3 97.2 X (15 weeks) 100 "‘
4 89.7 100

Y (9 weeks) v
5 89.5 X (10 weeks) 100 "‘
6 95.8 97.5

v (9 weeks) v
7 86.1 > (11 weeks) 90.0 ‘f

Note: Fidelity score and quality score is basedooiy one session for dyad® B; home activity data

are based on only one session for dyddN

When relating the fidelity scores (subjective cfitvalue 90%) to the preliminary outcomes as
reported in chapter 2, section 2.1.3.2, the follmypattern, which is illustrated in Table 23, can b
found: For those dyads with a fidelity score of3%@ positive outcomes are reported, at least fer on
person of the dyad. For dyad K with a fidelity score below 90%, no positive cumes have been

identified after therapy for either member of thyadl However, for dyads 4 and 5, a fidelity scdre o
below 90% has been found (89.7% and 89.5% resghgtibut positive outcomes for both members
of the dyad are reported. It must be taken int@awctthat these two fidelity scores almost reaeh th

subjectively set cut-off value of 90%.
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Table 23

Relationship between dyad-specific fidelity scamed individual, preliminary quantitative therapy

outcomes
Positive quantitative Positive quantitative No chanae after
outcomes: both CP and outcomes: either CP or thera(fj
PWA PWA Py
o
S| >90% 2,6 1,3 -
N
2
©
XS] < 90% 4,5 ) !
LL

(8) Do the findings of the current fidelity evalaat indicate an influence of moderating factors on

adherence?

Finally, research question®8 is addressed. As quantitative data are availfdslehe quality of
delivery (a moderating factor) and the adherendbdoapy content, these two variables (the so-talle
guality score and fidelity score) were analysedhier to examine the influence of the moderating
factor of ‘quality’ on ‘adherence’. Table 24 andyiiie 14 illustrate the link between the qualityreco
and the fidelity score. Carroll et al. (2007) sugjghat a competent therapy delivery might enhance
fidelity, i.e. the higher the quality score, thgher the fidelity score. Table 24 shows that thdifigs
indicate a relationship between a high quality ecamd a high fidelity score (dyads 1, 2, 3 and 6),
whereas for dyad 7, a relatively low quality scooeresponds to the relatively low fidelity scoréid

confirms the suggestion as reported in Carroll.g2807).

Table 24

Relationship between quality and fidelity scoredlie seven dyads

Fidelity Score
> 90% <90%
>0 > 90% 1,2,3,6 4,5
T 9
S (&)
&P | <oo% 7
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To represent the findings without the subjectivedt cut-off values, Figure 16, a scatterplot, was
created, in order to illustrate these data moreatively. The reader should keep in mind that anly

few data points are represented in the figurehsaorrelation should be interpreted with care.

984

95+

93+

Fidelity Score (%)

90

88+

_’ T T

90 92 94 96 98 100
Quality Score (%)

Figure 16: Correlation between the quality and fidelity ssofer the seven dyads
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6) Discussion

The discussion of the results has the same stmu@arthe Results chapter, i.e. the findings for

research questions 1-8 will be discussed in a chogital order.

Adherence

(1) To what degree have the planned componentseoBCA therapy programme been delivered to

the participants of the case series?

Across the observed therapy sessions, fidelithéosession plans (score: 91.9%) can be regarded as
high, according to the suggestions found in therdilure review. This indicates that the therapy
delivery was consistent with the prototype therasydesigned by the main research team. It is
therefore likely that so-calledctive ingredientdiave been delivered with high fidelity, althoudpe t

exact core ingredients are not known yet.

Averaged across all observed sessions, the pegeentd items that were given a rating of 1 (88.5%),
0.5 (6.2%) and 0 (5.3%) are similar to the resatseported in Lewinsohn et al. (1990), and it seem
that the present investigation even reached betseits: Lewinsohn and colleagues (ibid.) stated th
in their study, 78% of the items were given a @tifi 2 (corresponding to a rating of 1 in the prese
thesis), 17% a rating of 1 (corresponding to O &% of the ratings indicated no compliance.
However, it is important to keep in mind that tresign of the study by Lewinsohn et al. (ibid.), the
nature of the intervention and the number of itefthe fidelity tool (only 11 items) differs fronhé

current investigation.

Dyad N’ 7 showed a lower individual fidelity score (86.1&9mpared to the other six dyads (89.5%
and above). This score can be explained by théivea high proportion of 0- and 0.5 ratings that
have been given for the items observed for thisddyghis shows, that even when only one
experienced therapist is delivering an interventigtinin a research context (which can be described
as an “ideal situation”, according to HennesseyWRll, 2003: p. 124), there appears to be a aertai
amount of variety in therapy delivery. Moreoversliows that a fidelity evaluation can serve ash to
to uncover certain participants or dyads for whibke therapy was delivered in a different way

compared to the majority.

One issue worth noting in this thesis refers tostemple selected: Interpretations have to be hdndle
with caution because the final sample (23% of la#l $essions) might not be representative for the

whole therapeutic process, although procedures fleenTF literature concerning the amount of
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therapy sessions to check were followed. Also, edghd-specific fidelity score is based on a

different amount of different observations, depagdin the individual sessions checked.

This kind of therapy can be described as highlgranttive, which is why some constituents are
worded in a rather vague way (e.g.he therapist had a discussion with the dyad on hphasia
affects conversatiofisor “The therapist discussed the video clip with pasisitrategy use with the
dyad, referring to chosen topic stratedgiedt became remarkable, that a relatively higihceatage of

the 0.5-ratings given by rater 1 (correspondingptartly delivered) consisted of items belonging to
the major domain ohaving a discussionThis could be a sign for problems of the ratethvihe
definition of these items (the issue of specifiafytreatment components is also discussed in Whyte
& Hart, 2003). The aspect of vaguely described timents of the BCA therapy could be further
examined in the future, for example by assessiegdgree of complexity of the BCA therapy (e.qg.
with the help of a survey for experts, see alsadlaet al., 2007) or by rewording or concretising

these items.

Furthermore, the fidelity scores calculated fromsession-specific perspective must be interpreted
with caution because of the small sample size f@w@.observations). For example, for session 8 only
5 observations were rated. This is why this scormlikely to be representative compared to theroth

sessions, as the base of it relies on such a smalple of observations. Sessions 1-7 reflect high

fidelity scores of 89% and above, and are baset¥arr more observations each.

A general issue in the context of the proceduretiae of the fidelity tool is the influence whiclaeh

of the procedural items has on the overall fidelitpre. As each single element from the generic
session plans has been included in the procedectiba of the fidelity tool, there is no variatiom
their weight related to the overall fidelity scqi®. each item is equally weighted). By includimg
estimate of the therapeutic potency of each iteyppothesised active ingredients could influence
fidelity more than such elements which are regardedess important. At this point, the major
domains which the author created could reflect ssipdity to implement such a weighting process.
Similar to the procedure as reported in Lichsteiale(1994: p. 16, see also Appendix 2), weighting
certain parts or domains of the BCA therapy prognemcould allow for a more accurate
guantification of therapy delivery. However, onailcbreason that including such a weighting system
might introduce an additional bias towards itenmest tre subjectively regarded as more important

than others.
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(2) Was the therapy delivered as often and fooag ks planned?

In terms of the dose (duration of therapy sessantsfrequency of the therapy provided), the BCA
therapy was administered heterogeneously acrosdytds. Only three of the seven dyads received
therapy over a period of eight to nine weeks. Meeepthe average length of therapy sessions varied
from 59 minutes to 85 minutes. This, however, migtther reflect the interactive nature of this kind
of therapy. It appears to be hard to pre-plan &ssien length, since each individual dyad mighttrea
in a slightly different way to certain video clipps activities (e.g. discussions, role-play), or imig
sometimes need a longer time to identify certaimveosation behaviour in a video clip shown during
therapy. Furthermore, according to the author'swkedge, there is no concrete recommendation to
date in terms of an optimum dose of conversatigedatherapy for aphasia. Hence, the present
fidelity check represents the first report of diffeces in the length and frequency of BCA therapy
provision across dyads. It might serve as a baseder to build hypotheses in terms of the ideaedo
of this specific therapy. For instance, the optimidmse could in theory be a minimum of 60 minutes
of BCA therapy each week over a period of 8 to Heks, but eight BCA sessions over a period of
more than 10 weeks could be too less. It is alssstipnable whether certain elements of the BCA
therapy programme need to be delivered more freétyuenfor longer than others, in order to achieve
the best outcomes. These questions could be coedide future investigations, for example by

comparing different participant groups which reeesvdifferent dose of BCA therapy.

Each dyad received the planned amount of eightsessAcross the dyads, it seems that sessfah N

is the only session that took as long as it wasnaestd to do by the main project team (Beeke et al.
2011). Again, this might reflect the content of tinerapy (there are more interactive activities in
session 6 compared to sessions 1 and 2, for exarhpkerms of the planning of future studies using
this therapy programme (e.g. a replication of th@nnresearch project), it might be helpful for
researchers to know about this potential varietgession length across the eight individual session
However, the reported length of therapy sessiofhscts flexibility in therapy delivery, and this ma

be desirable.

Moderating factors
(3) To what degree does the behaviour of the thsragflect desired BCA intervention principles?

As mentioned earlier, the quality items in the litgetool are an attempt to describe desired thistap
behaviour associated with the delivery of the B@wrapy; however, the author appreciates the
complexity of this aspect of TF. High percentagesging from 90% to 100%) of quality scores were

found for the seven dyads. This ceiling effect daleoretically reflect rater bias. Consequentig, t
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rating scale (3-point Likert scale) could be amehder example by changing it into a 5-point Likert
scale. This may lead to a higher degree of difféa&an in the rating of desired therapist behaxiou
Another possibility to mitigate rater bias would tme create exact definitions and examples that
correspond to the 0, 0.5 or 1-ratings of each taiale item to make it clear to the rater of howute

the items. The video data used in the presentdlaesl Table 8 (see chapter 4, section 4.1.3.2Jicoul
serve as a foundation to create such rating guieli Furthermore, the challenge for future
investigations in this context is to identify belwar besides the listed items that a SLT has tevsho
order to deliver the BCA therapy in a competent waiye possible additional therapist skill relates t
the ability to select appropriate, individual pogt and negative sequences of the conversations
provided by a dyad before the start of the theraphich is related to the identification of
conversation behaviour that facilitates or hindarscessful conversations. This might also have an
impact in future studies where more than one thserapdelivering the BCA therapy, with the content
of SLT training when preparing for a reliable deliy of the BCA therapy being the main issue.
Possible answers to this can be found on httpgefieiucl.ac.uk, where BCA is available as an e-
learning resource to help clinically working SLTs plan, carry out and evaluate conversation

therapy.

The qualitative item which was most frequently dawgth a score of 0.5 wasThe therapist avoided
making judgments about what conversation pattenesdyad should retain or charigén terms of

the wording, this item was the only one for whiggative evidence was needed to achieve a score of
1 (i.e. a behaviour was not present, rather thasgmt). When having a closer look at the raw data i
becomes apparent that, for each dyad, this itemratasl twice (i.e., in two sessions) - there was
always one occasion on which the rater coded it Wib. This pattern suggests that this particular
item might either be described too vaguely to ratethat the therapist in fact showed the desired
behaviour only 6ccasionally. On the other hand, the coding of this item migtflect the suitability

of the clients for the intervention, since it ipegted that the therapist reacts to client behayiau

if a client is not able to choose what to work as,a consequence the therapist is more likelydggu

which patterns or strategies should be changeetained.

(4) What can be found out about the participantgistaction and motivation for the BCA therapy

programme during the sessions?

Session 6 was strikingly related to an increasadbau of negative client statements. Two different
videos were checked for session 6 (dyad 1 andm),ira both videos, there was evidence that the
content of that particular session was either teerwhelming (dyad 4) or that certain parts of It fe

redundant or too vague (dyad 1). This finding migalp to adjust the new therapy programme for

further investigations (see research question 6heNVdetermining participant responsiveness,
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however, it might be better to interview the papdnts after therapy, to get a structured and gefit
representation of their satisfaction with it. Witha fidelity check, one can only summarise différen
comments that participants make during a sessiohpbe cannot investigate their satisfaction or
opinion in a structured way. On the other hands itmportant to cover the aspect of participant
responsiveness within a fidelity evaluation in orde get a multifaceted picture of the therapy
process, i.e. if the therapy that was deliveredhsytherapist was understood and accepted by the

recipients.

In terms of the participants’ motivation during gy, the home activities were defined as an
indicator for their motivation. Results suggesttthlmnost all dyads were motivated to participate in
the BCA therapy programme. However, the questionl&ther doing home activity is a valid
assessment of client motivation. It is possible eicample, that clients are motivated but that they
not able to do their home activity due to time d¢omiats. Again, structured interviews or other
measures might be necessary in order to refinedutvestigations that aim to capture this aspéct o

participant responsiveness.

(5) What strategies have been used to supportdbearate delivery of the BCA therapy programme?

