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EN | Abstract

When conducting a speech and language therapy intervention study, one essential
focus is the evaluation of outcomes. The therapy itself and its actual delivery, often
discussed in the context of treatment fidelity (TF), are aspects which are mostly
carried out in the background. According to Cherney et al. (2013), however, TF is an
important component of any behavioural treatment study and should therefore be
investigated.

This article presents a study of TF embedded in a wider research project that
evaluates a new conversation-based therapy for people with agrammatic aphasia and
their conversation partners (Beckley et al.,2013; Beeke et al.,2011; Beeke et al.,2014).
The therapy is called Better Conversations with Aphasia (BCA). Using the concept of
TF, the degree to which BCA was delivered as planned can be measured. A pilot version
of a BCA-specific observational fidelity tool was developed, based on a conceptual
model of TF (Carroll et al.,2007), on practices reported in the TF literature and on the
generic therapy session plans.The results indicate that,in terms of adherence to the
therapy content, a high fidelity level (91.9 %) was reached for BCA.This article will
also report on the degree to which the therapist showed desired behaviour associated
with the delivery of BCA, and findings from an inter-rater reliability investigation of
the fidelity tool. It concludes with reflections on the importance and value of TF
investigations in speech and language therapy intervention.
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DE | Zusammenfassung

Die Evaluierung einer Therapiestudie besteht typischerweise aus der Messung des
tatsachlichen Therapieeffekts. Die Frage, inwieweit hierbei die urspriinglich vorgesehene
Therapie angewendet wurde (z.B.wie in einem Therapiemanual beschrieben), wird
hingegen oft vernachléssigt. In der englischsprachigen Literatur wird in diesem Zusam-
menhang haufig von dem Konzept der treatment fidelity (TF) gesprochen. Das Konzept
der TF wird nach Cherney et al. (2013) als eine wichtige Komponente einer verhaltensthe-
rapeutisch orientierten (Sprach-)Therapiestudie angesehen.

In diesem Artikel wird eine Studie vorgestellt, die in ein ibergreifendes Forschungs-
projekt (Beckley et al.,2013; Beeke et al.,2011; Beeke et al., 2014) eingebettet ist. Das Kon-
zept der TF wird auf eine konversationsorientierte Therapie (Better Converations with
Aphasia; BCA) fiir Menschen mit Agrammatismus und deren Konversationspartner
angewendet. Ziel ist es,den Grad der Konformitat mit der urspriinglich vorgesehenen
Therapie zu ermitteln. Hierzu wurde eine Pilotversion eines BCA-spezifischen Beobach-
tungsinstruments (fidelity tool) entwickelt, basierend auf einem speziellen TF-Modell
(Carroll et al.,2007), weiteren Methoden aus der TF-Literatur sowie BCA-spezifischen
Therapieplanen. Die Analyse der Videoaufnahmen von Therapiesitzungen mithilfe des
Beobachtungsinstruments zeigt einen fidelity score von 91,9 %, was laut Literatur auf
eine hohe Therapiekonformitéat hindeutet. Zudem werden Ergebnisse zu der Qualitat der
Therapietibermittlung vorgestellt sowie die Inter-rater Reliabilitat des fidelity tools
diskutiert. Insgesamt demonstriert diese Studie die Wichtigkeit und das Potential einer
fidelity Evaluation anhand der Anwendung des TF Konzepts auf die BCA Therapie.




Aphasia is traditionally defined as an acquired language
impairment resulting from a brain lesion in the lan-
guage dominant hemisphere (Papathanasiou, Coppens,
& Potagas, 2013). Generally, aphasia can be divided into
several subtypes characterised by typical symptom com-
plexes (Huber, Poeck, & Springer,2006). One of these sym-
ptom complexes consists of the use of simplified
syntactic structures, omission of morphology and few if
any verbs. Characterised by non-fluent speech produc-
tion, this symptom complex is known as agrammatism.
It will be the focus of this article.

Beeke et al. (2011) suggest that targeting the grammar of
everyday conversations may be more effective in impro-
ving the spontaneous speech of people with agramma-
tism than targeting decontextualised language (e.g. the
language used when describing pictures). Beeke, Wilkin-
son and Maxim (2007) demonstrated that the language

Partner Scheme) (McVicker, Parr, Pound, & Duchan,2009),
developed at Connect,the communication disability net-
work, in London, to train volunteers to converse with
PWA who experience social isolation (see also Swinburn,
McVicker, & Pearce-Willis, 2011). Another is «Supported
Conversation for adults with Aphasia» (SCA; Kagan,
1998a,1998b; Kagan & Gailey,1993),which also focuses on
conversation partner training.Table 1 shows an overview
of selected conversation-based therapy approaches for
aphasia.

