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ABSTRACT 

 The purpose of this study was to determine if a scoring rubric developed by the 

investigator could differentiate scores on the Drawing Assessment Protocol (DAP) (Alarcon, 

2007) for persons with aphasia and for persons with no history of the specific language disorder.  

From these scores, the study also sought to explore whether adults with aphasia perform 

differently on the DAP compared to adults with no history of acquired brain injury.  Additionally, 

the study was designed to investigate possible performance correlations between how adults with 

aphasia perform on DAP and to the drawing section of the Western Aphasia Battery-Revised 

(WAB-R) (Kertesz, 2006). 

 Eight dyads containing six adults with aphasia and their communication partners as well 

as two dyads with no history of aphasia participated in the study.  The two dyads with no history 

of aphasia were age and gender matched with two dyads in the aphasia group.  The investigator 

obtained data from the administration of the drawing section of the WAB-R and DAP.   The 

investigator rated the DAP drawings on the following measures:  clarity, completeness, 

recognizability, and willingness to draw based the scoring rubric designed for this study. 

 Scoring differentiation trends between the aphasia group and typical group indicated that 

the suggested rubric may be a beneficial scoring tool for the DAP.   Parallels in scores between 

the WAB-R and DAP further supports this indication.  Findings from this study warrant the use 

of the DAP and rubric with a larger pool of participants with aphasia in both research and 

clinical settings.  Revisions to the recognizability measure should be made to help further 

differentiate scores along that measure.   
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CHAPTER I

Introduction 

Aphasia 

 Each year approximately 80,000 people acquire aphasia after a stroke (NIDCD 

Information Clearinghouse, 2008).  Comparatively, this occurrence rate is higher than 

Parkinson’s disease, cerebral palsy or muscular dystrophy.  Incidents such as cerebral tumors, 

degenerative dementias and other neurological diseases may also be probable causes for the 

onset of aphasia.  Aphasia is caused by the dysfunction in regions of the brain where language 

comprehension, formulation, or both occurs. Oftentimes, the cause of the aphasia will represent 

damage in key areas in the brain where these functions are initiated or executed.   

 The challenge for researchers of aphasia and clinicians treating clients with aphasia is the 

fact that communicating with these patients may not always work best through traditional means 

such as speaking, reading or writing.  To investigate effective therapeutic options, researchers 

such as Lyon and Helm-Estabrooks (1987) spearheaded efforts investigating the implications of 

incorporating communicative drawing into speech and language therapy for persons with aphasia.  

As a result of their work, communicative drawing as a form of alternative and augmentative 

communication was investigated through a number of research studies in the 1980s, 1990s and 

2000s such as Pillon et al. (1980), Gardner & Winner (1981), Trupe (1986), Swindell et al. 

(1988), Lyon (1995), Helm-Estabrooks & Albert (2003) and Lasker (2008).  Communicative 

drawing may help some clients who are restricted expressively because of aphasia. 

  The purpose of this study was to obtain insights into the Drawing Assessment Protocol- 

an informal assessment recommended for individuals who may benefit from using drawing as a 

method to communicate.  Primarily, the study sought to investigate whether adults with aphasia 
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perform differently than typical adults on the Drawing Assessment Protocol (DAP).  If the 

groups perform differently, how might the groups differ in abilities using drawing to 

communicate?   And, would the Drawing Assessment Protocol have potential to be a widely used 

tool to assess the potential of incorporating drawing as a means for persons with aphasia to 

communicate?  
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CHAPTER II 

Review of the Literature 

Overview of aphasia 

 Aphasia, as defined by the Diagnostic and Statistical Manual of Mental Disorders (DSM) 

IV-TR: Handbook of Differential Diagnosis (First, Frances, & Pincus, 2002), is an impairment 

caused by an injury or disease of the brain affecting the understanding or communication of 

ideas using language.  In contrast to dementia, aphasia does not cause a disorder of perception or 

loss in lexical representation.  According to Brookshire (2007), aphasia deficits are related to 

specific areas of the brain that were affected by the brain injury.  Major deficits may include the 

person’s ability to understand spoken words, understand printed materials, generate spontaneous 

speech, generate a repeated utterance, read aloud, write, or accurately follow spoken commands.  

Depending on the combination and prevalence of these deficits, a person could be diagnosed 

with a particular type of aphasia syndrome.   

 Types of aphasia. 

 Broca’s aphasia, Wernicke’s aphasia and global aphasia are three of the most common 

types of aphasia (Brookshire, 2007). Persons with Broca’s aphasia have nonfluent speech 

patterns where words are separated by long pauses or might be misarticulated.  According to 

Goodglass and Stuss (1979), patients with Broca’s aphasia might benefit from phonemic cueing 

because of a proposed breakdown in the phonological information needed to articulate words. In 

addition, the lack of adverbs, conjunctions, prepositions and articles may make speech sound 

telegraphic.  Wernicke’s aphasia, on the other hand, is characterized by a marked inability to 

comprehend spoken words or written materials.  Unlike persons with Broca’s aphasia, persons 

with Wernicke’s aphasia are fluent in their speech patterns but may unknowingly replace an 
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intended word with a verbal paraphasia or neologism (e.g., verbalizing “cat” when the intended 

word is “dog” or verbalizing a nonsense word).  In contrast, persons who exhibit difficulties with 

answering yes/no questions, reading words, and who have limited verbal speech are typically 

diagnosed with global aphasia.  All aphasia types are relatively stable and chronic in nature; 

however, the degree of pervasiveness associated with each specific syndromes will vary from 

person to person. Persons with aphasia, no matter their classification, may demonstrate naming 

problems when given a target word through visual, tactile, auditory or olfactory senses 

(Goodglass, Barton, & Kaplan, 1968).  However, the errors associated with the naming problems 

will differ among the patient’s specific aphasia syndromes (Young, 1987).  Consequently, for 

researchers and clinicians alike, selecting the most beneficial therapeutic model to address 

therapy objectives may prove difficult.  One option to consider while creating a therapeutic plan 

for a person with aphasia is to introduce and integrate drawing as a form of augmentative and 

alternative communication strategy.   

Use of augmentative and alternative communication strategies for aphasia 

 Augmentative and alternative communication (AAC) strategies can facilitate the 

communication process for many adults with various expressive and receptive deficits including 

aphasia.  According to Beukelman, Garrett, and Yorkston (2007), “Adults who are experiencing 

chronic medical conditions use assistive technology to participate in life situations and to stay 

connected with the world around them” (p. 1).  Augmentative and alternative communication 

options serve as different methods to help the client convey a desired message. One major 

challenge involved with integrating an AAC strategy into a client’s treatment plan is the initial 

selection process of which strategy will best meet the needs of the individual.  Although the 

newest speech generating tools with the most customizability may be the most attractive, 
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clinicians must consider if the tool will support the client’s current language capabilities and 

skills (Lasker, 2008).  Researchers and clinicians in the field of aphasia must evaluate which 

treatment approaches are best suited for each client.  

 AAC treatment approach: Visual Action Therapy. 

 One AAC approach for treatment of aphasia is called Visual Action Therapy (VAT). 

Unlike other aphasia treatment approaches, VAT does not require its participants to use verbal 

communication.  Rather, this approach promotes the use of symbolic gestures to augment the 

exchange of communication between speakers from pictured object stimuli such as drawings, 

photographs, and illustrations. (Helm-Estabrooks, Fitzpatrick, & Barresi, 1982) In a study of 

eight persons with global aphasia, participants who received VAT treatment showed 

improvement in accurately and effectively using available real objects in conjunction with 

gestures to communicate with others.  Helm-Estabrooks and colleagues. (1982) reported that 

participants who received VAT treatment also improved their ability to respond to auditory 

comprehension questions compared to those who did not receive the treatment. 

 AAC treatment approach: Promoting Aphasics Communicative Effectiveness. 

