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Abstract
Background: Thereis a need for clinical tools that capture the real-life impact of aphasia
(Simmons-Mackie, Threats & Kagan, 2005).This study reports on a psychometric
investigation of two self-report tools: the Communicative Activities Checklist and the Social
Activities Checklist (COMACT; SOCACT: Cruice, 2001), which assess the dimenesions

communication activity and social participationaphasia.

Aims: (1) To investigate internal consistency, convergent and known validity of the COMACT
and SOCACT; and (2Jo investigate the impact of personal contextual factors: gender, age,
years in education, linguistic ability and emotional health on communicating social

activities.

Method: 30 participants witlmild-moderate chronic aphasia (PWA: mean age 71 years, mean
time post-onset 41 months, mean yearseducation 10.77) and 75 control neurologically
healthy participants (NHP: mean age 74 years, mean yeadkcation 13.18) completed the
COMACT and SOCACT reporting how frequently they engaigeparticular activities. The
COMACT has 45 communication activities with sub-scale®adking, Listening Readingand
Writing. The SOCACT contains 20 sociativities with sub-scales dfeisure Informal and
Formal. Internal consistency (IC) was examined using Crontzaalpha ¢). Correlations

with published assessments, Western Aphasia Battery (WAB: Kertesz, 1982) and
Communication Activities of Daily Living (CADL-2: Holland, Frattali & Fromm, 1999) were
computed for COMACT only.Multiple regression models were examined for differenoes

participant (PWA vs. NHP) performance on COMACT and SOCACT.
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Results: Total COMACT IC was 0.83 (PWA), and 0.84 (NHP¥-ollowing deletion of four
items,to further improve sub-scale ICs, total COMAQJ was 0.83 (PWA) and 0.86 (NHP).
COMACT total score and WAR\Q were moderately correlated £ 0.55). Total SOCACT
IC was 0.58 (PWA) and 0.63 (NHPJollowing single item deletion, totdC was 0.65 (PWA)
and 0.64 (NHP). Statistical analysis revealed PWWAgcomparisonto NHP, participatedn
significantly fewer communication and social activitif®ersonal contextual factors impacted
both groups differently; particular aspects were associated with communication activity (age
and language severity) and social activity (age ongr NHP, ageing, emotional health and

yearsin education were significant predictors of social and communication activity.

Conclusion: This study finds the COMACTo0 be a reliable, valid measure of communication
activity. The SOCACT hadqguestionable IC and requires further psychometric investigation.
Both tools demonstrate known group validitiRelationships between impairment-level and

personal contextual factors for communication activity and social participation are highlighted.
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Introduction

People with aphasia (PWA) want services that make a diffeterleir everyday lives
(Worrall et al., 2011). Within the field of aphasiology, Simmons-Mackie (2008) has
championed greater understanding of the real-life impact of communication disafibty.
ensure that therapeutic interventimmmeaningful and produces measurable changkfe
participation, she advocates for participatiorpersonally relevant activities, and involvement
in a wider communicating societyln clinical settings, thiscan be promogd throughan
authentic, relevant and natural context for therapy, bgdfocusing on the personal
perspective. To support cliniciando achieve this, tools that capture the real-life impact of
aphasia are needed (Simmons-Mackie, Threats & Kagan, 2068)wider healthcare context
further supports this needWith increasing pressure on services, healthcare purchasers are
evaluating individuals own assessments of their condition, for example, through the use of
patient reported outcome measures (PROMSs), and comparing these against the costs of
treatment (Devlin & Appleby, 2010)Speech and language therapists face the challenge of
moving away from amedical approach, which solely focuses on the linguistic deticigne
that captures the personal perspective and meets the need for measurable otttcomes

therapeutic intervention.

In orderto better understand the impact of a health condition agsltroke, The World
Health Organisatios International Classification of Functioning, Disability, and Health (ICF:
WHO, 2001)is a natural starting pointThe ICFis probably the most influential conceptual
framework for evaluating impairment alongside the concepts of functionality, social
participation and quality of life. It considers Functioning (Body Function and Structure),
Activities and Participation, and Contextual factoms.recent years, the domain of Activities
and Participation has been the focus of much reseditcls known that older people with

aphasia engagan many communication activities simildo healthy older people, but are
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limited in the numbers of these activities (Davidson, Worrall& Hickson, 20@3)iceet al.
(2003) found that individuals with higher functioning and better communication ability
presented with fewer limitations social participation. The link between communication
ability and social participations significant; following a stroke, better quality of life,
emotional health and well-being for peoeassociated with the ability engagen required
and favoured activities (Cruice, Hill, Worrall & Hickson, 2010; Cruice, Worrall, Hickson &
Murison, 2003). Older people with aphasia have been fotmdhave fewer social contacts,
smaller social networks, and less engagemensocial activities than age-matth peers
without aphasia (Cruice, Worrall & Hickson, 2006; Hilari & Northcott, 2006; Northcott &
Hilari, 2011). The severity of the aphasia (alongside the level of physical dependeace)
important predictor of social participation (Dalemabs, Witte, Beurksens, van de Heuval &
Wade, 2010a). In summary, people with aphasia atrisk of social isolation and social

exclusion (Parr, 2007).

Stroke and aphasia cannot be consideresblation from the whole person and their life
situation. The ICF conceptualises disabiliy an interaction between a health condition and
personal and environmental contextual factors, wbartbe considered barriers or facilitators.
Personal factorsinclude gender, age, educational level, personality traits and lifestyle.
Environmental factorsnclude considerations outside the petsocontrol suchas physical,
social and attitudinal environmenthese contextual factors interagtimpact on participation
in communication and social activitiesResearch has alma shown that age, gender and
educational level (Code, 2003; Dalemaetsal., 2010a) alongside emotional health measured
as ‘positivismi (Dalemanset al., 2010a) influences participatiom social and communication

activities andassuch, are important factois investigate.

Clinical frameworks developed from the ICF include Living with Aphasia: Framework
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for Outcome Measureme(-FROM: Kagaret al., 2008). This framework extends the scope
of the ICF by considering‘life with aphasia as a centralconcept and focuses on the
psychosocial impact of strokezvidence from interviews with fifty PWA indicates that while
PWA identify rehabilitation goals that focus specifically on communication (&g main
thing wasto be ableto talk” p314), they additionally report socially-motivated goals, sagh
talking with friends or feeling comfortabli@ a crowd. Goals pertainingo valued social,
leisure and work activities may be higher priority than goals associated with improved
communication alone (Worradit al., 2011). In a smallin-depth study of four PWA (Rohde,
Townley-ONeill, Trendall, Worrall & Cornwell, 2012), one participant identified returrimg
drive ashighest priority. This suggests that, following a straokes important for clinicians to
consider how PWA access desired life situations and perioreveryday communication
activities. Eadie et al. (2006) highlight further reasons for measuring communication
exchanges that take painh life situations including: (1) developing and revising
multidimensional models of rehabilitation; (2) documenting effectiveness of intervention
programmes and reflecting cliémtconcerns and valuess a way of prioritising potential
therapeutic intervention; (3) and being atdecompare across populations of people with and
without communication disordens orderto better understand the impact of aphasia (p2). This
study will consider two measures that can ass&istthe measurement of everyday
communication activity and social participation: the Communicative Activities Checklist and
the Social Activities Checklist (COMACT; SOCACT: Cruice, 200I)hese checklists have
been usedh previous research (Cruicet al., 2003; Cruice, Worrall & Hickson, 2006).hey
are designetb capture the self-reportesbmmunication and social activigf PWA, and also
neurologically healthy populationsThey have not been psychometrically tested and have yet
to be studiedn detail. These tools include a pre-determined raafjactivitiesto help guide
discussion with participants focusing on concepts of activity engagement, frequency, and

partners. This information can lead to further clinical discussion about
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independence/dependence, ability and perceived difficuttye specified activities.