It should be noted that the examples included in Table 1
do not exclusively target agrammatic speech and that
they are not intended to be a complete enumeration of
all existing conversation-based therapy approaches. For
the most part, studies using these programmes focus on
training the CP rather than the PWA (for a systematic re-
view, see Simmons-Mackie, Raymer, Armstrong, Holland,
& Cherney, 2010).

Table 1: Conversation-based therapy approaches for aphasia (chronologically ordered)

«Conversation Coaching>

<Communication Partners»

«Supported Conversation for adults with aphasia>

«Supporting Partners of People with Aphasia in Relationships and

Conversation»
<Conversation Partner Scheme»

<Partners van Afasiepatienten Conversatie Training> (Dutch
adaptation of SPPARC)

Swedish adaptation of SPPARC (conversation partner training)

output produced by speakers with agrammatism in eve-
ryday conversations is different to speech elicited by a
task-based language assessment, and they therefore sug-
gest that focusing therapy on elicited speech may be li-
miting generalisation.

Since the 1990s, researchers have developed and tested
various approaches that target aphasic conversation di-
rectly. So-called conversation-based (sometimes referred
to as interaction-focused or pragmatic-oriented) therapy
approaches focus on the conversation behaviour of con-
versation partners (CPs) of people with aphasia (PWA), or
the CP and the PWA as a couple,with the objective of en-
hancing daily, natural conversations, by practising the
use of conversation strategies (for a review, see Wilkin-
son & Wielaert, 2012). One example is the «Conversation

- Holland (1991, 1997)

- Lyon et al. (1997)

SCA Kagan (1998a, 1998b),
Kagan & Gailey (1993)

SPPARC Lock et al. (2001a)

- McVicker et al. (2009)

PACT Wielaert & Wilkinson (2012)

- Saldert, Backman, & Hartelius (2013)

Beeke and colleagues (Beckley et al., 2013; Beeke et al.,
2011; Beeke et al., 2014) have designed a conversation-
based therapy approach, called BCA, based on SPPARC
(Lock et al., 2001a). SPPARC is a conversation training
that applies a qualitative research method, called Con-
versation Analysis. It consists of three progressive main
steps: (1) to raise awareness of the broad idea of conver-
sation and conversation behaviour (such as «the aim of a
turn» or «overlapping talk) in relation to aphasia, (2) to
raise awareness of a CP’s own conversation behaviour,
and (3) to facilitate the identification and use of strate-
gies for change (e.g. waiting until the PWA’s turn is fini-
shed before speaking). The key techniques included in



the therapy (video feedback, role-play and conversation
activities) are based on a model of experiential learning
(Kolb,1984; see Beckley et al., 2013 for an overview). Seve-
ral studies found mostly qualitative indicators for
SPPARC’s efficacy (Burch, Wilkinson, & Lock, 2002; Lock
et al., 2001a, 2001b; Wilkinson, Bryan, Lock, & Sage, 2010)
and showed that changes in a CP’s behaviour could lead
to indirect changes in a PWA’s conversation. SPPARC is
designed to be delivered either in a group setting (that is,
a group of CPs) or with the PWA and the CP together as a
couple; either way, it focuses on directly changing the
CP’s conversation behaviour.

Table 2: Session goals of the BCA therapy programme

1 ..toraise the dyad’s overall awareness of
conversation.

2 ..toraise the dyad’s awareness of different
aims of turns.

3 ..toraise the dyad’s awareness of repair in
general AND to help the dyad to identify their
own patterns of repair.

4 ..toidentify patterns of turn building in the
PWA’s own conversation AND for the PWA to
select strategies for change and to experience
them within a structured task.

5 ..toidentify patterns of turn building in the
CP’s own conversation AND for the CP to select
and practice strategies for change.

6 ...to facilitate the identification and implemen-
tation of strategies for change in relation to
topic.

7 ..to facilitate the implementation of strategies
for change.

8 ...to support the dyad to implement strategies
for change.

