in a vadety of settings. Some of these settings are as

@ Where this icon appears, visit
http://go./blearning. com/ManascoCWS . follows:

to view the corresponding video.
: . R .@Jed riursing facxlfﬂ} Also known as ours-
=i o : . - Fomes or long-term care facilities, skilled -~
s NGU rogen ic O nursing facilities offer 24-hoyr care for their O AL r
i orders D gesld ’
T .Com mun] ication DIS cute care facility) Acute care Is the usually short
>~ A neurogenic commumcation disorder is a problem but intensive medical care provided for severe
" with communication that axises as a result of damage L_\ injury or illness. The acute care facility (bospl- .-
tal) often has centers with professional teams (erds—7>

1o the brain or other part of the nervous system. Neu- ‘

- rogenic communlcation disorders discussed In this- that specialize in specific dangerous and severe
text include the npha-'@_ health scenarios, such as the intensive care unit
QACW), cardiac care unit (CCU), and neonatal

mmunlcatlc}n sias, the dysacthrias,
sprder A disorder of ( T‘"}pmﬂa of speech, right NN }
mimunication arlsing =" hem|s phere disorders,

m'damage to the

e .  dementia, as well as the to requlre intensive acute medical attention can
. . : ]
myriad of deficits that go to a rehabilitation facility, which provides

can accompany’ these disorders and negatively affeé'.,-' hospital-level care for the medically stabls in-
i t:om.mumcatlon in disease and trauma. dividual while focuslog on providing services

o~ such as speech-language therapy, physical ther-
) apy, and occupational therapy.

The Treatment @ e litafion jaciligh When a patient

I Environment Js well enough to xeturn home from the primary

rehabilitation facility he or she might stillnecd a

Speech-language pathologists see and treat the dis- great deal of therapy services. These services are

orders, diseases, and deflcits discussed in this book often avallable on an outpatient basis, meaning
STUDENTS-HUB.com Uploaded By: anonymous
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that the individual lives at home but returns to ~ Althouy h these settlngs are major srenas in which i ..
the rehebilitation center to take partIntherapy ~ speech language pathologists treat neurogenlc N
sesstons. ’

commt nication disorders, note that many other
treatment settings combine characterlstics of the
settings mentloned. Por example, neurogenic com- ‘
munica lon dlsorders might be treated in o long-
term s:ute care floor in a hospital. Whereas
long-ter m care facllities serve patients who are medi-
cally st ble, the more fragile patient might require
extended care in an acute facllity. () See the video
Rasmuien's Bncephalitis, Selzures, and Hemispher-

fwﬁwmm o
LR,

inpafient or outpatient rehabllitation, or. when
the individual’s insurance does not pay for thase
services, the person can recelve speech therapy

the parson as comfortable as possible when res-

e
i

u%.w.r..
toration of health !s not possible, The role of  ectorty ‘or a patlent description of moving through m.mmwm e
. the speech-langusge pathologist Inhosplce care  various types of facillties in recovery from brain 14 ¥ .
vl invalves ensuring that the hospice patlenthasa  surgery A ‘
| functional method of communication and swal- !
' @ osslble. Speech- language pathologists usually see the disor- _
Children Althoughmostofthedeficlts ~ ders, d:seases, and communication disorders dis-

discussed n this back concern adults, many can

cussed i >this bookin dlintcal settings such as medlcal
occur, sometimes very often (such as traumatic  facilitic., not in schools. As a result, I often hear this

brain injury), in the pediatric population, *  questio: from students, “If I plae on working in

«{ Schooly, dren who do experfence neuro-  schools ind never working with adults, why do Ineed
@gg_eaob disorders may never  toknow all this sbout stroke, disease, and the brain?*
1eave school and, if they do so, usually return  Tam abvays pleased to hear this question because it

to school to receive ongolng treatment for  gives m: an opportunity to present a cautionary tale,
spesch, language, and cognltive dsordersfrom_ of whic 1 there are meny (see the following Author's