Being ableto self-reportin areas of communication and social activiiegmportant.
Research has shown that clinician ratings and self-ratings of functional communfoation
people following a stroke differ significantly (Hesketh, Long & Bowen, 201Qjuiceet d.
(2006) report that family members and friends do not rate reliably or predictably as@aot
of social functioning for people with aphasia (for social activities, social network, social
contacts or social relationshipshvailable communication and social self-report measures that
involved the use of proxies (to complete the measupdace of the person with aphasia) were
therefore not included, for example,the Communication Effectiveness Index (CETI: Lomas,

Pickard & Mohinde, 1987).

A well-known self-report measuns The Communication Disability Profile (CDP:
Swinburn & Byng, 2006). It comprises four sections: activity, social participation, external
influences, and emotional consequenc&secent study (Leng Chue, Rose & Swinburn, 2012)
provides psychometric evidence for acceptable test-retest reliability and adequate internal
consistency of the CDPThe CDPis designedo assess the broader impact of aphasia on the
individual. It does not quantify number of activities and frequency of activities participated in.
Quantifying these would allow the extent of activity engagement or limitatidie qualified
within the ICF framework.The CDPis designed specifically for PWA whilst the SOCACT
and COMACT can be used with neurologically healthy people allowing comparison across

populations.

Measuresto consider the impact of stroke on functional status, focusing on social
activities, have also been developed from a multidisciplinary figlhe such widely used

measureis the Frenchay Activities Index (FAI. Schuling, de Haan, Limburg & Groenier,



COMACT & SOCACT: psychometric investigation
1993), which considers domestic, leisure and outdoor activitiHss global measure has
excellent psychometric data, however, there are only three items that consider communication
linked social activities (namel§social occasioris ‘reading books ‘pursuing hobbie$ and
henceit has limited clinical usén PWA. A measure specifito social participatioris the
Community Integration Questionnaire (CIQ: Djikers, 2000), which was originally developed
within the brain injury field, and recently adapted for people with aphasia (Dalezhahs
2010a). It contains a short (five-item) social integration scale, providing frequency (of
participation) information for finances, shopping, leisure, and visiting frien@inical
usefulness of the tool may be limiteg its brevity in examining the full range of concepts
associated with social participatiofihe adapted CIQ has good internal consistency, test-retest
reliability and acceptable validityp@lemans,De Witte, Beurksens, van de Heuval & Wade,
2010b), but the social integration scale does not have acceptable internal consistancy
stand-alone measure (Hirsh, Braden, Craggs & Jensen, 20Hibgplly, there are some
measures that combine social and communication activitiddie ASHA Quality of
Communication Life Scale (QCL: Paul, Holland, Frattali, Thompson, Caperton & Slater, 2004)
assesses the impact dn individuals communication disability on: relationships,
communication interactions, participationsocial, leisure, work and education activities, and
overall qualityof life, but Hilari and Cruice (2013) note the lack of available psychometric
information about this measur@he Assessment for Living with Aphasia (ALA: Kageial.,
2011) is a pictographic, self-report measure of aphasia-related quality of life addressing
communication and participation activitieRecent psychometric evaluation of testtest
reliability, internal consistency and construct validity has been published showing acceptable
values (Simmons-Mackiet al., 2014). Nevertheless this measure was designed for use with
PWA only, andsois limited for comparisons with NHPIn conclusion, theres still a need for
robust psychometrically evaluated tools that consider communication activities and social

participation in sufficient detailto help guide therapeutic intervention, whilst also being
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suitable for both aphasic and neurologically healthy populatioftsis research study will

consider whether the COMACT and the SOCACT could be ussaddress this gap.

The COMACT and SOCACT

The COMACT measures the frequency and the tygfesommunicative activities
engagedn by participants (Appendix A).Review of empirical researdh fields of aphasia,
hearing, and communication (Davidson, Worrall & Hickson, 2008;Dorze & Brassard,
1995;Le Dorze, Julien, Brassard, Durocher & Boivin, 1994; Oxenkaah., 1995; Parr, 1995;
Stephens & Hetu, 1991; Stephens & Zhao 1996) identified a consensus of communicative
activity items. The item content of three validated measurement tools of communication
activity were also reviewed: American Speech-Language-Hearing Association oRahcti
Assessment of Communication Skills for Adults (ASHA-FACS: Frattali, Thompson, Holland,
Wohl, & Ferketic, 1995); CETI (Lomast al., 1987); and the Functional Communication
Therapy Planner (FCTP: Worrall, 1999ems that were identical or similar were identified,
grouped and then collapsed into a single ite@ommunication areas identified included:
social communication, communication of basic needs, reading, writing and number concepts,
daily planning, life skills/personal care; understanding; speaking; conversation; literacy; and
hearing for conversational speech and other auditory stim@ommon communication
partnersof older people were peers, family, neighbours, health professionals, and community
service people (Davidsoet al., 2003; Shadden, 1988Davidsonet al. (2003) found eight
major categories of communication: conversation; informing; greeting; questioning; reading;
writing; other; and listening only, and demonstrated that when comparing PWAHE&rom
an elderly populationnumber and time spentin communication activities, and number of
communication partners, differentiated between the two groubstotal of 45 primarily
transactional communicative activities were compiled acfasking (Items 1-16) Listening

(Items 7-23)Reading(ltems 24-37) antriting (Items 38-45).
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The SOCACT measures the range and frequency of social activities (Appendix B).
Item content was generated from review of research and existing scales within stroke,
gerontology, and mental health (Bowliegal., 1993; Cummins, 1997; McDowell & Newell,
1996). Two short 10-item indicators have been useresearch with participants from mental
health and healthy elderly backgrounds; 8 of those items were indludeel final version of
the SOCACT ensuring that core content was includBde three main areas were identified:
leisure activities (solitary and social), hobbies, and inter@dis. distinction between activities
inside and outside (place), and activiti®g self versus those with others (partners) were
important. The levelof organisation ofin activity, for example goingp classes and lectures
versus visiting friends, was alsm important element, and le ‘formal and ‘informal
categories.Thus, the 20-item measure consists of three atedsure (Items 1-11)Informal

(Items 12-15) an&ormal(ltems 16-20) activities.

