TOO YOUNG - T0O OLD

SSW norms are quite
well established for
individuals 11-60 years
of age. In this "norm-
al adult" age range the
total C-SSW score can-
not exceed +5 nor go
below -4,

Brunt(1972) points out
a high level of consis-
tency on the SSW in the
normal adult population
up to and including S's
in their 50's. Above
this level Balas(1962)
and others have noted
poorer scores and wider
s.d.'s, Below the 11-
12 year range Myrick
(1965) and Turner{1966)
found performance to be
poorer than for normal
adults and also a wider
range of performance.
While many individuals
who are less than 11
and over 59 perform
within the normal adult
range for TEC we cannot
expect them to do so.

For many years our know-
ledge of the SSW in
children has depended
on the early work by
Myrick for the C-35W
score. Recently, White
(1977) has provided im-
portant information a-
bout response bias in
children. We now lack
the results of an ex-
tensive data pool to
cross validate “hese
studies. A National

Sample i..' been under-

taken to give us confi-
dence in relating any
child's performance to
strong national norms
for age groups 5 to 12

years. The norms will
be based on children
across the country. By
sampling normal children
from many locales, using
various audiometers and
tape recorders and admin-
istered by many audiolo-
gists we should have a
strong statistical and
practical indication of
how a child should per-
form. We want to main-
tain consistency in the
test tape(EC), test ad-
ministration and scor-
ing(standard as present-
ed at the workshops).

For the purposes of this
sample, normal is defi-
ned as no otological or
neurological disorders,
no recent URI or allergy
normal or better perfor-
mance in school and
without a specific lear-
ning disability.

The response has been
most enthusiastic but
many more samples will
be needed, Please send
your data in as soon as
possible, If you have
not gotten the specifics
of the study please let
me know immediately so
we can publish the pre-
liminary data in an up-
coming issue.

References

Balas, R., Results of
the S5W test with an old

age population. Mh the-
sis, No. Il11, U.,1962

Brunt, M., The SSW test.
In Katz(ed.) Handbook

of Clinical Audiology,
1972.

Myrick, D., A normative
study to assess perfor-
mance...of children, 7-
11 years on the SSW test
M.A. thesis, Tulane U.,
1965.

White,E., Children’'s
performance on the S3W
test and Willeford Bat-
tery. In Keith (Ed.)
Central Auditory Dysfu-
nction, 1977.

LETTER TO THE EDITOR

Dear Editor:

I was not sure that
the Newsletter was for
me until T read of the
fellow who threw his
P.J.'s into the toilet.
Now I'm convinced that
it has real academic
value,

Best wishes,
R.P.

3 WEEKS OF SSW 2?7

Sounds G R E A T, huh?
3 credit course, June 4-
22 @ S+, U. of NY-Buffa-
lo. A Basic & Advanced
course in one., Incides
testing, scoring, eval-
uating & report writing
for real patients. Dis-
section of human brain
and brainstem to corre-

lgte SSW with anatomic
sites, Write to J. Katz.
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THE

USE AND MISUSE OF THE SSW TEST - IIX:

Moderate &

Severe Scores -Jack Katiz

The first 2 columns deal-
ingwith the use and mis-
use of the S8W focused

on AR vs NAR and C-SSW
vs R—-58W. The present
column deals with what

to consider when testing
an adult (under 60 years
of age) who gets a S or Mo
SSW score.

Positive SSW scores in-
dicate that the wedmt
had relatively better
performance on WDS than
R-SEY. This implies

that there is central
distortion. ithen this
occurs, the three major
conciderations are: aui-
itory reception (AR) in-
volvement in the oppo-ite
hemisphere; a transhemn -
izpheric (commissural)
rathwav nroblem, or a
hich brainstem disorder
ipsilaterallyr. Let's
consider these one at a
time.

AR - 3 significant dys-
function in Heschl's
gyrus will produce ex-
tinction of many of the
competing words presented
to the opposite ear
(Katz, 1968). Typi-
cally, tbe peak of errors
is shown in one ear only.
There may be a bilateral
peak, especially in left
hemisphere lesion cases.
WDS is usuallv depressed
in the contralateral ear
or both ears. For AR
patients; presumably
acoustic reflexes are
normal, no excessive re-
flex or tonal decay and
SISI and high level SISI
should be normal. We do

not know what BSER re-
sults look like in these

cases but we can assume
that waves I thru V would
bé normal. It would be
logical that filtered
speech, Rush Hughes re-
sults, SSI-CCM as well

as competing CV's will

be depressed in the con-
tralateral ear (Keith,
1977). CES should also
be depressed in the ear
contralateral to the
lesion. Specifics about
the use of CES will ap-
Pear in a later issue.