Ea _ac—aa

b wr. I %g..“
i . i
¥ i
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This presents an opposite caveat from the first and
emphasizes this Important Idea: You must be able to
recagnize and treat those problems In your flald that
are very out of the ordinary or even extraardinary,

student approached her supervisor and the)
. the yaung glr to a neurologlst for an eval
turns out that just hefore this glrl was borm
blaed In her braln stem that fead tyamildc
If you work In the schools, It Is true that you might cid cerebral palsy, which was the ..5%%_:
affecting her speech. In short, this i was
not employ the braln-based knowledge you leared he schoots,  string of speach-t
Incollrge_every.day. but at some polnt a_rebra will the schoals, a string o .,_uSn anguage p
- B ety ¥ : had seeii thid girl over hier enthia life and he
walk Into your offlce—and probably many will coma
recognize that she was aet aizsenting wit
to you over the course of your career. Ta treat them riculation disorder. If they hac, her prol
appropriately yau must have the correct knowledge articulatlon disorder. If they hac, het p
P i speech as a result of her low muscie tone
been more appropriataly un&m&m

; ARIE S : ST
“ EAuth ,
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Horses and Zebras

Inthe medical culture It Is popular to say,“Whenyou  odds an: that the child Is a horse and the problem Is
hear hoof beats, think horses, not zebras*The mean- 2 haslc developmental articulation or language dls-
Ing of this charming maxim Is that the most cbvious  order. § milarly, If you are a pedlatrician and a child e
diagnosls and simplest explanation for asetof symp-  walks in:o your office with 2 low red blood celt count,
toms are probably carrect. Simply put; the horsesare  It}s mor likely that the child Is experlencing 2 normal ) _
thase patlents whose symoptoms are the resultof the  varlation resulting from a recent cold than Itis thatthe _

A few years ago, a student of mine In her second
year of graduate school approached me with this
tale: A middle-schoal-aged glil had been referred to

e e

37

As It was, this young afrl wazed00 jear

s the dlinlc because she had been In therapy for ardc-  therapy with speech-langusge ug_..ow.
e wi a “ufatlon problems Il her life and the problems had  targeting 2 nonexistent articu!atlppisor
most cbvlous and likely dlagnosls, whereasthezebras  chlid Is 1 zebra and Is oné of three dlagnosed cases 3 u :
; are those patlents sawwn -wauﬂosu aretheresultof  onthe (ontinent of an extremely rare blood disorder X 1-not Improved. After a few sessions with her, my stu-  seen simllar clrcumstances with aifier die
_~ I d dl kn tically as Dlamond Blackfan anemla—yes, cmd i dent noticed same subtle differences In the gaitand  multiple sclerosts and Tourette syndiome
; an unlikely and generally unexpected diagnosis. OWN « TYp foutic I s
m . this haj pened to my child. However, shortly after | ey »Muscle tone of her young cllent. When the student  ognized or being misdlagnose .
> o . i «Joaked In this glrls mouth she was surprised to see  In shork, you have to be able jo/ecogn
' H if you are a speech-anguage pathologlst  learned the horses und zebras maxim In graduate .mbv loaket :
A iw:&n}:n 5<M_r u&.ow_”iw:n a Q_u_m .w-__h Into <w.= school 11y father presented me with another, which e, (te uvula resting on the back of the tongue, whichls  _ both your horses and your HUT o ma
i office with a speech or language Impalmént, the  goes: It does not matter how rare If It is In your chalr. “highly abtiormat. Followlng her clinlcal jJudgment, the  ting you declde to practice in.
}
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4 Chapter 1 introduction

Cognition, Language,
' and Speech
woma:." mo:_.w further, it Is nécessary to draw some
" lines In the sand. To understarid the informati

in this book, the reader must know exactly what is
meant by cognition, language, and speech.