 The Promoting Aphasics’ Communicative Effectiveness (PACE) (Davis and Wilcox, 

1985) technique is another AAC strategy used for treating persons with aphasia.  It was 

developed in the late 1970s as a means to target a number of pragmatic components in speech to 

improve communication exchanges between persons with aphasia and their communication 

partners.  According to Davis and Wilcox (1985), “Our basic assumption is that any aphasic 

individual can communication in some way” (p. 90).  Unlike some other aphasia rehabilitation 

programs, PACE promotes communicative adequacy rather than linguistic perfection.  Four key 

principles must be followed during the use of PACE.  First, the clinician and person with aphasia 
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must play an equal role in encoding an intended message and receiving the message. Second, the 

communication exchange must consist of new information between both participants.  Third, the 

person with aphasia should never be directly instructed as to what mode of communication (e.g., 

verbal, written, drawing, gestures, etc.) to use while conveying a message.  Lastly, clinician 

feedback regarding the person with aphasia’s ability to send a message should be based on 

typical feedback given in an exchange such as verbal confirmation, body language, etc.  In one 

investigation, the researchers conducted a single case study on a 55-year-old woman with global 

aphasia over the course of 32 PACE treatment sessions.  The researchers saw the greatest 

increase in the participant’s communicative ability from beginning to end of each session on the 

PACE approach compared to a direct verbal stimulation program.  Davis and Wilcox (1985) 

hypothesized that the PACE technique might be a more effective approach because “many 

aphasic patients may focus too heavily on producing linguistically acceptable communicative 

behaviors” (p.120).  

 AAC treatment approach: modification of PACE and VAT. 

 Trupe (1986) introduced a drawing treatment approach derived from PACE and VAT 

(Lyon & Sims, 1988).  This approach combined the augmentative communication concepts of 

both PACE and VAT into a structured intervention program training the person with aphasia to 

use communicative drawing.  In Trupe’s research, 15 adults with aphasia were asked to draw 

individual objects and actions representing concrete and abstract messages.  Five participants had 

global aphasia, five participants had Broca’s aphasia and five had Wernicke’s aphasia. All 15 

participants were able to learn how to successfully convey communicative concepts through 

drawing to unfamiliar communication partners (c.f., Lyon & Sims, 1988).  Trupe’s study is one 

of relatively few formal research efforts investigating the use of drawing as a form of AAC 
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therapy for adults with aphasia.  These studies pointed to positive outcomes from training adults 

with aphasia to use communicative drawing to augment communication efforts.  However, prior 

to selecting an aphasia therapy technique, appropriate assessments of a person’s communicative 

skills and needs must be conducted.   

 AAC treatment approach: Communicative Drawing Program. 

 Another augmentative and alternative form of communication proposed by researchers is 

the Communicative Drawing Program (CDP).  Helm-Estabrooks and Albert (2003) wrote, “CDP 

is for patients with aphasia who are unable to convey desired messages through speech or writing 

to communicate instead through drawing” (p. 273).  Similar to other AAC tools, CPD allows 

clients, their communication partners and clinicians to work beyond the verbal modality and 

develop other means to express thoughts through another expressive form. Ultimately, clients 

using the CDP should use this method to functionally communicate with others. 

Assessment for AAC integration in the treatment of aphasia  

 The incorporation of dynamic and normed-reference testing measures should be 

conducted to form a recommendation of an AAC strategy such as PACE, VAT, modified 

PACE/VAT, CPD and other methods.  An example of a standardized measure used in assessing 

the potential to use AAC modalities is the Boston Assessment of Severe Aphasia (BASA) 

(Helm-Estabrooks, Ramsberger, Morgan, & Nicholas, 1989).  According to Lasker (2008), this 

particular measure “gives credit” for the client’s use of correct non-verbal gestures.  Allowing 

for such correct responses might influence a clinician’s recommendation of a particular AAC 

strategy to be adopted.  
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Physiology of the brain and drawing 

 For persons with acquired brain damage, communicative drawing may be a beneficial 

form of AAC strategy because of the physiological makeup of the brain.  From a “draw-a-person” 

study conducted by Swindell, Holland, Fromm, and Greenhouse (1988), the different drawing 

abilities of participants based upon the damaged hemisphere were described.  Participants with 

left hemisphere brain damage drew simplistic and inaccurate illustrations of a person.  

Participants with right hemisphere brain damage drew detailed illustrations of a person but with 

fragmented components.  The researchers also observed left-sided neglect for many of the 

drawing participants with right hemisphere damage.  

 According to Kaplan (1983), a patient with a damaged right hemisphere can use his intact 

left hemisphere to draw.  Similarly, a patient with a damaged left hemisphere can use his intact 

right hemisphere to draw.  In the first scenario, a patient with an intact left hemisphere will be 

able to accurately represent the details of an object through drawing.  However, he will typically 

omit or distort the general shape or form of the object.  Conversely, an individual with an intact 

right hemisphere will typically draw a simplified version of the intended object with less use of 

specific details.  

 Lyon and Helm-Estabrooks (1987) outlined the skills needed for a person with aphasia to 

use communicative drawing as a form of expression.  These researchers explained that for a 

person with deficits to express himself “a nonlinguistic system, such a drawing becomes a viable 

alternative” (p. 61).  Lyon and Helm-Estabrooks noted that the person with aphasia must have 

some form of graphic abilities or he must be able to learn these skills through the course of 

therapy.  More specifically, the person must have the appropriate visuoconceptual and 

visuomotor abilities to draw an identifiable representation of an intended object.  Some of these 



9	  
	  

	  

abilities included “intact visuosemantic symbols of the concepts to be expressed, mental access 

to these symbols, the motor and praxic skills for depicting these visual symbols and the ability to 

use or expand on these symbol” (p. 62).  Once these skills have been identified as present or 

stimulable, the clinician may consider incorporating communicative drawing therapy as a part of 

a wider treatment plan to manage aphasia.  

Research on drawing therapy for persons with aphasia 

 Research on the efficacy and validity of communicative drawing was conducted in the  

studies described earlier (Lyon & Helm-Estabrooks, 1987; Lyon, 1995; Pillon, Signoret, Van 

Eeckhout, & Lhermitte, 1980; Trupe, 1986; Young, 1987).  These studies included a limited 

number of participants and were short in duration.  However, these studies did show that 

communicative drawing for many participants with aphasia was helpful in facilitating 

communication between a person with aphasia and a communication partner.  For example, 

Pillon, Signoret, Van Eeckhout and Lhermitte (1980) reported a single-patient case study of a 

man who was a graphic illustrator prior to the onset of global aphasia.  According to the findings 

of this study, the participant was unable to communicate even through the simplest utterances.  

As a result of communicative drawing therapy, as cited in Lyon and Helm-Estabrooks (1987), 

“With guidance, his drawing skills improved to the extent that he could express complete 

concepts (agent, action and object) with both simple and complex themes” (p. 63).  

 Gardner and Winner (1981) suggested that individuals who were artistic prior to the onset 

of aphasia had an advantage in successfully using drawing to communicate.  However, since 

many persons with aphasia do not possess these skills prior to onset, other research studies were 

conducted to explore the generalizability of this technique to non-artistic persons.  Young (1987) 

researched drawing and responsive naming in 17 patients with aphasia.  Participants were asked 
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to verbally name a target word based on a short description.  If the participant was unable to 

generate the word, then she was asked to draw a response.  Naming improved significantly when 

the participants drew the target word.  Interestingly, some participants seemed to retrieve the 

word by simply looking at the blank sheet of paper while visualizing a drawing.  Others were 

able to retrieve the word only after drawing the target response.  In addition, Young (1987) 

hypothesized that drawing may facilitate word retrieval by the mere motor act of drawing or the 

additional processing time associated with drawing.  

Advantages and disadvantages of using communicative drawing  

 A number of advantages and disadvantages of using communicative drawing with 

persons with aphasia have been documented.  Lyon (1995) stated, “While other augmentative 

communication systems are built around the user selecting and ordering symbols to convey a 

message…communicative drawing allows transacting information while promoting an 

interactional process” (p. 87).  Lyon suggested that successful communicative drawing relies on 

the person with aphasia and his communication partner to exchange information through mutual 

turn-taking and joint attention towards a specific goal.  Over time, the person with aphasia 

ideally would be able to take his communicative drawing skills and share them with a larger 

circle of communication partners.  In turn, Lyon also suggested, this technique encourages its 

users to become or remain socially connected to others.   