Aims of Study

The aim of the current study was, firsttg, consider the psychometric properties of the
COMACT and SOCACT through determining the internal consistency (do test items that
measure the same construct produce similar scores?) and known group validity (do the tools
discriminate between people with and without aphasiaThe COMACT was further
investigated for convergent validity (are COMACT scores associated with formal linguistic
and communication assessments measuring similar construses&)ndly, the study aimed
explore personal factors (age, gender, ya@argducation, and emotional health) that may

influence communication activity and social participation.
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Methodology

Participants and Design

This study utilises data collected part of a previous project (co-author MC). Ethical
approval for the original project was grantday the University of Queensland
(B/136/Spchpath&Aud/98/PhD), ané-use of the data approvdry the same committee on
30/08/2012. PWA were recruited from the university clinic, local hospitals and community
stroke groupsAn aphasia-friendly information sheet (with pictograph design) was protaded
potential participants. Inclusion criteria included: Englishs a first language, presence of
aphasia foat least 1 year post-onsgteliable yes/no response with no less than 16/20 on the
Western Aphasia Battery (WAB: Kertesz, 1982) yes/no questions, moderate comprehension
(cut off score 5/10ps measured on WAB auditory comprehension subtest, no concomitant
neurological disease (assessed through self-report) and hearing and vision sufficiertly intac
(assessed using basic audiometry, Snellen distance chart, and visual acuity tests, for both
unaided and aided sensory functioning, see Crtie¢, 2003) for pen and paper assessment.
Participants using a wheelchair were exclutiededuce potential confounding influenoé
mobility on emotional health, and difficulties of physical acdessommunication or social

acivities. A total of 30 PWA were recruited (16 female, 14 male).

NHP (75 total; 47 female, 28 male) were recruited from university and community
sources. New control participants were recruited using snowballing saniplilHP were

includedif they reported no historgf cerebro-vasculaor neurological disease, and if: they

outlined above) for pen and paper assessment, lived indepenidetitéy community and did
not have concomitant mobility issues. Both PWA axXHP were from primarily white

Australian background.
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Procedure

All PWA were interviewed within their own honte reduce respondent burden, and
reduce potential issues around mobility and transporbe majority of theNHP were
interviewedat home or community locationslesting sessions were a maximum of 2 haars
minimise fatigue.All 105 participantsn the study were interviewduy a researcher who was

also a qualified speech and language thetégo-author MC).

Measures and Assessments

The test battery was chosen on the basispsychometric value and greatest
applicability for both participant groupsMinimising respondent burden for PWA was also
evaluated. The assessment battery contained the COMACT and SOCACT, linguistic and
functional communication assessments, and a measure of emotional health (see below for full
details). All PWA completed the COMACT and SOCACT with the researcher present, and
most NHP completed these independently and then discussed them during their interviews.
Scores for both tools were calculaiadhe same way: for every activity engaged in, a sobre
1is given, and the frequency of participation report&tie maximum score was 45lowever
if ‘notatall’ or ‘not applicablé' was reported, then 0 was score&&tores reflect total number
of activities participated in.The SOCACT additionally records social activity partners and
overall activity satisfaction, although these data were not considetéids paper. Both the
COMACT and SOCACT were usually completeda 20-30 minute face-face interview.
Participants completed a personal details fetwrgather information on age, gender, years

education and occupation.

Assessments for PWA only The WAB Aphasia Quotieftwas completedo profile

the type and severitpf aphasia. The Communication Activities of Daily Living-Second
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Edition (CADL-2: Holland, Frattali & Fromm, 1999) was also completethis assesses
functional communicative ability through direct observation of performance, generating a score
out of 100. Five items deemed not culturally appropriate for Australian participants (for
example, telephoningn American number) were replaced with equivalent Australian items.
Higher scores on both the WARBQ and the CADL-2 indicate better functioning, and total

scores on both assessments were stk statistical analysis.

Assessment battery for both PWA and NHP.The abbreviated 15-item version of the
Boston Naming Test (BNT-15: Mack, Freed, White Williams & Henderson, 1992) wassised
a measure of word retrieval or linguistic abilitidigh reliability and validity with the original
versionis found (Franzen, Haut, Rankin & Keefover, 199%he 15-item abbreviated version
of the Geriatric Depression Scale (GDS: Sheikh & Yesavage, 1986) wadousgdluate
emotional health. The GDS has good reliability, validity, sensitivity and specificity
(McDowell & Newell, 1996). On the BNT-15, high scores indicate better naming ability;
where on the GDS, higher scores are indicativeorsening emotional health (and increasing

signs of depression).

Statistical Analysis

Data were analysed using exploratory data plots, Crofbactinternal consistency),
Pearsofs product moment correlations (convergent validity), independent t-tests (known
group validity), and multiple regression.All t-tests are reportecat 2-tailed level of
significance. Independent variables chosen for t-test analysis were age, genderjnyears
education, linguistic ability and emotional health/ariables foundto be significant were
placedas predictorsin a linear regression modello control forco-variance, a mixed entry

model was used (block and hierarchical).
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Results

Demographic informations reportedin Table 1. Comparison of this information
revealed there was no significant differemcege between PWA and NHP groupg403) = -
1.98, p < .05.The mgority of the PWA sample was married or had a partner 19, 63% of
sample), comparei NHP ( = 38, 53% of sample).

On average, PWA were 41 months post stralengnis = 25.6, rangei0-108). WAB
Aphasia Quotient (AQ) scores fell mainly between 60-89, indicating the groupmilcs
moderately impaired (see dataTable 5). A range of aphasia profiles were seen: anqmic
15), conductionr( = 8) Brocas (h = 3), Wernickés (n = 3), and Transcortical Sensory= 1).
All members of the group had good auditory comprehension.

There appearetb be a difference for yeaiis education (calculated using years of
higher education and further studytraining) withNHP (M years= 13.18, rangén years: 623)
having spent longen education than PWAM years= 10.77, rangén years: 6-20).This was
found to be non-significant (103) = - 2.90p = .05. A significant differencan emotional
health was found PWA had significantly higheGDS scores Kgps = 3.60, range: 0-12) than
NHP (Mgps = 1.13,range: 0-5) suggestingnincreased degree of depressive sympto(h63)
=5.62,p <.01.

INSERT TABLE 1 HERE

Internal consistency

Internal consistency (IC) of the COMACT and SOCACT was examined separately for
the two participant groups (see Table 2) using Crorisach George and Mallery (2003)
provide the following guide for interpretatiof> .9 — Excellent, > .8—- Good, > .7-

Acceptable, > .6- Questionable, > .5 Poor, and < .5 Unacceptable (p 231). Corrected
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item-total correlations werealculatedto assess whether itens the scale measured a single

construct (and hence, correlated with one another).

