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I am honored to serve as Guest Editor for the Spring 2015 issue of eHearsay, an issue that is graced with more than 55 
authors as well as all the people who served as the peer reviewers from the United States and around the world.  This 
issue features cutting-edge articles about aphasia, life participation for people living with aphasia, and aphasia research.  
Articles for this issue have been written primarily by students and Speech-language Pathology (SLP) mentors, people 
with aphasia and family members.   
 
According to the National Aphasia Association (NAA), aphasia is a communication disorder that is most often caused by 
stroke/brain attack and traumatic brain injury (TBI) (NAA, 2015).  Aphasia affects all areas of language (speaking, 
listening, reading, writing, and math), but does not affect the person’s intelligence (NAA, 2015).  Within the United 
States, there are approximately 200,000 new cases of aphasia each year.  People with aphasia and their families should 
not feel alone.  There are many people living with aphasia.   
 
It has been estimated that at any given time, there are 1,000,000 Americans living with aphasia (NAA, 2015).  Aphasia is 
a major issue affecting people around the globe (Aphasia United, 2015).  Despite the pervasiveness of this “silent 
disability” (Sarno, 1986), the word “aphasia” is unfamiliar to the general public, and has been for far too long (Simmons 
Mackie, Code, Armstrong, et al., 2002, Wallace, 2004, Kent and Wallace, 2006).  Simmons Mackie et al. (2002) surveyed 
978 people from the general public in England, the United States and Australia.  They found that only 13.6% of their 
survey respondents (133/978 people) had heard the word aphasia.  Only 5.4% (53/978 people) had basic knowledge 
about aphasia.  In an unpublished survey of over 1,000 survey respondents from the general community in the greater 
Cincinnati, Ohio/Northern Kentucky area, Wallace (2004) found similar results.  In another follow-up study of 95 Chinese 
residents of Honolulu, Hawaii, Kent and Wallace (2006) found that 16% (14/85) of the respondents had heard the term 
aphasia.  Only 3% (3/85) of the respondents were able to provide acceptable suggestions for facilitating communication 
with people who have aphasia.     
 
Although aphasia is caused by medical conditions (e.g., stroke and TBI), the word “aphasia” is not a medical term.  
Aphasia is instead a behavioral term, describing a behavioral condition.  The term aphasia is derived from the Ancient 
Greek word aphasia (ἀφασία) which means "speechlessness," and aphatos ἄφατος, which means "speechless."   
Aphatos stems from two base words: ἀ- a- "not, un"), and φημί phemi ("I speak") (Wikipedia, 2015).  Aphasia is a word 
that is not often heard outside of medical and rehabilitation contexts.  People in the general community are not likely to 
hear the word aphasia, until they are faced with this disorder.  When people need to communicate with someone who 
has aphasia, it might be challenging for them to do so, because they might be unfamiliar with what aphasia is and with 
communication issues associated with aphasia.  Conditions with “medically derived names” (such as cancer, Alzheimer’s 
disease, and Parkinson’s disease) may receive greater publicity outside of the medical context and within the 
community-at-large.  This may be true, in terms of exposure to defining characteristics, treatment, and suggestions for 
communication support. 
 
Aphasia and Public Awareness 
Lack of familiarity with aphasia within the community-at-large may result in reduced environmental support (World 
Health Organization, 2001), such as insufficient “communication ramps” that may help to make community accessible 
for people with aphasia.  The term “communication ramps” refers to skilled conversation partners who are able to 
interact with people who have aphasia in a manner that helps the person with aphasia reveal their true level of 
communicative competence (Kagan, Shumway, and Podolsky, 2010).  On a personal level, lack of knowledge about 

In this Issue:  
Communication Matters to People with Aphasia 
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aphasia and communication partnering within the general community, places people with aphasia at risk for less than 
favorable life participation within their family and personal community networks.  On a broader level, this situation may 
have a negative impact on public policy, public attitude, rehabilitation funding, research funding, and accessibility to 
public community venues (such as faith-based organizations, which are not legally mandated to be in compliance with 
the American with Disabilities Act). 
 
Public Awareness and Support from Ohio 
This journal was intended to help “put a face” on aphasia, and to serve as a mechanism for aphasia advocacy within the 
professional community, the aphasia community, and the community-at-large.  As the cover page implies, we intend for 
this issue to help make “Aphasia Front Page News Beginning 2015!” 
 
We are grateful for the support we have received from State of Ohio Governor John Kasich, Lieutenant Governor Mary 
Taylor, and Cincinnati, Ohio Mayor John Cranley.  They have provided people with aphasia, family members and 
advocates of aphasia in the State of Ohio and beyond with support for our aphasia advocacy efforts, this issue of 
eHearsay, and our vision that “Aphasia Will Be Front Page News Beginning 2015!”    
 
Their support has been in the form of “June: Aphasia Awareness Month Proclamations,” a congratulatory letter, and a 
Proclamation declaring that “Aphasia Will Be Front Page News Beginning 2015!”  As an Ohio Affiliate (Representative) 
for the National Aphasia Association (NAA), I was honored to accept these documents on behalf of Ohio NAA 
constituents and others.  These documents have been placed at the end of this issue of eHearsay, and are also being 
circulated throughout the state, so that they can be shared for aphasia advocacy purposes.     
 
SLPs in Louisiana, California, South Carolina, Connecticut, and many other states have followed Ohio’s lead, and are 
being awarded similar supportive documents from their Governors and Mayors, because they too share in the vision 
that “Aphasia Will Be Front Page News Beginning 2015!”  We hope to sweep the country with this effort.  With increased 
advocacy and community education efforts, in cooperation with the media, we are hopeful that more people within the 
community-at- large will become knowledgeable about aphasia and how to communicate with people who have 
aphasia.  We invite readers to submit a feature story about aphasia for “Front Page News” to a radio or television 
station, a newspaper, a faith-based organization, a sorority/fraternity or alumni organization newsletter by December 
31, 2015 and then beyond.  Collectively we can make a difference in community awareness about aphasia.  Your 
advocacy activities can be shared with others, by posting information on the American Speech-Language-Hearing 
Association’s (ASHA) Special Interest Group 2 (Neurophysiology and Neurogenic Speech and Language Disorders) 
Community Page, and sending information in for publication to the ASHA Leader.  Sharing information in this manner 
will be inspirational and motivational for others. 
 
Unique Features of This Issue 
This issue attempts to shine light on the “many facets of aphasia.” In this regards, both experientially-based and data-
based reports are presented.  Many people with aphasia said they wanted to keep up with current aphasia research, but 
were unable to because available articles are too technical for them to read.  In response to that input, and because it 
was desirable for the journal to be accessible to people in the general community, authors were given the option to 
submit a compatible “aphasia friendly” article along with their regular article.  This was done to provide a way of making 
technical articles understandable for both people with aphasia, and people within “community-at-large” who did not 
have scientific backgrounds.  Nearly all articles have accompanying aphasia friendly articles.  In one instance (the 
fourteenth article by Dr. Jacqueline Stark), the article is referred to as a “Partner Paper.”  The Partner Paper 
accompanies the paper that precedes it.  The Partner Paper is easier to understand than a regular paper, but more 
complex than an aphasia friendly paper.  This is because the Partner Paper simplifies complex theoretical concepts, and 
helps the reader to understand clinical applications of complex concepts discussed in the paper that preceded it.  There 
is only one Partner Paper in this issue. 
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To find the “aphasia friendly” articles, the reader clicks on an icon (, a picture of a book), that can be found at the top 
of the regular article.  The icon allows the reader to access the aphasia friendly article.  The aphasia friendly article uses 
enlarged print, increases spacing between lines, shortened text, an overall lower vocabulary and reading level, and 
shorter sentences.  Some aphasia friendly articles are presented in paragraph form.  Others are presented in outline 
form.  In some cases, authors use text highlighting and pictures to augment the message.  A copy of each aphasia 
friendly article is provided in the Appendix at the end of the issue to facilitate reprinting if the reader wishes to do so. 
 
It may be helpful to mention that aphasia friendly articles were sent out for review by people with aphasia and family 
members.  All aphasia friendly articles received favorable reviews.  As expected, because reading levels of the people 
with aphasia varied, some articles were easier for people with aphasia to read than others.  All reviewers with aphasia 
responded that they were appreciative of the aphasia friendly format attempted in this issue of eHearsay.  Even when 
the person with aphasia was unable to read an article themselves, the unanimous response was that the “aphasia 
friendly” format made it possible for a family member or friend to read or explain the content, so that the person with 
aphasia could understand the content of the article in that manner.  People with aphasia and their family members were 
in unanimous agreement about their appreciation for the attempt to pilot aphasia friendly articles and the Partner Paper 
in this professional, scientific journal. 
 
In this Issue: Communication and Communication Community 
This issue is comprised of three sections that are intended to “show and tell.”  Each section will show and tell why 
communication and communication community matters to people with aphasia; and each article will directly or 
indirectly relate to life participation.  Threaded through the heart of many of the articles is what I call “Communication 
Community.”  Communication Community refers to the group(s) of people in one’s life who are available to provide 
daily, positive and supportive communication experiences for (1) consistent communication exercise/practice/fitness, 
(2) refreshing, relaxed, enjoyable social interactions, and (3) the achievement of life participation experiences through 
communication. The more positive supportive possibilities, the richer the communication community.   
 
Section I (Experientially-based and Literature-based Scholarly Reports) contains ten articles that details experiences with 
aphasia from various viewpoints (e.g., family member, person with aphasia, students in the field of speech pathology 
and professionals). These articles demonstrate how community connections benefit not only those with aphasia but 
people that come in contact with them.  
 
Section II (Data-based and Literature-based Scholarly Reports) contains twelve articles that examine a wide variety of 
topics including quality of life, learning potential, working memory, intensity of treatment, spoken word recognition, 
script training, gesture production, reading, poetry and counseling.  
 
Section III is the Epilogue; it only contains one article.  The article describes the experiences of a 49 year old woman, 
Jenell Gordon, who is a SLP. As a result of stroke, Jenell now lives with quadriplegia and severe dysarthria, which 
necessitates the use of augmentative communication.  Jenell is unique in that she sees the stitching from both sides of 
the tapestry; the full meaning of which will be understandable once you have read and reflected on her powerful story.  
In this article, Jenell Gordon tells her story through and in collaboration with her former Professor/Advisor and now 
colleague/friend, Gloriajean Wallace.  Although Jenell does not have aphasia, her story provides three powerful take 
away messages that are applicable to people with aphasia, and everyone.   

1. Stroke and resulting communication impairment can affect anyone.   
2. The provision of communication partners and communication partner training is an essential part of care for all 

augmentative users.   
3. Much work is needed to insure that the theoretical life participation concepts that are promoted by speech-

language pathologists and others, reach real world contexts where “communication matters!”   
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Closing Comments 
Every university in Ohio was given a personal invitation to participate in this project with either a manuscript submission 
or by serving as a reviewer.  Students from around the country were then invited to participate in the issue via a public 
invitation that was posted on ASHA Special Interest Group 2’s (Neurophysiology and Neurogenic Speech and Language 
Disorders) Community Page website.  I close by extending heartfelt gratitude to those who answered the call.  
Collectively, through this issue, we will promote national and international dialogue about aphasia research and 
advocacy.  I am certain that our effort will help to make “Aphasia Front Page News Beginning 2015!”  Thank you the 
tutors were unable for the opportunity to work with you all on this amazing project.  To God be the Glory. 

 
 

Gloriajean Wallace, Ph.D., CCC-SLP, BC-ANCDS 
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This Do, In Remembrance of Granny Sue 
 

Otto A. Mazzoni III 
Abstract 
In this article, an aspiring speech-language pathologist tells the story of how his 
grandmother's aphasia inspired him to devote his career to improving the care for others with 
aphasia. The author recounts how he and his family found out the hard way that his 
grandmother retained a richness to her communication that was not tapped into.  The author 
and his family discovered that if given personalized attention and intervention, people with 
aphasia and their families might be able to communicate with one another in ways much 
deeper than the superficial.  

 
Author Affiliations & Disclosures: 
Otto A. Mazzoni III is a graduate student at Southeastern Louisiana University.  

Financial - No relevant financial relationship exists 
Nonfinancial – has a family member with aphasia that will be discussed in this article 

           

 
Learning Objectives  
1) Discuss the disruptive nature that aphasia has on interpersonal relationships 
2) Consider the implications of the traditional layman’s definition of aphasia and evaluate subjectively 
whether its usage by clinicians should be terminated. 
3) Identify several variables that play a key role in the speech-language pathologist’s ability to 
promote maximal communication success for persons with aphasia and their families. 

 
 Aphasia-Friendly Article

 

Kathern Joy Chapman was my beloved grandmother; 

her middle name embodies that which she inspired. Her 
friends called her 'Kay,' but I called her 'Granny Sue.' My 
earliest memories of Granny Sue are multisensory. I can 
still see her bright brown eyes and calm, reassuring 
smile.  I can still feel the startling softness and vitality of 
her chamomile-scented hands, which I must have first 
encountered at a level of pure conscious experience, 
without words, when she clasped my miniature hands 
in hers.  But I now realize it was language that 
deepened and gave meaning to the relationship 
between Granny Sue and me, and I am gratefully 
reminded of my purpose as a future speech-language 
pathologist (SLP).  
 
Out of necessity, Granny Sue and I developed a rich 
linguistic connection. As an Army brat, I often lived far 
away from her; in fact, at one point we were nearly 
5000 miles apart -- she in Arkansas, and I in Germany. 
But in spite of the physical distance, language allowed 
Granny Sue and me to grow closer with each passing 
year. She wrote me letters filled with stories about her 

childhood on a dusty Arkansas farm, and how she 
worked picking cotton, and the life lessons she learned.  
I wrote back and asked questions. She made a point to 
converse with me on the phone every single week, and 
we would share the minute details of our lives. There 
was an undeniable depth and variety to our 
correspondence. Our communication was fluid and 
unimpeded. Thinking about it now, I realize we were 
experienced captains freely directing linguistic word-
vessels to heave, sway, and surge at our command. 
 
Then, with the devastating suddenness of an avalanche, 
Granny Sue had a stroke that left her with severe 
aphasia. My family was told that “aphasia” meant that 
she knew what she wanted to say, but could not say it.  I 
found out the hard way that this oversimplified, 
layman’s definition was one-dimensional at best 
because it only addressed the expressive, verbal 
channel of linguistic communication. It only addressed 
face-to-face talking.  I woke up to the inadequacy of this 
definition when one day I recited it to a tenured 
chemistry professor. His response was: "Oh, well, 

 

 

 

Otto A. Mazzoni III 
Southeastern Louisiana 

University 
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aphasia is no big deal! People with aphasia can just 
write what they want to say."  
        
Figure 1. Granny Sue & Otto III, April 1987, Fayetteville, NC 

 
        
 
This man had a PhD in biochemistry from a top-tier 
university and he didn't get it. So, I followed up by 
trying to explain how and why Granny Sue’s aphasia 
was so devastating, because there could be no more 
weekly phone conversations, and no more wonderful 
letters. He just looked confused and changed the 
subject. Later, as I reflected on our dissatisfying 
conversation, I realized that the bumper-sticker 
definition was part of the problem. It reflects an 
idealistic prototype of the purest form of Broca's 
aphasia, which rarely occurs in real life. When it does, 
people with so-called "pure Broca's aphasia" will 
probably have at least as much trouble writing as they 
do speaking.  So, even when someone is diagnosed with 
pure Broca's aphasia, this definition of aphasia is 
incomplete. Its lack of completion breeds confusion and 
causes people with aphasia and their loved ones to 
have initially unrealistic expectations.  
 
And so it was that Granny Sue’s grandson had 
unrealistic expectations about her communication 
disorder. Shortly after her stroke, she took up residence 
in a reputable skilled nursing facility close to her 
hometown. A few times in the early months post-onset, 
I managed to get Granny Sue on the phone when she 
had family visiting. I would call one of them directly and 

that person would put her on the phone. Sometimes I 
would not know if the phone had actually made it to 
Granny Sue's ear because I didn’t hear a “hello.”  Did 
she forget to say hello? Did she know she wanted to say 
hello, but could not, because of the aphasia?  A well-
meaning person in the background would invariably say 
something like: "It's your grandson, Kay. Tell him hello." 
From a practical standpoint, I was always grateful for 
the prompt. But, as someone who knew my proud 
Granny Sue so intimately, I invariably cringed. I knew 
how humiliated, frustrated, and helpless she probably 
felt to be directed to do something so common and 
simple.  
 
As Granny Sue taught me to keep the needs and 
feelings of others always at the forefront of my mind, I 
could not help but feel my own pain at the thought of 
hers. I vividly remember one of the last times I spoke 
with her on the phone. It was a fall day and I was 
loading tools into my work truck. During the call, I 
would ask her something and her corresponding 
answers often seemed to be off topic, as if she did not 
understand what I was asking her. What I now know, 
but did not know then, is that aphasia often involves 
deficits in both expressive and receptive language 
faculties. As a result of my expectation that Granny 
Sue's aphasia meant merely that she knew what she 
wanted to say but couldn't say it, it was startling to hear 
Granny Sue misunderstanding the conversation so 
drastically. As I did not have a firm understanding of 
language processing, and I had not been counseled 
regarding the fact that aphasia is not a disorder of 
cognitive processes, I could not help but wonder 
whether Granny Sue was losing her mind. In addition, I 
was also taken aback by one of Granny Sue's behaviors, 
which I thought was a bizarre kind of stuttering. On the 
phone the sound of this behavior, which I now know 
were linguistic nonfluencies symptomatic of her 
inability to say what she wanted to say,  was so intense 
and alarming at times that it really seemed as if Granny 
Sue was having a mild seizure or respiratory difficulty. 
Not knowing what was happening, Granny Sue's 
nonfluency made the conversation almost completely 
unbearable for me. Being sensitive to her, I remember 
feeling that my phone call to Granny Sue was causing 
her pain. For that reason, I felt a tremendous sense of 
guilt and entirely stopped calling her. This was a lose-
lose decision, of course. Day in and day out I felt like I 
was abandoning Granny Sue. It took me several years to 
heal psychologically from the associated guilt.  
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Knowing what I now know, I do believe that a little bit 
of counseling from an SLP would have made all the 
difference in the world. I could have gained a deeper 
understanding of aphasia, which would have tempered 
my expectations about Granny Sue's communication 
abilities. I could have learned invaluable facilitative 
strategies, which would have made me a more 
confident and competent communicator for Granny 
Sue. I could have also learned the best way to keep our 
relationship active, which would have spared me from 
profound feelings of guilt and inadequacy. Embedded 
within the latter point, there is a profound insight that I 
gained from this experience. It is that relationships are 
kept active by way of communication. To this end, I also 
believe that an SLP could have more proactively helped 
to modify Granny Sue's environment and teach her key 
compensatory strategies. Had this happened, Granny 
Sue probably would have been a more competent 
communicator, and, as a result, less isolated. 
 
Quarantined from the phone, but desperate for 
communication, I twice drove to Arkansas to visit 
Granny Sue at the nursing home. For one of the visits, I 
arrived when Granny Sue was at dinner. She was seated 
at a table by herself. One of the neuroscience principles 
of recovery from disorders such as aphasia is use it or 
lose it. This seating arrangement, which discouraged 
interpersonal communication, essentially set Granny 
Sue up to lose it. Her separation from others made it 
impossible for her to use what remaining language 
faculties she still possessed, which simultaneously 
precluded improvements through learned non-use. The 
lesson here is that something as simple as a seating 
arrangement can lead to linguistic learned helplessness. 
Let's say, for example, that Granny Sue's meal times 
each accounted for 45 minutes of her day, three times a 
day. Sitting alone during breakfast, lunch, and dinner, 
Granny Sue missed out on two hours and fifteen 
minutes of potential linguistic interaction each day.  
 
When I arrived for what would turn out to be my final 
visit to her nursing home, I found Granny Sue sitting in 
her wheel chair, alone, facing the back of another 
person's head, adjacent to a hallway wall. In shock, I 
looked down the hallway and saw that there were at 
least ten other people situated the same way. They 
were left-side to the wall, front facing the back of 
someone's head, one after the other. I made an inquiry 
at the nurse's station. Apparently, this was part of the 

residents' "social" time. There was an overflow from the 
activities room, so these fine folks had to hang out in 
the hallway. 
 
I wheeled Granny Sue back to her room and opened the 
blinds to let in some natural light. We sat facing one 
another. On this day I knew almost nothing about 
aphasia. And since I also knew very little about her 
other post-stroke complications, the ensuing 
conversation was an intuitionally-guided process of trial 
and error.  At the beginning of our conversation, for 
example, when it became evident that Granny Sue was 
having word-finding issues, I encouraged her to "write 
it." She could not write -- I should have remembered 
that. After all, we had not exchanged a letter for almost 
two years. Each time she tried and failed to convey a 
message, I would mentally scramble for a new strategy 
that she could use. I refused to let her give up. What 
began to develop was communication stripped down to 
the most basic linguistic elements. It was like we were 
sending brief texts.  
 
Even then, however, communication was a struggle for 
Granny Sue. Her speech was halting and jerky, like a 
sputtering old farm truck with a stubborn clutch and 
rusty gears. As the day came to a close, I felt an 
unmistakable heaviness in the air. Granny Sue was 
struggling to tell me something. My heart told me that 
whatever it was, it could not go unsaid. So as she 
started and stopped, started and stopped, I tuned in to 
Granny Sue from the eternally quiet space that exists 
between heart beats. Frustrated with her inability to 
convey her message, Granny Sue began to weep. And at 
the sight of the intensity of her gaze I too began to 
weep. And as we united in purpose and emotion, there 
seemed to be a sharpening of perception. "Granny," I 
felt inspired to say, "Close your eyes. See yourself telling 
me what you have to say." After a moment, Granny Sue 
opened her eyes and looked into me. "Otto," she said. "I 
love you."  
 
For one moment, Granny Sue did not have aphasia. I 
took her hand and kissed it. Oh, the softness of her 
hand on my lips! I hugged her and took my leave, 
weeping as I walked towards the exit. In my gut, I knew 
this would be the last time I would see Granny Sue. And 
so, it was. From the modest inheritance she received 
from Granny Sue, my mother offered to pay my tuition 
if I went back to college to finish my bachelor's degree 
in philosophy. During a philosophy of neuroscience 
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class, a lecture on neural plasticity and Broca's aphasia 
opened my mind to speech and language pathology. I 
discovered then and there that communication is my 
calling. On May 16, 2015, I will graduate from 
Southeastern Louisiana University with a Master of 
Science degree in Communication Sciences and 
Disorders. I am inspired to serve others each day in a 
way that honors Granny Sue and the bond we shared.  

Correspondence concerning this article should be 
addressed to: 

Otto A. Mazzoni III 
Email: otto.mazzoni@selu.edu  
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Abstract 
The lack of public awareness of aphasia is a global concern.  There are many issues 
contributing to decreased awareness but there are steps that can be taken to increase 
awareness. A central goal is to encourage the development of community resources, 
education, advocacy strategies and support networks. Current treatment and research trends 
have the potential to increase awareness. There is a need for a coordinated international 
effort to bring aphasia to the forefront of public attention. 
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Learning Objectives 
1) Explain issues related to decreased awareness of aphasia and describe strategies to increase 
awareness. 
2) List national and international aphasia organizations and their programs/services. 
3) Identify current aphasia treatment approaches and areas of research. 

 
 

 

When was the last time you saw or heard the word 

“aphasia” in the media? It seems that a week doesn’t go 
by when autism, breast cancer or Alzheimer’s disease 
aren’t featured in the news. Aphasia, however, is rarely 
discussed and often overlooked even when an 
opportunity may present itself. 
http://www.nytimes.com/2014/03/17/opinion/when-
speech-wont-come-understanding-aphasia.html   
 
Elman, Ogar, & Elman (2000) noted “to the public and 
the media, aphasia is an unknown disorder.” According 
to Elman and her colleagues, aphasia is under-
represented in the media, yet most people who do 
know about aphasia learn about it from newspapers, 
magazines, radio, TV and the movies (Code et al., 2010; 
Simmons-Mackie et al., 2002). There are almost two 
million people with aphasia in the U.S., yet the lack of 
awareness and information about aphasia is as 
devastating as the disorder itself.  A survey done by The 
National Aphasia Association (1988) found that 90% of 
informants reported public awareness of aphasia to be 

minimal. International surveys of aphasia awareness 
were consistent with those conducted in the United 
States with an average of 7.34% having some 
knowledge of aphasia (Code et al., 2010).  The 
consequences of limited public awareness have been 
well documented and include the level of funding for 
services and research, quality of services, reintegration 
into the community and workplace and psychosocial 
adjustment for those with aphasia and their families 
(Elman et al., 2000; Flynn et al., 2009; Simmons- Mackie 
et al., 2002). If it is clear that awareness is needed then 
what can be done? What are the barriers? 
 
Aphasia is an acquired communication disorder that 
impairs a person’s ability to process language, but does 
not affect intelligence. It is an impairment of language, 
affecting the production or comprehension of speech 
and the ability to read or write (www.aphasia.org).  The 
dictionary defines awareness as the state or condition 
of being aware; having knowledge; consciousness 
(Random House, 2014). 
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Issues Contributing to Decreased Awareness 
There are several issues contributing to the difficulty in 
raising awareness of aphasia.  An interesting one to 
consider is that aphasia is not a disease, in and of itself, 
but rather a symptom of disease or injury.  The main 
causes of aphasia are stroke and brain injury and often 
aphasia is but one of the consequences, albeit a major 
one. The person and his/her family are overwhelmed by 
this life-changing experience and are seeking guidance 
for all the resulting impairments. Unfortunately, 
physical impairments are often prioritized, as they have 
greater impact on the person’s discharge status and are 
also easily visible. 
 
Health professionals need to be better educated 
regarding aphasia resources, communication strategies 
and long term improvements that can be made.  
Increased awareness and advocacy tools need to be 
incorporated into the assessment and intervention 
process at all levels of care. Mavis (2007) reported that 
neurologists, in collaboration with speech-language 
pathologists (SLP), should be in a position to develop 
educational programs to increase public awareness. 
Aphasia education should be standard in the training 
curriculum for all health professionals to insure better 
patient satisfaction and outcomes. 
 
Another issue relates to the stigma associated with the 
inability to communicate preventing public 
understanding and acceptance of those with aphasia. 
The key to raising awareness is providing information; 
yet a survey of consumers in 2011 by Hinckley & 
Ganzfried rated aphasia resources as “somewhat 
difficult to find” (Hinckley et al., 2013). Ease of access to 
information is certainly a barrier to increased 
awareness. A critical goal is to encourage the 
development of community resources, advocacy 
strategies and support networks. People with chronic 
aphasia spend most of their time with family and 
friends, in shops, restaurants and other community 
activities. 
 
They spend much less time with health care 
professionals or with social services (Code, 2003). The 
need for “wide-ranging and increased training and 
awareness-raising among the general public about 
communication disability” has been advocated by 
Cottrell (2001, p. 102).This is further support for 
targeting awareness activities to the public and 
specifically within local communities. 

Additional barriers include the perception of stroke and 
subsequent aphasia as occurring in the elderly.   The 
number of people aged 15 to 44 hospitalized for stroke 
jumped by more than one-third between 1995 and 
2008, say researchers from the U.S. Centers for Disease 
Control and Prevention (George et al., 2011).  In 
another study, scientists combed through more than 
100 studies from 1990 to 2010 studying stroke patients 
across the world and also used modeling techniques 
when there was not enough data. They found the 
incidence of stroke has jumped by a quarter in people 
aged 20 to 64 and that those patients make up almost 
one-third of the total number of strokes (Feigin et al., 
2014). 
 
They add that strokes in young people have a 
"disproportionally large economic impact," as they can 
disable young patients before they reach their most 
productive years.   In a younger person there may be 
the added burden of careers, relationships and raising 
children which will require additional resources for a 
longer period of time.  Aphasia is experienced in 21-38% 
of all individuals with acute strokes (Berthier, 2005) and 
there are reportedly 795,000 strokes per year 
(www.strokeassociation.org). This speaks to the 
exceptionally high incidence of aphasia in stroke yet it is 
rarely addressed. 
 
Awareness of aphasia was one of seven themes 
identified when looking at the environmental barriers 
and facilitators to community participation by people 
with aphasia (Howe et al., 2007). It would seem that if 
we aim to create “aphasia friendly” environments, we 
must first have greater knowledge and awareness of 
aphasia and the needs of those living with aphasia 
(Howe et al., 2004, 2007). The World Health 
Organization's (WHO) International Classification of 
Functioning, Disability and Health (ICF; WHO, 2001) is 
used as a framework for identifying the specific barriers 
and facilitators that need to be considered when 
creating an aphasia- friendly environment. 
 
Steps in Increasing Awareness 
The most obvious way to raise public awareness is to 
use the word "aphasia" to describe aphasia.  A main 
issue with the lack of awareness stems from people not 
hearing the word and understanding what it means.  It 
is commonly reported by people with aphasia and their 
families that they left the hospital “never hearing the 
word aphasia.”  It seems easier to say that there is a 

http://www.strokeassociation.org/
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problem with “speaking” or “understanding” rather 
than using the word aphasia. The persistence of this 
behavior will continue to undermine any awareness 
raising efforts.  SLPs were found to be one of the 
information sources in advocating publicity (Mavis, 
2007). It is incumbent upon SLPs to encourage and 
support people with aphasia, family and friends in 
promoting public awareness.   We also need to be 
empowering those with aphasia to self- advocate; they 
are the best “ambassadors” for aphasia. 
 
Participation in public awareness campaigns like 
National Aphasia Awareness Month which is celebrated 
in June and contacting the media with public service 
announcements and human interest stories are 
excellent ways to raise awareness. Involving students in 
aphasia advocacy and helping to influence public policy 
and legislation are additional ways of increasing 
awareness.  Aphasia awareness training for emergency 
responders and aphasia- friendly business programs can 
encourage engagement by all constituents. It would 
seem that there is benefit in having a public figure 
and/or celebrity as a spokesperson for the disorder.  
Parkinson’s disease has had Michael J. Fox to assist in 
raising awareness.  It is clear that the extent to which a 
public figure raises awareness is related to their 
willingness to be open and to publicly share their 
personal experience.   Targeting awareness at the 
media offers the best hope for eradicating stigma 
because of its power to educate and influence public 
opinion 
 
Founded in 1987, The National Aphasia Association 
(NAA) is a consumer-focused, nonprofit organization 
that promotes public education, research, rehabilitation 
and support services to assist people with aphasia and 
their families. The NAA’s mission is to promote 
universal awareness and understanding of aphasia and 
provide support to all persons with aphasia, their 
families and caregivers.  The NAA is the first and only 
national organization dedicated to advocating on behalf 
of people with aphasia. Resources include: 

 Website www.aphasia.org 

 Resource hotline (800-922-4622) 

 National registry of aphasia support groups and 
affiliates throughout the U.S. 

 The Aphasia Handbook: A Guide for Stroke and 
Brain Injury Survivors and Their Families 

 Aphasia awareness training program for 
emergency responders 

 Aphasia friendly business program 

 National Aphasia Awareness Month in June 

 Multicultural task force 

 Annual regional conferences 
There are similar consumer organizations in other 
countries such as Speakability in the United Kingdom, 
Association Internationale Aphasia (AIA) representing 
Several European Nations, and Australia Aphasia 
Association, to name a few.  For the aphasia 
community, there is an overwhelming need for an 
organization which links consumer, research and 
professional organizations world-wide – an umbrella to 
drive the aphasia agenda forward. If we are to truly 
improve the lives of people living with aphasia – not just 
in one country, but also all over the world - we must 
find a united direction. A new organization, Aphasia 
United, has been established to meet this need. Aphasia 
United’s goals are to increase the visibility of people 
with aphasia, create formal global networks that 
connect people living with aphasia and the clinicians 
and researchers who support them, set a global 
research agenda and strengthen international research 
partnerships, and encourage best standards of practice 
in aphasia care.  Aphasia United aims to serve as an 
international peak organization for aphasia consumer, 
research and professional organizations throughout the 
world (Hinckley et al., 2013).  Since its inception in 
2011, Aphasia United has held two International 
Summits, established four working groups, invited 
advisory council members and affiliates to become 
involved and been endorsed by the World Stroke 
Organization (WSO). 
 
Treatment for people with aphasia has evolved through 
time.  There have been some new treatment models 
that have been created including the Life Participation 
Approach to Aphasia (LPAA; Chapey, Duchan, Elman, 
Garcia, Kagan, Lyon & Simmons-Mackie, 2000) and 
other social approaches.  Unfortunately, there have 
been changes in our healthcare systems and insurance 
reimbursement which has limited the coverage for 
speech-language treatment.  This has motivated the 
creation of aphasia community groups and aphasia 
centers which may be a cost effective way of providing 
the ongoing communication support needed.  
Unfortunately, there are not a sufficient number of 
aphasia centers and groups to meet the growing needs 
in the community. There have been several studies that 
have shown the value of aphasia center participation 
including the effectiveness of conversation treatment 

http://www.aphasia.org/
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(Bernstein-Ellis and Elman, 1999; Elman, 2007, 2010; 
Simmons-Mackie et al., 2010). Technology has become 
a new avenue of exploration for aphasia treatment and 
has allowed people with aphasia to work on skills 
independently and for a longer period of time. 
 
A significant advance has been the understanding that a 
person's speech can continue to improve for years after 
acquiring aphasia; there is no plateau.  The principles of 
experience-dependent neural plasticity have inspired 
different treatment approaches and research.  We now 
know that the damaged brain "relearns" lost behavior in 
response to rehabilitation (Kleim & Jones 2008). 
Research is being done in a variety of areas and has 
included looking at intensity of aphasia treatment (e.g.,  
Constraint Induced Language Treatment; CILT); dosage 
(e.g., Intensive Comprehensive Aphasia Programs; 
ICAP); other ways of treating aphasia (e.g., using 
computer technology, pharmacology/ medications such 
as memantine (Namenda) and piracetam, and/or 
directly impacting the brain to enhance the effects of 
the speech and language therapy through electrical or 
magnetic stimulation of the cortex. Future directions 
need to include additional support for evidence based 
practice, innovation and determining alternative 
treatment delivery models in our changing health care 
system. Of course this is all closely tied to our ability to 
increase awareness of aphasia and the understanding 
that it is a chronic condition that impacts a person 
throughout their lifetime. 
 
We are definitely moving in the right direction and have 
had notable accomplishments, including Congress 
proclaiming June as National Aphasia Awareness 
Month; however, there is more work to be done. There 
is compelling evidence that international public 
awareness campaigns and advocacy initiatives are 
critical to increasing recognition and understanding of 
aphasia which will directly impact the quality of life for 
people with aphasia. It is only through the coordinated 
efforts of all constituencies that we can move the 
aphasia agenda forward and make a difference on the 
world stage. Let’s look for the day when aphasia is front 
page news!  
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The Reality of Aphasia 

 

Meredith Winfield, Kristin Siders, Rebecca Serafini, Lauren 
Grebenc, & Scott Palasik 

 
Abstract 
Aphasia affects survivors and their caregivers/families suddenly, leaving them little time to 
prepare and cope with life-altering circumstances.  Aphasia can affect people young or old 
and it appears to have an increasing prevalence, yet it is still unfamiliar or nonexistent to 
many people worldwide. This paper will take a closer look at: who is affected by aphasia, what 
are known facts about aphasia, how others view persons with aphasia, and how those with 
aphasia view themselves. In addition, this paper analyzes what the community can do to 
increase overall awareness. With more awareness, individuals and family members living with 
aphasia may find more support in the community. 
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Learning Objectives  

1) State how many people acquire aphasia each year. 
2) State how many people are affected by aphasia in total. 
3) State worldwide knowledge of aphasia. 

 
Aphasia Friendly Article 

 
 

When considering the public’s overall knowledge of aphasia, it is not surprising that 

there is limited understanding of what defines aphasia due to a lack of exposure and 
education on the topic of aphasia (Code et al., 2001). It is essential to educate and 
bring awareness to aphasia.  This can begin with an overview of definitions seen in 
the literature.  Definitions include literary reviews, publications, and research articles. 
When analyzing various pieces of literature it is clear that there is a large variance in 
the definitions for aphasia. Determination of the definition is heavily dependent on 
the application. The National Aphasia Association has defined aphasia as, “an 
acquired communication disorder that impairs a person’s ability to process language, 
but does not affect intelligence. 
Aphasia impairs the ability to speak and understand others, and most 
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people with aphasia experience difficulty reading and 
writing. A person with aphasia does not have an 
impairment in intelligence.”(National Aphasia 
Association, 2011).  
 
In their article, Defining Aphasia, McNeil and Pratt 
(2001) discuss the importance of developing definitions 
of aphasia depending on the purpose and context of the 
definition. When implementing a definition within a 
research setting, the definitions of aphasia should give a 
clear explanation of the characteristics necessary for 
inclusion within the group of aphasia. McNeil and Pratt 
(2001) also emphasize the importance of defining the 
cause of the attributes that accompany the disorder. 
After evaluating many aphasia definitions, McNeil and 
Pratt conclude that most definitions do not meet the 
appropriate standards and lack detailed information 
about attributes necessary for inclusion in a group, 
criteria for these attributes, and the causes of these 
defining attributes. 
 
Detailed definitions not only include the characteristics, 
the cause of the characteristics, and the criteria, but 
also the affected modalities, etiology, performance 
abilities, and possible language impairments. The 
incorporation of all of these aspects ensures that the 
definition is thorough and accurate in describing the 
aphasia. McNeil  (2001) defined aphasia as, “Damage to 
cortical or subcortical regions of the dominant 
hemisphere for language causing multimodality 
physiological  deficiencies that entail difficulties in 
verbal symbolic manipulations  including but not limited 
to storage and retrieval” (pg. 907). McNeil (2001) 
further states that aphasia can affect other processes of 
physiology and may coexist with other disorders, such 
as neurodegenerative disorders. 
 
Explaining the characteristics, etiologies, performance 
abilities, and potential impairments are the qualities 
necessary when providing an effective definition of 
aphasia. There are numerous definitions found in the 
aphasia literature which do not incorporate these 
factors. These may further contribute to difficulty in 
fully educating the public and increasing awareness of 
aphasia. If researchers and experts in aphasia cannot 
agree on a consistent, all-encompassing definition for 
aphasia, fully and accurately educating the public about 
aphasia will assumedly be challenging.   
 

From a descriptive perspective, aphasia is sometimes 
defined as an acquired receptive or expressive language 
impairment that affects symbolism, processing, 
decoding, and encoding found in written or spoken 
language. Brain trauma can cause multimodal 
impairments making communication problematic for 
the individual living with aphasia (McNeil & Pratt, 2001). 
Within a definition of aphasia, it is also essential to 
address the belief that aphasia is a disorder in 
processing language, rather than a disorder of linguistic 
knowledge, representation, or understanding of 
linguistic rules. McNeil & Pratt (2001) determined that 
there are three components that explain how aphasia is 
defined as a linguistic performance disorder rather than 
a deficit in competence; these three components 
include 1) that aphasia can be transient in nature, 2) 
that stimulability can be achieved for those diagnosed 
with aphasia, and 3) that aphasia is variable in every 
person.  
 
Aphasia can occur due to health complications, such as 
seizures, in which impairments can gradually improve as 
residual effects subside. When brought on by seizures, 
the individual’s performance ability could return to 
baseline or their normal level of functioning. This 
finding supports the belief that aphasia is transient in 
terms of its long term effects on language. If language 
can be lost and regained shortly thereafter a seizure, 
then a complete loss of language did not occur; skills 
can ultimately be restored.  Stimulability is another 
component suggesting that aphasia is not due to a 
decline in competence, but rather, is due to a deficiency 
in processing abilities. When compensatory strategies 
and accommodations are provided to the individual 
with aphasia, it is much more likely that they will be 
successful in communicating with others. This suggests 
that the level of language performance can be 
manipulated if the individual is provided with effective 
accommodations. Compensatory strategies and 
accommodations can include alteration of the modality 
and overall presentation of the stimulus within 
intervention efforts, such as rate of exposure. The 
component of stimulability for the individual with 
aphasia when presented with compensatory strategies 
and accommodations suggests that the language within 
the patient’s repertoire may not be completely lost, 
even after a devastating brain injury. 
 
The final component suggesting that aphasia is a 
linguistic performance disorder rather than a deficit in 
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competence relates to the large variability found in the 
language performance of those with aphasia. The 
moment-to-moment variability in an individual’s 
language performance emphasizes that it is not totally 
lost with brain injury, but instead ebbs and flows, even 
though the individual may always have 
expressive/receptive skills. Within this article by McNeil 
and Pratt (2001), there is a sole emphasis on the 
definition of aphasia with in respect to the impairment 
based approach.  Little consideration is given to how 
the social approach may define aphasia. The definition 
in a social approach may incorporate the patient’s and 
their family members’ perspectives on aphasia and 
other aspects that are pertinent to the social approach. 
While it is essential to define aphasia using the 
impairment based approach, it is just as important to 
create a definition while using the social approach to 
aphasia management. There is a need for fewer and 
more concrete definitions of aphasia making it much 
easier to educate society on aphasia to bring about 
awareness. 
 
Trends of Aphasia (Prevalence in U.S.) 
The National Aphasia Association stated that more than 
200,000 individuals acquired aphasia each year 
(National Aphasia Association, 2011). This statistic 
appears to accurately reflect the high prevalence of 
aphasia in the United States by including all individuals, 
those who have been admitted into the hospital, in 
addition to those who have not.  
 
Within the United States, there exists sparse literature 
that reports detailed and concise data regarding the 
incidence or prevalence of aphasia. This is problematic 
for a number of reasons. The lack of data hinders those 
fields specializing in aphasia from gaining a deeper 
knowledge of the disorder leading to possible treatment 
options. Further, limited literature and concise data 
regarding incidence and prevalence of aphasia prevents 
healthcare entities/professionals from providing 
conclusive and educational information to the general 
public.  
 
An article on longitudinal trends in aphasia conducted 
by Edwards, Ellis & Dismuke (2010) compiled national 
discharge data (1997-2006) from hospitals on patients 
who acquired aphasia. The research conducted by Ellis 
et al. (2010) collected data from the National Inpatient 
Sample; which was found in the Healthcare Cost and 
Utilization Project databases. ICD-9 codes were used to 

determine the severity of deficits and characteristics of 
discharged patients who acquired aphasia. After 
collecting the data, the study focused on the amount 
and characteristics required for the diagnosis of aphasia 
found in the discharge data. Some characteristics 
included a variety of different demographics, such as 
age, gender, and regions.  
 
There were approximately 100,000 individuals 
discharged from hospitals in 1997-2006 who acquired 
aphasia each year. Data showed that the lowest 
incidence of aphasia was found to be in the Northeast. 
The highest incidence of aphasia was in the South, 
which suggested that aphasia may be prevalent in the 
Southern United States. Since stroke is a major cause of 
aphasia, this further supports the likely higher 
prevalence of aphasia in the Southern U.S.  Ellis et al. 
(2010) also suggested the Southern region of the United 
States had a higher incidence of stroke or stroke-related 
deaths, which is a cause of aphasia. Ellis et al. concluded 
that the majority of individuals from the National 
Inpatient Sample were women 65 years or older who 
were insured by Medicare in the South. While this study 
compiled the data of individuals discharged from the 
hospital who acquired aphasia, this data did not include 
all other individuals with aphasia who had not been 
admitted to the hospital 
 
Ellis et al (2010) discussed the importance of having 
concise data on the characterizations of aphasia for a 
number of reasons including, the importance to 
understand the trends in these chronic conditions, such 
as possible contributors whether they be 
environmental, social, or behavioral. They discuss the 
importance of conducting research to obtain more 
concrete data on the regional distribution of these 
chronic disorders because it allows healthcare 
professionals to determine the cause for this higher 
incidence in specific regions. Ellis et al (2010) also 
emphasized the importance of collecting data on the 
extent to which aphasia burdens the ability to 
communicate in society.  
 
Aphasia within the Educational Setting 
Aphasia research often neglects to address the large 
age ranges of persons with aphasia, many of whom are 
not necessarily considered older-adults, but are rather 
younger or middle-aged adults, who sustained brain 
injuries from cerebrovascular stroke, resulting in 
cognitive and communicative deficits associated with 
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aphasia. These adults often have self-desire for a quick 
recovery and quick re-entry into life to maintain/find 
employment, or to enter/continue in a vocational 
direction. In addition, many of these younger adults 
suffering from strokes may not have the communication 
skills post brain-injury, which are essential for adequate 
parenting, for happy marriage, for career success, or for 
social life demands. What is to happen to these adults 
when they suffer from aphasia post-stroke but still have 
decades of life in front of them? With this younger 
population affected in a varying number of ways, it 
spurs many questions such as: What is to happen to the 
younger or middle-aged adults with aphasia, post-
stroke? What resources are put into place within their 
community or support system, which assist and 
advocate for this special group of people- those who 
suffer from the devastation of brain injury and 
total/partial loss of language when life has not or has 
just begun? To answer those questions, a research 
study examined the level of educational support 
provided to adults with aphasia in university settings. 
Bruce, Parker, and Renfrew (2006) focused their 
research pursuits on two nontraditional university 
students who suffered from cerebrovascular strokes at 
34 and 40 years of age, respectively. These individuals, 
despite many deficits which closely resembled aphasia, 
continued to further their education with the 
“assistance” provided by tutoring.  However, the 
outcome revealed a disconnect between the teaching 
motives and learning outcomes of the subjects.  This 
ultimately resulted in a less than favorable usefulness of 
the assistance had been provided to program 
participants. Results suggested that there may have 
been factors relating to the type of assistance provided, 
consistency of assistance provided, etc. which could 
have led to the less than favorable study results for 
participants. 
 
These students suffering from aphasia,  like many other 
students with disabilities in university settings, hoped 
that higher education would increase their 
marketability in the workforce, help them build self-
confidence after living with a humbling disability, assist 
them in learning valuable new skills, encourage them to 
meet other people in social settings not governed by 
their disability support groups, and help them to 
improve their overall quality of life. However, these two 
students found that their educational experience fell 
largely below their high expectation, that going back to 

college would largely help them regain normalcy in their 
life post brain injury. 
 
Further findings from Bruce, Parker, and Renfrew (2006) 
found that there were various factors, which arguably 
are far-reaching for many cases of aphasia that 
complicated the student-tutor relationship and their 
general success in the classroom. Students in the study 
were found to possess only partial awareness of self-
deficits, (a common characteristic in the aphasia 
population) and therefore were unable to tell their 
tutors when they needed assistance which 
compromised their academic outcomes.  Likewise, the 
tutors were not typically trained in how to work with 
the cognitive-linguistic deficits experienced people with 
aphasia and collaboration with SLPs was inconsistent. 
Therefore they were not fully prepared to assist these 
students in ways that were truly needed. From this 
study, it could be suggested that university-based 
disability accommodations, although put into place for 
good intentions, may not always be constructed to 
specifically represent and target those living with 
aphasia. In university settings, any aphasia-based 
supports put into place may not be implemented on a 
large-enough scale due to the general unfamiliarity with 
cerebrovascular strokes. Due to the misunderstandings 
of the effects that aphasia can have on someone’s 
overall academic performance and new-learning ability, 
aphasia-based supports provided at the university level 
may not fully address the needs of students living with 
aphasia.  
 
Likewise, due to the misconception that mainly only 
older adults sustain and suffer from cerebrovascular 
stroke, many universities may not realize the need to 
address and accommodate students, who are living with 
aphasia. For true advocacy of the entire aphasia 
population, the knowledge gained from this study must 
therefore be shared with the public.  
 
Awareness of Aphasia 
Aphasia does not have nearly as much awareness as 
other cognitive or social health concerns with 
comparable prevalence. Aphasia (prevalence of one 
million) is reported in newspapers far less than 
Parkinson’s disease (prevalence of one million), 
stuttering (prevalence of over 2.5 million), multiple 
sclerosis (prevalence of 350,000), and autism 
(prevalence of over 125,000).  
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Furthermore, according to Elman, Ogar & Elman (2000) 
when aphasia was mentioned in any general newspaper 
article, it was often not accompanied by a definition or 
with further details for lay persons to gain a basic 
understanding of aphasia or to acquire additional 
knowledge regarding aphasia. Interestingly, when 
Parkinson’s Disease or stuttering was mentioned, there 
was often at least basic public recognition or knowledge 
demonstrated by the reader, but with aphasia, this 
simply does not seem to be the case. Low levels of 
awareness may in part be due to a lack of sufficient 
information provided to the public through newspaper 
articles as suggested by Elman et al. (2000). If the most 
prominent news publications are not explaining or even 
writing many articles that relate to a health issue 
impacting more than a million Americans, there is a 
serious problem. 
 
Another study performed by Sherratt (2011) compared 
written media coverage over the course of two 
nonconsecutive years, 1999 and 2009 (Sherratt, 1999, 
2009). The study identified that news articles on 
aphasia increased four times in the span of one decade. 
This finding appeared to be extremely positive at a 
glance for increasing aphasia awareness. Unfortunately, 
the substance of the articles did not seem to progress 
over the decade measured and the prevalence of 
articles related to aphasia in 2009 were still 27 times 
less than articles related to Parkinson’s Disease. In 
addition, the articles in 2009 offered little to no insight 
to the cause, types, recovery, or supportive resources 
related to aphasia. Further, information related to 
aphasia treatment and assessment was almost non-
existent. Aphasia was often defined as “total loss of 
ability” with brief and dramatic claims which were often 
used in media because they attract viewers and make 
for attention-grabbing news headlines. However, the 
lack of thorough and valid information related to 
aphasia is a major concern for encouraging a better 
understanding and an increased awareness. Over one 
decade, the general progression of aphasia education 
appeared quite dismal. 
 
In a survey performed by Mackie, Armstrong, Stiegler, 
Armstrong, Bushby, and Webber (2001) in Exter 
(England), Louisiana (United States of America), and 
Sydney (Australia) it was found that only 10-18% of 
individuals surveyed randomly in public venues such as 
shopping centers had heard of aphasia. Of that 
percentage only 1.5-7.6% had a basic knowledge of 

aphasia. During the survey, people in an older 
demographic were more likely to have “heard of 
aphasia” but “were not the individuals who necessarily 
had accurate factual information about aphasia.  ” 
Typically, people who had accurate information about 
aphasia were working professionals such as teachers, 
administrators, and therapists. Also, during the study, 
females were more likely than males to have knowledge 
about aphasia.  
 
In another study comparing public knowledge to 
knowledge of those exposed to aphasia, it was found 
that even those affected with aphasia do not have a 
complete understanding of aphasia (Flynn, Cumberland, 
& Marshall, 2009). This may in part be due to the large 
impacts that aphasia on the patient. However, even 
relatives and loved ones of those suffering from aphasia 
report a need for more information about aphasia in 
the public (Flynn, Cumberland, & Marshall, 2009). When 
vital knowledge is missing, health care policies may not 
be capable of being fully effective. It might be thought 
that patients and loved ones would benefit from 
knowing reasons for treatment and fully understanding 
the deficits that could be effectively targeted with 
interdisciplinary treatment and collaboration. The lack 
of public awareness that aphasia is an expressive and 
receptive language deficit may severely impact 
individuals who require family and community advocacy 
assistance. With deficits in both facets of language, it 
would be challenging for individuals with aphasia to 
advocate for themselves without family/community 
awareness and advocacy and without some form of 
intervention. (Elman, Ogar, & Elman, 2000). Unlike 
other diseases (e.g., breast cancer) individuals have 
cognitive skills which remain intact, allowing them to 
share their stories, start non-profit organizations, and 
raise funds to increase awareness. In the United States 
it is difficult to create self-advocacy organizations, and 
improve public awareness of aphasia. It is extremely 
challenging for individuals who have lost language skills 
from aphasia to have the same power and success with 
self-advocacy, public awareness, and for general 
optimism because these “invisible deficits” take their 
toll. 
 
The National Aphasia Association (NAA) has provided 
various studies on public awareness of aphasia.  A 
recurring trend presented is the lack of public 
knowledge regarding aphasia. The NAA showed on 
average, 7.4% of eight countries possessed basic 
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knowledge of aphasia (Aphasia Awareness Research, 
2011). The majority of people, in five of the eight, 
targeted countries, were completely unaware of 
aphasia (Simmons-Mackie, Code, Armstrong, Stiegler, & 
Elman, 2002). The lack of knowledge continues to be 
seen in other studies as well, the Aphasia Alliance, in 
the United Kingdom conducted a phone survey with 
over 2,000 participants. The majority of the 
respondents (over ninety percent) had never heard of 
the term aphasia. Nearly 80% of respondents failed to 
differentiate aphasia from a fruit (Aphasia Awareness 
Research). Researcher, Chris Code, performed an 
international study, in which he sampled three 
countries, including England, United States and 
Australia in order to obtain global awareness of aphasia 
(Code et al., 2001). Within this study, over 900 shoppers 
were surveyed using a questionnaire. Respondents 
were asked questions which assessed their familiarity of 
the words aphasia or dysphasia. With a response of 
“yes”, participants were given follow- up questions. Just 
over 13% of respondents had heard of aphasia, with 
only 5% having some basic knowledge of the subject.  
According to Mavis (2007), next to Germany, Turkey 
was the second most frequent country in Europe for 
people suffering from stroke, with approximately 
125,000 people afflicted annually. However, even with 
this large incidence, the Turkish public is said to have 
little knowledge regarding cerebrovascular stroke in 
terms of signs and risk factors. Even with such a large 
incidence, there is a lack of awareness of the 
consequences of stroke. In result, there seems to be 
lack of services provided to individuals’ post-stroke 
leading to significant suffering for stroke patients after 
the brain injury. It could be suggested that many 
individuals with multiple health conditions and their 
caregivers would perhaps be more educated regarding 
health care. If those with aphasia and their caregivers 
do not even often recognize cerebrovascular stroke or 
the deficits which result by name or by characteristic, 
there is a large probability that individuals from the 
general public, who are not as familiar with health care, 
have little to no understanding or familiarity with 
cerebrovascular stroke or aphasia, meaning that overall 
public awareness for aphasia in European countries is 
still exponentially low. 
 
A study by Mavis (2006) utilized an open-ended 
questionnaire with Turkish patients and their families to 
investigate general awareness of the term “neurological 
disorders.” They also wanted to determine the overall 

awareness of aphasia and familiarity with informational 
resources for aphasia. All participants were taken from 
a neurology unit in Turkey. The participants in this study 
often most recognized the conditions of “epilepsy” and 
“dementia” under neurological disorders and least 
recognized the condition of “multiple sclerosis” under 
neurological disorders.  “Aphasia”, was rarely 
recognized as well. Mavis (2006) suggested that the 
general lack of awareness for Multiple Sclerosis was 
understandable and could be attributed to relatively 
low levels of incidence of Multiple Sclerosis in the 
Turkish public. However, since aphasia affects more 
people than multiple sclerosis, Mavis (2006) had several 
possible reasons why this term was not as recognizable. 
For example, in Turkey, medical doctors often refrain 
from collaborating with speech-language pathologists 
to prepare more educational programs and to 
implement more resources for increasing overall public 
awareness of stroke and aphasia among the Turkish 
population.  Mavis further suggested that in Turkey, and 
assumedly in other countries around the world, medical 
doctors are often inundated with the need to address 
purely the physical aspects of health care for their 
patients. They are then left with little time for patient or 
caregiver education regarding the very diseases and 
disorders they are attending to on a rather superficial 
level. SLPs have a large role in the education of 
communication-related disorders, such as that of 
aphasia. However, it was suggested that SLPs are often 
regarded as a secondary informational source, behind 
medical doctors in the Turkish health care system. Also, 
there seemed to be a general lack of awareness 
regarding the field of speech-language pathology, 
where few people recognize that these professionals 
have high levels of expertise in not just communication, 
but in education and medicine as well. 
 
Impacts with a Lack of Awareness 
A lack of aphasia awareness has far reaching impacts. 
Limited awareness can lead to a lack of funding for 
aphasia. Limited funding may contribute to a lack of 
support and a general lack of resources for families and 
individuals who have been impacted by aphasia. It was 
reported that aphasia received the least amount of 
funding via grants from the 1000 largest foundations 
within the United States of America when looking at 
grants of over $10,000 (Elman et al., 2000). It was 
suggested that aphasia received less money than 
Parkinson’s Disease, Multiple Sclerosis, and Muscular 
Dystrophy by in some cases, disparities which totaled 
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millions of dollars (Elman, Ogar, & Elman, 2000). While 
having awareness of and providing funding for other 
health conditions which diminish longevity and quality 
of life is important, the funding is clearly lacking for 
aphasia. Awareness of a problem or disease brings in 
support and funding and aphasia is an individual disease 
which needs more support and funding. 
 
Another concern with a lack of awareness is the 
shortage of patience, compassion, and community 
support provided to individuals with aphasia. If 
individuals do not possess awareness of aphasia, friends 
may question the symptoms and challenges that 
accompany aphasia and wrongfully assume that the 
individual has fully recuperated from their stroke. This 
thought process can be devastating to the patient with 
aphasia considering they are simultaneously trying to 
cope with deficits they cannot understand, with little 
support or true understanding coming from their family 
members and friends (Flynn et al., 2009) Overall, with 
increasing awareness about aphasia, those clients and 
loved ones can further obtain the valued support and 
understanding that can benefit the function and 
progress of those who suffer with aphasia. 
 
Aphasia Awareness across Health Professions 
SLPs believe they have an essential role in encouraging 
a favorable prognosis of a patient post-stroke. However, 
it was suggested by Mavis (2007) that they are rarely 
seen as essential medical professionals. SLPs are often 
instrumental in providing compensatory assistance to 
individuals for any remaining cognitive skills post-
stroke.  SLPs often advocate for these patients across all 
functional environments, and they are one of few 
medical professionals who have the high level of 
expertise and knowledge of aphasia for providing this 
population with the supports and tools necessary for 
communicating to the best of their ability with 
conversational partners following stroke. One 
suggestion is that perhaps awareness of aphasia would 
increase if the general public’s knowledge of the field of 
SLP was enhanced. If health professionals’’ scope of 
practice and roles within rehabilitation process were 
better explained and executed, then the likelihood of 
increased aphasia awareness would be higher.  
 
Spouse Perceptions 
Aphasia can largely affect one’s social or emotional 
well-being. Research from Croteau and Le Dorze (2001) 
shows that it is important when providing information 

and resources to persons with aphasia as well as to 
spouses of persons with aphasia to consider the 
psychosocial factors, which can affect 
relationships.  Researchers compared spouses’ 
perceptions of persons with aphasia, using the Adjective 
Check List against a control group (ACL, Gough & 
Heilbrun, 1983). Differences occurred in categories 
including: likeability, achievement, endurance, order, 
and succorance. In addition, all groups used 
encouraging or positive adjectives (e.g., intelligent, 
courageous, and kind), however those with spouses 
with aphasia were less likely to use favorable adjectives. 
When examining perceptions of aphasia from spouses, 
Gough & Heilbrun (1983) suggested considering gender, 
time post-onset, and whether the clients are active in a 
therapeutic setting. 
 
A primary goal of speech therapy is to promote or 
expedite social reintegration of persons with a 
communication disorder, for example aphasia, through 
the use of language or communication strategies 
(Bouchard-Lamothe, Bourassa, Laflamme, Garcia, 
Gailey, and Stiell, 1999). Outside the therapy room, 
communication facilitators often or usually include 
immediate family, more specifically a spouse. Boisclair-
Papillon (1993), “suggests that spouses of persons with 
aphasia typically do not modify their verbal and non-
verbal communication following the onset of this 
communication disorder”, (p. 840, 1999). Since the 
communication partner often does not change his/her 
style of communication post onset of the disorder, 
communication breakdowns are likely to occur and 
persons with aphasia are likely to feel incompetent.  
 
Brown and Yule (1983), defined communication as 
having two functions: transactional, the simple 
exchange of knowledge or information, and 
interactional, or the emotional and/ or maintenance 
aspect of language (as cited in Bouchard-Lamoth et al., 
1999). Bouchard-Lamoth et al. (1999) used research to 
answer, “What are the perceptions of ... interlocutors 
(spouses, adolescents and family physicians) on the 
factors which influence their communication situation 
with persons with aphasia?” During this study, four sets 
spouses, for a total of eight participants were used. 
Male and female participants had different reactions to 
their spouses with aphasia: males agreed they felt a lack 
of companionship in the relationship, while females felt 
they put their lives and needs aside to address the 
husband’s. In addition, an increased number of females 
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proposed the simple exchange of knowledge or 
information as a function of communication had been 
affected due to the existence of aphasia, many 
suggested strategies including the use of drawing, 
gestures, pointing etc. It is important for SLPs as well as 
other professionals in the field to take into account the 
client’s social needs. Intervention may include 
transactional (the simple exchange of knowledge or 
information) and/or interactional (the emotional and/or 
maintenance aspect of language) goals. 
 
Social Model of Treatment 
Treatment options offered for aphasia are often 
variable in terms of service delivery method and 
philosophy. In the social model, aphasia is defined as a 
communication disorder that can be improved by 
applying naturalistic interactions, individualized tasks, 
and meaningful conversations with community 
members and treatment facilitators within engaging 
activities. The social model encourages individuals with 
aphasia to have control over rehabilitation efforts and 
to become accountable for their progress by ensuring 
that treatment efforts are meaningful and personalized 
to the individuals’ interests and particular 
needs.   Sherratt and Hersh (2010) explain that in using 
the social model for aphasia-based rehabilitation and 
intervention, the boundaries between clinicians and 
clients can at times be blurred if the client-clinician 
relationship reaches a level that may be too intimate in 
nature. The social model is often a preferred philosophy 
for treating individuals with aphasia because it 
recognizes the idea that those suffering from aphasia 
need the ability to fully communicate and participate in 
everyday interactions. Communication and social 
participations should take place in meaningful, relevant 
contexts, which are often governed by interaction-
based therapy efforts provided by the clinician. The 
social model steers away from the traditional 
philosophy of only treating clients suffering from 
aphasia in therapy rooms. The social model places social 
conversation as the focus and is said to promote 
improved communication, psychological adjustment, 
socialization, and opportunities for self-advocacy is said 
to embody what client-centered care is all about.    
 
There is a growing amount of literature on applying 
social model applications for those with aphasia. The 
social model recognizes that people with aphasia are 
experts and suggests that a partner-based relationship 
with a SLP could be more effective for long-term, 

generalized improvements than a traditional client-
clinician relationship. What has not been addressed in 
the research supporting this model is the concept of 
professional boundary issues. 
It appears that a large number of SLPs enter into the 
field of communication disorders because they are 
characteristically selfless, compassionate people who 
want to make a living by advocating and supporting 
those who are under-represented or who are 
misunderstood in our society. All populations of people 
served by SLPs enter into the client-clinician 
relationship while typically being in vulnerable states. 
SLPs are expected to support these clients when they 
are most vulnerable, maintaining discretion in their 
interactions with them while doing so. SLPs are 
expected to follow and abide by a professional code of 
ethics to ensure the services, which are delivered, are 
appropriate and are beneficial for clients. Knowing the 
bounds and ethics of the field helps SLPs refrain from 
stepping over social lines with clients.  
 
Those living with aphasia often feel excluded from 
mainstream society following a cerebrovascular stroke 
or other brain injury because they feel they have a 
disorder that few people truly understand and that few 
people truly notice. The social model then, is largely 
effective for helping those living with aphasia to feel as 
if they are better included in socially-defined 
interactions in their daily life. However, implementing 
this type of model could become questionable if the 
relationship reached a level that steered away from 
being therapeutic.  
 
In the field of speech-language pathology, clinicians are 
often seen as a “friend” to special populations. This is 
especially the case for those clients living with aphasia 
because SLPs often go above and beyond to ensure that 
these clients are being supported. SLPs also address any 
quality of life issues to help the clients achieve some 
level of ‘normalcy’ in their day to day life after suffering 
from a life-changing incident. While it is reasonable for 
SLPs to provide client-centered services for the sake of 
establishing rapport, in relationships with clients 
suffering from aphasia, there have been reports of 
clinicians suffering from compassion fatigue when they 
have become too attached to the clients they serve. In 
addition, when SLPs are viewed as “friends” more so 
than “professionals”, responding to gifts from clients 
and being asked to “off-site” meetings becomes 
challenging. These challenges and others do not 
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typically arise in pure friendships, but certainly do in 
professional relationships that morph into a friendship.  
Even if unintentional in nature, SLPs are encouraged to 
follow this social model of intervention when working 
with individuals with aphasia, but are encouraged to do 
so with vigilance and care to ensure that the 
relationship with those suffering from aphasia is 
professional at all levels.  
 
Perhaps with more awareness of aphasia in the general 
public, clinicians would have more opportunities to 
allocate the specialized treatment, advocacy, and 
counseling approaches offered through the social model 
to other service providers in the community to ensure 
that the support offered to those with aphasia is not 
entirely coming from one source- the SLP. For the social 
model to be truly effective, the community must also be 
informed regarding aphasia. Although SLPs should 
rightfully advocate and serve this population, they 
should not be expected or should not find themselves 
becoming something along the lines of a companion, 
family member, or friend to those living with aphasia. 
 
Mentoring/Support Program 
It is essential to have a dependable and strong support 
system for the individuals that have been diagnosed 
with aphasia. Family members are frequently 
considered the primary support system for these 
patients, but must not forget the important role that 
healthcare professionals should play in that overall 
support system. As healthcare professionals, SLPs have 
a specialized and unique insight into the disorder, and 
have the responsibility to provide knowledge and 
education that will aid the patients and their families 
throughout the journey. However, the client and 
clinician relationship must still be kept professional 
while ensuring that we do not cross the line into a 
friendship.  
 
Although the medical field has begun to accept the 
social model, it is a lengthy transition process. 
Furthermore, the medical model is still dominant within 
healthcare facilities, hindering the ability to provide as 
much support as possible to the patient. Unlike the 
social model in which all individuals are equal 
contributors during interactions, the medical model 
constructs an “asymmetric power relationship” that 
positions the health care professional as the expert 
while the patient has no opportunities to participate or 
give knowledgeable input into the development of their 

own care (Armstrong & Ferguson, 2004, p. 370). The 
practice of the social model makes it much easier to 
form meaningful, but professional relationships 
between the patient and healthcare professional 
because both individuals have something to offer and 
are viewed as equal participants working together for 
one cause. When these healthy relationships are 
formed a support system for the family and patient 
comes naturally which will can ensure delivery of the 
best possible care. As previously mentioned, it is of the 
utmost importance that the clinician remembers to 
center all interactions around the client’s goals. While 
there are many benefits to the social model it is much 
easier to slip into a relationship that is socially based 
and not beneficial for the overall improvement of the 
client.  
 
In a study performed by Petersen, Purves & Puurveen 
(2013) there was an implementation of the social model 
through a mentoring program for individuals with 
aphasia. The participants of the mentoring program 
consisted of SLP graduate students at the University of 
British Columbia and those individuals that have been 
affected by aphasia. Throughout the mentoring 
program, all participants were involved in interviews 
and questionnaires that were compiled and quantified 
perceptions of aphasia. Other activities within the 
program included, presentations given by the patients 
focusing on their experiences while living with aphasia, 
public speaking, book clubs, small groups, and field 
trips. Many of the activities focused on the individuals 
with aphasia mentoring and educating the graduate 
students through small group discussions or larger 
presentations. Inadvertently, the mentors found all of 
the activities to be therapeutic in nature, especially 
while being able to talk with students and other 
mentors about their experiences and life after aphasia. 
 
The goals of the mentoring program created by 
Petersen et al. (2013) were to enhance the quality of 
life for the patients with aphasia through the different 
activities associated with mentoring. The mentoring 
program also strived to provide an insightful and 
enriching education that may not be possible in other 
clinical experiences for the graduate students. At the 
end of the mentoring program, the mentors agreed that 
the ability to get better depended on the individual and 
their ability to self-advocate. The mentors also felt that 
there was a need for more support services within their 
community. It was reported that when group activities 
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unintentionally became like therapy, it was more 
beneficial. Petersen et al. (2013) reported that patients 
felt like part of the team; they worked on their 
individual goals but also others work on their goals. The 
ability to mentor other survivors was helpful. The 
participants valued the importance of their role and the 
opportunity to educate the students and emphasize 
their perspective on aphasia. The key theme expressed 
by the students participating in the mentoring program 
included a shift in the power dynamic. This shift in 
power was an equal collaboration between students 
and the individuals with aphasia, who are just as 
knowledgeable as those skilled professionals. 
 
Findings from Petersen et al. (2013) emphasize the 
importance of the mentoring program in bringing 
awareness and educating SLP students; which could 
help in the education of the general public and society 
as a whole. The mentoring program was also a great 
support system for the mentors because it gave them 
an opportunity to talk and a sense of purpose while 
advocating for themselves. There was also data that the 
mentoring program improved the quality of life of the 
mentors and gave them an opportunity to work on their 
goals throughout the activities in the program. Both the 
students and mentors felt that each group had valuable 
information to share with one another and appreciated 
being able to collaborate on a variety of the activities. 
Overall, mentoring programs for students and 
individuals with aphasia had a vast amount of benefits, 
ranging from educating the students and providing 
them with knowledge that can be transferred into 
future therapeutic experiences.  
Ultimately, if the social model is implemented 
appropriately and adhered to the mentoring program 
would benefit both students and patients with aphasia. 
The mentoring program also emphasized the benefits 
that can be found within the use of the social model, 
including social networks and self-help groups that can 
provide patients with information and comfort that may 
not be available in a strictly medical model.   
 
Future Aphasia Awareness: 
Awareness of aphasia needs to be more closely 
examined in order for media and information sources to 
efficiently target the correct population through the 
ideal means. In order to do this, more research about 
public awareness around the world would benefit 
clients with aphasia, families, and the community. 
However, that is a vast goal to tackle and requires 

efforts from smaller studies starting with a college 
population and gathering knowledge about aphasia by 
several measures. A video could be viewed of an 
individual with aphasia and data collected on observers’ 
reactions and thoughts coupled with a survey to 
determine aphasia awareness and demographic 
information. A similar study targeting awareness in 
college students, could utilize a survey format sent to 
universities. This would allow researchers to gather 
information based on gender, field of study, geographic 
location, and any other aspect the survey targets. One 
feature that is necessary in the survey is evaluating 
when and where individuals obtained their information. 
In accordance with Flynn et al. (2009), that knowledge 
will assist in determining the best route in the media or 
other sources.  
 
Additional research opportunities could build on the 
research of Rose, Worrall, Hickson, and Hoffmann 
(2011) to determine different ways to share written 
information to those with aphasia who may have 
impaired reading. 
 
With increased research it may be possible to help 
improve the means in which the health care system 
disseminates vital information about aphasia to the 
public. With increased knowledge comes increased 
awareness and hopefully better care for those who are 
suffering with many challenges associated with 
aphasia. 
 
 
Correspondence concerning this article should be 
addressed to: 

Scott Palasik PhD, CCC-SLP 
Email: spalasik@uakron.edu  
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Learning about Aphasia through Experience:  
Descriptions of an Interdisciplinary Patient-

Centered Seminar 

 

Tyson G. Harmon, Shawn Fleck, & Adam Jacks 
 
Abstract 
People with aphasia (PWA) have an insider’s perspective that can help educate and motivate 
students during their clinical training (Parr, 2001; Purves, Petersen, & Puurveen, 2013). Being 
involved in educating students through life experiences can also benefit PWA. In this article 
we describe a program wherein three PWA shared their experiences with first year graduate 
students in physical therapy, occupational therapy, and speech pathology. The process of 
preparing, organizing, and executing the program is outlined. One PWA adds his personal 
insight by describing his participation in the program using his own words. A student leader of 
the program also adds his perception of the benefits of the program. Reflections of the 
lessons learned through the program from these two perspectives are also presented. This 
program presents an example of how partnering with PWA for campus and community 
education can benefit learners and PWA alike. 
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Learning Objectives 
1) Describe how people with aphasia can participate in teaching and training students. 
2) Discuss the benefit that people with aphasia can receive when they share their rehabilitative 
experiences. 
3) Explain how interdisciplinary students can come together to learn about aphasia in a university 
setting. 

 
Aphasia Friendly Article 

 

One unexpected advantage of speech-language pathology is the opportunity to not 

only apply knowledge and skills to serve others, but also learn from those we serve. I 
(e.g., the first author) remember experiencing a paradigm shift while working with 
my first client with aphasia as a graduate student. I had previously thought that I 
needed to be in complete control of the sessions and use every moment to do what I 
thought were “meaningful” activities. Up until that point, however, I had shown little 
regard for what my client thought was meaningful. This all changed when I decided to 
spend an entire session conducting an ethnographic interview (Simmons-Mackie & 
Damico, 1999; Westby, Burda, & Mehta, 2003). 
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During the interview, I discovered things about my 
client that went beyond his speech and language 
abilities. I gained insights into how to make therapy 
tasks functional. I was inspired by his persistence and 
resilience. Learning about his life experiences changed 
the way I viewed him.  
 
We suddenly stood on equal ground and journeyed 
through speech and language rehabilitation together—
as partners. Discovering the life experiences of those we 
serve can be a powerful catalyst for equalized 
relationships (Purves et al., 2013).  
 