 Unlike verbal speech, communicative drawing “produces a constant record of an 

exchange that can be referred to, modified and expanded” (Lyon, 1995) (p. 85).  Lyon also 

suggested that like other augmentative communication techniques, communicative drawing can 

aid in promoting successful exchanges and does not prevent the user from developing or using 

other means to communicate.  However, Lyon and Helm-Estabrooks (1987) wrote, “The extent 
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to which these imperfect drawings communicate an idea will depend, in part, on the extent to 

which distortions or omissions of crucial details occur” (p. 65).  They noted that these two most 

common errors that occur in communicative drawing may ultimately cause a breakdown in 

communicative intent.  Without the proper training in communicative drawing, persons with 

aphasia may not be able to realize the importance of incorporating key details to aid their 

communication partner in understanding the message.  Similarly, Lyon and Helm-Estabrooks 

(1987) also recommended that, “the normal participant be taught strategies for extracting 

information from the aphasic patient’s drawing” (p. 69). 

Western Aphasia Battery-Revised 

 The Western Aphasia Battery- Revised  (WAB-R) (Kertesz, 2006) is the only 

standardized assessment that specifically targets acquired neurological deficits with a drawing 

component.  The WAB-R assess linguistic and nonlinguistic skills for adults who exhibit 

disordered expressive and comprehension abilities.  The assessment addresses spoken language 

comprehension, spoken language expression, reading, writing, visual-spatial skills as well as 

drawing.  For the drawing section of the WAB-R (see Appendix H), participants are asked to 

draw nine different tasks from auditory prompts.  The drawing tasks include seven nouns (e.g., 

square, tree, person, house, etc.), a line bisection task and the “draw a clock” test.  Scoring for 

this portion of the WAB-R is based upon a combination of word-based description of each 

scoring level as well as representative drawing samples.  Administrating clinicians compare the 

participant’s drawings to the written description and drawn samples to assign an overall score for 

each of the nine drawings.   The drawing scores of the WAB-R factor in to the overall aphasia 

quotient obtained at the completion of the assessment to determine aphasia type and severity.   
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Drawing Assessment Protocol   

 The Drawing Assessment Protocol (DAP) (see Appendix A) was developed by Alacon in 

2007 (Beukelman, Garrett, & Yorkston, 2007).  On the protocol, Alarcon (2007) gave a brief 

background regarding this assessment and instructions are provided for the user.  The protocol 

can be part of an informal assessment to investigate a participant’s drawing abilities as a means 

to communicate.  This assessment combines qualitative and subjective observations of the 

participant’s drawing skills, his or her self-reported premorbid drawing abilities and 

communication partner or caretaker reports.  For optimal performance on this assessment, the 

protocol calls for a variety of drawing materials such as pencils, markers, unlined paper, etc., and 

to take into consideration the participant’s mobility needs.  In the protocol, the participant and 

his or her communication partner both remain in the assessment room throughout the majority of 

the tasks.  For one section, the communication partner is removed from the assessment room 

until that drawing phase of the protocol is completed.  The communication partner then rejoins 

the participant and clinician to begin the information-sharing phase of the protocol.  The 

assessment may be completed in one or multiple sessions.  The administering clinician should 

note the participant’s handedness during the tasks and save all drawings.  Alarcon (2007) also 

suggested considering the length of time taken to complete each drawing task and the overall 

degree of effort demonstrated by the participant during the assessment process. 

 DAP: Background and administration. 

 King, Alarcon, & Rogers (2007) outlined the etiology and medical characteristics of 

primary progressive aphasia, the medical management needed, the communication needs of 

patients with the disorder, the assessment strategies commonly used with the disorder, and 



13	  
	  

	  

general principles of communicative intervention for primary progressive aphasia.  Unlike 

dementia, primary progressive aphasia is characterized by the intact cognition and personality 

but deteriorating language skills of a person over a period of time.  To help reduce the possible 

impact of social isolation associated with declining language skills, speech-language pathologists 

may provide compensatory strategies for a person with primary progressive aphasia to remain 

integrated with family, friends and other communities.  As in the case with any other disorder, 

targeted assessment of current strengths and deficits is needed to develop the most beneficial 

treatment plan for the client.  King and colleagues noted the following, “Specifically assessing 

the person’s use of drawing may identify other natural communication strengths” (p. 215). 

 DAP: Uses for the assessment process 

 Currently, the DAP has not been standardized through extensive testing of persons with 

aphasia.  Most data regarding its use is anecdotal and qualitative.  Alarcon reported that the DAP 

has assisted some adults with aphasia in incorporating drawing as a means of expressive 

communication in therapy and home settings (Alarcon, personal communication, July 30, 2012).  

However, questions regarding the effectiveness of the DAP to identify potential users of drawing 

as a means of communication remain, including:   

1. How do adults with aphasia versus typical adults with no history of aphasia, compare 

when completing this protocol?   

2. Does the DAP have the potential to be a reliable tool for accurately assessing the 

incorporation of communicative drawing as part of a wider therapy program for an adult 

with aphasia?   
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Purpose of the study 

 The purpose of this study was to gather information related to how dyads impacted by 

aphasia versus dyads with no history of acquired brain injury performed on the Drawing 

Assessment Protocol.  Currently, the Drawing Assessment Protocol has not been systematically 

administered through a formalized research investigation.  Consequently, normalized data and 

performance ratings are not available to indicate if a person is a candidate to potentially use 

communicative drawing as a means of expression.   

This study was designed to answer the following questions: 

1. Do adults with aphasia perform similarly on the Drawing Assessment Protocol and the 

drawing section of the Western Aphasia Battery-Revised?  

2. Do adults with aphasia perform differently on the Drawing Assessment Protocol 

compared to adults with no history of aphasia? 

3. Can a scoring rubric designed for the Drawing Assessment Protocol differentiate between 

individuals with aphasia who might benefit from including drawing as a mode of 

communication, and individuals with aphasia who might not benefit?  
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CHAPTER III 

Methodology 

Participants 

 Eight dyads (one person designated as the drawing participant and one person designated 

as the communication partner) participated in this study.  Six of the eight dyads were participants 

in a concurrent study (Sechtem, 2013).  That study investigated the use of Supported 

Conversation for Aphasia, a treatment protocol that engages multiple supports (including 

drawing) to enhance the communicative interactions between partners when one of them has 

aphasia.  In Sechtem’s six dyads, the drawing participants had a diagnosis of aphasia.  The two 

additional dyads were recruited as the typical cohort group.  The two drawing participants from 

the typical cohort group were two age and gender-matched with participants from the aphasia 

group.  The typical cohort group was recruited from a convenience sample in the Wichita, 

Kansas area.  At the time of data collection, participants completed the informed consent form 

(see Appendix B and C).  These participants also completed a questionnaire regarding 

demographic information (see Appendix D) such as age, level of education, and current or most 

recent occupation.  Due to limited number of qualified participants available for testing, only two 

dyads of typical participants (T1 and T2) were included in the study.  

 Through a self-reported medical history form (see Appendix E), all participants in the 

“typical group” had no history of neurologic incident or disease. The age and gender-matched 

peer in the “typical group” was assigned the role of “drawing participant” in the dyad.  The 

communication partners in each dyad were familiar with the communicative interests and styles 

of the drawing participant (e.g., spouses, siblings, parent and adult-child or close friends).   
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 The participants in the “typical group” were screened with the same inclusion criteria as 

used in the study with the persons with aphasia. A portable eye chart was used to screen for 

functional visual acuity for all participants in the study.  Measurements were taken to ensure 

consistency in the distance needed to accurately read the chart. The passing criteria for the vision 

screening required all participants to accurately read at the 20/100 distance equivalent line with 

100% accuracy with at least one eye. Functional hearing was assessed with a portable 

audiometer and supraaural headphones in a quiet room. To pass this screening, the participants 

needed to respond accurately to each of three frequencies: 1000Hz, 2000Hz, and 4000Hz in at 

least one ear at 35dBHL.  All drawing participants in the “typical group” were administered the 

Mini-Mental State Examination (MMSE) (Folstein, Folstein, & McHugh, 1975) to assess 

cognition and comprehension.  The MMSE score served as exclusion criteria if the participant 

did not meet passing standard on this measure (i.e., a score lower than 24).  Each of the four 

participants in the “typical group” passed the screening measures, as did all of the participants in 

the concurrent study. 

