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STEP-BY-STEP
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TWO HOURS

1:45-1:50 - Introduction, Disclosures, Objectives 

1:50 - 2:30 - Roles, Assessment & Goal Setting 

2:30 - 3:20 - Treatment & AAC 

3:20 - 3:35 - Discharge & Tough Cases 

3:35 - 3:45 - Resources, Questions, Wrap-up

AGENDA
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FINANCIAL & NON-FINANCIAL

DISCLOSURES

Co-founder, owner, director of Tactus Therapy 

Mentor for the Medical SLP Collective 

Course instructor & affiliate for MedBridge Education  

Co-author of “Healing the Broken Brain”  

Clinical faculty at University of British Columbia 

Member of ANCDS, AphasiaAccess, ASHA, SAC 

Volunteer for Aphasia Recovery Connection 

Affiliate for Amazon & The Informed SLP
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LEARNING OBJECTIVES

1. Identify 5 evidence-based treatments to improve verbal 
expression in aphasia. 

2. Describe what person-centred goal setting involves.  

3. Describe the role of the SLP in each stage of the stroke 
recovery pathway.
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DRS. AURA KAGAN & NINA SIMMONS-MACKIE

“APHASIA IS A COMMUNICATION IMPAIRMENT 
THAT IMPACTS IDENTITY AND RELATIONSHIPS 
BECAUSE OF DIFFICULTIES SPEAKING, 
UNDERSTANDING, READING, AND WRITING.”

A NEW DEFINITION…
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NINA SIMMONS-MACKIE; APHASIA ACCESS WHITE PAPER: APHASIA IN NORTH AMERICA  HTTPS://WWW.APHASIAACCESS.ORG/WHITE-PAPERS/

“Aphasia disrupts communication – 
the core of our ability to develop 
and maintain relationships, take 
part in home and community 
events, and project a public image 
of ‘who we are.’  
     Communication is essential to 
almost all of our activities of daily 
living. ‘Without the ability to 
participate in conversation, every 

relationship, every life role, and 
almost every life activity, is at huge 
risk. When adding problems with 
reading and writing, the impact is 
devastating.  
     This results not only in barriers 
to accessing healthcare services 
and information, but also inevitably 
leads to a loss of self-esteem and a 
profound sense of social isolation.”
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1. Know your role in your setting 

2. Assess & set goals (not necessarily in that order) 

3. Treat: Select your treatment approach, materials, & service delivery 
method - deliver treatment, measure progress, adjust as needed 

4. Plan for transitions

APHASIA THERAPY STEP-BY-STEP
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STIMULATION

CHANGING TIMES, KNOWLEDGE, AND PRIORITIES

TRENDS IN APHASIA THERAPY

PSYCHOLINGUISTICS PSYCHOSOCIAL

MINIMAL RESEARCH NO GENERALIZATION MEASURES FOCUS ON FUNCTION 
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1. KNOW YOUR ROLE IN 
APHASIA MANAGEMENT

BASED ON WORK SETTING
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LAYING THE FOUNDATION
Staff education on how to identify and communicate with people with aphasia  

• SCA training video - mandatory? https://www.aphasia.ca/communityhub/ 

• Confusion vs aphasia, yes/no accuracy, talking to the patient 

Ensuring appropriate referrals are made and received 

• Automatic referrals on stroke pathway 

• What about strokes that occur after admission? 

• Team rounds, relationships with care team 

Aphasia awareness for when PWA visit the facility or are re-admitted 

• Is your facility communicatively accessible? 

• CAMS tool from Aphasia Institute
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Short assessment (see resource list) 

Differential diagnosis 

Patient/family education & counselling 

Provide resources to read later 

Problem-solve acute care communication needs 
(e.g. menus, nursing care, consent) 

Identify strategies for staff to enhance 
participation in medical decisions and prevention 
of medical errors 

Refer for rehab/outpatient/home health therapy

ACUTE CARE
DON’T LET DYSPHAGIA DOMINATE
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Australian Stroke Coalition Assessment for Rehabilitation: Pathway and Decision-Making Tool 2012

ADVOCATE FOR YOUR PATIENTS TO GET THE THERAPY YOU’RE NOT ABLE TO PROVIDE AT THIS STAGE

REHAB REFERRALS IN ACUTE

“All stroke survivors (including people with aphasia) should be considered for 
rehabilitation unless they meet one of four exceptions:  

1. return to pre-morbid function,  

2. palliation, 

3. coma and/or unresponsive, not simply drowsy,  

4. declined rehabilitation.” 
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Full assessment 

Comprehensive diagnosis 

Treatment of impairments and participation in 
this level of care 

Patient/family education & training 

Problem-solve challenges around going home 

Refer for outpatient/home health therapy

INPATIENT REHAB
MAXIMIZE NATURAL RECOVERY
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Assess only as needed 

Functional goal-setting 

Involve family in treatment 

Maximize home environment 

Family & staff training 

Home programs for recovery

OUTPATIENT REHAB/ HOME HEALTH/SNF
THE WORK OF RESUMING LIFE AFTER STROKE BEGINS
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Group therapy to build community 