Drawing on the power of life experiences, the first and 
third authors created a program that would allow 
people with aphasia (PWA) to come to the campus of 
the University of North Carolina at Chapel Hill (UNC-CH) 
and share their experiences with first year students in 
occupational therapy, physical therapy, and speech-
language pathology. Our belief was that PWA are, 
indeed, the experts and can participate in educating 
students through their unique and valuable insider’s 
perspective (Brown, Worrall, Davidson, & Howe, 2012; 
Parr, 2001; Purves et al., 2013). The purpose of this 
article is to delineate the process and describe the 
benefits of this interdisciplinary, patient-centered 
education program. We will do so from the perspective 
of (1) a program leader (i.e., the first author) and (2) a 
partner with aphasia (the second author). The 
perspectives of the PWA partner will be interspersed 
throughout the article (marked by italics).  In order to 
maintain organization and avoid ambiguity, the body of 
the article is written from the perspective of the 
program leader who will quote the first-person 
perspective of the partner with aphasia throughout. The 
PWA perspective is provided in the second author’s 
own words. Minor edits for punctuation and grammar 
have been made to these comments. In two instances, 
we changed wording of a sentence for clarification; 
however, this was done in collaboration with the 
second author to not distort the communicative intent. 
 
Description of Program 
Program Commencement  
Overview About a year ago, the first and third authors 
discussed the possibility of bringing people with aphasia 
to campus to interact with students. The Carolina 
Center for Public Service at UNC-CH offers a community 
engagement fellowship to graduate students who are 
interested in doing work in collaboration with 

community partners. Securing this fellowship allowed 
us to bring this idea to fruition. The vision was to 
establish a mentoring experience between PWA and 
clinical graduate students in rehabilitation sciences that 
would be mutually beneficial. The program revolved 
around the personal experiences of PWA. We thought 
that such a program would improve participation and 
quality of life for PWA and provide students with direct 
patient contact and interdisciplinary educational 
experiences at an early stage in their training. A central 
part of this program was the PWA sharing their “stroke 
story”.  
 
An example of one of these stories follows. 

On a Sunday night in January 2013 I was 
exercising and enjoying playing hockey with 
friends. I was a 46-year-old man and have 
played hockey since I was 5 years old. When I 
finished the game, I went home to prepare to 
travel to Arizona the next day for work and then 
went to bed. In the middle of the night, I woke 
up and suffered a massive stroke on the left side 
of my brain caused by a hit to my throat by a 
hockey stick the night before. I didn’t know 
what was happening to me until I arrived at the 
hospital a few hours later. I did not have access 
to tPA medication because of the time that 
passed since I was hit.   
 
In addition to not being able to move the right 
side of my body, I couldn’t talk. I could speak 
but nothing was coming out except for saying 
[unintelligible jargon] to everyone day after day. 
I was devastated, I could deal with my arm and 
leg being injured and getting back to normal in 
time—which has taken a lot longer than I ever 
would have imagined but it will be back—but 
not being able to talk when the words were at 
my lips was awful. I wanted my words back 
right away. 
 
Currently, I talk pretty fluently, but I need to 
slow down my speech a lot. I also forget certain 
words that I would like to use in a conversation 
and I need to {unintelligible jargon] synonym 
and then go back to the actual conversation on 
my own. When tested, I have been told I have 
almost normal performance of my language. I 
was tested 8 months after my stroke and scored 
93.1 on the Western Aphasia Battery Test.  
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We felt that personal accounts like this one would help 
color the book-based learning that students undertake 
during their first year of graduate school. We also 
thought that providing PWA an opportunity to tell their 
story to a friendly, supportive, and interested audience 
would be, in and of itself, therapeutic.  
 
Collaborative Team Prior to initiating the program, we 
formed an interdisciplinary team to provide leadership 
from disciplines that are often involved in the 
rehabilitative care of PWA. Our team included one 
student from speech, occupational, and physical 
therapy. These students became the project leaders. 
Working as an interdisciplinary team to organize, 
develop and execute this program strengthened the 
project. Each of us brought differing perspectives that 
enriched the program at each stage. As a team, we 
fostered relationships with the UNC-CH Department of 
Allied Health Sciences and our community partner, 
Triangle Aphasia Project, Unlimited (TAP; 
http://www.aphasiaproject.org /). These relationships 
were vital to the program’s success.  
 
Within the UNC-CH Department of Allied Health 
Sciences we relied heavily on administrative assistants 
and faculty members. Secretaries assisted with 
scheduling. They also helped us communicate with over 
90 first-year therapy students as we prepared for the 
program. Department faculty members assisted us by 
encouraging and incentivizing student participation in 
the program.  
 
In addition to our connections within the University, our 
relationship with TAP was also crucial. TAP is a 
nonprofit organization based out of Cary, NC that offers 
group therapy for PWA within the framework of the life 
participation approach to aphasia (LPAA; Chapey et al., 
2000). From the conceptualization of this project, the 
director and volunteers of TAP were helpful and 
supportive. Being connected with TAP helped us reach 
out to many people with aphasia and receive their 
feedback about the project. Before officially recruiting 
participants, the project leaders went to TAP 
communication groups to speak with PWA about the 
project and receive their feedback. From these sessions 
we learned that many TAP members were interested in 
interacting with students, sharing their stories, and 
answering student questions. The obstacle for many, 
however, was coming to campus due to transportation, 
parking, and mobility limitations. In the future, we 

would like to bring groups of students to the TAP 
central office so more PWA could participate in the 
program. For the first year of the program, however, we 
decided to find PWA who could come to campus to 
facilitate as much student participation as possible.  
 
With all logistical aspects of the project completed, we 
were ready to begin recruiting participants. With the 
help of TAP, we identified three PWA to participate in 
the project. We considered these PWA our partners in 
educating students about aphasia through personal life-
experiences. We strived to reflect the ideology that we 
hoped to pass on to student participants in the 
program, namely that PWA and therapists should share 
an equalized relationship. The second author was one 
of these partners. He described his anticipation for 
participating in the program and interacting with 
students. 
 

I used to speak quite a bit for my job. I am a 
sales and marketing executive and got up and 
spoke for large and small groups every day. I 
had to get my words back. I started my speech 
therapy at the hospital right away. When I 
finally regained some my ability to speak and 
read after several months of speech therapy I 
wanted to practice my speech in a friendly 
environment to a group of people who would 
understand what I have been through. I was 
given a format to talk about my story to a small 
group of students in a class environment, which 
was great. Six months after my stroke I spoke to 
100 family members and friends at my mother’s 
funeral. That was so difficult for me to do and 
was so emotional. At that point, I realized I have 
to speak more and get more comfortable with 
my words in a friendly environment. I used every 
opportunity to speak in front of people. I set 
speech goals for myself every week and every 
month. Talking to a class of students was what I 
needed to gain back my confidence to speak in 
front of people I did not know.    

 
Program Implementation 
We envisioned a program that would be mutually 
beneficial for first year therapy students and PWA. PWA 
would be placed as experts (Purves et al., 2013) and 
provided with opportunities to share their insider’s 
perspective (Parr, 2001). We anticipated that this 
meaningful communicative experience had the 

http://www.aphasiaproject.org/
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potential to increase their communicative confidence 
and participation.  
 
We found that in order to take full advantage of their 
interactions with PWA, students should learn some 
basic strategies to support communication. TAP 
volunteers were experienced at educating businesses 
and organizations throughout the community about 
aphasia. We, therefore, solicited help from TAP to 
educate students about aphasia and provide training 
about how to support communication prior to patient 
interactions.  
 
The end result was a three seminar series, which is 
outlined below. One seminar was provided weekly with 
each session lasting 50 minutes. The principle presenter 
of the first session was a speech-language pathologist 
that leads groups at TAP. The final two sessions 
featured the three PWA volunteers.  
 
“Learn to Speak Aphasia”: Session 1. In the first session 
a volunteer group leader from TAP gave a presentation 
to students about aphasia and supporting 
communication for individuals with aphasia. During this 
session, the group leader began by defining aphasia, 
explaining common consequences of aphasia, and 
discussing the rehabilitation process. The volunteer also 
introduced concrete strategies for successful 
communication with PWA, which were based on 
principles from Supported Conversation for Adults with 
Aphasia (SCA; Kagan, Black, Duchan, Simmons-Mackie, 
& Square, 2001). Specific strategies addressed included: 
(1) recognizing that PWA are competent despite their 
language deficits, (2) verifying information received 
during conversation with PWA, (3) allowing PWA 
adequate time to communicate their message, and (4) 
providing tools to support communication. Students 
were made aware of the support that gesture, writing, 
and drawing can provide to PWA and were encouraged 
to have paper and pencils available during their 
interactions. In addition, alternative and augmentative 
communication (ACC) was mentioned briefly and 
students were shown an example of an AAC binder used 
at TAP containing laminated alphabet sheets, number 
sheets, maps, and other pictures. 
 
“Stroke Stories”: Session 2. In the second session our 
three PWA partners came to campus to share their 
story with students. These PWA had each prepared a 
ten-minute presentation that gave a brief history of 

their stroke and rehabilitation experiences. Prior to this 
session the student leaders met with the three PWA for 
a practice session. Each of the PWA practiced telling 
their story and received feedback from the other PWA 
and student leaders. They were not given specific 
instructions about what to include beyond the direction 
to tell about their stroke or injury and the rehabilitation 
process. They were also encouraged to include 
psychosocial aspects of their experience with the 
students. During the session, each PWA was given a 
brief introduction by one of the student leaders and 
then spoke to the entire group of therapy students.  
 

I realized right away that I had to prepare for 
talking in front of people much more than I did 
before my stroke. I needed to put a summary 
together about what I wanted to say. From 
there, I could put some slides together in 
presentation format. I then needed to sit on it 
for a day to get my thoughts together. After this 
I could finish the presentation once and for all. It 
took a lot more time than I thought, but it was 
worth it. It helped me get my confidence back.  I 
needed to keep practicing again and again. I 
needed to practice the speed of my speech so 
that I could articulate my words and get the 
right tone in my speech. I had to slow my speech 
down every time. I started to practice with 
water beside me so that I could purposely slow 
down my speech by taking a drink. It also helped 
me when I got nervous. I was used to talking in 
front of people before my stroke but now I had 
to make sure that I remembered the words I 
was saying. It scared me a little bit that I would 
possibly forget what I was saying, so I needed to 
practice all the time. 

 
“Question-and-Answer”: Session 3. The third and final 
seminar was a question and answer session. Small 
groups of ten to twelve students met with one of the 
PWA to ask questions. A combination of physical, 
occupational, and speech therapy students were in each 
group. The groups were divided into three small 
classrooms. One student leader facilitated the 
discussion in each room. This was a unique opportunity 
for students to learn what they wanted to know about 
coping with aphasia as it related to their field. They 
interacted directly with individuals who had 
experienced living with aphasia. This session also 
provided students with an opportunity to learn more 
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about the thoughts and culture of each of the three 
disciplines represented. 
 

Talking in front of students who were studying 
to help people with aphasia was amazing. 
Looking into their eyes and anticipating what 
questions they would ask excited me and made 
me feel at ease with my speech. It also helped 
me get quicker with my responses to questions. 
Some of their questions surprised me. They were 
mainly textbook questions and lacked real life 
experiences, which I’m sure, will come with 
time. It brought me back to a youthful time in 
my life when I would look forward to learning 
every day. They wanted to know why things 
were happening to me—not just because that’s 
what happens when you have a stroke—but to 
really understand why. They asked me so many 
questions about what I did the days after my 
stroke. They really made me feel at ease with 
aphasia. 

 
Maintaining Relationships After the seminar series was 
complete, the program leaders met with the three 
PWA. Two caregivers were also present. Together, we 
held a focus group to review the experience and receive 
feedback.  
 
The PWA who partnered with us in this project were 
truly inspiring. We were able to build relationships with 
them that have extended beyond the program itself. 
Each of them continues to be involved in the work on 
campus (i.e., teaching and/or research) in various ways. 
For example, two have participated as case-studies in a 
treatment plan assignment for SLP students, two have 
agreed to participate in emerging research projects, and 
one has come to campus to share his story with 
undergraduate students. While I am confident that their 
involvement benefited students, I believe that it also 
opened the door to opportunities that they would not 
have had otherwise. PWA should be viewed as our 
partners. They have much to share with therapists and 
students alike. They have been educated through their 
experiences and can provide insight that can 
supplement book learning and inspire improved 
professional service. In addition, having opportunities to 
share their life experiences can benefit them.  

Since I first spoke to an audience, I have been 
fortunate enough to have additional speaking 
engagements. I have gotten better with my 
speaking every time. Participating in this 
program allowed me to increase my 
opportunities to speak. Since the time of the 
program, I have spoken to undergraduate 
students as well as the graduate students I 
originally spoke to. I am looking for other 
speaking engagement throughout the US and 
my homeland—Canada. I really want to help 
future therapists know what it’s like dealing 
with people who have had aphasia. I also want 
to help stroke survivors know that you can get 
past aphasia if you work on it and don’t become 
isolated in your home. You have to get out. You 
have to talk to people. 

 
Reflection 
Organizing a program wherein we partnered with PWA 
to educate interdisciplinary students about aphasia was 
rewarding and instructive. Among the many lessons I 
learned were those about community engagement, 
aphasia advocacy and education, and the value of 
learning from life experiences of PWA. 
 
Community Engagement  
This program was an example of community-engaged 
scholarship. In partnership with TAP we addressed 
participation needs of PWA, while simultaneously 
educating students and collecting outcome data. This 
merging of service, teaching, and research is at the core 
of the scholarship of engagement (Boyer, 1996). By 
organizing this program I realized that there are many 
practical needs that can be met through this integrated 
approach. Teaching, research, and service do not need 
to be exclusive but can, in reality, be integrated. With 
that said, I also learned that the integration of research, 
teaching, and service takes significant time and 
planning. When more parties are involved, more time 
must be dedicated to planning and idea exchange. 
Although this requires time, it can also enhance the 
overall effectiveness of the project and ultimately save 
time during execution because the team shares 
responsibilities. Community-engaged scholarship is well 
worth the effort required. 
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Aphasia Advocacy and Education  
In addition to the scholarship of engagement, I learned 
important lessons about aphasia advocacy and 
education. During the first session, the students were 
asked to raise their hand if they knew what aphasia 
was. Only about one-fourth of the future therapists in 
the audience raised their hand. They were then asked 
to raise their hand if they had ever met someone with 
aphasia. Only two of the approximately fifty first-year 
therapy students in attendance raised their hand.  
 
After the question and answer session, one of the PWA 
partners told me about a student who—while speaking 
with him—realized that her grandfather, who had 
suffered a stroke years previously, had aphasia. It was 
not until she had learned about aphasia through the 
lens of a PWA that she was able to connect the word 
“aphasia” to her own personal and family experience. 
The need for clinicians, academicians, and PWA to unite 
their voices in education about aphasia is great. 
Involving PWA in our endeavors to educate students is 
one way to augment this effort. 
 
Learning by Experience 
This program incorporated two forms of learning based 
on experience. First, students and PWA learned by 
experiencing interaction with one another through a 
question-and-answer session. Second, students learned 
about aphasia through the life-experiences of PWA. This 
approach seemed beneficial to all parties involved as 
evidenced by the second author’s following comment.  
 

I have gotten used to learning every day and I 
love that feeling of getting better every day. I 
have been a proponent of getting people with 
aphasia out and about to live their lives like they 
did before they had a brain injury. Having 
people with aphasia speak in a friendly 
environment, with a purpose, talking about 
what they love—talking about their family or 
talking about the work they once did prior to 
having a brain injury—is so important. Get them 
excited about talking even if they’re struggling 
at first. Set goals to improve and work on them 
every day. Make the environment comfortable 
for them to struggle at will. Give them a chance 
to find their words and let them speak again at 
their own pace. 

 

Learning from the life experiences of PWA can increase 
understanding, empathy, and motivation. As indicated 
by recent literature, there is much to learn about living 
with aphasia (Brown et al., 2012). Involving a PWA can 
springboard students’ process of learning about aphasia 
from the beginning of their academic and clinical 
training. 
 
Conclusion 
A seminar series to educate first year therapy students 
about aphasia was meaningful and beneficial for both a 
program leader and a PWA partner. Furthermore, this is 
a program that could easily be replicated to promote 
student interaction with PWA or others living with 
disability. We have delineated the steps taken to 
initiate, plan, organize, and execute this three-week 
seminar. We have supplemented this description with 
reflections from a PWA partner and a program leader. It 
is our hope that the process outlined herein as well as 
the personal perspective and insight of one of the PWA 
partners will motivate others to find simple and 
meaningful ways to involve those living with 
communication disorders in the education of students 
and community members. We also submit that the 
power of personal life experiences should not be 
diminished but rather harnessed for the education and 
motivation of students as well as the benefit of 
individuals with communication disorders. As we 
partner with these people in teaching and training 
students, I am confident that we will continue to 
appreciate the mutual benefit of such relationships. 
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Advocacy:  
An Undergraduate Student’s Perspective 

 

Erin Duffy & Ellayne Ganzfried 
 
Abstract 
Aphasia awareness and advocacy are key to enhancing the quality of life of those with 
aphasia.  Students can be valuable in these efforts.  The National Aphasia Association (NAA) 
created an Aphasia Awareness Training Program to educate police, firefighters and EMTs to 
understand aphasia, recognize signs of aphasia in emergency situations and communicate 
effectively with people with aphasia.  One student shares her experience in conducting 
trainings and establishing a unique student aphasia advocacy group at her university. 
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Aphasia Friendly Article 
           

 
Learning Objectives 
1) List ways in which a student is able to advocate for people with aphasia. 
2) Explain the need for advocacy for people with aphasia, especially for emergency personnel. 
3) State why students need to become advocate(s) for people with aphasia. 

 
 
 

For a moment, I 

would like for you to 
step out of your 
comfort zone. Leave 
behind everything 
that you would 
normally take for 
granted; for 
instance, your 

friends, your sense of security, and your ability to 
communicate effectively. Picture yourself in the 
supermarket and in need of assistance. How would you 
feel if you were unable to ask something as simple as 
where to find the bread? Now, conjure up what it might 
feel like to be lost, but to be unable to ask for directions 
to your destination. Then, consider the fear you might 
have if you were in a burning building, or in the midst of 
some other emergency situation, and not being capable 
of conveying your need for help to the 9-1-1 operator. 
Lastly, I want you to remember the last time you had  

 
the “tip of the tongue” feeling; that all too familiar 
notion of having a word in mind, and not being able to 
think of it.  I would imagine that by now I have made 
you feel a number of things. You might feel frustrated, 
uneasy, vulnerable, and probably a bit on edge. These 
situations would create anxiety and fear in most people 
but may seem foreign for someone without a language 
disorder.   
 
How would you react if I were to say that almost 1 
million Americans experience this every day (National 
Institute of Neurological Disorders and Stroke (n.d.)? 
These individuals have a language disorder called 
aphasia.  Aphasia is acquired through damage to the left 
hemisphere of the brain and is caused by a stroke or 
traumatic brain injury, but can also result from disease 
and infection. Aphasia leaves a person with their 
intelligence intact but a severe impairment in language. 
This deficit in language and comprehension often times 

 

 

Erin Duffy 

 

Ellayne Ganzfried 
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causes difficulty with reading and writing and can vary 
greatly in severity. I give you this definition because 
most Americans haven’t a clue what the word aphasia 
means although it impacts so many people.   
 
As with any disorder, awareness is key to the person’s 
therapeutic success and quality of life.  The daily life of a 
person who has aphasia is made a little easier if those 
around them understand their situation and can 
effectively communicate with them. Awareness also 
sparks interest in a topic and could lead to further 
research and therapeutic advances. Advocating for 
persons with aphasia empowers them as well as their 
families, and gives back some of the freedom they had 
lost since being diagnosed with this disorder. For this 
reason, the National Aphasia Association (NAA) has 
been at the forefront of aphasia awareness and 
advocacy. The creation of an aphasia awareness training 
program for emergency service providers is one way 
this is being accomplished. While emergency service 
personnel, such as EMTs and firefighters, rarely receive 
training on aphasia, they are in fact more likely to 
encounter a person with aphasia than someone with 
multiple sclerosis, cerebral palsy or muscular dystrophy 
(Will & Peters, 2004). However, many of them do not 
know what aphasia is, much less how to communicate 
with a person with the disorder. The NAA has recently 
begun extending their advocacy to the work place and 
conducting these training sessions in business 
environments.  
 
As a student, and executive member of the NSSLHA 
chapter at St. Joseph’s College New York, (Long Island 
campus), I had the amazing opportunity to be part of 
these exciting programs. In 2013, I was trained by the 
NAA to be an advocate for aphasia. Our NSSLHA chapter 
started a project called the Student Advocates for the 
National Aphasia Association (SANAA), which aimed to 
educate emergency personnel about aphasia and teach 
them how they could effectively communicate with a 
person with aphasia in an emergency situation. To date, 
I have had the honor of training upwards of 75 
emergency responders, and more than 50 of my fellow 
students at St. Joseph’s College about aphasia. It 
amazes me how little people know about this language 
disorder and I couldn’t be happier to be an advocate.  
 
The stress level in an emergency situation will surely be 
heightened if the person involved in the emergency has 
aphasia. It is important that we touch on a number of 

topics throughout our training sessions. We always 
begin the presentation by asking the audience if they 
have heard of aphasia, and then ask those who think 
they know, to define it. Not surprisingly, even those 
who think they know what it is are usually incorrect and 
often believe it to be a mental impairment or 
swallowing disorder. We go on to define aphasia, 
explain its causes and symptoms, and discuss the 
differences between speech and language. We 
familiarize them with the aphasia decal (Figure 1) which 
is the hallmark of the training and the aphasia ID card 
that a person with aphasia may carry. We stress the 
importance of looking for “clues” such as these when 
they get to the scene of an emergency. We discuss 
different tools they can use when communicating with 
someone who has aphasia. For example, we emphasize 
that a person with aphasia doesn’t have loss of intellect 
and we explain that they should never speak down to 
them.  We share other communication tips including 
speaking in a slow but normal tone; try not to finish the 
person’s sentences and to always remain professional 
and as calm as possible. We go through the different 
types of aphasia and show them videos of people 
exhibiting different types of aphasia. These videos are 
an important part of the session because it allows them 
to hear what a person with aphasia sounds like, and to 
realize that just because speech is halting or slurred, it 
doesn’t mean that the person is under the influence of 
drugs or alcohol.  
 
An essential component of these trainings is to give the 
audience various communication strategies that they 
can use to make communication more successful. Some 
of these strategies include writing things out, using 
“thumbs up” and “thumbs down” instead of asking yes 
or no questions, and trying to eliminate background 
noise or any other distractions. It is also important that 
we identify what to look for besides the aphasia decal 
or ID card. We explain that many times someone with 
aphasia has had a stroke and could have right- sided 
paralysis or weakness... They also may be on 
medications or may suffer from seizures.  We include 
information on concurrent disorders that might be 
present in someone with aphasia i.e. agnosia, alexia, 
agraphia and acalculia. 
 
We use the aphasia quiz (www.aphasia.org ) as a pre 
and post training measure. I love seeing the difference 
between the answers on the quiz taken at the start of 
the session as compared to the end. Evaluation forms 

http://www.aphasia.org/
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were used to determine satisfaction and knowledge 
gained from the training as well as to obtain data for 
research relating to community needs (Ganzfried & 
Symbolik, 2010, 2011; Hasselkus 2009).   
 
       
Figure 1. Aphasia Awareness Decal 

 
       
 
Results have demonstrated that 87-90% of participants 
(Ganzfried & Symbolik, 2010, 2011) did not know about 
aphasia prior to the training. Results suggest the 
emergency responders learned lot during this program 
to help them interact with people they encountered. At 
the culmination of each session we ask if anyone has 
any questions or comments, and it is amazing to me to 
see what these emergency providers have to say.   
 
At the end of my last session, one woman told me that 
she works in a hospital and asked me to send her the 
aphasia ID cards, because they had multiple patients 
with aphasia. She said that prior to the training she 
hadn’t heard of the ID cards, and she was constantly 
writing and re-writing the patient’s identification 
information- only for it to be thrown out repeatedly. 
 
To reiterate, increasing awareness of aphasia will help 
to make the lives of those who live with it a little bit 
easier. After each of the sessions I conduct, I feel 
grateful to have shared this knowledge. If only 1 of the 
75 emergency responders that I have helped train has 
been able to use the knowledge to improve their ability 
to communicate with a person with aphasia, I would 
have assisted in making what could have been an 

upsetting situation, a much easier and less stressful 
experience.  
 
This experience in advocacy has changed me and given 
me a broader perspective for persons with aphasia and 
the communication challenges they face in their daily 
lives.  
 
I urge you to tap into the feelings that I evoked in the 
beginning of this article, and imagine what it may feel 
like to live with aphasia.  You can help persons with 
aphasia improve their ability to communicate with 
others in common daily situations (e.g., grocery 
shopping, post office, restaurants, emergency 
situations, etc.). You can educate others as to what 
aphasia is and how it impacts a person’s ability to 
understand or express themselves.  
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Life with Aphasia: A Four-Fold Formula  
for Successful Living   

 

Gloriajean Wallace, Tom Frazee & Jackie Frazee 
 
Abstract 
In this paper, a person with aphasia and her husband discuss stroke and aphasia, with the 
assistance of a speech-language pathology co-author.  Issues addressed include: lifestyle 
adjustments imposed by the stroke and aphasia, and adaptations to changes in 
communication for both the person with aphasia and family/friends.   Identification of 
communication partner training needs within the community, action to address those needs 
(involvement in a National Aphasia Association Program designed to Train First Responders), 
and the couple’s four-fold formula for successful living are also discussed  
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Learning Objectives  
1) Discuss knowledge about level of pre-and post-knowledge of stroke and aphasia among 
stroke/aphasia survivors and their family members.  
2) Explain the design of programs to teach first responders about aphasia and communication 
partnering with people who have aphasia. 
3) Describe the four positive lifestyle practices of survivors of stroke and aphasia. 

 
 

 Aphasia-friendly Article 

 
Each year in the United States 795,000 people are affected by stroke/brain attack 

(hereafter referred to as stroke); the fifth cause of death in the United States.  Stroke 
has been estimated to kill nearly 129, 000 people a year (one every four minutes) 
(American Heart Association, 2015).  Stroke is also one of the leading causes of 
disability in the United States.  According to the National Aphasia Association, 
aphasia is among the many disabilities that may occur as a result of stroke.  Aphasia is 

a communication impairment that affects all language modalities; speaking, understanding, reading and writing 
(National Aphasia Association, 2015).  Aphasia is much more pervasive than people realize.  It has been estimated that 
there are 200,000 new cases of aphasia in the United States each year, and that at any given time, there are 
approximately 1,000,000 Americans living with aphasia (National Aphasia Association, 2015). 
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Jackie and Tom know all about stroke and aphasia.  
They gained their knowledge when Jackie, who is now 
60 years old, had a stroke at 44 years of age.  Before the 
day of the stroke (May 8, 1999), Jackie and Tom had 
never even heard the word aphasia.  That was a day 
they will never forget.  It was not only the day that 
Jackie had a stroke; it was the day that Jackie acquired 
aphasia.  Tom says –at first –the thing that concerned 
them the most was a fear that Jackie might not be able 
to walk or talk again.  He can remember when the 
occupational therapist took Jackie into the bathroom to 
wash up; it was as if Jackie “didn’t seem to know what 
to do.”  Then he realized, she simply couldn’t bathe 
herself because she had hemiplegia, and had not yet 
learned to compensate for that.   
 
They both wondered if she would ever be able to take 
care of herself in the way she had before.  They worried 
about if she would ever be able to come home and live 
a normal life again.  She made great strides in therapy 
and was able to come home within three weeks.  Now 
she is even back to driving.   
 
When Jackie was first in the hospital, the speech-
language pathologists described her aphasia as 
nonfluent “Broca’s aphasia.”  When asked what her 
communication was like initially, Jackie says, “Couldn’t 
talk well.  Sometimes I (pause) had trouble getting 
(pause) the words out.  It was (pause) like they got 
stuck.  Sometimes I had trouble (pause) thinking of 
(pause) words I wanted to say.”  Jackie is still classified 
as having a nonfluent, Broca’s aphasia.  At present, she 
compensates for dysfluent expressive communication 
by taking frequent pauses, and she does quite well that 
way.  Jackie says the pause time: (1) helps her to 
visualize the initial letter of the word she wants to say, 
(2) helps her to visualize how to produce the initial 
sound of the word she wants to say, and (3) gives her 
time to implement word finding strategies in instances 
when she is having difficulties with word retrieval.  
When necessary, Jackie uses a variety of strategies to 
help with her expressive communication.  She has an 
iPad to find the word, she uses a pad and pencil to get 
the message started, she sometimes writes the initial 
alphabet in the air, and so forth.  Jackie considers use of 
the nonverbal strategies to be “supportive and 
supplemental.”  Fortunately, Tom has taken time to 
learn and practice great communication partnering.  
When Jackie is having challenges communicating, Tom 
tries different things, depending on why he thinks she is 

having difficulty.  Tom says, when the words seem to 
get “stuck,” he encourages her to pause and take her 
time so that she can use her personal communication 
strategies (described above).  When it seems as though 
she is having trouble thinking of the word she wants to 
say, Tom provides a few lead clue words that might help 
Jackie to recall the word that she is having difficult 
remembering.  Together they have polished 
communication partnering skills, so that they are able 
to do what is necessary to keep the communication 
flowing in a comfortable manner.  According to Jackie, 
Tom seems to have figured out the delicate balance of 
when to be silent and when to provide helpful cues.  As 
expressed by Jackie “…and then (pause) I can get out 
(pause) what I want (pause) to say.  I understand 
everything (pause) just fine.  Understanding is not 
(pause) a problem.”  Expanding on her communication, 
Jackie says, “Personally, (pause) I prefer (pause) to 
speak.  My ultimate goal (pause) is to speak. (pause)  
Sometimes I use (pause) other things (pause) help get 
words out.”  Tom understands what I mean (pause) 
when I write the word (pause) or the first letter (pause), 
but eventually (pause) I still (pause) say the word 
(pause) or sentence (pause).  I do that (pause) so that I 
can keep practicing (pause) my talking (pause).  That is 
important to me (pause), and to Tom (pause).”   
 
Jackie graduated from high school and finished 2 years 
of college, where she received an Associate’s degree.  
People always told Jackie she was very smart.  She 
believes she still is.  She says she doesn’t think the 
aphasia changed any of that.  She believes she is still as 
smart as she ever was!  Before the stroke, Jackie was an 
office manager for lawyers.  She would still like to work 
in that capacity if she could, because she is still quite 
young (not yet retirement age).  She says that she can’t 
work in her former job capacity because her old job 
required her to make many phone contacts and hotel 
and airplane reservations for the lawyers.  She does not 
feel that she would still be able to handle those types of 
communication tasks in an effective manner.  
 
Jackie and Tom have two daughters and a very large 
and supportive family.  They say that their family has 
been very helpful since the onset of the stroke.  They 
are both very active in the community.  Jackie attends 
two aphasia support groups each week.  One group is 
run by a local university.  That group is a structured 
group.  For that group, students plan structured 
activities (games and such), which provide opportunities 
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for group participants to practice talking with students 
and with other people who have aphasia.  Treatment 
strategies that have been tailored to each participant 
are used during these sessions that also provide rich 
opportunities for students to observe different styles of 
communication among people with aphasia.  The other 
group is run by people with aphasia and their spouses.  
A speech-language pathologist (the first author) 
frequently visits that group which is conducted totally 
by and for people with aphasia and family members.  
The structure of that second group is free flowing 
conversation; there are no structured activities.  After 
the meeting, group members typically go out to dinner 
for more informal conversation and socialization.  
People in that group have formed a tight, supportive 
circle of friends.   
 
In addition to being very active in the aphasia 
community, Jackie and Tom are also active in the 
general community.  They are always out and about - 
attending church, a church function, party, ball game, 
movie, play, restaurant, or traveling out of town.  They 
do lots of fun things that provide Jackie with 
opportunities to practice communicating with others. 
This helps to avoid social isolation, promotes social 
networking, and bolsters communication confidence. 
 
Shortly after the stroke, Jackie and Tom realized that 
they had to educate themselves about aphasia.  They 
had to learn about what aphasia was.  Jackie had to 
learn how to adapt to the aphasia and how to 
communicate as a person with aphasia.  Tom had to 
learn how to be an effective communication partner 
with Jackie.  They quickly learned that –outside of the 
doctors, nurses, and therapists -- most people did not 
know what aphasia was or how to communicate with 
people who have aphasia.  Jackie said she came to 
realize that most people newly faced with aphasia were 
probably shocked –as she was – about having to deal 
with aphasia and having to adjust to a whole new way 
of communicating at such a late point in life.  Tom 
admitted that he also found it difficult having to adapt 
to the new set of communication skills he had to learn 
in order to successfully communicate with his wife.  At 
first Jackie and Tom spent a lot of time learning how to 
communicate well with one another.  Then they spent a 
lot of time educating family and friends about aphasia 
and how to communicate with Jackie. 
 

Before long, the couple became concerned about what 
Jackie’s communication would be like under stressful 
situations with family members, or --even worse--with 
strangers.  For example, they wondered if Jackie would 
be able to communicate adequately with a police officer 
or an emergency medical technician (EMT) serving as a 
first responder (Emergency Medical Technician or Police 
Officer) in a medical or other emergency situation.  
They wondered what might happen if a first responder 
attempted to communicate with Jackie if a loved one 
was not present to speak on her behalf.  Would a police 
officer or EMT recognize the aphasia or would they 
presume that she was drunk or mentally challenged?  
Might the aphasia prevent a first responder from 
recognizing a life threatening medical condition?  At 
that point, Jackie and her family identified a need to 
expand the awareness of aphasia and communication 
partner training into the community. 
 
Support groups, as described earlier, are one way to 
increase understanding about aphasia in the 
community.  However, most of the people who attend 
support groups (people with aphasia and their loved 
ones) are already knowledgeable about aphasia.  The 
National Aphasia Association (NAA) has developed a 
First Responders Training Program through a grant from 
the Christopher Reeve Foundation.  In 2014, the NAA 
provided resources to conduct first responder training 
in the greater Cincinnati area.  Training materials 
included a power point presentation, videotapes and 
handouts.    Many volunteers have helped with the first 
responder program, including: Jackie (and other people 
with aphasia), Tom (and other family members of 
people with aphasia), and local speech-language 
pathologists (including the first author).  The format for 
training is a 15 minute presentation about aphasia and 
communication partnering strategies, followed by role-
playing by people with aphasia who interact with the 
first responders.  The role playing provides: (1) an 
opportunity for the first responders to obtain 
knowledge about aphasia from people with aphasia, (2) 
an opportunity for communication partner practice 
(successes, failures, and strategy repairs) with people 
who actually have aphasia, and (3) an opportunity to 
ask direct questions and to receive direct answers about 
aphasia from people with aphasia.  We have received 
very positive feedback from first responders about the 
value of this program.  People with aphasia have also 
provided positive feedback.  People with aphasia have 
commented that they feel safer now that first 



 

|     eHearsay     •     Issue 5     •     Volume 1     •     Spring 2015 Page 43 

 

eHearsay:   Electronic Journal of the Ohio Speech-Language Hearing Association 

responders in their communities are more 
knowledgeable about aphasia.  They have also 
expressed great satisfaction about having been able to 
provide this important service to the community.  First 
responders in other regions of the country have been 
trained using these and other materials, with similar 
success and positive responsiveness.   
 
We hope that this information about stroke, aphasia, 
and community activism has been helpful.  Jackie and 
Tom have found that by staying active they are: 

1. able to remain focused on the positive things in 
their lives,  

2. able to obtain support from the many 
friendships they have formed,  

3. able to help educate others about aphasia, and  
4. able to give back to their community.   

 
This is their four-fold formula for successful living!  Their 
formula is congruent with other reports of living 
successfully with aphasia and neurologically-based 
communication disorders; a reminder that full life 

participation is possible, despite disability (Wallace, 
2014).  
 
 
Correspondence concerning this article should be 
addressed to: 

Gloriajean Wallace 
Email: wallacgn@UCMAIL.UC.EDU 
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Communication Recovery Groups: Reciprocal 
Benefits for Participants and Facilitators from 

an Undergraduate Student Perspective 

 

Skylar Nellesen, Candace Vickers, & Gloriajean Wallace 
 
Abstract 
This article provides an account of the emotional and communication gains observed in 
persons with aphasia who attended weekly communication group therapy with St. Jude 
Medical Center’s Communication Recovery Groups.  A description of experiences is presented 
from the perspective of an undergraduate student volunteer.  Mutual benefits for both 
persons with aphasia and the volunteer will be shared, from the perspective of an 
undergraduate student.   
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Learning Objectives  
1) Describe the aphasia group experience from an undergraduate student’s perspective. 
2) State methods that help persons with aphasia participate in conversations in communication 
groups. 
3) Discuss the emotional and communication gains that members may experience in communication 
groups. 

 
 

 Aphasia Friendly Article 

The Communication Recovery Group program for persons with aphasia was created 

and initiated in 1994 by Dr. Candace Vickers (Vickers, 1998). This program, which 
uses trained student volunteers, is sponsored by a medical setting and has now been 
duplicated in a university setting (Vickers & Hagge, 2014). It is dedicated to creating 
access to participation in conversation for adults with acquired neurogenic 
disorders.  The program celebrated its 20th year last summer, and was recently 
nominated as California Speech and Hearing Association’s 2014 program of the year. 
Volunteers in the program are trained as communication partners to facilitate group 
conversations at weekly meetings (Vickers, 2004). A study by Roberta Elman and 
Ellen Bernstein-Ellis (1999) provides evidence that the majority of individuals who 
attend group therapy regularly make significant improvements.  
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I began volunteering with Candace Vickers and Jennifer 
Even at St. Jude’s Communication Recovery Groups in 
August of 2013. As a trained communication partner, I 
worked to support conversation in group settings 
through planning group activities and conversation 
topics, using the Supported Conversation method 
(Kagan, Black, Duchan, Simmons-Mackie & Square, 
2001) and the Written Choice Communication method 
(Garrett & Beukelman, 1992).  
 
Group facilitators using the Written Choice 
Communication method consider appropriate 
conversational options and then provide a combination 
of written and/or verbal or gestural word or phrase 
choices during a conversational exchange with 
participants as part of their turn in the conversation. 
Time is allowed for the individual with aphasia to 
respond given the choices presented by taking the 
conversation in an entirely different direction (Lasker, 
Hux, Garrett, Moncrief & Eischeid, 1997). This provides 
a way to enhance both the receptive and expressive 
experience of the group member and is consistent with 
what Kagan and her colleagues refer to as revealing the 
competence of the person with aphasia through 
providing conversational supports (Kagan et al, 
2001).  Both of these techniques promote a favorable 
environment for communication and the volunteers 
who receive ongoing training are encouraged to use 
these methods during our volunteer experience. 
 
I have had an opportunity to work with a variety of 
unique aphasia groups including a multi-cultural, 
bilingual group, a group of young adults, and a 
constraint induced language therapy group.  It has been 
my honor to serve as undergraduate student volunteer 
with a program that provides people with aphasia “an 
essential opportunity to continue moving forward in an 
optimally supportive environment” (Vickers, 2004, pp. 
16). 
 
At Communication Recovery Groups, the volunteers are 
mostly undergraduate Communicative Disorders 
students. They attend weekly training meetings held by 
the program leaders.  Program leaders are SLPs, who 
encourage continued learning about aphasia, 
conversational group therapy methods, and appropriate 
responses to certain situations encountered during 
interactions with people who have aphasia. This training 
and support enables the program to function in an ideal 
manner.  

Volunteers are organized into pairs or groups of 
three.  Each group of volunteers has the responsibility 
of leading particular communication 
groups.  Communication groups are organized by 
mutual interest and individual therapy needs.  At the 
time of this article, I worked with two groups.  One 
group focused on the needs of culturally and 
linguistically diverse people who have moderate to 
severe aphasia.  Individuals in this group reflect on their 
cultural experiences.  Many individuals in this group 
were born in different countries and practice assorted 
religious traditions.  Many group members enjoy 
sharing favorite recipes from their native cultures.   
 
The other group served the needs of young 
adults.  Individuals who attended this group talked 
about topics they enjoy, such as sports, music, food, 
and entertainment, as well as their goals and 
aspirations for the future.  For example, one member 
hopes to write a book about their experiences with 
aphasia.  Another group member has set a goal to get 
her driver’s license; she has received support and advice 
from fellow group members.  
 
Having the opportunity to support and befriend 
individuals with aphasia in these groups has positively 
impacted my life and will undoubtedly influence the 
way I provide therapy during my career as a SLP in the 
future. 
 
I have witnessed a variety of positive outcomes 
stemming from member participation in these 
communication groups.  On my initial day of 
volunteering, I noted the excitement exuded by the 
members when they arrived at their conversation 
group.  This program provides these individuals with an 
opportunity to surround themselves with people whom 
they can relate to in a safe environment where they can 
be understood.  By using therapy techniques, such as 
the Written Choice Communication method described 
above, even members with severe aphasia are able to 
“experience enhanced life participation in 
communication situations” (Vickers, 2004, pp. 17). 
 
The Written Choice Communication method can also be 
utilized in the home of a person with aphasia. Recently, 
I observed a caregiver’s frustration in losing the ability 
to understand and meet the needs of her husband, 
James (fictitious name).  James, who was diagnosed 
with primary progressive aphasia, was experiencing 
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decline in his ability to verbally communicate his basic 
needs and desires.  After scheduling a time to speak 
with James’ wife, I recognized that additional support 
would be required in order to help James maintain 
communication.  James had been participating fully in 
group therapy but was unable to use the same 
communication skills at home because his wife lacked 
the tools and knowledge to use Written Choice 
Communication (Garrett & Beukelman, 1992).  After 
seeking guidance from the director of the program, I 
began working to create a communication booklet for 
James to use at home with his family.  The 
communication booklet contained simple written 
choice options for a variety of scenarios James might 
encounter over the course of a day.  Creating the 
booklet was just one step in helping James express his 
basic needs. Under the supervision of the director, I 
worked with James and his wife to provide training and 
education about the Written Choice Communication 
method that James uses during groups (Garrett & 
Beukelman, 1992).  
 
Members of Communication Recovery Groups appear 
to be enthusiastic about participating in the group social 
interactions.  Individuals create relationships and bonds 
both with volunteers and the other members.  They 
look to their fellow group members for understanding 
and support.  Through these meetings the members 
become motivated and gain confidence to generalize 
the therapy techniques into other aspects of their daily 
lives.  For example, one member created a pocket 
communication booklet she could use when strangers 
were struggling to understand her.  The pocket 
communication booklet contained pictures of common 
items and situations the member would 
encounter.  This allowed her to point to the object she 
was discussing with someone to support her verbal 
communication.  The pocket communication booklet 
also contained names and phone numbers of close 
relatives. Having this information readily available 
allowed the member to feel more at ease while 
achieving tasks independently. 
 
After receiving encouragement from the group, this 
member resumed making small trips to the grocery 
store independently.  Communication Recovery Groups 
has not only helped people with aphasia to improve 
their communication skills, but has allowed them to 
increase their participation in life (Vickers, 2004). In 
2010, Vickers published a study on social networks after 

aphasia, and her results also indicated that people with 
aphasia who regularly attended weekly aphasia groups 
reported significantly less social isolation and more 
social connection when compared to a similar group 
who did not attend a weekly aphasia program. 
 
The invaluable experience I have gained with 
Communication Recovery will benefit my future as a 
SLP.  I gained a deeper understanding of aphasia and 
group therapy techniques. I realize the impact of the 
aphasia on daily life experiences, which I would not 
have learned if not for the participation in the group. 
Working with a multi-cultural group has also shown me 
the significance of practicing empathy and 
understanding of people from other cultures. It has also 
taught me the importance of building rapport, trust and 
patience. I am honored to have been involved with a 
program with such longevity that has impacted so many 
in the local community.   
 
 
Correspondence concerning this article should be 
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Skyler Nellesen 
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Sharing My Story:  
Insight into Stroke, Aphasia,  

Rehabilitation & Life Participation from the 
Perspective of a Person Living with Aphasia 

 

Carolina Ulloa & Gloriajean Wallace 
 
Abstract 
This paper presents the story of a stroke survivor who is living with aphasia (Carolina).  The 
story is told in collaboration with a Speech-Language Pathologist - Life Participation Coach. 
Carolina shares her story, from the perspective of a person with aphasia (PWA).  She tells of 
the transition from being a doctoral candidate in Biology at Stony Brook University (New 
York), to a bride on her honeymoon, and waking up in Columbia as a stroke survivor. Carolina 
talks about her fight for life, her rehabilitation, and things that have contributed to her full life 
participation.  She also talks of the challenges faced as a PWA when considering returning to 
the United States.  As a bilingual (Spanish and English) speaker, she had always been told that 
it would be best to receive Speech-Language Pathology (SLP) treatment for aphasia in 
Spanish.  For this reason, she had been under the impression that she would never be able to 
regain her former proficiency in English.  This was problematic because after a 5 year respite 
with her family in Colombia, she wanted to return with her husband to the United States, 
which is a primarily English speaking country.  She wanted to become an effective English 
speaker, despite the aphasia.  Carolina talks about the two months of intensive speech 
therapy in English that she was able to receive upon arrival to the United States, and the 
difference that has made in her life participation.  Carolina offers tips for people who live with 
aphasia; as well as tips for Speech-Language Pathologists who provide care to people with 
aphasia. 
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 Aphasia-Friendly Article 
 
 
 

 
           

 
Learning Objectives  
1) List 3 tips to promote quality of life for stroke survivors living with aphasia. 
2) List 3 tips to promote full life participation for cases seen by speech-language pathologists providing care to people living with aphasia. 
3) Discuss the importance of formal speech-language pathology assessment in both languages for bilingual speakers living with aphasia. 
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My Story -Prelude 
I woke up from what seemed to be an endless dream.  I 
felt so different; so odd. Then I heard the voices of my 
family as they entered the room.  I tried to listen, but 
my thoughts were so strange.  Everything seemed 
surreal.  My dad spoke to me.  I tried to answer him.  
However, I discovered that I couldn’t speak any more.  I 
couldn’t answer him. My husband was so static.  He 
stared at me, frozen.  Then, he came to me, hugged me 
and kissed me on my forehead and on my hands.  I 
found out a couple of hours later, that I was in an 
Intensive Care Unit (ICU).  It was my worst nightmare.  I 
had a stroke, and my life was about to change forever.  
 
Background 
My name is Carolina.  It is nice to have a chance to tell 
you my story. I speak Spanish and English, and I was 
born in Colombia.  My story begins before the stroke.  
Before the stroke, I lived in New York. Specifically, I 
lived in Long Island, New York.  My dad, Carlos, lived by 
himself in Colombia.  He was Chief of Accountants, and 
very good at it.  My sister, Ana, was and still is a student 
of anthropology at a university in New York.  She has 
lived in Brooklyn for approximately 8 years in total.  
Hold on!  And me!  I was enrolled in a doctoral program 
in Biology at the University of Stony Brook, in Stony 
Brook, New York.  I had completed all requirements for 
the doctoral degree in Biology except for the 
dissertation.  I was studying Evolution and Ecology, with 
emphasis on the temperature adaptation of frogs.  My 
thesis was looking at the temperature of frogs at 
different altitudes. 
 
        
Figure 1. One of the frogs Carolina was studying 

 
        

I met my husband, Mark, when I was in Costa Rica for 
two weeks, in the Summer of 2008. However, Mark 
lived in Raleigh, North Carolina.  We started dating and 
flying back and forth to visit one another.  The long 
distance dating was not fun.  Then on December 20th, 
2008, I went to La Guardia airport to pick up Mark. It 
was freezing that day.  When Mark walked to my car, he 
was nervous and sweaty.  I remember Mark walking as 
“slow as a turtle.”  Then, Mark proposed to me in my 
car.  It was a surprise and I loved it! 
 
We flew to Bogota, Columbia in December 2008; Mark 
was very stressed about having to tell my dad that we 
planned on getting married as he didn’t speak Spanish 
at all.  It was so cute! So I had to explain to my dad why 
Mark and I should get married.  My dad answered by 
saying, “We want to grow together as a family.”  I knew 
from what he said that my father gave his approval for 
the marriage.  We all hugged and cried for a while.  
After six months, Mark and I decided to have a 
spontaneous wedding at a Justice of the Peace office in 
Tennessee. 
 
        
Figure 2. Carolina & Mark’s Wedding Photo 

 
        

 
In December 2009, Mark and I flew to Bogota, Colombia 
to have a second wedding so that all of our relatives 
could celebrate with us.  Mark’s family (his parents 
Steve and Mary Ann as well as his siblings, Paul, Kristina 
and Stephanie) also flew to Bogota.  The wedding was 
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celebrated on January the 9th, 2010. 
 
It was a marvelous day.  After the wedding, Mark and I 
went to Cartagena for a week to honeymoon. The 
waves were beautiful! 
 
 
The Beginning of It All 
On January 20th, 2010, I was ready to fly back to New 
York.   However, I felt very ill on that day.  I had a very 
bad headache, and was throwing up a lot. I have never 
felt that sick in my life.  It was indescribable.  I was so ill, 
until I fainted.  That is all I remember.  They told me 
later that my father called 911; however, 911 was too 
busy to come and help! My family had to drive me to 
the emergency room at the Foundation Santa Fe 
Hospital. There, we received some awful news! 
 
 
The Illness 
Doctor Fernando Hakim explained my condition to my 
family.  He told them I had an aneurysm and needed an 
operation.  Dr. Hakim put a clip on the broken vessel.  
There was a surgical complication; I had an ischemic and 
hemorrhagic stroke. They had to put me in a coma for 
16 days so that I could rest.  Since my brain needed 
oxygen, the doctors inserted a pump into my heart 
through the artery in my left leg. It was a miracle 
indeed!  I remained in a coma for 16 days in an 
intensive care unit (ICU). As a result, my life was 
completely changed forever! 
 
What is Aphasia? 
Aphasia is a language disorder.  Even though there is a 
set definition for aphasia, aphasia is different for 
everyone.  I understand everything, but speaking is 
really difficult for me. My problem is called Broca's 
aphasia.  I have trouble talking, not understanding.  
Language is more than words.  It is also reading, writing, 
listening, and speaking.  It is our way of communicating 
with others.  My intellect is intact.  I just can’t speak 
fast, for now. 
 
Other Problems 
The brain is very complex and different parts of the 
brain control different functions of the body. Language 
abilities are mostly in the left hemisphere of the brain. 
My left hemisphere was damaged after a brain 
aneurysm. 

        
Figure 3. CT Scan of Carolina’s Brain 

 
       

 
The right side of my body was paralyzed too.  I had to 
use a wheelchair at first.  After working very hard, I 
started to stand up and walk a few steps with a cane. 
Finally, I was cane-free! 
 
Rehabilitation 
My speech was only sounds at first and then vowels.  I 
could write my name. That’s all!  I went to a 
rehabilitation center in Colombia where they helped me 
to speak a few more words, in Spanish only!  I improved 
enormously with physical therapy. I still cannot move 
my right fingers, but I still can dance, swim, cook, and 
walk! 
 
So that I could receive more therapy, my husband and I 
moved to Argentina for six months (February 1 2011 -
July 31, 2011).  I went to a foundation for aphasia. 
Finally, I spoke many words.  And I could write and 
read! I felt so happy because I could express myself in 
Spanish. We returned to Colombia.  I kept improving.  I 
found excellent speech language therapists in 
Argentina. They were really helpful. 
 
Two and one half years after the stroke, I decided that I 
wanted to try speech therapy in English. I started 
watching many movies and TV shows with English 
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subtitles. I even learned some basic sayings!  I needed 
to regain my English because I wanted to communicate 
with my family-in-laws and my English-speaking friends.  
Mark and I decided to return to the USA in May 2013.  
First I lived in Kentucky.  Steve and Mary Ann, my 
parents-in-law, gave us a place to stay with them in 
Kentucky. 
 
I met Dr. Wallace in May 2013, and began therapy with 
her in June 2013.   She was very kind to me. This was 
the first time that a Speech-Language Pathologist 
carefully tested me in both Spanish and English.  We 
found out that my language skills were about the same 
in both languages.  Because I wanted to have therapy in 
English and because my language skills were about the 
same in both languages, we decided to have therapy in 
English.  She listened to me. 
 
Mark and I had very busy schedules planned for the 
summer.  We told Dr. Wallace that we would only be 
able to attend therapy 2 times a week.  She arranged 
for me to have two sessions a week that lasted 2 ½ - 3 
hours long.  My intense therapy sessions were divided 
into 5, 30 minute segments (with short rest breaks 
between each segment).  Each of the five segments was 
dedicated to therapy exercises that had a different 
communication focus. 
 
Conversation Discourse Treatment 
We usually started with Conversational Discourse 
Treatment.  This therapy helped me practice 
conversation in context (e.g., pulling it all together).  For 
this therapy, I was assigned to serve as lead 
communicator.  I was provided with pictures, and a 
variety of current newspapers and magazines to give 
me ideas about what to talk about.  In addition, visual 
support cards were placed in front of me to remind me 
to start the conversation (using questions or 
comments).  The visual support cards also reminded me 
to respond to the therapist’s comments.  I was coached 
through this activity, especially when I had difficulty 
initiating conversation.  My communication partner/s 
were also given cards to remind them not to initiate 
conversation. 
 
The graduate student clinician (and eventually other 
non-familiar communication partners) was allowed to 
respond and interact, but to not direct conversation.  
That therapy was done to (1) help empower me as a 
communicator so that I could learn how to initiate 

conversation again, and (2) to help me become more 
confident when communicating with familiar and 
unfamiliar communication partners.  It was very hard at 
first, but became easy over time.  By the end of therapy, 
it was my favorite therapy segment.  It was sometimes 
difficult for me to stop talking!  This segment entailed 
30 minutes of conversation practice in this way, during 
each individual session. 
 
Narrative Discourse Treatment 
For the second segment, we did something that the 
therapists called “Narrative Discourse Treatment.”  For 
this treatment, the therapist read a story to me 
(sometimes with Latino characters).  I would be shown 
pictures (illustrations or photo cards) as the therapist 
was reading the stories to me.   Then, the therapist 
would ask me to retell the story.  She would support me 
in retelling the story if I needed help.  She supported 
me, by reminding me to “take my time,” “pause,” “spell 
out the first letter of the word I was trying to think of in 
the air,” write down what I was saying on a pad of 
paper,” or use other strategies to help express what I 
was saying, as needed.  I would then select a strategy to 
help get through a bumpy place, as she had suggested. 
As I retold the story, the therapist would write down 
what I said.  After I told the story, the therapist and I 
would re-read what I had said.  Then we would evaluate 
what I had said.  If we found something that needed to 
be changed, we would change it.  The therapist 
provided “gentle feedback” to help me discover 
different ways of saying things.  Together we worked 
through new ways of polishing, refining, and rewording 
things.  She explained to me that the important thing 
was to get my point across.  She said that refining things 
just helped to give me different ways of expressing 
myself. I liked her positive spin on this all! 
 
In instances when I wanted to change the way I had 
worded something but didn’t know how to, the 
therapist gave me clues to help.  First she gave me cues 
with the least amount of helpful information.  If I 
couldn’t fix things using those clues, she would give me 
progressively more information, until I was finally able 
to repair what I was saying.  What I liked was that she 
never let me struggle.  That is important; not to let the 
person struggle. 
 
The therapist also worked with me to help me find the 
right vocabulary words and the right grammar to 
express my thoughts.  I was then able to write them out 
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(sometimes with the assistance of the therapist).  After I 
wrote them out, I found it helpful to read the sentences 
aloud.  The therapist and I always took time to discuss 
the strategy used to come up with the preferred 
wording for things.  We also talked about how and why 
the sentences had been sequenced in the way they had 
been sequenced.  When the sequencing of sentences 
was not right, the therapist had pictures ready to show 
me.  Using the pictures seemed to help me better 
understand the way to order things and why.    
Sometimes when she didn’t have commercial pictures, 
she would just try drawing the pictures.  This therapy 
was pretty intense, and took about 30 minutes of each 
individual therapy session. 
 
Syntax Repair Treatment 
For this treatment, picture cards for verb forms were 
used to help me practice verb endings that I had 
problems with.  This was for regular verb forms only 
(not irregular verbs).  For this activity, we used action 
pictures that represented “I, you, he-she- they,” etc. for 
practice in a drill like format.    This therapy was pretty 
straightforward.  When I made an error, the therapist 
pointed it out to me, and I corrected it.  With this 
activity, sometimes I think I got mixed up because of the 
language difference and not just because of the 
aphasia.  I caught on pretty quickly, and was making fast 
improvements.  We spent 30 minutes practicing verbs 
each individual therapy session.  We would tally up my 
responses (as with the other activities) to record my 
progress from session to session. 
 
Naming Treatment 
This treatment used a technique that the therapists 
called Promoting Aphasics Communication Effectiveness 
(PACE; Davis and Wilcox, 1985).  This activity was kind 
of fun.  It was like playing a game!  We would turn our 
backs to one another while each of us took turns 
describing objects back and forth.  The objects were in a 
fancy colorful bag.  I would take the bag and describe an 
object.  Next, it would be the therapist’s turn.  She 
would take the bag, describe an object, and I would 
have to guess what the object was to her.  This activity 
required me to practice my noun word finding 
strategies.  It also helped me practice my skills for 
describing things (to help compensate for the word 
finding difficulties).  We engaged in this treatment for 
30 minutes during each individual session. 

Coaching 
For about 20-30 minutes of each session, the therapists 
(Dr. Wallace and her graduate student) spent time 
encouraging me and assisting me with the development 
of steps necessary to attain personal goals.  I had two 
main short term goals at that time.  (1) My first goal was 
to be able to give an oral presentation in English about 
aphasia, despite the fact that I had aphasia.  I wanted to 
be able to give a presentation first to a group at her 
church, and then eventually to others in the 
community.  (2) My second goal was to be able to pass 
the Florida Driver’s test so that I could be as 
independent as possible once I moved to Florida.  I was 
afraid to take the written portion of the Florida Driver’s 
test.  I have reading comprehension difficulties, and 
thought that the written part of the driver’s test might 
be very difficult. 
 
Supplements to Individual Treatment 
During the 2 months that I was in therapy (June 2013 – 
August 2013), I also participated in 2, 2-hour aphasia 
group sessions every week.  One structured group was 
run by a local university.  The structured group involved 
games and activities planned out by students to give 
group members a chance to practice talking with one 
another.  The other group was run by people with 
aphasia and their family members and was informal.  
For the informal aphasia group, each person would take 
a turn to talk about a current event, something 
happening in their life, or whatever came to mind.  
After the meeting, that group would go out to dinner to 
socialize.  We were all good friends.  Dr. Wallace 
attended both of the weekly aphasia groups, and 
routinely joined the informal aphasia group for dinner.  
That was all very nice because it gave her a chance to 
see me communicate in a variety of situations.  It 
helped her to be able to tweak up what she was helping 
me with in individual therapy. 
 
During the course of therapy, I started gaining 
confidence with my English speaking skills and began 
venturing out more with: swimming, camping with 
friends, church, and other places.  I was beginning to 
lose my fear about having to face being in the United 
States and having to speak in English now that I have 
aphasia.  I could tell that my communication in English 
was improving, despite the aphasia.  My husband, in-
laws, and English speaking friends in the U.S.A. could 
also tell.  My social life was starting to bloom.  I was 
beginning to feel good and started liking my “new self”! 
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The individual therapy I had was supplemented by the 
group therapy and by lots of communication practice 
with supportive English speaking family members (my 
in-laws) and friends.  Those opportunities were (and 
are) ever increasing!  In addition, I practiced specific 
communication skills using computer software on my 
computer and on my iPad.  I was really motivated to 
improve my English skills.  The better my English 
became, the more motivated I became to practice.  
Things only got better! 
 
Post-Treatment Assessment Results 
By the end of the 2 month treatment period, I had 
made remarkable improvements in my English 
communication skills.  I noticed a difference, family and 
friends noticed a difference, and differences were noted 
on the standardized tests as well!  For example, on the 
Western Aphasia Battery (WAB), Dr. Wallace and her 
graduate student noted that my “Aphasia Quotient” 
(AQ) score in English had changed from 72.2 to 82.7, a 
10.5 point difference, with only 2 months of treatment!  
There was not as dramatic difference in the pre-post 
treatment WAB AQ score in Spanish (pre= 85.4, post = 
87.8; 2.4 point difference), but then therapy was not 
focused on the Spanish language and I was not 
practicing the Spanish language during that two-month 
period. 
 
My Initial Therapy Goals 
Before termination from therapy (and my move to 
Florida), I wanted to be able to educate my church 
members about aphasia.  I wanted to be able to give 
them a Power Point presentation about the story of my 
stroke experience.  On July 25, 2013, I gave that 
presentation!  I received a standing ovation from the 
audience.  Dr. Wallace videotaped the presentation.  
Later, she submitted the videotape to the National 
Aphasia Association.  They ended up posting it on their 
website.  I could not believe it!  That gave me the 
confidence to know that I could do even bigger things! 
 
After that, Dr. Wallace, her graduate student and I 
decided to submit a presentation to the Ohio Speech-
Language and Hearing Association (OSLHA).  I was 
steadily gaining confidence.   
 
Just before I moved to Florida, Dr. Wallace and her 
graduate student got a copy of the Florida State driver’s 
book.  They organized the book into lessons to help me 
prepare for the written portion of the Florida’s driver’s 

test.  The test entailed reading comprehension.  I was 
not looking forward to taking that test!  I studied and 
studied for the test.  When I took it, I passed!  I was so 
proud of myself.  It was important to pass the test 
because now I could drive around by myself and be 
independent.  I could go to the aphasia book club I had 
heard about.  I could make new friends.  I would not be 
isolated.  I was so happy. 
 
Current Activities/Life Participation 
After leaving the Kentucky/Greater Cincinnati area in 
August 2013, we moved to Gainesville, Florida.  Dr. 
Wallace helped me to network with Speech Pathologists 
in Gainesville and with the Florida aphasia community 
(e.g., local aphasia clubs and State Affiliate for the 
National Aphasia Association) before my arrival to 
Florida so that I had a welcoming community upon my 
arrival.  Florida is a wonderful state!  Now, I go to the 
aphasia book club and stroke meetings.  I also joined 
the group Aphasia Recovery Connection (ARC).   
 
Seeing so many resources for people with aphasia in 
English, we (my friends Jose, Ana and I) decided to 
found Contacto Afasia, a support group for Spanish 
speakers with aphasia using Facebook and Oovoo 
Contacto.  I also receive online speech therapy now, and 
volunteer at a local museum.  I enjoy educating people 
in the community about aphasia, and have had 
presentations accepted at the OSLHA Convention, and 
the American Speech-Language-Hearing Association 
(ASHA) convention, on the topic of aphasia.  In the 
future, I hope to talk about aphasia and advocate for 
the lives of people with aphasia all over the world.  
Although I have aphasia, my communication continues 
to improve and I am confident that I will be able to 
achieve all of my goals and dreams! 
 
Words to the Wise 
I know that I have to be persistent in order to advance 
to the fullest.  I have lived with the painful loss of my 
speech for over five years.  If I could leave one thought 
with people who do not have aphasia, it would be to 
ask them to be more patient when they are talking with 
people who have aphasia.  I would also ask them to 
please “listen carefully to the person who is speaking, 
before you respond to what they are saying.”  That to 
me makes for a wise communicator.  My neurons are 
just learning to talk again.  It's a miracle!  It is extremely 
interesting knowing that my brain is forming new 
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connections. That is called neural plasticity!  
Neuroplasticity is what gives me hope! 
 
Closing Remarks 
We hope this article has helped to “put a face on the 
person with aphasia,” and has helped to reinforce the 
importance of personalization, life participation and 
community support throughout the continuum of care. 
Consideration of these factors can have long lasting 
benefits, including enhancement of quality of life, as 
expressed in the story told here by Carolina. 
 
Three Take Away Messages 

(1) When assessing people with aphasia who speak 
more than one language, evaluate all languages 
for guidance about the language of treatment 
choice.  When selecting language for treatment, 
make sure to utilize input from the person with 
the aphasia.  In Carolina’s case, formal 
assessment in both Spanish and English 
determined that Spanish and English were 
nearly equivalent.  That information together 
with her preference for English, led to the 
selection of English as the target language for 
treatment.  This resulted in positive treatment 
outcomes, and ultimately to positive life 
participation. 

 
(2) “Treatment” entails more than what happens in 

the confines of the treatment room.  “Therapy” 
or communication practice happens every time 
the person with aphasia has an opportunity to 
communicate in a supportive communication 
environment.  For this reason, it is imperative 
that family and community receive quality 
education about aphasia and aphasia 
communication.  The person with aphasia 
should also be supported in developing 
community networks so that they can have rich, 
regular, meaningful communication 
opportunities.  Towards this end, all areas of 
the community should be accessible (both 
public and private) to people with aphasia.  This 
includes those that must be American with 
Disabilities Act (ADA; Wikipedia, 2015) 

compliant and those (such as faith-based 
organizations) that do not, by federal mandate, 
have to be ADA compliant.  There is a lot of 
public awareness work yet to be done! 

(3) Carolina’s story is only one of many.  According 
to the National Aphasia Association (NAA, 
2015), aphasia affects over one million 
Americans, with over 100,000 new cases of 
aphasia occurring in the United States each 
year.   Each person with aphasia has a unique 
story; and a unique social, communication, and 
life participation profile to share.  Let us weave 
together the tapestry of their many stories with 
the thread of hope; a hope that binds us all 
together, as one community. 
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Appendix A 
 
 

8 Tips to Make Life Easier  
(If You Have Had A Stroke and Live with Aphasia) 

 
Carolina Ulloa and Gloriajean Wallace  

 
 

1. Use TV captions to help improve your reading.  I 
read aloud often.  You can borrow e-books, 
audiobooks and more from the library.  Also try 
websites like Overdrive.com.  

 
 

2. Use tools for cooking. For example, try using a 
one hand bottle opener, an automatic jar 
opener, a rubber jar opener, or a soloGrip one-
handed jar opener.  Try singing while you cook.  
It’s fun.  It will give you practice getting the 
words out.  Who knows, it might help your 
communication skills!   

 
 

3. Try new ways of doing things. I have!  Try 
learning to tie your shoe with one hand, 
learning to use a hair clip with one hand, and 
using a zipper with one hand. 

 
 

4. Videotape yourself to monitor progress.   Keep 
a diary or write down your progress.  You will 
be amazed at how much progress you make.  
Your therapist can help you come up with 
activities to practice.  Also practice 
communicating with others in aphasia groups, 
and with other friends in the community 

 
 

5. Work on the computer.  I use the computer and 
an iPad.  It helps me improve in specific 
communication areas.  Some of the computer 
apps that I like best are: Comms Tool, 
SpeakitToMe, Numwords, Grid Player, 
Lingraphica, and TalkPath-Therapy.  You might 
find these apps helpful too. 

 
 

6. Get involved with community.  Community is 
very important.  I connect with my Oovoo group 
every week.  I attend Aphasia Book Club every 
week.  You should try it too!  Also try eating 
together with your family every day.  These 
activities will give you social time. Social time is 
communication practice time 

 
 

7. Push forward to build confidence.  There is a lot 
to learn and re-learn after stroke and aphasia!  I 
use special equipment to help with driving.  I 
had to regain confidence for driving after the 
stroke.  Now I am a confident driver! 

 
8. Work at getting stronger in every area of your 

life.  I am getting stronger every day.  I can even 
swim again.  I can swim even though one side of 
my body is not as strong as the other.  I am 
happy to be able to swim again!   
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Appendix B 
 
 

8 Tips for Speech-Language Pathologists Who 
Serve People with Aphasia 

 
Gloriajean Wallace 

 
1. Empower the person and family by providing 

information about how to re-enter the 
healthcare system for periodic re-checks to 
determine if re-enrollment in SLP is an option, 
to accommodate continued or changing 
communication needs. 

 
 

2. Provide opportunities for the person to enroll in 
SLP treatment that is designed in a manner that 
is: intense, efficient, personalized, relevant to 
the person’s day-to-day life and needs, and 
evidence-based. 

 
 

3. Provide information about community 
resources.  Take time to educate and train 
communication partners (*family and as many 
significant others as possible in the support 
system).  Help the person develop a rich 
communication network that promotes 
conversation practice (family, stroke and 
aphasia groups, and other community 
opportunities). 

 
 

4. Encourage and support a vision for the person 
to continue personal growth, with a sense of 
forward life movement. 

 
 

5. Help the person to build confidence during 
conversation, with both familiar and unfamiliar 
communication partners, in both familiar and in 
unfamiliar settings. 

 
 

6. Provide the person with communication skills 
that are adequate to support full life 
participation, based on their lifestyle and 
community context. 

 
 

7. Train competency with (and acceptance of) a 
repertoire of communication compensatory 
strategies/tools (multi-modal communication) 
that are acceptable to the person with aphasia 
(*and equally important, the people in their 
communication network). 

 
 

8. For the stroke survivor who is living with 
aphasia, “daily exercise” should include 
comfortable, supportive, personalized, and 
frequent opportunities for both physical and 
“communication exercise.”  This means 
community support to provide opportunities for 
communication practice, communication 
improvement, and engagement/participation in 
life.    
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Navigating Stroke and Aphasia: 
The Inspiring Story Behind the Aphasia 

Recovery Connection (ARC) & 
the “Wind Beneath the Founders’ Sails” 

 

Gloriajean Wallace, Christine Huggins, David Dow,  
Carol Dow-Richards, & Kim Huggins 

 
Abstract 
Aphasia does not just affect the person who has the communication disorder.  It affects 
everyone in the person’s communication network.  As the person with aphasia discovers ways 
of adapting to the new communication profile, so do the people in their communication 
network.  For this article, the first author obtained information about the experiences of two 
young stroke survivors who are now living with aphasia.  Christine (2

nd
 author) was 26 years 

old at the time of the stroke and aphasia.  David (third author) was 10 years old at the time of 
the stroke and aphasia.  The intent of this article is to provide the reader with a glimpse of the 
stroke and aphasia experience from the young person’s perspective.  An additional purpose 
for this article is to provide the reader with the inspirational story behind the Ohio-based 
Aphasia Recovery Connection (ARC).  ARC is the fastest growing aphasia support organization 
in the country.  Christine and David are Co-Founders of ARC.  Carol (David’s mom) is the 
current Director of ARC. As information was being gathered for this article, it was clear that 
the mothers of Christine and David had valuable information to share.  For this reason, they 
were invited to tell their stories about stroke, aphasia, and aphasia communication 
partnering.  Their stories have been interwoven into the manuscript, using an interview 
format.  Together, the blend of information from these four sources provides an inspirational 
message about the importance of “community” across the spectrum of care and across the 
life span after stroke and aphasia. 
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Learning Objectives  
1) Explain stroke and aphasia from the perspective of a young 

person who has aphasia 
2) Explain stroke and aphasia from the perspective of a family 

member of a person with aphasia.  
3) State what the Aphasia Recovery Connection is, the history of 

the organization and current activity offerings 

 

 
Generally when one thinks of stroke and aphasia, a 

person of advanced age comes to mind.  Stroke and 
aphasia, however, may occur at any age. In the United 
States (U.S.), there are no statistics relating to the 
incidence or prevalence of aphasia by age category.  
However, it is known that stroke, a major cause of 
aphasia, is one of the top ten causes of death among 
children (Amelie-Lefond, Sebire, and Fullerton, 2008; 
Biller, 2009; American Heart Association, 2015).  The 
annual incidence of stroke in the U.S. was 6.4 per 
100,000 (for children between the ages of 0-15 years) in 
1999 according to data from the Greater 
Cincinnati/Northern Kentucky Stroke study (GCNKSS; 
Leindorfer, Khoury, Kissela, et al., 2006).  The incidence 
of stroke was 4.6 per 100,000 between 1997-2003 
based on data from Kaiser Permanente of Northern 
California, a large integrated healthcare delivery system 
(Agrawal, Johnston, Wu et al., 2009).  The American 
Heart Association (AHA) rounds these numbers out by 
stating that the risk of stroke from birth to 18 years of 
age currently affects 5 per 100,000 children each year; 
approximately 1 of every 3,500 live births (AHA, 2015). 
It is estimated that 60% of all child stroke survivors will 
have permanent disabilities.  This may include: 
hemiparesis or hemiplegia (the most common form of 
cerebral palsy resulting from early stroke), seizure 
disorders, visual impairments, communication 
disorders, or other involvements (AHA, 2015).   
 
Stroke risk factors that are traditionally associated with 
older populations (e.g., diabetes, hypertension, and 
hypercholesterolemia) may also apply to younger 
populations (AHA, 2015).  Additional risk factors 
associated with pediatric and young adult populations 
include: congenital heart problems, arteriovenous 
malformations, Sickle Cell disease, Lupus, Moya Moya 
disease, Ehler’s Danlos Syndrome, intracerebral 
hemorrhage after post traumatic brain injury (TBI), and 

other medical etiologies (Fullerton, Wu, Zhao, et al., 
2003; Biller, 2009; Salvatore, Merli, Pietro, et al. 2011). 
 
A Comment on the Effects of Stroke and Aphasia 
across the Life Span 
In children who have acquired stroke and aphasia after 
birth, stroke and aphasia may have a significant impact 
on language development, progress in academic areas, 
social acceptance, interactions with peers, and 
subsequently life participation.  For young adults, the 
effects of stroke and aphasia may pose challenges in 
areas relating to education; employment; financial 
stability; independence (ex. due to inability to drive); 
marital status, roles and responsibilities; parenting; and 
other important areas associated with adult life (Morris, 
2011).  The potentially different impact of stroke and 
aphasia across the lifespan highlights the importance of 
using a case centered, personalized approach to 
develop meaningful treatment content and outcomes. 