Although there was no plan to assess TF at thenbewj of the wider research project in 2007, the
identified strategies to support the accurate dejfivof the therapy programme seem to be sufficient
for the case series. One facilitator of the widkearch project was having only one research SLT to
deliver the therapy (Hennessey & Rumrill, 2003:1@4), and she was supported by the principal
investigator of the wider project in terms of imgaott elements (e.g. showing appropriate video klips
of the BCA therapy programme. The main facilitatstgategy consisted of the creation of session
plans, which can be regarded as a sort of therapgual. For future investigations, however,
techniques such as supervising a certain amouieodpy sessions or the creation of a more detailed
therapy manual could be considered. Another pdagiliould be to use the videos already existing

from the main research project as a foundatiopédential tutorials to train SLTs.

(6) Can the findings of the fidelity evaluationus®d to refine the new therapy programme?

In terms of optimising the BCA therapy with the ieff the findings of the current thesis, the cohten

of session 6 and its role within the whole theraijgeprocess should be reviewed, since relatively
many client statements (those by dyad 1 and dyaddéjated rather negative attitudes towards this
specific session. Moreover, the sometimes brist Session of the BCA therapy could be amended in

terms of including more activities for the PWA ahé CP. In this context, the significant difference
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in terms of session length across the eight sessibould be considered. Furthermore, the client-
focused section of the fidelity tool representsoagibility to get ideas for BCA therapy refinement,
e.g. client comments that reflect their satisfactidgth certain parts of therapy (e.g. the commagnt b
CP 1 in session 6:They're just sort of like very vague vague questiofranscript 9, chapter 5,

section 5.2).

(7) Does the fidelity tool have an acceptable |l@fdRR?

Apart from percentage agreement, intra-class airoels were calculated to get a sufficient
representation of IRR. However, it must be kephind that the rating scale used in this investaati
would also allow for Kappa values to be calculat€de parts of the fidelity tool that have been
observed by both raters (qualified SLTs) indicaighhreliability for the procedural section, and
compared to this, lower reliability for the qualit@ section including process-related aspectss Thi
pattern is in accordance with the TF literaturg.(8cintosh et al., 2005; Mowbray et al., 2003: pp.
329-330). As a consequence, especially qualitaivealso some of the procedural items might need
refinement in terms of a more specific wording (aks research question 3). Another consequence
might be the amendment of the training for raterdéerms of the training session for the seconerrat

it would be useful to provide a table like TablaviBhin such a tutorial to make each of the qualitat
items clearer. Unfortunately, this table had notrbereated yet when rater 2 received the training

session. IRR values would probably become hightr intluding such a table in the training.

Another issues is the small sample of observat{bir$0 for the procedural section and N=29 for the
gualitative section) included in the IRR investigat For future research, it is desirable to inelud
more raters in the fidelity check and to rate gdarsample of videotaped therapy sessions in eoder
get a more trustworthy result of the reliability safch a tool. Furthermore, due to the subjectiofty

most ratings, it would be necessary to enlargedtex sample.

Another limitation of the current study was thetf#ltat both the first and the second rater were
inexperienced in administering the intervention iflkihis a fact that cannot be avoided when
evaluating a new therapy approach). Optimum caotiwould exist when the raters are familiar
with the administration of the therapy programmat, &t the same time are independent members of

the research team.

Moreover, the psychometric properties of this figetool could be investigated in more detail in
future investigations (e.g. using a larger samplmvtestigate inter-rater reliability or assessiniga-

rater reliability).
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(8) Do the findings of the current fidelity evalaat indicate an influence of moderating factors on

adherence?

Since quantitative results were available for thmligy and the fidelity scores for the dyads, a
correlation was done with these two variables. Teser should note, however, that a larger data
sample with more numerical data would be necessaoyder to empirically test the suggestions as

stated in Carroll et al. (2007), for example thituence of different moderating factors on adheeenc

After performing the correlation with the preseatal it appears that higher quality scores arestink
to higher fidelity scores, a finding, which seemsuhdermine an influence of the moderating factor
‘quality’ on adherence. As already discussed, duthé small sample size with only seven dyads,
further research should replicate and enlarge theict investigation to test the relationship betwe

potential moderating factors and adherence.
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7 Conclusion and future directions

This thesis provided a first attempt to apply mdthérom the TF literature to a conversation-based
therapy for PWA and their CPs. The focus was thetelguantify therapy delivery and to provide a
multifaceted evaluation of the therapeutic proc8ssed on generic BCA session plans, suggestions
identified from the TF literature, and a conceptuadel by Carroll et al. (2007), a fidelity toolsha
been developed. This was used to observe videotieedpy sessions to investigate aspects of TF.

Moreover, descriptive data have been collectedderato get a broad representation of TF for BCA.

The fidelity tool developed in this thesis covedharence to therapy content (procedural section),
competence of therapy delivery (qualitative sedtanmd client behaviour (client-focused sectionjs It

an observational tool that might be used by anreataater during a session (supervision or direct
observation) or retrospectively (indirect obsema}i It consists of therapist as well as client
behaviour and includes both quantitative and cpialg aspects. The procedural section, the main par
of the fidelity tool, comprises a microanalytic apgch with 133 items or components of the BCA
therapy. The qualitative section includes a sedectf therapist behaviour associated with BCA
therapy delivery, but is only a first attempt toventhe complex aspect of therapeutic alliance. The

client-focused section aims to assess client isisadehaviour (e.g. client complaints).

With a fidelity score of 91.9% related to adherentappears that the BCA components have been
adhered to satisfactorily, according to identifteghchmarks from TF literature. This finding might
help to report outcomes of the wider research ptae a group level by providing evidence that each
of the seven dyads received a high degree of tha& B@rapy as originally planned. However, a
certain amount of variability in treatment delivexgross the dyads could be found. In this context,
should be noted that there is literature which ssggthat strict fidelity to therapy procedureserd
hinders successful therapy delivery (see Craid.e2@08). Consequently, an intervention may work
better if adaptation to specific settings or situa is allowed. This is crucial when defining fite
levels for a specific therapy as high or acceptaBlechallenge for future investigations could
therefore be to set a fidelity benchmark for theABierapy. In general, it seems that the achieved
fidelity and quality levels of the BCA therapy cha regarded as high, at the same time reflecting a
certain amount of flexibility in therapy deliverwhich might be desirable for such an interactive

therapy approach.

There are certain limitations of the thesis whibbidd be considered. Firstly, a macroanalytic lefel
the procedural section with fewer items should imeed for in future research, in order to solely
include essential BCA elements. However, a micrlydicaapproach (as used in the present

investigation) may be appropriate for small-scalglies or single-subject case design, or if thevact
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ingredients of a therapy programme are not known Nevertheless, the active ingredients of the
BCA therapy should be tried to be identified inextstep. To achieve this, further empirical resear
using the BCA therapy is needed in order to comfizeapy outcomes and fidelity data of the BCA
therapy approach. Once the active ingredients mowk, the current fidelity tool can be amended and
changed into a more specific instrument (e.g. lojuting a weighing process as discussed in chapter
6). Secondly, in terms of the quality of therapyivdy, one should keep in mind that, as pointetl ou
by Egan (1998), “effective helpers use a mix ofestyskills and techniques tailored to the kind of
relationship that is right for each client” (p. 5This suggestion needs to be taken into accouatiwh
trying to refine the criteria that define a skilthlerapy delivery. Furthermore, in case a futuréABC
therapy study involves an experimental as well asmtrol group, i.e. comparing two different
therapy approaches, the fidelity tool needs todimed in terms of defining unique and prescribed
therapist behaviour associated with BCA (see alsdia'ét al., 1993). A fidelity evaluation, to dissu
the third limitation of the current thesis, shoirdlude a variety of measures: apart from obsernati
researchers should make use of interviews, pasemnteys and document analyses. Especially with
regard to capturing client attitudes towards BG#heilview data might be a useful enhancement for a

fidelity evaluation.

The examination of adherence as a main part osTUseful to interpret the outcomes of therapy (i.e.
having more confidence to relate therapy outconmeshe therapy as planned). However, as
therapeutic methods and techniques contributegaticcess of therapy only with a small percentage
(see chapter 2, section 2.2.2), it is probably itoprecise to directly relate fidelity scores (i.e.,
adherence) to the BCA outcomes. This aspect prevterationale to include process-related aspects

in a fidelity evaluation.

In summary, the present thesis showed the multédceature of TF and its importance and value for
a complex speech and language therapy for aphEs@éafindings from this thesis contribute to the
growing prominence of TF in the field of speech #amthuage therapy, especially with regard to the
methodological quality of research reports. Thera strong need for creating further fidelity tofais
conversation-based therapy approaches. MoreoverTEhterminology needs to be unified across
different research fields and concrete recommeonsatffor ‘what to analyse’ and ‘what to measure’)
need to be developed. To put it in one sentenegetheeds to be more ‘fidelity’ for the concept of
TF.
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Appendix 1

List of all handouts used in the BCA therapy praognae

Appendix

Name of the handout

Synopsis

1.1 So what is agrammatism?

Outlines the characteristics of agrammatic languagput

1.2 Conversations of people with agrammatic
aphasia

Highlights the characteristics of conversationsveein non-impaired speakers and how
agrammatism affects this

1.3 About your conversations — Home activity 1

2 things that go well / do not go well in conveisat

2.1 The aim of turns

Lists common aims of turns, e.g. asking or answegiiguestion, making a comment etc.

2.2 Building turns

Explains how turns are normally built (e.g. witke thelp of facial expression) and how turn
are built in people with agrammatism

n

2.3 Strategies to help turn building

Lists strategies (e.g. gesture, intonation) thattezlp to build turns. PWA to tick what they
already use.

2.4 Talking pen challenge — Home activity 2 (A
activity to increase your awareness of turns)

PWA and CP to hold a pen whenever somebody take®aWhen not holding the pen, the
person must only listen.

3.1 Your conversation troubles and repairs —
Home activity 3

What are the main things that go wrong in your essations, who notices when there is a
problem and how are problems solved?

4.1 Common problems with turn-taking in
agrammatism (Additional material used with
SPPARC Handout C36a)

Outlines potential problems in conversation (witamples). PWA and CP to tick if a
problem happens to them.

4.2 Turn building strategies for the person with
aphasia

Lists turn building strategies for the PWA. PWAtizk three strategies to work on.

4.3 Building turns in conversation — Home activ
4 (A chance to practice some strategies)

Three strategies that will be practiced duringwieek (by the PWA): Note down examples
practising and how they felt afterwards.

of

5.1 Are you leaving pauses? (Additional materi
used with SPPARC Handout C37a/b)

aStrategies for the PWA and the CP if there are l@rg pauses in their conversations.

Better Conversations with Aphasia — therapy programrme

5.2 Good turn-taking strategies to use with you
conversation partner (Additional material used
with SPPARC Handout C42a/b)

Lists possible trouble spots (e.g. not understbed®WA's turn) and strategies to keep
conversation going. CP to tick which of them hefsloaild like to work on.

5.3 Turn-taking in conversation — Home activity

S hree strategies that will be practiced duringwleek (by the CP): Note down examples o




(A chance to practice some strategies)

practising and how they felt afterwards.

6.1 Common problems with topic in agrammati

Lists common problems with topic (e.g. not sure thbethe turn of the PWA indicates a new

topic) with examples. Dyad to tick which of thesgpen to them.

6.2 Joining forces — Home activity 6

(Conversational strategy practice for both of yougtrategy used, did it work etc.)

Dyad to note down examples of practicing their emostrategies during the week. (Which

7.1 PWA strategy prompt card template

Lists PWA strategies

7.2 CP strategy prompt card template

Lists CP strategies

7.3 Putting your strategies into use — Practice
Activity

Dyad to note down examples of practicing their emostrategies during the week. (Which
strategy used, did it work etc.)

7.4 Putting you strategies into use — Conversatidexplanation of preparation of home activity in artiepresent it in the last session.

video

8.1 Conversation tips

Summarises the strategies used by the PWA andRhe C

SPPARC conversation training programme

C4 Why is Conversation Important?

Highlights the connection between conversationfaeddships, relationships and the life
roles people have.

C5 What Do We use Conversation For?

Lists potential purposes of conversation (8Mpat may be; What we’d like to)deith some
examples.

C6 What Do You Talk About?

Lists 20 topics of conversation talked about inHobirs by Jack, who has mild aphasia, an
Judith. Encourages a couple to consider topicsttd&yabout.

C7 So What Is Conversation?

Provides a definition of ‘conversation’ (sequentéuons, collaboration) and gives an
overview of the roles each person can have: messagker or receiver.

C8 ‘Yes’, ‘N0’ & ‘And’: A Case of Hidden Ability

I Shows that these three words are sufficient fagragm with aphasia to take part in a
conversation, if a conversation partner knows howdip.

C9 Conversation and Aphasia

Highlights that having conversations is difficulitkvaphasia, and may lead to social isolat
if friends find it embarrassing that they can’t ergtand.

