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Preface 

During the past 10 years of my life, I have begun to satisfy a lifelong 
ambition. I started to see the world. I have been lucky enough to have 
been invited by colleagues to participate in their meetings and confer­
ences. Thus, some of this travel has been professional. Some has been 
just for personal delight, but even then, I have sought out my fellow 
aphasiologists: Perhaps the most obvious professional fallout from my 
travel is that I have developed an intense awareness of how truly little I 
really knew about the work of my colleagues in other parts of the world. 
I don't think I am alone with this problem, and it seems to me that many 
of my fellow American clinical aphasiologists share my limited world 
view. Finally, I have developed a growing awareness that our colleagues 
around the world are more aware of what is going on in the United 
States than we Americans expect. 

It is clear that a major barrier to freer communication about treating 
aphasic patients is language; we represent a uniquely English-speaking 
perspective on aphasia treatment even though our own country is be­
coming more multilingual with every passing year. But the problem is 
probably deeper than that; our geographic vastness and our relative pro­
fessional isolation from other continents of the planet take their toll as 
well. As a profession, we have been able to remain myopic rather easily. 
But, as my vision has been stretched by my contact with what is still a 
smattering of the world's aphasia experts, I have become truly excited 
about sharing these experiences with my American colleagues. This is 
the motivation from which this volume initially developed. 

Margaret Forbes and I began to develop the notion of editing a volume 
in which a group of international experts describe their approaches to 
aphasia rehabilitation for an American audience when we attended the 
International Aphasia Rehabilitation Congress in Edinburgh, Scotland in 
1990. There, our own insularity finally became overwhelming, and we 
decided to do something about it. 

First, we identified a number of individuals who were recognized as 
experts in aphasia treatment in their respective countries. However, be­
cause we, like many of our American colleagues, are not facile with other 
languages, we felt it necessary to limit our invitations to individuals who 
could write in English. Therefore, one of the first surprises of this book is 
that, although sometimes a fairly large amount of editing was required, 
all of the authors included were not daunted by our requirements to pro­
duce a chapter in English. Can you imagine a similar response if a group 
of English-speaking clinical aphasiologists was asked to write in German, 
or in French? 

ix 



X Aphasia Treatment: World Perspectives 

The second surprise, I suspect, is that you will be amazed at the extent 
of the English-language references throughout these chapters. This in no 
way means that the literature in aphasia treatment is limited to English. 
A careful study of the respective bibliographies will disabuse a reader of 
that idea. Great international cross-pollination of ideas is practiced in 
most parts of the world. This international interaction should suggest 
that access by non-American professionals to what we can read is not 
nearly as limited as access by American professionals to what else is 
afoot in the world of aphasia treatment. 

The third surprise is that, regardless of the languages in which the 
therapies described are conducted, the methods have cross-linguistic ap­
plication. The formal cross-linguistic study of aphasia has prepared us 
for understanding differences and similarities in sentence processing 
cross-linguistically, and to be alert for cross-cultural differences when 
we provide treatment for aphasia. However, many of the clinical princi­
ples and approaches to helping patients to cope with aphasia rise above 
these extremely important concerns. As you read these approaches, be 
aware of how many of them can be adapted to our own work, regardless 
of the language and culture in which they are being described. 

As you read this book, you will detect a number of common themes 
concerning the process of therapy. Most notably, the interest in Cogni­
tive Neuropsychology and its application to treatment is a thread that 
runs through many of these chapters. Concern with pragmatic issues is 
almost equally strong. A surprising number of chapters also refer to the 
World Health Organization's distinctions between disability, impair­
ment, and handicap, and invoke this three-pronged concept as cardinal 
to notions of functionalism in treatment for aphasia. 

Differences also appear, most notably in terms of the backgrounds of 
the clinicians represented here and the settings and service delivery 
models that prevail in some places. Although these authors represent an 
international collection of stars of aphasia therapy, they have diverse 
backgrounds. Some of them have been trained as speech-language pa­
thologists in ways that are not dissimilar from training in the United 
States. Included here would be Aura Kagan and Guylaine Le Dorze of 
Canada, Claire Penn of South Africa, Sally Byng of England, Luisa 
Springer and Helga Johansen-Horbach of Germany, and Dorothea Wen­
iger of Switzerland. In fact, at least one author, Sumiko Sasanuma Jf 
Japan, received her doctoral degree from the University of Iowa. Others 
are from other disciplines, including Psychology (e.g., Xavier Seron of 
Belgium) and Neuropsychology (e.g., Anna Basso of Italy and Maria Pa­
chalska of Poland), Linguistics (e.g., Walter Huber of Germany), Neurol­
ogy (e.g., Claus Wallesch of Germany and Franz van Harskamp of The 
Netherlands). Some represent disciplines that are not familiar to Ameri-
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cans, such as Clinical Linguistics (e.g., Marie-Pierre de Partz of Belgium 
and Evy Visch-Brink of The Netherlands) . Finally a number of the chap­
ters in this book represent an interdisciplinary collaboration among pro­
fessionals to an extent that is unusual in the United States. In most of the 
world, the American definition of the speech-language pathologist as the 
professional who provides clinicial services to aphasic adults does not 
strictly apply. 

In a related vein, work settings and clinical time frames for service 
delivery vary. Some of the authors describe their circumstances. We sus­
pect that American readers will be jealous of some of them and see famil­
iarity in far fewer of them. But, regardless of work setting, many of the 
authors' ideas have direct applications to American clinical service. 

Margie and I began this work with a naive (possibly even stupid) idea 
that we could produce a "World Perspective" on aphasia treatment for 
colleagues in the United States. As this book has developed, we have 
changed this stance, thinking that practitioners in other countries might 
benefit from this book as well. Therefore, an American summary chapter 
was added. Richard Peach took on the enormous burden of explaining 
the prevailing American Zeitgeist in a context in which most of the 
book's readers already know that Zeitgeist. He deserves special thanks 
for his difficult contribution. 

We also recognized that there is no way to do a 'World Perspective." 
Some of our authors were not able, for personal reasons, to meet the 
deadlines. Our own horizons were not broad enough to have sampled 
the (even English-fluent) world. 

We solved the first problem by the simple expedient of changing the 
title to 'World Perspectives." But we are more pleased with our alter­
native solution. This book will be followed in a few years by another 
volume, representing countries not included here, such as some Scandi­
navian, South American, and Far-Eastern contributions. 

We had a wonderful time creating this book. We are pleased and 
excited by its contents, and we expect you will be as fascinated by what 
our colleagues around the world are doing as we are. We thank Singular 
Publishing Group, Inc., for agreeing to support this rather unusual pub­
lishing venture. We also thank Pamela Adams for her typing and for her 
good cheer in helping us, and Pelagie Beeson and laura Murray and 
Scott Jackson (bless his compulsive heart) for their careful reading and 
relentless editing of each chapter. Finally, we are ever grateful to our 
international colleagues for making this project a reality. 



We dedicate this volume to those students of 
aphasiology and their patients whose mutual work 
will help us to increase our understanding of 
aphasia, across international boundaries and 
across languages. 



CHAPTER 1 

Therapy for Aphasia 
in Italy 

ANNA BASSO 
Institute for Neurological Clinic 
University of Milan 
Milan, Italy 

The Aphasia Rehabilitation Service of the Neurological Clinic of Milan 
University started on a voluntary basis in 1962. For many years it re­
mained the only Aphasia Rehabilitation Service in Italy, and aphasic pa­
tients living outside Milan had no chance of being rehabilitated. This 
state of affairs persuaded us in the late 1960s to organize specialization 
courses for aphasia therapy, since neurological disorders were not 
taught in logopaedics schools. This, in tum, directly affected the kinds of 
patients who came to the Service. Initially, all of our patients had been 
admitted to the neurological wards, generally because of vascular dis­
ease. However, soon thereafter speech therapists who had attended the 
specialization courses on aphasia therapy began to send us patients for 
counseling and supervision. 

We have now seen 4,500 left-brain-damaged patients, some acute and 
some chronic. Acute patients are inpatients referred to the Aphasia Ser­
vice for diagnosis, and may or may not be aphasic. Chronic patients come 
from various parts of Italy, and all are aphasic. They come either for 
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2 Aphasia Treatment: World Perspectives 

diagnosis or for a decision about whether therapy is in order for them. A 
few patients settle down in Milan for 6 months of rehabilitation. All of 
the patients examined in our Aphasia Service are invited to return. If 
therapy is provided, either directly in our Service or elsewhere, they are 
asked to come back for a reevaluation every 3 to 6 months, depending 
on how far they live from Milan. If they had language disorders, but for 
various reasons had not been enrolled in therapy, they are invited for 
control examinations approximately every 2 years. 

Our experience with this population is the subject of this chapter. 
What I have written does not pretend to be anything other than the ex­
pression of my thoughts at this moment. Therapy for aphasia is relative­
ly new. It started on a large scale basis some 50 years ago, with only ped­
agogic principles for theoretical support. Since then it has incorporated 
new knowledge from various interdependent areas, such as linguistics, 
clinical neuropsychology, and cognitive psychology. What appears cor­
rect in the field of aphasia therapy today will soon be considered out­
dated. Having often written on aphasia therapy, I always find myself re­
jecting what I had asserted only a few years before, and I hope that this 
chapter too will soon be outdated. 

People in the field are currently making an effort to base aphasia 
therapy on scientifically sound procedures, but for the moment it still 
depends heavily on the therapist's expertise. To detail a coherent and ra­
tional therapeutic program is a difficult (perhaps an impossible) task. In 
the absence of a common cultural background, it requires a long and me­
ticulous exposition, which I will try to make dearer and shorter by dis­
cussing some patients we have treated and describing the basis of 
our treatments. 

ASSESSMENT 

Before describing the procedures used in our Aphasia Unit to assess 
whether a patient is aphasic and, if so, to identify his language and other 
neuropsychological impairments, let me consider some practical issues 
related to the selection of suitable candidates for aphasia therapy and 
duration of treatment. I must state beforehand that, from this point of 
view, Italy is a happy island. The Italian National Health Service pays all 
expenses; decisions about who, when, for how long, and so forth, to treat 
are decided entirely by the person prescribing. 

Both data from the literature and practical constraints are taken into 
account in selecting patients for rehabilitation. The effectiveness of apha­
sia therapy has not been established beyond doubt. In general terms it 
never will be, because not all patients benefit from therapy. However, a 
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number of clinical studies have established with reasonable certainty that 
an unselected group of treated patients fares better than an unselected 
group of untreated patients, if the period of aphasia therapy is not too 
short. Unfortunately, we cannot be more precise about which patients 
will benefit from aphasia therapy. Some factors are known to have a neg­
ative effect on prognosis (the most important being severity of aphasia, 
time post-onset, and extent of lesion). The effects of other factors, such as 
age, handedness, and etiology, are less clearly established (see Basso, 
1992, for a review). There are, however, indications that these factors 
have a negative effect only on spontaneous recovery and do not influ­
ence the effects of rehabilitation. Wertz et al. (1986), for instance, did not 
find a negative effect of deferred rehabilitation; and Basso, Capitani, and 
Vignola (1979) found no significant interaction between improvement, 
severity of aphasia, and rehabilitation. Although it is highly probable 
that the joint effects of many negative factors will prevent recovery, we 
are not entitled a priori to exclude a patient from therapy. 

We have seen that therapy can begin a long time post-onset without 
diminishing the chances of recovery. Once it has started, though, how 
long should it be continued? A careful reading of the literature on the ef­
fectiveness of aphasia therapy indicates that when patients are treated 
for rather short periods of time, no difference can be found between 
them and others who received no therapy (Levita, 1978; Sarno, Silver­
man, & Sands, 1970; Vignola, 1964); however, when treatment lasts 
longer, patients fare better (Basso et al., 1979; Hagen, 1973; Marshall, 
Tompkins, & Phillips, 1982; Sarno & Levita, 1981). Thus duration of 
treatment has proved to be a significant factor in recovery (Basso, 1987). 
Therefore, when we engage a patient in the rehabilitation adventure, we 
program a minimum of 6 months of daily therapy. If a control examina­
tion after this period does not disclose any progress, we usually give up. 
When amelioration is evident, we proceed for another 3 months, and 
this is repeated for as long as the patient continues to progress. 

Finally, adequate assessment is necessary before starting rehabilita­
tion. A standard assessment battery must concentrate on language, as 
well as on the cognitive functions that also are frequently impaired in 
aphasic patients (probably for anatomical reasons). We routinely use 
such a battery for all our patients, because approximately 90% of them 
suffer from cerebrovascular disease, mostly in the left hemisphere. Prax­
is, calculation, abstract thinking, and language are all evaluated. Specific­
ally, language is assessed using the Token Test (DeRenzi & Vignola, 
1962) and a standard language examination. All the tests are stan­
dardized, with a cut-off score calculated on normal controls, and they al­
low us to say whether the subject's performance falls within the normal 
range and how impaired he is relative to a control group. 
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The Token Test, probably the most widely used test for evaluation of 
auditory comprehension, discriminates fairly well between patients with 
and without language comprehension disorders. However, comprehen­
sion is not a unitary process, and it can be impaired because of a lexical 
disorder, a syntactic deficit, or even a short-term memory impairment, 
among other things. The Token Test does not identify the cause of the fail­
ure; it simply states whether the patient falls within the normal range. 

Our standard language examination provides an orderly and standard­
ized description of the patient's behavior in gross language functions. It 
is detailed enough to permit classification into one of the classical apha­
sia syndromes that are based on an analysis Qf speech production (fluent 
vs. nonfluent) and on comparison of the patient's behavior in different 
language functions, such as repetition, oral comprehension, naming, 
reading, writing, verbal production, and so on. The selection of the items 
and of the different subtests is not, however, informed by any theory of 
normal language processing, but rather by the observation that lesions in 
different parts of the language area give rise to different patterns of im­
pairment. To take a simple example, lesions in the perisylvian region 
generally cause disruption of repetition with frequent phonetic/pho­
nemic errors; lesions outside this area leave repetition unaltered at the 
phonetic/phonemic level, although paraphasias can occur (Cappa, Cav­
allotti, & Vignolo, 1981). 

For many years treatments have been framed according to the classical 
syndromes (Broca, Wernicke, Conduction, etc.) or to the symptoms 
(naming disorders, jargon, agrammatism, etc.) (see, for example, Albert, 
Goodglass, Helm, Rubens, & Alexander, 1981; Lecours, Lhermitte, & 
Bryans, 1983). Our original routine evaluation was sufficiently detailed 
for such needs, and I still believe that for many severely impaired pa­
tients there is no need for further examination. 

However, the nature of the subjacent disorders responsible for the im­
paired processing was neither looked for nor captured by the sort of eval­
uation based on the classical syndromes. Pretherapeutic assessment might 
have the additional goal of disclosing the possible cause of the impaired 
behavior. This is particularly true if one believes that therapy must be co­
herent with some hypotheses of the nature of the processing deficits. Then, 
patients' disorders should be interpreted by reference to a model of what 
is currently known about the normal language processing system. 

Whenever we consider a patient a possible candidate for therapy and 
he is not too severely impaired, we submit him to the "Screening Battery 
for Aphasia" (Miceli, Laudanna, & Burani, 1991) . Information derived 
from results of the various subtests of the battery can be used for a clini­
cal diagnosis, but because this battery is based on the theories of the or­
ganization of language developed by cognitive neuropsychology, it also 
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allows us to make a first hypothesis about the functional deficit with refer­
ence to normal language processing. This hypothesis should be substanti­
ated, whenever necessary, by more specific and in-depth examinations. 

The battery is divided into four sections. Part One explores the pa­
tient's capacity to process a sublexical phonological, or orthographic in­
put, present.ed either auditorily or visually, and to produce an oral or 
written response to a sub lexical input. Part Two is devoted to the study of 
the lexical-semantic system. This is explored by lexical decision tasks 
with auditory and visual input, transcodification tasks (repetition, read­
ing aloud, writing to dictation, and delayed copying), lexical comprehen­
sion with auditory and visual naming, written and oral confrontation 
naming, and naming to verbal description. 

Part Three explores the processing of grammatical structures. The 
choice of grammatical subtests is not based on theories, as we do not 
have at the moment sufficiently detailed theories of production and 
comprehension of grammatical structures. Practical considerations of 
what happens in aphasic individuals have guided the choice. First, pa­
tients can perform well on a grammatical judgment task but not on 
the comprehension of grammatical structures. Tasks of oral and written 
grammaticality judgment are therefore included. Second, processing of 
grammar can be impaired separately for comprehension and produc­
tion, and separate tasks of comprehension and production of sentences 
are included. Third, in both comprehension and production, all senten­
ces are not equally difficult; active sentences, for instance, are generally 
easier to process than passive sentences. Different types of sentences are 
therefore included. The final section of the battery is devoted to verbal 
memory. However, relationships between language processing and ver-. 
bal memory are unclear, and thus we do not consider the test's results in 
treatment planning, except for very exceptional cases who have a 
highly specific and severe verbal short-term memory impairment. 

None of the tests listed here is designed for rehabilitation planning. 
Their main objective is diagnosis, but this can be more or less precise 
and more or less motivated by a theoretical view of the nature of the dis­
order. A precise and theoretically motivated diagnosis can be a good 
starting point for rehabilitation. The more refined the diagnosis, the more 
precisely therapeutic intervention can be directed toward the function­
al damage. The assessment battery is a first step toward such an end. 

TREATMENT 

Based on the results of these language and neuropsychological tests, we 
recognize two groups of aphasic patients. The first group consists of all 
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patients for whom we have been unable to arrive at a precise diagnosis 
of the specific locus (or loci) of impairment. Most of the patients in this 
group are severely impaired and often present with other neuropsychol­
ogical deficits in addition to aphasia. Some less severely impaired pa­
tients whose deficits are about the same in all language functions also 
belong to this group. The therapeutic approach to these patients is un­
derspecified. We cannot immediately attempt to restore previous lan­
guage abilities because we do not know exactly what language abilities 
are compromised. Therefore, therapy is initially directed toward recov­
ery of functional communication which, in any case, is the goal of thera­
py. Patients with more specific and restricted deficits make up the sec­
ond group. Treatment of these patients is directed toward restoration of 
the impaired abilities. We will briefly expound the underlying princi­
ples for each group, and then describe two treated patients. 

REHABIUTA110N AIMED AT RESTORING COMMUMCA110N 

Patients in this group generally are severely impaired, with equivalent 
impairment in all language modalities. The group, however, is not homo­
geneous; global, Broca, Wernicke, and transcortical sensory aphasics can 
be found in it. In some patients impairment is so severe that test results 
are all nil; for other less severely impaired patients, the communicative 
use of language appears to be the predominant impairment. Common to 
all patients is a severe impairment in functional communication, some­
times more severe than would be expected from their test results. 

As noted earlier, treatment for these patients is determined by our fail­
ure to find the functional loci of impairment rather than by a rational 
choice of what to do. In effect, there is no greater reason to treat, say, the 
lexicon instead of reading, or comprehension instead of confrontation nam­
ing. However, because any successful treatment is supposed to restore 
the communicative function of language, we endeavor to enable the pa­
tient to make the most effective use of whatever language he has. 

Tum-taking 

The most common situation in which language is used to communicate 
is conversation, and the easiest conversation is that which takes place be­
tween two persons. This is the situation in aphasia therapy, and we try to 
turn the rehabilitation session into a conversation. 

In addition to the content of the exchange between listener and speak­
er, a conversation has a formal structure, with turn-taking its main as­
pect. Some patients seem to think the interlocutor is there only to listen; 
others never try to say anything although they are willing to listen. For 
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both types of patients, the first step in aphasia therapy is to re-accustom 
them to being speaker and listener in turn. Even though this may not be 
a simple task, it is usually accomplished rather quickly, and the therapist 
then pays more attention to the content of the exchange. 

Comprehension 

If the patient's comprehension is good and he is willing to interact ver­
bally, even a severe production impairment will not severely disrupt 
communication. The interlocutor does not depend on the patient to in­
troduce a new argument; as long as he is able to shape the questions in 
such a way that the answers do not require much production, as in yes/ 
no questions, the interlocutor can talk with the patient about various 
matters. However, when comprehension is severely disrupted, verbal 
exchanges are not possible. For that reason, we initially pay more atten­
tion to comprehension than to production. 

Classical comprehension exercises generally considered only the lev­
el of impairment. Typically, these started by asking the patient to point to 
one of an array of 4 to 6 semantically unrelated pictures, then to com­
plex pictures, and eventually to understand a narrative. In normal lan­
guage use, however, it is not enough to associate the word cat, for exam­
ple, with the picture of a cat, or The boy is eating with the picture of a boy 
eating. The process of comprehension cannot stop at this point. It is 
equally important to understand the purposes of the speaker. In classical 
aphasia therapy, by asking the patient only to point to the correct pic­
ture, the therapist verified whether he or she was able to understand the 
linguistic content of the sentence, but this is not enough. If a patient is 
able to point to the correct picture when hearing the sentence Dinner is 
ready (among a choice of, say, a woman cooking in the kitchen, a man 
reading the newspaper in a dining room with a partly laid table, a laid ta­
ble with a bowl of steaming spaghetti on it), but does not come and sit 
down on hearing the same sentence at home, he has not understood the 
sentence. In classical aphasia therapy no attention was paid to under­
standing the intent of an utterance or to understanding the inferences 
that generally are drawn by the listener. Much of what a speaker intends 
is, in fact, omitted; it is the hearer's job to reconstruct these intentions 
from what the speaker does say. 

A speaker who says "John is tired" may want to convey more than the 
simple statement that John is tired. For example, he may wish to explain 
that John has gone to bed, or that John is in a bad mood, or that he will 
not go to the party. The hearer must discover what information the 
speaker wants to convey, based on his knowledge of John, the current 
situation, and, more generally, his knowledge of the world. A patient 
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who reads in a newspaper that Mr. X murdered his wife and does not 
make the necessary inference that Mrs. X is dead, has not understood the 
news. In our everyday life, we draw hundreds of inferences each day, 
some necessary and some optional. Inferences can, in fact, be wrong, 
causing a disruption of communication that must then be repaired. 
There are indications that aphasic patients understand indirect speech 
acts pretty well (Green & Boller, 1974; Kadzielawa, Dabrowska, Nowa­
kowska, & Seniow, 1981; Wilcox, Davis, & Leonard, 1978), but I do not 
know of any experimental study on other important aspects of compre­
hension, such as inferences or conversational implications. 

After this brief excursion into the area of pragmatics, let us return to 
the aphasia therapy session. We have a patient with severe aphasia, no 
chance to locate his functional deficits precisely and we have decided to 
concentrate on auditory comprehension in a conversational setting. 
Each day, 5 days a week for months, we must find new topics and create 
conversational situations in which the burden is carried mainly by the 
therapist. This can be achieved with a vivid imagination or with some ex­
ternal support such as pictures or short stories. My personal preference 
is for the short story, which must be read, explained, re-read, and so on, 
to the patient as many times as necessary for the patient to understand 
and remember it. Patient and therapist are now ready to engage in a con­
versation about the content of the story that has become part of the pa­
tient's knowledge. 

The goal of the therapist is to simulate, as far as possible, a real conver­
sation. To do this, he must use whatever means he has at his disposal 
(prosody, facial expressions, gestures, etc.) to enable the patient to un­
derstand his questions. These questions should, of course, be worded in 
such a way as to require much attention from the patient and sometimes 
in a way he cannot understand and thus must ask for repetition. This is 
because the goal of this exercise is to improve comprehension. The an­
swers required, however, must be easy and short, and the therapist 
should behave as if he does not know them. 

Production 

For patients who seem unable to produce language (although speech is 
not impaired) but have relatively preserved comprehension, the main 
goal is to have them speak. The situation may be the same as the one just 
described, but the questions should be shorter and easier. This time, how­
ever, the questions must require varied and heterogeneous answers, 
which initially can consist of a noun, a yes or no, an adverb, or even a ges­
ture, and which become longer and more complex as the patient recovers. 
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Answering a question never is a simple task. One must determine 
what part of the question is already known and what part is new, that is, 
what exactly is asked. Even an apparently simple question like "Has 
Mary gone out?" can be about either who has gone out or what Mary has 
done. Prosody, knowledge of what has been said before, and the actual 
situation disambiguate the question. Second, one must determine the bit 
of information requested, and third, one must answer in such a way that 
the listener comprehends. We must remember to whom we are talking 
and phrase our speech according to what the interlocutor knows or does 
not know. This can be very difficult for aphasic patients, and it is our first 
goal in remediation of production. I once asked an agrammatic patient 
with severe apraxia of speech who spoke very little, using single words, 
how he had spent the previous Sunday. The patient said "Peter." The 
answer was correct, and the patient gave me the information requested, 
since he had spent the day with Peter (his brother) . However, this word­
ing was not very efficient, because I had no idea who Peter was. A more 
informative answer in this case would have been ''brother." 

Summarizing what we have said so far, for some severely aphasic pa­
tients, it is not possible to identify the functional disorder nor is it very 
informative to do so because all language processes appear to be equally 
impaired. For these patients, rehabilitation is focused on restoring effici­
ent use of language, mainly in a conversational setting. Either compre­
hension or production can be the main focus, but the patient is always 
asked to alternately be the listener and speaker. Each da:y the therapist 
must provide a new topic for conversation and weigh his or her inter­
ventions so that the patient must either make an effort to understand, or 
can understand easily but must strive for the correct answer. 

A patient who progresses may reach a stage at which it is possible to 
identify one or two specific disorders that appear to be the most deva­
stating. When this is achieved, the therapeutic approach changes totally. 
It is no longer undifferentiated and directed only toward functional com­
munication. To the contrary, therapy strives to be as specific as the indi­
viduation of the locus(i) of impairment and knowledge about language 
processing allow it to be. 

A Case of Rehabilitation of Production 

MT is a 46-year-old right-handed housewife with 5 years of education. 
She is married, with two children. In 1981 she had a first ischemic attack 
with right hemiparesis from which she recovered in a few days. In May 
1990, she manifested a right-sided weakness and an inability to speak. 
A computed tomography (CT) scan performed on the same day showed 
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multiple ischemic lesions in the periventricular white matter and the 
deep nuclei in both hemispheres. A control CT scan 2 months later 
showed three small left cortical temporal lesions, in addition to the deep 
lesions already mentioned. 

MT was first examined at the Aphasia Service 45 days post-onset. 
Speech was nearly absent; she could name 6 of 20 pictures of common 
objects and repeat and read aloud a few single words, but apraxia of 
speech was clearly present. She could not write spontaneously or to dicta­
tion. She could only trace a few letters and write her surname but not her 
first name. Comprehension for words was good, mildly impaired for sim­
ple sentences, and she scored 16/36 on the Token Test. MT had severe 
oral apraxia (she scored 2/20; cut-off score, 16/20), mild ideomotor 
apraxia (48/72; cut-off score, 53/72), and a severe calculation disorder, 
scoring 18/101 (cut-off score, 74/101). On the Raven's Colored Progres­
sive Matrices (RCPM) (Raven, 1962), she scored 19/36. 

MT left for the summer but returned to attend the Aphasia Service 
regularly at the end of September 1990. The battery performed at that 
time showed that the patient failed all subtests except for the phonemic 
discrimination tasks and the oral and written comprehension of nouns. 
The impairment was about the same in all subtests. Notwithstanding a 
score of 21 out of 36 on the Token Test, the patient never spoke spontan­
eously. Further, she spoke only when urgently requested and even then 
with a great effort unexplained by her mild apraxia of speech. We decid­
ed that our first goal in rehabilitation was to have the patient speak more, 
paying special attention to verbs, which were even rarer than nouns, in a 
confrontation-naming task and in spontaneous speech. We therefore en­
gaged MT in conversations, using a complex picture as a starting point 
but always trying to go beyond what was represented in the picture. If, 
for instance, the picture represented a family lunch, we used it to ask MT 
questions about her family lunch (what time they had lunch, what they 
liked to eat, who cooked, etc.). If the picture represented a train station, 
we used it to ask about her journeys and so on. Very soon we abandoned 
pictures in favor of short stories. MT's responses slowly became easier 
and more varied although she spoke slowly and used very few words. 
Despite her improvement, she reported that she did not speak at home, 
and this was confirmed by her daughter. 

Word-finding difficulties did not seem a sufficient explanation; she 
could correctly name 80-90% of the pictures of nouns and nearly as 
many verbs in a confrontation-naming task. In sentences some verbs 
were omitted and prepositions were occasionally incorrect; but most of 
her sentences were correct, although simple and short. Phonological er­
rors apparently were due only to her low educational level. The impres­
sion was that she could have spoken more and we were at a loss to find 
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out why she did not, despite continuous slow progress in the rehabilita­
tion setting. 

We finally concluded that MT did not speak mainly because she did 
not know what to say. Therefore, we sought a way to help her to clarify 
and sharpen her thoughts so that they could be expressed more easily in 
words. As before, we read a short story with the patient in order to have 
something to talk about, but now we asked MT to form a mental image of 
what was happening in the story. The image had to be as clear and detail­
ed as possible. She could no longer talk about "a man," for example; the 
man had to be a specific man that she could see in her mind in every de­
tail: how tall he was, what he looked like, how he was dressed, and so 
forth. In the beginning, MT had great difficulty comprehending what we 
wanted her to do, but later she started to conjure up progressively more 
detailed scenes, and she could tell us more and more about what was 
happening in her mental picture. Such transposition of a story into a ser­
ies of pictures has another advantage: Events that were not expressed in 
the story must be made explicit in the pictures. One of Aesop's fables, for 
example, concerns a dog with meat in its mouth seeing its fmage in the 
river. Retelling the story, one can say that the dog wanted to s~ize the 
other's dog meat and jumped in the river where, however, it found noth­
ing. One need not consciously realize what happened to the meat in the 
dog's mouth. However, if the patient sees the event, he must see that, 
when the dog opens its mouth to seize the other dog's meat, its own falls 
in the river. A control examination performed in May 1991, after 8 months 
of rehabilitation, showed moderate general amelioration, which was con­
firmed by MT and her relatives. At the same time, it was now possible to 
isolate two areas of more severe damage: Writing (via sub lexical and lex­
ical routines) and grammatical comprehension. Recovery of these func­
tions will be the next goal in rehabilitation. 

A Case of Rehabilitation of Comprehension 

AB is a 56-year-old right-handed male construction worker with 8 years 
of education. Following the rupture of an aneurysm of the left middle ce­
rebral artery he underwent surgery in July 1990. A neurological exami­
nation showed a right hemianopia and severe fluent aphasia. The pa­
tient was first examined at the Aphasia Service in January 1991, when a 
control CT scan was also performed. There was a large cortico-subcorti­
cal fronto-temporo-parietal hypodense area in the left hemisphere with 
enlargement of the left ventricle. The patient appeared depressed. His 
speech was fluent but rather sparse and devoid of meaningful informa­
tion. Although errors (mainly nonwords) were relatively rare, the pa­
tient frequently uttered recurring automatic phrases ("I don't know, 
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what is it?," '1 can't speak"). AB performed poorly on all subtests of the 
assessment battery, with no indication of relatively more preserved or 
more severely damaged areas. He scored 8/36 on the Token Test and 
14/36 on the RCPM. Oral apraxia (13/20) and acalculia (48/101) were 
also present. 

AB's comprehension scores were just above chance level (66% correct 
in the picture-word matching task with two choices, and 57% correct in 
the sentence-picture matching task, also with two choices). However, in 
speaking with him, one had the impression that his comprehension was 
even more severely impaired than would be expected from the test results, 
primarily because he appeared to pay no attention to the interlocutor. 

We decided that AB should listen and recover some useful compre­
hension first. This was attempted by engaging him in simple conversa­
tions, starting with a picture. The therapist tried to make himself under­
stood by using short sentences accompanied by unambiguous prosody, 
facial expressions, and gestures. Most of the time, AB did not seem to have 
the slightest idea what he was being asked. Sometimes, however, he gave 
an answer apparently related to the question. If the answer was correct, 
the therapist explicitly noted that it was the requested answer and re­
phrased the same question, making it clear to the patient that the ques­
tion was the same. This was done for two reasons: To determine whether 
AB's answer was correct only by chance; and because we hoped that re­
phrasing the same question would improve his understanding. If the an­
swer was wrong, this also was demonstrated to AB (sometimes with dif­
ficulty), and the therapist tried to explain his question better. Despite our 
efforts, a control examination 3 months later showed no improvement. 

We felt relatively sure that our failure was due to AB's depression and 
withdrawal rather than the choice of exercises. Rehabilitation continued 
along the same lines but we used short stories instead of pictures, in 
hope of motivating the patient. 

Six months after starting rehabilitation, AB scored 14 on the Token 
Test, and slight amelioration was evident ip. the battery. All of the sub­
tests remained uniformly impaired. At this writing, rehabilitation had 
been interrupted for the summer. 

REHABIUTATION AIMED AT A SPEClFIC IMPAIRMENT 

In the last few years major changes have occurred in neuropsychology, 
especially in the study of aphasia. Semiology of language disorders is 
much more refined, due mainly to the contributions of cognitive neuro­
psychology. Cognitive neuropsychology extends the principles devel­
oped by cognitive psychology to study normal processing to the study of 
brain-damaged patients. This work is based on the assumption that brain 
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damage cannot produce new functions, but causes the loss of some pre­
viously acquired capacities. 

Highly complex and detailed models of normal cognitive functions, 
such as the lexical-semantic model, have been developed. Despite some 
differences, the functional architecture of the lexical-semantic system is 
generally conceptualized as consisting of a set of autonomous, intercon­
nected components. Components involved in the comprehension of 
words are distinct from those involved in the production of words. Mod­
ality of input and output, phonological or graphemic, defines a second 
major distinction between components. These four lexical components 
are interconnected through a semantic system that is the repository of 
the meanings of words. Any of the components of the model can be 
damaged, alone or in combination with others, giving rise to a large num­
ber of different disorders. 

A cognitive model is only a series of hypotheses about the structure 
and the functioning of a mental process. It can serve as a guide for the 
analysis of the patient's language. Identification of the lesion in the cog­
nitive system is more or less difficult according to the structural complex­
ity of the reference model. Integrity of any particular component can only 
be examined indirectly, by observing the patient's performance on dif­
ferent tasks. This is because each component has a certain function and 
will be utilized in all tasks that require that function; further, any one task 
involves many components of the cognitive system. 

To arrive at a correct diagnosis, much attention must be paid to the 
types of errors that the patient makes because they may be highly infor­
mative. A patient described by Miceli and Caramazza (1988), for example, 
made frequent morphological errors in spontaneous sentence produc­
tion and repetition of single words. Careful analysis of his errors showed 
that most of them were substitutions of inflectional affixes. Derivational 
errors were rare. This finding was interpreted by the authors to support 
the thesis that inflectional and derivational processes are represented 
separately in the lexicon. The consequence for rehabilitation is that for 
this patient only the inflectional component must be retrained, not mor­
phology as a whole, as a more superficial analysis would have suggested. 

First, using performance on the battery to diagnose a patient's disor­
der, we consider whether the impairment is in phonology, lexicon, or 
grammar. Rehabilitation will always be directed toward the impaired 
process and not the symptom. We will not treat impaired repetition, for 
instance, but either the phonological input or output, depending on our 
test results. 

At the phonological level, processing of the input phonological stimu­
lus or the phonological output can be investigated separately. Damage to 
the processing of phonological input will affect repetition, writing to dic­
tation, and phonemic discrimination. In the case of damage to phonolo-
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gical output, reading aloud must be impaired in a similar way. An im­
pairment of sublexical phonology or orthography prevents processing 
of nonwords, not a particularly important aspect of communication. 
There may be, however, many reasons for rehabilitation for impairment 
of sub lexical routines. First, severe damage of phonemic discrimination 
disrupts oral verbal comprehension; second, when there is damage to 
the lexicon, reading and writing of regu~ar words (and in Italian most 
words are spelled regularly) can still be performed through the (undam­
aged) sublexical routines; and finally, there is some evidence that lexical 
and sublexical routines interact (Miceli, Giustolisi, & Caramazza, 1991). 

Retraining of sublexical processes is, however, monotonous and re­
petitive, and direct intervention by the therapist is needed only for su­
pervision; drilling can usefully be done at home with someone's help. 

As we have just seen, the lexical-semantic system has a complex struc­
ture, and identification of the functional lesion is not an easy task. Fre­
quently patients have several coexisting deficits. The patient's perform­
ance on all lexical (and sublexical) subtests must be analyzed together 
with reference to a model of normal lexical processing. Analysis of the 
type of errors is helpful, but one must take care to compare errors from 
different tasks. If a patient makes semantic errors in comprehension and 
production, both oral and written, as well as in reading, writing to dicta­
tion, and repetition, damage to the semantic system may well be pres­
ent. However, if sublexical processing is intact, it can be sufficient to par­
tially compensate, resulting in correct repetition, reading; and writing to 
dictation for most Italian words. Lexical semantic errors in transposition 
tasks, therefore, are not necessary for a diagnosis of damage to the se­
mantic system. 

A post-semantic lexical impairment can be restricted to the phonologi­
cal or orthographic lexicon, although in clinical practice it is much more 
common to find similar impairments in oral and written naming. This oc­
curs either for a fortuitous anatomical reason or because of a function­
al relationship. 

It is difficult to summarize rehabilitation of lexical-semantic deficits in 
a few pages because intervention should be specific for each of the num­
erous functional impairments. Therefore, we will describe the rehabilita­
tion of two patients: One with damage to the semantic system and the 
other with damage to the output lexicons. 

As mentioned earlier, Part Three of our assessment battery is of lim­
ited value because of the lack of a detailed model of normal grammatical 
processing. This lack also has direct consequences for rehabilitation. Re­
habilitation of structures longer than single words has not changed 
much, at least in our Service, in part because of this lack of a detailed and 
shared model of normal processing of grammatical structures. More­
over, in Milan, we have not developed any great interest in rehabili-
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tation of grammatical impairments, partly because, strange as it may ap­
pear, clinically agrammatic patients are extremely rare in our series. We 
do try to incorporate in the therapy all the information derived from the 
patient's test results and from other more specific tasks, but I must admit 
that our therapeutic intervention is not as specific as would be desirable. 
However, even thorough investigation of the patient's disorder and applica­
tion of an apparently rational therapeutic method do not guarantee success. 

Two recent studies (Byng, 1988; Jones, 1986) described the treatment 
of three patients who were clinically agrammatic in both speech produc­
tion and comprehension. In all patients a specific difficulty with "thema­
tic roles" (i.e., in the mapping between syntactic roles, subject, object, 
etc., and semantic roles, agent, patient, etc.) was considered the origin of 
their difficulties. Jones' patient was trained to identify different semantic 
roles in sentences of increasing syntactic complexity. Byng taught her 
patients about thematic roles in prepositional phrases. Jones' patient and 
one of Byng's patients improved in speech comprehension and produc­
tion. Byng's first patient showed considerable improvement after only 2 
weeks of therapy specifically devised for this mapping disorder, whereas 
her second patient showed no improvement after 6 weeks of the same 
therapy. After a complete change of the therapeutic regime, the second 
patient also improved. In summary, the same therapy technique which 
worked quite well with one patient was clearly unsuccessful with an­
other who had the same functional impairment, and three different tech­
niques helped recovery in three patients with the same disorder. 

What can we conclude about therapy from this background? I believe 
the major change that has taken place in aphasia therapy in recent years 
lies in the attitude of the therapist, who no longer approaches the patient 
with a pre-established therapeutic program based on the clinical diag­
nosis. We know that groups with the same diagnostic label contain 
highly different patients, and we are much more aware that we have to 
carry out detailed analyses of the patient's performance if we want to un­
derstand the underlying causes of the disorder. However, identification 
of the underlying impairment, while necessary, does not define therapy. 

As for the content of therapy, it has changed more or less for the differ­
ent functional disorders. Rehabilitation of lexical deficits has probably 
taken most advantage of recent research in neuropsychology; rehabilita­
tion of sublexical routines is now more frequently taken into considera­
tion. Finally, rehabilitation of grammatical structures has not changed 
much, at least in our Service. 

A Case of Damage to the Semantic System 

BA is a 42-year-old right-handed draftsman with 13 years of education. 
On September 29, 1988 he was shot during a holdup. The bullet en-
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tered through his right cheek and came out in the left fronto-temporal 
region. BA underwent surgery on the same day and remained comatose 
for 10 days. A neurological examination 2 weeks later disclosed a con­
fusional state, with right hemiparesis, blindness of the left eye due to 
retinal hemorrhage, and severe fluent aphasia. A CT scan performed in 
April 1989, 7 months after the shooting, showed three lesions in the left 
hemisphere: fronto-temporal, lenticular, and occipital parasagittal; a 
small bone fragment was visible in the right thalamus. 

In May 1989, BA's speech therapist referred him to our Service for ad­
vice. The patient's speech was fluent and abundant, with rare content 
words and little communicative value. Repetition and reading aloud 
were correct for nonwords, words, and sentences, and writing to dicta­
tion was generally correct, with only occasional errors. BA could name 8 
of 20 pictures despite severe perseverations (he correctly named an en­
velope, for instance, and then went on saying "envelope" for the subse­
quent 7 pictures) but, strangely, could point only to 4 of the same 20 pic­
tures. The same was true for written confrontation naming (7 of 20 
correct) and written word-picture matching (5 of 20 correct) . He could 
perform oral and written simple commands and scored 10/36 on the 
Token Test. He had no apraxia and he scored 24/36 on the RCPM. In the 
written calculation test he scored 42/101. 

Semantic processing ability was examined further. The patient was 
asked to name and point to 10 objects in each of six semantic categories: 
animals, musical instruments, fruits and vegetables, objects, body parts, 
and means of transportation. All categories were severely impaired ex­
cept for the body parts (he correctly named all1 0 pictures and pointed to 
7). In three categories (means of transportation, objects, and body parts) 
naming was better than pointing. He was also shown 20 pictures of real 
and 20 of nonexistent animals and 20 pictures of real and 20 of nonexist­
ent objects and was asked to differentiate between real and unreal ani­
mals and objects. He correctly sorted 36 animals and 26 objects, reject­
ing 11 real objects. BA was also asked to say for the animals and objects 
whether or not a series of perceptual and functional characteristics were 
real, but the test could not be administer~d because BA reported that he 
had no idea of what the words meant. When asked to draw an object 
from memory he usually refused, saying that he did not know what it 
was. The rare times when he acknowledged that he knew the object, his 
drawings were unrecognizable. BA could copy a model - he had no con­
structional apraxia - but immediately afterward he could not reproduce 
it if it was no longer in sight. (Remember that BA was a draftsman.) 

From our analysis we concluded that sublexical routines were grossly 
spared as were grammatical structures. His main deficit was semantic­
lexical. The patient could not correctly point to or name pictures, pro-
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ducing semantic errors and frequent perseverations. In drawing, too, he 
sometimes drew a semantically related object or perseverated on previ­
ously presented objects. In judging whether objects were real or unreal, 
he made frequent errors and a semantic category effect was present (the 
category of body parts was selectively preserved). We concluded that the 
main deficit was damage to the semantic system and decided that ther­
apy should be directed toward its restoration. The main obstacle to any 
therapy was the fact that perseverations disrupted all behavior; he perse­
verated in naming, pointing, drawing, demonstrating objects' use, and so 
on. Even when the task was changed for a short time, on returning to the 
previous task he resumed his perseveration. 

The therapy was performed in his hometown and consisted of catego­
rization tasks and odd-one-out tasks. BA was presented 73 with pictures 
from two semantic categories, drawn from the categories of clothing, 
toys, jewelry, food, animals, and furniture, and asked first to show how 
an object was handled and used and then to put it in the correct cate­
gory (one item from each category was in front of the subject). BA could 
sometimes correctly mime the use of an object, but more often he could 
not or he perseverated on a previous gesture. Even when he correctly 
demonstrated the use of the object, he was totally inconsistent in catego­
rization, the only exception being jewelry. In the odd-one-out task, BA 
was given five pictures, four of which belonged to the same semantic cat­
egory. Again he could not sort the odd one out. 

After 5 months of rehabilitation, in November 1989, no hint of recov­
ery was evident, and rehabilitation was interrupted. In April 1990, BA 
again came to our Aphasia Service for advice. He perseverated a bit less 
and could correctly point to 42 of 72 pictures and name 24 of 70. The to­
tal number of correct responses was approximately the same from day to 
day, but he was inconsistent about which pictures he could correctly 
name or point to, and often appeared puzzled about his own answers. At 
that time a series of tests was performed using the same 56 objects: of 
these he could name 24, spell23, and recognizably draw 18. He never fail­
ed in repeating and reading, but he misspelled two of the words writ­
ten to dictation. 

We decided to take a second chance, and rehabilitation was resumed. 
Our main goal was still recovery of the semantic system, but this time we 
decided not to work on semantic fields in general but to concentrate on 
single concepts, one at a time, asking the patient to draw objects. An ob­
ject was first shown to him and he was asked to copy it; every part of the 
object was discussed to make clear why it should be as it was. The handle 
of the hammer, for instance, is used to hold it; the blunt end of the head 
to beat nails, and the flat end to pull nails out. The category of tools was 
chosen first and BA started to draw a hammer. It took approximately a 
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month before BA could reliably draw a hammer without seeing it. From 
May 1990 to April 1991, work was done in three categories: tools, kit­
chen implements, and clothing. 

A control examination performed in September 1991 disclosed gener­
al improvement. The first important result was a drastic reduction of per­
severation in all behavior; he also was more consistent and more confi­
dent in his answers. Results on the battery confirmed good phonological 
processing (all the scores were in the normal range) and moderate-to-se­
vere lexical damage. In a lexical decision task, he made errors on 8 of the 
80 items and could name 23 of 30 nouns and 21 of 28 verbs. Written 
naming was better preserved than oral naming (22122 nouns and 18/22 
verbs). Because lexical comprehension had improved, the errors in 
grammatical comprehension tasks could be safely attributed to a deficit 
in grammatical processing. In an auditory grammaticality judgment task, 
BA scored 12 out of 48, and 11 of 24 in a written form, rejecting nearly all 
the correct sentences; in a sentence-picture matching task with two 
choices he scored 55 of 60. 

Rehabilitation is being continued without much change. Grammar will 
be considered after the lexical-semantic impairment is further reduced. 

A Case of Damage to the Output Lexicons 

GH, a 46-year-old right-handed university professor of biochemistry, was 
admitted to a hospital in April 1990 for a prolonged myocardial ischemic 
crisis. In the following days right hemiparesis and aphasia appeared. A 
CT scan showed an ischemic hypodense area in the left temporo-parietal 
region with a hemorrhagic hyperdense zone inside. The right hemipare­
sis resolved in the following days; the aphasia persisted unchanged. The 
patient was examined at the Aphasia Service 40 days post-onset. His 
speech was fluent, but GH only produced a few comments that were ade­
quate ("this is new," '1 don't know," "one two three," '1 can't," "this is 
this"). He never produced a content word but was able to make himself 
understood through the intelligent use of gestures, mimes, and so forth. 
He could correctly point to some pictures given the word, but looked 
amazed and did not understand what to do when confronted by the to­
kens of the Token Test. However, comprehension outside the test situa­
tion was good unless the interlocutor used a content word that sounded 
totally incomprehensible to the patient. In a picture-word matching task, 
he could correctly point to 10 of 20 pictures, but in 10 cases he was totally 
unable to grasp the meaning of the word. He could not repeat, read aloud, 
or write anything but his signature. Oral apraxia (10/20) and acalculia 
(24/101) were also present. On the RCPM he scored 32/36. 

Rehabilitation with the following goals was immediately started: To 
have GH understand as many content words as possible and to restore 
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repetition, since, despite GH's efforts, all attempts to repeat even a CV 
syllable failed. We considered repetition important because the patient 
never produced a content word on any occasion, and we had no means to 
help him because repetition and reading aloud were totally absent. 

Three months later he could repeat, read, and spell some syllables and 
a few, very easy words, and he scored 10/36 on the Token Test. Output 
phonology was severely impaired. At the lexical level, oral lexical deci­
sion and oral and visual comprehension tasks were nearly in the normal 
range; all transposition tasks, except for delayed coping, were very se­
verely impaired. GH could name to confrontation only 3 of 30 nouns 
and no actions and he gave 4 correct responses of a possible 22 nouns 
and named 1 of 29 actions in a written naming-to-confrontation task. Au­
ditory grammatical judgments and grammatical comprehension were 
only mildly impaired. However, GH correctly understood only 1 of 45 
written sentences. GH could easily draw from memory and frequently 
used drawing and correct circumlocutions to circumvent his word-find­
ing difficulties. 

Based on these results, post-semantic damage to the output lexicons 
seemed highly probable. Reading and writing lexical and sublexical rou­
tines also appeared to be severely damaged. We decided to work on the 
output lexicons and asked GH to work on phonology at home. GH's son 
was asked to have the patient repeat, write, and read simple CV syllables 
for 1 to 2 hours per day. As this task became easier, CVCV nonwords 
could be utilized. In confrontation naming, it was now becoming evi­
dent that damage to the phonological and graphemic output lexicons 
were totally independent. GH could sometimes correctly name a picture 
but was totally unable to write it; more frequently he could write (al­
though sometimes some of the letters were missing) the name of the pic­
ture but this never helped him to say the word. As written naming was 
slightly less impaired and the patient could sometimes write the first let­
ter(s), we concentrated on written naming-to-confrontation. Frequent 
and orthographically easy words were chosen, and GH was given as 
much time as he felt necessary to write the word. When he did not suc­
ceed or the word was incomplete, the therapist wrote the word letter-by­
letter, leaving enough time for the patient to complete the word after 
each letter. When the word was correctly spelled, the therapist asked GH 
to repeat it, but he was frequently unsuccessful. However, as sublexical 
reading improved, he could with effort read some of the words he had 
correctly spelled. 

In addition to daily rehabilitation, from December 1990 to March 
1991, GH underwent a series of tests specifically designed to investigate 
the functional locus of his word-finding difficulties and the factors that 
influenced his naming. Results indicated that GH was impaired in nam­
ing nouns and actions independent of modality of input (visual, tactile, 
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definition) or output (oral or written). Low frequency words were more 
impaired than high frequency words. There was no hint of any damage 
to the semantic system as GH performed correctly and without hesita­
tion all tasks that evaluated processing by the semantic system (verifying 
categorical relation, discrimination between real and unreal animals and 
objects, completing drawings of animals and objects, choosing the cor­
rect attribute, etc.). 

Rehabilitation continued along the same lines, and in July 1991 a final 
control examination was performed. As expected, major gains were evi­
dent in repeating, reading and writing nonwords, and in oral and written 
naming, although naming of actions was still moderately impaired. GH 
could, in fact, now name 27 of 30 pictures of nouns and 20 of 28 of verbs 
orally, and 21 of 22 written nouns and 16 of 22 written verbs. A very mild 
grammatical impairment was still present; in a 48-item grammaticality­
judgment task, he made 3 errors and in a 60-item sentence-comprehen­
sion task, 4 errors; 3 involved reversible sentences and 1 was a morpho­
logical error. However, except for a series of adequate sentences that he 
produces easily, it is still always an effort for GH to find a specific word 
or to read or write. He always begins by saying that he does not know the 
word; if the interlocutor insists, he generally eventually mmes up with 
the correct word. 

Therapy continues with two goals: To restore the output lexicons and 
to make GH's use of sublexical routines for reading, writing, and repeat­
ing easier and more automatic. 

CONCLUSIONS 

Did aphasia therapy help our patients? It is a difficult question, but we 
can venture some opinions. 

MT started rehabilitation 4 months post-onset with moderate-to-se­
vere impairment of all language functions and severe reduction of spon­
taneous language. After 8 months of daily therapy, she had better scores 
on all subtests and reported speaking more at home. Rehabilitation had 
no effect in the first 3 months and only after she was taught to "see" 
events in her mind did she start getting better. At this point it was pos­
sible to identify two areas of major impairment: Grammatical compre­
hension and sublexical and lexical writing. I am confident that whatever 
results were obtained are due to therapeutic intervention, but they are of 
little value to the patient unless we overcome her reluctance to speak. 

AB started rehabilitation 5 months post-onset and had therapy daily 
for 6 months. In his case, too, it was not possible to detect a specific area 
for intervention, because like MT, he presented with an across-the-board 
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impairment, although he was more severely impaired. In his case, reha­
bilitation has been a nearly total failure. His major improvement has 
been in the Token Test (from 8 to 14/36), but no changes are evident in 
his language behavior in daily life. 

Things were more complicated for BA. After 5 months of apparently 
useless aphasia treatment, therapy was changed, and some very slow re­
covery became apparent. After such a delayed and slow start, however, 
recovery now seems to be proceeding slightly faster, and it is a reason­
able guess that recovery is due to treatment. 

Finally, GH is something like a miracle. He started rehabilitation 11/z 
months post-onset and has been treated daily for 15 months, with a 2-
month break during the summer. His gains are astonishing. When he 
started he could say a few words, such as '1 do not know" or "this is 
new," and understand very few commonly used nouns, but otherwise 
language was totally abolished. He can now read, write, and follow a 
conversation, although nothing is accomplished easily. He reads and 
writes using a letter-by-letter strategy, and finding a content word al­
ways takes some time. However, one must be cautious about conclud­
ing that GH's recovery is due to therapy. He started therapy soon after 
onset, when he was still in the spontaneous recovery period, and above 
all, he is a very intelligent and motivated person who is able to take ad­
vantage of any clue. For example, he was once asked to find the names of 
means of water transportation. Most of them are compound words made 
up of something like water, engine, wings, hull, and so forth. By reason­
ing, GH first found these words and then tried different combinations 
looking for something that sounded right. I am personally convinced 
that rehabilitation has helped GH, if in no other way than accelerating 
recovery. (He would not have worked on sublexical routines had we not 
asked him to, for example.) However, I do not dare to say what is due to 
aphasia therapy, to spontaneous recovery, or specifically to GH's intelli­
gence and perseverance. 

Finally, for patients MT and AB we started rehabilitation without hav­
ing a clear idea of the nature of the disorder. For BA and GH, on the con­
trary, we were convinced that we had localized the disorder and that we 
had devised appropriate therapeutic strategies. However, results for BA 
and GH, for whom we had a specific hypothesis about treatment, have 
not been markedly different from results for MT and AB who were treat­
ed in a global way. Unfortunately, even when we can be confident that 
we have correctly localized the functional lesion in a patient (and few 
people would deny that this is the only sound basis for guiding thera­
peutic intervention), we still are at a loss about what to do. Identification 
of the functional damage specifies what not to do (e.g., it would be use­
less to do exercises for something that is not damaged), and the more 
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precise the identification the larger the number of things that are pre­
sumably useless. Even precise identification of the deficit does not tell us 
what to do. This is because we do not have a theory of rehabilitation that 
specifies the modification that a damaged system undergoes as a func­
tion of the different types of exercises that a patient is requested to do. 

All we can say is that therapy cannot ignore possible guidance from 
theory, but at the same time it cannot wait for it, since patients have a 
right to rehabilitation. 
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CHAPTER 2 

Aphasia Therapy in 
South Africa: 
Some Pragmatic and 
Personal Perspectives 

CLAIRE PENN 
Department of Speech and Audiology 
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Johannesburg, South Africa 

This chapter provides a perspective on aphasia therapy that is centered 
on the pragmatic approach. It is based on my own personal beliefs about 
aphasia and on my growing impatience with the fact that many assess­
ment procedures prove an end-point rather than a beginning point for 
therapy. Much of this frustration may stem from the context in which I 
have worked since graduation and the type of patient population that I 
have had to assess and treat. The South African aphasic population is a 
unique one from many perspectives, and it has become clear to me that 
to be accountable in this context, some changes of directions are essen­
tial. In this chapter I discuss certain of these changes, making reference 
to a few of the specific challenges, both theoretical and practical, and to 
their potential solution. 

25 
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APHASIA IN SOUTH AFRICA 

Certain characteristics of the South African aphasic population may be 
identified as unique. These characteristics present challenges to the clini­
cian and researcher and make it difficult or inappropriate to adapt the 
more Western-style and traditional approaches to aphasia work that we 
are trained in and familiar with. 

The first characteristic is multilingualism. The majority of aphasic 
patients in South Africa are multilingual or bilingual. Varying through­
out the country, the number of languages acquired by an individual is 
dependent on social, economic, and geographic circumstance. Nine 
African languages have been raised to literary and educational status, 
although many more exist informally (lanham, 1978; Wilkes, 1978). In 
addition, the educative norm for most South Africans has until now 
required the coordinate acquisition of the official languages of the 
country, English and Afrikaans. Proficiency in these languages largely 
defines success in further education and employment. 1 The complexity 
of the situation is compounded by the fact that most speech-language 
pathologists are English- or Afrikaans-speaking with little or no com­
petence in African languages. Thus, most aphasic patients, while bilin­
gual, are tested in their second or third languages. Further, despite 
several informal attempts (e.g., Epstein, 1976; Semela, 1978; Tughen­
daft, 1972), no properly standardized versions of tests have been devel­
oped for local aphasic patients. Probably of more importance is the 
fact that aphasia tests are not culture-free. Even for English-speak­
ing aphasic patients, many of the items on tests cuHently in use are 
not appropriate. 

The next group of problems lies with the facilities available for the 
treatment of aphasia. Despite the fact that in South Africa the incidence 
rates for most disorders that result in aphasia are among the nighest in 
the world, facilities for treatment and rehabilitation are very inadequate 
(Fritz & Penn, 1992). Time spent in an acute care hospital is much 
shorter than in other countries. In addition, almost no rehabilitation hos­
pitals or facilities are available to patients following discharge. In the 
hospital setting, few patients, except in urban areas, have access to a 
range of rehabilitative therapies. Because there are so few filled posts 
(particularly in rural settings), it is rare that aphasic patients in any set­
ting other than an urban one are seen by a speech-language therapist. 
Finally, unrealistic medical insurance limits exacerbate the problem, 
with the result that most patients cannot afford private treatment af­
ter discharge. 

1 For a detailed and current perspective on the complexities of language and language 
change in Southern Africa, the reader is referred to Herbert (1992) . 
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Certain sociopolitical factors also have had a substantial impact on 
aphasia rehabilitation. Due to a long history of inequality and educa­
tional disadvantage, the majority of aphasic patients in South Africa are 
further disadvantaged in relation to receiving treatment by a lack of 
transportation and income. Many patients reside far from available facili­
ties. Many patients are poorly educated, often functionally illiterate or 
barely literate, making the application of formal testing inappropriate. 
Finally, high levels of unemployment and the breakup of traditional 
family structure make for a mobile and inaccessible aphasic population. 

The aphasia clinician working in a large hospital normally can expect 
to see a patient only during the acute phase. After discharge, unless the 
patient lives near the hospital or clinic and is mobile, it is unlikely that 
there will be follow up. The burden of rehabilitation thus often falls on 
the caregivers and those working in the community. 

For these reasons, as an aphasia clinician, I have been both challenged 
and frustrated in this complex land. The field of pragmatics has provided 
some solutions to some of these challenges. 

PRAGMATICS 

What exactly is meant by a pragmatic way of characterizing and treat­
ing aphasia? During the last decade, pragmatic language models have 
had a profound effect on our thinking about adult language disorders. 
In effect, the development of the field of pragmatics has reflected a 
shift away from structural models toward models with a more func­
tional perspective. In considering these effects, I will first provide a 
definition and some theoretical underpinnings to the topic and then 
discuss some lines of current pragmatic research in aphasia. On the 
clinical side, I will attempt to show how a pragmatic perspective en­
hances our clinical approaches to patients, while simultaneously pro­
viding insight into the nature of the underlying linguistic and cogni­
tive deficits. 

DEFIMTION 

The main goal of pragmatic language models is to characterize commu­
nicative competence. In general, this reflects complex interrelationships 
among three types of knowledge (see Figure 2-1), all of which become 
necessary prerequisites for appropriate communication in context: 

1. Knowledge of language and its structure. This includes knowl­
edge about phonology, syntax, and semantics and their 
interrelationships. 
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Neurological Basis 

Prerequisites for Pragmatic Competence 

Figure 2-1. Prerequisites for Pragmatic Competence 

2. Knowledge of the world, that is, knowledge about objects, events, 
and relations among objects, events, and actions. This is the cog­
nitive domain and includes what Gallagher (1990) refers to as 
presuppositional knowledge, or the ability to make appropriate 
judgments about the form an utterance must take to communi­
cate the speaker's intent adequately. 

3. Social knowledge, that is, knowledge of the discourse rules gov­
erning conversation in the speaker's society. This view was high­
lighted beautifully by the late Carol Prutting (1982), who wrote 
with clarity and vision about the field. 

I think that aphasiologists, possibly more than any other group, have 
welcomed the shift in direction from structural to functional with open 
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arms. A pragmatic viewpoint tends to be compatible with their intui­
tions about the nature of aphasia and its crippling social consequences, 
as well as with the acknowledged often limited success of traditional 
structural aphasia therapy methods. 

Briefly, the effect of this revision of approach has been to change 
many aspects of our management of patients. Not only have our assess­
ment activities changed, but also our analysis methods, our goals of 
intervention, and our tasks, agents, and contexts of intervention. An 
examination of language in context demanded a move toward the elicita­
tion and analysis of discourse. We have seen the development of a vari­
ety of pragmatic tools ranging from taxonomies to more formal tests 
such as Communicative Activities in Daily Living (CADL) (Holland, 1980) 
and more recently the Amsterdam Nijmegan Everyday Language Test 
(ANELT) (Blomert, 1990) and the Communicative Effectiveness Index 
(CETI) developed in Canada by Lomas et al. (1989). Similarly, a variety 
of new therapy techniques such as the PACE method of Davis and Wil­
cox (1985) and Holland's Conversational Coaching method (Holland, 
1990) have emerged. Particularly for patients at either end of the severity 
continuum, pragmatic therapy approaches have provided the therapist 
with a number of useful options. 

It seems surprising then that some reservations are now being ex­
pressed about the field. What are these reservations and how do we 
explain them? The first problem seems to be related to a lack of clarity 
with regard to the central constructs of pragmatics. For example, the very 
definition of the term "context" has been an issue of endless debate. In 
part because the field of pragmatics has such a mixed academic heritage, 
there is a terminological confusion and profusion which tends to fright­
en even the most avid researcher. This relates to the second point com­
mented on by authors such as McTear (1985}, who noted a lack of theo­
retical cohesiveness in the area. This lack is evident, for example, in 
disagreement as to the role of speech act theory and the relative inde­
pendence of the pragmatic level of language from the other levels. Third, 
there has been increasing acknowledgment of the infinite complexity 
inherent in a description of language in context. Hence, surprisingly few 
published assessment protocols have emerged, relative to the number of 
years that pragmatic aspects of aphasia have been studied. 

In response to these concerns, there appears to have been a resur­
gence of interest in more modular syntactic models of language, such 
as the government-binding theory of language discussed by Connell 
(1987) and Leonard and Loeb (1988). 

I would suggest that the reason for these reservations may be that 
people have not effectively embraced the linguistic component in their 
definitions of pragmatics. Despite the fact that there may be a seemingly 
infinite extralinguistic side to pragmatics, there is undoubtedly a strongly 



30 Aphasia Treatment: World Perspectives 

structural component as well. I do not believe that it is necessary to 
abandon the framework altogether; rather an expansion of framework 
seems necessary to alleviate some of this unease. 

ASSESSMENT 

THE PROFILE OF COMMUNICATIVE APPROPRIATENESS 

Viewing pragmatics as I do, as having both linguistic and extralinguistic 
characteristics, and dissatisfied with the sensitivity of traditional tests 
and purely syntactic measures, I devised a profile which attempts to 
formalize our intuitions about the communicative abilities of aphasic 
patients. This protocol focuses on aspects of aphasia that are not high­
lighted by traditional testing or by analysis of structural language alone. 
The protocol, the Profile of Communicative Appropriateness (PCA), is 
illustrated in Figure 2-2, and comprises six scales described in detail 
elsewhere (Penn, 1983a; Penn, 1988). 

Scale A: Response to Interlocutor 

This scale is concerned with the interactional component of conversa­
tion in that it measures the appropriateness of the patient's response to 
the interlocutor's input. It thus indirectly examines the patient's com­
prehension and knowledge of the turn-taking or cooperative aspect 
of conversation. 

Scale B: Control of Semantic Content 

This is basically a measure of semantic coherence. It is concerned with 
the linking together and organization of content units in the text. The 
categories for analysis of this component will depend on the task at 
hand. For example, in narrative structure, there is a well-defined set 
of rules for coherence, whereas in spontaneous discourse, there is 
another set of rules. Coherence is a reflection of knowledge about the 
world as well as the cognitive side of language. What is ignored in some 
of the published studies is that there is a strong linguistic overtone to this 
notion of coherence. For example, take the notion of successive verbs 
(i.e., verbs that are related in meaning to the previous verb) . Contrast 
these two sentence pairs: 

Bill punched George. 

Bill punched George. 

George called the doctor. 

George liked the doctor. 
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Figure 2-2. The Profile of Communicative Appropriateness 



32 Aphasia Treatment: World Perspectives 

Much more inference is required in the second pair of sentences than 
in the first pair. Our knowledge of the inter-sentence features of verbs 
makes it easy for us to link the first two and to recognize them as being 
linked. This example demonstrates that there is a direct correlation be­
tween linguistic .features and pragmatic features. For example, Sinoff (1992) 
found that factoring out linguistic elements that correlated with overall 
ratings of coherence in the narratives of a large group of adolescent chil­
dren isolated successive verbs and their use as one of the most powerful 
predictors of coherence. 

Scale C: Cohesion 

Cohesion refers to the way in which sentences are linked within dis­
course via a variety of syntactic or lexical devices. This includes aspects 
such as reference, substitution, ellipsis, and conjunction. All of these 
aspects have been discussed at length by authors such as Halliday and 
Hasan (1976). 

Scale D: Fluency 

Although fluency is a term frequently used to describe and differenti­
ate aphasic expressive output, it is often so loosely defined that it is of 
limited usefulness. When I refer to fluency in a pragmatic context, I refer 
to a broad definition, which incorporates temporal and sequential as­
pects of speech and includes factors such as pauses, repetitions, and 
interruptions. These elements have been found to relate closely to cogni­
tive and linguistic factors in both normal and pathological language and 
provide a useful window into the patency of the communicative system 
(Penn, 1983b). 

Scale E: Sociolinguistic Sensitivity 

This scale measures the speaker's awareness of and sensitivity to the 
contextual features of his utterance and his ability to modify his message 
in terms of this context. Some of the manifestations of sociolinguistic 
sensitivity are listed here and include, for example, the phenomenon of 
self-correction - a strong prognostic indicator in aphasia. 

Scale F: Nonverbal Communication 

The area of nonverbal communication is divided into its vocal aspects 
and nonverbal aspects. Nonverbal communication has been fairly well 
researched, and a number of suitable taxonomies exist. 
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These six scales were the basis of my research concerning the interac­
tive conversational discourse of aphasic patients. Their abilities were 
rated on a five-point scale of appropriateness and compared with their 
performance on standard tests of aphasia and on a structural syntactic 
analysis. Before discussing the results, it might be useful to consider 
research evidence from that which supports the validity of these divi­
sions of the Profile of Communicative Appropriateness (PCA). 

RESEARCH EVIDENCE 

Table 2-1 attempts to draw together research evidence concerning levels 
of pragmatic competence in aphasia. As Table 2-1 indicates, some pub­
lished evidence exists for noting relative retention of certain communi­
cative competencies in aphasia. For example, in terms of the behaviors 
measured on Scale A many studies have noted a relatively well pre­
served response to the interlocutor and an ability to participate in 
the conversation. 

Similarly for Scale B, the main content units in narrative tasks seem to 
be retained. The same can be said for Scales E and F where research evi­
dence suggests strengths in these areas which reflect a sensitivity to con­
textual features, as well as an ability to adapt and compensate for com­
munication difficulties. However, for Scales C and 0, which rely very 
strongly on linguistic factors for their realization, aphasic patients have 
been judged to be less appropriate. 

These observations were confirmed with a group of 18 aphasic pa­
tients of differing severity and type. A cluster analysis of their pragmatic 
profiles revealed a grouping that did not correlate with their structural 
language performance, nor with type of aphasia, but did correlate overall 
with severity (Penn, 1987). 

This group of patients demonstrated separate cluster outcomes for 
each of the six scales. This confirms that, in some areas, pragmatic com­
petence is relatively well preserved in the majority of aphasia patients. 
Specifically, these patients preserve the ability to communicate as 
measured by those skills which do not require linguistic fine-tuning. 
Scales A, E, and F and certain elements of Scale B are well preserved, re­
flecting relatively intact cognitive and social skills. Elements that are 
highly dependent on the linguistic component of the message are more 
likely to be judged inappropriate. 

Some support for the linking of these constructs was found statis­
tically when performance of the patients was correlated on the Scales. 
For example, Scales A and B and Scales A and E correlated highly, sug­
gesting not only an element of overlap but also a possible common 
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Table 2-1. Research evidence for abilities of aphasic patients on scales of the 
Profile of Communicative Appropriateness 

Scale 

A: Response to 
Interlocutor 

B: Control of 
Semantic Content 

C: Cohesion 

D: Fluency 

E: Sociolinguistic 
Sensitivity 

F: Nonverbal 
Communication 

Aspects 

Turn-taking well preserved 
Good comprehension of 

stated main ideas 
Near normal repertoire of 

speech acts 
Able to benefit from prior 

contextual narratives 

Overall preservation of 
narrative structure 

Main content units retained 

Problems with reference 
Conjunction errors 
Errors in tense use and 

ellipses 

Lexical retrieval strategies 
involving temporal delay 

Well preserved social 
conventions 

Ability to repair 
conversational failure 

Able to demonstrate 
difficulty in understanding 

Responsive to feedback 
Compensatory stereotypes 

Well retained co-verbal 
behavior 

Able to substitute nonverbal 
for verbal behavior 

Able to indicate range of 
needs and emotions 
through varied speed and 
pitch 

Supporting Research 

Brookshire & Nicholas 
(1984); Schienberg & 
Holland (1980); Silvast 
(1990); Klippi (1990). 

Ulatowska et al. (1981); 
Armus et al. (1989); 
Yorkston & Beukelmann 
(1980); Ernest-Baron et 
al. (1987); Hough & 
Pierce (1989) . 

Berko-Gleason et al. 
(1980); Armstrong 
(1991); Chapman & 
Ulatowska (1989) . 

Brown & Cullinan 
(1981); Penn (1983). 

Busch et al. (1988); 
Panzeri et al. (1987); 
Whitney & Goldstein 
(1989). 

Glosser et al. (1986); 
Behrmann & Penn 
(1984); Katz et al. 
(1988); Hermann et al. 
(1988, 1989); Ahlsen 
(1991). 
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underlying basis, that of relatively intact cognitive processes in aphasia, 
despite linguistic deficits. 

Although text management depends on both cognitive and linguistic 
competence, it nevertheless becomes clear that the reasons for breakdown 
of text are different in purely aphasic patients than in persons with more 
widespread brain damage. In the former, identifiable and predictable 
breakdown occurs linked to lexical and syntactic factors. A wide variety of 
compensatory strategies may be developed to overcome these deficits. By 
and large, we agree with Weisenberg and McBride (1935, as cited in 
Schuell, Jenkins, & Jiminez-Pabon, 1964) who declared: 

The typical aphasic patient is a sensible fellow who is able to cope with the 
routine of everyday life in so far as it does not involve language. (p. 43) 

By definition, the lesion in the aphasic patient tends to be more local­
ized to the language areas, whereas the lesion in closed head injury, for 
example, is much more widespread, often tending to focus in the frontal 
lobe. When there is frontal involvement in aphasic patients, we can ex­
pect a different pragmatic profile. We see this in older aphasic patients 
and in patients with proven frontal lobe lesions (Glosser, Wiener, & 
Kaplan, 1990; Kascmarek, 1984). Higher order cognitive processes which 
are disrupted with lesions in frontal and prefrontal regions include fo­
cusing sustained attention, fluency and flexibility for novel responses, 
and planning and execution of sequential goal-directed activities. All of 
these are very important components of adequate pragmatic compe­
tence, a point I return to later. 

THERAPY IMPUCATIONS 

The framework of analysis just described has informed my approach to 
therapy with the aphasic patient. To illustrate this point, I will present 
two case studies, which illustrate some of the important aspects of what I 
have alluded to above: 

1. The linguistic, social, and cognitive sides that characterize prag­
matic assessment and therapy. 

2. The flexibility of the pragmatic approach, particularly in a cross­
cultural context of assessment and remediation. 

3. Its relevance, particularly for the mildly aphasic patient, to the 
social and employment context of the patient. 

4. The mutual roles of therapist and patient in devising the tasks, 
materials, and procedures of therapy. 
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5. The value of discourse as a method of analysis and a basis 
for therapy. 

CASE A: CROSS-UNGUISTIC DISCOURSE THERAPY 

BACKGROUND 

The first case was a multilingual aphasic patient, who was 38 years of 
age. He was premorbidly right-handed and was a defense attorney with 
19 years of formal education. In 1986, he suffered a left-sided posterior 
embolic thrombosis. A computed tomography (CT) scan revealed a low 
density lesion in the left posterior parietal region. In May 1989, 9 months 
prior to testing, during a court case, TG reported a sudden loss of 
expressive and receptive ability in Afrikaans and some impairment in 
receptive function in his other languages. A small embolic thrombosis to 
the same area of the brain as before was diagnosed. He was seen for a 
period of speech and language therapy, during which time formal non­
standard and standard testing was conducted. At the time of intake, he 
had a mild aphasia with relatively intact receptive abilities, fluent output, 
and marked word-finding difficulty. 

The language history of this patient is particularly interesting. He 
knew and used no fewer than 10 languages in various contexts, namely: 
Ndebele, Pedi, Zulu, English, Afrikaans, South Sotho, Siswati, Tswana, 
Tsonga, and Xhosa. He was born of Ndebele-speaking parents who were 
both equally fluent in Pedi. Raised in an African township in Pretoria, he 
acquired several languages in his preschool and primary years, includ­
ing English (which was the medium of instruction at school), Afrikaans, 
Zulu and Xhosa, and Siswati. His most frequently used language in a 
work setting was Afrikaans in a job which demanded interaction with 
government officials. His reported order of language proficiency before 
the strokes was as follows: Pedi and Ndebele (equal proficiency), South 
Sotho, Afrikaans, Zulu, English and Xhosa, Tswana, Siswati, and Tsonga. 
Following his stroke, Pedi and Ndebele continued to b~ the languages in 
which he felt least impaired, followed by English, South Sotho, Xhosa, 
and Zulu. Afrikaans, which had previously been easy for him, had be­
come very difficult, and his main reason for coming to speech therapy 
was his fear of losing his position. He was still practicing law with a re­
duced emphasis on court work. 

ASSESS:A-1ENT 

TG was tested in some of his languages to confirm his subjective impres­
sion of differential breakdown. The languages tested were English and 
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Afrikaans (which are largely inflectional languages) and two languages 
from the Southern Eastern family of Bantu languages (Zulu, from the 
Nguni group of languages, and Pedi from the Sotho group).2 The deci­
sion to test these two languages was based on the availability of linguis­
tically and culturally matched examiners. 

Testing involved the administration of both formal tests of aphasia and 
devised narrative discourse tasks across four languages. Trained judges 
were then asked to rate the subject according to appropriateness on 
the PCA. 

The details of the methods used and the subject's performance on the 
testing are reported elsewhere (Penn & Beecham, 1992) but may be 
summarized as follows: on the test of aphasia used (the Western Aphasia 
Battery [WAB], Kertesz, 1980), TG performed differentially across the 
four languages tested, with his test profiles deriving a diagnosis of Con­
duction aphasia in Afrikaans and Zulu (with aphasia quotients of 58.2 
and 69.2, respectively), whereas in English and in Zulu, the WAB 
classification was Anomie aphasia (with aphasia quotients of 77.1 and 
81.4, respectively). 

A variety of narrative and procedural discourse tasks were analyzed 
using the PCA. This analysis revealed that TG experienced a consider­
able pragmatic breakdown in certain areas, regardless of the languages 
in which he was tested. Analysis was undertaken by two monolingual 
English examiners who independently rated TG's discourse samples in 
collaboration with first language speakers (depending on the language). 
High agreement (93%) was reached between the two raters. Table 2-2 
summarizes these results. 

TG's main difficulties lay in Scales B, C, D, and E of the PCA. Although 
he was able to respond appropriately to the initial input of the interlocu­
tor, his topic management was judged to be inappropriate in all lan­
guages. He showed poor control of topic shift and maintenance as well 
as sequencing. This was exacerbated by excessive circumlocution and 
poor lexical choice and a lack of cohesion which was reflected in Scale C. 
Particularly for pronouns, there was a lack of reference frequently judged 
as inappropriate. For example (from a Zulu translation): 

She (nurse) phoned Pretoria and told that there was someone here, he 
can't talk. She said he lives in Daveyton ... But now he's in Maritzburg. 
They came here. 

Fluency was judged to be a particular problem, with excessive use of 
placeholders and stereotypes (Scale D); and on Scale E, he was judged to 
be insensitive to the rules of turn-taking. Although the degree of severity 

2 Further details regarding the structure of these languages may be found in the classic text 
of Doke (1954) and the more recent work of Gregorson (1977) . 
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Table 2-2. Pragmatic abilities of patient TG on the Profile of Communica­
tive Appropriateness 

Scale Overall Judgment 

A: Response to Mostly appropriate 
Interlocutor 

B: Control of Mostly inappropriate 
Semantic Content 

C: Cohesion Some appropriate 

D: Fluency Some appropriate 

E: Sociolinguistic Mostly inappropriate 
Sensitivity 

F: Nonverbal Mostly appropriate 
Communication 

Specific Behaviors 

Initial response appropriate, 
but turn-taking impaired 

Poor topic adherence 
Inappropriate turn length 
Unclear topic shift 
Unspecific lexical choice 

Poor text cohesion evidenced 
in lack of reference and 
inappropriate use of ellipsis 

Excessive use of repetitions 
and revisions and pauses 

Poor turn-taking 
Excessive use of placeholders, 

stereotypes, and comment 
clauses 

Nonverbal behaviors 
congruent with verbal 
abilities 

appeared to differ among languages, there was good agreement among 
the judges as to which behaviors appeared to be the most penalizing and 
as to the general level of disorganization manifest within the narrative 
discourse of the patient. 

THERAPY 

On the basis of the pre-therapy testing, a short-term discourse-based 
therapy program was implemented with a focus on some of the com­
municative pehaviors identified as being inappropriate. 

Therapy took place in English and was conducted by a monolingual 
clinician over a 14-week period. Nine therapy sessions were conducted, 
focused on specific targeted structures identified by the analysis. Materi­
als were selected to minimize cultural and linguistic differences between 
TG and the therapist. Extensive use was made of audio- and videorecord-
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ings to develop self-monitoring skills. Therapy was focused at two 
main levels. The first was the macro level of discourse, with the goal of 
increasing the organizational structure of narrative discourse. The sec­
ond level of therapy was aimed at a finer tuned (micro) level in which a 
detailed analysis of specific communicative behaviors was undertaken 
and self-monitoring skills were developed. Each therapy session com­
bined both levels. 

Activities at the first (macro) level included: 

1. Analysis of written and spoken narratives, conversations, and 
picture descriptions (including single pictures and sequence 
cards) in terms of elements of story grammar identified by 
writers such as Mandler and Johnson (1977). These elements 
included topic, sequence, actors, complicating event, conclu­
sion, and so forth. This material was graded for complexity, 
starting with simple texts (accompanied by visual support) and 
moving to more complex dyadic interaction. A written hierarchy 
was used, and each text was analyzed using this framework. 

2. Self-monitoring of audiotaped conversations along these same 
dimensions (graded for complexity) . 

At the micro level, the following activities were included: 

1. Certain specific aspects were targeted during the therapy per­
iod. The pragmatic behaviors targeted were pronominalization 
and specific fluency behaviors, chosen because of their large 
contribution to inappropriateness in all the discourse samples 
judged. 

2. Clarification was sought on the specific behavior targeted for 
the session. For example, in targeting his inept pronominaliza­
tion, multiple actor sequence stories were used and the thera­
pist would probe with a statement such as, "When you say 'he' is 
that the policeman or the man who was arrested?" 

3. At the natural end of TG's narration, the tape was replayed 
and the self-monitoring encouraged, based on the clarifications 
needed by the therapist. For example: 

T: Why did I need to ask you that? 

TG: Because I had not told you that the car was stolen. 

4. Analysis of number, type, and position of inappropriate place­
holders, moving from reading tasks to picture description, se­
quence story, and narrative tasks. Although TG used many dif-
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ferent strategies that affected fluency (such as pausing, cough­
ing and so forth), the judges agreed that his use of the tag ques­
tion ne (an Afrikaans word) was used with unacceptable fre­
quency,. and it was agreed to monitor the word specifically 
(using tape-recorded samples of TG's own discourse). 

(cough) Now it's like (pause) (laugh) you heard me say now ne? 
(laugh) When it still comes to that (pause) what a person is going to 
say, ne? (pause) So nearly but still we can't ne? 

Well (pause) a plate as well as (pause) meat (pause, cough) inside. 
And there's a (pause) dog when has been leashed, ne? To a tree. We 
notice that this cat has been moving around the tree to (pause) did 
(pause, cough) divitiate, ne? 

The judges agreed that "ne?" should be used less frequently and in 
more appropriate contexts rather than being eliminated altogether in 
TG's speech. Using recordings, development of self-monitoring began 
with a criterion of 80% correct identification of the targeted dysfluency. 
Progression to the next level of narrative complexity was determined not 
by percentage of achieving criterion, but by mutually determined judg­
ments of successful communication of the message. 

THERAPY RESULTS 

After therapy the same discourse tasks were elicited and analyzed and 
the following results were obtained: Relative to the pre-therapy per­
formance, improvement in the target areas was noted in all languages 
despite the fact that therapy was conducted only in English (cf. the re­
sults of Fredman, 1975); the specific targeted behaviors (pronominaliza­
tion, placeholders, and fluency) were assessed as being markedly more 
appropriate across the tested languages. 

An extract from a post-therapy sample illustrates this: 

I can say it in short, ne? that the cat was enjoying his meat right at the end. 
But from the story we can see that (pause) the dog and the cat was very 
close and there's a board -and there's some meat inside. Then we notice 
that the dog was being held by a leash. Then the cat noticed that the best 
thing is dis ... distract ne. Your attention on this dog so that he must con­
tinue running around this tree, that gradually the dog notice that the cat 
wants to eat his meat . . . 

Interestingly, some of the untreated behaviors also showed improve­
ment. For example the tum-taking behavior, which was judged as inap-
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propriate prior to therapy, showed improvement across all languages. 
This is probably directly attributable to the nature of the therapy activi­
ties which involved a great deal of interaction and therapist intervention. 

The rate of TG's speech was noted to slow down after therapy. Al­
though this aspect had not been identified as inappropriate, either be­
fore or after therapy, and was not specifically targeted during interven­
tion, it seemed to be particularly sensitive to the procedures adopted. A 
post-hoc analysis of the spontaneous discourse samples was undertak­
en to confirm this subjective impression. Rate in syllables per minute 
was measured on three narrative tasks in the four languages. A slowing 
in rate occurred in English, Afrikaans, and Zulu (by 15, 6, and 8 syllables 
per minute, respectively) but not in Pedi. Although not statistically sig­
nificant, the trend toward a slower rate with increased monitoring was 
clinically interesting and confirms the results of Whitney and Goldstein 
(1989), who suggested that slowing is an adaptive delay strategy that 
serves to facilitate more fluent and organized discourse. 