Procedures 

 Data for the dyads from the aphasia group was collected by this investigator under IRB 

approval from the Wichita State University review board (see Appendix F).  Under that study, 

participants from the aphasia group completed the entire WAB-R and DAP.  Participants in the 

typical group completed the informed consent form prior to inclusion in this study (see Appendix 

B and C). The investigator contacted the dyads through telephone or e-mail to schedule a time 

and date for both participants in the “typical group” to complete the assessments at a familiar 

location in the community (RiverWalk Church of Christ, Wichita, Kansas).  
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When each of the dyads in the “typical group” arrived at the testing location, the medical 

history and demographic information of each participant was obtained.  A vision and hearing 

screening was also conducted along with the MMSE for the drawing participants.  Then the 

investigator administered the drawing portion of the WAB-R to drawing participant in the typical 

dyads.  Finally, the DAP protocol was completed.   

 DAP: First drawing section phase. 

 During the first drawing section of the DAP, the investigator facilitated three major types 

of communicative drawings.  In the first drawing task, the investigator directly modeled four 

different drawings that the participant copied.  The four drawing items were: a straight line, a 

circle, a key or comb, and a real object present in the assessment room such as a bowl or bottle of 

water.  Then, the investigator gave a verbal request to the participant to draw the following items 

without a model: a circle, a mug, a spoon, and a fan.  The investigator then gave a verbal request 

to the drawing participant to draw a man and then a woman.  In the last drawing task of the first 

section, the investigator gave a verbal request to draw the following: a person brushing their 

teeth and a person calling on the phone.  

 DAP: Second drawing section phase. 

 The first task in the second drawing section of the DAP required the participants to draw 

the floor plan of his or her house and then his or her house from the outside.  In the protocol, 

Alarcon (2007) suggested to confirm the accuracy and understandability of the drawings through 

the communication partners.  However, for this research study, the communication partner was 

kept in a separate room from the drawing participant through out the completion of the entire 

DAP drawing tasks.  In the next drawing task, the investigator dropped a ball to the ground and 

asked the participant to draw the event.  Then the investigator threw a paper airplane across the 
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assessment room and asked the participant to draw the event.  In the third drawing task of this 

section, the participant was asked to convey a three-part action event from immediate recall.  

This event consisted of the investigator breaking the tip of a pencil while writing.  Then, the 

participant was asked to draw multi-component illustrations from a verbal request with no visual 

cueing; the participant was asked to draw a man going up the stairs.  Finally, the participant was 

asked to draw a recent personal event.   

 DAP: Sharing information phase. 

 Immediately after the participant completed the last drawing task, their communication 

partner was invited to return to the assessment room. A video camera on a tripod was used to 

record the interactions between the members of the dyad during the last portion of the DAP.  The 

investigator instructed the drawing participant not to aid his or her communication partner in 

their attempts to guess each drawing until cued to do so.  The investigator then presented the 

floor plan drawing to the communication partner and asked if he or she could identify the 

drawing.  If the communication partner could not identify the drawing successfully, the drawing 

participant was encouraged to provide additional information in the clarification of the drawing.  

When the drawing was correctly identified, the clinician then presented each of the drawings 

completed in the second phase of the DAP one at a time.  Again, if any drawing could not be 

identified, the drawing participant was then encouraged to provide additional information to aid 

in the identification process. 

Scoring of drawings 

Scoring for the drawing section of the WAB-R and DAP was conducted by this 

investigator.  One of the key purpose of this study was to develop a scoring rubric for the DAP.  

Prior to this study, no published scoring guidelines were available for researchers or clinicians to 
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use while administering the protocol.  Efforts were made to create a rubric that would target four 

main components of communicative drawing: clarity, completeness, recogniziability and 

willingness to draw (see Appendix G). Components of the rubric used to score the drawing 

portion of the WAB-R were modified for this purpose.  Drawing participants were given 19 tasks 

to complete on the DAP.  A maximum score of 57 points was attainable for the clarity and 

completeness measures; and a maximum score of 21 points was attainable for the recognizability 

measure. Participants could earn a top score of 2 for the willingness to draw measure (See 

Appendix G).  The length of time to complete each drawing was noted in approximate minutes. 

 Scoring rubric: Clarity. 

 The clarity component to the scoring rubric specifically addressed the investigator’s 

ability to recognize the meaning or message of the drawing.  Unlike the recogniziability 

component, the investigator could not seek additional information from the participant 

completing the drawing to further clarify the meaning or purpose of the drawing.  Drawing 

participants had 19 drawing tasks to complete on the DAP.  

Table 1 

Scoring Rubric: Clarity 

Clarity 

3 =  Meaning of drawing understood; no clarifying questions needed to understand drawing 
 task.  
2= Meaning of drawing is not readily clear; could be understood with clarifying questions to 
 the person completing the drawing. 
1= Drawing representation of target task is approximated and not understood. 
0= No response from person completing the drawing. 
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Scoring rubric: Completeness. 

The completeness component targeted each drawing at the salient feature level.  The 19 

drawings tasks from the DAP were scored on this measure.  Each drawing from the DAP was 

scored for completeness based on the number of salient features missing from the drawings.  For 

example, when drawing the front of their homes, did the participants include all the key elements 

of the front of a house (i.e., front door, some windows, a roof, etc.) that would allow a 

communication partner to accurately understand the drawing?  

Table 2 

Scoring Rubric: Completeness 

Completeness 

3= All salient features of a drawing task is included. 
2= One or two salient features of drawing task are omitted. 
1= Three or four salient features of drawing task are omitted.  
0= Five or more salient features of drawing task are omitted or no response from the person 

completing the drawings.  

 

 Scoring rubric: Recognizability.  

 In this study, recognizability scores were assigned based on the communication partner’s 

ability to understand the meaning or purpose of the drawing.  Communication partners were 

asked to interpret seven separate drawings.  For this component, the investigator reviewed video 

recordings of the interaction between drawing participant and communication partner.  

Recognizability sought to score how easily a familiar communication partner could interpret 

each drawing task.  
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Table 3 

Scoring rubric: Recognizability 

Recognizability 

3=          Communication partner recognizes drawing task with no clues or incorrect attempts. 
2=          Communication partner required one/two clues/incorrect attempts before recognizing                        

the drawing. 
1=           Communication partner required three/four clues/incorrect attempts before recognizing 

the drawing.  
 
 

 Scoring rubric: Willingness to draw. 

 The fourth component in the DAP scoring rubric was a score based on the drawing 

participant’s overall willingness to draw.  The purpose of this measure was to note any 

correlation between willingness to draw the tasks to the performance on the previous three 

measures.  Scores were based on a three-point scale.  A top score of 2 would be given if the 

drawing participant did not express any hesitation or concerns about performing the required 

drawing tasks.  A score of 1 would be given if the drawing participant expressed hesitation or 

concerns about performing the tasks.  A score of 0 would be given if the participant refused to 

complete either any or all of the assessment.   