C10 Keeping Conversation Going: A Joint Effo

tHighlights how keeping conversation going requtezsmwork. Shows how a listener gives
clues to a talker to keep going (e.g., uh huh,aeygact, nodding).

Cl1a/b Problems with Conversation

Gives an example of a ‘good’ conversation whereuihes between sender and receiver at
orderly. Then of a problem with turn taking caubgdaphasia. Introduces the idea that
dealing with a problem igepair.

C12 What Happens when Things Go Wrong in
Conversation?

Shows three steps (of repair) that usually occuemthere is a problem: 1) a problem
happens, 2) somebody notices it, and 3) somebddgssib.

C13a-e Dealing with Problems: Step One

Gives information about the most common difficidtitbat might cause a problem in aphas
conversation such as word-finding difficulties egaphic speech etc.

C14a/b Dealing with Problems: Step Two

Gives detailed information about possible patte&vhen somebody notices a problem in

d

on

e

c



conversation: e.g., the partner notices a problémtve PWA's turn.

C15a/b Dealing with Problems: Step Three

Gives detailed information about possible pattevhen somebody solves a problem in
conversation: e.g., the PWA solves a problem fidgdiced by the partner.

C27 About Turns: The rules of turn-taking

Outlines the characteristics of balanced converssatfe.g., turns are taken in an orderly w
and how aphasia can lead to turn-taking rules beioken.

V)

C3l1la Why Are You Overlapping Your Partner
with Aphasia’s Turn?

Encourages the partner to think about possiblereaghy he or she might speak before the

PWA's turn is finished. Alternative strategies argoduced.

C34: Balancing Turns

Encourages reflection on the balance of turns éailr and prior to aphasia) and about wh
each is doing when taking a turn (e.g., askingadbtguestions; correcting).

at

C35a/b Turn-Taking Patterns of Partners

The partner is asked to tick turn-taking patteheytrecognise that they use (e.g., pattern
asking questions; asking test questions; usingnmpgsns). Each pattern is illustrated with
an example.

Df

C36a-c Turn-Taking Patterns of People with
Aphasia

The couple are asked to tick turn-taking patteney recognise in the speaker with aphasi
(e.g., pattern of minimal turns, gaps, stoppingdbeversation).

57

C37a/b Identifying Turn-Taking Patterns and
Strategies of Partners

Encourages the partner to reflect on why they es&in turn-taking patterns (e.g., asking
test questions). He or she is asked to think abih@r strategies (e.g.Tty to cut [test
guestions] out when you are chattihgr is referred to handouts for strategies toitigtead.

C42a/b Strategies for Turn-Taking

Strategies such as make a comment, use a passingi¢uare listed and illustrated with
examples, to give the partner ideas to help the R&KA more turns.

C45 Topics of Conversation

lllustrates the influence on conversation of arresting topic, and outlines difficulties with
topic due to aphasia.

C46b-e ‘On Top of Topic’ Activity

A flow chart helps the couple to reflect on theipits of conversation. Encourages reflecti
on how they start topics and how they keep topiisgy

C47al/b ‘Follow the Conversation Leader’ Activi

Gives written examples from real conversations wjithasia. The partner is asked to think

of

what to say next to help the PWA develop a topicarfversation.




Appendix 2

Example of a TF checklist (source: Johnson eR&07)

. . General Instructions: The clinician should complete a Treatment Fidelity Checklist for each session immediately after the
Exam ple Of a treatment de"Very assessment form m[lltl methOd treatment session to indicate the degree to which the session Goals and Parent Objectives were accomplished. The Goals pertain
- H i i i i to clinician behawvior while the objectives relate to parent response. If a goal was not introduced or covered the clinician
(Source' LIChSteIn’ Rledel & Grleve’ 1994’ emplom LeWInSOhn et al 1| should provide an explanation of what occurred. A place is provided for this at the end of the checklist. This form
1990) should be used for any visit which covers this material. Enter the date for which the rating is applicable in the
space provided. This will allow for documentation of all topics covered. Only circle 0, at the last session, if the
Treatment Delivery Assessment session material was not covered at any session in the study.
. The following scale should be used to rate the degree to which session goals were attained.
Delivered 0 = Goal was not introduced or covered by the clinician
. . 1 = Goal was partially achieved
Procedure None Part Full Weighted % Score 2 = Goal was fully achieved
Goals: Rating: Date:
Positive Behavi
Review past week 0 osve ; aviors 1 15 1. Review concepts from previous session & home data collection. 0 1 2 NA / /
Rierleiil’;igznafttitude 0 5 1 20 2. Introduce concept of functional equivalence training. 0 1 2 NA|__ 71 1
breth medllat.lon 0 3 1 13 . Introduce procedural steps of functional equivalence training. 0 1 2 NA / /
passive relaxation 0 S 1 15
autogenic phrases 0 5 1 15 4. Provide examples of functional equivalence training. 0 1 2 NA / /
Emphasize home practice 0 5 1 20 i i i
5. _Dlscuss relevance of functional equivalence training relative to this 0 1 > NA / ;
Sum Positive Behaviors child.
?idt;z)llscore of 8 (80%) and higher r. q treatment Total Score:
Negative Behaviors d
Stm?lulus Cantrol T.reatmem 0 3 1 20 The following scale should be used to rate the degree to which the parent participated, responded
Social and Recreational corractly, and completed activities.
Activity 0 5 1 15 0 = Parent did not demonstrate skill or understanding
Depression Treatment 0 5 1 15 1 = Parent understood or responded correctly to a few of the queries
2 = Parent understood and responded correctly to nearly all queries (incorrect response of less
Sum Negative Behaviors than 2)
Parent Objectives: Rating: Date:
Total Assessment Score
1. Parents will have complete home data collections. 0 1 2 NA /
2. Parents will demonstrate with their child the skill introduced from last 0 1 > NA ) f
Note: The authors listed desired, positive behagioand added negative BERSSLER R : : —
. . . . L. 3. Parents will give an example of a functional communication / 0 1 > NA
behaviours that have not been intended to be deliv@ifferentiation). equivalence behavior in response to FCT activity sheet.
Furthermore, they Welg hted the items for theirmatied therapeutic potency_ 4. Parents will generate a functional equivalence behavior for their child. 0o 1 2 NA / /
A total score of 5 (80%) and higher reflects adequate treatment Total S X
fidelity (excluding optional 2.) o core: __
This d t cor r""by("")'DDD




Appendix 3

Ethics proforma

Pro-forma for ethical issues

If you yourself prepared an application for ethigpproval, you should include th&ain application
form, consent formandinformation sheetas an Appendix to your project report. Otherwise,
complete the appropriate sections of this formiantlide it as an Appendix to the project report.

1/ Did your project involve:

a) the use of medical or educational records deltbas part of normal medical treatment or
educational practice? No

b) the use of research data (any data excludirigtwered by a) above) previously collected by othe
researchers? Yes

c) you and/or colleagues collecting new researth @y data not covered by a) above) from
participants? No

If the answer to a) is yes, complete questions 3, 8 &11
If the answer to b) is yes, complete sections 3,%},6 & 11

If the answer to c) is yes, complete sections #1to

The answers to a) b) and c) cannot all be “no” ss@ur report was based purely data that were
already in the public domain.

If the answer to more than one of a) to c) abowess complete all the relevant sections.

All students should consider the questions in eactil and answer appropriately.

2/ Projects using routine medical or educationabrés (e.g. clinical audit)

Summarise the process by which permission was dorethe data to be used in your project (no
more than 100 words)

N/A




3/ Projects using research data collected by others

Summarise the ethical approval process that godetata collection
(no more than 100 words)

The current project is linked to the main researchproject “A new conversation-based therapy
for people with agrammatic aphasia and their convesation partners”. Ethical approval was
obtained by the team of the main project. It was aproved by Cambridgeshire 1 NHS Research
Ethics Committee. The reference number of the ethat approval is 08/H0304/40.

Questions for ALL projects

4/ Management and storage of personal data

Was any personal data stored? Yes

If so please describe the precautions taken torerkat data was kept confidential.

The following section is a description as stated ithe ethics application form of the main project
(p. 16):

“If people consent to take part in the project,sperl data will be stored in a word document on the
Research SLT's password—protected personal driweatibn on the Chandler House network server
until the end of the project. Only members of teselarch team will have access to this information,
via a password. If people identified as potentettipipants decide not to take part, any informatio
already passed to the Research SLT by an SLT cod#dr will be destroyed. Regardless of
participation status, all emails used to commueicantact and personal details will be deleted from
the Research SLT's machine once the data thersibgen processed. Participant names will never be
used in the subject line of any email correspondeb€L stores its research data in strict compianc
with the Data Protection Act 1998, and the projectegistered with the Data Protection Officer
(number: Z6364106/2008/2/40, Section 19, HealtheRe$). Each participant will be assigned a
pseudonym on joining the project that will be ugedll future references to that participant — the
participant's real name will NEVER appear in/oneathpe or CD/DVD labels, file names, data
transcripts, assessment forms or the video archimewill it ever be used for identification during
either written or verbal dissemination of resulkdo other personal details that could lead to
identification of the participant will appear ommmscripts, tapes or in the video archive. Vide@sap
will be stored in a locked filing cabinet in thed®arch SLT's office until the data have been ugdad
to the UCL Archive of Human Communication, whichsecure and has restricted access (see A44 for
further details). Video clips stored on the Resea&8LT's laptop computer, to replay to participants
during therapy, will be protected by password—prtig the laptop. With respect to video recordings,
we can assure confidentiality but not anonymity.il/lt is possible to protect identities by using
pseudonyms, it is not possible to prevent a sitnath which a person might identify a participagt b
sight (e.g. during the presentation of resultsinfra video clip, as unlikely as this may be. In &ar
years' experience of presenting this type of resear has happened only once, when another SLT
researcher recognised a participant because halkadeen a volunteer for that researcher's own
work. We mitigate for this situation by remindinly people who come into contact with our data of
the need to protect the identity of research pasits, and we refer allied health professionals to
their own professional codes of ethics which stpailsuch requirements. It is not appropriate to
obscure the faces of participants in video recggslihecause the analysis of conversation (and the



therapy process itself) requires access to nonavedmmunication such as facial expression and eye
gaze. Past research, our own and that of othess,highlighted the vital role that non-verbal
communication plays in the interactions of peoplthvaphasia, where facial expressions, eyebrow
flashes and gaze are often used as compensatatggéts when aphasic language fails to adequately
convey a message.”

5/ Dissemination of data and results

a) Have the results been or will the results beatisnated apart from standard academic outlets?
No

If yes specify and explain why.

b) Has personal data been passed to other indigiduauthorities?  No

If yes specify and explain why.

6/ Size of participant group(s);

Number in grouf The group in the main research project consisted &0
participants. The current project consisted of 14 prticipants (7
people with aphasia and their conversation partners

Upper age limit None

Lower age limit 18 years of ag

Duplicate Table for any additional groups

Justify the choice of the group size(s)

In this study, aspects of treatment fidelity are inestigated. Therefore, a subset of the videoed
therapy sessions of 14 participants (7 dyads, whexe one dyad consists of a person with
agrammatic aphasia and their conversation partner)s analysed further as part of the main
research project.

Questions for data collection projects
7/ Informed consent

Insert the project information sheet and consemb fafter this proforma as evidence that informed
consent was obtained. N/A

8/ Incentives to take part



Was payment or any other incentive, such as ag#ervice offered to any research participant?
No

If yes please specify,

9/ Recruitment

How were participants recruited?

N/A

10/ Deception and debriefing

a) Was any form of deception used? N/A

If yes, please explain why and how this was handled

b) Was a full debriefing provided to the particifgth(for example to explain deception or to give
details that were withheld before data collection) N/A

If ‘No’, please explain why not.

11/ For all projects

a) Outline any anticipated ethical issues arisrogifthe study and how they were addressed.

The following section is a description as stated ithe ethics application form of the main project
(p- 25):

From our considerable experience of conducting dpead language therapy research, particularly
projects involving conversation data, we know ifilatideo recording, and (ii) storage of data dre t
main ethical issues from the participant's poinvieiv. We propose to address these issues in the
following ways, based on our prior knowledge anpgezience:

1. the information sheet and consent form will dieatate the purpose of video recording, and how
data will be stored;

2. the Research SLT will discuss video recording data storage issues with potential participants
prior to their decision about involvement, and they have the opportunity to ask questions;

3. written consent will be explicitly gained foretlvideo recording of conversations in the home, and
for data to be stored in the ways explained,

4. all digital video data will be stored securelydacurated by UCL Library Services via the UCL
digital Archive of Human Communication;



5. original video tapes of data will be stored sebluin a locked filing cabinet in the Research ST
office until they have been uploaded to the digirahive.