In interpreting these results, it should be noted that TG himself re­
ported a decrease in functional handicap across languages. By the sev­
enth session he attempted to return to active court work, negotiat­
ing with court officials and conducting a trial in a mixture of English 
and Afrikaans. The court transcript of this trial was used as a basis for 
the following session. TG spontaneously evaluated his narrative per­
formance and identified areas that could be further improved (pre­
dominantly at the organizational level}. This evidence of increasing 
self-reliance corresponds with his report that the therapy program fur­
nished him with methods to continue autonomous improvement in his 
language performance. 

CASE B: HIERARCHICAL DISCOURSE THERAPY 

To further illustrate some of these points, the process of therapy with 
another patient will be reported. His therapy, like TG's, was specifically 
designed around a number of linguistic and cognitive pragmatic goals. 

BACKGROUND 

The patient (LC) was a 47-year-old English-speaking man who had been 
a training manager for a large company prior to his stroke. He was pre­
morbidly right-handed and suffered a severe left hemisphere cerebral 
artery infarction in November 1988. A CT scan revealed the lesion to be 
in the perisylvian area. His inital symptom of severe expressive aphasia 
resolved into a mild anomie aphasia within a period of 3 months. Speech 
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therapy commenced 1 week post-onset and continued until the time of 
his death. LC returned to work after 6 months (in a different capacity), 
but was frustrated by this experience and elected to take early retirement. 

ASSESSMENT 

At 18 months post-onset, LC was formally reassessed. At this time, he 
scored above the Aphasia Quotient cutoff of 93.8 on the Western Apha­
sia Battery. However in certain clinician-constructed tasks he showed 
difficulties, specifically in narrative and procedural discourse and in writ­
ing tasks (in which he revealed a specific phonological dysgraphia). 

On a neuropsychological battery, LC showed organizational and 
memory problems associated with frontal lobe deficits. These problems 
included a limited ability to plan or to perform complex tracking tasks. 
On discourse tasks, his pragmatic deficit became more clearly defined. 
We used a variety of discourse tasks with this patient, including interac­
tive conversation, narrative discourse (retelling an event), procedural 
discourse (explaining how to do something), and picture description. 

An analysis (of the discourse tasks) using the PCA was undertaken 
and is summarized in Table 2-3. 

Table 2-3. Pragmatic abilities of patient LC on the Profile of Communica­
tive Appropriateness 

Scale Overall Judgment 

A: Response to Appropriate 
Interlocutor 

B: Control of Some appropriate 
Semantic Content 

C: Cohesion Some appropriate 

D: Fluency Mostly inappropriate 

E: Sociolinguistic Mostly appropriate 
Sensitivity 

F: Nonverbal Some inappropriate 
Communication 

Specific Behaviors 

No difficulties in this area 

Difficulties in sustaining 
topic due to poor lexical 
choice 

Paucity of cohesive devices -
including pronominal 
references and 
inappropriate ellipsis 

Silent pauses, repetitions, 
incomplete phrases 

Adequate self-correction 
Good sense of humor 

Poor eye contact 
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Although LC showed excellent interactive skills and followed appro­
priate rules of turn-taking, as reflected on Scale A, on Scale B some prob­
lems were evident in his control of semantic content. This seemed to be 
linked largely to his word-finding difficulties, which resulted in a great 
many incomplete ideas. On a procedural discourse task (changing a car 
tire), all of the essential steps as well as some optional steps were pres­
ent. However, the order of some of the steps was confused, highlighting 
not only the linguistic deficit, but a planning and programming deficit 
probably linked to his frontal lobe signs. On Scale C, LC demonstrated a 
paucity of cohesive devices, including inappropriate use of ellipsis and 
inaccurate use of pronouns, for example: 

T: What do you think will happen in the country? 

LC: Third World 

Such features of paragrammatism or fluent aphasia have a major prag­
matic impact. Similarly, on ScaleD, many areas were felt to be inap­
propriate. The patient frequently used interjections and repetitions, 
and there were long unfilled pauses and unsuccessful word-finding 
attempts. Although some of these symptoms possibly were strategies 
that LC adopted to compensate for his word-finding deficit, they are not 
always positive symptoms and were perhaps the largest reason for his 
pragmatic inappropriateness. This carried over onto Scale F where a lack 
of eye contact (related to struggle and search behaviors) seemed to ac­
count for many judgments of inappropriateness. On Scale E, however, 
LC's awareness of the listener's needs was reflected as well as a sensitiv­
ity to his own conversational failures. He had a well-retained sense of 
humor and self-corrected where necessary. However, it should be noted 
that his self-correction was not consistent and was more often linked to 
his semantic than to his phonologic paraphasias. This is a strong indica­
tor, in my opinion, of the relative pragmatic weighting of these symptoms. 

To summarize, although linguistic factors seemed to account for most 
of the pragmatic deficits observed, there was some evidence in our test­
ing that LC's planning and organization were impaired. Intervention 
thus took place on both linguistic and cognitive levels. 

THERAPY 

To achieve the linguistic aims, the following activities were employed: 

1. Completing activities to improve lexical search and specificity 
such as the lexical focus or visualization approach advocated by 
Linebaugh (1984) 
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2. Working on synonyms and antonyms 
3. Interpreting proverbs and idioms 
4. Providing suitable succinct captions to cartoons 
5. Practicing summarizing skills (e.g., preparing a book review or 

providing a precis of a film or TV program each week). (For­
tunately therapy sessions happened after ''Dallas," which pro­
vided ready material). 

6. Working on a number of compensatory strategies to improve 
effectiveness of communication. This included shortening his 
message, increased fluency monitoring and using circumlocu­
tion, or appropriate interjections in lieu of lengthy silent pauses. 

7. Increasing active use of the nonverbal channel. Interestingly, his 
poor eye contact (which he had identified on videotape as inter­
fering with communicative efficiency) was a behavior that was 
worked on specifically. However, LC found it difficult to con­
trol, and through discussion, it appeared that this symptom 
was actually a strategy which facilitated verbal ability. Guy Wint's 
(1965) self-report on aphasia is of relevance here: 

I found my speech was much more ready if I did not also have 
to look at the person spoken to. It was as if the effort of doing the 
two things at once, talking and seeing, was too much. And so I 
got in the habit of systematically averting my gaze in conversa­
tion. (p. 87) 

Such a finding cautions us that we should not view every inap­
propriate behavior as requiring modification, particularly if it 
has a pragmatic purpose. 

8. Encouraging LC's use of his world knowledge to get a message 
across. For example, in giving directions to get to his house, he 
was encouraged to describe the garage on the comer if he could 
not retrieve the name of his street. 

9. Working on cohesion via work on reference and identification 
of successive verbs. Here, we found the "conversational coach­
ing" approach advocated by Holland (1990) particularly useful, 
as we called in a third person whose role was to be deliberately 
quizzical when language was ambiguous. 

On the cognitive side, the following activities were encouraged: 

1. Stimulating the logical recall of events by using a diary and by 
recounting particular incidents in a logical and sequential way 
with insistence on the main steps of narrative (i.e., orientation, 
the characters involved, and the resolution). 
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2. Completing multiple-step verbal tasks, such as interpreting 
maps and giving directions, and monitoring such tasks in terms 
of explicitness. 

3. Planning responses in therapy tasks and life events. This in­
cluded working out the different options through role play that 
could be followed in an activity outside the clinic (e.g., in seek­
ing funding for the stroke group), as well as an analysis of oth­
ers' responses to him. 

4. Completing self-correction activities using video recordings. It 
should be noted that his long silences were the behaviors that 
he himself found least acceptable and which he was motivated 
to correct in therapy. 

A framework that proved useful for our therapy endeavors is one 
developed by Biggs and Collis (1982) to characterize the language and 
learning style of students. Based on Piagetian principles, Biggs and Collis 
provided a hierarchy of task complexity which allows for graded dis­
course therapy incorporating both cognitive and linguistic elements. This 
framework, which we have called ''Hierarchical Discourse Therapy" 
(Penn & Joffe, in preparation), utilizes the presentation of a text (either 
verbal or written) followed by a series of questions graded for complexi­
ty. For example, in response to the following question, based on the read­
ing of a letter written home by a convict in Australia in 1835 (one 
of Biggs and Collis's tasks), "How difficult was a convict's lot?", 
LC wrote: 

The convict's lot was fairly easy. Thank God. He had enough to eat. 12 
pounds of meat, tea, flour, sugar. Gave them enough to eat for a year. The 
clothes - three pairs of shoes, shorts and trousers enough for a year. H you 
misbehaved you got a hundred strokes and you were sent to Port Arthur. 

Analyzed according to the framework, this response is multistructural 
in nature and contains relevant and correct features. However, it lacks 
integration, cohesion, and orientation, aspects that could be separately 
identified and addressed in therapy (using similar texts). Extracting a 
response at a different level of the model can be achieved by asking a 
different question. For example, "Why do you think a convict's lot was 
so difficult?" (where the answer is not in the passage) or at an even 
higher level: "Do you think convicts today are treated well?" 

In summary, using such a framework, therapy aimed at elaborating 
LC's responses and teaching him strategies for both comprehension and 
organization of text. This type of activity allows management of both the 
linguistic and extralinguistic sides of the pragmatic coin. Through such 
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tasks, we are able to work on a broad level (e.g., planning the steps for a 
narrative or a procedure) as well as on a more microcosmic level (e.g., 
monitoring the dysfluencies in speech or identifying and correcting in­
stances of inappropriate reference). 

RESULTS 

LC's response to therapy was very positive, as reflected on the PCA. He 
showed increased awareness and sensitivity to the effects of his impair­
ment on the listener (as reflected on Scale E), and various aspects of his 
nonverbal behavior (such as eye contact) and fluency behavior were 
judged to be modified. He was observed to fill pauses (during word 
search) more frequently to indicate that a search was in progress. He had 
also developed a variety of conversational starters and comment clauses 
which ensured his ability to initiate and maintain a conversation when 
necessary. LC reported an increased ability to cope in a number of do­
mestic and work contexts, an observation confirmed by his family. 

His own words (recorded in a speech given to a group of students) 
perhaps best illustrate this improvement: 

It is not only the speech and writing that affect me but also the problems 
that go with it. Like not being able to find the right words when speaking 
or taking a long time to write a letter. Many of the people at work did not 
understand my problem because I did not look disabled. This year my 
therapist is L. She has helped me a lot to adjust to my retirement. She 
asked me to do this speech. It is the first time I have spoken to a group of 
strangers. It has been difficult adjusting to retirement. B is pleased because 
I do the housework. When I look back two years I see how much I have 
improved and am grateful that I have had the chance to learn to speak and 
also that I am not hemiplegic any more. My family have also learnt to 
adjust to the problem. There are still times when I feel upset at what has 
happened but I hope this will get better as time goes on. 

Sadly, some two months after this, the patient, unexpectedly to all con­
cerned, took his own life. It was evident that this was carefully planned, 
but it came as a devastating surprise to everyone, especially to his speech 
therapists. In an attempt to explain this and to confront the ethical ques­
tions that it posed, I have been forced to re-address some of the very basic 
issues we are taught and expected to imbue as therapists. Among these 
are: What exactly is one doing by developing, as we did, the judgment 
and reasoning skills of a patient? Did these cognitive skills actually ena­
ble him to recognize his reality and his prognosis, and ultimately choose 
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to opt out of life? What could have been done to prevent this, and is it 
indeed our role to prevent it? 

Given his amazing recovery and his minimal level of impairment, this 
very sad event illustrates more than anything that a mild deficit, mani­
fested primarily pragmatically, can have severe consequences and that 
the term "mild" in fact is a misnomer. lt is possible that being close to the 
goal of recovery but never quite making it exacts a far greater toll than 
we expect (cf. Marshall, 1987). 

It also became clear that nothing in my training or textbooks prepar­
ed me for this. His mood was in fact quite good before his death - a 
factor commonly noted in suicide victims (Choron, 1972). I travelled a 
long and interesting road with this man and feel anger and frustration 
and a sense of failure that in spite of, and perhaps because of, therapy, 
he chose the route he did. And yet surely our central role is empower­
ment of aphasic patients. We work toward the time when it is possible 
for patients to make and implement independent decisions. Some 
might argue that there was clinical depression and that the frontal lobe 
damage was an explanatory factor, but the therapists involved feel con­
vinced that the suicide was a rational decision which we could do little 
to influence. Very little has been written about grief and death in apha­
sia patients (Jackson, 1988; Swindell & Hammond, 1991). However, I 
believe that thoughts of death and suicide are never very far away, yet 
often remain unspoken by the patients, their families, and the thera­
pists and professionals dealing with such patients. It is my ardent hope 
that this topic will receive more attention in future teaching and writ­
ing, and that this special man whom I was privileged to meet and know 
will help me to ensure just that. 

I digress from the topic but perhaps have shown that a pragmatic 
approach to therapy does span other aspects, and that the good pragma­
tic therapist has to leave the safety of structured language tasks and reach 
out with the patient into real life and death issues. 

I hope that the therapy process discussed in these patients serves to 
highlight some of the principles that I believe guide a pragmatic ap­
proach to rehabilitation. Although neither of these cases is particularly 
typical, each is characteristic of the kind of individual for whom tradi­
tional therapy and assessment techniques have limited value. Both 
patients had mild deficits and were highly motivated and cooperative. 
They had a specific need: Improvement in conversational competence 
within a specific communicative setting. Their level of impairment, level 
of education, and reasoning skills enabled a direct and metalinguistic 
level of therapy that is not applicable to a wide section of the population. 
Results from both of these patients, however, demonstrate that carefully 
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and specifically targeted therapy strategies seem to have some signifi­
cant conversational overflow. 

CONCLUSIONS 

I would like to conclude by expressing a few personal perspectives on 
rehabilitation which I have found useful not only with mild aphasic pa­
tients such as those discussed here, but in all of the adult neurogenic pa­
tients I have seen. 

1. Pragmatic assessment by definition is a multilevel assessment. It in­
corporates linguistic, cognitive, and social factors. The profile of pragma­
tic abilities found in a patient provides us with insights about the connec­
tions among these levels of functioning, particularly if the neurological 
and cognitive substrates are borne in mind. 

2. Assessment should take place at the level of discourse, using a va­
riety of tasks, because task differences, more than anything, can shed 
light on the nature of the breakdown. Classic picture description does 
very little to enhance interactive skills. Discourse, if effectively elicited 
and analyzed, provides considerable insight into the phenomenology of 
the disorder. 

3. Pragmatic assessment, if embedded firmly in the cultural context, 
using culturally and linguistically matched testers and judges, becomes a 
tool that seems potentially endlessly versatile and productive for therapy. 

4. If language is the primary problem (as in aphasia), pragmatic ther­
apy does not mean that one should ignore structural aspects. However, 
one should consistently examine how the structural deficit interferes 
with communication. Some structural deficits (e.g., omission of aux­
iliaries or phonemic paraphasias) just don't really matter, others make all 
the difference. Use the patient's cognitive strengths to compensate for 
the linguistic deficit - enhance compensation and functional strengths, 
incorporate other channels, enhance turn-taking skills, and develop 
strategies that are socially appropriate. For example, a filled pause is far 
more user-friendly than an unfilled pause when a word search is under 
way. Similarly, if a slower rate is the price to pay for increased fluency (as 
in both cases described), so be it. 

5. If planning and organization are a problem (as in closed head in­
jury), show how linguistic features can compensate for these difficul-
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ties. Keeping it short and simple encourages more appropriate turn-tak­
ing. Quality, not quantity, of language is important. Identify the main 
components of a text and help the patient to scaffold the story. Help 
significant others to develop appropriate interactive conversational 
strategies (Green, 1984). Teach the power of successive verbs, of self-cor­
rection strategies, and of comment clauses. A lovely example comes 
from one of my patients who suggested to his audience: "If I'm talking 
too much hogwash, please tell me to shut up." 

6. ''There is a time for every season under the heaven," especially in 
aphasia therapy. What should direct our choices of priorities, goals, and 
activities, however, is not the test score, but the contexts in which the 
patient operates and what really matters to the individual. 

I believe that all too often patients have formed the basis of model­
building and theory confirmation at the expense of a focus on rehabilita­
tion, and I believe that a text such as this highlights the central reason for 
our endeavors as therapists. 

I do not think that we need to see a pragmatic approach to therapy 
as an all or none approach. It is on this point that I take issue with 
those who have chosen to go back to a more exclusively grammatical 
and structural approach. I do not believe a pragmatic approach is a 
threat, a substitute, or even a poor relation to the more structured or tra­
ditional approaches to rehabilitation or to the current model-building 
approaches. It is, instead, an identification at several levels of the pa­
tient's strengths and deficits in contexts where it really matters. It is the 
building up of such strengths and the masking or elimination of such 
deficits through multifaceted individualized contextual therapy. 

Some are disappointed that the pragmatic approach has not simplified 
the picture but has "attacked our knowledge base, complicated our meth­
ods, challenged our conclusions" (Brinton, Craig, & Skarakis-Doyle, 
1990), but as these authors point out, the pragmatics revolution can 
perhaps be compared to a political revolution in that change takes place 
in phases and reform takes a long time. Coming as I do from a country 
beset with a history of political upheaval and a university that has taken 
a very strong anti-government stand for many decades, I would like to 
take this analogy a little further. Change is slow and painful; it interferes 
with one's everyday activities. It is uncomfortable but ultimately it is 
worthwhile. The new era of political reform in my own country, I hope, 
will, like the field of pragmatics, move from strength to strength, provid­
ing answers to old questions, and new questions about old answers. The 
essence of success in both endeavors should and must remain, in my 
opinion, humanity oriented. 
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Our experience with aphasia therapy has developed in the Neurology 
Department of the Technical University in Aachen under the direction of 
Klaus Poeck. Aphasia therapy is provided for both in- and outpatients. 
Inpatients stay either on acute wards, including intensive care, or on a 
special aphasia ward. Outpatients are seen either for extensive neurolin­
guistic and neuropsychological diagnosis at the neurological clinic or fm 
aphasia therapy administered at the school of logopedics. The aphasia 
therapists cooperate with an interdisciplinary group of researchers in­
cluding linguists, psychologists, and neurologists. Research on therapy 
has developed from clinical, diagnostic, and theoretical interests. In the 
past, we have made several attempts to combine different approaches to 
a comprehensive treatment regimen (cf. Huber, 1988; Huber, 1991, 
1992; Huber, Poeck, & Springer, 1991; Huber & Springer, 1989; Poeck, 
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1982; Poeck, Huber, Stachowiak, & Weniger, 1977; Springer, 1986; 
Springer & Weniger, 1980; Weniger,Huber, Stachowiak, & Poeck, 1980; 
Weniger & Springer, 1989). Furthermore, we have been concerned with 
methodological issues of therapy research using either single case or 
group designs (Willmes, 1985, 1990). 

In this chapter, we first outline our treatment regimen, which is ori­
ented toward the natural course of aphasia. We then report on a group 
study in which we assessed the efficacy of therapy on the aphasia ward, 
and finally, we review experimental therapy studies conducted in Aachen. 
Each of these studies focused on intervention techniques specifically de­
signed for the treatment of impairments at a particular level of linguistic 
processing. Our approaches range from modality-specific stimulation to 
relearning of linguistic structures and communicative activation. 

CONTENTS AND METHODS OF TREATMENT 

From a neurophysiological point of view there are three basic mecha­
nisms of functional recovery in the brain: Restitution, substitution, and 
compensation (Singer, 1982). Each mechanism appears to correlate in 
different ways with changes in linguistic behavior at different times post­
onset (cf. Rothi & Homer, 1983}. Consequently, principles and meth­
ods of aphasia therapy vary according to the patient's phase of recovery. 
In our clinical regimen, we distinguish three phases of aphasia therapy 
(see Figure 3-1): Activation, symptom-specific training, and consolida­
tion (Huber et al., 1991; Springer & Weniger, 1980). 

Of course, all phases of aphasia therapy must be accompanied by fami­
ly counseling and psychosocial support for the patient. The clinical regi­
men should always comprise both therapy for aphasia and therapy for 
the aphasic patient. 

ACTIVATION 

Restitution of impaired language functions typically occurs during the 
first 4 weeks and leads to complete recovery in about one third of pa­
tients (Biniek, in press). The goal of aphasia therapy during this period is to 
enhance the evolution l'f temporarily impaired language functions. 

We distinguish the following methods for this phase of treatment: 

• direct stimulation; 

• indirect stimulation: cuing and deblocking; 

• blocking. 
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Con sol idat ion 

Patient and Family Counseling 

Figure 3-1. Stages of aphasia treatment. 

For direct stimulation the patient is asked to imitate nonverbal or ver­
bal acts by mimicking gestures, speaking in unison, or oral repetition. 
These imitation tasks require the patient simply to give direct and im­
mediate responses without the necessity for internal activation of broad­
er linguistic knowledge and selection among alternatives. In contrast, 
indirect stimulation makes use of priming effects based on similarity re­
lations between the target and a preceding item (i.e., the "prime''). Cu­
ing techniques in aphasia therapy typically make use of priming effects. 
For example, confrontation naming stimulates the target name by pre­
senting the initial phoneme or syllable, a semantically related word, a 
sentence to be completed (closure sentence), or a description of func­
tions and attributes of the object to be named. 

The function of direct or indirect stimulation by phonemic cues depends 
on the nature of the underlying disorder. For postlexical difficulties (e.g., 
speech apraxia), phonemic cues function as direct stimulation. For lexi­
cal difficulties, however, they are a means of indirect stimulation, as they 
activate not only the target name, but also a set of lexical alternatives, that 
is, words with phonemic similarity, in which the target name is included. 

Each stimulation approach presupposes a detailed analysis of task 
demands in terms of input, output, and central processing components. 
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Depending on how many and which components are involved, tasks 
can be ranked according to their inherent difficulty. The more and the 
deeper the central processing that is required, the more difficult the task 
becomes for aphasic patients. Stimulation always starts with modalities 
that are easy and/ or less impaired and proceeds stepwise to the more 
difficult ones. 

Auditory comprehension often appears to be the least impaired mod­
ality. This may be due to guessing strategies which enable the patient to 
use situational information together with some key words for a com­
municatively adequate reconstruction of what the partner intended to 
say, rather than to linguistic processing per se. The therapist tries to rein­
force these capacities for communication- and situation-based message 
comprehension at the beginning of each treatment session. This is en­
couraging for the patient and possibly has a global language activation 
effect. More specific impairments of the auditory modality may be im­
proved as well. This, in turn, facilitates subsequent stimulation by means 
of verbal imitation tasks. 

It should be clear that, for each aphasic syndrome and possibly even 
for each individual patient, significant deviations from the general hier­
archy of inherent task difficulties must be expected. Some task compo­
nents can be more impaired than others. Some input or output routes 
may even appear to be blocked. Weigl (1961) suggested systematic de­
blocking as a therapy method. When a patient performs very poorly on 
one particular task, the therapist tries to find related tasks in which the 
patient performs substantially better. The therapist then arranges the 
tasks into a deblocking chain, with the relatively better preserved tasks 
preceding the impaired one. This leads to facilitation; the patient now 
performs well what he or she could not do before. If there is deblocking 
in the strict sense, improvement occurs immediately and without the pa­
tient's awareness. 

For example, some aphasic patients are unable to name objects. How­
ever, naming becomes possible after the patient has successfully activa­
ted the target name in some other task, such as reading the name or 
indicating comprehension of the spoken name by pointing to the corre­
sponding object. But how does the therapist exclude the possibility that 
the deblocking effect is brought about by mere retention and verbal imi­
tation? Deblocking effects can also be obtained when the training in­
cludes not one, but several words from the same semantic field, in ran­
domized order from task to task. Facilitation is, however, less likely to 
occur when semantically unrelated words are used (Springer, 1979; 
Weigl, 1979). Parallel similarity effects have been reported for deblock­
ing syntactic and morphological structures (Weigl & Bierwisch, 1970). 
From the perspective of cognitive neurolinguistics, it appears that these 



Approaches to Aphasia Therapy in Aachen 59 

effects are based on preactivation of units/regularities of central process­
ing components rather than on "deblocking" of impaired output or in­
put routes. 

For clinical syndromes that involve a modality-specific disorder such 
as speech apraxia, agraphia, alexia, conduction aphasia, or pure word 
deafness, the deblocking method clearly does not work. In these syn­
dromes the modality-specific codes are affected and not merely the dy­
namics of transmission as presupposed by deblocking theory. 

Stimulation is not the only therapy method that is appropriate in the 
acute phase. In patients with evolving global and Wernicke's aphasia, the 
therapist attempts to block automatisms, perseverations, jargon, and lo­
gorrhea from the very beginning. 

With respect to repetitive verbal behavior (i.e., automatisms and perse­
verations) two underlying mechanisms must be distinguished. Repetitive 
verbal behavior may be brought about as a mode of either disinhibition 
or failure. When they reflect disinhibition, verbal responses are perse­
verated across several items with no indication of internal control and 
self-correction. We found this form to be characteristic in patients with 
very severe global aphasia, who, as one would expect, showed no prac­
tice effects on single word training (Haag, Huber, Hiindgen, Stiller, & 
Willmes, 1985). In contrast, repetitive verbal behavior as a mode of fail­
ure was characteristic of patients with less severe global aphasia, who 
had some residual learning capacities. They used more variable persever­
ations and automatisms, and quite frequently attempted self-corrections. 
Most importantly, in these patients, repetitive behavior occurred signifi­
cantly more often for items on which they had failed on preceding trials. 
Depending on the characteristics of repetitive behavior, different inter­
vention techniques are used during therapy. With mode of disinhibi­
tion, the therapist should always stop and distract the patient. With 
mode of failure, however, the therapist should try to make the patient 
aware of the perseveration (e.g., by contrasting the repetitive response 
with alternatives, including the target). 

The overall therapeutic goal during the acute phase is to use all avail­
able means to activate the patient to respond as appropriately and as 
communicatively as possible. Activation techniques should always be 
applied in a situational context that is socially and emotionally relevant to 
the patient. For example, direct stimulation usually starts with emotional 
expressions (e.g., in German au!, mhm, toll, pfui, etc.) and with over­
learned phrases that are used in everyday situations such as greeting and 
farewell formulas. Words are grouped thematically (e.g., under such top­
ics as breakfast, personal hygiene, weekend, hobby, etc.) rather than ac­
cording to strict semantic criteria. Since Jackson, aphasiologists have 
always assumed that emotional and overlearned language is better 
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preserved in aphasia because it is less lateralized to the left hemisphere 
and therefore easy to reactivate via intact right hemisphere functions. 
This line of reasoning forms the theoretical assumption underlying Melod­
ic Intonation Therapy (Sparks, Helm, & Albert, 197 4). Our experience also 
suggests that rhythmical tapping, humming, and singing may successful­
ly facilitate temporarily blocked left hemisphere language functions. 

SYMPTOM-SPECIFIC TRAINING 

The next phase of aphasia therapy begins when the patient is medically 
stable, and the aphasia can be examined extensively. At that time symp­
tom-specific training is provided, aimed primarily at relearning degrad­
ed linguistic knowledge, reactivating impaired linguistic modalities, and 
learning compensatory linguistic strategies. In other words, language­
oriented methods are applied. During the phase of linguistic learning, a 
gradual functional reorganization of the impaired language system is as­
sumed (cf. Luria, Naydin, Tsvetkova, & Vinatskaya, 1969). This may be 
achieved by both substitution and compensation for impaired brain 
functions. It is not clear to what extent functional reorganization presup­
poses some intact language functions of the left dominant hemisphere 
and/or carryover to right hemisphere functions (cf. Moore, 1989). 

The therapeutic goal is to make the patient indirectly aware (without 
telling him) of linguistic units and regularities that are specifically lost or, 
conversely, are available for one item but not for another. By so doing, 
one hopes to induce learning processes in the patient (cf. Kotten, 1981; 
Poeck et al., 1977). These techniques are based mainly on careful selec­
tion of linguistic problems and material to be practiced. If necessary, the 
patient is also taught explicit grammatical rules and strategies. To stabil­
ize performance, most patients are required to perform the same or simi­
lar items repeatedly. We believe that learning is enhanced when the item 
context and/or the task demands are varied on these repeated presenta­
tions. The target linguistic structure, however, must be the same. 

A starting point for therapy planning in this phase is the systematic 
observation of the patient's verbal behavior across several linguistic mo­
dalities. We are also concerned with linguistic units and regularities on 
different linguistic levels of description. This is reflected by the linguistic 
design of the Aachen Aphasia Test (AAT) (Huber, Poeck, & Willmes, 
1984). We routinely administer the AAT at the beginning of the symp­
tom-specific training. The AAT allows for psychometrically sound analy­
sis of the test proffie, standardized ratings of spontaneous language on 
several levels of description, probabilistic assignment to an aphasia syn­
drome, and estimation of global, as well as syndrome-specific degrees of 
severity, by reference to norms. 
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AAT examinations provide only baseline information. For more de­
tailed assessment, we are developing supplementary tests (Poeck & 
Goddenhenrich, 1988). In addition to psychometric approaches, clinical 
exploration of the patient's verbal and nonverbal behavior is necessary. 
When processing models are available to describe and explain symp­
toms in terms of underlying mechanisms, as is the case for reading, writ­
ing, and naming disorders, these models may guide the planning of ther­
apy (cf. Lesser, 1987). As a rule, further evaluations take place as "process 
diagnosis" during the course of treatment. 

There is no single approach for this phase. But a systematic orientation 
to linguistic units, structures, and regularities is essential to all therapeu­
tic attempts, irrespective of whether the therapist tries to establish re­
learning of degraded knowledge, reactivation of impaired modalities, or 
learning of compensatory strategies. Involving the patient in setting 
goals for each therapy program is encouraged. For example, personal in­
terests and premorbid language skills must be taken into account. A ba­
sic principle for setting up each therapy unit is first to reactivate, second 
to induce learning and relearning, and third to consolidate. In other 
words, (re)learning is always embedded within preceding attempts at 
situational stimulation and/ or linguistic activation and succeeding at­
tempts at stabilization and generalization. 

In the following sections we outline what we think are the major per­
spectives of the language-oriented (re) learning approach. The· central 
concepts for therapy planning are: 

• linguistic structure; 

• linguistic modality; 

• linguistic strategy; 

• models of linguistic processing; 

• processing capacity (working memory). 

Linguistic Structure 

Beginning in the late 1960s, research on aphasia increasingly used meth­
ods taken from descriptive linguistics, and aphasic symptoms were inter­
preted in terms of grammatical theories. Empirical studies of linguistic 
behavior in aphasia were conducted to determine which linguistic struc­
tures were affected and which were preserved. Based on clinical and ex­
perimental findings, hierarchies of inherent linguistic difficulties were 
proposed. Some of the pioneering work is published in Goodglass and 
Blumstein (1973). 
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Aphasia therapy likewise came to be guided by descriptions of lan­
guage structures taken from general linguistics (Hatfield, 1972; Weniger 
et al., 1980). Several components of the central language system have 
been distinguished: Phonology and prosody, lexicon, morphology and 
syntax, semantics, and discourse grammar. For each component, units 
and regularities of occurrence and combination are defined. 

Two variants of the linguistic structure approach to aphasia therapy 
can be distinguished. One proceeds mainly in a didactic manner. That is, 
goals, material, and methods are determined in terms of the grammar of 
the patient's language. The training material resembles grammatical ex­
ercises used in textbooks for second-language learning (e.g., Engl, Kot­
ten, Ohlendorf, & Poser, 1982). The theoretical assumptions underlying 
this approach are questionable for two reasons. First, brain damage 
hardly affects linguistic capacities according to the grammar of a lan­
guage. Neither pathological nor normal brain structures and functions 
seem to correspond to the logic of the language in a one-to-one fashion 
(cf. Poeck, 1983). Second, (re)learning in aphasia is not the same as the 
learning of a second language by a normal adult person, nor is it the 
same as first language acquisition by a child. The aphasic patient does 
not lose all linguistic knowledge. Even in global aphasia, residual capaci­
ties are preserved. Thus, in aphasia, integration of preserved with lost 
and releamed linguistic knowledge is required from the very beginning. 
Interference of intact capacities with knowledge to be learned is not a 
problem in the same way as it is in second language learning. 

In our view, the linguistic structure approach should always be clini­
cally guided. Symptoms and their combination into syndromes must be 
carefully observed, and their possible underlying mechanisms should be 
described in terms of linguistic theory. This neurolinguistic description 
becomes the starting point for planning therapy. The result is that train­
ing material is selected with respect to the sound structure, the lexicon, 
and the grammar of the language itself as well as the patient's specific lin­
guistic impairment. The training material is chosen from the linguistic 
units and regularities that correspond most closely to a particular apha­
sic patient's symptoms. For example, if a patient's language output is lad­
en with semantic paraphasias, the corresponding linguistic units and 
regularities to be worked with are word meanings and their semantic re­
lations. During therapy, items from a few selected semantic fields and 
their respective classificatory and associative meaning relations are 
trained through example. This training also involves exercises at the sen­
tence level, in order to treat accompanying disturbances of semantic 
selection restrictions in sentence planning. The patient must, of course, 
have sufficient syntactic skills. 
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Examples of material used in the linguistic structure approach are pho­
nemes and syllables with articulatory contrasts; words with minimal pho­
nemic contrast, with classificatory versus associative meaning relations, 
or with grammatical category contrasts such as nouns versus verbs; sen­
tences with constituent structure contrasts, such as intransitive versus 
transitive, active versus passive, local versus temporal adverbial comple­
ments, coordination versus subordination of clauses; and so forth. 

In the linguistic structure approach, it is essential to use metalinguistic 
tasks (cf. Springer & Weniger, 1980). These include phonologic and or­
thographic spelling from memory, sorting words to a given semantic cri­
terion, rearrangement of word or sentence anagrams, sentence comple­
tion from multiple-choice sets of content or function words, and so on. 
These tasks require the patients to make conscious decisions about pho­
nemic and graphemic, lexical, and grammatical structure, thereby acti­
vating their remaining linguistic knowledge. Stimuli should be present­
ed simultaneously in several modalities, mostly as pictures together with 
written and/ or spoken words or phrases. The target item should be pre­
sented with several distractors that resemble it linguistically to vary­
ing degrees. 

When the patient fails, the therapist gives systematic cues contrasting 
increasingly more difficult and incorrect possibilities for resolving the 
linguistic problem at hand. The distractor items reflect the linguistic reg­
ularities that are most difficult for the patient. In many instances, it is nec­
essary to work specifically on both target and distractor contrasts. 

Linguistic Modality 

As an alternative to focusing on linguistic structures, therapy may aim 
primarily at activating linguistic modalities as described in the stimula­
tion approach for the treatment of acute aphasia. Even if the impairment 
in chronic aphasia is multimodal in nature, its severity may differ across 
modalities. The therapist tries to capitalize on these differences. 

The modality approach requires the therapist to determine when and 
why one modality is more affected than others. Each linguistic modali­
ty can be divided into input and output components, each of which has 
modality-specific codes for processing linguistic information. The 
acoustic-phonetic and the articulatory code are primary. The visual­
orthographic and the graphomotor code are secondary. If the analysis 
points to a transmission problem (i.e., the level for successful access or 
retrieval cannot be attained), then direct and indirect stimulation tech­
niques are appropriate. However, if the modality-specific code is dis­
turbed, then linguistic structure approach is preferable. The therapist 
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tries to determine which units and regularities in the coding system are 
impaired and then to select appropriate training material, tasks, and re­
learning techniques. 

Obviously, it is necessary to focus on the coding system of one modali­
ty when treating a patient with a modality-specific syndrome. For exam­
ple, Springer and Luzzatti (1987) proposed a training program for 
speech apraxia in which the patient learns to mentally anticipate the exe­
cution of articulatory gestures. The therapist supports this by making the 
patient directly aware of the articulators and of movement parameters 
underlying normal articulation. Visual feedback is given by means of 
schematic drawings of the vocal tract or QY monitoring of tongue move­
ment via ultrasound sonography (Wein, Bockler, Huber, Klajman, & 
Willmes, 1990). 

With severe modality-specific syndromes, only limited progress can 
be achieved by direct treatment techniques. The patient must develop 
compensatory strategies. Examples include development of writing in 
severe speech apraxia, lipreading in pure word-deafness and auditory 
agnosia (cf. Fechtelpeter, Goddenhenrich, Huber, & Springer, 1990), or 
finger tracing of letter contours in pure alexia. 

In more common, but chronic syndromes of aphasia, disorders are 
typically multimodal in nature. That is, characteristic symptoms occur in 
each linguistic modality. Little variation in level of performance is found 
across modalities, and thus the prerequisites are lacking for a strict mo­
dality approach such as Weigl's deblocking method. Nevertheless, the 
modality approach is useful for the treatment of chronic aphasic syn­
dromes. In contrast to Shewan and Bandur (1986), we do not favor sys­
tematic training through one particular modality. Rather, we prefer mul­
timodal stimulation combined with the linguistic structure approach. 
Central linguistic knowledge is more likely to be activated by input 
from more than one modality. Likewise, linguistic knowledge can be 
improved and stabilized when expression is practiced in more than one 
output modality. 

Linguistic Strategy 

The linguistic strategy approach offers an alternative to conscious struc­
tural relearning in aphasia. Instead of setting the goal in terms of lost or 
only inconsistently available linguistic units and regularities, the thera­
pist tries to optimize the linguistic processing routines which remain 
available to patients and which they often use spontaneously (cf. Seron, 
1982). In other words, positive rather than negative aspects of the apha­
sic behaviors become the starting point. 

The strategy approach is usually successful for treating word-finding 
difficulties. The patient is systematically guided to produce circumlocu-
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tions that spe~ify the functional and/ or situational characteristics of the 
object or person that cannot be named. In patients with syntactic difficul­
ties, this strategy is, of course, limited. Alternatively, these patients can 
be encouraged to use semantic search strategies. They are told to enu­
merate words that come easily to mind because they bear an associative 
relationship to the target. And they are taught to indicate for each of 
these associates (by means of interjections like "no," "not quite," etc.) 
that the intended target is not yet reached. Often, using these compensa­
tory strategies, the intended word is uttered. Linguistic strategies of this 
kind are built on the positive aspects of word-finding difficulties. Many 
patients use these strategies spontaneously and the therapist has only to 
reinforce them in a systematic way. 

Disturbances of segmental phonology can be reduced if patients have 
a relatively preserved orthographic lexicon (sight vocabulary). The ther­
apist suggests that the patient visualize words internally whenever pro­
nunciation difficulties occur. Literature concerning therapy of reading 
and writing disorders mentions many similar compensatory strategies. 
They are easily learned by patients as "tricks." Another strategy is use of 
the so-called link-words applied by Hatfield (1989) to enable English­
speaking patients to sound out graphemes and written function words. 
This trick works just as well for German-speaking patients. 

A strategy approach is also useful for the treatment of severe agram­
matism. It is assumed that basic thematic relations are still available for 
sentence planning despite the lack of function words, inflectional end­
ings, and complex phrase structures. The content words used still refer 
to agents, actions, objects, goals of an action, instruments, location, and 
so on. Word order still indicates a logical or temporal sequence or a gra­
dation of thematic importance. These positive functions of agramma­
tism can be systematically enhanced in therapy (cf. Jones, 1986; Kearns, 
1990). Patients are told to ignore their grammatical difficulties during 
sentence planning and to concentrate on the thematically consistent 
selection of content words. The therapist may introduce a thematic 
scheme that supports thematic sentence planning. The patient is in­
structed to consider WHO/IS DOING WHAT/TO WHOM/WHERE/ 
WHEN/WITH WHAT/and so on. This scheme is hierarchically expand­
ed. Only inappropriate selection of content words is corrected by the 
therapist. Morphological or syntactic errors are ignored. In German we 
call this method "reduced syntax therapy" (REST) (Springer, Schlenck, 
& Schlenck, 1991). 

In our experience, the strategy approach, despite its initial success and 
its enhancement of communicative skills, should be applied only with 
patients who have little remaining linguistic learning capacity or who are 
not highly motivated to relearn language. For patients without these lim­
itations, the strategy approach should be complemented by treatment 
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methods aimed specifically at remediation of impaired linguistic struc­
tures and modalities. 

Processing Model 

Planning for aphasia therapy often lacks a coherent theoretical frame­
work which allows the therapist to postulate underlying mechanisms for 
the aphasic symptoms, to predict how impaired linguistic functions in­
terconnect with others, and to judge whether unimpaired functions can 
possibly compensate for impaired functions. Such a framework, when 
demonstrated to have observational and explanatory adequacy, can 
guide the therapist in a step-by-step investigation of the pattern of im­
pairments of an individual patient during the course of therapy (d. Kot­
ten, 1989; Lesser, 1987; Sasanuma, 1986). 

Besides functional localization of the impairment, processing models 
also support decisions concerning which therapeutic intervention tech­
niques are most appropriate (d. Huber, 1992). If the impairment primar­
ily involves transmission of information ("routes''), linguistic modality or 
strategy approach methods will be preferred. If, however, the impair­
ment is in knowledge components, which contain linguistic units and 
complex structures, linguistic structure methods are appropriate. 

Many unresolved questions remain concerning the application of pro­
cessing models to aphasia therapy. These include the following: 

1. Not all aphasic symptoms can be unequivocally localized with­
in models of normal language processing. This is particularly 
true for symptoms that appear to indicate lack of internal lin­
guistic control such as automatisms, perseverations, jargon, 
and paragrammatism. 

2. Aphasic failure may result from limitations in processing capaci­
ty as well as from interrupted transmission routes and degrad­
ed knowledge. No processing models that accommodate dis­
tinctions among these possibilities are available. 

3. Typically, dissociations in performance are directly related to im­
paired versus unimpaired processing routes and/ or compo­
nents of the model. However, dissociations may simply reflect 
differences in inherent task difficulties which are not obvious 
from normal behavior. The task may be so easy for normal con­
trol subjects that they always perform at ceiling. To plan ther­
apy, we need models that specify not only routes, units, and 
regularities involved in processing, but also the quantity of re­
sources required. 

4. Most critical, information flow models do not specify how new 
or lost information is learned or relearned. 
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Processing Capacity (Working Memory) 

Linguistic learning and relearning in the chronic stage of aphasia initially 
calls for controlled rather than automatic processing. Activated units 
must be assembled and compared with alternative units, and the units 
that best fulfill the given goal or purpose of the task must be selected. 
Processing components of this kind do not function as long-term stores, 
and, therefore, are not vulnerable to access or knowledge deficits. How­
ever, the processing capacity of these control components may be lim­
ited either by reduced memory span or by deficits of attention and/or 
problem solving. Because these deficits frequently co-occur with apha­
sia (cf. Cramon & von Zihl1988; Poeck 1989), limited capacity for con­
trolled linguistic processing must be expected. We believe that a general 
limitation of processing capacity can be managed in three ways, which 
are discussed below. 

First, additional treatment of attention, short-term memory, and gen­
eral problem solving can be provided. Sturm (1990) argues that patients 
with left hemisphere lesions are likely to have impairments in selective 
and divided attention, while right hemisphere patients tend to have dis­
turbances of alertness and vigilance. On the Aachen aphasia ward, pa­
tients are provided with comprehensive treatment for their attentional 
deficits. Preliminary evaluation has suggested that best results are ob­
tained when the training is specific and when it is administered at inter­
vals. At other German rehabilitation centers, specific training programs 
for deficits in memory span and problem solving (Cramon & von Zihl, 
1988) have been developed. 

Second, the capacity demands of the tasks used in aphasia therapy 
must be systematically varied. For example, limitations in auditory mem­
ory span can be dealt with by providing additional written stimuli. In pa­
tients who pathologically rely on surface routes of repetition, reading, or 
writing, holistic strategies may be introduced. Patients are taught to at­
tend to lexical units (words and morphemes) rather than sub lexical ones 
(syllables, phonemes, or graphemes). With more complex tasks, trade­
off effects must be expected. Treatment of sentence planning usually 
begins with demands that isolate one of the multiple processing com­
ponents such as thematic role assignment, lexical selection, phrase 
structure construction, or morphological marking. When several of these 
demands require simultaneous attention, trade-off effects are common, 
(i.e., patients perform more poorly than before). For example, agram­
matic patients may be able to handle morphological structures quite well 
as long as they practice them in isolation (e.g., in an anagram or in a sen­
tence closure task). However, when planning a whole sentence is re­
quired (e.g., in picture description or in retelling of narratives) the pre­
vious morphological difficulties reemerge. 
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In addition to demands to process simultaneously in several linguistic 
components, time constraints are an important factor for trade-off ef­
fects. This appears to be specifically true for patients with chronic agram­
matism, who need more processing time than is conventionally accept­
able in free conversation. Therefore, in "adapting" to the demands of 
fluent communication, they switch to a processing mode of reduced lin­
guistic complexity. This in tum leads to speaking agrammatic sentences 
which nevertheless manage to convey the intended message (d. Heesch­
en & Kolk, 1988). 

A third approach to treating a limitation in processing capacity is to 
specifically train or develop internal linguistic control (monitoring). As a 
rule, aphasic patients monitor failure of access better than they monitor 
overt errors. ''Prepairs" are more frequent than repairs (Schlenck, Hu­
ber, & Willmes, 1987). An obvious consequence for therapy is that it is 
beneficial to focus on treatment of comprehension and metalinguistic 
judgments, using the patient's own output. But success may be limited, 
even when comprehension improves substantially. This is because limi­
tations in working memory capacity make it difficult for the patient to 
plan and execute language output while simultaneously monitoring pos­
sible errors. 

Consolidation 

Symptom-specific training is continued as long as comparisons between 
pre- and post-treatment test results demonstrate substantial improve­
ment. In many patients, treatment can be extended well into the chronic 
stage of recovery (i.e., beyond 12 months post-onset), until a learning 
plateau is reached (cf. Hanson, Metter, & Riege, 1989). 

The symptom-specific training must be complemented by a phase of 
consolidation, which has the two therapeutic goals of maintenance 
and transfer. 

Chronic aphasic patients who reach learning plateaus are at risk for 
deterioration of their linguistic capacities even in the absence of obvious 
psychosocial problems. Therefore, we have established a maintenance 
group (cf. Keams, 1986) of outpatients whose aphasia is 3 to 10 years 
post ictus. This group has met for several years, with the sole purpose of 
engaging in verbal communication. At times, conversation must be spe­
cifically stimulated by means of prepared topics for discussion, or by 
games requiring either verbal or social engagement. 

A professional aphasia therapist attends the group meetings at regular 
.intervals. The therapist tries to establish conversational rules and strate­
gies (cf. Holland, 1980), such as: 
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• wait and listen when a partner is about to speak; 

• give a clear signal (eye contact, gesture, verbal interjection, or com­
ment) when you want to speak (turn-taking) or when you want 
to continue; 

• take your time when you are speaking, especially when you have 
trouble with formulation; 

• try to convey your message using all available verbal and non­
verbal means; 

• indicate when you are unable to understand the message of a 
speaking partner; 

• in case of communication misunderstandings try to convey what 
you have understood so far, but do not act as an overcorrect­
ing teacher. 

69 

When several group members spontaneously begin to apply these 
rules, the therapist reduces his or her participation. In fact, one of our 
first groups became a local self-help group which is now a member of the 
German National Aphasia Association. 

Another goal of consolidation is to enhance the transfer of practiced 
linguistic skills to everyday communicative situations (cf. Davis, 1986; 
Prutting, 1982). Standard techniques are linguistic role playing (De Bles­
er & Weismann, 1981; Schlanger & Schlanger, 1970) and PACE therapy 
(Davis & Wilcox, 1985). Current therapy research in Aachen is concern­
ed with specifying contents, scope, and efficacy of these pragmatic ap­
proaches to aphasia therapy (cf. e.g., Glindemann & Springer, 1989; 
Glindemann, Willmes, Huber, & Springer, 1991; Springer, Glinde­
mann, Huber, & Willmes, 1991). 

The communicative methods of aphasia therapy are begun during the 
phase of symptom-specific training to activate stabilization and generali­
zation of practiced linguistic abilities. Training of transfer requires a step­
wise procedure. For example, we developed a therapy program for the 
training of the German modal verbs can, may, must, want (Weniger, 
Springer, & Poeck, 1987). After exercises at the sentence and text level, 
the patients proceed to role playing (e.g., visit at a doctor's office, negoti­
ation with a salesman) . They are instructed specifically to use the prac­
ticed modal verbs. Their attempts to do so are videotaped. Later, pa­
tients, assisted by their therapists, evaluate the linguistic adequacy of 
their output and their overall communicative effectiveness. 
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It may also be helpful to engage patients in actual excursions, where it 
is often easier to observe the strengths and weaknesses of the patients' 
communicative coping strategies and to delineate aims and methods for 
modification of their behavior. 

For many patients, the methods of linguistic consolidation must be sup­
plemented by psychosocial support ranging from family counseling to 
psychotherapy. At the aphasia ward, we regularly offer a two-day sem­
inar for patients and relatives. Doctors, nurses, therapists, and social 
workers provide detailed information about etiology, general health 
condition, progress in rehabilitation, prognosis, and social security regu­
lations for each patient. Relatives, alone or with their aphasic partners, 
have the opportunity to discuss their experiences and everyday difficul­
ties in several group sessions. These group meetings are supervised by a 
trained psychotherapist as well as an aphasia therapist. 

EFFICACY OF APHASIA THERAPY 

CUNICAL GROUP STUDY 

At the Aachen aphasia ward, the various approaches of the symptom­
specific training phase are routinely provided, along with methods of 
consolidation. An individual patient's treatment lasts 6 to 8 weeks, with 
nine 60-minute sessions per week (five individual sessions and four 
group sessions). All patients are beyond the acute stage of neurological 
illness. Patient selection is based on team decision, guided by reports 
from neurolinguistic, neuropsychological, and neurological examina­
tion. Contents and methods of treatment are tailored to the specific 
symptom complex observed in a given patient. 

In a recent study (Poeck, Huber, & Willmes, 1989), we assessed the ef­
ficacy of our treatment regimen in a group of 68 consecutively admitted 
patients with exclusively vascular etiology. Depending on the time post­
onset, the treated patients were divided into early (1-4 months), late 
(4-12 months), and chronic (>12 months) subgroups. The Aachen Apha­
sia Test (AAT) was used for pre- and post-therapy assessment. Testing 
and treatment were always done by different persons. 

The control group consisted of 92 patients with vascular etiology from 
an earlier multicenter study of spontaneous recovery of untreated pa­
tients (Willmes & Poeck, 1984). This study was conducted (1979-1980) 
when aphasia treatment was not generally available in West Germany. 
Each patient was examined on three occasions at fixed intervals ( 4-6 
weeks, approximately 4 months, approximately 7 months post-stroke). 
We looked at early (1-4 months post-stroke) and late (4-12 months post-
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stroke) test scores for the controls. Twenty-three of the initial 92 control 
patients recovered completely between the first and second examination 
and were dropped from further study; for this reason the late control 
group consisted of only 69 patients. 

There were no significant differences between the control and treated 
groups with respect to age or gender. Time post-onset was somewhat short­
er in the control group, possibly working against our assumption that 
treatment is effective beyond the phase of spontaneous recovery. For the 
early phase (1-4 months post-onset), the control patients were compar­
able in severity to the treated patients. In the late phase (4-12 months 
post-onset), aphasia was relatively more severe in the treated group for 
the following reason: In the spontaneous recovery study, patients evolv­
ed to a milder aphasia or recovered completely. In contrast, the treat­
ment study continuously recruited more severely impaired patients. 

We evaluated improvement in each individual. A calculation of mean 
group improvement alone would not have been informative because of 
large individual variation in improvement. Up to 12 months post-stroke, 
it was necessary to take into account possible effects of spontaneous re­
covery. Thus, we quantified the amount of spontaneous recovery ob­
served in the control patients obtained as follows: The difference be­
tween a patient's T-score at the beginning of the treatment and the 
T -score at the end of the treatment was corrected by subtracting the 
corresponding mean T -score difference obtained in the spontaneous 
recovery study. The corrections were made only for treatment patients 
in the early (1-4 months) and late phases (4-12 months) of possible spon­
taneous recovery. These corrections were done separately for the early 
and late phases, for each of the five AAT -subtests, and for the overall 
AAT -profile level. The resulting corrected differences were analyzed by 
psychometric single case analysis methods (Willmes, 1985). 

It should be noted that our procedure for correcting for spontaneous 
recovery is particularly strict. The expected rate of spontaneous recovery 
is based on a period of 3 months, whereas the period of intensive thera­
PY was only 6 to 8 weeks. A linear interpolation for the expected rate of 
spontaneous recovery over 6 to 8 weeks is not feasible because the rates 
of spontaneous recovery reported in the literature are highly nonlinear 
(Culton, 1969; Hartmann & landau, 1987, Kertesz & McCabe, 1977). 

The number of treated patients who showed significant improvement 
beyond the expected amount of spontaneous recovery is summarized in 
Table 3-1. In the early phase, 78% of the patients benefitted from treat­
ment. In the late phase, the figure was 48%. Both percentages are prob­
ably underestimates, given the strict correction that we applied. In the 
chronic treated group, where no correction was required, the percentage 
of patients with significant improvement was still quite high (68%) . 
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Table 3-1. Outcome study: Number of individual patients in the treated group 
with significant Aachen Aphasia Test (AAT) improvement. 

Time Post-onset 

Early Late Chronic 
(1-4 months) (4-12 months) (> 12 months) 

n 23 26 19 
Significant AAT 

improvementa 22 (96%) 21 (81%) 13 (68%)b 
After correction for rate 

of spontaneous 
recovery 18 (78%) 12 (46%)b no correction 

•change in profile level and/or scores in one or more of the five subtests (single case 
analysis procedures (Willmes, 1985]). 

bcomparision between improvement rates: p "' .073 (exact test for 2X3 contingency table). 

Although the efficacy of treatment has been demonstrated by several 
studies (Basso, Capitani, & Vignolo, 1979; Shewan & Kertesz, 1984; Wertz 
et al., 1981, 1986), the mechanisms or factors that are related to the bene­
ficial efects of treatment remain poorly understood. In this study, age, 
duration, size and site of lesion on CT, and intelligence as assessed by 
standard tests were not related to improvement. Intensity and specifici­
ty of treatment appear to be of crucial importance. 

Many unresolved methodological problems remain. Randomized as­
signment of patients to treatment versus no treatment with blind assess­
ment of outcome is not acceptable because therapy would be withheld 
from patients for a rather long period of time. Therefore we felt that a 
historical control group of untreated patients was preferable to account 
for the impact of spontaneous recovery. Another alternative would be to 
study the therapy outcome in outpatients in a day clinic setting with each 
patient undergoing alternating periods of treatment and no treatment. In 
the no-treatment condition, physical or occupational therapy should be 
provided, but it must be unrelated to the specific language impairments 
of the patient. Such a series of treatment periods should not start before 
6 months post-onset (i.e., after the point at which only marginal sponta­
neous recovery can be expected). 

Finally, any attempt to measure global outcome of aphasia therapy in a 
clinical setting appears to be outdated for three reasons: (1) The possible 
impact of specific intervention techniques on individual patients is mask­
ed by the heterogeneity induced by any group study that is conducted 
according to a standard clinical regimen; (2) given the many contro­
versial issues regarding contents and methods of aphasia treatment, spe-
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cifically designed experiments are needed to compare different ap­
proaches; (3) any demonstration of differential treatment effects im­
plies, at least for the strongest improvement effect, that it was due to apha­
sia therapy and not to spontaneous recovery, charm of the therapist, or 
other reasons. 

EXPERIMENTAL STUDIES 

Some of our early experimental studies are reviewed in Weniger et al. 
(1980). In several single case studies, we applied a strictly symptom-spe­
cific approach. The results demonstrated not only significant practice ef­
fects but also stabilization and generalization. We obtained these effects 
even for the treatment of severe aphasia. For example, for a 59-year-old 
stroke patient with phonemic jargon, 6 months post-onset, we develop­
ed training material in which minimal phonemic contrasts between words 
were systematically varied (Huber, Mayer, & Kerscheinsteiner, 1978). 
Word onset contrasts were found to be more effective for learning than 
word offset contrasts and no contrasts. The patient was better stimulat­
ed to self-correction by auditory error feedback than by writing each 
phonemic approximation. Thus, materials and modality of intervention 
both had a specific impact on the patient's learning behavior. Stabiliza­
tion and generalization of the improvement were achieved only after an 
interval of no therapy and a second period of intensive training. 

In several other controlled observations of therapy, we found mate­
rial-specific training effects. The linguistic units/regularities investigated 
were: Lexical structures (semantic similarity and phonemic similarity); 
syntactic structures (active/passive, lexicalized/pronominalized, and co­
ordination/subordination of clauses); and semantic structures (perfor­
mative verbs with local/directional event perspective). These structures 
were chosen to exemplify therapy for impairment on the three levels of 
linguistic processing. 

The therapy design of this early approach was simple. There was one 
period of treatment, with a pre- and post-test. Half of the control test 
items were identical to the items practiced, and the other half were struc­
turally similar. Patient selection was based on clinical examination and 
on level of pre-treatment test performance. Only patients whose pre­
treatment performance was low enough to leave room for significant 
improvement were considered for treatment. Applying the binomial 
model, our criterion for mastery was that patients perform with 90% 
accuracy (Klauer, 1987; Willmes, 1990). Mastery was most commonly 
found in patients with moderate severity of impairment according to 
pretest performance. 
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In patients with severe impairment, the frequency and degree of im­
provement varied widely, with some showing no improvement, some 
achieving substantial improvement, and only a very few attaining the 
level of performance we termed mastery. The latter finding, of course, 
was expected, because the initial floor performance of these patients did 
not reveal the true degree of impairment. Very poor test performance 
should not, therefore, necessarily preclude therapy. We believe that a 
period of "probe therapy" helps to assess the residual learning capacities 
in these patients. 

Another finding was that improvement extended to unpracticed items. 
Whether this reflects a trivial or a nontrivial learning effect depends on 
the design of the control test. Theoretically, there are four possibilities 
for item selection. In comparison to the practiced items, the items of the 
control test can be: Identical in linguistic units and regularities; partially 
identical (i.e., the linguistic parameters of the practiced items are held 
fixed, but the context or the task demands are changed); similar (i.e., one 
parameter is systematically related to the treatment parameters); or un­
related. Correspondingly, any post-therapy improvement can be label­
ed as: (simple) practice effect, trivial learning effect, nontrivial learning 
effect (also called transfer effect), or unspecific treatment effect. 

Our experience suggests that simple practice effects are easily ob­
tained by using linguistically structured material. This is generally true 

except in those patients with severe global or Wernicke aphasia who ex­
clusively use uncontrolled repetitive verbal utterances and who com­
monly also have severe apraxia and memory and problem solving disor­
ders. In these patients, the therapist may try to improve nonverbal skills 
and situationally based comprehension. This is best achieved through 
collaboration with occupational therapy. 

Many clinicians argue that transfer of improved linguistic perform­
ance should be demonstrated in everyday communication. We certainly 
agree, but such demonstration raises significant methodological prob­
lems. What are the relevant communicative situations to be tested? How 
can we evaluate communicative behavior with respect to the linguistic 
units and regularities on which therapy focused? An optimal database 
would be videotaped samples of communicative behavior in everyday 
life. But evaluating them is extremely time-consuming and the appropri­
ate methodology for analyzing verbal and nonverbal interactions is not 
readily available. A practical but overly simple solution is to use proto­
cols containing several rating scales. However, the validity and reliabil­
ity of such scales are frequently low, especially if they are administered 
by raters who were not involved in developing them. 

Our research concentrates instead on a detailed linguistic analysis of 
spontaneous language, which we sample during role-playing or in conver­
sations with a familiar or unfamiliar nona phasic partner on given topics. 
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Depending on the linguistic content of treatment, we assess parameters 
such as distribution of word class; number of verb complements and 
specifications of noun phrases, proportions of inflections, subordinate 
clauses, and cohesive ties; number of propositions; and so on. Changes 
in these parameters from pre- to post-treatment samples are viewed as 
indicative of improvement. Performance at this point can be compared 
to the ranges achieved by normal speakers. This approach, however, 
does not answer the question of whether improved linguistic abilities 
lead to more active communicative behavior, such as more appropriate 
turn taking, verbal rather than gestural requests, and so forth. 

It is important to stress that only the demonstration of non-trivial learn­
ing effects (and of subsequent transfer into conversational language) can 
be safely interpreted as resulting from the treatment as opposed to spon­
taneous recovery, general communicative stimulation, arousal of moti­
vation, or increased self-confidence in the patient. What cannot be con­
cluded is that the method of treatment applied is better than some 
alternative one. Comparing alternative methods is methodologically dif­
ficult. To compare the results of administering one type of treatment to 
one patient and another type to another patient requires precisely 
matched pairs of patients. This is almost impossible given the complexity 
of aphasic symptoms and the large number of intervening variables that 
need to be controlled. 

A more satisfying approach is the repeated intra-subject crossover de­
sign (Coltheart, 1983) with the order of treatment methods systematical­
ly varied across patients. Figure 3-2 provides an illustration of this kind 

Pat ient Time course 
No T1 T2 T3 T4 Ts 

1 A 8 A 8 

2 8 A 8 A 

3 A 8 A 8 

4 8 A 8 A 

etc 

A,B: different treatment methods 
T1 . .. T5 : control tests 

Figure 3-2. Crossover design for therapy studies. 
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of design. The differential impact of treatment methods can be tested both 
within and between subjects. In two recent studies, we used the intra-sub­
ject crossover design. We compared the linguistic structure approach both 
with the stimulation and the communicative activation approach. 

UNGUISTIC STRUCTURE VERSUS STIMULATION 

In the first study (Springer, Willmes, & Haag, in press), we used a simple 
crossover design (AB vs. BA). The patients were asked to practice dia­
logue discourse. The crucial linguistic units were temporal expressions, 
which were embedded in the dialogues either as Wh-questions (when, 
for how long) or as prepositions (before, after, since, until, etc.). Training 
proceeded in the five steps illustrated in Figure 3-3. Only step 3 was cru­
cial for the comparison of methods. The therapist either demonstrated 
the linguistic characteristics of target and distractor items (method A) or 
provided stepwise auditory-verbal stimulation (method B) ranging from 
tapping, to humming, to singing, and to speaking in a manner similar to 
Melodic Intonation Therapy. 

The control tests included the same units and regularities as the prac­
ticed material, but were embedded in different linguistic contexts (i.e., 
we controlled for trivial learning effects). Furthermore, spatial expres­
sions were introduced (where, on, under, to, etc.) to assess nontrivial learn­
ing effects. The patient was asked to use these expressions in sentence 
completion tasks. Twenty items each were included for Wh-questions 
and prepositions. The whole set was administered in two ways, one re­
quiring oral completion and the other requiring selection from multi­
ple-choice sets of written words. 

Each course of training for either method A or B was provided in six 
sessions distributed over 2 weeks. Twelve patients with either moderate 
Broca's or Wernicke's aphasia were included in the study, six for each of 
the two sequences AB and BA. The minimum duration of aphasia was 
3 months, the median was 11 months. The results are shown in Fig­
ure 3-4. 

Irrespective of the sequence, the results of the linguistic structure ap­
proach were the more favorable. In the statistical analysis for such a 
crossover design, aftereffects must first be evaluated (nonparametric 
tests for the two period crossover design). The differences between pre­
and post-treatment performance were calculated for each method of 
treatment and each of the four linguistic parameters (temporal/spatial 
Wh-particles/prepositions). 

Overall, there were significant differences in aftereffects for practiced 
but not for unpracticed items. The largest aftereffect was obtained for the 
sequence stimulation prior to the training of linguistic structures. 
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STEP 1 

Reading the 
dialogue aloud 

I 
STEP 2 

Establishing text 
comprehension 

I 
STEP 3 

A: Linguistic structure 8: Stimulation 
approach approach 

Realisation of the target Facilitation of the target 
utterances using semantic utterances using auditory 
contrasts in written stimulation, hand tapping, 
multiple choice sets and humming or intoning 
example sentences 

STEP 4 

Producing the target utterances 
in a dialogue context 

STEP 5 

Role play of the whole 
dialogue situation 

Figure 3-3. Steps for the two treatment approaches in the dialogue study. 

Next, we compared the direct effects, that is, we questioned whether 
the linguistic structure approach was more effective than the stimulation 
approach at each post-test. For the practiced temporal expressions the 
linguistic structure approach achieved better results for written perform­
ance on Wh-questions and for oral performance on prepositions. For the 
unpracticed spatial expressions the results of the linguistic structure ap­
proach were significantly superior only in oral performance on Wh-par-
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Figure 3-4. Mean performance in control tests (n = 6 each) in the dialogue 
study. 

tides. In addition, there was significant overall improvement in each 
condition when performance of the secorld post-test was compared to 
that of the pretest. This was also true for the unpracticed spatial expres­
sions, even though the amount of overall improvement was again signif­
icantly larger for the practiced temporal expressions. 
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Three conclusions can be drawn from this study. First, specific training 
irrespective of the method applied led to overall improvement of lin­
guistic performance. Second, trivial learning effects were larger and more 
widespread than nontrivial ones. Third, the linguistic structure approach 
was more effective than the stimulation approach. It was most effective 
when preceded by a period of stimulation. It appears that even beyond 
the phase of early spontaneous recovery, techniques of verbal activa­
tion prepare patients optimally for structured linguistic learning. 

UNGUISTIC STRUCTURE VERSUS 
COMMUMCATIVE ACTWATION 

In a second study (Springer, Glindemann et al., 1991), we used a double 
crossover design and compared the linguistic structure approach with a 
communicative activation approach. A well-established paradigm for 
communicative activation is PACE therapy (Davis & Wilcox, 1981). The 
patient is encouraged to convey messages by using any verbal or non­
verbal means available. This approach does not focus on language sys­
tem demands such as specific lexical selection, sentence construction, or 
precise phonological realization. The traditional PACE approach does 
not try to engage the patient in relearning the structures of language. 
Rather, it is a purely stimulative approach, in the sense of optimizing the 
patient's communicative capacities that are unaffected or only mildly af­
fected. Therefore, we wondered whether a modified approach that inte­
grates the demands of the linguistic structure approach into PACE thera­
PY (method B) would be more efficacious than the traditional one 
(method A). 

Method A required patients to identify individual line drawings of ob­
jects which were presented in random order. The target name was un­
known to the therapist. Patients had free choice of the naming modality. 
For example, they could say the name, try to write the name, describe the 
object, use gestures, or even try to draw the object. The therapist never 
corrected the patient directly, but would tell the patient whether the 
message was understood or not. 

Method B introduced a metalinguistic task and used the training ma­
terial in a more structured way. Instead of only one picture, the patient 
was confronted with an array of 22 pictures, a subset of which the pa­
tient was asked to sort into a semantic class such as tools, toys, or fruits. 
The superordinate category was written on a card. This card together 
with the random array of 22 pictures was given to both the patient and 
the therapist, who were separated by a screen, as suggested by Clere­
baut, Coyette, Feyereisen, and Seron {1984) . The screen ensures that 
subjects are required to convey new information to their partners, which 
is the essential feature of PACE therapy. Each decision on class member-
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ship had to be conveyed to the partner. The therapist gave feedback 
about the accuracy of classification in addition to the "natural" feedback 
of the traditional approach. 

During control tests, patients' attempts to · dentify the objects were 
scored on two scales. In addition to the communication scale of the tradi­
tional PACE therapy (Davis, 1980), we introduced a ''Language System 
Scale" taken with a minor modification from the Aachen Aphasia Test 
(AAT) (Huber et al., 1984). This scale reflected the semantic accuracy of 
the patient's naming response. 

The two methods were compared intra-individually in three patients, 
two with moderate to mild chronic global aphasia (WB and DZ), and one 
with moderate Wernicke's aphasia (UZ). All three patients showed marked 
lexical-semantic difficulties, as reflected by semantic paraphasias on con­
frontation naming and meaning confusions in word-picture matching. 
Each training period lasted for 5 days with five full-hour sessions. The 
results are shown in Figure 3-5. 

The modified PACE approach led throughout to significant improve­
ment in both linguistic adequacy and communicative effectiveness. In 
contrast, the traditional PACE approach was effective only in one patient 
(DZ) and only in the initial treatment period. 

CONCLUSIONS 

The results of the two studies led us to the following conclusion: When 
the linguistic structure approach is aimed at specific impairment of lin­
guistic knowledge in chronic aphasic patients, it is more effective than a 
purely stimulating or communicatively activating approach. However, 
several qualifications must be made. 

First, the setting for practicing linguistic structure and for pre- and 
post-training control was always "pragmatic" in the sense that either a 
discourse pattern (first study) or communicative interactions (second 
study) were chosen. It is conceivable that this is a prerequisite for the lin­
guistic structure approach to be effective. Learning grammatical struc­
ture alone would not do the job. More importantly, pragmatic settings 
are more likely to induce transfer to everyday communication. 

Second, the linguistic structure approach should always be symptom 
specific. The most promising effects can be expected for patients whose 
linguistic knowledge is affected as opposed to those who have difficul­
ties of access/retrieval or lower level processing disorders such as 
speech apraxia, peripheral alexia, or word deafness. It should be under­
stood that some residual linguistic knowledge must be preserved, which 
precludes use of the linguistic structure approach in severe chronic glo­
bal aphasia. 
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Figure 3-5. PACE study: Performance in control tests of the three patients (UZ, 
WB, and DZ) (s = significant difference in tests-scores, Randomization Test; 

Edgington, 1987). 
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Third, for more complex linguistic demands such as sentence and text 
production, which require integration of information from several levels 
of processing, the structure approach may fail completely if the process­
ing capacities of the patients are too limited. In such a situation, the train­
ing of strategies is preferable when combined with attempts at improv­
ing disorders of working memory. 

Fourth, we have not, nor have most others, successfully demonstrated 
transfer of improved linguistic performance from the therapy setting in­
to everyday spontaneous language and communicative interactions. To 
achieve this, one must tread a methodologically thorny way. Ultimately, 
the success or failure of patients and therapists to achieve transfer to ev­
eryday language demands will decide whether the symptom-specific and 
language oriented approaches will remain as central paradigms of apha­
sia therapy. 
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The current status of intervention for aphasic persons in French-speak­
ing Canada shares characteristics with the culture of Quebec, the Cana­
dian province where most persons speak French. Although Quebec is 
North American both geographically and in terms of its institutions, his­
torically and linguistically it is French. American and French cultural 
influences have intermingled to create a unique combination. Thus, just 
as the legal institutions in Quebec proceed both from English and 
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French influences (the institutions themselves are British but the civil 
code is Napoleonic), intervention for aphasia proceeds from both the 
American and the French schools. The result is a unique combination of 
these two influences. 

It is not the purpose of this chapter to provide an exhaustive descrip­
tion of tl'\e current approaches used by speech-language pathologists in 
French-speaking Canada. Rather, the goals are, first, to provide historical 
background about the origins of current philosophies and orientations 
in intervention for aphasia and, second, to discuss briefly some contem­
porary issues raised by clinicians and researchers. Finally, a recent case 
study conducted by two of the authors will be presented, which serves to 
illustrate concretely how our concerns about efficacy are related to the 
issues of aphasia as an impairment in language processing, a disability in 
communication, and a handicap in daily living. 

IDSTORICAL BACKGROUND 

To discuss recent historical events is a difficult exercise. This is because 
such a discussion may emphasize certain events which tum out to be of 
little importance or omit details which may gain importance in a larger 
perspective. Keeping this reservation in mind, we have elected to begin 
our brief history of aphasia intervention or aphasia reeducation, as it was 
called in French-speaking Canada in the 1950s. In the mid-1950s, under 
the guidance of Gustave Gingras, a pioneer of physical rehabilitation 
medicine in Quebec, Germaine Huot, who had received her master's 
degree in speech pathology from Northwestern University in the United 
States, established a speech pathology department at the Montreal 
Rehabilitation Institute, the first to specialize in the rehabilitation of 
aphasic patients. Concurrently, Gingras established the first program in 
Canada for the training of speech-language pathologists and audiolo­
gists. This program, in the School of Rehabilitation of the Faculty of 
Medicine of the University of Montreal, was directed by Huot until the 
early 1960s. 

Some years later, Louise Coderre, 1 one of Huot's students, became an 
influential figure. She devoted her efforts to the rehabilitation of aphasic 
patients, following the British and American approaches as represented 

1 In the mid-1960s, Louise Coderre became the director of the program of studies in 
speech-language pathology and audiology at the Universite de Montreal. The program she 
developed and directed for 26 years is still the only program on the North American conti­
nent that offers training in speech-language pathology and audiology in the French 
language. Now an autonomous department of the Faculty of Medicine, it offers a program 
of studies at the undergraduate and graduate levels. 
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by Weisenburg and McBride (1935), Schuell (Schuell, Carroll, & Street, 
1955), and Eisenson (1954). She was also, however, much influenced by 
the writings of Ombredane (1951). Through meticulous clinical obser­
vations and linguistic analysis, together with an interest in the use of 
language in different contexts, she developed an approach to interven­
tion later recognized as a precursor to the contemporary neurolinguistic 
and pragmatic approaches. Her clinical work and her teachings have in­
fluenced many French-speaking clinicians in Canada. In 1970, Coderre, 
with an experienced clinician and colleague, Michele Bergeron, studied 
in France with Blanche Ducarne de Ribaucourt. Ducarne was responsi­
ble for the Reeducation Center for Language Disorders at L 'Hopital de Ia 
Salpetriere in Paris, under the direction of _Francois Lhermitte. Coderre 
and Bergeron thus were able to compare the approaches to intervention 
used in Quebec and France. The distinctiveness of the approach used in 
Quebec was apparent, as it arose from the contributions of both the 
American and the European aphasiological literature. The essence of 
the approach developed in Quebec is described in a chapter written 
by Coderre and colleagues (Lecours, Coderre, Lafond, Bergeron, & 
Bryans, 1979). 

The approach to aphasia intervention put forth by Ducarne (Ducarne, 
1967; Ducarne, 1986; Lhermitte & Ducarne, 1965) was quite similar 
to that suggested by Schuell (Schuell, Jenkins, & Jimenez-Pabon, 1964) 
(see Lecours et al., 1979a, and Joanette et al., 1987, for further discussion) 
in that intervention was essentially focused on the symptoms of lan­
guage disturbance, with the task of the clinician being to create an indi­
vidualized treatment program. Schuell's approach strongly emphasized 
auditory stimulation, which Ducarne's approach did not. Rather, Ducarne 
considered that therapy should proceed from a careful linguistic analysis 
of aphasics' oral expression. For example, she suggested that oral expres­
sion should be examined at the levels of phonetics, phonemics, lexicon, 
syntax, and as a "whole" in narrative tasks. She also was concerned with 
the problem of generalization, and included family members in therapy 
so that they could reproduce elements of therapy at home. The ap­
proaches used in Quebec also emphasized analysis of these various 
levels of verbal output as well as the problem of generalization. 

Ducarne's approach can also be characterized as oriented toward the 
needs of the individual. This "humanistic" dimension was so deeply 
rooted in clinical practice in Quebec, that when the pragmatic revolution 
occurred in aphasiology, speech-language pathologists in Quebec were 
easily able to incorporate the new terminology into their work. In effect, 
the terminology echoed the objectives of generalization, communica­
tion-at-large, and social readjustment that speech-language pathologists 
already pursued in their clinical practice. 
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Another significant figure in the history of aphasiology in Quebec is 
Andre-Roch Lecours. After completing his studies in medicine in Mon­
treal, Lecours studied in Boston with Paul Yvan Yakovlev and in Paris 
with Franc;ois Lhermitte. Upon his return, Lecours established the Cen­
tre de Reeducation du Langage et de Recherche Neuropsychologique de 
l'Hotel-Dieu de Montreal in 1972 and later, in 1982, the Centre de 
Recherche du Centre Hospitalier Cote-des-Neiges. Both of these centers 
conducted research aimed at furthering the understanding of aphasia. 
Lecours played a significant role in teaching and training students 
interested in aphasiology and speech-language pathology. His textbook 
on aphasia is a basic reference (Lecours & Lhennitte, 1979). 

Although there are clearly French influences in Quebec, clinical prac­
tice is organized very differently in France and Quebec. In fact, the pro­
fession of speech-language pathology in Quebec is similar to the profes­
sion as practiced in other parts of Canada and in the United States. 
Speech-language pathologists are trained in undergraduate and gradu­
ate programs in speech-language pathology and audiology at the Uni­
versite de Montreal. They become eligible for membership in the Cor­
poration des Orthophonistes et Audiologistes du Quebec once they 
have obtained a Master's degree, which is legally required to practice. 

Speech-language pathology as currently practiced in Quebec incor­
porates both French and American influences. Historically, although 
intervention for aphasia was influenced by a French perspective, Ameri­
can perspectives have always been present, especially since the devel­
opment of scientific literature in the field of human communication dis­
orders. Such a development has not occurred in France because 
speech-language pathology is not well established as a scientific dis­
cipline within the universities. Other influences are at play in Quebec. 
For example, Luria's work on rehabilitation and the more recent concept 
of cognitive rehabilitation, as it originates from Belgium, the United 
Kingdom, and the United States, are taught to students and therefore 
influence, to some degree, clinical practice in Quebec. This original and 
eclectic philosophy of intervention is implemented in a professional 
structure that is essentially American. 

In general terms, the approach to intervention is still very much cen­
tered on patients' individual needs. Most clinicians plan therapy after 
having identified the linguistic deficit(s) underlying the aphasia. Ther­
apy which will reactivate, reorganize, or compensate for the deficit(s) is 
then provided (see Joanette et al., 1987). Moreover, intervention is con­
sidered effective if there is concurrent improvement in communication 
in other situations. Therefore, specific goals to foster such generalization 
are included in the treatment plan. Available and interested family mem­
bers are included in the intervention process, and group therapy is often 
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provided as a supplement to individual treatment. There has always 
been great concern for intervention which leads to significant functional 
and useful changes for daily living. Nevertheless, there is probably much 
more interest now than ever before in defining and measuring in a scien­
tific manner the therapy procedures that are likely to result in significant 
changes. The growing body of scientific literature on intervention effects 
has helped to foster this interest. 

CURRENT ISSUES IN LANGUAGE INTERVENTION 

Today, the efficacy of aphasia intervention is a concern of many research­
ers as well as clinicians. The next section briefly outlines some of the cur­
rent issues related to efficacy. The topics we have selected for discus­
sion are not exhaustive, but serve to illustrate the types of questions we 
and other colleagues have raised. 

THE BASIC QUESTION OF EFFICACY 

The question of the effects of intervention has been central in the field 
from both clinical and scientific perspectives. First has been the crucial 
matter of what treatment aphasic persons should be receiving. In 1970, 
Sarno, Silverman, and Sands published a study showing that interven­
tion may not be very beneficial for some global aphasics. In reaction to 
the overgeneralization that followed this study, many subsequent stud­
ies have led to a better understanding of the variables associated with 
significant effects of therapy (see the reviews of Basso, 1989; Shewan, 
1986; and Wertz, 1987). The conclusions of these studies, especially 
those of the Italian group (Basso, Capitani, & Vignolo, 1979), have been 
useful in determining the intensity and duration of therapy and the ad­
visability of using volunteers to deliver treatment. The current consen­
sus concerning the minimal conditions necessary for efficacious treat­
ment is well described by Wertz (1987). Aphasia therapy needs to be 
intensive, from three to five sessions per week, as patients in the studies 
that offered two sessions or fewer showed no improvement (David, 
Enderby, & Bainton, 1982; Hartman & Landau, 1987; lincoln et al., 1984; 
Prins, Schoonen, & Vermeulen, 1989). Therapy also needs to last a 
minimum number of months and should be conducted by a speech-lan­
guage pathologist rather than a nonprofessional volunteer. Most reha­
bilitation centers in the Montreal area (which is the largest city in French­
speaking Canada) offer speech and language therapy according to these 
guidelines (i.e. intensive [daily] treatment sessions for 3 to 6 months 
provided by a speech-language pathologist) . Some patients also receive 
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therapy for a longer period of time on an outpatient basis, but this is not 
a general rule. 

Outside of the Montreal area, these minimal conditions are not always 
met and the availability of therapy services varies considerably, even to 
the extent that no services are available in some places. In acute care 
hospitals in Montreal and other larger cities, intensive speech-language 
therapy services are rarely available. In the best situations, speech-lan­
guage pathologists are able to perform inpatient evaluations and to 
recommend follow-up services. Speech-language therapy services are 
hospital-based in a system of socialized medicine and are delivered in a 
rehabilitation setting. Part of the explanation for inadequate services is 
understaffing and insufficient financing of many clinics. Moreover, few 
private practitioners serve the neurologically impaired population. 

From the perspective of the science of intervention, group studies on 
the efficacy of aphasia rehabilitation have essentially shown that lan­
guage intervention is beneficial for aphasic patients in general (Basso et 
al., 1979; Broida, 1977; Hagen, 1973; Poeck, Huber, & Willmes, 1989; 
Shewan & Kertesz, 1984; Wertz et al., 1981; Wertz et al., 1986). Yet, other 
more specific questions need answers; for example, questions about 
which approach is likely to produce the maximum effects for an individ­
ual presenting with a particular aphasia or a particular symptom (How­
ard, 1986). This quest for answers to more specifically focused ques­
tions has led researchers to adopt single-subject methodology (Hegde, 
1987). This approach to intervention is vital to our understanding of how 
therapy improves the aphasic condition, although it does present some 
difficulties. For example, generalization to similar subjects is possible 
only if replications of a particular single-subject study are undertaken 
(Hegde, 1987). This may be problematic, as aphasic subjects are thought 
to vary considerably. Nevertheless, the development of the single-sub­
ject methodology has made it possible to conduct research in this area 
because it removes the considerable ethical problem associated with 
group approaches that require a control (untreated) group of subjects. 
The establishment of single-subject research is consistent with the over­
all goal of the development of a scientific discipline of speech-language 
pathology intervention. Intervention research is vital to the develop­
ment of the discipline of communication disorders. Our future as a sci­
entific discipline, as well as a clinical science, rests to some extent on our 
ability to explain under what conditions therapy improves communica­
tion disorders. 

In determining intervention effects for aphasic patients, efficacy can­
not be defined as a return to normally functioning language and com­
munication. If this were the case, the problem of identifying good 
therapy would be relatively simple; we would need only to count the 
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number of subjects who are "normal" after one type of therapy and com­
pare this group to those treated with other approaches. Because recov­
ery from aphasia is most often partial and incomplete, however, the 
problem becomes one of measurement of behavior. This problem is 
compounded by the inherent complexity of language processing and 
verbal communication and by the fact that recovery, as a neurophysio­
logically based process, is not well understood. 