Transhemispheric pathway-
auditory information is
communicated from one
hemisphere to the other
by way of the corpus cal-
losum and anterior com-
missure. It is the pos-
terior portion of the
corpus callosum (splen-
ium) and the posterior
portion of the anterior
commissure that are
thought to handle audi-
tory information. Thus,
when lesidoned, either of
these two auditory por-
tions can induce a dis-
connection between the 2
hemispheres. This will
selectively interfere
with the ear sending in-
formation to the non-dowm-
inant hemisphere for
language {(the left ear
for right-handed people
and not very clear for
left-handers). Regard-
less of the side of the
lesion, whether right,
left or midline, the com-
peting speech message
will be primarily affect-
ed in the left ear (in a
right-handed individual).
WDS should not be mark-
edly affected in "pure"
Acoustic reflex,

cases.
tone decay etc. should
be normal. One

of the best ways to dif-
ferentiate commissural
disconnection is by use
of CES. We expect that
CES will peak in the RE
and SSW in the LE {for
a right handed person)
if the auditory part of
the corpus callosum or
anterior commissure is
damaged.

High Braingtem - the
upper brainstem is part
of the retrocochlear
system (certainly up to
and including the infer-
ior colliculus). In my
experience, there can

be hearing loss usually
flat or depressed in the
lows and also in the
highs. WDS is usually
depressed but not as
much as we would expect
from an VIIIth N. or low
brainstem disorder.

When the upper brainstem
is involved, there will
be a tendency toward re-
trocochlear signs like
tone decay (slightly
greater on the affected
side) and high level
SISI at a relatively
normal frequency (will
be less than noted in
the normal side with a
similar threshold).

BSER results will show
abnormal waves or an in-
creased latency between
them.

This column concentrated
on the 3 most likely in-
terpretations of a severe
or moderate score. When
hearing is relatively
normal, the task is sim-
pler as it tends to ex-
clude the high brainstem
as a logical site (espe-
rially in the absence of
retrocochlear signs).

If the peak is in the RE
in a right-handed person,
this tends to rule out
the corpus colosum/ant-
erior commissure. CES

is a major help in dif-
ferenciating AR from a
disconne~tion problem.
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S=-M-U=-S-H

A number of months
2g0 I received a call
from an audiologist
(near Boston, I think)
who put a label on a
phenomenon that many
people have noticed.

A 'smush® is an error
that incorporates ele~
ments of the 2 compet-
ing words such as: item
#2 "sin® for gide & ins
#5 *boat" for bread &
cat and #17 "fight" for
white & foot.

It is hard to know
the best way to score a
smush. Fortunately, it
in not too frequent an
error, If neither of
the words is correct we
must mark both wrong
(e.g., #36 "sket" for
net & sky or #38 "skill"
for skin & bull). Now,
"boat" for bread & oat
is a more difficult de-
cision hut I would han-
dle it in the same way.
Bread is cbviously wrong
but, reasconable argue-
ments can be made for
scoring oat as correct
or incorrect, It is my
feeling that it should
be counted wrong. It
is best to maintain the
rule that if the word
was said it was correct
and if not it was wrong.
He said neither bread
nor oat & therefore both
are wrong.

Dempsey(1977) men-
tioned finding the same
kind of "bending" error
on the Willeford batt-
ery. She noted this
type of binaural smush-
ing(if I can use such a
phrase in polite comp-
any) on both the SSW &
Competing Sentence Test
in the same individuails.

One might speculate
about the basis of the
smush phenemonon. Any

thoughts, ideas or(even
more importantly) data
would be welcomed.

Next time you do an SSW
why not check and see
if there are(any/how
many) smushes. If you
have some SSW's lying
around it would be in-
teresting to see how
often they occur, in
what types of patients,
and in which items.

You could mark sm-
ushes by putting sm in
the numbered box (where
Repeat and Quick respo-
nses are shown). In
case you were curious
about the origin of the
term *'smush' one of my
students has no doubt
hit on it. For #6 she
got the response ‘smush’
for spread & mush, For
historical purposes
would the coiner of
*smush® please stand up.

Dempsey, C., Some thou-
ghts concerning alter-
nate explanations of
central auditory tes
results. In R. Keith
(Ed.,) Central Auditory
Dysfunction, 1977.

(ERATTA)®

Auditec of St. Louis
was kind enough to send
out an Eratta for the
CES Manual but unfortu-
nately it was not entire-
ly correct. Please cor-
rect the correction.
There are 3 comparisons
that should be equal
or less than (<) that
were shown as equal or
greater that, The cor-
rect equations are:

#5 (A+4B) - (C+D) = -10

#7 (A+B) - (C+D) = -25
Please make the same
corrections on each page.