COMACT: For PWA,IC was .83 (Total); .54 (Talking); .21 (Listening); .81 (Reading)
and .69 (Writing). For NHP,IC was .84 (Total); .62 (Talking); .46 (Listening); .84 (Reading);
and .59 (Writing). The COMACTasan overall tool demonstrated gotd for both participant
groups, however the sub-scales were more variaflelking IC was poor for PWA and
guestionable for NHPListeningIC was poor for both PWA and NHRReadinglC was good
for both PWA and NHP. Finally\riting IC was questionable for PWA, and poor for NHP.

INSERT TABLE 2 HERE

In orderto make the sub-scales stronger, item deletion was perfor@adected Item-
Total Correlations guided decision-making for items selected for del@tiarreliable scale all
items should correlate (at .3 or above) with the overall scale (Field, 2@&mination of
frequency data was also carried dotinvestigate minimal variance with ceiling and floor
effects. Firstly, two items withinTalking were selected for deletion (Item‘Talk to spousé
and Item 6°Talk to pets). Talking IC for PWA was raisedo .69 and folNHP to .64. This
resulted in a substantial difference, and although the sub-scale remained within the
guestionable rangéd, reached borderline acceptability for PWA.is acknowledged that Item
1, in particular,is important clinicallyin capturing everyday talking activity for thosewhom
it applies. However,its inclusion with Item 6 substantially affects the statistical reliability of
the Talking sub-scale.This s largely becausg is not applicablé¢o 37% of the current sample
who did not have a spouseThe tension between measurement robustness and wider

applicabilityin the context of clinical importangée discussed later.
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The Listening sub-scale was problemaiit differentways for PWA and NHP. With
both groups, only a single item (Item 20steningto sports prograni¥y was indicated for
deletion. This partially improved.istening IC to .38 for PWA and .57 for NHP, with total
COMACT IC remaining unchangediurther detailed examination of the item content of this
sub-scales requiredto evaluate hovit could be strengthened.

Item deletion within thé\riting sub-scale was made (Iltem 450 word puzzles and
games) which improvedIC to .63 for NHP. Readingwas not adjustedsit was sufficiently
strong enouglasa stand-alone sub-scal&he adjusted total COMACT IC, based on 41 items,

was .83 for PWA (unchanged), and .86 for NHP.

SOCACT: For PWA, IC was .58 (Total); .55 (Leisure); -.25 (Informal); and .24
(Formal). For NHP,IC was .63 (Total); .49 (Leisure); .38 (Informal); and .46 (Forma@ahe
SOCACT as an overall tool was not reliablan measuring the construct of social activities,
with poorIC for PWA and questionableC for NHP. Regarding sub-scales ICeisure had
poor IC for PWA and unacceptable for NHRiformal was unacceptable for both groups (and
had a negative value); adbrmalwas poor for both groupsSub-scales were investigattd
identify if item deletion improved internal consistgnc

The majorityof Leisuretest items had below .3 Corrected Itefirotal Correlation for
PWA or NHP, and item deletion did not make this sub-scale strorgerthelnformal sub-
scale removing a single item (Item iGo to church or religious everjsmade a substantial
difference raisindC to a positive value of .36 for PWA and .57 for NHRem deletion did
not make thé-ormalsub-scale strongespwas left unchanged. Following these changes, total
IC based on 19 items was improvéal .65 for PWA and .64 for NHP, and remained
guestionable for both group®ll further analysesn this section involving the COMACT and

SOCACT were completed using the adjusted scales.
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Known Group Validity

COMACT : Results of the t-test analysis (Table 3) showed a significant difference
between groups (PWA vs. NHP) for participationcommunication activities overall, arnal
all sub-scales, wherein PWA participatadignificantly fewer communication activities.

SOCACT: A significant difference between groups in participaiiorsocial activities
overall, and Leisure and Informal sub-scales was also found.PWA participatedin
significantly fewer social activities these sub-scales.

Further investigation of sub-scales, for examplistening (COMACT) andInformal
(SOCACT) revealed small standard deviations; scores were clustered around the mean, and
high mean scores suggested ceiling level performar@mup differences were examined
further. PWA had proportionally greater listening activity, however unacceptadikningIC
and ceiling level scores suggest cautious interpretation of this differtrisalso not possible
to draw firm conclusions about group differences for SOCACT sub-s(@iaéesure, Informal
andFormalactivities) becauskC was unacceptable.

INSERT TABLE 3 HERE

Convergent validity

Significant relationships were found between COMACT scores and published
assessments (Table 4Pearsois r calculations were considerextrong between 0.5 - 1.0,
moderatebetween 0.3 - 0.5, eveak< 0.3.

INSERT TABLE 4 HERE

PWA had a mean BNT-15 score of 8. BD(= 4.68) and more than half of the sample

had impaired naming.There was moderate positive correlation between BNT-15 with total
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COMACT score, and\Mriting and Readingsub-scales (Table 4)Interestingly, the BNT-15
correlation with thelalking sub-scale was non-significanliHP had a mean BNT-15 scooé¢
14.29 6D = 1.09). This was significantly different from PWA(101) = - 9.53p < .001. For
NHP, BNT-15 scores were strongly correlated with fReading sub-scale, moderately
correlated with total COMACT score, and weakly correlated vitking and Writing sub-
scales (Table 5). For both PWA and NHP, theistening sub-scale did not correlate with
published linguistic assessments.

INSERT TABLE 5 HERE

For PWA, total COMACT score was moderately correlated with WX® and all
WAB subtests (Table 4)Additionally, WAB AQ strongly correlated witffalking sub-scale,
and moderately correlated witkeadingand Writing sub-scales.Regarding WAB subtests,
Talking was strongly or moderately correlated with all WAB subtest#ting was moderately
correlated with all WAB sub-tests; aR#adingwas moderately correlated with WAB naming
and repetition.Listeningwas not significantly correlated with the WAR) or subtests.

PWA demonstrated a moderately lamhigh range of functional communication ability
(CADL-2 scores range = 31 - 95, see Table A)strong correlation between total COMA
score and the CADL-2 was noted, eReladingandWriting sub-scales correlated strongly, and
moderately, respectivelySimilar to previous findings, theisteningsub-scale correlation was

insignificant.

In summary, the COMACT had gootlC and convergent validity correlating
moderatelyto strongly with published linguistic and functional communication assessments.
The COMACT Readingsub-scale had good IC, however, thistening sub-scale was not

acceptable and cannot be considered a reliable or valid measure of this con$tnact.
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SOCACT scale had questionable IC, and the sub-scales were not valid measures of the
constructs olLeisure Formal or Informal social activities. The COMACT and SOCACHs

overall tools demonstrated known group validity.

Personal factors - PWA

There was a significant impact of age on COMACT scores (Table 6)odaiestrong
negative association with thReading sub-scale, and moderate negative association with
Writing. As PWA age, they appe#o participatein fewer reading and writing activities. There
may be numerous reasons for this findinly. may be that normal physiological declime
visual acuity and general healthcompoundedby the presencef aphasiaasPWA age. There
were no significant correlations fgearsin education and emotional health, and no significant
difference for gender on total or sub-scale COMACT scores.