6. access to video data via the archive will béricted to responsible academics and SLT reseagcher
who have signed a 'terms of use' agreement thdicilypstates the need to respect participant
confidentiality and identity;

7. personal information and assessment results hillanonymised via the allocation to each
participant of a false name, to be used at allgiaed stored on a password protected computer;

8. we make it clear to participants that there @ssibility that they may be recognised when veg pl
video clips during dissemination of research fiigdiio other professionals, because the naturesof th
data analysis precludes the blanking out of treges$, but we assure them that this risk is min{ial
has only occured once in 11 years of previous resemnducted by the team);

9. the presentation of short video clips for ilfasive purposes during the reporting of projectliings
will be to responsible healthcare professionalgjesits and academics, who will be reminded of the
need to respect participant confidentiality andhtig;

10. the project stores and handles its data wittreace to the Data Protection Act 1998, and is
registered with the UCL Data Protection Officer 888106/2008/2/40 Section 19, Health Research).
It is worthy of note that we have never had a pidéparticipant decline to take part in our resbar

as a result of such data collection or storagecigsli Participants commonly report a strong desire
help others in their situation by donating theineersations and assessment data for future research
and not just for the duration of the project to evhihey are recruited.

b) Were there any unanticipated ethical issues? No

Please specify and indicate how any such issuaddessed




Appendix 4

Description of the participants (extension of TaBjesource: main project data base)

Dyad N°: Age at time of
PWA recruitment  Sex Aetiology Previous intervention
pseudonym
1: Kate 49 F Left middle cerebral artery 3.5 months inpatient on a stroke unit, 3 months
(MCA) infarct and damage of inpatient rehabilitation centre, 18 months
insula community speech and language therapy
2: Simon 39 M Large left middle cerebral 11 days as an acute in-patient, 3 months inpatient-
artery infarct rehabilitation unit, community speech and language
therapy
3: Giles 55 M Large left middle cerebral 6 months in-patient, 2-3 years outpatient speedh an
artery infarct and damage of language therapy
thalamus
4: Graham 63 M Left middle cerebral artery 1 month in an intensive care unit, 12 weeks
infarct with the fronto- inpatient rehabilitation, 6 weeks community speech
temporal cortex taking the and language therapy, 2004-2007 private speech
brunt and language therapy sessions
5:Jill 57 F Left middle cerebral artery 4 months acute rehabilitation, 6 months weekly
infarct private speech and language therapy, 8 sessions
NHS speech and language therapy, gesture project
at City University London for 8 months
6: Barry 60 M Left middle cerebral artery ~ 5-6 weeks in an acute ward (daily speech and
infarct language therapy), 1 year outpatient
7: Maggie 71 F Left frontotemporoparietal Acute inpatient for five months, 6 months

infarct with extension to the
basal ganglia; large CVA

community speech and language therapy

Note: F=female; M=male.



Appendix 5

Raw data of selected language assessments of ttha@gants pre therapy (source: main project databaincluding norms (norms taken from Beckley et al

2013)
PALPA 47 - .
Obi . PALPA 53 - written spoken word F.’A.LPA 4 . CAT Comprehension Pyramids and
ject and Naming Battery sinale words icture minimal pair of Written sentences Palm Trees
(each out of 10) (O?Jt of 30) nfatchin discrimination (out of 32) Test
(out of 48) (out of 40) (out of 52)
PTA 1 PTA 2 PTA 3
P'Il'A P12'A P'I:;A PTA PTA P'Il'A P12'A P'gA PTA
Objects | Verbs | Objects ‘ Verbs | Objects | Verbs
Norm mean29.78 Norm: 98-
No norms available No norms available Norm: 39.29 Norm: 39 Norm post-acute 99% (50.9-
aphasic:17.02 51.5)
PWA
1 8 3 8 3 9 2 13 | 17 | 16 38 40 18 | 16 | 18 50
PWA
2 9 8 8 4 8 5 23 22 23 36 40 14 20 20 52
PWA
3 9 2 10 2 8 3 1 5 7 39 40 19 20 20 51
PWA
4 3 2 4 3 3 1 10 | 14 | 15 35 29 9 13 | 13 48
PWA
5 6 2 6 2 4 2 16 | 17 | 19 24 30 12 9 11 51
PWA
6 5 5 4 6 3 4 13 | 15 | 14 39 38 18 | 20 | 18 50
PWA
/ 4 4 3 4 5 3 0 0 0 35 34 7 7 14 49

Note: PALPA=Psycholinguistic Assessments of Languirrgcessing in Aphasia; CAT= Comprehensive Aphas#; PWA=person with aphasia; PTA=Pre
therapy assessment.




Rater:

Appendix 6

Procedural section of the fidelity tool

Session 1- Introduction to conversation and agramtisen

Procedural section: Essential content of the thgrppgramme

Item

Rating

Classification

Notes (timing is important)

ormain

The therapist gave an overview of the therapy 8irac

0/05/1

E1l| adh/com

Providing a
structure of the
therapy

The therapist explored the dyad’s understandingpofersation.

0/05/

1

E2

adh/com

Having a
discussion to raise
awareness of
conversation
behaviours in
general

The therapist introduced SPPARC-handout C7 (So \habnversation?).

0/0.5/

adh

Talking through
handouts to raise
awareness of
conversation
behaviours in
general

The therapist introduced SPPARC-handout C5 (Whai@dJse Conversation
For?).

0/05/1

E4 adh

Talking through
handouts to raise
awareness of
conversation
behaviours in
general

The therapist introduced SPPARC-handout C4 (WIdsversation Important?).

0/0.5

adh

Talking through
handouts to raise
awareness of
conversation
behaviours in
general

The therapist introduced SPPARC-handout C6 (Whavdw Talk About?).

0/05/]

E6 adh

Talking through
handouts to raise
awareness of
conversation
behaviours in
general
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The therapist had a discussion with the dyad on &avasia affects conversatior

s. 0/0.5

/1 [E7 cadh

Having a
discussion to raise
awareness of
conversations with
aphasia in general

The therapist did the SPPARC-activity C8 ‘Yes, Nagd'-activity with the
conversation partner to give the CP greater insigbtthe PWA'’s feelinggNote:

if relevant)

0/05/1

E8 | adh/com

Doing role play to
raise awareness of
conversations with
aphasia

The therapist introduced SPPARC-handout C9 (Coatiersand Aphasia).

0/0.5/

1 EP adh

Talking through
handouts to raise
awareness of
conversations with
aphasia in general

The therapist introduced SPPARC-handout C10 (KeePionversation Going).

0/05/

1 EI10 adh

Talking through
handouts to raise
awareness of
conversations with
aphasia in general

The therapist showed video examples of agrammatism.

0/05/1

Ell adh

Showing videos
(own and other
PWA) to raise
awareness of
conversations with
aphasia in general

The therapist introduced BCA-handout 1.1 (So wiaigrammatism?).

0/05/

1 E12 adh

Talking through
handouts to raise
awareness of
conversations with
aphasia in general

The therapist introduced BCA-handout 1.2 (Conveysatof people with
agrammatic aphasia).

0/05/1

E13 adh

Talking through
handouts to raise
awareness of
conversations with
aphasia in general

The therapist showed another video example.

0/D.

5 El4 adh

Showing videos
(own and other
PWA) to raise
awareness of
conversations with
aphasia in general
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The therapist assigned the home activity and expththe BCA-handout 1.3.
(About your conversations).

0/05/1

E15 adh

Assigning/
Reviewing home
activity to raise
awareness of
conversations with
aphasia in general

Total raw score

Qualitative Section: Fundamental principles of therapy programme and counselling-related skills

ltem Rating Classification Notes
Theoverall aim of the session, to raise the dyad’s overall anesgof 0/05/1* P com
conversation, was reached.
The therapist supplied individualised advice (basednalyses of conversation| 0/0.5/1** | P com
between the PWA and the CP).
The therapist avoided making judgments about whiatversation patterns the | N/A P com
dyad should retain or change.
The therapist focused both on the PWA and on thes@fhat the PWA and CP| 0/0.5/1** | P com
had equal roles during the session.
The therapist guided the dyad to make their owricetso N/A P com
The therapist affirmed and encouraged the dyad. 0.9/1** | C com
The therapist expressed warmth and empathy towlaeddyad. 0/05/1*| G com
The therapist gave skilful summaries of what hasntsaid. 0/05/1**| C com
The therapist used active listening skills. 0/05/1** | C com
Client-focused section, e.g. discussions (exterspaty the dyad):
Type of item (additional discussion, significardecton by PWA/CP, etc.) In relation to... Notes:

(e.g., E2+timing)

0=not delivered, 0.5=partly delivered, 1=fully dedied; *0= | don’t agree; 0.5= | partly agree; Iglly agree ** O=not at all; 0.5=occasionally; 1=si®f the time
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Session 2 — turns, sequences and actions 1 - inichidn

Procedural section: Essential content of the thgrppgramme

ltem

Rating

Classification

Notes (timing is impaitia

Domain

The therapist reviewed the home activity.

0/@s5/

El6 adh

Assigning/
Reviewing home
activity to raise
awareness of
conversations with
aphasia in general

The therapist asked the dyad to remember 2 thiogs $ession 1 about
agrammatism and conversation.

0/05/1

El7 adh

Reviewing the last
session(s)

The therapist had a discussion with the dyad amstand sequences.

0/05/1

EL8 adh/

Com

Having a discussion
to support
identification of
own conversation
behaviour

The therapist introduced SPPARC-handout C27 (Abouhs).

0/05/1

E19 adh

Talking through
handouts to raise
awareness of
conversation
behaviours in
general

NOTE: In the session this SPPARC-handout was origirgglit into 2
separate aphasia-friendly handouts, so the théiapisduced 2 handouts.

0/05/1

E20 adh

Talking through
handouts to raise
awareness of
conversation
behaviours in
general

The therapist had a discussion with dyad on funstif talk.

0/05/1

E21 adh/co

m

Having a discussion
to support
identification of
own conversation
behaviour

The therapist introduced BCA-handout 2.1 (The ditums).

0/05/1

E22 adh

Talking through
handouts to raise
awareness of
conversations with
aphasia in general

The therapist showed video examples from conversaij2 out of three)
and asked what type of turn people in these coatiers are taking.

0/05/1

E23 adh

Showing videos
(own and other
PWA) to raise
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awareness of
conversations with
aphasia in general

The therapist introduced BCA-handout 2.2 (Buildinms)

0/05/1

E24

adh

Talking through
handouts to raise
awareness of
conversations with
aphasia in general

The therapist supported the PWA to explore turihdng strategies the
PWA uses.

0/05/1

E25

adh/com

Talking through
handouts to raise
awareness of
conversations with
aphasia in general

The therapist introduced BCA-handout 2.3 (Stratetpehelp turn
building).

0/05/1

E26

adh

Talking through
handouts to support
identification of
own conversation
behaviour

The therapist showed a video example of the dyad.

/10.9/1

E27

adh

Showing videos
(own) to support
identification of
own conversation
behaviour

The therapist asked the dyad to identify the sgrasethe PWA uses.

0/05/1

adh

Having a discussion
to support
identification of
own conversation
behaviour

The therapist showed own video example again aketlate CP what
he/she is doing in response to PWA turns.

0/05/1

E29

adh

Showing videos
(own) to support
identification of
own conversation
behaviour

The therapist reinforced CP’s effective turns isp@nse to PWA turns.

0/05/1

adh/dom

Having a discussion
to support
identification of
own conversation
behaviour

The therapist introduced the idea that both PWAG@Rdwill develop new
strategies to use when building/responding to turniserapy.

0/05/1

E31

adh

Providing a
structure of the

The therapist asked whether PWA and CP use a coinatiom book or use

A

0/05/1

E32

adh

therapy
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any other external strategies for helping conversat

The therapist assigned the home activity and inired the BCA-handout | 0/0.5/1 E33 adh Assigning /

2.4 (Talking Pen Challenge). Reviewing home
activity to support
identification of
own conversation
behaviour

Total raw score
Qualitative Section: Fundamental principles of therapy programme and counselling-related skills
Item Rating Classification Notes

Theoverall aim of the session, to raise the dyad’'s awarenesifefaht 0/05/1* P com

aims of turns, was achieved

The therapist supplied individualised advice (base@nalyses of 0/05/1**| P com

conversation between the PWA and the CP).

The therapist avoided making judgments about whiaversation patterns| 0/0.5/1**| P com

the dyad should retain or change.

The therapist focused both on the PWA and on thesG@khat the PWA and0/0.5/1**| P com

CP had equal roles during the session.

The therapist guided the dyad to make their owricelso 0/05/1* P com

The therapist affirmed and encouraged the dyad. 0.9/1*| C com

The therapist expressed warmth and empathy tovilaeddyad. 0/05/1% C com

The therapist gave skilful summaries of what hanisaid. 0/05/1% C com

The therapist used active listening skills. 0//1% | C com

Client-focused items, e.g. discussions (extempbligehe dyad) and home activity:
In relation to... Notes

Type of item (additional discussion, significardeton by PWA/CP, etc.)

(e.g., E2 + timing)

Did the dyad do their home activity?