Il\
)
P

g is the ability to_think. Hallowell and

Chapey (2008) m«?ﬁw&ng as the ability to ac-
re and process knd¥wiedge about the world. The

Cogn

faent disciplines, but,! ost settings, cogaltion
means the ability to process thought, In the field of

mmunn_...ruw..—wgu@ the specific cognitive
@-maﬂm:c,% are recognized us important to process-
ing thought and supporting communication Include
arousal, attention, working memory, short-term
“raemory, long-term mcmory, orientation, problem
“Solving, inferencing, and executive function. Under-
standing cognition Is important in speech-language
pathology because many cognitive processes underlie
and support appropriate and effective communica-
tlon. A lack ‘of appropriate cognitive abilities un-

@Emmgﬁar
W

term cognition means slightly different things in dif- )

nnn::.n._o.._ ' ..;m..-v___? "
1o acqulre and process,*
knowledge about the *

. world. v

Rrsisay, The fevel of
-3_35. finpss and the .
ahllity to respond to
stimull. :

[ Orienting ) The abiity to

OTUTT atlention toward a
stimulus. ,

15 The abiity to.
old focus'on & stimulus .
when.aroused enough lo
kndw that the stimulus s
there end using ortenting
skills Lo direct attention fo
the stimulus. *

b e P o s s seg s

dermines the abllity to’

communicate effectively.

. For instance, if a patient

cannot remember what

fhe speech-Tanguage pa-

‘ GGologist Just sald, the

Individual will be ugable
_tarespond appropriately
and communication will
be Impaired. Hence, the
speech-language pa-
thologist must be able
to identify and treat
deficits in cognltion that
contxibute to disordered
" communication,

T S N A A A Y

. \m)u@mv om\

The following types of

Vigllance
cogaltion are réferred to  fost:
throughout

Axousal. The level
e ove
of walefulness and

the ablity to re-

Orienting. The
ity to direct at-
tentlon toward a

i stimulus,.

Attention. In the

—Ziost fandamental

Ity to hold focus on
ityto hold focus or

a stimulus once.a-
mnnmE,r-ne:nm
goough to_knaw
that it s there and.

can orient to direct

Bis or her_attention to the stimulus. However,
the speech-language pathologist must be sensi-
tive to different kinds of attention. These are

wjtaneously attanging
otherstimulus, Also -

presented In thie followlng list in the hierarchi-

cal order in which %Rmi..nw:-wn pathologists
ismally treat them:
ﬁ.\%@wﬂﬂ“ ‘The ability to stay alert to the ac-

currence of a possible stimulus.
@u Sustained attention. The ability to hold at-

= “tenlon on a slngle stimal
% Sefective attention. The sbillty to hold atten-

tion on a simulus while ignoring the pres-
ence of competing stimuli,

Alternatin
or alternate one's attention back and forth
from one stimulus to another.

Divided attention. The ability to attend to one
stimulus while simultaneously attending to

another stimulus; also known as multitasking,

@.
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d hold a finite
.%3«. The ability to
amount of information for Immediate process-

attention, The ability to move

ing and manlpulating, which is lost within a few
By seconds If not somehow
reinforced (Parente 8
Herfman, 2003). In a
model put forth by Bad-
delqy (1986), working
merhory can be subdi-
vided into the phonolog-
ical loop responsible for
retehtion and processing
of speech and langusge
(Mertin, 1987) and, the
visuospatlal sketcbpad
that is responsible for
retalning Visual information for active process-
ing. In Baddeley’s (1986) model, a higher-level
component of working memory, the cen-
tral executive, regulates the operations of the
phonological Joop and visuospatial sketchipad
subsysteris.
Shoxt-term_memory. There Is no set and
agreed upon division between short-term mem-
ory and long-term memory. Some Individuals
use the term short-term memory to refer to the
ability to stbre information in one's memory for

. definition of short-term memory encompasses
-« --the preceding ldea of working memory) (Kem-
pler, 2005). Others prefer to define short-term
memory as the abllity to store Information in
onesmeniory over hours or days. Despite the dis-
. agreementoverlength of time and the confusion
Ithas created, it Is clinically useful to dstingulsh
between the memory range of a few seconds
(working memory), the memory range of a few
hours, and the memory range of months and
years. In this book, the term short-term memory
Is used to Indlcate the retention of information
for longer than 30 seconds up to a-few bours.
+ Long-term memory. The ability to retain In-
formation successfully over months ot yeats.

