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Abstract

Primary objective: Research has shown that traumatic brain injury (TBI) can affect a person’s
ability to perform previously learned skills. Dysexecutive syndrome and inattention, for
example, alongside a number of other cognitive and behavioural impairments such as memory
loss and lack of motivation, significantly affect day-to-day functioning following TBI. This study
examined the efficacy of video modelling in emerging speech in an adult male with TBI caused
by an assault.
Research design: In an effort to identify functional relations between this novice intervention
and the target behaviour, experimental control was achieved by using within-system research
methodology, overcoming difficulties of forming groups for such an highly non-homogeneous
population.
Methods and procedures: Across a number of conditions, the participant watched a videotape in
which another adult modelled a selection of 19 spoken words. When this modelled behaviour
was performed in vivo, then generalization across 76 other words in the absence of a videotape
took place.
Main outcomes and results: It was revealed that video modelling can promote the performance
of previously learned behaviours related to speech, but more significantly it can facilitate the
generalization of this verbal behaviour across untrained words.
Conclusions: Video modelling could well be added within the rehabilitation programmes for this
population.
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Introduction

Traumatic brain injury (TBI) is considered the leading cause

of death and disability in people under 40 years of age

worldwide [1, 2], severely disabling 150–200 people per

million annually [3, 4]. In the US, the number of people with

TBI-related disability has been estimated at �5.3 million,

with 1.4 million new cases each year [5] and, thus, TBI is

regarded as one of the most common causes of disability and

even death among adults [6]. The prevalence of TBI in

Europe is 6.2 million, whilst 200–300 per 100 000 of the

population in the UK have a significant disability as a result

of head injury [7, 8]. The major causes of TBI are linked with

motor vehicle accidents, falls, sports injuries, violent crimes

and child abuse across the lifespan [9, 10].

Individuals with TBI present with impairments ranging

from mild-to-severe that can affect a variety of domains

including cognition, sensory-motor, adaptive behaviours,

social skills and communication [11]. Communication

deficits, in particular, result in difficulties in the production

and comprehension of spoken and written language [12] and

may include aphasia (or dysphasia), apraxia, anomia, dys-

arthria or deficits in the social use of language (pragmatics)

[13, 14]. Further, executive functions, attention and memory

are frequently affected [15, 16]. In fact, memory and

especially working memory is considered as one of the

most impaired of cognitive skills [17–19] and has a direct

impact on the well-being, quality-of-life and emotional

stability of patients [20, 21] leading to limitation of their

independence [22]. In addition to information processing

speed, language also requires some degree of working

memory and, hence, the latter two are closely inter-related

[23]. For example, individuals with TBI perform particularly

poorly in language comprehension tasks which typically place

high working memory demands [24].

Communication interventions for individuals with TBI can

be classified into two main categories; pharmacological and

non-pharmacological. Non-pharmacological treatments con-

sist of behavioural or psychological interventions [14], whilst

speech-language therapy (SLT) is regarded as the core

behavioural approach provided by speech-language patholo-

gists (SLPs) [25]. Although there is currently no consistent
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evidence indicating an advantage of one speech-language

intervention over another, the majority of them are based on

extensive practice and repetition exercises [26]. There are also

a number of different approaches targeting at specific

individualized needs of people with TBI such as the

metacognitive strategy instruction (MSI) for difficulties

related to problem-solving, planning and organization [27],

the application of support-oriented intervention that combines

behavioural, cognitive and executive function components for

dealing with behaviour disorders in people with TBI [28] or

the use of a self-coaching approach to social communication

after TBI [29] to name a few. SLT, however, may be impeded

by behavioural excesses like physical and verbal aggression,

difficulty concentrating or attending and other neurobeha-

viours such as depression, amnesia, anosognosia, compre-

hension failure or dysfunction in executive functions;

planning, abstract thinking, flexibility and behavioural control

[30–32]. A common consequence is the presence of non-

compliance with the suggestions of the therapist or reduction

in motivation that can challenge and prolong the rehabilitation

process [33].

Technological advances have dynamically entered in the

rehabilitation programmes for people with TBI, mainly as

electronic assistive devices for facilitation and increase of

their independence (e.g. expert systems, NeuroPage, compu-

ter-based activities/programmes, virtual reality) [34–43].

Another significant example should be the application of

telecommunications technology—telepractice—to deliver

SLT services at a distance, using a real-time audio and

visual connection between a client (or group of clients) and a

clinician [44]. A few studies have examined the effectiveness

of this method of delivering SLT services in individuals with

brain injury or speech difficulties with promising results [45–

47]. Interestingly enough, a recent study by Schoenberg et al.

[48] showed that a computer-based teletherapy cognitive

rehabilitation programme for adults with TBI produced not

only similar functional outcomes as face-to-face SLT but also

at a similar total cost. Nevertheless, video technology as a

therapeutic device has rarely been investigated for training

patients to perform previously learned skills. In fact, there has

been only one study by McGraw-Hunter et al. [49] in which

the effectiveness of video technology in a form of self-

modelling to teach individuals with TBI cooking skills was

examined. In that study, a multi-component treatment package

that, apart from self-modelled videos, also included system-

atic provision of feedback (graduated prompting system,

praise and corrective feedback), was shown to be an effective

instructional technique for three out of the four participants.

