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PURPOSE: Rating the quality of conversations can assess communication skills in both
people with acquired brain injury (ABI) and their communication partners. This study
explored the clinical feasibility and reliability of two conversation rating scales: The Adapted
Measure of Participation in Conversation (MPC) and Adapted Measure of Support in

Conversation (MSC)

METHOD: Raters were final-year speech and language therapy students (n = 14) and
qualified clinicians (n = 2). Raters attended training on the Adapted MPC and MSC, watched
5 or 10 minutes of videotaped conversations (n = 23) and then scored them on the MPC and
MSC scales. Data was collected over four phases which varied according to the length of the
training, sample length, number of samples rated and level of clinical expertise. Feasibility
data (time taken to score conversations and ease of use) was collected. Inter-rater reliability

was assessed using intra-class correlations (ICCs: absolute agreement, single measures).
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RESULTS: Raters took 30 - 45 minutes to score a 10-minute sample; and 20 - 30 minutes to
score a 5S-minute sample. Ease of use was rated highly across all phases. Overall reliability
for rating 5-minutes of conversation (ICC = 0.52-0.73) was better than for 10-minutes of
conversation (ICC = 0.33 - 0.68). Reliability for the MPC was moderate for both students
(ICC =0.69) and clinicians (ICC = 0.55); and for the MSC, moderate for both students (ICC
= 0.73) and clinicians (ICC= 0.58). Reliability was better for students compared with

clinicians.

CONCLUSION: Rating a 5-minute conversation in under 30 minutes was feasible, with more
reliable results for 5-minute compared with 10-minute conversations. Implications for

assessing conversation in the future are discussed.
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INTRODUCTION
Impaired communication is common for people with acquired brain injury (ABI).
People may talk too much or too little; perseverate on a topic or go off on a tangent; lack

initiation or frequently interrupt; have difficulty with taking turns and talk over people; not
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listen to others and be disruptive; or be socially inappropriate in their interactions with others
(Coelho et al., 1991; Hartley & Jensen, 1992; Sim et al., 2013; Spence et al., 1993). These
impairments have often been described as lying on a spectrum from impoverished (lack
initiation, sparse, reduced content) to excessive (over talkative, tangential, repetitive)
(MacDonald, 2017; Sim et al., 2013). These impairments are often referred to as a cognitive-
communication disorder (CALSPO, 2015) to highlight the impact of impaired cognitive
processes on a person’s ability to communicate. Over two-thirds of people who sustain an
ABI present with some form of cognitive communication impairment (Hewetson et al., 2017;
Kelly et al., 2017; Shorland et al., 2022). This disorder is heterogeneous (Hartley & Jensen,
1992; Snow et al., 1997) with impairments known to be both long-term and pervasive (Knox
& Douglas, 2009; Olver et al., 1996; Ponsford et al., 2014; Snow et al., 1998). The impacts of
this disorder are far-reaching, negatively affecting a person’s ability to return to work
(Meulenbroek & Turkstra, 2016; Rietdijk et al., 2013), integrate socially (Dahlberg et al.,
2006; Knox & Douglas, 2009; Struchen et al., 2008) and achieve a better quality of life
(Dahlberg et al., 2006; Galski et al., 1998).

Communication is a dynamic, two-way process involving both the person with ABI
and their communication partner, whether a family member, friend, or carer. The skills of the
partner can either hinder or facilitate a conversation (Togher et al., 1997). Just as a person
with ABI may struggle in conversation, so may the communication partner. Partners may
frequently ask questions that test a person’s knowledge, limit opportunities for the person
with ABI to participate and/or not give the person with ABI a turn to respond (Mann et al.,
2015; Sim et al., 2013). Conversely, an increased use of a supportive questioning style and
use of positive communication strategies by partners (e.g., use of short, simple direct
sentences and questions) may improve interactions (Mann et al., 2015; Shelton and Shryock,

2007).
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Given the important role that communication partners play in conversational
interactions, training partners is recommended within international guidelines (Togher et al.,
2023) and recent systematic reviews (Behn et al., 2020; Wiseman-Hakes et al., 2020). As part
of the training process, assessment of conversation is integral to establishing an
understanding of the skills of the person with ABI, the ability of the communication partner
to support interactions, and to subsequently guide planning of relevant interventions.
Conversation is also considered a key outcome for any cognitive-communication intervention
(Lé et al., 2022; Tobar-Fredes & Salas, 2022), particularly for determining whether training
communication partners has been beneficial to the dyad (Togher et al., 2023).

Assessing conversation provides insights into real-life communication with relevant
partners and may illuminate communication skills that have been impaired by the brain injury
(Keegan et al., 2023; MacDonald, 2017). However, assessing conversation can be difficult
due to its dynamic and interactive nature; and may vary according to the type of conversation
(e.g., casual, purposeful, task-specific) and the communication partner involved (e.g., family
member, sibling, friend, carer). Furthermore, there is a lack of tools that objectively and
reliably evaluate conversation in ecologically valid ways (Sohlberg et al., 2019). Pragmatic or
observational scales are common (Keegan et al., 2023; Sohlberg et al., 2019; Steel & Togher,
2019) though these measures are limited by reduced reliability and consistency (Coelho et al.,
2005).

Detailed assessment of the quality of conversation is not routinely assessed in clinical
practice. An international survey of 265 speech and language therapists from a range of
clinical settings found under 10% of clinicians directly assess functional performance,
pragmatics, and discourse (Frith et al., 2014). Findings are similar for therapists (n=182) in
acute settings, with fewer than 20% assessing conversation (Morrow et al., 2020). A recent

international survey of speech and language therapists from mainly rehabilitation and
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community settings (n = 70) found that 80% of clinicians assessed conversation (Steel et al.,
2022). However, the most common type of analysis (> 90%) focussed only on pragmatic
features (e.g., eye contact, topic maintenance) of the conversation. Common barriers to both
assessment and detailed analysis include the lack of resources and time, and limited
availability of tools (Frith et al., 2014; Kelly et al., 2017; Maddy et al., 2015; Morrow et al.,
2020; Steel et al., 2022). More detailed analyses beyond pragmatic features alone are needed
to guide intervention that enables people with ABI and their communication partners to
participate effectively in conversation and in their social lives.