Participation-focus 

Adapt to new identity 

Self-advocacy & raising aphasia 
awareness 

Finding purpose in post-stroke life 

Maintain hope & have a plan for 
continued recovery 

Increase autonomy & confidence 

COMMUNITY SETTING
APHASIA CENTERS, UNIVERSITY CLINICS, SUPPORT GROUPS
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2. ASSESSMENT & GOALS
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PARTS OF AN ASSESSMENT

Case History (medical chart) 

Interview (patient and/or family) 

Oral-Motor Examination 

Language Assessment
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SEE LINKS AND LIST IN RESOURCES

TYPES OF ASSESSMENT TOOLS

Screenings 

• Is there a problem? Is a full 
assessment needed? 

• QAB, MAST, Brisbane EBLT 

Impairment-Based Assessments 

• WAB, BDAE, CAT 

Functional Assessment Tools 

• Conversational and discourse analysis 

• Participation-based assessments 
(SCCAN, CADL, IFCI, ALA) 

Patient-Reported Outcome Measures 

• CETI, SAQOL-39, ASHA QCL, CPIB
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FROM ASHA PRACTICE PORTAL FOR APHASIA  HTTPS://WWW.ASHA.ORG/PRACTICE-PORTAL/CLINICAL-TOPICS/APHASIA/

PURPOSE OF ASSESSMENT
Diagnosis of a language disorder 

Description of the characteristics, severity, and functional impact 
(limitations in participation & QOL) of the language disorder 

Identify Barriers & Facilitators within the person, environment, and 
context 

Prognosis for change (in the individual or in relevant contexts) 

Recommendations for intervention, support, and community resources 

Referral for other assessments or services
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“THE CLINICIAN CONSIDERS THE FOLLOWING FACTORS THAT MAY HAVE AN IMPACT ON SCREENING AND COMPREHENSIVE ASSESSMENT: 

OTHER CONSIDERATIONS
Concurrent motor speech impairment (dysarthria, apraxia) 

Hearing loss and auditory agnosia (inability to process sound meaning)  

Language(s) spoken 

Concurrent cognitive impairment (e.g., executive function, memory) 

Visual acuity deficits, visual agnosia, and visual field cuts 

Upper extremity hemiparesis (may affect ability to write) 

Presence of chronic pain from either pre-existing or new conditions 

Poststroke depression 

Endurance and fatigue (testing may need to be broken into shorter sessions)”

FROM ASHA PRACTICE PORTAL FOR APHASIA  HTTPS://WWW.ASHA.ORG/PRACTICE-PORTAL/CLINICAL-TOPICS/APHASIA/
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THOUGHTS ABOUT ASSESSMENT
Assessment is a dynamic and iterative process. It doesn’t just happen in 
session #1. 

Testing is for you, not the patient. Keep it short and necessary. If nothing will 
change based on your assessment, why do it? 

Tests can be a horrible ways to start a relationship. They make patients feel 
dumb. Build trust and rapport first! 

Consider setting goals first, then doing the assessment to find the strengths to 
meet those goals.
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MORE THOUGHTS ABOUT ASSESSMENT
Select your tests carefully to ensure you get the information and 
baseline measures that are valuable. 

Diagnostic therapy can get you more information. Patient feels 
supported while you learn what helps them. 

Consider how long you have with the client, which tests have 
already been done, and how quickly change is expected.
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Aphasia may co-exist with other communication disorders 

• Dysarthria 

• Apraxia 

• Cognitive-communication 

Symptoms similar to aphasia may not be aphasia 

• Anomia is part of dementia & other cognitive-
communication disorders 

• This does not mean someone with dementia has 
aphasia 

• Primary Progressive Aphasia has some 
commonalities with a degenerative course

DIFFERENTIAL DIAGNOSIS
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Sudden onset from stroke, TBI 

Gradual onset from tumor pressing on L cortex 

Damage to language center of the brain specifically 

Typically L MCA CVA 

More severe includes more subcortical structures like 
basal ganglia 

Does not (necessarily) impact cognition 

APHASIA
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A COMPLEX RELATIONSHIP

COGNITION & APHASIA

Language is a cognitive function 

The bigger the infarct, the more cognition is likely to be impacted 

Cognitive impairments tend to improve faster than language impairments 

Aphasia & cognitive disorders can co-exist 

Communication is impacted by cognition, causing cognitive-communication disorders 

• attention to conversation, tuning out distractions 

• memory for words and what has been said 

• executive functioning for making successful transactions and interactions
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AN EVEN MORE COMPLEX RELATIONSHIP

APRAXIA & APHASIA
Necessary for Diagnosis of Acquired Apraxia of Speech (AOS): 

1) Slowed rate of speech production 

Increased interval time between words and syllables 

Increased time to produce individual sounds and segments and to transition between sounds 

2) Sound Errors 

Distortions (predominant type), perceived substitutions, omissions, additions (intrusive schwa) 

3) Prosodic Abnormalities 

WAMBAUGH, J., DUFFY, J., MCNEIL, M., ROBIN, D., & ROGERS, M. (2006). TREATMENT GUIDELINES FOR ACQUIRED APRAXIA OF SPEECH: A SYNTHESIS AND EVALUATION OF THE EVIDENCE. JOURNAL OF MEDICAL SPEECH-LANGUAGE PATHOLOGY, 14(2), XV-XXXIII. 