BCA uses Kolb’s adult learning model (1984) as its basis,
as does SPPARC. However, Beeke and colleagues created
two significant changes from SPPARC in their BCA thera-
py programme. First, they focus on conversational dif-
ficulties resulting from agrammatism instead of aphasia
in general (Beeke et al., 2011). Secondly, in BCA, the PWA
is an active participant throughout all sessions. Instead
of solely targeting the CP (as is common in most of the
previous research in this area), BCA is designed to train a
PWA as well as their CP to use conversation strategies.
This was done in order to discover whether a PWA can
learn from conversation therapy (see Beckley et al.,2013).
This adaptation led to the creation of a therapy session
focused solely on strategies for the PWA (e.g. use of
gesture, key words, writing and drawing in a conversati-

onal turn), plus linked therapy handouts and activities.
BCA is designed as a programme of 8 weekly sessions of
around 1.5 hours in length taking place at the clients’
home (Beckley et al., 2013). The overall aim of BCA is to
educate the participants about the effects of agramma-
tism on conversation, and teach conversation strategies
to allow a PWA to produce more successful turns, which
should increase mutual understanding between a dyad
(i.e.a PWA and their frequent CP). The specific goals for
each BCA therapy session are illustrated in Table 2. The
therapy programme itself is freely available as part of an
e-learning package on UCLeXtend (https://extend.ucl.
ac.uk). The change in conversations associated with the
therapy is expected to be both quantitative and qualita-
tive in nature (Beeke et al., 2011).

In summary, conversation-based therapy programmes
such as CP training have become popular clinically. Yet
they can be regarded as complex interventions (Beeke et
al., 2014; Cherney et al., 2013), with interacting compo-
nents and individually variable outcomes. Thus, there is
a need to explore the delivery of therapy (see also Medi-
cal Research Council-guidelines: Craig et al.,2008), espe-
cially with regard to the research quality of an interven-
tion study. Cherney et al., 2013, in their paper about the
methodological quality of studies on CP training in
aphasia, speak of treatment fidelity (TF) as an important
element of a behavioural treatment study. This concept
will be explored next.

When building an evidence base for a new and complex
behavioural treatment - like BCA - researchers need to re-
port on the treatment itself (Craig et al., 2008) as well as
the therapy outcomes. In the context of designing, imple-
menting and evaluating treatments, one key element is TF
(Hennessey & Rumrill,2003),a measure of the reliability of
the provision of a treatment (Hinckley & Douglas, 2013).

Literature on the concept of TF has been published in dif-
ferent research areas, such as psychology, education and
medicine. Particularly in the last 20 to 30 years many re-
searchers have developed fidelity assessments (e.g. Bellg et
al.,2004; Carroll et al.,2007; Waltz,Addis, Koerner, & Jacob-
son,1993; Yeaton & Sechrest,1981).The literature discussed
in this article is predominantly from studies that investi-
gate aspects of TF from the field of psychology, where the
concept originated (Di Rezze, Law, Gorter, Eva, & Pollock,
2012), because this field has most in common with conver-
sation-based speech and language therapy. Compared to
this rich body of research, little literature on TF exists in
the area of speech and language therapy studies. This may



be because TF issues are usually reported in the context of
higher-level study designs such as randomised control tri-
als (see e.g.Godfrey,Chalder, Ridsdale,Seed, & Ogden,2007).
Such trials are difficult to design and execute in speech
and language therapy and are therefore relatively rare
(Cherney et al., 2013). Some papers, however, do report on
some aspects of TF (e.g. monitoring and documenting fide-
lity) especially when assessing complex speech and lan-
guage therapy interventions (see e.g. Adams, Lockton, Gai-
le, Earl, & Freed, 2012). Last year, Hinckley & Douglas (2013)
published the first review of the importance of TF and the
frequency with which it is reported in studies related to
aphasia treatment. This underlines the growing attention
to TF in the field.

TF is a term that encapsulates a concept originally known
as treatment integrity. It assesses whether a treatment or
therapy was delivered as intended (Hennessey & Rumurill,
2003).Other terms to describe TF are procedural reliability,
intervention fidelity, implementation fidelity, program-
(me) fidelity, treatment adherence process research and
therapist’s or clinician’s adherence or competence. This
range of terminology reflects variability in definitions of
TF and leads to confusion in terms of what exactly should
be measured when it is assessed (Nelson, Cordray, Hulle-
man, Darrow, & Sommer,2012). In this article, the term ITH
will be used consistently.

The specific term treatment fidelity was first employed by
Moncher and Prinz (1991). Lichstein, Riedel, and Grieve
(1994) added two aspects to previous definitions: receipt of
treatment (i.e. that the client understands and uses the
skills that are delivered) and enactment (i.e.that the client
implements these skills into daily life). This addition of
client-focused behaviour enlarges the traditional under-
standing of treatment integrity related to adherence
(Were all components of the therapy delivered?) and com-
petence (In what way has the therapy been delivered?).

Methods of measuring TF vary according to intervention
type (see e.g. Chan et al., 2004; Kiran & Thompson, 2003;
Lichstein et al., 1994). In general, TF measurement can
take place either once (e.g.at an initial stage of a new the-
rapy or at any point after implementation), or repeatedly
(Bond, Evans, Salyers, Williams, & Kim, 2000).