 
Information Relating to Young Stroke Survivors with 
Aphasia and the Aphasia Recovery Connection (ARC) 
One of the Aphasia Recovery Connection (ARC) 
founders, David Dow, was only ten years old when he 
had a stroke while on vacation in Las Vegas with his 
family.  David and his family’s life were changed 
overnight, when he awakened totally paralyzed on the 
right side and unable to speak, read or write.  His 
parents were told that he had global aphasia after this 
massive stroke, which necessitated a 3 month hospital 
stay and 2 brain surgeries.  During David’s 
hospitalization, the family was exposed to many new 
terms, including David’s communication diagnosis, 
global aphasia.  They had never heard the word aphasia 
before that time, and so had a lot to learn.  That was 
nearly 20 years ago.   
 
Since that time, David and his mother have written a 
book about aphasia!  The book, which is entitled “Brain 
Attack: My Journey of Recovery from Stroke and 
Aphasia,” was written to help others to better 
understand stroke, aphasia, and the process of learning 
to recreate oneself upon a foundation of hope (along 
with the support of the medical team, rehabilitation 
team, family, friends, and community).    David was 
initially diagnosed as having a severe global aphasia.  
His communication has continued to improve since the 
initial onset of the stroke 20 years ago.  After 3,000 
hours of therapy, time, and daily communication 
practice, David is now able to understand and speak.  
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He speaks well enough to give presentations at national 
conferences on the topic of aphasia.   
 
        
Figure 1. David at age 10, after his stroke 

 
        

 
The other founder of ARC, Christine Huggins was 26 
years old when she had a stroke.  Christine was living in 
Cleveland at the time.  She was an attorney and about 
to be married.  The stroke and aphasia took both of 
those dreams away in an instant.  Christine worked 
hard, passed the bar exam in 2010, and landed a great 
job working in the federal court system.  In 2011, she 
had a massive stroke and, like David, she was diagnosed 
with global aphasia (which is the most severe type of 
aphasia).  Having aphasia affected Christine’s ability to 
process all forms of language.  It affected her ability to 
speak, understand, read, write, and calculate math.  For 
both David and Christine, auditory comprehension has 
significantly improved.  Although their speech is still 
effortful, with self-initiated cues (e.g., the frequent use 
of pausing), they are both able to express words and 
ideas that they intend to convey.  Christine noted that 
she has improved a lot since the initial onset of the 
stroke and aphasia, and is still discovering new ways to 
improve her communication with others.  As is the case 
with David, Christine is also a regular presenter at 
conferences on the topic of aphasia.   

Launching of the Aphasia Recovery Connection 
Christine’s says her life changed for the positive in 2012, 
after attending an aphasia conference and meeting 
David Dow.  David Dow’s mother was chairing an event 
at a hospital where she was the aphasia and stroke 
support group facilitator.  Meeting David at that event 
provided Christine with her first opportunity to meet 
another person who had aphasia.  Both Christine and 
David had a lot in common because they both were 
young stroke survivors with aphasia (28 years old).  
Christine and David had a chance to meet other stroke 
and aphasia survivors of all ages at the conference, 
including others who were their own age.   
 
Christine and David learned a lot, especially by talking 
with the other young people with stroke and aphasia 
who were attending the conference.  The most 
important thing they learned was that all of the stroke 
and aphasia survivors seemed to have two things in 
common: (1) a shared sense of social isolation that is 
caused by the aphasia/ communication difficulties, and 
(2) embarrassment in social situations that is caused by 
the aphasia/communication difficulties.  After talking 
with others and identifying the things that the group 
had in common, Christine and David decided that there 
was a need to address those two issues.  At that point 
they set out to develop a social media mechanism that 
would allow people with aphasia to connect with one 
another.  They wanted to help remove the sense of 
social isolation among people with aphasia.  They also 
wanted to increase opportunities for communication; to 
help people with aphasia feel more confident in social 
situations.  Christine and David hoped that by doing 
this, they would address the two needs they had 
identified.  Together, with the help of their mothers, the 
Aphasia Recovery Connection (ARC) started in 2012 as a 
Facebook Group.  It quickly grew.  Today there are over 
3,000 members.   ARC’s Facebook Page has a post reach 
of 10-20,000 per week.  It is noteworthy to mention 
that ARC won the National Stroke Association’s 2013 
RAISE Award for its outstanding impact on stroke 
survivors.    
 
ARC Provides an Avenue for Communication Practice 
ARC provides a way for both Christine and David to 
practice their verbal and written communication on a 
daily basis.  The work they do with ARC is part of their 
recovery.  ARC is a safe place for communication 
practice, because grammar errors and other language 
issues are not judged.  Christine and David make and 



 

|     eHearsay     •     Issue 5     •     Volume 1     •     Spring 2015 Page 60 

 

eHearsay:   Electronic Journal of the Ohio Speech-Language Hearing Association 

post videos on the site.  They encourage others with 
aphasia to try as well.  The founders of ARC also think 
that it is helpful for people with aphasia to be in contact 
with others.   
 
ARC Activities 
In addition to the web-site networking for people with 
aphasia and their families, ARC now offers a resource 
book called “Guide to Living with Aphasia.”  The book 
provides information about aphasia, treatment options, 
coping, and a glossary of important terms relevant to 
stroke and aphasia.  ARC’s newest venture, to be 
launched in Summer 2015, is a 28 day intensive 
program called “Aphasia University’s Boot Camp.”  The 
first week of the program will take place in Las Vegas. 
There are many enjoyable activities planned for the first 
week, based on interest expressed by people with 
aphasia to “live life and practice skills outside of a 
therapy setting.”  The next 21 days take place after 
participants return to their homes.  After returning 
home, participants will have assignments, video 
meetings, phone conferences, and social interaction 
through the internet with their fellow campers, ARC 
Leaders, and volunteers.  The program will also have a 
Caregivers’ Series component.  This is because ARC 
believes that family and friends are key to the success 
of the program.  The Aphasia U Boot Camp is based on 
the Life Participation Approach to Aphasia (LPAA).  
Aphasia U Boot Camp is designed to help provide 
motivation, goals, and direction needed to adapt to 
living with aphasia. The program revolves around 
educational and social modules such as library use, iPad 
accessibility, and learning to use Skype.  The goal of 
Aphasia U Boot Camp is for participants to make new 
friends, and adapt to living with aphasia while they 
work on continued recovery. 
 
Closing Comments 
David Dow and Christine Huggins are both living with 
aphasia.  From the information provided above, both 
David and Christine appear to have active, productive, 
forward moving lives.  Lives that are filled with 
meaning, supportive friends, and regular opportunities 
to practice communication for self-improvement.  Do 
they have full life participation?  You be the judge!
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APPENDIX 
 

Interviews with Carol Dow Richards and Kim Huggins 
GW has been in close communication with the mothers of the ARC Co-Founders, in preparation for Part I of this article.  
During that communication, it became clear that the mothers also had important information to share about stroke, 
aphasia, and aphasia communication partnering.  For this reason, GW developed interview questions to provide a 
framework for the mothers to use to provide stories about their own experiences.  Interview questions were based on 
information the mothers’ appeared to want to share.  Taking care to respect their lead, questions were constructed 
using information from earlier informal conversations with the mothers.  Question content covered general information 
relating to being the mother of a young stroke survivor with aphasia, communication, and communication partnering.  
Questions were identical for both mothers.  In some instances (although as minimal as necessary), responses were 
shortened and/or edited to maximize focus and flow for the reader.   
 
Ms. Carol Dow-Richards first heard about aphasia when her son had a stroke at 10 years of age.  In addition to being the 
mother of a young survivor of stroke and aphasia, Carol is Director of the ARC. Ms. Kim Huggins, first encountered 
aphasia after her daughter had a stroke at 26 years of age. 
 
 
Interview #1 with Ms. Carol Dow-Richards 
(Key:  GW = Gloriajean Wallace, CDR = Carol Dow-Richards) 
 
GW 1: What was your son’s life like before the stroke (lifestyle, hobbies, friends, etc.)?  
CDR 1: David’s stroke was at age ten.  At that point, he was in the gifted program at school.  He was taking piano lessons.  
He played soccer.  He loved rollerblading and riding his bike.  He had many friends. He talked of being a plastic surgeon . 
. .of having a. . . big house, and a fancy car.   His father was a physician and David loved both science and art.  Even in 
third grade, the school district approached me and suggested that David be moved up to fourth grade.  He was a 
dedicated and determined student with visions of success, even as a little boy.  
 
GW 2: What was your life like before the stroke (lifestyle, work, hobbies, friends, etc.)? 
CDR 2: Before David’s stroke my favorite saying was, “I love my life.”  We’d just built our dream home, I had my own 
business, and my older son was in private school and happy.  David was doing well both academically and socially.  Life 
was good.  
 
GW 3: How did your son’s life change after the stroke?   
CDR 3: David’s dreams disappeared in an instant with the onset of aphasia.   The school district labeled him 
“developmentally delayed” on his IEP, which I fought to get changed to “learning disabled.”  Moving from the gifted 
program to a classroom with special needs students who were developmentally delayed nearly destroyed David’s self-
esteem.  The kids at school believed he was no longer smart.  He lost all his friends except the little neighbor girl who is 
his friend to this day.   He was now the “kid in the wheelchair who couldn’t talk, read, or write.”  Aphasia was terribly 
misunderstood by others the students and many of the teachers.  And in fairness to them, aphasia is usually seen in a 
nursing home, not in the public school’s elementary grade population.  Eventually, David attended boarding school for 
high school.   This enabled him to get personalized attention, which was extremely helpful.   
 
GW 4: How did your life change after the stroke? 
CDR 4: After the stroke, I needed to devote all my time to support David’s recovery.   There was no choice.  I closed my 
business.  My dreams had ended too.  David’s neuro surgeon had encouraged me “to stimulate” his recovery as much as 
possible.  So, not only did David go to speech therapy, OT, and PT, but also we played games.  I created visual scavenger 
hunts.  I took him to watercolor classes.  I even rented a harp to try to encourage the right hand to move and perhaps 
replace his love of piano, but the right hand never did return its function.   
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Prior to the stroke, I’d been a great mom to both of my sons, Michael and David.  I was also a good wife to my husband 
George.  Now, both Michael and George were put on the back burner.  Michael was used to having me home after 
school to chat with.  Now, I was at outpatient clinics afterschool with his brother.  My husband was used to having a 
cheerful wife with family dinners.  Now, David and I arrived home exhausted; often depressed; sometimes angry; and 
often crying.  Life changed for the entire family; in countless ways.   And, we went from a two-income household to only 
one, yet the expenses had gone up.  The pressure families undergo can’t be understated.  It is often almost too much to 
handle.   
 
GW 5: What was your son’s speech like, right after the stroke? 
CDR 5: David was diagnosed with global aphasia.  He was unable to read, write, process language, speak, or do math.  It 
was even difficult for him to put a simple puzzle together, or copy an image or a circle or square with his left hand.   
 
GW 6: Were you able to communicate with your son well, right after the stroke?   
CDR 6: Slowly, David was able to answer yes or no --with a “squeeze my hand,” if yes.  I’d go through a long list of 
questions until I would discover what it was he wanted.  Unfortunately, in the early months while we were in the 
hospital, there was no interface between the speech-language pathologists and me.  No one explained aphasia.  And I 
had no computer or access to information like they have today.  The year was 1995.   
 
GW 7: Has your son’s communication improved from what it was like, right after the stroke—to what it is like now? 
CDR 7: David has improved in all areas of language.  Things aren’t as easy for him as before, but he lives independently 
and strives to live a normal life.  David is now the Vice President of the Aphasia Recovery Connection, a nonprofit 
organization that is just getting started.  His experience of living with aphasia is helping others today.  The pain and 
difficulties we faced as we went through those first ten years has helped us direct our mission of helping end the 
isolation of aphasia.   
 
GW 8: Do you have any suggestions for people with aphasia, their communication partners, and speech-language 
pathologists who train people to be communication partners?   
CDR 8: I feel strongly that family members need to be trained as communication partners.   I’ve talked with therapists 
and found that sometimes they feel the family is stressed enough, and they don’t want to burden them anymore.  I’d 
argue that by not training them, the burden is greatly intensified.  Communication is always a two way street.  At least 
two people in the key circle of care should be included in therapy training; the patient AND their loved one.   
 
GW 9: Do you think your son’s experience was different from the experience of the typical person/family who 
encounters stroke and aphasia, given that your son was only 10 years old when he experienced the stroke and 
aphasia? 
CDR 9: David had several things going for him.  (1) Because he was still school age and in school, we were able to access 
hundreds of hours of school speech therapy.  (2) His being in school and taking classes required that language skills be 
challenged so that he could perform well in his academic classes.  Because I was able to hire an attorney to advocate for 
us, I was able to get appropriate services related to that.  I spent many hours fighting for David’s IEPs. (3) I was able to 
quit my business to be able to do all of that.  (4) We had the resources to hire outside support both by way of tutors, art 
teachers, and music lessons.  (5) Not every caregiver can devote their time to recovery.  All parents are not able to do 
the things we were able to do! (6) Another thing in his favor was his character.  David already had fierce determination 
and intelligence.  Those things worked in his favor also.  (7) The fact that it happened in the 90’s, when patients could 
assess much more therapy for longer periods, also worked in his favor.  
 
GW 10: Is there anything else you would like to say to the readers, from the family member perspective and/or on 
behalf of your son?  
CDR 10: First, we are so very grateful for and respectful of the field of speech- language pathology.  Speech-language 
therapy is so very key to recovery.  However, unfortunately, today, most people do not get an adequate amount of 
therapy.  That being said, people today have to “own” their recovery.  They need to search out other resources and tools 
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to optimize recovery.  In the past, I think people saw speech therapy as the “one and only way for people with aphasia 
to recover.”  Even now, people sometimes panic when therapy ends.  A better way to look at therapy, given the severe 
insurance limits of today, is to look at therapy as your starting point; the place where you “dive in.”  Once you get your 
bearings, the therapist can guide and direct you.  They teach you how to “swim” alone as the patient moves on; with 
new tools; with new supports; with new and different opportunities.  I think it is really important that speech therapists 
share those tools with their clients prior to discharge.  
Also, the social isolation and the effect on the person can’t be understated.  Depression and loss of motivation are 
common with people with aphasia.  Connecting families to others is healing and powerful.   
 
 
Interview #2 with Ms. Kim Huggins 
(Key:  GW = Gloriajean Wallace,   KH = Kim Huggins) 
 
GW 1: What was your daughter’s life like before the stroke (lifestyle, work, hobbies, friends)?  
KH 1: In 2011, my daughter, Christine, 26, had just passed the Ohio Bar Exam and had landed a wonderful job as a 
Federal Bankruptcy Clerk.  She and her fiancé were planning a Christmas wedding.  She saved money from her first 
paychecks to buy a beautiful satin gown!  The date was set & deposits paid.  A fairytale life waited... 
 
GW 2: What was your life like before the stroke (e.g., lifestyle, work, hobbies, friends)? 
KH 2: My husband Jim and I were so excited for our family.  Nick, our son, had earned a golf scholarship at Northern 
Illinois and would be leaving for college.  We were about to become “empty nesters”.   I would teach second grade and 
Jim would practice law for a few more years and then we would retire.  Perfect plan... 
 
Then in March, I was diagnosed with Breast Cancer.  New plan...I would wear a wig to the wedding!  However, two days 
before my surgery, Christine had a massive stroke!  Unbeknownst to us, she had a patent foramen ovale (PFO or hole in 
the heart).  A blood clot went straight to her brain stopping the oxygen flow.  When her fiancé returned home, he found 
her on the floor.  While his quick action and the expert medical care at the Cleveland Clinic saved her life.  She was left 
with global aphasia, severe fatigue, and daily pain (the feeling of “pins and needles”) on the right side of her body.  Our 
new plan- rely on our family and friends! 
 
GW 3: How did your life change after the stroke? 
KH 3: The next year was a blur of chemo & radiation for me; speech & occupational therapy for Christine!  Our friends 
sustained our existence with prayers, texts, visits, support, information, advice, cards, gifts, meals, money, love & 
encouragement! 
 
During the first year “post stroke,” the wedding was cancelled.  Christine and her black lab, Keats, moved home with us 
to continue her recovery.  Nick survived his first year of college.  Jim worked hard to support us emotionally and 
financially.  Luckily, I was able to retire and my cancer numbers have been encouraging.  Although Christine cannot 
practice law, she is determined to find purpose in her life.  We spend many hours together working on her recovery! 
 
 
GW 4: What was your daughter’s speech and language like, right after the stroke? 
KH 4: Christine could not process language.  The words did not register in her brain.  She smiled and was agreeable but 
she needed many skills refreshed in her mind.  She needed to relearn the names for all objects, verbs, and procedures.  
For example, the procedure for brushing her teeth or warming soup in the microwave.  She had forgotten what foods 
tasted like; so if I gave her a choice between peas or broccoli, she would just point to one and try it.  In addition, the only 
sound she could make was, “Ome.”  We thought she was saying “home” (e.g., Like I want to go home!).  However, she 
thought she was talking in complete sentences and it took her a few days to realize that we couldn’t understand her.  
She could not read or write. 
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GW 5:   Were you able to communicate with your daughter well, right after the stroke?  
KH 5: In the hospital, we communicated by facial expressions and motions.  I am sad that we didn’t have a 
communication board.  Although, I went to speech therapy most of the time with her.  I would then practice letter 
sounds (like /m/, /p/, /t/, and /s/) with her back in the room.  The therapist never suggested using one (a 
communication board).   
 
GW 6: Has your daughter’s communication improved from what it was like, right after the stroke—to what it is like 
now? 
KH 6:  Her language is steadily improving every month.  It is not just one method or idea that helped her. It is a 
combination of strategies that were tried and then revisited when she was ready that have made the most impact.  Here 
are some things that have been helpful:  

(1) Experienced speech therapists have helped guide the way. 
(2) Family, friends and community members have learned strategies to be helpful. 
(3) “Communication partners” giving her the warm support she needs to struggle onward have been helpful! 
(4) For Christine, the extensive breathing and phonetic training exercises to help the apraxia of speech were 

extremely helpful.   
(5) Now, it takes the weekly practice of church choir and the daily practice pronouncing multisyllabic words to 

achieve continued improvement. 
(6) Helpful communication partnering strategies that Christine and I use with one another are included in the 

Aphasia Recover Connection’s “Guide to Living with Aphasia” book.  When communicating with Christine, I smile 
to get my daughter’s attention before I speak.  Also, I speak slower and pause between sentences.  I emphasize 
and show her key words on my phone.  I don’t always correct pronunciation and grammar mistakes.  She gives 
me nonverbal cues if she wants help.  I respect her while assisting her in finding meaning in communication. 

(7) It was meeting David Dow that perhaps helped her the most!  David and his mom, Carol Dow Richards, “get it” 
and are fun and positive to be around!  Together we started the largest on-line support group for people 
recovering from aphasia, their family and friends!  These are the most accepting people on earth!  Their tips, 
support, and encouragement have sustained Christine’s continued improvement! 

(8) The availability of the best technology (including apps and training) is another key factor in her willingness to get 
out and LIVE LIFE! 

 
GW 7: Do you have any suggestions for people with aphasia, their communication partners, and speech-language 
pathologists who train people to be communication partners?  
KH 7: Yes, I have 5 suggestions.  

(1) Find a SLP who has experience in aphasia recovery!  
(2) Buy an iPad or iPhone for the person with aphasia. 
(3) Buy Aphasia Recovery Connection’s Guide to Living with Aphasia, by Carol Dow Richards and Amanda Anderson.   

It is a great, practical resource book. 
(4) Visit websites for more information. Here are a few good ones to start with. 

a. National Aphasia Association:  www.aphasia.org 
b. National Stroke Association:  www.stroke.org 
c. American Heart Association:  www.strokeassociation.org 
d. Aphasia Recovery Connection:  aphasiarecoveryconnection.org 
e. ARC Facebook Group:    www.facebook.com/groups/Aphasia.Recovery.Connection/ 

(5) Join a local support group. 
 
  

http://www.aphasia.org/
http://www.stroke.org/
http://www.strokeassociation.org/
http://aphasiarecoveryconnection.org/
http://www.facebook.com/groups/Aphasia.Recovery.Connection/
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GW 8: What helps you and your daughter the most, in terms of what helps you to deal with challenges that the 
aphasia imposes? 
KH 8: An important part of aphasia recovery is helping Christine find purpose in her life, until she is ready to do things on 
her own.  The other extremely important thing is technology!  There are many apps to help her organize her life.  Text to 
speech and speech to text; Google Images and Pinterest; DVR, TiVo, Netflix, Hulu, and YouTube Videos on “how to do” 
about anything; camera phones, Skype, and Facebook. 
 
GW 9: Is there anything else you would like to say to the readers, from the family member perspective and/or on 
behalf of your daughter? 
KH 9: The best way to climb a mountain is one-step-at-a-time.   
Start climbing!  Aphasia Recovery Connection (ARC) is with you for this adventure! 
 
Closing Comment about the Part II Interviews 
I am appreciative to these families for the level of intimacy they have shared because of a genuine desire to provide 
depth and authenticity.  I hope that this information will move the reader to reflect on the role/s they share in helping to 
shape a positive life participation profile for people with aphasia and their families (1) throughout the spectrum of 
health and rehabilitation care (acute through chronic) and (2) throughout the life span (by preparing the person for, and 
supporting the person when-- they are beyond the point of formal treatment).   
 
Candid information expressed in these interviews highlights the importance of each speech-language pathologist, 
medical and rehabilitation team member, family member, community member and friend.  Like pieces to a puzzle, we 
each play a critical, supportive role in assisting the person with aphasia in reaching their highest potential, their fullest 
level of life participation.   
 
For more information about ARC, please visit the ARC website at:  http://www.aphasiarecoveryconnection.org/  
 
People with aphasia, family members, and professionals are welcome on the ARC Facebook Group site at: 
https://www.facebook.com/groups/Aphasia.Recovery.Connection/
  

 
 
 
 
 
 

 

 
 
  

http://www.aphasiarecoveryconnection.org/
https://www.facebook.com/groups/Aphasia.Recovery.Connection/
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Assessing Communicative Quality of Life in 
Aphasia: Literature & Recommendations 

 

Emily Parsons & Violet Cox 
 
Abstract 
Current measures of stroke-related quality of life are limited in their ability to provide a 
comprehensive psychosocial and communicative profile that is both functional and 
individualized.  Current research suggests the need for a new type of quality of life 
questionnaire, exclusively addressing aspects of quality of life that relate only to 
communication.  This new method of measurement would provide a comprehensive, in-depth 
look into a variety of aspects of communicative quality of life across multiple domains. 
Additionally, it is suggested that this new method of measurement should provide the 
opportunity to assign an importance ranking for items tested.  This would allow the tester 
to determine which areas of communicative quality of life the client values most.  It is 
suggested that, to be maximally relevant, people with aphasia should contribute to the 
development of assessment instruments of this type in the future. 
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Aphasia Friendly Article 
           

 
Learning Objectives  
1) State key components of existing measures of quality of life in aphasia. 
2) List ways in which quality of life measures may be enhanced to provide a more individualized 
profile for people with aphasia 
3) Explain therapeutic benefits of an improved system of measuring communicative quality of life 

 
 

An estimated one million individuals suffer from aphasia in the United States (National Aphasia Association, 1999). 

Aphasia is a language disorder that results from brain damage, and can lead to impairments in the expression, 
comprehension, and social use of language. The overall effects of a language disorder such as aphasia may be extensive, 
and may result in a lasting impact on social functioning and psychological wellbeing. Aphasia often leads to significant 
changes within the affected individual’s life, many of which can have lasting effects on social and emotional functioning, 
self-esteem, and perceived self-worth. The language impairments experienced by those who have neurological damage 
may be significant, but it is imperative to view the condition from a complete perspective, taking into account the social 
and emotional impact of the disorder. The ways in which aphasia is viewed from a social and emotional standpoint is 
termed, the psychosocial approach to aphasia.   
 
  

 

Emily Parsons 

 

 

Violet Cox 
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The Psychosocial Approach to Aphasia 
The psychosocial approach to aphasia is complex, and 
encompasses a wide range of social and emotional 
concepts. The concepts of the psychosocial approach 
are diverse and multidimensional, and involve 
psychological effects, changes in identity and sense of 
self, depression, disability, self-esteem, functionality, 
lifestyle changes, stigma, relationships, role changes, 
and professional effects (Brumfitt, 2006). 
 
These above listed outcomes vary among individuals, 
and hold significant implications for both the person 
with aphasia and those close to them. Emotional 
disturbances are commonly exhibited in people with 
aphasia. Research reveals a variety of potential 
emotional responses, including mania and delirium, as 
well as depression, anxiety, and loss of interest (Code & 
Herrmann, 2003).  
 
Depression in particular, is a commonly observed 
symptom in individuals with aphasia. The causes of 
depressive symptoms are complex, and can often occur 
as a result of organic and neurological factors (Code & 
Herrmann, 2003). While there can be physiological 
reasons for depressive symptoms to develop in people 
with aphasia, depression may also present as a result of 
reactive causes. This reactive form of depression occurs 
as the individual copes with their newfound disability as 
well as changes in independence and social functioning 
(Code & Herrmann, 2003). Reactive or secondary 
depression has been found to be particularly common 
in those who initially denied the consequences of the 
stroke, or those who remained optimistic about a rapid 
recovery and reintegration into their premorbid lifestyle 
(Hermann & Wallesch, 1993).   
 
The depression associated with stroke and aphasia is 
interlinked with the grieving process, and can be 
associated with senses of loss of person, loss of self, and 
loss of object (Brumfitt, 1993). Similar to what has been 
described in the literature on the death and dying 
grieving process, individuals with aphasia may 
experience symptoms of denial and anger, and may feel 
a loss of integrity, increased social isolation, and loss of 
ownership (Code & Herrmann, 2003). Astrom, 
Adolfsson, and Asplund, (1993) suggest that symptoms 
of depression may increase immediately following the 
incidence of stroke, but often subside slightly after a 
year of recovery. Interestingly, this study also notes that 
depression levels tend to increase throughout the next 

few years of recovery, suggesting that negative changes 
in daily living and psychosocial functions can result in 
higher levels of reactive depression. Given that the 
psychological impact of aphasia can change and 
progress with time, it is imperative that caretakers, 
clinicians, and people with aphasia alike understand the 
timeline of emotional consequences so that timely 
assessment and intervention can take place.  
 
The psychosocial approach to aphasia addresses not 
just the psychological impact of the condition, but also 
the changes in social participation that often result. The 
World Health Organization (WHO) suggests a number of 
functions which fall into the category of life 
participation and activities. These areas of participation 
and activity include the ability to learn and apply 
knowledge, communication ability, mobility, self-care, 
domestic life, interpersonal relationships, and 
community/social life (World Health Organization, 
2002).  People with aphasia can experience a feeling of 
reduced social participation due to the cognitive and 
communicative deficits frequently experienced 
(Dalemans, de Witte, Wade, & van den Heuvel, 2010). 
Dalemans et al. (2010) discovered an additional 
component to the social participation model, showing 
that while physical participation in activities is 
important to people with aphasia, what appears to be 
more valuable is the feeling of being communicatively 
engaged in activities and interactions. Data gathered 
from people with aphasia and their caregivers 
suggested that personal, social, and environmental 
factors play a significant role in the level of engagement 
people with aphasia feel during social participation 
(Dalemans et al., 2010).  
 
Individuals with communication impairments may feel 
increased levels of isolation resulting from reduced 
social networks. Vickers (2010) determined that the 
social networks of people with aphasia shrink after the 
onset of aphasia. A general loss of communication 
opportunities is also evident. As a result, these 
individuals perceive increased levels of social isolation 
(Vickers, 2010). Additionally, Hilari (2011) notes that 
friendships, group integration, and engagement within 
social circles tend to be more impaired in individuals 
with aphasia. These perceptions of social impairment 
can be detrimental to one’s self-worth and emotional 
state. Generally speaking, perceptions of engagement 
within a social network are a significant part of the 
psychosocial view of aphasia. Overall, the psychosocial 
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viewpoint encompasses an individualized combination 
of psychological well-being, social interaction and 
engagement, and participation ability. All of this 
combined constitutes the idea of an individualized 
perspective of quality of life.  
 
Review of the Literature 
Quality of Life Defined 
The World Health Organization (WHO) broadly defines 
quality of life (QOL) as a broad multidimensional 
concept that usually includes subjective evaluations of 
both positive and negative aspects of life (The WHOQOL 
Group, 1998). QOL is a complex notion that can be 
assessed from a variety of perspectives. Areas typically 
researched include overall QOL, health-related quality 
of life (HRQL), subjective and psychological well-being, 
life satisfaction, and positive and negative affect 
(Cruice, Hill, Worrall & Hickson, 2010).  The components 
of quality of life are likely to differ greatly, based upon 
whether or not the stroke survivor suffers from aphasia. 
The quality of life of stroke survivors without aphasia 
may focus largely on impairments in physical 
functioning and other health-related effects. This HRQL 
reflects the effects of a health condition on an 
individual’s ability to lead a fulfilling life and 
incorporates the perception of, and satisfaction with 
physical, emotional, family, and social functioning (Hilari 
& Byng, 2009). Frequently the HRQL research focuses 
on the physical limitations experienced by the patient, 
assessing the ability to complete functional tasks and 
activities of daily living. The examination of HRQL in 
those who have suffered a stroke tends to focus 
predominantly on physical limitations and rehabilitation 
for functional tasks, rather than the social and 
emotional impact of the impairment. The Barthel Index 
(Mahoney & Barthel, 1965) for example, is a commonly 
used stroke outcome measure; however it does not 
offer an assessment of language impairment and is 
therefore most useful for stroke survivors without 
aphasia.  Thus, this type of assessment ignores the 
impact that aphasia has on QOL (Williams, Weinberger, 
Harris, Clark & Biller, 1999). Quality of life for a stroke 
survivor with the diagnosis of aphasia is likely to include 
a number of additional factors, including but not limited 
to social functioning and communicative independence. 
These factors are further discussed below.  
 
It is worth noting that some investigations have found 
that individuals with aphasia may perceive physical 
functioning to be of higher importance than resulting 

psychosocial factors. Cranfill & Wright (2010) found that 
severity of physical limitations were of greater concern 
to people with aphasia, as compared to communicative 
and psychosocial elements. It is important to note 
however, that 40% of the participants in this study were 
one month post-onset of the stroke (Cranfill & Wright, 
2010). As discussed previously, many people with 
aphasia experience the most damaging social and 
emotional effects in the first two years following a 
stroke, due to depression resulting from changes in 
social and psychological functioning (Astrom et al., 
1993).  While physical ability is inarguably an important 
consideration in the analysis of HRQL in those with 
aphasia, it is also necessary to have a means to assess 
the psychosocial outcomes of the impairment.   
 
Independence levels, the ability to develop and 
maintain social relationships, and accessing activities of 
daily living are some of the primary areas affected by 
aphasia (Ross and Wertz, 2003). More specifically, 
research suggests a variety of consequences resulting 
from aphasia, including changes in communication 
situations and relationships, reduced social interaction, 
loss of autonomy, restricted activities, stigmatization, 
emotional lability, dependency, anxiety, loneliness, 
irritation, stress, and frustration (Cruice et al., 2010). 
Some additional QOL elements revealed in the 
literature include a reduced sense of social support, 
occupational and professional changes, reduced ability 
to read and write, and the idea that rehabilitation tends 
to help these negative feelings (Natterlund, 2010). All of 
the above mentioned psychosocial concerns are 
considered to be highly subjective, and can vary 
significantly among individuals. The individualistic 
nature of assessing and measuring emotional 
components of QOL makes it challenging for clinicians 
to gather valid information from their patients. 
Furthermore, the difficulty of gathering personal 
information and perceptions from individuals with 
impairments in language expression and 
comprehension can be extremely problematic (Cranford 
& Wright, 2010). Therefore, a variety of methods have 
been used in the research to gather this pertinent 
information.  
 
Methods Used in Obtaining Quality of Life Information 
Much of the aphasia-related HRQL research employs 
investigative measures that are highly individualized. 
These methods often involve the use of interviews, self-
report, and report by proxy. Cruice et al. (2010) utilized 
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the interview approach, asking participants six, open-
ended interview questions in a structured interview 
setting. Questions inquired as to what constitutes 
individual QOL, what takes away from QOL, and how 
communication impacts QOL. Results were then 
analyzed somewhat objectively for general themes and 
concepts, such as “personal interests” (Cruice et al., 
2010). Natterlund (2010) employed similar methods, 
using a conversational interview format to obtain QOL 
information. The conversational interview format 
focused on experiences of social support and everyday 
activities. The interviewer used follow-up questions and 
comments to elicit more detailed responses when 
needed. Content was again analyzed for general themes 
(Natterlund, 2010).  Dalemans et al. (2010) asked 
participants and caregivers to keep diaries recording 
daily activities in a variety of settings for two weeks. The 
researchers noted the advantages of keeping a diary 
included reduced time pressure and increased 
opportunities to reflect (Dalesmans et al., 2010). Semi-
structured interview questions were developed based 
on the information recorded in the individual diaries. 
Data was analyzed and themes were generated, such as 
perceived social participation and communication skills 
(Dalemans et al., 2010). While the subjectivity of 
information obtained through methods such as these 
can be of concern, it is often necessary to use these 
techniques when striving to obtain perceptions of social 
and emotional concepts.  
 
A more objective means of obtaining HRQL information 
in people with aphasia includes the use of structured 
assessment tools and questionnaires. It is often difficult 
to include individuals with aphasia, particularly severe 
receptive aphasia, in measures of self-report such as 
questionnaires, due to the reduced ability to 
understand task directions. As a result, these individuals 
have often been excluded from stroke-related QOL 
research. In many cases where people with aphasia are 
included, only those with mild or expressive aphasia 
have been involved (Cruice et al., 2010; Bose, McHugh, 
Schollenberger & Buchanan, 2009). Moreover, in 
investigations that do include individuals with more 
severe forms of aphasia, it is often necessary to use 
proxy respondents (Duncan, Lai, Tyler, Perera, Reker, & 
Studenski, 2002). While proxy respondents can be 
useful, reliability is typically strongest on measures of 
observable physical behaviors, and not on subjective 
areas such as cognition, emotion, and communication 
(Duncan et al., 2002). Proxy respondents have also been 

found to rate people with aphasia as having greater 
overall impairment and lesser QOL in comparison to the 
ratings of the patients themselves (Sneeuw, Aaronson, 
de Hann, & Limburg, 1997). Sneeuw et al. (1997) note, 
despite the possible limitations of using proxy 
respondents for obtaining QOL information, the 
benefits of using this type of system typically outweigh 
the drawbacks.  
 
A method of assessment was created to allow for 
individuals with aphasia to provide their own responses, 
and thus avoid the need for proxy respondents. The Life 
Interests and Values (LIV) Cards are a picture-based 
assessment that provides individuals with aphasia the 
opportunity to communicate directly regarding current 
and preferred activities (Haley et al., 2013). 
Furthermore, it has been determined that participant 
and proxy responses using the LIV Cards are not always 
consistent. The researchers found only 74% agreement 
among current activities of interest and 71% agreement 
among desired activities (Haley et al., 2013). This notion 
further supports the previously mentioned concern that 
proxy respondents may provide incorrect information 
and therefore impact the accuracy of a personalized 
QOL profile.  
 
Questionnaires used for assessment of HRQL in people 
with aphasia tend to assess a variety of functional areas. 
These tools can vary in their focus, from the physical to 
the emotional. While many stroke-related HRQL 
assessments were not developed using individuals with 
language impairment, several exist that help to gain 
insight into QOL from a psychosocial standpoint. Areas 
typically addressed on these measures include 
perceptions of language, personality, cognition, energy, 
mood, family and social roles, professional roles, 
communication, self-care, psychosocial functioning and 
physical ability (Hilari, Byng, Lamping & Smith, 2003). 
Measures that are generated for use with people with 
aphasia implement features that facilitate greater ease 
of use in these individuals. Examples of this include 
simplified language, illustrations, larger print size, 
meanings conveyed in multiple ways, and vertical 
presentation (Bose et al., 2009). These modifications 
can help to reduce the need for proxy respondents. 
Many of the HRQL questionnaires available offer a 
means to objectively evaluate QOL in aphasia. In 
addition, these questionnaires provide a direction for 
treatment, and a method to utilize a more emotionally 
centered approach (Hilari et al., 2003).  
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The Development of Pertinent Quality of Life 
Questionnaires 
The Stroke-Specific Quality of Life Scale (SS-QOL) was 
developed in 1999 as a tool to evaluate HRQL in 
individuals who had recently suffered a stroke (Williams 
et al., 1999). The measure was developed to offer a 
patient-derived responsive tool, suitable for proxy use, 
to be used in stroke clinical trials (Williams et al., 1999). 
To determine appropriate questionnaire items, the SS-
QOL developers personally interviewed ischemic stroke 
patients. Common themes were identified from these 
interviews, and incorporated into the development of 
the measure. In the construction of this particular tool, 
no individuals with language impairments or cognitive 
deficits were used. Specific questionnaire items were 
selected not only from interview responses, but also 
through a review of other instruments (Williams et al., 
1999). A five-point Likert scale was developed, and 
response sets included amount of help needed, amount 
of trouble experienced completing tasks and agreement 
with statements pertaining to level of functioning. 
Greater scores indicate less impairment (Williams et al., 
1999). Twelve subdomains were identified during the 
development of questionnaire items. The subdomains 
include: energy, family roles, language, mobility, mood, 
personality, self-care, social roles, thinking, upper 
extremity function, vision, and work/productivity 
(Williams et al., 1999).  The final product consisted of 
forty-nine items, examples of which include “did other 
people have trouble understanding what you said?” and 
“did someone else have to drive you around?”  While 
the SS-QOL appears to be an effective means to 
measure overall QOL in stroke patients, a certain 
number of limitations are present. The drawbacks of 
the SS-QOL as a HRQL tool for people with aphasia 
include the omission of individuals with language and 
cognitive impairments from its development, as well as 
the use of a less than diverse stroke population 
(Williams et al., 1999).  
 
The SS-QOL was adapted by Hilari et al. (2003) to 
include individuals with aphasia. This adaptation was 
due to the increased need for a HRQL scale to use with 
people with aphasia in clinical trials and evaluation. 
Thus, the Stroke and Aphasia Quality of Life Scale-39 
(SAQOL) was developed (Hilari et al., 2003). The forty-
nine items that make up the SS-QOL were used in the 
development of the SAQOL, and four additional 
communication-based components were added. These 
components related to difficulties comprehending 

speech, impaired decision making, and the influence of 
language difficulties on family and social functioning. 
The SAQOL focuses on the same twelve subdomains 
listed in the SS-QOL, and also uses a five-point Likert 
scale for scoring (Hilari et al., 2003). The tool is 
comprised of thirty-nine items. Participants tested were 
selected from a variety of settings, and were 
characterized as having aphasia for at least one year 
post stroke. In the test of the measure, 87% of the 
participants were able to self-report. This provides 
evidence that the SAQOL is relatively accessible for 
people with aphasia, and thus the use of proxy 
respondents might be avoided (Hilari et al., 2003). The 
SAQOL was later adapted into the SAQOL-39g, following 
the evaluation of its use in a generic stroke sample 
(Hilari, Lamping, Smith, Northcott, Lamb & Marshall, 
2009). Hilari et al. (2009) noted that the SAQOL-39g 
demonstrates strong validity and reliability, and is 
appropriate for use in QOL evaluations in both 
individuals with and without aphasia. Additionally, the 
authors noted that the SAQOL-39g can be used with any 
level of severity in expressive aphasia (Hilari et al., 
2009).  
 
While the SS-QOL and the SAQOL-39g are designed to 
provide a general picture of HRQL, the American Speech 
Language Hearing Association’s Quality of 
Communication Life Scale (QCL) is a measure designed 
to look specifically at those aspects of QOL that deal 
with communication impairment (Paul, Frattali, Holland, 
Thompson, Caperton & Slater, 2004). The QCL consists 
of seventeen items, and assesses the role 
communication difficulty plays in personal relationships, 
social life, autonomy, well-being, and participation in 
educational, social, and professional activities (Bose, 
McHugh, Schollenberger & Buchanan, 2009). The QCL 
addresses three functional domains specific to 
communication impairment. These domains include 
socialization, confidence/self-concept, and 
roles/responsibilities. A five-point Likert scale is used for 
scoring, with higher scores representing decreased 
impairment. The QCL is beneficial because it facilitates 
comprehension, which reduces the need for proxy 
respondents. Additionally, administration is timely and 
effective, allowing for ease of use in both clinical and 
research domains (Bose, McHugh, Schollenberger & 
Buchanan, 2009). Interestingly, in comparing the QCL 
with the SAQOL-39g, Bose et al. (2009) determined that 
the two assessments do not correlate with one another 
on most domains. The authors note that this lack of 
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correlation is likely related to the fact that the two 
measures assess different, but equally significant areas 
of QOL.   
 
Cherney, Babbitt, Semik and Heinemann (2011) also 
determined the need for an assessment that specifically 
addressed communication impairment. This 
investigation dealt explicitly with communicative 
confidence, a factor that is not typically included in 
standard QOL measurements (Cherney et al., 2011). The 
researchers proposed the development of the 
Communication Confidence Rating Scale for Aphasia 
(CCRSA) that reworded eight items from the ASHA QCL 
(Cherney et al., 2011). The goal was thus to determine 
how communicative confidence is impacted by 
treatment and how it relates to QOL. Results supported 
the usefulness of such a measure; however the authors 
noted the need for a larger sample size consisting of 
participants with varying levels of communicative 
impairment (Cherney, 2011).  
 
The Need for a New Type of Questionnaire  
While the QCL and the CCRSA may effectively target 
communicative QOL in a way that many of the other 
questionnaires do not, a disparity still exists between 
the highly individualized nature of QOL in individuals 
with aphasia, and the available methods of assessing it. 
Furthermore, because perceptions of QOL vary based 
on personal beliefs, feelings, and circumstances, it is 
nearly impossible to assume that one brief 
questionnaire can appropriately represent what is truly 
impacting the highly personalized perceptions of QOL. A 
clinician or researcher should be able to assess QOL 
using a questionnaire that not only outlines current 
emotional state, levels of functioning, and social 
interaction, but also pinpoints how important these 
particular elements are to the individual being assessed. 
Cranfill and Wright (2010) sought to determine levels of 
importance related to items on the SAQOL and the QCL. 
Participants were given the questionnaires, and in a 
one-to-one interview format, were asked to rank each 
item based on perceived level of importance, on a five 
point scale (Cranfill & Wright, 2010). In the case of this 
particular investigation, the participants placed the 
highest value on the questions related to physical 
functioning on the SAQOL. While this may not provide 
any direct insight into which type of questions might be 
most beneficial in the realm of communication-specific 
perceptions of QOL, the study offers an intriguing look 
into the importance of determining what constitutes 

QOL for a given individual.   It is important to note that 
very little research has been completed addressing 
importance ranking in quality of life assessment (Cranfill 
& Wright, 2010). This being the case, it is likely that 
similar studies completed on varied populations would 
yield different results due to the highly individualized 
nature of quality of life.  
 
Another investigation regarding personal perceptions of 
importance was completed via an in depth analysis of a 
wide variety of issues affecting life participation in 
individuals with aphasia using a measure called The 
Profile of Functional Activities and Life Participation 
(PFALP)(Wallace, 2010). The PFALP is part of a 
comprehensive evaluation termed the Reliable 
Assessment Inventory of Neuro-Behavioral Organization 
(RAINBO) (Wallace, 2010). The research investigated a 
wide variety of life participation and QOL elements in 
those with aphasia, including types of functional 
activities typically engaged in, judged proficiency of 
activity performance, performance satisfaction, and 
participation restrictions (Wallace, 2010). This 
investigation is unique in that it not only encouraged 
participants with aphasia to describe personally 
relevant activities commonly completed in their daily 
lives (using picture-based assessment), but it also 
provided participants the opportunity to express which 
areas of performance led to greatest dissatisfaction. 
The investigation found that participants viewed 
themselves as adjusting appropriately to life with 
aphasia; however they reported significant 
dissatisfaction with activity performance comprising life 
participation (Wallace, 2010). The research also 
indicated that individuals with aphasia see the need for 
greater assistance following stroke rehabilitation to 
improve life participation. A study of this nature 
improves the ability to understand the unique nature of 
QOL by giving individuals with aphasia the opportunity 
to describe highly personalized daily activities, and to 
state how satisfied they are with their ability to perform 
these activities.  
 
Generally speaking, a significant number of HRQL 
measures exist that assess post-stroke functioning, 
particularly in the physical sense, such as Stroke-Specific 
Quality of Life Scale (Williams, Weinberger, Harris, Clark 
& Biller, 1999). A smaller number of QOL tools have 
incorporated individuals with aphasia into their 
development. While the SAQOL incorporates people 
with aphasia into its use and design, only the QCL 
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focuses directly on the ways in which communication 
impairment effects QOL. Furthermore, with the 
exception of the interview process used in the item 
generation of the measures, little opportunity is given 
for people with aphasia to indicate if items on the 
available tools are representative of personal 
perceptions of QOL. Therefore, it is necessary for a 
clinical assessment tool to evaluate the communicative 
and psychosocial components of QOL, as well as assess 
importance rankings within subdomains. This approach 
will not only provide clinical insight, but will also offer 
therapeutic direction for researchers and clinicians 
alike.   
 
Recommendations for Enhancement of Quality of Life 
in Aphasia Measurements 
An ideal QOL for an individual with aphasia-related 
communication impairments would involve many 
components, from the physical, to the emotional. For 
some, QOL is most affected by the ability to perform 
physical tasks, such as walking, bathing, and dressing 
(Cranfill and Wright, 2010). For others, the 
psychological implications and changes in social 
functioning may have the greatest impact. For most, 
QOL appears to involve a combination of these 
elements, including proper functioning within 
relationships and social roles, sufficient independence, 
adequate participation in activities, and physical and 
emotional wellbeing (Cruice et al., 2010). While it is 
possible to assess QOL as it relates to physical 
functioning using a variety of measures, few tools exist 
that provide a comprehensive view of psychosocial 
components of QOL in relation to communication 
impairments.  Furthermore, because QOL is a highly 
individualized construct, it is impossible to determine 
whether QOL is adequate or impaired without input 
from the individual. Therefore to truly determine what 
an ideal QOL is for someone with aphasia, it is necessary 
to provide an opportunity to rank items based on 
perceptions of importance. While performance 
satisfaction of a wide range of functional activities has 
been addressed in previous investigations (Wallace, 
2010), it is important to allow participants the 
opportunity to rank levels of perceived importance on a 
quality of life questionnaire focused exclusively on 
communicative elements.  It is through this technique, 
that an individualized notion of QOL can be established. 
 
An ideal design framework for an aphasia-related QOL 
questionnaire with a psychosocial focus would involve a 

variety of components. These components would 
address not only psychological functioning and 
perceived self-worth, but also changes in independence, 
social roles, and cognitive functioning. In addition, a 
QOL questionnaire of this nature would also offer an 
opportunity for clients to rank the level of importance 
of each of these factors from an individual standpoint. 
This process would help to prioritize treatment by 
providing a highly individualized profile of personal 
perceptions of quality of life.  
 
Emotional wellbeing. Emotional disturbance, including 
depression, anxiety, and reduced feelings of self-worth 
is common in individuals with aphasia (Code and 
Herrmann, 2003). Therefore, it is necessary that a tool 
designed to assess factors of psychosocial QOL address 
these elements of emotional wellbeing.  The Stroke and 
Aphasia Quality of Life Scale (Hilari et al., 2003) 
measures areas of emotional functioning under the 
subcategories of mood, energy, and personality. 
Related questions address levels of emotional fatigue, 
disinterest, irritability, and reduced confidence (Hilari et 
al., 2003). An improved assessment measure would 
offer an in-depth assessment of the relationship 
between communication impairments and components 
of anxiety, depression, emotional instability and 
reduced self-worth. Additionally, a questionnaire of this 
nature should allow for a more individualized 
assessment of importance through the use of a rating 
system. Participants would be given the opportunity to 
rank the levels of QOL impact and importance related to 
each of the tested elements.  This would not only 
provide a more complete understanding of the 
psychological functioning of people with aphasia, but 
also offer insight into which emotional aspects are most 
detrimental to a particular individual.  
 
Perceived levels of independence. An important aspect 
of any QOL questionnaire with a psychosocial focus 
involves measuring changes in independence and the 
ability to provide self-care as a result of impaired 
communication. The onset and progression of aphasia 
can result in significant changes in one’s ability to live 
an independent lifestyle. Due to reduced levels of 
physical, cognitive, and communicative functioning, 
people with aphasia may find themselves reliant on 
caregivers for tasks such as making phone calls, 
shopping, or ordering food in a restaurant. Other QOL 
assessments address levels of independence by 
evaluating assistance needed to eat, get dressed, or use 
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the toilet (Williams et al., 1999). An improved QOL 
assessment would address levels of independence in a 
more in-depth manner as related to communicative 
functioning. Thus, the focus would not just be on the 
ability to perform activities of daily living, but on 
general perceptions of communicative independence 
and the impact that reduced levels of independence can 
have on psychological wellbeing. Additionally, 
participant’s personal views regarding the importance 
of being independent would be evaluated when 
assessing this aspect of QOL.   
 
Role changes. Changes within the way an individual 
functions within his or her family and social network are 
often inevitable in the event of aphasia. The Quality of 
Communication Life Scale (Paul et al., 2004) and the 
Stroke and Aphasia Quality of Life Scale (Hilari et al., 
2003) briefly assess components of family roles and 
social roles. However, individuals with significant 
communication disorders may also experiences changes 
within the professional realm, and thus be unable to 
resume their occupational roles.  A QOL questionnaire 
with a psychosocial focus should address all role 
changes that result from language impairments in a 
more comprehensive manner, and include changes in 
professional responsibilities. An improved scale would 
evaluate role changes, as well as rank changes based on 
the perceived level of importance for a given individual.  
 
Summary and Implications 
In summary, the ideal quality of life assessment for 
people with aphasia should provide a comprehensive 
assessment of emotional wellbeing, levels of 
independence, and changes in roles and participation. 
Numerous QOL questionnaires addressing these 
parameters exist, however few have incorporated 
participants with aphasia into their development or 
clinical use. Furthermore, little opportunity has been 
provided for people with aphasia to indicate if items on 
the available tools are actually representative of 
personal perceptions of QOL. Therefore, it is necessary 
for a clinical assessment tool to evaluate the 
communicative and psychosocial components of QOL, 
as well as to assess individualized importance rankings 
within specified domains. A newly developed measure 
that addresses key components of communicative 
quality of life in stroke survivors with aphasia could 
offer a novel and useful means for measuring 
communicative quality of life and the accompanying 
personal perceptions. With the development and 

subsequent use of this measure, cognitive-linguistic 
therapy for individuals with aphasia has the opportunity 
to not only become highly individualized, but personally 
relevant as well.  
Correspondence concerning this article should be 
addressed to: 
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The Promise of Learning Potential Assessment 
to Predict Outcomes in Adults with and 

without Stroke 

 

Sarah Grace Hudspeth, Lindsay Meredith, & Jessica Richardson 
 
Abstract 
Limited third-party payer coverage for therapy following stroke has created a need for 
improved prognosis and personalization of treatment. Learning potential (LP), defined as the 
ability to benefit from training, may be useful for predicting recovery and treatment response. 
LP has been investigated in child language, schizophrenia, and brain injury, among other 
populations; however, there is limited information regarding the utility of LP in post-stroke 
populations, specifically in persons with aphasia (PWAs). Given its utility in other adult 
populations, LP may be a good predictor of treatment response in PWAs. However, further 
research is needed to establish norms and determine the reliability and validity of LP 
assessments in this population. The question of whether LP measures should assess abilities 
across different domains (e.g., language, visuospatial, motor, etc.), or focus on a single 
domain, should be addressed. LP has great potential to predict post-stroke individuals who 
may benefit from a specific treatment, but several gaps in our knowledge must be addressed 
prior to adoption of LP assessment in clinical practice for treatment planning and treatment 
response. 
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Learning Objectives  
1) Define and identify the essential components of learning potential assessment. 
2) Discuss the implications of learning potential for individuals with stroke. 
3) Discuss the relevant literature regarding learning potential assessment. 

 

 
Stroke is one of the leading causes of death in the United States, with approximately 

800,000 people suffering a stroke each year (Go et al., 2013). Aphasia, a language 
impairment that can affect comprehension and/or expression, is one of the many 
deficits that can be present in stroke survivors (Go et al., 2013; Lambon Ralph, Snell, 
Fillingham, Conroy, & Sage, 2010). Persons with aphasia (PWAs) may experience 
difficulty with retrieving words, understanding what others are communicating, using 
appropriate grammar, reading, and writing.  
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Speech-language therapy is generally accepted to be 
more effective than not receiving treatment (Hallett, 
2001; Holland, Fromm, DeRuyter, & Stein, 1996; Robey, 
1994), but outcomes following therapy are variable, 
even when considering the degree of language 
impairment and the therapy approach utilized (Lambon 
Ralph et al., 2010). Some PWAs demonstrate dramatic 
recovery in the period immediately following a stroke, 
but many individuals continue to experience language 
difficulties even after this time period (i.e., spontaneous 
recovery) has ended. Research has shown that 
individuals with persistent deficits can continue to make 
treatment-induced gains in communication years and 
even decades after their stroke (Robey, 1994; Holland 
et al., 1996; Fridriksson et al., 2012).  
 
Individuals post-stroke often have limited third-party 
payer coverage for therapy and also may be unable to 
pay for therapy out of pocket, reducing the amount of 
therapy they can receive. Given limited coverage and 
financial difficulties, it is vital for therapy to be focused 
and intentional so that individuals receive the greatest 
benefit in the most efficient therapy course. To 
maximize benefit, speech-language pathologists need to 
know what extrinsic and intrinsic person factors relate 
to treatment outcomes. Extrinsic motivation occurs 
when individuals are motivated to perform a behavior 
or engage in an activity to earn a reward, which in the 
case of stroke survivors is to get better and reduce the 
severity of the impairments. On the other hand, 
intrinsic motivation involves engaging in behavior 
because it is personally rewarding and enjoyable (e.g., 
scrapbooking, knitting, putting together a puzzle) rather 
than the desire for an external reward.  Thus, 
researchers are working to identify predictors for 
recovery and success in treatment for those with 
chronic post-stroke impairment. Current research into 
treatment predictors includes a variety of behavioral 
(e.g., discourse performance, pre-treatment naming) 
and neurophysiological (e.g., cerebral perfusion, 
functional activation) measures (Fridriksson, 2010; 
Fridriksson, Richardson, Fillmore & Cai, 2012; Gialanella, 
Santoro, & Ferlucci, 2013; Lambon Ralph et al., 2010; 
Ross & Wertz, 1999). In other clinical populations, one 
behavioral measure that has been investigated in terms 
of ability to predict treatment response is learning 
potential (LP), or the capacity to learn from direct 
instruction.  
 

Learning Potential and Dynamic Assessment 
Readers are likely familiar with Vygotsky’s (1978) Zone 
of Proximal Development (ZPD) theory, which describes 
the interaction between an individual’s actual 
developmental level and their capacity to learn. When 
individuals are asked to perform a task at or below their 
developmental level, they should be able to complete 
the task independently. However, if they are presented 
with a task above their actual developmental level but 
within their ZPD, they will be able to complete the task 
when given sufficient support from a “more 
knowledgeable other”. If individuals are presented with 
a task beyond their ZPD, they will not be able to 
complete it, even with help. The size of the ZPD varies 
with each individual and depends on a variety of 
factors, including innate cognitive ability, degree of 
exposure to various learning opportunities (both 
experiential and academic), and the amount of learning 
that the individual has already completed. The ZPD can 
also be described as an individual’s LP and conceptually 
is quite similar to what is known as fluid intelligence.  
Crystallized and fluid intelligence are the two factors 
that constitute general intelligence (Cattell, 1963). 
Crystallized intelligence can be considered a measure of 
prior learning, and as such, is highly dependent on the 
types of educational and experiential opportunities that 
have been afforded to an individual. Fluid intelligence, 
on the other hand, can be considered a measure of an 
individual’s capacity to learn new information given 
training. LP, or cognitive modifiability (Feuerstein et al., 
1981), is therefore a measure of fluid intelligence. An 
individual’s response to a training program, speech-
language therapy in this discussion, might be better 
predicted by including a measure of fluid intelligence 
like LP during baseline assessment. 
 
LP is best measured via a “dynamic assessment” 
approach (Haywood and Tzuriel, 2002), and the terms 
“learning potential” and “dynamic assessment” are 
often used interchangeably. In contrast to assessments 
that measure crystallized intelligence, dynamic 
assessments consist of pre-test, training, and post-test 
elements (Feuerstein, Rand, Jensen, Kaniel, & Tzuriel, 
1987). During the training portion of the assessment, 
individuals complete practice questions and receive 
feedback on the accuracy of their responses. They may 
also be explicitly taught how to think or reason out the 
answers to the types of questions included on the 
assessment. Interpretation of the results of a dynamic 
assessment is less straightforward than typical static 
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assessments, but is based in the theories of cognitive 
modifiability and ZPD proposed by Feuerstein and 
Vygotsky, respectively (Lidz, 1995). While the difference 
score may intuitively seem to be the most important 
component in interpreting a dynamic assessment of LP, 
of equal importance are the pre- and post-test scores 
(De Beer, 2005). This is because individuals who have 
already experienced high levels of learning, or who are 
performing very well on the test prior to the training 
session, have less room to demonstrate growth because 
they are already functioning close to ceiling level 
performance. These individuals have already utilized a 
large portion of their LP, so while they may not show a 
large change or difference score; it is inaccurate to say 
that they have low LP (De Beer, 2005). 
 
It is important to note here that the majority of 
information regarding LP and dynamic assessment has 
originated from the pediatric literature, so the following 
sections emphasize findings from that population. The 
paucity of adult literature related to learning potential 
and dynamic assessment may not necessarily reflect 
clinical utilization of these concepts, as clinicians who 
conduct diagnostic therapy often incorporate dynamic 
assessment, whether formally or informally. It is unclear 
what has driven this disconnect between adult research 
and adult clinical practice, but it may be caused in part 
by a conception that learning potential and dynamic 
assessment are pediatric constructs with no real 
application to adults. We discuss here the applicability 
of these concepts to the adult population, and 
specifically, to adults with aphasia. We will begin by 
discussing dynamic assessment in greater detail, and 
will follow with a review of the current LP literature. 
 
Assessment of Learning Potential 
Although dynamic assessment may provide the most 
accurate index of an individual’s LP, and despite articles 
and books spanning several decades encouraging 
dynamic assessment as an alternative or complement to 
traditional assessment (Feuerstein, Rand, & Hoffman, 
1981; Haywood & Lidz, 2007; Haywood & Tzuriel, 2002; 
Lidz, 1991; Lidz & Elliott, 2000), it is still not widely used 
today, due in part to limited studies assessing the 
validity and reliability of dynamic assessment 
instruments (e.g. Budoff, 1987; Campione & Brown, 
1987; De Beer, 2005; Feuerstein et al., 1981; Resing, 
1993; Lidz, 1991). The theoretical framework leading to 
dynamic assessment generally places more importance 
on understanding how an individual will respond to 

training, with less focus placed on how an individual’s 
performance compares to other’s performance, which 
may have contributed to the paucity of validity and 
reliability studies. Recently these issues have received 
more attention in the literature, with more studies 
reporting on validity and reliability of various test 
instruments (De Beer, 2005; Hasson, Dodd, & Botting, 
2012; Katz, Averbuch & Erez, 2012; Katz, Erez, Livni, & 
Averbuch, 2012). 
 
Learning potential instruments. The most well-known 
measure for LP in children is the Learning Propensity 
Assessment Device, which measures cognitive changes 
following instruction (LPAD; Feuerstein et al., 1981). The 
Picture Word Game, created by Corman and Budoff 
(1974), and adapted for use with Spanish speakers 
(Calero & Marquez, 1998), measures reading LP, with 
established internal and concurrent validity and good 
predictive power (Calero & Marquez, 1998; Corman & 
Budoff, 1974). Dynamic Assessment of Sentence 
Structure (DASS) is a valid and reliable measure for 
determining a child’s syntactic knowledge (Hasson et 
al., 2012). While there are several standardized LP 
assessments for children, no single test has achieved 
widespread use, and often only a single research group 
uses a given assessment, limiting comparisons among 
different studies.  
 
Recently, several adult LP measures have been 
developed. The Dynamic Lowenstein Occupational 
Therapy Cognitive Assessment (adult and geriatric 
versions) assesses basic cognitive skills in individuals 
after neurological injury (Katz, Averbuch & Erez, 2012; 
Katz, Erez, et al., 2012). The Battery of Learning 
Potential Assessment for Dementia (BEPAD; Fernandez-
Ballesteros, Zamarron, Tarraga, Moya, & Iniguez, 2003) 
utilizes, with modifications, several tasks which have 
been developed and normed as stand-alone intelligence 
assessments (such as Raven’s Standard Progressive 
Matrices [Raven, 1960], Raven’s Colored Progressive 
Matrices [Raven, 1962], and the Complex Figure 
Drawing Test [Rey, 1959; Osterrieth, 1944]), to measure 
LP in a variety of domains, from visuospatial to verbal. A 
modified version of The Wisconsin Card Sorting Test 
(WCST; Heaton, 1981), which measures executive 
function and abstract reasoning ability, has been used 
in multiple studies as a measurement of LP in 
disordered populations (Sergi, Kern, Mintz & Green, 
2005; Wiedl, 1999). These common neuropsychological 
tasks are adapted for use as LP tests by modifying the 
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administration to include a feedback and teaching 
component either embedded throughout the 
assessment, or provided immediately following a pre-
test. 
 
Learning potential assessment considerations. 
Although a vital part of dynamic assessment, the 
training component can be a source of unwanted 
variability, reducing the validity of a measurement. 
Without specific pre-determined and standardized 
feedback or training, it may not be possible to use a 
dynamic assessment to predict important factors such 
as response to treatment. While many LP assessments 
benefit from using previously standardized and norm-
referenced measures, most articles reporting on the use 
of these measures fail to provide information regarding 
the quantity and types of feedback provided, limiting 
replicability and generalizability. One of the greatest 
criticisms of the LPAD, which has been in existence for 
several decades, is a lack of transparency and 
standardization regarding the feedback and teaching 
provided (e.g. Grigorenko & Sternberg, 1998). 
Additionally, dynamic assessments can take several 
hours to complete, which is not practical for most 
clinicians. If the issues of timing and validity in dynamic 
assessment can be addressed, there is great potential 
for rehabilitation professionals to incorporate it into 
pre-treatment testing for prognostic purposes.  
 
One measure, the Learning Potential Computerized 
Adaptive Test (LPCAT; De Beer, 2005), developed in 
South Africa, addresses some of the traditional 
limitations of dynamic assessment (De Beer, 2005). The 
LPCAT utilizes non-verbal figural stimuli, making it 
suitable for individuals with differing degrees of 
language ability. It also uses computerized adaptive 
testing, where the difficulty of each successive item is 
determined by the individual’s performance on the 
preceding item. If an item is answered correctly the 
next item will be slightly harder, but if an item is 
answered incorrectly the next item will be slightly 
easier. In this way, adaptive testing very quickly 
estimates an individual’s true ability by extracting the 
maximum information from each item (Makransky & 
Glas, 2013). Computerized adaptive testing may require 
half as many items as a standard assessment measure 
to achieve similar or better test precision (Weiss & 
Kingsbury, 1984). In sum, adaptive testing allows for 
shortened test sessions without sacrificing accuracy and 
specificity. In addition to using computerized testing, 

the LPCAT features standardized instructions and 
training items, allowing investigators to maintain inter-
subject validity and inter-evaluator reliability (De Beer, 
2005).  
 
In summary, we have reviewed the historical origins of 
LP and dynamic assessment, as well as currently 
available dynamic assessments and their limitations. 
What follows is a discussion of the current state of the 
literature on LP in different populations. We will begin 
by reviewing dynamic assessment research with 
children in the areas of second language differences and 
reading. We will conclude by reviewing dynamic 
assessment research with adults with a mental health 
disorder and acquired brain injury.  
 
Learning potential in children 
Language differences versus language disorders. The 
bulk of LP research in special populations has focused 
on children, as Vygotsky’s and Feuerstein’s theories 
focus on developmental learning. Researchers have 
suggested that dynamic assessments may be 
particularly useful in minority children who are bilingual 
or English language learners, as it is difficult to 
accurately identify these children as typically developing 
or language disordered using traditional assessments 
(Gutierrez-Clellen & Pena, 2001; Kapantzoglou, 
Restrepo, & Thompson, 2012; Laing & Kamhi, 2003; Lidz 
& Pena, 1996). Lidz and Pena (1996) emphasized that 
schools lack an effective way to identify which minority 
children actually need special education services. LP 
assessments may be a means to reduce cultural biases 
and efficiently facilitate differential diagnosis of children 
with language disorders versus language differences.  
 
Object labeling (e.g. looking at a picture or object and 
naming it) is emphasized during developmental and 
educational practices in the U.S., a task not equally 
highlighted in all cultures (e.g., Lidz & Pena, 1996). This 
cultural bias is also present in U.S. standardized tests, 
which may lead to poorer performance for children 
from diverse backgrounds because of interactions 
between linguistic knowledge/vocabulary knowledge 
and familiarity with the object labeling task. This type of 
object labeling is highly prevalent in most traditional 
static vocabulary assessments, and it has been 
suggested that a dynamic assessment including training 
on how to complete an object labeling test would allow 
children unfamiliar with the task to show good pre- to 
post-test improvements and provide a more accurate 
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metric of vocabulary. Indeed, Pena and Iglesias (1992) 
found that when using static assessments, an 
intelligence measure which uses less object labeling (i.e. 
comprehension subtest of the Standord-Binet 
Intelligence Scale) was more sensitive to the differences 
between children without a language disability and 
those possibly language disordered (PLD) children than 
performance on the Expressive One-Word Picture 
Vocabulary Test – Revised (EOWPVT-R). Additionally, 
researchers found that PLD children showed fewer 
changes following training than those without a 
disorder as measured by a modifiability index and post-
test performance on the EOWPVT-R. Dynamic 
assessment can also be used to identify children who 
score poorly on standardized tests but are able to 
improve their scores following mediation, indicating the 
presence of a language difference rather than a 
disorder (Pena, Iglesias, & Lidz, 2001). In other words, 
using dynamic assessments that train object labeling or 
other tests that do not rely on object labeling in 
children who are bilingual may allow for better 
identification of those children who are language 
impaired and thus require special education services 
versus those children who have typically developing 
language and would not require special education 
services. 
 
Gutierrez-Clellen and Pena (2001) further explained the 
need to utilize dynamic assessment in schools to 
identify minority children with language disorders. Tests 
translated into a child’s primary language may not be 
able to reveal a child’s language learning skills because 
these tests measure a child’s current performance 
whereas dynamic assessments measure a child’s 
potential to learn language. The authors utilized a 
sample assessment protocol (consisting of the EOWPVT-
R, comprehension subtest of the Standord-Binet 
Intelligence Scale [CSSB], and a portion of the Preschool 
Language Scale) paired with mediated instruction to 
determine learning potential in two case studies. The 
results indicated that the responsiveness to instruction 
(as determined by change in pre- and post-test 
performance following a teaching episode) successfully 
discriminated between the bilingual child with a true 
learning disability (for whom initial poor performance 
was a good measure of ability) and the bilingual child 
with normal language (for whom initial poor 
performance was likely a result of limited exposure to 
the tasks included in the assessment). 
 

In another study (Kapantzoglou, Restrepo, & Thompson, 
2012), word-learning skills of bilingual children with 
typical language abilities and primary language 
impairment were assessed dynamically. A modifiability 
score was obtained consisting of a measure of the 
child’s responsiveness to training and ability to transfer 
knowledge and skills as well as a measure of the effort 
and support provided by the experimenter. Children 
with typical language development made successful 
associations among semantic and phonological 
representation of new words faster than those with a 
primary language impairment. It was suggested that a 
dynamic assessment might be an effective way to 
determine at-risk status for primary language 
impairment in bilingual children. 
 
Reading. Research on reading abilities in children has 
shown that dynamic assessment of measures such as 
verbal working memory, cognitive abilities, and 
phonemic awareness may be better predictors of 
reading abilities than standard testing. For example, 
Spector (1992) used LP assessment as a predictor for 
reading acquisition in kindergartners. Phonemic 
awareness, which is the ability to perceive spoken 
words as a string of sounds, has been supported as 
having a strong relationship with reading acquisition. A 
dynamic assessment of phoneme segmentation (one 
type of phonemic awareness task) completed in the fall 
semester was the only significant predictor of word 
recognition scores in the spring semester, 
outperforming static measures of phonemic awareness 
and the Peabody Picture Vocabulary Test - Revised 
(Spector, 1992).  
 
Swanson and Howard (2005) investigated whether or 
not dynamic assessment could better classify children’s 
reading abilities than static assessment. They compared 
dynamic and static assessments for evaluating reading, 
math, and verbal working memory abilities in children 
with various levels of reading ability. Dynamic 
assessment accounted for additional variability over 
static assessment, indicating that it may be an 
important addition to comprehensive assessments of 
reading level. Also, while both children with poor 
reading abilities and those with reading and/or math 
disabilities received low scores on measures of cognitive 
performance, children with diagnosed disabilities were 
less able to maintain increased performance scores 
after training, showing that dynamic assessment might 
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be a useful tool for early identification of disability 
versus low ability. 
 
Learning Potential in Adults 
Schizophrenia. LP is an effective measure of readiness 
for rehabilitation in individuals with schizophrenia 
(Fiszdon et al., 2006; Sergi et al., 2005; Wiedl, 1999). 
Wiedl (1999) proposed that neurocognitive factors 
predict one’s capacity for mental health rehabilitation. 
The modified Wisconsin Card Sorting Test (WCST) was 
used as a dynamic assessment to categorize learners 
with schizophrenia into three domains: high-scorers 
were individuals who scored high on the pre-test, 
learners were individuals whose scores improved 
greatly from pre-test to post-test, and non-retainers 
were individuals who scored low on the pre-test with 
little to no improvement on the post-test. Wiedl (1999) 
found that after training in self-management and 
problem-solving skills, non-retainers were given no-gain 
ratings a significantly higher proportion of the time 
compared to learners and high-scorers, who were rated 
as more likely to make gains. This suggests a role for 
dynamic assessment in prognosis and individualized 
rehabilitation planning. Sergi and colleagues (2005) also 
used standard and modified versions of the WCST to 
differentiate prediction abilities of dynamic and 
standard assessments in patients with schizophrenia. 
Patients’ LP scores predicted performance on work skills 
tasks. Fiszdon et al. (2006) similarly found that 
educational level was an influential factor in individuals 
classified as learners.  
 
Acquired Brain Injury (ABI). Uprichard, Kupshik, Pine 
and Fletcher (2009) examined the predictive power of 
an LP assessment in individuals with ABI. The authors 
used the WCST in both traditional and dynamic formats. 
During the training portion of the dynamic assessment, 
individuals with ABI were taught how the sorting rules 
change throughout the administration, and what the 
criteria were for each rule change. Following training, 
the participants were asked to complete the WCST 
again, without feedback or help from the examiner. 
Participants were divided into learner categories (non-
learners, guided learners, and spontaneous learners) 
based on Wiedl’s (1999) classifications of non-retainers, 
learners, and high scorers. The authors also had 
participants complete the Community Integration 
Questionnaire (CIQ) and compared the dynamic and 
traditional learner categorizations’ ability to predict 
scores on the CIQ. Individuals classified as non-learners 

scored significantly lower than spontaneous learners on 
three of the four sub-scales of the CIQ (lower scores on 
social integration, productive activity, and total 
community integration, but not home integration). In a 
regression analysis, learner categorization was a 
significant predictor of CIQ scores, along with 
socioeconomic status. A similar study completed by 
Haywood and Miller (2003) used Rey’s Complex Figure 
Test, the Test of Verbal Abstracting, and the 
Representational Stencil Design Test in a dynamic 
assessment of adults with traumatic brain injury (TBI). 
Participants were divided into two groups, with one 
group receiving a pre-test, training, and post-tests, 
while the other group received a pre-test, completed 
alternate activities, and then received a post-test. There 
were significantly larger improvements in the post-test 
scores of the participants who received training. 
 
These results provide further evidence that individuals 
with brain damage exhibit differing degrees of LP, which 
can be measured via dynamic assessments and that 
individuals with TBI can benefit from direct instruction 
and training. While a standard administration of the 
WCST classified some participants as spontaneous 
learners (corresponding to Wiedl’s high-scorers), the 
standard administration could not classify individuals as 
guided learners. Being able to identify guided learners is 
important, as the results of this study indicate LP may 
be predictive of life participation, at least in individuals 
with an acquired brain injury.  
 
Stroke – General. Katz, Erez, Livni, and Averbuch (2012) 
completed a study to determine the validity of the 
Dynamic Lowenstein Occupational Therapy Cognitive 
Assessment (DLOTCA) for post-stroke individuals. This 
assessment is a dynamic modification of a previous 
instrument developed to identify cognitive abilities of 
individuals with neurological disabilities that are related 
to function. Additionally, this study aimed to investigate 
individual LP in order to work towards appropriate 
intervention. Specifically, the DLOTCA assesses seven 
different cognitive domains ranging from Spatial 
Perception and Visuomotor Construction to Thinking 
Operations and Awareness. During the assessment, 
there are four to five levels of mediation that an 
individual may receive based upon the evaluator’s best 
choice for them. Mediation is the process of cueing in 
order to promote patient performance and these 
mediation levels range from general to very specific. 
Results showed that patients with stroke performed 
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significantly worse on the pre-test than control 
participants. However, both groups benefited 
significantly from the training portion of the 
assessment, with medium to large effect sizes. 
Individuals with stroke required higher levels of 
mediation than control participants. In a related study, 
Katz, Averbuch and Erez (2012) reported similar results 
regarding the validity of the geriatric version of the 
DLOTCA, indicating that LP assessments can be used for 
individuals across a wide variety of ages following 
stroke.  
 