NEED SOME SPEECH TO MAKE THE DIAGNOSIS - CAN’T TELL YET WITH GLOBAL OR NON-VERBAL PATIENTS
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NOT NECESSARILY APRAXIA
Articulatory groping 

Increasing errors with increasing word length or complexity 

Perseverative errors 

Speech initiation difficulties 

Awareness of errors (e.g. self-corrections) 

Automatic speech better than propositional speech 

Islands of error-free speech 

NOTE: Fluent aphasia & apraxia do not co-exist

WAMBAUGH, J., DUFFY, J., MCNEIL, M., ROBIN, D., & ROGERS, M. (2006). TREATMENT GUIDELINES FOR ACQUIRED APRAXIA OF SPEECH: A SYNTHESIS AND EVALUATION OF THE EVIDENCE. JOURNAL OF MEDICAL SPEECH-LANGUAGE PATHOLOGY, 14(2), XV-XXXIII. 
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DIAGNOSTIC STATEMENT
“Pt presents with [severity] [type] aphasia characterized by relative 
strengths in [v/e, a/c, r/c, w/e – or whatever] and weaknesses in [v/e, a/c, r/
c, w/e, repetition, etc]. “ 

Severity approximation: profound [FIM 1], severe [FIM 2], moderate-severe [FIM 2-3], moderate [FIM 
3-4], mild-moderate [FIM 4], mild [FIM 5], minimal [FIM 6] 

Type: fluent or non-fluent, or Boston classification (“transcortical motor”) if it truly applies 

Please don’t say expressive or receptive aphasia. Fluent and non-fluent both have deficits in both 
expression and comprehension. You can say “severe expressive and moderate receptive deficits” 
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SETTING  
PERSON-
CENTERED 
GOALS
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SUTTON, M. (2020) SETTING GOALS IN APHASIA THERAPY E-BOOK HTTPS://TACTUSTHERAPY.COM/SETTING-GOALS-SPEECH-THERAPY-DOWNLOAD/
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HERSH, WORRALL, HOWE, SHERRATT & DAVIDSON (2012) SMARTER GOAL SETTING IN APHASIA REHABILITATION, APHASIOLOGY, 26:2, 220-233

WRITE SMART GOALS IN A SMARTER WAY
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IN ORDER TO 
[LONG-TERM 

GOAL],  
[NAME] WILL 

[PERFORMANCE] 
[CONDITION] 
[CRITERION] 

[TIMEFRAME].
SUTTON, M. (2020) SETTING GOALS IN APHASIA THERAPY E-BOOK HTTPS://TACTUSTHERAPY.COM/SETTING-GOALS-SPEECH-THERAPY-DOWNLOAD/
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PITFALLS IN SETTING GOALS
1) Setting goals around the items scored incorrect on an assessment. 

• “Client will determine whether a word is a real or non-word with 90% accuracy.” 

• Why does this matter to this person? 

2) Adding so many measurements to a goal that it doesn't make sense. 

• Client will use a writing strategy with moderate assistance to name a pictured object with 80% 
accuracy on 5/8 trials. 

• Use only one measurement at a time: level of assistance (provided that assisting will get them to 
the correct answer) or accuracy (in either a percentage or number of trials) 

• Clearly define the type of assistance (e.g., verbal reminders, visual cues, written prompts) if you’re 
using that as part of the goal. "Moderate" can mean a lot of things to different people, and being 
clear will help you recognize when it's time to modify the goal.

SUTTON, M. (2020) SETTING GOALS IN APHASIA THERAPY E-BOOK HTTPS://TACTUSTHERAPY.COM/SETTING-GOALS-SPEECH-THERAPY-DOWNLOAD/
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PITFALLS IN SETTING GOALS
3) Setting goals that fail to tie into meaningful targets. 

• “Client will name pictures of food with 90% accuracy IN ORDER TO…  

• be more independent in dictating a grocery list 

• order the desired meal at a restaurant 

• share family recipes with grandchildren 

4) Including the treatment method in the goal. 

• “Client will create sentences using the VNeST protocol with minimal assistance.” 

• Don’t lock yourself in. The treatment is not the goal. What does the treatment achieve?

SUTTON, M. (2020) SETTING GOALS IN APHASIA THERAPY E-BOOK HTTPS://TACTUSTHERAPY.COM/SETTING-GOALS-SPEECH-THERAPY-DOWNLOAD/
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PITFALLS IN SETTING GOALS
5) Mistaking what’s truly “functional” for your client. 