Fidelity measures also vary in their aims. For example, re-
searchers might aim to document adherence, or to discri-
minate treatments which share similarities, to synthesise
a body of research, or to identify core ingredients of a the-
rapy (e.g. specific treatment targets or therapeutic tech-
niques).

Common fidelity tools include direct observation, obser-
ver and self-report check-lists, indirect observation via vi-
deo and ratings by experts based on documentation data
(Kaderavek & Justice, 2010; Mowbray et al., 2003; Resnick
et al., 2005). Fidelity tools are easier to develop if «detailed
practice manuals» for a therapy exist (Bond et al., 2000:
P-78).

In order to investigate TF as precisely as possible, many
researchers use a multidimensional approach to fidelity,
including structural elements (adherence to the therapy
programme) and procedural aspects (quality of the delive-
ry,emotional climate in a session, therapy principles) (e.g.
Hasson, Blomberg, & Dunér, 2012; Odom et al.,2010).

The study presented in this article is underpinned by
benchmarks in relation to fidelity procedures, synthesised
from the TF literature (see Table 3).

The framework created by Carroll et al. (2007) is useful for
integrating TF into the research process and describing
the ingredients and potential influencing aspects of TF
(Hasson, 2010). This so-called Implementation Fidelity
Framework (IFF), presented in Figure 1,includes traditio-
nal components of TF (e.g.adherence to therapy content)
as well as so-called moderating factors, which are expec-

Table 3: Summary of suggested benchmarks in relation to fidelity procedures (based on a synthesis of TF literature)

Amount of therapy sessions to be checked?

Type of rating scale used in order to conduct a fidelity check?
Characteristics of rater(s)?

<High> fidelity level?

Amount of sessions to be checked by a second rater?
Acceptable level for inter-rater percentage agreement?

Computing inter-rater reliability (IRR) of a fidelity tool?

15% - 40%, randomly selected

Likert-type scale or occurrence/non-occurrence
Trained, independent, familiar with the intervention
80% and above

10-30%

70% and above

Intra-class correlation, Kappa



ted to influence the degree of overall TF. It served as a
foundation for the present study. The IFF components
will now be outlined.

According to the IFF, the core of TF is adherence, with
subcategories content, coverage, frequency and duration.
The assessment of adherence involves ascertaining whe-
ther the main elements of an intervention have been im-
plemented as intended and if the participants received
these elements as often and for as long as designed by
the developers of a therapy.Adherence may be affected by
moderating factors. Potential moderating factors include
the complexity of the intervention, facilitation strate-
gies such as training of therapists or preparation of a
manual, the quality of therapy delivery and participant
responsiveness.

The link between TF and therapy outcomes is visualised
with the help of a broken line (see Figure 1). This indica-
tes that the relationship between a treatment and its
outcomes is external to TF, although,according to Carroll
et al. (2007), the degree of TF can in theory affect the out-
comes.

The notation «identification of «essentialh components»
(see Figure 1) implies that the aspect of programme diffe-
rentiation in the model, other than suggested in the lite-
rature (e.g. Moncher & Prinz,1991),is regarded as separa-
te from TFE.

Potential moderating factors

ue -
Participant responsiveness

Adherence
content
coverage
Treatment EE—— frequency

d“i‘“‘ I

Evaluation

l

Identification of
“essential” components

.. ‘ Outcomes

Evaluation
of TF

Figure 1: IFF (adapted from Carroll et al., 2007: p.4)

As outlined above, the evaluation of TF is an important
part of the methodological quality of a study targeting
behaviour change. With regard to future investigations
of conversation-based therapy approaches, it is therefore
necessary to develop adequate tools to measure TF.

A multidimensional fidelity tool was designed, based on
the first author’s review of the TF literature, with the in-
tention of capturing as complete a representation of TF
as possible for the research project evaluating BCA. The

IFF (Carroll et al., 2007) served as a conceptual model in

developing the following research questions:

1. To what degree were the planned components of the
BCA therapy programme delivered to the partici-
pants of the main research project? [adherence]

2. Towhat degree did the behaviour of the therapist re-
flect desired BCA intervention principles? [therapy
delivery]

The data for this study stem from a research project
(Beeke et al.,2011) executed at University College London
(UCL) in which the effectiveness of the BCA therapy pro-
gramme was tested. The study design of that project
comprised a case series evaluation (for details see Beck-
ley et al., 2013).