Yes / partly / no

0=not delivered, 0.5=partly delivered, 1=fully dedied; *0= | don’t agree; 0.5= | partly agree; Tally agree ** O=not at all; 0.5=occasionally; 1=st®f the time
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Session 3 — trouble and repair

Procedural section: Essential content of the thgrpppgramme

Item Rating Classification Notes (timing is impoitia Domain

The therapist asked the dyad to remember 2 thiogs $ession 2 0/05/1 | E34 adh Reviewing the last

about how turn takingnd reviewed the home activity session(s).

The therapist asked the dyad to tell her what happéien thingsgo | 0/0.5/1 | E35 adh/com Having a discussion to

wrong in conversation support identification of

) own conversation

behaviour

The therapist asked the dyad to tell her who thanktsorts it out. 0/0.5/1 E36adh/com Having a discussion to
support identification of
own conversation
behaviour

The therapist thereby made a link to home activdyn session 1 0/0.5/1 | E37 adh/com -

(Things that go well in conversation and thingd #ve often difficult

when having conversations).

The therapist introduced SPPARC-handout C1la+h(@ms with 0/05/1 | E38 adh Talking through handouts

Conversation) and introduced the concept of repair. to support identification
of own conversation
behaviour

The therapist introduced SPPARC-handout C12 (Wlagipdns When 0/0.5/1 | E39 adh Talking through handouts

Things Go Wrong in Conversation?). to support identification
of own conversation
behaviour

The therapist showed a video example of a sucdessfversation 0/05/1 | E40 adh Showing videos (own) to

repair support identification of

' own conversation

behaviour

The therapist introduced SPPARC-handout 13a-e (ilzealith 0/05/1 | E41 adh Talking through handouts

Problems: Step One) to support identification

) ’ of own conversation

behaviour

The therapist asked dyad to pick trouble souraas the handout. 0/05/1 E42 adh Talking through handouts
to support identification
of own conversation
behaviour

The therapist introduced SPPARC-handout C14a+blifapaith 0/05/1 | E43 adh Talking through handouts

Problems: Step Two).

to support identification
of own conversation
behaviour
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The therapist introduced SPPARC-handout C15a+blifizpaith
Problems: Step Three)

0/05/1

E44

adh

Talking through handoutg
to support identification
of own conversation
behaviour

The therapist showed own video example.

0/0.5

| B45

adh

Showing videos (own) to
support identification of
own conversation
behaviour

The therapist asked the dyad to tell her what goesg in that
conversation.

0/05/1

E46

adh

Having a discussion to
support identification of
own conversation
behaviour

The therapist asked the dyad to tell her who nstibe problem.

0/05/1

E4

17

adh

Having a discussion to
support identification of
own conversation
behaviour

The therapist asked the dyad who solves the problem

0/05/1

E48

adh

Having a discussion to
support identification of
own conversation
behaviour

The therapist showed another own video example.

098/1

E49

adh

Showing videos (own) to
support identification of
own conversation
behaviour

The therapist asked the dyad to tell her what goesg in that
conversation.

0/05/1

ESC

adh

Having a discussion to
support identification of
own conversation
behaviour

The therapist asked the dyad to tell her who nstibe problem.

0/0.5/1

adh

Having a discussion to
support identification of
own conversation
behaviour

The therapist asked the dyad who solves the problem

0/05/1

E5Z

adh

Having a discussion to
support identification of
own conversation
behaviour

The therapist assigned home activity and introdileedCA-handout
3.1 (Your conversation troubles and repairs).

(Which main things go wrong in your conversatio#¥o notices
when there is a problem? How are problems solved?)

0/05/1

ES53

adh

Assigning / Reviewing
home activity to support
identification of own
conversation behaviour

Total raw score
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Qualitative Section: Fundamental principles of therapy programme and counselling-related skills

ltem Rating Classification Notes
Theoverall aim of the session, to raise the dyad’s awarenesgafrre; 0/0.5/1* | P com
in general, was achieved.
Theoverall aim of the session, to help the dyad to identify own 0/05/1* P com
patterns of repair, was achieved.
The therapist supplied individualised advice (base@nalyses of 0/05/1**| P com
conversation between the PWA and the CP).
The therapist avoided making judgments about whiatersation 0/05/1**| P com
patterns the dyad should retain or change.
The therapist focused both on the PWA and on thes@fhat the 0/05/1*| P com
PWA and CP had equal roles during the session.
The therapist guided the dyad to make their owricelso 0/05/1**| P com
The therapist affirmed and encouraged the dyad. 0.B/1**| C com
The therapist expressed warmth and empathy towlaeddyad. 0/05/1* C com
The therapist gave skilful summaries of what hasnisaid. 0/05/1* C com
The therapist used active listening skills. 0//015* | C com
Client-focused section, e.g. discussions (exters@oy the dyad) and home activity:
Type of item (additional discussion, significardeton by PWA/CP, | In relation to... Notes
etc.) (e.g., E2 + timing)
Did the dyad do their home activity? Yes / partly / no

0=not delivered, 0.5=partly delivered, 1=fully dedied; *0= | don’t agree; 0.5= | partly agree; Tally agree ** 0O=not at all; 0.5=occasionally; 1=st®f the time
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Session 4 — turns, sequences and actions 2 — Sirasefor the person with aphasia

Procedural section: Essential content of the thgrpppgramme

Item Rating Classification Notes (timing is impoitia Domain

The therapist reviewed the home activity (for dyaél®: This was 0/05/1| E54 adh Assigning / Reviewing

talking pen challenge!). home activity to support
identification of own
conversation

The therapist asked the dyad to remember 2 kegshabout turn 0/05/1| E55 adh Reviewing the last

taking and building turns. session(s)

The therapist had a discussion with the dyad aressvith turn taking| 0/0.5/1 | E56 adh/com Having a discussion to

in general support identification of

) own conversation

behaviour

The therapist introduced SPPARC-handout C34 (Balgriturns). 0/05/1] E5F adh Talking through handouts
to support identification
of own conversation
behaviour

The therapist introduced BCA-handout 4.1 (Commablams with 0/05/1| E58 adh Talking through handouts

turn-taking in agrammatism). to support identification
of own conversation
behaviour

The therapist discussed strategies for PWA newnzor@ of the same] 0/0.5/ Ebadh/com Having a discussion to
facilitate the identification
of strategies for change

The therapist showed 2 video clips. 0/05/1 [E60adh Showing videos (own) to
support identification of
strategies for change

The therapist asked the PWA to identify what thebpgm with turn- | 0/0.5/1| E61 adh Having a discussion to

taking is facilitate the identification

) of strategies for change

The therapist introduced BCA-handout 4.2 (Turndiog strategies | 0/0.5/1 | E62 adh Talking through handouts

for the person with aphasia) and asked what etsedbuld have done| to facilitate the _
identification of strategies
for change

The therapist asked the PWA to pick three straseigigractice. 0/05/1 EG3 adh Sﬁlecting strategies for
change

The therapist had a practice conversation witlPMeA (or CP and 0/05/1| E64 adh/com Doing role play, videoing

PWA if appropriate) which was videoed separately.

and watching back to
facilitate the
implementation of
strategies for change
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Therefore, the therapist offered a choice of 3ypet, PWA to choose| 0/0.5/1| E6Y adh Doing role play, videoing
one and watching back to
' facilitate the

implementation of
strategies for change

The therapist explained to the PWA that he/shdddsscribe the 0/05/1| Eed adh Doing role play, videoing

picture to the therapist (or CP). and watching back to
facilitate the
implementation of
strategies for change

The therapist asked the PWA to put a strategypraetice (and 0/05/1| E67 adh Doing role play, videoing

coaches as necessary).

and watching back to
facilitate the
implementation of
strategies for change

The therapist discussed the ease of strategy ukehgi dyad after the
practice conversation.

0/05/1

E68 adh/com

Having a discussion to
facilitate the
implementation of
strategies for change

The therapist assigned the home activity and iniced BCA-handout
4.3 (Building turns in conversatiorPlease note down: Was a contract
what the PWA will practice signed?]

0/05/1
to

E69 adh

Assigning/Reviewing

home activity to support
identification of strategies
for change

Total raw score

Qualitative Section: Fundamental principles of therapy programme and counselling-related skills

ltem Rating Classification Notes
Theoverall aim of the session, to identify patterns of turn buiggin | 0/0.5/1* | P com
the PWA'’s own conversation, was achieved.
Theoverall aim of the session, for the PWA to select strategiesfo| 0/0.5/1* | P com
change and to experience them within a structuaskl tvas achieved.
The therapist supplied individualised advice (base@nalyses of 0/05/1*| P com
conversation between the PWA and the CP).
The therapist avoided making judgments about whiatersation 0/05/1*| P com
patterns the dyad should retain or change.
The therapist focused both on the PWA and on thes@khat the 0/05/1*| P com
PWA and CP had equal roles during the session.
The therapist guided the dyad to make their owricelso 0/05/1* P com
The therapist affirmed and encouraged the dyad. 0.B/1**| C com
The therapist expressed warmth and empathy tovilaedsyad. 0/05/1* C com
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The therapist gave skilful summaries of what hanisaid. 0/05/1% C com
The therapist used active listening skills. 0//01% | C com
Client-focused section, e.g. discussions (extersgoty the dyad) and home activity:
Type of item (additional discussion, significardeton by PWA/CP, In relation to... Notes
etc.) (e.g., E2 + timing)
Did the dyad do their home activity? Yes / partly / no

0=not delivered, 0.5=partly delivered, 1=fully dedied; *0= | don’t agree; 0.5= | partly agree; Iglly agree ** O=not at all; 0.5=occasionally; 1=si®f the time
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Session 5 — turns, sequences and actions 3 — girasefor the partner

Procedural section: Essential content of the ths

yreppgramme

Item Rating Classification Notes (timing is impaitia Domain

The therapist reviewed the home activity. 0/Q@5) E70| adh/com Assigning/Reviewing
home activity to support
identification of strategies
for change

The therapist asked the CP to tell her two keyghime/she remembers0 /0.5/1 | E71 adh/com Reviewing the last

about strategies for PWA to build turns. session(s)

The therapist discussed and explored CP's resptmB&A's turn 0/05/1| E72 adh/com Having a discussion to

constructions support identification of

’ own conversation
behaviour

The therapist introduced SPPARC-handout C35a (Taking 0/05/1| E73 adh Talking through handouts

Patterns of Partners). to facilitate the .
identification of strategies
for change

The therapist showed video example 1. 0/0.5// 174 |E adh Showing videos (own) to
support identification of
strategies for change

The therapist asked CP what he or she is doingspanse to PWAin| 0/0.5/1| E75 adh Having a discussion to

Clip 1 facilitate the identification

' of strategies for change

The therapist showed video example 2. 0/0.5// 176 E adh Showing videos (own) to
support identification of
strategies for change

The therapist asked CP what he or she is doingsipanse to PWAin| 0/0.5/1| E77 adh Having a discussion to

Clip 2 facilitate the identification

' of strategies for change

The therapist introduced... 0/05/1| E78 adh Talking through handouts

...SPPARC-handout C37b/C31a, e.g. “Why Using Passing to facilitate the .

Turns?”/"Asking Test Questions”; 'fgfrgﬂg%?eon of strategies

...BCA-handout 5.1. (Are you leaving pauses? — Addal material

for SPPARC handout C42a/b).

The therapist showed video example 3. 0/0.5// 179 E adh Showing videos (own) to
support identification of
strategies for change

The therapist asked CP what strategy he or sharig in responseto| 0/0.5/1| E8Q adh Having a discussion to

PWA turn in clip 3.

facilitate the identification
of strategies for change
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The therapist showed video exampl€Nhbte: if relevant) 0/05/1 | E81 adh Showing videos (own) to
support identification of
strategies for change

The therapist asked CP what he or she is doingsiorther turn(Note: | 0/0.5/1 | E82 adh Having a discussion to

if relevant) facilitate the identification
of strategies for change

The therapist introduced... 0/05/1| E83 adh Talking through handouts

...SPPARC-handout C37b/C31a, e.g. “Why Using Passing to facilitate the .

Turns’?”/”Asking Test Questions”' identification of strategies

X . . . for change

...BCA-handout 5.1. (Are you leaving pauses? — Addal material

for SPPARC handout C42a/b).