Data analysis 

 Scores for each drawing completed by the drawing participants with aphasia were 

compared and contrasted to the scores received by the typical participants.  From Sechtem’s 

study (2013), data was also obtained from the persons with aphasia’s scores on the drawing 

section of the Western Aphasia Battery-Revised (WAB-R).  This investigator assigned scores for 

both the drawing section of the WAB-R and DAP for all participants.  The WAB-R drawing 

scores were compared to scores from the Drawing Assessment Protocol.  Percentage scores for 
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each drawing participant from the WAB-R and DAP were exported to a Mann-Whitney U-Test 

calculator program (Stangroom, 2013).  This nonparametric test allows for two groups of scores 

to be compared without normal distribution assumptions.   
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CHAPTER IV 

Results 

 The results of the comparative data analyses are presented in this chapter.  The purpose of 

the comparisons was three-fold.  First, the study sought to determine if this study’s proposed 

scoring rubric for DAP mirrored scoring results from an already established and standardized 

protocol like the WAB-R.  Second, the study sought to investigate if persons with aphasia 

perform differently on the DAP compared to persons with no history of aphasia.  Third, the study 

sought to determine if scores from DAP scoring rubric could identify candidates with aphasia to 

possibly use drawing as an augmentative and alternative mode of communication.  

Testing demographics 

 Demographic information for all participants is summarized in Table 1. 

Table 4 

Demographic Data of Participants in Research Study 

  

Age 
(years) 

Dyad 
Relationship 

Reported Brain 
Injury Medical 

History 

Highest Level 
of Education & 

Employment 

Drawing 
Experience 

A1: Drawing 
Person 78 CVA- 3 years 

post 

Bachelor’s 
degree; retired 

teacher 

Semi-
professional 

artist.  Draws as 
a hobby. 

A1: 
Communication 
Partner 

80 

Married for 55 
years 

No reported 
brain injury 

Bachelor’s 
degree; retried 

minister 
None reported 

A2: Drawing 
Person 80 CVA- 1 year 

post 

Bachelor’s 
degree; retired 

Airforce colonel 
None reported 

A2: 
Communication 
Partner 

79 

Married for 58 
years 

No reported 
brain injury 

High School 
degree; retired 

salesperson 
None reported 

A3: Drawing 
Person 56 CVA- 5 years 

post 

High school 
degree; 

disability; 
former HR 

trainer 

None reported 

A3: 
Communication 
Partner 

73 

Step-mother and 
step- son for 34 

years 
No reported 
brain injury 

Graduate 
degree; retired 

registered nurse 
None reported 
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Table 4 (continued)    

A4: 
Communication 
Partner 

67 

 

No reported 
brain injury 

Bachelor’s 
degree; retired 

nurse 
None reported 

A4: 
Communication 
Partner 

67 No reported 
brain injury 

Bachelor’s 
degree; retired 

nurse 
None reported 

A5: Drawing 
Person 71 

 
Mother and 

daughter for 53 
years CVA- 2 years 

post 

Eighth grade; 
retired 

electronics 
assembler 

None reported 

A5: 
Communication 
Partner 

53 No reported 
brain injury 

Bachelor’s 
degree; 

employed as HR 
consultant 

None reported 

A6: Drawing 
Person 53 

 
Married for 23 

years 
CVA- 1 year 

post 

Bachelor’s 
degree; 

disability; 
former law 

enforcement 
professional 

None reported 

A6: 
Communication 
Partner 

52 No reported 
brain injury 

Associate’s 
degree; 

homemaker 
None reported 

T1: Drawing 
Person 76 

 
Married for 57 

years 
No reported 
brain injury; 

Score of 27/30 
on MMSE 

Bachelor’s 
degree; retired 

kitchen designer 

Enjoys drawing 
as a hobby.  

Former junior 
high school art 
teacher for 6 

years 

T1: 
Communication 
Partner 

76 No reported 
brain injury 

Associate’s 
degree; retired 

state lottery 
investigator 

Non reported 

T2: Drawing 
Person 50 

 
Married for 30 

years No reported 
brain injury; 

Score of 29/30 
on MMSE 

Graduate 
degree; teacher 

and school 
pastor 

None reported 

T2: 
Communication 
Partner 

46  No reported 
brain injury 

High school 
degree; payroll 

specialist 
None reported 

 

Scores from the drawing portion of the WAB-R 

 Each of the eight drawing participants completed the drawing portion of the WAB-R.  

Scores were allocated based upon the scoring procedures described in the WAB-R testing 
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manual.  In order to reduce subjective nature of scoring drawings, the WAB-R provides sample 

drawings for each drawing task with associated scoring values.  The same investigator assigned 

scores for the WAB-R based on visual and descriptive comparisons of the participant’s drawing 

to the scoring manual.  Table 2 summarizes the scores of the drawing person in each dyad.  

Table 5 

Scores of Participants on the Drawing Portion of the WAB-R 

Dyad Number Score on drawing subset of the 
WAB-R 

A1 24 out of 30 
A2 25 out of 30 
A3 14 out of 30 
A4 17 out of 30 
A5 14 out of 30 
A6 23 out of 30 
T1 29 out of 30 
T2 29 out of 30 

 

The range of scores on the WAB-R drawing section for the six drawing participants with aphasia 

was between 14 and 25, with a mean score of 19.5.  Drawing participants T1 and T2 both 

obtained a score of 29/30 on the WAB-R measure. 

Scores from DAP rubric 

 All drawing participants received scores across each of the four measures on the DAP 

rubric.  Tables 3, 4, 5, and 6 indicate the scores for each measure. 

Table 6 

Scores of Participants on the “Clarity” Measure of the DAP 

Dyad Number Clarity score from DAP 
A1 44 out of 57 
A2 41 out of 57 
A3 36 out of 57 
A4 40 out of 57 
A5 37 out of 57 
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Table 6 (continued) 
 

A6 40 out of 57 
T1 50 out of 57 
T2 49 out of 57 

 

Clarity scores for the six drawing participants with aphasia ranged from 37 to 44 out of a 

possible 57 points.  The mean score was 39.66.  The mean clarity scores for the typical drawing 

participants was 49.5.  Figures 1a and 1b are two sample drawings to demonstrate the scoring for 

the clarity measure of the DAP.  

 

Figure 1a. Drawing Participant in Dyad A3: Drawing of a Personal Event 

Figure 1b. Drawing Participant in Dyad A2: Drawing of a Personal Event 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figures 1a (left) and 1b (right).   Drawing participant in dyad A3 scored a 1 for his drawing of a 
“recent event”.  Dyad A3 approximated an illustrative representation of “scrapbooking”.  
Drawing participant in dyad A2 scored a 3 for his drawing of a “recent event”.  The investigator 
was able to determine message (i.e. haircut) without further clarification from the drawing 
participant.   
 



27	  
	  

	  

All eight drawing participants were assigned completeness scores based upon the proposed 

criteria.  Results are show in Table 4. 

Table 7 

Scores of Participants on the “Completeness” Measure of the DAP 

Dyad Number Completeness score from DAP 
A1 45 out of 57 
A2 38 out of 57 
A3 39 out of 57 
A4 40 out of 57 
A5 37 out of 57 
A6 37 out of 57 
T1 50 out of 57 
T2 49 out of 57 

 

Scores for the completeness component for the persons with aphasia ranged from 37 to 45 out of 

57 possible points, with a mean score of 39.33. The mean score for completeness for the typical 

drawing participants was 49.5.  Examples of the variation in scores for the completeness measure 

are seen in Figures 2a, 2b, and 2c.  
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Figure 2a. Drawing Participant in Dyad A4: Drawing of a Floor Plan 

Figure 2b. Drawing Participant in Dyad A3: Drawing of a Floor Plan 

Figure 2c. Drawing Participant in Dyad T2: Drawing of a Floor Plan 

 

 

 

 

 

 

 

 

 

 

	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  
	  

Figures 2a (top left drawing), 2b (top right drawing), and 2c (bottom drawing). For the 
completeness measure, drawing participant in dyad A4 scored a 0 for not including less than five 
salient features of the drawing task.  Drawing participant in dyad A3 scored a 1 for not including 
three additional salient features to the floor plan drawing task.  Drawing participant in dyad T2 
scored a 3 for including all salient features on this drawing task. 
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All eight dyads were assigned a recognizability score based upon the mentioned criteria. 