Videos for self-modelling can be accomplished by taping

the individual’s behaviour over time and editing the tape so

that only examples of appropriate target behaviours are on the

final tape [50]. This can become a long and even complicated

process for some individuals with TBI who may experience

difficulties with attention, motivation, remaining on task and,

especially, when they present non-compliance or physical and

verbal aggression. An alternative would be the use of video

modelling in which another person acts as a model [51, 52].

Video modelling has been widely used to teach people with

disabilities a variety of skills in a variety of different forms,

uses, and contexts, in combination with and without other

behavioural procedures [53–57]. Accordingly, the present

study was designed to: (i) provide preliminary data about the

effectiveness of video modelling in promoting the perform-

ance of previously learned verbal behaviours of a person with

TBI, and (ii) examine whether generalization across stimuli

and maintenance of any behaviour changes remained after

1- and 2-week follow-up periods.

Method

Participant

John (pseudonym), a 34-year-old right-handed man with a

multiple diagnosis of brain injury, bacterial encephalitis,

abdominal injuries and right hemiplegia caused by an assault,

participated in the study. At a functioning level, he presented

dyspraxia affecting his ability to perform activities of daily

living as well as short-term memory impairments. From the

language perspective, he had mainly features of Broca’s

dysphasia [58]. Thus, John did not have any obvious difficulty

in understanding spoken language, as evidenced by his ability

to follow instructions and make efforts to communicate, but

major difficulties in expressing language (non-fluent speech

output) as a result of damage to parts in the lower area of the

premotor cortex of his brain. His performance across all

spoken language tasks suggested an impairment involving

phonological representations. That is, in tasks requiring

spoken output, the vast majority of errors were phonologically

related to their targets. In more details, verbal comprehension

was considerably less impaired than production, as indicated

by his tendency to read or even to follow written instructions.

John manifested very marked difficulties in the repetition of

words, non-words and sentences. His repetition impairment

was further influenced by word frequency and also by word

length. Reading performance was relatively preserved com-

pared to repetition; however, some elements of surface

dyslexia were observed. At the time of the study, he had

been receiving a standard rehabilitation programme as an in-

patient for �4 months. Individual SLT was provided to

address communication deficits related to dysphasia and to

maximize functional abilities to increase independence and

participation in the home and community activities. However,

he rarely attended his therapeutic sessions during the last

month, showing severe signs of loss of motivation and high

rates of non-compliance with all therapists.

Setting

This study was conducted in a rehabilitation centre in the

participant’s bedroom. A 17-inch television and a chair placed

�2 metres away from it were mainly used.

Stimulus materials

Videotape

An unfamiliar adult was used as the model for the construc-

tion of a videotape, �2 minutes long. In the video, the model

was shown saying the training words (i.e. ‘days’ and

‘months’) at a normal pace. The video presentation avoided

any exaggeration in the lip movements of the model; however,

only the face of the model was shown.

2 C. K. Nikopoulos et al. Brain Inj, Early Online: 1–7
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Papers

All words, those used for training and for generalization, were

printed on papers (size: 297� 210 mm), using large fonts (i.e.

48pt). The training words were selected in agreement with the

participant and comprised of the 7 days of the week and the 12

months of the year. Fifty-seven other words which started with

the same syllable as the training ones (i.e. three different words

for each day/month) were used as the generalization words. For

example, the three words corresponding to ‘Monday’ were

‘Monkey’, ‘Money’ and ‘Monk’, to ‘Thursday’ were ‘Thirty’,

‘Theft’ and ‘Thirsty’, to ‘March’ were ‘Mark’, ‘Marvel’ and

‘Mars’, etc.

Response measurement and inter-observer
agreement

A correct response was defined as emission of the target

vocalization within 5 seconds following the respective verbal

stimulus and, on some occasions, prompt (i.e. a written word)

[59]. Paper-and-pencil data were recorded for each trial by the

experimenter and a second observer. These observers scored

the participant’s verbal responses on a data sheet indicating

whether he emitted the correct response or not; hence, event

recording was used. The second observer independently

collected data during 38% of sessions to provide inter-

observer agreement. Agreement was calculated for each

session by dividing the number of agreements by the total

number of agreements and disagreements and then multiply-

ing by 100%. Mean agreement was 100% for all responses.

Experimental design

The effects of video modelling on response acquisition were

assessed using an AB design, replicated 18 times [60].

Procedure

In any of the following conditions, each session consisted of a

set of five trials with the exception of the generalization probe

sessions which each consisted of three trials. In each trial the

participant was given up to 5 seconds to repeat the word just

heard in the absence of any further instruction or assistance.

Baseline

During the baseline, the participant was requested to repeat

each word that the experimenter had previously said in a clear

voice and at a normal pace. Each word was also presented

simultaneously on the paper, written in large fonts.

Video modelling

In the video modelling condition, the participant watched a

videotape showing only the face of an unfamiliar model

saying each training word in a clear voice, but at a normal

pace. Then, the respective word appeared on the screen for 2

seconds in a similar font size as it was presented on the paper.