The therapist introduced BCA-handout 5.2 (Good-taking 0/05/1| E84 adh Talking through handouts

strategies to use with your conversation partredditional material fﬁ;ﬁﬁ#ﬁgﬁﬁ)ﬁh& srategies

for SPPARC handout C42a/b) for change

The therapist asked the CP to pick three strategipgactice from list.] 0/0.5/1 E85 adh Sﬁlecting strategies for
change

The therapist asked the CP to do a practice coatienswith the 0/05/1| E8 adh Doing role play, videoing

PWA and watching back to

) facilitate the
implementation of
strategies for change

The therapist asked the CP to put strategies nactipe and coached| 0/0.5/1 | E87 adh/com Doing role play, videoing

as necessary and watching back to

' facilitate the
implementation of
strategies for change

The therapist videoed the practice conversatiopd#sible) and 0/0.5/1| E88 adh/com Having a discussion to

discussed it facilitate the

' implementation of
strategies for change

The therapist assigned the home activity and inited the BCA- 0/05/1| E89 adh Assigning/Reviewing

handout 5.3 (Turn-taking in conversation). home activity to support
identification of strategies
for change

Total raw score

Qualitative Section: Fundamental principles of therapy programme and counselling-related skills

ltem Rating Classification Notes
Theoverall aim of the session, to identify patterns of turn buitdin | 0/05/1* | P com
the CP’s own conversation, was achieved.
Theoverall aim of the session, for the CP to select and practice 0/05/1* | P com
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strategies for change, was achieved.
The therapist supplied individualised advice (basednalyses of 0/05/1*| P com
conversation between the PWA and the CP).
The therapist avoided making judgments about whaversation 0/05/1*| P com
patterns the dyad should retain or change.
The therapist focused both on the PWA and on thes@fhat the 0/05/1*| P com
PWA and CP had equal roles during the session.
The therapist guided the dyad to make their owricelso 0/0.5/1* P com
The therapist affirmed and encouraged the dyad. 0.9/1*| C com
The therapist expressed warmth and empathy tovilaeddyad. 0/05/1% C com
The therapist gave skilful summaries of what hanlsaid. 0/05/1* C com
The therapist used active listening skills. 0//01% | C com
Client-focused section, e.g. discussions (extersgoty the dyad) and home activity:
Type of item (additional discussion, significardegon by PWA/CP, In relation to... Notes
etc.) (e.g., E2 + timing)
Did the dyad do their home activity? Yes / partly / no

0=not delivered, 0.5=partly delivered, 1=fully dedied; *0= | don’t agree; 0.5= | partly agree; Iglly agree ** O=not at all; 0.5=occasionally; 1=si®f the time
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Session 6 — topic and overall conversation

Procedural section: Essential content of the thgrp

(Dgramme

Item Rating Classification Notes (timing is impoitia Domain
The therapist reviewed the home activity. 0/Qa5y E90 adh Assigning/Reviewing
home activity to support
identification of strategies
for change
The therapist asked the dyad to tell her two keyththey remember| 0/0.5/1 | E91 adh Reviewing the last
about strategies for the CP. session(s)
The therapist introduced topic, balance of contiiims and emotions | 0/0.5/1| E92| adh/com
in conversation in general.
The therapist introduced SPPARC-handout C45 (Tagfics 0/05/1| E93 adh Talking through handouts
Conversation) to raise awareness of
' conversations with
aphasia in general
The therapist supported the dyad to further exptloee own patterns | 0/0.5/1 | E94| adh/com Having a discussion to
of topic and overall conversation. support identification of
own conversation
behaviour
The therapist introduced SPPARC-handout 46b (‘Om GfoT opic’- 0/05/1| E95 adh Talking through handouts
Activity) to support identification
' of own conversation
behaviour
The therapist filled in the handout with PWA and f@led the handouf 0/0.5/1 E96 adh Talking through handouts
in independently at the same time. OR If this isworking, the E,c; f,”?,p(?étn'deerlft'%a,f"’“
therapist tried a 2-way-conversatioRldase note down which behaviour
alternative the therapist cholse
The therapist reinforced effective topic initiatibop CP/PWA and 0/05/1 E97| adh/com Having a discussion to
balance of contributions. support identification of
own conversation
behaviour
The therapist showed a video example. 0/0.5//198 E adh Showing videos (own) to
support identification of
own conversation
behaviour
The therapist asked the dyad to tell her who staigsconversation. 0/05/1 E99 adh/cgm Having a discussion to
support identification of
own conversation
behaviour
The therapist asked the dyad to tell her if theddysnks the 0/05/1 E100 adh/com Having a discussion to
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conversation is balanced. support identification of
own conversation
behaviour
The therapist talked about possible trouble spdts tve dyad. 0/05/1 E101 adh/com Having a discussion to
support identification of
own conversation
behaviour
The therapist introduced BCA-handout 6.1 (Commabfems with | 0/0.5/1 | E102 adh Talking through handouts
topic in agrammatism) to support identification
' of own conversation
behaviour
The therapist discussed points on the handout sketighe dyad if 0/05/1| E103 adh/com Having a discussion to
they recognise any of these difficulties. support identification of
own conversation
behaviour
The therapist showed a video clip. 0/0.5 E104 adh Showing videos (own) to
support identification of
strategies for change
The therapist asked the dyad to tell her what happethis clipand |0/0.5/1 | E105 adh Having a discussion to
referred to BCA-handout 6.1 facilitate the identification
o of strategies for change
The therapist asked the dyad to tell her what beglg could have done0/0.5/1 | E106 adh Having a discussion to
differently facilitate the identification
) of strategies for change
The therapist supported the dyad to explore stiegégr change. 0/05/1 E107 adh/cgdm Having a discussion to
facilitate the identification
of strategies for change
The therapist introduced SPPARC-handout C46c¢ (‘Op df Topic 0/05/1| E108 adh Talking through handouts
activity’) to support identification
' of own conversation
behaviour
The therapist showed two video clips (of whichfilh& is one with 0/05/1| E109 adh Showing videos (own) to
positive strategy use). support identification of
strategies for change
The therapist discussed the video clip with posistrategy use with | 0/0.5/1 | E110 adh/com Having a discussion to
the dyad, referring to chosen topic strategies. facilitate the identification
of strategies for change
The therapist introduced SPPARC-handout C47a+hdiwdhe 0/05/1| E111 adh Talking through handouts
Conversation Leader). to facilitate the _
identification of strategies
for change
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The therapist asked the dyad to do a practice esatien witheach | 0/0.5/1 | E112 adh Doing role play, videoing
other — each to put strategy into practice. and watching back to
facilitate the
implementation of
strategies for change
The therapist videoed this conversation and disclgsvith reference| 0/0.5/1 | E113 adh/con Having a discussion to
to topic strategy sheet (SPPARC-handout C46c). facilitate the
implementation of
strategies for change
The therapist assigned the home activity and inited BCA-handout| 0/0.5/1 | E114 adh Assigning/Reviewing
6.2 (Joining forces) home activity to facilitate
) ' the implementation of
strategies for change
Total raw score

Qualitative Section: Fundamental principles of therapy programme and counselling-related skills

ltem Rating Classification Notes
Theoverall aim of the session, to facilitate the identificatiordan 0/05/1* | P com
implementation of strategies for change in relatmtopic, was
achieved.
The therapist supplied individualised advice (basednalyses of 0/05/1**| P com
conversation between the PWA and the CP).
The therapist avoided making judgments about whaversation 0/05/1**| P com
patterns the dyad should retain or change.
The therapist focused both on the PWA and on thes@fhat the 0/05/1**| P com
PWA and CP had equal roles during the session.
The therapist guided the dyad to make their owricelso 0/05/1* P com
The therapist affirmed and encouraged the dyad. 0.9/1*| C com
The therapist expressed warmth and empathy tovilaeddyad. 0/05/17 C com
The therapist gave skilful summaries of what hanlsaid. 0/05/1* C com
The therapist used active listening skills. o//1% | C com
Client-focused section, e.g. discussions (exters@otby the dyad) and home activity:
Type of item (additional discussion, significardeton by PwWA/CP, In relation to... Notes

etc.)

(e.g., E2 + timing)
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Did the dyad do their home activity? Yes / partly / no

0O=not delivered, 0.5=partly delivered, 1=fully dedied; *0= | don’t agree; 0.5= | partly agree; Taglly agree ** O=not at all; 0.5=occasionally; 1=st®f the time
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Session 7 — practising conversation: putting youragegies to use

Procedural section: Essential content of the thgrpppgramme

)

ltem Rating Classification Notes (timing is impaitia Domain
The therapist reviewed the home activity. 0/Qb5y E115 adh Assigning/Reviewing home
activity to facilitate the
implementation of strategie
for change
The therapist asked the dyad to tell her two keyththey remember |0/0.5/1| E11§ adh Reviewing the last
about topic and overall conversation. session(s)
The therapist asked the dyad what each remembeus stbategies. 0/05/1 E117 adh Revit_ewi(n? the last
session(s
The therapist reviewed sessions 4 (PWA strategies)s (CP 0/05/1| E118§ adh/com Reviewing the last
strategies). session(s)
The therapist asked the PWA what he or she remenaltberut buildingg 0/0.5/1 | E119 adh Reviewing the last
turn and referred to BCA-handout4.2 (Turn buildstgategies for the session(s)
person with aphasia) from session 4.
The therapist asked the CP what he or she remerabets responding| 0/0.5/1 | E12(Q adh Reviewing the last
to PWA'’s turn and referred to BCA-handout 5.2 (Goauh taking session(s)
strategies to use with your conversation partmerpfsession 5.
The therapist asked the dyad if they think theyehiaeen using these | 0/0.5/1| E12] adh Having a discussion to
over the last few weeks in their daily conversati¢end if not, why not) facilitate the _
implementation of strategie
for change
The therapist gave A5 laminated prompt sheet (B@Adout 7.1) of 3 | 0/0.5/1 | E122 adh Providing material to
(or 4) strategies to the PW[RIease tick how many strategies] facilitate the _
implementation of strategie
for change
The therapist gave A5 laminated prompt sheet (B@Adout 7.2) of 3 [0/0.5/1 | E123 adh Providing material to
(or 4) strategies to the CPlease tick how many strategies] facilitate the _
implementation of strategie
for change
The therapist played video clips (3 clips: ideéitym pre-therapy 0/05/1| E124 adh Showing videos (own) to
conversations that have already been used in pev@rapy sessions). support identification of
strategies for change
The therapist discussed what each could have déieeedtly, relating it| 0/0.5/1 | E125  adh/com Having a discussion to
to strategies facilitate the identification
' of strategies for change
The therapist asked the dyad to do a practice ceatren together — 0/05/1| E126 adh/com Doing role play, videoing

each to put strategies into practice and the tiwrapached as

necessary.

and watching back to
facilitate the
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implementation of strategie
for change

The therapist videoed the conversation and disdusse 0/05/1| E127 adh/com fHa\ﬁ!ng a ﬁiscussion to
aclilitate the
implementation of strategie
for change

The therapist assigned the home activity to reagadeas before last |0/0.5/1 | E128 adh Assigning/Reviewing home

session and therefore introduced BCA-handoutsid37ad (Putting

activity to facilitate the
implementation of strategie

your strategies to use). for change
Total raw score

Qualitative Section: Fundamental principles of therapy programme and counselling-related skills
ltem Rating Classification Notes

Theoverall goal of the session, to facilitate the implementatién o 0/05/1* | P com

strategies for change, was achieved.

The therapist supplied individualised advice (base@nalyses of 0/05/1**| P com

conversation between the PWA and the CP).

The therapist avoided making judgments about whiatersation 0/05/1*| P com

patterns the dyad should retain or change.

The therapist focused both on the PWA and on thesGkhat the PWA| 0/0.5/1**| P com

and CP had equal roles during the session.

The therapist guided the dyad to make their owricelso 0/05/1* P com

The therapist affirmed and encouraged the dyad. 0.B/1**| C com

The therapist expressed warmth and empathy tovilaedsyad. 0/05/1* C com

The therapist gave skilful summaries of what hanisaid. 0/05/1% C com

The therapist used active listening skills. 0//015 | C com

Client-focused section, e.g. discussions (exters@oiy the dyad) and home activity:
Type of item (additional discussion, significardeton by PWA/CP, In relation to... Notes

etc.) (e.g., E2)

Did the dyad do their home activity? Yes / partly / no

0=not delivered, 0.5=partly delivered, 1=fully dedied; *0= | don’t agree; 0.5= | partly agree; Taglly agree ** O=not at all; 0.5=occasionally; 1=st®f the time



Session 8 — Reviewing and moving forward

Procedural section: Essential content of the thgrppgramme

[2)

[2)

ltem Rating Classification Notes (timing is impoitia Domain

The therapist asked the dyad to tell her two keyththey remember [0/0.5/1 E129 adh Reviewing the last

about last session. session(s)

The therapist asked the dyad to talk her through thdeo they made as0/0.5/1 E130 adh Having a discussion to

home activity for session 7. facilitate the _
implementation of strategie
for change

The therapist used this exercise to review keytpahtherapy with help 0/0.5/ 1 E131] adh Reviewing the last

of handouts (not specified which handouts). session(s)

The therapist made sure that the dyad’s theraplefas complete and [ 0/0.5/1 E132 adh Providing material to

that key strategy laminated sheets are easily sittes facilitate the _
implementation of strategie
for change

The therapist facilitated the dyad making an adsioeet for use by 0/05/1 E133 adh/cor Providing material to

others they converse with. facilitate the _
implementation of strategie
for change