Participants were recruited for the main project from
speech and language therapists working in the National
Health Service, aphasia support groups, private speech
and language therapists and university aphasia clinics.
Seven dyads from the main project,in each case one per-
son classified as having agrammatic aphasia and his or
her significant other (spouse or family member), were
analysed in the present study. All people with aphasia
(PWA) had had a left hemisphere stroke at least 6 months
prior to involvement in the project. They were classified
as agrammatic according to their spoken output in con-
versation with the research speech and language thera-
pist (SLT) and from their verbal description of the Cookie
Theft picture from the Boston Diagnostic Aphasia Exa-
mination (BDAE, Goodglass & Kaplan, 2001). All partici-
pants were English native speakers. Each dyad was trea-
ted by the same research SLT, who had more than 10
years of clinical experience. PWA consisted of 3 females
and 4 males (time since stroke @ 40 + 16 months, age @ 56
+ 10 years, age left education @ 18 + 2 years) and their 7
CPs (5 females, 2 males).

During the main research project, each therapy session
was videotaped using a Panasonic digital video camera.
The dyad and the SLT are clearly visible on screen. Data
analysed here consist of a randomly selected sample of
25% of all videotaped therapy sessions (N=14; two ses-
sions out of 8 for each of 7 dyads), equating to a total of
17.3 hours of data. In addition, written notes by the re-
search SLT were consulted for information on the actual
content of individual sessions. Data were collated retros-
pectively allowing TF to be studied independently.



The generic BCA session plans were used to construct a
fidelity tool since a BCA manual has yet to be developed.

A pilot fidelity tool was devised, covering the IFF (Carroll
et al., 2007) components of adherence, with subcompo-
nents content and dose, and potential moderating fac-
tors. As the essential components of BCA, i.e. those that
are expected to create therapeutic change,are not known
yet, fidelity to each component of the therapy program-
me,was examined (Carroll et al.,2007).The tool consisted
of a «procedural> section, created to carry out the main
fidelity check, a «qualitative) section, to analyse therapy
delivery, and a «client-focused> section, to capture parti-
cipant responsiveness (i.e. opinions of the clients ex-
pressed during a therapy session). The procedural and
qualitative sections will now be described in more detail,
because the present article focuses on adherence to the-
rapy content and therapy delivery. Therefore, the client-
focused section stays in the background of the present
article.

4.3.1 Procedural section

The items included in the procedural section of the tool
were based on the a priori constructed generic session
plans that exist for each session, i.e. they were specific to
the activities and materials of BCA therapy (e.g.<The the-
rapist showed a video example of a successful conversa-
tion repain).They were therapist-oriented (following the
recommendations by Hogue et al., 1996 to rate only the-
rapist behaviour when assessing adherence).The section
was designed to enable an external rater to fill it in on
observation of therapy videos. Almost all of the items
identified adherence, but some items were expected to
indicate both adherence and quality of delivery (e.g.
when the therapist leads a discussion with the dyad).
The three-point Likert-type rating scale that was applied
to the procedural section distinguished between therapy
content that was fully, partly or not delivered as planned
(1=fully delivered; 0.5=partly delivered; 0=not delivered).
This permitted a rater to record items that were not fully
delivered (e.g. because of a certain participant reaction),
and so the interactive nature of the therapy was captu-
red.

4.3.2 Qualitative section

With regard to the present study, it is important to know
which therapist skills are associated with the delivery of
BCA. A list of principles reflecting desired therapist be-
haviour was created from the SPPARC manual and the
adaptations made for BCA.Thus, ideally, the therapist:

» supplies individualised advice (based on analyses of

conversation between the PWA and the CP)

 guides the dyad to make their own choices

» focuses both on the PWA and on the CP, so that the
PWA and the CP have equal roles during the session

« avoids making judgments about what conversation
patterns the dyad should retain or change

e uses active listening skills

o gives skilful summaries of what has been said

» expresses warmth and empathy towards the dyad

 affirms and encourages the dyad

These fundamental principles were listed for rating in
the qualitative section of the tool. Following Chan et al.
(2004), the rating scale used distinguishes between the-
rapist behaviour which the rater observes not at all (0),
occasionally (0.5) or most of the time (1).

Another aspect that was included in the qualitative part
of the fidelity tool was whether the overall aim of the ses-
sion was judged to be met. A statement for each session
(e.g.session 2: «The overall aim of the session, to raise the
dyad’s awareness of different aims of turns, was achie-
ved>) was listed in order to be rated with 0 (I don’t agree),
0.5 (I partly agree) or 1 (I fully agree).

A mixed-methods approach was conducted in order to
answer the research questions. Guided by the IFF (Carroll
et al., 2007), data concerning adherence and potential
moderating factors were obtained via observation of the
video-recorded therapy sessions by the first author of the
present article. Additionally, secondary data sources (an
email survey and document analyses such as notes on
individual session plans or dates on video tapes) were
conducted in order to examine aspects of TF. A second
rater (a speech and language therapy graduate of UCL al-
ready familiar with the main research project) observed
and rated 20 % of the sessions coded by the first author
(N=3) in order to investigate inter-rater reliability (IRR)
of the procedural and the qualitative sections of the fide-
lity tool. The aim was to uncover whether the fidelity tool
can be reliably implemented by different independent
raters in the same way using the same video samples.