3%

OBSERVATIUN 13 YRS LATE

i first noticed the Ty=
pe A pattern in 2 teen-
agers with "dyslexia."
The B CN's for Patsy =
D 0DO0OCO0O D14 00 & for
Linda 0 7 O 0 O 0 0 O,
The possible influence
of cerebral dominance
did not occur to me at
the time but Patsy is R
~handed with a LC peak
& Linda L=handed with a
RC peak, In each case
the peak of errors '"fa-
ced" the presumed non-
dominant hemisphere for
language~speech., Was
this a coincidence or
was it associated with
commissural transmiss-
ion (e.g., corpus call-
osum involvement)? Dom-
inance effects might
explain why Type A-LC
is the most common A
pattern

Next time your patient
gives a Type A or B re-
sponse; 1. add the suf-
fix LC or RC to designe
ate the peak, 2. find

put the pt's handedness
& 3, if at all possible
give the CES (to see if
it will peak on the op=-
posite side, like a co=
rpus callosum lesion),

The ramifications are
fascinating, If you
send in your findings
we can print them in
the Newsletter. As for
the 13 years that the
information was sitting
in my files...2ell bet-
ter late than nevser,

G A o b

Corpus callosum & Type
A=-L.C patterns will tend
to have positive scores
for comparisons 1 & 3
of the SSW/CES equatio-
ns, regardless of the
side of lesion.,



CASE: MENIERE'S DISEASE

Submitted by Mike Shirinian

This interesting case was
diagnosed as Meniere's LE.
0f particular interest is
both the variation and con-
sistency of results as well
as the verification by BSER
audiometry. The value of
the C-SSW and A-SSW scores
can be seen. This supports
the results of Cafarelli,
Nodar, et al.,(1977) with
Menieres cases.

Hx & CC: This 57 year old
woman had:

--10 year history of fluc-
tuating hearing loss in LE.
(Sp. Avg. 14-60 dB and WDS
52-967%) as well as nausea
and vertigo.

--X-ray studies normal.
--Calorics symmetrical and
fairly brisk.

--Carhart T.D., negative.
--Positive SISI scores.
--Acoustic reflexes at nor-
mal, SL's showing recruit-
ment.

--No reflex decay.
~-Brainstem evoked response
audiometry consistent with
cochlear pathology.

Medical Treatment:
--Antihistamine.

AUDIOMETRIC RESULTS:
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SS8W Results: The SSW was

given @ 50 dB re p.t. sp.
avg. The 8 cardinal num-
bers (8 CN's) were (REF):
2 296,914 00 yielding
a combined total of RNC 5,

RC 5, LC 58, LHC 38. After
correcting the WDS the TEC =
12 Mi, 24 Mo, 34 Mo = Mo. You
can see that there was a sig.
Order Effect 27/15 and 4 re-
versals. The adjusted errors
009 6. This gave an A-S55W
TEC = 5N, 14 Mi, 21 Mi = Mi.

Interpretation: Presumably

a peripheral (cochlear) pro-
blem. Although some central
effects could not be ruled
out the Mi score, the Order
Effect and che reversals can
all be attributed to the uni-
lateral cochlear disorder.

Reevaluation: The results of
the test, 3 weeks later are
shown below,
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The SSW combined totals were
almost identical to the pre-
vious results. There was a
reversal but no other response
bias. 1t should be noted that
although the patient's symp-
toms subsided, WDS was poorer.
The C-SSW TEC = -1N, -10 O
-28 0 = 0. The overcorrected
score on rtetest with essenti-
ally no response bias further
supports the peripheral nature
of the disorder. The BSER re-
sults were normal bilaterally.

SUMMER WORKSHOPS

Phoenix: July 26 - 28, 1979
Contact: Sandy Hirshburg,
Barrow Neurological Institute
350 West Thomas Road, Phoenix,
Arizona 85013, (602) 277-
6611, ext. 3665.

% k ok k k ok ok k k%
San Francisco; July 31--
August 2, 1979.
Contact: John Miles, 110 Tapia
Drive, San Francisce, Calif.
94132, (415) 334-3098.