• Functional means practical and useful. It does not mean that everyone should work on 
reading prescription labels, as some people are happy to have others take care of 
medication management for them. Think not only safety, ADLs, and medical care, but also 
independence, revealing intelligence, socialization, participation, dignity, respect, and 
purpose. Set goals that serve the function of truly improving quality of life. 

Examples of non-functional “functional” activities: 

• Check writing for people who use online banking 

• Grocery list writing for people who don’t shop or plan meals 

• Sentence completion with phrases about ADLs

SUTTON, M. (2020) SETTING GOALS IN APHASIA THERAPY E-BOOK HTTPS://TACTUSTHERAPY.COM/SETTING-GOALS-SPEECH-THERAPY-DOWNLOAD/
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PITFALLS IN SETTING GOALS
6) Focusing only on language skills 

• Family, communication partners, environment, community 

• Personal factors: confidence, purpose, autonomy, respect 

• Counselling, education, referrals 
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100 EXAMPLES OF LONG-TERM GOALS

SUTTON, M. (2020) SETTING GOALS IN APHASIA THERAPY E-BOOK                                                                                                                                                                                        HTTPS://TACTUSTHERAPY.COM/DOWNLOADS
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QUESTIONS SO FAR?
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3. APHASIA TREATMENT
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WORLD HEALTH ORGANIZATION - INTERNATIONAL CLASSIFICATION OF FUNCTIONING, DISABILITY & HEALTH

WHO-ICF

TREATMENT PHILOSOPHY
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A-FROM DIAGRAM FROM DR. AURA KAGAN @ THE APHASIA INSTITUTE IN TORONTO, CANADA   HTTPS://TACTUSTHERAPY.COM/LIFE-PARTICIPATION-APPROACH-APHASIA-LPAA/

(LPAA)

LIFE PARTICIPATION APPROACH TO APHSIA
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COMPONENTS OF THERAPY
1. REMEDIATION 

• Make the problem better with impairment-level treatment 

2. COMPENSATION 

• Get around the problem using strategies 

3. PARTICIPATION  

• Generalize/transfer skills to life and modify the environment or train partners 

4. EDUCATION 

• Understand the problem - counseling may be needed 

HTTPS://TACTUSTHERAPY.COM/SPEECH-THERAPY-EXPLAINED/
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CONTRIBUTING FACTORS TO THERAPY

HTTPS://TACTUSTHERAPY.COM/PERSONAL-FACTORS-IN-STROKE-RECOVERY/

44



HTTPS://TACTUSTHERAPY.COM/NEUROPLASTICITY-STROKE-SURVIVORS/ - ADAPTED FROM KLEIM & JONES 2008

NEUROPLASTICITY
1. Use it or lose it - The skills we don’t practice often get weaker. 

2. Use it and improve it - The skills we practice get better. 

3. Specificity - We must skillfully practice the exact tasks we want to improve. 

4. Repetition matters - We must do a task over and over again once we’ve got it right to actually 
change the brain. 

5. Intensity matters - More repetitions in a shorter time are necessary for creating new connections. 

6. Time matters - Neuroplasticity is a process rather than a single event, with windows of opportunity opening for different skills at different 
times. In rehabilitation, starting earlier is usually better than starting later. 

7. Salience matters - To change the brain, the skill we’re practicing must have some meaning, relevance, or importance to us. 

8. Age matters - Younger brains tend to change faster than older brains, but improvement is possible at any age. 

9. Transference - Practicing one skill can result in improvement of a related skill. 

10. Interference - Learning an “easier way” of doing something (i.e. a bad habit or compensation) may make it harder to learn the proper way. 
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EVIDENCE FOR APHASIA TREATMENT

ASHA EVIDENCE MAP FOR APHASIA  asha.org/Evidence-Maps/ 

AUSTRALIAN APHASIA REHAB PATHWAY  aphasiapathway.com.au 

ANCDS  ancds.org/evidence-based-clinical-research 

APHASIA TREATMENT EVIDENCE TABLES aphasiatx.arizona.edu 

APHASIA THERAPY PLANNER aphasiatherapyplanner.weebly.com 

HOW TO GUIDES FOR APHASIA THERAPY  tactustherapy.com/how-to
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ALL HAVE AN EVIDENCE-BASE

SERVICE DELIVERY

1 ON 1 WITH SLP 

1 ON 1 WITH TRAINED VOLUNTEER 

GROUP THERAPY & CONVERSATION GROUPS 

COMPUTER-DELIVERED TREATMENT 

TELEPRACTICE
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SELECTED LIST OF TREATMENTS WITH MULTIPLE PUBLISHED STUDIES    * =  COVERED IN MORE DETAIL LATER IN THIS PRESENTATION

EVIDENCE-BASED APHASIA TREATMENTS
*RET - Response Elaboration 

*ORLA - Oral Reading for Language in Aphasia 

SFA - Semantic Feature Analysis 

PCA - Phonological Components Analysis 

*VNeST - Verb Network Strengthening 

Scripting 

*MIT - Melodic Intonation Therapy 

PACE - Promoting Aphasics’ Communication 
Effectiveness 

ARCS - Attentive Reading & Constrained 
Summarization (with written variation)