No particular instructions (e.g. ‘watch’ carefully the mouth or

‘look’ at the mouth of the model) or consequences were given

to the participant during any condition. However, the

participant was occasionally provided with a simplified

graph similar to Figures 2–4 below showing his progress

during a preceding session.

Generalization

When the participant reached the criterion of repeating each

respective word four out of five times correctly (80%), he was

assessed in the absence of any video, as it occurred in baseline,

during one session (5 trials). Following an absolute successful

performance (5 out of 5 correctly), generalization probes

(3 trials) using the word which would subsequently be shown in

the video took place. These probes assessed whether a video

presentation was necessary for the participant to repeat the

modelled word. When all training words were performed

successfully in vivo, then generalization across the 57 other

words was assessed. Only one session (5 trials) was conducted

for each of these words in an identical way as at baseline.

Overall, intervention (video modelling and generaliztion

probes/sessions) was implemented for 14 non-consecutive

days and for �10–15 minutes each day.

Follow-up

Follow-up measures were obtained 1 and 2 weeks after the

final measurements for the training words had been taken.

The setting and the procedures during follow-up sessions were

identical to those used during all the baseline sessions.

Results

Table I presents the overall mean percentages of the correct

responses for John across the training and generalization

words. During the baseline, John demonstrated an average of

17.9%� 14.9 % (range¼ 0–60%) correct responses for the

training words and 15.7%� 15.4% (range¼ 0–60%) for the

generalization words, respectively. Then, during the interven-

tion, video modelling was introduced for the training words

only and the mean percentage of correct responses showed an

increase of 41.6% (range¼ 0–100%). An increase of 39.2%

(range¼ 0–100%) was shown for the generalization words, for

which video modelling was not used. Even better results were

obtained at follow-up, where mean percentages of correct

responses for both the training and generalization words were

importantly higher than those obtained during baseline.

Examples of detailed data collected during video model-

ling procedures can be seen in Figures 1 and 2 for 2 training

days (i.e. Tuesday and Saturday) and in Figures 3 and 4 for 2

training months (i.e. January and September). Thus, during

baseline, John did not meet the criterion of repeating the word

‘Tuesday’ four out of five times correctly (i.e. 80%) in any of

the three sessions. When video modelling was introduced, his

performance improved, reaching the criterion within two

sessions (10 trials). However, in the next set of five trials (one

session), wherein video modelling was withdrawn, his

performance deteriorated and, therefore, video modelling

was introduced again. Criterion was met within the minimum

of one session but, again, this criterion failed to remain at the

Table I. Mean percentages of correct responses.

Baseline Intervention Follow-up

Training words 17.9� 14.9 59.5� 22.3 77.4� 13.9
Generalization words 15.7� 15.4 54.9� 19.4 72.1� 14.5

Values are mean� SD.

DOI: 10.3109/02699052.2013.809550 Video modelling 3
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required level during the subsequent session when video

modelling had been removed. Video modelling was re-

introduced and once again the criterion was reached within

one session. When video presentation was removed again,

successful performance remained at the highest level of

100%; however, this responding did not generalize to a

different training word (session 11), indicating that video

modelling would have to be used for that respective word as

well. Successful responding for the training word ‘Tuesday’

was maintained at 1- and 2-weeks follow-up. Similar results

were also obtained for the training of the word ‘Saturday’

(Figure 2), where video modelling was also introduced

3-times before successful performance in the absence of it

occurred at session 13. John’s performance was similar for the

training months during intervention and at follow-up

(Figures 3 and 4); however, successful responding was

achieved within fewer sessions.

Discussion

Previous research using individuals with TBI has shown that

video technology, as part of a multi-component treatment

package, can be an effective teaching tool [49]. The results of

the current study showed that video modelling can promote

the performance of previously learned verbal behaviours in an

adult with TBI, whose spontaneous speech was non-fluent

Figure 2. Percentages of correct responses for
the training word ‘Saturday’ during all con-
ditions. GP indicates the generalization probe
sessions.

Figure 1. Percentages of correct responses for
the training word ‘Tuesday’ during all con-
ditions. GP indicates the generalization probe
sessions.

4 C. K. Nikopoulos et al. Brain Inj, Early Online: 1–7
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and sparse in nature with significant word finding difficulties,

greatly reduced phrase length and a paucity of spontaneous

utterances. Most importantly, this brief intervention facilitated

the generalization across a number of untrained words. That

is, the participant became able to say a new word which

started with the same syllable with the ones that he had been

taught during the video modelling with less effort and in the

absence of any specific training. These results were main-

tained at 1- and 2-week follow-ups.

This success could be attributed to a number of possible

factors. First, the use of videos as therapeutic means can bring

the relevant situational cues closer together within a visual

frame (e.g. settings, models, stimuli, etc.), helping individuals

with cognitive impairments to follow the respective cues.

Second, it has been well reported in the literature that visual

input processing is vastly superior to auditory processing in

cases with evident cognitive impairments [51]. Reduction in

motivation has also been associated with TBI. Since patient

involvement has a positive influence on patient outcomes, this

is an important aspect that can affect different types of

rehabilitation programmes [61–63]. The participant in the

current study was not an exception; he rarely attended his

therapeutic sessions for a significant period of time. However,

his motivation levels seemed to be enhanced, as evidenced by

his participation in the video modelling intervention, possibly

because he obtained instant access to his progress rate through

the use of the simplified graphs. Finally, literature has

suggested that video modelling may generally be an effective

teaching strategy for rapidly acquiring high levels of gener-

alization and maintenance, at least for individuals with

intellectual and developmental disabilities [64–66].