a period of only a few seconds or minutes (this ’

The memory of se- N
quences of actions used to complete tasks Mw
(Le, procedures); it ooii- oot .

the FProsedurklmemory,. . . ".f-
for instance, the Memary,of sequances ot 1L T
memory of how to sindlyidual actions'usedto . oh
brush teeth, Brush- athTeve {argef object -
ing teeth requires a |n D
serdes of steps that |MW
must be under- .vuamm.m‘_.m,\-aai... The &
taken in the correct Figaliot shecit, vatently 1 * cf)
order for successful  ¥YFanénted avents cf - 4
accomplishment 1#P150 X ..MV
of the task. How-  Odlaitation-: Th —P
Stindividualato “

ever, most people
brush thelr teeth
in a completely
automsted and
overlearned fash-
ion. Much of pro-
cedurs]l memory
is overlearned and
deployed In an en-
‘tirely automatic

m@ fashion. C

+ EPTOAIC Temory.
sodlc memory as the recall of specific, recently

- --experlenced events (or episodes), such as @
N

arg, wh
n

iney,

réd

ory. The abllity to
remember facts.

person, place, and tine, In other words, thiz Is
an individuals’ abllity to know who they ace, m
where they are, and when they are. o

0b

B.

scribes problem solving as the ability to plcka
strategy to solve & problem, apply the strategy, )
and evaluate the results.

» Inferencing, Given detalls, the ability to make . /
aleap in Judgment to & correct interpretation o».S
the overall meanlog of the details,

Yoot — \
\or eyt
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| ././..Amé@anl.?an are high-level cog-

™ nitive systems that employ and meanage other
lower-level cognitive functions. Executive func-
tions are housed within the prefrontal areas of
the frontal lobes. Executive functions use cog-
nitive functions sach as attention, mémory,
planning, problem solving, initiating, and or-
ganizatlonal behaviors to meet high-level goals.
Brookshire (2007) states that executive func-
tloning inctudes the ability to Initiate purpose-
ful behavior, the ability to plan a sequence of
sctions to echieve a goal, the abllity to maintaln
behsviors meant to eccomplish gosls; and the
ability to monitor  situation end modify be-
hevior accordingly.

Language

Once thoughts have been formulated using cogni-
tion, If commaunication 18 desired, the brain must
find the approprlate symbols that will communicate
these thoughts to another person. The symbols used
by people to communicate merning are known as
language. Language 1s ly defined as a set
of symbols used to communlcate meaning. These
symbols are most often words thet are visua, as In
* wrltten Janguage; verbal, as in spoken langusge; or
" the manual slgns used in signed languages, The pro-
cess of symbol sclection for most individuals happens
automatically and below
the level of ewareness.
For most people, the

mxunc.w_s_

- cognitive abliities used
" ta employ other lower brain automatically as-
- level cognitlve functions  signs language to express
eppropriately to meet
_._.oimo-_ goals, Bopn““m and -_“MHS..T
“Lanquags “Asel cally assigns meaning o
of symbols used to language recelved.
commiin _n-. te meaning,

Siith The dound The ability to use lan-
ech The sounds
made with the vacal and guage to communicate

articulatory structures s divided Into receptive
af the body to produce and expresslve language
verbal [anguage. P Bug

abilitles. Expressive

languige Is the words people assign ta Jdeas to
expre: s the meanlng of thoughts to other people.
Expre sive language is usuallyverbal or written, Con-
versel:; receptivelanguage is the sbility to understand
langw: ge. More specifically, receptive language sidlls
are ynust commonly thought of as the ability to un-
dersta 1d spoken and written language,

Speech

Speed, is simply the sounds made by the vocal and
wrtlenl itory structures of the body to create verbal
langua je. However, all aounds made by the vocal ap-
peratw do not necessarily constitute language, just as
a1l ;nat <3 on & page do no constitute written language.