Therefore, access to assessments that can feasibly and reliably measure conversation
in clinical practice is needed. Sohlberg and colleagues (2019) described feasibility of a
measure in terms of time and complexity of administration. A measure that took no longer
than 60 minutes to administer and did not require a complex analysis procedure such as
transcription and hand coding was considered feasible. In that study, only one (of six)
measures the Profile of Pragmatic Impairments in Communication (Linscott et al., 1996) was
not considered to be feasible. Iwashita and Sohlberg (2019) described a feasible measure for
clinicians as one that was acceptable to clinicians and administrated in 30 minutes or less.
The Modified Pragmatic Rating Scale was compared to the Profile of Pragmatic Impairments
in Communication. The former was found to be quicker to rate (in under 5 minutes) and
described by raters as easier to use. However, a limitation of these conversational scales is
that they focus on the skills of the person with ABI, and do not score or rate the skills of the
communication partner within a conversation.

One commonly reported measure of conversation that focuses on both the person with
ABI and their communication partner is the Adapted Kagan Scales (Togher et al., 2010).
These scales are clinician-rated, do not require transcription or detailed linguistic analyses,

and have demonstrated sensitivity to change from communication partner training (Behn et
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al., 2012; Rietdijk et al., 2020a; Togher et al., 2013). Originally designed to rate
conversations involving people with aphasia (Kagan et al., 2004), these scales were adapted
for people with brain injury and their communication partners (Togher et al., 2010). The
Adapted Kagan Scales comprise two scales, each with several sub-scales. The first, the
Adapted Measure of Participation in Conversation (MPC) rates the interaction and
transactional skills of the person with brain injury. The second, the Adapted Measure of
Support in Conversation (MSC) rates the ability of the communication partner to both
acknowledge and reveal the competence of the person with brain injury within the
conversation. These tools are the only available scales that rate the skills of both people in the
dyad. The scales have excellent inter-rater and intra-rater reliability when rated by
experienced clinicians (Togher et al., 2010), good ecological validity, and based on the
parameters described by Sohlberg et al. (2019), would be considered feasible in terms of time
to rate and ease of use.

Although the Adapted Kagan Scales have been found to have acceptable reliability in
research contexts, the clinical feasibility of the Adapted Kagan Scales is likely to be affected
by a range of factors. Empirical studies have reported varying degrees of inter-rater reliability
(Behn et al., 2019a; Behn et al., 2012; Chia et al., 2019; Rietdijk et al., 2020b; Togher et al.,
2013) with the time taken to train raters ranging from 2.5 hours to 35 hours with better
reliability reported for longer training times of at least 14 hours (Behn et al., 2019a; Behn et
al., 2012; Chia et al., 2019; Rietdijk et al., 2020b). Raters have ranged from students studying
speech and language therapy with limited experience of people with brain injury to clinicians
with little to extensive clinical experience. The length of conversation has ranged from 5- to
10-minutes and the type of conversation has included casual and purposeful (or structured)
conversation. Casual conversations have involved a dyad talking about a topic of interest,

while purposeful conversations require the dyad to complete a task (e.g., plan a holiday) or
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ask structured questions. Reliability results across different lengths and types of conversation
have been comparable in some studies (Behn et al., 2012; Togher et al., 2010) and better for
purposeful than casual conversations in other studies (Rietdijk et al., 2020a; Rietdijk et al.,
2020b). All these factors may impact the extent and ease of implementation of the Adapted
Kagan Scales in clinical practice.

The purpose of this study was to determine whether the Adapted Kagan Scales could
be established as a clinically feasible method (i.e., completed in 30 minutes or less) for
assessing a single type of conversation; and could achieve acceptable levels of inter-rater
reliability with limited training. The face, ecological and construct validity of the measures
has already been established (Kagan et al., 2004; Sohlberg et al., 2019; Togher et al., 2010).
The same conversations were used across multiple phases to allow direct comparison; with
consideration of training length; scales rated; and rater experience. This study aims to address
the following research questions:

1. Can videotaped conversations involving people with ABI and their communication
partners be feasibly rated in terms of time taken (30 minutes or less) using the
Adapted Kagan Scales?

2. Can acceptable (i.e., moderate) reliability be achieved by students and experienced
clinicians?

3. Can raters achieve acceptable (i.e., moderate) levels of reliability with limited training
(<8 hours of training) in the use of the scales?

4. Can similar levels of reliability be achieved from rating 5-minute compared with 10-
minute videotaped conversations?

5. What is raters feedback on their experience of using the Adapted Kagan Scales?

METHODS
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Design

A four-phase iterative mixed-methods design was conducted using data collected from
a previous feasibility trial examining communication skills in people with ABI (Behn et al.,
2019a). The four phases were conducted over the period from 2019-2023. Ethical approval
was initially granted as part of the trial by City, University of London School of Health Ethics
Committee (PhD/12-13/14), and the Brain Injury Rehabilitation Trust Ethics Committee
(dated 215 May 2013). Further approval for this study was granted by the City, University of
London Language and Communication Science Proportionate Review Committee (ETH1920-

0181/ETH2021-0421/ETH2122-0209).

Participants

Video samples from a total of 21 participants with acquired brain injury and their
communication partners from the United Kingdom were included. The participants had
previously given informed consent to participate as part of a published feasibility trial on a
social communication skills group treatment (Behn et al., 2019a). Table 1 presents the
demographic variables for participants with ABI and their communication partners. All
participants were at least 12 months post-injury, determined to have a moderate-to-severe
brain injury based on the period of post-traumatic amnesia, the Glasgow Coma Scale score,
or the participants’ clinical presentation. All participants were reported to have a diagnosis of
a cognitive communication disorder, as determined by a practicing speech and language
therapist. All participants had significant cognitive impairment based on the Repeatable
Battery of the Assessment of Neuropsychological Status (RBANS) (Randolph, 1998) and
Wisconsin Card Sorting Test (WCST) (Heaton et al., 1993). Communication partners were
identified by people with ABI as someone who they interact with regularly on a weekly basis

and who would be able to attend assessment sessions and contribute to goal setting. For the
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21 participants, there were 17 female communication partners and four male communication

partners.

[insert Table 1 about here]

Measures

The Adapted Kagan Scales (Togher et al., 2010) comprise two main scales. The first,
the Adapted Measure of Participation in Conversation (MPC) is used to rate the
conversational participation of the person with ABI, specifically evaluating how they socially
connect, engage, and share the conversation with their communication partner. The scale is
further divided into two subscales: Interaction (social connection) and Transaction
(exchanging content).