The model of chronic diseases of the World Health Organization, ap­
plied to rehabilitation (Frey, 1984), may serve to crystallize some of the 
issues involved in aphasia intervention. This model describes the out­
comes of rehabilitation at three levels: The impairment, the disability 
and the handicap.2 It may help in understanding therapy itself. For 
example, intervention has been depicted as seeking to improve either 
language processing, without consideration for communication (direct 
language approach), or communication (pragmatic approach), without 
consideration for language processing (see Joanette et al., 1987). These 
two approaches have been contrasted (A ten, 1986), when in fact they are 
both necessary; the focus of each is at a different level. That is, language 
processing approaches aim to treat the impairment, whereas pragmatic 
approaches aim to reduce the disability. On the one hand, it is true that 
insufficient attention has been paid to the conditions and variables that 
enhance or modify communication abilities in aphasics. On the other 
hand, a dear understanding of the nature of the impairments a patient 
presents is also essential in order to determine ways to reduce language 
impairments and thus enhance communication abilities. 

All clinicians have encountered individuals who, in spite of severe 
aphasia, appear to be relatively good communicators as well as some 
clients with mild aphasia who appear to be unable to function as com­
municators. A better understanding of these paradoxical clients might 
clarify the relationships among impairment, disability, and handicap. 
Clinical practice could be adapted even more specifically to needs of 
individual aphasic patients if appropriate instruments for measuring the 
disability and the handicap associated with aphasia were developed. 

Various avenues of research are open for studying the effects of inter­
vention. Recent advances in psycholinguistics have much to offer and 

2 With respect to aphasia, the impainnent can be defined as the disruption of the various 
processes and representations necessary for language. The disability is related to the com­
munication disorder, defined by the restrictions and limitations in (1) verbal expression of 
ideas, opinions, needs, (and more); (2) auditory comprehension of diverse types of 
messages; (3) reading; and (4) written expression. The handicap can be defined as the 
language impairment and communication disorder that prevent the aphasic individual 
from fulfilling his or her role in society. Yorkston, Beukelman, and Bell (1988) have made 
an elegant application of these concepts to define dysarthria, another neurological com­
munication disorder. 
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need to be explored for their capacity to define linguistic processing 
impairments and to structure therapy. This type of research will deter­
mine the potential of therapy for improving deficient language pro­
cessing. Promising case studies have been published, for example, on 
agrammatism (Jones, 1986), dyslexia (de Partz, 1986), and auditory com­
prehension (Cyr-Stafford, 1986). Another avenue is to explore which 
strategies can reduce the disability associated with aphasia, that is, which 
strategies can enhance communication. Considerably less has been pub­
lished along these lines. Still another path researchers may embark on is 
the identification of approaches whose objectives are to reduce the 
handicap associated with aphasia. Strategies seeking to modify the envi­
ronment or to permit aphasic persons self-expression in spite of limited 
language also can be evaluated in a scientific manner. This notion of 
aphasia as consisting of three aspects needing treatment - impairment, 
disability, and handicap - holds the potential for furthering our under­
standing of possible goals and methods of intervention. This concept has 
not yet been integrated into our therapy, nor have instruments for mea­
suring the three levels been developed. 

NEUROBIOLOGICAL BASES OF 
RECOVERY FROM APHASIA 

Whether the aphasic person recovers spontaneously or benefits from 
intervention is a classical question that has always haunted those who 
are interested in aphasia rehabilitation, especially with respect to the 
neurobiological bases of recovery. As early as 1865, Broca himself was 
puzzled by this question: 

Comment se fait-il done que l'individu rendu aphemique par la destruc­
tion partielle ou totale de la troisieme circonvolution gauche, n'apprenne 
pas a parler avec !'hemisphere droit?3 (p. 18) 

Some early aphasiologists thought the question was easy to answer. 
They postulated that a right hemispheric involvement was responsible 
for linguistic changes observed in recovery. For example, such was the 
concept of von Mayendorf (1911) and Henschen (1926). But it is now 
known that this question cannot be answered simply (Joanette, Goulet, 
& Hannequin, 1990). In fact, the question remains unsolved today as it 
was in Broca's time. Some research undertaken in Quebec centers on 
this general issue. 

3 Translation of the quotation: "Why is it that an individual who has become aphemic 
following the partial or total destruction of the left third frontal convolution does not learn 
to speak with the right hemisphere?" 
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The question of the neurobiological bases of aphasia recovery can be 
addressed in many ways. In this context, it is vital that the respective 
roles of each hemisphere for language be better understood. One of the 
first means by which this question was explored involved the analysis of 
exceptional cases of aphasia. Patients with extremely large left-hemi­
sphere lesions were studied (e.g., Cambier, Elghozi, Signoret, & Henin, 
1983; Landis, Cummings, & Benson, 1980), because in such patients 
recovery of language could logically be attributed to the right hemi­
sphere. Also studied was a group of patients who suffered a second 
lesion, affecting the right hemisphere, during the course of recovery 
(e.g., Cambier et al., 1983; Lee, Nakada, Deal, Un, & Kwee, 1984). In 
these cases, if the second lesion changed language function, it could be 
taken to indicate the contribution of the right hemisphere to language 
recovery. Some researchers have extended their methodology to the 
point of inducing "functional" and transitory lesions of the right hemi­
sphere in recovering aphasics, with sodium amytal injections (e.g., 
Czopf, 1979; Kinsbourne, 1971). Although the ethics of such an ap­
proach may be questioned, these studies have provided interesting data 
about the role of the right hemisphere. 

Another method used to examine this question was to obtain func­
tional indicators of brain lateralization using dichotic listening tech­
niques designed to identify ear advantage in aphasics (e.g., Niccum, 
Seines, Speaks, Risse, & Rubens, 1986; Niccum, Speaks, Rubens, et al., 
1986). However, these studies suffer from associated methodological 
problems. Finally, another way of approaching the problem is to search 
for any neurophysiological indications of changes in lateralization as 
aphasia recovery takes place. Thus, studies have been completed using 
regional cerebral blood flow techniques (e.g., Demeurisse & Capon, 
1985), metabolism studies based on the PET-scan (Heiss, Herholz, 
Pawlik, Wagner, & Wienhard, 1986), and evoked potential techniques 
(Brandeis & Lehmann, 1986). All of these methods share the limita­
tions associated with dynamic brain imaging techniques. 

In contrast to these approaches, one line of research currently being 
explored in Montreal seeks to increase the body of knowledge about the 
exact nature of the contribution of the right hemisphere to language and 
verbal communication. This line of research, which is being pursued by 
Joanette and colleagues (see Joanette et al., 1990 for a comprehensive 
and critical review of this domain of research), may contribute to the un­
derstanding of the role of the right hemisphere in aphasia recovery. 
What is needed is an understanding of those aspects of language and 
verbal communication to which the right hemisphere normally contrib­
utes, and of those aspects to which it normally does not contribute. For 
example, if the question of left and right hemisphere capabilities for pro­
cessing abstract and concrete nouns could be resolved, an indicator of 
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the contribution of the right hemisphere to aphasia recovery could be 
gained. If the right hemisphere developed a superior ability to process 
abstract nouns in recovering aphasic subjects, this could indicate a truly 
qualitative difference from the usual role of the right hemisphere and, 
thus, testify to its genuine contribution to recovery. In the future, studies 
seeking to qualify the role of the right hemisphere in recovery will likely 
supplement research that merely quantifies differences between left and 
right hemisphere contributions to language. 

PSYCHOUNGUISTIC THEORIES AND 
APHASIA INTERVENTION 

The interest in linguistic aspects of disturbed language prevalent in the 
1970s (Lecours & Lhermitte, 1979, chapter on intervention) has shifted 
to focus more on the psycholinguistic and cognitive aspects of aphasia. 
Psycholinguistic models such as Garrett's language production model 
(Garrett, 1982, 1984) and Lesser's cognitive model of naming (Lesser, 
1989), among others, have enhanced our understanding of the underly­
ing processes that may be responsible for some of the observed behavior 
in aphasia. This shift in interest has resulted in a number of changes in 
clinical practice with respect to both the evaluation of patients and inter­
vention strategies. For example, clinical instruments have been devel­
oped to identify the processes affected by aphasia by reference to a 
model of normal production. One such instrument, l'Examen des dyslexies 
acquises (Lemay, 1990), permits in-depth evaluation of reading disor­
ders. Another, the Protocole d'etJaluation des troubles lexico-sbnantiques (Le 
Dorze, currently under development), will be used to analyze the pro­
cesses involved in lexical production. 

In addition, intervention strategies based on a hypothesis about which 
language processing mechanisms are defective (Joanette et al., 1987) are 
devised individually for each patient to the best of the clinician's ability. 
Some of the work that has been done along these lines in Montreal re­
lates to agrammatism (Le Dorze, Jacob, & Coderre, 1991) and to lexical 
production (Le Dorze, in press; Le Dorze & Nespoulous, 1989). A basic 
influence from the psycholinguistic perspective has been the work of 
Garrett (1982, 1984) on the processes and levels of representation in­
volved in sentence production. Lexical access, in Garrett's model, is 
thought to proceed from two separate processes. First, lexical selection 
involves the identification of (1) a semantic representation or "mean­
ing," and then (2) a phonological representation or "form." This basic 
duality of processing is compatible with current views on semantic 
memory (see Klatzky, 1988) which distinguish between conceptual 
memory, where meanings are represented, and lexical memory, where 
phonological forms are represented. 
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Considering lexical processing in this fashion holds the potential for 
furthering our understanding of anomia. The implication is that there 
may be different types of anomia of different origins, requiring different 
modes or strategies for successful intervention. 

Recent work we have conducted on this topic suggests that moderate 
anomia is essentially related to failures in accessing lexical forms with 
relative sparing of semantic access and representations (Le Dorze & 
Nespoulous, 1989). A single-case study with a conduction aphasic was 
undertaken after an in-depth evaluation showed that the major difficulty 
involved the accessing of information about word form. The patient was 
encouraged to use the initial letter to facilitate access when naming (Le 
Dorze, in press). The results essentially supported the idea that treat­
ment was effective in producing changes in lexical access. Replications 
are needed, and many more studies of different intervention strategies 
should be contrasted and compared for their relative effects. It will then 
be possible to develop a theory of intervention for this impairment. 
Much more research on the various language impairments associated 
with aphasia will allow the emergence of a science of intervention. 

APHASIA AS A HANDICAP 

As mentioned in the historical section of this chapter, speech-language 
pathologists in Quebec have long invested efforts in the reintegration of 
patients into their families and professional worlds (see Lecours & Lher­
mitte, 1979). The development of the concepts of impairment, disability, 
and handicap, as they relate to rehabilitation outcomes (see Frey, 1984), 
places clinical interest in reintegrating aphasic individuals into everyday 
life in a proper perspective. According to this conceptualization, aphasia 
is a significant handicap which prevents the aphasic person from func­
tioning normally in society. Moreover, this handicap can also be thought 
of as society's inability to integrate individuals who function differently 
from most others. Thus, the role of speech-language pathology involves 
not only the remediation of linguistic impairments and the reduction of 
communication disabilities, but also the modification of the handicaps 
associated with aphasia. This expanded approach to intervention in­
cludes relatives, friends, and colleagues of aphasic individuals, in the 
sense that compensatory mechanisms leading to more effective commu­
nication between aphasic and nonaphasic persons could be identified 
and implemented to decrease aphasia's handicap. This view of aphasia is 
also compatible with the role of public advocacy for aphasic persons as 
another mode of intervention. Better public understanding of aphasia 
could lead to better recognition and fulfillment of aphasic persons' needs. 

The concern for reintegration of aphasic persons into society has led 
to the creation of associations for aphasic persons. These began to 
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emerge in the early 1980s, with the help of speech-language pathologists 
and family members of aphasic persons. Quite a few of these groups are 
currently active in some cities in Quebec. Many speech-language pathol­
ogists share the impression that participation in such associations is a 
means by which aphasic persons can initiate and develop their social re­
integration. These associations represent genuine micro-societies that 
meet regularly to initiate and carry out common projects. In addition, 
such associations represent a first step in assisting aphasic persons to 
gain confidence in participating in society. 

We must increase our understanding of the disabilities and the handi­
cap the aphasic person experiences to ensure that intervention is better 
suited to the needs of aphasic individuals. A recent book edited and writ­
ten by some speech-language pathologists and researchers from Quebec, 
France, and Belgium represents a first step in that direction. L 'aphasique 
(Ponzio, Lafond, Degiovani, & Joanette, 1991), published in English un­
der the title Living with Aphasia, Psychosocial Issues, discusses the hand­
icap and disabilities associated with aphasia, with particular emphasis 
on the psychological effects of aphasia on the individual (lktoumeau, 
1991). Discussions of the changes in family relationships (Boisclair-Pa­
pillon, 1991; Labourel & Martin, 1991; Ponzio & Degiovani, 1991), apha­
sic persons' ability to function in society in general (Lemay, 1991) and at 
work (Rolland & Belin, 1991), legal problems associated with aphasia 
(Cot & Degiovani, 1991), and associations for aphasic persons (Hubert & 
Degiovani, 1991) are also presented. Although these contributions are 
limited by a lack of research, it is hoped that they will soon be addressed 
as scientific enquiries in their own right, so that we will continue to see 
advancement in our field. 

A CASE STUDY 

A case study of a recent intervention is presented here as an illustration 
of how language impairments, communication disabilities, and handicap 
are related in intervention. An analysis of our subject's linguistic impair­
ments allowed us to devise a specific compensation approach to therapy. 
The treatment was implemented in a structure that emphasized real 
communicative exchange. Observations of generalization were made, 
including a change at the level of the handicap the aphasic subject and 
her family were experiencing. 

BACKGROUND 

Anomia is considered a central impairment of aphasia (Goodglass & 
Kaplan, 1983), and based on clinical observations (Benson, 1988), vari-
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ous sub-types of anomia are thought to exist. Models of lexical access 
and naming are also available (Lesser, 1989}. Because the ability to ac­
cess and produce meaningful words is essential to any verbal exchange, 
anomia is one of aphasia's most incapacitating expressive impairments. 
It follows logically that intervention for anomia needs to be provided to 
most aphasic patients. Although the literature contains general indica­
tions about effective therapy for this problem (Howard, Patterson, 
Franklin, Orchard-lisle, & Morton, 1985}, more specific information is 
lacking about which therapy is most effective for a particular type of 
anomia. There is also a lack of information concerning which therapy 
will have effects that will generalize best to communication in general. 

A general objective of this study was to contribute information to the 
question of defining what is effective therapy. We recently provided 
therapy for a person who was one of our relatives. The outcome was 
quite interesting because of the unique viewpoint that one of us had as a 
family member and because of the continuous and informal observa­
tions we made over time, extending well beyond the end of the experi­
ment. It is our impression that the case we report is interesting both as an 
attempt to demonstrate the effectiveness of therapy and also because of 
the generalization effects that were observed. First, anomia appeared to 
decrease in spontaneous speech and second, the structure of the interac­
tion used during therapy was utilized spontaneously by the patient with 
the therapist. After therapy ended, the patient became more active in the 
resolution of breakdowns in communication. 

METHODS 

The study began with an in-depth evaluation. The intervention was 
planned in terms of objectives, tasks, facilitators, and stimuli to be used. 
The specific design was outlined and baseline measures were prepared. 

CASE PRESENTATION 

Mrs. TR is a right-handed 62-year-old individual who abruptly became 
aphasic in November 1986. She had a left fronto-parietal CVA confirmed 
by CT -scan, resulting in a slight right hemiparesis, right-sided neglect, 
and severe aphasia. In the weeks following the CVA, she was evaluated 
and shown to have a severe mixed aphasia with mild oral apraxia. Mrs. 
TR was seen for intensive speech-language therapy for 6 months, then 
weekly for the next 2 years, and finally, bi-weekly until she was ap­
proached for this experiment. Although her therapist agreed that she 
had attained a plateau, she was still receiving speech-language therapy. 
During this investigation, regular therapy was discontinued. 
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We first evaluated Mrs. TR 31/z years after the onset of her aphasia. 
Diagnostic testing was conducted using the Protocole Montreal-Toulouse 
d'examen linguistique de l'aphasie (MT-86) (Nespoulous et al., 1986). She 
was found to have a moderate-to-severe Wernicke's aphasia. An evalua­
tion of her spontaneous language revealed that she still had significant 
limitations in oral expression due to severe anomia. Sporadically, some 
adequate and relatively long utterances were produced. Most of the 
time, though, multiple hesitations were associated with episodes of word­
finding difficulties. TR often commented on her incapacity to produce 
words and to communicate. She produced occasional verbal paraphasias 
and somewhat fewer phonemic paraphasias. Auditory comprehension 
problems persisted at the sentence level. The Token Test (DeRenzi & 
Vignolo, 1962) confirmed the relative severity of the comprehension 
disorder (Part I, 9/10; Part II, 5/10; Part III 4/10; Part IV, 6/10; Part V, 
8/22). Written language comprehension, repetition, and oral reading 
were relatively better preserved. 

Further testing for anomia with the Protocole d'evaluation des troubles 
lexico-semantiques (PETLS) (Le Dorze, 1990) revealed that she had a 
moderately severe confrontation naming problem (52/120). The most 
frequent errors were semantic paraphasias, half of which were accom­
panied by comments or other attempts at naming. She also produced 
many "I don't know'' responses, some circumlocutions, which were not 
particularly informative, and occasional perseverations. On another test­
ing task of the PETLS, she had mild difficulty identifying semantic prop­
erties of words she was unable to name (19/24) and a slightly more 
significant problem identifying the syllables of words she was unable to 
name (12/24). In contrast, when she was capable of naming correctly, 
she was successful at identifying all properties (semantic, 16/16 and 
syllabic, 16/16) of words. Such a performance suggested a mild access 
problem to the semantic lexicon (also called the verbal semantic system, 
in Lesser's [1989) terminology), and a more significant problem in ac­
cessing formal-lexical information (also called the output phonological 
lexicon in Lesser's model [1989]). 

Spontaneous speech was assessed with the Cookie Theft picture from 
the Boston Diagnostic Aphasia Examination (BDAE) (Goodglass & Kap­
lan, 1983) which confirmed that the anomia was relatively severe in a 
more spontaneous production task. 

TR was described as experiencing few successful moments of com­
munication. When she encountered word-finding problems, she de­
pended on her spouse to verbalize her message. She .also depended on 
all family members to guess what she wanted to say. This was a problem 
as her spouse had a tendency to speak for her, and her relatives were 
often unable to guess correctly. She tended to give up quickly when she 
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could not communicate, and neither she nor her family members ap­
peared to have developed strategies to overcome these failures. For ex­
ample, if she did not get her message .across when she was using the tele­
phone, she would end the conversation abruptly by hanging up without 
saying good-bye. These communication breakdowns were a source of 
considerable frustration for her and for family members. 

Following this evaluation, we reasoned that since TR had significant 
problems accessing the formal-lexical information for words, therapy 
should be directed toward using the relatively more intact semantic in­
formation for formulating circumlocutions. She was already attempt­
ing to access semantic information about words in her circumlocutions, 
but with limited success. This justified devoting some attention to devel­
oping more informative circumlocutions. In that sense, this therapy ap­
proach could be called compensatory Ooanette et al., 1987). We also 
thought that, with respect to communication in general, circumlocutions 
could be used as a strategy of substitution for missing words (Holland, 
1988); normal subjects produce circumlocutions when words are miss­
ing. Circumlocutions can be sufficiently informative in the context of a 
verbal exchange for an interlocutor to identify the speaker's intention 
and possibly supply the right word in communication. Moreover, we 
considered it would be useful for TR to learn to use this strategy because: 
(1) she was not using a systematic strategy to overcome her anomie 
problems; (2) her previous intervention, like most anomia therapy, had 
emphasized finding the word rather than defining words; and (3) not all 
patients spontaneously discover useful strategies for effective communi­
cation. It was also our impression that aphasic patients need to experi­
ence successful communication using circumlocutions in a variety of 
situations to encourage them to use such a strategy. 

DESIGN 

The design that was intended was a single-subject ABAB withdrawal 
design (Hegde, 1987). Unfortunately, TR was hospitalized for anemia 
when the second B phase was due to begin. It was therefore cancelled 
and a ABA design was the result. 

THERAPY 

The therapy provided was inspired by the work of Davis and Wilcox 
(1985) and Belliol (1990).1t was very similar to PACE treatment in that 
some of its basic principles were respected, such as (1) the exchange of 
new information was the basis of the therapy, (2) each person acted as an 
equal participant in the exchange, and (3) feedback was related to com-
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prehension of the message. It was different from PACE in that (a) there 
was a specific objective of teaching circumlocutions in the exchange, (b) 
the patient received instructions about how to perform the tasks, and (c) 
precise facilitation procedures were provided to help maximize the ac­
complishment of the task. These are described below. TR had not re­
ceived PACE therapy before this experiment. 

First, therapy objectives were explained to the patient. She was told 
that giving a "definition" (circumlocution) could help her communicate 
more effectively because when one cannot produce the intended word, 
circumlocution gives more information to the other person than saying 
nothing. She was also given information about how a definition can be 
constructed. She was taught that a definition can include the category 
name of the object, the use of the object, and a number of characteristics 
or attributes. Some examples were provided. 

Therapy consisted of two parts: (a) when TR was the sender of infor­
mation, with the task of producing definitions (circumlocutions) and (b) 
when TR was the receiver of information, with the task of naming after 
hearing a definition (circumlocution). TR and the experimenter alter­
nated in these roles. When the experimenter was the sender of informa­
tion, her definitions were a model of the desired behavior. 

Production of Circumlocutions 

When she was the sender, TR was given the following instructions: "give 
a definition of the word which will enable me to guess what the word is, 
but do not say the word." 

After hearing TR's definition, the experimenter tried to guess the word. 
If she was unsuccessful, the following facilitation procedures were pro­
vided to elicit the category name, the use, and one characteristic: 

1. The experimenter inquired about category membership, while 
presenting a color-coded card with the written cue, "It's a kind 
of .... " If TR was unable to respond, a list of possible category 
names was presented to her. She was required to select thecate­
gory from that list. 

2. The experimenter inquired about the use of the object, while 
presenting a color-coded cue card with the written cue, '1t is 
used to ... " 

3. The experimenter inquired about the characteristics of the stim­
ulus, presenting a color-coded cue card, saying, '1t looks 
like a ... " 

After attempting to elicit these three basic informative elements, the 
experimenter guessed at the word. Unsuccessful attempts were followed 
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by very specific questions about the stimulus to elicit information about 
its use or its characteristics. The experimenter then guessed again. 

Naming to Description 

When the experimenter was the sender and TR was the receiver, TR's 
instructions were to try to guess the word after listening to the definition. 
The experimenter gave a definition comprising three standard elements 
(category, use, and characteristic), and allowed 30 seconds for TR tore­
spond. If facilitation was required, the following cues were provided in 
this order: 

1. repetition of the definition; 
2. addition of another piece of information to the definition; 
3. a sentence cue, for example, pass the salt and . .. (pepper); 
4. a phonemic cue, first sound of word; and lastly, 
5. saying the target word. 

Stimuli 

A pool of 300 pictures representing words that could be defined by 
category, use, and characteristics, served as stimuli. Monosyllabic, bisyl­
labic, and polysyllabic words corresponded to the pictures and were 
placed in separate envelopes. We decided to use length as a gross esti­
mate of difficulty because length and word frequency are correlated 
(Zipf, 1984). Each therapy session comprised 20 randomly selected stim­
uli from these envelopes: 6 were monosyllabic, 8 to 10 were bisyllabic, 
and 4 to 6 were polysyllabic. This allowed for some uniformity in the dif­
ficulty of items across treatment sessions as 20 new stimuli were used for 
each session. Of these 20 stimuli, 10 were used for eliciting the produc­
tion of circumlocutions and the other 10 stimuli served to elicit nam­
ing responses. 

Procedures 

Baselines. Three baseline tests were constructed in the same fashion 
as the therapy stimuli. Twenty different stimuli were used for each 
baseline session and none of these stimuli was presented in the treat­
ment sessions. 

Therapy Procedures and Measures. Each session began with a repeti­
tion of the therapy objectives and instructions about the tasks. TR and 
the experimenter took turns being the sender and receiver of informa­
tion. The first response TR produced as sender was used to describe her 
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performance before each therapy session and is referred to here as the 
daily pre-session measure for production of circumlocutions. Her first 
response as the receiver of information also served as the daily pre-ses­
sion measure of naming. Therapy and facilitations were then provided as 
described above. Encouragement and positive reinforcement were given 
as needed. 

Once all of the stimuli had been used in therapy, the effects of therapy 
were measured. Thus, each session ended with a second presentation of 
all of the stimuli used in that session, but in a different order, with identi­
cal instructions for both producing circumlocutions and naming, except 
that no feedback was given. Thus we obtained a daily post-session mea­
sure for the production of circumlocutions and a daily post-session mea­
sure for naming. 

All therapy sessions were recorded and transcribed for analysis. 

Coding of Responses. Each element of a circumlocution describing the 
category, the use, or a characteristic of the object was attributed 1 point. 
Circumlocutions that conveyed personal information were scored lfz 
point, because, although they were informative, they were only so to 
family members. An example of a personal circumlocution is, ''Jules le 
prend pour aller voir le monde" (''Jules [her husband and an amateur 
photographer] takes it to go see people"), produced for the stimulus, 
"camera." For the naming to description task, the correct responses pro­
duced were counted. 

Analysis of Results. Each baseline measure consisted of two scores. The 
first was the information score for the circumlocutions the patient pro­
duced in the role of sender, and the second was the number of correct re­
sponses she produced in the role of receiver. These scores are repre­
sented on separate graphs. Figure 4-1 represents the information scores 
for the circumlocutions, and Figure 4-2 represents the naming scores. 
Figure 4-1 charts the information scores of the daily pre- and post­
session measures in the production of circumlocutions task. Figure 4-2 
charts the naming scores of the daily pre- and post-session measures for 
naming to description task. 

Generalization Measures. After the experiment, the patient was tested 
again with the Cookie Theft picture, the Protocole Montreal-Toulouse 
(Nespoulos et al., 1986) and the Protocole d'Evaluation des Troubles 
Lexico-Semantiques (LeDorze, under development). 
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Figure 4-1. Total information score obtained for daily sessions during baseline, 
therapy, and withdrawal phases, represented by the shaded square. The small 
dot represents the daily pre-session score obtained before therapy. The dotted 
line unites the pre- and post-session scores and thus represents the change 
observed after the therapy session as compared to before the therapy session. 

RESULTS AND DISCUSSION 

Direct Effects of Therapy 

Circumlocutions. The first portion of Figure 4-1 represents baseline 
measures (A phase), presented without feedback or therapy. The second 
part represents measures taken during therapy (B phase). The third por­
tion is associated with the withdrawal phase (A phase), which involves a 
repetition of the baseline measures without feedback or therapy. 

In the baseline measures, the information scores produced for the ten 
stimuli are 4, 3, and 2, with an average of 3. This performance deter-
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mined the criterion for terminating the treatment phase. We selected an 
information score of 6 as indicative of improvement, as this was double 
the average performance at baseline. The criterion was to be achieved 
for 3 consecutive treatment days. A maximum of 10 sessions was to be 
conducted before the withdrawal phase was introduced. 

Because the criterion was reached but not maintained for 3 days dur­
ing the treatment phase, the full10 sessions were conducted. During the 
treatment phase, the daily post-session measures generally were superi­
or to the average score obtained on the baselines, except for session 2 
which was slightly less than the average and sessions 1, 4, and 6 which 
were equal to the average. It was notable also that, in general, the post­
session scores were significantly superior to the pre-session scores (Wil­
coxon test, T+ = 37.5, N = 9, p < .05) (Siegel & Castellan, 1988). During 
the withdrawal phase, the scores on the baseline measures reverted to 
the pre-treatment level. The average information score was 2.5. 

A Kruskal-Wallis analysis of variance (Siegel & Castellan, 1988) on the 
scores obtained before, during (using the best score pre- or post-session 
to calculate the statistic), and after therapy, demonstrated that the medi­
ans were significantly different (KW = 6.49, p < .05). 

These results suggested that there was significant improvement in the 
informativity of circumlocutions associated with therapy, although the 
criterion we had set was not reached. 

Naming. Figure 4-2 presents correct scores for naming at baseline dur­
ing treatment and post-treatment. The difference between the pre- and 
post-session scores for each day of therapy was significant (Wilcoxon, 
T+ = 50, N = 10, p < .01). When the withdrawal phase was introduced, 
the naming score decreased, although to a level that was .5 higher 
than baseline. 

A Kruskal-Wallis analysis of variance was performed on the number of 
correct responses obtained before (A phase), during (using the best 
performance obtained in the B phase to calculate the statistic), and after 
therapy (withdrawal A phase). This analysis demonstrated that there 
was a significant difference between the medians (KW = 7.96, p < .05). 
These results suggest there was also improvement in naming to descrip­
tion associated with therapy. 

Generalization 

Naming. TR obtained essentially the same score on the naming test of 
the PETLS after therapy (50/120). Moreover, the same number of cir­
cumlocutions were produced after therapy as before on this test. There­
fore, she did not appear to generalize the improved naming abilities and 
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Figure 4-2. Total number of correct responses produced in naming for daily 
sessions in baseline, therapy, and withdrawal phases represented by the shaded 
square. The small dot represents the daily pre-session score in naming obtained 
before therapy. The dotted line unites the pre- and post-session scores and thus 
represents the change observed after the therapy session as compared to before 
the therapy session. 

the improved circumlocution ability observed in treatment to untreated 
items presented outside of the therapy context. Her performance did not 
change on the task of identifying semantic and syllabic properties of 
words. This suggests no basic change in lexical processing. 

Spontaneous Discourse. The Cookie Theft production was transcribed 
in full and five independent judges were asked to rate the degree of 
informativeness and the severity of anomia of both samples, before 
therapy and after therapy. They were unaware of which sample was 
taken before therapy and which was taken after therapy. All five judged 
the post-therapy sample more informative and less anomie than the pre-
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therapy sample. Mean degree of information on a 7-point scale was 2.6 
before therapy and 4.2 after therapy. This difference is significant (Wil­
coxon T+ = 15, p < .05) (Siegel & Castellan, 1988). Mean ability to pro­
duce adequate words was rated 2.6 before therapy and 4.0 after therapy. 
This difference was also significant (Wilcoxon T+ = 15, p < .05). No 
changes in comprehension were noted through another study. 

Functional Changes and Longitudinal Observations. When therapy was 
initiated, TR was severely frustrated by her communication breakdowns. 
When she was incapable of producing information, she would some­
times throw the stimulus card or appear unhappy with the facilitation 
procedures we had planned. We persevered, and after a few therapy 
sessions, TR was much more cooperative and finally enjoyed the treat­
ment. She was quite disappointed when the experiment was terminated 
because of her health. 

Because of our privileged relationship with TR, we continued to have 
frequent contact with her over the year that followed this experiment. 
During that time she became less passive as a communicator, and 
seemed to expect less from other speakers. She became more aware that 
other persons cannot guess the content of her message. As a result, she 
is now less likely to become angry when failures to communicate occur. 
She is generally more responsive in communicative situations. Overall, 
she is less aggressive when failures occur, and no longer abruptly hangs 
up the telephone. In her interactions with her former therapist, she 
indicates that she would like the exchange to follow the pattern devel­
oped in therapy. The exchanges usually take the form of first, a general 
question about the category or about the topic, followed by questions 
about the specific characteristics or possible use of the word. If a word 
cannot be found, she will sometimes say, "I cannot find it now, maybe it 
will come later." Although this generalization is quite remarkable, it has 
occurred only with the therapist who conducted the experiment. 

When asked for her impressions of the intervention, she said that she 
now spoke better, although she did not always think of producing a 
definition when she could not find a word. She thought that she was less 
angry when unable to find words and that she spoke more with other 
family members. She added that her spouse still had problems in letting 
her speak but she thought he was "too old to change." Her only regret 
was that the therapy did not last longer. 

Comment 

Our original question was whether treatment with the objective of teach­
ing the production of circumlocutions in a pragmatic context could 
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reduce the word-finding difficulties of a moderately severe aphasic. 
Our results tend to indicate that there was improvement in both ther­
apy tasks: circumlocutions became more informative and naming be­
came more successful. We could state this conclusion with more confi­
dence if we had been successful in implementing the second B phase 
of the study. 

No changes were observed in confrontation naming, untreated in this 
experiment, but nevertheless dependent on the processes and represen­
tations involved in producing words. This suggests that no basic change 
occurred in lexical processing and production. In that sense, the original­
ly identified impairment remained unchanged. 

However, there appears to be some generalization after therapy. TR 
demonstrates improved ability to produce informative discourse in pic­
ture description. Because description involves more spontaneous expres­
sion than picture naming, it is possible that improvement occurred in 
contexts similar to the one developed in therapy, where expression 
relies more on internal stimulation. Thus, she may have increased her 
skill at using her residual language processing abilities for communica­
tion purposes. In that sense, it is possible to postulate that the communi­
cative disability was reduced. 

Our qualitative observations of changes in the patient's behavior as a 
communicator lead us to think that there was generalization of the 
structure of the therapy interaction for resolving communication break­
downs. This occurred only with the person who conducted the therapy. 
Possibly, since Mrs. TR's other relatives and family members did not 
receive the treatment, they could not be expected to know how to struc­
ture an exchange for resolution of breakdowns. After all, the respon­
sibility for successful communication does not rest only on the aphasic 
individual. This suggests that to attain certain goals, aphasia therapy 
should involve persons other than the aphasic patient. Under such cir­
cumstances, the role of the aphasia therapist would be to act as an obser­
ver and teacher of communication strategies to two or more individ­
uals. This represents a shift from the usual role of the speech-language 
pathologist as the exclusive communication partner of the aphasic 
person, to a focus on other partners. Therapy conducted in this man­
ner holds the potential for significantly improving a patient's and his 
significant others' abilities as communicators, as well as for enhancing 
family members' abilities to create contexts in which the aphasic per­
son becomes a better communicator. This type of approach to treat­
ment could have the effect of reducing the handicap associated with 
aphasia. Further research along these lines is required to be better 
able to delineate the most favorable conditions for reducing communica­
tive handicaps. 



110 Aphasia Treatment: World Perspectives 

CONCLUDING REMARKS 

This patient highlighted several aspects of the efficacy of therapy that we 
perceive as central to the field of aphasia intervention. We believe that a 
better understanding of the conditions, variables, and therapies that 
allow aphasic patients to function optimally in the communicative world 
will be obtained only if the broadest perspectives on intervention are 
developed. Research about intervention effects is necessary, especially 
as we refine our insights into language impairments. New lines of inves­
tigation of intervention are open, including the perspectives of individ­
ual communicative disabilities and handicaps associated with aphasia. 
Also, further research on the role of the right hemisphere in language 
recovery holds the promise of greater understanding of the mechanisms 
underlying functional changes. 

Finally, the particular geographical and linguistic situation of Quebec 
favors the continuation of input from Europe and the United States in 
the development of a scientific discipline of aphasia intervention. The 
perspectives developed in French-speaking Canada are likely to provide 
fruitful avenues of research and collaboration with researchers in other 
parts of the world. As our traditions show, our bilingual circumstances 
put us in a strong collaborative position. Our endeavors, along with the 
others presented in this book, should further understanding of the best 
means to treat language impairments, reduce communication disabili­
ties, and improve the quality of life of aphasic patients. 
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CHAPTER 5 

Hypothesis Testing and 
Aphasia Therapy 
SALLY BYNG 
Department of Clinical Communication Studies 
City University 
London, England 

To describe my perspective on aphasia therapy, I first consider some 
aspects of the development of aphasia therapy in Britain to indicate what 
has motivated my current approach to therapy. Then I describe the basis 
of this approach and how it has developed. Finally, I underline some of 
the issues that most currently concern me. 

A PERSPECTIVE ON THE DEVELOPMENT 
OF APHASIA THERAPY IN BRITAIN 

As in many other countries, services to people with aphasia developed 
in Britain subsequent to the World War II, when men who had sustained 
brain damage from head injuries were surviving with language impair­
ments. In 1946, Butfield and Zangwill published a review of their retrain­
ing methods and of the outcome of therapy, which served to focus atten­
tion on this population. The services gradually developed, and speech 
therapists became increasingly concerned with people with aphasia. 
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In the late 1970s, the use of volunteers in therapy for people with 
aphasia was becoming increasingly popular. A charity, then called the 
Chest Heart and Stroke Association (now the Stroke Association) set up 
a series of stroke clubs, through the ''Volunteer Stroke Scheme," which 
continue today with new clubs still being set up. The majority of these 
clubs do not attempt to provide "therapy" for aphasia, but some do run 
language-activity based groups. The British Medical Journal, not well 
known for its interest in aphasia or therapy, has published two papers 
(Eaton Griffiths, 1975, 1980) describing the work of the stroke clubs. Vol­
unteers are now widely used in speech and language therapy services to 
people with aphasia, in a supplementary as well as complementary role 
(Rossiter & Mclnally, 1989). In a survey of aphasia therapy services, 
many therapists commented that the service could not run without the 
help of volunteers (Rossiter & Mclnally, 1989). 

Partly as a result of this initiative, aphasia therapy focused on evaluat­
ing the outcome of services provided to people with aphasia. A number 
of large clinical trials of the efficacy of aphasia therapy were imple­
mented, with results that have become well known (e.g., David, Ender­
by, & Bainton, 1982; Lincoln et al., 1984; Meikle et al., 1979). The results 
of such studies have often been taken to reinforce the "belief-system," 
identified by Holland and Wertz (1988), that aphasia therapy is largely 
ineffective at remediating the language deficit in aphasia. This belief sys­
tem has been resistant to change despite criticisms about both the nature 
of the research questions and the design of the studies (see Howard, 
1986; Pring, 1986). The negative results of these early trials remain para­
mount in the minds of many people responsible for services to aphasic 
people. Although these issues now represent well-trodden ground, I 
want to clarify some of them here because they have been important in 
the development of services to people with aphasia in Britain. 

The clinical trials of the efficacy of aphasia therapy focused on a range 
of questions, such as the following: 

'Whether any improvement relating to speech therapy was asso­
ciated with the specific skills and experience of the speech thera­
pist or was a consequence of the general stimulation and support 
which most therapeutic relationships provide" (David et al., 1982, 
p. 957); 

"Are there differences in the progress made by people with apha­
sia who received 'formal, conventional treatment' compared with 
people receiving treatment from nonprofessional volunteers work­
ing under guidance from an experienced speech therapist" (Meikle 
et al., 1979, p. 87); 
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and ''Whether speech therapy produces a better language outcome 
than does natural recovery alone (in people with aphasia]" (Lin­
coln et al., 1984, p. 1197). 

The answers to all of these questions provided by the large clinical trials 
have been largely negative. 

Interpretation of the results of the studies, however, has not been con­
fined to answering the questions asked. For example, a popular quotation 
from the paper by lincoln and her colleagues (1983) is as follows: 

Our study indicates that speech therapy did not improve language abili­
ties more than was achieved by spontaneous recovery .... (Our results) 
suggest that one aspect of the speech therapy service for aphasic patients­
namely, individual treatment-is ineffective (p. 1199). 

If we accept the findings of the Lincoln study, speech therapy, as pro­
vided in their study, was found not to be useful or effective. People have 
been quick to interpret this as demonstrating that individual speech 
therapy cannot affect the language deficit in aphasia. However, lincoln 
et al.'s results do not imply that all individual speech therapy in aphasia 
is necessarily ineffective, but rather that the therapy, as carried out in 
their study, was ineffective, so that a new set of questions is raised. Is any 
amount or type of individual aphasia therapy ineffective, or would dif­
ferent treatment regimens or different treatments be more successful? 
Was the poor outcome in the study due to content of therapy, service de­
livery, or genuinely because any type or amount of individual therapy is 
ineffective? These alternatives were not addressed by the lincoln study, 
but it has been widely accepted as a demonstration of the ineffective­
ness of aphasia therapy (and even speech therapy per se). 

Another question that these studies have asked, either implicitly or ex­
plicitly, is: ''Does therapy in general improve aphasia in general?" (How­
ard & Hatfield, 1987, p. 110). It might be considered unlikely that a study 
designed to ask such a question would show positive results; why 
should therapy in general benefit aphasia in general? I would assume 
that no doctor would expect much of a study that aimed to investigate 
the effect of medication on headache when a number of different, but 
unspecified medications were used, and when many of those different 
medications were untested. I imagine that ethical approval for such a 
study would not be given. This is, however, a reasonable analogy with 
the large group efficacy studies for aphasia therapy that have been car­
ried out; we know little of the content, range, variety, or effectiveness of 
the types of therapies provided. It is, of course, of paramount importance 
that we evaluate the effectiveness of both the therapy and the service we 
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provide. To do this, very specific research questions should be asked in 
order to provide the purchaser, the provider, and the user of a service 
with relevant information about both the content and the delivery of 
the service. 

It is not surprising then that the way the findings of these studies were 
reported had a considerable impact on the view of aphasia therapy taken 
both within and outside the speech and language therapy profession.1 In 
the mid-1980s there was a detectable decline in interest and enthusiasm 
for the treatment of aphasia among many speech and language ther­
apists. Many therapists began to doubt the effectiveness of intervention 
in aphasia and to lose confidence in bringing about some modification 
of the language deficit itself. The prevailing attitude seemed to be that 
the language impairment was largely irremediable, and this seemed to 
have a direct impact on the provision of services for people with apha­
sia. The type of therapy provided changed too. There was a discernible 
shift away from treating the language disorder per se and toward provid­
ing strategies to circumvent the language problems. During the same 
period there was considerable growth in the provision of speech and 
language therapy, but this was predominantly in the provision of pedi­
atric services. 

These large scale efficacy studies in aphasia therapy provoked a lot of 
debate and discussion within the speech therapy profession in Britain. 
What especially concerned me then about the studies, apart from the fact 
that I thought there was a discernible impact on the availability of ther­
apy, was that I felt they were premature. Were we confident enough in 
our knowledge about the nature of the disorders for which we were pro­
viding therapy? Was our knowledge about the content of therapy, and 
the relationship of that therapy to the communication disorder being 
treated, sufficiently explicit and extensive that it was logical to examine 
the efficacy of that therapy? My reaction was that there was little hard 
evidence available about what kind of approaches were most beneficial 
for what kind of communication disability. 

Without some basic theories addressing these issues it was premature 
to give less prominence to any form of therapy. All therapies need to be 
given due and fair consideration, and attempted or not, depending on 
the needs of a particular individual at a particular time, not on untested 
preconceptions of what is or is not effective therapy. Therefore, I felt that 
to evaluate how effective treatment was in broad terms, at that stage, rep­
resented not only putting the cart before the horse, but also failing to 
nourish the horse. 

1Note that the three studies described above were published in medical, not speech ther­
apy journals. 
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Another basic reservation I had at that time was that the tools of lan­
guage assessment available in the early 1980s were not ideal as diagnos­
tic instruments, as pointers for different types of therapeutic intervention, 
or as pre- and post-therapy measures (Byng, Kay, Edmundson, & Scott, 
1989). It seemed that we had no adequate tools either for assessment 
that informed therapy or for measurement of the effects of therapy. 

THE ADVENT OF COGNITIVE NEUROPSYCHOLOGY 

Parallel with these developments in speech and language therapy, an­
other movement that has had a considerable impact on aphasia interven­
tion in the U.K. was taking place. Toward the end of the 1970s, cogni­
tive experimental psychologists were becoming interested in attempting 
to account for disorders of language processing in models representing 
normal language processing (Coltheart, Patterson, & Marshall, 1980). 
This methodology has developed into a new discipline called cognitive 
neuropsychology. The basic approach is to try to identify where, within 
empirically based models of language processing, the deficit underlying 
an aphasic person's impaired language is situated.2 

Current models usually represent the component modules of the lan­
guage processing system through box and arrow diagrams, in which the 
boxes represent stores of information and arrows represent processes 
linking them. Different kinds of models representing connectionist net­
works have recently begun to be considered, and attempts have been 
made to simulate the effects of damaging the language system by lesion­
ing connectionist networks (e.g., Hinton & Shallice, 1991) . These models 
offer an alternative way of thinking about the architecture and imple­
mentation of language processing. Whatever the form of the model, em­
pirically based models of normal language functioning offer a logical, 
coherent framework within which a basic account of any type of lan­
guage impairment can be approached. A patient's pattern of deficits can 
be elucidated in terms of the interaction of impaired and preserved com­
ponents of the language processing system. 

One of the promises that this type of approach holds is that it allows us 
to get below the surface symptoms to look at the underlying problems. 
We know that a similar surface symptomatology can often mask different 
underlying impairments (e.g., Berndt, 1987), and that this superficial 
similarity might be misleading in planning therapy. If we know more 
about the nature of the underlying language problem, we may be in a 

2Texts describing this approach include Coltheart (1986), Ellis and Young (1988), Shallice 
(1988) . For illustrations of the application of this approach see Coltheart, Sartori, and 
Job (1987). 
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better position to target therapy for the language impairment more accu­
rately (Byng & Coltheart, 1986). A number of therapy studies have been 
carried out using this methodology to investigate the nature of the lan­
guage impairment (e.g., Behrmann, 1987; Bruce & Howard, 1987; Byng, 
1988; Coltheart & Byng, 1989; de Partz, 1986; Jones, 1986; Nickels, Byng, 
& Black, 1991). 

One of the advantages of this approach is that it can provide some the­
oretically motivated predictions of the outcome of therapy. Because the 
models try to make explicit the relationships among different aspects of 
language processing, it is possible to hypothesize what should happen to 
one aspect of language processing when a different aspect is treated. For 
example, if someone is relearning letter-sound correspondences through 
therapy, then there is no obvious reason why repetition, for example, 
should improve. Models suggest that knowing how a letter sounds 
should not affect the processes involved in going from a spoken word to 
repetition of that word. On the other hand, it should improve ability to 
read words aloud, specifically words that can be read aloud through ap­
plication of rule-governed procedures, but not words that do not con­
form to these procedures, that is, words with irregular spelling-to-sound 
correspondences (for an example of this prediction in practice see de 
Partz, 1986, and Seron and de Partz in Chapter 6). Thus we can be quite 
specific about what aspects of language processing this therapy 
should benefit. 

Alternatively, suppose that therapy were planned for a person with a 
naming problem. We could hypothesize that the problem in naming pic­
tures was a result of underspecified semantic representations. That is, 
given the choice of two semantically close words to match to a picture, 
the patient might confuse the correct name with the one similar in mean­
ing. We could hypothesize that, in this case, one of the factors underlying 
the problem in naming pictures is that insufficiently specified semantic 
representations are accessing the phonological output system (e.g., How­
ard & Orchard-lisle, 1984). Suppose that a naming therapy were insti­
tuted that was based not on encouraging naming, but on making seman­
tic distinctions among closely related items, thereby focusing on semantic 
features. The therapy might not involve any naming, and yet an improve­
ment in naming would be predicted because the therapy is aimed at the 
problem underlying the symptom, and therefore should alleviate the 
symptom (see Jones, 1989, for an example) . In addition, any other tasks 
depending on distinguishing semantic features, such as comprehension 
of semantically close words, should also show an improvement. 

Thus, thinking through the implications of the architecture of the lan­
guage processing system can assist therapists in predicting the effects of 
therapy. This in turn can help to measure the effectiveness of interven-
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tion; if we can demonstrate that our therapy has affected the aspects of 
processing that we anticipate should be affected, but not those that we 
do not anticipate should be affected, we are in a stronger position to 
claim that our intervention has been influential in bringing about 
change. Alternatively, if the therapy does not produce the expected out­
come, then we are in a good position to ask why it did not. It may be that 
there was no effect of therapy; in this case it is legitimate to ask whether 
it did not work because, even though the area selected for treatment was 
appropriate, the therapy itself was not effective, and therefore an al­
ternative type of therapy should be attempted. On the other hand, it 
may be that the hypothesis about the probiem was incorrect and should 
be reconsidered. 

In addition, it is clear that pre- and post-therapy measures should in­
clude not only treated and untreated language functions, but also some 
untreated language functions that are related and some that are unrelat­
ed to the function being treated. The relationships among the functions 
must be specified, so that predicted improvements in related but un­
treated functions can be measured, providing yet more evidence for the 
efficacy of the therapy (e.g., see Byng, 1988). 

This is, of course, a time-consuming procedure, but I think that most 
aphasia therapists would agree that therapy is not a simple matter of ap­
plying a predetermined formula, but of trial and error to find the key to 
the communication disability and a means to get out of it. The rational 
way of proceeding suggested by cognitive neuropsychological method­
ology offers a logical way of pursuing this trial-and-error approach. 

BEYOND COGNITIVE NEUROPSYCHOLOGY: 
HYPOTHESIS TESTING AS A CUNICAL ROUTINE 

There are limitations, however, on the "strict" application of this type of 
approach. A strict application would suggest that there must be clearly 
articulated models ready to apply to impaired language that make ex­
plicit every process involved in getting from the message to the spoken 
or written word and from the spoken or written word to full comprehen­
sion. We are, in reality, far from that stage. Currently, the best devel­
oped cognitive neuropsychological models are for single word proces­
sing, and even these models do not specify in detail the nature of all the 
processes involved. Thus, it seems that the best way for therapists to pro­
ceed is not to rely on the advent of ideal cognitive neuropsychological 
models of different aspects of language processing, but rather to adopt a 
''hypothesis testing" approach, in which keen clinical observation is in­
formed by a range of notions from psycho linguistic and cognitive neuro-
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psychological theories and research. Disordered language is still under­
stood in relation to normal processing, but reliance on the provision of 
clearly articulated models is diminished. 

This is not to suggest that clearly articulated models of language proc­
essing are not desirable-they are crucial; this development is simply a 
matter of expediency, not desirability. Adequate cognitive neuropsycho­
logical models often do not exist at the level of language at which a clini­
cian may want to intervene with a particular person with aphasia. If we 
develop hypothesis testing as a routine clinical procedure, then we can 
proceed in a rational and logical way to investigate and interpret lan­
guage disorders when there are no explicit, clinically applicable models 
to motivate that investigation. This procedure would also have the effect 
of highlighting relevant areas of language deficit for theoretical research. 
It is vital to the progression of the field that clinical relevance and insight 
interact with and contribute to developments in theoretical analyses of 
language impairments. 

There are also, of course, many aspects of communication disability 
that transcend models. Certainly, the interaction among different aspects 
of the language disability and factors specific to an individual, such as 
personality, reaction to the disability, or individual differences arising 
from different experiences of language, need to be considered in a quite 
different way. 

Howard and Hatfield (1987) suggest that, 

To plan treatment, it is not essential to demonstrate beyond all doubt what 
the underlying impairment is. All that is required is a hypothesis suffi­
ciently detailed to be able to motivate therapy. A hypothesis should be 
able to predict the patient's response to therapy and the pattern of errors 
that will occur in it. Treatment is then a test of the hypothesis; if it does not 
run as predicted, the hypothesis will need to be changed. A therapist must 
know what changes he/she is trying to effect, and how; to decide what 
they should be requires an idea of what is wrong. (p. 130) 

What would a hypothesis testing approach involve? The initial hy­
pothesis has to come from observation of the person with aphasia. The 
initial hypotheses about the kinds of difficulties a person might have 
come from observing how the person interacts with the environment 
and with other people, and by noting the level of the disorder in conver­
sational language. Assessment tasks, more accurately described as inves­
tigative procedures, are then selected or devised on the basis of these 
early hypotheses, the aim being to carry out hypothesis-driven assess­
ment rather than to derive assessment-driven hypotheses Qones & 
Byng, 1989). The investigative procedures will then be designed and car­
ried out to test the hypotheses. 
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A caveat should be made here. This way of proceeding could be inter­
preted as limiting the potential for diagnosis and therapy, that is, only 
those problems that the therapist observes will be followed up, which 
might lead to the neglect of important aspects of the language disability. 
This would be a misinterpretation of the purpose of the hypothesis test­
ing approach. The suggestion that the initial hypothesis should come 
from observation of the patient does not preclude a much wider investi­
gation of a person's language disabilities. The progression from the ini­
tial hypothesis-driven investigations would be into both wider and deep­
er issues about the nature and effects of the language impairment. 

Hypothesis-driven investigations do not preclude looking at all lan­
guage modalities and all forms of communication. All of these would na­
turally be part of a full investigation, in the same way that they are part of 
an all-embracing standardized test. The difference is that the language 
would be investigated as part of a continuous process through which 
one investigation would suggest further aspects of the impairment to 
consider. These aspects would, in turn, suggest different possibilities to 
follow up, all from a perspective relevant to the individual person with 
aphasia. This process can be documented as fully and comprehensively 
as any standardized procedure. The materials to be used might not be 
standardized, but aphasia therapists use a huge variety of materials in 
their day-to-day work, many of which are not standardized. Impressions 
about a patient gathered during the course of this work would not be dis­
counted just because they were gained by using nonstandardized mate­
rials. It is, of course, important to establish not only that any tasks given 
to people with aphasia can be carried out by nona phasic people but also 
that there are no reasons for failure on a task that can be attributed to the 
specific materials used rather than to a language impairment. 

Therapy itself can be integrated into the investigative procedures, and 
interpretation of the language deficit can continue during the process of 
therapy. Thus a hypothesis could be formulated about what the problem 
might be, and a strategy selected to overcome it (Howard & Patterson, 
1989). The strategy can be modified when performance suggests that the 
hypothesis was either not entirely accurate or because some change had 
taken place. We often can learn as much about the nature of the disorder 
by implementing therapy and monitoring the patient's response as we 
can through exploratory investigations. 

It becomes clear in discussion with clinicians from many different 
"orientations" that many of them are already applying many aspects of 
this kind of hypothesis-testing approach. It is my impression that, in 
practice, many therapists regard much of their work with people with 
aphasia as exploratory, as they constantly revise what they do in re­
sponse to the performance of a particular individual. Therefore, what is 
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described here represents nothing new; the only differences are, first, 
that this process previously has taken place implicitly and has not been 
communicated among therapists and, second, this process has not been 
adequately informed and driven by concepts and theories about language 
derived from psycholinguistics and cognitive neuropsychology. 

FROM DEFICIT TO THERAPY 

Interpreting language deficits in terms of models of normal language 
processing has given us a way to explore and theorize about the nature 
of language deficits. Having a good hypothesis about the nature of the lan­
guage deficit is a prerequisite for a good program of therapy. The thera­
pist needs to know what to treat. But there is more to a good program of 
therapy than knowing what aspect of the language or communication 
disability to attend to. Howard and Hatfield (1987) capture this: 

The problem that has dogged aphasia therapy is the relationship between 
a hypothesis of the form of the impairment and the actual process of ther­
apy. Knowing what is wrong does not in any simple way determine what 
to do about it. (p. 130) 

The communication deficit itself seems to attract the majority of the 
research in aphasia; much less attention has been paid to describing 
therapies and even less to analyzing the process of therapy, so that the 
therapy itself has become the "Cinderella" of the whole process of re­
habilitation in aphasia. Basso (1989) made the following observation 
about therapy: 

It is very difficult to know what aphasia therapy is ... What occurs under 
the heading of aphasia rehabilitation in one place may have nothing in 
common with what occurs in a different place except for the fact that a 
speech therapist and a patient interact with each other. (p. 17) 

This seems to be an accurate reflection of the state of the art, and it high­
lights a number of problems: How can therapy be evaluated, devel­
oped, or communicated if we are not even clear about what it is that we 
are considering? A whole new set of questions needs to be asked about 
therapy to determine how it works and to clarify what we are trying to do 
through therapy. 

I would want to describe the "process of therapy" as the interactive 
process between the therapist and the person with aphasia through 
which change in the communication disability is effected. I would con­
ceptualize this process as comprising five main protagonists: the person 
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with aphasia, the therapist, the language impairment, the focus of the 
therapy-either a specific aspect of the communication impairment or a 
strategy to circumvent it-and the task and materials. Most accounts of 
therapy take seriously only the role of the therapist and the task and ma­
terials. The impact of how the patient responds to what the therapist 
does is not described; although, in practice, therapists proceed in ther­
apy by modifying the task, their manner of responding, or what they ask 
the patient to do in response to what the patient does. This is the proc­
ess of therapy. 

Currently, our knowledge about the process of therapy is implicit. 
Asking clinicians to be explicit about exactly what they are doing in ther­
apy is a hard task, not, I believe, because they do not know what they are 
doing, but for two principal reasons. One was expressed by Howard and 
Hatfield (1987) as follows: 

Theoretically-motivated work from a variety of viewpoints has provided 
detailed analyses of the deficits underlying some aphasic patients' difficul­
ties. Compared with these sophisticated analyses, many therapists' treat­
ment techniques that are used in day-to-day practice appear too simple; 
they do not feel as if they do justice to the complexity of the problem. We 
suggest that this is because there is no explicit metatheory available that 
explicitly relates a deficit analysis to the process of treatment. (p. 5) 

The masking of a sophisticated therapeutic process by what appears to 
be a simple technique has also been described by McCrae Cochrane and 
Milton (1984). Describing the development of their conversational prompt­
ing technique, they suggested colorfully that "the (therapy) method 
which evolved might be compared to so-called 'natural' childbirth in its 
use of a sophisticated technique that gives the impression of a natural­
looking process" (p. 5). 

The second reason is, I believe, that what a clinician does becomes 
somehow intrinsic to his or her performance. There seems to be a kind of 
"automatic pilot" that a good clinician develops and then switches on, 
which suggests how to present a task, how and when to modulate it, how 
to respond to a specific response by the patient, and so on. Clinicians 
make these decisions all the time, but on what criteria do we base these 
decisions? How do we judge whether we are right? How do we evaluate 
whether the therapy was appropriate, and if it wasn't, what part of it 
to modify-the task, the materials, or our interaction with the apha­
sic person? 

Many clinicians would call whatever process takes over "clinical intui­
tion," or the outcome of experience. The implication of these two re­
sponses is that nothing can be done to make a good aphasia therapist; 
you either have to "have it" or you have to be old; I do not believe that 
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the process of therapy is just intuitive. I do believe that the process can 
be taken apart, to some extent, to try to understand what really goes 
on between patient and therapist. Having taken it apart, we can begin 
to get some concepts about what the dynamics and mechanics in ther­
apy are. 

As yet we have no theoretical framework for the process of therapy 
through which the different components of the process of therapy can be 
studied and related. It would seem that therapy itself needs to develop 
into an independent theoretical domain to enable us to develop and dis­
seminate effective therapies for aphasia. A detailed analysis of the proc­
ess of therapy combined with a theory of the deficit should then be en­
meshed to provide a theory of change, which is surely what a theory of 
therapy should be. Caramazza (1989) described this in the follow­
ing terms: 

There is the problem ... of the unsupported (and overly simple) assump­
tion that all one needs for motivating therapeutic intervention is a theory 
of normal cognitive processing and a procedure for uncovering, from pat­
terns of impaired performance, the locus of functional lesion to the normal 
system. Undoubtedly, the identification of the underlying caus~ of an im­
pairment is an important step in deciding on an intervention strategy. 
However, an informed choice cannot be made in the absence of an equally 
rich theory of the modifications that a damaged cognitive system may un­
dergo as a function of different forms of intervention. This latter aspect of 
the rehabilitation process remains largely unexplored. (pp. 396-397) 

However, we do not want to create a theory of therapy that results in 
the formulation of prescriptive "treatment regimes." Rather, we would 
want to distill sets of procedures to implement in therapy and sets of 
principles governing those procedures. The provision of procedures 
would include suggesting tasks to use in therapy, defined in detail. This 
detail would include not only an enumeration of the stimuli, materials, 
and modalities, but also a description of the therapeutic interactions, that 
is, how the therapist responded to the patient in relation to the type of 
response made by the patient. 

There is no advantage in clarifying the therapy pmcedures unless at 
the same time the principles governing the therapy are also elucidated. 
The principles of therapy would include those aspects of the implemen­
tation that often seem to have to be learned through experience and tend 
to remain as implicit knowledge, because we have not, so far, attempted 
to be explicit about them and describe them separately from the proce­
dures implemented. These principles would include many of the follow­
ing factors that are intrinsic to the decision-making process of the thera­
pist during the process of therapy: How the initial form of therapy is 
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determined; under what circumstances this decision is reinforced or 
changed; how a specific procedure is intended to work for a specific in­
dividual with aphasia; when a procedure needs to be modified and in 
what ways; at what pace to take a session, when to leave the person to 
search and when to intervene; and when an aphasic person has derived 
all possible benefit from a procedure (Byng, 1992). 

The procedures and principles of a particular therapy should not only 
be documented in detail, but, crucially, they must be related to the spe­
cific type of deficit for which they are intended and to other variables 
that impinge on the way that an individual might respond to therapy. 
Given this information, another therapist could see more clearly how the 
therapy relates to what he or she is doing. It may be that a therapist, on 
consideration of a specific aphasic person, would want to modify some 
of the procedures, but maintain some of the principles. Conversely, simi­
lar procedures might be implemented with a different set of principles. I 
would suggest that principles and procedures can be devised for any 
therapy for a communication impairment in aphasia, not only for specif­
ic language therapies but also for nonverbal strategies, compensatory 
strategies, and so forth. These sets of procedures and principles could be 
combined to provide a detailed analysis of the process of therapy and the 
foundation for developing a theory of therapy. 

THE CONTEXT FOR THERAPY 
FOR THE LANGUAGE DEFICIT 

In conclusion, I want to clarify the context for the kind of approach that I 
have described in this chapter. It applies only to one part of the whole 
process of facilitating recovery from the effects of aphasia: How we 
might investigate and treat the communication deficit. There are many 
more aspects of recovery from aphasia than I have covered here. To 
make this quite explicit, the following set of features describes what I 
take to be the scope of what aphasia therapists do when they work 
toward recovery with a person with aphasia: 

• delineate the uses of language made by the person with aphasia 
prior to becoming aphasic; 

• facilitate adjustment to the change in communication skills; 

• investigate the nature and effects of the language deficit with re­
spect to the whole language system; 

• attempt to remediate the language deficit itself; 
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• increase the use of all other potential means of communication to 
support, facilitate, and compensate for the impaired language; 

• enhance the use of the remaining language; 

• provide an opportunity to use newly acquired and emerging lan­
guage skills, not just in a clinical environment, but in more nor­
mal communicative situations; 

• attempt to change the communication skills of those around the 
person with aphasia to accommodate the aphasia. 

This broad scope demonstrates the variety of skills with which a ther­
apist needs to approach each person with aphasia. The negative results 
of the broad-based clinical trials described earlier have tended to make 
many aphasia therapists relegate therapy to remediate the language defi­
cit in aphasia to the "Cinderella" role of their work because it is difficult 
to prove and difficult to discuss even among themselves. It is time that an 
adequate apologia should be made for aphasia therapy. 

Much of what I have described in this chapter is already happening in 
practice, but there has been no means of communicating it, of sharing 
knowledge, because we do not have a methodology, a terminology, or 
even a conceptual structure with which we can discuss what we do. 
Therefore, I am not advocating any new, different brand of therapy, but 
rather suggesting that existing therapies are probably, for the most part, 
appropriate but not sufficiently sharply focused or readily communicat­
ed. I think we need to heighten our awareness of what is already hap­
pening in therapy, so that we can start to be explicit about what we are 
doing, why we are doing it, and how we think it should change the apha­
sic person's method and content of communication. 
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Any general presentation of the rationale of aphasia re-education runs 
the risk of overemphasizing the theoretical and methodological princi­
ples underlying the practices of speech therapists and neuropsycholo­
gists. At the same time it risks underemphasizing what, aside from 
theory, the practices effectively are. This difficulty results from two main 
sources: The tendency to idealize in any theoretical presentation, and 
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the tendency to neglect the institutional, sociological, medical, and eco­
nomic constraints that surround effective practices in any specific re-ed­
ucative setting. 

This presentation cannot completely avoid these difficulties, but, in or­
der to try to face them, it will be divided into three parts: (1) a brief de­
scription of the concrete constraints that exist in the rehabilitation of 
aphasic patients in our center in Belgium, as well as a short description of 
our patient population; (2) a presentation of our theoretical principles in 
re-education; and (3) a critical evaluation of our daily practices. 

THE CUNICAL SETTING 

The Brussels Neuropsychological Rehabilitation Unit (hereafter BNRU) 
is located in a general hospital (Cliniques Universitaires Saint Luc) and 
is directly associated with a neurological service. The patients are refer­
red to the BNRU from the neurological service and also from other de­
partments (physical medicine) and other institutions for either diagno­
sis or re-education for cognitive disorders. The BNRU is composed of 
two different clinical groups: one is concerned with the diagnosis and re­
education of patients with focal brain lesions; the other is devoted to the 
diagnosis and rehabilitation of patients with diffuse brain lesions, espe­
cially Alzheimer's disease at its first stage. The BNRU does not hospi­
talize patients during therapy and thus offers treatment only to outpa­
tients. A first consequence of this is that we generally work with patients 
who do not have severe physical disabilities despite their cognitive defi­
cits. Disorders of our population are mostly vascular and traumatic in eti­
ology, but a few disorders are seen with infectious or anoxic etiologies. 

THE THERAPEUTIC CONTRACT 

In our country, re-education is not paid for by the patient but is covered 
by legal insurance. (Since this is a legal obligation, everyone is insured!) 
Nevertheless, before starting re-education we propose that the patient 
sign a contract with the BRNU. We have decided to create such a contrac­
tual relationship for many reasons. 

First, at least in most western societies, a contract is signed only with 
an individual who is considered responsible. For example, a contract is 
never signed with an insane person or with a minor. Therefore, signing a 
contract with an aphasic patient sends him or her at least two messages: 
The first is that you consider him or her a responsible adult person; the 
second emphasizes that you consider therapy a mutual endeavor. This 
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in turn means that both therapists and patients have responsibilities in 
the re-educative enterprise. In fact, during therapy, the clinicians will 
have something to do, but so will the patient. Thus treatment cannot be 
viewed by the patient as a passive enterprise, because he will have to 
be an "actor" and not only a "patient." However, sometimes the sever­
ity of the initial disorder (e.g., global aphasia or severe comprehension 
deficits) renders the patient unable to understand the terms of the con­
tract. In such cases, the contract is signed by a member of the pa­
tient's family. 

Second, the re-educative contract determines a time schedule for the 
therapy and specifies the precise, specific objectives of the treatment. In 
general, any contract is signed for a 6-month period, and contains the ob­
jective of the therapy (to improve word finding, to speak more fluently, 
to re-learn reading a newspaper, and so on); the frequency and weekly 
distribution of the treatment sessions; the general content of the thera­
PY (language training sessions, group sessions, relaxation, and so on); 
and finally, the names of the responsible therapists. 

Third, the contract is the means by which the efficacy and the coher­
ence of the therapy is controlled. Every contract is preceded by the estab­
lishment of baseline measurements which vary according to the objec­
tive of therapy, and at the end of a 6-month period, post-therapy 
measurements are also made. Moreover, because therapists may go on 
holiday or become ill, any new therapist who may have to abruptly inter­
vene in ongoing therapy will know the objectives of treatment and the 
general outline of what is to be done. 

In our country, the duration of therapy does not exceed 2 years, which 
are legally reimbursed. Therefore, we can only propose a maximum of 
four successive contracts. As we repeat the contract procedure, it is inter­
esting to note progressive modification in the formulation of the objec­
tives. For the first contract, the content is determined principally by the 
therapist, even though the objectives of therapy are the result of negoti­
ation between the speech therapist and the patient. This is primarily be­
cause the patients do not yet understand clearly what has transpired 
Consequently, they are very dependent on the suggestions of the thera· 
pist and accept almost all propositions presented to them. However, in 
subsequent contracts, patients have had the opportunity to be confront­
ed with the handicap that resulted from their cognitive deficits, and the 
objectives become progressively more personalized and more related to 
the difficulties encountered by the patients in daily-life situations. An ex­
treme example is the short contract we signed with a 65-year-old retired 
businessman with Wernicke's aphasia, which had a very precise de­
mand: This man wanted to be able to propose a toast at his daugh­
ter's wedding! 



134 Aphasia Treatment: World Perspectives 

THE THEORETICAL BACKGROUND 

Our approaches in aphasia therapy are guided by two theoretical consid­
erations. The first is that language behavior results from the functioning 
of complex processing and specific subcomponents; this is the cognitive 
root of our therapies. The second emphasizes that language is a commu­
nicative behavior which serves a variety of functions in natural situ­
ations. This constitutes the pragmatic side of our treatment rationale. 

THE COGNITIVE ORIENTATION 

If one considers that aphasia disorders result from a selective breakdown 
in a modular and complex architecture, then one should also emphasize 
that it is theoretically insufficient to plan therapy on the basis of symp­
tom-level analysis of the disorders. From this perspective, it makes no 
sense at a theoretical level to have ready-made programs for Wernicke's 
or Broca's aphasias, or even ready-made programs for anomia or agram­
matic deficits, because these aphasic syndromes or symptoms are high­
ly heterogeneous. In cognitive neuropsychology many leading research­
ers consider that, in order to understand the nature of the disorders, it is 
necessary to conduct the analysis on a single case basis (Caramazza, 
1986; Shallice, 1979) . We would suggest that the same reasoning ap­
plies to therapy, and that, before starting therapy, the first step is to try to 
understand, on an individual basis, the nature of the underlying deficit 
that results in an aphasic symptom. This individually based evaluation is 
often time consuming. In our center, the analyses by which we under­
stand the nature of the disorder often take 1 to 2 months. After formula­
ting a hypothesis about the location of the underlying deficit, we then try 
either to reorganize function or re-establish it. From a less optimistic 
perspective, we may limit our interventions to trying to enhance the 
adaptation of the patient to specific everyday situations. The term func­
tional reorganization implies that more or less the same behavior can be 
produced by recruiting other processing mechanisms. Functional re-es­
tablishment refers to reteaching the defective processes or representa­
tions. At the present time there is no cognitive rationale for choosing one 
alternative or the other (reorganization or re-establishment). It is proba­
ble that in the future such a decision will be more dependent upon neur­
obiological parameters, such as brain plasticity, and severity and loca­
tion of the lesion, and less dependent on a cognitive analysis. 

The reorganization rationale, which is more frequently used, is an im­
portant renewal in cognitive therapy of Luria's perspective (Luria, 1970). 
Having identified a disorder in a cognitive architecture, we try to dem-
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onstrate that, by using the nondefective components, we can improve 
the patient's performance. The only psychological condition required in 
this approach is that such a reorganization make sense in a cognitive 
architecture. That is, it is necessary to be able to specify that the same 
output in a cognitive system may be realized through the activation of 
other (undamaged) processing components. The existence of alternative 
routes could have been established either by previous experimental re­
search in cognitive psychology or by the observation in neuropsycholo­
gical studies of double dissociations, such as the lexical and nonlexical 
routes in reading. Another source of inspiration is to look at the exist­
ence of other potentially interesting mechanisms which may also be de­
duced from studies of the development of cognitive systems. 

As illustrations of re-establishment rationale, we provide two exam­
ples of therapies performed in the BRNU. The first therapy involved a 
patient, SP, who had a deep-dyslexia (de Partz, 1986). That is, SP had a 
major alteration of the phonological process of reading and a partial defi­
cit of the lexical process. Indeed, SP was unable to read isolated letters 
and nonwords, that is, to use the grapheme-phoneme conversion rules. 
His reading of words was better but not perfect; it was influenced by cer­
tain lexical and semantic variables such as grammatical class, frequency 
of use, and imagery. A therapy program was developed to reteach SP to 
use the phonological reading procedure by using spared lexical knowl­
edge as a relay between simple and complex graphemes and their pro­
nunciation. That is, we taught him to use a lexical code. The therapeutic 
program consisted of three stages: First, the association of the letter with 
the verbalization of a word (e.g., M- "maman" ["mother'1); second, the 
association of the letter with the first phoneme of each relay word (e.g., 
M - "m ... amam," "m'); and third, the automatization of the use of the 
phonological procedure by training the reading of non words and by re­
teaching some graphemic contextual rules (e.g., conversion rule of the 
letter E, usually read /oe/ but changing to IE/ in a double consonant 
context as in EFFET [effect]). After a year of intensive practice to auto­
mate this strategy, the patient was able to read slowly and correctly. 

The second course of therapy was conducted with a patient with sur­
face dysgraphia (de Partz, Seron, & van der Linden, 1992). From the pre­
therapeutic investigation, we concluded that the patient, LP, presented 
an important dissociation between phonological and lexical writing pro­
cedures. The effects of regularity of spelling and frequency of use and the 
production of spelling regularizations suggested that he was forced to 
rely on the conversion of sub-word phonological segments into ortho­
graphic segments when he failed to access spellings stored in the ortho­
graphic output lexicon. Moreover, residual reading impairments were 
located at two levels in the cognitive system: in access to the visual input 
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lexicon, often preventing the patient from judging his own written pro­
ductions as correct or incorrect, and in access to the semantic level, be­
cause of homophone confusions and a general semantic deficit not limit­
ed to reading. 

The writing therapy consisted of two stages. In the first stage, we tried 
to reinforce the better-spared phonological procedure of spelling by teach­
ing the patient contextual conversion rules. For example, the French rule 
specifying that, in anintervocalic position, phonemes /s/and /z/ have to 
be converted into SS (as in BOISSON [drink]) and S (as in MAISON 
[house]) respectively. In the second stage, we proposed to reteach the 
spelling of some irregular and ambiguous words by means of an origi­
nal technique, a visual imagery strategy. Indeed, because of his verbal 
memory deficit we had to select a treatment procedure that did not re­
quire too much of a verbal memory load, as do techniques such as those 
used by Hatfield (1982) and Behrmann (1987). Hence, for each word LP 
spelled incorrectly, we associated a semantically related image with the 
misspelled grapheme shape of the written words (see Figure 6-1). As 
illustrated by this example, we tried to discover drawings with a seman­
tic relationship with the word PATHOLOGIE (pathology) that were also 
capable of integrating the shape of the defective graphemes. In this case, 
the letter H was lengthened and transformed into a "hospital bed," 
which has a semantic relationship with pathologie. Then, a training proce­
dure was used to teach a set of written words with their respective let­
ter-embedded drawings. The therapy was consequently item specific. In 
post-therapy, we observed a selective imagery training effect: The words 

PAl IV t OLO~i[ 
Figure 6-1. Example of drawing conceived for the imagery strategy in re-education. 
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trained with the visual-imagery strategy improved significantly in com­
parison with a classical methodology and with untrained words. More­
over, the lack of difference between words trained with drawings pro­
duced by the patient and with those produced by the therapist indicated 
that the patient, from a long-term functional perspective, was able to use 
his own drawings as effectively as those proposed by the therapist. The 
stability of these effects was corroborated 6 months after the end of ther­
apy when the performance profile was not significantly different from 
that at the end of the therapy. 

These two therapies were both aimed at re-establishing some func­
tional behavior, but they were different with respect to the content of 
what was relearned. In the deep dyslexic case, the therapy consisted of 
re-establishing the functioning of a specific processing route in reading 
which permitted the transformation of graphemes into phonemes. Thus, 
a generalization of the improvement to material other than that used in 
therapy could be expected. In therapy for the surface dysgraphic patient, 
the objective was to reinstate missing information in a store by using im­
agery. Here the therapy is item specific, and one does not expect gener­
alization to other stimuli unless the patient himself uses the imagery 
strategy to relearn the spelling of nontrained words. 

The reorganization rationale is different and consists of the use of dif­
ferent processing from that used before the onset of the disorder. In 
some cases such a reorganization consists of reactivating a mode of pro­
cessing that had existed at some earlier point in development. 

Let us consider an example in number processing disorders. A patient 
may have specific difficulties accessing arithmetical facts (e.g., see the 
case DC, described by Warrington in 1982). This patient became unable 
to retrieve automatically the answer to simple arithmetical problems 
such as 3 + 5, 6 - 7, and so on. However, we know that during develop­
ment there is an evolution of the strategy used by children to answer 
simple arithmetical problems: Before applying a retrieval strategy, chil­
dren use counting-on or counting-all algorithms (Ashcraft, 1982). With 
patients who have difficulty accessing arithmetical facts, and who pre­
sent no major difficulties in oral counting, it would be interesting to train 
them to re-utilize such a backup procedure in a more systematic way, 
rather than trying to re-establish automatic access to degraded or inac­
cessible stored knowledge. Such a reorganization rationale is, of course, 
possible only when at least two different procedures exist which, when 
correctly applied, can produce correct results and when it appears that 
one procedure has remained intact. We believe that a cognitive prethera­
peutic examination should inform the therapist about the organization 
of the different cognitive architectures, to indicate if there are multiple 
routes, and to provide guidelines about which processing sub-compon­
ents that could be used for re-education are intact. 



138 Aphasia Treatment: World Perspectives 

THE UMITS OF THE COGNITIVE APPROACH 

As many authors have emphasized, at the present time our cognitive 
theories are about the architecture of stable cognitive systems, but they 
are not about cognitive change. However, what is of interest to speech 
therapists is promoting changes in linguistic or communicative behav­
iors. It can happen that, after proposing a cognitive interpretation of a 
disorder, one finds no cognitive theories capable of indicating how a 
damaged cognitive function can be restored, reorganized, or optimal­
ized (Caramazza, 1989; Coltheart, Bates, & Castles, in press). One may 
thus ask about the relationships in clinical practice between cognitive 
theory and the elaboration of therapy (Wilson & Patterson, 1990). In our 
opinion the relationships are indirect, and the actual efficacy of cognitive 
approaches in therapy has yet to be demonstrated. The main interest in 
performing a detailed cognitive analysis of a disorder before the therapy 
is to indicate to the clinician which processing components are defective 
as well as which are still preserved. Then, after deciding upon one of the 
possible strategies (reorganization, re-establishment, optimalization, or 
modification of some environmental settings), the clinician must cre­
atively develop exercises and materials which can be used to attain the 
therapeutic objectives. The re-educative enterprise thus remains an in­
novative activity, but in the selection of exercises and materials, the clini­
cian should be guided by the pre-therapeutic cognitive analysis. That is, 
the clinician should be guided by what he or she knows about the pa­
tient's cognitive functioning. More precisely, for every exercise, the clini­
cian should examine what kinds of processes are activated and ascertain 
whether these processes are still intact. 

In some cases, such an analysis may help the clinician to organize the 
different steps in therapy. This was the case in the re-education of an 
anomie patient (Bachy & de Partz, 1989). Indeed, in the case of SP, while 
deep dyslexia was observed, a dissociation also appeared between oral 
naming, which was defective, and written naming, which was partially 
preserved. In some cases the patient wrote, or more often began to write, 
the words he was unable to produce orally (e.g., SP was unable to name 
the picture of a glass but said "wine" and wrote GLASS or to say "ele­
phant" but wrote ELEPH). The naming therapy was planned to make use 
of the superiority of access to orthographic representation, and consist­
ed of asking SP to visualize the form of the word (or word fragments) 
and to use this mental representation to induce the production of the or­
al counterpart. But because the written form had to be decoded before 
being uttered aloud, the naming therapy was subordinated to reading 
therapy. Naming therapy was started only after reading therapy had 
made possible a minimal decoding of graphemes, thus permitting SP to 
read the word fragments. 
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A major difference between cognitive and semiology-based or behav­
ioral interventions lies in the formulation of the objectives. For example, 
in a semiology-based approach, the re-education of an agrammatic pa­
tient will have the objective of improving the production of complex 
grammatical structures. In a cognitive approach, the first step will be to 
try to identify the disorder responsible for the agrammatic verbal out­
put. So if, as in studies by Byng (1988) and Nickels, Black, and Byng 
(1991), it seems that the verbal output deficit results from an impair­
ment at the level of mapping thematic relations onto syntactical struc­
tures, then we should try to re-educate the patient using therapy meth­
ods that these authors proposed precisely for that difficulty. However, if 
it seems that the locus of the difficulty resides in the elaboration of syn­
tactical structure, then one may prefer to use, for example, the recon­
structive approach proposed by Naeser (1972). Because neuropsycho­
logical deficits may result from different subjacent disorders, we do not 
propose using general ready-made methods according to a semiolog­
ical analysis. 

The problem with our single-case cognitive approaches in re-educa­
tion is, of course, that, in their present state of development, they appar­
ently cannot be extrapolated or generalized. More specifically, we are 
not able to present results on groups of patients indicating that a specific 
method has been efficacious with a certain percentage of them. The risk of 
remaining anecdotal in presenting our results clearly constitutes a hand­
icap, and we are well aware that to convince speech therapists, one has to 
present more consistent results. It should be noted, however, that the sit­
uation is gradually changing: Single-case oriented re-education may be 
replicated (Le Dorze, Jacob, & Coderre, 1991), and if the replication fails, 
this failure could itself be informative for designing other therapies. A 
clear example of this was recently offered by Nickels's (1992) attempt to 
replicate the de Partz deep dyslexic re-education. Initially her patient, 
TC, had succeeded in associating letters with "relay" words and then in 
associating letters with the initial phonemes of relay words. However, 
the patient encountered major difficulties when he was required to as­
semble single phonemes in the production of a word. At this point in the 
therapy, the de Partz procedure seemed to be inapplicable. A comple­
mentary investigation of the patient's disorders gave rise to the identifi­
cation of an unnoticed disorder, the inability to blend strings of pho­
nemes. The identification of this disorder resulted in a modification of 
the re-educative program, and Nickels used the relearning of letter/pho­
neme correspondences not to teach mechanisms for sublexical reading, 
as in the de Partz therapy, but to teach the patient to generate his own 
phonemic cues. These cues, together with an emphasis on semantic pro­
cessing of words, allowed him to select a lexical entry in the phonologi­
cal output lexicon. In this case, the contribution of theory occurred dur-
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ing the therapy. The fact that the de Partz therapy had not been effica­
cious with Nickels's patient cannot be used as an argument against the 
de Partz procedure. It simply means that the de Partz procedure is effica­
cious for some deep dyslexic patients; whereas the Nickels procedure is 
efficacious with other patients who, while also suffering from deep dys­
lexic reading disorders, had other subjacent deficits that caused their 
symptoms. The potential advantage of the cognitive approach lies in the 
fact that, given the detailed analysis of the patient's disorders before and 
during the therapy, categorizing the type of patient who might be a good 
candidate for a particular therapy is more fine-grained than it is for clas­
sical semiology-based approaches. 

THE PRAGMATIC ORIENTATION 

In addition to semiological and cognitive therapies directed at specific 
linguistic disorders, we propose functional rehabilitation for certain pa­
tients to improve their ability to communicate in everyday life. Among 
the various "functional" techniques, including role-playing activities, 
group therapies, and so forth (see Aten, Caligiuri, & Holland, 1982; Hol­
land, 1982), we have chosen to apply Promoting Aphasics Communica­
tive Effectiveness (PACE), the pragmatic approach to language rehabili­
tation developed by Davis (1989), and Davis and Wilcox (1981, 1985), 
and adapted in our Unit by Clerbaut, Coyette, Feyereisen, and Seron 
(1984). Based on the principle of natural and referential communication, 
the usual PACE setting is as follows: The clinician and the aphasic pa­
tients take turns picking up one from a stack of illustrated or written 
cards that are placed face down on the table between them. The basic task 
is to communicate the information that is depicted or written on the card 
without showing its face to the other participant. In contrast to role-play­
ing activity and in accordance with learning principles, PACE treatment 
allows a modeling of communicative behaviors, with the clinician influenc­
ing the patient's behavior by acting appropriately in the situation. For all 
forms of PACE, the following principles have been established: 

1. The treatment interaction consists of an exchange of new infor­
mation between clinician and patient; 

2. The clinician and the patient participate equally as sender and 
receiver of messages; 

3. The patient is allowed free choice with respect to the selection of 
communicative channels with which to convey messages; and, 

4. Feedback from the clinician is based on the patient's success in 
communicating a message and is characteristic of receiver feed­
back occurring in natural settings. 
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As now used in the BRNU, the PACE procedure has several uni­
que features. 