Sound: canbe produced nonsensically or in away that

does i it communicate any meaning at all. Simply put,
langua e is the words used to communicate and speech
is the s yunds made to produce those words verbally.

“Inter.actions
Itls im >ortant to keep in mind that speech {s merely
the veral production of Janguage. Deficlts In lan-
guage ¢ o not necessarily imply deficita 3n speech pro-
ductlor . Conversely, a deficlt in speech production
does not imply deflcits in the sbility to formulate
langua(e. An individual unable to use his mouth for
speech but with Intact expressive language abilitles
mights [l be able to produce wrltten or sign language
to comi nunicate,

Further more, 2 deficit in language abilitles does not
imply d:Bcits in cognition. Although deficits in lan-
guage sad cognition often co-occur, an indlvidual
might } ave grossly intact cognition but devastated
languag: abilitles. This person can think clearly but
cannot ut those thoughts into words for commu-
nlcatior . Conversely, an individusl might display
devasts Ingly Impaired cognition and have intact
languag:. This person can produce only disordered
thoughts, but every disordered thought might be
perfectl s expressed and articolated because of intact
speech : nd language abilities,

SHanges in Speech,
nguage, and Cognition
ith Healthy Aging

nally, consider the degree of changes to speech,
Ewﬁwn. and cognitlon that occur, not as a result
H.o.m pathology, but as a result of normal aging. This
.| section provides a short review of changes in speech,
; .ﬂzﬂmﬁmp and cognition that occur with age. It 1s

; w_sm_a_.ﬁ:n for the student first to learn the nature
.A 5f normal changes that can occur so that he or she
correctly recagnize any abnormal, pathalogleal
nw-:mn.. Many changes that occur for the worse In
ormsl aging are still within the realm of normal.
sharp-line should be drawn between the subtla
.and normal decline In abilitles (often notable only in
i carefully controlled laboratory situstions) and the
immedistely noticeable and incapacitating deficits
in abllitles discussed throughout the remainder of
book

Changes in Speech with

Significant physiologic changes occur in the body
| with age. However, In healthy aging adults these
changes do not have a large negative impact on
. ispeech and volce production, which remaln Intact
‘overall in most aging adults (Burds, 2012). . | _

s _o:.m:amm In Cognition with Healthy
#& ‘Aging

rientation
12, who she ls, or what time of day it la.

m>$m:~_o= .

rientation remalns Intact during normal aging. Itis
‘sbnormal if an older adult does not know where she

HZonBNE aging adults do not show changes in sus-
_Esnm attention (Berardl, Parasuraman, & Haxby,

Changes In Speach, Language, and Cognltion with Healthy Agig 7

2001). However, on selective attentlon tasks cide; .
adults perform more slowly than younger persans
(Plude & Doussard-Roosevelt, 1989), indicating 1
greater susceptibility to distraction. Whereas divided
attention skills remain normal for basic tasks, they
can be compromised on higher-level or complex tasks
in older adults (Simpson, Kellas, & Rerraro, 1999).

Memory

Long-term memory remains intact during normal
aging, Healthy aging indlvidusls do not forget'deep-
seated memorles such as whers they grew up or their
first car. Procedural memory also shows na decline  *
In normally sging sdults, who never forget everyday
procedures such as how to brash their teeth, drive *
thelr car, or wash the dishes. However, healthy aging
adults can show decline In short-term memory and
eplsodic memory (Bricsson & Kintsch, 1995; Naveh- -
Benjamin, Hussaln, Guez, & Bar-On, 2003). This
1s often fllustrated by older adults {or their family
members) commenting on thelr ability to remember
events from their childhood constatently but having
great difficulty remembering recent events, Declaza-
tive memory and worling memory also show a de-
cline with normal aging (Cralk, 2000).

Executive Functions

Older adylte $gnd to pesform mare poorly on tests of
exccutive fanction then do younger adults, but thelr
use of exccutive fanction ln thelr dally lives rematns
functional (Burda, 2011).