Stroke - Unilateral Neglect. Toglia and Cermak (2009) 
extended the use of LP assessment to individuals with 
stroke-induced unilateral neglect, which is an inability 
to attend or orient to one side of space. Researchers 
wanted to determine if there was a difference in the 
improvements of patients with left neglect under the 
use of either dynamic assessment or static assessment 
for an object search task, which guided patients to 
attend to their left. Patients completed standard pre-
tests and post-tests for unilateral neglect. In this setting, 
the dynamic assessment consisted of feedback, directed 
training, and cues. Patients in the dynamic assessment 
group showed reduced unilateral neglect during the 
object search task. Additionally, the dynamic group 
showed increased scores from pre-test to post-test 
while the control group did not, suggesting transfer of 
learning from one task to another. It is possible that the 
cueing used during dynamic assessment raised patient’s 
level of attention and reduced fatigue (Toglia & Cermak, 
2009).  
 
Stroke - Aphasia. Vallila-Rohter & Kiran (2013a, 2013b) 
examined learning ability (over the course of six days) 
as a predictor for treatment success in individuals with 
aphasia using non-linguistic category learning tasks. 
Patients with aphasia differed from normal individuals 
in non-verbal category learning, suggesting that they 
have cognitive deficits as well as language deficits. 
Additionally, a greater degree of language impairment 
did not necessarily correlate with reduced learning 
ability. Vallila-Rohter (2014) also examined the 
association among category-learning ability and 
progress in language therapy. Learning ability on a non-
linguistic category learning task, as well as educational 
level, were the best predictors for success in a 10-week 
language treatment program. LP as measured via 
dynamic assessment was not directly addressed in 
these studies; however, PWAs demonstrated different 

patterns of learning ability from controls (as well as 
among PWAs), which correlated with treatment 
outcomes. Given that learning ability is predictive of 
treatment gains, it is possible that LP, which would be 
less time intensive to measure, may also be predictive 
of treatment gains. 
 
Discussion 
Learning potential (LP) research in children has 
demonstrated that dynamic assessments are more 
sensitive in identifying children who exhibit language 
difficulties as a result of a disorder versus those who 
exhibit difficulties as a result of being non-native 
speakers of English (Gutierrez-Clellen & Pena, 2001; 
Kapantzoglou, Restrepo, & Thompson, 2012; Laing & 
Kamhi, 2003; Lidz & Pena, 1996; Pena & Iglesias, 1992; 
Pena, Iglesias & Lidz, 2001). This distinction is important 
for determining which children should receive special 
education services, and which children may only need 
additional instruction from the general education 
teacher. Additional findings in the child literature 
demonstrate that dynamic assessments may better 
predict reading ability in children (Spector, 1992), and 
may better distinguish between children with low 
abilities versus those with learning disorders than 
traditional static assessments (Swanson & Howard, 
2005).  
 
Previous research in adults indicates that individuals 
with schizophrenia and TBI exhibit a wide range of LP 
abilities (Wiedl, 1999, Uprichard et al., 2009). 
Individuals with TBI are able to benefit from the types 
of training involved in dynamic assessment (Haywood & 
Miller, 2003). Furthermore, LP was able to predict life 
participation scores in persons with brain injury and 
schizophrenia, as measured by the CIQ for those with 
TBI (Uprichard et al., 2009), and performance on work 
skills tasks for those with schizophrenia (Fiszdon et al., 
2006; Sergi et al., 2005). Preliminary studies in aphasia 
have shown that learning ability predicts the magnitude 
of treatment response (Vallila-Rohter, 2014); however, 
no research to date has measured LP in PWAs. This has 
important implications for the utility of a shorter LP 
assessment to predict treatment outcomes. Patients 
who have experienced a stroke and resultant deficits 
have treatment or rehabilitation tasks they must 
complete in order to re-learn specific skills. Thus, 
measurement of a patient’s ability to learn with 
assistance (e.g. LP, fluid intelligence) may be a relevant 
factor to consider when designing a rehabilitation plan. 
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Before LP can be widely utilized as a method of 
predicting treatment response or designing treatment 
plans in individuals with disorders, we must first 
establish norms to understand how LP in the normal 
population is characterized. Further, the LP profiles 
exhibited by individuals without deficits, and the 
prevalence of these profiles in the normal population, 
should be determined. This will allow for comparisons 
between the general population and individuals with a 
cognitive, physical or communication deficit. If LP is 
negatively impacted in individuals with a given deficit 
this would have important implications for treatment 
planning. By establishing norms, classification of 
individuals into LP profiles (e.g., high scorers, learners, 
and non-retainers as in Fiszdon et al., 2006) will be 
more precise and accurate, allowing for better 
predictions regarding an individual’s response to 
treatment. 
 
In addition to establishing norms and LP profiles, the 
suitability of existing LP measures should be 
determined. LP is a complex construct, and care should 
be taken to ensure that it, and not another cognitive 
construct, is being assessed. Current measures may 
need to be altered or refined in order to maximize 
assessment validity. On the other hand, it may be 
simpler to develop a new measure rather than adapt a 
currently existing measure. Regardless, a theoretical 
framework for the measure should be established, 
considering, among other things, the relative benefits of 
domain-general (encompassing a wide variety of tasks 
and skills) versus domain-specific (e.g. assessing only 
visuospatial LP) assessments.  
 
When assessing LP in clinical populations, it is important 
to consider whether a test should assess the specific 
domain that has been affected (i.e., language in PWAs) 
or assess a domain that is assumed to be intact in that 
clinical population. For example, would a primarily 
language-based measure such as the Verbal Memory 
Learning Potential Test (VMLPT; Fernandez-Ballesteros 
et al., 2003) or a non-language-based measure such as 
the LPCAT (De Beer, 2005) be a better predictor of 
treatment response for individuals with post-stroke 
aphasia? The VMLPT requires individuals to remember 
and reproduce a list of words, which may be particularly 
difficult for individuals with aphasia, while the LPCAT 
requires individuals to recognize and complete a 
pattern, which may be less difficult for individuals with 
aphasia. If LP is domain-general, PWAs may be better 

able to exhibit their “true” potential through a task that 
does not place a heavy load on language processes, and 
this performance may better predict treatment 
response. Conversely, if LP is domain-specific, then LP 
measured in a linguistic task may best predict the 
benefit PWAs could be expected to receive from 
linguistic-based training. , Research so far supports a 
more domain-general stance, as LP may not be directly 
related to the severity of the language difficulty (Vallila-
Rohter & Kiran, 2013a).  
 
By adding an LP measure to standard assessments, SLPs 
and researchers may be able to relate the LP profiles of 
treatment responders to performance following specific 
therapies. Individuals with higher scores on an LP 
assessment may require less instruction, different cues, 
or different cueing hierarchies in order to complete 
tasks and benefit from therapy. For example, for 
individuals with high LP scores, a primarily 
computerized therapy course (e.g., computerized 
naming treatment completed independently of a 
clinician) might provide the same or similar benefits as 
traditional therapy, while utilizing fewer resources (e.g., 
money, clinician time, transportation, etc.), resulting in 
reduced rehabilitation costs. On the other hand, 
individuals with lower LP scores might not benefit from 
primarily computer-based therapy because there is less 
flexibility in the types and amount of instruction and 
feedback provided by a computer program. Individuals 
with low LP might require substantially more face-to-
face contact with an SLP who can judge intervention 
effectiveness and adjust (cues, hierarchies, modalities, 
etc.) as needed. 
 
LP in PWAs may be an important predictor of treatment 
responsiveness. However, there are still many questions 
that should be addressed before LP or dynamic 
assessments become widely used by SLPs or other 
rehabilitation professionals. Only then can questions of 
LP performance predicting treatment response in PWAs 
be addressed.  
 
Conclusions 
LP assessment could be a vital tool for researchers and 
clinicians striving to improve the lives of individuals with 
aphasia. The ability to predict the most effective type(s) 
of therapy for an individual may enable clinicians and 
PWAs to utilize precious therapy time wisely, in turn 
reducing costs to PWAs and their families by maximizing 
the benefits of therapy covered by third-party payers. 
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The first step in furthering our understanding of LP and 
treatment predictions should focus on determining the 
most appropriate assessments (or developing 
appropriate assessments if needed) to measure LP in 
adults with aphasia. After assessment tools have been 
established, future research should attempt to 
determine the nature of the relationship (if any exists) 
between LP scores and therapy components such as 
intensity, duration, domain-specific vs. domain general 
tasks, and technology use in order to translate our 
current knowledge into clinically relevant 
recommendations. 
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Working Memory Approach for Language & 
Memory Deficits in an Individual with Chronic 

Aphasia: A Case Study 

 

Eun Jin Paek & Laura Murray 
 
Abstract 
A working memory (WM) treatment was administered to an individual with chronic aphasia to 
examine whether targeting WM and short term memory capacity would yield benefit to his 
language symptoms. The WM training tasks were developed to additionally require semantic 
processing, a primary area of linguistic impairment for the participant. Following 20 treatment 
sessions, the participant demonstrated modest improvements in verbal span measures as well 
as discourse informativeness and efficiency. Nominal changes on other cognitive and 
language measures, however, were observed. Implications of the findings for further 
development of WM treatment tasks and procedures are discussed. 
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Learning Objectives  
1) Define the term working memory 
2) Describe the relationship between working memory and language in individuals with aphasia 
3) Discuss the outcome of working memory treatment for an individual with aphasia who has 
semantic deficits. 

 
 
 

Working memory (WM) is defined as a storage system, which is limited in its capacity 

and involved in the maintenance and manipulation of information over short periods 
of time (Baddeley, 1996, 2003; Kane, Bleckley, Conway, & Engle, 2001). That is, WM 
allows individuals to simultaneously store certain items in their short-term memory 
(STM) while updating the contents of their WM. Current views generally posit two 
main WM components: (a) buffers or stores, that are akin to short-term memory 
(Murray, 2012), in which various types of information are temporarily stored, and (b) 
a central executive system that supervises or controls information storage and 
manipulation within the buffers. Although debate continues over the types of storage 
buffers (e.g., visual, spatial, phonological, or episodic) and what constitutes the 
central executive system (e.g., updating, inhibition, shifting, and/or resource 
allocation), it has been well established that both the central executive as well as the 
buffer components have a substantial impact on cognition (Baddeley, 1996, 2003; 
Dahlin, Backman, Neely, & Nyberg, 2009; Engle, 2002; Miyake et al., 2000; Repovs & 
Baddeley, 2006).  
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In concert with its importance among cognitive abilities, 
it has been proposed that WM interacts with language 
abilities, and that deficits in WM may negatively 
influence language performance (Baddeley, 2003; 
Carpenter, & Just, 1989; Murray, 2012). The 
interdependent relationship between WM and 
language has been investigated with respect to both 
normal and disordered language profiles including 
developmental dyslexia  (e.g., Berninger, Raskind, 
Richards, Abbott, & Stock, 2008), second language 
acquisition (e.g., Engel de Abreu, Gathercole, & Martin, 
2011), and acquired neurogenic language disorders 
(e.g., Murray, 2012). Indeed, a growing number of 
studies have documented that individuals with aphasia 
often show WM and STM deficits, which may negatively 
affect language symptoms and recovery (Kalinyak-
Fliszar, Kohen, & Martin, 2011; Murray, 2012; Wright, 
Downey, Gravier, Love, & Shapiro, 2007).    
 
Although the presence of such WM deficits suggests 
that WM treatment may be of benefit to individuals 
with aphasia, such a treatment approach for aphasia 
has not yet been systematically studied (Murray, 2012). 
Initial findings have indicated that WM in individuals 
with aphasia can be improved with training, with many 
of these individuals demonstrating some generalization 
of benefits to their language abilities (Francis, Clark, & 
Humphreys, 2003; Kalinyak-Fliszar et al., 2011; Majerus, 
Van der Kaa, Renard, Van der Linden, & Poncelet, 2005; 
Mayer & Murray, 2002; Vallat et al., 2005). However, a 
limitation in the existing research is that prior studies 
involved individuals with aphasia who had pronounced 
phonologically-based language deficits, such as those 
with an identified or resolved conduction aphasia 
(Kalinyak-Fliszar et al., 2011; Koenig-Bruhin & Studer-
Eichenberger, 2007; Vallat et al., 2005), or those with 
repetition and comprehension deficits (Francis et al., 
2003). Thus, it remains to be determined if individuals 
with aphasia who exhibit different language profiles, 
such as semantically-based language deficits (e.g., 
semantic anomia), can also benefit from WM 
treatment, including documenting whether their 
language performance can be supported by improved 
WM performance.  
 
In the same vein, previous investigators have utilized 
training tasks designed to primarily  address 
phonological aspects of WM (i.e., phonological storage 
and phonological loop) as their participants showed 
phonological, verbal STM deficits (Francis et al., 2003; 

Kalinyak-Fliszar et al., 2011; Koenig-Bruhin & Studer-
Eichenberger, 2007). However, as the central executive 
component also constitutes WM (Baddeley, 2003; 
Miyake et al., 2000; Repovs & Baddeley, 2006), 
incorporating treatment tasks that target central 
executive components, such as updating, shifting, or 
inhibiting, into WM treatment methods may help to 
elicit positive treatment outcomes for patients’ 
cognition as well as daily functioning (Cicerone, 2002; 
Vallat-Azouvi, Pradat-Diehl, & Azouvi, 2009). For 
example, Cicerone (2002) utilized a treatment task that 
targeted central executive function (i.e., N-back) in four 
individuals with a mild traumatic brain injury, 
emphasizing deliberate use of strategies. Although 
changes in language skills were not the dependent 
variable of interest, Cicerone’s participants improved on 
measures of attention and exhibited significant 
reductions in difficulties regarding attention in their 
daily lives, supporting the feasibility and effectiveness 
of training central executive components of WM in the 
population with neurogenic language disorders. 
 
In addition, there are several factors that currently limit 
the generalization of initial WM treatment research 
outcomes to managing aphasia in clinical settings. For 
example, the number of treatment sessions provided to 
each participant has varied substantially from 11 
(Mayer & Murray, 2002) to 137 sessions (Kalinyak-
Fliszar et al., 2011). Variation has also been observed in 
the patterns of generalization and/or transfer effects 
across participants. WM treatment has been reported 
to result in gains in repetition (e.g., Kalinyak-Fliszar et 
al., 2011), and auditory comprehension (e.g., Francis et 
al., 2003).  Prior participants have also demonstrated 
variable amounts of language and WM improvement, 
despite relatively similar training tasks (e.g., Francis et 
al., 2003 vs. Koenig-Bruhin & Studer-Eichenberger, 
2007). Finally, the extent to which treatment gains 
transfer to daily communication activities has yet to be 
consistently examined. For instance, few investigations 
have utilized language sample analyses to examine the 
effects of WM training on discourse skills (Berthier et 
al., 2014; Koenig-Bruhin & Studer-Eichenberger, 2007). 
 
Therefore, in the present study, a WM treatment, which 
embedded procedures targeting both phonological and 
central executive components into the training tasks, 
was provided to G.P., an individual with chronic anomic 
aphasia who showed pronounced semantic deficits. 
Treatment tasks were designed to target not only WM 
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skills but also semantic processing, the linguistic ability 
most compromised in G.P. The research questions were 
as follows:  

a) Would G.P. demonstrate improved WM through 
treatment that targets both phonological and 
central executive components of WM? 

b) Would G.P. demonstrate improved language 
performance, including changes in spoken 
discourse, through a WM treatment that 
involved verbal stimuli and encouraged 
semantic processing? 

 
Based on prior WM treatment outcomes in the aphasia 
literature (e.g., Mayer & Murray, 2002), we predicted 
that with treatment G.P. would demonstrate improved 
language as well as WM performance.  
 
Methods 
Participant. G.P., a 42-year old, right-handed male, was 
a native English speaker with 13 years of education. He 
had been working in management until suffering an 
anoxic brain injury due to cardiac arrest in April 2009. 
The injury resulted in substantial diffuse brain damage 
and severe aphasia and concomitant cognitive problems, 
particularly in the domain of memory. When G.P. was 
first evaluated in our university clinic in August 2010, he 
exhibited moderate transcortical sensory aphasia. He 
received two years of language therapy and cognitive 
compensatory strategy training (e.g., memory book use) 
in our clinic, and review of his therapy progress reports 
indicated improvements on goals targeting language 
comprehension, summarization skills, use of multiple 
communication modalities (i.e., gestures and drawings), 
and identification of semantic features to facilitate 
communication breakdowns. However, G.P. continued 
to display severe difficulties in memory and word 
retrieval (see Table 1), and he needed to be supervised 
by his family members. Accordingly he could not return 
to his previous job as a sales manager, and he and his 
family members wanted to pursue more training 
opportunities to ameliorate these problems. 
 
Procedures. Cognitive and linguistic tests were 
administered pre-treatment, immediately post-
treatment, and at 6 weeks following treatment 
termination (see Table 1). This study protocol was 
reviewed and approved by the authors’ Institutional 
Review Board (IRB-IUB, 1202008012). 
 

Pre-treatment testing indicated that G.P. presented 
with mild anomic aphasia, characterized by word 
retrieval, reading, and spelling difficulties. On the 
Western Aphasia Battery-Revised (WAB; Kertesz, 2006), 
he displayed only minimal difficulties in auditory verbal 
comprehension and repetition. Despite fairly good word 
retrieval performance on the WAB, he exhibited 
substantial word retrieval deficits in spoken discourse 
samples (see below). Results from Test of 
Adolescent/Adult Word Finding (TAWF; German, 1990) 
also indicated severe word retrieval deficits, as he was 
able to name only 25% of known words on this test. His 
naming errors were characterized by a predominance of 
semantic associative errors (e.g., ‘knife’ for hammer, 
‘pen’ for pencil, ‘circle’ for ball) and ‘I don’t know’ 
responses. 
 
In addition, G.P. showed poor performance on 
semantically demanding tasks such as Pyramids and 
Palm Trees (Howard & Patterson, 1992) and the 
semantic span subtest from the Temple Assessment of 
Language and Short Term Memory in Aphasia (TALSA; 
Martin, Kohen, & Kalinyak-Fliszar, 2010). However, his 
phonological STM appeared relatively intact, with near 
normal performance on repetition and phonological 
span tasks. For example, when G.P. was required to 
repeat a sequence of words in order (i.e., the word span 
test of TALSA), he performed better when required to 
give a verbal (span size = 5.23) versus pointing response 
(span size = 4.29). Similarly, on the TALSA probe 
memory span test, he performed much better when the 
task relied heavily on phonology rather than semantics 
(e.g., phonological span size = 7, semantic span size = 
1.67). Nevertheless, his phonological STM performance 
decreased slightly with increasing length and complexity 
of stimuli. In this study, span size was calculated using 
the formula of Shelton, Martin, and Yaffee (1992): string 
length at which at least 50% of the strings are recalled 
+0.50 multiplied by the proportion of strings recalled at 
the next string length. 
 
Despite performing within the normal range on the Test 
of Everyday Attention (Robertson, Ward, Ridgeway & 
Nimmo-smith, 1994), G.P. demonstrated severe deficits 
in verbal, visual, spatial, and prospective memory as 
well as new learning when tested with the Rivermead 
Behavioral Memory Test-III (RBMT-III; Wilson et al., 
2008). On the Design Fluency subtest of the Delis-
Kaplan Executive Function System (Delis, Kaplan, & 
Kramer, 2001), he exhibited difficulty, particularly as the  
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TABLE 1. Pre-, post-treatment and 6-week follow up test results 

 
Measure 

Pre- 
Treatment 
April 2012 

Post-treatment 
June 2012 

6-week 
follow up 
July 2012 

Western Aphasia Battery-Revised (maximum score) 
 Spontaneous speech   (20) 

Comprehension          (10) 
Repetition                   (10) 
Naming                       (10) 
AQ                             (100) 
Reading                      (100) 
Writing                       (100) 
LQ                              (100) 
Aphasia type 

17.5 
9 

9.2 
5.3 
82 
67 

95.5 
82.5 

Anomic 

17.5 
8.85 
9.8 
6.3 

84.9 
66 
93 

83.1 
Anomic 

 
 

9.4 
6.7 

  
 

   

Test of Adolescent/Adult Word Finding 
Raw score 
Scaled score (%ile) 
Percent of known words named correctly 
Prorated accuracy scaled score (%ile) 

5 
< 32 (0.1) 

25% 
32 (0.1) 

7 
< 32 (0.1) 

33.3% 
39 (0.1) 

10 
32 (0.1) 
43.48% 
47 (0.1) 

 
 

Pyramids and Palm Trees (max 52) 
Raw score (%) 29 (55.77) 24 (46.15) 28 (53.85) 

 
 

Temple Assessment of Language and Short-term Memory in Aphasia 
Word span (typical adults’ score, n = 10*)    

Verbal response        (M 5.58, SD 1.13) 5.23 5.23 5.29 
Pointing response     (M 5.56, SD 0.92) 4.29 4.31 4.2 

Digit span    
Verbal response        (M 6.58, SD 0.79) 7 7 7 
Pointing response     (M 6.54, SD 0.75) 7 7 7 

Word span                    (M 4.84. SD 0.25) 5 5 5 
Nonword span              (M 3.17, SD 0.58) 3.19 3.23 3.18 
Identity span                 (M 11.7, SD 0.80) 5 11.95 12 
Phonological span        (M 5.92, SD 0.89) 7 6.82 7 
Semantic span              (M 6.53, SD 1.06) 1.67 4.55 2.98 

 

Test of Everyday Attention     (reported as scaled score with percentile in parentheses);  

Elevator Counting 7 7 n/a 
Elevator Counting with Reversal 13 (>75) 10 (>75) n/a 
Telephone Search while Counting 19/19 19/19 n/a 

 

Delis-Kaplan Executive Function System 
Design Fluency Test    

Composite scaled score (M 10, SD 3) 
Condition 1 (filled dots) 
Condition 2 (empty dots only) 
Condition 3 (switching) 

1 
5 
2 
0 

8 
5 
8 
3 

3 
6 
4 
1 
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Table 2 (continued) 

Rivermead Behavioral Memory Test-III (reported in scaled scores) 
First and Second Names – Delayed Recall 3 3 n/a 
Belongings – Delayed Recall 2 2 n/a 
Belongings – Delayed Recall 3 5 n/a 
Picture Recognition – Delayed Recognition 1 1 n/a 
Story – Immediate Recall 2 3 n/a 
Story – Delayed Recall 1 1 n/a 
Face Recognition – Delayed Recognition 1 1 n/a 
Route – Immediate Recall 3 4 n/a 
Route – Delayed Recall 1 2 n/a 
Messages – Immediate Recall 1 3 n/a 
Messages – Delayed Recall 1 2 n/a 
Orientation and Date 1 1 n/a 
Novel Task – Immediate Recall 1 1 n/a 
Novel Task – Delayed Recall 1 1 n/a 
Sum of scaled score (%ile) 27 (< 0.01) 30 (< 0.01) n/a 
General memory index (M 100, SD 15) 53 53 n/a 
95% confidence interval 42-63 42-63 n/a 

 

Revised Token Test (15 max) 
Raw Score (%ile) 13.89 (87) 14.45 (93) 14.47 (93) 

 

Visual Memory Span subtest from The Wechsler Memory Scale-Revised 
Forward    

raw score  6 7 6 
scaled score 6 8 6 

Backward    
raw score 7 3 4 
scaled score 10 4 5 

Composite       
raw score 13 10 10 
scaled score 8 5 5 

 

ASHA Functional Assessment of Communication Skills for Adults 
Social communication 5.62 5.62 6.29 
Communication of basic needs 6.33 6.67 6.67 
Reading, writing, number concept 6.4 6.44 6.4 
Daily planning 5.4 6.4 6.6 

 

Psycholinguistic Assessments of Language Processing in Aphasia (maximum score) 
Sentence repetition        (36) 
Regularity & Spelling   (40) 
   Regular words            (20) 

Irregular words           (20) 

36 
23 
17 
6 

36 
25 
17 
8 

 
27 
16 
11 

 
*Scores of typical adults were obtained from Kalinyak-Fliszar et al. (2011)         
 
 

task (i.e., Conditions 2 and 3) placed greater demands 
on inhibition and switching skills.  
 
Spoken discourse samples were elicited in two different 
conditions: (a) an “online” condition in which the 
participant generated a story while viewing a picture-
only booklet that contained The Bear and the Fly 
(Winter, 1976) story, and (b) an “offline” condition in 
which he generated a story after looking through and 

then putting away the same booklet (see Table 2). 
Samples were audiotaped, transcribed, and then 
analyzed for correct information units (CIUs; Nicholas & 
Brookshire, 1993) and efficiency (e.g., CIUs/minute, 
words/minute).  
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Table 2. Correct information unit (CIU) analyses for spoken 
discourse samples 

Condition Pre-
treatment 

Post-
treatment 

6 week 
follow up 

Offline condition    
Word  55 61 96 
CIUs 26 33 57 
%CIUs (%) 47.27 54.1 59.36 
CIUs/minute 24 34.14 37.17 
Words/minute 50.77 63.1 62.61 

    
Online condition    

Word  488 632 504 
CIUs 161 242 260 
%CIUs (%) 32.99 38.29 51.59 
CIUs/minute 25.59 39.56 43.94 
Words/minute 77.56 103.32 85.18 

        
 
Treatment. G.P. received a total of 20 treatment 
sessions (i.e., 5 days a week for 4 consecutive weeks, 60 
min/session). Because of the distance to attend in-
person treatment sessions (i.e., the participant lived 
over 1.5 hours away from the research lab) and the 
preference of G.P. and his primary caregiver (his father), 
an online videoconferencing tool, Skype (Microsoft, 
Luxembourg), was used for treatment sessions, 
particularly given the high intensity of (i.e., daily) 
treatment that had been planned. To ensure the 
audibility and visibility of treatment stimuli 
presentation, G.P.’s father helped him with logging into 
the videoconference program and monitored the screen 
and sound at every session.  
 
Treatment tasks were aimed to tap the central 
executive component (Baddeley, 2003). Most treatment 
activities were adapted from previous WM treatment 
studies and modified to place demands on semantic 
processing as well as WM (see Tables 3 and 4).For 
example, G.P. was required to identify the semantic 
relationship between stimuli or to retain or retrieve 
certain semantic information in addition to asking him 
to remember target stimuli over a short period. Each 
day he trained with three to four different activities to 
foster maintained interest during the repeated 
treatment sessions. Each treatment task was practiced 
about nine times throughout the treatment period and 
the treatment activities were randomly selected to rule 
out order effects. Treatment activities became 
increasingly difficult as he performed better at each 
level. That is, if G.P. achieved over 80% accuracy across 

two consecutive sessions, the next most difficult level of 
the treatment activity was introduced. 
 
The treatment protocol included the following eight 
tasks: N-back with pictures, N-back with written words 
(adapted from Cicerone, 2002), updating with pictures, 
updating with written words (adapted from Morris & 
Jones, 1990), a reading span task involving 
grammaticality judgments and category naming 
(adapted from Mayer & Murray, 2002), naming with 
spaced retrieval, opposite sentence training, and 
reconstitution of words from oral spelling (adapted 
from Vallat et al., 2005). To facilitate functional 
outcomes and maintain participant motivation across 
training sessions, treatment stimuli were collected from 
G.P.’s family members so that he would practice words 
he regularly encountered and had difficulty retrieving in 
his daily life. These functional stimuli mainly included 
vegetables, fruits, animals, body parts, and restaurant 
names (e.g., Outback, or McDonald’s). Stimuli for the 
reconstruction of words from oral spelling task were 
collected from the Johns Hopkins Dysgraphia Battery 
(Goodman & Caramazza, 1986); stimuli for this activity 
had irregular spellings (e.g., once, been, dumb). For the 
opposite sentence training task, 4- and 5-word sentence 
stimuli were taken from the Attention Process Training-
II program (Sohlberg et al., 2001). G.P. also completed 
at-home practice with his primary caregiver on a daily 
basis. At-home practice consisted of the naming with 
spaced retrieval and reconstruction of words from oral 
spelling tasks; only these tasks were included in at-
home practice because they would be easily 
administered by G.P.’s caregiver. The stimuli for at-
home practice were provided by the investigators by 
randomly selecting target words from the functional 
stimuli list. G.P.’s father reported the amount of time 
they spent on the practice every day, which was 
approximately 30-90 minutes/day throughout the 
treatment phase of the study. 
 
Discourse analysis.  An undergraduate student majoring 
in Speech and Hearing Sciences completed the 
transcription of all discourse samples. To assure 
accurate and reliable transcription, intra-rater 
agreement was calculated for 10% of the obtained 
discourse samples with a 2-week gap between the first 
and second transcriptions. Intra-rater transcription 
agreement was 98.18%, and thus deemed acceptable. 
In addition, point-to-point inter-rater agreement for the 
CIU analysis was calculated. The first author analyzed all 
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discourse samples in terms of CIU, and 20% of the 
samples were given to and analyzed by an 
undergraduate student, who was trained in CIU 
analysis. Inter-rater agreement for CIUs was acceptable 
at 90.52%. 
 
Results  
G.P. improved on all trained WM tasks over the course 
of treatment. For instance, for the N-back task, he 
practiced with the 1-back level at the beginning of the 
treatment phase but by the termination of treatment 
was practicing at the 3-back level with a 65% accuracy 
level. For the reconstruction of words from oral spelling 
task, 3-letter word stimuli (e.g., eye) were provided at 
the outset of the treatment; by the end of the 
treatment phase G.P. achieved about 80% accuracy 
with 5-letter word stimuli (e.g., water). The reading 
span task involving grammaticality judgments and 
category naming proved challenging for G.P. across the 
treatment phase. He continued to practice with two 
sets of level 1 stimuli throughout the study; however, 
his category naming performance increased from 55% 
to 100% by the end of treatment whereas his 
grammaticality judgment constantly remained at an 
accuracy level of over 80%. 
 
On post-treatment cognitive testing immediately 
following treatment (see Table 1), he displayed 
substantial gains on the verbal identity span of the 
TALSA, with his list length increasing from 5 to 12 (the 
latter of which is equivalent to the mean of normal 
controls). Importantly, this span gain was maintained at 
the 6-week follow up. Improvement on the TALSA 
semantic span subtest was also observed: G.P.’s 
semantic span size increased from 1.67 to 4.55, which 
indicated a positive change from below to above – 2 SD 
compared to adults with no brain damage (Kalinyak-
Fliszar et al., 2011). However, this change was less 
substantial and more poorly maintained (i.e., decreased 
to a span size of 2.98 at the 6-week follow up) 
compared to the verbal identity span. In the word, digit, 
and nonword span tasks of the TALSA, G.P.’s span sizes 
remain unchanged throughout the study and were 
comparable to those of normal controls (n = 10; 
Kalinyak-Fliszar et al., 2011). A moderate improvement 
of more than 1 SD was observed on the D-KEFS Design 

Fluency subtest. The values calculated for reliable 
change indices (RCI; Jacobson & Truax, 1991), however, 
were not over 1.96 indicating that the degree of change 
demonstrated by G.P. was not sufficient to qualify as 
significant pre- to post-treatment improvement. 
Nevertheless, the amount of improvement achieved by 
G.P. on condition 2 (i.e., + 4 scaled score) and condition 
3 (i.e., + 4 scaled score) of this D-KEFS subtest did 
exceed the value of the standard error of measurement 
(SEM) for each condition (i.e., 1.98 for condition 2, and 
2.4 for condition 3; Delis et al., 2001).  
 
In terms of language outcomes, G.P. demonstrated 
nominal changes in naming and auditory 
comprehension, as measured by the TAWF, WAB-R, and 
RTT (see Table 1). These marginal performance changes 
were not clinically significant in light of their RCI values 
(i.e., all less than 1.96). However, more substantial 
improvements were observed in his spoken discourse 
samples (see Table 2). Although G.P.’s %CIUs fell well 
below that of normal aging adults (i.e., mean of 80%; 
Jacobs, 1996) throughout the study, as would be 
expected given his lexical retrieval difficulties, higher 
percentages of CIUs were observed following treatment 
compared to his pre-treatment samples. Likewise, more 
efficient output (i.e., CIUs/min) was identified in his 
samples collected immediately and 6-weeks following 
treatment termination. A similar pattern of discourse 
change was observed for both the “online” and “offline” 
language sampling conditions.  
 
Lastly, the daily planning and social communication 
function scores from the ASHA-FACS (reported by his 
caregiver) increased following treatment suggesting 
communication improvements in daily activities and 
contexts. Whereas these results might have been 
confounded by some therapy sessions that took place 
following termination of the WM treatment (and were 
not part of the research project) in which the use of 
external memory aids and strategies were emphasized, 
it is important to note that prior to this study, G.P. had 
received similar compensatory strategy training. Other 
aspects of the ASHA-FACS did not change throughout 
the study. 
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Table 3. Description of treatment activities and examples of stimuli 

Treatment 
activity 

Description Example 

Reading span The participant judges the grammaticality of two sentences one by one, 
while remembering the last word of each sentence. He then must decide to 
what semantic category those last two words belong and name that 
category (e.g., dogs, clothes, or vegetables). The number of sentences per 
set increases from two to four and the length of each sentence increases 
from six to eight as his performance improves. 

Stimulus example: 
(a) The boys are wears green shirts.  
(incorrect) 
(b) The mother is washing her skirt. 
(correct) 
 
Expected participant response: incorrect, 
correct, clothes 

N-back The participant states ‘yes’ if the current stimulus item that he is seeing is 
the same as the stimulus item that he saw N-back ago. The participant 
begins with 1-back task and moves onto 2- and 3-back tasks as he shows 
improvement on this task. 

Stimulus example  
(2-back task): 
Shrimp, hamburger, shrimp*, salad, coke, 
water, coke*, hamburger, water … 
 
Expected participant response: “yes” to words 
with an asterisk 

Updating A string of words or pictures is visually presented and the participant must 
recall the last two items after the presentation is unexpectedly stopped. He 
is also asked to state the relationship of the two target items: whether they 
are in the same category or not, and if so, recall the category name. The 
number of items to recall is increased from two to three words as his 
performance improves. 

Stimulus example: 
Horse, eye, head, feet, stomach, arm, coke 
 
Expected participant response: arm, coke 

Opposite 
sentence training 

The participant generates sentences with an opposite meaning to the 
presented sentence stimuli. The first level consists of 4-word sentences and 
the length of sentence is increased to 5- or 6-words as he shows 
improvement. 

Stimulus example: 
I am walking slowly. 
 
Expected participant response: I am walking 
fast. 

Reconstruction of 
words from oral 
spelling 

The participant must reconstruct and say an irregular word that was spelled 
out by the clinician. The length of trained words is increased from 3- to 6-
letters.  

Stimulus example: 
O, n, c, e 
 
Expected participant response: once 

Naming with 
spaced retrieval 

The participant sees a picture and waits for 10 seconds before naming it. If 
he succeeds in naming one picture with this gap, one more target picture is 
added in the next trial so that the number of target stimuli to remember 
can increase as a function of previous correct response. 

Stimulus example: 
1

st
 trial: carrot 

2
nd

 trial: carrot, potato 
3

rd
 trial: carrot, potato,  corn 
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Table 4. Progress of treatment 

Task N-back 
(words) 

N-back  
(pictures) 

Updating  
(words) 

Updating 
(pictures) 

Reconstruction 
of words 

Reading Span Spaced 
Retrieval 

Opposite 
Sentences 

Session % Lv % Lv % Lv % Lv % Lv % 
1
 %

2
 Lv % Lv % Lv 

1              0 Lv1   

2       75 Lv1      0 Lv1   

3     100 Lv1   88 Lv1    0 Lv1 80 Lv1 

4 65 Lv1 60 Lv1     80 Lv2 75 70 Lv1(1)     

5 85 Lv1 90 Lv1 100 Lv1 50 Lv1        80 Lv1 

6         71 Lv3 85 40 Lv1(2)     

7 100 Lv1 100 Lv1 67 Lv2 75 Lv1        69 Lv2 

8     100 Lv2 88 Lv1   95 40 Lv1(2) 38 Lv1   

9   85 Lv2   100 Lv1      50 Lv1 71 Lv2 

10 80 Lv2   67 Lv2   100 Lv3        

11   95 Lv2       90 70 Lv1(1) 63 Lv1 65 Lv2 

12 90 Lv2   67 Lv2 75 Lv2 68 Lv4        

13 90 Lv3 95 Lv3       90 60 Lv1(2)   87 Lv2 

14         64 Lv4 95 70 Lv1(1) 0 Lv1   

15 95 Lv3 85 Lv3     74 Lv4        

16       50 Lv2   95 70 Lv1(2) 50 Lv1   

17 60 Lv4 40 Lv4 100 Lv2        63 Lv1 77 Lv2 

18 30 Lv4   75 Lv2   80 Lv4 85 100 Lv1(1)     

19 65 Lv4 90 Lv4   50 Lv2   95 100 Lv1(2)   81 Lv2 

20     100 Lv2 75 Lv2 72 Lv4      84 Lv2 
Note. (a) N-back level 1 = 1-back task, N-back level 2 = 2-back task with items in distant categories, N-back level 3 = 2-back task with items in the same categories, N-
back level 4 = 3-back task with items in distant categories; (b) Updating level 1 = 2 target words in a row, Updating level 2 = 3 target words in a row; (c) Reconstruction 
of Words level 1 = 3-4 letter words presented in serial order, Reconstruction of Words level 2 = 3-4 letter words presented in mixed order, Reconstruction of Words 
level 3 = 5 letter words presented in serial order, Reconstruction of Words level  4 = 5 letter words presented in mixed order; (d) Reading Span level 1, (1) = the first 
set of level 1, Reading Span level 1, (2) = the second set of level 1; (e) Opposite sentence training level 1 = 4 word sentences, Opposite sentence training level 2 = 5 
word sentences; and, (f)  % 1 = accuracy for grammaticality judgment, %2  = accuracy for category naming.       

 
 
Discussion 
G.P. presented with severe impairment in lexical 
retrieval and memory, particularly in terms of semantic 
processing, which impacted his daily life as well as 
vocational rehabilitation. Given prior reports of 
improvements in both WM and language in individuals 
with aphasia following WM treatment (e.g., Kalinyak-
Fliszar et al., 2011), the current study examined 
whether G.P. would demonstrate improved WM and 
language performances when given a treatment that 
targeted central executive components of WM. 
Generally, providing WM treatment to G.P. yielded 
positive outcomes in some WM spans as well as 
enriched informativeness and efficiency in his discourse. 
Whereas it is promising that he responded to this 
treatment despite his severe and diffuse brain damage, 
it must be noted that treatment failed to induce 
significant improvements on several cognitive and 
linguistic measures.  
 

G.P.’s pronounced deficits in processing components of 
WM were confirmed pre-treatment via administration 
of TALSA subtests. He displayed considerable difficulty 
on probe memory span tasks in which active 
manipulation of information is essential, whereas he 
performed within the normal range on span tasks (i.e., 
word, digit, and nonword spans) that rely heavily on the 
phonological buffer system and demand a relatively 
passive encoding and recall process. Following 
treatment, G.P. displayed substantial, positive changes 
in more complex probe WM span tasks. Furthermore, 
G.P. achieved substantial increases on these probe 
memory span tasks even though treatment activities 
were dissimilar to these span tasks; such gains indicate 
that G.P.’s improvements were not simply task specific. 
As noted before, the current treatment approach to 
ameliorate G.P.’s deficits in WM and naming was to 
include training tasks that targeted the central 
executive components of WM as well as the 
components relating to the phonological buffer and 
store. Thus, with respect to the first research question 
posed, the results indicate that the current WM 
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treatment protocol did improve G.P.’s WM skills, 
particularly with respect to the processing and central 
executive components.  
 
Although changes were only marginal in other cognitive 
areas including general memory and learning (e.g., no 
change on the RBMT-III), G.P. did demonstrate 
moderate gains on the D-KEFS Design Fluency subtest. 
Such gains suggest that WM training positively 
contributed to changes in his executive functioning 
abilities. For example, the Design Fluency conditions on 
which G.P. had to demonstrate inhibition by connecting 
only filled dots or by switching between filled dots and 
empty dots alternatively were the ones on which he 
made the most improvements; as previously 
mentioned, models of WM often include inhibition and 
resource allocation as well as switching as part of the 
executive component (Conway & Engle, 1994, Kane et 
al., 2001; Miyake et al., 2000). Thus, the central 
executive components practiced in several of the 
current WM treatment activities (e.g., the N-back, 
updating, and reading span tasks) may have fostered 
improvement on this D-KEFS measure. However, careful 
interpretation and further investigations are required 
because even though G.P.’s improvements were beyond 
the SEM for each Design Fluency condition, RCIs did not 
exceed the significance value.  
 
Contrary to previous investigations that established 
generalization effects of WM treatment to language 
skills (Francis et al., 2003; Kalinyak-Fliszar et al., 2011; 
Majerus et al., 2005; Mayer & Murray, 2002; Vallat et 
al., 2005), G.P. showed only nominal language changes 
following treatment in the areas of auditory 
comprehension, word retrieval, and repetition. These 
minor language improvements contrasted with those 
expected given that prior research has reported: (a) a 
positive relationship between STM/WM and language 
performances in individuals with aphasia (Martin & 
Reilly, 2012; Seniow et al., 2009; Sung et al., 2009), 
supporting the premise that WM treatment may 
ameliorate aphasic language symptoms; and, (b) 
remarkable improvements in the language abilities of 
individuals with aphasia following WM treatments 
(Kalinyak-Fliszar et al., 2011; Koenig-Bruhin & Studer-
Eichenberger, 2007; Majerus et al., 2005). The current, 
generally null language findings may relate, at least in 
part, to the difference between G.P.’s language profile 
and those of participants in prior WM treatment 
studies. Whereas G.P. demonstrated relatively good 

repetition and auditory comprehension, participants in 
previous investigations had substantial difficulties in 
these language areas, and subsequently with WM 
treatment, demonstrated more gains in these language 
skills (more so than in naming, the area of greatest 
difficulty for G.P.). Additionally, in contrast to the 
primarily phonological impairments and focal lesions 
(due to stroke) of prior participants, G.P. demonstrated 
semantic processing deficits and a diffuse lesion due to 
anoxic brain injury. Finally, the number of therapy 
sessions G.P. received was far less than that provided in 
previous investigations. For instance, in several studies, 
treatment was provided at a similar intensity (e.g., 2 or 
more sessions per week) to that in the current study but 
lasted much more than four weeks (e.g., 17 weeks in 
Francis et al., 2003; 16 months in Majerus et al., 2005; 6 
months in Vallat et al., 2005; 137 sessions in Kalinyak-
Fliszar et al., 2011). Accordingly, future research is 
needed to determine if patient profile, amount of 
treatment, or both are most closely tied to the extent of 
language improvement following WM treatment. 
 
Finally, improvement observed in the discourse samples 
of G.P. following WM treatment seems consistent with 
previous research findings. In individuals with closed 
head injury, WM abilities have been found to 
significantly correlate with discourse production skills, 
measured by analysis of story retelling and story 
generation samples (Youse & Coelho, 2005). Also in 
individuals with brain damage to the dorsolateral 
prefrontal cortex, WM abilities have been found to 
correlate significantly with discourse production skills 
(Coelho, Lê, Mozeiko, Krueger, & Grafman, 2012). Given 
this established relationship between WM and 
discourse, it seems plausible that G.P.’s progress in his 
spoken discourse may be attributed to the 
improvements he displayed in his WM abilities. 
 
Limitations of the current investigation include the 
experimental design given that it is a single case study 
without repeated baseline measures and thus doesn’t 
include reliable controls to rule out test-retest effects. 
This investigation also lacked control participants (e.g., 
individuals with mild aphasia who do not receive 
treatment); including such participants could help 
determine the specificity of the treatment effects and 
rule out practice effects on cognitive-linguistic 
measures. Another shortcoming was that no measure 
was included to capture G.P.’s perception of treatment 
outcomes to establish ecological validity, albeit G.P.’s 
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primary caregiver did provide ratings of changes in 
G.P.’s daily communication skills. To address these 
issues, future investigators should consider utilizing a 
single subject experimental design (Beeson & Robey, 
2006; Byiers, Reichle, & Symons, 2012) with 
comprehensive and specific functional measures to 
delineate WM treatment outcomes.  
 
In summary, despite cognitive improvements following 
participation in a WM treatment protocol, G.P., an 
individual with chronic, anomic aphasia demonstrated 
only modest language gains. Future research is needed 
to address not only the limitations within the current 
study (e.g., weak research design), but also to identify 
participant characteristics and cognitive treatment 
procedures and therapy schedules that will foster 
positive cognitive-linguistic changes in individuals 
representing a spectrum of aphasia profiles following 
their participation in cognitive treatment.  
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Intensive Therapy for Aphasia:  
What Does “Intensive” Really Mean? 

 

Melissa Costell & Ellyn Riley 
 
Abstract 
Background: Considering that approximately 100,000 individuals acquire aphasia each year 
and that these numbers are projected to increase over the next several years, it is becoming 
increasingly essential that Speech-Language Pathologists are able to provide efficient and 
effective therapy for this population. However, with the increasing limitations that have been 
applied to the provision of services, receiving an adequate amount of therapy can be a 
challenge.  Several research studies have shown that intensive speech and language therapy 
for individuals with aphasia produce more significant gains than less intensive, more 
conventional therapy. However, it remains unclear what “intensive” really means as applied 
to aphasia therapy. Up to this point, researchers and clinicians have defined intensive therapy 
using their own standards, which appear to be based upon arbitrary numbers of hours per 
day, sessions per week, or total number of hours rather than on a standardized definition of 
“intensity.”  The purpose of this paper is to establish how “intensity” is defined in the current 
aphasia treatment literature in order to determine if a standard range of intensity can be 
identified at this point. 
Methods: A sample of the aphasia literature published between the years 1996 and 2011 was 
acquired using a variety of online research databases. Our search resulted in six relevant 
articles: 3 treatment studies, 1 literature review, and 2 systematic reviews that focused on 
intensity. Treatment dosage information was collected from a total of 13 studies: six studies 
from the Cherney et al. (2008) systematic review, five studies in the Cherney et al. (2011) 
updated systematic review, and two studies acquired during our original database search. For 
each individual study as well as the studies cited in the review articles, definitions of 
“intensity” were identified and categorized in order to extract the therapy dosage required for 
successful intensive therapy. 
Results & Discussion: In the studies reporting language gains following “intensive” therapy, 
intensity level was defined as anywhere between 3.5 and 24 hours of therapy per week.  
Treatment was distributed over several days each week for a few hours each day. Although 
the goal of this literature review was to establish a standard definition of therapy intensity 
from the current literature, our findings suggest that successful “intensive” treatment does 
not conform to a single standard or even to a similar dosage range. We suggest that based on 
the current aphasia literature, we are unable to adequately answer our research question. In 
order to address this question, future research needs to focus on finding the optimal dosage 
of therapy rather than simply comparing “more” versus “less” intense treatment conditions.   
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Learning Objectives  
1) Explain why it is important to establish a standardized definition of aphasia therapy intensity. 
2) Explain what is meant by “intensive therapy” based on studies analyzed in this article. 
3) Describe factors that may influence the effectiveness of intensive therapy. 

 
 

“More is better.” This is a phrase that we frequently hear in popular culture. More money, more time, more friends, 

more love; these are all things that are typically better in greater amounts. However, when it comes to defining the 
intensity of speech-language therapy (SLT), the phrase “more is better” is simply not enough. We need empirical 
evidence. Many aphasiologists who are interested in SLT intensity have focused primarily on “more” versus “less” when 
defining “intensity.” Several studies have shown that “more” therapy for persons with aphasia can lead to greater 
improvements in language impairment (Cherney, Patterson, Raymer, Frymark, & Schooling, 2008). However, a standard 
definition of “intensity” of aphasia treatment has yet to be established.  
 
The need for establishing a standard intensity of intervention may be questionable. Some could argue that the amount 
and duration of therapy needed depends on the individual, the clinician, the type of intervention used, and any third 
party involved in the therapy process (e.g., insurance companies). With all of these factors playing a role, some may 
question whether or not establishing a standard intensity of treatment is even possible (Baker, 2012). Because of these 
extraneous factors, several researchers and clinicians have taken it upon themselves to develop their own intensity 
levels, leading to a variety of “intensity” definitions. For example, intensity has been defined as the number and duration 
of sessions per week, the number of teaching episodes per session per week, and the number of client responses per 
session per week (Baker, 2012). Even though these measurements of intensity are different, they each have one major 
concept in common: they all use a “more” versus “less” approach. With all of these different intensity levels, it can be 
difficult to determine just how much therapy is optimal for individuals with aphasia.  
 
More than 100,000 Americans acquire aphasia from cortical damage each year (Ellis, Dismuke, & Edwards, 2010). While 
aphasia impacts each person differently, it often leads to deficits in the expression and comprehension of spoken 
language, reading, and writing (Cherney, Patterson, & Raymer, 2011). These impairments can have a considerably 
negative impact on these individuals’ quality of life. Depending on the severity of the cerebrovascular accident (CVA), 
the expression and comprehension of language (including spoken language, reading, and writing) could range from mild, 
in which an individual may have some word-finding difficulties, to severe, in which there is a complete loss of expressive 
or comprehensive language (Code & Herrmann, 2003). No matter the severity of the language deficit, individuals with 
aphasia can experience difficulties in many aspects of their daily lives.  
 
When experiencing communication difficulties as a result of acquired aphasia, life instantly changes for the individual 
with aphasia as well as his or her family. Even minor impairments in language can have a serious impact on these 
individuals and their communication partners (Borthwick, 2012). Emotional reactions to a loss of language often include 
feelings of frustration, anxiety, and irritability. It can be extremely confusing and frustrating for individuals with aphasia 
to lose such a seemingly automatic skill. Attempting to regain abilities that simply developed as a child, can be extremely 
frustrating and “socially embarrassing” as an adult, often leading to an avoidance of social communication with others 
(Caixeta & Caixeta, 2011). When individuals lose their ability to communicate and interact with others, they often lose a 
sense of themselves and of who they are as a family member, a spouse, a parent, and as a friend (Code, Hemsley, & 
Herrmann, 1999). Communication is essential for maintaining current relationships and for creating new ones (Code & 
Herrmann, 2003). A loss of this skill may lead to a loss in an individual’s relationships, leading to feelings of isolation and 
loneliness. This isolation and loneliness can often manifest as depression in persons with aphasia, which can have a 
significant impact on rehabilitation outcomes and overall quality of life (Hilari et al., 2010). Much of our emotions, 
including happiness and sadness, emerge from our relationships with others (Code et al., 1999). After an individual 
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acquires aphasia from cerebral damage, they often experience a sudden inability to engage in the same activities in 
which they had engaged prior to the aphasia, especially social activities.  
 
In addition to changes in emotions, individuals with aphasia also experience extensive changes in their daily routines. 
One particularly important routine many individuals with aphasia experience is a career change or loss.  Most jobs 
require at least basic communication skills in order to communicate with colleagues and customers (e.g., cashier, sales 
clerk) and many professions require much higher levels of communication proficiency (e.g., teacher, attorney). 
Unfortunately, because of their language impairments, it is common for individuals with aphasia to lose careers they 
enjoyed and jobs that provided income for their families (Code & Herrmann, 2003). Individuals with aphasia who are 
unable to continue their careers also often experience feelings of inadequacy. To add to the stress of dealing with these 
emotions, individuals with aphasia may also experience financial stress and have difficulty paying medical bills and 
continuing to provide for their families.   
 
Several of the negative emotions experienced by persons with aphasia can be directly or indirectly attributed to a loss in 
interaction with others (Code et al., 1999). Therefore, improving language expression and comprehension can have a 
considerably positive impact on an individual’s quality of life. Language intervention can often lead to an improvement 
of functional communication with friends and family, decreasing feelings of isolation and loneliness. Improvement in 
communication can also decrease feelings of stigmatization. In some cases, following language therapy, it is possible for 
individuals with aphasia to return to work, restoring a greater sense of normalcy in their lives.  
 
Successful aphasia treatment is often the result of several interacting factors, many of which seem to feed forward and 
back into a continuous loop of recovery. For example, language therapy improves communication and linguistic skills in 
persons with aphasia (Brady, Kelly, Godwin, & Enderby, 2012). Improvement in language abilities improves quality of 
life, which in turn improves language outcomes during intervention (Code & Herrmann, 2003). With an increase in 
quality of life, often comes an increase in motivation and language performance. Therefore, based on this logic, it 
appears that aphasia treatment is necessary not only for improving language and communication skills but also for 
improving the well-being of individuals with aphasia. Unfortunately, it is not often that simple. There are several 
limitations on receiving aphasia treatment, one of which is the brief window of rehabilitation therapy provided in our 
current medical climate (e.g., payment or session restrictions imposed by third party payers).  
 
Like any other treatment covered by insurance, coverage for aphasia intervention depends on an individual’s specific 
benefits. When receiving services for aphasia intervention, insurance companies typically allow for either a specific 
number of sessions or a maximal dollar amount for a particular period of time. Even though many persons with aphasia 
can receive some language services covered by their medical insurance, most individuals feel that insurance runs out 
before they feel ready to be done with therapy (Cameron & Wright, 2009). While some coverage plans do not cover any 
speech/language intervention services, other insurance companies cover only a small amount of services during a 
calendar year. Medicare for example, covers approximately $1920 for speech/language and physical therapy combined 
(Your Medicare Coverage, 2014). In many cases, this cap on treatment does not allow individuals with aphasia to receive 
adequate services. For example, according to the 2014 Medicare Fee Schedule for Speech Language Pathologists from 
the American Speech-Language-Hearing Association (ASHA), the national billing rate for treatment of speech and 
language services covered by Medicare is $80.60. With the $1920 cap for speech/language services, after receiving a 
speech and language evaluation (billed at $101.74/hour based on 2014 Medicare Fee Schedule), a person with aphasia 
could attend approximately 20 speech/language therapy sessions per year if they are not also receiving physical therapy 
or any other speech and language services (e.g., dysphagia evaluation and treatment). Depending on the individual’s 
insurance benefits, coverage for aphasia intervention could terminate after anywhere from 3 – 12 months (About Stroke 
Comeback Center, 2010).  
 
Some insurance companies will allow a renewal of services for a set number of sessions per year, while others will cover 
assessments and treatment only if a change in language and communication has developed (Cameron & Wright, 2009). 
With so few sessions covered by third party payers, it may be common for persons with aphasia to try and maximize 
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their time with clinicians by having sessions periodically throughout the year, a method that may not be as effective as a 
more massed or “intensive” treatment schedule. For this reason, it is essential to identify treatments deemed successful 
and from these treatments, establish a standard dosage of aphasia intervention so that persons with aphasia can get the 
most out of the few sessions they have available to them.  
 
Currently, it appears as though most intensity-based aphasia research has used therapy methods with seemingly 
arbitrary intensities, focusing simply on “more” versus “less” therapy as a definition for intensity. Determining a 
standardized definition for intensity of aphasia intervention often places researchers and clinicians in somewhat of a 
“Goldilocks” position. The question becomes, what amount of intensity is too little, too much, or just right to promote 
the best possible language outcomes? The purpose of this paper is to establish how “intensity” is defined in the current 
aphasia treatment literature in order to determine if a standard range of intensity can be identified. To answer this 
question, we will review a portion of the current aphasia literature with a focus on how each study has defined 
treatment intensity. 
 
Method 
The concept for this paper began with a systematic review conducted by Cherney, Patterson, Raymer, Frymark, & 
Schooling in 2008, which summarized intensity of aphasia treatment on measures of language impairment and 
communication participation. The authors of this systematic review concluded that favorable outcomes in language 
impairment resulted from higher intensity therapy. However, this systematic review did not present a standard 
definition of treatment intensity, only stating that in terms of therapy, “more is better.” Therefore, a search of current 
aphasia literature focusing on intensity of aphasia treatment was conducted. Searches of electronic research databases 
included The Summon Service, EBSCO Host, ASHA Journals, and Google Scholar. Inclusionary criteria for this paper 
included studies or reviews with participants having either acute or chronic aphasia as a result of CVA, using a 
comparison of low and high intensities of language and/or communication intervention, and being conducted within the 
last 20 years. Results from the search yielded six articles, which included treatment studies, literature reviews, a 
systematic review, and an update to the systematic review. From these original articles, treatment dosage numbers 
were extracted from six studies in the Cherney et al. (2008) systematic review, from five studies in the Cherney et al. 
(2011) updated systematic review, and from two studies found during the original database search. Treatment dosage 
information was collected from a total of 13 studies between 1996 and 2011. Each study was reviewed and a focus was 
placed on the researchers’ definitions of intensity and the outcomes of the aphasia therapy based upon that defined 
intensity. For each individual study as well as the studies cited in the review articles, definitions of “intensity” were 
identified. These intensity definitions were then converted to the same metric unit: hours per week. This metric unit was 
chosen for this paper because it was included within each of the studies analyzed. Based upon the outcomes of the 
studies, these definitions of intensity were categorized in order to extract the treatment dosage required for successful 
intensive therapy. 
 
Results 
In 2003, Bhogal, Teasell, and Speechley aimed to determine the impact of therapy intensity in aphasia recovery utilizing 
traditional speech language therapy (SLT). A review of ten studies comparing traditional SLT administered at high 
intensity levels and traditional SLT administered at lower intensity levels yielded a total of 864 subjects with aphasia. The 
intensity levels used in the studies averaged approximately 9 hours per week for 11 weeks (intensive) compared to 2 
hours per week for 23 weeks (not intensive). The study did not report the time post-stroke for the individuals involved 
and each of the traditional SLT methods were varied. Results of the review indicated that language improvements were 
made in studies that implemented higher intensive therapies delivered over a shorter period of time and that therapies 
using lower intensities delivered over a longer period of time did not result in a “significant change in outcome” (Bhogal 
et al., 2003). However, there were some inconsistencies within this study. In a letter to the editor in regards to the 
review written by Bhogal et al. (2003), Marshall (2008) pointed out that one of the studies used in the review contained 
far fewer participants than stated by Bhogal et al., and that the authors of the review failed to recognize studies that 
showed improvements in language of persons with aphasia that did not use intensive treatment. Marshall (2008) also 
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stated that any conclusions made regarding intensity of aphasia intervention needed to be interpreted with caution 
because no large treatment studies comparing intensity of treatment to outcomes had been conducted.  
 
In accordance with Marshall’s view, the review conducted by Bhogal et al. (2003) is somewhat outdated in terms of the 
current intensity research. In addition, the goal of that review was to compare “high” vs. “low” intensity, without 
specifying a standard definition of intensity for overall effectiveness of language therapy in individuals with aphasia. The 
goal of this paper is not to compare high and low intensity treatments. It is to only look at aphasia treatments that are 
classified as “high intensity” and state how researchers of those treatments have defined “intensity”.  
 
One method of treatment with intensity at the forefront of intervention is Constraint-Induced Language Therapy (CILT), 
also referred to as Constraint-Induced Aphasia Therapy (CIAT). CILT is an intervention method using the principle of 
massed practice of behaviors, constraints of non-verbal communication, and therapy that focuses on communicative 
actions that are relevant to an individual’s everyday life (Maher et al., 2006; Pulvermuller et al., 2001). The idea behind 
this intervention approach is that persons with aphasia have learned a “non-use” of verbal language due to a consistent 
use of nonverbal compensatory strategies such as pointing, gesturing, and drawing when communicative attempts fail 
(Pulvermuller et al., 2001). The intervention is implemented through a game played typically in a small group setting 
during which these compensatory communicative strategies are prohibited. The game is played for approximately 3 – 4 
hours per day for 2 weeks, totaling roughly 15 hours per week (Cherney et al., 2008; Meinzer et al., 2004; Pulvermuller 
et al., 2001). Results of these studies suggest notable communication and language improvements when using this 
method at the prescribed dosage.  
 
In one study by Pulvermuller et al. (2001), 17 subjects with chronic aphasia received either conventional SLT or CILT. All 
of the participants of this study received a total of 30 – 35 hours of treatment. Participants in the conventional SLT group 
received therapy over a four-week span, whereas the participants in the CILT group received intervention over 10 days. 
Results showed that the participants in the CILT group, which received the high intensity therapy, had greater 
improvement (17%) of language skills when compared to the improvement of the conventional therapy group (2%) as 
measured by a battery of clinical assessments (Pulvermuller et al., 2001).  
 
A similar study conducted by Meinzer et al. (2004) included 27 individuals with chronic aphasia who received either CILT 
or a slightly modified CILT method that provided participants with additional exercises to complete at home, increasing 
the treatment dosage. Both groups received treatment for 30 hours over 10 days, with additional home practice for the 
modified CILT group. The results of this study were comparable with those of other studies using the CILT method 
(Cherney et al., 2008; Maher et al., 2006; Pulvermuller et al., 2001). Both groups improved in language following 
treatment, specifically increasing the frequency of everyday communication, especially for those who received the 
modified, more intensive version of the CILT program (Meinzer et al., 2004). These results strengthen the argument that 
greater treatment dosage may be more beneficial for individuals with aphasia. However, because of the inherently 
intensive nature of the CILT method of therapy, it can be difficult to determine whether improvements were a direct 
result of the intensive schedule for intervention or of the constrained nature of the therapy method (Maher et al., 2006; 
Pulvermuller et al., 2001).  
 
Because of this confounding effect, the results of the above mentioned studies cannot bring researchers and clinicians 
any closer to a standardized definition for adequate intensity of aphasia treatment. This is because the studies 
presented above have one major limitation in common; they did not compare outcomes of the same therapy method 
with varying intensity levels (Cherney et al., 2011). Such a study would provide information regarding intensity alone, 
without effects or influences from treatment type. Therefore, Cherney et al. (2008) conducted a systematic review to 
summarize the current evidence base for intensity of treatment, including CILT and traditional high intensive SLT, on 
measures of language impairment through the review of 10 studies. Inclusionary requirements for the review consisted 
of: having a focus on CILT or a comparison between high and low intensity level therapy, be from a peer-reviewed 
journal between 1990 and 2006, and contain participants 18 years or older with aphasia resulting from a 
cerebrovascular accident. Within the review, five of the studies focused on intensity of therapy, four studies focused on 
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the CILT method specifically, and one study focused on both. The studies that focused on the CILT method of 
intervention used the same intensity for treatment; three hours per day for 10 weeks. The studies concentrating on 
intensity however, used varying definitions of intensity.  
 
Table 1 provides information regarding the definitions of “intensity” reported by the authors of the six studies that 
focused on intensity in the 2008 systematic review, as well as the general results of therapy. Three of the studies 
included in the review defined intensity as between 23 and 25 hours per week (Hinckley & Carr, 2005; Hinckley & Craig, 
1998; Raymer, Kohen, & Saffell, 2006). Of these three studies, two of the studies reported improvements in functional 
conversation (Hinckley & Craig, 1998) and in spoken and written word/picture naming immediately following treatment 
(Raymer et al., 2006). It should be noted that there was not a significant difference between participants that received 
intensive treatment as compared to non-intensive treatment one-month post treatment in the Raymer et al. (2006) 
study. The final study used a definition of greater than 23 hours per week provided participants with 23 hours of 
context-based, ecological treatment to develop compensatory strategies for task-specific skills (Hinckley & Carr, 2005). 
Authors reported no advantage of intensive treatment for mastering trained skills over non-intensive treatment.  
 
Authors of the systematic review reported an additional study where participants received approximately 6 – 7 hours 
per week of treatment for improvement in language skills for conversation (Denes, Perazzolo, Piani, & Piccione, 1996). 
Unlike the study conducted by Hinckley and Carr (2005), the authors found that intensive therapy lead to greater 
improvements in language impairment for conversation. Basso and Caporali (2001) also implemented treatment 
techniques to assist participants in improving language skills for conversation. During this study, the participants were 
provided with 14 – 21 hours of conventional aphasia therapy per week. The authors concluded that participants 
receiving high intensive intervention achieved greater scores on a battery of tests and maintained progress longer than 
the non-intensive therapy group (Basso and Caporali, 2001). The final article reviewed in the 2008 systematic review 
used the CILT method of treatment and was covered previously in this paper. Pulvermuller et al. (2001) found greater 
improvements in language skills in individuals that received intensive therapy.  
 
The studies within the Cherney et al. (2008) systematic review compared intensity levels between 6 to 25 hours of 
intervention per week, a seemingly wide window for interpretation of a standard definition of “intensity”. Even though 
these studies had varying degrees of intensity, the results of the systematic review indicated greater impairment 
outcomes and longer maintenance of improvements for individuals that received the higher insensitive therapies 
(reviewed in Cherney et al., 2008). However, with the conclusion that improvement in language impairment favored 
high intensive treatments, this systematic review was unable to provide a standardized definition of “intensity.”  
 
Understanding the critical need as well as the growing body of evidence for intensity studies in aphasia therapy, Cherney 
et al. (2011) updated the 2008 systematic review to include five additional studies in order to provide even more 
information regarding intensity research. The inclusionary criteria remained the same for the additional studies. The five 
studies chosen included more recent research from 2008 – 2011 and were made up of case studies, single-subjects 
studies, and one randomized-controlled study. With the addition of the five new studies focusing on intensity of 
treatment, a total of 11 intensity studies were analyzed, which employed several different therapy methods and 
included participants with both acute and chronic aphasia. Results of the systematic review were mixed and appeared to 
be more ambiguous than the authors had previously concluded in the primary systematic review, in which the authors 
determined that improvements in language impairment were greater with higher intensity intervention (Cherney et al., 
2008).  
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Table 1. Intensity levels and results via studies from Cherney et al. (2008) systematic review 

Authors Year Length of 
session 

Number of 
Sessions per 

week 

Number of 
hours per 

week 

Number of 
practice 

opportunities 
per session 

Results 

Basso & Caporali 2001 2 – 3 hours 7 14 – 21 NR Greater improvements in test scores and 
recovery of language for high intensive 
therapy 

Denes et al. 1996 45 – 60 mins 6 – 7 4.5 – 7 NR Greater improvement of language 
impairment for higher intensity group  

Hinckley & Craig 1998 NR NR 23 NR Positive effects on naming skills with 
intensive SLT therapy 

Hinckley & Carr 2005 NR NR 25 NR No advantage for intensive treatment in 
mastering of trained skills 

Pulvermuller et al. 2001 3 hours 5 15 NR Greater improvement of language skills 
in individuals that received intensive 
treatment  

Raymer et al. 2006 6 – 8 hours 3 – 4 24 60 Higher intensive therapy leads to greater 
word acquisition but is not maintained 
over time. After 1 month, there was no 
significant different in picture naming 
skills of adults between high and low 
intensity treatments 

Note: NR = not reported 
                
 
 

Table 2 provides information regarding the definitions 
of “intensity” used by the authors of the 5 additional 
studies that focused on intensity in the 2011 update, as 
well as the general results of therapy. The authors of 
the five additional studies included in the updated 
systematic review defined “intensity” as a range of 3.5 
hours per week to 7.5 hours per week, which on 
average are much less than the intensity definitions 
used in the 2008 systematic review by Cherney et al. 
Two of the five studies used an intensity definition of 
five hours of treatment per week for improving target 
naming (Bakheit et al., 2007; Sage, Snell, & Lambon 
Ralph, 2011). Consequently, neither of these studies 
resulted in significant difference in target naming for 
participants in high intensive treatment when 
compared to lower intensive therapy. However, it 
should be noted that all participants in the study 
conducted by Bakheit et al. (2007), were in the acute 
stages of aphasia. Within this study, none of the 
participants in either group (intensive or non-intensive) 
received the full amount of treatment prescribed. 
Several of the participants withdrew from the study, 
passed away, or were not able to tolerate the amount 
of intervention provided. As a result, none of the acute 
aphasia participants in the intensive group received the 
amount of therapy necessary for improvement of 
language impairment (Bakheit et al., 2007). It should 

also be noted that the authors of the Sage et al. (2011) 
study concluded that both intensive and non-intensive 
treatment lead to gains in target naming immediately 
following treatment.  
 
Unlike the previous systematic review, Cherney et al. 
(2011) concluded that in terms of language impairment 
outcomes, there were no “clear differences between 
intensive and non-intensive treatment across studies” 
for both the acute and chronic aphasia groups, as well 
as mixed results for the amount of activity and/or 
participation in communication based upon the 
intensity of therapy for both the acute and chronic 
groups. The synthesized results of those in the chronic 
aphasia studies showed a strong correlation between 
intensity and activity and/or participation but a weak 
correlation for the acute aphasia group (Cherney et al., 
2011). This systematic review update highlighted the 
fact that there were substantial limitations in the 
current intensity research and that results of those 
studies should be considered relatively premature and 
viewed with caution (Cherney et al., 2011). However, 
this review did indicate that there may be a difference 
between intensity levels needed for individuals with 
acute aphasia and individuals with chronic aphasia.   
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Table 2. Intensity levels and results via studies from Cherney et al. (2011) systematic review 

Authors Year Length of 
session 

Number of 
Sessions per 

week 

Number of 
hours per 

week 

Number of 
practice 

opportunities 
per session 

Results 

Bakheit et al.  2007 1 hour 5 5 NR No significant difference on measures of 
impairment between high and low 
intensity groups  

Harnish et al. 2008 1.5 hours 5 7.5 NR Greater improvements with higher 
intensive therapy 

Lee et al. 2009 NR NR 3.5 NR Favorable outcomes on conversational 
script performance resulted from 
intensive therapy 

Ramsberger & Marie 2007 45-60 mins. 5 3.75 – 5 80 Half of participants showed greater 
improvements with higher intensive 
therapy, while half showed greater 
improvements with lower intensive 
therapy 

Sage et al.  2011 NR 5 5 90 No significant difference between high 
and low intensive therapy outcomes 
immediately following therapy 

Note: NR = not reported 
                

 
Discussion 
Given reports of greater improvements following 
“intensive” speech and language intervention for 
aphasia, we sought to answer the question of how 
treatment intensity has been defined in the current 
aphasia literature. With recent evidence supporting the 
notion that “more is better” in terms of aphasia therapy 
(Cherney et al., 2008), most researchers and clinicians 
have been using a seemingly arbitrary amount of 
treatment in their clinical practices for helping persons 
with aphasia improve expressive and receptive 
language skills. Using this idea that more therapy is 
better is simply not enough. 
Due to a limited number of treatment sessions covered 
by third party payers and a decrease in quality of life 
experienced by persons with aphasia, it is imperative 
that we strive to identify an optimal treatment dosage 
for aphasia and provide a standard definition for what 
constitutes “intensive” therapy. This is necessary in 
order to not only provide the most effective 
intervention possible but also to improve the well-being 
of individuals with aphasia. In addition to loss of 
language, it is extremely common for these individuals 
to also suffer loss of personal relationships, roles in 
family and community, careers, and identity (Code & 
Herrmann, 2003; Code et al., 1999; Hilari et al., 2010). If 
an improvement of language skills through effective 
therapy can improve an individual’s quality of life, 

developing a standard definition of “intensity” may 
provide a way for clinicians to better help their clients 
achieve this reality.  
 
With the majority of researchers supporting intensive 
treatment but few being able to define the exact 
amount of intervention necessary for individuals with 
aphasia to make gains, Baker (2012) discussed the 
difficulties associated with defining and standardizing 
an optimal amount of intensity. Considerable 
differences among the way researchers and clinicians 
have defined “intensity” have been identified (Baker, 
2012). Some authors define intensity regarding the 
number of sessions per week (Denes et al., 1996; 
Ramsberger & Marie, 2007), the total hours (Bakheit et 
al., 2007; Hinckley & Carr, 2005; Hinckley & Craig, 1998; 
Lee, Kaye, & Cherney, 2009; Sage et al., 2011), the 
number of hours per day for a specific number of weeks 
(Basso & Caporali, 2001; Harnish, Neils-Strunjas, Lamy, 
& Eliassen, 2008; Pulvermuller et al., 2001; Raymer et 
al., 2006), and according to Baker (2012), some 
researchers even define intensity by the number of 
“teaching episodes” used per session. For the current 
paper, it was necessary to convert each study’s 
definition of intensity to a common metric unit. Because 
“intensity” was defined differently for each study, the 
common metric used was hours per week. Therefore 
through an analysis of the studies used throughout this 
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paper including studies focusing on the CILT method 
(Maher et al., 2006; Meinzer et al., 2004), studies from 
the Cherney et al. (2008) systematic review presented 
in Table 1, and the updated systematic review 
completed by Cherney et al. (2011) presented in Table 
2, it appears that effective therapy for persons with 
aphasia results from an intensity as defined between 
3.5 and 24 hours of treatment per week. Most of the 
studies analyzed here reported improvements in 
language skills for individuals receiving intensive 
therapy within this range.  
 
Even though the majority of these studies report 
successful outcomes within this dosage range, it is still 
not clear as to which particular method is best for 
aphasia treatment. Additionally, some of these studies 
also report evidence contradicting the effectiveness of 
high intensive therapy. For example, the studies 
conducted by Hinckley and Carr (2005), by Bakheit et al. 
(2007), and by Sage et al. (2011) used intensity level 
within the above-defined range. However, results of 
these studies did not support the effectiveness of 
intensive intervention when compared to low intensive 
treatment below the 3.5 to 24 hours per week range.  
 