*CIAT - Constraint Induced Aphasia Therapy 

TUF - Treatment of Underlying Forms 

Phonomotor Treatment 

CAAST - Combined Aphasia and Apraxia of Speech 
Treatment  

Multimodal Treatment 

ACRT - Anagram, Copy, and Recall 

MOR - Multiple Oral Rereading 

RST - Reciprocal Scaffolding 

*CPT - Communication Partner Training 

Workbooks

48



WALC 1, ©2002 LINGUISYSTEMS

EVIDENCE-BASED WORKBOOKS?
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IF YOU COULD SAY JUST 10 WORDS/
PHRASES FOR THE REST OF YOUR LIFE… 

[WRITE THEM DOWN]
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HTTPS://TACTUSTHERAPY.COM/MIT-MELODIC-INTONATION-THERAPY-HOW-TO/

MELODIC INTONATION THERAPY
People with severe Broca’s aphasia are the best candidates for MIT. To use MIT successfully, the 
person must: 

 Have damage to only the left hemisphere of the brain 

 Demonstrate moderately good auditory comprehension 

 Have non-fluent speech with effortful speech production of only a few words or only      
nonsense syllables 

 Have poor ability to repeat even single words 

 Show some ability to produce words while singing familiar songs 

 Be alert, motivated, emotionally stable, and have a good attention span
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HTTPS://TACTUSTHERAPY.COM/MIT-MELODIC-INTONATION-THERAPY-HOW-TO/

MELODIC INTONATION THERAPY
Select meaningful phrases to practice. 

1. Hum, then intone the phrase as the client listens 

2. Unison intoning with hand tapping 

3. Unison intoning with hand tapping as voice fades out 

4. Immediate repetition of intoned phrase after clinician 

5. Response to a question “what did you say?” 

52



HTTPS://TACTUSTHERAPY.COM/RESPONSE-ELABORATION-TRAINING-RET/

RESPONSE ELABORATION TRAINING
Take 1-2 word responses and shape them into complete sentences 

No right/wrong answers - “loose training” 

Works for a variety of aphasia severities 

M-RET is a modified version that incorporates integral stimulation for repetition of 
phrases for people with apraxia of speech 

Collect baseline data of word count from 5-10 picture descriptions 

Measure word count after treatment to see outcomes
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HTTPS://TACTUSTHERAPY.COM/RESPONSE-ELABORATION-TRAINING-RET/

RESPONSE ELABORATION TRAINING
Step 1a – Clinician: Show a picture, and ask the person with aphasia to 
describe it. 

“Tell me what’s happening,” while showing a picture of a woman driving. 

Step 1b – Client: The person with aphasia gives a description of the 
picture. The clinician may count the number of content words. 

“Lady….car.” 

Step 2 – Clinician: Positively reinforce the response, repeating a more 
complete version of the description. 

“Yes, that’s right! The lady is in the car.” 

Step 3a – Clinician: Ask a wh-question (who, what, why, when, where, 
how) appropriate to the picture to get more information. 

“Why is the lady in the car?” 

Step 3b – Client: The person with aphasia responds as best they can. 

“Lady drive.”

Step 4a – Clinician: Combine the responses and reinforce 
with a good model of the sentence and ask for a 
repetition. 

“Wonderful! The lady drives the car. Can you say that? The 
lady drives the car.” 

Step 4b – Client: The person with aphasia tries to repeat 
the sentence. 

“Lady drive car.” 

Step 5 – Clinician: Reinforce again with a model. 

“You’ve got it! The lady drives the car.” 

Repeat steps 2-4 until the person cannot repeat the sentence.
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CHERNEY 1986, 1995, 2004

ORAL READING FOR LANGUAGE IN APHASIA

ORLA

ORLA involves repeated practice reading aloud sentences with a clinician.  

Shown to improves writing for mild aphasia, talking for moderate aphasia, and reading for severe aphasia. 

ORLA has four levels of treatment based on length and reading level: 

• Level 1. Simple 3-5 word sentences at a first grade reading level; 

• Level 2. 8-12 words that may be single sentences or two short sentences, at a third grade reading level; 

• Level 3. 15-30 words, divided into 2-3 sentences, at a sixth grade reading level; 

• Level 4. 50-100 words comprising a 4-6 sentence simple paragraph, also at a sixth grade reading level. 
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ORLA
1. A stimulus sentence or paragraph appears. The therapist reads aloud to the patient, articulating carefully. The therapist’s 

mouth is visible to the patient. As each word is read, it is pointed to. 

2. The therapist reads aloud to the patient again. The patient points to each word as it is read. 

3. The therapist reads the sentence aloud again. This time, the patient points to each word as it is read, and attempts to read 
each word aloud in unison with the therapist. 

4. Step 3 is repeated. The voice of the therapist fades out at the end of the sentence to allow the patient to read the words 
aloud independently. 

5. For each line or sentence, the therapist states a word that the patient must then identify. Words may be content words 
(e.g., nouns, verbs) or function words (e.g., pronouns, prepositions, conjunctions). 