The IRR analysis revealed that the overall percentage
agreement of the procedural and qualitative section was
similar (86.8 % and 87.5 % respectively), but higher varia-
bility was evident in the qualitative section of the fideli-
ty tool. More detailed results regarding IRR are summa-
rised in Appendix 1.



«To what degree were the planned components of the
BCA therapy programme delivered to the participants of
the main research project?

Here the focus is what Carroll et al. (2007) in their model
refer to as «content>. Across the sample of 14 sessions, the
overall number of observations (i.e. items / therapy acti-
vities) was 232. Numbers of planned activities (e.g. tal-
king through a specific handout) varied across each of
the sessions. It was not possible to carry out the fidelity
check on session N° 8 for dyad N° 3, because there were
technical problems with the video recording, and the
handwritten session notes by the SLT did not include
enough information on the missing items to complete
the ratings. The data for this session were therefore re-
moved from further analysis.

The results of the ratings for the procedural section of
the fidelity tool are shown in Table 4. The mean number
of observations per dyad was 32 (SD=9.7) with a range
between 18 for dyad N° 3 (session 5) and 41 for dyad N° 1
(sessions 4 and 6). Per session across all dyads, the mean
number of observations was 18 (SD=5.2; range: 5-25).

The final data include a total of 227 observations over 13
sessions which would allow a maximum overall fidelity
score of 227. The achieved score given by the rater is 208.
This represents 91.9% (SD=3.9), i.e. the overall fidelity
score across all dyads related to the IFF subcategory «con-

Table 4: Dyad-specific fidelity scores and overall fidelity score

Actual score
i
Mepcimum score

1 4 41 375 91.5
6

2 2 38 35.5 93.4
3

3 5 18 17.5 97.2

4 1 39 35 89.7
6

5 7 19 17 89.5
8

6 3 36 34.5 95.8
4

7 3 36 31 86.1
4

Total 227 208

Mean 32.4 29.7 91.9

Standard deviation | 9.7 8.7 3.9

tent» is 91.9 %, based on an analysis of 23 % of the 56 the-
rapy sessions.

A closer inspection of the dyad-specific fidelity scores
reveals four of these are above 90 % (for dyads N° 1, 2,3
and 6).For two dyads, the scores lie just below 90 % (dyads
N° 4 and 5).The fidelity score for dyad N° 7 is the lowest at
86.1%. It must be kept in mind that the scores of the dy-
ads are based on different numbers of observations, as
these varied between sessions.

Averaged across sessions and dyads, 88.5% of the items
were given a rating of 1 (fully delivered, N=201), 6.2 % of
the ratings indicated partial adherence (corresponding
to a rating of 0.5,N=14) and 5.3 % of the items were given
a rating of 0 (not delivered, N=12).

«To what degree did the behaviour of the therapist reflect
desired BCA intervention principles?

The results for the qualitative section of the fidelity tool
are reported in Table 5. Here the focus is what Carroll et
al. (2007) refer to as «quality of delivery».

Again, session N° 8 for dyad N° 3 was removed from the
analysis (see section 5.1). The results of the TF check for
the qualitative section, based on the remaining 13 ses-
sions, show scores near ceiling: They range between 90 %
(dyad N° 7) and 100% (dyads N° 3, 4 and 5). Overall, the
degree to which desired therapist behaviour was present
was 96.7% (SD=4.1).

Table 5: Dyad-specific quality scores and overall quality score

Actual score
e L4
Macimum score

1 4 19 17.5 921
6

2 2 19 18.5 97.4
3

3 5 10 10 100

4 1 16 16 100
6

5 7 16 16 100
8

6 3 20 19.5 97.5
4

7 3 20 18 90.0
4

Mean 171 16.5 96.7

Standard deviation | 3.6 3.1 4.1



The frequency with which each item was rated with 0
(not at all), 0.5 (occasionally) or 1 (most of the time) can
be found in Figure 2. The item «The therapist avoided
judgements about what conversation patterns the dyad
should retain or change» was most frequently rated at 0.5
compared to other items. No single item in the fidelity
check, however, was rated at 0. Thus, for this section of
the TF tool, Likert-scaling turned into a binary rating
system. The most consistently rated qualitative items
were «The therapist used active listening skills», «The
therapist gave skilful summaries of what has been said»,
«The therapist expressed warmth and empathy towards
the dyad» and «The therapist affirmed and encouraged
the dyad», each of which reached the maximum score of
13 across all observations.