• First, at the beginning of the therapy, for psychological reasons, 
it is often necessary to convince patients that, even if their lin­
guistic abi1ities are defective, they are still able to communicate. 
Thus, early in therapy, by distracting patients from the formal 
and linguistic aspects of their difficulties, PACE reduces anxiety 
and frustration, and shows patients that some communication is 
still possible. 

• Second, insofar as the technique trains replacements for defi­
cient linguistic abilities, it is applied only temporarily at the be­
ginning of therapy in patients whose language improves signifi­
cantly. It is used definitively in patients whose linguistic abilities 
remain inadequate. 

• Third, the PACE procedure is usually proposed first in anoso­
gnosic patients to develop awareness that a problem exists. In­
deed, in such a natural communication setting, it is easier to give 
concrete feedback on the lack of intelligibility of the message 
and/or the difficulties of comprehension. 

• Fourth, the functional PACE setting can be used to train or to 
control the transfer of linguistic therapies. So, for example, if the 
clinician has retaught thematic relations to a patient with Broca's 
aphasia, it can be interesting to train that patient to transfer this 
learning to more functional speech acts which can be elicited in 
the PACE conversation setting. 

• Fifth, the PACE procedure seems particularly indicated to treat 
pragmatic disabilities (difficulty maintaining a conversational 
topic, violation of some of the Grice conversational principles) 
observed in some patients with Wernicke's aphasia or with a 
frontal syndrome. 

Despite these features, PACE has some limitations. First, centered on 
referential communication, the PACE setting could be inappropriate for 
aphasic patients who present cognitive deficits other than language dis­
orders (e.g., difficulty in extracting relevant information from pictures). 
Second, restricted to referential conversation, this therapeutic technique 
cannot cover all the speech acts encountered by the patient in everyday 
life. To lessen this problem, other variants are proposed, such as describ­
ing spatial configurations to the communicative partner in such a way that 
the partner can produce them precisely without ·seeing them. Similarly, 
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each participant can be required to ask the other questions, for the purpose 
of discovering the content of a picture that is placed out of sight. 

If the PACE technique, like other pragmatic therapies, contributes great­
ly to improving communicative effectiveness, let us point out that other 
methods also help in achieving this objective, and are often more appro­
priate. Indeed, some therapists restrict their therapeutic intervention 
with aphasics to pragmatic therapies. We do not believe it is sufficient to 
place patients in natural conversational settings, in role-playing, or in 
group settings to resolve linguistic difficulties. Most of the pragmatic ap­
proaches aim to develop compensations for linguistic disturbances, not 
treatments for them. Moreover, if the relations between language and its 
use in context seem to be evident, we still lack knowledge about the cog­
nitive mechanisms that control these relations. From this point of view, 
pragmatic therapies remain empirical. 

A REAUSTIC APPRAISAL 

The cognitive analysis of language disorders is a complex enterprise 
which is time-consuming and requires a solid theoretical foundation. 
A speech therapist engaged in many different therapies probably does 
not know all of the current theoretical models of psycholinguistic 
functioning and does not have time to examine every patient in depth. 
Thus, the orientation we have described is surely unrealistic for private 
speech therapy interventions, and requires the collaboration of several 
therapists, each with his or her own specialization, in a rehabilitation 
center. As a result of rapid developments of these models, cognitive test 
batteries need to be brought up to date. Frequent changes in a battery 
could be prejudicial to the reliability of the test/retest procedure in the 
same patient. 

Nevertheless, despite these limitations, we argue that an attempt sys­
tematically to connect cognitive analysis and re-educative practices seems 
an interesting and valuable enterprise. It is premature to affirm the effec­
tiveness of cognitive approaches. At present it makes no sense to com­
pare, on a quantitative basis, cognitive versus empirical approaches. In 
the actual state of the art, many successes or failures in therapy are de­
pendent on the intuitions (or "trial and error'') of the therapists, rather 
than resulting from a cognitive pre-therapeutic evaluation. However, the 
main reason to look at more efficacious methods for language therapy 
results from the feeble evidence regarding their actual efficacy. In fact, it 
has been suggested that, in the language domain, therapies performed 
by professionals are no more efficacious than therapies by informed vol­
unteers, or naive volunteers, and it has even been suggested that patients 
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do just as well with no treatment at all. (On this point see the controver­
sial discussion on language intervention that has occupied speech thera­
pists in England for over a decade: David, Enderby, & Bainton, 1982; Un­
coln, et al., 1984; Meikle, et al., 1979 .) 

In our opinion, given the current state of development, the major 
question is not whether cognitive therapies are or are not more effica­
cious than classical therapies. The question is whether cognitive thera­
pies are efficacious and whether they actually propose another rationale 
that can help to move clinical practice forward in this field. At the pres­
ent time one can only bet. 
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The concept of holistic rehabilitation of patients with aphasia is present­
ed in this chapter. First, some information on the history of aphasia ther­
apy in Poland is presented. Next, principles of assessment are discussed. 
Then, the theoretical framework of holistic rehabilitation is given, with 
emphasis on a model for aphasia therapy called the Complex Aphasia 
Rehabilitation Model (CARM) (Pachalska, 1986a). Methods for both in­
dividuals and groups, focused on the stimulation and training of lan­
guage functions, cognitive functions, and communication in general are 
discussed. Finally, the efficacy of the treatment is shown. It is empha­
sized that the primary goal of holistic rehabilitation of an aphasic person 
is the restoration of his or her effective communication, as well as the 
fullest possible reintegration into society. 
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DEFINITION OF HOUSTIC REHABIUTATION 

One meaning of rehabilitation is restoration of efficiency. Although au­
thors dispute the nature of rehabilitation, they agree that its basic pur­
pose is to reintegrate persons with aphasia into society as active partici­
pants. Holistic rehabilitation provides treatment aimed toward fulfilling 
biological, psychological, and social needs, thus increasing the potential 
for good health. This in tum makes it possible to continue physical and 
mental activity into very old age, to eliminate some disorders, and to pre­
vent social dependence. Holistic rehabilitation attempts to work out ef­
fective ways to help disabled persons satisfy their own needs and give 
them opportunities: (1) to develop effective communication and opti­
mum social activity; (2) to reintegrate, as fully as possible, into society; 
and (3) to share each others' experiences. 

The World Health Organization (WHO) defines rehabilitation as a 
complex coordinated use of medical, social, educational, and occupa­
tional means to adapt a disabled person to new ways of life, and to en­
able him or her to attain a maximum recovery and return to society. 
WHO's statement reaffirms the notion that treatment should not end 
when an individual acquires physical health, but should lead to the re­
sumption of an active social life. However, it requires qualification. Be­
cause brain damage affects both private and social life, 

a notion of "disability" cannot be measured only as physical disfunction 
(sic), but with situational circumstances . . . , the WHO statement requires 
further clarification. Each man has his own image of his psychological abil­
ity and it accordingly forms his needs. The needs of a man of high intellec­
tual abilities differ from those of a man of exceptional physical skills. Thus, 
"disability" means the inability to realize man's needs; individual and so­
cial aspects of self realization. (Pachalska, 1986a, p. 15) 

ETIOLOGY OF APHASIA 

Aphasia resulting from stroke is a serious problem in Poland. Stroke is 
the major cause of aphasia (76.5-81.4% of cases in Poland), followed by 
head injury (5.1-13.7%) and brain tumor (4.6-9.6%). A survey con­
ducted by the Ministry of Health and Social Welfare (1989) reported that 
538,000 patients (357,000 men and 181,000 women, a ratio of roughly 
3:2) received some type of medical care for cerebrovascular accidents 
(CVAs) in 1988 in Poland. These figures do not include chronic post­
stroke patients who did not seek medical care, so the actual number of 
patients with CVAs may be greater. 
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Stroke distribution with respect to age, gender, and region was stud­
ied in 1982, 1985, 1987, and 1989. Stroke was found to be more frequent 
in big cities than in villages, and more frequent in men than in women. 
An increase in the incidence of stroke, especially in men, was noted in 
cities during the years 1982-1989. A tendency for stroke to occur at ear­
lier ages was noted over the study period, especially in men living in cit­
ies, with most strokes occurring between the ages of 50 and 69. 

A BRIEF HISTORY OF APHASIA 
THERAPY IN POLAND 

The first account of aphasia recovery in Poland was given in 1883 by a 
prominent Polish physician, Ludwik Bierkowski (1837). From then until 
the 1950s, the major focus of investigations (conducted mostly by neu­
rologists and neurosurgeons) tended to be clinico-pathological corre­
lates of aphasia. In 1969, a systematic study of aphasia in Poland was 
done by Jerzy Konorski, a neurologist, and Lucjan Stepien, a neurosur­
geon at the Metropolitan Psychoneurological Institute in Pruszkow in 
collaboration with H. Kozniewska, S. Mempel, J. Szumska, and S. Zarski. 
They concentrated on correlating aphasia with the site of the lesion. 
Since Konorski's death, this neurophysiological research has been con­
tinued by his collaborators. 

The early 1960s marked the beginning of psychological research in 
aphasia. At that time, Mariusz Maruszewski, a disciple of Luria, performed 
intensive studies of brain mechanisms of speech, aphasia recovery, and 
therapy at Warsaw University (Maruszewski, 1966). He also created "A 
Team of Speech Therapy" which undertook examination and therapy of 
aphasic patients in the Medical Academy in Warsaw. Currently, neuro­
psychological studies of aphasia are carried out in Warsaw (D. Kadzie­
lawa), in Cracow (M. Pachalska), in Lublin (B. Kaczmarek, M. Klimkow­
ski, A Herzyk), and in Wroclaw (J. Przesmycka-Kaminska). 

Treatment programs for specific higher cortical functions, using cog­
nitive approaches, have been developed and evaluated in the Cracow 
Center of Aphasiology by the author and her colleagues (Kaczmarek, 
1991; Pachalska, 1980). Neurolinguistic research on patients with apha­
sia was initiated in Cracow in 1953 by the late Janina Lopatkiewicz, a 
neurolinguist. Lopatkiewicz and colleagues described stability or varia­
bility in disorders of naming responses (Lopatkiewicz, 1961, 1988). 

In the latter half of the 1960s a Laboratory of Brain Mechanisms of 
Speech was created by Witold Doroszewski at the Institute of Polish Lan­
guage in the Polish Academy of Sciences. The Laboratory, now under 
the direction of linguist Halina Mierzejewska, explores the disintegra-
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tion of the language system in aphasia. Neurolinguistic studies are also 
being carried out in Crakow (M. Zarebina), in Gdansk (W. Tlokinski), 
in Lublin (B. L J. Kaczmarek, M. Klimkowski), in Poznan (M. Safinska­
Fechner), and in Warsaw (M. Sadowska). Treatment programs for lan­
guage functions were introduced by Maruszewski (1974); Szumska 
(1980); Kadzielawa and Romero (1978); Tlokinski (1986); and Pachalska 
(1986a, 1990). 

Several factors resulted in the aphasia treatment currently in common 
practice in Poland. These factors include the advent of speech pathology 
as a health profession, the emergence of rehabilitation medicine as a 
medical specialty, the mass media explosion with resultant greater pub­
lic interest in aphasia, and a climate of increased medical expectations in 
an age of technology. As social and attitudinal changes took place, logo­
pedia (speech-language pathology) grew rapidly. 

Logopedia was introduced in Poland by L. Kaczmarek (senior) in the 
early 1960s in Lublin. This discipline is concerned with all aspects of lin­
guistic communication and, therefore, corresponds to what is sometimes 
called human communication studies in the United States (for more de­
tail, see B. L. J. Kaczmarek, 1991). A number of professional associations 
was formed, among them the Polish Society of Logopedics, the Polish 
Society of Aphasiology, and the Polish Neuropsychological Society. 

Present day professional training of logopedists is quite complex. Log­
opedists take a 2-year post-graduate program leading to a diploma in 
logopedics. This program is offered at four institutions: Lublin (estab­
lished in 1970), Warsaw (1974), Gdansk (1980), and Cracow (1984). To 
be admitted to these programs, a candidate must have a master's degree 
in clinical psychology, pedagogy, linguistics, or physiotherapy. Also re­
quired is an internship in speech and language therapy. 

Another important step was the creation of the Cracow Center of Apha­
siology, started in 1980 by the author. Devoted to studies of assessment 
and treatment, this Center includes: the Aphasiology Research Labora­
tory at the Institute of Rehabilitation of the AWF; the Cracow Aphasia 
Rehabilitation Center "Afa-Club"; and the Aphasia Clinic, including a La­
boratory of Art Therapy, in the Rehabilitation Center of the AWF in Witko­
wice (near Cracow). Also in 1980, the author developed a Complex Apha­
sia Rehabilitation Model (CARM), and later evaluated its effectiveness 
(Pachalska, 1986a). CARM was also successfully implemented and eval­
uated at the Aphasia Ward in Gdansk, headed by W. Tlokinski (1990). 

A further important step was the development of rehabilitation clubs 
called "Afa-Clubs." These clubs are designed to provide social and com­
munity-based services for aphasic patients and to share the Cracow ex­
perience with patients in seven other regions of Poland. 
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Recently, public interest in aphasia problems has greatly increased, 
partly because of a series of articles and films about famous Polish public 
figures, such as the pianist Maria Lasocka and the painter Krystyna Ha­
bura, both of whom have recovered from stroke and aphasia (Pachalska 
& Knapik, 1988a, 1990). Special television programs have been intro­
duced, such as ''Bariery" (Barriers), which focus on disabled persons (in­
cluding persons with aphasia) living in society. National journals devot­
ed to problems encountered by disabled people, such as Czlowiek (The 
Man), part of which focuses on aphasia, are also being published. Deeper 
insights into aphasia are provided by personal accounts of people who 
have recovered from aphasia in a special annual journal of patients, Afa­
Echo. Rehabilitation of patients with aphasia has also been influenced by 
the dramatic increase of strokes, especially in men who are still in their 
productive years, but also in young children, as well as by the increase of 
traffic accidents. 

During the course of establishing aphasia research in Poland, a number 
of theories have been developed. Although theoretical differences exist, 
all approaches are based on clinical studies, and research is closely con­
nected with therapy. The Polish Societies of Aphasiology and Neuropsy­
chology coordinate and integrate the various approaches. 

ASSESSMENT 

Assessment of aphasic patients in Poland is conducted mainly by neu­
rologists, neuropsychologists, logopedists, and neurolinguists. The pur­
pose of neurological assessment is primarily to determine the nature and 
symptomatology of the disorder, the site of the lesion, and the response 
to medical treatment. The neuropsychological assessment aims at dis­
covering the nature of cognitive, memory, and perceptual disorders, and 
at characterizing the linguistic disturbances in their broadest aspect. The 
goal of the neurolinguistic evaluation is to provide insight into the lan­
guage disturbances. It does so by conducting linguistic analyses of the 
patient's utterances and then determining the interaction of various lin­
guistic levels. The logopedic assessment generally addresses the phe­
nomenon of aphasia, its structure and symptoms; differential diagnosis 
of aphasia and other linguistic disorders; and questions concerning the 
dynamic characteristics of aphasia (cognitive functions, memory, emo­
tional, and motivational aspects, personality, etc.). 

Results of these evaluations are related to how patients with aphasia 
communicate, and which channel of communication they are able to use 
effectively.It is also important to know how aphasia affects interpersonal 
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functions. This assessment attempts to provide a prognosis and to select 
the most fruitful goals and areas for rehabilitation. 

In most neurological and rehabilitation wards in Poland. Luria's ap­
proach is used. Some clinics, however, have begun to use the standard­
ized Cracow Test. The standardized Cracow Test of Differential Diagno­
sis of Aphasia (CTDDA) (Pachalska, Kaczmarek, & Knapik, 1991) samples a 
wide variety of language behaviors at different levels of difficulty. It was 
standardized on a representative group of native Polish healthy adults, 
and 240 persons with aphasia. The standardized version of CTDDA is 
the result of a systematic revision of the experimental version (Pachal­
ska, 1986a). 

The CTDDA distinguishes four basic types of aphasia: (1) paradig­
matic, (2) syntagmatic, (3) mixed, and (4) global. This neurolinguistic tax­
onomy of aphasia results from clinical verification and modification of 
Kaczmarek's theoretical classification of aphasia (1991); however, it in­
cludes two additional forms of aphasia, mixed and global. The three fi­
nal indexes are Lingustic Functions Index (LFI), Aphasia Index (AI), and 
Brain Damage Index {BDI). 

To supplement the information obtained using the standard test bat­
tery, a variety of standardized and nonstandardized tests, aimed at spe­
cific language and communication disorders, is used. They are: 

The Token Test (DeRenzi & Vignolo, 1962); 

Communicative Abilities in Daily Living (CADL) (Holland, 1980); 

The Edinburgh Functional Communication Profile (Skinner, Wirtz, 
& Thompson, 1984); and 

Communicative Abilities in Social Situations (Pachalska & Kna­
pik, 1989). 

The author and her colleagues have recently translated and standard­
ized the Boston Diagnostic Aphasia Examination (BDAE) (Goodglass & 
Kaplan, 1983). Also during 1991, the author began translation and stan­
dardization of the Western Aphasia Battery (WAB) (Kertesz, 1982), and 
the Miiller and Code Scale of Psychosocial Adjustment (Miiller & Code, 
1989). These represent important steps in international cooperation. 

HOUSTIC REHABIUTATION OF 
PATIENTS WITH APHASIA 

Holistic rehabilitation in Poland focuses on therapy that is planned, or­
ganized, and provided on the basis of a detailed understanding of a pa-
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tient's individual needs. Treatment is provided during acute care, home 
care, and posthospital rehabilitation. 

STAGES OF TREATMENT 

ACUTE CARE 

We introduced early rehabilitation in our center, and as a result, stimula­
tion during the coma stage begins the rehabilitation process. Cognitive 
retraining is the ongoing and integrated rehabilitation procedure used 
by the therapeutic team. Rehabilitation is focused on the patient and the 
effects of the illness, but once the patient leaves a hospital, the specific 
needs of the family are also paramount. 

HOME CARE 

After 6 to 8 weeks of treatment for stroke or head trauma, a patient is sent 
home or to a nursing home and often ceases to receive rehabilitation ser­
vices. A previously effective home health program is currently not func­
tioning because of financial problems. The Polish Society of Aphasiol­
ogy is planning to implement a rehabilitation program that will provide 
care in rehabilitation units, patients' homes, and nursing homes. 

POSTHOSPITAL REHABIUTATION 

Long-term rehabilitation often follows the acute care phase. Rehabil­
itation services are provided in day facilities, inpatient wards and clin­
ics, "Afa-Clubs," and in social and community-based facilities. Success in 
rehabilitation is often related to long-term maintenance, so practition­
ers try to establish good relationships among the various institutions 
and services. 

The therapeutic team is assembled according to the patient's needs and 
stage of rehabilitation. It includes a specialist in rehabilitation medicine, 
a neurologist, a neuropsychiatrist (if needed), a nurse, a physiothera­
pist, an occupational therapist, a neuropsychologist, a neurolinguist, a 
logopedist, a social worker, a vocational instructor, and an orthotics and 
prosthetics technician, as well as family, friends, and volunteers. 

We employ a program, prepared by the author (Pachalska, 1986a), for 
training the therapeutic team in a multidisciplinary approach to rehabili­
tation. Each member of the rehabilitation team lectures to the trainees, 
paying special attention to teaching them how to communicate with an 
aphasic patient, how to use gestures, drawings, and special materials 
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(pictograms, communication boards, itineraries, and so on). Therapists 
also are taught, through videotapes, to "read" facial expressions and ges­
tures. This training is also provided to the family members and is one of 
three parts of counseling in CARM. 

Group clinicians and family members are also trained in functional 
strategies during cognitive group sociotherapy. Active assistance of fam­
ily members (the second part of counseling), important in group ther­
apy, is provided to strengthen the family ties. This training also helps to 
solicit reinforcement and facilitate generalization, as stressed by Kearns 
(1986). In addition, any modality (e.g. verbal, gestural, writing, drawing), 
that can be used to communicate successfully is accepted, reinforced, 
and programmed in the group setting at home. 

Studies of behavior videorecorded during group therapy (Knapik & 
Knapik, 1990; Pachalska, 1986c) have shown that trained therapists 
achieve a significantly more precise level of communication in their pa­
tients by increasing the number and complexity of gestures. Gestures 
are slowed down and pauses are frequent and longer for therapeu­
tic purposes. 

ATTRIBUTES OF HOUSTIC REHABILITATION 

Clinical rehabilitation procedures include a series of dynamically inter­
acting steps: 

• gathering necessary information about language and communi­
cation disorders as well as related problems by means of testing 
and observational methods; 

• framing hypotheses about the nature and course of the problem 
based on a critical analysis of the data gathered; and 

• testing these hypotheses during therapeutic intervention. 

The above steps are accounted for in the Complex Aphasia Rehabil­
itation Model (CARM) (Pachalska, 1986a). CARM provides for these­
lection of specific therapeutic procedures for the particular physical, 
psychological, and social needs of the aphasic individual, identified 
through diagnosis as well as through therapeutic observations during 
the rehabilitation process. CARM includes five basic therapeutic tech­
niques for individual and group treatment (including community-based 
treatment). The treatment consists of physiotherapy, occupational ther­
apy, logotherapy, psychotherapy, and sociotherapy oriented not only 
for standard treatment but also for stimulation and training of lan­
guage functions, cognitive functions, and communication. All of these 
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techniques have been described in detail in previous work (Pachal­
ska, 1986a). 

The main attributes of CARM originated from Dega's theory of reha­
bilitation. His theory was first introduced at the Poznan Rehabilitation 
Clinic in the early 1950s and later elaborated on by his collaborators and 
disciples (Dega, 1975; Dega & Milanowska, 1988; Grochmal & Zielinska­
Charszewska, 1980; Pachalski, 1988; Weiss, 1961). Four aspects ofreha­
bilitation are emphasized: universality, early intervention, complexity, 
and continuity. Each is described below. 

Universality means that rehabilitation is an integral part of basic treat­
ment and embraces all main disciplines in inpatient and outpatient health 
services. It is available to any citizen who needs it. 

Early intervention means beginning rehabilitation simultaneously with 
basic treatment, which markedly improves the results and shortens the 
period of treatment. 

Complexity refers to the team. Rehabilitation should include medical, 
occupational, and social applications. 

Continuity refers to the process of therapy. The process, once begun, 
should continue until the patient achieves maximum psychic and physi­
cal capability, as well as the ability to work and/or to resume his or her 
place in society. This rehabilitation profile has been fully implemented in 
only six rehabilitation centers in Poland, among them, the Cracow Center. 

THEORETICAL FRAMEWORK OF HOUSTIC 
REHABIUTATION UNDER CARM 

The theoretical framework of CARM assumes that complex reorgani­
zation of disturbed functional systems of the brain can take place as the 
result of the interaction of internal (concerned with the patient) and ex­
ternal (therapeutic and environmental) factors during holistic rehabilita­
tion (Pachalska, 1986a, 1989). 

The hypothesis of complex reorganization of disturbed functional sys­
tems is based on recent data on the activity and reintegration possibili­
ties of the brain according to the theory of brain plasticity (Grochmal, 
1985), reorganization of functional systems (Luria, 1963), reorganiza­
tion of image processes (Pachalska, 1991 b), and mechanisms of social in­
tegration (Finkelstein, 1980). 

CARM is based on our theory of aphasia as well as on our Neurobehav­
ioural Model of Communication (NMC) (for a description, see Pachal­
ska, 1986a), which is published (in part) in English (Pachalska, 1991a). 
Another influence is the Neurocybernetic Model of Image Processing 
(NMIP) (for a description, see Pachalska, 1991b). On these bases we are 
able to recognize disturbed and preserved language and cognitive capa-
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bilities, organize therapeutic information, and select therapeutic proce­
dures according to patient needs. 

MODELING PERCEPTIVENESS AND 
EXPRESSIVENESS OF THE PATIENT 

Properly organized therapeutic intervention requires the selection of 
the correct channel of interVention, as well as the use of an adequate pro­
portion of nonlinguistic to linguistic material in modeling perception 
through intra- and intersensory stimulation and through intra- and inter­
systemic processing of information. Clinicians also must model patient 
expressiveness. Clinicians must control the information flow, and encour­
age patients to use any channel they can. Clinicians must make certain 
that patients comprehend a given message. 

In stimulation and training, information may be arranged in three 
main ways: Selective, systematic, and mixed. These are defined as fol­
lows: (1) selective arrangement concentrates on communication with­
out taking into account the patient's linguistic competence; (2) systemat­
ic organization of information entails combining a sequence of messages 
and their practical application in the Polish culture; and (3) the mixed 
configuration, obviously, is a combination of the two arrangements. 

In our clinic we focus mainly on systematic configuration of therapeu­
tic information because our research shows that aphasic patients under­
stand this configuration significantly better than they do a selective or 
"mixed" presentation (Pachalska, 1988a). Therefore, we prefer sociocul­
turally oriented materials such as popular poems, word games, and other 
types of materials such as postcards, photos, pictures, or toy animals. 
Such materials create social interactions, and are especially helpful in 
stimulating communication in real-life situations. 

In our center, we are very attentive to the emotional coloring of non­
linguistic material sent through visual and acoustic channels, as well as 
through the haptic channel, specifically of touch. This approach increases 
the possibility of patients' understanding and remembering complex 
situations as well as integrating and generalizing them. 

In holistic rehabilitation the special role of touch may be characterized 
in two ways. The first concerns contact with things, and the second de­
scribes contact with other people. Thus, touch allows sensuous percep­
tion of objects, which in turn makes the polymodal connections that ena­
ble the imaging of complex situations. The sense of touch also expresses 
the social ties of the patient with others. Contemporary aphasiologists 
appreciate a role for touch in the restoration of gnosis and nomination, 
but few acknowledge the role of touch in interhuman contacts in the 
process of rehabilitation. Positive ties, as is well known, are related to 
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positive emotions, which, according to our model, improve the effective­
ness of rehabilitation in general, including communication. 

NEEDS-ORIENTED THERAPEUTIC INTERVENTION 

Therapeutic intervention in holistic rehabilitation can be provided in 
either an unstructured or a structured format, according to the pa­
tient's needs. 

Unstructured methodology corresponds to what others call a "stim­
ulation approach" (Schuell, Jenkins, & Jimenez-Pabon, 1964; Wepman, 
1951). This type of therapy is provided by all of the therapeutic spe­
cialists in our center. Adequate stimuli are presented to elicit target re­
sponses, which are selectively reinforced to facilitate within the brain the 
complex reorganization of function necessary for linguistic operations. 

Stimulation methods are used in two groups of patients: Those in 
whom language disorders have precipitated psychogenic changes in at­
titude toward their own capability and toward the environment; and 
those in whom the disorders are a consequence of neurodynamic brain 
disturbances, observed in particular shortly after brain damage. 

The basic approach of stimulation methods is to create therapeutic 
situations that facilitate language output. This is done to make patients 
aware that they can accomplish a given task and to give positive rein­
forcement for all utterances. 

Structured methodologies rely heavily on information processing 
models to provide principles and steps used. We use a direct and indirect 
language-oriented approach and a cognitive approach. Two structured 
methods aimed at social communication have also been introduced (Kna­
pik, 1990; Pachalska, 1988b). 

LANGUAGE-ORIENTED APPROACHES 

Language-oriented approaches are introduced primarily for improving 
language functions. Different methods are applied according to the se­
verity and the neurolinguistic type of aphasia. 

This training is direct. For the most part, direct methods are used with 
patients in whom some reserves in the damaged hemisphere are ob­
served, or when there are indications that the disturbed function can be 
assumed by the healthy hemisphere, that is, that dominance for lan­
guage is not complete. Linguistic skills are developed in two ways. The 
first concerns the communicative situation itself, with the situation serv­
ing as a focus for developing individual skills. This can be seen as a "top 
down" approach. Another way of developing skills is a ''bottom up" ap­
proach in which the training of individual modalities is stressed; in this 



156 Aphasia Treatment: World Perspectives 

way the patient is provided with sufficient support to be able to con­
vey messages. 

Linguistic material used in language-oriented methodologies falls 
into two major categories: Grammatical (phonetic, prosodic, structur­
al) and literary (lyric, epic, dramatic) . Materials can be verbal, written 
(also Braille if needed for blind persons), or gestured (if needed, or for 
deaf persons) . 

Paradigmatic aphasia training is focused on phonology, morphology, 
and syntax. Therapists try to help the patient to comprehend simple 
words (always remembering that patients have problems understanding 
ambiguous and complex notions), simpl~ and complex phrases, and fi­
nally texts. Simultaneously, the patient is asked to build utterances, 
beginning with saying and/or writing simple and complex words, then 
phrases, and finally texts. Patients are trained to participate in dialogue 
and conversation and to participate in discourse. 

Syntagmatic aphasia training is focused on phonology, lexicon, and 
semantics. Therapists attempt to stimulate imagery as a way to help pa­
tients express themselves, providing examples of the correct pronuncia­
tion of a given text (word, phrase). Subsequently, the patient practices 
vocal and graphic expression. Materials and techniques are designed 
to develop the ability to "see" appropriate objects in the case of words, 
and simple or complex situations, in the case of phrases or more com­
plex texts. 

In mixed aphasia, training is focused on reception as well as expres­
sion, with proportions of attention to each depending on the nature of 
the disturbances. If the patient manifests more paradigmatic than syntag­
matic disturbances, the therapy program includes more exercises in re­
ception than expression. If the patient's problems are mote syntagmatic, 
expression is trained first. Indirect methods, as described for global 
aphasia below, are introduced if necessary. 

In global aphasia, because the structures concerned with linguistic 
communication are completely destroyed and the patient must acquire 
language skills in a new way, we initially introduce indirect (minor 
hemisphere) methods of therapy. Nonlinguistic stimulation and training 
are given through visual, auditory, and kinesthetic channels. Several dif­
ferent types of stimuli and methods are used. For the visual channel, we 
use a modification of Visual Action Therapy (VAT) (Helm-Estabrooks, 
Fitzpatrick, & Baresi, 1982). For the acoustic channel, a modification of 
the nonverbal version of Intonation Therapy (TMR) is introduced (Van 
Eeckhout, Hornado, Bhatt, & Ceblais, 1983). The kinesthetic channel is ac­
cessed through Kinaesthetic Therapy for Apraxia (KTA) (Pachalska, 1983). 
Stimulation might also include the senses of smell and taste, if appropri­
ate. Thus, functioning is rebuilt by using the abilities that are preserved. 
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When the profile of a recovering patient with global aphasia seems to 
be similar to severe paradigmatic, severe syntagmatic, or severe mixed 
aphasia, additional direct language training is introduced. Such patients 
are trained in comprehension and production of spoken and written 
(and sometimes gestured) texts. 

COGNITIVE APPROACHES 

Cognitive approaches aim at improving specific cortical functions. Pro­
grams using this approach are based on cognitive neuropsychology and 
information processing models. The main goal of therapy is to isolate the 
mental processes that can be regarded as functionally modular, and to 
specify the mechanism of each, as well as the interrelationships among 
particular processes. The use of this approach, therefore, allows clini­
cians to make inferences about the specific processes that might be im­
paired in a given patient, which in turn provides a rationale for planning 
step-by-step rehabilitation procedures. 

Using highly structured cognitive programs we train memory (Knapik, 
1989) and thinking processes (Pachalska, 1982). We also attempt to re­
duce depression and anxiety (Pachalska & Knapik, 1988b). However, 
our center also employs less structured programs of art therapy combin­
ing direct (Kuzak [Pachalska], 1978) and indirect (Pachalska, 1988a) lan­
guage-oriented methodologies with cognitive training. One such program 
is a "newcomer" to the range of therapeutic procedures incorporated in 
CARM: Language Oriented Art Therapy (LOAT) offered in individual 
and group sessions (see Pachalska, 1988c, 1990). 

WAT consists of two subprograms: The first, Objective-Practical Ther­
apy, is for all patients; the second, Symbolic Thought Therapy, is mainly 
for patients who exhibit artistic skills. 

Objective-Practical Therapy includes diagnosis and therapy. Diagno­
sis includes evaluation of disturbances in drawings; creative abilities, in­
cluding the capability of decoding and encoding appropriate symbols, 
and the ability to perceive and create artistic forms; and the need for ar­
tistic expression. The therapy begins with stimulation to create. Select­
ed drawings, pictures, pieces of music, poetry, and so forth are used as 
stimuli. The patients are required to present their impressions through 
drawing, painting, and/or modeling (a) essential elements, (b) the main 
topic, (c) mood, and (d) the creation of the final work. 

The team discusses ideas for creation of the final work. This is espe­
cially useful when patients produce a joint work of art. Extra stimulation 
(e.g., a piece of music presented for interpretation in drawing) might be 
presented to encourage patients to assess the critical relationship be­
tween the work's theme and the artistic product. 
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In Symbolic Thought Therapy, patients who exhibit artistic skills or 
those who were practicing artists learn to "read" works of art in order to 
be able to create. In this program we develop symbols and symbolic 
work. Patients are trained to perceive and express their impressions. An 
example of the success of this program is provided by Figure 7- 1, a pic­
ture by the famous painter Krystyna Habura, who recovered symbolic 
thought when engaged in LOAT following a stroke. 

The procedures used in both artistic and linguistic activities corre­
spond to the stages used in the first program. A wide range of artistic 
activities is employed, including drawing with pencil, charcoal, chalk, 
crayon, or ink; painting with oil and water colors; producing graphics; 
engraving plastic and wood; modeling, and making cut-outs. Additional 
activities are introduced, if necessary, to improve knowledge of the se­
mantics of colors and forms. 

During LOAT we use polymodal (nonlinguistic and linguistic) stimuli, 
and patients are encouraged to express themselves through any usable 
channel. LOAT is conducted jointly by a professional artist trained in the 

Figure 7-1. Picture of self-reintegration by an aphasic painter, assisted by other 
patients and the therapist (by courtesy of Krystyna Habura, 1991). 
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principles of communication and a logopedist, with the cooperation and 
supervision of a neuropsychologist, a neurolinguist, and a neuroanthro­
pologist as well as of prominent art, music, and theater critics. 

The most spectacular effects with art therapy have been achieved in 
artists who suffered from aphasia. One example is Maria Lasocka, a prom­
inent Polish pianist with deep syntagmatic (motor) aphasia and right 
hand hemiparesis. She participated in art therapy aimed at restoring the 
skills required for playing the piano. In addition to CARM, therapy was 
designed to help the pianist to reorganize rhythmic structures, learn to 
write, read, and play musical notes with the right hand supported by the 
left, retrieve known and unknown melodies, and to compose. Some indi­
rect stimulation techniques were also used, such as painting, drawing, 
and modeling. After three years of therapy, aphasia and hemiparesis 
have been remediated, and the artist has returned to her work as a pian­
ist in the Higher Drama School at Cracow. 

COMMUNICATIVE APPROACHES 

Communicative approaches are directed toward practical application of 
the skills necessary for communication in real-life situations. This final aim 
of holistic rehabilitation was also emphasized by Sarno (1965). The specif­
ic therapeutic interventions at our center include both functional commu­
nication approaches and social communication oriented treatment. 

Functional Communication Approaches 

When an aphasic patient is unable to participate in social activities, even 
if he or she has regained adequate use of language, we introduce compen­
satory techniques focusing on relatively intact communicative strengths 
and functional communication approaches including PACE (Davis & Wil­
cox, 1981}, Functional Communication Treatment (Aten, 1986), and Social 
Communication Oriented Treatment (SCOT) (Pachalska, 1986c). Treat­
ment involves the use of socioculturally and emotionally relevant ma­
terials designed to facilitate specific abilities, such as the use of gesture. 
Several sets of material are introduced to stimulate panel discussions or 
natural conversations. These include postcards, famous legends, and stor­
ies from the Crakow region. One of the patients' favorite sets is a group 
of 20 postcards of Crakow and 10 popular illustrated legends ("Wanda," 
''Krak," ''Wawel dragon," .etc.). Patients, their families, and therapists 
carry on a panel discussion. Tasks are structured (from the simplest to 
the more difficult) so that all group members can participate. 
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Social Communication Oriented Treatment 

We introduce SCOT when a patient with aphasia is frustrated by the in­
ability to communicate effectively to those in his or her environment. 
SCOT serves as indirect language training, combined with stimulation 
aimed at the general reorganization of the personal and social aspects of 
communication. It is mainly community-based treatment, provided in 
physical therapy, occupational therapy, psychotherapy, sociotherapy, and 
speech therapy, and it includes planned outings called "therapeutic tours" 
and group meetings. 

Therapeutic tours are introduced to remedy withdrawal from active 
community life. It is not only the patient who isolates himself. Isolation 
results from the inability to communicate with others, and is often inten­
sified by a physical handicap. One such tour is the "Afa-Rally," organ­
ized by a social worker together with the Disabled Drivers Club. During 
the rally, the patients with aphasia communicate with drivers. Special 
symbols are used to show the situation on the road and stimulate lan­
guage processes at the same time. The rally takes a whole day, and par­
ticipants must complete a number of tasks that require communicative 
and/or motor skills at "control points." Communication occurs also dur­
ing lunch and dinner as well as during "stop points" (various famous 
buildings such as museums and castles). At the end, awards are given to 
the winners and their families during an official dinner (Pachalska, Czar­
nocka, Knapik, l.adecki, & Rafalski, 1985). 

During therapeutic tours patients, families, therapists, and other mem­
bers of a particular tour engage in real-life situations designed to provide 
many possibilities for communication. Therapeutic tours are also aimed 
at stimulation of communication in various surroundings (grocery stores, 
restaurants, movies, theatres, museums, etc.). Social situations create 
conditions for practicing conversations with familiar persons and stran­
gers. Therapists can observe how each individual acts and communi­
cates in real-life situations, which enables them to provide appropriate 
help with such interactions. 

Group meetings are related to the theme of a particular tour, with dis­
cussion aimed at reintegration of various personal communicative abili­
ties, such as orientation in communicative conditions, planning what to 
say, and choosing the form and content of expression acceptable in a 
particular environment. SCOT tasks are directed toward using language 
in natural contexts, participation in two-person conversation, and com­
munication in groups. 

Using two therapeutic approaches and family support, we help the pa­
tient discover his or her personal style of communication. The two ap­
proaches are: minimalization, or the elimination or reduction of socially 
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inappropriate phrases and behavior that sometimes occur after stroke, 
and optimalization, or the improvement of speech and communication 
style in conjunction with stimulation of the ability to engage in proper 
and pleasant ways to communicate. To improve communication, self­
cuing techniques also are used. Patients can practice cuing techniques 
during spontaneous communication. With the help of the family, clini­
cians can identify failure to use self-cuing techniques, and remedial steps 
can be taken to rectify inappropriate use of cuing strategies during group 
sessions. Self-cuing techniques may provide an important means of re­
ducing anxiety before attempting to communicate, and therefore permit 
the patient to approach the premorbid style of communication. 

However, the therapeutic team must support the patient with the pro­
per material. Therefore, we introduce several aids, helpful in practicing 
self-cuing techniques. For example a "lexicon of persons with aphasia" 
and a "dictionary of emotions," enabling the expression of one's feelings 
and emotional needs (See Figures 7-2 and 7-3), were prepared with the 
help of families and patients who had recovered from aphasia. 

In holistic rehabilitation, program flexibility is ensured by selecting 
techniques that fit the patient's medical and neurolinguistic needs. Fam­
ily support is provided according to the particular situation through the 
Therapeutic Program for Family and Patients (TPFP) (Knapik, 1986). 

HOUSTIC TREATMENT FOR GLOBAL APHASIA 

When a patient with global aphasia recovers consciousness after a stroke, 
he tries to communicate his needs to other people. If the reactions of 
those in the environment are appropriate, they help to stimulate com­
munication. At this stage most patients perceive only nonverbal mes­
sages. The patient may understand some gestures, such as stretching out 
the hand to greet others or to part from them. The patient may smile to 
greet someone and look sad when he leaves. 

Despite the loss of linguistic communication, the patient is able to in­
terpret the behavior of other people, and to distinguish whether they are 
angry or indifferent. The patient understands the paralinguistic context 
which includes speech prosody (i.e., melody, accent, rhythm, tone, strength, 
duration of voice), as well as gestures, and facial expressions. 

In the CARM rehabilitation process, the author recorded the changes 
that occurred in global aphasia, and observed that aphasic patients rely 
at first on situational context, then begin to understand verbal-graphic 
or verbal-gestural instructions, and last begin to understand the ques­
tions they are asked. They also respond to their family name and the 
name of their hometown. The evolution of communication from non-
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SIDE A 

* 
SIDE 8 

I DON'T WANT A PEAR 

Figure 7-2. An entry in the "Lexicon of Persons with Aphasia." A pictographic illus­
tration of sentence. Side A-pictograms, Side B-their linguistic counterparts. 

linguistic to linguistic in patients with global aphasia is presented in Fig­
ure 7-4. 

The early stage of recovery is the signal appeal stage. At first a patient 
with global aphasia nods or shakes his head in agreement or disagree­
ment, shrugs his shoulders or spreads his arms (meaning '1 don't know''), 
or stretches out his hand (meaning "give me''). The patient uses utter­
ances consisting of several sounds to communicate, for example, Oy-ey­
yey, pa .. pa .. pa, and so on. The utterances are differentiated by melody 
and a limited number of expressions and gestures. 

Some language signals such as vocatives can appear after a stroke. 
Later, stable situational semantic signals appear as gesture or sound. 
Thus, the patient asks "to . . . to?" using a rising intonation (meaning '1s 
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it good?'), he shakes his head saying "to" {meaning no), and says "to ... 
to . .. to?" taking a therapist's microphone in his hand and examining 
it. It is noteworthy that the number of syllables is often the same as in the 
corresponding word or sentence and the modulation of voice is al­
so appropriate. 

In the next stage motivated (nonarbitrary) language symbols occur, 
for example, s ... s ... s (imitating a sound of a snake presented in a pic-

LOVE 

MCST LOVED IS MOTHER 

MY BELOVED WIFE 

I SAY WHEN I AM TALKING TO HER 

I LOVE MY CHILDREN VERY MUCH 

I LOVE MY MOTHER. WIFE, AND CHILDREN 

SO I SAY .' 

MY BELOVED MOTHER, 

MY BELOVED WIFE 

MY BELOVED CHILDREN 

I SAY ALSO MY DEAR FRIEND 

Figure 7-3. An entry in the "Dictionary of Emotions." 
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UTTERANCE TYPE 

2. TWO-CLASS: 
c}ELIPTICAL 
b/COMPLETE 
cl f1:,TENS18LE, I! .g . COMMANDS 

1. ONE- CLASS: 
c}POLYSYMBOL: WORDS PUT IN JUXTAPOSITION 
b}ONE SYMBOL: ONE WORD WITHO./T GRAMMATICAL RULES 
ciFRAGMENTARY: AFRAGMENT OF A K(WO, l! .g . D R t .. OR/NK 

cl CONVENTIONAL: ACQUIRE.D GESTURES 
b/NATURAL: GESTURES, FACIAL EXPRESSIONS 
a/SITUATIONAL : 

STABLE: THE 54~ SOUND FOR/tl CONVEYED 
WITH DIFFERENT /t/El.ODY{NOOULATION I 
ro DESIGNATE VARIOUS OBJECTS, 
ACTIONS,AND SITUATIONS 

CHANGING: THE SOUND FOR/tl OIANGES 
DURING DESIGNATIONS 

b/LINGU/STIC: VOCATIVES,INTERJECnONS 
a/NONLINGIJISTIC:CRYING. CLICKS, ETC. 

Figure 7-4. The evolution of utterances from nonlinguistic to linguistic in pa­
tients with global aphasia (from Pachalska, 1989). 

ture) or cucoo (imitating a cuckoo). On the whole patients do not like 
to use these sounds, perhaps because they know it is the way chil­
dren speak. 

Next is the one-class signal stage. Despite its similarities to language 
development, during recovery from aphasia there are fewer questions, 
and the modulation of voice, mimicry, and gestures is less rich. More­
over, the patients do not use diminutives. For example, the first one-class 
signals used by the patient DA (41 years old) were fractional ones, afa­
kava (meaning coffee) and py-pit (meaning to drink), and then a com­
plete symbol, nie (no). A tendency to use nuclear syllables of a word is 
also noted. The most common distortions observed during a naming 
task are: reduplications; elision, or of an initial syllable; elision and re­
duplication; augmentation; deformation; metathesis with deformation; 
and contamination with elision. Utterances are often accompanied by 
rich facial expressions and gestures. Some elements of pantomime can 
also be observed. 
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The two-class signal stage follows. Only one patient, EM (43 years old, 
group E), in a study described below, was able to construct simple sen­
tences after a 10-month period although some structural deviations still 
occurred (e.g., . .. water . . . drink . .. milk . . . milke . . . no . . . drinks ... mil ... 
no . . . a lady and drinks milky . .. coffee with milk . . . yes . .. oh ... Lady drink 
coffee with milk). 

Other patients limit themselves to much shorter utterances (e.g., baty 
da [herbaty daj-give tea] by the patient TS, 64 years old, groupE; mam 
Tito [mam Tito-1 have a dog called Tito] by the patient FL, 54 years 
old, groupE; bywe tam [bewem tam-I was there] by MW, 54 years old, 
group E). 

IMPROVEMENT OF UNGUISTIC FUNCTIONS 

We studied the therapeutic value of CARM in different neurolinguistic 
types of aphasia using the Cracow Test of Differential Diagnosis of Apha­
sia (CTDDA). Two groups of patients were evaluated, total CARM (group 
E) and a control group given traditional therapy (group C) . The test was 
administered four times: pretreatment; after 1 month of treatment; after 
3 months of treatment; and 3 months post-treatment. 

The analysis of mean value of LFI (see Figure 7 -5) reveals that in para­
digmatic aphasia, both groups (E and C) scored below the mean (group 
C = 37.63, group E = 38.07). Their scores did not differ significantly 
before treatment. At the next evaluations the means of LFI reached 62.83 
in group C and 82.53 points in group E. The differences between the two 
groups after 3 months of treatment were large and statistically signifi­
cant. At the fourth examination (after 3 months without treatment), a 
slight decrease in the index was observed in both groups. 

Patients with syntagmatic aphasia in both groups were low and the dif­
ference was not significant. At the next examination the index increased, 
reaching 42.08 points in group C and 58.05 in group E; the difference 
was large and statistically significant. The increase of the index in group 
C was 19.48 and in group E was 35.24 points. At the next examinations, 
after finishing the treatment and after 3 months of staying at home, only 
a slight increase in the index was noted. 

In the case of mixed aphasia the pretreatment indices were below the 
mean in both groups and did not differ significantly. A significant in­
crease, however, was noted at the next examination, and at the third ex­
amination the index reached 47.22 points in group C and 64.25 for group 
E. This difference was statistically significant. After 3 months without 
treatment, a slight decrease of the index in both groups was noted. 
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Figure 7-5. Mean value of Language Functions Index (LFI) at examinations 1, 2, 
3, and 4. A. CARM group. B. control group. Numbers in brackets indicate num-
ber of patients. 
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In the groups of patients with a global aphasia the initial index level 
was very low in both groups (group C = 5.13, groupE = 5.29). At the 
next examination, a notable increase in the indices of both groups took 
place. By the third examination, the increase for group C was 19.35 and 
for group E was 38.52 points. The mean value of the index was 24.48 
points in group C and 43.81 points in group E, and this difference be­
tween the groups was statistically significant. In the last examination (3 
months after treatment was terminated), an insignificant decrease of the 
index value was observed. 

The above data confirmed the efficacy of CARM for reintegration of 
linguistic functions, with the magnitude of differences related to the type 
of aphasia. (For more detail, see Pachalska & Knapik, 1991.} 

We separately documented the therapeutic value of Art Therapy for re­
integration of language functions using 30 patients with severe "chronic" 
aphasia, hemiplegia, or hemiparesis. The experimental group treated with 
LOAT consisted of 18 patients (group E) and a control group treated 
with a traditional art therapy program (group C). Groups were matched 
for a similar proportion of patients who showed artistic skills and sever­
ity of manual dysfunction. The examinations were administered three 
times: before treatment, after 44 weeks, and after 88 weeks of treatment. 
To assess language functions we chose eight subtests from the Set of Neu­
ropsycholinguistic Tests (Pachalska, 1986a}. Mean value (percentages) 
of points gained by the patients are presented in Figure 7-6. 

The data show that, at the first examination, patients from both groups 
showed only minimal performance on some tests. At the second exami­
nation an increase was noted; the increase was especially pronounced in 
groupE, with increases three times greater. The biggest increases were 
observed in calculation, writing, reading, and naming. Lower scores 
were obtained on spontaneous speech, telling a story, and sense of hu­
mor. On the third examination a further increase in test performance was 
observed, which was two-, three-, and even fourfold greater in group E 
than in group C. The most significant increases (from 25-35%) took 
place in naming, comprehension, reading, writing, and calculation. 

EVALUATION OF COMMUNICATION 

Changes in communication were recorded in various social situations 
during 10 months of therapy in patients with global aphasia treated with 
two different programs. An analysis of 304 five-minute videotaped situa­
tions showed a significantly greater increase in positive communicative 
acts (monologue, dialogue, and group interactions) by patients who 
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Figure 7-6. Mean value (percentage) of points scored by patients from groups C 
and Eon examinations 1, 2, and 3 on eight linguistic tests: 1-naming, 2-spontane­
ous speech, 3-comprehension, 4-reading, 5-writing, 6-calculation, 7-story­
telling, 8-sense of humor. 

were given CARM (18 patients) compared to those who were given stan­
dard therapy. 

Evaluation of improvement in aphasia is not complete without docu­
menting improvement in the personal communication style of individ­
ual patients. The instrument we use for this evaluation is the Test of Com­
municative Abilities in Social Situations discussed previously. However, 
because we have not yet accumulated enough patients who have com-
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pleted the Social Communication Oriented Approach, we are unable to 
report definitive results concerning the efficacy of this program. 

More than 10 years of carefully designed and documented studies (Kacz­
marek & Pachalska, 1987; Kuzak [Pachalska], 1978; Pachalska, 1986a; Pa­
chalska, 1989; Tlokinski, 1990) during which CARM has been compared 
with other standard programs of aphasia therapy, as well as years of clin­
ical experience, have confirmed the efficacy of the CARM program. 

CONCLUSIONS 

Research conducted according to the holistic approach helps to clarify a 
theory of aphasia based on a neurolinguistic approach. This research 
also helps us to discover the neural mechanisms of language recovery in 
aphasia through elaboration of NMIP and evaluation of CARM. 

Once we have determined specific needs, both short- and long-term 
goals are specified, and activities for the patient are planned and, when 
possible, recorded. Our goal is to determine whether the patient has im­
proved, remained the same, or deteriorated, and to prevent acceptance of 
status quo, which itself often leads to depression and other maladaptive 
reactions. As the result of our data collection, we also are able to modify 
the goals and strategies of intervention and thus maximize recovery. 

It should be noted that recovery from aphasia to premorbid levels is 
rarely achieved, because linguistic deficits are closely interwoven with 
other disturbances of cognitive function. Therefore, treatment programs 
must address the patient's social as well as biological and psycholog­
ical needs. 

We believe that holistic rehabilitation can be accomplished only through 
a better understanding of the aphasic patient's problems, that is, recog­
nizing the complex interrelationship of emotions and the learning pro­
cess. It is important to have a comprehensive view of the patient's life 
experiences and to evaluate the impact of these factors on the patient's 
ability to respond to training. Thus, therapists must be able to guide ther­
apy using a holistic approach. 

It is worth noting that most aphasiologists concentrate on linguistic 
skills or functional communication, omitting myth, science, and art. These 
activities pertain to communication, which entails encoding and decod­
ing appropriate symbols. However, we still do not know much about 
symbolic processing, about its cerebral organization, or about personal 
style in selecting particular symbols. Therefore, future treatment pro­
grams should focus on these areas. 

Art Therapy, which requires the use of cognitive processes, is also 
very important. We have to learn to "read" works, to name symbols of art 



170 Aphasia Treatment: World Perspectives 

in order to be able to appreciate and to express them. Art Therapy pro­
vides good opportunities for modeling the perceptiveness and expres­
siveness of the patients, and for modeling a personal style of selecting 
appropriate symbols and a personal style of communication. Therefore, 
Art Therapy for patients with aphasia necessarily entails a far more en­
compassing perspective. 

Communicative adequacy and personal style of communication are 
other foci of modern rehabilitative aphasiology. Social communication 
oriented approaches (e.g., SCOT) are directed toward communication in 
real-life situations, and provide the opportunity to learn more about com­
municative adequacy and restoration of a personal style of communica­
tion acceptable in the patient's environment. 

One final caution is needed regarding methods of rehabilitation of pa­
tients with aphasia in the future. If the primary goal of rehabilitation is 
not only the restoration of patients' communicative skills, but also their 
reintegration within society, then efforts must be made to enable them to 
get jobs or to otherwise regain the sense of having a meaningful life. Un­
less this occurs, optimal reintegration of patients within society will not 
be achieved. So we must select the more difficult, but potentially more 
rewarding, ways which lead to intensive research in diagnosis and reha­
bilitation of patients with aphasia. 

A holistic approach to rehabilitation is an important direction for fu­
ture work with aphasic patients because it concentrates on: 

1. internal factors (recognition of biological, psychological, and so­
cial aspects of the brain damage and aphasia, and also mechan­
isms of recovery); and 

2. external factors (verification of existing methods, elaboration of 
new effective methods of diagnosis and therapy, and the com­
position and educational level of therapeutic team). 

Choosing to pursue holistic rehabilitation research is difficult. How­
ever, it is possible to overcome this problem by even more specific work 
on the taxonomy of goals and methods used in therapy. 

Future directions for aphasia therapy depend on whether aphasiolo­
gists can overcome differences in opinion about essential subject matter, 
such as the definition of the subject of research, its structure and func­
tion, and methodological problems. These differences are not simply the 
result of different world and scientific views held by researchers and cli­
nicians. They also represent differences in opinion about subject matter 
and errors in research methodology. 
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Therefore, we must concentrate on more detailed analysis of rehabili­
tation problems and the exchange of findings at the international level, 
including both positive and negative results of specific therapeutic tech­
niques. Research efforts that arise from interdisciplinary teams involved 
in therapy should have a practical aspect, that is, provide answers to the 
question of how to help the person with aphasia to find the sense 
of life. 
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IDSTORY AND BACKGROUND 

; 

The dawn of scientific investigation of aphasia in Japan dates back almost 
one hundred years. Until the end of the 1950s, however, studies focused 
largely on clinico-pathological correlates of aphasia, and were conducted 
mostly by physicians with a theoretical background in European psychi­
atry or neuropsychiatry. In the early 1960s a more empirical/pragmatic 
approach to the problem of aphasia was first introduced to this country 
through a new discipline called speech and language pathology (or logo­
pedics in some European countries). Since that time, there has been an 
increasing interest in the therapeutic aspects of language and commu­
nication disorders in aphasia, with substantial expansion of the field 
as a whole. The past two decades have witnessed significant develop­
ment in the level of both theoretical and technical sophistication in clini­
cal aphasiology. 
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The first clinic in Japan devoted exclusively to the treatment and reha­
bilitation of aphasic patients was established in Kageyu Rehabilitation 
Hospital in the spring of 1965 with three speech and language clinicians 
as staff members and myself as a supervisor. This was two years after the 
inauguration of the Japanese Association of Rehabilitation Medicine and 
about one year after the visit to the same hospital by Martha Taylor, then 
chief of Speech Pathology Services, Institute of Physical Medicine and 
Rehabilitation, New York University Medical Center. In May, 1965, one 
month after its inauguration, the clinic was honored with a visit by Hil­
dred Schuell, who happened to be visiting the Kyushu University as a 
member of the Minnesota University team for the Kyushu-Minnesota 
collaborative research project on stroke. The visits by these figures un­
doubtedly had a great impact on the future development of this new 
field in this country. Many other hospitals began to follow the example 
of Kageyu Hospital, which resulted in a sharp increase in the number of 
aphasia clinics in Japan over the next three decades. At the present time, 
more than 500 clinics are estimated to exist throughout the country (Sur­
vey Committee on Aphasia Rehabilitation in Japan, 1989). Along with 
this increase in the number of aphasia clinics, there has been an in­
creasing awareness among various sectors (including the medical, socio­
welfare, and educational sectors) of the importance of rehabilitation 
services for aphasic individuals. Clinical as well as basic research on the 
evaluation and treatment of aphasia has begun to gain a firmer status in 
aphasiology. In 1977, two academic organizations directly involved in 
scientific study of aphasia and related issues, the Japanese Society of 
Aphasiology and the Neuropsychology Association of Japan, were inau­
gurated. Each of these organizations has a membership of over a thous­
and at the present time. 

We do not have reliable data on the incidence/prevalence of patients 
with aphasia. This is partially due to the lack of qualified speech and lan­
guage clinicians to diagnose and identify aphasic patients. According to 
an estimate derived from several sources, however, we have a rough to­
tal of at least 100,000 stroke-induced aphasic patients plus 10,000 more 
patients who have aphasia with other etiologies, who are candidates for 
clinical intervention of some sort (Sasanuma, 1989). 

Table 8-1 shows the age distribution of aphasic patients based on the 
series of four surveys referred to above (Survey Committee on Aphasia 
Rehabilitation in Japan, 1979, 1983, 1986, 1989).1 1t can be seen that the 

1 These surveys were conducted by the Japanese Society of Aphasiology as part of its pro­
ject, with the primary objective of obtaining an overview of clinico-social conditions of 
aphasic patients in this country. In each survey, a questionnaire was mailed to a large num­
ber of hospitals and institutions throughout the country (from 862 in 1978 to 1,455 in 1988) 
with a response rate of 31% in 1978 and 44% in 1988. Items on the questionnaires includ­
ed (1) the demography (the total number of aphasic patients served, etiologies of aphasia, 
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Table 8-1. Percentage age distribution of aphasic patients based on the four 
nationwide survey series 

Years of Suroey 

Patient Age 1978 1982 1985 1988 
(in years) (N = 4,809) (N = 9,579) (N = 12,990) (N = 11,605) 

<39 12.2 6.5 7.6 9.0 
40-49 18.8 14.6 17.4 13.9 
50-59 26.7 25.1 28.9 27.4 
60-69 29.1 31.9 30.5 29.1 
70+ 12.2 21.4 15.2 20.2 

Unknown 1.0 0.4 0.4 0.5 

prevalence of aphasia has been at a peak in people in their 60s for the 
past 10 years, and that patients aged 60 and over comprised between 
41.3 and 55.7% of the total, making up almost half of the aphasic popula­
tion. This distribution reflects a change in the age distribution for aphasic 
patients from two earlier surveys conducted in the latter half of the 1960s 
(Sasanuma, 1972a, 1972b) that showed the greatest prevalence of apha­
sia in the 50s age bracket, with only 31 and 34 % of patients, respective­
ly, in their 60s or over. In one of these surveys, which included 269 
stroke-induced aphasic patients consecutively admitted to a large reha­
bilitation hospital from 1965-1969, patients in their 50s constituted the 
largest group (38%), followed by those in their 60s (27%), and 40s 
(22%) (Sasanuma, 1972a). A similar age distribution was found in an­
other survey of 348 aphasic patients admitted to two different rehabilita­
tion hospitals from 1964-1970 (Sasanuma, 1972b). This drastic change 
in the age distribution of aphasic patients over the past two decades in 
this country has raised manifold issues in the rehabilitation of elderly 
aphasic individuals, which will be discussed later in a separate section. 

age, and gender); (2)content of rehabilitation services offered to these patients (e.g., avail­
ability of systematic therapy programs, the number of speech and language clinicians en­
gaged in these programs, training background of the clinicians), therapy schedules (fre­
quency and length of therapy sessions), types of therapy sessions offered (proportions of 
individual therapy, group therapy, counseling, and guidance services, etc.), types of facili­
ties available (individual therapy rooms, audio-visual equipment, etc.); and (3) opportuni­
ties for returning to paid jobs for the treated patients, among others. Analyses and compar­
isons of data obtained in the four surveys over the decade indicate that there has been a 
steady increase in (1) the number of hospitals and institutions offering aphasia therapy, (2) 
the number of aphasic patients served, and (3) the number of speech-language clinicians 
engaged in aphasia therapy. On the other hand, the principal causes of aphasia, as well as 
age and gender distributions of aphasic patients, tend to remain relatively unchanged. 



178 Aphasia Treatment: World Perspectives 

A RAPID RISE OF CliNICAL APHASIOLOGY 

A surprising fact about speech pathology in Japan is that an officially rec­
ognized certification system for speech and language clinicians has yet 
to be established. However, according to the above mentioned series of 
nationwide surveys on aphasia rehabilitation services conducted in 
1978, 1982, 1985, and 1988, there has been a steady increase not only in 
the number of hospitals and institutions with clinics or services offering 
aphasia therapy (212 clinics in 1978 as compared to 365 in 1988), but al­
so in the number of speech and language clinicians engaged in the evalu­
ation and treatment of aphasic patients in these clinics (236 in 1978 ver­
sus 584 in 1988). The number of aphasic patients receiving therapy also 
has increased considerably (5,027 in 1978 versus 11,605 in 1988). 

The majority of the clinicians are graduates of a 1-year graduate-level 
training course in speech and language pathology offered by a nonuni­
versity government-supported training school, the College for Speech­
Language-Hearing Therapists, 2 the National Rehabilitation Center for 
the Disabled. However, some clinicians have attended shorter courses. 
Only a handful of clinicians have had 2 or more years of graduate level 
professional training in speech-language pathology, most of them in the 
United States. The quality of services offered in clinics, therefore, may 
vary considerably, depending not only on the number of clinicians avail­
able, but also on the level and nature of professional training of the indi­
vidual clinicians. 

In spite of all these adverse circumstances, Japanese clinical aphasiolo­
gists, on the whole, have been highly enthusiastic about upgrading their 
training, trying to absorb all of the available information on aphasiology 
and related areas coming from different parts of the world, and integrat­
ing it into their own clinical practice and research. Therapeutic ap­
proaches currently in use in this country, therefore, are not much differ­
ent from those prevalent among our colleagues in other parts of the 
world, although we do have some specific issues and problems of our 
own. In the following sections, I present an overview of the state-of~the-

2This non university training school was established by the Ministry of Health and Welfare 
in 1971 to alleviate the situation. It is 1 year in length and admits 20 to 30 students who 
have completed 4 years of college study. The curriculum consists of courses in basic areas 
(speech science, linguistics, anatomy and physiology, medical areas, and psychology) and 
those dealing with speech, voice, language, and hearing disorders, to bring the total for all 
areas to 80 semester hours. Additionally about 400 hours of practical experiences are pro­
vided. Thus, as far as the content of the program is concerned, it is essentially similar to that 
of the typical program accredited by the American Speech-Language-Hearing Association 
in the United States. However, our program has some definite shortcomings. First, it is a 1-
year course with an inordinately high concentration of coursework hours. Second, it has 
no clinical fellowship year. Furthermore, because the majority of the teaching staff are lec­
turers from outside institutions, the courses tend to be less efficiently organized and inte­
grated than would be ideal. 
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art aphasia treatment approaches currently in use in Japan as well as 
some efficacy data, and then move on to the statement and description of 
some important issues facing aphasiologists in Japan. 

MAJOR TYPES OF TREATMENT APPROACHES 

The wide variety of intervention strategies currently in use in Japan can 
be classified into three broad categories or types of approaches: (a) lan­
guage therapy approaches, (b) cognitive neuropsychological approach­
es, and (c) functional communication approaches, which are reciprocal­
ly interrelated in aphasia rehabilitation. 

The goal common to all of these approaches is to establish the most ef­
fective means of communication for individual patients so that they can 
relate meaningfully to those around them. The basic clinical procedures 
used to accomplish this goal comprise a series of dynamically interact­
ing steps: (1) Gathering necessary information about language and com­
munication disorders as well as the related problems by means of test­
ing and observation, (2) framing hypotheses about the nature and cause 
of the problem based on the critical analysis of the data gathered in step 
1, and (3) testing these hypotheses through therapeutic intervention. 
Procedures in Steps 1 and 2 amount to assessment or evaluational diag­
nostic work-up, which is crucially important for the adequate planning 
and execution of the treatment and rehabilitation procedures in Step 3. 

LANGUAGE THERAPY APPROACHES 

The first category of approaches represents traditional language therapy 
for aphasia, characterized by highly structured, direct intervention aim­
ing at the modification of multi-modality language functions. 

A large variety of therapeutic approaches has been developed under 
this category, depending on the theoretical stance of the clinician. The 
two major methodologies which have been widely used are the "stimu­
lation approach" (Schuell, Jenkins, & Jimenez-Pabon, 1964; Wepman, 
1951) and the "programmed instruction approach" (Holland, 1970). The 
stimulation approach is characterized by an organized presentation of 
controlled, intensive, and adequate stimuli to the patient for the pur­
pose of eliciting target responses. These responses are selectively rein­
forced, to facilitate the reorganization of functions within the brain nec­
essary for linguistic operations. The deblocking method described by 
Weigl (1961) may also be incorporated as a variant of the stimulation ap­
proach. The programmed instruction approach, on the other hand, rig­
orously applies operant conditioning principles derived from learning 
theory and draws heavily on psycholinguistic data to guide the content 
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and order of presentation of the linguistic materials presented to the pa­
tient. Between these two, there is a wide spectrum of approaches which 
differ mainly in the relative amount of structure employed. Common to 
all of these approaches, however, is the use of stimulus conditions de­
signed to elicit optimum responses from the individual patients and to 
determine contingencies of reinforcement. 

The components or levels of language which can be selected for direct 
application of the specific methodologies include auditory discrimina­
tion, retention and comprehension of various units of speech, word re­
trieval or lexical processing, syntactic comprehension and production of 
sentences of various types and complexities, articulation and prosody, 
and reading and writing, among others. To guarantee the specificity and 
effectiveness of the therapy programs used, it is imperative that target ar­
eas be selected on the basis of critical analyses of symptom patterns of in­
dividual patients in such a way that an appropriate hypothesis about the na­
ture of underlying neuropsychological mechanism(s) can be formulated. 

The usual procedure followed to meet this requirement is the admin­
istration of a comprehensive, standardized language test. Three lan­
guage tests of this type are currently in use in Japan: the Standard lan­
guage Test of Aphasia, or SLTA (Hasegawa, 1975), the Roken (a Japanese 
abbreviation for Tokyo Metropolitan Institute of Gerontology) Test for 
Differential Diagnosis of Aphasia, or RTDDA (Sasanuma, ltoh, Wata­
mori, Fukusako, & Monoi, 1978), and the Japanese version of the West­
ern Aphasia Battery (Sugishita, 1988). The RTDDA can be thought of as 
a hybrid of the Minnesota Test for Differential Diagnosis of Aphasia 
(MTDDA) and the Boston Diagnostic Aphasia Examination (BDAE). Its 
rationale and overall structure are comparable. Of course, the nature and 
type of specific subtests in the RTDDA are uniquely Japanese. An exam­
ple is the inclusion of a fair number of subtests for processing kana (pho­
netic symbols for syllables) and kanji (morphographic symbols of Chi­
nese origin) in the battery, because the relative performance levels in 
kana and kanji processing provide important information for diagnosis 
and treatment of Japanese aphasic patients. 

In some clinics, the findings obtained from these standard test batter­
ies are supplemented by the administration of additional tests for the in­
depth assessment of specific areas of dysfunction. Some examples of 
these tests include (1) the Japanese version of a short form of the Token 
Test (Spellacy & Spreen, 1969), (2) the Syntax Test of Aphasia (Fujita, 
Miyake, & Nakanishi, 1983) for systematic evaluation of sentence com­
prehension and production abilities, and (3) Kana/Kanji reading Tests 
(Sasanuma, 1980a), developed for detailed examination of oral reading 
and comprehension of kana and kanji words controlled for relevant var­
iables. Tests for nonlinguistic cognitive abilities including orientation, 
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various aspects of memory, visuo-spatial and constructional abilities 
(Sasanuma et al., 1985) are also given to selected patients to gain a more 
complete picture of their mental status (Benton, 1982). 

The candidates for the traditional stimulation approaches include the 
majority of patients with mild to moderately severe aphasic involve­
ment. With patients whose aphasia is very mild, it is often necessary to 
devise a highly individualized advanced-level program focusing on spe­
cific requirements or problems that might arise in the process of their vo­
cational and/or social rehabilitation and adjustment. For severely im­
paired patients, the majority of intervention activities can focus on 
enhancing functional communication abilities (see the third type of ap­
proach below). 

COGNITIVE NEUROPSYCHOLOGY APPROACHES 

As an adjunct to the multi-modality treatment approaches just de­
scribed, a variety of programs aimed at specific components or processes 
of language, such as word retrieval (e.g., confrontation naming), written 
word processing (e.g., reading and writing kana and kanji words), and 
syntactic processing (e.g., sentence comprehension and production) 
have been developed, and their effectiveness evaluated (Fujita, 1976; 
Kashiwagi & Kashiwagi, 1978; Monoi, 1976; Sasanuma, 1980a, 1986). 
These treatment programs are usually based on recently developed 
methodology which makes use of cognitive neuropsychology and infor­
mation processing modeling to work on specific components of lan­
guage (Lesser, 1987, 1989; Seron & Deloche, 1987). The essence of this 
approach is to isolate the mental processes which can be regarded as 
functionally modular, and to specify the mechanism of each as well as 
the interrelationships among subprocesses. The use of this approach, 
therefore, allows the clinician to make inferences about the specific loci 
or stage(s) of functional deficits in a given patient, which in turn pro­
vides a rationale for planning step-by-step retraining procedures (Sasa­
numa, 1986, 1988a). In the following, I briefly describe one such pro­
gram that focuses on the impairment of kana processing, a problem 
often exhibited by Japanese aphasic patients of various types, especially 
those with Broca's aphasia. 

PROGRAMS FOR KANA PROCESSING 

In Japanese orthography, two types of nonalphabetic characters, kanji 
and kana, are used in combination. They are distinct from each other as 
well as from alphabetic writing systems, such as English, in the way each 
encodes spoken language. Kanji maps onto lexical morphemes of spok-
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en Japanese, whereas each kana character represents a speech unit 
known as "mora" which is roughly equivalent to a syllable. The ortho­
graphy-to-phonology relationships for kanji and kana are also quite dif­
ferent: Each kanji has several alternative readings depending on its con­
text, whereas each kana character virtually always represents one and 
the same mora of spoken Japanese with no context sensitivity. As a re­
sult of this dual nature of Japanese orthography, various types and de­
grees of functional dissociations between kana and kanji processing tend 
to take place in our patients (Sasanuma, 1980b, 1985, 1986). Impair­
ment of kana processing poses a major problem for patients. This is be­
cause the ability to process kanji, which is often preserved relatively 
well, cannot fully compensate for the deficit of kana processing, because 
function words and predicate inflections as well as many content words 
of Japanese origin are represented in kana. Furthermore, a relatively 
large proportion of aphasic patients exhibits various types and degrees 
of impairment in kana relative to kanji processing. Thus, a number of 
programs focused on a variety of kana processing deficits have been de­
veloped to meet these patients' needs. 

The standard approach to kana retraining uses some variants of the 
process models for reading and writing kana and kanji to assess and in­
terpret impaired performances in a given patient and to develop a re­
training program accordingly. Monoi (1990) has hypothesized three 
functionally independent levels of kana processing: The moraic segmen­
tation level (segmentation of a spoken word into its component mora-sized 
units), the moraic identification level (identification of each mora-sized 
component unit of a spoken word), and the mora-kana correspondence 
level. Each of these three levels can be impaired selectively in individual 
patients, although the second and third levels tend to be impaired to a 
similar degree in the majority of patients. The step-by-step treatment 
procedures for kana impairment at different levels of processing have 
been described and the recovery processes in selected patients have 
been reported (Kashiwagi & Kashiwagi, 1978; Monoi, 1976, 1990; Suzu­
ki, Monoi, & Fukusako, 1990; for the theoretical background see Sasa­
numa, 1980a). 

The following is an example of a kana writing and reading program 
specifically developed for patients with impairment at the level of kana­
mora correspondence rules for individual kana characters (Kashiwagi & 
Kashiwagi, 1978). The goal of the program was to teach the patient a 
compensatory strategy of using a kanji as a key word to form an associa­
tive link or a detour to facilitate kana-mora correspondences. Reorgani­
zation of the patient's ability to write and read individual kana charac­
ters was the first goal, and the functional use of this skill in reading and 
writing words and sentences in various communicative situations was 
the final goal. 
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Program for Kana Writing 

The 46 kana characters without diacritical marks constitute the targets in 
the first stage of retraining. For each kana, a key word kanji is selected to 
form the kana-kanji link. The criteria for selection of the key words are: 
(1) The initial syllable of the key word is identical to the pronunciation of 
the target kana character; (2) the key word should be familiar to the pa­
tient so that he can read and write it easily and can retrieve its phonologi­
cal form (or can say the word as a whole} on hearing the first syllable of 
the word. 

For each kana character, the patient is helped to go through the five 
steps as shown in Table 8-2. In Step 1, the patient says the key word (in 
this example kaki or "persimmon," which is a high frequency word in 
Japanese) on hearing the initial syllable of the word, presented by the 
therapist. In Step 2, he writes the key word kanji ( ~ ), and in Step 3, he 
writes the target kana linked with this key word kanJi ( 1] ' ) • Step 4 is the 
stage for gradual phasing-out of the strategy of using kanji key words as 
intermediary steps until this is done internally or omitted altogether, and 
Step 5, the last step, is devoted to expansion of the ability to write each 
kana character not only individually but also in words and sentences. 

Program for Kana Reading 

The program for kana reading also consists of five steps as shown in 
Table 8-3. In Step 1, the patient writes the key word kanji after the written 
presentation of the target kana ( -tl' -11; ). 

In Step 2, he reads the key word out loud [kaki], and in Step 3, he sep­
arates the initial syllable of the key word and says it by itself. Steps 4 and 5 
are phasing out and expansion stages, just as they are in the program for 
writing kana. 

In sum, the gist of these programs is to exploit the better preserved 
kanji processing ability in the patient and to use the meaning or seman-

Table 8-2. Five-step treatment program for writing kana characters 

Step 1. Say the key word ([kaki] or "persimmon") on hearing the initial syllable 
of the word([ka]- [kaki]) 

Step 2. Write the key word kanji ( tiP ) 
Step 3. Write the target kana ( 'fJ'> ) linked with the key word 

Step 4. Gradually phase out the strategy of using the kanji key word 

Step 5. Expand the ability to write the target kana in words and sentences 
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Table 8-3. Five-step treatment program for reading kana characters 

Step 1. Write the key word kanji after the presentation of the target kana 
( '/J'l - tiP ) 

Step 2. Read the key word out loud [kaki] 

Step 3. Separate the initial syllable of the key word and say it by itself 
([kaki]- [ka]) 

Step 4. The same as in kana writing 

Step 5. The same as in kana writing 

tic representation of kanji as an intermediary to reorganize the kana­
mora linkage. 

Three patients, two with Broca's and one with amnestic aphasia, were 
given these programs. The linguistic examination prior to the initiation 
of the program revealed that spontaneous speech was severely impaired 
in all patients; the patients with Broca's aphasia produced one- or two­
word utterances, and the patient with amnestic aphasia produced so­
called "empty" speech. Both auditory and reading comprehension were 
functional for daily communication in all three patients. Writing and oral 
reading of kana were severely impaired in all patients in contrast to sub­
stantial preservation of their ability to read and write kanji. Each patient 
was given four or five 45-minute therapy sessions per week for a period 
of from 6 to 14 months. 

The results of pre- and post-treatment evaluations of kana processing 
showed that all patients significantly improved their writing and read­
ing, not only of individual kana characters, but also of kana words, indi­
cating that these programs were indeed effective. 

Suzuki, Monoi, and Fukusako, (1990) introduced a partial modification 
of the kana writing and reading programs described above, based on 
their observation that the patients often had difficulty recalling the key 
word in Step 1 as well as isolating the initial mora (ka) from the rest of 
the multi-mora key word (kaki) in Step 3. To bypass these problems, they 
proposed the use of a one-mora kanji key word (e.g., ~ "mosquito" 
pronounced as ka) coupled with a cue word (e.g., ,-t:,k._ 1Q ~·~" 't 
"mosquito-repellent incense" which is closely associated with the key 
word) to facilitate the retrieval of the key word. This modified program 
has proved to be beneficial for severe aphasic patients who showed only 
limited improvement, or no improvement at all, with those programs us­
ing multi-mora key words. 

In the above, we have had only a glimpse of cognitive neuropsycho­
logical approaches to language impairment in aphasia. Granted that they 
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leave much to be desired in terms of both theoretical and technical elab­
oration and refinement, they appear to offer a major breakthrough in the 
treatment of aphasia. 

FUNCTIONAL COMMUNICATION APPROACHES 

The third type of aphasia treatment focuses on the patients' functional 
communication abilities rather than their linguistic accuracy or language 
functions per se, and uses a variety of approaches that encourage and re­
inforce conversational exchange of information in natural contexts. 

There seem to be at least two lines of evidence that have enhanced our 
current enthusiasm for developing communication-oriented pragmatic 
approaches. The first has to do with accumulation of data indicating that 
recovery from aphasia to the premorbid level of linguistic function is 
rarely achieved. The second is concerned with the series of studies in the 
past decade reporting marked preservation of discourse and pragmatic 
abilities in many aphasic patients relative to their linguistic abilities per 
se (Ulatowska, Friedman-Stern, Weiss-Doyle, Macaluso-Haynes, & 
North, 1983; Ulatowska, North, & Macaluso-Haynes, 1981, among oth­
ers). These findings corroborate our frequent observat;ions of aphasic 
patients whose communication behaviors in real-life situations are quite 
functional, in contrast to their severely impaired linguisti~ functions. 

The concept of measuring functional communication abilities in apha­
sia was first discussed in a paper by Taylor (1965), the outgrowth of 
which was the development of a rating scale called the Functional Com­
munication Profile, or FCP (Sarno, 1969). A more recent functional 
communication assessment tool is Holland's (1980) Communicative 
Abilities in Daily Living, or CADL. Our Test for Functional Communica­
tion Abilities (Watamori et al., 1990) might be considered a modified 
version of CADL adapted to Japanese patients. The test consists of 34 
subtests incorporating everyday communication activities. In the testing 
situation, these subtests are sequenced in such a way as to simulate a nat­
urallife situation in order to maximize extralinguistic contexts. A 5-point 
scale is used to assess the degree of communicative adequacy of the pa­
tients' responses. Results yield information about the functional commu­
nication skills of individual patients that is not adequately provided by 
the traditional aphasia test batteries. 

Comparisons between functional communication abilities as mea­
sured by this test and linguistic functions as measured by the traditional 
aphasia tests disclosed that performance levels measured by the two 
tests were not necessarily correlated in individual patients. Some pa­
tients performed better on the former than the latter, and others vice ver­
sa, indicating relative independence of functional communication abili-
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ties from linguistic functions, and hence the need for planning and im­
plementation of specific intervention strategies for each patient. 

The development of specifically designed communication-oriented 
programs and their implementation for individual patients are currently 
at the experimental stage. Various programs for fostering the patients' 
language use and their ability to convey and receive messages effectively 
in everyday life situations are now in the process of being developed, 
implemented, and evaluated for their efficacy on an individual basis. In 
doing so we borrow ideas from some relevant methods including PACE 
(Promoting Aphasics' Communication Effectiveness), developed by 
Davis and Wilcox (1985), functional communication treatment proposed 
by Aten (1986}, and more recent techniques such as the system of Con­
versational Coaching, a program of behavioral training in requesting and 
cognitive counseling developed by Holland (1991}, among others. 

The limited data that we have collected through working on commu­
nication-oriented approaches with our patients (Watamori, 1991) ap­
pear to be promising as well as ecologically valid. We believe that these 
pragmatic approaches should be integrated with standard language ther­
apy and/or cognitive neuropsychological approaches for aphasic pa­
tients from the outset of treatment, because the primary objective of 
aphasia treatment is to help each individual achieve maximal recovery of 
communication abilities in real-life situations. 

THE EFFICACY OF TREATMENT 

Standard procedures to document the effect of multi-modality language 
therapy programs consist of administering a comprehensive formal test, 
pre- and post-treatment, and comparing the two evaluations. In general, 
re-evaluation procedures using the comprehensive battery take place 
once every 3 months. Parallel to these procedures, somewhat less formal 
procedures to monitor progress are used in daily clinical sessions by 
maintaining careful records of the patient's responses to treatment tasks 
to identify subtle changes in performance. 

It is not an easy task, however, to provide comprehensive, definitive 
data showing that a given treatment approach has brought about a signif­
icant change in the language behavior of the patient beyond what is ex­
pected to occur as a result of spontaneous recovery. This is chiefly be­
cause of the large number and complexity of the variables involved (e.g., 
etiologies, types, severities, and duration of aphasia; sites and extent of 
lesions; age, health, and psycho-social background of patients; types, in­
tensity, and duration of treatment programs, etc.). Nevertheless, an in­
creasing number of studies in recent years has succeeded in control-
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ling some of the important variables, and more quantitative information 
on the behavioral change has been obtained. Some of these are large 
group studies without control (nontreatment) groups; others are so call­
ed single-subject-time-series (subject-as-his-own-control) studies. An 
example of group studies appears below. 

Fukusako and Monoi (1984b) investigated the recovery processes of 
303 predominantly stroke-induced aphasic patients examined and treat­
ed between 1972 and 1981 at Tokyo Metropolitan Geriatric Hospital. 
The age of the patients ranged from 18 years to 87 years (a mean of 59.7 
years), with 53% over 60 years old (geriatric aphasics) and 47% under 59 
years old (adult aphasics). The time elapsed since the onset of aphasia 
for the majority of the patients was between 1 and 18 months. In terms of 
types of aphasia exhibited by these patients there was a striking differ­
ence between the geriatric and the adult groups. In the geriatric group, 
the incidence of global aphasia was significantly higher, whereas the in­
cidence of Broca's aphasia was significantly lower as compared to the 
adult group. All patients received language therapy, essentially of a stim­
ulation approach type, two to six sessions per week, for at least 2 months. 
Improvement was defined in terms of the percent increase in the total 
score on the Roken Test for Differential Diagnosis of Aphasia (RTDDA) 
(Sasanuma et al., 1978) administered pre- and post-treatment. A patient 
was judged "improved" if his gain after therapy was over 20% when his 
initial score was lower than 50% on the RTDDA. When his initial score 
was over 50%, 10% was the minimum gain judged "improved." 

The results indicated that 46% of the patients improved, and improve­
ment was related to the following variables: 

1. The type and severity of aphasia: Improvement was greater for 
conduction aphasia and mild Broca's aphasia (with minimal 
comprehension deficits), followed by amnesic aphasia, moder­
ate to severe Broca's aphasia (with comprehension deficits), 
Wernicke's aphasia, and global aphasia. 

2. The age of the patients: Only 35% of the geriatric aphasics showed 
improvement as compared to 58% of the adult aphasics. Fur­
thermore, the final level of post-treatment performance was sig­
nificantly lower in the geriatric aphasics than in the adult apha­
sics. Fewer than 25% of the geriatric patients reached the level 
of 80% or better on the RTDDA (80% is considered the mini­
mum level of functional language) as compared to 50% of the 
adult aphasics. 