Table 8 

Scores of Participants on the “Recognizability” Measure of the DAP 

Dyad Number Recognizability score from DAP 
A1 16 out of 21 
A2 12 out of 21 
A3 7 out of 21 
A4 12 out of 21 
A5 11 out of 21 
A6 12 out of 21 
T1 16 out of 21 
T2 18 out of 21 

 

The range of scores on the recognizability component varied from 7 to 18 out of a possible 

maximum score of 21.  The mean for this component was 13.  
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Figure 3a. Drawing Participant in Dyad A2: Drawing of a Dropping Ball 

Figure 3b. Drawing Participant in Dyad T1: Drawing of a Dropping Ball 

                   

Figures 3a (left): The communication partner in A2 scored a 1 in the “ball drop” drawing task.  
A2’s communication partner asked took more than 3 guesses and needed to correct answer to be 
provided by the drawer.    
Figure 3b (right): The communication partner in T1 scored a 2 on the recognizability measure of 
this drawing task.  The communication partner took only one incorrect guess before correctly 
identifying the drawing task.  
 

All eight dyads were assigned a willingness to draw are shown in Table 6. 

Table 9 

Scores of Participants on the “Willingness to Draw” Measure of the DAP 

Dyad Number Willingness to draw score from 
DAP 

A1 2 
A2 2 
A3 1 
A4 2 
A5 2 
A6 2 
T1 2 
T2 1 

 



31	  
	  

	  

Statistical analysis 

 A Mann-Whitney U-test was performed to determine if total percentage performance 

scores from DAP were similar to scores from the WAB-R.  Table 7 represents the data imported 

into the statistical program for this research.  Raw scores for the drawing section of the WAB-R 

and DAP were converted to total percentages from the possible maximum score on each 

assessment.   

Table 10 

Mann-Whitney U-Test Data 

Dyad Number WAB-R Score from the 
Drawing Section DAP Score 

A1 80% 78% 
A2 83% 67% 
A3 47% 61% 
A4 57% 68% 
A5 47% 63% 
A6 77% 66% 
T1 97% 86% 
T2 97% 86% 

 

Data was exported to a two-tailed U-Test calculator with a significance level of 0.05 (Stangroom, 

2013).  The U-value was 31.  The critical value of U at p ≤ 0.05 is 13.  The result from the 

testing data did not indicate significance at p ≤ 0.05.  Non-significant findings were also 

calculated with a Z-ratio score of 0.05 and p value of 0.960. 
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CHAPTER V 

Discussion 

 This research study examined how the potential use of communicative drawing in 

persons with aphasia could be assessed through the use of the Drawing Assessment Protocol 

(Alarcon, 2007).  Prior studies have suggested that drawing can be a reliable and functional 

mode of augmentative and alternative communication for persons who have aphasia.  However, 

insights into assessment best practices for determining if drawing could be an AAC option are 

limited.  The study aimed to obtain insights into this topic by concentrating on two tasks: (1) to 

develop a scoring rubric that could help establish a consistent and deliberate method of scoring 

the DAP drawings (see Appendix G); and (2) to gather performance data across the proposed 

four measures on the DAP to compare with scores achieved on the drawing section of the 

Western Aphasia Battery-Revised.  For the DAP rubric to be potentially useful for assessment 

purposes, performance correlations between both measures would indicate positive validity.   

 In order to examine both tasks, the drawing performance of a group of six persons with 

aphasia and their communication partners were compared to two persons with no history of 

aphasia and their communication partners.  Two participants from the group with aphasia were 

age and gender matched with the control group for further comparisons.  In all, results from this 

study suggested that the proposed scoring rubric for the DAP could differentiate “typical” 

drawing performance from that of persons with aphasia. 

Explanation of findings: DAP sores across all participants 

 It was possible to score all of the drawings generated by the drawing participants using 

the rubric established for the DAP.  Scores for the participants with aphasia were consistently 

lower than the scores for the typical participants.  Scores for the participants with aphasia also 
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were varied from one another, further indicating that the rubric could adequately reflect “drawing” 

skills across the four components of the rubric: clarity, completeness, recognizability and 

willingness to draw.  More precise differentiation occurred with the clarity and completeness 

measures.  Recognizability ratings on the rubric were less differentiated, indicating the potential 

need for a better defined set of criteria for rating. 

Explanation of findings: Comparison of DAP and WAB-R scores 

 Scores from the WAB-R were directly compared to the scores on the completeness 

component of the DAP.  Statistical U-test analysis of the data reveals a non-significant difference 

between percentage scores between the WAB-R and DAP.  This finding indicates that 

participants performed similarly on the DAP compared to the norm-referenced and standardized 

WAB-R.  As a result, such statistical findings support the use of the proposed scoring rubric on 

the DAP.  Drawing participants did not score perfectly equally on one test to another.  One factor 

to consider when comparing these scores is the drawing task complexity on the DAP compared 

to the WAB-R.  On the nine tasks of the WAB-R, participants are asked to draw singular, 

concrete nouns (i.e., circle, cube, tree, house, person, etc.).  Comparatively, the DAP has 19 

individual drawing tasks that grow in complexity.  First, participants completing the drawing 

tasks copy singular, concrete nouns from either clinician models or real objects.  Then, the 

participants are asked to draw verbs (i.e., person bushing his teeth, a person calling on the phone).  

The participants are also asked to think about a familiar object and draw it from different 

perspective (i.e., drawing the floor plan to his home, drawing the same home from a sidewalk 

point of view).  The participants are then asked to activate immediate recall skills to draw two 

separate multi-step actions performed by the investigator.  Last, the participants are asked to use 

long-term memory to recall and convey a personal event through drawing.  It is hypothesized 
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that the DAP’s drawing tasks may be more difficult for some participants to successfully convey 

because of the growing complexity in communicative intention.  This is especially the case for 

participants with aphasia who also might have difficulty expressing these concepts through more 

practiced modalities.  However, because of that progression of complexity, the ability to use 

drawing as a communicative tool can be more carefully assessed.  

Explanation of findings: DAP and WAB-R scores across matches 

 Drawing participants in dyads A1 and T1 as well as drawing participants in dyads A6 and 

T2 were matched for age and gender to obtain some additional comparative analysis.  

 

Figure 4a. Drawing Participant in Dyad A1: Drawing of a Woman 

Figure 4b. Drawing Participant in Dyad T1: Drawing of a Woman 

                                                         
 
Figures 4a (left): Drawing of a “woman” by drawing participant from dyad A1 
Figure 4b (right): Drawing of a “woman” by drawing participant from dyad T1 
 
	  

Drawing participant in dyad A1 and T1 had the highest scores on both the WAB-R and DAP 

protocols.  Drawing participants in A1 and T1 identified themselves as “artistic” and reported 

extended experience drawing.  It would seem that an artistic background prior to an acquired 
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brain injury causing aphasia might predispose individuals to perform more consistently on 

drawing tasks than compared to their non-artistic peers.  However, due to limited sample size, it 

is not possible to predict whether or not an artistic background helps individuals with no 

diagnosis of aphasia with communicative drawing.  Of note, in comparing their performance on 

the DAP is the time spent to complete the protocol drawing participant in dyad A1 completed the 

protocol in 45 minutes while drawing participant in dyad T1 took over 90 minutes to finish the 

protocol.  T1 was very particular about the “goodness” of her drawings.  This extended time 

would not be effective in a communicative drawing context. 