Total raw score

Qualitative Section: Fundamental pri

nciples of therapy programme and counselling-related skills

ltem Rating Classification Notes
Theoverall goa of this session, to support the dyad to implentteat | 0/05/1* | P com
strategies for change, was achieved.
The therapist supplied individualised advice (basednalyses of 0/05/1*| P com
conversation between the PWA and the CP).
The therapist avoided making judgments about whaversation N/A P com
patterns the dyad should retain or change.
The therapist focused both on the PWA and on thesG@fhat the PWA| 0/0.5/1**| P com
and CP had equal roles during the session.
The therapist guided the dyad to make their owricelso N/A P com
The therapist affirmed and encouraged the dyad. 0.8/1**| C com
The therapist expressed warmth and empathy towlaeddyad. 0/05/1* C com




The therapist gave skilful summaries of what hanlsaid. 0/05/1* C com
The therapist used active listening skills. 0//15 | C com
Client-focused section, e.g. discussions (exters@oiy the dyad) and home activity:
Type of item (additional discussion, significardegon by PWA/CP, | In relation to... Notes
etc.) (e.g., E2)
Did the dyad do their home activity? Yes / partly / no

0=not delivered, 0.5=partly delivered, 1=fully dedied; *0= | don’t agree; 0.5= | partly agree; Iaglly agree ** O=not at all; 0.5=occasionally; 1=si®f the time

E = essential content of the therapy programme (e&hexctivity or a material specific to the theragyich can be observed and/or verified)
P = fundamental principle of the therapy programme

C = counselling-related skills of the therapist




Appendix 7

Observations (procedural section of the fidelitglyodated as not or partly delivered by rater 1,

including qualitative notes

Session N | Dyad N° | Item Partly = Not | Notes by rater

1 4 E10 “The therapist introduced | [ ] X] | Was not shown
SPPARC-handout C10 (Keeping
Conversation Going)”

2 2 E30 “The therapist reinforced | [ ] X] | Not really
CP’s effective turns in response to
PWA turns”

3 2 E34 “The therapist asked the dyafK] [ ] | Short summary of
to remember 2 things from home activity, then:
session 2 about how turn taking.’ speaking about

PWA's feelings aftef
last session

3 2 E37 “The therapist thereby made[ | X] | Not explicitely
a link to home activity from
session 1 (Things that go well in
conversation and things that are
difficult when having
conversations)”

3 6 E37 “The therapist thereby made[X] [ ] | Notdirectly, but:

a link to home activity from SLT “l guess
session 1 (Things that go well in leading on from
conversation and things that are what we were
difficult when having talking about. What
conversations)” kinds of things
happen when thingg
go wrong in
conversation?”

3 7 E35 “The therapist asked the dyafk] [ ] | Notreally, SLT asks
to tell her what happens when “What causes
things go wrong in conversation’ trouble?”

3 7 E36 “The therapist asked the dya(d | X] | This question has
to tell her who they think sorts it not been asked
out”

3 7 E37 “The therapist thereby madg| ] DX | Not done
a link to home activity from
session 1 (Things that go well in
conversation and things that are
difficult when having
conversations)”

4 1 E55 “The therapist asked the dyafK] [ ] | Reviewing last

to remember 2 key things about
turn taking and building turns”

session with the hel
of the folder, mainly

reviewed by the SL

1




E68 “The therapist discussed th
ease of strategy use with the dya
after the practice conversation”

ad

Only in the
beginning, not
really discussed

E64 “The therapist had a practig
conversation with the PWA (or
CP) which was videoed
separately”

E68 “The therapist discussed th
ease of strategy use with the dya
after the practice conversation”

ad

It is more a general
discussion of
strategy use, not
directly how easy it
was for the PWA to
use them

E55 “The therapist asked the dya(d | Not done

to remember 2 key things about

turn taking and building turns”

E64 “The therapist had a practide]x] Not videoed

conversation with the PWA (or
CP) which was videoed

separately (maybe
would have been to

separately” much)

E68 “The therapist discussed the[ | Not done, probably

ease of strategy use with the dyad because of

after the practice conversation” emotional reaction
by PWA?

E88 “The therapist videoed the & Not videoed, but

practice conversation (if possible) discussed it

and discussed it.”

E92 “The therapist introduced | [X] Only very short

topic, balance of contributions

and emotions in conversation in

general”

E106 “The therapist asked the | [X] Clip has been

dyad to tell her what they both misunderstood by

could have done differently” SLT, so she now
tells the dyad to
‘imagine’ that the
situation in the clip
would have been
different.

E110 “The therapist discussed thgxX Not really referring

video clip with positive strategy to strategies

use with the dyad, referring to

chosen topic strategies”

E111 “The therapist introduced | [ ] Not done

SPPARC-handout C47a+b

(Follow the Conversation

Leader)”

E91 “The therapist asked the dyigld | The review of the

to tell her two key things they home activity was

remember about strategies for the detailed, maybe

CP”

that's why SLT
didn’t ask




E112 “The therapist asked the
dyad to do a practice conversati
with each other — each to put
strategy into practice.”

Not done

E113 “The therapist videoed this
conversation and discussed it wi
reference to topic strategy sheet
(SPPARC-handout C46c).”

5[]

th

Not done

E121 “The therapist asked the
dyad if they think they have beer
using these over the last few
weeks in their daily conversation
(and if not, why not).”

Not directly

E129 “The therapist asked the
dyad to tell her two key things
they remember about last
session.”

Not done

E132 “The therapist made sure
that the dyad’s therapy folder is
complete and that key strategy
laminated sheets are easily

accessible.”

When looking
through the folder
maybe, but not dong
in particular

D

v




N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
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N/A
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26
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46

47

48

49

50
51

52
53
34
35

Appendix 8

All ratings (by rater 1 and rater 2) for all the sbrved sessions (procedural

section)

Rter 2

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

Item Number: E| Rater 1

10
11
12
13
14
15
16
17
18
19
20
21

22

23
24
25

Dyad Number

Session Number




N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

0.5

0.5

46

47

48

49

50
51

52
53
54
55
56
57
58
59
60
61

62
63
64
65
66
67

68
69
54
55
56
57
58
59

N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

0.5

0.5

36

37

38

39

40

41

42

43

44
45

46

47

48

49

50
51

52

53

34
35

36

37

38

39

40

41

42

43

44
45




N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A

0.5

0.5

74
75
76
77
78
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81
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85
86
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91

92
93
94
95
96
97
98
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100
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N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A

N/A
N/A

0.5

0.5

0.5

60
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62

63
64

65

66

67
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55

56

57
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63
64

65

66

67
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69

70
71

72

73




N/A
N/A
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N/A
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N/A
N/A
N/A

N/A
N/A
N/A

N/A
N/A

0.5

0.5
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115
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118
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N/A
N/A

N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A
N/A
N/A
N/A

0.5
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109
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111
112
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91
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Appendix 9

Transcript Dyad 4, session 1

Alex:

SLT:

Alex:

SLT:

Alex:

SLT:

Alex:

SLT:

Alex:

SLT:

Alex:

SLT:

Graham:

SLT:

Alex:

SLT:

Alex:

() yeah I really thought we will get sorterapy today
mmh
because it

it's avery [different type of
therapy]

[yeah yeah]

it's what we're doing is () it's not gonma (.) the therapy that it's (tjaditional sense in terms
of looking at pictures and (.) practising descripthings and getting (in language ) the=the
way that it'sworking is it's much more (§howingyou how (.)conversationworks andshowing

you both the language that yate using in conversation and trying to think (.) sofrtmore offine
in that particulasetting

right

what you’re bottdoing

yeah

so that then things can (.) see if there's any wagtswe want to change things dmehr with it.

oh yeah

| know it feels a bit odd

yeah

but erm () it has (.) it's=it's quite an interegtiway ofdoing things.

mmh

and (.) like | said most of=of the people we've kea withsofar all of them found it beneficial

mmbh. [that's] good



Appendix 10
Transcript Dyad 7, session 4

SLT: so. (1.0) now that you've looked at (.) the way
you did it (.) then. can you think (.) in a diffete

way.

Maggie: right

SLT: that you could have (tpld Christina that.

(1.5)

SLT: do you think there's dif ferent way.

Maggie: no ((shakes her head)) no er er

SLT: because that didn't (.) it didn't what=when you
(.) you did your 'hip hip trauma’. It didn't quiterk.
did it cause Christina didn't understand.

Maggie: yes! yes!

SLT: she did in thend. but inthis. ((shaking her
head)) Christina didn't understand. [so0]

Maggie: [trauma] trauma

SLT: yeah

Maggie: yes? ((looks as if feeling outraged))

SLT: yeah. so what I'm asking you. is can you think
of the (2.5) ((writes something down)) can you khin
of anew way. (1.0) to get that message across.
((Maggie looks at Christina, shrugs her shoulders))
Maggie: hip replacement. yes!

Christina: you thought it went well.

Maggie: yes yes! (1.5) yes!

((SLT shows strategy handout))

SLT: what do you think.

Maggie: ((sighs))

SLT: 'bloody strategies' ((laughing))
((Maggie shakes her head))

SLT: but. if you watch this. okay. we'll look on this
again.

((SLT shows video clip again, stops after a few
seconds))

SLT: so you've said (1.0) 'hip replaced crush crush'
((writes this down)) yeah? that's what you said.

Maggie: [yeah]

Christina: [( )]

((SLT continues showing the clip))

SLT: and then Christina so that's you Maggie. And
then Christina says (1.0) ‘'was it more than a hip
replacement’.

Maggie: yes.

SLT: yeah? and you're saying 'yes it was'.
Maggie: yes.

SLT: but. what could you have at this stage here.
(1.0) ((points at handout)) what could you hawéd.
ordone in a different way so that Christina didn't
even had to ask that question. (1.0) do you se¢ Wha
mean? there'skit of informationmissing. thekey
thing you wanted to tell her. was that it wasere.

that there was more than a hip replacement.
Maggie: yeah.

SLT: cause-

Maggie: trauma. trauma.

SLT: but that=you. yeah. you said trauma but
Christina is=that didn't (.) make sense to Chrastin

((Maggie is looking at Christina))

SLT: it's not=it's not anyone's fault. it's just it ditdl
make sense. what was tkey (1.0) the key word that
would have helped. (1.0) in that situation.

((Maggie shakes her head))

(4.0)

Maggie: no. hip replacement. trauma. fall. trauma.
SLT: but it wasn't it=that was what happened wasn't
it but what was the thing that you were trying to

explain.

Maggie: yes.



SLT: the thing you were trying to explain was
((gestures)) it was a complicated (.) or it was a
special (.) hip replacement wasn't it or it [wasrejo
Maggie: [yes] yes more. yes

SLT: so maybe what=what I'm trying to say is. if (.)
if say for example if you thought about (.) a key
word. (1.0) it might have been if you'd said 'hip
replacement. more' or 'hip replacement (1.0) er:m.
special' something like that. it might have made it
easier for Christina to understand. does that make
sense?

((Maggie is looking to the floor))

Maggie: yeah. ((nodding, looking quite sad))

SLT: am | annoying you?

Maggie: ((shakes her head)) ((smirks))

SLT: a little bit.

Maggie: no.

Christina: and | think even if mum had said that |
still would have asked that.

SLT: okay. (1.0) okay

Maggie: yeah

SLT: okay.

Christina: I think | you know | still would have
SLT: yeah.

Christina: erm. | think what (.) what was confusing
is later on.

SLT: mhm.

Christina: erm.

SLT: so here ((shows part of the clip))

Christina: [(the:)]

SLT: [that bit] there?

Christina: yeah. because (.) | stupidly said it in
another way. and maybesthouldn't have but it was

so important | felt like | needed to (.) [ask mum]

SLT: [but that's fine]

Christina: in a different way.

SLT: yeah.

Christina: but she said no.

SLT: yeah

Christina: and | wanted to hear yes.

SLT: yeah

Christina: to confirm that it was more than

SLT: so that may be something we can think about

next week in terms of how you (deal with that
because w&now that sometimes (1.5) you think you

have understood. and you haven't. because sometimes

you say 'yes'. (1.0) and then when you think aktout
it's like 'oh=nono'. and that can get a little bit
confusing.

Maggie: yeah.

SLT: but | guess it's trying to before we evgstto
that stage. Trying to think about (.) how can you
congruct (.) your turn differently (.) so that it doesn't
getthere.

Maggie: yeah.
SLT: does that make sense?
((Maggie is nodding))

SLT: yeah. do you see what | mean? and (.) and |
think you're both right. because sometimes, Maggie
you get quite anxious about it. it can make it bard
(.) to listen to Christina and give yourself thiate:.
it's like 'Ah! I've got to get it out now!" and tfe
when those things can (.) creep in. and | gues§)t’
trying to give you theools. to think bkay, I've said
it. (1.0) this hasn't worked (1.0) | need to sap ia
diff erent way (1.0) to see if: Christina déuen
understand me.’ or ‘| need tgedure this.’ or ‘| need
to draw something’ or (.) so that yean get your
message across.

((Maggie is nodding))
SLT: does that make sense?
Maggie: yeah.

SLT: cause. so we've said that there mighiviesaid
() ((laughing))



Maggie: yeah.