Changes in Language with Healthy

Aging .
As individuals age, they might experience slight de-
lays in thelr processing of verbal language (Peder-

meler 8 Kutas, 2005), However, theabllity to procest |

verbal lunguage In daity life rematns functional. Alsa,
reading might stow (Connelly, Hasher, & Zackn
1991), but comprehension remains intact.

Evidence-B

Over the past decade,
pathology has been mo
mentation of evidenc
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techniques must be de
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T The most notable change
B enolibfat. 1n anguage abilltes with
id dvaly a_..m..“. nmn.-nmn&»nn_bica
uctiver: finding ability (Auetal,
1995). This most often
% manifests as greater
23X difficulty with confron-

tational naming. Specifi-

cally, older adults often will state that they have more-

difficulty remembering the names of new acquain~
tances than they did when they were younger.

Evidence-Based Practice

Over the past decade, the feld of speech-language
pathology has been moving toward standard {mple-
mentation of evidence-based practice, Evidence-
etavgcawﬁn,mﬂggﬁmﬁuwﬁg
techniques must be deemed effective based on dlinl-
cal opinion and/or valid and reliable research. The
American Speech-Langusge-Hearlng Association
(ASHA) defines evidence-based practice as the in-
tegration of “dinical expertise and expert opinlon”
viith “scientific evidence” to provide “high-quality
services® to Individuals seen in therepy (American
Speech-Language-Hearing Assoclation, 2012). In
other words, speech-language pathologists need to
have some legitimate basis for employing the thera-
ples used to treat lndividuals with specch, language,
and cogpitive disorders. Speech-language patholo-
glsts who do not use methods supported by evidence
run the risk of not servicing their patients appropri-
ately and damaging thelr professional reputations
and the reputation of the profession.

The need for evidence-based practice might seem
obrious, but speech-language pathology is a relatively
new fleld of study and is very much a hybrid of many

dif erent disciplines such as education, psychology,
ne rology, and counseling. As such, there is no great
sto e of past regearch in the fleld of speech-language
puthology. In many cases, researchers are still strug-
gli 1 to understand the very nature of certain dis-
on lers, much less having built up a repasitory of
si iportive research on how to treat these disorders
efl :ctively. However, over the last 20 years research-
ex: have made strides to bulld support for certaln
th wspies, '

N vertheless, & lack of evidence-based practice or
evan a percefved lack can seriously affect speech-
la 1guage pathologists and the populations that rely
@ them for rehabilitation. A powerful and recent
& ample of this is the refusal of the U.S. Department
of Defense to pay for rehabilitative cogaitive therapy
fcr soldiexs returning from battle with traumatic
b: ain injurles (the signature injury of modem US.
w arfare), These soldlers axe now returning home in
1 1ge numbers after multiple deployments to the wars
is.Iraq and Afghanistan. To avoid paying for therapy
fi x the cognitive deficits following these traumatic
b:aln injuries, in 2010 the Department of Defense
¢ ted a lack of appropriate sclentific evidence that
¢ >gnitive therapies help individuals with brain inju-
¢ 23 recover (Miller & Zwerdling, 2010). As a result,
11any USS. soldiers and veterans still cannot get the
s ppropriate sp eech-language pathology services they
1 eed to maximize their recavery after being wounded
2 battle. .

““he need for speech-language pathologists to use

« vidence-based practlce In their clinical decision .

:naking s paramount. Therapists must constantly
aplore expert opinlon as well as keep up with recent
ad valid rescarch on the efficacy of therapy methods
o ensure that they adroinister the highest level of
aare to thejr patlents.

nymo

A neurogenic communicatlon disorder is a
problem with ¢ jcation that arises as &
result of damage to the braln or other part of
the nervous system.

Neurogenic communlcation disorders include
the aphasles, the dysarthulas, spraxia of speech,
a5 well as the myrlad of communication prob-
lems that'may arise followlng deficlts associ-
sted with fight hemisphere disoxders, traumatic
bradn injury, and dementia.