 

Figure 5a. Drawing Participant in Dyad A6 Drawing of Person Talking on the Phone 

Figure 5b. Drawing Participant in Dyad T2 Drawing of Person Talking on the Phone 

                                                             
 
Figure 5a (left): Drawing of “person talking on the phone” from drawing participant in dyad A6 
Figure 5b (right): Drawing of “person talking on the phone” from drawing participant in dyad T2 
 
 
 
Drawing participant in dyads A6 and T2 were matched for age, gender and lack of prior 

experience with drawing as a form of expression.  Drawing participant in dyad T2 scored some 

of the highest scores across both the DAP and WAB-R.  Although his drawings were artistically 
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simple as compared to drawing participant T1, he incorporated the essential salient features 

needed to accurately represent the drawing task’s communicative purpose.  Drawing participant 

in dyad T2’s scored consistently the highest points across the DAP measures.  Also, compared to 

drawing participant T1’s 90 minute DAP testing, drawing participant T2 was able to complete 

the entire DAP under 20 minutes.  His quick and representative drawings modeled the potential 

success of communicative drawings in and out of a clinical setting.  Drawing participant in dyad 

A6 used similar rudimentary drawings as drawing participant in dyad T2.  However, the drawing 

participant in dyad A6’s drawings did not fully communicate the extent of all drawing tasks.  In 

Figure 5a, drawing participant in dyad A6 failed to incorporate enough details in his drawings to 

fully communicate the task, “a person talking on the phone.”  Although his drawings were 

quickly executed, the missing details make his communicative drawing attempts less successful 

than other participants’ drawings.  Furthermore, drawing participant in dyad A6’s drawing 

performance varied across the four measures.  Drawing participant A6’s overall performance 

was most affected by the recognizability measure where his communication partner was only 

able to independently interpret the communicative intention of the drawings approximately 50% 

of the time.  It is hypothesized that the combination of the drawing participant’s lack of drawn 

salient features as well as the communication partner’s intrapersonal factors might have impacted 

dyad A6’s performance on this measure.  

Explanation of findings: DAP scores for persons with aphasia  

 Drawing scores of the participants with aphasia and their communication partners were 

analyzed excluding the typical dyads.  Analysis of these scores targeted performance 

consistencies across the WAB-R and DAP and consistencies within the DAP.  Performance of 

drawing participants with aphasia earned similar overall scores in both the WAB-R and DAP.  
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Top performers such as A1 and A2 on the WAB-R also ranked in the top two scorers for the 

DAP for the clarity measure.  Similarly, the bottom two performers on the WAB-R also scored 

lowest on the DAP clarity measure.   

 Scores on the completeness measure of the DAP did not follow a similar pattern.  It is 

hypothesized that the drawing tasks on the DAP grow in communicative complexity more than 

drawings from the WAB-R.  The more complex a prospective drawing task, the more likely that 

a drawing participant’s spoken language comprehension deficits might impact performance.  

Similarly, it is hypothesized that lower scores might be awarded for clarity and completeness if 

the drawing participant had motor-movement disorders such as limb apraxia.  In this study 

neither variable was controlled.  Future studies should carefully monitor the impact of such 

deficits.  

 Secondly, upon analysis, it was noted that a spread of scores across the clarity, 

recognition, and completeness measures of the DAP existed.  The scores across the three 

measures indicated a cluster of top scorers, bottom scorers, and mid-scorers.  Such findings 

indicate that the rubric used to score each participant may help classify potential person who is 

completing the drawings into a various degrees of success for using communicative drawing.  

However, it is cautioned that the recognizability measure is directly influenced by the 

communication partner’s ability to interpret and assign meaning to each drawing.  Even if a 

particular drawing task earns top marks for clarity and completeness, it is possible that a 

communication partner may not be able to decipher the illustration for reasons other than what is 

being measured in the mentioned categories.  Recognizability scores from the DAP should be 

taken into context with that specific communication partner.  Perhaps other communication 

partners might be better suited to interpret drawings due to a number of intrapersonal factors 
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such as mental flexibility, creativity, experience and relationship with the drawing participant.  

Future studies should investigate how such intrapersonal factors impact the success of 

communication exchanges between dyads.   

 Lastly, it was noted that the participant with aphasia who identified herself as “artistic” 

did perform among the top two scores for the WAB-R and clarity as well as completeness for the 

DAP.  A1’s communication partner was also able to earn top scores within the group with 

aphasia. Without additional “artistic” persons with aphasia, it is unclear whether or not the 

specific artistic background gives participants an advantage.  However, findings from the study 

warrant further investigation with this specific population of persons with aphasia.   

Clinical implications of findings 

 The findings from this study should serve as a preliminary insights into the use of the 

suggested rubric with the DAP for adults with aphasia. The development of the DAP originated 

with the theoretical underpinnings of a inclusive communication approach using any 

communicative modalities for persons with spoken language expression and/or comprehension 

deficits.  It was hypothesized that the use of DAP might help to identify potential candidates to 

use drawing as a communication avenue for persons with aphasia.  In all, results from the study 

indicate that the rubric designed for this protocol has the potential to do just that.  The findings 

warrants the use of the DAP and rubric in a clinical setting to broaden research efforts into the 

validity and generalizability of this measure.  The methodology of this study was designed to be 

reproducible in a variety of non-research settings such as private clinics, post-acute rehab 

facilities, university clinics, etc.  Through clinical use, the rubric set forth in this study will have 

opportunities for revisions and refinements.  Prior to this study, clinicians had no clear 

systematic method for gathering assessment data from this measure.  Now, the rubric gives 
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clinicians a means to objectively gather data points on the potential use of drawing in aphasia 

rehabilitation.  This protocol and rubric can serve as a benchmark for clinicians to monitor the 

communicative effectiveness of drawings for persons with aphasia and their communication 

partners.  In turn, it is hypothesized that formalized communicative drawing treatment objectives 

in clinical settings might prove to be beneficial for persons with aphasia and their 

communication partners when more traditional modes are impacted by the language disorder.  

Study limitations 

 Our study encountered a number of research limitations.  The small sample size for both 

the study group and control group limited our ability to generalize findings to all individuals with 

aphasia.  We did not control for type and severity of aphasia in our study group.  Although best 

efforts were made to design a scoring rubric that would readily capture pertinent data, our final 

dataset was limited to the four key component areas of the DAP and scores from the drawing 

portion of the WAB-R.  In consideration of this study’s findings, future revisions of the rubric 

might include additional scoring categories under the recognizability measure to further 

differentiate scores.  No intrajudge reliability checks were performed in this study that limited 

the power in our findings.  

Future research 

 Future research improvements into the use of DAP for individuals with aphasia should be 

three-fold.  First, a larger sample size of persons with aphasia and persons without aphasia 

should be gathered.  Second, efforts should be made to investigate drawing performance between 

participants with differing aphasia symptoms and deficits.  Last, DAP administration procedures 

should be revised to offer researchers and clinicians alike reduced opportunities to misinterpret 

the protocol instructions.  The protocol should be bound in a booklet with pages individually 
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numbered and label to ensure that all drawing samples are captured together.  This would help 

with the overall organization of testing materials and could lead to the creation of a scoring 

guideline akin to the WAB-R protocol with example drawing samples.   
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APPENDIX A 

Drawing Assessment Protocol (DAP) form 
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APPENDIX A (continued) 
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APPENDIX B 

Informed consent form for drawing participant  

 
Dear Participant: 
 
Purpose: You are invited to participate in a study that examines the use of communicative drawing between close 
communication partners (husband/wife, life partners, parent/adult-child, adult/caretaker, etc.). I hope to learn about 
the similarities and differences in communicative drawing between typical communication partners and 
communication partners where one person has a diagnosis of aphasia. 
 
Participant Selection: You were selected as a possible participant in this study because you are the same age and 
gender as a participant in our investigation group. 
 
Explanation of Procedure: If you decide to participate, will initially complete an over-the-phone demographic 
information survey.   Then, you and your communication partner will come to the Wichita State University Evelyn 
Hendren Cassat Speech-Language Hearing Clinic.  There, you will complete a hearing and vision screening, a 
cognitive function screening and drawing tasks.  The testing should be completed in approximately 90 minutes.  
 
During the drawing task, you will be video recorded. Video recordings will be used to extract the data necessary to 
analyze and discuss your communication exchange. There will be no other alternative procedures or courses of 
treatments.  
 
Discomforts/Risks: There are no risks associated with participation in this research. Accommodations will be made 
as much as possible to facilitate full participation during the study with mutually agreeable scheduling. 
 
Benefits: The benefits of this research will be to help speech-language pathologists better understand the possible 
use of communicative drawing in the treatment for persons with aphasia and their communication partners. 
 
Confidentiality: Any information obtained in this study in which you can be identified will remain confidential and 
will be disclosed only with your permission. 
 
Refusal/Withdrawal: Participation in this study is entirely voluntary. Your decision whether or not to participate 
will not affect your future relations with Wichita State University. If you agree to participate in this study, you are 
free to withdraw from the study at any time without penalty. 
 