Inevitably, although essential if one is to ensure that high

quality evidence-based practice is delivered to the patients,

conducting research within a real world setting with multiple

changing variables presents challenges to the researcher and

this study was not without its limitations that inform routes for

further research. For example, whilst lowered motivation

following brain injury is an important determinant for the

outcomes of the rehabilitation progress, currently, there is not

any available tool which reliably assesses motivation levels

among individuals with TBI [33]. Hence, it remains rather

unclear whether video modelling without the provision of

intermittent feedback (i.e. graphs) would have been sufficient

for producing the desirable behaviour changes.

Although single-case research designs have been suggested

as a powerful set of tools for the clinicians to evaluate their

practice and make data-driven decisions [67–69], questions

regarding sample size are often raised in relation to these

methods. The search for functional relations between depend-

ent and independent variables is advanced if experimental

control over behaviour can be demonstrated. This was

demonstrated for this participant and his individual differ-

ences were not masked by group averages. Moreover, there

are particular difficulties in applying group methodologies to

the study of behaviour change of individuals with TBI, since

they comprise a highly non-homogeneous population and,

hence, a highly individualized approach to treatment is

essential [70]. Similarly, it could be argued that the selection

of the participant and in the absence of any formal linguistic

and cognitive measurements prior to the study, invoked some

sort of bias for the success of this study. However, the

comparisons of baseline performances with experimental

conditions counter this suggestion [71]. Furthermore, these

methods can offer immediate feedback to the treatment

provider regarding treatment effectiveness based on direct and

repeated measurements of the target behaviour, which can be

shared with the service user as it occurred in the present study.

Of course, replication with additional individuals needs to be

addressed in future studies.

Future research would also examine alternative ways of

designing video modelling procedures, particularly for patients

who present difficulties to repeat lengthy words and sentences

(longer words may be more difficult) and paraphasias in their

language. Initially, video modelling could be structured to

teach the person short words with a meaning and gradually

Figure 4. Percentages of correct responses for the training word
‘September’ during all conditions. GP indicates the generalization
probe sessions.

Figure 3. Percentages of correct responses for the training word
‘January’ during all conditions. GP indicates the generalization probe
sessions.
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increasing their length. Such words might include verbs like

put, keep, eat, want or nouns like pot, bet, tap, cup, day, etc.

After the person has become able to produce such words, at a

next stage, longer words or phrases such as pottery (pot), cup of

coffee (cup), keep the money (keep), eat food (eat), tap water

(tap), I want food (want), etc., may be used. Further, the

effectiveness of video modelling would be assessed in a variety

of areas such as self-care, social, vocational and even more

complex communication skills. It could also be argued that,

although video modelling may be appropriate in some settings,

it might not be practical in community settings such as

supported employment. The use of mobile computing devices

(e.g. iPod, iPad, etc.) would facilitate the broad use of video

modelling and preliminary evidence with students with autism

has been encouraging [72]. Certainly, more research towards

that direction is needed.

In recent years and due to advances in acute care, survival

rates following severe brain injury have improved dramatic-

ally [31]. Hence, the requirements for rehabilitation of

patients after TBI who present with deficits in communication

including speech and language have increased dramatically

[73]. Video modelling could well be added within the

rehabilitation programmes for this population. The positive

effects of this intervention are usually immediate and

dramatic and, therefore, less treatment time is required. It

has also a unique advantage over other types of interventions

in that it does not require extensive staff training prior to

implementation, making it particularly cost effective.

Declaration of interest

The authors report no conflicts of interest. The authors alone

are responsible for the content and writing of the paper.

References

1. De Silva MJ, Roberts I, Perel P, Edwards P, Kenward MG,
Fernandes J, Shakur H, Patel V. Patient outcome after traumatic
brain injury in high-, middle- and low-income countries analysis of
data on 8927 patients in 46 countries. International Journal of
Epidemiology 2009;38:452–458.

2. Truelle JL, Koskinen S, Hawthorne G, Sarajuuri J, Formisano R,
Von Wild K, Neugebauer E, Wilson L, Gibbons H, Powell J, et al.
Qolibri Task Force. Quality of life after traumatic brain injury: The
clinical use of the QOLIBRI, a novel disease-specific instrument.
Brain Injury 2010;24:1272–1291.

3. Dickmen SS, Machamer JE, Powell JM, Temkin NR. Outcome 3 to
5 years after moderate to severe traumatic brain injury. Archives of
Physical Medicine & Rehabilitation 2003;84:1449–1457.

4. Fleminger S, Ponsford J. Long-term outcome after traumatic brain
injury. British Medical Journal 2005;331:1419–1420.

5. Cohen BA, Inglese M, Rusinek H, Babb JS, Grossman RI, Gonen O,
Proton MR. Spectroscopy and MRI-volumetry in mild traumatic
brain injury. American Journal of Neuroradiology 2007;28:907–913.