The second scale is the Adapted Measure of Skill in Supported Conversation (MSC),
which rates the skills of the communication partner during the conversation. This scale is
divided into two subscales: Acknowledging competence (AC) and Revealing competence
(RC). The Revealing Competence subscale involves three elements: (RC1) Ensure the adult
understands; (RC2) Ensure the adult has a means of responding; and (RC3) Verification.

Each scale is rated on a 9-point Likert scale presented as a range of 0 — 4 with 0.5
intervals. There are behavioural descriptors and five anchor points to help guide the rater’s
judgement. For the MPC the anchor points range from 0 (no participation) to 4 (full
participation in conversation) while the MSC anchor points range from 0 (not supportive) to 4
(highly skilled support). In total, six ratings are obtained: one for each subscale of the MPC
(interaction and transaction), one for the Acknowledge Competence subscale of the MSC,
and one for each of the three elements from the Revealing Competence subscale, which can

later be averaged to give a total subscale score.
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Raters

Fourteen final-year speech and language therapy students were recruited from City,
University of London. All students had limited to no knowledge of working with people with
brain injury; though had received six hours of lectures on the topic by the first author. In
addition, two experienced speech and language therapists were recruited, who had 12 and 20

years clinical experience working with people with brain injury.

Procedure

Raters scored the Adapted Kagan Scales to evaluate casual conversations involving
people with ABI and their communication partners. There were 73 conversations recorded in
the original feasibility trial (Behn et al., 2019a). These recordings were either taken pre-
treatment, post-treatment, or at follow-up. Conversations were recorded using a Flip Video
Camera HD mounted on a tripod. Dyads were instructed to discuss a topic of interest for 10
minutes, while the researcher (NB) left the room. A proportion (n = 23, 32%) of these
conversations were randomly selected to check inter-rater reliability in the original study.
Several conversations involved the same dyad, but at different time points. These same 23
conversations were used in the current study to directly compare the results of the current
study with that study.

The procedure for this study is divided across four phases, where the results of the
previous phase influenced the procedure for the successive phase. Detailed information that
informed the decisions made for each phase including, the statistical results (both feasibility
and reliability) and discussions among the research team are reported in the results section.

The phases are as follows:
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Phase I (Student raters, half-day versus full-day training, 10 min samples, six scales): The
aim of this phase was to examine different lengths of training. Six final-year speech and
language therapy students were recruited as raters (two males, four females). Three raters
received four hours of direct training (half-day) on the scales, while the other three raters
received eight hours (full-day) of direct training. All raters were required to rate the full 10-

minutes of the conversations, using all six scales (two for the MPC, four for the MSC).

Phase II (Student raters, half-day training, 5 versus 10 min samples, four scales versus three
scales): The aim of this phase was to examine different lengths of conversation and a reduced
number of scales to rate. Six different final-year speech and language therapy students were
recruited as raters (all female). All raters received four hours of direct training on the scales
and a further four hours of self-directed training using the TBI Bank Grand Rounds training
package (Elbourn et al., 2023). Two raters rated the full 10-minutes of conversation using
four scales, while two raters rated only the first 5-minutes of the conversation using the same
four scales (two for the MPC; and two elements of the Revealing competence scale — ensure
the adult understands and ensuring the adult has a means of responding). Two raters rated the
full 10-minutes of conversation using three scales (MPC Interaction; and two elements of the
Revealing Competence scale — ensure the adult understands and ensure the adult has a means

of responding).

Phase 111 (Student raters, half-day training, 5 min samples, two scales): The aim of this phase
was to examine a further reduced number of scales to rate. Two different final-year speech
and language therapy students were recruited as raters (both female). Both raters received

four hours of direct training on the scales and a further four hours of self-directed training
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using the TBI Bank Grand Rounds training package (Elbourn et al., 2023). The raters rated
only the first 5-minutes of conversation using two scales (MPC Interaction; and one element

of the Revealing Competence scale — ensure the adult understands).

Phase IV (Experienced raters, half-day training, 5 min samples, two scales): The aim of this
phase was to examine the ratings of experienced raters compared with students from the
previous phase. Two qualified speech and language therapists were recruited as raters (both
female). Both raters received four hours of direct training on the scales. The raters followed
the exact procedure from the previous phase. They rated only the first 5-minutes of
conversation using two scales (MPC Interaction; and one element of the Revealing

Competence scale — ensure the adult understands).

Raters in phase one were required to watch the conversation at least once, with the
option of repeat viewing. They were asked to record the number of times they watched the
conversation. In phases 2 - 4, raters were required to watch each conversation twice; in
clusters of three samples at a time to reduce rater fatigue (Eriksson et al., 2014). Raters in all
phases were required to record the following feasibility information for each rating: (1) the
time taken to watch (and re-watch, where appropriate), consider behaviours observed and
decide on a final rating of the conversation; (2) the ease of rating the conversation on a 10-
point scale (1 = not easy; 10 = very easy); (3) qualitative feedback about the ease of rating;
and (4) qualitative feedback about the descriptors in the scale, and the rating process. In
phases three and four, a think-aloud protocol was included to gather more detailed
information about the rating process. Think Aloud is a technique in which participants
verbalise their thoughts while simultaneously carrying out a task to gain in-depth qualitative

data, in this case on anything which affected the rating of the conversations (Durning et al.,
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2013). Raters in these phases were observed online via Zoom (Version 5.12.8) scoring the

same three conversations while recorded by a researcher (PP).

Training

All direct training on the scales was led by the first author who had more than 20
years experience in working with people with ABI, and who had more than 10 years’
experience in training and using the Adapted Kagan Scales for research purposes (Behn et al.,
2019a; Behn et al., 2012). The first author collaborated with other co-authors (EP, LT, and
RR) to refine training in the use of the scales. Training was delivered in groups of two-to-four
raters; in-person in phase one then online for phases 2-4 due to the COVID-19 pandemic.
While the decision to do training online was influenced by external factors, studies have
shown online training to be as effective as face-to-face methods (Cook et al., 2008; Soffer &
Nachmias, 2018).