3. Time elapsed since onset: Incidence of improvement was signifi­
cantly higher for patients with early initiation of therapy (with­
in 3 months post-onset) than for patients with a later start, ap­
parently indicating the effect of spontaneous recovery. 
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Evaluation of improvement in aphasia is not complete without docu­
menting improvement in functional communication abilities of individ­
ual patients. However, we have not yet accumulated enough patients 
who have completed one of the specifically designed communication­
oriented intervention programs, and therefore we are unable to report 
any definitive results concerning the efficacy of these programs at the 
present time. 

VOCATIONAL AND SOCIAL 
REHABIUTATION AND ADJUSTMENT 

According to the previously mentioned series of four surveys (Survey 
Committee on Aphasia Rehabilitation in Japan, 1979, 1983, 1986, 1989), 
the percentage of treated aphasic patients returning to paid jobs (i9clud­
ing returning to previous jobs, transfer to another section witl1in the 
same company, or changing jobs) ranged from 12.4 to 16.2% of the 
whole group. For the remainder, the percentage of return to home was 
largest (49.4-56.8%) followed by transfer to other hospitals or institu­
tions (9.9-23.4%). Similar percentages of return to paid jobs for treated 
aphasic patients were reported by Sasanuma (1972b) and Fukusako and 
Monoi (1984b), that is 18.0% (62 patients out of 348) and 18.1% (52 pa­
tients out of 303), respectively. (The latter authors also reported the per­
centage of return to paid jobs only for patients who were working just 
before the onset of aphasia [N = 192] as being 28.1%.) Among the fac­
tors found to influence the prospect of returning to paid jobs were: (1) 
Age of the patients (the younger the better); (2) severity of aphasia both 
at the beginning and at the termination of therapy (the milder the bet­
ter); and (3) time post-onset when language therapy was begun (the 
shorter the better)(Fukusako & Monoi, 1984b; Sasanuma, 1972b). Un­
doubtedly, many other factors (including characteristics of the employ­
er and the community) interact in a complex manner to influence the vo­
cational rehabilitation of each individual. 

Closely related to the topic of vocational rehabilitation are social read­
justment, reintegration, and quality of life of aphasic persons after dis­
charge. Partly because of the shortage of speech and language clinicians, 
only a limited attempt has been made at direct intervention into, or man­
agement of, this aspect of rehabilitation by clinicians. A few years ago, 
however, chronic aphasic patients and their spouses started to organize 
community-based groups in different parts of the country. A primary ob­
jective of these groups, usually called "Aphasia Peer Circles," is to pro­
mote "reintegration and self-development through identification with 
the aphasic community and peer support" (Sarno, 1986). Typical activi-
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ties of these groups include: (1) Having regular meetings with social 
programs and information exchange, and (2) issuing circulars with short 
articles on a variety of topics of immediate interest and concern to the 
members of the groups. Sometimes, speech and language clinicians are 
invited as guests to these meetings or are asked to give informal talks. 
The number of these circles has increased at a rapid pace during the past 
few years, with a total of 102 local groups at the present time (Associa­
tion of Aphasia Peer Circles, 1992). 

ISSUES AND SUGGESTIONS 

A number of issues and problems in aphasia rehabilitation face us in Ja­
pan. A few of these issues with high priority are discussed briefly in the 
following sections. 

APHASIA IN THE ELDERLY 

The elderly population in Japan during the past quarter of the century 
has increased to a degree unprecedented in the experience of any other 
country in history. This rapid increase is expected to continue at an even 
greater rate over the next three decades; by the year 2020, elderly indi­
viduals (65 years old and over) will constitute a quarter of the popula­
tion of Japan (Ministry of Health, 1991). Consequently, Japan faces an in­
creased incidence of age-related diseases involving higher cortical 
functions, including aphasia and dementia. This increase in life-expec­
tancy in recent years is world-wide, of course, having had its share of ef­
fects on the aphasic population. Accumulated data indicate that aphasia 
is qualitatively different in the elderly than in younger age groups. Pa­
tients with Wernicke's aphasia tend to be older than patients with Bro­
ca's aphasia (Fukusako & Monoi, 1984a; Harasymiw, Halper, & Suther­
land, 1981; Holland & Bartlett, 1985; Kertesz & Sheppard, 1981). The 
incidence of severe/global aphasia as well as of aphasia complicated by 
concomitant nonlinguistic cognitive deficits of various types and/ or oth­
er communication deficits such as spastic dysarthria also increases sig­
nificantly in older patients (Fukusako & Monoi, 1984b; Monoi, 1991; 
Watamori, Fukusako, Monoi, & Sasanuma, 1990), whereas improvement 
decreases significantly with age (Fukusako & Monoi, 1984b; Holland & 
Bartlett, 1985; Takeuchi, Kawachi, & Ishii, 1975, among others). We are 
highly cognizant of the results reported by Sarno (1980), indicating that 
age per se does not have significant negative effects on severity or recov­
ery of aphasia, when all relevant variables are rigorously controlled. In 
fact, however, it is rather rare to encounter elderly aphasic patients for 
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whom all the relevant variables other than age are identical to those for 
younger aphasic patients. 

Taken together these findings suggest the need for more systematic in­
vestigation into the nature of interactive variables operating in aphasia in 
old age. Such investigation will require a comprehensive evaluation of 
language as well as other cognitive functions (Benton, 1982) not only in 
aphasic patients but also in the normal elderly. To obtain such data, we 
have constructed a battery of 20 tests probing four major cognitive do­
mains: Orientation, memory, language, and visuo-spatial-construction­
al abilities (Sasanuma et al., 1985). Thus far, we have administered this 
battery to a group of healthy normal subjects (N = 121) between the 
ages of 50 and 89 years (who were recruited from senior citizen organi­
zations in Tokyo), as well as to a group of patients with mild to moderate 
dementia of various types (N = 102) (Sasanuma, 1988c; Sasanuma et al., 
1987). We believe that cognitive neuropsychological data such as these, 
obtained from healthy elderly subjects as well as from patients with de­
mentia, are invaluable for gaining proper perspective and insight into 
the nature of aphasia in the elderly (Sasanuma, 1988b). Of particular im­
portance from the clinical viewpoint is the need for differential diagno­
sis between aphasic patients with concomitant nonlinguistic cognitive 
deficits and those without them. According to Fukusako and Monoi 
(1984a), the percentage of post-stroke patients whose aphasia is accom­
panied by general cognitive impairment or dementia increases signifi­
cantly with age, affecting 30.4% of patients in their 70s as compared to 
7.8% of patients under 39 years old. It will not be an easy task to develop 
a diagnostic system for differentiating between patients with aphasia on­
ly and those with aphasia plus dementia. A first step toward this goal ap­
pears to be to elucidate the distinctive features of linguistic and nonlin­
guistic cognitive abilities and disabilities manifested by aphasic patients 
(without dementia) and patients with a diagnosis of dementia. 

We have given the battery of 20 neuropsychological tests, described 
above, (Sasanuma et al., 1985) to a group of 93 aphasic patients (Fuku­
sako, Watamori, Monoi, & Sasanuma, 1992) in order to compare their 
performance patterns with corresponding patterns of 91 patients with 
mild to moderate dementia. The aphasic patients were selected from the 
clinical population of the Speech Pathology Service, the Tokyo Metro­
politan Geriatric Hospital, on the basis of the following criteria: (1) right­
handed, (2) brain lesion confined to the left hemisphere, (3) no history 
of cognitive decline, and (4) no concomitant communication disorder oth­
er than aphasia. The mean time post-onset of aphasia was 10.7 months. 
In terms of clinical types of aphasia, 26 patients had Broca's aphasia, 20 
Wernicke's aphasia, 20 anomie aphasia, 9 global aphasia, and 5 conduc­
tion aphasia; the remaining 22 were unclassifiable. The 91 patients with 
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dementia were drawn from a pool of 102 patients with mild to moderate 
dementia studied by Sasanuma et al. (1987}. Of these 91 patients, 52 
were diagnosed as having dementia of the Alzheimer type and the re­
maining 39 as having vascular dementia. All 91 patients were right­
handed, had adequate visual and hearing acuity to perform the required 
tasks, and all had at least 6 years of education. 

Because the two groups of patients were significantly different in 
terms of age (59.2 vs. 72.8 years) and years of education (12.0 vs. 9.0 
years), an analysis of covariance with these two variables as covariates 
was performed on each test to compare the performance of the two 
groups. In Figure 8-1, the means of each test for each group were plotted 
against the performance of the group of 93 normal elderly subjects 
matched for age with the group of demented patients. The shaded area 
represents the range of -1 SO performance on each test for the normal 
subjects. The solid line represents the performance profile of the aphasic 
patients, and the dotted line represents that of the demented patients. 
The open triangle in front of a given test indicates that the aphasic pa­
tients performed significantly better than the demented patients 
(p < .05) on that test, whereas the solid diamond indicates that the apha­
sic patients performed significantly worse than the demented patients 
(p < .05) on that test. As shown in Figure 8-1, the test profiles of the two 
groups are distinctly different. The aphasic patients performed signifi­
cantly better than the demented patients on the test of orientation to 
time and space, and on all the tests of visuo-spatial abilities. In fact, their 
mean scores on all of the visuo-spatial tests were well within the normal 
range, which was in sharp contrast to the clear-cut impairment on these 
test in the demented patients. On the other hand, performance of the 
aphasic patients on six of the nine tests in the language domain was sig­
nificantly worse than that of the demented patients. Among these six 
were sentence repetition and oral reading (of words), on which the de­
mented patients as a group performed within, or almost within, the nor­
mal range. These are the tasks that tap the phonological rather than se­
mantic aspects of language, which tend to be resistant to dementing 
illness at least in its early stage (Sasanuma, 1988b), but which are defi­
nitely vulnerable to various types of aphasia. In the domain of memory, 
performance of the aphasic group was significantly below that of the 
demented group on the two digit span tasks, but on each of the remain­
ing two tasks, immediate and delayed story recall, the performance of 
the two groups was not significantly different. However, when the 
amount of information retained (AIR) during the delay interval (30 
minutes) was examined for each group (by comparing the percentage of 
information units retrieved in the delayed recall condition to that in the 
immediate recall condition), the AIR in the aphasic group was more than 
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Figure 8-1. The mean performance profile on a battery of 20 neuropsychologi­
cal tests for the group of 93 aphasic patients (solid line) and for the group of 91 
demented patients (dotted line) plotted against the 100% baseline representing 
the mean performance of 93 normal healthy elderly subjects in their 60's 
through 80's (M = 83.1 yea~) . The shaded area represents the range of -1 SD 
performance on each test for the normal elderly subjects. Open diamonds ( 0) in 
front of some tests on the vertical axis indicate that the aphasic group performed 
significantly better than the demented group (p < .05) on these tests; solid dia­
monds ( +) in front of other tests indicate that the aphasic group performed sig­
nificantly worse than the demented group (p < .05) on these tests. 
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twice as large as that in the demented group (79% vs. 37%, p < .01). This 
indicates that the AIR serves as a sensitive measure for the differential 
diagnosis of the two groups of patients. 

Further analyses of the data are currently under way to compare per­
formance patterns of different types of aphasia versus dementia of differ­
ent etiologies (viz., Alzheimer type dementia and vascular type demen­
tia). When the findings of these analyses become available to us, we will 
be in a better position to arrive at differential diagnosis of the elderly pa­
tients, which will in tum enable us to plan more adequate intervention 
strategies for each individual patient. 

CROSS-LANGUAGE 
COMPARATIVE STUDIES OF APHASIA 

The number of different languages in the world today is close to 3,000, 
yet only a handful of Indo-European languages has been the major 
source of documentation for aphasiology. For the study of aphasia to be­
come a truly universal science, descriptions of aphasic deficits manifest­
ed in a broader spectrum of languages are clearly necessary, as are ex­
planatory theories and treatment/rehabilitation procedures based on 
these theories (Sasanuma, 1986). As a matter of fact, there is evidence 
that structural variations of individual languages constitute an important 
variable exerting differential effects on the patterns of aphasic symp­
toms. A cross-language comparative study of agrammatic narratives in 
14 languages (Chinese, Dutch, English, Finnish, French, German, He­
brew, Hindi, Icelandic, Italian, Japanese, Polish, Serbo-Croatian, and 
Swedish) has been conducted over the past few years (Menn & Ohler, 
1988) . Some of the results obtained from Japanese aphasic patients 
(Sasanuma, Karnit>, & Kubota, 1990) in this cross-language study indi­
cate that so-called "representative" features of agrammatic speech are 
not as representative as had been thought, and in fact, some language­
specific features do exist that have crucial implications for aphasia theo­
ry. Future research into other areas of aphasic symptomatology in a wid­
er variety of languages may well uncover more such features. It is only 
through the integration of language-specific and language-universal da­
ta that we can construct a truly comprehensive theory of aphasia, which 
in tum will help us develop more effective treatment procedures. 

PROFESSIONAL TRAINING OF 
SPEECH AND LANGUAGE CUNICIANS 

last but not least is the issue of professional training of qualified speech 
and language clinicians capable of treating aphasia and related problems. 
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We have had a long-standing dispute in Japan about the nature and lev­
el of professional training for speech and language clinicians among sev­
eral groups concerned (including the responsible governmental offices, 
associations of speech-language-hearing therapists, a group of school 
teachers, and the medical associations representing rehabilitation medi­
cine, otolaryngology, neurology, and neuropsychology, among others), 
but no consensus has been reached thus far. In 1988 a conference of the 
26 major medical associations was held for promoting early establish­
ment of the certificate system for medically related speech-language­
hearing clinicians. Currently, joint meetings are being held regularly to 
discuss the matter, although we have yet to see any tangible outcome. It 
is extremely unfortunate that this had to happen in our field in this coun­
try, and that we have such a long way to go before we can arrive at a sys­
tem which is satisfactory for all of us concerned, above all for the pa­
tients with aphasia. 
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CHAPTER 9 

Functional Is Not Enough: 
Training Conversation 
Partners for Aphasic Adults 

AURA KAGAN 
GILLIAN F. GAILEY 
Aphasia Centre-North York 
Ontario, Canada 

Visit with us at a local community center program. Nothing particularly 
dramatic is occurring - just small groups of four or five people sitting 
around tables, chatting. Most participants are seniors; some are in wheel­
chairs. One of the group members seems to be doing more of the talking 
and, at times, there are longer periods of silence than you might expect. 
Laughter emanates from many of the groups, while others seem involv­
ed in serious discussion. You see newspapers on the tables, along with 
blank cards, paper, pencils, and markers. Photographs, maps, magnetic 
alphabet boards, and calendars are easily accessible to all. 

Observe Peter expounding on the health care system, angry and frus­
trated about the way that drugs were prescribed for him; Doris express­
ing her strong conviction that Canadians should be free to shop wher­
ever things are cheaper; and Shirley, Lois, and Dianne (average age 50 
years) blushing and laughing about the idea of visiting a male strip dub. 
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The lively conversations just described seem natural enough to be oc­
curring at any social club. Surprisingly, though, the participants in this 
program are aphasic, and more than two thirds have moderate to severe 
language impairment. In the normal course of events, who would imag­
ine it possible to discuss complex issues with someone discharged from 
therapy with a label of "global aphasia?" 

Implicit in the above question is the idea that such a severe disability 
precludes the possibility of such conversations for most aphasic adults. 
Conversely, it is expected that individuals with more functional or effec­
tive communication skills will find social conversation correspondingly 
easier. Our long-term involvement with aphasic adults at the Aphasia Cen­
tre-North York has led us to re-evaluate the implied equivalence of func­
tional communication and conversation, and, in particular, our profession­
al mandate with respect to rehabilitation of individuals with aphasia. 

The approach we describe has, as its core, the idea that conversation is 
a basic and unique form of communication, essential for maintaining 
psychosocial well-being. From this perspective, the consequences of re­
duced ability and/or opportunity to engage in conversation are viewed 
as a distinct handicap for the aphasic individual. The program developed 
at the Aphasia Centre is specifically directed at reducing this handicap 
by providing aphasic participants with opportunities for conversation 
with skilled partners. The rationale for training volunteers as conversa­
tion facilitators, and the role of the speech-language pathologist, are de­
scribed within the context of the Centre. 

We emphasize that the approach presented originates directly from 
our observation of interactions of chronic aphasic individuals and train­
ed volunteers who participate in the Centre's programs. Shifts in profes­
sional focus are, therefore, as much the result of lessons aphasic adults 
and volunteers have taught us as they are of changing perspectives in the 
field of speech-language pathology. Current theory and research in the 
area of conversation provide an explanatory framework for a process 
that has developed spontaneously. 

BACKGROUND OF THE 
APHASIA CENTRE-NORTH YORK 

The Aphasia Centre-North York, previously known as The Speech 
and Stroke Centre, was founded in 1979 by Pat Arato. As the spouse of a 
relatively young aphasic person, Pat was acutely aware of the need for 
community-based support for aphasic people who had been discharged 
from therapy. The original inspiration for the Centre was a presentation 
made in 1978 by Valerie Eaton Griffiths and the actress Patricia Neal that 
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focused on the potential for using volunteers to provide support for peo­
ple with aphasia. 

After meeting other families desperate for any post-therapy service, 
Pat and a dedicated group of volunteers started a communication pro­
gram specifically for aphasic individuals who were no longer receiving 
therapy. In Pat's words, she wanted "to give aphasic people hope; to help 
them to talk; to let them know that life had not come to an end and that 
there was somewhere for them to go." 

Thirteen years later, community volunteers are still an integral part of 
the program. Currently, there are 96 volunteers working at the Centre in 
various capacities. The majority attend once a week and work in conver­
sation groups with three to five aphasic adults. Others are involved in 
recreational activities, a newsletter, development of program materials, 
administrative functions, and special events such as aphasia awareness 
campaigns. The Centre employs a coordinator of volunteers who is re­
sponsible for recruitment and, together with the speech-language pa­
thologists, for ongoing monitoring of volunteers. Our volunteers, most­
ly women, range in age from the late teens to octogenarians. They come 
from diverse vocational and educational backgrounds. Being a success­
ful volunteer does not seem to be related to any one factor, and for this 
reason, the Centre does not target any one group of people (e.g., univer­
sity graduates or retired teachers) for recruitment. 

The daily schedule balances time in preassigned discussion groups 
with opportunity for general socialization during breaks (see Appendix 
A). Additional opportunities for conversation are provided by various 
recreational activities such as art, ceramics, and music, again facilitated 
by trained volunteers. The Centre also provides individual and group coun­
selling for members and their families by staff speech-language patholo­
gists and a social worker. 

The program fosters a working partnership among members, their fami­
lies, volunteers, and professional and administrative staff. The use of nor­
malizing terminology, whereby aphasic participants are referred to as 
"members" rather than as patients or clients, reinforces goals of increased 
independence and community reintegration. The physical location of 
the Centre in a noninstitutional setting is another important normaliz­
ing factor, one which enables contact with people from the community. 

In acknowledgment of the chronic nature of aphasia, the Centre has de­
veloped a policy of long-term support: Individuals are given the choice 
of retaining lifelong membership, with the level of support dependent 
on individual need. A core of 100 to 125 members participates in conver­
sation groups, attending twice weekly. This number is low enough to 
maintain an intimate atmosphere and to enable professional staff to fol­
low members closely. At the same time, it is large enough to provide the 
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critical mass and range of interests necessary for natural friendships to 
develop. The core group of members participating in conversation 
groups may also attend recreational activities. Individuals who no longer 
require the level of communicative support provided by the small con­
versation groups attend only the recreational activities and/ or self-di­
rected groups that meet regularly for discussions, lectures, or outings. 
Although these groups all involve volunteers trained as conversation 
partners, the ratio of members to volunteers is much larger; there is also 
greatly decreased professional input. The common denominator under­
lying all activities is the opportunity for conversation. 

THE HANDICAP OF APHASIA: 
REDUCED OPPORTUNITIES FOR CONVERSATION 

Most of the members attending the Centre are, as Penn (1987) describes, 
"experienced." They have had time to adjust to the chronicity of their 
language impairment and have usually developed their own repertoires 
of compensatory strategies. Yet, our extended involvement with more 
than 200 members has made us increasingly aware that the devastating 
psychosocial effects of chronic aphasia do not necessarily lessen with the 
passage of time, or as a function of severity of aphasia. In contrast to what 
one might expect, for example, members with mild aphasia are as deeply 
committed to attending conversation groups at the Centre as those with 
more severe impairment. 

The high prevalence of depression in persons who have sustained a 
stroke is well documented (Robinson, Upsey, & Price, 1985). Our mem­
bers and their families consistently cite loss of established relationships 
and social isolation as the major negative changes in their lives. Typical­
ly, they attribute the precipitous decline in social interactions to commu­
nicative impairment and their own general reluctance to make social 
contact. As with 500 aphasic individuals surveyed by the National Apha­
sia Association (1988), our members often perceive that unimpaired 
people reject them because of their inability to communicate normally. 

Friends who initially attempt to socialize are often discouraged by the 
frustration and embarrassment of struggling to communicate with the 
aphasic individual and may eventually allow the relationship to lapse. 
For families and caregivers, the communication barrier frequently re­
sults in limiting interactions to those mainly focused on specific physi­
cal wants or needs. It is the discrepancy between this type of interaction, 
usually structured in a question-answer format, and the more flexible so­
cial conversation used in everyday life, that prompted us to examine our 
approach to chronic aphasia. 
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CONVERSATION AND COMMUNICATION 

Schiffrin (1988) describes conversation as "a basic form of communica­
tion." Although both conversation and communication involve a sender 
and receiver, the communicative partnership of conversation accom­
plishes much more than effective transmission and receipt of informa­
tion. The totality, complexity, and diffuse nature of conversation is cap­
tured by Le Guin (1989) who wrote: 

We don't, we never did, go about making statements of fact to other peo­
ple, or in our internal discourse with ourselves. We talk about what may 
be, or what we'd like to do, or what you ought to do, or what might have 
happened: warnings, suppositions, propositions, invitations, ambiguities, 
analogies, hints, lists, anxieties, hearsay, old wives' tales, leaps, and cross­
links and spiderwebs between here and there, between then and now, be­
tween now and sometime, a continual weaving and restructuring of there­
membered and the perceived and the imagined. (p. 44) 

The use of conversation in everyday life is so automatic, however, that 
its functional purpose may not be fully appreciated until the process is 
disrupted. In all spheres of living - family, work, social, and societal -
conversation, in its broadest, interactional sense, is the common curren­
cy that enables people to function normally. Schegloff (1990) described 
the scope of conversation as follows: "In dealing with talk and interac­
tion, we are dealing with the primordial site of human life. This is where 
the work of society gets done." Conversation is the process whereby 
one resolves a conflict, makes social arrangements, argues with the fami­
ly, or confides in a friend; it is, in essence, integral to participating in the 
complete range of human interactions. 

THE DUAUTY OF CONVERSATION 

Schiffrin (1988) noted that while conversation entails talk or verbal ac­
tivity, it is at the same time "a vehicle through which selves, relation­
ships and situations are socially constructed" (p. 272). For the aphasic 
adult, the dual nature of conversation as verbal language and as social in­
teraction (Schiffrin, 1988) has very real implications: Compromising the 
ability to engage in conversation simultaneously affects the ability to en­
gage in social life. From a psychosocial perspective, reduced ability to 
participate in social interactions results in the loss of a powerful means of 
defining oneself, achieving self-esteem, and maintaining relationships 
with others. 
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COMMUNICATIVE ACCESSIBIUTY 

Bearing in mind the centrality of conversation in accessing virtually ev­
ery sphere of social activity, the consequences of aphasia are especially 
profound. In contrast to disabled persons whose communication is un­
impaired, aphasic individuals do not have access to the psychosocial 
support networks which might facilitate more effective functioning. The 
potential benefits of self-help groups and generic social and recreational 
programs often are denied to the person with aphasia simply because 
conversation is a prerequisite to satisfying participation. For the aphasic 
population, there is nothing analogous to the wheelchair ramps that fa­
cilitate access for those with physical impairment; without "communica­
tion ramps," aphasic individuals are excluded from participation in the 
social life of the community. 

THE HANDICAP OF APHASIA 

It is within the context of this shrinking social environment that the real 
nature of the handicap of aphasia can be appreciated. We use "handicap" 
in accordance with the scheme developed by the World Health Organi­
zation (1980). Within this conceptual framework, a handicap exists if an 
individual is unable to fulfill a desired age-appropriate role, as a result of 
disability. We strongly support the view that "The mission of a rehabilita­
tion program is to reduce handicap" (Willer, Guastaferro, Zankiw, & Dur­
an, 1990, p. 4). 

For the person with aphasia, reduced ability to engage in mutually sa­
tisfying conversations constitutes a handicap that is acutely experienced 
in virtually every aspect of daily living. This handicap has especially 
poignant psychosocial consequences with respect to the use of conversa­
tion as a means of validating one's own existence. Schiffrin (1988), in a 
review of Goffman's (1967) book, noted that "whatever it is that one at­
tempts to mean through one's individual efforts of expression cannot 
alone create a self; those expressive meanings have to be understood 
and acted upon by the one to whom they are directed" (p. 266). 

Given the need for reciprocal involvement in conversation, we spe­
cifically focus on the training of conversation partners. Without this 
specific intervention, aphasic individuals do not normally have many 
opportunities to engage in mutually satisfying conversations. The term 
"conversation partner" is adapted from Lyon's work on "commu­
nicative partners" for aphasic adults (Lyon, in press). We use these 
terms interchangeably. 
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ADDRESSING THE HANDICAP OF APHASIA 
BY TRAINING CONVERSATION PARTNERS: 
AN EXTENDED ROLE FOR THE 
SPEECH-LANGUAGE PATHOLOGIST 

The communication program at the Aphasia Centre-North York provides 
training which enables volunteers to give aphasic adults the opportuni­
ty to engage in natural conversation. This reflects our belief that functional 
communication skills are not the end-point on the speech-language treat­
ment continuum. We have not, however, always viewed our profession­
al role as extending to the psychosocial well-being of our members. 

Initially, the Centre was staffed almost exclusively by volunteers, with 
only minimal involvement of speech-language pathologists. Volunteers 
had two separate goals. The first was to work on improving members' 
talking, reading (aloud), and writing. Typical activities included repeti­
tion, recitation of automatic sequences, and extensive use of workbook 
material. The second goal was to provide social and emotional support. 
Socializing that occurred between "work" sessions was seen as an im­
portant part of the program. 

TRACING A SHIFT IN PROFESSIONAL FOCUS 

Speech-language pathology involvement at the Centre gradually in­
creased over time, from advice given on a voluntary basis to the present 
situation where there is paid professional staff. In line with develop­
ments in the field in the 1980s, the focus of the communication program 
shifted from a focus on "talking" to a focus on "communicating." Volun­
teers were encouraged to perceive themselves as communication facili­
tators, rather than as teachers. They worked on strategies to help im­
prove the functional communication skills of the members and to 
evaluate each activity in terms of the question: "Is this going to make a 
difference to his or her ability to communicate in the 'real' world"? Activ­
ities that did not promote generalization were not encouraged. On an in­
formal basis, success was evaluated in terms of independence. Typical 
examples included members going shopping, choosing purchases on 
their own, and being able to indicate what they wanted to order in 
a restaurant. 

In the process of formal evaluation of the program we began to ques­
tion our role as speech-language pathologists. Evaluation had become 
increasingly important on a professional level and, from a practical per­
spective, essential in substantiating requests for funding. A small pilot 
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study was conducted to assess change in functional communication (Ka­
gan & Gailey, 1990). We experimented with Lomas et al.'s (1989) Com­
municative Effectiveness Index (CETI) and compared it to results ob­
tained on the Western Aphasia Battery (WAB) (Kertesz, 1982). Part of the 
study involved administration of the above measures "to eight people 
with chronic aphasia who attended the Centre. Results of pre- and post­
testing over a 4-month period provided evidence of significant change in 
several of the 16 communicative situations assessed on the CETI; as ex­
pected, there was no change on the WAB. 

Despite the demonstration of change in perceived communicative 
effectiveness, we were not convinced that we had captured the more dra­
matic psychosocial changes in members observed by families, volunteers, 
and ourselves. These changes typically involved increased motivation, 
communicative confidence, and social interaction, parameters that went 
beyond both language ability and functional communication skills. 

If the most dramatic changes were psychosocial, obvious and discom­
forting questions arose. Were we running a purely social/recreational 
program? Was there a professional role for the speech-language patholo­
gist in this setting, and if so, what exactly was it? Finally, what should we 
be evaluating? 

We had been attributing improvements in psychosocial functioning of 
our aphasic members to the general positive atmosphere of the Centre, 
personal qualities of staff and volunteers, and the socialization that oc­
curred between the work sessions. Contact with Jon Lyon (1989b) led us 
to examine the validity of using speech-language pathology skills to 
achieve psychosocial goals. Within this framework, we became increas­
ingly aware that social interaction, always acknowledged as important, 
was not occurring outside of the communication program, but because 
of it. Through training by professionals, our volunteers had acquired 
skills that enabled natural and spontaneous interactions to occur. It was 
use of these skills for the purpose of socialization that resulted in the 
psychosocial change. Our volunteers were functioning as a "communi­
cation ramp" to normal social interaction. 

Our difficulty in interpreting what was happening can be understood 
in terms of the history of aphasia therapy and the training we received as 
speech-language pathology students. The profession generally has fo­
cused on a particular role for speech-language pathologists, namely that 
of a "fixer" of communication deficits. The shift in focus from language 
usage to functional communication, although striking in its impact on 
therapy goals, procedures, and criteria of evaluation has not essentially 
altered this role; the perceived goal is still improvement in communica­
tion skill. We ourselves focused for many years on functional communi­
cation activities, such as being able to choose items independently from 
a restaurant menu. 
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The initial discomfort caused by using speech-language pathology ex­
pertise to provide aphasic adults with the opportunity for mutually satis­
fying conversation is related to the move away from the traditional fixer 
role. In offering conversational opportunities, there is a deliberate at­
tempt to reduce the level of frustration, with the aim of allowing the apha­
sic participant to "forget" about the aphasia to the extent possible. We 
asked ourselves whether it was appropriate to use our training in this way. 

Our conclusion that a shift in focus is both appropriate and necessary 
has come, in part, through a reconsideration of functional activities with­
in a real life context, for example, going out to a restaurant. For most of 
us, a visit to a restaurant is a social occasion, an opportunity to chat with 
friends while enjoying a meal. Although success, in functional terms, 
might be defined in terms of the ability to independently order from the 
menu, few of us would consider this to be the real purpose of eating out. 
We now have a greater appreciation of the importance of providing op­
portunities for the restaurant conversation that is missing from the lives 
of many aphasic adults. 

ACKNOWLEDGING THE PROFESSIONAL 
EXPERTISE REQUIRED TO FACIUTATE 
CONVERSATIONS WITH APHASIC ADULTS 

Considerable skill and expertise are required to facilitate natural conver­
sations with aphasic adults. We recognize that many people, including 
some speech-language pathologists, do not acknowledge this. However, 
if exposure and motivation were all that were required, family members 
would automatically be excellent communication partners. At the Cen­
tre, we observe that inexperienced or untrained communication part­
ners are initially ill-at-ease in the situation and tend to focus on didactic 
or task-oriented interactions. 

WHY SHOULD THE TRAINING OF 
COMMUNICATION PARTNERS SPECIFICALLY 
INVOLVE A SPEECH-LANGUAGE PATHOLOGIST? 

As discussed previously, conversation concurrently achieves two goals: 
Verbal exchange of content and psychosocial benefits. The speech-lan­
guage pathologist possesses knowledge and expertise essential in help­
ing to compensate for the verbal restrictions characteristic of aphasia. As 
the only professionals specifically trained in this area, we have a crucial 
role to play in offering aphasic adults an opportunity to simultaneously 
derive linguistic and psychosocial benefits from conversation. This role 
needs to be formally acknowledged by both speech-language pathology 
and other health-care professions. 
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The additional role that we are proposing for speech-language pathol­
ogists emanates directly from our expertise in treating and helping to 
compensate for language disorders. This must be distinguished from the 
psychosocial role that we have played for many years in providing sup­
port and counselling. 

TANGIBLE RESULTS OF THE SHIFT IN FOCUS 

In formulating and clarifying the shift in focus for ourselves, we have be­
come better able to communicate our goals to the volunteer communica­
tion partners. The reaction of most volunteers has been very positive. In 
the words of one - "It feels right!" Improved training and the recent 
creation of materials specifically for the purpose of conversation have 
had a dramatic effect on the range and complexity of potential topics 
for discussion. 

We have also found that family members respond positively to the ex­
planation of the handicap of aphasia in terms of reduced ability to en­
gage in conversation. It is an activity that has meaning for them, where­
as the word "communication" is so broad that it is not always useful. Our 
shift in focus is reflected in the way that techniques are now presented to 
family members. For example, the use of yes/no questions is demon­
strated in a conversational context rather than in establishing a want or 
need. As an aside, it seems to us that the lists of Helpful Hints, with 
which we are all so familiar, are frequently presented to families and 
nursing staff as a way of obtaining information related to physical need 
rather than for the purpose of social conversation. 

The new perspective has been formally included in the mission state­
ment of the Aphasia Centre (see Appendix B). 

IMPUCATIONS 

Although generalization of communication skill remains an end goal 
for many of us, we have paid a price in tending to ignore or downplay ac­
tivities that do not lead us there, but may well serve important psychoso­
cial goals. For example, we often ask ourselves the questions: '1s this 
functional? Will the individual be able to use it spontaneously outside of 
the therapy situation?" It is equally valid to question whether there are 
psychosocial benefits to be derived from communication activities. 

The Centre's emphasis on both functional communication and psy­
chosocial well-being requires an expansion of our repertoire of evalua­
tive tools to include those focusing on quality of life. We have found the 
concept of "communicative confidence" to be useful in evaluating prog­
ress because it straddles both communicative effectiveness and psycho­
social functioning. 
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RATIONALE FOR USING VOLUNTEERS 
AS COMMUNICATION PARTNERS 

The use of community volunteers, who are specifically interested in talk­
ing to people with aphasia and helping them with their communication, 
is a crucial aspect of the program. As Lyon (1989b) has pointed out, 
wanting to interact with aphasic individuals, even if on a working basis, 
is entirely different from having to interact with them. Family members 
and caregivers may well want to communicate, but they also, in a sense, 
are obligated to do so. Although training volunteer communication part­
ners does not replace the need to train family members, from the point 
of view of the person with aphasia, the fact that there is no obligation for 
the volunteer to participate is important. 

We agree with Feyereisen (1991, p. 328) who stated that "communica­
tive effectiveness of aphasic subjects sometimes depend (sic) on support 
by an attentive healthy listener," but suggested that ultimately it is con­
versation in its broad sense and not just communicative effectiveness or 
functional communication that is the critical beneficiary. 

It is worth noting that the participation of volunteers ensures a rela­
tively low ratio of professionals to aphasic individuals, making this an 
economical approach for treating chronic aphasia. 

MAXIMIZING OPPORTUNITIES FOR 
CONVERSATION: OUR EXPERIENCE AT 
THE APHASIA CENTRE-NORTH YORK 

With all types and levels of severity of aphasia, maximizing opportuni­
ties for mutually satisfying conversation is dependent on several factors. 
In creating the potential for conversation, we consider: 

• Communicative skill of the aphasic adult 

• Communicative skill of the communication partner 

• Appropriate material 

It may be helpful to think of these combined variables as part of an 
equation in which differential weighting of each variable is likely. Good 
results can be achieved in different ways. For example, an aphasic adult 
with poor communicative skills may still be able to engage in conversa­
tion when interacting with a highly skilled communication partner; con­
versely, an aphasic adult with excellent conversational strategies may 
function well with a less experienced communication partner. 
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COMMUMCATIVE SKILL OF THE APHASIC ADULT 

Motivation and Good Pragmatics 

Carol Prutting (personal communication) once commented that the per­
son with good pragmatics is the person you would choose to sit beside. 
Aphasic adults who clearly indicate their desire to interact through eye 
contact, smiling, gesture, and body language often succeed beyond ex­
pectations in engaging communication partners in conversation. Lack of 
motivation in the aphasic adult, on the other hand, can prove to be more 
of a challenge than level of severity for a communication partner at­
tempting to maintain a conversation. 

Although many members initially appear detached or uninterested, it 
is important not to make a premature decision regarding motivational 
state. We have found that it may take as long as a year before change is 
consistently observed by volunteers, staff, and family members. Typical­
ly, the behaviors commented on in the Centre include increased spon­
taneous greetings, choosing to socialize during coffee breaks, smiling, 
increased participation, and steady attendance. 

Severity Level and Type of Aphasia 

Level of severity, at either end of the continuum, is not, in itself, reason 
for exclusion from the program. Aphasic individuals with co-existing 
psychiatric illness, degenerative neurologic disorders, behavioral, and 
cognitive problems may be unable to participate, depending on the se­
verity of the condition. 

Based on our experience with severe aphasia, aphasic adults' potential 
for successful involvement in conversations is closely tied to two of the 
eligibility criteria outlined by Lyon (1988) for participation in interactive 
drawing therapy, namely: 

• Ability to indicate yes/no accurately in some way most of the 
time. 

• Ability to understand simple questions and statements in some 
form (spoken, written, drawn, gestured, pointing responses, or 
combinations of these). 

When in doubt about whether an aphasic adult is eligible, observation 
over a trial period is used to assess more accurately his or her ability to 
participate in a conversational group. We have found, for example, that 
some members referred to as "global" have far exceeded what would have 
been predicted on the basis of the label. A trial period is also necessary 
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for new members who are initially disoriented by the large number of 
people, background noise, and uncertain expectations when they first 
begin attending the program. 

At the other end of the continuum are those who are relatively inde­
pendent in terms of everyday functional communication. They can, for 
example, order food in a restaurant, communicate with a maintenance 
person, and handle banking or shopping. One might question the poten­
tial benefits of the program for these individuals. However, their regular 
attendance at the Aphasia Centre attests to the fact that simply being 
functional is not good enough. 

Although many aphasic individuals have some degree of receptive 
difficulty, most of our members have predominantly expressive disabili­
ties. Those with predominantly receptive disabilities and fluent speech 
require special attention in terms of grouping and volunteer training. 
Groups should be limited in size and should not comprise exclusively 
receptively impaired individuals. 

Role of the Aphasic Adult in Maintaining the Flow of Conversation 

Each aphasic individual enters the program with a unique profile of 
communicative strengths and weaknesses. Although the pragmatic un­
derpinnings essential to conversation remain relatively intact, the actual 
repertoire of compensatory behaviors varies widely among individuals. 
In addition to techniques that have been specifically reinforced in thera­
py, other strategies may develop through experience (Penn 1987). 

Even when aphasia is severe, members can contribute to the conversa­
tional partnership by: 

• Indicating a general willingness or interest in participating in 
conversation through, for example, maintaining eye contact and 
adopting appropriate body posture. 

• Using cues to assist the communication partner(s) in formulating 
appropriate questions to pursue a topic. Examples could include, 
gesture, pantomime, drawing, pointing to resource materials, 
trying to write or say a keyword. These cues, however minimal, 
serve to help establish a frame of reference to initiate or continue 
a conversation. 

• Indicating receptive difficulties so that the communication part­
ner is aware of the need to reformulate, repeat or slow down. 

Role of the Speech-Language Pathologist 

The speech-language pathologist's role with the aphasic adult is to en­
sure that he or she is functioning at full potential in terms of speech and 
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language skills, as well as in ways of compensating for the linguis­
tic disability. 

COMMUNICATIVE SKILL OF 
THE COMMUNICATION PARTNER 

Conceptual Difficulties Encountered in Volunteer Training 

Speech-language pathologists should not fall into the trap of underesti­
mating the difficulty of explaining the nature of aphasia to volunteers 
(and families of members). We tend to take for granted the breadth and 
depth of knowledge that goes into our professional understanding. No­
tions such as receptive problems being manifested expressively; the dif­
ference between speech and language; the delicate interrelationship be­
tween thought and language are extremely difficult to grasp without an 
appropriate theoretical background. We find, for example, that despite 
our input, some volunteers still comment with surprise about the intelli­
gence of a member, with statements such as ''He's really quite sharp!" 

Discussing Conversation 

Volunteer training reflects the philosophy of the Aphasia Centre-North 
York. Therefore, in addition to providing basic neurologic and linguistic 
descriptions of aphasia and techniques for improving functional com­
munication, training sessions also focus on the psychosocial handicap. 
Issues discussed include the central role of conversation in normal life 
and how this is affected in aphasia. We emphasize that a primary goal for 
volunteer communication facilitators is to promote the feel and flow of 
conversation for their aphasic group members. We stress that there is no 
single way for volunteers to achieve this goal and that individual vari­
ations in communicative style are a part of the natural environment. Vol­
unteers are encouraged to facilitate the spontaneous course of conversa­
tion whenever possible. 

Framework for Incorporating Techniques to Facilitate Conversation 

As with the explanation of aphasia, speech-language pathologists also 
have a frame of reference within which to incorporate techniques or 
strategies. For many of us, this frame of reference is so internalized that 
we have difficulty believing that others without our training might have 
difficulty with it. 

The simple framework outlined in Table 9-1 was developed to help vol­
unteers incorporate techniques for facilitating conversation, including: 
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Table 9-1. Examples of techniques used by volunteer communication partners 
to facilitate conversation 

"GETTING OUT" (facilitating 
members' expressive 

"GETTING IN" (facilitating communication, to the volunteer 
TECHNIQUE members' understanding) or to another member) 

Selecting Volunteers use a basic, The same written and 
appropriate multi-purpose resource kit, graphic material is used to 
resource as well as material facilitate a means of 
material specifically created for response for the members. 

discussion of a particular Appropriate resource 
topic. material is essential when 

asking open-ended questions. 

Closed-ended Progressing sequentially Modeling thumbs up or 
and yes/no from general to more down. Encouraging pointing 
questions specific questions in order to yes/no 

to pursue a topic. cards, pictures of happy/ 
sad faces, or +I- signs 
before asking questions. 

Note: For both dosed and 
open-ended questions, 
volunteers are encouraged 
to anticipate members' 
potential response modes. 

Gesture and Use of slightly exaggerated Modeling of gesture and 
pantomime gesture, combined with talk; pantomime to encourage 

pantomime of scenarios their use by the aphasic 
when appropriate. partner. 

Interactive Drawing, as the volunteer Volunteers encourage 
drawing (after talks, helps with input and members to use drawing to 
Lyon, 1988; also makes members and give cues about topic. The 
Lyon & Sims, volunteers more equal drawing is interactive, with 
1986 partners. both member and volunteer 

using the process to facilitate 
conventional exchange. 

Responding to Volunteers need to monitor 
receptive group members carefully 
problems for indications of receptive 

difficulty. Appropriate 
modifications may include 
repetition, slowing down, 
more gesture, or drawing. 

continued 
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Table 9-1. (continued) 

TECHNIQUE 

Alerting to 
topic initiation 
and change 

Giving 
adequate 
processing 
time 

Simultaneous 
multi-modal 
input 

Expansion and 
reflection of 
messages 

"GETI1NG IN" (facilitating 
members' understanding) 

Primarily through the use 
of spontaneously written 
cue cards, relevant pictures, 
and gesture. 

Volunteers need to learn to 
tolerate "silences" while a 
member is processing 
information and trying to 
respond. 

Volunteers working with 
members who have 
receptive difficulty are 
encouraged to develop the 
habit of constantly 
accompanying talk with 
gesture, drawing, or writing. 

"GETI1NG OUT" (facilitating 
members' expressive 
communication, to the volunteer 
or to another member) 

Written/graphic material 
used in a conversation 
should remain accessible 
for future reference. 

Volunteers provide 
opportunities for members 
to correct or confirm, by 
expanding and reflecting 
(verbally and nonverbally) 
members' incomplete 
messages. 

MAINTAINING THE FEEL AND FLOW·OF CONVERSATION: 

• All of the above techniques are used to facilitate the feel of natural 
conversation. 

• Humor serves as a powerful means of encouraging social interaction. 
Shared humor also reinforces the ideal of equal partnership. 

• Verbal confirmation or interpretation of members' communication. 

• Verbally linking one member with another. 

• Using strategies to move a conversation along when there has been 
an inappropriately long response time. 
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• Ensuring that the message gets in (to the aphasic adult). 

• Ensuring that the aphasic adult has a mechanism for getting the 
message out. 

• Maintaining the feel and flow of conversation. 

Practicing Techniques to Facilitate Conversation. 

Most techniques that we use as practice for communication occur within 
the framework of what is termed the Barrier Game (Muma, 1978). The 
principles involved in Barrier Games are primarily the same as those used 
by Davis and Wilcox (1985) in their description of Promoting Aphasics' 
Communicative Effectiveness (PACE). 

PACE represents a significant break with earlier traditions in that it 
focuses on improving communicative effectiveness and simulates as­
pects of conversation. Although PACE is limited by a restricted range of 
speech acts, there is strong potential for modifying the traditional for­
mat. Pulvermuller and Roth (1991), for example, have presented cre­
ative ideas for extending the range of speech acts. We have found PACE 
to be an extremely useful and flexible clinical tool: It is easily adapted for 
different levels of severity, works well in a group, and can be presented 
in formats diverse enough to maintain interest and motivation. Davis 
and Wilcox (1985) intended that PACE would provide a structured for­
mat "resembling" natural conversation (p. 89). In our view, however, it is 
only by providing opportunities for real conversation that strategies such 
as PACE are given a meaningful context. 

In addition to the use of drawn or written cards, as described by Dav­
is and Wilcox (1985), versions of Barrier Games that we most often 
use include: 

The game "20 Questions": One group member is given informa­
tion and the others have to find out what it is. Volunteers always 
enter into these activities as one of the group members rather than 
as a group leader. 

A reverse of the above game: A group member has to describe 
something well enough so that the others can guess what it is. 

Use of videotaped material: Aphasic members first watch a video. 
Depending on the level of severity of the group, some "conversa­
tional coaching" (Holland, 1991) may also occur, usually by one or 
more of the speech-language pathologists. Naive listeners (volun­
teers) then come in, and aphasic group members attempt to con­
vey the content of the videos. The advantage of videos is that they 
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can be replayed, first for practice, and second for the purpose of 
confirmation. We have successfully experimented with bits of news 
clips, strong advertisements with humor or real drama, and "home­
made" videos featuring staff at the Centre in various embarrassing 
situations (entitled "Accidents of Daily Uving'). 

Conversational coaching (Holland, 1991} is also used in a debate 
format, where speech-language pathologists and volunteers work 
with aphasic members to prepare them for partiP,pation in an ac­
tual debate. 

Other practice techniques include role-playing and charades. 

Examples of Issues Discussed with Volunteers 

Distinguishing between practicing techniques to facilitate conversation and pro­
viding conversational opportunity. It is essential for volunteers to grasp this 
distinction. The following analogy is often used to illustrate the point. A 
technique is compared to a tool such as a computer. Practicing tech­
niques is analogous to getting to know how to work the computer. There 
are various ways of improving computer skills, such as going to a course 
or using a computer program designed for practice of specific skills. Pro­
viding conversational opportunity is analogous to using the computer for 
what one really wants to do, for example, writing a letter. See Table 9-2 for 
the features that distinguish these activities. 

Table 9-2. Practicing techniques to facilitate conversation versus offering op­
portunities for conversation 

PractidngTechn~u~ ro 
Facilitate Conversation 

Activity specifically structured to 
practice techniques 

Deliberately introduce a level of 
challenge/frustration (e.g., barrier in 
PACE activities) 

Although content should be as 
interesting as possible, it is not the 
sole focus of the activity 

The goal is improved functional 
communication skill 

Offering Opportunities for Conversation 

Opportunity for use (and 
reinforcement of techniques) in a 
spontaneous, natural context 

Attempt to reduce the level of 
frustration 

Content of the conversation is an 
end in itself 

The goal is improved psychosocial 
well-being 
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Need to be aware of severity level of group members, as well as individual dif­
ferences in ability to use compensatory techniques. Groups are organized on 
the basis of level of severity of aphasia and psychosocial variables. An un­
derstanding of level of severity helps the volunteer know what to expect 
of the members. This makes it easier to select appropriate techniques. 

"Facilitator" rather than "teacher. "It must be acknowledged that the role 
of facilitator is often more difficult than that of teacher. Many volunteers 
appear to derive personal satisfaction from activities such as getting 
members to repeat or copy words. We have to work hard to communi­
cate the importance of the facilitative role. 

'Talking for two." The volunteer's verbal activity is an essential ingredi­
ent in allowing aphasic group members to feel a part of the rhythm and 
flow of normal conversation. ''Talk" keeps things flowing, but the type of 
talk is all important, as illustrated in the following example. 

Sharon is part of a group of severely aphasic individuals. They are dis­
cussing relaxation and the way in which they choose to relax. Sharon 
moves her head in a way that prompts the conversation partner to say 
"Oh, you like to listen to music?" Sharon nods enthusiastically. The part­
ner continues, ''Mary, do you like to listen to music too?" In this way, 
Sharon is helped to feel part of a real conversation. The communication 
partner could respond in many other ways, for example, by saying 
"Oh ... music ... Can you say 'music'?" This response would not give 
the feel of conversation. In the previous example, the communication 
partner acted on Sharon's behalf: She verbalized Sharon's message and 
then used it to connect her with another group member. 

Volunteers often express concern about how much they talk in the 
group. This may be due, in part, to our frequent emphasis on the goal of 
sharing the communication load. In groups where there are severe limi­
tations on the expressive ability of the members, volunteers necessarily 
do much of the talking. What we emphasize for volunteers is the differ­
ence between talk that is mostly a reflection of the volunteer's feelings 
and opinions and talk that includes genuine interpretation of the mem­
bers' nonverbal communication in order to create the feel and flow 
of conversation. 

Training Procedure 

Before starting to work as a communication facilitator, volunteers do at 
least 12 hours of observation. At this stage, they are provided with train­
ing manuals and have a formal orientation with a speech-language 
pathologist and the coordinator of volunteers. They begin a training period 
where they work independently with groups but are closely supervised. 
If evaluation by the speech-language pathologist and self-evaluation by 
the volunteer are satisfactory, the formal training period ends. 
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Preparatory and wrap-up meetings for volunteers are held daily (see 
Appendix B). The purpose is to continually reinforce the philosophy of 
the program, demonstrate techniques, give ideas for discussion, help volun­
teers with areas of difficulty, and maintain high motivation levels. Hands-on 
demonstration for volunteers occurs in the context of actual group work. 
We agree with Green's (1982) comments regarding training people in 
the aphasic individual's environment, that "to attempt this on a purely 
academic level would probably not achieve maximum results." 

APPROPRIATE RESOURCES 

Good resource material is crucial in ensuring that aphasic individuals 
have an optimal opportunity to engage in conversation. Although volun­
teers are provided with written suggestions for discussion topics and 
other activities related to a particular theme, spontaneity is encouraged. 
Theme sheets should not be regarded as "blueprints" for conversation. 
In addition to this type of material which is always available for use by 
volunteers and members, other resources have been specifically devel­
,oped for use with groups where members experience moderate to se­
vere expressive and/or receptive difficulty. 

BASIC RESOURCE KIT 

This kit contains basic resource materials such as photographs and per­
sonal information relevant to individual members, calendar, alphabet and 
number board, material for telling time, maps, color chart, pictures of staff, 
and pictographs of places. These are always available regardless of the 
topic for discussion. Other materials that are always available include 
pencil and paper, blank cards, and one or two daily newspapers. 

RESOURCE PACKAGES FOR SPECIFIC TOPICS 

Specially created resource packages are provided to enable members to 
participate fully in conversations on complex topics. These packages are 
prepared by professional staff and volunteers, and consist primarily of 
pictographs, accompanied by minimal text. Arranging this pictured and 
textual material for easy reference by aphasic members greatly increases 
the potential range and complexity of conversations; optimal levels of 
discussion occur when these resources are used by skilled volunteers 
and members who have been previously exposed to this method. 

The pictographic material in our resource packages closely resembles 
that used by Bertoni, Stoffel, and Weniger (1991) in a therapy program 
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for individuals with severe aphasia. Whereas the material they describe 
is used to facilitate exchange of information about practical subjects, 
such as transportation, weather, and daily needs, we extend the use of 
this type of material to provide access to in-depth conversations. The 
Centre's pictograph packages give members the opportunity to express 
their feelings and opinions on broad, complex topics including, for ex­
ample, discussions on aphasia, current political crises, personal problems, 
and issues to be voted on at the Centre's next Annual General Meeting. 
Packaged material relating to aphasia, in particular, has been invaluable in 
facilitating discussions with our members (see Appendix C). 

Initially, these packages were designed to facilitate conversations for 
members with severe aphasia. We have observed that members with mod­
erate to mild aphasia also appreciate this style of resource, particularly 
when used as an adjunct to complex written material. 

CONCLUSIONS 

As Sarno (1986) indicated, knowledge of the psychosocial devastation of 
aphasia is not new to the speech-language pathologist. In general, how­
ever, attempts to alleviate these problems have been confined to provid­
ing support and counselling, using skills from other disciplines, such as 
social work. Our perception of the handicap of aphasia has given us a ra­
tionale for using speech-language pathology expertise to address these 
issues from a communicative perspective. 

The paradigm shift we have described is tied to the pragmatic concept 
of the social use of language (Prutting 1982), but extends beyond it. In 
addition to "fixing" or compensating for the language disorder, we have 
a professional obligation to provide aphasic adults with the opportunity 
to derive psychosocial benefits from human interaction. We consider 
conversation the critical medium for this process. Although work is be­
ginning to emerge in the area of conversational discourse (Mentis & 
Thompson, 1991; Wambaugh, Thomson, Doyle, & Camarata, 1991), 
aphasiologists have not yet explored the potential of compensating for 
the linguistic disorder within the context of natural conversation. 

Speech-language pathologists in traditional settings might not realize 
that they are, to some extent, using their professional expertise in the man­
ner we have described by engaging in conversations with their clients and/ 
or facilitating conversations between their clients and others. Too often, 
though, conversation is viewed as being appropriate only as the intro­
duction or conclusion to a session of "real speech-language therapy." 

In initiating a re-thinking of our role, Lyon (1989a) has pioneered de­
velopment of the concept of "communicative partners," whereby apha-
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sic adults are given an opportunity to become involved in the communi­
ty, doing what they would most like to be doing. We see many other ex­
citing applications in the training of conversation facilitators for aphasic 
adults. The facilitators or partners may include family members and 
friends, volunteers, and/or speech-language pathologists. Applications 
include acting as interpreters for aphasic individuals so that they can 
represent themselves and participate more fully in their community; 
training people in the community such as a specific bank teller or hair­
dresser; and using some of the above methods to provide access to all­
important counselling services by either training professionals such as 
social workers or by participating as an interpreter. 

Initial forays into the topic of conversation and conversational analysis 
reveal overwhelming complexity. The study of normal conversation will 
enable us to better understand these issues within the context of aphasia. 
There is already a relevant body of research from the fields of sociology, 
anthropology, philosophy, and linguistics (e.g., Goffman 1959, 1971, 
1974; Grice, 1975; Gumperz, 1964; Labov, 1972; and Schiffrin, (1988). 
We anticipate that the study of conversation will become as necessary a 
part of the speech-language pathology curriculum as the study of lan­
guage is today. 

ACKNOWLEDGMENTS 

The authors express their appreciation for the support and contributions 
of colleagues at the Aphasia Centre-North York, the Y9rk-Durham Apha­
sia Centre, and the Aphasia Centre of Ottawa-Carleton. 

Picture Communication Symbols used with permission of Mayer­
Johnson Co., P.O. Box 1579, Solana Beach, CA 92075, U.S.A., Phone 
(619} 481-2489. 

REFERENCES 

Bertoni, B., Stoffel, A-M., & Weniger, D. (1991). Communicating with picto­
graphs: A graphic approach to the improvement of communicative interac­
tions. Aphasiology, 5(4, 5), 341-353.) 

Davis, G. A., & Wilcox, M. J. (1985). Adult aphasia rehabilitation. San Diego, CA: 
College-Hill Press. 

Eaton Griffiths, V., & Neal, P. (1978). An evening with Patricia Neal. Presentation by 
the Stroke Recovery Association, Toronto, Canada. 

Feyereisen, P. (1991). Communicative behaviour in aphasia. Aphasiology, 5(4, 5), 
323-333. 

Coffman, E. (1959). The presentation of self in everyday life. New York: Anchor Books. 



Functional is Not Enough: Training Conversation Partners for Aphasic Adults 221 

Goffman, E. (Ed.). (1967). The nature of deference and demeanor. In Interaction 
ritual: Essays on face-to-face behavior. New York: Anchor Books. 

Goffman, E. (1971) . Relations in public. New York: Harper and Row. 
Goffman, E. (1974). Frame analysis. New York: Harper and Row. 
Green, G. (1982). Assessment and treatment of the adult with severe aphasia: 

Aiming for functional generalization. Australian Journal of Human Communica­
tion Disorders, 10, 11-23. 

Grice, H. P. (1975). Logic and conversation. In P. Cole & J. Morgan (Eds.),Speech 
Acts: Syntax and semantics (Vol. 3). New York: Academic Press. 

Gumperz, ]. J. (1964). Linguistic and social interaction in two communities. Amer­
ican Anthropologist, 6, 137-153. 

Holland, A. (1991). Pragmatic aspects of interaction in aphasia. Journal of Neuro­
linguistics, 6, 197-211. 

Kagan, A., & Gailey, G. (1990, November). A long-term, community-based treatment 
model for chronic aphasia. Paper presented at the American Speech-Language­
Hearing Association Convention. Seattle, WA. 

Kertesz, A. (1982). The Western aphasia battery. Orlando, FL: Grune & Stratton. 
Labov, W. (Ed.). (1972). The transformation of experience in narrative syntax. In 

Language in the inner city: Studies in the black English vernacular. Philadelphia: 
University of Pennsylvania Press. 

Le Guin, U. (1989). Dancing at the edge of the world: Thoughts on words, women, 
places. New York: Harper and Row. 

Lomas, J., Pickard, L, Bester, S., Elbard, H., Finlayson, A., & Zoghaib, C. (1989). 
The communicative effectiveness index: Development and psychometric evalu­
ation of a functional communication measure for adult aphasia. Journal of Speech 
and Hearing Disorders, 54, 113-124. 

Lyon, J. G. (1988) . The use of interactive drawing to re-establish communication 
with expressively restricted aphasic adults: Purpose and techniques. Seminar 
presented at The Speech & Stroke Centre-North York, Ontario, Canada. 

Lyon, J. G. (1989a). Communicative partners: Their value in re-establishing com­
munication with aphasic adults. InT. Prescott (Ed.), Clinical aphasiology confer­
ence proceedings. San Diego, CA: College-Hill Press. 

Lyon, J. G. (1989b) . Generalization: Going beyond the communication task. Ses­
sion II, Seminar (The challenge of generalization: Perspective on planning, interven­
tion and evaluation) presented at The Speech & Stroke Centre-North York, On­
tario, Canada. 

Lyon, J. G. (in press) . Optimizing communication and participation in life for 
aphasic adults and their prime caregivers in natural settings: A use model for 
treatment. In G. Wallace (Ed.), Adult aphasia: Clinical management for the practic­
ing clinician. Baltimore, MD: Andover Medical Publishing. 

Lyon, J. G., & Sims, E. (1986). Drawing: Evaluation of its use as a communicative aid 
with aphasic and normal adults. Paper presented at Second International Apha­
sia Rehabilitation Congress, Goteborg, Sweden. 

Mayer-Johnson, R (1981). Picture communication symbols. Solana Beach, CA: [A vail­
able from Mayer-Johnson Co., P.O. Box 1579, Solana Beach, CA, 92075. 
(619) 481-2429.] 

Mentis, M., & Thompson, S. A. (1991) . Discourse: A means for understanding nor-



222 Aphasia Treatment: World Perspectives 

mal and disordered language. InT. M. Gallagher (Ed.), Pragmatics of language: 
Clinical practice issues. San Diego, CA: Singular Publishing Group. 

Muma, J. R (1978). Language handbook: Concepts, assessment and intervention. Engle­
wood Cliffs, NJ: Prentice-Hall. 

National Aphasia Association. (1988). Special report. (Available from author, P.O. 
Box 1887, Murray Hill Street, New York, N.Y. 1056-0611.] 

Penn, C. (1987). Compensation and language recovery in the chronic aphasic pa­
tient. Aphasiology, 1, 235-245. 

Prutting, C. (1982) . Pragmatics as social competence. Journal of Speech and Hearing 
Disorders, 47, 123-133. 

Pulvermuller, F., & Roth, V. M. (1991) . Communicative aphasia treatment as a 
further development of PACE therapy. Aphasiology, 5(1), 39-50. 

Robinson, R. G., Upsey, J. R., & Price, T. R. (1985) . Diagnosis and clinical man­
agement of post-stroke depression. Psychosomatics, 26(10), 769-778. 

Sarno, M. T. (1986). The silent minority: The patient with aphasia. The 1986 Hemp­
hill Lecture, Rehabilitation Institute of Chicago. 

Schegloff, E. (1990). Born talking: Episode IV. T.V. Series written and presented by 
Dr. Jonathan Miller. Produced by John McGreevy Productions and Primedia 
Productions Ltd. in association with the BBC and TV Ontario. 

Schiffrin, D. (1988) . Conversation analysis. In F. L Neumayer (Ed.), Linguistics: The 
Cambridge suroey W. Language: The sociocultural context. Cambridge: Cambridge 
University Press. 

Wambaugh, J. L, Thomson, C. K, Doyle, P. J., & Camarata, S. (1991) . Conversa­
tional discourse of aphasic and normal adults: An analysis of communicative 
functions. In T. E. Prescott (Ed.), Clinical aphasiology. Austin, TX: Pro-Ed. 

Willer, B. S., Guastaferro, J. R., Zankiw, I., & Duran, R. (1990). Rehabilitation and 
functional assessment in residential programs for individuals with disabili­
ties. In J. W. Jacobson, S. N. Burchard, & P. J. Carling (Eds.), Clinical seroices, so­
cial adjustment, and work life in community living. Baltimore, MD: Johns Hop­
kins University Press. 

World Health Organization. (1980). International classification of impairments, disa­
bilities and handicaps. Geneva: World Health Organization. 



Functional is Not Enough: Training Conversation Partners for Aphasic Adults 223 

APPENDIX A 

MISSION STATEMENT OF THE 
APHASIA CENTRE-NORTH YORK 

The Aphasia Centre-North York seeks to improve quality of life and 
maximize independence for aphasic adults and their families. We do this 
by providing long-term, community-based, professionally supervised 
communication and psychosocial programs as well as through education 
and research. 

GOALS AND OBJECTIVES 

To train volunteers and family members to communicate effectively with 
aphasic adults by teaching strategies that enhance the exchange of infor­
mation, opinions and feelings. 

To provide opportunities for natural conversation. 

To lessen the handicap of aphasia by providing increased access to social 
life within the community. 

To provide a network of emotional and social support for aphasic mem­
bers and their families on a formal and informal basis, through individ­
ual counselling and group interaction. 

To provide a model of organization which fosters a partnership among 
aphasic members, their families, volunteers and staff. 

To encourage innovative programming and research. 

To increase the awareness of aphasia and to provide ongoing education 
for students, professionals and the public. 
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APPENDIX B 

TIME DAILY COMMUNICATION PROGRAM SCHEDULE 

A.M. 

8:30 Members start arriving at the Centre. 

Time for socializing and reading newspaper. 

Coffee/tea available - members serve themselves. 

9:00 5-LP meets with volunteers to prepare for the 
morning's activities: 

• review theme materials for conversation. 

• discuss/ demonstrate techniques and strategies. 

• identify potentially sensitive areas and discuss 
appropriate management. 

9:30 Volunteers and members go to pre-assigned 
conversation groups (typically, 1 volunteer: 3-5 
members). 

Group composition determined by 5-LP, based on level 
of aphasia severity, functional communication skills, 
personality, and social factors. 

Group conversations begin; 5-LP circulates among 
groups to observe, demonstrate, and help as required. 

10:30 Volunteers and members socialize during a nutrition 
break. 

Volunteers have an opportunity to meet with 5-LP to 
discuss problems and provide feedback. 

11:00 Groups resume. 

11:45 Wrap-up meeting for volunteers with 5-LP to 
evaluate theme and the morning's activities. 

Another opportunity for feedback regarding individual 
members, group composition, what worked or did not. 
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APPENDIX C 

PICTURE COMMUNICATION SYMBOLS 

understands me talks to me 

[lliDD 
~00~ D D 
[i]DD 
~DD 
volunteers 

nobody , ... ,, 
, ' 
t!--~~ 
'i ••• r 
\ I 

' .... ~' DD 
Picture Communication Symbols e 1981-1985 Mayer-Johnson Co. 
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The approach described here is based on our experience with aphasic 
patients referred to the Stichting Afasie Rotterdam (SAR, Rotterdam 
Aphasia Foundation). This organization is a cooperative effort of all 
nursing homes in the area and the department of Neuropsychology 
of the Institute of Neurology, Academic Hospital Rotterdam-Dijkzigt. 
Patients are investigated for their clinical complexity, for theoretical 
interest, but mostly to assess prognosis for therapy. The patients de­
scribed here are among 267 patients with stroke-induced aphasia who 
were under the care of this Foundation during its first 5 years. 

The effectiveness of aphasia therapy is a concern in most countries 
in the western world. Public health authorities are concerned about 
whether to provide financial support for rehabilitation of aphasic pa­
tients, and those in the field are also concerned, as evidenced by numer­
ous publications on the topic (Basso, Capitani, & Vignola, 1979; Lincoln 
et al., 1984; Wertz et al., 1981, 1986). Group studies and single case 
studies are used to study effectiveness. With respect to group studies, 
Howard and Hatfi.eld (1987) caution that, because aphasic patients are 
heterogeneous, grouping them, even within aphasic syndromes, poses a 
hazard. They also raise the more serious objection that therapy methods 
and goals are often not clearly outlined or even described. Finally, they 
note that patient selection and patient attrition are a concern, as illus­
trated in studies by Wertz et al. (1986) and Lincoln et al. (1984). 

The other approach is to study single cases or small patient groups. 
Often these patients are good candidates for therapy; young, vital, 
without concomitant neuropsychological disturbances and highly moti­
vated for treatment (Bachy-I.angedock & de Partz, 1989; Nettleton & 
Lesser, 1991). Not only are such patients a minority, but even some of 
them fail to progress in communication and language. 

The experiences of speech therapists in the Netherlands are seldom 
published or evaluated. Prins (1987) conducted three studies to evaluate 
the effect of a language comprehension program on the recovery of 
aphasic patients. The results varied from no effect to a statistically insig­
nificant trend toward amelioration with amount of therapy emerging as 
an important variable. Prins's equivocal findings served to increase the 
skepticism of health authorities. 

ROUTES TO APHASIA THERAPY IN HOLLAND 

Previously hospitalized aphasic stroke patients come to therapy through 
various routes. At discharge from hospital the patient is sent home or 
admitted to a nursing home or rehabilitation center. At home, neurologi­
cal rehabilitation can take place in a day-treatment center annex, a nurs-
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ing home, or a rehabilitation department. A neurologist is responsible 
for medical foUow-up related to the stroke. 

The general practitioner is informed about most events and transfers 
to other institutions; unfortunately, language diagnosis and therapy is 
not always mentioned. To enhance communication among speech thera­
pists, a systematic method was recently developed to structure the infor­
mation flow necessary to plan and carry out a therapeutic regime. This 
model, the "case-project" ("Casus-project'') (Alderse Baes, Leipoldt, 
Dharmaperwira-Prins, & Verschaeve, 1991), systematically describes the 
patient's clinical picture, diagnostic information, and the course of 
speech language therapy. 

Patients are placed largely on the basis of age and degree of motor 
handicap. Patients over 65 are admitted to nursing homes for rehabilita­
tion or they spend several days a week in a day-treatment center. Pa­
tients under 65 usually go to a rehabilitation center, with a maximum 
stay of 6 months. Outpatient therapy is also available in rehabilitation 
centers or outpatient clinics. 

Most nursing homes in the Netherlands use nursing and paramedical 
personnel for rehabilitation, and try to discharge patients either to per­
sonal care homes or to their own homes. 

Unless they have concomitant neurological disturbances that interfere 
with daily life, aphasic patients are not referred to day-treatment centers. 
Instead, they are referred to speech therapists in private practice. 

Recently the Dutch Consensus on stroke treatment (van Crevel, 1991) 
concluded: "The use of health care facilities by a stroke patient is incor­
rectly determined by factors such as age and motor handicap rather than 
type and severity of cognitive impairment and the presence of behav­
ioral disturbances." This suggests that some changes might occur in de­
livery of service. 

Once treatment has ended, the quality of daily life is a very important 
issue. Finding meaningful things to do and maintaining minimal social 
contacts are frequently problems. Aphasia clubs established throughout 
the country offer one possible solution. Here aphasic patients can meet 
and engage in appropriately designed activities. 

SPEECH AND LANGUAGE CLINICIANS 

Clinical linguists are neither acknowledged nor paid for by the National 
health system. Although they work with aphasic patients in only three or 
four institutions, their work has had an important impact on diagnostic 
approaches (e.g., spontaneous speech) and on the development of thera­
peutic techniques and materials. On the whole, however, speech thera-
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pists are responsible for conducting aphasia therapy. They collaborate 
closely with physiotherapists and occupational therapists, who have be­
come increasingly interested in neuro-rehabilitation and aphasiology. 

Education of speech therapists has changed considerably over the past 
10 years. Formerly, a 2-year part-time training course, it has become a 4-
year full-time education. Training is highly vocational and not strictly sci­
entific in character. A part-time 2-year postgraduate course; specializing 
in aphasia therapy, is now offered at the "Hogeschool Rotterdam-Poly­
technics." The Department of Neuropsychology (Erasmus University 
Rotterdam) and the Stichting Afasie Rotterdam (SAR, Rotterdam Apha­
sia Foundation) assist with this program. 

Formerly, speech therapists were obliged to study Linguistics or Psy­
chology to obtain an academic degree. A shorter course is now available 
in Groningen, and the University of Nijmegen offers an academic degree 
in speech-language pathology. Speech therapists now have a profes­
sional society, and they also participate in multidisciplinary societies. 

Financial support for speech therapy is provided by health insurance 
companies and by health-related institutions. Some hospitals have de­
partments of speech therapy. In others, speech therapists are housed in 
departments of Neurology, Otolaryngology, or Rehabilitation. Treat­
ment must be prescribed by a physician. In most nursing homes, the 
rehabilitation team consists of speech therapists, physiotherapists, and 
occupational therapists. Generally speech therapists are employed only 
part-time and are rather isolated. 

Although speech therapists have distinctive responsibilities in the 
health care system, they are frequently insufficiently trained in recogniz­
ing cognitive dysfunction, and often do not understand how to incor­
porate cognitive rehabilitation in their treatment. Limited status is given 
to clinical psychologists and neurolinguists, even within the university 
hospitals, with the result that these professions have little impact on the 
health care system and its facilities. 

This situation has led to the formation of regional multidisciplinary 
aphasia diagnosis and treatment teams. Despite financial limitations 
there are a number of teams, which include speech therapists, linguists, 
neuropsychologists, and physicians who diagnose and plan treatment. 
The team decides which of two forms of treatment is appropriate (van 
Harskamp & Visch-Brink, 1989, 1991). 

All aphasic patients and their families need care, in the sense of informa­
tion, guidance, and support in coping with the communication disorder. 
Stimulation techniques and enhancement of communicative and social 
behavior play a central role in helping the patient cope with his disabilities 
and find meaning in life. A subgroup also needs activities aimed at improv­
ing communication. For this group Structural Therapy is used. 
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SELECTION OF PATIENTS FOR APHASIA THERAPY 

No clear consensus exists among medical professionals concerning which 
aphasic patients are candidates for therapy. In most centers, the speech 
therapist neither selects patients, nor controls the selection process. 
Because effective treatment depends on many factors (some unrelated to 
aphasia), some good candidates for aphasia therapy are not treated. 
Others receive treatment from which little or no effect can be expected. 

We believe it is important to "reapportion time for aphasia rehabilita­
tion," but not as Marshall (1987) suggests. It is far too simple to say that 
mild aphasics should have intensive treatment and severe global apha­
sics should not be treated. Although contraindications for Structural 
Therapy exist, severe aphasia in itself cannot be considered one of them. 
However, severe aphasia limits both the goals and methods of Structural 
Therapy. Edelman (1984) asks, "which global aphasics should be 
treated, and which treatment methods are most likely to be effective?" In 
fact the same question should be answered for all types of aphasia. 

THE SAR APPROACH 

The Stichting Afasie Rotterdam (SAR, or Rotterdam Aphasia Founda­
tion) diagnostic team consists of a neurologist, a neuropsychologist, a 
clinical linguist, and a speech therapist. Speech therapists in nursing 
homes provide information and therapy, and also refer patients to the 
diagnostic team. The team discusses the results of diagnostic tests and 
determines the goals and methods for therapy. The SAR uses "stepwise 
diagnosis," so that only patients who are suitable candidates for treat­
ment receive an extensive diagnostic assessment. 

After aphasia screening, biographical and family data are gathered. 
Mental status, somatic status, prognosis, and likelihood of complications 
are assessed. Communicative abilities are assessed, and neurolinguistic 
and neuropsychological investigations are conducted. An attempt is 
made to maximize learning conditions by trying to change factors that 
might interfere with progress. Exploratory therapy is conducted. Some­
times more than two decision levels are needed before Structural Ther­
apy is begun; supplementary investigations help to define the precise 
goal of therapy. All of this information is structured along five axes anal­
ogous to the DSM III-R system (van Harskamp & Visch-Brink, 1991), 
as follows: 

Axis 1: Aphasia syndrome 

Axis II: Somatic condition and neurological status 
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Axis III: Neurological and neuropsychological disturbances 

Axis IV: Psychosocial stressors and personality 

Axis V: Social circumstances 

Relevant information is often gathered in parallel during pre-therapy 
assessment. Pre-therapy assessment includes: Disease-oriented diagno­
sis, therapy-oriented diagnosis, maximizing conditions, exploratory ther­
apy, and structural therapy. Each is described below. 

I. DISEASE-ORIENTED DIAGNOSIS 

The neurologist is responsible for focusing on diagnosis and treatment 
of the disease. This usually begins while patients are still hospitalized, 
with the initial aphasia diagnosis being made as part of the mental status 
examination. This diagnosis is preliminary, because the clinical picture 
often changes rapidly during this time. At this time the severity of apha­
sia is more important than the exact type of aphasia. 

Typically, hospital stay is short, and most of the time is spent on diag­
nostic procedures. Therapeutic efforts attempt to improve the patient's 
motor functioning and activities of daily living skills to maximize inde­
pendence. Ameliorating verbal abilities is a secondary concern. 

Speech therapists concentrate on enhancing the communicative in­
teractions between patient, nursing staff, and family members, and on 
motivating the patient. Useful techniques include stimulation using 
various communicative channels simultaneously, and use of deblock­
ing procedures. A communication notebook, in which family and pro­
fessional visitors are asked to note some essential aspects of their visits, 
may also be important. Guidance, instruction, and support focusing on 
the patient's physical condition and expectations also play an impor­
tant role. 

Information gathered during this stage serves as background for an 
aphasia screening conducted at the beginning of the therapy-oriented 
diagnosis. The neurologist conducts a mental status and motor examina­
tion, and also considers the size and site of the lesion as well as looking 
for old infarcts and lacunae. Prognostic factors must be delineated at this 
time. Variables such as the level of activity at hospital discharge, age, sex, 
heart disease, hypertension, and vascular territory of infarction all in­
fluence mortality. Van Harskamp (1989) found a positive correlation be­
tween the complications occurring in hospital and those occurring later 
during therapy. 
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ll. THERAPY-ORIENTED DIAGNOSIS 

FORMAL LANGUAGE ASSESSMENT 

The core of this assessment, usually carried out after discharge, is the 
identification of the specific disabilities related to the severity and type of 
aphasia, as well as concomitant disorders. 

Classical aphasia batteries provide specific indications for therapy. 
They provide a systematic, practical examination of the patient's linguis­
tic skills in several modalities. Until recently there was only one well­
normed diagnostic test in the Dutch language, the Stichting Afasie Ned­
erland-test (SAN) (Deelman, Lie brand, Koning-Haanstra, & Burg, 1981). 
The SAN investigates spontaneous speech, repetition, naming, sen­
tence production, auditory word comprehension, and auditory morpho­
syntactic comprehension. Some of the subtests show ceiling effects, and 
the SAN classifies the aphasic patient only as fluent or nonfluent. The 
test contains no reading or writing subtests. Because of these limita­
tions, many therapists in the Netherlands use translated versions of the 
Boston Diagnostic Aphasia Exam (Goodglass & Kaplan, 1972) or the 
Western Aphasia Battery (Kertesz, 1982), but norms for a Dutch aphasic 
population are lacking. The Aachen Aphasia Test (Huber, Poeck, Weni­
ger, & Willmes, 1983) has recently been translated and validated in 
Dutch. This test's psychometric characteristics are outlined in articles by 
Graetz, de Bleser, Willmes, and Heeschen (1991); Willmes, Graetz, de 
Bleser, Schulte, and Keyser (1991); and de Bleser, Willmes, Graetz, and 
Hagoort (1991). 

We agree with Byng, Kay, Edmundson, and Scott (1990) that a number 
of patients should have a more detailed psycho linguistic investigation to 
specify the underlying deficit. Extensive case studies have shown that 
model-based and sufficiently detailed location of the deficit can be vital 
in planning successful therapy methods. If the level of the word-finding 
problem (Nettleton & Lesser, 1991) or the underlying problem in ag­
rammatism (Black, Nickels, & Byng, 1991; Nickels, Byng, & Black, 1991) 
can be established, then explicit therapy methods can be applied. 

In our setting, specific linguistic investigation is currently carried out 
for two types of disorders. For a patient with word-finding problems, 
semantic functioning is an important variable in planning therapy. The 
Pyramids and Palm Trees Test (Howard & Franklin, 1988) and similar 
measures are used to detect disorders in semantic processing and dis­
sociations in input and output channels. 

Aphasic patients with syntactic problems in spontaneous speech also 
can benefit from more detailed linguistic assessment. Therefore, patients 
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with sentence production problems indicated on the AAT are further 
evaluated using a "syntactic battery," with subtests for verb naming, 
sentence production, production of prepositions, comprehension of re­
versible sentences, and syntactic judgment. Individual profiles indicate 
whether therapy for sentence production is likely to be effective. 

Improved spontaneous speech is always an important therapy goal, 
but unfortunately, we have no system to measure such change. An ex­
tensive psycholinguistic group study was performed by Prins and co­
workers (Prins, Snow, & Wagenaar, 1978; Wagenaar, Snow, & Prins, 
1975). This study stressed the importance of the fluent-nonfluent dichot­
omy in analyzing aphasic speech. Vermeulen, Bastiaanse, and Wagen­
ingen (1989) conducted a similar investigation. However, these efforts 
have not yet resulted in a reliable instrument for evaluating changes in 
spontaneous speech. For Broca aphasic patients, a comprehensive sys­
tem of analysis has been designed by Saffran, Berndt, and Schwartz 
(1989), with an elaboration by Byng and Black (1989). 

ASSESSMENT OF FUNCTIONAL COMMUNICATION 

We agree with many authors (Blomert, 1990; Herrmann, Koch, Johann­
sen-Horbach, & Wallesch, 1989; Holland, 1982; Lomas et al., 1989; 
Seron, 1979; Taylor-Sarno, 1969) that diagnosis should always include 
assessment of functional communication. For a full understanding of a 
patient's communicative abilities in daily life, one would like to follow 
the patient for a few hours, as Holland (1982) did. In clinical practice this 
is impractical and financially impossible. We have modified the Func­
tional Communication Profile (FCP) (Taylor-Sarno, 1965) into the 
"Communicatie Profiel" (CP) (Wielaert & Visch-Brink, 1990) for use in 
assessing functional communication. Our measure differs from the origi­
nal FCP primarily by including information provided by spouses and by 
using a standard observation. We agree with Lomas et al. (1989) that 
spouses' information is important and should not be ignored. 

During the first 2 or 3 weeks after referral, the patient is observed in a 
variety of communicative situations. We try to incorporate the patient's 
pre-morbid communication level, as reported by family members, into 
our judgment about functioning after the onset of aphasia. 

The first section of the CP assesses general communicative abilities 
independent of the output channel, such as showing initiative, use of yes 
and no, and participation in conversation. Section II concerns output 
channels and consists of tests of production and comprehension using 
oral language, gesturing, written language, and pictures. Section III fo­
cuses on production and comprehension of oral language. Section IV 
measures written language. Section V assesses practical abilities such as 
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using the telephone, handling money, and shopping. This scale is also 
used to assess overall communicative performance, including gesturing, 
drawing, and pantomime. 

Another measure for functional communication is the Amsterdam­
Nijmegen Everyday Language Test (ANELT) by Blomert, Koster, and 
Kean (1991). The ANELT is a reliable tool for assessing functional oral 
language in a semi-structured setting. The test consists of a set of 10 
scenarios to elicit oral verbal output. 

NEUROPSYCHOLOGICAL ASSESSMENT 

A neuropsychological evaluation assesses concomitant disorders that 
might restrict the effectiveness of therapy and helps to determine which 
patients are candidates for therapy. The aphasic patient, like other brain 
damaged people, may experience slowing of thought, emotional insta­
bility, reduced energy, and other disorders. 

In some patients the language disorder is part of more diffuse cerebral 
disturbances. Aphasia may be embedded in a complex of cognitive dis­
orders or be part of a picture of progressive disease such as a dementing 
illness. Differentiation of these syndromes is difficult (Au, Albert, & Oh­
ler, 1988); however, neuropsychological evaluation provides valuable 
additional information to help make such judgments. We believe that 
neuropsychological testing, including assessment of intelligence, con­
centration, memory and executive control should be part of the diagnos­
tic process for aphasic patients. 

In our experience many aphasic patients cannot choose the easiest, 
most effective response for a particular situation. Some may be "stuck" 
in a response set, such as gesturing. Such patients might not profit from 
therapy techniques such as PACE. Others may never use what they learn 
outside the therapist's room, a problem frequently seen in those using 
augmentative speech resources. When Structural Therapy is begun, 
problems emerge, such as an inability to explore a variety of options con­
cerning a given task and the lack of flexibility in shifting from one re­
sponse mode to another. Finding out about such characteristics before 
therapy is begun is desirable. Currently we are exploring how to mod­
ify other measures to observe concept-shifting, nonverbal abstraction, 
and planning. 

One prerequisite for learning is intact memory. In aphasic patients 
information processing and transfer may be slow, with a buildup of in­
formation over many sessions. Previously learned information is as­
sumed to be the basis upon which new material is learned. There is ex­
tensive literature on this topic (among others, Grober, 1984), but the 
number of tests available for the assessment of memory functions is 
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small. The Rivermead Behavioural Memory Test (Wilson, Cockburn, & 
Baddeley, 1985) is one of the few tests with Dutch aphasia norms. Al­
though it appears to be useful for assessing memory for everyday events, 
an assessment of memory should additionally test the specific skills 
needed in the therapeutic setting. 