%k Kk Kk ok k kK Kk
Also: San Antonio, Texas

September 27 - 29, 1979
Ak ok kR kK Kk k%

TYPE A vs E£/0 EFFECTS

Type A patterns have
been noted in patients
with verified lesions of
the frontal & temporo-
occiptal regions. Since
identical B CN's can be
found with either site
of lesion, the Ear/Order
Effects that often occur
with Type A can be mis=-
leading. Ec:Qge., 0 2 3 1
4 9 2 1, yields a Type A
-LT (left competing peak)
& £E 6/16, D 15/7. If the
lesion is frontal the E
& 0 would appear to be
accurate indicators. But
if is due to a posterior
disorder the £ & 0 would
be misleading. Therefore
in the presence of Type
A or B interpret E & O
with extreme caution,

For fun, calculate & lo-
cate the £ & 0 (if sig.)
for these: Type A=RC:1 8
11 1230=¢_/ ,0"
; Type B=LC: 0 05 O
1=t_/_ ,0_/
B-RC: 3 4 4 3 7
=t / r O___/ L]

Can E & 0 Effects also
produce a Type A {(or B)?
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ABSTRACT: S5W TEST
RESULTS ON PATIENTS
WITH MENIERE'S DISEASE

Denise Cafarelli, M.S.,
Richard H., Nodar,FPh.D.,
Mary Collard, M.A., and
Deborah A. Larkins, M.A.
ASHA Convention, 1978.

This study followed an
observation that a pa-
tient with a medical di-
agnosis of Meniere's
disease had moderate SSW
scores, suggestiing cen=-
tral lesion. The pur-
pose was to answer the
following:

1. Does this Meniere's
patient have a concomi-
tant central dlisorder?

2. Are the SSW test
results confounded by
the unilaterality and/or
severely reduced speech
discrimination associ-
ated with Meniers's?

3. Are these SSW pat-
terna common among pa-
tients with Menierel!s?

Twelve subjects ranged
in age from 23 to 57
years; each presented

a case history of fluc-
tuating hearing loss,
tinnitus, and rotary
vertigo; none reported
significant history of
noise exposure, viral
infection or forelgn
language background.
All had been predlagno-
sed by a physician as
having Meniere's dis-
ease. A control group
of 10 subjects, 25=56
years with a medical
diagnosis of unilateral
cochlear pathology (not
Meniere's) was also tes-
ted,

Each 3 was tested audi-
olegically: tympanome-
¢y, pure tone thresh-
olds, SRT, WDS, thres-
hold tone decay, ENG,
& 35W. Patients with

abnormal tympanograms

or positive tone decay
test results were exclu-
ded.

Two Menilere's subjects
had Mo TBC scores sug-
gesting CANS (brainstem)
pathology.,.

Both S's were retested
in the remlssive stage
& had good to excellent
speech discrimination
scores., But the S3W re-
sults remained Mo. The
other subjects! (Men-
ierets & non~-Menleret's)
TEC results fell within
the range predicted by
Katz, BEar & Order Ef-
fects, reversals, &

Type A patterns were
also seen.

5le

Summary and Conclusions:
1) 2 of 12 (16%) Menie-
rets S's and none of the
other unilateral coch-
lear cases had Mo scor-
es, Therefore, a cen-
tral component could

not be ruled out in Men-
ieret's cases; 2) in both
cases with Mo scores the
improved thresholds and
discrimination did not
resolve the central SSW
signs. This work sup-
ports the use of the C-
SSW score & the notion
that Menierets patients
are more likely to have
central signs than other
unilateral cases,.

33563 ABST RACT #6204

Maxwell, Nancy J.

An Analysis of S3W Test Perfor-
mance of Dyslexic Children

and Their Parents,

M.S. Thesis Portland State Univ., 1978.

The purpose of this study was to investigate the

possibllity of familial lineage in dyslexia by an-~
alyzing auditory processing in dyslexic children &
thelr parents., The SSW test was administered to

21l children from the Portland Public School System.
All S's demonstrated at least a 2-yr, delay in rea-
ding and evidenced no obvlecus concomitent problems,
In addition, their natural parents and normal-rea-
ding siblings were tested. All dyslexic 3's de=-
monstrated normal hearing and speech discrimination
in quiet., The S's were divided into || groups:
dyslexic children, normal-reading siblings, par-
ents with normal test scores & parents with degra-
ded test scores, UL2% of the parent population ob-
tained a degraded test score in one or more liste-
ning conditions, with the competing conditions
showing the greatest abnormality. The data were
tabulated & analyzed according to listening condl-
tion for the lj groups. A statistical analysis of
the data revealed significantly poorer SSW test
performance for the dyslexic children & their af-
fected parents, in both the RC & LC conditions,
when compared to test performances of their normal-
reading siblings and non-affected parents. The SGSW
test performances of both the dyslexic children &
the affected parents were similar to the performan-
ce of neurologically immature children. These test

results appear to support a genetic precursor theo-
ry for dyslexia.
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