The therapist used active listening skills, |
The therapist gave skilful sumimatics of what has been said. |

The therapist expressed warmih and empathy towards the 1

dyad.,

The therapist affirmed and encouraged the dyad. 1

The therapist guided the dyad to make their own choices. { o oml
T :
| "5
The therapist focused both on the PWA and on tle CP, s

that the PWA and the CP had equal roles during the session. [ TN PN =0

The therapist avoided judgments about what conversation = N/A

paterns the dyad should retain or change. v]

The therapist supplied individuatised advice |
[

Overall session aim 2 |

6

!
¢ 1 2 3 4 5 6 T B %000 0213

Overall session aim 1

Figure 2: Frequency of ratings (O=not at all; 0.5=occasionally;
1=most of the time) of therapist behaviour across the observed ses-
sions (N=13); N/A=not applicable

Across the observed therapy sessions, fidelity to the ses-
sion plans (score: 91.9 %) can be regarded as high, accor-
ding to the published TF literature. This indicates that
BCA therapy delivery was consistent with the prototype
therapy as designed by the main project team.It is there-
fore likely that the so-called active ingredients of BCA
therapy have been delivered with high fidelity, although
further research is necessary in order to identify these.

Averaged across all observed sessions, the percentages of
items that were given a rating of 1 (88.5%),0.5(6.2%) and
0 (5.3%) are similar to or better than the results reported
in previous literature. For example, Lewinsohn et al.
(1990) stated that 78 % of items were given a rating of 2
(corresponding to a rating of 1 in the present study), 17 %
a rating of 1 (corresponding to 0.5) and 5% of the ratings
indicated no compliance. However, it is important to
keep in mind that the design of the study by Lewinsohn
et al. (ibid.), the nature of the intervention and the small

number of items in the fidelity tool (11) differ from the
current investigation.

Dyad N°7 showed a lower individual fidelity score (86.1%)
compared to the other six dyads (89.5% and above). This
score can be explained by the relatively high proportion
of 0 and 0.5 ratings given to items observed. This shows
that even when only one experienced therapist is delive-
ring an intervention (which can be described as an «ideal
situation», according to Hennessey & Rumrill, 2003:p.
124), there appears to be a certain amount of variety in
therapy delivery. Moreover, it shows that a fidelity evalu-
ation can serve as a tool to uncover certain participants
for which therapy was delivered in a different way com-
pared to the majority. It also points to the importance of
measuring fidelity when there is more than one thera-
pist delivering an intervention. In this regard, it is im-
portant to provide appropriate training to all therapists
and use strategies such as supervision or a detailed ma-
nual in order to ensure that each therapist delivers the
planned therapy.

One issue worth noting in this study is the selected sam-
ple. Interpretations have to be handled with caution be-
cause it could be argued that the final sample (23 % of all
sessions) is not representative of the whole therapeutic
process, although guidelines from the TF literature con-
cerning the amount of therapy sessions to check were
followed. Also, each dyad-specific fidelity score is based
on a different number of observations, depending on the
individual sessions checked.

The BCA therapy can be described as highly interactive,
which is why some constituents of the procedural sec-
tion of the fidelity tool are worded in a rather open way
(e.g. «The therapist had a discussion with the dyad on
how aphasia affects conversations»). The data reveal that
a relatively high percentage of the 0.5-ratings given by
rater 1 (corresponding to «partly delivered») consisted of
items belonging to the major domain of having a discus-
sion. This could be a sign of problems for the rater with
the definition of these items (the issue of specificity of
treatment components is also discussed in Whyte &
Hart, 2003). This issue could be further examined in the
future, for example, by assessing the degree of complexi-
ty of the BCA therapy (e.g. with the help of a survey for
experts in the specific therapy approach, see also Carroll
et al.,2007) or by rewording or concretising these items.
A general issue in the context of the procedural section
of the fidelity tool is the influence which each of the pro-
cedural items has on the overall fidelity score. As each
single element from the generic session plans was inclu-
ded, there is no variation in their weight related to the
overall fidelity score (i.e. each item is equally weighted).
By including an estimate of the therapeutic potency of
each item, hypothesised active ingredients could be in-



vestigated for their potential to influence fidelity more
than elements which might be regarded as less impor-
tant. In general, future research should aim to develop a
shorter fidelity tool reflecting the most important as-
pects of the BCA therapy approach.

