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both quantitative and easy to understand.

The wave of health care accountability
prompted ASHA to seek funding for a
project to develop a functional measure
specific for communication, In 1992, a 3-
year field-initiated grant from the US.
Department of Education’s National Insti-
tute on Disability and Rehabilitation
Research (NIDRR) was awarded to devel-
op and validate the ASHA Functional
Assessment of Communication Skills for
Adults (ASHA FACS).

The ASHA FACS is a measure of com-
munication disability. It is a measure of
neither impairment nor handicap. Itis a
“generalist” measure of communication
and does not possess exclusivity or cap-
ture the level of detail sought by many
specialists in the field for targeted
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populations with communication
disorders. It also does not, in its current
form, measure the functional conse-
quences of dysphagia. There was mixed
peer review in this area, with some
believing that such a measure could
lead to misdiagnoses and faulty treat-
ment. However, the ASHA FACS is an
outcome measure in a class of assess-
ment tools that has the attention of
policy makers and payers alike.

Although it is not intended to replace
what exists or fill all the gaps in communi-
cation disability measurement, it is hoped
that the ASHA FACS can make an impor-
tant contribution to the field, providing
practitioners with a reliable, valid, and
practical tool for assessing functional
communication.

rld Health

Organization’s (WHO's) International
Classification of Impairment, Disability,
and Handicap (see box below), We want-
ed to develop a measure of disability that
would measure how specific speech, lan-
guage, hearing, and/or cognitive deficits
affect the performance of daily life activi-
ties. These activities include understand-
ing television and radio, responding in an
emergency, and using a calendar.

We wanted our assessment domains to
shift from the general areas of verbal
expression, speech intelligibility, and
auditory comprehension to these four
areas: social communication; communi-
cation of basic needs; daily planning; and
reading, writing, and number concepts.

This measure would not replace but
supplement more traditional diagnostic
measures (measures of impairment)
designed for differential diagnosis and
identification of specific deficits. Also, it
would supplement measures of handicap
devised to assess the psychosocial and
vocational effects of an impairment or
disability.

An advisory group funded by the
National Institute on Child Health and
Human Development of the National
Institutes of Health formulated our defini-
tion of functional communication: “The
ability to receive or convey a message,
regardless of the mode, to communicate
effectively and independently in natural
environments.”

This definition
# recognizes the importance of communi-

cation in natural (as opposed to clinical)

contexts;

# accepts wholly that functional commu-
nication can occur in various ways,
including verbal and nonverbal, or by
using a device or system;

# emphasizes independence as well as
effectiveness of communication.

These features formed the foundation of

our rating system.



+ Although ASHA FACS is currently being tested with twe client populations, we
believe that the measure will be applicable to other populations with com-
munication disorders. Contingent on outside funding, refinements to the
measure may occur.

+ The project has received considerable attention in other English-speaking
countries. Project staff are currently seeking additional grant funds both to
continue validation with other populations with communication disorders
and multicultural groups, and to determine its usefulness in other countries
{Australia, Canada, England, Ireland, New Zealand, Scotland, and South
Africa).

+ Discussions are underway by the ASHA Task Force on Treatment Outcome
and Cost Effectiveness to incorporate the ASHA FACS as one component of a
national database on client outcomes.

Field Test Sites

Audie L. Murphy Memorial Vieterans
Hospital, San Antonia, TX

Carondelet Rebabilitation Services of
Arizona, Tucson, AZ

The Gaylord Hospital, Wallingford, CT
Great Lokes Regional Rehabilitation
Hospital, Southfield, mi
Harborview Medical Center, Seatfls, WA
Mississippi Methodis! Rehabilitafion Cener,
Jockson, MS

Moss Rehabilitation Hospital, Philadelphia, PA
Raoncho Los Amigos Medical Center,
Downey, CA

Touro Rehobilitation Cenler, Mew Orleans, LA
University of Washington Medicol Center,
Seattle, Wi

Veterony Affoin Hospital, Hines, (L
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The Measure

The ASHA FACS (field test version)
consists of 44 items within the above
assessment domains (see box below).
These items are rated after observing func-
tional communication on two scales: a 7-
point Scale of Communicative Indepen-
dence and a 5-point Scale of Qualitative
Dimensions of Communication. The first
scale assesses the level of independence,
and the second scale assesses the nature of
the functional deficit.

We chose an observation format on the
basis of clinician preference. The observa-
tion format requires familiarity with a client
prior to rating his/her communication.
Clinicians may solicit the judgments of oth-
ers, including family members and other
caregivers more familiar with the client, to
augment the clinician’s observations.