INSERT TABLE 6 HERE

Regarding the SOCACT, the most influential factor was again afjemoderate
negative association with total SOCACT score, &edsure and Formal sub-scales was
observed. With increasing age, there appe&nsbe a decreasen PWA'’s participationin
overall and specific social activitiesThis may again be related personal issues su@s
changesn mobility. Additionally, there was a strong positive correlation between increasing
yearsin education and-ormal social activity andan inverse moderate negative correlation
with Informal. The poor validity of these sub-scales has been acknowledged and prevents
meaningful interpretation of these observed relationships.

There was no significant difference for gender on total SOCACT. However, significant
differences were noted Informal andFormalsub-scales.T-test analysis was completed and

inspection of the mearsmpggested that: (1) women participatedmore Informal activities M
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= 2.69,SD = .48) than menM = 2.21,SD = .58)t (28) = 2.45,p = .02; and (2) men
participatedn moreFormalactivities M = 2.00,SD = .83) than womenM = 1.19SD = .83),t
(28) = - 2.2,p = .04. Though these findings were significant, further analysis was not
conducted because of lack of sub-scale validig. significant correlations were observed for
yearsin education or emotional health (GDS) and total SOCACT scétesults reported
previously show that PWA presented with significantly more depressive symptoms (compared
to NHP cohort), however the impact of this on communication or social aciswitgt detected

within the PWA group using correlational analysis asgliires further investigation.

Personal factors - NHP

Increasing age and increasing depressive signs (emotional health) showed weak or
moderate negative correlation with the COMACT (total and all sub-scaled,idtening).
Increasing years spernih education showed weak or moderate positive correlation with
COMACT (total and all sub-scales, Hastening. There were no significant differences seen
for gender.

Age and emotional health showed weak or moderate correlation with SOCACT (total
score and all sub-scalesY.earsin education showed a weak or moderate positive correlation
with the SOCACT (total score and sub-scale&pain, there were no significant differences
observed for gender.

In summary, individuals with aphasia with better naming skills and better overall
language functioning reported more communicative and social actiiii@s®? WA, increasing
age correlatetb decreasing participatian reading and writing activities; possible reasons for
this are exploredn the Discussion.Communication activity was not influencéy yearsin
education, emotional health or gend@verall social participation was influencbg age, but
not by emotional health or gendeilhe impaciof yearsin education was unclear with positive

and negative correlations found-or NHP, increasing age was also relateddecreasing
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participationin talking, reading, writing, and all social activitielicreasing years of education
were associated with more communication (with the exceptiohisténing and social
activities. Unlike PWA, this relationship was clear, and notably the NHP cohort hadimeen
education for significantly longer than PWAinally, increasing signs of depression correlated
with fewer communication (excludingistening and social activities.For both participant

groups, gender was not a significant fadgtooverall COMACT or SOCACT scores.

Predicting communication and social activities

Multiple regression analysis was performednvestigate the relationship between the
dependent variables (DVs) communication and social activity, express€eOMACT and
SOCACT scores, with correlating independent variables (Ppfesence of aphasiage
gender yearsin educationandemotional health A mixed model of entry was used with the
DV addedas ‘stepwisé, and IVs addeds ‘entef. This way eachV is evaluated for whait
addsto the prediction. Analysis revealed the assumptions of nogmailticollinearity, and
homoscedasticity were not violated. The ermirprediction (residuals) were independent of
one another (Durbin-Watson value was 2.06 for COMACT and 1.91 for SOCA@iliple

regression analysis was therefore performed.

The overall COMACT regression model accounted for 48% of the variance (adjusted)
in COMACT scores. R for regression was significantly different from zero, with(1, 99)
p < .001,R? = .503, R adjusted = .48.The analysis shows that presence of aphasia alone
explained approximately 19% of the variance, &wdas the most important predict@r= .52,
t (99) = 6.14,p < .001). Examination off coefficients revealed age was the only other

significant predictorf = -.30,t (99) = - 3.94p < .001).
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The overall SOCACT regression model accounted for 39% of the variance (adjusted)
SOCACT scoresR for regression was significantly different from zero, Witfl,99)p< .001,
R = .42,R* adjusted = .39.Examination off coefficients revealed presence of aphasia was
significant with the highesp value # = .35,t (99) = 3.82,p < .001), followedby age
(B =-.33,t(99) = - 3.97p< .001). Yearsin education was also significant € .28,t (99) =
3.13,p =.002).

Discussion

Psychometric evaluation

Following adjustmento the COMACT through item deletion, a stronger tool was
developed with good internal consistency (IC) for older people with and without aphasia.
There was variable internal consistency (following adjustment) of individual sub-scales:
Readingwas goodWriting and Talking was questionable with borderline acceptability for
PWA, andListening was poor forNHP and unacceptable for PWAThe COMACT as an
overall tool and th&keadingsub-scale were demonstratedbe reliable measured everyday
communicative activities and reading activities respectively, with sin@lao other published
communicative activity measures (for example the Communication Disability Profile,

CDP: Leng Chuetal., 2012).

Investigation of known group validity revealed that although older P3/pArticipation
in communication activities was varidtiwas substantially lesa terms of number and range
of engagement than non-aphasic pedds average, PWA participatad significantly fewer
overall communication activities (approximately one quarter lesfle domains of talking,
reading and writing. The negative impact of aphasiasharing information, reading, and
administrative writing tasks has been previously highlighted (Davidsah, 2003; Mazauet

al., 2013).



COMACT & SOCACT: psychometric investigation

Investigation of convergent validity with standardised tests of linguistic and functional
communication (WAB AQ, CADL-2 and BNT-15) demonstrated positive correlation with the
COMACT and sub-scalegalking, ReadingandWriting. This suggests that the construct of
‘communicationin the COMACT relate$o the construct measurad published assessments.
Of particular note was thealking sub-scaleit correlated moderately with all WAB sub-tests,
and correlated strongly with WAB Spontaneous Speech and Naming (both assessments of
expressive language ability)However, the relationship betwed&@alking and another test of
naming (BNT-15was more complex: there was no significant relationghiperformancey
PWA and only a weak positive correlation seen with NHHs possible that the differende
items on the two naming tests explain this conflicting findimghe PWA group. Further
investigationis neededo determine whether naming of picture objdastassociated with range
of Talking activities.

UnexpectedlyReadingshowed significant correlation with the BNT-15 and correlated
strongly with CADL-2 performanceThis suggests that better functional communication and
language skills may positively influence reading activitfhe relationship between self-
reported participationn communication activity and ability measured through linguistic

assessment remains unclear.