Training began with a general familiarisation of the scales and the rating process.
Raters then watched several sample conversations. These conversations were accessed
through TBI Bank, which is an online repository of materials and resources including
videotaped conversations of people with traumatic brain injury and their communication
partners (Elbourn et al., 2023). The full-day training (8-hours) involved eight sample
conversations while the half-day training (4-hours) involved four-to-five sample
conversations. Raters independently scored each sample conversation individually then
discussed their scoring and any discrepancies with the group with reference to the descriptors
and anchor points. Common issues that could influence the rating process were discussed and
examined in relation to the sample conversations (e.g.,, relationship of partner, weighing up
different descriptors, imbalanced conversations). Final ratings for the sample training

conversations were agreed on via consensus, which became anchors for different points on
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the 9-point scale, to provide a reference point when rating. All raters across all phases were
permitted to review anchor videos as often as needed.

After phase one, rater feedback suggested a need for student raters to gain further
knowledge of the communication problems that can occur from an ABI. Therefore, raters in
phases two and three were required to do the online TBI Bank Grand Rounds training
(Modules 1-3, 5 and 7) (Elbourn et al., 2023). This training was self-directed and took raters
approximately four hours to complete in addition to the direct rater training already received.
Topics covered were cognitive-communication disorders, discourse, and variability of

discourse across contexts.

Data analysis

Feasibility information (time taken to rate; ease of rating scores) was compiled in a
Microsoft Excel spreadsheet and analysed descriptively. Qualitative feedback on the
experience of using the rating scales was initially compiled and analysed by the first and/or
third author (NB or PP) using conventional content analyses (Hsieh & Shannon, 2005). The
data was coded, identifying similarities and differences in the feedback of raters, with
categories of information identified. Qualitative data from the think-aloud sessions were
transcribed verbatim and analysed by the second author using conventional content analysis
and checked for accuracy by the first author. As recommended in mixed methods research
(Fetters, Curry & Creswell, 2013), we collected the quantitative and qualitative data in
parallel and analysed the data for integration prior to the commencement of successive
phases. Therefore, the preliminary integration of data was completed at the end of phase one,
two and three. At the end of the study all qualitative data was synthesised with the

quantitative data from all four phases to explain the findings of the study.
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Reliability data from each phase were examined separately including, the effect of
relevant variables such as the length of training, length of conversation viewed, and the
experience of the rater. Interrater reliability was assessed using intra-class correlations (ICC)
2,1 procedure with absolute agreement, single measures (Shrout & Fleiss, 1979). The 95%
confidence intervals were reported as percent agreement in line with reporting guidelines for
reporting reliability results (Kottner et al., 2011). Excellent reliability was defined as ICCs
greater than 0.90, good reliability as between 0.75 and 0.90, moderate reliability between
0.50 and 0.75 and poor reliability as less than 0.5 (Koo & Li, 2016). Acceptable reliability in
this study was determined as moderate. As both the MPC and MSC include several subscales,
Spearman’s rank-order correlations (rs) were calculated for each scale to evaluate the strength
of the association between subscales. Strong correlations have values between 0.7 and 0.9,
moderate correlations between 0.4 and 0.6, and weak correlations between 0.1 and 0.3
(Dancey & Reidy, 2007). Throughout all phases the strength of the ICCs and correlations and
feasibility information were examined by the research team to inform each phase. All

statistical analyses were computed using IBM SPSS Statistics (Version 28).

RESULTS

Quantitative results are presented for each phase, followed by overall qualitative results.

Phase I. The mean time taken to watch and rate each 10-minute length conversation by raters
was 29 mins (range 14 — 56 mins)(Figure 1). Mean ease-of-use ratings on a scale of 1 - 10
was 6.8 with a range of scores from 5 - 10. Raters who completed the 4-hour training rated
the conversation from a single viewing 81% of the time. Raters who completed the 8-hour

training rated the conversation from a single viewing 43% of the time.
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[insert Figure 1 about here]

Reliability for both half-day and full-day of training was poor-to-moderate (ICCs =
0.43 - 0.62) with confidence intervals poor-through-good (Table 2). Percent agreement within

0.5 ranged from 17% to 43% across both conditions.

[insert Table 2 about here]

There were strong positive correlations, rs(21) > 0.73 - 0.92, p <.001 between the
MPC Interaction and Transaction subscales for all six raters. Strong positive correlations
were found between the MSC Acknowledging Competence subscale and each of the three
elements of the Revealing Competence scales for most raters, 15 (21) > 0.74 - 0.96, p < .001.
For one rater, the correlation between the RC1 and RC2 elements was moderate rs(21) =

0.68, p <.001.

Phase II. As there was minimal difference in ICCs between half-day and full-day training,
Phase II used half-day training only; and the strong correlations between specific scales led to
the number of scales rated being reduced to either four scales (MPC Interaction and
Transaction, MSC RC1 and RC2); or three scales (MPC Interaction, MSC RC1 and RC2)
given stronger ICCs for MPC Interaction over MPC Transaction. Additionally, phase 11

compared long (10 minute) and short (5 minute) conversation samples.
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For raters who viewed 10-minute samples, the mean time taken to rate each sample
was 34 minutes (range 25-53 mins) when four scales were rated and 38 minutes (range 23 -
60 mins) when three scales were rated (Figure 1). For raters who viewed 5-minute samples,
the mean time taken to rate each sample was 23 mins (range 18 - 26 mins). Mean ease-of-use
ratings on a scale of 1 - 10 was 6.6 with a range of scores from 2 to 10.

Reliability for rating four scales with 10-minutes of conversation was moderate for
MPC Interaction, RC1 and RC2 (ICCs = 0.56 - 0.59) and poor for MPC Transaction (ICC =
0.33) (Table 3). Reliability for rating four scales with 5-minutes of conversation was
moderate for all four scales (ICCs = 0.56 - 0.68). Reliability was moderate for rating three
scales with 5-minutes of conversation (ICCs = 0.52 — 0.68). Confidence intervals were poor-
through-good for all ICCs across all conditions. Percent agreement within 0.5 ranged from 39

— 83% across the three conditions.

[insert Table 3 about here]

There were strong positive correlations, rs(21) > 0.86 - 0.91, p <.001 between the
MPC Interaction and Transaction subscales for all raters in this phase. There were also strong

positive correlations, 15 (21) > 0.85 - 0.97, p <.001 between the RC1 and RC2 for all raters.

Phase III. As there were more favourable ICCs for 5-minutes compared to 10-minutes of
conversation, the next two phases used 5-minute conversations only. As the correlations were
strong and ICCs higher for MPC Interaction and MSC RC1, only these two scales were used
in the next two phases.