6. For each line or sentence, the therapist points to a word for the patient to read aloud. Both content and function words are 
selected. 

7. The patient reads the whole sentence aloud again in unison with the therapist. 
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ORLA
How I do ORLA: 

Generate a phrase or sentence meaningful to patient or session - generated from RET or 
from a script. 

I love to go to the beach on weekends. 

Tapping & unison speech with fading from MIT, repetition from integral stimulation, visual 
model for speech entrainment, comprehension quiz
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HTTPS://TACTUSTHERAPY.COM/VNEST-VERB-NETWORK-STRENGTHENING-APP/  BASED ON LISA EDMONDS’ PUBLICATIONS 

VERB NETWORK STRENGTHENING TREATMENTVNEST

Focus on verbs - activate the rich semantic network 

Select transitive verbs with different meanings  

Research uses 10 verbs, 3.5 hours a week for 10 weeks 

Shown to generalize to untreated words 

Complexity theory - start hard and easier skills fill in
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HTTPS://TACTUSTHERAPY.COM/VNEST-VERB-NETWORK-STRENGTHENING-APP/  BASED ON LISA EDMONDS’ PUBLICATIONS 

VERB NETWORK STRENGTHENING TREATMENTVNEST
Step 1 

Create 3 pairs of subjects/objects for the verb. Think of 3 people who could perform the action, 
or start by thinking of 3 objects the action could be done to. The goal is to be as specific as 
possible with the nouns, so farmer would be a better agent than man for the verb drive. Write 
each noun on a card and place it in the appropriate column so you’ll have 3 triads (subject-
verb-object). 

Step 2 

Read each triad of words aloud. It’s not important to conjugate the verb or add any articles to 
the nouns (“farmer drive tractor”), but it’s okay if the client does (“the farmer drives the 
tractor”). Take note of whether the client reads independently, needs to read in unison with 
you, or repeats each word after you, as a way to measure progress on this step. 

Step 3 

Select one of the three triads to expand upon. Ask “WHERE” it happens, “WHY” it happens, and 
“WHEN” it happens as you show cards with those words. Try to get specific answers, and write 
the responses down. Then have the client read the original triad followed by the three answers 
to create a long, detailed sentence. Again, the grammar doesn’t matter as the focus is on 
connecting the concepts.
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VERB NETWORK STRENGTHENING TREATMENTVNEST
Step 4 

Clear the cards from the table, and read aloud 12 sentences that use the 
verb (best prepared in advance). These should contain a mix of correct and 
incorrect sentences. Some will have a wrong agent, others a wrong patient, 
and some will have the themes reversed. Ask the client to judge whether 
each sentence they hear is correct or not. 

Step 5 

Recall the verb you’ve been working on. If the client can’t independently 
remember the verb, cue them to think of the three subject/object pairs. If 
that doesn’t help, show them the card with the printed verb. 

Step 6 

Repeat step 1, but this time without cues. This does not mean that the client 
has to remember the same 3 pairs of nouns, but they can, or it’s okay to 
come up with new pairs.

HTTPS://TACTUSTHERAPY.COM/VNEST-VERB-NETWORK-STRENGTHENING-APP/  BASED ON LISA EDMONDS’ PUBLICATIONS  - ADVANCED LANGUAGE THERAPY APP
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CONSTRAINT-INDUCED THERAPY
Barrier prevents partner from seeing writing or 
gestures 

“Go Fish” style games that increase MLU 

Based on limb constraint therapy (Taub) 

Watch for results of the COMPARE trial from 
Australia looking at multi-modal vs constraint-
induced therapy when delivered intensively 

www.latrobe.edu.au/school-allied-health/
research/compare

61

Repetition & intensity required for neuroplastic 
change 

1-2 hours a week is not enough 

Train family or volunteer to assist 

Technology!! (feedback, repetition, variety) 

Focus treatment on what only you can do; home 
practice for repetitive tasks that an app or 
computer can score

HOME PRACTICE
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HTTPS://TACTUSTHERAPY.COM/COMMUNICATION-PARTNER-TRAINING-CPT/

PERHAPS THE MOST IMPORTANT TREATMENT

COMMUNICATION PARTNER TRAINING

Education vs TRAINING 

Both compensatory and restorative as it gives more opportunities to speak 

Reframes aphasia as a problem with communication between 2 people 

2 systematic reviews in past decade show great efficacy & maintenance 

•  17 studies addressed chronic aphasia: improvement in impairment scores, improved use of content words, sentences, 
communication strategies, and topic initiation.  

•  Psychosocial measures noted improvements after CPT including an increase in self-confidence, self-perception and 
reduced depression. 