The results of internal consistency and convergent validity analyses highlighted that the
Listening sub-scale was unreliablé//hilst this sub-scale did discriminate between PWA and
NHP, ceiling effects were seen for both participant groupss.unclear construatanleadto
unexpected variande scores: there may have been confusion whether scale items réderred
listening, hearingr understanding. Conceptually this distinctisimportant. ‘Listening and
‘hearing both suggest passive participation whilstderstanding requires active analystf
information. Formal linguistic assessments usually focus on the lattrestingly, although

a range of ability was seen on the WAB Comprehension subtest, all PWA reported high levels
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of engagemenin listening activities. This suggests that PWA did not interpret listening items
to mean successful understanding and may have equated listeningheatting in this
context. Hearing impairmentin itself, has been founid predict activity limitation and soai
health for community-based older people (Crwetal., 2006; Hicksoret al., 2008). It may
thereforebe importantto ask specific questions about self-reported hearing alfilitys is the
intended focus of investigationln conclusion, the.istening sub-scalds not a valid stand-
alone measurat present, however research shows that listening actsviglevantin aphasia.
Worrall et al. (2002) found PWA, comparéd controls, participateth fewer communicative
activities overall and had a higher degree of listening behaviBefore a decisiortan be
made regarding the.istening sub-scale, further conceptual developmentrequired: (1)
through clarification of the construct being measured; (2) through development of item content
to include comprehension and hearing items;b§Bjevising items showing ceiling effect; and
finally, (4) through further pilot testing with feedback sought from older adults with and
without aphasia on how accurately item content captures everyday listening activitiss.
process could also be applital Talking sub-scale (in particular Item 1, Talking Spouse)
where further developmeit required to explicitly capture relationships with partneswell
asspouses. This item could not be included within the current COMACT scale bécause
reduced sub-scale internal consistebgybeing non-applicabléo a large sub-group of the
sample. We acknowledge that this item important, and recommend clinically that this item
is usedin a reworded form (e.g. focusing on important partner relationships rather than
spousal) and informatiors gathered about frequency of talking activityrhis information

cannot, however, be currentigoredwithin the Talking sub-scale.

The SOCACT has questionaldlé asa measure of social participation overall, ad
not consistenait measuringLeisure, Informaland Formal activities. Referenceto research

literature suggests the relationship between a health condition and social activity participation
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is not clearcut. A study comparing stroki® control participants, for example, revealed no
difference between groups the time they spent participating social leisure activities
(McKenna, Liddle, Brown, Lee & Gustafsson, 2009)he challenge facing researchers and
cliniciansin developing measures that adequately capture the participation component of the
ICF modelis acknowledged; a review of available of communicative participation concluded
that, currently, no one instrument exists that adequately captures this concepte(Eddie
2006). Social participation research has included consideration of personality factors of
attitude and motivatiorienvironmentdl factors suctascommunication partners (Dalemagts
al., 2010a) and social networks (Cruie¢ al., 2006). The SOCACT was only partly
investigatedn this study. It also containgn activity partner section and a satisfaction measure
- to capture information about the communication environment and how satisfied people are
with overall social activity - that were not investigated heflae scale has also been updated
recently (SOCACT-2: Cruice 2012) with minor wording changes, but the need remains for

ongoing conceptual and psychometric evaluation.

In conclusion, the ongoing need for robust participation measures encourages the
further analysis and development of the SOCAGIne method that could be employsd
factor analysis, which reveals the underlying structure of a tool through clustering items that
measure the same construct (Pring, 2004)his type of analysis was informativen
understanding sub-scale structofethe Community Integration Questionnaire (CIQ: Djikers,
2000) initially usedn brain injury and now applietb aphasia (Hirsket al., 2011). Finally, it
is recommended that input from older adults with and without aplsastught.to ascertainf

item content reflects the breadth of potential activities they teishgage in.

Variable impact of personal factors on communication and social activity
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Personal factors, specifically age, gender, emotional statement, and edwsatrei,
as linguistic ability, were considered for their contributiom communication and social
activity in aphasia. The varying findings are discussed bealowelationto the limited existing
literature that exists for comparisork-or adults with aphasia, increasing age was related
decreasing communication and social activigylink between increasing age and diminishing
social participation has been reportedther literature (Code, 2003; Dalemaatsl., 2010a).
However, conflicting findings for age are presienthe literature.Mazauxet al. (2013) found
no link between communicative activity and addis could indicate variable findings for age,
or possibly different sample age ranges and methodololjiessalso importanto note that age
may be a proxy for other important variables, sasbkeverity of stroke@r visual impairments.
In future studiedt will beimportantto disentangle age from other factors, siids likely that
it is not age pesethat leaddo poorer outcomes, but the associates of older &ge.aphasic
adults, gender, emotional health and yesrseducation did not significantly relat®

communication activity. These findings support those of Maeaak (2013).

Gender was not predictive of PVig\participationn communication or social activity
in the current study.Similar to above, conflicting evidencs foundin existing literature on
social participation. Code (2003) found a non-significant association, and conversely,
Dalemanset al. (2010a) found gend&w be predictive of social participation. Regardless of the
reasons these differences may exist (differing sample sizes, different assessments)s gender
worthy of further investigatiomasthe current study suggests differences may exist for type of
social activity.

Emotional health was also fountb be non-significant when predicting social
participationin this study. This relationship may be complex: better emotional health has been
found to significantly correlate with better quality of life, whigh turn is linked to better

communication ability and fewer social functioning limitations (Creta., 2003).
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Number of yearsn education related positivetp some social activitied=prmal)), and
negativelyto others [nformal). The evidence basae aphasidas small, and the current study
findings are inconclusive, suggesting further investigatiorgeneral of the function that
education playsn communication and social activity.

Finally, linguistic ability was consideredConsistent correlation between lower scores
(increased severity of impairment) on published assessments with lower scores on COMACT
and SOCACT suggested the severity of the aphasia uniquely contritoutactivity and
participation. This is supportedby existing literature wherein severity of aphasia has been
linked to increasing difficultiesn everyday communication and social activity (Dalemetra.

2010a; Darrigranétal., 2011; Mazauetal., 2013).

Personal factors appearednfluence communication and social activity moréNHP,
than PWA. Communication and social participation for NHP were negatively impdmnted
increasing age and increasing depression (emotional hdalthconversely were positively
influencedby increased years education. The impact of personal factors (emotional health
and education) appeared more profound for older adults without aphasiaossible that the
presence of aphasia (or a health condition) may mask the impact of other vafabtagonal
health was a non-significant faciorPWA’s communication and social activity, yet PWA had
significantly higher degrees of depression (as indicatedigher GDS scores) than NHP.
Estimates of the prevalence of post-stroke depression range from 25-79% (Kneebone &
Dunmore, 2000; Thomas & Lincoln, 2006), although estimates for those with post-stroke
aphasia are less clearFurther researchs neededto examine the relationship between
emotional health and activity engagement, potentially investigating more qualitspizetsof

this relationship.