6. Brain Injury Association of America [Internet]. Facts about
traumatic brain injury. Brain Injury Association of America; 2011.
Available online at: http://www.biausa.org, accessed 15 July 2011.

7. Tagliaferri F, Compagnone C, Korsic M, Servadei F, Kraus J. A
systematic review of brain injury epidemiology in Europe. Acta
Neurochirurgica 2006;148:255–268.

8. Tennant A. Admission to hospital following head injury in England:
Incidence and socio-economic associations. BMC Public Health
2005;5:21.

9. Gangoiti L. Brain damage. Rehabilitation 2004;38:313–317.
10. Hellawell DJ, Taylor R, Pentland B. Cognitive and psychosocial

outcome following moderate or severe traumatic brain injury. Brain
Injury 1999;13:489–504.

11. Bernabeu M, Laxe S, Lopez R, Stucki G, Ward A, Barnes M,
Kostanjsek N, Reed G, Tate R, Whyte J, et al. Developing core sets
for persons with traumatic brain injury based on the international
classification of functioning, disability, and health.
Neurorehabilitation & Neural Repair 2009;23:464–467.

12. Angeleri R, Bosco FM, Zettin M, Sacco L, Colle L, Bara BG.
Communicative impairment in traumatic brain injury: A complete
pragmatic assessment. Brain & Language 2008;107:229–245.

13. Channon S, Watts M. Pragmatic language interpretation after
closed head injury: Relationship to executive functioning.
Cognitive Neuropsychiatry 2003;8:243–260.

14. Rispoli MJ, Machalicek W, Lang R. Communication interventions
for individuals with acquired brain injury. Developmental
Neurorehabilitation 2010;13:141–151.

15. Barca L, Cappelli FR, Amicuzi I, Apicella MG, Castelli E, Stortini
M. Modality-specific naming impairment after traumatic brain
injury (TBI). Brain Injury 2009;23:920–929.

16. Douglas JM. Relation of executive functioning to pragmatic
outcome following severe traumatic brain injury. Journal of
Speech, Language, and Hearing Research 2010;53:365–382.

17. Hoskison MM, Moore AN, Hu B, Orsi S, Kobori N, Dash PK.
Persistent working memory dysfunction following traumatic brain
injury: Evidence for a time-dependent mechanism. Neuroscience
2009;159:483–491.

18. Olsson E, Wik K, Ostling A-K, Johansson M, Andersson G.
Everyday memory self-assessed by adult patients with acquired
brain damage and their significant others. Neuropsychological
Rehabilitation 2006;16:257–271.

19. Trovato M, Slomine B, Pidcock F, Christensen J. The efficacy of
donepezil hydrochloride on memory functioning in three adolescents
with severe traumatic brain injury. Brain Injury 2006;20:339–343.

20. Teasdale TW, Engberg AW. Subjective well-being and quality of
life following traumatic brain injury in adults: A long-term
population-based follow-up. Brain Injury 2005;19:1041–1048.

21. Winkler PA. Traumatic brain injury. In: Umphred DA, editor. 6th
ed. Neurological rehabilitation. USA: Mosby; 2001. p 753–790.

22. Fleming JM, Shum D, Strong J, Lightbody S. Prospective memory
rehabilitation for adults with traumatic brain injury: A compensa-
tory training programme. Brain Injury 2005;19:1–13.

23. Bittner R, Crowe SF. The relationship between working memory,
processing speed and verbal comprehension and FAS performance
following traumatic brain injury. Brain Injury 2006;20:971–980.

24. Moran M, Gillon G. Language and memory profiles of adolescents
with traumatic brain injury. Brain Injury 2004;18:273–288.

25. Hicks EJ, Larkins BM, Purdy SC. Fatigue management by speech-
language pathologists for adults with traumatic brain injury.
International Journal of Speech-Language Pathology 2011;13:
145–155.

26. Demir SO, Altinok N, Aydin G, Koseoglu F. Functional and
cognitive progress in aphasic patients with traumatic brain injury
during post-acute phase. Brain Injury 2006;20:1383–1390.

27. Kennedy MR, Coelho C, Turkstra L, Ylvisaker M, Moore Sohlberg
M, Yorkston K, Chiou HH, Kan PF. Intervention for executive
functions after traumatic brain injury: A systematic review, meta-
analysis and clinical recommendations. Neuropsychological
Rehabilitation 2008;18:257–299.

28. Feeney T, Ylvisaker M. Context-sensitive cognitive-behavioural
supports for young children with TBI: A replication study. Brain
Injury 2006;20:629–645.

29. Ylvisaker M. Self-coaching: A context-sensitive, person-centred
approach to social communication after traumatic brain injury.
Brain Impairment 2006;7:246–258.

30. Gentry B, Smith A, Dancer J. Relation of orientation, verbal
aggression, and physical aggression to compliance in speech-
language therapy for adults with traumatic brain injury. Perceptual
and Motor Skills 2003;96:1311–1313.

31. Miotto EC, Cinalli FZ, Serrao VT, Benute GG, Lucia MC, Scaff M.
Cognitive deficits in patients with mild to moderate traumatic brain
injury. Arquivos de Neuro-psiquiatria 2010;68:862–868.