Even though these studies did not support intensive 
therapy over non-intensive therapy, it should be noted 
that each of these studies had significant limitations 
perhaps making the findings of these studies 
incomplete. One major limitation of the study 
conducted by Bakheit et al. (2007) is that all of the 
participants in the study were in the acute stage of 
aphasia recovery. Because of this, several of the 
patients were too tired to complete treatment, 
terminated therapy, or passed away. Therefore, none of 
the participants in the study received the recommended 
amount of intervention (Bakheit et al., 2007).  
 
Secondly, a limitation of the Hinckley and Carr (2005) 
study involves the amount of therapy provided to the 
participants. Individuals in the intensive therapy group 
received 25 hours of treatment per week, while the 
individuals in the non-intensive therapy group received 
4 hours of treatment per week. Based upon the 
definition of “intensity” stated above, both of the 
groups in this study received “intensive” treatment, 
which may have resulted in the authors not finding a 
substantial difference in language improvement 
between groups. Both groups within this study 
performed similarly. However, it should be noted that 

the authors concluded a generalization of 
improvements in language modalities not targeted (i.e., 
writing) for those in the intensive group as compared to 
the participants in the non-intensive group (Hinckley & 
Carr, 2005).  
 
Finally, a limitation of the Sage et al. (2011) case-series 
study was that all participants received both the 
intensive therapy (5 hours/week for 2 weeks) and the 
non-intensive therapy (2 hours/week for 5 weeks). The 
authors concluded that both intensity levels resulted in 
improvements in target naming performance. Retention 
was higher at one-month post treatment for the non-
intensive group due to what the authors explained as 
“consolidation” of learning. Based on their findings, the 
authors argued that if intensive treatment were 
necessary, it would have led to better post-treatment 
outcomes. Given these findings, it seems clear that 
further research needs to be conducted to determine 
the long-term effects of intensive versus non-intensive 
therapy.  
 
In an article regarding optimal intervention, Baker 
(2012) argues that there are several factors impacting 
therapy intensity and therefore therapy outcomes. 
Some of these factors include the type of treatment 
used, the severity of the impairment in the individual 
with aphasia, the clinician, and the client. The latter two 
factors can be extremely complex. Every clinician has 
their own theory of treatment, their own beliefs, 
personality traits, motivations, and so on that can 
impact intervention dramatically. Similarly, every client 
has his or her own expectations, ideas, motivations, and 
personality traits that can influence intensity of 
treatment.  
 
Another factor that can impact the effectiveness of 
intensity of therapy is the number of teaching or 
learning episodes that occur during a treatment session. 
This number identifies the quality and quantity of what 
the client does during a therapy session (Baker, 2012). 
Only three of the 13 studies analyzed in this paper 
provided information regarding the number of learning 
episodes per session (Ramsberger & Marie, 2007; 
Raymer et al., 2006; Sage et al., 2011). It is possible that 
this type of information could provide clinicians and 
researchers with a deeper understanding of what 
“intensive” really means.  
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For now, viewing intensive therapy as a range between 
3.5 and 24 hours of intervention per week can be a 
starting point for developing a standard definition of 
“intensity”. However, there are several additional 
factors that should be considered in future research, 
including type of aphasia, timing of intervention post-
stroke (i.e., stage of recovery), and delivery method 
(i.e., in-person treatment with/without homework 
component). These variables differed substantially 
across the studies reviewed for this paper and deserve 
more focused attention in future work. It is possible 
that definition of intensity should be different 
depending on these factors. For example, it may be the 
case that successful “intensive” intervention at the 
acute stage could mean one-hour one-on-one 
treatment sessions per day seven days a week, whereas 
successful “intensive” intervention at the chronic stage 
could mean two, four-hour treatment sessions per 
week with take-home practice exercises. While 
considering these additional factors, it may also be 
useful to look to clients and their families for guidance 
about designing effective treatments. A treatment 
approach will only be successful if the client is willing to 
participate and is able to tolerate the level of intensity 
prescribed. Therefore, obtaining client and caregiver 
perspectives throughout the therapy process could 
provide some insight that may help develop further 
research in this area. With the contributions of the 
research reviewed in the current paper as well as future 
research attending to these additional areas, we can 
better define “intensive” treatment for aphasia and 
understand what components of this approach are 
most successful in facilitating recovery.  
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Spoken Word Recognition in Aphasia 
 

Laura R. Chapman & Chao-Yang Lee 
 
Abstract 
Spoken word recognition involves the mapping of sounds onto the mental lexicon, which is a 
fundamental component of spoken language comprehension. This paper examines spoken 
word recognition in the context of aphasia research. First, select models of spoken word 
recognition, and the tasks used to examine them, are summarized. Next, literature 
documenting patterns of deficits in spoken word recognition and lexical access in people with 
aphasia (PWA) is reviewed. Lastly, clinical implications are discussed to explore the potential 
clinical relevance of studying psycholinguistic models of spoken word recognition. 
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Learning Objectives 
1) Define spoken word recognition. 
2) Describe variations in spoken word recognition in people with aphasia. 
3) Describe clinical relevance of models of spoken word recognition. 

 
  

Aphasia is an acquired language disorder caused by brain damage. Aphasias are 

commonly classified as primarily affecting expressive (e.g., agrammatic, or Broca’s 
aphasia), or receptive (e.g., fluent, or Wernicke’s aphasia) language. In reality, 

however, both aspects of language are typically involved to some extent (Hallowell & Chapey, 2008). One symptom that 
is common in all forms of aphasia is impaired access to the lexicon. This deficit is manifested in word-finding difficulties 
in expressive language, and in word recognition deficits in receptive language.  That word-retrieval deficits are found in 
the majority of people with aphasia (PWA) is not surprising, as both anterior and posterior regions of the brain are 
involved in normal processes of lexical activation, competition, and selection (Blumstein, 2011; Mirman, Yee, Blumstein, 
& Magnuson, 2011; Misiurski, Blumstein, Rissman, & Berman, 2005; Yee, Blumstein, & Sedivy, 2008). Further research, 
however, is necessary to determine the nature of the specific deficits. 
 
The purpose of this paper is to review selected research on spoken word recognition in aphasia. Spoken word 
recognition involves mapping acoustic signals onto words in the lexicon. Understanding how this process is affected in 
aphasia can give us important insights into the nature of speech and language processing deficits in this population. For 
example, people with anterior lesions (i.e., people with Broca’s aphasia, PWBA) exhibit different patterns of lexical 
activation than people with posterior lesions (i.e., people with Wernicke’s type aphasia, PWWA). 
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Various hypotheses have been proposed to account for 
these distinct patterns. Some posit that there are 
pathological levels of activation within the lexicon. 
PWBA typically exhibit patterns resulting from reduced 
levels of activation, whereas PWWA exhibit patterns 
consistent with overactivation, or perhaps decreased 
inhibition. Deficits may also be related to the time 
course of activation, rather than the level of activation. 
Other hypotheses rely on the involvement of more 
general cognitive variables, such as working memory. As 
words are the smallest unit for sound-to-meaning 
association, clarifying the nature of spoken word 
recognition deficits will contribute to further 
understanding of language processing deficits in 
aphasia. To that end, prominent models of spoken word 
recognition will be summarized in order to elucidate 
specific processes involved. Moreover, selected 
literature highlighting findings in this area related to 
aphasia will be reviewed. 
 
Models of Spoken Word Recognition 
There are a myriad of formal models of spoken word 
recognition, but many utilize a common architecture 
involving multiple stages of processing (Blumstein, 
2007). Luce and McLennan (2008) summarized some of 
the most prominent models of spoken word 
recognition. The models reviewed here are localist-
connectionist models, in which individual processing 
units correspond to specific entities, such as features or 
phonemes.  
 
The TRACE model (McClelland & Elman, 1986) is 
perhaps the most pervasive in the literature. TRACE 
consists of three levels of nodes, corresponding to 
features, phonemes, and words in a hierarchy. 
Excitatory connections exist between levels. Activation 
of a node at the feature level can spread to nodes at the 
phoneme level. Connections within each level, however, 
are inhibitory. Inhibition serves to suppress competition 
and increase activation to input corresponding to 
particular features, phonemes, or words.  The PARSYN 
(Luce, Goldfinger, Auer, & Vitevitch, 2000) model also 
has three levels, corresponding to input allophones, 
pattern allophones, and words. Activation in the first 
two levels represents the phonotactic constraints within 
a language, leading to greater activation for more 
probable units. Like TRACE, excitatory connections exist 
between levels, and inhibitory connections exist within 
levels. However, once a lexical entry (at the final, word-
level stage) has gained an advantage, inhibitory 

information will be sent in a top-down manner to 
reduce competition and increase the likelihood of target 
selection. The Shortlist model (Norris, 1994) contains 
two processing stages. In the first, a “shortlist” of word 
candidates is activated based on the bottom-up 
auditory input to the system. This activation is then 
passed onto a second stage of lexical processing to 
compete for final recognition. Competition is again 
represented via lateral inhibitory links, but is present in 
the lexical level only in this model. Unlike the previous 
models, flow of activation is unidirectional and bottom-
up; spoken word recognition is therefore unaffected by 
top-down lexical influences.  
 
Despite differences in the representation of sublexical 
processing units or the architecture of the system, all 
models reviewed here incorporate concepts of 
activation (via excitatory links) and competition (via 
inhibitory links). Activation is radical, meaning 
representations can be activated at any point in the 
speech stream. Radical activation is controlled (so as 
not to overwhelm the system) via lateral inhibitory links 
within processing levels (Luce & McLennan, 2008). 
Activation is also graded: activation is not all-or-none, 
but represents the goodness-of-fit between bottom-up 
input and form-based representations (McNellis & 
Blumstein, 2001; Yee et al., 2008). The notion of 
competition in localist-connectionist models is 
accounted for by inhibition. Inhibitory connections 
within sublexical levels of all of the summarized models 
serve to reduce mutually inconsistent items.  
 
In summary, activation and competition are interactive 
in the majority of models of spoken word recognition. 
Processing stages interact with each other such that 
activation patterns at one level will influence activation 
patterns at another level (Yee et al., 2008). Most often 
(with the exception of the Shortlist model), activation 
flows bottom-up and top-down (Mirman et al., 2011), 
and each unit updates its activation based on the 
activation and/or inhibition of other units (McNellis & 
Blumstein, 2001). Understandably, brain damage can 
result in pathological patterns of activation and 
competition. 
 
Assessment of Activation and Competition in Spoken 
Word Recognition 
Various tasks have been used to explore, test, and 
validate the notions of activation and competition, and 
how they influence spoken word recognition in 
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individuals with and without aphasia. Prior to discussing 
specific studies, these tasks will be described in general 
below.  
 
Priming. Priming paradigms are often used to examine 
the organization of lexical representation and the 
impact of sound structure variation on lexical access 
(Kittredge, Davis, & Blumstein, 2006; Misiurski et al., 
2005; Utman, Blumstein, & Sullivan, 2001). In a typical 
priming task, a prime and a target are presented 
successively, and a lexical decision (i.e., deciding 
whether a word is a real-word or non-word in English) is 
made on the target. Both the accuracy of the lexical 
decision and the reaction time are measured. Targets 
that are preceded by related primes are accessed more 
quickly than those preceded by unrelated primes, 
evidenced by shorter reaction times in the lexical 
decision task. The bigger the difference in response 
time between targets preceded by related and 
unrelated primes, the greater the magnitude of priming.  
 
Commonly, primes are related to targets semantically 
(e.g., category, function, etc.). This semantic 
relationship allows experimenters to explore the 
integrity of the lexical semantic network, with the 
hypothesis that a word should activate related words if 
the network is intact. Primes can also be modified 
acoustically in order to examine the impact of sound 
structure variation on lexical access. Examples of 
acoustic modifications include phonological 
manipulation (i.e., changing the phoneme /k/ in “cat” to 
its voiced minimal pair /g/, or to the unrelated /w/), or 
more subtle, subphonetic manipulation (i.e., shortening 
the voice onset time (VOT) of voiceless stop consonants, 
but remaining within the phonetic category boundary). 
Subphonetic manipulation is utilized to examine the 
notion of graded activation. Typically, decreased 
magnitude of priming will result from a degraded 
stimulus. 
 
Competition can be analyzed in priming paradigms by 
including lexical competitors, represented by a minimal 
pair counterpart (e.g., “bear” is a voiced lexical 
competitor of “pear”). To be considered a competitor, 
the voiced counterpart must be a real word (e.g., “gat” 
is not considered a voiced lexical competitor for “cat”). 
Typically, the presence of a competitor will reduce the 
magnitude of priming.  
 

The interaction between sound structure and meaning 
can be examined by eliciting mediated priming. In 
mediated priming, priming effects are obtained via the 
activation of the lexical-semantic network of 
competitors of prime stimuli. Modifying the VOT of  /t/ 
in “time” (which pushes the phoneme closer to the 
category boundary that exists between /t/ and /d/) will 
result in partial activation of the lexical semantic 
network of the word “dime”, resulting in priming 
between the modified “time” and “money” (Misuirski et 
al., 2005). 
 
An additional aspect of priming paradigms is the inter-
stimulus interval (ISI), or the amount of time between 
the presentation of the prime word and target words. 
Spoken word recognition is a time-sensitive process 
because information in the acoustic signal unfolds in 
time. By examining differences in the magnitude of 
priming between varying ISIs, experimenters can infer 
the time course of lexical processing. 
 
Importantly, in order to conclude that patterns of 
priming observed in the above tasks take place at the 
lexical level, a perceptual discrimination task is usually 
administered. In these tasks, participants judge if pairs 
of stimuli are the same or different; reaction times and 
accuracy are measured. Participants demonstrate 
sensitivity to modifications via increased reaction times 
and/or increased error rates, but typically retain the 
ability to classify the phoneme correctly (e.g., 
unmodified and modified “cat” will be judged as 
“same”). This sensitivity allows experimenters to 
attribute different patterns of priming to the mapping 
of sound structure onto lexical form, rather than 
increased load induced by a manipulated stimulus item.  
 
Visual world/eyetracking - paradigm. Another 
common task employed in lexical processing research 
involves the visual world paradigm (VWP), or 
eyetracking paradigm. The dependent measure is eye 
fixations to areas on a computer screen. Research has 
shown that “…fixations are time locked to fine-grained 
details of ongoing speech, allowing estimates of the 
time course of processing at phonetic, lexical, and 
sentence level time scales” (Mirman et al., 2011, p. 34).  
Typically, participants are presented with a four-item 
display on a computer screen, and are asked to choose 
one of the objects (the target) on the screen. The 
relationship between the target items and other items 
in the visual display is manipulated; items that have 
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some sort of relationship to the target item are typically 
fixated on more often/for longer period of time than 
unrelated items. Differences in fixations to related and 
unrelated items are compared in a similar manner to 
the comparisons made in priming studies. Eyetracking 
experiments allow for the study of on-line processing 
such that temporal aspects of activation and 
competition can be examined.  
 
Spoken Word Recognition in Controls and PWA 
In general, variations in sound structure influence word 
recognition and lexical access in both control 
participants and PWA. However, variations in patterns 
of priming exist, particularly in response to the presence 
of lexical competition. In this context, these patterns 
are often attributed to pathological levels of activation 
within the lexical system, with PWBA exhibiting 
decreased levels of activation, and PWWA exhibiting 
increased levels of activation.  
 
Phonological variation. In priming tasks with 
phonological variations, the magnitude of priming is 
mediated by the phonological distance between 
unaltered and altered primes. For controls, a hierarchy 
of semantic priming is often present, with the related, 
unaltered prime resulting in the greatest magnitude of 
priming (e.g., “cat” primes “dog”). The magnitude of 
priming then decreases as a function of phonological 
distance; that is, primes modified by one feature (e.g., 
“gat” priming “dog”) will elicit a greater magnitude of 
priming than primes altered by two features (e.g., “wat” 
priming “dog”) (Milberg, Blumstein, & Dworetzky, 
1988). McNellis and Blumstein (2001) used 
computational modeling to simulate these patterns of 
priming in controls and PWA. Control simulations 
resulted in the typical hierarchy of priming, but 
different patterns were observed for PWA. For PWBA, 
semantic priming occurred only for the related, 
unaltered prime (“cat”); no priming occurred for either 
altered prime. In contrast, equivalent magnitude of 
semantic priming occurred in response to all primes for 
simulations of PWWA in response to all primes. These 
results support the idea that PWBA have reduced levels 
of lexical activation, whereas PWWA have increased 
levels of activation, or insufficient inhibition. 
 
Subphonetic variation. Primes can also be modified 
more subtly. Subphonetic variations can be made in 
word-initial or word-final positions. Examples include 
shortening the VOT of voiceless stop consonants, or 

replacing glottal phonation in the closure interval of 
voiced final stops with silence of an equal duration. In 
contrast to the phonological variations reviewed earlier, 
such manipulations do not change the identity of the 
word. The question, then, is whether such non-
phonemic variations will affect lexical activation. 
 
In these types of experiments, two patterns of priming 
for PWA emerge. First, PWA are affected to a greater 
degree by acoustic manipulation. Control participants 
typically exhibit reduced magnitude of priming with 
modified stimuli (McNellis & Blumstein, 2001; Misiurski 
et al., 2005; Utman et al., 2001). However, when these 
effects are examined across ISIs, they are short-lived; 
that is, the reduced magnitude of priming occurs at very 
short ISIs (e.g., 50ms), but is not present at longer ISIs 
(e.g., 250ms). PWA, on the other hand, exhibit long 
lasting effects of acoustic manipulation on the 
magnitude of priming across multiple ISIs (McNellis & 
Blumstein, 2001; Misiurski et al., 2005; Utman et al., 
2001). 
 
Second, controls and PWA respond differently to the 
presence of lexical competitors. This is examined by 
including lexical competitors for some of the modified 
stimuli (e.g., shortening the VOT in the word “pear” 
results in a voiced lexical competitor for the word 
“bear”; shortening the VOT in the word “cat” does not 
result in a voiced lexical competitor). For controls, the 
presence of a lexical competitor typically reduces the 
magnitude of priming; these competition effects are 
present across ISIs (McNellis & Blumstein, 2001). The 
presence of a competitor does not affect the magnitude 
of priming disproportionately for stimuli with acoustic 
distortion.  
 
For PWBA, however, in the face of lexical competition, 
priming for acoustically modified stimuli is lost (McNellis 
& Blumstein, 2001), especially if the modification occurs 
in the word-initial position of the prime (Utman et al., 
2001). Mediated priming is also affected in this 
population. In mediated priming, the target is related to 
the competitor (e.g., the target for acoustically modified 
“time” would be “penny”).  Controls exhibit both 
semantic and mediated priming effects: the greatest 
magnitude of priming occurs with related stimuli; 
reduced magnitude of priming occurs for modified 
competitor stimuli (i.e., mediated priming). PWBA, in 
contrast, do not show mediated priming at short or long 
ISIs: no significant differences were observed between 
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unrelated and modified competitor primes (Misiurski et 
al., 2005). Taken together, these results are consistent 
with the idea that PWBA have reduced levels of lexical 
activation and that lexical competition affects PWBA 
disproportionately. 
 
Lexical competition. The effect of competition on 
spoken word recognition and lexical access has also 
been examined using eyetracking paradigms. 
Competition can be present in the word-initial position 
(i.e., onset competition). Onset competitors overlap 
with the target in either the first phoneme or first 
syllable (e.g., “hammer” can be an onset competitor for 
“hammock”). Competition may also be present in the 
word-final position (i.e., rhyme competition). That is, 
rhyme competitors often share everything except for 
the first phoneme or syllable with the target (e.g., 
“dollar” can be a rhyme competitor for “collar”). 
 
In general, PWA exhibit pathological competition 
effects, although the direction of the effects vary as a 
function of the type of aphasia. Similar to the priming 
studies, deficits in PWBA are often attributed to 
reduced levels of activation within the lexical system. 
Deficits in PWWA are sometimes attributed to 
overactivation, but are also commonly attributed to 
deficits in the time course of activation and 
competition. Specifically, PWWA are hypothesized to 
have delayed lexical inhibition, or deactivation of 
competitor items.  
 
In response to onset competition, PWWA showed 
abnormally large competitor effects compared to young 
and old control participants; that is, PWWA were more 
likely to fixate on the onset competitor than young and 
old controls. PWBA, on the other hand, showed 
abnormally small competitor effects (Mirman et al., 
2011; Yee et al., 2008). This pattern of effects was also 
seen for semantic onset competitors (e.g., “hammock” 
priming “nail”).  
 
In response to rhyme competition, however, the 
pattern of effects is reversed. Control participants 
typically exhibit small rhyme competitor effects, where 
fixations are more likely for rhyme competitors than for 
unrelated items. In contrast to patterns of onset 
competitions, PWWA did not differ statistically from 
control participants. PWBA, however, exhibited larger 
rhyme competitor effects than controls and PWWA 
(Mirman et al., 2011). In sum, these results again 

suggest that deficits in PWBA result from reduced levels 
of lexical activation. The locus of impairment for PWWA 
is less clear; patterns of behavior may result from 
overactivation within the lexical system, or insufficient 
or untimely inhibition of competitor items. 
 
Nonlinguistic variations. Although discrimination tasks 
are used to rule out the possible impact of generalized 
deficits in acoustic perception, acoustic variations 
implemented in the above studies all involved linguistic 
distinctions. There are many sources of acoustic 
variations that do not result in linguistic distinctions 
(e.g., talker variability), and it is of interest to explore 
whether these nonlinguistic variations affect spoken 
word recognition. Kittredge and colleagues (2006) 
examined the effects of white noise and talker 
variability on semantic priming in controls and PWBA. 
Across all conditions, controls and PWBA exhibited 
similar patterns of priming. In the white noise condition, 
both groups of participants exhibited a comparable 
decrease in the magnitude of semantic priming in noise. 
In the talker variability condition, neither group was 
influenced by talker variability: both groups exhibited 
semantic priming, the magnitude of which did not 
change as the result of added talker variability. The 
results of this study showed that pathological patterns 
of lexical access observed in PWBA are likely related to 
lexical processing deficits specifically, rather than a 
general deficit related to reduced computation 
resources.  
 
Clinical Implications 
As this review shows, psycholinguistic models have 
identified lexical activation and competition as basic 
processes in spoken word recognition. Experimental 
studies have also shown that these processes are 
altered by the brain damage that causes aphasia. All 
PWA, regardless of type of aphasia and/or site of lesion, 
usually exhibit deficits in spoken word recognition. 
Patterns of performance in PWA are further affected by 
variations in the sound structure of language, along 
with the presence of implicit lexical competitors. Due to 
this overarching deficit, some treatment protocols have 
been developed focusing on stimulating and accessing 
the lexical-semantic network. Currently, the majority of 
these protocols target word production, rather than 
spoken word recognition. Nevertheless, selected 
treatments will be reviewed briefly in order to illustrate 
the potential clinical relevance of studying models of 
spoken word recognition.   
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The treatment studies discussed below are targeted at 
anomia. The term anomia can refer to a symptom of 
aphasia, or a type of aphasia; importantly, the primary 
impairment is in object naming. Many treatment 
protocols for anomia involve explicit engagement of the 
lexical-semantic network, leading to concurrent 
engagement and stimulation of implicit processes (i.e., 
activation) involved in word recognition and production. 
One treatment design of this type is Semantic Feature 
Analysis (SFA; Boyle & Coelho, 1995). In SFA, PWA 
produce target words, along with words semantically 
related to the target (e.g., listing its group, use, action, 
properties, location, and association). According to the 
spreading activation theory of semantic processing 
(Collins & Loftus, 1975), by activating the semantic 
network surrounding the target word, the target word 
may be activated above its threshold, thereby 
facilitating retrieval. SFA has been effective in improving 
confrontation naming of both trained and untrained 
pictures (Boyle, 2004).  
 
Aphasiologists have also used priming to engage the 
lexical-semantic network. In treatments involving 
repetition priming, PWA repeat the name of a target 
word, engaging the lexical-semantic network. In 
contextual priming, context effects (semantic or 
phonological) are added. PWA name and/or repeat 
target words that are presented in sets of words that 
are semantically/phonologically related. Based on the 
interactive activation model of word retrieval, this 
treatment is aimed at increasing the activation (i.e., 
priming) of sets of highly activated lexical neighbors, 
with residual activation remaining for the target. This 
procedure has led to improvement in immediate and 
short-term naming of target words. Treatment 
effectiveness can vary based on the primary source of 
the individual’s naming impairment (Martin, Fink, & 
Laine, 2004). 
 
Processes of activation and competition involved in 
priming effects are implicit and automatic. Silkes, 
Rogers, Oetting, and Kiran (2012) hypothesized that if 
deficits are occurring at the implicit level in PWA, then a 
treatment aimed at the implicit level of processing is 
indicated. In a Phase I study, Silkes, Dierkes, and Kendall 
(2013) examined whether repeated training with 
masked repetition primes (designed to isolate implicit 
processing) would have an impact on lexical retrieval in 
an individual with anomia. Results were mixed, with 
small effects noted for some trained items, and a 

general effect of improved language test scores. While 
this study was preliminary, and further research is 
needed to verify theoretical and methodological 
questions. The idea that clinical practice might benefit 
from knowledge and treatment of the implicit levels of 
processing is intriguing.  
 
Conclusion 
Virtually all PWA have difficulties accessing the lexicon, 
resulting in deficits in word-finding and spoken word 
recognition. Using priming and eye-tracking studies, 
researchers have consistently identified pathological 
levels of activation and/or competition within the 
lexicon in PWA compared to language-normal controls. 
Increasing knowledge of the nature of this overarching 
deficit has led to the development of treatment 
protocols targeting these processes. Further research 
into the nature of activation and competition will 
continue to improve these treatment protocols, and 
enhance the assessment and treatment of PWA.  
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Partner Paper: 
 

“Spoken Word Recognition”: Why is this 
Topic Relevant for Persons with Aphasia and 

their Caregivers? 
 

Jacqueline Stark 
 
Abstract 
In the area of aphasia research, scientific papers on relevant topics are predominantly written 
for colleagues in the clinical and research community. This makes it difficult for interested 
laypersons and caregivers to understand the phenomena which may apply to their spouses or 
other family members and friends who are in need of and/or receiving speech and language 
therapy. In this short exposé, the significance of investigating the various factors important 
for understanding spoken word recognition is characterized. As a “Partner Paper” to the 
manuscript by Chapman and Lee (this issue), this article is intended to make the concepts 
underlying the assessment and therapy of spoken word recognition available to the general 
population in layman terms. In particular, questions related to the overall logic of aphasia 
assessment and therapy are addressed.  This is done so that the intensive and valuable clinical 
work performed by speech and language pathologists can also be appreciated by the general 
public.  
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Aphasia Friendly Article 
           

 
Learning Objectives  

1) State which questions are relevant for the clinician to ask before providing therapy. 
2) Describe what spoken word recognition is and why it is an important topic. 
3) List what tasks are used for assessing spoken word recognition. 

 
 
 

Language is the key to quality of life. The skills 

necessary for producing and understanding language 
are, however, taken for granted in everyday life.  
Language is something we have and no thoughts are 
wasted on the complexity of the processes and 
mechanisms that enable a person to be a fluent speaker 
of any language.  Language production and language 
comprehension are the two main areas of language 
processing.  Language production encompasses the oral 
production of sounds, words, sentences, dialogues and 

texts as well as written words, sentences, etc. On the 
comprehension side, spoken language and written 
language must be processed to be understood by the 
persons communicating with each other face-to-face or 
by a person reading a word, sentence or text.  In all 
areas of language processing, single words are basic 
building blocks for producing and comprehending 
language. In production, the sounds making up the 
words must be articulated clearly, i.e. in an intelligible 
manner, so that the receiver of the information can 
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process them and respond to them in an adequate 
fashion.  In the case of written language, the reader 
must be able to process the single letters making up the 
words and sentences by assembling them   to arrive at 
their meaning.  When reading out loud a written word, 
sentence or text, the person must convert the letters, 
i.e. ‘graphemes’ into sounds, i.e. ‘phonemes’ for the 
listener to hear.   
 
Taken all together, what appears so simple and 
automatic for healthy speakers, is actually highly 
complex.  The complexity of the processes involved in 
all the domains of language processing becomes 
apparent when from one minute to the next a person 
suffers a stroke or is involved in a car accident and 
he/she wakes up in the hospital and is not able to 
produce language or understand what is being said to 
him/her, because he/she has damage to parts of the 
brain.  The person now has an acquired language 
disorder called ‘aphasia’.  
 
Depending on which parts of the brain are affected, the 
person with aphasia (hence ‘PWA’) will experience 
difficulties in some or all of the domains cited above to 
a greater or lesser degree.   In the clinic, the speech and 
language pathologist will administer various tests to 
figure out exactly what problems the PWA has when 
producing language – oral and written - and when given 
tasks to assess what exactly the PWA understands when 
listening to spoken language and/or when reading 
silently or reading out loud sounds, words, sentences, 
etc.  
 
In this situation, three questions posed by Schuell 
(1970) are very important for the clinician before 
providing language therapy to a PWA:  

1. Which cerebral processes are impaired and 
which are not? 

2. At what level of performance does each 
language modality break down? 

3. Why does performance break down when it 
does (adapted after Schuell, 1970, p. 69)?  

 
These questions are the departure point for clinicians 
working with a PWA.  However, in order to answer 
these questions the clinician needs highly differentiated 
language tasks and procedures. The better the clinician 
understands the language difficulties experienced by a 
PWA, the more specific the therapy administered to 
that person can be.  Since word-finding difficulties are 

experienced by almost all PWA, it is essential to 
determine the nature or underlying cause of the 
difficulties in each individual PWA.  
 
In the case of spoken word recognition, it is crucial for 
the clinician to know if a PWA understands all types of 
words and, if not, what the specific difficulties are. This 
is where the research on spoken word recognition 
comes into the picture.  Various tasks have been 
developed to determine the exact nature of the 
difficulties with reference to spoken word recognition. 
These tasks are also being put to use in therapy 
protocols. They include priming tasks in which semantic, 
phonological and unrelated words are used to ’prime’, 
i.e. facilitate the process of retrieving specific words, 
visual word priming and repetitive priming. The 
clinicians manipulate the specific variables discussed in 
the paper by Chapman (this issue) including the type 
and structure of the words, semantic and phonological 
features of the words tested, and the interval between 
the presentations of the individual test items. Often 
nonsense or non-words are used in the tasks.  
 
The clinician would like to know how the PWA responds 
to the various test items:  

 Does he/she have difficulties processing the sounds 
or phonological and/or semantic features of the 
words to be retrieved and produced and/or 
understanding them?  

 When several difficulties are apparent, are they 
different difficulties? 

 Does the PWA respond to the test items in the 
same way as a healthy control person would who 
has not suffered a stroke? 

 
For the layperson, some of the tasks appear very 
abstract. And some of the tasks actually are. Chapman 
discusses the tasks administered in her paper on spoken 
word recognition (this issue).  What is important to 
stress here is that the results from the different tasks 
provide the clinician with relevant information, which 
can be put to use when developing individualized 
therapy protocols and providing appropriate language 
therapy to each individual PWA. Based on the results 
from all the administered tasks, the clinician can 
develop a hypothesis to be tested. If the hypothesis 
regarding the source(s) of the difficulties is correct, the 
PWA’s specific difficulties will be ameliorated.  For this 
reason it is important that the tasks discussed in the 
paper on spoken word recognition are carefully 
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designed and administered and the results are correctly 
analyzed in the context of the overall picture, i.e. all the 
PWA’s language processing difficulties. The results 
obtained in the various research and therapy studies 
discussed in the paper by Chapman are promising.    
 
By way of closing, a quotation by Schuell, Jenkins & 
Jimenez-Pabon (1964) is relevant for the PWA and 
his/her caregivers and can and should be asked, when 
the logic for research – in this case, on spoken word 
recognition – is not understandable: “A good therapist 
should never be taken unaware by the question, “Why 
are you doing this?” (Schuell et al, 1964, p. 333). 
 
With regard to spoken word recognition, although the 
various tasks and assessment procedures may seem 
abstract to the PWA and their caregivers, the clinician 
administers them to find answers to the three 
aforementioned questions and to provide the best 
language therapy possible to every PWA. This is the 
ultimate goal of aphasia therapy and research!
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Investigation of Script Training Approach to 
Aphasia Treatment 

 
Priyanka Graten & Nancy A. Paul 

 
Abstract 
Purpose: The purpose of this study was to investigate the script training approach to aphasia 
treatment. Script training has been shown to be effective in increasing production of words 
from a target script, grammatical productivity and speaking rate (Cherney, Halper, Holland, & 
Cole, 2008; Goldberg, Haley, & Jacks 2012; Youmans, Holland, Munoz, & Bourgeois, 2005; 
Youmans, Youmans, & Hancock, 2011). This study replicated the methods of Youmans et al. 
2005.  
Methods: A 58-year-old male with chronic moderate Broca’s aphasia and apraxia of speech 
participated in the script training approach. Baseline and probe data was collected for three 
dependent variables: percent script correct, number of errors produced and speaking rate.  As 
each phrase and sentence was mastered, the script was generalized to conversation partners 
and functional situations.  
Results: The participant mastered all three scripts.  He improved percent script correct, and 
speaking rate, while decreasing the number of errors. Some generalization to his environment 
was noted.  
Conclusion: Results showed evidence that the script training approach to aphasia treatment 
was a successful treatment protocol for this individual with aphasia. These results were 
consistent with Youmans et al. (2005), Cherney et al. (2008), Youmans et al. (2011) and 
Goldberg et al. (2012). The current study provided additional support for the effectiveness of 
script training for the population of moderate Broca’s aphasia and coexisting apraxia of 
speech. 
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Aphasia Friendly Article 
 

        

 
Learning Objectives  
1) Discuss the potential benefits of script training for a person 

with aphasia. 
2) Describe the major elements of the single-subject multiple 

baseline across behaviors design. 
3) Describe the evidence base for the script training approach to 

aphasia treatment. 

 
 

Aphasia is an acquired neurological condition caused by 

damage to the parts of the brain that are associated 
with language (Hallowell & Chapey, 2008). Aphasia can 
result from stroke, seizures or injuries to the brain such 
as head trauma (Hallowell & Chapey, 2008). Signs and 

symptoms of aphasia may include problems with 
speaking, listening, reading, and writing (Duffy, 2013).  
 
Individuals with aphasia may have issues with word 
retrieval and comprehension. Speech, comprehension, 
reading, writing, sign language are some modalities of 
communication that may be impaired in individuals with 
aphasia (Duffy, 2013). Depending on the amount or 
location of the damage to the brain, aphasia can be 
classified as mild, moderate or severe (Davis, 2006).  
There is a broad classification system for aphasia: fluent 
and nonfluent, that is widely used (Davis, 2006). Fluent 
aphasia is characterized by pauses, excess filler words, 
and long periods of silence, whereas, nonfluent aphasia 
is characterized by reduced rate of speech, reduced 
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speech output, effortful speech, etc. (Hallowell & 
Chapey, 2008). Wernicke’s aphasia is one example of 
fluent aphasia while Broca’s aphasia is an example of 
nonfluent aphasia (Davis, 2006; Hallowell & Chapey, 
2008).  
 
Broca’s aphasia 
Broca’s aphasia is a nonfluent aphasia characterized by 
articulation errors, restricted vocabulary, agrammatism, 
and relatively intact auditory and reading 
comprehension (Hallowell & Chapey, 2008). Broca’s 
aphasia is described as a cluster of impairments which 
involve language as well as other neurologic function 
following damage to the anterior portions of the brain 
on the language dominant side of the brain (Benson & 
Ardila, 1996). Persons with Broca’s aphasia often have 
difficulty formulating sentences and show signs of effort 
while trying to produce words (Hallowell & Chapey, 
2008). The distinguishing feature of Broca’s aphasia is 
agrammatism (Davis, 2007). The content words such as 
nouns and verbs may be fairly intact but other parts of 
sentence structure may be difficult to produce such as 
pronouns, conjunctions and prepositions (Davis, 2007). 
This results in speech sounding telegraphic or robotic. 
Individuals with Broca’s aphasia also usually have 
difficulty repeating words and sentences. Apraxia of 
speech may coexist with Broca’s aphasia as both are 
associated with damage in the left hemisphere of the 
brain (Patterson & Chapey, 2008) Due to apraxia of 
speech, persons with Broca’s aphasia may also have 
difficulty with oral motor sequencing during speech 
(Duffy, 2013). Apraxia of speech is also characterized by 
awareness of errors and attempts to correct errors 
(Duffy, 2013). Treatment approaches related specifically 
to Broca’s aphasia often focus on addressing the 
hallmark agrammatism. Davis (2007) described types of 
treatment approaches that might be considered: 
constraint induced language therapy; mapping; melodic 
intonation; movement (or linguistic specific 
treatments); response elaboration; sentence production 
program; and verb therapy.   Script training is an 
additional therapy explored for use with persons with 
Broca’s aphasia (Cherney et al., 2008; Goldberg et al., 
2012) 
 
Aphasia treatments can be described as impairment 
based or function based approaches (Youmans et al., 
2005). Script training is primarily classified as a 
functional approach to therapy. The approach also uses 
the traditional approach of mass practice and drill 

techniques (Youmans et al, 2005). The approach is 
participant centered and is performed in a natural 
conversational context, where scripts are practiced as a 
whole (Youmans et al. 2005). Individuals with aphasia 
may have difficulty producing a simple phrase, and 
require time and a great deal of effort. Goldberg et al. 
(2012) suggested that “the primary goal of script 
training is to re-inject islands of automated speech 
through repetitive drilling” (p.222).  
 
Review of empirical studies 
Research has been conducted to show the effectiveness 
of the script training approach, and some of the 
participants were diagnosed with nonfluent aphasia, 
Broca’s aphasia, and a small number with apraxia of 
speech. Youmans et al., 2005, evaluated this approach 
with two individuals with chronic, moderately severe 
non fluent aphasia using a multiple baseline design 
across behaviors. They established a treatment protocol 
to facilitate the automatic production of functional 
scripts. The main purpose of the study was to measure 
the outcomes of the approach on three variables: 
percent of script correct, rate of speech and number of 
errors.  
 
The participants worked with clinicians to develop three 
functional scripts, limited to three to four short 
sentences each. The participants received training on 
the scripts for three weekly sessions ranging 30-40 
minutes each. In addition, each participant was asked to 
practice the scripts at home while listening to audio 
recordings of the clinician or the participant producing 
the scripts. The participants were probed at the 
beginning of each baseline and treatment session. 
There was a gradual increase in rate of speech, 
reduction in number of errors and percent of script 
correct observed for both the participants for all three 
scripts (Youmans et al., 2005). After each script was 
mastered generalization trainings were initiated. The 
authors concluded the script training approach could be 
used as an effective, practical, and functional approach 
to the treatment of individuals with aphasia (Youmans 
et al., 2005).  
 
A similar study was conducted by Cherney et al. (2008) 
however the researchers studied the effects of script 
training delivered via computer practice using computer 
software specifically designed for this purpose. They 
assessed three individuals: Participant A with 
moderately severe Broca’s aphasia, participant B with 
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moderate Wernicke’s aphasia, and participant C with 
chronic anomic aphasia. The participants were treated 
for nine weeks. Pre-treatment and post treatment 
probes were taken on the dependent measures for 
comparison to the target scripts regarding  content, 
grammar and rate for script-related words (Cherney et 
al. 2008). This study followed a similar protocol 
developed by Youmans et al. 2005. Three scripts were 
formulated for use as stimuli in the computer program.  
The participants rehearsed the scripts at home. Weekly 
face-to-face meetings were carried out to monitor the 
progress of the participants. All the participants showed 
improvement in the dependent measures. 
 
Goldberg et al. (2012) used a multiple baseline across 
behaviors research design to compare the script 
training approach through videoconferencing and face-
to-face sessions and found both methods yielded 
similar results. The rate of speech and percentage of 
script correct increased, and the number of errors 
decreased, showing the effectiveness of this approach. 
The clinicians helped two participants, one with 
moderate to severe Broca’s aphasia, and the other with 
conduction aphasia and moderate apraxia of speech. 
The participants and clinicians formed two 
individualized scripts in dialogue form. Once a stable 
baseline was established, they started treatment using 
the cuing hierarchy from Youmans et al. (2005).  
 
Participant A attended 4 out of 17 sessions in person 
and participant B attended 6 out of 17 sessions in 
person; the rest of the sessions were conducted via 
videoconferencing. The participants met criterion for 
mastering the scripts and advanced to the 
generalization phase during which the participants 
attended two sessions and practiced their scripts with a 
novel conversation partner (Goldberg et al., 2012). 
There were problems with videoconferencing due to 
the time lag during choral reading. However, the results 
of the maintenance and generalization phases showed 
improvement on all the dependent variables for all the 
scripts (Goldberg et al., 2012). 
 
Youmans et al. (2011) implemented script training with 
three persons with the primary diagnosis of apraxia of 
speech (one with coexisting mild Broca’s aphasia; two 
with the clinical diagnosis of mild anomic aphasia). The 
multiple-baseline, across behaviors design, script 
training protocol and dependent variables (percentage 
of script words correct, errors, speaking rate) were 

consistent with Youmans et al. (2005). Results indicated 
more variability in script words correct than for 
Youmans et al. (2005) although the scripts were 
mastered to the criterion. Error rate was higher for the 
participants with AOS (Youmans et al., 2011) than for 
those with aphasia (Youmans et al., 2005) and appeared 
to follow a pattern of difficulty initiating the script, with 
fairly fluent production once the script was initiated. 
While the scripts were not mastered as effortlessly as in 
the study with aphasia, the participants met the 
objective of creating islands of more fluent speech and 
were able to use the scripts successfully outside of 
therapy (Youmans et al., 2011).  
 
Due to the improvement observed in the individuals in 
these studies, script training may enable an individual 
with Broca’s aphasia to have automatic, well-formed 
verbal expressions within a pre-defined context 
(Youmans et al., 2005). Youmans et al. (2005), Cherney 
et al. (2008), Youmans et al. (2011) and Goldberg et al. 
(2012), have successfully used the script training 
approach as a treatment for aphasia. The participants in 
each study showed improvement on the dependent 
variables indicating the effectiveness of the approach 
for the individuals with aphasia under study. The 
present study seeks to explore additional evidence of 
effectiveness of script training for a specific population: 
“Does script training increase number of words, 
decrease errors, and decrease time of production for 
targeted scripts for a person with moderate Broca’s 
aphasia and coexisting apraxia of speech?”  
 
Methods 
Participant 
Convenience sampling was used to select the 
participant with aphasia and apraxia of speech, who 
met the criteria for this approach, and was enrolled for 
speech-language therapy at a university clinic in the 
Midwest. This study was approved by the university IRB. 
The participant was a 58-year-old male who had chronic 
Broca’s Aphasia and Apraxia of Speech (AOS) due to a 
left hemisphere CVA. He was 8 years post-onset, 
monolingual and used English as his primary language. 
He primarily used verbal speech and writing to 
communicate. He demonstrated telegraphic speech 
using mainly content words, such as nouns, when 
conversing. He often omitted verbs in his sentences.  He 
demonstrated difficulty with motor sequencing of 
words and sentences due to AOS. He obtained an 
aphasia quotient of 70.6 on the Western Aphasia 
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Battery Test- Revised (Kertesz, 2006). He had a mild 
receptive communication impairment with a score of 
8.8/10 on the auditory verbal comprehension portion of 
the WAB. The participant passed a hearing screening at 
25dB for 1000Hz, 2000Hz, and 4000Hz.  
 
Script development  
The scripts focused on topics of interest based on the 
participant’s desire for effective communication in 
certain situations in his life. The participant and 
researcher collaborated on choosing three script topics 
that he could incorporate into his daily communication: 
grandchildren, and hobbies of cooking and hunting. See 
the appendix for script content. The participant 
participated in additional therapy to increase use of 
functional verbs and other vocabulary but they were 
restricted to content different from his scripts.  
 
After the topics were determined, the researchers 
developed the scripts. The script length was limited to 
four-five sentences and the number of words per 
sentence were limited to four-six words, following the 
Youmans et al. (2005) approach. The length and 
vocabulary of the scripts were based on the 
participant’s expressive ability. Since the participant had 
difficulty sequencing oral motor movements on 
multisyllabic words, careful consideration was made to 
minimize the number of multisyllabic words in the 
scripts. 
 
Research design  
The study was an experimental single-subject multiple 
baseline across behaviors design.  
 
Script training procedure 
Baseline. 
After the scripts were determined, baseline data 
collection began. As treatment began on the first script, 
baseline data collection continued on the other scripts. 
He was allowed two minutes to converse on the topics 
after being provided with the prompt from the clinician. 
After stable baselines were established, probes were 
collected using the same prompt once each week. The 
baseline prompts were open ended: “Could you tell me 
about your hobby of hunting/cooking? Tell me about 
your grandkids.” The data was audio and video 
recorded for later analysis. 
 
Script training treatment. 

After stable baselines were determined, treatment 
began on the first script. The participant was scheduled 
three times per week for 50 minute sessions: one 
session per week was half individual (for the script 
training) and half group session with two other persons 
with aphasia. The clinician worked on the participant’s 
current established treatment plan for half of each 
session with objectives that did not overlap with script 
training. The other objectives pertained to articulation 
of words and sentences from his environment. The 
script training occurred during the other half.  During 
script training, the script was broken down into short 
phrases or individual sentences. Written cues were 
provided to the participant to aid his communication. 
The script was trained one phrase at a time using the 
cuing hierarchy derived from Youmans et al., (2005) 
detailed in Table 1. 
 
During the training period, the errors were immediately 
corrected by the clinician. The participant received cues 
including an auditory model or written word within two 
seconds of struggling to repeat a phrase to discourage 
incorrect production. Verbatim repetition is the key to 
learning the script (Youmans et al., 2005). When the 
participant independently produced at least 90% of an 
entire script verbatim, at the beginning of a session, 
        
Table 1. Cueing hierarchy for the script training approach adapted 
from Youmans and Holland, et al. (2005).  

 
Cuing hierarchy 

1) Participant immediately repeats phrase. 
2) Participant reads phrase aloud from cue card. 
3) Participant repeats phrase in unison with clinician, with 

cue card in place; clinician gradually fades participation. 
4) Participant independently repeats phrase with cue card in 

place, 10-15 times. 
5) Participant independently repeats phrase - 20 times, 

without written cue card. 
        
 

without cuing or feedback, across at least two 
consecutive sessions, the script was considered to be 
mastered. The participant was asked to rehearse the 
treated parts of the scripts for 15 minutes twice every 
day at home and provide verbal reports of his practice 
schedule. The participant and the clinician’s audio 
recorded productions of the trained portions of the 
scripts were sent home with the participant to help with 
practice.  
 
Maintenance and generalization training. 
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After each script was mastered, the participant entered 
the maintenance phase where the clinician probed the 
participant to measure how he maintained the 
mastered scripts. The participant did not enter the 
maintenance phase for the last script after it was 
mastered due to time constraints. After the last script 
was mastered, generalization training was initiated.   
 
The procedure described by Youmans et al. (2005, 
p.438) was used for the generalization training. The 
clinician took conversational turns during production of 
the script. For example, “You must really like 
babysitting.” The clinician purposely varied her 
responses and comments to help the participants make 
their scripts more resilient and flexible. At this point, 
monologue scripts were practiced in conversational 
form. The scripts which had been practiced as a 
monologue were used in conversational form. The 
clinician introduced her own conversation turns 
between sentences of the script. The purpose of this 
step was “…to help the participants make their scripts 
more resilient and flexible” (p. 438). During 
generalization, various conversation partners (speech-
language pathology graduate students, faculty and staff 
at the university) were introduced to the participant so 
that there were opportunities for the participant to 
converse in dialogues using his script training 
techniques. The conversation partners were instructed 
to say something spontaneous but appropriate to the 
topic in the conversation to promote naturalness in 
using the script.    
 
Data coding. 
At the beginning of each session for baseline and 
treatment, the participant was asked to respond to the 
established topic prompt without any feedback from 
the clinician. The clinician collected data on the percent 
of script correct, rate of speech, number of errors 
produced. As Youmans et al. (2005) described, percent 
script correct was calculated as the number of produced 
script words divided by the number of words in the 
target script. Substitutions and circumlocutions were 
not included while calculating percent of script correct, 
since the script had to be produced verbatim (Youmans 
et al., 2005). Any non-communicative words or phrase 

repetitions, fillers, pauses of three seconds or more, 
and unrecognizable utterances were counted as errors. 
A recognizable but poorly articulated word was 
considered an error. The speaking rate was calculated 
by counting the numbers of real or recognizable word 
approximations and dividing by the duration of each 
script or untrained script topic (Youmans et al., 2005). 
Errors were excluded from the word count.  
 
Data analysis. 
Visual analysis of the graphs was utilized to analyze the 
data. A graph was plotted using Microsoft Excel to 
analyze the percent of script correct, errors and the 
speaking rate during baseline, treatment, maintenance, 
and generalization phases of the treatment. Trends in 
data were observed. 
 
Reliability. 
Interrater reliability was computed for 30% of randomly 
selected scripts using the total agreement approach 
formula based on Kennedy (2005). The sum of script 
words correct by each observer was calculated. The 
smaller sum was divided by the larger sum, and 
multiplied by 100 which resulted in 98% agreement. 
 
Results 
Percentage of script words correct. 
The percentage of script words correct was low during 
the baseline as expected due to the difficulty producing 
connected speech related to the nonfluent Broca’s 
aphasia and AOS. The participant mastered script one, 
two and three in 7, 6, and 13 sessions respectively. 
Figure 1 shows the increase in the number of script 
words correct per session. There is a visible upwards 
trend in the data. The participant consistently produced 
the script words with 89%-100% accuracy during the 
maintenance phase. A visible upward curve can be seen 
during the treatment phase for the second script. There 
were fluctuations in the percentage of script words 
correct in the second script; however, the participant 
was able to maintain the script with 79%-100% 
accuracy. Script 3 yielded similar results. A marked 
visible upward trend can be seen. The script was 
maintained with 96% - 100% accuracy.    
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Figure 1. Percentage of script words produced across sessions for each topic. 
Topic 1: Grandkids 

 
 
Topic 2: Cooking 

 
Topic 3: Hunting 

 
                
 

  

0 

20 

40 

60 

80 

100 

0 5 10 15 20 25 30 35 

Baseline Treatment Maintenance Generalization 

0 

20 

40 

60 

80 

100 

0 5 10 15 20 25 30 35 

P
e

rc
e

n
t 

o
f 

sc
ri

p
t 

co
rr

e
ct

 

Baseline Treatment Maintenance Generalization 

0 

20 

40 

60 

80 

100 

0 5 10 15 20 25 30 35 

Baseline Treatment Generalization 



 

|     eHearsay     •     Issue 5     •     Volume 1     •     Spring 2015 Page 126 

 

eHearsay:   Electronic Journal of the Ohio Speech-Language Hearing Association 

Errors  
The participant exhibited a significant decrease in errors 
compared to baseline for scripts 1 and 2, and a modest 
reduction in errors and more variability during the 
treatment and generalization stage for script 3. Figure 2 
shows the number of errors produced during the 
baseline, treatment and maintenance phase. Even 
though there were fluctuations in the number of errors 
for scripts 1 and 2, they were markedly lower than the 
baseline measures. The portion of the script which 
resulted in an increase of errors in the maintenance 
phase included vocabulary that appeared difficult for 
him to articulate. Script 3 contained more multisyllabic 
words than the other scripts. The number of errors 
fluctuated between 3 and 18 in the treatment phase 
compared to 7 and 13 during the baseline. The errors 
were 5, 22, and 5 during the maintenance phase.   

Speaking rate  
Figure 3 shows the effect of the script training 
intervention on speaking rate.  Variable but increased 
speaking rates for scripts 1 and 2 were observed. A 
more modest increase with more variability across 
sessions was noted for script 3. The average speaking 
rate during baseline for script 1 increased from 12.37 
words per minute (wpm) to 44 wpm by the end of the 
maintenance phase. Similarly, the average speaking rate 
during baseline for script 2, and script 3 increased from 
12.08 wpm and 18.37 wpm to 38wpm and 42wpm by 
the end of the maintenance phase respectively. Overall, 
the participant’s rate of speech increased for all the 
scripts.  
 
 

                
Figure 2. Number of errors produced across sessions for each topic.  
Topic 1: Grandkids 

 
 
 
Topic 2: Cooking 
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Topic 3: Hunting 

 
                

 
                
Figure 3. Speaking rate, words per minute across sessions for each topic. 
Topic 1: Grandkids 

 
Topic 2: Cooking 
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Topic 3: Hunting 

 
                

 
Generalization 
Script 1 was produced with 90% -100% accuracy during 
the generalization phase. Out of four generalization 
phases for script 2, three were produced with 95% 
accuracy and one was produced with 68% accuracy. The 
participant was able to produce script 3 with 96%- 100% 
accuracy. The errors for script 1 remained low, and 
fluctuated for scripts 2 and 3 during the introduction of 
a novel conversational partner. The conversational 
partners took a conversational turn between the script 
statements, so it was more difficult for the participant 
to produce the script verbatim; however the 
interactions were more natural. Similar results were 
observed in the speaking rates which varied during the 
generalization phase.   
 
Patient satisfaction with treatment.  
The participant relayed that this approach was quite 
intense and sometimes fatiguing for him. He shared 
that the effort was worth it for the benefits gained. He 
demonstrated positive affect and excitement when 
mastering the scripts. He seemed pleased when he was 
successful in using the scripts with conversation 
partners, especially the aphasia group members with 
whom he has developed friendships. He expressed high 
interest in working on additional personalized scripts in 
the future. 
 
Discussion 
The purpose of the study was to replicate the reported 
treatment effects reported by Youmans et al. (2005) 
with an individual with moderate Broca’s aphasia and 
apraxia of speech. Script training increased the number 
of words, decreased errors, and decreased time of 
production for his personalized scripts. The script 

training approach was judged an effective treatment 
approach for this participant. According to Youmans et 
al. (2005), the script training approach helps a person 
produce sentences automatically after mass practice. 
The results of this study attested that the utterances in 
the script became automatic after massed practice.  
 
The trends in the percentage of script correct were 
similar to previously reviewed studies (Cherney, et al., 
2008; Goldberg, et al., 2012; Youmans, et al., 2005). The 
baselines were low and stable, and a gradual increase 
was observed in the percentage as the training 
progressed for percentage of script correct. For number 
of errors, an overall decline was noted, but there was 
variability across sessions, which was also noted by 
Youmans et al. (2005). This effect was more 
pronounced for the participants with AOS in the 
Youmans et al. (2011) study for persons with AOS. 
Variability was also evident for the speaking rate, which 
gradually increased, but demonstrated variability across 
sessions in the present study as well as Youmans et al. 
(2005) and Youmans et al. (2011). The participant in the 
current study had coexisting AOS which is characterized 
by inconsistent articulation errors and attempts to self-
correct (Duffy, 2013). This inconsistency and the time 
taken to self-correct errors could account for some of 
the variability across sessions, and resonates with the 
Youmans et al. (2011) study.  As noted below, the 
participant also had a change in his environment which 
led to more fatigue on certain days, so this also could 
have resulted in some variability. An overall positive 
trend was noted in the data in spite of the variability 
across individual sessions. 
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The researchers noted the participant required 
significantly more time to master the third script and 
this deserves some discussion. Initially, the participant 
was seen three times per week for 50 minute sessions, 
however during treatment for the third script, he 
needed to reduce to twice per week due to a family 
situation that arose. He shared he also did not have as 
much time to practice the scripts at home, although he 
did make a sincere effort to do so as often as possible. 
In addition, the researchers noted the inclusion of one 
multisyllabic word on the third script was especially 
hard for the participant to articulate, which extended 
the time taken to master the script. These reasons may 
explain the extra time taken to master the third script, 
and the increased variability in errors and speaking rate 
noted for the third script. In spite of these differences, 
the script was mastered by the participant as 
demonstrated by reaching criterion for the percent 
script correct.  Performance on the third script also 
underlined the importance of word choice in the scripts, 
which should carefully take into consideration the 
participant’s potential ability to articulate the target 
vocabulary.  
 
Before initiating the treatment, the participant 
exhibited telegraphic speech, part word repetitions, use 
of filler words/phrases (um, like, and, I like it, etc.) while 
talking about the script topics. In contrast, his 
productions were much more fluent and less 
telegraphic when speaking on the topics after script 
training. The participant showed progress in using the 
script with novel conversation partners during 
generalization training. The main purpose of script 
training is to produce islands of automated speech 
which sounds less effortful (Youmans et al., 2005). The 
participant demonstrated this outcome. There was an 
instance when the participant used the grandkids script 
in the group session spontaneously. He appeared very 
pleased at the positive reinforcement from the group 
both for the content and the ease of production.  
 
Speech production for persons with aphasia is effortful. 
Persons with aphasia struggle to find words to convey 
their messages (Hallowell & Chapey, 2008). Script 
training for aphasia treatment is an approach that helps 
persons with aphasia to converse on pre-determined 
topics with less effort. 

Further directions  
Further research is required in the investigation of 
treatment approaches for aphasia. This study did not 
formally assess the social validity of the study. The 
participant verbally reported that he liked the 
treatment protocol and it helped him. He also 
mentioned that his primary physician was impressed 
when he used the scripts during his visit to the hospital. 
Future research should investigate the social validity of 
this treatment approach. This study strengthened the 
evidence base for script training for aphasia for clients 
with moderate Broca’s aphasia and coexisting apraxia of 
speech. The replication of the effects provided 
additional evidence of effectiveness of script training for 
this specific population.  
 
 
Correspondence concerning this article should be 
addressed to: 

Priyaka Graten  
Email: priyan_ka@live.com  
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I miss our 

conversations 

I miss how we used to 

talk every minute of every 

day and how I was able to 

tell you everything that 

was on my mind. 
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Appendix 
Script topics and content 

 
Script 1. Grandkids 

 I have four grandkids. 

 There are two boys. 

 There are two girls. 

 I babysit often. 

 They like my cooking. 
 
Script 2. Cooking 

 I cook lunch and supper. 

 I like hamburger, chicken, and steak.   

 I watch cooking shows. 

 I try new recipes.  
 
Script 3. Hunting 

 I like to hunt. 

 I hunt deer and pheasant. 

 Mom and dad have hunting land.  

 They live in Minnesota. 

 I like hunting with family. 
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Gesture Production in  
Broca’s and Wernicke’s Aphasia 

 
Natasha Livits, Violet Cox, & Monica Gordon-Pershey 

 
Abstract 
Functional interpersonal communications are comprised of verbal components, which are 
usually spoken words, and nonverbal components, which are usually facial expressions, body 
language, and gestures. In many cases, the meanings of the verbal and the nonverbal 
messages complement and supplement one another. The nonverbal components provide 
semantic meanings that reinforce the verbal messages. In other cases, the verbal and 
nonverbal components convey contradictory meanings. These verbal to co-verbal 
correspondences of meaning are said to be either a “match” or a “mismatch.” 
 
Gesture, which relies on physical movements that produce a visuospatial signal, provides 
semantic meaning beyond the verbal message. Observing a gesture can cause a listener to 
form a mental image that supplements the meaning that the spoken words convey. The 
visuospatial content of co-verbal gestures can have an image boosting affect that helps a 
listener conceptualize the ideas that the speaker intends to express. For example, a speaker 
may use co-verbal gesture to describe how an action is carried out, such as by using a gesture 
that indicates speed, or may gesture to enhance conceptual imagery, as with a gesture that 
suggests weight and volume (Hadar & Butterworth, 1997).  
 
The study of the production of gesture by persons with aphasia provides an important 
window into the affects that aphasia has on the semantic system. However, research in this 
area is limited. There has been scant investigation into the possibility that gesture may 
degrade along with verbal language in aphasia. As yet, there is little study of whether 
assessment of gesture production may provide a diagnostic indicator of the severity of 
semantic impairment in persons with aphasia. A few studies have explored the benefits of 
including gesture production as part of the treatment of word retrieval deficits in aphasia, and 
indicated that gesture may facilitate communication in persons with aphasia (Lanyon & Rose, 
2013; Rose & Sussmilch, 2008).  
 
The purpose of this qualitative study was to identify the gestures produced by one person 
with Broca’s (nonfluent) aphasia and one person with Wernicke’s (fluent) aphasia during 
interpersonal communication. This research addresses whether there are differences in the 
quality and quantity of gestures produced by this sample of people with Broca’s and 
Wernicke’s aphasias. 
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Learning Objectives 
1) Describe how Broca’s and Wernicke’s aphasia may impair the 

production of co-speech gestures.  
2) Describe the observed differences in gestures produced by a 

person with Broca’s Aphasia and a person with Wernicke’s 
Aphasia. 

3) Describe the characteristics of iconic, metaphoric, deictic and 
beat gestures. 

 

 
Gesture is defined as any movement of the hand, arm, 

body, head, or face that is expressive of an idea, 
opinion, or emotion or that is intended for 
communication or effect (Dictionary.com, 2014). 
Gesture and speech processes are governed by a 
common neural system in the brain (Xu, Gannon, 
Emmorey, Smith, & Braun, 2009). Gesture onset and 
speech production have been observed to occur within 
a few milliseconds of one another, with gesture slightly 
preceding speech (Morrel-Samuels & Krauss, 1992). The 
synchronicity of gesture and speech is evidenced by 
studies that have shown that disrupting gestures 
interrupts speech, and disrupting speech interrupts 
gestures (Alibali, Bassok, Solomon, Syc, & Goldin-
Meadow, 1999; Hubbard, Wilson, Callan, & Dupretto, 
2009; Kita, 2000). McNeill (1992) suggests that gesture 
and words are not only expressions of thought, but 
constitute the thinking process itself. Although not all 
verbal productions are accompanied by gesture, it 
appears that gesture is part of the mechanism that 
allows the brain to transform thoughts into language. 
Gesture production is therefore intricately related to 
producing spoken words. 
 
Gestures can be categorized into two types: those co-
occurring with speech, known as “co-speech” or “co-
verbal gestures,” and those that occur with or without 
speech, known as “emblems.” Co-speech gestures can 
only be understood with a verbal message (Matsumoto 
& Hwang, 2013). The gesture alone does not 
communicate sufficient meaning. Emblems are gestures 
that can be understood without an accompanying 
verbal message and that can replace verbal messages. 
Emblems are culture specific, and their interpretation is 
subject to cultural and/or contextual constraints. For 
example, holding up the index and middle fingers in the 
shape of a “V” is interpreted as a “peace” sign in the 
United States and is a symbol of tolerance, whereas this 

same gesture means “victory” in Europe. Similarly, a 
“thumbs up” sign that is produced without a verbal 
message is understood as approval, as opposed to 
“thumbs down” that indicates disapproval, but even 
this widely known emblem could be paired with a 
different meaning in certain cultures or contexts.  
 
Gesture and the Brain 
Xu et al. (2009) provided evidence that shows how the 
brain functions when a listener is processing co-verbal 
gesture. Functional magnetic resonance imagery (fMRI) 
revealed bilateral hemispheric activation of the inferior 
frontal gyrus and the middle temporal gyrus during 
listeners’ speech comprehension and during their 
interpretation of symbolic gestures produced without 
speech. Symbolic gestures that convey lexical meaning, 
such as the peace sign mentioned above, activate the 
same right sided neural pathways as are used for 
speech processing. Xu and colleagues (2009) reasoned 
that the right temporal gyrus may be activated by 
symbolic gesture because it plays a role in breaking 
down the meaning and context of visual information. In 
short, the right temporal lobe is responsible for 
interpreting visual information, including gesture. The 
right hemisphere of the brain also processes emotion, 
vocal pitch, and speech prosody. Processing of gestures 
that accompany prosodic emphasis occurs in the right 
temporal lobe (Hubbard et al., 2009).  
 
How Gesture is Produced 
Kendon (1980) identified three phases that are involved 
in the production of gesture: the preparation phase, the 
stroke phase, and the retraction phase. During the 
preparation phase, the arm and/or hand begin to move 
from a position of rest. McNeill (1992) noted that the 
preparation phase often anticipates speech. The onset 
of preparation shows the moment at which the 
visuospatial content of the gesture starts to take form in 
the cognitive experience of the speaker. The limb then 
moves into the gesture space where it can begin the 
stroke. The stroke phase is when the gesture occurs. 
During the stroke phase, effort is exerted and meaning 
is conveyed. After the gesture is complete, the limb 
withdraws back to a position of rest, which is the 
retraction phase.   
 
Kendon (1974) and McNeill (1992) observed that the 
majority of gesture strokes occur just before or during 
the speaker’s articulation of the most contrastively 
stressed syllable.  During the final retraction stage, 
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when the limb returns to rest, it may not always be 
placed in the same position as it was pre-stroke. There 
may not be a retraction phase if the speaker 
immediately moves into a new stroke. 
 
There are instances when a gesture appears to “freeze” 
either before, during, or after a stroke when a speaker 
is experiencing a period of word retrieval delay. Known 
as “placeholders,” these gestures will freeze mid-air 
until the co-expressive speech returns and the verbal 
lexicon can be reconciled with the information 
contained in the gesture, and the gesture is completed. 
Such is sometimes the case with arrests or delays in 
speech movements during moments of stuttering 
(Mayberry & Jacques, 2000). It is important to note that 
in order for a movement to be defined as a gesture, 
there must be a stroke phase. Since placeholders are 
gestures that have frozen, they are not considered to be 
gestures in and of themselves if the stroke phase is not 
completed.  
 
Types of Gestures 
McNeill (1992), in a study of the gestures used in 
Western culture, identified four types of co-speech 
gestures: iconic, metaphoric, deictic, and beat. Figure 1 
shows photographs of these gestures. 
 
Iconic gestures use the form of the gesture to describe a 
feature or an event. For example, a person may 
describe how a tree fell on a car by moving one arm 
from an upright position into a falling movement that 
lands on his other arm. Icons can depict the manner in 
which an action is carried out. Iconic gestures may 
demonstrate who the speaker imagines herself to be by 
using pantomimes. A speaker may pantomime that she 
has hurried to a meeting by pumping her arms and 
wiping her brow like a runner. Iconic gestures show the 
actions of physical objects. 
 
Metaphoric gestures illustrate abstract concepts with 
no physical form. Metaphoric gestures illustrate the 
meaning of what is being said. For example, when a 
speaker is talking about how long a meeting lasted, he 
may move his hands in a rolling motion to indicate time 
passing. 
 
Deictic gestures are pointing movements that are 
generally performed with the index finger, although any 
extensible object or body part can be used, including 
the head, chin, or elbow. Often times, speakers point to 

objects, but deictic gestures that are performed during 
a narrative may not point to concrete entities but rather 
can signal abstract entities. For example, a speaker may 
point into the air repeatedly to itemize her mental list 
of grocery items that she needs to pick up later. 
 
Beat gestures, also called baton gestures, are small 
baton-like movements that accompany prosodic 
emphasis, most often accompanying speech repairs. For 
example, a person who is self-correcting his speech may 
rapidly flick his hand up and then down: “I saw Mary 
[hand flick] I mean Sue downstairs.” Beats are defined 
movements that are nonrepresentational linguistically 
and do not present a discernible semantic meaning. 
There is no imagistic value, but there is a prosodic value 
to signaling the self-correction. Hubbard et al. (2009) 
demonstrated via fMRI that beat gestures that occur 
during prosodic emphasis activate the right temporal 
lobe -- the multisensory integration site for beat 
gestures and speech. This finding upholds McNeill’s 
(1992) interpretation that beat gestures are 
nonrepresentational gestures that are not processed 
linguistically. 
 
All co-verbal gestures refer to persons, places, ideas, 
actions, or things contained in the verbal message. Each 
type of gesture has its own degree of semantic value. 
Emblematic and iconic gestures are the most 
semantically rich due to the pictorial resemblance of 
these gestures to the verbal message. Metaphoric 
gestures are less illustrative of the verbal message and, 
because they are not as concrete as iconic or 
emblematic gestures, they are less semantically 
meaningful. Deictic gestures have even less semantic 
content. These gestures have very little imagistic value 
and are used to maintain attention to a topic rather 
than to illustrate the verbal message. Beat gestures 
have no semantic value because they do not refer to 
any meaning contained in the verbal message.  
 
In sum, the different types of gestures allow speakers to 
convey imagistic qualities that their words may not be 
conveying. Referential gestures that are highly 
imagistic, whether they are co-verbal or emblematic, 
can define and replace spoken words. The more 
picturesque a gesture is, the more semantically 
meaningful it is. It would stand to reason that if 
semantic abilities are impaired in aphasia, then the 
production of imagistic gestures would be 
compromised. 
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Figure 1. Types of Gestures 

 
                

 
Characteristics of Aphasia that may Affect Gesture 
Production 
Aphasia affects auditory comprehension, verbal 
expression, reading, and writing (Goodglass, 1993; La 
Pointe, 2005). In most cases, aphasia is the result of 
damage to the left hemisphere of the brain due to 
cerebral vascular accident, head injury, brain tumor, 
infection, or dementia. Aphasia can be grouped into 
two categories, nonfluent and fluent.  
 
Nonfluent aphasias are characterized by effortful 
speech production. Anomia, meaning word-finding 
difficulty, is a hallmark symptom. An affected individual 
struggles to find the correct lexical items needed to 
speak. Speakers may produce agrammatic language, 
with a phrase length of one to two words per utterance. 

Auditory comprehension is relatively intact. The most 
common type of nonfluent aphasia is Broca’s aphasia 
(Goodglass, 1993). Broca’s area lies in the left inferior 
frontal gyrus, anterior to the motor area that controls 
the mouth and face, and sits below the motor cortex. 
Broca’s area is responsible for motor speech production 
(Potagas, Kasselimis, & Evdokimidis, 2013). Due to 
neuromotor deficits, persons with Broca’s aphasia may 
struggle with repeating words, reading aloud, naming 
items, and writing (Davis, 2007). Since Broca’s area lies 
just below the motor cortex, ideomotor apraxia and 
right-sided hemiparesis are often co-morbid features. 
Ideomotor apraxia is a neuromotor deficit affecting the 
ability to perform manual movements, which can affect 
gestural production (Macauley & Handley, 2005).  
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Fluent aphasias are characterized by adequate speaking 
rate and relative ease of speech production, however, 
auditory comprehension is compromised. Speakers 
typically have a phrase length of five to eight words 
(Davis, 2007; Goodglass, 1993). Wernicke’s aphasia is 
the most common type of the fluent aphasia 
(Goodglass, 1993). Wernicke’s area lies in the left 
superior temporal gyrus (Potagas et al., 2013). Persons 
with Wernicke’s aphasia have an expressive semantic 
deficit characterized by speech that is empty of 
meaning, otherwise known as “jargon aphasia.” 
Speakers struggle to use words in context, repeat 
words, name items, read aloud, or write meaningfully 
(Goodglass & Kaplan, 2001). These persons have 
difficulty processing what is said to them and are 
generally not aware of what they are misinterpreting 
(Armstrong & Ferguson, 2010).  
 
Persons with Broca’s and Wernicke’s aphasias have 
expressive semantic difficulties; however, the question 
remains whether this impairs their production of co-
verbal and/or emblematic gestures.  
 
Research on Gesture Production by Persons with 
Aphasia 
Not only is there a paucity of research on the 
production of gesture in persons with Broca’s and 
Wernicke’s aphasias, the existing research has some 
flaws. Scharp, Tompkins, and Iverson (2007) point out, 
first, that there is too much variability among research 
participants in terms of their ages, time post-onset of 
aphasia, and severity of aphasia as determined by 
reliable and valid testing. Second, the research uses 
confusing and contradictory gesture definitions and 
coding systems, and these mechanisms are inconsistent 
with what psycholinguistic researchers have long 
identified. Third, the extant research does not appear to 
use video annotation software that allows researchers 
to thoroughly analyze gesture (see, for example, 
Lausberg & Sloetjes, 2009). Despite these caveats, there 
are some studies with important results. 
 
Upon first inspection, one might assume that persons 
with Broca’s aphasia would gesture less frequently than 
persons with Wernicke’s aphasia, due to their having 
nonfluent communication, right hemiparesis, and 
ideomotor apraxia. However, LeMay, David, and 
Thomas (1988) found the opposite to be true: persons 
with Broca’s aphasia used more gestures than either a 
Wernicke’s group or a non-aphasia control group. 

Interestingly, the non-aphasia control group produced 
the fewest gestures. When compared to the Wernicke’s 
group, the Broca’s group used more beat and iconic 
gestures. Likewise, Macauley and Handley (2005) found 
no significant relationship between manual praxis 
ability and the amount of gesture production. 
 
Duffy and Mercaitis (1984) reported that people with 
Broca’s aphasia used gesture that is slow and highly 
representational, while people with Wernicke’s aphasia 
employed continuous, nonrepresentational gestures. 
There appeared to be some correspondence between 
how gestures and speech were produced. Goodwin 
(2000) found that the gestures used by persons with 
severe expressive aphasia resembled the content of 
their speech.  
Cocks, Dipper, Pritchard, and Morgan (2013) considered 
how semantic deficits affect the type and frequency of 
gestures produced. These researchers found that 
participants with lower semantic scores produced fewer 
iconic gestures during word finding difficulty and more 
metaphoric gestures, which might indicate that weak 
concept formation was contributing to the word-finding 
problem. Persons with aphasia who had higher 
semantic test scores produced more semantically rich 
gestures. These investigators explored the effects of 
deficits in word classes (object words vs. action words) 
on gesture production. Participants had more word 
finding difficulty for object words than for actions 
words, but they produced more metaphoric gestures 
when they had verb retrieval problems. The authors 
speculated this could indicate a stronger semantic base 
for action words than nouns.  
 