Clinical implications
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The COMACT and SOCACT provide gquantitative data about real-life communication
and social activities from the individual®wn perspective. They are completed through a
short faceto-face interview making them potentially useful toolstiare-pressured clinicians.
The COMACT overall scale, and thReading sub-scaleas a stand-alone measures
recommended for clinical applicationThis tool can be usedn the assessment statgeaid
discussion with clients, and identify personally relevant activitig&kis information could
inform explicit goals for therapy, or identify specific impairment-based linguistic goals that
need to be addresséd orderto make a particular activity achievabled strength of the
COMACT asa quantitative measuigthatit could be usetb measure change (ii@. numbers
of communication activities overall), with the caveat that clinicians needstablishif
achieving a greater range of communicative activity (higher COMACT so®) area of
focus for the client.

The SOCACTis sensitiveto the presence of aphasia, aadageof the participant.
Furthermore, people with aphasia who had better functional communicationaskitisasured
by performance on CADL-2, had increased participaitioeveryday social activities.

The need for such measurisglear with Simmons-Mackie (2005) drawing attention
the lack of functional communication outcome measures being msegeech therapish
clinical settings. Furthermoreat present no single measure exists that adequately captures the
domain of communication participation (Eadital., 2006). The SOCACT satisfaction item
could form the basis for conversations with PWA around potential participation goals or
aspirations. Gustafson and McLaughlin (2009) found that post-stroke patiguals wereat
odds with clinicians goals, most notablyn the acute stage of recoveryPeople with
communication disability reported they wish&dwork on participation goals linkei real-
life, rather than the traditional impairment goédssimilar themeis raisedby Worrall et al.,
2011 asreportedin Introduction). Research has also found a mismatch between client and

clinician goals, particularly around valued activities sashhobbies (Rohdest al., 2012).
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Although data collated from the SOCACT cannot be generalised, there does stilltafpear
potential clinical use with individuak® identify frequency of engagemeint social activities,
and particularly, individualssatisfaction with this. The use of such a tool would also highlight

the importance of social participationrehabilitation more generally.

Limitations of study and Future research

This study provides preliminary psychometric data for the COMACT and SOCACT.
In addition to identified areas that require revision, further psychometric testng
recommended.The psychometric evaluation uskg Eadieet al. (2006)in their review of
participation measures may provide a useful framework, for example they additionally
examined reliability (test-retest) and validity (content and faEejure studies could also add
useful information about the ways which demographic profile impacts on stroke. The
COMACT and SOCACT were designed be appropriate for older adults with and without
aphasia (mildo moderaten severity), and therefore may not be appropriate for people who
have significant aphasia, which miayit their everyday clinical useAdaptation of these tools
to increase their suitability for people with severe aph#sian area for future research.
Furthermore, the activities of people with aphasid concomitant mobility difficulties are not
representedn these findings.Broader samplindgo include a range of mobility difficulties
needed, and consideration of tls statistical analysis (i.e. with analysis of covarianice)
much needed Additionally, this study did not find gendéw be a significant factor however
the higher proportion of femal® male NHP participants (in comparisoto PWA where

gendeilis more evenly splitjs acknowledged.

The original research population was sampled from a mono-cultural Australian
participant group. Worrall et al. (2002) observed differenc&s communication behaviour

dependent on personal factors swashage, cultural background, and environmerit. is
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highlighted that environmental factors were not considasguhart of this study (for example,
interpersonal relations), and the role these play wouldntsrea for future researchzurther
pilot testing of both tools would be informative (includingU&-based population) that
included younger people, and different cultural or ethnic backgrouRdsticipants from a
rangeof healthcare settings (acute hospital settiagsvell as community-based) could be
consideredto capture possible differencés activity and participation. This work would
provide a current data potal supplement results available from the orajiresearch, allowing
better generalisation of results and more accurate psychometric anaResgslback from
participants could be usdd further refine item contentt is noted that recent technological
advances impacting on communication (for example, the widespread use of the internet, email
and social media tools) are not clearly captunedriginal item content, which was developed
over ten years ago.In orderto design a patient-centred measure, protocols develtiped
capture feedback from seceusers (through focus groups and expert panels) could be adapted
for the aphasia populatiorRose, Evans, Sweeney & Wykg2011) study describe one such
protocol using mixed participatory and qualitative methodotogyesignan outcome measure

suitable for mental health service users, which was then psychometrically tested.

Conclusion
This study provides preliminary psychometric data for the COMACT and SOCACT.

Although further testing of both tools necessary with wider populations, swdthose with

more severe aphasia, the findings indicate that the COMAGIitableto use clinically with
people with mild to moderate aphasia. This study highlights relationships between the
impairment level and personal contextual factors for communication activities and social
participation for people with aphasia, which are differentheir non-affected peersThe
challenge remaint develop tools that accurately capture the personal perspective of people

with aphasia, that are inclusive of all persons with aphasia (i.e. include those with severe
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aphasia and those with mobility restrictions), and that identify areas of important life

participationto inform and guide therapeutic intervention.
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Footnotes

! Convergent validity could not be tested for the SOC/6io formal standardised
assessment of social participation was administeréds research.

% One participant was just below the twelve-month cut-off post stroke.

3 Members of the parent project were asteithtroduce new peopl® the research;
some of thesa turn nominated further individuals.

““Not atall’ refersto communication or social activities which the participant chooses
not engage in‘Not applicableis for those communication or social activities that the partic
pantcannotengage in, for example, COMACT ItemTalkto Spouseis not applicablef the
participantis unmarried/without partner.

>The revised version of the WAB (publishied2006) was not published when study

data was originally collected.
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Appendix A. Communicative Activities Checklist

How OFTEN do you do these activities? Please tick (v)) ONE box only.

Activity

Daily

Week-
ly

Fort-
nightly

Month-
ly

Rarely

Not
at all

N/A

Talk to spouse

Talk for family

Talk to friends

Talk to neighbours

Talk to shopkeepers/

trades people

Talk to pets

Talk on phone

Talk in a small group

of people

Talk in a large group

of people

Give a speechtan

informal group

Give a speechta

formal group

Talk about photos

Tell stories & jokes

Place bets

Order drinks

Say prayers
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Activity Daily | Week- | Fort- | Month- Rarely Not N/A
ly nightly ly at all

Listento radio

Listento TV

Listento news

Listento sports pro-

grams

Listento a convera-

tion

Listento a groupof

people talking

Listento a speech

Read letters and cargq

Read mail catalogue;

Read pamphlets

Read magazines

Read newspapers

Read novels/ books

Read the phone bool

Read forms & bills

Read bank statemen

Read newsletters

Do crosswords
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Activity

Daily

Week-
ly

Fort-

nightly

Month-
ly

Rarely

Not at
all

N/A

Read instructions ang

labels

Read bus and train

timetables

Read map and dice

tions

Write letters and card

Write stories and

newspaper articles

Write shopping lists

Write diary

Write cheques

Fill in forms

Write messages

Do word puzzles and

games

THANK YOU for filling in this form
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Appendix B. Social Activities Checklist
How OFTEN do you do these activities? Please tick (v')) ONE box only per line.