An aphasic patient's success in developing strategies and learning to 
make abstractions and generalizations in the newly acquired way of 
communicating depends partly on intelligence. The International Con­
gress on Intelligence and Aphasia at Brussels (Lebrun & Hoops, 1974) 
concluded that no complete estimation of intelligence is applicable to 
aphasic individuals. 

We have used the Raven Standard or Coloured Progressive Matrices 
(RSPM; RCPM) (Raven, 1958, 1962) to assess intelligence, but have 
found little relationship between Ravens scores and ability to make gains 
in treatment. In response to the need for an appropriate neuropsycho­
logical assessment, which is necessary for an accurate prognosis, the 
Global Aphasic Neuropsychological Battery (GANBA) was developed 
(van Mourik, Verschaeve, Boon, Paquier, & Harskamp, in press). The 
GANBA is especially designed for patients with a global aphasia. Besides 
general functions such as concentration, intelligence, and memory, it 
measures visual and auditory perception and language comprehension. 

The GANBA profiles identify three treatment groups: The first is 
considered for Structural Therapy aiming at augmentative speech re­
sources; the second group is considered for Structural Therapy, pro­
vided certain conditions are met; and the third is considered only 
for guidance. 

We do not fully understand the mechanisms underlying aphasia and 
cognitive impairments in terms of coexistence, cause-consequence, and 
dissociability of functions. Nevertheless, it seems valuable to integrate 
cognitive rehabilitation into speech therapy, since the problems have 
much in common and require a unified approach. 

III. MAXIMIZING CONDITIONS 

We try to maximize conditions for the delivery of structural therapy. It 
may be necessary, for example, to introduce the patient to the conditions 
of Structural Therapy before it actually starts. Some problems which can 
accompany aphasia also need attention before structural therapy can be 
started. Vision and hearing should be corrected if possible. Factors such 
as a lack of motivation or serious depression will also impede struc­
tural therapy. 
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Difficulties with concentration, attention, and task dedication often 
occur. SAR developed the "Sorting Program for Global Aphasic Patients" 
to treat this kind of problem. It was designed to deal with functions such 
as attention, visual matching, persistence, and becoming accustomed to a 
therapeutic setting. The tasks involve matching and categorizing using 
real objects and photographs of fruit, drinks, animals, and money. 

Goals differentiate maximizing conditions and exploratory therapy. 
When one is maximizing conditions, the goal is to arrange conditions 
under which optimal therapy can take place. In exploratory therapy, one 
is already working toward a communicative goal. 

IV. EXPLORATORY THERAPY 

Our first goal is to observe whether the patient is motivated and will re­
spond to a specific therapeutic approach. The dynamics of the interac­
tion between patient and therapist are important, and for maximum ef­
fectiveness, techniques, methods, and material used in therapy must be 
matched to the patient's specific problems and personality. Self-moni­
toring behavior, initiative and concept shifting, and some executive con­
trol functions are observed to provide information for planning ther­
apy goals. 

Although much information comes from direct assessment and from 
functional scales, trial and error in a therapeutic setting is still needed to 
develop a detailed therapy program. Basically, test batteries provide 
structured information about what is wrong. However, information 
about how a patient deals with his communication problems, what is still 
intact, and the right way to approach stimulation is also necessary. SAR 
has developed an instrument, the ''Therapy-Oriented Assessment Set," a 
systematic approach that briefly tries out a variety of treatment methods, 
making it possible to judge the patient's abilities and the ways they can 
be used in a therapeutic setting. The therapist tries to determine the 
appropriate level of therapy, the applicable tasks, and the right material. 
Systematic observations in therapeutic situations reveal how a task is 
performed, what kind of cuing technique is useful, what material is 
appropriate, and which communication channel should be relied upon. 
The Therapy-Oriented Assessment Set has made us more aware of alter­
natives for therapy and their rationales. Tasks are grouped as follows: 
conversation, nonverbal techniques, semantics, syntax, phonology, and 
articulation. When administering this set the therapist is free to choose 
tasks based on earlier information. It is then possible to direct the tasks 
toward the kind of treatment that is most likely to succeed. 
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For example, Patient H was diagnosed as having severe Wernicke's 
aphasia with press of speech, phonemic jargon, and semantic neolog­
isms. Comprehension was mostly poor but sometimes surprisingly ade­
quate. The Therapy-Oriented Assessment Set demonstrated that phone­
mic cuing was of no use, that verbal input should be at word level, 
simultaneously visual and auditory, and that the patient could easily be 
stopped by a hand sign. This contrasts with patient B, who was also 
diagnosed as having severe Wernicke's aphasia with press of speech and 
poor comprehension. A hand sign was not helpful for him. A completely 
silent approach, where both patient and therapist use gestures, as in VAT 
(Groet, 1989), turned out to be very successful. 

V. STRUCTURAL THERAPY 

Structural therapy has three levels: Specification, integration, and gener­
alization. The goal is to maximize linguistic abilities or to teach alterna­
tive means of communication that are complementary to speech. At a 
later stage, the patient must be assisted in using verbal and nonverbal 
strategies for information exchange. Unsuccessful strategies are corrected, 
and the patient is prepared to communicate with a naive partner. 

Early assessment and prognosis can be carried out on the basis of what 
is known, and changes can be made as new information becomes available. 

The reader might now have the impression that the process of diag­
nosis and planning a therapeutic approach takes months. It is true that in 
some cases determining the final therapeutic aim might take up to 3 
months. On the other hand for some patients this process takes only a 
few days. 

Of the 267 patients referred to us, structural therapy was recom­
mended for 151 (57%). Guidance and support were recommended for 
the rest, a small proportion of whom later received therapy. 

Ninety-four of those receiving treatment completed the therapy. 
Twelve patients continued to be seen as outpatients. Serious illness or 
death terminated therapy for 22 patients, and 33 dropped out because of 
diminished motivation or worsening of their physical condition. For 11 
patients the speech therapist decided that further therapy would be of 
little use. 

Only patients who perform at a given level on the Pre-therapeutic As­
sessment receive systematic aphasia therapy. The axis system provides 
information about general features which are important to the selection 
for Structural Therapy and the choice of a therapeutic approach. 

Communicative goals must be specified before Structural Therapy is 
begun. The specification must be functional: "In all things related to 
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rehabilitation, however, one must stay in touch with the pragmatics and 
constraints of the real world" (Howard & Patterson, 1989}. An essential 
part of goal setting is a description of the patient as an interactive partner 
in language during daily situations. The patient's wishes (e.g., to shop on 
his own) and the therapist's expectations are both taken into account. 
Evaluation of functional communication is an important part of the ther­
apy-oriented diagnosis. 

GOALS IN STRUCTURAL THERAPY 

Structural therapy pursues goals in the following areas: Basic skills, com­
municative strategies, conversational interaction with partner, and com­
munication in daily life. 

Basic Skills 

Improvement of skills which may be relevant to the patient as a commu­
nicator in daily life is the main goal. The patient must become aware of 
his abilities at the level of the linguistic components of speech and/or at 
the level of augmentative speech resources. Therapy may be directed to­
ward mastering or reinforcing basic communication skills. If the goal of 
therapy is to restore spontaneous speech, linguistic skills are emphasized. 
Augmentative speech resources are introduced only when speech as a 
channel of information transfer is expected to remain highly defective. 

All augmentative speech resources impose restraints on the expres­
sion of individual needs and feelings. This is also true for more produc­
tive channels such as gestures, drawing, and writing. Moreover, con­
comitant disorders such as loss of motor skills, which are required for 
the use of augmentative speech resources, may impede adequate use. A 
communication board or Bliss symbols (Johannsen-Horbach, Cegla, 
Mager, Schempp, & Wallesch, 1985) may well be unfamiliar to a patient, 
because they are not part of a natural communicative situation. 

Whether the objective is restoration of speech or development of aug­
mentative speech resources, patients' learning patterns will differ, and 
this will influence the mode and the duration of therapy. A productive 
learner may invent new applications and require therapeutic assistance 
only in refining his technique. In such cases, the task of the therapist is 
essentially to make the patient aware of new modes of communication 
and ways to adapt his communicative behavior. Such is the case withES, 
described below. 

Patient ES 

Description on the axes system, acute stage: 
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Axis 1: Aphasia syndrome 

Unclassifiable aphasia. Auditory and visual comprehension of 
sentences was moderately disturbed. At word level there was only 
a slight comprehension deficit. The patient was unsuccessful in ini­
tiating speech, but could repeat monosyllabic words. Articulation 
was inconsistent, and he could not write. 

Axis II: Somatic condition and neurological status 

TIAs resulting from right internal carotid stenosis. Infarction in the 
left middle cerebral artery with left internal carotid stenosis. 

Axis III: Neurological and neuropsychological disturbances 

Hemiparesis resolved largely within two weeks. Moderate bucco­
facial apraxia. Raven IQ 110. 

Axis IV: Psychosocial stressors and personality 

Poor relationship between patient and partner. One of his children 
lives in an institute for mentally retarded children. 

Axis V: Social circumstances 

52-year old male, right-handed, married, two sons. Profession: 
tram conductor. He had a poor social network. The most affec­
tionate contact was with his sister. Hobbies: collector of stamps, 
history. Before his stroke he regularly visited the stamp market and 
exchanged stamps with a friend. 

During exploratory therapy we unsuccessfully attempted to elicit 
spontaneous speech with MIT and deblocking.techfliques, suggested by 
Beyn and Shokhor-Trotskaya (1966) and Springer (1989) . To offer the 
patient a way to express himself we used VAT. ES refused to use ges­
tures, however, and made it clear that he wanted to speak. Exploratory 
therapy gave no cues for structural therapy except for auditory compre­
hension tasks, which were neither his most striking defect nor his de­
sired goal. After some spontaneous speech appeared in conversation in 
the third month, structural therapy was begun. 

We first used conversation only to gain insight into ES's attainable 
communicative level. Initially, he needed several minutes to prepare his 
utterances; his facial expression reflected his attempts. Mean length of 
utterances was 3-4 words. Content words were adequately used, al­
though sometimes marred by slight phonemic paraphasias, and agram­
matic features were prominent. When spontaneous speech became 
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more Broca-like, we repeated MIT to facilitate ES's initiation and to make 
him aware of simple sentence structures. 

To improve his word finding we used Intoned Sequence Units as pro­
posed by Marshall and Holtzapple (1972-1976) . ES completed the pro­
gram in 6 weeks, having improved his spontaneous speech. The mean 
length of utterance increased to such a degree that we could apply the 
Visuele Cue Program (VCP) (van de Sandt-Koenderman, 1986). By the 
end of the program ES could produce most of the sentences alone, even 
constructions with three constituents. If the first word of the sentence 
was an article or preposition, however, he still had problems. During 
VCP-therapy he was noted to have a syntactic comprehension deficit, 
especially for verb tense, forms of plurality, and complex prepositions. 
We combined VCP and the Wilson Expanded Syntax Program (WESP) 
to improve his syntactic comprehension. 

When his spontaneous speech and comprehension of sentences sta­
bilized (after 2 months), we shifted to reading, since ES complained that 
he could no longer read history books. We combined silent reading with 
reading aloud; his problems in reading aloud were similar to his initial 
level of spontaneous speech. He could only read (with effort) the con­
tent words. Input material was a mystery thriller. When he completed 
one or two paragraphs, (first reading aloud, then reading silently), we 
questioned him about the contents, and he answered laboriously. Read­
ing improved rapidly so that by 6 weeks he could read most function 
words. After 3 months, ES could retell, although effortfully, the essential 
part of what he had read without referring to the text. 

We then changed to writing. Here too ES started laboriously. Rapid 
improvement occurred, with the necessary first steps directed toward 
eliciting written responses to written questions about his life or the 
news. He answered with single content words. After 3 months, he began 
to write his biography on the typewriter, and he continued this activity 
for a few months. 

The primary goal of therapy for ES was improvement of verbal skills, 
especially syntax. The speech therapist merely guided ES, who suc­
cessfully responded in all modalities. The tasks functioned as triggers for 
covert skills; ES seemed to learn immediately from his own responses. 
The main problem for him was that it seemed unlikely that he could 
practice his verbal abilities sufficiently in daily life. However, we suc­
cessfully stimulated ES to resume collecting stamps, forcing him into 
verbal interaction with colleagues. 

Patient AD 

Structural Therapy started 11/2 years post-onset. AD was not a candidate 
for therapy initially because of his problems in accepting his handicap. 
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He was aggressive and manifested behavioral changes that were prob­
ably consequences of the stroke. Prior to therapy AD was observed 
every 3 months by an interdisciplinary team. The neurologist tried to 
control his epilepsy, and the neuropsychologist and the speech therapist 
gave guidance, especially to the partner, and were waiting for a positive 
change in the patient's behavior. Pre-therapeutic assessment started as 
soon as AD called for the interview and tried to follow the events in his 
environment instead of walking away, jumping up and desperately point­
ing to himself with aggressive exclamations, or trying to slap his com­
municative partner's face. 

Description on the axes system, 1 year and 3 months post-onset: 

Axis 1: Aphasia syndrome 

Global aphasia with fluent CVCV recurring utterances. 

Axis II: Somatic condition and neurological status 

Infarction in the area of the left middle cerebral artery, infarction in 
the right occipital lobe. 

Axis III: Neurological and neuropsychological disturbances 

Right-sided hemiplegia, hemianopsia, severe ideomotor and con­
structional apraxia. Ambulatory after three months. 

Axis IV: Psychosocial stressors and personality 

After stroke aggressive behavior, outbursts of temper, domineering. 

Axis V: Social circumstances 

54-year old man, married, one daughter, living at home. Profes­
sion: head crane-driver. Hobbies: fishing. 

Initially on the BDAE, AD scored 0 on all subtests. His spontaneous 
functional communication was ineffective. Spoken speech consisted 
exclusively of CVCV random utterances and cursing, and he made no 
attempt to use gestures communicatively. AD's head movements for 
yes/no were inadequate. The therapy-oriented diagnosis provided no 
direction for a therapeutic approach. During exploratory therapy Melo­
dic Intonation Therapy seemed to have a strong positive influence on 
various aspects of the patient's behavior. He could almost immediately 
repeat the intoned sequences, in strong contrast to his reaction to words 
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or spoken sentences. Furthermore, the method seemed to improve his 
attending and tum taking. Finally, due to his success, AD became strong­
ly motivated for therapy. 

Consequently, MIT was administered as a tool to maximize condi­
tions. However, the outlook for the recovery of speech seemed poor. 
After 3 weeks, AD began to answer questions about the earlier trained 
sentences. All sentences were constructed in consultation with his part­
ner so that AD could use the content words or the whole sentences 
spontaneously at home. Sentences were written during therapy so that 
he could point to the words during the auditory presentation. However, 
immediately after the MIT procedure, spontaneous speech occurred 
only during therapy. After 3 months AD made no progress beyond the 
level he had reached after 3 weeks. However, AD's attitude during ther­
apy and in daily life was positively changed. In therapy he was more seri­
ously involved, and his error-awareness was heightened, as was his at­
tention to spoken speech. At home he started to repeat or to complete 
parts of his wife's utterances. According to his wife, AD's auditory com­
prehension was better in daily life. 

Because the patient accepted only tasks in which he was to speak, we 
changed to the "Visual Cue Program," a method requiring only verbal 
repetition of utterances. After 2 months he could produce 50% of the 
SVO-sentences with a small cue: The first function word, the first pho­
neme, or even an initial mouth movement. He was able to produce 
spontaneously some content words associated with pictures. We then 
tried to improve his naming performance, using Sarno's Aphasia 
Therapy Kit with 100 pictures of common objects. After a few months 
of therapy AD could spontaneously name 70% of the pictures, but 
only when cued with the preceding article, a mouth movement, or the 
first phoneme of the noun. When a sentence was made with two pic­
tures, he could name only the second noun. At home his functioning 
was stable. 

AD's speech did not change in therapy. Consequently, we directed 
attention to comprehension. We used auditory word-picture matching at 
the single word level, with big pictures from different semantic fields. 
For sentence level comprehension, we administered the Wilson Ex­
panded Syntax Program (WESP). 

After 6 months of comprehension therapy we resumed work on lan­
guage production, with the help of a communication aid, the "Language 
Pocket Book" ("Taalzakboek'). This book provided AD with a practical 
pointing mechanism for functional communication. Because choosing a 
word from the book required selecting a semantic category and then its 
exemplar, he depended on his partner's guidance to manage. 
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Summary 

The therapy, initially aimed at improving AD's oral speech, influenced 
speech comprehension in daily life and thus his attitude in communica­
tive situations, according to his wife and his therapist. However, this 
change was not reflected in test results. 

We question whether any structural therapy is useful in a patient with 
fluent CVCV random utterances. Would the same effect not be observed 
after a period of adequate guidance? In this case guidance would have 
been psychosocial, medical, and communicative. Structural therapy may 
create false expectations, as was true in this case when the patient made 
substantial progress in a short period of time within a specific therapeu­
tic approach aimed at oral production. However, imitation of words 
proved to be an insurmountable obstacle for AD. Perhaps an elaborate 
investigation of his executive functions prior to therapy-planning would 
have predicted his lack of success. An extra complication was that the 
patient would only participate in therapy directed toward eliciting utter­
ances other than his CVCV concatenations. 

The therapist must make educated decisions about when to move to a 
different level. Most therapy focuses on different skills consecutively, 
beginning with the most severely impaired. When the therapy focuses 
on linguistic skills, assessment directed toward uncovering the underly­
ing deficit is often required (Howard & Patterson, 1989). An additional 
complicating factor is that some disorders are difficult to influence di­
rectly. Therapeutic intervention in phonology, especially in the pho­
nemic planning of words, is problematic. Error awareness may be per­
fect, as is recognition of distorted spoken or written words. We have 
obtained relatively good results when patients were asked to read writ­
ten words or sentences with graphically indicated stress patterns and 
syllabification. The effect of psychomotor therapy on neologisms is de­
scribed by Hadar (1989) who also suggests using semantic therapy to 
reduce neologisms. For patients with conduction aphasia, Cubelli, For­
esti, and Consolini (1988) proposed therapy directed toward the anal­
ysis of the phonological form. In the Netherlands, most therapeutic inter­
vention for Broca's aphasia focuses more on syntax than on semantics. 
Despite the fact that treating semantics has been shown to be effective 
(Patterson, Purell, & Morton, 1983), careful descriptions of therapeutic 
methods are lacking. 

We have designed two therapeutic programs for patients with Broca's 
aphasia; the "Visual Cue Program" (Visuele Cue Programma, VCP) (van 
de Sandt-Koenderman, 1986, 1987; van de Sandt-Koenderman & van 
Harskamp, 1987), and a Dutch version of ''Melodic Intonation Therapy" 
{van der Lugt-van Wiechen & Verschoor, 1987). 
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VCP aims to improve the syntactic quality of utterances in sponta­
neous speech by teaching sentence production through the use of vis­
ual symbols. The idea stems from the Romanian neurologist Voinescu, 
who based his idea on Luria and Tsvetkova. They presented patients 
pictures of a situation, together with a linear array consisting of one 
card for each word of the target sentence. These blank cards form an 
external scheme by which agrammatic patients can be cued to produce 
a complete sentence. VCP also uses a sentence scheme, but different 
symbols are used for nouns, verbs, prepositions, and determiners. The 
program provides exercises for several sentence types, progressing 
from simple to more complex forms. The central role of the verb in the 
process of sentence construction (Black et al., 1991) is stressed through­
out the program. 

Once the patient is able to produce a given construction, the visual cue 
is removed. Tasks can focus on manipulation of surface structures (e.g., 
changing a positive sentence into a negative, changing a declarative 
sentence into a question, changing nouns into personal pronouns) or 
manipulating the underlying argument structure and the role of the verb 
(e.g., making different sentences with one verb, making several sen­
tences by changing the verb). 

Kolk and van Grunsven's adaptation hypothesis (1985) suggests that 
agrammatic constructions should not be discouraged, because they rep­
resent a strategy to avoid slow and effortful production of complete 
sentences. Nevertheless, we have had rather good results with VCP. Al­
though spontaneous speech is rarely as good as performance on sen­
tence production tasks, our experience indicates that syntactic therapy 
positively influences speech tempo and the use of verbs. Without this 
therapy, the patients' speech often remains hesitant and effortful, at the 
expense of the transfer of information. 

Patient TL 

Patient TL was referred to the SAR by the speech therapy department of 
a general hospital, where she had received aphasia therapy from 2 to 24 
months post-onset. At 3 weeks post-onset she was diagnosed as having 
Broca's aphasia, with good auditory comprehension. TL began to speak 
in one-word utterances at about 6 weeks post-onset. She received 
individual therapy during the first year, which consisted of "Language 
Pocket Book" training, PACE (drawing, writing), and exercises for word 
finding, naming, and syntax. AT 13 months post-onset individual ther­
apy was discontinued, and TL began to participate in group therapy. 

The question was whether her spontaneous sentence production 
could be still influenced by using VCP. To decide whether or not to use 
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VCP, TL was examined by a neurologist and a neurolinguist. In this case 
linguistic assessment included our syntactic battery. 

At 2 years post-onset, the information on the five axes was as follows: 

Axis 1: Aphasia syndrome 

Broca's aphasia, alert and communicative. Spontaneous speech 
nonfluent and agrammatic, predominantly single NP's occasion­
ally simple sentences. Hardly any verbs, but when using verbs, 
production of the inflected form. Comprehension of reversible 
sentences 65%, naming verbs 40% (lower level than naming 
nouns), production of simple sentences possible, production of 
prepositions relatively good. 

Axis II: Somatic condition and neurological status 

Infarction in the territory of the left middle cerebral artery. 

Axis III: Neurological and neuropsychological disturbances 

Right hemiplegia, right hemianopsia, mild buccofacial apraxia, no 
ideomotor apraxia, no signs of speech apraxia. Mental status exam­
ination: no indication for formal neuropsycholgical assessment. 

Axis IV: Psychosocial stressors and personality 

No stressors besides aphasia. Good motivation. 

Axis V: Social circumstances 

56-year old woman, right-handed, assistant on the nursing staff of a 
nursing home. Married, supportive husband, retir~d from his job 
as a hospital administrative clerk. Three children who all live in the 
same town as TL. 

It was concluded that TL's problems producing verbs in sentences 
and, to a lesser degree, in naming tasks could be treated using VCP. This 
decision was based on her good motivation and her excellent psychoso­
cial situation. It was expected that the whole family would support TL 
during treatment. To control the effect of VCP treatment, two 3-month 
therapeutic periods were planned, preceded by a baseline period. 

Following therapy, most of the AAT and syntactic scores remained the 
same. The sentence production score did not change but the test took 
much less time, indicating that TL's sentence construction had become 
less effortful. In addition, naming of actions (verbs) improved while 
naming of objects (nouns) remained stable. 
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Analysis of spontaneous speech, based on Saffran et al., (1989) and 
Byng and Black (1989) yielded the following results: There was a clear 
improvement in the production of verbs versus the production of nouns 
(noun-verb ratio). As in naming tasks, TL used many more verbs in her 
spontaneous speech after each therapy period. The argument structure 
of the utterances also improved. 

Our observations of TL were reinforced by reports from the patient, 
her family, and even people who did not know that she had received 
individual therapy that, suddenly, she talked much better. 

Melodic Intonation Therapy (MIT) is appropriate for several groups 
of patients: Patients with severe chronic Broca's aphasia; patients with 
Broca's aphasia with apraxia of speech; and patients with global aphasia 
and nonfluent recurring utterances, consisting of words or CVCV con­
catenations. As mentioned by Springer (1989), MIT may be applied in 
the acute stage to trigger oral speech in mute patients with a mild to 
moderate comprehension disorder. In our experience the process of 
deblocking speech may take just a few days. The patients to whom we 
administered MIT during the acute stage were evolving into non-agram­
matic Broca's aphasics, which may be an intriguing observation in view 
of the hypothesis of Beyn and Shokor-Trotskaya (1966) that it is possible 
to prevent agrammatism. In one case we administered MIT to a patient 
with Broca's aphasia and nonfluent CVCV recurring utterances at 10 
months post-onset. Our hypothesis was that the patient was confined in 
an overt articulatory loop by his apraxia of speech (Blanken, Wallesch, & 
Papagnos, 1990; Poeck, de Bleser, & Graf van Keyserlingh, 1984). After 6 
weeks of therapy the recurring utterances had been replaced by one- to 
three-word sentences with phonemic paraphasias (Visch-Brink & Wie­
laert, in preparation). 

The use of MIT with globally aphasic patients is described by van der 
Lugt-van Wiechen and Visch-Brink (1989). Nine patients with stroke­
induced global aphasia, right-sided hemiplegia, and buccofacial apraxia 
were studied. Five patients made nonfluent recurring utterances in 
spontaneous speech, and one patient was a fluent CVCV global aphasic. 
All patients received at least 6 weeks of MIT. The recurring utterances of 
the nonfluent global aphasics disappeared, as described by van Eeck­
hout, Meillet-Haberen, and Pillon (1981). This effect was independent of 
the time post-onset. Two patients with initially nonfluent recurring utter­
ances developed spontaneous speech, mostly isolated content words. 
The method failed to work in the patient with fluent CVCV recurring 
utterances. One of the three other patients without recurring utterances 
also developed spontaneous speech. 

Motivated by the literature on the effectiveness of semantic therapy 
(among others Howard, Patterson, Franklin, Orchard-lisle, & Morton, 
1985), a Semantic Therapy Program was recently developed for patients 
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with mild to moderate semantic impairment. The program consists of 
three parts: Word, sentence, and text level. Each part has three degrees of 
difficulty. To give the therapist the opportunity to switch levels, from 
word to sentence level and back, which may have a facilitating effect, the 
same words are incorporated at both levels. Patients are asked to per­
form tasks such as classification, matching, judgments of correctness, 
answering questions, and detecting material that is out of context. The 
more complex tasks occur at the level of text. Another semantic therapy 
program, which is part of the "Auditory Language Comprehension 
Program" (" Auditief Taalbegripsprogramma'1 developed by Bastiaanse, 
van Groningen-Derksen, Nijboer, and Taconis (1986), requires the pa­
tient to match a word with a picture. The difficulty of the task is manipu­
lated by varying the degrees of semantic relatedness between the target 
and the distractors. 

Since the early 1980s, when microcomputers became available, com­
puter-assisted programs for aphasia therapy have been developed (Rob­
ertson, 1990; Stachowiak & Willeke, 1987). Such programs have become 
increasingly sophisticated, and it is generally agreed that the computer 
can be useful for a number of tasks. The advantages have often been 
stressed. The patient can work independently, supervised by the thera­
pist. Consequently therapy sessions can emphasize other tasks, such as 
generalization of learned skills. Working independently is often very 
satisfactory for the patient, because the computer reacts to his activities, 
but does not judge the way a therapist does. In addition the computer 
allows unlimited response time. 

Considering these advantages, it is surprising how long it has taken to 
incorporate microcomputers into aphasia therapy. In the Netherlands 
only a few centers use microcomputers, partly because of the shortage of 
adequate software. Many patients can spend a great deal of time at the 
computer and thus need a range of programs. The first program for 
aphasia, the "System for Therapy for Aphasic Patients" (STAP), was 
developed in 1980 through the cooperation of the Rehabilitation Center 
"de Hoogstraat" and the Technical University Delft (Janssen et al., 1986; 
de Vries, 1984, 1987). After an 8-year experimental period the program 
became commercially available. It contains a treatment system for thera­
pists, and a training system for patients. In the treatment system, the 
therapist chooses the exercise and, for each patient, adjusts the type of 
words or sentences, the kind of feedback, and the help to be provided. 
The program includes exercises at the word and sentence level. 

In addition, a set of diskettes containing exercises and games of vari­
ous types, "Compro," was published by the AVN, the Dutch Aphasia As­
sociation (Kobben & Nib bering, 1992). These are not presented as apha­
sia therapy, but as recreation. As mentioned, a specific problem of Dutch 
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aphasiologists is that the potential market is rather small. Therefore, in 
this area as in others, international cooperation is essential. 

A German program, "Lingware/Stach," developed by Stachowiak, 
and colleagues, has been translated into English, Italian, and Dutch as a 
result of European Community concerted action. This program provides 
many different types of exercises and uses spoken language in addition 
to pictures and written text. The system also provides an authoring sys­
tem that enables the therapist to create new exercises. 

We have developed a program specifically for word finding, called 
"Multicue" (van Mourik & van de Sandt-Koenderman, 1992). This pro­
gram demonstrates that the computer can also be used for learning strat­
egies. The basic principle is to let the patient experience the effect of sev­
eral cues on his word-finding problems, and to learn to choose among 
these different possibilities. The long-term effect of the program is that 
the patient internalizes the various possibilities presented in the pro­
gram and learns to choose among them in everyday situations. Each cue 
provides different kinds of information. For example, if a patient cannot 
name the picture of a bicycle, he can choose from a variety of categories 
of cues to help him. One cue, for example, provides associations such as 
"traffic" and "flat tire." Another suggests that the patient imagine aspects 
of the target such as use, movement, how it feels, and so forth. Another 
presents specific semantic features such as "vehicle," "two wheels," and 
so forth. Two cues provide extensive semantic information about the 
target. The patient's choices during therapy sessions are registered. 

COMMUNICATIVE STRATEGIES 

The patient must integrate his basic communicative skills to produce 
an information-carrying message. The speech therapist arranges vari­
ous situations that permit patients to develop strategies for facilitating 
information transfer. Patients must become aware of their abilities through 
experience. Therapy leads to optimizing verbal strategies or alternative 
systems in the context of a structured communicative situation, as advo­
cated in PACE therapy (Davis & Wilcox, 1981). The main objective is to 
increase success in exchanging information. Functioning at discrete lin­
guistic or nonlinguistic levels is of value only in relation to the informa­
tion value of the utterance. A syntactically ill-formed utterance with ade­
quate semantic structure will be successful in a functional context; 
numerous syntactic self-corrections may decrease the listener's atten­
tion. Unsuccessful strategies can be modified by using more facilitative 
strategies (Golper & Rau, 1983). 

The role of the speech therapist is to arrange communicative situa­
tions to optimize patients' use of their abilities, to observe patients' com-
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municative behavior, and to model effective communication strategies. 
There are some pitfalls. Patients often simulate modeling the speech 
therapist without really choosing that kind of behavior, with the result 
that they use this behavior even in situations in which another strategy 
would be better. The therapist must help them to develop flexibility in 
selecting communicative strategies appropriate to the particular situa­
tion. The time required for information transfer and the clarity of the 
message are measures of the success of therapy. 

The following illustrates how AG, a 66-year-old male with chronic 
moderate amnesic aphasia, learned to modify his message through 
PACE therapy. 

AG participated in PACE for 2 hours weekly over 2 months. His AAT 
scores did not change over time. AG was asked to read and retell short 
journal reports. The therapist modeled differentiation between main 
points and side issues. The following journal entries compare pre- and 
post-therapy. 

Pre-therapy: duration 2 minutes, 40 seconds. 

AG: There is the environment of Woensdrecht (place name) there 
has of Woensdrecht there they took a new com com comman­
der. That that that is the 48 year old sergeant, I don't know 
exactly, of the base. That man is there took for the head, ap­
pointed to be a head. Yes, that's it, I believe. The old Emme­
rich (person's name), that man became (neol.) [neol.], no, 
that of the of the year before, before, yes no, the new Emme­
rich the the Emmerich we don't take, no. Yes, that is easy now. 
He found the present commander Emmerich oh, oh, now that 
on that new commander that is the 48 year of that. I don't 
know, to the base Woensdrecht, takes eh Oendrecht the. 

TH: So in Woensdrecht there is a new 48-year-old commander. 
You do not know his name. But you said Emmerich. 

AG: Yes, that man they picked up. Yes, he goes in, he leaves. 

TH: Oh, that man is succeeded by someone. 

AG: Yes, yes, then he is on. 

Post-therapy: duration 30 seconds. 

AG: There is a commander of to Woensdrecht, there is there is 
[neol.] nominated mayor no the commander Schut (person's 
name) to eh Woensdrecht. She is nominated there by 28 
February. The man who the [neol.] who leaves is the com­
mander Emmerich. 
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Successful therapy essentially means that a patient knows his com­
municative limits and tries to find the best strategies to convey his mes­
sage and to receive messages from his conversational partner. 

Training conversation is not always a necessary component of aphasia 
therapy. For example, patients with mild to moderate phonological defi­
cits may not need such therapy. Most such patients are very aware of er­
rors and will spontaneously integrate into conversation what they have 
learned in therapy. 

CONVERSATIONAL INTERACTION WITH PARTNER 

As the patient and his conversational partner adjust to the linguistic hand­
icap, they learn how to resolve blockages during conversation. Therapy 
leads to mastery of verbal strategies or alternative systems in the context 
of a structured communicative situation. The partner may actually be 
more involved in the therapy than the patient. Better communication in 
daily life often has its roots in the changed behavior of the partner. Ther­
apy may increase the understanding of family members and friends of 
the nature of the patient's problems. Perceptions of spouses' problems 
were more concordant in a treated than in an untreated group (Shewan 
& Cameron, 1984). The treated group also appeared to have learned 
more ways to communicate with aphasic patients, such as rewording 
sentences and assisting with word retrieval problems, than the untreated 
group. In our experience, guidance and counseling is not enough to 
facilitate the communicative interaction between the partner and the 
patient. Many observations of patient and spouse in a verbal communi­
cative interaction are necessary to assess the problems which may arise 
and to determine the limits and the terms of adequate assistance, as ex­
emplified by patient DL and patient JT below. 

Patient DL 

Axis 1: Aphasia syndrome 

Transcortical sensory aphasia, no dysarthria. In the acute stage there 
was no speech production. Comprehension was severely disturbed. 

Axis ll: Somatic condition and neurological status 

Infarction in the posterior left temporal lobe. Medical history: atrial 
fibrillation with cardioversion and hypertension. 

Axis lll: Neurological and neuropsychological disturbances 

Severe acalculia, lack of initiative, slight disorder in visual perception. 
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Axis IV: Psychosocial stressors and personality 

No stressors. 

Axis V: Social circumstances 

70-year-old retired physician, three children, many social contacts. 

Structural Therapy: For the first 6 months we used semantic therapy 
with visual verbal material, his best input channel. Much time was spent 
grouping words from the same semantic category, labeling semantic 
categories, making yes/no judgments about a picture/word presenta­
tion, semantic feature recognition and other semantic tasks. When DL's 
naming performance improved, we shifted to PACE therapy to try to 
increase his initiative, with little progress. 

A positive side effect of PACE therapy was that DL became accus­
tomed to auditory input. We returned to semantic therapy which com­
bined auditory and visual presentation of verbal material. To improve his 
verbal comprehension, we presented spoken texts on tape, and DL was 
asked to detect utterances or combinations of words which did not fit 
into the text. When necessary, we showed him the written text to detect 
the errors. After 6 months of therapy, the patient could understand tape 
recorded books for the blind. 

The patient's wife had great difficulty accepting the severity of the dis­
order. It took a year-and-a-half for her to interpret his behavior more 
realistically. She attended almost every therapeutic session and repeat­
edly told the therapist that DL could have done much better: she said 
that his shyness caused his lack of initiative and erroneous responses. 

To improve their communicative interaction we began conducting 
therapy at their home. At first the therapist observed DL and his wife 
during a conversation about shared experiences. The therapist noted the 
types and frequency of the spouse's intervention, and tape recorded the 
conversation for future analysis. This revealed that the partner used 
many unfinished sentences in rapid succession to try to elicit informa­
tion. Further, she frequently asked for names and dates which the pa­
tient could not produce, causing unnecessary blocks. When miscommu­
nications occurred she forced the patient to use gestures, most of which 
were unsuccessful. DL appeared to function rather well in conversation 
when his partner gave semantically associated words or descriptions. 
She led him to the topic of interest or to an answer through a seman­
tic context. 

We began to use family and magazine photographs. The wife was taught 
to comprehend DL's semantic paraphasias by presenting related words 
and asking him to say whether they were the word he was seeking. 
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After 3 months, DL's wife had become more attentive to her husband's 
utterances. She stopped using the rapid unfinished sentences that con­
fused him and helped him to structure his message by guiding him 
semantically to the answer. To resolve the blocks caused by DL's difficul­
ties producing names, we gave him a ''Language Pocket Book" with writ­
ten names of shops, friends, and family, as suggested by his wife. 

Patient ]T 

Axis 1: Aphasia syndrome 

Mild to moderate Wernicke's aphasia, most problems in spontane­
ous speech, including word finding difficulties, semantic parapha­
sias and empty speech. He had slight logorrhea but succeeded in 
conveying his message. He was sometimes aware of his problems. 
On the Token Test he scored in the normal range but he clearly had 
comprehension difficulty with spoken language. He denied this al­
most completely and usually blamed his wife for not being precise. 

Axis D: Somatic condition and neurological status 

A long-standing hearing loss, unchanged after the cerebral hemor­
rhage, which he suffered while staying in his summer house in 
southern France. After unsuccessful embolization, he was taken to 
the Rotterdam Academic Hospital. Physically he recovered 
quite quickly and his aphasia improved quickly as well. 

Axis DI: Neurological and neuropsychological disturbances 

No problems. 

Axis IV: Psychosocial stressors and personality 

Not willing to accept his language problem in addition to his hear­
ing loss. Blamed the latter for all of his problems. 

Axis V: Social circumstances 

Right-handed, 73-year-old male retired financial manager of a 
medium-sized company. Intelligent and a strong personality. 

Despite denial of some of his problems, JT agreed to a weekly visit 
with his wife to our outpatient clinic for therapy and guidance. It was 
often very hard to determine whether he could not hear speech or could 
not understand language, but it was clear that his comprehension was 
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poorer after the hemorrhage, although his audiogram remained the 
same. His wife discovered that he understood written better than spoken 
language. They came to the clinic for 4 months. 

The goals for structural therapy for JT were: Convey on-topic informa­
tion, listen to wife's questions, let her know when not quite understand­
ing, and ask for written information. Goals for Mrs. T were: Help him to 
stick to the subject, tell him when not understanding, and continue to 
use written information, especially when changing the subject. 

The tasks included giving JT a short newspaper story both auditorily 
and visually, and then having him answer direct questions. He was al­
lowed to make comments only after the tasks were completed. JT and his 
wife participated in PACE therapy. They described newspaper photo­
graphs to one another. The therapist supplied the material and discussed 
the process afterwards. 

During this period, JT began to recognize the difference between not 
hearing speech and not understanding language. He admitted that he 
sometimes used wrong words or even strange words and that he did not 
always understand what his wife meant. He also admitted that he was 
afraid of becoming demented and of having another hemorrhage. He 
had great difficulty accepting what had really happened to him. 

His wife learned a great deal from participation in the therapeutic 
sessions. Mr. and Mrs. T were informed about the Dutch Aphasia Associ­
ation, a society for aphasic patients and their families, and some recent 
literature was recommended. Both welcomed the books, but preferred 
further backup from their own children and a few friends. 

COMMUNICATION IN DAILY LIFE 

In daily life situations, speech therapists may guide patients in situations 
such as shopping, using the telephone, and writing or reading a letter or 
a postcard. Therapists also can help people to use communication aids 
creatively in everyday life. 

Clinical experience has suggested that there is a great discrepancy be­
tween the use of augmentative speech resources in therapeutic settings 
and in natural environments. Patients ~ometimes do not recognize the 
communicative value of a communication aid, and further, lack flexibil­
ity, not necessarily a consequence of the aphasic disorder, but possibly a 
consequence of brain damage. 

For severely impaired patients, this stage of therapy often focuses on 
the use of the "Language Pocket Book" ("Taalzakboek'1 (van Haaften­
van Bekkum, Vries, Stumpel, & van Loon-Vervoorn, 1981; de Vries, 
1989). This book provides word lists and pictures organized by catego­
ries or situations, as an aid to communication. To find words, the patient 
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must select the appropriate semantic categories. To do this, the patient 
must be able to categorize words and concepts. Therefore, with severe 
patients much attention is focused on learning to use the book. 

A new communication book has recently been developed by Ver­
schaeve (in press; Verschaeve & van Mourik, in press). This "Conversa­
tion Book" (Gespreksboek) provides written words and pictures organ­
ized in a unique way. To classify the words and concepts, five main 
categories corresponding to semantic characteristics are used: Who and 
what, doing and happening, where, when, and how. 

The aphasic person's conversational partner must play an active role, 
asking the same questions about each semantic characteristic each time. 
These questions are provided in a communication scheme: The patient 
can point to the correct answer, and the answers refer to "chapters" in 
the book. For example, at first the patient has to indicate about "whom or 
what" he wants to tell something, and the first question is whether it is 
about a human being, an animal, or a thing. The partner has to check 
regularly whether he has understood everything correctly. It is recom­
mended that the patient's choices be written down so that the course of 
the conversation is evident. 

COMMENTS 

When a patient achieves less in therapy than had been expected, the 
therapist should try to figure out why, beginning with a re-evaluation of 
the choice of therapy. The failure of model-inappropriate therapy has 
been demonstrated by Nettleton and Lesser (1991), who provide a 
strong argument for a detailed model-based language assessment as a 
prerequisite for planning therapy. 

However, an analysis of the language deficit alone is not necessarily 
sufficient. Extralinguistic factors also influence the effectiveness of Struc­
tural Therapy. Thus, multi-axial evaluation is necessary, both to recon­
sider any disturbing circumstances and to refocus the patient's clinical 
picture. Such a review should be conducted at each turning point during 
the course of Structural Therapy to prevent at the end of therapy a bewil­
dering gap between expectations and the actual level of progress. 

As important as specifying the skills that respond to treatment is the 
enumeration of unreachable speech levels. Patients must be guided in 
both directions: Their awareness of optimum communicative skills and 
acceptance of the fact that some situations will be too difficult to manage 
without help (e.g., the wish to read the newspaper or a book is unrealis­
tic for most patients, even those who are labeled as nonaphasic by a diag­
nostic test battery). After some aphasic individuals succeed in reading a 
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favorite book, they may complain that they do not know why they 
admired it before. Their sensitivity to linguistic aspects other than literal 
meaning seems to have disappeared. 

EPILOGUE 

We have presented our approach to aphasia rehabilitation, resulting 
from many years of clinical experience. Our multidisciplinary team 
meets weekly to discuss treatment for patients with neurological speech 
and language disorders who have been referred to the diagnostic team 
of the Stichting Afasie Rotterdam. 

The SAR was designed to simplify diagnostic procedures and to stim­
ulate the development of new therapeutic techniques. With the exten­
sion of diagnostic tools in the domain of neuropsychology and aphasia, 
influenced in part by linguists' growing interest in aphasia, test results 
began to influence therapeutic decisions. Newly developed therapeu­
tic approaches required specific selection criteria, which were then re­
flected in assessment. Our enthusiasm for Structural Therapy based on 
formal analysis of the language disorder initially diverted our attention 
from patients' psychosocial and medical realities. However, in clinical 
practice the impact of psychosocial factors on the success of therapeutic 
methods was so great that we were required to affirm the importance of 
checking these essential features. 

The axes system provides a starting point for the selection of aphasic 
patients for Structural Therapy. The complex of features described on 
the various axes predicts the effect of remediation on the patient's com­
municative level in daily life. 

The assessment of the aphasia syndrome (axis I) has been well devel­
oped since the founding of SAR, because standardized test batteries and 
tests for subcomponents of the aphasic disorder have become available. 
Detailed assessment in terms of cognitive neuropsychology often leads 
to a hypothesis about the effect of model-based therapy. 

Clearly somatic condition and neurological status (axis II) influence 
the course and duration of therapy. Well-described systematic speech 
therapy directed at improving the patient's communicative level suc­
ceeds only if therapy is not frequently interrupted by illness. 

Knowledge about which neurological and neuropsychological distur­
bances (axis III) are relevant for aphasia therapy is limited. We lack clear 
insight into the impact of neuropsychological disorders on speech ther­
apy. As a first step, the SAR has directed attention to patients with global 
aphasia, to determine the weight of neuropsychological factors for sever­
al types of treatment. 

One of the most difficult factors to assess accurately is the extent to 
which psychosocial stressors, personality, and social circumstances 
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(axes IV and V) affect selection of patients for Structural Therapy and 
development of appropriate approaches to therapy. We recognize that it 
is hard to make generalizations. It is not always easy to detect relevant 
features such as depression, which may greatly influence both the pa­
tient's motivation for therapy and his functioning on cognitive tasks, 
including language. 

Despite its uncertainty the axis system appears to be clinically useful. 
Using this method of describing patients, we are in a better position to 
identify favorable conditions for Structural Therapy. Previously, the de­
cision-making process was opaque for people who did not know the pa­
tient personally. It became clearer when pre-therapeutic assessment was 
divided into well-described subcomponents and subgoals of therapy 
were recognized. For insiders, the system gives structure to the stream of 
information and provides an opportunity to note the patient's life situa­
tion. For outsiders, the system clarifies the arguments that supported the 
decision for a specific therapeutic approach. 

New developments in pre-therapeutic assessment will be reflected in 
the system; executive control functions (Glosser & Goodglass, 1990) 
may be an indispensable issue in relation to the success of Structural 
Therapy. Refinements in the selection criteria for specific therapeutic 
approaches will also be incorporated in the axes system for individual 
patients. For example, the intactness of phonemic discrimination may be 
a prerequisite for the rehabilitation of writing in brain-damaged patients 
(Carlomagno & Parlato, 1989). 

The axes system requires interdisciplinary cooperation. Such cooper­
ation is necessary not only during pre-therapeutic assessment, but also 
during Structural Therapy. As patients' nonlinguistic features change, 
the therapeutic program also will change. It is possible that a commu­
nicative impairment is the consequence of a primary nonverbal deficit 
(Davis, 1989), which may require a nonlinguistic therapy. 

The main goal of evaluation and of aphasia therapy is to establish 
adequate communicative abilities in daily life. However, our knowledge 
about the essential aspects of communication is limited. Since the devel­
opment of the Rating Scale of Speech Characteristics (Goodglass & Kap­
lan, 1972), much progress has been made in the ways spontaneous speech 
can be analyzed (e.g., Saffran et al., 1989). Still lacking, however, is a 
clinically applicable design for analyzing communicative acts. We be­
lieve that "Still there are very few tools to measure the ability to com­
municate" (Frattali, 1992). The available scales for measuring functional 
communication are designed primarily to describe the communicative 
channels that the aphasic patient uses. They do not provide an in-depth 
analysis of important communicative features. The most devastating 
aspect of aphasia is its resultant difficulties with the transactional and 
interactional functions of language (i.e., the content-bearing aspect and 
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the social aspect, respectively; see Brown & Yule, 1983). A realistic 
therapy program must take those functions into account. To that end, 
aphasic patients must be observed in different communicative situa­
tions. Patients with residual aphasia, however minimal, continue to com­
plain about their inadequate functioning in conversation. Knowledge of 
why they fail might help us to elaborate on a workable definition of func­
tional communication. At the same time we must realize that, especially 
in the field of communication, remediation has its limits. "The linguistic 
meaning of an uttered sentence falls short of encoding what the speaker 
means" (Sperber & Wilson, 1986). 
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Sydney, Australia 

The clinical approach taken to the rehabilitation of aphasic speakers de­
pends very heavily on the perspective from which the clinician views 
communication and, in particular, language. Although many such per­
spectives exist in the field of clinical aphasiology, which indeed are not 
necessarily mutually exclusive, they appear to fall basically into two main 
categories. The first includes those who view the language system as a 
set of rule-governed principles, driven by internal processes, existing 
within an individual (the intrapsychological perspective). The second 
includes those who view language as a social process in itself, the means 
by which meanings are created and negotiated between individuals (the 
interpsychological perspective). Having worked with aphasic adults for 
over 15 years in the acute stage and in the longer term, I have utilized as­
pects of both of these approaches at one time or another, often taking 
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what I think is a typical eclectic approach to treatment. However, in re­
cent times, my approach has reflected the latter perspective, the inter­
psychological one, in which language as a social process is central to my 
treatment strategies. In this chapter I attempt to outline why I am pursu­
ing this approach, and how I am implementing it clinically. Finally, I offer 
some ideas that may stimulate further discussion of such approaches. 

When I started working in the area of aphasia rehabilitation in the 
1970s, resources for investigating intrapsychologicallanguage processes 
were relatively highly developed and indeed constituted the main focus 
of assessment and treatment. Aphasia tests such as the Minnesota Test 
for the Differential Diagnosis of Aphasia (MTDDA) (Schuell, 1965), the 
Boston Diagnostic Aphasia Examination (BDAE) (Goodglass & Kaplan, 
1972), the Porch Index of Communicative Ability (PICA) (Porch, 1967, 
1981), and later the Western Aphasia Battery (WAB) (Kertesz, 1982) all 
examined a range of psycholinguistic abilities. They were utilized clinically 
for diagnosis, planning of treatment, and monitoring of progress. 

Although treatment strategies varied, the nature of language treatment 
usually followed a basic principle of grammatical constituency, working 
from the lowest level to the highest. In aphasia treatment, this usually 
meant working from the word level to the phrase to the sentence and 
more recently to the discourse level. Inherent in aphasia treatment was 
the principle that the lowest level of constituency was necessarily the 
easiest and therefore should be the starting point of therapy. As the sen­
tence was usually seen as the upper limit of manipulable language units, 
conversation or discourse was considered a "carryover" level. That is, 
one would work on a particular syntactic structure or skill, such as nam­
ing ability, and then examine samples of spontaneous speech to see if 
they were used in this context. 

Research into intrapsychological processes has continued to provide 
significant insights into the aphasic deficit and directions for interven­
tion, particularly with the advent of cognitive neuropsxchology (Behr­
mann & Ueberthalm, 1989; Byng, 1988; Byng & Coltheart, 1986; Cara­
mazza, 1984, 1986; Coltheart, 1980, 1985; Coltheart, Sartori, & Job, 1987; 
Ellis & Young, 1988; Jones, 1986; Schwartz, Unebarger, Saffran, & Pate, 
1987) and recent applications of Chomsky's (1981) Government and 
Binding Theory (Grodzinsky, 1986; Shapiro & Levine, 1989; Shapiro & 
Thompson, 1992; Thompson & Shapiro, 1992). However, equally illum­
inating insights into aphasia have been provided in more recent years by 
researchers concerned with the social/functional aspects of the disorder. 
These insights formed the basis of my initial excursions into interpsycholo­
gical functioning and have become my primary focus of interest. 

During the late 1970s and 1980s, Holland (1975, 1980, 1982) Davis and 
Wilcox (1985), and others began looking at aphasia from a social/func­
tional perspective, shedding light on the ways in which aphasic individ-
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uals communicated in everyday contexts. Of course, the seed had been 
sown in 1969, with the publication of Sarno's Functional Communica­
tion Profile, but I think it would be fair to say that the functional perspec­
tive as a significant movement in aphasiology was not adopted with any 
great enthusiasm until the late 1970s. Whereas the standardized aphasia 
tests (BDAE, PICA, WAB) concentrated on psycholinguistic skills in­
volving component parts of the language system, these "functional" 
analyses probed more general communicative skills of speakers during 
conversation. They examined the performance of speakers in everyday 
situations (Communicative Abilities in Daily Living-CADL) (Holland, 
1980), their ability to convey new information (Promoting Aphasics' 
Communicative Effectiveness, the PACE technique) (Davis & Wilcox, 
1985), and their ability to perform such conversational skills as tum-tak­
ing, maintaining eye contact, maintaining topic, and asking relevant 
questions (Damico, 1985; Prutting & Kirchner, 1983). The era of prag­
matics was thus ushered into Speech Pathology, offering speech pathol­
ogists new ideas on how aphasic speakers communicated and challeng­
ing clinicians with decisions as to what components of communication 
required remediation. 

One of the main challenges inherent in this way of looking at aphasia 
was that it required clinicians to focus not only on what aphasic clients 
could not do, but what they could do. As Holland (1991) noted, a prag­
matic-centered approach to aphasia treatment is a "strength-centered" 
approach, rather than a "deficit-centered" one, which had previously been 
the prevailing perspective. 

However, whereas pragmatic analyses tended to describe the status of 
general speech functions such as questions, denials, assertions, and so 
on, they said little about how these functions were realized linguistically 
by a speaker. The different ways in which a speaker could produce such 
speech acts was scarcely discussed in any aphasiology literature. Most of 
the clinical discussion to date has focused on the speech act as a single 
entity without specific reference to the potential for variation in its reali­
zation for different purposes. For example, a denial can be achieved 
through a number of syntactic structures, numerous choices of lexical 
items involving varying levels of conviction, and with a number of differ­
ent intonation patterns, all with specific semantic intent. Similarly, func­
tional analyses which looked at performance during everyday activities, 
such as those sampled in the CADL, did not provide information on how 
the speakers achieved adequate responses. 

Concurrent with the interest in pragmatic skills during discourse was 
the introduction of a number of spontaneous speech analyses which 
were concerned with the incidence of certain types of linguistic behav­
iors during connected speech (Berko-Gleason, Goodglass, Obler, Green, 
Hyde, & Weintraub, 1980; Shewan, 1988; Wagenaar, Snow, & Prins, 1975; 
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Yorkston & Beukelman, 1980). These analyses encouraged clinicians to 
look at the frequency of verbal behaviors such as verbal paraphasias, neo­
logisms, and word-order mistakes as well as the so-called "efficiency" 
of communication, that is, the amount of content conveyed within a cer­
tain time frame (Yorkston & Beukelman, 1980). Such analyses have been 
used mainly for monitoring change over time and for examining certain 
aspects of carryover from psycholinguistically based treatments. 

Clinically, such analyses enabled me to look at the <;onnected dis­
course of my clients in a systematic fashion, but these measures only 
vaguely directed me into therapy involving spontaneous speech. This, of 
course, was not surprising, because they were not based on theories of 
discourse, but were merely aimed at the monitoring of single word and 
sentence skills at the discourse level. 

In the early 1980s I became aware of discourse analysis as it had devel­
oped in the field(s) of linguistics/sociolinguistics. As a clinician, I was be­
coming increasingly convinced that analysis of language performance 
during conversation and in other meaningful contexts could shed signif­
icant new light on the aphasic deficit. The pragmatic and other "function­
al" analyses were already beginning to yield such new insights (Aten, 
Caligiuri, & Holland, 1982; Gurland, Chwat, & Wollner, 1982; Holland, 
1980, 1982; Lubinski, Duchan, & Weitzner-Un, 1980; Wilcox & Davis, 
1977). I became convinced that a more comprehensive knowledge of lin­
guistic theory, and discourse grammar in particular, could provide fur­
ther insights into the ways in which aphasic speakers communicated. Al­
though functional analyses offered significant new perspectives, it also 
seemed important to call upon linguistic theory in an effort to document 
the linguistic realizations of the speech functions under focus. Linguis­
tic accuracy was not the issue, as Holland (1975) discussed, but the apha­
sic speaker's utilization of linguistic resources needed to be addressed. 
With text linguistics and discourse analysis developing at an amazingly 
rapid rate, it appeared that a linguistic theory, based on the notion of dis­
course and language use, would have much to offer the description of 
the aphasic deficit. Indeed, the work of Ulatowska and her colleagues 
(Ulatowska, North, & Macaluso-Haynes, 1980, 1981; Ulatowska, Weiss­
Doyen, Freedman-Stern, & Macaluso-Haynes, 1983) was beginning to 
demonstrate the usefulness of applying notions of text grammar to apha­
sia, by drawing on the work of linguists such as Van Dijk (1977), Kintsch 
and Van Dijk (1978), and Longacre (1976) in the analysis of the narra­
tive and procedural discourse of aphasic speakers. 

I was fortunate enough to have the opportunity to study with profes­
sor Ruqaiya Hasan, an accomplished sociolinguist, who had written ex­
tensively in the field of text/linguistics, that is, discourse analysis. This 
experience changed my perspective on language and the role of lan­
guage in social organization, providing me with the framework for sub-
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sequent research in aphasic discourse, on which I have based my clini­
cal diagnostic and treatment procedures. This framework was based on 
the work of Michael Halliday (1985a) and his version of a systemic-func­
tional grammar. 

SYSTEMIC-FUNCTIONAL GRAMMAR 

Systemic-functional grammar provides a way of looking at language as a 
set of meaning resources rather than a set of rules. For the last 50 years, 
linguistics has emphasized structural or formal grammar, such as Chom­
sky's transformational grammar, which focuses predominantly on syn­
tactic rules, separating form from meaning. A functional grammar, on 
the other hand, focuses on meaning and the ways in which the lexis 
(wording) and syntax realize meanings. It is of interest to note Halliday's 
(1985a) explanation of the three main ways in which a functional gram­
mar operates, differentiating it from a formal one. First, a functional 
grammar is "designed to account for how the language is used" (p. 13), 
and is explained in terms of the context in which it is functioning. Halli­
day stresses the fact that language is not an arbitrary system - it is orga­
nized relative to its ability to express human needs - hence, it is func­
tional in nature. 

Second, the fundamental components of the grammar are related to 
meaning. Halliday distinguishes two main types of meaning: interpersonal 
and ideational. Hence, language has two purposes: (a) to help individuals to 
understand the environment (ideational) and (b) to permit them to act 
on others (interpersonal). The content of discourse assists in the realiza­
tion of the former two components. Finally, each part of the grammar is 
seen in the context of the whole. As Halliday explains, "each element in a 
language is explained by reference to its function in the total linguistic 
system" (p. 13). All levels (e.g., phrases, clauses) are described in terms 
of their ability to perform a particular function; thus, one can see that the 
focus of a functional grammar is to relate form to function. 

The "systemic" part of systemic-functional grammar involves the no­
tion of choice within the linguistic system and provides a way of focus­
ing on paradigmatic relations rather than the syntagmatic ones that have 
been the focus of syntactically oriented formal grammars. The paradig­
matic axis of language is the axis from which selections are made by 
the speaker from within certain linguistic categories such as speech 
function (e.g., request, denial) or lexical class (e.g., noun) . The syntag­
matic axis of language .is the axis on which the language linearly unfolds 
in time and syntactic ordering of the above choices is achieved, with one 
lexical class combining with another to create meaning, as for example 
the noun + verb formation. 
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One example of using a system of choices is selecting a semantic func­
tion for regulating a situation (see Figure 11-1, based on an example giv­
en by Halliday, 1973). The speech function choices available to a speak­
er in this situation are hypothesized as (a) threat, (b) warning, and (c) 
rule. These are realized grammatically in certain ways according to the 
mood system of the language. If the option taken is a "threat" or "warn­
ing," the grammatical feature "declarative" is selected. On the other 
hand, if "rule" is chosen, the grammatical realization will involve an im­
perative clause. 

This is a simple example of use of system networks, as these choice sys­
tems are called. These networks are exhaustive, encompassing all as­
pects of the linguistic system. They range from simple mood system 
choices such as declarative/interrogative and their grammatical realiza­
tions, to systems for pronoun choices, lexical choices serving numerous 
semantic functions, and choices involving logical relations between 
clauses. Although there is insufficient space to pursue the notion of sys­
temics in this chapter (the reader is referred to Fawcett & Young, 1988; 
Martin & Halliday, 1981; and Matthiesson & Halliday, in press, for exten-

threat 

clause: declarative 

CONTROL TYPE --• warning 

clause: declarative 

rule 

clause: imperative 

Figure 11-1. Small section of a regulatory semantic network, based on Halli­
day (1973). 
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sive descriptions), it will suffice to say that systemic-functional grammar 
is concerned with the different types of meanings that speakers wish to con­
vey and how they create these meanings through a grammatical system. 

Such a grammar appeared to offer great potential to the analysis of 
aphasic language as it enabled one to examine what meanings are and 
are not available to the aphasic speaker and what grammatical resources 
are and are not being utilized. Rather than emphasizing linguistic accu­
racy, the focus can be the meanings conveyed and how the speaker 
achieves them successfully, as well as how the remaining linguistic re­
sources could be best put to use. 

Because it emphasizes the social nature of language, this type of gram­
mar most comfortably sits under a sociolinguistic umbrella. Although 
such categories occasionally can foster unnecessarily dichotomous 
thinking, the term will be used here to highlight new insights that the ap­
proach has to offer, which differ theoretically from previous perspectives 
on aphasia. 

DISCOURSE: LANGUAGE IN USE 

One of the basic differences between sociolinguistic and psycho linguis­
tic approaches, that is, between inter- and intrapsychological ones, is that 
the former regard the text (or discourse) as the basic unit of language 
whereas the latter regard the word as the basic unit. From a psycholin­
guistic point of view, one needs words and indeed sentences before one 
can construct a discourse. Hence, the distinction relates to length and 
complexity rather than to meaning. Sociolinguists such as Halliday and 
Hasan (1976), however, view text as a semantic unit, not a grammatical 
one. Its length is irrelevant - a text may be a sign consisting of a single 
word such as "STOP," a single sentence, or a complete novel. It is "any 
message, spoken or written of whatever length, that does form a unified 
whole" (Halliday & Hasan, 1976). Unity is a basic characteristic as is 
functionality. Therefore, text is not defined in terms of its size; it does not 
form the next level above the sentence in a constituency model. It is a se­
mantic unit in the sense that it is a unit of meaning that functions as a un­
ity within itself and with its environment. de Beaugrande (1980) rein­
forces Halliday and Hasan's concept of a text by contrasting it with the 
syntactic basis of a sentence: 

A text cannot be fully treated as a configuration of morphemes or symbols. 
It is the manifestation of a human ACTION in which a person intends to 
create a text and INSTRUCTS the text receiver to build relationships of 
various kinds .. . Texts also serve to MONITOR, MANAGE, and CHANGE a 
situation. (p. 13) 

Text, then, is language in use. 



270 Aphasia Treatment: World Perspectives 

Hence, a basic principle of treatment performed in a sociolinguistic 
framework is that any remediation of language must involve a meaning­
ful context of situation in which language plays a central and constitutive 
role. Using this philosophy, one cannot simply be satisfied with using what 
would be considered "meaningful" materials in treatment. The whole 
context in which language plays a role must be considered. The notion of 
"context of situation" has been elaborated on by numerous theorists 
(Firth, 1959; Halliday, 1973, 197 4, 1977, 1985b; Hymes, 1967), and if we are 
to use constructs such as "context" in treatment, we might as well utilize 
the rich theoretical notions behind them. These notions provide a frame­
work for treatment as well as assessment of functional language. 

WHAT IS CONTEXT? 

Halliday has proposed a model in which there is direct interaction be­
tween the context of situation and the language itself. The way the con­
text of situation motivates the choice of expressed meanings forms the 
basis of Halliday's model. Halliday postulates three aspects of the con­
text of situation: field, tenor, and mode. Field refers to what is actually 
taking place, that is, what the participants are actually doing, for example, 
a buying/selling encounter in a store. The tenor of discourse refers to 
who is taking part and what agency they carry (e.g., customer, salesper­
son) as well as the status they possess in relation to each other (e.g., au­
thority, familiarity, social distance) (Hasan, 1973). The mode refers to the 
part language plays in the interaction, both in terms of genre and of the 
channel through which the language is being transmitted (e.g., writing, 
spoken language) . 

Given a certain configuration of situational features1 one will find a 
corresponding set of linguistic features; these constitute a register. These 
linguistic features correspond to Halliday's three metafunctions of lan­
guage: ideational, interpersonal, and textual metafunctions. The ideation­
al metafunction is concerned with meanings representing events, actions, 
states, or other aspects of the real world. The ideational includes the 
grammatical system of transitivity, which delineates numerous verbal 
processes described below. Other elements, including agent, recipient, 
phenomenon, and circumstance, also exist within the clause. Finally, the 
ideational metafunction encompasses vocabulary and the logico-seman­
tic relations existing between clauses. The interpersonal metafunction 
covers the role relationship related to the situation (e.g., questioner-re­
spondent) . At the clause level, the output of this metafunction is the 
grammar of mood and modality. The textual metafunction includes the 
expression of theme/rhyme and cohesive relations which enable the text 
to function as a coherent whole. For further description of these three 
metafunctions, the reader is referred to Halliday (1985a) . 
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The clinically useful idea is that, in the case of verbal interaction, the 
situation and the language used within it are interdependent. Given a 
certain field, for example, one can anticipate what sorts of meanings will 
be conveyed. In terms of the ideational metafunction, one can then plan 
for the range of vocabulary being used and the possible transitivity pat­
terns. Consider the following example. 

In a buying and selling encounter, one might create the following situ­
ation: A person is entering a large department store to buy some new 
furniture. The sort of vocabulary that could be used in this situation 
might include the following: outdoor, indoor, cedar, mahogany, desk, ta­
ble, chair, design, material, expensive, inexpensive, practical, and deco­
rative. Verbal processes might include both material ones (e.g., sit, work, 
paint, assemble) relating to what the buyer might like to do with the 
furniture itself, and mental ones (e.g., think, like, prefer) relating to the 
buyer expressing interest in the furniture available. 

From the tenor perspective, a certain amount of politeness may be ex­
pected from the salesperson, with some authority being vested in the 
buyer as the prospective client. In such a situation, the interpersonal 
metafunction would realize this in the seller's use of words of politeness 
such as "sir" and "madam" or in the use of modalization in the grammar, 
such as "would you like . . . ?" "can I help . .. ?""if you think you prefer that 
one, I could . . . ". If the buyer were very forthright, assertive, or even ag­
gressive, his or her language might entail the use of many imperatives 
and declaratives, leaving little room for negotiation. If, on the other hand, 
the buyer really wanted to enter into a negotiating situation or genuine­
ly wanted information and advice from the salesperson, the buyer might 
utilize more tag questions and modality, such as "I'd be better off with this 
one, wouldn't I?" " .. don 't you think?" 

The mode of this situation is oral, not written, discourse. Hence, lan­
guage consistent with oral language (Halliday, 1985c) and language op­
erating as part of a dialogue will be used. This would include certain pat­
terns of adjacency pairs (Sacks, Schegloff, & Jefferson, 197 4) . Because 
both participants are in the same physical situation and can see what is 
being discussed (as opposed to a situation in which a buyer is purchas­
ing by telephone), references can be made to items in an inexplicit man­
ner, such as "this," "that," or "it". 

This example provides some idea of the way in which the lexico-gram­
mar realizes the situational meanings. Considerations such as these 
should be taken into account in planning treatment. One can manipulate 
the context of situation to direct the sorts of meanings which are to be 
"practiced" or encouraged. For example, if the aphasic speaker needs to 
be able to make requests more often due to physical incapacitation and 
consequent dependence on others to fulfill everyday physical needs, the 
general context of situation can be set and then varied according to the 
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sorts of goods and services required, the people from whom they are re­
quired (e.g., familiar vs. unfamiliar), and the way in which they can be re­
quested (e.g., over the phone, face to face, one room to another). The 
word and syntactic choices can be varied appropriately according to 
each of these factors. The situations can be role-played or acted out in the 
actual home or environment in which the aphasic speaker must function, 
with words, sentences, and turn-taking cues supplied as needed to facili­
tate the completion of the interaction. Thus the clinician has a logical and 
theoretically motivated way to conduct functional activities, and the apha­
sic client receives concrete help in regaining functional status. 

THE IMPORTANCE OF FUNCTION: FUNCTION AS FOCUS 

The importance of the function of a particular word or clause is central to 
an interpsychological perspective in which function and form are not di­
vorced from each other. Function is the driving force and the focus of at­
tention. Thus, treatment tasks are necessarily communicatively motivat­
ed and have to have a functional point. To this end, therapy should 
provide aphasic speakers with a variety of conversational partners, so­
cial contexts, and topics. Conversation/dialogue, as well as monologic 
discourse, must be part of treatment. 

Whether the aphasic patient is globally involved or only mildly im­
paired is irrelevant to the principle that language remediation must oc­
cur in a meaningful context. In the case of global or severely impaired 
Broca's type patients, it may be realistic to expect only single word utter­
ances. However, these single words must have a significant function -
not merely meaning in a referential sense, such as the name of an object, 
but in an interpersonal sense as well. The clinician can ask, 'What is the 
function of that word in an interaction situation? What is it conveying to 
a listener?" For example, rather than focusing predominantly on nouns 
only as names of objects, one can f<?cus on a variety of lexical items, in­
cluding the verb, recently promoted by practitioners of treatment con­
ducted in the cognitive psychological framework (Jones, 1986; Shapiro 
& Levine, 1989). In focusing on function rather than form, a grammar 
such as Halliday's systemic-functional grammar provides a variety of con­
textual foci for lexical items. 

The noun provides a good example of the ways in which lexical items 
perform a variety of functions in discourse. This fact can be overlooked if 
one views the isolated word as representing solely a particular concept 
in the lexicon. The name of an object in its referential sense is only one 
small part of the way nouns are used. Identifying an object by name 
when the object is in front of the speaker serves very few interpersonal 
functions. We are rarely required to name objects in our everyday lives. 
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However, nouns are used for a variety of functions, such as to call for 
someone's attention, to request particular goods at a store, to inform a 
listener of a particular person who was involved in events under discus­
sion, or to direct a person to give something to someone. Within a clause, 
a noun can be an actor, a recipient, or an object. It can be the theme of the 
clause (used in Halliday's sense to mean the starting point of the clause) 
which can emphasize a particular perspective on a story. A noun can be 
maintained through the text to create continuity in topic, and it can parti­
cipate in lexical cohesion relations to unite complete discourse. Thus, 
when looking at the variety of functions a noun can perform, one opens a 
gamut of possibilities for treatment, rather than limiting treatment of lex­
ical retrieval to the very restricted area of naming. 

In therapy, it is possible to emphasize the noun's role as an element at 
the clause level by employing strategies similar to those outlined by 
Jones {1986), that is, by having the client respond to questions regarding 
the noun's role in the clause. For example, given the clause the boy was 
playing with the ball, the clinician asks the client "Who was playing with 
the ball?" or ''What was the boy playing with?" Probably the main differ­
ence between this type of activity as performed by Jones, and the way I 
might use it is that I always use clauses that make up part of a story or 
discourse. Unrelated sentences are never presented successively to the 
client as stimuli. Usually, the clauses are taken from the context of a vid­
eo just watched, a topic that has just been informally discussed, or an ac­
tivity that has just been performed. In this way, the language has a func­
tional meaning and it is hypothesized that the client is more likely to 
attach meaningful associations to the tasks and hence achieve better re­
trieval and carryover. 

The role of the noun as a theme in certain clauses also can be explored. 
Halliday defines "theme" as the starting point of a message. For example, 
in the clause the girl walked along the road, the girl constitutes the theme and 
is the initial point of departure of the message. However, rather than al­
ways being an actor, as in many therapy tasks, the theme may also be the 
goal of the action, as in the passive the ball was given to the boy. Rather than 
teaching the passive construction, however, the clinician may encour­
age the client to produce utterances (possibly incomplete) in which he 
or she thematizes aspects of clauses which may not be actors. In the 
above situation in which a ball was given to a boy, the speaker may per­
ceive the act of giving as the important aspect of the situation. The speak­
er may try to convey this by commencing the utterance with the word 
"give." Rather than correcting, and then encouraging the traditional 
noun-verb-noun construction, the clinician should encourage such the­
matization, if it appears to be a meaning resource for the client. Themati­
zation also can be generalized to a number of different situations. The 
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client is freed from having to produce strictly accurate noun-verb-object 
constructions and is allowed to focus on conveying the meanings which 
are personally important. For example, if a client trying to relate an event, he 
or she is encouraged to describe many different aspects of it, rather than 
simply the main actions. If a story involves going to the store, the clini­
cian may ask not only what the client did at the store or what was bought, 
but who else was there, what the store was like, and so on. 

Similarly, the clinician may emphasize elaboration of the nominal 
group/noun phrase so that the client feels free to focus on any aspect of 
the situation being considered, rather than simply producing a correct 
grammatical structure focusing on actions. A client describing a picture 
or sequence of pictures could be encouraged to thematize any part of the 
story, rather than only the central action. For example, in a sequence of 
pictures depicting a man losing his hat on a windy day and trying unsuc­
cessfully to retrieve it from a tree, a client could give any number of re­
sponses, focusing on the man, the hat, the wind, or the tree, in any se­
quence. Any of these responses as the initiating utterance would be 
encouraged and facilitated when necessary. Such an approach provides 
much leeway for the patient. It allows for divergent rather than converg­
ent use of language (Chapey, 1981) and gives the client many choices of 
meaning, rather than designating one particular grammatical structure, 
such as an agent-action-object utterance, as the predetermined "cor­
rect'' response. 

One can also view verbs in a number of ways, depending on function. 
A verb (or process, according to Halliday) can be of several types: mater­
ial (walk, catch, break), relational (is, represent, seem), mental (like, 
please, realize, know), verbal (sit, tell, ask), or behavioral (laugh, watch, 
listen). The verb process can be modulated according to interpersonal 
meaning. For example, the modals (can, will, and should) are used to sig­
nal degrees of certainty and possibility of duress. Tense variations de­
note the event in time. Voice variations, such as passive versus active, 
create particular meanings by the thematization of certain aspects of the 
clause. The verb can be thematic in a clause such as ''Walk along the 
road," usually present in the imperative, or it can participate in an inter­
rogative such as "Can you walk along the road?" Its form changes ac­
cording to its function. The meaning of the utterance is central to the form 
the verb will take. Hence, to teach only the unmarked or the present pro­
gressive verb form, as is often done in treatment, limits the function of 
the verb and thus limits the chances for aphasic speakers to trigger con­
nections with premorbid functional language. 

Verbs, like nouns, participate in the lexical collocation or cohesion pat­
terns forming a text. Hence, one should attempt to incorporate the verbs 
taught into a meaningful context, in which lexically and situationally relat­
ed associations are also available to the speaker, to facilitate word retrieval. 
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REMEMBERING THE IMPORTANCE OF FORM 

In treatment from a sociolinguistic perspective the function of the utter­
ance, rather than the form, motivates the treatment goals. One might 
work on a particular speech function such as making requests rather 
than a psycholinguistically based goal such as naming. However, one 
cannot work on making requests without considering how they are real­
ized in their lexicogrammatical forms - the syntactic patterns and word 
choices. This appears to be a weakness of many current pragmatic ap­
proaches to treatment, in which the grammatical form is relegated to sec­
ondary status. Such an approach is understandable, because aphasic 
speakers often perform functions of language, such as requesting, with­
out using the correct form of the interrogative. Indeed, emphasis on cor­
rect grammatical form should not take precedence over the ability to get 
meaning across. However, we must not overlook form altogether, be­
cause form constitutes an important and central meaning resource. 

Only by seeing how aphasic speakers actually convey meaning through 
language will the clinician be able to determine how to encourage them 
or to build on particular abilities. How does a clinician provide therapy at 
a speech act level without referring at some point to the way in which 
speakers might achieve such an act verbally? One might simply try to re­
inforce requests using a behavior modification approach, but such a per­
spective is quite limited. The treatment might be much more effective if 
it also provided speakers with the verbal means for making requests in a 
variety of situations to a variety of people. 

Clients can be re-taught several different forms of questions, each of 
which is used in particular sorts of situations and for different purposes. 
Attention also can be given to intonation and stress patterns to alter 
meaning. For example, questions can be either Wh-questions ("Who 
took the last cake?''), yes/no questions ("Did you take the last cake?''), or 
tagged questions (''You took the last cake, didn't you?''). Altering stress 
or intonation on any of these questions, further alters the meaning. Prac­
ticing such utterances in different functional situations can provide rich 
linguistic experiences as well as fun, as speakers begin to manipulate 
their language. 

The level of linguistic accuracy is not the focus of the exercise. Rather, 
the central point is the function of the forms. This central point can be 
achieved at different levels of linguistic accuracy depending on the se­
verity of the client's aphasia. An approach taken by Doyle, Goldstein, 
Bourgeois, and Nakles (1989) to train requesting behavior in aphasic 
speakers of the Broca's type is an interesting example of how such treat­
ment could be undertaken. Doyle et al. used a behavior modification 
technique to encourage the use of requesting behaviors during conver­
sation over a variety of topics and conversational partners. I believe the 
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variety of functional categories associated with requesting behavior as 
provided in a functional grammar could further enrich the technique. 
Based on a systematic framework for the speech function of requests, 
modeling could be more focused. 

Underlying Halliday's systemic-functional theory is the notion that 
meaning is realized throughout the linguistic system. Semantics is real­
ized throughout the lexicogrammar which in tum is realized through the 
phonological system. Because each aspect of language contributes to the 
other, the realization arrow is bi-directional. This means that lexicogram­
matical form can contribute to meaning and that phonology can modu­
late the meaning produced in the lexicogrammar. Halliday's model sees 
the three levels of language as absolutely interrelated. Hence, one can­
not discuss meaning without discussing lexicogrammar and one cannot 
discuss lexicogrammar without including phonology. One needs to draw 
on all speaker resources to present such options to a client. 

SPECIFIC TECHNIQUES 

In discussing her Conversational Coaching technique, Holland (1991) 
offers direct intervention at a conversational level using such resources. 
She incorporates the use of simple scripts and involves both aphasic 
speakers and their families in everyday situations and verbal interac­
tions. In a similar approach, I focus a session on a series of texts, provid­
ing specific lexicogrammatical patterns, including individual lexical items, 
intra-clausal syntactic patterns, and inter-clausal structuring (via text ele­
ments - ways to join clauses using different types of semantic relation­
ships as well as by using conjunctions). The amount of cuing (or coach­
ing, as Holland would describe it) a client requires depends on the 
severity of the aphasia. The more severe client may simply be required 
to repeat different utterances at appropriate times, may be asked to read 
complete texts, or be provided with key words and be required to fill in 
the rest, or may be provided with facilitatory pictures, with cues being 
faded as appropriate. The texts are always meaningful to the client and 
usually involve family. Obviously, one needs to focus on one particular 
aspect of text construction at a time, but the speaker as a creator of mean­
ing remains the central issue. 

An example of the way in which particular lexicograrnmatical items 
can be patterned for discourse purposes is given below, focusing on co­
hesion, an aspect of text construction that has been repeatedly demon­
strated to be problematic for aphasic speakers (Armstrong, 1987; Botten­
berg, Lemme, & Hedberg, 1985; Lemme, Hedberg, & Bottenberg, 1984; 
Ulatowska et al., 1980, 1981, 1983). A more detailed discussion of cohe­
sion is available in Halliday and Hasan (1976), whereas Armstrong (1991) 
discusses potential treatment techniques. 
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COHESION TREATMENT 

Because narrative frequently provides the most structure for facilitated 
production of discourse, the narrative genre is probably most often chos­
en. The client is asked to choose a story of particular personal signifi­
cance, whether it be happy, sad, or frightening. If the client is unable to 
generate a story, pictures may be presented so that the client can choose 
a sequence to make up a story (recommended by Ulatowska & Bond­
Chapman, 1989). Once the topic/story is chosen, the essential text struc­
ture is outlined: Introduction of participants and setting, complicating 
action(s), and resolution. Discussion of structure depends on the level of 
the client. Vocabulary which is likely to occur in such a text is then select­
ed. A variety of categories of lexical items including nouns, verbs, and 
adjectives are elicited, with synonyms, antonyms, and other lexically re­
lated items. Cuing is used as required by the client's ability. The words 
can then be represented visually, with participant names linked togeth­
er to form one chain, action words related to each other forming anoth­
er chain, and other chains composed of adjectives which may be linked 
semantically. An example is given in Figure 11-2, with lexical items re­
lated to a car accident described by an aphasic speaker. 

I 

Eileen 

kids 

we 

crash 

bump 

knock 

not hurt 
frightened 
not injured 
relieved 
OK 

car 

truck 

Ford 

Figure 11-2. Chains formed as basis of text construction for aphasic speaker 
during treatment. 
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These chains can be referred to as cues throughout the story attempt, 
with the clinician guiding the aphasic speaker in the order for introduc­
ing each item, stressing each word's relation to the others, and encourag­
ing continujty of meaning. If the client is capable of more than single 
word utterances, the interrelationships among the noun, verb and adjec­
tive chains can be made more explicit (see Figure 11-3). 

These text plans can be utilized in a number of different ways, de­
pending on the client's type of aphasia. Given the framework, a fluent 
aphasic speaker could use the key words and fill in the rest to construct 
largely grammatical sentences whereas a nonfluent speaker may benefit 
simply from reading or imitating the key words, with no emphasis on 
achieving morphological accuracy. The visual plans can be faded gradu­
ally, with the aphasic speaker taking increasing responsibility for repro­
ducing the chains/text without the visual cues. Then the client can begin 
to create more original chains or complete chain interactions. Work such 
as this can be achieved through activities such as traditional sentence 
completion tasks, in which one interacting chain is taken out of the pic­
ture and the speaker has to supply the missing word to complete the 
meaning (e.g., "I crash ... ''). The crucial difference between sentence 
completion work in the traditional aphasia handbook sense and this kind 
of task, however, is that the speaker is working within a text framework 

I 

I 

I 

Eileen 

kids 

we 

we 

crash 

bump --.. 

knock 

car 

Ford 

truck 

not hurt 

not injured 

relieved 

OK 

Figure 11-3. Chain interaction visually displayed for aphasic speaker during re­
count of a car accident. 
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and knows that each sentence must follow from the previous one and 
that each fulfills a certain meaning function, rather than being divorced 
from reality. 

Text plans can range from the extremely simple ones just described 
to complex ones involving a variety of participants, actions, and events. 

STRENGTHS RATHER THAN DEFICITS 

Another important aspect of a sociolinguistic framework is the focus it 
places on the retained skills rather than deficits. Working in the systemic­
functional framework, the clinician can map out the aphasic speaker's 
system for conveying meanings. Initially, the focus is the function of the 
speaker's communication rather than its form. What the speaker is cap­
able of communicating and what language patterns are used for these 
purposes are examined in detail. For example, when looking at the apha­
sic speaker's ability to ask questions, it is often noted that an utterance 
can perform the function of asking a question without being in typical 
question form. As Doyle et al. (1989) noted, aphasic speakers" charac­
teristically present with propositional aspects of language dispropor­
tionately impaired relative to language pragmatics" (p. 169). A system­
ic-functional description of such a speaker's language would include a 
description of the resources available to that speaker when asking ques­
tions. These might include a variety of intonation patterns overlaid on 
simple two-word utterances consistently taking the form of either Sub­
ject+ Predicator (e.g., "you walk?" meaning "are you going to walk to the 
store?'') or Subject+ Adjunct (e.g., "you home?" meaning "are you going 
home?''). One could compare these structures with a non-brain-dam­
aged speaker's productions and then try to teach the omitted structures 
to the aphasic speaker. However, the systemic-functional approach sug­
gests another avenue as well. The clinician can examine in detail the re­
sources the speaker is using (utilizing the functional concepts associ­
ated with phonological, syntactic, and semantic aspects of discourse in 
the systemic-functional model) and then capitalize on them. For exam­
ple, the aphasic speaker may be able to use simple question forms but 
rarely does so and only with a very limited variety of lexical items. One 
might stay with the question form used intitially, but incorporate it into a 
wider variety of situations, with a more varied use of lexical items and in­
tonation patterns, modulating the meaning in more subtle ways. 