Items in the qualitative section of the fidelity tool are an
attempt to describe desired therapist behaviour associa-
ted with the delivery of the BCA therapy. However, it is
important to acknowledge the complexity of this aspect
of TE. High quality scores (ranging from 90% to 100 %)
were found for the seven dyads using a 3-point Likert
scale. This ceiling effect could theoretically reflect rater
bias. Consequently, it could be advantageous to use a
5-point Likert scale. This may lead to a higher degree of
differentiation in the rating of desired therapist behav-
iour. Another possibility would be to create clear defini-
tions and examples that correspond to the 0, 0.5 or 1-ra-
tings for each qualitative item, to clarify how to use the
scale. Furthermore, the challenge for future investiga-
tions is to consider whether there are additional behav-
iours (not currently listed in the TF tool) that are key to
competent BCA therapy delivery. One possible skill rela-
tes to the ability to select appropriate positive and nega-
tive samples of conversation to show a dyad during the-
rapy, as this underpins a vital component of the
intervention - the identification of facilitator and barrier
conversation behaviours to target in therapy. As yet uni-
dentified aspects of therapy delivery such as this might
also have an impact on future studies where more than
one therapist is delivering BCA therapy. This highlights
the need for comprehensive SLT training when prepa-
ring for a reliable delivery of the BCA therapy. One re-
source that begins to answer such a need can be found at
https://extend.ucl.ac.uk, a free e-learning resource based
around BCA to help SLTs to plan, carry out and evaluate
conversation therapy.

The qualitative item which was most frequently rated
with a score of 0.5 was «The therapist avoided making
judgments about what conversation patterns the dyad
should retain or change». This suggests that the thera-
pist showed the desired behaviour only <occasionally».
On the other hand, the coding of this item might reflect
the suitability of the clients for the intervention, since it
is important in the therapeutic exchange for the thera-
pist to react to client behaviour. For example, if a client is
not able to choose what conversation strategy to work
on, as a consequence the therapist is more likely to have
to judge herself which patterns or strategies should be
changed or retained.

The fidelity and therapy delivery levels for BCA therapy
reported here can be regarded as high,whilst at the same
time reflecting a certain amount of flexibility in therapy
delivery,which is likely to be desirable for such an inter-
active therapy approach. These findings contribute to
the group outcomes of the main research project by pro-
viding evidence that each of the seven dyads received
the BCA therapy as originally planned. This study under-
lines the growing prominence of TF in the field of speech
and language therapy, especially with regard to ensuring
the methodological quality of research reports. However,
valid fidelity tools need to be created for speech and lan-
guage interventions, of which conversation-based thera-
py approaches represent one example. In conclusion,
this study has demonstrated the multifaceted nature of
TF, and its importance and value for the evaluation of a
complex speech and language intervention for aphasia.

This article presents selected findings from the first
author’s Master’s thesis in the programme «Sprachthera-
pie> (Speech and Language Therapy) at the University of
Munich. The thesis is available at http://nbn-resolving.
de/urn/resolver.pl?urn=nbn:de:bvb:19-epub-17910-9. The
Master’s project was embedded in a research project at
University College London which was funded by a Stroke
Association project grant (TSA 2007/05, 2008-2011) and
approved by Cambridgeshire 1 Research Ethics Commit-
tee (project-ID: 08/H0304/40). We want to thank all the
dyads who participated in the main project. Further-
more, special thanks go to Jo Barclay,who volunteered to
be rater 2 for the investigation of inter-rater reliability of
the fidelity tool, and to Prof Wolfram Ziegler for his ad-
vice and supervision.

Inter-rater reliability of the independent ratings for the procedural
and the qualitative section of the fidelity tool averaged across the
three sessions observed by both raters

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

content)

Qualitative section | 87.5% 62.5- .258 (poor)?
(therapy delivery) 100%

®This ICC value is not an average but reflects the ICC of one session,
session N° 4 for dyad N°7 (there was a lack of variability in the raw
data of the other two sessions so that ICC could not be calculated
for all of the three sessions).
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IRR was examined for the pairs of dual-rated video-re-
corded therapy sessions. Both percentage agreement and
an intra-class correlation (ICC; two-way random, consis-
tency, single-measures; Shrout & Fleiss, 1979) were per-
formed, the latter to correct for chance agreement (Hall-
gren,2012).The table below summarises the results of the
IRR investigation. The overall percentage agreement of
both sections of the fidelity tool is similar, but the range

SSN 1664-8595

indicates higher variability in the qualitative section.
Averaged across rated sessions, ICC values indicate good
agreement across raters for the procedural section, but
poor agreement for the qualitative section. The latter
could be due to the fact that percentage agreement for
the specific session which built the foundation for this
ICC value of .258 was only 62.5 %.

Contact | Heilemann, Claudia; UCL Division of Psychology and Language Sciences Chandler House 2 Wakefield Street

London WC1N 1PF UK; c.heilemann@ucl.ac.uk
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