•  Communication partners reported an improvement in communication effectiveness.
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HTTPS://TACTUSTHERAPY.COM/COMMUNICATION-PARTNER-TRAINING-CPT/

SEVERAL PROTOCOLS AVAILABLE

COMMUNICATION PARTNER TRAINING

Supporting Partners of People with Aphasia 
in Relationships and Conversation Training 
(SPPARC Training; Lock, Wilkinson & Bryan) 

There are three stages for training communication partners in SPPARC: 

 Raising awareness of the aspect of conversation that is being 
addressed 

 Raising awareness of the individual’s contribution to the 
conversation 

 Identifying and practicing strategies for change 

There is a manual with CD-ROM and DVD providing examples, 
resources, and guidelines published in 2008 and available here: https://
www.routledge.com/SPPARC-Supporting-Partners-of-People-with-
Aphasia-in-Relationships-and/Lock-Wilkinson-Bryan/p/book/
9780863886898

Better Conversations with Aphasia  
(BCA; Beeke, Sirman, Beckley, Maxim, Edwards, Swinburn, Best) 

BCA is an e-learning resource for conversation partner training for use by clinicians, 
people with aphasia, and their families. This extensive training with video examples 
and guidelines is completely free, though an account is required. Any clinician or 
family interested in learning these skills will find a wealth of information in this 
online course. Learn to identify barriers and facilitators in conversation. 

 Overview: https://www.ucl.ac.uk/short-courses/search-courses/better-
conversations-aphasia-e-learning-resource 

 Course materials: https://extendstore.ucl.ac.uk/product?catalog=UCLXBCA 

 Remote delivery via teletherapy: https://
annavolkmersbigphdadventure.wordpress.com/2020/04/24/tele-therapy-remote-
delivery-of-better-conversations/ 

Developed with non-fluent aphasia in mind, this method has also been explored for 
use with Wernicke’s aphasia and spun off into Better Conversations for Primary 
Progressive Aphasia (BCPPA) and into conversational analysis and training for 
dysarthria. 
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SEVERAL PROTOCOLS AVAILABLE

COMMUNICATION PARTNER TRAINING

Supported Conversation for Adults with Aphasia  
(SCA; The Aphasia Institute) 

SCA is based on two key principles: acknowledging competence and revealing competence. The approach focuses on establishing 
techniques to help the person with aphasia feel competent and techniques to give and receive accurate information from the person 
with aphasia.  

Free online training is available for the basics of SCATM, with in-depth training (including train-the-trainer) available on-site in 
Toronto or by arrangement in your location. 

 SCATM overview: https://www.aphasia.ca/communicative-access-sca/ 

 SCATM self-directed training (slides): https://www.aphasia.ca/home-page/health-care-professionals/self-directed-sca-module/ 

 New SCATM video training for healthcare providers: https://www.aphasia.ca/communityhub/ 
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SCA
Tools & strategies to help conversation 
partners of people with aphasia: 

•Get the message IN 

•Get the message OUT 

•VERIFY it is correct 

“I know you know” 

WRITE KEY WORDS 

–Helps with comprehension 

–Provide written choices 

–Gives a reference for PWA to return to topic 

–Paper vs Whiteboard 

USE PICTURE SUPPORTS 

–Maps, images, symbols, ParticiPics, iPad 
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Anything that can supplement or replace 
communication for a person whose own 
communication is insufficient or ineffective 

•Strategies, techniques, or devices 

•No-tech, low-tech, or high-tech 

•Used independently or aided by a communication 
partner 

•Expressive AND receptive communication 

AAC & APHASIA
AUGMENTATIVE & ALTERNATIVE COMMUNICATION
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AAC ASSESSMENT
GARRET & LASKER – UNIVERSITY OF NEBRASKA 

https://cehs.unl.edu/aac/aphasia-assessment-materials/ 

• Aphasia Needs Assessment 

• Categories of Communicators Checklist 

• Multimodal Communication Screening Task (MCST-A) 

• Scanning/Visual Field/Print Size/Attention Screening Task 
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HTTPS://CEHS.UNL.EDU/DOCUMENTS/SECD/AAC/ASSESSMENT/APHASIANEEDS.PDF

APHASIA NEEDS ASSESSMENT
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HTTPS://CEHS.UNL.EDU/DOCUMENTS/SECD/AAC/ASSESSMENT/APHASIACHECKLIST.PDF

CATEGORIES OF COMMUNICATORS 
PARTNER DEPENDENT 

–Emerging 

–Contextual Choice 

–Transitional 

INDEPENDENT 

–Stored Message 

–Generative Message 

–Specific Need
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TD SNAP CORE FIRST - APHASIA PAGE SET

VOICE-OUTPUT COMMUNICATION AID (VOCA) OR SPEECH-GENERATING DEVICE (SGD)

VOICE-OUTPUT AAC TYPES

•Visual Scene Display (VSD) - Pictures tell a stored story 

•Picture-supported Stored Message 

•Text-Based Stored Message 

•Grid-Based Symbols or Pictures 

•Keyboard  

•Combinations of Above 
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HTTPS://TACTUSTHERAPY.COM/AAC-APHASIA-MISCONCEPTIONS/

TIPS FOR SUCCESSFUL AAC USE 

Start IMMEDIATELY 

Start small 

Teach it 

–Not a magic cure

Use it yourself  

–Aided Language Input 

NOT a last resort 
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QUESTIONS SO FAR?
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4. PLAN FOR TRANSITIONS
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DISCHARGE PLANNING

Begin planning for discharge from Day 1 of therapy 

• What does a successful discharge look like? 