Recent preliminary work by Armstrong (1992) and Ferguson (1992a) 
in the systemic-functional framework has suggested that, in many cases, 
mildly to moderately impaired aphasic adults have a normal range of 
meaning resources available to them, but simply use these resources 
with different frequency from normal speakers. Ferguson demonstrated 
a wide range of speech functions available to aphasic speakers in conver-
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sation, although they were used only in limited circumstances. Arm­
strong documented the use of the complete range of logico-semantic re­
lations between clauses (Halliday, 1985a) in the extended texts of a mod­
erately aphasic speaker, but found a different frequency of use by aphasic 
relative to normal speakers. 

When focusing on strengths rather than deficits, one must ask why 
speakers are using retained resources in certain ways. What might they 
be achieving through using certain patterns of language? Rather than 
seeing their new pattern of discourse only in terms of what is missing or 
abnormal, this approach looks at how they are using their resources to 
communicate, given their restrictions. While one might still work on in­
creasing a skill that is used rarely if at all (such as qualifying a descrip­
tion of an event with enhancing circumstances --- time, place, manner, 
causal connections), one could also work on increasing use of the skills 
the speaker is already using. For example, the use of elaboration may be 
reinforced by having the speaker rephrase, clarify through restatement, or 
emphasize a point through repetition. Such elaboration appears circum­
locutory from a deficit perspective, but indeed may fulfill a useful func­
tion for the speaker with limited resources (as suggested by Penn, 1988). 

OTHER MODAUTIES 

So far, I have concentrated on verbal expression. However, the sociolin­
guistic framework has equal ramifications for treatment in the areas of 
auditory and visual comprehension and writing. Although these will not 
be explored in detail here, it should be said that language in context 
forms the basis for my treatment of aphasic individuals in these modali­
ties as well. Rather than working purely from a bottom-up processing 
approach to comprehension, in which the smallest constituent parts of 
the language (the phoneme or the word) are the usual initial focus of 
comprehension tasks, I work in a top-down manner, using everyday 
texts and encouraging the aphasic client to use world knowledge, script 
knowledge, and text schemata to facilitate comprehension. The work of 
Kintsch (197 4), Kintsch and Van Dijk (1978), Rumelhart (1980), and the 
research findings of clinical aphasiologists such as Brookshire and Nich­
olas (1984) can be drawn upon in this area. Brookshire (1987) provides a 
clear overview of relevant work. 

In terms of writing, meaningful language use is also an integral part of 
treatment. As with verbal expression, the client may have one of several 
types of writing difficulty. Severe spelling impairment may be one cli­
ent's major difficulty and specific treatment procedures can be planned 
following evaluation with the Psycholinguistic Assessments of Lan­
guage Processing in Aphasia test (PALPA) (Kay, Lesser, & Coltheart, 1991). 
Other clients may have difficulties with lexicogrammar or with planning 
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overall text structure in written discourse. The latter examples lend them­
selves more easily to discourse-level treatment, but even spelling work 
can be undertaken in a meaningful discourse context. For example, a cli­
ent may write a narrative in the form of a letter to a friend, an entry in an 
ongoing diary (a clinical task successfully used by Ulatowska & Bond­
Chapman, 1989), or a procedural discourse in the form of a recipe for a 
friend. The level of cuing needed to create such texts requires the speech 
pathologist to adapt the procedure to clients of varying severity and type 
of aphasia. Although the emphasis of intervention differs according to 
type of aphasia or type and severity of processing disorder, the back­
ground against which intervention occurs is again that of language 
in context. 

THE APHASIC SPEAKER'S ROLE IN TREATMENT 

Another important aspect of the sociolinguistic framework is the notion 
that all communicators are active participants in constructing meanings 
- whether one is asking or replying, demanding or complying, narrat­
ing or comprehending. Aphasic communicators are at a distinct disad­
vantage since they no longer have the same access to all their previous 
linguistic resources. Because they are restricted in this way, they are per­
ceived as being passive recipients of other people's communication rather 
than as active participants in interactions. Several studies have demon­
strated that stereotyped and limited patterns of speech acts predomi­
nate between aphasic and normal speakers in a variety of situations 
(Armstrong, 1989; Gurland et al., 1982; Ripich, Hambrecht, & Panagos, 
1985; Wilcox & Davis, 1977). In a representative study, Kimbarow (1982) 
reported a predominant question/answer paradigm in clinical settings, 
with the clinician asking the questions and the client answering. 

As speech pathologists, it is important to ask ourselves whether we ac­
tually perpetuate and in some instances encourage the perception of 
aphasic speakers as passive recipients in conversation through our treat­
ment paradigms. Certainly behavior modification paradigms view the 
client as someone to be acted upon rather than as an active participant in 
the treatment program. The client's responses are reinforced or punish­
ed as the paradigm sees appropriate, with external goals established 
which clients must aim to reach. language is seen as a behavior that cli­
ents perform either correctly or incorrectly. Clients are given little op­
portunity to manipulate the paradigm. Although not usually contained 
within strict behavior modification regimes, much aphasia treatment is 
carried out with the client acting as the recipient of stimulation, and 
treatment tending to be "clinician-directed" rather than "client-direct­
ed." Many tasks are pre-arranged by the clinician; with target utterances 
already predetermined (e.g., naming tasks and materials supplied by the 
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clinician). Even many seemingly spontaneous clinical conversational in­
teractions are relatively predetermined and leave little room for the crea­
tion of new meanings by the aphasic speaker. How many of us are guilty 
of asking our clients questions to which we already know the answers? 

In an effort to facilitate aphasic speakers' active roles in treatment and 
indeed in their communication environments, I employ a number of 
techniques which have been traditionally used in therapy, such as group 
treatment and use of therapy materials that are relevant and meaningful 
to the client's everyday life. However, when participating in treatment 
within a discourse framework, aphasic speakers constantly communi­
cate in everyday conversational genres rather than participating in arti­
ficiallanguage games or stimulus-response situations. In both group 
and individual work, aphasic speakers are encouraged to choose topics 
for discussion that are relevant to their own life styles and interests, to 
plan the sessions with the clinician as much as possible, to include or not 
to include relatives, and generally to become active partners in treatment. 
The severity of aphasia will strongly influence the degree to which an apha­
sic person will be able to participate in these aspects of treatment. Never­
theless, it is important for people to feel empowered rather than disem­
powered by their treatment. Even those with severely restricted auditory 
comprehension usually can respond to some visual tasks or cues, so their 
ability to make choices within each session is encouraged. An innova­
tive clinician can design most topics of conversation and activities as 
choice situations for even the most impaired clients, so that they can 
have some control over what is happening. 

Clients' rights to independence within a traditionally "sick" role and 
within a traditional medical institutional setting in the community are 
difficult concepts to convey. The medical system is very much geared to 
the patient/health worker paradigm, in which patients are passive recipi­
ents of treatment. Hence, initial work often focuses on conveying to cli­
ents that their aphasia may be a handicap, but will not be "treated" as 
their other medical conditions are probably being treated, with the pa­
tients fulfilling a compliant role. Treatment of the communication disor­
der will actually focus on speakers' roles as active participants in their 
own life situations. This begins with encouraging clients to see them­
selves as having some control over language treatment. Initially, this might 
be deciding frequency and length of sessions, location of sessions (e.g., 
on the ward, in the clinic, at home, if possible, or in the nursing home), 
and the duration of treatment. Clients can also decide who should be in­
cluded in the session in terms of family members or friends. 

With the medical system and speech pathology treatment still operat­
ing in a traditional professional-dominated paradigm, the goal of em­
powering clients is difficult to achieve. However, I believe it is impor­
tant because it corresponds to a functional orientation to language. If one 
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is to assist aphasic clients in regaining some degree of communication 
empowerment, the language system cannot be seen solely in terms of 
rules. From the sociolinguistic perspective, language is the vehicle for 
empowerment. Using this vehicle, and the aphasic speaker's attitude 
about it, are the real goals in rehabilitation of functional communica­
tion skills. 

THE FAMILY'S ROLE IN TREATMENT 

Much has been written about the importance of counseling and educa­
tion of families of aphasic clients (Buck, 1968; Derman & Manaster, 1967; 
Linebaugh & Young-Charles, 1978; Pannbacker, 1972; Rice, Paull, & 
Muller, 1987; Sarno, 1980) and of their involvement in treatment 
regimes (Goodkin, Diller, & Shah, 1973; Lesser, Bryan, Anderson, & 
Hilton, 1986). Although the value of emotional counseling seems to be 
unchallenged, the optimum way of involving families in language treat­
ment remains controversial. Approaches vary, and can include supply­
ing families a list of ways to facilitate interactions (Green, 1982; Collins, 
1986), having them sit in on treatment sessions which they can then rep­
licate at home, or providing behavior modification programs for rela­
tives to train specific interactive behaviors (Goodkin et al., 1973) or to 
extinguish family verbal behaviors not considered conducive to conver­
sational interaction, such as interruptions and convergent questions (Sim­
mons, Kearns, & Potechin, 1987). 

More recent approaches (Lubinski et al., 1980; Milroy & Perkins, 
1992) have attempted to look at the conversational dynamics between 
aphasic speakers and their partners. Applying the ethnomethodological 
principles used in Conversational Analysis (Ferguson, 1992b; Schegloff, 
Jefferson, & Sacks, 1977) goes beyond the notion that there are optimal 
ways to interact with aphasic speakers in general and suggests that inter­
vention should be based on individual patterns of interaction between 
the aphasic clients and their families. Consideration is given to such as­
pects of communication as the effectiveness of intera~tions and the use 
of successful repair strategies when a breakdown in the conversation oc­
curs. This approach acknowledges the cognitive deficit underlying the 
aphasia, but places it in the context of aphasic individuals' communica­
tion skills, as well as the communicative performance of partners. A 
breakdown in conversation is seen as a joint problem, not just the apha­
sic speaker's problem. The verbal behaviors of aphasic persons and the 
communication partners are analyzed throughout the conversation, and 
the moments when either partner experiences difficulty in communica­
tion are noted. The way the difficulty is identified and managed by the 
participants is analyzed (Ferguson, 1993). For example, the partner's re­
sponse to aphasic word-finding difficulty is examined. Does the partner 
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supply what is thought to be the sought-after word or expression? Does 
the nonaphasic partner offer alternatives to the aphasic speaker? What 
method facilitates successful continuation of the interaction for this cou­
ple? No generic rules exist for facilitation of communication for relatives 
of aphasic speakers. Each dyad's negotiation of meaning during conver­
sation is investigated. Discussion with the aphasic speaker and family 
member follows, with the aim of mutually exploring the many possible 
ways to facilitate their interaction. 

My own perspective on family involvement in treatment is largely 
congruent with this latter view. Consistent with the view of the individ­
ual as a social being, rather than a cognitive entity, I see involvement of 
relatives and friends of aphasic speakers as essential at some level in the 
treatment process. As mentioned earlier, it is the client's choice whether 
or not the family is always involved in treatment sessions. However, if 
communication is conveyed as a social interaction from the beginning of 
contact, aphasic clients rarely object to family involvement. Hence, there 
must always be someone with whom clients can interact during a treat­
ment session, and I encourage a variety of people to participate, particu­
larly those with whom clients will interact the most frequently. 

I encourage the family to participate in therapy sessions, rather than 
merely to observe them. They assist in the selection of topics and mater­
ials and do much of the facilitation of the aphasic speaker. 

To date, most of my treatments have focused on aphasic speakers in 
largely monologic discourses. Hence, the relative is often facilitating the 
production of a recounting or expository discourse. However, the ulti­
mate goal is for family members to converse with aphasic relatives in a 
true dialogue, with the clinician acting as facilitator only when neces­
sary. Because dialogue involves many complex parameters, it is much 
more difficult to control. This complexity (and until recently, lack of the­
oretical frameworks within which to handle it) has certainly inhibited 
much research into assessment and treatment of this vital aspect of com­
munication, but Ferguson's work and further investigations using Con­
versational Analysis (Lesser & Milroy, 1992) and Exchange Structure 
(Ventola, 1988; Fawcett, van der Mije, & van Wissen, 1988; Martin, 1992) 
should shed productive insights into ways in which clinicians can incor­
porate more dialogue into treatment of aphasic individuals. 

CONCLUSION 

In approaching aphasia rehabilitation from a sociolinguistic perspective, 
the clinician can focus on communicative function in everyday situ­
ations, taking linguistic resources into account to show how these func­
tions are achieved. Rather than separating language structure from prag-
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matic function, Halliday's systemic-functional grammar has provided a 
framework in which the two are intimately interrelated. Using such a 
framework, the clinician is able to analyze the ways in which aphasic 
speakers convey meaning via their phonological, syntactic, and lexical 
choices and utilize these analyses to direct treatment strategies designed 
to maximize or expand the aphasic speaker's remaining resources. The 
main focus of a sociolinguistic approach is language in use. Therefore, 
treatment involves the text/discourse as the basic unit of meaning and 
the focus of treatment in all modalities. The approach also recognizes in­
volvement of relatives and significant others as crucial to efficacious 
treatment, as is the notion that the aphasic speaker is an active partici­
pant in the treatment procedure. Because the concept of language as a 
social process is inherent in this approach, language remediation aims at 
re-empowerment of aphasic individuals in society by facilitating the use 
of their still-available language resources. 
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CHAPTER 12 
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DOROTHEA WENIGER 
BRIGITTE BERTONI 
Department of Neurology 
University of Zurich 
Zurich, Switzerland 

Most people concerned with aphasia therapy would agree that without 
some knowledge about the pattern of retained and lost language skills a 
reasonable treatment program cannot be designed. However, more than 
an inventory of diagnostic test scores is needed to determine the goals of 
treatment. A description of surface symptoms fails to capture the func­
tional deficits underlying the linguistic disorders assessed in formal diag­
nostic testing. The information processing models developed during 
recent years have purported to provide a framework for identifying the 
different processes and representations of knowledge which could be 
impaired in aphasia and thus could be responsible for disruptions in lan­
guage processing. These models have served as the basis for the formu­
lation of a number of hypotheses about the processing of spoken and 
written words. Of particular relevance for decisions concerning the fo­
cus of treatment, they allow determination of whether the patient's defi­
cits reflect problems in availability or in accessibility. But, as has been 
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discussed by Seidenberg (1988), these models of the functional archi­
tecture of the language processing system amount to a ''kind of descrip­
tive, first-order decomposition" of the tasks involved in formal diag­
nostic testing. In cases of impaired accessibility, more information about 
the affected linguistic units and their rule-governed behavior needs to be 
known if effective deficit-oriented therapy materials and procedures are 
to be constructed. It is only when a patient's performance is analyzed 
in terms of the structural features which characterize the different units 
of the language system that deficit-oriented treatment programs can 
be designed. 

Our chapter is organized as follows. The first section discusses the con­
tribution of processing models to designing treatment procedures. In 
particular, it will be argued that materials should highlight the linguistic 
structure of the impaired language component. The second section fo­
cuses on the need to consider issues of brain plasticity. Depending on 
site and size of lesion, different repair processes become operative after 
brain damage. Many patients interested in improving their language 
skills unfortunately lack the required processing capacities to do so. In 
the third section, some nonlinguistic impairments that frequently ac­
company aphasic language disturbances are pointed out, and their im­
plications for treatment procedures discussed. 

PROCESSING MODELS IN LANGUAGE THERAPY: 
WORD-FINDING DEFICITS 

Word-finding difficulties are a ubiquitous aphasic symptom. As a num­
ber of recent case studies (Caramazza & Hillis, 1990; Hillis & Caramaz­
za, 1991; Hillis, Rapp, Romani, & Caramazza, 1990; Howard & Orchard­
Lisle, 1984; Kay & Ellis, 1987) have demonstrated, they can result from 
problems at different stages in the process of retrieving and articulating 
words. The models currently popular in cognitive psychology share the 
assumption that there are modality-specific input and output compo­
nents which are interconnected by a semantic component. The different 
components can be impaired selectively, resulting in predictable pat­
terns of impaired performance. With damage to the semantic compo­
nent, deficient performance should be found in all lexical tasks. If dam­
age is restricted to the phonological output lexicon, selective deficits 
should be found only in tasks requiring spoken word production. A 
model-based distinction between word-finding difficulties arising at the 
semantic level and at the phonological level can thus be made. (For a dis­
cussion of semantic errors resulting from damage to the phonological 
output lexicon, see Caramazza & Hillis, 1990.) 
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Patients displaying the same pattern of deficient performance in nam­
ing tasks and in tasks of auditory word comprehension are likely to have 
problems in processing semantic information. The semantic information 
available to these patients may be insufficient to specify the exact target 
name. When these patients are cued in a picture-naming task with the 
initial phoneme of a word semantically related to the target name, se­
mantic paraphasias are more likely to occur than when the cue is the ini­
tial phoneme of the target name. Other patients with naming problems 
will reject quite reliably the initial phoneme of semantically related words 
which are offered as cues to object names that cannot be retrieved. In 
contrast to patients whose word-finding difficulties reflect semantic im­
pairments, these patients often are able to generate phonological ap­
proximations. They appear to have some rough idea of the phonological 
form of the correct name. The problem seems to be one of reduced acti­
vation: Not all phonemes that make up a word's spoken form and are ac­
tivated by the word's (intact) semantic representation receive sufficient 
activation to boost their resting levels high enough for articulation. These 
patients might be expected to have comparable difficulties in oral read­
ing of irregular words, as exemplified by the patient EST, described by 
Kay and Patterson (1985). 

The best illustration of an attempt to derive treatment procedures 
from a model-based analysis of the patient's word processing problems 
has been presented by de Partz (1986). The patient in this study (SP) 
was found to have deep dyslexia; SP was unable to read nonwords aloud, 
had difficulties with abstract words and function words, and made se­
mantic errors when reading real words. The nonlexical route to reading 
appeared to be inoperative, and the lexical one was hampered by an in­
ability to monitor the transcoded written words. If the patient could be 
trained to relate spelling to sound, the lexical routes to reading might be 
expected to benefit from the acquired transcoding skills. The patient was 
taught to transcode graphemes into phonemes by means of a lexical 
relay code. The code consisted of associating written letters with the ini­
tial sound of familiar words. The patient learned to sound out letters 
with the aid of visuo-lexical associations. After 9 months of treatment the 
patient displayed remarkable improvement in his oral reading of both 
words and nonwords. However, difficulties persisted when letter pro­
nunciation was context-dependent or when the sound corresponded to 
a complex grapheme configuration. This aspect of the training program 
will be discussed further in the next section. 

According to the functional architecture of word processing models, 
reading is tied to two distinct translation mechanisms. On the one hand, 
the phonological representation of a printed word is taken as a stored 
entity which corresponds to the whole string of letters making up a 
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word. On the other hand, it is taken as a code which must be cobbled 
together from orthographic subcomponents of the printed letter string. 
The former procedure is known as addressed phonology, whereas the 
latter is known as assembled phonology (see Patterson &: Coltheart, 
1987). Roughly speaking, addressed phonology may be associated with 
a lexical route to reading, assembled with a nonlexical route. The train­
ing program for SP exploited the mechanistic feature of assembled pho­
nology, namely the one-to-one correspondence between a particular let­
ter and its sound. The success of de Partz's treatment approach resides in 
the patient's retained ability to attend to a one-to-one mapping strategy 
that can be performed (with a considerable degree of reliability) on the 
basis of a limited set of fixed identity relations. Had the patient's reading 
problems been a matter of impaired comprehension rather than im­
paired oral production of written words (commonly associated with sur­
face dyslexia), a different treatment approach would have been required. 
Word meanings cannot be related to word forms in the same manner as 
letters to sounds. What kind of approach is to be followed in patients 
with marked difficulties in accessing the meaning of words? 

In recent times, case studies of patients displaying selective impair­
ment in specific classes of words have pervaded discussions of semantic 
impairments (for a review of the various cases that have been reported, 
see Shallice, 1988). The implication of these studies is that knowledge is 
organized categorically according to the relative prominence of the sen­
sory associations which enter its neuronal representation. Damasio (1990) 
has summarized the state of affairs succinctly: 

The fact that lesions in some neural systems disturb processing relative to some 
knowledge domains more than others suggests that such systems are dedicated 
to · the processing of some prevailing characteristics of entities and events in 
these domains. It does not indicate dedication to the representation of a concep­
tual category. (p. 98) 

By and large, impairments in semantic processing are characterized by 
difficulties in differentiating among related word meanings. Although 
patients frequently retain the ability to assign words to a broad seman­
tic field, they fail when required to attend to the defining features of a 
word's meaning (Grober, Perecman, Kellar, &: Brown, 1980; Zurif, Car­
amazza, Myerson,&: Galvin, 1974). It has been a matter of some debate 
whether such difficulties are to be interpreted as problems of access or 
problems of store (Blumstein, Milberg, &: Shrier, 1982; Milberg &: Blum­
stein, 1981; Shallice, 1987). Within the framework of cognitive process­
ing models the two interpretations entail different treatment procedures. 
Training the patient to generate semantic cues has been found to facili-
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tate word retrieval. With problems of storage such reactivational strate­
gies offer little promise of help. The degradation of semantic store calls 
for techniques designed to help the patient compensate for lost informa­
tion. However, if a distributed memory system is adopted to account for 
impairments associated with the semantic component of the language 
system (Allport, 1985), "store" and "access" cease to be of any theoreti­
cal relevance. In these models the meaning of a word is not taken as a 
network of concept nodes with labeled and directed links but is viewed 
as a code which is manifested in a specific pattern of activity; accessing a 
word's meaning amounts to "turning on" the activity pattern the system 
has "learned" for that word. In somewhat more technical terms: The 
recoverability of an activity pattern is a joint function of the strength with 
which the elements of a pattern are inter-associated and the strength of 
association between the retrieval cue and the to-be-recovered pattern 
(Allport, 1985). Consistency of performance does not reflect a loss of 
stored information but the strength of particular (retained) associations 
and the capacity of the system to suppress competing patterns of activity. 

Such a distributed model of processing calls for remediation proce­
dures aimed at activating the patient's awareness of word meanings as a 
specific configuration of lexical-semantic features. Improvement in the 
semantic availability of words should be achieved by training patients to 
attend to the lexical-semantic structure of semantically related words. 

We examined the effects of such a therapeutic rationale by requiring 
patients to observe semantic selection restrictions in sentences which 
had to be constructed from their constituent parts. Five patients with 
moderate to severe word-finding difficulties and fairly good auditory 
word comprehension skills participated. Patients ranged in age from 31 
to 53 years old, with an average age of 36 years; duration of illness 
ranged from 9 to 32 months, with a mean of 16 months. Forty bisyllabic 
nouns denoting common everyday objects were used as subjects in sim­
ple declarative sentences in which the predicate consisted of a finite aux­
iliary verb with a noun or adjective as the complement. For each target 
word three such sentences were constructed. The predicate complement 
in these sentences always specified a particular property of the target 
word serving as subject of the sentence (e.g., the window is narrow). 
Three cards were made for each of these 120 sentences. On each card 
was written the subject, auxiliary verb, or noun/adjective complement of 
a given sentence. The three cards making up a sentence were presented 
in a random array together with two distractor cards for the predicate 
complement. For half of the target words, the distractor cards contained 
a semantically related word in the same syntactic category as the predi­
cate complement (e.g., the window I is I narrow I thin I slender). For the 
other half of the target words, the distractor cards contained words mere-
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ly belonging to the same syntactic category as the predicate complement 
(e.g., the carpet I is I soft I full I weak). The selection of the distractors 
for complement nouns was guided by morphological considerations; the 
patients were discouraged from relying on formal rather than semantic 
features of the individual constituents (in German the article of noun 
phrases is case-marked). Once they had assembled and read the target 
sentence aloud the patients were asked to copy the sentence and then 
say it. These practice steps were the same for both types of sentences. 
Patients were given this treatment program in three hour-long sessions a 
week for 8 weeks. 

To determine whether the necessity to differentiate among seman­
tically related words had a stimulating effect, patients were asked to pro­
duce as many associations as possible for the 40 target words. This task 
was administered just before the treatment period, immediately after the 
treatment period, and 4 weeks after the end of the treatment period; dur­
ing the latter period patients received no treatment. As can be seen in 
Figure 12-1, the average number of associations elicited for the two sets 
of words was about the same before treatment; the two sets of words 
were thus of comparable associative power. Treatment proved to have a 
stimulating effect on both lists of words. The average number of associ­
ations was not affected by whether more precise semantic differenti­
ations had been required in assembling the sentence constituents. Four 
weeks post-treatment, a further increase in the average number of asso­
ciations was found. However, the words used in the target sentences 
with semantically related distractors appeared to have been more specif­
ically activated. With these words the variability in response was largely 
due to a steady increase in the number of associations produced; with 
the words that did not occur in sentences with semantically related dis­
tractors no such trend was served. 

The differential increase in the average number of associations elicited 
for the two sets of words may be attributed to a greater semantic stimula­
tion effect generated by therapy materials de"signed to activate specific 
features of word meanings. Such an interpretation of the patients' per­
formance fits well with the results obtained by Cohen, Engel, Kelter, and 
List (1979) in a picture naming study. These authors compared the ef­
fects of two types of prompts in facilitating aphasic patients' naming abil­
ities. Whenever the name of a depicted object could not be produced, an 
overlearned sequence or an open-ended sentence was given to the pa­
tient for completion. Overlearned sequences proved to be more effec­
tive prompts than open-ended sentences; however, one day later, pic­
ture names that had been cued by open-ended sentences were more 
likely to be available than picture names cued by overlearned sequences. 
The authors argue that the open-ended sentence prompts called for a 
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Figure 12-1. Mean number of associations elicited before treatment, immediate­
ly after treatment, and 1 month later, after a period of no treatment. 

search in semantic memory, which resulted in a longer lasting stimula­
tion effect than did the completion of an automatized sequence of words. 

The treatment of BRB's word-finding difficulties, described by Byng 
(1988), also provides supportive evidence for the greater activation ef­
fects of remediation approaches that require the patient to attend to spe­
cific features of word meanings. To achieve an improvement in BRB's 
comprehension skills, Byng had the patient match written words with 
their pictorial representations in a set of four pictures consisting of the 
correct response and three distractors, one of which had a semantic rela­
tionship to the target picture. The only aid given to the patient was a list 
of the correct picture numbers against which he could check his re­
sponses. Treatment effects were assessed with two types of comprehen­
sion tasks: a picture-word matching task and a synonym judgment task. 
For the latter task, treated words were paired with appropriate as well as 
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incorrect synonyms. The patient was asked to sort the pairs of words. In 
the picture-word matching task, item-specific treatment effects were found. 
These effects proved to be task-specific, as no improvement of the syno­
nym judgment performance was obtained. The treatment procedure taught 
the patient to match a word with a particular instance of its meaning; in 
performing these matching tasks the patient did not have to perceive the 
full meaning of the individual words, as is required in a synonym judg­
ment task. It seems reasonable to assume that the stimulating effect of a 
treatment procedure is dependent on the depth of processing required. 

This assumption finds confirmation in the experimental findings of 
studies using different cuing techniques to elicit picture names. Phone­
mic cues have been found to be effective prompts in word retrieval (Kohn 
& Goodglass, 1985; Pease & Goodglass, 1978), but as Patterson, Purell, 
and Morton (1983) have demonstrated, such phonological information 
about the form of a word does not result in long-term facilitation; bene­
fits from phonemic cuing dissipated after half an hour. Comparable re­
sults were obtained by Bruce and Howard (1987) who studied the feasi­
bility of teaching patients to generate their own phonemic cues with a 
microcomputer. The words under study were words for which subjects 
could specify the initial letter, but not the whole word. The five patients in 
this study achieved significantly better naming performances when they 
were allowed to use the computer as an aid than when they received no 
help. The effects generalized to untreated items, but there was a trend for 
greater effects with the treated items. However, the overall difference in 
performance between the treated and the untreated items was fairly small; 
one is again led to conclude that phonemic cuing only has short-term effects. 

The effects of different semantic facilitation techniques were explored 
by Howard, Patterson, Franklin, Orchard-lisle, and Morton (1985) . An 
improvement in naming performance was found after auditory as well as 
written word-to-picture matching. But when patients were given the nam­
ing task again 2 weeks later, their performance dropped to the level of the 
control condition. Pointing to a different object from the same semantic 
category as the target picture that could not be named was a less effective 
technique than having to judge whether a particular property applied to 
the target name. The results of these studies seem to indicate that only short­
term improvements are achieved in naming tasks if the treatment proce­
dure does not involve intentional processing of semantic information. 

PROCESSING MODELS IN LANGUAGE THERAPY: 
SYNTACTIC AND MORPHOLOGICAL DEFICITS 

The language system also has a syntactic component which specifies the 
constituent structure of connected speech and the syntactic relationships 
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that enter the grammatical encoding of lexical items in the form of bound 
and free closed class vocabulary. A comprehensive representation of 
words must include information about the syntactic frames into which 
they may be inserted, the morphosyntactic markings which they take on, 
and the semantic selection restrictions which the retrieved lexical items 
must meet. 

Until recently, impairments in sentence production have been exam­
ined largely within the confines of the classical clinical syndromes of 
agrammatism and paragrammatism. In the days when the focus of inter­
est was classification, checklist approaches dominated: The symptoms 
characterizing disorders in sentence production were analyzed to pro­
vide a more detailed definition of these clinical syndromes (see Gleason, 
Goodglass, Green, Ackerman, & Hyde, 1975; Goodglass, Gleason, Bern­
holtz, & Hyde, 1972; Tissot, Mounin, & Lhermitte, 1973; von Stockert & 
Bader, 1976; Zurif, Caramazza, & Myerson, 1972). But because the com­
bination of symptoms displayed by patients with impaired grammar is 
rather heterogeneous (for examples, see Miceli, Silveri, Romani, & Car­
amazza, 1989), checklist approaches were found to have little promise of 
leading to significant generalizations regarding the underlying deficit 
(for a discussion of the theoretical issues, see Badecker & Caramazza, 
1985). A more thorough explanation can be gained by using an approach 
that allows inferences to be made about the nature of the sentence proc­
essing deficit. 

In a number of proposed accounts of processing, the symptoms ob­
served are analyzed in terms of a functional deficit associated with a par­
ticular component of the language system. The assumption underlying 
these approaches is that aphasic language disorders reflect failures in the 
central representation of some component of the language system. Sup­
portive evidence for such an assumption comes from empirical obser­
vations and experimental findings showing that defects manifested in 
one modality are paralleled in other modalities. Focusing her attention 
on the deficient processing of grammatical morphemes, Kean (1977, 
1979) found agrammatism to be a phonologically based disorder in 
which the syntactic representation of a sentence is reduced to those mor­
phemes that contribute to its stress pattern. On the basis of their find­
ings in lexical decision tasks, Bradley, Garrett, and Zurif (1980) inter­
preted the deficient processing of grammatical morphemes as a problem 
involving the lexical component. Studying the ability of agrammatic pa­
tients to distinguish between subject and object in word order tasks led 
Saffran, Schwartz, and Marin (1980) to conclude that the locus of the 
functional deficit is at the level of the syntactic component. Caramazza 
and Berndt (1985) have challenged such efforts to relatt: the symptoms 
of impaired grammar to disruptions in the processing mechanisms of a 
single component of the language system. They have suggested that dif-
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ferent patterns of sentence production impairments reflect different dys­
functions of the individual components of the sentence production sys­
tem. But without a sufficiently articulated model of the sentence produc­
tion process, it is hard to formulate a theoretically coherent functional 
account of sentence production impairments. The model developed by 
Garrett (1976, 1982) has been adopted as a possible framework for inter­
preting the various constellations of co-occurring and dissociating symp­
toms found in disorders of sentence processing (Caramazza & Hillis, 1989; 
Saffran, 1982). 

In this production model, different levels of representation are dis­
tinguished, each associated with specific processing operations (only 
broadly sketched in Garrett's presentation of the model). The linguistic 
encoding of an intended message (a conceptual construct referred to as 
the message level representation of a surface sentence) begins with the 
lexical identification of semantic information and the computation of 
functional structure roles that specify the relations among the selected 
lexical formatives. The sentence frames thus generated can also be de­
scribed as a set of argument functions, assigned to nouns in accordance 
with the predicate structure of the verb. On the basis of such functional 
level representations, the phrasal geometry of a sentence is determined, 
closed class vocabulary items are selected, and the word forms of the 
identified lexical items are retrieved. The ensuing positional level rep­
resentation consists of a string of phonologically specified units to which 
procedures for constructing a phonetic level representation are applied. 
The theoretically relevant feature of this model is that syntax and mor­
phology, the two formal aspects of grammar, are interpreted in terms 
of processing procedures yoked to the selection of open and closed 
class vocabulary items. The syntactic constituents making up sentence 
frames are semantically motivated (i.e., they are generated by the se­
mantic structure of the lexical items designated to fill the slots of the sen­
tence pattern). The subsequent morphological structuring of the gen­
erated sentence frames then entails the incorporation of the various 
types of closed class items (articles, pronouns, prepositions, auxilia­
ries, inflections). 

Such a computational account of the syntactic and morphological 
aspects of grammar offers a framework for identifying the presumed 
locus of the functional deficits in the sentence production process. It also 
encompasses theoretical constructs that could be exploited in designing 
deficit-oriented therapy materials. Related to the concept of a functional 
level representation are other linguistic notions, such as thematic struc­
ture of a sentence (Fillmore, 1971; Gruber, 1965; Jackendoff, 1972, 
1983). Words, more specifically verbs, can be described as predicates 
taking a certain number of conceptually required "arguments." Depend-
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ing on the conceptual structure of the predicate, these arguments are 
ascribed particular thematic roles. For example, the verbs lend and bor­
row are three-argument predicates, the arguments representing the one 
who receives some object for temporary use, the one who is eligible to 
grant permission for use, and the object that is transferred for temporary 
use. A distinction is made between the number of conceptually required 
arguments and the number of arguments that must be explicitly identi­
fied in a grammatically well-formed sentence. With lend, the argument 
identifying the recipient of the object transferred for temporary use can 
be omitted; whereas with borrow, it must be specified because it has the 
syntactic function of being the subject of the sentence. The thematic roles 
played by the different arguments of a predicate generally can be matched 
on a one-to-one basis with the constituent syntactic frames that are asso­
ciated with the predicate. Which arguments can be left out of the surface 
structure of a sentence is a matter of case hierarchy and not of particular 
relevance here. 

Patients with difficulties in sentence processing have been found to 
have problems in mapping thematic roles onto syntactic structures (Line­
barger, Schwartz, & Saffran, 1983). But few attempts have been made to 
improve sentence processing abilities in these patients by training them 
to identify the different thematic roles associated with particular predi­
cates and then to map these roles onto the corresponding syntactic struc­
tures. Jones (1986) and Byng (1988) have reported the results of teach­
ing patients to perform such mapping routines in comprehension tasks. 
The treatment program followed by Jones consisted of giving the patient 
BB sentences of increasing syntactic complexity, beginning with intransi­
tive sentences, proceeding to transitive SVO sentences with reversible as 
well as nonreversible noun phrases, and then going on to sentences with 
prepositional and adverbial phrases. The patient was required to identify 
the constituents which "responded" to such questions as "who," "what," 
"when," "where," and ''how." 

Working with the patient BRB, Byng concentrated on sentences with a 
locational preposition. This patient's task was also one of identification; 
he had to choose the picture that went with a written stimulus sentence. 
The target picture was paired with a distractor picture representing the 
opposite role from the target picture. To aid the patient in perceiving the 
expressed relationship, the stimulus materials were color coded. The 
two noun phrases in the sentence were written in the colors correspond­
ing to the colors in which the two objects in the pictures were drawn. For 
the sentence "The pan is in the jug," the correct picture had a red pan in a 
blue jug whereas the distractor picture had a red jug in a blue pan. Four 
prepositions were selected for treatment, with each preposition being 
used in five sentences. After working with these materials at home for a 
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week, BRB correctly matched 17 of the 20 practice sentences- using 
colorless sentences and pictures. The patient also scored better on a test 
which comprised untreated items. The improvement in performance there­
fore cannot be attributed to rote learning of the practice sentences. 

Structural changes were noted in the sentences that BRB produced in 
retelling a story; more two-argument structures occurred. However, the 
proportion of open and closed class items remained unbalanced. Closed 
class items are intricately tied to the shades of meaning that a verb may 
have. As has been pointed out by Fillmore (1971}, the two sentences, 
''He smeared mud on the fender," and, ''He smeared the fender with 
mud," are not quite paraphrases of each other. An appropriate para­
phrase of the second sentence would be, ''He covered the fender with 
mud." In the second sentence "the fender" functions syntactically as 
direct object. However, its thematic role is the same as in the first sen­
tence where it is not the direct object of the verb and its thematic role is 
signaled by a preposition. Such interrelationships between the concep­
tual argument structure of a verb and the (syntactic) surface realization 
of these arguments call for more complex mapping capacities than is 
entailed by the tasks generally designed for treatment. 

REPAIR PROCESSES AND LANGUAGE THERAPY 

As maintained in the previous section, treatment programs aimed at re­
mediating disruptions in language processing cannot be designed with­
out some hypothesis about the functional locus of the deficit. Informa­
tion processing models provide a theoretical framework for setting up 
such hypotheses. But this is just one side of the coin. To benefit from a 
treatment program the patient must have the necessary processing capa­
cities. The proponents of a model-based approach to therapy tend to 
evoke the impression that all patients with aphasic language impair­
ments have retained the cognitive abilities to improve their residual lan­
guage skills, given a proper analysis of the patient's language problems 
and the implementation of the appropriate approach to treatment. 

Howard and Patterson (1989) distinguish between treatment ap­
proaches directed toward restoration of function, reconstitution of func­
tion, and facilitation of function. Neurologically, functional restitution is 
understood to be a restoration of the original function and is evidenced 
with functions that are widely distributed and organized with some re­
dundancy (Singer, 1982}. From this point of view, functional restitution 
in aphasia is limited to instances in which the patient has regained the 
ability to perform linguistic tasks according to the rules of the language 
system. Improved performance on a particular linguistic task cannot be 
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taken as evidence that the respective rules of the language system are 
again available to the patient. Patient SP' s improvement in reading aloud, 
resulting from his learning to sound out letters of written words, did not 
amount to a restoration of his premorbid reading ability. The patient 
continued to have difficulties when the letter pronunciation was context­
dependent or when the sound corresponded to a complex grapheme­
phoneme configuration. Only certain aspects of the functional- deficit 
were "made up for"; a behavioral difference in performance may be dis­
cerned when comparisons are made with the pre-lesion state. The same 
arguments must be put forward in appraising the improvements achieved 
by the two patients BB and BRB who were treated for their sentence pro­
cessing problems. 

These three cases have been discussed by Howard and Patterson (1989) 
as examples of restitution of function brought about by the "patients' 
ability to relearn procedures that normally underlie the performance in 
question." Such an interpretation can be challenged. The observed im­
provements might well be the result of a response strategy developed by 
patients to solve the tasks with their residual processing abilities. We 
prefer to interpret the improvement of the three patients as the result of 
their ability to adapt to their processing impairments. Such adaptation 
can take various forms, depending on the nature of the deficit. With some 
deficits, functional improvement can be obtained by applying a one-to­
one matching technique. When such a procedure is possible, there is little 
need to consider the rules of context-sensitivity, because the technique 
turns out to be rather effective. This was demonstrated by the patient SP 
in reading aloud and the patients BB and BRB in comprehending syn­
tactically more structured sentences. However, not all deficits permit a 
context-free matching procedure. As soon as it becomes necessary to 
observe contextual selection restrictions, the technique becomes too tax­
ing for many patients. 

The term reconstitution of function refers to the ability of the patient to 
achieve some functional success with his or her remaining processing 
abilities by reorganizing function. Functional reorganization is concep­
tualized two ways: Preserved elements are either internally re-struc­
tured or lost cerebral links are replaced by the integration of intact func­
tions that were not previously part of the damaged functional system. In 
either case, the "re-developed" functions (Luria, 1963) are only sub­
stitutes, which usually differ markedly from the original functions. The 
crucial question with regard to efforts at remediation is whether, in cases 
of language disruption, there are inherent limitations on the kind of 
functional substitution that is possible. Another way of putting the ques­
tion is to ask whether some of the cognitive operations involved in natu­
ral language may persist in the presence of a severe aphasia. 
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To shed some light on the this conceptual issue Gardner, Zurif, Berry, 
and Baker (1976) explored the capacities of severely aphasic patients to 
circumvent their oral-aural communication deficits by acquiring a visual 
symbol system, known as VIC (Visual Communication). This symbol sys­
tem consists of simple geometric forms with arbitrary meanings and sim­
ple line drawings of objects with representational meanings. Both types 
of symbols are drawn on individual cards. Basic semantic relations be­
tween the various symbols can be expressed by a linear arrangement of 
the cards. The authors distinguished two levels of use: At level 1, patients 
were taught how to carry out commands, answer questions, and describe 
events; and at level 2, patients were required to employ this alternative 
mode of communication more spontaneously to convey immediate needs 
and to express feelings. The patients selected for VIC training had little 
or no usable speech but demonstrated comprehension skills equivalent 
to the demands of Ievell and were able to match objects with ideograph­
ic drawings of the objects. The latter two screening conditions led to the 
elimination of seven of the 22 patients initially selected for treatment. 
Only five patients succeeded in mastering the basic properties of VIC, 
and only two of them satisfied the criteria for level 2 training. 

The vexing question is whether the patients learned to use VIC only as 
a sort of language game rather than as a vehicle of communication. Both 
games and communication systems call for rule-governed behavior. 
When manipulating their component elements the subject must attend 
to specific conditions of use. A prerequisite for the successful use of a 
communicative system is the ability to code intended messages accord­
ing to the rules of the system. It is this ability which appears to be lacking 
in aphasia - commensurate with the overall severity of the language 
disorder. Interestingly enough, of the two patients who attained level 2 
performance with VIC, one had a lesion resulting from trauma and the 
other, who was left-handed, had a large left hemisphere lesion affecting 
predominantly prerolandic areas. 

An earlier attempt (Glass, Gazzaniga, & Premack, 1973) to teach se­
verely aphasic patients an alternative symbol system produced similar 
results. The symbols utilized by these authors were borrowed from stud­
ies of communication in chimpanzees. They consisted of geometric forms 
cut from paper and varying in size and color. Subjects received training 
aimed to teach them to use the symbols communicatively and to perform 
logical operations with them. Of the seven globally aphasic patients in 
the study, two progressed sufficiently to express and comprehend sim­
ple declarative statements. Certain cognitive abilities may be preserved 
in the face of severe language dysfunction. But can the cognitive opera­
tions underlying these abilities subserve the processing of a symbol sys­
tem such as language? 
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More recent studies with a visual symbol system called Blissymbolics 
(Funnell & Allport, 1989; Johannsen-Horbach, Cegla, Mager, & Schempp, 
1985; Sawyer-Woods, 1987) have supplied further evidence of the limit­
ed capacities of aphasic patients to acquire an alternative visual symbol 
system. As Funnell and Allport were able to demonstrate, whenever a 
patient succeeds in learning and using a particular visual symbol, the 
equivalent written word sharing the same conceptual base as the learned 
symbol is also available. 

Aphasic patients' difficulties in acquiring an alternative symbol system 
are not restricted to the visual modality. Coelho and Duffy (1987, 1990) 
found a significant relationship between severity of aphasia and success 
in the acquisition of manual signs. The varying degrees of success with 
which manual signs are learned suggests that alternative nonverbal sym­
bol systems tap the same cognitive abilities that are required for natural 
language processing. Aphasic patients are not only impaired in their use 
of language; they also display difficulties in nonverbal category decision 
tasks (e.g., categorization of pictured objects; see Cohen, Kelter, & Woll, 
1980). It is when isolated features must be detected and integrated into 
larger contextual settings that processing problems arise. What appears 
to be impaired in aphasia is the capacity to process compound featural 
information. The alternative symbol systems that have been introduced 
as aids in circumventing expressive communication problems require 
the patient to assign some functional value to an arbitrary symbol and 
then to relate this functional value to a certain situational setting. If less 
arbitrary symbols were adopted perhaps greater communicative effec­
tiveness could be achieved with a nonverbal symbol system. Pictographs 
appear to be less demanding symbols. They are simplified pictorial rep­
resentations of objects occurring in common everyday situations and ac­
tivities. We have set up a training program that exploits the iconicity of 
pictographs and is aimed at making patients aware of the functional rele­
vance of the discriminating pictorial features of object drawings (Ber­
toni, Stoffel, & Weniger, 1991). The program proceeds from the recep­
tive and expressive use of pictographs encountered in everyday life to 
the spontaneous production of line drawings in response to questions. 
The results of a pilot study have shown that pictographs are a promising 
aid in augmenting the communicative capacities of patients with little or 
no usable speech. Despite intensive treatment over a period of 18 months, 
a global aphasic patient, PC's spontaneous speech continued to be lim­
ited to the automatism "ja." When PC was first introduced to the picto­
graph training program he was hardly able to produce an intelligible 
drawing of a presented pictograph. In time, his drawings became more 
structured, and PC began modifying trained pictographs to convey mes­
sages of his own. To indicate that he was feeling better after having been 
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ill for 5 days, he drew a row of five stick figures in horizontal position, 
separated by a vertical line from a stick figure in upright position (see 
Figure 12-2). 

A notion which is associated with repair processes but not tied explic­
itly to any reorganizational mechanism is that of adaptation. It has its 
roots in Jackson's (1878-79) interpretation of a symptom. We are prone 
to analyze a patient's performance in terms of its deficiency, taking the 
impaired behavior as the more or less direct expression of the under­
lying deficit. But some symptoms that look like behavioral abnormali­
ties are manifestations of the organism's struggle to cope with the deficit 
by resorting to an evolutionarily more primitive but intact processing 
mechanism. Jackson contrasts such symptoms which occur in a positive 
condition with the symptoms occurring in a negative condition (i.e., the 
damaged system) and "representing" the deficit. Heeschen (1985) has 
applied this concept of a symptom to the phenomenon of agrammatism 
(see also Kolk & Heeschen, 1990). The omission of grammatical mor­
phology which characterizes agrammatic speech can be shown to re­
flect the adoption of elliptical speech, which is also used by nonaphasic 
speakers in certain contexts. To avoid sentence structures that exceed 
their available processing abilities, agrammatic patients frequently resort 
to formulations "within their reach." It is of particular significance that, 
when they phrase their utterances elliptically, they observe the rules of 
elliptical speech, differing from normal speakers only in the frequency 
with which they use this style of speech. Not all patients with sentence 
production problems change their style of speech to circumvent their 
processing difficulties. For example, patients with paragrammatic speech 
produce the same type of sentence constructions as before the onset 
of the illness due to a reduced ability to control for their erroneous 
speech production. 

Figure 12-2. Drawing of the patient PC indicating that he was ill for 5 days. 
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The mechanized elements of speech that frequently occur in states of 
word-finding difficulties (the negative condition) are another example 
of the two-sidedness of a symptom. Unless words are chosen with some 
referential specificity, the hearer fails to capture the message the speaker 
is trying to convey. Not having words with the necessary referential spe­
cificity available, aphasic speakers tend to rely on the ability of the non­
aphasic hearer to "catch on" to the intended message with the clues they 
are capable of offering. Interjections and deictic phrases are a common 
feature of the empty speech that characterizes the discourse of many 
fluent aphasic patients. Although such forms of expression lack referen­
tial specificity, they can help the listener identify the particular objects, 
properties, places, and events that the patient is trying to signal, pro­
vided the participants share sufficient background information. 

Improvements in performance due to mechanisms of functional reor­
ganization are to be distinguished from the effects of facilitating inter­
ventions. As the examples given illustrate, the retrieval of target words 
can be triggered by giving the patient an appropriate semantic or phone­
mic cue. Following Weigl's (1961) argument, the success of such cues 
rests on their potential to elicit a verbal response by "clearing" a func­
tionally blocked pathway. The effect of deblocking techniques such as 
cuing is temporary. It disappears after some minutes but has been shown 
to persist for longer periods of time (hours, days) with appropriate 
stimulation. The phenomenon of deblocking is a physiological process 
and consists of breaking through the patient's raised threshold levels. 
The extent to which repeated activation of a given type of information 
can result in a longer lasting breakthrough is an unresolved issue. The 
differential effect of semantic and phonemic cues was pointed out in the 
previous section. The persistent treatment effects reported in the study 
with therapy materials that were aimed at inducing the patient to attend 
to certain structural features of the language system could result from 
specific arousal of threshold levels in a modular subsystem (see also 
Weniger, Springer, & Poeck, 1987). 

NONUNGUISTIC IMPAIRMENTS 
AND LANGUAGE THERAPY 

In setting goals for treatment, different types of information need to be 
considered. A model-based deficit analysis is certainly important in de­
ciding which language problem is to be the focus of treatment. How­
ever, the assessed language disorders are often accompanied by addi­
tional impairments such as motor speech difficulties, short-term verbal 
retention disturbances, and reductions in cognitive flexibility. Such im-
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pairments, which are not intricately tied to the language system proper, 
can be masked by the more dominant disruptions ·Of the language sys­
tem that have been chosen for treatment; and they can affect the out­
come of the linguistically motivated treatment approach. 

Two examples of non-linguistic impairments that can influence per­
formance on tests designed to assess language skills are presented in this 
section. The first example touches on the ability to set up a "plan" of the 
verbal utterance to be generated and is associated with what Luria (1970) 
has termed "dynamic aphasia." 

In a recent study, de Lacy-Costello and Warrington (1989) examined 
the expressive language difficulties of the patient ROH. ROH could pro­
duce the names of depicted objects and actions, achieved satisfactory 
scores on tests of auditory as well as written word comprehension, and 
could repeat polysyllabic words, sentences, and cliches accurately and 
with normal articulation. His literacy skills were dull average with his 
reading somewhat better than his spelling. However, the patient's spon­
taneous speech was characterized by enormous problems in initiating 
speech and generating sentences; responses to questions were extreme­
ly sparse and very slow. In contrast to his relatively short onset latencies 
when naming objects from pictorial stimuli, ROH displayed slow re­
sponse latencies in sentence and phrase completion tasks. When asked 
to produce a sentence containing a given word, the patient managed to 
generate grammatically complete sentences for only 13 of the 23 stimu­
lus words. Comparable results were obtained when a sentence context 
was given and a second sentence had to be generated around the theme 
of this stimulus sentence; either a grammatically correct sentence fol­
lowed the presentation of the stimulus sentence or there was a total ab­
sence of a response. But when presented with a pictorial context from 
which to generate a sentence, the patient succeeded in producing a sen­
tence for 17 of the 18 pictures. 

Pictorial prompts appear to have been more effective than verbal 
prompts in eliciting propositional speech. The authors attributed this 
finding to the fact that the pictorial stimuli provided the patient with a 
framework for organizing verbal output. The functional locus of this pa­
tient's difficulties in producing sentences lies in his impaired ability to 
generate a verbal plan on the basis of which a sentence can then be con­
structed. It is not knowledge about syntactic structuring and morpholog­
ical processing that is deficient in patients like ROH. Therapeutic proce­
dures must therefore be aimed at training such patients how to "find" a 
verbal plan. As has been suggested by Luria, Naydin, Tsvetkova, and Vi­
narskaya (1969), these patients need to be given some external aid to 
support them in their search for a sentence scheme. For example, to initi­
ate the generation of a sentence scheme, patients are confronted with the 
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picture of a familiar everyday activity or event. Their first task is to iden­
tify the elements that constitute the central activity; then they are asked 
to sequence the identified elements in such a way that the linear arrange­
ment of the elements reflects the message conveyed by the picture. 
Training consists of getting patients to look for an external pivot from 
which a sentence scheme can be developed. 

Let us now turn to the second example pertaining to impairments of 
auditory-verbal short-term memory that have been associated with defi­
cits of phonological encoding in aphasia (e.g., Allport, 1984; Friedrich, 
Glenn, & Marin, 1984; Shallice & Warrington, 1977). It has been argued 
(e.g., Howard & Franklin, 1990; Martin & Saffran, 1990) that the ability 
to hold linguistic information briefly in store is a property of the process­
ing mechanisms involved in language production and comprehension. It 
might therefore be questioned whether verbal short-term memory is to 
be conceptualized as a capacity extrinsic to the language system. On the 
other hand, dissociations have been found between the comprehension 
of sentences with reversible noun phrases and the ability to perform 
simple comparative judgments (e.g., which is red, a poppy, or a head of 
lettuce?} which involve the use of linguistic information in a subsequent 
set of cognitive operations (McCarthy & Warrington, 1987). The two 
aphasic patients who participated in this study displayed good compre­
hension of the individual words and relatively intact on-line processing 
skills of verbal information. Their difficulties in performing the judg­
ment tasks were therefore attributed to deficiencies in the capacity to 
backtrack over spoken input. Auditory-verbal short-term memory is as­
sumed to function as a backup resource which allows the individual to 
"replay" the spoken input in subsequent attempts at constructing the 
cognitive representation required by the demands of the task. 

Impairments in this backup function of auditory-verbal short-term 
memory may be detected on formal diagnostic testing by comparing the 
performance of aphasic patients on the Token Test and on word-picture 
matching tasks assessing auditory comprehension. The Token Test is 
often used to assess auditory comprehension in patients with an aphasia. 
The test was developed by De Renzi and Vignolo (1962) as a tool to tap 
receptive disorders in aphasia. It consists of systematic arrangements of 
20 tokens, varying in shape (squares and circles), size (large and small}, 
and color (red, yellow, blue, green, and white). The patient is asked to 
identify the token indicated by the examiner. A more common way to 
examine auditory comprehension abilities is to have patients match a 
presented verbal stimulus with the corresponding picture in a choice set. 
The distractors in the choice set are usually selected so that inferences 
can be made about the functional locus of the processing deficit. Patients 
with an aphasia of vascular etiology frequently show comparable levels 



310 Aphasia Treatment: World Perspectives 

of performance in these two types of comprehension tests. However, 
marked differences in performance of some patients on the two tests can 
be found, with performance on the Token Test significantly more impaired. 

HJ, a 50-year-old male biologist who sustained an infarct in the terri­
tory of the left middle cerebral artery in January 1985, had great difficul­
ty with the instructions of the Token Test but performed the comprehen­
sion tasks of the Aachen Aphasia Test (AAT) (Huber, Poeck, Weniger, & 
Willmes, 1983; for a description of the test see Willmes, Poeck, Weniger, 
& Huber, 1983) with considerably fewer errors. His spontaneous speech 
was nonfluent and effortful, and contained numerous phonemic para­
phasias; he was virtually unable to do confrontation naming, and his 
repetition was moderately impaired, with more omissions and semantic­
ally correct paraphrases as the length of the stimuli increased. His oral 
reading of real words was relatively preserved and was characterized by 
omissions and occasional phonemic substitutions. He could not read 
nonwords aloud, although he could distinguish them from real words 
quite reliably in lexical decision tasks. The patient appeared to be sensi­
tive to the lexical status of phoneme strings. In writing to dictation, his 
errors consisted predominantly of omissions, the missing letters often 
being signalled by gaps between the written letters. Formal diagnostic 
testing was not possible until 2 months post-onset; the AAT was re­
administered 19 months later. The patient achieved significantly bet­
ter scores on all subtests except confrontation naming; his overall pat­
tern of performance remained unchanged. His confrontation naming 
showed significant improvement when it was again assessed after 3 
years. His poor performance on the Token Test persisted, whereas by 
this time he made only a few errors on the comprehension tasks of the 
AAT, which indicated that his lexical-semantic representations were 
relatively preserved. 

The two tasks obviously entail different processing demands. Word­
picture matching as required by the comprehension task involves two 
more or less sequentially organized processes: Access to the lexical­
semantic representation of the presented verbal stimulus and then selec­
tion of a picture on the basis of the retrieved semantic information. De­
pending on the featural distinctions that have to be made in selecting the 
target picture, more precise semantic information needs to be retrieved. 
A correct solution is often possible with on-line retrieval of only frag­
mentary semantic information; with a certain amount of pragmatic intui­
tion supported by the pictures in the given array, a reasonable guess can 
be made as to the target picture. The Token Test instructions are non­
redundant and tied up with temporal constraints. If the on-line transcod­
ing of a given instruction cannot be achieved within the time allotted by 
the processing system, the patient is forced to do some backtracking. 
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Unless the patient has access to a verbatim phonological record of the 
spoken instruction, backtracking is not possible. 

One of HJ's problems lies in the impaired ability to retain access to 
the phonological form of spoken verbal input. This also becomes appar­
ent in his repetition behavior. A comparably poor level of performance 
was observed on both the Token Test and the repetition subtest of the 
AAT. In repeating longer stimulus items, HJ frequently responded with 
a paraphrase of the auditorily presented word or sentence, suggesting 
that semantic information about a stimulus item was available. It might 
therefore be argued that the patient could have relied on lexical repre­
sentations in accessing output phonology when the nonlexical route 
proved to be unsuccessful due to an inability to maintain a phonological 
record of the stimulus item. However, a pathological reduction in the 
activation of the phonological level of the production system appears to 
have made the lexical route less effective. Such an interpretation of the 
patient's repetition performance predicts that significantly lower test 
scores will be found in tasks that require spoken output than in tasks that 
do not. As can be seen in Table 12-1, this prediction is borne out by com­
paring the patient's test scores on confrontation naming and compre­
hension and repetition and comprehension. Also in agreement with the 
prediction is the patient's equally poor performance in repetition and 
confrontation naming. 

Contrary to expectation, the patient did relatively well in reading 
aloud, and writing real words to dictation. In reading aloud, the ortho-

Table 12-1. Comparison of patient HJ's diagnostic test scores (Aachen Apha-
sia Test). 

Token Written Confrontation 
Test Repetition Language Naming Comprehension 

Token Test -3.04 -7.07,. -2.03 -13.36,. 

Repetition 34.79% -4.03,. 1.01 -10.32,. 

Written 
Language 11.41% 27.28% 5.04,. -6.29 

Confrontation 
Naming 36.32% 43.54% 18.98% -11.33,. 

Comprehension 2.68% 10.04% 17.66% 3.71% 

• significant difference (for an overall type I error of 10%, using the sequential multiple test 
procedure of Holm, 1979). 
Note: The differences between the T -scores of the respective subtest scores are given on the 
upper half of the diagonal. On the lower half of the diagonal the probabilities are given for 
determining whether the T -score differences are diagnostically valid. 
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graphic form of the written words served as a reliable backup resource 
enabling HJ to reinforce activation of the nodes at the phonological out­
put level. When writing to dictation a phonological trace of the stimulus 
word is again needed as a backup resource. But the transcoding process 
does not encompass the same temporal constraints as repetition. After 
spontaneously writing the initial two or three letters of the target word 
the patient added successive letters with much hesitation, and made 
errors predominantly at the end of words. It seems reasonable to assume 
that the patient's response behavior was guided by knowledge about 
possible orthographic word forms (letter combinations). To verify this 
assumption, the effects of word as well as letter transition frequencies 
would have to be examined. 

Formal diagnostic testing of HJ revealed an impairment in the short­
term retention of the phonological coding of speech input - in addition 
to difficulties in accessing the phonological output lexicon. In designing 
a treatment procedure for the patient's phonologically based word­
finding difficulties, one cannot rely on short-term storage of phonologi­
cal information. It is therefore rather unlikely that an approach aimed at 
activating the phonological forms of target words by aural stimulation 
would turn out to be successful. HJ does reasonably well in reading real 
words aloud and succeeds in writing the initial letters of target words. As 
has been demonstrated in a pilot study by Kremin et al. (1989), an im­
provement in the retrieval of the phonological form of target words can 
be achieved by training patients with considerable residual written lan­
guage skills to use spelling information in retrieving word forms. Of par­
ticular relevance for a theory of rehabilitative interventions is whether 
the subsequently observed improvement of oral naming is the outcome 
of some restored access to output phonology from the semantic system. 
It might well reflect the acquired technique of producing an object name 
orally via its written form. 

CONCLUDING COMMENTS 

For the individual struck by an aphasia, the sudden loss of language rep­
resents not only a handicap in the use of language, it also places restric­
tions on numerous everyday activities. Most aphasic patients therefore 
will grasp the opportunities offered to reduce the impact of the language 
disorder. For both patients and therapists the goal of rehabilitative inter­
ventions lies in the improvement of impaired language functions and, 
consequently, spontaneous communicative skills. But there is a major 
difference in their prime concerns: Patients will content themselves with 
the feeling that treatment has worked; for the therapist the outcome of 
treatment raises the question of why the adopted approach worked or 
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failed. The main concern of this chapter was to outline some of the issues 
that must be considered when determining the goals of treatment. Iden­
tifying the functional locus of a patient's linguistic processing deficits is 
just one side of the coin. In trying to set up a treatment program that 
promises some success, the other side of the coin, the neurological resid­
uals, cannot be ignored. This has led us to the following schematic sum­
mary of rehabilitative interventions in aphasia. 

Activation -----------+- Functional Restitution 

stimulating/facilitating techniques 

Transformation ---------+- Functional Substitution 

strategic modification 

Replacement Functional Compensation 

alternative symbol systems (VIC, VAT, BUSS, pictograms) 
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Chronic aphasia results in considerable psychosocial changes and stress, 
both for the affected person and his or her relatives and for those close to 
them (Artes &: Hoops, 1976; Bowling, 1977; Herrmann&: Wallesch, 1989; 
Kinsella &: Duffy, 1978, 1979). According to Matsumoto, Whisnant, Kur­
land, and Okasaki, (1973), fewer than 10% of aphasic stroke patients are 
professionally reintegrated, in comparison to one third of all stroke victims. 
Early retirement leads to loss of income and social status as well as to a re­
striction of social contacts. These changes affect both patients and their 
relatives. Within the family, social roles change and family members-in 
most instances wives-are faced with problems and tasks that were previ­
ously the aphasic person's responsibility (e.g., monetary matters). In addi­
tion, relatives encounter changes and impairments in the patient's mental 
and social capacities: Lack of endurance, concentration, and spontaneity; ag­
gressiveness; resignation; irritability; cognitive impairment; depression; 
and sometimes confusion (for details, see Herrmann&: Wallesch, 1989). 

Wenz and Herrmann (1990) conducted a detailed investigation of emo­
tional reactions and illness perception in 10 chronic aphasics and one 
relative of each patient. They found that the subjective impairment and the 
resulting emotional stress were independent. Whereas aphasic patients 
perceived little change with respect to interactions within the family and 
considered it a relief to be involved in a partnership, patients' relatives not­
ed considerable changes within the family and complained about their own 
depressed mood. These findings strongly suggest that the psychosocial 
needs of aphasic individuals and their relatives differ considerably (Schulz, 
Tompkins, &: Rau, 1988); thus, different psychotherapeutic strategies may 
be appropriate for each. Furthermore, the data of Schulz et al. (1988), 
and Tompkins, Schulz, and Rau (1988), indicate a variety of differences 
in the therapeutic needs of older compared with younger relatives. 

PSYCHOTHERAPY FOR THE 
APHASIC AND HIS FAMILY 

Divergent psychosocial requirements must be considered if the aphasic 
individual is treated within the family environment rather than in isola­
tion. There appear to be different causes of emotional stress and differ­
ent perceptions of the stability of the interaction within the family, as 
well as widely differing communication abilities. These factors render 
traditional family therapy approaches (Norlin, 1986; Rollin, 1984; Wahr­
borg, 1989) of questionable value for the treatment of psychosocial stress 
in families in which one member suffers from chronic aphasia. Herrmann 
(1989) suggested that a family system that includes an aphasic person is 
difficult to interpret in terms of traditional family therapy. The family 
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therapy program outlined by Wahrborg (1989) for use in "aphasic fami­
lies" is a communication-oriented treatment that integrates the family 
and focuses on communication within the family. Thus, the term "family 
communication training" might be very appropriate. However, we agree 
with Norlin (1986) that strategies taken from family therapy may be used 
for crisis intervention when aphasia is acute or when an acute change 
has taken place within the family (e.g., release from hospital). 

On a more basic level, reports on the effect of family counseling (Der­
man & Manaster, 1967; Turnblom & Myers, 1952) and of integrating 
family members into therapy (Florance, 1979; Lesser, Bryan, Anderson, 
& Hilton, 1986) indicate that "family support" and behavioral changes 
on the part of the nona phasic family members exert a positive influence 
on outcome. The possible advantages of such approaches must be weighed 
against the disadvantages of assigning the role of "co-therapist" to the 
spouse, thus altering the social equilibrium in the family even more in fa­
vor of its nonaphasic members. 

Beyond attempts at recruiting family support to promote the goals of 
speech therapy, fundamental differences in the perception of emotional 
needs and the resultant stress (Wenz & Herrmann, 1990) indicate that 
some form of psychotherapy or professional counseling is required for 
both the chronic aphasic person and his or her partner. In consideration 
of these factors, we decided to offer psychosocially oriented group coun­
seling to both patients and relatives, but separately. Figure 13-1 gives an 
overview of the divergent perceptions aphasics and their relatives have 
of the aphasic patient's illness. 

Data from a study of illness perception and emotional reactions in chron­
ic aphasics and their relatives indicated that relatives perceive their own 
depressive reaction as the most stressing factor (Wenz & Herrmann, 1990). 
The emotional burden of the relatives is greatly underrated by the apha­
sics, who view their family and partnership as the most consoling factor 
with respect to their own coping. 

PSYCHOSOCIAL ASPECTS IN 
APHASIA REHABIUTATION 

Before outlining our therapeutic approach and its results, we will con­
sider its status within a rehabilitation framework. With respect to the 
consequences of disease, the World Health Organization (1980) defined 
the three levels of impairment, disability, and handicap: 

Impairment denotes a deviation from biomedical norms (e.g., anatomi­
cal, physiological, psychiatric, psychological). Impairments in aphasic pa­
tients include language, neuropsychological, and motor deficits. 



322 

APHASIC 
PATIENTS 

Aphasia Treatment: World Perspectives 

RELATIVES 

Figure 13-1. Hierarchy of perceived changes in various domains of functions. 

Disabilities are secondary to impairments and include deficits of abili­
ties and skills resulting from maladaptations and inadequate coping strat­
egies that disturb social integrity and function. Such maladaptations may 
occur, for example, in the communicative strategies of aphasic patients. 

Handicap denotes a social category as the third level of consequences 
of chronic disease, that is, the consequences of the impairment in a given 
social context. This level includes, for example, the social isolation of apha­
sic patients (and their families) . 

Based on this concept of level of deficits, the goals of a comprehensive 
medical-psychosocial rehabilitation would consist of: 

1. training of residual capacities; 
2. training of compensatory strategies; and 
3. prevention of secondary and tertiary deficits (disabilities and 

handicaps) and promotion of social integration and emotion­
al adaptation. 

Therefore, aphasia rehabilitation would include language oriented, 
communication oriented, and psychosocially oriented approaches. Al­
though all three levels are integral parts of our therapeutic strategy in the 
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outpatient clinic of the Freiburg School of Speech Therapy, we will discuss 
only the psychosocially oriented aspects in the following sections. 

A PSYCHOSOCIALLY ORIENTED 
GROUP APPROACH WITH 
CHRONIC APHASIC INDMDUALS 

Most of the patients and their relatives who participate in psychosocially 
oriented groups have previously received individual speech and com­
munication therapy for a long period of time (more than 1 year). They 
would have received therapy based on the neurolinguistic approach of 
the Aachen group (Springer & Weniger, 1980; Weniger, Huber, Stacho­
wiak, & Poeck, 1980 and also described in Chapter 3) or communication 
oriented treatment, such as PACE (Davis & Wilcox, 1981, 1985). The 
strategies for group interactions are oriented along the lines of nondirec­
tive counseling (Rogers, 1942, 1959). 

Our psychosocial group therapy approach for aphasics focuses on as­
pects of coping with the disease and its consequences at the levels of im­
pairments, disabilities, and handicaps. We perceive coping as a process 
of both deficit perception and compensation, that includes individual 
psychosocial stresses and individual capacities to overcome deficits and 
burdens and to recruit social resources. The coping mechanisms depend 
on the individual's life situation. 

In our opinion, age and age-related aspects of social structure are over­
whelmingly important factors, which influence not only psychosocial sta­
tus but also coping strategies and rehabilitation outcome (Tompkins et 
al., 1988). The intra-family interactions of older aphasics are well-estab­
lished, and disintegration is unlikely. In most instances, both patient and 
spouse are able to accept the fact that advancing age may bring chronic 
impairment of one partner. In younger couples, on the other hand, the 
nonaffected member frequently perceives the illness of the other as a 
threat to his or her own expectations and may leave. Because of the dif­
ferent psychosocial situations and threats, we decided to offer two groups, 
one for younger and one for elderly aphasic patients. 

The elderly group consisted of four males and three females who were 
60 to 80 years old and who had suffered from aphasia for 2 to 5 years. Ta­
ble 13-1 gives clinical and demographic data. The group protocol includ­
ed three elements: 

1. free interaction and exchange with psychosocial burdens and 
their emotional impact as the main topic; 
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Table 13-1. Profile of patients participating in the group of elderly aphasics. 

Years 
Post- Life Clinical 

Patient Sex Age onset Profession Situation Diagnosis 

1 M 80 4 civil servant widowed nonclassifiable 
(nonfluent) 

2 M 73 2 civil servant married minimal aphasia 
3 M 60 4 architect married severe Broca's 
4 M 76 5 craftsman married severe Broca's 
5 F 63 3 housewife married mild Broca's 
6 F 68 3 housewife widowed Wernicke's 
7 F 78 2 housewife married minimal deficit 

2. elements from communication oriented therapy strategies such 
as PACE (Davis & Wilcox, 1981, 1985), pantomime, and topic­
centered debates; and 

3. tasks from a neuropsychological memory training program with 
verbal and visual material. 

The group met once a week for 2 hours with a psychologist and a 
speech therapist, one of whom took notes. Over time, the free interaction 
gained weight and importance, and the patients increasingly included 
other topics, such as holiday events, experiences from the aphasics' self­
help group, and everyday problems related to various impairments, such 
as arm paresis. 

More than half of the patients raised the topic of an illness of their 
partner, which allowed them to express their own fears of being left 
alone or of dying. The group became an increasingly important social 
outlet for its members. Once the members of the elderly group got to 
know one another, communication problems ceased to be a relevant lim­
itation to interaction. In this respect, the elderly group was quite differ­
ent from the younger group, in which con.ununication deficits posed a 
major obstacle to reaching the therapeutic goal. In the older group, ther­
apeutic activities could be faded out; the group continued to meet with 
one therapist, who observed the group process. 

The second group consisted of younger aphasics, five females and three 
males, who were 26 to 51 years old and who had suffered from aphasia 
for 2 to 11 years. Table 13-2 gives clinical and demographic data. 

The younger group's protocol also included elements of free interac­
tion. Because of the severe communication deficits of some group mem­
bers (patients 4, 5, and 6), the communicative aim was oriented less to 
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Table 13-2. Profile of patients participating in the group of younger aphasics. 

Years 
Post- Life Clinical 

Patient Sex Age onset Profession Situation Diagnosis 

1 M 46 11 jeweler divorced Broca's 
2 M 43 4 ambulance driver with partner Wernicke's 
3 M 29 2 student with partner minimal deficit 
4 F 29 5 ex-student with partner severe Broca's 
5 F 51 5 housewife married severe Broca's 
6 F 39 7 secretary single Broca's 
7 F 26 2 ex-student with partner Broca's 
8 F 36 2 educator with partner minimal deficit 

discourse, and more to action. The two therapists played a more active 
role than in the older group. Group development could be subdivided 
into three stages. 

The first phase contained role plays of everyday situations, such as 
shopping, dining out, business in a bank or insurance company office, or 
asking for information or help. The therapeutic goal at this stage was a 
more differentiated perception of the patient's own behavior and that of 
others as well as increasing awareness of situational obstacles. The group 
was encouraged to find a common position with respect to situational 
analysis and assessment. At this stage, the group was faced with the fol­
lowing difficulties: 

1. Communication impairment. For example, key words were miss­
ing from statements, word-finding deficits resulted in utterance 
termination, or fluent aphasics could not communicate the in­
tended message. 

2. Interactional impairment. The central problem at this level was a 
lack of listener-oriented communication. That is, participants did 
not use non- or para-verbal communicative acts sufficiently to 
hold the attention of the listener. 

3. Psychological impairment. This included intentional, attentional, 
emotional, and cognitive aspects of behavior. The patients tend­
ed to evade topics that were difficult to comment on or were 
controversial, or they terminated communication. Even patients 
suffering from minimal residual aphasia adopted this behavior 
as a strategy to avoid revealing their deficits. 

These three levels of impairment tended to preclude the modification 
of behavior that should be based on experiences from role playing. There-
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fore, the next phase of group treatment focused on communication 
skills. The training was based on a simplified model of communication, 
consisting of a sender, a message, and a receiver. In the context of a group 
of aphasics of different degrees of impairment, the sender was required 
to use various verbal and nonverbal channels of communication, fre­
quently in combination, in order to achieve comprehension. This skill was 
trained using elements of PACE (Davis & Wilcox, 1985), pantomime, 
and deliberate and conscious use of codified, symbolic and descriptive 
gesture (Herrmann, Reichle, Lucius-Hoene, Wallesch, & Johannsen­
Harbach, 1988). 

On the level of the message, the aphasics were required to analyze the 
elements that were crucial for understanding. Therapeutic tasks includ­
ed formulating a telegram or selecting the critical elements from a com­
plex story. 

The aphasics analyzed the communication situation and concluded 
that the receiver played a crucially important role. The patients practiced 
holding the receiver's attention by, for example, maintaining eye contact 
and averting the loss of their conversational turn by using stereotyped 
phrases such as ''hold on," '1 need some more time," or "please, don't in­
terrupt me." 

The third phase aimed at applying these communicative skills in every­
day life situations. Again, role-plays were used, now focusing on situations 
that had led to overload and termination in the first phase. They were 
performed with a normally speaking co-therapist, and the role-playing 
was videotaped. The videos were evaluated and analyzed by the group 
to identify crucial aspects, suboptimal communicative behavior, and 
ways of modification and improvement. The group developed individu­
alized communication goals. For example: 

1. A mildly impaired patient was to aim at better control of speed of 
productions by reducing speech rate during critical arguments; 

2. A person with fluent aphasia was to develop a plan for an in­
tended message before speaking; and, 

3. One person with Broca's aphasia was instructed to keep eye con­
tact to preclude interruption. Another was instructed to try to 
take the initiative in conversation. 

Due to the severe illness of one member and the death of the spouse of 
another, the elderly group had to discontinue after 16 sessions, and later 
resumed with two new members. The younger group met 22 times. 
Only during the last sessions were the emotional and psychosocial as­
pects of coping, such as the impact of disease on individual life situa­
tions, discussed. However, these discussions were never as extensive as 
they were in the elderly group. We assume that social heterogeneity, a 



Psychosocial Aspects on the Treatment of Adult Aphasics and Their Families 327 

greater degree of social isolation in comparison to the elderly group and a 
less objective view of impairment and future prospects of some members 
(patients 5, 6, and 7) contributed to this delay in group interaction. 

Our protocols of the group sessions do not allow statistical evaluation. 
However, a number of observations seem important. One positive aspect 
of group participation was that the protected atmosphere of the groups 
allowed the development and testing of new behavioral strategies. Both 
groups contributed to increases in patients' competence and perform­
ance and thus to a higher-or more realistic-degree of self-esteem. Our 
expectation that groups could be used to focus on individual psychoso­
cial stresses and then to share these concerns with others was fulfilled 
only in the elderly group. 

The difference in the respective group processes supports our initial 
decision to separate the groups according to age, and not according to 
aphasia type or severity. Most elderly patients were able to accept dis­
ability and could focus on its psychosocial consequences. Sharing these 
burdens with others had a stabilizing and relieving effect. Most younger 
patients, on the other hand, could accept neither their deficits nor the 
consequences of them. They were oriented more toward direct treat­
ment of their deficits and only occasionally, and in the last sessions, 
raised the topic of psychosocial consequences on their own. We assume 
that the willingness to share psychosocial burdens with others in itself 
constitutes a stage in the process of overcoming these burdens. There­
fore, it is an important aspect of compliance with rehabilitation and 
group therapy strategies. 

We could not maintain, as was initially intended, the nondirective role 
of the therapist. Group communication requires that each member has a 
turn and that each member's comprehension is assured. At least in the 
initial phase, the therapist's guidance was required to accomplish this. 

Especially in the younger group, avoidance strategies were a major 
problem for group interaction. The patients tended to avoid difficult or 
controversial topics. This led to incorrect perception of communicative 
competence (Helmick, Watamori, & Palmer, 1976) and contributed to 
social isolation. The topics of "(non-) acceptance" and "avoidance" in 
younger patients could perhaps better be addressed in individual psy­
chotherapy than in a group. However, few strategies exist for psycho­
therapy with aphasic subjects. 

A PSYCHOSOCIALLY ORIENTED GROUP APPROACH 
WITH RELATIVES OF CHRONIC APHASIC PATIENTS 

As has been pointed out, aphasia in one member affects the whole fam­
ily. The relatives, although not socially perceived as ill or disabled, suf-
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fer from a considerable degree of handicap as defined by the World Health 
Organization (1980). These handicaps are perceived and rated as severe. 
Therefore, we decided to offer a group for relatives. 

The following approaches have been advanced for counseling of rela­
tives of aphasic patients: 

1. Family therapy (Derman & Manaster, 1967; Tumblom & My­
ers, 1952; Wahrborg, 1989); 

2. Expert-directed counseling (Mykyta, Bowling, Nelson, & Uoyd, 
1978); and, 

3. "Non-directive" adaptation (Mulhall, 1978). 

The aphasic's family is under severe stress, but its psychodynamic ba­
sis is usually not pathological. This, together with the imbalance in the 
means of communication, in our view rules out a family therapeutic ap­
proach in the strict sense. Expert counseling was intentionally kept sepa­
rate from the group experience in order not to interfere with interaction 
on psychosocial aspects. 

We chose the approach of an open, nondirective, client-centered group 
based on Rogers (1942, 1959). The therapist is cautioned to refrain from 
the role stereotypes of expert, leader, judge, caretaker, or therapist and 
from directing or guiding the group process. Instead, the therapist's role 
is to be empathic and accepting. 

In September 1989, we invited 17 close relatives of chronic (more than 
18 months post-onset) aphasics to an informal meeting. Interestingly, 
no relative under 40 years of age even responded to the invitation. Six 
spouses and one mother declined. 

The group started with six and consolidated with three members. It met 
every fortnight for Jl/2 hours for 14 sessions. Table 13-3 gives demographic 
data for the group members and clinical data for the aphasic relatives. 

Table 13-3. Profile of constant members of the relatives' group. 

Age 
Member (in years) Occupation Aphasic relative 

Mrs. Sch. 55 former clerk Mr. Sch., 61 yrs, former engineer, 
global aphasia for 28 months 

Mrs. G. 62 former Mr. G., 78 yrs, former engineer, 
accountant Wernicke's aphasia for 22 months 

Mr. St. 68 former Mrs. St., 64 yrs, housewife, 
master baker Wernicke's aphasia for 18 months 
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The therapeutic staff consisted of a psychologist trained in counseling 
and a speech therapist. Both were instructed to assume the role of pas­
sive hosts. The group progressed through three phases. 

Contrary to om: expectations, information concerning the illness, its 
prognosis, and therapy became the focus that dominated the first three 
sessions. Although this information had been supplied during the acute 
phase of the aphasic relatives' illness, the relatives seemed not to have 
had an opportunity to organize and accept it. Secondly, the relatives' ill­
ness constituted the only common ground for interaction in this phase. 
The group imposed the role of informed experts on the therapists, who 
were unable to remain passive during this stage. 

The second stage, another three sessions, was characterized by in­
creasing perplexity on the part of the relatives. They realized that they 
had no role model for dealing with the tearful outbursts of other partici­
pants, other than the social stereotype of ignoring them. When feelings 
overwhelmed one member, the others tended to change the subject. At 
this stage, the members questioned the purpose of the group and asked 
about the function of the psychologist. This gave the therapists an oppor­
tunity to present and discuss the group's concept and goals. 

This discussion led to the third phase, comprising the remaining eight 
sessions. The group developed interaction strategies that allowed each 
member to give and receive attention for his or her or the others' needs. 
They learned to offer empathy and accept grief. Pauses, which had previ­
ously led to a change of topic, became acceptable, and their emotional 
content was shared. Only in this stage could the therapists remain pas­
sive and nondirective. 

The group interaction in this phase focused on the following topics: 

1. Problems with the patients' aggressiveness and changes of 
affect. 

2. Not being able to leave the patient alone even for short periods 
of time. 

3. Loss of social contacts, such as withdrawal of friends. 
4. Own burdens and feelings. 

In this phase, two of the members were able to alter their attitudes 
toward the aphasic patient and gain insight into their own feelings 
and requirements. 

Mrs. Sch. learned to talk about her own stresses and felt relief at being 
able to shed tears. In the last sessions she was able to express her anger 
about the limitations the disability of her husband had brought for her­
self. Finally, she decided to seek psychotherapeutic aid. 
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Mr. St. maintained a "stiff upper lip" attitude ("one has to accept'), but 
became more flexible and open toward his own needs. He could reduce 
the fears that had not allowed him to leave his wife alone at all, and he 
looked for social contacts with other aphasic couples and with the self­
help group. 

Mrs. G. remained quite controlled ("you must not forget yourself''), and 
assumed the role of consoler and counselor in the group. She remained 
unable to express her own grief and fears. She terminated her participa­
tion when her husband died. We believe that she then assumed the social­
ly acceptable role of the widow, which probably relieved her burdens. 

This group demonstrates that an open, client-centered group for rela­
tives of aphasics offers them an opportunity to express their own griefs, 
burdens, and fears. It also helps them to perceive their own feelings and 
needs, and thus may lead to relief and psychological stabilization. The 
experience may help members to progress from the exceptional state of 
emergency implied in being the "relative of someone severely disabled" 
to a state of individual normality. Our experience indicates that such a 
group requires a directive and therapist-guided initial phase. 

THE RELATIVES' NEEDS 

Before starting a second group of relatives, we decided to determine the 
relatives' psychosocial and therapeutic needs in more detail. We conduct­
ed a survey of seven chronic (more than 18 months duration) aphasics' 
relatives (six female, one male) concerning emotional stress resulting 
from disease symptoms and preferred partners to discuss these bur­
dens. In parallel, the respective speech therapists were questioned about 
their assumptions concerning the relatives' responses. Both groups were 
asked to rank symptoms and preferred communication partners. 

Figure 13-2 shows the rank order of symptoms of emotional stress. 
Whereas the relatives perceived aggressiveness, language deficit, de­
pression, and changing moods as most stress producing, the therapists 
focused on motor and language impairment and their direct consequences. 
The strong impact of affective alterations was underestimated by the 
speech therapists. 

The differences in perceptions were even greater with respect to rank­
ing preferred communication partners with whom the relatives discussed 
their burdens (Figure 13-3). Whereas the therapists expected them to 
prefer the family doctor, the relatives expressed a wish for psychothera­
py. None of them, however, had taken any steps to receive psychother­
apy. Neither the self-help group nor relatives of other aphasics were 
considered particularly promising. This may explain why the relatives' 
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Figure 13-2. Relatives' emotional stress compared with therapists' assumptions. 

group described above required a "warming-up" phase of six sessions. 
Furthermore, the relatives' statements clearly indicated that they wanted 
to keep discussion of their own burdens separate from the family. 

When we asked the relatives what they thought would help them most, the 
majority responded, '1f I could talk openly about my own problems." 
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Figure 13-3. Relatives' preferred communication partners compared with ther­
apists' assumptions. 