Speech-language pathologists treat the com-
municative difficulties that result from neuro-
genic communication disorders in a variety of
settings. -

Treatment settings include skilled nursing facili- -

tes, acute care facilitles, rehabilitation facilities,

_ outpatient rehabllitation facilities, bome health

care, hospice care, children’s hospitals, and
schools. , .

The aspects of neurogenic communication dis-
orders that speech-language pathologists target
In therapy include speech, language, and cogni~
tion, and the subcitegories of each.

Cognition s the ability to think, acquire, and '

process knowledge about the world. This is
{mportant because many cognitive processes
anderlie’and support effective communication.
Cognitive abllities important to the proceising
of thought and support of communication in~
clude arousal, attention (which includes vigl-

+ lance, sustained attention, selective attention,

alternating attention, and divided attention),
working memory, short-term memory; long-
term memory (which includes procedural
memory and declarative memory), orienta-
tion, problem solving, inferencing, and execu-
tive funtctlons.

Language is an agreed upon set of symbols used
to communicate meaning. If communication
1s desired, the brain must find the appropriate

-«

- Deficits in speech, language, or cognitio

O
symbols to be produced to Snﬁ%
thoughts to others. .
Language abilities ate generally divided Infg
expressive language and receptive langfiige
abilities. d
Speech is the sounds made by the vocal
articulatory-structures of the body to p e
verbal language. The sounds produced are wgd
as vehicles for I t© though@3o

i) 4

others. o

occur separately or can co-occur, though déi-
citin one area does not imply deficits in all cther
areas: A person can have a deficit in speech,
though not in language and vice versa, However,
deficlts in both language and cognition do often
occur. Different deficlts can Interact with one
another and change the overall preseatation of
deficlts in patients.
There are degrees of change to speech, language,
and cognition that occur not as 4 result of pa-
thology, but as a result of normal aging. It Is
important to understand the nature of normal
changes so that abnormal, pathological changes
can then be recognized.
Changes in healthy aglng generally do notnega-
tively affect a person's daily life. 1 daily life i
disrupted, an abnormal change not associated
with aging should be suspected.
Healthy aglag can result in varylng ievels of
slight decline In cognition such us In selective
attention, divided attentlon for comple£Tasks,
short-term memory, episodic memory, dedlara-
tive memory, and working memory. mmgvaﬁa
healthy older aduits retain orjentatiofilong-
term memory, divided attention for basTeasks,
procedural memory, and executive ns.
Healthy aglng can result in varying Teyels of
slight decline in Janguage abilities such@fJerbal

guage pr Ing, readl :nnuiox—.mu&um
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however, healthy older adults retain functional
verhal processing and comprehensjon.

+ Genenlly, subtle changes in speech ability and
voice production do vccur with normal aging,
but not enough to negatively affect daily life or

Ividence-based practice s the Integration of
rsearch evidence with clinical expertise and
e pert opinion ta provide effective and high-
qality services,

Sreech-language pathologists must keep their

wasrant therapy. kiowledge base up to date with the latest re-
s arch on evid ipporting therapy method:
Review Questions
1. Whatisa geni Ication disorder? of speech, language, or coguition? Why or why
2. What are some examples of neurogenle com- et s
munication disorders? 13, ‘What are three areas of cognition that can de-
3. What are some settings in which s speech-lan- cliae in healthy eging?

guage pathologist provides therapy for neuro-
genic communication disorders?

4. Why is it important to know and understand
neurogenic communication disorders even if
you never plan on worldng in a clinical setting?

5. Compare and contrast speech, language, and
cagnition.

6. What axc some subcategorles om cognition?

7. How might communication be compromised if
2 person's cognition is not Intact?
8. What Is a general definitlon of attention?
9. List and describe the individual levels of
attention.
10. Compare and contrast working memory and
short-term memory.
11. What are the twa gross divisions of language?
12. Do deficits in one aspect of speech, language,
or cognitlon constitute a dsficlt in another area
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