32. Godefroy O, Azouvi P, Robert P, Roussel M, LeGall D, Meulemans
T. Dysexecutive syndrome: Diagnostic criteria and validation study.
Annals of Neurology 2010;68:855–864.

33. Oddy M, Cattran C, Wood R. The development of a measure of
motivational changes following acquired brain injury. Journal of
Clinical and Experimental Neuropsychology 2008;30:568–575.

6 C. K. Nikopoulos et al. Brain Inj, Early Online: 1–7

B
ra

in
 I

nj
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
17

8.
14

6.
43

.2
35

 o
n 

08
/0

5/
13

Fo
r 

pe
rs

on
al

 u
se

 o
nl

y.



34. Man DWK, Tam SF, Hui-Chan CWY. Learning to live independ-
ently with expert systems in memory rehabilitation.
Neurorehabilitation 2003;18:21–29.

35. Wilson BA, Scott H, Evans J, Emslie H. Preliminary report of a
NeuroPage service within a health care system.
NeuroRehabilitation 2003;18:3–8.

36. O’Neil-Pirozzi TM, Kendrick H, Golstein R, Glenn M. Clinician
influences on use of portable electronic memory devices in traumatic
brain injury rehabilitation. Brain Injury 2004;18:179–189.

37. Rose FD, Brooks BM, Rizzo AA. Virtual reality in brain damage
rehabilitation: Review. Cyberpsychology & Behavior 2005;8:
241–262.

38. Scherer M. Assessing the benefits of using assistive technologies
and other supports for thinking, remembering and learning.
Disability and Rehabilitation 2005;27:731–739.

39. Wright P, Rogers N, Hall C, Wilson B, Evans J, Ems Lie H,
Bartram C. Comparison of pocket-computer memory aids for
people with brain injury. Brain Injury 2001;15:787–800.

40. Tam S, Man W. Evaluating computer-assisted memory retraining
programmes for people with post-head injury amnesia. Brain Injury
2004;18:461–470.

41. Montero F, Lopez-Jaquero V, Navarro E, Sanchez E. Computer-
aided relearning activity patterns for people with acquired brain
injury. Computers & Education 2011;57:1149–1159.

42. Johnson P, Thomas-Stonell N, Shein F. Development of a
computer-based program for the remediation of cognitive-commu-
nication skills in young people with head injuries. Journal of
Cognitive Rehabilitation 1994;12:10–16.

43. Chen SHA, Thomas JD, Glueckauf RL, Bracy OL. The effective-
ness of computer-assisted cognitive rehabilitation for persons with
traumatic brain injury. Brain Injury 1997;11:197–209.

44. American Speech-Language-Hearing Association (ASHA).
Professional issues in telepractice for speech-language pathologists.
Practice Policy. 2010. Available online at: http://www.asha.org/
docs/html/PI2010–00315.html#r42, accessed 15 October 2012.

45. Brennan DM, Georgeadis AC, Baron CR, Barker LM. The effect of
videoconference-based telerehabilitation on story retelling perform-
ance by brain-injured subjects and its implications for remote
speech-language therapy. Telemedicine Journal and e-Health 2004;
10:147–154.

46. Hill AJ, Theodoros DG, Russell TG, Cahill LM, Ward EC, Clark
KM. An Internet-based telerehabilitation system for the assessment
of motor speech disorders: A pilot study. American Journal of
Speech-Language Pathology 2006;15:45–56.

47. Grogan-Johnson S, Alvares R, Rowan L, Creaghead N. A pilot
study comparing the effectiveness of speech language therapy
provided by telemedicine with conventional on-site therapy. Journal
of Telemedicine and Telecare 2010;16:134–139.

48. Schoenberg MR, Ruwe WD, Dawson K, McDonald NB, Houston
B, Forducey PG. Comparison of functional outcomes and treatment
cost between a computer-based cognitive rehabilitation teletherapy
program and a face-to-face rehabilitation program. Professional
Psychology: Research and Practice 2008;39:169–175.

49. McGraw-Hunter M, Faw GD, Davis PK. The use of video self-
modelling and feedback to teach cooking skills to individuals with
traumatic brain injury: A pilot study. Brain Injury 2006;20:
1061–1068.

50. Collier-Meek MA, Fallon LM, Johnson AH, Sanetti LMH,
Delcampo MA. Constructing self-modeling videos: Procedures
and technology. Psychology in the Schools 2012;49:3–14.

51. Cream A, O’Brian S, Jones M, Block S, Harrison E, Lincoln M,
Hewat S, Packman A, Menzies R, Onslow M. Randomized
controlled trial of video self-modeling following speech restructur-
ing treatment for stuttering. Journal of Speech, Language &
Hearing Research 2010;53:887–897.

52. Martin GL, Pear J. Behavior modification: What it is and how to do
it. 9th ed. Upper Saddle River, NJ: Pearson-Prentice Hall; 2011.

53. Gul S, Vuran S. An analysis of studies conducted video modeling in
teaching social skills. Educational Sciences: Theory & Practice
2010;10:249–274.

54. Baker S, Lang R, O’Reilly M. Review of video modeling with
students with emotional and behavioral disorders. Education &
Treatment of Children 2009;32:403–420.