The mean time taken to rate conversations in this phase was 20 mins (range 15 - 26
mins) (Figure 1). Mean ease-of-use ratings on a scale of 1 - 10 was 7.6 with a range of scores

from 2-10.
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Reliability for rating the two scales with 5-minutes of conversation was moderate for
MPC Interaction (ICC = 0.69) and MSC RC1 (ICCs = 0.73) (Table 4). Confidence intervals

were poor-through-good. Percent agreement within 0.5 ranged from 57 — 78%.

[insert Table 4 about here]

Phase IV. The mean time taken by experienced clinicians to rate conversations in this phase
was 22 mins (range 19 - 35 mins) (Figure 1). Mean ease-of-use ratings on a scale of 1 - 10
was 7.3 with a range of scores from 4 to 9.

Reliability for rating the two scales with 5-minutes of conversation was moderate for
MPC Interaction (ICC = 0.55) and MSC RC1 (ICCs = 0.58) (Table 3). Confidence intervals

were poor-through-good. Percent agreement within 0.5 ranged from 48 — 70%.

Overall summary

Table 5 presents a summary of each of the four phases. Overall, the time taken to rate
conversations decreased across the phases, particularly as shorter conversations were rated;
ease of use for rating conversations on the scales improved slightly across phases; and
measures of reliability (ICCs) generally improved across each of the four phases, most

notably when fewer scales were used.

[insert Table 5 around here]

Qualitative Data
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Qualitative data revealed two broad categories across all four phases around: (i) scale use;
and (i1) conversation ratings. Scale use referred to the raters’ actual use of the scales to inform
their final rating. Raters from all phases found it difficult to know how weigh-up one

behaviour or descriptor over another.

“Finding it difficult to finalise scores between 2 and 3 and decide what gives enough

weight to lower or increase a score” (Student rater, Phase 1)

There were issues with the clarity of the descriptors where some raters reported lack
of detail, ambiguous, or imprecise descriptors (e.g., “share responsibility for feel/flow™).
Some raters reported descriptors were not helpful, that some partially met or absent
descriptors were difficult to rate and that overall, there were simply too many descriptors to
rate and/or consider at once (particularly in phase I). Raters did report it easier to rate more
concrete and overt behaviours (e.g., “listening attitude, supportive questioning”). Many of
these reports were reduced in frequency in later phases (when fewer scales were rated) and
the clinician raters reported fewer concerns than students regarding the usefulness of the

descriptors.

“Found the descriptors helpful to go through for CP [communication partner] as
although she had a warm manner and was interested in her son, very few of the

criteria for supporting understanding were explicitly met” (SLT, Phase IV).

Finally, raters reported that the most and least successful conversations were easier to

judge; and conversations that fell in the middle of the scale harder to rate. Clinicians reported
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finding it hard to use the half-point ratings due to familiarity with scales in clinical practice
with full points only.

The second category conversation ratings referred to how a rater reflected on the
conversation viewed to make a rating. Raters reported challenges with rating a conversation
without personal knowledge of the dyad and context of the conversation (e.g., their sense of
humour and usual dynamics). Some raters wanted additional information about how the dyad
were at baseline and/or prior to injury to judge the conversation. Some raters were aware of
their own biases and emotional response to the interactions and how they may affect ratings

(either positively or negatively)

“[I was] worried that my emotional response to the video would affect my scoring”

(student rater, Phase I)

Raters reported difficulty when the behaviours of the dyad changed throughout the
conversation and struggled with resolving how the behaviours of an individual affect the
other and in turn, the ratings given to each person in the dyad. These challenges were raised

mainly by the student raters.

“pragmatics again can be mixed throughout with some examples of flat affect/ blank

expression and others of good pragmatics” (student rater, Phase I)

“Do I score the person with brain injury lower on interaction because they didn’t
initiate, or the CP [communication partner| lower on RC2 for not giving enough time

and silence to allow the person with brain injury to initiate?” (student rater, Phase II)
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In later phases, rating a conversation with fewer scales and making a judgement of the
impact of individual behaviours relative to the whole conversation was a challenge,
particularly for clinicians. Student raters also provided insightful comments describing this

challenge.

“I’'m just gonna stick to what I'm rating. There’s so many things that play a part in
making the conversation great and I’'m only focusing on do they ensure that the other

person understands” (student rater, phase III)

Clinicians sometimes reported using clinical intuition to make a judgement of the

conversation as the rating score was not felt to reflect their observations.

“found myself judging the score on gut feeling once all descriptors considered, rather

than any one descriptor carrying more weight” (SLT, Phase IV).

DISCUSSION

The aim of this study was to explore the feasibility of the Adapted Kagan Scales for
clinical practice, and reliability under different training and rating conditions. Overall, the
training required to achieve proficiency, and the time to view and rate conversations would
be considered feasible. Across all phases of the study, raters were able to view and rate a 5-
or 10-minute conversation in under 60 minutes. Rating time was reduced to 30 minutes for a
5-minute conversation. This result is consistent with the findings of lwashita and Sohlberg
(2019) where raters could rate a 10-minute conversation using two scales of social
communication ability in less than 30 minutes. Training was also feasible to deliver in either

a half-day or full-day training program. While it was not the intention to explore the delivery
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mode, training was able to be successfully delivered both face-to-face and online. While
longer training (i.e., full-day) offered increased opportunities for practice and discussion,
when compared to shorter training duration (i.e., half-day) there was no discernible difference
in the reliability results. The time taken to train the scales was significantly less than the 14 to
35 hours reported elsewhere (Behn et al., 2019a; Behn et al., 2012; Chia et al., 2019; Rietdijk
et al., 2020b), with these other studies involving a procedure in which raters demonstrated
reliability on training samples to be considered competent in rating. The potential for reduced
training time and quicker scoring demonstrated in the present study is important, as it enables
the scales to be more clinically accessible to speech and language therapists, who have
restrictions on their time (Frith et al., 2014; Kelly et al., 2017; Maddy et al., 2015).