In summary, the relatives perceived and suffered from psychosocial 
burdens. They also perceived a need for psychotherapy, but did not find 
ways or means to obtain it. Although they did not view interaction with 
other relatives of aphasics as promising, a relatives' group can contribute 
to clarifying their personal situation and stresses, and thus may help 
them to find adequate psychotherapy. However, psychosocially orient­
ed individual psychotherapy techniques for relatives of aphasics have 
not yet been developed. We assume that the client-centered counseling 
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approach of Rogers (1942, 1959) might be helpful for their particular life 
situation and its burdens. On the other hand, with more information and 
experience with respect to the therapeutic potential of a group setting, 
the relatives might decide to continue a therapeutic group. Family thera­
PY might counteract the explicit wish of the relatives to keep their own 
emotional and psychosocial burdens apart from the family. 
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This chapter provides an American perspective regarding the clinical 
management of aphasia. Similar to the charge given to all contributors to 
this volume, the editors have sought a practical overview of clinical apha­
siology in the United States by asking me to provide a summary of my 
approach to aphasia rehabilitation. It should be stressed, therefore, that 
mine is not the American perspective on aphasia treatment, but simply 
one which has developed from the many influences that have been prom­
inent in this country over approximately the past two decades and the 
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personal experiences that have shaped my own philosophies with regard 
to clinical practice with this population. 

To provide an historical context for what follows, it might be helpful to 
describe some of these personal experiences and how they relate to the 
contemporary practice of clinical aphasiology in America. My intent, of 
course, is not to provide a complete chronology of the clinical develop­
ments in the field during the period. Rather, I will highlight the partic­
ular achievements in clinical aphasiology to which I have received sig­
nificant exposure and which, as a result, have provided an important 
background to my particular approach to this area. I will also assume that 
these experiences are similar in many respects to those of other practi­
tioners who were trained in the clinical art of aphasia management dur­
ing the same period in the United States. 

Inasmuch as my formal training in clinical aphasiology began in 1975, 
I will focus on some important events in the early to late 1970's. At that 
time, not surprisingly, Dr. Hildred Schuell's stimulation approach (Schuell, 
Jenkins, & Jiminez-Pabone, 1964), which was developed over many years 
at the Minneapolis Veterans Administration Hospital, was the predomi­
nant approach to the treatment of aphasia, perhaps as it continues to be 
now. The conceptual bedrock of this approach emphasized a unidimen­
sional character of aphasia, that is, all language modalities are impaired 
in approximately the same manner and to the same degree following 
aphasia (Duffy, 1986). Two of the most popular assessment instruments 
in use at that time, the Minnesota Test for the Differential Diagnosis of Apha­
sia (Schuell, 1965) and the Porch Index of Communicative Abilities (PICA) 
(Porch, 1967) reflected this orientation in their construction and schemes 
for classification of aphasic patients. However, the Boston Diagnostic Apha­
sia Examination (BDAE) (Goodglass & Kaplan, 1972) also had been pub­
lished about this time, bringing with it an emphasis on aphasia syn­
dromes associated with specific neuropathological profiles (e.g., Broca's 
aphasia, Wernicke aphasia, conduction aphasia) . Most certainly, the ap­
proach was not a new one but, rather, brought existing principles of 
aphasia classification as practiced more frequently in other disciplines, 
such as neurology, into the mainstream of aphasia diagnosis. It has since 
become fairly common for clinicians to develop treatment plans based in 
large part on procedures adopted from the stimulation approach while 
describing their patients in ways that are consistent with the Boston sys­
tem of aphasia classification. 

Having attended Memphis State University, I had the opportunity to 
study with Dr. G. Albyn Davis. Several important research projects fo­
cusing on the speech acts of aphasic individuals, which would have a sig­
nificant impact on the practice of clinical aphasiology, were in progress 
at Memphis State and the Memphis Veterans Administration Hospital 



Clinical Intervention for Aphasia in the United States of America 337 

during this period. Dr. Audrey Holland completed a major portion of the 
activities related to her development of the functional communication as­
sessment instrument Communicative Abilities in Daily Living (CADL) (Hol­
land, 1980) at these sites. Dr. M. Jeanne Wilcox, a doctoral student at that 
time, and Davis used speech act theory (Searle, 1969) as a framework for 
investigating language production in aphasic individuals and describ­
ing more adequately the communication abilities of these patients (Wil­
cox & Davis, 1977). A second study, conducted by these researchers and 
Dr. Laurence Leonard, also utilized speech act theory to describe the au­
ditory comprehension of aphasic patients in more natural contexts than 
those found in situations involving standardized testing (Wilcox, Davis, 
& Leonard, 1978). These seminal studies provided the background for 
the development of a new treatment program called Promoting Aphasics' 
Communicative Effectiveness or PACE which, unlike most other treatment 
approaches, incorporated elements of natural face-to-face conversation 
(Davis, 1980; Davis, 1986; Davis & Wilcox, 1981, 1985; Wilcox & Davis, 
1978, 1979). Until this time, formal assessment instruments that consid­
ered the pragmatic aspects of aphasic individuals' language were limited 
generally to Sarno's Functional Communication Profile (1969). The devel­
opment of the CADL for assessment and the PACE program for treat­
ment of aphasia signaled a renewed emphasis on the role of functional 
abilities in aphasia management. Since that time, each of these proce­
dures has gained widespread acceptance and become an important part 
of many aphasia clinicians' armamentaria. 

Several other significant events occurred during this period with re­
gard to clinical aphasiology in the United States. Dr. Bruce Porch con­
vened the Clinical Aphasiology Conference (CAC) for the first time in 
1971 in Albuquerque, New Mexico; my first opportunity to participate in 
CAC was in 1978. Although originally conceived as a forum dedicated 
primarily to an exchange of ideas regarding the PICA and aphasia as­
sessment, CAC has grown over these years, expanding its scope to 
include the full range of issues related to the clinical management of 
patients whose communication impairments result from language or 
other cognitive disorders secondary to brain damage (Wertz, 1991). 
Since its inception, the conference has had considerable influence on 
aphasia rehabilitation not only in the United States, but in many other 
countries as well. Support for this claim is found in the more than 75 da­
ta-based articles focusing on aphasia treatment which have been pub­
lished in Clinical Aphasiology (Homer & Loverso, 1991). Included among 
these articles are descriptions and applications of such programs as Cu­
ing Verb Treatments (Loverso, Prescott, Selinger, & Riley, 1989; Lover­
so, Prescott, Selinger, Wheeler, & Smith, 1985; Loverso, Selinger, & 
Prescott, 1979; Prescott,· Selinger, & Loverso, 1982; Selinger, Prescott, 
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l..overso, & Fuller, 1987) and Response Elaboration Training (Kearns, 1985; 
Keams & Potechin-Scher, 1989; Keams & Yedor, 1991) among others. 
Now in its twenty-second year, CAC continues to provide the foremost 
colloquium in this country for the discussion of clinical research relat­
ing to aphasia. 

Also during this period, Dr. Nancy Helm-Estabrooks and her colleagues 
at the Boston Veterans Administration Medical Center developed the first 
of several therapy programs designed specifically for certain subgroups 
of aphasic patients. These included Melodic Intonation Therapy (MIT) 
for severely nonfluent patients (Albert, Sparks, & Helm, 1973; Sparks, 
Helm, & Albert, 197 4) and Visual Action Therapy (VAT) for global apha­
sia (Helm & Benson, 1978) to which I was exposed respectively during 
graduate training in 1976 and during a Veterans Administration trainee­
ship in 1980. Since that time, the list of specific therapy programs has 
grown to include Voluntary Control of Involuntary Utterances (Helm & 
Barresi, 1980), the Helm Elicited Language Program for Syntax Stimula­
tion (Helm-Estabrooks, Fitzpatrick, & Barresi, 1981), Back to the Draw­
ing Board (Morgan & Helm-Estabrooks, 1987), Treatment of Aphasic Per­
severation (Helm-Estabrooks, Emery, & Albert, 1987), and Treatment for 
Wernicke's Aphasia (Helm-Estabrooks & Albert, 1991). One of the im­
portant contributions these programs have made to clinical aphasiology 
in the United States is to focus attention on the efficacy of aphasia treat­
ment programs for specific groups of patients (Peach, 1992). 

The views of Dr. Gerald Canter, with whom I studied at Northwestern 
University in 1979, were another major influence, especially as they re­
lated to the articulatory behavior of aphasic adults. Between 1970 and 
1977, Canter and two of his doctoral students at Northwestern, Judith 
Trost and Martha Bums, completed and published two studies identify­
ing important distinguishing perceptual characteristics of apraxia of 
speech and phonemic paraphasia (Bums & Canter, 1977; Trost & Can­
ter, 197 4). Their findings were used to suggest that apraxia of speech is 
primarily the result of a disturbance in encoding phonological patterns 
into speech movements whereas phonemic paraphasia results from an 
impairment in the retrieval of phonological word patterns (Canter, Trost, 
& Bums, 1985). Given the terminological confusion at that time for sur­
face articulatory disorders, the conclusions from these studies played a 
significant role in clarifying the nature and symptoms of these two disor­
ders. In this way, the findings also made noteworthy contributions to the 
differential diagnosis and treatment of these disorders (Tonkovich & 
Peach, 1989). 

There have been many other significant contributions in clinical apha­
siology since these developments appeared during the 1980s. Although 
these contributions are too numerous to describe in detail, it seems ap-
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propriate to mention the evolution of computer applications as an im­
portant development in aphasia treatment during this time, especially 
given the current role of technology in rehabilitation. Although software 
programs for aphasia treatment have proliferated, there are several nota­
ble examples of programs in the United States which have been subjec­
ted to experimental analysis and, as a result, demonstrated to be effec­
tive. These programs include the reading, written confrontation naming, 
and spelling programs developed by Katz and his colleagues (Katz & 
Nagy, 1982, 1984, 1985; Katz & Wertz, 1992; Katz, Wertz, Davidoff, Shu­
bitowski, & Devitt, 1988; Katz, Wertz, Lewis, Esparza, & Goldojarb, 1991). 
Also, computer-aided visual communication (C-ViC), a treatment pro­
gram using an alternative visual symbol system for patients with no speech 
output, has been shown to be an effective tool for patients whose com­
munication skills would otherwise be severely limited (Steele, Wein­
rich, Kleczewska, Carlson, & Wertz, 1987; Steele, Weinrich, Wertz, Klec­
zewska, & Carlson, 1989; Weinrich, Steele, Carlson, Kleczewska, Wertz, 
& Baker, 1989; Weinrich, Steele, Kleczewska, Carlson, Baker, & Wertz, 
1989). These programs represent viable methods of using technology to 
facilitate the process of aphasia rehabilitation. There can be little doubt 
that the clinical management of aphasia in the future will continue to 
capitalize on these trends to maximize treatment outcomes. 

Each of these developments influenced my practice in aphasia rehabil­
itation. Their effects will be noticeable as I describe my perspectives on 
aphasia treatment. The discussion will be organized in terms of three fac­
tors that I consider in choosing an aphasia treatment methodology: (a) 
the time since onset of the aphasia, (b) the nature or goals of the inter­
vention, and (c) the type and severity of the aphasia. In practice, these 
factors more often than not interact to influence treatment decisions 
rather than presenting as mutually exclusive conditions. In this context, 
however, I will highlight some of the unique ways in which each of these 
factors may influence decisions in planning for intervention. 

TIME SINCE ONSET OF APHASIA 

Diverse sets of management issues confront clinicians providing aphasia 
treatment during the acute, subacute, and chronic phases of recovery. 
Treatment provided during these periods tends to be offered under dif­
ferent models of service delivery. Expectations vary when the service is 
provided in an acute inpatient health care institution (hospital), an inpa­
tient rehabilitation facility, a long-term inpatient health care institution, 
an outpatient rehabilitation facility, in the patient's home, or in any of a 
variety of other service settings. Whether aphasia treatment is provided 
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in one or another of these settings is dependent on, in most instances, 
the time that has elapsed since the onset of the patient's aphasia. 

PHASES OF RECOVERY 

Services provided during the acute period will usually be provided in an 
acute care hospital. Treatment will tend to be intensive, lasting approxi­
mately 1 to 3 weeks and consisting of more than one visit per day. Treat­
ment sessions may be of shorter duration initially (15-20 minutes) and 
gradually increase in length based on the level of the patient's medical 
stability. As the patient approaches discharge, services may be provided 
on a schedule of one to two visits per day for a duration of 30-60 minutes 
per session. At approximately 3 to 4 weeks post-onset or at the time of 
discharge, the patient might be said to enter a subacute phase. Should 
the patient be transferred to an inpatient rehabilitation facility, the sched­
ule attained at the end .of the acute phase is likely to be maintained and 
integrated into a full regimen of therapeutic activities. Generally, the es­
timated length of stay for an uncomplicated rehabilitation stay might be 
2 weeks to 2 months. Following this period, the patient enters a chronic 
phase of recovery at approximately 3 months post-onset where he or she 
may be discharged to the home to return to the hospital or rehabilita­
tion unit for aphasia treatment on an outpatient basis or may be declared 
homebound and receive services in the home. Patients who are too sick 
to return home and require 24-hour skilled nursing may be discharged 
to a long-term inpatient health care facility (nursing home). In each of 
these chronic settings, aphasia treatment is likely to be provided per­
haps two to three times per week for approximately 60 minutes per ses­
sion. As treatment approaches termination, services may be reduced to 
one visit per week to facilitate maintenance of skills acquired previously, 
and upon dismissal, consist of follow-up visits once every few months as 
deemed appropriate. 

TREATMENT CONSIDERATIONS 

The nature of the aphasia treatment, be it primarily stimulatory, compen­
satory, or varying in degrees of both (see below), is affected in large 
measure by the patient's phase of recovery which, as approximated 
above, is related to the time post-onset of aphasia. During the acute 
phase, the severity of the patient's aphasia will be greatest and, depend­
ing on the degree to which the aphasia renders the patient unable to 
communicate even the most basic of needs, will necessitate that the first 
goals of treatment focus on establishing some basic means of commu­
nication, no matter how simple. Whether one considers the methods to 
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accomplish this as stimulatory or compensatory might well rest on the 
choice of the medium through which this is accomplished. If the clini­
cian attempts to establish reliable yes/no responding (Collins, 1990) or a 
basic vocabulary of functional items that are conveyed orally, the treat­
ment would appear to be emphasizing stimulatory methods. Converse­
ly, if the clinician attempts to achieve the same goals through gestural 
means such as head nodding, eye blinking, or pointing to pictures or 
specific icons, the treatment would be more compensatory in nature. 

Although one of the goals of treatment during the acute phase may 
be to provide an immediate means of basic communication, the over­
whelming focus generally is on remediation of language deficits via 
stimulation of disrupted cognitive processes to improve long-term out­
comes. At times, it may be suggested that stimulation treatment be delay­
ed during the acute period to observe the effects of spontaneous recov­
ery before initiating language intervention. Such an approach is con­
tradicted by clinical studies which indicate that patients who are treated 
during the acute and subacute phases of recovery have a better chance of 
improving than those who begin treatment later (Wertz, 1983). Hence, 
stimulation treatment during the acute phase should not be delayed, nor 
should it defer to strictly compensatory approaches while awaiting lan­
guage outcomes at approximately 2 months post-onset before setting fu­
ture goals for patient management. 

During the subacute phase, aphasia treatment is most likely to consist 
of stimulation approaches which are geared toward long-term improve­
ment of language. The clinical bias at this juncture is to provide a struc­
tured context for successful, graded language behaviors which in turn 
promote language utilization of an increasingly complex nature through 
the assumedly preferred auditory-verbal modalities. Put simply, the cli­
nician is focused on language responses at successive levels that will ul­
timately build upon one another to help the patient understand and 
speak better. 

During this period, few clinicians elect to focus their efforts on purely 
compensatory approaches to the treatment of their aphasic patients. Com­
pensatory approaches are designed to ameliorate language perform­
ance in deficient areas which are not expected to recover even in the 
presence of language stimulation or facilitation. They are the methods of 
choice, therefore, when there is limited, if any, potential for language re­
covery in the areas of deficit. However, reliable prediction of language 
outcome remains elusive due to many factors, not the least of which is 
patient heterogeneity. Beyond the most obvious of prognostic factors 
such as the severity of aphasia, it is frequently difficult to know which of 
similar patients will or will not demonstrate good improvement. Until 
such factors are more completely understood with regard to the way 
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they influence aphasia treatment and language outcome, clinicians will 
continue to use the reasonable approach of applying stimulation methods 
in aphasia management during the subacute period when measurable 
progress can be observed. This will be the case (a) so long as clinicians 
honor the rights of patients to have the opportunity for rehabilitation, re­
gardless of their potential for recovery, or (b) until more powerful meth­
ods of predicting language outcome are developed. 

Naeser and her colleagues at the Boston Veterans Administration Med­
ical Center have reported findings which are beginning to provide these 
predictive methods. Using scaling techniques developed to assess the 
amount of infarction in different neuroanatomical areas identified by 
CT scans at 2 to 3 months post-onset (Naeser, Gaddie, Palumbo, & Sti­
assny-Eder, 1990; Naeser, Helm-Estabrooks, Haas, Auerbach, & Srini­
vasan, 1987; Naeser, Palumbo, Helm-Estabrooks, Stiassny-Eder, & Al­
bert, 1989), these investigators have identified lesion profiles during 
the subacute phase that are highly suggestive of the type of outcome a 
patient will demonstrate in the areas of auditory language comprehen­
sion and spontaneous speech production. The neuroanatomical areas 
associated with these language outcomes include Wernicke's area and 
the temporal isthmus for recovery of auditory language comprehen­
sion and the medial subcallosal fasciculus and middle one third of the 
periventricular white matter for recovery of spontaneous speech pro­
duction. Naeser (1991) and colleagues have extended these profiles to 
predict which patients will respond positively or negatively to specific 
verbal or nonverbal treatment programs such as Melodic Intonation 
Therapy and Computer-aided Visual Communication Therapy (C-ViC). 
The thrust of this work is that clinicians now have data to make treat­
ment decisions regarding the selection of verbal (stimulatory) versus 
nonverbal (compensatory) treatment programs during the subacute phase 
that will be consistent with predicted long-term outcomes. As a result, 
efficiency and accountability of aphasia treatment can be expected to 
improve for patients who demonstrate severe deficits in auditory com­
prehension and spontaneous speech production. Although CT scan ap­
proaches to predicting outcome are not yet completely accurate, they 
do provide one of the most powerful, contemporary methods for treat­
ment planning, especially as it relates to the quandaries of selecting 
stimulatory or compensatory treatment programs during this phase 
of recovery. 

Long-term language deficits are most apparent during the chronic 
phase of recovery (beyond 3 months post-onset). Treatment during the 
early portions of this period continues to be primarily stimulatory based 
on continued spontaneous recovery to approximately 6 months post-on­
set (Darley, 1982; Rosenbek, LaPointe, & Wertz, 1989} and the desire to 
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take advantage of cerebral reorganization and its positive effects on lan­
guage functioning during this time. Beyond the latter portions of the first 
year post-onset, aphasia treatment will likely have taken on a decidedly 
compensatory approach. These approaches may take a variety of forms 
which may be categorized generally as those that involve (a) training of 
more efficient and/or effective strategies and (b) substitution of nonver­
bal communication modes for impaired verbal modes. Examples of tech­
niques that emphasize training strategies include matrix training for in­
creasing phrase length (Loverso & Milione, 1992), nonconfrontational 
naming activities such as practical lexical accessing and priming to de­
crease naming impairments (Holland, 1991), and increasing use of con­
tingent queries for improving auditory comprehension (Rosenbek et al., 
1989). Techniques that emphasize substitution of nonverbal communi­
cation modes include PACE therapy (Davis & Wilcox, 1985), drawing 
therapy (Lyon & Sims, 1989), gestural treatment (Skelly, 1979), com­
munication boards (Collins, 1990), and C-ViC (Steele et al., 1989). These 
and other approaches will be described further in the next section. 

THE NATURE OF TREATMENT 

Once the clinician has considered relevant factors such as time post-on­
set to determine the degree to which treatment will be primarily stimula­
tory or compensatory, aphasia intervention may be implemented using 
approaches that satisfy these general objectives. In this section, some 
viewpoints are described with regard to each general rubric. 

STIMULATION TECHMQUES 

Stimulation techniques utilize structured methods which are carefully 
controlled for levels of difficulty to provide a context that will facilitate 
successful language responses and shape succeeding language behav­
iors of increasing complexity. Schuell Genkins, Jiminez-Pabon, Shaw, & 
Sefer, 1975) described treatrrient planning for these techniques in the fol­
lowing way: 

It is always necessary to begin at the level where language breaks down for 
each patient, and to proceed systematically from easier to more difficult 
tasks. A good method may fail if materials are too easy or too difficult at a 
given time. The patient should build from success to success at gradually 
increasing levels of complexity. (p. 307) 

Given the basic role of auditory-verbal association in language pro­
cessing, stimulation treatment begins with intensive auditory stimula-
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tion, as advocated by Schuell, and comprises the primary modality through 
which treatment is provided to all aphasic patients regardless of the type 
or severity of the aphasia. Auditory input is often enhanced by pairing 
each stimulus simultaneously with its counterpart in another modality, 
(e.g., pictorial, gestural, graphic). 

In designing the task continuum for treatment, a number of factors 
which are considered to increase complexity for the various language 
activities are manipulated both within and between treatment levels. 
These factors include the type of task, the size of the response field, the 
frequency of occurrence of lexical items, the number of modalities 
through which information is presented, the number and types of cues 
provided to the patient, the semantic relatedness of the stimuli, the pro­
cessing demands imposed within the task, the length of the stimuli, and 
the number of different syntactic or semantic representations associated 
with the stimuli. All factors will not always apply simultaneously in the 
commission of a given task. Others will cluster together because of the 
characteristics of a task. These factors are discussed in the context of the 
tasks that might be used to treat specific areas of deficit within each of the 
broad categories of language impairment following aphasia. 

At each level of treatment within or between tasks, baseline measures 
are collected to establish stability in the patient's performance before ini­
tiating treatment. This information is used subsequently to assess the ef­
ficacy of treatment for particular behaviors. I adopt a fairly standard cri­
terion for moving from one level of treatment to the next. That criterion 
is usually 85 to 90% accuracy over two consecutive sessions for any giv­
en task unless specific circumstances dictate otherwise. I also attempt to 
select comparable sets of stimuli from a larger corpus of items and ro­
tate the specific stimuli within a task from session to session to minimize 
the effects of improvement due to simple learning. Treatment probes are 
incorporated to assess the generalization of treatment effects to untreat­
ed stimuli or behaviors. 

Due to the restrictions imposed by the space limitations of this vol­
ume, I will confine my remarks to approaches for the treatment of audi­
tory comprehension and verbal expressive disturbances. Although treat­
ments for disturbances of naming, reading and writing are integral 
components of aphasia treatment, they will not be covered here. The 
reader is referred to the works of Gonzales-Rothi, Raymer, Maher, 
Greenwald, and Morris (1991) and Rosenbek et al. (1989) for treatment 
of naming disturbances; Gonzales-Rothi and Moss (1992), Rosenbek et 
al. (1989), Webb (1990), and Webb and Love (1986) for treatment of 
reading disturbances; and Hillis (1992), McNeil and Tseng (1990), and 
Rosenbek et al. (1989) for treatment of writing disturbances. Also, be­
cause computerized treatment "appears more appropriate for improv-
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ing reading and writing than for treating auditory comprehension and 
oral expressive language" (Rosenbek et al., 1989, p. 269), the reader is re­
ferred to Katz (1986; also see above referenced works) for a description 
of procedures that can be used to treat reading and writing disturbances 
via this medium. 

Auditory Comprehension 

Auditory comprehension tasks are included in the treatment plan for all 
of my aphasic patients. This applies naturally for patients who demon­
strate observable auditory language comprehension deficits. But it also 
includes patients for whom auditory comprehension appears to be rela­
tively preserved or even clinically intact on formal test batteries or in 
conversation. Clinical investigations designed specifically to probe the 
auditory processing of sentences or narratives that vary along such di­
mensions as syntactic complexity, semantic reversibility, or contextual 
support have consistently demonstrated that even mildly aphasic pa­
tients have difficulties with these and other materials (Peach, Canter, & 
Gallaher, 1988; Pierce & Grogan, 1992). Therefore, using tasks that are 
sensitive to the wide range of comprehension impairments which may 
be found following aphasia, evidence can be found to support the inclu­
sion of auditory comprehension treatment in all aphasic cases. 

For auditory comprehension, I give first consideration to the different 
types of tasks used to stimulate these processes: Matching pictures, rec­
ognizing words, sequencing items, answering questions, and following 
directions. Depending on the degree of comprehension impairment, 
treatment may focus exclusively on this modality using a full range of 
tasks such as those listed above or may be limited to only tasks that are 
commensurate with the patient's area(s) of deficit. For the most severe 
comprehension deficits, picture matching, accompanied by the clini­
cian's production of the name of the items to be matched, may provide 
the most basic level of auditory stimulation. Even in cases where the pa­
tient has no understanding of the auditory stimulus accompanying the 
pictures, it is assumed that the response elicited by the matching task 
evokes auditory representations of the visual stimuli which may under­
lie subsequent association of meaning with the name of the pictures. 
Complexity may be increased within this task by (a) increasing the size 
of the response field (i.e., beginning with matching one picture to its 
counterpart from among 2 or 3 choices and increasing to matching from 
among 10 choices); (b) moving from pairing real objects to realistic pic­
tures of objects to line drawings of the objects; (c) matching objects to 
pictures and pictures to objects, a technique that is incorporated in Vis­
ual Action Therapy (Helm-Estabrooks & Albert, 1991; Helm-Estabrooks, 
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Fitzpatrick, & Barresi, 1982); and (d) using sets of pictures that repre­
sent nouns with decreasing frequency of occurrence in language usage. 

Word recognition by object, picture, or body part identification is also 
used with patients whose auditory comprehension is severely impaired. 
Task complexity can be increased in several ways. The first method 
would encompass varying objects or pictures and the response fields to 
the appropriate extent as in the matching tasks described above. An­
other is achieved by providing the stimuli through multiple modalities 
and then withdrawing one input at a time until the patient receives the 
stimulus through the auditory modality only. In a related vein, cues pro­
vided through multiple modalities can also be used to control task com­
plexity. For example, the name of an object might be presented initially 
with a verbal description and gesture of the function of that object. These 
cues may then be withdrawn one at a time until the patient meets crite­
rion when provided the name of the picture only. Of course, multiple 
levels within this one task can be constructed by combining both of these 
approaches (i.e., providing multimodal stimuli and cues and systematic­
ally withdrawing each to attain an auditory-only condition for picture 
identification). Then, the semantic relatedness of the stimuli within the 
response field can be used to increase complexity by moving from pic­
tures that are classified in different semantic categories in the above lev­
els to pictures that are from the same semantic category or categories. 
Once it has been established that the patient can recognize single words 
to criterion levels in a response field as large as 10 items and perhaps 
from among semantically related items, I use one or both of two meth­
ods to increase the depth of lexical processing for such items and, as a re­
sult, the strength of their verbal associations. The first method consists of 
imposing a delay between the presentation of the stimulus and the pa­
tient's response. The delay might be 3 seconds initially and then be 
lengthened systematically to perhaps 10 seconds or more to increase 
complexity within this task. The second method would consist of identi­
fying sequences of two or three stimuli. After achieving criterion levels 
of performance on this task, varying lengths of delay may again be im­
posed to increase stimulus processing. 

In addition to word recognition tasks, patients receive concurrent au­
ditory comprehension treatment by responding to simple questions. 
These questions are limited to yes/no responses so as not to allow re­
sponse contamination as a result of expressive disturbances. The form of 
the questions usually requires affirmation or denial of some information 
that has been presented. The information may be personal ("Do you 
have red hair?''), relate to recent events (''Did you eat lunch?'') or the en­
vironment ("Is the door closed?''), or be based on general knowledge 
(''Do you use a comb to brush your teeth?'') . The complexity of the ques-
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tions is increased by the number of critical units of information that are 
required for full comprehension. So, complexity is increased by moving 
from questions with one critical unit ("Do you shave?'') to two units 
(''Do you shave your arms?'') to three or more critical units (''Do you 
shave your beard with cologne?"). The reliability of the responses can 
be increased by incorporating contrasting information into sequences 
of paired questions ("Do you shave your arms?" and "Do you shave 
your beard?''). 

Patients are also asked to follow directions that require a demonstra­
tion of some response using parts of the body or objects which have 
been placed in front of them. The complexity of the directions increases 
according to the number of critical elements in the sentence that are nec­
essary for comprehension, similar to that described for answering ques­
tions. At a basic level, the directions could be composed of a single 
action ("Smile" or 'Wave''). Patients will demonstrate more success, how­
ever, on directions containing an action and some body part or object 
("Close your eyes" or "Touch the book'') because of the greater redun­
dancy or predictability in such stimuli, especially when there is a limited 
array of objects in front of them. Treatment using these tasks, therefore, 
starts with directions of at least two critical elements and progresses by 
increasing the number of actions and/or objects on which the actions are 
to be performed in each direction (e.g., "Pick up the comb and the pen­
cil" or "Pick up the comb and move the pencil'). 

Once a patient successfully comprehends sentences with as many as 
three or more critical elements, complexity can be increased within this 
level by utilizing sentences that contain different syntactic constructions 
or semantically reversible constituents. When varying syntactic struc­
ture, the approach is similar to that used in Part V of the Token Test (De 
Renzi & Vignolo, 1962) which assesses the patient's appreciation of 
grammatical relations. For example, one set of materials I have used 
(Ross & Spencer, 1980) incorporates sentences that contain temporal 
(''Touch the cup after I raise my hand''), spatial ("Put the spoon under 
the book''), conditional ("If your name is John, hold up two fingers; if 
not, put up four''), and comparative ('1s a briefcase bigger than a suit­
case?'') relations. As can be seen from the examples, a variety of tasks can 
be used for these purposes, including picture or body part manipulation 
and yes/no questions. Patients who do well with these types of sen­
tences may still demonstrate marked difficulties with sentences that con­
tain semantically reversible constituents (e.g., "Patti is chasing Kev­
in'') (Carramaza & Zurif, 1976; Peach et al., 1988; Schwartz, Saffran, & 
Marin, 1980). If such difficulties are detected during assessment of 
auditory comprehension, then these types of sentences are included in 
the treatment. Byng (1988) has suggested an approach to treating these 
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sentence processing deficits which relies on visual cues to assist the pa­
tient in mapping the appropriate thematic roles associated with these re­
versible items onto their corresponding grammatical structures. 

Recent work has also suggested that sentence complexity may vary as 
a result of the number of syntactic subcategorizations or predicate-argu­
ment structures taken by a verb in a sentence (Caplan, Baker, & Dehaut, 
1985; Shapiro & Levine, 1989, 1990). Syntactic subcategorization refers 
to the way in which different verbs select for different phrases or clauses 
called complements. For example, the verb fix in the sentence Jimmy fixed 
the sink subcategorizes for the noun phrase the sink. The verb send also 
subcategorizes for a noun phrase, as in the sentence Karen sent the jacket, 
but may also select for a prepositional phrase, as in the sentence Karen 
sent the jacket to the cleaners. Verbs such as send are considered, therefore, 
to be more complex than verbs such as fix because of the number of syn­
tactic subcategorizations taken by each respectively. Sentences contain­
ing such verbs would also be considered to vary commensurately in 
their complexity. 

Predicate-argument structure refers to the thematic roles that are asso­
ciated with the actions described by the verb in a sentence. Again, the 
verb fix takes the arguments Agent and Theme in the sentence Jimmy 
fixed the sink, but the verb send can take as many arguments as Agent, 
Theme, and Goal in the sentence Karen sent the jacket to the cleaners. Once 
again, verbs such as send would be considered to have a more complex 
structure than those including fix because of the greater number of argu­
ments for which they select. 

Although much of the work investigating the role of these factors in 
auditory language comprehension following aphasia is still exploratory, 
these issues may have an impact on treatment planning. At a minimum, 
sentences controlled initially by verbs that select for the fewest syntactic 
subcategorizations or the simplest argument structure may be concep­
tually easier for aphasic patients. These sentences also tend to be shorter 
in most instances because of the intera·ction between these factors and 
sentence length (i.e., sentences including simpler verbs will take fewer 
complements or arguments which influences their length). Sentences 
might be ordered subsequently according to verb complexity as an addi­
tional means of increasing complexity for stimuli of this length. 

Auditory comprehension stimulation beyond the sentence level con­
sists of presenting narratives controlled for length (total number of sen­
tences in the narrative) and assessing the patient's comprehension by his 
responses to yes/no questions concerning the stimuli. Recent work has 
suggested also that narratives containing semantically reversible sen­
tences may be more difficult for these patients to comprehend than nar­
ratives containing semantically constrained sentences (Alexander & 
Peach, in press). In addition, semantic reversibility was found to exert a 
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greater effect on narrative comprehension following aphasia than the 
length of the narratives or their syntactic complexity. 

Treatment at this level is directed toward patients who have made sig­
nificant recovery from a more severe form of their aphasia or whose 
aphasia has been relatively mild since onset. However, in most instances, 
a plan for patients at this level of auditory comprehension performance 
will be concerned primarily with improving production rather than 
comprehension disturbances. Some reasons for this would include the 
perception (by the patient if not also clinician and family) of functional 
comprehension abilities and the salience of remaining expressive diffi­
culties. In addition, the factors that influence the comprehension of nar­
ratives in different environments cannot be controlled adequately in a 
purely clinical setting. As a result, the task becomes decidedly artificial, 
especially as the patient demonstrates improved comprehension of nar­
ratives in contextual settings, whether they are in the clinic or not. In 
some instances, treatment may focus exclusively on factors such as those 
described above that are related to narrative comprehension when pa­
tients have specific complaints in this area. When it does, the nature of 
the treatment tends to be more strategic than stimulatory. Greater gains 
are more often made by teaching the patient effective means for coping 
with inputs of this length or with these characteristics rather than by at­
tempting to improve processing capacities by repeatedly exposing the 
patient to stimuli of this sort. This will be discussed further under com­
pensatory approaches for comprehension impairment. 

Verbal Expression 

Aphasic patients who receive treatment for verbal expressive disorders 
may present a range of abilities that varies from complete mutism to flu­
ent production of speech in adequate amounts that contains minor gram­
matical problems, impairments in word-retrieval or word-substitution, 
or discourse failures. The particular profile the patient presents at the 
time of treatment is dependent, of course, on such factors as the time 
post-onset of aphasia and the type and severity of the aphasia. In this sec­
tion, I describe treatment for verbal expressive disorders within a frame­
work which is organized by the aphasic patient's level of speech flu­
ency, beginning with severe nonfluency and continuing with increasing 
levels of speech fluency. For each task described, patient responses that 
do not meet specified levels of accuracy are shaped to criterion by vary­
ing degrees of cuing until successful production of the target is (ideal­
ly) achieved. 

The first consideration in treating a patient with a severe verbal ex­
pressive impairment is whether the deficits are due to aphasia, apraxia of 
speech, or both. When the condition is the result of a single cerebrovas-
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cular event, it is highly probable that the deficits are the result of both 
aphasia and apraxia of speech. This suggestion is based on epidemiolo­
gic findings which show that thrombotic infarctions are six times more 
likely than embolic infarctions (Kurtzke & Kurland, 1983). Because the 
intracranial involvement resulting from thrombosis is more generalized 
than that due to embolism, the neurological damage presumably will 
consist of a more extensive opercular syndrome, therefore increasing 
the likelihood that the condition is the result of linguistic and motor pro­
gramming deficits (Tonkovich & Peach, 1989). Treatment planning may 
be directed, therefore, toward the amelioration of deficits in each of 
these areas. 

In the patient who is totally mute, the inability to produce volitional la­
ryngeal sounds may be due to apraxia of speech. Treatment at this most 
basic level would attempt to establish control for phonation. One ap­
proach would consist of using reflexive coughing or throat-clearing to 
establish voluntary phonation, then shaping these behaviors to incorpo­
rate humming and production of vowels (Aronson, 1990). Once the pa­
tient is able to initiate phonation at this level, treatment would increase 
to the production of words and phrases. 

Initial training at the word and phrase level in severely nonfluent pa­
tients utilizes Hughlings Jackson's (1864) notion of propositional ver­
sus automatic speech production. Patients who are unable to use words 
voluntarily for meaningful, intentional communication frequently retain 
the ability to produce more automatic verbalizations such as counting, 
reciting the days of the week and months of the year, memorized se­
quences including prayers or songs, social expressions, and emotional 
speech (Davis, 1983). As a result, these stimuli provide natural targets 
for successful responses at a very early stage of treatment which serves 
the dual purpose of (a) stimulating verbal expression in the context of 
very limited abilities and (b) reinforcing productive client behaviors that 
will facilitate treatment at later, more complex levels of response. 

When a high degree of success has been achieved in the production of 
automatic verbal sequences, treatment begins to focus on the production 
of words for more propositional purposes. The first tasks I present for 
these purposes utilize a sentence completion format. These tasks facili­
tate the transition between automatic and propositional production be­
cause the stimuli and responses they elicit communicate meaningful and 
voluntary information while retaining varying degrees of verbal automa­
ticity due to the redundancy and predictability of the responses. In sen­
tences requiring the patient to provide a noun or a verb, predictability 
(from highest to lowest) can be varied using the following items: (a) sen-
tences constructed from idioms (e.g., ''He's a chip off the old ___ '), 
nursery rhymes (e.g., ''Humpty Dumpty sat on a ___ '), or other rote-
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learned items; (b) sentences which constrain the missing noun or verb 
by the remaining information (e.g., ''You tell time with a ""Comb 
your ""Soap is for ___ ''); (c) paired-associates (e.g., ''Bacon 
and ___ ''); and (d) open-ended sentences (e.g., "Put the suitcase in 
the " ''Tonight we are going to begin ___ ''). 

As the patient improves in his or her ability to produce single words 
under these conditions, other tasks that stimulate single word produc­
tion may be gradually introduced. These tasks include word repetition 
with or without a visual stimulus such as a picture or an object, word 
reading, answering questions that contain the target response (e.g., 
"What do you write with- a pen or a book?''), responsive naming 
("What do you drive?''), recall of one or more items in a category (word 
fluency), and confrontation naming. Clinicians may opt at this stage to 
accept responses that contain apractic errors if the primary focus of the 
intervention is stimulation of word production. Subsequently, treatment 
may incorporate methods for improving articulatory precision for single 
words before increasing the length of the target response. In either case, 
the stimuli used for the various reading and naming tasks at this level 
should be well within the patient's capabilities so as not to conceal the pa­
tient's true productive capacities by failures in reading or word retrieval. 

Some severely impaired nonfluent patients do not recover to a level 
where they demonstrate productive usage of single words in tasks like 
those above. Instead, their speech output is restricted to single word 
stereotypies. The treatment program Voluntary Control of Involuntary 
Utterances (VCIU) (Helm & Barresi, 1980) can be used with these pa­
tients to bring these stereotypies into more productive usage. In this pro­
gram, words that are involuntarily and inappropriately produced in the 
contexts of testing and treatment are identified and used as later targets 
in treatment. The words are trained in a sequence including oral read­
ing, confrontation naming, and, finally, conversational usage until a vo­
cabulary of between 200-300 words is established. 

Once the patient is successful in using single words with a high degree 
of accuracy under controlled circumstances, subsequent treatment can 
be directed toward improving volitional production of linguistic units of 
increasing length. At this level, treatment may promote reacquisition of 
syntactic form, articulatory precision, or both. 

I have used a variety of methods to improve syntactic form. Subject­
plus-verb and verb-plus-object constructions can be trained using such 
techniques as matrices or cuing verb treatments (Loverso & Milione, 
1992). In matrix training, patients are trained to produce two-word con­
structions composed of words from the above grammatical categories. 
Once the patient is successful in producing trained combinations to a cri­
terion level, generalization of these language productions to untrained 



352 Aphasia Treatment: World Perspectives 

combinations of these types is evaluated. Cuing verb treatments (CVT) 
uses wh-question cuing strategies to train subject-plus-verb construc­
tions (Loverso, Prescott, & Selinger, 1988). In this treatment approach, 
"verbs are presented as pivots and wh-questions provide strategic cues 
to elicit thematic associations in a actor-action-recipient framework" 
(Loverso & Milione, 1992, p. 47). The final levels of CVT also incorpo­
rate training for subject-plus-verb-plus object constructions. 

Kearns (1985) has described response elaboration training (RET) 
which is also useful for improving phrase length in chronic nonfluent 
patients. Unlike the other approaches described here, RET relies on pa­
tient-initiated utterances rather than demanding specific target responses 
selected by the clinician. RET uses a "forward chaining technique to 
lengthen patient-initiated utterances" (p. 198). The patient's one- to two­
word responses to pictures are expanded and modeled by the clinician. 
The patient is then prompted for additional information which again is 
expanded and modeled by the clinician. The clinician then combines the 
patient responses and requests a repetition of this model. The patient is 
thereafter reinforced for expanded utterances. 

Alternatively, patients may be asked simply to read aloud or repeat 
whole phrase- or sentence-length stimuli with or without accompanying 
pictures to stimulate increased phrase lengths. To facilitate the transition 
from simple repetition to more propositional language usage, patients 
may be asked to provide responses where the target is embedded in the 
verbal stimuli and elicited by intervening questions (e.g., '1'm going to 
buy baseball tickets tomorrow. What am I going to buy?"). This approach 
has been formalized in the Helm Elicited Language Program for Syntax 
Stimulation (HELPSS) (Helm-Estabrooks et al., 1981; Helm-Estabrooks 
& Rams berger, 1986). HELPSS targets 11 sentence types which are hier­
archically ordered in terms of their difficulty as demonstrated by pre­
vious research. A short story accompanied by a simple line drawing is 
substituted for single sentences. Two task levels differ only -on the basis 
of whether or not intervening questions are presented as· described above. 

Patients can also be asked to respond to a question containing incor­
rect information by transforming the question to a statement in its cor­
rected form (e.g., "Do you write with a shoe? No, I write with a pen'). 
Subsequently, patients can respond to questions asking for different 
types of information including, for example, the function of objects 
('What do you do with a toothbrush?"), routines ("How do you get to 
this hospital?,"''How do you make a sandwich?'), or other items of gen­
eral knowledge ('What do you do at the beach?'). 

Another approach consists of having patients construct sentences when 
given a specific noun, verb, or functor. Variations include constructing 
sentences when provided interrogative pronouns or modal verbs (to 
stimulate formulation of questions), two or more words (to be included 
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in the same sentence), phrases, or parts of sentences. Patients may also 
be given whole sentences followed by questions that are designed to 
stimulate formulation of different syntactic constructions such as passive 
sentences (e.g., "The woman is making the bed. What is happening to 
the bed?''), relative clauses (e.g., ''The man stood beside the train. The 
train was leaving. Combine these sentences to tell me what is happen­
ing'') and adverbial clauses (e.g., "Mr. McCarthy was upset. He heard 
about the news. Using both of these sentences, when was Mr. McCarthy 
upset?'') (Shewan & Bandur, 1986). 

Subsequent tasks designed to stimulate complex sentence production 
may be structured to be more open-ended. For example, patients may be 
asked to provide descriptions of pictured activities or objects. Describing 
occupations, animals, and places would be variations on the same task. 
Complex responses can also be elicited to wh-questions (e.g., "Why is 
gasoline" taxed? What is a stroke?''), requests for the similarities and dif­
ferences between two objects (e.g., "What are the similarities and differ­
ences between soccer and football?''), explanations of idiomatic expres­
sions (e.g., ''What does 'Don't count your chickens before they hatch' 
mean?''), and word definitions, as well as a variety of similar types of 
tasks (see, for example, Brubaker, 1978, or Ross & Spencer, 1980). 

Verbal expressive tasks eliciting utterance lengths in excess of those 
produced in the above tasks will target discourse abilities in narrative or 
conversational contexts. Examples would include story retellings and 
open-ended conversation on unrestricted topics, respectively. Story re­
tellings provide the preferred approach because the patient's perfor­
mance can be assessed relative to a given model. Using the model pro­
posed by Ulatowska and Chapman {1989), the target for intervention is 
defined by the integrity of the superstructure of the patient's discourse. 
According to Chapman and Ulatowska (1992), superstructure "defines 
the form of the discourse in terms of the elements ... {which) include 
abstract, complicating action, resolution, evaluation, and coda" (p. 66). It 
is evaluated by assessing the setting, complicating action, and resolution 
of the patient's story retellings. For patients whose superstructure is defi­
cient, treatment is focused on assisting the patient in structuring infor­
mation according to the above story components. Chapman and Ulatow­
ska propose using an outline of the stimulus story to cue these major 
components. Conversely, if superstructure is intact, these authors rec­
ommend treatment tasks that focus on elaborating, adding, or changing 
information rather than continued story retellings. 

COMPENSATORY TECHNIQUES 

Often, factors including the time post-onset, the severity of aphasia, and/ 
or the outcome achieved from an extended course of aphasia treatment 
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will interact to result in a poor prognosis for attaining measurable in­
creases in auditory comprehension or verbal expression. In these cases, 
language stimulation may no longer appear to be the treatment ap­
proach of choice. Whether due to the above considerations or a manage­
ment decision that emphasizes improving the patient's functional com­
municative skills concurrent with language facilitation, aphasia treatment 
may utilize compensatory approaches to treat language behaviors. 
Broadly defined, compensatory approaches include techniques that ex­
ploit the patient's residual linguistic and nonlinguistic cognitive skills to 
increase successful communication. In contrast to the narrow view of 
aphasia treatment as consisting of language stimulation only, the dem­
onstrated effectiveness of compensatory techniques provides at least 
one reason that all aphasic patients are entitled to the opportunity for 
aphasia rehabilitation, even when the outlook for language recovery 
may be considered bleak. 

With regard to improving an aphasic patient's auditory verbal com­
prehension, one approach consists of training the patient to follow a 
comprehension breakdown with a contingent query (Davis & Wilcox, 
1985; Rosenbek, et al., 1989). Contingent queries consist of requests for 
clarification of the input or additional information and may be either (a) 
nonvocal, consisting of any facial or other behavior that indicates a need 
for more information; (b) vocal, consisting of some vocal behavior which 
indicates a need for more information; or (c) verbal, consisting of an ap­
propriate linguistic response. In addition, a contingent query may sim­
ply consist of the patient's asking a speaker to slow down the rate of 
speech. By utilizing contingent queries, aphasic patients use natural pro­
cesses found in the discourse of nona phasic speakers to manipulate au­
ditory input according to their needs. As a result, comprehension fre­
quently improves due to the increased opportunities patients have to 
understand the message. 

Several compensatory approaches have been utilized to improve pa­
tients' expressive abilities, including gestural programs, drawing, and 
computer applications. Probably the best known of the gestural pro­
grams is Amer-Ind Code (Rao, 1986; Skelly, 1979). Amer-Ind Code is 
adapted from American Indian sign, a gestural system based on the con­
cepts underlying words rather than on the words themselves (Skelly, 
Schinsky, Smith, Donaldson, & Griffin, 1975) . According to Rao and 
Horner (1980), Amer-Ind is concrete, pictographic, highly transmissible, 
easily learned, agrammatic, and generative. The system can be applied in 
aphasia rehabilitation as an alternative means of communication, as a fa­
cilitator of verbalization, especially in patients with apraxia of speech, 
and as a deblocker of other language modalities (Rao, 1986). Although a 
few reports exist demonstrating the usefulness of Amer-Ind Code as an 



Clinical Intervention for Aphasia in the United States of America 355 

alternative means of communication (Rao et al., 1980; Tonkovich & Lov­
erso, 1982), the greatest utility of the technique appears to be as a facilita­
tor of verbalization, although reports of its effectiveness vary (Hanlon, 
Brown, & Gerstman, 1990; Hoodin & Thompson, 1983; Kearns, Sim­
mons, & Sisterhen, 1982; Rao & Horner, 1978; Raymer & Thompson, 
1991; Skelly, Schinsky, Smith, Donaldson, & Griffin, 1974). Rosenbek et 
al. (1989) describe a treatment program for gestural reorganization 
which utilizes Amer-lnd Code as the primary system of gestures and has 
as its end goal verbalization without gestural accompaniment. Visual Ac­
tion Therapy (VAT) (Helm-Estabrooks & Albert, 1991; Helm-Esta­
brooks et al.,' 1982; Helm-Estabrooks, Ramsberger, Brownell, & Albert, 
1989; Ramsberger & Helm-Estabrooks, 1989) also utilizes gestures tore­
duce apraxia and improve the patient's verbal expression or ability to 
use symbolic gestures as a means of communication. Three programs 
constitute the approach, including proximal limb, distal limb, and bucco­
facial VAT. A hierarchical procedure is used in each program to "move 
the patient along a performance continuum from the basic task of match­
ing pictures and objects to the communicative task of representing hid­
den items with self-initiated gestures" (Helm-Estabrooks & Albert, 1991, 
p. 178). The method has been shown to produce improvements not only 
in the area of pantomime, as indicated by formal assessments, but also in 
the areas of auditory and reading comprehension, verbal repetition, and 
graphic copying. 

Other gestural approaches include pantomime; limited manual sign 
systems for hospitals and nursing homes such as manual shorthand, 
manual self-care signals, or a hand-talking chart, gestures for yes and no; 
eye-blink encoding; and pointing (Silverman, 1989). Silverman (1989) 
offers a number of suggestions for the selective use of each of these ap­
proaches. For example, pantomime may be appropriate for the ap~sic 
patient who cannot use Amer-Ind Code. Limited manual sign systems 
may be used initially on an interim basis until other communication sys­
tems can be developed but ultimately may provide the only means of 
communication in the most severely impaired patients (e.g., see Coel­
ho, 1990, 1991). Pointirtg is desirable for the patient who is going to use a 
communication board. 

Silverman (1989) also describes gestural communication strategies as­
sisted by nonelectronic or electronic means. Strategies using nonelec­
tronic assistance include transmission of messages by communication 
boards, manipulation of symbol sequences, and drawing. Communica­
tion boards vary in type and complexity and are generally used in apha­
sia rehabilitation with severely expressively impaired patients (Bellaire, 
Georges, & Thompson, 1991). One of the most notable applications of 
manual symbol systems following aphasia was the visual communica-
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tion (VIC) system reported by Gardner, Zurif, Berry, and Baker (1976). 
Drawing has received considerable attention both as a communicative 
medium and as a means to deblock verbal and written communication. 
In response, several programs for training picture drawing for these pur­
poses have been described in recent reports (Helm-Estabrooks & Albert, 
1991; Lyon & Helm-Estabrooks, 1987; Lyon & Sims, 1989; Morgan & 
Helm-Estabrooks, 1987). 

With regard to gestural-assisted strategies using electronic means, 
computer-aided visual communication (C-ViC) (Steele et al., 1987; Steele 
et al., 1989; Weinrich, Steele, Carlson et al., 1989; Weinrich, Steele, Klec­
zewska et al., 1989) provides one of the most promising approaches to 
establishing alternative communication in severely impaired patients. 
Using procedures similar to those of visual communication (ViC) (Gard­
ner et al., 1976) but in a microcomputer environment, C-ViC is an icono­
graphic system in which patients construct communications by select­
ing symbols from six "card decks" and arranging them according to 
certain syntactic conventions. The card decks contain interjections, ani­
mate nouns, verbs, prepositions, modifiers, and common nouns. Formal 
procedures have been developed that extend training from introduc­
tory phases which teach the patient to follow simple commands to later 
phases designed to transfer C-ViC communication skills to use in a 
home setting (Baker & Nicholas, 1992). 

As has been reported with other gestural strategies, we have also 
noted verbal facilitation in patients using C-ViC. Some have produced 
successful naming not seen in the same patients in other communicative 
contexts (e;g., conversation or formal testing) . While the ultimate goal of 
C-ViC is not verbalization without computer assistance (as might be the 
case with some of the foregoing gestural strategies), these observations 
suggest that C-ViC is a powerful verbal reorganizer that enhances lan­
guage production in patients using the system. Further investigation of 
this point is needed to fully understand its long-term effects for language 
recovery. Nonetheless, for the severely impaired aphasic patient, a pa­
tient for whom successful treatment approaches are too often lacking, C­
ViC offers an important tool for communication. 

The last approach which will be considered here is Promoting Aphasics' 
Communicative Effectiveness or PACE treatment (Davis, 1980; Davis, 
1986; Davis & Wilcox, 1981, 1985; Wilcox & Davis, 1978). Because PACE 
procedures allow patients to freely choose the channel(s) through which 
they will communicate, the technique provides opportunities for patients 
to use a verbal strategy or any of the gestural or gestural-assisted strate­
gies described above, with or without verbal accompaniment, to convey 
messages. In this way, the approach emulates natural conversation by al­
lowing participants to exchange information through multiple modali-
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ties. In addition to free selection, some of the other characteristics of nat­
ural conversation that provide guiding principles for PACE treatment in­
dude: (a) clinician and patient participate equally as senders and receiv­
ers of messages; (b) the interaction incorporates the exchange of new 
information between clinician and patient; and (c) the clinician's feed­
back is based on the patient's success in communicating a message (Dav­
is & Wilcox, 1985). PACE treatment utilizes a multidimensional scoring 
system to better capture the full range of behaviors that may be ob­
served in this interactive approach. Generalization of language gains 
observed following PACE treatment has been demonstrated on formal lan­
guage assessment instruments. Given its emphasis on the pragmatic as­
pects of language, PACE is well suited as a means to incorporate compensa­
tory strategies into communication treatment. An additional strength of 
the approach, however, lies in its use as a framework for incorporating 
traditional language stimulation techniques into a communicatively dy­
namic context. 

In the United States, the model for clinical aphasiology has evolved in 
recent years from one that is medically oriented, stressing identification 
and remediation of pathologic conditions, to one that is more socially 
based and includes such concepts as disability and handicap (Holland & 
Wertz, 1988). Aphasia rehabilitation considered in the latter terms em­
phasizes compensatory gains that result in more functional communica­
tion rather than simply changes in language structure, for example, due 
to a given treatment (Peach, 1992). With their emphasis on communica­
tion in natural settings, many of the techniques that have been described in 
this section may be more suitably applied to intervention in this contem­
porary environment. 

THE TYPE AND SEVERITY OF APHASIA 

It has been common practice in the literature to describe various ap­
proaches to aphasia intervention in terms of either the type (LaPointe, 
1990; Perkins, 1983; Rosenbek et al., 1989) or severity (Holland, 1984) of 
the aphasia. In practice, however, type and severity of aphasia are so of­
ten nested within one another that it becomes impractical to discuss 
these parameters independently. In this final section, many of the ap­
proaches which have been described will be discussed briefly in terms of 
their application to specific types of aphasia with their associated levels 
of severity of impairment. Recent trends have placed increased impor­
tance on identifying the particular treatments that are most effective for 
specific groups of aphasic patients (Nicholas & Helm-Estabrooks, 1990; 
Peach, 1992). In keeping with these trends, emphasis will also be placed 
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on additional programs that have been found to be effective with certain 
groups of aphasic patients. 

NONFLUENT APHASIA 

The nonfluent aphasias which will be discussed here include Broca's, 
transcortical motor, mixed transcortical (isolation syndrome), and global 
aphasia. Although the defining characteristic for grouping these patients 
is expressive in nature, each of these groups will be considered in terms 
of treatments for both expressive and receptive language disturbances. 

In describing treatment for acute Broca's aphasia, I assume a profile of 
limited phrase length accompanied by mild or mild-to-moderate audi­
tory comprehension deficits. The syndrome is frequently accompanied 
by apraxia of speech so that treatment for this population often empha­
sizes motor speech programming as well as syntactic facilitation (Tonko­
vich & Peach, 1989). Depending on the level of severity, treatment incor­
porates many of the stimulation techniques described earlier to increase 
phrase lengths from production of single words to more syntactically 
complete utterances. For improving articulatory precision, programs 
such as the eight-step continuum (Rosenbek, Lemme, Ahern, Harris, & 
Wertz, 1973), speech sound sequencing (Dabul & Bollier, 1976), the con­
tent network for verbal dyspraxia (Shewan, 1980), and Melodic Intona­
tion Therapy (MIT) (Helm-Estabrooks & Albert, 1991) are useful. MIT 
is, of course, the treatment approach that theoretically exploits the intact 
right hemisphere of the severely nonfluent aphasic patient for verbal im­
provements by using intoned phrases of increasing complexity. Inton­
ing is gradually faded so that phrases are subsequently produced with 
exaggerated prosody and, finally, with normal prosody. Naeser, Frum­
kin, Helm-Estabrooks, Fitzpatrick, and Palumbo (1991) have identified 
language and CT scan criteria in patients which predict a particularly 
good response to MIT. The language criteria include three out of the fol­
lowing four observations: (a) poorly articulated, nonfluent, or severely 
restricted verbal output; (b) at least moderately preserved auditory com­
prehension; (c) poor repetition; and (d) poorly articulated speech. With 
regard to CT scan findings, patients who have lesions that comprise less 
than half of the medial subcallosal fasciculus and the middle one third of 
the periventricular white matter or who have patchy lesions including 
more than half of these areas, and have a lesion in less than half of Wern­
icke's area and the temporal isthmus, are the best candidates for MIT. 
Auditory comprehension treatment for Broca's aphasic patients targets 
sentences of moderate complexity or greater (i.e., three or more critical 
units representing a variety of grammatical relations) or the parsing im-
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pairments that produce difficulty for these patients in assigning themat­
ic roles to sentence constituents (Byng, 1992). 

Patients with transcortical motor aphasia (TMA) also demonstrate re­
duced phrase lengths and relatively preserved auditory comprehen­
sion. As with the other transcortical aphasias, repetition is fairly intact. 
Unlike Broca's aphasia, nonfluency in TMA is related more to deficits in 
verbal initiation rather than grammatical or motor speech programming 
deficits. Treatment approaches have included methods that use deblock­
ing procedures to improve the volitional initiation of motor responses, 
self-generation of category names and complete sentences, and tradi­
tional language training using stimulation techniques (Gonzales-Rothi, 
1990). Pharmacotherapy using the dopamine agonist bromocriptine to 
increase speech initiation has been attempted with TMA patients with 
mixed results (Albert, Bachman, Morgan, & Helm-Estabrooks, 1988; 
MacLennan, Nicholas, Morley, & Brookshire, 1991). I have observed 
mild improvements on post-testing in such a patient when relying on 
tasks that require sentence production (e.g., providing the function of 
objects, constructing a sentence when given two words) and naming 
(e.g., sentence completion, responsive naming, category recall, and anto­
nym production) accompanied by complex auditory processing. Be­
cause repetition generally is preserved in TMA, some consideration may 
be given to using such tasks to improve verbal output, especially if the 
approach is to use an intact function to facilitate an impaired one. How­
ever, such use of repetition tasks generally has received little support ex­
cept in the initial stages of treatment because of the limited results that it 
provides (Alexander & Schmitt, 1980). 

Patients with mixed transcortical aphasia demonstrate the verbal defi­
cits described above but with accompanying deficits in auditory compre­
hension. Gonzales-Rothi (1990) has suggested that treatments similar 
to those used in transcortical motor aphasia be applied for the expres­
sive disturbances in mixed transcortical aphasia. Auditory comprehen­
sion stimulation will also be included at a level commensurate with the 
more severe receptive impairments observed in these patients. 

The verbal recovery in chronic global aphasia is generally poor (Kert­
esz & McCabe, 1977; Lomas & Kertesz, 1978). As a result, treatment for 
these patients is largely compensatory except, perhaps, in the earliest 
stages following onset of the aphasia. VCIU (Helm & Barresi, 1980) is 
specifically designed to bring the limited spontaneous utterances of se­
verely impaired patients under productive control. Any of the compen­
satory approaches described earlier may also be appropriate for treat­
ment of the global aphasic patient. These approaches include, among 
others, gestural programs such as Amer-lnd or VAT, drawing programs 
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such as Back to the Drawing Board (Helm-Estabrooks & Albert, 1991) or 
that of Lyon and Sims (1989), computer applications such as C-ViC, and 
communication boards. Or, the clinician may use the integrative frame­
work found in the PACE treatment program to incorporate any of these 
or the patient's other natural attempts into a communication system. 

FLUENT APHASIA 

The fluent aphasias to be discussed here include Wernicke's, transcorti­
cal sensory, conduction, and anomie aphasia. Approaches for the more 
severely aphasic Wernicke's and transcortical aphasic groups emphasize 
auditory-verbal processing, whereas programs for conduction and anom­
ie aphasia focus more on remediation of expressive deficits. 

Treatment for Wernicke's aphasia is directed toward reducing the se­
vere auditory comprehension deficits found in this syndrome and serves 
as a prerequisite to improving expressive functioning as well. The stimu­
lation procedures outlined earlier, beginning at the most basic levels of 
picture matching, provide a continuum for treating the comprehension 
disturbances in Wernicke's aphasia. If the patient is capable of under­
standing selected printed words, the program entitled Treatment for 
Wernicke's Aphasia (Helm-Estabrooks & Albert, 1991) may be useful for 
improving word recognition. Task complexity increases in a manner 
commensurate with the patient's level of severity. From a more function­
al standpoint, training may emphasize the use of contingent queries to 
provide additional exposure to speech input, thereby enhancing the 
chances for successful comprehension. Educating families and signifi­
cant others to simplify their input, and accompany their speech with ad­
ditional cues such as pointing or gestures, is another important compo­
nent to the treatment program for these patients. 

As in Wernicke's aphasia, the major goal of treatment for transcortical 
sensory aphasia (TSA) is improved auditory-verbal comprehension. 
Gonzales-Rothi (1990), citing previous work, proposes that the recep­
tive deficits in TSA may be due to (a) disconnection between the cogni­
tive system and the input and output lexicons, (b) impairment of the 
cognitive system itself, or (c) evolution from Wernicke's aphasia. She 
suggests that treatment for impairments following the initial two condi­
tions should focus, respectively, on pairing auditory input with another 
modality and reconstructing semantic relationships. Treatment for the 
latter condition might simply utilize methods that are most appropriate 
for Wernicke's aphasia. 

Conduction aphasia is characterized by generally preserved auditory 
comprehension and a disproportionate impairment in repetition relative 
to spontaneous speech. Treatment programs for this syndrome frequent-
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ly emphasize repetition training to provide a transition to spontaneous 
speech production. The approach does little, however, to circumvent the 
impaired mechanisms responsible for the repetition deficit. Oral reading 
has also been used, but with minimal generalization to other forms of 
language expression (Beard & Prescott, 1991; Sullivan, Fisher, & Mar­
shall, 1986). Caramazza, Basili, Koller, and Berndt (1981) and Shallice 
and Warrington (1977) proposed that the repetition deficit in conduc­
tion aphasia is the result of auditory-verbal short-term memory deficits. 
Based on this hypothesis, I have used a treatment approach that utilizes 
tasks of auditory and oral word sequencing to improve auditory verbal 
span (Peach, 1987). The results of this approach, using a multiple base­
line design, showed generalization to the repetition of novel stimuli. In 
addition, improvements also were noted in spontaneous speech as evi­
denced by significantly reduced paraphasic errors on post-testing. Al­
though several varieties of repetition deficit appear to exist, this treat­
ment approach has been successful in improving repetition in patients 
whose deficit is related to auditory-verbal short-term memory deficits 
and, therefore, may be useful in treating the expressive impairments in 
conduction aphasia. 

Anomie aphasia is characterized primarily by lexical retrieval deficits. 
Recent work has demonstrated, however, that these patients also have 
difficulty with parsing semantically reversible sentences presented ei­
ther auditorily or visually (Peach et al., 1988). Other clinical observations 
have supported at least mild or mild-to-moderate auditory comprehen­
sion deficits for sentences of three or more critical units containing vary­
ing grammatical relations. So, while emphasis in the treatment pro­
grams of these patients is given to improving word retrieval abilities 
through a variety of confrontational and nonconfrontational naming 
tasks (e.g., recall of category members, word associations, antonym/syn­
onym production, descriptions of busy pictures), auditory comprehen­
sion tasks targeting the affected syntactic processes may also be includ­
ed. Generalization of the naming improvements achieved through these 
means to functional forms of expression may be fostered through tasks 
such as picture description, monologues, story retellings, and role-play­
ing (Linebaugh, 1990). 

These overviews are by no means intended to provide an in-depth 
discussion of treatment for each of the aphasias. The reader should con­
sult the works contained in Holland (1984), l.aPointe (1990), Perkins 
(1983), and Rosenbek et al. (1989) for additional American perspectives 
on treatment of each of these types of aphasia. The discussion in this sec­
tion does provide the reader with some indication of the way that the se­
verity and type of aphasia interact with the nature of the selected ap­
proaches in treatment planning for aphasia in the United States. 
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CONCLUSION 

The current state of aphasia rehabilitation in the United States is the 
product of significant contributions from practitioners all over the world. 
To attempt to summarize this literature, or for that matter, just the litera­
ture that emanates from the United States, would be a formidable, if not 
unrealistic task due to the sheer number of resources. The purpose of 
this book, therefore, is to provide at least an initial comparison of how 
the art is practiced in different countries by asking contributors from a 
host of different countries to provide an overview of their own accounts 
of how one goes about treating the communication deficits associated 
with aphasia. 

As described at the beginning of this chapter, my perspectives on 
aphasia treatment are very much the result of the influences to which I 
have been exposed and, therefore, are not necessarily the same as many 
of my colleagues. I have not attempted to cover all of the relevant litera­
ture because, as stated above, it would be difficult to accomplish that 
goal. More importantly, surveying all of the literature is not necessar­
ily the best way to provide my own perspective. However, because all of 
my training occurred in this country, I feel comfortable in saying that 
there probably would be more agreement than disagreement among 
practitioners in this country with regard to the representativeness of this 
approach for aphasia rehabilitation in the United States. I hope, there­
fore, that this chapter is helpful in providing a useful and instructive 
counterpoint as to how clinicians treat their aphasic patients in different 
parts of the world. 
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Aachen Aphasia Test (AAT), 60-61, 
70-73, 80, 233-234, 246, 250, 
310-.311 

Agraphia, 59 
Alexia, 59 
Amer-Ind Code, 354-355, 359-360 
Amsterdam Nimmejen Everyday 

Language Test (ANELT), 29, 235 
Aphasia 

amnestic, 184-185 
anomie, 97, 98-109, 109-194, 

138-140 
Broca's, 4, 6, 76-79, 109-194, 134, 

141, 184-185, 187, 189, 190, 
244-245, 246-247, 326, 336, 
358-360 

conduction, 4, 59, 109-193, 187 
global, 6, 74, 80-82, 109-194, 

156-157, 161-165, 167-169, 
187, 189, 190, 210-211, 236, 
242-245, 247, 305-306, 
358-360 

transcortical, 6 
Wernicke's, 4, 76-79, 80-82, 

109-193, 141 
Aphasia therapy. See 

Speech-language therapy 
Aphasiology. See Speech-language 

therapy 
Apraxia, 57, 59, 156 
Assessment, 2-5, 10, 30-35, 122, 

232-236. See also Protocol 
Aachen Aphasia Test (AAT), 

60-61, 70-73, 80, 233-234, 
246, 250, 310-311 

Amsterdam Nimmejen Everyday 
Language Test (ANELT), 29, 
235 

auditory comprehension, 4,58, 
100 

Blissymbolics, 305 

Assessment (continued) 
Boston Diagnostic Aphasia 

Examination (BDAE), 100, 
107-108, 150, 180, 233, 242, 
264, 336 

Communicatie Profiel (CP), 
234-235 

Communicative Abilities in Social 
Situations, 150 

Communicative Activities in Daily 
Uving (CADL), 29, 150, 185, 
265, 337 

Communicative Effectiveness 
Index (CETI), 29, 206 

conversation, 30 
Cracow Test of Differential 

Diagnosis of Aphasia 
(CTDDA), 165-166 

cultural relevancy, 27 
Edinburgh Functional 

Communication Profile, 150 
Functional Communication Profile 

(FCP), 185, 234, 265, 337 
Global Aphasic 

Neuropsychological Battery 
(GANBA), 236 

interdisciplinary, 149-150 
Language System Scale, 80 
I 'Examen des dyslexie acquises, 96 
Minnesota Test of Differential 

Diagnosis of Aphasia 
(MTDDA), 180, 264, 336 

Muller and Code Scale of 
Psychosocial Adjustment, 150 

multilinguistic, 36-38 
neuropsychological, 4-5, 42, 

235-236 
Porch Index of Communicative 

Ability (PICA), 264, 265, 
336, 337 

Profile of Communicative 
Appropriateness (PCA), 
30-35 
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Assessment (continued) 
Protocole d'evaluation des 

troubles lexico-semantiques, 
96 

Protocole d'evaluation de 
troubles lexico-semantiques 
(PETLS), 100, 104, 106-107 

Protocole Montreal-Toulouis 
d'examen linguistique de 
l'aphasie (MT-86), 100 

psycholinguistic, 233-234, 264 
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18, 236 
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Rivermead Behavioural 
Memory Test (RBMT), 236 

Roken Test of Differential 
Diagnosis of Aphasia 
(RTDDA), 180, 187 
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Standard Language Test of 

Aphasia (SLTA), 180 
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test (SAN), 233 
Syntax Test of Aphasia, 180 
Therapy-oriented Assessment Set, 

237 
Token Test, 3, 4, 10, 11, 16, 19, 

100, 150, 180, 253, 309-311, 
347 
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symbol system, 304, 313 
Western Aphasia Battery 

(WAB), 37, 42, 150, 206, 233, 
264, 265 

Wilson Expanded Syntax 
Program (WESP), 243 

Australia, 263-285 
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Belgium, 131-143 
Blissymbolics, 305, 313 
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Boston Diagnostic Aphasia 
Examination (BDAE), 100, 
107-108, 150, 180, 233, 242, 
264, 336 
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Canada, 199-225 
Canada, French-speaking, 87-110 
Clinical Aphasiology Conference 

(CAC), 337-338 
Clinician. See Speech-language 

therapy 
Cognitive approach, 134-140 

efficacy, 142-143 
vs. semiology, 134-140 

Cohesion Treatment, 277-284 
Communicatie Profiel (CP), 

234-235 
Communicative Abilities in Social 

Situations, 150 
Communicative Activities in Daily 

Living (CADL), 29, 150, 185, 
265, 337 

Communicative Effectiveness Index 
(CETI), 29, 206 

Community-based programs, 
199-225 

Complex Aphasia Rehabilitation 
Model (CARM), 145, 148, 
152-154, 157, 161-162, 165, 
169-171 

Computed tomography (CT), 9-10, 
11, 17, 36, 41, 72, 99, 342, 
358 

Computer-aided visual 
communication (C-ViC), 339, 
342, 343, 356, 360 

Computers/therapy, 248-249, 339, 
342, 343, 356, 360 

Conversational Coaching, 276 
Conversation partners' training, 

199-225 
Cross-language studies, 194 
CT. See Computed tomography (CT) 
Cuing verb treatments (CVT), 352 
Cultural relevancy, 27, 154 
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Depression, 202 
Diagnosis. See Assessment 
Discourse analysis, 267 
Dysgraphia, 42, 135-137 
Dyslexia, 138-140 

E 

Edinburgh Functional 
Communication Profile, 150 

Elderly specific, 189-194 
England, 115-128 

F 

Family, 56, 133, 161, 201-202, 232, 
283-284, 360 

conversational training, 251-254 
and groups, 98, 327-330 
needs, 330-333 
psychotherapy, 320-321 

Functional Communication Profile 
(FCP), 185, 234, 265, 337 

Functional Communication 
Treatment, 159, 185-186 

G 

Germany, 55-82, 319-333 
Global Aphasic Neuropsychological 

Battery (GANBA), 236 
Grammar, systemic-functional, 

267-269 
Group therapy. See also Self-help 

groups 
family, 327-330 
psychosocial, 323-327 

H 

Helm Elicited Language Program for 
Syntax Stimulation 
(HELPSS), 352 

373 

Hierarchial discourse therapy, 41-48 
Holistic approach, 145-171. See also 

Complex Aphasia 
Rehabilitation Model (CARM) 

Humanistic approach. See Pragmatics 
Hypothesis testing, 121-124 

and therapy, 123 

I 

Interdisciplinary therapy, 55, 
149-150, 151-152, 228-251 

Intervention. See Rehabilitation; 
Therapy; Treatment 

Intonation Therapy (TMR), 156 
Italy, 1-23 

J 
Japan, 175-195 

K 

Kinaesthetic Therapy for Apraxia 
(KTA), 156 

L 

Language Oriented Art Therapy 
(LOAT), 157-159, 167 

Language Pocket Book, 245 
Language System Scale, 80 
Lesions 

frontal, 35 
fronto-parietal, 99-110 
fronto-temporal, 16-18 
ischemic, 9-11 
left-hemisphere, 95 
lenticular, 16-18 
occipital parasagittal, 16-18 
parietal, 36-41 
perisylvian, 4, 41-48 
prerolandic, 305 

l'Examen des dyslexie acquises, 96 
Lexical-semantic model, 13-14, 16-18 
Logopedist. See Speech-language 

therapy 
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M 

Melodic Intonation Therapy (MIT), 
240-241, 243, 247, 338, 342, 
358 

Minnesota Test of Differential 
Diagnosis of Aphasia 
(MTDDA), 180, 264, 336 

Models, processing 
syntactic/morphological deficits, 

298-302 
word-finding deficits, 292-298 

Morphological/syntactic deficits, 
models, 298-302 

MGiiller and Code Scale of 
Psychosocial Adjustment, 150 

Multidisciplinary therapy. See 
Interdisciplinary therapy 

Multilingual, 26-49 

N 

Neurobiology, 94-96 
Neuropsychology, 12-13, 119-121, 

235-236 
elderly studies, 190-193 
hypothesis testing, 121-124 
treatment, 181-185 

Nonlinguistic impairment, 307-312 

p 

Patient empowerment, 281-283 
Poland, 145-171 
Porch Index of Communicative 

Ability (PICA), 264, 265, 
336, 337 

Pragmatics, 27-49, 89, 140-142, 219. 
See also Sociolinguistics 

circumlocutions, 108-109 
competency scales, 30-35 
structural vs. functional approach, 

28-30 
therapy, 38-41 

implications, 35-38, 48-49 
Profile. See Assessment 

Aphasia Treatment: World Perspectives 

Profile of Communicative 
Appropriateness (PCA), 
30-35, 37, 42-43, 46 

Promoting Aphasics' Communicative 
Effectiveness (PACE), 29, 
79-81, 101-102, 140-142, 
186, 215, 235, 245, 249-250, 
252, 254, 265, 324, 326, 337, 
356-357 

Protocol. See also Assessment 
Profile of Communicative 

Appropriateness (PCA), 37, 
42-43, 46 

Promoting Aphasics' 
Communicative Effectiveness 
(PACE), 29 

Protocole d'evaluation des troubles 
lexico-semantiques (PETLS), 
96 

Protocole d'evaluation de troubles 
lexico-semantiques (PETLS), 100, 
104, 106-107 

Protocole Montreal-Toulouis 
d'examen linguistique de 
l'aphasie (MT-86), 100, 104 

Psycholinguistics, 93-94, 96-97, 264 
Psychotherapy, 320-321 
Pyramids and Palm Trees Test, 233 

R 

Raven's Colored Progressive 
Matrices (RCPM), 10, 11, 16, 
18, 236 

Raven Standard Progressive 
Matrices (RSPM), 236 

Re-education. See Rehabilitation; 
Therapy 

Rehabilitation, 6-20. See also 
Self-help groups; Therapy; 
Treatment 

communication, 6-12 
comprehension, 7-8, 11-12 
conversation, 6-7, 8 
efficacy, 20-22 
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Rehabilitation (continued) 
intervention schematic, 313 
lexical-semantic, 13-20 
production, 8-11 
sociopolitical factors, 27 
vocational, 188-189 
World Health Organization 

(WHO) model, 93, 146 
Response elaboration training (RET), 

352 
Rivermead Behavioural Memory 

Test (RBMT), 236 
Roken Test of Differential Diagnosis 

of Aphasia {RTDDA), 180, 
187 

Role-playing, 326 

s 
Screening Battery for Aphasia, 4-5 
Self-help groups, 68-69, 97-98, 116, 

148, 151, 160, 188-189. See 
also Conversation partners' 
training; Group therapy 

Semantic Therapy Program, 247-248 
Semiology, 12-13 
Social Communication Oriented 

Treatment (SCOT), 159-161, 
170 

Sociolinguistics, 263-285. See also 
Pragmatics 

context, 270-272 
discourse, 269-274 
function, 272-274 

Sorting Program for Global Aphasic 
Patients, 237 

South Africa, 25-49 
Speech-language pathologist. See 

Speech-language therapy 
Speech-language therapy. See also 

Therapy 
availability, 26, 55, 91-92, 132-

133, 147-149, 176-179, 228-
229 

interactive process, 124-127 
interdisciplinary, 55, 151-152 
multilingual, 26 

375 

Speech-language therapy (continued) 
pragmatics, 28-29 
professional development, 88-91, 

115-119, 178-179, 194-195, 
205-207, 211-212, 229-230 

sociopolitics, 27 
Speech therapist. See 

Speech-language therapy 
Standard Language Test of Aphasia 

(SLTA), 180 
Stichting Afasie Nederland test 

(SAN), 233 
Structural Therapy, 230, 235, 

238-245, 257 
Switzerland, 291-313 
Symbolic Thought Therapy, 158 
Syntactic/ morphological deficits, 

models, 298-302 
Syntax Test of Aphasia, 180 

T 

Therapeutic Program for Family and 
Patients {TPFP), 161 

Therapist. See Speech-language 
therapy 

Therapy. See also Group therapy; 
Rehabilitation; Self-help 
groups; Speech-language 
therapy; Treatment 

apraxia, 57, 59 
audiorecording, 38-40 
Barrier Game, 215 
circumlocution, 101-103 
cognitive approach, 134-140, 

157-159 
cognitive vs. semiology, 139-140 
Cohesion Treatment, 277-284 
Complex Aphasia Rehabilitation 

Model (CARM), 145, 148, 
152-154, 157, 161-162, 
169-171 

"Compro" computer program, 
248-249 

computer-assisted programs, 
248-249, 339, 342, 343, 356, 
360 
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Therapy (continued) 
contract approach, 132-133 
Conversational Coaching, 276 
conversation partners' training, 

199-225 
deblocking, 58-59, 179 
dysgraphia, 135-137 
efficacy, 2-3, 70-80, 91-94, 

108-109, 116-119, 124-127, 
165-167, 186-187 

circumlocutions, 105-106, 
108-109 

linguistic structure vs. 
communicative activation, 
79-80 

linguistic structure vs. 
stimulation, 76-79 

Promoting Aphasics' 
Communicative Effectiveness 
(PACE), 79-80 

specific patient groups, 338 
Functional Communication 

Treatment, 159, 185-186 
group approach, psychosocial, 

323-327. See also Self-help 
groups 

hierarchial discourse, 41-48 
holistic approach, 145-171 
and hypothesis testing, 123 
interdisciplinary, 228-258 
Intonation Therapy (TMR), 156 
Kinaesthetic Therapy for Apraxia 

(KTA), 156 
language approach, 179-181 
language-oriented, 155-157 
Language Oriented Art Therapy 

(LOAT), 157-159, 167 
Language Pocket Book, 245 
"Lingware/Stach" computer 

program, 249 
Melodic Intonation Therapy 

(MIT), 240-241, 243, 247, 
338, 342, 358 

multilinguistic, 36-41 
needs-oriented, 155 
nonalphabetic (kana), 181-185 
and nonlinguistic impairment, 

307-312 

Aphasia Treatment: World Perspectives 

Therapy ~ontinued) 
pragmatics, 35-48, 140-142, 219 
probe therapy, 74 
and processing models, 302- 307 
prognosis, 3 
Promoting Aphasics' 

Communicative Effectiveness 
(PACE), 79-81, 101-102, 
140-142, 186, 215, 235, 245, 
249-250, 252, 254, 265, 324, 
326, 337, 356-357, 360 

resources, 218-219, 224-225 
role-playing, 326 
Semantic Therapy Program, 

247-248 
Social Communication Oriented 

Treatment (SCOT), 159- 161, 
170 

Sorting Program for Global 
Aphasic Patients, 237 

Structural Therapy, 230, 235, 
238-245, 257 

sublexical processes, 14 
Symbolic Thought Therapy, 158 
Therapeutic Program for Family 

and Patients (TPFP), 161 
videorecording, 38-40, 215-216, 

326 
Visual Action Therapy (VAT), 

156, 240-241, 338, 355, 
359-360 

Visual Communication (VIC), 356 
Visuele Cue Program (VCP), 241, 

243, 245-246 
volunteers, 116 
Wernicke's aphasia, 101-109 
Wilson Expanded Syntax Program 

(WESP), 241 
Therapy-oriented Assessment Set, 

237 
Token Test, 3, 4, 10, 11, 16, 19, 100, 

150, 180, 253, 309-311, 347 
Tools. See Assessment; Protocol 
Training. See Rehabilitation; Therapy 
Treatment, 5-22. See also 

Rehabilitation; Therapy 
Amer-Ind Code, 354-355, 

359-360 
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Treatment (continued) 
anomia, 97, 98-109, 138-140 
auditory comprehension, 345-349 
Blissymbolics, 305, 313 
blocking, 57-60 
compensatory techniques, 353-357 
computer-aided visual 

communication (C-ViC), 339, 
342, 343, 356 

cuing verb treatments (CVT), 352 
direct stimulation, 57-60 
fluent aphasia, 360-361. See also 

Wernicke's aphasia 
Helm Elicited Language Program 

for Syntax Stimulation 
(HELPSS), 352 

indirect stimulation, 57-60 
neurophysiological mechanisms, 

56 
nonfluent aphasia, 358-360. See 

also Aphasia, global; Aphasia, 
Broca's 

reconstitution, function, 303 
and recovery phases, 340-343 
response elaboration training 

(RET), 352 
restitution, function, 302-303 
stimulation, 343-353 
symptom-specific, 60-70 
and time from onset, 339-340 
Treatment for Wernicke's Aphasia, 

360 
verbal expression, 349-353 
Visual Action Therapy (VAT), 313 
Voluntary Control of Involuntary 

Utterances (VCIU), 351, 359 
Treatment for Wernicke's Aphasia, 360 

u 
USA, 335-362 

v 
Videorecording, 38-40, 167-169, 

215-216, 326 
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Visual Action Therapy (VAT), 156, 
240-241, 313, 338, 355, 
359-360 

Visual Communication (VIC), 356 
Visual Communication (VIC) 

symbol system, 304, 313 
Visuele Cue Program (VCP), 241,243, 

245-246 
Voluntary Control of Involuntary 

Utterances (VCIU), 351, 359 
Volunteers, 116, 201-202, 205, 208, 

209 
training, 212-218 

w 

Wernicke's aphasia, 6, 74, 80, 
100-109, 134, 187, 189, 
253-254, 336, 360-361 

Western Aphasia Battery (WAB), 37, 
42, 150, 206, 233, 264, 265 

Wilson Expanded Syntax Program 
(WESP), 241, 243 

Word-finding deficits, models, 
292-298 

World Health Organization (WHO), 
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