55. Rehfeldt R, Dahman D, Young A, Cherry H, Davis P. Teaching a
simple meal preparation skill to adults with moderate and severe
mental retardation using video modeling. Behavioral Interventions
2003;18:209–218.

56. Nikopoulos CK, Canavan C, Nikopoulou-Smyrni P. Generalized
effects of video modeling on establishing instructional stimulus
control in children with autism: Results of a preliminary study.
Journal of Positive Behavior Interventions 2009;11:198–207.

57. Mechling LC, Gast DL, Gustafson MR. Use of video modeling to
teach extinguishing of cooking related fires to individuals with
moderate intellectual disabilities. Education and Training in
Developmental Disabilities 2009;44:67–79.

58. Keller SS, Crow T, Foundas A, Amunts K, Roberts N. Broca’s area:
Nomenclature, anatomy, typology and asymmetry. Brain and
Language 2009;109:29–48.

59. Sundberg ML. Verbal behavior. In: Cooper JO, Heron TE, Heward
WL, editors. Applied behavior analysis. 2nd ed. Upper Saddle
River, NJ: Merrill/Prentice Hall; 2007. p 526–547.

60. Gast DL, Hammond D. Withdrawal and reversal designs. In: Gast
DL, editor. Single subject research methodology in behavioral
sciences. New York: Routledge; 2010. p 234–275.

61. Cullen N, Chundamala J, Bayley M, Jutai J. The efficacy of
acquired brain injury rehabilitation. Brain Injury 2007;21:113–132.

62. Aadal L, Kirkevold M. A model for neurorehabilitation after severe
traumatic brain injury facilitating patient participation and learning.
Advances in Nursing Science 2011a;34:E1–E17.

63. Aadal L, Kirkevold M. Integrating situated learning theory and
neuropsychological research to facilitate patient participation and
learning in traumatic brain injury rehabilitation patients. Brain
Injury 2011b;25:717–728.

64. Bellini S, Akullian J. A meta-analysis of video modeling and video
self-modeling interventions for children and adolescents with
autism spectrum disorders. Exceptional Children 2007;73:264–287.

65. Nikopoulos CK. Use of video modeling to increase generalization
of social play by children with autism. The Journal of Speech-
Language Pathology and Applied Behavior Analysis 2007;2:
195–212.

66. Taylor BA, DeQuinzio JA. Video modeling. In: Luiselli JK, editor.
Teaching and behavior support for children and adults with autism
spectrum disorder: A practitioner’s guide. New York, NY US:
Oxford University Press; 2011. p 204–211.

67. Duff MC, Proctor A, Haley K. Mild traumatic brain injury (MTBI):
Assessment and treatment procedures used by speech-language
pathologists (SLPs). Brain Injury 2002;16:773–787.

68. Kelly F, Nikopoulos CK. Facilitating independence in personal
activities of daily living after a severe traumatic brain injury.
International Journal of Therapy and Rehabilitation 2010;17:
474–481.

69. Morgan DL, Morgan RK. Single-participant research design:
Bringing science to managed care. American Psychologist 2001;
56:119–127.

70. Wood RL, Alderman N. Applications of operant learning theory
to the management of challenging behavior after traumatic brain
injury. Journal of Head Trauma & Rehabilitation 2011;26:
202–211.

71. Cooper JO, Heron TE, Heward WL. Applied behaviour analysis.
2nd ed. Upper Saddle River, NJ: Merrill/Prentice Hall; 2007.

72. Cihak D, Fahrenkrog C, Ayres KM, Smith C. The use of video
modeling via a video iPod and a system of least prompts to improve
transitional behaviors for students with autism spectrum disorders
in the general education classroom. Journal of Positive Behavior
Interventions 2010;12:103–115.

73. National Institute for Health and Clinical Excellence (NICE). Head
injury: Triage, assessment and early management of head injury in
infants, children and adults. London: National Collaborating Centre
for Acute Care; 2007.

DOI: 10.3109/02699052.2013.809550 Video modelling 7

B
ra

in
 I

nj
 D

ow
nl

oa
de

d 
fr

om
 in

fo
rm

ah
ea

lth
ca

re
.c

om
 b

y 
17

8.
14

6.
43

.2
35

 o
n 

08
/0

5/
13

Fo
r 

pe
rs

on
al

 u
se

 o
nl

y.