The reliability results are encouraging and considered acceptable, with moderate
reliability for most scales and improved reliability for the student raters when fewer scales
were rated. The results were not as strong as for the original study that used the same
conversations (Behn et al., 2019a) however, that study involved 18 hours of training over
multiple days. Given previous studies have reported moderate-to-excellent reliability for
rating casual conversations with longer training, the finding is optimistic (Behn et al., 2019a;
Behn et al., 2012; Rietdijk et al., 2020a; Rietdijk et al., 2020b; Togher et al., 2010).
Moreover, reducing the number of scales yielded positive reliability results and addressed
rater burden raised by some student raters who made comments about too many scales to rate
and descriptors to consider. However, the same positive results cannot be said of the scales
rated by experienced clinicians. In interpreting the significance of these results, researchers
have suggested that intra-class correlations need to be at least 0.80 for high-risk clinical
decisions, such as making clinical diagnoses (Slagle et al., 2002), 0.70 for research purposes
(Nunnally, 1978) and 0.60 to be clinically useful (Chinn, 1991). While this would seem to

suggest that the Adapted Kagan Scales have potential as a clinical measure, closer inspection,
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and interpretation of the 95% confidence intervals, suggest the picture to be less clear, with
most confidence intervals showing great variability between poor-to-good. These results
require additional thought about the complexity of conversations, how conversations are rated
using the scales, the influence of the individual raters, and how they are trained to use the
scales.

Several of the study’s findings raise an important issue about the complexity of
conversation and its variable nature; and whether a set of scales can reliably capture the
subtle behaviours and nuances that may in turn, be difficult to objectively define (Eriksson et
al., 2014). The conversations that occur for people with brain injury are highly heterogeneous
(Hartley & Jensen, 1992; Snow et al., 1997). The environment, social context, goals and
demands of the conversation, the communication partner, and social and cultural roles they
assume, may all impact the nature of conversation and support provided to someone with a
brain injury (Keegan & Miiller, 2022; MacDonald, 2017). A rater is then required to observe
and rate subtle communicative behaviours that occur in a fast-moving, dynamic interaction.
Several raters in this study highlighted the need for additional personal information of the
dyad and how they communicated prior to the injury, and the context of the conversation to
make accurate judgements. Therefore, raters were required to make their own judgements
about the relationship between the dyad and the amount of shared knowledge and experience
for the conversation they rated.

The process of rating conversation is potentially therefore, susceptible to rater bias
(Eriksson et al., 2014; Sohlberg et al., 2019). Certainly, in this study several raters were
aware of personal bias and how this may have positively or negatively affected their own
ratings. This bias has been found in previous studies where a raters’ judgement of the
significance of behaviours in performance varied widely (Yeates et al., 2013a). A clinician

may identify impaired communication when those involved in the interaction including the
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communication partner may not identify any impairment at all. A clinician may not share the
person’s culture or social background or have experience of situations or contexts being
discussed in the conversation, which may affect their judgement. Further, a clinician may
have an unconscious bias on factors such as gender, culture, race, and ethnicity, that may
influence their judgement of the interaction (Badon et al., 2005; Harrison et al., 2017).
Eriksson et al (2014) identified the effect of raters’ personal biases as one of the key factors
undermining the reliability and validity of clinical rating scales. Longer training that
explicitly addresses many of these issues may need to be considered and evaluated in the
future to determine whether they can be mitigated (Behn et al., 2012; Eriksson et al., 2014).
There are several types of rater error and bias that may influence the rater’s ability to
make a judgement about a conversation. These have been described by Eriksson et al (2014)
(2014) including, primacy/recency effects when ratings are based on observations made early
or late in the conversation, or contrast effects where ratings are higher or lower relative to
previously assessed samples (Feldman et al., 2012; Yeates et al., 2013b). One reflection by
several raters was a difficulty in deciding how to weigh one-off behaviours when scoring. For
example, a communication partner may demonstrate good listening skills throughout most of
the conversation, but then dismiss contributions from the person with ABI at one point in the
conversation. The relative weight (and thus rating) given to one behaviour over another may
differ between raters (Yeates et al., 2013a). This effect was particularly noticeable when a
behaviour was brief but had significant impact on the other person. Raters rarely agreed on
which conversations were the most challenging for weighing up behaviours. This finding
may suggest the presence of “halo errors” whereby ratings are based on one positive or
negative observation (Jacobs & Kozlowski, 1985). Rating a conversation is a complex
process, and there is likely to be variability (and bias) in how individual raters place emphasis

or perceive value on different aspects of an interaction.
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Experienced clinicians reported difficulty with a scale that contained half-points,
which suggests a reduced scale may be more favourable. Eriksson et al (2014) attempted to
address this issue (and that of bias) by shortening the rating periods (e.g., to one minute each)
and using a reduced scale from 9-points to 4-points (e.g., 1 to 4, predominantly poor support,
consistently satisfactory support). However, 10-30 hours of training was required, and
reliability was poor to moderate. In another study, a more reduced scale (of 1-3 points:
predominantly poor support, OK but not satisfactory, predominantly satisfactory) was found
to achieve better reliability (Saldert et al., 2013) although a reduced scale may potentially
limit the validity and the scales’ sensitivity to change.

The impact of several factors on reliability was considered in this study, including the
length of the conversation (i.e., 5 and 10 minutes) and experience of the rater (i.e., student
and experienced clinician). Other studies have used either five minutes (Rietdijk et al., 2020b;
Togher et al., 2010) or ten minutes of conversation (Behn et al., 2019a; Behn et al., 2012;
Iwashita & Sohlberg, 2019); and a study for people with post-stroke aphasia reported that 3-5
minutes of conversation was sufficient for analysis (Correll et al., 2010). The reliability
findings from this study were generally more favourable for conversations of 5-minutes in
length when raters were rating the same scales, which suggests that clinicians could adopt the
same length of conversation in clinical practice. Reliability was less favourable for
experienced clinicians compared to student raters. Togher et al (2010) reported good-to-
excellent reliability when raters were experienced clinicians. However, in that study raters
rated all six scales and in the current study (phase V), clinicians rated only two scales (MPC
Interaction and MSC RC1). Qualitative reports suggest that the clinicians tended to use their
wider clinical experience and intuition when rating. Certainly, for one clinician, they found it
challenging to focus on the two scales and gave ratings that reflected the overall

conversation. While the earlier study of the original Kagan scales found a significant positive
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correlation between clinical intuition and ratings (Kagan et al., 2004), the raters rated all six
scales rather than the two in this study.

An additional factor to raise relates to the training process itself. The training
familiarised the raters with the scales, provided sample conversations to rate, and discussed
common issues. While the training process used was like other studies using the same scales
(Behn et al., 2012; Behn et al., 2019a; Rietdijk et al., 2020b), greater consideration of some
of the issues raised by raters in this study may be needed (e.g., managing personal bias,
weighing up behaviours, changing behaviours, influence of a person’s behaviour on another).
Longer training and/or greater use of challenging sample videos may help. There may also be
an issue with how raters listen and engage during training and apply what they have learnt.
Future research may need to closely examine the training process using think aloud
techniques to more robustly identify how raters observe and interpret what they are seeing
and where the specific differences may lie when they rate the same video. This research will
contribute to our understanding of how best to train the use of the scales thus, standardising
training for the future.