Activity

Weekly

Fort-
nightly

Monthly

Rarely

Not at all

N/A

1. Visit exhibitions,

museums, libraries

2. Goto the movies,

theatres, concerts,

plays

3. Goto restaurants

4. Go shopping

5. Watch television

6. Read

7. Exercise or play

sports

8. Take parin outdoor

activities

9. Travel orgo on

tours

10. Play cards or othg

indoor games

11. Work on hobbies

12. Play with or help
children/ grandclu

dren
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Activity

Weekly

Fort-

nightly

Monthly

Rarely

Not at all

N/A

13. Visit or help
friends/ relatives

14.Goto family fes-

tivities or parties

15.Goto church
events or religious

communities events

16.Goto meetings of
community voluntary
organizations or char

table societies

17.Goto professional
events or union mee

ings

18.Goto classes or

lectures

19.Goto clubs

20.Gotto political ac-

tivities or occasions
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With WHOM do youusually do these activities? Please t{Gk) ONE box only.

Leave a blank for those that are not applicable (N/A).

Activity By self Spouse Children Relatives Friends

1. Visit exhibitions, mu-

seums, libraries

2. Goto the movies,
theatres, concerts, play

3. Goto restaurants

4. Go shopping

5. Watch television

6. Read

7. Exercise or play

sports

8. Take parin outdoor

activities

9. Travel orgo on tours

10. Play cards or other

indoor games

11. Work on hobbies

12. Play with or help

children/ grandchildren

13. Visit or help friends

relatives

14.Goto family festivi-

ties or parties
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Activity By self Spouse Children Relatives Friends

15.Goto church events
or religious commuin

ties events

16.Goto meetings of
community voluntary
organizations or char

table societies

17.Goto professional
events or union mee

ings

18.Goto classes olec-

tures

19.Goto clubs

20.Gotto political activ-

ities or occasions

Please tick v)) ONE only:

| amsatisfied with the activities | do L]
I would like to be doing more activities L]
| would like to be doing fewer activities L]

Is there anything thdimits youin doing these social and recreational activities?

THANK YOU for filling in this form



TABLE 1

Demographic data for participants

COMACT & SOCACT: psychometric investigation

PWA NHP
(n = 30) (n=75)
Gender 16 female; 14 male 47 female; 28 male
Age M: 70.96 M: 73.85
Range: 57 - 88 Range: 62 - 98
SD: 8.4 SD: 6.8
M: 3.60 M: 13.18
Yearsin Range: 0 - 12 Range: 6 - 23
Education SD:3.31 SD 3.8
Emotional M: 3.60 M: 1.17
Health (GDS Range: 0 - 12 Range: 0-5
score) SD: 3.31 SD:1.13
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TABLE 2

Summary of Internal Consistency Analysis for COMACTand SOCACT

Measure PWA Corrected Adjusted NHP Corrected Adjusted
Cronbach's Item-Total Cronbach's Cronbach's Iltem-Total Cronbach's

a Correlation a a Correlation a
COMACT
Talking .54 -.02t0 .54 .69 .62 .02to .47 .64
Listening 21 -.10t0 .35 .38 46 .08t0 .49 .57
Reading .81 .18t0 .61 - .84 .18t0 .66 -
Writing .69 2110 .64 .69 .59 .05t0 .57 .63
Total .83 -.21t0 .56 .83 .84 -.04t0 .89 .86
SOCACT
Leisure .55 .09t0 .38 - 49 -.65t0 .42 -
Informal -.25 -.3610 .23 .36 .38 .01to .47 57
Formal 24 -.07to0 .47 - 46 1910 .45 -
Total .58 -.30t0 .48 .65 .63 -.00to .43 .64

Note: Non-adjusted Cronbach'sa values have been omitted (and replaced by -)
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TABLE 3

Raw Scores & Independent t-tests (PWA vs. NHP) foadjusted COMACT and adjusted

SOCACT
Measure PWA (n=30) NHP (n=75)
M Range SD M Range SD t df p(2-
tailed)
COMACT
Talking 897 4-12 207 1132 6-14 202 -5.36 103 p<.001
Listening 5.60 4-6 .68 5.85 4-6 .39 -2.40 103 p<.05
Reading 913 0-14 322 1251 0-14 273 -5.43 103 p<.001
Writing 2.53 0-7 1.20 5.27 0-7 1.60 -7.36 103 p<.001
Total 26.23 16-42 6.71 3495 14-41 5.21 -7.26 103 p<.001
SOCACT
Leisure 8.13 4-11 1.80 969 3-11 1.68 -4.21 103 p<.001
Informal 2.47 1-3 57 2.64 0-3 .63 -3.47 103 p<.001
Formal 1.57 0-4 1.07 2.57 0-5 1.44 -1.31 103 p=.19
Total 1217 7-17 247 1487 6-19 299 -5.36 103 p<.001
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TABLE 4
Significant Pearson’s r correlations between Linguistic & Functional Conmunication

Assessments with COMACT and SOCACT

BNT-15 WAB CADL-2
PWA  NHP PWA only ( = 30) PWA
Measure (n=30) (n=72) only
AQ Comp Spon Naming Repetition (n=30)
Speech
COMACT
Talking - 27* .60**  .40** 61** 53** A2** -
Listening - - - - - - - -
Reading  .38** B56** 39 - - A4 .38** 56**
Writing A2** .25*% A5 41 A40%* A3** - A2**
Total ~ .A44%  AT*  BE¥  A44x  45x Goe AT 51
SOCACT
Leisure - 54** - - - - - -
Informal - 35** - - - - - -
Total A4** A6** - - - = - -

! Data not available on BNT for 3 NHP
Note: All non-significant correlations are omitted(and replaced by -)
Note:* Correlation significant, p < .0%2-tailed)

Note: ** Correlation significant, p < .012-tailed)
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TABLE 5

Raw scores for assessment battery for PWA onfyn = 30)

Assessment M Range SD

CADL-2 73.4 31-95 16.72
BNT-15 8.77 0-15 4.68
WAB AQ 74.34 21.9-958 18.56
WAB spontaneous speech 15.03 4-20 4.17
WAB auditory comprehensior 8.49 6.05- 10 1.3

WAB repetition 6.92 0-10 2.87
WAB naming 6.74 0-95 2.41
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TABLE 6

Significant Pearson r Correlations for Independentariables, PWA vs. NHP

Age Yearsin education Emotional Health

PWA NHP PWA NHP PWA NHP

COMACT
Talking - -.32** - .26* . =27
Reading -.53** - 43** - 35** . -.39**
Writing -.39** -.31** - 33** . -.36™*
Total - -.44%* - 39** - - 43**

SOCACT
Leisure - 42%* -.49** - A2** - -.29**
Formal -.40** -.24* 53** A40** - -.30**
Informal - - 42%* - 43%* 35%* - -.39**
Total - 47 - 47 - A49** - -.38**

Note: All non-significant correlations are omitted(and replaced by - )
Note:* Correlation significant, p < .0%2-tailed)

Note: ** Correlation significant, p < .012-tailed)