There is little research on whether gesture can facilitate 
comprehension and use of spoken language in persons 
with aphasia. Lanyon and Rose (2009) found that 
persons with aphasia who scored higher on auditory 
comprehension tests were more likely to resolve word-
finding difficulty when a symbolic gesture was used. 
Persons with Broca’s aphasia with anomia experienced 
the most facilitative effects from gesture production. 
Semantically rich gestures precipitated word retrieval. 
 
Taken together, the existing research suggests that 
gesture production should be explored as a diagnostic 
indicator of semantic abilities and as a therapeutic 
approach for improving semantic skills. The research 
seems to discount the notion that ideomotor apraxia is 
a deterrent to experimenting with the benefits of 
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gesture, but seems to suggest that gestures with higher 
semantic content may be facilitative of spoken 
language. 
 
The Present Study 
The current study is concerned with individuals who 
have experienced a left hemisphere cerebral vascular 
accident with resulting Broca’s or Wernicke’s aphasias.  
 
The study was designed to answer the following 
questions: 
1) Is there a difference in the quantity of gestures 

produced by persons with Broca’s vs. Wernicke’s 
aphasias?   

 
It was hypothesized that persons with Broca’s aphasia 
would produce gestures more frequently than persons 
with Wernicke’s aphasia. Since persons with Broca’s 
aphasia are less fluent in their speech output, gesture 
production may be more frequent, due to using gesture 
as a compensatory strategy for word retrieval 
difficulties. Persons with Wernicke’s aphasia would 
produce gestures with less semantic content, such as 
deictic gestures, that could be reflective of a degree of 
semantic degradation.  
 
2) Are there differences in the quality of gestures 

produced by persons with Broca’s vs. Wernicke’s 
aphasias?  

 
It was hypothesized that persons with Broca’s aphasia 
would produce a higher frequency of emblematic and 
iconic gestures, which have more semantic richness, 
which may serve as an indicator of better semantic skills 
than those of persons with Wernicke’s aphasia.  
 
Methods 
Participants were two females with aphasia who 
attended a university speech and hearing clinic. L.M. 
was a 56-year-old African American woman, three years 
post onset of moderate Broca’s aphasia (according to 
the results of the Boston Diagnostic Aphasia 
Examination – 3rd Edition [BDAE-3], 2000). M.S. is a 70-
year-old Caucasian woman, six years post onset of mild-
to-moderate Wernicke’s aphasia (according to the 
results of the BDAE-3.) Both women had 
communication skills that were functional for daily 
living, given family supports for more complex tasks. 
Both were willing conversationalists and had spent 

several semesters in speech-language therapy working 
to improve their communication skills. This study was 
approved by the university’s Institutional Review Board 
for Human Subjects in Research and both women 
signed an informed consent statement. They were 
aware that the research task was separate and apart 
from their usual therapy tasks. 
 
Each participant engaged individually in a 30-minute 
structured conversation session with the first author, a 
student clinician, in their usual clinic treatment rooms. 
The first author followed a clinician-directed script that 
included the following questions: "What is your favorite 
childhood memory?" "Tell me about your first job." 
"How did you meet your husband?" "If you could meet 
anyone living or dead, who would it be?" Each session 
yielded a 30-minute language sample. 
 
The session was video recorded using the cameras 
installed in the treatment rooms, as is done during 
every speech-language therapy session, and the 
recording was stored on videodisk. The video file was 
then uploaded to a video annotation software program, 
EUDICO Linguistic Annotator (ELAN, Lausberg & 
Sloetjes, 2009; Max Planck Institute for 
Psycholinguistics, n.d.)  ELAN is a free annotation tool 
that allows users to create, edit, visualize, and search 
for annotations within video and audio data. Its aim is 
to provide a consistent technology for the annotation of 
multi-media recordings. ELAN is specifically designed for 
the analysis of language, sign language, and gesture, but 
it can be used by researchers in other fields for 
purposes of annotation, analysis, and documentation 
(Tacchetti, 2013). A snapshot of the ELAN software 
system is shown in Figure 2. 
 
Using ELAN, the utterances produced by the 
participants during their conversations with their 
clinicians were transcribed by the first author. The first 
15 minutes of conversation for each participant was 
analyzed. The first author replayed the samples 
repeatedly in order to code each gesture produced 
during the 15 minutes. The conversational samples 
were coded for the number and types of gestures 
produced. Gestures were coded as emblem, iconic, 
metaphor, beat, or deictic. A “placeholder” category 
was used to describe the instances when a gesture froze 
either before, during, or after the stroke phase. 
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Figure 2.  A snap shot of the video annotation software program developed by the Max Planck Institute of Psycholinguistics. There are two 
coding tiers, one for gesture and one for utterance. 

 
                

 
Results 
Comparisons between Participants: Quantity of 
Gestures 
Figure 3 shows the number of gestures produced 
according to each type. Placeholders are not considered 
communicative gestures and are not included in the 
total number of gestures produced. However, 
placeholders have been coded as a distinct category 
independent of co-speech gestures. 
 
The person with Broca’s aphasia produced 316 total 
gestures, as opposed to the person with Wernicke’s 
aphasia, who produced 235 gestures. Gestures per 
minute averaged out to be 21 per minute of 
conversation for the person with Broca’s aphasia and 
15.6 gestures per minute for the person with 
Wernicke’s aphasia. The person with Broca’s aphasia 
produced more gestures overall and more gestures per 
minute. 
 
Regarding the hypothesis that the person with Broca’s 
aphasia would produce gestures more frequently than 
the person with Wernicke’s aphasia, the person with 

Broca’s aphasia produced more gestures overall and 
more gestures per minute. The total number of gestures 
overall is greater by 81 gestures. This is appreciable in 
that this would be about the number of gestures 
produced in four minutes of conversation for the 
person with Broca’s aphasia or in about five minutes of 
conversation for the person with Wernicke’s aphasia. 
 
Comparisons between Participants: Quality of 
Gestures 
Most frequently occurring types of gestures. Both 
persons produced many emblematic gestures. The 
person with Wernicke’s aphasia produced 106 
emblems, while the person with Broca’s aphasia 
produced 93 emblems. Emblems accounted for 45% of 
all gestures for the person with Wernicke’s aphasia and 
29% of all gestures for the participant with Broca’s 
aphasia.  
 
The woman with Wernicke’s aphasia produced more 
emblematic gestures than any other type of gesture. 
Her second most frequently occurring type of gesture 
was metaphoric, at 49 instances.   
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Figure 3. Frequency and quality of gesture produced during structured conversation 

 
Note:  Gestures per minute for Broca’s Aphasia 21   Gestures per minute for Wernicke’s Aphasia 15.6 
                

 
The woman with Broca’s aphasia produced beat 
gestures with the greatest frequency, at 102 instances, 
with emblematic gesture being the second most 
frequent, at 93 occurrences. Iconic gesture was the 
least frequently occurring gesture for both participants. 
 
With emblematic and iconic gesture being the most 
semantically rich gestures, metaphoric being next, 
deictic being next, and beat being the least rich; it was 
hypothesized that the participant with Broca’s aphasia 
would produce a higher frequency of emblematic and 
iconic gestures than the person with Wernicke’s 
aphasia. Contrary to the hypothesis, the 93 emblematic 
gestures produced by the person with Broca’s aphasia 
was less than the 106 emblematic gestures produced by 
the person with Wernicke’s aphasia. The difference 
between participants in the number of emblems 
produced is only 13, a figure that is less than the 
number of gestures produced per minute by either 
speaker. It would appear that this is not an appreciable 
difference. The person with Broca’s aphasia produced 
nine iconic gestures while the person with Wernicke’s 

aphasia produced eight iconic gestures – this difference 
does not seem relevant, either. 
 
Metaphoric gesture, which has moderate semantic 
content, occurred more frequently in the gesture 
production of the person with Broca’s aphasia, at 79 
times, in comparison with the person with Wernicke’s 
aphasia, at 49 times. Although both persons were 
similar in their production of semantically rich gestures, 
the participant with Broca’s aphasia produced a greater 
number of gestures with moderate semantic content. 
Deictic gesture, which has even less semantic content, 
was produced slightly more by the woman with Broca’s 
aphasia, at 33 instances, than by the person with 
Wernicke’s aphasia, at 27 instances. Beat gesture, 
which has no semantic content, was used more than 
twice as often by the person with Broca’s aphasia, at 
102 times, than by the person with Wernicke’s aphasia, 
at 45 times. The person with Broca’s aphasia produced 
41 placeholders, but the person with Wernicke’s 
aphasia produced 10. These results indicate that the 
woman with Broca’s aphasia produced the greater 
number of gestures with little or no semantic value as 
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well as the greater number of gestures with moderate 
semantic value.  
 
Discussion 
The person with Broca’s aphasia produced more 
gestures than the person with Wernicke’s aphasia, 
consistent with the hypothesis that there would be a 
greater number of gesture productions by the person 
with Broca’s aphasia, and consistent with the work of 
LeMay, David, and Thomas (1988). The difference in the 
total number of gestures produced during structured 
conversation may be a reflection of the differences 
between Broca’s and Wernicke’s aphasias. Because 
speech and gesture occur in tandem, the more 
linguistically capable a person is the more gesture 
production there might be. Persons with Broca’s 
aphasia have better auditory comprehension and are 
generally more adept at initiating and contributing to 
conversation, despite their effortful speech. The person 
with moderate Broca’s aphasia may have actually had 
more access to semantic elements than the person with 
mild-to-moderate Wernicke’s aphasia, whose deficit in 
auditory comprehension may have compromised her 
access to language and her resulting gestural output. 
Importantly, as Lanyon and Rose (2009) reported, both 
participants appeared to use gestures to facilitate word 
retrieval. 
 
Emblematic Gestures  
Qualitatively, the results contradicted the hypothesis 
that the person with Broca’s aphasia would produce a 
higher frequency of the semantically rich emblematic 
and iconic gestures. Surprisingly, the woman with 
Wernicke’s aphasia produced more emblematic 
gestures and nearly the same amount of iconic gestures 
as the woman with Broca’s aphasia. The frequency of 
emblem production may be explained by the number of 
verbal cues given by the clinician during the sessions. In 
order to facilitate the conversations, the clinician often 
prompted the participants to expand on their 
utterances. The clinician recasted what the participant 
had said previously and used semantic cueing. Nearly all 
emblematic gesture produced by both participants 
followed the clinician’s utterances. The participants 
produced either a head nod to indicate “yes” or 
agreement, or a headshake to indicate “no.” The person 
with Wernicke’s aphasia appeared to need more 
prompting than the person with Broca’s aphasia, and 
hence produced more emblems. Ironically, the 
emblems produced may not have much semantic merit 

after all. Most emblems were reactive, reflexive, or 
passive head nods to indicate acknowledgement of 
what the clinician had said. Ironically, the emblems 
produced may not have much semantic merit after all.  
 
Iconic Gestures 
Iconic gesture was the least frequently occurring 
gesture for both participants. The limited use of iconic 
gestures in both persons with aphasia may indicate the 
lexical deficits that persons with aphasia manifest. 
Iconic gestures are closely related to a speaker’s 
lexicon. Word retrieval can impair the ability to 
pantomime the meaning of words. A person cannot 
pantomime a word that she has not retrieved for use.  
 
It is important to note that when iconic gesture was 
observed, lexical retrieval always followed. For 
example, the person with Broca’s aphasia pantomimed 
a lower floor of a building before saying “lobby.” 
 
Metaphoric Gestures 
In comparison to iconic gesture, the person with Broca’s 
aphasia produced more metaphoric gestures. This 
frequency may be a result of her telegraphic speech and 
anomia. She used metaphor to try to capture a vague 
thought, however, sometimes when the thought 
became clear, she used iconic gesture to pantomime 
the appropriate word. She also used metaphoric 
gesture when searching for function words. Her 
metaphoric gesture sometimes would freeze into a 
placeholder. Indeed, she was observed to be literally 
holding her hand out as if waiting for the word to fall 
into her grasp. 
 
For the woman with Wernicke’s aphasia, metaphoric 
gesture was used to indicate the end of a thought, as if 
she were pushing the thought away. Although both 
persons had anomia, the woman with Wernicke’s 
aphasia did not appear to struggle with verbal retrieval 
as much as the woman with Broca’s aphasia.  
 
Deictic Gestures 
The person with Broca’s aphasia produced a greater 
quantity of less semantically rich gestures. Deictic 
gestures often did not refer to anything in the speaker’s 
present environment but was used interchangeably 
with placeholders to hold the conversational floor, or 
functioned as a demonstrative pronoun, notably as 
“this” or “that.” 
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Beat Gestures 
Beat gestures serve an emphatic and prosodic function; 
therefore, it seems intuitive that a person with Broca’s 
aphasia would produce more of these gestures due to 
effortful speech. Similar to the findings of LeMay, David, 
and Thomas (1988), the person with Broca’s aphasia 
produced more than twice as many beat gestures as the 
person with Wernicke’s aphasia. This may be due to her 
aggravation during speech difficulty. She was observed 
to produce three or more beats back to back, often with 
an audible grunt of frustration. Beats occurred more 
frequently during unsuccessful word retrieval but were 
also observed during periods of successful word 
retrieval. Since beat gesture serves an emotional, 
prosodic function, it would stand to reason that a 
person with Broca’s aphasia would produce more beats 
in comparison to a person with Wernicke’s aphasia. 
Persons with Broca’s aphasia have better auditory 
comprehension and are thus more aware of and 
frustrated by their deficits than persons with Wernicke’s 
aphasia (Goodglass, 1993).  
 
Placeholders 
Like beat gestures, effortful speech and word retrieval 
difficulty may be reflected by the use of placeholders. 
The person with Broca’s aphasia was observed using 
placeholders following the production of deictic or 
metaphoric gestures during her struggle to retrieve 
words. The placeholders served as a way to hold the 
conversational floor until she retrieved the proper 
word.  
 
Limitations of the Study 
There are limitations to this study, notably its small 
sample size. The persons sampled are not 
representative of the entire population of persons with 
aphasia. This study employed only one rater, and 
therefore no inter-rater reliability was established. This 
study is an initial exploratory investigation that can lay 
the groundwork for studies that employ more robust 
methodologies. 
 
Factors that stem from participants’ personalities, 
genders, and cultures may be a stronger influence on 
gesture production than semantic impairment alone. In 
this study, the person with Wernicke’s aphasia 
appeared to be more introverted and quiet, while the 
person with Broca’s aphasia appeared to be outgoing 
and interactive. However, there were no measures used 
to assess the participants’ personality types. 

Directions for Future Research 
Future studies should include a larger sample of 
speakers. Perhaps using a personality inventory to 
select participants would be of use, along with 
recruiting members of both genders and persons from 
many cultures. Persons who represent a variety of ages, 
etiologies of aphasia, years post-onset of aphasia, and 
aphasia severity levels should be included. 
 
Aspects of the methodology employed here provide a 
solid framework for analyzing gesture in aphasia. 
McNeill’s (1992) gesture classification system used is 
well known, valid, and reliable. ELAN is user friendly and 
widely used around the world by gesture researchers 
(Max Planck Institute for Psycholinguistics, n.d.). If 
nothing else, this study has shown that ELAN is an 
appropriate software tool for the study of gesture in 
aphasia. Consequently, this study contributes a useful 
methodology for how to conduct future studies. 
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Cueing Spoken Naming Using Self-Generated 
Written Cues: An Articulatory Approach 

 
Alyssa Berkowitz, Marjorie Nicholas, Suzanne Pennington, 

Charles Haynes & Lauryn Zipse 
 
Abstract 
Phonemic cueing has been proven to be an effective method of aiding people with aphasia (PWA) in 
word retrieval. However, these cues are rarely given outside of a therapeutic setting, motivating the idea 
of self-generated phonemic cues. Some PWA have better written naming than oral naming, and their 
writing provides a visual cue that can be carried to other environments. This feasibility study aimed to 
treat a person with aphasia and apraxia of speech by leveraging written naming skills to assist spoken 
naming. The new treatment method involved teaching articulatory positions and gestures that 
corresponded to the first letter of the word that the PWA was able to write. The results suggested that 
the method was a feasible approach, as naming of treated target words improved with medium to large 
effect sizes. However no generalization was seen to untreated target words 
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Word finding difficulties, known as anomia, are 

common to all types of aphasia. They are manifested in 
many ways and vary from person to person, regardless 
of the type of aphasia (Fridriksson et al., 2009), and can 
have a profound impact on communication. In addition 
to anomia, many people with aphasia also have apraxia 
of speech (AOS), a deficit in the motor program for 
speech output. When aphasia and apraxia co-occur, the 
effects of these two impairments on naming can be very 
difficult to distinguish and may be synergistic. If 
phonological representations are only weakly activated 
due to aphasia, these representations cannot efficiently 
spread activation to the relevant motor commands. An 
additional impairment executing these motor 
commands (apraxia) will further hinder the person’s 
ability to communicate. Therefore, in addressing 
anomia in people with aphasia, both phonological and 
phonetic aspects of sound production should be kept in 
mind (Wambaugh & Doyle, 1998). A subset of persons 
with aphasia (PWA) may have relatively better lexical 
retrieval of written names than spoken names. PWA 
may be observed, for example, to write letters in the air 
or on the table top that then seem to trigger access to 
the spoken name as well.  It is for these individuals that 
the therapy method described here was designed. The 
aim of this study was to introduce and test a treatment 
method using a self-cueing strategy, with an articulatory 
approach, in order to achieve better word retrieval in 
PWAs.  
 
Methods 
Overall Design:   
This study tested whether a treatment involving self-
cues from graphemes is feasible for assisting spoken 
naming in PWA. We used a single-subject design with 
multiple baselines across behaviors. Three behaviors 
were treated in succession: naming pictured items with 
bilabial onsets, alveolar onsets, and velar onsets 
(Treatments A, B, and C, respectively). The specific 
treatment steps are described in detail in a later 
section.  The participant received treatment to assist 
her in producing the correct sounds corresponding to a 
written letter cue which we predicted would then assist 
her to name items beginning with that sound.  To assess 
generalization, three untreated control sets of items 
(with bilabial, alveolar, and velar onsets) were probed 
throughout the study.  It was anticipated that there 
would not be generalization across the three classes of 

onset sounds, such that the untreated classes could 
serve as control conditions until treated.   
 
Participant:   
The participant, PB, was recruited from the MGH IHP 
Aphasia Center. She was a 55 year old female who was 
5 years post-stroke. She exhibited clinical characteristics 
that made her an appropriate candidate for this 
treatment.  These included a fluent aphasia profile, 
notable anomia, a mild apraxia of speech (AOS), and 
relatively better written than spoken naming.  Further 
characteristics of her aphasia are presented in Table 1. 
 
Pretesting:   
To assess PB’s knowledge of the relevant grapheme-
phoneme correspondences (GPCs), her ability to elicit 
the correct sound for the corresponding grapheme was 
tested for the six graphemes trained in the study.  PB 
was asked to produce the phoneme that corresponded 
to the given grapheme. Scores reflected her ability to 
either produce the correct phoneme for the 
corresponding grapheme or not. While PB was able to 
produce the corresponding phonemes for some letters, 
PB could consistently produce the names of all 6 letters 
of interest when presented with the corresponding 
graphemes. In addition, when attempting to retrieve a 
word, she was able to state word-initial letter names 
aloud.  
 
Treatment Target Word Selection:   
Prior to starting treatment, PB was asked to name 90 
pictures as part of a confrontation naming task. The 
pictures for the task were obtained from the Tarr Lab 
website 
(http://tarrlabwiki.cnbc.cmu.edu/index.php/Main_Page
), from the Philadelphia Naming Test (PNT) (items not 
used in the 72-item naming test), as well as from other 
sources. These items had onsets of phonemes in the 3 
chosen articulatory classes: bilabials, alveolars, and 
velars (/p/, /b/, /t/, /d/, /k/, and /g/). The words were of 
relatively high lexical frequency and were imageable 
nouns to enable the use of picture cards in testing and 
treatment. All words had a maximum of 3 syllables.  
 
  

http://tarrlabwiki.cnbc.cmu.edu/index.php/Main_Page
http://tarrlabwiki.cnbc.cmu.edu/index.php/Main_Page
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Table 1 Language and Cognitive Profile of the Participant at 
Baseline 

Test administered Subject profile 

Apraxia Battery for Adults, 
Second Edition (ABA-2; Dabul, 
2000). 

 Diadochokinetic Rate 
 
 

 Increasing Word Length 
 

 Inventory of Articulation 
Characteristics of Apraxia 

Mild AOS  
 
 
Raw score: 21 (7-25 is mild, with 
higher scores being better) 
 
Raw score: 4 (5 is moderate) 
 
Raw score: 4 
varied off-target attempts of 
words at the single word level, 
increased errors as phonemic 
sequence increased, fewer 
errors in automatic speech than 
in volitional speech, awareness 
of errors coupled with an 
inability to correct them 

Boston Naming Test; BNT 
(Goodglass, Kaplan & Barresi, 
2001) 
 
 

Raw score +8/60 
 
Responsiveness to phonemic 
cues: 22% effective when she 
was unable to independently 
retrieve a word 

Written administration of the 
Philadelphia Naming Test (PNT; 
Roach, Schwartz, Martin, 
Grewal, & Brecher, 1996). 
 
Pre-treatment probe of 
treatment items and control 
items 

Some ability to retrieve the first 
letter of items she was unable to 
write entirely:  22% of the time 
when written naming failed 
 
Some ability to retrieve the first 
letter of items she was unable to 
name orally:  36% of the time 
when spoken naming failed 

Cognitive-Linguistic Quick Test 
(CLQT; Helm-Estabrooks, 2001) 

Scored within normal limits on 5 
out of 6 nonverbal subtests  
WNL: Symbol Cancellation 
Below Average: Clock Drawing 
WNL: Symbol Trails  
WNL: Design Memory 
WNL: Mazes 
WNL: Design Generation 

Pyramids and Palm Trees 
(Howard & Patterson, 1992)  
 
Within-category lexical 
discrimination subtest from 
Martin, Schwartz, & Kohen 
(2006) 

Mild semantic processing deficit: 
39/52 
 
Mild semantic processing deficit: 
12/16 

Auditory Discrimination - Filled 
Interval tests from Martin, et al. 
(2006). 
 
Auditory Discrimination - No 
Interval 

Mild phonological processing 
deficit: 33/40 
 
 
Mild phonological processing 
deficit: 38/40 

 

Table 1 Continued 

Test administered Subject profile 

Boston Diagnostic Aphasia 
Examination (BDAE; Goodglass, 
Kaplan, & Barresi, 2001) 
subtests of auditory 
comprehension 

40
th

 percentile: Basic Word 
Discrimination 
10

th
 percentile: Commands 

subtest 
20

th
 percentile: Complex 

Ideational Material subtest 

        

 
The naming task was completed twice, on two different 
days. The 24 words that were chosen to serve as control 
and treatment items within each articulatory class (i.e., 
24 total words with bilabial onsets, 12 with /b/ and 12 
with /p/) included the items that PB did not name in 
either session, as well as a few that she did name in 
order to complete the list of twelve. Data from these 
two assessments for the selected items constituted 
Baselines 1 and 2 (Figure 1).  Half of the 12 items 
chosen were treated, and the other half were used as 
the control items. Treatment and control sets were 
matched on number of syllables, lexical frequency, 
number of fricatives and affricates, and % correct on the 
naming task. 
 
Materials:   
Six cards were created to provide a visual cue for each 
place of articulation targeted in treatment. Each card 
featured a picture of a mouth clearly articulating a 
particular sound from a frontal view. The presence or 
absence of voicing was also visually represented on the 
cue cards with hand gestures either on the neck in front 
of the larynx to represent voicing, or in front of the 
mouth to represent aspiration. Paper and pen were 
available to PB to encourage the use of the written 
modality in the participant’s attempt to retrieve the 
word orally.  
 
Baseline:   
During each of the two sessions before treatment 
started, PB was tested on the treatment and control 
lists (12 items per targeted grapheme). The items were 
pseudo-randomized, such that no more than two 
targets with the same onset were presented in 
immediate succession to avoid inducing perseveration. 
PB was given 15 seconds to name an item. If there was 
no response after 15 seconds, then she was asked to 
write the first letter of the word. If PB still could not 
produce the first letter, or produced the first letter but 
was still unable to name the word after an additional 15 
seconds, positive feedback was given and the next item 
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was presented. The number of words named on initial 
presentation and the number named after PB 
successfully wrote the first letter were recorded. Two 
identical baseline sessions, one week apart, were 
conducted to ensure approximate stability of 
performance pre-treatment. 
 
Treatment Protocol:  
Treatment was divided into three phases: A, B, and C. 
During Phase A the onset phonemes of /p/ and /b/ were 
targeted, during Phase B the onset phonemes of /t/ and 
/d/ were targeted, and during Phase C the onset 
phonemes /k/ and /g/ were targeted.  In the first part of 
the treatment phase, PB was taught the place of 
articulation for the target phoneme in the context of 
the corresponding grapheme. While PB practiced 
placing her tongue in the correct position, attention was 
drawn to the presence of air leaving the mouth (for 
voiceless consonants) or the presence of vibrations 
externally at the level of the larynx (for voiced 
consonants). PB did not display difficulty with forming 
the correct place of articulation. The goal of this training 
was to teach PB to elicit the correct phoneme based on 
an articulatory-only (visual card) cue. Once PB was 
producing the correct phoneme from the 
articulatory/gestural cue card, she was then asked to 
copy that grapheme onto a piece of paper. After 
correctly writing the grapheme on a piece of paper, PB 
was asked to produce the correct phoneme again to 
match the grapheme that was just written. If incorrect, 
she was offered the corresponding articulatory cue card 
again to cue the correct phoneme.  An 80% accuracy 
rate was required to move on to the next step of 
treatment. 
 
The second portion of each treatment phase built upon 
the grapheme-articulatory correspondence training by 
integrating the task of picture naming. In these sessions, 
the 12 pictures in the treatment set for the associated 
treatment phase (A, B, or C) were presented in 
succession. PB was instructed to attempt to name each 
picture as it was presented. If the answer was incorrect, 
PB was given a pen and paper and prompted to write 
the first letter of the word. It was hoped that at this 
point, writing the first grapheme of the word would cue 
the practiced place of articulation for that grapheme, in 
turn cueing the oral production of the word.  
 

If PB failed to write the correct grapheme, the clinician 
provided feedback and asked her to try again. When 
needed, the clinician wrote the grapheme and had PB 
copy it. If the written grapheme did not cue the place of 
articulation, the articulatory/gestural cue cards were 
offered. PB was given the opportunity to choose the 
correct card independently before the correct one was 
given to her. If the correct card was selected but the 
corresponding articulatory posture was not achieved, 
the clinician provided an audio-visual phonemic cue. If 
PB still failed to say the target word, the clinician said 
the word and asked PB to repeat it.  
 
Successful performance was defined as PB orally 
eliciting the whole target word from written cues, 
independent of the cue cards, with an 80% accuracy 
rate. Regardless of accuracy rate, treatment of a given 
articulatory class ended after 6 sessions and the next 
set was begun.  
 
Probes:   
A probe consisting of trials to name treated and 
untreated items was completed at the start of each 
treatment session. To minimize the time spent on 
probes and possible training effects from frequent 
probing of control items, items were probed on a 
rotating basis. During a given treatment phase, though, 
the treated items were probed at every session, along 
with one other set of items. 
 
Post-Test:   
The post-test was conducted during the week following 
the conclusion of the treatment. This included a final 
probe of treated and control items for each articulatory 
class. The percentage of times that PB tried to use the 
strategy of self-cueing using articulatory gestures was 
recorded, as well as the percentage of times she was 
effective in using the strategy. A re-evaluation of PB’s 
ability to retrieve just the corresponding phoneme from 
a grapheme card/written grapheme was also recorded. 
How much phonology was retrieved during the posttest 
naming tasks and how many graphemes of the written 
word PB wrote was noted as well.  
 
Maintenance:  Approximately two months after the 
conclusion of treatment, PB was probed again to 
determine if she retained the improvement on treated 
items. The probe consisted of the 72 control and 
treatment items. 
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Results 
Data Analysis:  
Effectiveness of the treatment was assessed initially by 
visual analysis of probe performance plotted over time 
for each set of items. For a more formal analysis, a 
treatment effect size for each set of items (6 sets total) 
was computed and interpreted according to guidelines 
developed for aphasia (Beeson & Robey, 2006). In 
calculating the effect size, the baseline data was 
considered to be all points prior to the beginning of 
treatment for that onset. Any treatment effects for the 
3 control sets were attributed to generalization. 
 
Improvement on treated and untreated items:   
Across all three classes of sounds, PB showed 
improvement on the treated items from baseline to 
post-treatment assessment. The treatment effect sizes 
for each letter onset are shown in Figure 1. All treated 
classes showed a medium or large effect size, while 
none of the control classes showed treatment effects. 
Thus, no generalization to the control items was 
observed. 
 
Generalization of the Self-Cueing Strategy:   
During the final probe following the completion of all 
treatment phases, PB never used the strategy of using a 
written letter to access a phonemic cue independently. 
 
Following treatment, PB’s ability to produce the correct 
phoneme when shown the articulatory/gestural cue 
cards was recorded as well as her ability to produce the 
correct articulatory/gestural cue when given the 
targeted graphemes (e.g. “b,” “p,” “d,” “t,” “g,” and 
“c”). PB accurately produced the correct articulatory 
gesture when shown the corresponding grapheme in 
6/6 trials. However, PB correctly wrote the grapheme 
corresponding to the presented articulatory/gestural 
cue card in only 2/6 trials.  
 
Maintenance probe (2 months post):  At two months 
after the conclusion of treatment, the performance on 
treated items was poorer than immediately after 
treatment conclusion, but remained better than at 
baseline. 
 
Discussion 
This study used a single-subject design to assess the 
feasibility of a novel self-cueing approach to treat oral 
naming in aphasia. The treatment involved training a 
connection between written letters and articulatory 

cues for phoneme production.  The treatment was 
designed for a person with concomitant apraxia and 
aphasia. 
 
Results indicated that PB was able to accurately model 
the articulatory gestures associated with the cue cards, 
and connect the correct written letter to the modeled 
gesture. PB learned the trained grapheme-to-
articulatory correspondences.  However she used the 
 
self-cueing strategy only when the clinician prompted 
her. She sometimes used the strategy during the 
structured treatment protocol because she knew it was 
expected of her.  The repetitive nature of this treatment 
involving many naming trials was thought to be the 
main reason for improvement seen on treated items. 
The treatment not only involved multiple repetitions of 
target words, but also repetition of sub-units 
(phonemes and graphemes) within the target words, as 
well as a motor learning (articulatory postures) 
component. This repetitive and multi-modal approach 
to language treatment can be considered intensive due 
to the “great number of therapeutic events in a short 
amount of time” (Harnish et al, 2014). A “saturated 
procedure schedule” can in fact be considered more 
intensive than a higher dose of a less effective 
treatment (Cherney, 2012; Harnish et al., 2012).   
 
PB successfully progressed through the treatment and 
demonstrated effects on trained items across all three 
classes of onsets. There was no generalization to the 
untrained control items and there was no generalization 
of the self-cueing strategy observed.  All treated classes 
showed a medium or large effect size while none of the 
untreated control items showed change over time. 
 
Even though PB was able to execute the correct 
articulatory gestures in response to a written letter, 
generalization of the strategy was not observed. 
Although mild motor planning difficulty was seen on her 
baseline testing, it was evident during treatment that 
PB’s naming performance was primarily affected by 
difficulty with phonological retrieval.  It is suspected 
that if PB’s AOS had been more severe she might have 
found the articulatory cue cards more useful, and 
therefore would have been more motivated to 
implement the strategy. It is also believed that if PB had 
been able to apply the strategy more independently, 
generalization may have occurred. 
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Figure 1: Number of correct word productions in probe sessions 
 

 

 
Another consideration is whether PB was able to 
retrieve the word-initial letter often enough to use the 
strategy when naming untrained items, as her ability to 
retrieve word-initial letters was 22-36% at baseline.  A 
person who is more reliably able to identify the first 
letter of words he or she cannot name would be a more 
ideal candidate for this treatment. 
 
The nature of PB’s naming errors, and the strategies 
that helped her, indicated that her difficulty was 
primarily at the phonological rather than the motor 
planning level.  For example, when the bilabial 

treatment started, PB was unable to name a picture of 
pliers. After a few sessions, PB was able to write the full 
word out (which she learned from the feedback during 
previous treatment sessions). Even when PB had all of 
the orthography for “pliers,” she quickly replied with 
“pligers” when presented with the picture. Once she 
produced it, she again repeated it incorrectly. It took 4 
sessions for PB to be able to produce “pliers” correctly. 
It is believed that this is a phonological error and not a 
motor planning error because PB occasionally wrote the 
“g” in the word when writing it first. PB’s most common 
misarticulations were to add a phoneme in the middle 
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of a word (e.g.  “pliger” for “pliers”) or add or change a 
phoneme/suffix at the end of a word (“canning” for 
“cannon,” “dolpher for “dolphin). Phonological 
perseveration was suspected in many cases of 
misarticulation. All of these errors were consistent and 
were eventually corrected over time when PB was 
prompted to slow down her productions.  In addition, 
the repetitive nature of this treatment also aided PB in 
producing more accurate pronunciations of words, as 
phonological errors were corrected over the course of 
the treatment.  
 
While repetition of phonology aided PB in more 
accurate pronunciations of words, repetition of 
orthography was also a key component to PB’s 
improvement. The emphasis on writing to cue oral 
productions, in combination with intensive repetition, 
may have aided PB in improved orthographic retrieval, 
thus improving phonological retrieval of the targeted 
words post-treatment (as PB was able to produce the 
correct phonology based on orthographic 
representations of the word).  In the first few sessions 
within each articulatory class, PB required, after a series 
of phonemic cues, a full spoken model of many words 
(as missing phonology was believed to be her primary 
barrier). Once PB had heard the word, she would then 
write it down and read it aloud. In using this method, PB 
appeared to be remembering more of the orthography 
from session to session, aiding her in more complete 
oral productions of the word. By the end of treatment, 
it appeared that she had developed some gestalt 
orthographic representations of the word, which 
allowed her to write the word completely, and perhaps 
aided her in activating the word form (as opposed to 
individual graphemes/phonemes).  Furthermore, when 
PB was able to write more letters down, she 
demonstrated better naming accuracy. 
Finally, PB also had the tendency to repeatedly produce 
a semantically relevant word in an attempt to activate 
the correct word. These incorrect productions were 
considered semantic paraphasias, however the 
repetition of the word, hesitation after producing a 
repetition, and self-talk while producing these semantic 
paraphasias, led the clinician to believe that PB 
attempted to use her paraphasias to activate the 
correct word. During PB’s self-talk, she often posed her 
repetitions with an interrogative inflection, followed by 
a declarative inflection. PB would alternate between 
inflections, as she appeared to be having a dialogue 
with herself, while acknowledging that the word was 

incorrect. The same behavior was seen during written 
naming tasks (PB would also write a semantically 
relevant word and self-talk). This was seen as a barrier 
to PB, because repeatedly activating the wrong word 
did not aid her in producing the correct word.  
Encouraging PB to use the articulatory/gestural cues 
reduced repetitions of incorrect words and motivated 
PB to slow down and think of the word, rather than 
speaking to fill the silence. In support of this 
interpretation, Middleton and Schwartz (2013) found 
that the more time spent using phonological retrieval 
strategies while in a Tip-of-the-tongue (TOT) state; the 
less potential there is for a person with aphasia to 
accurately retrieve the word.  They attributed this to 
error learning, which in the case of PB would mean 
reinforcement of an incorrect mapping between a 
semantic representation and a phonological one. 
 
The treatment used in this study has similarities to 
other treatments for people with both AOS and aphasia 
described in the literature, but is somewhat unusual in 
that it combines the goal of self-cueing, to address 
anomia, with an emphasis on multi-sensory training of 
individual phonemes, to address both aphasia (difficulty 
retrieving the phonological word form) and apraxia 
(difficulty programming the motor commands to 
produce the word).   
 
Kendall, Rodriguez, Rosenbek, Conway, and Gonzalez 
Rothi (2006) describe a phonomotor approach to 
treatment of AOS that applies principles of motor 
learning and awareness of articulatory placement to 
train productions of individual phonemes.  They treated 
a person with mild Broca’s aphasia and AOS and noted 
improvement on production of isolated phonemes, but 
no generalization to the ability to repeat multisyllabic 
words or to measures of discourse production.  Kendall 
et al. (2008) used a phonological treatment to target 
anomia in 10 persons with aphasia but no significant 
apraxia of speech.  Similar to the present study, the 
treatment Kendall et al. (2008) used was multisensory, 
incorporating visual depictions of articulator placement 
with phonological and orthographic knowledge.  They 
found evidence of improvement in confrontation 
naming, as well as nonword repetition, phonologic 
production, and discourse production.  Neither of these 
studies incorporated a self-cueing element, as Kendall 
et al. (2006) were primarily targeting apraxia (and, 
therefore, assuming the phonological word form was 
available) and Kendall et al. (2008) were trying to 
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encourage naming via a phonological route rather than 
a whole-word route.   
 
Other studies have used self-cueing, but without the 
same degree of emphasis on multisensory training. 
Nickels (1992) attempted to re-teach a nonfluent PWA 
grapheme-phoneme correspondences (GPC) so that he 
could independently read aloud written output, 
however despite his ability to decode, blending the re-
learned phonemes from graphemes was a problem. 
Nickels adapted the experiment, applying TC’s GPC 
abilities to only the first letter of the written word, so 
that he could self-cue the rest of the word for spoken 
productions. The results showed success in using this 
first letter approach. Howard and Harding (1998) also 
investigated a PWA who displayed an understanding of 
GPC rules prior to the study. This participant was given 
a letter-board to self-cue oral elicitations from written 
stimuli. Subject S.D. was already able to point to the 
initial letter of the word that she was unable to 
produce, but she was unable to produce the phonemes 
for single letters. The most effective cues (among others 
tested) were initial letter in written form, closely 
followed by being allowed to choose the letter from the 
alphabet board. These studies demonstrated that at 
least some PWAs can use orthographic representations 
to cue spoken productions. Dede, Parris, and Waters 
(2003) aimed to design a treatment that would facilitate 
carryover of phonological cues. A nonfluent PWA, LN, 
was taught a self-cueing strategy based on partial 
access to written word forms and tactile cues. Progress 
was shown in treated items and minimal evidence of 
generalization to untreated items was present, though 
data pertaining to generalization was inconclusive.  
 
The treatment method used in the present study 
combines written cues to help a PWA retrieve 
phonology, with phonomotor training to facilitate 
proper placement of the articulators. This multi-modal 
approach to self-generating phonemic cues seems to be 
a novel way of approaching word-finding difficulties in 
people with aphasia. 
 
Conclusion 
The treatment method was feasible, as the participant 
was able to learn grapheme-to-articulatory 
correspondences to then self-cue naming of pictures. 
Significant gains were seen on the retrieval of treated 
items; however generalization of the self-cueing 
strategy did not occur. Future investigation is warranted 

with individuals displaying both aphasia and a more 
severe concomitant apraxia of speech.  
 
 
Correspondence concerning this article should be 
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Abstract 
This study examined the effects of combining silent reading with an audiobook format, using 
recorded live voice, in people with chronic aphasia. Reading comprehension, reading rate and 
reader self-perception were assessed under two conditions: (1) silent reading accompanied by 
audiobook format, and (2) silent reading alone. Findings showed no significant change in 
reading comprehension and reader self-perception under the silent reading accompanied by 
audiobook format. 
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Learning Objectives 
1) Describe the effects of an audiobook format involving recorded live voice on reading 
comprehension in comparison to silent reading for persons with aphasia. 
2) Describe the perceived effects of an audiobook format from the perspective of a select group of 
adults with aphasia. 
3) Discuss areas of future research for the use of audiobooks for persons with aphasia. 

 
 

People with aphasia (PWA) often demonstrate difficulties with reading as a result of 

brain damage. Findings of a recent study concluded that people with aphasia identify 
reading as both an important participation and personal goal, which supports the 
need to address reading difficulties in treatment (Worrall et al., 2011). At the 
University of Toledo, the DaZy Aphasia Centre operates using a life participation 
approach to group therapy in order to improve quality of life and daily living skills, 
including reading. 
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A book club was developed in order to fulfill this need 
and has been an integral aspect of group therapy 
experiences for PWA at the DaZy Aphasia Centre. The 
format of this book club typically consists of all group 
members reading a selected book over a sixteen week 
semester. Group therapy models incorporating a book 
club have reportedly led to successful outcomes in the 
areas of speech, language, and social skills (Triandafilou, 
2003). Furthermore, group participants at the DaZy 
Aphasia Centre have expressed that book club is a 
valued and enjoyable part of treatment. In an attempt 
to remain current with technology options for people 
with aphasia, two graduate student researchers 
investigated the benefits of using an audiobook format 
with DaZy Aphasia Centre members. 
 
Recent literature indicates that the use of audiobooks 
provides additional support to many individuals who 
struggle with reading (Hett, 2012; Wolfson, 2008). 
Within the field of speech-language pathology, current 
research in this area focuses on literacy intervention 
and the use of audiobooks in children with various 
reading impairments (Hett, 2012; Wolfson, 
2008). However, there is reason to believe that 
audiobooks can also provide benefits to other 
populations, such as adults with chronic aphasia. This is 
based on the finding that “lexical access seems to be 
more stable in the auditory modality than in the written 
modality,” (DeDe, 2012) further indicating that the 
auditory input provided by an audiobook format could 
enhance comprehension of written text.   
 
Research on the use of auditory support to supplement 
written text reading with PWA has been limited. Harvey, 
Hux, & Snell (2013) examined text-to-speech (TTS) 
effects on reading rate and comprehension of a woman 
with chronic mild aphasia and cognitive impairment. 
These researchers presented reading passages using 
synthesized voice as the TTS output while the 
participant read the passages silently. The participant 
also read comparable reading passages silently without 
accompanying speech. Results indicated faster reading 
rates for the text plus speech passages, but no 
difference in reading comprehension for the text plus 
speech compared with text only silent reading. 
Interestingly, the participant reported that she felt her 
reading comprehension was better in the text with 
speech condition than the text only condition.  

The lack of prosody in synthetic voices may be one 
reason for diminished effects of this type of speech to 
support silent reading for PWA. The use of live voice 
recordings, such as those often used in audiobooks, 
provide the advantage of natural prosody and may 
enhance the supportive value of accompanying speech 
during silent reading. The purpose of this study was to 
determine if access to recorded auditory input of a live 
voice with text (‘audiobook format’) improves reading 
comprehension, reading rate, and/or reader self-
perception in comparison to silent text reading alone, in 
people with aphasia. 
 
Methods 
Participants 
Five individuals with chronic aphasia (3 women and 2 
men) volunteered to participate in this study in 
response to a request for volunteers announced to 
members of the DaZy Aphasia Centre book club. All 
participants were native speakers of English, had at 
least a high school education, had sustained a left 
hemisphere cerebrovascular accident (CVA) resulting in 
aphasia, were at least 12 months post-stroke, and were 
medically stable according to client reports. 
          
Table 1. Summary of Participant Characteristics 

Participant Age Gender Type of Aphasia 
1 66 Female Mild Broca’s Aphasia 
2 82 Male Moderate Broca’s Aphasia 
3 65 Female Mild-Moderate Broca’s Aphasia 
4 48 Male Mild-Moderate Anomic Aphasia 
5 62 Female Mild Anomic Aphasia 

          

 
Participant 1 
Participant 1 is a 66-year-old female who sustained a 
CVA involving the left, middle cerebral artery in July 
2005.  Her performance on the Boston Diagnostic 
Aphasia Examination: 3rd Edition (BDAE-3) (Goodglass, 
Kaplan, & Barresi, 2001) indicates mild Broca’s aphasia 
and apraxia of speech. She worked as a licensed 
practical nurse prior to her CVA. Participant 1 reported 
that she often read articles, magazines, and newspapers 
prior to her stroke. Presently, she reads multiple pages 
of an article or a shorter chapter of a book at one 
sitting. She also has experience using an iPad and a 
Nook (i.e., electronic reader) for pleasure reading. 
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Participant 2 
Participant 2 is an 82-year-old male who sustained a left 
hemisphere CVA in November 2007 during a heart 
catheterization procedure. In 2010, he also sustained a 
left hemisphere subdural hematoma. His performance 
on the BDAE-3 (Goodglass, Kaplan, & Barresi, 2001) 
indicates a moderate Broca’s aphasia and apraxia of 
speech. Other significant medical history includes 
bilateral sensorineural hearing loss, tinnitus, heart 
problems, and a major aortic surgery in November 
2011. He was first fitted with hearing aids in May 2010. 
He obtained a bachelor’s degree and was a CEO of a 
trucking company prior to his CVA. Participant 2 
reported that he enjoyed reading and frequently read 
various materials prior to his stroke. Currently, he reads 
an entire article or chapter at one time. He also 
reported that he has experience using technology for 
pleasure reading, such as reading his email on an iPad. 
 
Participant 3 
Participant 3 is a 65-year-old female who sustained a 
CVA in the left, middle cerebral artery in May 2008. Her 
performance on the BDAE-3 (Goodglass, Kaplan, & 
Barresi, 2001) indicates mild-moderate Broca’s aphasia 
and apraxia of speech. Other significant medical history 
includes right-sided weakness. She obtained a Ph.D. in 
Education (Art History) and served as a middle school 
principal prior to her CVA. Participant 3 reported that 
she frequently read for both pleasure and for work prior 
to her stroke and that she enjoyed reading. She 
currently reads multiple pages or full chapters at a time 
for pleasure. Participant 3 has experience with reading 
technology, such as an iPad and Kindle (i.e., electronic 
reader). 
 
Participant 4 
Participant 4 is a 48-year-old male who sustained a left 
hemisphere CVA in January 2013. His performance on 
the Western Aphasia Battery-Revised (WAB-R) (Kertesz, 
2007) indicates a mild-moderate anomic aphasia. Other 
significant medical history includes hemiplegia. He 
obtained a bachelor’s degree in Criminal Justice and 
worked as a probation officer. Participant 4 reported 
that he enjoyed reading prior to his stroke and did so 
frequently. He expressed that he currently reads up to a 
single paragraph in one sitting. He has no previous 
experience with any reading technology. 

Participant 5 
Participant 5 is a 62-year-old female who sustained a 
left hemisphere CVA in March 2006. Her performance 
on the WAB-R (Kertesz, 2007) indicates a mild anomic 
aphasia. Other significant medical history includes right 
side hemiparesis. She currently utilizes a service dog for 
walking assistance. She has a high school diploma and 
attended college for three years in the field of 
education. She worked as a personal shopper and yoga 
instructor prior to her CVA. Participant 5 reported that 
she enjoyed reading prior to her stroke, read every day 
before going to bed, and visited the library often. 
Currently, she reads multiple chapters at a time.  She 
reported that she has experience with using an iPad to 
read the newspaper, which she enjoys because of the 
option to change the text size. 
 
Baseline Data 
Performance levels of participants on subtests from the 
Reading Comprehension Battery for Aphasia-2nd Edition 
(RCBA-2; LaPointe & Horner, 1998) are summarized in 
Table 2. 
 
All participants exhibited 90-100% accuracy on word-
level subtests. Comprehension of paragraph-level 
material proved to be more challenging for all 
participants, as indicated by accuracy ranging from 40-
100%. This is expected considering that the length of 
the paragraph-level subtests is most comparable to 
average reading materials that are encountered daily 
(e.g., newspaper, magazine, book, etc.). Four of the five 
participants (Participants 1, 3, 4, and 5) scored lowest 
on the morpho-syntax subtest. 
 
Stimulus Materials 
Procedures for selecting stimulus materials for this 
study were similar to those used by Harvey et al. (2013). 
Twenty-four reading passages were selected from the 
American Council on Education (ACE) practice tests 
(Cengage Learning, 2012). Reading grade level of the 
passages ranged from grade 6 through 12 (Readability 
Formulas, 2012). These 24 passages yielded 12 pairs of 
passages of comparable difficulty based on grade level. 
The individual passages were typed into separate word 
documents to be displayed on the Dell Inspiron laptop 
used during the study. Learning Ally recorded all 24 
passages into an audiobook format using a live male   
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Table 2. RCBA-2 Subtest Scores for the Five Participants 

Participant Word – Visual 
(WV) 

Word – 
Auditory (WA) 

Word – 
Semantic (WS) 

Paragraph – 
Picture (PP) 

Paragraph – 
Factual (PF) 

Paragraph – 
Inferential (PI) 

Morpho-
Syntax (MS) 

1 100% 100% 100% 80% 100% 90% 80% 
2 100% 100% 100% 40% 70% 60% 50% 
3 100% 100% 100% 70% 70% 70% 60% 
4 90% 100% 100% 70% 90% 90% 40% 
5 100% 100% 100% 90% 100% 100% 80% 

                   
 
 
voice. All of the recorded passages were presented 
using a laptop. There were also controls to adjust the 
rate and volume, which are described in more detail in 
the next section.  
 
Each of the 24 passages was accompanied by 5 
multiple-choice questions. The multiple-choice 
questions assessed several aspects of reading 
comprehension including comprehending the main 
idea, attending to details, understanding organizational 
structure, recognizing the author’s perspective, making 
inferences, and defining vocabulary (Harvey et al., 
2013). The multiple-choice comprehension questions 
for each passage were typed into a separate word 
document and printed as hard copies on 8.5 x 11 inch 
paper. Guidelines for producing aphasia-friendly text 
were followed in the preparation of all text materials. 
These included use of Verdana font, large font, and 1.5 
line spacing (Rose, Worrall, Hickson, & Hoffman, 2012).  
 
Procedure 
Participants were seen individually in therapy rooms in 
a University Clinic. The researchers expected to see 
each participant for six individual sessions within a six-
week period. However, due to absences and medical 
obligations, the structure of the study had to be altered. 
Each participant received one session per week for four 
weeks and two sessions per week during one week.  
 
Prior to exposure to the stimulus materials, each 
participant was provided an opportunity to select his or 
her preferred font size, loudness level, and rate of 
stimulus presentation. The researchers presented the 
sample text using a Learning Ally audiobook, which 
provides controls to vary font, loudness level, and 
speaker presentation rate. The sample text was 
presented at designated levels (i.e., 14 font; mid-level of 
the available loudness range and mid-level of the 
available speech rates). The participant was asked 

whether or not the level presented was the most 
comfortable level. If not, the font, loudness, and/or rate 
was increased or decreased until the participant 
indicated the most comfortable level had been reached. 
Each participant’s preferred font size, loudness level, 
and rate were then used for presentations of all 
stimulus materials.  
 
During each session, participants read four different 
passages and responded to comprehension questions 
about each passage. The order of the passages was 
randomized so that no two participants received the 
same combination in the same format (audio plus text 
or text only) in any given session. Passages were paired 
so that each participant received an audiobook format 
as well as a silent reading format of the same grade 
level during each of the six sessions. Two of the 
passages were presented as text on the computer 
screen and accompanied by a recorded live voice 
reading the passage. Two other passages corresponding 
in difficulty to those presented in the audio plus text 
format were presented on the computer screen without 
audio.  Participants were instructed to read each 
passage silently. In the text only condition, as the 
participant read silently, the researcher measured 
elapsed time to determine silent reading rate in words 
per minute (WPM). After each passage, the researcher 
read aloud the five multiple-choice questions and 
response choices while simultaneously showing them to 
the participant on a printed hard copy. The participant 
identified his/her answer and the researcher recorded 
all responses.  
 
During the initial and final sessions, The Reader Self-
Perception Survey for Persons with Aphasia (RSSPWA) 
(Sparks, Fries, & Ellis, 2014) was administered to each 
participant.  The RSSPWA (Sparks, Fries, & Ellis, 2014) is 
a 33-item questionnaire with a 5-point Likert response 
scale, ranging from 1 Strongly Agree to 5 Strongly 
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Disagree. The RSSPWA (Sparks, Fries, & Ellis, 2014) 
contains the following five subscales that measure how 
PWA perceive themselves as readers: general 
perception (e.g., I think I am a good reader), progress 
(e.g., I am getting better at reading), observational 
comparison (e.g., I read better than other group 
members), social feedback (e.g., My clinician thinks I am 
a good reader), and physiological states (e.g., I feel good 
inside when I read). Preliminary research supports the 
reliability of this survey, as indicated by Cronbach 
alphas ranging from .81 to .96 for the subscales. 
 
At the end of the study, the researchers conducted a 
follow-up interview with each participant. This allowed 
the participants to openly express their opinions about 
the study and their experience. The researchers asked a 
variety of questions about reading as well as the 
audiobook format. These questions were adapted from 
a study that examined reading practices of people with 
chronic aphasia (Keelor, Griffith, & Dietz, 2013). 
 
Results 
The reading comprehension accuracy scores of the 
participants are provided in Table 3. These scores 
ranged from 15 to 36 correct out of 60 (M =26.6; SD = 
7.70) for the silent reading condition and from 21 to 38 
correct out of 60 (M =29.2; SD = 7.79) for the audiobook 
format. Dependent t-test analysis indicated no 
significant difference between the comprehension 
accuracy scores of participants for the two conditions (t 
= 1.12; p = 0.32). 
 
          
Table 3. Comprehension Accuracy Scores of the Five Participants 

Participant Silent Reading Score 
Mean (SD) 

Audio Passage Score 
Mean (SD) 

1 36 (1.41) 38 (1.50) 
2 15 (1.05) 21 (1.38) 
3 30 (1.83) 34 (1.86) 
4 27 (1.76) 21 (0.84) 
5 25 (1.17) 32 (0.82) 

          

 
Table 4 displays the silent reading rates and the audio 
passage presentation rates for the five participants. 
Habitual silent reading rates ranged from 68.22 to 
197.97 WPM (M = 137.81; SD = 56.17). As can be seen, 
all participants chose approximately the same 
presentation rate for the audiobook format passages 
(around 133 WPM).

 
          
Table 4. Silent Reading Rates and Audio Passage Presentation 
Rates for the Five Participants 

Participant Silent Reading Rate 
(Mean [SD] WPM) 

Audio Passage Rate 
(Mean [SD] WPM) 

1 148.94 (14.80) 133.37 (15.44) 
2 197.97 (54.47) 132.80 (10.23) 
3 91.70 (16.52)  133.03 (15.77) 
4 181.23 (29.78) 131.22 (10.31) 
5 68.22 (24.30) 134.36 (15.52) 

          

 
While the average audio presentation rate was slower 
than the average silent reading rates for three 
participants (Participants 1, 2, and 4) and faster than 
the average silent reading rates for two participants 
(Participants 3 and 5), a dependent t test analysis 
indicated no significant differences between silent 
reading and audiobook format presentation rates for 
participants as a group (t = -0.59; p = 0.56). 
 
Table 5 provides the subscale and total scores of the 
participants on the RSSPWA (Sparks, Fries, & Ellis, 2014) 
immediately before and after their participation in the 
study. There were no significant differences in the 
responses of the participants on the two occasions, 
suggesting that their overall perceptions of themselves 
as readers did not change. 
 
          
Table 5. Mean Scale and Total Scores on the RSSPWA  

Scale Pre 
Mean (SD) 

Post 
Mean (SD) 

t value p value 

General 
Perception 
 

2.2 (0.00) 2.6 (0.00) 1.63 0.18 

Progress 
 

3.09 (0.14) 3.03 (0.57) -0.62 0.57 

Observational 
Comparison 
 

3.3 (0.43) 3.1 (0.52) -0.82 0.45 

Social 
Feedback 
 

2.28 (0.71) 2.4 (1.3) -0.68 0.53 

Physiological 
States 
 

2.98 (0.71) 2.9 (0.99) 0.95 0.40 

Total 2.77 (0.4) 2.81(0.44) 0.34 0.75 
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Table 6.  Post-Study Interview Responses of the Five Participants 

Participant  1 2 3 4 5 

Did the audiobook format affect your reading? Yes No Yes Yes Undecided  

How did it affect your reading? Improved 
comprehension 

N/A Improved 
Comprehension 

Improved 
Comprehension 

N/A 

Would you use an audiobook in the future? Yes No Yes Yes Undecided 

Would an audiobook be helpful for people with 
aphasia? 

Yes Yes Yes Yes Yes 

Would a book club be more enjoyable with an 
audiobook? 

Yes No Yes Yes no 

Did you prefer the audiobook format or silent reading? Audiobook Silent Audiobook Audiobook Silent 

                   

 
 
Table 6 provides a summary of each participant’s 
responses during an interview about their preferences 
and opinions related to the audiobook format. 
 
Three of the participants (Participants 1, 3, and 4) 
reported a preference for the audiobook format. These 
same participants (Participants 1, 3, and 4) stated that 
they felt the audiobook format affected their reading 
(improving their ability to comprehend) and that they 
would consider using audiobooks in the future. All 
participants were in agreement that audiobooks would 
be helpful for other people with aphasia. 
 
Discussion 
The major finding of this study was that the audiobook 
format using a recorded natural human voice did not 
positively or negatively affect participants’ reading 
comprehension accuracy when compared to their 
reading comprehension accuracy for silent reading. This 
finding is similar to the result reported by Harvey et al. 
(2013) in their study of the effect of text-to-speech 
(TTS) on the reading comprehension of a woman with 
chronic aphasia and cognitive impairment. In this case, 
comprehension was the same for silent reading and TTS 
conditions, regardless of whether the TTS audio 
presentation rate was approximately the same or 
significantly faster than this woman’s silent reading 
rate.  
 
Considering the small number of participants involved 
in the current study and the Harvey et al. (2013) study, 
only preliminary conclusions about the impact of 
auditory supplementation of silent reading are possible 

at this time. Based on available research, it appears that 
audio supplementation of silent reading, whether 
provided through digitized speech or natural human 
voice, offers little if any assistance in improving reading 
comprehension of people with chronic aphasia. This 
appears to be true even when participants choose the 
rate of presentation of the audiobook format 
themselves. Moreover, given the absence of any 
significant effect of the audiobook format on 
comprehension accuracy for passages read, it is perhaps 
not surprising that participants in this study 
experienced little change in their self-perceptions of 
their overall reading abilities on the RSSPWA (Sparks, 
Fries, & Ellis, 2014).  
 
The absence of any significant improvement in reading 
comprehension for participants in this study using an 
audiobook format warrants further consideration. One 
possible explanation for the limited effect of the 
audiobook format may be that the presentation rates 
selected by the participants were not optimal. Perhaps 
slower rates, rates even slower than their already slow 
habitual reading rates, may have been more facilitative 
than the rates participants chose. 
 
The fact that each participant separately selected the 
same rate of presentation for the audiobook format 
merits further attention. The selected rate of 
approximately 133 WPM is slower than the 
recommended 150-160 WPM rate of presentation of 
audiobooks for the general population (Williams, 1998). 
This uniform preference could provide insight about 
how PWA recognize their need for a slower rate of 
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presentation. It is a common practice to speak at a 
slower rate when communicating with PWA. The 
researchers of the current study have further observed 
this recognition of a slower rate being more facilitative 
for PWA in the group therapy setting. During activities 
that require oral reading, clients with aphasia have 
often requested that other clients or clinicians slow 
their rate of speech. Therefore, providing PWA the 
freedom to manipulate the rate of presentation to meet 
their individual needs is an important consideration for 
further study. 
 
It is also possible that the method used in this study for 
slowing the rate of the audiobook passages was not 
optimal. Rather than an “across-the-board” slowing of 
speech rate, which was the method used to reduce rate 
in the passages of this study, other methods of slowing 
rate may have a greater impact. For example, a more 
effective strategy for reducing rate might involve 
including longer pauses between key words, phrases, or 
sentences to highlight their salience (Harvey et al., 
2013; Aarons, 1994), or a combination of methods, such 
as general slowing of speech rate and more deliberate 
use of pauses. 
 
One participant (Participant 5) mentioned in the post-
study interview that she would have preferred the 
option of controlling the rates on a session-to-session 
basis. She explained to the researcher that some days 
she was content with her selected rate, while on other 
days she would have preferred a slower rate. Due to the 
nature of each individual’s brain injury as well as other 
factors (e.g., fatigue, personal stress); PWA may 
perform inconsistently across sessions. More flexibility 
in the research design of the audiobook format 
regarding rate of presentation could possibly lead to 
improved accuracy. 
 
Still another possibility is that the researchers may not 
have used the optimal audiobook format. Technology is 
available to create audiobooks that highlight for the 
reader the words being spoken as they are spoken. The 
audiobook format in the present study required the 
participants to scroll the text on the computer as they 
listened along to the recorded voice. Although 
participants were instructed to read the passages 
silently while listening to the speaker’s voice, there is no 
direct evidence that they did so or did so consistently. 
Perhaps the addition of highlighted text timed to occur 
simultaneously with the speaker’s voice would facilitate 

silent reading and greater comprehension accuracy.  
 
The present study controlled somewhat for the possible 
influence of characteristics of the text as a confounding 
factor by incorporating various aphasia-friendly 
adaptations (larger print, Verdana font, increased white 
space in reading passages). Further investigation of 
additional aphasia-friendly variables and their influence 
on comprehension may be helpful. For example, picture 
support is a widely recognized method to supplement 
comprehension for PWA (Dietz, Ball, & Griffith, 2011) 
and it is used in common reading materials for adults 
(e.g., newspapers, magazines). Perhaps the inclusion of 
“real” pictures (Dietz et al., 2011) that correspond to 
the audiobook passages would be beneficial to 
investigate. 
 
In addition to the small number of participants, which 
limits generalization of the study’s findings, a limitation 
of this investigation was that the original design needed 
to be altered somewhat during the study to 
accommodate absences and medical obligations. 
Another possible limitation of the study was the 
amount of time participants were exposed to the two 
conditions. The current study was designed to include a 
total of six sessions in an effort to emulate 
the experimental conditions used by Harvey et al. 
(2013) to make comparisons between the results of the 
two studies. It is possible, of course that a longer period 
of exposure to the audiobook format would result in 
different outcomes for reading comprehension. 
 
Different results for reading comprehension may also 
result if other methods of measuring reading 
comprehension are used. In the present study, the 
researchers chose to use multiple-choice questions to 
assess reading comprehension. Research literature 
regarding assessment of reading comprehension 
discusses alternative measurement procedures that 
may be beneficial for monitoring reading performance. 
Fuchs and Fuchs (1992) explored the following 
alternative measures: recall procedures, cloze 
techniques, and maze procedures. Perhaps one or more 
of these would be useful in future research for assessing 
reading comprehension in PWA. 
 
The interview revealed that three participants 
(Participants 1, 3, and 4) felt that their understanding 
was better under the audiobook format. They also 
expressed that they preferred the audiobook format 
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compared to silent reading and that they could see 
themselves using it in the future. Their perception of 
increased comprehension may explain their preference 
for the audiobook format. Their perceptions, however, 
do not correspond with their reading comprehension 
accuracy. As previously noted, Harvey et al. (2013) 
reported a similar finding for their participant.  
 
When asked to justify their preference for the 
audiobook format, many participants provided insight 
about what was advantageous when compared to silent 
reading. Participant 1 explained that she could 
occasionally understand words better, which would 
presumably lead to the perception of increased 
comprehension. Participant 3 expressed that the 
audiobook format was easier for her in that she would 
be content in listening to a passage once, whereas in 
silent reading she would need to reread multiple times 
to facilitate comprehension of the material. Participant 
4 mentioned that he preferred the audiobook because 
the passage was “jumbled” when he had to read it on 
his own. Although there was no statistical difference 
between the two conditions, these comments are 
valuable when considering using audiobooks for PWA. 
 
Interestingly, there was an agreement across 
participants that audiobooks would be beneficial for 
PWA. Although all participants felt that audiobooks 
would be helpful for the population as a whole, it was 
not unanimously preferred over silent reading. Two 
participants (Participants 2 and 5) appeared to 
recognize the potential benefits to using an audiobook, 
but did not feel strongly enough to want to use it for 
themselves.   
 
Further research is warranted to better understand the 
impact of an audiobook format on the reading 
performance of PWA. In addition to focusing on the 
different variables identified above that may enhance 
the effects of audio supplementation for reading 
comprehension, further studies should examine the 
factors that lead some PWA to prefer the audiobook 
format and others to prefer silent reading.  
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The Power of Poetry:  
Poetry as a Clinical Tool in Aphasia Treatment 

 
Sandra Whiting, Heather Coles, Lisa Durant-Jones, & Nancy Jo Gambacurta 

 
Abstract 
Poetry has been recognized as an effective treatment modality for a variety of populations, 
specifically individuals who have experienced personal, traumatic, and/or life-altering events.  
Although poetry is utilized as a part of healing and rehabilitation, it has not been widely recognized 
as a tool to facilitate improved communication in individuals living with aphasia.  This article will 
provide an overview of the use of poetry in aphasia therapy and the resulting improvements in 
language function.  The importance of Quality of Life (QoL) and individual goal planning for the 
person with aphasia (PWA) will be outlined, with the emphasis on the therapeutic benefits of poetry 
in aphasia treatment.  One person’s success story with dramatically improved communication and 
fluency, following the integration of poetry into aphasia therapy will be highlighted. 
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Aphasia Friendly Article 
 

           

 
Learning Objectives 
1) Describe how poetry is beneficial to individuals with left hemisphere lesions 
2) Identify individuals with aphasia for whom poetry therapy might be effective 
3) Describe the use of poetry as a way of treating expressive communication difficulties after stroke and 
aphasia 

 
Gray Catbird 

I know which birds are compassionate 
And most merciful and tender. 

I know which birds will adopt a chick 
And become its arduous defender. 

 
They will feed it, and they will rear it, 
And they will protect it from its foes. 
Gray catbirds are the Cat’s Meow, 

And that’s the way it goes. 
 

(Nancy Jo Gambacurta, poet and person with aphasia; 2014)
Review of the Literature Aphasia and Poetry  
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Aphasia is defined as an acquired neurogenic 
communication disorder with impairments across all 
modalities including listening, speaking, reading, and 
writing (Cruice, Worrall, & Hickson, 2010). Acquired 
aphasia can result from a variety of neurological 
diseases or disorders including stroke, traumatic brain 
injury, dementia, and brain tumors (National Institute of 
Neurological Disorders and Stroke, 2014).  Injuries to 
the left side of the brain have a significant impact on 
speech and language functions, including word-finding 
abilities and syntax (Tyler, Wright, Randall, Marslen-
Wilson, & Stamatakis, 2010; Hedge, 1998). Increased 
neuronal activity in the right hemisphere can be 
precipitated by damage in the left.  This increase in right 
hemisphere stimulation may result in improved 
language function (Tyler et al, 2010).   
 
Poetry integrates functions of the left and right 
hemispheres of the brain (Whitaker, 1987).  Williams 
(1986) believes that metaphoric and analogic speech is 
located in the right side of the brain.  Whitaker (1987) 
argues that poetry speaks to the emotional and imagery 
aspects of language as it relates to linguistic functions 
found in the left hemisphere.  Patients with large left-
hemisphere lesions may only be able to recover 
language through activation of the right hemisphere 
(Schlaug, Marchina, & Norton, 2009).   
 
Direct and indirect language therapy techniques can be 
effective at enhancing impaired communicative abilities 
in persons with aphasia (PWA) (DeRuyter, Fromm, 
Holland, & Stein, 2008).  Melodic Intonation Therapy 
(MIT) is a direct treatment approach that pairs words 
and phrases with a melody (Conklyn, Novak, Boissy, 
Bethoux, & Chemalib, 2012).  Poetry incorporates 
similar melodic and prosodic features of stress, 
intonation, rhythm and meter (Kane, 2004). However, 
poetry has yet to be fully explored in relation to speech-
language therapy for PWA (Shafi & Carozza, 2011). 
 
Can poetry, a form of written and oral expression with 
melodic components, result in increased verbal fluency 
and improved communication? This author proposes it 
does.  Thorough examination of the literature and 
personal experience related to the use of poetry in 
aphasia therapy provide significant evidence that poetry 
may be an effective tool to enhance communication in 
PWA.    
Quality of Life  

Quality of Life (QoL) is one of the more important 
aspects examined when targeting therapy in PWA. 
Many definitions exist for the term QoL, but according 
to the World Health Organization (WHO, 1997), QoL is 
defined as: 

 
Individuals’ perception of their position in life in 
the context of the culture and value systems in 
which they live and in relation to their goals, 
expectations, standards and concerns. It is a 
broad ranging concept affected in a complex 
way by the person's physical health, 
psychological state, level of independence, 
social relationships, personal beliefs and their 
relationship to salient features of their 
environment (p. 1).      

 
QoL includes a wide range of factors, such as activities 
of participation, verbal communication, social 
interactions, a positive personal outlook, and 
independence, among others (Cruice, Hill, Worrall, & 
Hickson, 2010).   
 
In a study conducted by Corsten, Konradi, Schimpf, 
Hardering & Keilmann (2014), personal identity was a 
large indicator of enhanced QoL.  Biographic narration 
was one treatment method used to increase self-
identity in PWA. Personal narratives provide 
opportunities for PWA to narrate their experiences 
while improving perception of self, sense of 
competence, and social participation (Corsten et al., 
2014). Similar to biographic narration, poetry is an 
established technique used by practitioners to facilitate 
self-expression and identity (Rhodes, 2011; Kloser, 
2013).   
 
Poetry has also been used to explore and alleviate 
negative feelings accompanied with a sudden loss 
(Bracegirdle, 2011).  Feelings of loss and depression are 
commonly observed in PWA (Cruice et al., 2010).  It is 
plausible that poetry can decrease feelings of loss and 
increase feelings of accomplishments for PWA, leading 
to a greater QoL.  
 
Individualized Goal Planning 
The International Classification of Functioning (ICF) is a 
model which focuses on the person in entirety, not 
simply their clinical diagnosis (WHO, 2002). The ICF 
states that medical and social aspects of an individual’s 
disability should both be considered when evaluating 
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treatment methods and outcomes (WHO, 2002).  
Measurements of functional outcomes are required for 
implementation and ongoing aphasia therapy.  To 
illustrate these functional gains, it is critical that 
clinicians use the ICF framework when developing 
assessment and treatment plans for PWA.  
 
Poetry as a part of the treatment process has been used 
to target functional skills, leading to improvements in 
social connection, social skills, and communication with 
others (Morrison, 1987).  Worrall et al. (2011) examined 
the most desirable life goals for PWA.  Their research 
indicated participants were motivated to return to their 
pre-injury life, communicate with others, and garner 
respect from family members and peers. Specifically, 
one participant commented, “It was really important 
that other people know that I wasn’t stupid and that I 
was the same person that I was before” (Worrall et al., 
2011, p. 315).  Poetry incorporated into aphasia therapy 
may help achieve these goals.      
 
Pertinent Literature 
Poetry leading to speech improvement for nonfluent 
individuals has been documented in a study by Wilfong 
(2008).  The author concluded that students in an 
academic setting made positive improvements in oral 
reading and fluency as a result of choral reading and 
poetry recitation.  In commenting about the benefits of 
poetry, study participants stated “It helps me with 
fluency”, “It helped me understand more words”, and 
“It helped with my reading.”  Families of the student 
participants and trained volunteers also noticed a 
positive change, stating that poetry contributed to an 
improvement in confidence, accuracy of oral reading, 
attitude, family involvement, and motivation (Wilfong, 
2008).   
 
The benefits of poetry are also documented in a case 
study specific to PWA.  Pinhasi-Vittorio (2008) described 
Ned, a man diagnosed with receptive and expressive 
aphasia.  Prior to incorporation of poetry into the 
therapy session, Ned expressed feelings of loss and 
incompetence.  He stated, “Before the injury, before, I 
could have been a doctor if I wanted and now [5 second 
pause], now, I’m nothing” (p. 290).  Ned stated that by 
writing poetry his thoughts, organization, self-value, 
and communication improved. Writing poetry altered 
Ned’s negative self-perception and focused his 
attention towards his strengths and successes (Pinhasi-
Vittorio, 2008).   

 
Similar findings were noted specific to one PWA at the 
Nazareth College Brain Injury Clinic (BIC) in Rochester, 
NY.  The success story of this woman post-poetry 
integration is outlined below. 
 
Case Study:  
The Nazareth College BIC provides therapy to PWA and 
supports graduate students in their learning.  Nancy Jo 
is one client who participated in this program.  Nancy Jo 
was initially diagnosed with Broca’s aphasia in April, 
2012 with verbal output characterized by a slow rate of 
speech, frequent pauses and repetitions, and moderate 
word-finding difficulties during spontaneous 
conversation.  Quantitative and qualitative information 
regarding Nancy Jo’s hesitations, Index of Lexical 
Efficiency (ILE), and Mean Length of Utterance (MLU) 
are presented in Tables 1A – 1C of the Appendix. 
 
Prior to Nancy Jo’s brain tumor resection in March of 
2012, she often wrote poetry, rhythmic verse, and short 
stories with a sophisticated use of vocabulary.  For 
many months following surgery, Nancy Jo did not 
engage in any activities related to poetry.  During the 
summer of 2013, Nancy Jo was discouraged with her 
compromised poetry writing abilities.  She was also 
frustrated by the lack of fluency in her spontaneous 
speech. To target these abilities, group therapy at the 
Nazareth College BIC focused on sharing information 
and opinions related to current events. The group also 
produced an educational brochure on the topic of 
concussion.  These activities incorporated oral reading, 
written and verbal formulation tasks.   Nancy Jo 
specifically employed the spontaneous use of re-stating 
a verbal utterance during moments of hesitation and 
word retrieval breakdowns.  This strategy proved to be 
most beneficial for her verbal output. The inclusion of 
poetry recitation and poetry writing were also 
incorporated into therapy.  One goal during the weekly 
therapy sessions included poem creation related to a 
mutually agreed upon theme.  At the conclusion of the 
term, these poems were compiled into a book and 
displayed in the clinic waiting room.  
 