Finally, there may be a tension between the concise clarity of the rating scales and the
subtle insights from a rater who has either greater clinical experience, more training, or who
is rating a longer conversation sample. Individual raters’ reported issues with the clarity and
weighting of the descriptors, including unhelpful and/or an excessive number of descriptors
to consider. Visible communicative behaviours (e.g., eye contact, questions asked, turn-
taking) were certainly considered easier to rate than more abstract, ambiguous behaviours
(e.q., appropriate amount of information, organisation of information). However, qualitative
comments from the experienced clinicians suggest that clinical intuition may lead raters to

identify or describe more subtle, abstract and difficult to describe behaviours that may not be
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listed, highlighting the inherent conflict for raters during the process. Striking the right
balance between these factors may prove challenging.

Reliability and feasibility of the measures may be improved through modifications to
the scale including, reducing the number of descriptors, and linking them to more concrete
behaviours. However, these changes may negatively influence the validity of the scales and
their ability to adequately explain differences in ratings. Measures like the Modified
Pragmatic Rating Scale (Iwashita and Sohlberg, 2019) have simple scales and few descriptors
(e.g., eye contact, gesture, and initiation of new topics), however, the reliability results are
comparable to the Adapted Kagan Scales (Iwashita & Sohlberg, 2019).

Inclusion of the Adapted Kagan Scales is important as they are the only known scales
to measure support provided by communication partners during conversation. Therefore,
future recommendations may include the use of larger participant numbers and the potential
integration of automated analysis of some conversational skill behaviours that are
quantifiable such as percentage of speaking time and facial expressions (Liu et al 2016).
Additionally, there may be consideration of other scales focused on measuring the skills of
the person with ABI and the degree of communicative effectiveness (e.g., Conversational
discourse scale of the Montreal Evaluation of Communication, Joanette et al., 2015) or
inclusion of patient-reported outcome measures of perceived communicative ability and
participant experiences that are psychometrically robust such as the Communication
Participation Item Bank (Baylor et al., 2013); La Trobe Communication Questionnaire
(Douglas et al., 2000) and Social Skills Questionnaire-Traumatic Brain Injury (Francis et al.,
2017). Such changes will ensure ongoing data may be collected for feasibility and reliability

of the scales with consideration of their validity.

Limitations



670

671

672

673

674

675

676

677

678

679

680

681

682

683

684

685

686

687

688

689

690

691

692

693

694

Overall, this study was limited by its small sample size of 23 conversations, which as
a convenience sample may not represent the full range of scores from these scales. In
addition, a specific measure of cognitive-communication disorder was not used to recruit
participants. Researchers suggest for reliability studies, there should be at least 30 samples
with three raters (Koo & Li, 2016). Therefore, low ICCs may be attributable to fewer raters in
each phase and potentially a lack of variation among the sampled people with brain injury
and their communication partners (Eriksson et al., 2014) given the use of a convenience
sample. In addition, the conversation samples for this study were drawn from people who had
sustained both traumatic and non-traumatic injuries where previous studies have used
samples from only people with TBI (Behn et al., 2012; Rietdijk et al., 2018; Togher et al.,
2010). There was a dependence on a high proportion of student raters who were
predominantly female, however this is consistent with the speech and language therapy
profession. The student raters had limited knowledge and experience of brain injury and
associated communication problems, which may reduce the generalisability of the study
findings to how experienced brain injury clinicians may feasibly use these scales in clinical
practice.

While the think-aloud protocol was intended to provide rich qualitative data, this was
not consistently the case. A concurrent think-aloud interview while raters were viewing the
conversation was initially attempted but proved to be cognitively challenging, so a
retrospective think-aloud interview was used. Further training and consideration of rater
prompts through the think aloud process may be required in the future (Hu & Gao, 2017).
Despite this, the rater logs provided clear information during all four phases and was helpful
to developing a clear understanding of the challenges faced by raters. Another limitation
could relate to the statistics used in this study. To be transparent; correlations, significance

value, confidence intervals and percent agreement was reported. Bland Altman plots (1986)
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may also be used to visualise disagreements in rating, degree of differences and assessor bias
(Eriksson et al., 2014) and may have generated further insights into the nature of the data.
This study did not further examine the content validity of the scales nor consider intra-rater or
test-retest reliability, with the latter relevant to the use of the scales as an outcome measure. A
reduction in the number of scales had little to no effect on reliability however, it may affect
sensitivity to change so future research would need to consider whether there is a trade-off

between reliability and sensitivity for the measures.

Clinical implications and future directions

Rating scales of conversation offer a useful starting point for clinicians who are
conducting assessments with the goal of making clinical decisions and setting goals for
treatment. For example, they could help guide the clinician and the dyad as to the aims of
intervention (e.g., improving the communication partner’s ability to reveal the competence of
the person with ABI by ensuring they can respond) and thus identify relevant target
behaviours for treatment (e.g., asking questions, take turns, give time to respond). In doing
so, the clinician can select targets that focus on person-centred and contextually relevant
conversations and topics that align with the values and needs of the person with brain injury
and their communication partner (Keegan et al., 2023; Sohlberg et al., 2019). Those target
behaviours could be translated to a goal setting framework such as Goal Attainment Scaling,
in collaboration with the dyad. The outcome of treatment would therefore be a positive
change to a discrete communicative behaviour or use of a specific strategy by the person with
brain injury and/or communication partner, to achieve a social activity or participation goal
(Behn et al., 2019b; Keegan et al., 2020), with the potential to evaluate progress using the
Adapted Kagan Scales on conversation samples collected across different timepoints. The

Adapted Kagan Scales have been found to be a sensitive outcome measure for demonstrating
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positive change in conversations after communication partner training in multiple studies
(Behn et al., 2012; Rietdijk et al., 2020; Togher et al., 2013), which indicates they may be
clinically useful for this purpose. Future research that strengthens the psychometric properties
of the scales including for example, test-retest reliability, will be important to progressing the
use of these measures in research and clinical practice.