Contact: If you have any questions about this research, you can contact me at: 
 Nathalie Lebrun, Masters candidate 
 Department of Communication Sciences and Disorders 
 Wichita State University 
 1845 Fairmount Street 
 Wichita, Kansas 67260-0075 
 Phone: (316) 978-3344 
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APPENDIX B (Continued) 
 

You may also contact the primary research advisor: 
Dr. Julie Scherz  
Department of Communication Sciences and Disorders 
Wichita State University 
1845 Fairmount 
Wichita, KS 67260-0075 
Phone: (316) 978-5344 
 

If you have any questions pertaining to your rights as a research subject, or about research-related injury, you can 
contact the Office of Research Administration at Wichita State University, Wichita, KS 67260-0007, telephone 
(316) 978-3285. 
 
You are under no obligation to participate in this study. Your signature indicates that you have read this information 
provided above and have voluntarily decided to participate. 
 
You will be given a copy of this consent form to keep. 
 
 
 
 
__________________________________________________ ______     _________________________________ 
Signature of Subject        Date 
 

 

__________________________________________________ ______    _________________________________ 
Signature of Person Explaining Consent Form     Date 
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APPENDIX C 

Informed consent form for communication partner  
 
Dear Participant: 
 
Purpose: You are invited to participate in a study that examines the use of communicative drawing between close 
communication partners (husband/wife, life partners, parent/adult-child, adult/caretaker, etc.). I hope to learn about 
the similarities and differences in communicative drawing between typical communication partners and 
communication partners where one person has a diagnosis of aphasia. 
 
Participant Selection: You were selected as a possible participant in this study because you are the same age and 
gender as a participant in our investigation group. 
 
Explanation of Procedure: If you decide to participate, will initially complete an over-the-phone demographic 
information survey.   Then, you and your communication partner will come to the Wichita State University Evelyn 
Hendren Cassat Speech-Language Hearing Clinic.  There, you will complete a hearing and vision screening and 
drawing tasks.  The testing should be completed in approximately 90 minutes. 
 
During the drawing task, you will be video recorded. Video recordings will be used to extract the data necessary to 
analyze and discuss your communication exchange. There will be no other alternative procedures or courses of 
treatments.  
 
Discomforts/Risks: There are no risks associated with participation in this research. Accommodations will be made 
as much as possible to facilitate full participation during the study with mutually agreeable scheduling. 
 
Benefits: The benefits of this research will be to help speech-language pathologists better understand the possible 
use of communicative drawing in the treatment for persons with aphasia and their communication partners. 
 
Confidentiality: Any information obtained in this study in which you can be identified will remain confidential and 
will be disclosed only with your permission. 
 
Refusal/Withdrawal: Participation in this study is entirely voluntary. Your decision whether or not to participate 
will not affect your future relations with Wichita State University. If you agree to participate in this study, you are 
free to withdraw from the study at any time without penalty. 
 
Contact: If you have any questions about this research, you can contact me at: 
 Nathalie Lebrun, Masters candidate 
 Department of Communication Sciences and Disorders 
 Wichita State University 
 1845 Fairmount Street 
 Wichita, Kansas 67260-0075 
 Phone: (316) 978-3344 
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APPENDIX C (Continued) 
 

You may also contact the primary research advisor: 
Dr. Julie Scherz  
Department of Communication Sciences and Disorders 
Wichita State University 
1845 Fairmount 
Wichita, KS 67260-0075 
Phone: (316) 978-5344 

 
If you have any questions pertaining to your rights as a research subject, or about research-related injury, you can 
contact the Office of Research Administration at Wichita State University, Wichita, KS 67260-0007, telephone 
(316) 978-3285. 
 
You are under no obligation to participate in this study. Your signature indicates that you have read this information 
provided above and have voluntarily decided to participate. 
 
You will be given a copy of this consent form to keep. 
 
 
 
 
__________________________________________________ ______     _________________________________ 
Signature of Subject        Date 
 

 

__________________________________________________ ______    _________________________________ 
Signature of Person Explaining Consent Form     Date 
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APPENDIX D 

Demographic information form 

 
Name of Participant: ____________________________________________________________ 
 
Birthdate: _____________________________________________________________________ 
 
Gender:       Female   Male 
 
 
1) What hand do you predominantly use to write?  Left    Right 
 
 
2) What is the highest level of education completed?  Some High School   High School 
       College degree         Graduate degree 
 
 
3) Do you have any training in drawing?   Yes           No 
 
If so, please elaborate on the type of drawing training you have received. 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________ 
 
 
4) Do you consider yourself “artistic”?   Yes          No 
Please elaborate on your answer. 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
 
 
4) What is your current employment status?   Employed          Unemployed 
       Disability          Retired 
 
 
5) What is your current (or most recent) job title? _____________________________________ 
 
 
6) How many years have you known your communication partner? _______________________ 
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APPENDIX E 

Self-reported medical history form 

 

Name: _______________________________________________________________________ 
 
Birthdate: _____________________________________________________________________ 
 
Gender: Female  Male 
 
1) Do you have a history of head injury?    Yes  No 
 
If yes, please give date of injury, type of injury and the type of medical care that was obtained.  
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
 
2) Have you previously received a medical diagnosis of a neurologic disease such as dementia, Alzheimer’s disease, 
Huntington’s disease, etc.?      Yes  No 
 
 
3) Have you previously suffered a cerebrovascular accident (stroke)? Yes  No  
 
 
4) Have you previously received a diagnosis of aphasia?  Yes  No 
 
 
5) Are you familiar with the Drawing Assessment Protocol?  Yes  No 
 
 
6) Are you familiar with communicative drawing therapy for adults with aphasia?   
        Yes  No 
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APPENDIX F 

Wichita State University IRB approval letter for Sechtem (2013) 
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APPENDIX G 
 

Scoring rubric for the Drawing Assessment Protocol  
 

Dyad Number: ___________________________          Testing Date: __________________________ 
Total DAP Testing Time: __________________                       Willingness to Draw: 2    1         0   
 

 Clarity Recognizability Completeness 
Clinician Model       
1.a.i. Line    
1.a.ii. Circle    
1.a.iii. Pictured 
Object    
1.a.iv. Real Object    
Auditory Request    
1.b.i. Circle    
1.b.ii. Mug    
1.b.iii. Spoon    
1.b.iv. Fan    
People    
2.a. Man    
2.b. Woman    
Action + Person    
3.a. Brushing Teeth    
3.b. Calling phone    
Objects    
S.1.a. Floor Plan    
S.1.b. Outside House    
Single Event Actions    
S.2.a. Drop Ball    
S.2.b. Paper Airplane    
3-Part Action    
S.3. Pencil Breaks    
Convey Action    
S.4. Up the stairs    
Personal Event    
S.5. Recent Event     

Clarity: 
3 =  Meaning of drawing understood; no clarifying questions needed to understand drawing task.  
2= Meaning of drawing is not readily clear; could be understood with clarifying questions to  the person completing the drawing. 
1= Drawing representation of target task is approximated and not understood. 
0= No response from person completing the drawing. 
 
Completeness: 
3= All salient features of a drawing task is included. 
2= One or two salient features of drawing task are omitted. 
1= Three or four salient features of drawing task are omitted.  
0= Five or more salient features of drawing task are omitted or no response from the person completing the drawings.  
 
Recognizability:   
3= Communication partner recognizes drawing task with no clues or incorrect attempts. 
2= Communication partner required one/two clues/incorrect attempts before recognizing the drawing. 
1= Communication partner required three/four clues/incorrect attempts before recognizing the     
 drawing.                     © Nathalie Lebrun (2013) 
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APPENDIX H 

Western Aphasia Battery-Revised:  Drawing section 

 


	ACKNOWLEDGEMENTS
	ABSTRACT
	TABLE OF CONTENTS
	LIST OF TABLES
	LIST OF FIGURES
	CHAPTER I
	CHAPTER II
	CHAPTER III
	CHAPTER IV
	CHAPTER V
	REFERENCES
	APPENDIXES