View publication stats

https://www.researchgate.net/publication/255174894


<<
	/PreserveCopyPage true
	/MonoImageDownsampleType /Bicubic
	/MonoImageDict <<
		/K -1
	>>
	/ParseICCProfilesInComments true
	/PreserveHalftoneInfo false
	/TransferFunctionInfo /Preserve
	/GrayImageMinResolution 150
	/EncodeColorImages true
	/AutoFilterGrayImages true
	/ImageMemory 1048576
	/PDFXRegistryName ()
	/EmbedJobOptions true
	/MonoImageFilter /CCITTFaxEncode
	/PDFXNoTrimBoxError true
	/ASCII85EncodePages false
	/DefaultRenderingIntent /Default
	/GrayImageAutoFilterStrategy /JPEG
	/PDFXCompliantPDFOnly false
	/ColorImageResolution 150
	/GrayImageFilter /DCTEncode
	/DownsampleMonoImages true
	/PreserveDICMYKValues false
	/ColorImageFilter /DCTEncode
	/EncodeGrayImages true
	/GrayImageMinDownsampleDepth 2
	/ParseDSCComments true
	/ColorImageAutoFilterStrategy /JPEG
	/EmbedOpenType false
	/AntiAliasMonoImages false
	/JPEG2000ColorImageDict <<
		/Quality 15
		/TileHeight 256
		/TileWidth 256
	>>
	/ColorImageDepth -1
	/CreateJDFFile false
	/PreserveEPSInfo false
	/PDFXSetBleedBoxToMediaBox true
	/DSCReportingLevel 0
	/NeverEmbed [
	]
	/Optimize true
	/Description <<
		/DEU <>
		/ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
		/NOR <>
		/CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
		/KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
		/ESP <>
		/FRA <>
		/SUO <>
		/JPN <>
		/NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
		/ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
		/CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
		/DAN <>
		/PTB <>
		/SVE <>
	>>
	/CreateJobTicket false
	/EndPage -1
	/MonoImageDepth -1
	/GrayImageResolution 150
	/AutoFilterColorImages true
	/AlwaysEmbed [
	]
	/ColorImageMinResolution 150
	/ParseDSCCommentsForDocInfo true
	/sRGBProfile (sRGB IEC61966-2.1)
	/AutoRotatePages /All
	/MonoImageResolution 600
	/AllowTransparency false
	/GrayACSImageDict <<
		/VSamples [
			1.0
			1.0
			1.0
			1.0
		]
		/QFactor 0.4
		/HSamples [
			1.0
			1.0
			1.0
			1.0
		]
	>>
	/DoThumbnails false
	/GrayImageDepth -1
	/CompressObjects /Tags
	/ColorImageDownsampleThreshold 1.5
	/AntiAliasGrayImages false
	/AntiAliasColorImages false
	/EmbedAllFonts true
	/ColorImageMinResolutionPolicy /OK
	/PDFXOutputConditionIdentifier ()
	/PreserveFlatness true
	/DownsampleColorImages true
	/MonoImageDownsampleThreshold 1.5
	/PDFXOutputIntentProfile ()
	/GrayImageDict <<
		/VSamples [
			1.0
			1.0
			1.0
			1.0
		]
		/QFactor 0.4
		/HSamples [
			1.0
			1.0
			1.0
			1.0
		]
	>>
	/UsePrologue false
	/ColorACSImageDict <<
		/VSamples [
			1.0
			1.0
			1.0
			1.0
		]
		/QFactor 0.4
		/HSamples [
			1.0
			1.0
			1.0
			1.0
		]
	>>
	/JPEG2000GrayACSImageDict <<
		/Quality 15
		/TileHeight 256
		/TileWidth 256
	>>
	/ColorConversionStrategy /sRGB
	/EmitDSCWarnings false
	/MonoImageMinResolutionPolicy /OK
	/UCRandBGInfo /Remove
	/DetectCurves 0.1
	/ColorSettingsFile (None)
	/CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
	/GrayImageDownsampleThreshold 1.5
	/CropColorImages true
	/JPEG2000ColorACSImageDict <<
		/Quality 15
		/TileHeight 256
		/TileWidth 256
	>>
	/MonoImageMinResolution 600
	/CalRGBProfile (sRGB IEC61966-2.1)
	/CompressPages true
	/Binding /Left
	/PDFXTrapped /False
	/PDFX3Check false
	/DetectBlends true
	/JPEG2000GrayImageDict <<
		/Quality 15
		/TileHeight 256
		/TileWidth 256
	>>
	/CompatibilityLevel 1.6
	/GrayImageDownsampleType /Bicubic
	/PDFXOutputCondition ()
	/PassThroughJPEGImages false
	/CannotEmbedFontPolicy /Warning
	/AllowPSXObjects true
	/LockDistillerParams true
	/ConvertImagesToIndexed true
	/GrayImageMinResolutionPolicy /OK
	/PDFXBleedBoxToTrimBoxOffset [
		0.0
		0.0
		0.0
		0.0
	]
	/AutoPositionEPSFiles true
	/PDFXTrimBoxToMediaBoxOffset [
		0.0
		0.0
		0.0
		0.0
	]
	/DownsampleGrayImages true
	/PDFX1aCheck false
	/CropGrayImages true
	/CalGrayProfile (Gray Gamma 2.2)
	/CropMonoImages true
	/SubsetFonts true
	/ColorImageDownsampleType /Bicubic
	/CheckCompliance [
		/None
	]
	/PreserveOPIComments false
	/PreserveOverprintSettings true
	/EncodeMonoImages true
	/MaxSubsetPct 100
	/ColorImageMinDownsampleDepth 1
	/ColorImageDict <<
		/VSamples [
			1.0
			1.0
			1.0
			1.0
		]
		/QFactor 0.4
		/HSamples [
			1.0
			1.0
			1.0
			1.0
		]
	>>
	/OPM 1
	/StartPage 1
>>
setdistillerparams
<<
	/PageSize [
		612.0
		792.0
	]
	/HWResolution [
		600
		600
	]
>>
setpagedevice