One additional solution to the problem of reliably evaluating conversation could be in
the form of emerging technologies and artificial intelligence. Computerised discourse
analysis programs and software programs for rating conversational discourse may be a future
innovation (Steel & Togher, 2019). Artificial intelligence has already been used for rating
conversational discourse to evaluate communication partner training for discrete conversation
behaviours that are identified by human review of videotaped conversations (e.g., open and
closed questions, long pauses, and yes/no questions) (Croteau et al., 2018). Artificial
intelligence has also been used to conduct a conversational assessment to help predict
depression (Weisenburger et al., 2024). Such technologies may be able to be adapted and
repurposed for rating conversations of people with brain injury and their communication

partners.

Conclusion

There is a need for reliable and valid measures of conversation that can be easily used
to assess social communication impairments, and which are time efficient. In this study, the
Adapted Kagan Scales were used to rate conversations involving people with brain injury and
their communication partners. A short training period (of four hours) enabled students and
clinicians to view and rate 5-minute conversations using two subscales in under 30 minutes:
with acceptable/moderate reliability. Conversation is dynamic, interactive, and complex; and

requires a clinician to make many judgements about the communicative behaviours of
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participants. Use of several Adapted Kagan Scales (MPC-Interaction; and MSC-RC1) was
feasible and future research could evaluate how these scales may influence the goal setting
process and outcome measurement in communication partner training interventions. This

paper is intended to raise the importance of measuring social communication in dyads and

present a clinically feasible method for assessing these skills.
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1033

1034  Table 1. Demographic variables

ALL people with ABI
(n= 21)
Age 45.80 + 14.47
Gender
Male 12
Female 9
Years post-injury 11.95+12.69
Injury type
Trauma 13
Non-trauma 8
Injury severity (n=13)*
Severe 12
Moderate 1
Living arrangements
Alone 5
With others 15
Care home 1
Employment status
Full-time 1
Part-time 2
Unemployed 18
Communication partner
Family member 11
Spouse 4
Friend 3
Paid carer 3
RBANS
Total score 70.85 £ 15.27
WCST
Categories 3.62+1.78
Perseverative errors 25.24 £ 15.47
1035 njury severity can only be determined for traumatic injuries
1036 Note. Values are mean + SD. RBANS = Repeatable Battery of
1037 Assessment of Neuropsychological Status (average score = 90 - 109);
1038 WCST = Wisconsin Card Sorting Test (average categories = 5.07;
1039 average perseverative errors = 15.78).
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Figure 1. Time (in minutes) to watch and rate conversations
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Table 2. ICCs for Phase I conditions

Half-day training (rate 10 mins)

Full-day training (rate 10 mins)

ICC? 95% ClI % agreement ICC? 95% ClI % agreement
within 0.5 within 0.5

MPC

Interaction 0.60 [0.36, 0.78] 39% 0.58 [0.34,0.78] 43%

Transaction 0.49 [0.50, 0.88] 35% 0.47 [0.23,0.70] 39%
MSC

AC 0.51 [0.27,0.73] 26% 0.54 [0.30, 0.75] 39%

RC1 0.52 [0.26, 0.73] 22% 0.53 [0.28, 0.74] 22%

RC2 0.62 [0.40, 0.80] 26% 0.43 [0.17,0.67] 30%

RC3 0.49 [0.22,0.72] 17% 0.62 [0.39, 0.80] 30%

ICC, Intraclass Correlation; CI, Confidence Intervals; MPC, Measure of Participation in Conversation; MSC, Measure of
Support In Conversation; AC, Acknowledging Competence; RC, Revealing Competence; RC1, Ensure the adults

understands; RC2, Ensure the adult has a means of responding; and RC3, Verification.

ap <.001



1080
1081  Table 3. ICCs for Phase II conditions

Rate 10 mins, 4 scales Rate 5 mins, 4 scales Rate 10 mins, 3 scales
ICC 95% ClI % agreement ICC 95% ClI % agreement ICC 95% ClI % agreement
within 0.5 within 0.5 within 0.5

MPC

Interaction 0.582 [0.17,0.80] 52% 0.63? [0.30, 0.82] 83% 0.662 [0.19, 0.86] 74%

Transaction 0.33¢ [-0.05, 0.64] 39% 0.59° [0.25, 0.80] 78% - - -
MSC

RC1 0.562 [0.17,0.79] 61% 0.682 [0.38, 0.85] 70% 0.682 [0.26, 0.87] 65%

RC2 0.59° [0.24, 0.80] 52% 0.56° [0.20, 0.79] 70% 0.522 [0.11, 0.77] 48%

1082 ICC, Intraclass Correlation; CI, Confidence Intervals; MPC, Measure of Participation in Conversation; MSC, Measure of Support In Conversation; RC, Revealing Competence; RC1, Ensure the
1083 adults understands; RC2, Ensure the adult has a means of responding; and RC3, Verification.

1084  2p<.001

1085 ‘tp<.01

1086 ¢ <.05
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Table 4. ICCs for Phase III (student) and IV (experienced clinicians) conditions

Student raters Experienced clinicians
ICC 95% CI % agreement ICC 95% CI % agreement
within 0.5 within 0.5
MPC
Interaction 0.692 [0.40, 0.86] 78% 0.55° [0.19, 0.78] 70%
MSC
RC1 0.732 [0.47,0.88] 57% 0.58P [0.22, 0.80] 48%

ICC, Intraclass Correlation; CI, Confidence Intervals; MPC, Measure of Participation in Conversation; MSC, Measure of
Support In Conversation; RC, Revealing Competence; RC1, Ensure the adults understands.

ap <.001

bp <.01



1109 Table 5. Summary of time taken to rate, ease of use and reliability measures across all four

1110  phases

Phase Average time to rate  Average ease of use Reliability (ICCs)
Conversation length, score (range)
scales rated

10 mins, 6 scales 29 mins 6.8 (5-10) Poor-to-moderate
(.43 - .62)

1|

10 mins, 4 scales 34 mins 6.8 (2-10) Poor-to-moderate
(.33-.59)

5 mins, 4 scales 23 mins 6.4 (4-9) Moderate (.56 - .68)

10 mins, 3 scales 38 mins 6.5 (4-9) Moderate (.52 - .68)

i

5 mins, 2 scales 20 mins 7.6 (2-10) Moderate (.69 - .73)

v

5 mins, 2 scales 22 mins 7.3 (4-9) Moderate (.55 - .58)

1111 ICC, Intraclass Correlation
1112