Following each weekly therapy session, Nancy Jo and 
her student clinician shared poems and discussed the 
successes and challenges of writing poetry.  She spoke 
about living with aphasia, individual goals for the future, 
feelings of progress, and strategies to enhance word-
finding abilities in a meaningful way.  It was suggested 
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that Nancy Jo compile a list of attributes, actions, 
places, and any other defining characteristics or 
features that could relate to the chosen topic.  This 
strategy was used during poetry writing and targeted 
generative naming tasks in a non-traditional way.  
Nancy Jo also practiced poem recitation from memory.  
This resulted in improved fluency of her verbal output.   
 
One significant measurable outcome of this approach 
was Nancy Jo’s ability to recite three poems with 100% 
accuracy, compared with less than 50% accuracy at the 
beginning of the semester.   She memorized all three 
poems and was able to accurately recite them eight 
months later without ongoing practice. Nancy Jo credits 
her improved speech fluency to her dedication of 
memorization of multiple poems.   Poetry recitation and 
writing was initiated as an activity that combined 
mutual interests, and resulted in significant 
improvements in verbal fluency, self-confidence, and 
QoL. 
 
Below is a poem written by Nancy Jo.  This poem was 
specifically chosen, as Nancy Jo expressed Cedar 
Waxwing was her “breakthrough moment.”  Nancy Jo 
stated she found her “old humor” in this piece and was 
outwardly pleased with her ability to create a poem of 
this quality post-injury.   
 

Cedar Waxwing 
 

The cedar waxwing has a yen 
For berries of all kinds, 

For linden berries and chokeberries 
And others that he finds. 

 
There is only one dilemma 

That the waxwings have to face. 
When the fruit ends up fermented 

The birds just lose their place. 
 

In other words they get too tipsy 
For their own well-being. 

They lose their equilibrium and 
It’s double that they’re seeing. 

 

They have to sit and sober up 
And does it beg to query, 

“Do waxwings get bad hangovers?” 
Or is it just a theory? 

 
Results: 
After poetry was incorporated into traditional aphasia 
therapy, Nancy Jo made significant improvements in her 
overall fluency and verbal formulation.  Anecdotally, 
supervising faculty, student clinicians, Nancy Jo’s 
husband, and fellow group members observed 
noticeable improvements in her self-confidence and 
verbal communication with others.  During weekly 
group therapy sessions, Nancy Jo offered topic 
suggestions for her therapy group, and hesitations and 
interjections were reduced by more than half over the 
course of twelve weeks. Data relative to Nancy Jo’s pre 
and post scores with word finding abilities are reported 
in Table 2.1 of the Appendix. 
 
At the conclusion of the semester, Nancy Jo shared her 
personal experiences with aphasia at a support group 
meeting for PWA.  This achievement inspired others and 
was indicative of Nancy Jo’s confidence and 
appreciation for improved language function.  Four 
months following the academic semester, this writer 
contacted Nancy Jo to inquire about her expressive 
language and thoughts on poetry.  Nancy Jo stated that 
she continued to experience an increase in confidence 
and QoL, which she directly attributed to her prolonged 
use of poetry.  The poetry facilitated verbal expression 
and allowed Nancy Jo to use proper intonation and 
rhythmic patterns, which generalized to conversational 
speech.  Specifically, she commented that the rhythm 
and meter of the poetry aided in her improved fluency, 
as if she was “singing songs with no music.” Nancy Jo’s 
experience with musicality and language corresponds 
with current research in relation to MIT and improved 
communication (Conklyn et al., 2012; Schlaug et al., 
2009).  Nancy Jo further described a form of 
metaphysical transformation, as she said, “I could feel 
the neurons re-connecting when I demanded a lot of 
my brain.”   
 
Recently, Nancy Jo spoke at a college class for students 
learning about aphasia and answered over an hour’s 
worth of spontaneous questions.  She is also working on 
memorizing a poem written prior to her stroke and 
diagnosis of aphasia, Black Bellied Plovers.  As a result of 
her improved communicative abilities, Nancy Jo intends 
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to continue memorization and recitation of her poetry.  
Nancy Jo is eager to explore her brain’s capabilities to 
improve and build neuronal connections.   
 
Through her participation in pre-morbid leisure 
activities, including involvement in book clubs, going 
out to dinner with friends, and vacationing with her 
husband, Nancy Jo is regaining a part of her previous 
identity that directly improves her QoL.  Nancy Jo’s 
expression of increased happiness coincides with the 
existing literature related to self-identity as a 
determinant of improved QoL (Corsten et al., 2014).   
 
Concluding Remarks: 
Poetry, as an adjunct treatment modality within aphasia 
therapy, has not been widely examined.  Although not 
commonly utilized, poetry can be beneficial for clients 
with aphasia.  Poetry has the capability to increase self-
confidence and language functioning in PWA (Pinhasi-
Vittorio, 2008).  Poetry can also be used as a tool to 
strengthen and create new neuropathways or as a way 
to express the struggles and challenges individuals 
experience on a daily basis (Roy, Casanova, & Jerath, 
2004; Saunders, 1997). Much of the research 
surrounding poetry as a therapeutic tool focuses on 
writing and reading about feelings, internal attitudes, or 
struggles.  Nancy Jo’s case provides a unique example of 
the positive, therapeutic effects poetry can provide in 
relation to verbal output.  Although Nancy Jo created 
her poems, reading poetry aloud by another author can 
be just as beneficial (Wilfong, 2008).  Based on this case 
example, along with support from existing literature, 
reading poetry can enhance social communication, 
target expressive language, improve fluency, increase 
self-perception, and ultimately lead to a greater QoL 
(Pinhasi-Vittorio, 2008; Wilfong, 2008; Morrison, 1987). 
 
Based upon this preliminary data, future directions 
should include the examination of poetry writing, 
reading, and recitation within the context of therapy 
approaches for PWA.  It is evident in the case of Nancy 
Jo that the use of poetry can make positive impacts on 
communication, confidence, and overall QoL.  Nancy 
Jo’s experience with poetry demonstrates the powerful 
impact poetry can have when integrated with aphasia 
treatment. 

Correspondence concerning this article should be 
addressed to: 

Sandra Whiting  
Email: Sandra.whitin2@yahoo.com 
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APPENDIX 
Therapeutic Data 

 
Table 1A. Hesitations per utterance 

Date Hesitation Per Utterance 

December, 2012 6 

March, 2014 1 

 
Qualitative analysis:  
Nancy Jo’s hesitations per utterance significantly decreased from December, 2012 to March, 2014.  Although hesitations were 
lowered, in March of 2014 Nancy Jo continued to exhibit difficulties with word retrieval and fluency, specifically when listing items 
and changing topics.   
 
On December 4, 2014, Nancy Jo delivered a one-hour lecture about the nine elements of poetry to individuals with aphasia and 
student clinicians.  The transition from conversation to the beginning of her lecture was seamless.  Nancy Jo did not require cues 
from the student clinician during the presentation. During the prior semester, cueing re-starts were necessary throughout Nancy Jo’s 
verbal commentary.  Nancy Jo’s confidence, fluency, and word-retrieval abilities greatly improved since the onset of her aphasia, 
which demonstrated continual improvement in her verbal output.   

 
 
Table 1B. Index of Lexical Efficiency (ILE) * 2.4 – 4.2 is considered Within Normal Limits (WNL) 

Date ILE 

12/2012 1.4 

3/14/14 3.6 

12/4/14 2.68 

 
In March of 2014, Nancy Jo presented with an Index of Grammatical Structures that was WNL, void of any errors of tense or 
syntactical errors.  Her ILE greatly improved since initial evaluation, and Nancy Jo’s most recent ILE indicated improved efficiency of 
verbal output.  

 
 
Table 1C. Mean Length of Utterance (MLU) 

Date MLU 

December, 2012 5 

March, 2014 15 

 
Qualitative:  On December 4, 2014, Nancy Jo’s longest utterance consisted of 18 words with 3 hesitations.  She was able to 
formulate and fluently articulate a 13 word sentence with proper inflection (“I used to live on coffee when I was in the restaurant 
business”) in three seconds with no hesitations. 

 
 
Table 2.1: Nancy Jo Pre and Post therapy scores 
Objective: Production of target word during word retrieval difficulties 

Condition Scores 

Pre-treatment (1/30/14): 65% word retrieval (when provided with mild verbal cues) 
Post-treatment (3/24/14): 100% word retrieval (when provided with minimal to no verbal cues) 
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Being Mindful While Counseling Clients with 
Aphasia and Their Families 

 
Emily Heller, Leslie Janezic, Celeste Lashley, Jeannine Abel,  

Kristy Lego, Scott Palasik, & Jan Lorman 
 
Abstract 
Part of being a skilled Speech-Language Pathologist (SLP) is treating clients with aphasia and 
knowing how to counsel these clients, and families, through many challenges. With the 
increased popularity in mindfulness activities and acceptance based psychotherapy, there are 
many ways we can help clients and families become connected to the present moment in 
order to lead to acceptance and greater personal growth. The following manuscript will focus 
on a variety of mindfulness based activities and counseling techniques that are, and can be, 
applied to clients with aphasia, along with how speech-language pathologists can work inter-
professionally to better service this population. 
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Dealing with communication disorders such as aphasia 

can be challenging for not only the individual with the 
disorder, but their families, friends, and professionals 
involved in their care. Speech language pathologists 
who work with this population may or may not be 
aware of mindfulness strategies that can be beneficial 
to everyone involved. There are some variations in the 
definition of mindfulness, however, all definitions 
center around a receptive, nonjudgmental attitude and 
an individual’s awareness and connection to the 
present moment (Felder, Dimidjian, & Segal, 2012; 
Abbott et al., 2014; Palasik & Hannan, 2013).  
 
Mindfulness studies have demonstrated positive results 
when treating individuals who suffer from mood 
disorders, attention deficits, negative behavior, anxiety, 
depression, and stress (Birnie, Carlson, & Garland, 2005; 
Carlson & Garland, 2005; Waelde, Thompson, & 
Gallagher-Thompson 2004; Johansson, Bjuhr, & 
Rönnbäck, 2012). Utilizing mindfulness strategies can 
also be beneficial for clinicians to prevent professional 
burnout and compassion fatigue when working with 
individuals with communication disorders.  
 
Caregivers can also be susceptible to burnout and the 
challenges that come with caring for a loved one. Due 
to a lack of professional and community awareness, 
caregivers are not cognizant of available services to help 
ease the burden of caring for an individual with a 
communication disorder. A multidisciplinary approach 
can be used to provide clinicians and caregivers with 
necessary resources to help prevent compassion fatigue 
and burnout. Mindfulness provides a promising 
treatment strategy for clients with communication 
disorders. Treatments including mindfulness-based 
cognitive therapy program, yoga, mindfulness 
meditation, and mindfulness-based stress reduction, 
have demonstrated positive results when treating 
ailments with attributes consistent with aphasia (Birnie, 
Carlson, & Garland, 2005; Carlson & Garland, 2005; 
Waelde, Thompson, & Gallagher-Thompson 2004; 
Johansson, Bjuhr, & Rönnbäck, 2012). As technology 
advances and people begin to live longer lives, it is 
possible that communication disorders such as aphasia 
may be on the rise. Additional research for treating and 
counseling persons with aphasia (PWA) is needed to 
develop new treatment strategies.  
 

Research studies examining the efficacy of mindfulness 
practices to improve cognitive function have 
demonstrated promising results, such as increased 
executive functioning and working memory capacity 
(Chiesa, Calati & Serretti, 2011). The emotional toll on a 
SLP resulting from their involvement in the treatment of 
PWA can be lessened through a variety of mindfulness 
and coping activities. In a field dedicated to the 
physical, mental, and emotional well-being of others, 
those giving the care are at risk for compassion fatigue 
or burnout. 
 
Burnout in Speech-Language Pathology 
Burnout has been extensively examined in the 
healthcare industry; however, there still is not a well-
accepted definition. Although a concrete definition of 
burnout has not been established many describe it 
similarly. According to Guntupalli, Wachtel, Mallampalli, 
and Surani (2014), professional burnout is described as 
emotional exhaustion, reduced personal 
accomplishments, and depersonalization that occurs 
with individuals who work with others. Kearney, 
Weininger, Vachon, Harrison, and Mount (2009) viewed 
burnout similarly, including in their 
description/definition emotional exhaustion, pessimistic 
feelings, a sense of incompetence, and lack of personal 
achievement.  
 
According to Maslach and Leiter (2008), professional 
burnout exists on a continuum with three dimensions: 
exhaustion, cynicism, and inefficacy. These authors 
developed the Maslach Burnout Inventory (MBI) to 
assess the three dimensions of burnout. This 
assessment has various forms that have been adapted 
for different professions including teachers, healthcare 
professionals, and a general survey for other 
occupations. Currently, there are no adapted forms for 
speech-language pathologists. Although there currently 
is not an occupation survey for speech-language 
pathologists, due to the rehabilitative nature their work, 
they are at high risk for burnout.  
 
Burnout is a process, not a single event, which occurs 
when people and their work environments are 
mismatched. Rossi, Perrewe, and Sauter (2006) 
compiled examples of how mismatches can occur in the 
workplace. The professional can have an overloaded 
work schedule with too little time and too few 
resources to get their job done. They could experience a 
lack of control as a result of cost-cutting measures that 
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are deemed more important than client needs. The fast-
paced work environment can destroy a sense of 
community among coworkers. Burnout may also occur 
when evaluations, promotions, and benefits are not 
applied in a fair or timely manner. Lastly, burnout can 
result from a conflict of values, and when the individual 
feels requested tasks are unethical and go against what 
they believe. The terms burnout and compassion 
fatigue are sometimes confused; however, the 
differences are significant.  According to Lorman (2014), 
burnout is a disconnect between the person doing the 
job and the job itself. It is more about the workload and 
the work environment.  
 
Mindfulness strategies have been efficacious in treating 
symptoms consistent with burnout. Results from a 
study by Stafford-Brown and Pakenham (2012), found 
Acceptance and Commitment Therapy (ACT) effective in 
reducing stressors among clinical psychology trainees 
(CPTs), including: ambiguity of professional 
expectations, ethical dilemmas, unrealistic professional 
expectations, professional and self-doubts and long 
hours as well as the responsibility of being a therapist 
and student. The implementation of ACT-lowered stress 
enabling CPTs to provide higher quality of care to their 
patients.  Mindfulness strategies, like ACT, can be 
extrapolated to other healthcare professions including 
speech-language pathology to mitigate the effects of 
burnout enabling the therapist to provide better care to 
PWA and their caregivers. 
 
Compassion Fatigue in Speech-Language Pathology 
Compassion fatigue, on the other hand, occurs in 
professions who continually work with people. Unlike 
burnout, compassion fatigue revolves around the 
patients and the family interactions that occur, and it 
includes taking on the emotional stress and burden of 
the patients and their families. Endicott’s (2011) opinion 
of compassion fatigue was very similar; however, he 
adds to the definition that it is also concentrating on the 
trauma and psychological stress of others. Despite 
similar symptoms, he noted that another difference 
between the two is the onset for compassion fatigue is 
more rapid; however, the chance of recovery is better. 
Compassion fatigue is also more traumatizing than 
burnout because one puts other people's burdens on 
oneself. Ward-Griffin, St.-Amant, and Brown (2011) 
explained the emotional trauma:  

Compassion fatigue is more devastating and is 
the result of direct exposure to the suffering of 

care recipients rather than to a stressful work 
environment. One can experience burnout in 
professions other than healthcare, yet only 
people providing care experience compassion 
fatigue (para. 4). 

 
Professional burnout and compassion fatigue are very 
much related, however, compassion fatigue is more 
involved than burnout. This is important when 
considering the roles caretakers of persons with aphasia 
(PWA) and SLPs serving this population; both provide 
care and strive to relieve the burdens of others, putting 
caretakers and SLPs at risk of the more elaborate 
condition of compassion fatigue. Compassion fatigue 
refers to a condition that affects one’s physical, 
emotional, and social health and well-being (Ward-
Griffin, et al., 2011).  Another name for compassion 
fatigue is secondary traumatization (Figley, 1995). 
According to Aycock and Boyle (2008), literature has 
linked professional burnout and compassion fatigue, 
although some argue to replace the outdated term 
burnout and replace it with compassion fatigue. 
However, compassion fatigue is viewed differently from 
burnout because it occurs over time as a result of 
intense, prolonged empathic care of people who suffer 
or experience trauma (Bush, 2009). Research shows 
that compassion fatigue is more than feeling exhausted 
and overworked in one’s job or profession. Despite 
being separate conditions, compassion fatigue may 
coexist with burnout; Ward-Griffen et al. (2011) 
consider these terms to be related yet different 
concepts. 
 
Sabo (2006) referred to compassion fatigue as 
secondary traumatic stress that surfaces when someone 
is taking care of clients who are constantly in pain, 
suffering, or are traumatized. Unlike burnout, 
compassion fatigue is the emotional exposure to 
working with individuals suffering from the 
consequences of traumatic events. Also, it should be 
noted that compassion fatigue can occur from a single 
exposure or from a cumulative level of trauma (Figley, 
1995).  
 
To better understand compassion fatigue, it is 
important to learn the four different phases of 
compassion fatigue referred to as the compassion 
fatigue trajectory (Hicks, 2013). These phases 
collectively start at a healthy place but become 
increasingly detrimental to the health of the 
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professional. The first phase of this trajectory can either 
be called the idealist phase (Lorman, 2014) or the zealot 
phase (Hicks, 2013). In this phase, the professional is 
committed in his or her job, involved, solves problems, 
tend to “go the extra mile,” has high enthusiasm and 
generally volunteers without being asked (Hicks, 2013). 
According to Lorman (2014), in addition to the above, 
the professional is overall full of energy and 
enthusiasm. 
 
Phase two is irritability. Hicks (2013) states that 
irritability begins when the employee: cuts corners, 
mocks coworkers and clients, begins to make mistakes 
because of a lack of concentration, and avoids 
clients/patients, thus starting a downward spiral toward 
fatigue. Lorman (2014) added that in this phase the 
individual also starts to underestimate their own efforts 
at wellness. 
 
The third phase identified with compassion fatigue 
trajectory is withdrawal. Individuals in this phase begin 
to lose patience with clients, become abnormally 
defensive, and tend to neglect themselves as well as 
others; they lose all hope (Lorman, 2014). Hicks (2013) 
adds that they may be tired consistently and thus they 
no longer want to talk to anyone about the nature of 
their job. As well as neglecting themselves, they will 
also start to neglect their families. 
 
The last phase associated with compassion fatigue is 
known as the zombie phase. In this phase employees’ 
hopelessness turns to rage and they begin to hate all 
people not just individuals associated with their jobs. 
Fellow employees appear to be incompetent, and one 
shows no humor or patience (Hicks, 2013; Lorman, 
2014). If they are themselves having a difficult time 
emotionally or physically, then they are not doing what 
is best for their clients. 
 
Those at risk for compassion fatigue are individuals who 
work with people on a daily basis, mainly, but not 
limited to those in the healthcare field. According to 
Lorman (2014), if the ability to function is altered 
because of a situation or work environment, you may 
be “at risk” for compassion fatigue. Compassion fatigue 
can occur if: a given situation does not seem ordinary 
and it feels traumatic, one regularly wakes up tired and 
struggles to get to work, compassion is lost for some 
people, but overly invested in others, if illness, aches 

and pains occur. Signs of compassion fatigue should be 
taken seriously. 
 
Mindfulness has been used within healthcare to combat 
compassion fatigue, promote well-being, alleviate 
stress, depression and anxiety as well as improve 
quality of life. A pilot study by Foureur, Besley, Burton, 
Yu and Crisp (2013) examined the effect of mindfulness 
based stress reductions programs (MBSR) on nurses and 
midwives. Foureur, Besley, Burton, Yu and Crisp (2013) 
used several assessments to measure both quality of 
life and stress including the SOC-Orientation to life, 
DASS and GHQ12. Their results found “statistically 
significant differences on scores for GHQ12, SOC-
Orientation to life and Stress subscale of the DASS” 
between pre and posttest measures and “in each 
instance the difference was in a positive direction: 
better general health; a more positive orientation to 
life; and lower stress levels” (p. 120). This information 
can be used to benefit both caretakers of clients with 
aphasia as well as SLPs working to serve this population.  
By implementing mindfulness techniques and strategies 
to combat the trying emotional and physical effects of 
caring for those with chronic disorders like aphasia, 
quality of life of the family member or SLP can be 
greatly improved, therefore improving the quality of life 
of PWA. 
Mindfulness 
The concept of mindfulness has significant importance 
when working with clients with aphasia and their 
families. Mindfulness has been used as a compensatory 
strategy in reducing stress and anxiety, in combatting 
depression, in improving self-regulation, in emotional 
regulation, in concentration, and in mitigating negative 
behavior in children (Zelazo & Lyons, 2012). This 
information may be applicable to adults with aphasia as 
well. Specifically, the practice of mindfulness has the 
potential to interrupt the automatic provocation of 
emotional responses (Zelazo & Lyons, 2012).  Chan and 
Woollacott (2007) summarized the work by many 
important researchers (Hodgins & Adair, 2010; Moore & 
Malinowski, 2009; Pagnoni & Cekic, 2007; Valentine & 
Sweet, 1999; Van den Hurk, Giommi, Gielen, Speckens 
& Barendregt, 2010) and stated that: 

A number of case–control studies comparing 
expert mindfulness meditators with 
concentrative meditators and non-meditators 
reported meaningful results in this direction. 
The majority of reviewed studies found 
significantly higher attentional abilities in long 
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term mindfulness meditators as compared with 
matched controls on different domains of 
attention. (p. 431)  

 
When mindfulness meditative practices were properly 
implemented, long-term meditators showed gains in 
attentional abilities, working memory, improved 
response times and overall gains in cognitive function 
(Chiesa, Calati & Serretti, 2011). Long-term meditators 
self-reported significant improvements in selective 
attention when compared to control groups (Moore & 
Malinowski, 2009). In addition, a correlation was found 
between meditation minutes per day and selective 
attention (Chan & Woollacott, 2007). A substantial 
increase in overall response times associated with 
selective attention related tasks was noted across all 
study trials.  Although mindfulness meditation practices 
did not directly improve the capacity for attention 
switching, a study by Hodgins and Adair (2010) found 
long-term meditators had higher perceptive and 
abstract thinking abilities compared to non-meditators. 
Studies by Chambers, Lo, & Allen (2008) and Zeidan, 
Johnson, Diamond, David, & Goolkasian, (2010) 
reported mindfulness meditation practices to have a 
significant impact on working memory. The increase in 
working memory and improved selective attention 
abilities associated with mindfulness could be beneficial 
for PWA. 
 
There is some variation when it comes to the definition 
of mindfulness, however, the cornerstone to all 
definitions is a connection to the present moment 
(Felder, Dimidjian, & Segal, 2012; Abbott et al., 2014; 
Palasik & Hannan, 2013). Johansson, Bjuhr, & Rönnbäck 
(2012) stated, "mindfulness intervention is 
fundamentally based on a disciplined practice which 
involves cultivating awareness in the present moment 
in order to become wise and compassionate, awake and 
aware" (p. 1627). According to Carlson & Garland 
(2005), mindfulness involves two components: the 
ability to focus one’s attention on the immediate 
experience and present moment, and acceptance of 
moment-to-moment experiences. Being mindful 
involves keeping an open mind and allowing thoughts to 
come and go without judgment. For those with 
communication disorders and their caregivers, this can 
be exceptionally difficult. Palasik & Hannan (2013) 
discussed the importance of mindfulness in relation to 
stuttering. They explain that avoidance of the present 
moment by dwelling on the past or worrying about the 

future can be very detrimental to the person. The same 
could be said for PWA and their caregivers. 
 
Mindfulness Meditation 
When working with PWA, there are many techniques 
and strategies that can be utilized to increase 
mindfulness, one of these being mindfulness meditation 
(MM). Meditation is defined as “solemn reflection on 
sacred matters as a devotional act or deep continued 
thought” (Merriam Webster, 2000, p. 894) and has 
been practiced for over 3,000 years. Meditation has 
been shown to enhance psychological, physiological, 
and transpersonal well-being. Nathawat & Gupta (2011) 
describe meditation as "an antidote to the mind's 
vulnerability to toxic emotions" (p. 23). For those who 
live with varying degrees of psychological distress, 
meditation can be relaxing and helpful. A study by 
Orenstein, Basilakos, & Marshall (2012) explored the 
effects of MM and aphasia. They hypothesized that 
since MM has been shown to improve attention in 
neurologically intact individuals, it may improve 
attention in PWA and therefore improve language skills 
as well. While the results of this particular study did not 
prove that MM had an effect on language or attention, 
it did indicate that MM was easy for PWA to learn and 
carry out. Orenstein et al. (2012) reported that 
participants felt more "relaxed" and "peaceful" after 
participating in MM than prior to the study. Meditation 
can be practiced by people of all ages, which is 
important to keep in mind when working with PWA. 
One mindfulness meditation strategy that many people 
are familiar with is yoga.  
 
Yoga 
Yoga is a well-known mindfulness meditation technique 
that can be practiced by people of all ages. Yoga is a 
Hindu philosophy that utilizes breathing techniques, 
meditations and body posturing to facilitate physical, 
emotional and mental control as well as foster 
individual well-being (Merriam-Webster's, 2000, p. 
1661).  Yoga involves psychological and physical 
demands on the body, ultimately offering the possibility 
of self-understanding and realization (Rybak & Deuskar, 
2010). Yoga techniques have been shown to increase 
mood, feelings of well-being, and reduce stress (Brown 
& Gerbarg, 2005). Yogic breathing has been shown to 
alleviate symptoms of post-traumatic stress disorder 
and depression (Brown & Gerbarg, 2005). A pilot study 
by Waelde, Thompson, & Gallagher-Thompson (2004) 
focused on a meditation and yoga program for 
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caregivers of family members with dementia. Twelve 
female caregivers participated in the study. Findings 
suggested that yoga and meditation interventions 
reduced feelings of anxiety and stress while increasing 
feelings of self-efficacy. For PWA and their caregivers, 
this would be extremely beneficial.  
 
Mindfulness-Based Stress Reduction (MBSR) 
The Mindfulness-Based Stress Reduction (MBSR) is one 
of several programs that have been developed to teach 
mindful strategies and the incorporation of mindfulness 
into daily routines (Evans, Ferrando, Carr & Haglin, 
2011).  MBSR, which was first developed by Jon Kabat-
Zinn, Ph.D and colleagues at the University of 
Massachusetts Medical School, is designed to 
incorporate a variety of meditation and yoga techniques 
into an eight-week, group meeting design. The program 
involves formal meditation practices, such as sitting 
meditation and yoga, and more informal practices like 
mindful eating and walking. Typical MBSR programs last 
for eight weeks, with home practice as well as group 
meetings. Participants are supposed to practice on their 
own for 45 minutes a day, six days a week. MBSR has 
been studied in a variety of clinical and nonclinical 
populations. Cancer patients have been studied 
extensively with regards to MBSR programs. Birnie, 
Garland, & Carlson (2010) examined the effects of 
MBSR in cancer patients and their partners. They found 
that MBSR not only reduced stress and mood 
disturbances, but also increased overall mindfulness. 
The research also speculated that the MBSR program 
helped the couples become more in sync with one 
another, by becoming more "aligned in their 
psychological adjustment during the cancer journey" (p. 
1008). When working with PWA, this program may be 
beneficial to suggest for both clients and their 
caregivers, as dealing with a communication disorder 
such as aphasia can be very stressful and can possibly 
put strain on relationships. The individual who has 
aphasia may feel that their communication impairment 
hinders their ability to connect with loved ones, so a 
program like this would be good to consider. More 
research could be done on the effects of this program 
on relationships of PWA.  
 
The MBSR program has also been studied in relation to 
sleep quality. Carlson & Garland (2005) found that 
MBSR had positive effects on sleep quality, as well as 
fatigue levels, mood disturbance, and overall stress in a 
study looking at the sleep of 63 cancer patients. Study 

participants reported that their sleep was of a higher 
quality after intervention. They also reported sleeping 
for a longer time, averaging six hours per night before 
the MBSR program, and seven hours a night after the 
program. Carlson & Garland (2005) indicated that sleep 
disturbances were reduced as stress levels were 
reduced. The authors suggested that this could be a 
result of "activating the physiological relaxation 
response in meditation participants" (p. 283) or by 
decreasing the amount of negative or destructive 
thoughts. Participants also reported an improvement in 
their level of fatigue. Carlson & Garland (2005) 
suggested that this could be due to the exercise 
component that is a part of the MBSR program. 
 
Mental fatigue is a common symptom following stroke 
or traumatic brain injury. Mental fatigue can make it 
difficult for someone to participate in activities involving 
sustained mental effort, so returning to work and 
socializing can be very difficult. Johansson, Bjuhr, & 
Rönnbäck (2012) looked at the result of MBSR and 
mental fatigue in 29 patients with stroke and traumatic 
brain injury. Researchers found positive results as 
measured by the self-assessment of mental fatigue 
(MFS) and other tests quantifying speed of information 
processing. This study indicates that the MBSR should 
be examined further as a non-pharmacological therapy 
for PWA. 
 
For some clients, attending MBSR group sessions may 
not be feasible, due to the lack of transportation or 
other factors. A pilot study was performed by 
Lengacher, Ramesar, Reich, Paterson, Moscoso, & 
Carranza (2014) to determine the feasibility of using an 
iPad to deliver the program to participants at home. 
Fifteen females with breast cancer participated in the 
study. Participants received an orientation on using the 
iPad prior to beginning the study.  Results showed 
positive improvements in quality of life, stress levels, 
sleep quality, and anxiety, and appear to demonstrate 
that participation in MBSR via an iPad is feasible. 
Further studies should be completed for other clinical 
populations, such as PWA, to research the results of a 
home-based MBSR program.  In the field of speech-
language pathology, many professionals are using 
telepractice to provide services to a wider range of 
clients (Houston, Stredler-Brown, & Alverson, 2012). 
When working with PWA, clinicians can explore the 
possibility of suggesting a home-based MBSR program. 
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Mindfulness-Based Cognitive Therapy (MBCT) 
Mindfulness-Based Cognitive Therapy (MBCT) is another 
mindfulness focused program. Originally designed to 
treat patients with a history of recurring depression and 
to prevent relapse, MBCT has been found to help lessen 
anxiety and stress in a variety of populations. MBCT was 
derived from MBSR, and involves weekly group therapy 
for eight weeks, daily homework, and a one day retreat 
(Abbott et al., 2014). MBCT involves meditation and 
mindfulness practices, but focuses on learning how to 
deal with negative, destructive thoughts. MBCT teaches 
individuals how to "identify thoughts as mental events, 
rather than as veridical representations of reality" 
(Felder, Dimidjian, & Segal, 2012, p.179). For PWA and 
their caregivers, this skill may be very beneficial for 
decreasing stress. Since depression is very common in 
PWA (Thomas, Walker, Macniven, Haworth, & Lincoln, 
2013), this program may be very beneficial. 
 
Interdisciplinary Teams 
Practicing mindfulness encourages focus on the person 
as a whole and may improve well-being and quality of 
life for PWA. Mindfulness strategies can also be utilized 
by speech-language pathologists to decrease work 
related stressors that lead to burnout and compassion 
fatigue enabling the SLP to provide a high quality 
holistic approach to patient care. In treating the whole 
person, speech-language pathologists must not limit 
themselves to treating the impairment itself. The World 
Health Organization (WHO) breaks down the term 
disability into physical impairments, or problems with a 
body structure or function, and activity limitations and 
participation restrictions as a result of the impairment. 
The WHO recognizes that a problem at the physical 
level will affect the person in activities of daily living and 
in interactions with others (World Health Organization, 
2014). Patients with limitations in activities of daily 
living and/or decreased family, social, and community 
participation need supports in place that will help them 
cope with losses and provide accommodations for life 
after aphasia. The WHO standards are universal in 
expressing the spectrum of care needed for clients. 
When treating the whole person, and considering the 
whole spectrum of care, more than one discipline will 
be involved.  Professionals might benefit PWA if they 
consider the concept that their clients are not defined 
by their disorder. According to Damico & Simmons-
Mackie (2011), “not only is aphasia a language disability 
but it has psychosocial consequences for the PWA and 
the family members. Issues such as the loss of 

employment due to Aphasia can impact social roles, 
relationships, and financial security” (p. 336). 
Mindfulness strategies like MBSR, MBCT and yoga may 
be effective strategies in alleviating stress, anxiety and 
depression that may coincide with psychosocial effects 
of aphasia. Considering the profound impact aphasia 
can have on multiple aspects of an individual’s life, a 
multidisciplinary team approach should be utilized 
when caring for PWA. Further, multiple professions 
attentive to present needs of the client, including 
physical, emotional, and psychological needs, provide 
multiple opportunities for mindfulness activities to be 
incorporated into treatment.  
 
Incorporating mindfulness strategies within 
multidisciplinary teams may be used to alleviate 
compassion fatigue and burnout and is a powerful 
source of advocacy for clients with aphasia. The WHO 
describes a multidisciplinary team (MDT) as a team of 
professionals representing different disciplines 
coordinating and contributing care from each 
profession to improve overall patient care. When 
looking at the available information, there was 
significantly more research on the use of MDTs to treat 
patients who suffer from various diseases or disorders 
such as cancer than the use of MDTs for the treatment 
of PWA. Much of the following research shows the 
success this model can have for disorders other than 
aphasia. Lamb et al. (2014) and Sublett (2014) 
concluded that patient care was more successful when 
a MDT approach is implemented with cancer treatment. 
This research could act as an intermediary to enact the 
MDT model for PWA.  
 
Lamb et al. (2014) indicated that using MDTs improved 
diagnostic accuracy and adherence to clinical practice 
guidelines as well as outcomes in clinical settings. Using 
MDTs allowed for patient-centered care and was 
important to ensure high quality services. Lamb et al. 
(2014) aimed to explore the perceptions and 
experiences of cancer patients regarding their 
involvement in the clinical decision-making process by 
multidisciplinary cancer teams. Study participants were 
previously treated using MDTs with a diverse sample of 
social and cultural groups represented. Questions in the 
survey were semi-structured and open-ended to obtain 
participant’s views of MDTs in cancer care. Results 
revealed patients felt that if multiple treatment options 
were available, the MDT should help inform the patient 
about the pros and cons of the different treatments. 
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Patients also felt that after the biomedical information 
was gathered, the patient’s fitness and social 
circumstances were also crucial to the decision making 
process. Overall, patients felt positive about the MDT 
working together, but improvements could have been 
made regarding informing patients about the presence 
of the MDT being used, representing the patient’s 
interests in MDT meetings, and letting the patient know 
when MDT meetings were taking place. 
 
Sublett (2014) wrote about translating data into clinical 
practice, stating that, and “prior to patient-centered 
care and the MDT, treatment decisions could be made 
with little knowledge of the patient and minimal input 
from the patient” (p. 93). For PWA this could mean that 
decisions towards their care may not be evaluated 
critically. When a MDT approach is not used for a PWA, 
the individual may become discouraged when problems 
are not recognized resulting in return services after a 
crisis has occurred. 
 
MDTs or other inter-professional teams are mandated 
in the United Kingdom (U.K.) whereas in the U.S. they 
operate more informally. As Sublett (2014) wrote, “The 
Affordable Care Act is encouraging inter-professional 
teams for the benefit of the patient so they receive the 
best possible care to maintain their health inside and 
outside of health care institutions” (p. 93). This 
statement was evaluated and confirmed by the Society 
for Public Health Education (2013): 
 
With the passage of the Affordable Care Act (ACA), the 
United States will shift toward improving health 
outcomes and become more “health” rather than “sick” 
focused. To accomplish that shift, the ACA has called for 
focus on 1) the challenges and needs of both the public 
health and clinical workforces in order to improve 
quality of care and patient safety and 2) expanding 
community-based programming to support prevention 
and health promotion. 
 
Rather than having a reactive medical model, a 
proactive, patient-centered approach should be 
employed. Successful treatment occurs when therapy 
techniques are employed outside of healthcare 
institutions and generalize into the patient’s everyday 
life. Creating successful treatment for PWA, as the 
research from Lamb et al. (2014) shows, is the kind of 
care that patients prefer.  

Research on multidisciplinary medical models in the 
U.S. is scarce; a majority of publications on the MDT 
model were performed in the U.K. However, the limited 
research presented displays that MDT models are a way 
to cover the spectrum of care needed for patients to be 
successful outside of healthcare institutions. For PWA 
this means having different professionals collaborating 
to develop a multi-component care plan. In addition, 
the MDT model can be utilized for community support 
in order to ensure that plan-of-care can be continued 
into a patient’s everyday routine. 
 
Keeping therapy in the clinical setting alone will not be 
effective for PWA. It is important to also generalize 
patient care into community supports. As discussed in a 
U.K. study by Ward, Phillips, Smith, & Moran (2003), 
when neurologists discharge outpatients they imagine 
that the community has created a comprehensive 
system that general practitioners or social services are 
aware of when these new patients are in the 
community. Typically, general practitioners are only 
reactive to patient complaints along with social services 
who only respond to individual referrals. While this is 
another study performed on the lack of generalization 
that occurs within multidisciplinary medicine in the 
U.K., the U.S. doesn’t fully have a mandated working 
multidisciplinary model yet from which to pull research. 
What this can mean for PWA is that when they are 
discharged, they might get lost in the community and 
end up having to return for services later. The 
techniques or compensatory strategies that the MDT 
established for the patient may not be carried over into 
the community, which may not be the most effective 
medical care outside of the healthcare institution. In 
order for aphasia treatment to be successful, clients 
would benefit from more community supports for 
generalization of skills. According to Ward, Phillips, 
Smith, & Moran (2003), community supports for 
patients who suffer from neurological diseases include 
residential or respite care for patients and their 
families, professionals in the community to help the 
patient adjust to activities of daily living, community 
therapists, and support groups in the area that can help 
these patients readjust to being in the community.  The 
“Life Participation Approach to Aphasia” (LPAA) is an 
approach to community readjustment. LPAA is a 
consumer driven service strategy that focuses on “re-
engagement in life, beginning with initial assessment 
and intervention, and continuing, after hospital 
discharge, until the consumer no longer elects to have 
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communication support” (p. 1). In conjunction with a 
strong support system, mindfulness can be used as a 
complementary strategy to LPAA to decrease stress, 
anxiety, depression and encourage communication 
between PWA and their caregivers. Ancillary effects of 
mindfulness practices could strengthen participation in 
daily activities for PWA. The strong community supports 
in conjunction with mindfulness techniques can help to 
ensure generalization outside of health institutions. 
 
Caregivers of PWA  
Having supports in place to help both PWA and their 
caregivers does not mean these supports will be 
utilized. Specifically, in resources related to coping, a 
study by DuBay, Laures-Gore, Matheny, and Romski 
(2011) found PWA perceived fewer resources available 
to them in the areas of tension control, stress 
monitoring, and acceptance resources compared with 
neurologically intact peers. Hinckley, Hasselkus, and 
Ganzfried (2013) reported results from a survey of PWA 
and their caregivers that suggested aphasia resources 
were somewhat hard to locate. Although resources are 
perceived difficult to ascertain, mindfulness is a coping 
mechanism that can be utilized to help PWA and their 
caregivers focus on the present moment as well as 
alleviate stress and tension without a formalized 
therapy setting. Themes that emerged included 
difficulty finding resources about aphasia and a need for 
increased public awareness about aphasia. Results 
revealed caregivers felt that healthcare providers had a 
limited knowledge of aphasia. Some reported feeling 
that they were not being listened to, and that their 
healthcare providers thought that they, as caregivers, 
had unrealistic expectations regarding their loved ones. 
 
SLPs can play an important role in making their clients 
aware of resources available to them and their families. 
Remembering to include the family in therapy, 
especially therapy aimed at counseling and coping, 
could also be considered. Holland (2007) described 
aphasia as “a family problem.” Most PWA have a family 
network of communication partners. While aphasia 
negatively impacts PWA most profoundly, family is also 
directly affected. Due to some of the communication 
challenges PWA experience, their caregivers may find it 
harder to talk, relate, or communicate with them. 
However, if family members can continue therapy 
strategies at home, PWA can work to overcome 
communication struggles in real, everyday life. In order 
for treatment strategies to occur outside of the therapy 

room, and for clients to achieve carryover at the activity 
and participation level, family members can be 
educated on how to become an effective 
communication partner. 
 
Paul & Sanders (2010) conducted a qualitative research 
study surveying communication partners’ education 
experiences following their loved ones’ diagnosis of 
aphasia, and their education needs. Several themes 
emerged from participants’ responses. One theme that 
emerged was that any prior knowledge about aphasia, if 
present, was a positive factor in coping with their loved 
ones’ diagnosis, but a barrier if no previous knowledge 
was present. Another theme was aphasia itself was 
found to be an obstacle to the education process for 
both family members and the individual with aphasia. 
Also, involvement in therapy sessions emerged as an 
important theme to aid in the understanding of aphasia. 
One participant responded, “That’s where I learned 
more about [aphasia] than anywhere else, I think.” (p. 
7). Another emerging theme centered around education 
requirements suited to the unique needs of PWA and 
their communication partners. Lastly, caregivers 
expressed the desire to learn effective techniques for 
communicating with PWA. Engaged family members 
desired the ability to communicate well and effectively 
with their loved ones once the communication process 
changed after aphasia. SLPs can consider their role as 
counselors and educators in rehabilitating PWA and 
working with their families.  
 
McGurk, Kneebone, and Pit ten Cate (2011) further 
examined caregiver roles, surveying caregivers of stroke 
survivors with aphasia. They examined how loved ones 
handled communication difficulties with PWA and how 
they used coping strategies in their own lives. This 
confirmed Holland’s notion that aphasia involves the 
entire family: sometimes the health of family members 
without the aphasia diagnosis becomes compromised. 
Results from this research showed that 69 out of 150 
caregivers (46%) scored in the high levels of depression 
symptoms category on the Centre for Epidemiological 
Studies Depression Scale (CES-D). The use of “positive 
reframing” and “active coping” strategies were 
associated with lower quantities of depression 
symptoms. Coping strategies such as “denial”, 
“substance use”, “self-blame”, “behavioral 
disengagement” and “self-distraction” were associated 
with higher levels of depression symptoms. It is 
important, therefore, to educate loved ones on 
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available coping resources and strategies such as 
support groups, respite care, counseling, and listening 
to communication partners during therapy. 
 
Holland (2007) stated that counseling in speech-
language pathology involves empathy as well as relying 
on information and support, especially early in the 
recovery process. This reflects the findings of Paul and 
Sanders (2010) that caretakers of PWA desired both 
information about aphasia and emotional support. 
Holland also approached counseling PWA as “coaching,” 
leading individuals forward to meet goals they have 
created for themselves with the guidance of their 
coach. As a coach, a SLP takes part in an active listening 
process, listening to the needs and questions behind 
what the PWA and his or her loved ones say. Coaching 
also involves trying to help the family come up with 
their own solutions. PWA often experience increased 
stress and anxiety as a result of their disorder. Cahana-
Amitay, et al. (2011) classified anxiety PWA report 
experiencing as “linguistic anxiety”, or anticipation of an 
error when engaging in communication that becomes a 
stressor for the PWA. Coaching and counseling 
techniques could be used with these individuals to 
provide supports for emotional well-being. 
 
Conclusion 
Aphasia is a communication disorder that impacts the 
whole person. Aphasia impairs an individual’s language, 
but also affects one’s relationships, sense of well-being, 
and independence. Declining language skills previously 
within normal limits may lead to major communication 
challenges post-onset between PWA and their families 
(Hegde, 2006). Mood changes, decreased attention, and 
new negative behaviors exhibited by PWA may increase 
the likelihood of depression, escalating stress and 
anxiety for PWA and their caregivers. A disorder that 
reaches beyond a physical impairment and into the 
realm of everyday life and activity restrictions could 
benefit from treatment that considers all aspects of the 
disorder. SLPs might benefit from tools beyond 
traditional aphasia therapy if they recognize aphasia as 
a multi-faceted disorder. 
 
Research is promising regarding the use of mindfulness 
as a treatment strategy for chronic diseases and 
disorders with similar symptoms to aphasia. Yogic 
breathing is used to reduce depression symptoms for 
individuals with Post-Traumatic Stress Disorder (Brown 
& Gerbarg, 2005). Caretakers of those with dementia 

were shown to have reduced anxiety and stress after a 
yoga program (Waelde, Thompson, & Gallagher-
Thompson, 2004). Cancer patients participating in a 
MBSR treatment saw a decrease in mood disorders and 
stress (Birnie, Garland, & Carlson, 2010). Mindfulness 
strategies, therefore, should be considered for the 
treatment of PWA and their caregivers, as these 
individuals may be susceptible to symptoms such as 
depression, anxiety, and stress. Suggesting programs 
such as MBSR or MBCT, or incorporating yoga or other 
mindfulness techniques into therapy may greatly 
benefit PWA and their families.  
 
As PWA often have medical, relational, emotional, and 
communication needs requiring the expertise of 
multiple professions, mindfulness activities lend 
themselves well to a multidisciplinary approach.  PWA 
and their caretakers receiving care from a 
multidisciplinary team would have multiple 
opportunities and perspectives for mindfulness activity 
instruction.  A team of disciplines working together 
could also reduce the burden on individual members of 
the healthcare team, reducing the risk for compassion 
fatigue. In addition, SLPs and caregivers may also 
benefit from the use of mindfulness activities to reduce 
symptoms of burnout and compassion fatigue. 
Using mindfulness activities to treat and counsel PWA, 
their caregivers and individuals suffering from other 
chronic ailments is a relatively new strategy. However, 
an aging population may mean a rise in the prevalence 
of aphasia, signifying a further look into mindfulness 
strategies as a treatment for aphasia as timely and 
warranted (Ortman, Velkoff, & Hogan, 2014). 
 
Additional quality quantitative and qualitative research 
is needed to improve treatment, and therefore the 
quality of life, for PWA.  
 
 
Correspondence concerning this article should be 
addressed to: 

Scott Palasik PhD, CCC-SLP 
Email: spalasik@uakron.edu  
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Thunder in Silence: Perspectives on Stroke, 
Augmentative Communication & Life 

Participation  

 

Jenell Gordon & Gloriajean Wallace 
 
Abstract 
This article details the experiences of Ms. Jenell Gordon, a Speech-Language Pathologist (SLP) 
and a Stroke Survivor, as told through the voice of colleague Dr. Gloriajean Wallace.   
As a result of the stroke, Ms. Gordon now lives with quadriplegia and is wheelchair bound.  
Like many of the stroke survivors with aphasia who are discussed in this issue of eHearsay, 
Ms. Gordon has a significant communication impairment.  Although she does not have 
aphasia, Ms. Gordon does have severe dysarthria, and therefore uses augmentative 
communication as do many people who have aphasia.  This article provides suggestions to 
enhance life participation for all stroke survivors as well as those with severe disabilities, 
particularly individuals who are residents of long term care facilities.  Three key messages are 
emphasized.  (1) Stroke and resulting communication impairments can affect anyone.  (2) The 
provision of communication partners and communication partner training (extending beyond 
the basic family unit) is an essential part of care for all augmentative communication users.  
(3) Much work is needed to insure that ideal “life participation” concepts are practiced in real 
world contexts. 
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Learning Objectives  
1) List 5 areas of life participation that may be important to stroke survivors with severe impairments, who reside in long term care facilities 
2) Discuss 3 “communication partner” scenarios which may introduce a stress and/or frustration factor for people who use augmentative 

communication 
3) Discuss the relationship between robust “communication community” with the positive outcome of “full life participation.”    

 
 
 
Communication Impairment Can Affect Anyone (Even 
Speech-Language Pathologists) 
On May 4, 2013 while surfing the internet, I (Gloriajean) 
ran across the name “Jenell Gordon”.  I generally keep 
track of former students, but had lost touch with Jenell.  
The reason for that would soon be clear.  During the 
mid-1990s, I was a Communication Sciences and 
Disorders Professor at the University of Tennessee, 
Knoxville, Tennessee.  I taught neuro-related courses 
(neuroanatomy and neurophysiology, aphasia, 

traumatic brain injury, dysphagia, and so forth).  Jenell 
had been my student and advisee (1996 - 1997).  She 
had always been a great student in all of my classes.  
She was bright, personable, full of energy, and came in 
my office regularly (and enthusiastically) to talk about 
plans for her future; a future filled with dreams of 
providing care to people with neurologically-based 
communication and swallowing impairments.  At that 
time, who would know that her future would entail 
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using the knowledge she was gaining to orchestrate her 
own rehabilitation care.   
 
I saw Jenell’s name on Facebook and contacted her 
through that social media platform on May 4, 2013.  It 
was then that I learned of all that had happened to her 
since graduating with her master’s degree from the 
University of Tennessee -Knoxville in 1997 to the 
present.  Jenell even told me about articles she had 
written and published about her life during that time 
(Gordon, 2007; Gordon, 2010), which I immediately 
downloaded and read.  We have stayed closely 
connected since that time.   
Jenell’s story is that of a Speech-language Pathologist 
who had a serious hemorrhagic stroke during a surgical 
procedure.  Although the stroke did not result in 
aphasia, it did result in many disabilities, including a 
severe communication impairment and the need for 
augmentative communication.  In this article, Jenell 
shares her powerful story.  Jenell’s story will spawn 
reflection about who resides behind the walls of long 
term facility doors.  Information in this article suggests 
that people who have multiple disabilities and who 
reside in long term care facilities might have complex 
life participation profiles.  Undoubtedly the words 
shared by Ms. Gordon will change the way the reader 
views their practice, research, teaching, advocacy, 
volunteerism, and outreach to people with severe 
communication impairments.    
 
Jenell’s Story 
The story begins when I (Janell) was a graduate student 
at the University of Tennessee, Knoxville, Tennessee.  It 
was then that I started having numbness and tingling in 
my left arms and legs.  I had always been interested in 
neuro [neurogenic disorders].  For this reason, I went to 
the library to get articles so that I could start reading to 
try and find out what was happening to my body.  I 
finally figured out that there must be something 
neurological that was causing the numbness and 
tingling.  On May 6, 1993, when I was only 28 years old, 
I found out that I was correct.  I met with my 
neurologist who ordered an MRI.  When we discussed 
the results of the MRI, he told me that I had an 
arteriovenous malformation (AVM).  That means that I 
had a cluster of veins and arteries that had been 
malformed from birth.  In my case the badly clustered 
veins were in the pons area, near the brainstem.  The 
doctor recommended that I have surgery to correct the 
situation.   

Although I knew I had this very serious medical situation 
going on, I didn’t tell my professors or any of my 
friends.  I had to keep focused on my school work.  I 
completed my master’s degree and was so proud of 
myself for doing that.  Graduation day was one of the 
happiest days of my life.  All I could think of was my 
future and how bright it was going to be.  I was about to 
start my career as a Speech-language Pathologist (SLP).  
I began my career as a SLP in the Norfolk, Virginia public 
school system.  Although I loved neuro, I wanted to try 
out the public school setting as a vocational area first 
because I loved children, and because of my desire to 
be near my parents.  In addition, I wanted to be in the 
Norfolk, Virginia area so that I could search for 
physicians who could address my medical situation.  I 
wanted to get my medical situation taken care of as 
soon as possible.   
 
The first physician I found was a world renowned 
neurosurgeon at the University of Virginia.  That 
physician told me that the position of the tumor on the 
pons made it inoperable.  So, I got a second opinion 
from another renowned neurosurgeon at a Yale-New 
Haven Hospital in Connecticut.  The second 
neurosurgeon thought the tumor could be safely 
removed.  As a person facing life or death, I was now 
given two choices.  I choose life.  I am now alive after a 
successful surgery.   
 
On January 7, 1997 (at age 31 years), I went through a 
9-hour brain surgery to remove an AVM.  The surgery 
was indeed successful.  However, it left me 
quadriplegic.  I am now a person with quadriplegia who 
uses a wheelchair.  I now have a trach, a gastrointestinal 
tube, a profound unilateral sensorineural hearing loss in 
the right ear, and double vision in the right eye. I 
depend on my left eye for vision. My speech is 
dysarthric; very unintelligible to many listeners.  Like 
many of the people who have aphasia as a result of 
stroke that are being discussed in this issue of eHearsay, 
I also have a serious communication impairment as a 
result of stroke.   
 
I use a communication board with letters and numbers 
on one side and words on the other side to 
communicate.  I also have an Augmentative/Alternative 
Communication (AAC) device, and use American Sign 
Language (ASL).   
 



 

|     eHearsay     •     Issue 5     •     Volume 1     •     Spring 2015 Page 185 

 

eHearsay:   Electronic Journal of the Ohio Speech-Language Hearing Association 

After working as a school-based SLP, I am now a patient 
at Lake Taylor Transitional Care Hospital in Norfolk, 
Virginia. Even though I am very limited, I "continue" 
working as a SLP.  How do I do this, you might ask?  I 
practice SLP by training certified nursing assistants, 
nurses, respiratory therapists, and anyone who desires 
to learn the ASL alphabet from me.   After I train them, I 
am then able to award them certificates.  So far, I have 
awarded 23 certificates to employees who have 
demonstrated proficiency in communicating ASL with 
me.  It has been very rewarding for me to remain active 
as an SLP in this way. 
 
        
Figure 1. Janell with her communication technology 

 
        
 
American Dream Turned Into Funding Nightmare 
As explained, I was an intelligent person, from a middle 
class background, and had a solid support system.  I 
went into surgery after having sought out the best 
medical advice in the country.  What’s more, I have a 
solid spiritual foundation, and am an American citizen 
with healthcare.  I had faith that whatever the outcome, 
all would be well.  After the surgery and the devastating 
sudden change from being “able bodied Jenell" to a 
person who had to adapt to a new set of disabilities, I 
found out that the healthcare system in America is not 
designed to meet the needs of people like me.  Despite 
the fact that I had everything going for me before the 
surgery, after the surgery, my life no longer seemed to 
be of value within the bureaucratic healthcare system.  
How does one tussle with the psychological struggle for 
survival, while also having to battle with bureaucratic 
healthcare challenges, during a time when support and 
care is so desperately needed? 
 

Initially, I was making great progress at Gaylord 
Rehabilitation Hospital in Connecticut, and needed to 
remain there to continue the progress I was making.  
However, because of funding limitations, the insurance 
company had me transferred (by air ambulance) to a 
long-term custodial care facility for the elderly, after 
only 2 weeks of initial intensive rehabilitation.  That was 
despite requests from my physician that I receive more 
therapy, and despite requests and appeals from my 
family.   
 
My parents and I had no assistance in finding an 
appropriate facility to help me get the needed intensive 
rehabilitation so that I could achieve my maximum 
potential.  After one year, my parents were eventually 
able to find help in moving me to a rehabilitation 
facility.  My parents were retired at that time.  Because 
my insurance refused to pay for any additional therapy, 
it was necessary for my parents to use their retirement 
funds to support that next phase of sorely needed 
rehabilitation that had been delayed by one year.   
 
Sadly to say, I was only able to remain in that 
rehabilitation program for only three months.  The 
reason is because that program was designed for 
people who planned on returning to work.  They judged 
that the chances of my returning to work were 
unlikely.  At that point, April 20, 1998 until February 20, 
2003, I went home to live with my parents.  I remained 
at home for 4 years, where I was taken care of by my 
parents, until they could no longer take care of me 
because my mother had an injured back and was 
recuperating from a series of serious back surgeries.  I 
would likely be a very different person today, if I had 
been given the proper duration and intensity of 
rehabilitation at an early point after the stroke.  Brain 
plasticity is a marvelous thing.  In my case, critical time 
was wasted.  There is no way I will ever be able to make 
up for the time that was lost during the initial recovery 
period.  As a result, at age 49, I still have the same post-
operative deficits.  
 
Despite the uphill battle I have had to withstand, not 
just in terms of the aftermath of the surgery, but most 
importantly the battles with the insurance company, I 
somehow remain positive about my recovery.  I 
continue to believe in the healthcare system, despite 
the system’s inability to provide adequate funding for 
rehabilitation needs early after surgery and beyond.  I 
refuse to become bitter.  I will continue to believe what 
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is impossible with men is possible with God (Bible, Luke 
18: 27).  It is all a matter of faith. 
 
Life Participation 
The new word in the profession seems to be “life 
participation.”  Let me tell you about my life 
participation.  I am a forty nine year old, African 
American female.  I am single and now live in a long 
term care facility.  I have two wonderful parents, and 
two sisters.  As my parents advance in years, they still 
maintain fairly good health and are able to visit me on a 
regular basis.  My sisters do also.    I treasure their visits.  
The regular visits from my family sustain me.    I also 
enjoy visiting with others when I am able to go to the 
facility’s recreational room.  I greatly enjoy interacting 
with others.  I am a very independent person (in terms 
of my inner strength, spirit, and personality).  However, 
I have gotten used to having to rely on others.  Because 
I am quadriplegic, I am unable to navigate from place to 
place on my own.  Despite my attempts to be as 
positive as possible, I must admit I still do experience a 
sense of isolation because of my dependency on others.  
Here is what I mean.  I am unable to walk and so am 
confined to a bed 24-7; unless someone helps me get 
out of bed.  I cannot independently turn on the radio or 
TV, without assistance.  I have a severe communication 
impairment, and am often not understood when trying 
to express myself to others.  I can no longer eat food or 
drink.  That is a lot to grapple with. 
 
Walking 
Because I no longer have the usual movement of my 
legs and feet, as I did when I could walk, I am unable to 
feel the floor below me. I miss touching the floor with 
my feet.    I am unable to feel the breeze moving against 
my arms swinging beside me.  Now, I am confined to a 
bed; as though a prisoner!  I’ve heard people referring 
to someone being “confined to a wheelchair,” and 
never thought of it as actually being “confined” until 
now.  It is true imprisonment.  I have never heard the 
term being “confined to a bed,” but being confined or 
“sentenced” to a bed is even worse.   
 
I spend 18 to 20 hours in bed every day.  I wish this 
could be different.  I don’t know what could change 
this.  Perhaps a volunteer system could be put in place 
so that more people could be available to help get 
residents like me out of bed.  That would certainly help 
to improve life participation. 
 

Movement 
I have feelings of separation or “isolation” from 
movement. You see, I virtually assume the same 
position day-after-day-after-day. When I’m in bed, my 
left arm is supported by pillows and my legs are 
extended. When I’m in my power wheelchair my left 
arm is in an arm trough and in a bent position. When I 
am in that position, the only body parts that I am able 
to move are my head, my right arm, and my right hand. 
Sometimes on Sundays and Wednesdays, my father 
assists me with range-of-motion exercises.  These 
exercises help me to maintain strength, agility, and 
flexibility in my arms and legs.  My father helps me with 
these because the insurance will not pay for a therapist 
or restorative aide to provide this service.  There is no 
staff member available to provide this service either.  I 
have somehow learned to live without movement, but 
it has been challenging.  I miss moving my body 
throughout the week.  Perhaps a program could be 
developed that would enable volunteers or student 
volunteers to provide such a service.  That would 
certainly help my life participation. 
 
Turning on the Radio 
In long-term care facilities, there are “house” televisions 
in each room.  By this I mean, there is a standard 
television set turned on in each room all the time.  
Radios, on the other hand, are not on all the time.  They 
require individual attention.  That means that someone 
has to make a special trip into the room to turn the 
radio on for me.  I love listening to the radio.  Even 
though I am only 44 years old, 40s music is my very 
favorite type of music.  When I was in college, I was a 
sales intern at a trusted, “Oldies but Goodies Music” 
radio station.  What a dream job.  That was back in 
1989.  Imagine that, I actually got paid to listen to 
music!  I could listen to it all the time.  However, the 
staff are very busy.  They are not always able to come in 
to turn on the radio when I want to listen to it.  It is 
difficult for me to have to wait until someone finally 
comes in to turn on the radio for me.  It is a true test in 
patience.  Perhaps if there were more volunteers at the 
facility, I might not have to wait so very long. 
 
Communication  
When I go to the facility’s recreation room, I have an 
opportunity to engage in conversations with lots of 
different people.  I enjoy this very much.  I wouldn’t 
have an opportunity to do this, if it weren’t for my 
Vanguard augmentative communication device.  That 
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device has definitely improved my quality of life. What a 
blessing it has been.  It has been my lifeline to the 
world.  Because of it, I am able to communicate, and I 
have more visitors.  That is because now people have a 
way to communicate with me.   
 
I especially enjoy when my parents come to visit me. 
They take me out-of-the-building for doctor 
appointments, and many other places.  I have a deep 
love for my parents and greatly enjoy being around 
them.  My mother, Flossie Gordon, has a beautiful 
smile.  My father is Arthur Gordon.  The sound of his 
laughter is music to my ears. God’s love and wisdom are 
demonstrated everyday by my parents support of me. 
I’m blessed through the support of my family and 
friends.  The consistency of their visits is amazing.   They 
give me encouragement.  That helps me stick to my 
goals and helps me to reach my goals.  There are four 
things that keep me going.  These are: God, my parents, 
my friends, and interested citizens of the world who 
communicate with me through the social media. 
 
Thinking about what might make help to improve my 
life participation, I would say having more volunteers at 
the facility would be a good thing.  That would be a 
good thing, because then I would have more people to 
talk with on a day-to-day basis. 
 
Television 
Another thing that is very important in my life is 
television.  God bless the television!  The television is 
my “go to” source for information about weather, 
music, and what’s new.  I obtain local, national, and 
international information on a daily basis.  I like to keep 
up to date on everything.  Television has helped me 
combat feelings of isolation.  I am proud to say that I am 
able to speak on a variety of different topics with 
knowledge and accuracy.  I also read the newspaper on 
a daily basis, but nothing compares to the television as 
an information source.  The television is my number one 
connection to the world, beyond this building that I live 
in. 
 
Technology 
I am not able to operate, nor do I own any modern or 
popular items such as a cell phone, a Blackberry, an 
IPOD, or an MP3 player.  However, recently the Director 
of Rehabilitation the facility where I live (and staff), 
presented me with a Hewlett-Packard computer.  That 
computer has totally changed my life.  I am now able to 

Google any subject I would like.  I am also able to visit 
web sites, chat online, compose Word documents, and 
most importantly send e-mails to my friends and family.  
I even have a Facebook account!  This is all possible 
because of an attachment that fits into the USB port of 
my personal computer (PC).  There is a cord that 
connects my Vanguard augmentative communication 
system (AAC) to the PC.  As I type on my AAC device, I 
can “surf the net.” It is truly amazing!  When I am using 
the Vanguard with the PC, I feel very powerful!   This 
technology helps me not to feel isolated.  I am so very 
grateful to God for the technology.  That has really 
helped to enhance my life participation.   
 
Eating and Drinking 
I can no longer eat food or drink anything by mouth. A 
few months after my brain surgery, they inserted a 
gastrostomy tube (g-tube).   Even though I cannot eat or 
drink, I still love the smell of food.  I also love to look at 
food, and I love to talk about food. I watch a lot of 
television programs about food on the Food Network 
too on a daily basis.  Although I have learned to live 
without consuming food by mouth, I certainly miss it.   
 
The Importance of Communication Partner Training for 
People Who Use AAC 
Reflection on Two Selected E-Mail Messages 
E-Mail #1: From Ms. Jenell Gordon to Dr. Wallace, 
January 07, 2015 5:47 PM 

 

 
  

Dear Dr. Wallace, 
Happy New Year 2015!  I'm glad we're staying in 
touch with each other.  It seems so fitting, so 
right that I'm still connected via e-mail with my 
grad school advisor.  Imagine this…I'm using my 
speech, language, and hearing skills …but now 
as a person who has a communication 
disorder.  Who knew that people 
communicating with me would need a personal 
speech therapist/teacher?  Everybody knows the 
alphabet...so, I thought.  I was wrong!!!  ASHA 
should be contacted at some point.  (This gets to 
be a rather complex issue.  Who trains 
communication partners.  How extensive does 
the communication partner network reach?  
What happens when the communication 
network changes over time.  How do the new 
communication partners get trained?  I am 
living in the real world.  I am a therapist training 
my own communication partners – only because 
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I am trained to do that.  I am trained to do that 
because I myself am a SLP!)  

 
On this day, 18 years ago (Jan. 7, 1997), I had 
brain surgery for 9 hours! 
Gratitude, Promise, Salud   
Jenell Gordon 

 
E-Mail #2: From Ms. Jenell Gordon to Dr. Wallace, 
January 21, 2015 4:49 PM 

 

 
  

 Hi Dr. Wallace, 
1) I still think like a speech therapist.  I think 

...recovery.  That's why I say I'm using my 
skills as a patient.  I still hold membership in 
our profession. 
 

2) When I talk to my communication partners 
with my communication board, some of 
them question the letters?  Some say letters 
totally different from what I'm pointing 
to.  Spelling is a major challenge for 
everyone. 

 
3) I feel ASHA should know we have a "new" 

category of people with speech impairments 
in the mainstream.  I refer to it as “social 
pragmatic communication disorders.”  I 
created this term because some 
communication partners don't know how to 
talk with people who use augmentative 
communication systems. 

 
4) It takes an enormous amount of patience 

for me to talk with some communication 
partners because very frequently a 
communication partner might ask me to 
repeat myself over and over again. 

 
5) I love talking which is why it's so 

heartbreaking to learn some 
communication partners prefer not to talk 
with me at all…(at least that is what it 
seems like when they rush me, don’t give 
me their full attention, or appear to avoid 
me when I am trying to communicate with 
them?? ) 

Jenell 
 

Reflection on the SLP/AAC User’s Point of View: 
Upon reading Jenell’s e-mails I (GW) was struck by the 
fresh, unique and insightful perspective she provided 
because of her vantage point as a person who has not 
needed AAC, and one who is now reliant on AAC.  She 
clearly expressed the “augmentative communicator side 
of things” through her e-mails.  These e-mails were 
selected because they are representative of other 
communication with Jenell.  I will attempt here to 
communicate the general message.  To begin with, 
many people are sensitive, patient, competent 
communicators when interacting with those who use 
AAC.      
 
However, all people are not.  The AAC user should be 
prepared to expect that some communication 
experiences may be challenging.  Communication 
partners (CP) may be impatient.  Some CP may require 
the AAC user to repeat themselves over and over.  
Jenell notes that sometimes she has to repeat herself so 
often until it makes communication an unpleasant 
experience.  In one of the e-mails, she provides the 
example of when she used a letter system to spell out a 
word.  She pointed to a letter only to have the 
communication partner misreads the letter repeatedly.  
After misreading the letter, the CP asked Jenell to point 
to the same letter over and over, while they continued 
to misread the name of the letter.  Jenell began to 
wonder if the person was able to read the letter 
properly (*spelling challenges) because she was certain 
that she was pointing to the correct letter; the intended 
letter of the alphabet.   
 
Jenell also provided an example of instances when a CP 
would spells out a word correctly, but then is not able 
to figure out the word that the letters represented.  She 
said she began “to think that the people who were 
supposedly not impaired might have many more 
impairments than we realize.”   
The point is that, according to Jenell, it is important to 
emphasize that the communication “breakdown” is not 
always due to the fault of the AAC user.  That point is 
not always recognized during actual dialogue between 
AAC user and CP.  Some of these situations make it very 
difficult for people who are augmentative 
communication users to communicate, and makes it 
challenging for AAC users to remain motivated to want 
to communicate (as Speech-language Pathologists 
expect).  These are scenarios that Speech-language 
Pathologists may not prepare cases to handle.  One 
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cannot help but wonder what a challenging time it must 
be for other AAC users who do not have formal SLP 
training as a background, if being an AAC user is this 
challenging for Jenell (a M.A. level SLP).  How can we 
address challenging communication partner issues that 
Jenell has raised?  This is an important question.     
 
Jenell has engaged in a significant amount of 
communication partner training over the past 17 years 
that she has been an AAC user.  This has been 
important, in order for others to learn to communicate 
well with her.  All AAC users, including people with 
aphasia, should receive training, and communication 
partner training that extends to communication 
partners beyond just the person’s immediate family 
members.  This should be provided for people who use 
high tech as well as low tech (multi-modality) 
augmentative communication. 
 
Much Work Is Needed to Insure that Ideal “Life 
Participation” Concepts Are Practiced in Real World 
Contexts 
In some cases, funding limitations restrict SLP training 
of AAC communication partners (CP) beyond the case’s 
immediate family.   
 
The AAC user cannot dialogue alone.  Once a person is 
given an AAC system, the people they interact with 
must also be enabled with the skills necessary to 
engage in successful communication.  This is necessary 
if the AAC user is expected to be able to successfully use 
the system that has been put in place.  Extending the CP 
training to as many people in the person’s 
communication network as possible will provide helpful 
support for the AAC user.  When funding limitations 
restrict CP training, creative solutions for expanding 
training may be in order.  This may be achieved, for 
example, by videotaping and archiving instructions, 
demonstration, strategies, etc., for use with other CPs 
as the person’s communication network expands over 
time.  
 
It is also important to create an environment where the 
person has a rich network of communication partners 
and opportunities within which to communicate.  This is 
important in order to promote communication 
participation and thus full life participation. 
 
Referral to community resources for volunteer 
assistance can be of great value (ex. faith-based 

organizations, social organizations, fraternities and 
sororities, high school volunteer programs, etc.).    
 
Closing Remarks 
We conclude with a final thought.  “It is not about the 
destination, it’s about the quality of the journey.” A 
person should live and enjoy each moment to the 
fullest, regardless of the circumstances.  While no 
matter how much dialogue we engage in, we can never 
explain why certain events happen in life.  One can, 
perhaps, only take the cards they are dealt, with 
support build fortitude, and with faith move forward in 
life.  Above all, remain positive.  Your purpose will 
prevail.  When the physical voice becomes soft, allow 
the thoughts behind the voice to ring loudly, until 
thunder rolls so that your voice is heard –as Jenell’s 
voice has been heard through the vehicle of this article.   
 
It is the intent of this article to encourage reflections 
that will motivate positive change in healthcare; and 
positive change in Speech-language Pathology/stroke 
and aphasia practice, research, teaching, advocacy, 
public awareness and volunteerism.  We hope this 
article has helped to put a face with the word 
“augmentative communication systems” (AAC).  We 
hope that our suggestion for training for both AAC users 
and AAC communication partners (beyond immediate 
family members) has been well taken.  We believe that 
an equally important consideration is the need to 
provide AAC users with a robust conversation 
community, so they have rich social-communication 
opportunities.   
 
If we are truly a profession that promotes life 
participation, then that offer for “full life participation” 
must be extended to all people.  This includes not only 
the outpatient, but also the inpatient, the young 
patient, the elderly patient, the severely involved 
patient, the mildly and moderately involved patient, the 
person who uses an AAC system (high or low tech) and 
the person who does not, and residents of long-term 
care facilities.  Because in the life participation world, all 
lives are a part of a single, community.  In the life 
participation world, all lives matter.  
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Appendix 1 : APHASIA FRIENDLY ARTICLES 
These articles written using “aphasia –friendly language” and are meant to be shared with persons with aphasia and their families. These articles 
can also be accessed electronically by clicking the icon found in the original article.  

This Do, In Remembrance of Granny Sue.   
Otto A. Mazzoni 

 192 

The Reality of Aphasia.    
Meredith Winfield, Scott Palasik, Kristin Siders, Rebecca Serafini, & Lauren Grebenc,  
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Learning About Aphasia Through Experience: Descriptions of an Interdisciplinary Patient-Centered 
Seminar.     

Tyson G. Harmon, Shawn Fleck, & Adam Jacks 

 196 

Advocacy: An Undergraduate Student’s Perspective.    
Erin Duffy & Ellayne Ganzfried 

 199 

Life With Aphasia: Four-Fold Formula For Successful Living.    
Gloriajean Wallace, Tom Frazee, & Jackie Frazee 

 203 

Communication Recovery Groups: Reciprocal Benefits for Participants and Facilitators from an 
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Skyler Nellesen &Candace Vickers  

 207 
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Gloriajean Wallace & Carolina Ulloa 

 209 
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 215 
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 220 
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Sarah Grace Hudspeth, Lindsay Meredith, & Jessica Richardson 

 222 
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Laura Chapman & Chao-Yang Lee 

 227 
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Jacqueline Stark 

 229 
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 234 
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 236 
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 239 
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 242 
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 244 
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This Do, In Remembrance of Granny Sue 
 

Otto A. Mazzoni 
                

 

 Kathern Joy Chapman was my grandmother. I called her 'Granny Sue.' I loved her 

deeply. We were best friends. Our relationship was strong. Language and communication 

made it strong. We lived far apart. We often talked on the phone. We also wrote many letters. 

Communication was easy. Communication was natural. Communication was fun!  

 

 In 2008, Granny Sue had a stroke. It gave her aphasia. Aphasia made communication 

difficult. It was hard for Granny Sue to talk on the phone. I did not know how to help. I stopped 

calling Granny Sue. I did not want to make her life harder. Aphasia made writing impossible for 

Granny Sue. We stopped writing letters. I missed Granny Sue. I felt far away from her. I felt 

guilty. I think Granny Sue felt lonely. I think Granny Sue was frustrated by aphasia. 

Communication was not fun anymore. Communication was exhausting. Communication was 

scary. 