• What is the next step after you? 

• What can the PWA do to keep recovery going? 

• To whom and how will information be transferred?
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HTTPS://TACTUSTHERAPY.COM/STROKE-RECOVERY-PLATEAU-TRUTH-MYTH/

THE MYTH OF THE PLATEAU 
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HTTPS://TACTUSTHERAPY.COM/STROKE-RECOVERY-PLATEAU-TRUTH-MYTH/

THINGS TO TRY IF YOU HIT A PLATEAU
SET A NEW FUNCTIONAL GOAL 

• TRY SOMETHING LESS IMPAIRMENT-FOCUSED 
AND MORE PARTICIPATION-FOCUSED 

• YOU CAN ALWAYS CHANGE THE 
ENVIRONMENT OR TRAIN PARTNERS 
RESULTING IN IMPROVED COMMUNICATION 

USE A DIFFERENT EVIDENCE-BASED TECHNIQUE 

TRY A NEW THERAPIST 

• THIS DOES NOT MEAN YOU HAVE FAILED - 
FRESH EYES AND NEW TRICKS ARE GOOD FOR 
EVERYONE 

REFER TO A STROKE OR APHASIA GROUP 

• SEEING OTHERS OFTEN CHANGES THE 
PERSPECTIVE ON ONESELF, BUILDS 
COMMUNITY, DEMONSTRATES WHAT WORKS 

TAKE A BREAK FROM THERAPY 

• LET INSURANCE RESET, FIND NEW AREAS TO 
FOCUS ON, RENEW MOTIVATION OR 
EMBRACE THE NEW NORMAL 

REVISIT THE CONTRIBUTING FACTORS TO THERAPY 

• MOTIVATION, DEPRESSION, PAIN, 
ENDURANCE 
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THERE IS ONLY HOPE - AND IT IS POWERFUL

THERE IS NO SUCH 
THING AS FALSE HOPE
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TOUGH CASES
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SEVERE APHASIA
Build awareness 

Focus on the functional goals that will make the biggest impact for the care partner 

Communication partner training is ESSENTIAL 

Boost cognitive skills to enhance therapy outcomes and problem-solving communication 
breakdowns 

AAC may be a huge help, or may be too symbolic and out of reach 

Work on listening, reading & writing to help if apraxia is secure 

MIT, Scripting, RET, ORLA
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MILD APHASIA MEANS THAT THE APHASIA AFFECTS THE LISTENER MILDLY - DON’T UNDERESTIMATE HOW DEVASTATING IT MIGHT BE TO THE INDIVIDUAL

STILL A LOT OF WORK TO BE DONE

MILD APHASIA

Build self-awareness, self-cueing, and self-correction skills 

Empower with self-advocacy skills 

Find purpose in returning to work, volunteering, or teaching others 

Role-play normal life and stressful situations 

Add time pressure or distractions to tasks 

VNeST, Generative Naming, ARCS, Writing
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HTTPS://TACTUSTHERAPY.COM/WHAT-IS-FLUENT-APHASIA-VIDEO/ - SEE BYRON SPEAK WITH ALL FLUENT APHASIA CHARACTERISTICS

FLUENT APHASIA

Awareness is often lacking & hard to build 

Communication partner training is essential 

Write keywords for comprehension (SCA) 

Use any written language strengths to bolster other deficits 

Context-based therapy works best (Marshall) 
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HTTPS://TACTUSTHERAPY.COM/PPA-TREATMENT-SLP-PRIMARY-PROGRESSIVE-APHASIA/

PRIMARY PROGRESSIVE APHASIA

Different from other aphasia types - degenerative with gradual onset 

Form of dementia - often strikes in 40’s/50’s - three main subtypes currently recognized 

Diagnosis requires at least 2 years of relatively isolated language impairment with 
generally intact cognitive abilities 

Therapy focuses on preserving abilities 

Scripts, strategies, non-verbal communication, AAC, partner training 
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IN YOUR HANDOUT

RESOURCES

Aphasia Assessments 

Aphasia Treatments 

Aphasia Websites 

Aphasia Education 

Aphasia Books 

Aphasia Software 

Tactus Therapy Resources
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FINAL THOUGHTS
There are 2.5 million Americans living with aphasia - we need to help them be heard 

People with aphasia are people first - with a lifetime of experience and knowledge to share 

Aphasia impacts all aspects of life - focusing exclusively on language misses key areas 

If you can no longer help, refer to someone who can - you are not to blame 

Never, ever take away hope - you don’t know the future 

Don’t underestimate the power of meeting someone else with aphasia - it can be life-changing 

Technology has huge power when used to communicate, connect, and improve aphasia
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LAST CALL FOR QUESTIONS!
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MEGAN@TACTUSTHERAPY.COM

THANK YOU!
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