Once the measure is administered,
assessment domain mean scores and total
mean scores can be calculated for both
communicative independence and quali-
tative dimensions of communication,
These scores can also be plotted on a graph

to display performance over time. There
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are graphic symbols for plotting scores to
distinguish among admission, interim,
discharge, and follow-up assessment. Cal-
culation of standard scores also will be a
feature of scoring,

Pilot Study Resulits

The pilot study was conducted to collect
preliminary data on reliability and validi-
ty, and to determine the usability of the
measure.

A total of 58 subjects participated in Pilot
Test 1L Pilot sites included the National
Rehabilitation Hospital (Washington, DC),
Northwestern University (Evanston, IL),
Rancho Los Amigos Medical Center
(Downey, CA), University of Arizona (Tuc-
son, AZ), and Veterans Affairs Hospital
(Hines, IL).

Subjects had either cognitive/communi-
cation disorders resulting from traumatic
brain injury (TBI) (N=26) or aphasia result-
ing from left hemisphere stroke (N=32).
Each was categorized into a severity
group—mild/moderate or moderate/
severe—using the Aphasia Quotient (AQ)
on the Western Aphasia Battery (WAB) for

subjects with stroke, or the Severity Score
on the Scales of Cognitive Ability for
Traumatic Brain Injury (SCATBI).

Reliability

Inter- and intra-rater reliability were
measured by computing Pearson correla-
tion coefficients. Data revealed that assess-
ment domain scores were comparable
between raters on a given subject (ranging
from .75 to .89 with a mean correlation of
B2). Inter-rater reliability for the overall
score resulted in a mean correlation of .90,
Intra-rater reliability (scoring consistency
between two administrations by the same
rater) ranged from correlations of .96 to 99
for domain scores, with the mean
correlation between overall scores at .99,

External Validity

External validation testing supported
the hypothesis that the ASHA FACS
would have moderately high correlations
with other measures of language and cog-
nition (i.e., WAB, SCATBI, Functional
Independence Measure and Rancho Los
Amigos Levels of Cognitive Functioning).




We based our hypothesis on the premise
that functional communication depends
on underlying language and cognitive
skills. Because functional measures assess
the consequences of language and cogni-
tive deficits on daily life activities (rather
than assessing the impairment itself), only
moderate correlations were found.

internal Validity

We hypothesized that item scores would
correlate highly with the domains to
which they were assigned, and that overall
scores would be highest among the
mild /moderate subject severity groups.
Furthermore, we anticipated that the two
impairment groups would profile differ-
ently on the basis of their assessment
domain scores,

Maost item scores correlated with the
assessment  domain to which they

belonged. Most item scores and all
domain scores correlated with the overall
score, Those items with low correlations
{<.70) either were moved to another
assgssment domain or deleted from the
measure. Some assessment domains also
were eliminated or merged. The domair

of Telephone Use was eliminated and
related items were moved to the domains

of Social Communication, Comm

tion of Basic Needs, and Daily Flannmg.
Also, we merged the separate domains of

reading, writing, and number concepts

into one domain,
Overall scores did distinguish betwes
mild/moderate and moderate /severe sub~
ject groups. In addition, with the exception
of the Daily Planning assessment domain,
the mean domain scores of the TBI subjects
were systematically higher than the mean
domain scores for the stroke group. Thus,

the ASHA FACS is thought to be sensitive
to behavioral differences between the two

impairment groups.

Field Testing
Underway
Field testing of the ASHA FACS is
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reported that the
ASHA FACS was
easy and guick to

administer.
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presently underway. Data are being
collected to determine external, internal,
and social validity (by correlating the
ASHA FACS domain scores and total
scor¢ with a Rating of Communicative
Effectiveness by a family member/care-
giver); inter- and intra-rater reliability;
and usability. We are making a special
effort to study the effects of severity of
impairment (mild, moderate, and
severe), multicultural background, age,
education, and gender on ASHA FACS
performance. Subjects representing five
distinct groups (African American, Asian
American, Caucasian, Hispanic, and
Native American) are being recruited to
participate in the study.

Data collection ended in January 1995,
Currently ASHA FACS data are being
analyzed by staff from The Psychological

Corporation and project staff. Needed
modifications will be made and the mea-
sure prepared for publication. Expected
availability of the ASHA FACS (both
paper and pencil and automated versions)
is summer 1995,

Project Update is the newsletter of the
ASHA FACS project. Contact Cheryl (CB)
Wohl or Carol Frattali at the ASHA
National Office, (301) 897-5700, for a copy,
or for additional information related to the
pilot study. @
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