 

 Granny Sue moved to a nursing home. Her brain was not exercised enough there. Her 

family was not told the best ways to help Granny Sue use her brain more. We did not fully 

understand aphasia. We were frustrated. We needed more information. It was the speech 

therapist's job to give us that information. That information was important. We needed 

communication to be easier. We needed communication to be more natural. We needed 

communication to be fun again. We needed communication to connect us again. 
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 I went to see Granny Sue in 2010. We talked face-to-face. It was easier talking face-to-

face. But, it was still hard work. I did not know any aphasia science. I just wanted to know what 

she had to say. I was patient with her. She was patient with me. I listened to her deeply. She 

listened to me deeply. We talked slowly. We used few words. Granny Sue knew I was there for 

her. She was able to say: "I love you, Otto." This is the last thing she ever said to me. It 

changed my life. 

 

 Granny Sue passed away in April of 2011. Granny Sue's aphasia made me want to 

become a speech therapist. I want to help people with aphasia. I want to help family members 

know more about aphasia. I will graduate from Southeastern Louisiana University on May 16, 

2015. I will have a master's degree. I will be a speech therapist. Granny Sue is in my heart 

forever. She inspires me to help people communicate. Communication makes life meaningful. 

People make life meaningful. Granny Sue made life meaningful.  
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The Reality of Aphasia 
 

Meredith Winfield, Scott Palasik, Kristin Siders,  
Rebecca Serafini & Lauren Grebenc 

                
 

The National Aphasia Association says aphasia is a problem with the processing of 

language.  Often, people with aphasia have trouble speaking.  People with aphasia may also 

have trouble understanding what people are saying.  Some people with aphasia have trouble 

reading and writing.  However, aphasia does not affect a person’s intelligence.   

 

Unfortunately, most people in the community do not know much about aphasia.  This 

paper talks about what we can do to increase awareness about aphasia in the community.  We 

think that more awareness about aphasia might result in more support for people with 

aphasia. 

 

In the United States, there are one million people living with aphasia.  More people in 

the United States live with aphasia than with many other health conditions that we commonly 

hear about, like Parkinson’s disease, multiple sclerosis and ALS.  We read about those other 

health conditions much more often than we read about aphasia.  We rarely ever read about 

aphasia.  Most people do not even know what aphasia is.   
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A study about aphasia was conducted in the United Kingdom.  When they asked people 

what aphasia was, 80% of the people said aphasia was a fruit.  Other research around the 

world confirms that most people do not know what the word aphasia means.  We have to 

begin to educate people in the community about aphasia.   

 

Students can help to provide therapy for people who have aphasia.  Students can also 

help to educate people in the community about aphasia. Universities now use students to 

develop discussion groups, book clubs, public speaking opportunities, and field trips for people 

with aphasia.  Students also partner with people who have aphasia and their families to 

educate people in the community. They help people in the community learn about aphasia, 

and how to communicate with people who have aphasia.  This is good for both students and 

people with aphasia. Students get more exposure to people with aphasia. People with aphasia 

get to help spread the word about aphasia in the community. It is our hope that more people 

will come together to develop creative ways of increasing global awareness about aphasia.  

Putting pamphlets in doctor’s offices, commercials on TV, and ads on the internet may help to 

educate the community about aphasia. 
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Learning About Aphasia through Experience: 
Descriptions of an Interdisciplinary  

Patient-Centered Seminar 
 

Tyson G. Harmon, Shawn Fleck & Adam Jacks 
                
 

Introduction 

You have a lot to share.  

You can share your life experiences. 

You know what it’s like to live with aphasia. 

Students and professionals learn from people with aphasia. 

  

We made a program where people with aphasia share experiences with students.  

I have 
Aphasia 



 

|     eHearsay     •     Issue 5     •     Volume 1     •     Spring 2015 Page 197 

 

eHearsay:   Electronic Journal of the Ohio Speech-Language Hearing Association 

Getting Started 

Steps to start the program: 

1. Made a team of leaders: 

 One speech pathology (SLP) student. 

 One occupational therapy (OT) student. 

 One physical therapy (PT) student. 

2. Worked with Triangle Aphasia Project (TAP): 

 A nonprofit organization that helps people with aphasia. 

3. Worked with campus administrators and faculty. 

4. Found 3 people with aphasia to help with the program. 

 

 

The Program 

3 seminars for first year graduate SLP, PT, and OT students: 

1. “How to Speak Aphasia” 

 Students learned strategies to support communication. 

2. “Stroke Stories” 

 People with aphasia shared personal accounts. 

3. Question-and-answer 

 People with aphasia answered student questions. 
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Reflection 

People with aphasia and students liked the program. 

The 3 People with aphasia in the program keep helping on campus. 

One wants to keep speaking to audiences (he helped write the article).  

One of the student leaders learned: 

1. Teaching, research, and service can be integrated. 

2. People with aphasia should help teach others about aphasia. 

3. When people with aphasia share life experiences it can help them and students. 

 

Conclusion 

A program like this could be replicated. 

We can partner with you to help teach students and communities. 
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Advocacy: An Undergraduate Student’s Perspective 

 
Erin Duffy & Ellayne Ganzfried 

                

 

Emergency situations can be very scary. If you are caught in a house fire, or you or 

someone you know gets hurt, you may need to call 9-1-1. This is the phone number you would 

call to reach emergency responders like firefighters, policemen, or Emergency Medical 

Technicians (EMT’s) that can help you.  

 

How would you feel if you were in need of help, and you were unable to tell the 9-1-1 

operator what the problem was? This could be a very frightening situation, and nearly 2 

million American’s live with this problem every day. These people have a language disorder 

called aphasia. Aphasia is a language disorder that is caused mostly by injury to the left side of 

the brain (commonly due to a stroke or traumatic brain injury). This damage will cause the 

person to have difficulty with language.  This means they will not be able to correctly access or 

use their vocabulary. They may also have trouble understanding things, reading, and writing.  

 

 Not many people know about aphasia.  For this reason, the National Aphasia Association 

(NAA) has started programs such as the Student Advocates for the National Aphasia 

Association (SANAA). Students who are in this program teach emergency responders how to 

communicate with a person with aphasia. I was trained by the National Aphasia Association to 

be part of this program. 
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I now teach classes for emergency personnel about aphasia, its causes and symptoms, 

and how to communicate with a person with aphasia when they need help. I teach fire 

fighters, policemen and emergency medical technicians.  Many of the emergency responders 

who attend these sessions do not know anything about aphasia before my presentation. We 

show them the aphasia window sticker and the aphasia ID card. Pictures of the aphasia 

window sticker and the aphasia ID card are included in this article.  

 

These are both used to warn an emergency responder that the person has aphasia. The 

window decal can be placed on a car window or near the front door of someone’s house. The 

ID card explains what aphasia is, and gives the person useful communication tips.  

 

  

http://www.aphasia.ca/wp-content/uploads/2011/04/id_card1.jpg


 

|     eHearsay     •     Issue 5     •     Volume 1     •     Spring 2015 Page 201 

 

eHearsay:   Electronic Journal of the Ohio Speech-Language Hearing Association 

Some of these tips are: 

1. Use thumbs up/thumbs down in place of yes/no questions  

2. Use as little background noise as possible  

3. Allow the person time to speak without finishing their sentences for them 

 

The ID card has many other helpful suggestions. We also view videos that show each 

type of aphasia. After we watch the videos, we discuss the difference between the types of 

aphasia. It is important that people know that aphasia is a language disorder, and not a loss of 

intelligence. We also discuss other disorders that are common in a person who has aphasia. 

For example, we discuss agnosia. Agnosia is difficulty understanding information that is 

received through the 5 senses (hearing, seeing, smell, taste, and touch).  Alexia is difficulty 

reading and recognizing words. Agraphia is difficulty with writing, spelling, and handwriting.  

Acalculia is difficulty solving math problems.   

 

 We have each person take a quiz before the session, and then fill out an exit survey 

after the training is complete.  Results of these quizzes have shown that 87-90% of participants 

did not have any knowledge about the aphasia before the training.  

 

 I am lucky to have had the opportunity to be a part of this program. I feel that I have 

already begun to change my field, and those who I will one day be working with directly. I am 

also happy to be able to train my fellow students at St. Joseph’s College so that they can be 

part of this amazing program too. Being unable to say what you need to say, when you want to 

say it, can be upsetting and scary. It is very important that we spread the word about aphasia 

so that emergency responders are well informed about this disorder. You too can help to 

make these situations a little less stressful, and to make the lives of those with aphasia a little 

easier.  
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References: 

Photo (aphasia decal): 

http://www.policechiefmagazine.org/magazine/index.cfm?fuseaction=display_arch&article_id

=465&issue_id=122004 

Photo (aphasia ID card): http://www.aphasia.ca/shop/  

 

  

http://www.policechiefmagazine.org/magazine/index.cfm?fuseaction=display_arch&article_id=465&issue_id=122004
http://www.policechiefmagazine.org/magazine/index.cfm?fuseaction=display_arch&article_id=465&issue_id=122004
http://www.aphasia.ca/shop/
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Life with Aphasia: Four-Fold Formula for Successful Living 

 
Gloriajean Wallace, Jackie Frazee, and Tom Frazee 

                

In this article, a person with aphasia and her husband talk about aphasia.   

A Speech Pathologist tells the story for them.       Jackie is the person with aphasia.  She is 60 

years old.       Jackie had the stroke when she was 44 years old.       Her husband’s 

name is Tom.        The article starts off talking about stroke.   

 

Stroke is the main cause of aphasia.  Stroke affects a lot of people in the United States.   

The American Heart Association says 795, 000 people in the United States have new strokes 

each year.       Stroke is the number 1 cause of disability in the United States. Stroke 

causes many disabilities.       One of the disabilities that happens after stroke is aphasia.   

 

The National Aphasia Association (NAA) says there are 1 million people in the United States 

living with aphasia.  With this many people having aphasia, Jackie is not alone.        

Jackie and Tom did not hear the word aphasia until Jackie had the stroke.   Then they found 

out, they had a lot to learn.  They had to learn what aphasia was.   
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Aphasia is a language problem that makes it hard to understand, talk, read, and write.  

Aphasia affects all parts of language.   

 

After the stroke and aphasia, Jackie had to learn to communicate differently.  Tom had to learn 

to communicate differently with Jackie.   

 

It was difficult for them because they had been married for so long.  They were used to 

communicating with each other the same way, for so long.  First they had to learn to 

communicate with each other.   

 

Next, they taught family members how to communicate with Jackie.  

 

Then they decided that people in the community needed to know about aphasia.     

So, they decided to train first responders (policemen, firemen, paramedics) to learn about 

aphasia.       They wanted first responders to be able to recognize aphasia. 

They wanted first responders to be able to communicate well with people who have aphasia. 

      They thought this would help their loved ones to be safe, in case they couldn’t 

always be there to speak for them. 
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Jackie, Tom and others contacted the National Aphasia Association.  They asked people at the 

National Aphasia Association how they could begin to train first responders.   

 

The National Aphasia Association Office is a good resource.  They made suggestions for 

training first responders.  As a result, Jackie and Tom developed classes for first responders.   

They taught first responders about  

 Aphasia   

 How to communicate with people who had aphasia   

 

Many people helped with the program, including people with aphasia,       family 

members,       and Speech-language Pathologists.   

The program was very successful.  

 

Jackie and Tom enjoyed helping people in the community learn about aphasia.  So did the 

other volunteers.  Jackie and Tom enjoyed being active.   

 

By being active they: 
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1. Stay positive  

2. Are surrounded by supportive friends 

3. Help teach others about aphasia 

4. Give back to the community   

 

These four things help them remain focused on the positive things in life!    
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Communication Recovery Groups: Reciprocal Group 
Benefits from an Undergraduate Perspective 

 
Skyler Nellesen and Candace Vickers 

                

 

Communication Recovery Group is a program in California that helps people with 

aphasia improves their conversation skills. This program was developed by Dr. Candace Vickers 

in 1994.  For this program, volunteers are trained to be communication partners. The 

communication partners talk with people who have aphasia. I began volunteering with the 

program 2 years ago. I am a student volunteer. I help support the work that the speech-

language pathologists are doing. I plan activities for the group.   

 

The group uses special methods to make listening and communicating ideas easier. The 

Written Choice Communication Method allows people with aphasia to communicate more 

easily. If talking is difficulty, persons with aphasia can choose an option that expresses their 

thought from a group of written choices. 

 

There are a variety of unique groups at Communication Recovery Groups. For example, 

there is one group that is made up of people from many different racial and cultural 

backgrounds.  That group addresses the interests and needs of people from different 

backgrounds.  The members in that group enjoy sharing stories about their lives, travels and 

families. There is another group that is made up of young people.  That group addresses the 

interests and needs of people who are young adults.  Members of this group talk about their 

wants for the future.  For example, one member hopes to write a book. Another member is 

looking to get a driver’s license. 
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People with aphasia experience many positive outcomes from attending communication 

groups. Members of the groups are excited to attend meetings each week. The methods used 

within the group can also be used at home with family members. Group members enjoy 

interacting and sharing stories from their daily lives. One member created a pocket 

communication booklet she could use when strangers had difficulty understanding her. For 

example, when this member was at a grocery store she could use pictures of the products she 

was looking for to help her get her idea across to the grocery store staff. 

 

Being a member of Communication Recovery Groups has been helpful for many people 

with aphasia.  It has helped them to participate in life by communicating with more people 

more often. 

 

The experience I have gained with these aphasia groups will help to guide my future as a 

speech-language pathologist.  I have met many amazing people and learned a lot of great 

information through the groups. Being part of these groups has given me an opportunity to 

witness firsthand how Communication Recovery Groups can impact lives. 
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8 Daily Tips to Make Life Easier  
(If You Have Had a Stroke & Live With Aphasia) 

 
Caroline Ulloa and Gloriajean Wallace 

                

 

 

1. Use TV caption to help improve your 
reading 

 

Read out loud often. 

 

Overdrive.com  

 

You can borrow ebooks, audiobooks 
and more from the library.  Also, try 
websites. 
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2. Use tools to help with cooking 

 One hand bottle opener 

 Automatic jar opener 

 Rubber jar opener 

 SoloGrip one-handed jar opener 

 

Snow White and the 7 Dwarfs used to say 
whistle while you work.   

 

Try singing while you cook.  It’s fun.   

It will give you practice getting the words out.  
Who knows, it might help your 

communication skills!   

 

 

 

3. Try new ways of doing things 
 

I have to learn how to: 

 Tie my shoe with 1 hand 

 Use a hair clip with 1 hand 

 Use a zipper with 1 hand 
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4. Videotape yourself to monitor 
progress.   
 
Keep a diary or write down your 
progress.   

 

You will be amazed at how much progress 
you make.  Your therapist will help you come 
up with activities to practice.   

 

Also practice communicating with others in 
aphasia groups, and with other friends in the 
community.   

 
 

5. Work on the computer.   
 
I like working on the computer.  
 
It helps me to improve in specific 
communication areas.     

 

Computer apps 

 Comms Tool 

 SpeakitToMe 

 Numwords 

 Grid Player  

 Lingraphica  

 TalkPath-Therapy 

 

You might find these apps helpful too. 
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6. Get involved with COMMUNITY. 
Community is very important!   

I connect with my Oovoo group every week. 
 

I attend Aphasia Book Club every week.   
You should try it too!  Community is important. 

 

 

I also eat together with my family every 
day. 

 
These activities give me social time.  

These activities also give me a time to 
practice my communication skills. 
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7. Push forward to build 
confidence 

 

 

There is a lot to learn and re-learn since the stroke 
and aphasia!  

 
I have special equipment to help me drive.   

 
I am a good driver, but I am still building confidence 

with driving. 
 

I’VE LEARNING SO MUCH FROM MY 
MISTAKES . . .  

 
I’VE THINKING OF MAKING A FEW 

MORE. 
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8. Work at getting stronger in every area 
of your life. 

 
I AM GETTING STRONGER!! 
 
I am so happy that I can swim again, 
even with only one strong side. 

 

 

 

 I try to exercise each day, even if only for a 
little while.   
It is important to stay strong! 
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Navigating Stroke and Aphasia: The Inspiring Story Behind 
the Aphasia Recovery Connection (ARC) and the “Wind 

Beneath the Founders’ Sails” 

 
Gloriajean Wallace, Christine Huggins, David Dow,  

Carol Dow-Richards, & Kim Huggins  
                

 

For this article, a Speech-language Pathologist obtained information about the 

experiences of two people who had a stroke.          

One person was a woman. One person was a man. The two people also had 

aphasia.    The man was only 10 years old   when he had the stroke   and 

aphasia.  The woman was only 26 years old     when she had the stroke    and 

aphasia.  Many people are older   when they have stroke  and aphasia.   

 

These two young people started an aphasia organization. The name of the organization is the  

Aphasia Recovery Connection (ARC).  
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Information from the Founders of the Aphasia Recovery Connection 

The Speech-language Pathologist wanted to obtain information about the Founders of 

the Aphasia Recovery Connection   for two reasons. 

(1) The Founders of the Aphasia Recovery Connection are young. The Speech-language 

Pathologist wanted to know what it is like for young people to have stroke  and 

aphasia.  

(2) She also wanted to find out about the Aphasia Recovery Connection.  

*She wanted to in out why it was started. 

*She wanted to find out how it was started. 

*She wanted to find out about activities the Aphasia Recovery Connection offers.  

 

While the Speech-language Pathologist was gathering information, she talked to the 

mothers  of the Aphasia Recovery Connection. One of the mothers is Executive 

Director of the Aphasia Recovery Connection.  She helps to run the business.  
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Information From Founders of the Aphasia Recovery Connections’ Mothers 

The Speech-language Pathologist   found out that the mothers    also had 

important information to share about aphasia. 

So, the Speech-language Pathologist asked the mothers     if they wanted to talk 

more about their experiences with stroke and aphasia.   

They did.      The Speech-language Pathologist used an interview format as a 

framework for their stories.   Questions were based on information the mothers’ 

appeared to want to share (respecting their lead). Questions were based on informal 

conversations with the mothers.   Questions were about what it was like to be a young 

mother  and to have a child with stroke   and aphasia.   

 

The blended input from the Founders of the Aphasia Recovery Connection (ARC)  

, and interviews with their mothers provided  inspiring information   for 

this article.  
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Inspiring Information about Stroke and Aphasia 

Here is why it was inspiring.   

 They talked about what it was like to have stroke  and aphasia. 

 They said many people with aphasia feel isolated.  

 They said many people with aphasia do not feel confident, when they talk with others.

 

 They said families with aphasia need support.  

 They talked about the Aphasia Recovery Connection, and how it got started. 

 

They said the Aphasia Recovery Connection is an internet support group.  

They said it is an organization for people with aphasia and their families.    They said 

the Aphasia Recovery Connection is growing really fast!   They said that the Aphasia 

Recovery Connection offers many activities.  

For example, the Aphasia Recovery Connection offers aphasia conferences.  
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They have aphasia cruises.  Next summer, they are planning an Aphasia U Boot 

Camp.   Part of Aphasia U Boot Camp will be held in Las Vegas!      

 

 

Closing Comments 

Information in this article talks about how important it is for everyone in the community to 

work together.   If we all work together, it will make it easier for the person 

with aphasia and their family.   If the person with aphasia and their family receives 

good support, they will have good life participation and good quality of life!       
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Communicative Quality of Life in Aphasia 
 

Emily Parsons & Violet Cox 
                

 

This paper talks about how life is affected after a stroke. It also talks about how stroke 

survivors with aphasia feel about their lives.  The way that people feel about how their life is 

going is called “quality of life.” Quality of life deals with whether a person feels that their life 

experience is positive or negative. Quality of life is affected by lots of different things. It can be 

affected by a person’s ability to walk, by how well they can use their hands and arms, and by 

how well they can communicate.  

 

After a stroke, quality of life can be affected in many ways. This is especially true if the 

stroke survivor has aphasia. In many cases aphasia affects both talking and understanding. 

Aphasia can make it hard to talk with family, friends, and strangers. This can lead to loneliness 

and sadness. As a result, communication problems can affect quality of life.  

 

Many research studies have examined quality of life in stroke survivors. However, 

people with aphasia are not always included in these studies. Quality of life studies in stroke 

survivors often focus on physical ability, not communication.  There are a few questionnaires 

available that measure quality of life in stroke survivors with aphasia. These questionnaires 

show caregivers and therapists how the person with aphasia feels about his/her life. These 

questionnaires can be completed by the person with aphasia or by someone who knows them 

well. The questionnaires measure many things. For example, the questionnaires measure 

whether there is a change in the person’s role in the family. They also measure the person’s 

social role, ability to care for themselves, and other functional areas. The questionnaire might 
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also ask questions about the person’s mood (for example, are they happy or sad most of the 

time).  

 

The things that make quality of life good are different for every person. Some 

questionnaires measure quality of life. However, these questionnaires do not always ask the 

person with aphasia to say how important each item is to them. This may result in a 

measurement of quality of life that is not accurate.   

 

In summary, based on information presented in this paper, there is a need to develop a 

new type of quality of life questionnaire for people with aphasia. When developing future 

quality of life questionnaires, a variety of items should be considered. This includes the 

person’s physical capability, communication, ability to carry out activities of daily living, role 

changes, and emotional well-being-all from the person’s perspective. It would be helpful for 

both people with aphasia, caregivers, and clinicians to have this valuable information. When 

what is most important to the person with aphasia is known, clinicians can design treatment 

that is meaningful to the person.   
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The Promise of Learning Potential Assessment to Predict 
Outcomes in Adults with and without Stroke 

 
Sarah Grace Hudspeth, Lindsay Meredith, & Jessica Richardson 

                

 

What is learning potential?  

Learning potential is a way to measure how much a person benefits from teaching. 

Learning potential is measured by having a person do the following:  

 

Test  

The person takes a test. 

Train  

The person is taught about 

the test. 

Re-Test 

The person takes the test 

again 

 

 

Test 

 

 

Train 

 

 

Re-Test 
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The difference between the first score and the last score is called the person’s “learning 

potential” score.   

Re-Test – Test = Learning Potential Score 

 

The Learning Potential Score tells us about how a person learns. 

Why are we interested in learning potential? 

 A person’s learning potential score might tell us how well that person will respond to 

therapy. We know that aphasia therapy often helps people improve their communication, but 

we do not usually know who will respond to therapy. We also do not know what type of 

therapy is best for them. We often have to use trial and error until we find a therapy that 

works.  

 

Learning potential scores might also help us to predict what kinds of therapy will be 

best. This would mean less trial and error. Knowing someone’s learning potential may let us 

know how much support to give. We can focus on treatments that include a lot of practice and 

intensity if learning takes a long time. A person may not need to come to therapy as often or 

as long if they learn quickly. This information may help us make the best use of therapy 

sessions covered by insurance.  

 

  



 

|     eHearsay     •     Issue 5     •     Volume 1     •     Spring 2015 Page 224 

 

eHearsay:   Electronic Journal of the Ohio Speech-Language Hearing Association 

 

Learning Potential 

Test Train Re-Test 

   

 

 

 

 

 

Response to Treatment 

Test before Treatment Therapy Test after Treatment 
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Why do we think information about learning potential is important? 

Learning potential has been studied in children and adults. See the table for a list of adult 

learning potential studies. 

Population Researchers 

Adults with Schizophrenia 

 Fiszdon et al., 2006 

 Sergi, et al., 2005 

 Wiedl, 1999 

Adults with Brain Damage 
 Uprichard, et al., 2009 

 Haywood & Miller, 2003 

Adults with Stroke 

 Katz, et al., 2012 

 Katz, Averbuch, Erez, 2012 

 Toglia & Cermak, 2009 

  

 Learning potential scores predicted how well adults with schizophrenia did on work tasks 

after training.  

 Learning potential scores after training predicted how well individuals with brain injury 

were able to join in the community.  

 Individuals with stroke are able to complete learning potential tests and improve their 

scores after training.  

 

Borrowing from these examples, it is likely that learning potential could be a good predictor of 

therapy outcomes for adults with aphasia. A person’s learning potential score may be a good 

predictor of life participation for adults with stroke.  
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What is next? 

A lot of work is needed before we can use learning potential to predict outcomes or plan 

treatment.  

1) We have to make tests that can be used for adults.  

2) We have to measure learning potential in a lot of adults so that we know the range 

of scores.  

3) We have to see if learning potential testing can predict improvement after speech 

therapy. 

 

References: 

Fiszdon et al. (2006). Learning potential as a predictor of readiness for psychosocial 
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Haywood & Miller (2003). Dynamic assessment of adults with traumatic brain injuries. 
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assessment–Geriatric version (DLOTCA–G): Assessing change in cognitive performance. 

Katz et al. (2012). Dynamic Lowenstein occupational therapy cognitive assessment: Evaluation 

of potential to change in cognitive performance. 

Sergi et al. (2005). Learning potential and the prediction of work skill acquisition in 
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Spoken Word Recognition in Aphasia 
 

Laura Chapman & Chao-Yang Lee 
                

 

Almost all people with aphasia have trouble finding words. Aphasia makes it hard to 

recognize words. Word recognition means connecting the sounds of a word to the meaning of 

the word. Studying word recognition can help us understand aphasia better. Then, we can test 

and treat aphasia better.  

 

First, we will discuss what is involved in word recognition. Then, we will review how 

aphasia affects word recognition. Last, we will talk about treatments to improve word 

recognition. 

 

For word recognition to work, two things have to happen. The first is activation. The 

sounds of the word need to activate (light up) the right words in the brain. That first sound will 

activate a few words, and this activation will spread to many more words. Activation should 

start as soon as you hear a sound. If the word is not said perfectly, the activation will be a little 

bit less. But it will still happen, and will still spread.  

 

Next, the activated words compete against each other. The right word should win the 

competition. As you hear more sounds in the word, your brain narrows down the number of 

choices. Activation and competition work together to help you understand language fast.  
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Activation and competition is tested in priming studies. People listen to two words. The 

first word is the “prime”. The second word is the “target”. The target may be a real word 

(“dog”). Or it might be a fake word (”gog”). The person decides, as fast as possible, if the 

target was real. When the prime is related to the target, people make that choice faster. For 

example, if you hear “cat”, you will decide that “dog” is a real word very fast.  

 

Based on priming studies, many researchers think that aphasia changes the activation 

level in the brain. People with Broca’s aphasia seem to have less activation. Remember, 

activation should still happen, even if the word is not said perfectly. But people with Broca’s 

aphasia need the sound to be close to perfect before they can recognize a word like people 

without aphasia. 

 

People with another type of aphasia, Wernicke’s aphasia, have the opposite problem. 

For people with Wernicke’s aphasia, too many words are activated. They do not recognize 

words like people without aphasia because they can’t decide on the right word fast enough.  

 

To treat word recognition, speech-language pathologists focus on spreading activation. 

They try to make activation happen over and over again. They also try to make it spread faster. 

They ask people to repeat words. Also, they ask people to say a word, then say words that are 

related to it. 

 

Knowing about activation and competition will help us learn more about aphasia. Then, 

we can develop treatments that will improve language. 
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Partner Paper: 
 

“Spoken Word Recognition”: Why is this Topic Relevant for 
Persons with Aphasia and their Caregivers? 

 
Jacqueline Stark 

                

 

Language is the key to quality of life. The skills necessary for producing and 

understanding language are, however, taken for granted in everyday life.  Language is 

something we have and no thoughts are wasted on the complexity of the processes and 

mechanisms that enable a person to be a fluent speaker of any language.  Language 

production and language comprehension are the two main areas of language processing.  

Language production encompasses the oral production of sounds, words, sentences, dialogues 

and texts as well as written words, sentences, etc. On the comprehension side, spoken 

language and written language must be processed to be understood by the persons 

communicating with each other face-to-face or by a person reading a word, sentence or text.  

In all areas of language processing, single words are basic building blocks for producing and 

comprehending language. In production, the sounds making up the words must be articulated 

clearly, i.e. in an intelligible manner, so that the receiver of the information can process them 

and respond to them in an adequate fashion.  In the case of written language, the reader must 

be able to process the single letters making up the words and sentences by assembling them   

to arrive at their meaning.  When reading out loud a written word, sentence or text, the 

person must convert the letters (i.e. ‘graphemes’) into sounds (i.e. ‘phonemes’) for the listener 

to hear.   
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Taken all together, what appears so simple and automatic for healthy speakers, is 

actually highly complex.  The complexity of the processes involved in all the domains of 

language processing becomes apparent when from one minute to the next a person suffers a 

stroke or is involved in a car accident and he/she wakes up in the hospital and is not able to 

produce language or understand what is being said to him/her, because he/she has damage to 

parts of the brain.  The person now has an acquired language disorder called ‘aphasia’.  

 

Depending on which parts of the brain are affected, the person with aphasia (hence 

‘PWA’) will experience difficulties in some or all of the domains cited above to a greater or 

lesser degree.   In the clinic, the speech and language pathologist will administer various tests 

to figure out exactly what problems the PWA has when producing language – oral and written 

- and when given tasks to assess what exactly the PWA understands when listening to spoken 

language and/or when reading silently or reading out loud sounds, words, sentences, etc.  In 

this situation, three questions posed by Schuell (1970) are very important for the clinician 

before providing language therapy to a PWA:  

1. Which cerebral processes are impaired and which are not? 

2. At what level of performance does each language modality break down? 

3. Why does performance break down when it does (adapted after Schuell, 1970, p. 

69).  

 

These questions are the departure point for clinicians working with a PWA.  However, in order 

to answer these questions the clinician needs highly differentiated language tasks and 

procedures. The better the clinician understands the language difficulties experienced by a 

PWA, the more specific the therapy administered to that person can be.  Since word-finding 
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difficulties are experienced by almost all PWA, it is essential to determine the nature or 

underlying cause of the difficulties in each individual PWA.  

 

In the case of spoken word recognition, it is crucial for the clinician to know if a PWA 

understands all types of words and what the specific difficulties are. This is where the research 

on spoken word recognition comes into the picture.  Various tasks have been developed to 

determine the exact nature of the difficulties with reference to spoken word recognition. 

These tasks are also being put to use in therapy protocols. They include priming tasks in which 

semantic, phonological and unrelated words are used to ’prime’, i.e. facilitate the process of 

retrieving specific words, visual word priming and repetitive priming. The clinicians manipulate 

the specific variables discussed in the paper by Chapman (this issue) including the type and 

structure of the words, semantic and phonological features of the words tested, and the 

interval between the presentation of the individual test items. Often nonsense or non-words 

are used in the tasks. The clinician would like to know how the PWA responds to the various 

test items:  

 Does he/she have difficulties processing the sounds or phonological and/or semantic 

features of the words to be retrieved and produced and/or understanding them?  

 When several difficulties are apparent, are they different difficulties? 

 Does the PWA respond to the test items in the same way as a healthy control person 

would who has not suffered a stroke? 

 

For the layperson, some of the tasks appear very abstract. And some of the tasks 

actually are. Chapman discusses the tasks administered in her paper on spoken word 

recognition (this issue).  What is important to stress here is that the results from the different 

tasks provide the clinician with relevant information, which can be put to use when developing 
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individualized therapy protocols and providing appropriate language therapy to each 

individual with aphasia. Based on the results from all the administered tasks, the clinician can 

develop a hypothesis to be tested. If the hypothesis regarding the source(s) of the difficulties is 

correct, the PWA’s specific difficulties will be ameliorated.  For this reason it is important that 

the tasks discussed in the paper on spoken word recognition are carefully designed and 

administered and the results are correctly analyzed in the context of the overall picture, i.e. all 

the PWA’s language processing difficulties. The results obtained in the various research and 

therapy studies discussed in the paper by Chapman are promising.    

 

By way of closing, a quotation by Schuell, Jenkins & Jimenez-Pabon (1964) is relevant for 

the PWA and his/her caregivers and can and should be asked, when the logic for research – in 

this case, on spoken word recognition – is not understandable: 

 

 

 

 

 

With regard to spoken word recognition, although the various tasks and assessment 

procedures may seem abstract to the PWA and their caregivers, the clinician administers them 

to find answers to the three aforementioned questions and to provide the best language 

therapy possible to every PWA. This is the ultimate goal of aphasia therapy and research! 

 

  

 “A good therapist should never be taken unaware by the 

question, “Why are you doing this?”     (Schuell et al, 1964, p.333) 
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Investigation of Script Training Approach  
to Aphasia Treatment 

 
Priyanka S. Graten and Nancy A. Paul 

                

 

This study explored an approach to treatment for aphasia. A few studies have had positive 

results. We tried it with one person with aphasia. 

 

Aphasia 

Aphasia is a language disorder caused by damage to the brain. 

 It can affect understanding what is heard. 

 It can affect speaking. 

 Reading and writing may also be difficult. 

 

Script training treatment approach 

 Practice 4 to 5 sentences in a row to say them smoothly all together. 

 The person with aphasia chooses the topics. 

 

Current study 

 A 58 year old man with aphasia learned 3 scripts. Scripts are written 

conversations that are memorized to help facilitate communication. The topics 

he chose for his scripts were:  grandchildren, hunting and cooking. 

 He practiced in therapy 3 times a week. 
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 He practiced at home every day. 

 He learned each script by the end of 4 months. 

o He learned how to say all of the sentences smoothly. 

o He improved in how fast he could say the scripts. 

 He started using the scripts outside of therapy. 

 He thought it was hard work, but he was happy to say the scripts smoothly. 

 He hopes to learn more scripts. 

Chart showing improvement on learning the script about his grandchildren: 

Conclusion 

 The script training therapy worked for this person with aphasia. 

 More research is needed to see if script training will help people with aphasia.  
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Gesture Production in Broca’s and Wernicke’s Aphasias 
 

Natasha Livits, Violet Cox, & Monica Gordon-Pershey 
                

 

People often gesture when they speak. Gestures are any movements of the hand, arm, 

body, head, or face that expresses an idea, opinion, or emotion. Waving, pointing, and 

shrugging are common gestures. Some gestures are used along with speech – like waving and 

saying “Hi” at the same time; and some gestures are used instead of speaking.  For example, 

“thumbs up” is understood as approval, and “thumbs down” means disapproval. Gestures can 

have different meanings in different settings. Holding up the index and middle fingers in the 

shape of a “V” is interpreted as a “peace” sign in the United States, but this same gesture 

means “victory” in Europe.  

 

People who have aphasia have difficulty speaking – but do they also have difficulty 

gesturing? That is the question that brought about this research study. To find the answer to 

this question, two women who have aphasia agreed to speak with a speech-language 

pathology graduate student for 30 minutes. The chatted about a variety of topics, like "What is 

your favorite childhood memory?" "Tell me about your first job." "How did you meet your 

husband?" "If you could meet anyone living or dead, who would it be?"  The student video 

recorded the conversations and then analyzed them using computer software that is designed 

for studying speech and language. 
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First, the student analyzed how many gestures each woman used. One woman used 316 

gestures, and the other woman used 235 gestures. The first woman averaged 21 gestures per 

minute of conversation, and the second averaged 15.6 gestures per minute. These women did 

not have the same type of aphasia, but that did not seem to matter. Both used many gestures 

while they were conversing. 

 

Second, the student analyzed what types of gestures the women used. There are five 

types of gestures that people use, and the women used all of them.  

1. They used a lot of gestures without words – like nodding “yes” or shaking their heads 

“no.”  

2. They used gestures that are kind of a pantomime. For example, one woman 

pantomimed a lower floor of a building before saying “lobby.” 

3. They used gestures to express ideas. One woman showed that she was done talking 

about a topic by “pushing away” with her hands. The second woman, when she was 

struggling to say a word, held out her hand as if waiting for the word to fall into her 

grasp. 

4. Each woman used her hands to point to things. 

5. Each woman used gestures during the few seconds that it took them to correct 

speech errors. One woman used a gesture to show her aggravation during speech 

difficulty, along with an audible grunt of frustration. 
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This study shows that people who have aphasia are able to use gestures to express 

themselves. Gesturing helped them say what they wanted to say. It seems worthwhile for 

family members and friends to encourage people with aphasia to use gestures when they can. 

Helping people with aphasia use all possible ways to communicate is an important way to help 

them achieve confidence, independence, and success.  
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Cueing Spoken Naming Using Self-Generated Written Cues: 
An Articulatory Approach 

 
Alyssa Berkowitz, Marjorie Nicholas, Suzanne Pennington, 

Charles Haynes, & Lauryn Zipse 
                

 

Aphasia is when you have trouble finding the words you want to say after a stroke. You 

may also have apraxia of speech trouble saying the right sounds in the right order. Some 

people with aphasia can still think of the letter that the word starts with, even if they cannot 

think of the whole word.  

 

A cue that helps people with aphasia is when they see and hear someone else say the 

first sound of the word. Many times that can help get the whole word out. The problem with 

these cues is that someone else must give them to you. This study explored a way for the 

person with aphasia to cue themselves to say the first sound, instead of relying on others to 

give it to them. 

 

Who is this treatment for? 

This treatment was created for a person with aphasia who had problems with saying the 

right sounds, and had trouble finding the words they wanted to say. It was also for people that 

CAN write the first letter of a word they want to say. 

  



 

|     eHearsay     •     Issue 5     •     Volume 1     •     Spring 2015 Page 240 

 

eHearsay:   Electronic Journal of the Ohio Speech-Language Hearing Association 

The participant 

The participant, PB, was a 55 year old woman with aphasia. Her aphasia was fluent 

which means she said many words, but they were not always the correct words, or words that 

made sense. She had trouble with both finding words and getting the sounds out correctly, but 

she often could write the first letter of the word. 

 

The treatment 

First, PB saw the written letter. Then she saw a card with a picture of a mouth shaping 

how to say the sound for the letter. PB practiced writing the letter and shaping her mouth to 

make the correct sound. Eventually, PB was able to look down at the letter, shape her mouth 

correctly, and say the correct sound, without the help of the picture card.  

 

In the next step, the clinician showed PB pictures of objects that started with the same 

letters that PB practiced. PB looked at the picture, wrote the first letter of the word down, and 

then shaped her mouth to make the right sound. We hoped that when PB said the correct 

sound out loud, it would help her say the rest of the word out loud. 

 

 

 

 

 

 

 

P B T D 
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Results 

The treatment helped PB say words better. By the end of the study, she was able to say 

25 more words than she could say in the beginning of the study. The strategy of writing the 

first letter down, and then shaping her mouth, did not help PB in the way we thought, but it 

did help her in a different way. We think it motivated PB to stop and think about the correct 

word, instead of just saying the wrong word quickly. The strategy only worked with the 

letters/sounds that PB was trained on. More research should be done to find out if different 

types of aphasia would be helped by this method of treatment. 
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A Comparison of Audiobook Format and Silent Reading in 
People with Chronic Aphasia 

 
Cassandra Sparks, Chelsey Fries & Lee Ellis 

                
 
 

Two graduate students and a faculty member performed a research study involving 

people with aphasia at The University of Toledo.  Each participant in this study regularly 

attends group speech therapy at the DaZy Aphasia Centre, which includes a weekly book club. 

Since reading can be more challenging for people with aphasia, the graduate students were 

interested in seeing if audiobooks would help to improve understanding of written material.  

The graduate students were also interested in finding out if the use of an audiobook format 

would impact how people with aphasia perceive themselves as readers.   

 

Five people with aphasia from the university clinic participated in the study, which 

involved comparing an audiobook format to silent reading over the course of six sessions.  

Unlike other research studies, each participant was given the opportunity to personally select 

the font size, loudness, and rate at which the audiobook was read to them.  Once chosen, 

these preferences remained constant for the entire study.  In addition, the audiobook 

software used a live male voice to read the passages.  To assess reading comprehension, each 

participant answered multiple-choice questions that corresponded to short passages.  In order 

to look at how the participants felt about their reading experiences, the graduate students 

created a 33-item questionnaire that asked about different aspects of reader self-perceptions.  

All participants completed the questionnaire before their first session and after their last 

session. 
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After the study was completed, the graduate students discovered that there was no 

major difference between audiobook and silent reading in terms of how well participants 

understood the passages.  An interesting observation was that each participant separately 

chose the same reduced rate at which the audiobook was read.  However, this rate did not 

appear to affect how well they understood the passages.  The results of the questionnaire 

revealed that there were no major changes in how they perceived themselves as readers at 

the beginning of the study compared to the end.  Despite these findings, the participants 

expressed positive feelings about the use of an audiobook format for people with aphasia.  

Three of the five participants felt that they understood the material better when using the 

audiobook and that they preferred the audiobook format over silent reading.  However, their 

accuracy on the multiple-choice questions did not support this perception.  All five participants 

expressed that audiobooks would be beneficial for people with aphasia in general.  Although 

further research is needed, the feedback provided by the participants in this study sheds light 

on possible advantages of using an audiobook for people with aphasia. 
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Poetry Can Make a Difference in Aphasia Treatment 
 

Sandra Whiting, Heather Coles, Lisa Durant-Jones, & 
Nancy Jo Gambacurta (poet and person with aphasia) 

                
 
 

Poetry contains rhythm and melody that can help individuals with aphasia improve their 

speaking and writing.    Here is an example of a poem that a person with aphasia wrote and 

memorized.  The poem was written by Nancy Jo Gambacurta.  Nancy Jo has given permission 

to use her name in this article. 

Gray Catbird 

I know which birds are compassionate 

And most merciful and tender. 

I know which birds will adopt a chick 

And become its arduous defender. 

 

They will feed it, and they will rear it, 

And they will protect it from its foes. 

Gray catbirds are the Cat’s Meow, 

And that’s the way it goes. 

 

(Nancy Jo Gambacurta, 2014) 
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Aphasia is a disorder that results from an injury to the brain, such as a stroke, brain tumor, 

or traumatic brain injury.  Persons with aphasia often have difficulties with language.  Some 

things that might be difficult include:  

Reading 

 

Writing 

 

Speaking 
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Listening 

 

 

 

These things may be challenging because aphasia is the 

result of damage to the left hemisphere of the brain.  

The left hemisphere is responsible for language 

activities, such as reading and writing.  The right 

hemisphere is active during more creative activities, 

such as music and the arts. 
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Although poetry is a form of written text, it is different than 

typical reading and writing because it uses both sides of the 

brain.  The words and sentence structure come from the left 

side of the brain, and the melody and rhythm of the poems 

come from the right side of the brain.  Combining language 

with activities that use the right hemisphere can be helpful for persons with aphasia, especially 

for those with damage to the left hemisphere.  These activities help to strengthen the injured 

part of the brain.   

 

While at the Nazareth College Brain Injury Clinic in Rochester, NY this author worked 

with Nancy Jo, a woman with aphasia.  She has anomic (a-no-mik) aphasia.   This means she 

has difficulty finding words and sometimes hesitates while talking, such as saying “um” 

between words. 

 

Before aphasia, Nancy Jo liked to read and write poetry.  As a project for the school 

term, we decided to write poems about animals.   Here is another poem written by Nancy Jo 

Gambacurta.  

Cedar Waxwing 
 

The Cedar waxwing has a yen 
For berries of all kinds, 

For Linden berries and chokeberries 
And others that he finds. 

 
There is only one dilemma 

That the waxwings have to face. 
When the fruit ends up fermented 
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The birds just lose their place. 
 

In other words they get too tipsy 
For their own well-being. 

They lose their equilibrium and 
It’s double that they’re seeing. 

 
The have to sit and sober up 

And does it beg to query, 
“Do waxwings get bad hangovers?” 

Or is just a therapy? 
 

After writing poetry, Nancy Jo started speaking more smoothly, and she was able to 

access words more easily.    Nancy Jo did not say “um” as frequently, and she was more 

confident speaking.  A few months later, Nancy Jo shared her personal experiences with 

aphasia at an aphasia support group.   She also recently stated that she continues to read, 

memorize and write poems.   Writing poetry helped Nancy Jo improve her communication, 

and she feels her life is better now that she is reading and writing poetry again.  

 

 Nancy Jo also said memorizing the poems “really helped with my speech.”  She spent 

hours practicing poems aloud and committing them to memory; Nancy Jo can even perfectly 

recite three of her own poems she memorized more than 8 months ago.   

 

 Poetry provides a way for people to use their creativity and express their feelings.  It can 

be an effective method for both persons with aphasia and friends and family of persons with 

aphasia, to improve speech.  Improvements can happen by writing poetry or reading someone 

else’s poetry out loud.  Although it is currently not often used in aphasia therapy, poetry has 

the ability to increase an individual’s confidence, happiness, and improve daily 

communication.    
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Being Mindful While Counseling Clients with Aphasia  
and their Families 

 
Leslie Janezic, Scott Palasik, Kristy Lego, and Emily Heller 

                
 

 Persons with aphasia (PWA) and their caregivers have many challenges as a result of 

their communication disorder. PWA and their caregivers may have difficulty finding 

employment. They may also have difficulty filling social roles with family and friends.  

Establishing or maintaining financial security may also pose challenges. PWA and their family 

members may become depressed, and may experience increased levels of anxiety because of 

their communication disorder.   

 

Research has found that relaxation therapy may help to relieve stress that is sometimes 

reported by PWA and their caregivers.  Stress reduction may help to decrease anxiety, 

depression, and other secondary problems caused by aphasia.   

 

Healthcare professionals who work with PWA and their families may also be affected by 

stress. Stress may cause them to have burnout and or compassion fatigue. Burnout occurs 

when people who provide care feel that their job conflicts with their values and ethics. As a 

result of inner conflict, the person providing care may begin to feel exhausted. They may also 

begin to feel as though they are no longer interested in their job. The person who is 

experiencing compassion fatigue takes on the emotional stress of their clinic cases and the 

families of their cases.  
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Research has found that stress reduction can also be helpful for healthcare workers. 

Stress reduction techniques include mindfulness meditation stress reduction programs, yoga, 

and other strategies. Relaxation techniques can be used to help people with aphasia, family 

members and healthcare professionals. 
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Continuing Education Questions 
 

Directions: Choose the best answer for each question as you read each article. Then log in at 
http://www.ohioslha.org/membersonly/index.asp to answer the assessment questions. Follow the online directions to 
earn free ASHA continuing education units (CEUs), while the opportunity is available. 
 

This Do, In Remembrance of Granny Sue 
12. Which definition of aphasia was the family given after Granny Sue's stroke? 

a. Inability to understand or produce speech due to brain damage 
b. The knowledge of what is to be said but the inability to say it 
c. Impairment of language, resulting from a stroke, that affects the production and/or comprehension of speech, and 

the ability to read and write 
d. Without language 

 
13. Identify at least one major variable outlined in the article that the SLP could have used to improve the family's ability to 

communicate with Granny Sue? 
a. Educate the family about aphasia and the potential effects of its symptoms 
b. Teach facilitative strategies to family members 
c. Be a counselor to the family 
d. All of the above 

 
14. What was one major variable in the care received by Granny Sue that worked against the “use it or lose it” principle of 

neural plasticity? 
a. Poor tasting food 
b. Closed blinds and curtains in her room. 
c. Recurrent and prolonged isolation. 
d. The number of buttons on her television remote control.   

 
15. What served as the foundation for the depth and richness of the author's relationship with Granny Sue? 

a. Granny Sue was an excellent cook. 
b. Linguistic communication.  
c. Family crisis brought them closer together. 
d. A sense of familial fidelity and duty. 

 
 

Time to make Aphasia Front Page News 
16. Which is not a consequence of limited public awareness of aphasia? 

a. Reduced funding 
b. Quality of services 
c. Social Isolation 
d. Increased research 

 
17. What percentage of those surveyed by the National Aphasia Association reported minimal public awareness? 

a. 7.34% 
b. 90% 
c. 75% 
d. 21% 

 
18. Aphasia United has done all of the following except: 

a. Create a website 
b. Hold two summits 
c. Establish best practice guidelines 
d. Been endorsed by the World Stroke Organization 

  

http://www.ohioslha.org/membersonly/index.asp
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19. The most obvious way to raise awareness of aphasia is: 
a. Educate health professionals 
b. Create aphasia friendly environments 
c. Use the word aphasia 
d. Influence public policy 

 
 

Reality of Aphasia 
20. What is aphasia? 

a. An acquired communication disorder that impairs a person’s intelligence, but does not affect their ability to 
process language 

b. An acquired communication disorder that impairs a person’s ability to process language, but does not affect 
intelligence 

c. A congenital communication disorder that impairs a person’s ability to process language, but does not affect 
intelligence 

d. An congenital communication disorder that impairs a person’s intelligence, but does not affect their ability to 
process language 
 

21. According to the National Aphasia Association (NAA), approximately how many people acquire aphasia each year? 
a. 200,000 
b. 500,000 
c. 1 million 
d. 2 million 

 
22. Low levels of public awareness regarding “aphasia” may in part be due to: 

a. Available information offers little to no insight to the cause, types, recovery, or supportive resources related to 
aphasia 

b. A lack of sufficient information provided to the public through media 
c. Available information characterizes aphasia as a total loss of language ability rather than discussing the continuum 

of expressive/receptive deficits 
d. All of the above 

 
23. On average, approximately how many people world-wide have heard of the term aphasia? 

a. 1%-2% 
b. 5%-10% 
c. 35%-40% 
d. 70%-80% 

 
 

Learning about Aphasia through Experience 
24. How did people with aphasia participate in teaching students in the program described? 

a. Sharing their stroke stories 
b. Having students practice therapy with them 
c. Answering student questions 
d. Both a and c 

 
25. Students collaborated with what type of organization(s) to organize the program? 

a. Small business 
b. Non-profit 
c. Big business 
d. None of the above 
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26. In what ways did one person with aphasia, who participated in the program, find it beneficial? 
a. More opportunities to speak  
b. Increased desire to be an advocate  
c. Both a and b  
d. None of the above  

 
27. Which of the following benefits of the program were described by a student leader? 

a. Merging service, teaching, and research 
b. Helping people with aphasia walk more 
c. Helping students learn about dysarthria 
d. All of the above  

 
 

Advocacy: An Undergraduate Student’s Perspective 
28. What is one skill we tell emergency responders not to use when communicating with a person who has aphasia? 

a. Using thumbs up/thumbs down to answer yes/no questions 
b. Finishing their sentences when they get caught up on a word 
c. Eliminating as much background noise as possible 
d. Writing out questions and answers 

 
29. What are some common characteristics of a person who has aphasia? 

a. Drooping/paralyzed right side due to left hemisphere damage 
b. Slurred or halting speech 
c. At risk for heart attacks because of medication 
d. At risk for seizures because of medication 

 
30. Results show that __% Of people do not know about aphasia prior to these training sessions. 

a. 87-90% 
b. 73-75% 
c. 92-95% 
d. 81-84% 

 
31. In America about how many million(s) of Americans suffer from aphasia? 

a. 1 million 
b. 4 million 
c. 2 million 
d. 3 million 

 
 

Life with Aphasia: A Four-Fold Formula for Successful Living 
32. People with aphasia 

a. Generally know all about aphasia at the time of their stroke 
b. Are taught about aphasia by family members after the stroke 
c. Are often not exposed to the word “aphasia” until they have had a stroke 
d. Never learn about aphasia 

 
33. The term “first responders” refers to: 

a. Therapists 
b. Psychiatrists 
c. Doctors 
d. Policemen 
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34. First responders benefit from which aspects of the program: 
a. Stimulating innovation and growth 
b. Simulating stroke 
c. Enabling better and faster decision making 
d. Knowledge of aphasia that is associated by interacting with people who have aphasia 

 

35. The couple in this story found that by staying active, they were able to do all items listed below except: 

a. Giving back to the community 
b. Avoid ineffective communication strategies 
c. Help educate others about aphasia 
d. Obtain support from the friends they made 

 
 

Communication Recovery Groups 
36. For the Communication Recovery Group program described in this paper, groups are always organized by 

a. Age 
b. Interest and therapy needs 
c. Race/ethnicity 
d. All of the above 

 
37. Which of the following is consistent with the type of support offered to members in Communication Recovery Groups? 

a. Help with vocal loudness 
b. Communication supports such as Written Choice Communication that allow members to better comprehend topics 

and express their ideas even though speech may be difficult 
c. Sense of community and kinship with other persons with aphasia 
d. B and C 

 
38. Which of the following are some of the benefits to members of Communication Recovery Groups, as described in this 

paper? 
a. Creating relationships and bonds with volunteers and other members 
b. Becoming motivated and confident 
c. Generalizing use of methods that support communication with their communication partners at home 
d. All of the above 

 
39. Volunteers in the Communication Recovery Groups program do which of the following? 

a. Facilitate conversation groups using communication support strategies as needed 
b. Withdraw individualized communication tools 
c. Use a chain of command to promote speech production during groups 
d. All of the above 

 
 

Sharing My Story: Insight into Stroke, Aphasia, Rehabilitation and Life Participation 
40. Some people who incur stroke may: 

a. Have difficulty with speech 
b. Have paralysis on the right side of the body 
c. Initially be in a comatose state 
d. Any of the above 

 
41. For each person, characteristics of aphasia are   

a. The same.  The implication is that treatment is simple--each case can be managed in the same way 
b. Very different.  The implication is that treatment must be personalized for each individual 
c. This article does not mention anything about whether aphasia is the same or different across cases 
d. People with severe aphasia are the same, people with mild aphasia are very different 

  



 

|     eHearsay     •     Issue 5     •     Volume 1     •     Spring 2015 Page 255 

 

eHearsay:   Electronic Journal of the Ohio Speech-Language Hearing Association 

42. After the person discussed in this article had the stroke and returned to the United States, she found that it was more 
helpful to: 

a. Continue with SLP treatment in Spanish, although she wanted treatment in English (because that was her 
indigenous language). 

b. Have SLP treatment in both Spanish and English 
c. Have SLP treatment that focused on English, her language of choice (because that was the language of her 

contextual environment) 
d. Discontinue treatment to give herself a break/rest from therapy 

 
43. The case discussed in this article improved to the point that:  

a. She developed Contacto Afasia, a  support group for Spanish speakers with Aphasia, using Facebook and Oovoo 
Contacto 

b. She presented at the Ohio Speech-Language-Hearing Association 2014 Convention 
c. She presented at the American Speech-Language-Hearing Association 2015 Annual Convention 
d. All of the above 

 
 

Navigating Stroke and Aphasia: The Inspiring Story Behind the Aphasia Recovery Connection  
44. According the American Heart Association (AHA), the risk of stroke from birth to 18 years of age affects  

a. 1 of 500,000 children each year 
b. 5 per 100,000 children each year 
c. 20 per 200 children each year 
d. None of the above 

 
45. During their initial interviews and interactions with people with aphasia, the ARC Co-Founders discovered: 

a. That many people with aphasia feel socially isolated  
b. That many people with aphasia are angry about their communication challenges  
c. That many people with aphasia are embarrassed by their communication difficulties. 
d. Both A and C  

 
46. Based on information from this article, family members of people with aphasia : 

a. May not have adequate information about aphasia and communication partnering at the time of stroke and 
aphasia onset  

b. Typically do have sufficient information about aphasia during the acute period after stroke.  Therefore offering 
more information during this time is likely of no benefit.  

c. Do not want or need to be included in the rehabilitation process  
d. Can navigate return to community without the assistance of others  

 
47. Activities currently offered by ARC include: 

a. Bowling and golf tournaments, and summer camp for people with aphasia and their families  
b. Conferences and internet chat groups for people with aphasia and their families  
c. Hospital-based stroke education classes for people with aphasia and their families  
d. Hospital-based driving education classes for stroke survivors for people with aphasia and their families  

 
 

Assessing Communicative Quality of Life in Aphasia 
48. Existing measures of quality of life tend to be lacking in what area? 

a. They often do not include people with aphasia in their development 
b. They can focus heavily on physical limitations 
c. They require the use of proxy respondents 
d. All of the above 
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49. How do the suggested enhancements provide a more comprehensive profile of communicative quality of life? 
a. They will address aspects of communication that are likely to be impacted in those with language and 

communication deficits 
b. They will focus more on physical areas of functioning 
c. They will address a single area of communication 
d. They will offer an objective means to compare communicative functioning with other clients 

 
50. How might the addition of item importance ranking assist the clinician? 

a. It will make scoring the measure more straightforward 
b. It will improve client performance 
c. It will assist the clinician in determining which areas of communicative quality of life the client finds most pressing 

in order to improve therapeutic outcomes 
d. It will help the clinician determine which areas of functioning are most impaired 

 
51. How might changes in the way communicative quality of life is measured improve client participation and motivation? 

a. The client will feel a strong desire to improve based on assessment results 
b. When the client feels that therapy is tailored to his or her individual needs, he or she is likely to feel more 

committed to the process 
c. The client is unlikely to feel an increased desire to participate in therapy 
d. The client will want to please the clinician by participating in therapy 

 
 

The Promise of Learning Potential 
52. Which of the following is NOT a component of learning potential assessment? 

a. Training 
b. Pre-test 
c. Intensive treatment 
d. Re-Test 

 
53. Another name for learning potential assessment is 

a. Repeated Measures 
b. Dynamic Assessment 
c. Intelligence Assessment 
d. Fluid Assessment 

 
54. Learning potential was originally described by 

a. Vygotsky and Chomsky 
b. Chomsky and Feuerstein 
c. Chomsky and Skinner 
d. Feuerstein and Vygotsky 

 
55. Learning Potential scores may better predict __________ than static assessments. 

a. Life participation 
b. Naming ability 
c. Crystallized intelligence 
d. IQ 
 

Working Memory Approach for Language and Memory 
56. Which of the following characteristics is not true about working memory? 

a. Is a storage system 
b. Is involved in the maintenance of information 
c. Is involved in the manipulation of stored information 
d. Is unlimited in its capacity 

  



 

|     eHearsay     •     Issue 5     •     Volume 1     •     Spring 2015 Page 257 

 

eHearsay:   Electronic Journal of the Ohio Speech-Language Hearing Association 

57. Which of the following is incorrect about working memory skills in individuals with aphasia? 
a. Individuals with aphasia often show working memory deficits 
b. Working memory deficits negatively affect language symptoms in individuals with aphasia 
c. Working memory deficits negatively affect language recovery of individuals with aphasia 
d. Working memory cannot be improved in individuals with aphasia through training 

 
58. Which of the following best describes working memory treatment research outcomes? 

a. Working memory skills can be improved through visual action therapy. 
b. Working memory skills can be improved through constraint-induced language therapy 
c. Language skills in individuals with aphasia can be improved through working memory treatment 
d. Object recognition skills in individuals with aphasia can be improved through working memory treatment. 

 
59. Which of the following tasks can be used for individuals with aphasia to improve their working memory skills? 

a. Verb network strengthening 
b. Reading span task 
c. Semantic feature analysis 
d. Phonological component analysis 

 
 

Intensive Therapy for Aphasia 
60. Why is it important to establish a standardized definition for aphasia therapy intensity? 

a. Because it would make billing easier for speech-language pathologists 
b. Because many persons with aphasia may receive only a limited number of therapy sessions covered by third party 

payers. 
c. Because many persons with aphasia may have decreased quality of life due to their loss of language 
d. Both B and C 

 
61. From the results of the current paper, effective therapy appears to result from intensive therapy between ____ and ____ 

hours per week. 
a. 8; 25 
b. 3.5; 24 
c. 5; 15 
d. 4.5; 21 

 
62. What other factors can influence the efficacy of intensive aphasia therapy? 

a. The severity of the impairment. 
b. The type of therapy used during a session 
c. Client and clinician characteristics 
d. All of the above 

 
63. What factor influencing intensity can lead clinicians and researchers to a deeper understanding of what “intensity” truly 

means? 
a. The age of the individual when he/she acquired aphasia   
b. The type of prior therapy received by the person with aphasia 
c. The number of learning or teaching episodes per session provided to the person with aphasia 
d. The individual’s use of communication prior to acquiring aphasia 

 
 
Spoken Word Recognition in Aphasia – Chapman & Lee 

64. Spoken word recognition involves mapping    onto   in the lexicon 
a. Words, acoustic signals 
b. Words, meaning 
c. Acoustic signals, words 
d. Meaning, words 
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65. In general, people with Broca’s aphasia (PWBA) exhibit patterns of lexical activation consistent with: 
a. Loss of priming for acoustically modified stimuli 
b. Lexical processing deficit 
c. Generalized deficits in acoustic perception 
d. Equivalent levels of semantic priming  

 
66. . Which of the following is evidence for increased levels of activation in people with Wernicke’s aphasia (PWWA)? 

a. Heightened activation of competitor items 
b. Loss of priming for acoustically modified stimuli 
c. Abnormally small competitor effects 
d. Insufficient inhibition within the lexical system 

 
67. Most treatments focused on stimulating and accessing the lexical semantic network in people with aphasia are targeted 

towards: 
a. Language comprehension 
b. Anomia 
c. Fluency 
d. Writing 

 
 

Spoken Word Recognition – Stark 
68. What must a clinician know before providing language therapy to a Person with Aphasia (PWA)? 

a. How old he/she is 
b. When the PWA had her/his cerebrovascular accident (CVA) 
c. Why the performance of a PWA breaks down 
d. Which test should be used for assessment 

 
69. Which tasks are primarily used to assess spoken word recognition? 

a. Writing sentences to picture stimuli 
b. Text comprehension    
c. Digit span 
d. Priming tasks 

 
70. What is the most important reason for slps to administer various language tasks/tests to PWA? 

a. To determine which aspects of language processing are impaired and which are intact 
b. To rule out that the PWA has a concomitant auditory neuropathy 
c. To develop other language assessment procedures 
d. To evaluate the adequacy of a procedure 

 
71. What is the most important reason that speech-language pathologists (slps) should be prepared to justify treatment 

rationale to client and/or family? 
a. The same therapy is utilized with all PWA 
b. To provide thoughtful and purposeful consideration of evidence to support specific clinical approaches 
c. The client asked SLP to utilize an approach that the client had heard about in publications that worked with 

another stroke survivor 
d. The SLP provided internal evidence from examination of clinician preferences, workplace values, policies and 

culture 
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Investigation of Script Training Approach 
72. What are the three dependent variables in the study? 

a. Errors, number of sessions, script length 
b. Percentage of script correct, errors, speaking rate 
c. Speaking rate, script content, number of sessions 
d. Script length, percentage of script correct, script content 

 
73. Which factors were discussed as possible reasons the third script required extended time to reach criterion? 

a. The participant needed to reduce intensity of treatment 
b. The participant lost interest in the treatment 
c. The inclusion of one multi-syllabic word in the script proved especially difficulty 
d. Both a and c 

 
74. What type of reliability was used in the study methods 

a. Test-retest reliability 
b. Parallel forms reliability 
c. Interrater reliability 
d. Internal consistency reliability 

 
75. Script training has been shown to increase which of the following? 

a. Production of words from a target script 
b. Grammatical productivity 
c. Speaking rate 
d. All of the above 

 
 

Gesture Production 
76. Gesture onset and speech production have been observed to occur within a few milliseconds of one another, with gesture 

slightly _________speech 
a. Following 
b. Preceding 
c. Echoing 
d. Mimicking 

 
77. Researchers have identified three phases that are involved in the production of gesture: 

a. The preparation phase, the emblematic phase, and the retraction phase 
b. The verbal phase, the expressive phase, and the review phase 
c. The preparation phase, the stroke phase, and the resting phase 
d. The preparation phase, the stroke phase, and the retraction phase 

 
78. Lemay, David, and Thomas (1988) found that: 

a. Persons with Broca’s aphasia gesture less frequently than persons with Wernicke’s aphasia 
b. Persons with Broca’s aphasia used more gestures than either a Wernicke’s group or a non-aphasia control group. 
c. Persons with Broca’s and Wernicke’s aphasias do not gesture 
d. Persons with Broca’s and Wernicke’s aphasias gesture to an equal extent 
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79. What is the end result of the present study? 
a. The person with Broca’s aphasia produced more gestures than the person with Wernicke’s aphasia, consistent 

with the hypothesis that there would be a greater number of gesture productions by the person with Broca’s 
aphasia 

b. The person with Wernicke’s aphasia produced more gestures than the person with Broca’s aphasia, consistent 
with the hypothesis that there would be a greater number of gesture productions by the person with Wernicke’s 
aphasia 

c. The persons with Broca’s and Wernicke’s aphasias performed the same number of gestures 
d. There appears to be little difference in persons with Broca’s and Wernicke’s aphasias, which supports the research 

hypothesis 
 
 

Cueing Spoken Naming using Self-Generated Cues 
80. Why is the implementation of phonemic cues often impractical? 

a. Phonemic cues don’t help most patients with word retrieval problems 
b. Some patients have severe phonological difficulties, that extend beyond problems with just the first phoneme 
c. Persons with Aphasia (PWA) must be relying on another person to give them the cue 
d. PWA often have significant semantic deficits associated with the word retrieval problem 

 
81. Why was utilizing written letters a key concept for this study? 

a. Writing letters in this study helped the subject to improve their writing ability over time 
b. Writing the letters helped the subject to immediately identify the corresponding phoneme 
c. Writing down letters improved the subject’s reading ability 
d. The written letters served as a self-cue 

 
82. Why do the authors feel this treatment aided PWA to improve spoken naming? 

a. It inhibited the subject’s tendency to activate an incorrect word 
b. Repetition of the same words over and over provided an intensive treatment, which resulted in an increased ability 

for the subject to retrieve target words. 
c. Written letters cued articulatory position, which cued the corresponding phoneme, and subsequently helped the 

subject to name target words 
d. A & B 

 
83. What type of case might benefit from this treatment approach in the future? 

a. Person with nonfluent aphasia 
b. Person with aphasia who is not able to write letters well 
c. Person with fluent aphasia 
d. Person with aphasia who has fairly intact motor planning skills 

 
 

Comparison of Audiobook and Silent Reading 
84. The effects of an audiobook format have been: 

a. Widely researched for adults with chronic aphasia 
b. Researched for text-to-speech 
c. No research has been done on adults with chronic aphasia 
d. None of the above 

 
85. The font size, loudness level, and presentation rate of the audiobook was 

a. Predetermined by the researchers 
b. Chosen as a group 
c. Modeled after Harvey et. Al (2013) 
d. Selected by each individual participant 
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86. Which of the following was used to assess reading comprehension? 
a. Cloze techniques 
b. Maze procedures 
c. Multiple choice questions 
d. Recall procedures 

 
87. Which of the following was found to be an effect of the audiobook format on reading comprehension? 

a. No significant impact for any of the participants 
b. Increased reading comprehension for all participants 
c. Decreased reading comprehension for all participants 
d. Increased reading comprehension for two of the five participants 

 
 

Power of Poetry 
88. Poetry is similar to what other form of therapy used with Persons with Aphasia (PWA)? 

a. Melodic Intonation Therapy 
b. Constraint Induced Language Therapy 
c. Chaining 
d. Response Elaboration Training 

 
89. Poetry utilizes which predominately right-hemisphere functions? 

a. Meter, syntax, semantics 
b. Stress, intonation, rhythm 
c. Semantics, rhythm, stress 
d. Rhythm, stress, syntax 

 
90. Poetry can help PWA to improve which of these areas? 

a. Fluency 
b. Quality of Life 
c. Self-expression and identify 
d. All of the above 

 
91. Which of these ways to incorporate poetry into therapy for PWA has been least used? 

a. Reading poetry 
b. Reading poetry aloud 
c. Listening to poetry 
d. Writing poetry 

 
 

Being Mindful while Counseling 
92. When a person begins to get defensive, lose patience with clients and neglect themselves and others, this belongs to what 

phase of compassion fatigue on the trajectory? 
a. Phase two: Irritability 
b. Phase three: Withdraw 
c. Phase one: Idealist/Zealot 
d. Phase four: Zombie 

 
93. Mindfulness involves: 

a. Being judgmental of all thoughts 
b. Focusing on the present moment 
c. Thinking about the future 
d. Considering the past 
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94. The Affordable Care Act is now mandating that professionals begin using interdisciplinary teams to meet the challenges of 
public health to improve quality of care and: 

a. Be reactive to patient complaints 
b. Expand community-based programming to support prevention  
c. Increase funding for medical research  
d. Improve therapy techniques 

 
95. In addition to PWA, depression related to the aphasia can occur in: 

a. Individuals with other communication disorders 
b. Siblings of PWA 
c. Doctors of PWA 
d. Caregivers of PWA 

 
 

Thunder in Silence 
96. Arteriovenous malformation (AVM) refers to 

a. Traumatic brain injury 
b. Comatose state 
c. Sometimes tumorous growth of entangled, clustered, veins and arteries that have been malformed from birth 
d. Entangled, clustered, veins and arteries that have accrued over time due to high cholesterol and/or high blood 

pressure 
 

97. People who use augmentative communication 
a. Are not likely to benefit from also having a computer 
b. Are likely to benefit from also having a computer 
c. May benefit from philanthropical support to assist with technological needs not covered by insurance 
d. Both B & C 

 
98. Sometimes communication partners may frustrate people who use augmentative communication systems by 

a. All of the below
b. By not giving them their full attention 
c. By rushing them through their attempt to express themselves 
d. Asking them to repeat themselves, over and over 

 
99. The concept of “Communication Community” 

a. Is in alignment with the concept of “full life participation 
b. Promotes the idea that people who use augmentative communication should be provided with assistance in 

developing a network of positive, supportive communication partners to interact with on a regular basis 
c. Places the responsibility to find communication partners, fully on the shoulders of the augmentative 

communication user 
d. Both A & B 
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I hope you enjoyed this issue of eHearsay. It certainly was a labor of love and jam-packed with information. The next 
issue of eHearsay will highlight DYSLEXIA and the language based learning difficulties (e.g., reading, spelling and/or 
writing) associated with it. 
 
As much as 15-20% of the general population has a language-based learning disability. Of the students with specific 
learning disabilities receiving special education services, 70%-80% have deficits in reading. Dyslexia is the most common 
cause of reading, writing and spelling difficulties. Dyslexia affects males and females nearly equally as well as, people 
from different ethnic and socio-economic backgrounds nearly equally (International Dyslexia Association, 2015).  
 
When children have problems acquiring 
language, they are at high risk for 
difficulty in learning to read and write, 
and to listen and speak. Speech-
Language Pathologists (SLPs) are asking 
questions about how to make our 
services relevant to clients’ functional 
communication needs. Literacy is 
perhaps the most important factor 
contributing to academic and economic 
success, and also plays an important 
role in social interactions. 
 
In the past SLPs worked on speech sound development and oral language understanding and use and the special 
educator or reading teacher worked on reading. This is no longer the case; SLPs' roles and responsibilities have come a 
long way from the “old days” of articulation therapy. SLPs need to understand the important and critical roles that 
phonemic awareness and oral language development play in learning to read, spell and write.  These foundational skills 
are essential for all aspects of literacy development. 
 
The connections between spoken and written language, "are well established in that spoken language provides the 
foundation for the development of reading and writing; spoken and written language have a reciprocal relationship, such 
that each builds on the other to result in general language competence, starting early and continuing through childhood 
into adulthood; children with spoken language problems frequently have difficulty learning to read and write, and 
children with reading and writing problems frequently have difficulty with spoken language; instruction in spoken 
language can result in growth in written language; and instruction in written language can result in growth in spoken 
language” (ASHA, 2000; http://www.asha.org/policy/GL2001-00062.htm).  
 
Today, SLPs play a key role in literacy, collaborating with teachers, providing instruction on phonemic awareness and 
related literacy skills to general education students, and assessing and providing intervention for students with reading 
and writing disorders. Furthermore, with the Dyslexia Legislation that was passed in Ohio in 2011, SLPs need to expand 
their knowledge of this complex language-based learning disability in order to identify these students early and guide 
the intervention teams in developing appropriate educational and therapy plans. 
 
I hope you are looking forward to our next issue! Don’t forget you can earn FREE CEU’s if you are an OSLHA member. 

Laurie  

Dyslexia is characterized by difficulties with accurate and / or fluent word 
recognition and by poor spelling and decoding abilities. These difficulties 
typically result from a deficit in the phonological component of language 

that is often unexpected in relation to other cognitive abilities and the 
provision of effective classroom instruction. Secondary consequences may 

include problems in reading comprehension and reduced reading experience 
that can impede growth of vocabulary and background knowledge” 

(International Dyslexia Association, 2015) 
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   RESOLUTION 

 

 WHEREAS, aphasia causes difficulty speaking, understanding, 

reading, and writing (but not thinking) and occurs after stroke and traumatic 
brain injury; and 
 

 WHEREAS, aphasia affects more than one million people in the 
United States; and 
 

 WHEREAS, another 80,000 new cases of aphasia occur from stroke 
each year in the United States; and 

 

 WHEREAS, people with aphasia will have better life participation 

when all people in the community understand what aphasia is and understand 
how to communicate with people who have aphasia. 

 

NOW, THEREFORE, We, John R. Kasich and Mary 

Taylor, Governor and Lieutenant Governor of the State of 

Ohio, do hereby recognize June 2015 as 

 

APHASIA AWARENESS MONTH 
 

throughout Ohio and encourage all Ohioans to join us in this recognition. 
 

On this 1
st
 day of February 2015: 

 

 

 
John R. Kasich             

Governor 
 

 

 
Mary Taylor 

Lieutenant Governor 
 







 
John R. Kasich and Mary Taylor 
Governor and Lieutenant Governor of Ohio 

do hereby officially recognize the 

 

OHIO SPEECH-LANGUAGE AND 

HEARING ASSOCIATION 
 

AS YOU MAKE  

APHASIA “FRONT PAGE NEWS” 
 

On behalf of the State of Ohio, we are pleased to recognize your work as you 

seek to make aphasia “front page news” through your eHearsay Journal. 
Your efforts to advocate for those with aphasia and increase awareness about 

the condition are commendable. We look forward to witnessing the positive 

difference your campaign will make throughout our state and we extend our 

best wishes for success in this endeavor. 

 

On this 1st day of February 2015: 

 

 
 

John R. Kasich 

Governor 

 

 

 

Mary Taylor 

Lieutenant Governor 
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