SLT: that itmight have been that if you'd said a
different word. up here. so 'hip replacementr{ore’
or 'bigger' or something=or 'operation' that it htig
have made things a bit easier. (2.0) erm. do ymkth
there's anypther way that you could hawlescribed
for Christina. [(What you were trying to say)]

Magagie: [no!] ((shakes her head, looks to Christina))
no.

SLT: no?

Christina: that really wasn't about. you know
description.

Maggie: yeah

Christina: becauseshedid a reallylong (.)
((gestures)) line to 'cause a hip replacementite qu
small line. and shdoeshave a big (.) a big sort of (
) area. along ( ). an:d (1.0) | think fme more.

with this ((points at computer screen)) it's (3tth
doubt okay. lgot that it was a (.) it=that it was more
than a hip replacement. and then there was the bit
where (.) | asked again and you said 'no' (1.5)
the=that (.) left it confusing fame. this conversation.

SLT: mmh.

Christina: and | think what left it confusing for
mum was that | said | told her that (.) they knew (
about the medical) stuff

Maggie: yeah.

Christina: and because you only just mentioned this
special (.) [(hip)thing]

Maggie: [yeah yes]

Christina: that of course | couldn't have (.) couldn't
have told them already (so) that=that's wym had
(.) sort of ()

SLT: mmh

((Maggie is nodding))

SLT: butit's=it'sa (.)itsa (.) I (.) I'm not gontix
it's a 50:50 thi=it's a equal responsibility insbe
conversations.

Christina: mmh

SLT: with getting your message across. okay? and

yes you used a lot of words. and yda get (.)most
of your message across. but it's enbugh(.) for
this confusion

Christina: yeah yeah
SLT: to have not occurred.
Christina: yeah [yeah]

SLT: [do you] see what | mean yduoth end up a
bit confused. And you have to shutdwn. and try
to come back to it later. and what I'm saying)iyés
there's some bits that maypeu want to think about
((points at Christina)) but there's also some thits
maybeyou want to think about Maggie and that's
what we're talking about day.

Maggie: mmh.

SLT: and it's jushow (.) couldyou have taken
control. (1.0) and=andhangedwhat happened there.
[what wouldyou] have done.

Maggie: [yeah] okay

SLT: rather than (.) having to justait for somebody
else to come back at you. you're atelingent lady!
((laughing)) you camlo it!

Maggie: yes

SLT: It's thinking it through. okay? so. and | know
you're not likingthese((points at handout)) but it's
thinking. when you get stuck (.) and you'reare
road. saying one thing. (you're like) 'oh! | jusintto
be saying (.) something elskdw do youdo that
what do youneedto do. to be able to switch. into a
different (.) turn. (1.0) yeah?

((Maggie is nodding))

SLT: so. and for example so with (.) erm. (1.5) er:
with=with something like this (top)=I don't know it
might be that (.) erm (1.5) ((points at handout))
drawing. I'm not saying that ydwaveto (do this) but
it might be that you had drawn a hip and drawnta bi
more or something. and pointed to (it) and said
‘'more'. then there is something writ@gown. that

you can try and talk about ‘cause then (  )®org
pointing at the hip replacement here do yoean.

you know.

Christina: (we could have) got back gone back to it
an hour later.

SLT: butit's just it's=it's



Christina: [( )]

SLT: it's just different ways of thinking about (.)
tackling.

((Maggie is nodding))

SLT: what it is you're doing here. yeah? okay then.
((sighs)) so (1.5) I'm gonna stop ((laughing))

Christina: youdo use a lot of these of these [(

)]
SLT: [yeah?]

Christina: these kinds of things. ca=can be helpful
for you.

Maggie: yeah.

SLT: mmh. and it's just thinking abolibw you use
them. andvhat's thefocus. when you're coming [out
with] something.

Maggie: [yes]

SLT: what's thdocus what's th&ey? that's gonna
help Christina understand. (1.0) and | know. |
appreciate sometimes itgf icult. youknow the
focus. but getting ibut (1.0) so you can't say it. can
youdraw it? can you: (.mime it? you know but
thinking it's- these are things to sort of havaiak
about.

Maggie: yeah.

SLT: so. i:f (1.5) looking athese (1.0) can you
think of if there are different strategiesttelp. you.
when you're (.) talking. do you think there aresthr
things here that yomight like to try.

((Maggie looks at handout, Christina as well))

SLT: so either practising. trying (Whenyou're

trying to take a turn using mogesture. to get your
meaning across. whether intonation is a thing that
you like to work on. (1.0) headshake? using mime so
((gestures)) describing events. using mime. eyegaz
(1.0) facial expression. using automatic phrases.
trying to maybewrite (well you don't like writing)

but drawing (.) what iis (.) to help you. (1.0) there's
these ones here which is (.) really trying to thirfik
thekey word. so (trying to come out with the first
word) is a key word and adding (.) (all after) that
describing word. or maybe using more objects and
prompts to help you. (2.0)

Maggie: ((points at one strategy))

SLT: gesture. ((nodding)) okay. so thailse
Christina: you use that quite a lot mum.

SLT: yeah, [no that's fine].

Christina: [it doesn't matter.]

SLT: no. it doesn't matter at all. it's all about €)riy
more conscious. [(what you're)] doing

Christina: [(okay)]

SLT: and (.) trying to (1.5) develop. [what] you've
got.

Maggie: [yeah]

Christina: okay.

SLT: so yes so gesture is (.) fine. can you think)of (.
are thergwo others that you might like toy . (1.0)
that might be useful to you.

((Maggie points at a strategy))

SLT: mime. (1.0) okay?

Maggie: yeah

((Maggie looks at Christina))

SLT: and how about othis sheet. is there anything
here in terms of (.) | don't know writing or drawin
key word. so this one's a describing word thishem
you make a comment to something. you might start

with a 'interesting' or 'lovely'. (1.0) there's ey
word one and there is using an object (or prompt).

((3.5)

Maggie: ((pointing at something)) no.

SLT: (what do you think) is most useful to you. (2.5)
((Maggie points at a strategy))

SLT: facial expression.

Maggie: yes

SLT: okay. how could you use your (.) what do you

think you could do differently with your facial
expression. (2.5)



Maggie: oh gosh. (2.0) ((shakes her head)) no. (not
sure)

SLT: is this difficult to think [about]
Maggie: [yeah] yeah.

SLT: yeah? (1.0) what does (.) can | just (try that
out) to Christina.

Maggie: [yes. yes.]

SLT: [(for both of you to have a think) about] so
what do you think would be: useful [( )]

Christina: [l think] the key word would be really
helpful.

SLT: yeah?

Maggie: key word.

SLT: key word.

Maggie: oh yes.

SLT: would you like to trythat?

Maggie: yeah.

SLT: s: so what we mean by that. ((ticks strategy))
it's like (.) you know when you were talking abdtg
diary. (with your) orthopaedic

Maggie: yeah. yes

SLT: so actually 'diary' in a way was qugeod
word.

Maggie: right.

SLT: and itgot you the diary. For you to find [(that
and the other thing)]

Christina: [(it's a good link)]
SLT: yeah.
Christina: yeah

SLT: and the other thing might be that the key word
might be trying to think of ‘appointment’ ((laugg)jin
or: (I don't know) 'orthopaedic' but (.) you know
something ( ). and then the hip replacemastib
might "hip replacement’ was great. but it mighbals
being the comment. (1.0) 'more'. or something like
that.

Christina: 'big' or

SLT: yeah. do you see what | mean?

Maggie: yeah. trauma.

SLT: yeah ((laughing)) | know. | know. okay. so
what | wanted to try (todlo then. was I've got (.) to
try and practice some of these now. not in
conversation so ((looks at the computer))
((Christina leaves the room))

SLT: ((looks at Maggie)) are you feeling alright?
((Maggie nodds))

SLT: can you tell me what you're thinking?
((Maggie shakes head)

Maggie: ((points at handout, shakes head, sighs))
SLT: (is that) too much?

Maggie: ((points at handout)) key word

SLT: yeah?

((Maggie points at strategy))

SLT: gesture.

Maggie: gesture.

SLT: (was it) eye gaze?

Maggie: eye gaze. eye gaze. ((mimes)

SLT: ((smirks)) some of these aren't (.) brilliant.
Maggie: yeah.

SLT: some of these there's not much (.) to work with.
Maggie: yeah.

SLT: but. | guess (3.0) what (.) what we picked out.
is ((writes something down))



Appendix 11
Transcript Dyad 4, session 6

SLT: (...) to keep the topic going.

Alex: yeah.

SLT: changing your strategy.

Alex: comment Mr ( )?

Graham: yes.

Alex: yeah. (1.5) well this is what it's all about
it's actually looking at it in different ways and (
) how we

Graham: mmh.

Alex: talk communicate (and that lot)

Graham: mmh

Alex: to be honest this session (I have to say) is
quite overwhelming today [(whether) I'm tired]

SLT: [oh I'm sorry]
Alex: no [no I'm not] I'm being honest.
SLT: [that's alright] that's fine

Alex: it's=it's=it's=it's (.) it's a lot of information
overload. [tame.]

SLT: [yeah] yeah

Alex: what doyou feel. ((looks at Graham))
Graham: yes ye:s

SLT: yeah.

Alex: I'll be honest with you.

SLT: that's alright it's fine.

Alex: so maybe that's why we're (.)

SLT: well we leave it there for today.
Alex: yeah

Graham: mmh

SLT: [you guys]

Alex: [it's alright] yeah

SLT: [yeah absolutely] fine. take it away
Alex: mmh

SLT: have a look through it again. | would
suggest.

Alex: but have we completed this bit.

SLT: yes

Alex: or not.

SLT: yes

Alex: oh wehave alright [right]

SLT: [yes] absolutely

Alex: 1 don't wanna [leave] the session half
SLT: [no] we're at the end

Alex: alright.

SLT: and then (.) the nexivo sessions arall
just about going back ovatl [the information
I've given you consolidated]

Alex: [yeah yeah yeah]

SLT: so there'sio more new stuff. | amut of
new stuff.

Alex: oh yeah ((laughing))
SLT: ((laughing))
Graham: ((laughing))
SLT: soit's (.)

Alex: yeah

SLT: butit's like you said. it's lat of



information [( )]

Alex: [it is] yeah

Graham: mmh

SLT: itis alot [and]

Alex: [I'll be] honest

SLT: and that's (.) you know I=I appreciate
that? and (.) you've gtitme this week to (.)
think about=l mean a lot of these are things (.)
that are already in your strategies we've given

you.

Alex: yeah.

SLT: It's just thinking about it from a topic
perspective rather than from a (.) when things
break down.

Alex: mmh. (1.5) | think what (.) whatneed to
do. (and anyway you). is actually to go back (
and ) from beginning to (.) to date.

Graham: yeah

Alex: because there is a lot of stuff erm. (1.5) |
think it hasmade some improvement I'll be
honest with but it's that worn it and being
more aware.



Appendix 12

Transcripts on home activities, dyad 1

Transcript session 4: Transcript session 6:

SLT: ((laughs, takes a deep breath)) so
(1) you didn't really have a proper chance
to have a go with this homework=

Kate: =yeah
SLT: but just thinking about it now
Kate: yeah

SLT: when you=what do you think about
when you're (.) when you're having that
conversation. (2.0) who did ei=did either
of you hold the pen more? Or was it about|
equal.

Kate: yes!

Shelley: | think it was (about) equal?
cause I'll=I've said of asking questions
[really so] () to get the answer |
suppose

((three minutes later))

SLT: do you guys get a chance to look
through these. did you have a chance to
look through them: since we last met. Or
is that all just been a bit too busy.

Shelley: I=we haven't looked at it if I'm
honest with you
SLT: okay no that's fine

SLT: how did you get on (.) how did you
get on with your (.) practice conversations
erm

((Kate looking at Shelly)

Shelley: yeah alright | think we (.)
managed a few?

SLT: great. did you get erm=a (.)
filling:er ho=homework thing yeah.

((Kate points on sheet))

Kate: ((shakes her head))

Shelley: we just videoed.

Kate: yeah [yeah]

SLT: [o:kay] so how did you get on with
you:r (.) practicing with your strategies
we were concentrating on [last week]
wasn't it

Kate: [yeah]

Shelley:alright I (.) tried to do them. |
was trying (not) to do any guessing so.
yeah, hopefully you'll see when you (.)

SLT: okay

Shelly: play that back.



Appendix 13

Raw data of the ratings (by raters 1 and 2) ofdhalitative section
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Note: 99=missing data point.




Versicherung der Selbstandigkeit:

Hiermit versichere ich, dass ich die vorgelegte téi@sbeit des Studienganges Sprachtherapie (MrA.) a
der Ludwig-Maximilians-Universitat Minchen eigensdig verfasst, keine anderen als die angegebenen
Quellen und Hilfsmittel verwendet und die den betern Quellen enthommenen Passagen als solche

kenntlich gemacht habe.

Claudia Heilemann

Munchen, den 13.08.2013



